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PTSD, DEPRESSION: A REVIEW OF STUDIES DONE IN SUB-SAHARAN AFRICA

Definition of Post-Traumatic Stress Disorder (PTSD)

Posttraumatic stress disorder (PTSD) is the most common psychiatric disorder that can 

develop after a person is exposed to a traumatic event, such as sexual assault, warfare, traffic 

collisions, child abuse, or other threats on a person's life. Symptoms may include

disturbing thoughts, feelings, or dreams related to the events, mental or 

physical distress to trauma-related cues, attempts to avoid trauma-related cues, alterations in 

how a person thinks and feels, and an increase in the fight-or-flight response. These 

symptoms last for more than a month after the event. Young children are less likely to show 

distress, but instead may express their memories through play. 

Definition of Depression 

Depression is a mood disorder that causes a persistent feeling of sadness and loss of interest. 

Also called major depressive disorder or clinical depression, it affects how you feel, think and 

behave and can lead to a variety of emotional and physical problems. You may have trouble 

doing normal day-to-day activities, and sometimes you may feel as if life isn't worth living.

SUMMARY

Approximately half of people with post-traumatic stress disorder (PTSD) also suffer from 

depression which is a Major Depressive Disorder (MDD). The current paper examines 

evidence for two explanations of this comorbidity. First, that the comorbidity reflects 

overlapping symptoms in the two disorders. Second, that the co-occurrence of PTSD and 

MDD is not an artifact, but represents a trauma-related phenotype, possibly a subtype of 



PTSD. Support for the latter explanation is inferred from literature that examines risk and 

biological correlates of PTSD and MDD, including molecular processes. Treatment 

implications of the comorbidity are considered.

Posttraumatic stress disorder (PTSD) and depression comorbidity is highly common. Many 

hypotheses concerning this relation have been raised but the pertinent issues, including the 

wide clinical picture of this comorbidity, are still not clear. They are also arguably the most 

common psychiatric disorders such as depression to arise after exposure to a traumatic 

event. Approximately half of people with post-traumatic stress disorder (PTSD) also suffer 

from Major Depressive Disorder (MDD). Although there are many factors associated with 

symptom severity, including PTSD and depression comorbidity, there is no agreement in the 

literature on the generalizability of these factors across different populations.  Therefore, the 

knowledge of population-specific findings would be more appropriate and helpful to address 

the clinical difficulties associated with PTSD and depression comorbidity in different 

populations.

INTRODUCTION

Comorbidity between post-traumatic stress disorder (PTSD) and major depressive disorder is 

common, with approximately half of people with PTSD also having a diagnosis of major 

depressive disorder (MDD) across diverse epidemiological samples [1-4].  An alternative 

view is that the co-occurrence of PTSD and MDD represents a trauma-related phenotype that 

is distinct from MDD and reflects a fundamental dimension of risk for psychopathology 

following trauma exposure. Support for this explanation is less straightforward, but can be 

inferred from the research literature examining risk factors and biological correlates for the 

individual disorders, and where possible, for the comorbidity.



STUDIES ON TRAUMA

Suffering a traumatic event is very common in the societies, as suggested by many previous 

studies [1–4]. Among the most commonly identified sequelae of traumatic events are 

depression and post-traumatic stress disorder (PTSD). Approximately 50–90% of people 

experience a traumatic event in their lifetime; however, only 8–12% of people will go on to 

develop PTSD [3, 5]. In the majority of cases (74%), PTSD persists longer than 6 months, 

and women have been found to suffer from PTSD symptoms longer than men [5]. An 

individual’s vulnerability to PTSD depends upon the severity of the trauma [6], childhood 

experiences, biological diathesis and co-morbid factors such as personality disorders, 

substance abuse, medical illness or depression [7]. Vasterling et al. demonstrated that the 

clinical impact of PTSD extends well beyond the defined PTSD symptomatology boundary 

and has been associated with a higher risk of somatic symptoms and medical illnesses [8]. 

Thus, PTSD has a negative impact on an individual’s occupational and psychosocial 

functioning. Also, the presence of PTSD predisposes individuals to comorbid depression [9, 

10].

Depression is a common mental illness that affects more than 20% of Americans at some 

point in their lifetime. Despite its high prevalence in the general population, depression still 

remains misunderstood, under-reported and largely untreated [11]. The direct and indirect 

impact of depression accounts for more than US$ 100 billion per year, which is ranked 

second only to cancer [12]. Depression has been linked to multiple physical symptoms, 

unsatisfactory health status and functioning, poor prognosis, and increased medical utilization 

and costs [12, 13]. PTSD with depression is very common in those who have been exposed to 

war [15], disaster [15] and intimate partner violence (IPV) [16], when compared with the 

general population [27].



Over 80% of PTSD cases are comorbid with other mental disorders or medical illnesses [18]. 

The most commonly reported PTSD comorbidities are anxiety, personality disorders, 

substance abuse, medical illness and depression [19]. The relationship between symptom 

severity and a dual diagnosis of PTSD and depression has been frequently studied in diverse 

populations such as the military, war victims, prisoners, teachers, victims of domestic 

violence and those affected by a natural disaster [20, 21]; in particular, the impact of PTSD 

and depression comorbidity on symptom severity [2,22, 23] . Although many previous 

studies conducted with traumatized populations have indicated adverse consequences of 

PTSD and depression comorbidity, including an increase in symptom severity, studies are not 

consistent about the impact of PTSD and depression comorbidity on symptom severity, 

especially across different populations [24]. Beside PTSD and depression comorbidity, other 

factors associated with symptom severity are the type of trauma suffered, severity of trauma, 

number of traumatic events, past psychiatric history, post-trauma social support, peri-

traumatic emotional responses and peri-traumatic dissociation [25].

Mental disorders are a leading cause of disability globally [26 1], largely driven by 

depression and PTSD [27]. Most of the disease burden is in Low and Middle Income 

Countries (LMICs), where 75% of adults with mental disorders have no service access [28]. 

-specialists can provide 

evidence-based care for depression and anxiety in LMICs [29], few studies have advanced to 

the critical next step and morbidity from mental disorders continues to escalate [30]. It is vital 

that global mental health treatment researchers now focus on implementation science to 

inform scale-up of evidence-based care to lower mental health burden. As emphasized by a 

recent World Health Organization (WHO) initiative [31], integration of mental health 

treatment into existing systems of care is critical to achieving public health impact.



With high prevalence of Major Depressive (MDD) (26% [32] and Posttraumatic Stress 

Disorder (PTSD) (35%) [33] in primary care populations, treatment for depression and PTSD 

are leading concerns for Kenyan mental health policy makers. Implementation knowledge 

gaps thwart efforts to scale up care for depression and trauma-related disorders. Kenyan 

healthcare providers and policy-makers launched a government-funded initiative to scale-up 

treatment for mental disorders in primary healthcare [34]. Yet, they lack an evidence base to 

guide programs for two essential treatments: psychotherapy and second generation 

antidepressants [35] without which Kenyan care scale-up will fall short of its potential [36]. 

The study described here responds to this need.

Implementation research on depression and PTSD treatment within existing LMIC health 

care systems must consider not only individual treatment benefits in culturally distinct 

populations, but also barriers affecting access to care, healthcare system capacities, and 

budget. Hence, we are partnering with local, national and regional mental health stakeholders 

to evaluate: 1) non-specialist delivery of evidence-based depression and PTSD treatment 

integrated within existing healthcare centers in regards to clinical effectiveness and 

implementation parameters; including 2) costs and cost-benefit ratios. 

MDD and PTSD are frequently co-morbid—approximately 50% of those with PTSD also 

have MDD [37] and 30–40% of those with MDD also have PTSD [38]. Given our goal of 

investigating sustainable and scale-able interventions for use in “real-

we have intentionally selected permissive study eligibility criteria that will allow us to 

include participants with MDD, PTSD and both – the combinations that providers are likely 

to encounter in practice.



In literature search, depression is a major cause of morbidity worldwide [39]. One of the risk 

factors that is associated with the development of this illness and its increased clinical 

severity is the exposure to early traumatic events [40].

Standardized clinical classifications such as the Diagnostic and Statistical Manual of Mental 

Disorders (DSM) and the International Classification Disease (ICD) have postulated a single 

unipolar depression [41]. Nevertheless, there is clinical and neurobiological evidence that 

suggests a distinguishable subtype of depression as a function of childhood trauma that ought 

to require specialized treatments [42].

Most of the approaches related to trauma have considered Posttraumatic stress disorder 

(PTSD) as the main diagnosis [43]. However, depression is two times more prevalent than 

PTSD in the general population [44]. Even though both pathologies are very often present in 

comorbidity [45], the study of depression as a result of trauma exposure is scarce. This area

needs more attention, not only in trauma research but also in public mental health policies.

During the past decade, international studies showed that over 50% of the general population 

has been exposed to psychological trauma [46]. In USA, 61% of men and 51% of women 

have been exposed to potentially traumatizing events [46, 47]. In Chile, 41.7% of men and 

33.2% of women have had this previous reference [48].

While men are more exposed to non-interpersonal PTSD, women are seriously affected by 

interpersonal trauma, of which physical and sexual events are the most common [46, 48]. In 

these cases, poly-traumas are more frequent than single trauma [48]. Despite the high 

prevalence of PTSD in the general population, not all exposed persons develop a mental 

disorder such as depression related to the trauma [46]. Female gender, interpersonal trauma

and childhood trauma constitute risk factors associated with the further development of 

psychopathology [49].



A series of epidemiological studies has demonstrated that childhood abuse is associated with 

a range of depression disorders in adulthood that includes mood, anxiety, and substance 

abuse disorders [50, 51].  PTSD is the most studied diagnosis as a result of trauma, including 

early PTSD experiences [49]. However, there is strong evidence demonstrating that 

emotional neglect as well as physical and sexual abuse during childhood constitutes risk 

factors in the development of depression in adulthood [45] not only in one depressive episode 

but in its recurrence [52].

Depression is two times more prevalent than PTSD in the general population, being a major 

cause of morbidity worldwide. In most countries, the number of people who will suffer from 

depression during their lives falls within an 8%–12% range [39]. According to the World 

Health Organization, in 2004 unipolar depressive disorders were ranked as the third leading 

cause of the global burden of disease and they will move to the first place by 2030 [53].

In the past decade, in Chile, according to an epidemiologic study, using the Composite 

Diagnostic International Interview (CIDI), the prevalence of major depression and PTSD was 

9% and 4.4%, respectively [54]. Both pathologies were affecting twice the number of women 

than men. Recent studies have found that 17.7% of the general population has had depressive 

symptoms in the last year, with 25.5% occurring just in women [55].

In 2001, when the national program to treat depression had been promoted, the study 

conducted by Alvarado found that risk factors associated with depression among women 

being treated by primary care in Santiago of Chile were one previous depressive episode, 

social isolation and low social support, severe family dysfunction, and a family history of 

suicide or attempts of suicide. Of them, low social support and suicide among relatives were 

statistically associated with more severity [56]. Nevertheless, in this study, record of 

childhood trauma was not investigated as a risk factor for developing depression.



Since 2002, in Región del Maule, we have focused our research on the prevalence of early 

PTSD in adult patients with depression which in treatment at the primary care and secondary 

specialized care [57, 58]. All these studies have used the Marshall scale [59]. This scale is a 

screening that inquires whether an individual has memories of having one or more of the 

following traumatic experiences before the age of 15: traumatic separation from a parent or 

caregiver, alcohol or drug abuse by a family member, physical violence between parents or 

caregivers, systematic punishment by parent or caregiver, physical injury associated with 

punishment, and/or forced sexual contact with a relative or a nonrelative. In these studies, 

which were conducted in different clinical samples, we founded a range of prevalence 

between 52.1% and 87.5% of psychiatric patients who recalled at least one of the childhood 

traumatic events [57, 58].

Worldwide there are over 19 million refugees, most of whom were displaced because of war 

and other organized violence [60]. The majority of refugees stay in the recipient countries for 

refugees will have lived in protracted refugee situations, which means that they have been in 

exile for 5 years or longer without immediate prospects for durable solutions. On average, 

however, a refugee spends more than 20 years in exile before he or she can go back home or 

find another solution [60]. Refugees’ mental health often presents a challenge to clinicians 

and policy makers of the recipient countries.

Evidence from community studies amongst recently resettled refugees suggests that refugees 

have higher rates of mental disorders, in particular depression, PTSD and other anxiety 

disorders, than those usually found in the non-war affected general population [61]. Several 

longitudinal studies amongst recently resettled refugees have indicated that post-traumatic 

stress reactions may persist and even increase over time [62], at least during the immediate 



period after war trauma and resettlement. This increased vulnerability has been linked to both 

pre-migration experiences, in particular exposure to war trauma [63], and post-migration 

conditions and stressors refugees often face in a new country, including separation from 

family, difficulties with asylum procedure or even detention, unemployment, inadequate 

housing, and issues related to acculturation [64].

Whether the refugees’ increased risk of adverse mental health persists after the initial period 

of resettlement is unclear since there is a paucity of comparable data for long-settled refugees 

and the few studies that have been undertaken present an inconsistent picture. Whilst some 

studies reported a gradual improvement in symptoms over a period of a decade, to the point 

where prevalence rates of mental disorders were lower than in the general population of the 

host country [65], other studies found prevalence rates substantially higher than those in the 

general population [66]. Previous systematic reviews and meta-analyses evaluating mental 

health of refugees (including those recently resettled) have all indicated a reduction in risk for 

mental disorders as the length of time since displacement increases [63, 64]. However, these 

reviews did not specifically report findings for refugees with a longer duration of 

displacement [63, 64, 67], mostly assessed studies of recently resettled refugees [64,67] 

where rates would be expected to be higher, focused only on refugees in Western countries 

[63], and confined their findings to PTSD, depression or a generic effect size index of 

psychological distress derived from heterogeneous outcome measures across studies [63, 64, 

66, 68] Thus, a systematic review focusing specifically on long-term mental health outcomes 

of war refugees worldwide is warranted. Understanding the long-term mental health of 

refugees is essential for guiding the health policies of recipient countries aimed at promoting 

long-term mental health of refugees [66, 67, 69].



The current review investigated whether mental disorders in war refugees persist beyond the 

immediate period after war trauma and resettlement by focusing on studies assessing mental 

disorders and factors associated with these disorders among long-settled war refugees, 

including those residing outside Western countries. 

Humans are developing in a co-constructive way whereby the biological-genetic interface 

interacts with the cultural setting to form mind and brain and with it the potential for mental 

malfunctioning. Traumatic stressors (TS) evoke an alarm response, i.e., activate stages in a 

genetically prepared biological defence mechanism that thus appears in any culture. Research 

into the neurobiological foundations of PTSD experiences [70] and data reporting similarity 

in trauma-related symptom profiles across different cultural settings [71] suggest that PTSD

and depression are possible ways of conceptualizing mental suffering in response to traumatic 

stress experiences. Thereby, the cumulative exposure to PTSD experiences, especially when 

event types vary, seems to have a potentially devastating consequence for mental health, [72, 

73], probably because the exposure to varying types of stressors is particularly powerful to 

enlarge the fear network [74]. In the age of "new wars" [75], even civilians living in crisis 

regions are affected by organised violence and human rights violations and often have 

experienced and witnessed a whole trauma package. Data of Neuner and colleagues [76] for 

instance, indicate that a two-dozen of traumatic experiences is sufficient to traumatise 100% 

of any exposed sample.

A cross-sectional epidemiological study done by Roberts [77] among adults living in IDP-

camps in Northern Uganda show a high exposure to traumatic war experiences resulting in 

54% of PTSD and 67% depression, even with a higher risk among women. Correlating data 

of Klasen et. al [78] of a strong relationship between PTSD exposure and depression as a 

mental health outcomes could also be found among formerly abducted children. 



Judith L. Herman [79] had defined complex PTSD exposure as being severe in its nature, 

continuing repeatedly over a long period of time and with an onset during the person's 

childhood. All of these criteria obviously apply to the experiences of formerly abducted 

children and young adults. In the present investigation we wanted to further study the severity 

and frequency of trauma-related mental suffering, particularly of those who have been 

abducted and specify the relationship between length of abduction as a measure of 

cumulative trauma exposure and mental health.

Many wars continue to engulf Africa, from east to west and from north to south, leaving 

many Africans severely traumatized [80]. Musisi [81], in his chapter in the recently 

published volume "Essentials of clinical psychiatry for sub- Saharan Africa", reports 

significant physical and psychological war-related trauma inflicted to the Ugandans in their 

homes, at military checkpoints and in detention. The most commonly encountered mental 

disorders were found to be post-traumatic stress disorder (PTSD) at 39.9%, depression at 

52%, anxiety at 60% and somatization disorder at 72.2%. The prevalence of suicidal behavior 

was recorded as 22.7% and that of alcohol abuse as 18.2%.

These incredibly high figures for mental disorders in war-affected Ugandans are reflected by 

another recent study among internally displaced Kenyans following ethnic clashes in parts of 

the country. Njau [82] found, in this highly traumatized population, a prevalence rate of 

80.2% of PTSD amongst the heads of households. Neuner et al [83] studied a random sample 

of 3,339 refugees in the west Nile region, including Ugandans and Sudanese, and found that 

31.6% of the male and 40.1% of the female respondents fulfilled the criteria for a DSM-IV 

PTSD diagnosis. He also found a near linear rise of psychological strain with the increasing 

number of traumatic events, ranging from a 23% prevalence of PTSD in those who reported 

three or fewer pre-defined traumatizing experiences to a 100% prevalence in those who 



reported 28 or more traumatic events. In a recent study, Pham et al [84] found that, among the 

2091 participants who survived the 1994 genocide in Rwanda, 24.8% met the symptom 

criteria for PTSD.

In the DSM-III in 1980, knowledge has grown significantly regarding its causes, 

maintaining mechanisms and treatments. Despite this increased understanding, however, 

the actual definition of the disorder remains controversial. The DSM-5 and ICD-11 define 

the disorder differently, reflecting disagreements in the field about whether the construct of 

PTSD should encompass a broad array of psychological manifestations that arise after 

trauma or should be focused more specifically on trauma memory phenomena. This 

controversy over clarifying the phenotype of PTSD has limited the capacity to identify 

biomarkers and specific mechanisms of traumatic stress. This review provides an up-to-date 

outline of the current definitions of PTSD, its known prevalence and risk factors, the main 

models to explain the disorder, and evidence-supported treatments.  A major conclusion is 

that, although trauma-focused.

The relationship between PTSD and depression has been a focus of trauma research over the

past 20 years. Co-morbid depression has been documented at exceptionally high rates among 

numerous populations including American and Israeli veterans with PTSD, reaching 67%-

82% [85]. Similarly, the prevalence of co-morbid PTSD among veterans suffering from 

depression is also high, ranging between 36%-73% [86]. Although this comorbidity has been

studied both empirically and theoretically, the relationship between these disorders,

including its causal effects and symptomatology, is still not fully clear [87].

War captivity is a pathogenic experience as it involves extreme situations in which one’s 

life is being threatened in a prolonged and repeated nature.  Ex-POWs suffer from a wide



range of psychiatric disorders, most common among them being PTSD and depression. 

Comorbidity of these disorders was found to be highly prevalent among ex-POWs when

compared to other combatants in a previous study conducted by our research group [88].

Recent studies suggest that PTSD and depression represent a range of symptomatic

expressions of the same latent traumatic response, calling into question the theoretical

distinction between PTSD and mood/anxiety disorders among individuals who have 

experienced trauma.  Neurobiological studies show that the comorbidity of PTSD and

depression differs clinically and biologically from each of these disorders, supporting the

need to better explain and elucidate the PTSD-depression comorbidity [89].

Most studies of PTSD and depression are cross-sectional in nature and relatively few studies

have explored the longitudinal relationship between these two disorders. Studies conducted

among both U.S. Gulf War veterans [ 9 0 ] and Israeli ex-prisoners of war (ex-POWs), [ 8 8 ]

showed a bi-directional connection between the disorders, with PTSD predicting depression

and vice versa. Similarly, Breslau et  al. [91] found that the probability for depression  to

precede PTSD was as strong as the probability of PTSD to precede depression among young 

women.  Recently, Ginzburg,  Solomon, & Ein-Dor [92] found that, among Israeli 1982

Lebanon War veterans, early  onset of PTSD predicts later depression and later

PTSD/depression comorbidity, but not  the   other  way around.  These s t u d ie s ’

inconsistent   results concerning the course of these disorders further highlight the 

complexity of the connection between the two disorders and call into question their

distinction as separate constructs.

Research suggests that one of the major concerns that comorbidity entails is its clinical

severity and subsequent impairment. The outcome and correlates of the PTSD/depression

comorbidity seem to  differ from individual disorders, with  the comorbid disorder 



presenting worse  psychosocial functioning [92]  higher suicidality, and poorer prognosis

than PTSD alone [86] 

PTSD and depression, especially when observed after a traumatic experience, both indicate

a decreased ability to regulate and modify affect, thoughts and experiences [93] which can

be manifested in somatization and dissociation [94] as well as a tendency for self-

destructiveness . To date, most  studies connecting trauma and depression to these 

related outcomes were  conducted with early trauma samples such as childhood

maltreatment and sexual abuse. The literature on the relationship between comorbid

PTSD/depression and the above outcomes and correlates is limited among adults, especially 

with   respect   to  individuals   who   underwent  severe t r au ma   in adulthood, such as the

military population.

The high levels of PTSD/depression joint expression and related outcomes and correlates

over time merit further attention. The goal of the present study is to cast light on the

characteristics of PTSD/depression and their comorbidity, 35 years after exposure to a war 

experience. Specifically, the focus will be on the relationship between these disorders over

time with affect regulation and self-destructive manifestations (i.e., dissociation,

somatization, self-destructive behaviors and suicidality) in two different veterans groups; ex-

POWs and controls. This will be employed using a prospective design which will allow for

assessments of the temporal changes in clinical manifestations.

with mental health conditions such as depression and PTSD [95] the ethical imperative to 

provide access to scientifically evidence-based treatment for mental disorders, regardless of 

the socioeconomic context in which people live [96]. Although studies suggest that the 

prevalence of depression in Low and Middle Income Countries (LMIC) and Sub-Saharan 



African (SSA) countries is comparable to that found in High Income Countries (HIC), at 

around 10–20 percent of the population at any one time; most people living with depression 

go untreated [97]. Despite research carried out in primary healthcare settings indicating a 

high prevalence of depression among facility attendees, particularly in the context of co-

morbid chronic disease [98] detection rates remain low, including in contexts where 

clinicians have received training in detection and treatment of common mental disorders [97]. 

Thus, a key objective for global mental health is to make sense of these discrepant findings. 

Critics of global mental health have suggested that psychiatric diagnostic criteria and 

accompanying standardized instruments, originated, developed and tested in the West are the 

source of art-factual findings related to the prevalence of depression in different cultural 

settings, and that the etic approach is invalid, given the role of the social and the cultural 

context in shaping the life world [99]. Nonetheless, there is a range of evidence that indicates 

the credibility of common underlying concepts of mental sickness [100], with explanatory 

models indicating that around the world people experience depression through the body as 

well as the mind [99]. For example, in systematic review of qualitative evidence, Haroz et al. 

found that depressed mood/sadness; fatigue/loss of energy and problems with sleep were the 

three most common features of depression mentioned by participants in studies carried out 

among non-Western populations and Western populations [101].

All these studies support the fact of the existence of recognizable PTSD within African 

populations. This reality, however, is in contrast to that held by some experts [102] who state 

that PTSD in Africa is a pseudo-diagnosis by Western agencies who medicalize 

understandable social consequences of war and who bring about Western models of 

management that are inappropriate. It is precisely this type of misconception that sets Africa 

aside and apart from the rest of the world when it comes to the conceptualization of PTSD. 

There is ample evidence in support of the fact that Western conceptualizations of PTSD have 



validity in Africans, and that war survivors in Africa can and do show symptoms of PTSD 

[103]. It is expected that this Forum will stimulate thinking and action not only among 

African academics but also among aid agencies. These ought to wake up to the reality that the 

prevalence of mental disorders in Africa is likely to be extremely high, as a direct result of 

the wars that have caused many to lead lives as refugees.

On the other hand, PTSD and depression (Major Depressive Disorder (MDD) is common, 

with approximately half of people with PTSD also having a diagnosis of (major depressive 

disorder (MDD) across diverse epidemiological samples [104]. There are two competing 

explanations for this comorbidity. The first is that the comorbidity reflects imprecision in 

symptom classification into the two discrete categorical diagnoses. Support for this 

explanation would come from variability in comorbidity rates based on different versions of 

the Diagnostic and Statistical Manual of Mental Disorders (DSM), as there have been 

changes to the number of symptoms required for diagnosis of PTSD, but not MDD. An 

alternative view is that the co-occurrence of PTSD and MDD represents a trauma-related 

phenotype that is distinct from MDD and reflects a fundamental dimension of risk for 

psychopathology following trauma exposure. Support for this explanation is less 

straightforward, but can be inferred from the research literature examining risk factors and 

biological correlates for the individual disorders, and where possible, for the comorbidity. 

The study review evidence for both views. It is critical to then consider treatment 

implications in order to determine whether existing treatments for PTSD can be effective in 

treating people who present with symptoms of both disorders, or rather, whether the presence 

of both conditions requires an altogether different approach.

The changes to the diagnostic criteria for PTSD over time, with the corresponding absence of 

change in MDD criteria presents the opportunity to examine whether and how rates of 

comorbidity between the disorders change over the same time period. If the rates change 



substantively over the different versions, this would suggest that the comorbidity is an artifact 

of nosology. Only a few epidemiological studies have been reported that examined 

comorbidity rates of DSM-III diagnoses of PTSD and MDD and the rates vary considerably. 

In the North Carolina catchment area study of the Epidemiological Catchment Area (ECA) 

program, the rate of DSM-III depression in people with PTSD was only 4% [105].  

In the late 1980s and early 90s, large-scale and comprehensive epidemiological studies of 

PTSD were launched (e.g., the Detroit Area Survey of Trauma [106]. In addition, the 

National Comorbidity Survey was initiated in 1990. This effort assessed a broad range of 

current and lifetime DSM-III-R diagnoses in a nationally representative sample. Kessler and 

colleagues [107] reported that 47.9% of men and 48.5% of women with PTSD also had 

depression, consistent with the rate reported in the Detroit Area Survey of Trauma [108].  It 

will be of great interest to see whether the rate of comorbidity between PTSD and depression 

will change with the advent of DSM-5, as no studies to date have reported comorbidity rates 

of PTSD and depression using DSM-5 criteria. However, in a multinational study of PTSD 

prevalence rates using varying criteria, the odds ratios associated with meeting criteria for a 

distress disorder (including major depression in response to a traumatic exposure that also 

lead to PTSD, declined from 11.1 using DSM-TV to 7.8 using DSM-5 criteria [109]. The 

comorbidity rate between DSM-5 PTSD and the distress disorders in this study was low 

(5.5%) because only cases with first onset in conjunction with the focal trauma exposure 

were considered in the comorbidity percentage.

In sum, there is little evidence to suggest that changes in the way that PTSD has been 

conceptualized in DSM has appreciably affected the comorbidity rates over time, as the 

comorbidity rate from DSM-III-R to DSMIV-TR has remained at about 50% in 

epidemiological samples. This is probably due to the fact that two of the three items that 

overlap (sleep disturbance and concentration difficulties) have stayed within the same cluster. 



Of note, most investigations consider lifetime diagnoses, rather than comorbidity based on 

exposure to the same traumatic experience. Several investigations have also demonstrated 

that eliminating the common symptoms between PTSD and mood and anxiety disorders 

using DSM-IV criteria does not appreciably change the prevalence of PTSD [110].

Research on the latent structure of PTSD comorbidity shows that people with PTSD who 

report high negative affectivity and low positive affectivity are more likely to have a 

comorbid diagnosis of depression [111]. Thus, when PTSD and MDD co-occur this may be a 

manifestation of the underlying vulnerability to respond to trauma with the behavioral, 

affective, and cognitive symptoms that reflect the internalizing dimension. That is, people 

who report high levels of neuroticism are prone to react to everyday stressors and challenges 

with anxiety, worry, irritability, and sadness (i.e, negative affect). This style is particularly 

invoked when the challenge involves loss, threat, or frustration [112 and reflects a long-

standing personality dimension. Coupled with low extraversion, which refers to a tendency to 

seek out and enjoy social activities, the individual is less likely to ask for support from others 

when frustrated or upset and/or less capable of seeking novel and stimulating experiences that 

might be mood brightening.

Thus, when exposed to a traumatic experience, the person who develops PTSD and has an 

internalizing personality style is vulnerable to developing depression.  In support of this view, 

Spinhoven et al [113] examined the influence of neuroticism and extraversion on rates of 

PTSD and depression in a longitudinal study of more than 2400 adults. The results showed 

that high neuroticism and low extraversion assessed at baseline were associated with 

development of comorbid PTSD and depression 4 years later. Interestingly, the traits were 

not associated with new-onset cases of either disorder by itself, suggesting that it is the 

combination of high neuroticism and low extraversion that leads to the comorbidity. In 

contrast, the person who develops PTSD but has the externalizing personality style 



characterized by impulsive thoughts and behaviors is not likely to develop depression. In this 

instance, PTSD is more likely to be accompanied by substance abuse and aggression. 

Longitudinal research is needed to better understand the structure and etiology of PTSD 

epidemiology.

A prominent risk factor for both PTSD and depression is childhood adversity and abuse 

[114] and in the study described above, Spinhoven et al [ 113] reported that the relationship 

between the high neuroticism/low extraversion and subsequent development of comorbid 

PTSD and depression was fully accounted for by retrospective reports of childhood sexual 

and physical abuse in multivariate analyses. A similar result was reported by Hovens et al 

[115] who found strong support for an association between retrospective reports of physical 

childhood abuse and comorbid mood and anxiety disorders in a large adult sample. In 

contrast, people with only a depression diagnosis were more likely to report emotional 

neglect and psychological abuse in childhood. Thus, childhood maltreatment, especially 

physical abuse, may mediate the association between the internalizing dimension and 

development of depression and PTSD. Other types of abuse may be associated with different 

adulthood outcomes.

HIGHLIGHTS 

Co-occurrence of PTSD and depression is highly prevalent, expressing rapidly after the

traumatic event. According to the literature review the comorbidity seems to have a

worrisome chronic course continuing decades after the war. Related affect regulation and 

self-destructive symptoms (i.e., dissociation, somatization, self- destructive behavior and

suicidality) are significantly higher among patients with a comorbidity diagnosis, yet these

important sequelae may be lost in the current no so lo g y. Depression is not explicit ly

anchored to a traumatic event, therefore symptom checklists and other diagnostic tools are

not anchored in this manner, which may affect a patient’s response [103]. Classification



systems should consider the growing evidence in the literature, including the current study, 

concerning the wider picture of human experience and symptoms after exposure to

trauma.

Moreover, the complex time dynamics and high rate of comorbidity between PTSD,

depression and other psychopathologies shown in this study suggests that the current

emphasis in policy and clinical practice that considers PTSD as the main traumatic 

response may be short- sighted, Clinicians must regularly revisit all possible symptomatic

and temporal express ions and dynamically update pat ient s’ diagnoses. Therapy for 

these individuals has to take into consideration the experience unique to each patient, which 

may be comprised of a larger range of symptoms than expected. These co-occurring

symptoms may have concrete implications on the therapy plan [116]. Current diagnostic

methods and tools may easily miss the comorbidity, especially given findings that it tends

to present years after the initial PTSD diagnosis.



REFERENCES 

1. Breslau N., Davis GC., Peterson EL., Schultz L. Psychiatric sequelae of posttraumatic 

stress disorder in women. Arch Gen Psychiatry. 1997;54(1):81–

87. [PubMed] [Google Scholar]

2. Caramanica K., Brackbill RM., Liao T., Stellman SD. Comorbidity of 9/11 -related 

PTSD and depression in the World Trade Center Health Registry 10-11 years 

postdisaster. J Trauma Stress. 2014;27(6):680–688. [PubMed] [Google Scholar]

3. Kessler RC., Sonnega A., Bromet E., Hughes M., Nelson CB. Posttraumatic stress 

disorder in the National Comorbidity Survey. Arch Gen 

Psychiatry. 1995;52(12):1048–1060. [PubMed] [Google Scholar]

4. Stein MB, Walker JR, Hazen AL et al. Full and partial posttraumatic stress disorder: 

findings from a community survey. Am. J. Psychiatry 154(8), 1114–1119 (1997). 

5. Breslau N, Kessler RC, Chilcoat HD et al. Trauma and posttraumatic stress disorder 

in the community: the 1996 Detroit Area Survey of Trauma. Arch. Gen. Psychiatry 

55(7), 626–632 (1998). 

6. Johnson DM, Zlotnick C, Perez S. The relative contribution of abuse severity and 

PTSD severity on the psychiatric and social morbidity of battered women in shelters. 

Behav. Ther. 39(3), 232–241 (2008). 

7. Franche RL, Carnide N, Hogg-Johnson S et al. Course, diagnosis, and treatment of 

depressive symptomatology in workers following a workplace injury: a prospective 

cohort study. Can. J. Psychiatry 54(8), 534–546 (2009). 

8. Vasterling JJ, Schumm J, Proctor SP et al. Posttraumatic stress disorder and health 

functioning in a non-treatment-seeking sample of Iraq war veterans: a prospective 

analysis. J. Rehabil. Res. Dev. 45(3), 347–358 (2008). 



9. Breslau N, Davis GC, Peterson EL et al. Psychiatric sequelae of posttraumatic stress 

disorder in women. Arch. Gen. Psychiatry 54(1), 81–87 (1997).

10. Engdahl B, Dikel TN, Eberly R et al. Comorbidity and course of psychiatric disorders 

in a community sample of former prisoners of war. Am. J. Psychiatry 155(12), 1740–

1745 (1998). 

11. Riotto M. Depression in the workplace: negative effects, perspective on drug costs 

and benefit solutions. Benefits Q. 17(2), 37–48 (2001). 

12. Greenberg PE, Stiglin LE, Finkelstein SN et al. The economic burden of depression in 

1990. J. Clin. Psychiatry 54(11), 405–418 (1993). 

13. Conwell Y. Outcomes of depression. Am. J. Geriatr. Psychiatry 4(Suppl. 1), S34–S44 

(1996). 

14. Southwick SM, Yehuda R, Giller EL Jr. Characterization of depression in war-related 

posttraumatic stress disorder. Am. J. Psychiatry 148(2), 179–183 (1991). 

15. Green BL, Lindy JD. Post-traumatic stress disorder in victims of disasters. Psychiatr. 

Clin. North Am. 17(2), 301–309 (1994). 

16. KA. Co-occurrence and correlates of posttraumatic 

stress disorder and major depression in physically abused women. J. Fam. Violence 

14, 227–249 (1999). 

17. Kilpatrick DG, Ruggiero KJ, Acierno R et al. Violence and risk of PTSD, major 

depression, substance abuse/dependence, and comorbidity: results from the National 

Survey of Adolescents. J. Consult. Clin. Psychol. 71(4), 692–700 (2003). 

18. Dadic-Hero E, Toric I, Ruzic K et al. Comorbidity – a troublesome factor in PTSD 

treatment. Psychiatr. Danub. 21(3), 420–424 (2009). 



19. Eksi A, Braun KL. Over-time changes in PTSD and depression among children 

surviving the 1999 Istanbul earthquake. Eur. Child Adolesc. Psychiatry 18(6), 384–

391 (2009). 

20. Ginzburg K, Ein-Dor T, Solomon Z. Comorbidity of posttraumatic stress disorder, 

anxiety and depression: a 20-year longitudinal study of war veterans. J. Affect. 

Disord. 123(1–3), 249–257 (2010). 

21. Nixon RD, Resick PA, Nishith P. An exploration of comorbid depression among 

female victims of intimate partner violence with posttraumatic stress disorder. J. 

Affect. Disord. 82(2), 315–320 (2004). n n Examines PTSD and depression 

comorbidity in female victims of domestic violence. Higher symptom severity with 

PTSD and depression comorbidity was reported. 

22. Davidson JR, Kudler HS, Saunders WB et al. Symptom and comorbidity patterns in 

World War II and Vietnam veterans with posttraumatic stress disorder. Compr. 

Psychiatry 31(2), 162–170 (1990). 

23. Holtzheimer PE 3rd, Russo J, Zatzick D et al. The impact of comorbid posttraumatic 

stress disorder on short-term clinical outcome in hospitalized patients with depression. 

Am. J. Psychiatry 162(5), 970–976 (2005). 

24. Stein MB, Kennedy C. Major depressive and post-traumatic stress disorder 

comorbidity in female victims of intimate partner violence. J. Affect. Disord. 66(2–3), 

133–138 (2001). 

25. Ozer EJ, Best SR, Lipsey TL et al. Predictors of posttraumatic stress disorder and 

symptoms in adults: a meta-analysis. Psychol. Bull. 129(1), 52–73 (2003). 

26. Vos T, Barber RM, Bell B, et al. Global, regional, and national incidence, prevalence, 

and years lived with disability for 301 acute and chronic diseases and injuries in 188 



countries, 1990–2013: a systematic analysis for the Global Burden of Disease Study 

2013. Lancet. 2015;386(9995):743–800.

27. Ferrari AJ, Charlson FJ, Norman RE, Patten SB, Freedman G, Murray CJL, et al. 

Burden of depressive disorders by country, sex, age, and year: findings from the 

global burden of disease study 2010. PLoS Med. 2013 Nov 5;10(11):e1001547.

28. Whiteford HA, Ferrari AJ, Degenhardt L, Feigin V, Vos T. The global burden of 

mental, neurological and substance use disorders: an analysis from the global burden 

of disease study 2010. PLoS One. 2015;10(2):e0116820.

29. Patel V, Belkin GS, Chockalingam A, Cooper J, Saxena S, Unützer J. Grand 

challenges: integrating mental health services into priority health care platforms. 

PLoS Med. 2013;10(5):e1001448.

30. Chisholm D, Sweeny K, Sheehan P, Rasmussen B, Smit F, Cuijpers P, et al. Scaling-

up treatment of depression and anxiety: a global return on investment analysis. Lancet 

Psychiatry. 2016 May 1;3(5):415–24.

31. WHO | Framework on Integrated People-Centred Health Services [Internet]. WHO. 

[cited 2017 Feb 13]. Available 

from: http://www.who.int/servicedeliverysafety/areas/people-centred-

care/framework/en/

32. Aillon J-L, Ndetei DM, Khasakhala L, Ngari WN, Achola HO, Akinyi S, et al. 

Prevalence, types and comorbidity of mental disorders in a Kenyan primary health 

centre. Soc Psychiatry Psychiatr Epidemiol. 2014;49(8):1257–68.

33. Ongeri L, McCulloch CE, Neylan TC, Bukusi E, Macfarlane SB, Othieno C, et al. 

Suicidality and associated risk factors in outpatients attending a general medical 

facility in rural Kenya. J Affect Disord. 2017;225:413–21.



34. Bukusi D, editor. Kenya mental health policy 2015–2020: towards attaining the 

highest standard of mental health. Nairobi: Ministry of Health; 2015.

35. Gelenberg AJ, Freeman M, Markowitz JC, Rosenbaum JF, Michael T, Trivedi MH, et 

al. Practice Guideline for the Treatment of Patients With Major Depressive Disorder. 

Am J Psychiatry. 2000;157(4 Suppl):1–45.

36. Ndetei DM, Khasakhala LI, Kuria MW, Mutiso VN, Ongecha-Owuor FA, Kokonya 

DA. The prevalence of mental disorders in adults in different level general medical 

facilities in Kenya: a cross-sectional study. Ann General Psychiatry. 2009;8:1.

37. Rytwinski NK, Scur MD, Feeny NC, Youngstrom EA. The co-occurrence of major 

depressive disorder among individuals with posttraumatic stress disorder: a meta-

analysis. J Trauma Stress. 2013;26(3):299–309.

38. Campbell DG, Felker BL, Liu C-F, Yano EM, Kirchner JE, Chan D, et al. Prevalence 

of depression-PTSD comorbidity: implications for clinical practice guidelines and 

primary care-based interventions. J Gen Intern Med. 2007;22(6):711–8.

39.

http://www.who.int/mediacentre/factsheets/fs369/es/index.html.View at: Google 

Scholar

40.

Psychological Medicine, vol. 34, no. 

8, pp. 1475–1482, 2004.View at: Publisher Site | Google Scholar

41. Diagnostic and Statistics Manual of Mental Disorders, vol. DSM- IV-TR, American 

Psychiatry Association, 2000.

42.

factor for depression in women: psychosocial and neurobiological 



American Journal of Psychiatry, vol. 156, no. 6, pp. 816–828, 1999.View 

at: Google Scholar

43. - The International 

Journal of Occupational and Environmental Medicine, vol. 3, no. 1, pp. 2–9, 

2012.View at: Google Scholar

44. R. C. Kessler, W. T. Chiu, O. Demler, K. R. Merikangas, and E. E. Walters, 

-morbidity of 12-month DSM-IV disorders in the 

National Comorbidity Survey Archives of General Psychiatry, vol. 62, 

no. 6, pp. 617–627, 2005.View at: Google Scholar

45. -traumatic stress 

disorder, post-traumatic depression and major depressive disorder: about 

Encephale, vol. 27, no. 2, pp. 159–168, 2001.View at: Google Scholar

46. N. Breslau, R. C. Kessler, H. D. Chilcoat, L. R. Schultz, G. C. Davis, and P. Andreski, 

ea 

Archives of General Psychiatry, vol. 55, no. 7, pp. 626–632, 

1998.View at: Publisher Site | Google Scholar

47.

Canadian Journal of Psychiatry, vol. 47, no. 10, pp. 923–929, 

2002.View at: Google Scholar

48. C. Zlotnick, J. Johnson, R. Kohn, B. Vicente, P. Rioseco, and S. Saldivia, 

-traumatic stress disorder (PTSD) and co-morbid 

Psychological Medicine, vol. 36, no. 11, pp. 1523–1533, 

2006.View at: Publisher Site | Google Scholar



49.

trauma, trauma in adulthood, and psychiatric diagnoses: results from a community 

Comprehensive Psychiatry, vol. 49, no. 2, pp. 163–169, 2008. 

50. -term 

health consequences of child physical abuse, emotional abuse, and neglect: a 

systematic review and meta- PLOS Medicine, vol. 9, no. 11, Article ID 

e1001349, 2012.View at: Google Scholar

51.

sexual abuse, and diagnoses of depressive and anxiety disorders in adult psychiatric 

Depression and Anxiety, vol. 24, no. 4, pp. 256–263, 2007. 

52. D. P. Chapman, C. L. Whitfield, V. J. Felitti, S. R. Dube, V. J. Edwards, and R. F. 

Journal of Affective Disorders, vol. 82, no. 2, pp. 217–225, 2004. 

53.

Google Scholar

54. P. B. Vicente, S. P. Rioseco, B. S

chileno de prevalencia de patología psiquiátrica (DSM-III- Revista 

Médica De Chile, vol. 130, no. 5, pp. 527–536, 2002.View at: Google Scholar

55. Informe Encuesta Nacional de Salud, ENS 2009–2011, Santiago, Chile, MINSAL, 

2011.

56.

Revista Médica de 

Chile, vol. 139, no. 5, pp. 592–599, 2011. 

57. V. Vitriol, 

Revista Chilena de Neuro-Psiquiatría, vol. 43, no. 2, pp. 83–87, 2005. 



58.

adulta: un estudio empíric Revista Médica de Chile, vol. 132, no. 12, pp. 1499–

1504, 2004. 

59.

Trauma Infanto- Juvenil Y Psicopatología Adulta, R. Florenzano, P. 

Weil, C. Carvajal, and C. Cruz, Eds., Editorial Corporación de Promoción 

Universitaria, Santiago, Chile, 2005.View at: Google Scholar

60. UNHCR. 2014 Global Trends: World at War. Geneva: United Nations High 

Commissioner for Refugees; 2015.

61. Tempany M. What research tells us about the mental health and psychosocial 

wellbeing of Sudanese refugees: a literature review. Transcult Psychiatry. 

2009;46:300–15.

62. Lie B. A 3-year follow-up study of psychosocial functioning and general symptoms in 

settled refugees. Acta Psychiatr Scand. 2002;106:415–25.

63. Steel Z, Chey T, Silove D, Marnane C, Bryant R, van Ommeren M. Association of 

torture and other potentially traumatic events with mental health outcomes among 

populations exposed to mass conflict and displacement: A systematic review and 

meta-analysis. JAMA. 2009;302:537–49.

64. Porter M, Haslam N. Predisplacement and postdisplacement factors associated with 

mental health of refugees and internally displaced persons: A meta-analysis. JAMA. 

2005;294:602–12.

65. Silove D, Steel Z, Bauman A, Chey T, McFarlane A. Trauma, PTSD and the longer-

term mental health burden amongst Vietnamese refugees: A comparison with the 

Australian-born population. Soc Psych Psych Epid. 2007;42:467–76.



66. Marshall GN, Schell TL, Elliott MN, Berthold SM, Chun CA. Mental health of 

Cambodian refugees 2 decades after resettlement in the United States. J Am Med 

Assoc. 2005;294:571–9.

67. Porter M. Global evidence for a biopsychosocial understanding of refugee adaptation. 

Transcult Psychiatry. 2007;44:418–39.

68. Thoms ONT, Ron J. Public health, conflict and human rights: Toward a collaborative 

research agenda. Confl Heal. 2007;1:11.

69. Murthy RS, Lakshminarayana R. Mental health consequences of war: a brief review 

of research findings. World Psychiatry. 2006;5:25–30.

70. McFarlane AC: The prevalence and longitudinal course of PTSD: implications for the 

neurobiological models of PTSD. Ann NY Acad Sci. 1997, 821: 10-23. 

10.1111/j.1749-6632.1997.tb48265.x.

71. Mollica RF, McInnes K, Pham T, Smith Fawzi MC, Murphy E, Lin L: The dose-

effect relationships between torture and psychiatric symptoms in Vietnamese ex-

political detainees and a comparison group. J Nerv Ment Dis. 1998, 186 (9): 543-553. 

72. Karunakara U, Neuner F, Schauer M, Singh K, Hill K, Elbert T, Burnham G: 

Traumatic events and symptoms of post-traumatic stress disorder amongst Sudanese 

nationals refugees and Ugandan nationals in the West Nile. African Health Sciences. 

2004, 4 (2): 83-93.

73. Onyut LP, Neuner F, Ertl V, Schauer E, Odenwald M, Elbert T: Trauma poverty and 

mental health among Somali and Rwandese refugees living in an African refugee 

settlement - an epidemiological study. Conflict and Health. 2009, 3: 6-10.1186/1752-

1505-3-6.

74. Elbert T, Rockstroh B, Kolassa IT, Schauer M, Neuner F: The influence of organized 

violence and terror on brain and mind - a co-constructive perspective. Lifespan 



development and the brain: The perspective of biocultural co-constructivism. Edited 

by: Baltes P, Reuter-Lorenz P, Rösler F. 2006, Cambridge: University Press, 326-349.

75. Kaldor M: New and Old wars: Organized Violence in a global era. 1999, Stanford: 

Stanford University Press

76. Neuner F, Schauer M, Karunakara U, Klaschik C, Robert C, Elbert T: Psychological 

trauma and evidence for enhanced vulnerability for PTSD through previous trauma in 

West Nile refugees. BMC Psychiatry. 2004, 4 (1): 34-10.1186/1471-244X-4-34.

77. Roberts B, Ocaka KF, Browne J, Oyok T, Sondorp E: Factors associated with post-

traumatic stress disorder and depression amongst internally displaced persons in 

Northern Uganda. BMC Psychiatry. 2008, 8 (38): 1-9.

78. Klasen F, Oettingen G, Daniels J, Post M, Hoyer C, Adams H: Posttraumatic 

resilience in former Ugandan child soldiers. Child Development. 2010, 81 (4): 1096-

1113. 

79. Herman JL: Trauma and Recovery. 2003, New York: Basic Books

80. Njenga FG. Kigamwa P. Okonji M. Africa: the traumatised continent, the continent 

with hope. International Psychiatry. 2003;1:4–7.

81. Musisi S. War and mental health in Africa. In: Njenga FG, Acuda W, Patel V, 

editors. Essentials of clinical psychiatry for sub-Saharan Africa. Milan: Masson; 

2005. [Google Scholar]

82. Njau JW. Post-traumatic stress disorder among the heads of households of ethnic 

clashes survivors in the Rift Valley Province, Kenya: a comparative study. 

Thesis. University of Nairobi: 2005.

83. Neuner F. Schauer M. Karunakara U, et al. Psychological trauma and evidence for 

enhanced vulnerability for posttraumatic stress disorder through previous trauma 

among West Nile refugees. BMC Psychiatry. 2004;4:34.



84. Pham PN. Weinstein HM. Longman T. Trauma and PTSD symptoms in Rwanda: 

implications for attitudes toward justice and reconciliation. JAMA. 2004;292:602–

612.

85. Shephard B. A war of nerves: soldiers and psychiatrists in the twentieth century.

London: Cape, 2000.

86. Campbell DG, Felker BL, Liu CF, Yano EM, Kirchner JE, et al. (2007) Prevalence

of depression-PTSD comorbidity:  implications for  clinical practice guidelines and

primary care-based interventions. J Gen Intern Med 22: 711-718.

87. Stander VA, Thomsen CJ, Highfill-McRoy RM (2014) Etiology of depression

comorbidity in combat-related PTSD: a review of the literature. ClinPsychol Rev 34:

87-98.

88. Dekel S, Solomon Z, Horesh D, Ein-Dor T (2014) Posttraumatic stress disorder and

depressive symptoms: joined or independent  sequelae of trauma? J Psychiatr Res 54:

64-69.

89. Sher L (2005)  The concept of post-traumatic  mood disorder. Med Hypotheses

65: 205-210.

90. Erickson DJ, Wolfe J, King DW, King LA, Sharkansky EJ  (2001) 

Posttraumatic stress  disorder and depression symptomatology in a sample of

Gulf War veterans: a prospective analysis. J Consult ClinPsychol 69: 41-49.

91. Breslau N, Davis GC, Peterson EL, Schultz L (1997) Psychiatric sequelae of

posttraumatic st ress disorder in women. Arch Gen Psychiatry 54: 81-87.

92. Ginzburg K, Ein-Dor T, Solomon Z (2010) Comorbidity of posttraumatic stress

disorder, anxiety and depression: a 20-year longitudinal study of war veterans. J

Affect Disord 123: 249-257.



93. Tull MT, Barrett HM, McMillan ES, Roemer L (2007) A preliminary investigation

of the relationship between emotion regulation difficulties and posttraumatic stress

symptoms. BehavTher 38: 303-313.

94. Bohn D, Bernardy K, Wolfe F, Häuser W (2013) The association among childhood

maltreatment, somatic symptom intensity, depression, and somatoform dissociative 

symptoms in patients with fibromyalgia syndrome: a single-center cohort study. J 

Trauma D is so c ia t io n 14:342-358.

95. T. Roberts, G. Miguel, 

Esponda, D. Krupchanka, R. Shidhaye, V. Patel, S. RathodFactors associated with 

health service utilisation for common mental disorders: a systematic review BMC 

Psychiatry, 18 (1) (2018), p. 262

96. P.Y. Collins, V. Patel, et al. Grand challenges in global mental health 

Nature, 475 (7354) (2011), pp. 27-30

97. Fekadu, G. Medhin, M. Selamu, T.W. Giorgis, C. Lund, A. Alem, M. Prince, C. Hanl

onRecognition of depression by primary care clinicians in rural Ethiopia BMC Fam. 

Pract., 18 (1) (2017), p. 56

98. D. Chibanda, F. Cowan, L. Gibson, H.A. Weiss, C. LundPrevalence and correlates of 

probable common mental disorders in a population with high prevalence of HIV in 

Zimbabwe BMC Psychiatry, 16 (2016), p. 55

99. V. Patel, T. Musara, T. Butau, P. Maramba, S. FuyaneConcepts of mental illness and 

medical pluralism in Harare Psychol. Med., 25 (3) (1995), pp. 485-493

100. V. Patel, E. Simunyu, F. Gwanzura, G. Lewis, A. MannThe Shona Symptom 

Questionnaire: the development of an indigenous measure of common mental 

disorders in Harare Acta Psychiatr. Scand., 95 (6) (1997), pp. 469-475



101. E.E. Haroz, M. Ritchey, J.K. Bass, B.A. Kohrt, J. Augustinavicius, L. Michalo

poulos, M.D. Burkey, P. BoltonHow is depression experienced around the world? A 

systematic review of qualitative literature Soc. Sci. Med., 183 (2017), pp. 151-162

102. Summerfield D. A critique of seven assumptions behind psychological trauma 

programmes in war-affected areas. Soc Sci Med. 1999;48:1449–1462.

103. Dinan BA. MacCall GJ. Gibson D. Community violence and PTSD in selected 

South African townships. J Interpersonal Violence. 2004;19:727–742.

104. Breslau N., Davis GC., Peterson EL., Schultz L. Psychiatric sequelae of 

posttraumatic stress disorder in women. Arch Gen Psychiatry. 1997;54(1):81–87.

105. Rytwinski NK., Scur MD., Feeny NC., Youngstrom EA. The co-occurrence of 

major depressive disorder among individuals with posttraumatic stress disorder: a 

meta-analysis. J Trauma Stress. 2013;26(3):299–309.

106. Davidson JR., Hughes D., Blazer DG., George LK. Post-traumatic stress 

disorder in the community: an epidemiological study. Psychol Med. 1991;21(3):713–

721.

107. Breslau N., Chilcoat HD., Kessler RC., Davis GC. Previous exposure to 

trauma and PTSD effects of subsequent trauma: results from the Detroit Area Survey 

of Trauma. Am J Psychiatry.1999;156(6):902–907.

108. Kessler RC., Sonnega A., Bromet E., Hughes M., Nelson CB. Posttraumatic 

stress disorder in the National Comorbidity Survey. Arch Gen 

Psychiatry. 1995;52(12):1048–1060.

109. Stein DJ., McLaughlin KA., Koenen KC., et al DSM-5 and ICD-11 definitions 

approaches. Depress Anxiety.2014;31(6):494–505.



110. Elhai JD., de Francisco Carvalho L., Miguel FK., Palmieri PA., Primi R., 

Frueh BC. Testing whether posttraumatic stress disorder and major depressive 

disorder are similar or unique constructs. J Anxiety Disord. 2011;25(3):404–410.

111. Miller MW., Wolf EJ., Reardon A., Greene A., Ofrat S., Mclnerney S. 

Personality and the latent structure of PTSD comorbidity. J Anxiety 

Disord. 2012;26(5):599–607.

112. Ormel J., Bastiaansen A., Riese H., et al The biological and psychological 

basis of neuroticism: current status and future directions. Neurosci 

BiobehavRev. 2013;37(1):59–72.

113. Spinhoven P., Penninx BW., van Hemert AM., de Rooij M., Elzinga BM. 

Comorbidity of PTSD in anxiety and depressive disorders: prevalence and shared risk 

factors. Child Abuse Negl.2014;38(8):1320–1330.

114. Gilbert R., Widom CS., Browne K., Fergusson D., Webb E., Janson S. Burden 

and consequences of child maltreatment in high-income 

countries. Lancet. 2009;373(9657):68–81.[PubMed]

115. Hovens JG., Giltay EJ., Wiersma JE., Spinhoven P., Penninx BW., Zitman 

FG. Impact of childhood life events and trauma on the course of depressive and 

anxiety disorders. Acta Psychiatrica Scandinavica. 2012;126(3):198–207.

116. Hagenaars MA, van Minnen A, Hoogduin KA (2010) The impact  of 

dissociation and depression on the efficacy of  prolonged exposure treatment for

PTSD. Behav Res Ther 48: 19-27.


