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1 Most cultures have historically framed reactions to trauma within

the context of religion, with priests and shamans offering inter-
pretation of the causes or meanings of traumatic events, while also serv-
4 ing in the role of healer. Within Western cultures, beginning in the

mid-19th century, physicians gradually began to expand their purview
to include psychological reactions to trauma. This process culminated
in the creation of the medical diagnosis of posttraumatic stress disorder
(PTSD) in 1980, which completed the transformation of reactions to
trauma from the religious domain to a biomedical framework. This trans-
formation, led by American psychiatry, clinical psychology, and related
tields, has exerted widespread influence. The resulting “positivistic par-
adigm,” in which human suffering and psychopathology are thought to
exist independent of local theories, has resulted in a loss of recognition
that cultural factors play an important role in the development and treat-
ment of posttraumaric reactions. Despite such concerns, Western bio-
medical models of trauma and associated interventions are increasingly
exported throughout the world. According to the United Nations, there
are currently over 12.8 million internally displaced persons, 9.8 million
refugees, and an additional 10.3 million “people of concern” worldwide
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(UNHCR, 2006). Many of these individuals have experienced traumatic
events per modern diagnostic standards, and clinicians have increasingly
rargeted Western interventions toward them.

Cur central thesis is twofold. First, a variety of social and psychologi-
cal factors, including factors typically associated with culture, invari-
ably shape reactions to traumatic events, and the likelihood they will
be viewed as pathological. While such cultural effects impact many
forms of psychopathology, they appear especially important in the case
of posttraumatic reactions. Second, an understanding of cultural factors
is crirical when assessing and treating individuals posttrauma. We begin
our discussion of these concerns by briefly considering what is meant by
“eulture.” We then review the predominant biomedical model of post-
traumatic reactions, focusing on the diagnostic construct of PTSD. We
examine the many ways in which psychological, environmental, and cul-
tural factors shape reactions to trauma, including the prevalence and
nature of pathological reactions. We observe that cultural effects can be
studied cross-sectionally (by comparing different groups at a given point
in time), as well as historically across time (within a continuously evolv-
ing culture across time). We explore what insights a historical perspec-
tive yields on the question of cultural factors in posttraumatic reactions.
Finally, we consider the assessment and treatment of posttraumatic stress,
including PTSD, within a culture-sensitive framework.

WHAT IS CULTURE?

Derivation of the word “culture” reflects the idea of fostering and nur
turing commonalities among individuals. While cultural anthropolo-
gists have not reached consensus on a single definition of the term, the
United Nations Educational, Scientific and Cultural Organization pro-
vides a useful description: “Culture should be regarded as the set of dis-
tinctive spiritual, material, intellectual and emotional features of society
or a social group . . . in addition to art and literature, lifestyles, ways of
living rtogether, value systems, traditions and beliefs” (UNESCO, 2002).

The term “culture” can refer to broad groups that share certain beliefs
and practices, extending across several nations (e.g., “Western culture”),
to groups defined by national boundaries (e.g., “French culture”), w
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areas within a country (e.g., “Canadian maritime culture”), all the way
down to local communities such as social, vocational, religious, or even
familial groups. When examining cultural factors that shape reactions
to trauma, it is important to keep in mind the wide range of levels that
make up such factors. Also, at whatever level one examines, no culture is
static. Therefore, in addition to a cross-sectional comparison of cultures
at a given time point, one can compare the impact of cultures across his-
torical periods.

POSTTRAUMATIC STRESS DISORDER

In terms of the conceptualization, classification, and treatment of psy-
chopathology, American beliefs and practices have become the domi-
nant perspective worldwide. Since publication of the third edition of the
Diagnostic and Statistical Manual of Mental Disorders in 1980 (DSM; APA,
1980), and with respect to psychological reactions to trauma, the pre-
vailing perspective has viewed posttraumatic reactions within a biomedi-
cal context—specifically as the medical condition of PTSD.

Since its introduction in the DSM-111 (APA, 1980), interest in PTSD
has grown rapidly among scholars, clinicians, and the public at large.
Further, the definition of what constitutes trauma, and therefore risk for
PTSD, has expanded in subsequent editions of the DSM (e.g., DSM-
IV APA, 1994). Qualifying traumatic events have been extended to
include learning about or witnessing another person’s exposure to a life-
threatening event. Traumatic events no longer need to be ourside the
range of normal experience, nor do they need to be defined by objective
standards external to the individual. Wichin this definition, the major-
ity of Americans have experienced at least one event that qualifies as a
traumatic stressor (Breslau & Kessler, 2001). This gradual and ongoing
expansion of trauma has led PTSD to become the dominant framework
by which reactions to a wide range of adverse events are understood.
Accompanying this development is the ever-increasing medicalization of
human suffering (Summerficld, 2004).

There are a variety of consequences when we adopt a biomedical
model to understand posttraumatic suffering. First, PTSD is understood

as a “natural kind,” that exists independent of our theories. As with
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other medical conditions, PTSD is assumed to be universal, manifesting
itself consistently with a unique symptom profile and etiology across cul-
tures, both at any given time point as well as transhistorically. This is the
way biomedical diseases work. However, unlike bone fractures or viral
infections that may entail the same causal agents regardless of time or
place, conditions such as PTSD are presumably socially constructed and
therefore culture-bound.

POSTTRAUMATIC RESPONSES ACROSS
CULTURES

An often overlooked aspect of PTSD is the fact that exactly what consti-
tutes traumatic events, and the perceived severity of such events, varies
by culture. Summerfield (2004) observed:

There is nothing quintessential about a particular traumatic
experience. The atritudes of wider society (which may change
over time) shape what individual victims feel has been done
to them, and shape the vocabulary they use to describe this,
whether or how they seek help, and their expectations of
recovery. The more a society sees a traumatic event (rape, for
example) as a serious risk to the present or future health and
well-being of the victim the more it may rurn out to be. In
other words, societally construcred ideas about outcomes, which
include the pronouncements of the mental health field, carry a
measure of self-fulfilling prophecy (p. 232).

Many events considered rraumatic within one culture are not so per-
ceived by others. Consider childhood sexual abuse, which has received
intense focus in Western socieries as a common traumatic event leading
to PTSD. An act of fellatio between a pubescent boy and an older man
would be universally condemned as childhood sexual abuse by Western
standards. However, such acts are a common rite of passage among ta-
ditional Melanesian cultures (Bohn, 1996). Even within American cul-
ture, the assumption of inevitable lasting traumatic effects of childhood
sexual abuse has been questioned (Rind, Tromovitch, and Bauserman,
1998). Quuside the sexual realm, culrural differences continue to be

o
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found. Terheggen, Stroebe, and Kleber (2001) documented that Tibetans
ranked destruction of religious symbols as the most traumatic event
possible, ahead of other events such as death of a friend or even being
tortured.

A biomedical perspective suggests that rates of PTSD might be consis-
fent across popxﬂations exposed to similar traumatic events. Comrary to
this prediction, prevalence estimates of PTSD vary widely, both within
and between cultures. For example, studies of recent immigrants to
industrialized countries as well as of nationals within developing coun-
tries reveal widely variable rares of PTSD (sce Yeomans and Forman,
2009). Similarly, estimates of the prevalence of PTSD within a culrure
are highly variable depending on factors such as gender and ethnicity.
The National Comorbidity Survey found an overall rate of PTSD among
American men of 8.2%, as compared to 20.4% among women (Kessler,
Sonnega, Bromet, Hughes, & Nelson, 1995). Pole, Best, Metzler, and
Marmar (2005} reviewed evidence that Latinos in the Unired States
demonstrate higher rates of PTSD than white or black counterparts.

The observation that posttraumaric reactions in other cultures do not
necessarily conform o Western expectations is consistent with emerging
culturally sensitive research. Yeomans, Herbert and Forman (2008} used a
combination of qualitative interviews by native speakers and standardized
instruments to assess posttraumaric reactions among internally displaced
people in the central African nation of Burundi. In order to avoid response
contamination resulting from expectancies, open-ended interviews by
trained native interviewers preceded the assessment of specific symptoms.
All of the interviewees had experienced at least one, and typically several,
rraumatic events. Content analysis of the interview data revealed that
the most common reactions concerned material complaints rather than
psychological symproms. Assessment of psychopathology revealed symip-
toms of somatization, anxiety, and depression, with relatively few specific
symptoms of PTSD per se, Similarly, Baron (2002) found that the distress
of Sudanese refugees in Northern Uganda focused more on material con-
cerns such as lack of food, poor health care, and the ongoing threat of vio-
lenice rather than psychological symproms. The majority did not develop
distressing symptoms, and for those who did, these tended to take the form

of anxiety, somatic complaints, and depressive symptoms.
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In their review of cross-cultural studies, Marsella and colleagues
(1996; Marsella & Christopher, 2004) observed that, among the minor-
ity of individuals who respond with persistent symptoms, posttraumatic
reactions tend ro differ across cultures. They noted that the intrusive
symptoms of PTSD tended to occur across cultures, while avoidance/
numbing symptoms were not consistently observed. Marsella suggested
that PTSD symptoms may be highest in cultures in which avoidance and
numbing are more common, because these symptoms are key in main-

taining other aspects of the disorder.

Culture and Resilience

Western journalists and health professionals who visit survivors of severe
natural disasters in pre-industrialized, developing countries are often struck
by the resilience of the narive population. Writing in the New York Times,
journalist David Brooks (2008) described his experience visiting the
Sichuan Province in Western China following a magnitude 7.9 earth-
quake that killed approximately 70,000 people on May 12, 2008. Despite
scenes of horrific devastation, the local villagers were generally upbeat and
optimistic, displaying few signs of psychopathology. Brooks was puzzled by

the reactions of the survivors he interviewed, writing:

These were weird, unnerving interviews, and | don’t pretend to
understand what’s going on in the minds of people who have
suffered such blows and remained so optimistic. All | can imag-
ine is that the history of rhis province has given these people
a stripped-down, pragmatic mentaliry: Move on or go crazy.
Don’t dwell. Look to the positive. Fix what needs fixing. Work
rogether.

Similar observarions were made by researchers studying survivors
of the 2004 Asian rsunami {Rakjumar, Premkumar & Tharyan, 2008},
responsible for 280,000 dearhs and more than one million displacements.
These researchers obtained PTSD prevalence rates of only 6.4% among
those from a devastated Indian coastal village. They concluded that “cop-
ing mechanisms exist at individual and community levels that enhance

resilience in the face of adversity and enable normal functioning in the
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majority of those affected, without requiring professional intervention”
(p. 853).

Sometimes social support and other cultural factors can be more
important than the actual traumatic event. Wang et al. (2000) compared
the reactions of inhabirants in two villages, hoth hir by the previously
mentioned severe earthquake in northern China. Wang found that the
village with the higher level of initial exposure to the earthquake also
had a higher level of post-earthquake support. Rather than experiencing
higher rates of PTSD in accord wirh a dose-response model of r,rauma;
the town residents with grearer exposure actually had lower rates of
PTSD. Evidently, social support facrors act as a strong buffer to promore

resilience and narural recovery after trauma.

POSTTRAUMATIC RESPONSES ACROSS HISTORY

As discussed above, historical analysis provides another means by which
to study cultures. Traumatologists sometimes point to historical descrip-
tions of PTSD-like symptoms to support the universality of PTSD (Parry-
Jones & Parry-Jones, 1994). However, a careful reading of the historical
literarure actually supports the opposite perspective. That is, the nor-
mative reactions to trauma vary widely over time, and reflect the domi-
nant cultural theorics about the impact of trauma (Herberr & Sageman,
2002). Consider for example, various trauma-related conditions that
were diagnosed among railroad workers during the mid-19th century.

¢

These conditions, known as “railway spine” and “neurasthenia,” were
characterized by paralysis of the legs and emotional instability. Originally
thought to result from spinal compression during injurices, both epi&emio;
logical and anaromical data soon revealed that the condition was acrually
psychological in nature. Jean-Martin Charcor (1889) went so far as [‘<:1
induce symptoms of railway spine using hypnosis. Analogous to current
biomedical theories of PTSD (e.g.. Bremner, 2001}, Charcor believed
his hypnoric inductions produced anatomical brain lesions that resulted
in the symptoms of railway spine. Subsequent investigators, however,
demonstrated that hypnotic effects were due to expecrancies conveyed
by the popular culture and the examining physician (Bernheim, 1889:
Delboeuf, 1890). When care was taken to avoid CONVeYIng expectarions
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of any particular symptoms, Charcot’s hypnotic demonstrations could
not be replicated. This led Hippolyte Bernheim and Joseph Delboeuf to
emphasize the importance of fostering positive expectancies by means of
an intervention they termed “psychotherapy.” By the turn of the 20th
century, railway spine was widely viewed as a posttraumatic psychologi-
cal condition rather than a result of physical insult. Nevertheless, the
specific symptoms of railway spine, particularly hysterical paralysis, stand
in stark contrast to the symptom picture of modern PTSD.

Similar lessoris have heen learned in military settings (Jones &
Wessely, 2005; Shephard, 2000). During the First World War, for exam-
ple, a large number of psychiatric causalities were evaluated as a con-
sequence of the relentless trench warfare that took place. The most
common symptom presentation among psychiatric casualties in that war
included murtism, hysterical crying, and intractable trembling (termed
Kriegszitterer or “war trembling” by the Germans). Strong contrasts were
noted between British soldiers” lack of improvement from “shell-shock”
and French soldiers’ swift recovery. This difference has been attribured to
the fact that French soldiers were treated near the front without exces-
sive messages of the seriousness of the condition, whereas British soldiers
were evacuated to hospitals in England, During the last two years of the
war, the British also adopted a program of rapid psychotherapeutic inter-
vention near the front lines, resulting in dramatic reductions in psychi-
arric casualties {Shephard, 2000). In anticiparion of the entrance of the
United States into the war, the American physician Thomas Salmon
(1917) further developed the French and English program into a strategy
that came to be known by the acronym “PIE,” for proximity, immediacy,
and expectancy. Posttraumatic casualties were treated immediately and
as close as possible to the front, with clear expectancies for full improve-
ment. After a brief rest period, soldiers were given meaningful work, and
returned to their units as quickly as possible.

Following the First World War, psychoanalysis became the dominant
model of psychopathology in both Europe and the United States, and
the powerful role of suggestion in posttraumatic reactions was all but
forgotten. The initial campaigns of the Second World War brought
alarming psychiatric casualty rates, which at one point even exceeded
the rate of troop mobilization {Glass, 1973). When Salmon’s PIE was
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Table 10.1 Recommendations for a Culturally Informed Approach to
Posttraumatic Stress

Assessment e Assume neither vulnerability nor resilience.

»  Avoid framing questions in such a way as to lead the respondent
to conform ro Western expectations of responses to trawma.

o Be aware that some individuals are culrurally normed to
minirmnize symptoms.

& Cast a broad et in the assessment of symptoms.

o Beware of assessment rools that are not carefully translated and
validated into indigent languages.

Formularion ¢ Understand the impact of a traumatic event within the context
of the meaning ascribed by an individual's culrure. Don'tassume
that events have the same impact across individualsfculrures.

o Acknowledge that the way people cope wirh traumatic stress
may vary depending on a number of factors, including cultural
background.

s Be aware of unconscious and conscious Morivations to present
wirh posttraumatic symptoms, especially of PTSD.

Utilize a phased approach 1o intervention, with treatment
depending on the acute, subacute, of chronic posteraurmatic

Trearment

phase.

Do not suggest directly or indirectly thar an individual will
exhibit chronic symptoms or will develop PTSD. Avoid
psychoeducarion, or administer only with extreme caution.

*

Utilize culturally consistent sources of recovery {e.g.,
community-building and extended social support ).
Utilize CBT rreatments across cultures, with sensitivity
to cultural differences and incorporating relevant cultural

pracrices.
Work to reduce clinician-client power imbalance that may be

*

exacerbated by cultural differences.

When conducting an assessment interview, clinicians must avoid sug-
gestive questions that could shape an individual's memory of the trau-
matic event (Loftus, 1997) andfor establish morbid expectancies. This
requires keen interviewing skills and sensitivity to the individual’s cur
rent state of mind. In addition, the clinician must be mindful of relevant
cultural norms and mores. Resources such as the classic book Ethnicity and
Family Therapy (McGoldrick, Giordano, & Garcia-Preto, 2005) are useful
guides to typical cultural patterns associated with various ethnic groups.
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A trusting therapeuric rapport is critical, and questions should be
posed in an open-ended manner, especially initially. It is also critical for
the clinician to suspend his or her own beliefs about how individuals
“should” respond to traumatic events. In fact, it is helpful to go out of
one's way to seek evidence that might contradict one’s beliefs. Otherwise
it is far too easy to succumb to what is known as “confirmation bias” (the
highlighting and remembering of belief-congruent information over data
that contradicts expectations).

A variety of clinician-rated interviews and self-report questionnaires
have been developed to assess posttraumatic symptoms. Although
such measures can provide usetul quantitative symptom indices, they
are not without limitations. All currently popular questionnaires and
interview-based measures were developed in English, and few have
been translated and validated into other languages. Some attempts
at translation have revealed linguistic difficulties, as some common
English concepts do not exist in other cultures. For example, there is
no word for “trauma” in Kurundi (the language of Burundi, Africa).
We are aware of one particular trauma workshop in Burundi that spent
hours attempting to translate the word, and finally chose a phrase that
means “having one’s heart rurned upside down” (A. Niyongabo, per-
sonal communication, March 15, 2005).

More fundamentally, there is the question of whether the concept of
PTSD best reflects the experience of individuals in non-Western cul-
tures. Consider that the most common approach to studying PTSD in
non-Western c¢ountries typically involves these steps: translate PTSD
symptoms into a native language checklist; approach an indigent pop-
ulation; assess the listed symptoms; find the extent to which they are
endorsed by traumatized groups; report PTSD rates; and conclude that
PTSD exists in that culture. This exercise and the findings that result are
then used to support PTSD's presumed universality. An example of such
a study was conducted by McCall and Resick (2003}, They approached
the Ju'hoansi tribe of Kalahari Bushmen, and with the help of village
elders, identified individuals who had experienced domestic violence
and who were symptomatic. They then presented these individuals with
a translation of the DSM symptoms of PTSD. Not surprisingly, 35% of
the sample endorsed symptoms of PTSD.
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A critical problem with such an approach is that any constellation of
symptoms among distressed individuals will inevitably lead to a certain
number of positive cases. Consequently, the endorsement of distress
symptoms tells us little to nothing about the actual validity of a pro-
posed taxonomic entity. For example, suppose that we claim to have
discovered a new diagnostic category, which we will call “post-ampu-
tee neurosis” (PAN). We claim that individuals who have lost a limb,
especially as the result of trauma, will display a specific symptom pattern
conststing of hypersomnia, joint pain (outside of the affected limb), anger
outbursts, dissociative episodes, and intermittent periods of deflated self-
esteem. Now, we translate a list of these symptoms into local dialects,
and approach victims of the civil war in the Darfur region of Sudan. We
seek out amputees in particular, read off our checklist, and ask if they
have experienced these symproms. We would not be surprised to find that
a significant number endorse some of the symptoms. Moreover, we find
that amputees endorse symptoms at a higher rate than non-amputees,
and double-amputees endorse more symptoms than single amputees. Would
these resules validate the existence of PAN? Obviously not. Note that the
more distressed the group, the more likely they will endorse symptoms of
any form of pathology. And of course, amputees are likely to be more dis-
rressed than non-amputees (and double amputees more distressed than
single amputees). Consequently, amputees will endorse more symptoms of
PAN, or of most anything else on a psychiatric checklist, for that marter.

In order to assess how individuals from different cultures actually
respond to trauma, one must avoid decontextualized checklists and
instead cast a broader net. As the example of PAN illustrates, the nature
of posttraumatic responses assessed in research is largely a funcrion of the
methods used. Mackowiak and Barten (2008) recently used the symp-
tom checklist method in an analysis of the lives of four major historical
figures (Alexander the Great, Captain James Cook, Emily Dickinson,
and Florence Nightingale), and concluded that each likely suffered from
PTSD. Of course, an examination of checklists for many different disor-
ders might very possibly have resulted in the conclusion that these indi-
viduals fulfilled criteria in each instance. Thus, a depression checklist
could lead to a diagnosis of depression, a panic checklist to a diagnosis
of panic disorder, and so on. In fact, if one totally ignored historical and
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cultural contexts, it is possible that Alexander the Great could be retro-
spectively diagnosed with severe narcissistic personality disorder for want-
ing to conquer the world, and a possible psychotic disorder for believing
in multiple gods, including one who periodically sent lighrning bolts to
Earth and another who created love with shooting arrows.

Additional issues may influence the assessment of posttraumatic
responses, especially in non-Western cultures (Yeomans & Forman,
2009). Individuals may be motivated to respond with socially desirable
responses according to their perceptions of what an appropriate or favor-
able response might be. Such effects are particularly problematic given
the power imbalance that typically exists between Western researchers
and indigent populations. Western knowledge is often tacitly held t he
superior to local knowledge, regardless of its applicability in a particular
context {Wessels, 1999; Peddle, Monteiro, Guluma, & Macauley, 1999).
This can result in individuals modifying their reports, and perhaps
even their actual experience, to match the perceived expectations of
researchers. One example of this effect was found by Yeomans, Herbert,
and Forman (2008). In this study, indigent rural Africans with greater
exposure to Western PTSD psychoeducation reported more symptoms of
PTSD relative to those with less or no exposure.

Actual or anticipated secondary gain can also shape reports of trau-
matic reactions. Individuals in poverty-stricken societies may be moti-
vated to report symptoms of psychological distress in hopes of obtaining
resources directed toward those determined to be most needy (Kagee &
Naidoo, 2004). Similarly, resources for individuals in industrialized soci-
eties are sometimes contingent upon ongoing manifestation of SYmptoms.
For example, current policy of the American Veterans Administration
provides considerable compensation for PTSD-related disability, but
payment ceases if symproms remit (Fruch, Smith, & Barker, 1996). Such
contingencies can create powerful incentives to develop, maintain, and
report symptoms. This is not to suggest that individuals are necessarily
malingering, although deliberate exaggeration of symptoms undoubt-
edly sometimes occurs. Rather secondary gain may reinforce the actual
experience of postrraumatic symptoms. A parallel example exists among
petitioners for political asylum for whom success sometimes hinges on
the extenr to which PTSD symptoms convince a judge of the veracity
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of their trauma history. It is important to recognize that these incentives
exist for the clinician as well, if for no other reason than wanting to
“help” their clients. These concerns have been Jiscussed by Derek Sum-
merfield, a British psychiatrist who views PTSD as a Western “invention”
thar has heen impropertly imposed on non-Western cultures (Surnmerfield,
2001; 2002; 2004; 2005).

Problems with research methods that rely on decontextualized check-
lists, combined with issues related to petceived social desirability, power
differential between researcher and subject, and possible secondary gain,
highlight the importance of research methods that strive to avoid these
factors in order to provide the most accurate picture of responses to
trauma. Fxamples of good practices include so-called “ethnosemantic”
interviews by native interviewers that precede queries about specific symp-

roms in order to avoid contamination.

CULTURALLY SENSITIVE TREATMENT

Before discussing culturally sensitive treatment guidelines, it is important
to review several basic findings that pertain to posttraumatic reactions.
First, contrary to the prevailing conventional wisdom among many mental
health clinicians, the majority of people who experience traumatic events
are actually quite resilient (Agaibi & Wilson, 2005). Most will be initally
upset immediately following the trauma, and may experience a variety of
symptoms, but will recover within a matter of days to weeks. It is there-
fore important that inrerventions acknowledge and address the short-term
distress that most people experience, while simultaneously supporting fac-
tors that encourage resilience. Second, it is becoming increasingly clear
thar, in the immediate aftermath of trauma, people are acutely sensitive
to suggestions regarding expectations of how one should be responding.
Although such messages may come from the culture at large, they are
especially powerful when delivered by health care professionals. If one
conveys expectations that the trauma is likely to result in persistent symp-
toms, the likelihood of such symptoms increases. lf, on the other hand, a
clinician normalizes the traumatized individual’s experience as temporary,
transient reactions to extraordinary circumstances, with the clear expecta-

tion of full recovery, then the likelihood of recovery increases.
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Despite this overall pattern of resilience, a minority of individuals
continue to experience persistent and clinically significant symproms.
These individuals can benefit from scientifically supported treatments.
Yet, even this group should not be subjected to interventions that con-
vey that drawn-out posttraumatic symptoms are the normative reaction
to trauma. Clinicians should avoid over-pathologizing an individual's
reactions to adversity. Simply framing a reaction as a “symprom” of men-
tal disorder can lead to iatrogenic effects. As an illustration, in our study
of Burundian war trauma survivors, those who were randomly assigned
to attend an intervention workshop that contained a standard psycho-
educational component about PTSD had worse ourcomes than those
assigned to an equivalent intervention without the psychoeducational
cotmponent { Yeomans, Forman, & Herbert, in press).

Taken together, these facts suggest that a phased approach to inter-
vention is most appropriate, with interventions linked to the stage
an individual finds him- or herselt in relation to the traumatic event.
Therefore, we discuss intervention efforts in three stages: the acute post-
traumnatic phase, the subacute phase, and the chronic phase (Herbert &
Forman, 2006; Herbert & Sageman, 2002).

Acute Phase

The most important priority immediately following a traumatic event s
attending to the material needs of the rraumatized individual, including
safety, food, and medical intervention, as needed. Psychological inter-
ventions should focus on restorative and recuperative measures, in the
context of supportive, encouraging, and optimistic messages regarding
full recovery. The individual’s reactions should be normalized, without
undue attention. This is not the time for introspective analysis of the
meaning behind one'’s symptoms. Adequate rest is essential and medica-
tion can be prescribed as a sleep aid if necessary.

It is important to encourage meaningful activities to minimize moe-
bid preoccupation with the trauma and one’s symptoms. This is not to
suggest that individuals should be encouraged to avoid thoughts of the
trauma or distressing feelings associated with it, or from speaking about it
if they wish. Indeed, a growing body of evidence suggests that psychologi-
cal avoidance can be quite problematic (e.g., Hayes et al., 2004). Rather,
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the idea is to encourage an individual to engage in meaningful activi-
ties to avoid morbid preoccupation with the traumatic event, to encour-
age a sense of self-efficacy, and, as much as possible, to restore a sense
of normaley. In this regard, indigenous cultural practices and rituals can
be especially helpful. Thus, in certain Native American and Southeast
Asian cultures, a specific set of post-trauma rituals has developed to
cleanse the spirit and restore the soul (Wilson, 2006). In more collec-
tivist cultures in particular, community-building efforts can be especially
relevant. For example, after the 2008 Chinese earthquake, survivors
quickly set abour burying the dead, clearing rubble, and reconstructing
schools and other communal buildings. Such community-building etforts
have been empirically demonstrated to powerfully mitigate the effects
of rrauma in collectivist societies (Wang et al., 2000). More generally,
clinicians should promote culturally appropriate forces of emotional and
social support, and remain mindful thar rraumatic experiences and the
responses that follow take place within a cultural context.

As important as what to do in the immediate aftermath of a trauma is
what not to do. There is growing evidence that certain common postirau-
matic intervention programs (e.g., Critical Incident Stress Debriefing)
are at best ineffective, and at worse can be harmful. Indeed, professional
treatment guidelines, such as the United Kingdom’s National Institute
for Clinical Excellence guidelines, explicitly caution against the use of
posttraumatic psychological debriefing (Mayor, 2005). Certainly, clini-
cians do not want to export to non-Western cultures a treatment model

that has failed in its own milieu.

Subacute Phase

Even if morbid suggestions and expectations are carefully avoided, some
individuals develop persistent symptowms and require treatment. There is
no clear consensus on exactly when normal, transient reactions cross the
line to become “symptoms” of a disorder. As a general rule, we suggest
that clinicians consider treatment within weeks of a traumatic event if
reactions remain highly distressing and cause impairment in functioning,
as judged within the context of the individual’s social group and culture.

With regard to what treatment is advised during the subacute phase,
several studies in Western countries have supported the use of short-term
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cognitive behavior therapy. This type of intervention can he delivered a
few wecks following a traumaric event to those whose symproms have not
resolved on their own. Research has shown that short-term CBT in the
aftermath of trauma can be effective in preventing the development of
chronic problems (Bryant et al., 1998, 1999, 2003; Foa, Hearst-Tkeda, &
Perry, 1995). It is important to emphasize that this type of intervention
should only be used with individuals having significant distress and dys-
funcrion as a result of their symptoms. Thus, unlike debriefing programs
that are improperly recommended for all survivors, short-term CBT pro-
grams are targeted only for individuals with clinically significant symproms
that have persisted weeks following the event. As in the acure postrrau-
matic phase, it is important that morbid expectations be avoided, and that

indigent cultural practices be respected and incorporated into treatiment,

Chronic Phase

In the aftermath of rrauma, some individuals continue to experience a
chronic symptom picture, with impairment in functioning. A growing
research literature supports the effectiveness of several specific, cognitive-
behavioral therapy (CBT) interventions for chronic posttraumatic
symptoms. However, nearly all of this research has been conducted with
Western populations. Thus, the generalizability of these approaches across
cultures is uncertain. Nevertheless, there are several promising indi-
cators that the effects of CBT may generalize across cultures. First, the
samples of trauma victims in o number of Western effectiveness studics
were diverse ethnically and, presumably, culturally. Second, a few stud-
ies have specifically evaluated the effectiveness of exposure-based ther-
apy for PTSD with racial minority populations. For instance, Zoellner,
Feeny, Fitzgibbons and Foa (1999) compared the responses of African
Americans and Caucasians to exposure treatment and found equivalent
dropout and improvement rates. Similarly, a published series of uncon-
trolled case studies concluded that exposure treatment significantly
reduced PTSD symproms among low-income African American women
(Feske, 2001). Third, the specific techniques of CBT appear to be based
on sound, universal principles concerning anxiety reduction that might
be expected to cur across cultural lines (Rosen & Davison, 2003). Fourth,
there are a limited, but growing, set of studies of CBT-based interventions
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for non-Western trauma victims that echo findings with Western popula-
tions (e.g., Paunovic & Ost, 2001). In one study, 43 Sudanese refugees in
Northern Uganda were randomly assigned to receive either psychoedu-
cation, psychoeducation plus supportive counseling, or psychoeducation
plus narrative exposure therapy. Only those receiving exposure therapy
experienced decreases in PTSD symproms (Neuner, Schauer, Klaschik,
Karunakara, & Elbert, 2004).

On the basis of the above, we suggest that clinicians operate on the
assumption that standard CBT interventions, especially exposure-based
interventions, should be the rreatmenr of choice for chronic posttraumatic
symptoms in persons of varying cultural backgrounds. One important caveat
is that the intervention program, while retaining its core components, must
be adapted to be culturally respectful, sensitive, and appropriate.

ADDITIONAL STRATEGIES AND CONCERNS

Stress inoculation  training: Closely related to cognitive restructuring
is Stress Inoculation Training (SIT; Meichenbaum, 1993), a multicom-
ponent intervention comprised of relaxation, guided self-dialogue, covert
modeling (visualizing the successful confrontation of an anxiety-provoking
situation), role-playing, and thought stopping (e.g. subvocally saying the
word “stop!” to interrupt distressing ruminative thoughts). Although SIT
appears to be effective, some evidence suggests it is not as powerful as pro-
Jonged exposure and provides no incremental benefits (Foa, Rothbaum,
Riggs & Murdock, 1991; Foa et al., 1999). Moreover, growing evidence
suggests that attempring to suppress trauma-related cognitions through
such techniques as thought stopping may, in fact, paradoxically increase
the frequency and intensity of the thoughts (Harvey & Bryant, 1998).
Acceptance-based therapies: The paradoxical effects of thought stopping
point to the more general role of psychological avoidance (i.e. the avoid-
ance of aversive thoughts, memories, images, emotions, etc.; Herbert,
Forman, & England, 2009) in the development and maintenance of
PTSD. Several models of cognitive behavior therapy such as Acceptance
and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 1999)
directly address psychological avoidance and can be applied in the treat-
ment of PTSD (Orsillo & Batten, 2005; Walser & Hayes, 1998; Walser
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& Westrup, 2007). Although promising, lictle research has yet investi-
gated ACT for posttraumatic disorders.

Imagery rehearsal thevapy: Imagery rehearsal therapy (IRT: Davis, 2009:
Krakow et al., 2001) is a specific cognitive behavioral intervention that
can target nightmares and sleep disturbances associated with PTSD.
In addition to standard sleep hygiene interventions, IRT involves hav-
ing the patient write down a disturhing dream. The patient then mod-
ifies the dream however he or she desires, and the modified version is
then rehearsed daily in imagination. Initial studies of IRT are promis-
ing {(Maher, Rego, & Asnis, 2006). At the same time, clinicians should
be sensitive to culture views regarding dreams and dream content (e.g.,

when dreams are thought to involve spiritual messages).

Treatments to Avoid

When clinicians work with patients, it is as important to know what
treatments to avoid as what treatments to offer. For example, there is lit-
tle evidence to suggest that traditional psychoanalytic or supportive psy-
chotherapy are effective treatments for chronic posttraumatic symptoms.
Another approach lacking support is that of “psychoeducation,” at least as
it has been applied during debriefings in Western settings. As previously
noted, there is, in fact, some initial evidence that psychoeducation about
Western conceptions of PTSD is harmful rather than helpful. Recently,
concerns with psychoeducation have been extended to a non-Western
culture. In this study (Yeomans, Forman, & Herbert, in press), Burundians
with severe and multiple trauma histories were randomly assigned to one of
two versions of a four-day workshop, or a waitlist control. The two work-
shops differed only in that one intervention included a psychoeducational
component. Results indicated thar the psychoeducational component
reduced the beneficial aspects of the intervention program, presumably by
creating a morbid expectation on the pare of the participants.

A number of so-called “power” or “energy” therapies have been
aggressively promoted over the past decade for PTSD and related con-
ditions, both in the United States and throughout the developed and
developing world (Rosen, Lohr, McNally, & Herbert, 1998). The most
prominent of these are eye movement desensitization (EMDR; Shapiro,
2001) and thought field ctherapy (TFT; Callahan, 1985). These programs
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claim to operate via unusual mechanisms, and promise much more rapid
and effective treatment than standard therapies, including state-of-the-
art exposure-based treatments. The evidence, however, does not support
this claim. EMDR has been shown to be effective, but no more so than
existing trearments, and in some cases somewhat less so (Davidson &
Parker, 2001; Devilly, 2002; Devilly & Spence, 1999). lmportantly, the
distinguishing feature of EMDR-—eye movements or other bilateral,
therapist-induced stimulation—does not contribute to its effects, sug-
gesting that EMDR is but a variant of cognitive-behavior and exposure-
based techniques (Herbert et al., 2000). Similarly, there is no scientific
support for the miraculous claims made regarding TFT and its variants.
Despite these negative findings, power therapies have been exported
to Third World countries in curious forms and for all manner of afflic-
tions. The interested clinician can do an Interner search for these meth-
ods to find various examples (e.g., work in Africa by the Association for
Thought Field Therapy). We strongly recommend that therapists avoid
the power therapies, in favor of more scientifically supported treatments
whose claims are consistent with the available evidence.

By far the most potentially damaging treatment approaches for post-
rraumatic reactions are programs aimed at “recovering” repressed mem-
ories of traumatic events. Such therapies may involve any number of
techniques, including hypnosis, age regression, and guided imagery, that
are designed to uncover “repressed” traumatic memories, often of child-
hood sexual abuse. Research has now convincingly demonstrared that
traumatic repression is inconsistent with the way memory actually works
(Schacter, 1996), and that these highly suggestive techniques can actu-
ally create memories of abuse that never actually occurred, which are
then experienced as veridical (Loftus, 2003). Therapists should avoid
such approaches, and should be especially mindful of the risk of inadver-

tently creating memories through suggestive techniques.

CONCLUDING POINTS

In the past three decades, a tremendous interest in the psychological
effects of traumatic experiences has developed. Creation of the diagnostic
construct of PTSD in 1980 served as a catalyst ro jump-start research and
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clinical innovations into posttraumatic reactions. Such work has vielded
imporrant fruit. We have gained a clearer picture of normarive reactions
to aversive events and factors that impede or promote recovery. Effective
treatments have been developed for those with persistent symptoms. And
importantly, we have an increasingly clear sense of what nor to do.

The picture is not entirely positive, however. Despite these achieve-
ments, the construct of PTSD has become reified, commonly viewed as a
“natural kind” that exists relatively independent of its sociocultural con-
text. The results of cross-cultural and historical studies argue against this
perspective. There is mounting evidence that posttraumatic reactions are
shaped by a variety of factors. Among the most critical of these factors
is the cultural context, which largely determines not only which events
are experienced as traumatic, but the nature and degree of pathology
of subsequent reactions. History demonstrates that normative posttrau-
matic symptoms have changed over time, while cross cultural research
shows that despite some commonalities, symptoms appear to differ across
cultures even today. In addition, the popularity of PTSD tends to draw
attention away from one of the most striking facts about posttraumatic
reactions: Most individuals show remarkable resilience even following
severe traumatic events. It is critical that mental health professionals
focus on promoting such resilience, rather than inadvertently undercut-
ting it through well-intentioned but misguided efforts.

Rather than subsuming all posttraumatic reactions under the rubric of
a single biomedical diagnostic label (e.g., PTSD), there is growing evi-
dence that such reactions are best understood in their cultural context.
Clinicians will find that their assessment and intervention efforts are
most effective when infused with culturally sensitive practices.
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