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1. Definitions and Causes

Trauma generally refers to an extreme stress response following a deeply
distressing or life-threatening event. In psychological terms, trauma is “an emotional
response to a terrible event,” such as a serious accident, natural disaster, war, or
rape

medicalnewstoday.com

. Not everyone who experiences such an event will develop lasting trauma-related
problems — many people recover with time. However, if a person continues to
experience severe stress symptoms long after the event, it may indicate the
development of a mental health condition.

Post-Traumatic Stress Disorder (PTSD) is a psychiatric disorder that can arise
after experiencing or witnessing trauma. PTSD is characterized by intrusive
memories, avoidance of reminders, negative changes in mood or thinking, and
heightened arousal lasting for over one month after the traumatic experience

ptsd.va.gov
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. In other words, trauma is the event (and the initial emotional shock), whereas
PTSD is a chronic psychological condition that sometimes follows trauma. Most
people feel fear, horror, or helplessness during and immediately after trauma, but
only a subset develop PTSD if their symptoms persist and intensify instead of
resolving

medicalnewstoday.com

. For example, studies estimate that while 60—-80% of people experience at least one
traumatic event in their lifetime, only about 5-10% go on to develop PTSD

medicalnewstoday.com
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Common causes of trauma: Traumatic events can be single incidents or
prolonged/repeated situations. Some typical examples include

psychiatry.org

e« Combat and War: Military combat exposure (historically termed “shell shock”
or “combat fatigue”)

e Interpersonal Violence: Physical or sexual assault (rape, childhood abuse),
domestic violence

e Accidents: Severe car crashes, industrial accidents, fires or explosions

o Natural Disasters: Earthquakes, hurricanes, floods, wildfires, or other life-
threatening disasters

e Terrorism and Conflict: Terrorist attacks, mass shootings, torture, or
genocide

e Sudden Loss or Witnessing Violence: Seeing someone seriously injured or
killed, or unexpected loss of a loved one under traumatic circumstances

Trauma can also result from chronic situations (e.g. ongoing child abuse or
neglect) which may not fit a single event. Mental health professionals sometimes
distinguish trauma types: acute trauma (from a single event), chronic trauma
(repeated/prolonged trauma, such as long-term abuse), and complex trauma
(multiple or compounded traumatic events)

medicalnewstoday.com

. Complex or prolonged traumas are especially likely to affect one’s sense of self and
relationships, contributing to conditions like Complex PTSD (discussed later). It's
important to note that psychological trauma is defined by the person’s subjective
experience of an event as overwhelming or life-threatening — what feels traumatic to
one person might not to another.

2. Psychological and Physiological Effects

Traumatic experiences can disrupt a person’s mental health and even alter their
biological stress responses. The effects may manifest psychologically (in emotions,
thoughts, behaviours) and physiologically (in the brain and body). Below we
explore both:


https://www.psychiatry.org/patients-families/ptsd/what-is-ptsd#:~:text=Posttraumatic%20stress%20disorder%20,intimate%20partner%20violence%20and%20bullying
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Psychological Impact of Trauma

Emotionally, trauma often triggers intense fear, horror, or helplessness during the
event. In the aftermath, individuals commonly experience issues such as anxiety,
panic, and mood disturbances. Many trauma survivors report feelings of anger,
irritability, guilt, or shame, sometimes blaming themselves for what happened
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. It is also common to feel numb or detached — the mind’s way of protecting from
pain. Some specific mental health effects include:

e Intrusive memories and anxiety: Unwanted flashbacks, nightmares, or
chronic worry that the traumatic event will recur. Reminders of the trauma can
provoke intense anxiety or even panic attacks.

o Depression and hopelessness: Trauma can lead to persistent sadness, loss
of interest in normal activities, and a bleak outlook. This may be accompanied
by social withdrawal or feeling estranged from others.

o Dissociation: Many trauma survivors experience dissociative symptoms —
feeling “checked out” or disconnected from reality. This can range from mild
spacing out to stronger depersonalization (“out of body” feeling) or
derealization (feeling the world isn’t real). Dissociation is a coping mechanism
when emotional overwhelm is extreme.

o Hypervigilance and fear: A continued sense of being “on guard” for danger,
even in safe situations. For example, a survivor might startle very easily or
constantly monitor their environment for threats.

e Avoidance behaviours: Actively avoiding people, places, conversations, or
activities that remind one of the trauma. While avoidance can reduce anxiety
in the short term, it prolongs psychological distress by preventing processing
of the trauma.

It's important to note that trauma doesn’t only cause PTSD — it can also be a risk
factor for other mental health issues. Many trauma survivors (especially those
with repeated or early-life trauma) develop post-trauma depression, anxiety
disorders, or substance use problems

medicalnewstoday.com

. In some cases, unresolved trauma contributes to self-harming behaviours or
suicidal feelings. Each individual’s reaction is unique, shaped by factors like personal
resilience, history of prior trauma, and social support. Strong support systems and
healthy coping can buffer against long-term psychological harm, whereas lack of
support or additional stress can worsen outcomes.
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Physiological and Neurological Effects

Trauma doesn’t only live in the mind — it also produces measurable changes in the
brain and body. Neuroscience research has shown that PTSD and severe trauma
can alter brain structure and function in areas related to stress and memory.
Imaging studies consistently implicate three regions
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« Amygdala: the brain’s fear centre, responsible for detecting threats and
activating the “fight-or-flight” response. In people with PTSD, the amygdala
tends to be hyperactive or easily triggered

verywellmind.com

. This over-activation corresponds to symptoms like hypervigilance, exaggerated
startle responses, and strong emotional reactions to minor triggers. An overactive
amygdala keeps the body’s alarm stuck in the “on” position.

o Prefrontal Cortex (PFC): the front part of the brain involved in reasoning,
impulse control, and extinguishing fear responses. In PTSD, parts of the
prefrontal cortex (especially the medial PFC) show reduced activity,
meaning the “thinking brain” is less able to regulate the surging fear signals

verywellmind.com
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. This under-activity of the PFC (the brain’s natural “brakes”) contributes to difficulties
in distinguishing safe vs. unsafe situations and in feeling in control of emotions.

e Hippocampus: a seahorse-shaped structure crucial for memory storage and
distinguishing past from present experiences. Trauma can impair
hippocampal function, leading to memory fragmentation (difficulty recalling
important details of the trauma) and a sense of the trauma “never ending.”
PTSD has been linked to a smaller hippocampus volume, likely related to
the impact of chronic stress hormones on brain cells

research.va.qov
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. In fact, PTSD sufferers show both smaller hippocampi and smaller amygdalae
on average, according to MRI studies
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. These changes might partly explain flashbacks and the feeling of being stuck in the
traumatic moment — the brain struggles to file the traumatic memory into the past.

lllustration of brain regions involved in trauma and PTSD, including the neocortex
(thinking brain) and limbic system structures like the amygdala (orange) and
hippocampus (blue). In PTSD, an overactive amygdala (“alarm”) and underactive
prefrontal cortex (“brakes”) create a loop of fear and stress.

Beyond brain imaging, trauma impacts the autonomic nervous system and stress
hormone regulation. Traumatized individuals often have a chronically over-engaged
sympathetic nervous system (the “fight or flight” branch). This leads to symptoms
of autonomic arousal: a racing heart, rapid breathing, tense muscles, sweating, and
difficulty sleeping

medicalnewstoday.com

. The body essentially gets stuck in survival mode. Many survivors experience
hyperarousal — a state of being jittery and on-edge, as if danger is imminent, even
when safe

medicalnewstoday.com

. Over time, this constant state of high alert can wear down the body, contributing to
headaches, digestive issues, fatigue, and other stress-related health problems

medicalnewstoday.com

The endocrine system (hormones) also shows trauma effects. PTSD is associated
with abnormal levels of stress hormones like cortisol and adrenaline. The amygdala’s
overactivity drives excessive release of these chemicals, whereas the calming
feedback from the prefrontal cortex and hippocampus is blunted

verywellmind.com
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. The result is a dysregulated HPA axis (hypothalamic-pituitary-adrenal axis) — the
body’s central stress response system. Over years, this dysregulation can increase
risk for cardiovascular problems, chronic inflammation, and immune system
changes. In fact, many chronic physical ilinesses (from heart disease to chronic
pain syndromes) have been linked to early trauma or PTSD, likely via these stress-
physiology pathways

who.int

In summary, trauma can leave a profound mind-body imprint. Psychologically, it
may shatter one’s sense of security and self, leading to disorders like PTSD,
depression, or anxiety. Physiologically, it can rewire brain circuits (an over-stimulated
fear centre and dampened control centre) and flood the body with stress chemicals.
This dual impact means that recovery often requires holistic approaches addressing
both mental and physical aspects of trauma.

3. Diagnostic Criteria and Types of PTSD

Not all post-traumatic reactions are the same. Mental health professionals recognize
several trauma-related conditions, including Acute Stress Disorder, standard PTSD
(per DSM-5), and Complex PTSD. Below, we outline how PTSD is diagnosed and
how these variations differ.

DSM-5 Diagnostic Criteria for PTSD

According to the Diagnostic and Statistical Manual of Mental Disorders, 5th
Edition (DSM-5), PTSD falls under Trauma- and Stressor-Related Disorders. A
PTSD diagnosis requires all of the following criteria to be met

ptsd.va.gov
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o Criterion A: Traumatic Exposure. The person was exposed to actual or
threatened death, serious injury, or sexual violence. This can be through
direct experience, witnessing it happen to others, learning that it happened
to a close family member/friend, or repeated/extreme exposure to trauma
details (for example, first responders handling human remains)

ptsd.va.gov
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Criterion B: Intrusion Symptoms. The trauma is persistently re-experienced
in at least one of these ways: intrusive distressing memaories, nightmares,
flashbacks (reliving the event as if it's happening again), or intense
psychological or physiological distress when reminded of the trauma

ptsd.va.gov

Criterion C: Avoidance. Ongoing avoidance of stimuli associated with the
trauma, evidenced by at least one: avoiding distressing memories, thoughts,
or feelings about the event; or avoiding external reminders (people, places,
conversations, activities, objects) that trigger memories of it

ptsd.va.gov

Criterion D: Negative Alterations in Cognitions and Mood. At least two of
these began or worsened after the trauma: memory gaps (inability to recall
key aspects of the trauma), persistent negative beliefs about oneself or the
world (“ am bad,” “Nobody can be trusted”), distorted blame of self or others
for what happened, persistent negative emotional state (fear, horror, anger,
guilt, shame), markedly diminished interest in activities, feeling detached or
estranged from others, or an inability to experience positive emotions

ptsd.va.gov

Criterion E: Alterations in Arousal and Reactivity. At least two symptoms
of heightened arousal that began or worsened after the trauma: irritability or
aggressive behaviour, reckless or self-destructive behaviour, hypervigilance
(extreme alertness for danger), an exaggerated startle response, problems
with concentration, or sleep disturbances (insomnia or nightmares)

ptsd.va.gov

Criterion F: Duration of the disturbance (Criteria B-E) is more than one
month

ptsd.va.gov
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o Criterion G: The symptoms cause significant distress or impairment in
social, occupational, or other important areas of functioning

ptsd.va.gov

« Criterion H: The symptoms are not attributable to the effects of a substance
(e.g., medication, alcohol) or another medical condition

ptsd.va.gov

In simpler terms, PTSD is diagnosed when a person has lived through a qualifying
trauma and continues to suffer from the hallmark symptom clusters (re-experiencing,
avoidance, negative mood/cognition, and hyperarousal) for at least a month, with
these problems disrupting their life. For example, a rape survivor might have
nightmares and flashbacks (intrusions), avoid intimacy or the location of the assault,
feel constant shame or fear, and startle at any sudden touch or sound — persisting
for months after the attack and impairing her daily functioning. This would meet the
criteria for PTSD. If it had only been two weeks since the trauma, we would not
diagnose PTSD yet (as it's normal to have acute stress reactions in the immediate
aftermath — the diagnosis requires a longer persistence).

Two special specifiers can be noted with PTSD diagnoses

ptsd.va.gov

. a dissociative subtype (for patients who experience significant depersonalization or
derealization in addition to other PTSD symptoms) and delayed expression (if full
criteria don’t manifest until at least 6 months after the trauma, sometimes called
“‘delayed-onset PTSD”). There is also a preschool subtype for children under 6 with
modified criteria. These acknowledge that PTSD can look different in some
individuals — for instance, some may cope by dissociating, and some might seem
okay for months but develop PTSD later.

Acute Stress Disorder (ASD)

Acute Stress Disorder is essentially the short-term version of a trauma reaction,
distinguished by its time frame and symptom profile. ASD can be diagnosed
between 3 days and 1 month after a traumatic event (the acute post-trauma phase)
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. It involves many of the same symptoms as PTSD — such as intrusive memories,
nightmares, dissociation, and hyperarousal — but is identified before the 30-day mark
has passed. If post-traumatic symptoms last more than a month, the diagnosis
typically transitions to PTSD (and ASD is no longer applicable)

ptsd.va.gov

In acute stress disorder, a person needs to exhibit at least 9 symptoms from across
various categories (intrusion, negative mood, dissociation, avoidance, arousal) in the
first weeks after trauma. For example, someone in a car accident might for a couple
of weeks have flashbacks, trouble sleeping, irritability, an inability to stop thinking
about the crash, and avoidance of driving. If these symptoms occur within a month
after the accident and cause distress, ASD could be diagnosed. About half of cases
of ASD may resolve within that first month; the rest may progress to meet criteria for
PTSD

ptsd.va.gov

. Clinically, identifying ASD is important because early intervention during this period
might prevent the development of chronic PTSD. However, not everyone with ASD
will get PTSD, and conversely, PTSD can still develop even if ASD was not
diagnosed in the acute phase (some people have delayed onset of symptoms).

In summary, PTSD vs. ASD is largely a matter of duration and timing: PTSD is
more than one month of symptoms, whereas ASD is 3—30 days of symptoms after
trauma. ASD also does not require symptom clustering (any 9 symptoms suffice)
whereas PTSD requires specific numbers in specific clusters

ptsd.va.gov

.Complex PTSD (C-PTSD)

Complex PTSD (C-PTSD) is a newer term used to describe a severe form of PTSD
that includes additional difficulties in self-regulation and interpersonal life. It arises
typically from prolonged or repetitive trauma, especially of an interpersonal nature
(e.g. chronic childhood abuse, long-term domestic violence, captivity, torture, or
genocide experiences). While the DSM-5 does not officially recognize C-PTSD as a
separate diagnosis (those cases are diagnosed as PTSD, possibly with specifiers),
the World Health Organization’s ICD-11 classification does distinguish Complex
PTSD as a related but distinct disorder.
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According to ICD-11, Complex PTSD includes all the core symptoms of PTSD plus
three additional symptom domains reflecting what’s called “Disturbances in Self-
Organization” (DSO)

uktraumacouncil.org

o Affect Dysregulation: Serious problems in emotional regulation. The person
may have explosive anger outbursts or, conversely, feel chronically numb and
unable to feel emotions. They struggle to control intense feelings (e.q.,
marked irritability, rage or profound sadness)

uktraumacouncil.org

« Negative Self-Concept: Deeply ingrained beliefs about oneself as
diminished, worthless, or defeated. Often accompanied by pervasive shame
or guilt related to the trauma (e.g., a sense of being “damaged” or at fault for
what happened)

uktraumacouncil.org

« Interpersonal Difficulties: Severe and persistent trouble in relationships —
for instance, difficulty feeling close to others, distrust, or repeatedly becoming
involved in unhealthy relationships. Survivors may isolate themselves or have
trouble maintaining friendships and intimacy

uktraumacouncil.org

In essence, complex PTSD captures the profound alterations in personality and
life functioning that prolonged trauma can produce, beyond the typical PTSD
symptoms. Someone with C-PTSD (often a survivor of early sustained abuse) might
not only have flashbacks and startle responses, but also chronic suicidal feelings, a
sense of deep worthlessness, and an inability to form secure relationships. These
features extend “beyond previous definitions of PTSD” and prompted the
formalization of Complex PTSD as a diagnosis

uktraumacouncil.org
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PTSD vs. C-PTSD: The table below summarizes key differences:
Treatment Notes:
Responds to standard PTSD treatments (trauma-focused therapy, etc.).

Also responds to PTSD treatments, but often needs a longer, more phase-based
approach (stabilization, trust-building, and trauma processing). Focus on building
self-regulation skills and addressing interpersonal issues is key.

Both PTSD and C-PTSD result from trauma, but C-PTSD reflects the more
pervasive impact of sustained, inescapable trauma. For example, a survivor of
years of childhood abuse might meet criteria for C-PTSD: not only experiencing
flashbacks and nightmares, but also struggling with identity (feeling “evil” or ruined),
struggling to control emotions, and fearing normal relationships. Such a presentation
goes beyond what we typically see in single-event PTSD. Research suggests that
traditional PTSD treatments can help those with C-PTSD, but they may require more
intensive or longer-duration therapy that also addresses issues like emotion
regulation and trust

uktraumacouncil.org
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4. Best Treatment Practices

Treating trauma and PTSD often requires a multi-faceted approach, including
psychotherapy, medications, and adjunctive therapies. Over decades of research,
certain treatments have proven most effective. This section reviews evidence-based
therapies, commonly used medications, and emerging or alternative treatments for
trauma-related disorders.

Evidence-Based Psychotherapies for Trauma

Psychotherapy (talk therapy) is the frontline treatment for PTSD and trauma-related
problems. All major clinical guidelines strongly recommend trauma-focused
psychotherapies as first-line treatment for PTSD

11
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. In fact, in international guidelines reviewed, 100% endorsed cognitive-behavioural
therapy (CBT) approaches as first-line, and many (around 43%) also include EMDR
as a first-line option

pmc.ncbi.nlm.nih.gov

. The most established therapy modalities include:

Trauma-Focused CBT (TF-CBT): This is an umbrella term for cognitive-
behavioural techniques tailored to trauma. It often involves exposure therapy
— gradually confronting trauma memories/triggers in a safe therapeutic setting
to reduce fear — combined with cognitive techniques to challenge unhelpful
beliefs (like self-blame). Two highly effective, manualized forms of TF-CBT
are:

o Prolonged Exposure (PE): The patient repeatedly recounts the
traumatic memory in detail (imaginal exposure) and also confronts real-
life avoided situations (in vivo exposure) under guidance. Over time,
this process habituates the fear response and reintegrates the memory
as a non-threatening past event.

o Cognitive Processing Therapy (CPT): This therapy focuses on
identifying and modifying distorted thoughts related to the trauma (e.g.,
“It was my fault,” “I'm permanently unsafe”). Patients write an account
of the trauma and then work with the therapist to challenge
maladaptive beliefs and develop healthier interpretations. CPT helps
reduce shame and self-blame and alters the meaning the person
makes of the trauma.

EMDR (Eye Movement Desensitization and Reprocessing): EMDR is a
therapy that incorporates elements of exposure and cognitive therapy with a
unique component — guided bilateral stimulation (often eye movements). In
EMDR sessions, the patient briefly focuses on trauma memories while
simultaneously following the therapist’s finger moving side-to-side (or listening
to alternating tones, etc.). This process is thought to facilitate the brain’s
processing of traumatic memories. EMDR has been shown to reduce PTSD
symptoms and is recommended as an effective treatment in many guidelines

pmc.ncbi.nlm.nih.gov

. It may be especially appealing for patients who have trouble with traditional talk
therapy, as EMDR does not require describing the trauma in detail repeatedly.
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e Narrative Exposure Therapy (NET): A structured therapy often used in
treating multiple traumas (for refugees, for example). The patient creates a
detailed chronological narrative of their entire life, weaving traumatic events
into that narrative with the therapist’s help. By contextualizing and verbalizing
trauma memories, NET aims to help organize memories and reduce PTSD
symptoms.

o Brief Eclectic Psychotherapy: Combines elements of CBT with
psychodynamic therapy and writing assignments. It focuses on the personal
meaning of the trauma and often includes a farewell ritual to symbolically
leave the trauma behind. This is another evidence-based approach used in
some countries.

These therapies share a common thread: they help the survivor face and process
the trauma in a controlled, therapeutic manner, rather than avoid it. This allows the
brain to emotionally digest the traumatic experience and integrate it into
autobiography, which diminishes its power. They also teach coping skills (like
relaxation techniques) to handle distress during the process. Research has shown
very positive outcomes — on average, about 50-80% of patients experience
significant symptom reduction, and many lose the PTSD diagnosis entirely after a full
course of these treatments. Importantly, these therapies can be effective for a wide
range of traumas (combat, assault, disasters, etc.), and for both recent and older
traumas.

For children and adolescents with PTSD, similar principles apply. Trauma-Focused
CBT (with parental involvement) and EMDR have been shown to help youth process
trauma

uktraumacouncil.org

. Play therapy and creative arts therapy can also be useful adjuncts for children who
communicate through play or art rather than words.

Group therapy and peer support can also play a role, especially for certain
populations like combat veterans. Group PTSD therapy (for example, group
Cognitive Processing Therapy) allows survivors to share their experiences, feel less
alone, and learn from others. Benefits of support groups include reducing isolation,
providing a safe space to express emotions, and instilling hope by seeing others
progress

va.gov

va.gov
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. Many veterans find that talking with fellow veterans who “get it” is uniquely
validating

pubmed.ncbi.nlm.nih.gov

. Group therapy is often used in conjunction with individual therapy.
Medications for PTSD

While therapy is the cornerstone of PTSD treatment, medications can be an
important adjunct — particularly for those with severe symptoms or co-occurring
conditions (like depression or panic attacks). Medications do not “cure” PTSD, but
can alleviate symptoms enough to help individuals engage in therapy or improve
quality of life.

The first-line medications for PTSD are antidepressants, especially SSRIs
(Selective Serotonin Reuptake Inhibitors). Multiple guidelines recommend SSRIs
as the first pharmacological option if meds are used

pmc.ncbi.nim.nih.gov

pmc.ncbi.nim.nih.gov

. Common SSRIs prescribed for PTSD include Sertraline and Paroxetine — these
two have FDA approval for PTSD. Other SSRIs like Fluoxetine are also often used,
as is the SNRI Venlafaxine (an antidepressant affecting both serotonin and
norepinephrine)

pmc.ncbi.nim.nih.gov

. These medications can help with a range of symptoms: they often reduce anxiety,
improve mood, and help with irritability or anger. They may also help some with
sleep and concentration. Typically, 6-12 weeks of treatment are needed to gauge
full effectiveness, and many patients stay on them for a year or longer if beneficial.

Other medication classes sometimes used in PTSD treatment include:

e Prazosin (Alpha-1 blocker): This medication is notable for reducing
nightmares and sleep disturbances in many PTSD patients. Prazosin,
originally a blood pressure drug, can blunt the adrenaline surges that cause
trauma nightmares and night sweats. Some guidelines support prazosin as a
treatment for PTSD-related nightmares
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, though recent studies have had mixed results and it's not universally effective.

e Sedatives or Sleep aids: Insomnia is often severe in PTSD. Trazodone (an
antidepressant used at low dose for sleep) or certain low-dose atypical
antipsychotics are sometimes prescribed off-label to help with sleep.
Benzodiazepines (like lorazepam or clonazepam) may be used very short-
term for acute anxiety or insomnia, but they are not recommended as a
front-line PTSD treatment due to risks (addiction, and they may interfere
with fear-processing needed for recovery).

e Atypical Antipsychotics: For extreme anger, flashbacks, or if PTSD co-
occurs with psychotic symptoms, medications like risperidone or quetiapine
have been tried. Some guidelines suggest they not be routine for PTSD
unless other treatments have failed, as evidence is limited. They can,
however, help some patients with mood stabilization and sleep.

o Beta-blockers: Propranolol, a beta-blocker, has been experimented with to
prevent PTSD if given immediately after trauma (to dampen adrenaline), and
occasionally for situational anxiety (like tremors or pounding heart during a
trigger). Its use is not standard, but in some cases can reduce the peripheral
manifestations of anxiety.

e Mood stabilizers: In cases of co-occurring mood swings or if there’s
traumatic anger outbursts, drugs like lamotrigine or valproate have been used
off-label. Again, evidence is not strong, but individual cases might benefit.

Overall, SSRIs/SNRIs remain the medication mainstay. If one SSRI is not
effective, another can be tried, or an SSRI can be combined with augmenting agents
(like adding prazosin for nightmares, or an atypical antipsychotic for severe
hyperarousal) on a case-by-case basis. It's worth highlighting that medication tends
to yield modest improvement in PTSD symptoms on average — often less dramatic
than therapy. For example, antidepressants might reduce symptom severity by 20-
30% whereas successful therapy might lead to 50-100% reduction. Thus, meds are
often viewed as tools to manage symptoms (anxiety, depression, insomnia) enabling
fuller engagement in therapy and coping.

In practice, combined treatment (therapy + medication) is common and can be
complementary. For a person with debilitating PTSD who cannot sleep and is
severely depressed, starting an SSRI and a sleep aid may provide enough relief to
then start trauma-focused psychotherapy. Combination approaches should be
tailored to individual needs and preferences.

Emerging and Alternative Treatments
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Beyond the standard therapies and meds, a range of alternative or adjunct
treatments have gained attention for trauma. Some of these have growing evidence
bases, while others are still exploratory. Here are a few notable ones:

Mindfulness and Meditation: Mindfulness-based interventions (such as
Mindfulness-Based Stress Reduction, MBSR, or mindfulness-based cognitive
therapy) teach present-moment awareness techniques to help individuals
observe and tolerate distressing feelings without being overwhelmed. Yoga
and tai chi, which combine physical movement with mindfulness, have also
been applied to trauma recovery. Research indicates that mindfulness
practices can yield modest reductions in PTSD symptoms, particularly in
anxiety and stress reduction

research.va.qov

. They may not outperform established therapies, but they can be a useful
complement — helping with emotion regulation and reducing hyperarousal. Many
people find practices like deep breathing, meditation, or mindful yoga helpful for
calming the nervous system.

Somatic Therapies: Trauma is not just “in the head,” and some therapies
focus on the bodily aspect of trauma. Somatic Experiencing (SE), developed
by Peter Levine, involves guiding clients to pay attention to bodily sensations
associated with traumatic memories and gently releasing pent-up “fight or
flight” energy. Similarly, Sensorimotor Psychotherapy integrates talk
therapy with body-centreed techniques, helping patients process trauma
through both mind and body. While empirical research is still developing,
many clinicians report these methods can help clients who have primarily
physical symptoms or who struggle to articulate their experiences. They
emphasize restoring a sense of comfort and safety in one’s own body.

Art and Expressive Therapies: Creative modalities like art therapy, music
therapy, and dance/movement therapy provide non-verbal outlets for
trauma processing. For example, art therapy might help a trauma survivor
express memories or emotions through drawing or painting when words are
insufficient. These approaches can be especially useful for children or those
who are “stuck” in traditional therapy. They are often used adjunctively, not as
stand-alone cures, but can reduce tension and access feelings in a different
way.

Virtual Reality Exposure Therapy (VRET): A high-tech adaptation of
exposure therapy uses virtual reality simulations to gradually expose patients
to trauma-related cues in a controlled virtual environment. This has been used
notably with combat veterans (for example, a VR simulation of driving a
convoy in Iraqg for a veteran who has IED trauma). Early results show it can
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reduce PTSD symptoms by habituating the fear response in a realistic but
safe setting.

Service Animals and Equine Therapy: Specially trained service dogs can
help PTSD sufferers by providing a sense of safety (e.g., waking someone
from nightmares, alerting when someone approaches from behind, etc.).
Equine therapy (therapeutic horse riding or horse care) has also been found
therapeutic by promoting trust, assertiveness, and emotional regulation in a
non-judgmental space with animals. While these aren’t traditional
“treatments,” they can greatly improve day-to-day functioning and confidence
for some individuals.

Pharmacotherapy Innovations (e.g., Psychedelic-Assisted Therapy): One
of the most cutting-edge developments in trauma treatment is the use of
psychedelic-assisted psychotherapy in controlled clinical settings. The
furthest along is MDMA-assisted therapy for PTSD. MDMA (also known as
“‘Ecstasy” or “Molly” recreationally) is a psychoactive substance that can
increase empathy and decrease fear responses. In supervised therapy
(currently in clinical trials), patients take MDMA in a few all-day therapy
sessions, allowing them to process traumatic memories with less fear and
defensiveness. Results have been remarkably promising: in a recent Phase 3
trial, 67% of severe PTSD patients who received MDMA-assisted therapy
no longer met PTSD diagnostic criteria, compared to 32% who received
therapy with placebo

maps.org

. This therapy is on track for potential FDA approval as early as 2024—2025. Other
psychedelics like psilocybin (magic mushrooms) and ketamine are also being
researched for trauma-related disorders, with early studies suggesting they may
rapidly reduce trauma symptoms or depression, though more research is needed.
These treatments are always done with professional guidance in a controlled setting
— it's very different from recreational use.

Neurofeedback: This technique involves recording a patient’s brainwaves
(via EEG) and providing real-time feedback, so they can learn to self-regulate
brain activity. Some preliminary studies of neurofeedback for PTSD (teaching
patients to increase certain brainwave patterns associated with calm) have
shown reductions in hyperarousal and improved emotional regulation. It’s still
considered experimental but could become a useful adjunct for self-
regulation.

Acupuncture and Other Integrative Approaches: Acupuncture, the
traditional Chinese medicine practice of inserting thin needles at specific
points, has been explored in PTSD with some positive outcomes in reducing
anxiety and improving sleep. Likewise, massage therapy can help reduce

17


https://maps.org/2021/05/03/maps-phase-3-trial-of-mdma-assisted-therapy-for-ptsd-achieves-successful-results-for-patients-with-severe-chronic-ptsd/#:~:text=participants%20who%20received%20MDMA,0116

muscle tension and improve relaxation in traumatizedd individuals who are
comfortable with touch. These approaches can be supportive in an overall
treatment plan.

It's important to stress that critical ingredients for recovery — regardless of the
specific modality — include feeling safe, supported, and empowered in treatment.
Establishing a trusting therapeutic relationship is paramount. Many trauma survivors
have difficulty trusting others, so a therapist’s ability to create a sense of security and
collaboration is as vital as the specific techniques used.

In summary, best practices for treating PTSD involve starting with evidence-based
therapy (like CBT or EMDR), considering medication to manage symptoms as
needed, and integrating alternative approaches (mindfulness, somatics, etc.) to
address the whole person. Treatment should be individualized: what works for one
trauma survivor might not be as effective for another, so clinicians often use a trial-
and-error approach within the range of evidence-backed options. Fortunately, with
appropriate treatment, many people with PTSD and trauma-related disorders do
recover, regaining control of their lives and emotions.

5. Best Practices for Trauma-Informed Care

Healing from trauma isn’t just about therapy techniques — it's also about the
approach taken by caregivers, healthcare systems, educators, and others who
interact with survivors. Trauma-informed care (TIC) is an organizational and clinical
framework that acknowledges the widespread impact of trauma and seeks to create
services that do not re-traumatized but instead promote safety and empowerment.
In any setting (medical, educational, workplace, etc.), adopting a trauma-informed
approach means shifting the perspective from “What’s wrong with you?” to “What
happened to you?”

traumainformedcare.chcs.org

. This mindset recognizes that problematic behaviours or symptoms may be coping
responses to past trauma, and it emphasizes understanding, compassion, and
collaboration.

Key principles of trauma-informed care have been outlined by the Substance
Abuse and Mental Health Services Administration (SAMHSA) and other experts.
They include

traumainformedcare.chcs.org
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o Safety: Establishing both physical and emotional safety for survivors.
Environments should be welcoming and free of threats. Individuals should feel
secure, for example knowing that they won’t be judged, coerced, or exposed
to triggers without warning.

e Trustworthiness & Transparency: Building trust through clear
communication and honest expectations. Providers should be transparent
about what they are doing and why, maintaining appropriate boundaries and
following through on promises, so that trauma survivors (who may have
experienced betrayal) can rebuild trust.

e Peer Support: Involving peers (others with lived experience of trauma) in
treatment or service delivery. Peer support fosters hope and normalizes
recovery by showing examples of others who have overcome similar
struggles.

o Collaboration & Mutuality: Leveling power differences between provider and
client. Trauma-informed care is done with the survivor, not to the survivor.
This means actively partnering in decision-making and treating the individual
as an expert in their own life. In organizations, it also means teamwork and
respect among staff to model healthy relationships.

« Empowerment, Voice & Choice: Prioritizing the survivor's empowerment.
Services should validate a person’s strengths and resiliency, and offer them
choices in their care. By restoring a sense of control (which trauma often
strips away), we help individuals build self-efficacy. For instance, giving a
patient options (“Would you prefer we talk in this room or somewhere else?”)
or asking permission before touching them in a medical exam can be
empowering.

e Cultural, Historical & Gender Sensitivity (Humility & Responsiveness):
Being sensitive to and addressing cultural, racial, gender, and historical
Issues. This means understanding that trauma may be compounded by
discrimination or historical oppression (e.g., trauma in marginalized
communities, historical trauma among indigenous peoples)

traumainformedcare.chcs.org

. Culturally informed care respects diversity and seeks to be responsive to each
person’s cultural context and identity. Language needs, religious/spiritual beliefs, and
family dynamics should be honored in care.
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Applying these principles helps create an environment where trauma survivors feel
safe, respected, and engaged in their healing, rather than alienated or re-
traumatizedd.

In healthcare, trauma-informed practice may involve steps like: asking patients
about their comfort and consent (e.g., “Is it okay if | ask you about your past
experiences?”), minimizing potentially triggering situations (for instance, a provider
might say “I'm going to touch your shoulder now to check your injury” to avoid
startling a patient who may associate unexpected touch with assault), and training all
staff — from receptionists to nurses — about trauma sensitivity. Medical settings are
full of potential triggers (bright lights, being confined to an MRI machine, authority
figures, etc.), so a trauma-informed hospital might implement simple changes like
allowing a support person during exams, using calming waiting room designs, and
giving patients as much information and choice as possible about their treatment.
Research suggests that when healthcare providers take a trauma-informed approach
(understanding a patient’s life context and building trust), it can improve patient
engagement, adherence, and outcomes

traumainformedcare.chcs.org

traumainformedcare.chcs.org

In mental health and social services, trauma-informed care is fundamental:
clinicians screen for trauma history in a sensitive way and assume a significant
number of clients have trauma backgrounds. Treatment plans incorporate safety and
stabilization phases before deep trauma processing, especially for complex trauma
cases. Organizational policies also reflect TIC by promoting staff self-care (to
prevent burnout or insensitivity) and making sure rules do not inadvertently punish
trauma-related behaviours (for example, not immediately discharging a patient for
missing appointments if they have avoidance symptoms, but rather discussing
barriers).

In educational settings, trauma-informed approaches have led to “trauma-sensitive
schools.” Teachers and school staff are educated about how trauma (especially
childhood trauma or Adverse Childhood Experiences) can affect learning, behaviour,
and development. Instead of immediately punishing a child who is acting out or
disengaged, a trauma-informed school might respond with curiosity and support,
asking “What might this child have experienced that is causing this behaviour?”
Strategies include: establishing predictable routines (to help traumatizedd kids feel
safe with consistency), having a calm down area in classrooms, incorporating social-
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emotional learning and mindfulness practices for all students, and training staff in de-
escalation techniques. Schools may also provide onsite counselors or partner with
mental health professionals so that children who show signs of trauma can get help.
By creating an environment of safety, trust, and choice, trauma-informed schools aim
to improve both educational and emotional outcomes for students impacted by
trauma.

In the workplace, trauma-informed principles are just beginning to be applied.
Workplaces can be trauma-informed by recognizing that employees may have
trauma histories that influence their work style or interactions. Concrete steps might
include: providing training on harassment and bullying (preventing trauma in the
workplace), offering an Employee Assistance Program (EAP) for counseling, giving
flexibility for those dealing with trauma-related issues (like time off for therapy
appointments), and fostering a culture of respect and support. Managers can be
trained to use supportive language and to avoid retraumatizing employees (for
instance, not screaming at someone in a manner that echoes military trauma). For
first responders or organizations where employees are routinely exposed to trauma
(like firefighters, police, ER staff), trauma-informed care includes regular debriefings,
counseling services, and a culture that encourages seeking help rather than
stigmatizing it.

Avoiding re-traumatization is a core goal in all these settings. Re-traumatization
means unknowingly replicating aspects of the original trauma — for example, a
bureaucratic system that strips control can echo the powerlessness of abuse, or a
confrontational teaching style can echo a child’s past domestic violence. Through
training and policy changes, trauma-informed care tries to eliminate such practices.
Instead, interactions are designed to be respectful and collaborative, making the
person feel safe, heard, and in control to the extent possible. This not only benefits
trauma survivors but often improves the experience for all clients or students, since it
promotes general principles of good care (like respect, empathy, and choice).

In summary, trauma-informed care is a “universal precaution” approach: it
assumes trauma may be present and shapes services to support recovery rather
than inadvertently cause harm. By following the guiding principles (safety, trust,
choice, collaboration, empowerment, and cultural sensitivity), professionals in
healthcare, education, and workplaces can create environments that facilitate
healing, resilience, and success for trauma survivors. Trauma-informed care is
considered best practice today — a paradigm shift that moves beyond treating
symptoms in isolation to engaging the whole person with understanding and
compassion

samhsa.gov
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6. Recovery Strategies and Coping Mechanisms

Recovery from trauma is often a long-term process that continues beyond formal
therapy sessions. People need practical strategies to cope with day-to-day triggers,
manage stress, and rebuild their lives. Below are several evidence-informed coping
mechanisms and self-care methods that can aid healing, as well as the role of
community support in recovery:

o Build a Support Network: Social support is one of the most powerful
protective factors in recovering from trauma

mhanational.org

. Talking to trusted friends or family members about one’s feelings (when ready) can
reduce isolation and shame. Joining a support group (in person or online) for
trauma survivors or for a specific community (veterans, survivors of abuse, etc.) can
provide understanding ears who “get it.” Feeling connected to others prevents the
sense of aloneness that often accompanies PTSD. Supportive relationships can also
remind the survivor that they have people who care about them, which fosters hope.
It's important that the chosen support people are truly supportive — non-judgmental,
good listeners, and reliable.

« Practice Relaxation Techniques: Trauma keeps the body and mind in a
state of tension. Deliberate relaxation exercises can help turn off the body’s
alarm system and induce calm. Examples include deep breathing exercises,
progressive muscle relaxation (tensing and releasing muscle groups
sequentially), meditation and mindfulness, yoga or stretching, or even
prayer/spiritual contemplation if meaningful to the person

mhanational.org

. These practices, done regularly, can lower baseline anxiety. Even simple actions
like taking a walk in nature, listening to soothing music, or taking a warm bath can
activate the parasympathetic nervous system (the “rest and digest” response). The
key is to find activities that the individual finds calming and make them routine —
perhaps a nightly breathing exercise or a morning yoga routine. Over time, these
techniques increase the person’s ability to soothe themselves when distressed.

e Grounding Techniques for Flashbacks and Anxiety: “Grounding” means
bringing oneself back to the present moment when trauma memories or
strong emotions threaten to sweep one away. During a flashback or panic
episode, grounding techniques can help reorient to the here-and-now. One
commonly taught method is the 5-4-3-2-1 technique
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: notice 5 things you can see around you, 4 things you can hear, 3 things you can
touch/feel, 2 things you can smell, and 1 thing you can taste. This engages the
senses and interrupts the flashback. Other grounding tips include: physically
pressing one’s feet into the floor and noticing the support, holding a cold object (ice
cube or chilled bottle) to bring attention to the body, or describing out loud the
surroundings (“I'm in my living room, it is 2025, | am safe now”). These practices
help convince the brain that the traumatic event is not happening again right now.
Regularly practicing grounding can also increase one’s sense of control over
overwhelming moments.

e Avoid Negative Coping (Substances or Isolation): Trauma survivors may
gravitate to quick fixes to numb their pain — alcohol, drugs, or self-isolation.
While these might provide temporary relief, in the long run they worsen
recovery prospects

mhanational.org

. Substance abuse can lead to addiction, health issues, and actually heighten
anxiety/depression once the brief numbing effect wears off. Likewise, withdrawing
from everyone might feel safer than facing the world, but it reinforces fear and
deprives the person of positive experiences. It's important for trauma survivors to be
mindful of these tempting but maladaptive coping mechanisms. Setting small goals
to stay engaged (e.g., calling a friend once a day, or limiting drinking) can help. If
one finds themselves relying on substances, seeking help (through therapy or
support groups like AA/NA) is critical. Choosing healthier coping strategies — like the
ones in this list — to replace negative ones is the goal.

« Establish Routine and Self-Care: Trauma often throws life into chaos. Re-
establishing routines can create stability and predictability, which are soothing
to the nervous system. Basic self-care routines include: maintaining a regular
sleep schedule (and practicing good sleep hygiene), eating balanced meals at
regular times, and getting some physical exercise daily. Exercise in particular
Is a proven mood booster and stress reducer — aerobic activities like running,
cycling, or even brisk walking release endorphins that combat stress. A
routine might also involve scheduling pleasurable activities (reading,
gardening, playing with a pet) and small achievements (checking off a to-do
list item) to rebuild confidence and a sense of normalcy.

o Expressive Outlets: Finding safe ways to express emotions can accelerate
healing. Journaling about thoughts and feelings is a private way to vent and
organize one’s internal experience. Many survivors keep a journal to track
their ups and downs, which can also help identify triggers or patterns.
Creative arts like drawing, writing poetry, or playing music can channel pain
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into creation, providing relief and sometimes insight. Some people also find
meaning-making in activities like volunteering or advocacy — turning their
traumatic experience into a drive to help others can be empowering and give
a sense of purpose.

Set Boundaries and Practice Saying No: Trauma survivors, especially
those with interpersonal trauma, may have difficulty with boundaries (their
boundaries were violated, or they never learned to assert themselves). Part of
recovery is learning that it's okay to protect your time, space, and wellbeing.
This could mean declining invitations or tasks that feel overwhelming, setting
boundaries with people who are toxic or remind you of the trauma, or simply
giving yourself permission to rest. For example, if crowds trigger anxiety, it's
okay to skip a busy social event and suggest a one-on-one meetup with a
friend instead. Each time a survivor sets a healthy boundary, they reinforce
their sense of safety and control.

Gradual Exposure to Triggers: While avoidance is natural, overly avoiding
everything associated with the trauma can shrink one’s world. A coping
strategy (often done with guidance from a therapist, but also in self-help) is
gradual exposure to feared but safe situations. If driving triggers panic after
a car accident, one might start by just sitting in a parked car, then driving
around the block with a friend, and slowly work up to longer drives. Mastering
triggers step by step can rebuild confidence and reduce PTSD symptoms. It's
crucial this is done at a tolerable pace — overwhelming oneself can backfire.

Seek Professional Help When Needed: Engaging in therapy is itself a
coping strategy — it's a proactive step toward healing. If someone hasn'’t yet
seen a mental health professional and is struggling with trauma symptoms,
reaching out to a trauma-informed counselor or therapist can be a game-
changer. Early intervention can sometimes prevent PTSD from setting in
deeply

mhanational.org

. Even short-term therapy can provide validation, education about trauma responses
(“what you’re feeling is a common reaction”), and help the person develop a tailored
coping plan. There is no shame in needing help; trauma is an injury, and mental
health professionals are like emotional doctors to treat that injury.

Leverage Community and Spiritual Resources: Community can be broader
than immediate friends/family. Many people find support in faith communities,
veteran organizations, or local survivor networks. Attending a support group
regularly can provide a sense of camaraderie and understanding. Some
survivors find strength in spirituality or religious faith — practices like prayer,
attending services, or talking to a faith leader can provide comfort and a
framework to find meaning after trauma. Community centres or organizations

24


https://www.mhanational.org/understanding-trauma-and-ptsd#:~:text=

often offer free or low-cost workshops on coping skills or wellness classes
(like meditation groups or trauma-sensitive yoga classes). Connecting with
these resources can remind survivors they are part of a community and not
alone in their journey.

It's important to recognize that recovery is not linear. There will be good days and
bad days. Survivors should be encouraged to celebrate small victories (like a night of
better sleep or an outing that was enjoyable) and to be gentle with themselves during
setbacks. Healing from trauma can take time, often measured in months or years
rather than days or weeks. Patience and self-compassion are vital coping tools —
reminding oneself that it's okay not to be “over it” and that one is doing the best they
can.

Another aspect of long-term recovery is maintaining gains and preventing relapse
of symptoms. This might involve continuing some form of periodic therapy or support
group attendance even after feeling better, especially during times of increased
stress (since stress can reactivate trauma responses). Having a solid relapse
prevention plan — knowing one’s triggers and early warning signs, and having a list of
go-to coping strategies — can nip potential downturns in the bud.

Finally, many survivors find that over time, they move from seeing themselves as a
‘victim” to a “survivor”, and eventually even a “thriver.” This transformation often
involves reclaiming their narrative — recognizing their own strength and resilience. By
utilizing coping strategies and support systems, trauma survivors can and do rebuild
fulfilling lives, develop deeper empathy, and discover inner strengths they never
knew they had.

7. Cultural and Societal Perspectives on Trauma

Trauma and PTSD do not occur in a vacuum — they are influenced by cultural
context and societal attitudes. How trauma is perceived, acknowledged, or
stigmatized can vary widely across different cultures and communities. Additionally,
global efforts are underway to address trauma as a public health issue. In this
section, we explore how culture affects trauma responses, the stigma surrounding
PTSD, and some global perspectives and policies regarding trauma and mental
health.

Cultural Differences in Trauma Response and Interpretation
Different cultures have distinct ways of understanding and dealing with trauma. What
Western psychology labels “PTSD” may manifest differently, or even be described

differently, in other cultural contexts. For instance, the symptom expression of
PTSD can vary: in some cultures, open expression of emotion is discouraged, so a

25



trauma survivor might show distress through physical symptoms (headaches,
stomach problems, fatigue) rather than verbalizing fear or sadness

who.int

. Indeed, researchers have observed that in certain cultures people with PTSD often
present with somatic complaints — aches and pains without medical cause — which
are an acceptable way to signal distress where psychological talk is stigmatized

who.int

On the other hand, some cultures may normalize strong emotional expression. For
example, anger might be a prominent and accepted reaction in a cultural group that
emphasizes outward protest of injustice. The WHO notes that “in some cultures, it
may be more acceptable to express anger about the event,” making anger and
aggression more visible in PTSD cases, whereas “in other cultures, [individuals] may
more commonly have physical complaints”

who.int

. This means two survivors of similar trauma from different backgrounds might
display different leading symptoms — one primarily psychosocial, another primarily
somatic — yet both are dealing with trauma.

Coping mechanisms are also culturally bound. Some cultures use collective rituals
to heal trauma. For example, certain indigenous communities have healing
ceremonies, storytelling circles, or purification rituals for those who have experienced
trauma or loss. After large-scale traumas like war or genocide, community-level
interventions (like memorials, days of remembrance, or traditional rites) can play a
therapeutic role. Western trauma therapy has increasingly recognized the value of
these indigenous practices and sometimes integrates them (with cultural
consultation) when working with people from those backgrounds.

Intergenerational trauma is another concept to consider. Some cultural groups
have a shared history of trauma (e.g., slavery among African Americans, the
Holocaust among Jews, colonization and residential schools among Native peoples).
This historical or collective trauma can impact communities across generations —
manifesting as elevated rates of certain mental health problems, mistrust of
authorities, or lingering cultural grief. For instance, the concept of “historical trauma”
in Native American communities attributes present-day issues (like substance abuse
or suicide) in part to the unresolved trauma of genocide and forced assimilation in
previous generations. Healing in these contexts often involves community
acknowledgment of the trauma and culturally relevant interventions (like healing
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ceremonies, reclaiming cultural practices, or community dialogues across
generations).

Additionally, culture affects help-seeking behaviours. In some cultures, going to a
therapist or talking to a stranger about personal problems is seen as highly unusual
or even taboo. Instead, people might prefer to confide in family members or religious
leaders. For example, in collectivist cultures, family and community are often the first
line of support, and professional help might be a last resort. Some Asian cultures
emphasize not burdening others with one’s problems, which can result in trauma
survivors staying silent. Mental health professionals working cross-culturally often
must adapt and sometimes work through community figures or incorporate culturally
relevant metaphors to discuss trauma.

Language also shapes the experience of trauma. Not every language has a word for
“trauma” or “PTSD.” Sufferers might describe their experience in idioms unique to
their culture (such as “my heart is broken” or “my soul has left me”). For instance, in
Cambodia, traumatizedd individuals might talk about “khyal attacks” (a cultural
syndrome involving panic and neck pain) or “wind overload,” rather than Western
anxiety terms. Culturally sensitive care requires understanding these expressions
and not dismissing them as mere superstition but seeing how they relate to trauma
symptoms.

Stigma and Societal Attitudes toward PTSD

Stigma around mental iliness, including PTSD, is unfortunately common worldwide.
Stigma can be public (societal attitudes) and self-directed (internalized by survivors).
People with PTSD might be unfairly judged as “weak” or even seen as dangerous
due to misconceptions. For example, stereotypes have portrayed those with PTSD
as unstable, violent, or “crazy”, particularly in the media

everydayhealth.com

. A combat veteran with PTSD might be feared by employers or neighbors due to
sensationalized stories implying all veterans are ticking time bombs — which is far
from true. Such public stigma can lead to discrimination (like not hiring someone who
is open about having PTSD or shunning them socially).

Survivors themselves often experience shame about their symptoms. They may feel
that having PTSD makes them “broken” or lesser. This self-stigma can be a major
barrier to seeking help

everydayhealth.com

. For instance, among military personnel, there is often a culture of toughness that
labels psychological suffering as a weakness; thus, soldiers or veterans with PTSD
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might avoid seeking counseling for fear of being seen as not fit for duty or letting
their comrades down. One study of treatment-seeking veterans found that common
stereotypes they perceived were being labeled “dangerous/violent” or “crazy,” and
many avoided treatment initially to escape being seen as having a mental
iliness

pubmed.ncbi.nlm.nih.gov

. This illustrates how stigma can directly impede recovery by keeping people from
accessing care.

Cultural values influence stigma too. In societies that value stoicism and privacy,
admitting to PTSD can be especially stigmatized. By contrast, societies that are
more open about mental health or that have faced collective traumas might be more
accepting. For example, in Israel (with a history of military conflict and the Holocaust
legacy), PTSD is well-recognized, and there’s less personal shame attached to war-
related trauma. In contrast, in some East Asian cultures, acknowledging mental
illness might be seen as bringing shame to one’s family, so people may express
distress in physical terms and avoid psychiatric labels.

There is also the issue of blame and misunderstanding. Some people wrongly
assume that PTSD sufferers just need to “get over it” or think that if the trauma
happened long ago, one should move on. They might not grasp why a sexual assault
survivor still panics years later when alone with a stranger, or why a refugee from
war still has nightmares despite now living in safety. Lack of public education about
trauma’s lasting impact fuels these attitudes.

Stigma isn’t uniform — some groups face layered stigma. For instance, victims of
sexual assault or domestic violence might face stigma related to the assault itself
(e.g., victim-blaming attitudes like “why didn’t you leave?”) on top of stigma for any
PTSD they experience. Similarly, certain cultures might stigmatize trauma from
specific events (like child abuse could be a taboo subject, leading adult survivors to
hide their pain).

Combatting stigma involves public education, awareness campaigns, and
personal stories. As more public figures or everyday people speak openly about
their trauma and recovery, it helps chip away at stereotypes. Advocacy organizations
and campaigns (like those to support veterans or survivors of sexual violence) stress
that PTSD is a treatable medical condition — not a sign of personal failure. The
American Psychiatric Association has noted that “there is no country, society or
culture where people with mental illness have the same societal value as people
without mental illness”

psychiatry.org
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— highlighting that stigma is a global issue. Thus, continued efforts are needed
everywhere to promote understanding.

One positive development is renaming or reframing the condition in certain contexts.
In military circles, some have lobbied to drop the word “Disorder” and call it PTS
(post-traumatic stress) or “post-traumatic stress injury” to reduce the stigma of it
being a mental illness and instead liken it to a wound that can heal. While official
terminology remains PTSD, this indicates efforts to normalize it as an injury of war or
life, not a personal flaw.

Global Perspectives and Policies on Trauma

Trauma is a global public health concern, especially in areas affected by conflict,
disaster, or high violence. International bodies like the World Health Organization
(WHO) and the United Nations have recognized the importance of addressing
trauma and PTSD on a large scale. Some key points in the global perspective:

o Global Prevalence: Trauma exposure is extremely common worldwide. A
large WHO survey across 21 countries found that over 70% of respondents
had experienced a traumatic event in their lifetime (such as witnessing
violence, accidents, war, etc.), and about 3.6% of the world’s population
had PTSD in the prior year

who.int

. This translates to tens of millions of people suffering PTSD symptoms in any given
year globally. The burden is especially high in regions with ongoing conflicts (Middle
East, parts of Africa) or in populations like refugees.

e WHO Guidelines (mhGAP): The WHO has included PTSD as one of the
priority conditions in its Mental Health Global Action Programme (mhGAP),
which provides guidance for scaling up mental health care in low- and middle-
income countries

who.int

who.int

. In 2013, the WHO released new clinical protocols for managing PTSD, acute
stress, and bereavement in non-specialized health settings

who.int
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who.int

. The idea is to empower primary care doctors and nurses around the world to
recognize and provide basic treatment for trauma-related disorders, given the
shortage of mental health specialists in many countries. These guidelines emphasize
methods like psychoeducation, stress management, and basic trauma-focused
counseling that can be delivered in community health clinics. By integrating PTSD
care into primary health care, WHO aims to make help accessible even in resource-
limited settings.

« Humanitarian Response: In war zones or after disasters, global agencies
now routinely include mental health and psychosocial support (MHPSS) as
part of emergency aid. For example, after a major earthquake or a refugee
crisis, organizations like the UNHCR (UN High Commissioner for Refugees)
and UNICEF deploy psychologists or trained community workers to set up
safe spaces, counseling, or group activities to help survivors cope. WHO and
UNHCR co-published guidelines so that refugees and trauma survivors can
get basic psychosocial support from primary healthcare and community
workers

who.int

. One widely used approach is Psychological First Aid (PFA) — a humane,
supportive response given in the immediate aftermath of trauma to stabilize and
comfort survivors (rather than the old practice of debriefing which could force people
to talk when they weren’t ready).

e International Trauma Programs: Various international NGOs focus on
trauma. For instance, the International Society for Traumatic Stress Studies
(ISTSS) disseminates research and trains providers globally. The Red Cross
and Red Crescent Societies incorporate psychosocial teams in disaster
response. There are also efforts like the National Trauma Campaign in the
US to raise awareness and push for trauma-informed policies at government
levels.

e Cultural Adaptation of Therapy: As Western-designed therapies like CBT
and EMDR are spread globally, there’s a need to adapt them to local cultures.
There’s a growing field of research on culturally adapted trauma therapies
— e.g., using local metaphors for PTSD, involving family in therapy if the
culture is family-centric, or modifying techniques that might clash with cultural
norms. In some cases, entirely local healing systems are supported in parallel
with Western interventions.

30


https://www.who.int/news/item/06-08-2013-who-releases-guidance-on-mental-health-care-after-trauma#:~:text=Now%2C%20WHO%20is%20extending%20this,bereavement%20within%20its%20global%20programme
https://www.who.int/news/item/06-08-2013-who-releases-guidance-on-mental-health-care-after-trauma#:~:text=in%20the%20previous%20year%2C%20the,study%20showed

o Policy Initiatives: Some countries have national plans targeting PTSD for
specific groups. For example, many countries have special programs for
military veterans (e.g., the US VA system has extensive PTSD services; Israel
has centres for terror victims; the UK has Improving Access to Psychological
Therapies which includes trauma treatments). There are also laws
recognizing PTSD in contexts like worker's compensation (e.g., first
responders in some jurisdictions can get benefits for PTSD as an
occupational injury). On a broader level, recognizing violence and trauma as
public health issues has led to prevention efforts — reducing child abuse,
sexual violence, and other traumas to lower the incidence of PTSD
downstream.

o Stigma reduction campaigns: Globally, there’s acknowledgement that
stigma is a major barrier. Campaigns like “Time to Change” in the UK or the
World Mental Health Day focus on mental health literacy, which includes
conditions like PTSD. Some initiatives specifically target high-stigma
communities — for example, educating traditional community leaders in rural
areas about PTSD so they can support community members in getting help
rather than attributing symptoms to moral failings or supernatural causes.

It's also worth noting the concept of resilience in cultural context. While trauma is
widespread, so is human resilience. Different cultures have their own resilience
factors — be it strong extended family networks, faith and spiritual practices,
traditional healing rituals, or community solidarity. Societal perspective on trauma
increasingly includes not just the pathology (PTSD) but also the story of resilience
and post-traumatic growth. “Post-Traumatic Growth” refers to positive psychological
changes that some individuals report after surviving trauma — such as a renewed
appreciation for life, spiritual development, or stronger relationships. Many cultures
have narratives of transformation after hardship (for instance, in Japanese culture,
the art of Kintsugi — repairing broken pottery with gold — is sometimes cited
metaphorically for emerging stronger from trauma). Recognising and fostering these
positive outcomes is part of a comprehensive view of trauma recovery.

Trauma and PTSD are recognised worldwide, but responses to them are
deeply influenced by cultural beliefs, societal stigma, and available resources.
Overcoming the stigma associated with PTSD through education is crucial so

that survivors feel comfortable seeking help.

At the same time, leveraging cultural strengths and ensuring mental health
services are culturally competent can make trauma treatment more effective.

On a policy level, global health organisations are actively working to integrate

trauma care into general health care and humanitarian services, reflecting the
understanding that mental health is an essential component of overall health.
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As awareness continues to grow, there is hope that communities around the
world will become more trauma-informed and supportive, reducing the burden
of trauma for future generations.
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