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Background: This article examines the longterm impact of wartime captivity.
Method: One hundred sixty-four prisoners of
war (POWs) and 189 matched combatants of the
1973 Yom Kippur War filled out a series of questionnaires that assessed posttraumatic stress disorder (PTSD), general psychiatric symptomatology,
and social functioning according to DSM-III-R
criteria.
Results: Almost 2 decades after the war, exPOWs exhibited higher rates and greater intensity
of posttraumatic stress reactions, more general
psychiatric symptomatology, and more severe
problems in functioning at home, at work,
and in the military than did the control group
(Israeli veterans who were not POWs). They
were also more likely to obtain official disability
recognition and to seek psychological help. Their
recovery was slower and professional help less
effective. In addition, the veterans with PTSD
in both groups had high rates of comorbid
general psychiatric symptomatology.
Conclusion: These findings point to the depth,
range, and persistence of the stress residuals of
wartime captivity.
(J Clin Psychiatry 2000;61:39–46)

O

ar captivity is an ongoing traumatic experience
that exposes the prisoner to a variety of repeated
stressors.1 These include systematic and persistent violence, filth, harsh climatic conditions, isolation, and deprivations of basic needs such as food, drink, and sleep, as
well as isolation, lack of social support, infringement of
autonomy, lack of privacy, humiliation, and physical torture. All of these may damage the captive’s personal identity and may lead to the collapse of his defense mechanisms and willpower.2
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Studies that examined the long-term effects of war captivity found wide and substantial emotional,2–4 somatic,5,6
cognitive,7 and functional8 disorders, which continue to
disturb ex–prisoners of war (POWs) and seriously impair
their quality of life for many years.
Among the emotional disorders, high rates of posttraumatic stress disorder (PTSD) ranging from 30%9 to 88%10
were observed. In addition, ex-POWs were found to exhibit a wide range of psychiatric symptomatology; anxiety
and depression have been found to be the most common
long-term disorders11–16 as well as the most commonly
noted comorbidities of PTSD among POWs.17 The literature also points to elevated schizophrenic,5 hysterical,16
and paranoid11 tendencies, as well as higher rates of hypochondria16 and alcoholism5,15 among former POWs. Moreover, many POWs experience severe long-term impairment of interpersonal3,16 and sexual functioning,11 and
their divorce rates are high.8,18
These findings of multiple problems are consistent
with the varied clinical picture of survivors of other traumatic events.1,19–24 Together, they cast doubt on the ability
of the narrow formulation of PTSD to grasp the wideranging emotional, interpersonal, and functional damage
caused by traumatic exposure, including captivity.
Therefore, to comprehend the full damage of war captivity, the broad spectrum of emotional and functional aftereffects should be evaluated. This study examines the
long-term adjustment of Israeli ex-POWs of the 1973
Yom Kippur War 18 years later. Using a wide range of
measures, it assesses not only PTSD but also its accompanying psychiatric disorders and the work, military, and
interpersonal functioning of the ex-POWs compared with
those of matched combatants in the same war who were
not captured.
METHOD
Subjects
This study examines 2 groups of Israeli veterans
(N = 353; 164 ex-POWs, 189 controls) of the 1973 Yom
Kippur War.
Prisoners of war. According to Israel’s Ministry of Defense records, 240 POWs were taken from the Israeli Army
land forces during the Yom Kippur War (October 1973).
39
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Three of the men have since died, and 20 were living
abroad at the time of the study. Of the remaining 217 exPOWs residing in Israel at the time of the study, 164 participated in the study, constituting a 76% response rate.
The group consisted of 136 POWs who were captured by
the Egyptians and 28 that were imprisoned by the Syrians.
Despite the difference in duration of captivity—8 months
for those imprisoned in Syria and 6 weeks for those imprisoned in Egypt—POWs of both groups were subjected
to intense isolation and systematic torture, consisting of
the infliction of severe physical pain and great mental
pressure. Mental pressure was applied by a range of techniques, including frightening the prisoner with numerous
threats (of death, mutilation, or killing family and friends);
exhausting him through inadequate food, extremes of heat
or cold, prolonged standing, or deprivation of exercise;
and prolonged interrogations. POWs were humiliated verbally and by interfering with their personal hygiene and
natural bodily functions.
Analysis revealed no differences in sociodemographic
and military variables nor in any of the outcome measures
between POWs held in Egypt and those in Syria. Thus, we
grouped all POWs together.
Controls. A control group of 280 combat veterans of the
same war, matched to the POWs in personal and military
background, was sampled from Israel Defense Forces
(IDF) computerized data banks. Of these, 20 were abroad
at the time of the study, and 5 had died. Of the remaining
255 men, 189 participated in the study, constituting a 74%
response rate.
Age, ethnic background, marital status, and educational background were similar in the 2 groups. Mean age
of the subjects during the war was 22 years. Father’s country of origin was Israel in 7% of cases, Asia or Africa in
36%, and Europe or America in 57%. Twenty-six percent
of the subjects were married during the war, and 70% had
completed high school. The groups were found to differ,
however, in military rank during the war: 80% of POWs
versus 65% of controls were privates, 6% of POWs versus
10% of controls were corporals or sergeants, 13% of
POWs versus 23% of controls were 1st or 2nd lieutenants,
and 1% of POWs versus 2% of controls were lieutenant
colonels or majors (χ2 = 10.12, p < .05). These differences
were controlled for in the statistical analyses (presented in
the Results section).
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Measures
PTSD Inventory. The PTSD Inventory25 is a selfreport scale based on DSM-III-R criteria.26 This scale
evaluates whether or not a person has PTSD and measures
both the intensity (number of symptoms) and the differential symptom profile of the syndrome. The questionnaire
consists of 17 statements corresponding to the 17 PTSD
symptoms listed in the DSM-III-R.26 For each statement,
subjects are asked to indicate whether or not they mani-
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fested the symptom in 2 given periods: “during the last
month” and “in the past.”
Internal consistency among the 17 items for both periods was high (Cronbach α = 0.89 for past and 0.86 for
present), and the scale was found to have a high convergent validity when compared with diagnoses based on
structured clinical interviews.25
Symptom Checklist-90, Revised (SCL-90R). The
SCL-90R is a self-report measure that evaluates the presence of 90 psychiatric symptoms during the 2 weeks
preceding the assessment.27 It examines the overall severity of psychiatric symptomatology as well as the severity
of the 10 symptom categories: somatization, obsessivecompulsive problems, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation,
psychoticism, and additional symptoms (symptoms that
do not fit into any of the categories).
General distress is rated on 3 global indices: (1) the
Global Severity Index (GSI), which reflects the clinical
severity of all symptoms; (2) the Positive Symptom Total
(PST), which is the total number of positively endorsed
symptoms; and (3) the Positive Symptom Distress Index
(PSDI), which is the mean intensity for positively endorsed symptoms only.
The SCL-90R has been found to be highly correlated
with similar scales in the Minnesota Multiphasic Personality Inventory (MMPI).28 The scale construct validity has
been investigated, and all 9 symptom dimensions display
moderate-to-high theoretical/empirical agreement and
stability across variation in subject sample.29
Problems in functioning. Our self-report questionnaire, designed for the current study, consists of 3 items
that assessed the following malfunctioning: (1) difficulties in communicating with others, (2) difficulties in readjusting to work, and (3) difficulties in readjusting to the
family. Subjects were asked to indicate on a 4-point scale,
ranging from “not at all” to “a great deal,” the extent to
which they had experienced these difficulties in the period
since the war. Each subject received a total functioning
score, which was the mean of the 3 items, and 3 subscores.
In addition, subjects were questioned about their military functioning (performance in reserve duty and military
promotion), impairment in academic studies, participation
in psychotherapy, and disability recognition by the Ministry of Defense, Rehabilitation Branch.
Combat exposure. Combat exposure was assessed to
distinguish the impact of captivity from that of combat,
which is also recognized as traumatogenic. Combat exposure was measured using a specially designed self-report
scale consisting of 23 items tapping war experiences (e.g.,
“I was exposed to sights or smells of dead people”; “I
found myself in a situation where it was not clear who was
the commander”). Subjects were asked to indicate on a
4-point scale, ranging from “not at all” to “a great deal,”
the extent to which they had experienced these events durJ Clin Psychiatry 61:1, January 2000
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Table 1. Long-Term Adjustment Scores by Groupa
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POWs
Controls
Statistic
Measure
Mean
SD
Mean
SD
F
df
p
Present PTSD symptoms
3.50
4.52
1.83
2.86
17.52
1,347
< .001
Past PTSD symptoms
6.65
4.68
4.89
3.81
15.03
1,347
< .001
SCL-90R scales
GSI
0.58
0.63
0.38
0.45
10.94
1,336
< .001
PST
30.58
23.03
21.83
18.94
4.64
1,336
< .001
PSDI
1.52
0.70
1.45
0.61
0.34
1,336
NS
Somatization
0.54
0.74
0.30
0.42
12.02
1,287
< .001
Obsessiveness
0.89
0.87
0.51
0.55
20.21
1,287
< .001
Interpersonal sensitivity
0.60
0.67
0.41
0.49
7.66
1,287
< .001
Depression
0.54
0.72
0.31
0.47
10.22
1,287
< .01
Anxiety
0.50
0.67
0.35
0.45
12.86
1,287
< .001
Hostility
0.45
0.73
0.32
0.45
10.61
1,287
< .001
Phobic anxiety
0.25
0.47
0.12
0.57
8.50
1,287
< .01
Paranoid ideation
0.60
0.74
0.30
0.57
6.90
1,287
< .01
Psychoticism
0.43
0.61
0.23
0.41
10.60
1,287
< .001
Additional symptoms
0.64
0.73
0.78
0.52
12.43
1,287
< .001
Communication problems
1.67
0.93
1.41
0.77
7.26
1,318
< .01
Adjustment to work
1.63
1.05
1.41
0.81
4.29
1,318
< .05
Adjustment to family
1.41
0.82
1.22
0.45
6.27
1,318
< .05
a
Abbreviations: GSI = Global Severity Index, NS = not significant, POW = prisoner of war, PSDI = Positive Symptom Distress Index,
PST = Positive Symptom Total, PTSD = posttraumatic stress disorder, SCL-90R = Symptom Checklist-90, Revised.
b
After controlling for combat exposure.
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= .07
< .005
NS
< .05
< .001
NS
< .05
= .07
< .05
< .05
NS
= .06
= .09
NS
NS
NS
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ing the war. Each subject received a total combat exposure score, which was the mean of the 24 items.

Posttraumatic Stress Disorder
Prevalence. The first issue examined was the prevalence of PTSD in the 2 groups at 2 points of time, right
after the war (when the POWs were released) and at the
time of the study, 18 years later. Chi-square tests showed
that diagnosed PTSD was more prevalent among the exJ Clin Psychiatry 61:1, January 2000
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combat controls in PTSD, general psychiatric symptomatology, and functioning, as well as in the disability recognition they received and their self-reported need for and
receipt of psychotherapy.

es
Pr

RESULTS

te

Procedure
Eighteen years after their participation in the war,
POWs and control subjects were asked to come for assessment to the Rehabilitation Department of the Sheba
Medical Center (Tel Hashomer, Israel). The request was
accompanied by a personal letter explaining that, owing
to the IDF’s concern for the well-being of its soldiers, the
recipient was being asked to take part in a study assessing
soldiers’ medical status. Subjects were seated in groups of
30 to 50 and filled out a battery of questionnaires. This
took approximately 2 hours and included a short break.
Prior to filling out the questionnaires, subjects signed a
consent form and were assured that the data would remain
confidential and would in no way affect their status in
military or civilian life.

POWs than in the control group both in the past (23.2% vs.
14.1%, respectively; χ2 = 4.42, df = 1, p < .05) and in the
present (12.8% vs. 3.3%, respectively; χ2 = 11.04, df = 1,
p < .001).
Severity. To examine the severity of subjects’ distress,
we calculated the mean number of symptoms they reported in the past and in the present. As can be seen in
Table 1, both in the past and in the present, the ex-POWs
reported more symptoms than the control group.
Recovery from PTSD. To examine the impact of time
and group on the prevalence of PTSD symptoms, we conducted a multivariate analysis of variance (MANOVA).
This analysis showed the impact of both group (F = 2.07,
df = 17,330; p < .01) and time (F = 59.97, df = 17,330;
p < .001), as well as a significant interaction (F = 2.25,
df = 17,330; p < .001). PTSD symptoms were more prevalent among the ex-POWs than among the controls. Moreover, although the number of subjects reporting the symptoms tended to decrease with time in both groups, the rate
of recovery was higher among the controls.
To examine whether recovery was related to the receipt
of psychotherapy, we conducted chi-square tests. Results
indicated significant associations in both groups (χ2 = 7.52,
df = 1, p < .01 for ex-POWs; χ2 = 29.23, df = 1, p < .001 for
controls). Among POWs, 24% of those who received psychotherapy recovered from PTSD compared with 8% of
those who did not. Among controls, the association was
even stronger: 42% of those who received psychotherapy
recovered, in contrast to 6% of those who did not.
To take into account the possible effect of combat exposure on the differences between the groups, we conducted MANOVAs of a number of PTSD symptoms at the
2 points of time with the combat exposure score as covari41
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Table 2. Percentage of Subjects Exceeding Norms for
Outpatients, by Group
Statistic
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SCL-90R Scale
PST
GSI
PSDI
Somatization
Obsessiveness
Interpersonal sensitivity
Depression
Anxiety
Hostility
Phobic anxiety
Paranoid ideation
Psychoticism
a
df = 1,336.
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POWs
20.7
13.4
17.1
17.1
20.1
13.4
7.9
12.8
17.1
11.0
17.7
12.2

Controls
Fa
8.7
10.21
6.0
5.59
8.7
5.51
8.7
5.51
7.1
12.89
8.2
2.53
3.3
3.66
4.9
6.89
6.5
9.49
4.9
4.49
12.0
2.27
7.1
2.66

p
< .01
< .05
< .05
< .05
< .001
NS
NS
< .01
< .01
< .05
NS
NS
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ant. The difference between the groups remained significant, pointing to the significant role of war captivity (see
Table 1).

Functioning
Twenty-two percent of the ex-POWs reported that their
academic studies were impaired as a result of their
war experiences, compared with 13% of the controls
(χ2 = 7.25, df = 2, p < .05).
The military functioning of the 2 groups differed in
several ways. Thirty-nine percent of the ex-POWs reported serving fewer days of reserve duty than they had
prior to the Yom Kippur War, compared with 7% of the
controls (χ2 = 57.63, df = 2, p < .001). Only 52% of the
ex-POWs advanced in military rank, compared with 73%
of the controls (χ2 = 15.22, df = 1, p < .001). Moreover,
79% of the ex-POWs chose to return to the army in
noncombat roles, compared with 29% of the control
group (χ2 = 66.00, df = 2, p < .001). Similarly, only about
14% of the ex-POWs participated in combat activity after
the Yom Kippur War, as opposed to 49% of the control
group (χ2 = 45.89, df = 1, p < .001).
The subjects’ social functioning was gauged by their
difficulties in communication, adjustment at work, and
adjustment to their families after the war. A MANOVA
yielded significant group differences (F = 4.45, df = 4,315;
p < .01). One-way analyses of variance indicated that in all
3 areas, the ex-POWs report more difficulties than the control group (see Table 1).
To take into account the possible effect of combat exposure on the differences between the groups, we conducted MANOVAs for each of the functioning measures
with combat exposure score as covariant. Most of the difference between the groups did not remain significant.

O

Disability Recognition
Significant differences were also found in the rates
of disability recognition by the Ministry of Defense
(χ2 = 29.68, df = 1, p < .001). A higher percentage of exPOWs (20.4%) than controls (2.2%) reported that they received Ministry of Defense recognition as having a warrelated emotional disability.*
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Psychiatric Symptomatology
First, we calculated 3 global SCL-90R scores, which
provide a general picture of the subjects’ psychiatric state.
A MANOVA of each of the 3 scores showed a significant
difference between the groups (F = 5.14, df = 13,334;
p < .01). One-way analyses of variance conducted on each
of the variables separately are presented in Table 1.
As can be seen, significant differences between the
groups were found in 2 of the 3 measures, the GSI and the
PST. That is, the general psychiatric state of the ex-POWs
was worse than that of the control group, and they exhibited more psychiatric symptoms.
To obtain a more detailed picture of the content of the
subjects’ psychopathologic profile, 10 scores for 9 types
of disturbances and 1 subscale of the additional symptoms
were calculated. The MANOVA that was carried out for
each of the subscales revealed a significant difference between the groups (F = 2.48, df = 10,278; p < .01). Oneway analyses of variance showed significant group differences in all 10 subscales. As can be seen in Table 1, the
ex-POWs reported greater distress in each of the categories examined.
To control for any possible effect of combat exposure
on the differences between the groups, we conducted
MANOVAs for each of the global and subscale scores
with the combat exposure score as covariant. Most of the
difference between the groups remained significant, pointing to the specific impact of war captivity on psychiatric
symptomatology.
Since the SCL-90R has norms for various groups, it enables us to evaluate the intensity of the subjects’ distress
by comparing their scores with normative scores. We thus
calculated the percentage of subjects in the 2 groups whose
scores were higher than the norms for ambulatory psychiatric patients. As can be seen in Table 2, a higher percent-

age of ex-POWs than controls scored significantly higher
than the norm for ambulatory patients in the 3 global measures, indicating that the general psychiatric condition of
POWs was worse than that of the controls. The same pattern was found in half the specific subscales: somatization, obsessiveness, anxiety, hostility, and phobic anxiety.

Psychotherapy
In response to the question of whether they felt the
need for psychotherapy, 29% of the ex-POWs answered

*These rates are similar to the formal rates reported by the Ministry of
Defense, according to whom 20.7% of the ex-POWs and 1.6% of the
controls were recognized at the time of the study as having a warrelated emotional disability.
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in the affirmative, compared with 15% of the controls
(χ2 = 10.11, df = 1, p < .01). Similarly, a higher percentage of ex-POWs (31.7%) than controls (6.9%) reported
receiving psychotherapy (χ2 = 33.63, df = 1, p < .001).

©

PTSD Comorbidities
To examine the comorbidities of PTSD in the 2 groups,
we calculated the percentage of veterans with and without
PTSD in each group whose scores on the SCL-90R exceeded those of the norms for ambulatory psychiatric patients. The percentages were calculated separately for all
9 of the SCL-90R symptom categories.
The veterans with PTSD in both the ex-POW and control groups exhibited considerably more psychiatric
symptomatology than those without PTSD. That is, the
comorbidity in the veterans with PTSD in both groups
was very high. As can be seen in Table 3, each of the 9
SCL-90R symptom categories was endorsed by between
50% and 100% of the veterans in both groups.
Interestingly, the picture of the comorbidity in the exPOW and control groups was fairly similar. In both
groups, the most commonly reported symptoms (by 65%
or more of the veterans) were obsessiveness, somatization, anxiety, and paranoid ideation. The 2 groups differed, however, in interpersonal sensitivity: whereas
100% of PTSD subjects in the control group endorsed
these symptoms, only 47.6% of POWs with PTSD did so.

r
py
Co

ht
ig

O

POWs
71.4
85.7
47.6
47.6
71.4
66.7
57.1
66.7
52.4

Controls
66.7
83.3
100
66.7
83.3
33.3
50
83.3
66.7

χ2
0.05
0.02
5.31*
0.68
0.34
2.15
0.10
0.62
0.39

combat. Combat confronts the soldier with the threat to
life and limb, and there is ample evidence of the psychological damage that this threat can cause,23,33 but in many
cases it is an impersonal event. The trauma of captivity,
however, occurs within the relationship between the captive and his captors. The torture, humiliation, and concerted efforts to “break” the individual that are part and
parcel of captivity34–36 are intentionally inflicted on the
victim by persons he gets to know and may relate to on a
daily basis. According to Herman,1 this kind of ongoing
directed abuse creates an extreme sense of helplessness,
seriously damages persons’ self-structure, and makes it
hard for them to recover their capacity to feel, trust, and
relate to others.
In addition, whereas both combat and captivity are recognized pathogenic stressors, there are clear differences
between the 2, which may mediate their detrimental effects. While in both situations men’s lives are repeatedly
threatened, the social context and support are different.
Combatants are equipped with weapons and protective
devices and fight alongside commanders and comrades.
The powerful stress-mediating effect of unit cohesion and
social support derived from comrades and commanders is
well documented as a sustaining force for combatants.37,38
On the other hand, captivity renders the POW totally isolated and deprived of any human compassion and support.
The severity of captivity may thus be compounded by isolation and loneliness, leaving a more profound and enduring traumatic imprint.
Additional explanations may be offered for the exacerbated problems in functioning among the ex-POWs.
These may be related to the higher exposure to stress of
these veterans. Another explanation is the more severe
PTSD and psychiatric symptomatology found in this
group. As has been amply noted, the symptoms of PTSD
may put considerable obstacles in the way of ordinary
activities and interactions.23,39 The same can be said of
most psychiatric symptomatology. Another possible explanation is that the POWs internalized the behaviors that
were useful in captivity, such as suspiciousness and
hyperalertness, and generalized them to their lives afterward, where these behaviors were often counterproduc-
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Almost 2 decades after the Yom Kippur War, ex-POWs
reported significantly greater distress than non-POW
combat controls. The residuals were not only deep; as hypothesized, they also extended over a wide range of measures, from trauma-specific emotional disorders through
general psychiatric disorders and problems in functioning. In addition to experiencing significantly higher rates
of PTSD and slower recovery, the ex-POWs had more severe general psychiatric symptomatology manifested by
somatization, obsessiveness, anxiety, hostility, and phobic
anxiety; more impairment in functioning (in family, work,
and the military); higher rates of recognized war-related
psychiatric disability; and a greater sense of need for and
utilization of psychological assistance.
These findings are consistent with former studies
showing long-term traumatic sequelae ranging from specific trauma-related reactions to general psychiatric disorders among prisoners of war.2,7,9,10,30,31 They are also consistent with both clinical and empirical findings on
war-induced psychopathology, which similarly show elevated levels of other disorders, including depression,
anxiety, and substance abuse in addition to PTSD.20,21,32
The findings raise the question of why war captivity is
more pathogenic than combat. The explanation may lie in
the interpersonal nature of war captivity compared with
J Clin Psychiatry 61:1, January 2000

SCL-90R Scale
Somatization
Obsessiveness
Interpersonal sensitivity
Depression
Anxiety
Hostility
Phobic anxiety
Paranoid ideation
Psychoticism
*p < .05.
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DISCUSSION

Table 3. Subjects With PTSD and Comorbidity With SCL-90R
Subscales (percentage exceeding norms for outpatients)
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tive. Eberly and colleagues40 suggest that traumatized
POWs can be seen as survivors who continue to exhibit
patterns of affect, behaviors, and cognitions that were
adaptive during the traumatic phase.
According to DSM-IV,41 PTSD is the only psychiatric
disorder that is clearly the direct result of traumatic exposure. Yet our findings clearly indicate that PTSD is not
the only psychiatric disorder that follows traumatic stress.
By and large, these results are consistent with studies
of various populations conducted in other parts of the
world and following different traumatic events, including
the Lockerbie plane crash,42 the Buffalo Creek dam collapse,43 civil violence in Northern Ireland,44 the civilian
war in Cambodia,45 the general population in the United
States,46,47 and others, that revealed that PTSD is often accompanied by other comorbidities.
To explain the high occurrence of comorbidity of
PTSD, 4 alternative explanations may be suggested: (1)
preexisting disorders constitute a vulnerability to PTSD,
(2) the other disorders are subsequent complications of
PTSD, (3) the disorders occur because of shared risk factors, and (4) comorbidity is a result of a measurement artifact (i.e., symptoms of PTSD artificially increase the
chances of other disorders). Close inspection of the most
prevalent comorbidities in this study (i.e., obsessiveness,
somatization, anxiety, paranoid ideation) reveals that
symptom overlap is minimal. If comorbid disorders constitute a predisposing or a vulnerability factor for PTSD,
we would expect an elevated level of other disorders prior
to combat. This possibility is unsubstantiated for Israeli
combatants who were all screened and found healthy before the war. Both PTSD and other comorbidities emerge
after war, but based on our design, we cannot unequivocally determine whether comorbidities are complications
of PTSD or share the same risk factors.
Interestingly, the veterans with PTSD in the ex-POW
group did not have significantly higher rates of comorbidity than those in the control group. The ex-POWs suffered from higher rates of general psychiatric symptomatology than the controls, which suggests that even the
veterans without PTSD among the ex-POWs suffer more
distress than their peers without PTSD in the control group.
This finding may raise questions about the exclusivity of
PTSD as the only direct result of traumatic exposure, such
as whether PTSD should in fact be regarded as the most
common conspicuous and even as the only psychiatric disorder stemming from traumatic events. Alternative views
would hold that traumatic sequelae is multifaceted and not
limited to PTSD symptomatology.23 Furthermore, the complex, long-term course of both PTSD and its comorbidities
should be carefully assessed, since one possible speculation based on current findings is that general symptomatology may persist even when PTSD is in remission. From a
somewhat different perspective, it has been suggested that
the existing diagnostic criteria for PTSD may be appropri-
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ate for a circumscribed traumatic event. Yet after prolonged
repeated trauma, the clinical picture may be more diffuse,
comprehensive, and complex.48,49
Contrary to our expectations that the ex-POW PTSD
veterans would experience greater comorbidity than the
PTSD casualties in the control group, no such difference
was found. The expectation was based on the assumption
that the degree of comorbidity would be related to the severity of the posttraumatic reactions. The finding may
mean that while comorbidity of PTSD is prevalent among
trauma casualties, it is not related to severity of PTSD. Alternatively, this finding may be an artifact of the small
number of veterans with PTSD in the 2 groups. Further research employing longitudinal designs and careful assessments of various traumatic events of various populations
is required to cast light on the complex interplay between
PTSD and its comorbidity.
The significantly lower level of interpersonal sensitivity among the ex-POW PTSD veterans is also surprising.
It may have to do with the more personal nature of their
trauma, which may have caused greater erosion of trust in
them than the more impersonal trauma of the non-POW
combat veteran casualties. Furthermore, Israeli POWs,
much like POWs in other countries, were met with suspicion and even accusation of succumbing to the enemy and
being traitors on homecoming. The interrogation of our
subjects in a military installation in Israel upon their release was described by some of them as worse than what
they were subjected to by the enemy. It may be that the exPOW PTSD veterans who suffered personal torture and
humiliation at the hands of their captors have so little faith
and so few expectations of other human beings that they
can no longer feel hurt by them.
Lastly, the findings show that about twice as many exPOWs as combat controls felt that they needed psychotherapy, and about 5 times as many actually sought and
obtained it. The rates of psychotherapy seeking and readiness to admit the need for help were high relative to norms
in Israel,23 even in the control group. They are testimony
to the intensity of the distress from which men in both
groups suffer, as well as the increasing acceptance in Israeli society in recent years of seeking help following
traumatic military experiences. The higher rates of both
reported need and actual help seeking among the exPOWs may be explained by their greater trauma-related
and general distress and their lower recovery rates. Even
those who received treatment were less prone to recover
than the combat controls who were treated. The complex
and prolonged stressors to which they were exposed
may have contributed to their intensive, pervasive, and
widespread distress.1 Previous studies of Israeli veterans
clearly demonstrated the link between level of distress and
help seeking. The most distressed veterans were more inclined to apply for help.23 The difference may also be explained by the public awareness developed in the wake of
J Clin Psychiatry 61:1, January 2000
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the research that POWs are a particularly high-risk group
for severe and long-term disorders. Filtering down to the
society at large, this awareness would reduce the stigma
of help seeking by ex-POWs.
The fact that the rate of recovery among treated POWs
was lower than among treated controls is yet further evidence not only of the difficulties in treating trauma but
also of the fact that the more massive the trauma, the more
damage it causes, and the more difficult it is to ameliorate
with professional intervention.
Herman1 has challenged the use of some prevalent
therapeutic techniques used with combat veterans, including desensitization and flooding. These methods were
proven effective in reducing the intrusive and hyperarousal symptoms of PTSD. Yet the effects of such interventions are specified and have no carry-over effect to
other traumatic cues. What is called for, she claims, is a
more general multifaceted approach that restores safety,
sense of power and control, self-worth, and trust. Rehabilitation of capacities for work and love and a social
reconnectedness are believed to be achieved by a more
comprehensive approach, combining biological, social,
and psychological techniques. Developing such therapeutic methods and standardizing and evaluating their efficacy among populations surviving extensive trauma, such
as POWs, constitute a major challenge to both clinicians
and researchers.
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