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Trauma and its psychological sequelae

 Range of psychological responses

 Acute and longer term implications

 Associations with anxiety disorders, depression, substance 

misuse, adjustment problems

 Post-traumatic stress disorder (PTSD)

 Reaction to a life-threatening disorder

 Encompasses an increasing range of events and human reactions 

across different cultures

 ?cross-cultural medicalisation of normal human emotions



PTSD – diagnosis DSM 5

 Stressor
 direct exposure; witnessed; indirect- close relative or friend; repeated indirect 

exposure (course of professional duties)

 Intrusive memories (re-experiencing)
 Repeating reliving of the trauma

 Flashbacks, dreams/nightmares

 Negative alterations in cognitions and mood
 Numbness, emotional blunting

 Avoidance of stimuli that might arouse recollection of the 
trauma- effortful avoidance

 Alterations in arousal and reactivity
 Hypervigilance; exaggerated startle

 Insomnia



Intergenerational effects

 Studies across disciplines

 Parenting

 Clusters of adversities cascade across generations

 Disruption to parenting role

 Parental mental illness

 Aggression in families





Pathways linking war and displacement 

to parenting and child adjustment

Sim et al SSM 2018
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Avoidance 1
 For the individual

 Many effective treatments are exposure based

 Comorbid psychological and physical disorders, especially if 
untreated

 For their carers

 Buffering role of parents

 Impaired interpersonal relationships

 Parenting style less encouraging of independence

 Family social withdrawal: avoidance in dealing with child’s 
distress

 Emotional regulation and harsher parenting styles



Avoidance 2

 Therapeutic

 Stability

 Training and supervision

 Case load

 Intervention research

 Treatment of family systems

 Broader societal responsibilities

 Social fabric

 Supportive environments



Treatments 

Narrative Exposure Therapy



Trauma narratives

• no chronological order

• fragmented memories

• difficulties putting the experiences into words

Symptoms of PTSD are based on a pathological 

representation of traumatic experiences 



Taxonomy of Memory
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Non-declarative memory

(Hot Memory)

• Automatically activated by cues

• Sensory, emotional & physiological 
perceptions

• Fragmentary reports

• Sensation of “Here and Now“

Declarative memory

(Cold memory)

• Deliberately retrievable

• Knowledge about the event in the 
context of life, time & space 

• Chronological report

Nature of memory



Cases



1. Autism Spectrum Disorder and 

Psychosis

 ASD and intellectual disability (FSIQ 72, 3rd centile)

 poor expressive and receptive language

 PTSD following sexual and physical abuse by sports 

instructor when aged 9-11

 Identified flashbacks, rumination, nightmares, and distress at 

reminders on assessment.





2. Engagement with treatment
 Physical trauma, father in prison for abusing sibling

 Initially treated for depression and anxiety but by 3rd month 
evidence comorbid  PTSD

 Liked idea of a lifeline

 Only agreed to do this initially

 Needed longer to trust an adult when coming to trauma 
experiences vs talking about depression

 Lifeline in itself made some of the experiences clearer

 Non-threatening and simple

 Cathartic

 Took some months before decided to start the narration 



Conclusions

Unacceptable levels of untreated PTSD

Access to services

Avoidance plays out on many levels

Access to training
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