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TRAUMA
— CONTROVERSIES SURROUNDING THE CONCEPT,
DIAGNOSIS, AFTERMATH,
AND PRACTICAL IMPLICATIONS

The way of understanding trauma still remains eiatuissue in both theoretical and practical
terms (in diagnosis and therapy). In this artiele,discuss the controversies around the definition,
the process of diagnosing, and the consequenctawnha. The subject of analysis is the current
diagnostic criteria for trauma (the narrow and drapproaches to trauma), including those set out
in the current classifications of mental disordé@D-10 and DSM-5. We discuss posttraumatic
stress disorder syndromes as well as the imparaofatic events on mental health and psycho-
social functioning. The principles of support foegple who have experienced trauma are also
suggested.
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Introduction

Among many events and stressful situations, thégedicular importance
are traumatic events threatening health or lifeinduwhich a person experiences
intense fear and a sense of helplessness (Lisi3kmle1998, 2005). After the
American Psychiatric Association distinguished aedse entity called “post-
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traumatic stress disorder” (PTSD; DSM-IIl, 1980)aintained in subsequent
editions (DSM-IV and DSM-5) and subsequently by Werld Health Organiza-

tion (ICD-10,1997), interest in the characteristics, scale, aftermath of trau-

matic events began to increase. The key elemethteise reflections is the con-
cept of trauma, whose definition changed over #ay.

Initially, trauma was defined as a kind of stredseyond the range of ordina-
ry human experience and distinguished from otheghker stressors such as eve-
ryday worries or critical life events. Empiricaligies showed that there are con-
siderable individual differences in the experiemufetraumatic events (Lis-
Turlejska, 2005; Popiel & Pragtowska, 2009; Zawadzstrelau, 2008). Nume-
rous studies also prove that strongly stressfuhesveith traumatic potential are
a frequent phenomenon in the general populatiosTurlejska, 2005; Norris &
Slone, 2007).

There is no consensus regarding the frequencyeobtlourrence of traumatic
events; the earliest studies conducted in the drBtates suggested a rare occur-
rence of traumatic events (about 1%) and posttréiandisorders (Helzer, Ro-
bins, & McEvoy 1987; Breslau, Davis, Andreski, &t&son, 1991). Since that
time, a constant increase in the occurrence ohiedic events has been obser-
ved, which may stem from actual increase in exmos$orsuch events (civiliza-
tional, technological, and social changes) as agfrom progress in the metho-
dology of research devoted to these events and dfffeccts. It is estimated that
exposure to a traumatic event during the lifetimaestern countries varies from
25% to 92% for men and from 18% to 87% for womenrefBu et al., 1998),
while in the USA these percentages are 60.3% fan ared 51.3% for women
(Kessler, Sonnega, Bromet, Hughens, & Nelson, 1985poland, studies devo-
ted to these issues have been few; one of themeistudy conducted by Lis-
Turlejska (2005) on a sample of students, in whiglt% of the participants
reported having experienced at least one traureaiot (according to DSM-IV
criteria), the mean number of such events beingifstgntly higher among men
than among women.

The need for in-depth reflection on the issue afitna stems from several
causes: greater demand for professional suppadtthie@nface of increasing risk
factors for trauma, difficulties related to its giensis and results, and the diffe-
rentiation of the clinical symptoms of trauma freeactions to normative expe-
riences. What is also important is the need to tateaccount the legal regula-
tions pertaining to the victims of traumas and simes to their perpetrators
(e.g., violence, traffic accident). The understagdof the magnitude of trauma
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and the assessment of its severity is importatitérassessment of its results and
in planning support.

The faces of trauma and difficulties
in defining and diagnosing it

Definitional controversies mainly concern the gimstof which events are
traumatic and which ones are not. Generally spggakimere are two ways of
understanding trauma, based on its essence, fregudroccurrence, and con-
sequences: a broad one and a narrow one.

In the broad sense, the term “trauma” can be usedfer to all psychologi-
cal injuries occurring at different stages of huntiéa (crises, conflicts, chronic
somatic and well as mental diseases threatenieptlifat involve a risk of emo-
tional, cognitive, or social disorders. This undansgling of trauma is close to the
concept of a stressful situation. In the narronwssetrauma is treated as a kind of
severe stressor that exposes a person to the tirdasing life or sustaining
a serious bodily injury, usually has a sudden, atrolled character, and may
concern many people simultaneously. This also sefessituations of witnessing
such an event (Folkman, 2011; Skinner & Zimmer-Geckb 2011; Solomon &
Heide, 1999; Terr, 1991).

Special controversies concern the diagnosis ofmesuoccurring in child-
hood. Terr (1991) distinguishes two main typesrafitna experienced in this
period of life: Type | and Type II. The former igesult of an individual event of
short duration (e.g., kidnapping, witnessing a reurdwhile the latter encom-
passes long-term situations and repeated situatibegposure to external trau-
matic factors.

Observations concerning the negative consequerfceolonged traumatic
events have been confirmed in numerous studielsadtbeen shown in those
studies that the percentage of people exhibitin@G[PDr depression increases
with the increase in the number of traumatic evemgerienced. The highest
likelihood of PTSD in women is connected with ertedy traumatic experiences
of sexual violence, while in men it is connectedhwdiseases or accidents threat-
ening life or with witnessing a tragic death oremsault (Lis-Turlejska, 2005).

In DSM-5 (APA, 2013), the concept of trauma appeaamly in the descrip-
tion of PTSD and acute stress syndrome (ASD). Tdmeept of trauma has been
more specifically defined here and the diagnostitegories of PTSD and ASD
have been moved from the group of anxiety disortethe group of disorders
stemming from an injury or a stressor. This highigythe role of a traumatic
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event as an etiological factor in these and reldisdrders, in contrast to other
anxiety disorders, for which the presence of sucleeent is not necessary. In
DSM-5, trauma is understood as a special type ehefstressor); the following

are enumerated as events of this kind: (1) expasuaetual death, (2) exposure
to threatened death, (3) exposure to actual oatbned serious injury, and (4)
exposure to actual or threatened sexual violencarebVer, this classification

specifies the conditions relating to the circumseanof such events, of which at
least one must be met for the event to be recodrasetraumatic. These condi-
tions are:

(1) direct experience of a traumatic event;

(2) being a direct witness to a traumatic event;

(3) indirect experience by receiving informatiomta close family member
or a friend was in danger of an injury. If the mzatic event involved death or
a threat to life, it must have been a violent onaroaccident.

(4) multiple or extreme exposure to aversive detailtraumatic events, usu-
ally in the course of professional activities (ge@mnergency services). Indirect
exposure in the nonprofessional context (electrameclia, television, movies, or
photographs) is excluded here.

It is worth noting that the criterion of subjectieenotional response (fear,
helplessness, terror) to the traumatic event, witield been present in the
previous edition of the DSM manual, was removednfldSM-5. The authors of
DSM stressed that detecting the presence of tliisrion posed practical dif-
ficulties since it did not have an objective chéesa@nd could be based solely on
the subjective experience of the person exposddtanatic events and on their
individual ability to interpret the emotions exparced. This criterion was also
problematic with regard to victims of traumatic etee(e.g., victims of car acci-
dents) who had lost consciousness in the coursieeoévent (e.g., as a result of
skull and brain injury). Such people were laterhlaedo give an account of their
subjective reactions to the events because thédsletehow the event happened
were shrouded by amnesia. The removal of thisraitefrom the list of criteria
necessary for trauma to be diagnosed enables graajextivity in diagnosing
PTSD and ASD. Additionally, some empirical studyesded results challenging
the legitimacy of including this criterion in PTS&ssessment. An example is
a study of over 900 war veterans, in which theecigh of subjective emotional
reaction to the traumatic event turned out to reoalstatistically significant pre-
dictor of PTSD, although it was associated withititensity of PTSD symptoms
in those individuals in whom this disorder occur(@sei-Bonsu et al., 2012). In
a study of PTSD syndrome stemming from the expeeesf sexual violence it
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was found that the presence of subjective emotioeattion to the traumatic
event did not have predictive value for psycholagiprofessional, and somatic
functioning (Palmieri, 2002). A different study, rahucted on three different
samples, also revealed no relationship betweesubgective criterion for trau-
ma and its consequences in the form of PTSD syngptedard-Gilligan &
Zoellner, 2008). In further research, scholars tjoesd the validity of the crite-
rion of subjective emotional reaction to the evesimce they found that other
emotional reactions to the event had similar ptedicvalue with regard to the
level of PTSD symptoms as reactions with conteisted in DSM-IV criteria
(fear, helplessness, terror; Hathaway, Boals, &Baf010). The changes visible
in DSM-5 mark a trend towards greater objectivitythe definition of trauma.

In the literature on the subject, the concept gbtentially traumatic event
(or a potentially traumatic stressor) is sometimesd, which highlights the dis-
tinction between the objective event and an indigidwvay of reacting to it. In
this kind of approach, an event has a traumaticacher when it causes post-
traumatic symptoms in a person (Lis-Turlejska, 200this understanding of
trauma seems controversial, though, due to thetlfattit makes the recognition
of an event as traumatic dependent on the occwerehpsychopathological con-
sequences: when these are absent, the event reomynpotentially traumatic.
This may imply the controversial conclusion thagréh are no objectively trau-
matic events. It seems, however, that an event maag a traumatic character
even when a particular person’s reaction to tha&nevs within the norm and
when the person has effectively coped with thesstresulting from that event.
The authors of the present article believe thatna has a dual nature, compri-
sing the occurrence of a traumatic event and agtsobjective emotional reac-
tion to it; the reaction may but does not haveviohee into a psychopathological
condition.

The solutions applied so far make it possible tochade that, in practice,
trauma diagnosis is not simple and that difficgltie this regard can concern the
following issues:

— The subjective vs. objective character of traumere are considerable
individual differences in the perception of theutraatic nature of certain events;
consequently, the subjective perception of thenti@ic character of the same
event may differ across individuals.

— Despite attempts to systematize traumatic eardsdistinguish them from
other, nontraumatic stressors, the borders of treapt of trauma may differ
across social and cultural communities.
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— A difficulty in trauma assessment may arise i ¢lwaluation of events that
took place in a distant past, for example in clolith Their retrospective evalu-
ation is exposed to distortions connected with nmynpvocesses and with the
change in their evaluation from the perspectivpaxfsing time.

— Trauma superimposed on previously existing desirccan significantly
hinder recognizing the actual significance of egemith traumatic potential.

— In some cases of assessment or therapy as wigll sasne legal circum-
stances, there is a risk of “suggesting” a trauona person who did not evaluate
a particular event as traumatic before. As a rethdt person may evaluate his or
her past experiences as traumatic, harmful, antifgjng for legal claims.

— What is important in this regard is the individggstem of values that
determines what significance is attributed to vasievents, including traumatic
ones (diminishing or magnifying their subjectiv@lgrceived traumatic character).

Additionally, it is possible to identify a numbef factors (cultural factors,
the model of family functioning, individual and s$alcperception of difficult
situations, health condition, situational and sloc@ntext) that are important to
understanding and assessment. What is also ofismmie is legal aspects, such
as the penalization of certain acts or the motivatd make legal claims.

In the process of assessment, trauma can be utidextes] or overestimated.
The causes behind this state of affairs are nurseriney concern the way of
diagnosing trauma, the way of analyzing and assgdbk relations between the
person’s resources and the traumatic experieneeinttividual way of perceiv-
ing and evaluating the situation, and the availgbibf support. It should be
stressed that the consequences of underestimatimyevestimating a trauma
significantly affect the person’s functioning, qgitialof life, health condition, and
social functioning.

Trauma underestimation can be a risk factor foryrfanms of disorders in
the traumatized person’s functioning: a sense oélioess and social isolation,
a sense of harm, self-destructive behaviors, aesehguilt, the consolidation of
generalized negative cognitive schemata and belefwablishing unsafe rela-
tionships, the development and maintenance of rhanthsomatic disorders, as
well as PTSD syndrome.

Trauma underestimation can be related to the riskemtification with the
role of a victim, stigmatization (e.g., adult chidd of alcoholics, ACOA; adult
children of divorced parents, ACODP), populatiofeal., national, professional,
community-related) or transgenerational (generatienthe “second generation
syndrome”) generalization of trauma (connected wéiror and persecution),
identity change, a low sense of personal dignity aalue, manipulation using
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the “status of being a victim,” and deriving inditebenefits or activating an
overcompensation mechanism (e.g., contempt forlpespo function worse).

Disorders resulting from the experience
of a traumatic event

The experience of a traumatic event is accompadboyeal high risk of mental
and behavioral disorders. In the context of diagnadsis important to consider
whether a particular reaction to a traumatic evess a normative character
(normal reaction to a non-normal situation) or gigantly diverges from the
norm. In a majority of people, the symptoms thamdwate in the first period
after a traumatic event include: anxiety, discomfexcessive agitation, and the
avoidance of contacts, which can be considered atvenreactions (appropriate
to the situation).

According to Alarcon, Deering, Glover, Ready andd&dan (1997), it is
possible to distinguish six types of disorders fethe clinical aftermath of
traumatic experiences: affective (depressive),odissive, somatomorphic, psy-
chomotor, cognitive, and neurotic-like; many peogkibit symptoms represen-
ting various types of disorders.

In the ICD-10 manual (1997), the World Health Oiigation lists the follow-
ing complexes of mental disorders causally reldtedexposure to traumatic
events:

(1) acute stress reaction — defined as a trandisatder of considerable in-
tensity that develops in an individual without astirer apparent mental disorder
in response to exceptional physical and menta$stié occurs within minutes of
the impact of the stressful event in order to sibsind disappear within several
hours (24-48 hours).

(2) posttraumatic stress disorder — arises as ayeeland/or protracted re-
sponse to a stressful event or situation (of eitbrégf or long duration) of an
exceptionally threatening or catastrophic naturkictvis likely to cause perva-
sive distress in almost anyone (sexual violencatabrdeath, warfare, serious
accident). Typical symptoms include repeated natjvdf the trauma — in intru-
sive memories or returns of the stressor in thenfof “flashbacks,” vivid memo-
ries, or recurring dreams, or in the form of wovsell-being in a situation of
encountering circumstances reminiscent of the stresOther characteristic
symptoms are: partial or total inability to receollecertain important circum-
stances of encountering the stressor as well asspamt symptoms of excessive
psychological sensitivity and agitation (diffice§ in initiating and maintaining
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sleep, irritability or outbursts of anger, concatitn problems, hypervigilance,
an enhanced startle reaction). The symptoms musir agthin six months after
the stressful event or after the end of the strésaotivity period.

(3) Adjustment disorders — these are states of iemaltdisturbance, usually
interfering with social adjustment and effectivefpemance, arising in the pe-
riod of adaptation to a significant life changeaostressful life event. In the case
of this diagnostic category, the stressor doesneaessarily have an extreme
character (trauma in the broad sense).

(4) Enduring personality change after catastrophiperience (after expe-
riencing an extreme situation) — this diagnosis lbarmade only when there is
a marked and lasting change in the way of percgjvielating to others, or thin-
king about oneself and the environment. The peltggrahanges should be sig-
nificant and involve maladjusted or rigid behavititat did not occur before the
pathogenic experience.

In the latest edition of the DSM-5 classificatidhe American Psychiatric
Association distinguishes a separate group of dessr referred to as trauma-
and stressor-related disorders, comprising:

(1) Acute stress disorder (ASD) — the necessarglition of diagnosing this
disorder is the experience of a severe traumatnteand the persistence of the
symptoms for between three days and a month dfeetrauma. The classifica-
tion lists 14 symptoms of this disorder, groupetb ithe following categories:
intrusive symptoms (e.g., recurring memories, damegative mood; dissocia-
tive symptoms (derealization, dissociative amnesapidance symptoms (e.g.,
avoiding memories, thoughts, or places connectéll tie trauma), and hypera-
rousal symptoms (e.g., sleep disorders, irritahilitypervigilance). At least nine
of them have to be found for ASD to be diagnosenl.iAportant change from
the DSM-IV criteria for this disorder is the pogbip of diagnosing it when
there are no dissociative symptoms, which usecttvdated as necessary before.
In the DSM classification, ASD is not the equivdlehacute stress reaction from
ICD-10. Acute stress reaction according to ICD-4.@ transient disorder, lasting
for a few hours to a few dozen hours after themr@auwhereas acute stress disor-
der according to DSM can last for up to 30 daysratfie trauma,; if the symp-
toms persist for a longer time, the diagnosis 08B Ehould be considered.

(2) PTSD syndrome — as in the case of ASD, the rexpee of a traumatic
event is necessary for a person to be diagnosdu thviis¢ syndrome, and the
symptoms must persist for at least a month. Thepsyms are divided into four
categories: intrusion, avoidance, negative altenatin cognitions and mood, and
alterations in arousal and reactivity. For the d@glic criteria to be met, symp-
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toms from each of these categories must be pre&eritnportant change present
in DSM-5 compared to the criteria for this disordethe previous edition of the
DSM is the addition of a previously absent categafrgymptoms, referred to as
negative alterations in cognitions and mood.

(3) Adjustment disorders — understood similarlyatjustment disorders in
ICD-10 and defined as a heterogeneous group ofsstreaction syndromes,
occurring after exposure to a stressful event. @lassification allows for the
possibility of the stressor having a traumatic (ftna in the narrow sense) or
nontraumatic character.

Additionally, the DSM-5 classification distinguishéwo specific disorders
occurring in childhood, connected with the exper&of a specific type of trau-
matic events in this developmental period:

(4) reactive attachment disorder (RAD) — charazegtiby persistent diver-
gences from the norm in terms of the patterns omiiog relationships (at-
tachment) in the child, which stem from emotioniabdders (a lack of social and
emotional reactivity to others, a decrease in pasiaffect, episodes of unfoun-
ded irritability, sadness, or anxiety).

(5) Disinhibited social engagement disorder (DSE@haracterized by less
or no inhibition in establishing relations with dtdstrangers.

Apart from the most typical disorders connectechwibsttraumatic stress,
discussed above, there is the complex posttrauratiss syndrome connected
with a prolonged or repeated trauma rooted in bloitatl. The basic elements of
this syndrome are: a sense of guilt, stigmatizatitisturbances of personal iden-
tity (of self-continuity — difficulty in integratig the past with the present) and
social identity (Herman, 1998; Solomon & Heide, 999

A special type of syndrome observed in some peaple have experienced
traumatic events is the so-called survivor syndrohiés concept was introduced
by Niederland (1968) to refer to a complex of syomps that are present in peo-
ple who have survived highly traumatic events (d¢lge Holocaust, catastrophes,
traffic accidents). The main symptoms include: asseof guilt, chronic de-
pression, insomnia, a sense of identity changeeangymptoms, a tendency to
withdraw, a tendency to meditate in solitude, uticgled outbursts of anger,
depressive states, and states of emotional indiffay. The joy of life in these
people is intertwined with the experience of negattmotions, of which the
sense of guilt is particularly intense (Lis-Turlgs Szumiat, & Okuniewska,
2012; Prot, 2009; Popiel, 2014).

The significance of the sense of guilt in posttratimstress disorder has
found expression in its description in DSM-5 (2Q1®)inting to the posttrauma-
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tic fixed negative beliefs about oneself and ofheople, distorted beliefs about
the causes or consequences of the traumatic evwarieid to blaming oneself or
others, and a sense of shame and terror (DSM-5, 2623; Popiel, 2014).

Apart from disorders that are causally relatedhs éxperience of traumatic
events, there remains a wide group of disordenshith a relationship can be
found between their symptoms and exposure to anttia event. In the case of
these disorders, diagnosis does not require pravilitgk with a trauma, but they
may sometimes constitute the psychological consemgse of a trauma. Such
disorders include: anxiety disorders, mood dis@derixed anxiety-depressive
disorders, dissociative disorders, or personaliggprders resulting from traumas
experienced in childhood. Many data point to a trehship between sexual
abuse in childhood and borderline personality dists (Briere & Elliot, 20083;
Klatkiewicz, 2011).

It should be stressed that the mechanisms of trexgamce of the disorders
listed above and their links with a traumatic eveah be explained by various
theories (in various paradigms).

The consequences of trauma
for psychosocial functioning

The experience of trauma is accompanied by negativetions and some-
times releases the clinical syndromes describesgtealidowever, the occurrence
of a spectrum of negative experiences or even digssrdoes not determine the
further consequences of trauma for psychosociattioming. Subsequently,
these consequences can include either aggravatidnngensification of disor-
ders or positive resolution (independent or assalteof the support received).
For many years, the aftermath of traumatic eveasstieen considered mainly in
terms of the psychopathological model, with a fososlisorders and their nega-
tive personal as well as social consequences. Aperience of trauma has been
associated with strong negative emotions and wiffltalties in coping with the
symptoms of avoidance, reliving, or agitation. Atten has also been drawn to
consequences such as low self-esteem, lack ofresgect, withdrawal from
social contacts, learned helplessness, and a sérpdlt (Herman, 1998; Lis-
Turlejska, 2005; Popiel, 2014). The focus in thesguligm was on the traumatic
character of interpersonal relationships and tle& kaf support, which can in-
crease the sense of helplessness and the riskf-afestructive behaviors, parti-
cularly in the case of chronic trauma. Focus onntbgative social and personal
results of trauma led to a situation in which peopho coped with it effectively
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were seen as characterized by extraordinary stigpgtychological resistance,
will to survive, hope for success, and sense ofnimggain life (Frankl, 1976).

In research conducted towards the end of the 1%@bwlars began to em-
phasize that traumatic events do not cause negetingequences only but may
in fact be a source of more adequate personalals@eid professional functio-
ning (Peterson, Park, & Seligman, 2006). Signiftqaositive changes as a result
of trauma are referred to as posttraumatic groRfhQ), positive psychological
change, or stress-induced growth (Tedeschi, ParkZathoun, 1998). These
changes are usually distant in time from the traiongvent, occur in all age
groups, and concern between 40% and 70% of pedgdeéchi & Calhoun,
2004). Positive changes are observed in three afdhs person’s functioning:

— self-perception — greater resistance to diffigiftiations, greater confi-
dence in oneself and one’s abilities, a desirehenge the current way of life in
a positive direction, a greater awareness of dimaigations and weaknesses that
protects the person from wasting energy in inedfitiactivities;

— interpersonal relations — openness to other pesplengthening the bonds
with others, more rational behavior, an ease ofishaone’s experience with
others, an increase in empathy, the understandingher people’s suffering,
greater ease in showing emotions;

— philosophy of life — a growth of existential awaess, a change of life
priorities, an increase in the significance of ispad matters, finding new oppor-
tunities to fulfill one’s life (Tedeschi et al., 99; Tedeschi & Calhoun, 1995,
2004).

In a situation of positive changes in personalitguma plays the role of
a catalyst in the development of new identity; pleeson can start a new life with
a clear meaning, value, and purpose. PTG is betlodicome and the process of
inner struggle with the results of trauma — a pssda which the person returns
to the traumatic event, making an attempt to undadsit and incorporate it into
their life (integrate it in the self). This procaasolves both growth and distress,
since trauma always involves not only some kindogsé but also the person’s
effort to cope with it (Calhoun & Tedeschi, 200&he essence of trauma lies in
the fact that it confronts the person with realitfy death and the possibility
of losing their life; as a result of a reinterpt&ta of trauma and the processing
of its negative aspects, it becomes possible tmder the meaning of life in the
situation changed by the trauma. The posttraungievth phenomenon has
been widely discussed in the Polish literaturetangdubject in relation to various
clinical and nonclinical populations, with variousodifying factors taken into
account (Ogiska-Bulik, 2010, 2013, 2015; Zdankiewiéziga’ra, 2009).
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Implications and challenges
for clinical practice

The understanding of trauma is particularly importmr psychologists per-
forming clinical assessment as well as for thetapigorking with people who
have experienced a traumatic event. Both underasitijma trauma and overest-
imating its significance in the assessment proeceag result in negative con-
sequences for the functioning of the person wiik #ind of experience. This
makes it important in therapeutic work with peopiho have experienced
a trauma to take into account the multiple factbet determine the correct diag-
nosis of traumas and the consequences of suchgaadig. It is important to
adopt a particular theory pertaining both to trawand to its aftermath. What is
of particular importance here is to refer to théhpgenic or salutogenic model.
On the other hand, it is important to ensure thefgssional training of people
providing psychological support in objectively assiag the significance of the
event and its possible consequences. No less iamast the ability to accurately
predict the direction of the aftermath of traumahe context of individual and
sociocultural determinants of trauma in a particprson’s life as well as in the
context of the person'’s flexibility and coping kil

Despite the attempts made by scholars to refinel¢fiaition of trauma, this
issue still requires further resolutions and rermaén challenge both for as-
sessment practice and for therapy. The authorseoptesent paper propose cer-
tain general suggestions that, if taken, may helgive the right direction to
diagnostic and therapeutic work with people whoehaexperienced trauma.

Focus on trauma vs. coping with its consequenced/hat is of great impor-
tance in working with a client burdened with thgesience of a traumatic event
is the patient’s/client’s general impression, carted with the main focus of the
therapeutic work. Undoubtedly, concentration onthey experience of trauma
may have a therapeutic character to some exterkinma possible to experi-
ence it again in safe conditions, but it does il@rhte the person from the nega-
tive experience and does not contribute to theasgleof personality potential.
What we believe to be more important from the pahview of the person’s
further development and functioning is the proag#dsoking for ways of coping
with the consequences of trauma. This process esnablanging the current view
of the experienced trauma as impossible to resmvene that it is possible to
cope with, and frequently to one whose consequeoarsbe positive. A clear
confirmation of this is provided by research on pfienomenon of posttraumatic
growth, which is not a direct consequence of tratbwnaan effect of the person’s
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struggle with its consequences (Peterson et aDg;20edeschi & Calhoun,
2004).

Reworking the status of “being a victim” into the gatus of “being a sur-
vivor.” Traumatic events have a considerable impact onsémse of identity.
According to Kozielecki (1986), identity is a coraplmultidimensional personal
judgment, depends on various areas of self-knovdledwl on the temporal inte-
gration of its elements (the past self, the preselif and the future self), and has
an influence on behavior. It is a personality corgtintegrating various aspects
of self-experience, characterized by continuity aadsistency; it can be violated
as a result difficult and traumatic events. Assuleof trauma, the sense of iden-
tity may undergo reorganization; some of its aspenty become dominant,
which minimizes the significance of others. An exdanof such changes in the
sense of identity is the intensified sense of “beinvictim,” leading to self-
-victimization — to experiencing oneself as a wictand concentrating on the
harm suffered. Therapeutic work with the patienefd after an experience of
a traumatic event should be aimed at processingttites of “being a victim”
into the status of “being a survivor,” which broadehe perspective from which
various circumstances and consequences of the atauevent are seen.

Work on the integration of the past self and the htt self (the actual self)
with the future self in order to achieve the statusof “being a survivor.” This
makes it possible to integrate the traumatic et the related experiences
with the previous and current experiences, as aghvith the experiences that
have reference to the future. The traumatic eveotlly constitutes a dramatic
disruption of self-continuity, and the person péres it as the border separating
the “better” life before the trauma from the “wdtrdiée after the trauma. In this
situation, the main aim of the therapeutic proaed® restore the continuity of
the sense of identity in the person’s life, whielguires incorporating the trauma-
tic event, as one of many different events, intirthife history. In the process of
therapy, “the hurt self” should be incorporateditite sense of identity in order
to be an element integrating rather than separétimgpast self” and “the future
self.”

Work on maintaining self-consistency despite traumaTherapeutic efforts
should focus on restoring not only the continuityt Blso the consistency of the
sense of identity. This is because traumatic eveatscause a disintegration of
the sense of identity into elements that, in thes@®s experience, lose connec-
tion with one another, resulting in a sense of ins@it, a sense of behavioral
inadequacy, and a sense of isolation and alienatiopractice, this manifests
itself in the person introducing a strong interdagtinction between the various
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life roles he or she performs (e.g., “As a motheannot show to my child that |
am suffering,” “At work | must smile, but in factféel like crying”). The disrup-
ted consistency of identity can be restored by kigieg an acceptance of the
overlapping of various aspects of identity that pleeson distinguishes from one
another (e.g., “My child will notice one day thasuffer, anyway, so | had better
explain it to him/her before that happens,” “Ifdel bad at work, | can find
a way to show it").

Looking for the meaning of trauma for the current life. Traumatic events are
usually perceived by the person as meaningles&jeatal, unexpected, uncon-
trollable, and unpredictable. The result of sudhitattion is that the traumatic
experience goes beyond the ordinary mechanismsgthiatmeaning to events
due to their importance and, frequently, theirrizaehing consequences. The aim
of therapeutic work should therefore be to looktfer meaning of trauma for the
person’s current life, but without a simplifying gegion of the importance of
such an event. This search for meaning should ettty focus on finding
“positive” aspects of the trauma but on finding rsgative as well as positive
meanings for the person’s further life. This redudke tendency to think in
black-and-white terms and enables a more balaresgsament of the trauma.
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