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POST-STRESS TRAUMATIC DISORDER
A provocative proposal
Giuseppe Craparo

Abstract
In the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders, Posttraumatic Stress Disorder has
been classified in a new category called “Trauma- and Stressor-Related Disorders”. In this paper, the author considers
as traumatizing those stressors that may cause a traumatic syndrome in individuals with specific psychobiological
vulnerabilities. On the basis of the interpretation he has given of the relationship between trauma and stress, the author
suggests the use of the construct of Post-stress Traumatic Disorder (PSTD) instead of Posttraumatic Stress Disorder
(PTSD), as it gives a more accurate account of the actual series of developments.
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Introduction
The fifth edition of Diagnostic and Statistical Manual of
Mental Disorders (APA 2013) has made some significant
changes regarding the classification of Posttraumatic
Stress Disorder, as it appeared in the previous editions
(APA 1980, 2010). Firstly, PTSD has been removed from
the category “anxiety disorders” and placed in the new
category of “disorders related to traumatic and stressful
events”; in other words, it has been grouped together with
those disorders in which the exposition to a potentially
traumatizing event(s) is listed as one of the criteria in
diagnosing the disorder (Comer 2011). The principal
reason that PTSD was excluded from “anxiety disorders”
is that anxiety is no longer considered the principal
symptom, but rather one of the many symptoms that can
lead to a diagnosis of PTDS (together with flashbacks,
depression, disturbing dreams, etc.).
Among the changes to the criteria used to determine
the presence of PTSD is the introduction of detailed
description of the events (see table 1) where the existence
of trauma is related to the objective relevance of the
event. For example, trauma is associated with events
like receiving death threats, being the victim of grievous
bodily harm or sexual violence. The objective of the
DSM-5 task force was to make a net distinction between
a “traumatic” event and an event which was merely “very
unpleasant”. The need to make this distinction grew out
of concern among clinicians that PTSD was being overdiagnosed.
In addition, Criterion A2 of the DSM-IV-TR regarding
the presence of an emotional reaction of fear, horror or
impotence has been reformulated and reintroduced as
Criterion D4 “Persistent negative emotional state (e.g.
fear, horror, anger, guilt, or shame) (APA 2013).
Another change can be seen in the inclusion of a
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group of symptoms related to the negative alteration
of thoughts and feelings associated with the traumatic
event(s) / (Criterion D).
Also of particular interest is the insertion of
Criterion D2 and D3 which would seem to signal a
greater consideration for the cognitive and emotional
lived experience that was elicited by the trauma. In
my opinion, this constitutes a timid attempt to include
the psychological characteristics in a construct like that
of trauma, which, in any case, always remains tied to
objectively traumatizing events (see, for example, table 2).
Unlike the classical psychiatric approach, from a
psychodynamic point of view we can read in Table 2 a
list of potentially traumatizing events. In other words, the
traumaticity of an event should be linked to the inability
of a person to modulate violent emotional experiences
provoked by stressful events.

The role of dissociation in posttraumatic stress
disorder
Of all of the changes that appear in DSM-5 perhaps
the most important is the specification of the dissociative
symptoms of depersonalization and derealization. Their
inclusion would seem to be a response to the numerous
solicitations of researchers and clinicians who believe
it is opportune to emphasize the importance of these
dissociative reactions that are frequently present in
the post-traumatic syndromes. However, as is the case
with the very definition of trauma itself, there is no
unequivocal consensus of opinion on the relationship
between post-traumatic stress disorder and dissociation.
For example, in an article published in the American
Journal of Psychiatry, Lanius and her colleagues
(2010) distinguish between two sub-types of PTSD
(dissociative and non-dissociative). This distinction,
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Table 1. Diagnostic criteria for Posttraumatic Stress Disorder in the last two editions of the DSM
DSM-IV-TR
A. The person has been exposed to a traumatic event in
which both of the following were present:

DSM-5
A. Exposure to actual or threatened death, serious injury, or sexual
violence in one (or more) of the following ways:

1) The person experienced, witnessed, or was confronted
with an event or events that involved actual or threatened death
or serious injury, or a threat to the physical integrity of self
or others.
2) The person’s response involved intense fear, helplessness, or
horror. Note: In children, this may be expressed instead by
disorganized or agitated behavior.

1) Directly experiencing the traumatic event(s).
2) Witnessing, in person, the event(s) as it occurred to others.
3) Learning that the traumatic event(s) occurred to a close family member
or close friend. In cases of actual or threatened death of a family member
or friend, the event(s) must have been violent or accidental.
4) Experiencing repeated or extreme exposure to aversive details of the
traumatic event(s) (e.g., first responders collecting human remains; police
officers repeatedly exposed to details of child abuse).

B The traumatic event is persistently reexperienced in one
(or more) of the following ways:
3) Recurrent and intrusive distressing recollections of the
event, including images, thoughts, or perceptions. Note: In
young children, repetitive play may occur in which themes
or aspects of the trauma are expressed.
4) Recurrent distressing dreams of the event. Note: In children,
there may be frightening dreams without recognizable
content.
5) Acting or feeling as if the traumatic event were recurring
(includes a sense of reliving the experience; illusions,
hallucinations, and dissociative flashback episodes,
including those that occur on awakening or when
intoxicated). Note: In young children, trauma-specific
reenactment may occur.
6) Intense psychological distress at exposure to internal or
external cues that symbolize or resemble an aspect of the
traumatic event.
7) Physiological reactivity on exposure to internal or external
cues that symbolize or resemble an aspect of the traumatic
event.
C Persistent avoidance of stimuli associated with the
trauma and numbing of general responsiveness (not
present before the trauma), as indicated by three (or
more) of the following:
8) Efforts to avoid thoughts, feelings, or conversations
associated with the trauma
9) Efforts to avoid activities, places, or people that arouse
recollections of the trauma
10) Inability to recall an important aspect of the trauma
11) Markedly diminished interest or participation in significant
activities
12) Feeling of detachment or estrangement from others
13) Restricted range of affect (e.g., unable to have loving
feelings)
14) Sense of a foreshortened future (e.g., does not expect to
have a career, marriage, children, or a normal lifespan)

B. Presence of one (or more) of the following intrusion symptoms
associated with the traumatic event(s), beginning after the traumatic
event(s) occurred:
1) Recurrent, involuntary, and intrusive distressing memories of the
traumatic event(s).
2) Recurrent distressing dreams in which the content and/or affect of the
dream are related to the traumatic event(s)
3) Dissociative reactions (e.g. Flashbacks) in which the individual feels or
acts as if the traumatic event(s) were recurring.
4) Intense or prolonged psychological distress at exposure to internal
or external cues that symbolize or resemble an aspect of the traumatic
event(s).
5) Marked physiological reactions to internal or external cues that
symbolize or resemble an aspect of the traumatic event(s).
C. Persistent avoidance of stimuli associated with the traumatic
event(s), beginning after the traumatic event(s) occurred, as evidenced
by one or both of the following:
1) Avoidance of or efforts to avoid distressing memories, thoughts, or
feelings about or closely associated with the traumatic event(s).
2) Avoidance of or efforts to avoid external reminders (people, places,
conversations, activities, objects, situations) that arouse distressing
memories, thoughts, or feelings about or closely associated with the
traumatic event(s).
D. Negative alterations in cognitions and mood associated with the
traumatic event(s), beginning or worsening after the traumatic
event(s) occurred, as evidenced by two (or more) of the following:

1) Inability to remember an important aspect of the traumatic event(s)
(typically due to dissociative amnesia and not to other factors such as head
injury, alcohol, or drugs).
2) Persistent and exaggerated negative beliefs or expectations about
oneself, others, or the world.
3) Persistent, distorted cognitions about the cause or consequences of
the traumatic event(s) that lead the individual to blame himself/herself or
others.
D. Persistent symptoms of increased arousal (not present
4) Persistent negative emotional state (e.g., fear, horror, anger, guilt, or
before the trauma), as indicated by two (or more) of the shame) [A2 in the DSM-IV-TR]
following:
5) Markedly diminished interest or participation in significant actives.
6) Feelings of detachment or estrangement from others.
1) Difficulty falling or staying asleep
7) Persistent inability to experience positive emotions.
2) Irritability or outbursts of anger
3) Difficulty concentrating
E. Marked alterations in arousal and reactivity associated with
4) Hypervigilance
the traumatic event(s), beginning or worsening after the traumatic
5) Exaggerated startle response
event(s) occurred, as evidenced by two (or more) of the following:
Duration of the disturbance (symptoms in Criteria B, C, and
D) is more than 1 month.
The disturbance causes clinically significant distress or
impairment in social, occupational, or other important
areas of functioning.

1) Irritable behavior and angry outbursts typically expressed as verbal or
physical aggression toward people or objects.
2) Reckless or self-destructive behavior.
3) Hypervigilance.
4) Exaggerated startle response.
5) Problems with concentration.
6) Sleep disturbance.
F) Duration of the disturbance (Criteria B,
C, D and E) is more than 1 month.
G) The disturbance causes clinically significant distress or impairment
in social, occupational, or other important areas of functioning.
H) The disturbance is not attributable to the physiological effects of a
substance (e.g., medication, alcohol= or another medical condition.
Specify whether:
With dissociative symptoms: The individual's symptoms meet the criteria
for posttraumatic stress disorder, and in addition, in response to the
stressor, the individual experiences persistent or recurrent symptoms of
either of the following:
Depersonalization
Derealization

Note: The criteria that are presently exclusively in DSM-5 appear in italics.
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Table 2. Examples of traumatizing events that are
usually associated with PTSD
Traumatizing events
Sexual violence
Sexual abuse
Physical abuse
Emotional neglect
Death of a family member or friend
Witnessing the death of a family member or friend
Grievous bodily injury
Flood
Tsunami
Heat wave
Eruption of a volcano
Hurricane
Land slide
Avalanche
Snow storm
Tornado
Earthquake
Car accident
Train accident
Terrorist attack
Combat
according to the authors, seems to be supported by
neuroscientific evidence which shows a net separation
between subjects with PTSD who report high levels of
psychological distress, hyperarousal and flashback and
a second type of PTSD subject who shows dissociative
symptoms such as depersonalization and derealization
in the absence of physiological states of hyperactivation.
From a neurobiological prospective, Lanius and her
colleagues affirm that the conditions present in the first
subject type are the result of emotional undermodulation
associated with an inadequate prefrontal inhibition
of the activity of the limbic region. In contrast, the
dissociated type shows an emotional overmodulation
mediated by an excessive inhibition brought about by
the prefrontal cortex on the limbic system.
The arguments offered by Lanius and her colleagues
in defense of their position did not, however, convince
Dorahy and Van der Hart O (2015). According to
Ellert Nijenhuis (2014), dissociation is an integral part
of posttraumatic stress disorder. For Nijenhuis it is
impossible to isolate a non-dissociative sub-type and
distinguish it from the dissociative type. On this point
he observes (Nijenhuis, 2013):
In an important article published in this journal
Lanius and her colleagues (2010) assert the existence
of dissociative and non-dissociative sub-types of
PTSD. They offer convincing evidence of two different
patterns of psychobiological reactions to the memory
of traumatic experiences in patients with PTSD:
hyperarousal associated with reliving the traumatic
experience vs depersonalization, derealization without
hyperarousal. The first sub-type would be nondissociative in nature whereas the second would be
dissociative. In any case, this categorization is not very
clear. As Lanius and others have noted, dissociation
involves the compartmentalization of memory and
the discontinuity of the experience of the self. It
follows then that in dissociation the (re)actions and
mental contents belonging to one (psychobiological)
compartment are not present (or are less present) in
another compartment. This division of the memory, and
Clinical Neuropsychiatry (2016) 13, 4/5

of the experience of the self, is manifested in positive
and negative dissociative symptoms. For example, the
totality of compartmentalized reactions and mental
contents of a survivor can be dissociated from what
he feels, knows and remembers: these are negative
dissociative symptoms. Positive dissociative symptoms
involve the intrusion of a totality of compartmentalized
reactions and mental contents into another totality.
These intrusions produce a re-experiencing of the
traumatic memory described in the DSM-IV as
“dissociative flashback”, emotional and physical
sensations and auditory hallucinations associated with
the trauma (Van der Hart, Nijenhuis, Steele 2006;
Nijenhuis, Van der Hart 2011). The logical conclusion is
that both patterns of psychobiological reaction in PTSD
described by Lanius and his colleagues are dissociative
in nature.
Our definition of dissociation as the result of a
profound division of an individual’s personality into
mental sub-systems, could bring some clarity into the
present discussion.
From our point of view in one of these sub-systems
the patient remains obsessed with/fixated on/ blocked in
traumatic memories, the activation of which provokes
the re-living of some of the aspects of the traumatizing
event, as well as states of hyper hypo activation. In
another sub-system the patient mentally avoids these
memories through dissociation (emotional blunting,
depersonalization, derealization and dissociative
amnesia). These two sub-systems can intrude into
each other. Traumatized patients differ in the level
of domination of one of the two sub-systems. The
alternating dominance of these sub-systems, with their
respective psychobiological characteristics, has been
documented in survivors (Reinders et al 2006). We
suggest a serious reconsideration of the often neglected
argument that considers PTRD to be a dissociative
disorder (pp. 7-14).
Specifically speaking Nijenhuis connects PTSD
to a structural dissociation of the personality into a
part that is apparently normal (ANP) and a part that
is emotional (EP). In short, the author explains his
decision to collocate PTSD among the dissociative
disorders because of the structural division supposedly
at the root of a series of positive dissociative symptoms
(for example, the re-emergence of auditory and visual
perceptions tied to the event) and negative dissociative
symptoms (for example, depersonalization). According
to Nijenhuis these two types of symptoms are rooted in
the tendency of the EP (where the traumatic memories
are deposited) to emerge to the level of consciousness
while the ANP tends to have the opposite reaction.
Van der Hart, Nijenhuis and Steele (2006) distinguish
between the following three levels of complexity in the
structural division of the personality in relation to the
gravity of the trauma experienced:
a) primary structural dissociation, in other words,
the simplest and most basic division of personality
in response to traumatizing events into a single
ANP and a single EP. This type of dissociation
includes acute stress disorder, PTSD, some simple
dissociative disorders, simple types of dissociative
syndromes effecting motor activity and sensitivity
according to the ICD-10;
b) secondary structural dissociation, in which an
additional division of the emotional part (EP) occurs
while the single ANP remains intact. This type of
dissociation includes complex PTSD, not otherwise
specified extreme stress disorders, dissociative
personality disorders connected to traumas,
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borderline personality disorder, complex types of
dissociative syndromes effecting motor activity and
sensitivity according to the ICD-10;
c) tertiary structural dissociation, characterized by an
additional division of both the emotional part (EP)
and the apparently normal part (APN). This type
includes dissociative identity disorder.
Colin Ross (2014) does not agree completely with
the proposal of Nijenhuis et al, noting that the mere
presence of a structural dissociation of the personality
does not on its own justify collocating PTSD among
the dissociative syndromes. I believe that further
studies are necessary before we can list PTSD in the
category of dissociative disorders. That said, however,
I also believe that PTSD has a significant relation
with the structural dissociation of the personality.
This relationship between structural dissociation and
PTSD has two important implications: 1) we might
consider PTSD as a specific dissociative syndrome; 2)
structural dissociation might be considered as a factor
of psychological vulnerability to trigger post-traumatic
symptoms in response to stressful situations, translating
this stressful experience into a traumatizing event (see
the next paragraph of this paper).

From stressful event to traumatic stress
As is widely known, PTSD has always been
distinctive from other disorders because of the net
definition of what is to be considered as traumatic. In
this regard the DSM-5 task force rightly decided not to
leave any space for free interpretation and they defined
as traumatic the real experiencing of an event that is
particularly stressful: in this way the extraordinary
nature of the event is emphasized and, as has been noted
above, any tendency to include merely ‘unpleasant’
experiences in the list of traumatizing events is
precluded. It is true, however, that in this reading
the terms (psychological) trauma and stress coincide
with each other, leaving little space to the subjective
dimension and to the psychological vulnerability that
inevitably conditions the response of the subject to the
so-called traumatizing event.
Studies of a psychodynamic orientation have found
that things are not really as the DSM would suggest
they are. In fact, even though the real experience of
a stressful event cannot be overlooked, this does not
necessarily mean that the subject will develop a posttraumatic syndrome as a result. This would seem to
suggest that it is necessary to distinguish trauma from
stress. Put more succinctly, a natural catastrophe is
certainly a particularly stressful event but it is not
necessarily traumatizing. As Fonagy and his colleagues
(2009) have affirmed, the reaction of the traumatized
subject to the actual stressor has a ratio of 90% -10%, in
other words, 10 % of their emotional reaction is based on
factors involving the current stressor and 90% is based
on traumatic stress factors from the past . This 90-10
ratio clearly shows that the concept of trauma should not
be linked to the objective nature of the stressful event
itself but to the presence, to a greater or lesser extent, of
psychological vulnerability that can induce the subject
to respond to the stressor in a dysfunctional manner that
triggers the development of the symptoms of PTSD.
Among the psychological conditions that can make a
subject vulnerable to the development of post-traumatic
syndrome are: a deficit in the capacity for resilience,
dysfunctional strategies for coping, alexithymia, a
deficit in mentalization, the presence of a pre-existent
psychological condition (for example, depression, a
80

psychotic condition, etc.).
According to Davison and Foa (1991), some factors
that may favor the development of posttraumatic stress
disorder are: 1) a genetic-constitutional vulnerability to
psychiatric disorders; 2) childhood trauma; 3) certain
personality traits (for example, the presence of an antisocial disorder, the condition of borderline personality or
the presence of paranoid personality disorder; 4) recent
stress or change; 5) the lack of adequate social support;
6) serious recent alcohol abuse; 7) the perception that
the locus of control is external rather than internal.
So while it is true that a catastrophic experience is in
itself more or less stressful because it distances the subject
from the condition of psychophysical equilibrium,
the traumaticity of the experience actually manifests
itself in the appearance of a traumatic syndrome that is
related to a psychophysical vulnerability of the subject
(Craparo, 2014). To put it more succinctly, even though
an event can be objectively stressful (to a greater or
lesser extent), the traumaticity that results is closely
related to the subjective experience. It follows then
that two combinations are possible: an event may be
objectively stressful but not subjectively traumatic or it
may be objectively stressful and subjectively traumatic
(Craparo et al. 2014a,b). Only in the latter case can it be
said that stress and trauma coincide with each other. For
this reason it would be opportune not to limit the use
of the term trauma to the experiences listed in Criterion
A for posttraumatic stress disorder, and to consider
the traumatic impact of the stressful events listed as
being much more related to biological, psychological
and social factors than to the event in itself (Craparo,
Magnano, Faraci 2014; Magnano, Craparo, Paolillo
2016). I believe that such a reformulation would
permit us to focus greater attention on posttraumatic
stress disorders brought about by those events, like
childbirth, that while in no way objectively comparable
to a natural catastrophe, may nonetheless have such a
strong emotional impact on a person as to provoke real
symptoms of posttraumatic stress disorder (Ross 1941).
The reaction to a traumatizing event, depending on
[the subject’s] capacity for resilience, ability to cope,
affect regulation, mentalisation (Giannini et al. 2011), etc.
can follow two different paths: 1) resolution through the
achievement of a new equilibrium (a new homeostatic
condition) in which even though the subject retains the
memory of the stressful event he manages nonetheless
to limit the occurrence of the emotions associated
with the event itself; 2) the traumatic experience lived
in relation to the conditions of the psycho-biological
vulnerability of the subject.
Diagram
Two different pathways (a: normal and b: pathological)
(a) Stress

New equilibrium (b)
Psychological trauma
From this point of view the trauma, in as much
as it is produced by the dysfunctional psychological
reactions of the subject, neither precedes nor coincides
with the stress, but follows it. For this reason it would
be opportune to speak of post-stress traumatic disorder
(PSTD) rather than posttraumatic stress disorder
(PTSD).
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Conclusion
The construct of posttraumatic stress disorder
contained in the diagnostic indications provided by
DSM-5, while including important changes, does not
distance itself significantly from what was indicated
in DSM-IV-TR, and so pays the price for failing
to distinguish between stress (or stressful events)
and trauma (or traumatizing events). In my view
it is necessary to delimit the field of what should
be considered traumatic in relation non only to the
objective characteristics of the event but above all in
relation to the experience the subject makes of that event
in association with his psychophysical constitution.
The impact (traumatizing) of an event will manifest
itself in the emergence of post-traumatic syndromes,
in symptoms of posttraumatic stress disorder. In this
brief article I have traced a path on which trauma does
not proceed stress but rather follows it and so I prefer
to speak of a sense of the subjectively traumatic which
is given to the stress après-coup. For this reason, I
would like to make the slightly provocative proposal
for the term post-stress traumatic disorder, which I
believe is a truer rendition of the passage of stress to
traumatic stress (it is attested from the presence of a
post-traumatic syndrome).
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