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Longitudinal outcomes following stress or trauma diagnoses are receiving attention, yet population-based studies

are few. The aims of the present cohort study were to examine the cumulative incidence of traumatic events and

psychiatric diagnoses following diagnoses of severe stress and adjustment disorders categorized using Interna-
tional Classification of Diseases, Tenth Revision, codes and to examine associations of these diagnoses with

all-cause mortality and suicide. Data came from a longitudinal cohort of all Danes who received a diagnosis of re-

action to severe stress or adjustment disorders (International Classification of Diseases, Tenth Revision, code F43.x)

between 1995 and 2011, and they were compared with data from a general-population cohort. Cumulative inci-

dence curves were plotted to examine traumatic experiences and psychiatric diagnoses during the study period.

ACox proportional hazards regression model was used to examine the associations of the disorders with mortality

and suicide. Participants with stress diagnoses had a higher incidence of traumatic events and psychiatric diag-

noses than did the comparison group. Each disorder was associated with a higher rate of all-cause mortality

than that seen in the comparison cohort, and strong associations with suicide were found after adjustment. This

study provides a comprehensive assessment of the associations of stress disorders with a variety of outcomes,

and we found that stress diagnoses may have long-lasting and potentially severe consequences.

cohort studies; stress disorders; traumatic; suicide

Abbreviations: ICD-10, International Classification of Diseases, Tenth Revision; PTSD, posttraumatic stress disorder.

Outcomes following stress or trauma diagnoses are receiv-
ing more attention, but population-based longitudinal studies
of people with these diagnoses are few. The International
Classification of Diseases, Tenth Revision (ICD-10), includes
5 diagnoses that could be given following a stressful or trau-
matic event: acute stress reaction (a diagnosis given in the im-
mediate aftermath of the event), posttraumatic stress disorder
(PTSD) (a diagnosis given following a traumatic event and a
timed period of nonrecovery), adjustment disorders (a diagno-
sis given after a stressful event and a timed period of nonrecov-
ery), and 2 general diagnoses (other reactions to severe stress
and reactions to severe stress, unspecified). These general di-
agnoses are given to people who experience distress following
a stressful or traumatic event but who do not meet the full di-
agnostic criteria for another disorder (1).

Of these disorders, PTSD has been the most frequently
studied to date. Research on retraumatization among people
with PTSD has been focused largely on sexual trauma and
intimate-partner violence and has consistently shown that
people with PTSD who have had these experiences have a
higher risk of retraumatization (2–5). In a study of US mili-
tary veterans, Orcutt et al. (6) also found that PTSD after
combat exposure is associated with later traumatic life events.

Strong evidence for an association between PTSD and
other psychiatric diagnoses exists as well. It is widely held
that depression and PTSD are highly comorbid, as are PTSD
and substance abuse and dependence (7, 8), and that depression
and alcohol abuse are potential sequelae of traumatic experi-
ences and PTSD in general (9–11). Given this, it is not surpris-
ing that PTSD has been cited as resulting in marked costs to
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individuals and society (11). Other diagnoses that may be
given following stressful or traumatic events, such as adjust-
ment disorder, have received less attention in the literature,
and it is not clear whether the findings summarized above
for PTSD are generalizable to other stress disorders.
In addition to research on retraumatization or psychiatric co-

morbidity, there is a small but compelling literature on the associ-
ation between all-cause mortality and death from suicide
following one of these diagnoses. PTSD was associated with a
higher rateof all-causemortality in largecohort studiesofUSvet-
erans inbothunadjusted and adjusted analyses (12–14), although
this associationwas null after adjustment for relevant confound-
ers in one of the studies (14). We know of no studies in which
all-causemortalityhasbeenexaminedamongpeoplediagnosed
with other stress disorders. Suicide has been associated with
PTSD and other stress disorders, including acute stress reaction
and adjustment disorders, in a small number of population-
based case-control studies (15–18). An association between
PTSD and suicide has also been shown amongUS veterans (19).
Given the paucity of literature on outcomes following stress

disorder diagnoses other than PTSD in longitudinal cohort
studies and the limited knowledge about whether the longi-
tudinal course of other stress disorders is similar to what has
been observed for PTSD, we examined various sequelae of
these diagnoses. Specifically, we examined the cumulative
incidence of traumatic events and psychiatric diagnoses fol-
lowing incident diagnoses of reaction to severe stress or ad-
justment disorder as indicated by ICD-10 codes F43.x (1).
We also examined the associations of stress diagnoses with
all-cause mortality and suicide.

METHODS

We previously published a detailed description of the crea-
tion of the cohort with stress or adjustment disorders that was
used in this study (20). In brief, the cohort contains any Danish-
born resident of Denmark over the age of 15 years who received
an ICD-10 diagnosis of reaction to severe stress or adjustment
disorder at an inpatient or outpatient psychiatric clinic between
January 1, 1995, andDecember 31, 2011 (n = 101,663).We ex-
cluded patients who received a stress diagnosis only in a non–
psychiatric treatment setting because disorder severity among
these people could differ from that among participants who
received treatment from a psychiatric specialist. In addition,
we created a matched comparison cohort of Danish-born resi-
dents of Denmark who had not received a formal diagnosis of
reaction to severe stress or adjustment disorder at the time
that their matched stress cohort member was diagnosed (n =
508,315). Members of the comparison cohort were individually
matched to stress cohort members by sex and age at thematched
index date at a ratio of up to 5 to 1. Comparison cohort members
were selected at random from theDanish Civil Registration Sys-
tem from among those who met the matching criteria. Data on
sample characteristics (date of birth, sex, marital status, and
citizenship status) were also obtained from this registry.

Variables and data sources

In Denmark, almost all treatment (hospitalization, outpa-
tient, and emergency) is provided free of charge by a tax-

funded universal health care system. As a result, treatment
codes are catalogued in various national Danish medical
and social longitudinal registries. Each resident of Denmark
is assigned a unique 10-digit Civil Registration number, and
these numbers were used to retrieve and merge individual
data for the creation of the cohorts and the present project.

Predictors. The main predictor variables in our analyses
were ICD-10 stress diagnoses: acute stress reaction (ICD-10
code F43.0), PTSD (ICD-10 code F43.1), adjustment disorders
(ICD-10 code F43.2), other reactions to severe stress (ICD-10
code F43.8), and reaction to severe stress, unspecified (ICD-10
code F43.9). Diagnostic data (including date of diagnosis) were
obtained from the Danish Psychiatric Central Research Regis-
try. This registry includes data on all inpatient and outpatient
psychiatric treatments since 1995. It contains treatment dates
and up to 20 diagnoses per treatment entry for patients who
were admitted to a psychiatric inpatient hospital, received out-
patient psychiatric care, or received treatment at a psychiatric
emergency unit. Validation studies of diagnoses in the registry
(e.g., schizophrenia or affective disorders) have shown high
validity compared with computer-generated diagnoses or in-
dependent re-interview (21, 22). Our validation study of the
stress diagnoses showed that validity was good for the more
mild and transient diagnoses (i.e., acute stress reaction; other
reactions to severe stress; and reactions to severe stress, unspec-
ified) and high for the more severe, stringently diagnosed or
chronic disorders (i.e., PTSD and adjustment disorder) (23).

Outcomes. The primary outcomes in the present study
were all-cause mortality and death from suicide. Data on these
outcomes were obtained from the Danish Register of Causes
of Death. This registry contains information on all deaths in
Denmark from 1970 onward. Information in the registry in-
cludes time and place of death, events that led to the death,
manner of death (e.g., natural, accident, homicide, or suicide),
and disease diagnoses that might have contributed to the death.
Autopsy findings are included for cases in which an autopsy
was conducted. Deaths that were coded with an ICD-10 code
in the range of X60–X84 (intentional self-harm) in this registry
were classified as suicides. In addition, we included any record
in the Danish National Patient Register in which there was a
suicide attempt followed by a death recorded in the Civil Reg-
istration System in the subsequent 7 days. The secondarymeth-
od was used because in this registry, the cause of death might
be coded as the injury that caused death rather than suicide; for
example, the cause of death could be listed as “asphyxiation”
for a suicide death by hanging.
We also examined 2 additional sets of secondary outcomes

in the present study. The first set was subsequent stressful or
traumatic events following a stress diagnosis. Data on these
outcomes were obtained from the Danish National Patient
Register, which includes discharge records from all somatic
Danish hospitalizations and hospital outpatient visits since
1995, coded using ICD-10 (24). We included records with
codes for accidents (ICD-10 codes V01–X59), assault (ICD-
10 codes X85–Y09), and poisoning by drugs, medicaments,
and biological substances (ICD-10 codes T36–T50), as well
as maltreatment syndromes (ICD-10 code T74). The second
set was incident psychiatric diagnoses following a stress diag-
nosis. These diagnoses, obtained from both the Danish Psy-
chiatric Central Research Register and the National Patient
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Register, included depression (ICD-10 codes F32, F33, and
F34.1), anxiety disorders (ICD-10 codes F40 and F41), alco-
hol abuse and dependence (ICD-10 codes F10.1, F10.2, and
F10.3), and drug abuse and dependence (ICD-10 codes F11.2,
F12.2, F13.1, F13.2, and F14.2).

Covariates. Variables selected for adjustment in the re-
gression analyses included baseline depression and anxiety di-
agnoses, as well as alcohol and drug abuse and dependence
diagnoses (ascertained as described above).We also computed
a Charlson Comorbidity Index score as a measure of baseline
physical health status for each person based on diagnoses
within the National Patient Register. We included this score
as a covariate in the analyses of all-cause mortality (25, 26).

Analyses

We conducted descriptive and stratified analyses to exam-
ine important demographic variables, baseline psychiatric
disorders, and baseline traumatic events across categories
of stress diagnoses. We plotted cumulative incidence curves
to examine the occurrence of traumatic events and new-onset
psychiatric diagnoses in the 15-year study period following
the initial stress diagnosis (or the index date among the com-
parison cohort). Finally, we used Cox proportional hazards
regression models to examine the unadjusted and adjusted as-
sociations of each stress diagnosis with all-cause mortality
(excluding suicide) and suicide. The variables for which
we adjusted were chosen based on a literature review, and

only those that occurred before stress diagnoses were in-
cluded to ensure that they were not on the causal pathway
from the stress diagnosis to all-cause mortality or suicide.
We restricted all analyses to members of the cohorts who
were 15 years of age or older and considered to be adults,
which was consistent with the maximum age of compulsory
education in Denmark. This work was approved by the Insti-
tutional Review Board of Boston University, the Danish
Health andMedicines Authority, and the Danish Data Protec-
tion Agency (record no. 2012-41-0841).

RESULTS

Table 1 displays the baseline characteristics of the stress di-
agnosis cohort and the comparison cohort. The majority of the
cohort members were female, 55 years of age or younger, and
never married. Those with stress diagnoses were approxi-
mately twice as likely to be divorced or separated as were
members of the comparison group. Comorbid psychiatric di-
agnoses and a Charlson Comorbidity Index score higher than
1 were markedly more common among people with stress di-
agnoses than among members of the comparison cohort, and
this pattern was consistent across the various stress diagnoses.
Members of the stress diagnosis cohort experiencedmore trau-
matic events before their stress diagnoses than did members of
the comparison cohort before the index date (Table 2). The
most common experience among both members of the stress
diagnosis cohort and members of the comparison group was

Table 1. Baseline Characteristics of the Cohort Members, Denmark, 1995–2011

Participant Characteristic

Type of Stress Diagnosis

Comparison
Cohort, %

(n = 508,315)

Acute Stress
Reaction, %
(n = 9,182)

PTSD, %
(n = 3,786)

Adjustment
Disorder, %
(n = 66,823)

Other Reactions
to Severe
Stress, %
(n = 1,692)

Reactions to
Severe Stress,
Unspecified, %
(n = 20,180)

Sex

Female 55.6 60.0 60.6 65.4 59.9 60.1

Male 44.4 40.0 39.4 34.6 40.1 39.9

Age group, years

16–30 36.2 34.7 36.4 39.5 37.4 36.1

31–55 50.6 54.0 47.4 45.2 47.0 47.8

56–70 9.7 8.2 10.5 10.5 10.5 10.4

≥71 3.5 3.0 5.7 4.8 5.0 5.3

Marital status

Never married 49.8 48.4 48.8 51.3 50.5 46.8

Married 30.7 33.1 29.9 29.0 29.8 41.9

Divorced or separated 15.0 14.6 15.6 15.7 14.9 7.5

Widowed 4.5 3.8 5.8 4.1 4.8 3.8

Depression diagnoses 16.3 23.4 18.4 21.2 18.7 1.2

Anxiety disorder diagnoses 5.2 10.3 5.7 7.5 6.0 0.6

Alcohol abuse and dependence diagnoses 10.1 8.1 11.2 10.2 9.8 0.8

Drug abuse and dependence diagnoses 2.7 2.6 3.1 2.5 2.6 0.2

Charlson Comorbidity Index score >1 8.5 6.7 8.9 10.1 9.1 4.8

Abbreviation: PTSD, posttraumatic stress disorder.
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injury from poisoning, with rates ranging from 1% of the com-
parison cohort to 16% of those with adjustment disorder. The
least frequent event (<1%) among both members of the stress
diagnosis cohort and members of the comparison group was
abuse, neglect, or other maltreatment.

Subsequent trauma and comorbid diagnoses

The cumulative incidence curves displayed in Figure 1
show that members of the stress cohort had a higher incidence
of traumatic events following their stress diagnosis than did

Table 2. Traumatic Events Coded Using the International Classification of Diseases, Tenth Revision, That Occurred Before Stress Diagnoses,

Denmark, 1995–2011

Traumatic Event

Type of Stress Diagnosis
Comparison
Cohort, %

(n = 508,315)

Acute Stress
Reaction, %
(n = 9,182)

PTSD, %
(n = 3,786)

Adjustment
Disorder, %
(n = 66,823)

Other Reactions to
Severe Stress, %

(n = 1,692)

Reactions to Severe
Stress, Unspecified, %

(n = 20,180)

Accidents 6.06 4.12 6.03 4.37 5.02 0.51

Assaults 1.47 1.61 0.53 0.65 1.20 0.17

Injuries from poisoning 15.18 10.14 16.19 14.66 14.19 1.02

Abuse, neglect, and other
maltreatment

0.41 0.58 0.30 0.12 0.31 0.05

Abbreviation: PTSD, posttraumatic stress disorder.
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Figure 1. Cumulative incidence curves for traumatic experiences following stress diagnoses (International Classification of Diseases, Tenth
Revision), Denmark, 1995–2011. A) Accidents; B) assaults; C) injuries from poisoning or external causes; and D) abuse, neglect, and other
maltreatment.
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members of the comparison cohort following their matched
index date. These events included accidents, assaults, injuries
from external causes, abuse, neglect, and other maltreatment.
Similarly, there was a higher incidence of new-onset psy-
chiatric diagnoses in 4 categories—depression, anxiety dis-
orders, alcohol abuse and dependence, and drug abuse and
dependence—in the stress diagnosis cohort than in the com-
parison cohort over the 15-year study period (Figure 2).

All-cause mortality

The incidence of all-cause mortality (excluding suicide)
during the study period was 8% among persons with acute
stress reaction, 8.1% among those with PTSD, 12% among
those with adjustment disorder, 9.9% among those with other
reactions to severe stress, 8.6% among those with unspecified
reactions to severe stress, and 5.3% among the comparison
cohort. Results of the regression analyses that we used to ex-
amine associations with all-cause mortality (excluding sui-
cide) revealed that each stress disorder was associated with
a mortality rate higher than that seen in the comparison cohort

(Table 3), even after adjustment for baseline psychiatric dis-
orders and Charlson Comorbidity Index score. Participants
with acute stress reactions and those with other reactions
to severe stress each had mortality rates during the study pe-
riod that were 2.2 times higher than those in the comparison
group (for acute stress reaction, 95% confidence interval:
1.9, 2.4; for other reactions to severe stress, 95% confidence
interval: 1.7, 2.8). Although these associations were the
strongest in magnitude of all those seen for the various
stress disorders, the other disorders had a similar pattern of
associations.

Death from suicide

The incidence of death from suicide over the study period
was 0.63% among those with an acute stress reaction, 0.61%
among those with PTSD, 0.78% among those with an adjust-
ment disorder, 0.59% among those with other reactions to se-
vere stress, 0.56% among those with unspecified reactions to
severe stress, and 0.04% among members of the comparison
cohort. Table 3 also displays both the unadjusted and adjusted
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Figure 2. Cumulative incidence curves for psychiatric diagnoses following stress diagnoses (International Classification of Diseases, Tenth Re-
vision), Denmark, 1995–2011. A) Depression diagnoses; B) anxiety diagnoses; C) alcohol abuse and dependence diagnoses; and D) drug abuse
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associations of each stress disorder with suicide. Strong ad-
justed associations were found for each stress disorder, with
rate ratios ranging from 12 (95% confidence interval: 9.8, 15)
in persons with adjustment disorders to 29 (95% confidence
interval: 3.5, 244) in those with other reactions to severe
stress. Although there is variability in the magnitude of the
associations between each stress disorder and death from sui-
cide, all observed associations were large.

DISCUSSION

To our knowledge, this cohort study is the first in which the
longitudinal courses of each of the diagnoses of reaction to se-
vere stress and adjustment disorder with regard to subsequent
traumatization, psychiatric diagnoses, all-cause mortality, and
suicide have been examined. We found that over the 15-year
study period, participants with a baseline stress diagnosis had
a higher incidence rate of traumatic events than did the com-
parison group. This result is consistent with those from re-
search examining sexual trauma, intimate-partner violence,
and combat-related PTSD, in which an association between
PTSD resulting from these events and subsequent traumatiza-
tion has been found (2–6). The present study adds to this liter-
ature by demonstrating an association between stress disorders
and a variety of subsequent traumatic experiences over a lon-
ger period of time than has been examined in previous studies.
Similarly, we found a higher incidence of new-onset

psychiatric diagnoses—including depression, anxiety disor-
ders, alcohol abuse and dependence, and drug abuse and
dependence—in participants with baseline stress diagnoses
than in a cohort without these diagnoses. This result is consis-
tent with research that showed marked comorbidity between
stress diagnoses and other psychiatric disorders, particularly
depression, and research that suggested that depression and
other psychiatric disorders might be additional sequelae of
trauma (7–10). Our results extend this literature by demonstrat-
ing a higher incidence of comorbid psychiatric conditions fol-
lowing all stress diagnoses (as indicated by ICD-10 codes)
over a longer follow-up period than previously examined.

We found that acute stress reaction, PTSD, adjustment dis-
order, other reactions to severe stress, and reactions to severe
stress (unspecified) were all associated with a higher rate of
all-cause mortality (excluding suicide) during the study pe-
riod, even after adjustment for somatic and psychiatric co-
morbid conditions. This finding is somewhat consistent with
research in US military veterans in which a higher risk of all-
cause mortality was found among those diagnosed with
PTSD (12–14), but it contradicts a study in which this asso-
ciation was found to be null after adjustment for relevant con-
founders (14). The difference in findings might be due to the
examination of different populations or the ability in the pre-
vious research to adjust for variables that we could not ac-
count for in the current study because they are not available
in coded medical record data (e.g., smoking and exercise).
However, these additional confounders are likely associated
with Charlson Comorbidity Index score, for which we ac-
counted in our analyses, with increased smoking and de-
creased exercise resulting in poorer physical health. Therefore,
the inclusion of these additional variables would likely not
account for our observed associations entirely.
This study also revealed strong associations between stress

disorders and suicide even after adjustment for baseline de-
pression, anxiety, and substance abuse diagnoses. This work
builds on previous case-control studies of suicide that also
revealed strong associations between these disorders and sui-
cide over a shorter follow-up period. Importantly, the associ-
ations found within the present study were much stronger in
magnitude than those previously reported in case-control
studies (15–17). A potential explanation for the differences
in findings is the dramatic increase in the incidence of these
disorders during the time frame of our study (2007), which
postdated the time period of previous research (20).
It is worth noting that the 2 general diagnoses in this ICD-10

category—other reactions to severe stress and reactions to severe
stress, unspecified—had associations with all-cause mortality
and suicide that were similar in magnitude to those seen with
the more stringently diagnosed disorders (e.g., PTSD). This
equivalence highlights the importance of examining patients

Table 3. Associations of Stress Diagnoses With All-Cause Mortality and Suicide, Denmark, 1995–2011

Cohort No.

All-Cause Mortalitya Suicide

Unadjusted
Rate Ratio

95% CI
Adjusted

Rate Ratiob 95% CI
Unadjusted
Rate Ratio

95% CI
Adjusted

Rate Ratiob 95% CI

Stress diagnosis

Acute stress reaction 9,182 2.9 2.6, 3.2 2.2 1.9, 2.4 26 14, 49 24 10, 53

PTSD 3,786 2.2 1.9, 2.6 1.8 1.5, 2.1 19 7.6, 46 13 4.3, 42

Adjustment disorder 66,823 2.6 2.7, 2.9 1.9 1.8, 2.0 18 15, 21 12 9.8, 15

Other reactions to severe stress 1,692 2.9 2.3, 3.5 2.2 1.7, 2.8 25 5.4, 112 29 3.5, 244

Reactions to severe stress,
unspecified

20,180 2.6 2.4, 2.8 2.0 1.9, 2.2 26 16, 41 19 12, 31

Comparison cohort 508,315 1.0 Referent 1.0 Referent 1.0 Referent 1.0 Referent

Abbreviations: CI, confidence interval; PTSD, posttraumatic stress disorder.
a Suicide deaths were excluded from the all-cause mortality analyses.
b All analyses were adjusted for baseline diagnoses of depression, anxiety, alcohol abuse and dependence, and drug abuse and dependence.

All-cause mortality analyses were also adjusted for baseline Charlson Comorbidity Index score.
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who meet subsyndromal criteria for diagnoses; their outcomes
might be just as severe as those of patients who meet full di-
agnostic criteria. Further, this finding supports recent efforts
to direct research toward examination of symptomatology
and domains of functioning that span diagnoses rather than
strict adherence to diagnostic criteria (e.g., Research Domain
Criteria) (27).

Strengths of the current study include data from an unse-
lected population with access to free health care, which is
not subject to the selection biases that could affect studies
that include only subsets of a population. Further, all data
used in the current study were based on clinician assessment
and diagnosis. Finally, all data were collected prospectively
within the national registries, so they are not subject to the
recall bias that limits studies using retrospective self-report.

Our study also has limitations. First, patients who had a
stress diagnosis that was treated only by a general practitioner,
and not by a psychiatrist or psychologist, were excluded from
the analyses. These patients may have had milder cases of
these disorders with etiologies and prognoses that differed
from those in patients whose conditions were severe enough
to cause them to seek psychiatric treatment. In addition, some
people with stress and adjustment disorder diagnoses in the
general population likely decline to seek medical treatment.
Therefore, some persons with stress disorder could be missing
from the present study, particularly thosewithmild or transient
disorders (23). Second, it is unclear whether the results of the
present study would be generalizable to populations of coun-
tries other than Denmark, which have different health care and
social support systems for individuals dealing with psychi-
atric illness and different psychiatric diagnostic guidelines.
However, our results are consistent with those in the broader
literature to date on retraumatization, comorbid psychiatric
conditions, all-cause mortality, and suicide involving US sam-
ples, indicating that the longitudinal trajectory of these disor-
ders is likely similar across westernized countries (2–6, 9, 10,
12–14, 19). Last, the information on traumatic events experi-
enced both before and after the stress diagnoses was limited
to what would be medically coded and retained in the na-
tional Danish registries; it is likely that many traumatic expe-
riences were not captured in our study. Further, we were
unable to confirm that these events fully qualify as traumatic
experiences according to diagnostic criteria (i.e., that they in-
volved threatened death, actual or threatened serious injury,
or actual or threatened sexual violence). Persons with stress
disorders might also be more likely to report subsequent trau-
mas to a health care provider or to be more closely monitored
within the health care system than those without stress disor-
ders. Additionally, there may be differential reporting of trau-
matic events based on type of trauma. Although this would
not affect our regression results because death data were ob-
tained separately from the health care system, the differences
between the stress cohort and comparison cohort with regard
to subsequent traumatization and psychiatric diagnoses may
be smaller than what we have reported. Previous research has
shown that detailed information on a range of traumatic expe-
riences can be obtained from medical records (23); future re-
search should use methodology that incorporates multiple
sources of data to obtain a fuller picture of the stressful and
traumatic events associated with these disorders.

In conclusion, the present study makes an important con-
tribution to the literature on the longitudinal course of severe
stress and adjustment disorder diagnoses, particularly with
regard to the diagnoses that have been less commonly exam-
ined in the literature. The results support those from the liter-
ature to date that have shown the substantial burden of PTSD
(11). We found that severe stress and adjustment disorder
diagnoses were associated with increases in subsequent trau-
matic experiences, psychiatric diagnoses, all-cause mortality,
and suicide, indicating that these disorders have long-lasting
and potentially severe consequences. Future research should
explore the mechanisms through which stress disorders and
negative sequelae are associated, with the ultimate goal of in-
forming interventions.
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