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term. The effect of this increased
pathology is pervasive and persistent in
the population and has far-reaching
social and economic implications for
societies at war. Those responsible for
public health need to insist that the
population health consequences of war
are clearly articulated and considered
as part of any calculus or public debate
about the initiation of war. 
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often bracketed together. Problematic
health status in military personnel is
often attributed to PTSD, not only by
laymen. This is not surprising, because
the concept of PTSD originates from the
problematic aftermath of the Vietnam
War. In 1980, PTSD was introduced as a
diagnostic entity in the DSM. However,
equalling PTSD and military health
problems would be simplistic. About a
quarter of post-deployment symptoms
can be explained by PTSD, but other
main concerns are medically unex-
plained physical symptoms, anxiety,
depression and substance misuse. 

In the 1990s, the need for a broader
view was demonstrated in studies in
Gulf War veterans. The American and
British army were confronted with large
groups of military servicemen, returning
from the first Persian Gulf War, report-
ing ill health. They were dog-tired and
suffered from a wide range of symp-
toms. In fact, these military experienced
health complaints which are common
in the general population. They suffered
the same health problems although
much more frequent as compared to
civilians and military who were not sent
to the Persian Gulf (2).

There was a lot of speculation on
and rumour about the causes of Gulf
War related illness. An unequivocal
causal factor, e.g. exposure to harmful
substances, has never been found. At
that time, Dutch United Nations (UN)
soldiers returned from deployment in
Cambodia. Their health was also trou-
blesome. Research showed that 17% of
the ex-servicemen suffered from severe
fatigue. PTSD was observed in less than
2% (3).

Post-deployment symptoms may be
severe, persistent and chronic. They
actually show striking similarities with
the whether: the state of today is the
strongest predictor for tomorrow’s situ-
ation. A part of Gulf War and Cambo-
dia veterans has significant complaints
and is not able to get rid of them. War
also leaves tracks in the long-term.
Twenty-five years after deployment in
Lebanon, about 15% of Dutch UN vet-
erans still reported impaired psycholog-
ical well-being (4).

Murthy and Lakshminarayana empha-
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There are many reasons why war
does not do good to mankind. Amidst
them are mental health consequences.
Murthy and Lakshminarayana review
studies that demonstrate the psycho-
logical impact of hostilities, stress and
exposure to shocking events. The mes-
sage is twofold. War may cause signifi-
cant and pervasive psychopathology in
civilians. At the same time, the majority
of people in the theatre are rather
resilient. Notwithstanding the war situ-
ation, they do not develop problems

such as post-traumatic stress disorder
(PTSD), anxiety or depression. 

This is also seen in military personnel
who are deployed in overseas peace-
keeping operations. The vast majority of
soldiers return home safe and healthy.
They are often self-contented. They
were able to do the duties they were
trained for, they were given an opportu-
nity to contribute to a safer world and
they often have experienced bonding
with colleagues. The reverse of the
medal consists of a small, but significant
part of military personnel who are faced
with a great diversity of health prob-
lems. About one out of every five sol-
diers develops post-deployment symp-
toms (1).

Military deployment and trauma are

IMP. 31-39  2-02-2006  9:34  Pagina 32

Adami
How to prevent turning trauma
into a disaster?
MAAIKE DE VRIES
Impact Foundation, Dutch Knowledge and Advice
Centre for Post-Disaster Psychosocial Care,
Tafelbergweg 25, 1105 BC Amsterdam,
The Netherlands
There are many reasons why war
does not do good to mankind. Amidst
them are mental health consequences.
Murthy and Lakshminarayana review
studies that demonstrate the psychological
impact of hostilities, stress and
exposure to shocking events. The message
is twofold. War may cause significant
and pervasive psychopathology in
civilians. At the same time, the majority
of people in the theatre are rather
resilient. Notwithstanding the war situation,
they do not develop problems
such as post-traumatic stress disorder
(PTSD), anxiety or depression.
This is also seen in military personnel
who are deployed in overseas peacekeeping
operations. The vast majority of
soldiers return home safe and healthy.
They are often self-contented. They
were able to do the duties they were
trained for, they were given an opportunity
to contribute to a safer world and
they often have experienced bonding
with colleagues. The reverse of the
medal consists of a small, but significant
part of military personnel who are faced
with a great diversity of health problems.
About one out of every five soldiers
develops post-deployment symptoms
(1).
Military deployment and trauma are



33

size that research on the long-term
course of stress-related symptoms and
syndromes is needed. They are right in
the sense that large scale epidemiological
research on post-trauma psychopatholo-
gy is relatively scarce. But the studies that
have been performed yield rather unam-
biguous results: war impacts on humans
in varying degrees. 

Here we enter the field of psychoso-
cial care, a promising area which is expe-
riencing a growth. Evidence and best
practices have been showing the value
of and need for psychosocial care,
although knowledge gaps exist. For
example, evidence based treatment of
medically unexplained physical symp-
toms is still lacking. Concerning early
psychological interventions following
trauma, we know what does not work,
but we do not know what is effective. 

Conflict and war may be a fact of life.
There will always be trauma, distress

and horror, but we can prevent turning
trauma into a disaster. That is why we
need to conduct research on these
issues and that is why we need to invest
in psychosocial care.
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overload women’s capacity to cope, as
preoccupation with the needs of the
family may lead to that they are not able
to consider their own needs, especially
if they become widows. Their means of
supporting the family may be scarce and
rendering sexual services may be their
only way out (2). On the other hand, the
care-giving role may have a protective
function providing women with a natu-
ral role and identity.

Adequate medical care is seldom
available in war and post-war countries.
Women (as well as men and children)
may suffer for years from war-induced
health problems without receiving
appropriate medical care (7). In some
countries, as in Afghanistan, women
have been prevented access to medical
care (8). 

Women may frequently express com-
plaints of a somatic nature and seek
help with little understanding of the
psychological nature of such symptoms.
Knowledge on psychotherapy may be
limited and some may express a resist-
ance to talk about psychological prob-
lems – partly because of fear of stigmati-
zation, partly because their families may
view treatment for psychological prob-
lems as non-legitimate (9). 

A sustainable relation between thera-
pist and client that will allow the client to
reveal her traumatic experiences pre-
sumes that the therapist pays due atten-
tion to the woman’s state of mind and
current life situation, with gender dis-
crimination or devalued status in society. 

Cultural norms influence what is
acceptable behaviour. Women who are
refugees or live in war zones are fre-
quently under severe social control, as
they are expected to follow traditional
patterns and show loyalty to old cus-
toms that may not coincide with their
current situation and wishes. A widow,
for example, may find that her behaviour
is closely followed, whereas this is not
the case for a widower, who experiences
greater freedom of movement (10). 

Therapists face a delicate balance
between their wish to respect the values
of the client’s culture and their duty to
empower the female client and support
her more assertive sides in the post-war
setting. 
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Modern warfare targets civilian pop-
ulations. We are experiencing a signifi-
cant increase in the percentage of civil-
ian deaths among those killed in a war,
and up to 90% of casualties today are
civilians (1). In their review, Murthy and
Lakshminarayana state that “women
have an increased vulnerability to the
psychological consequences of war”.
Indeed, women and men are exposed to
different traumata in times of war. They
may exhibit different psychological
problems, cope in different ways, and
have different thresholds for entering
treatment. Thus, the gender perspective
is both challenging and needed. 

War creates acute and long-lasting
health problems in men and women,
but many aspects of war affect the
health of women disproportionately,

through societal changes that may sub-
ordinate them and not prioritize their
life and health (2). In areas of war and
conflict, women are more likely to face
the threats of community violence out-
side the home (3). As mentioned by
Murthy and Lakshminarayana, women
may experience violent acts, as seen in
recent conflicts, including those in the
Darfur region of Sudan and in Iraq.

There is increasing recognition by
international organizations of the par-
ticular risks that women face in refugee
camps (4,5). Women who seek shelter
from the hardships of armed conflicts
may end up experiencing further
harassment in what, from an outside
perspective, should be a safe environ-
ment (6).

Many women may in war be faced
with the main responsibility for care giv-
ing in the family, with the destiny of
their husbands unknown and new and
unfamiliar duties placed on them. If the
household is facing disaster, this may

IMP. 31-39  2-02-2006  9:34  Pagina 33

Adami
limited resistance
problems
stigmatization,
view problems
A therapist
and
reveal presumes
attention
to
current discrimination
Cultural
acceptable
refugees frequently
they
patterns customs
current
for example,
is closely
the case
greater
Therapists
Mental health consequences of war:
gender specific issues
MARIANNE C. KASTRUP
Transcultural Psychiatry Centre, Psychiatric
Department, Rigshospitalet, 2100 Copenhagen,
Denmark
Modern warfare targets civilian populations.
We are experiencing a significant
increase in the percentage of civilian
deaths among those killed in a war,
and up to 90% of casualties today are
civilians (1). In their review, Murthy and
Lakshminarayana state that “women
have an increased vulnerability to the
psychological consequences of war”.
Indeed, women and men are exposed to
different traumata in times of war. They
may exhibit different psychological
problems, cope in different ways, and
have different thresholds for entering
treatment. Thus, the gender perspective
through societal changes that may subordinate
them and not prioritize their
life and health (2). In areas of war and
conflict, women are more likely to face
the threats of community violence outside
the home (3). As mentioned by
Murthy and Lakshminarayana, women
may experience violent acts, as seen in
recent conflicts, including those in the
Darfur region of Sudan and in Iraq.
There is increasing recognition by
international organizations of the particular
risks that women face in refugee
camps (4,5). Women who seek shelter
from the hardships of armed conflicts
may end up experiencing further
harassment in what, from an outside
perspective, should be a safe environment
(6).
Many women may in war be faced

Adami
reveal her traumatic presumes
that the

Adami
overload women’s capacity to cope, as
preoccupation with the needs of the
family may lead to that they are not able
to consider their own needs, especially
if they become widows. Their means of
supporting the family may be scarce and
rendering sexual services may be their
only way out (2). On the other hand, the
care-giving role may have a protective
function providing women with a natural
role and identity.
Adequate medical care is seldom
available in war and post-war countries.
Women (as well as men and children)
may suffer for years from war-induced
health problems without receiving
appropriate medical care (7). In some
countries, as in Afghanistan, women
have been prevented access to medical
care (8).
Women may frequently express complaints
of a somatic nature and seek
help with little understanding of the
psychological nature of such symptoms.
Knowledge on psychotherapy may be
limited and some may express a resistance
to talk about psychological problems
– partly because of fear of stigmatization,
partly because their families may
view treatment for psychological problems
as non-legitimate (9).
A sustainable relation between therapist
and client that will allow the client to
reveal her traumatic experiences presumes
that the therapist pays due attention
to the woman’s state of mind and
current life situation, with gender discrimination
or devalued status in society.
Cultural norms influence what is
acceptable behaviour. Women who are
refugees or live in war zones are frequently
under severe social control, as
they are expected to follow traditional
patterns and show loyalty to old customs
that may not coincide with their
current situation and wishes. A widow,
for example, may find that her behaviour
is closely followed, whereas this is not
the case for a widower, who experiences
greater freedom of movement (10).
Therapists face a delicate balance
between their wish to respect the values
of the client’s culture and their duty to
empower the female client and support
her more assertive sides in the post-war
setting.


