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Treatment Outcomes and Perception of Social Acknowledgment in War 
Veterans: Follow-up Study

Aim To assess treatment outcomes of psychotherapy for war veterans suf-
fering from posttraumatic stress disorder (PTSD) and to investigate self-
perceived social acknowledgment.

Methods In this prospective cohort study, a set of psychological instru-
ments was used to assess the level of posttraumatic stress symptoms (Clini-
cian-Administered PTSD Scale, Impact of Event Scale – Revised), symp-
toms of general psychopathology (Brief Symptom Inventory), quality of life 
(The Manchester Short Assessment of Quality of Life), and perceived social 
acknowledgment on a sample of 152 Croatian war veterans participating in 
group psychotherapy. All participants were interviewed at baseline and fol-
lowed up after 3 and 12 months. We analyzed the changes in symptom levels 
over the course of one year, as well as the correlations between symptoms 
(both at baseline and after therapy) and perceived social acknowledgment.

Results The analysis of symptom levels at the beginning of group therapy 
and after 12 months showed minimal or no changes in their intensity. Only 
the symptoms of intrusion (ANOVA, F-value = 7.09, P<0.001) were sig-
nificantly reduced after a period of 12 months. Levels of hostility (ANOVA, 
F-value = 7.85, P<0.001) and psychoticism were significantly increased 
(ANOVA, F-value = 7.80, P<0.001) at the end of the treatment. Other cat-
egories of posttraumatic symptoms and the level of general psychopathol-
ogy did not change significantly during the course of treatment. The results 
showed that war veterans perceive extremely low levels of social acknowl-
edgment, especially from their wider social environment: 92.9% perceived 
a lack of acknowledgment from governmental institutions and 95.4% from 
the state in general.

Conclusion Despite some methodological constraints, our results showed 
that even 10 years after the traumatization, PTSD symptoms among war 
veterans remained intense and that undergoing therapy over a year did not 
produce significant improvements, except on the dimension of intrusion. 
Veterans were highly sensitive to the way their primary social environment 
and the society as a whole react to their problems.
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Assessing treatment outcomes of therapeutic 
activities in war veterans is important for both 
methodological and clinical reasons. There is still 
a shortage of relevant studies (1), or at least of 
adequate follow-up studies dealing with the as-
sessment of trauma-related treatment outcomes 
in our region (2). It is particularly important to 
identify the factors associated with positive out-
comes of treatment and the process of adjust-
ment (3-12). The existing treatment outcome 
studies provide strong evidence that contextu-
al factors are of great relevance to any discussion 
of treatment (13,14). Because of these factors, 
an identical treatment can lead to different out-
comes in different psychosocial conditions, espe-
cially in the treatment of trauma.

Posttraumatic stress disorder (PTSD) is com-
mon among combat veterans and is associated 
with significant psychiatric and medical comor-
bidity, social impairments, and reduced qual-
ity of life (13). Data gathered on Persian Gulf 
War veterans showed that veterans with PTSD, 
compared with veterans without PTSD diagno-
sis, had less social support and family cohesion, 
as well as a higher prevalence of avoidant coping 
styles (8).

The way that people are treated by others af-
ter traumatic experiences may affect their recov-
ery. Survivors of war-related traumatic events are 
likely to be extremely sensitive on how others re-
act to them and how they describe or make attri-
butions about the traumatic event and the role 
they played in it. Differences in social acknowl-
edgment may have an impact on how trauma 
survivors process their traumatic experiences, 
both emotionally and cognitively.

Social acknowledgment is defined as the per-
son’s perception of positive reactions from the 
society that recognizes the trauma they have ex-
perienced and their current difficult situation 
(15). The term “social” includes the following: 
closest social network of a victim (eg, partner, 
family, and friends); significant persons (eg, local 
authorities, clergy); groups (eg, at the workplace, 

fellow citizens); and impersonal expressions of 
opinions (eg, media) about the experiences of the 
victims or survivors (15). Solomon et al (16,17) 
showed that poor social integration and low soci-
etal appreciation of homecoming soldiers in the 
Lebanon War was related to more severe post-
traumatic symptomatology.

Some authors distinguish between the con-
cepts of social support and social acknowledg-
ment, even though their correlation is high (15). 
Social support can be defined as the degree of 
emotional and instrumental support a person re-
ceives from the people in his/her environment. 
Social acknowledgment includes the wider social 
context, which means that it is not simply indi-
viduals but also social pressure groups that influ-
ence the person with their judgments.

Positive social acknowledgment includes un-
conditional support to the person. However, 
trauma survivors can experience negative feed-
back as well, including indifference, rejection, 
and being blamed for their condition. As with 
stress, perceptions of social support may, on the 
one hand, be confounded with symptomatolo-
gy (16) but, on the other hand, may be the best 
indicator of personal and situational resources 
(17-20).

The main goal of this study was to assess treat-
ment outcomes (symptoms of intrusion, avoid-
ance, and hyperarousal; associated symptoms of 
general psychopathology; subjective quality of 
life) for war veterans included in formal psycho-
therapy (21). In addition, we explored the rela-
tion between the scores on these outcome mea-
sures and perceived social acknowledgment.

Participants and methods

Participants

The data were gathered for a convenience sam-
ple of 152 male war veterans who received psy-
chotherapy in four different clinics in Rijeka, Za-
greb, and Čakovec between 2003 and 2005. This 
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number is about two thirds of the whole popu-
lation of veterans included in therapy during the 
period. All participants had direct combat expe-
rience as members of the Croatian army during 
the 1991-1995 war in Croatia. Inclusion criteria 
for this study were age under 65 years, no severe 
mental impairment due to organic causes, and 
the capability of giving written informed con-
sent. The participants were recruited from 9 dif-
ferent therapeutic groups.

Treatment goals

All veterans were included in the group psycho-
therapy. The majority of them had already re-
ceived some form of psychological help prior to 
the treatment. In such cases, we defined the be-
ginning of the new form of therapy as baseline. 
The therapeutic techniques applied were a com-
bination of supportive and dynamic approaches. 
The elements of supportive psychotherapy were 
used in order to reduce symptoms of anxiety by 
creating a feeling of acceptance and understand-
ing in a friendly and supportive environment. 
As one of the main problems that war veterans 
face is control of their behavior, especially aggres-
sion, some of the therapeutic goals were to re-es-
tablish control over one’s aggressive reactions, 
overcome the marital problems and problems in 
adapting to the work place environment, and fa-
cilitate re-socialization. The participants also at-
tended groups for psychoeducation in order to 
learn about the nature of their condition, as well 
as small-groups to work on their traumatic expe-
riences. Group leaders were therapists with dif-
ferent levels of training in group psychotherapy. 
The sessions were held twice a week. More than 
90% of patients also received some form of psy-
chotropic medication.

Out of the sample of 177 veterans that we 
contacted, 152 met the inclusion criteria. Three 
veterans dropped out of therapy before the end 
of the first three months and another 4 dropped 
out before the final assessment after 12 months. 
The number of subjects with complete valid data 

for all three assessments was 138. The veterans 
who completed their treatment and those who 
dropped out did not differ significantly in their 
demographic characteristics.

Methods

All subjects were interviewed at baseline and fol-
lowed up after 3 and 12 months (the Clinician-
Administered PTSD Scale questionnaire and 
Social acknowledgment questionnaire were ad-
ministered at the first and at third point of mea-
surement only).

The participants were informed on the pur-
pose of the study and written consent was ob-
tained from all of them. It was pointed out that 
their participation in the study would in no way 
influence their veteran status. The study was ap-
proved by the Ethical Committees of Rijeka and 
Zagreb Universities.

All interviews were conducted face-to-face 
by interviewers, who were trained psychologists 
but not involved in the treatment of the given 
patient. All interviewers had intensive training 
in the application of the instruments used in the 
study.

Instruments

The structured questions were used to assess the 
following participants’ socio-demographic char-
acteristics: age, sex, status, number of years in full 
time education, employment status, number of 
working hours if employed, state benefits, house-
hold income, marital status, number of children, 
type and number of individuals in their house-
hold, and type of accommodation.

List of Life Stressors. This instrument was cre-
ated for the purpose of this study in order to as-
sess relative exposure to traumatic events. The list 
is based on, and similar to, other methods used to 
assess trauma exposure. It consists of 18 traumat-
ic events and registers whether, when, and how 
many times the event happened. The total score 
range is from 0 up to 18.
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Clinician-administered PTSD Scale (CAPS). 
This is a structured clinical interview designed to 
assess the 17 symptoms of Posttraumatic Stress 
Disorder (PTSD) outlined in the DSM-IV (22). 
The symptoms are divided into three clusters: in-
trusion, avoidance/numbing, and hyperarousal. 
The CAPS evaluates the frequency and intensi-
ty of both long-term and current PTSD symp-
toms and diagnostic status. These dual-time ref-
erences help to determine the impact that PTSD 
symptoms have had on the subject’s social and 
occupational functioning. Seventeen symptoms 
of PTSD, as well as symptoms of subjective dis-
tress and impairment in social and occupation-
al functioning, are assessed on a scale from 0 to 4. 
The total score range varies from 0 to 40 for intru-
sion and hyperarousal subscales, and 0 to 58 for 
the avoidance subscale. Total score on CAPS is ex-
pressed as a sum of all answers pointing to intensi-
ty and frequency of symptoms.

Impact of Event Scale-Revised (IES-R). This 
scale is a self-report measure designed to assess 
current subjective distress for any specific life 
event (23). IES-R has 22 items, 7 items being 
added to the original 15-item IES. The instru-
ment assesses 22 symptoms of intrusion, avoid-
ance, and hyperarousal, noticed during the previ-
ous 7 days, on a 5-point Likert-type scale (0-4). 
The total score ranges from 0 to 4.

Brief Symptom Inventory (BSI). It measures 
current psychological symptom status and is ori-
ented toward a psychiatric diagnosis (24). BSI 
yields scores on 9 syndrome constructs (somati-
zation, obsessive-compulsive symptoms, inter-
personal sensitivity, depression, anxiety, hostility, 
phobic anxiety, paranoid ideation, and psychoti-
cism) and provides 3 different total scores that 
indicate psychological distress (global severity in-
dex, positive symptom total, positive symptom 
distress index). Participants are asked to rate each 
item in the BSI on a scale of 0 to 4. It is a short-
ened version of Symptom Check List-90 ques-
tionnaire, containing 53 items. The total score 
ranges from 0 to 4.

Manchester Short Assessment of Quality of life 
(MANSA). This is a brief instrument for the as-
sessment of quality of life focusing on satisfaction 
with life as a whole, as well as with specific life 
domains The instrument is widely used in men-
tal health service research. It contains 16 items, 
12 of which are questions on subjective quality of 
life rated on a 7 point Likert-type scale of satis-
faction. Four questions are objective and have to 
be answered with yes or No. The total score rang-
es from 1 to 7.

List of ways of coping with stress. This list con-
sists of 14 coping strategies that have been vali-
dated and shown to highly correlate with symp-
toms of posttraumatic stress in studies of similar 
populations (25). Participants are asked to indi-
cate how often they used each coping strategy on 
a 4 point Likert-type scale (0-3). The total score 
ranges from 0 to 3.

Social Acknowledgment Scale. This instru-
ment was created for the purpose of this study. 
It is designed to measure participants’ subjective 
view on the level of acknowledgment they receive 
from their family, friends, acquaintances, state, 
and state institutions. It has 5 items that are as-
sessed on a 4 point Likert-type scale (0 – not at 
all, 1 – very little, 2 – mostly yes, 3 – completely). 
The instruction stated: “Please assess how much 
people around you understand your problems 
and acknowledge what you have experienced.” 
The total score ranges from 0 to 3.

The principal component analysis with vari-
max rotation has been performed on 5 items 
that form the scale. The goal of this part of anal-
ysis was to determine whether it is appropriate 
to talk about a single general factor of perceived 
dissatisfaction with social acknowledgment or 
it would be methodologically better founded to 
separate appraisals regarding different social stra-
ta (family, friends, etc). The analysis resulted in 
two significant principal components according 
to Kaiser-Guttman’s criterion and the percent-
age of explained variance by two significant com-
ponents before rotation was 68.6% (Table 1). 
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Kaiser-Meyer-Olkin Measure of Sampling Ade-
quacy was 0.623.

Following the results of factor analysis, the 
scale of social acknowledgment could be divid-
ed into two factors (subscales). The first factor, 
which we called “family and friends,” shows per-
ceived acknowledgment from their client’s close 
social network (family, friends, and acquaintanc-
es). The second factor, termed “the state in gen-
eral and people in state institutions” shows per-
ceived acknowledgment from the state in general 
and the people that veterans encounter in gov-
ernmental institutions.

The Cronbach α reliability coefficient for the 
first 3-item long subscale (family and friends) is 
0.63, and for the second (2 item long) subscale 
(state in general and people in administration) is 
0.74.

Statistical analysis

The results were presented as frequencies and 
mean ± standard deviation (SD). The principal 
component analysis with varimax rotation was 
performed to assess the latent structure of social 
acknowledgment questionnaire. Changes be-
tween different points of measurement were test-
ed with repeated ANOVA and t test for paired 
samples. Correlations between the dimensions 
of social acknowledgment and other factors were 
assessed with Pearson correlation coefficient. The 
Statistical Package for the Social Sciences, version 
14.0 (SPSS Inc, Chicago, IL, USA) was used for 
statistical analysis.

Results

Sociodemographic characteristics

The mean age of participants was 40.2 ± 6.5 
(range 29 to 60 years) (Table 2). More than 
three-fourths (77.7%) had a high school edu-
cation, 48.9% of them owned the house or flat, 
half of them were employed, and one third were 
retired. Most of the participants were married 
(64.8%).

Level of traumatic experience

In the List of Life Stressors, the subjects report-
ed an average of 6.9 ± 2.7 traumatic events (max-
imum 18). Most of them (81.3%) witnessed 
murder or violent death of a close person, 62.3% 
experienced serious accident, fire, or explosion, 
50.9% experienced sudden death of a close per-
son, 37.1% experienced serious injury, 17.6% ex-
perienced imprisonment, and 17% experienced 
torture. At least 8 years has passed since the par-
ticipants’ experienced their last war-related trau-
matic event.

Table 1. Correlations between 5 scale items and two rotated 
components (Rotated Component Matrix)

Component
Scale item 1 2
Friends   0.766   0.079
Members of family   0.756 -0.041
Other people   0.735   0.317
State in general -0.045   0.903
Administration   0.270   0.855
*The principal component analysis is a multivariate statistical data reduction 
technique used to explain variability among observed variables in terms of fewer 
unobserved variables called components. Mathematically, components are formed 
as linear combinations of observed variables. According to common criteria, correla-
tions between observed variables and components that are higher then 0.3 can be 
regarded as significant.

Table 2. Baseline sociodemographic characteristics of 152 war 
veterans included in study
Parameter No (%)
Age (years):
 18-30   6 (4.0)
 31-40  80 (52.6)
 41-50  56 (36.8)
 51-65  10 (6.6)
Education (years):
 1-8  19 (12.5)
 8-12 119 (78.3)
  ≥13  14 (9.2)
Type of accommodation:
  own house or flat  74 (48.7)
  house or flat of the partner  10 (6.6)
  rented flat or house  22 (14.5)
 with parents  32 (21.0)
 other  14 (9.2)
Employment:
 employed  77 (50.7)
 retired  50 (32.9)
 non-employed  16 (10.5)
 other (cohabitation, etc.)   9 (5.9)
Marital status:
 married  98 (64.5) 
 single  23 (15.1)
 divorced/separated  22 (14.5)
 widow   1 (0.7)
 other   8 (5.2)
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Changes in levels of PTSD symptoms and general 
psychopathology over the course of  therapy

Scores on most dimensions of general psycho-
pathology were high at the beginning of treat-
ment, as well as 3 and 12 months later (Table 3). 
The only significant difference was found on the 
scale that measures symptoms of intrusion, as-
sessed both by the interviewers and the patients 
themselves. There was also a trend of the decrease 
in hyperarousal symptoms during 12 months of 
therapy, but it did not reach the significance lev-
el. We also found significantly increased levels 
of hostility and psychoticism at the end of the 
treatment. Scores on the dimensions of summa-
rization and phobic anxiety increased during the 
first three months of therapy, but their scores at 
12 months equaled those at baseline.

Self-perceived social acknowledgment

Assessment of war veterans’ self-perceived social 
acknowledgment showed low levels of satisfac-
tion with understanding and acknowledgment 
from their social environment (Table 4).

More than one third (37.7%) of veterans re-
ported that their family members did not un-
derstand them at all, or showed very little under-
standing for them, 64.5% reported the same for 
their friends, and 89.1% for other people they 
encountered. The majority (92.9%) perceived a 
lack of acknowledgment from people in govern-
mental institutions and 95.4% from the govern-
ment in general.

The results also showed there was no signif-
icant change in the perceived levels of social ac-
knowledgment after 12 months of therapy. 

Table 3. Changes in posttraumatic stress disorder in war veterans who underwent 12 mo of group psychotherapy (n = 138)
Scale scores (mean ± standard deviation)

Measure M1 M2 M3 F P
IES-R intrusion  2.84 ± 0.72 2.91 ± 0.62  2.70 ± 0.66  7.09 <0.001†

IES-R avoidance  2.46 ± 0.57 2.51 ± 0.61  2.42 ± 0.58  1.22  0.298‡

IES-R hyperarousal  3.15 ± 0.58 3.21 ± 0.53  3.10 ± 0.62  3.13  0.045‡

CAPS – intrusion 23.40 ± 6.45       – 20.68 ± 6.39 28.68  0.001†

CAPS – avoidance 33.24 ± 8.18       – 32.83 ± 7.51  0.36  0.550‡

CAPS – hyperarousal 26.38 ± 5.97       – 25.23 ± 5.17  6.11  0.035‡

MANSA – quality of life  3.36 ± 0.79 3.26 ± 0.77  3.24 ± 0.81  2.69  0.070‡

BSI summarization  2.55 ± 0.76 2.73 ± 0.68  2.55 ± 0.79  7.26 <0.001‡

BSI obsessive - compulsive  2.84 ± 0.79 2.95 ± 0.67  2.96 ± 0.72  3.06  0.049‡

BSI interpersonal sensitivity  2.33 ± 0.82 2.46 ± 0.90  2.46 ± 0.85  2.70  0.069‡

BSI depression  2.57 ± 0.85 2.66 ± 0.78  2.62 ± 0.84  1.41  0.245‡

BSI anxiety  2.74 ± 0.75 2.80 ± 0.69  2.77 ± 0.72  0.54  0.583‡

BSI hostility  2.36 ± 0.83 2.61 ± 0.80  2.54 ± 0.87  7.85 <0.001†

BSI phobic anxiety  2.26 ± 0.83 2.43 ± 0.83  2.26 ± 0.81  5.01  0.007‡

BSI paranoid ideation  2.50 ± 0.76 2.62 ± 0.71  2.55 ± 0.75  2.44  0.089‡

BSI psychoticism  1.91 ± 0.83 2.08 ± 0.83  2.12 ± 0.82  7.80 <0.001†

*Abbreviations: M1 – baseline results; M2 – results after 3 mo of treatment; M3 – results after 12 mo of treatment; F – F value for repeated measures analysis for variance; P – Sig-
nificance for F-value; N – number of participants with results on all three measures; IES-R – Impact of Event Scale-Revised (23); CAPS – Clinician-Administered PTSD Scale (22); 
MANSA – The Manchester Short Assessment of Quality of life (26); BSI – Clinician-administered PTSD Scale (24).
†Post-hoc paired samples t test showed a statistically significant difference between 1st and 3rd measurement points (P<0.01).
‡Post-hoc paired samples t test showed a statistically insignificant difference between 1st and 3rd measurement points (P<0.01).

Table 4. Frequencies (No. of patients, %), means and standard deviations (M±SD) for items in Social acknowledgment questionnaire at 
the baseline (1st, n = 152) and after 12 mo of treatment (2nd, n = 145)

Scale response
(0) not at all (1) a little bit (2) mostly yes (3) completely M±SD

Item 1st 2nd 1st 2nd 1st 2nd 1st 2nd 1st 2nd
Members of your family  16 (10.4)  13 (9.5) 41 (27.3) 38 (25.9) 66 (43.5) 64 (44.0) 29 (18.8) 30 (20.6) 1.71 ± 0.89 1.76 ± 0.89
Your friends  24 (15.5)  25 (17.2) 74 (49.0) 65 (44.8) 43 (28.4) 49 (33.6) 11 (7.1)  6 (4.4) 1.27 ± 0.81 1.25 ± 0.79
Other people that you meet 
 (neighbors, acquaintances)

 75 (49.7)  71 (49.2) 60 (39.4) 65 (44.8) 16 (10.3)  9 (6.0)  1 (0.6)  0 (0.0) 0.62 ± 0.70 0.57 ± 0.61

People from government 
 institutions

107 (70.3) 102 (70.7) 34 (22.6) 38 (25.9) 10 (6.5)  5 (3.4)  1 (0.6)  0 (0.0) 0.37 ± 0.64 0.33 ± 0.54

State in general 114 (74.8) 116 (80.2) 31 (20.7) 23 (15.5)  1 (3.9)  6 (3.4)  1 (0.6)  1 (0.9) 0.30 ± 0.57 0.25 ± 0.56
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Veterans were less satisfied with the level of ac-
knowledgment from the state and people work-
ing in governmental institutions than with the 
acknowledgment from friends and family (Ta-
bles 4).

There was no significant change in average re-
sults on the subscales of Social acknowledgment 
scale after 12 months in therapy.

Association between perceived social 
acknowledgment and some other personal 
characteristics of war veterans

Low perceived levels of social acknowledgment 
from family and friends correlated with high-
er levels of depression, interpersonal sensitivity, 
hostility, paranoid ideation, and psychoticism 
(Table 5).

In general, results indicated low but statisti-
cally significant correlations between perceived 
social acknowledgment and some measures of 
treatment outcomes and individual characteris-
tics of veterans (Table 5).

A higher perceived quality of life correlated 
with higher satisfaction with social acknowledg-
ment. At both points of measurement, low social 
acknowledgment correlated with elevated scores 
on the avoidance subscale of CAPS. We also 

found positive correlation between higher levels 
of social acknowledgment and adaptive ways of 
coping (eg, talking to someone about one’s feel-
ings, trying to work in organizations where one 
can actively help) as well as perceived positive 
consequences of the traumatic experience (eg, 
having rediscovered what is really important in 
life, having become stronger after all they have 
been through).

Discussion

The analysis of symptom levels in war veter-
ans under treatment for PTSD over the course 
of one year showed that there was no improve-
ment in most of the applied outcome measures. 
The only significant difference was found on the 
scale that measures symptoms of intrusion, as-
sessed both by the interviewers and the veterans 
themselves. A significant decrease in the levels of 
intrusion found in our sample is consistent with 
previous findings on the long-term outcomes of 
PTSD in Croatian war veterans (1). The litera-
ture confirms that this set of symptoms is most 
easily treated, while the symptoms of hyperarous-
al tend to persist over a longer period of time 
(27). Relevant studies have shown that psycho-

Table 5. Correlations between the two factors of perceived social acknowledgment and some of the patients’ individual characteristics 
at the beginning of therapy and after 12 mo (Pearson correlation coefficient.*

At the base line (N = 152) After 12 mo (N = 145)

Personal characteristics
factor 1

(family and friends)
factor 2

(state and institutions)
factor 1

(family and friends)
factor 2

(state and institutions)
Number of traumatic events -0.103 -0.036    –  –
General psychopathology:
 BSI depression -0.206† -0.091 -0.281‡ -0.099
 BSI interpersonal sensitivity -0.199 -0.094 -0.114 -0.083
 BSI hostility -0.162‡ -0.067 -0.263‡   0.059
 BSI paranoid ideation -0.123 -0.083 -0.326‡ -0.064
 BSI psychoticism -0.111 -0.077 -0.278‡ -0.065
 subjective quality of life   0.294‡   0.284‡   0.409‡   0.166†

PTSD symptomatology (estimated by interviewer):
 CAPS – avoidance subscale -0.266‡ -0.110 -0.345‡ -0.093
 CAPS – hyperarousal subscale -0.174† -0.011 -0.073 -0.108
 CAPS – intrusion subscale   0.047 -0.048 -0.068   0.046
 coping strategies
 perceived positive consequences   0.161†   0.172†   0.244‡   0.254‡

 adaptive coping   0.248‡   0.000   0.196†   0.263‡

*Abbreviations: BSI – Clinician-administered PTSD Scale (24); PTSD – posttraumatic stress disorder; CAPS – Clinician-Administered PTSD Scale (22).
†P<0.01, Pearson correlation coefficient.
‡P<0.05, Pearson correlation coefficient.
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therapeutic treatment of PTSD often does not 
result in any significant decrease in the symptom 
intensity, especially in the case of combat relat-
ed PTSD (7,27). Moreover, improvements that 
sometimes can be observed during treatment are 
frequently lost only a year later (27). This could 
be due to a number of factors, such as the type of 
psychotherapy applied, length of treatment, rela-
tive competence of the therapist, or the nature of 
the condition itself. However, previous research 
has shown that when it comes to war veterans, 
the length of treatment itself does not play a sig-
nificant role in the therapy outcome (27). The 
level of training and experience of the therapist 
was found to be an important factor, but the re-
ality of a post-war environment is often such that 
there are not enough highly trained therapists.

Our results showed that war veterans gener-
ally perceived extremely low levels of social ac-
knowledgment. Even though we cannot claim 
that low levels of perceived social acknowledg-
ment result in little or no treatment benefits, we 
have to take into account low but significant cor-
relations between perceived social acknowledg-
ment and some other measures of adjustment 
such as: overall quality of life, symptoms of avoid-
ance, depression, hostility, paranoid ideation, and 
psychoticism. It must also be noted that higher 
perceived social acknowledgment is correlated 
with a greater number of perceived benefits of 
personal war experience and more adaptive ways 
of coping with stress which indirectly lead to a 
decrease in the symptoms and an improvement 
in the general condition.

Our results showed that war veterans general-
ly perceived low levels of social acknowledgment 
both at the baseline and after a year of therapy. 
The reported levels of social acknowledgment 
from state and governmental institutions were 
especially low, while the findings for perceived ac-
knowledgment from friends and family showed 
somewhat greater variance.

Findings by Maercker at al (15) on East Ger-
man former political prisoners suggest that per-

ceived rejection by an extended social envi-
ronment (eg, acquaintances, colleagues, local 
authorities) could be even more important than 
perceived rejection by family. The author found 
that a specific concept of social acknowledgment 
could explain a higher proportion of PTSD vari-
ance than standard measures of social support.

The fact that the appraisals are highly asym-
metric, ie, that the majority of subjects express 
extreme dissatisfaction with social acknowl-
edgment is a methodological issue. Statistical-
ly speaking, it significantly lowers the variability 
of results and can thus result in lower correla-
tion coefficients. We consider the reported co-
efficients to be important for understanding the 
relevance of individual perceptions of social ac-
knowledgment in the context of treatment of 
war trauma survivors. These results suggest a 
need for further development of perceived social 
acknowledgment measures and their inclusion in 
evaluation studies.

A question remains as to whether the per-
ceived lack of social acknowledgment in our 
sample is a consequence of the participants’ 
condition, an actual response from their spe-
cific posttraumatic environment, or a result of 
a personal trait that interferes with the treat-
ment. It is possible that this perception of inad-
equate acknowledgment can be a consequence of 
the cognitive biases characteristic for PTSD (eg, 
general feeling of alienation). Foa et al (5) em-
phasized that such possible biases may interfere 
with perception of self and others in trauma sur-
vivors. Another study has shown that, although 
both objective and subjective indicators of event 
stressfulness and perceived social support can 
predict PTSD, the subjective parameters are of 
greater significance (16). Some authors empha-
size that the context in which the therapy is be-
ing conducted is of great importance for the vet-
eran’s adjustment and treatment efficacy (28,29). 
It should be stressed that, in the case of war vet-
erans, social acceptance serves as one of the most 
significant factors in a successful integration of 
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trauma. The results obtained among Vietnam 
War veterans emphasize the importance of post-
war emotional support and life events for the ex-
pression of chronic PTSD (30-33). Gregurek 
et al (33) presented an example of disabled war 
veterans who adamantly refused any possibility 
of returning home, wanting to stay in the famil-
iar surroundings of the hospital as long as possi-
ble. The authors suggest that the functioning of 
the group was negatively influenced by the out-
group factors. Support that is comprised only of 
financial and material assistance seems to be in-
adequate for this vulnerable group. The cogni-
tive approach stresses a large disproportion be-
tween veterans’ perceived investment and other 
people’s reaction to his or her sacrifice toward a 
common goal. It is yet to be determined whether 
the expectations of veterans are unrealistic or if 
they really are experiencing a lack of understand-
ing within the community. Material benefits for 
the veterans were extensive, but they obviously 
failed to replace symbolic expressions of recogni-
tion and gratitude.

In survivors of other traumatic events, such as 
traffic accidents and natural disasters, social envi-
ronment and its changes do not necessarily have 
this much impact on the individual’s condition.

This research has some methodological con-
straints that limit the range of the conclusions. 
The majority of war veterans in our sample had 
been previously included in various forms of 
treatment, so we had only a provisory baseline. 
We must also take into account the possibil-
ity of an over-reporting of symptoms (34), even 
though the majority of included veterans had al-
ready obtained their status-related rights. The 
possibility of making conclusions is also hindered 
by the fact that we have not had any form of con-
trol group and explored only the effects of sup-
portive group therapy. The results indicate that 
even over a long period of time war veterans re-
main highly sensitive to the way their environ-
ment reacts to their role in the war and that the 
majority has not yet worked through their trau-

ma. Future research should try to measure the 
objective level of acknowledgment that war trau-
ma survivors receive from the community and 
to explore the way this acknowledgment is per-
ceived by members of community without trau-
ma experience. Cross cultural aspects of therapy 
for war related trauma should also be addressed. 
Recognition and identification of external fac-
tors that influence treatment efficacy is of high 
relevance for a better understanding of the ther-
apeutic process, especially when it comes to the 
evaluation of therapy for clients with war trauma 
experience.
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