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Abstract: The current study aims to test the validity of the integrated model of chronic and acute 
stressors within the continuous traumatic stressors Type III trauma five variants (discrimination, 
childhood adversities, intergroup conflict, community violence, and chronic, life-threatening health 
conditions). The goal is to test the differential impact of chronic, acute, and different variants of 
Type III subtypes on mental health and cognition. Participants included 490 adult Kuwaiti citizens 
(Mean age=24.97, SD=9.10), with 66.3% females. We used measures of cumulative stressors and 
traumas, complex PTSD, PTSD, depression, anxiety, and executive functions. We conducted 
correlation and structural equation modeling. Chronic stressors found to have a higher association 
with mental health and cognitive function deficits than acute stressors. Type III (continuous 
traumatic stressors) and its variants of discrimination and childhood adversities have the highest 
association with poor mental health and cognitive function deficits compared to traumas type I 
(single acute past event) and II ( sequence of past events). Chronic stressors of childhood adversities 
and discrimination have a higher proliferation potential than other traumas. The results validated 
the Type III continuous trauma model and the importance of integrating stress and trauma fields 
and developing psychological clinical science based on this integration. 

Keywords: continuous traumatic stress; type III trauma; chronic stressors; acute stressors; CPTSD 
 

Studying stressors and traumas phenomena across various disciplines, such as sociology, 
psychology, biology, and psychiatry, has led to a deeper understanding of their dynamics in each 
field. However, the division of these phenomena across different disciplines has prevented the 
development of an interdisciplinary conceptualization of the big picture and the identification of real-
life, real-time traumatization dynamics. Stressors and traumas phenomena include chronic stressors 
such as chronic pain, and chronic discrimination which can fluctuate in severity and consist of a 
sequence of non-acute and acute personal, interpersonal, or collective stressors that may continue to 
accumulate and proliferate to other stressors and intersect. 

New paradigms have emerged to fill the gaps that exist between different disciplines in the 
study of traumatic stress. Some of these paradigms have arisen from critiques of the psychiatric 
Criterion "A" of posttraumatic stress disorder (PTSD). Criterion "A" has been criticized on several 
grounds, including the fact that it is not based on a comprehensive taxonomy of traumatic stressors 
(Kira, 2001; Kira, 2022).  It is essential to have a comprehensive taxonomy of stressors and traumatic 
events to measure their cumulative impact on health and mental health effectively. Critiques have 
pointed out that the current framework does not include certain events that can trigger symptoms of 
PTSD, such as extramarital affairs, unamicable divorce (e.g., Gold et al., 2005; Larsen & Pacella, 2016), 
or intergroup traumas such as torture,  oppression, discrimination, racism and genocide (e.g., Carter 
et al., 2004; Holmes et al., 2016; Kira et al., 2021a; Williams et al., 2021). 

We, along with others, argue that criterion "A" of (PTSD) which requires experiencing a traumatic 
event in the past for PTSD diagnosis, created unnecessary confusion based on the separation between 
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chronic and acute stressors, and between what happened in the past and what is still going on or 
anticipated. We argue that both acute and chronic stressors can drive, under certain conditions, the 
subjective state of traumatization.  The model we plan to test in the current study aims to clarify and 
examine the dynamics of stressors and trauma experienced by individuals and groups in real-life 
situations. For instance, in discrimination and racism, hate crimes can cause acute primary stressors 
(traumas) to the victims, but they can also lead to secondary traumas for the targeted group members. 
Moreover, these acute stressors often coexist with chronic stressors, such as microaggressions, which can 
fluctuate between acute and non-acute states. In addition, these chronic stressors can accumulate over 
time and interact with other life stressors, ultimately leading to a threshold-based effect. 

Further, there is a conceptual overlap between the constructs of daily hassles (micro stressors) 
and chronic stressors (Hahn& Smith, 1999). Chronic stressors and daily hassles are particular 
stressors with unique contributions to psychological distress. One study supported that chronic 
stressors moderate the relationship between daily hassles and psychological distress (Serido et al., 
2004). One of the critical direct determinants of mood was the concurrent daily stressors. Acute life 
events and chronic stressors indirectly affect mood through concurrent daily hassles (Eckenrode, 
1984). A longitudinal study found that the impact of episodic stressors (acute stressors) is accentuated 
amid chronic stressors and diminished in their absence (Marin et al., 2007). Another study found that 
daily exposure to stressors has a negative impact on daily health. This is mediated or moderated by 
cumulative stress across multiple life domains and over time (Haight et al., 2023).Most studies on the 
effects of hassles and chronic stressors were focused on their effects on health and the biological 
dynamics of stress response. There is an early attempt to bridge this divide between the trauma-
focused approach and the psychosocial daily stressors frameworks (e.g., Miller & Rasmussen, 2010). 

Research has suggested that chronic stressors, including both acute and non-acute, can be just as 
stressful, or even more so, than single acute stressors. (e.g., Gold et al., 2005; Katz et al., 1981). The 
recurrence of chronic stressors can have a “cumulative” impact. The prolonged sequence of repeated acute 
(and non-acute) stressors can potentially yield more complex post-trauma (or complex peri-trauma) 
symptoms(c.f., e.g., Herman, 1992, see also: Briere et al., 2016; Cloitre et al., 2009, Courtois, 2008; Courtois 
& Ford, 2012). It is crucial to recognize that events that may cause traumatization can be either chronic or 
acute and can occur due to an accumulation and proliferation of stressors. In real life, these events are 
often continuous and interrelated and can be personal, interpersonal, or intergroup.  

The continuous traumatic stressors (CTS) paradigm has emerged in various fields of study, such 
as psychosocial studies of community and intergroup violence (Eagle & Kaminer, 2013; Kira et al., 
2008, 2013) and bio-psychological studies of severe burns continuous traumatic impact (Gilboa et al., 
1994). This paradigm presents a challenge to the current focus on single past stressors by highlighting 
the impact of continuous stressors. There is a need to integrate these various fields of CTS studies 
with chronic stressors and to emphasize that continuous and chronic stressors may lead to continuous 
stress, which requires further clarification. 

Further. research emphasized that the earliest continuous stressors (chronic and acute), such as 
childhood adversities and discrimination, can proliferate to other subsequent adult traumas through 
various mechanisms and follow various trajectories across the developmental life stages (Kira et al., 
2018; Kira, 2021a; Kira et al., 2021c; Pearlin et al., 2005). Research on adverse childhood experiences 
(ACEs) has generated a rich knowledge about the ACE's significant contribution to the etiology of 
disorders and diseases and factors leading to early death (e.g., Bellis et al., 2014;  Fletti et al., 2019). 

The recent COVID-19 pandemic, with its multiple individual and collective stressors that continued 
for over two years, further questioned such psychiatric assumptions about stressors and traumas (Horesh 
& Brown, 2020; Kira et al., 2021f). We learned firsthand from COVID-19 how trauma can be continuous, 
multi-dimensional (fear of deadly infection, loss of job, lockdown, and loss of loved ones due to COVID), 
and have a prolonged time scale (two or three years). We learned how discrimination and intersected 
discrimination as a sequence of life-long chronic and intersected acute stressors kill minorities and victims 
of discrimination (e.g., Kira et al., 2021d; Tai et al., 2021). The realities of COVID-19 underscored the social 
determinants of physical, mental, and cognitive health. As the sociological and psycho-behavioral theories 
emphasize, the social structure and its dynamics are significant drivers of health and related biological, 
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neurological, genetic, epigenetic, emotional, and cognitive processes (e.g., Landecker & Panofsky, 2013). 
Intersected discrimination ( and cumulative and proliferation dynamics) has been found to impact mental 
health and executive functions negatively (Kira et al., 2020b; Kira et al., 2021b; Kira et al., 2022a; Kira et al., 
2022c) and IQ (Kira et al., 2012 ) in addition to killing people by increased vulnerabilities and suicide(e.g., 
LeBouthillier et al., 2015). 

Two factors may lead to feelings of traumatization in the chronic stress model. The first factor is 
related to the characteristics and dynamics of the stressor, while the second factor is related to the 
person's internal dynamics. We suggest that at least three dynamic factors may increase the intensity 
(acuteness) of trauma/stressors and the potential for traumatization. Firstly, the longer the cascading 
stressors last, the more severe the potential subjective traumatization may be. Secondly, the more 
stress generation (e.g., Liu  et al., 2024; Rnic et al., 2023 ) and trauma proliferation (e.g., Arpawong  
et al., 2022; Kira et al., 2018 ) occur, the more severe the potential subjective traumatization may be. 
Thirdly, the denser the stressors network with different concurrent dimensions of various acute and 
chronic stressors, the more severe the potential subjective traumatization may be. Examples of 
trauma network density are intersectionality () and poly-victimization (). 

The factors related to the person's internal dynamics contributing to potentially increased 
subjective traumatization are based internally on at least two contributing factors. First,  how much 
the stressor has an actual or perceived existential threat to the individual's personal, social, status, 
and physical identities as the person consciously or unconsciously perceives and processes (.e.g., 
Sullivan et al., 2012). That means what makes an event or a sequence of events traumatic is the 
subjective experience (the perception and appraisal of its potential existential threats to one or more 
of the person's nested identities), regardless of whether these events are chronic or acute or a 
combination of both (c.f., Lazarus & Folkman, 1984). The second significant internal traumatization 
dynamic is the individual's stress tolerance and sensitivity threshold (which may be translated to 
resilience), which may erode with the intensity of repeated exposure. Exposure to continuous 
stressors may erode the person's resources, bridging to the break-up point, reducing the threshold 
stress tolerance, and causing severe traumatization eruption with adverse consequences (e.g., 
Monroe & Simons, 1991; Kira et al., 2020a). Finally,  we argue that the severity of a stressor (chronic 
or acute) is measured by its objective impact on cognitive, emotional, behavioral, and social 
functioning that can be empirically validated. To empirically test stressors' differential severity in the 
current study, we pay attention to their impact on complex PTSD (CPTSD) and executive functions. 
We have to differentiate between the stressors (chronic or acute) and the reactions to them. Rape, 
COVID-19, torture, discriminations are traumatic regardless of whether symptoms develop. 

The conceptualization of chronic stressors is intimately related to continuous traumatic stressors 
(CTS), complex trauma (Courtois & Ford, 2012), and type III trauma paradigms which are parts of 
the development-based framework (DBTF) (Kira, 2001; Kira et al. 2008; Kira, 2022; Kira, 2021). The 
CTS paradigm studied different forms of community violence, intergroup conflict, discrimination, 
and burn impact without an overarching framework. Type III trauma (in DBTF, the most severe type 
compared to types one and II) with its five sub-types, provided an earlier plausible framework that 
organizes these kinds of CTS. The Type III trauma model received initial empirical evidence (Kira et 
al., 2013; Kira, 2021b; Kira et al., 2022b).  The model includes different types of continuous traumatic 
stressors. Table (1) summarizes the model structure. 

Table 1. Trauma types according to severity gradients and their sources in the literature. 

Type I 
trauma 
Single 
acute 
past  
stressor 

Type II 
Trauma 
Sequence 
of related 
past 
acute 
stressors 

Type III trauma: Continuous and ongoing stressors/ traumas may have a 
prolonged time scale and high density with potentially more severe impact 
(Kira, 2001; Kira et al., 2013a; Kira, 2021a, b; Terr, 1995). Type III traumas can 
potentially proliferate into other traumas (e.g., Kira et al., 2018). They have 
five subtypes or variants with different prolonged time scales, medium to 
high trauma network density, and varying severity: They may intersect and 
amplify each other's total impact. Type III traumas intersect and may lead to 
each other or other trauma types. For example, intergroup conflict can lead 
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to discrimination and vice versa. Prolonged childhood adversities and 
discrimination can proliferate into other traumas through different 
mechanisms (e.g., Green et al., 2010; Kira et al., 2018; Kira et al., 2021c 
Type III trauma-A: includes various discriminations that may intersect 
(making their network density high). Discrimination may continue through 
the life- course and thus have the most protracted time scale (e.g., Carter et 
al., 2004; Kira et al., 2013a; Kira et al., 2015b; Potluri & Patel, 2021). 
Type III trauma-B: includes exposure to prolonged childhood adversities, 
such as children's experience in foster care. Childhood poly-victimization 
indicates a high density of such trauma (e.g., Finkelhor et al., 2011; Ford & 
Delker, 2020; Hailes et al., 2019; Landers et al., 2021). 
Type III trauma-C: includes ongoing intergroup conflicts like the 
Palestinian-Israeli conflict and prolonged civil wars like the Syrian civil war.  
(e.g., Green et al.,2018; Pat-Horenczyk et al., 2013; Pat-Horenczyk & Schiff, 
2019; Stein et al., 2018). 
Type III trauma-D: includes exposure to chronic community violence (e.g., 
Straker, 1987). 
Type III trauma-E: type includes chronic, life-threatening medical 
conditions such as HIV (Quinn et al.,2020) and COVID-19 (e.g., Alpay et al., 
2021a; Kira et al., 2021g; Kira, 2021a; Kira, 2021b; Kira et al., 2021f; Lahav, 
2020; severe burns, Gilboa et al., 1994) 

All subtypes of Type III traumas are potentially severe with different intensities and time scales. 
The differential severity of Type III trauma five variants needs to be empirically determined. 

Extensive psychological research has been conducted on Western cultures that have distinct, 
mainly individualistic, trauma profiles. It is imperative to validate the Type III trauma model on non-
Western cultures that are more collectivistic and may have different trauma profiles. The model of 
Type III trauma and its five subtypes have been empirically tested and found to be valid in highly 
traumatized populations of Syrian internally displaced and tortured survivors (Kira, 2021b; Kira et 
al., 2022b). There is a need to test the model in less traumatized populations. Kuwaiti citizens are 
generally one of the affluent populations’ non-westerns (e.g., Alzarban, 2018). Furthermore, 
including chronic stressors in the model has never been tested. 

The current study aims to test the model of the differential impact of chronic and acute stressors, 
the validity of the assumptions of trauma types I, II, and III, and the relative impact of the five variants 
of Type III trauma (continuous traumatic stressors): Discrimination, early childhood adversities, 
intergroup conflict, community violence, chronic life-threatening conditions. This model testing may 
help clarify, validate, expand, or modify the DBTF and CTS assumptions. It also may help devise 
future more effective chronic and acute stressors-focused or Type III trauma-focused interventions. 

Hypotheses 

Hypothesis 1: Chronic stressors have a higher impact on mental health and cognitive functions than 
single acute stressors. 

Hypothesis 2: Type III trauma (the continuous traumatic stressors) had a higher impact on mental 
health and cognitive function than trauma types I and II. 

Hypothesis 3: Type III-a (intersected discrimination) and Type III-b (childhood adversities) had a 
higher proliferation potential and higher impact on mental health and cognitive functions than Type 
III-c (intergroup conflict), Type III-d traumas (community violence), and type III-e trauma (chronic 
life-threatening conditions). 
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Methods 

Participants included 490 Kuwaiti citizens. Their ages ranged from 18 to 60 (Mean=24.97, SD=9.10), 
and 66.3%  were females and 33.7% were males. For marital status, 24.1% were married, 72.4% were 
single, 2.7% were divorced, and 0.8 were widows. For socioeconomic status (SES), 2.9% indicated that 
they belong to low SES, 80% to middle SES, and 17.1% reported belonging to high SES. For religion, 
99.6% were Muslims, and 0.4% reported other religions. For education, 1.2% has good reading and 
writing abilities, 9.2% have an intermediate level of education, 83.5% have a college or university 
education, and 6.41% have graduate degrees. 
Procedures: The data collection for the study continued from October 2021 to January 2022. The 
participants were recruited from various online sources and word of mouth. The survey used a web-
based self-report survey (Google Forms®). The research team of four graduate students under the 
supervision of the primary research leader used the snowball recruiting method through social media 
(e.g., Facebook) and e-mail lists in Kuwait. The initial 150 participants were asked to complete a set 
of measures in the survey and send the link after done to all their adult friends and relatives and ask 
them to do the same after done. Before filling out the survey, information was given about the study's 
purpose. The participant had to sign the online informed consent to participate. Each person took 
between 25 -30 minutes to complete the questionnaire. 

Measures 

Cumulative stressors and traumas scale (CTS-S-36 items; Kira et al., 2008): It is constructed to 
measure the stressors and traumas that were identified by the development-based trauma framework 
(DBTF) (e.g., Kira, 2001; Kira, 2019; Kira, 2021a; Kira, 2021b). The scale measures six kinds of traumas 
and includes three items that measure chronic stressors and hassles. An example of the items that 
measure chronic stressors is "I experienced seemingly small but recurrent or unremitting hassles or 
chronic stressors that put me on the edge of losing control." The six trauma types include attachment 
traumas (e.g., abandonment by parents), personal identity trauma (e.g., early childhood traumas such 
as child neglect and abuse), collective identity traumas (e.g., discrimination and oppression), 
achievement trauma (e.g., failed business, fired, and drop out of school) and survival trauma (e.g., 
getting involved in combat, car accidents, and natural disasters). They also include secondary trauma 
(i.e., traumas suffered by significant others and those who identified with them). Further, the measure 
includes three sub-scales that represent degrees of trauma intensity: Type 1 traumas (6 items that 
represent single events, least intensity), type II traumas (9 items that represent a sequence of events 
that continued in the past for a relatively short time and stopped, moderate intensity), and Type III 
traumas (9 items, high intensity) that represent events that were or are continuous or have prolonged 
or indefinite time scale). Type III trauma, in this framework, has five subtypes (detailed earlier). There 
is empirical evidence of the severity continuum of the three trauma types (Kira, 2021b). Participants 
were asked if they experienced the event on a 5-point Likert-type scale (0 = never; 4 = many times). 
In the current data, the type I, II, and III trauma subscales had an alpha of .85,.91, and .93. CTS 
occurrence's alpha was .93. 
International Trauma Questionnaire ITQ (Cloitre et al., 2018).The ITQ was developed to assess and 
diagnose PTSD and complex PTSD (CPTSD). ITQ includes 18 items that measure re-experiencing, 
avoidance, sense of current threat, and disturbances in the Self-Organization (DSO) cluster.  DSOs 
that characterize CPTSD include (1) affective dysregulation, (2) negative self-concept, and (3) 
disturbances in relationships and level of functioning. The measure includes two items that ask the 
participant to identify the referred trauama/s. ITQ uses diagnostic algorithms to reach the probable 
diagnosis of either PTSD or CPTSD. Additionally, it provides dimensional scoring for PTSD and 
CPTSD symptom severity. In current Data, PTSD has an α of .75, and CPTD has an α of .85. 
Generalized Anxiety Disorder-7 (GAD-7; Spitzer et al., 2006). It is a 7-item scale that measures 
generalized anxiety. The measure has a cut-off point of 15, translating to severe anxiety.  The 
measure has a specificity of 82% and a sensitivity of 89%. High scores on the scale were found to be 
highly correlated with functional impairment in multiple domains (Spitzer et al., 2006). Its Arabic 
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version was found to have robust psychometrics (Sawaya et al., 2016). The scale has an alpha of .75 
in current data. 
Patient Health Questionnaire-9 (PHQ-9; Kroenke et al., 2001) The scale consists of 9 items that 
measure depression severity. The cut-off score spans from 15-19 meaning moderate to severe 
depression, while a score of 20 and above means severe depression. A study found that the Arabic 
version of the scale was robust (Sawaya et al., 2016). In the current study, the scale had an Alpha of 
.77. 
The Adult Executive Functioning Inventory (ADEXI; Holst & Thorell, 2018). The scale had been used 
to assess executive functioning deficits in adults. It is a 14-item that assesses working memory (9 
items), and inhibition deficits (5 items). The measure was found to adequately discriminate between 
adults with ADHD and controls (Holst & Thorell, 2018).  The measure was found to have adequate 
psychometric properties in Arabic populations (Kira et al., 2020b). In the present study, it had an 
alpha of .85 for the total scale.80 for the working memory deficits, and .77 for the inhibition deficits. 
Statistical analysis: To determine the sample size required to detect a medium effect size at power = 
.80 for α = .05 for the number of variables in the study design, we used Cohen's (1992, p.158) criteria. 
We conducted data analysis using IBM-SPSS and AMOS 27. There were no missing data. The survey 
was designed to give the participant the option to answer the question or not proceed to the next 
question and opt out of the study. We measured the correlation between trauma I, II, and III, trauma 
type III five variants, chronic stressors, and mental health and executive function. We followed 
Cohn's recommendations for evaluating effect sizes in correlational research. According to Cohn, 
1988, an effect size of .10 (or less) can be considered small; an effect size of .30 can be considered 
medium size, while an effect size of .50 or more can be considered large.  

Further, we tested two SEM models. In the first model, trauma types I, II, and III and the chronic 
stressors were independent variables, with two latent variables as the outcome: mental health latent 
variable predicted by CPTSD, PTSD, depression, and anxiety variables, and executive function latent 
variable as predicted by working memory and inhibition deficits. In the second model, the five 
variants of type III traumas were the independent variables and the same two latent variables: mental 
health and executive function as in the first model. We measured direct, indirect, and total effects as 
standardized regression coefficients. The criteria for good model fit were a comparative fit index 
(CFI) values > 0.90, and root-mean-square error of approximation (RMSEA) values < 0.08 (Byrne, 
2012). We performed bootstrap with 10,000 bootstrap samples to measure the significance of direct, 
indirect, and total effects and 95% bias-corrected confidence intervals (95% CI) for variables. 

Results 

Descriptive results: Many of the participants in the study identified COVID-19 as their central 
trauma. The study found that the cumulative trauma occurrences were moderate, with an average of 
5.95 and a standard deviation of 5.41, based on 36 trauma and stressor events. The frequency of these 
events was also moderate, with an average of 11.46 and a standard deviation of 12.99. 6.3% of the 
participants reported no traumas, while 63.3% reported experiencing four or more traumas.30.4% of 
the participants reported that they had been infected with COVID-19, and 16.3% scored above the 
mid-point level of COVID-19 stressors. The study found that 6.3% of the participants met the criteria 
for probable Complex PTSD (using ICD-11 criteria), while 10% met the criteria for probable PTSD 
diagnosis. The study also found that 8.2% of the participants scored at the highest level of anxiety, 
with a score at the cut-off of 15+. For depression, 14.3% of them scored on or above the cut-off score 
for moderate to severe depression, while 5.1% of them scored on the cut-off score for acute 
depression. 
Correlations results: Trauma types III, III-a, and III-b have a small to medium correlation with 
working memory deficits (WMD), while trauma types one and II have only a small correlation with 
WMD. The highest correlation for WMD is found between chronic stressors. Type III, III-a, III-b, type 
III-c, and type II traumas have small to medium correlations with inhibition deficits (ID). The highest 
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correlation for ID is with chronic stressors. Table 1-S in the supplemental materials provides detailed 
results. 
Type III traumas had a medium to large association size with CPTSD (.45, p=<. 001), PTSD (.38, p=<. 
001), and depression (.32, p=<. 001), and small to medium association size with anxiety (.28, p=<. 001), 
WMD (.18, p=<. 001), and ID (.20, p=<. 001). Type II trauma had a medium correlation with CPTSD 
(.35, p=<. 001), small to medium size correlation with PTSD (.29, p=<. 001), depression (.29, p=<. 001), 
and anxiety(.26, p=<. 001) and ID (.15), p=<. 001. It has a small size correlation with WMD (.09, p=<. 
05). Type I trauma had a small to medium size correlation with CPTSD (.23, p=<. 001), PTSD (.24, p=<. 
001), depression (.16, p=<. 001 ) and anxiety (.16, p=<. 001), and small size association with WHD (.09, 
p=<. 05) and ID (.13, p=<. 001). Chronic stressors had their highest association with type III trauma 
(.60, p=<.001). Their associations with CPTSD and PTSD were comparable in their effect sizes to their 
association with type III trauma. However, chronic stressors had a higher association with depression 
(.42, p=<. 001), anxiety (.39, p=<. 001), WMD (.23, p=<. 001), and ID (.27, p=<. 001), than all trauma 
types. Table (2-S) details these results. 
SEM results: The first model fit well with the data (Chi Square=.59.477, d.f.=27, p=.000, CFI=.989, 
RMSEA=.050). WMD accounted for the highest variance in the model (R=.779), followed by CPTSD 
(R=.720). In the model, chronic stressors had a direct moderate to high effect size (.48, p<.01) on type 
II trauma. It directly and indirectly affected type III trauma and mental health. Its total effects on 
mental health were moderate to high (.48, p<.01). It had a large total effect on type III trauma (.60, 
p<.01). Its direct effects on type III trauma accounted for 53% of its total effects. Its direct effects on 
mental health accounted for 58% of its total effects. It had an indirect low to medium effect size on 
type I trauma (single events) (.25, p<.01) and medium to high effect size on CPTSD (40, p<.02), 
depression (.35, p<.01), anxiety (.33, p<.01), and PTSD (.33, p<.03). It had small but significant indirect 
effects on WMD and ID. 

Type II trauma (e.g., sexual and physical abuse) had large direct effects on type III trauma (.60, 
p<.01). It had direct and indirect effects on type I trauma (single event). Its total effects on type I 
trauma were medium to high (.41, p<.01). Its direct effects on type I trauma accounted for 71% of its 
total effects. It had small to medium-sized indirect effects on CPTSD, depression, anxiety, PTSD, 
WMD, and ID. 

Type III trauma (continuous traumatic stressors) had small to medium direct effects on executive 
function (.22, p<.01), and type I trauma (single event trauma,.19, p<.02). It had direct and indirect 
effects on mental health. Its total effects on mental health were medium (.34, p<.01). Its direct effects 
accounted for 65% of its total effects. It had  small to medium size effects on CPTSD (.28, p<.01), 
depression (.25, p<.01), anxiety (.24, p<.001), PTSD (.23, p<.01), WMD (.19, p<.01), and ID (.18, p<.01). 

Executive function deficits had a large direct effect size on mental health (.55, p<.01). It had a 
medium to large indirect effect size on CPTSD (.45, p<.01), depression (.41, p<.01), anxiety (.39, p<.01), 
and PTSD (.38, p<.01). All mental health and executive function variables loaded significantly on their 
respective latent variables. Executive function deficits seem to have the most considerable effects on 
mental health compared to trauma variables. Table (2) details the direct, indirect, and total effects 
and their 95% confidence interval in the model. Figure (1) depicts the variables' standardized direct 
effects. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 6 November 2024 doi:10.20944/preprints202411.0401.v1

https://doi.org/10.20944/preprints202411.0401.v1


 8 

 

Table 2. The standardized direct, indirect, and total effects and their 95% confidence intervals of the impact of chronic stressors and trauma types II and III on other traumas (proliferation) 
and mental health and executive functions. 

Causal 
 

Variables 

Endogenous Variables 

Type II  
Trauma 

Type III 
Trauma 

EF MH Anxiety Depression PTSD CPTSD Inhibition 
deficits 

Working 
memory 
Deficits 

Type I trauma 

Chronic Stressors          
Direct 
Effects 

.48** 
(.36/.56) 

.32** 
(.24/.39)   

.28** 
(.17/.37)               

Indirect 
Effects 

  
.28** 

(.19/.36) 
.13** 

(.07/.17) 
.20* 
(.13/.28) 

.33** 
(.26/.40) 

.35** 
(.28/.38) 

.33* 
(.25/.46) 

40* 
(.30/.15) 

.11** 
(.06/.16) 

.11* 
(.06/.32) 

.25** 
(.18/ 

Total 
Effects 

.48** 
(.36/.56) 

.60** 
(.51/.66) 

.13** 
(.07/.17) 

.48* 
(.27/.56) 

.33** 
(.26/.40) 

.35** 
(.28/.38) 

.33* 
(.25/.46) 

40* 
(.30/.15) 

       .11** 
(.06/.16) 

.11* (.06/.32) .25** (.18/ 

Type II Traumas           
Direct 
Effects 

  
.60** 

(.51/.67)                 
.29** 

(.12/.43) 
Indirect 
Effects 

    
.13** 

(.07/.18) 
.20*** 

(.14/.26) 
.14** 

(.11/.29) 
.15** 
(.11/.19) 

.14* 
(.10/.20) 

.17** 
(.11/.20) 

.11** 
(.06/.25) 

.11** 
(.06/.15) 

.12* 
(.03/.20) 

Total 
Effects 

  
.60** 
(.51/.67) 

.13** 
(.07/.18) 

.20*** 
(.14/.25) 

.14** 
(.11/.29) 

.15** 
(.11/.19) 

.14* 
(.10/.20) 

.17** 
(.11/.20) 

.11** (.06/.25) .11** 
(.06/.15) 

.41** 
(.30/.51) 

Type III Traumas          
Direct 
Effects 

    
.22** 

(.13/.29) 
.22** 

(.13/.32)             
.19* 

(.02/.30) 
Indirect 
Effects 

      
.12* (.07/.16) .24*** 

(.17/.21) 
.25** 
(.16/.32) 

.23** 
(.15/.32) 

.28** 
(.18/.38) 

.18** (.10/.25) .19** 
(.11/.26)   

Total 
Effects 

    
.22** 

(.13/.29) 
.34** 

(.22/.41) 
.24*** 

(.17/.21) 
.25** 
(.16/.32) 

.23** 
(.15/.32) 

.28** 
(.18/.38) 

.18** 
(.10/.25) 

.19** 
(.11/.26) 

.19* 
(.02/.30) 

Executive function  Deficits          
Direct 
Effects 

      
.55** 

(.48/.62)         
.84** 

(.78/.89) 
.88** 

(.83/93)   
Indirect 
Effects 

        
.39** 

(.31/.45) 
.41** 
(.33/.47) 

.38** 
(.33/.44) 

.46** 
(.39/.54)       

Total 
Effects 

      
.55** 

(.48/.62) 
.39** 

(.31/.45) 
.41** 
(.33/.47) 

.38** 
(.33/.44) 

.46** 
(.39/.54) 

.84** 
(.78/.89) 

.88** 
(.83/93)   
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Mental  health          
Direct 
Effects 

        
.71* 
(.61/.76) 

.75* 
(.68/80) 

.70** 
(.63/.76) 

.85** 
(.80/.89)       

Indirect 
Effects 

                      
Total 

Effects 
        

.71* 
(.61/.76) 

.75* 
(.68?80) 

.70** 
(.63/.76) 

.85** 
(.80/.89)       

Squared R .226 628 .046 .582 .497 .558 .491 .720 .701 .779 .200 
Notes. * p <.05, ** p <.01, *** p <.001; Note: EF= Executive function, PTSD= posttraumatic stress disorder, CPTSD=complex PTSD, MH= Mental health. 
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Figure 1. SEM diagram for the standardized direct effects of trauma types I, II, and III, and chronic 
non-acute stressors on each other (proliferation and stress generation), and on mental health and 
executive functions. 

The second model fit well with the data (Chi Square=.51.513, d.f.=33, p=.021, CFI=.993, 
RMSEA=.034). In the model, CPTSD accounted for the highest variable in the model (R=.776), 
followed by WMD (R=.766). In the model, type II-B trauma (childhood adversities) had medium to 
large size direct effects on type III-A trauma (intersected discrimination) (.44, p<.01) and type III-C 
trauma (intergroup conflict) (.33, p<.01). It had a direct and indirect effect on executive function 
deficits. Its total effects on executive function deficits were small to medium(.20, p<.01). Its direct 
effects on executive function accounted for 55% of its total effects. It had direct and indirect effects on 
mental health. Its total effects on mental health were medium to high (.36, p<.01). Its direct effects 
accounted for 31% of its total effects. It had medium to high indirect effects on CPTSD (.32, p<.01) 
and small to medium indirect effects on type III-D (community violence), anxiety, depression, PTSD, 
WMD, and ID. It had small, significant indirect effects on type III-E trauma (chronic, life-threatening 
conditions). 

Type III-A trauma (intersected discriminations) had small to medium direct effects on executive 
function (.13, p<.03), type III-D trauma (community violence, .25, p<.03), and type III-E trauma 
(chronic, life-threatening condition, .12, p<.02). It had direct and indirect effects on mental health/ Its 
total effects on mental health were medium to large (.39, p<.01). It had an indirect medium to high 
effect size on CPTSD (.35, p<.01). It had a small to medium effect size on depression, PTSD, and 
anxiety. 

Type III-C trauma (intergroup conflict) had small direct effects on executive function deficits 
(.10, p<.03). It had small to medium size effects on type II-D trauma (community violence, .26, p<.01), 
and type III-E trauma (chronic, life-threatening conditions, .11, p<.01). It had small indirect effects on 
mental health (.06, p<.03) and all mental health conditions. 

Executive function deficits had a large effect size on mental health (.56, p<.02), with a large effect 
size on CPTSD (.50, p<.01) and a medium to high effect size on depression, PTSD, and anxiety. All 
mental health and executive function variables were highly loaded on their perspective latent 
variables. Table (3-S) in supplemental materials details the standardized direct, indirect, and total 
effects and their 95% confidence interval in the model. Figure (1-S) in supplemental materials depicts 
the direct effects. 

Conclusions and Discussion 

One of the strengths of the current study is validating the model of chronic and continuous 
traumatic stressors (type III trauma) with its variants in a non-Western less traumatized sample. 
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Chronic stressors, type III trauma (continuous traumatic stressors including chronic stressors), Type 
III trauma-A (discrimination), and Type III trauma-B (childhood adversities) had higher proliferation 
potential than other trauma types in this non-Western sample. Type III traumas (continuous 
traumatic stressors), chronic stressors, and  Type III trauma-A (discrimination) seem to have larger 
effect sizes on negative mental health and executive function deficits than type II trauma ( and type 
I trauma), followed by the significant impact of Type III trauma-B (childhood adversities). The results 
replicated similar findings in studies conducted on more traumatized samples (e.g., Kira, 2021b, Kira 
et al., 2022b). 

The results underscored the significant role of chronic stressors through life and its significant 
dynamics of proliferation to other stressors and traumas. Chronic stressors negatively affect at least 
equally, if not more, mental health and cognitive function, compared to single past traumas. 
However, chronic stressors and hassles (micro-stressors) are primarily embedded in other trauma 
types and are hard to split, especially in the continuous traumatic stressors of the actual life of the 
traumatized.  

The results of the impact of chronic stressors in animal models (e.g., Conrad, 2010; Katz et al., 
1981) and humans (e.g., Bowman et al., 2003; Haight  et al., 2023; McGonagle & Kessler, 1990)  are 
consistent. They found that chronic stressors are more impactful on mental health and cognition than 
acute intermittent stressors. Several studies found that acute stressors were less predictive of mental 
health than chronic stressors (e.g., McGonagle & Kessler, 1990;  Van der Ploeg & Kleber, 2003). A 
study found that chronic but not acute stressors were correlated with the severity of suicide ideation 
in veterans (Bryan et al., 2015). Chronic stress, and the resulting allostatic load, can cause an 
imbalance of neural circuitry sub-serving cognition, decision-making, anxiety, and mood (e.g., Juster 
et al., 2010; Lupien et al., 2018). The role of chronic stressors and CTS on mental health and cognition 
did not receive enough attention in the current traumatology, clinical psychology, or psychiatry that 
focused on acute stressors and traumas, due, probably to the artificial counterfactual separation 
between stress and trauma disciplines, and the current dominant conceptualization of traumatization 
dynamics. 

Type III trauma-B- (childhood adversities) seems to have more potential proliferation, especially 
compared to type III trauma-A  (discrimination). That finding was expected as childhood adversities 
precede discrimination early in life before the rise of identity in early adolescence when intense 
feelings of discrimination begin to rise. These findings are consistent with recent findings that 
childhood adversities exacerbate the association between discrimination and mental health 
symptomatology (Helminen et al., 2022). However, type III trauma-A (discrimination) seems to have 
a higher effect size on mental health, especially on CPTSD, the most severe, which may be due to its 
longer time scale as it is life-long continuous trauma, compared to childhood adversities that 
happened during childhood. In contrast, childhood adversities (Type III trauma-B) seem to have a 
slightly higher impact on executive function than discrimination in this population. That may be 
specific to the affluent Kuwaiti population, where discrimination and oppression are relatively less 
expected compared to higher intersected discrimination in Syrian internally displaced persons in a 
previous study (Kira et al., 2022b). Childhood adversities seem to leave long-lasting effects and 
profoundly shape how we think and process information, creating less adaptable attachment, 
emotional and thinking styles, schemas, and routines. Compared to all trauma types, executive 
functions seem to contribute to and mediate traumatization.  

Another significant strength of the DBTF model is its ability to incorporate intergroup stressors 
that are more common in non-Western cultures. Unlike Western cultures, which tend to focus on 
interpersonal stressors, the model raises questions about the cross-cultural validity of trauma 
definitions and PTSD that are based solely on past interpersonal trauma. It suggests that if the 
traumas are ongoing, such as intergroup discriminations, the resulting symptoms may not be "post"-
traumatic but rather "peri"-traumatic (e.g., Nicolas et al., 2015). 

The current findings have notable implications. First, the results indicated the salience of non-
Criterion “A” traumas/ stressors and dynamics in terms of their adverse outcomes and the 
importance of the expansion of stressors and dynamics that can be considered for PTSD Criterion 
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“A”. They emphasized the need for another revision and adaptation of Criterion “A” to be consistent 
with the continuous real-life chronic and continuous stressors phenomena and the dynamics that 
generate traumatization. Some of our arguments and findings presented in this study are not new 
and may be considered reassertions and replications of research discussed in the introduction. 
However, the study provides a novel overarching framework and emphasizes the significance of 
continuous and chronic stressors, including their different variants. It also highlights the importance 
of accumulation and proliferation dynamics in contributing to the triggering events and 
traumatization. Essentially, the triggering event/s (potentially Current Criterion “A” event) , can be 
seen as the last straw, while the expected accumulation and proliferation dynamics are the actual 
cause of Post and Peri-trauma and stressor disorders. The study emphasized the importance of the 
non-linear dynamics of accumulation.  The seemingly last stressor that may trigger the symptoms 
of PTSD can be just the last straw in chronic-continuous stressors.  The accumulation and 
proliferation dynamics are the real etiology of symptoms and not the last straw. 

Conceptually, current findings validated some of the main assumptions proposed by DBTF 
concerning the integration of chronic stressors and trauma in a unified paradigm of trauma types 
based on trauma severity, especially the type III trauma (continuous trauma) subtypes with 
differential effects on mental health and cognition. This integration is essential for a precise behavior 
science that reflects the differential experience of real life in real-time. For example, this separation 
between acute and chronic stressors in shaping the phenomena of traumatization may contribute to 
the unexplained differential effects of acute stressors on females. Discounting the impact of chronic 
stressors of gender discrimination in the traumatization dynamics may “masquerade” findings of the 
differential vulnerability of females (e.g., Anderson et al., 2021; Turner & Avison, 2003), leading to 
artefactual or incomplete science.  

Such integrated conceptualization of stress and trauma disciplines and mental health and 
cognitions have important clinical implications. Complex trauma needs a sequence of personal 
interpersonal and intergroup relationship-based approaches (Courtois & Ford, 2012).  Trauma-
focused interventions may be modified to be chronic stressors and continuous traumas-focused 
interventions that address their Transdiagnostic mechanisms (e.g., Kira et al., 2015). Such needed 
modification should address cognitions and executive functions that were affected by chronic stress 
and severe traumas and have a profound impact on stress and cognitive and emotional processing. 
Further, realizing the social determinants of health, advocacy, activism, and fighting for equality 
should be part of the intervention strategy to reduce chronic and acute stressors from their original 
source. Fighting and the will to fight and survive were found to reduce distress and optimize 
executive functions (Kira et al., 2021h). 

The current study, while having notable strengths, has numerous limitations. First, the results 
are culturally and trauma profile-dependent. Different cultures and samples with different trauma 
profiles may yield different modified results. The study was conducted with a random from college 
students but a mostly convenient sample. The measures we used in the study were based on self-
reports. Self-reporting is subject to under- or over-reporting due to social desirability biases. In 
particular, the self-report of executive function (EF)  may not represent the same cognitive structures 
as performance measures. Previous research has found that performance and self-report measures of 
EF measure complementary yet distinct constructs of cognitive control (Friedman, & 
Gustavson,2022). Future studies may use both performance and self-report measures. 

Further, the study was cross-sectional. We cannot draw causal inferences in a cross-sectional 
design. Future studies may utilize longitudinal design when feasible. Also, we must warn that when 
we mention direct and indirect effects in SEM analysis, we express it in statistical probabilistic 
stochastic terms that use statistical techniques terms which are different from their meaning in 
deterministic sciences. Regardless of these limitations, the study provided initial empirical evidence 
of the validity of type III continuous stressors (acute and chronic) as the most severe, with intersected 
discrimination (Type III-a trauma) and childhood adversities (Type III-B trauma) as the most critical, 
with chronic stressors as the most traumatizing compared to acute stressors (trauma types I and II). 
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