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Foreword 

The editors of Beyond Trauma: Cultural and Societal Dynamics have created 
a volume that goes beyond the individual's psychological dynamics of 
trauma, exploring its social, cultural, politica!, and ethical dimensions 
from an international as well as a global perspective. 

In the opening address as International Chair of the First World 
Conference of the International Society for Traumatic Stress Studies on 
Trauma and Tragedy: The Origins, Management, and Prevention of 
Traumatic Stress in Today's World, June 22-26, 1992, Amsterdam, The 
Netherlands, the conference that formed the foundation for the col­
lected chapters in this volume, 1 commented: 

This meeting is a landmark in accomplishing the Society's universal mission. 
Our distinguished International Scientific Advisory Committee and Honor­
ary Committee, whose membership was drawn from over 60 countries, the 
cooperation of six United Nations bodies, and the participation anei endorse­
ment of numerous nongovernmental organizations and institutions attest to 
the Society's emerging presence as a major international forum for profes­
sionals of ali disciplines working with victims and trauma survivors. 

On a personal note, it was also in june, 1986, that I last shared a podium 
at the RAI International Congress Centre as a member of a panel on War 
Trauma ami Adult Development with, among others, Dr. Robert Laufer, who 
was !ater elected president of the Society. Another close Dutch friend, col­
league, and pioneer in our field, Dr. Edie de Wind, was present as well. Like 
so many other Holocaust survivors, both died prematurely. These were 
friends of mine and of the Society. But June is also an anniversary of the birth 
of a young Amsterdam gir! who has become a friend and symbol to millions. 
Earlier this month, on June 12, Anne Frank would have been 63. 

Being here today has an additional historic poignancy. For it was 50 years 
ago to this day, on June 22, 1942, that Adolf Eichmann, head of the Jewish 
department of the Gestapo in the Reich Central Security Office, informed 
Karl Rademacher, the Jewish affairs expert in the Foreign Office, that ar­
rangements had been concluded with the railways for the deportation of 
Jews from the Netherlands, Belgium, and Occupied France to Auschwitz. 

vii 



viii FOREWORD 

From July 1942 until September 1944, 93 transports left Westerbork­
Holland's gateway to hell. Following centuries when they found a safe haven 
in the Netherlands, of the 140,000 Jews living there at the time of the Ger­
man invasion, Il 0,000 were murdered; only 3,000 people returned of the 
103,000 who were deported; 15,000 Jews were saved in hiding. Despite initial 
courageous protest, undaunted, unforgotten rescuers, and heroic resistance 
fighters, as in the rest of Europe, some were collaborators and many more 
were bystanders in a silently acquiescing world. In the end, 79% of the Dutch 
Jews were murdered, the highest percentage in Western Europe. 

Living as we do in an era of astonishingly rapid and sometimes cata­
clysmic global changes, which have again upended the dynamic of the inter­
national community and transformed world realities, makes acute the need 
and affords us with the opportunity to reexamine the ways we live together 
on our planet earth. 

As Elie Wiesel (1972) reflects, "After the reckoning, o ne feels discour­
agement and shame. The balance sheet is disheartening .... Society has 
changed so little [that] only one conclusion is possible: namely, that the failure 
of the black years has begotten yet another failure. Nothing has been learned: 
Auschwitz has not even served as warning" (p. 15). 

Indeed, until recently, most of the very issues we will be discussing here 
over the next five days were shrouded in silence. This conference is a mile­
stane in paving the way to adjust the balance sheet: to share what we have 

learned and what we can apply to help ali victims and trauma survivors of 
past and the traumata of today's world, and to prevent new ones from looming 
in the future. Time constraints allow for but a mere mention of some of the 
sources of the immense suffering demanding our attention around the world 
today: the abandoned and abused children in the streets of the big cities, at 
home, and in institutions; violated women; victims of torture and other 
crimes; indigenous peoples; the plight of refugees and displaced people; 
ethnic strife and deprivation; politica! instability and other upheavals; pover­
ty and starvation; oppression; and natural and technological disasters and 
their aftermath. June 4 marked the anniversary of Tiananmen Square .... 

Just 20 days before the betrayal that led to her deportation to Wester­
bork, Auschwitz, and Bergen Belsen, Anne Frank wrote in her legendary 
diary of living in hiding, "[I]n spite of everything I still believe that people are 
really good at heart." I am heartened to say that this World Conference, in 
her city, and in yours, Your Majesty, Mr. Mayor, is abundant with people who 
will act on her words. For we are here not only to learn from vic­
tims/survivors of past and present generations but also to do our best to make 
the world a better place for them, and for us, and for generations to come. 

The meeting fulfilled much of its promise. The editors of Beyond 

Trauma: Cultural and Societal Dynamics selected some of the distinguished, 
path-breaking presentations at the conference to explore trauma be­
yond its individual dynamics and to view it in a multidimensional, inter­

disciplinary, integrative framework. 
Considered within such a framework (Danieli, 1985), an individual's 

identity involves a complex interplay of multiple spheres or systems. 
Among these are the physical and intrapsychic; the interpersonal-
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familial, social, communal; the educational-professional-occupational; 
and the material-economic, political, national, and international. These 
systems coexist dynamically along the time dimension to create a contin­
uous conception of life from past through present to the fu ture. Ideally, 
the individual should simultaneously have free psychological access to 
and movement within ali these identity dimensions. 

Victimization causes a rupture, a possible regression, and a state of 
being "stuck" in this free flow (which 1 have termed fixity) that may 
render the individual vulnerable, particularly to further traumatic 
events and ruptures throughout the life cycle. The time, duration, ex­
tent, and meaning of the trauma for its victims and survivors; the het­
erogeneous survival mechanisms and strategies they have used to adapt 
to it; and postvictimization traumata such as the conspiracy of silence 
(Danieli, 1988) and second wound (Symonds, 1980)-all will determine 
the elements and degree of the rupture, the disorganization and disori­
entation, and the severity of the fixity. This multidimensional, inter­
disciplinary, integrati ve framework allows the evaluation of whether and 
how much of each system was ruptured or proved resilient and may thus 
inform the choice of optimal systemic interventions. 

Systems can change and recover independently of other systems. 
For example, there may be progress in the social system but not in the 
religious system. While there can be isolated, independent recovery in 
various systems, they may also be related and interdependent. Also, with 
a multidimensional framework for the multiple levels of posttraumatic 
adaptation, the finding that survivors have areas of vulnerability and 
resilience is not a paradoxical one. In addition, tracing one's history of 
multiple traumata along the time dimensionat different stages of devel­
opment reveals that, while for many people time heals ills, in trau­
matized persons time may not heal but rather magnify the response to 
further trauma. To be healing and even potentially self-actualizing, the 
integration of trauma tic experiences must indeed be examined from the 
perspective of the totality of the survivors' and their family members' 
lives. The book does so with authority, excellence, and great care. 

The editors of the present collection selected authors representing 
different parts of the world, reflecting cultural richness and intricacies 
and moral and political nuances that shape individuals' responses to 
their particular trauma. The chapters demonstrate a wide range of 
methodologies and theoretical formulations. As a founder and past 
president of the International Society for Trauma tic Stress Studies, 1 am 
delighted that this important book brings us a step closer to appreciating 
the complexities of our field, and to fulfilling the society's mission "to 
provide a forum for developing and disseminating research, clinical 
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strategies, public policy concerns, and theoretical formulations around 
the world." 

YAEL DANIEL!, PH.D., Director 
Group Project for Holocaust Survivors 

arul Their Children 

New York, New York 
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Introduction 

ROLF J. KLEBER, CHARLES R. FIGLEY, 
and BERTHOLD P. R. GERSONS 

Trauma goes beyond the individual. It has a far wider context. We 
interpret war, loss, violence, and disasters in ways shaped by our culture, 
by our society, and by its values and norms. We cope with serious life 
events in ways provided and approved by our surroundings. 

Traumatic stress does not occur in a vacuum. Victims of traumatic 
stress live in specific situations in specific societies. The characteristics of 
these circumstances determine the intensity and severity of the conse­
quences of extreme life events, such as combat, disaster, sudden bereave­
ment, and violence. They even determine the occurrence of the events 
themselves: Such diverse situations as political repression and techno­
logical disasters are human-made and create intense feelings of helpless­
ness, disruption, and despair. 

This book is devoted to the societal and cultural dimensions of 
traumatic stress. Researchers and clinicians can understand the after­
effects of war, violence, disaster, and loss only by taking these dimensions 
into account. It is essential to pay attention to these dimensions explicitly 
and in depth. The authors of this book deal with conceptual issues con-
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cerning trauma and its societal context. They analyze controversies and 
shortcomings in the well-known diagnosis of posttraumatic stress disor­
der and point to necessary developments in concepts. They discuss polit­
ica} issues that have to be examined if we are to understand the problems 
of victims of violence, disaster, and war, and they place the aftermaths of 
traumatic events in a societal perspective. Finally, they focus on the 
ethical and moral implications of traumatic stress research and the treat­
ment of victims, and they make clear that the psychotherapeutic treat­
ment of victims and survivors is affected by these implications. 

TRAUMA, SOCIETY, AND CULTURE 

In 1980, the third edition of the Diagnostic and Statistica[ Manual of 
Mental Disorders (DSM-III; American Psychiatric Association, 1980) was 
published. It included a separate category to denote the psychological 
disturbances resulting from extreme life events. Since then, the concept 
of posttraumatic stress disorder has been increasingly applied in clinica} 
practice and scientific research. There is now a wealth of research and 
clinica} writings on posttraumatic stress disorder. It is clear that this 
category, redefined in the revised third and fourth editions of the DSM 
(DSM-III-R, and DSM-IV; APA, 1987, 1994) and in the ninth and tenth 
editions of the International Classification of Diseases (ICD-9 and 
ICD-10; World Health Organization, 1991, 1992), fulfills a strongly felt 
need. 

Posttraumatic stress disorder is a syndrome that occurs following ali 
types of extreme stressors. However, it is not only the event itself that 
causes the characteristic symptoms. The psychological atmosphere in a 
society is clearly a factor that facilitates or hinders the process of coping 
with stressfullife events. It may be precisely this climate that will enlarge 
or even cause the problems of victims and survivors. The following 
examples have made this point clear. 

It is now well known that victims of World War II had to endure lack 
of recognition by their surroundings in the first decades after 1945. For 
many survivors, the return to society after the war proved to be a new 
traumatic experience. Relatives had been murdered, possessions were 
missing, and houses had been devastated or occupied by others. The 
survivors were frequently treated with indifference and lack of interest. 
Most inhabitants of European countries suffered under German occu­
pation. Material losses were tremendous, and society had to be rebuilt. 
As a result, the recognition of the hardships and losses of the individual 
survivors was rather minimal. 
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Many authors (e.g. Keilson, 1979) described the sequential trauma­
tization of Jewish concentration camp survivors. Postwar society was not 
what the war victims had imagined it would be. In the camps, the hope 
had been cherished that the world after the liberation would be a differ­
ent world, in which oppression and injustice no longer existed. The 
confrontation with the hassles of daily life and the return of many pre­
war irritations, however, resulted in a general atmosphere of disillusion­
ment. A feeling of emotional isolation was often present, aggravated by 
the fact that the painful and long-term effects of concentration camps 
and other war-related stressors were underestimated and even ignored. 
It took a long time before it was generally accepted-even in mental 
health care-that traumatic situations may produce long-enduring 
changes in adjustment and personality. 

The same lack of recognition seriously intensified the problems for 
Vietnam veterans. A relevant explanation of the many problems of Viet­
nam veterans is the social reception given to these soldiers in the U nited 
States. At the end of the 1960s and the beginning of the 1970s, the 
United States was vehemently debating the sense of fighting the Viet­
nam war. Subsequently and with increasing frequency, public opinion 
turned against the American intervention. Many veterans felt estranged 
from the society to which they had returned. They were considered to be 
representatives of this abominable war. It was difficult to share their 
often horrible experiences. 

Consequently, many Vietnam veterans secluded themselves from 
others. They developed bitterness and resentment toward official au­
thorities. Feelings of detachment and isolation as well as significant 
problems in the areas of intimacy and sociability have been reported 
among combat veterans. As for the veterans themselves, the war and 
their involvement in it received a negative connotation, which resulted in 
low self-esteem. 

In his analysis of a devastating f1ood, the Buffalo Creek disaster, 
Erikson ( 1976) spoke of two traumas: first, the occurrence of the trauma t­
ic event itself and, second, the destruction of community life and loss of 
social contacts. He emphasized the relevance of the sociocultural nature 
of the area and its population in understanding the long-term effects. 
The survivors remained in the area, where they were confronted by 
memories of the disaster every day. Many continued tobe employed at the 
mining company, the same company that had built the dam that collapsed 
and caused the f1ood. They had few opportunities for other work or social 
activities. The inhabitants were put up in emergency accommodations, 
without consideration of existing relationships between neighbors and 
relatives, so that the community ties, which were essential to them, were 
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severely disrupted. In short, reorientation and reconstruction were ex­
tremely difficult in this small, isolated community. 

These examples point to the importance of the social and cultural 
climate in determining the intensity of psychological disturbances after 
extreme stress. The disturbances of victims and survivors are deter­
mined at least as much by this sociocultural trauma as by the trauma of 
the event itself. 

Nietzsche described the human being as a nicht festgestelltes Tier, an 
animal determined only partly by heredity. Culture supplies people with 
behavioral patterns, ways of thinking, and feelings. It is an acquired "lens" 
through which individuals perceive and understand the world that they 
inhabit, and through which they learn how to live within it (Jahoda, 1982). 
Such cultural elements form an intrinsic part of an individual's person­
ality and behavior, although we are usually not aware of most of them. A 
person is raised in a culture that has taught him or her to perceive, think, 
and evaluate in a certain way. These cultural influences have become 
internalized by the person in the course of this socialization process and 
shape his or her responses to extreme and unpredictable events. They 
determine how a traumatic experience may challenge an individual sense 
of identity, as well as the violation and disruption associated with the 
experience. Culture has a distinct impact on the appraisal of events and 
on the process of coping with extreme stress. 

The concept posttraumatic stress disorder has become so fashionable 
that it is dominating the debate worldwide about human responses to 
catastrophic events. Western conceptual frameworks dominate the field. 
Nevertheless, the concept has inherent limitations in capturing the com­
plex ways in which individuals, communities, and indeed whole societies 
register tragedy. 

THE FIRST WORLD CONFERENCE ON TRAUMATIC STRESS 

The First World Conference on Traumatic Stress, held in Amster­
dam in 1992, fulfilled the distinct need of communication between re­
searchers, clinicians, and other delegates from all continents of the 
world. It paid attention to human rights violations, to the aftermath of 
human-made and natural disasters, to the traumatic experiences of 
people living in war-stricken countries, to the late sequelae of World War 
II, and to the violence in modern society. 

The many contributions to the conference made clear that the expe­
rience of traumatic stress is shaped by the specific cultural and societal 
context, in the sense that: 
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• The problems and issues that confront the individual after serious 
life events are to a large extent defined by the society or culture in 
which he or she lives. 

• This context provides ways of interpreting the traumatic events 
and the ways of coping with it. 

• This context provides facilities for helping victims of traumatic 
events or blocks possible ways of supporting and treating victims 
and survivors. 

OUTLINE OF THE BOOK 

This book is a contribution to the understanding of the societal and 
cultural dimensions of traumatic stress. The editors have brought to­
gether a diverse array of contributors from ali over the world since they 
realize that no single perspective can illuminate the many contours of 
the complex phenomena that are the subject of the book. They have 
integrated the contributions by this opening chapter and by introduc­
tions to each part of the book. 

The book is divided into three sections. Part 1 examines conceptual 
issues. Its chapters explore the possibilities and the limitations of the 
concepts of posttraumatic stress disorder and consider alternatives. Part 
II focuses on societal issues, such as the sequelae of political repression 
and understanding the plight of those victimized by events and circum­
stances around them. Part III considers the ethical issues related to 
traumatic stress. It deals with moral implications and with the need for 
individuals as well as society at large to work through fundamental issues 
concerning traumatic stress. 

PART 1: CONCEPTUAL ISSUES 

Part 1 of the book deals with conceptual issues. Although the field of 
traumatic stress has realized significant achievements, serious doubts 
exist about the concepts and theoretical notions underlying these con­
cepts. Are they adequate enough to describe the various consequences of 
traumatic events? Are they applicable to differing situations? Are they not 
formulated too strictly and too rigidly, so that differences in the conse­
quences in complex circumstances or in other societies are overlooked? 

The first chapter, by Summerfield, makes clear the shortcomings of 
Western models of understanding human reactions to war and atrocity. 
He underlines that it is in a social setting that traumatized individuals 
reveal themselves. The concept of posttraumatic stress disorder has Iim-
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itations in grasping the complex ways in which individuals perceive and 
comprehend loss and violence. It cannot capture by which mechanisms 
people search for a meaning. 

The next chapter goes into the role of the stressor as the central 
factor in determining the typical symptoms of posttraumatic stress disor­
der. McFarlane raises a series of central issues about causation, treat­
ment, and prevention. He analyzes assumptions concerning the relation­
ship between the traumatic event and subsequent psychopathology, and 
presents solutions to the many inconsistencies and contradictions. His 
chapter makes it clear that defining a traumatic event on the surface 
seems a simple and straightforward process, yet on detailed examination 
it is quite a complex problem. 

Cognitive processing is central to the consequences of traumatic 
stress. One could argue that a cognitive approach unites the analysis of 
the individual with an analysis of the context. The third chapter, by 
Creamer, integrates existing conceptualizations of reactions to trauma tic 
events into a longitudinal model. The implications of this formulation of 
treatment lend support to interventions in which exposure to the trau­
matic event is essential. Recovery from trauma may be facilitated in 
societies that encourage discussion of the trauma tic experiences and that 
provide strong social support. 

The next contribution considers the concept of secondary traumatic 
stress. It is striking that most publications on posttraumatic stress disor­
der ignore those who are traumatized indirectly or secondarily: spouses, 
children, other family members, friends, colleagues, and helping profes­
sionals. Figley and Kleber deal with the responses of those people who 
have been traumatized by the knowledge of a traumatic stress event 
experienced by a significant other. In addition, the authors present ex­
planations of the transmission of trauma. 

Finally, Becker describes the limitations of the concept of post­
traumatic stress disorder based on his experience with victims of human 
rights violations and other forms of organized violence. Latin American 
regimes created politica! repression in the 1970s. Many people stiU 
suffer the aftereffects today. Becker analyzes and specifies the conse­
quences of extreme traumatization. 

PARTII: SOCIETAL ANO POLITICAL ISSUES 

Part II focuses on situations of abuse that have their roots in societal 
and politica! conditions, varying from massive human rights violations 
in countries where injustice rules to the abuse of women and to neglect 
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and technological mishaps. Ali chapters deal with specific themes con­
cerning the impact of a politica! system on human experience and reac­
tions to trauma. They underscore the importance of the politica! context 
of trauma-politica{ in the sense of power relationships and social gover­
nance. Ali trauma is to some extent determined by politica! forces, ef­
fects, and motives. These politica! forces are clear in the case of crimes 
against humanity, but they are also relevant in the circumstances of 
natural disasters. The unemployed and the homeless are always more 
affected. The chapters ali consider significant issues of mental health 
care resulting from the situations of abuse, inhumanity, and human 
rights violations. 

In the first chapter, Lira Kornfeld describes the development of a 
clinica! approach to survivors of human rights violations in Chile. The 
chapter emphasizes the repercussions on therapists and their strategies 
of coping with the extreme traumas of victims of politica! violence. The 
author stresses that, by working through these painful experiences, the 
Chilean people can tind the basis and roots to build social peace. 

Guiao examines the impact of politica! conflict and instability on 
various indicators of mental distress in Filipino women. She integrates 
empirica! findings from a study using a general stress and coping per­
spective with an analysis of specific attributes of Filipino culture. Her 
work lays a bridge between psychological research and cultural anthro­
pological analysis. She also emphasizes adequate coping strategies of 
people in prolonged and severe circumstances. Resilience is a concept 
that is, unfortunately, neglected in traumatic stress research. 

For refugees, traumatization is not a relatively isolated incident or 
set of events, but a cumulative, ongoing process. In his chapter, Van cler 
Veer illustrates this enduring process that continues during exile. The 
process is a chain of traumatic and stressful experiences. Van cler Veer 
focuses on the necessity of overcoming cultural differences as an impor­
tant ingredient in working with traumatized refugees. Various mani­
festations of these differences create serious communication problems. 
In order to overcome these problems, the therapist must become in­
formed about the cultural differences. The chapter ends with concrete 
implications for therapy with traumatized refugees. 

When violence takes the form of incestuous abuse, victims do not 
often receive the necessary attention by policymakers or public opin­
ion leaders with regard to rescue, treatment, and prevention. Russell 
describes the sociocultural causes of sexual assault and considers it a 
massive, gender-related human rights issue. After showing the ubiqui­
tous prevalence of rape, sexual abuse, and incestuous abuse in the 
Western world, she develops a distinct theory in which society's con-
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ception of masculinity is a key to understanding the sexual assault of 
females. 

In the next chapter, Simpson emphasizes that the politica! context 
of trauma has been comprehensively neglected, although it is essential 
for a sufficient understanding of trauma and its effects. In particular, he 
focuses on the experiences under the apartheid regime in South Africa. 
Presenting many illustrative examples from the situation in the l980s 
and 1990s, he criticizes in a constructive way the diagnostic concept of 
posttraumatic stress disorder and reviews important forensic problems. 
Finally, the author examines the ethnical issues of how health profes­
sionals become involved in facilitating torture and politica! trauma. 

The last chapter of Part II deals with the type of disaster that has 
emerged in the last decades: the technological catastrophe, defined as 
the breakdown of human-made technical systems. The authors, Van den 
Bout, Havenaar, and Meijler-Iljina, visited areas in the former Soviet 
Union that were contaminated by the massive explosion of the Cherno­
byl nuclear power plant. They show that the inhabitants of these areas 
are suffering from a pervasive distrust. Because the authorities withheld 
a great deal of information about the accident during the first three 
years after the disaster, people became suspicious: They have turned 
cynical and do not trust anyone or anything. The authors propose a 
psychosocial hypothesis for the occurrence of the many health problems 
in the contaminated areas. 

PART III: ETHICAL CONSIDERATIONS 

Part III considers the ethical issues related to traumatic stress, which 
are often overlooked. Their neglect is rather remarkable. Trauma im­
plies a breach between the individual and the context, between a human 
being and his or her close environment. The individual has lost the sense 
of control, the sense of certainty, and the sense of connectedness with 
other people. Trauma is a shattering of a person's fundamental assump­
tions and rules and therefore implies a breach between the life before 
the events and the life after them. It is therefore an existential experi­
ence with moral and ethical implications. 

Brom and Witztum present the ethical and professional dilemmas 
in the treatment of posttraumatic stress disorder. They analyze one case 
example with regard to the Intifada in Israel. It is their opinion that 
therapists cannot pretend not to be involved in conflicts with moral and 
politica! implications: To a certain extent, their choice in these conflicts 
determines their treatment strategies. 
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Brendler focuses on the problems of coming to terms with Nazi 
history. How do the generations of those who were on the wrong si de in 
World War Il cope with the terror and the evi! of war? In an analysis of 
interviews with German youth, he shows the traumatic as well as the 
educational effects of the legacy of silence within the family and the 
confrontation with the facts of the Holocaust. There is no enclave in 
the world where a !ater generation can flee from the shadows cast by the 
memory of the Nazi crimes against humanity. Working through the Ho­
locaust is an unavoidable task. 

The last chapter, by Sidel, Gersons, and Weerts, pays attention to 
the role of mental health professionals in the prevention of war. After 
illustrating the successful attempts by physicians to apply primary pre­
vention to the health consequences of war, the authors suggest avenues 
for the involvement of mental health specialists in the primary preven­
tion of traumatic stress: by providing advice on methods for prevention, 
informing people of the traumatic sequelae of war, education, the advo­
cacy of measures that promote collective security, and collective actions. 
The responsibility to prevent the wounds is at least as important as the 
responsibility to bind the wounds after they have occurred. 

The epilogue examines some common themes in the numerous 
issues that the authors of Beyond Trauma have raised. The trauma field 
has grown immensely since the concept of posttraumatic stress disorder 
was introduced. Significant contributions to theory, research, interven­
tion, and psychotherapy have been made. Victims of violence, war, 
abuse and disaster are being recognized by society, and receive more and 
more recognition. Knowledge of trauma has reached a large audience 
and many ideas that were novel in the 1970s and 1980s have become 
well-known and well-accepted in the 1990s. Nonetheless, the expression 
beyond trauma also refers to the conviction that the scientific study of 
traumatic experiences has to evolve beyond the current state of insights 
and concepts. New perspectives on coping with trauma have tobe devel­
oped, and new strategies on helping people have tobe conceived. There 
are definite challenges for the near future. 
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Conceptual Issues 

Trauma has become a very popular concept in psychology, psychiatry, 
and the social sciences, and its popularity is stil! growing rapidly. The 
starting point of this exceptional development was the introduction of 
the diagnostic concept ofposttraumatic stress disorder in 1980. The sudden 
anei broad acceptance of trauma is remarkable. As early as the end of the 
19th century, scientists were studying the consequences of shocking 
events on their patients. Hermann Oppenheim introduced the concept 
of traumatic neurosis. Pierre Janet, Josef Breuer, and Sigmund Freud 
examined the traumatic nature of the disturbance of hysteria. The term 
trauma became established in the scientific vocabulary, but gradually, the 
interest in phenomena related to the impact of violence, abuse, and 
other extreme events moved to the background. Nevertheless, it re­
turned cyclically, after World War 1, after World War Il, and after other 
dramatic catastrophes and calamities. The current concern developed as 
a result of the aftermath of the interference of the United States in 
Vietnam, the increasing attention to victims of urban violence, and the 
need to help abused women and children. This interest appears to be 
rather permanent, but it remains an intriguing and fascinating question 
whether it will be cyclical once again or whether trauma has decisively 
acquired an inherent position in modern science of human beings. 

Essential to the scientific study of trauma is that attention be fo­
cused on events, situations, and circumstances. Starting points are seri­
ous life conditions that confront an individual with powerlessness, dis­
ruption, and death, as in acts of violence, human-made and natural 
disasters, combat, human rights violations, and the sudden loss of loved 
ones. The origin of the individual's problems is found in an externa! 
factor, something outside the person. The scientific study of trauma 
uncovers the effects of atrocities, war, and losses on individuals and 
explains how and why their adjustment may be disturbed. In a sense, 

Il 
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one could speak of a paradigmatic break in psychology and psychiatry. 
While, in the traditional approach, clinicians and researchers concen­
trated on personality and other intrapersonal factors, now they start 
their investigation with something outside the person. 

It appears tobe a rather simple point of departure: a distinct event 
that can be determined by everybody and that can be defined as very 
painful and obnoxious by everybody. For instance, the Diagnostic and 
Statistica! Manual of Mental Disorders of the American Psychiatric Associa­
tion starts its description of the concept of posttraumatic stress disorder 
with the assumption that the individual has experienced an event that is 
outside the range of usual human experience and that would be mark­
edly distressing to almost anyone. It seems clear, then, that people suffer 
because of these experiences and that they develop well-defined types of 
disorders that can be examined in research and health care. 

U nfortunately, it is not that easy. There are severa! conceptual con­
fusions, in particular in relation to the apparently uncomplicated con­
cept of posttraumatic stress disorder. What do we mean by the seemingly 
innocent expression "beyond usual human experience"? How do we 
assess the severity of an event? What is the subjective meaning of trau­
ma? There is considerable puzzlement about the following significant 
tssues: 

l. To which events do the concepts of trauma and posttraumatic stress 
disorder apply? What are the characteristics of the specific 
stressor? 

2. What is the precise relation between the event and its conse­
quences? 

3. Is disorder the necessary result of an extreme event? Is anyone 
who has been confronted with the particular event by definition 
a patient? 

4. To which persons does the term apply-victims in the literal 
sense, bystanders, rescue workers and other professionals, or 
family members? 

5. Are trauma and posttraumatic stress disorder universal concepts in 
the sense that they allow us to understand the behavior of people 
of other cultures? 

These issues are addressed in the chapters of the first part of Beyond 
Trauma. These chapters ali deal with conceptual matters and dilemmas 
in the field of traumatic stress; they ali attempt to provide answers and 
solutions; and they ali make clear from different perspectives that many 
recent publications on traumatic stress lack conceptual clarity. Common 
to ali these chapters is the statement that contextual and circumstantial 
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factors in the traumatizing experience and in their aftermath have to be 
taken into serious consideration. 

This statement is central to the first chapter. Summerfield argues 
that behavior is as much socially constructed as it is a function of the 
psychological attributes of an individual. Most models in medicine and 
psychology are limited because they do not embody a socialized view of 
mental health. However, exposure to trauma and its aftermath is not 
generally a private experience. It is in a social setting that the trau­
matized who need help reveal themselves and that the processes that 
determine how victims cope with the events are played out over time. 
Summerfield states that traumatic experiences need to be concep­
tualized in terms of dynamic interactions between the victimized individ­
ual and the surrounding society, evolving over time, and not only as a 
relatively static, confined entity to be located within the individual. The 
role of social forces in transforming individual traumatic experiences is 
a theme of this chapter, as well as the search of victims for social justice. 
The narrow application of the traditional scientific method frequently 
leads to a separation of illness from its social roots and, therefore, from 
issues of human rights. Posttraumatic symptoms are not just a private 
and individual problem but also an indictment of the social contexts that 
produced them. The author illustrates this fact with examples from his 
own research on war-displaced peasants in Nicaragua. 

As mentioned above, the trauma literature has grown significantly 
since the advent of the concept of posttraumatic stress disorder. The 
inclusion of this diagnostic concept in psychiatric and psychological no­
menclature has played a central role in focusing society's concern on the 
impact of trauma. Previously, there was a tendency to underestimate the 
role of trauma and to use individual vulnerability as the reason for 
people's suffering. This meant that the victim's suffering was dismissed 
and stigmatized. However, care fu! examination of the litera ture suggests 
that traumatic events do not have a uniquely powerful relationship to the 
onset of subsequent symptomatology. 

Against this background, McFarlane addresses a series of funda­
mental issues. He suggests that contradictions and problems arising out 
of the complex relationship between the stressor and posttraumatic 
stress disorder are often ignored for a variety of politica!, social, and 
cultural reasons. The traumatic stress literature has not systematically 
grappled with questions concerning the role of the stressor in causing 
the typical symptoms of disorder, although there is a clear need to exam­
ine the reasons why such variability exists between different traumatic 
events. 

There is a series of problems of definition and measurement of 
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traumatic events that need to be refined in future research. In his chap­
ter, McFarlane examines these problems in depth and suggests signifi­
cant solutions. First, the reliability and validity of measures of the inten­
sity of an individual's exposure have not been systematically examined. 
The assumptions inherent in the construction of exposure scales require 
discussion. Second, there are a number of problems in the statistica! 
models used to analyze the data. The current statistica! models of the 
effects of trauma and the methods of statistica! analysis contain a series 
of built-in assumptions that are seldom questioned. For instance, cur­
rent methods of statistica! analysis have tended to assume simple causal 
relationships rather than to examine the possibility that triggering and 
vulnerability factors may have different acute and longitudinal effects. 
Again, McFarlane ends with the conclusion that central to understand­
ing the impact of trauma is the fact that the context plays a critica! role in 
influencing the interpretation of the event and the method used to cope 
with it. 

The purpose of the next chapter, by Creamer, is to develop a cogni­
tive processing model of the reactions after traumatic stress and to eval­
uate that model empirically. Cognitive processing models are partic­
ularly attractive from a cultural and social perspective on trauma. They 
explain the interrelationships between cultural and societal variables, on 
the one hand, and individual behavior and experience, on the other. 
How a potentially traumatic event is interpreted may be influenced 
largely by cultural expectations and social norms; what is traumatic in 
one culture or one society may not be so in another. During the recovery 
phase, rituals, attitudes, and expectations may facilitate or impair the 
survivor's ability to come to terms with the experience. 

Cognitive processing models have been central to the understand­
ing of posttrauma reactions. They focus on schemata containing infor­
mation about the individual's past experience, as well as assumptions 
and expectations regarding future events. A traumatic event shatters 
these preexisting views. For recovery to occur, the new information from 
the traumatic experience must be processed until it can be made congru­
ent with these inner models, and preexisting schemata must be modified 
to accommodate the new information. These attempts to integrate 
threat-related information result in considerable distress and a desire to 
avoid, or escape, thoughts and reminders of the trauma. 

The chapter by Creamer integrates existing conceptualizations into 
a longitudinal model that is empirically evaluated. Data were obtained 
following a multiple shooting in a city office block in Melbourne, Austra­
lia, in which people died and were injured. In its implications for treat-
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ment, this model highlights the importance of confronting the traumatic 
memories. Since such activation is likely to be accompanied by high 
levels of distress, however, it is important to provide strategies and inter­
ventions for managing or reducing these aversive responses. It can be 
speculated also that recovery from trauma may be facilitated in those 
cultures that encourage activation of the traumatic memory networks. 

Mere knowledge of the exposure of a loved o ne to a trauma tic event 
may be traumatizing as well. Nevertheless, most publications that focus 
on people confronted with traumatic events exclude those who experi­
enced the events indirectly. The chapter by Figley and Kleber focuses on 
these secondary victims: the victim's spouse and/or children, friends and 
neighbors, colleagues at work, and helping professionals such as rescue 
workers, emergency personnel and psychotherapists. These people are 
in some way close to the victim or survivor. Secondary traumatic stress 
refers to the stress symptoms resulting from hearing about an extreme 
event experienced by a friend or loved one or from attempting to help 
the traumatized or suffering person. This exposure may be a confronta­
tion with powerlessness and disruption as well. 

The authors review the scientific literature associated with second­
ary effects of traumatic stress and describe the various groups of people 
indirectly influenced and touched by trauma. Conceptual issues and 
theoretical explanations are examined as well. What is the distinction be­
tween primary traumatic stress and secondary traumatic stress? Where is 
the demarcation line between direct effects and indirect effects of com­
bat, disaster, war and violence? Which psychological problems can be 
still regarded as consequences of traumatic stress? Which causes of sec­
ondary traumatic stress can be distinguished? 

The last chapter of Part 1 is again a critical discussion of well-known 
concepts in the modern scientific literature. Human rights violations 
and the suffering of the victims have often been the starting point in 
trauma research for critical reflections on well-known concepts. Many 
clinical experiences and research findings have been accumulated con­
cerning the physical and mental care of victims of human rights viola­
tions in Chile since 1973, during the dictatorship as well as in the slow 
transition to democracy. The Chilean scientist Becker examines the con­
cept of posttraumatic stress disorder on the hasis of this expertise. The 
successive process of traumatization is, in his view, highly important. 
Traumatic experiences are often continuous, and a definite termination 
cannot be distinguished. lntroducing the idea of sequence to trauma 
theory makes it possible to understand the chronic problems of victims. 
Becker also emphasizes that the proposed changes in scientific concepts 
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make generalizations in future research more difficult, as we have to 
analyze trauma in reference to specific social and cultural contexts. Any 
comprehensive analysis must be built on the differences much more 
than on the similarities. Trauma is indeed context-bound. That fact 
creates an enormous task of carefully constructing context-bound defi­
nitions of illness, trauma, and expectable symptomatology. 
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Addressing Human Response 
to War and Atrocity 

Major Challenges in Research and Practices and 
the Limitations of Western Psychiatric Models 

DEREK SUMMERFIELD 

INTRODUCTION 

According to studies undertaken for the International Symposium of 
Children and War in 1983, 5% of all casualties in World War 1 were 
civilians, 50% in World War Il, and over 80% in the Vietnam war (UNI­
CEF, 1986). In current armed conf1icts, over 90% of all casualties are 
civilians, typically from the poorest sectors of society. What predomi­
nates is the use of terror to exert social control, if necessary by disrupt­
ing the fabric of grassroots social, economic, and cultural relations. The 
target is often population rather than territory, and psychological war­
fare is a central element. Atrocity, including public execution, disap­
pearances, torture and sexual violation, is the norm, and those whose 
work symbolizes shared values are also targeted: community leaders, 
priests, health workers, and teachers. These strategies, frequently played 
out on the terrain of subsistence economies, can be devastatingly effec-
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tive. Mozambique, Angola, Sudan, Somalia, El Salvador, Guatemala, 
Nicaragua, Peru, Afghanistan, Iraq, lran, Indonesia, the Philippines, Sri 
Lanka, the Israeli occupied territories, and the former Yugoslavia have 
ali provided examples of this pattern of war or civil conflict in the past 
decade. At present, the United Nations High Commission for Refugees 
counts about 18 million refugees who have fled across an international 
frontier, though there are at least as many again, no less destitute, who 
are internally displaced. There have been an estimated 150 wars in the 
Third World since 1945, which have left 22 million people dead. So far, 
we have learned little of the health and social costs for the millions left 
behind, let alone the patterns of their distress and adaptation over time. 

THE MEDICAL MODEL OF TRAUMA 

The successor to formulations like concentration camp syndrome, survi­
vor syndrome, and war neurosis, the posttraumatic stress disorder (PTSD) first 
introd uced in the Diagnostic and Statistica[ Manual of M entalDisorders, Third 
Edition (DSM-111; American Psychiatric Association, 1980) has become so 
fashionable that it is dominating the debate worldwide about human 
response to catastrophic events. Most publications in the medical or 
psychologicalliterature have used PTSD to measure traumatization in the 
subject sample. PTSD embodies a core set of ongoing disturbances of 
physiological and psychological arousal and drive-disturbed sleep with 
recurrent nightmares, variability of mood, poor concentration and memor­
izing, sensitivity to environmental stimuli, liability to reexperience aspects 
of the original trauma-that are assumed tobe universal human reactions. 
Underlying the concept of PTSD is the assumption that the essence of 
human experience of war and atrocity can be captured by negative psycho­
logical effects as they are understood and categorized in the West, to be 
elicited in the mentallife of each individual victim. This view of trauma as 
an individual-centered event bound to soma or psyche is in line with the 
tradition in this century in both Western biomedicine and Western psycho­
analysis of regarding the single human being as the basic unit of study. 

It is simplistic to regard victimhood as a "pure" state, and to view 
victims as mere passive receptacles of psychopathological phenomena 
that can be adjusted "present" or "absent." Whether in clinic or popula­
tion studies, a checklist of mental state features cannot provide a rigorous 
distinction between subjective distress and objective disorder. Much of 
the distress experienced and communicated by victims of extreme trau­
ma is normal, even adaptive, and is colored by their own active interpreta­
tions and choices. The features of PTSD are reportedly prevalent world­
wide, but it is a mistake to assume that, because signs and symptoms may 
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be regularly identified in different social settings, they mean the same 
thing in those settings. This is what Kleinman ( 1987) calls a category fallacy. 
For one person, recurrent violent nightmares may be an irrelevance, 
revealed only under direct questioning; to a second person, they may 
indicate a need to visit a mental health professional for treatment; to a 
third, they may represent a helpful message from his or her ancestors. 

It follows that PTSD, like other psychiatric models of mental disor­
der, does not easily encompass the complex and shifting relationship 
between subjective mental life and observable behavior. Behavior is as 
much socially constructed as it is a function of the supposedly unique 
psychological endowments of any individual. It is thus predictable that a 
diagnosis of PTSD will correlate poorly with the ability to function so­
cially, and to keep going despite hardships, nor does it necessarily imply 
a need for psychological treatment. PTSD was first highlighted in U.S. 
Vietnam war veterans, shown to have a lifetime rate of 15% after 10-15 
years in one of the more comprehensive studies (Centers for Disease 
Control Vietnam Experience Study, 1988). By comparison, a recent 
study of British service personnel who saw intense, although shortlived, 
fighting in the Falklands showed an even higher prevalence of PTSD 5 
years later (nearly one in four), but all subjects had unremarkable work 
and sociallives (O'Brien & Hughes, 1991 ). 

In my own studies of war-displaced peasants in Nicaragua, all sur­
vivors of atrocities, I found PTSD features to be very common, but they 
were not what the subjects themselves were attending to. Where they did 
have concerns about their health, these generally took the form of psy­
chosomatic ailments that were not part of PTSD. These people were 
anything but psychiatric casualties; they were active and effective in 
maintaining their social world as best they could in the face of the contin­
uing threat of further attacks (Summerfield & Toser, 1991 ). Indeed, this 
thereat rendered a PTSD "symptom" like hypervigilance lifesaving. In a 
subsequent study of war-injured ex-soldiers in the same country, 1 found 
that three-quarters of those with diagnosable PTSD were basically well 
adjusted and functioning unremarkably (Summerfield & Hume, 1993). 
Comparable findings have been made, for example, in Cambodian war 
refugees in both clinic and population studies (Mollica, Wyshak, & 
Lavelle, 1987; Kinzie & Sack, 1991). 

TRAUMA AS COLLECTIVE EXPERIENCE 

Medical models are limited because they do not embody a socialized 
view of mental health. Exposure to a massive trauma, and its aftermath, 
is not generally a private experience. It is in a social setting that the 



20 DEREK SUMMERFIELD 

traumatized who need help reveal themselves and that the processes that 
determine how victims become survivors (as the majority do) are played 
out over time. The case of the U .S. Vietnam war veterans is instructive. 
These men and women returned to find that their nation, and even their 
families, had disowned their own guilt for the war and were blaming 
them instead. Attended by feelings of shame, guilt, and betrayal and a 
sense of wasted sacrifice, the trauma of the war continued for them back 
home. In stark contrast, the British Falklands war veterans carne home 
to national acclaim for an honorable job weli done. 

Victims react to extreme trauma in accordance with what it means 
to them. Generating these meanings is an activity that is socialiy, cultur­
aliy, and often politicaliy framed. Enduring, evolving over time, mean­
ings are what count rather than diagnoses. Since ali experience is rela­
tive, there will be no easy prediction of how victims prioritize their 
personal traumas. For instance, the debate about torture in Western 
countries bas been concerned with the long-term effects of what is seen 
as an extreme violation of individual integrity and identity. But what of 
non-Western peoples who have a different notion of self in its relation to 
others and the supernatural? What if the maintenance of harmonious 
relations within a family and community is given more significance than 
an individual's own thoughts, fantasies, and aspirations? Here, the cul­
tural emphasis will beon dependency and interdependency rather than 
on the autonomy and individuation on which many Western ideas about 
mental injury have been predicated. Most torture worldwide does not 
take place as an isolated act but in the context of the destruction and 
terrorization of whole communities, as noted before. The meaning of 
torture to many victims may primarily relate to the familial and social 
rupture accompanying it. In the Philippines, women raped by soldiers 
during "low-intensity" warfare offensives end up as prostitutes in Ma­
nila. The definitive injury that rape has inflicted on them, a catastrophic 
one, is social, because there is now no place for them in their rural 
communities. Some torture survivors say that this was not the worst 
thing that has happened to them. They cite other experiences, like the 
ominous disappearance of a younger brother, the witnessing of the 
gruesome death of a close friend, or the destruction of their community, 
as having affected them more. There are proposals for rape counseling 
projects for Bosnian refugees arriving in European countries. These 
women have ali experienced multiple traumas, and we cannot neces­
sarily assume that it is "rape victim" that primarily defines them in their 
own eyes, or that the rape victim can be meaningfuliy separated from 
the "bereaved mother," "widow," or "refugee." Nor can we predict which 
of these experiences may be the hardest to survive in each woman's case. 
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Fifty years ago, Bettelheim ( 1960) noted at Auschwitz that those 
incarcerated as communists rather than as Jews cou1d draw on their 
political ideals to better withstand what was happening to them. My 
clinical practice in London with survivors of torture bears this observa­
tion out on a regular hasis. In Gaza, strong identification with the aspira­
tions of Palestinian nationhood seems to offer psychological protection 
to children facing high levels of violence from the Israeli army (Abu 
Hein, Quota, Thabet, & El Sarraj, 1993). Similar observations have been 
made in South Africa about young activists (Swartz & Levett, 1989). In 
Nicaragua, war-maimed young men have been fortified by the belief 
that they made a worthwhile sacrifice for the war effort and the social 
values it was defending (Summerfield & Hume, 1993). But such beliefs, 
and the strength people draw from them in adversity, may change with 
circumstances. Some of these same men had been sufficiently disap­
pointed by postwar politics and economic crises to abandon this sense of 
having suffered in a good cause. They now feared it had ali been in vain 
and for the second time were having to come to terms, different terms, 
with their physical disability and other losses. On the other hand, the 
grief of a mother for a 1 0-year-old son shot dead on the streets of Soweto 
by the South African police may be eased since the cause for which he 
died has had a positive outcome in a more egalitarian society. This out­
come provides the validation that the U .S. Vietnam veterans were de­
nied. We should note that the distinction between the trauma and the 
posttrauma phase is often unclear or artificial. For some, notably those 
with lives mired in regions with endemic conflicts (perhaps the majority), 
it is nonexistent. 

War and organized violence in the Third World damage social and 
cultural institutions, and this damage is usually no accident. As the psy­
chologist Martin-Baro (1990) wrote of its impact in his own country, 
what was left traumatized were not just El Salvadoran individuals but El 
Salvadoran society. Elsewhere, what has been termed cultural bereavement 
may turn out to be a key determinant of longer-term psychosocial out­
comes for whole societies. In Africa, there are subsistence peoples who 
may not be able to imagine personal survival if their way of life does not 
survive. In Mozambique, fleeing survivors are haunted by the spirits of 
their dead relatives, for whom the traditionally prescribed burial rituals 
have not been enacted (Harrell-Bond & Wilson, 1990). One study of 
teenagers displaced by the Sudan civil war revealed that none could 
write a history of their clan and many did not even know the names of 
their grandparents or the village their clan carne from. Not one could 
name any traditional social ceremonies (Panos, 1988). Eisenbruch ( 1991) 
described culturally bereaved Cambodians in the United States, who 
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continue to feei guilty about abandoning their homeland and their un­
fulfilled obligations to the dead, and who are haunted by painful memo­
ries and unable to concentrate on the tasks facing them in an alien 
society. He pointed out that Cambodian adolescents in Australia, where 
there was less pressure to conform and where they were able to practice 
some traditional ceremonies, did better than those in the United States. 

In summary, traumatic experience needs to be conceptualized in 
terms of a dynamic, two-way interaction between the victimized individ­
ual and the surrounding society, evolving over time, and not only as a 
relatively static, circumscribable entity tobe located and addressed with­
in the individual psychology of those affected. The role of social forces 
in transforming individual traumatic experience, for good or ill, is a 
theme of this chapter. The reparative power of social justice will be 
further discussed later. 

BEYOND VICTIMOLOGY: CHALLENGES 
IN RESEARCH AND PRACTICE 

Even the "new" cross-cultural psychiatry, which recognizes the eth­
nocentricity of Western categories of mental disorder and seeks to un­
derstand people from non-Western cultures in their own terms, runs up 
against the core conundrums of the relativism-universalism discourse. 
Are there shared features which unite ali humankind? How can one 
culture be made truly intelligible to another? 

The survivors of war and atrocity worldwide are effectively separ­
able into two groups. The first is of those refugees able to reach Western 
countries. It is these peoples, particularly from Latin America and lndo­
china, who have featured to date in most published research papers. On 
top of their history of persecution and atrocity are added the disorient­
ing experiences of refugeedom, and it is not easy to delineate the rela­
tive contributions of pre- and postflight traumas to the overall burdens 
they carry, and to outcomes. It has been argued both that their specific 
traumatic experiences are too little addressed and, the opposite empha­
sis, that the undermining effects of insecurity over deportation, money, 
poor housing, and racism are underestimated and should be distin­
guished from what is generally meant by the stresses of acculturation. 
The research literature to date has tended to regard specific contact with 
extreme violence as the central and defining trauma and has neglected 
other dimensions, including refugeedom itself. One of the pressures of 
refugeedom is fear of deportation, often all too realistic. Some of the 
Guatemalan and El Salvadoran refugees forcibly returned by the United 
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States in recent years have been subsequently documented as victims of 
the army or death squads. The literature of both the anthropological 
and the mental health fields (in the latter case, starting with the classic 
study of Freud and Burlingham, 1943) gives a convincing demonstra­
tion of the positive effects of family attachment and of wider social 
supports in combating the influence of trauma and disruption. 

The second group represents the millions who remain in or near 
the war-devastated areas of the Third World, the overwhelming major­
ity. We need to know more about traditional coping patterns mobilized in 
time of crisis in a particular society and whether these have been dis­
rupted by conflicts destroying not only peoples but also ways of life. 
Where these patterns still exist, helping agencies can seek to facilitate or 
at least not retard their function. A body of indigenous writings about 
these questions does exist but is rarely translated into Western languages 
and published in major journals (Baker, 1992). Arguably, the central 
question is not so much how or why individuals become psychosocial 
casualties, but how or why the vast majority do not. This is what might be 
called a "survivorological" inquiry, in contrast to the "victimological" 
framework which tends to be deployed by health professionals. This 
means more of a focus on social, cultural, and situational variables than 
on individual psychology. Closer working alliances between the mental 
health field and other disciplines-anthropologists, sociologists, histo­
rians, and politica! economists-would afford the best chance of a more 
richly textured understanding of human responses to extreme violence 
and its determinants. 

Perhaps the most resonant question of ali is whether the exposure 
of whole generations to mass atrocity and the destruction of their social 
and cultural worlds will have long-term, traceable consequences. So far, 
this question has centered on whether persisting effects were identifia­
ble in the children and grandchildren of Jewish Holocaust survivors. In 
a review of the post-Holocaust literature, Solkoff ( 1992) noted that psy­
choanalytically oriented studies tended to support this conclusion but 
that community-based research did not bear it out. The variables to 
which researchers must attend do not lie just with the subjects them­
selves. Those who emerged alive in 1945 mostly sought to rebuild their 
social and work lives and put their traumas behind them. Most did not 
seek, nor were they offered, psychological help, and postwar societies 
did not see them as carrying a permanent psychological wound. 

In contrast, today's victims of torture and also, for example, of rape 
or childhood sexual abuse are commonly held to have a kind of life 
sentence and to be in need of psychological treatment, a "working 
through," to at least moderate the damage. Through the popular media, 
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the general public has become familiar with these concepts, and terms 
like emotional scarring are in commonplace usage. As discussed before, 
socially held beliefs about trauma outcomes influence individual victims, 
shaping what they feei has been done to them, whether or how they seek 
help, and their expectations of recovery. In the clinic setting, mental 
health workers also have the power to influence this process, including 
the very words victims come to use to describe themselves and the legacy 
of their histories. Researchers into long-term effects must take account 
of the way these social constructions of trauma change over time, and 
from one culture to another. The reference some make to the "natural 
history of PTSD" will not suffice, nor will conclusions based primarily on 
clinic populations. It may be that a sociologica! framework will yield 
more generalizable insights than that of individual psychology, with its 
victimological focus. The effects of holocaustic experience may be 
usefully traced through in shifts of the collective worldview and group 
identity of survivors and their children, and in the social and politica! 
institutions which represent these. Oral histories and other eth­
nographic material would also assist. From the human rights point of 
view, the moral outrage which legitimately attaches to such events pushes 
us, rightly, to recognize victims. However, it would be an affront to the 
uncounted millions who do reassemble their lives afterward to assume 
that they are intrinsically damaged human beings who cannot but hand 
this damage on to their children. Human suffering, even after catastro­
phe, cannot lightly be labeled psychological "damage." The question of 
long-term and transgenerational effects is one that still awaits conclusive 
answers. 

TREATMENT 

Most studies have so far been based on clinic populations in special­
ist centers in the United States and Europe. The use of Western psycho­
therapeutic techniques with predominantly non-Western refugees obvi­
ously raises cross-cultural questions. White and Marsella ( 1982) noted 
that the use of "talk therapy" aimed at change through gaining insights 
into one's psychologicallife is firmly rooted in a Western conception of a 
person as a distinct and independent individual capable of self­
transformation in relative isolation from social context. It is also worth 
remembering that the notion that traumatic experience is better dealt 
with if thoughts and feelings associated with it are ventilated, often in a 
professional setting, has only recently become familiar to the general 
public in Western countries. Many non-Western cultures have little place 
for the revelation of intimate and personal material outside the close 
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family circle. Many survivors see clinics as the place to present their 
general health concerns, mostly couched in a somatie idiom, as well as to 
seek practical help with their social predicament. However, it may be 
that, despite the cultural gulf, these people can draw from therapeutic 
encounters the nonspecific elements which amount to a validation of 
what they have endured: the chance tobe heard and believed in a place 
safe and sympathetic enough to permit the expression of emotion and 
the regeneration of hope. To date, the specific efficacy of phar­
macotherapy or Western psychotherapies has not yet been conclusively 
established through well-designed trials. 

The World Health Organization (WHO) stresses that, in the Third 
World, mental health must be viewed as an integral part of public health 
and social welfare programs, not merely addressed via a specialized set 
of skills and knowledge. Moreover, many conflict situations are still 
changing or fraught with danger (scarcely the completed trauma envis­
aged by PTSD). Individual approaches can have only a small part to play, 
even if educating primary health workers, often the only network avail­
able, allows for greater recognition and sympathetic handling of the 
more traumatized cases. The emphasis must be on capacity to function, 
not on subjective mental state features or symptoms, to distinguish be­
tween those who are coping and those who are not. But interventions do 
not necessarily have to be "psychological." Collective recovery over time 
is intrinsically linked to reconstruction of social and economic networks 
and of cultural identity. Thus, tracing schemes that reunite war orphans 
with members of their extended family, work with teachers that helps 
them to manage war-affected children in the classroom, and the provi­
sion of material for shrouds to allow for traditional burial rites are exam­
ples of useful projects. Traditional healers are beginning to have their 
capacities recognized, even by the WHO. Anything which improves the 
economic state of families will ameliora te the psychological effects of war 
on their children. We should give material support to indigenous organi­
zations operating at the grass roots to enable victims to rebuild their lives 
and networks. Moreover, there are possibilities for collaboration with 
international aid and development organizations, like Oxfam or Save 
the Children Fund, that have witnessed what the upheavals of war have 
done to their development programs and are responsive to contribu­
tions from the mental health field (Summerfield, 1991 ). 

ADVOCACY 

Some torture victims seek psychological help, but ali of them want 
social justice. It is an ethical imperative that a human rights framework 
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informs the way those in the trauma field address their patients, col­
leagues, and the wider public. It may be no coincidence that the most 
trenchant criticism of medical models like PTSD has come from profes­
sionals in oppressive societies, notably in Latin America, where work 
with traumatized victims is unavoidably also human rights work. They 
charge that the narrow application of the scientific method can am o unt 
to reductionist medicalizing, with health and illness being separated 
from their social roots. Posttraumatic symptoms are not just a private 
and individual problem but also an indictment of the social contexts 
which produced them. 

There are too few studies which "bridge" individual psychological 
responses and the sociopolitical dynamics of marginalization and per­
secution which are the traditional lot of so many. In El Salvador, which 
has long had one of the most atrocious human rights records in the 
Western Hemisphere, Martin-Baro (1990) saw psychosocial trauma as 
the normal consequence of social systems based on exploitation and 
dehumanizing oppression. He described how destructively polarized 
choices imposed themselves on the developmental processes of El Sal­
vadoran children who had to grow up with this social "normal abnor­
mality," a climate of unremitting state terror, militarization of sociallife, 
and institutionalized lying. If prevention is to be as important as cure, 
there must be as much rigor in the analysis of the causes of mass trauma 
as of its effects. Some issues will be global ones, notably the tacit insis­
tence of Western governments and businesspeople (particularly arms 
manufacturers) that human rights considerations should not signifi­
cantly influence the alliances they choose in the Third World (Siward, 
1989). Relatively empowered and unpersecuted Western professionals 
are in a position to publicize the human costs of these decisions. 

Local human rights organizations in the Third World need to be 
helped to publicize their findings in the West. Such solidarity would also 
make it harder for authoritarian regimes to silence courageous activists 
and their work. The testimonies they collect can provide for a more 
complete counting of the human costs of exposure to extreme violence. 
It is significant that, in El Salvador, people are worried that they have 
begun to forget all the names of those murdered by the military in the 
1980s. The collated testimonies of survivors could be part of a kind of 
grassroots history, a counter to the official accounts generated by those 
with power to abuse and thus a public validation of their suffering. As 
Primo Levi, a survivor of the J ewish Holocaust, wrote of what he had 
witnessed, "If understanding is impossible, knowing is imperative". 

An allied vital question is that of official reparation for human 
rights crimes. Victims may better become survivors if some part of the 
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legacy of the past can be addressed: This may be something approaching 
a universal value, even though we must also acknowledge the pessimistic 
lessons of history, that there has always been little redemption for those 
massively wronged and that historical accounts are seldom settled. (In­
deed, what has been called the first genocide of the 20th century, of up 
to 1.5 million Armenians by Turkey in 1915, is stil! officially denied in 
toto.) In recent years, ostensibly democratizing civilian governments 
have replaced brutal military regimes in, for example, Uruguay, Chile, 
Argentina, and, most recently, El Salvador and yet have been reluctant 
to allow full investigation into past human right offenses or have given 
retrospective amnesty to the perpetrators. A government which refuses 
to own up to atrocious acts committed by agents in its name seems stil! to 
insist that the extrajudicially executed, tortured, and "disappeared" are 
the guilty ones and denies their relatives the recognition and validation 
they need to make sense of their losses. These decisions need to be 
highlighted and resisted. Justice, even if long delayed, is reparative. We 
should also note that some participants in torture have been doctors and 
other health professionals. This facet of medical ethics has been most 
publicized and condemned in relation to the former Soviet Union, Latin 
American countries, and South Africa. Most recently, publicity about the 
role of Israeli army doctors in routinely colluding with what Amnesty 
International has called the institutionalized torture of Palestinian de­
tainees during interrogation has finally forced the Israeli Medical Asso­
ciation to take a stand on this issue (Fine, 1993). It has been noted that 
medical bodies in countries which routinely torture their citizens are 
often remarkably passive about this issue (British Medical Association, 
1992). 

CONCLUSIONS 

The patterns of war and conf1ict worldwide show little distinction 
between combatants and bystanders; terrorization of whole populations 
is used as a means of social control. The context of atrocity is frequently 
the intended destruction of the economic, social, and cultural worlds of 
the victims. Western mental health professionals and their conceptual 
frameworks have been prominent in the contemporary debate about 
human responses to such events. Psychiatric models like PTSD, even if 
the DSM-IV version brings improvements, have inherent limitations in 
capturing the complex ways in which individuals, communities, and, 
indeed, whole societies register massive trauma, socialize their grief, 
and reconstitute meaningful existence. Traumatic experience, and the 



28 DEREK SUMMERFIELD 

search for meaning which it triggers, must be understood in terms of the 
relationship between the individual and his or her society, with outcomes 
influenced by cultural, social, and politica! forces (which themselves 
evolve over time). In order to better understand the suffering of victims 
and the ways they cope and transcend, as well as how and why a minority 
cannot, the mental health field must make common cause with other 
disciplines and with the testimonies of the survivor populations them­
selves. As far as therapeutic practice is concerned, there will be some 
victims whose psychological difficulties, particularly when they are so­
cially dysfunctional, will merit individual treatment. However, the ma­
jority will cope with recovery as a collective activity, seeking assistance 
directed primarily at their social rather than their mental lives. Part of 
what mental health professionals can do to assist both distressed individ­
uals and distressed societies is to endorse the link between psychological 
recovery and societal reparation and justice. Thus, it is important that 
the trauma debate be conducted within a human rights framework and 
not as if it is just a new specialism. 
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The Severity of the Trauma 
Issues abou t Its Ro le in Posttraumatic 

Stress Disorder 

ALEXANDER C. McFARLANE 

INTRODUCTION 

History is always an ambiguous affair. Facts are hard to establish, and capable of 
being given many meanings. Reality is built on our own prejudices, gullibility, and 
ignorance, as well as on knowledge and analysis. 

Salman Rushdie 
"'Errata': Unreliable Narration 
Midnight's Children" 

Constructing an objective picture of the impact of a traumatic event and 
its effects is a complex task. It is a central issue in traumatic stress studies 
because the cornerstone of posttraumatic stress disorder is the accepted 
role of the stressor as the primary etiological factor determining the 
typical pattern of symptoms. Posttraumatic stress disorder (PTSD) is 
unusual in psychiatric classification because it is one of the few disorders 
where a clearly defined cause is stated in the diagnostic criteria (DSM-
111, American Psychiatric Association, 1987). 

Against this background, this chapter examines three issues. First, it 
is suggested that contradictions and issues arising out of the relationship 
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between the stressor and posttraumatic stress disorder are often ignored 
for a variety of politica!, social, and cultural reasons. Second, there are a 
series of problems of definition and measurement of traumatic events 
which need to be refined in future research. Finally, the current statisti­
ca! models of the effects of trauma and the methods of statistica! analysis 
contain a series of built-in assumptions which are seldom questioned. 

THE POLITICAL AND SOCIAL CONTEXT OF TRAUMA 

The role of the stressor in PTSD embodies a series of issues about 
causation, treatment, and prevention. Currently, some of these relation­
ships are oversimplified, and the doubts and questions are avoided for a 
number of reasons. 

Implicit in the stressor criterion is a series of assumptions about the 
etiology of posttraumatic symptoms. Given the current state of knowl­
edge, it is perhaps somewhat surprising the extent to which the role of 
trauma has been minimized in the past. Within certain circles of the 
psychiatric profession, continuing skepticism remains about the impor­
tance of posttraumatic stress disorder and dissociative processes (Ellard, 
1992). This attitude needs tobe recognized in the context of the series of 
powerful social, cultural, and politica! forces that have molded society's 
acceptance of victims and conceptualization of the role of trauma which 
have influenced the development of the concept of PTSD. 

Acceptance of the importance of trauma has not come easily to 
psychiatry, and its role has long been a matter of controversy. Herman 
( 1992) highlighted how politica! forces ha ve been very influential in 
society's accepting the prevalence of sexual abuse and acknowledging the 
horrors of war and the prevalence of torture as tool of repression in 
many states. The acceptance of the ro le of the stressor in PTSD has been 
shaped by a range of forces and has not been just a matter of science. As 
a consequence of this politica! backdrop, many of the uncertainties have 
not been openly discussed despite their importance in developing a bet­
ter understanding of the effects of trauma. The politica! atmosphere in 
the traumatic stress discipline can leave one vulnerable to suspicion if 
one is not clearly a true believer. 

The most important issue has arguably been the conceptualization 
of the effects of trauma in the military. Military discipline demands that 
soldiers obey commands, and the failure of a soldier to act in battle 
evokes the specter of cowardice. Thus, there is an uneasy interface be­
tween the articles of war which define cowardice and the protocols for 
treating the effects of acute battle trauma. In addition, the military 
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psychiatrist's role is one that raises a series of ethical issues about 
whether the primary allegiance is to the soldier or to the military objec­
tives of a fighting unit. Cusack (1993) argued that the psychiatrist or 
psychologist is placed in an impossible dilemma in this role and is un­
able to acknowledge the suffering of the individual soldier. This legacy 
of the two world wars has profoundly influenced psychiatry's neglect of 
the long-term effects of trauma. It was only in the context of the politi­
cally unpopular Vietnam war that the these issues carne tobe debated 
with due politica! recognition. A profound change in attitude occurred 
when the plight of the individual soldier could no longer be dismissed 
as necessarily subservient to the social good. The trauma of war was not 
the consequence of the individual soldier's lack of courage and premor­
bid vulnerability. 

Sigmund Freud initially proposed that trauma was the major cause 
of hysteria, yet he subsequently rejected his earlier views because he 
could not accept the prevalence of childhood sexual abuse which he 
apparently observed. This is the most striking example of psychiatry's 
ambivalence about the role of trauma (Van cler Kolk & Van cler Hart, 
1991) and probably occurred because the social and politica! environ­
ment was not ready to accept such confronting observations (Herman, 
1992). The feminist movement has played an essential role in advocating 
the extent of sexual abuse and domestic violence. The relationship be­
tween trauma and psychiatric symptoms is a confronting and socially 
charged issue and can dominate the scientific issues in question. 

Thus, posttraumatic stress disorder embodies in part the age-old 
arguments about the relative importance of nature and nurture. At one 
level, it challenges society on whether it is responsible for the individual's 
suffering or whether it is due to their moral degeneracy and inferiority, 
as was considered the case at the end of World War 1. The development 
of the welfare state and the increasing embodiment of human rights in 
legislation and social values are a context which has allowed a greater 
focusing on the role of trauma. However, it is easy to see how there 
would be a less ready acceptance of these views in a more totalitarian 
society and particularly in underdeveloped countries. 

Central characteristics of traumatic stress are the experiences of 
helplessness, powerlessness, and the threat to one's life and sense of 
control. Trauma attacks the individual's sense of self and the predictabil­
ity of the world. Surprisingly, there has been little discussion of the 
determinants of these dimensions of trauma and whether they had such 
importance at other times in history. Western society, in its current his­
torical context, places far greater emphasis on the rights of the individu­
al than on the value of obedience to the broader dicta of one's culture. 
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The relevance of this question is apparent when Eastern cultures are 
examined such as Chinese and Indian (Prakash, 1992), where the con­
cept of the individual and the accepted determinants of affect states are 
somewhat different. Cultural values may influence how an unpredict­
able event will challenge an individual's sense of identity as well as deter­
mine the quality of the sense of violation associated with traumas such as 
rape. 

There is no doubt that the definition of PTSD in the DSM-111 was a 
major breakthrough as it created an objective definition which has 
formed the hasis for more valid and reliable studies. However, many 
issues remain unresolved, despite the systematic methodology involved 
in constructing the DSM-IV (American Psychiatric Association, 1994). 
For example, although the role of the stressor was further examined in 
the field trials for the DSM-IV (Kilpatrick & Resnick, 1993), this revision 
has not confronted a number of core issues-perhaps understandably, 
given their controversial nature. The authority that the DSM-111 has 
come to acquire means that the conclusions of any revision are perhaps 
not scrutinized as thoroughly as necessary for the health of the traumat­
ic stress discipline. For example, these field trials examined the role of 
the stressor within specific populations that had experienced a limited 
range of traumatic experiences. In addition, the trials were confined to 
the cultural environment of the United States. The importance of prop­
erty loss as a determinant of PTSD in disaster populations is not re­
flected in the new criteria because the field trial largely addressed the 
consequences of violence against the individual. This issue about the 
definition of a traumatic event is likely to become more contentious with 
the publication of a competing definition in the 10th edition of the 
International Classification of Disease (World Health Organization, 1992). 
The incorporation of a category of personality disorder attributable to 
the effects of trauma in the ICD-10 also means there will be increased 
debate as to what are the symptoms and behaviors that are particularly 
causally related to traumatic events. 

ISSUES IN THE RELATIONSHIP BETWEEN STRESSOR 
AND DISORDER 

The stressor criterion implies a different relationship between envi­
ronmental factors and patterns of disordered arousal and affect in con­
trast to other psychiatric disorders. It suggests that individual variability 
plays a less important role in the determination of these abnormalities 
than in other psychiatric disorders. Yet, the findings such as the preva-
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lence of comorbidity provides a series of conceptual challenges to this 
association which require a more adequate discussion (McFarlane & Pa­
pay, 1 992). In particular, most systematic studies have found that the 
majority of victims of trauma develop a range of other disorders (e.g., 
major depressive disorder, panic disorder, and generalized anxiety dis­
order) as well as PTSD. Thus, trauma does not have a unique association 
with the constellation of symptoms in PTSD and may have an equal 
ability to precipitate a range of other symptomatic outcomes. This is an 
issue which needs to be considered by any biologica! or psychological 
etiological model of the effects of trauma and argues against the speci­
ficity of the effects of traumatic stress. 

Apart from its importance in etiology, the stressor is also central to 
the issues of treatment. The accepted psychotherapies for PTSD ali 
propuse focusing on and working through the triggering trauma. Partic­
ularly cognitive, behavioral, and psychodynamic forms of treatment 
place an unusual importance on dealing with the reality of externa! 
threat. These techniques attend to the individual's conceptualization of 
his or her experience and associated disruptions of the self-concept and 
worldview. Thus, in contrast to most other psychiatric disorders, there is 
an unusual focus on externa! reality, and by implication, this is specific to 
the type of events defined by the stressor criterion. It has also been 
argued that events defined by the stressor criterion cause a unique pat­
tern of biologica! response leading to the development of specific biolog­
ica! models that have implications for treatment (Van cler Kolk & Sapor­
ta, 1991). 

Equally, the stressor implicit in the definition of posttraumatic stress 
disorder also implies that unusual opportunities exist for prevention 
because the occurrence of such an event is predictably followed by sig­
nificant morbidity. The growth of services for a variety of groups such as 
the survivors of disasters and the victims of crime, as well as special 
debriefing services for emergency service personnel, embodies the opti­
mism that it is possible to mitigate the effects of trauma. However, in 
contrast to the resources committed to prevention, very few systematic 
data exist which demonstrate the effectiveness of these interventions. 

Assumptions about Etiology: The Contradictions 

There remains a variety of evidence that tends to be avoided by the 
community interested in traumatic stress which does not confirm the 
powerful relationship between the stressor and subsequent symptoms. 
Quarantelli (1985) stated, "In our judgement, the individual trauma 
approach is still at the mythological stage that most social and behav-
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ioural disasters were at about two decades ago" (p. 204). It is surprising 
(or perhaps not) how such challenges are largely sidestepped in the 
traumatic stress literature. Systematic reviews of the literature about 
disasters come to similar conclusions. 

For example, Breslau and Davis (1987a), after reviewing the avail­
able published evidence, concluded that "literature on disasters, civilian 
and wartime, ... does not support the view that extreme stressors form 
a discrete class of events in terms of the probability of psychiatric se­
quelae or the distinctive nature of subsequent psychopathology" 
(p. 255). The traumatic stress literature similarly tends to dodge the 
issues. Often authors selectively review the literature, presenting only 
those articles that support their own contentions and hypotheses. 

Table 1 provides some examples of how contradictory opinions can 
exist within the literature about similar stressors. The table gives exam­
ples of studies which demonstrate more complex relationships between 
the stressor and the symptomatology as well as of those that demonstrate 
a direct exposure effect. Those studies that have found a powerful and 
distinct relationship between the stressor and the symptoms require no 
discussion. The divergence of opinion can be striking where some stud­
ies find that more than 50% of the causal variance in a population of 
victims is accounted for by the disaster experience, whereas other stud-

Table 1. Summary of Contradictory Reports 
in the Literature 

Proportional relationship with severity of stressor 
Buydens-Branchey et al., 1990 War 
Nader et al., 1990 Sniper attack 
Green et al., 1989 War 
Shore et al., 1986 Volcanic eruption 
Card, 1987 War 
Green et al., 1986 Supper club fire 

More complex relationship or no difference from other life events 
Breslau & Davis, 1987a 
Solomon & Canino, 1990 
Phifer & Norris, 1990 
Palinkas & Coben, 1987 
McFarlane, 1988a 
Helzer et al., 1979 
Yager et al., 1984 
Bromet et al., 1982 
Feinstein & Dolman, 1991 
Norman et al., 1991 
Carretal., 1991 

Disasters 
Flood 
Timing of injury in combat 
Fire 
War 
War 
Nuclear incident 
Accident victims 
Accident victims 
Earthquake 
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ies have found that the size of the causal effect of the trauma, despite its 
magnitude, is no greater than the 10% associated with less extreme 
adversity. The reasons for this divergence are numerous and arise in 
part from the sample selection and the method of data analysis. Some of 
the most challenging studies have g<me virtually unnoticed despite their 
implications. 

One example of the more complex relationships comes from the 
study of Palinkas and Coben (1987), which examined psychiatric casu­
alties in Vietnam. Rather than supporting the conventional view that 
increased rates of physical casualties are followed by increased rates of 
psychiatric casualties, they found the reverse relationship, where psychi­
atric casualties preceded an increased rate of combat casualties. Such 
data provide major challenges to conceptualizations of conventional 
measures of combat severity. These challenges raise a series of important 
methodological issues about how best to measure the severity of combat, 
as there is the obvious potential for these measures to be confounded 
measures of disorder. The lack of predictive power of objective mea­
sures of exposure was shown by Feinstein and Dolman (1991), who 
found little relationship between the actual severity of injury in traumat­
ic accident and the onset of posttraumatic stress disorder. Rather, they 
found that the issues of perception and meaning were more important. 

Resolution of These Issues 

It would seem important to the further development of the trau­
matic stress area that these contradictions and inconsistencies be given 
systematic analysis and discussion. Apart from the obvious scientific 
importance of this process, to fail to do so leaves the traumatic stress area 
open to being discredited by those whose political and social views are 
still very threatened by the concepts embodied in posttraumatic stress 
disorder. 

Such a process requires a series of steps. First, reviewers' articles 
need to ensure that authors will not selectively review the literature but 
convey the complexity of the argument. This is particularly important if 
authors are examining populations that have been involved in a single 
type of event. It is essential that the range of findings within that event 
be acknowledged. This is probably most apparent in the disaster litera­
ture, where there is a very considerable divergence of opinion about the 
role of the stressor. 

Second, studies are required which examine the different effects of 
chronic and pervasive traumatic events such as wars involving multiple 
dimensions of threat and loss, in contrast to dramatic and short-lived 
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events such as disasters. In addition, the impact of these events need to 
be viewed in a cultural, social, and politica} context. 

Third, although there has now been a series of papers which sug­
gest that there is not a qualitatively different relationship between trau­
matic stressors and life events, again this issue has been substantially 
avoided (Breslau & Davis, 1987b; McFarlane, 1987; Solomon & Canino, 
1990). Solomon and Canino (1990) found that, in two populations that 
had been subjected to disasters, day-to-day stressors were equally impor­
tant determinants of psychiatric morbidity. 

Fourth, inherent in these contradictions is the apparent different 
impact of stresses which emerge from community samples in contrast to 
patient populations. The majority of studies which have tended to sug­
gest the primacy of the stressor have examined patient populations. This 
examination introduces a series of potential biases and sources of error, 
such as the role that the stressor may play in predicting the seeking of 
treatment as against the onset of symptoms, as well as statistica} relation­
ships that have been examined between the severity of symptoms and 
the stressor in ill populations, rather than examining these questions in 
more representative groups. 

Thus, the relationship between PTSD and the traumatic event is not 
as clear-cut as the literature tends to convey. Another central issue is the 
measurement of the severity of the stressor. 

MEASUREMENT OF EXPOSURE 

The measurement of the severity of life events and the associated 
distress has proved a vexing issue (Paykel, 1978). The many problems 
associated with measurement have been responsible in part for the de­
crease in research activity in this area since the mid-1970s. Against this 
background, it is perhaps surprising that few of the lessons from the life­
events literature have been considered in the traumatic stress area. 

Issues in Constructing Measures of a Stressor 

First, scales that quantify the severity of stress associated with a 
range of experiences had to be developed in different populations from 
those being tested. The reason was to overcome the problem of "effort 
after meaning" (Andrews & Tennant, 1978). In other words, people who 
had experienced particular types of adversity which had led to the onset 
of symptoms were likely to rank such adversity as being more distressing 
and demanding greater degrees of change than people who had not 
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become ill but had experienced these events. This tendency to exagger­
ate the importance of an event arose from people's attempt to search 
their environment for cause that would explain their distress. In addi­
tion, with scales such as the schedule for life events, an important stage 
in development was to compare a variety of different populations and 
the extent to which there were similarities and differences in their rank­
ing of life events (Finlay-Jones, 1981 ). In the trauma tic stress area, there 
has been little attempt to develop scaled measures of traumatic stress 
and to use them to compare different groups unexposed to the trauma. 
No attempt has been made to look at social and cultural influences 
affecting the perception of trauma. For example, trained personnel may 
perceive certain traumatic experiences as being much less distressing 
than those without training. In addition, certain cultural and religious 
expectations about fate may similarly modify the perception of individu­
al traumatic events. 

Other assumptions about the construction of trauma scales have 
largely gone unexamined. Life event scales have also assumed that indi­
vidual events have an additive effect (Brown & Harris, 1978). The logic 
and rationale for using additive scales in the disaster area have not been 
established. Another major problem demonstrated in the life events 
literature is the low test-retest reliability of most scales (Paykel, 1983). 
Even over relatively short periods of time, a great deal of variability of 
recall exists. 

There is some suggestion that the retrospective assessment of the 
severity of traumatic events inevitably biases the finding to demonstrate 
the role of the stressor. Even though part of the phenomenology of 
posttraumatic stress disorder is the powerful imprinting of memories, 
the normal process of adaptation involves forgetting. It is easy to see 
how unaffected groups will tend to forget or minimize the severity of the 
traumatic stress if assessed some time after the event (McFarlane, 1989). 

The issue of test-retest reliability in traumatic settings is partic­
ularly important in the area of disasters because of the natural process of 
forgetting involved in adaptation. Thus, the very process of remember­
ing is likely to be different in those who have PTSD and those who do 
not, and thus, retrospective recall of the traumatic event may naturally 
bias the data toward the finding of high levels of exposure in the PTSD 
group. The importance of avoidance as a mechanism of adaptation is 
also an important issue. A number of studies (Kinzie, Boehnlein et al., 
1990; Kolb, 1989) have demonstrated how avoidance may lead to a com­
plete denial of the trauma. Clinica! practice would also suggest that the 
trauma history depends on the method of examination. 

The impact of extremely traumatic events on the victims' behavior 
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and mental state during the event may also be an important issue affect­
ing the validity of measures of exposure. Dissociation is a common re­
sponse during extremely traumatic events that could lead to the under­
reporting and the misperception of various aspects of the trauma. It is 
important that objective measures of the event be used to validate indi­
viduals' recall if at ali possible. 

While major traumatic events are clearly independent events in the 
sense that they cannot possibly have been caused by the individual, indi­
viduals' mental state may have important effects on their behavior and 
consequent danger. People who panic or who respond in other maladap­
tive ways may effectively increase their apparent exposure. Thus, expo­
sure can bea confounded measure of the individual's mental state at the 
time and the severity of the trauma. 

In contrast to the effort put into the development of valid and 
reliable measures of adverse life events, surprisingly little attention has 
been given to the issue in the area of traumatic stress. Furthermore, the 
impact of social and cultural issues on people's recall has not been ex­
plored; for example, the relative importance of property loss or person­
al loss in different cultural settings needs to be examined. One of the 
only populations to rate the stressfulness of the items in the Holmes and 
Rahe scale in a significantly different way was a group of earthquake 
victims. Surprisingly, they rated the severity of the impact of major losses 
as less than populations unaffected by disaster (Janney, Masuda, & 
Holmes, 1977). This finding suggests that traumatized groups may have 
a different perspective on their experience from populations that have 
not confronted that particular event. This possibility has the potential to 
create significant errors when one is trying to judge the severity of 
traumatic stressors and to identify the events that are markedly distress­
ing to most people. 

Finally, there has been little systematic examination of the different 
dimensions of a traumatic experience and their interrelationship. In 
attempts to grade exposure, the relative importance of a range of vari­
ables has not been considered. Figure 1 lists a series of components of a 
traumatic experience which include the actual impingement of the event 
on the individual, such as injury, as well as the events the person saw. 
These issues will be influenced by the person's mental state (for example, 
whether he or she panicked or dissociated) and the person's perception 
of the risks and capacity to act adaptively. On one hand, there will be 
objective measures of exposure such as seeing death and injury or actu­
ally being injured. Similarly, a duration of exposure and awareness of 
destruction and loss are objective issues. In contrast, matters that might 
be equally important in determining an individual's traumatization in-
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Figure 1. A hypothetical hierarchy of elements of a traumatic experience. 
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clude survival by freak circumstances, being safe by chance, and having 
no control of the circumstances or one's behavior. The relative impor­
tance of these subjective components has been increasingly demon­
strated to be the important issues in determining subsequent symp­
tomatology (Feinstein & Dolman, 1991 ). 

How to measure and combine these variables requires examination. 
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Figure 1 implies a gradation of experience with increasing distress and 
threat occurring with increasing intensity of exposure. There has been 
little systematic validation of the interrelationship of these phenomena 
or of whether it is appropriate to construct composite scales. The extent 
to which such a scale can be legitimately transferred from one popula­
tion to another has not been examined, an issue because subjective expe­
riences may also be quite variable within different cultural and social 
groups. Therefore, the development of scales to quantify the severity of 
an individual's traumatic exposure is a complex and difficult issue (see 
Figure 1). Whether meaningful scales can be developed that combine a 
range of very different experiences needs careful theoretical and meth­
odological examination. For example, in a disaster situation, how does 
one compare the different effects of coming close to being killed oneself 
and losing one's house? If an individual were further to have lost a 
relative, does this loss make her or his exposure and the impact twice or 
three times as bad? There has been little systematic examination of the 
assumptions and issues involved in constructing a valid quantitative rep­
resentation of the experience of trauma. Figure 1 lists a possible hier­
archy of traumatic components of a disaster. 

Representations of the Trauma 

The cognitive reprocessing model of traumatic stress implies that 
the representations or meanings developed for the traumatic experience 
play a central role in the incompatibility of the traumatic experience 
with the individual's existing schemata and beliefs (Horowitz, 1986). To 
date, there has been relatively little investigation of the process and the 
temporal sequence involved in the formation of these representations. 
Figure 2 presents these issues schematically, emphasizing that the mean­
ing of a traumatic event is derived not just during the duration of the 
experience but b 1 a number of fac tors which precede and follow the 
trauma. This was particularly demonstrated by Shalev's study ( 1992) of 
the survivors of a terrorist bombing, where their acute traumatic re­
sponses were poor predictors of their longer-term adjustment. There 
may have been a number of reasons. 

First, the extent of individuals' training and prior anticipation of a 
traumatic event may play an important role by modifying their behavior 
during the event. Weisaeth (1989) found that workers who had had 
previous experience in emergency situations were less likely to develop 
posttraumatic stress disorders following an industrial accident. Similarly, 
people who anticipate and heed possible risks in a disaster situation may 
be able to institute adaptive behaviors that will minimize the impact of 
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Traumatic event 

Appraisal of threat: 
Preparation 

Time 

Figure 2. Time periods during which the meaning of a traumatic stressor is determined. 

the event. Equally, their anticipation and acceptance of the risks made 
the consequence of trauma more compatible with preexisting schemata. 

Second, the duration of a traumatic event may be extremely brief. 
For example, a terrorist bombing ora severe motor vehicle accident may 
last for seconds. Figure 2 demonstrates schematically how the temporal 
duration of the trauma may be insignificant in contrast to the prepara­
tory and postdisaster periods. The individual may have relatively little 
information about the significance or consequence of the trauma during 
the emergency. The impact and the likely disability for many victims will 
become an objective fact only once their injuries have been assessed and 
treated. Similarly, they may be unaware of the death or injury of clase 
relatives during the incident. The actual memory of the event may be a 
carnea which is subsequently imbued with mctior meaning according to a 
variety of information that is acquired or provided in the posttrauma 
period. One example is of a man involved in a holdup who was unaware 
of the fact that he had nearly been hit by a bullet until he viewed a 
videotape of the scene, only to see a bullet strike a partition severa! 
inches from his head. In contrast to the actual experience, the traumatic 
image from the video was the major content of his preoccupations. 

The impact of losses and changes in an individual's life in the post­
trauma period is also likely to be a factor leading to a constant rein­
terpretation of the traumatic experience. The process of rehabilitation 
after injuries and assistance in reconstruction after natural disasters may 



44 ALEXANDER C. McFARLANE 

be critical in influencing people's perception of the consequence of their 
losses. It is similarly understandable how adversarial compensation 
schemes can have a very detrimental impact and substantially exacerbate 
individuals' sense of traumatization. Examining a range of traumatic 
events in different social and cultural contexts is likely to elucidate the 
role of this constant reinterpretation of the trauma. 

Hence, defining where a traumatic event begins and ends on he 
surface seems a simple and straightforward process yet, on detailed ex­
amination, is a far more complex problem (see Figure 2). 

STATISTICAL MODELING AND ANALYSIS 

The methods of data analysis used to explore the relationship be­
tween the stressor and the consequent symptoms embody many assump­
tions that are seldom discussed. These issues account for a number of 
the apparent contradictions in the PTSD literature. 

The Shape of Relationships: Threshold Effects 

While statistics have become the descriptive language of psychoso­
cial research, and the trauma area is no exception, the appropriateness 
of the inherent assumptions is seldom discussed. Figure 3 indicates sche-

Percent 

morbidity 

Exposure 

Figure 3. Different possible relationships between the severity of exposure and the re­
cruitment of morbidity. 
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matically a series of possible patterns of recruitment of the prevalence of 
disorder with the increasing severity of a trauma. The implications of 
these different possible threshold effects are highlighted because they 
are important to developing an understanding of the role of the stressor 
in PTSD (McFarlane, 1988a). For example, PTSD may emerge at lower 
levels of exposure in people who are vulnerable for a variety of reasons, 
whereas PTSD which emerges at very high levels of threat may involve a 
more central role for the stressor. The commonly used statistica! meth­
ods mean that these issues do not get investigated. Similarly, most meth­
ods of analysis fail to take account of the preexisting disorder that is 
known to be present in most communities on the basis of epidemiologi­
cal studies. These are important issues in the light of the divergent 
findings about the role of the trauma in PTSD. 

The first assumption arises from the use of correlational analysis in 
most studies, which implies linearity of relationships (see the straight 
line in Figure 3). When these assumptions are examined, some data 
(McFarlane, I988b) suggest that embedded data may be a variety of 
threshold effects. For example, it is possible that a relatively low thresh­
old of exposure to a traumatic stressor may be necessary to recruit a 
significant number of symptoms of trauma response, and then only at a 
very high exposure do another set of symptoms become recruited. Con­
versely, it may be at levels of only moderate exposure that there is a 
major categorica! shift in people's psychological response, and that fur­
ther increases in the intensity of exposure lead to little or no change in 
the type of symptoms or their severity (see Figure 3). The consistency of 
these threshold effects needs to be considered across a variety of cultural 
groups and traumas. 

These effects have been examined in collaboration with Cao in her 
study of a major earthquake in Yunnan Province which killed 748 people 
in 1988 (McFarlane & Cao, 1993). In this study, three villages were exam­
ined 20 kilometers, 37 kilometers, and 60 kilometers from the epicenter. 
There was a significant increase in the General Health Questionnaire 
(GHQ) score between the control village and the two villages with lesser 
degrees of exposure (see Figure 4). However, there was no difference in 
the total GHQ score between these two villages, a finding suggesting an 
initial threshold effect. A second threshold appeared, as the most in­
tensely exposed village again had a significant increase in symptoms. 
Thus, there was an apparent two-step recruitment effect within this 
sample of 1,294 victims. 

Within the region of this earthquake, a group of indigenous people 
living close to the epicenter of the earthquake who were illiterate and 
had very different cultural and ethnic origins from the other disaster 
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Figure 4. Mean total GHQ scores for controls and subjects 20, 37, and 60 kilometers from 
the epicenter of earthquake. 

victims were studied. While problems may exist in the data collection 
from this group because they was collected through an interpreter, these 
people had significantly fewer symptoms than the Chinese villagers, 
even though a much higher proportion of this group was killed. Given 
these findings, the impact of a variety of social and cultural factors on 
the existence of such threshold effects needs to be examined. 

Differential Effects of Triggers and Vulnerability Factors 

Most etiological studies of posttraumatic stress disorder simul­
taneously place measures of exposure and a variety of other predictive 
or vulnerability variables and postdisaster variables in multivariate an­
alyses. This approach fails to consider the process of symptom recruit­
ment and how exposure to a trauma will have a very different etiological 
impact from an individual characteristic such as neuroticism. Similarly, 
etiological models have seldom considered the different role that the 
traumatic experience may have in the different subsets of symptoms in 
posttraumatic stress disorder. An investigation of the statistica! paths 
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between the traumatic event and the disorder arousal (see Figure 5) 
suggested that the traumatic event had a direct causal link with the 
disorder arousal only via the intensity of the intrusive phenomena 
(McFarlane, 1992). The avoidance and estrangement phenomena were 
associated directly only with intrusion (Figure 5). This finding suggests 
that avoidance and intrusive phenomena occur in some of the victims of 
traumatic experiences in the absence of disordered arousal. The avoid­
ance phenomena represent the individual's attempts to modulate the 
distressing memories and recollections and do not have a direct relation­
ship to the severity of the person's arousal. This implies that there is a 
multidimensional set of relationships within the phenomena of PTSD. 
These findings are similar to those of others (Creamer, Burgess, & Pat­
tison, 1990). 

Building on this model, it was found that some subjects had high 
levels of intrusion following trauma tic events but did not go on to devel­
op the other symptoms. It was found that the path from intrusion to 
disordered arousal was predicted by high levels of neuroticism and a 
family history of psychiatric disorder (McFarlane, 1988b). This finding 
implies that the traumatic event may account for the intensity of an 
individual's distress, but that the recruitment of symptoms leading to the 
disordered arousal of PTSD requires an interaction with a set of vul­
nerability factors (Figure 6). Figure 6 also indicates how the intensity of 
an individual's intrusive thoughts or distress is a consequence not only of 
the intensity of exposure to the trauma but also of a series of other 
variables, such as past traumatic experiences, the availability of social 
support, and personality traits. Once the individual's intrusions have 
emerged, it becomes critica! how these are modulated and worked 
through. Figure 6 represents how a second series of protective and 

Trauma-----.. Intru sion Disordered arousal 

1 1 
Avoidance 

Figure 5. Path demonstrating the link between arousal and exposure is by intrusion 
(McFarlane, 1992). 
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Figure 6. Etiological factors influencing the transition from distress to disorder following 
trauma. 

vulnerability factors come into play at this point, including coping style, 
other life events, and a past personal or family psychiatric history. This 
figure provides a conceptual model for examining the cumulative eti­
ological path involved in the onset of PTSD and the errors which may 
arise in using simple regression models. 

These findings are supported by Goldberg, True, Eisen, and Hen­
derson's examination (1990) of over 2,000 monozygotic twin pairs from 
the U.S. military, some of whom were discordant for Vietnam service. 
Combat exposure of one twin was associated with an odds ratio of 9.2 for 
the onset of posttraumatic stress disorder, a finding demonstrating a 
clear association between combat exposure and PTSD. An odds ratio 
greater than 1 conveys the increased risk of developing PTSD or the 
component symptoms if an individual who has experienced the trauma 
is compared with the cotwin who did not experience the trauma. The 
greater the odds ratio, the greater the size of the effect. Thus, Goldberg 
et al.'s study is important because it demonstrates the apparently sig­
nificant contribution of the experience of the trauma (war) when the 
genetic and shared early environmental experiences of twins are con­
trolled for. 

However, careful examination of Goldberg et al.'s data suggested 
that there were very different effects of combat on the subsets of PTSD 
symptoms. In particular, the odds ratio for avoidance and the intrusive 
items of PTSD were generally greater than 7 .2, a finding arguing for the 
primary role of the combat in the development of these symptoms. In 
contrast, the estrangement and disturbed arousal had odds ratios as low 
as 1.8, a finding suggesting that genetic factors play a much greater role 
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in these symptoms of PTSD. The low odds ratio (approaching 1) sug­
gests that the effect of the variable being examined (war experience) is 
not substantial. As indicated in Figure 6, models are required that exam­
ine the interactions of vulnerability or protective factors at two points 
along an etiological path. Goldberg et al.'s data highlight the determi­
nants of the second step, where factors facilitate an individual's progress 
from being highly distressed to the onset of disordered arousal. These 
data demonstrate that the war experience is important in determining 
the intrusive memories, but that the shared genes and early environ­
ment of the twins are the major contributor to the development of the 
anxiety symptoms of PTSD. 

Examining these etiological paths in different cultural and social 
groups will be important to teasing apart the different roles of social, 
environmental, and cultural factors in the onset of PTSD. The study of 
the Yunnan earthquake suggests that the same etiological paths exist 
and that the role of various factors is currently being analyzed. 

Different Effects of the Passage of Time 

There has been very little examination of the longitudinal course of 
posttraumatic stress disorder and the way in which the traumatic experi­
ence contributes to symptomatology. Very few studies have used the time 
between the trauma and the point of measurement as a covariate in 
analyses. The quality of the postdisaster environment, particularly in 
disaster-affected communities where an individual's physical living cir­
cumstances may have been severely changed as a consequence of the 
event, may have important interactive effects with the traumatic expo­
sure. These effects may contrast with the effects of a combat experience, 
where the individual then returns to a civilian lifestyle. Thus, current 
models do not take account of the environmental, social, or cultural 
context within which individuals attempt to adapt to their acute post­
traumatic reactions. 

Table 2 summarizes three studies conducted after the 1983 Ash 
Wednesday bushfires and the relative contribution of a range of vari­
ables to the etiology of symptoms in three groups after the disaster, 
demonstrating the changing effects with the passage of time. These 
findings are then compared with the data from the study of a second 
disaster (McFarlane & Cao, 1993). The first study, examining a group of 
firefighters, demonstrates how the causal variances accounted for by the 
fire decreased to O across the 29 months (McFarlane, 1989). In contrast, 
other environmental events which were often related to the disaster 
carne to play an increasingly important role in predicting the presence 
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Table 2. Nature of Relationship between Disaster Experience and Symptoms 

Group N TiiDe (IDonths) Other events (%) Fire(%) 

Firefighters 469 4 IDO 4 8 
11 IDO 4 4 
29 IDO 12 o 

Registered victiiDs 1,421 12 mo 13 5 
Children 808 2 IDO 5 

8 IDO o 
29 IDo 2 NS 

of symptomatology. Similarly, in a group of 808 primary-school children 
studied after this disaster, the causal variance explained by the fire was 
again no longer significant at 29 months. In contrast, other environmen­
tal events played a significant role. In these children, the major contrib­
uting factor, however, was the presence of posttraumatic symptomatol­
ogy among their parents. 

A study of 1,421 victims of this disaster (Table 2) also indicated that 
the consequences of the disaster in terms of financial difficulties and 
difficulties of rebuilding contributed more to their symptomatology 
than did the impact of the fire (Clayer, Bookless-Pratz, & McFarlane, 
1985). Thus, these data imply that the postdisaster environment is as 
important in the maintenance of posttraumatic symptoms as the endur­
ing memories of the trauma. Currently, these different effects are not 
accounted for in most correlational models. An examination of this issue 
in the Yunnan earthquake demonstrated a similar relationship, where 
the postdisaster environment appeared to be making a substantial con­
tribution to the victims' symptoms. Eight months after that disaster, the 
events which followed the earthquake accounted for double the causal 
variance (8%) compared with the threat, losses, and injury caused by the 
earthquake (4%). 

As well as being an important theoretical issue, examining the rela­
tive impact of the trauma and the posttrauma environment following a 
range of events will assist in understanding the persistence of post­
traumatic stress disorder symptoms and how the environmental context 
may assist in their amelioration. 

CONCLUSION 

While the role of the stressor is a primary characteristic of post­
traumatic stress disorder and central to its definition, a series of ques-
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tions remain about its role in causing the typical symptoms of this disor­
der. The discussion of these issues is inhibited by the often polarized 
political and social issues which have influenced a recognition of the 
effects of trauma. It can be difficult to examine the objective evidence in 
an area where advocacy for victims plays an important part in the work 
of clinicians and researchers alike. In particular, in some circles, there is 
a desire to minimize the importance of trauma, such as by defendants' 
expert witnesses in personal injury cases and by pension and compensa­
tion authorities that have an interest in limiting their liability. Despite 
these inf1uences, it is important that the contradictions in this area be 
debated in a reasoned discourse if the knowledge base in trauma tic stress 
is to increase. 

The complexity of the relationship between the stressor and subse­
quent morbidity is often ignored. There are now many papers in the 
literature which suggest quite different relationships in different popu­
lations. There is a need to develop more complex models of etiology in 
posttraumatic stress disorder which take account of this variability of 
outcome. While these models are likely to emerge in research settings, 
they have important implications for planning prevention strategies and 
treatment. For example, the process by which the meaning of a traumat­
ic experience is accumulated across time has implications for how to 
prevent victims from developing distorted perceptions (Figure 2). Sim­
ilarly, recognition that there is a stepwise development of symptoms 
(Figures 5 and 6) implies that there are various points in this process 
where clinical interventions can be planned, and that there is a need to 
differentiate the different groups of symptoms in PTSD. 

Scrutiny of much of the available research also suggests that more 
development needs to occur in the measurement of traumatic stressors. 
The first step will involve defining more carefully the components of the 
traumatic experience (Figure 2). To date, few measures of exposure 
have taken account of the methodological problems which are known to 
be important in the life events area. Recognition of these issues is also 
important in the clinical assessment of patients. Second, current meth­
ods of statistica! analysis have tended to assume simple causal relation­
ships rather than to examine the possibility that triggering and vul­
nerability factors may have different acute and longitudinal effects. 
Central to understanding the impact of trauma is the fact that the con­
text plays a critica! ro le in influencing the interpretation of the event and 
the method used to cope with it. 

Finally, the trauma response is made up of a range of symptom 
groups which may have different etiologies. To date, most studies have 
tended to treat PTSD as though there is a similar etiology for each of the 
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groups of diagnostic criteria. However quite different mechanisms and 
variables may contribute to the onset and severity of intrusions, disor­
dered arousal, and avoidance and estrangement. This possibility bas 
important implications not only for researchers, but also for clinicians, 
because different treatment strategies may be required for the sub­
groups of symptoms. 

While important gains have been made since the mid-1970s in un­
derstanding the effects of traumatic stress, the uncertainties are not 
insubstantial. Freud's comment in 1917 that this is "a disorder which we 
are far from understanding" (Freud, 1973, p. 314) remains pertinent. 
Equally, his statement in 1933 that "traumatic neuroses are not in their 
essence the same thing as the spontaneous neuroses" (Freud, 1973, 
p. 428) emphasizes the unique impact of trauma and the dependence of 
the symptoms of PTSD a series of specific psychopathological processes 
which require further elucidation. This elucidation will depend on the 
development of improved measures of the effects of trauma as well as on 
more sophisticated etiological models. 
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A Cognitive Processing 
Formulation of Posttrauma 

Reactions 

MARK CREAMER 

INTRODUCTION 

In recent years, considerable interest has been directed toward cognitive 
processing theories of posttrauma reactions. Such conceptualizations 
are attractive, since they attempt to explain the underlying mechanisms 
rather than to replace existing models. From a cultural perspective of 
trauma, cognitive processing models are perhaps especially appealing. 
Such an approach may help to explain the interrelationships between 
cultural and social variables, on the one hand, and individual behavior 
and experience, on the other. The way in which a potentially traumatic 
event is appraised and interpreted may be largely influenced by cultural 
expectations and norms; what is traumatic for one culture may not be so 
for another. During the recovery phase, cultural rituals, attitudes, and 
expectations may facilitate or impair the survivor's ability to process, or 
come to terms with, the experience. 

The purpose of this chapter is to develop a cognitive processing 
model based on a synthesis and reformulation of some existing theories 
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(e.g., Foa, Steketee, & Rothbaum, 1989; Horowitz, 1986) and to evaluate 
that model empirically. Therefore, the chapter provides additional data 
in support of the model originally proposed by Creamer, Burgess, and 
Pattison ( 1992). It would be assumed that the model is not culture­
bound, being applicable to survivors from a range of traumatic experi­
ences and from a variety of cultural backgrounds. Equally, as noted 
below, societal norms and expectations may play a prominent role in 
influencing particular stages. Further research is required, however, to 
replicate the current findings with alternative cultural groups. 

A comprehensive review of earlier cognitive processing models is 
beyond the scope of this chapter; discussion will be limited to a brief 
summary of the major approaches. Cognitive processing theories pro­
pose that individuals enter novel situations with preexisting mental sche­
mata, or memory networks. These schemata contain detailed informa­
tion about the individual's past experience, as well as assumptions and 
expectations regarding future events (Hollon & Kriss, 1984). Therefore, 
these expectations, or "models of the world," are likely to be influenced 
by cultural norms and belief systems. The experience of a trauma con­
fronts the survivor with information that is likely to be inconsistent with 
these preexisting views of the world. For recovery to occur, this new 
information from the traumatic experience must be processed until it 
can be made congruent with these inner models (Horowitz, 1986). In 
addition, preexisting schemata may be modified to accommodate the 
new information. These attempts to integrate threat-related informa­
tion require the individual to confront the traumatic memories. This 
confrontation is likely to result in considerable distress and a desire to 
avoid, or escape, thoughts and reminders of the trauma. Horowitz 
( 1986) argued that, until the trauma tic experience can be assimilated 
and integrated into existing views of the world, it is stored in "active" 
memory and will continue to produce intrusive and emotionally upset­
ting recollections. The numbing (both psychological and physiological) 
that occurs in posttraumatic stress disorder (PTSD: American Psychi­
atric Association, 1987) is seen as an attempt to block out these intrusive 
1mages. 

Building on the earlier work of Lang (1977, 1985), Foa et al. ( 1989) 
proposed a similar theory, suggesting that the experience of a traumatic 
event results in the formation of a trauma-related memory network. 
This network contains not only stimulus information about the traumat­
ic event, but also response information (in cognitive, affective, physi­
ological, and behavioral domains), as well as interpretive information 
about the meaning of the stimulus and response elements of the net­
work. Foa et al. argued that two conditions are required for recovery 
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from trauma. First, reminders of the experience must be made available 
in a manner that wili activate the traumatic memory network: If the 
network remains dormant and out of consciousness, it will not be avail­
able for modification. Second, information that is inconsistent with that 
contained in the network must be made available, so that modification 
can occur. Effective processing of this new information results in a weak­
ening of stimulus-response elements in the network and aliows the 
meaning placed on the experience to be modified. 

Many other authors (e.g., Chemtob, Roitblat, Hamada, Carlson, & 
Twentyman, 1988; Janoff-Bulman, 1985; Wilson, 1989) have argued 
from similar perspectives. In each case, the central theme is successfuliy 
processing or integrating the trauma into a view of the world that re­
stores feelings of security and invulnerability. 

The above theories have made significant contributions to our un­
derstanding of posttrauma reactions, and some empirical support has 
been provided for discrete elements of such formulations (Litz & Keane, 
1989). Some modifications are required, however, if empirical support 
for such models is tobe generated by means of a longitudinal study. The 
foliowing section provides an outline of such a formulation. 

THE PROPOSED MODEL 

The proposed longitudinal model, originaliy presented by Creamer 
et al. ( 1992), represents a synthesis and conceptualization of existing 
models. This formulation clearly does not include ali elements influenc­
ing posttrauma adjustment; factors such as pretrauma personality (Wil­
son, 1989), the recovery environment (Green, Wilson, & Lindy, 1985), 
and the biological sequelae of trauma (Kolb, 1987; Schwartz, 1990) are 
ali likely to contribute to subsequent pathology. Rather, the model aims 
to provide an explanation of the cognitive processing mechanisms of 
recovery. Figure 1 (as originaliy proposed by Creamer et al., 1992) shows 
the model as applied to a posttrauma reaction sampled at three points in 
time, consistent with the data reported in this chapter. 

Stage 1: Objective Exposure 

It is widely accepted that the severity of the trauma is a critica! factor 
in the development of subsequent pathology (e.g., Foy, Carroli, & Dona­
hoe, 1987; Green, 1982; Kilpatrick, Saunders, Amick-McMulian, Best, 
Veronen, & Resnick, 1989). Clearly, however, trauma severity is not the 
only determinant of adjustment; individuals exposed to the same inci-
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Figure 1. Proposed longitudinal model of cognitive processing in posttrauma reactions. 
(*indicates a negative association.) 

dent respond with different levels of subsequent pathology. It is pro­
posed, therefore, that severity of exposure to trauma does not impact 
directly on subsequent adjustment; rather, its influence is mediated by 
the processing variables discussed below. 

Stage 2: Network Formation 

It has been argued that the individual's subjective perception and 
appraisal of the event influence both initial and long-term adjustment to 
trauma (Foa et al., 1989; Green et al., 1985; Horowitz, 1986). This prop­
osition has long been accepted in the stress literature and is central to 
cognitive theories of human psychopathology (e.g., Beck & Emery, 
1985). This stage of appraisal is essential in the development of PTSD; if 
the incident is not perceived as frightening or threatening, activation of 
the traumatic memories will not be distressing. For example, in a study 
of rape victims, Kilpatrick et al. ( 1989) found that those victims who 
perceived the assault to be life-threatening were more likely to develop 
PTSD than those who did not have this perception. 

The nature and content of the traumatic memory network is deter-
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mined largely by characteristics of the trauma: what happened, how the 
threat was appraised, how the individual responded, the meaning at­
tached to the experience, and so on. In addition, however, formation of 
the network may be affected by other fac tors not shown in Figure 1, such 
as pretrauma personality, prior life experiences, and cultural expecta­
tions. Such fac tors may affect the way in which elements of the trauma 
are processed. Detailed discussion of these factors, however, is beyond 
the scope of this chapter. 

Thus, the processing of the traumatic event and the interpretation 
or meaning attached to the experience result in the formation of the 
traumatic memory network. Such interpretations and meanings are 
based not only on the individual's own prior experience, but presumably 
also on culturally determined expectations and norms. Creamer et al. 
( 1992) termed this stage "network formation." It is proposed that this 
stage is influenced by the level of exposure to trauma and will itself 
predict the level of intrusive thoughts. 

Stage 3: Intrusion 

In order for recovery to take place, the memory network must be 
activated and modified. Creamer et al. ( 1992) referred to this stage as 
"network resolution processing." The network is activated, according to 
Lang ( 1977), when the individual is presented with information that 
matches material contained in the memory network. Since the network 
contains both stimulus and response information, activation results not 
only in intrusive memories of the experience, but also in aversive re­
sponse elements (i.e., distressing symptoms). However, the proposed 
model suggests that, while intrusive memories are associated with dis­
tress at the time, they can also be conceptualized as a form of "process­
ing" the trauma. The reexperiencing phenomena indicate that the net­
work has been activated and that the individual is being exposed to 
trauma-related memories. This exposure allows associations between 
stimulus and response components to be weakened and prompts mod­
ification of the meaning associated with the incident (e.g., the individual 
learns that he or she is not always vulnerable to a recurrence). As 
Horowitz ( 1986) argued, intrusi ve thoughts may be adaptive and may 
lead to "revising the automatic processing of such information, to revis­
ing the relevant schemas, ... and to completing the processing of the 
stressful information" (p. 99). 

It is argued here that some intrusive experiences may be functional, 
that is, associated with reduced symptom levels in the long run as the 
traumatic memory network is gradually modified. Other intrusive expe-
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riences may be dysfunctional, since they result in very high arousal and 
prompt the individual to "escape" or block out the traumatic memories. 
This apparent contradiction is highlighted by the fact that some people 
with PTSD continue to experience intrusive memories for many years 
without recovery. Creamer et al. ( 1992) suggested that a possible expla­
nation lies in the length of exposure to the traumatic memories. Re­
search on other anxiety disorders has shown that brief exposures do not 
allow for extinction to occur (Chaplin & Levine, 1980; Rabavilas, 
Boulougouris, & Stefanis, 1976; Stern & Marks, 1973). The reason may 
be that they are associated with states of very high arousal under which 
processing of the new ("corrective") information does not occur effec­
tively. On the other hand, it is possible that some survivors, particularly 
in the early stages posttrauma, do not attempt to block out the intrusive 
memories as soon as they occur; instead, they allow themselves to think 
about their experiences for prolonged periods, even if such thoughts are 
distressing. Current measures of "intrusive distressing recollections" 
(DSM-111-R; American Psychiatric Association, 1987, p. 250) do not al­
low for such distinctions, and it is therefore difficult to control for the 
duration of individual episodes of intrusion. Future research on cogni­
tive processing models may attempt to address this issue. 

Escape and avoidance may be best conceptualized as coping strate­
gies, although often maladaptive, in response to discomfort resulting 
from intrusive memories. This conceptualization differs from the model 
proposed by Horowitz (1986), in which avoidance precedes intrusion. In 
that model, it is the "outcry" stage (equivalent to the network formation 
stage in the current model) that prompts avoidance, with intrusion oc­
curring as the powerful memories break through this defensive mecha­
nism. It is argued here, however, that intrusion of cognitive, affective, 
physiological, and behavioral elements of the trauma occurs once the 
traumatic memory network is formed, since the network is easily acti­
vated by a wide range of stimuli. The current model proposes, there­
fore, that high levels of intrusion are associated with high symptom 
levels at the time, but with reduced symptom levels in the future. Ac­
cording to the model, exposure to severe trauma and negative inter­
pretations of the incident results in a powerful memory network and 
thus high levels of intrusion. It is also reasonable to assume that levels of 
intrusion at later points in time will be predicted by earlier levels. 

It must be emphasized that intrusion is only one form of network 
resolution and that effective recovery is characterized by more adaptive 
examples of voluntary activation of the memory network. These may 
include talking about the trauma and personal reactions with friends 
and family, therapeutic exposure to trauma-related stimuli, and deliber-
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ate attempts to get new information about the incident. In such in­
stances, the memories are not considered intrusive, since the individual 
is making a conscious effort to recall the trauma. Presumably, they are of 
longer duration, thereby facilitating extinction. These other forms of 
cognitive processing ha ve been omitted from Figure l, sin ce they were 
not assessed in the current research; nevertheless, they would occur at 
the same stage as intrusion. These more adaptive forms of processing, 
however, are less likely to result in avoidance, since activation of the fear 
network is more controlled. It is likely that factors such as social support, 
the recovery environment, cultural attitudes towards the survivor, and 
personal expectations are of importance at this stage. Activation of the 
network is inevitably distressing, and cultural and subcultural inf1uences 
may facilitate or impede such confrontation of the traumatic memories. 

Stage 4: Avoidance 

The current model proposes that escape and avoidance are coping 
strategies in response to the discomfort caused by the intrusion stage. As 
noted above, the experience of intrusive thoughts indicates that the 
memory network has been activated, and this activation is likely to be 
accompanied by considerable distress. Active attempts to block out the 
trauma tic memories, and to avoid reminders of the trauma, may assist in 
reducing this distress. The degree of avoidance may, to a certain extent, 
be culturally determined; such behaviour may be reinforced by familial 
or societal expectations not to discuss the trauma. An example of this 
process was apparent following the Vietnam war; veterans returned to 
an unsupportive environment in which discussion oftheir combat expe­
riences was actively discouraged. 

Escape and avoidance, while reducing immediate distress, may be 
maladaptive in the long run. The model proposes that effective recovery 
depends on the network's being activated for long enough to allow for 
modification, and this tends not to occur while escape and avoidance 
levels are high. Thus, it is suggested that high levels of avoidance are 
associated with the continued presence of psychological symptoms. It is 
also to be expected that later avoidance will be predicted by earlier levels 
of avoidance. 

Avoidance levels are presumably determined not only by the degree 
of intrusion, but also by preexisting styles of coping. Those individuals 
who habitually use denial and avoidance as strategies to cope with stress­
ful situations will presumably continue to do so following a traumatic 
incident. It may be speculated that cultural expectations regarding ac­
ceptable behavior are important in the development of these strategies. 
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Some societies clearly reinforce stoicism and discourage the outward 
expression of emotions, particularly by males. U nfortunately, it is diffi­
cult to control for this variable in posttrauma research, since attempts to 
measure pretrauma personality style following the incident are inevita­
bly contaminated by experience of the trauma. 

Stage 5: Outcome 

The model proposes that activation of the memories, and the incor­
poration of new information, allows network resolution processing to 
take place. Thus, although activation of the network results in current 
high symptom levels, it will result in reduced symptom levels in the 
future as the memories are modified. Since posttrauma reactions tend 
toward chronicity, later symptom levels are also influenced by earlier 
levels. 

THESTUDY 

Full details of the research project have been provided elsewhere 
(Creamer, Burgess, Buckingham, & Pattison, 1989; Creamer et al., 
1992), and only details relevant to the present study are provided here. 

The Incident 

The study investigated reactions to a multiple shooting that oc­
curred in an 18-story office building located in the center of Melbourne, 
Australia. A gunman entered the building at 4.20 P.M. on December 8, 
1987, and proceeded through three floors, killing eight people and se­
verely injuring four others. Following a brief struggle, during which the 
gun was taken from him, he jumped through a window and fell to his 
death on the pavement below. The police, fearing that the incident was a 
hostage situation, took some time to get to two of the affected floors. 
Further time elapsed before the building was declared safe and ambu­
lance officers were allowed in to attend to the injured. The people in the 
building experienced a range of exposure to trauma, and many were in 
fear for their lives. 

It should be noted that this incident was the second random multi­
ple shooting to occur in Melbourne within four months. The population 
of the city, and indeed the state, was deeply affected by these incidents, 
which were seen as "something that happens in America, but not in 
Australia." These two acts of unprovoked violence were seen by many as 
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symbolizing the end of Australia's innocence. For those directly involved, 
there was a powerful need to answer the questions: Why? Why did he do 
it? Why choose our building? Why those particular floors? The fact that 
the perpetrator died during the incident perhaps made answers to those 
questions more difficult to find. Nevertheless, the coroner's inquest 
into the nine deaths brought to light some information regarding the 
gunman and was probably an important, although painful, therapeutic 
process. 

A comprehensive mental-health-recovery operation was conducted 
in the building for 12 months following the shooting. Described in detail 
elsewhere (Creamer, Buckingham, & Burgess, 1991), the program was 
designed to develop a subculture which maximized the recovery poten­
tial of the posttrauma environment. A strong emphasis was placed on 
the dissemination of accurate information about the incident and re­
lated issues. Staff in the building were educated about common re­
sponses to trauma and were reassured that these were normal responses 
to an abnormal situation. Attempts were made to facilitate exposure to 
trauma-related stimuli and to encourage individuals to confront, rather 
than avoid, the traumatic memories. The program encouraged active 
involvement in the recovery process by staff at ali levels and promoted 
the development and utilization of social support networks. In terms of 
the proposed model, such a recovery program may be seen as facilitat­
ing the activation and modification of the traumatic memory network. 
Although not always successful, attempts were made to develop a subcul­
ture within the building that would promote recovery. The results of the 
current research need to be seen in this context. 

The Sample 

AII people employed in the building were surveyed initially (N = 

838); it is estimated that approximately 540 of these were actually in the 
building at the time of the shootings. For the purposes of these analyses, 
however, only those people who were present in the building at the time 
of the shootings and who responded in full to ali phases of the research 
were examined (N = 1 08). Predictably, response rates decreased over the 
three phases of the research (4 months: N = 291; 14 months: N = 164; 
27 months: N = 108). This, of course, raises questions regarding the 
extent to which the final group is representative of the total possible 
sample. Nevertheless, it has been noted elsewhere that, as far as it was 
possible to ascertain, there were no differences between completers and 
noncompleters on any of the major variables, including level of expo­
sure to trauma and symptom levels (Creamer et al., 1989). This issue of 
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suhject selection is a prohlem common to most posttrauma research 
(Green, 1982). Such research is routinely oriented toward volunteer 
populations and is frequently restricted to those who have presented for 
treatment. 

The suhject group was predominantly male (54%), and the average 
age of the sample was 34.9 years (SD = 9.3). The majority of respon­
dents were married (63%), and most people (94%) had received at least 
four years of high school education. In terms of ethnicity, the sample was 
largely homogeneous, 77% having heen horn in Australia and less than 
10% having heen horn in non-English-speaking countries. It is not pos­
sible, therefore, to comment in detail on ethnic differences in either 
initial levels of distress or patterns of subsequent recovery. The sample 
size was not sufficiently large to test the model separately for different 
ethnic groups. 

Methodology 

The research utilized a repeated-measures survey design, with data 
collection at 4, 14, and 27 months posttrauma. Questions relating to 
exposure and network formation (Stages 1 and 2 of the model) were 
asked only at 4 months posttrauma; intrusion, avoidance, and symptom 
development measures were employed in all three phases of the re­
search. The timing of the data collection was dictated by the prac­
ticalities of the research; the data in this chapter provide an improve­
ment on those reported by Creamer et al. ( 1992), since the measurement 
intervals are more equal. The self-report method was chosen for practi­
ca! reasons, given the large subject groups. 

Measurement Strategies 

Stage 1: Exposure to Trauma. It was considered essential that mea­
surement at this stage rely on the objective elements of the trauma and 
not on individual interpretations of the event or personal reactions. 
Thus, a dichotomous measure of objective exposure to trauma was used 
(Exposure). Subjects scored 1 if they were in the building at the time of 
the shootings and 2 if they were on one of the floors on which the 
shootings occurred. 

Stage 2: Network Formation. The individual's interpretation of the 
threatening elements of the trauma was the most difficult stage of the 
model to assess empirically. It is recognized that a retrospective judg­
ment was required and that a memory bias may have been operating. 
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That is, those people with severe posttrauma reactions may be more 
likely to remember the event as being threatening than those who have 
recovered well. It is acknowledged, therefore, that there are meth­
odological difficulties with the measurement of this stage and that it is 
important that future research in the area be designed to more fully 
access information regarding this stage in the model. Nevertheless, sub­
jects were asked, "During the incident, did you fear for your safety?" 
and responded on a 9-point scale ranging from "not at ali" (O) to "ex­
tremely" (9). (This question is referred to as Fear below). It is argued that 
such a question provides on indication of the formation of a fear net­
work. 

Stages 3 and 4: Intrusion and Avoidance. The Impact of Events 
Scale (IES; Horowitz, Wilner, & Alvarez, 1979) is a widely used 15-item 
scale with good psychometric properties (Zilberg, Weiss & Horowitz, 
1982). It comprises the two subscales of Intrusion and Avoidance. The 
Intrusion subscale, which contains questions such as "1 think about it 
when 1 don't mean to," is appropriate for measuring the Intrusion stage 
of the model (although, as noted above, it does not allow for differentia­
tion between intrusive experiences of long and short duration). Sim­
ilarly, the Avoidance subscale is an appropriate instrument for assess­
ment of the Avoidance stage of the model. The questions tap both 
escape components (e.g., "1 avoid letting myself get upset when 1 think 
about it or am reminded of it") and avoidance components (e.g., "1 stay 
away from reminders of it"). lndeed, although originally developed as a 
measure of current distress related to a specific event (Horowitz et al., 
1979), it has been suggested (Creamer, Burgess, & Pattison, 1990) that 
scores on the IES are better interpreted as indications of cognitive pro­
cessmg. 

Stage 5: Outcome. Posttrauma reactions are typically pervasive and 
are not necessarily confined to those symptoms required for a formal 
diagnosis of PTSD. Anxiety and depression are common, as well as 
associated problems such as guilt, hostility, and substance abuse (DSM-
111-R; APA, 1987). In evaluating the proposed model, the interest is not 
in a formal diagnosis of PTSD, but in relative levels of posttrauma ad­
justment. Therefore, a broad psychological symptom measure was re­
quired, and the Symptom Check List 90 Revised (SCL-90-R) (Derogatis, 
1977) was chosen. The Global Severity Index (GSI), an overall measure 
of the number and severity of problems, represents the "best single 
indicator of the current level or depth of the disorder" (Derogatis, 1977, 
p. 11) and is used for the analyses reported in this chapter. 
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RESULTS 

Descriptive Data 

Table 1 shows the mean scores on the Intrusion and Avoidance 
subscales of the IES and the GSI in ali three phases of the research. In 
order to iliustrate the role of Exposure, the group has been divided in 
this table into high-exposure and low-exposure groups. Although not 
reported in detail here, data were coliected also on a comparison group 
in the first two phases of this research. This group comprised workers 
from a similarly sized office building in the central business district of 
Melbourne, and further details on this sample have been provided else­
where (Creamer et al., 1989). Differences between the groups were sig­
nificant on ali scales at the .0001 level, with the "trauma" group report­
ing greater distress. It is therefore reasonable to assume that the high 
symptom levels reported by the subject group were a function of expo­
sure to the traumatic incident. 

Sample scores on the Intrusion and Avoidance scales showed appro­
priate distribution characteristics. Scores on the GSI were skewed, how­
ever, which was expected because of the large proportion of subjects 
with relatively low exposure to trauma. The GSI data were therefore 
transformed to enable the use of multivariate analyses. The negative 

Table 1. Mean and Standard Deviations for High- and Low-Exposure 
Subgroups on Intrusion, Avoidance, and the Global Severity Index (GSI) 

at 4, 14, and 27 Months Posttrauma 

High Low Total 
exposure exposure group 
(N = 24) (N = 84) (N = 108) 

Phase 1 (4 months) 
Intrusion 18.17 (8.87) 11.21 (8.15) 12.76 (8. 76) 

Avoidance 15.67 (8.11) 10.35 (8.31) 11.53 (8.52) 

GSI .72 (.74) .50 (.49) .55 (.56) 

Phase 2 (14 months) 
lntrusion 15.83 (8. 76) 8.96 (7.13) 10.49 (8.0 1) 
Avoidance 15.92 (9.58) 8.54 (8.22) 10.18 (9.03) 

GSI .64 (.80) .56 (.58) .58 (.63) 

Phase 3 (27 months) 
Intrusion 13.08 (7.96) 8.04 (7.37) 9.16 (7.76) 

Avoidance 13.50 (9.70) 8.49 (8.13) 9.60 (8.72) 

GSI .61 (.73) .51 (.53) .54 (.58) 
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Table 2. Correlation Matrix among Variables in the Model (N = 108)0 

Fear Pllnt P1Avd P1GSI P2Int P2Avd P2GSI P3Int P3Avd P3GSI 

Fear 
P1lnt .44 
P1Avd .36 .69 
P1GSI .14 .59 .52 
P2Int .35 .77 .57 .58 
P2Avd .28 .64 .71 .52 .65 
P2GSI .13 .54 .49 .79 .62 .59 
P3Int .31 .62 .50 .42 .62 .43 .39 
P3Avd .22 .61 .67 .52 .58 .71 .51 .63 
P3GSI .14 .47 .41 .62 .52 .50 .76 .52 .55 
Exposure .39 .33 .28 .16 .35 .35 .04 .26 .24 .06 

apt= Phasc !; P2 = Phasc 2; P3 = Phasc 3; lnt = lntrusion; Avd = Avoidance; GS! =Global Scverity 
Index 

reciproca! transformation yielded a near-normal distribution, and ali 
analyses reported below utilize transformed scores for the GSI. 

As noted in Table 1, the range of scores on the Exposure index was 
also skewed, with high numbers of respondents scoring 1 (i.e., "low" 
exposure) on the scale. This is to be expected because people in the 
building were distributed throughout ali 18 floors, while the shootings 
actualiy occurred only on the Sth, llth, and 12th floors. It should be 
emphasized, however, that people throughout the building were aware 
that a shooting was taking place and barricaded themselves into their 
work areas. They could hear the gunshots and feei the reverberations 
through the building. Thus, even those scoring 1 on Exposure experi­
enced a considerable degree of trauma. Scores on the Fear question 
were normaliy distributed (mean = 4.3; SD = 2.5). 

Empirica! Validation of the Model 

In order to validate the proposed model empiricaliy, the LISREL 
program (joreskog & Sorbom, 1986) was used to undertake a path anal­
ysis. In addition to path coefficients and indices of variance accounted 
for by the regression (i.e., R2), LISREL also provides indices and statisti­
ca! tests for overall goodness of fit for the model (joreskog, 1978; Long, 
1983). The first model tested was that shown in Figure 1, based on the 
correlation matrix shown in Table 2. 

The maximum likelihood method was used to estimate the parame­
ters of the model. Since a more robust model generally results when 
fewer paths are estimated, those links hypothesized to be equivalent in 
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Figure 2. Regression coefficients of observed model. Figures in parentheses indicate the 

am o unt of variance (R2 ) on each variable accounted for by the model, as calculated by the 

LISREL program. 

each phase of the research were constrained to he equal. Although such 

a model provided a reasonahle account of the data, a numher of mod­

ifications were required to achieve acceptahle levels for goodness of fit. 

These improvements in the hasic model were made on the hasis of mod­
ification indices provided hy the LISREL program, examination of the 
residual covariance, and the deletion of nonsignificant paths. The model 

accepted on that hasis is presented in Figure 2, with the regression 

coefficient for each link. The amount of variance accounted for hy the 

model on each variahle is also shown in Figure 2. This path model is 
almost identica! to that reported hy Creamer et al. ( 1992). 

It can he seen that this revised model required the addition of a 

numher of extra paths, notahly (l) paths from Phase 1 to Phase 3 on 

Intrusion, Avoidance, and GSI; (2) a path from Exposure to Intrusion in 
Phase 2; and (3) a path from Exposure to Intrusion in Phase 1. In 

addition, one hypothesized path was removed (i.e., hetween Avoidance 

and GSI scores in Phase 3). Two sets of paths were found not to he equal 

in each phase of the research (i.e., hetween Intrusion and Avoidance, 

and hetween Avoidance and GSI). The revised model provides a good 
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account of the data, with acceptable levels for both ehi squared (x2(36) = 

39.08; p = .33) and goodness of fit (.94). 
A number of variations of this model were tested according to alter­

native conceptualizations. In particular, the GSI was placed before the 
IES subscales in the model to determine whether the IES was a mediat­
ing variable between exposure to trauma and symptom development, 
rather than an alternative outcome measure. Also, Avoidance was placed 
before Intrusion, in order to determine whether avoidance was a reac­
tion to the threatening elements of the trauma itself (as proposed by 
Horowitz, 1986), rather than a reaction to the intrusion occurring as a 
result of activation of the fear network. N either of these two alternatives 
provided an adequate account of the data; in both cases, a significant chi­
squared value and poor goodness of fit indices were obtained, and mod­
ification indices suggested a return to the model shown in Figure 2. 

DISCUSSION 

The empirica! data provide additional support for the model pro­
posed above, using an alternative data set to that described by Creamer 
et al. ( 1992). Ali those links that were hypothesized to be present were 
significant, with the exception of the link between Avoidance and symp­
tom levels in Phase 3. Further, the data provide support for the temporal 
sequencing of the various stages. While some of the path coefficients 
were relatively small, a number of specific points are worthy of note. 
First, there was no direct relationship between either the objective index 
of exposure to trauma, or the immediate subjective appraisals of the 
event, and subsequent symptom levels. That link was mediated by the 
two subscales of the IES, which, as discussed earlier, may be interpreted 
as an indication of the individual's cognitive processing of the traumatic 
memories. This finding is in line with previous conceptualizations of 
cognitive processing in posttrauma reactions (e.g., Foa et al., 1989; 
Horowitz, 1986). 

Similarly, neither subjective or objective exposure to trauma was 
directly associated with Avoidance; the relationship between these vari­
ables is mediated by Intrusion. This finding suggests that cognitive and 
behavioral avoidance may bea coping strategy in response to the discom­
fort caused by the intrusi ve memories of the trauma, rather than a direct 
response to the threatening elements of the trauma itself. At first sight, 
this finding appears to contradict Horowitz's model ( 1 986). However, it is 
perhaps more useful to conceptualize his outcry and avoidance stages as 
characterizing the shock and numbness occurring in the period imme-
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diately foliowing the trauma. The current research, with initial data 
collection at four months posttrauma, may have occurred too late to 
elucidate those mechanisms. 

The relationship between the network formation stage (Fear) and 
Intrusion appeared to be stronger than that between the objective index 
of exposure and Intrusion. The individual's appraisal of the threatening 
elements of the trauma, therefore, seems tobe a more important predic­
tor of intrusi ve thoughts and images than the actual objective experience 
of the trauma. This finding is in line with previous research findings 
regarding the im·portance of appraisal and interpretation of the trauma 
in subsequent symptom development. Equaliy, objective severity of the 
trauma is clearly also important. Although the path coefficient is low, 
Exposure predicted Intrusion scores not only at 4 months but also at 14 
months posttrauma, a finding suggesting that Intrusion scores at 14 
months were not simply a function of Intrusion scores at 4 months. 
Rather, they were, in part, independently predicted by the objective 
elements of the trauma. Similarly, levels of Intrusion, Avoidance and 
GSI in Phase 3 were predicted both by Phase l levels and by Phase 2 
levels on the respective measure. 

Intrusion consistently predicted more global psychopathology (GSI) 
in ali three phases of the research, providing additional support for a 
cognitive processing model of posttrauma reactions. As noted in the 
introduction, the network contains not only the memories of what hap­
pened, but also response information, notably in affective and physi­
ological domains. The occurrence of intrusive thoughts indicates that 
the memory network has been activated, and as predicted, this activation 
is associated with the experience of more global psychophysiological 
response elements. Importantly, however, the characteristics of the mod­
el were not acceptable when symptom levels (GSI) were placed before 
Intrusion in the model, a finding suggesting that intrusive thoughts 
result in more global pathology rather than vice versa. 

The relationship between Avoidance and GSI was not found tobe 
constant; rather, it reduced over time. While at 4 months posttrauma, 
avoidance was a reasonably good predictor of symptom levels, at 14 
months it was less so, and at 27 months avoidance did not predict symp­
tom levels at ali. A possible explanation is that, while avoidance impairs 
processing and therefore results in higher symptom levels in the short 
run, in the long run it may be an adequate coping strategy for some 
people who are presumably utilizing this strategy effectively. This find­
ing may have implications for therapy; clearly, not all avoidance is mal­
adaptive. 

Interestingly, the ability of Intrusion to predict Avoidance also re-
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duced over time. It may be that cognitive and behavioral avoidance is 
initially a direct result of intrusive, distressing memories. Over time, 
however, the avoidance behavior may become entrenched as a coping 
strategy in its own right and may be less dependent on high levels of 
intrusion. As this occurs, it appears that avoidance becomes a less detri­
mental strategy and is less likely to result in high symptom levels. It may 
be that some survivors of trauma are able to adjust to their experiences, 
and to function quite adequately, by adopting such strategies. 

The negative association between Intrusion in one phase and symp­
tom levels (GSI) in the subsequent phase is most interesting. That is, 
while high levels of intrusion are associated with high symptom levels at 
the time, they appear to predict a reduction in symptom levels some 
months !ater. This finding adds support to Horowitz's suggestion ( 1986) 
that intrusion is a means by which individuals process the trauma. The 
strength of the path coefficient, however, suggests that this mechanism 
was not operating for the whole sample. It was noted that Intrusion (at 
least, as measured by the IES) may be both functional and dysfunction­
al. It is possible that this negative link was operating for those subjects 
who were able to expose themselves to the traumatic memories often 
enough, and for long enough periods, to facilitate processing and recov­
ery. In other cases, however, the intrusive memories may have occurred 
in a more pathological sense (less under voluntary control anei for brief­
er periods), the result being extreme arousal and avoidance behavior. 
Unfortunately, a more detailed analysis of the mechanisms involved was 
beyond the scope of this study, and such propositions must remain large­
ly speculative at this stage. Nevertheless, it is reasonable to assume that 
activation of the traumatic memory network may be, at least in part, 
culturally determined. That is, cultural expectations and societal norms 
may inf1uence the degree to which individuals feei comfortable talking 
about their experiences anei expressing openly the accompanying emo­
tions. Widely held beliefs about the way people "should" cope with such 
events may promote or inhibit this process of modifying the memory 
network anei may inf1uence how survivors interpret their own reactions. 

Finally, it appears that the proposed model is able to account for a 
considera bie amount of variance. Over 20% of the variance on Intrusion 
at four months posttrauma, for example, is accounted for solely by ob­
jective anei subjective indices of exposure to trauma. Similarly, the model 
is able to account for 35% of the variance on the GSI at four months. 
While other factors not incorporated into the proposed model (such 
as pretrauma personality anei social support) are presumably required 
to explain the remaining variance, the model highlights the important 
role that objective anei subjective experience of the trauma, intrusive 
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thoughts, and avoidance behavior play in the development of subse­
quent psychopathology. The amount of variance accounted for by the 
model at subsequent phases of the research is considerably higher, of 
course, since earlier scores on the same measure are strong predictors. 
This finding reflects the tendency toward chronicity in posttrauma reac­
tions. 

Clearly, there were limitations in the measurement strategies 
adopted in the current study. While measurement of the degree of expo­
sure to trauma was purely objective, it provided a very limited range of 
scores. The network formation stage of the model was limited to a retro­
spective assessment of the immediate processing of the threatening ele­
ments of the trauma. The individual's processing of the traumatic mem­
ories was measured solely by intrusion and avoidance and did not take 
into account other more adaptive forms of processing, such as education 
about the event and personal reactions, talking through the trauma, or 
other self-directed exposure. Finally, the model does not include other 
factors that may influence processing, such as personal characteristics or 
the recovery environment. Refinements in measurement strategies, es­
pecially regarding the network formation stage, will better illuminate 
the role of cognitive processing in posttrauma reactions. Further replica­
tions of this model on new data sets are clearly required before firm 
conclusions may be drawn. In particular, it would seem important to 
replicate this model with different cultural and ethnic groups. 

Notwithstanding those methodological issues, the current data set is 
important in providing preliminary evidence for a longitudinal cognitive 
processing model of posttrauma reactions. In terms of implications for 
treatment, the model highlights the importance of confronting the trau­
matic memories. The network needs to be activated frequently enough, 
and for long enough periods, for modification to occur. Since such 
activation is likely tobe accompanied by high levels of distress, however (as 
evidenced by the links of intrusion to symptom levels at the same point in 
time), it is also important to provide strategies to manage or reduce these 
aversive responses. Such interventions may include some kind of anxiety 
management, as well as encouraging the use of social support networks. 
Indeed, these approaches to treatment (exposure combined with anxiety 
management) have received support in recent empirical trials (Foa, Roth­
baum, Riggs, & Murdock, 1991). It can be speculated also that recovery 
from trauma may be facilitated in those cultures which encourage activa­
tion of the trauma tic memory networks. This may take the form of open 
discussion of the traumatic experiences and the provision of strong social 
support under such circumstances. This is in contrast to many Western 
cultures which, at least until recently, have tended to discourage survivors 
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from talking about their experiences and, m more severe cases, have 
actively alienated the trauma victim. 
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Beyond the "Victim" 
Secondary Traumatic Stress 

CHARLES R. FIGLEY and ROLF J. KLEBER 

A local elementary-school janitor walked into a cafeteria in Florida in the 
United States, filled with chattering schoolchildren, and shot his super­
visor in the chest with a shotgun. As a children and teachers watched in 
horror, the murderer left the room, fired the remaining shot over the 
playground, and left the campus. The county sheriff's oftice caught the 
man within an hour. The elementary school implemented its "code blue" 
system, which kept ali children safely in their classrooms, while school 
counselors from throughout the county converged to provide crisis 
counseling. School officials informed parents of the events and provided 
suggestions for helping their children overcome the extreme event. ln­
deed, the plans for protecting children and promoting their emotional 
recovery were state-of-the-art, and the school system carried them out 
effectively. Ali the "victims" were cared for. Ali, except the parents of 
the children. However, they, too, were confronted with the frightening 
experience. They listened to the stories of the children and the officials. 
They identified with the reactions of their children. And they felt angry 
and frightened. 

This chapter focuses on these secondary victims. What follows is an 
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explication of secondary traumatic stress, since the indirect and periph­
eral responses to trauma have received the least attention by scholars 
and practitioners in the field of traumatic stress. This discussion is fol­
lowed by a review of the theoretical and research litera ture that supports 
the existence of secondary traumatic stress. 

STATE OF THE FIELD 

The diagnosis of posttraumatic stress disorder (PTSD) is widely 
utilized in mental health research and practice. Its application has influ­
enced case law and mental health compensation. In a review of trauma­
related articles cited in Psychological Abstracts (Blake, Albano, & Keane, 
1992), 1,596 citations were identified between 1970 and 1990. This find­
ing supports the fact that the trauma literature has been growing signifi­
cantly since the advent of the concept of posttraumatic stress disorder. 

Psychotraumatology, or the field of trauma tic stress studies, appears 
to have been literally invented in the last decades. Even though the 
origin of the study of human reactions to traumatic events can be traced 
to the earliest medical writings in Kunyus Pyprus published in 1900 B.C. in 
Egypt (Trimble, 1981), thejustification for a distinct field of study and 
treatment emerged only recently (Figley, 1988; Kleber & Brom, 1992). A 
field devoted exclusively to the study and treatment of traumatized 
people is a culmination of many factors. One factor is a much greater 
awareness of the number and extraordinary impact of various traumatic 
events on people. 

Many identify the introduction of posttraumatic stress disorder in 
the third edition of the Diagnostic and S tatistical Manual of Mental Disorders 

(DSM-111) by the American Psychiatric Association in 1980 (APA, 1980), 
as a major milestone. The common symptoms experienced by a wide 
variety of traumatized persons were now viewed as a psychiatric disorder, 
one that could be accurately diagnosed and treated. Since this introduc­
tion and the subsequent editions of the DSM-111-R and the DSM-IV, the 
popularity with professionals working with traumatized people (includ­
ing lawyers, therapists, emergency professionals, and researchers) has 
been growing, and empirica! studies have been accumulating. 

THE NEGLECT OF THE SURROUNDING OTHERS 

After 15 years of use, the diagnosis of posttraumatic stress disorder 
is commonly applied to people traumatized by one of many types of 
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traumatic events. Yet, an examination of the scientific literature yields 
the following proposition: Nearly ali publications focusing on people 
confronted with extreme stress events exclude those who have experi­
enced the event indirectly or secondarily and concentrate on those who 
were directly traumatized (i.e., the "victims" or "survivors"). Yet, diag­
nostic descriptions of what constitutes a traumatic event (i.e., Category 
A in the DSM descriptions of post-traumatic stress disorder) clearly 
suggest that mere knowledge of the exposure of a loved one to a trau­
matic event can be traumatizing as well. 

The quotation below is taken from the posttraumatic stress disorder 
description (DSM-IV) ofwhat constitutes a sufficiently traumatic experi­
ence. The italicized sections emphasize that people can be traumatized 
without actually being physically harmed or threatened with harm (i.e., a 
secondary traumatic stressor): 

The essential feature of Post-traumatic Stress Disorder is the development of 
characteristic symptoms following exposure to an extreme traumatic stressor 
involving direct personal experience of an event that involves actual or 
threatened death or serious injury, or other threat to one's physical integrity 
or witnessing an event that involves death, injury, or a threat to the physical integrit~ 
of another person or learning about unexpected or violent death, serious harrn, or 
threat ofdeath or injury experienced by afarnily rnernber or other clase associate. (APA, 
1994, p. 424; italics added) 

This definition has led to a conceptual conundrum in the field, 
although few have noted it: Why are there so few reports of these 
secondarily traumatized people? One explanation is that they are not 
perceived as being traumatized; and that supporters (family, friends, 
colleagues, acquaintances, and professionals, including therapists) them­
selves regard their reactions as simply signs of "caring." Yet, little is 
written about the "cost of caring": How and why can these same support­
ers become upset, too. 

DEFINITION OF SECONDARY TRAUMATIC STRESS 

Human beings do not live in a vacuum. They are surrounded by 
others. And those others will be confronted with the traumatic event, 
too, in particular, the implications. These people hear about the event, 
they perceive the suffering of the victims, and they have to cope with the 
changes caused by the event and the suffering. 

Bol in ( 1985) made a distinction between primary and secondary 
victims: The former experience physical damage; the latter witness the 
event but are not damaged by it. This is a rather unsatisfactory differen­
tiation. Physical damage is, of course, important, but those who are very 
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close to the vtctun are left out of this categorization. Being directly 
exposed to the event itself or not is the separating criterion. 

An extreme or traumatic situation is psychologically defined by the 
following two elements (Kleber & Brom, 1992), namely: 

1. Powerlessness. An individual barely has any influence on the oc­
currence and development of the event. In "Jenseits des 
Lustprinzips" (1920, 1955), Freud already proposed that "the 
essence of a traumatic situation is an experience of helplessness 
that is brought about either externally or internally." 

2. Disruption. The situation crudely disrupts the course of daily ex­
istence. One is cut off from the previously secure environment. 
The exist ing certainties of life have disappeared. The world does 
not make sense anymore. The images one holds of oneself and 
the environment no longer adequately fit the new situation. In 
the words ofjanoff-Bulman (1992), basic assumptions have been 
shattered. 

Being a victim of a traumatizing event means being the target of an 
overwhelming event. The direct confrontation with such an extreme 
event could be defined as a primary stressor. 

We would like to define a secondary traumatic stressor as the knowl­
edge of a traumatizing event experienced by a significant other. For 
people who are in some way close to a victim, the exposure to this 
knowledge may also bea confrontation with powerlessness and disrup­
tion. Secondary traumatic stress refers to the behaviors and emotions re­
sulting from this knowledge. It is the stress resulting from hearing about 
the event and/or from helping or attempting to help a traumatized or 
suffering person. This conceptualization of primary and secondary 
traumatic stress describes the distinction between those "in harm's way" 
and those who care for them and become impaired in the process. 

The phenomenon of the transmission of trauma has been examined 
in a few dozen publications in the general area of traumatic stress stud­
ies. The concepts vary greatly. Miller, Stiff, and Ellis ( 1988) wrote about 
"emotional contagion," defined as an affective process in which "an 
individual observing another person suffering experiences emotional 
responses parallel to that person's actual or anticipated emotions" 
(p. 254). Dixon (1991) identified as "peripheral victims" those who were 
not present at the location of the disaster but who easily could ha ve been. 
Others mention "proximity" effects on female partners of war veterans 
(Verbosky & Ryan, 1988) or the need for family "detoxification" from 
war-related traumatic stress (Rosenbeck & Thomson, 1986). Figley 
(1991) coined the term "secondary traumatic stress disorder (STSD)", a 



SECONDARY TRAUMATIC STRESS 79 

disorder produced by exposure to and out of concern for a person 
experiencing primary traumatic stress. Other concepts are vicarious trau­
matization (McCann & Pearlman, 1990), secondary survivor (Remer & 
Elliott, 1988a,b), the ripple effect, and trauma infection. Also related is the 
notion of transgenerational effects of trauma (Danieli, 1982). 

We prefer the term secondary traumatic stress (Figley, 1983, 1985) 
because it combines and integrates the many aspects mentioned in the 
other concepts. It is the exposure to knowledge of a traumatizing event 
experienced by a significant other that is associated with posttraumatic 
stress symptoms. 

WHO ARE THE SIGNIFICANT OTHERS? 

Which people are we referring to? A model of the circles surround­
ing the victim makes this clear. 

First of all, there is the spouse of the victim and his or her children. 
Research findings on war veterans clearly show the long-term impact of 
combat stress on the family. Individuals very close to a person with a 
posttraumatic disorder may suffer most. Difficulties with family cobe­
sion and intimacy arise. Spouses feel helpless and lonely, while children 
may experience developmental difficulties and impaired social relation­
ships. 

Also, friends and neighbors of a victim of violence or of another 
serious life event will be confronted with the suffering of that person. 
They perceive the pains of the person and have to cope with their own 
reactions in some way. 

Next, the colleagues at work are influenced by the repercussions of 
the traumatic event. Unfortunately, the dimension of work is often ne­
glected in psychotherapy and mental health care. Employees of banks, 
police officers, and workers in department stores may become vic­
timized by violence or calamities. Their resulting reactions, such as irri­
tation and feelings of uncertainty, have a clear influence on the behavior 
of their fellow workers. These identify with the victim and become 
afraid that they themselves will be the target of extreme events. They, 
too, may suffer from absenteeism and poorer performance. 

Finally, there are the helping professionals, such as rescue workers, 
emergency personnel, social workers, nurses, physicians, and psycholo­
gists, who are particularly vulnerable to developing stress reactions be­
cause of the high emotional burden of working with clients distressed by 
their exposure to horrifying events. 

The point of departure of this chapter is that traumatic events 
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affect a much wider range of people than is often assumed. We will 
demonstrate this by a review of the psychotraumatology literature asso­
ciated with the secondary effects of traumatic stress. The analysis is 
based on a general distinction of groups of people indirectly influenced 
and touched by trauma: family members (respectively, the family as a 
system, spouses, and children) and people who are exposed to victims in 
the work setting (colleagues, rescue workers, and mental health profes­
sionals). 

A crucial dilemma in this review is the issue of dividing lines. What 
is the distinction between primary traumatic stress and secondary trau­
matic stress? Where is the demarcation line between direct effects and 
indirect effects of war, combat, and violence? This issue is also apparent 
in the question of the extent of secondary traumatic stress. Which psy­
chological problems of people can stil! be regarded as consequences of 
traumatic stress? For instance, should we consider the difficulties of 
adult children of World War II survivors as the result-direct or 
indirect-of their parents' traumatic experiences? 

THE IMPACT OF TRAUMATIC STRESS ON FAMILY MEMBERS 

When viewed as a system, the family in its responses to stress, in­
cluding traumatic stress, provides considerable insight into how individ­
uals cope with stress and why. Among the first efforts to recognize the 
role of these social relationships was the classic study of World War II 
war veteran families by Hill ( 1949). Most observers viewed Hill as having 
originated the concept of family stress. He was the first to suggest that 
the system of the family is greatly affected by crisis events such as war 
and postwar reunion. This sociologica! orientation emerged into what 
was !ater to be called the ABCX model of family crisis and has evolved into 
various subsequent models. 

In the next sections, we describe the various forms of secondary 
stress experienced within the family context that result from a traumatic 
event. A distinction is made among the whole family, the spouse, and, 
finally, the children. 

Israeli War Veteran Families 

Findings with regard to the impact of war on family members are 
not limited to the U nited States. Cohen and Dotan ( 1976) investigated 
the role of communication in the family as a function of war-related 
stress. During the 1973 Middle East war and the eight months following 
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this war, Israeli families were studied through interviews with women 
residing in Jerusalem who had at least one child between the ages of 6 
and 18. The results showed that, during the war, there was more stress in 
the family and more interpersonal communication and consumption of 
mass media compared with peacetime. 

Significant are the studies of Zahava Solomon and her colleagues on 
family characteristics and posttraumatic stress disorder in Israeli 
combat-stress-reaction casualties. In one study (Solomon, Mikulincer, 
Freid, & Wosner, 1987), they investigated the role of family status and 
family relationships in the course of combat-related posttraumatic stress 
disorder. The data source was medical records and questionnaires on a 
sample of 382 Israeli soldiers who had suffered combat stress reactions 
during the 1982 Lebanon war. In contrast to theories and studies that 
suggest that intimate relationships help in the recovery from traumatic 
experiences, their results did not show this. One year after the war, 
married soldiers had higher rates of posttraumatic stress disorder than 
did unmarried soldiers. It is revealing that Solomon et al. also found 
higher rates of posttraumatic stress disorder to be associated with low 
expressiveness, low cohesiveness, and high conflict in the families. This 
finding lends support to the notion of the deleterious impact of war­
related posttraumatic stress disorder on families and challenges the sim­
plistic notion that the availability of a family of procreation automatically 
ameliorates the symptoms of posttraumatic stress disorder. Without in­
formation about family life before the war, however, we are unable to 
conclude that posttraumatic stress disorder caused the dysfunction 
among these families. 

Acknowledging that the literature on the detrimental effects of 
combat-related posttraumatic stress disorder indicates guilt feelings, 
emotional withdrawal, and elevated levels of aggression in the returning 
veteran, a next study (Solomon, 1988) hypothesized that those with post­
traumatic stress disorder would have a greater negative effect on family 
life than those without PTSD. Thus, the former group's experiences 
would make it difficult, perhaps even impossible, to fully resume the 
formal roles of father, husband, and breadwinner. Wives and children 
of veterans would begin to show psychiatric symptoms themselves. De­
spite these hardships, the families would generally be reluctant to seek 
professional help. 

Subsequent research by Solomon and her associates has confirmed 
these hypotheses. For example, Solomon, Waysman, Avitzur, and Enoch 
( 1991) found that the wives of soldiers with posttraumatic stress disorder 
are much more likely to suffer from levels of psychopathology and social 
dysfunction than those married to soldiers without posttraumatic stress 
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disorder. Also, a next study (Solomon, Waysman, Belkin, Levy, Mik­
ulincer, & Enoch, 1992) found that, over time, the marital relations of 
Israeli combat veterans who had sustained combat stress reactions were 
more conflictual, less intimate, less consensual, and less cohesive; report­
ed less marital satisfaction; and were less expressive than couples with­
out combat stress reactions. Solomon, Waysman, Levy, Fried, Mik­
ulincer, Benbenishty, Florian, and Bleich (1992) found that wives of 
veterans with posttraumatic stress disorder, in contrast to wives of veter­
ans without this disorder, had impaired social relations in a broad range 
of contexts, from inner feelings of loneliness, through impaired marital 
and family relations, and extending to the wider social network. 

Spouses of Vietnam War Veterans 

Secondary traumatic stress of spouses can be seen as "the stress of 
caring too much." Spouses may be at particular risk because of the 
especially close, often emotionally intense nature of the spousal relation­
ship. According to Gilbert (1995), the stress may be the result of direct 
(proximal) or indirect (distal) exposure to the primary victimization of 
one's spouse. Spouses also may experience a type of resonating second­
ary traumatic stress reaction, in which one partner's response acts as a 
trigger for the other's response. 

The development of secondary traumatic stress responses in 
spouses results from their need to make sense of their partner's traumat­
ic experience and its aftermath. It is complicated by their efforts to 
maintain a stable and workable dyadic relationship. These reactions may 
cause the secondarily affected spouse to become overly responsible for 
the primarily affected spouse. Efforts to protect may result in over­
protection and isolation. Given the nature of the relationship, recovery 
requires that the victims learn new ways of thinking, new skills, new 
behaviors, and new interactional patterns. 

Combat stress has a great impact on the spouses of veterans. In a 
study of U.S. veterans (Carroll, Rueger, Foy, & Donahoe, 1985), it was 
found that Vietnam combat veterans with posttraumatic stress disorder 
had more martial problems in terms of self-disclosure and expressive­
ness, hostility and aggression toward their partner, and global marital 
maladjustment. Similarly, another study (Rueger, 1983) showed that the 
wives of Vietnam veterans were less communicative, more angry, and 
more fearful of their partner than comparison groups of wives. These 
findings are consistent with the approach advocated by Levy and Neu­
mann (1987), who found that the treatment of combat reactions was 
made more effective by involving families. 
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In a study of families of U.S. Navy prisoners of war, five years 
following reunion, researchers (Nice, McDonald, & McMillian, 1981) 
found that most were experiencing captivity-related stress. Marital sta­
bility and perceptions of marital adjustment and family environment 
were significantly lower among the group of prisoners of war repatri­
ated from Vietnam than in a comparison group. Verbosky and Ryan 
( 1988) studied the female partners of Vietnam veterans receiving treat­
ment for posttraumatic stress disorder and suggested that these women 
were experiencing the stress of war by "proximity." The results of their 
study of 23 female partners showed a significant relationship between 
posttraumatic stress disorder symptoms of the veteran and the female 
partner's poor self-esteem, 1imited coping skills, and ineffective use of 
overcompensation to deal with problems. Verbosky and Ryan con­
cluded, as have others (Figley, 1983; Figley & Sprenkle, 1978), that the 
perpetuation of the dysfunctional family system is enhanced both by the 
presence of posttraumatic stress disorder in one family member, such as 
the war veteran, and the existing (or resultant) characteristics of the 
partner. 

Similarly, Maloney (1988) focused on posttraumatic stress disorder 
in the Vietnam veteran partner through interviews with a small sample 
of wives of Vietnam vets with posttraumatic stress disorder. The results 
indicated conflicted relationships between these women and their moth­
ers, idealized relationships with their fathers, beliefs that their husbands 
had not grown past adolescence, and conflicted feelings about the mili­
tary and a lifelong history of alcohol and physical abuse. Unfortunately, 
the author did not use a control group to contrast respondents with 
those in a different context. In spite of methodological flaws, this study 
makes a compelling argument that the families of war veterans absorb 
the aftermath of war. 

This last conclusion is especially appropriate in more recent reports, 
such as the comprehensive investigation of the long-term psychosocial 
effects of war conducted by Kulka et al. (1991). Their study included a 
national, random household survey in which not only Vietnam veterans 
but also their families, were carefully interviewed. The results were star­
tling but not entirely unexpected. First, the researchers found that fami­
ly members tended to confirm the accounts of Vietnam veterans. This 
finding lent support and credibility to claims of the long-term, combat­
related problems described by Vietnam veterans for years. Second, they 
found in general that there were more problems in the families of Viet­
nam veterans with posttraumatic stress disorder than in the families of 
Vietnam veterans without posttraumatic stress disorder. Third, they dis­
covered that wives of veterans with posttraumatic stress disorder were 
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significantly less happy and satisfied than wives of those without post­
traumatic stress disorder. These women had more general distress, in­
cluding feelings or thoughts that they might have a nervous breakdown. 
Fourth, they found that veteran families afflicted by posttraumatic stress 
disorder had more marital problems and family violence than veteran 
families that were not PTSD-afflicted. Fifth, they discovered that veter­
ans with posttraumatic stress disorder were less effective as family mem­
bers in fulfilling their role as father or husband. Sixth, they found that 
veterans with posttraumatic stress disorder tended to have been married 
to or living with their spouse or partner significantly less long than 
veterans without posttraumatic stress disorder (an average of 10 years 
versus 16 years, respectively). 

Children 

Directly or indirectly, children witness the effects of traumatic expe­
riences on parents, siblings, or friends. However, much less literature 
has been published on the effects of trauma on children than on the 
adult victims. Not surprisingly therefore, research on secondary reac­
tions of children is lacking. It is an area that has been neglected. 

Witnessing may include observing the trauma of a loved one or 
merely having the knowledge that a loved one has experienced a trauma. 
Children of victims, exposed to their parents' symptomatology without 
themselves undergoing violence, persecution, or war, display the charac­
teristic traumatic stress symptoms of intrusion, hyperarousal, and enact­
ments similar to those of their parents (Steinberg, 1995). Parental reac­
tions to the experience play a crucial role in the child's responses, at 
times determining the child's reaction to the traumatic event. Trauma 
clearly has a contagious effect. Nevertheless, Steinberg also observed 
that the child's resilience and available supports may modify the impact. 

In the already-mentioned investigation of the long-term effects of 
the Vietnam war (Kulka et al., 1991), it was found that children with a 
veteran parent suffering from posttraumatic stress disorder had signifi­
cantly more behavioral problems than did children of veteran parents 
without posttraumatic stress disorder. These findings highlight the in­
terpersonal nature of trauma and may help explain the transmission of 
posttraumatic stress to offspring who were spared the actual traumatic 
experiences. 

Evidence of the secondary impact of a single family member's trau­
matic stress is also shown in studies ofthe families ofPOWs. In a study of 
the children of U.S. prisoners of war held during the Vietnam war, 
McCubbin, Dahl, Lester, and Ross ( 1977) found indications of the trans­
generational effects of captivity. The long-term strains of internment 
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affected the parent-child relationships and child functioning generally, 
as was shown in, for example, school performance and dysfunctional 
symptoms of the child. A longitudinal analysis of the 42 families showed 
five major factors that could account for these effects, four of which 
were ( 1) the severity of the mental abuse suffered du ring internment; (2) 
the severity of physical abuse; (3) the wife's relationship with her par­
ents; and (4) the wife's involvement in the activities ofthe former prison­
er of war. The father's involvement in preparing the family for separa­
tion was found tobe a positive factor in subsequent family relationships. 

One of the most well-documented groups experiencing the indirect 
effects of trauma are the children of survivors of the N azi Holocaust. In 
the 1960s, the first studies (Rakoff, Sigal, & Epstein, 1965) were con­
ducted on the impact of the internment in the German concentration 
camps on the children of survivors. Children born after World War II to 
Holocaust survivors exhibited negative effects due to the traumatic ex­
periences of their parents. However, the issue of the traumatization of 
these children-which is assumed in the concept of transgenerational 
traumatization-is not undisputed. The psychopathology of the off­
spring of survivors has sometimes been stressed to an extent unwar­
ranted by empirica! research (Solkoff, 1992). 

In a number of clinica! descriptions of children in families of Jewish 
World War II survivors (Freyberg, 1980; Sigal & Rakoff, 1971), it was 
found that separation from the parents and the development of individ­
ual autonomy were not facilitated. The parents had experienced so 
many losses and so many separations in the war that they felt threatened 
by the idea that their child was growing into an independent individual. 
They felt as if they were losing their child (Barocas & Barocas, 1980). 
Not being able to support a child to become independent may lead to an 
"anxious attachment" between parent and child (Bowlby, 1981 ), mani­
fested in difficulties with separation and in overprotection (Russell, 
1980). This is illustrated as follows. For a mother suffering from such 
traumatic war experiences, it is difficult to accept the child's wishes to 
become independent and to stimulate these wishes. When she is unable 
to encourage her child to explore the environment, the child becomes 
frustrated and angry. The frustration and anger cause panic, and the 
child feels abandoned because the mother's reactions give the impres­
sion that the child's desires and feelings are bad. As a result, feelings of 
guilt may arise. This "anxious" attachment may cause a stagnation in the 
child's identity development and in his or her social behavior. 

Memories of war experiences may also disrupt family dynamics. The 
parents examined by Sigal, Silver, Rakoff, and Ellin (1973) and Russell 
( 1980) were of ten not a bie to be intima te with their children. They were 
often so occupied with their war reminiscences that they could not pay 
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enough attention to the emotional needs of their child. The intrusions of 
World War II made the parents psychologically vulnerable, and they 
turned to their children for support. As a result, children of Jewish war 
survivors may have felt responsible for the needs of their parents and for 
their parents' well-being. The instability in parent and child roles some­
times resulted in a reversal of roles in the family, as described in the 
phenomenon of parentification (Danieli, 1982; Sigal et al., 1973). 

In the clinica! literature, it bas been reported that unfinished 
separation-individuation development and disrupted family dynamics 
continued to play a role in child-parent relationships when the children 
were adolescents and adults (Barocas & Barocas, 1980) and were mani­
fested in anxiety, anger, and irritation. Excessive commitment and mis­
trust were also reported in relationships with friends or partners (Mu­
saph, 1978). Furthermore, clinica! investigations indicated reduced 
psychological well-being and more psychopathology in the later life of 
the second generation of war survivors (Russell, 1980), in particular 
feelings of depression and guilt (Rustin & Lipsig, 1972) and problems 
with the regulation of aggression. 

Notwithstanding these clinica! reports and impressions, many empir­
ica! studies of nonclinical groups of children of survivors did not support 
the findings of increased psychopathology among children of J ewish 
survivors ofWorld War II (Leon; Butcher, Kleinman, Goldberg, & Alma­
gor, 1981; Sigal & Weinfeld, 1985; Weiss, O'Connell, & Siter, 1986). Using 
standardized questionnaires and control groups, these studies did not 
confirm many of the earlier findings (Rose & Garske, 1987). 

To deal with these contradictory findings Eland, Van cler Velden, 
Kleber, and Steinmetz (1990) conducted a comparative investigation of 
the psychological problems of the J ewish second generation of World 
War II survivors in the Netherlands. Their findings supported some of 
the results of the qualitative studies of clinica! groups, as noted above: ( 1) 
Children of Jewish war survivors viewed their childhood as charac­
terized by more feelings of guilt and shame, and by more problems with 
separations from the family; (2) the reminiscences of the war were asso­
ciated with difficulties in the child's development of separation and indi­
viduation; (3) parentification, problems with aggression, and over­
protection by the parents were prevalent and were associated with 
disrupted family dynamics due to the strain of the war memories; (4) 
however, current social relationships of the Jewish second generation 
were hardly affected by the war experiences of the parents; (5) both the 
clinica! observations and the self-report data showed some significant 
differences in psychological problems and contacts with mental health 
professionals; and (6) compared with the reference group, children of 
Jewish World War II survivors had had a more difficult youth that stiH 
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bothered them but that was not generalized to ali aspects of their current 
life. A controlled study using a similar research design was conducted in 
Israel (Brom, Kfir, & Dasberg, 1994) and showed that, even with more 
rigorous methods, modest differences between the offspring of Holo­
caust survivors and their matched peers could be demonstrated. 

These and other empirica! studies (Solkoff, 1992) made clear that 
there are some long-term aftereffects of war in the offspring of war 
survivors. N evertheless, it appears that the concept of transgenerational 
traumatiziation is rather inappropriate. The children of concentration 
camp survivors have not themselves experienced traumatic events: They 
have not witnessed death, terror, and hunger. It is their upbringing that 
is hindered by war memories and their parents' feelings of guilt and loss. 
Danieli ( 1985) observed that the effects of the Holocaust on children are, 
in part, a function of the postwar adaptational styles of the survivor 
families. The war experiences of the survivors put a strain on their child­
rearing capacities. The health symptoms and other psychological reac­
tions of the adult children are related to these strains, and not so much 
to the war itself. Again, we encounter here the dilemma of definition 
that we mentioned earlier. Some reactions, such as parentification, can 
be considered the result of the knowledge of war. They are examples of 
"compassion fatigue." But other problems, such as the difficulties with 
separation and individuation, are mainly associated with developmental 
problems in a particular context. The disturbances of the offspring of 
war survivors are not as much an issue of transmission of trauma as an 
issue of a specific socialization. 

WORKER-RELATED SECONDARY TRAUMATIC STRESS 

Not only family members are exposed to the suffering of victims 
and survivors. In the work setting, too, people may be confronted with 
the traumatic stress reactions of other persons. Unfortunately, the rela­
tionship between work and trauma bas been a rather ignored subject in 
scientific research, as well as in clinica! practice and organizational mat­
ters, although there is growing interest in the theme. Here we review the 
phenomena of secondary traumatic stress in three categories: close col­
leagues in high-risk occupations, rescue workers and other helpers in 
crisis situations, and, finally, psychotherapists as helping professionals. 

Colleagues in High-Risk Occupations 

In several professions there is a serious risk of violence. Banks have 
always been the target of robberies, holdups, kidnappings, and black-



88 CHARLES R. FIGLEY AND ROLF J. KLEBER 

mail. More and more organizations in the Western world, however, are 
being confronted with work-related violence and other calamities. Ex­
amples are employees of department stores and supermarkets con­
fronted with holdups and hijackings, gas station personnel, workers in 
industrial plants, police officers involved in shooting incidents and acci­
dents, personnel of security companies, prison guards, and penitentiary 
officers. By many estimations, posttraumatic stress disorder represents a 
most severe and disabling form of occupational stress. Recently, Mitchell 
and Everly (1995) observed that, among other things, work-related stress 
claims represent the fastest-growing and most costly, per incident, type 
of workers' compensation claim affecting commerce in the United 
States; those in high-risk occupations are most vulnerable to post­
traumatic stress disorder. 

The employees involved have to cope with the aftermath of the life­
threatening events in their jobs (Kleber & Van der Velden, 1995), yet 
these events affect not only the individual directly involved, but also 
their colleagues who have not been confronted with the traumatic event 
itself. However, hardly any study pays attention to the negative impact 
on the surrounding colleagues. 

A holdup of a bank is a good illustration of work-related stress. Two 
masked criminals carry out a surprise raid on a bank. Using automatic 
weapons, they yell for the money and force the manager and two of his 
employees to open up the vault. Within minutes after their disap­
pearance, the police arrive. Afterward, the event itself, its course, and its 
aftermath are the topic of endless discussions among the employees of 
the bank. The details of the experience are transmitted to ali members 
of the organization. They alllook for explanations, and they ali compare 
this experience with other accounts of robberies. Not only those who 
have actually experienced the holdup and those at the bank who wit­
nessed the event, but also the co-workers who were not confronted with 
the event themselves go through many reactions in the days or weeks 
after the robbery. 

The indirect effects are manifested in the following reactions; 

1. Increasing feelings of insecurity and uncertainty. The employees are 
hypervigilant and are suspicious of any strange person who en­
ters the bank. 

2. Increasing workload. As the victims of the robbery often show 
absenteeism and/or impairment of their work performance, oth­
ers are confronted with the bearing of extra work pressure. 

3. Increasing social tensions at the workplace. The victimized workers 
are irritated and have outbursts of anger. They are constantly 
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watching the doors of the bank. These irritations and the discus­
sions of why the event happened influence the other members of 
the organization as well and result in social strains. 

4. lncreasing feelings of incompetence. Experimental social psychologi­
cal research has shown that stress reactions are stronger when 
one is in the presence of others and when one feels embarrassed 
about one's own behavior. One feels ashamed about one's func­
tioning at the workplace, especially because being competent at 
work is so relevant. 

Highly relevant in the aftermath of a traumatic event is the support 
and recognition by colleagues at work as well as by the management of 
the organization. The support that an individual receives in the form of 
close relationships with co-workers can mitigate the effects of occupa­
tional stressors on health outcomes. This support with regard to primary 
and secondary traumatic reactions is highly dependent on the organiza­
tional context. The idea that problems are only evoked by offers of 
assistance, and that it would be best to do as little as possible, is still 
rather persistent in many organizations: "As long as people do not talk 
about stress reactions, they will not experience them." Another promi­
nent element of such an organizational culture is an emphasis on macho 
behavior, sometimes labeled as the john Wayne culture. The attitude of 
"keeping a stiff upper lip" or "being a tough guy" pervades many orga­
nizations in which workers are confronted with violence or accidents. 
Colleagues expressing emotional distress after acts of violence are some­
times publicly denounced as "soft." A change in the climate toward the 
acceptance of victim assistance within a company is an essential although 
a prolonged process. The organization must work to establish an atmo­
sphere that acknowledges the normality of reactions to (secondary) trau­
matic stress (Brom & Kleber, 1989). 

Crisis Workers and Other Helpers in Emergency Situations 

Exposure to occupational trauma is frequent and repetitive for 
frontline first responders such as firefighters, law enforcement person­
nel, and rescue workers. The confrontation with the incident is often 
quite direct for these workers. But crisis workers also include persons 
who are perhaps physically removed from the trauma incident scene, 
such as emergency room nurses, but who are also exposed to trauma and 
"absorb" the resulting stress. Other categories of such nonimmediate 
crisis workers are unexpected responders (passersby and others in the 
event), body identification and burial personnel, crisis interveners (cler-
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gy, medical, and mental health professionals), voluntary personnel (Red 
Cross, Salvation Army, and caregivers), and remote responders (equip­
ment maintenance personnel). 

Crisis workers, by the nature of their duties and responsibilities, are 
at risk of experiencing primary traumatic stress (i.e., stress reactions that 
arise from exposure to a traumatizing event) and secondary traumatic 
stress (i.e., stress reactions that arise from assisting or wanting to assist a 
traumatized person). Unintended and deleterious effects may occur as a 
result of their providing help. These include negative health conse­
quences, relationship problems, and substance abuse. 

A fine example of secondary stress was presented by Dixon (1991). 
Among people referred to a mental health team in the three years fol­
lowing the ferryboat disaster near Zeebrugge, Belgium, a group of 17 
workers was found who were afflicted in a similar way to victims of a 
disaster, although they had not been directly involved in a disaster or its 
aftermath. The group consisted of experienced personnel of the ferries 
that cross the English Channel. After the capsize of the Herald of Free 
Enterprise, they suffered from an increasing fear of the sea till they 
reached the point where they were unable to continue to function. It was 
as if they had experienced the disaster vicariously as if they had been 
there. These workers suffered from symptoms of posttraumatic stress 
disorder as well as dysfunctions in the areas of work, social activity, and 
relationships. With one exception, they were unable to return to work 
because of severe anxiety. 

It is important to realize that these workers were repeatedly ex­
posed to the same conditions as the victims of the disaster: the unpredic­
tability of the weather of the English Channel, being at sea in the night, 
and staying on a ferryboat. Their stress symptoms were most pro­
nounced at work, worsening in rough weather or when their boat made 
any unusual movement. It may be concluded that a large-scale disaster 
such as the Zeebrugge catastrophe broke through the defense of denial 
which helps people to cope with a job that exposes them to high risk. 
Here again, we see the shattering of basic assumptions (Janoff-Bulman, 
1992) that make sense in daily life but that are destroyed by extreme life 
events. 

In the last years, there has been a growing focus on the importance 
of promoting trauma resolution and healthy coping strategies in emer­
gency workers. McCammon and Allison (1995) reviewed several debrief­
ing models and noted that the common elements across the various 
models included ( 1) the structuring of opportunities to review the events 
of the traumatic situation and to ventilate feelings; (2) learning skills for 
integrating and mastering the event; and (3) obtaining assistance in 
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identifying, enlisting, and accepting help from one's support system. 
Important, and often neglected, posttrauma activities include individual 
follow-up sessions and attention to anniversaries of traumatic events. 

Helping Professionals: Psychotherapists 

Therapists are not normally perceived as being in a high-risk occu­
pation. However, they are especially vulnerable to secondary traumatic 
stress. Given the extraordinary experiences of traumatized people, it is 
not surprising to find that mental health professionals who work with 
these patients-psychotherapists and also researchers and other mental 
health workers-experience the influence of trauma tic stress. For exam­
ple, Berah, Jones, and Valent (1984) found that a majority of mental 
health workers experienced shock, confusion, and sadness, and that half 
became ill, experienced accidents, and noticed changes in eating, smok­
ing, and drinking patterns and needed the support of other team mem­
bers. 

The concept of vicarious traumatization is relevant to describing 
traumatized therapists. McCann and Pearlman ( 1990) observed that 
therapists treating trauma victims find their inner experience of "self" 
and "other" transformed in ways that paralleled the experience of the 
trauma survivor. This transformation, which is called vicarious traumatiz­
ation, includes changes in one's identity and worldview, in self-capacities, 
in ego resources, and in psychological needs and cognitive schematas. 
For instance, as a result of working with children abused by their par­
ents, a therapist may become rather skeptical of other people's motives, 
more pessimistic, and more distrustful. A repeated exposure to stories 
of human cruelty inevitably challenges the therapist's faith and his or her 
sense of invulnerability. The therapist may Iose confidence in his or her 
own skills and may start to feei as helpless and guilty as the patient. 
Herman ( 1992) portrayed the often bewildering imagery, bizarre 
dreams, and perceptual distortions of therapists working with survivors 
of childhood abuse. 

McCann and Pearlman ( 1990) suggested that strategies to counter­
act the negative effects on the therapists who do trauma work should 
emphasize the need for balance, the use of externa! resources, self­
acceptance, connection, and the need to foster one's sense of meaning, 
interdependence, and hope. Ultimately, working with victims may lead 
to an enhanced empathy for the suffering of people and a deeper sense 
of connection with others. 

In a recent paper, Cerney (1995) focused on therapists who work 
with psychologically and physically traumatized patients, not just adult 
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survivors. Cerney noted that these therapists are especially vulnerable to 
secondary stress reactions. The assault on these heroic treaters' sense of 
personal integrity and their belief in humanity can be so shattering that 
it places them within a special group of traumatized individuals similar 
in many ways to the individuals they treat, although each trauma victim, 
whether patient or therapist, is different. 

Some view the problems faced by therapists whose own life experi­
ences affect how they work with certain clients as a manifestation of 
countertransference. As concepts that emerged from psychoanalytic 
theory, transference is considered a distortion in the therapeutic rela­
tionship on the part of the client (e.g., unconsciously attributing to the 
therapist the attributes of a significant figure from the client's past), and 
countertransference is seen as a distortion on the part of therapist (i.e., 
the therapist's emotional reactions to the client's transference). In a more 
general sense (Lindy, 1993), countertransference includes all conscious 
and unconscious feelings or attitudes that a therapist has toward a client; 
these feelings and attitudes may be useful to successful treatment. Coun­
tertransference refers to the process of seeing oneself in the client, of 
overidentifying with the client, or of meeting needs through the client. 

Secondary traumatic stress is not limited to what researchers and 
other professionals view as countertransference. First, countertransfer­
ence happens only within the context of a specific psychotherapy, while 
"vicarious traumatization" is assumed to influence the general beliefs of 
a therapist. Second, countertransference is a reaction of the therapist to 
the transference actions of the client. Third, countertransference is of­
ten considered a negative consequence of therapy and should be pre­
vented or eliminated. However, secondary traumatic stress is a rather 
natural consequence of caring between two people, one of whom has 
been initially traumatized and the other of whom is affected by the first's 
traumatic experiences. These affects are not necessarily a problem; they 
may be more a natural by-product of helping traumatized people. 

THEORETICAL PERSPECTIVES ON SECONDARY 
TRAUMATIC STRESS 

Why do bystanders, family members, and therapists suffer symp­
toms similar those of the directly afflicted victims and survivors? Which 
causes of secondary traumatic stress can be distinguished? 

We would like to propose two general theoretical interpretations of the 
origins of traumatic stress. One is connected to the burnout literature and 
is discussed below. The other o ne has to do with the fact that an individual is 
very close to the victim or is in a similar situation, so that he or she will 
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eventually experience the same psychological characteristics of the trau­
matic events as the victim. As was described in the beginningof this chapter 
(Kleber & Brom, 1 992), he or she will also be confronted with the charac­
teristic elements of a traumatic experience: the intense feelings of pow­
erlessness and disruption. Individual assumptions of invulnerability and 
control will also be shattered. One could speak of a kind of contagion or, 
more positively formulated, of a form of empathy. Instead of secondary 
traumatic stress, the term compassion fatigue would be appropriate. 

This empathy perspective suggests that members of systems, in an 
effort to generate an understanding of the victimized members, require 
identification with the victims and their suffering. They attempt to an­
swer for themselves the five victim questions: What happened? Why did 
it happen? Why did 1 act as 1 did then? Why have 1 acted as 1 have since? 
If it happens again, will 1 be able to cope? (Figley, 1 983). People sur­
rounding the victim try to answer these questions for the victim in order 
to change her or his behavior accordingly. Yet, in the process of generat­
ing new information, the members of the social system experience emo­
tions that are strikingly similar to those of the victim. These include 
visual images (e.g., flashbacks), sleeping problems, depression, and other 
symptoms that are a direct result of visualizing the victim's traumatic 
experiences, or of exposure to the symptoms of the victim, or both. 

The second explanation has to do with the fact that a person provides 
so much support to a victim that he or she finally becomes exhausted. We 
would like to call this the energy depletion perspective. It suggests that 
members of a system are worn down, physically and emotionally, by 
exposure to a primary victim. 

This perspective proposes that supporters become exhausted and 
overwhelmed in their effort to provide support. For example, this model 
would account, in part, for the phenomenon of the vicarious traumatiza­
tion of therapists working with adult survivors of child victimization, 
noted by McCann and Pearlman ( 1 990). It is a continuous assault on the 
therapist's schematas through working with many traumatized clients 
over the years and results in a gradual wearing down. This energy deple­
tion accounts for the findings reported by Solomon and her colleagues, 
as noted earlier in this chapter. Living with a husband who is experienc­
ing the stressful consequences of posttraumatic stress disorder, includ­
ing nightmares, physical aggression, flashbacks, and other symptoms, 
makes a poor marital partner. And like those subjected to the strains of 
living with someone with a chronic, debilitating illness, few escape its 
effect. This explains how systems and their members appear to cope well 
initially but gradually develop traumatic stress symptoms and, eventu­
ally, disorders. 

This perspective is remarkably similar to models of burnout. Ac-
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cording to Pines and Aronson ( 1988), this concept refers to "a state of 
physical, emotional and mental exhaustion caused by long term involve­
ment in emotionally demanding situations" (p. 9). Three aspects are 
particularly important in burnout (Maslach &Jackson, 1981): emotional 
exhaustion (e.g., "1 feel emotionally drained from my work"), deperson­
alization (e.g., "I worry that the job is hardening me emotionally"), and 
reduced personal accomplishment (e.g., "I feel I am not able anymore to 
influence other people's lives positively through my work"). It is espe­
cially the emotional exhaustion that appears to be the key element. 

Burnout is typically the result of the extended accumulation of in­
tensive contact with clients. It is a process that begins gradually and 
becomes progressively worse. More and more, a person in a helping 
profession is exposed to job strain. Idealism is eroded away, and the 
person is confronted with the awareness of a void in his or her achieve­
ments. Burnout is manifested in a variety of symptoms, such as physical 
symptoms (e.g., fatigue and physical depletion or exhaustion, as well as 
sleep difficulties), emotional symptoms (e.g., irritability and depression), 
behavioral symptoms (e.g., aggression and substance abuse), work­
related symptoms (e.g., poor work performance and absenteeism), and 
interpersonal symptoms (e.g., withdrawal from clients and co-workers). 

Burnout has been associated with a reduced sense of personal ac­
complishment, and with discouragement as an employee (Maslach & 
Jackson, 1981). From a review of the research literature, it appears that 
the most salient factors of burnout are client problems that are per­
ceived to be beyond the capacity of the service provider (Maslach & 
Schaufeli, 1993). Moreover, service providers are caught in a struggle 
between promoting the well-being of their clients and, at the same time, 
struggling with procedures and structures in the human-service delivery 
system that tend to stifle empowerment and well-being. A related, al­
though somewhat different, explanation is learned helplessness (Selig­
man, 1975). 

Burnout and secondary traumatization are highly related. Nev­
ertheless, there are also differences. Secondary traumatization is more 
specific than burnout and sometimes more pervasive. It has to do with 
the impact of a horrifying, extreme experience itself on the surrounding 
people (e.g., the helpers). In contrast to burnout, secondary traumatic 
stress symptoms sometimes emerge suddenly without much warning. In 
addition, traumatic stress is especially manifested in feelings of helpless­
ness, shock, and confusion, and there seems to be a faster rate of recov­
ery from the symptoms. 

The explanations of secondary traumatic stress in terms of empathy 
and energy depletion do not contradict each other. They are both valu­
able for the understanding of secondary reactions in family members, as 
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well as in workers and professionals. As a matter of fact, both explana­
tions are rather parallel. A traumatic event forces a person close to a 
victim to identify and to emphasize. In the long run, this compassion 
becomes a burden, and exhaustion develops. The energy depletion 
characteristic of secondary traumatic stress is, in part, due to one's loss of 
empathic ability, as well as the growing inability to find relief from one's 
reactions through a sense of satisfaction in helping to relieve suffering. 
There is a considerable overlap between the two explanations. 

CONCLUSION 

The concept of traumatic stress is mainly used with regard to a direct 
confrontation with disruption, abuse, and powerlessness. This chapter 
has shown that the experiences of a traumatized person affect those of 
other members of a social system in many ways. Not only are family and 
friends of people exposed to primary stressors (i.e., victims) vulnerable 
to secondary traumatic stress and disorders, but so are colleagues, men­
tal health professionals, and other helpers. Human beings are social 
creatures; we seek the comfort of those we care about when we are 
exposed to traumatic events. 

It is still rather unclear by which mechanisms primary traumatic 
stress influences other persons. What is the mode of transmission from 
the member of a social system with primary traumatic stress to members 
who, in the process of exposure to the traumatized member, develop 
secondary traumatic stress? Is it possible to predict who in the system will 
experience secondary stress in response to a member's stress reactions? If 
so, what are the conditions under which secondary traumatic stress reac­
tions take place, for how long, and at what point in time? Given the 
substantial evidence of the existence of secondary trauma tic stress, these 
questions pose a significant challenge for future investigations. 
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The Deficiency of the Concept 
of Posttraumatic Stress 
Disorder When Dealing 
with Victims of Human 

Rights Violations 

DAVID BECKER 

INTRODUCTION 

The classification and diagnosis of an illness is a noble task that, at first 
sight, seems tobe a value-free activity, carried out in the best interest of 
scientific development and the health care necessities of a given patient. 
Unfortunately, science is never value free, and since Werner Heisenberg 
defined his principle of uncertainty, we definitely learned that, even in the 
so-called hard sciences, the way we look at things changes not only what we 
see but also what happens. Posttraumatic stress disorder (PTSD), as de­
fined by the revised third edition of the Diagnostic and Statistica! Manual 
of Mental Disorders (American Psychiatric Association, 1987), was proba­
bly never meant to be a concept, a theory of the aftereffects of trauma tic 
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experiences, but it ended up being just that. The PTSD concept defines 
the existence of the illness based on the appearance of certain symptoms 
within a certain time span. Without symptoms, there is no illness. PTSD 
is a form of diagnosis applicable to individuals. If the illness in question 
were to exist between individuals and not only in them, PTSD not only 
would be incapable of understanding the phenomenon but would also 
influence the appearance of the illness. In short, PTSD is, necessarily, a 
concept that shapes our way of understanding trauma, that determines 
treatment strategies, and, last not least, that possibly influences how 
persons suffering from trauma will deal with their problem. 

In Chile, we have been giving physical and mental care to victims of 
human rights violations since 1977, that is, during dictatorship as well as 
within what we can now define as a slow transition to democracy. At the 
Latin American Institute for Mental Health and Human Rights (ILAS), 
since 1991, we have carried out a longitudinal study of the problems of 
more than 200 extremely traumatized families, afflicted by torture, 
death, or exile, and their evolution within the different kinds of 
treatment-that is, psychotherapeutical, medical and social-offered by 
our institution. 

In this research, whose findings are currently being prepared for 
publication, we have registered and evaluated the life histories of 226 
families affected by politica! repression in Chile. Of these families, 64 
suffered the disappearance of one of more members; in 76 cases, at 
least one family member was detained and tortured; in 17 cases, one 
family member was killed; 60 families suffered exile as well as o ne of the 
other repressive situations mentioned; and 9 families suffered other 
repressive situations. A total of 14 7 of these families were treated in 
individual, family, and/or group therapy; 168 cases received medical 
treatment. 

It is in this context that I would like to reflect on the limits of the 
concept of posttraumatic stress disorder. Basing my arguments on aur 
clinica! experience and our research (Becker, 1992; Becker & Lira, 1989; 
Lira & Castillo, 1991; Lira & Weinstein, 1984; Weinstein, Lira, & Rojas, 
1987), 1 will try to show that PTSD, even in its own framework, is not an 
adequate diagnostic instrument and furthermore that it has ideologica! 
implications which are important to avoid when dealing with victims of 
human rights violations and other forms of organized violence. 

THE DELUSION OF THE TERM POST 

When evaluating the relationship between the life histories of aur 
patients and PTSD diagnosis, a series of problems become immediately 
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evident. First of ali, the P of PTSD does not apply. The term post suggests 
that the traumatic event was limited to a certain moment intime, which 
lies in the past. But our patients experience cumulative and continuous 
trauma. 

Juana and her two children, for example, carne to ask for help in 
1989, when she showed severe depressive symptomatology and her chil­
dren showed aggressive behavior and problems in school. When did the 
traumatization of this family start? Doubtless in September 1973, after 
the military coup. But when did it stop? When she carne out of prison? 
When her husband was killed? When her second husband was killed? 
When she reunited with her children, who had lived severa! years in 
exile, while she participated within the country in the struggle against 
dictatorship? When the democratic government was elected, not as 
product of a glorious victory over dictatorship, but as part of a politica! 
negotiation that opened a door to democracy but left Pinochet as com­
mander in general? When? 

Or take the case of the family of Diego and Cecilia and their sons, 
Roberto and Francisco. Diego and Cecilia first carne to see me in 1983, 
right after the beginning of the mass protests. They described problems 
with their 5-year-old youngest son, Francisco, who expressed strong 
fears, never wanted to be left alone, and would get very angry if his 
parents did not react the way he wanted. In fact, they felt that he was 
controliing them and that they often had to invent complicated strate­
gies to maintain some kind of liberty. When 1 asked the children to draw 
something, Francisco made a very detailed drawing of their apartment, 
putting both his parents in bed and himself and his brother playing on 
the floor; from behind closets and chairs, a couple of ghosts looked onto 
the scene. It soon became evident that he had made a drawing of some­
thing that had happened two years before he was horn, when his father 
had been kidnapped by the secret police, severely tortured for weeks, 
and then brought back to the apartment accompanied by them. For l O 
more days, the secret police had held the father, the mother, and the 
baby Roberto hostage and had tried to use the apartment as a trap for 
politica! friends of the father. When they finally left, they made the 
father sign a statement that he had never been imprisoned, and they also 
made it clear that, if he ever talked about his experience, it would be no 
problem to arrange a little accident. For the following two years, they 
reminded the family of this threat by regular telephone calis. Francisco 
officialiy knew nothing about ali this. Both parents confirmed that not 
only had they never talked to the children about these events, but also 
they had not even talked between themselves. They had tried to forget 
and had stopped ali politica! activity. 

Within the ensuing family therapy the "family secret" was finally 
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shared, and Francisco's symptoms soon disappeared. But Roberto devel­
oped relevant depressive symptomatology, the father confessed typical 
PTSD symptoms, and marital problems between the father and the 
mother became apparent. Although treatment with this family was quite 
successful, it continued with interruptions till 1990. In fact, every time 
the social situation in Chile began to change or turned somehow more 
threatening, the family carne back to see me, presenting different kinds 
of symptomatology. The first treatment phase went from 1983 to 1985. 
When an attempt to assassinate the dictator Pinochet failed in 1986 and 
repression became very strong again for a couple of months, they re­
turned. The same happened in 1988, just before the plebiscite, and in 
1989, before the elections. Although they have not had any more prob­
lems since 1990, I am not sure if they will not need me again at some 
time. 

The first case example makes it very obvious that Juana and her 
children were subjected to continuous traumatic experiences, that can­
not be grasped by the term post. Symptomatology in this case occurred 
not in a measurable time span after trauma, but as part of a process that 
continued for 17 years. Some authors hold that the post in PTSD does 
not imply any reference to the duration of trauma but only marks the 
beginning. If so, then why use the term post? As the first case example 
showed, neither the beginning nor the end of a traumatic process can be 
clearly determined. The only recognizable "post" is the moment when 
we (the therapists) begin to know about the suffering of this family. 

The second case example reveals a similar process and also high­
lights two other important issues: 

1. The family as a totality forms part of the traumatic experience. 
The father seems to be eligible for the labei of PTSD, but the 
symptomatic son, Francisco, how do we define him? Or how do 
we understand the fact that, only after the son's symptoms dimin­
ished did the father begin to show full-blown PTSD symptoms? 

2. How do we account for the fact that, although severe traumatiza­
tion occurred in 1976, continuing with threats till 1978, symp­
tomatology occurred only in 1983? And how can we explain that, 
in direct dependency on the sociopolitical process, the family 
relapses into illness? 

In short, post seems to have very little to do with the kind of trauma t­
ic experiences people undergo as a consequence of politica! repression. 
The Israeli psychotherapists Benyakar, Kutz, Dasberg, and Stern ( 1983) 
very impressively summed up the problem by citing a personal commu­
nication of Gabriel Dagan, a psychotherapist and Auschwitz survivor: "I 
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think that in Auschwitz we have been hit in the core of the denial of 
death. Something has been damaged, smashed in this mechanism, and 
through this irreparable crack, Death keeps dripping into life .... 1 have 
survived hell but 1 have not been released from it. It is stiU inside me, day 
and night" (p. 443). 

THE INADEQUACY OF THE TERM DISORDER 

This leads us to a second crucial problem, which can be identified 
with the last letter of PTSD. When talking about genocide, torture, or 
political repression, it seems sort of strange to labei the victims as disor­
dered. Eissler (1963) titled an article of his with the following question: 
"The Assassination of How Many of His or Her Children Does a Human 
Being Have to Experience without Producing Symptoms, in Order to 
Show That He or She Has a Healthy Psychic Constitution?" In his arti­
cle, Eissler discussed the rights of Shoah survivors to receive reparation, 
and the terrible postwar German psychiatrist, who often denied a con­
nection between specific illnesses and the concentration camp experi­
ences. The problem is evidently multiple. 

First of ali, it is important to notice that the justification given by 
those who exercise the terrors of human-made disasters is always that 
the victims are "disordered." Jews were considered a threat to humanity 
by the Nazis; Latin American dictatorships described their victims as a 
cancer to society, which therefore had to be eliminated. Victimizers in ali 
parts of the world have used the supposed "disorder" of the victims to 
justify their acts of cruelty and destruction. The reality of political re­
pression is masked by arguments that put the victims outside of the 
realm of social interaction. Pseudoscientific arguments about health, 
used for example in Latin America and in the Soviet Union, or about 
biology, as is the case in racism, try to block out ali human characteristics 
of the victim and at the same time eliminate ali possible evidence that the 
actions of the victimizers are crimes. If our clinicallanguage voluntarily 
or accidentally mirrors this self-justifying attitude of the victimizers, we 
evidently run high risks of converting ourselves into traumatizing 
agents. The victims underwent an experience in which a sociopolitical 
act of power-torture, for example-was converted into an individual 
experience. If we caii that experience a "disorder," we repeat the denial 
initiated by the victimizers, and we thereby deepen the trauma. 

A second important point is made by Eissler: Is it a disorder if a 
person develops symptomatology after having witnessed the killing of 
his family, for example? Would it not be more correct to consider some-



104 DAVID BECKER 

body disordered who does not become ill after such an experience? Is 
the above-cited Auschwitz survivor disordered, or are those people dis­
ordered who find it difficult to listen to him? 

A third consideration comes from our patients. They not only react 
very sensibly to the word disorder but state very clearly that one of the 
important reasons they feel that they can ask for our help is that we are a 
human rights institution, nota hospital or an institution for the mentally 
ill. In fact, many of them are sick and show extreme symptomatology, 
and the help they ask for makes reference to these problems. The idea 
therefore cannot be to deny the high levels of individual destruction 
suffered by them. The point 1 am trying to make, though, is that, to 
these persons, it makes an enormous difference that we regard them less 
as individually disturbed and more as persons suffering the conse­
quences of a disturbed society. 

A fourth and very important issue in reference to the term disorder is 
that it suggests a set of clearly identifiable symptoms, a clear way in 
which the illness develops and the circumstances under which it can 
disappear. None of this is true of our patients. Although many present 
PTSD symptomatology, many also present other kinds of problems. Of 
100 individually analyzed cases (within the research presented at the 
beginning of this paper), only 2 presented exclusively psychological 
symptoms. All others also presented varying kinds of somatie and psy­
chosomatic illnesses. The timing of symptoms is uncertain, and they may 
appear a few days after the traumatic experience or many years after­
wards. In many youths, we find less overt symptomatology, but relevant 
problems in social behavior, such as problems at work, dropping out of 
school, and premature marriages. Although we do believe that it is pos­
sible to identify a set of typical problems of survivor families, these do 
not fit into the PTSD diagnosis, and what is more complicated, they tend 
to appear and disappear following less an individually recognizable logic 
and much more a dependence on the social process. 

CONCEPTUALIZING TRAUMA 

We are thus left with the letters T and S of the concept PTSD. 1 
strongly agree with Benyakar et al. ( 1989) that, within the conceptualiza­
tion of PTSD, "trauma has become devoid of any of its original connota­
tions of disruption and discontinuity and in fact has become meaning­
less, used in the vernacular to imply any terrible situation" (p. 432). They 
believe that trauma is an indispensable clinical concept because of the 
notion of injury and discontinuity it implies, which as a psychological 
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concept makes reference to the perceived sense of irreparable tear of 
self and reality. In this context, the concept of traumatic stress appears to 
be basically self-contradictory. Trauma is qualitatively different from 
stress. As Benyakar et al. ( 1989) pointed out, the sequence of a stress­
ogenic threat followed by a reorganizing response in which the structure 
of the person receiving the stress stays basically intact is quite different 
from what occurs in a traumatic experience, where the sequence could 
be described in terms of a catastrophic threat followed by a chaotic 
response, implying the occurrence of structural breakdown. In other 
words, if we want to learn about the meaning of "death dripping into 
life," the word stress will help us very little, and we will have to find out 
more about the trauma. 

In 1943, Bruno Bettelheim wrote about his experience in a concen­
tration camp and justified the need for a new term to describe the 
experiences he and his fellow prisoners had suffered: "What charac­
terized it most was its inescapability, its uncertain duration, but poten­
tially for life; the fact that nothing about it was predictable; that one's 
very life was in jeopardy at every moment and that o ne could do nothing 
about it" (p. 418). Bettelheim suggested the term extreme situation. He was 
the first to explain very clearly that traumatization as a product of 
human-made disaster, cannot be categorized in usual psychiatric or psy­
choanalytic language. This was something else, and the nature of the 
trauma required a new language. In the post-Shoah literature, the term 
extreme traumatization was developed. While this term emphasizes that 
trauma has occurred, the word extreme also conveys the special nature of 
the trauma, a trauma that, neither in its occurrence nor in its short- and 
long-term consequences nor in its symptomatology nor in its sociopoliti­
cal implications, can be compared to other traumatic events, like, for 
example, an accident, an earthquake, or a heart attack. 

The idea already expressed by Freud that trauma may also be a 
product of several experiences was further developed by Khan (1977) 
and leads finally to his concept of "cumulative trauma," through which 
the dimensions of time and relationship are introduced to the discussion 
of trauma. Khan suggested speaking of cumulative trauma when a 
mother has not adequately fulfilled her role as a protective shield in 
the developmental process of the infant from early childhood to ado­
lescence. The mother must have failed in all areas in which the child 
needed her to contain its developmental and structural insecurities. The 
important point that Khan made is that the ruptures of the stimulus 
barrier in the child are not traumatic each time they occur. They acquire 
traumatic qualities only aposteriori, because they accumulate. Following 
Khan, a trauma can bea product of a series of individually nontraumatic 
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experiences which develop and accumulate within an interactional 
framework and finally lead to breakdown. These thoughts are highly 
important because, although initially limited to the mother-child rela­
tionship, they change the emphasis from trauma to the traumatic situa­
tion, converting the event into a process and, without denying the intra­
psychic wound, focus on the importance of the interactional framework. 

Both Bettelheim's and Khan's ideas were further developed by Hans 
Keilson ( 1992) in his concept of "sequential traumatization." In his very 
important follow-up study of Jewish war orphans in the Netherlands, he 
distinguished three traumatic sequences: 

1. The occupation of the Netherlands by the enemy and the begin­
ning of the terror against the Jewish minority. This implies at­
tacks on the social and psychic integrity of the J ewish families. 

2. The period of direct persecution, which included the deporta­
tion of parents and children, the separation of mother and child, 
the hiding of the children in foster families, and the experience 
of the concentration camps. 

3. The postwar period, during which one of the main issues was 
appointing guardians for the parentless children. The alterna­
tives were to let the children stay with their Dutch foster families 
or to return them to the original Jewish environment. 

Keilson linked the concept of cumulative trauma with the concept of 
extreme situation. He not only emphasized the successive process of trau­
matization, showing how the different ages of the children influenced 
their pathology, but also convincingly pointed out that only the analysis 
of ali three traumatic sequences permitted an adequate comprehension 
of the psychological problems of the children. Introducing the idea of 
sequence to trauma theory makes it possible to visualize chronic trauma, 
which otherwise implies an apparent contradiction. Trauma initially re­
fers to an event. Chronic trauma can develop whenever the content of 
the traumatic situation is persecution and politica} repression. Keilson 
proved that a severe second traumatic sequence and a "good" third 
traumatic sequence imply a better long-term health perspective for the 
victim than a not-so-terrible second traumatic sequence and a "bad" 
third traumatic sequence. This point is highly important because it ex­
plains that traumatization can continue even when the actual persecu­
tion has already stopped. Also, we are thus able to understand why 
patients may present symptomatology immediately after the original 
traumatic event, and also why they may do so 20, 30, or 40 years 
later. 

Not being able to use PTSD in reference to our own patients, and 
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finding the thoughts of Bettelheim, Khan, and Keilson highly useful, we 
adopted the term extreme traumatization (Becker, 1990, 1992; Becker & 
Castillo, 1990), whose central characteristic in our definition is that of an 
individual and collective process that occurs in reference to and in de­
pendence of a given social context: It is a process because of its intensity, 
its duration in time, and the interdependence of the social and the 
psychological processes. It exceeds the capacity of the psychic structure 
of the individuals and of society to answer adequately to this process. Its 
aim is the destruction of individuals, their sense of belonging to the 
society, and their social activities. Extreme traumatization is charac­
terized by a structure of power within the society that is based on the 
elimination of some members of this society by others of the same soci­
ety. The process of extreme traumatization is not limited in time and 
develops sequentially. In other words, in our own definition, we intend 
to transcend the individuallevel, without denying it, and to include the 
social reality. Or said in another way, extreme traumatization is never 
only individual destruction or only a sociopolitical process. It is always 
both. 

CONCLUSIONS 

The proposed change of concept has a series of implications. First 
of ali, we have to realize that extreme traumatization cannot be inte­
grated into a typical medical or psychological framework of diagnosis 
and treatment. Instead of diagnosing individual illnesses and specific 
symptoms, we will have to evaluate social processes that provoke trau­
ma and convert a part of the population in a high-risk group, which may 
or may not need treatment. When symptoms occur, we will have to relate 
them to the traumatic process. In other words, we will not ask if cancer is 
a typical aftereffect of torture, but if we attend a patient with cancer and 
learn that he or she was tortured, we will imply that traumatization 
occurred and adapt our treatment strategy accordingly. Instead of symp­
toms, the traumatic experiences and sequences become our basic way of 
understanding patients. We will not be surprised by symptoms occurring 
many years after the persecution has stopped. We will also easily under­
stand that whole family groups are primarily traumatized, and that their 
illness will always appear in relationship to a certain social context. We 
will understand that it makes an enormous difference if a torture victim 
is treated within his or her country, or if the treatment occurs in exile. 
Instead of dealing with persons who S1lffer from PTSD, we will be deal­
ing with Shoah survivors, with torture victims, and with Vietnam veter-
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ans. The right to receive pensions and medical and therapeutical aid will 
not depend on showing PTSD symptomatology, but on the fact that 
somebody was a victim of politica! repression. 

Health services that want to adapt to this kind of comprehension of 
trauma will have to focus on two issues: 

1. They will have to teach health personnel in general that a trau­
matized person may appear with any kind of symptomatology in 
any kind of health service. Professionals will have to be able to 
question persons about whether traumatization occurred and 
will then have to adapt their treatment strategies accordingly. 

2. During or after situations of social catastrophe, special health 
services will have to be established that offer medical, social, and 
psychotherapeutic help to victims. The basic criteria for receiv­
ing treatment would not be symptomatology but the simple fact 
that the victim asks for help. 

Symptomatic diagnosis, like PTSD or certain psychoanalytic catego­
ries, evidently will help to define specific characteristics of the patients 
and their needs. Therefore, they will be used, but only in the limited 
sense of helping to describe specific difficulties of patients. 

As researchers, we will have to accept the fact that the proposed 
change of concept makes generalizations more difficult, because we will 
be able to talk not about trauma as such, but only in reference to specific 
social contexts. Our comprehensive analysis will have to built on the 
differences much more than on the similarities. Or to state it in a differ­
ent way, generalization in trauma theory cannot occur within positivistic 
thinking, but only within a framework that comprehends that the essen­
tial sameness of politica! trauma in different parts of the world is the fact 
that it is context-bound and that its characteristics therefore must be 
basically different. There remains an enormous task of carefully con­
structing context-bound definitions of illness, of trauma, of expectable 
symptomatology. Although we may have to face for sometime a certain 
amount of confusion and insecurity, we will also be able to understand 
certain phenomena which wer(;! out of reach up to now. We might begin 
to understand, for example, why the North American offer to teach the 
diagnosis and treatment of posttraumatic stress disorder in El Salvador 
(a country which suffered a 1 0-year civil war that was sponsored by the 
United States) produced a negative reaction not only by the guerrilla 
organizations, but also by the psychologists working with the military. 
The main problem of the soldiers from both sides in El Salvador today is 
not to be recognized as "sick," but the wish to be socially reintegrated 
and recognized as valuable members of society. 
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The concept of extreme traumatization helps us to understand that 
therapy is necessary and will help in many cases, but we will also know how 
much of the mental health of our patients depends on the willingness of 
society to deal with their issues. We will understand more easily why healing 
in these cases often has less to do with being symptom-free than with our 
disposition to sharing and understand destruction. Last but not least, we 
will understand that the treatment of extremely traumatized patients 
requires not only an interdisciplinary team and a disposition to work with a 
flexible setting, possibly for many years, but mainly what we have called a 
"bond of commitment," orwhat Kinstonand Cohen ( 1986), in morecareful 
psychoanalytic language, have called "primary relatedness." Without de­
nying the reality of transference and countertransference, we have to work 
from a nonneutral standpoint, accepting a basic commitment to our 
patients, in which we help them to convert a sociopolitical crime, which has 
turned into an individual illness, once more into something that will 
facilitate social and thereby individual elaboration. 
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II 

Societal and Politica} Issues 

This part of Beyond Trauma contains a group of chapters especially dedi­
cated to the societal and politica! dimensions of traumatic stress. They ali 
disclose the embeddedness of individual responses in the context of the 
larger society. A characteristic of ali these chapters is that they deal with 
traumatic events that are caused by societal conditions: from situations 
of injustice and human rights violations to human-made catastrophes 
caused by prolonged neglect. 

Abuse of human rights is a major issue in nearly ali the chapters of 
Part II. The Chilean psychologist Kornfeld focuses on the conflicts and 
anxieties of therapists and mental health workers under the dictatorship 
in Chile and in the difficult period of transition to democracy. Victims of 
human rights violations have been diagnosed as extremely traumatized 
people. Their experiences range from the death and disappearance of 
loved ones to torture, exile, and general harassment. Trauma is a key 
concept, both at the individuallevel and at the sociallevel. In therapy, it 
is important to uncover the meaning that the individual has given to 
these traumatic experiences. A fundamental dimension is the need to 
"historicize" these traumatic experiences. Patients and therapists are un­
able to give meaning to such experiences unless they link them to partic­
ular and concrete circumstances. 

The repercussions on therapists are also examined by Kornfeld, 
who describes their coping strategies when working in the same social 
context as their patients and treating victims in a threatening social and 
politica! context, such as in Chile. She realized that the subjective impact 
of the violence, aggression, and anguish that the patients brought to the 
therapy was hardly reported. The demand for assistance was too imme­
diate to allow a proper consideration of the effects on the therapists. 
The author shows how hard it is for professionals to express their ag­
gressive feelings, to show their fears, and to discuss the differences be-
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tween colleagues. The chapter analyzes the conceptualization of these 
psychotherapeutic experiences as a kind of coping strategy of the thera­
pists. It describes this process through the experience of a Chilean team 
working for more than 1 O years with victims of human rights violations 
under the dictatorship and afterward. 

Guiao investigates the consequences of politica} conflict and insta­
bility with re gard to mental health. In particular, she studies the impact on 
women of the prolonged and severe politica} turmoil in the Philippines. 
Her work is a synthesis of an analysis of characteristics of Filipino eul ture 
with a stress and coping research perspective. Thus, she integrates two 
distinct fields in the social sciences and combines quantitative findings 
and cultural analysis. Her chapter make clear that many people reach a 
certain level of resilience and stress tolerance. The author emphasizes the 
significance of culture as a buffer to the negative impact of politica} 
instability. Many women were able to cope rather adequately with the 
prolonged hardships of insecurity and unrest in the Philippines, a coun­
try plagued by many coups d'etat, guerrilla warfare, assassinations, and 
terrorism in the last decades. At the end ofher chapter, she poses a cluster 
of highly relevant questions for future research and interventions. 

Many victims of human terror, human rights violations, and civil 
war have had to flee their homeland and migrate to foreign, often rather 
inhospitable, countries. The world is confronted more and more with 
the many difficulties of refugees. Van der Veer starts with the fact that, 
for refugees, trauniatization is not a specific, isolated incident, but an 
enduring, cumulative process, a chain of experiences that confront the 
refugee with helplessness and that interfere with personal development 
over an extended period of time. The realization of cultural differences 
is significant in understanding the problems of the individual refugee as 
well as in the treatment of these disturbances. In his chapter, the author 
describes these differences and their implications for treatment, but he 
stresses at the same time that there is no reason to let oneself be intimi­
dated by cultural differences. One has tobe attentive and flexible. Genu­
ine interest in, respect for, and tolerance of the anxiety of the client are 
basic conditions for counseling and therapy. 

Van der Veer shows that psychotherapy with refugees is a matter 
not of inventing completely new techniques, but of creatively adjusting a 
variety of existing techniques. Psychotherapy with traumatized refugees 
is an ongoing effort to help or stimulate the client to regain her or his 
liberty, in the sense of acquiring control over posttraumatic symptoms 
that interfere with present psychological functioning and the oppor­
tunities for future psychological development. In that sense, it is very 
concrete. The author concludes with a rather positive message. Even 
with limited resources, it is possible to build up expertise with regard to 



SOCIAL AND POLITICAL ISSUES 113 

psychotherapy with refugees. It is within the reach of the average pro­
fessional in the mental health sector: assuming that he or she is ready to 
plunge into the backgrounds of the patients and to listen to the stories of 
refugees and is allowed to adapt procedures and organizational struc­
tures in a way that meets their specific needs. 

The purpose of the chapter by Russell is to examine the trauma of 
incestuous abuse by summarizing some of the immediate and long-term 
effects and by analyzing some of the major causes. The chapter starts 
with the presentation of cross-national data on the prevalence of abuse. 
Two facts are articulated: the first is the high prevalence rates; the 
second is that the perpetrators are predominantly male. The author 
states that the severity of the trauma associated with incestuous abuse 
qualifies it in many instances as a form of torture, and she argues that it 
deserves tobe taken at least as seriously as torture is, as a gender-related 
human rights issue. Again, we see here the dominant position of the 
human rights issue in trauma research. Russell raises the intriguing 
question of whether conceptualizing the more severe cases of incestuous 
abuse as torture would induce societies to take this ubiquitous crime 
more seriously instead of dismissing it as a private and nonpolitical 
matter. Finally, some of the major structural and cultural causes of inces­
tuous abuse are discussed. The author concludes that incestuous abuse 
of females by males should be recognized as a politica! oflense that both 
reflects and perpetuates the unequal power relations between males and 
females. Society's conception of masculinity is a key to understanding 
the incestuous abuse of females. 

The next chapter also deals with abuses of human rights. Simpson 
examines the experiences in South Africa, a society that suffered the 
chronic trauma of apartheid and its system of repression and discrimina­
tion. His chapter forms a bridge between the conceptual matters of Part 
II and the ethical issues of Part III. The author shows how individual 
traumatic experiences were affected by the social and politica! context. 
Simpson eloquently argues that the politica! system has been compre­
hensively neglected, although it is essential to a full understanding of 
trauma and its aftereffects. He then reviews diagnostic and forensic 
problems arising from this neglect. He makes clear that there is no 
evidence of the existence of such a discrete syndrome as posttorture 
syndrome. At the same time, he explains the serious shortcomings of the 
concept of posttraumatic stress disorder when describing the distur­
bances of politica! detainees and victims of torture. 

Finally, the author examines the ethical problem of how physicians, 
psychiatrists, and other health professionals become involved in facilitat­
ing torture and politica! trauma. The participation of these profession­
als in torture and human rights abuses is not merely an ethical problem; 
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it contributes greatly to the frequency with which such trauma is inflic­
ted, and to the skill and efficacy with which its practitioners inflict trau­
matic stress disorders. Simpson presents a comprehensive model of the 
ways in which health professionals can be involved and of the conditions 
that facilitate this involvement, and he illustrates it with examples from 
South Africa. It his strong opinion that there was widespread politica} 
abuse of medicine and psychiatry. There was no lack, in South Africa, of 
professionals who were happy to assist by skillfully finding nothing 
wrong with politica! detainees, no matter how severe their symptoms, 
and by testifying that they were perfectly fit, no matter how damaged 
they might be. 

One of the ironies of the human condition is the appearance of new 
scourges once old ones have been conquered. A new type of disaster has 
emerged in the last decades: the technological catastrophe, defined as 
the breakdown of human-made technical systems. 

Catastrophes such as the nuclear plant disasters in Chernobyl (in the 
former Soviet Union) and Harrisburg (in the United States) have a large 
impact on mental and physical health. Symptoms are worries about one's 
own health, worries about the causal explanation with regard to any 
disease, worries about the future of one's children, plans to move, and 
distrust of authorities. 

The radioactive threat is invisible; there is an expectation of fu ture 
illness, so that the consequences are aggravated by the (initial) lack of 
information provided by the authorities and by the resulting ignorance of 
the population. The strong desire of the residents of the area for repeated 
measures of radioactivity and for physical examination of complaints of 
whatever nature shows that they are continuously striving to find out 
exactly what happened. Furthermore, the neglect of necessary safety 
procedures and technological mishaps result in a loss of confidence, not 
only in the future ability to control technology but also in the authorities. 

As discussed by Van den Bout, Havenaar, and Meijler-Iljina, years 
after the Chernobyl disaster, the inhabitants of the contaminated areas 
are still very concerned about ali kinds of health problems. These prob­
lems range from somatie complaints, such as headaches or gastrointesti­
nal problems, to psychosomatic symptoms, such as sleeplessness and 
tiredness. These health problems generate many worries and are to a 
very large extent attributed to radiation by the people living in or near 
the contaminated areas. Radiation experts, however, generally hold the 
view that a direct link between radiation and most of the health prob­
lems of the population is highly improbable, with the exception of a rise 
in the incidence of thyroid cancer in children. A psychosocial stressor 
explanation of the occurrence of these health problems is proposed, 
stressing cognitive-emotional processes. 
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The Development of Treatment 
Approaches for Victims 

of Human Rights Violations 
in Chile 

ELIZABETH LIRA KORNFELD 

INTRODUCTION 

The dictatorship of Augusto Pinochet, which ruled Chile from 1973 to 
1990, was accused of human rights abuses throughout this period. Gross 

human rights violations have been described, including the systematic 

use of torture against politica! prisoners. The cases of detainees who 

disappeared, people who were executed, and attacks against people's 

lives committed by individuals justified by politica! pretext, were the 

basis for the creation of the National Commission of Truth and Recon­

ciliation in 1990. 1 

1This commission was created at the beginning of the constitutionally elected government 

after dictatorship. Its aim was to establish the truth of human rights violations, restricted 

to cases that ended in death. The official figures confirmed that more than 4,000 people 

were assassinated for politica! reasons (National Commission of Truth and Reconciliat ion 

Report, 1 991 ). 
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More than one-half of the people whose deaths are classified as 
human rights violations in the commission's report were those killed by 
state agents or people in the state's service. Some of the victims were 
sentenced to death by wartime court martials (consejos de guerra). Other 
people were shot while supposedly trying to escape imprisonment (ley de 
fuga). Other situations that ended in death,justified under the "state of 
war," "state of siege" or "state of exception," were also included. 

Many people were arrested in their homes, in front of their families, 
by large contingents of police who ransacked their houses. Sometimes, 
the arrests took place in the streets, either in the presence or in the 
absence of third parties. Commonly, there was a lack of information 
about the prisoner's whereabouts for periods of from 5 to 20 days. 
Authorities did not acknowledge that the arrest had occurred. The fami­
ly, therefore, feared for the victim's life and worried constantly about the 
detained person's physical and psychological condition because they 
knew that he or she was in dan ger of being tortured or killed. More than 
1,000 people were kidnapped and disappeared during this period. 

Detention and confinement for severa! months or years without 
charges were a common situation for thousands of people between 1973 
and 1975. Most of them were released without any judicial procedure. 
The authorities could also arrest, detain, or transfer any person to any­
where in the country, a practice that was institutionalized as "relega­
tion," that is, interna! exile. The attitude adopted by the judicial system 
caused an important aggravation of the process of systematic violations 
of human rights (Americas Watch Report, 1991). 

Torture was very extensive under the dictatorship (National Commis­
sion Report, 1991). Methods of torture included the "grill," which con­
sisted of electricity applied while the prisoner was tied to a metal bed. 
Another method was the prolonged sus pension of the victim by wrists or 
knees. The "submarine" was the repeated submersion of the head in liquid, 
generally mixed with feces or urine, until the moment of near-suffocation. 
Other tortures included beatings and breaking bones or aggravating 
existing wounds by, for example, driving a vehicle over the victim's limbs. 
In some interrogation centers, rape was practiced regularly as well as other 
forms of sexual abuse (Americas Watch Report, 1991). 

Torture consists of the deliberate and systematic application of ex­
cruciating pain to a person in an attempt to undermine the will, the 
affective links, and the loyalties, beliefs, and physical and psychic integri­
ty of the individual. Life threats and physical pain are the essence of 
torture. At a broader level, the reason for torture is to intimidate third 
parties, thereby ensuring responses of fear, inhibition, paralysis, impo­
tence, and conformity within society. 
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Violations of human rights cannot be viewed exclusively from the 
perspective of isolated individual abuses. Their implications are much 
more extensive, for they describe not only a system's response to conflict, 
but a general ambience of politica! threat, both of which lead to an 
atmosphere of chronic fear (Lira, 1988). Those violations ha ve implied a 
strong threat affecting everyday life in Chilean society. Persecution of 
those identified as "enemies" of the ruling power in the country in­
cluded not only politica! leaders, priests and religious women, trade 
union leaders, members of leftist parties, and human rights activists, but 
the general population as well. lnsecurity, vulnerability, and fear were 
widespread feelings among people, whatever their actual politica! in­
volvement. Fear, which is normally a reaction to a specific externa! or 
interna! threat, became a permanent component of everyday personal 
and sociallife. This constant state of fear, while affecting more directly 
those people who identified themselves as possible targets of politica! 
repression, did not leave the uninvolved unscathed. 

Fear, confusion, general distress, personal threat of death, and har­
rassment were some of the subjective consequences presented by the 
affected people. Feelings of helplessness, defenselessness, and impo­
tence were engendered not only in those affected, but especially in those 
who were unable to discern what really might happen to them. For these 
people, the sense of constant threat became an unbearable feeling, an 
unending torture in itself, whether this threat materialized or not. 

Torture, kidnappings, disappearances, and other forms of politica! 
repression can be understood as traumatic experiences for the victims. 
They may result in an individual trauma that implies the breakdown of 
the psychic structure. This occurred in a context where there was also a 
partial breakdown of social structures: the so-called regimes of excep­
tion. In many Latin American countries, the governments decreed par­
tial or complete suspension of constitutional rights and liberties in the 
face of disorder and violence. U nder a regime of exception, the constitu­
tional presidents executed opponents, sent adversaries into exile, cen­
sored the press, jailed and abused authors and publishers, and confis­
cated property; in short, they ruled their nations with virtually absolute 
power. They usually did this in accord with the constitutions that pur­
portedly guaranteed civil liberties, civil rights, and popular sovereignty 
(Loveman, 1993). In other words, legal and politica! structures that sup­
posedly guaranteed human life and rights to ali members of a given 
society became threatening and devastating for most of them du ring the 
"state of exception" period. 

Ignacio Martin Bar6 ( 1984, 1990) developed the concept of psychoso­

cial trauma with regard to traumatic experiences affecting a society: 
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This means looking at experiences that affect a whole population not only as 
individuals per se, but as social beings in a social context. Psychosocial trauma 
constitutes the concrete crystallization of aberrant and dehumanizing social 
relations in individuals, like those prevalent in a civil war .... This also 
means that the chain tends to break at its weakest link (the most unprotected 
social sectors) or the sectors most directly affected by the conflict and war­
fare. (1984, p. 504). 

The purpose of this chapter is to describe both the therapeutic work 
of dealing with the consequences of human rights violation in victims 
and the therapist's anxieties about the oppressive background of politi­
ca! violence. These anxieties are acknowledged as a kind of counter­
transference due to the overwhelming nature of the violence suffered by 
the patients. The conceptualization of these psychotherapeutic experi­
ences is considered a coping strategy of therapists in a threatening con­
text. Therapists' anxieties also have been understood as an expression of 
the collective feelings existing in Chilean society. 

This chapter describes this process through the experience of a 
Chilean team working for more than 10 years with victims of human 
rights violations both under the dictatorship and afterward. The thera­
pist's challenge of dealing with the psychopathological consequences of 
politica! violence after the dictatorship formulates new theoretical and 
practicat problems for psychotherapy as well as for the Chilean society 
because of the necessary healing processes related to human rights viola­
tions. 

THE SOCIAL "IMAGINARY" OF HUMAN RIGHTS ISSUES 

Chile was accused by the international community of violating hu­
man rights during the whole period of the dictatorship. This "issue" was 
not only politica! but also a social, ethical, psychosocial, and mental 
health problem for the Chilean society. It did not end with Pinochet's 
government. On the one hand, human rights issues were considered by 
the military regime a part of a conspiracy. Accordingly, it was said that, 
after their defeat, the leftists had organized an international campaign 
against the military regime and that Chile's enemies had invented the 
violations of human rights to damage the image of Chile and its govern­
ment. Denial was the systematic official response to the condemnation of 
human rights abuses. 

On the other hand, human rights violations brought responses 
from various sectors of Chilean society. Lawyers, social workers, physi­
cians, psychotherapists, Catholic priests, and ministers of other churches 
turned the defense of human rights into a central issue in their lives. 
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Their efforts entailed a commitment to human life and human beings as 
well as to their values and beliefs. That commitment implied to many of 
them a way of rescuing their own life projects, disrupted by politica! 
conditions and politica! repression. Survivors and human rights workers 
projected their expectations, wishes, fears, frustrations, impotence, 
guilt, rage, aggression, sufferings, and losses onto the subject of "human 
rights." It implied also another way of participating in public affairs. 

The victimizers had probably taken for granted that they would 
never be prosecuted. Belief in their impunity could bea key condition of 
their taking part in crimes and politica! repression. Condemnation and 
legal procedures such as habeas corpus, although useless for protecting 
human life for long, eventually allowed the start of legal proceedings 
against human rights violators, at the end of the dictatorship. 

Silence was the predominant social reaction to fear and politica! 
threat, as it associated "human rights" with death and extreme danger. 
At the end of military rule ( 1990), all these perceptions and projections 
of the human rights issue generated a particular, subjective phenome­
non, which encompassed the whole society. The victims and the human 
rights workers had known in excruciating concreteness what was meant 
by "human rights issues." They knew the "truth" through their own 
experiences. They had been witnesses to a social reality filled with arbi­
trariness, cruelty, and abuses. 

Another part of society created a different social representation 
regarding the human rights issues: a "social imaginary," in the sense that 
Castoriadis ( 197 5) gave to this concept. "Social imaginary'' is our transla­
tion of the Spanish expression imaginario social. Castoriadis defined imag­
inary in terms of the capacity to have an image which represents a rela­
tionship with a symbolic object. The flag of the country is such an 
imaginary. He argued that, when the ordinary language defines imagin­
ary, it takes for granted that it is unlike reality, whether it seeks to take its 
place (a lie) or if it does not (a novel). In this sense, human rights affairs 
have different and conflicting subjective meanings for the Chilean 
people, and for the people related to the international solidarity move­
ment. Persecution, prison, torture, exile, anxiety and loss, hope and 
helplessness, and life and death became different realities and fantasies 
to different social groups. The meaning given depended on their expe­
rience and social interactions related to "human rights." Fantasies-a 
mixture of memories, real experiences, desires, nightmares, fear of 
threats, and danger-were elements of projection. These different im­
ages or "inventions" allowed people to fill the gap of former official 
censorship and denial. 

As time passed, such meanings were transformed and apparently 
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found a coliective symbolization, in spite of ali these contradictions. 
Most people agreed with the perception that something "terrible" had 
happened in Chile. Some people reacted as if human rights violations 
had essentialiy been a problem of believing or not believing that horrible 
things had realiy happened. They disregarded the consequences for the 
victims and for social relations as the true problem for society. These 
reactions in the postdictatorship period have aliowed people to under­
stand that these violations of human rights were an objective tragedy for 
Chilean society. However, they were interpreted, condemned, and justi­
fied from different, contradictory, ethical, and politica! standpoints. 

This social imaginary has also determined the social, politica!, and 
subjective place assigned to the human rights issues since the end of 
military rule. The transition government of President Aylwin tried to 
make amends through different policies concerning the social, legal, and 
health consequences of former human rights violations leveled at the 
population. Nevertheless, the social and politica! contexts of this transi­
tion have implied severe limitations on justice and social reparation. 
They have implied that some aftereffects will probably remain irrepar­
able. Paraphrasing Martin Bar6, clearly nobody is going to return his 
youth to the imprisoned dissident, her innocence to the young woman 
who has been raped, his or her integrity to the person who has been 
tortured. Nobody is going to return those who disappeared to their 
families (Martin Bar6, 1989). 

THERAPY UNDER THE DICTATORSHIP 

In the first years of the dictatorship, many people requested thera­
py immediately after they were released from prison or secret places of 
detention. Some of them carne for consultation because they had been 
tortured or they had lost their jobs. Others emphasized their personal 
crises or the conflicting, destructive relationships in their families. The 
relatives of detained-disappeared2 and assassinated people asked for 
help at various moments. 

In ali these cases, the memories of traumatic experiences related to 
politica! repression were extremely vivid. They were maintained as a 
terrible present that seemed to be impossible to close or forget. Many 

2Detained-disappeared (detenido desaparecido) refers to people detained and unaccounted for 
up to the present. While many presume these people were murdered, their legal existence 
is still indeterminate. 
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people lived in fear because detention and torture or other repressive 
situations could recur in the following days, months, or years. 

These patients' presentations were characterized at the time as 
"traumatic politica! experiences" (Cienfuegos & Monelli, 1983; Lira & 
Weinstein, 1984). The following is a first session's extract of an old man 
who consulted us in 1986: 

Therapist: Why have you come? ... What has happened to you? 
Patient: Nothing. 1 had a little problem. 1 was arrested and detained for 

12 or 13 days. When 1 was released, 1 got depressed. 1 resisted well 
there ... but now every night 1 dream of the jail. 1 don't feellike doing 
anything .... 1 was also taken prisoner in 1974. Afterward things were 
catastrophic. Many searches. In my nightmares, 1 go back to the chains, 
to the tortures .... 1 want to get out of this jail ... of this enormous loss 
of human dignity. 

This fragment allows the recognition of severa! elements that charac­
terized the reasons why people asked for assistance. Here, the subject 
directly associated his suffering and symptoms with the repressive expe­
rience, which was a threatening, repetitive and unending situation, in 
spite of his efforts to mini mize it. His mood was depressive, and his final 
comment could be understood as a metaphor for either his personal 
situation or that of Chilean society. 

From the end of the dictatorship to the present, it has been common 
for people not to relate their symptomatology to traumatic experiences. 
During the dictatorship, we observed the opposite. Patients attributed ali 
their symptoms to the repressive experience. Their symptoms have not 
changed. They mainly manifest depressive or anxious reactions or a 
combination of both. Others show isolated symptoms, such as insomnia 
or irritability. Stil! others evidence psychosomatic illnesses and alcohol 
dependence. In a few cases, drug dependence has been uncovered. 
Some patients have presented physical sequelae of torture. Symp­
tomatology has appeared to be almost chronic or acute, depending on 
the repressive situation and how much time has passed up to the mo­
ment of consultation. 

In dealing with this type of case, most of the therapeutic processes 
were originally conceived of as brief therapy with a dynamic orientation. 
The fîrst objective was catharsis through the reconstitution of the trau­
matic experience, its emotional elaboration, its connection to the exis­
tential and contextual meaning of the subject's life, and its relationship 
to his or her vital experience (Weinstein et al., 1987). It was thought that 
the process of healing required restoration of the individual's capac-
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ity to resume the course of his or her life. This involved making the 
patient's previous history-political commitment, personal relation­
ships, work, and social connections-meaningful in the present and the 
fu ture (Cienfuegos & Monelli, 1983 ). 

Testimony was a method of the catharsis of recent trauma tic experi­
ence. It was also useful to denounce human rights violations. Frequently, 
under torture, patients had to "betray" friends, allies, and eventually 
family members. Besides catharsis, testimony sometimes permitted a 
limited process of working through, relieving anxiety and guilt, and 
putting the painful experience in the context where it had happened. 
Sharing their own story of their trauma allowed patients to channel their 
anger constructively into the creation of a document that might be used 
as an indictment of the offenders. Testimony provided a link between 
the political and the psychological, between the public and the private, 
and because of its effectiveness, it may account for helping to restore 
affective ties and for integrating fragmented experiences (Mishler, 
1992). 

This therapeutic approach focused on understanding the traumas 
experienced by the patients and their consequences, related to the Chil­
ean political situation. As Mishler ( 1992) underlined, for each individual 
the experience of violence and of the destructive effects of loss, anger, 
and the breakdown of one's expectations for the future is a personal 
one. The healing process required explicit attention to the collective 
nature of the victims' suffering. 

CONCEPTUALIZING A PSYCHOTHERAPEUTIC APPROACH 

The concept of trauma has been the hasis for understanding the 
subjective impact and the consequences of human rights violations. Ex­
treme traumatization as a specific concept denotes the specific political 
meaning of this type of trauma, which (Becker, Castillo, G6mez, Ko­
valskys, & Lira, 1989; Lira, Becker, & Castillo, 1990) is closely related to 
Bettelheim's theory (Bettelheim, 1981 ). This concept emphasizes the 
radical disruption in the goals and ideals that the individual had estab­
lished during his or her life, along with its continuing destructive impact 
on his or her identity, and on his or her family and social relations. 

The concept of extreme traumatization also implies a process. Per­
secution or torture can involve successive and cumulative traumatiza­
tion, which can be repeatedly produced by political repression. It occurs 
when authorities have the power to violate human rights, in other words, 
to use suffering for regulating antiestablishment political behavior. 
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It is important to realize that, in Chile, politica! repression trans­
formed the social context, making it threatening and traumatic, with 
great destructive potential for many people. It pervaded the material 
conditions of concrete life, psychic survival, and the values that were the 
meaning of life for the subjects. It seems relevant to recall that, despite 
the psychopathological consequences described, we are not dealing here 
solely with psychopathology, but also with concrete expressions of politi­
ca! violence that have marked and destroyed individual bodies, lives, and 
social interactions by means of the violations of human rights (Lira, 
1988). 

A description of psychopathology, although it may help to deter­
mine the severity of the prob1em, still does not indicate the specific 
nature of the trauma. Different traumatic situations often produce simi­
lar symptomatology. Therefore, trauma can be understood only with 
direct reference to the traumatic situation. Thus, our diagnostic concep­
tualization of the trauma tic experience includes a characterization of the 
specific repressive situation. In this sense, we have defined torture as a 
specific psychological trauma because of the intensity of the physical 
aggression that is experienced, the dire threat to life that is encountered, 
and the degree of passivity and impotence created in the victims (Wein­
stein et al., 1987). 

We have emphasized the distinctions between the traumatic and the 
pathogenic elements in the specific psychological consequences of tor­
ture. The conceptual amplification that begins with the "trauma" and 
leads to the "traumatic situation" is potentiality dangerous because of 
the possible adulteration of the concept of trauma and the drawing of an 
equation between "traumatic situation" and "pathogenic situation." 
Anna Freud, and others, correctly refused to equate traumatic with patho­
genic to preserve a certain specificity for the traumatic (Baranguer, Bar­
anguer, & Mom, 1988). But what specificity do we indicate here? This 
question is fundamental to the efforts to conceptualize a psycho­
therapeutic approach and a psychosocial approach that complement 
each other. This differentiation has remained a very important clue to 
the "social working through" when democracy has been constituted 
within the authoritarian institutional framework. 

Situations such as the discovering of clandestine graves in 1990 and 
1991 underline that perspective. We observed that these findings af­
fected former victims so that they suffered a reactivation of their psychic 
distress. We spoke of this as a "retraumatization" process for some of 
them. The most shocking of these cases were the Pisagua graves. In a 
deep, oblong grave were 19 bodies, stacked in rows and layers, not yet 
skeletal because the desert soil had preserved them intact. Some still 
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wore blindfolds; the hands behind their backs were still held with their 
rope intact. Entry and exit wounds were easily visible, and some faces, 
though no longer recognizable, retained expressions of panic and pro­
test. A Santiago newspaper published the photograph of one such face, 
on its front page, with the headline, "Look at me-I am a disappeared 
person." Other media publicized the discovery, too, and the nation be­
gan a visceral confrontation with the crimes of the past. The devastating 
impact of the Pisagua discovery was not surpassed by any other excava­
tion, but each of the nearly 20 clandestine graves opened during 1990 
contributed to a portrait of the months following the coup (Americas 
Watch Report, 1991). Those events deeply affected ali the victims. The 
possibility of "retraumatization" leaves many questions unanswered 
about the aftereffects of these traumatic experiences. 

The following case reported by a therapist in 1991 illustrates some 
of these elements: 

1 had a patient for three years. During the first year, 1 began to suspect that 
she had been raped, but she never told me so. Her somatie symptoms did not 
improve. 1 carne to feei that it was probable that rape, which she had hinted to 
me, could be the main issue in her life connected to her symptomatology. 
One day 1 told her, "1 suspect that you were raped." She reacted by saying, 
"What?" 1 said, "It is probable, because ali women, if they were in the hands 
of the secret police, were raped." She said, "Yes, but 1 have decided not to 
speak about it." 

1 discussed this case with my supervisor. When 1 could voice my feeiings 
about this to the patient, 1 said, "1 feei it is very difficult for you to speak 
about this." Then, she left the state of consciousness, she fixed her eyes ata 
certain point, and she did not say anything, but she moved as if she were 
living through something. She tried to vomit. She had a terrified expression 
in her face. 1 tried to describe in words to her what 1 was seeing. 1 said, "1 
think that you feei very threatened." 1 preferred to speak and not do any­
thing else-and suddenly she said, "1 am very tired; 1 need to rest," and she 
lay down. She did not sleep, but it was like sleep for a few minutes. When she 
woke up, she asked me, "What happened?" 1 said, "You moved in a strange 
way. 1 feit you were very threatened by something. 1 think it was related to 
torture." Later, this sequence was repeated: She replaced words for this type 
of movement. The following times, 1 observed the process and put into words 
what was happening. Only very slowly was it possible for her to go into her 
experience. Afterward, she improved a lot. She can speak about her rage 
because she had been tortured. 

This case illustrates different aspects of the problem. One of them is 
the repetition of dissociation in therapy. Dissociation is a coping mecha­
nism during and after torture which implies splitting and repression. 
Dissociation had allowed this patient to survive then and now, establish­
ing partial disintegration of her ego to avoid the overwhelming anxiety 
that would risk total disintegration. Through splitting, she had survived 
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when she was forced to face the impossible choice between bodily and 
emotional integrity. This patient could put a part of her experience into 
words and feel some anguish that had invaded her whole life and rela­
tionships. Horror was impossible to put into words, but it was possible to 
contextualize this experience as a part of politica! repression and not as a 
private experience. 

In therapy, it is important to uncover the meaning that the individu­
al has given to his or her traumatic experience. Another fundamental 
dimension is the need to think historically, to "historicize" these traumat­
ic experiences. Patients and therapists are unable to give meaning to 
such experiences without linking them to particular and concrete cir­
cumstances. As time passes, especially in the case of tortured people, 
screen memories are made up of fragments of images. The images are 
fragments of memories. These fragments of fragments are the first 
attempts to historicize," to put every segment in a personal historic per­
spective. 

Sometimes, these segments appear as partial reconstructions of 
what may have happened, but for the patients, they are not easily recog­
nizable as his or her own experience because of the coping mechanisms 
that he or she has developed throughout time in the sheer attempt to 
survive psychically. Strong emotions are frequently associated with these 
fragments. As time passes and the therapeutic process continues, the 
reconstruction of the gaps in the patient's own history are eased. Histori­
cal reconstruction of the traumatic experiences can be integrated about 
the past and the present. At that point, the patient develops the possi­
bility of returning to the present and working through these experi­
ences. 

DEVELOPING RESOURCES TO SUPPORT THERAPISTS 
IN THEIR THERAPEUTIC WORK 

An effort to integrate clinica! practice, psychosocial perspective, 
and the struggle to protect life and human rights in Chilean society has 
been a defining feature of therapists working with victims of politica! 
repression. In this specific context, one of the resources developed by 
therapists to deal with their own anguish was the attempt to describe the 
patients' situation in detail, and to denounce violations of human rights 
from the perspective of mental health. They wrote scientific papers, 
documents, and articles in which they developed their perceptions of 
both the individual and the collective consequences of politica! repres­
sion. By formulating these ideas and situating these experiences in a 
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conceptual framework, we circumscribed our anguish. Through words, 
we gave conceptual order to the horrifying reality of the victims, thereby 
enabling them to express our anxieties and confusions. 

We were able, during the dictatorship, to build the hasis of a thera­
peutic approach. Our writings dealt with patients; they lacked refer­
ences to the difficulties of therapists. The subjective impact of the vio­
lence, aggression, and anguish that the patients brought to the sessions 
was hardly mentioned. During the first 1 O years, the demand for assis­
tance was too immediate to allow a proper consideration of the impact 
on therapists. Only after the dictatorship was it possible to start reflect­
ing collectively on the hatred and rage connected with these issues. 

THE CONFLICTS AND ANXIETIES OF THE THERAPIST 

Therapists faced a very difficult professional challenge when they 
started working with victims of human rights violations in their own 
society under a threatening situation. They engaged themselves in this 
work because of ethical as well as sociopolitical commitment. The values 
and concerns they shared with the patients permitted the kind of bond 
that we have called a "bond of commitment" (Lira & Weinstein, 1984), 
and that made therapy possible under those conditions. This bond gave 
the patients the necessary confidence to consult and, at the same time, 
allowed for the "translation" of meanings between the different contex­
tual levels implied in the suffering of the subjects. 

It is important to make a difference between the period when thera­
pists worked under the dictatorship ( 1973-1990) and afterward. Thera­
pists did not immediately recognize the full implications of this type of 
concern in the permanent threat affecting everyday life. This general 
threat was sometimes addressed to therapists, generating such deep an­
guish in them that it invaded their lives beyond the therapeutic field. 
However, the impact of this threat was not sufficiently registered to eli cit 
adequate psychological support for them. 

During the military rule, the anxiety caused by this type of problem 
was expressed in different ways. One of them was placing anxieties and 
fears onto the training and abilities needed to work in this field. Thera­
pists realized that they did not have sufficient theoretical knowledge and 
practica} experience to deal with this type and intensity of social and 
political violence. The impotence and frustration experienced in every­
day life, and in therapeutic work, were attributed to the dictatorship and 
to the lack of appropriate knowledge for such a difficult therapeutic 
challenge. 
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Therapists were really overwhelmed. The political nature of the 
problems encouraged some type of overinvolvement, hidden under 
their "commitment." This type of psychological pressure (internal and 
external) carne from different places and built an ideological approach 
for the people involved in this type of work. "Commitment" has its roots 
in Christian values. Every human being is a brother or sister because he 
or she has the same father, God. This implies the radical perspective of 
fighting for human life. Another perspective is political involvement in a 
party or in "the cause," which can have different meanings. All these 
elements have existential values that increase in a threatening situation, 
affecting therapists in their professional work as in their everyday life. 

In spite of its ethical value, "commitment" also implied a possible 
dangerous perspective both for therapists and for their therapeutic 
work. Human rights workers most often did not put limits in their job. 
They worked long hours and did not take adequate care of their own 
problems and health. They postponed their personal needs because they 
were working in an "emergency" situation and apparently against some­
thing more important that their own lives. They lived with a threatening 
and traumatic perception of the present. The present was the dictator­
ship, and it was very difficult to imagine the future. The ''future" re­
ferred only to the end of the dictatorship. Therapists lived this process 
of both internal and external pressures, mainly without any possibility of 
distancing themselves to think about it, and therefore, anxieties re­
mained in the therapeutic teams without any legitimacy and possibility 
of facing them. 

One of the teams' characteristics was personal isolation inside the 
team. This separation was aggravated by the need to protect sensitive 
and vulnerable collective ties. We had great difficulties discussing differ­
ences and facing conflicts because our main problem-accepting and 
recognizing our own limitations, anxieties, and impotence-was implic­
itly forbidden. We were dealing with an institutional and political situa­
tion in which omnipotence was an expression of "commitment"; it im­
plied the denial of any kind of anxiety. We also had difficulties with 
aggressive feelings, as if they were a kind of legacy of the dictatorship 
inside the team. These intense anxieties and emotions coexisted with the 
dilemma shared by the opposition to the Pinochet regime: defining a 
method to end the dictatorship. This added another difficulty because 
intolerance appeared as a reaction against people who did not share the 
same political position. Nevertheless, the existence of the team de­
pended on its cohesion. Under these conditions, to accept differences 
and to remain together appeared an impossible challenge. Therapists 
had political differences, and they projected anxieties and rage into 
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their political differences. It seemed easier to discuss those differences 
than to confront feelings and anxieties. How can a team of therapists be 
protected if they express their bad feelings against one another and are 
not aware that such feelings are a consequence of dealing with political 
violence and death? This type of problem appeared clearly at the end of 
the military rule. 

Therapists have also to deal with the anxieties and destructive feel­
ings of patients. They were affected both by the patients' suffering and 
by political threats but were not aware of their own reactions as individu­
als or as members of a group. AII those elements generated ambivalent 
feelings, which ranged from total omnipotence to total impotence, and 
which circulated among them without a real "holding," in the sense that 
Winnicott gave to this concept. Winnicott ( 1965, p. 240) referred to "the 
holding function" as the one between analyst and patient. He wrote that 
"this often takes the form of conveying in words, at the appropriate 
moment, something that shows that the analyst knows and understands 
the deepest anxiety that is being experienced, or that is waiting to be 
experienced." 

SOCIAL AND POLITICAL SIGNALS IN THE FIELD OF HUMAN 
RIGHTS AFTER THE DICTATORSHIP 

In most of the Latin American countries, the first steps in the politi­
cal transition period have consisted of initiating discussions about truth, 
justice, social reparation, reconciliation, impunity, memory, and forget­
ting. To face the past abuses, "truth" had tobe converted from what had 
been an officially sanctioned knowledge about what had happened into 
an actual knowledge of what had really occurred. 

One of the most important things is to reestablish or build a fair 
political order (Zalaquett, 1990) that provides an ethical, political, and 
subjective framework for dealing with ali of these problems in the long 
run. When torture and other repressive situations can be placed in their 
social and political context, societies are able to face the aftereffects not 
as private ones, but as the consequences of a repressive policy. Such a 
perspective allows the prevention of future similar outcomes. 

Breaking the silence at the social level implies truth. The humilia­
tion and pain produced by torture are not easy to put into words. As 
difficult as it is to talk about torture privately, it becomes an even larger 
problem when one tries to talk about it publicly because of people's 
unwillingness to listen, including the survivors. 

The suffering of patients has been closely linked to a political 
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"working through" of the human rights issues. This process involved 
three interrelated public tasks: public validation of "the truth" (i.e., that 
human rights violations had actually taken place), the setting up of mea­
sures of reparation,:{ and efforts to bring those accused of human rights 
violations to justice. 

The elected government faced numerous difficulties in following 
human rights policies. The dictatorship had constrained the politica! 
transition with a new constitution that also increased the power of the 
military in politics. For many reasons, the processes of the indictment 
and trial of those accused of violations of human rights have been slow. 
Probably, trials and punishment will never occur because of the 1978 
amnesty law and the lack of sufficient evidence, as well as the politica! 
restraints on the judiciary. This is a problem that will continue beyond 
the current government and will affect both patients and therapists. 

Nevertheless, the Report of the National Commission of Truth and 
Reconciliation ( 1992) built a bridge between private suffering and social 
policies, when it tried to develop proposals for reparation. As the report 
notes, "During ali these years, these testimonies, these pains, have been 
little listened too" (pp. 769-770). Now people offered testimony to offi­
cial representatives who, for the first time, neither scoffed at it nor 
harassed the relatives f(n having brought it forward, and who, on the 
contrary, listened, were moved, and showed respect for the pain being 
exposed. This experience, as relatives said publicly and privately, has 
been a step toward healing. 

For families of disappeared detainees, the uncertainty has become a 
permanent pain. For relatives who imagined or experienced somehow 
the torture of their dead loved ones, the pain is like a nightmare: 

"I could hear his sobs and screams of pain. When I stoppcel hearing them, I 
knew he haei elieel." 

"When they took my father, they took my husbanel and me, too. A whole 
group that guarded me rapeel me. I never told my husband. It's been 15 
years." 

Each of these glimpses suggests that the entire life of those victims has 
been permanently affected. It implies a continuation of pain in the lives 
of the following generation: "Our children are different from the rest. 
We hid the truth for them so that they would not suffer, but then they 

"This worel is the translation of the Spanish word reparaci6n, which bas elifferent meanings, 
such as compensation anei an expiatory offering. }'robably the English word atonernent 
brings a better meaning of the intentions, if not of the results, of these measures. The real 
military power and the politicallimitations of the Aylwin government restricted the social 
and politica! impact of these reparation measures. 
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were pointed at in school for being the children of an executed prisoner 
(fusilado)." Survivors feel "like pariahs in our own land" (Americas 
Watch Re port, 1991 ). 

FINAL COMMENTS 

How does the political reality affect healing of patients? Under the 
dictatorship, the continuation of disorders often corresponded to the 
adaptation to the threat, the fear, and the apparently open-ended char­
acter of the repression process. Therapists thought that the end of state 
terrorism would contribute significantly to the healing of their patients. 

The experience with patients since March, 1990 and the character of 
the political transition has challenged therapists to go over their concept of 
trauma in depth and to revise their therapeutic aims. Nowadays, their 
objectives are more specific and more differentiated, oriented to particu­
lar psychodynamic processes as well as to family processes. More attention 
is paid to the pre-traumatic situations of the patients and to deeper-lying 
psychodynamic issues. Consequently, they have come to view the dictator­
ship within a broader context, focusing, for example, on themes such as 
authoritarianism and alienation in Chilean culture and history, as well as 
the roots of the political repression (Mishler, 1992). 

All these elements ha ve contributed to clarify theirwork at both clinical 
and psychosocial levels. They are more aware and concerned with the 
holding process (in the sense of Winnicott) of the therapists and the 
therapeutic team, including themselves as part of a complex psychosocial 
process linked to Chilean political and social history. However, the full 
psychological implications of the political transition for victims of human 
rights violations, and therapists dealing with these patients, are not yet 
clear. What is clear is that the political circumstances of transition will have 
consequences for patients and therapists alike a parallel psychological also 
political "working through" interacts to influence the therapeutic process. 
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Cultural Analysis of Findittgs 
on the Politica} Instability 

in the Philippines 
ISABELITA Z. GUIAO 

INTRODUCTION 

The continuing incidence of politica! instability, conflict, or unrest 
worldwide has prompted me to investigate the effects of politica! insta­
bility, if any, on mental health. Because I was born, raised, and lived in 
the Philippines for over 25 years, and because my family lives there, 1 
chose to do a study on the politica! instability in the Philippines in regard 
to its effects on the mental health of women. 

The aim of this chapter is to analyze and to interpret the findings of 
a study of the impact of politica! instability on Filipino women from the 
viewpoint of Filipino culture. Essential in this endeavor is the cornbina­
tion of this general cultural analysis with a stress and coping theoretical 
perspective. First, I describe the politica! instability in the Philippines. 
The terms politica[ instability, jwlitical conflict, and politica! unrest are used 
interchangeably. Then follows a brief presentation of the research and 
its findings. Subsequently, central findings of the study are presented, 
such as the important role of education and the considerable stress 
tolerance and resilience of the women. Finally, fu ture recornrnendations 
for studies on politica! unrest in other areas of the world are examined. 
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POLITICAL INSTABILITY IN THE PHILIPPINES 

The stressful condition studied was the 18-year politica} instability 
in the Philippines. Politica} instability is a state or condition characterized 
by events or situations indicating politica} unrest, for example, demon­
strations, riots, frequent changes in government officials, war, and coups 
d'etat (Feierabend & Feierabend, 1966). This condition is stressful be­
cause it creates demands that may exceed the resources of the people 
involved. 

The Philippines was classified as a politically stable nation in the 
early 1960s (Feierabend & Feierabend, 1966). But since President Ferdi­
nand Marcos declared martial law in 1972, the world has known the 
opposite about the Philippines (Ruiz, 1986). Politica} killings occurred 
almost daily from 1972 until Marcos was overthrown by the People Pow­
er Revolution in 1986 (Mercado, 1986). Many civilians, including sus­
pected communist insurgents, were killed by the military, and some 
military persons were murdered for politica} reasons by civilians (Bacho, 
1987). Protests, demonstrations, and rallies against Marcos's repressive 
dictatorship were staged frequently by students and non-students alike 
(Kessler, 1989). Every time local and national elections were held, cheat­
ing was rampant in order to keep Marcos and his men in office. It is 
generally known that Marcos got "reelected" as president of the Philip­
pines in the national election of February 1986 because of fraud (U.S. 
Congress, 1987b). 

Guerrilla warfare, in the form of communist-inspired insurgency, 
blossomed in the 1970s and 1980s in the fight for agrarian reforms and 
in the revolt against repression (Bacho, 1987; Kessler, 1989; Ruiz, 1987). 
Consequently, suspected and known communist leaders and inspirers 
were detained one after another until none of them could be seen in 
public anymore, as they sought refuge and hid in the mountains 
(Gregor, 1984). Noncommunistic leaders who were staunch opponents 
of Marcos were detained as well, if they did not choose politica} exile or 
stopped their open criticism (Raul Manglapus, personal communication, 
November 23, 1983). Torture and murder were commonly employed to 
punish those who insisted on democracy. The assassination in 1983 of 
Benigno Aquino, the number one critic and opponent of Marcos, is a 
case in point (Gregor, 1984; Ruiz, 1986). 

Six coups d'etat have been attempted from the time President Cor­
azon Aquino took over the presidency in February 1986 until December 
1989 (U.S. Congress, 1987a, 1991). Because of voluntary and involun­
tary resignations due to ideologica} conflicts, the Aquino cabinet went 
through frequent changes (U.S. Congress, 1987a). 
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In spite of Aquino's crusade for human rights protection, am­
bushes, mass gunning, and assassinations continued (Bacho, 1987; Ruiz, 
1987). The assassinations of Jaime Ferrer, a cabinet man; Orlando 
Olalia, a nationallabor leader; and Leandro Alejandro, a leftist; and the 
massacre of peasant farmers while demonstrating-all made interna­
tional news on this issue (White, 1989). 

Between 1988 and 1991, the brutal murder of civilians was in the 
headlines in Philippine newspapers. A person would be murdered, and 
the body would be chopped into parts. The chopped parts were sepa­
rated from the head and thrown in different places. The murderer and 
the motive for the murder were generally unknown. 

Finally, the rebel situation in the Philippines needs to be noted. 
Peace talks and negotiations for a cease-fire with the communist rebels 
by the Aquino government failed (Bacho, 1987; Ruiz, 1986, 1987; U .S. 
Congress, 1988, 1991). The same applies to the Muslim rebel situation 
(Che Man, 1990; George, 1980; U.S. Congress, 1987b). 

In conclusion, the quest for national survival and peace continues 
and remains to be a stressful process for many Filipinos. The general 
population is exposed continually to this environment. Politica! insta­
bility, given its stressful nature and worldwide incidence, poses a major 
challenge for researchers and health professionals to investigate and to 
be responsive to the ill effects, if any, of continued exposure to politica! 
unrest. 

THE STUDY IN BRIEF 

Assuming that politica! instability is stressful and can have negative 
effects on the mental health of those continually exposed to it, the theo­
retical perspective on cognitive appraisal and coping was used (Lazarus 
& Folkman, 1984) to formulate the research questions and to select the 
instruments. The stress and coping theory (Lazarus & Folkman, 1984) 
proposes that coping with stress is preceded by cognitive appraisal. Cog­
nitive appraisal is an "evaluative process that determines why and to 
what extent a particular transaction or series of transactions between the 
person and the environment is stressful" (p. 19). Coping is defined as 
"the constantly changing cognitive and behavioral efforts to manage 
specific demands that are appraised as taxing to the person" (p. 141 ). 
Two modes of coping have been distinguished by Lazarus and his associ­
ates: (l) emotion-focused coping, which regulates emotional responses 
to the problem, and (2) problem-focused coping, which manages or 
alters the problem concerning the distress. 
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The central research questions were: (1) What is the degree of 
negative impact of politica! instability that Filipino women report? 
(2) What coping methods do Filipino women use to deal with the politi­
ca! instability in the Philippines? and (3) What are the relationships 
among negative appraisal of and coping with politica! instability, socio­
demographic characteristics, depression, and the life satisfaction of Fili­
pino women in the Philippines? 

The instruments used were the Bryce Life Events Inventory (Bryce 
& Walker, 1986), the Jalowiec Coping Scale (Jalowiec, 1979), the Beck 
Depression Inventory (Beck, Rush, Shaw, & Emery, 1979), the Cantril 
Self-Anchoring Life Satisfaction Scale (Cantril, 1963), and the Guiao 
Socio-Demographic Data Questionnaire. The measures on the life 
events and coping were both modified to fit the needs of the study. To 
augment the Jalowiec Coping Scale (JCS), after its administration, for 
instance, an open-ended question was added: "In addition to the coping 
strategies listed in the coping scale, what other coping methods do you 
use to deal with the stress of the politica! event or situation that you 
iden tified?" 

The foregoing noted scales are reported to have moderate to very 
satisfactory psychometric properties (Beck, Steer, & Garbin, 1988; Bryce 
& Walker, 1986; Cantril, 1963; George & Bearon, 1980; Jalowiec, Mur­
phy, & Powers, 1984; Palmore & Kivett, 1977). They were determined to 
be culturally sensitive and lacking in cultural bias against Filipinos 
(Guiao, 1990, 1994). AII instruments were researcher-administered in 
Tagalog, the national language of the Philippines. 

Thirteen politica! events or situations characteristic of the politica! 
instability in the Philippines were mixed with the common life events 
listed in the Bryce Life Events lnventory (BLEI). These politica! events 
or situations were: (1) detention in jail; (2) street demonstrations; (3) 
family member being kidnapped; (4) someone you know being am­
bushed; (5) not being able to go out because of the politica! violence 
situation; (6) frequent changes in the president's advisers or department 
secretaries; (7) activities of government rebels; (8) the assassination or 
"liquidation" of important people or government officials; (9) rioting in 
your neighborhood or at your place of work; (10) coup d'etat attempts; 
(11) not having a safe place to go during rioting ora coup d'etat attempt; 
(12) fighting between the military and the communist insurgents (NPA 
or NLF); and (13) seeing or hearing people being brutally murdered (a 
murdered person's body was chopped into parts). 

The separate negative impact of each event and the mean negative 
impact of ali politica! events or situations on the life of the respondents 
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were assessed through the BLEI. As part of the JCS, the respondent was 
asked to identify, from the list of 13 politica! events or situations, the one 
event or situation which she considered most stressful to her. 

The purposive nonprobability sample consisted of Filipino women 
(N = 200), as women are generally known to be more vulnerable than 
men to the depressogenic effects of stress (Weismann, 1987). They were 
recruited from the general population. They were between 25 and 50 
years old (mean age = 36), and 37% were married with children (mean 
number of children = 2.7). A large share of the respondents reported 
having a baccalaureate degree or more (49.5%). Some had at least some 
college credits (24%), and the rest had a high school diploma only 
(26.5%). The majority (50.5%) were in high-stability occupations, 10% 
were in medium-stability occupations, and 25% were in low-stability oc­
cupations. AII were residents of the metropolitan area of Manila. None 
of the respondents reported having been a survivor of a potentially 
traumatic politica! event ora situation like jail detention, a kidnapping, a 
demonstration, a riot, a coup d'etat-related injury, or a murder at­
tempt. 

The data were collected in June 1989 in Metro Manila, Philippines, 
the capital and center of government activities in the Philippines. The 
general condition of politica! instability is more visible and appreciated 
in Metro Manila than anywhere else in the country. 

Data analysis was done with descriptive statistics to calculate the 
mean scores on the various measures. Stepwise multiple regression was 
used to identify the variables with the most predictive power on depres­
sion and Iife satisfaction. The qualitative data on the open-ended ques­
tion on coping were content-analyzed. 

MAIN STATISTICAL FINDINGS 

The main statistica! findings of the research can be summarized as 
follows (for an elaborated description of the results, see Guiao, 1990). 
First, descriptive statistics demonstrated that ( 1) the politica! instability 
in the Philippines had a mild negative impact on the respondents; (2) the 
respondents' depression was mild; (3) the primary coping style of the 
participants was problem-focused; and (4) the life satisfaction of the 
participants was moderate (see Table 1). Content analysis of the qualita­
tive data on coping showed that the respondents used primarily problem­
solving behavior. 

Second, stepwise multiple regression showed positive relationships 
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Thble 1. Mean Scores: Major Variables and Scales Used 

Variable/ scale 

1. Collective negative impact of alt 
13 indicators of politica! 
instability (modified Bryce Life 
Events Inventory) 

2. Affective-focused coping (AFC) 
(Modified Jalowiec Coping Scale) 

3. Problem-focused coping (PFC) 
(modified Jalowiec Coping Scale) 

4. Depression (Beck Depression 
Inventory) 

5. Life Satisfaction (Cantril Self­
Anchoring Life Satisfaction 
Scale) 

Mean Std. dev. Interpretation 

1.5 .41 Mild negative impact 

59.4 10.8 Below the required AFC 
mean of > 75 to 
consider the sample as 
AFC users 

45.5 9.6 Above the required PFC 

13.2 8.6 

5.15 1.7 

mean of 2!: 45 to 
consider the sample as 
PFC users 

Mild depression 

Moderate life satisfaction 

between (1) annual individual income and life satisfaction; (2) educa­
tional achievement and life satisfaction; and (3) affective-focused cop­
ing and depression. A negative relationship was shown between (1) an­
nual individual income and depression; (2) educational achievement 
and depression; (3) impact of "brutal murders" and life satisfaction; 
( 4) impact of "frequent changes in the president's cabinet" and life satis­
faction; and (5) problem-focused coping and depression (see Tables 2 
and 3). 

Table 2. Predictor Variables with Significant Regression Coefficients 
with Life Satisfaction 

Predictor 
variables B Beta T Significance 

Annual income of 2.54 .3 3.8 .0002 
individual 

Educational .4 .22 2.7 .007 
achievement 

Frequent cabinet -.26 -.15 -2.4 .02 
changes 

Brutal murders in -.23 -.14 -2.2 .03 
news 
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Table 3. Predictor Variables with Significant Regression Coefficients 
with Depression 

Predictor 
variables B Beta T Significance 

Annual income of -9.18 -.19 -2.5 
individual 

Educational -2.5 -.24 -3.1 
achievement 

Affective-focused .30 .38 4.9 
coping 

Problem-focused -.19 -.21 -2.8 
coping 

AN INTERPRETATION FROM THE PERSPECTIVE 
OF FILIPINO CULTURE 

.015 

.002 

<.0005 

.006 

In this section, the main findings are analyzed and interpreted from 
the perspective of the Filipino culture. Other perspectives beyond eul­
ture are also offered. 

Ana1ysis of the Descriptive Findings 

The negative impact of the politica! instability in the Philippines was 
appraised to be mild. This is not surprising. Filipinos are known to have 
an existential belief system (Church, 1986) as evidenced by the frequent 
use of "pray and trust in God" to cope with politica! unrest. Indeed, trust 
in God has been identified as o ne of the strongest Filipino values (Porio, 
Lynch, & Hollnsteiner, 1978; Sechrest & Guthrie, 1978). This value is 
rooted in the teachings of Roman Catholicism, which has been the pre­
dominant religion in the Philippines since the Spaniards brought Chris­
tianity to the Philippines in 1521 (Agoncillo & Guerrero, 1977). Ninety 
percent of the participants reported being Roman Catholics. Existential 
beliefs, such as faith in God, may have a neutral effect on emotions and 
may enable individuals to create meaning and maintain hope in difficult 
situations (Lazarus & Folkman, 1984, p. 80). 

Filipinos, women in particular, are adaptable and accepting of their 
environment (Bonifacio, 1977). Given the 18-year duration of politica! 
unrest in the country (at the time of the study), the respondents may 
have adapted well to a politica! state that had become a way of life. 
Finally, the appraisal of mild negative impact is consistent with the fact 
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that the participants carne from the general population, which had not 
been traumatically victimized by any of the politica! events or situations 
studied. 

The finding that the respondents mainly use problem-focused cop­
ing supports reports that confrontive approaches predominate in some 
Filipinos' coping repertoire, exceeding fatalism and optimism (Guthrie, 
1970; Sechrest & Guthrie, 1978). My findings are definitely contrary to 
previous reports about Filipinos that (1) they use blaming or blame 
shifting (Lapuz, 1974); (2) they endure problems with patience (Guthrie 
& Jacobs, 1966); (3) they are fatalistic rather than manipulative (Andres, 
1981); (4) they function more in a receptive mode than in an active 
cognitive mode (Church, 1986); and (5) they are passive (Fernandez, 
1989). Bulatao ( 1986) proposed that the Filipino is changing from being 
accepting to exerting control over his or her situation and future. The 
indices of politica! instability, such as riots, demonstrations, protests, 
coup d'etat attempts, communist insurgency, and the people's revolution 
that brought President Marcos down, illustrate and support, indeed, 
that some Filipinos are not tolerant and will carry out even drastic means 
to resolve their problems and indicate their dissatisfaction. Further, the 
problem-focused coping finding supports the politica! and social con­
sciousness activities of the Filipino middle class started in the late 1960s 
to the early 1970s by college students on school campuses. 

The mild depression finding is consistent with reports on psycho­
pathology in Filipinos (Duff & Arthur, 1967; Escudero, 1972; Lapuz, 
1973; Sechrest, 1969), although it may be relatively high with re gard to a 
group from the general population. Likewise, the moderate life­
satisfaction finding supports the findings of previous life-satisfaction 
studies on Filipinos (Bulatao, 1973; Cantril, 1963). It is remarkable to 
note that my study's findings are similar to the findings ofCantril (1963) 
in a study that was conducted when the Philippines were still politically 
stable (Feierabend & Feierabend, 1966) and those of Bulatao ( 1973) in a 
study that was conducted about six months before the declaration of 
martiallaw by President Ferdinand Marcos in 1972. My study was con­
ducted 18 years after the 1972 martial law was declared. Despite the 
decline in both politica! and economic stability in the Philippines since 
1972, it appears that the mental health of some Filipinos relative to 
depression and life satisfaction had not decompensated. 

Based on this study's findings on depression and life satisfaction, a 
highly relevant question can be formulated: What, then, protects Fili­
pino women from severe depression and life discontent? To answer this 
question with scientific certainty would probably take another systematic 
study, but the following assumption can be stated here: The Filipino 
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culture may be protective in nature. There are cultural reasons for this 
mild depression and moderate life satisfaction. 

First, Filipinos are known to be receptive and accepting of their 
environment (Bonifacio, 1977). An environment tbat is stressful is not 
one tbat an individual can reverse quickly. Tbe respondents had been 
exposed to tbis environment for at least 18 years. Some of tbem bad not 
even known the Pbilippines when it bad been better. They must bave 
learned to deny, ignore, or accept tbe politica! environment because tbey 
had and/or knew of no effective means of cbanging or leaving it. To 
deny, ignore, or accept sometbing that one cannot personally change or 
improve is not problem-focused coping. However, tbese non-problem­
solving processes are appropriate and could be effective in preventing 
negative adaptational outcomes. Lazarus and Folkman (1984) proposed 
tbat, in general, affective-focused coping is more likely to occur follow­
ing a secondary appraisal that notbing can be done to modify barmful, 
tbreatening, or cballenging events. 

Second, Filipinos bave a strong cultural tendency to endure, sup­
press, or deny depression (Lapuz, 1973 ). The stress of politica! instability 
may be denied to maintain comfort and well-being. Likewise, depressed 
feelings may be denied to maintain a cheerful outlook on life, as opti­
mism for the future is a valued cultural trait (Fernandez, 1989). Filipino 
women possess "inner strength" (Lantican, 1987, p. 275). Tbis inner 
strength may enable women to focus on tbe good aud ignore the bad to 
resist feeling depressed and dissatisfied witb tbeir lives. 

Tbird, Filipinos value and pursue education in the belief tbat edu­
cation will better their lot and will improve their place in society. Filipinos 
have a literacy rate of approximately 83% (Emmanuel, Pelaez, personal 
communication, 1987). Two findings in this study support tbis cultural 
value: (1) When asked about tbeir aspirations in life, 65% oftbe respon­
dents stated "having cbildren complete college education"; tbis aspira­
tion was ranked as the number one bope aud aspiration, even higher 
tban restoration of peace and order in the Pbilippines (Guiao, 1990). 
Aud (2) 49.5% of tbe 200 participants bad at least a baccalaureate educa­
tion, 24% bad sume college credits, and 26.5% had a bigh scbool edu­
cation only. It bas been found tbat more educated individuals bave a 
wider social support network tban do tbeir less-educated counterparts 
(Griffitb & Villavicencio, 1985; Ortiz & Arce, 1984). Social support bas 
been repeated1y reported as mediating psycbological distress (Hourani, 
Armenian, Zurayk, & Affifi, 1986; Murpby, 1977; Steinglass, De-Nour, 
& Shye, 1985). Tbus, it can be conjectured tbat more educated people 
report being less depressed and dissatisfied witb life tban do tbeir less­
educated peers not because of tbeir educational acbievements, but be-
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cause of their social networks. Filipinos, in general, are known for their 
extensive social support, irrespective of education, due to their group 
orientation and the valued and strong kinship system (Sechrest & Guth­
rie, 1978). 

The fourth factor may be social desirability needs. Filipinos, like 
members of most cultures, present the best image possible. The collec­
tion of data through face-to-face interviews might have encouraged the 
reporting of information that would present or maintain a good image 
to the interviewer. 

Analysis of the Regression Findings 

The positive relationship between annual individual income (AII) 
and life satisfaction suggests that persons with higher personal incomes 
tend to be more satisfied with their lives. Because the direction of the 
relationship is unclear, it is also possible that persons with better life 
satisfaction tend to earn more. Perhaps because the Philippines has gen­
erally been economically depressed, Filipino women, whether single or 
married, customarily earn money either through other-employment or 
self-employment. They work to help the family "make both ends meet" 
and to save for a "rainy day." The AII mean is P19,726. which is a 
considerable contribution to the mean annual family income of P4 7 ,568. 
The U.S. dollar-Philippine peso exchange rate was approximately 
$1 :P28 in 1989. The respondents must have been content with their 
respective incomes as these earnings were within the standard range of 
incomes for their occupations. 

The positive association between educational achievement (EA) and 
life satisfaction suggests that the more schooling one has, the higher the 
life satisfaction may be. Filipinos, in general, believe that education is 
wealth because education is the means of getting a better-payingjob. To 
have an education is also a status symbol in the Philippines. Parents 
aspire to and take pride in being able to send their children to school 
(Guiao, 1990). Because unemployment and underemployment are so 
high in the Philippines, only those prepared for jobs through college 
education can expect to have decent employment. Thus, education is 
highly valued and pursued in the Philippines. Life satisfaction is possibly 
elevated by realistic hopes of having a job and a higher income because 
of education. The positive relationship between EA and life satisfaction 
may also suggest that those with higher life satisfaction tend to achieve 
higher education. 

Finally, it is to be noted that the strong positive relationship of 
annual individual income and educational achievement with life satisfac-
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tion may be due to the colinear effects of these two variables on life 
satisfaction. Because of this colinearity, it is uncertain which of these two 
variables is more important in predicting life satisfaction. 

In the respondents, "frequent changes in President Aquino's cabi­
net" and the "news of unexplained brutal murders of civilians" were 
negatively associated with life satisfaction. Why? Perhaps because the 
Filipino's outlook in life is becoming more global and analytical (Bulatao, 
1986) as to how extrapersonal forces affect his or her future. Constant 
shifts of government officials could be seen as detrimental to the welfare 
of the country, in general, and to the welfare of the citizens, in particu­
lar. Shaken optimism and faith in government due to perceptions of 
graft and corruption in the government could well demoralize those 
who are governed. 

News of brutal murders is relatively new in Philippine daily life in 
comparison to riots, assassinations, and ambushes, which are "old" news. 
Because of the novelty and personal threat of the murders, they are 
played up by the media. The murders, therefore, are anxiety-producing 
to civilians, who think they cannot employ enough precautions to be 
sate. Events that can be negatively personalized can be more threatening 
(Lazarus & Folkman, 1984). 

Of the 11 sociodemographic variables, personal income and educa­
tion were found to have a negative relationship with depression. This 
finding suggests that persons with higher personal incomes and educa­
tion tend to be less depressed than those with lower personal incomes 
and education. As the direction of the relationship is not clear, this 
finding may also suggest that euthymic individuals tend to acquire more 
education and money. 

The high value Filipinos place on education and on family welfare 
may provide insight into this finding. Traditionally, Filipino parents take 
the full responsibility of sending their children to school from the ele­
mentary grades to college. Filipino children are socialized to acquire a 
college education and to have a stable job, help the family, and improve 
the family's lot. If the parents are wealthy, they fund every child's educa­
tion; if not, they use every means possible to finance the firstborn child's 
college education. The firstborn child, after completion of a college 
degree, is expected to help with the family expenses anei to help finance 
the secondborn sibling's education. When the secondborn gets a job 
after college, he or she takes responsibility for the thirdborn's college 
education. The expectation carries through until the lastborn child com­
pletes a college degree. This is how poor families in the Philippines get 
to have college-educated sons and daughters. It is then plausible to find 
educational achievement and personal income as antidepressant factors, 
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despite a very stressful politica! environment, because these two factors 
promote and maintain self-esteem and self-respect. Because education 
and kinship are valued in the Philippines, they are cultural expectations, 
if not obligations, and once they are fulfilled, one feels very accom­
plished and can expect recognition by society. 

Additionally, individuals with more education and income have 
more personal resources and therefore better access to more coping 
alternatives, when feeling distressed, to prevent or minimize depression. 
Finally, the possible colinear effects of education and personal income 
on life satisfaction should not be ignored. 

The positive relationship between affective-focused coping (AFC) 
and depression suggests that women who mainly use AFC strategies 
tend to be more depressed and that those who use problem-focused 
coping (PFC) methods tend to be less depressed, as indicated by the 
negative relationship between PFC and depression. These findings sup­
port the Bryce and Walker ( 1986) study findings on the West Bei rut 
politica! situation: ( 1) The use of an affective coping style was positively 
correlated with high levels of depression among West Beirut women, 
and (2) a problem-solving style was negatively associated with high levels 
of depression in the same women. Although neither problem-focused 
coping nor affective-focused coping is inherently better than the other 
(Folkman, 1982), the former type showed a mediating effect on depres­
sion in both the West Beirut (Bryce & Walker, 1986) and this study's 
samples. This finding strengthens the current notion that problem­
focused coping is more associated with mental health than is affective­
focused coping. Perhaps the mere employment of problem-oriented 
coping strategies, regardless of the outcome, mediates depression devel­
opment, as an initiative to problem-solve promotes self-esteem and 
hope. Because the direction of the relationship between coping styles 
and depression is not clear, the findings may also suggest that women 
who are less depressed tend to employ PFC methods more frequently 
and those who are more depressed tend to use AFC methods more 
frequently. 

GENERAL DISCUSSION AND CONCLUSION 

The interaction between stress and coping is indeed complex. Di­
versities in the appraisal of a situation and coping possibilities influence 
the outcomes of coping, which may vary from one individual, group, 
and/or community to another. 

In this study, the assumption that stress does not always produce 
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distress (Selye, 1976) was validated. Negated was the proposition that 
exhaustion, the third stage of the general adaptation syndrome, follows 
the stage of resistance to continued exposure to stress (Selye, 1976). 
Rather, stress tolerance or resistance may increase as the individual be­
comes coping-proficient, so that she or he is more resilient and hardy in 
dealing with constant hardships and therefore in achieving comfort and 
balan ce. 

The stress tolerance of the Filipino women studied was consider­
able, as evidenced by the mild depression and moderate life satisfaction 
findings in the midst of politica! and economic instability. Two factors in 
the politica! conflict may have facilitated building up stress tolerance: (1) 
the familiarity of the situation and (2) the universality (shared experi­
ence) of the politica! environment. Being used to a (familiar) situation 
allows for a less complex view ofthe situation; it is thus casier to manage. 
If the situation is difficult to manage in spite of its familiarity, it becomes 
an opportunity for the individual to develop hardiness and resiliency. A 
universally shared difficult situation is less likely to be personalized, so 
that the individual accepts the situation more readily. Acceptance pro­
motes adaptation to stress, although it does not decrease the problem 
that causes the stress. 

Finally, the inf1uence of culture on stress and coping is significant in 
the context of adaptational outcomes. Culture-bound means of coping 
may mediate illness and may protect communities from feeling general 
discontent and unhappiness. 

RECOMMENDATIONS FOR FUTURE STUDY 

There are three reasons that warrant this final section of the pa per. 
First, the cultural perspective used to analyze and make the findings 
understandable may be too simplistic for the complexity of the questions 
studied. Second, this study was exploratory; it does not clarify what was 
discovered, nor does it give aU the possible answers. And third, severa! 
questions carne to mind after the analysis of the results of the study. The 
following questions are proposed for further study. 

1. If this study were to be replicated in Somalia, Bosnia­
Herzegovina, Rwanda, Haiti, and Cambodia, to name a few currently 
politically unstable regions, would the results vary because of cultural 
differences? What factors besides culture would make the results differ­
ent? Assuming that the cultures in these places are different, different 
results may be expected. The apparent severity of the politica! unrest in 
these places, as evidenced by war and the presence of famine, point to 
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traumatic stress. The presence of famine is a confounding variable that 
may seriously influence the results. The relative youth of the political 
conflict in these regions (in comparison to the Philippine situation) 
would also affect the results. 

2. The results of this study may not have to do with culture. They 
may have to do with the gender of the respondents. Or they may be 
related to both the culture and the gender of the respondents. Would 
the results vary if men were the target population? 1 believe so, but only 
on the outcome variables of depression and life satisfaction. Men would 
score similarly on the relationship between coping, depression, life satis­
faction, education, and personal income. However, Filipino men would 
score much lower on depression and life satisfaction because they are 
more stoic and less emotional than Filipino women and because of their 
strong provider role. My personal anecdotal observations suggest that 
Filipino husbands in the Philippines are less content with their lives than 
are their spouses. 

3. What is the role of religious behavior? When does a victim start 
praying, and what does he or she pray for? How does religious behavior 
such as praying mediate traumatic stress? "Pray, trust in God" is an 
affective-focused coping item in the coping measure used and was re­
ported as almost always used as a coping behavior by ali the respondents 
in the study. The following propositions about "praying" are submitted 
for support and validation: (a) Praying presumes a belief and faith in a 
supernatural power who or which can keep or change the situation 
about which one is praying; (b) it involves asking the supernatural power 
to keep one in a desirable state or to change an undesirable condition; (c) 
the victim of traumatic stress starts praying as soon as he or she recog­
nizes a threat of danger; (d) victims pray for different things at different 
stages of the general adaptation syndrome (Selye, 1976); in the alarm 
stage, the victim prays for the "unreality" of the threat of danger; in the 
resistance stage, the victim prays for personal safety, situation reversal, 
and/or the situation not to get worse; and in the exhaustion stage, the 
victim prays to be kept alive or to bear or end pain and suffering; and, 
finally, (e) praying mediates stress because it provides hope, which allows 
one to hold on and to continue resisting. 

4. What is the role of optimism? Can it be measured? This study 
showed the resilience of women in circumstances of political unrest. 
Optimism has been described as "an inclination to put the most favor­
able construction upon actions and events or to anticipate the best pos­
sible outcome" (Merriam-Webster, 1984, p. 829). To be optimistic re­
quires being both realistic and hopeful about a problem situation. It 
mediates traumatic stress because problem-solving strategies are in-
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volved in an optimistic outlook. It presupposes that the problem has 
been appraised and that all possible interventions have occurred, but 
because there is no assurance of problem resolution from the interven­
tions, the individual can only hope for positive results. Personality fac­
tors may also influence optimism about a difficult situation. One ap­
proach to developing a measure of optimism would be to present a 
vignette video of a problem situation to a group of research participants, 
then to ask the participants to list and describe all the factors that made 
them feei optimistic or not optimistic about the situation. Responses 
should be content-analyzed, and themes or categories of responses 
should be developed from the content analysis. From here, a series of 
reliability and validity tests of the instrument should follow to develop a 
reliable and valid quantitative measure of optimism. 

5. What measures are there to quantify denial, minimizing, disso­
ciation, hardiness, and endurance as coping processes? There is a well­
known measure of hardiness (Kobasa, 1 983), but there are not published 
instruments that measure the other concepts. 

6. What does it mean for women in other cultures to have an educa­
tion and their own personal income? Which one of these variables is 
more important to women and why? Which variable is more predictive 
of women's mental health? Having an education and having one's own 
personal income have different meanings to women in diverse cultures. 
It may therefore be proposed that education, more than personal in­
carne, would be predictive of women's mental health in general. 

In sum, although conjectural at this point, the role and significance 
of culture as a buffer to the potential negative impact of politica! insta­
bility in a country on its citizens are underscored. For the sake of science 
and its gaal of providing direction to those who use the knowledge 
embodied in it, further validation of the buffering effects of culture on 
stress is in order. 
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Psychotherapeutic Work 
with Refugees 

GUUS VAN DER VEER 

INTRODUCTION 

In 1986, the author of this chapter started to work as a psychotherapist at 
the Social Psychiatric Service for Refugees 1 in Amsterdam, Netherlands. 
The staff of this service had years of experience with the use of psycho­
therapeutic techniques with refugees, but very little of it had been docu­
mented. Therefore, the author started to make reports of all therapeutic 
interviews he conducted, and to collect written material about the prob­
lems of refugees and other victims of trauma and the experiences in 
treating them. At the same time, the author consulted a selection of the 
available literature on psychology and psychiatry to find possibilities for 
making extrapolations that could help to enlarge the insight into the 
problems of refugees. The confrontation between the author's six years of 
practicat experience,2 the knowledge he found in the professional 

1Now the Pharos Foundation, Health Service for Refugees, Department of Mental Health. 
2The practica! experience was described in reports of 3,387 therapeutic sessions, divided 
over 120 clients of 20 different nationalities, with very divergent cultural, religious, and 
ideologica! backgrounds. 

GUUS VAN DER VEER • Pharos Foundation, Health Service for Refugees, Department 
of Mental Health, Prins Hendrikkade 120, JOII AM Amsterdam, The Netherlands. 

Beyond Trauma: Cultural and Societal Dynamics, edited by Rolf]. Kleber, Charles R. Figley, 
and Berthold P. R. Gersons. New York, Plenum Press, 1995. 
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literature, and the knowledge and experience he encountered in numer­
ous discussions with colleagues working in the same or a closely related 
field resulted in a body of practica! know-how3 (Van cler Veer, 1992, 
1993). 

In this chapter, the reader will be introduced to this know-how 
through the discussion of three main assumptions: 

1. For refugees, traumatization is not a relatively isolated incident 
or set of events, but a cumulative, ongoing process. 

2. Overcoming cultural differences is an important ingredient in 
working with traumatized refugees. 

3. Psychotherapy with refugees is a matter not of inventing com­
pletely new techniques, but of creatively adjusting a variety of 
existing techniques. However, psychotherapy with refugees 
makes special demands on the professional attitude of the psy­
chotherapist. 

TRAUMATIZATION AS A CUMULATIVE ONGOING PROCESS 

For refugees, traumatization is usually nota specific traumatic event 
m the sense of an isolated incident or a set of events which have left 
painful scars. More often, it is an enduring, cumulative process that 
continues during exile because of distinct new events, both in the native 
country and in the country of exile. It is a chain of traumatic and stress­
ful experiences that confront the refugee with utter helplessness and 
interfere with her or his personal development over an extended period 
of time. 

3This practica! know-how includes (a) an overview of the diverging trauma tic events that 

refugees report (e.g .• politica! repression. detention. torture. terror, battlefield experi­

ences, disappearance of relatives and friends, separation and loss of families and friends, 

hardships du ring the flight or in refugee camps, and exile and (b) descriptions of behav­

ioral and emotional reactions to these trauma tic experiences-analyzed in terms of diver­

ging theoretical approaches, discussed in relation to various individual characteristics 

(e.g., commitment to an ideology or the presence or absence of protective factors) and 

transformed in lists of relevant diagnostic questions-as well as information about their 

reactions to being uprooted from their familiar surroundings and having to adapt to a 

new and different cultural environment; (c) concrete descriptions of techniques useful in 

counseling and psychotherapeutic work with refugees; (d) notes on the prescription of 

psychotropic medication; (e) discussions of the problems of special groups of refugees, 

like children, adolescents, and both male and female victims of sexual violence, and (f) a 

discussion of the consequences of working with refugees for the helping professional. 
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A typical example is the following case. A client reported that he 
first was arrested and tortured; during his detention, he witnessed the 
execution of his father; later, he underwent a mock execution; after 
three years of hardships in prison, he escaped; after his escape, he went 
into hiding for three month while living in constant fear; during the 
flight from his country, he suffered from hunger and cold; in exile, he 
received the news that his sister had died; and later, he suffered very 
much from receiving a negative answer on his request for politica! asy­
lum. Detention and torture took place while the client was 16 years old. 
When he was seen by the therapist, he was 22. His main complaints were 
intrusive memories of traumatic experiences, panic attacks, and night­
mares. During the therapeutic interviews, it became apparent that this 
client, regarding the development of social cognition and the self­
concept, was functioning partly at an early-adolescent level. Also, he 
seemed to have a problem in dealing with his aggressive impulses, which 
made him feei as if he had become a different person. 

Refugees suffering from posttraumatic symptoms often attribute 
their suffering primarily to recent events that have been experienced as 
traumatic (e.g., a racist incident, a negative answer to their request for 
asylum, receiving bad news from their native country, insufficient hous­
ing conditions, failure to get a job, or not succeeding in making friends 
in the country of exile). Only a minority of them mentiona change in 
their character resulting from less recent traumatic experience (by say­
ing something like, "1 have become weaker," "1 have become very impa­
tient," "1 became a bad person"). Later, it may become clear that the 
recent experiences that most refugees see as the main cause of their 
suffering, on top of being unpleasant and stressful in themselves, have 
brought back memories of traumatic experiences of a less recent date. 
The recent events then seem to be interpreted as proof of the refugee's 
implicit conviction that his or her flight has brought neither freedom 
nor an end to suffering resulting from organized violence, but a never­
ending accumulation of hardships and pain. 

R., a 28-year-old refugee from an African country, had been detained f()r 
politica! reasons and tortured. After his release, he was conscripted for mili­
tary service. He was sent to the front in an ethnic civil war and witnessed 
many bloody scenes and atrocities. Du ring the two years he spent at the front, 
he saw many of his buddies die. In his first interview with the therapist, he 
complained about being depressed and fearing a loss of control over his 
suicidal ideation. At first, he mentioned an immediate cause for his com­
plaints: He had been denied admission to three different institutes of educa­
tion on grounds he considered unjust. He was unemployed and felt that ali 
possibilities of giving his life meaning had been obstructed. In the discussion 
that followed, he mentioned that he had experienced a similar feeling in his 
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native country, at the time that his education had been interrupted by his 
detention and forced military service. He said that his flight had not given 
him any relief but had resulted only in a prolongation of his suffering from 
frustrating and painful experiences; the only difference was that, in Europe, 
the pain was not inflicted by brute force, but by more sophisticated forms of 
humiliation and discrimination. 

UPROOTING 

In addition to traumatization, refugees have experienced uproot­
ing: the experience of being forced to leave one's familiar surroundings 
and to settle in a new and unfamiliar environment for an indefinite 
period. Uprooting brings additional, ongoing stress because it involves 
at least three forms of loss (cf. Coelho, 1982): 

1. The loss of love and respect experienced in the relationships 
with family and friends; this may include, for instance, the loss of 
respect that was experienced in connection with companions in 
distress during detention and combat. 

2. The loss of social status, which may be accompanied by discrimina­
tion; in the country of exile, most refugees have to start at the 
bottom of society. The students among them also experience a 
decline in social sta tus through a decline in their academic achieve­
ments due to language difficulties and the necessity of adapting to a 
differenteducational system from the o ne they were used to, which 
often does not recognize the diplomas achieved in the native 
country. Also, refugees requesting assistance from a therapist take 
the risk oflosing the respect of their compatriots just because they 
are seeing a mental health professional. 

3. The loss of a familiar social environment; with its mutual obliga­
tions and dependencies, which gave meaning to life. This loss is 
experienced, for instance, through the ignorance and lack of 
interest of the people in the country of exile with regard to the 
situation in the refugee's country. 

Uprooting can cause various long-lasting adjustment problems, 
such as language problems, problems in adjustment to alien cultural 
values, and homesickness. 

PHASES IN THE EXPERlENCES OF REFUGEES 

Analogous to the way in which Keilson ( 1979) distinguished three 
phases in the traumatization experienced by Dutchjewish children dur-
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ing and after World War II, the experiences of refugees can be ordered 
by distinguishing three phases: 

1. The phase of increasing politica! repression. 
2. The phase of major traumatic experiences, including experi­

ences like detention, torture, terror, combat experiences, the dis­
appearance of relatives or friends, and hardships suffered dur­
ing escape or in refugee camps. These experiences are 
connected with a variety of emotional reactions, including guilt 
and self-blame, mortal fear, disgust, bereavement, the feeling of 
having been deceived, and anger. 

3. The phase of exile, including stressful experiences such as re­
ceiving bad news from the native country, difficulties in cultural 
adjustment, language problems, social isolation, uncertainty re­
lated to the request for politica! asylum, and problems in finding 
housing or work. 

OVERCOMING CULTURAL DIFFERENCES 

Unfamiliar, Diverging Cultural Backgrounds 

Therapy with refugees often entails meeting people from cultural 
backgrounds with which the therapist is not familiar. Therapists have to 
face the fact that they cannot be sure in which way and how much the 
specific cultural background of a refugee has influenced her or his per­
sonality development. Also, therapists are not sure how culturally deter­
mined differences in family life and child development may be reflected 
in specific ways of coping with stress, specific psychological problems, or 
specific forms of transference. On the other hand, there is no reason to 
let oneself be intimidated by cultural differences in personal develop­
ment as long as there are strong indications that, above all cultural 
differences, the needs, the feelings, and the vulnerabilities we experi­
ence as people are the same the world over. 

Everyone who seeks assistance for mental problems would like tobe 
treated by an expert whom he or she considers trustworthy (cf. Peder­
son, 1981). But the criteria by which someone isjudged an expert and 
trustworthy are not the same in all cultures. The same is true of specific 
therapeutic techniques: What is considered useful and credible in one 
culture may be thought of as stupid or immoral in another culture. On 
the other hand, sometimes, a refugee has more confidence in the help­
ing professional because the latter belongs to a different culture. For 
instance, the refugee may think the professional is more objective, more 
trustworthy, or better educated. 
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The therapist has to be attentive to cultural differences and flexible 
in the use of therapeutic techniques. For instance, therapists who want to 
use the discussion of dreams as a therapeutic technique must inform 
themselves of the ways in which dreams are interpreted in the refugee's 
cultural background. 

Beliefs about Mental Problems and Their Treatment 

Because of this difference in cultural background, helping refugees 
means also dealing with the condition of refugees having divergent ideas 
about mental problems and the way they should be treated. The kind of 
help a Western therapist can offer to a refugee does not always corre­
spond to what a doctor or healer in the refugees own culture can offer 
(Kinzie, 1978). For example, the refugee may expect tobe cured quickly. 
The idea that the complaints will disappear if the refugee learns more 
about himself or herself through a long series of talks is both strange and 
difficult to comprehend. 

In the eyes of the Western therapist, the distinction between "mad­
ness" and "normality" may be much less strict than it generally is in some 
African or Asian culture (Kortmann, 1986). Some refugees come from 
cultures where visiting a psychiatrist is a proof of madness. 

Beliefs about the Causes of Illnesses 

There are also cultural differences in the causes people ascribe to 
illnesses. For instance, in Cambodian culture, illness is thought to be the 
consequence of coming into contact with dangerous spirits, witchcraft, 
or sorcery (Eisenbruch & Handelman, 1989). The same belief is found in 
India (Srinivasa & Trivedi, 1982), in some Caribbean cultures (Can­
celmo, Millan & Vasquez, 1990), and in some African cultures. Occasion­
ally, this kind of explanation may be mentioned by refugees. However, it 
is the author's experience that traumatized refugees do not usually have 
much trouble in considering the idea that there may be a relationship 
between their symptoms and their traumatic experiences. 

Moreover, cultural differences are present in the ideas people have 
about the cause of traumatic experiences. In this connection Mollica and 
Son ( 1988) reported that Cambodian refugees who have been tortured 
relate the torture to the Buddhist concept of karma. Because of their 
karma, they feei responsible for their suffering. This view is opposed by 
the Western conception that torture is something done to the individual 
for politica! reasons. More generally speaking, it is important for the 
therapist to understand the cultural framework within which certain 
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symptoms are evaluated, as well as the causal explanations implicit in any 
cultural framework (Lee & Lu, 1989). 

Differences in Manifest Behavior 

Refugees from non-Western cultures may express their complaints 
in a manner unfamiliar to the Western therapist. The psychiatrist Giel 
( 1984) described the moaning and sighing of patients in an Addis A baba 
outpatient department. Initially, he found this behavior theatrical, but 
his interpreter was impressed by the patients' suffering. Further investi­
gation revealed that these patients were not suffering from a hysteric 
complaint but were really sick. Giel concluded, "The generally reserved 
Ethiopian apparently loses his armour of impassivity during illness" 
(p. 40). 

The same apparently theatrical behavior can also be observed some­
times in refugees, especially those who have gone into exile recently. 

Differences in Norms 

In addition, the refugee may be accustomed to different norms 
relating to what counts as morally responsible or healthy behavior, for 
example, with regard to taking care of relatives (e.g., refugees from the 
Middle East often have a negative opinion of adolescents who want to 
live independently of their parents, or of adults who allow their elderly 
parents to go to a nursing home) or to sexuality. In such cases, it is useful 
to explore these norms (cf. Agger, 1988; Brown, 1986). 

A. 0., a 25-year-old refugee from the Middle East, was very worried about his 
younger brother, who had come into exile with him and for whom he felt 
responsible. He had caught his brother masturbating and was worried about 
the consequences for his health. The therapist asked A. O. what he thought 
about the physical consequences of masturbation and how he viewed it mor­
ally. Also, the therapist explained that research in the West had shown mas­
turbation tobe a common form of sexual behavior. It was seen as preparation 
for other forms of sexuality, and the majority of the populat ion did not view 
masturbation as morally objectionable. 

Readiness to Talk about Personal Matters with a Stranger 

Another cultural difference directly influencing contact with the 
therapist is a readiness to talk about personal matters with someone 
outside the family. Kabela (n.d.) reported that Chinese and other East 
Asian patients, like those from the Middle East, are not used to talking 
about feelings of dejection or loneliness, or about sexual problems, be-
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cause they feel guilty or are ashamed. In some cultures-Japan, for 
example-personal feelings are discussed, but only through symbolic 
terms derived from nature, such as rain, dark, misty, cloudy (Kabela, n.d.). 
Denley (1987) noted that refugees from Indochinese cultures mask their 
personal suffering by politeness and smiles. In general, Asian clients 
often seem to avoid expressing their emotions. They tend to express 
psychic distress through physical complaints. In the first contacts, the 
therapist may mistakenly perceive them as passive; this passivity, how­
ever, should be seen as a cultural expression of respect for authority 
(Tsui & Schukz, 1985). 

According to the author's observations, people from Middle Eastern 
countries may begin by talking about trivial matters, even a bit tediously, 
before they are ready to discuss what is really bothering them. There­
fore, an inexperienced or impatient therapist may underestimate the 
seriousness of their problems. 

Gifts 

V. S., a refugee from a Middle Eastern country, started the first interview 
with a lengthy and minute discussion of last week's weather report. The 
therapist listened for a while and then mentioned that V. S.'s family doctor 
had called him, saying that V. S. was suffering from nightmares and panic 
attacks. V. S. reacted by amply discussing the abilities of his family doctor, 
which he considered outstanding, even more if one took into account that this 
doctor was a woman with a colored skin. The therapist confirmed that the 
family doctor was a good one and then asked about the frequency of the 
nightmares and the ways in which V. S. usually reacted to having them. Only 
after half an hour was he able to discuss the content of the nightmares. 

Another cultural difference has to do with donating gifts. In some 
cultures, it is normal for the client to give the therapist small gifts. Some 
refugees maintain this habit in their contacts with Western therapists. If 
the latter are not in the habit of accepting gifts, they will have to make 
this clear in a tactful manner. 

Corrective Feedback or Adjustment from the Therapist 

Corrective feedback from the therapist can help the refugee to 
understand what kinds of behavior are acceptable or unacceptable in 
particular situations (De Anda, 1984). In some situations, however, it is 
desirable for the therapist to conform to the expectations of the client. 

B. 0., an Islamic refugee, always drank a cup of coffee during the weekly 
therapeutic sessions. During ramadan, the therapist offered him his usual 
cup of coffee, but he refused. The therapist asked B. O. about how he 
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celebrated Ramadan and, as a result, did not offer B. O. any more coffee that 
month. 
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It is important for the therapist to be continuously aware of the 
communication problems that may arise as the result of cultural differ­
ences. For example, the therapist should be aware that people from 
particular cultures (e.g., Micronesian), and under certain conditions, 
may experience eye contact as threatening or disrespectful. 

Sometimes, the therapist may decide to accommodate a bit to the 
refugee. For example, the therapist may consider how her or his 
clothing will be viewed by refugees from various cultural backgrounds 
(cf. Vontress, 1981) or may examine the magazine covers in the waiting 
room from the point of view of an orthodox Muslim. 

Recognizing Misunderstandings 

In the author's experience, a therapist cannot always recognize 
when a misunderstanding has arisen. The consequence may be that the 
refugee interrupts treatment. Whenever a refugee misses an appoint­
ment, the therapist should inquire into whether some communication 
problem may exist without his or her being aware of it. In such cases, the 
misunderstanding is sometimes cleared up if the therapist takes the 
trouble to invite the refugee to come again by phoning her or him, for 
example, or writing a personalletter. 

Whatever the cultural background of the refugee, however, there is 
no need for the therapist to bargain his or her professional attitude. 
Genuine interest, respect, and tolerance of the anxiety in the client are 
basic conditions for counseling and therapy. Of course, the therapist has 
to make sure these features are recognized by the refugee, and this may 
be more difficult as a consequence of language problems and cultural 
misunderstanding. 

Final Remarks on Cultural Differences 

The importance of the cultural factor in communication problems 
with refugees should not be overestimated. Communication problems 
may have diverging causes, of which cultural differences are only an 
example. One cannot avoid communication problems with refugees 
through merely informing oneself about their various cultural back­
grounds. 

Moreover, culture should not be conceived of as a complete package 
of meanings fully determining all behavior and thinking of any individu­
al who grew up in this culture (cf. Knudsen, 1991). An alternative is 
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understanding cultural background as one of the factors contributing to 
the process of the identity development in each individual refugee. 
Meeting a refugee does not mean that one encounters a sort of repre­
sentative of an exotic world; rather, one meets an individual with a 
personal identity. The communication problems that the therapist may 
encounter while working with this individual should be analyzed in rela­
tion to the unique personality of this individual. 

ADJUSTING THERAPEUTIC TECHNIQUES 

On the level oftreatment techniques (cf. Sundberg, 1981), the ther­
apist should be careful in using a nondirective approach. Many refugees 
are unfamiliar with this approach and misinterpret it as a sign of inade­
quacy or a lack of interest. More generally, it is important that the thera­
pist take the time to explain again and again how her or his treatment 
works, why she or he is asking certain questions, what she or he expects 
from the refugee, and so on. In this connection, therapists and counsel­
ors may compare their services to those of a bank. Although at first it 
may seem complicated to explain ali the ins and outs of plastic cards and 
PIN codes, most refugees learn how to cash a check. And it does not 
usually make much difference whether the employee of the bank is 
white or black, male or female. 

DEVELOPING CULTURAL EMPATHY 

In order to overcome communication problems resulting from cul­
tural differences, the therapist must become informed about cultural 
differences in order to develop cultural empathy (Dahl, 1989). On the 
other hand, the therapist has to be aware that cultural sensitivity may 
become cultural stereotyping when the therapist underestimates the in­
dividual differences between people from the same culture. 

The helping professional can inform herself or himself about the 
cultural background of refugees by studying anthropological and other 
relevant sources about the cultures in question, or by contacting local 
experts. Of course, the refugee may also be an important informant. 
Many refugees are aware that communication problems may develop 
and are ready to explain things as soon as the therapist shows some 
interest. For her or his part, the therapist can prevent compounding the 
communication problems by explaining rules and standards common to 
Western society. 
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LANGUAGEPROBLEMS 

It is often thought that, in the ideal therapeutic situation, both 
therapist and client speak the same language fluently. Unfortunately, 
this is not always true; sometimes it is easier to discuss a private matter or 
a taboo in a second language, rather than in one's native tongue (cf. 
Sundberg, 1981 ). However that may be, psychotherapy with refugees 
often means that the therapist has to work with people who have grown 
up speaking very different languages. Refugees with personal problems 
often have difficulty concentrating or cannot remember what they have 
been taught. This usually has a negative effect on their efforts to learn 
the language of the country in which they are in exile. 

In the case of refugees who do speak the therapist's language, it is 
necessary to realize that they are likely to have just a limited vocabulary 
of common terms. They do not know or understand many of the terms 
which they need to describe or express their emotions. Thus, they are 
limited in their ability to articulate their problems. The therapist must 
take care that what he or she says comes across in the intended manner. 
He or she must be constantly alert for misunderstandings stemming 
from the use of a unfamiliar language. In such cases, therapeutic ses­
sions will be slower than usual and often cannot be limited to the stan­
dard 45 minutes. 

CULTURAL BIAS AND DIAGNOSIS 

Cultural bias can be an obstacle to diagnosis. Diagnostic errors are 
easily made in misinterpreting behavior that impresses the Western clini­
cian as theatrical, manipulative, troublesome, or avoidant. Observations 
of such behavior may tempt the practitioner to diagnose a refugee as 
suffering from a personality disorder, as described in DSM-IV (Ameri­
can Psychiatric Association, 1994). In some cases, that may be correct. It 
is also possible that the refugee's behavior would be completely adequate 
in his or her specific cultural background. 

Moreover, the aforementioned types of behavior can sometimes be 
explained as the result of a learning process. Behaviors belonging to an 
adequate pattern of coping responses in an enduring traumatizing situa­
tion have become habitual. If the clinician fails to identify these behav­
iors as red herrings and diagnoses a personality disorder, his or her 
attention will be distracted from cues referring to posttraumatic symp­
toms. 

It is the experience of the author that posttraumatic symptoms 
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themselves, however, appear to be more-or-less the same in refugees 
from divergent cultural backgrounds (see also Alexander, Klein, Work­
neh, & Miller, 1981 ). Most of the refugees the author has attended who 
suffered from posttraumatic symptoms, like nightmares and flashbacks, 
quickly understood the connection between these symptoms and their 
traumatic experiences. A few of them initially ascribed their symptoms 
to some evil ghost or djinn, but it was never difficult to awaken their 
interest in the possible relationship between their symptoms and trau­
matic experiences. 

Often, the refugees whom the author and his colleagues (Vladar 
Rivero, 1992) attended to seemed to be fully aware of this cultural bias. 
They could live with it. In that sense, they did not seem to be narrow­
minded at ali. 

USING INTERPRETERS 

When the language barrier between therapist and client is so great 
that they cannot communicate adequately, an interpreter should be 
used. Using an interpreter leads to an unusual situation: Communica­
tion proceeds through a third person, who is usually not trained to give 
assistance, but who nonetheless makes a personal contribution in the 
course of the encounter. The interpreter's attitude toward the client 
determines the atmosphere in which the encounter will take place. This 
attitude does not always conform to what the therapist considers desir­
able. A sympathetic, businesslike, or authoritarian, patronizing attitude 
on the part of the interpreter may facilitate or impede the development 
of a relationship of mutual trust between the therapist and the client. 
The extent of the interpreter's knowledge of the client's cui ture may also 
facilitate the process. 

The interpreter's behavior may evoke certain feelings in the client. 
lf the interpreter is a compatriot, the client may be comforted by his or 
her presence. But the client may also be ashamed of problems consid­
ered a sign of madness ora cause for contempt in their common culture. 
Sometimes, refugees distrust compatriot interpreters for political rea­
sons. lf the interpreter has the same politica! ideology as the client, the 
latter will be inhibited in expressing doubts about her or his own politica! 
convictions. 

The interpreter's gender may also influence the client's frankness, 
particularly about sexual problems. Various transference phenomena 
also may be present in the relationship with the interpreter. For exam­
ple, a client who feels that the therapist does not understand his or her 
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problems may direct his or her irritation at the interpreter, accusing the 
interpreter of not translating properly. Also, the therapist may vent her 
or his irritation at the client by directing it at the interpreter. 

Sometimes, the client places the interpreter in a difficult situation, 
by telling him or her something and then asking him or her not to 

inform the therapist. 
Finally, the interpreter may make translation mistakes that result in 

a negative effect on the therapeutic process. Some of these mistakes can 
be attributed to words not having an exact translation (Sue & Sue, 1987). 
For example, it is difficult to find a completely satisfactory equivalent for 
disappointment in Persian. Price (197 5) cond ucted research on the mis­
takes made by three Hindustani interpreters working in a psychiatric 
practice in Australia. He found that translation mistakes very rarely led 
to a wrong diagnosis, but they did increase the time needed to make a 
diagnosis. According to Price, more mistakes were made in translations 
of the patients' answers (at most 15.5%) than in translations of the doc­
tors' questions (at most 7.4% when they were talking to psychotic pa­
tients, 4.2% when they were talking to neurotics). In translating the 
answers of patients who had been diagnosed as acutely psychotic or 
chronically psychotic, the interpreters made more mistakes (15.5%) than 
with neurotic patients (5.2%). 

The most common mistakes that interpreters made in translating 
doctors' questions were that they changed open questions into leading 
questions, they altered the content of questions, and they added their 
own comments. Their mistakes in translating patients' answers included 
leaving out part of the answer, adding something to the answer, and 
making mistakes because of their limited knowledge of English. 

Various authors have formulated recommendations concerning the 
use of interpreters in a therapeutic context. Pentz-Moller, Hermansen, 
Bentsen, and Knudsen (1988) claimed that it is important for the inter­
preter to speak in the first person whenever the person speaking does 
so. Also, they considered it of vital importance that the interpreter feel 
empathy for the refugee, but this should not lead the interpreter to 
intervene in the treatment without the consent of the therapist. They 
considered it important that the interpreter have some knowledge of 
such relevant topics as the different forms of torture. Baker (1981) 
claimed that it is important to inform interpreters about the basic princi­
ples of the therapist's approach, for example, that she or he assumes the 
client has to make decisions himself or herself, that the topics discussed 
during sessions are confidential, and that silence during sessions may be 
meaningful. In addition, Baker regarded it necessary that the interpret­
er feel involved with the client, even if interpreter and client are from a 
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different social class or background. Baker preferred interpreters who 
did not suffer from psychological problems themselves; they provided 
an adequate identification approach for the client and were less likely to 
Iose their objectivity during sessions. 

Putsch ( 1985) also considered neutrality and objectivity important 
characteristics of a good interpreter. Often, the client brings along 
friends or relatives to interpret. Putsch considers them unsuitable. They 
have the advantage of being familiar with the client, but the disadvan­
tage of not being objective. This lack of objectivity affects their transla­
tions. For example, they may exaggerate or minimize the client's com­
plaints. In the case of children (who often learn the new language faster 
than their parents), playing the role of interpreter can disturb the exist­
ing family hierarchy. Also, Marcos ( 1979) considered relatives less suit­
able as interpreters because often they answer the therapist's questions 
without even putting them to the client. 

Therefore, a preferable interpreter is one who does not know the 
client, but who is somewhat familiar with the procedures used by the 
therapist. But even then, the therapist must be aware ofthe possibility of 
incorrect translations and the loss of information, specifically informa­
tion pointing to thought disorders or covert depression (Sabin, 197 5 ). 
Incidentally, cultural differences may also hinder the contact between 
therapist and interpreter. Because of their own cultural values, inter­
preters may feel uncomfortable with some questions about sex (Rendon, 
1989). 

Another problem with interpreters is that they may have experi­
enced traumatic events similar to those of the refugee. In this case, the 
interpreter may want to avoid unhappy memories for herself or himself 
by not translating accurately, evading certain topics, changing the sub­
ject, informing the therapist that the interview is too stressful for the 
refugee, and so on (Westermeyer, 1989). 

The following procedure has sometimes been used by the author. 
One way of maintaining the client's anonymity, and thereby increasing 
the chance that he or she will discuss problems openly, is to use a loud­
speaker telephone and the services of externa! interpreters. Then, there 
is no need for the interpreter to meet the refugee personally; the inter­
preter does not know what the client looks like and need not even know 
his or her name. The disadvantage of this method is that gestures and 
other nonverbal aspects of communication are lost. 

When an unfamiliar interpreter is to be present, the client's embar­
rassment or suspicion may be reduced if the interpreter introduces him­
self or herself to the client before the session so that they have a chance 
for an informal chat. It may also be very worthwhile for the therapist to 
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have a preparatory conversation with the interpreter. It may be very 
enlightening to find out whether certain questions (e.g., about sexual 
behavior) can be expressed at ali by this interpreter in the client's lan­
guage. In spite of the language barrier, eye contact between the therapist 
and the client facilitates the client's understanding of what is being said 
without the intervention of the interpreter. Keeping questions and re­
marks concise also helps to improve communication. Long questions 
mean that the therapist has to direct more of his or her attention to the 
interpreter than to the client. Sessions should be prepared beforehand, 
if necessary in consultation with the interpreter. Sometimes, it is useful 
for the therapist to explain to the interpreter why she or he is saying, or 
asking, certain things. 

Using an interpreter from the same country or region as the refu­
gee has an advantage. Not only do they share the same language, but 
they also share the same cultural background. Also, working regularly 
with the same interpreters increases the therapist's understanding of 
other cultures. 

The emotional reactions of interpreters du ring therapeutic sessions 
are sometimes a useful source of information. If the therapist sees that 
the interpreter is embarrassed or surprised or shows some other emo­
tional response, he or she may interrupt the session to consult the inter­
preter about the reasons for this reaction. 

Sometimes, it is useful to ask the interpreter for an opinion of the 
client's emotions. Such interventions break the conventional boundaries 
of the interpreter's role, and she or he becomes a bicultural cotherapist. 
Proper training is necessary to enable an interpreter to fulfill this role 
adequately. 

In the United States, much experience has been gained in the coop­
eration between American and Vietnamese or Cambodian cotherapists, 
and in providing special training programs for the latter (see, for exam­
ple, Teter, Maudlin, Nhol, Conkin, & Sum, 1987). 

THE ATTITUDE OF THE PSYCHOTHERAPIST 

Does helping refugees with psychotherapeutic techniques and 
methods require a specific attitude from the helping professional? The 
author's experiences suggest that psychotherapy with refugees is a mat­
ter not of inventing a totally new method, but of creatively adapting a 
variety of existing methods and techniques and procedures. 

The goals of psychotherapy with refugees are as varied as the goals 
of psychotherapy in general. However, they always include two very 
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concrete objectives: supporting the refugee with regard to his or her 
daily functioning and creating a future in the country of exile. The 
various goals, methods, techniques, and procedures can be described in 
terms of diverging theoretical approaches. U p to this point, psycho­
therapy with refugees does not seem to be very special. 

However, on a different level of analysis, psychotherapy with refu­
gees does have some special features. First, it includes a risk for the 
therapist, a risk of becoming overwhelmed by feelings of powerlessness 
as a resuh of being confronted with clients suffering from ongoing trau­
matization. Tlie ongoing traumatization of a refugee may obstruct a 
progressive development in his or her functioning or may result in a 
regressive development. Ongoing traumatization may have this result 
even when the therapist does his or her work adequately and the refugee 
does ali he or she can to use the opportunities the therapy is providing. 
That is not encouraging for either party. Suggestions for dealing with 
overwhelming feelings of powerlessness have been given elsewhere (Van 
cler Veer, 1992). 

Second, the specific quality of the problems of refugees makes spe­
cial demands on the professional attitude of the practitioner. Because of 
their experiences with perpetrators who did not leave them any self­
determination or control over their situation and their own body, and 
who were not interested in their weli-being and humiliated them, some 
refugees may be extremely sensitive. As a result of traumatization, many 
refugees have a generalized feeling of being powerless, humiliated, and 
not taken seriously. In exile, this feeling is often reinforced by daily 
experiences (like receiving bad news from the native country, receiving a 
denial of politica} asylum, or being confronted with a negative attitude 
toward refugees). 

As a result, some refugees are aliergic to anything in the behavior of 
the therapist and her or his co-workers, or in the procedures of the 
institute in which they are employed, that resembles, however slightly, 
humiliation, indifference or abuse of power. For example, an individual 
refugee may feei extremely offended by such questions as "What kind of 
help do you expect from us?"; by an insufficiently explained postpone­
ment of a therapeutic interview, by a psychiatrist prescribing psycho­
tropic medication hurriedly, or by a snappy sound in the voice of a 
receptionist. 

Therefore, in order to be effective, the behavior of the therapist 
and her or his co-workers should express respect, interest, willingness to 
give the refugee control over his or her situation, and hospitality. Be­
cause of the possibility of cultural misunderstandings, ali this should be 
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expressed in a way that is understandable to people of diverging cultural 
backgrounds. 

This attitude of respect, interest, willingness to give the refugee 
control over his or her situations, and hospitality can be expressed in 
many different ways, by various persons, and in many situations (e.g., in 
the waiting room, during telephone calls by the receptionist, during the 
discussion of traumatic experiences with the therapist, or during a dis­
cussion of the possible prescription of medication with the psychiatrist). 
More generally, it can be communicated by a willingness to deviate, if 
necessary, from fixed procedures by everybody who is in any way in­
volved in the treatment, including the administrative personnel. 

Any client, no matter what his or her background, deserves respect, 
interest, and the opportunity for self-determination, but it may be a bit 
more difficult to convey this attitude to refugees. The example of a 
waiting, nondirective approach that may be considered a sign of lack of 
interest and of incompetence by refugees from non-Western back­
grounds has already been mentioned. In the same connection, other 
therapeutic conventions should be open to reconsideration. For in­
stance, psychotherapists, often for good reason, do not give priority to 
listening to the political opinions of their clients. But in therapy with 
refugees, it is often a very important subject. 

In order to be able to express the aforementioned attitudes, alert­
ness for cultural misunderstandings, as well as alertness to one's own 
reactions that are the result of ethnocentrism or xenophobia, is needed. 
Also, the therapist needs patience and perseverance, like the patience 
and perseverance of a counterclerk who has to explain the intricacies of 
the public transport system of a city to a lost tourist. 

The combination of the aforementioned features reflects the spe­
cific characteristics of counseling and psychotherapy with traumatized 
refugees. When these specific characteristics have to be summarized in a 
few words, it could be stated that therapy with traumatized refugees is 
an ongoing effort to help or stimulate the client to regain his or her 
liberty, in the sense of acquiring control over posttraumatic symptoms 
that interfere with present psychological functioning and the oppor­
tunities for future psychological development. In that sense, it is very 
concrete. For example, the therapeutic interviews can be structured as 
opportunities for the client to make well-considered concrete decisions 
that have important consequences for her or his future: the decision to 
talk or not to talk about traumatic experiences, the decision to use or not 
to use psychotropic medication, and the decision to change or not to 
change daily routines. The aforementioned attitude requires flexibility 
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in the therapist; it will be demanding to combine such a viewpoint with 
the bureaucratic tendencies in some organizations for mental health and 
with a rigid adherence to particular therapeutic procedures. 

N. N., a 42-year-old refugee, found ajob, which made it impossible for him to 
continue therapeutic sessions within the usual office hours. The therapist was 
ready to give him a weekly appointment early Monday evening, but this 
resulted in problems with the security officer of the office building. 

FINAL REMARKS 

At first a little stunned by the horror in the stories of his clients, 
intimidated by the invalidating character of their symptoms, and also 
impressed by the strength of their coping skills, the author of this pa per 
now has an essentially optimistic view of the possibilities of helping 
refugees with psychotherapeutic techniques. Even with limited re­
sources, it is possible for a psychotherapist to build up expertise with 
regard to this category of clients. Psychotherapy with refugees appears 
to be within the reach of the average professional in the mental health 
sector, assuming that he or she is ready to plunge into the backgrounds 
of the patients and to listen to the stories of refugees and is allowed to 
adapt procedures and organizational structures in a way that meets their 
specific needs. 
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The Prevalence, Trauma, and 
Sociocultural Causes of 

Incestuous Abuse of Females 
A Human Rights Issue 

DIANA E. H. RUSSELL 

INTRODUCTION 

"Ijust did what he told me to do," declared Irma Viljoen (pseudonym), a 
white South African incest survivor who was sexually abused by her 
stepfather from the age of 8 to 13. Irma, now 25 and recently divorced, 
has attempted suicide eight times. She was 13 years old when she first 
tried to kill herself. Her stepfather, Piet Viljoen, succeeded in silencing 
her until she was almost 16-three years after his marriage to her moth­
er broke up. This is how Irma described his method of silencing her: 

He threateneel to hit me if I ever spoke about it. He useel to sit there in the 
afternoons with his gun anei threaten me. At a !ater stage when l went to 
boareling school, he threatened to kill me. When l was about 1 O or Il, he 
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made me watch two movies and then do what the women did in them. In one 
of the movies a lot of men raped a woman and did whatever else they wanted 
to her. The other movie showed a woman being cut up alive after the men 
had sex with her. My stepfather threatened to do the same to me if I told 
anyone what he was doing to me. That is why 1 would rather have died than 
tell anyone. The movies pumped into my head that "this is my life.'" (Russell, 
1993a, p. 1 O) 

This is how Irma described what it was like to live with her step­
father: 

1 was always petrified of him because he was so strict. 1 just did what he told 
me to do. He used to send my sisters and my brother to their friends. He 
allowed them to play and take part in sports-anything to get them away 
from the house. Then he abused me. He wanted me to touch his penis. 1 must 
have been about nine when the intercourse started. He also did it behind 
[sodomized her]. He used to give me presents of money and sometimes food 
if 1 did what he wanted. Later on the abuse was sometimes every day, some­
times every two days. Every time he did it he told me it was because he loved 
me and because my Mom couldn't give him a child [she had had a hysterec­
tomy] .... The main thing 1 can remember is that 1 used to get so sick­
vomiting and bleeding [from oral sex and vaginal rape]-and because 1 
vomited, he gave me a hiding. (Russell, 1993a, p. 10) 

Irma was also sexually abused and raped by her older brother. "He 
used to call mea whore and he threatened to tell others that I was a whore 
because I was having sex with him. That cracked me up." In addition, 
seve rai other relatives sexually assaulted Irma: "By that time, I could not do 
anything," she explains. "1 just let them do what they wanted to .... I was 
broken." After another suicide attempt and an emotional breakdown, 
Irma confides, "I was very furious that I wasn't dead." 

Irma's story is o ne of many that reveals what some fathers are do ing in 
the privacy of their homes. Piet Viljoen was a petty dictator who fashioned 
his home into a hell reminiscent of a mini-concentration camp. His threats 
to murder his daughter were intended to ensure that his secret life of sexual 
torture would go to the grave with her. It almost did. 

The purpose of this chapter is to document the prevalence and 
effects of incestuous abuse, to suggest some of its major structural and 
cultural causes, and to note that it qualifies as a form of torture in many 
instances and should thus be treated as a massive gender-related human 
rights issue. 

DEFINITIONS ANO TERMINOLOGY 

In most Western societies the legal definition of incest has been 
limited to sexual intercourse between blood relatives. Most clinicians and 
researchers have expanded this narrow definition to include sexual 
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abuse by non-blood-relatives and sexual acts such as oral and anal sex, as 
well as genital fondling. 

Broader definitions of this kind necessitate a further distinction 
between abusive experiences and nonabusive sex play between relatives 
who are peers. Hence, I have defined irzcestuous abuse as any kind of 
exploitive sexual contact or attempted contact that occurs between relatives, no 
matter how distant the relationship, before the victim turns 18 years old (Russell, 
1986). Experiences involving sexual contact that are wanted and that 
occur with a peer are considered nonexploitive. A "peer relationship" is 
defined as one in which the age difference between the participants is 
less than five years. Because of the power relationship inherent in age 
differences of five years or more, it is assumed that sexual contact in 
such situations are abusive, whether or not they are wanted. The term 
incestuous abuse is preferred over incest to distinguish exploitive and non­
exploitive sexual contact between relatives. 

Some researchers prefer the term intrafamilial child sexual abuse to 
incestuous abuse. These terms are used synonymously in this chapter. 

Many of the women who have been victimized by incest prefer to 
refer to themselves as incest survivors rather than as incest victims. The 
term suroivor will be used in this chapter except where the term victim is 
more appropriate, for example, when I am discussing incestuous abuse 
at the time of its occurrence. It is also important to remember that an 
unknown number of incest victims do not survive. Some are murdered, 
suicide is quite common, and many suffer such incapacitating trauma 
that the term survivor is unsuitable. 

This chapter focuses on the prevalence of incestuous abuse rather 
than on its incidence. Prevalence refers to the percentage of people-in 
this case, females-who have been victimized by incest at some time in 
their lives. lncidence refers to the number of cases that occurred within a 
specified period of time-usually one year. Focusing on prevalence bet­
ter conveys the magnitude of this problem. 

THE PREVALENCE OF INCESTUOUS ABUSE 

David Finkelhor (1994) reviewed nearly two dozen prevalence sur­
veys of child sexual abuse that were "conducted on large nonclinical 
populations outside ofNorth America" (p. 410) (only four ofwhich were 
easily accessible in English-language journals or books). In those coun­
tries where more than one such study had been conducted, he selected 
the study that was largest in its geographical scope and population, and 
hence the closest to being national, for the purposes of comparison. He 
noted that these studies are "extremely variable in their scope and quali-
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Table 1. A Comparison of Prevalence 
Rates of Incestuous Abuse of Female 

Children in 16 Countriesa 

Country Prevalence per 1 00 

Australia 10 
Austria 9 
Belgium 6 
Canada 8 
Costa Rica 14 
Denmark 6 
France 2 
Great Britain 2 
Greece 5 
Netherlands 16h 
New Zealand 12 
South Africa 10 
Spain 4 
Sweden 2 
Switzerland 6 
United States 8 

a Extrapolated from Finkelhor ( 1994, Table 2, p. 412). 
•Finkelhor reported a 15% prevalence rate for the 
Netherlands, but according to Ne! Draijer's raw figures 
(1990), the prevalence rate was 16% when rounded to 
the nearest whole number (164 of the 1,054 women in 
Ne! Draijer's sample reported at least one experience of 
incestuous abuse, which amounts to 15.56% of the sam­
ple). 

ty," ranging from "sophisticated national probability samples and house­
hold interview studies to local convenience sample studies of university 
students using self-administered questionnaires" (p. 41 0). They were 
also largely confined to English-speaking and northern European coun­
tries (see Table 1). 

Most of these studies included males as well as females in their 
samples and reported prevalence data for extrafamilial and incestuous 
abuse combined. Fortunately, the majority of them also provided infor­
mation on incestuous abuse as a percentage of child sexual abuse in 
general, making it possible to extrapolate separate prevalence rates for 
incestuous abuse. Since this chapter focuses on the incestuous abuse of 
females, the comparisons reported in Table 1 are confined to those 
studies reported by Finkelhor that pertain to this form of child sexual 
abuse. 

Table 1 shows that the prevalence rates range from a low of 2% 
in France, Great Britain, and Sweden, to a high of 16% in the Nether-
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lands. Finkelhor (1994) suggested that Nel Draijer's high 16% preva­
lence figure for the N etherlands ( 1990) "almost certainly stems from 
the numerous detailed screening questions and sensitive interviewing" 
(p. 411) that she did, revealing the key ro le that methodology plays in 
these studies. Indeed, Draijer partially modeled her study on my San 
Francisco survey (Russell, 1986), in which a prevalence figure for in­
cestuous abuse of 16% was also found. (Note that Finkelhor chose a 
U .S. survey that was national in scope rather than my one-city survey 
for his international comparison.) Since Draijer's prevalence figure ap­
plies to females under the age of 16, whereas mine applies to females 
under the age of 18, the Dutch prevalence rate is slightly higher than 
the rate 1 found in San Francisco. 

Even though Draijer's and my 16% prevalence rates for incestuous 
abuse are considered high, 1 believe that this figure significantly under­
estimates the magnitude of the problem in San Francisco. Because my 
study was based on a household sample, some of the populations with 
the highest rates of incestuous abuse were excluded, for example, men­
tal hospitals, prisons, brothels, residential alcohol and other drug reha­
bilitation programs, battered-women's shelters, and homeless women. In 
addition, many women are known to repress traumatic experiences of 
incestuous abuse; for others, the abuse happened when they were so 
young that they cannot remember it. And other women in my study 
undoubtedly chose not to confide their experiences to the interviewer. 
Presumably, a prevalence rate of 16% constitutes an underestimate of 
the occurrence of incestuous abuse in the Netherlands for some of the 
same reasons. 

It seems reasonable to conclude that the prevalence figures report­
ed in Table 1 probably understate the magnitude of the incest prob­
lem in ali the other countries listed even more significantly than our 16% 
prevalence rates for San Francisco and the Netherlands. Finkelhor 
(1994) cautioned readers that "the variation in rates between countries 
probably does not reflect variation in true prevalence," noting that "sim­
ilar wide variations in rates have been found in studies within the U.S., 
and these have been shown to be explained by methodological factors, 
such as the survey methodology, the questions asked, and the definition 
of sexual abuse" (p. 411). Nevertheless, Finkelhor concluded: 

In every country where researchers have asked about it [child sexual abuse], 
they have found that an important percentage of the adult population­
measurable in simple surveys of adults-acknowledges a history of sexual 
abuse. These include countries where there has been agreat deal of publicity 
about the problem as well as those where publicity has been limited. This 
suggests the scope of the work that remains for those who wish to understand 
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the hidden sufferings of children in cultures ali around the world as well as 
for those who wish to change it. (p. 413) 

THE TRAUMA OF INCESTUOUS ABUSE 

The research and clinica! literature has documented many serious 
immediate and long-term consequences of incestuous abuse, ranging 
from depression to multiple-personality disorder. Angela Browne and 
David Finkelhor ( 1986) concluded their classic review of the empirica! 
literature on consequences by noting that child sexual abuse "is a serious 
mental health problem, consistently associated with very disturbing sub­
sequent problems in a significant portion of its victims" (p. 163). In a 
more recent review, Finkelhor (1990) noted that later studies have con­
tinued "to establish the connection between a history of sexual abuse 
and a variety of mental health symptoms and pathologies" demonstrat­
ing that "sexual abuse has a noxious impact both initially and in the long 
term" (p. 325). In his comparison of international epidemiological stud­
ies, Finkelhor ( 1994) pointed out that "all the studies that looked at long­
term effects also found a history of sexual abuse associated with adult 
mental health impairments" (p. 411). 

Defining the initial effects of child sexual abuse as "the reactions 
occurring within two years of the termination of the sexual abuse," 
Browne and Finkelhor ( 1986, p. 144) cited empirica! studies demonstrat­
ing reactions of fear, anxiety, depression, anger, hostility, guilt, shame, 
and inappropriate sexual behavior, such as open masturbation, excessive 
sexual curiosity, and frequent exposure of the genitals. 

With regard to the many long-term effects of incestuous abuse that 
have been documented by empirica! studies, Browne and Finkelhor 
pointed out that these studies succeeded in identifying significant differ­
ences between survivors of child sexual abuse and others, despite the 
fact that the abuse had occurred from 5 to 25 years previously: "More­
over, all these studies used fairly broad definitions of sexual abuse that 
included single episodes, experiences in which no actual physical contact 
occurred, and experiences with individuals who were not related to or 
not emotionally close to the subjects" (pp. 163-164). These effects, as 
well as those mentioned by other researchers (e.g., Briere, 1989; Court­
ois, 1988; Finkelhor & Browne, 1986: Finkelhor, 1990), are summarized 
in Table 2. 

Research has also shown that father-daughter incestuous abuse 
(both biologica! and stepfathers) is significantly more traumatic than 
other forms of incestuous or extrafamilial child sexual abuse by male 
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Table 2. Some of the Confirmed Consequences of Child Sexual Abuse 

Psychological manifestations 

Depression, "the symptom most commonly reported among adults molested as 
children" in the clinicalliterature (Browne & Finkelhor, 1986, p. 152). 

Anxiety, for example, anxiety attacks, nightmares, insomnia, and extreme tension. 
Chronic and acute somatizing, for example, psychosomatic illnesses, as well as aches and 

pains. 
Dissociation, such as "out-of-body experiences," and depersonalization. 
Feelings of isolation, stigma, or alienation, especially common in incest survivors. 
Negative self-image and poor self-esteem. 
Interpersonal problems, for example, relationships impeded by difficulty in trusting 

others, a sense of betrayal, fear, and hostility. These problems manifest in survivors 
having difficulties relating to men and women in intimate relationships (with a 
spouse or a sex partner) and nonintimate relationships; difficulties with parents, 
especially mothers in cases of father-daughter incest; and conflicts with parenting. 

Sexual maladjustment, such as sexual dysphoria, impaired sexual self-esteem, and 
sexual dysfunctions, for example, flashbacks, difficulty with arousal, difficulty 
achieving orgasm, sexual guilt, lack of sexual pleasure, negative associations with 
sexual activities and arousal sensations, and aversion to sex or intimacy. 

Mental illness, for example, dissociative identity disorder and borderline personality 
disorder. 

Physical symptoms ranging from headaches to nonorganically caused epilepsy. 
Gynecological problems, for example, problems with premenstrual tension and 

menstruation, endometriosis, persistent bladder infections, and cystitis. 
Attention deficit disorder. 
A sense of being different from others. 
Confusion of sex with love and caregetting and caregiving. 
Extreme dependency. 
An impaired ability to judge the trustworthiness of others. 
A perception of oneself as a victim. 
Identification with the aggressor. 
Phobias. 

Behavioral manifestations 

Self~destructive behavior, such as a history of suicide attempts, a desire to hurt oneself, 
deliberate attempt at self-harm, and suicide. 

Eating disorders, for example, anorexia, bulimia, and obesity. 
Substance abuse, including alcoholism and other drug addiction, as well as abuse of 

tranquilizers and other medications. 
Sexual effects, for example, avoidance of, or abstention from, sexual activity, precocious 

sexual activity, sexual preoccupation and compulsive sexual behavior, promiscuity," 
aggressive sexual behavior, inappropriate sexualization of parenting, and phobic 
reactions to sex acts used by the perpetrator. 

Prostitution. h 

Self-mutilation. 
H ypochondria. 
Giving birth at a younger age than non-incest-survivors. 
Antisocial acting out, for example, delinquency, criminal behavior, and truancy. 

(continued) 



178 DIANA E. H. RUSSELL 

Table 2. (Continued) 

Poor school performance and underachievement. 
Employment problems, often as a result of attention deficit disorder. 
Becoming a perpetrator of child sexual abuse (particularly common in male survivors). 

Other manifestations 

Revictimization; that is, child sexual abuse survivors are far more likely to be raped by 
another perpetrator, and to be raped and/or beaten by a husband. 

Own children become sexually victimized. 
Record of unnecessary surgery often due to chronic somatizing. 
Defection from religion of upbringing (in Protestants and Catholics). 

aI use the pejorative terms "promiscuity" and "prostitution" rather than "multiple sex partners" and 
"sex worker" to emphasize the lack of choice on the part of incest survivors who become promiscuous 
and/or cnter prostitution. 

•See previous footnote. 

perpetrators (Briere & Runtz, 1985; Browne & Finkelhor, 1986, p. 168; 
Russell, 1986). Mother-daughter incestuous abuse will probably be 
found to be more traumatic as well, since sexual abuse by a parent 
typically involves a greater sense of betrayal for the victim than does 
abuse by more distant relatives. The fact that such victims are usually 
trapped in these abusive relationships presumably compounds the trau­
ma. Therefore, many of the effects listed in Table 2 are likely to be 
significantly more serious in cases of parent-child sexual abuse. 

Although most experiences of incestuous abuse are not as extreme 
as in Irma Viljoen's description at the beginning of this chapter, it is clear 
that incestuous abuse is frequently a traumatic and severely damaging 
expenence. 

SOME SOCIOCULTURAL CAUSES OF INCESTUOUS ABUSE 

There are two major facts that any theory on the etiology of inces­
tuous abuse has to address. The first is the high prevalence rates, partic­
ularly in studies with methodologies that are appropriate for gathering 
data on taboo experiences. The second is that the perpetrators are pre­
dominantly male. For example, in his comparative international study of 
over 20 epidemiological studies discussed above, Finkelhor ( 1994) noted 
that "ali the studies reporting such information showed offenders 
against girls tobe disproportionately male (above 90%)" (p. 411). Fin­
kelhor noted elsewhere ( 1984) that the sexual abuse of boys or girls by 
female family members is "extremely rare" in comparison to their abuse 
by male family members. 
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The preponderance of male perpetrators of incestuous abuse re­
quires that the issue of gender be given a central place in causal explana­
tions, a fact often overlooked by theorists. For example, some theorists 
maintain that the majority of male incest perpetrators were themselves 
sexually abused in childhood (e.g., Groth, 1979). Frequently, their sexu­
ally assaultive behavior is seen as being caused by this abuse. However, 
girls are far more subject to this form of victimization than are boys 
(Finkelhor, 1994), yet far fewer females than males become incest per­
petrators. 

Clearly, both women and men have the biologica! capacity to sexu­
ally abuse children. Even if one were to concede that testosterone may 
account for a stronger sex drive in males than in females, it is very clear 
that many sociocultural factors play a significant role in males' greater 
willingness than females to act out this drive. Incestuous abuse of chil­
dren, rape, and sexual harassment of females would be rare if males 
were simply socialized to be uninterested in having sexual contact with 
unwilling partners. 

Male Sex-Role and Sexual Socialization 

Finkelhor and 1 (Russell & Finkelhor, 1984) have argued that many 
sex-role socialization practices common in patriarchal societies contrib­
ute to males' greater willingness to incestuously abuse females. For ex­
ample: 

l. Males are taught the importance of developing qualities re­
garded as masculine: aggression, power, strength, toughness, 
dominance, fearlessness, and competitiveness. These notions of 
masculinity frequently result in a predatory sexuality geared to 
proving manhood and establishing dominance over females 
(Russell, 1975, 1984). Hence, aggression and sexuality are often 
closely related in males. 

2. Males are trained that being hypersexual is vital to proving their 
virility and that it is important to "score" sexually-the more 
women, the better. Masturbation is not regarded as a satisfactory 
outlet. When opportunities for sex with appropriately-aged fe­
males are lacking, men may more readily turn to children. 

3. Males are encouraged to split feelings of respect, love, tender­
ness, and caring from sexual desire. This split enables many of 
them to treat females as sexual objects to conquer and control, by 
sexual and nonsexual means. Since females, in contrast, are 
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raised to value romance, love, and commitment, males often have 
to seduce, manipulate, or con them into having sex. 

4. Males are socialized to prefer partners who are younger, smaller, 
weaker, more innocent, more vulnerable, and more dependent 
than themselves. Sexual interest in children is highly compatible 
with these qualities. 

5. As a result of being socialized tobe hypersexual, males are more 
apt than females to define ali affectionate contact as sexual, and 
thus to become aroused by it. This confusion may facilitate men's 
sexual interest in family members. 

6. Males are expected to take the initiative in sexual relationships, 
and to overcome resistance, sometimes even to perceive resis­
tance as a cover for sexual desire. Hence, coercive sexuality has 
become normative male behavior. 

Male Supremacy and the Power lmbalance in the Family 

Judith Herman (1981) maintained that male supremacy creates the 
social conditions that favor the development of father-daughter incest. 
This is her theory: 

Male supremacy invests fathers with immense powers over their children, 
especially their daughters. The sexual division of labor, in which women 
nurture children and men do not, produces fathers who are predisposed to 
use their powers exploitatively. The rearing of children by subordinate wom­
en ensures the reproduction in each generation of the psychology of male 
supremacy. It produces sexually aggressive men with little capacity to nur­
ture, nurturant women with undeveloped sexual capacities, and children of 
both sexes who stand in awe of the power of fathers. 

Wherever these conditions obtain, father-daughter incest is likely to be 
a common occurrence. In any culture, the greater the degree of male su­
premacy and the more rigid the sexual division oflabor, the more frequently 
we might expect the taboo on father-daughter incest to be violated .... The 
same logic applies to particular families within any one culture. The greater 
the domination of the father, and the more the caretaking is relegated to the 
mother, the greater the likelihood of father-daughter incest. (pp. 62-63) 

The fact that men are typically the primary breadwinners also 
makes it extremely difficult to deal with the small minority of father­
daughter incest cases that are reported. When father perpetrators are 
convicted for their crimes, the family loses their primary breadwinner. 
This loss frequently has dire economic consequences for the mother and 
the children, which discourages mothers from believing and supporting 
their abused daughters in these circumstances. Hence, the economic 
power of males serves to protect them from receiving the punishment 
they deserve. This usually results in greater betrayal of these victimized 
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daughters, the intensification of their feelings of powerlessness, and the 
increased duration of the sexual abuse. 

Cultural View of Children as Property 

Just as females are viewed as the property of males, children are 
almost universally seen as the property of their parents. Some fathers 
assume that this gives them the right to sexual access, especially to their 
daughters. 

Here are two cases that illustrate this particular sociocultural con­
tributar to the occurrence of incestuous abuse: 

A step-father perpetrator said to his 14-year-old stepdaughter: 'Tve been 
your father since you were three. I've been a good father. You owe it to me." 
(Russell, 1984, p. 248) 

An adoptive father who molested his daughter when she was 13 years old 
said: "1 resisted, but he said, 'You do what you're supposed to do because I'm 
the parent and you're the child."' (Russell, 1984, p. 261) 

Male Entitlement 

Because of male supremacy and the feelings of superiority that 
males typically have vis-a-vis females in such cultures, males frequently 
feel entitled to dominate females and to have their sexual and other 
needs met by them. As Herman (1981) states: 

Implicitly the incestuous father assumes that it is his prerogative to be waited 
upon at home, and that if his wife fails to provide satisfaction, he is entitled to 
use his daughter as a substitute. It is this attitude of entitlement-to love, to 
service, and to sex-that finally characterizes the incestuous father and his 
apologists. (p. 49) 

This sense of male entitlement is one of the reasons why father­
daughter incestuous abuse is particularly likely to happen when mothers 
are unavailable for some reason, whether they are in the hospital giving 
birth, ill, out at work for long hours, or for some other reason. Many 
representatives of the family dynamics approach to incestuous abuse 
appear to believe that wives who do not sexually service their husbands 
are partially responsible for their daughter's sexual abuse. This sexist 
notion is o ne of many examples of mother-blaming typical in patriarchal 
cultures that contribute to letting the incest perpetrator off the hook. 
Many survivors of father-daughter incest also feel more intense rage and 
resentment against their mothers than against their fathers. Presumably, 
this rage reflects an expectation common in patriarchal societies, that a 
primary responsibility of mothers is to protect their children from harm. 
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Exposure to Mass Media That Encourage Child Sexual Abuse 

Many people would probably like to help themselves to merchan­
dise in stores without paying for it. However, most would be inhibited 
from so doing because they have been taught that stealing is wrong 
(interna} inhibition), and because they fear they will be caught (social 
inhibition). Similarly, although there is evidence that many males are 
predisposed to sexually assault females, many refrain from doing so 
because they think it wrong, cruel, shameful, and so on. 

However, the more messages males get from the culture that female 
children enjoy sex with adults, and/or that they deserve it because they 
are inferior creatures, and/or that they are not really human, the more 
men's interna} inhibitions will be undermined. For example, Edward 
Donnerstein and Daniel Linz have conducted numerous experiments in 
which they found that the viewing of woman-slashing films results in 
males' trivializing rape, blaming the victim, and becoming more accept­
ing of rape myths and interpersonal violence (Donnerstein, Linz, & Pen­
rod, 1987). These changed perceptions are likely to undermine the in­
terna} inhibitions of males who would like to rape a woman. 

Female children are frequently eroticized in the mass media, such as 
in movies, ads, newspapers, and magazines and on records. One bas only 
to remember the 12-year-old Brooke Shields being named in the United 
States as the most beautiful woman in the world to realize how female 
children are held up as an erotic ideal for women. And because what 
happens in the United States is broadcast ali over the world, the effects 
are not confined to that country. The more females are eroticized and 
objectified, the easier it is for males to overcome whatever interna} inhi­
bitions they may have against acting out their sexual desires with chil­
dren, including with children to whom they are related. 

Exposure to Pornography• 

Most Western nations have embraced pornography, and the nations 
of eastern Europe and the former Soviet Union are rapidly following in 
their footsteps. Although certain forms of child pornography are typ­
ically banned, some forms rarely are (for example, pornographic novels 

11 define pomography as material that combines sex and/or the exposure of genitals with 
abuse or degradation in a manner that appears to endorse, condone, or encourage such 
behavior. Erotica refers to sexually suggestive or arousing material that is free of sexism, 
racism, and homophobia, and that is respectful of ali the human beings and animals 
portrayed (Russell, 1993b, p. 2). For a detailed description and analysis of my theory of 
the causal relationship between pornography and rape, see Russell (1993b, pp. 120-150). 
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that glorify child-adult sex), and the banned material is often quite 
easily available under the counter, via the cottage industry of men's 
private collections, or by ordering from abroad as well as through na­
tional and international computer networks. 

A simple application of the laws of social learning suggests that 
viewers of pornography may develop arousal responses to children. 
Viewing pornography may also intensify or reinforce such desires in 
those who already have them (Russell, 1993b, Chap. 14). Masturbation to 
such pornography reinforces the association between sexual excitement 
and sexual assault. This is an example of masturbatory conditioning. 

The pervasive sexual objectification of females in pornography de­
humanizes them, thereby undermining some males' internal inhibitions 
against acting out their desires to sexually abuse girls and women 
(Russell, 1993, p. 135). We have seen that during war men find it easier 
to act aggressively toward those they perceive as objects or nonpeople 
than toward those they perceive as human beings (Brownmiller, 1975). It 
is important to point out that the use of adult women in pornography 
does not preclude girls from becoming targets of its consumers. 

Pornography also tends to undermine men's internal inhibitions by 
increasing their beliefs in myths about children's sexuality, by increasing 
their acceptance of interpersonal violence and the trivialization of sexual 
assault, by increasing their sex-callous attitudes and hostility toward fe­
males, by increasing their acceptance of male dominance in intimate 
relationships, and by desensitizing them to the horror of rape and chilcl 
sexual abuse, including incestuous abuse (Russell, 1993b, p. 139). 

In an experiment by DolfZillmann andJennings Bryant (1984), for 
example, male students who were exposed to 4 hours and 48 minutes of 
typical non violent pornography per week over a period of six weeks (the 
so-called heavy-exposure condition) were significantly more inclined 
than a control group to minimize the suffering caused by sexual assault, 
for instance, "an adult male having sexual intercourse with a 12-year-old 
girl" (p. 132). 

The Ineffectiveness of Institutions of Social Control 

Males who want to commit incestuous abuse and whose internal 
inhibitions have been undermined by one or more of the factors de­
scribed above may still refrain from acting out their desire because of 
fear of arrest and conviction. However, since men make the laws and 
control the legal and law enforcement institutions, they have ensured 
that they will very rarely be held accountable for incestuous abuse. The 
tiny minority of incestuous abuse survivors who report the abuse are 
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rarely believed and are frequently accused of making false charges. There­
fore, the perpetrators are absolved of responsibility for their behavior. 

Only a minute fraction of incest perpetrators ever serve time in 
prison. Hence, the fear of being caught does not serve as an effective 
mechanism of social control. Furthermore, there is a singular lack of 
success in treatment and rehabilitation efforts for the few incest per­
petrators who experience them, as judged by the recidivism that fre­
quently occurs. Nevertheless, incest perpetrators in treatment and reha­
bilitation programs are often released either by naive and wishful­
thinking professionals or because they received inappropriately brief 
prison sentences enabling them to continue their destructive behavior 
on the same or other children. 

In summary, notions of masculinity and femininity are components 
of the sexist ideology of patriarchal societies. The values responsible for 
the different socialization of males and females, the portrayal of females 
in the media and in pornography, and the male bias in the politica!, 
legal, and law enforcement institutions are ali manifestations of a sexist 
social structure and culture. Sexual abuse is a direct outcome of this 
pervasive sexism. In a nonsexist society, sexual abuse would be an aber­
rant rather than a normative behavior. 

CONCLUSION 

Amnesty International ( 1973 ), an organization whose aim is to protect 
the rights of politica! prisoners worldwide, defines torture as follows: 

The systematic and deliberate infliction of acute pain in any form by one 
person on another, or on a third person, in order to accomplish the purpose 
of the former against the will of the latter. (p. 31) 

This definition makes it clear that many cases of incestuous abuse­
particularly those in which the victim is trapped in a long-term relation­
ship with the perpetrator-qualify as torture. 

The authors of the Amnesty International Report on Torture (1973) 
stated that "Under every relevant international legal document torture is 
prohibited" (pp. 31-32). After citing many of these legal documents, 
Amnesty International concluded that 

It can safely be stated, accordingly, that under ali circumstances, regardless of 
the context in which it is used, torture is outlawed under the common law of 
mankind [sic]. This being so, its use may properly be considered tobe a crime 
against humanity. (p. 36; italics added) 

Yet when this crime against humanity takes the form of incestuous 
abuse, the victims are not perceived by policymakers or public opinion as 
equally deserving of rescue, treatment, or preventive efforts as are the 
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more readily recognized victims of torture. For example, international 
outrage has frequently been expressed for Western hostages in Middle 
Eastern countries whose treatment is defined as torture. Many female 
children are routinely subjected to much worse treatment by their fa­
thers or other male relatives in homes ali over the world. But the screams 
of these children are rarely heard, and when they are, they are fre­
quently greeted with apathy and blame. No matter how brutal the treat­
ment of incest survivors, it has never before been conceptualized as 
torture. Might it be that conceptualizing the more severe cases as torture 
would induce societies to take this ubiquitous crime more seriously in­
stead of dismissing it as a private and nonpolitical matter? 

To answer this question, it may be helpful to understand people's 
reluctance to perceive incestuous abuse as a significant and widespread 
crime against humanity. Could it be that, because incestuous abuse is 
typically inflicted on females by their male relatives, men-the major 
power holders in and out of the home-prefer to discount or minimize 
the a huse of this power over their female relatives? Whether or not this is 
the case, there seems to be little to prevent incest perpetrators from 
continuing to trap their victims in a state of sexual torture and to train 
them (not necessarily intentionally) to sexually service and serve men 
when they grow up. Despite Amnesty International's definition of tor­
ture, this organization appears to be unwilling to try to assist females 
who are tortured in their homes. Nor have they seen fit to recognize the 
widespread problem of incestuous abuse as a politica! crime. 

lncestuous a huse of females by males must be recognized as a politi­
ca! offense that both reflects and perpetuates the unequal power rela­
tions between males and females. The so-called sanctity of the family 
must no longer be used as a rationale for ignoring the pain and trauma 
resulting from the sexual abuse of women and children. 

Some people will reject this analysis because it emphasizes that soci­
ety's conception of masculinity is a key to understanding the incestuous 
abuse of females. While men are not responsible for their socialization, 
they are responsible for their unwillingness to embrace the changes nec­
essary to diminish and ultimately to eradicate their assaultive behavior. 
This fact must not be denied because some people, particularly men, are 
offended by it. We have seen the tragic consequences of Sigmund 
Freud's turning away from the reality of child sexual abuse because his 
colleagues could not face the fact that adult men were sexually abusing 
young girls, particularly their own daughters (Herman, 1981; Masson, 
1984; Rush, 1980). We must endeavor not to repeat this infamous cover­
up. We must face the fact that males are being socialized from the cradle 
to develop the attitudes and characteristics that will keep girls and wom­
en subordinated, on both an individual and a collective level. The enor-
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mity of the cost to females, and ultimately to males, requires our urgent 
attention. 
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What Went Wrong? 
Diagnostic and Ethical Problems in Dealing 
with the Effects of Torture and Repression 

in South Africa 

MICHAEL A. SIMPSON 

"Tell me, what went wrong? 
Born like 1 was, good and murky, 
Bred like you were, human and odd ... 
Can't you see you've been killing the dead? 
Sending me to pastures grey, when pastures green abound? 
Have you said I'm good, when dead? 
Born like 1 were, dead as a grave ... 
Born like 1 am, great and murky, 
Bred as 1 am, human and wise, 
Have you said it? Dead. 
No, Alive! 

From a poem by Donald Madisha, who died as a politica) prisoner in South Africa in 
.June 1990; found during a psychological autopsy (Simpson, 1993d). 

No category of crime has been so extensively and widely condemned as 
crimes against humanity and abuses of human rights. But beyond doubt, 
there is no category of criminal so certain to escape punishment or even 
serious inconvenience, or so likely to retire on a pensionat the expense 
of his or her victims. Trauma is an inevitable consequence of such of-
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fenses, and accordingly, clinicians and researchers working with trauma 
are provided with both opportunities and responsibilities to understand 
these phenomena. 

This chapter briefly outlines how trauma in South Africa is affected 
by the social-political-cultural context and by prevalent belief systems. 1 
argue that the politica! context of trauma has been comprehensively 
neglected, although it is essential for a full understanding of trauma and 
its effects. 1 then review diagnostic and forensic problems arising from 
this neglect and, finally, examine the ethical problem of how some health 
professionals become involved in facilitating torture and politica! trauma. 

These themes are explored in relation to my experiences in South 
Africa in the 1980s and 1990s. It is a society which has suffered the 
chronic trauma of apartheid and the effects of its acute events. This 
system of repression and discrimination was designed with the signifi­
cant use of behavioral science expertise, to enable a very small cultural 
minority within the country to exert complete politica!, social, cultural, 
economic, and personal control over the great majority of its inhabitants 
who are racially and/or culturally or linguistically different from the 
ruling caste. It has become abundantly clear that both acute and chronic 
trauma were deliberately planned, designed, and administered in order 
to achieve this aim, rather than that they were simply by-products or side 
effects of the process. The apartheid system has been recognized as a 
series of crimes against humanity, and the suffering it caused was inte­
gral and was in no way regretted by its perpetrators and profiteers. 

THE NATURE OF APARTHEID AND ITS RELATED TRAUMA 

Apartheid may not have reached some of the grisly genocidal exces­
ses of the Holocaust, but this was not due to scruples on the part of the 
perpetrators. Rather, it was inhibited by the practicat realities of the limits 
of sustainable repression in more recent decades, and by the need of the 
regime's favored caste to exploit the labor of the majority. As a result, 
apartheid was able to endure far longer than the Nazi era. Apartheid is 
not yet dead: 1 have not found its grave. The only initial change has been 
that it is no longer required by law and enforced by the State Department 
of "Justice." It is not yet effectively prevented or even discouraged, let 
alone penalized, by law, and its effects on the average citizen have not 
substantially altered. Just as the effects of the Holocaust stiH reverberate 
within direct survivors and within surviving generations and commu­
nities, so the effects of apartheid willlong outlive the hateful system itself. 
Elaborate arrangements have been made to preserve and guarantee the 
wealth and earnings of the bureaucrats who built and ran apartheid. But 
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those so carefuliy neglected by health care and education are stililargely 
neglected. The hungry are stili hungry; the homeless stili lack shelter. 

Chronic discrimination, poverty, landlessness and homelessness, lack 
of freedom and civilliberties, and denial of politica! power and human 
rights were imposed on ali who were outside the ruling caste. In addition, 
very large numbers suffered acute and sequential trauma arising from 
the calibrated cruelty of "forced removals" and ethnic deansing, migrant 
labor, interna! deportations and externa! exile, torture, politica! harass­
ment and kiliings, and chronic social unrest. An unplanned dimension of 
trauma arose, secondary to these primary causes: a uniquely high degree 
of social pathology, with higher rates of divorce, rape, intra- and extra­
familial abuse, suicide, white-coliar and violent crime, motor vehide acci­
dents, and murder than in most other countries. The usual societal 
traumas are increased as an indirect result of the extent to which politica! 
trauma weakens the body politic and the capacity of a social system to 
defend and heal itself. In much the same way, HIV leads to the occurrence 
of opportunistic infections, which would not have been able to thrive but 
for the effects of the virus. The effects of this array of sources and types of 
trauma are seen both in the surviving targets of officialiy administered or 
sanctioned trauma, and in its perpetrators and beneficiaries, as discussed 
elsewhere (Simpson, 1993a,e). 

THE EFFECTS OF BELIEF SYSTEMS ON TRAUMA 
AND RESPONSES TO IT 

A variety of cognitive framing systems coexist. The perpetrators 
were nominaliy Christian (though their actions contradicted every tenet 
of Christianity), and their politica! ideology was avowedly right-wing, 
conservative, authoritarian, rigid, and paternalistic, and was based on a 
narrow and exdusionary nationalism limited to members of the ruling 
elite. Faced with an increasingly critica! and hostile world, the elite fo­
cused more and more inwardly, convincing itself that it was a noble 
bulwark of those very Western values it so comprehensively degraded, 
and justifying ali its actions as being required by what was repeatedly 
calied a "total onslaught" by a worldwide "communist" conspiracy bent 
on its destruction. 

The majority was initialiy characterized by a very wide diversity of 
ethnicity, culture, religion, and ideology, a diversity that the regime 
sought to exploit by fostering divisiveness and separation by ali available 
means. In earlier decades of the system, many victims responded with a 
degree of passivity and reluctant acceptance of what seemed inevitable, 
similar to learned helplessness (Seligman, 1975) and keenly cultivated by 
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the regime. But increasingly, especialiy in younger generations, aware­
ness of the politica} dimensions of apartheid carne to dominate. One of 
the social effects of repression was, via an experienced unity of suffer­
ing, to forge an increasingly unified liberation movement. Broad con­
sensus developed, a mirror image of that of the regime. Politicaliy, it 
ranged from center to left-wing; its ideology was determinedly demo­
cratic, participatory and inclusive, and nonracial (rather than multira­
cial, thus embracing ali groups without striving for a racialiy determined 
balance and without an obsessive focus on racist classifications). 

These widely different ideologies affected how people reacted to the 
trauma of change (Simpson, 1993b). The regime's worldview served it 
weli during its era of dominance. The monopoly of power and profit was 
justified, both paternalisticaliy (as being ultimately beneficia} to the ma­
jority, so sadly ungrateful for being deprived) and as regrettably essential 
to withstand the "onslaught" of the fantasized international plot to de­
stroy it. The mythical externa} enemy aliowed sufficient projection and 
deflection of ali fears and responsibility for evil actions. But the theory 
disastrously failed to provide sustenance when apartheid imploded, and 
when the Soviet Union-the focal point of that essential external 
projection-disintegrated. For those who have not been able to adapt by 
adopting some version of the majority ethos, the prospect of democracy 
has been terrifying. Without guaranteed continuance of the excessive and 
unearned privileges they had so long assumed to be inevitably ordained 
by nature, normality seems like loss. When the entire sense of self-worth 
was based on the essentialiy meaningless fact of skin color, democracy was 
seen as devaluing that congenital distinct ion, while offering no equivalent 
prizes they could comprehend. Extremist groups showed collective disso­
ciative responses, making untenable demands for modes of indepen­
dence within which they could maintain discriminations favorable to 
them, though inevitably doomed to fail to meet even their own demands. 

On the other hand, the majority and liberation culture contributed 
positively to coping with the oppressive government. It was helpful to 
have a widely shared politica} interpretation of the traumatic events, 
which accounted for them and validated the value, self-esteem, and 
courage of those who suffered for opposing Apartheid, and which con­
vincingly predicted the inevitable failure and demise of the hated sys­
tem. Having a clear, close, and real enemy, obviously directly responsible 
for negative events, discouraged survivor guilt. Strong community sup­
port following trauma has been notable, especialiy in black communities. 
A cultural tradition, ancient and modern, of honoring participants in 
the struggle for freedom, and of valuing storytelling and review, has 
facilitated the support and resolution of trauma. The liberation belief 
system is also more compatible with the democratization process, though 
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there are some areas of concern. The leadership of the liberation move­
ment became preoccupied with preparing for the first-ever democratic 
elections and the likelihood of forming the government. Violent threats 
by the most conservative black and white minority groups who fear 
democracy led to extensive steps to placate them, which have seriously 
compromised the duty to attend to the urgent needs of the needy major­
ity and of those who fought for liberation, returning politica! exiles, 
former politica! prisoners, and the millions of victims of apartheid's 
trauma. These survivors have felt offended by being ignored and ag­
grieved that their trauma-related needs have had to compete both with 
the very real needs of the majority, and with their own other major 
needs. When you need aid for severe effects of traumatic stress-and 
also housing, and education, and a job, and clean water, and security 
from further trauma-the need to prioritize or choose creates further 
stress. Seeing all these needs subordinated to the selfish and greedy 
demands of the already overprivileged compounds the offense. 

There is an often overlooked difference from, for instance, postwar 
Europe. The situation would have been far easier had apartheid been de­
feated militarily. A defeat, a surrender, and a formal date of liberation allow 
a relatively fresh start. In contrast, South Africa has experienced a sort of 
negotiated revolution, in which the regime that caused such massive 
damage to others for generations is negotiating an end to that system. But 
it has been able to enforce a total and secret amnesty for its worst per­
petrators, and to require extensive appeasement, not of the majority or of 
the victims, but ofthe minority and ofthe perpetrators (Simpson, 1992d). 

The trauma survivors in South Africa find that the world keeps 
congratulating them on a good furtune they have not experienced, and 
on great changes they have not seen. The trauma continues, with minor 
variation. As an example, during the worst periods of repression, the 
torture survivors 1 saw were politically active participants in the liberation 
struggle. Since negotiations began, many politica! prisoners have been 
freed. But now 1 see ordinary citizens, often wholly innocent and arrested 
in error for nonpolitical offenses such as theft, who now complain of 
physical and psychological torture, including electric shock. With the 
guaranteed availability of amnesty, it seems that old habits die hard. 

PROBLEMS OF PSYCHIATRIC DIAGNOSIS 
IN TORTURE VICTIMS 

Is There a Posttorture Syndrome? 

There has been much debate about whether there is a specific post­
torture syndrome seen in survivors of such experiences, but there is no 
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evidence of the existence of such a discrete syndrome, reliably different 
from the syndrome of posttraumatic stress disorder (PTSD) seen after 
ali other varieties of extreme traumatic stress, and widely described and 
diagnosed in torture survivors. 

We must distinguish between our wistful wish that there were such a 
specific, unique posttorture syndrome-a psychological fingerprint 
whose existence would establish firmly the fact that a person had been 
tortured (how useful that could be, in practice!)-and the scientific 
question of whether such a syndrome can be shown to exist. While there 
is room for further research, the answer to the question seems to be no. 
Just as earlier decades saw descriptions of a KZ syndrome following 
concentration camp experience (Schmolling, 1984; Sjaastad, 1986; Thy­
gesen, 1980), and a war sailor syndrome (Askevolde, 1980; Sjaastad, 
1986), and a rape trauma syndrome (Burgess & Holmstrom, 1974), and 
other such entities, none of these have proved to be consistently or 
usefully different from the currently understood entity of PTSD. 

Is PTSD an Adequate Broad Diagnostic Concept? 

PTSD is not, of course, the only diagnosis seen in such survivors. 
Depression, generalized anxiety disorder, and other conditions are also 
common. There are other more particular sequelae, not as yet fully 
articulated or broadly accepted, such as the range of responses described 
rather clumsily as DESNOS (disorders of extreme stress not otherwise 
specified; proposed for, but not included in, the DSM-IV; American 
Psychiatric Association, 1994) and better called complex PTSD (Herman 
1992a,b). There is also partial PTSD, in patients who consistently suffer 
from severe symptoms of PTSD without fully meeting the American 
Psychiatric Associations Diagnostic and Statistica! Manual of Mental Disor­

ders (DSM) criteria for PTSD in regard to the number of symptoms 
present at one time. Furthermore, there is an inadequately studied cate­
gory of "enduring personality change after catastrophic experience" are 
acute stress reaction in the ICD-1 O (World Health Organization, 1992). 
Finally, there are adjustment disorders; dissociative disorders, including 
both acute dissociative states and more chronic disorders as late sequelae 
to childhood trauma, such as self-mutilation and the munchhausen syn­
drome; and somatization, personality, and other disorders. 

Of course PTSD does not describe all the phenomena that will be 
seen in any single patient, but that is not, of course, the function of a 
diagnostic system. To the extent that one wants a diagnostic system to 
reliably identify a recurrent cluster of symptoms and/or signs which 
usefully predict the likely prognosis and course of the illness, and to help 
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to select therapies likely to do more good than harm, the broad concept 
of PTSD has proved reasonably robust and helpful. 

Some would argue that one should not take the diagnosis of PTSD 
too literally, that it is just a diagnostic concept, and not an entity in itself. 
The particular organization of criteria may describe a theoretical and 
practica! construct without literal reality in itself (but no different from 
the literal reality of any other diagnosis), but a common body of symp­
toms and experiences following severe trauma is a genuine, real entity in 
externa! reality. The criteria are satisfactory if they help us to reliably 
identify real people with consistent characteristics so as to enable us to 
assist them more efficiently. 

General Problems with the DSM Diagnostic Criteria for PTSD 

"What"s the use of their having names," the Gnat said, "if they won't answer to 
them?" 

"No use to them," said Alice, "but it's useful to the people that name them, I 
suppose." 

Lewis CarroiJ, ALict: THROUGH THIC LOOKING GLASS (1965) 

There are some problems, however, with the diagnostic criteria of 
the DSM (American Psychiatric Association, 1987, 1994), which ha ve 
entered into wide international use. As such usage was predictable and 
expected, it is unfortunate that its authors (and especially those prepar­
ing the DSM-IV; American Psychiatric Association, 1994) have so persis­
tently failed to facilitate adequate field testing of the criteria and their 
revisions in settings that would truly test their adequacy, rather than 
simply suit the convenience of the testers, or to consult those experi­
enced in their use in transcultural settings. In regard to PTSD and other 
trauma-related states, it is particularly regrettable that they failed to 
consult effectively with those of us who work with the results of torture 
and politica! violence (which often constitute the deliberate induction of 
such disorders) and who see them soon after the causative events, rather 
than years or decades later. 

Unless such projects are explicitly limited to local usage, it behooves 
their authors and publishers to test their validity and applicability within 
the world community that will use them, and where they are energetically 
marketed. Where there is a significant potential for abuse of the system in 
undemocratic or oppressive settings, it is ethically important to consider 
and to try to thwart potential abuses. The producers of the DSM industry 
have failed to do so. Similarly, researchers whose work may be applied in 
torture chambers that they never personally enter, or whose published 
opinions may be used to promote or hide torture, have some respon­
sibility to consider such possible abuses when choosing their words. 
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As Kirk and Kutchins so eloquently demonstrated in their book The 
Selling of DSM: The Rhetoric of Science in Psychiatry (1992), the DSM has 
served multiple functions within medical and health care politics and 
has been markedly shaped by such forces, masked by a rhetoric of sci­
ence, but often leaving much to be desired in the scientific nature of its 
construction and field testing. Such testing as was done served the pur­
puse of helping to gain acceptance and marketability but, where it oc­
curred at ali, was generally done in such a way as to enhance the likeli­
hood that the criteria would look adequate, and to support the grand 
claims being made for them, rather than, as a truly scientific approach 
would require, testing its potential weaknesses and allowing for disproof 
and refutation of its hypotheses. The backing for the DSM-IV may be 
more substantial in volume, but it has still ignored many of these needs. 

Problems in the Forensic Application of the PTSD Criteria 
in Relation to Torture and Human Rights Abuses 

In South Africa, political detainees were held without trial and with­
out access to lawyer, independent doctor, or family, usually for lengthy 
periods in solitary confinement, and with protracted interrogation. 
They have often alleged that they were tortured during their detention. 
No unbiased but informed observer can doubt that such torture oc­
curred in many instances. The courts have tended strongly to accept the 
testimony of the police that there was no maltreatment and have placed 
the onus of proof of torture or coercion to confess on the detainee, 
failing to recognize that the fact that victims could not bring indepen­
dent witnesses to support their allegations had no possible logical impli­
cation to suggest that their story might not be true but was actually 
required by the repressive laws. 

The issue of whether any evidence suggests that such allegations 
may be true in any particular case is obviously important. Rarely, a 
victims seeks damages. More often, the outcome of a trial (and thus, the 
patient's life or death) could hang on the issue of whether a confession 
made during the period of incommunicado detention was made under 
undue pressure, threat, or duress. In addition, just as the uncertainty 
imposed by political "disappearances" causes severe trauma and suffer­
ing, so it may be of primary therapeutic importance to enable a victim to 
prove what actually happened. So often, victims have been taunted by 
their captors and have been told that, in the unlikely event of their 
survival, no one will ever believe them. 

Where victims have been held incommunicado, when torture could 
easily have occurred, where the setting was designed to make it impossible 
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for them to prove what did occur, and where they show a full range ofthe 
classical features of PTSD, including nightmares, exaggerated startle 
responses, and flashbacks, and show definite disturbance on meeting 
stimuli that recaB the events described, are we not entitled to make the 
diagnosis of PTSD? And does such a diagnosis not lend some credibility to 
the patient's allegations of prior il! treatment, especially when torture 
seems to be prominent in the content of the dreams and flashbacks? 

Some of the criteria are specifically difficult to assess and to apply to 
individuals within such settings and circumstances. Symptoms of reex­
periencing and those of increased arousal are often seen. Avoidance 
symptoms can be harder to assess. For instance, if individuals were tor­
tured by their interrogators in the prison system within which they are 
stil! being held, avoidance of activities or situations that arouse recaB of 
the trauma may be impossible for them to achieve (they are stil! held by 
those who caused the trauma and in the place where it occurred). Con­
versely, if the trauma happened elsewhere, someone in prison may be 
effectively (though inadvertently) protected from meeting such stimuli. 
A patient who in a natural state would probably meet this criterion may 
in this situation be unable to demonstrate it. 

Markedly diminished interest in significant activities may be more 
difficult to demonstrate in solitary confinement or similar settings in 
which "significant" activity is prevented. It is not always easy to assess 
change in normal and close human relationships, a "feeling of detach­
ment or estrangement from others," or a restricted range of affect in 
someone in solitary or high-security confinement. How do you assess the 
extent to which a person who has been condemned to hang, or a prison­
er daily threatened with death, has a significant "sense of a foreshort­
ened future"? In such a setting, the lack of such a perception might be 
more odd and noteworthy. 

In circumstances where some criteria are not readily assessable, how 
should one proceed? It could be argued that, unless every listed criterion 
is fully assessable, one simply cannot make a diagnosis. In relation to 
general research, where one can simply seek another subject, there is no 
necessary problem, although this circumstance could exclude significant 
numbers of actually typical individuals from studies that could benefit 
them directly. Epidemiologically, this approach could in some settings 
lead to serious underestimations of the extent of significant posttrauma­
tic pathology. Such a position could also have serious implications in 
forensic settings and could also deny a patient needed treatment, if 
ruthlessly and insensitively applied. 

Simply ignoring the problem item effectively alters the diagnostic 
threshold among patients who would in different circumstances show an 
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identica! extent and severity of psychopathology. A patient unencum­
bered by this problem needs, for example, only three of seven items to 
meet Criterion C. But if two of these items are situationally excluded, 
such a patient would need to demonstrate three out of the remaining 
five items. One could, for instance, rather accept two of the remaining 
five items. The basic need is not necessarily to revise the diagnostic 
criteria, but to develop agreed-on conventions as to how to modify pro­
cedures to maintain comparable thresholds of caseness. 

Problems with the Stressor Criterion 

Although criticisms of the criteria defining whether a stress is trau­
matic have acquired widespread acceptance in practice since 1 and others 
first articulated them soon after the DSM-111 and the DSM-111-R were 
published, they have not yet been adequately reflected in the DSM, nor 
in modern textbooks. Only recently has the issue begun to be effectively 
discussed in the literature (March, 1993; Simpson, 1993e). The mislead­
ing interpretations are especially mischievous in relation to victims of 
torture and politica! violence and thus merit further discussion in print. 

The DSM has been (and remains) consistently ambivalent in both 
recognizing and denying the essential component of subjective perception 
within the construct, and about how to allow for the obviously relevant issue 
of the individual's specific and general vulnerabilities, while wishing to 
exclude patently trivial stresses from recognition as traumatic. 

We seem satisfied to assess the traumatic impact of a physical trau­
ma in terms of the physical damage and distortion it induces, without 
feeling bound to use the instrumentation of physics to estimate the 
intensity of the stimulus. Lacerations, bruises, and fractures are accepted 
as sufficient criteria of the traumatogenicity of the stimulus. Yet some 
authors seem to feel strangely queasy in treating psychological trauma 
analogously and would prefer to ignore any number of signs and symp­
toms of the psychological impact of events, in favor of a feeble pretence 
at "objectivity," referring to the assessor's imaginative assumptions about 
the likely impact of the event "in most people," or "within the range of 
usual human experience." Even more absurdly, some have mistakenly 
claimed that, in diagnosing PTSD, one must assess the severity of the 
stressor with regard to a guess about how severely it would affect a 
mythical "average person," while resolutely ignoring the authentic ef­
fects on the actual individual involved. 

Such exercises in no way introduce objectivity; they substitute the 
irrelevant subjectivity of the examiner for the relevant subjectivity of the 
patient. What masquerades as an objective assessment becomes a projec­
tive test, more revealing of the nature of the examiner than of the nature 
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of the examined. The more assessors try to ignore the actual person 
before them, and to invent an "average person," the more the result will 
be influenced primarily by the imagination and fantasy of the assessors. 

Ridiculously and contradictorily, the DSM, while asking us to rate 
the stress that this "average person" would feel, asks us to invent one "in 
similar circumstances and with similar sociocultural values," and consid­
ering the desirability of the event and the amount of life change it 
induces, to attend to the "sociocultural values" and "circumstances" of 
the patient! So, 1 must ignore how this actual recently divorced Catholic 
Croatian immigrant laborer experienced the trauma, but 1 must assess 
how an average recently divorced Catholic Croatian immigrant laborer 
would experience it. Surely this is simply very silly indeed? 

The stressor is defined as being "outside the range of usual human 
experience," and this definition can cause problems in cynical hands. A 
state psychiatrist in South Africa has testified that, because political de­
tentions without trial, solitary confinement, and police assaults have been 
common in the black community, these experiences are therefore not 
exceptional and thus cannot meet Criterion A! Presumably, he would 
also argue that the routine horrors of a concentration camp, by their 
commonness and routinization, would lose the capacity to traumatize. 

Surely, the central issue is never the epidemiological frequency of an 
experience, but whether the occurrence was sufficiently outside the pa­
tient's capacity to cope with it to have been traumatic, with sume concern 
to exclude obviously trivial experiences. Once again, the individual re­
sponse cannot be ignored. A leg is none the less broken because a fall 
from the same height would not have broken the leg of most "average" 
people and thus was not "outside the range" of human falls? 

There is accumulating evidence (March, 1 993) that significant num­
bers of patients show the clinical phenomenology of PTSD following 
stressors that do not meet the DSM criteria for severity. There is insuffi­
cient evidence for the presumption of a major significant difference in 
the clinical impact of "catastrophic" and more everyday stressors, or for 
the exclusion of bereavement as a potential cause of PTSD. 

The DSM-IV Options Book (American Psychiatric Association, 
1991) offers three options. One requires the stressor to be "exceptional" 
(which depends on the assessor's subjectivity); another emphasizes char­
acteristics of the event (involving "actual or threatened death or injury, 
or a threat to the physical integrity of oneself or others"); and a third 
combines these options with recognition of the patient's subjective re­
sponse (involving "intense fear, helplessness, or horror"). 

The ICD-10 (World Health Organization, 1992) refers to a stressful 
event "of an exceptionally threatening or catastrophic nature, which is 
likely to cause pervasive distress in almost anyone," a description that 
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may also exaggerate the severity of trauma required to produce the 
relevant symptoms, although it does move toward an appropriate recog­
nition of the role of vulnerability. 

Inappropriate Unease about Recognizing the Causal Sequence 
in PTSD 

Some authors have raised a peculiar concern about the diagnosis of 
PTSD, saying, like Engdahl and Eberly ( 1990), that "it is curious that in a 
diagnostic manual that purports to eschew etiologie considerations (on 
grounds of insufficient knowledge) PTSD is the lone companion of the 
organic mental disorders in having a pinpointed causal sequence." (Odd­
ly, they forgot about the whole very analogous section of psychoactive­
substance-use disorders). Why on earth should the failure to be able to 
determine the etiology of other psychiatric disorders make anyone hesitate 
to define it when we can? Should we eschew etiological considerations 
where sufficient knowledge does exist? We do not feei coy about describing 
alcoholism as being related to alcohol consumption. How could we con­
template an alcohol-free definition of alcoholism? No one has qualms 
about diagnosing posttraumatic leg fractures in relation to the "purport­
ed" causative trauma. No other mental or physical insult to the human 
being is assessed thus. 

The extent to which the DSM-111-R can be abused in regard to 
torture is seen when, as in the Cele case (Simpson, 1989), a person was 
detained without trial, held in solitary confinement for months, interro­
gated for lengthy periods, and eventually produced a confession. When 
in court facing the resultant charges, he repudiated the confession, say­
ing he had been tortured. There was medical evidence supporting his 
story. On careful clinical examination, he had ali the features of PTSD 
and met the DSM-111-R criteria, and the defense psychiatrist made that 
diagnosis. A psychiatrist working for the South African government 
insisted that it was impossible to make the diagnosis because, he argued, 
one cannot ever diagnose PTSD unless there is "objective, collateral 
proof" of the existence of the stressor (a requirement invented by him 
and highly convenient in hiding the effects of torture). This cynical 
proposition would mean that PTSD could be diagnosed only in victims 
of torture and rape, with the active consent and assistance of the tor­
turer and the rapist. The state psychiatrist in this case also argued that 
solitary confinement, an incommunicado detention of indefinite dura­
tion, was not severe enough to meet Criterion A and suggested that even 
assault, interrogation, and torture might not be sufficient to qualify. 
This is obviously untrue. It is clear in unbiased experience that such 
stressors are often sufficient to cause PTSD. 
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Are the Phenomena Listed in the Criteria Always Symptoms? 

There are features which we appropriately describe as criteria and 
as symptoms in a patient in a stable, generally safe community, who has 
survived a discrete, single, distant traumatic event well in the past (like a 
burg amid the placid community life). Yet the same features, while still 
relevant as criteria in reaching the diagnosis, may be necessary survival 
skills in other communities and circumstances. In repressive societies, 
what would otherwise be hypervigilance may be adaptive: Hypovigilance 
can kill. It may still be a characteristic sequel to trauma, but not neces­
sarily a symptom, while it is still functional and useful. Similarly, some of 
the avoidance symptoms, to the extent that they avert disruption by 
emotional responses and by avoiding reexposure to danger, may be 
adaptive during continuing trauma. 

Posttraumatic Social Disorders 

We should also recognize the extent to which posttraumatic disor­
ders can be interpersonal and more broadly social phenomena. Denial, 
numbing, and avoidance do not occur solely within the direct victims. It 
has been repeatedly confirmed that they often suffer from the denial, 
numbing, and avoidance responses of others, as their need to discuss 
and explore their reactions to traumatic events is matched by the reluc­
tance of others to hear or comprehend them. 

The possibility that the individual experience of abuse may lead to 
later abusive conduct is recognized and debated. Within the community 
and society, a similar recursive cycle can occur. At this level, trauma can 
indeed generate further trauma. Where no attempts by normal and 
peaceful means are allowed to improve the situation, some of those 
survivors of continuing repression and trauma, frustrated by the cer­
tainty of lack of progress, may take action involving force or violence. 
They are usually condemned unreservedly, while the violence of repres­
sion is largely ignored and exonerated. Repression usually claims to be 
justified on the hasis of the violence to which it gave rise, the trauma of 
which it was a substantial cause. 

Most of the literature on posttraumatic disorders has focused on the 
effects of conventional warfare on combatants (with a limited focus on the 
impact on noncombatant civilians, and with limited attention to the ef­
fects of nonconventional, guerrilla warfare). There is a largely separate 
litera ture on the effects of terrorism, mainly looking at nonstate terror­
ism. The literature on torture and state terrorism is very limited and is 
excessively concentrated on the atypical experiences of distant centers 
profitably treating refugees and largely rather obsessively engaged in 
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cataloguing the categories of cruelty and the associated symptoms, while 
avoiding serious study of or engagement with the universal political 
element in such trauma, or in work realistically likely to help prevent such 
events. Only recently have realistic studies of the context and culture of 
such processes begun to appear (e.g., Kelman, 1993; Staub, 1993). 

An increasingly common cause of both planned and side-effect 
trauma is a newer variety of political warfare, sometimes called low­

intensity conflict. Such methods are far from "low-intensity" in their im­
pact on the victims of such conflict but avoid the set-piece, dramatic, and 
widely recognized ordinance-oriented battles fondly recorded by histo­
rians. South Africa has been one good example of this method of state 
terrorism. In such strategies of conflict, the noncombatant community is 
the primary target of state activity, with the result that increased num­
bers of individual casualties of traumatic stress arise, as well as the devel­
opment of communities with a climate of chronic political violence and 
other consistent patterns of posttraumatic community stress disorders. 

ETHICAL ASPECTS OF TORTURE, HUMAN RIGHTS ABUSES, 
AND THE PARTICIPATION OF HEALTH PROFESSIONALS 

AII 1 maintain is that on this earth there are pestilences and there are victims, 

and it's up to us, as far as possible, not to join forces with the pestilence. 

ALBERT CAMUS, The Plague 

Another dimension is the participation of health and mental health 
professionals in torture and human rights abuses. This is not merely an 
ethical problem but contributes greatly to the frequency with which such 
trauma is inflicted, and to the skill and efficacy with which its practi­
tioners inflict traumatic stress disorders. 

Although there is a large literature deploring such involvement, 
mainly written by people with no direct personal experience of such 
abuses, there have been no really comprehensive models of the ways in 
which health professionals can be involved and of the conditions which 
facilitate their involvement. Thus, 1 discuss below my general model of 
these varieties of unethical conduct and then illustrate it with some 
briefly described local examples. To propose detailed solutions to this 
currently intractable problem lies beyond the scope of this chapter and 
lies elsewhere in my writings, but before one can contemplate realistic 
solutions, one needs to understand the nature of the pathology of such 
unethical behaviors. 



REPRESSION IN SOUTH AFRICA 201 

Comparing the Situations in South Africa and Nazi Germany 

There are significant similarities between the South African experi­
ence and that of N azi Germany, and major figures in the formation ofthe 
ruling South African Nationalist Party, which created apartheid, were for 
years unabashed admirers of German National Socialism. There were not 
such gross examples of abuses of medical science as the pseudoscientific 
experiments of the Nazi doctors, which senior and academic figures in 
German medicine condoned and in which many participated (Pross, 
1991 ). Yet the research uses of black subjects in South Africa and the 
creat ion of discriminatory and damaging health services (De Beer, 1984) 
deserve close scrutiny and serious concern. But while Nazi atrocities used 
and abused addled anthropology and physiology, South Africa saw espe­
cially the perversion of the social and behavioral sciences in the design, 
creation, and administration of apartheid. Prime Minister Hendrik Ver­
woerd, its prime architect, was a qualified sociologist and psychologist, a 
former professor of applied psychology (Fisher, 1969; Hepple, 1967), 
whose doctoral thesis had been on "The Blunting of the Emotions." 

Much malignant creativity was shown, for example, in the evolution 
of interrogation techniques which involved the careful and deliberate 
induction of acute traumatic stress disorders. This strongly suggests 
professional involvement in helping to make more efficient the politi­
cians' permanent "solution" to the "problem" of its people (even South 
African schools and universities gave lessons dealing with "the Indian 
problem" and "the African problem"). Of the Afrikaner doctors in 
South Africa, o ne could echo the comment of Pross (1991): "It is striking 
how willingly German doctors were prepared to cover up for their crimi­
nal colleagues with false medical diagnoses and on the other hand how 
fussy and reluctant they were in acknowledging the severe illnesses of 
Nazi victims, for whom they had to provide expert opinions in compen­
sation trials" (p. 14). (See also Pross, 1988.) 

Lifton ( 1986) explored the issue of how the N azi doctors were a bie to 
participare in genocide and medical killing. He developed the concept of 
"doubling," a Faustian bargain in which such doctors, having made a 
choice for evi!, split the self into two functioning wholes, each a bie to act as 
an entire self. One would be the "Auschwitz self," fully capable ofthe dirty 
work of taking part in the diabolica! deeds in the camps, and the other 
would be the "prior self," able to retain his or her formerly humane 
conduct at home. Thus, the doctor could do dreadful things and yet stil! 
see himself or herself as essentially unchanged and decent. Such a shift in 
moral consciousness presupposes the existence of a significantly diflerent 
"prior self," which would not have been capable of bad deeds, and an 
initial perception of the prejudicia! activities as profoundly wrong. In the 
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case of the South African doctors who participated in human rights 
abuses, it is far from clear that they ever perceived such deeds as other 
than their correct and patriotic duty, or that there was any prior self not 
equaliy capable of such deeds and not already considering the victims as 
sufficiently nonhuman as not to be considered worthy of more humane 
treatment. Some did, though, show the sort of "derealization" which the 
Mitscherlichs ( 197 5) described as divesting oneself of the actuality of 
what o ne is part of, not choosing to recognize the impact or extent of one's 
acts as part of a larger system of oppression. These doctors also showed 
a refusal to con tem plate any of their very real alternatives to resist or at 
least not to participate, using such mechanisms to avoid recognizing their 
accountability in a manner very like that discussed by Rosenbaum (1993) 
in his study of the prosecution of Nazi war criminals. 

The Nature of the Problem 

Torture is a common practice internationaliy, and there is consistent 
clear evidence of the frequent involvement of health professionals, espe­
cialiy doctors and psychologists, in the process (Amnesty International, 
1992; British Medical Association, 1992; Stover & Nightingale, 1985). As 
1 have discussed elsewhere (Simpson, 1992b), existing internationallaws 
and codes of professional conduct are seriously inadequate, and means of 
specificaliy discouraging this conduct are entirely lacking. A mechanism 
for investigating such complaints, and for excluding from professional 
activity ali those who compromise codes of conduct, is much needed. 
Currently, some of the doctors, lawyers, and others who were involved in 
the commission of human rights abuses, and in the protection of perpe­
trators, have been freely emigrating to Europe, America, and Canada, 
and the ease with which such people are able to emigrate and gain reg­
istration and employment in other countries when their protective re­
gimes fail adds nothing to the promotion and protection of human rights. 

Torture, like ali convenient abuses of power, is addictive both to indi­
viduals and to governments. Protection, amnesty, and care for the tor­
turers and their assistants have always been far more effective, and much 
better funded, than any provision for their victims (Simpson, 1992a). The 
major weakness of current international conventions and declarations is 
that they specificaliy exclude major human rights abuses not occurring in 
the context of formaliy declared aggressive war, and/ or actions against a 
nation's own citizens (almost certainly the largest category of victims), 
and/ or suffering arising from "low-intensity conflict" or from "legal sanc­
tions," thus effectively evading the problem ofthe many states which have 
passed laws aliowing inhuman and degrading treatment. 
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Torture and the Prevention of Traumatic Stress Disorders 

If one has any concern for the prevention of traumatic stress disor­
ders, then the prevention of human-made disorders can be more effec­
tive than attempts to prevent earthquakes or other acts of God. There is, 
therefore, a need to identify and study those circumstances which facili­
tate the practice of torture. Just as bacteria flourish when exposed to 
situations ideally suited to their growth needs, so torture thrives within 
environments that meet the torturer's needs. 

Characteristics of settings hospitable to the successful practice of 
torture include giving any officials the power to seize and detain people 
in secret, without having to show clear proof of sufficient cause to a court 
ofjustice not fully controlled by the state; allowing the secret holding of 
detainees incommunicado, and without access to family and friends, or 
to independent lawyers and doctors of their choice; allowing circum­
stances of detention in which there will be no independent witnesses of 
the conduct of those holding the detainee, or of the potential results of 
torture and maltreatment; not allowing for independent and public in­
vestigation of reports of torture and related maltreatment or having 
such investigations conducted by the police and security or prison au­
thorities themselves; and allowing the use in court of statements extrac­
ted in situations in which torture is alleged or possible, as in South 
Africa, while placing the onus on prisoners held incommunicado to 
prove the truth of their allegations of torture, rather than requiring the 
state to prove that such statements were made voluntarily and free of 
coercion. The final ingredient which greatly encourages torture and 
abuse is the availability of amnesty for such actions (Simpson, l992a). 

As the South African experience has shown, such circumstances will 
allow the practice of torture with impunity, or, at least, with a minimum 
risk of discovery or interference with its practice. Such existing agree­
ments and codes also err by overemphasizing physical methods of tor­
ture and mere physical damage. Torture is rarely carried out simply to 
achieve its physical effects as such (except when meeting the psycho­
pathological personal needs of torturers themselves) but is used for the 
psychological effects these have (Simpson, l993e). Skillfully used psy­
chological pressures can break almost anyone. Coercive interrogation 
and related psychological torture constitute a specific form of antithe­
rapy: the deliberate and expert production of posttraumatic stress disor­
ders in the service of repression. 

Similarly, instruments such as the United Nations Principles of Medi­
cal Ethics Relevant to the Role of Health Personnel, Particularly Physicians, in 
the Protection of Prisoners and Detainees against Torture (United Nations, 
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1982) have concentrated on forbidding the direct physical involvement 
of health professionals in the conduct of torture, while ignoring the 
many indirect ways in which they far more frequently assist in torture. 

Analysis of the Ways in Which Health Professionals Assist 
in Torture 

Those who use torture, apart from their politica! aims, usually also 
want to achieve deniability: to be able to prevent the victims from prov­
ing what happened to them and who did it to them. Doctors have been 
especially active in helping torturers achieve this unworthy aim. Under­
standing these modes of assistance is an essential step in seeking to 
prevent this common cause of traumatic stress. 

Health professionals can be involved in abuses of human rights in 
different phases: 

l. Prior to torture: 
a. Their expertise may help to identify and select appropriate 

target victims. In state terrorism, like any other terrorism, the 
targets are chosen in order that their suffering or danger will 
have a maximum impact on others in the local or international 
community (Simpson, 1987; 1988). 

b. They may help to design and select the most effective meth­
ods, especially of psychological torture, and can assess the 
weaknesses and vulnerabilities of the victim, so that tech­
niques of torture and coercive interrogation can be matched 
to these, for maximum effect. This is often done in the name 
of providing health care to detainees, but with sharing of 
information with the captors, rather than maintaining the 
confidentiality of medical records. 

c. They may certify that the victim is fit for interrogation and 
torture or fit for execution (a South African psychiatrist, for 
example, has boasted of how many men he has sent to hang, 
often for politica! offenses). 

d. Drugs may be prescribed and/or administered to assist in 
softening up victims and in reducing their capacity to resist, 
such as the use ofbenzodiazepines to induce disinhibition and 
to affect memory. 

2. During torture: 
a. By their presence before, during, and/or after torture, they 

can give it an air of respectability and of due process, helping 
the torturers to feei more secure, while also frightening the 
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victims with an awareness that sophisticated knowledge of 
body and minei is being used by their captors. 

b. Drugs may be prescribed or administered to damage or hurt 
the patient, or to facilitate the processes of coercion and tor­
ture. 

c. By monitoring the progress and effects of torture, they can 
advise the interrogators when to pause and revive the subject, 
to enable to process to be cruelly prolonged; similarly, by pro­
viding acute resuscitation, they may enable torture and inter­
rogation to be prolonged. 

d. Detainees' capacity to resist their captors can be undermined 
by providing inadeguate medical treatment of their health 
problems. 

3. Following torture: 
a. They can provide treatment not purely for the patient's bene­

fit, but to enable torture anei interrogation to continue over 
extended periods. 

b. Treatment can be provided, not so much for the patient's 
benefit, but so as to help to reduce or remove telltale signs of 
torture, so that such signs will not be found, by the courts, 
inspectors, or potential independent witnesses, of what has 
been done to the victim. 

c. They can advise the captors as to when it is safe to allow the 
victims to be seen by others, without showing signs of what has 
happened to them. 

d. There are many ways in which they can hide evidence 
of torture: by keeping no medical records; by omitting or fal­
sifying relevant details in such records; hy giving cynical or 
false evidence in court or at inguests or inquiries, deny­
ing the facts; by misrepresenting scientific knowledge in in­
terpreting such evidence in favor of the official denials of 
ahuse; or hy explaining away the facts so as to enable or en­
courage the court to ignore evidence strongly suggestive of 
torture. 

e. By using knowledge gained in the confidentiality of the 
doctor-patient relationship, they can assist the state or securi­
ty police in their interrogation or in the prosecution of politi­
ca! prisoners; discuss the patient's confidential medical affairs 
with the security police or similar authorities; share clinica! 
decisions as to diagnosis, treatment, and referral with the po­
lice; and even defer to police or security needs and judgments 
in making such clinica! decisions. 
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Illustrative Examples from Recent South African Experience 

A doctor from the department of psychiatry at a major Afrikaans 
university took part in the treatment of a political detainee suffering 
from PTSD arising after his interrogation in solitary confinement, re­
ferred to him by the prison doctors. Without revealing his intentions to 
his patient, and without obtaining his consent, the doctor then worked 
closely with the state prosecutor, advising him, even in court, when the 
state challenged the diagnosis and the necessary management of the 
patient, but without himself testifying, as this would have opened him to 
cross-examination about his conduct. 

Another psychiatrist in Pretoria, associated with the same depart­
ment, worked extensively with the security police in opposing expert 
evidence of damage to politica! detainees. In various trials, he testified 
that interrogation conducted with the subject kept stand ing for 1 O to 14 
hours without rest would not be highly stressful; that PTSD cannot be 
diagnosed unless there is absolute, externa!, independent, irrefutable, 
and objective proof of the facts and nature of the trauma (though this 
would invalidate a1most every diagnosis of PTSD ever made and would 
forbid the use of the diagnosis without the collaboration of the torturer); 
and that it was impossible for the defense psychiatrist to diagnose PTSD 
after examining the patient for a total of only 12 hours, but that he could 
authoritatively diagnose that the man had no possible psychiatric disor­
der whatever, without ever examining the patient, but solely on the basis 
of having watched him listen to some other evidence in court. 

In the case of a politica! prisoner kidnapped in another country and 
brought to South Africa under duress, the man developed very severe 
psychiatric symptoms after interrogation and torture. A prison doctor 
decided to arrange to transfer his patient to the psychiatric department 
of the local university hospital for observation and expert treatment. His 
clinica! decision was intercepted and countermanded by a more senior 
doctor, who did not examine the patient but discussed the case with 
senior security-police officials and, jointly with them, decided instead to 
transfer his colleague's patient to solitary confinement in another city, 
providing no facilities whatsoever for expert observation or treatment. 
Instead, he arranged for access by a forensic specialist working with the 
security police, who specialized solely in preparing court reports, and 
who has not been known to agree that any black politica! prisoner has 
ever suffered from any serious clinica! state. 

Finally, let us consider the example of a professor of forensic medi­
cine who was appointed as assessor (a role which is designed to enable 
such a specialist to advise the court on highly technical evidence, and 
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which also gave him an equal status with the judge or magistrate in 
deciding the verdict) in an inquest into the sudden death of a politica! 
prisoner in highly ambiguous circumstances. Among the evidence heard 
anei accepted by the court acting with his expert assistance, and not 
seriously challenged or guestioned by him in court, were the following 
assertions, all of which are totally contrary to scientific knowledge and to 
the professor's own textbook on forensic medicine: that the patient had 
received a large intravenous in jection of diazepam some 12 hours before 
he was found dead of asphyxia, but no trace of any drug was found in his 
blood after death; that the police surgeon had been able to reliably 
establish, when called to the scene, that the rnan had been dead for 
exactly 20 minutes (this timing being of critica! importance in averting 
suspicion frorn certain police officers) and that he had achieved this 
assessment, with such precision previously unknown to the world of 
forensic science, sirnply by guessing the body temperature by placing his 
hand on the man's forehead; and that there was no significant contradic­
tion or problem in the discovery that a police doctor had sworn in his 
affidavit and had recorded in the prison records that the patient had 
never had any medical complaints nor had ever received any treatment, 
while his own personal records of their consultations showed that there 
had been significant medical complaints, diagnoses, and treatments by 
him. With the assistance of this professor, the court found nothing sus­
picious or irregular in the facts of the case, lhe likely cause of death, or 
the standard of the care the detainee had received. 

Modes of Political Abuse of Psychiatry 

There bas been a great deal of worldwide publicity about the politi­
ca! abuses of psychiatry and of mental health services, concentrating on 
the forrner Soviet Union almost entirely, to the exclusion of recognizing 
politica) abuses elsewhere. The Soviet experiences have been promoted, 
not as an example of what can happen, but as if the Soviet Union were 
the sole exemplar of it. In South Africa, equally serious abuses of psychi­
atry occurred, but in a mirror image of the Soviet abuses that have been 
so well described (e.g, Cohen, 1989; Gluzman, 1989; Van Voren, 1987). 

In the Soviet Union, for a period, the publicly promoted politica! myth 
was that there was complete politica! freedom and that the reason for the 
lack of a significant and organized opposition was tl~at there was really no 
successful or popular competing politica! viewpoint. It was felt to be un­
desirable to incarcerate politica! dissidents for being politica! dissidents; 
in such an ideal state, there should simply be no dissidence. Instead, 
significant numbers were declared to be psychiatrically unfit, and to be 
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suffering from specially devised political "psychiatric" diagnoses, so that 
they could be held in psychiatric facilities without public trial or open legal 
process. Thus, healthy dissidents were dealt with by being given a nonex­
istent psychiatric diagnosis, against the interests of their mental health. 

In South Africa, the regime had no compunction about seizing polit­
ical dissidents and punishing them, with or without trial, for holding and 
supporting alternate political views. But it wished to maintain a public po­
litical myth that it provided caring, compassionate treatment of ali the 
huge numbers of people in its prisons and institutions, and it had laws that 
would have been embarrassing to remove, which stated that the health of 
prisoners and detainees must be maintained in excellent condition. When, 
as a result of torture, coercive interrogation, brutality, and sheer neglect, 
political prisoners became ill, the regime did not want this fact to be ac­
knowledged, both because to do so would confirm the common knowledge 
of how cruelly detainees were treated, and because it could be argued in 
court that such ill and traumatized detainees should be released. 

There was no lack, in South Africa, of white Afrikaans doctors and 
psychiatrists who were happy to assist by skillfully and emphatically 
finding nothing wrong with political detainees, no matter how severe 
their symptoms, and by testifying that they were perfectly fit, no matter 
how damaged they might be. There was also an almost total lack of 
doctors willing to take the risk of working with human rights lawyers to 
testify as to the facts of such trauma. 

Thus, there was widespread political abuse of medicine and psychia­
try, but in the mirror image of the Soviet abuses. In South Africa, unhealthy 
and traumatized dissidents were dealt with by being denied real psychiat­
ric and physical diagnoses, and by a denial ofthe existence of their genuine 
illnesses and suffering, against the interests of their mental health. 

CONCLUSION 

Other authors in this book have written about the importance of 
taking sociocultural factors more closely into account in seeking to un­
derstand the effects of traumatic stress. I would add that it is equally 
important to understand the political context ofthe events and individu­
als. Just as no one speaks except by using linguistic and grammatical 
structures of which we generally have little or no conscious awareness, so 
no one acts except within a political context-political in the sense of 
power relationships and social governance, and not of party politics. 

Much trauma bas directly political causes, and almost ali trauma has 
politically relevant effects and dimensions. Some trauma is obviously 
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highly politica! in causation, like assassinations (Simpson, 1993c), war­
fare, Holocaust, and persecution. But ali trauma arising from human 
agency-human actions or inaction-is at least in part determined by 
politica! forces, effects, and motives. Even the effects of natural disas­
ters, so-calied acts of God, are usualiy significantly affected by politica! 
factors and are not equal-opportunity destroyers. When the floods, the 
earthquakes, and the fires come, the families in the flimsy wooden 
shacks, who are unemployed and have very few material or social re­
sources, are often at higher risk of exposure to trauma and its effects, 
both in the course of the disaster event and in its aftermath. Similarly, as 
the trauma literature is gradually beginning to explore effectively, rape 
and child and marital abuse are essentially acts within sexual and gender 
politics and family and interpersonal politics and are pathologies of 
power relationships. Not only does politics cause trauma, but in a rele­
vant sense, trauma causes politics. Individual, group, and societal re­
sponses to earlier trauma form a substantial substrate for the violence, 
pain, and conflict that pervade the world (Simpson, 1993b; De Zulueta, 
1993). 

The human potential for violence and injustice to others lies in 
ali of us. Internally, individuals need to defeat the tyrant within by 
the personal exercise of reason and a will to justice. Because not every­
one can or will choose to defeat or control this inner tyrant consis­
tently, we need the externa! structure of law, like a moral exoskeleton, 
to allow ali to enjoy their human rights within a framework that is 
just; to protect the weak from the strong, the scrupulous from the un­
scrupulous; and to enable genuine freedom to occur. In South Africa, a 
society was created in which, with marvelous consistency, very few good 
deeds go unpunished, and very few bad deeds go unrewarded. We are 
trying to recover from a situation in which the laws protect the strung 
from the weak, and rather than servingjustice, these laws often required 
injustice. 

A common variety of denial among workers in the field of trauma 
is the fallacy of neutrality. Within secure and established democracies, 
there are many issues and debates from which a professional caregiver 
can remain aloof. But with regard to torture and repression, doing 
nothing, or behaving as if nothing is happening, is not neutra!; it is 
pathological denial and is usually effective assistance to the perpetrators. 
As Montaigne wrote some 400 years ago, "Science without conscience is 
but the death of the soul." No doctor feels bound to be neutra! toward 
cancer. We proudly oppose it and feei no need to balance evenly the 
needs of the patient and the needs of the cancer. Why should we treat 
torture, the cancer of freedom, any differently? 
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POSTSCRIPT 

This chapter was written in early 1994. As ofthis writing, 18 months 
ha ve passed of what has been calied the "New South Africa." The world has 
congratulated the nation and its people for achieving "peaceful transfor­
mation." But it has been a weird form of peace, causing death and damage 
in politica} violence fuliy equivalent to a modest-scale war, yet thisis calied 
"unrest," as if merely minor turbulence. Sadder still is the disiliusionment 
among those who suffered in the struggle for freedom, who ha ve seen their 
needs and wishes ignored. The perpetrators have not only avoided ali 
penalties, but great care has been taken to spare them embarrassment or 
inconvenience. Many millions of rands have been spent on lavish pensions 
for their care. In contrast, no realistic provision has been made for their 
victims, who wili be heavily taxed to pamper them. In a supreme insult, the 
law set up a "Truth and Reconciliation Commission" to provide formal 
amnesty for ali crimes perpetrators may admit. This denies victims of 
apartheid the right to seek civil damages or reparation from those who 
injured them. Leaders of the liberation movement now in government 
show a variation of"identification with the aggressor," by pandering to the 
perpetrators. Those who coped with apartheid, aided by hopes for a just 
and fruitful victory, are now bitterly disaffected (Simpson, 1996). 

Most international funding, the only source of support for the de­
fense of human rights and the care of victims, stopped after the election, 
and the new government fails to make any provision for these continuing 
and urgent needs. South Africa has given history an example, not of how 
peace is attained by peaceful negotiation, but how skillfuliy a repressive 
minority can retain their benefits and ensure the continued neglect of 
their victims. Those who dreamed of freedom and recognition for their 
contribution to attaining it have been trampled, and express no hope for 
the future: a situation far worse than their state under apartheid, for no 
one willliberate them from the Liberation that failed to set them free. 

This is a hasis for severe, continuing, and evolving postraumatic 
problems. The new Politica} Correctness forbids victims to speak of their 
experiences. In the name of reconciliation, they must be silent about 
their anguish-The Silence of the Lame-as those who are responsible 
for the new suffering are admired international icons. The future for 
survivors of apartheid has never been bleaker. 
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Health Problems in Areas 
Contaminated by the 
Chernobyl Disaster 

Radiation, Traumatic Stress, or Chronic Stress? 

JAN VAN DEN BOUT,JOHAN M. HAVENAAR, and 
LUDMILLA 1. MEIJLER-ILJINA 

INTRODUCTION 

On April 26, 1986, one of the four blocks of the Ukrainian nuclear 
power plantat Chernobyl exploded as a result of human error. The fatal 
accident sequence was initiated by the decision of the plant's manage­
ment to shut down ali safety mechanisms in the reactor in an overnight 
experiment to test the generator under extreme conditions. That night, 
at 01.24 hours, eyewitnesses outside Chernobyl Unit 4 observed two 
explosions, one after the other. Burning debris and sparks shot into the 
air above the reactor, some of which fel! on the roof of the machi ne room 
and started a fire. The explosions left a gaping hole in the roof, exposing 
the reactor core to the outside air (Medvedev, 1990; Mould, 1988). Fire­
fighters from the nearby town of Pripyat made heroic efforts to control 
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the fires. Even after rescue workers had entered the Unit 4 building, the 
operating crew reacted with disbelief to the reported devastation of the 
reactor's core. Disbelief and outright denial also characterized the first 
official response. The authorities had only recently proclaimed that the 
Chernobyl reactor was so safe that one could have built it on Red Square 
in Moscow. Only when alarming background readings of radioactivity in 
the Scandinavian countries made it apparent that a large-scale nuclear 
accident was occurring somewhere in the Soviet Union did the first 
public announcements appear in the Soviet press. The state press agen­
cy, TASS, issued a four-line statement that an accident had occurred at 
the Chernobyl nuclear power plant and that every measure had been 
taken to limit the damage. 

Meanwhile, hundreds of tons of radioactive dust were released and 
dispersed over Europe (see Figure 1), and even over the whole world. 
Elevated levels of radiation, especially due to short-lived radioactive io­
dine contamination, caused anxiety in large parts of Europe. Govern­
ments had to impose protective measures for the safety of the popula­
tion in areas as remote from the reactor site as the Netherlands and ltaly. 
The Chernobyl disaster was the largest civil nuclear disaster ever. The 
efforts made by the governments of three former USSR republics (Be­
larus, Ukraine, and Russia) to assess and monitor the consequences of 
the accident and the resources allocated to this assessment were probably 
one of the greatest operations ever created in response to a human­
made environmental disaster (Shigematsu, 1991 ). The disaster has af­
fected and will continue to affect the lives of millions of people, espe­
cially those of the more than 4 million people who are still living in 
contaminated areas. 

The first two authors have visited the contaminated areas in the 
three republics more than a dozen times since 1991. During these visits, 
many patients were seen and medical doctors, psychiatrists, authorities 
and activists were interviewed, as well as inhabitants of the contaminated 
areas and "liquidators" (i.e., the emergency response and recovery work­
ers, including those who extinguished the fire, entombed the destroyed 
reactor, helped decontaminating and cleaning up the surroundings of 
the nuclear power plant after the disaster, and assisted in the evacuation 
operation). The third author, a Byelorussian citizen, worked at the time 
of the disaster as a psychiatrist in Minsk. For the past few years, she has 
worked with the first two authors on severa! projects in the contami­
nated regions. 

This chapter gives a general overview of the psychological reactions 
following the Chernobyl disaster as they were encountered in inhabi­
tants living in or near the contaminated areas. A prominent reaction of 
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Extent of radiation dispersa! May 3, 1986 
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Figure 1. The extent of radiat ion dispersa! by the Chernobyl disaster. (Adapted from .J. H. 
Cittus el al., 1989.) 

the people in these areas is massive health concern. People fear their 
health has deteriorated since the disaster and will get worse in the fu­
ture. Epidemiological information about the health status of the popula­
tion is incomplete, but their health status appears to be rather poor 
(Shigematsu, 1991 ). We present here arguments for the hypothesis that 
the health problems of the population are the result not of radiation, but 
of identifiable psychosocial stressors (Darby & Reeves, 1991 ), and identi-
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fy ways in which these stressors may result in health concerns, health 
problems, and illness behavior. Also, we deal with the question of wheth­
er a psychotrauma model or a psychosocial stress model better fits the 
health problems encountered in the affected populations. 

At the present time, empirica! data about the psychological and 
psychosocial consequences of the Chernobyl disaster based on systematic 
research are scarce. Our account of the situation is therefore based 
mainly on observations and interviews. Some preliminary empirica! evi­
dence based on research that was recently carried out by the authors in 
Belarus is presented. 

THE DISASTER AND ITS AITERMATH: SOCIAL, CULTURAL, 
AND SOCIOECONOMIC ASPECTS 

In order to really understand the reactions of the inhabitants to the 
Chernobyl disaster, it is essential to understand the social and cultural 
situation in the former USSR in that period. Although, at the time 
of the disaster, the era of the glasnost ("openness") and perestroika ("re­
structuring" or "renovation") had been officially declared by Mikhail 
Gorbachev, a substantial part of the population had a severe distrust in 
the government. People had lost their trust in the communist system. 
Hardly anybody, however, dared to criticize the government openly in 
the official public media. Instead, many people discussed the social and 
politica! problems privately with relatives or among friends. Informa­
tion favoring the government in the public media was received critically 
and with disbelief. So, among the inhabitants of the former USSR, a 
somewhat paradoxical attitude had arisen: People trusted rumors more 
than official reports. The manner in which the government of the Soviet 
Union and the official press handled the Chernobyl disaster confirmed 
the inhabitants' skepticism, as the following account amply demon­
strates. 

Following the explosion at the plant, the initial reaction of the au­
thorities was to keep silence and to fix the problem by all possible means. 
With the exception of a small group of workers at the site and govern­
mental officials, the inhabitants of the nearby settlements were told 
nothing about the explosion and the release of radioactive material. 
During the first day, life went on as usual. In some nearby towns and 
villages, evacuation started on April 27, but the inhabitants of neighbor­
ing regions, such as Kiev (Ukraine), Gomel (Republic of Belarus), and 
Novozybkov (Russian Federation), were kept ignorant in the first weeks 
following the accident. After some days, rumors began to appear, but in 
the public media only scarce information was given about the incident. It 
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was stressed that there was no danger to the population. To convince 
people of this, a farmer was interviewed on television who lived next to 
the nuclear plant and who continued working his fields. Also, the gov­
ernment did not cancel the First of May parade in Kiev, the USSR's third 
largest city (with nearly 3 million inhabitants). Kiev is the capital of the 
former Soviet republic and now independent country Ukraine, situated 
160 kilometers from Chernobyl. The parade was held as if nothing 
unusual was going on, and a considerable number of children attended 
the parade to prove this. 

In the meantime, the Soviet army and civil services deployed one of 
the largest peacetime operations imaginable to stop further contamina­
tion and to evacuate people from the 30-kilometer zone. Thousands of 
people were recruited to help. The initial period after the accident cre­
ated an atmosphere of determination and perseverance reminiscent of 
the struggle of the Soviet people during World War II. However, when it 
became evident after quite some time that the children of the elite had 
been evacuated, a small exodus of women and children f1eeing from 
Kiev took place (Park, 1989). 

Only after about a week following the disaster did the public media 
release information about precautionary measures which the inhabi­
tants had to take, such as staying inside as much as possible and eating 
only canned food. Stilllater, information was given on how the accident 
had taken place, and on the size anei the number of victims of the 
disaster after the explosion. 

In the following two or three years, hardly any information was 
provided about the consequences of the disaster. It was acknowledged 
that many of the 200 firefighters who haei had to clean the nuclear 
reactor suffered from radiation disease. In contrast, thousands of "liq­
uidators," who had participated in the cleaning activities in the first 
three months were left in doubt about whether any complaints they 
developed were a result of radiation. Frequently, it was stated that their 
complaints were not radiation-caused. A characteristic example is the 
story of a colonel of 45 years who, originally in good health, became ill a 
year after the cleaning activities. Radioactive cesium was found in his 
body during a radio-isotopic investigation. He was told that he was con­
taminated by cesium but that there was no relation between his disease 
and his cleaning activities, which of course he disbelieved. Other stories 
recount the distribution of contaminated food mixed with clean prod­
ucts and the sale of furniture looted from evacua teci villages on markets 
ali over the USSR. We have no way of knowing to what extent stories like 
these-and there are numerous such stories-are based on reality. 

Till 1989, the main message of the government was that there was 
really no problem and that matters were under control. Glasnost was 
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practiced to only a very limited extent: The authorities had maps on 
the levels of radioactive contamination of the soil, but these were not 
made publicly available. Instead, officials simply declared that adequate 
measures had been taken and would be taken in the future. The Wall 
Street Journal (April 27, 1987, p. 29) christened the nuclear accident a 
"test for glasnost," which the Soviet government had failed. In the mean­
time, more contaminated areas were discovered, and as a result, further 
evacuations and relocations became necessary. People were even evacu­
ated to 'safe' areas that, after some time, appeared tobe contaminated as 
well. 

This policy of only partially telling the truth and assuring people 
that there was nothing to worry about led to more unease in the popula­
tion. About 1989, the inhabitants became more and more upset about 
the delayed consequences of the disaster. There were rumors about high 
numbers of miscarriages. It was also reported that calves with monstrous 
eyes were being horn. This commotion resulted in large demonstrations 
in many cities. The fact that the inhabitants had the courage to hold 
these sort of demonstrations was undoubtedly a consequence of the 
glasnost and perestroika policies, which became quite important during 
these years (Young & Launer, 1991). On the other hand, the Chernobyl 
accident had developed into a major issue, and in this sense, it had a 
catalytic effect on these policies. The government had no other choice 
than to change its approach and started to release factual information on 
the consequences of the disaster. Maps showing the extent of contamina­
tion of the land were made publicly available. However, this policy had 
hardly any effect because distrust of the government and the official 
press was far too great. The fact that the attempts to cover up the 
consequences of the Chernobyl disaster had been repeatedly followed by 
reassuring evidence was conceptualized by people as a confirmation of 
the untrustworthiness of the official sources of information. 

For a good understanding of the reactions of the people of Belarus, 
Russia, and Ukraine, it is further necessary to pay attention to other 
social, cultural, and political problems, some of which are not related to 
the Chernobyl disaster itself. Soviet society has gone through a turbulent 
phase of political instability and economic crises, the onset of which 
almost coincided with the Chernobyl disaster. Old ideals and ideology 
have been demolished, but there is a lack of new ones. Many persons 
have adopted the Western ideology. There is a huge identification, espe­
cially among the young people, with Western lifestyles, shown for exam­
ple by the immense popularity of Western sportswear and drinks, such 
as Pepsi Cola and Coca-Cola. At the same time, there is a deep sense of 
disillusion about the lack of economic recovery. 

The Chernobyl accident had enormous socioeconomic consequences, 



HEALTH PROBLEMS AND CHERNOBYL 219 

which have lasted up to today. Some 130,000 people have been evacuated, 
and an additional 200,000 are to be evacuated in the future, although 
conflicting views with respect to the criteria for evacuation make it doubt­
ful whether this wili indeed happen. Between 600,000 and 1 miliion people 
were involved in the ele an up of the nude ar plant site and the surroundings. 
The 30-kilometer zone around the nuclear plant is now still a forbidden 
area, although the government aliows older people to stay there, who want 
to li ve and to die in the viliages in which they have lived ali their life. Nearly 
300,000 persons are living in "strict control zones," where continuous 
monitoring of the le vei of radioactive contamination takes place. Although 
the accident took place in Ukraine, Belarus has suffered the most severe 
consequences, as the contaminated clouds moved northward. Of ali the 
territory that was contaminated by radioactivity foliowing the accident, 
70% is situated in Belarus (38,000 square kilometers, which equals 18% of 
the land a rea of this republic). In this now independent republic, 300,000 
hectares of farmland were taken out of agricultural use. Some 1 miliion 
acres of the forests were contaminated to varying degrees (Shigematsu, 
1991 ).In addition to losses in agricultural production, there has been a loss 
of the market for food products from the region and loss of tourism as a 
source of income in some districts. 

PSYCHOSOCIAL STRESSORS AFTER THE CHERNOBYL 
ACCIDENT 

The central and perhaps most important stressor for the inhabitants 
of the contaminated areas is the threat of having been exposed-and 
still being exposed-to dangerous levels of radiation, possibly resulting 
in current or future damage to the body. However, as the foregoing 
account already suggests, in the case of the Chernobyl disaster several 
other severe stressors were chronic in nature. In our opinion, these 
stressors are at least as important as the threat of having been or being 
exposed to radiation. In this section we discuss these chronic stressors, 
which were mostly an indirect consequence of the disaster and could also 
be characterized as a sequence of severe stressors. 

Evacuation and Discrimination 

Shortly after the accident, some 130,000 people were evacuated. 
This evacuation caused severe psychosocial stress. In many cases, rural 
people were evacuated to cities, where they now live in flats. In addition, 
in the years immediately following the disaster, government policy was to 
evacuate families and individuals rather than whole communities. The 
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result was a severe loss of social structure and social ties. Thus, many of 
those evacuated became socially uprooted. Furthermore, they were far 
from welcome in "clean" areas and frequently experienced outright dis­
crimination. 

Case vignette 1: A woman 54 years old is referred to a medical specialist for 
evaluation of cholecystitis (gall-bladder infection). She lives in a village about 
60 kilometers from Gomel in an area contaminated by less than 5 Curie 
radiocesium per square kilometer (i.e., mild contamination). She was a liq­
uidator; she helped with the evacuation of cattle from the 30-kilometer zone 
around Chernobyl. Except for uneasiness in the upper abdomen and a dis­
like of fat food, complaints which are consistent with the gall-bladder prob­
lems, she reports a number of complaints such as dryness of the mouth, 
obstipation, and pain in urinating. Although she acknowledges that her com­
plaints started years before the disaster, the patient insists that her health has 
deteriorated since the Chernobyl disaster. She believes that she was exposed 

to dangerous levels of radiation when evacuating the cattle. She now is forced 
to live together with other liquidators and evacuees from contaminated areas 
and work together with them, which she does not like at ali because she is 
afraid that the evacuees are full of radiation. Also, she is afraid of the con­
taminated agricultura] machines and materials they brought with them. She 
fears that her current complaints are caused by cancer from Chernobyl. 

On one hand, the hostile reception in "clean" areas was due to the fact 
that people were afraid to be contaminated with radiation through con­
tact with the evacuees. Children in particular seem to have become tar­
gets of discrimination. On the other hand, the unfriendly reception 
stemmed from the fact that evacuees were treated with priority concern­
ing the assignment of newly built houses, thus decreasing the prospects 
of the local people of moving to a new house. 

As a result of evacuation, people also frequently experienced loss of 
contact with relatives. Especially in the very first weeks or months after 
the accident, people were often evacuated quite unexpectedly. Suddenly, 
they found themselves separated from their loved ones. Families were 
separated from each other according to seemingly rational, but not psy­
chological, guidelines. In one republic, for example, people were evacu­
ated according to the lifetime doses they would accumulate if they stayed 
in the contaminated areas. Consequently, the young people had to leave, 
and the older people had to stay. 

Confusion about Safe Dose Limits 

Two basically different concepts were used to calculate permissible 
radiation doses: the degree of contamination per square kilometre and 
the total dosea person accumulates during a lifetime. The three repub­
lics adopted different safety concepts, and even within one single con-



HEALTH PROBLEMS AND CHERNOBYL 221 

cept, they used difTerent criteria. Moreover, these criteria changed with­
in republics as time passed. These confusing safety concepts and criteria 
led to distrust, anxiety, and indignation. People asked themselves, "Why 
have the people in Belarus been evacuated, and we in Russia not? Are we 
that unim portant?" These different conceptions of safety thus enlarged 
the stress of the evacuations and also gave rise to a commotion among 
nonevacuees. 

Departure of People with High Socioeconomic Status 

A lot of educated people moved to clean areas. In particular, medi­
cal doctors left. As the vice mayor of a small town put it, "How can you 
explain to people that you can live here safely when the doctors are the 
first to leave?" Migration was probably not due solely to the disaster. 
Emigration restrictions were lifted during the same period, and the 
result was an emigration wave in the whole former USSR (e.g., to Israel). 
An unknown number of people who had migrated carne back disillu­
sioned after a few years. There was also an influx of refugees from other 
trouble-stricken areas in the former Soviet Union, reportedly even to 
some abandoned villages in contaminated areas. 

Changes in Lifestyles, Especially for Children 

Before the Chernobyl disaster, people living in the area had spent 
much time in the woods and by the rivers for recreation. After the 
disaster, many of these activities were discouraged and, in some areas, 
even forbidden. Children especially were affected by these changes. Be­
cause of the contamination of the surroundings, children in some areas 
had to spend their recess in the classroom for a long time. This confine­
ment may have resulted in deteriorated physical condition and in devel­
opmental delay. In some areas, there are still restrictions on playing 
outside. In addition, there have been many prohibitions in the contami­
nated areas, especially in the first years after the disaster. For example, it 
was forbidden to eat home-grown fruit and vegetables. Cows had to be 
milked, and the milk had tobe thrown away. One can imagine the dilem­
ma created by such decrees in times of economic hardship and food 
shortages. 

Insecurity about the Level of Contamination of Food 

An additional stressor stems from insecurity about the level of con­
tamination of food. There are a number of radiohygienic precautions 
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that people know they should take, such as not eating fish from certain 
rivers or untested home-grown foods. The newspapers publish extensive 
lists with the results of radiation measurements in food products every 
week. If people do not follow these instructions-which in these times of 
economic hardship may become a dire necessity-they know that they 
run a health risk. 

CHARACTERISTIC REACTIONS OF THE INHABITANTS 

Based on in-depth conversations and interviews, the following reac­
tions of the inhabitants of the contaminated areas can be distinguished 
as characteristic. 

Loss of Trust and Pervasive Distrust 

As already mentioned, the fact that the authorities withheld agreat 
deal of information about the Chernobyl accident during the first three 
years after the disaster led people to become suspicious. All official 
information is distrusted, even if it is factually correct or in accordance 
with Western reports. This applies to information about the contamina­
tion of food and soil, as well as to information about the dose of radia­
tion people received. It looks as though people are constantly seeking 
reliable information but, at the same time, disqualify every piece of 
information that is presented. Reassuring information only triggers the 
search for more reassuring information. 

These feelings of distrust and insecurity concerning the conse­
quences of the Chernobyl disaster stern from severa} sources. Seventy 
years of communist government have undermined general trust in the 
authorities. Distrust was augmented by the ideologica! and economic 
bankruptcy of the communist state. Although, undoubtedly, the socialist 
ideology was not supported by all of the inhabitants, it gave most of them 
some "anchor point," for better or for worse. People now lack a unifying 
frame of reference, and many feel betrayed by the former system. 
People have become cynical and do not trust anyone or anything. 

Loss of trust is a universal characteristic among the inhabitants. For 
example, after the disaster, numerous experts arrived to carry out all 
sorts of investigations. These experts stayed in the contaminated areas 
for only a short time. Many of the inhabitants thought-falsely-that 
the cause of the short stay of these experts was the danger of the radia­
tion. The inhabitants asked themselves why living in the contaminated 
areas was evidently considered safe for them, while it was not for other 
people (such as these experts). 
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Anxiety and Depression 

Anxiety was the core negative emotion of the inhabitants in the first 
years after the disaster. People are especially anxious about the amount 
of radiation to which they (and especially their children) have been, stiH 
are, or will be exposed, and about the extent of contamination of the soil 
and their food (Giel, 1991). In past years, Russian investigators have 
reported a gradual shift toward depression as the core negative emotion 
(G. M. Rumyantzeva, personal communication, September 1 992). Many 
people have become apathetic and hopeless about their future, but espe­
cially about the future of their children. Typically, inhabitants are not 
really interested in information about the future consequences of the 
disaster, because "we know what will happen-we will die in a few years." 

Psychotraumatic Consequences 

In comparison to natural disasters like earthquakes and floods, 
technological disasters such as the Chernobyl accident have a number of 
specific characteristics. One characteristic of "natural" or "classical" di­
sasters is that they are beyond human control, whereas in most techno­
logical disasters humans can no longer master the systems they thought 
they had under control (Baum, 1987). Another important difference is 
that "classical" catastrophes typically have a clear "high point" and "low 
point" (Baum, Fleming, & Davidson, 1 983): When the terrors of a flood 
subside, the damage can be assessed, and the actual disaster is over. 
After a nuclear disaster like Chernobyl, the consequences are not visible 
or tangible. There is no high point and no low point. Characteristic of 
this type of technical disaster, which is sometimes referred to as a diluted 
disaster (Bertazzi, 1 989), is the fact that it seeps gradually into awareness 
and holds a threat mainly for the future. 

After an earthquake or a flood, posttraumatic stress reactions of 
intrusion are typically reported, that is, images that directly or indirectly 
imply the reexperiencing of the event (for example, feelings of being 
back in the traumatic situation or nightmares concerning the event) 
(Kleber & Brom, 1 992). During the Chernobyl accident, however, only a 
few outward signs of the event were visible, even within the range of 
some kilometers. The absence of intrusi ve reactions that we encountered 
with respect to the accident proper is probably related to the absence of a 
high-impact phase. The psychotraumatic consequences of the Cher­
nobyl disaster thus refer less to experiences with the disaster proper (i.e., 
the explosion itself). Intrusive memories may occur in people who un­
derwent immediate evacuation in the early days after the disaster, which 
certainly had an acutely psychotraumatic quality for many. Similar reac-
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tions occur in people directly involved in combating the disaster at the 
time of the explosion of the nuclear unit. Together, however, these two 
groups make up only a relatively small proportion of the population. 
The incident itself left hardly any psychological impression on the ma­
jority of the population, which was kept ignorant at the time. 

In our view, a nuclear disaster like the Chernobyl accident reveals 
some limitations of the concept of posttraumatic stress reactions and 
especially of the rigid definition of the posttraumatic stress syndrome as 
it is defined in the DSM-III-R (American Psychiatric Association, 1987). 
This syndrome requires the presence of intrusive as well as avoidance 
symptoms. Our observations in the contaminated areas point to the 
presence of avoidance, but to the presence of intrusion to only a much 
smaller extent. 

Characteristic of the Chernobyl accident is that, apart from the 
destruction at the nuclear power plant itself, nothing concrete seemed to 
have happened. The millions of people in the contaminated areas wit­
nessed no actual destruction in their neighborhood. Probably, many 
people living in the smaller villages did not even see the television broad­
cast or read the minimal newspaper coverage about the terrible accident 
that had happened far away. It was only gradually that they realized 
something terribly wrong had happened which affected their lives. The 
threat of future destruction and damage to the body is augmented by 
severa! factors. People know that the soil on which they live is contami­
nated to a certain degree and is a potential health hazard. In addition, 
there is always the chance that the food is contaminated. Finally, the 
threat of future destruction is strengthened by the fact that two blocks 
(and now three) of the Chernobyl nuclear power plant are stiH function­
ing and that the exploded block repeatedly gives rise to severe problems. 

Psychologically speaking, the Chernobyl disaster is therefore more 
comparable with a situation where a person is informed that she or he 
has HIV infection or incurable cancer than with a disaster like a flood. 
And with this statement, we arrive at the fourth-and in our opinion, 
most important-characteristic reaction of the inhabitants. 

Health Problems and Attribution of These Health 
Problems to Radiation 

Perhaps the most prominent characteristic of many inhabitants in 
the contaminated areas is the extent to which they are concerned about 
or even preoccupied with their health. They experience ali kinds of 
health problems (headaches, gastrointestinal complaints, common infec­
tions), some of which (hypertension, sleeplessness, tiredness) seem tobe 
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of a clearly psychosomatic nature. The complaints mentioned are to a 
very large extent attributed to radiation. For example, two old women 
told about the lethal heart attack of their nephew at the age of 43. They 
commented, "All our family members become very old. He must have 
died from radiation." Ora young mother commented on the eye prob­
lems of her 5-year-old child: "I was pregnant with her when the accident 
took place. I'm sure this is the result of radiation." Frequently, parents of 
teenagers state, "In our young days, we were quite active. Our sons and 
daughters are so apathetic and always tired. We are afraid they will not 
become very old. What future do they have?" Even people who at first 
glance do not appear to be preoccupied with their health live with a 
deep-down expectation of imminent lethal disease. 

Case vignette 2: A man 31 years old, living in Gomel, comes to his physician for 
a yearly checkup, which is compulsory because in 19H6 he worked for three 
weeks as a liquidator in Chernobyl. Shortly before the end of his study to 
become an engineer, hc was drafted into the army and sent immediately to 
Chernobyl. In 1987, he worked again for severa! weeks at Chernobyl. Hc says 
he feels well and bas no complaints. Except for some slight fatigue, which he 
attributes to stress at work, he says he feels fine. When asked about his 
thoughts about thc consequences of Chernobyl, he answers that he believes it 
is better not to worry now because hc knows he will die from a radiation­
related disease within some years. 

This preoccupation with health problems, combined with the attri­
bution to radiation, is quite understandable. It is similar to that observed 
in the survivors of the atomic bombs in Hiroshima and Nagasaki. Lifton 
(1971) stated that these survivors tended "to associate the mildest every­
day injury or sickness with possible radiation effects" (p. 138). 

Strictly speaking, we do not know whether this increase of all kinds 
of health problems reported by the population reflects an actual in­
crease in morbidity in the population, because reliable epidemiological 
data from the period before the disaster are lacking. In addition, after 
the disaster, the inhabitants were screened extensively, and this screen­
ing possibly resulted in an increase in medical diagnoses. Thus, the 
interpretation of health statistics is difficult. The clinica! importance of 
the complaints by inhabitants of the areas near Chernobyl therefore 
remains uncertain. 

HEALTH ATTRIBUTIONS: SOME ILLUSTRATIVE DATA 

The observation that inhabitants in contaminated areas largely auri­
bute poor health to radiation can be illustrated by preliminary data from 
a study which was carried out by us in the Cornel region in 1992. This 
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region is situated in the southeastern part of Belarus (the former By­
elorussian Socialist Soviet Republic) and has a population of 1.5 million 
people. It was one of the most contaminated regions following the Cher­
nobyl accident. The city of Gomel (500,000 inhabitants) lies ata distance 
of 100 kilometers to the northeast of Chernobyl. Although Gomel was 
only mildly contaminated, the city and the surrounding districts harbor 
many of the thousands of people who have been evacuated thus far. 

In an effort to get a representative sample of inhabitants, we de­
cided to draw from a sample of factories, schools, and other working 
sites. As unemployment in the former Soviet Union is extremely low 
(according to official statistics, less than 1% ), this procedure seemed 
warranted. In the study, 1,617 inhabitants were asked to fill in self­
report questionnaires, including five items about health attributions. 
People were asked to rate each of fi ve factors as being a possible hazard 
to their own health. The potential health hazard was rated on a scale 
ranging from 1 ("hardly at ali") to 5 ("very much"). The factors were 
deficiencies in essential nutritional elements; biological effects of radia­
tion; nervous tension (stress) related to the Chernobyl disaster (such as fear 
of radiation and stress related to evacuation); the politica[ situation in the 
country; and economica[ problems. As is shown in Table 1, biological effects 
of radiation were rated the highest of all health hazards. 

Not only inhabitants, but also medical doctors are inclined to auri­
bute health problems to radiation. This was found in a small study of 30 
medical doctors (general practitioners, medical specialists, and psychia­
trists), who were asked to rate the five factors mentioned above accord­
ing to their contribution to health problems in the Gomel region. Also 
from Table 1, it can be seen that they rated radiation as the main health 
hazard. 

This empirical evidence illustrates that inhabitants and medical dac­
tors perceive radiation as the most important cause of health problems. 

Table 1. Possible Hazards to Health According to 
Inhabitants (N = 1,617) and Doctors (N = 30) 

in the Gomel Regiona 

lnhabitants Doctors 

Radiation 3.9 3.6 
Economic problems 3.7 3.1 
Nutrition 3.6 3.3 
Stress because of Chernobyl 3.4 3.2 
Politica! situation 3.3 1.9 

aMean scores may vary from 1 ("hardly at al!") to 5 ("very much"). 
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U ndoubtedly, the inhabitants' belief is intensified by the fact that medical 
doctors hold the same view. 

RADIATION, TRAUMATIC STRESS, AND CHRONIC STRESS 
IN RELATION TO HEALTH PROBLEMS 

Above, we stated that inhabitants tend to think that their ailments 
and illnesses are caused by radiation. What is scientifically known about 
the medical (biologica!) consequences of the exposure to the doses of 
radioactivity that the population was exposed to as a result of the Cher­
nobyl accident? 

Experts disagree on this question to some extent, but there is an 
absolute consensus that radiation causes a limited number of discrete 
medical problems and is not related to any orali kinds of medical prob­
lems. For irtstance, it has been found that cancer is clearly related to high 
doses of radiation. It is, however, hard to establish such a relationship 
with the much lower doses that the population in contaminated areas 
was exposed to. Morbidity and mortality rates are influenced by a large 
number of factors (McCally, 1990). According to a recent scientific re­
port (lvanov & Tsyb, 1993), no excess leukemias can be attributed to the 
Chernobyl radiation, not even in the most affected populations. On the 
other hand, according to the same report, in the Gamei region thyroid 
cancer in children rase from 1 or 2 cases in 1986-1989 to 39 in 1992 ( cf. 
Kazakov, Demidchik, & Astakhova, 1992). There is hardly any doubt 
that this increase is a direct consequence of radiation. Radiation experts 
generally share the view that, with the exception of this rise in the 
incidence of thyroid cancers in children, a direct link between radiation 
and other ailments is highly improbable. The results of the first interna­
tional study on the medical effects of the Chernobyl accident (Shigemat­
su, 1991) are in agreement with this view. The study, held in 1989, was 
financed by six United Nations agencies and by the International Atom­
ic Energy Agency (IAEA). The main conclusion of the study was that the 
accident had not resulted in any measurable radiological effects on the 
health of the local population. No evidence was found of an increase of 
radiation-related illnesses such as leukemia and birth defects. 

What is known about the effect of the traumatic stress of being ex­
posed to radiat ion or, in the words of Stiehm ( 1992), exposure to "psy­
chological fallout" (i.e., living in the constant fear that health effects will 
inevitably appear soon or !ater)? Studies of the accident at the Three 
Mile Island (TMI) nuclear plant in Harrisburg, Pennsylvania (United 
States) provide invaluable information for understanding the stress-
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effects of the Chernobyl disaster. In 1979, severe problems arose at the 
TMI nuclear plant, resulting in intense feelings of anxiety and panic 
among the inhabitants. Despite a very limited evacuation advice, for only 
pregnant women and young children within a five-mile radius of the 
reactor, thousands of inhabitants fled to safer regions. Ultimately, the 
radioactive release appeared tobe very small, namely, 13-millionths of a 
Curie, which is a negligible quantity, especially when compared to the 50 
million Curie which was released in the Chernobyl accident. Considering 
this negligible radioactive release at TMI, it is certain that effects of the 
TMI incident have to be attributed to psychological stress, that is, to the 
immense fear of being exposed to radiation. There have been several 
controlled studies in which the long-term effects of this stressor were 
clearly established. Years !ater, TMI inhabitants still exhibited stress 
symptoms on a variety of indices, ranging from psychological and behav­
ioral to biochemical and physiological (e.g., Baum, Gatchel, & Schaeffer, 
1983; Bromet & Schulberg, 1986; Davidson & Baum, 1986; Davidson, 
Fleming & Baum, 1986). These TMI studies show that the threat of 
being exposed to radiation can lead to long-lasting effects on people's 
health. These findings strongly suggest that at least some of the psycho­
logical and somatie problems of the inhabitants of areas near Chernobyl 
may be related to the traumatic experience of the disaster. 

Should the health problems of the inhabitants in the contaminated 
areas be interpreted as the result of more mundane chronic stress (e.g., the 
above-mentioned psychosocial stressors, such as evacuation, different 
conceptions of safety, and the loss of their traditional way of life)? In the 
absence of systematic research in the contaminated areas of the former 
USSR, no definitive answers to this question can be given. However, 
considering the number and severity of these stressors, it seems safe to 
cond ude that the health effects of these stressors must be considerable. 

We conclude, in terms of the subtitle of this chapter, that the mas­
sive health problems of the inhabitants of the contaminated areas are 
only to a very small extent the result of the exposure to radiation. The 
various health problems are the consequence of the combined effect of 
the traumatic stress of being exposed to radiation (a stress which is still 
going on) and of the chronic stress of a number of factors that arose in 
the aftermath of the Chernobyl accident. 

A PSYCHOSOCIAL STRESS MODEL FOR THE DEVELOPMENT 
OF HEALTH PROBLEMS AND ILLNESS BEHAVIOR 

How may Chernobyl-related stress lead to health problems and ill­
ness behaviors, such as seeking medical care? In Figure 2, we have ten-
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Chemobyl disaster: 
possibility of diseases caused by radiation 

(Sensitivity for) physical sensations 

Labeling sensations as symptoms 

Labeling symptoms as caused by radiation 

Labeling symptom constellations as a 
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"Chernobyl-related" 
stressors 

disease caused by radiation -------

1 Seeking medical care 

Anxiety and depressive reactions: ~ 
--"1 have an illness." 
--"Which new symptoms willl get?" 
--"What will become of me?" 
--"What will become of my children?" 

Figure 2. Psychological pathways linking Chernobyl-related stress to health problems and 
illness behavior. 

tatively tried to specify these processes (using a adaptation of the model 
by Cohen & Wiiiiamson, 1991 ). 

First of aii, having been exposed to radioactive contamination 
means that people wiii monitor themselves more closely with respect to 
aii sorts of physical sensations. They wiii be more sensitive to bodily 
sensations. Uncertainty about whether one has been exposed to danger­
ous levels of radioactivity wiii probably worsen this situation. The psy­
chological significance of radiation, which is a rather incomprehensible 
phenomenon to most people and which is associated with dreadful 
health consequences, further contributes to this state of affairs. Further­
more, the Chernobyl-related stressors discussed in the preceding section 
trigger physiological arousal. 

The physical manifestation of this arousal state may be interpreted 
as symptoms (Pennebaker, 1982), and symptom consteiiations may be 
interpreted as radiation-related. It is quite conceivable that this inter­
pretation leads to anxiety and depressive reactions. For example, people 
are worried about their future ("What wiii become of me?"). In addition, 
they view themselves as having a disease, as "sick ·persons," and this view 
is likely to lead to a higher sensitivity to physical symptoms, which in 
turn feeds on their anxieties concerning contamination. The result may 
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be the development of stress-related syndromes (somatie or mental) 
and/or changes in illness behavior, such as seeking medical care more 
frequently. 

CONCLUDING REMARKS 

The liypothesis that the many health problems in the contaminated 
areas are stress-related needs further systematic investigation. Conclud­
ing that the problems are stress-mediated does not, of course, mean that 
they are imaginary. Stress-related diseases are quite real from a quality­
of-life point of view and may have considerable public health conse­
quences because they increase medical consumption. Neither does the 
hypothesis imply that direct radiation-caused disorders do not or will 
not occur in the contaminated areas. As mentioned earlier, in the case of 
thyroid cancer in children, such a direct relationship is very likely. How­
ever, and this is the main point of our argument, it seems unlikely that ali 
or even the majority of the current health problems and illnesses are 
caused by radiation, as the inhabitants of these regions tend to think. 
Other factors are likely to be involved as well. In these, Chernobyl­
related stress factors may play an important role. 

Many of these additional factors consist of a sequence of measures 
which have been taken by authorities. In this sense, the authorities have 
inadvertently made matters much worse by adding stress to the disaster 
itself. Their policies (or sometimes lack of them) are classic examples of 
factors causing stress and thereby causing poor health, such as providing 
conflicting information or misinformation, breaking up social networks, 
and depriving people of their feeling of personal control. 

The assertion that a considerable number of the health problems is 
stress-related may not be spectacular or amazing to some readers of this 
book. It should be remembered, however, that this view is based only on 
hypotheses, which await scientific verification. For example, it has yet to 
be shown that people in the contaminated regions suffer from mental 
health problems more often then those in noncontaminated areas. On 
the other side, we can testify that the view that the health problems are 
to a large extent stress-related is quite astonishing to the inhabitants of 
the contaminated areas, including the medical doctors and other health 
care professionals who work in these areas. Or to put it more strongly, it 
is a view that is so controversial that one can hardly state it publicly 
without eliciting strong emotional reactions in the people affected by the 
disaster. The worries and fears (and even panic) concerning radiation 
and radiation-related diseases have probably been greater than the actu-
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al risk, either immediately after the disaster or in the present. People 
themselves, however, appraised the situation as a real death threat. 

It is open to debate how much cultural factors have kindled fear of 
radiation and fear of severe health problems among the inhabitants of 
the affected republics. Young and Launer ( 1991) described a film by 
Shevchenko showing mine workers tunneling under the foundation of 
the damaged reactor without any form of protection; in the film, there 
are many other details of the enormous struggle of the army and others 
to prevent the spread of radiation. The whole atmosphere of the film 
echoes the remarkable endurance of the Russian people and the sacri­
fices that they made to save their homeland during World War Il. 

Some of our informants have pointed out the glorification of suffer­
ing, which is not limited to the majestic war monuments built in the Soviet 
era. It is also a popular theme in many children's stories and fairy tales. An 
example is the story of acrippled child who is despised by everyone but who 
behaves heroically and saves ali the other children at the moment of dan ger. 
Naturally, the cultural context illustrated by such cultural symbols and 
stories and the entire social situation at the time have influenced the 
victims' process of ascribing meaning to the disaster. However, there are 
incontestably many aspects in the reactions of the inhabitants which they 
share with other people exposed elsewhere to similar dangers. Reports on 
the victims of the atomic bomb in Hiroshima and N agasaki (Lifton, 1971) 
and on the public reactions on near accidents with nuclear power plants 
(e.g., TMI in the United States and Sellafield in the lJnited Kingdom) 
suggest that cultural fac tors have a limited impact. Psychological reactions 
to radioactive contamination are quite similar throughout different cul­
tures. Underlying this pattern is probably the phenomenon of radioac­
tivity itself. Radioactivity is potentiallyvery harmful tothe human body, but 
itcannot be detected directly through the senses. Radioactivity is perceived 
tobe treacherous because many ofits most serious health effects will appear 
only after a lung latency period. After years, many thousands of extra 
deaths may ensue without even leaving a detectable trace in the health 
statistics. AII these qualities contribute to the mythical quality and the sense 
of dread which surround the Chernobyl accident. It is not radioactivity 
itselfbut the psychological impact of radioactivity which matters. It may be 
exactly this almost mythical quality, with its implicit reference to human 
survival in the age of pollution, which may give the Chernobyl accident a 
psychological significance beyond trauma. 
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III 

Ethical Considerations 

Ethical considerations and dilemmas take a significant place in the con­
sequences of traumatic stress as well as in the treatment of trauma­
related disorders. By definition, traumatic stress signifies an exceeding 
of the existing boundaries and limits. A victim is confronted with a 
drastic disruption of her or his assumptions and expectations. Existing 
norms and values are not applicable anymore. They are not as certain as 
one thought they were. The person's belief in the goodwill of other 
people and in the benevolence of the world is shattered. An aggressor 
abuses another individual. Property is lost. The victim doubts and won­
ders whether he or she can still believe in what he or she trusted before. 
His or her basic values are at stake, and there is a fundamental breach of 
confidence. What is the sense of this ali? Why are people behaving this 
brutally and inhumanely? 

Such a dramatic exceeding of limits touches not only the victims anei 
their direct surroundings, but also the therapist and the researchers who 
work with people victimized by war, violence, repression, disaster, and 
loss. The therapist is no longer the neutra!, independent expert but gets 
involved in questions and perplexities that touch her or him personally. 
Of course, this is rather obvious in the case of human rights violations, 
where norms have been disrupted. Severa! chapters in Part II have al­
ready pointed to this issue. Infringements of basic rights pose ethical 
questions that have to be dealt with. The horrors of the events require a 
commitment of a therapist. His or her own values and norms as a human 
being are also upset. He or she is appalled by the atrocities told by the 
patients but is also confronted with uneasy questions: What would 1 have 
done in such a situation? Would 1 myself have behaved in a acceptable 
way? Does my contribution make any sense in the case of such over­
whelming terror? 

It is therefore not surprising that therapists or counselors are often 
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inclined to avoid feelings and thoughts related to the terror and to 
seclude themselves from the possible implications for themselves as hu­
man beings. On the one hand, therapists cannot be indifferent to human 
suffering. Dedication to the plight of the patient is an imperative re­
quirement. Therapists feel compassion and attempt to understand the 
misery. On the other hand, total commitment is a contradiction of pro­
fessional standards. Therapists and researchers should be independent 
and even, to some extent, detached. Nonindependent experts are not 
trustworthy anymore; they become interested parties. They have to sym­
pathize and to identify with the concerns of the patient, but they should 
not equate themselves with the patient. In such a situation, the experts 
may ignore certain phenomena and willlose their credibility. Undoubt­
edly, any professional has to deal with this dilemma in one way or anoth­
er, but the dilemma is more conspicuous in the case of traumatic events 
such as war, violence, disaster, and violations of human rights. The 
expert is required to find a careful and painstaking balance between 
distance and involvement, detachment and dedication, and indepen­
dence and corn passion. 

U nfortunately, ethical reflections are repeatedly overlooked even in 
traumatic stress research and treatment. Because of this neglect, we have 
included here three chapters dealing with ethical considerations from 
different angles. The first chapter pays attention to the difficult deci­
sions of the therapist in a situation of conflicting interests. The second 
chapter deals with the necessity of teaching later generations about the 
violence and crimes of their immediate ancestors. The last chapter em­
phasizes the necessity of using our expertise in traumatic stress for the 
prevention of war and other insufferable situations. 

Posttraumatic stress disorder is a reaction to an externa! threatening 
situation and to the individual's inability to integrate it within her or his 
interna! world. In general, it is considered an inadequate way of coping 
with extreme stress. The disorder may also be considered, however, an 
expression of a conflict between the values of the individual and those of 
the surrounding environment. 

In the chapter by Brom and Witztum, a case is described and dis­
cussed in which the therapist was confronted with ethical dilemmas con­
cerning the goals and means of the treatment. An Israeli man was re­
ferred to a psychiatric outpatient clinic three years after he had served 
his reserve duty as a medic in a prisoners' camp on the West Bank during 
the Intifada. He witnessed the physical abuse of prisoners and was 
caught in an unconscious moral dilemma. The posttraumatic stress dis­
order he was suffering expressed both his moral dilemma and his con­
flict in dealing with aggression and loyalty. The moral and ethical issues 
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involved are discussed by the authors on the hasis of the hypnotherapeu­
tic treatment of this patient. 

The issue that Brom and Witztum discuss is not specific to their case 
or to the Israeli situation of war. In many instances of posttraumatic 
stress disorder, therapists should be aware of confrontations and 
struggles in society which are parallel to the conflicts expressed by their 
patient. As therapists or counselors living with these frictions, we cannot 
pretend that we are not involved in these conflicts, and our choices in 
these conflicts determine our treatment strategies to a certain extent. 

In a creative analysis of interviews with young people in Germany, 
Brendler portrays the relevance of the knowledge of the crimes of their 
immediate ancestors in World War II to their self-esteem and their per­
ception of reality. Most of those interviewed were still trying to cope with 
the psychic ballast related to the moral bankruptcy of their progenitors. 
lf one expects this generation to have gained in moral sensibility from 
their attempt to come to terms with the mistakes and crimes of their 
ancestors or to have developed a sense of responsibility, it is clear that 
only a few have learned from history. Most families have failed their 
children in this respect. Instead of seeing their children's questions as an 
opportunity to develop their conscience, most parents and grandparents 
set a negative example: a perfect model, as Brendler argues, of self­
deceit, a search for scapegoats, and an aggressive way of dealing with 
their narcissistic tendencies. Brendler's analysis of successful learning 
processes proves, however, that it is not being burdened but being not 
burdened that becomes the obstacle in the process of overcoming one's 
shadows in matters of identity and possible relief. The narratives of the 
young people demonstrate that nobody increases his or her moral in­
sight without going through a period of mental suffering and personal 
bewilderment. 

It is not a exaggeration to state that the ultimate goal of traumatic 
stress studies is prevention: prevention of the consequences of war, vio­
lence, disasters, and other events (secondary prevention) as well as the 
prevention of the noxious events themselves (primary prevention). Of 
course, the last goal is often an illusion; nevertheless, it is worthwhile and 
necessary to strive for this perhaps unreachable goal. 

Sidel, Gersons, and Weerts argue that primary prevention is a re­
sponsibility of everyone who works in the field of treating and counsel­
ing the victims and the survivors. Those who deal with the consequences 
of trauma have special knowledge of its depredations and therefore a 
special sense of the urgent need for its prevention. Health professionals 
as individuals and particularly in groups have a responsibility to help to 
prevent trauma by education: by contributing to public and professional 
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understanding of the nature of traumatic stress; of the health conse­
quences of abuse, calamities, and destruction; and of the nature and 
effectiveness of intervention. The authors discuss these issues in particu­
lar in relation to war. They stress the responsibility of advocating specific 
measures that will promote arms limitation and collective security and of 
actions that willlessen tensions and reduce the gaps between the "haves" 
and the "have nots" that lead to war. They suggest avenues for the 
involvement of health professionals in the primary prevention of trau­
matic stress caused by war. They conclude that the responsibility of 
trying to prevent the wounds of war is at least as important as the re­
sponsibility of binding up the wounds after they have been inflicted. 
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When Politica} Reality 
Enters Therapy 

Ethical Considerations in the Treatment 
of Posttraumatic Stress Disorder 

DANIEL BROM and ELIEZER WITZTUM 

INTRODUCTION 

Most literature on the treatment of posttraumatic stress disorders deals 
with the reactions of victims to the hardships they have g<me through. 
M uch less attention has been paid to the fa te of people who belong to the 
side of the perpetrators. 

This chapter presents some thoughts about ethical and professional 
dilemmas in the treatment of posttraumatic stress disorder, especially 
when the disorder can be said to express a conflict with clear moral or 
politica! implications. Kinzie and Boehnlein ( 1993) described the diffi­
culty for therapists when patients make choices about which the thera­
pist feels strongly. This issue will be discussed through the description of 
one case example within the framework of the Israeli situation, that is, 
the lntifada. It should be kept in mind, however, that the issue is not 
specific to this case or to a situation of war, but that, in many instances of 
PTSD, we should be aware of conf1icts in society which are parallel to the 
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conflict expressed by our patients. As therapists of these conflicts, we 
cannot pretend we are not involved in these conflicts and our choice in 
these conflicts determines, to a certain extent, our treatment strategies. 

ISRAEL AND THE INTIFADA 

It is intriguing to begin the discussion of this issue with a quotation of 
the famous historian Barbara Tuchman (1967/1981) after Israel con­
quered the West B1tnk and the Gaza Strip in 1967: "Whatthey will make of it 
and what conquest will make of them is the question that remains" (p. 187). 

The Intifada, yet another chapter in the Arab-Israeli conflict, be­
gan in December 1987 and consists of an uprising of the Palestinian 
population of the West Bank and the Gaza Strip. Violence on the Pales­
tinian side and counterviolence by the Israeli army in attempts to quell 
the uprising have led to the daily killing and wounding of citizens and 
soldiers. In the first stages, there was a lot of denial and a lack of will on 
the Israeli side to admit that the Intifada was a form of war. Great 
amounts of soldiers were sent to the areas to suppress demonstrations 
and fulfill other tasks, which are mostly thought of as police tasks. 

In a parallel process, the Israeli public began tobe exposed to unpleasant 
violent scenes on television. Seeing Israeli soldiers hit Palestinian citizens 
brought up in some Israelis associations with J ews being hit in Europe, and 
these associations increased the denial and repression of the subject. 

In a later stage, articles in papers and magazines started to appear 
about the doubts and perplexities of reserve soldiers and officers and 
their bitter experiences with the Intifada. An Israeli general, responsible 
for the antiterrorist activities in the Gaza Strip, declared that the real 
danger to Israel was not the terrorist activities or explosions, but the 
threat to the moral standards of Israeli society. AII this shows the gradual 
awareness in Israel of the national impact of the Intifada. 

As clinicians in the public mental health system, we began to see 
reserve soldiers after their yearly service who had posttraumatic stress 
disorders as a result of their experiences in the West Bank and Gaza. 
Feelings of guilt and shame about the role they had felt forced on them 
were a prominent phenomenon. 

THEORETICAL CONCEPTIONS OF PTSD AND THE PLACE 
OF THE THERAPIST 

Posttraumatic stress disorders are considered reactions to external 
situations, which involve an existential shock to the individual. The in-
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terna! structure of the individual is threatened by an overwhelming 
event. Most authors contend that the nucleus of an unprocessed trau­
matic experience is an unconscious conflict within the individual 
(Breuer & Freud, 189511952; Horowitz, 1976). This conf1ict develops 
when information contained in an experience clashes with the preexist­
ing information in the person and thus leads to unbearable emotions. 
The psychodynamic theory of coping with traumatic events sees the 
disorder as a response to the inability to process and integrate the infor­
mation. 

The view of Janet (Van der Kolk, Brown, & Van der Hart, 1989) is 
fairly similar. He sees dissociative symptoms as being the result of a 
failure to store an event and its meanings in memory. But unlike in more 
classical psychodynamic theory, in this view memory is split up and trau­
matic memories become inaccessible. In more severe cases, one or more 
splits in the whole personality organization, and not only in memory, 
may occur under the pressure of unbearable information, so that a 
multiple personality disorder may be the consequence. 

Yet another approach, that of Janofl-Bulman ( 1989), gives us a 
more precise insight into the cognitive conflicts that may arise after 
traumatic events. Generally, people live with basic assumptions, which 
together form the cognitive "schemata" of the individual. Primary cate­
gories of such assumptions are 

1. The perceived benevolence of the world (i.e., the extent to which 
the world is viewed positively or negatively). 

2. The meaningfulness of the world (i.e., people's beliefs about the 
distribution of good versus bad results according to the preced­
ing events or behavior). 

3. The worthiness of the self (i.e., how people evaluate themselves). 

Coping with traumatic events can be understood as a struggle of the 
individual to reconcile her or his basic assumptions with the ideas raised 
by the events (Kleber & Brom, 1992). How can one feei sate after experi­
encing an assault? How can one trust one's body after a heart attack? 
How can one restore one's self-esteem after making a mistake that was 
fatal to another human being? 

.From the above perspective, the aim of psychotherapeutic treat­
ment is to integrate the conflicting information. In order to promote the 
integration, the unconscious conf1ict has to be allowed into conscious­
ness, and new meanings have to be constructed (McCann & Pearlman, 
1990), which can contain both the old and the new information. 

An unwritten assumption in the above-mentioned literature on cop­
ing with trauma is that the intrapsychic conflict is of a neurotic nature; 
that is, the conflict has to do with the individual and his or her develop-



240 DANIEL BROM AND ELIEZER WITZTUM 

mental phase more than with reality. The cognitive schemes that have to 
be adapted to integrate the new information are considered part of 
personality. The flexibility or inflexibility of these schemes is thought to 
determine the difficulty of the person in coping with highly distressing 
events. The rage of crime victims is accepted as a "normal" reaction in 
the first few months after the crime, but if it persists, we tend to look for 
a cause in the individual's developmental history. For this reason, thera­
pists are warned against identification with the conflict and against tak­
ing sides. Taking conflicts on their societal value and meaning is seen as 
a personal (countertransferential) reaction on the part of the therapist. 

N ewberry ( 1985) described different levels of countertransference 
that he observed in the treatment of Vietnam veterans. These levels ranged 
from a more general adoption of societal attitudes toward veterans and 
their problems to more individualized emotional responses ofthe therapist 
toward his or her work with one specific veteran. The main issue that 
Newberry was writing about, however, was the way therapists identify with 
or refrain from identifying with patients with posttraumatic stress disor­
der. In his discussion ofthese issues, the implicit assumption is present that 
the therapist is not a part of the traumatizing system. If there is a clear 
connection between the intrapsychic conflict of a patient and problems in 
reality, we are warned to monitor our countertransferential reactions 
(Haley, 1974) or antitherapeutic defenses (Kirshner, 1973). 

There are, however, situations in which patients struggle with con­
flicts that are directly related to reality and to their behavior and that 
require working through. In the case we will describe, we felt that emo­
tional and moral conflicts were interconnected, and that we should ac­
knowledge both if we are to avoid countertransferential mismanagement 
of the treatment. The title of this chapter could have been: What if the 
patient's unconscious conflict, which is at the hasis of the symptoms she 
or he is presenting, is also a real-life conflict and, in the opinion of the 
therapist, should not be interpreted solely as an expression of a neurotic 
personality? 

At this point, the clinical material of a man suffering from post­
traumatic stress disorder, with a strong emphasis on symptoms con­
nected to a narcissistic injury, may illustrate the dilemma. Afterward, we 
will formulate some issues facing the therapist when confronted with a 
patient like this. Finally, some of the solutions used in the therapy will be 
discussed. 

Clinical Material 

Robert carne to the Jerusalem Community Mental Health Center complain­
ing about having gone through a traumatic period and since then suffering 
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from anxiety. Robert, 38 years old when he carne for help, is married, has one 
child, and works in a publishing company. He carne to Israel from a Spanish­
speaking country about 1 O years ago. Since there are quite a number of 
people who come to the clinic to try not to serve their yearly reserve army 
duty, the intake worker had the impression that Robert was trying to get out 
of his yearly army reserve duty through a mental health record. Robert did 
not look as if he suffered very much. His words were very general, and he 
smiled a lot. On the intake form under the heading of "diagnosis" the intake 
worker had written: "Maybe PTSD." 

What did Robert tell the intake worker about his "traumatic event"? He 
had served his reserve duty as a medic in a prison camp on the West Bank in 
December 1987 (these were the first weeks of the Intifada). The camp con­
sisted of a prisoners' department and a department of investigations. It was 
the beginning of the Intifada, and the situation was tense and overcrowded. 
Because the Intifada was a relatively new phenomenon (i.e., the massive scale 
of the events was new, not the incidents themselves), the authorities did not 
give clear instructions about its handling. Every night, dozens of Arabs were 
brought in for questioning and detention. Because the place was over­
crowded, the smell was sharp and repulsive. Robert served in this camp three 
weeks, day and night, and did not get any time off during this period. 

After this period, he suffered a period of depression, but this was not 
recognized by him, nor by the physicians he consulted. He had intestina! 
problems and lost 10 kilos in three months, he suffered from nausea and a 
lack of desire to function at ali. Since this period, he has functioned on a 
lower level, has not worked full days, and has had a variety of medical check­
ups, ali negative. 

When asked for more detail about his symptoms, he reported difficulties 
in concentration, sleep disturbances, nightmares, and frequent intrusive 
memories of the prison camp. He felt overly alert. What upset him most was 
the estrangement from his environment, the feeling of being alone, of not 
belonging. He recounted an incident during the week before, in which a 
colleague criticized a piece of work. He could not take the criticism and 
wanted to cry and disappear but was silent instead. This pattern of reaction 
had been unknown to him until his specific army duty. 
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The diagnosis was posttraumatic stress disorder. The specific form 
of Robert's symptoms, such as his feelings of inadequacy and his height­
ened vulnerability, recalled what Goldberg ( 1973) termed a "narcissistic 
regression." Further anamnestic data did not reveal prior psychopathol­
ogy. The differential diagnosis of "malingering" could be discarded m 
the course of the first few sessions. 

Commentary 

Case histories in general at this point would discuss the personal 
background of Robert, his personality, and his development. Alter­
natively, one could choose to focus on the meaning of his army service 
and the experiences he had gone through in the prison camp. Although, 
of course, the two of them are connected, the choice of focus reflects the 
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way in which we see the problem. What are the possible conflicts here? 
What is the connection between reality and the problem presented? Are 
we talking about neurotic tendencies of the person, or about the way in 
which people can be trapped in difficult situations? We will come back to 
this issue later. 

Our choice was to go into the meaning of Robert's stay in the prison camp. As 
mentioned, Robert carne from a Spanish-speaking country, and from his first 
visit to Israel, he felt very much at home. His father is an M.D., though he 
himself never made it through university education. He was very proud to 
join the army as a medic, because this connected him to his father, and 
through his service, he felt part of the country. 

As a medic in this prison camp, he felt like a football between the guards 
and the prisoners. The prisoners knew they could get some extra care and 
attention by complaining about pains, and the guards would not trust any of 
their complaints. Robert was caught in between and had to decide what was 
real and what not. He did not want to be part of either side. He might have 
tended to feei more sympathy for the Arab men, but severa! circumstances 
prevented this: The homosexual acts which were openly conducted in the 
heavily overcrowded cells repelled him strongly. Furthermore, he saw that 
placebo medication got rid of most symptoms, and this fact reduced his trust 
in the prisoners. His relationship with the guards was ambivalent. On the one 
hand, he knew they were "on his side"; on the other, he was repelled by the 
sadistic attitude of some of them. 

The most difficult assignment for Robert was strip-searching the prison­
ers, who were brought in during the nights. Writing down ali existing wounds 
and scars would prevent the prisoners from claiming they had been maltreat­
ed. The degradation of the strip-search procedure was clearly felt by ali. 
Robert also knew the fallacy of the procedure because he had been a witness 
to the physical abuse of prisoners. 

A meaningful moment occurred when Robert, after a week, found him­
self one evening walking around one of the prisoners he was checking and 
noticed that he was enjoying it. His sudden awareness of this pleasure fright­
ened Robert intensely. His first association was: 1 am a Nazi. (This association 
once more points to the intricate dynamics between traumas on ali sides of 
the Arab-Israeli conflict.) Robert was so much disturbed by this incident that 
he asked for a leave, which was refused. From this moment, he was very 
tense, suffered from frequent nausea, but did serve his full duty. 

Back home, he slept for days and nights on end and over the following 
few months lost 10 kilos. He suffered from nausea, had no appetite, and 
thought something was wrong with his stomach. This seems a metaphoric 
representation of his difficulty in digesting his experiences. He felt alienated 
from his environment and did not function at work or at home. 

THE CONCEPT OF DISORDER 

Let us think of different models to conceive of the presented mate­
rial. The most common conception of posttraumatic stress disorder 
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(American Psychiatric Association, 1987; Peterson, Prout, & Schwarz, 
1991) is that it is a disorder with psychological and biologica! roots, 
which has to be cured. It interferes with normal functioning. This fits 
the case description and conforms with the research findings on the 
relation between the exposure to atrocities and the occurrence of post­
traumatic stress disorder (Yehuda, Southwick & Giller, 1992). 

This viewpoint fits into the medical model, in which there is no societal 
meaning to the disorder, other than that the individual suffers and should 
recover. The medical model uses as its keystone the term disease, or disorder, 
and a physiological correlate is assumed to be at its basis. The implicit 
assumption of the use of the term disorderis that it is an objective state, and 
that there is a universal meaning to that state. Psychiatry has tried to puii 
away from the medical modelat some point when theory started to include 
the environment as an important part of the pathogenesis. With the 
strengthening of biologica! psychiatry and of counseling as a profession, 
the wish to define "treatable entities" has strengthened. 

In the antipsychiatry movement of the 1960s and 1970s, we find 
authors who write about the conception of disease as a form of commu­
nication (Leifer, 1969). A symptom, in this view, is not merely an unde­
sirable phenomenon, but a response of the individual to her or his 
environment. The individual has found her or his particular way of 
expressing dissatisfaction. Halleck (1971), for example, wrote, "Much of 
the behavior that psychiatrists consider symptomatic is at least partly an 
effort on the part of an individual to communicate with others in order 
to change something in his environment" (p. 118). 

In this line of thought, the symptoms of Robert can be seen as a 
compromise in his struggle with the unbearable conflicts created in the 
prison camp. This struggle is obviously connected to the actual moral 
problem he experienced, but it is also connected to the personal mean­
ing of "belonging to" and of "loyalty." 

In the case of Robert, conflicts were present on two levels of concep­
tualization: 

1. The most basic psychodynamic theme, which has accompanied 
Robert through his life, is the theme of belonging and loyalty. This 
theme most clearly has its roots in the developmental difficulties of 
Robert. He always felt that his mother did not really love him, and the 
theme of belonging became a central issue for him. In his childhood, he 
desperately tried to belong to groups of children and was disappointed 
over and over. His solution was to build a narcissistic world of his own, in 
which he did not need other people. Withdrawing into this world pre­
vented Robert from feeling the pain and rage of being rejected. From 
this theme, we can also understand his problem with experiencing and 
expressmg aggress10n. 
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2. On the level of the reality of the prison camp, Robert was torn 
between the poles of his conflict about the cruelty of the prison camp. 
On the one hand, he was appalled by it and objected to the methods 
used. On the other hand, he saw the hopelessness of the situation and 
the "game" which the Arabs and the Israelis were playing together. His 
moral condemnation of the situation remained on a level of conscious­
ness that did not allow him to take a public stand on the issue. The 
reason was the entanglement of the moral issue in the developmental 
conflict of belonging, as described above. 

Lifton ( 1976) observed the difficulties for therapists in working with 
soldiers who oppose the war they are fighting in. The help which is 
offered by chaplains and psychotherapists may be perceived by both 
hei pers and patients as a rationalization and justification of "an absurd 
and evil situation." 

One treatment approach, which we assume to be the most accepted, 
would be to look in the direction of developmental problems. For Rob­
ert, the State of Israel functioned as a self-object; that is, it gave Robert a 
substitute for a failing or unavailable psychic structure. Early depriva­
tion had led to arrests in his development and can be considered a cause 
of his poor identity formation. Treatment could have been based solely 
on this conception. In the light of the above, this would be a neglect, if 
not a denial, of the importance of the moral conflict. 

Szasz ( 1970) wrote about the therapist as an agent of the established 
social culture. Therapy is used to close up the cracks in a system under 
pressure. Lifton ( 1976) formulated this problem as a "double agent" 
problem, because he saw the therapist as an agent ofboth society and the 
patient. Leifer ( 1969) called the social function of psychotherapy "eth­
nicization," which is defined as "the molding and polarizing of behavior 
so that it conforms to prevailing cultural patterns" (p. 158). 

Psychotherapy, an activity which is characterized by selective atten­
tion and selective neglect, always implies the making of choices. The 
therapist chooses the contents on which she or he focuses and also the 
conceptualization of the solution she or he offers to alleviate the pre­
sented problem. 

Posttraumatic stress disorders, most clearly in our example of Rob­
ert, are expressions of conflicts (Horowitz, 1976). Our contention is that 
these intrapsychic conflicts may at the same time be a struggle with the 
existing order. Because of external and internal pressures, expression of 
these conflicts may not occur. The choice of the therapist is on what level 
he or she conceptualizes the problem and what kind of expression he or 
she is striving for. Is he or she striving to restore the broken bond of the 
individual with the environment? And does this mean, in our case, that 
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we should help Robert to feei part of the army and restore his pride anei 
his J ewish and national identity? 

Are we striving for the uncovering of the underlying under­
developed self, which is so vulnerable because Robert experienced par­
enting which was not sensitive to his needs? Orare we striving to uncov­
er the acute conflict in Robert between belonging to Israel and the army 
in ali its meanings and at the same time participating in acts which he 
morally condemned? Could we say that the expression of his moral 
judgment was entangled in a conflict of loyalty? 

TREATMENT APPROACH 

Different and equally effective treatment methods are available for 
the treatment of posttraumatic stress disorder (Brom, Kleber, & De­
fares, 1989). An explorative hypnotherapeutic approach was used to 
treat Robert. After two intake session, hypnotic inductions were started, 
and Robert was presented with evocative imagery, such as walking up a 
hill and not knowing what he would be able to see over the top of the hill. 
As expected with such a method (Kleber & Brom, 1992), images started 
to appear which bore a similarity to the original traumatic events and 
their meanings. Robert carne up with comforting scenes from a previous 
military duty he had fulfilled, but also with conf1ict-laden images, for 
example, of a childhood scene in which he had willfully hurt a cat and 
felt guilt and shame afterward. A scene in which he had beaten his 
father in a game of chess was followed by a dream in which he met his 
army superiors, turneei them away, and told them he had no timc to see 
them. The images more and more approached the original traumatic 
scenes, until he could relive these scenes anei feei and express his disgust 
anei hurt. In a !ater stage, age regression techniques were used to ex­
plore Robert's difficulties connected to the issues of belonging and loy­
alty and his resulting problems in the expression of anger. 

The treatrr;ent lasted 23 sessions, and a full recovery was reached 
both on the level of daily functioning and on the symptom level. 

The conflictual situation for therapists in Israel is even more com­
plicated: As a therapist in a Community Mental Health Center in Israel, 
you know in advance when treating male patients that you will get a 
form from the army asking whether the patient is fit to serve his reserve 
duty. In the beginning of the treatment, it was clear that Robert was not 
able to function. Toward the end, there was no medical reason for him 
not to serve, but in that period, Robert decided he did not want to serve 
anymore. 
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In the treatment of Robert, a dual approach was adopted concern­
ing the different aspects of his problem. Time was spent in exploring his 
trapped situation in the army, which led to the much clearer expression 
of his opposition to the situation in the prisoners' camp. He expressed 
his feelings of degradation by the army for the assignments that he had 
to fulfill. At the same time, however, we focused on the dynamic conflicts 
that had prevented him from feeling or expressing the emotions at the 
time of his service. Robert quite easily connected these conflicts, which 
centered mainly on the issues of aggression and guilt and of loyalty and 
authority, with his developmental difficulties. 

Concerning the army, we decided to recommend a postponement of 
his reserve duty in order to make the treatment possible. When this 
postponement was over, we discussed the issue with Robert and told him 
that we would like not to take sides in his personal moral conflict with the 
army. We would intervene, however, if we expected retraumatization to 
occur, that is, if he would have to serve under the same conditions. The 
limits of this approach are unclear, and the personal judgment of the 
therapist is the crucial factor here. Our ideal is that the patient will fight 
his own moral fights, but we are aware that societal systems may cause 
(re )traumatization. 

DISCUSSION 

In psychiatry there is a considerable debate about how we choose a 
therapeutic modality (Sider, 1984). This dilemma concerns not only the 
pros and cons of treatment methods, but also the value considerations 
that are intrinsic in every choice of therapeutic intervention. Robert 
presented us with posttraumatic psychopathology which, in our opinion, 
was based both on a moral conflict and on a developmental difficulty. 
His disorder can be seen as a compromise solution between the different 
sides of his conflicts. 

When political reality enters the therapeutic space (Lipsedge, 1993), 
it is very easy to slide into countertransferential attitudes, in particular 
when conflicts of the patient are so easy to share or reject. In our case, it 
does not matter whether one chooses to disregard the current conflict in 
reality or the individual developmental background of the problem: 
both are clear instances of countertransferential mismanagement. 

Social scientists often try to refrain from involvement in social con­
flicts, and psychotherapists have tried to develop a mode of working 
without expressing their own value system. The therapist is described as 
a blank mirror for the patient's perceptions, which are considered dis-
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torted. It has been understood by many, however, that implicit choices in 
ali fields of social sciences do express our values (Becker, 1967). Every 
choice in the treatment of Robert had its implications and reflected how 
the therapist participates in the sociopolitical reality. 

The case of Robert made the different traps in treatment very clear. 
In many other cases, where the actual conflicts are less clear-cut, thera­
pists are inclined to neglect the social and moral meaning of their inter­
vention. This may be true of combat experiences and equally so of 
experiences in organizations, where employees are exposed to orare put 
in charge of handling violence or other traumatic events as part of their 
job. The moral involvement of therapists requires us to be able to see ali 
aspects of the conf1icts with which the patients present us. Selective 
attention and selective neglect imply choices with far-reaching moral 
and sometimes politica! implications. 

How specific are the issues we raised in this chapter to the situation 
in Israel, or even to a military situation? Can we find parallel situations 
in other circumstances? Warlike situations make most clear the moral 
dilemmas of people who do things they would condemn under different 
circumstances. The entanglement of real-life conflicts in emotional con­
f1icts, in our opinion, is not specific to war situations. The rage of victims 
of traffic accidents about the way they are treated by insurance compa­
nies is an example that therapists do encounter. Another example of a 
similar dilemma occurs when victims of violence consider starting legal 
procedures in the course of treatment. The question of our aims as 
therapists cannot be avoided. Do we want to free the aggressive impulses 
so people will fight their personal wars, or do we want to repair the 
breach in the confidence that the patients have in the systems that have 
harmed them so they can live with them in peace? 

Like Robert, others may see their (pretrauma) world as ali good and 
as the fulfilling of their ideals, while the trauma tic events may drastically 
change the way they perceive their environment. Therapists mostly 
choose not to be involved in choices between different sides of the con­
f1icts of their patients. They also tend to translate the conf1icts into a 
metaphorical language, such as the developmental psychoanalytic lan­
guage. Emphasis then shifts away from reality and toward the interna! 
world, often not to return to the incurring events. Therapy with patients 
who have acute traumatic states can teach us the risks of this approach. 

As therapists, we are confronted with the way we see our own place 
in the actual world. Do we see ourselves as an active part of society, or do 
we consider the therapeutic space a "nonpart" of society? Work with 
trauma victims confronts us with questions of social involvement that are 
inescapable, even if we are not always aware of them. 
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Working through the 
Holocaust 

StiH a Task for Germany's Youth? 

AOR. KONRAD BRENDLER 

APPROACH ANO AIM 

In an analysis of interviews with young people in West Germany, it is 
shown here that the legacy of silence within the family and confrontation 
with the documentation of the Holocaust may have a traumatizing eflect 
on the psyche of the generation of the grandchildren. 

So far, there have been no empirica! inquiries into the perception of 
the history of Nazism by the third generat ion and its effects on current 
behavior. General claims about a "psychic inheritance" among today's 
youth (Giordano, 1987; Mitscherlich, 1987) ha ve remained vague ami 
speculative, as they have been supported only by sporadic case histories 
of individual or family therapy (Hecker, 1983; Heimansberg & Schmidt, 
1988; Muller-Hohagen, 1988, 1989; Stierlin, 1982), or as they have 
merely been extrapolations from findings related to the generation of 
perpetrators and their children (Massing & Beushausen, 1986; Mit­
scherlich, 1987; Mitscherlich-Nielsen, 1992). The research project de-
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scribed in this chapter presents the first systematic investigation of a 
nonclinical sample. 1 This project was based on the following assump­
tions: 

1. For adolescents nowadays, as opposed to the children of the gen­
eration directly involved, the problems of coming to terms with 
Nazi history no longer focus on the dynamically connected prob­
lems of distancing themseives from their guilt-ridden parents 
(Bar-On, 1989). Almost ali the parents of the young people stud­
ied in this chapter grew up du ring the war or were not born until 
after the Nazi period. 

2. For young people who are in their 20s and 30s and grew up in 
the former West Germany, it is not possible to avoid taking note 
of the Holocaust. Unlike their parents, they did not grow up in a 
social atmosphere of suppression and silence (Miiller-Hohagen, 
1989). Sin ce the 1960s, N azi history has been an essential part of 
the history syllabus in schools. 

3. As a result, young persons have to cope with moments of conflict 
because they are involved in a conflict of wants. On one hand, 
they want to ignore the consequences and the burden of history, 
and on the other hand, they feei the need to discover the whole 
truth about the moral bankruptcy of their ancestors. 

The term working through is used here for the gradual assimilation of 
overwheiming conflicttype experiences which the psychic organism ini­
tially rejects and in the long run suppresses if there is no adequate 
psychic hasis and support for processing the impressions. 

We initially gained information on the effects of the N azi period on 
the minds of young people from a quantitative survey in 1989. The 
surprising results of this research with 1,130 pupils and students con­
cerned the reievance of the "quality of the coping process" and the 
attitudes of today .> youth. For instance, 70% have problems identifying 
positiveiy with their nationality. They can not establish deeper feeiings 
of attachment or bonding with their own country and background. 

An overalllook at the most striking results of the scale "emotional 
reactions in memorizing the Holocaust" showed that 

• 65% feei ashamed when they hear about the mass murder by their 
ancestors. 

1 It was a binational research project which took place from 1989 to 1992, carried out by a 

team of researchers from Wuppertal, Germany, and the University of Beer-Sheva, Israel. 

The financial resources carne mainly from the German-Israeli Foundation (GIF). The 

conceptual remarks on this empirica) research are to be found in Bar-On, Beiner, and 

Brusten (1988, pp. 214-221). 
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• 41% have feelings of guilt even though they were not involved in 
any of those crimes. 

• 50% feei somehow paralyzed. 
• 68% feei threatened, are afraid of punishment, or are afraid of 

the future, while thinking of the Holocaust.2 

These results illustrated not only that most of today's young people 
are in no way indifferent to those crimes, but also that their self-esteem is 
afflicted by feelings of guilt and shame. This might be seen as a hint that 
the young people have not managed to draw a clear line between them­
selves and the crimes of their immediate ancestors. 3 From a socio­
psychological point of view, these feelings of shame and guilt are not 
good prerequisites for the development of individual responsibility. 
Rather, they keep alive aggressive mechanisms of defense and compen­
sation (Hultberg, 1987; .Jacobi, 1991 ). 

The next period of our qualitative research aimed at deeper in­
sights into the origin, meaning, and effect of the outlined psychological 
burden. Instead of assuming a hypothetical connection between previ­
ously outlined phases of working through and models of attitude, as we 
did in the quantitative study, our qualitative research focused on the 
following clusters of questions: 

1. What is the relevance of the knowledge of the crimes of their 
immediate ancestors to the self-esteem and the reality perception 
of our young people? 

2. Which different levels of history perception and adaptation can 
be elicited from their reports? Do these have a significant impact 
on their behavior? 

3. How were the aforementioned levels of dealing with history 
achieved? Which different specific stimuli in their social environ­
ment affected pseudolearningor significant processes oflearning? 

METHODOLOGY 

In line with these questions, we aimed at two levels in the narrations 
of our population. By use of the method of "narrative interviews," de­
scriptive data were gained. This material may help to explain how pro­
cesses of learning or gathering information were either hindered or 
encouraged. It also provides a detailed insight into the interna! patterns 

2 For a survey of ali results, see Brusten (1992) and Brusten and Winkelmann (1992). 
3 According to thc Jewish philosopher Ernst Tugendhat, this reaction points to "irrational 
working through of collective guilt." 
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of the "working-through" process itself and what effects these had on 
the youth's self-concept. Here we used the method of the "phenome­
nological dialogue" (Sommer, 1987), in the sense of client-centered 
counseling (Rogers, 1972). 

Ten main questions served to evoke memories of the relevant situa­
tions. Here are some examples: 

• Can you remember situations in which your parents or grand­
parents told you something about the period of Nazi fascism? 

• What did they tell you about the Holocaust? 
• Can you remember impressions of how this topic really affected 

you? 
• Do you remember further talks or events, which you could say 

helped you to see clearly the real meaning of Nazi fascism? 
• Can you remember situations in which you felt uneasy being Ger­

man? 

To evaluate these interviews, we used the behavioral psychology 
concept of the partial-relevance approach that Bar-On ( 1989, 1991, 1992) 
transferred to a psychoanalytical context. His basic assumption can be 
illustrated as follows: Failures in the process of "working through" the 
Holocaust can lead to two extreme tendencies in the behavior of German 
and Israeli people: Some individuals perceive that their environment is 
not influenced by these events at all ("The present time has nothing to 
do with the past, and so we can forget it"). The other category applies to 
those for whom today's reality seems tobe overdetermined by Nazi histo­
ry ("Everything has its origin in the Past"). Both of these patterns can be 
seen as inadequate tendencies of behavior. First, those individuals who 
underestimate the relevance of their Nazi past may ignore their charac­
teristics as a historically generated species, although their behavior may 
be influenced by hidden or ignored aspects of the same reality. These 
types of suppression and defense strategies can cause irrational behav­
ior, for example, when German youths cannot understand the negative 
reactions they may get from older Dutch or Jewish people abroad. 
Second, individuals who overestimate the relevance of the past may find 
it difficult to establish a realistic perspective on the present. Overreac­
tions may result, as all aspects of life seem to be overshadowed by the 
past. 

In contrast to these patterns, there are those individuals whose 
knowledge and experiences of this aspect of our past is well integrated 
into their concept of the world and themselves: They consider these 
events realistically and are generally neither obsessively ignorant nor 
oversensitive. Their sense of the past and its moral implications for 
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today can be described as elaborated. Bar-On referred to this attitude 
toward the past in relation to the present subjective experience as the 
"partial relevance of the Holocaust." 

The interpretation of the data follows cyclic processes of evaluation 
and reconstruction, so that we are able to identify which quality or 
significance the reported experiences have in the mind of the interviewee. 
We can therefore describe different patterns of "working through the 
Holocaust" in detail and can link these with four different levels of coping 
quality, with reference to the "partial-relevance approach." 

THE SAMPLE 

Our sample consisted of 22 participants: 2 schoolgirls aged 17, 13 
student teachers and 7 students from various faculties of Wuppertal 
University, all of whom were in an initial period of studies. Of the stu­
dents, 15 were in their early 20s, and 5 were between 25 and 28. In the 
questionnaire of the quantitative period, 6 participants stated that they 
were willing to take part in an interview. For the other 16, the interview 
was obligatory for an optional seminar on the "methods of teaching N azi 
history." The schedule included a sponsored trip to Israel. It is signifi­
cant that the sample was not representative and did not necessarily show 
the overall interest of students in studying Nazi history. 

The fathers of four students (Paul, Sigurd, Olga, and Werner) had 
been horn in or before 1927. They had been actively involved as 
Wehrmacht soldiers in World War Il combats. Five (Angelika, Tina, 
Beate, Renate, and Ulla) participants noted that at least one of their 
grandparents had been a member of the Nazi party NSDAP. When 
interviewing five other students, we found that members of their fami­
lies must have been more than just Nazi sympathizers. For example 
someone with a top position on an administration staff must have had 
means of collaboration with the Hitler regime. This level of acceptance 
was not seen by the interviewed persons, and in two cases, it was persis­
tently denied. 

Olaf's family consisted of resistance fighters and therefore takes a 
special position in our sample. His grandfather had rejected military 
service and had been imprisoned until the end of war. A great-uncle had 
fought in the communist resistance. He had survived two years in a 
concentration camp and "the notorious punishment battalion 999" after­
wards.4 In contrast to his materna! grandfather, who had been enthusi-

4 Passages in quotation marks are phrases literally quoted from the interview. 
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astic about the war, his paterna! grandfather and great-uncle had, ac­
cording to Olaf's report, "hardly told anything" about their experiences. 

RESULTS 

Classification of "Working-Through" Levels 

With reference to the theoretical concepts of "working through" 
and the "partial-relevance approach," we used the following criteria to 
identify the different levels concerning the quality of working through 
the Holocaust: 

1. General appearance 
2. Quality of knowledge and understanding 
3. Level of moral consequences taken from the past 
4. Manner of transferring the relevant experiences into behavior 
5. Identity diffusion and coping strategies 

For our participants, we can identify four different levels of rating. 
Nineteen of the 22 who were asked could be unequivocally assigned to 
one of these working through levels. Three participants were on the 
border between Levels III and IV, as they had only partially come to 
terms with the psychological impact of the subjects. 

Level 1: Aggressive Defense of the Shadows of the Past 

This level could be found in Paul, aged 27, economics student, and 
Olaf, aged 22, student teacher in history. 

General Observations. The way these students reported shows ali 
the aspects of ignorance and defense strategies mentioned in the litera­
ture referring to the perpetrators' generation. Toward the criminal side 
of this epoch, they reacted with resistance but they were well informed 
and interested in other details. 

During the interviews, they showed a diffusion of personality: On 
the surface they acted decently, educated, and capable of remembering. 
Behind this, there was a layer of resentment due to narcissistic offenses 
and suppressed emotions. This frustration could be seen in their selec­
tive and perverted perception and interpretation. 

On the one hand, Olaf was enraged by "those people who explain 
everything that happens here, everything that happens anywhere, in 
terms of National Socialism." Here he meant such "catastrophic cases" as 
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• "Fanatical anti-Fascists" who made it difficult for him to gain ac­
cess to one of Schonhuber's Republican meetings. 

• "People who are oversensitive in the way they react and get upset 
about skinheads and the like." 

• Fellow students and teachers who comment on his choice of lan­
guage if he "uses a wrong word ... which happens sub­
consciously and can happen very quickly" because, as he said, 
"The terminology is part of your vocabulary if you read very 
much about this subject." 

On the other hand, Olaf complained that "everything that hap­
pened in the Nazi period-and 1 mean everything-is somehow taboo 
nowadays." He clarified this statement by giving as examples his experi­
ences during his military service: "In the army, you are disciplined for 
every wrong word you say. If you step out of line there, then it's very 
dangerous. Everything that was ever part of the army system under the 
Nazis had to be changed. Everything, even the tiniest little things, has 
been avoided. Lots of things are made more complicated as a result, 
simply because the easier solution is avoided .... If you look the way 1 
do, you have tobe careful what haircut you have .... People don't both-
er to find out what the person is really like. No. 'That's how it was in the 
Third Reich, and it's not different now. Piss off, 1 don't want to have 
anything to do with your kind.'" 

Paul's selective readiness to recall was also symptomatic of these 
distorted views. On one hand, he saw National Socialism nowadays as 
"no more than an awkward topic" and went on to say, "You have to come 
to terms with it and express your views on it as well." On the other hand, 
he felt that "the topic of the Holocaust is especially burdensome." He 
asked, "What's the sense in raking over the whole business again and 
again and reminding generations of it who had nothing to do with 
it ... going so far that you feei hounded by it for the rest of your life, 
that you constantly have to come to terms with it, something 1 think is no 
longer important? ln my opinion what we have seen of it and done about 
it is quite enough." 

When asked when and how his personal "coming to terms" took 
place, ali he could think of was "the Nazis, who are stiU being hunted 
down ali over the world." But instead of coming to terms with the guilt of 
the criminals, he sympathized with them and speculated about revenge 
motives on the part of the hunters: "In the long run the man in question 
has lost everything for something about which there is stiU no agreement 
whether he even did what he's supposed to have done .... On the other 
hand, you might ask what is the point of it ali? Do the Jews get a sort a of 
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satisfaction when they track another one down? Or do they really get 
such a kick out of being able to organize another trial and being able to 
say, 'We are going to put you behind bars now for two hundred years'?" 

Characteristic Behavioral Aspects of Defense Structures. In the 
narratives, the nomenclature of the N azi period and the repertoire of 
terms associated with the instruments of death were reproduced: the 
Fiihrer, the Jews, the Frenchmen, and so on. The Jews were simply 
"taken away." Those in power, with their "orders" and "special mea­
sures," "incidentally cleaned up rather brutally." 

There was sympathy for right-wing leading figures of the present 
day. Receptiveness to neofascist thoughts and ideas was strongly denied 
or suppressed. 

There were strong aversions to Germany's politica! commitments 
abroad. Residual encumbrances resulting from the Nazi past were blown 
up out of all proportion into "stifling restrictions imposed by the victo­
rious allies." 

The generation responsible was exculpated by relativizing the N azi 
atrocities and comparing them with others. One had "respect for older 
people who lived through the period" and one could sympathize with 
them and understand them. 

Level of Moral Consequences. Results of the past were seen as 
handicaps imposed from the outside. There was not even a mention of 
consequences resulting from recognition of historical guilt and in­
formed by principle. 

Hints about special obligations and residual commitments on Ger­
many's part were interpreted as blackmail or an unfair burden on those 
no longer responsible. When these subjects were in fact asked to express 
their opinion, they trotted out the amoral cynicism of the technician of 
death, who characterizes as a victim of his or her environment the cul­
prit unlucky enough to be caught. The following example is an illustra­
tion. When Paul was asked about his attitude toward the arrest of seven 
people for supplying gas-warfare components to lraq and about the 
hostility this caused toward the Germans, he failed to see the moral or 
historical relevance of the scandal: "1 don't think that it is a problem 
where you can say 'the Germans of ali people!' If we were allowed to sell 
weapons officially, the question would not arise." 

Identity Conflicts and Strategies for Overcoming Them. Because 
they were unable to get around the consequences of the Hitler period, 
these subjects saw themselves as victims of the allied victors and those 
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who survived. Here is one example: When asked whether the political 
consequences of the Nazi period had affected him personally, Olaf as­
sured us vehemently, "Yes, personally 1 feel that to some extent I'm a 
victim. Because the actual culprits no longer have to pay for what they 
did, but like the victims of original sin, those who carne after. ... That's 
how it is today. Every German has to pay the price for things he played 
no part in." 

They were unable, however, to distance themselves from the gener­
ation that had actually been responsible and thus continued to identify 
subconsciously with their guilt. In answer to the question of what views 
he would pass on to his children, Paul clearly showed how he was still 
harnessed to guilt complexes: "1 would say, so that they develop the 
attitude that they should not have any feeling of guilt anymore, that they 
can live freely, not to have to live with this guilt feeling, to have to make 
amends for something or be made responsible for something you can do 
nothing about. ... You handicap yourself, because you are not free to 
make decisions, whether they are politica!, commercial, or private. If 1 
always have to say to myself when I'm making a decision, 'Stop, remem­
ber you are German!' that's a restriction of my freedom." 

Quality of Knowledge and Comprehension. There was a lot of 
knowledge of the spectacular events of the Nazi period, but only partial 
knowledge of the actual crimes. Impressions gathered from the docu­
mentation of the atrocities were nevertheless suspended in the con­
sciousness. When these subjects were repeatedly questioned, "Certain 
scenes reappear. The pictures are imprinted and are always there, ready, 
in the back of the mind, because you simply can't forget them." 

There was no recognition of the fact that the so-called little people, 
those without power but nonetheless observers, had failed in their duty 
and had been involved in the guilt. The Holocaust was distanced, becom­
ing a "secret operation" carried out by exceptional people and having no 
connection with the everyday world of ordinary people: "The majority 
of the people were not even aware .... People who lived very close to a 
concentration camp, who could see the smoke rising, who maybe even 
had the smell of it in their nose, they probably knew what was going on. 
But remember they were positioned on purpose in such a way that not 
ali that many people carne close to them." 

The well-documented facts about the abuses of the Nazi regime 
have produced neither moral nor political consequences. Paul was 
"aware of the fact that things didn't go all that well," but the concept of 
fascism still fascinated him. "Whether this mass hysteria and a dictatorial 
system is really all that great an advantage still remains tobe seen," as he 
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said. For him, "this herd instinct is somehow part of human nature .... 
lt's absolutely fascinating to see how people will follow one personality or 
one person and regard everything that person does or says as good." 

Level Il: Rejection and Rationalization of Bewilderment 

To this group belonged Beate, Monika, Gunhild, Renate, and Lisa. 
Most of the group carne from families with a Nazi background. 

General Remarks. These young people had heard only one version 
of the Holocaust. They were shocked by the moral bankruptcy of their 
progenitors but had rejected or suppressed the suffering of the victims. 
Explanations and mental constructs ensured, however, that they suf­
fered no serious anxieties and that their view of the world was relatively 
"normal." The topic of Nazism was ignored as much as possible, on the 
grounds that "it is no use rummaging around in it over and over again." 
Their marked unease at being forced to recall evoked self-pity. They 
wanted to forget but could not. Those who issued warnings were coun­
tered with the accusation that they were being "unfair." The same re­
sentment was directed at teachers who, with their "brutal and unbeliev­
able cheek," had actually "taken innocent students by surprise with these 
atrocities." 

Characteristic Behavioral Aspects of Defense Structures. Reports 
of experiences with the topic of the Holocaust were couched in objectify­
ing categories of an emotionally neutrallanguage without signs of out­
rage or bewilderment. Common strategies were used to relativize N azi 
crimes. Questions about whether relatives had possibly been involved or 
had partaken in the guilt were ignored or vehemently dismissed. Some­
times, hidden resentment toward peripheral groups and foreigners 
could be heard. If these suggestions were mentioned, they were cor­
rected contritely. 

Viewing the Holocaust from the perspective of the victims or of the 
consequences for the survivors did not concern these young people. 
Beate was asked by a friend in a bus in Israel to keep her voice down 
because there were "still people in Israel who despise the Germans." 
When asked how she would have reacted if an elderly Israeli had asked 
her to do the same, she replied, "I would have been angry. CanI help it 
that I'm German? It's not my fault." 

Level of Moral Consequences. Taboo subjects and concrete conse­
quences resulting from the Nazi period were accepted on the grounds 
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that society required this, but they were neither internalized nor ac­
cepted on the basis that they were moral commitments. History was not 
taken into consideration spontaneously, in the light of current events, 
but reactively, out of fear of social sanctions and censure, as described in 
Kohlberg's Stage l of moral development (Kohlberg & Thriel, 1978). 

An example of this type of moral reasoning was that the scenario to 
honor the SS dead at Bitburg was seen merely as an inopportune politi­
ca! mistake: "They just were not aware that they were doing any wrong." 

Identity Conflicts and Strategies to Overcome Them. Declaration 
of national identity abroad was regarded as "embarrassing." If the sub­
ject of the Nazi past carne up, they felt a sense of shame and tried to 
change the subject. Attempts to consider themselves "more as Eu­
ropeans" helped them to escape from this identity conflict. Hints at a 
special responsibility on the part of Germans as a result of the Nazi past 
were interpreted as a they-are-responsible attitude. They then insisted 
on the right of !ater generations not to be associated with the events of 
the past. 

Level of Knowledge and Comprehension. Although the Holocaust 
was regarded as the fault of the whole German people, the concrete 
questions of who was responsible or partly responsible have never been 
closely analyzed. Real anxieties about the manifestation of human besti­
ality were responded to with pseudoexplanations of ideologica! thought 
systems or anthropological dogmas, for example, the existence of an 
inborn human depravity or reflections on "God's plan of saving his 
chosen people." 

Level III: Resigned Acceptance of Guilt and Suffering from the Past 

To this group belonged Anna, Robert, Sigurd, Katrin, Susanne, 
Anke, and Ulla. 

General Remarks. These young people were deeply affected psy­
chologically by the pictures of those who had suffered and had experi­
enced the horror of the crimes perpetrated against human beings. But 
the associated impressions and shocks had not been properly processed. 
When they talked about the events, sadness and perplexity were evident 
in their tone of voice. What was missing, however, was anger and revul­
sion toward those responsible. What made this group different from the 
others already described in their dealing with the problem was a deep­
rooted destabilization of their basic trust. The syndromes caused by 
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pressure due to suffering can be divided into two experiential areas in 
terms of trauma tic experiences that these young people had not come to 
terms with: 

1. Traumatization of the feeling of identity (narcissistic trauma). The 
enormous guilt of the ancestors was combined, in these young 
people's concept of themselves, with their own identity as Ger­
mans and either children or grandchildren of the actual culprits. 
The vague suspicion that members of their families had involved 
and knowledge that these crimes had been committed by Ger­
mans were self-deprecating. 

2. Traumatization of the basic trust (existential trauma). The impressions 
of the immeasurable sufferings caused by the factorytype killings 
and the frightening brutality of those involved produced real 
trauma. Pictures had become imprinted in the mind. The un­
processed fright at realizing what human beings are capable of 
shattered any trust there was in the human condition. It had 
further consequences as a devitalizing factor in the general atti­
tude toward life and fear of what lay ahead. 

The narcissistic trauma was indicated by the following phenomena. 
National identity was perceived as a negative stigma. For these young 
people, being German was a "defect within oneself" and a cause of 
shame (Wurmser, 1990; see also Erikson, 1981 ). There was also dis trust 
of themselves due to the suspicion that they were sociogenetically im­
printed with fascist leanings. As a result, a split personality developed 
and inner impulses were suppressed because they were suspected of 
being potentially fascist: nationalist feelings, aggressive feelings, hostility 
toward foreigners and asylum seekers, and so on. Finally, the narcissistic 
trauma was indicated by marked feelings of guilt about the Holocaust 
that could not be eradicated by rational argument. Parallel to these 
feelings, there was a potentiated sense of shame in the presence of the 
victims of Nazi crimes, because there was the fear that one would be 
"stood in the culprit's corner." 

The two following examples illustrate the narcissistic trauma. Ulla 
(26) accused the non-German world around her of expecting from her a 
contrite feeling of guilt because of Nazi war crimes: "1 find that terrible 
when we meet. ... They don't understand that we suffer simply because 
of the fact that we were horn in Germany. What can 1 do about that? 
(pause) Nevertheless, I'm held partly responsible for it .... These are 
the times when 1 feei ashamed tobe German. (pause) 1 can remember 
that there were moments like these, and that, in fact, it is always like 
this." Robert (22) stated, "But then the point is whether you can forgive 
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it. What I mean is, whether we Germans will ever be able perhaps to 
forgive ourselves or whether the other side will ever be able to forgive us 
for what we did .... You always seem to be responsible over and over 
again and to defend yourself for the things that were done. Forme, that 
is a concrete burden which is constantly there .... 1 want tobe rid of the 
stigma ofbeing German, because that's a form of discrimination as well." 

An existential trauma is indicated by the following phenomena: 

• Helplessness and fear in the face of the possible repetition of such 
crime: "1 don't know if 1 could do anything to counter it!" 

• Fear of human bestiality, which is ultimately uncontrollable, and 
which seems to be inherent. 

Examples of this durable existential bewilderment are the follow­
ing: Sigurd said, "It is totally incomprehensible to me how human beings 
can treat other human beings in that way .... I'm very afraid, too, of 
something like that happening again .... 1 really don't know if we can 
do anything about it. Yes, 1 must admit 1 live in permanent fear. ... 1 see 
how things are changing at present. You must be prepared for escala­
tions like this. 1 would be even more frightened if 1 belonged to a 
minority group." 

Ulla said, "1 have seen pictures of concentration camps, those that 
show Jews being shot and (pause) showing the atrocities of the Holo­
caust. (pause) That was enough for me! (pause) How unbelievably piti­
less it all was! (pause) That they could no longer see people as 
people .... That human beings can do that, do a thing like that, that 
undermines my trust in humankind. 1 really have doubts! What are we 
actually that we can turn into such beasts? ... For a while 1 had this 
terror of other people and of myself. It was a phase where 1 was afraid of 
other people and of myself." 

Characteristic Behavioral Aspects of Defense Structures. There 
were marked fears of such crimes' being repeated. Some subjects did 
nothing about it; other became involved in antineofascist activities but 
nevertheless had a bad conscience for not doing enough in this direc­
tion. 

Some tried to improve the image of the German abroad by behaving 
in an exemplary manner themselves and became angry at the behavior 
of fellow Germans. 

The ability to sympathize with the victims and their relatives was 
blocked to some extent in these young people because of their inhibi­
tions. Expectations arising from the bewilderment of the progeny of the 
victims were frequently inadequately or wrongly anticipated. Where 
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there was otherwise a marked desire to make up for the past, such 
failures caused them deep shame. 

Level of Moral Consequences. The consequences of the crimes 
committed were internalized, but only as a diffuse reparation and eva­
sion ethos in the face of social conventions and taboos. Acceptance of 
concrete responsibilities resulted from the need for social acceptance. 
There were no signs of principled insights and their integration into an 
autonomous court of conscience (Kohlberg's Stages 3 and 4). They ex­
pected a high level of moral sensibility from themselves, but since they 
had internalized only global postulates and taboos, they were quite blind 
when it carne to the concrete requirements of the situation. Failure to 
meet their own demands repeatedly triggered further feelings of shame. 

Quality of Knowledge and Comprehension. Statements about the 
Nazi war crimes were charged with emotion, indirect as well as diffuse. 
The Holocaust, which, like an ancient myth, touched personal feelings, 
was an "incomprehensible affair." Similar global formulas were used to 
describe the political and personal results of it. 

The Holocaust was recognized as a moral failure and a "collective 
monstrous guilt" on the part of their ancestors. Possible involvement in 
this guilt of their own relatives was never mentioned, though. Even if 
they knew that their grandparents had been puppets of the Nazi regime, 
their contributory guilt was never discussed. The ethical problem "How 
could people do such a thing or allow it to happen?" was a painful 
question, because to answer it there could be no recourse to ideological 
consolation and apparent solutions (see Level Il). 

Level IV: Moral Responsibility and Autonomy by Learning from 
History 

To this group belonged Arthur, Christian, Olga, Angelika, and Werner. 

Level of Moral Insight and Consequences. This group "under­
stood" what the Holocaust meant for the victims, and they had also come 
to terms with the guilt of the generation responsible for it. They could 
name concrete situations in the lives of the actual culprits and their 
fellow travelers in which they had displayed moral weakness, and they 
complained about the continued reluctance of their relatives to justify 
their actions. This was not done, though, in a spirit of arrogant self­
assurance, the implication being that they would have done better. 

Olga, for example, criticized her father: "My father still says, 'We 
knew nothing about what was going on.' ... Nobody can make me be-



THE HOLOCAUST AND GERMANY'S YOUTH 263 

lieve that they knew nothing about it! Where people were disappearing 
in droves, you can't tell me that nobody noticed. That simply doesn't 
hold water. Good God, you can't shut your eyes to that sort of thing! ... 
Then there were a lot who somehow just became involved in some way or 
other, got in and then couldn't get out again .... But then they should 
not go around behaving as they do. On the other hand, 1 can understand 
the fear. That 1 can well understand, how people were afraid when the 
bullyboys carne. Can 1 point the finger at anyone? How would 1 have 
reacted if 1 had been there?" 

They had discovered "the Eichmann in themselves" and recognized 
the role of rationality in the machinery of death. Diffuse shattering of 
their self-trust caused by an uncontrollable mechanism of evil had been 
replaced by critical self-reflection. 

They had developed a general moral sensorium for inhumanity. 
The degraded and tortured victim of the concentration camp machin­
ery had become part of the meaning of the term tortured humankind. 
Because it was understood how it had ali started in 1933 at the very 
latest, there was no longer a need for normative stereotypes to put up 
resistance. From a structural point of view, the level of integration of 
insights and emotions into the moral consciousness corresponded to 
postconventional, principle-guided morality, in Kohlberg's sense. Where 
real bewilderment had been worked through to an advanced level, the 
quality of the moral consciousness went beyond the formalism of Kanti­
an ethics. This was then completed by a "morality of fellow-feeling." 5 

Consciousness of Identity. National identity was no longer consid­
ered a stigma but had become a central marker of political commitment 
into which its shadows had been integrated. Arthur described this 
change from defense to critical acceptance in the following way: 
"Through the developments with the German Democratic Republic 
(DDR), for the first time 1 have felt German. 1 saw that nothing has 
happened to what is called the Fatherland. At first, this was a bit sus­
picious, the fact that 1 felt this way, because 1 hold thoughts about the 
Fatherland being partly responsible for the outbreak of war and the 
development of Nazism .... It became quite clear to me what it means to 
other nationalities when 1 say I'm German .... That's why 1 think that, 
as a German, 1 am forced to come to terms with this period between 
1933 and 1945. And that means that 1 come to terms in a different way 
from the way other nations do." 

5The psychological precondition for this high level of morality is described in the late work 
of H. E. Richter. The philosopher A. Schopenhauer defended this modus of morality 
against 1. Kant. 



264 AOR. KONRAD BRENDLER 

When the shadows were worked through, the narcissistic fear of 
shame, with its fantasies of exposure, vanished, too. Olga described the 
acceptance of the inevitable for her as follows: "1 acknowledge the fact 
that 1 am German. That is something that cannot be changed, and for 
that reason, 1 can understand when 1 am attacked because of this. 1 know 
what the people suffered at that time. I really am very sorry about it, but 
1 feei no sense of my shame. I would feei shame if 1 had been directly 
involved myseif. ... I would never say I will not talk about it again. One 
of the reasons for that is that 1 am German .... As a German, it is part of 
my culture and my past. That's something I cannot discard." 

Level of Knowledge and Comprehension. AII those questioned at 
this stage described striking examples of confrontation. They empha­
sized that these experiences had opened new dimensions of incom­
prehensibility. Arthur, for example, described this qualitative leap from 
meaningless knowledge to real comprehension as follows: "Previously, I 
had known that people had been tortured and killed and that millions 
had been gased. But the term gasing at first conveyed nothing to me. 
The horror involved stiU had no reality for me. I first realized it in 
Buchenwald, where it was like a thump in the stomach .... Out of a 
historical date something comprehensible evolved. No, actually some­
thing incomprehensible and which had something to do with me." In 
Werner's case, the change carne about as a result of his personal contact 
with concentration camp survivors, burnt-out cases. In Angeiika's case, it 
was the children's drawing in Theresienstadt; in Christian's, the recon­
struction of the fate of individual Jews in his hometown. 

Reconstruction of the process of their successful working through 
makes one thing clear in ali cases: Learning through the Holocaust 
culminates in self-confrontation, because one is then no longer willing to 
accept determinist explanations but recognizes one's own shadows in the 
failures of one's forefathers.6 

EXPLAINING THE DIFFERENT LEVELS OF COPING WITH 
NAZI HISTORY 

To explain in depth the formation of the above-characterized leveis, 
it is necessary to consider a variety of views. While we beiieve that the 
effects of peer pressure, teievision, and books have their impact, family 

6An example for this kind oflearning is the American curriculum, Stern Strom & Parsons 
(1982). For examples and a scheme of phases of the working through process for German 
youth see Brendler (1992). 
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and school must be seen as more influential agencies of socialization. 
Here we focus on such influences. 

Biographical data-highlighting the active involvement of family 
members in Third Reich politics or the fact that some fathers of the 
interviewed students had fought in World War II-provide little expla­
nation of the different means of coping with the Holocaust in our sam­
ple. Participants with such a background were found in equal propor­
tions at ali levels (Angelika, Tina, Ulla, and Regina). Students whose 
fathers had been World War II soldiers achieved Level 1 (Paul), Level III 
(Sigurd), and even Level IV (Olga and Werner). 

Intergenerational Communication in Families 

Within the family, serious discussions about the Nazi period had 
usually occurred after this issue was taught in school. Four subjects of 
our sample related that they had never talked about Nazi crimes in their 
family. At this juncture, we have to realize that, from an early stage, 
subtle statements and implicit messages had been communicated 
through rare remarks, the effects of which should not been underesti­
mated. Consequently, we shall distinguish in our analysis of family com­
munication two distinct types of interaction. 

First, the level of explicit con versation may be referred to as officially 
accepted communication. Generally, this type of communication was found 
in connection with specific questions by the children based on their 
experiences at school. Second, there was an informal stream of commu­
nication that was stressed when actualities-for example, in newspapers 
or on television-were commented on, and ata deeper stage, they could 
evoke spontaneous talk of personal experiences, painful or irrelevant, 
dating back to that historical period. 

Analysis of Informal Communication 

Older family members' unintentional remarks during family talks 
were not meaningless for the children. Their intuition responded with a 
subtle feeling about the crime, in the context of their own family. They 
established a certain awareness and suspicion of older family members 
which they could develop by studying this issue in a formalized school 
setting. 

For instance, there were the "good-natured" jokes and anti-Semitic 
stereotypes of Olaf's materna! grandparents, or his grandfather's enthu­
siasm when he praised the "beautiful experiences" in the Wehrmacht 
during the "desert operation," or when he recalled the "Fiihrer's visit to 
Wuppertal." Olaf always sensed a "certain similarity" in those talks but 
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also recognized a taboo at the same time: "Everything meant tobe politi­
ca! was clearly excluded .... Grandpajust told personal stuff, especially 
in the presence of us kids." 

Having two prominent antifascists in his family, Olaf was an excep­
tion in our sample. The quietness of the two communist resistance 
fighters in his father's family may have irritated Olaf. He subsequently 
developed a type of counteridentity to offset the "resistance fighter" 
element in his family, as we can see from the material shown above. 7 

The communication pattern in Anna's (22) family can be charac­
terized as a meaningful silence. She was often rejected by her mother. 
Whenever Anna-obviously "moved"-challenged her family about 
things she had seen or heard by chance, she received "no reply." Her 
family ')ust wants to live peacefully .... They avoided this topic." On the 
other hand, they simply assured her, "Not everything was bad. Eventually, 
they got the unemployed away from the streets to build the motorways." 

At the time of this study, Anna was surprised by the negative connota­
tions she associated with the termjew. Indeed, the term Israeli seemed so 
much easier to say. Abroad, she felt so threatened by "exaggerated suspi­
cion" that she always felt the need to behave properly. 

Anna's grandfather "must have been pretty high up in the ranks." It 
still took Anna by surprise "how often he could take time off." Her mother 
explained how much he had helped during their flight from Danzig in 
1944. What Anna knew was that "he was some sort of construction 
engineer," but she did not know "what he really did during the war." 

Other families in our sample demonstrated a similar attitude. Al­
though they had explained or given more information to their children, 
they had shown through their concrete behavior what they really 
thought about this period of history. As Beate (21) estimated, these 
topics "appeared often enough" in the media. Her family had developed 
specific ways of expressing little interest: "Shown on television, it does 
not effect you all that much, because you can talk or do other things at 
the same time .... Perhaps you talk a little about it afterward. Then my 
parents usually said, "An end must be put to all that. We live in different 
times today. We have to carry on.'" 

Analysis of Intended Communication 

First attempts aimed at specific information had usually taken place 
in the 14 to 15 age range. This correlates with the start of history lessons 

7It has to be considered, too, that communist resistance had been discriminated against 
and put under taboo in the anticommunistic atmosphere of postwar Germany. 
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in school on the N azi period. Most of the teenagers had gathered their 
first detailed information about Nazism from these lessons. This infor­
mation had been significant enough for them to challenge the older 
generation about the Holocaust. Four interviewees mentioned their 
teacher as encouraging them to ask their parents or grandparents about 
the persecution of the Jews. 

Attempts to classify the intentionat communication within families 
led us to four modes in the family members' "readiness" for conversa­
tion about Nazi issues: 

1. Silence or appeals for consideration, because "horrible things" 
had happened and "precious memories of that time" should not 
be spoiled. 

2. Resistance or defense, because "those" questions were consid­
ered disturbing. Here we can find the usual symptoms of repres­
sion and denial, as they have been described in the works of 
Mitscherlich & Mitscherlich ( 1967) and Giordano ( 1987). 

3. Reactions showing helplessness: admitting the incomprehension 
you feei in facing what happened. Though superficially curious, 
we found a basically "neutra! attitude." Personal statements had 
been avoided, and the person's own involvement or responsibility 
had been denied. His or her private experiences had been 
changed into impersonal facts and abstract descriptions. Some of 
the interviewed students regretted how their family members 
had "refused to speak out for themselves." 

4. U nrestrained cooperation, which we found in only two cases. In 
this context, suggestions were given for appropriate literature, 
movies, or magazines. The importance of listening openly to 
each other's experiences and showing an awareness and readi­
ness to console was also emphasized in these cases. 

Examples of Refusal of Children's Questions 

In our sample above, Modes 1, 2, and 3 were mainly found in 
parents' and grandparents' communication. A broad spectrum of de­
fense strategies had been used. The older generations had often asked 
for consideration: "Yes, if you had gone through ali that, you would 
understand that we do not want to talk about it." Other means of appeal­
ing had been: "It has tobe forgotten sometimes." There had also been 
aggressive refusal. The curiosity of the children had been interpreted as 
reproach. Although the children's questions were meant to be "harm­
less," the relatives "quickly had the feeling of being attacked." 

In nine families, it was noticeable that the parents had adopted their 
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own parents' justifications. Except for one case, we found this modus in 
ali families with Nazi relatives. Ulla's mother, for example, had adopted 
the role of an advocate for her own parents against the grandchildren's 
"attacks." Ulla declared "My father and mother always look atit as an 
offense, which is strange, because 1 keep on telling them, 'Mama, 1 do 
not mean to offend you. Surely, you were only a child yourself in those 
days.'" Asked straightforward by Ulla "What was the matter with your 
father?" the mother reacted offensively: "Do you really believe you 
would behave better? They did not know it. It was not their fault." 

Family Communication and "Double· Wall" Disturbances 

Frustration of the child's curiosity obviously had an impact on later 
attitudes and approaches to other people. Moreover, both sides carne 
with negative preconditions for neutral dialogue, the children and their 
elders. Most of the latter had suppressed guilt feelings as result of their 
Nazi experience; the children got upset by what they had heard in school 
or on television and were looking for explanations. By going through 
these different modes of the mutual blocking of true communication, we 
can distinguish four main types of mutual hindrances: 

1. The third generation had suppressed questions in order to avoid 
conflicts within the family. 

2. Witnesses of the events had held back information. They did not 
want to speak out, as this would contradict the expectations of 
their grandchildren and children. They had had experiences of 
being criticized and being rejected. 

3. Conversations with relatives had been avoided, as the children 
had realized or had been told that it was painful for the witnesses 
to be reminded. 

4. Exploring the past had been avoided because of the fear of dis­
covering that loved ones had been involved. This would have had 
fatal implications for the individuals' self-esteem, being blood­
related. 

Examples and Explanation. After having learned the facts of the 
Holocaust in school, many children had challenged their parents and 
grandparents. Their resentment of the facts they had just learned may 
have been noticeable to their relatives. Their attempts to gather infor­
mation at firsthand were often rejected rather abruptly. To avoid further 
trouble, the children had simply stopped making further inquiries. 

On the other hand, the witnesses of that time had been n;jected as 
well. If they had started to talk about ordinary situations of the everyday 



THE HOLOCAUST AND GERMANY'S YOUTH 269 

life in the Nazi era, their relatives might overreact. The Holocaust over­
shadowed the opportunities for mutual understanding, shown in the 
following example. Ulla reported, "There was one situation that really 
shocked me. My grandma told us, 'Sure, in the times of Hitler, a lot of 
things were diflerent. The economy was not as bad, and we had fewer 
criminals.'" Ulla had immediately become suspicious that her grand­
mother might be biased. Being upset she had criticized and reproached 
her grandmother: "Listen, what happened, then, to the Jews?" 

Other students as well assured us that they had quickly realized 
having said something unpleasant when referring to Nazi fascism. They 
sensed that perpetrators, bystanders, Wehrmacht soldiers, and even chil­
dren who had observed this era had not coped with it and therefore did 
not want to be reminded. Ulla, for example, had detected aspects of 
guilt in her parents deeds, even if they (born in 1937 and 1949) could 
not have been involved: "I believe they always transfer the guilt to them­
selves. In fact, they want to get rid of this guilt because they do not know 
how to cope with it." 

Surprisingly, we found this general '\vaii of silence" even among 
those witnesses of the time whose attitude during the Hitler years could 
cause little moral suspicion today. Even active fighters in the resistance 
had not spoken out freely. Olaf's grand-uncle had never spoken of his 
torture in the concentration camp or about his experiences in the pun­
ishment brigade: "Though he suffered the most, he kept quiet about 
it. ... As a matter of fact, 1 have never asked persistently. They did not 
want to talk about it, which 1 realized easily. Then 1 kept quiet." 

Others, like J udith ( 17), had not asked because they felt threatened 
by what they might discover. She was "afraid, that 1 will sometimes find 
out something .... My grandpa loved me dearly. 1 nevcr saw him doing 
any harm. 1 believe 1 could not carry on if 1 had found out anything ... . 
My world would have fallen in ruins if 1 had discovered something .... 1 
would not have been able to cope with myself anymore, ... since my 
grandfather's blood is also in my veins-symbolically. 1 simply could not 
come to terms with it." 

Caring and Authentic Communication 

In only two families of our sample (those of Judith and Tina) did 
we find substantial support for attempts of family members to work 
through these walls of silence. These young women's relatives had not 
only answered questions but had even encouraged their children at an 
early stage-in fact, while still at primary school-to learn about the 
Holocaust. 
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Thoughjudith's grandparents had been quiet, she could always ask 
her mother. Judith recalled one situation especially, which must have 
happened when she was 6 or 7: "There was something on television 
which I found really horrible. So my mother told me what hap­
pened ... the way you can talk to a child, but she told as well how cruel 
and horrible it was." 

Being realistic and careful at the same time, Judith's mother had 
helped her to get over that shock. The same thing happened later on, 
when they discussed films on Nazi history for a long time. In a similar 
way, they dealt with Anne Frank's diary, whichjudith read when she was 
13. The essential question of "how human beings can do or allow such 
things to happen" has not left Judith since then. 

Tina had received similar support from her family. Her maternal 
grandparents had been Nazis: "Grandpa was ajudge, and grandmother 
was looking after the kids." The other grandparents' politics, too, "still 
today are rather right-wing-oriented." This grandfather had had privi­
leges in the Wehrmacht and had always been "a bit against the Jews" and 
biased against the blacks in South Africa. 

When we looked deeper into the attitude of criticism in this family 
and the intellectual distance they kept from the grandparents, we found 
that they dealt intensively with the guilt, in which the elders were in­
volved. Similarly to Judith, Tina had had the opportunity to learn about 
the Holocaust at a fairly early stage. She had learned early "that Jews 
were gased." She remembered a quarrel with a girlfriend in the primary 
school, who had told her, "Hitler was good." 

DISCUSSION OF RESULTS 

Most of those interviewed were still trying to cope with the psychic 
ballast related to the moral bankruptcy of theirprogenitors. Some con­
tinued to fight against the consequences of the past or tried to ignore 
them (Levels I and Il). Still inhibited, at least for the present, by social 
conventions they represented a recruiting potential for right-wing 
movements and the new "anti-Semitism as a result of Auschwitz" (Berg­
mann & Erb, 1991 ). 

Others suffered from the stigma of their identity and from existen­
tial trauma (Level III). Because they stared in disbelief at the last bestial 
link in a chain of events that had begun for ali initially with banal envy, 
self-deception, and moral blindness, they neither comprehended how 
the culprits had ended up in the abyss of their own guilt nor where the 
joint responsibility of the average citizen had begun and was beginning 
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again in the present. If one expects this !ater generation to have gained 
in moral sensibility from their attempt to come to terms with the mis­
takes and crimes of their ancestors or to have developed a sense of 
responsibility, it is clear that only very few have learned from history. 
Why had only a minority of those interviewed accomplished this? 

Most families have failed their children. Instead of seeing children's 
questions as an opportunity to develop their conscience, with two known 
exceptions, ali the grandparents involved in the study set a negative 
example, a perfect model, we might say, of self-deceit, a search for 
scapegoats, and an aggressive way of dealing with their narcissistic traits. 
In 9 out of 10 families with known Nazi backgrounds, the parents as well 
as the grandparents had adopted defense mechanisms. Instead of show­
ing solidarity with the psychic needs of their children, they had stood by 
their own parents and protected them. AII those questioned at working­
out Levels 1 and II carne from families with such repressive traditions. 
Even the fathers who had been actively involved in the war never became 
constructive speech partners for their children (Olga, Sigurd, Paul, and 
Werner). 

The ro le played by the schools had been just as meager. Ali of the 
subjects who had reached an advanced working level had either had 
discussion partners in their f~1milies (Tina, J udith, and Angelika) or had 
had their most salient key experiences outside school. At school, the Nazi 
period had been treated in a purely objective way, like every other sub­
ject. As a result, the preconceptions and personal problems of the stu­
dents had simply been passed over. The attempt to explain this period 
objectively was bound to fail. Instead of first working on defensive atti­
tudes, in the end the teachers had relied on the shock effect of docu­
mented atrocities. Using materials in this way for moral intimidation 
had led to confrontations that had been counterproductive and inhu­
man. The factual material had triggered the adolescents' rigid defense 
mechanisms or had inflicted deep psychic shock. 

First, there had been the actual shock of a possibility that contra­
dicted ali rationality and faith in humankind. Then, there was the spon­
taneous impulse to protect oneself from the shocking realization that 
there is no guarantee of human survival. Knigge ( 1992) called it the 
"tendency to look after yourself," associated with the realization that the 
Holocaust "cannot be avoided" (p. 255). 

There had also been the phenomenon of narcissistic defensiveness, 
as one did after ali belong to those people who had committed the 
crimes. We were able to show that, because of their nationality and 
family connections, the grandchildren were stil! so affected by the moral 
bankruptcy of the generation responsible for N azi crimes that they were 
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in danger of stigmatizing themselves. Every teacher must be prepared 
for his or her students to be deeply shocked, regardless of their nation­
ality. Coming to terms with and overcoming narcissistic defensiveness, 
on the other hand, is a problem which poses a special task for German 
educationists and teachers, since it involves massive impediments to 
learning and the danger of aggressive attempts to compensate for the 
"stigma of being German." 

Both these problems have been ignored up to now in the classroom, 
an omission that has reinforced the existing defensive mechanisms or 
has traumatized the view of life of the young people concerned. Instead 
of noticing what the pictures trigger in the children, teachers merely 
repeat the mental cruelty and indifference of the relatives who have left 
their children stranded with their frightening questions or have saved 
themselves by offering harmless, neutral explanations. Instead of dis­
cussing the self-defense reactions of the children, they ignore them or 
sanction them. In view of the emotional stress syndromes, it could be 
argued that these children should be spared any confrontation with the 
brutality of the Holocaust pictures and that the treatment of the subject 
should be confined to a sober analysis of facts. 

Our analysis of successfullearning processes proves, however, that it 
is not being burdened but rather being not burdened that becomes the 
obstacle in this process of overcoming one's shadows in matters of identi­
ty and possible relief. The narratives of those interviewed who had 
reached the advanced stage of Level IV demonstrate that nobody in­
creases her or his moral insight without going through a period of men­
tal suffering and personal bewilderment. 

There is no enclave in Germany where a later generation can flee 
from the shadows cast by the memory of the crimes against humankind. 
Even outside the school, there are items such as films, pictures, and 
memorials for the victims, all of which are occasions for recaB and which 
trigger personal anguish. The world around Germany will never forget. 
Confrontational experiences in schools were an opportunity to integrate 
resistance to learning, for it is through these experiences that the psychic 
burden inherited by the grandchildren can be lightened. The children 
require dialogue and emotional support as well. Otherwise, there is the 
danger that they will be scarred or socialized to be latent fascists like Paul 
and Olaf. 

To prevent traumatization, which is demonstrated at Level III, our 
analysis of teaching in schools leads to the following didactic require­
ments: 

1. Children should be prepared before being forced to see docu-
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mentation of the cruelties of the Holocaust. They should have 
sufficient time afterward to grieve and to comprehend the facts. 

2. Teachers should then deal with the youngsters' emotional and 
existential bewilderment. Confrontation with the brutal reality 
without working it through is superficial moralizing by means of 
intimidation. It acts as a deterrent to the observance of fragile 
social taboos, but not as moral education via insight and under­
standing. 

3. lf children show opposition to the topic of the Holocaust, this 
should be neither ignored nor reproached by the teacher. The 
impulse to r~ject the unbelievable facts should not be a cause of 
censure or taboo. Censure can cause those concerned to become 
outsiders with neofascist sympathies. Ignoring resistance can 
lead to a fixation on the so-called Auschwitz lie. 

4. The administrative decision in Germany to teach the topic of the 
Holocaust to children aged 14 and 15 needs to be discussed. 
Since the topic is to be taught in the critica! preadolescent phase, 
the danger of identity trauma is particularly acute (Erikson 
1981 ). 

EPILOGUE 

Being a German, 1 dare not draw generalizing conclusions about the 
transfer of perpetrators' trauma from one generation to the next and 
coping with the consequences. But the question is whether drawing any 
conclusions is valid at ali? 

Something like those facts described here has never occurred be­
fore, and let us hope that they will never take place again. As the epitome 
of dehumanization of victims and a collective national crime, the Holo­
caust is unique and incomparable, for both sides. 

The identity of French or American citizens is built up by an aware­
ness of belonging to a nation which has, by espousing human dignity 
anei human rights, gained something essential for civilization. The iden­
tity of young Germans is affected by succeeding the generation that 
caused the "break with civilization called Auschwitz" (Diner, 1988), that 
deprived humankind of the assurance of survival based on human rela­
tions, and that also destroyed forever a fundamental confidence in eul­
ture and civilization. 

Something happened that, on the secure ground of civilization, 
appeared tobe unimaginable: a civilized people perverted into a mass of 
murderers and bystanders. This is the proof that it might happen over 
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and over again. And so the possibility of identifying with their nation 
without inner struggle is lost forever to all following generations in 
Germany. 

As long as today's generation fights against instead of accepting the 
narcissistic insult of belonging to this kind of nation, they will remain 
predisposed to similar actions and will have to depend on regulation 
from outside to avoid the compulsive repetition caused by this defense. 

The awareness of menace is universal, a problem of humankind; the 
trauma of perpetration belongs to the Germans. And it must be worked 
through anew with every generation; that is what we owe to humanity 
forever. Only by doing this may we achieve reconciliation with ourselves 
and the world. On that score, the results of our investigation can convey 
only a glimmer of hope. 
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Dear Professor Freud, 
... This is the problem: ls there any way of delivering mankind 
from the menace of war? ... 
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Dear Professor Einstein, 
... You have taken me by surprise, however, by posing the question 
of what can be done to protect mankind from the curse of war .... 
Our mythological theory of instincts makes it easy for us to find a 
formula for indirect methods of combating war. If willingness to 
engage in war is an effect of the destructive instinct, the most obvi­
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INTRODUCTION 

Prevention of health problems is conventionally described as having two 
levels. Primary prevention is the prevention of the underlying illness or 
trauma itself by intervention to eliminate one or more of its causes. 
Encouragement of abstinence from cigarette smoking, for example, is 
an important method of the primary prevention of lung cancer in both 
the smoker and the nearby inhalers of the sidestream smoke. Secondary 
prevention is the prevention of one or more of the consequences of 
illness or trauma by intervention after the illness process has begun or 
the trauma has occurred. The early detection and treatment of lung 
cancer-preferably during the asymptomatic phase before the illness 
has risen "above the clinical horizon"-has been demonstrated to be 
effective in limiting the consequences of the illness in a significant num­
ber of patients. A third level, sometimes called tertiary prevention but 
more commonly known as treatment or rehabilitation, seeks to prevent the 
progression of the disease after the symptoms appear (Last, 1992). Fig­
ure 1 indicates the "windows" (time periods during which opportunities 
exist) for prevention during the progression of an illness. 

A similar schema can be applied to the prevention of the conse-
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Figure 1. Windows for prevention and treatment. 
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Table 1. Levels of Prevention of Health Consequences of Traumatic Stress 

Primary prevention: Prevention of the traumatic event or prevention of the exposure of 
individuals or groups to the trauma. 

Secondary prevention fJrior to the occurrence of the traumatic event: Intervention before a 
predictable event occurs among individuals or groups who cannot be spared 
exposure to the event. 

Secondary prevention ajier the occurrence of the traumatic event: Intervention among individuals 
or groups who have been exposed to an event as quickly as possible after the event, 
preferably before the onset of symptoms. 

Treatment and rehabilitation (" tertiary prevention"): Amelioration or reversal of the symptoms 
and signs of traumatic stress syndrome after the symptoms or signs have become 
clinically apparent. 

quences of trauma (V. W. Sidel, Onel, Geiger, Leaning, & Foege, 1992). 
Primary prevention involves prevention of the trauma itself; secondary 
prevention involves intervention, preferably as early as possible after the 
trauma or even, when a traumatic event is predictable but not prevent­
able, before the trauma occurs. As an example, the prevention of fires 
by the construction of fireproof structures or the removal of flammable 
materials is primary prevention. Constructing effective fire escapes and 
preparing the population in advance of a possible fire to understand 
that it may happen and how to escape from its consequences are second­
ary prevention before the occurrence. Intervention with the victims as 
soon as possible after the fire to lessen its traumatic effect is secondary 
prevention after the occurrence. (See Table 1.) 

Most of the prevention efforts of those concerned with the conse­
quences of traumatic stress, insofar as prevention is addressed at ali, lie 
in the area of secondary prevention after the occurrence of trauma, 
although there is indeed some attention given to secondary prevention 
before the trauma occurs. 

The primary prevention of traumatic stress caused by war requires the 
prevention of war. Relatively little attention has been given to the ro le of 
health professionals in the primary prevention of the health consequences 
of war. The purpose of this chapter is to emphasize the importance of, and 
to suggest avenues for, the involvement of health professionals in the 
primary prevention of traumatic stress caused by war. 

THE ROLE OF HEALTH PROFESSIONALS IN PREVENTION 
OF HEALTH PROBLEMS 

It is widely accepted that professionals concerned with the manage­
ment and treatment of individual clients or patients have an obligation 
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to provide advice on methods of secondary prevention of the conse­
quences of health problems. An example is screening by cervical smear 
in order to detect and treat cancer of the uterine cervix before it be­
comes clinically apparent. Health professionals, we believe, also have an 
obligation to advise primary prevention. In work with individual clients 
or patients, this obligation is often accepted. Many professionals, for 
example, routinely counsel their patients about the risks of smoking. 
But if primary prevention is tobe applicable to cervical cancer, preven­
tion of which may require changes in community sexual patterns, or to 
be applicable to reduction of smoking exposure-both active and 
passive-for everyone in the community rather than simply for the indi­
vidual patient, community-based techniques are needed. The obligation 
to be involved in communitywide primary prevention is nonetheless 
questioned in many fields of medicine. Does the health professional 
have a duty not only to urge smoking cessation for his or her patients 
who smoke but also to work for the reduction of smoking in the entire 
community? Does the professional who treats patients with hepatic cir­
rhosis have an obligation not only to counsel individual patients but also 
to attempt to limit the consumption of alcohol by everyone in the com­
munity? 

Perhaps more important than the question of the professional's obli­
gation to work for primary prevention is the question of his or her 
competence-requisite knowledge and skills-to do so. Does a physi­
cian, for example, have any special knowledge or skills that would permit 
effective work to prevent fires, change sexual patterns, reduce cigarette 
smoking, or limit alcohol use in the community? Is the work better left to 
public health workers, educators, mass communication specialists, soci­
ologists, political activists, government officials, or others who may have 
greater knowledge and skill in such work or who have greater access to 
effective community-based methods? 

We believe that primary prevention is a responsibility of everyone 
who works in the treatment or the rehabilitation of the victims of health 
problems. The hasis for our argument is that those who deal with the 
consequences of health problems-in this case, the consequences of 
trauma-have special knowledge of its depredations and therefore a 
special sense of the urgent need for its prevention. 

THE HEALTH CONSEQUENCES OF MODERN WARFARE 

One example of attempts to apply primary prevention to the health 
consequences of war has been the effort by many physicians around the 
world to prevent nuclear war. In 1962, a small group of physicians in 
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Boston prepared a series of articles for the New England Journal of Medi­
cine on the medical consequences of thermonuclear war (Physicians for 
Social Responsibility, 1962). The analysis led to the conclusion that, once 
the bombs had been detonated and tens of thousands, if not hundreds of 
thousands or millions, of people were injured by the blast, heat, and 
radiation, there was relatively little that those responsible for the man­
agement of the injured could do to relieve or reverse the injury. Those 
responsible for care of the injured, the authors argued, had a special 
responsibility to prevent the use of such weapons-in other words, had a 
special responsibility for primary prevention. This was the basis for the 
formation of the Medical Association for the Prevention of War 
(MAPW) in the United Kingdom in 1952, Physicians for Social Respon­
sibility (PSR) in the United States in 1961, and the Nederlandse Verenig­
ing voor Medische Polemologie (NVMP) (Netherlands Medical Associa­
tion for Peace Research) in 1969. 

The International Physicians for the Prevention of Nuclear War 
(IPPNW) was formed in 1980. Groups similar to MAPW, PSR, aud 
NVMP have now been organized in 80 countries aud are affiliated with 
IPPNW. The work that IPPNW and its national affiliates have accom­
plished was recognized by the award of the Nobel Peace Prize in 1985 
(Lown, 1986). The Nobel citation summarized the work of IPPNW and 
its national affiliates: 

[IPPNW] has pcrformed a considerable service to mankind by spreading 
authoritative in formation and by creating an awareness of the catastrophic 
consequences of nuclear warfare. . _ This in turn contributes to an increase 
in the pressure of public opposition to the proliferation of nuclear weapons 
and to a redefining of priorities, with greatcr attention being paid to health 
and other humanitarian issues. Such an awakening of public opinion ___ can 
give the present arms limitation negotiations new perspectivcs and a new 
seriousness. (IPPNW, 19H6, p. 3) 

But it was clear at the time of the Nobel ceremony in 1985, and it 
remains clear now as control over the nuclear stockpiles of the former 
USSR bas cbanged dramatically, that the work of the prevention of 
nuclear war bas barely begun. Tbe world still bas tens of tbousands of 
nuclear weapons witb an explosive equivalent of billions of tons of TNT, 
over a ton of TNT for every buman being on tbe planet. The agree­
ments between Russia, Ukraine, Kazakbstan, Belarus, and the United 
States, ali of which possess nuclear weapons, as well as the recent deci­
sion by the United States to place a moratorium on nuclear testing, are 
extremely important, but even if they are fully and permanently imple­
mented, the world will still be left with suflicient nuclear weapons to 
cause unprecedented injury, death, and ecologica! damage. 

Nuclear weapons are, in military terms, an extraordinarily efficient 
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and effective method of creating massive amounts of injury and death. 
But they are not the only method of accomplishing such a military objec­
tive. Other weapons of indiscriminate mass destruction exist, and some 
of them may be even more selectively dangerous than nuclear arms to 
civilian, noncombatant populations. Well-trained and disciplined mili­
tary personnel can largely be protected against known forms of chemical 
weapons. Nonetheless, since protective gear reduces the efficiency of 
troops, and chemical attack (or even its threat) may, despite effective 
protection, reduce the will to fight, chemical weapons may still be used 
against troops. It is virtually impossible, on the other hand, even with a 
massive investment in protective measures, to protect an entire civilian 
population. The very young, the very old, and the sick are particularly 
vulnerable. And even the threat of the use of chemical weapons can 
cause civilian deaths from the faulty use of protective methods or can 
cause the consequences of traumatic stress. The same is even more true 
of biologica! weapons (V. W. Sidel, 1989). 

The 1972 Biologica! Weapons Convention banned the use ofbiolog­
ical weapons, and the 1993 Chemical Weapons Convention banned the 
development, manufacture, stockpiling, transfer, and use of chemical 
weapons. Much work remains to be done to make these arms control 
agreements effective and to develop methods of verification of these 
agreements. Again, professionals responsible for treating the victims ha ve 
a special responsibility for primary prevention of the use of such weapons 
by supporting effective arms control and verification measures. 

A similar argument can of course be made for war itself. Great 
progress has been made in the prevention of mortality among wounded 
combatants, from a 20% mortality rate in the Crimean War to 3% mortal­
ity among U.S. troops in the Korean and Indochina wars. (See Table 2.) 

Table 2. Wounded Combatants Who Died of Wounds, by Wara 

War 

Crimean War 
U.S. Civil War (North) 
Franco-Prussian War 
Spanish-American War 
Boer War 
World War 1 
World War IJb 
Korean Warb 
Vietnam warb 

aGarfield and Neugut (1991). 
• Data for U .S. troops only. 

Years of warefare 

1854-1856 
1861-1865 
1870-1871 
1898 
1899-1901 
1914-1918 
1941-1945 
1950-1953 
1965-1973 

Wounded combatants 
who died of wounds (%) 

20.0 
14.1 
13.6 
6.7 
8.8 
6.1 
4.5 
2.5 
3.6 
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Table 3. Estimated Annual Military Deaths in War, Worldwide, by Centurya 

Mean annual no. 
Mean annual number World midcentury of deaths per million 

Century of military deaths population in millions population 

17th 9,500 500 19.0 
18th 15,000 800 18.8 
19th 13,000 1,200 10.8 
20th 458,000 2,500 183.2 

oGarfield anei Ncugut (lYYl). 

Rut despite this success in treating physical trauma, deaths among 
combatants have nonetheless risen sharply during the 20th century, 
from under 20,000 annual deaths in the l7th century to almost 500,000 
annually in this century (Garfield & Neugut, 1991). (See Table 3 and 
Figure 2.) The net result of the improved care for physical trauma is that 
many more wounded combatants have been left to suffer postwar dis­
ability, including posttraumatic stress disorder. 

When we turn from combatants to noncombatants, while civilian 
populations have always been the indirect victims of war-through the 
famine or pestilence that often accompanies war-civilians have increas­
ingly become the direct targets of war. Total war deaths rose from ap-
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Figure 2. Military deaths in war (Garfield & Neugut, 1991). 
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Figure 3. Civilian deaths in war (Sivard, 1991). 

proximately 6 million in the 17th century to over 100 million in the first 
90 years of this century. Indeed, these 100 million deaths in the 20th 
century are over four times as many deaths as in the preceding 400 
years. Since World War 1, with its emphasis on trench warfare, and 
World War II, in which military casualties paralleled the large number of 
civilian deaths, the proportion of civilians among the deaths rose to 
approximately 65 percent, and in the 1980s and 1990s the proportion of 
civilian deaths appears to have been close to 90 percent (Sivard, 1991 ). 
While these figures do not include deaths due to war-related starvation 
and infectious diseases, which are more difficult to document, it seems 
clear that direct and "collateral" attacks on civilian populations are be­
coming an increasingly important part of war. (See Figure 3.) 

CAUSES OF VIOLENCE AND WAR 

Attempts to prevent these deaths, injuries, and disabilities by out­
lawing specific types of weapons will clearly not be sufficient. As oppo­
nents of gun control in the United States delight in arguing, "Guns don't 
kill, people kill." Indeed, human beings pull the triggers, drop the 
bombs, push the buttons, and bury the landmines. In efforts directed 
toward the primary prevention of war, it is necessary not only to attempt 
to outlaw weaponry but also to attempt to deal with the politica!, eco-
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nomic, social, cultural, and psychological factors that lead people to use 
weapons to kill and maim. 

On an individual level, the unprovoked use of violence has been 
attributed to a number of factors, including psychological disturbances 
that weaken the interna! controls against the initiation of violent behav­
ior, societal anomie (normlessness) that weakens the externa! controls, 
and societal models of violent behavior (such as images on television) 
that seem to make violence more acceptable. The latter two, being soei­
etaJ factors, are amenable to societal change. 

The issue of the individual use of violence in response to provoca­
tion is even more complex. Freud, in "Instincts and Their Vicissitudes" 
(1915 ), distinguished two basic drives in human nature: the sexual drive 
as essential for reproduction and the aggressive drive as essential for 
survival. Both drives are developmentally related to the survival of the 
human species. But at the end of the 20th century, both drives can be 
dangerous to individual survival or even species survival. It is not irrele­
vant to the prevention of war that unrestrained reproduction in the 
presence of lower death rates can lead to dysfunctional overpopulation; 
4 million years were required for the human population to reach 2 
billion, 30 years to add a third billion, and now population increases by 
100 million annually. Similarly, aggression, particularly with the wide­
spread availability of powerful weapons, can lead to individual or mass 
destruction. These primal individual drives, in short, are often increas­
ingly destructive to rather than protective of human survival. 

Nonetheless, the desire of the individual to have control over day-to­
day life is basic to satisfying human existence. When danger threatens 
habitual patterns of life, threatens the quality of life, or threatens health 
or even life itself, intense anxiety arises. The fight-or-flight response, 
well known from studies in physiology and biology, is dominant in ani­
mallife in response to direct physical threat. We know from traumatic 
stress studies that attempts by human beings to regain control in the face 
of overwhelming danger and disruption of life can also trigger such a 
fight-or-flight response (Kleber & Brom, 1992; Lifton, 1968). 

We also know from traumatic stress studies that, in the face of per­
ceived danger to individuals, there can bea sharp reduction in analytic 
capacity (Gersons & Carlier, 1992). It is very difficult under such circum­
stances to analyze a situation fully and rationally. Behavior in such cases 
is called instrumental, being aimed at the destruction of the perceived 
danger. Other emotions and values-such as respect for human life­
and analytic thought are suppressed because concern for others and 
reflective thought hinder instrumental functioning. 

In addition to vulnerability to physical danger and loss of control 
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over the circumstances of their lives, human beings are extremely vul­
nerable to humiliation and insult, sometimes calied loss of face. We know 
from the tradition of dueling in the 19th century that men often pre­
ferred to die in a duel than to live after an insult. Because humiliations 
are so common in current day-to-day life, at school, in the family, at 
work, and even between friends, many people fantasize about invulnera­
bility. When further combined with the availability of weapons, the com­
bination of a perceived insult and the fantasy of invulnerability may lead 
to behavior destructive to both oneself and others. There is considerable 
evidence that men-whether because of in-horn characteristics such as 
male hormone levels or because of socialization and acculturation-are 
more prone to resort to violent behavior in response to perceived insults 
or threats, but women are also capable of such responses (Miedzian, 
1991; Ruddick, 1989). 

FROM THE INDIVIDUAL'S PERSPECTIVE 
TO THE COLLECTIVE 

Moving from an analysis of the causes of individual violent behavior 
to an analysis of violent behavior by large groups of people-which is 
known as war-is even more difficult. We must start with a recognition 
that, in almost every society, those with power and wealth will use ali the 
means at their disposal to maintain that power and wealth. When a 
perceived threat arises from outside a nation-state, as when the supply 
of oil or other natural resources is threatened, or inside a nation-state, as 
when unemployment arises, those in power may attempt to convince the 
population that it is in their self-interest to respond to the perceived 
threat. Techniques, ali the more effective in these times of electronic 
communication, of appeal to private interests or self-preservation are 
used to prepare a nation for war. These techniques can also be used to 
provoke hatred and violence against a group that is scapegoated, for 
example, for "taking away the jobs" (Weerts, 1993). 

Furthermore, leaders of nations sometimes fantasize themselves as 
invulnerable, and this seems at times to endear them to the population 
or at least to elements of it. Nationalism is of ten built around these 
fantasies of supremacy or of at least not being as vulnerable as others. 
These fantasies, perhaps less dangerous in times of less destructive 
weaponry, in modern times can become the starting point for massively 
destructive war or civil conflict. The recognition of vulnerability as part 
of realistic individual or national self-appraisal may serve to increase the 
possibility of maintaining peace in human life. 
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Part of the effort must be the reduction of the symbols of militarism 
and invulnerability that envelop us. In France, for example, Madame 
Mitterand and other prominent citizens support the effort, suggested by 
retired firefighter Armand Thuair, that the words of the French nation­
al anthem, "La Marseillaise," be changed (Riding, 1992). The current 
words are: 

Marchons! Marchons! 
Qu'un sang impur 
Abreuve nos sillons! 

March on, march on, 
And drench our fields 
With their tainted blood. 

The proposed words are 

Chantons, chantons 
Que nos chansons 
Fassent taire tous les canons. 

Sing on, sing on, 
Until our songs 
Silence ali cannons. 

While efforts to change the omnipresence of violent images and of 
calls to violence will of course not, by themselves, bring an end to vio­
lence and war, it is not unreasonable to hope that the readiness to resort 
to military responses to presumed or even to actual affronts will be less. 

Of course, there are other reasons, perhaps more just and more 
rational ones than response to personal or national affronts or the pre­
servation of power or wealth, for the initiation of war or revolution. The 
world's resources are extraordinarily inequitably distributed. The popu­
lation of the United States, for example, makes up only 5% of the 
world's population, but it consumes per capita 11 times the world's aver­
age in energy, 6 times the world's average in steel, and 4 times the world's 
average in grain. For much of the rest of the world, UNICEF has called 
the 1980s "The Decade of Despair." For the world's poorest people, 
average incomes have dropped by 10%-25%. Today, more than 1 billion 
people-1 in every 5-lives in absolute poverty. In the 37 poorest coun­
tries, spending on health has been reduced by 50% and in education by 
25%. In over 50 nations, primary-school enrollment has been falling 
(Grant, 1991). 

Within the United States, the bottom 40% of the households receive 
16% of household income, and the top 40% receive 67% of household 
income, the grea test gap in the history of the collection of these statistics. 
The wealthiest 1% of the U.S. population own 37% of the nation's 
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wealth, the highest percentage since 1929, just before the Great Depres­
sion. The concentration of hunger, homelessness, illiteracy, and hope­
lessness among those who live in poverty in the United States is well 
known (R. Sidel, 1992). 

People who live under unbearable conditions of economic or social 
exploitation, such as those in poorly industrialized countries of the South­
ern Hemisphere or in poverty-ridden areas of the U nited States or South 
Africa, may recognize that these conditions are maintained by those of 
wealth and power through what has become known as institutionalized 
violence. Adolfo Perez Esquivel (1984) from Argentina, recipient of the 
1980 NobelPeace Prize, stated theequivalenceclearly: "Usuallywespeakof 
violence only when it has reached an extreme, but it is also violence when 
children are dying of malnutrition, when there is no freedom of unions, 
when there is not enough housing, not enough health care" (p. 29). 

The oppressed under these circumstances may come to believe that 
only armed action can lift the yoke of exploitation and oppression. A 
considerable amount of human experience suggests that this view is 
correct, since those who hold power and wealth will usually not willingly 
share it with the powerless and the poor. Yet, under current conditions 
of widespread armaments and widespread potential for destruction, 
leaders of this century, such as Mohandas K. Gandhi and the Reverend 
Doctor Martin Luther King, Jr., have eloquently argued that non­
violence is the only effective, non-self-destructive way to make lasting 
and positive change in the human condition. 

COLLECTIVE SECURITY 

Let us return to the analysis of the psychological dimensions of 
disputes among nations that may lead to war. It appears that what stu­
dents of international law call confidence building (attempts to reduce 
suspicions of aggressive intent) and negotiations (communication and 
agreement among political leaders along with effective mediation and 
training in nonviolent conflict resolution) help to maintain control 
and to prevent military action. Psychological analysis also helps in part to 
explain the "arms race" -the accelerated, competitive development and 
production of destructive weapons-as, in part, a means to prevent loss 
of control. While the profit and power, and the jobs of workers, that 
come from arms production will remain an important stimulus to its 
continuation, negotiations and confidence-building measures may 
nonetheless contribute to reducing and decreasing arms production and 
also to strengthening feelings of control by sharing with others the ca pa-
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bility of maintaining control together, what has been called collective 
security in contrast to national security. A number of successful peacekeep­
ing efforts by the United Nations are examples of such strategies. 

Nonetheless, the leaders of individual nations, including the United 
States, speak of waging 'just war" in response to what they define as 
aggression and may caii on the United Nations or regional alliances to 
support such a "just war." The issue of what is a 'just war," debated since 
at least the time of St. Thomas Aquinas and Maimonides, can be touched 
on only briefly here. There are generally held to be two elements in a 
just war: jus ad bellum (When is it just to go to war?) and fus in bello (What 
methods may be used in ajust war?). Among the elements required for 
jus ad bellum are a just grievance and the exhaustion of ali means short of 
war to settle the grievance. Among the elements required for jus in bello 
are the protection of noncombatants and proportionality of force, in­
cluding avoiding the use of weapons of mass destruction such as chemi­
cal, biologica!, and nuclear weapons and massive bombing of cities (Sea­
bury & Codevilla, 1989; Walzer, 1992). 

Many believe that, in the military action against Iraq called Desert 
Storm, the two fundamental principles of what is generally accepted as 
constituting a just war were violated. It is not clear that ali means short of 
war to force the withdrawal of Iraq from Kuwait were exhausted, and it 
is not clear that the massive destruction of the civilian-supporting infra­
structure, which has caused widespread civilian death, was necessary 
(Geyer & Green, 1992; V. W. Sidel, 1991 ). In recognition of the increas­
ing mutual- and self-destructiveness of war and therefore its obsoles­
cence as an "extension of foreign policy," only few effective mechanisms 
have emerged for the settlement of international disputes without re­
course to war. 

THE ROLE OF HEALTH PROFESSIONALS IN THE 
PREVENTION OF WAR 

There are a number of ways in which health professionals, includ­
ing those working on traumatic stress, can work for the prevention of 
war and for the acceptance of alternative methods of international and 
intranational conflict resolution (see Table 4). 

Documentation and Presentation 

One activity of many health professionals concerned with trauma tic 
stress is the documentation anei the widespread presentation of the ter-
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Table 4. Roles for Health Professionals in Prevention of War 

1. Documentation and presentation 
A. Health consequences of war and preparation for war 
B. Social and economic consequences of war and preparation for war 

II. Advocacy 
A. Arms limitation 

1. Nuclear weapons 
a. Comprehensive nuclear test ban treaty 
b. Strengthened nuclear nonproliferation treaty 
c. Reduction in nuclear stockpiles 

2. Chemical weapons 
a. Implementation of 1993 Chemical Weapons Convention 
b. Reduction in stockpiles with effective verification 

3. Biologica! weapons 
a. Strengthening of 1972 Biologica! Weapons Convention 
b. Verification that research is truly "defensive" 

B. Collective security 
1. Confidence building 

a. Bilateral and multilateral programs 
b. Bilateral and multilateral treaties 

2. Peacekeeping 
a. International aid to countries to ease tensions 
b. International forces to maintain the peace 

3. Peacemaking 
a. Economic measures, such as sanctions carefully directed at 

military rather than civilian resources 
b. Military measures, such as UN peacemaking forces 

III. Action 
A. Improving health services in underserved areas 
B. Participatinag in social change to ameliorate injustice and inequity 

rible effects of war on human beings, including the late aftereffects and 
transgenerational effects (Danieli, 1985; Figley, 1985; Figley & Levent­
man, 1990; Lifton, 1968; Milgram & Hobfoll, 1986; Krystal, 1988; 
Laufer, 1988; Lindy, 1988; Ulman & Brothers, 1988).Just as the analysis 
and the dramatic presentation of data on the medical consequences of 
nuclear war have apparently had a profound impact and earned the 
presenters a Nobel Peace Prize, similar information on war as a cause of 
traumatic stress, dramatically presented, can be an important part of the 
process of convincing decision makers and the public of the folly of war 
as a method of solving international or intranational disputes. 

Advocacy 

But that is only the beginning. Health professionals also have a 
responsibility, we believe, to be advocates for specific measures to pre-
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vent war. This includes advocacy for the limitation of nuclear arms, such 
as a comprehensive nuclear test ban treaty, a stronger nuclear non­
proliferation treaty, and the reduction of nuclear stockpiles. It includes 
advocacy for effective implementation of the 1993 Chemical Weapons 
Convention and for strengthening the 1972 Biologica! Weapons Con­
vention at the time of the next review conference. 

There must also be advocacy for measures that promote collective 
security. This includes advocacy of the acceptance by ali nations of the 
jurisdiction of the International Court of Justice at The Hague and 
support of stronger and more widely used United Nations peacekeeping 
forces. It includes advocacy of global environmental protection and of 
sustainable development and equitable economic and social policies to 
lessen the gap between the haves and the have nots both internationally 
and intranationally. 

Action 

Finally, health professionals can take individual action. They can 
help provide health services and work personally for social change that 
will lessen tensions and will lessen educational, economic, and social 
barriers. Many health professionals concerned with traumatic stress de­
vote considerable personal effort to these activities. Those health profes­
sionals concerned with traumatic stress who may consider doing so and 
those who already do might find ways of expanding their activities and 
recruiting others. 

One aspect of the health professional's role, however, remains con­
troversial. What, if any, should be the role of the health professional in 
the armed forces? While the Geneva Conventions require noncombatant 
status for health professionals, the line between thecombatant and non­
combatant roles is often blurred and subject to erosion (Liberman, 1968; 
V. W. Sidel, 1991 ). 

In 1967, Dr. Howard Levy, a captain in the U.S. Army Medical 
Department, refused to obey an order to train the Special Forces Aid­
men in medical skills. He refused specifically on the grounds that the 
Aidmen were being trained predominantly for a combat role and that 
cross-training in medical techniques eroded the distinction between 
combatants and noncombatants (Glasser, 1967). At Levy's court-martial, 
Drs. Louis Lasagna, Jean Mayer, and Benjamin Spock and one of the 
authors of this paper (VWS) testified for the defense. Their testimony 
was summarized in a report in Science: 

First, as a physician Lcvy's primary duty is to his own interpretation of the 
ethical codes that govern medicine; second, the historic separat ion of military 
from medical functioning had practica! as well as ethical roots; and third, 
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they would have grave doubts about training Special Forces themselves, as 
long as the program implied the paramountcy of military-political judg­
ments .... [They] argued that the politica! use of medicine by the Special 
Forces jeopardized the entire tradition of the noncombatant sta tus of medi­
cine. (Langer, 1967, p. 1349) 

Although Levy was a medical officer, the court-martial panel did not 
include a physician. Levy was given a dishonorable discharge and sen­
tenced to three years of hard labor at Fort Leavenworth. 

The "noncombatant" ro le of the physician in military service, even if 
frank combatant activities are eschewed, remains an ambiguous one. 
Military physicians and military psychologists must accept different pri­
orities from those of their civilian colleagues. The primary role of the 
military physician is expressed in the motto of the U .S. Army Medical 
Department: "To Conserve the Fighting Strength" (Rubenstein, 1988). 
In describing this role, a faculty member of the Academy of Health 
Sciences at Fort Sam Houston in an article in Military Medicine cited as 
"the clear objective of all health service support operations" the goal 
stated in 1866 by a veteran of the Army of the Potomac: 

Strengthen the hands of the commanding general by keeping his Army in the 
most vigorous health, thus rendering it, in the highest degree, efficient for 
enduring fatigue and privitation [sic], and for fighting. (Letterman, 1866, 
p. 100) 

Principles of triage unacceptable in civilian practice may be re­
quired, such as placing a first emphasis on patching up the lightly 
wounded so they can be sent back to battle. In another article in Military 
Medicine, "over-evacuation" is cited as "one of the cardinal sins of military 
medicine" (Bellamy, 1988, p. 185 ). Violation of patient confidentiality 
unacceptable in civilian practice may be required. Perhaps most impor­
tant in this contest, military physicians like all members of the armed 
forces, are limited by threat of military discipline in the extent to which 
they can publicly protest what they believe to be an unjust war. 

As wars of the 20th century kill an increasing percentage of civilians 
with so-called conventional weapons and escalate threats of the use of 
weapons of mass destruction, what form of military service is appropri­
ate for the ethical physician and other ethical health professionals? One 
response was suggested a half-century ago by Dr. John A. Ryle (1939), 
then Regius Professor of Physics at the University of Cambridge: 

It is an arresting, if at present a fantastic thought, that the medical profession 
which is more international than any other, could, if well coordinated, of its 
own initiative put a stop to war, or at least increase its uncertainties, and 
temper its aims considerably so as to give pause to the most bellicose of 
governments .... By withholding service from the Armed Forces before and 
during war ... the doctors could so cripple the efficiency of the staff and 
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aggravate the difficulties of campaign and so damage the morale of the 
troops that war would become almost unthinkable .... In such refusal of 
service ... there would be no inhumanity which medicine at present sanc­
tions and prolongs. (p. 7) 
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During the Vietnam war, more than 300 American medical students 
and young physicians brought Ryle's fantasy a step closer to reality by 
signing the following pledge: 

In the name of freedom the U.S. is waging an unjustifiable war in Vietnam 
and is causing incalculable suffering. It is the gaal of the medical profession 
to prevent and relieve human suffering. My effort to pursue this gaal is 
meaningless in the context of the war. Therefore, I refuse to serve in the 
Armed Forces in Vietnam; and so that I may exercise my profession with 
conscience and dignity, I intend to seek means to service my country which 
are compatible with the preservation and enrichment of life. (Newsletter, 
1968, cited by Liberman et al., 1968, p. 306) 

Ryle's fantasy, of course, echoes the fantasy of Aristophanes in his 
comedy Lysistrata. The title character, an Athenian woman, ends the 
Second Peloponnesian War by organizing all the wives of the soldiers of 
both armies to refuse sexual intercourse with their husbands while the 
war lasts. To hasten the war's end, Lysistrata recruits a nude woman to 
expose herself to both armies. The Athenians and Spartans make peace 
quickly and go home with their wives (Aristophanes, 1979). Although 
women in the United States were far less supportive of the Vietnam and 
the Persian Gulf wars than were men (Colburn, 1991), it is extremely 
unlikely that either Aristophanes' or Ryle's fantasy of effective mass 
refusal to support a war effort will come to pass. 

But individual women and men, and individual health profession­
als, can nonetheless make a difference by refusing to support a war. One 
of the most dramatic examples of refusal to go along with the military 
option was provided by a physician, Dr. Yolanda Huet-Vaughn, a captain 
in the U.S. Army Medical Service Reserve. Dr. Huet-Vaughn refused, at 
the risk of court-martial and possible severe punishment, to obey an 
order for active duty in the Persian Gulf. In her statement, she ex­
plained: 

I am refusing orders to be an accomplice in what I consider an immoral, 
inhumane and unconstitutional act, namely an offensive- military mobiliza­
tion in the Middle East. My oath as a citizen-soldier to defend the Constitu­
tion, my oath as a physician to preserve human life and prevent disease, and 
my responsibility as a human being to the preservation of this planet, would 
be violated if I cooperate. (Cited by V. W. Sidel, 1991, p. 102) 

It should be noted that the reasons Dr. Huet-Vaughn gave for her 
action were quite different from the reasons given by Dr. Levy. Dr. Levy 
refused to obey an order that he believed required him to perform a 
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specific act that would violate medical ethics; Dr. Huet-Vaughn refused 
to obey an order she believed required her to support a particular war 
that she felt to be unjust and destructive to the goals of medicine and 
humanity. One of the questions raised by Dr. Huet-Vaughn's action is 
whether there is a special ethical responsibility for health professionals, 
in view of their obligation to protect the health and the lives of their 
patients and the people of their communities, to refuse to support an 
unjust war that they believe will cause major loss of life and destroy the 
health and environment of both combatants and noncombatants. The 
V .S. armed forces recognize the right of a health professional to be a 
"conscientious objector" to any service in the armed forces when that 
objection is based on a deeply held conviction. If a health professional 
considers service in support of a particular war unethical on the grounds 
of professional ethics, may-or, indeed, must-that professional refuse 
to serve? Furthermore, is there an ethical difference if the service is 
required by the society or if the service obligation has been entered into 
voluntarily to fulfill an obligation in return for military support of medi­
cal training or for other reasons? And is military service indeed a "volun­
tary obligation" if enlistment, as for many poor and minority people in 
the United States, has been prodded by lack of educational or employ­
ment opportunities or by the cost of professional education or specialty 
training that in other societies would be provided at public expense? 

While few health professionals are willing or able to take an action 
such as that of Dr. Huet-Vaughn, other actions are available to oppose 
acts of war considered un just, to oppose a specific war, or to oppose war 
in general. One is the acceptance of a service alternative consistent with 
an ethical obligation to care for those wounded or maimed without 
simultaneously supporting a war effort. Opportunities for service in an 
international medical corps such as Medecins du Monde or Medecins 
sans Frontieres are unfortunately limited, but health professionals may 
wish to demand that their governments redirect to the United Nations 
or the World Health Organization a considerable portion of the re­
sources now devoted to preparation for war to help provide funds for 
international rather than national medical services to treat the casualties 
ofwar. 

CONCLUSION 

We want to pay some extra attention to the ro le of the mental health 
professional in the prevention of war. As the quote from the correspon­
dence between Einstein and Freud indicates, Freud was taken by sur-
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prise by Einstein's question about the prevention of war. Mental health 
professionals may have the same experience because they focus mainly 
on the individual. In this chapter, we have taken the issue of awareness to 
be extremely important. Collective security starts with being aware ofthe 
huge destructiveness of war that currently threatens everyone on earth, 
not only a threat to physical existence but to the human mind itself. 
Mental health professionals, and especially those working in the field of 
traumatic stress, are in a special position to inform humankind on the 
traumatic sequelae of war, not only as a "disorder" but also as a trans­
generational issue which provokes new destructiveness, acting out of 
hatred as we see in the war in the former Yugoslavia. 

In sum, the primary prevention of traumatic stress due to war re­
quires the prevention of war. Health professionals as individuals and 
particularly in groups have a responsibility to help to prevent war by 
education and by contributing to public and professional understanding 
of the nature of modern war, of the health consequences of the use of 
weapons of mass destruction and other weapons, and of the nature and 
effectiveness of modern alternatives to war. But beyond education, 
there is, we believe, a responsibility to advocate for specific measures that 
will promote arms limitation and collective security and for actions that 
willlessen tensions and reduce the gaps between the haves and the have 
nots that lead to war. We suggest that the responsibility to try to prevent 
the wounds is at least as important as the responsibility, which many 
health professionals carry out so well, to bind up the wounds after they 
have been inflicted. 
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World Conference of the International Society for Traumatic Stress 
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1992, and from Sidel ( 1991 ). 
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Epilogue 
ROLFJ.KLEBER 

The chapters in this volume differ in emphasis from the prevailing trend 
in the scientific study of traumatic events and their aftermaths. In the 
past, research on the consequences of war, combat, violence, disasters and 
loss has been overwhelmingly directed toward the individual victim. It has 
been dominated by a perspective emphasizing intrapsychic variables and 
processes. This is rather understandable, since professional psychologists 
and psychiatrists from the Western world have been involved in a capacity 
of caring for victimized or traumatized people. Thus, their consequent 
publications have been oriented toward the personal problems and suf­
fering of those who ha ve been affected by terror, abuse, and catastrophes. 

The title of the book, Beyond Trauma, has to do with the conviction of 
the authors that trauma has a meaning that goes beyond the individual 
level. Trauma destroys the social system of care, protection, and meaning 
that surrounds an individual. The victim has been set apart from other 
human beings. lmpaired social relationships are the result. The person 
feels isolated and depressed. Trust has disappeared. There is a loss of 
connectedness. Moreover, the process of recovery following an event ora 
series of events is inseparable from the social and cultural context. 

Social and cultural dimensions are, therefore, relevant to the conse­
quences of traumatic events in two ways. First, such events disrupt the 
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normally self-evident system of human ties in which the individual takes 
part. Suddenly, social relationships are not that certain any more; they 
have lost their natural character. Secondly, social processes facilitate or 
hinder the process of working through the experience. They shape the 
ways of restoring control and self-esteem. 

The title Beyond Trauma also refers to our belief that the scientific 
study of traumatic experiences has to evolve beyond the present state of 
knowledge. Perhaps this is a cliche, but it is a significant and critica! 
cliche. The trauma field has grown immensely in the last 15 years and 
major contributions from various disciplines have been made. Victims of 
violence, war and disaster are being recognized by society, and as such 
receive support. Knowledge on trauma has reached a large audience, 
and many ideas that were novel in the seventies and eighties have be­
come well-known and well-accepted in the nineties. It is nonetheless 
evident that we have to surpass the current insights, concepts and ideas. 
New perspectives on adaptation to trauma and disturbances have tobe 
developed, and new ideas on helping people have to be formulated. If 
this is not done, then the field could reach an impasse. The chapters in 
this book show that there are definite challenges for the near future. 
The authors, coming as they do from a variety of backgrounds, have 
raised many issues that demand a solution in order that the study of 
traumatic stress can proceed to a new stage. What are some of the 
common themes? 

THE HIDDEN MAJORITY 

One of the baffling issues of the traumatic stress field is the follow­
ing question: What happens to those people who do not come to the 
clinics, the institutes and the private practices of therapists? 

It has become clear in research as well as in clinical practice that 
most people confronted with war, violence and loss do not see a psychia­
trist, a psychologist or other professional. Thus, the findings of most 
scientific publications are based on a minority: the minority of patients 
asking for help and people applying for some kind of compensation. 

Of course, it is possible that these unseen people who have been 
confronted with serious life events suffer from delayed posttrauma reac­
tions. Nevertheless, a more plausible explanation is that people are able 
to handle horrifying experiences on the hasis on their own resilience and 
with the help of their own close network. Consequently, many people do 
not develop posttraumatic stress disorders or other disturbances. The 
repercussion of a model that diagnoses people in terms of disorders is 
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that healthy and adequate coping strategies are in danger of being ig­
nored and that we remain ignorant of non-disorder oriented ways of 
helping people. 

POSTTRAUMATIC STRESS DISORDER AND COMPLEX 
TRAUMA 

Posttraum<;ttic stress disorder is a reasonably well-defined and use­
able concept. It is an easily understandable construct that is now part of 
the official psychiatric nomenclature of the Diagnostic and Statistica[ M an­
ual of Mental Disorders, Fourth Edition (DSM-IV) (American Psychiatric 
Association, 1994) and the International Classification of Diseases, Tenth 
Edition (ICD-1 O) (World Health Organization, 1992). Nevertheless, 
there are serious dilemmas in the definition of the concept and in its 
daily use in scientific research and clinica! work. 

As was shown in the first chapters of the book, severa! of these 
dilemmas have to do with dividing lines, such as in the distinction be­
tween "healthy" and "disordered" forms of coping with violence, war, 
and disaster. Which stressors are part of the definition of an extreme 
stressor and which stressors are tobe excluded? For instance, it is rather 
strange that the sudden loss of a spouse or of a child is often omitted. 
What is the distinction between posttraumatic stress disorder and other 
disorders that may be produced by extreme stressors, such as mood 
disorders and dissociative disturbances? Close reading of the DSM-IV 
shows that there are at least five to ten other disorders that may be 
induced by traumatic events. Is the concept of posttraumatic stress dis­
order adequate for defining al! disturbances resulting from extreme 
stressors? There is an increasing tendency in research and clinica! work 
to emphasize the differences between acute, single events and pro­
longed, enduring events. Studies of refugees and violations of human 
rights demonstrate that the concept of posttraumatic stress disorder is 
rather limited. The circumstances are so complicated and prolonged 
that individual adjustment is damaged to a far greater degree than it is 
after a single event in a stable society. There appears to be plural trauma­
tization. Life has definitely changed and will probably never be the same 
anymore. It is highly significant in this context that many authors in the 
second part of the book use the concept of multiple traumatization or 
sequential traumatization. 

Almost ali discussions in trauma research are nowadays conducted 
in terms of posttraumatic stress disorder. There is, to some extent at 
least, a tyranny of PTSD. However, we should not forget that the DSM-
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IV and ICD-1 O are simply classification systems and nothing more. Never­
theless, people (including scientists) consider the terms to be existing 
entities that are applicable outside the realm of clinica! work and scien­
tific research. As such, this general concept may be a serious handicap 
for further development in therapy and research. 

THE ILLUSION OF POST 

By definition, the prevailing view on posttraumatic stress disorder 
and related disturbances is focused on "posttraumatic." These concepts 
deal with psychological disturbances that arise after extreme stressors. 
As a result, mental health care is also focused on the posttrauma situa­
tion. But what about an ongoing exposure to shocking circumstances? 
As of this writing, the citizens of Sarajevo, the capital of Bosnia­
Herzegovina in the former republic of Yugoslavia, are being exposed to 
a continuous condition of terror, siege, violence, and the constant threat 
of war. They are stricken by an ongoing situation of disempowerment 
and disruption. There seems to be no termination of the war situation. 
The situation is similar in many other countries. In Somalia and 
Chechenya, people are continuously confronted with terror and vio­
lence. 

A key question is whether the reactions of citizens to the situation in 
their homelands can be presented in terms of the concept of post­
traumatic stress disorder. To some extent, the answer is yes. First, many 
responses are characteristic of extreme stress and are not at variance 
with the symptoms of posttraumatic stress disorder: for example, avoid­
ance reactions, reenactments, flashbacks, hyperalertness, and despair. 
Furthermore, people in a condition of prolonged strain and terror are 
already attempting to cope with events that have happened in the recent 
period, since the siege of a war-stricken city is not one massive event, but 
a sequence of many distinguishable, stressful experiences that have to be 
integrated one by one: the loss of a loved one, the bombing of one's own 
neighborhood, the loss of a house, and the terrifying confrontation with 
a sniper. But to some extent the answer is also no. The characteristic 
reactions, usually classified as stress reactions, are also signs of survival 
and adaptive coping. For instance, hypervigilance and denial are ways to 
endure the events. Hypervigilance keeps people alert for possible dan­
gers in a besieged city. Emotional numbing keeps the realization of the 
hopelessness of the situation ata distance. One has not begun to recover 
from the situation, but is coping with an ongoing traumatization instead. 

The example of Sarajevo shows how much the treatment of post-



EPILOGUE 303 

traumatic stress disorder, as portrayed in the scientific literature, is 
rooted in the belief systems and customs of Western Europe and the 
USA. Counseling and psychotherapy are to be implemented only after 
conditions of safety and certainty have been established. Many influen­
tial authors on treatment state that the first task of recovery is the estab­
lishment of a safe environment. Therapeutic work cannot succeed un­
less safety has been adequately secured. To take this assumption literally 
would mean that helping pcople exposed to trauma is not possible in the 
case of Sarajevo. This is a rather cynical viewpoint, if one realizes tiut 
300,000 to 400,000 people are living in a situation of ongoing terror. 
Some safety may in fact occur: within a small community, within a family, 
within a group of connected people. Structuring support, safety and 
recognition is no doubt essential. but such a situation needs more flex­
ible methods of help. 

The example of Sarajevo makes another current notion of the West­
ern perspective on posttraumatic stress clear: narnely that helpe1·s can 
only provide help when they have integrated their own traurnatic experi­
ences. This is in itself a rather noble thought, but it is unrealistic in 
situations where a population is still under constant stress. Everybody, 
including the hei pers, belongs to the same group. There is a strong sense 
of communality. People feei connected to others in the same situation. 

A good illustration of the kind of mental health care dedicated to 
these problems is a trauma counseling project currently conducted in 
Sarajevo. Counseling centers have been established, involving in depth 
training of local professionals by psychologists and psychiatrists from 
abroad as well as by local experts. A professional support structure has 
been created. Recovery from trauma is being encouraged in many ways: 
psychological education, house calls, short-term psychotherapy, group 
sessions for family members, and information programs about traumat­
ic stress on the local radio station. Of course, one has to realize that the 
inhabitants of Sarajevo are stil! in a relatively advantageous position. 
They are a European population used to a public health care system. 
The implementation of trauma care becomes more complicated in coun­
tries where basic health care is lacking or where people are not used to 
mental health care institutions. 

COPING AS A COLLECTIVE PROCESS 

A pers(m victimized by a traumatic experience does not live in a vacuum. 
He or she is surrounded by others, not only the people in the close 
environment, but also the members of the society as a whole and the 
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legacies of earlier generations. All these people shape the processes of 
coping with trauma and its consequences. 

Society provides people with "tools" in relation to the aftermath of 
traumatic experiences. Norms and values as well as symbols and rituals 
channel thoughts and emotions and consequently create opportunities 
for individual ways of adjustment. Fifty years after World War II, people 
all over Europe are surrounded in both literal and figurative senses by 
signs referring to the past in all kinds of forms and presentations: stat­
ues and monuments in parks and squares, memorials, films and docu­
mentaries on television, national myths, history lessons at school, resis­
tance fighters educating young school children about their struggles, 
arguments in political discussions and debates, ruins of vanished city 
centers, and museums such as the Anne Frank House in Amsterdam. 
These are all public manifestations of the collective memory of the war. 
They provide public acknowledgment of the suffering of individuals and 
forrn a tribute to the victims and the survivors. These buildings, statues, 
songs and other memorials are called lieux de memoire in French. 

Such collective recollection is not confined to war. After a recent 
plane crash in Amsterdam, a statue was unveiled dedicated to the victims 
of the disaster. One year after a large explosion in a chemical plant in a 
small town, a commemorative service was held, which included speeches, 
songs and moments of silence. Ceremonies, monuments and memorials 
are points of reference for a continued identity and for specific mean­
ings that members of a society can attach to the horrors. The significance 
and the cost of the experiences are consequently-and often tacitly­
recognized. In this way, cultural images and rituals help the person in his 
or her attempts to master the horrendous recollections. They create 
order and enable the construction of a narrative in which the events find 
a place. 

Cultural belief systems, along with cultural objects and social role 
expectations, greatly affect psychosocial adjustment in individuals at­
tempting to master severe trauma. This is why any assessment or treat­
ment of traumatic stress or stress disorders must consider the social and 
cultural context as well. Yet both the psychotraumatology literature and 
the psychotherapy literature generally focus almost exclusively on the 
functioning of the individual victim or survivor. This book has at­
tempted to make the reader sensitive to the collective factors within 
which social support is provided to traumatized persons. These dimen­
sions should be taken into account in counseling and treatment. 

Finally, we should not forget that there is the essential conception of 
beyond trauma as overcoming the traumatic experience. A victim or a 
survivor has to transcend the traumatic event and its implications. The 
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individual's sense of continuity has been dramatically disrupted by an 
event or a series of events. He or she has to derive meaning from the 
traumatic experience and to discover significance in the confrontation 
with violence and loss. The individual has to find a new formula to go on 
living in peace. The final outcome of the process of coping with trauma 
should be that recollections do not intrude involuntarily anymore and 
that the person is no longer involved in the continuous struggle to inte­
grate the experience in his or her own life. Only scars such as unpleasant 
memories or a sad feeling should ultimately remain. 

REFERENCES 

American Psychiatric Association ( 1994). Diagnostic and statistica! manual of mental disorders, 

(4th ed.). Washington, DC: Author. 
World Hea1th Organization ( 1992). Intemational classification of diseases and related hmlth 

problem1 (10th ed.). Geneva: Author. 



About the Editors 

Rolfj. Kleber is Associate Professor ofPsychology at Utrecht University, 
and Head ofResearch at the Institute for Psychotrauma in Utrecht, The 
N etherlands. He has been a lecturer at the U niversity of California, 
Irvine, and has held positions at several Dutch universities. He has con­
ducted research projects on psychotherapy of posttraumatic stress disor­
der, work-related trauma and intervention programs, transgenerational 
aspects of war stress, late sequelae of World War Il, health issues of 
refugees, and cross-cultural aspects of mental health. He is chief editor 
of the Dutch scientific journal Gedrag and Gezondheid (Behavior and 
Health). As cofounder of the Institute for Psychotrauma, he is a consul­
tant in the field of health care and occupational trauma. Recently, he has 
been an invited lecturer in Sarajevo, Bosnia-Herzegovina. Dr. Kleber has 
published many scientific and professional articles and books on stress, 
trauma, and coping. Together with Daniel Brom, he published Coping 
with Trauma: Theory, Prevention and Treatment ( 1992). 

Charles R. Figley is Director of the Florida State U niversity Psychosocial 
Stress Research Program and Marriage and Family Therapy Center, 
Tallahassee, Florida. He has edited many books on psychosocial stress, 
posttraumatic stress disorder, and marriage and family counseling. His 
most recent compilation is Compassion Fatigue: Coping with Traumatic 
Stress Disorder in Those Who Treat the Traumatized ( 1995 ). Dr. Figley is the 
founding president of the International Society of Traumatic Stress 
Studies and founding editor of the Journalfor Traumatic Stress. He is also 
consultant to numerous mental health and treatment agencies and asso­
ciations. He is the recipient of the 1994 Pioneer Award in Traumatology. 

Berthold P. R. Gersons is Chair of the Department of Psychiatry of the 
Academic Medical Center, University of Amsterdam, Amsterdam, The 

307 



308 ABOUT THE EDITORS 

N etherlands. He was Chair of the First World Conference, "Trauma and 
Tragedy" of the International Society for Traumatic Stress, held in Am­
sterdam in 1992. He has written about crisis intervention, bereavement, 
mental health consultation, the history of the trauma concept, and pre­
ventive psychiatry. In 1980, Dr. Gersons initiated the first self-help team 
for police officers confronted with shooting incidents. He also started 
the Dutch longitudinal study on critical incidents in police work and 
psychotherapy for posttraumatic stress disorder. Currently, he is in­
volved in studies on disaster sequelae and debriefing. He is also active in 
the fields of community psychiatry and the transformation and innova­
tion of mental health services. He is a regular consultant to the World 
Health Organization. 



Index 

Amnesty International, definition of tor­
ture, lH4 

Aquino, Corazon, 134-135 

Bettelhcim, Bruno, 105 
Breucr,Josef, li 
Buffalo Creek disaster, 5-6 
Burnout, and secondary traumatization, 

93-95 

Camus, Albert, 200 
Chcrnobyl disaster, 213-232 

characteristic reactions of inhabitants, 
222-227 

health problems attributed to radiation, 
224-227 

psychological significance of radiation, 
229, 231 

psychosocial stressors as consequence, 
21 !l-222, 228, 229 

psychotraumatic consequences, 223-
224 

stress-related illness behaviors and 
health problems, 228-230 

trautnatic and chronic stress reactions, 
227-228 

Children 
and secondary traumatic stress, 84-87 
and transgenerational traumatization, 

85-H7 
Chile, human rights violations in, 115-

130 
eftect on Chilean society, 117-118 
during politica! transition period, 128-

130 

Chile, human rights violations in (mnl.) 
psychotherapeutic treatmcnt appmach, 

122-125 
and retraumatization, 123-124 
"social imaginary" concept of human 

rights issues, 118-120 
testimony as catharsis, 122, 129 
therapists' protessional challenges, 126-

128 
therapy under dictatorship, 120-122 

Cognitive appraisal and coping theory, 13r, 

Cognitive processing model of posttrauma 
reactions, 5 7-63 

and cognitive thcory, 14, 52, 55-57 
empirica! validation of, 67-69 
methodoloy and measurement strate-

gies, 64-69 
Coping 

aftective-focused, 144, 146 
as collective process, :~03-305 
and diagnostic errors, 161 
dissociation as, 124-125 
escape and avoidancc as, 39, 60-62, 65, 

66 
and existential belief system, 139-140 
of"hidden majority," 300-301 
need f(>r survivor-focused inquiry, 23 
optimism as cultural factor in, 141, 146-

147 
problem-focused, 135, 140 
and religious behavior, 146 
stress reactions as, 302 

Countertransterence 
and moral conflicts, 240, 246 
and secondary traumatic stress, 92 

Cumulative traumatization, 122 

309 



310 

Dagan, Gabriel, 102-103 
Depression, and coping style, 135 
Desert Storm, 289 
DESNOS (disorders of extreme stress not 

otherwise specified), 192 
Diagnostic and Statistica[ Manual of Mental 

Disorders (DSM), PTSD concept, 2, 
12,18,34,99 

as adequate diagnostic system, 192-193, 
301-302 

concernsaboutcausalsequence, 198-199 
constitution of traumatic experience, 77 
as major milestone, 76 
misleading interpretations of defining 

criteria, 196 
problems with diagnostic criteria, 193-

194 
Dissociation response, 40, 124-125 

Einstein, Albert, 277 
El Salvador, psychosocial trauma in, 26 
Esquivel, Adolfo Perez, 288 
Extreme traumatization, 105, 107, 109, 122 

Family stress. See Secondary traumatic 
stress 

First World Conference on Traumatic 
Stress, 4-5 

Freud, Anna, 123 
Freud, Sigmund, 11, 33, 52, 78, 105, 185, 

277, 285 

Health professionals 
and language problems, 161, 162-165 
in military service, 291-294 
moral and ethical issues, 233-235, 237-

247 
role in facilitating torture, 27, 200-

209 
ro le in prevention of health problems, 

279-280 
role in prevention of war, 280-284, 289-

295 
stress reactions of, 79, 91-92 

Holocaust, the 
German youth study, 249-274 

aggressive-defense postures, 254-258 
defense structures, 256, 258, 261-262, 

271-272 
failure to learn from history, 271 
identity conflicts, 256-257, 259, 260-

261,263-264 

INDEX 

Holocaust (cont.) 
German youth study (cont.) 

intergenerational communication, 
265-270 

knowledge and comprehension qual­
ity, 252, 257-258, 259, 264 

and narcissistic trauma versus existen­
tial trauma, 260-261 

partial-relevance approach in, 252 
and phenomenon of narcissistic deten­

siveness, 260-262, 271-272 
recognition of historical guilt, 262-264 
rejection and rationalization reac­

tions, 258-259 
resigned acceptance of guilt and suf~ 

fering, 259-262 
role of schools, 271-272 

long-term and transgenerational effects, 
23-24,85-87 

sequential traumatization of victims, 3 
Huet-Vaughn, Yolanda, 293-294 
Human rights violations 

deficiency of PTSD diagnosis, 99-109 
role of health professionals in, 200-209 

Incestuous abuse, defined, 173 
Incestuous abuse of females, 171-186 

and exposure to mass media and pornog­
raphy, 182-183 

and ineffectiveness of social control, 
183-184 

prevalence of, 173-176 
and society's conception of masculinity, 

179-181, 185 
as torture and politica! offensc, 184-186 
trauma of, 176-178 

Institutionalized violence, 288 
International Classification of Disease (ICD-

10),34, 193,198,302 
International Physicians for the Prevention 

of Nuclear War (IPPNW), 281 
lsraeli war veterans, 238, 240-242 

conflictual situation for therapists, 245-
246 

secondary stress of families, 80-82 

Janet, Pierre, 11 

Lasagna, Louis, 291 
Latin American Institute for Mental 

Health and Human Rights 
(!LAS), 100 



INDEX 

Levi, Primo, 26 
Levy, Howard, 281-292 
Lysistrata, 293 

Madisha, Donald, 187 
Marcos, Ferdinand, 134 
Maycr,Jcan, 291 
Medical Association for the Prcvention of 

War (MAPW), 281 
Memory network 

activation and modification of, 59-60, 
65,66, 70-71 

formation of, 58-59, 64-65, 70 
voluntary activation of, 60-61 

National Commission of Truth and Recon­
ciliation (Chile), 115 

Nederlandse Vcreniging voor Medischc 
Polemologie (NVMP), 281 

Neuroticism, 46, 47 

Oppcnhcim, Hermann, 11 

Philippines, effect of politica! instability 
on womcn's mental hcalth, 137-
147 

cultural interpretation of findings, 137-
144 

culturc as buffer, 139-144, 146 
research questions and instrumcnts, 135-

137 
Physicians for Social Responsibility (PSR), 

281 
Politica! instability, culture as bufter to, 

139-147 
Politica! trauma, as context-bound, 108-

109 
Posttorture syndromc, lack of evidencc for, 

192 
Posttraumatic stress disorder 

and complex trauma, 192, 301-302 
as conflict of values, 234 
and countertransference, 240, 246 
cultural and societal dimensions of, 2-

5 
as diagnostic tool, 99-109, 192-200 
dilemmas in definition and use of term, 

301 
as expression of conflict, 234, 238-239 
and refugces, 161-162 
role of politica! beliefs and validation in, 

21 

Posttraumatic stress disorder (cont.) 
stressor, 31-52 

measurement of severity of, 38-44 
and passage of time, 49-50 
and threshold effects, 44-46 

311 

triggers and vulnerability factors, 46-49 
and technological disasters, 223-224 
theoretical conceptions of, 100, 238-242 
and torture victims, 192-200 
treatment and prevention issucs, 35 
use of term "disorder," 103-104, 242-

245 
use ofterm "post," 100-103,302-303 
in Western psychiatry, 17-19, 303 

Primary prevention 
defined,278 
as therapists' responsibility, 235-236, 

280-284, 289-95 
Psychosocial trauma, concept of, 117-1111 

Rape, and definitive injury, 20 
Recall 

impact of social and cultural issucs on, 
40 

and issue of test-retest reliability, 39 
Recovery 

escape and avoidancc responses, 60-62, 
65,66 

formation of traumatic mcmory net-
work,58-59, 64-65,70 

intrusion process, 59-60, 65, 66, 70-71 
and trauma sevcrity, 57-58 
voluntary activation of mcmory net-

work, 60-61 
Refugees, 18 

cumulative traumatization of, 152-154 
psychotherapeutic work with, 151-168 

cultural bias and differences in, 155-
162 

language problems, 161 
therapist's attitude in, 165-168 
use ofinterpreters, 162-165 

stress of, 22-23 
uprooting and adjustment problcms, 

154 
Rushdie, Salman, 31 
Ryle,John A., 292-293 

Secondary prevention, defined, 2711 
Secondary traumatic stress, 75-95 

of colleagues in high-risk occupations, 
87-89 



312 

Secondary traumatic stress (cont.) 
compassion fatigue of support system. 

93-95 
of crisis workers, 89-91 
defined, 77-79 
of family and significant others, 80-87 
versus primary traumatic stress, 80 
psychotherapists' vulnerability to, 91-92 

Selling of DSM: The Rhetoric of Science in Psy­
chiatry, The, 194 

Social Psychiatric Service for Refugees, 
Amsterdam, Netherlands, 151 

South Africa, torture and repression in, 
187-210 

and torensic application of PTSD crite­
ria, 194-196 

perversion of social and behavioral sci­
encesin, 201-202 

politica! abuses of mental health services 
in, 208-209 

role of health professionals in, 206-207 
role of ideologies and belief systems in, 

189-192 
traumas ofapartheid system, 188-190 

South African Nationalist Party, 201 
Soviet Un ion, politica! abuses of psychiatry 

in, 208 
Spock, Benjamin, 291 
Symptom recruitment, 46 

Tertiary prevention, 278 
Therapy 

cultural bias and cultural differences in, 
155-162 

emphasis on capacity to function, 25 
human rights framework in, 25-27 
victimological tocus in, 23-24 
Western individual-based model, 17-19, 

303 
Three Mile Island nuclear plant, Harris­

burg, Pennsylvania, 227-228 
Torture 

avoidance and denial reactions, 39, 60-
62, 65, 66 

and cultural framework, 156-157 
defined, 123, 184 
dissociation as coping mechanism, 124-

125 
distinctions between traumatic and 

pathogenic elements, 123 
hospitable environment for, 204-205 
incestuous abuse as, 184-186 

INDEX 

Torture (cont.) 
and PTSD diagnosis, 192-193 

forensic application of PTSD criteria, 
194-196 

problems with stressor criterion, 196-
198 

role of health professionals in, 200-209 
social and familial rupture as definitive 

injury, 20 
Trauma and traumatization 

and anticipation and acceptance of risks, 
42-43 

as collective experience, 19-22 
constant reinterpretation of, 43-44 
as continuous experience, 102-103 
cumulative and sequential, 105-106, 

122, 152-154, 301 
elements of trauma tic event, 78 
extreme situation and extreme traumati­

zation, 105-107 
as individual-centered event, 17-19 
influences on threshold effects of, 44-

46 
long-term and transgenerational effects, 

23-24,85-87 
narcissistic versus existential, 260-261 
political and historical context of, 32-

34 
and posttrauma phase, 21 
and religion, 146, 156-157 
scientific study of, 11-12 
and social/ cultural context, 19-22, 141, 

146-147,299-300, 304 
stressor role, 31-38 

in retrospective assessment, 39 
significance of, 35 

temporal duration of traumatic event, 
43 

vicarious, 91 
in Western biomedicine and psychoanaly­

sis, 18 
Trauma measurement, 38-44, 64-69 

development of exposure scales, 40-42 
Global Severity Index (GSI), 65 
Impact of Events Scale (IES), 65 
impact of social and cultural issues on re­

call,40 
and representations of trauma, 42-44 
Symptom Check List 90 Revised (SCL-90-

R), 65 
use of additive scales, 39 

Traumatic neurosis, Il 



INDEX 

Verwoerd, 1-lendrik, 201 
Vietnam war Yeterans 

PTSD lifctime rate, 19 
secondarv traumatic stress of spouses, 

82-H4 
societal estrangement of, 'l, 20 

War, 17-2R 
battlc trauma 

conceptualization of efkcts, 32-33 
genetic and environmental factors in, 

4H-49 
causes of, 286-288 
ciYilian trauma care during, 303 
and collect ive rccollect ion, 304 
and collective security versus national se­

curitv, 288-289 

313 

War (cont.) 
hcalth consequenccs of, 280-284 
health profcssionals' ro le in preveni ion 

of, 280-281, 289-295 
and individual violcnce, 284-286 
just war concept, 289 
low-intcnsity, 200 
social and cultural damage from, 21-

22 
and transgenerational traumatization, 

85-87 
traurnatic stress on family, 80-87 
use of terror as social control, 17 

Western psychotherapeut ic techniqucs, 
limitations of, 17-19 

World Hcalth Organization (WHO), 

25 



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Gray Gamma 2.2)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Off

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Perceptual

  /DetectBlends true

  /DetectCurves 0.1000

  /ColorConversionStrategy /sRGB

  /DoThumbnails true

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions false

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams true

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments false

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts false

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 150

  /ColorImageMinResolutionPolicy /Warning

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 150

  /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 0.76

    /HSamples [2 1 1 2] /VSamples [2 1 1 2]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 150

  /GrayImageMinResolutionPolicy /Warning

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 150

  /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 0.76

    /HSamples [2 1 1 2] /VSamples [2 1 1 2]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /Warning

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 600

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /PDFA1B:2005

  ]

  /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 (sRGB IEC61966-2.1)

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<





    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>







    /HUN <>

    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)

    /JPN <>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>





    /SKY <>



    /SUO <>

    /SVE <>

    /TUR <>



    /ENU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200039002000280039002e0034002e00350032003600330029002e000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003100200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>

  >>

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [595.276 841.890]

>> setpagedevice





