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Empirical Article

The latest edition of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM–5; American Psychiatric 
Association, 2013) defines posttraumatic stress disorder 
(PTSD) as a potential reaction to one or more traumatic 
experiences, which is accompanied by symptoms of 
intrusions (e.g., intrusive images, nightmares, flash-
backs), avoidance (e.g., avoiding thoughts or people 
related to the trauma), cognitive and emotional distur-
bances (e.g., emotional numbing, negative self-concept), 
and hyperarousal (e.g., being very alert or easily star-
tled). PTSD is the most frequently researched conse-
quence of exposure to life-threatening experiences (Olff 
et al., 2015). However, the PTSD concept may not apply 
to psychopathological responses to traumatic stressors 
in all contexts (Eagle & Kaminer, 2013; Kaysen, Resick, 
& Wise, 2003; Kilpatrick, 2005), especially when 
recorded under conditions of current and ongoing life 
threats. The concept of continuous traumatic stress 

(CTS; Eagle & Kaminer, 2013) was developed to account 
for the maladaptive responses resulting from exposure 
to continuous traumatic stressors, which are experi-
enced by many individuals living under unsafe condi-
tions (Stevens, Eagle, Kaminer, & Higson-Smith, 2013).

Its conceptualization came about through studies of 
political violence and state oppression in South Africa 
in the 1980s (Eagle & Kaminer, 2013). During this time, 
many people were exposed to life-threatening events 
on a daily basis (Turton, Straker, & Moosa, 1990), and 
CTS was introduced to acknowledge these adverse and 
often life-threatening circumstances and to categorize 
the psychological response to these. The high crime and 
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Abstract
Posttraumatic stress (PTS) indicates a continuous stress response that persists though threats to life had been experienced 
in the past. However, threats to life are frequently ongoing. For these contexts, the concept of continuous traumatic 
stress (CTS) has been put forward. Based on structured clinical interviews with Congolese refugees (N = 226), this 
study investigated the CTS concept and whether it can be distinguished from PTS. We found that current exposure to 
violence correlated positively with concerns about its recurrence in the CTS group (r = .46). An ANCOVA indicated 
that higher intrusion symptom severity in the PTS group (no symptom reduction under safe conditions) was explained 
by higher lifetime trauma exposure (η2 = .125). In contexts of continuous trauma exposure, symptom-like responses 
may be regarded as appropriate responses to realistic danger. In these contexts, the possibility that symptom changes 
are a response to real threats should be considered to avoid overestimation of PTSD prevalences.
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violence rates in many parts of the world suggest that 
the concept of CTS should be further developed. Higson-
Smith (2013) defines CTS as “emotional or behavioral 
responses to actual or current danger that the narrator 
describes as resulting from living under conditions of 
ongoing danger” (p. 169). This definition fits well with 
the idea that CTS could be defined both by context and 
individual responses to this context (Straker, 2013). For 
example, in Israel, where many people feel continu-
ously threatened by war and terrorist attacks, the indi-
vidual responses to CTS have been intensively researched 
(Diamond, Lipsitz, Fajerman, & Rozenblat, 2010).

The difference between CTS and posttraumatic stress 
(PTS) seems intuitively comprehensible but the distinc-
tion is not trivial to operationalize. For example, a rape 
survivor, a car accident survivor, and an earthquake 
survivor are still under the threat of the same event 
happening again wherever and whenever they live. The 
actual event may be in the past, but the probability that 
it will happen again is never zero. Indeed, PTS is often 
attributed to an ongoing sense of threat to safety (Ehlers 
& Clark, 2000), and evidence from studies involving 
survivors of mass trauma (e.g., earthquake, war, torture, 
etc.) suggests that such threat anticipation and associ-
ated fear and helplessness responses are the strongest 
predictors for PTSD (Basoglu & Salcioglu, 2011).

Yet, CTS describes contexts in which the probability 
of a traumatic event is very high and continues to be 
high for an undefined period of time. Thus the context 
serves as an important function in the definition of CTS. 
Studies that empirically tested the concept have, how-
ever, remained scarce. At this point in time, besides 
theoretical treatments, there are only a few studies 
examining the validity of the CTS concept. These were 
mainly conducted in Israel, where many people feel 
continuously threatened by war and terrorist attacks 
(Diamond et al., 2010). Due to the limited evidence, it 
remains unclear whether CTS can be regarded as result-
ing in a set of symptoms that differ from those related 
to PTS.

Distinctiveness of CTS and PTS: 
Context-related factors

In CTS, the context refers to continuous exposure to 
traumatic events that have no foreseeable end. In 
contrast, PTS relates to distinct traumatic experiences 
that have happened in the past (Diamond, Lipsitz, & 
Hoffman, 2013). Diamond et al. (2010) examined the 
research question of what would happen if the context 
were to become less dangerous. Results indicated that 
symptoms shown in response to missile attacks in Israel 
tended to decrease or completely abate when the 
attacks became less frequent. Diamond et al. (2013) 

also found a decrease in symptoms as a consequence 
of leaving the traumatic context and moving to a less 
dangerous area. Therefore, CTS is often regarded as a 
normal and adaptive response to extreme and danger-
ous conditions (Diamond et al., 2013; Nuttman-Shwartz 
& Shoval-Zuckerman, 2016), whereas PTS responses 
continue after moving to a safer environment. If CTS 
constitutes a nonpathological reaction to a dangerous 
context, it would be of clinical relevance: A distinction 
between CTS and PTS could provide a helpful way of 
avoiding the overestimation of the prevalence of PTSD 
in contexts of continuous trauma (Hoffman, Diamond, 
& Lipsitz, 2011).

Another aspect that is linked to the context of CTS 
is that people subject to it are preoccupied with present 
and future safety as well as with the fear that traumatic 
events could possibly reoccur (Straker, 2013). These 
considerations are in line with the results of Diamond 
et al. (2010), who found that the symptoms reported 
by CTS-exposed Israelis were related to the recurrent 
and ongoing stress, which was in turn associated with 
the fear that the traumatic and stressful events would 
happen again. This concern regarding the future may 
represent a contrast to PTSD-related cognitions 
(Hoffman et al., 2011). The concerns of people living 
in contexts of CTS that traumatic events could happen 
again could be regarded as a reality-based, rational 
reaction due to their current exposure to traumatic 
events. In contrast, the concern of people experiencing 
PTS could instead be seen as detached from reality and 
as the processing of past traumatic experiences (van 
der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005).

Yet, even in the context of CTS, people may suffer 
from PTS symptoms. Traumatic experiences from the 
past may become indistinguishable from current trau-
matic experiences, as repeated exposure to traumatic 
experiences may form a fear network of related sensory, 
cognitive, emotional, and interoceptive memory com-
ponents that are detached from contextual cues such 
as time and location of the danger (Elbert & Schauer, 
2002). This maladaptive and overgeneralized fear net-
work is held to explain the development of most of the 
symptoms of the spectrum of trauma-related disorders 
(Elbert & Schauer, 2002).

Distinctiveness of CTS and PTS: 
Symptom characteristics

Thus far, there is little theoretical or empirical research 
examining the ways in which the psychological 
responses to contexts of continuous exposure to trau-
matic events may differ from PTS resulting from trauma 
exposure in the past. However, it has been frequently 
noted that these CTS responses may be appropriate 
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behaviors to perceived danger, in contrast to the dys-
functional and often exaggerated symptoms of PTS, 
which are also present in a relatively safe environment 
(Hoffman et al., 2011; Shalev, Tuval, Frenkiel-Fishman, 
Hadar, & Eth, 2006). According to Somer and Ataria 
(2015), “the psychological outcomes of severe CTS 
resemble but do not correspond exactly with the criteria 
of PTSD listed in DSM-5” (p. 297). Consistently, Eagle 
and Kaminer (2013) suggested that CTS might be dis-
tinct from PTS in having fewer intrusive symptoms. This 
is in line with the finding that people who were exposed 
to continuous bombardments showed increased arousal 
rather than intrusions (Lahad & Leykin, 2010). In addi-
tion, Somer and Ataria (2015) found that intrusions 
were the least reported responses to CTS when directly 
asked for PTSD symptoms. Furthermore, Brewin, 
Lanius, Novac, Schnyder, and Galea (2009) stated that 
it might be the intrusive symptoms, such as flashbacks 
and nightmares, that make PTSD distinct from other 
psychiatric conditions.

Increased arousal is considered as a dominant ele-
ment of CTS (Lahad & Leykin, 2010). For example, 
Diamond and colleagues (2010) reported that people 
living under continuous threat were more burdened 
with hyperarousal (e.g., insomnia and exaggerated 
startle response). Furthermore, people who experience 
CTS may live with ongoing fear of potential future 
traumatic events, resulting in a constant state of vigi-
lance and arousal (Eagle & Kaminer, 2013). Besser and 
Neria (2009) found that arousal was the most dominant 
element of responses in an area of ongoing exposure. 
The hyperarousal symptoms may be maintained and 
strengthened in the continuous traumatic context as 
traumatic events could happen at any time (Kaysen 
et al., 2003). Thus, the elevated level of arousal may 
have the adaptive function to reduce the likelihood of 
experiencing further traumatic events.

Objectives

People living in countries affected by war and conflict 
are often forced to leave their home countries. In 2015, 
the worldwide number of refugees and internally dis-
placed persons exceeded 60 million, which is the first 
time since World War II that such figures have been 
recorded, and this number is continuously rising 
(United Nations High Commissioner for Refugees, 
2015). Refugees are especially vulnerable to suffering 
from trauma- and other stress-related disorders (Fazel, 
Wheeler, & Danesh, 2005; Neuner et al., 2004). Not all 
host countries shield refugees from the war and perse-
cution that made them flee from their home country 
(e.g., Lebanon and Turkey for Syrian refugees and 

Uganda for refugees from the Democratic Republic of 
the Congo). Furthermore, the majority of refugees 
worldwide live in precarious and volatile circumstances 
(Sundquist, 2001). Many refugees in Europe are cur-
rently threatened by violence and maltreatment.

The present study was conducted with refugees from 
the Democratic Republic of the Congo (DRC) currently 
living in the neighboring country of Uganda. In recent 
years, Uganda has received a high influx of refugees, 
especially from the DRC. For more than two decades 
the DRC has been affected by war and violence. Civil-
ians suffer from wide-ranging consequences of violence 
(Elbert et al., 2013). The precarious living conditions 
in Ugandan refugee settlements often lead to violence 
(Hecker, Fetz, Ainamani, & Elbert, 2015). For example, 
in 2009 Ugandan police and military forces attacked 
the refugee settlement to violently end ongoing riots. 
Severe violence and arbitrary arrests created an atmo-
sphere of fear and uncertainty. Furthermore, armed 
groups from the DRC were—at least partly forcibly—
recruiting combatants in the refugee settlement. The 
context of the Nakivale refugee settlement can thus 
be described as a context of continuous (traumatic) 
stress. We therefore drew on this sample to examine 
the concept of CTS and to test whether it is distinct 
from PTS. Based on the participants’ report of whether 
or not they experienced a symptom reduction in less 
dangerous contexts, we formed one CTS group 
(symptom reduction) and a PTS group (no symptom 
reduction).

Based on the aforementioned findings, we predicted 
that participants in the CTS group would report a 
reality-based, rational reaction due to their current 
exposure to traumatic events, whereas the concern of 
people experiencing PTS would be detached from pres-
ent reality and better explained as the processing of 
past traumatic experiences. In other words, indepen-
dent of the current situation, individuals suffering from 
PTS would show fear responses that are triggered by 
anything that reminds the affected individual of the 
traumatic experience in the past. We thus hypothesized 
that (a) in the CTS group there would be an accumula-
tion of participants who would report either high cur-
rent exposure to violence-related events with high 
concerns about their recurrence, or low current expo-
sure to violence-related events with low concerns about 
their recurrence; and (b) exposure and concerns would 
be positively related in the CTS group, whereas in the 
PTS group no such pattern would be identifiable, and the 
PTS group would report concerns about the recurrence 
of exposure to violence regardless of current exposure.

The full range of CTS responses remains to be 
researched; for instance, the contribution of depressive 
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and anxiety-related symptoms as well as drug abuse 
remains to be investigated. Moreover, it is possible that 
the set of symptoms varies with the specifics of the 
scenario. For this particular setting, we operationalized 
the concept of CTS by means of PTSD symptoms, as 
PTSD arises and persists consistently in scenarios with 
cumulative exposure to life-threatening conditions 
(Kolassa et  al., 2010) and is the most frequently 
researched consequence of life-threatening experiences 
(Olff et al., 2015). We predicted different symptom char-
acteristics in the CTS group compared to the PTS group 
and hypothesized that (c) the PTS group would show 
higher intrusion symptom severity than the CTS group 
and that (d) in the CTS group hyperarousal severity 
would be stronger than intrusion severity.

Method

Participants

A sample of 309 refugees was interviewed in Nakivale 
refugee settlement in western Uganda between March 
and June 2013. In the present study only refugees from 
the DRC who had arrived in the settlement after January 
2012 were included. This ensured that only refugees 
who had fled from the most recent wave of conflict in 
the DRC were included. This inclusion criterion was 
validated at the beginning of each interview.

Out of the total sample, two groups were selected 
depending on whether the participants reported a 
decrease of PTS symptoms under less dangerous condi-
tions (CTS) or not (PTS). After we assessed PTS symp-
toms using a structured interview (the PSS-I; described 
later), we asked two questions that would allow us to 
gauge a substantial change in PTS symptoms. According 
to Hoffman et al. (2011), adding such questions at the 
end of standard PTS assessment tools would increase 
their validity in the context of continuous trauma. We 
used the questions suggested by Hoffman et al. (2011) 
and adapted them to fit the context of the Nakivale 
refugee settlement: (a) “During weeks or months when 
war/attacks were less frequent have you noticed a 
marked decrease in your symptoms?” (b) “Since you 
arrived in Nakivale refugee settlement have you noticed 
a marked decrease in symptoms?”

A marked decrease in symptoms was defined as a 
decrease in severity and frequency of PTS symptoms 
that resulted in a noticeable decline of suffering and 
improvement of functioning in everyday life. If the par-
ticipant did not respond with a clear answer, the inter-
viewers inquired further until interviewers were 
confident that they could give an accurate rating. The 
interviewers rated the participants’ answers as 0 (no) 
or 1 (yes), or as not applicable in the case where no 

PTS symptoms were reported at any time. Participants 
who reported never having experienced any of these 
symptoms were not included. Furthermore, participants 
who indicated that they suffer simultaneously from both 
PTS and CTS responses, indicated for example by a 
negative response to one of the questions, were also 
excluded.

This ensured the selection of two distinct groups: 
the PTS group, who reported no decline in symptoms 
(negative response to both questions), and the CTS 
group, who reported a reduction whenever they were 
not under current threat. The group assignment resulted 
in sample sizes of 183 for the CTS group and 43 for the 
PTS group; 83 answered yes to one question and no to 
the other, or did not answer one of the questions. The 
groups did not differ significantly in gender or age (see 
Table 1). All participants had arrived in Nakivale refu-
gee settlement between January 2012 and December 
2013. All of them reported having fled from the DRC 
because of the conflict-related threats they were facing. 
Many of the people were living in precarious condi-
tions. Some had not yet been registered officially in the 
settlement, which is important because registration was 
necessary to receive food rations and other basic items 
like soap and oil.

Procedure

We conducted this study in Nakivale refugee settlement 
in western Uganda. The population of the settlement 
was 60,992 persons, of whom 32,455 were Congolese 
(United Nations High Commissioner for Refugees, 2014). 
Smaller numbers of refugees originated from other 
countries, such as Rwanda, Burundi, or Somalia. The 
refugee settlement is divided into subdivisions, where 
refugees are generally separated according to their 
country of origin. The recently arrived refugees from 
the DRC were staying in subdivisions for Congolese 
refugees. However, they were mixed with other Congo-
lese refugees who had already been living in Nakivale 
refugee settlement for many years. This fact prevented 
us from making a random selection of households in 
selected subdivisions as initially planned. Therefore, the 
interviews took place in all subdivisions of the refugee 
settlement, in which we expected a substantial number 
of newly arrived refugees from the DRC. In each sub-
division we first contacted the subdivisions’ chairperson. 
After giving their consent, they announced our arrival, 
informed all refugees in their communities who had 
arrived recently about the study, and gathered suitable 
people. Furthermore, we asked all participants to spread 
the information to other refugees that had recently 
arrived from the DRC. Using this snowball sampling 
approach we returned to the respective places until no 
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more people fulfilling the inclusion criteria appeared. 
After that we went on to the next subdivision where 
recent arrivals were living.

Three psychologists and a social scientist conducted 
the semistructured interviews. All interviewers were 
extensively trained in psychological assessment. All 
interviews were conducted in Swahili, which is the lin-
gua franca both in the eastern DRC and in the Nakivale 
refugee settlement. To ensure high interrater reliability, 
the interviewers practiced the assessment in joint inter-
views. Two English-speaking interpreters facilitated com-
munication. To ensure comprehension and full awareness 
of the content, oral and written informed consent was 
collected from the participants; illiterate participants 
gave their fingerprints instead of a signature. Each par-
ticipant was interviewed in a calm and discreet setting. 
At the end of the interview, each participant received a 
bar of soap and a package of salt as compensation. The 
Institutional Review Board of the Mbarara University of 
Science and Technology as well as the Ugandan National 
Council for Science and Technology approved the study. 
Other results from this extensive data assessment are 
presented by Hecker et  al. (2015) and by Ainamani, 
Elbert, Olema, and Hecker (2017).

Measures

All assessment instruments were applied as semistruc-
tured interviews. After informed consent, we assessed 

sociodemographic information (e.g., age, gender, edu-
cational background).

Exposure to traumatic and other stressful events.  
Lifetime exposure to potentially traumatizing events was 
assessed using a checklist of 53 war and non-war event 
types (e.g., natural catastrophes, physical assault, sexual 
assault). The checklist was an adapted version of a checklist 
by Neuner and colleagues (2004), developed for conflict 
settings in the Great Lakes Region in Central Africa. It 
included events from the Posttraumatic Stress Diagnostic 
Scale (Foa, Cashman, Jaycox, & Perry, 1997) and has shown 
high test–retest reliability (r = .73, p < .001) as well as high 
accordance with the event list of the Composite Interna-
tional Diagnostic Interview in a study in Uganda (Ertl et al., 
2010). It has also been successfully used in studies in the 
DRC (Hermenau, Hecker, Schaal, Maedl, & Elbert, 2013). 
When assessing past traumatic events, measuring event 
types provides an accurate and practical measure of trau-
matic experiences (Wilker et al., 2015). For example, life-
time PTS was accurately predicted by the number of 
different traumatic event types experienced, and the inclu-
sion of event frequencies only slightly improved the predic-
tion of current PTS. Therefore, the number of times a 
specific event had been experienced was not assessed.

To capture ongoing experiences of threat and dan-
ger, we also assessed current exposure to family and 
community violence in the past month with 20 violence-
related event types (e.g., physical assault, sexual 

Table 1. Descriptive Statistics for CTS Group (n = 183) and PTS Group (n = 43)

CTS group PTS group  

Variable M SD M SD T or χ2a

Age (years) 31.32 9.43 30.37 8.37 0.61
Education (years) 5.73 4.63 6.86 5.02 1.41
Gender (n, %) 0.42
 Female 107 59 28 65  
 Male 76 41 15 35  
Lifetime exposure to traumatic events 34.61 8.14 39.88 6.16 4.73***
 War events 18.54 4.00 20.84 3.27 3.97***
 Non-war events 4.55 1.07 5.19 1.08 3.50***
 Community violence 10.54 4.61 12.91 3.73 3.13**
Current exposure to violence eventsb 2.93 2.85 4.21 3.13 2.59**
Concern about recurrencec 7.46 5.79 10.51 3.11 3.10**
PSS-I severity scores  
 Sum score 34.35 13.09 38.95 7.24 3.14**
 Intrusions 10.77 4.24 12.42 2.33 3.48***
 Hyperarousal 10.64 3.93 12.35 2.35 3.70***
 Avoidance 12.96 5.66 14.21 3.39 1.88

Note: CTS = continuous traumatic stress; PTS = posttraumatic stress; PSS-I = PTSD Symptom 
Scale–Interview.
aT = t test or Welch test statistics; χ2 = chi-square test statistic.
b,cRefers to family- and community-violence-related events.
**p < .01. ***p < .001.



6 Hecker et al.

assault). One item assessing poverty and one asking 
for any event not mentioned so far was added to cap-
ture all possible current stressors. Concerns or worries 
about the recurrence of the violence-related events 
were assessed by asking whether the person was con-
cerned during the last month that the event could hap-
pen again in the future. Each event for which participants 
reported concerns about recurrence was rated with a 
1, and if no concern was reported, then it was rated 
with a 0. For the analysis, a sum score of lifetime expo-
sure was calculated by summing up all items (range = 
0–53), as well as a sum score of current exposure to 
family and community violence (range = 0–22) and 
concerns about the recurrence of these current violence-
related events (range = 0–22).

Posttraumatic stress disorder symptom severity. The  
PTSD Symptom Scale–Interview (PSS-I; Foa, Riggs, Dancu, 
& Rothbaum, 1993) was utilized to determine PTSD 
symptom severity. The 17 DSM–IV symptom criteria for 
PTSD were assessed with one question for each symp-
tom and referred to the previous 2 weeks. The answers 
were coded on a 4-point scale ranging from not at all (0) 
to five or more times per week/very much (3). The PSS-I 
has been shown to have good psychometric properties 
(e.g., Cronbach’s α = .86, interrater reliability = .93; Foa & 
Tolin, 2000). The instrument has been validated for use in 
Uganda (Ertl et al., 2010) and has been successfully used 
in the DRC (Hecker et al., 2013). We computed dimen-
sional PTSD severity scores by adding the scores of each 
question, resulting in a sum score ranging from 0 to 51. 
In the current sample Cronbach’s alpha was .93. For anal-
yses, cluster severity scores were computed. The intru-
sion severity score (Items 1–5) and the hyperarousal 
severity (Items 13–17) have a possible range from 0 to 15 
and the avoidance severity score (Items 6–12) has a pos-
sible range from 0 to 21. The Cronbach’s alpha coefficients 
for the symptom clusters proved to be good (intrusions  
α = .90, hyperarousal α = .85, avoidance α = .86).

Data analysis

Our hypothesis was that the CTS group would primarily 
report concerns appropriate to the current danger, and 
conversely, that people in the PTS group would report 
concerns independently of the context. To measure this, 
we formed categories for low versus high current expo-
sure to violence-related events and concerns about their 
recurrence. We used the median of the sum score of 
current exposure types to split the sample into equal 
subgroups (low vs. high current exposure). We used 
the same procedure for the variable concerns about 
their recurrence (low vs. high recurrent concerns). Con-
tingency tables for both groups were analyzed using a 

2 (current exposure) × 2 (concerns about recurrence) 
chi-square test for each group. Spearman correlations 
were performed to specify the strength of possible 
associations.

Differences in intrusion symptom severity between 
the CTS and PTS group were examined with an inde-
pendent samples t test. To control for possible differ-
ences in lifetime exposure to traumatic events, an 
analysis of covariance (ANCOVA) was conducted. The 
model consisted of group as the fixed factor (CTS, PTS), 
lifetime exposure to traumatic events as covariate, and 
intrusion severity as dependent variable. The distribu-
tions of the residuals did not deviate significantly from 
normal distributions. A Levene test revealed a signifi-
cant difference between the variances of the two 
groups. The t test and ANCOVA were conducted based 
on their robustness to heteroscedasticity (McDonald, 
2009; Olejnik & Algina, 2003). Differences in hyper-
arousal and intrusion symptom severity within the CTS 
group were examined with a t test for dependent mea-
sures. The distributions of the residuals did not deviate 
significantly from the normal distribution. All analyses 
used a two-tailed α = .05. Our metric for a small effect 
size was d ≥ .20, q ≥ .10, or η2 ≥ .01, for a medium 
effect d ≥ .50, q ≥ .30, or η2 ≥ .06, and for a large effect 
d ≥ .80, q ≥ .50, or η2 ≥ .13. Data were analyzed with 
IBM SPSS Statistics 21.

Results

Context-related differences between 
CTS and PTS

Descriptive statistics are presented in Table 1. The 
observed frequencies for the distribution of the PTS 
and the CTS group across the 2 (current exposure) × 2 
(concerns about recurrence) contingency table are dis-
played in Table 2. In the CTS group there was an accu-
mulation of people reporting high current exposure to 
violence-related event types and reporting high con-
cerns about their recurrence (31%). Accordingly, 41% 
reported low current exposure to the violence-related 
event types together with low concerns about their 
recurrence. The chi-square test showed that there was 
a significant relationship between current exposure and 
concern about the recurrence of the events, χ2(1, n = 
183) = 35.83, p < .001. Furthermore, performing a Spear-
man correlation revealed a moderate positive relation-
ship (r = .46, p < .001). Thus, low current exposure to 
violence-related events was related to low concerns 
about their recurrence, whereas high current exposure 
was associated with high concerns about recurrence.

In the PTS group no such pattern was found. In total, 
almost two thirds reported high concerns that the 
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violence-related events would reoccur. The majority of 
the participants who reported high current exposure to 
violence-related events also reported high concerns 
about their recurrence. The remaining people were dis-
tributed equally across the other cells. The chi-square 
test revealed no significant relationship between expo-
sure and concerns about recurrence, χ2(1, n = 43) = 
3.45, p = .095. Also the Spearman correlation showed 
no significant relationship between the two variables 
(r = .27, p = .066). The correlation coefficients indicated 
a difference in this relation between the CTS and the 
PTS group, displaying a small effect (q = .16).

Symptom-related differences between 
CTS and PTS

The PTS group reported significantly higher intrusion 
severity than the CTS group, t(116.47) = 3.48, p = .001, 
dCohen = .48. However, after controlling for lifetime 
exposure to traumatic events, this difference was no 
longer significant, F(1, 222) = 0.06, p = .815, η2 < .001. 
There was a significant influence of lifetime exposure 
to traumatic events on intrusion severity, F(1, 222) = 
31.80, p < .001, η2 = .125, and the PTS group reported 
significantly higher lifetime exposure than the CTS 
group, t(80.38) = 4.73, p < .001. Thus, the higher intru-
sion severity in the PTS group was explained by the 
people’s higher lifetime exposure to traumatic events. 
The total model explained 28% of the total variance in 
intrusion symptom severity. Furthermore, in contrast to 
our hypothesis, within the CTS group there was no 
significant difference between hyperarousal severity 
and intrusion severity, t(182) = −0.07, p = .496.

Discussion

Context-related differences between 
CTS and PTS

The aim of the present study was to examine the con-
cept of CTS and to explore potential differences 
between CTS and PTS in a Congolese refugee sample. 
We divided the sample into a CTS group and a PTS 
group, based on the participant’s self-report. Specifi-
cally, we assessed whether their traumatic stress symp-
toms showed a decrease either when leaving the 
life-threatening context of war or during periods of 
decreased threat to life. With 43 participants, the PTS 
group was much smaller than the CTS group. The 
groups did not differ regarding age, gender, or educa-
tion. However, the PTS group reported significantly 
more lifetime exposure to traumatic experiences than 
the CTS group. Consistent with our hypothesis, we 
found that the majority of the CTS group that reported 
high current exposure to violence also described stron-
ger concerns that these violence-related events might 
reoccur in the future. Accordingly, the majority of par-
ticipants reporting low current exposure also reported 
low concerns about recurrence. In contrast, in the PTS 
group, no such pattern was found. We consistently 
found a positive relationship between current exposure 
and concerns about recurrence only in the CTS group. 
The results partially support the context-related defini-
tion of CTS (Straker, 2013) and its distinctiveness from 
PTS. We suggest that the concerns reported by people 
living in the context of ongoing violence could—at least 
partly—be regarded as an appropriate response to 
threats in the current environment. These appropriate 
responses to the dangerous environment constitute a 
difference to the concerns of people suffering from PTS 
who are said to show these concerns independently of 
the danger in a particular context (van der Kolk et al., 
2005). Our findings are in line with prior research 
showing that responses to CTS may also be related to 
the current stressful and traumatic context (Diamond 
et al., 2013; Hoffman et al., 2011).

Future research is needed to develop measures that 
are able to differentiate between concerns that are an 
appropriate response to the current danger in an unsta-
ble environment and those that are overgeneralized fear 
responses as a result of traumatic stress induced mem-
ory dysfunction. Such a distinction could provide a 
helpful way of avoiding the overestimation of the PTSD 
prevalence in contexts of continuous trauma

As this article is a first step toward operationalizing 
the concept of CTS, it may be too early to suggest spe-
cific implications for interventions and treatment. Yet, 
for people living in contexts of ongoing violence and 

Table 2. Relationship Between Current Exposure to Family 
and Community Violence Event Types and Concerns About 
Their Recurrence in the CTS and PTS Groups (Observed 
Frequencies in Percentages)

Concerns about recurrencea

Group
Current 

exposureb Low (%) High (%) Total (%)

CTS Low 41 17 58
 High 11 31 42

 Total 52 48 100

PTS Low 19 16 35
 High 16 49 65

 Total 35 65 100

Note: CTS = continuous traumatic stress, n = 183; PTS = posttraumatic 
stress, n = 43.
a,bCategorization into Low and High was performed by split-half using 
the median of both groups (MdnExposure = 3.37, MdnConcern = 8.57).
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trauma exposure there is probably no other solution 
than leaving the danger zone. If there are possibilities 
to reduce a real threat (e.g., participation in peace 
building in a war scenario), it may also be helpful to 
point out those to the survivors, leaving them in a less 
helpless condition. Also in CTS contexts it may be pos-
sible that people suffer from PTS. As for the develop-
ment of trauma-related symptoms, the way people 
perceive current danger plays an important role, irre-
spective of the real danger. If leaving the dangerous 
context is not an option, then cognitive interventions 
may also be helpful in CTS contexts to focus on a real-
istic estimate of risk and danger.

Symptom-related differences between 
CTS and PTS

Our results did not reveal any differences in intrusion 
symptom severity between the two groups. Although 
the PTS group reported higher intrusion severity than 
the CTS group, this difference was explained only by 
the reported lifetime exposure to traumatic events. The 
positive association between lifetime exposure and 
intrusion severity results from the building block effect 
(Kolassa et al., 2010; Neuner et al., 2004), which states 
that the cumulative exposure to traumatic events 
increases the risk of developing PTSD symptoms and 
reduces the chance of a spontaneous remission. Con-
sequently, those in the PTS group who experienced 
higher lifetime exposure to traumatic events also 
reported higher intrusion and overall symptom severity. 
The finding that high levels of intrusion symptom sever-
ity were also found in the CTS group is not consistent 
with previous studies reporting few or even no intrusive 
symptoms for people experiencing CTS (Somer & 
Ataria, 2015). Yet, it has been suggested that in CTS the 
function of the intrusions may differ from those in PTS. 
In PTS, intrusive thoughts, flashbacks, or physiological 
reactions are triggered by stimuli that are linked to a 
past traumatic event (Ehlers & Clark, 2000). By contrast, 
in CTS the relationship between triggers and a past 
traumatic event might be protective (Hoffman et al., 
2011). In a dangerous environment such a trigger might 
be lifesaving if it signals realistic danger, and therefore 
intrusions in response to triggers may represent an 
adaptive impulse for avoiding danger and escaping to 
safety. In line with this, Nuttman-Shwartz and Shoval-
Zuckerman (2016) proposed that the motivation behind 
avoidant behavior symptoms might also differ between 
CTS and PTS: people suffering from PTS would try to 
avoid symptom triggers, whereas people experiencing 
CTS would try to avoid realistic danger. These theoreti-
cal considerations would need to be empirically tested 
in future studies.

Our findings did not support the hypothesis that 
hyperarousal severity is higher in the CTS group than 
intrusion severity. Hence, our results are not in accord 
with findings in Israeli samples exposed to ongoing 
danger, which revealed hyperarousal as the most inten-
sive symptom cluster (Lahad & Leykin, 2010). All in all, 
our findings did not support the idea of a similar but 
clearly distinct cluster of symptoms corresponding to 
the theory of CTS, as both groups reported symptoms 
of all main symptom clusters. Together with the fact 
that the PTS group reported more lifetime trauma expo-
sure and overall symptom severity, our findings may be 
interpreted as describing one group that showed a non-
pathological trauma response (CTS group) and one 
group that reported pathological trauma response (PTS 
group) in a context of ongoing violence and trauma 
exposure.

Limitations

The following limitations of the study should be noted: 
First, the cross-sectional study design does not allow 
for the establishment of causality. It thus remains 
unclear whether in the CTS group current exposure to 
violence-related events leads to the concern that those 
might happen again. The present convenience sample 
may have resulted in a selection bias, which limits the 
generalizability of our findings. Our study was con-
ducted in a refugee camp with limited safety, that is, in 
one of many potentially threatening scenarios. Besides 
past and ongoing threats to life and fitness, there are 
also other postmigration living difficulties in the host 
country that may be a significant stressor for the refu-
gees. As a first step toward operationalizing the concept 
of CTS, we focused solely on PTS symptoms; however, 
CTS responses are likely to go beyond this. Moreover, 
for grouping we relied on the participants’ subjective 
report as to whether or not they have experienced 
decrease of PTS symptoms in a “safer context.”

Conclusions

The present study aimed to take a first step toward 
operationalizing the concept of CTS, and it supported 
the hypothesis that in contexts of continuous and ongo-
ing trauma exposure, symptom-like responses could 
also be regarded as an appropriate response to realistic 
danger. If CTS constitutes a nonpathological and appro-
priate reaction to a dangerous context, a distinction 
between CTS and PTS could provide a helpful way of 
avoiding an overestimation of the PTSD prevalence in 
contexts of continuous trauma. On the other hand, the 
idea of a distinct symptom characteristic of CTS and 
PTS could not be supported. Nevertheless, under 
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circumstances in which traumatic events may occur at 
any time, the post in posttraumatic stress disorder may 
need to be reconsidered (Straker, 2013). Future research 
is essential to test whether such symptom-like responses 
can indeed be regarded as an appropriate or adaptive 
context-related behavior. If our suggestion holds, they 
should then be rated as distinct from the commonly 
known psychopathological suffering of PTSD.
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