Different Types of PTSD.

By John Hamling 



This paper is a preliminary piece without references. It will be developed, and have references added, as I come across relevant studies and observations. It has been written as a sort of brain storming exercise (it's not a tumor!!) and comments and criticisms are welcome, encouraged in fact. 



Introduction.
One of the difficulties in coming to terms with and treating PTSD is the etiology of the disorder. There are at least four types of situation that could result in the development of PTSD as defined in DSM IV. However, if the definition is restricted to life-threatening events, that is, those events that give rise to the emergency response of fight or flight, the number of instances of diagnosed PTSD would be less. I believe that those seemingly insignificant events which give rise to an emergency response do so only if there is a perceived threat to life or there is a link (conscious or subconscious) with a previous life-threatening event. 
Traumatic Events Likely to Satisfy DSM IV Criteria.

i). Life-threatening trauma (e.g., combat, torture). 

ii). Exposure to horror (e.g., road accidents, UN peace-keeping duty). 

iii). Regretted behaviour (e.g., commiting rape, killing women and children). 

iv). Degradation (e.g., rape victims). 
In terms of the DSM IV criteria each of the above would satisfy A (1) (actual threat to self or others) and (2) (response of fear, helplessness or horror) but I would not be surprised if there were different experiences of the B (how event is reexperienced), C (avoidance and numbing), and D (hyperarousal) criteria. For example: 
1. symptoms from criterion groups B (how event is reexperienced), and C (avoidance and numbing), would be expected to apply to situation i) (threat to life) more often than those from group D (hyperarousal);


2. situation ii) (exposure to horror) would be expected to give rise to symptoms B1-2 (distressing recollections and dreams), C1-3 (avoidance and selective memory loss) and D1 (sleep problems) more than any others;


3. situation iii) (regretted behaviour) to B3-5 (recurrent thoughts and feelings), C1-3 (avoidance and memory loss) and D1-5 (hyperarousal); and


4. situation iv) (degradation) to all. 
This suggests that victims of degradation may exhibit any of the possible symptoms while others would be expected to exhibit symptoms from a more restricted range of possibilities. Severe and/or complex reactions might also arise when the trauma incorporates more than one type of situation, for example, rape victims may have their lives threatened, rescue workers may work incompetently (leading to feelings of guilt - related to 'regretted behaviour'), and combat veterans are very likely to have their lives threatened and be exposed to horror. 
Reactions to different situations.

i). Life-threatening trauma. 

In cases of real threat to life either of the emergency responses of fight or flight would be appropriate. Fight to remove the threat or flee to get yourself out of harm's way. It is also possible for a person under threat to flee symbolically and escape from reality. This commonly involves dissociation and is best imagined as a vertical splitting of the psyche which allows one to operate outside the bounds of one's normal personality, unfettered by the everyday conventions of behaviour. The result can be extreme risk-taking and heroism, to the extent of sacrificing one's life to help others or to free oneself from an unbearable sense of fear. 
ii). Exposure to horror. 

There is no reason for the emergency response to be initiated following "simple" exposure to horror. Some form of psychological numbing is more probable as the experience is systematically worked through and incorporated into the individual's Weltanschauung or world view. Aggression exhibited by rescue workers is more likely to be anger in response to some regretted aspect of the operation than the horror itself. In other words, no matter what the horror, if you believe that you did all you could to help, an emergency response would suggest there are other factors involved. In other words, I believe that "simple" exposure to horror is insufficient to give rise to the same type of PTSD as situations i), iii) and iv). 
iii). Regretted behaviour. 

The emergency response, in its literal definition, would not be expected following regretted behaviour but a symbolic emergency response is possible. The defence mechanism of projection allows one to mark a scapegoat (perhaps the victim of a rape) as the catalyst for one's behaviour and presents a target for the fight response. For example, "she should not have tempted me by dressing so provocatively - she should be punished for making me do this". 

Alternatively, symbolic flight or flight from reality into illness (psychosomatic or mental) is an option. Psychosomatic disorders can be effective in preventing further incursions by placing physical blocks on particular actions. Mental illnesses work in preventing or atoning for the shameful behaviour in different ways, for example, compulsive firesetting may be a substitute for commiting shameful sexual acts (the mechanisms behind this type of behaviour are subconscious and arise from an association between the two events), and obsessive cleaning may be an act of undoing a 'dirty' behaviour or thought (e.g., "That thought/act is not typical for me - I'm not the sort of person who does those things - I'm a clean person"). 

The case of soldiers at war being ordered by a superior to commit atrocities presents a number of difficult issues. Disobedience may result in execution, and murder of the superior after the atrocity may simply compound existing feelings of guilt and shame. 
iv). Degradation. 

Those exposed to degradation are characterised by a sense of helplessness. The emergency response is appropriate but will be ineffective if the victim is under the control of the perpetrator. However, a symbolic emergency response provides some measure of psychological protection. Apportioning blame to those deemed responsible for one's personal protection (e.g., "he is my husband/father - he should have been here to look out for me") gives a target for the fight reaction and flight from reality into the downward spiral of self-blame and reduced self-esteem (e.g., "I can't look after myself - I'm useless") leads ultimately to escape by suicide. 
Discussion.
Repeated exposure to life-threatening situations or to degradation always carry the same sorts of risks to one's well-being and the drive for self-preservation, real or psychological, must be addressed. However, repeated exposure to horror can lead to a sense of mastery as one's world view comes to include the various aspects of death and destruction. There is no substitute for experience in occupations where exposure to horror is commonplace. 

Repeated instances of regretted behaviour is the only situation from this list that could conceivably lead to a deteriorating position. The inevitably-intensifying feelings of guilt or shame will lead to a more determined pursuit of the scapegoated catalyst. The result will be the commission of serial offences following the same pattern. 

The pattern of recovery from PTSD can also be expected to vary according to its origin. Recovery from PTSD resulting from exposure to horror seems to occur within a 'few' years of the event (usually less than three years). PTSD from other types of exposure seems to be considerably more persistent and symptoms may remain for the rest of the person's life. Some experiences are just too terrible to deal with and no amount of relaxation, hypnosis, visual-kinesthetic dissociation, cognitive restructuring, vigorous exercise, debriefing, finger-wagging, or spot-staring will remove the effects. 
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