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ABSTRACT 
Although not every trauma-exposed individual develops a mental health problem, a considerable proportion 
experience conditions such as posttraumatic stress disorder, depression, and anxiety disorders. This review aims 
to examine the relationship between peritraumatic reactions, defined as acute psychological and physiological 
responses that occur during or immediately after a traumatic event, and posttraumatic stress symptoms as well 
as related mental health problems. Within this scope, core peritraumatic responses including peritraumatic 
distress, peritraumatic dissociation, tonic immobility, mental defeat, and peritraumatic somatoform dissociation 
are discussed. Findings indicate that these reactions are critical determinants of long-term psychological 
outcomes and can influence the processing of traumatic experiences through their effects on memory encoding, 
threat appraisal, and emotion regulation mechanisms. In particular, high levels of peritraumatic distress and 
dissociation may contribute to the persistence of traumatic memories in a fragmented, decontextualized, and 
intrusive form. Tonic immobility and mental defeat, on the other hand, may intensify symptom severity by 
reinforcing secondary cognitive and emotional processes such as perceived loss of control, helplessness, shame, 
and self-blame. At the neurobiological level, alterations in networks involved in emotion regulation and contextual 
memory, particularly those associated with the amygdala, hippocampus, and prefrontal cortex, are emphasized as 
potential mechanisms increasing vulnerability to posttraumatic psychopathology. Early assessment of 
peritraumatic reactions and the development of response-sensitive intervention strategies are therefore crucial 
for the prevention of trauma-related psychological disorders.  
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ÖZ 
Travmaya maruz kalan her birey bir ruh sağlığı sorunu geliştirmese de, önemli bir kısmı travma sonrası stres 
bozukluğu, depresyon ve anksiyete bozuklukları gibi sorunlar yaşamaktadır. Bu derleme çalışması, travmatik olay 
sırasında ya da hemen sonrasında ortaya çıkan ve akut psikolojik ile fizyolojik tepkiler olarak tanımlanan 
peritravmatik tepkilerin, travma sonrası stres belirtileri ve ilişkili ruh sağlığı sorunları ile olan ilişkisini incelemeyi 
amaçlamaktadır. Bu gözden geçirme kapsamında peritravmatik sıkıntı, peritravmatik disosiyasyon, tonik 
hareketsizlik, zihinsel yenilgi ve peritravmatik somatoform disosiyasyon gibi temel peritravmatik tepkiler ele 
alınmıştır. Bulgular, bu tepkilerin uzun vadeli psikolojik sonuçlar açısından kritik belirleyiciler olduğunu; travmatik 
yaşantının işlenmesini bellek kodlama süreçleri, tehdit değerlendirmeleri ve duygusal düzenleme mekanizmaları 
üzerinden etkileyebildiğini göstermektedir. Özellikle yüksek düzeyde peritravmatik sıkıntı ve disosiyasyonun, 
travmatik anıların daha parçalı, bağlamdan kopuk ve intruzif biçimde sürmesine zemin hazırladığı; tonik 
hareketsizlik ve zihinsel yenilginin ise kontrol kaybı, çaresizlik, utanç ve kendini suçlama gibi ikincil bilişsel-
duygusal süreçleri güçlendirerek belirtilerin şiddetini artırabildiği değerlendirilmektedir. Nörobiyolojik düzeyde, 
amigdala, hipokampus ve prefrontal korteks başta olmak üzere duygu düzenleme ve bağlamsal bellekle ilişkili 
ağlarda ortaya çıkabilen değişimlerin, travma sonrası psikopatoloji riskini artıran mekanizmalardan biri olabileceği 
vurgulanmaktadır. Peritravmatik tepkilerin erken dönemde değerlendirilmesi ve tepki türüne duyarlı müdahalelerin 
planlanması, travma sonrası psikolojik bozuklukların önlenmesine yönelik stratejilerin geliştirilmesi açısından 
önem taşımaktadır.  
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Introduction 
According to the American Psychiatric Association (APA 2013), a traumatic event refers to exposure to 
actual or threatened death, serious injury, or sexual violence, whether experienced directly, witnessed, or 
learned to have occurred to a close other. The World Health Organization (WHO 2019) defines traumatic 
events as experiences that threaten an individual’s life, safety, or physical integrity and that may 
overwhelm the person’s coping capacity. Feriante and Sharma (2023) conceptualized psychological trauma 
as a stressor experienced either directly or indirectly that produces marked and intense subjective 
distress. Similarly, Wang et al. (2023) described trauma as a stressor that exceeds an individual’s capacity 
for emotional and cognitive integration, resulting in a subjective psychological rupture. 

In summary, traumatic events are life-threatening or extremely stressful experiences that may lead to 
enduring psychological consequences. Although definitions vary across disciplines, a shared emphasis is 
that trauma can exert profound effects on psychological well-being. Traumatic experiences have been 
shown to produce significant and persistent alterations in both psychological and physiological systems 
(Kearney and Lanius 2022). 

Exposure to traumatic events is highly prevalent worldwide. Data from the World Mental Health Surveys 
conducted by the World Health Organization across 26 countries indicate that approximately 70% of 
individuals report experiencing at least one traumatic event during their lifetime (Kessler et al. 2017). The 
most frequently reported events include the unexpected death of a loved one, motor vehicle accidents, 
and robbery or mugging (Benjet et al. 2016, Walters et al. 2025). 

Although research examining the prevalence of trauma exposure in low- and middle-income countries 
remains limited, injury- and accident-related deaths are reported to be more common in these settings 
(Herbert et al. 2011). Indeed, road traffic injuries rank as the tenth leading cause of years of life lost in high-
income countries, whereas they are reported as the eighth leading cause in low- and middle-income 
countries (GBD 2015). However, empirical findings directly comparing trauma exposure across countries 
with different economic levels remain scarce (Benjet et al. 2016). 

The development of psychopathology following a traumatic event does not occur in all exposed individuals. 
Research indicates that approximately 9% to 30% of trauma-exposed individuals develop a psychiatric 
disorder after the event (Kilpatrick et al. 2013, Kessler et al. 2017, Alpay 2023). However, trauma exposure 
is considered a necessary but not sufficient condition for the emergence of psychopathology, as individual 
and environmental risk factors play a critical role in determining outcomes (Nemeroff 2016, Al Jowf et al. 
2022). 

Responses to trauma and their subsequent consequences are shaped by the interaction of factors 
operating in the pre-traumatic, peri-traumatic, and post-traumatic phases (Tang et al. 2017, Hyland et al. 
2021, Memarzia et al. 2021). Pre-traumatic vulnerabilities may intensify peri-traumatic reactions, whereas 
peri-traumatic responses can directly influence the likelihood and severity of post-traumatic 
psychopathology (Massazza et al. 2021). Post-traumatic factors, in turn, play a significant role in long-term 
outcomes, functioning as both protective and risk elements (Galatzer-Levy et al. 2018, Georgescu and 
Nedelcea 2024). 

The pre-traumatic phase encompasses factors that shape vulnerability and resilience prior to trauma 
exposure (Bomyea et al. 2012, Gradus et al. 2022). Key determinants during this period include previous 
traumatic experiences, adverse childhood events, personality traits, sources of social support, and genetic 
predispositions (Wild et al. 2016, Nievergelt et al. 2024). Findings from the meta-analysis conducted by 
Georgescu and Nedelcea (2024) indicate that pre-traumatic cognitive factors, personality characteristics, 
existing psychopathology, psychophysiological features, and environmental conditions constitute 
significant risk factors for trauma-related psychopathology. 

The post-traumatic phase, in contrast, involves factors that influence recovery or the development of 
pathological outcomes following trauma. Social support and post-event life stressors are among the most 
prominent determinants (DiGangi et al. 2013). Adaptive coping strategies and processes of meaning-
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making have been shown to facilitate recovery (Sayed et al. 2015), whereas access to psychological 
interventions and treatment plays a critical role in shaping symptom severity and chronicity (Acharya 
Pandey et al. 2023). Collectively, these factors represent key determinants of post-traumatic adjustment 
trajectories. 

Peritraumatic stress reactions are defined as acute psychological and physiological responses that 
emerge during or immediately after a traumatic event and may reflect intense experiences of fear, 
helplessness, and loss of control at the time of the incident (Gorman et al. 2016). These reactions 
encompass psychological symptoms such as overwhelming fear, perceived threat of death, panic, and 
helplessness, as well as physiological manifestations including tachycardia, sweating, trembling, 
shortness of breath, nausea, and dizziness (Bryant and Harvey 2000, Bovin and Marx 2011).In addition, 
dissociative symptoms such as derealization, distortions in time perception, bodily numbness, emotional 
detachment, and reduced awareness are considered central components of peritraumatic responding 
(Lensvelt-Mulders et al. 2008, van der Hart et al. 2008, Bryant et al. 2011). The literature consistently 
emphasizes that greater severity of peritraumatic reactions is associated with a significantly increased 
risk of developing post-traumatic psychopathology (Bovin and Marx 2011, Thomas et al. 2012, Alpay and 
Aydın 2024). 

Recent research indicates that peritraumatic reactions are associated not only with post-traumatic stress 
disorder PTSD but also with other forms of psychopathology, including depression and anxiety disorders 
(Elklit and Christiansen 2009, Michopoulos et al. 2019, Megalakaki et al. 2021, Memarzia et al. 2021). In a 
study conducted by Massazza et al. (2021), individuals who reported more intense peritraumatic stress 
during the traumatic event exhibited more severe and persistent stress symptoms over the follow-up 
period. These findings suggest that peritraumatic stress responses may play a significant role in the 
chronicity of psychological disorders. Similarly, Gorman et al. (2016) demonstrated that acute stress 
reactions contribute to greater severity and broader symptom profiles in subsequent psychopathology. 

The strong impact of peritraumatic reactions is thought to stem from their intensity, which may be 
sufficient to trigger enduring alterations in cognitive, emotional, and neurobiological systems (Shalev et 
al. 2017). From a neurobiological perspective, heightened emotional arousal during the traumatic event 
may influence memory encoding and consolidation processes, leading to trauma memories that are more 
persistent, involuntary, and distressing in nature (Pitman et al. 2012). 

Intrusive memories refer to unwanted and uncontrollable recollections or images of the traumatic event 
that enter awareness without intention and are often accompanied by intense emotional and physiological 
responses. In this context, excessive stress responses during trauma are proposed to alter the functioning 
of brain regions involved in memory and emotion regulation, including the amygdala, hippocampus, and 
prefrontal cortex. Such alterations may increase vulnerability to post-traumatic psychopathology 
(Liberzon and Abelson 2016, Ben-Zion et al. 2024, Hinojosa et al. 2024). 

The aim of this review is to examine the impact of peritraumatic reactions emerging during or immediately 
after a traumatic event on the development of psychopathology, particularly post-traumatic stress 
disorder PTSD as well as depression and anxiety disorders. In addition, the review seeks to elucidate the 
psychological, cognitive, and neurobiological mechanisms through which peritraumatic responses 
influence post-traumatic psychopathology. Within this framework, the study aims to clarify the role of 
peritraumatic processes in shaping trajectories of recovery and chronicity and to evaluate their 
associations with risk and protective factors from a comprehensive perspective. In this respect, the 
review conceptualizes peritraumatic reactions not merely as acute stress responses but as early 
determinants that shape post-traumatic adjustment. It further aims to provide a theoretical foundation 
for the development of early intervention approaches and preventive mental health strategies for trauma-
exposed individuals. 

Peritraumatic Distress 
Peritraumatic distress refers to the intense emotional and physiological stress responses experienced 
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during or immediately after a traumatic event. It is typically characterized by powerful emotional reactions 
such as fear, helplessness, or horror and represents a significant determinant of the psychological impact 
of trauma (Bunnell et al. 2018). In the fourth edition of the Diagnostic and Statistical Manual of Mental 
Disorders DSM-IV (APA 1994), Criterion A2 of post-traumatic stress disorder PTSD formally addressed the 
relationship between such emotional and physiological reactions and the development of PTSD, 
recommending their consideration in clinical assessment. However, subsequent research demonstrated 
that peritraumatic reactions extend beyond the DSM-IV A2 definition of “fear, helplessness, or horror” and 
encompass a broader range of physiological, cognitive, and behavioral responses (Marmar et al. 1997, 
Brunet et al. 2001). In light of these findings, Criterion A2 was removed from the diagnostic system with 
the publication of DSM-5 (APA 2013). 

From a physiological perspective, symptoms such as tachycardia, sweating, trembling, and increased 
respiratory rate reflect autonomic nervous system activation and heightened arousal during acute stress 
(Bunnell et al. 2018, Vance et al. 2018). Cognitive appraisals at the time of the event, particularly perceived 
loss of control and feelings of helplessness, may amplify distress severity and contribute to more enduring 
encoding of threat (Nishi and Matsuoka 2013). In terms of memory processes, peritraumatic distress may 
lead to emotionally intense, selective, and threat-focused encoding of the traumatic event. Vance et al. 
(2018) demonstrated that elevated levels of peritraumatic distress are associated with more intrusive and 
recurrent re-experiencing of trauma memories. This finding suggests that re-experiencing symptoms are 
linked not only to memory content but also to the intensity of the emotional tone at the time of encoding. 

Peritraumatic distress is considered a strong risk factor for the development of PTSD (Thomas et al. 2012). 
Nevertheless, research also indicates associations with depression, anxiety disorders, and somatization 
symptoms (Jang et al. 2021, Megalakaki et al. 2021). These findings suggest that peritraumatic distress may 
represent a transdiagnostic risk mechanism contributing to a broader spectrum of psychopathology rather 
than a process specific to PTSD alone. Current evidence indicates that peritraumatic distress constitutes 
a multidimensional response involving physiological arousal, perceived loss of control, and threat-focused 
memory encoding. Accordingly, it should be considered an important early clinical indicator in the 
assessment of post-traumatic psychopathology risk. 

Peritraumatic Dissociation 
Peritraumatic dissociation refers to experiences of detachment, unreality, or emotional numbing that 
occur during or shortly after a traumatic event and involve disruptions in perception, consciousness, 
memory, and sense of self (Lensvelt-Mulders et al. 2008). It is thought to emerge when an individual’s 
capacity to cope with a traumatic experience is exceeded, thereby serving as a protective mechanism that 
shields the individual from overwhelming emotional distress during the event (Marmar et al. 1997). Common 
manifestations include depersonalization, derealization, distortions in time perception, and bodily 
numbness (Ozer et al. 2003, Briere et al. 2005). 

At the mechanistic level, peritraumatic dissociation is conceptualized as a temporary decoupling of 
cognitive and emotional processes under conditions of intense threat, accompanied by limited awareness 
and constrained processing of environmental input. Although this process may reduce immediate 
emotional burden, it may also interfere with the coherent and integrative encoding of traumatic 
information (Armour et al. 2014). From a memory perspective, dissociative responses during trauma have 
been proposed to result in fragmented storage of the traumatic event, lacking episodic context and 
emotional processing (Zoellner et al. 2002, van der Kolk 2006). This fragmentation may contribute to 
subsequent sensory-based and intrusive re-experiencing of trauma memories and delay the cognitive 
integration and meaning-making of the event (Ehlers and Clark 2000). 

A substantial body of literature supports the association between peritraumatic dissociation and post-
traumatic stress disorder PTSD (Boelen et al. 2012, Harb et al. 2023). A recent study further indicated that 
peritraumatic dissociation may serve as a stronger predictor of PTSD and depression compared to other 
peritraumatic reactions (Alpay and Aydın 2024). However, some research suggests that dissociation may 
function as a short-term protective mechanism in certain contexts, while becoming associated with 
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elevated clinical risk over the long term (Lynn 2005, Boyer et al. 2022). These findings indicate that 
peritraumatic dissociation should not be conceptualized merely as an escape response but rather as a 
central process that shapes the organization of traumatic memory and post-traumatic cognitive 
appraisals. In summary, peritraumatic dissociation demonstrates strong and consistent associations with 
PTSD symptoms and significant associations with symptoms of depression and anxiety. 

From a somatic perspective, although there is evidence linking peritraumatic dissociation to somatization 
and increased bodily symptom burden, studies directly examining its relationship with diagnosable 
somatic disorders remain limited. Overall, the findings of this review suggest that peritraumatic 
dissociation is strongly associated with the development and severity of PTSD and significantly related to 
depressive symptoms. In contrast, empirical research directly investigating its associations with anxiety 
disorders and somatic disorders remains relatively scarce. 

Tonic Immobility 
Tonic immobility is defined as a reflexive and involuntary motor response that occurs during a traumatic 
event and is characterized by temporary restriction of bodily movement, reduced muscle tone, 
suppression of vocalization and voluntary motor responses, and diminished responsiveness to 
environmental stimuli (Scaer 2007, De Kleine et al. 2018). This reaction has been reported to occur more 
frequently in traumatic situations involving extreme life threat, such as sexual assault, severe violence, 
torture, or armed threat (Marx et al. 2008, Abrams et al. 2012, Hagenaars et al. 2014). From an evolutionary 
perspective, tonic immobility is conceptualized as an automatic defensive mechanism that enhances 
survival probability in predator–prey interactions (Maser and Gallup 1977, Fernández and Kruger 2016). In 
humans, scientific investigation of this response has gained attention relatively recently. Psychometric 
studies have demonstrated that paralysis-like reactions reported during rape are consistent with the 
phenomenon of tonic immobility (Fusé et al. 2007, Humphreys et al. 2010). Importantly, tonic immobility is 
not limited to sexual assault but has been observed across diverse traumatic contexts (Lima et al. 2010, 
Abrams et al. 2012). 

At the neurophysiological level, tonic immobility is associated with interactions between the autonomic 
nervous system and limbic structures. During threat perception, increased activation of the amygdala, 
hypothalamus, and periaqueductal gray PAG may lead to parasympathetic dominance and subsequent 
motor inhibition (Kozlowska et al. 2015, Volchan et al. 2017). This process may result in involuntary freezing 
accompanied by partial narrowing of consciousness and reduced environmental awareness (Hagenaars et 
al. 2014). Tonic immobility is not merely a motor phenomenon; it also shapes how the traumatic event is 
cognitively and emotionally encoded. Intense experiences of powerlessness, loss of control, and 
helplessness during the event may lead to meaning-making processes centered on themes of threat and 
submission, thereby reinforcing more vivid, somatically encoded, and intrusive trauma memories 
(Hagenaars et al. 2014, Kozlowska et al. 2015). 

Empirical findings indicate that individuals who experience tonic immobility during trauma tend to exhibit 
more severe PTSD and depressive symptoms (Möller et al. 2017). This association has been proposed to 
relate to subsequent self-blame, shame, and persistent perceptions of loss of control following the 
inability to move or respond during the event (Rubin and Bell 2024). In summary, tonic immobility appears 
to represent a complex peritraumatic response emerging at the intersection of neurophysiological 
defense mechanisms and cognitive appraisals. The existing literature suggests that tonic immobility is 
associated with the severity and course of PTSD symptoms and, in some studies, with depressive 
symptoms as well. However, research directly examining its associations with anxiety disorders and 
somatic disorders remains limited, making firm conclusions in these domains premature. 

Mental Defeat 
Mental defeat is defined as a cognitive–emotional process in which an individual, in response to a 
traumatic or highly stressful event, experiences feelings of helplessness, surrender, and psychological 
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defeat, accompanied by a loss of agency, control, and autonomy (Dunmore et al. 1999, Ehlers and Clark 
2000). This experience is closely linked to the perception that one’s sense of self-integrity is under threat 
and may lead individuals to position themselves not as active agents but as passive objects of the 
traumatic event (Kleim et al. 2007, Jobson et al. 2014). At the mechanistic level, mental defeat is associated 
with perceived overwhelming power imbalance during trauma and the breakdown of defensive or coping 
efforts, resulting in a persistent schema of loss of control and submission (Ehlers et al. 2000). It is 
particularly likely to emerge in intentional and interpersonal forms of trauma such as assault, torture, or 
sexual abuse, where threats are directly targeted at personal autonomy (Dunmore et al. 1999, Kleim et al. 
2007). 

Although tonic immobility and mental defeat both involve experiences of helplessness and loss of control 
during trauma, they operate through distinct mechanisms in their contribution to psychopathology. Tonic 
immobility is primarily characterized by an autonomic nervous system–mediated reflexive freezing 
response and is closely linked to somatic and sensory re-experiencing processes. In contrast, mental 
defeat operates through cognitive surrender, diminished self-efficacy and autonomy, and the 
consolidation of enduring threat schemas. While these responses may co-occur within the same traumatic 
context, they may be associated with different post-traumatic symptom profiles and intervention needs. 
From a cognitive and memory perspective, mental defeat may contribute to the encoding of trauma around 
themes of irreversible harm, enduring threat, and loss of self. This process may facilitate the strengthening 
of negative self-appraisals, hopelessness, and maladaptive generalizations about the trauma in the post-
traumatic period (Ehlers and Clark 2000, Dunmore et al. 2001). Consequently, not only the content of the 
event but also fundamental assumptions about the self and the world may be restructured. Empirical 
studies indicate that mental defeat is strongly associated with long-term PTSD, depressive, and anxiety 
symptoms (Lima et al. 2010, Massazza et al. 2021, Coimbra et al. 2023). This relationship has been proposed 
to be mediated by enduring perceptions of vulnerability and uncontrollability following trauma. 

Some research further suggests that the experience of mental defeat may vary depending on the traumatic 
context, the intentionality of the event, and culturally shaped meaning-making processes. Current 
evidence supports the conceptualization of mental defeat not merely as an emotional reaction but as a 
central cognitive process that shapes trauma meaning-making, self-perception, and long-term 
psychological adjustment. The studies reviewed here indicate that mental defeat demonstrates strong and 
consistent associations with PTSD symptoms and significant associations with depressive and anxiety 
symptoms. In contrast, research directly examining its relationship with somatic disorders remains 
limited. 

Peritraumatic Somatoform Dissociation 
Peritraumatic somatoform dissociation is defined as a dissociative process characterized by disruptions 
in bodily sensations and perceptions that occur during or immediately after a traumatic event, involving 
experiences of detachment, alienation, or alterations in sensory integration at the bodily level (Nijenhuis 
et al. 2001). Somatoform dissociation represents the bodily manifestations of dissociative responses and 
is characterized by experiences such as perceiving one’s body as foreign, numb, or unreal, as well as 
diminished or altered bodily sensations (Ogden et al. 2006, Nijenhuis et al. 2010, Ogden and Fisher 2015). 

Peritraumatic somatoform dissociation is interpreted as a defensive response to intense physical and 
emotional arousal during trauma. This process may result in partial disengagement from bodily experience 
and reduced conscious awareness of sensory input (Nijenhuis et al. 2010). However, when frequent or 
persistent, this response may contribute to the bodily encoding of traumatic experiences and the 
amplification of the somatic dimension of trauma memory. From a cognitive and memory perspective, 
peritraumatic somatoform dissociation may facilitate the storage of traumatic experiences not only at the 
level of cognitive representation but also through sensory and bodily associations. Consequently, trauma 
memories may later re-emerge as intrusive, somatically re-experienced, and difficult-to-regulate sensory 
phenomena (Nijenhuis et al. 2010, Longo et al. 2021). 
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Empirical studies indicate that peritraumatic somatoform dissociative symptoms are strongly associated 
with PTSD, dissociative disorders, depression, and anxiety symptoms (El-Hage et al. 2002, Hagenaars et 
al. 2007). These symptoms have been reported to be more prevalent in high-threat traumatic contexts 
such as physical and sexual violence, traffic accidents, and war (Bovin and Marx 2011). Moreover, 
peritraumatic somatoform dissociation has been linked not only to PTSD but also to somatic conditions 
including chronic pain, irritable bowel syndrome, and fibromyalgia (Nijenhuis et al. 2003, Semiz et al. 2014, 
Panisch et al. 2023). In other words, experiences of bodily numbness, detachment, and disconnection 
during trauma may lead to the encoding of trauma not only as cognitive representations but also as 
embodied memory traces, thereby contributing to the development of widespread pain and functional 
somatic complaints in later stages. Neurobiological findings suggest that these processes may be 
associated with enduring alterations in brain regions involved in interoception and body awareness, such 
as the insula and anterior cingulate cortex (Hopper et al. 2007, Kearney and Lanius 2022). 

Further neurobiological evidence indicates that somatoform dissociation may be linked to functional 
changes in brain regions associated with bodily awareness and body–emotion integration, including the 
insula, anterior cingulate cortex, and somatosensory cortex (Hopper et al. 2007). Intense dissociative 
arousal during trauma has also been proposed to interact with autonomic nervous system and 
hypothalamic–pituitary–adrenal HPA axis activation, potentially contributing to enduring disruptions in 
body awareness and emotion regulation processes (Hagenaars et al. 2007, Lensvelt-Mulders et al. 2008, 
Pitman et al. 2012, Beutler et al. 2022,). 

Overall, current evidence suggests that peritraumatic somatoform dissociation represents a multilayered 
process mediating the encoding of traumatic experience at cognitive, sensory, and bodily levels. Findings 
indicate that it is associated with PTSD and dissociative symptoms, as well as with depressive and anxiety 
symptoms. Although notable associations have been observed with chronic pain and functional somatic 
complaints, longitudinal research is needed to clarify its role in the development of diagnosable somatic 
disorders. 

Peritraumatic Reactions and Psychopathology 
Studies examining the relationship between peritraumatic reactions and trauma-related disorders 
indicate that psychological and physiological responses experienced during traumatic events may 
substantially influence long-term mental health outcomes. Across diverse trauma types, peritraumatic 
reactions such as peritraumatic dissociation, peritraumatic distress, tonic immobility, and mental defeat 
have been found to predict the development of psychopathologies, particularly PTSD, depression, and 
anxiety disorders. Below, selected studies investigating the effects of peritraumatic reactions among 
individuals exposed to specific traumatic events are reviewed. 

Research conducted among earthquake survivors has demonstrated that the severity of peritraumatic 
reactions constitutes a critical determinant of psychological outcomes. Massazza et al. (2021) and Alpay 
and Aydın (2024) reported that tonic immobility, peritraumatic distress, peritraumatic dissociation, and 
mental defeat were associated with the development of PTSD and depression among earthquake-exposed 
adults. Notably, Alpay and Aydın (2024) emphasized that these four factors emerged as strong predictors 
of both PTSD and depressive symptoms. 

The psychological effects of peritraumatic reactions have also been documented in individuals exposed 
to physical trauma. In a study involving participants with spinal cord injury, Otis et al. (2012) found that 
peritraumatic distress and peritraumatic dissociation were associated with subsequent PTSD 
development. Similarly, Favrole et al. (2013) reported that among stroke patients, the intensity of these two 
peritraumatic reactions influenced PTSD symptom severity. 

Findings from studies involving motor vehicle accident survivors have been more mixed. Joormann et al. 
(2022) reported that peritraumatic distress and dissociation were not directly associated with PTSD or 
depression in individuals who had experienced motor vehicle accidents. In contrast, Rocha-Rego et al. 
(2009) identified tonic immobility as a critical predictor of PTSD development within this population. 
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Research conducted among war and torture survivors indicates a strong association between mental 
defeat and the development of PTSD. In a study of former political prisoners, Ehlers et al. (2000) identified 
mental defeat as a significant predictor of PTSD. Similarly, in a study of civil war survivors, Wilker et al. 
(2017) found that mental defeat was directly associated with PTSD symptoms. 

Among individuals exposed to sexual abuse, the role of peritraumatic dissociation has received particular 
attention. Werner and Griffin (2012) reported that peritraumatic dissociation was a significant factor in the 
development of PTSD among women who had experienced sexual assault. Research focusing on survivors 
of childhood sexual abuse has further elaborated the long-term impact of peritraumatic reactions. Najjar 
et al. (2022), in a study examining retrospective accounts of individuals with histories of chronic childhood 
sexual abuse, emphasized that one of the most striking aspects of their experience was the inability to 
respond during the abuse. This finding suggests that tonic immobility may represent a common 
peritraumatic response in the context of childhood abuse. Hetzel and McCanne (2005), examining the 
relationship between childhood physical and sexual abuse and peritraumatic dissociation, demonstrated 
that exposure to such abuse increased the risk of developing PTSD. Moreover, they reported that 
individuals who experienced peritraumatic dissociation during childhood were at greater risk of 
revictimization in adulthood. Research investigating peritraumatic reactions during the COVID-19 
pandemic further highlights the impact of large-scale stressors on mental health. A longitudinal study 
conducted in France by Megalakaki et al. (2021) reported that peritraumatic distress during the pandemic 
was associated with symptoms of PTSD, depression, and anxiety disorders both during and after the crisis 
period. These findings suggest that the uncertainty and social isolation associated with the pandemic may 
amplify the long-term psychological consequences of peritraumatic stress. 

Studies involving healthcare professionals have also documented substantial psychological burden related 
to the COVID-19 outbreak. For example, Azoulay et al. (2020), in a cross-sectional study of intensive care 
unit healthcare workers, found high prevalence rates of anxiety, depression, and peritraumatic 
dissociation symptoms. The critical condition of patients and elevated mortality rates appeared to 
intensify traumatic stress responses among healthcare providers, thereby increasing the risk for longer-
term psychological disorders. Collectively, research conducted in the context of the COVID-19 pandemic 
demonstrates that peritraumatic stress and dissociation exert significant effects on mental health not 
only in response to discrete traumatic events but also during large-scale global crises. 

Peritraumatic Reactions and Post-Traumatic Psychopathology: Studies 
Conducted in Türkiye 
Research conducted in Türkiye consistently demonstrates that peritraumatic reactions are associated 
with post-traumatic psychopathology across diverse trauma contexts. In an early study involving a military 
sample, soldiers exposed to combat experiences exhibited significantly higher levels of peritraumatic and 
related dissociative reactions, particularly among those diagnosed with PTSD. Notably, even trauma-
exposed individuals who did not develop PTSD showed elevated levels of dissociation compared to healthy 
controls (Özdemir et al. 2015). In a community sample assessed during the COVID-19 pandemic, 
peritraumatic distress levels were found to be strongly associated with both state and trait anxiety 
(Ermağan Çağlar et al. 2021). In another study examining adults diagnosed with acute stress disorder 
following an earthquake, Uğur et al. (2021) reported that peritraumatic dissociation was strongly related to 
the cognitive dimension of anxiety sensitivity and constituted a significant risk indicator for PTSD. 

Hyland et al. (2025), in a study of adult survivors of the February 6 2023 Türkiye–Syria earthquakes, 
demonstrated that peritraumatic stress and peritraumatic dissociation differentially predicted specific 
patterns of post-traumatic psychopathology and were selectively associated with distinct indicators of 
trauma exposure, including injury, displacement, and need for emergency assistance. Within the same 
disaster context, a study conducted among adolescents found that peritraumatic stress strongly predicted 
PTSD symptoms and that cognitive distortions partially mediated this relationship (Çolak and Sireli 2025). 
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The broader literature examining the relationship between peritraumatic reactions and post-traumatic 
psychopathology indicates an increasing integration of diverse methodological approaches. In particular, 
longitudinal designs assessing the long-term psychological consequences of peritraumatic reactions have 
clarified their predictive role over time (Massazza et al. 2021, Megalakaki et al. 2021). Additionally, studies 
incorporating neurobiological and psychophysiological markers provide a more comprehensive framework 
for understanding how peritraumatic processes shape trauma-related symptoms through memory 
mechanisms and emotion regulation pathways (Pitman et al. 2012, Liberzon and Abelson 2016). Taken 
together, these findings support a multilevel perspective on the role of peritraumatic reactions in the 
development and maintenance of post-traumatic psychopathology. 

Discussion 
The present review examined peritraumatic reactions and their impact on a range of mental health 
outcomes, particularly PTSD, as well as depression and anxiety disorders. The findings of the reviewed 
studies suggest that both the intensity and qualitative characteristics of reactions experienced during the 
peritraumatic period are closely associated with post-traumatic psychological adjustment. In particular, 
peritraumatic distress appears to function as a strong predictor of both the onset and severity of trauma-
related disorders, including PTSD, depression, and anxiety disorders (Thomas et al. 2012, Vance et al. 2018). 

In addition, evidence indicates that responses such as tonic immobility and mental defeat may exacerbate 
the severity of PTSD and depressive symptoms following traumatic events (Ehlers and Clark 2000, Möller 
et al. 2017). From a neurobiological perspective, intense stress responses during trauma have been 
proposed to alter activity in brain regions implicated in emotion regulation and memory, including the 
amygdala, hippocampus, and prefrontal cortex. Such alterations may interfere with the coherent 
processing of traumatic experiences, leading to fragmented memory storage (Pitman et al. 2012, Ben-Zion 
et al. 2024). This mechanism suggests that peritraumatic dissociation may represent a central process 
increasing vulnerability to post-traumatic psychopathology. Furthermore, adverse childhood experiences 
and pre-existing individual vulnerabilities are reported to interact with peritraumatic reactions, thereby 
constituting additional risk factors for PTSD and other forms of psychopathology (Nemeroff 2016). These 
findings underscore the importance of considering not only trauma-related responses at the time of the 
event but also pre-traumatic individual characteristics and prior experiences in understanding post-
traumatic adjustment trajectories. 

From a clinical perspective, peritraumatic reactions appear to contribute to different mental health 
outcomes through distinct mechanisms and therefore should be conceptualized not only as risk indicators 
but also as specific intervention targets. For example, peritraumatic distress is closely associated with 
intense fear, panic, and perceived loss of control, highlighting the importance of early interventions 
focused on emotion regulation, restoration of safety, and psychological first aid (WHO 2011, Kerbage et al. 
2022). 

In individuals experiencing peritraumatic dissociation and fragmented memory organization, trauma-
focused cognitive behavioral therapy and eye movement desensitization and reprocessing EMDR have 
been shown to be effective in restoring the sensory–cognitive integration of traumatic memories (Shapiro 
2017, Gonzalez-Vazquez et al. 2018, Fortin et al. 2021). Given that tonic immobility reinforces feelings of 
helplessness and surrender during the event, clinical work should address themes of guilt, shame, and self-
blame while reframing this response as an involuntary, physiologically driven defensive mechanism. 

Mental defeat, characterized by helplessness, enduring threat perception, and diminished self-efficacy, 
calls for interventions targeting cognitive reappraisal, strengthening of adaptive coping strategies, and 
restoration of perceived autonomy (Nagata et al. 2018). In addition, strengthening social support networks 
and implementing mindfulness-based interventions may enhance emotion regulation and reduce 
ruminative processes. Within pharmacological approaches, selective serotonin reuptake inhibitors are 
recommended as first-line treatment for PTSD, while adrenergic system–based interventions are 
considered among experimental approaches aimed at modifying traumatic memory processing (American 
Psychological Association 2017, Raut et al. 2022, Afshar et al. 2024). Taken together, these findings suggest 
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that early assessment of peritraumatic reactions and the implementation of response-sensitive 
interventions may play a critical role in reducing the risk of post-traumatic psychopathology. 

From a somatoform perspective, peritraumatic somatoform dissociation is associated with suppression 
of bodily sensations, numbness, and experiences of detachment from the body. Accordingly, clinical 
approaches should address not only cognitive processes but also body–emotion integration. Interventions 
such as sensory awareness practices, breathing and posture regulation, body-based awareness exercises, 
and sensorimotor psychotherapy may contribute to autonomic nervous system regulation and reduce 
somatic re-experiencing and bodily detachment (Ogden and Fisher 2015, Kearney and Lanius 2022). These 
findings indicate that somatoform peritraumatic processes should be conceptualized not merely as 
correlates of trauma-related psychopathology but as distinct and clinically meaningful intervention 
targets. 

References 
Abrams MP, Carleton RN, Asmundson GJ (2012) Tonic immobility does not uniquely predict posttraumatic stress symptom severity. 

Psychol Trauma, 4:278–285 
Acharya Pandey R, Chalise P, Khadka S, Chaulagain B, Maharjan B, Pandey J et al. (2023) Post-traumatic stress disorder and its 

associated factors among survivors of 2015 earthquake in Nepal. BMC Psychiatry, 23:340.  
Afshar, S., Asgharipour Zahmati N, Alidoosti F (2024) Effectiveness of Mindfulness-Based Cognitive Therapy (MBCT) on cognitive 

avoidance, rumination and emotional regulation in depressed individuals. J Fundam Mental Health, 26:123-131. 
Al Jowf GI, Ahmed ZT, An N, Reijnders RA, Ambrosino E, Rutten BP et al. (2022) A public health perspective of post-traumatic stress 

disorder. Int J Environ Res Public Health, 19:6474. 
Alpay EH (2024) The moderator roles of depression and anxiety symptoms in the relationship between posttraumatic stress disorder 

and posttraumatic growth in Syrian refugees. Psychol Trauma, 16:68-75. 
Alpay EH, Aydın A (2024) Effects of peritraumatic reactions on post-traumatic stress among Kahramanmaras earthquake survivors. 

Nord J Psychiatry, 78:153-161. 
American Psychological Association (2017) Clinical Practice Guideline for the Treatment of Posttraumatic Stress Disorder (PTSD) in 

Adults. Washington, DC, American Psychological Association. 
APA (1994) Diagnostic and Statistical Manual of Mental Disorders, 4th ed. (DSM-IV). Washington, DC, American Psychiatric Association. 
APA (2013) Diagnostic and Statistical Manual of Mental Disorders, 5th ed. (DSM-5) Arlington (VA), American Psychiatric Publishing. 
Armour C, Karstoft KI, Richardson JD (2014) The co-occurrence of PTSD and dissociation: differentiating severe PTSD from 

dissociative PTSD. Soc Psychiatry Psychiatr Epidemiol, 49:1439-1450. 
Azoulay E, Cariou A, Bruneel F, Demoule A, Kouatchet A, Reuter D et al. (2020) Symptoms of anxiety, depression, and peritraumatic 

dissociation in critical care clinicians managing patients with COVID-19. Am J Respir Crit Care Med, 202:1388-1398. 
Benjet C, Bromet E, Karam EG, Kessler RC, McLaughlin KA, Ruscio AM et al. (2016) The epidemiology of traumatic event exposure 

worldwide: results from the World Mental Health Survey Consortium. Psychol Med, 46:327-343. 
Ben-Zion Z, Korem N, Fine NB, Katz S, Siddhanta M, Funaro MC et al. (2024) Structural neuroimaging of hippocampus and amygdala 

subregions in posttraumatic stress disorder: a scoping review. Biol Psychiatry Glob Open Sci, 4:120-134. 
Beutler S, Mertens YL, Ladner L, Schellong J, Croy I, Daniels JK et al. (2022) Trauma-related dissociation and the autonomic nervous 

system: a systematic literature review of psychophysiological correlates of dissociative experiencing in PTSD patients. Eur J 
Psychotraumatol, 13:2132599. 

Boelen PA, Keijsers L, Van Den Hout MA (2012) Peritraumatic dissociation after loss: latent structure and associations with 
psychopathology. J Nerv Ment Dis, 200:362-364.  

Bomyea J, Risbrough V, Lang AJ (2012) A consideration of select pre-trauma factors as key vulnerabilities in PTSD. Clin Psychol Rev, 
32:630-641. 

Bovin MJ, Marx BP (2011) The importance of the peritraumatic experience in defining traumatic stress. Psychol Bull, 137:47-67 
Boyer SM, Caplan JE, Edwards LK (2022) Trauma-related dissociation and the dissociative disorders: Neglected symptoms with severe 

public health consequences. Dela J Public Health, 8:78–84 
Brunet A, Weiss DS, Metzler TJ, Best SR, Neylan TC, Rogers C et al., (2001) The Peritraumatic Distress Inventory: a proposed measure 

of PTSD criterion A2. Am J Psychiatry, 158:1480-1485. 
Bryant RA, Harvey AG (2000) Acute Stress Disorder: A Handbook of Theory, Assessment, and Treatment. Washington, DC, American 

Psychological Association. 



1377 Psikiyatride Güncel Yaklaşımlar-Current Approaches in Psychiatry 
 
Bryant RA, O’Donnell ML, Creamer M, McFarlane AC, Silove D (2011) Posttraumatic intrusive symptoms across psychiatric disorders. J 

Psychiatr Res, 45:842-847. 
Bunnell BE, Davidson TM, Anton MT, Crookes BA, Ruggiero KJ (2018) Peritraumatic distress predicts depression in traumatically injured 

patients admitted to a Level I trauma center. Gen Hosp Psychiatry, 54:57–59. 
Caglar EE, Hamzaoğlu N, Sanal Y, Kurtça TT (2021) Investigation of anxiety and peritraumatic distress levels in context of various 

variables through COVID-19 outbreak: Turkey, the UK and the USA comparison. OPUS International Journal of Society Researches, 
17:3221-3244. 

Coimbra BM, Hoeboer CM, van Zuiden M, Williamson RE, D’Elia AT, Mello A et al. (2023) The relationship between tonic immobility and 
the development, severity, and course of posttraumatic stress disorder: systematic and meta-analytic literature review. J Anxiety 
Disord, 97:102730. 

Colak M, Sireli O (2025) Mediator role of cognitive distortions in the relationship between posttraumatic stress disorder symptoms 
and peritraumatic stress levels. J Affect Disord, 379:282-288. 

De Kleine RA, Hagenaars MA, van Minnen A (2018) Tonic immobility during re-experiencing the traumatic event in posttraumatic stress 
disorder. Psychiatry Res, 270:1105-1109. 

DiGangi JA, Gomez D, Mendoza L, Jason LA, Keys CB, Koenen KC (2013) Pretrauma risk factors for posttraumatic stress disorder: a 
systematic review of the literature. Clin Psychol Rev, 33:728-744. 

Dunmore E, Clark DM, Ehlers A (1999) Cognitive factors involved in the onset and maintenance of posttraumatic stress disorder (PTSD) 
after physical or sexual assault. Behav Res Ther, 37: 809-829.  

Dunmore E, Clark DM, Ehlers A (2001) A prospective investigation of the role of cognitive factors in persistent Posttraumatic Stress 
Disorder (PTSD) after physical or sexual assault. Behav Res Ther, 39:1063-1084.  

Ehlers A, Clark DM (2000) A cognitive model of posttraumatic stress disorder. Behav Res Ther, 38:319-345.  
Ehlers A, Clark DM, Dunmore E, Jaycox L, Meadows E, Foa EB (1998) Predicting response to exposure treatment in PTSD: The role of 

mental defeat and alienation. J Trauma Stress, 11:457-471.  
Ehlers A, Maercker A, Boos A (2000) Posttraumatic stress disorder following political imprisonment: The role of mental defeat, 

alienation, and perceived permanent change. J Abnorm Psychol, 109:45-55. 
El-Hage W, Darves-Bornoz JM, Allilaire JF, Gaillard P (2002) Posttraumatic somatoform dissociation in French psychiatric outpatients. 

J Trauma Dissociation, 3:59-74. 
Elklit A, Christiansen DM (2009) Predictive factors for somatization in a trauma sample. Clin Pract Epidemiol Ment Health, 5:1. 
Favrole P, Jehel L, Levy P, Descombes S, Muresan IP, Manifacier MJ et al.,  (2013). Frequency and predictors of post-traumatic stress 

disorder after stroke: a pilot study. J Neurol Sci, 327:35-40. 
Feriante J, Sharma NP (2023) Acute and chronic mental health trauma. In StatPearls. Treasure Island (FL), StatPearls Publishing. 
Fernández, R. S., and Kruger, G. H. (2016). Evolutionary psychology and trauma: The tonic immobility response. Acta Psychopathol, 2:1-

7.  
Fortin M, Fortin C, Savard-Kelly P, Guay S, El-Baalbaki G (2021) The effects of psychotherapies for posttraumatic stress disorder on 

quality of life in the civilian population: A meta-analysis of RCTs. Psychol Trauma, 13:673–683 
Fusé T, Forsyth JP, Marx B, Gallup GG, Weaver S (2007) Factor structure of the Tonic Immobility Scale in female sexual assault 

survivors: An exploratory and confirmatory factor analysis. J Anxiety Disord, 21:265-283. 
Galatzer-Levy IR, Huang SH, Bonanno GA (2018) Trajectories of resilience and dysfunction following potential trauma: A review and 

statistical evaluation. Clin Psychol Rev, 63:41-55. 
GBD 2013 Mortality and Causes of Death Collaborators (2015) Global, regional, and national age–sex specific all-cause and cause-

specific mortality for 240 causes of death, 1990–2013: a systematic analysis for the Global Burden of Disease Study 2013. Lancet, 
385:117–171. 

Georgescu T,  Nedelcea C (2024) Pretrauma risk factors and posttraumatic stress disorder symptoms following subsequent exposure: 
multilevel and univariate meta‐analytical approaches. Clin Psychol Psychother, 31:e2912. 

Gonzalez-Vazquez AI, Rodriguez-Lago L, Seoane-Pillado MT, Fernández I, García-Guerrero F, Santed-Germán MA (2018) The progressive 
approach to EMDR group therapy for complex trauma and dissociation: a case-control study. Front. Psychol, 8:2377. 

Gorman KR, Engel-Rebitzer E, Ledoux AM, Bovin MJ, Marx BP (2016) Peritraumatic experience and traumatic stress. In Comprehensive 
Guide to Post-traumatic Stress Disorders (Eds U Schnyder, MJ Cloitre):907-924. Cham, Springer. 

Gradus JL, Rosellini AJ, Szentkúti P, Horváth-Puhó E, Smith ML, Galatzer-Levy I,  et al. (2022) Pre-trauma predictors of severe 
psychiatric comorbidity 5 years following traumatic experiences. Int J Epidemiol, 51:1593-1603. 

Hagenaars MA, Oitzl M, Roelofs K (2014) Updating freeze: Aligning animal and human research. Neurosci Biobehav Rev, 47:165-176.  
Hagenaars MA, van Minnen A, Hoogduin KA (2007) Peritraumatic psychological and somatoform dissociation in predicting PTSD 

symptoms: A prospective study. J Nerv Ment Dis, 195: 952-954. 



Psikiyatride Güncel Yaklaşımlar-Current Approaches in Psychiatry 1378 
 

Harb F, Bird CM, Webb EK, Torres L, deRoon-Cassini TA, Larson CL (2023) Experiencing racial discrimination increases vulnerability 
to PTSD after trauma via peritraumatic dissociation. Eur J Psychotraumatol, 14:2211486.  

Herbert HK, Hyder AA, Butchart A, Norton R (2011) Global health: injuries and violence. Infect Dis Clin North Am, 25:653-668. 
Hetzel MD, McCanne TR (2005) The roles of peritraumatic dissociation, child physical abuse, and child sexual abuse in the development 

of posttraumatic stress disorder and adult victimization. Child Abuse Negl, 29:915-930.  
Hinojosa CA, George GC, Ben-Zion Z (2024) Neuroimaging of posttraumatic stress disorder in adults and youth: progress over the last 

decade on three leading questions of the field. Mol Psychiatry, 29:3223-3244. 
Hopper JW, Frewen PA, van der Kolk BA, Lanius RA (2007) Neural correlates of dissociative symptoms in PTSD. J Trauma Stress, 

20:713-725. 
Humphreys KL, Sauder CL, Martin EK, Marx BP (2010) Tonic immobility in childhood sexual abuse survivors and its relationship to 

posttraumatic stress symptomatology. J Interpers Violence, 25:358-373. 
Hyland P, Redican E, Shevlin M, Alpay EH (2025) The structure of psychological distress in the aftermath of the 2023 Turkey/Syria 

earthquakes. Traumatology, 31:127–134. 
Hyland P, Vallières F, Cloitre M, Ben-Ezra M, Karatzias T, Olff M,  et al. (2021) Trauma, PTSD, and complex PTSD in the Republic of 

Ireland: prevalence, service use, comorbidity, and risk factors. Soc Psychiatry Psychiatr Epidemiol, 56:649-658. 
Jang Y, You M, Lee H, Lee M, Lee Y, Han JO et al. (2021) Burnout and peritraumatic distress of healthcare workers in the COVID-19 

pandemic. BMC Public Health, 21:2075. 
Jobson L, Moradi AR, Rahimi-Movaghar V, Conway MA, Dalgleish T (2014) Culture and the remembering of trauma. Clin Psychol Sci, 

2:696-713.  
Joormann J, McLean SA, Beaudoin FL, An X, Stevens JS, Zeng D, et al. (2022) Socio-demographic and trauma-related predictors of 

depression within eight weeks of motor vehicle collision in the AURORA study. Psychol Med, 52:1934-1947. 
Kearney BE, Lanius RA (2022) The brain-body disconnect: A somatic sensory basis for trauma-related disorders. Front Neurosci, 

16:1015749.  
Kerbage H, Bazzi O, El Hage W, Corruble E, Purper-Ouakil D (2022) Early interventions to prevent post-traumatic stress disorder in 

youth after exposure to a potentially traumatic event: A scoping review. Healthcare,10:818. 
Kessler RC, Aguilar-Gaxiola S, Alonso J, Benjet C, Bromet EJ, Cardoso G et al. (2017) Trauma and PTSD in the WHO world mental health 

surveys. Eur J Psychotraumatol, 8:1353383.  
Kilpatrick DG, Resnick HS, Milanak ME, Miller MW, Keyes KM, Friedman MJ (2013) National estimates of exposure to traumatic events 

and PTSD prevalence using DSM‐IV and DSM‐5 criteria. J Trauma Stress, 26:537-547. 
Kleim B, Ehlers A, Glucksman E (2007) Early predictors of chronic post-traumatic stress disorder in assault survivors. Psychol Med, 

37:1457-1467. 
Kozlowska K, Walker P, McLean L, Carrive P (2015) Fear and the defense cascade: clinical implications and management. Harv Rev 

Psychiatry, 23:263-287. 
Lensvelt-Mulders G, van der Hart O, van Ochten JM, van Son MJ, Steele K, Breeman L (2008) Relations among peritraumatic 

dissociation and posttraumatic stress: A meta-analysis. Clin Psychol Rev, 28:1138-1151. 
Liberzon I, Abelson JL (2016) Context processing and the neurobiology of post-traumatic stress disorder. Neuron, 92:14-30. 
Lima AA, Fiszman A, Marques-Portella C, Mendlowicz MV, Coutinho ES, Maia DC et al. (2010) The impact of tonic immobility reaction on 

the prognosis of posttraumatic stress disorder. J Psychiatr Res, 44:224-228.  
Longo P, Panero M, Amodeo L, Demarchi M, Abbate‐Daga G, Marzola E (2021) Psychoform and somatoform dissociation in anorexia 

nervosa: A systematic review. Clin Psychol Psychother, 28:295-312. 
Lynn CD (2005) Adaptive and maladaptive dissociation: An epidemiological and anthropological comparison and proposition for an 

expanded dissociation model. Anthropol Conscious, 16:16-49. 
Marmar CR, Weiss DS, Metzler TJ (1996) The Peritraumatic Dissociative Experiences Questionnaire. In Assessing Psychological Trauma 

and PTSD (Eds JP Wilson, TM Keane):412-428. New York, Guilford Press.  
Marmar CR, Weiss DS, Metzler TJ (1997) Peritraumatic dissociation and posttraumatic stress disorder. In Psychobiology of 

Posttraumatic Stress Disorder (Eds R Yehuda, AC McFarlane):229-251. New York, New York Academy of Sciences.  
Marx BP, Forsyth JP, Gallup GG, Fusé T (2008) Tonic immobility as an evolved predator defense: Implications for sexual assault 

survivors. Clin Psychol, 15:74-90 
Maser JD, Gallup GG (1977) Tonic immobility and related phenomena: a partially annotated, tricentennial bibliography, 1636–1976. 

Psychol Rec, 27:177-217. 
Massazza A, Brewin CR, Joffe H (2021) The nature of peritraumatic stressors and their relationship to PTSD. Psychol Trauma, 13:37-

44. 



1379 Psikiyatride Güncel Yaklaşımlar-Current Approaches in Psychiatry 
 
Megalakaki O, Kokou-Kpolou CK, Vaudé J, Park S, Iorfa SK, Cénat JM et al. (2021). Does peritraumatic distress predict PTSD, depression 

and anxiety symptoms during and after COVID-19 lockdown in France? A prospective longitudinal study. J Psychiatr Res, 137:81-88.  
Memarzia J, Walker J, Meiser-Stedman R (2021) Psychological peritraumatic risk factors for post-traumatic stress disorder in children 

and adolescents: a meta-analytic review. J Affect Disord, 282:1036-1047.  
Michopoulos V, Maples-Keller J, Roger EI, Beaudoin FL, Sumner JA, Rothbaum BO, et al. (2019) Nausea in the peri-traumatic period is 

associated with prospective risk for PTSD symptom development. Neuropsychopharmacology, 44:668-673.  
Möller A, Söndergaard HP, Helström, L (2017) Tonic immobility during sexual assault–a common reaction predicting post‐traumatic 

stress disorder and severe depression. Acta Obstet Gynecol Scand, 96:932-938. 
Nagata S, Seki Y, Shibuya T, Yokoo M, Murata T, Hiramatsu Y et al.  (2018) Does cognitive behavioral therapy alter mental defeat and 

cognitive flexibility in patients with panic disorder? BMC Res Notes, 11:23. 
Najjar AA, Tener D, Katz C (2022) The most shocking thing was that I didn't respond to the abuse: The peritraumatic responses and 

transitions as conveyed by survivors of continuous child sexual abuse. Child Abuse Negl, 132:105818.  
Nemeroff CB (2016) Paradise lost: The neurobiological and clinical consequences of child abuse and neglect. Neuron, 89:892–909.  
Nievergelt CM, Maihofer AX, Atkinson EG, Chen CY, Choi KW, Coleman JR et al. (2024) Genome-wide association analyses identify 95 

risk loci and provide insights into the neurobiology of post-traumatic stress disorder. Nat Genet, 56:792-808.  
Nijenhuis E, Van Der Hart O, Steele K (2010) Trauma-related structural dissociation of the personality. Act Nerv Super (2007), 52:1-23. 
Nijenhuis E, Van Engen A, Kusters I, Van Der Hart O (2001) Peritraumatic somatoform and psychological dissociation in relation to 

recall of childhood sexual abuse. J Trauma Dissociation, 2:47-66. 
Nijenhuis ERS, Van Dyck R, Ter Kuile MM, Mourits MJE, Spinhoven P, Van der Hart O (2003) Evidence for associations among 

somatoform dissociation, psychological dissociation and reported trauma in patients with chronic pelvic pain. J Psychosom Obstet, 
24:87-98. 

Nishi D, Matsuoka Y (2013) Peritraumatic distress after an earthquake: a bridge between neuroimaging and epidemiology. Mol 
Psychiatry, 18:743-744. 

Ogden P, Fisher J (2015) Sensorimotor Psychotherapy: Interventions for Trauma and Attachment. New York, W W Norton.  
Ogden P, Minton K, Pain C (2006) Trauma and the Body: A Sensorimotor Approach to Psychotherapy. New York, W W Norton.  
Otis C, Marchand A, Courtois F (2012) Risk factors for posttraumatic stress disorder in persons with spinal cord injury. Top Spinal Cord 

Inj Rehabil, 18:253-263.  
Özdemir B, Celik C, Oznur T (2015) Assessment of dissociation among combat-exposed soldiers with and without posttraumatic stress 

disorder. Eur J Psychotraumatol, 6:26657. 
Ozer EJ, Best SR, Lipsey TL, Weiss DS (2003) Predictors of posttraumatic stress disorder and symptoms in adults: a meta-analysis. 

Psychol Bull, 129: 52-73 
Panisch LS, Rogers RG, Breen MT, Nutt S, Dahud S, Salazar, CA (2023) Dissociation among women with chronic pelvic pain: relation to 

surgical treatment, pelvic pain severity, and health-related quality of life. J Trauma Dissociation, 24:296-311. 
Pitman RK, Rasmusson AM, Koenen KC, Shin LM, Orr SP, Gilbertson MW et al. (2012) Biological studies of post-traumatic stress disorder. 

Nat Rev Neurosci, 13:769-787. 
Raut SB, Canales JJ, Ravindran M, Eri R, Benedek DM, Ursano RJ, Johnson LR (2022) Effects of propranolol on the modification of 

trauma memory reconsolidation in PTSD patients: A systematic review and meta-analysis. J Psychiatr Res, 150:246-256. 
Rocha-Rego V, Fiszman A, Marques-Portella C, Oliveira IR, Mendlowicz MV, Coutinho ESF et al. (2009) Is tonic immobility the core sign 

among conventional peritraumatic signs and symptoms listed for PTSD? J Affect Disord, 115:269-273.  
Rubin DC, Bell CF (2024) Tonic immobility is engaged in most highly stressful and traumatic events: Insights into the relationship of 

freezing, shame, and sexual assault. Traumatology, doi: 10.1037/trm0000537.  
Sayed S, Iacoviello BM, Charney DS (2015) Risk factors for the development of psychopathology following trauma. Curr Psychiatry Rep, 

17:612.  
Scaer RC (2007) The Body Bears the Burden: Trauma, Dissociation, and Disease. London, UK; Routledge.  
Semiz M, Kavakcı Ö, Pekşen H, Tunçay M, Özer Z, Aydınkal - Semiz et al. (2014) Post-traumatic stress disorder, alexithymia and 

somatoform dissociation in patients with fibromyalgia. Turk J Phys Med Rehabil, 60: 245-257 
Shapiro F (2017) Eye Movement Desensitization and Reprocessing (EMDR) Therapy: Basic Principles, Protocols, and Procedures, 3rd 

ed. New York, Guilford Press. 
Tang B, Deng Q, Glik D, Dong J, Zhang L (2017) A meta-analysis of risk factors for post-traumatic stress disorder (PTSD) in adults and 

children after earthquakes. Int J Environ Res Public Health, 14:1537. 
Thomas É, Saumier D, Brunet A (2012) Peritraumatic distress and the course of posttraumatic stress disorder symptoms: A meta-

analysis Can J Psychiatry, 57:122-129. 



Psikiyatride Güncel Yaklaşımlar-Current Approaches in Psychiatry 1380 
 

van der Hart O, van Ochten JM, van Son MJ, Steele K, Lensvelt-Mulders G (2008) Relations among peritraumatic dissociation and 
posttraumatic stress: A critical review. J Trauma Dissociation, 9:481-505. 

Van der Kolk BA (2006) Clinical implications of neuroscience research in PTSD. Ann N Y Acad. Sci, 1071:277-293. 
Vance MC, Kovachy B, Dong M, Bui E (2018) Peritraumatic distress: A review and synthesis of 15 years of research. J Clin Psychol, 

74:1457-1484. 
Volchan E, Rocha-Rego V, Bastos AF, Oliveira JM, Franklin C, Gleiser S et al (2017) Immobility reactions under threat: a contribution to 

human defensive cascade and PTSD. Neurosci Biobehav Rev, 76:29-38. 
Walters AJ, Notebaert L, Van Bockstaele B, Meeten F, Todd J, Clarke PJ (2025) Occurrence of potentially traumatic events, type, and 

severity in undergraduate students. Aust Psychol, 60:43-53. 
Wang SK, Feng M, Fang Y, Lv L, Sun GL, Yang SL et al. (2023) Psychological trauma, posttraumatic stress disorder and trauma-related 

depression: A mini-review. World J Psychiatry, 13:331–339 
Werner KB, Griffin MG (2012) Peritraumatic and persistent dissociation as predictors of PTSD symptoms in a female cohort. J Trauma 

Stress, 25:401-407. 
WHO (2011) Psychological First Aid: Guide for Field Workers. Geneva, World Health Organization.  
WHO (2019) International Classification of Diseases for Mortality and Morbidity Statistics (11th Revision). Geneva: World Health 

Organization. 
Wild J, Smith KV, Thompson E, Béar F, Lommen MJJ, Ehlers A (2016) A prospective study of pre-trauma risk factors for post-traumatic 

stress disorder and depression. Psychol Med, 46:2571-2582. 
Wilker S, Kleim B, Geiling A, Pfeiffer A, Elbert T, Kolassa IT (2017) Mental defeat and cumulative trauma experiences predict trauma-

related psychopathology: Evidence from a postconflict population in northern Uganda. Clin Psychol Sci, 5:974-984. 
Zoellner LA, Alvarez-Conrad J, Foa EB (2002) Peritraumatic dissociative experiences, trauma narratives, and trauma pathology. J 

Trauma Stress, 15:49-57.    

Authors Contributions: The author(s) have declared that they have made a significant scientific contribution to the study and have assisted in the 
preparation or revision of the manuscript 
Peer-review: Externally peer-reviewed. 
Ethical Approval: This review study does not require ethical clearance.  
Conflict of Interest: No conflict of interest was declared. 
Financial Disclosure: No financial support was declared for this study. 

 


	Introduction
	Peritraumatic Distress
	Peritraumatic Dissociation
	Tonic Immobility
	Mental Defeat
	Peritraumatic Somatoform Dissociation
	Peritraumatic Reactions and Psychopathology
	Peritraumatic Reactions and Post-Traumatic Psychopathology: Studies Conducted in Türkiye
	Discussion
	References

