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Conceptualizing Trauma by Embracing Ambiguity

Introduction
How psychological trauma is conceptualized 

determines who is considered to be traumatized, 
and whether or not—as well as how—they are 
treated. Changes in definition and criteria, as 
laid out in the diagnosis for PTSD within 
the Diagnostic and Statistical Manual of  Mental 
Disorders (DSM), directly impact the rates of  
prevalence, as some who were previously 
identified with the disorder no longer meet 
the criteria for PTSD, though they may share 
similar symptoms. In a recent national study 
on prevalence rates of  PTSD diagnoses due 
to the shift in criteria from the DSM-IV to 
the DSM-V, researchers found that there was 
a decrease in prevalence rates due to this shift 
in criteria.1 This study illuminates the fragility 
of  the concept of  trauma and its importance 
as defined by the DSM, since it directly 
impacts those individuals who either fit or do 
not fit the diagnostic criteria. Psychologists 
and physicians alike grappled with a way to 
conceptualize trauma as future researchers 
and clinical practitioners continue to struggle 
to create more adequate conceptualizations 
of  trauma-related disorders.

In what follows, I will trace the evolution 
of  trauma, present current theories on how it 
should be conceptualized, and contend with 
a skeptical view on the depth of  theoretical 
disagreement. The first section describes 
the evolution of  the concept of  trauma, 
beginning in the mid-19th century with John 
Eric Erichsen’s description of  the effects 
of  a series of  railway accidents and ending 
with today’s current conceptualization as 
described in the DSM-V.2 Next, I expound 
Ruth Leys’ skeptical argument which 
states that because there is an oscillation 

before it itself  was fully fleshed out and 
its underpinnings understood. John Eric 
Erichsen, a mid-19th century British surgeon, 
described the set of  symptoms occurring 
in victims of  a series of  railway accidents 
in physiological terms, describing trauma 
as a “concussion of  the spine.”4 While it is 
possible that neurobiologists will reduce the 
symptoms which a traumatized individual 
experiences to a neurobiological event, this 
is not yet certain. 

The initial conceptualization was 
further complicated when psychologists and 
psychoanalysts began describing symptoms 
in terms of  changes within the psyche. One 
British military psychiatrist, Charles Samuel 
Myers, rejected the notion that the experience 
of  trauma resulted from an organic cause.5 
Rather, he approached the conceptualization 
of  trauma from a psychological standpoint, 
using the term, “shell shock,” to refer to the 
severe emotional effects that trauma causes. 
Thus, Myers played an important transitional 
role in connecting the older, organic theories 
of  origination to the later psychoanalytic and 
psychological theories of  causality. The late-
19th century neurologist Jean-Martin Charcot 
began conceptualizing trauma by borrowing 
hysteria from its religious context and 
importing it into a scientific one.6 With his 
term “hystero-traumatic auto-suggestion,” 
Charcot proposed that traumatic events 
caused traumatized individuals to be in 
a suggestible, hypnotic state which also 
resembled the dissociative aspects of  
hysterical symptoms.7 Though some of  
Charcot’s students at the Pitié-Salpêtrière 
Hospital in Paris focused on suggestibility 
and simulation in relation to trauma, 

between psychological and positivist 
theories of  trauma, hope of  ever developing 
one conceptualization is bound to fail.3 
Furthermore, she argues that practice should 
not follow theory since conceptualizations 
of  trauma oscillate between these two 
theories. I then juxtapose two current experts 
on the concept of  trauma, Chris Brewin 
and Matthew Friedman, with Leys’ theory. 
Though both Brewin and Friedman agree 
that there is likely to be a more adequate 
conceptualization of  trauma which may be 
identified with more research, they disagree 
with one another on how best to currently 
conceptualize trauma. Chris Brewin takes 
a narrow approach to trauma, arguing that 
there should be no stressor criterion and 
fewer symptoms for the diagnostic criteria 
of  PTSD, whereas Matthew Friedman takes 
a broad approach, arguing that there should 
be a specific set of  stressors and a large list of  
symptoms. I argue that debate surrounding 
trauma is an essential part of  the productive 
process in the creation of  one of  its many 
accurate conceptualizations as mediated 
by its socio-cultural and historical context, 
which will influence treatment methods that 
are functionally useful in alleviating suffering 
individuals of  their debilitating symptoms.

 
History of  Trauma

The term trauma from the Greek word 
τραῦμᾰ originally referred to a physical 
wound, though its meaning has now evolved 
to represent a psychological wound as well. 
However, the metaphorical use of  the term 
trauma complicates efforts to theorize trauma. 
From its inception, psychological trauma has 
been couched in terms of  physical wounds 
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pragmatic approach to treatment that allows 
for experimentation in practice, calling for 
the use of  a variety of  treatment techniques.

Debates among contemporary experts 
on PTSD reflect similarly complex issues 
about PTSD. On one side of  the controversy 
about the conceptualizations of  trauma, Chris 
Brewin, professor of  Clinical Psychology at 
the University College London, takes a narrow 
approach, as evidenced by diagnostic criteria 
he proposes for PTSD. In contrast, Matthew 
Friedman, professor of  both Psychiatry and 
of  Pharmacology and Toxicology as well as 
executive director of  the U.S. Department 
of  Veterans Affairs National Center for 
Post-Traumatic Stress Disorder, defends a 
broader definition of  trauma. If  we situate 
Brewin and Friedman’s methodological 
approaches in relation to Leys’ theory, their 
positions reiterate the tension in previous 
theories of  trauma and do little to move 
the debate closer to resolution. Three of  
the most controversial points within the 
contemporary debate on trauma that Brewin 
and Friedman represent are whether or 
not PTSD should be considered its own 
diagnosis, which symptoms should be 
included within this diagnostic criterion, and 
which stressors should count as contributors 
to the subject’s experience of  trauma within 
the PTSD diagnostic criteria.

Brewin argues for a narrow construct of  
PTSD with the elimination of  Criterion A1, 
which specifies the stressor criteria as well 
as simplifying the criteria’s set of  symptoms 
in order to distinguish PTSD from other 
mental disorders. Both conceptually and 
clinically, a core set of  symptoms for 
the PTSD diagnostic criteria would be 
advantageous because “the removal of  
symptoms associated with general dysphoria 
should also lead to greater homogeneity 
of  cases and reduced overlap with other 
disorders.”17 Many of  the symptoms listed 
within the criteria for PTSD are shared with 
a number of  other disorders, such as the 
anxiety disorders. Thus, Brewin argues for 
a simplification of  the current diagnostic 
criteria for PTSD in order to capture the 
defining features of  PTSD and increase 
the reliability with which it is diagnosed. A 
refocusing of  the symptom criteria would 
“highlight the features that are most salient 
to the individual with PTSD, that are the 
primary focus of  psychological treatment.”18 
The nature of  trauma is such that, he argues, 
it should be considered a distinct disorder, 
since it has a pathology which arises out 
of  the persistence and impairing effects of  
its distinct set of  symptoms and activation 
patterns within the brain.

Although the body can be observed 
directly, we can only observe the mind 
indirectly; it resists easy observation. Because 
of  this fact, it is difficult to determine 
which, if  any, fundamental theory of  
trauma captures its reality. Moreover, the 
tendency to reduce PTSD to psychological 
or neurobiological conceptualizations may 
limit the way in which trauma—both its 
causes and the subsequent psychological 
effects—is understood; limited theories 
may neglect or fail to recognize some aspect 
of  trauma (and its effect on the individual) 
that is an integral part of  the experience of  
trauma. The issue is further complicated by 
the relation between the traumatic event 
and its effect on the individual. Since not all 
individuals exposed to the same traumatic 
event will become traumatized, it is difficult 
to determine the degree to which trauma is 
due to the stressor itself, the susceptibility 
of  the traumatized person, or other factors 
related to social context. Thus, trauma’s 
conceptualization is subject to great debate, 
since the mind is not fully understood nor 
directly observable, and since the relation 
between stressor and traumatized individual 
is subject to social and psychological factors.

 
Current Conceptualizations of  Trauma

Tracing the evolution of  conceptualizations 
of  trauma reveals an ongoing struggle to identify 
the underlying reality of  trauma. Starting as 
a physical wound, trauma as a concept has 
transformed to represent a wound of  the 
individual and collective psyche as well. Still 
today this is a hotly contested concept, with 
conflicting views about its core symptoms, 
whether or not it should be considered its 
own diagnosis in relation to other disorders, 
and what types of  stressors that should 
count toward the diagnosis of  PTSD. 

Ruth Leys, author of  Trauma: A Genealogy, 
approaches the concept of  trauma through 
a genealogical lens in order to elucidate its 
long and interesting history. She claims 
that the debate is stagnant since experts 
repeatedly divide between those who defend 
what she calls the mimetic theory and those 
who defend the antimimetic theory.14 She uses 
the term mimetic to refer to psychological 
theories of  trauma and the term anti-
mimetic to refer to neurobiological theories 
of  trauma. Hence, she claims “discussions 
of  trauma are characteristically polarized 
between competing positions each of  which 
can be maintained in its exclusiveness only 
at the price of  falling into contradiction or 
incoherence.”15 From this argument, she 
makes a claim that therapists should not 
exclusively rely on treatment techniques 
which derive from current Western theories 
of  trauma since the theories themselves 
are inconsistent.16 Rather, Leys advises a 

Sigmund Freud studied and incorporated 
childhood sexual abuse and hysteria into his 
psychological account of  trauma.

Sigmund Freud further developed his 
teacher’s theory, locating the emergence 
of  the hysterical symptoms within the 
individual’s psyche rather than deriving from 
the traumatic experience itself. From a case 
study of  eighteen individuals with symptoms 
of  hysteria, Freud concluded that symptoms 
of  hysteria arise out of  the individual who 
represses memories of  early childhood 
sexual abuse or experiences.8 Experience, 
according to Freud, causes the repressed 
feelings and symptoms from an earlier 
childhood trauma to surface. 

Despite efforts to give a psychological 
account of  traumatic symptoms, many did 
not accept these symptoms as real or valid. 
It was not until after the Vietnam War that 
a third edition of  the DSM was established, 
which made Posttraumatic Stress Disorder 
an official term after immense pressure from 
psychiatrists and activists.9 Two such activists, 
Ann Burgess and Lynda Holstrom, completed 
work on sexual and domestic violence, raising 
awareness about these types of  trauma to 
the public.10 Also studying the effects of  
sexual abuse on children, Judith Herman 
drew similarities between the symptoms of  
children who had been sexually abused and 
veterans who experienced traumatic events.11 
Additionally, Herman advocated for Three-
Phase Trauma Therapy, an individualized 
treatment option for trauma survivors.12 
These feminists, among other activists, made 
the public and the scientific community 
aware of  pervasive child sexual abuse and 
domestic violence issues, providing evidence 
for the similarities between the effects of  
these abuses and the effects of  physical 
violence on soldiers due to the war. As 
a result of  their efforts, PTSD became a 
diagnosis within the DSM-III, solidifying 
emphasis on psychological aspects of  
trauma and trauma-related injuries, as well 
as affirming the detrimental effects that 
war had on soldiers. Thus, the conception 
that soldiers who returned from war were 
predisposed to mental illness was challenged 
by a new account of  the origin of  PTSD.

The most recent diagnostic manual, 
the DSM-V, provides in-depth, diagnostic 
criteria for PTSD, as well as a number of  
other trauma- and stressor-related disorders. 
In order to qualify for a diagnosis of  PTSD, 
an individual must first meet the criteria of  
having experienced “actual or threatened 
death, serious injury, or sexual violence.”13 
Thus, the conceptualization of  trauma 
has evolved within a psychological 
framework, with researchers working hard 
to establish a neurobiological foundation 
for PTSD symptoms. 
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consciousness-producing neurons or 
‘trauma in the soul’ should be regarded 
as any more problematic.23   

Just as the concept of  genes was posited 
in the scientific vocabulary as an educated 
assumption about the conceptual schema prior 
to the discovery of  DNA, conceptualizations 
of  trauma have a valuable role, however 
problematic they may be. Though theoretical 
disagreements persist, we should remain 
optimistic that with more research, the 
precipitating factors and psychological 
symptoms of  trauma will be understood 
better. In the meantime, we should also be 
receptive to evidence regarding the functional 
utility of  current concepts of  trauma that 
prevail in clinical practice.

What Leys views as a conceptual impasse 
might therefore better be seen as part of  the 
creative process in trauma’s conceptualization. 
In its current state in the DSM-V, trauma in 
terms of  PTSD criteria is highly contested for 
its stressor criterion, as illustrated in Brewin 
and Friedman’s earlier debate. Since current 
methodologies are incapable of  detecting 
observable changes in an individual’s psyche 
that has been affected by a traumatic event, 
it is advantageous in practice to maintain 
multiple theories of  trauma. Too much 
ignorance surrounds the concept of  trauma 
for any expert to pin down one specific 
theory. Instead, researchers need to consider 
all of  the conceptualizations which can be 
justified using available evidence. Moreover, 
the debate around trauma reflects the 
potential directions future research may 
take. Despite referencing the same evidence, 
experts often disagree, as do Brewin and 
Friedman. When this happens, Hilary 
Kornblith, professor of  Philosophy at the 
University of  Massachusetts Amherst, says, 
“one ought to suspend judgment.”24 It is not 
that the debate on trauma has been polarized 
between psychological and neurobiological 
approaches, but rather that experts have 
not yet agreed because evidence has not yet 
settled unresolved issues. In trauma’s current 
conceptualization there is understandable 
disagreement since there is still much to 
learn about what gives rise to trauma, what 
kinds of  events should be described as 
trauma inducing, and how we should think 
about the role played by the psychology of  
the individual.

What appears to be an impasse for 
Leys is actually productive for both the 
neurobiological and psychiatric communities 
that assert their individual claims about 
the nature of  trauma. Psychologists 
and psychiatrists attempt to explain the 
traumatized individual’s experience in 
terms of  mental phenomena.25 However, 
because mental phenomena cannot be 
directly observed, psychologists have to rely 

a settled concept of  trauma will emerge. 
Leys belongs to the former class, arguing 
that conceptualizations of  trauma are likely 
to continue to oscillate between mimetic, or 
psychological and hypnotic-state, and anti-
mimetic, or scientific and positivist, theories. 
In contrast to the skeptical view put forth 
by Leys, Brewin and Friedman, though they 
disagree on the conceptualization of  trauma, 
agree that by continued exploration researchers 
will gain a better understanding of  trauma. 
The current psychiatric conceptualization 
of  trauma, understood by specific criteria 
for PTSD, is currently under scrutiny for 
bracket creep, the excessive breadth of  its 
conceptualization and what counts as a 
traumatic event. Brewin argues that the 
stressor criterion should be eliminated 
in favor of  a core set of  symptoms that 
constitute the criteria of  PTSD. In contrast, 
Friedman defends a broad conceptualization 
that encompasses the entire set of  symptoms 
relevant to the posttraumatic phenotype.

An Alternative Approach to Trauma
Experts on trauma have been 

unable to agree on a working concept 
of  trauma that guides clinical practice. 
Theoretical disagreement surrounding the 
conceptualization of  trauma has tended 
either toward a psychological approach or 
a neurobiological understanding. Although 
Leys is skeptical about the possibility of  
a resolution, contemporary experts like 
Brewin and Friedman, who are working on 
the diagnostic criteria for PTSD, maintain 
hope that close analysis will lead them toward 
a clearer understanding of  psychological 
trauma and its causes. Additionally, Leys 
argues that clinical treatment practices for 
PTSD should not follow theory, freeing 
clinical practitioners from the impasse of  
theory. Rather than assuming a persistent and 
irresolvable tension in conceptualizations 
of  trauma, deepened by the historical and 
scientific contexts out of  which they emerge, I 
believe a more productive approach would be 
to welcome a wide range of  treatments so that 
greater evidence of  efficacy can be established. 

It is too hasty to dismiss theories of  
trauma on the basis that disagreement exists 
among experts, as Leys does. If  we were to 
abandon any concept which does not present 
itself  in a clear manner from its inception, 
there would be no room for intellectual 
growth. Mark Silcox writes:

If  biologists were entitled to talk 
about “genes” long before the 
structure of  DNA was discovered, 
and if  contemporary physicists can 
afford to feel comfortable extending 
the concept of  a “particle” to units 
of  gravitational force, it is difficult to 
see why proleptic speculation about 

In contrast to Brewin’s narrow definition 
of  trauma, Friedman offers a broad 
conceptualization of  trauma, which expands 
the symptom criteria for PTSD within the 
DSM-V. Rather than eliminate symptoms 
which overlap with other disorders, 
Friedman says they should remain within the 
diagnostic criteria for PTSD, claiming, “if  
one extended this logic to medical diagnosis, 
one would eliminate symptoms such as fever, 
pain, and edema from the diagnostic criteria 
of  a specific disease because they are found 
in so many other diseases.”19 It would not 
make sense to eliminate symptoms which 
accompany PTSD on the grounds that 
they are also exhibited in other disorders; 
distinct symptoms and unique combinations 
of  symptoms will distinguish PTSD from 
other mental disorders. By maintaining 
a broad PTSD construct, therapists are 
able to diagnose based on an array of  
symptoms, including those symptoms 
which are important to PTSD despite being 
shared with other disorders. In conclusion, 
Friedman asserts a broad conceptualization 
of  trauma and preserves the stressor criteria 
within the diagnostic criteria for PTSD as an 
integral part of  the diagnosis.

The 11th edition of  the International 
Classification of  Diseases (ICD-11), created 
by the World Health Organization, and 
the DSM-V mirror Brewin and Friedman’s 
debate between a narrow and broad 
conceptualization of  trauma. While the 
DSM-V uses the broad construct of  trauma 
for PTSD as described by Friedman, the 
ICD-11 is more closely related to Brewin’s 
narrow construction. Like Brewin’s 
proposal, the ICD-11 has eliminated general 
symptoms shared with other disorders and 
narrowed down the symptom list to three 
symptom clusters.20 These clusters include 
re-experiencing the trauma, aversion to 
reminders of  the trauma, and a perceived 
current threat resulting in hypervigilance.21 
Additionally, one element not seen in the 
DSM-V that will be in the ICD-11 is complex 
PTSD. This diagnosis is for those individuals 
who meet the regular criteria for PTSD but 
who also have additional symptoms, such as 
somatization, dissociation, shame, guilt, and 
interpersonal problems.22 Even regions of  the 
world are at odds with the conceptualization 
of  trauma, with the broad construct more 
common in the U.S. and the narrow construct 
more common internationally.

The historical development of  the 
concept of  trauma, with its persistent tensions, 
has given rise to the current psychological, 
psychiatric and neurobiological irresolution 
in debates over the DSM-V. Some experts 
are discouraged by the inability to arrive at 
a stable concept of  trauma, whereas others 
maintain hope that with more research, 
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In addition to treatment methods which 
prove effective for relieving symptoms of  
PTSD, other safe and effective treatment 
methods should be considered as well. 
Since trauma is not yet well-understood, it 
is reasonable to take a variety of  approaches 
with the hope of  learning more about it. 
This includes challenging the intellectual 
convention for conceptualizing mental 
disorders and exploring treatment options 
outside of  psychology and psychiatry. One 
such alternative treatment option for PTSD 
is Narrative Adaptation. MaryCatherine 
McDonald, visiting professor of  Philosophy 
at the College of  the Holy Cross, claims that 
“trauma disrupts the ability of  the subject to 
synthesize, categorize, and attach meaning 
to events,” and that narrative enables the 
traumatized individual to record, synthesize, 
and assign personal meaning to the event, 
breaking the reappearance of  the event as a 
present happening.33 McDonald claims that 
through narrative, or the telling and retelling 
of  the event, the traumatized individual 
is able to regain agency and view the 
event as occurring in the past. Even if  the 
explanation is incomplete for why narrative 
therapy alleviates some symptoms of  PTSD, 
therapists have shown increasing interest in 
it as a promising new treatment.34 In addition 
to having at least the ability to ameliorate the 
lives of  individuals with PTSD, alternative 
treatment methods such as these may also 
give researchers some insight into the way in 
which trauma affects individuals. Alternative 
treatment options, like Narrative Adaptation, 
show promise in alleviating traumatized 
individuals of  their symptoms and should be 
explored further.

Another longitudinal study examined 
individuals who have experienced traumatic 
events and observed biopsychosocial effects 
of  trauma, as well as moral and spiritual 
effects. Examining the effects of  political 
violence in KwaZulu-Natal over the course of  
five years, the results of  the Harvard Trauma 
Questionnaire suggested that participants 
experienced a moral and spiritual weakening 
after exposure to trauma.35 Specifically, they 
claim that a traumatic event injures one’s 
moral beliefs since it “creates dissonance and 
conflict because it violates assumptions and 
beliefs about right and wrong and personal 
goodness.”36 Additionally, the traumatic event 
can affect “the faith that God is constantly 
available to respond to one’s hopes, fears, 
anxieties and tragedies…[is] shattered. When 
this happens, individuals who are unable to 
resolve challenges to their moral and spiritual 
beliefs might find themselves in a state 
of  spiritual alienation.”37 The traumatized 
individual who previously had a spiritual 
connection to God, for instance, may feel 
that God has neglected them, leading to their 

moral arguments that mobilized these efforts 
and resources.”29 For example, combat 
soldiers returning from war were some 
of  the first individuals to be considered as 
having experienced a traumatic event with 
the potential to develop PTSD. However, as 
technology changes and soldiers increasingly 
end up behind a screen operating remotely 
piloted combat drones, these individuals 
are expressing PTSD symptoms and high 
levels of  stress similar to those of  combat 
soldiers.30 Thus, as new technologies are 
developed and new instances arise in which 
an individual may become traumatized, 
the conceptualization of  trauma must be 
adjusted to take account of  these cases. 

Despite theoretical disagreement, 
treatment options that follow theory should 
be considered for individuals with PTSD. 
Leys is too quick to dismiss these treatment 
options, as she claims:

If  it is true that the entire discourse on 
trauma in the West has been structured 
by an unresolvable tension or conflict 
between mimesis and antimimesis, 
then it would be a mistake for 
therapists to think that treatment for 
the victims of  trauma should follow 
theory in some direct way, because that 
theory will continue to be subject to the 
alternations and contradictions inherent 
in the mimetic-antimimetic structure.31 

Though safe, alternative therapies should be 
considered for individuals with PTSD; Leys 
fails to recognize that traumatized individuals 
cannot wait for theory to catch up to practice. 
Regardless of  whether or not any particular 
theory is confirmed, treatments following 
theory have shown effectiveness in many 
cases in relieving traumatized individuals 
of  their symptoms. One meta-analysis on 
the efficacy of  psychological treatments 
for PTSD found that many current 
treatment methods including, “exposure-
based therapy, CPT [cognitive processing 
therapy], cognitive restructuring, CBT-mixed 
therapies [cognitive behavioral therapy], 
NET [narrative exposure therapy], and 
EMDR [eye movement desensitization and 
reprocessing]” resulted in large reductions 
in PTSD symptoms.32 This is not to say 
that because some treatment methods do 
relieve the symptoms of  some individuals 
with PTSD, efforts to conceptualize trauma 
are unnecessary or that they should stop. 
Furthermore, though current treatment methods 
that follow theory already prove effective for 
many traumatized individuals, more accurate and 
effective treatment methods may be developed. 
As researchers uncover the underpinnings of  
trauma, priority should be focused on suffering 
individuals and treatments that prove safe and 
effective in reducing symptoms of  PTSD.

upon personal accounts of  the traumatized 
individual’s experience and summarize 
this in figurative language. In contrast, 
neurobiological accounts favor brain-based 
explanations for the symptoms of  PTSD, 
such as van der Kolk’s biological theory of  
traumatic memory.26 Despite the contrary 
views on trauma, this is not to say that 
one view is superior to the other or that 
progress is at a standstill because there are 
multiple views. As Silcox observes, “the fact 
that scientific psychology and our everyday 
mentalistic idioms are still haunted by the 
spector of  Descartes should surely not 
prevent clinicians from extending into the 
sciences of  the mind the application of  terms 
already used to classify more naturalistically 
tractable phenomena.”27 Thus, Silcox argues 
that despite the problem of  the mind-
body dichotomy which still plagues much 
of  the scientific field, researchers should 
deconstruct this tired idea and take epistemic 
leaps to assume a neurobiological basis for 
some of  the psychological phenomena, just 
as biologists did with genes before DNA was 
understood. Efforts such as these will draw 
new connections between mind and body 
conceptualizations of  trauma and give rise to 
yet another perspective on trauma, approaching 
it this time from an intermediary position. 

Leys’ expectation that trauma should 
have a settled conceptualization is further 
complicated by the evolving contexts out of  
which conceptualizations of  trauma emerge. 
There may never be one concrete set of  
diagnostic criteria for PTSD. Instead, criteria 
may need to be adjusted as both practice 
and theory evolve in different socio-cultural 
contexts. The stressor criterion debate 
revolves around whether or not there should 
be a criterion which specifies which events 
count as contributors to the experience of  
trauma for the individual who experiences it. 
The latest edition of  the DSM does include 
a stressor criterion which specifies what 
events count as “traumatic.” It is easy to 
imagine that with a concept like trauma, its 
conceptualization will be fluid, evolving out 
of  the socio-cultural and historical context 
in which it develops. To elaborate, the DSM 
did not include PTSD until psychiatrists and 
other individuals advocated for a separate 
category which accounted for the suffering 
of  individuals returning from the Vietnam 
War.28 It is clear that context influenced 
trauma’s psychiatric conceptualization both 
in terms of  how researchers conceptualized 
it, as well as in terms of  who could be 
considered traumatized under this new 
diagnosis. According to Allen Young, 
PTSD is “glued together by the practices, 
technologies, and narratives with which it is 
diagnosed, studied, treated, and represented 
and by the various interests, institutions, and 
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Not only have treatment options 
improved over time to include a more holistic 
approach to treating the symptomatology 
of  PTSD and reduce the suffering of  
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treatment options have proved effective for 
reducing PTSD symptoms. I do not believe 
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impasse. Rather, conceptualizations of  trauma 
are multifaceted because psychological trauma 
cannot be observed like a physical wound, 
and our current understandings include both 
psychological and physical aspects. Thus, I 
argue for greater theoretical breadth and 
exploration in approaching trauma. Over 
time the conceptualizations of  trauma will 
inevitably fluctuate as theory adjusts to 
a changing world, as seen in accounts of  
trauma that result in PTSD-like symptoms 
in those who operate remotely piloted 
aircrafts. There may never be a single 
settled conceptualization of  trauma, but 
rather a series of  theoretical approaches to 
a broad range of  trauma-related symptoms. 
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term “gene” was assumed prior to a full 
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described before we arrive at a more settled 
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individual. In conclusion, the debate 
surrounding trauma and its diagnostic criteria 
and best treatment reflects a productive 
process that gives rise to a richer and more 
varied conceptualization of  trauma. Such 
richer conceptualizations carry promise for 
new approaches to treatment that alleviate 
the debilitating symptoms of  those who 
have suffered from posttraumatic stress.
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of  trauma are invaluable in the exploration 
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