UNDERSTANDING PTSD
Arleen Cerbone Faustina, Ph.D.

“EXPERIENCING TRAUMA IS AN ESSENTIAL
PART OF BEING HUMAN; HISTORY IS
WRITTEN IN BLOOD.”

Traumatic Stress The Effects of Overwhelming Experience on
Mind, Body, and Society. Edited by Bessel A. van der Kolk,
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Alexander C. McFarlane, and Lars Weisaeth
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HISTORY OF PTSD
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HISTORY OF POSTTRAUMATIC STRESS
DISORDER (PTSD)
• Central theme in literature throughout time is that terror can lead to
troubling memories, nightmares, edginess, and avoidance.

• Earliest theories in psychiatry centered on arguments about trauma’s
etiology:
• Is it organic or psychological?
• Is trauma the event itself or its subjective interpretation?
• Does trauma itself cause the disorder or do preexisting vulnerabilities cause it?
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HISTORY CONTINUED
• Texts from Mesopotamia’s Assyrian Dynasty (1300-609 B.C.) record traumas suffered by soldiers who were
called upon to fight every third year during their military service. The symptoms were thought to have been
caused by the spirits of the enemies whom the patient had killed in battle.

• Homer’s The Iliad and The Odyssey both describe soldiers traumatized by war.
• In Shakespeare's King Henry IV, written in 1598, the character of Hotspur suffers from post-traumatic
nightmares.

• Also Mercutio's account of Queen Mab in Shakespeare's Romeo and Juliet (I, iv):
Sometime she driveth o'er a soldier's neck.
And then dreams he of cutting foreign throats.
Of breaches, ambuscadoes, Spanish blades,
Of healths five fathom deep; and then anon
Drums in his ear, at which he starts and wakes,
And being thus frighted, swears a prayer or two,
And sleeps again.
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HISTORY CONTINUED
•

1761: PTSD-like symptoms described among soldiers by Austrian physician Josef Leopold, who
calls it nostalgia. Soldiers report missing home, feeling sad, sleep problems, and anxiety. This
model of psychological injury persists into the U.S. Civil War.

•

Post-Traumatic Neurosis was the term used in Britain for over two hundred years.

•

During Crimean War (1853-1856) soldiers are frequently incapacitated with "irritable heart", but
no physical heart problems are found. They are treated with rest and light duties.

•

1860: The first understanding that a traumatic event could cause psychological as well as physical
injury. People traumatized by accidents on railways were referred to as having Railroad Spinal
Syndrome by the English surgeon Frederick Erichsen, who believed concussion of the spine to be
the cause of the accident survivors' "fear, fright and alarm".
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HISTORY CONTINUED
•

Irritable heart is also used to describe PTSD in civil war soldiers.

•

1871: Da Costa, an army surgeon in the U.S. civil war, states that Soldier's Heart involves almost
constant traumatic neurosis, with some experiencing sudden paralysis or loss of sensation
(traumatic hysterical neurosis)

• Jacob George, composer, viewed Soldier's Heart, the American Civil War term, as more appropriate
than 'PTSD' for the Moral Injuries of war.

•

1865: Unrelated to war, writer Charles Dickens wrote of experiencing "railway shaking" and a
phobia of train travel after being traumatized in a railway accident, and witnessing people dying.
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HISTORY CONTINUED
•

Jean-Martin Charcot (1825-1893) – first to describe both the problem of
suggestibility and how traumatically induced “choc nerveux” could lead to
“hysterical attacks”.
• Charcot uses the terms "Névrose Traumatique" and "Hystérie Traumatique" (Traumatic Neurosis
and Traumatic Hysteria) to classify patients with post-traumatic symptoms, regarding them to
have an "inherited predisposition". He claims that physical injury could produce psychological
symptoms.

•

Pierre Janet (1859-1947) – student of Charcot. First to suggest that extreme
emotional arousal results in failure to integrate traumatic memories. Said that
people cannot match “vehement emotions” with existing cognitive schemes;
instead they are split off from consciousness and voluntary control. Also, he
was first to suggest a connection between a person’s earlier life and present
trauma.
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HISTORY CONTINUED
• 1885-1889: Traumatic Neurosis was used by Hermann Oppenheim, a German neurologist, to
describe PTSD symptoms. Oppenheim claimed there was a physical "disturbance" in the
cerebrum (within the brain). This began the use of word trauma in psychiatry, rather than
solely in surgery.

• 1914-1918: Combat stress is studied during World War I. Disorderly action of the heart
(DAH) and "neurasthenia" are among the terms used to describe PTSD symptoms.

• 1915: Charles Myers uses the term "shell-shock" to describe PTSD in medical literature,
later recognizing it in soldiers never directly in combat. The term was already in common
use; high explosives used in this war were believed to cause brain damage, resulting in
symptoms like panic and sleep problems.
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HISTORY CONTINUED
• 1926: Denial of PTSD - German psychiatrist Bonhoeffer produces a study claiming almost all
cases of "traumatic neurosis" occurring in the war are a "social illness" in patients with an
inherent weakness who are motivated by compensation from health insurance.

• 1926: Sigmund Freud recognizes feelings like fright as a cause of traumatic neurosis,
regarding helplessness and powerlessness as essential in trauma (but not present in other
stressful events).

• American Abram Kardiner published The Traumatic Neuroses of War (in 1941). This work
later influences the 1980 DSM-III PTSD criteria. Like Pierre Janet and Sigmund Freud,
Kardiner suggests the traumatized veteran acts as if still in the traumatic situation.
• Kardiner states that battle neurosis, battle fatigue, combat exhaustion and shell shock are the same: "the
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common acquired disorder consequent on war stress", and suggests that traumatic neuroses in peacetime is the
same condition.

HISTORY DSM EVOLUTION
• 1952:

Gross Stress Reaction is included in the first edition of the Diagnostic and Statistic Manual of

Mental Disorders, now known as DSM-I, the U.S.A.'s new psychiatric manual.

• 1968: DSM-II published with PTSD symptoms recognized as a Transient Situational Disturbance
called Adjustment reaction of adult life. Covers the impact of both traumatic and non-traumatic events.

• 1980: DSM-III published and includes Post-traumatic Stress Disorder as a separate diagnosis for the
first time.

•
•
•

PTSD is in the Anxiety Disorders section.
The DSM-III contains diagnostic criteria for the first time.
The traumatic event that caused PTSD is expected to be "outside the range of usual human
experience”.

• 1994: DSM-IV published, adding Acute Stress Disorder. It expanded definition of traumatic event.
• 2013: DSM-V published. Changes include moving Posttraumatic Stress Disorder and Acute Stress
Disorder from the Anxiety Disorders section to a newly-created Trauma and Stressor-related Disorders12
section. A dissociative subtype of PTSD is introduced. Complex PTSD is left out (again).
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STATISTICS
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Statistics
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Prevalence of Post-Traumatic Stress Disorder Among Adults
• Based on diagnostic interview data from National Comorbidity Survey Replication (NCS-R)
• An estimated 3.6% of U.S. adults had PTSD in the past year.
• Past year prevalence of PTSD among adults was higher for females (5.2%) than for males
(1.8%).
• The lifetime prevalence of PTSD was 9.8%.
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Lifetime Prevalence Comparison

Date

Study

Lifetime
Prevalence
%
M %F %

N

5 10.4

DSM Population

Theatre

1995 Kessler et al

8098

7.8

IVGeneral US

2005 NCS-R

5692

9.8

3.6

9.7

IVGeneral US

2013 NEETE

2953

8.3

5.4

11

VGeneral US

1988 NVVRS

3016

12.1 30.9 26.9

IVCombat Vets Vietnam

2008 RAND Corp

1938

13.8

IVCombat Vets OED & OIF

All above studies showed significantly higher lifetime prevalence in women vs. men.
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NORMAL STRESS RESPONSE
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HPA-AXIS AND STRESS RESPONSE
• Action of Hypothalamic Pituitary Adrenal-Axis (HPA-Axis) and
Sympathetic Nervous System (SNS) along with certain neuromodulators

• Normal conditions:

HPA-Axis works in circadian rhythm, secreting
hormones & regulating body systems, such as growth, metabolism,
reproduction, immune system.

• Under stressful conditions, HPA-Axis is activated triggering a cascade of
events to counteract the disturbance.
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Voluntary

Involuntary
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HPA-AXIS
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WHY ZEBRAS DON’T GET ULCERS
ROBERT SAPOLSKY, PH.D.

All animals have basically the same stress response system. If a zebra sees a lion, it will run!
1. Liver & fat cells release glucose, fats & simple proteins to feed muscles needed to
flee. Zebra suddenly gets super leg muscles.
2. Blood pressure, breathing & heart rate increase.
3. Body shuts down digestive & reproductive systems.
4. Moment danger passes, stress response shuts down.

Zebra goes back to grazing in the savannah. Humans are still freaked out!
Zebras can see danger coming but they can’t worry about events in the future.

Great physical danger triggers necessary response to release vast amounts of energy for fight or
flight. Unfortunately, humans react in much the same way in the absences of danger, even when
just thinking about it.
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HPA-Axis:
Hypothalamus
releases
CRH

↓

Pituitary releases
ACTH

↓

Adrenals release
cortisol

↓

circulation
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Normal Stress Response
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How messages travel through brain
1. Chemical signal arrives at dendrites.
2. Signal travels down axon to
terminals.
3. Neurotransmitter molecules flow into
synapse and information is
exchanged.
4. Transmitters bind to receptors and
enter cell.
5. Process is repeated.
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BREAK!

2/18/2020
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UNIQUE NEUROENDOCRINE PROFILE IN PTSD
PTSD shows high levels of CRH, decreased ACTH response to CRH stimulation,
increased numbers of GRs and increased sensitivity of GRs (GR – glucocorticoid receptor) to ACTH,
and low levels of cortisol.
PTSD shows decreased variability in diurnal rhythm.
High levels of CRH reflect brain’s attempt to initiate HPA-Axis response to perceived
stress and should yield high levels of cortisol. In PTSD, this doesn’t happen.
WHY????
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THEORIES
1.

Hypersensitive GRs on hippocampus and/or anterior pituitary causing:
• Increased feedback sensitivity
• Increased negative inhibition

2.
3.
4.

Smaller hippocampal volume
Genetics
No one really knows, although all the above make sense.
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Comparison of HPA-Axis Function:
Normal vs. Depression vs. PTSD

Yehuda, R. N Engl J Med, Vol.
346, No. 2 January 10, 2002
www.nejm.org
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WHAT IS PTSD?
•

Disorder of non-recovery or stalled recovery after a traumatic event.

•

PTSD typically follows a traumatic event – it has a recognizable point of onset.

•

•

Person must have experienced, witnessed or experienced indirectly (refers to workers)
traumatic event(s).

•
•

Requires presence of specified numbers of symptoms in 4 categories.

•
•

PTSD and depression coexist from beginning.

Symptoms present shortly after event and abate with time, with or without treatment.
95% recover within first year.

Minority of people with PTSD develop chronic PTSD.

PTSD is a dysregulation of the HPA-Axis feedback mechanism.
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HOW WE DEFINE ABNORMAL
• Behavior is dysfunctional when:
•
•
•
•

it interferes with a person’s ability to function on a daily basis
it causes personal distress
it deviates from established social norms
it is statistically rare in occurrence

• Insanity – mental illness of such a severe nature that a person cannot
distinguish fantasy from reality, cannot conduct her/his affairs due to
psychosis, or is subject to uncontrollable impulsive behavior.
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WHEN IS A PERSON MENTALLY ILL?
• Diagnosis – process of deciding whether symptoms meet established
criteria for disease

• Psychologists & psychiatrists use DSM-5 – Diagnostic and Statistical
Manual of Mental Disorders, 5th Edition

• Although some still prefer to use DSM-IV-TR – Diagnostic & Statistical
Manual of Mental Disorders, 4th Edition, Text Revision
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DSM-IV VS. DSM-V CRITERIA
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DIAGNOSTIC CRITERIA PTSD
Criterion A

DSM-IV
Disorder Class: Anxiety Disorders

DSM-V
Disorder Class: Trauma- and Stressor-Related Disorders

A. The person has been exposed to a traumatic event in
which both of the following were present:

A. Exposure to actual or threatened death, serious injury,
or sexual violence in one or more of the following ways:

1. The person experienced, witnessed or was
confronted with an event or events that involved
actual or threatened death or serious injury, or a
threat to the physical integrity of self or others.

1. Directly experiencing the traumatic event(s).

2. The person’s response involved intense fear,
helplessness, or horror.
Note: In children, this may be expressed instead by
disorganized or agitated behavior.

2. Witnessing, in person, the event(s) as it occurred to
others, especially primary caregivers.
3. Learning that the traumatic event(s) occurred to a
close family member or close friend (events must
have been violent or accidental).
Note: Criterion A does not apply to exposure through
electronic media, television, movies, or pictures, unless
this exposure is work related.
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DIAGNOSTIC CRITERIA PTSD
DSM-V Cluster B

DSM-IV Cluster B
B. The traumatic event is persistently re-experienced in one or
more of the following ways.
1.

2.

Recurrent and intrusive distressing recollections of the
event, including images thoughts or perceptions. Note: In
young children, repetitive play may occur in which themes
or aspects of the trauma expressed.
Recurrent distressing dreams of the event.

B. Presence of one or more of the following intrusion symptoms
associated with the traumatic event(s), beginning after the traumatic
event(s) occurred:
1.

Recurrent, involuntary, and intrusive distressing memories of the
traumatic event(s).

Note: In children older than 6, repetitive play may occur in which
themes or aspects of the traumatic event)s) are expressed.

Note: In children, there may be frightening dreams without
recognizable content.

2.

3.

Note: In children, there may be frightening dreams without
recognizable content.

4.

5.

Recurrent distressing dreams in which the content and/or affect of
the dream are related to the traumatic event(s).

Acting or feeling as if the traumatic event were recurring
(includes a sense of reliving the experience, illusions,
hallucinations, and dissociative flashback episodes,
including those that occur on awakening or when
intoxicated). Note: In young children, trauma-specific
reenactment may occur.

3.

Intense psychological distress at exposure to the internal or
external cues that symbolize or resemble an aspect of the
traumatic event.

Dissociative reactions (e.g., flashbacks) in which the individual feels
or acts as if the traumatic event(s) were recurring. (Such reactions
may occur on a continuum, with the most extreme expression being
a complete loss of awareness of present surroundings.) In children,
trauma reenactment may occur in play.

4.

Physiological reactivity on exposure to internal or external
cues that symbolize or resemble an aspect of the traumatic
event.

Intense or prolonged psychological distress at exposure to internal
or external cues that symbolize or resemble an aspect of the
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traumatic event(s).

5.

Marked physiological reactions to internal or external cues that
symbolize or resemble the traumatic event(s).

DIAGNOSTIC CRITERIA PTSD
DSM-IV Cluster C
C. Persistent avoidance of stimuli associated with the
trauma and the numbing of general responsiveness
(not present before trauma), as indicated by three or
more of the following:
1.

Efforts to avoid thoughts, feelings, or
conversations associated with the trauma.

2.

Efforts to avoid the activities, places, or people
that arouse recollections of the trauma.

3.

Inability to recall important aspect of the trauma.

4.

Markedly diminished interest or participation in
significant activities.

5.

Feelings of detachment or estrangement from
others.

6.

Restricted range of affect (e.g., unable to have
loving feelings).

7.

Sense of a foreshortened future (e.g., does not
expect to have a career, marriage, children, or a
normal life span).

DSM-V Cluster C
C. Persistent avoidance of stimuli associated with the
traumatic event(s), beginning after the traumatic event(s)
occurred, as evidenced by one or both of the following:
1. Avoidance of or efforts to avoid distressing memories,
thoughts, or feelings about or closely associated with
the traumatic event(s).
2. Avoidance of or efforts to avoid external reminders
(people, places, conversations, activities, objects,
situations) that arouse distressing memories, thoughts
or feelings about or closely associated with the
traumatic event(s).
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DIAGNOSTIC CRITERIA PTSD
DSM-V Cluster D

DSM-IV Cluster D

D. Negative alterations in cognitions and mood associated with the traumatic
event)s), beginning or worsening after the traumatic event(s) occurred, as
evidenced by two (or more) of the following:

• D. Persistent symptoms of increased arousal
(not present before the trauma), as indicated by
two or more of the following:

1.
2.
3.
4.

1.

Inability to remember an important aspect of the traumatic event(s)
(typically due to dissociative amnesia and not to other factors such as
head injury, alcohol, or drugs).

2.

Persistent and exaggerated negative beliefs or expectations about
oneself, others, or the world (e.g., “I am bad.” “No one can be trusted.”
“The world is completely dangerous.” “My whole nervous system is
permanently ruined.”

3.

Persistent, distorted cognitions about the cause or consequences of the
traumatic event(s) that lead the individual to blame
himself/herself/others.

4.

Persistent negative emotional state (e.g., fear, horror, anger, guilt, or
shame).

5.
6.
7.

Markedly diminished interest or participation in significant activities.

Difficulty falling or staying asleep
Irritability or outbursts of anger
Difficulty concentrating
Hyper vigilance

• Exaggerated startle response

Feelings of detachment or estrangement from others.
Persistent inability to experience positive emotions (e.g., inability
41 to
experience happiness, satisfaction, or loving feelings).

DIAGNOSTIC CRITERIA PTSD
DSM-IV Cluster E

DSM-V Cluster E

E. Duration of the disturbance (symptoms in
criteria B, C, and D) is more than 1 month.

E. Marked alterations in arousal and reactivity associated

F. The disturbance causes clinically
significant distress or impairment in social,
occupational, or other important areas of
functioning.

1. Irritable behavior and angry outbursts (with little or no

Specify if: Acute: if duration of symptoms is
less than 3 months.
Specify if: Chronic: if duration of symptoms
is 3 months or more.

with the traumatic event(s), beginning or worsening after
the traumatic event(s) occurred, as evidenced by two (or
more) of the following:
provocation) typically expressed as verbal or physical
aggression toward people or objects.

2.
3.
4.
5.
6.

Reckless or self-destructive behavior.
Hypervigilance.
Exaggerated startle response.
Problems with concentration.
Sleep disturbance (e.g., difficulty falling or staying asleep
or restless sleep).

F. Duration of the disturbance (Criteria B, C, D, and E) is more
42
than 1 month.

SPECIFIERS
DSM-V Clusters G & H

DSM-IV

Specify if: Acute: if duration of
symptoms is less than 3 months.
Specify if: Chronic: if duration of
symptoms is 3 months or more.
Specify if: With delayed onset: If
onset of symptoms is at least 6
months after the stressor.

G.

The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

H.

The disturbance is not attributable to the physiological effects of a substance
(e.g., medication, alcohol) or another medical condition.

Specify whether:
With dissociative symptoms: The individual’s symptoms meet the criteria for posttraumatic stress disorder, and in addition, in response to the stressor, the individual
experiences persistent or recurrent symptoms of either of the following:

1.

Depersonalization: Persistent or recurrent experiences of feeling detached from,
and as if one were an outside observer of, one’s mental processes or body (e.g.,
feeling as though one were in a dream; feeling a sense of unreality of self or body
or of time moving slowly)

2.

Derealization: Persistent or recurrent experiences of unreality of surroundings
(e.g., the world around the individual is experienced as unreal, dreamlike, distant,
or distorted).

Note: To use this subtype, the dissociative symptoms must not be attributable to the
physiological effects of a substance (e.g., blackouts) or another medical condition
(e.g., complex partial seizures).

•

43 not met until
Specify if: With delayed expression: If the full diagnostic criteria are
at least 6 months after the event (although the onset and expression of some
symptoms may be immediate).

DSM-V DEFINITION OF TRAUMATIC EVENT:
Exposure to actual or threatened death, serious injury, or sexual violence in one (or more)
of the following ways:

• Directly experiencing the traumatic event(s);
• Witnessing, in person, the traumatic event(s) as it occurs in others.
• Learning that the traumatic event(s) occurred to a close family member or close friend (with the actual
or threatened death being either violent or accidental).

• Experiences first-hand repeated or extreme exposure to aversive details of the traumatic event(s) (e.g.,
first responders collecting human remains; police officers repeatedly exposed to details of child abuse).
Note: Criterion A4 does not apply to exposure through electronic media, television, movies, or pictures,
unless this exposure is work related.
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Lifetime Prevalence Comparison

Date

Study

Lifetime
Prevalence
%
M %F %

N

5 10.4

DSM Population

Theatre

1995 Kessler et al

8098

7.8

IVGeneral US

2005 NCS-R

5692

9.8

3.6

9.7

IVGeneral US

2013 NEETE

2953

8.3

5.4

11

VGeneral US

1988 NVVRS

3016

12.1 30.9 26.9

IVCombat Vets Vietnam

2008 RAND Corp

1938

13.8

IVCombat Vets OED & OIF

All above studies showed significantly higher lifetime prevalence in women vs. men.
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NATIONAL ESTIMATES OF EXPOSURE TO TRAUMATIC EVENTS AND
PTSD PREVALENCE USING DSM-IV AND DSM-V CRITERIA
Kilpatrick, D.G., et al. J Trauma Stress2013 October; 26(5): 537-547

1.

Explanation of lifetime PTSD prevalence for DSM-V 8.3% vs. DSM-IV 9.8%:
1. 60% exclusion of non-accidental, nonviolent deaths from Criterion A
2. 37% failure to endorse at least one active avoidance symptom

Note: Avoidance is a key symptom in the PTSD construct and clinical
presentation.

2.

Highest conditional probabilities of PTSD associated with events involving
interpersonal violence or military combat.

3.

If >1 event, then ↑ probability PTSD for reported event. So why?

•
•

PTSD symptoms to one event may exacerbate reaction to subsequent events
AND/OR
Experience of new event may reactivate or worsen symptoms to previous event.

46

BREAK!

2/18/2020

47

SYMPTOMATOLOGY
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SYMPTOMATOLOGY
CRITERION A
Exposure to actual or threatened death, serious injury, or sexual violence
in one (or more) of the following ways:
1. Directly experiencing the traumatic event(s);
2. Witnessing, in person, the traumatic event(s) as it occurs in others.
3. Learning that the traumatic event(s) occurred to a close family member or close
friend (with the actual or threatened death being either violent or accidental).

4. Experiences first-hand repeated or extreme exposure to aversive details of the
traumatic event(s) (e.g., first responders collecting human remains; police officers
repeatedly exposed to details of child abuse).
Note: Criterion A4 does not apply to exposure through electronic media, television,
movies, or pictures, unless this exposure is work related.
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SYMPTOMATOLOGY
CLUSTER B
Presence of one or more of the following intrusion symptoms associated with the traumatic event(s),
beginning after the traumatic event(s) occurred:
1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s).
• Note: In children older than 6, repetitive play may occur in which themes or aspects of the
traumatic event)s) are expressed.
2. Recurrent distressing dreams in which the content and/or affect of the dream are related to the
traumatic event(s).
Note: In children, there may be frightening dreams without recognizable content.
3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the traumatic
event(s) were recurring. (Such reactions may occur on a continuum, with the most extreme
expression being a complete loss of awareness of present surroundings.) In children, trauma
reenactment may occur in play.
4. Intense or prolonged psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event(s).
5. Marked physiological reactions to internal or external cues that symbolize or resemble the
traumatic event(s).
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SYMPTOMATOLOGY
CLUSTER C
•

Persistent avoidance of stimuli associated with the traumatic event(s),
beginning after the traumatic event(s) occurred, as evidenced by one or both of
the following:

1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings
about or closely associated with the traumatic event(s).

2. Avoidance of or efforts to avoid external reminders (people, places,
conversations, activities, objects, situations) that arouse distressing memories,
thoughts or feelings about or closely associated with the traumatic event(s).
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SYMPTOMATOLOGY
CLUSTER D
Negative alterations in cognitions and mood associated with the traumatic event)s), beginning or
worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:

1. Inability to remember an important aspect of the traumatic event(s) (typically due to dissociative
amnesia and not to other factors such as head injury, alcohol, or drugs).

2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world (e.g.,
“I am bad.” “No one can be trusted.” “The world is completely dangerous.” “My whole nervous
system is permanently ruined.”

3. Persistent, distorted cognitions about the cause or consequences of the traumatic event(s) that lead
the individual to blame himself/herself/others.

4.
5.
6.
7.

Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame).
Markedly diminished interest or participation in significant activities.
Feelings of detachment or estrangement from others.
Persistent inability to experience positive emotions (e.g., inability to experience happiness,
satisfaction, or loving feelings).
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SYMPTOMATOLOGY
CLUSTERS E & F
E. Marked alterations in arousal and reactivity associated with the traumatic event(s),
beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or
more) of the following:

1.

Irritable behavior and angry outbursts (with little or no provocation) typically expressed as
verbal or physical aggression toward people or objects.

2.

Reckless or self-destructive behavior.

3.

Hypervigilance.

4.

Exaggerated startle response.

5.

Problems with concentration.

6.

Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).

F. Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month.
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SYMPTOMATOLOGY
CLUSTERS G & H
G.

The disturbance causes clinically significant distress or impairment in social, occupational, or other
important areas of functioning.

H.

The disturbance is not attributable to the physiological effects of a substance (e.g., medication, alcohol) or
another medical condition.

Specify whether:
With dissociative symptoms: The individual’s symptoms meet the criteria for post-traumatic stress disorder,
and in addition, in response to the stressor, the individual experiences persistent or recurrent symptoms of
either of the following:

1. Depersonalization: Persistent or recurrent experiences of feeling detached from, and as if one were an outside
observer of, one’s mental processes or body (e.g., feeling as though one were in a dream; feeling a sense of
unreality of self or body or of time moving slowly)

2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g., the world around the
individual is experienced as unreal, dreamlike, distant, or distorted).
Note: To use this subtype, the dissociative symptoms must not be attributable to the physiological effects of a
substance (e.g., blackouts) or another medical condition (e.g., complex partial seizures).

•

Specify if: With delayed expression: If the full diagnostic criteria are not met until at least 6 months after the54
event (although the onset and expression of some symptoms may be immediate).

RISK FACTORS
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RISK FACTORS
•
•
•
•
•

Prior mental disorders
Exposure to prior trauma
Lower socioeconomic status
Lower education
Childhood emotional problems by age 6
yrs.

• Childhood adversity
• Economic depravation, family dysfunction,
parental separation or death

• Lower intelligence
• Family psychiatric history
• Younger age at time of trauma exposure

•
•
•
•
•
•

Female gender
Certain genotypes
Proximity to event
Intensity of event
Personal injury
Interpersonal violence

• Particularly trauma perpetrated by
caregiver

• For military: being perpetrator,
witnessing atrocities, killing enemy

• Persons with concussion and TBI run
higher risk for developing PTSD

(for adults)
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NOTE: Frequency and intensity of exposure to the traumatic event are the strongest
predictors for developing PTSD.

TRAUMATIC BRAIN INJURY (TBI)
•

Mild TBI – loss or alteration of consciousness <30 min., post-traumatic amnesia
<24 hours, focal neurologic deficits may or may not be transient, Glasgow
Coma Score (GCS) of 13-15.

•

Moderate TBI – loss of consciousness >30 min., post-traumatic amnesia >24
hours, initial GCS of 9-12.

•

Severe TBI contain all the moderate criteria listed above but with a GCS <9.

•

Approximately 80% of all TBI in civilian population are mild.

•

Military population difficult to differentiate because of nature of injuries:
blasts, blasts plus motor vehicle accidents (MVAs), MVAs alone, and gunshot
wounds. These types of injuries complicate post-concussive syndrome.
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RISK – NEW RESEARCH
“Association of Predeployment Heart Rate Variability With Risk of
Postdeployment Posttraumatic Stress Disorder in Active-Duty
Marines”
Minassian, A. et al. 2015. JAMA 72(10): 979-986

• Hypothesis: Reduced Heart Rate Variability (HRV) before trauma is associated with
development of PTSD.

• Test group: active-duty Marines 1 month prior to deployment to Iraq or Afghanistan.
2 groups: group 1: n=1415 and group 2: n=745. Total n=2792.

• Results:
•
•

Group 1:

1356 no PTSD before or after deployment; 59 new PTSD after deployment

Group 2:

720 no PTSD before or after deployment; 25 new PTSD after deployment
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HRV STUDY CON’T

Participants with low heart rate variability at
predeployment had higher prevalence of
PTSD after deployment compared to
participants with high predeployment
variability.
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HRV STUDY CON’T
•

•

ANS dysregulation perhaps explains HRV study results.

•

Increased sympathetic activation (low HRV) may reflect insufficient inhibition of HPAAxis resulting in disruption of normal stress response.

•

Or it could be a trait-like phenomenon associated with decreased resilience to stress.

Recent twin study suggests that lower HRV is not found in the unaffected twin
of veterans with PTSD and low HRV is normalized with remission of PTSD
symptoms.
Shah, AJ, et al. 2013. Biol Psychiatry. 73: (11):1103-1110
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BREAK!
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TREATMENT
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Thoughts to bear in mind when thinking about treatment:

• Persons with PTSD show uncontrollable emotional and physiological
responses to reminders of trauma.
• Involves activation of amygdala – locus of fear-driven learning

• Nature of PTSD is a learned fear response.
• Dr. Charles W. Hoge described the conundrum of PTSD in war veterans:
•

The paradox of war-related PTSD is that reactions labeled ‘symptoms’ upon return home can
be highly adaptive in combat, fostered through rigorous training and experience. For example,
hyperarousal, hypervigilance, and the ability to channel anger, shut down (numb) other emotions even
in the face of casualties, replay or rehearse responses to dangerous scenarios, and function on limited
sleep are adaptive in war.
Hoge CW. Interventions for war-related posttraumatic stress disorder: Meeting veterans where they are. JAMA 2011;306:549–551.
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More Thoughts…

• Persons with concussion and TBI run higher risk for developing PTSD
• PTSD usually accompanies other conditions including:
•
•
•
•
•

Persistent difficulties in interpersonal relationships
Mood disturbances
Chronic pain
Sleep disturbances
Other psychiatric disorders
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TREATMENT
• Cognitive Behavioral Therapy (CBT)
• Prolonged Exposure (PE)
• Eye movement desensitization and reprocessing (EMDR)
• Pharmacotherapy
• Meditation
• Virtual reality
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PHARMACOLOGICAL TREATMENTS
Current pharmacological therapies, despite their imperfections, have major
stabilizing effects on a person’s life and stabilization is a valuable treatment
goal.

• SSRIs – only FDA approved ones are sertraline (Zoloft), paroxetine (Paxil)
• fluoxetine (Prozac) and venlafaxine (Effexor) are used off-label, especially at the VA.

• Beta blockers, MAOs, tricyclics, atypical antipsychotics have been used but
do not show significant reduction in PTSD symptoms.
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PHARMACOTHERAPY CON’T
• No more than 20% of veterans are treated effectively with SSRIs.
• SSRIs more effective in acute PTSD than chronic
• Therefore, they are more effective in women than men

• Atypical antipsychotics are effective for psychotic symptoms.
• Quetiapine (Seroquel) – has shown efficacy in reducing PTSD symptoms,
particularly hyperarousal and re-experiencing, in persons with PTSD with
psychotic features.

• Olanzapine (Zyprexa) – results are mixed. Not recommended.
• Risperidone (Risperdal) – not effective and not recommended.
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TREATMENT CON’T
•

CBT
• Short term, goal-oriented psychotherapy.
• Practical approach.
• Goal is to change patterns of thinking and/or behavior which results in changes in how person feels.

•

PE exposes person, during therapy sessions and in homework practices, to inner (psychological)
and external reminders of the event in ways designed to reduce avoidance and fearfulness.

•

EMDR is a technique that combines imaginal exposure to traumatic events with repeated lateral
eye movements.

•
•

Virtual reality has been used successfully with combat vets at VA facilities.

•

Stellate ganglion block treatment showed dramatic reduction in CAPS scores in vets with PTSD.
Still in experimental stage.

New experiments are looking at reconsolidation, the process that enables retention after recall.
Drugs that interfere with re-consolidation are administered during deliberate recall of traumatic
memories, with the hope of rewiring those memories. Still in experimental stage.
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SUICIDE AND PTSD
•

1999-2010 Suicide Rate in U.S.

•
•

•

Males 19.4 per 100,000
Females 4.9 per 100,000

Fiscal year 2009 Suicide Rate in U.S. Veterans:

•
•

Males 38.3 per 100,000
Females 12.8 per 100,000

•

Highest relative risk observed in those wounded multiple times and/or
hospitalized for a wound, suggesting intensity of combat trauma and number of
times it occurred may influence suicide risk.

•

National Comorbidity Survey showed robust relationship between PTSD and
suicide after controlling for other comorbid disorders.
National Center for PTSD
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RESILIENCE
• Resilience is the process of adapting to and bouncing back from adversity.
To bend without breaking

• Steven Southwick and Dennis Charney identified 10 coping mechanisms that foster
resilience:
1. Maintaining optimism
2. Using cognitive & behavioral strategies to face fear
3. Being guided by a personal moral compass
4. Drawing on religion & spirituality
5. Support from family members & peers
6. Finding a role model to emulate
7. Being physically fit
8. Being mentally fit
9. Practicing cognitive & emotional flexibility
10. Finding meaning & purpose in life
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Southwick, S. M., & Charney, D. S. (2012). Resilience: The science of mastering life's greatest challenges. New York: Cambridge University Press.

POSTTRAUMATIC GROWTH
•

Generally defined as “positive personal changes that result from the struggle to deal with
trauma and its psychological consequences.”

•

Can be palliative (e.g., providing comfort) or constructive (generating personal growth or
transformation).

•

Balance of above changes over time to meet each person’s personal development over time.
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MORALITY AND MORAL INJURY
• Moral injury – defined as “perpetrating, failing to prevent, bearing
witness to, or learning about acts that transgress deeply helpd moral
beliefs and expectations.”
Litz, B. T., Stein, N., Delaney, E., Lebowittz, L., Nash, W. P., Silva, C., & Maguen, S. (2009). Moral injury and moral repair in war Veterans: A preliminary model
and intervention strategy. Clinical Psychology Review, 29, 695-706.

• Moral injury may come from direct participation in acts of combat
(killing or harming others) or indirect acts (witnessing death, failing to
prevent immoral acts of others, giving or receiving orders perceived as
gross moral violations.
Drescher, K. D., Foy, D. W., Kelly, C., Leshner, A., Schutz, A., & Litz, B.T. (2011). An exploration of the viability and usefulness of the construct of
moral injury in war Veterans. Traumatology, 17, 8-13.
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MEANING MAKING
• Global belief structures
• Internal, cognitive structures that make up our understanding of how the world
works. These are our expectations.

• Appraised meaning of specific events
• Internal appraisals of things such as threat, loss, challenge, as well as why these
events occurred.

• Person may conclude his/her appraisal of cause is in conflict with or not
reconcilable with global beliefs.
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HOW TO MAKE NEW MEANING

• Making sense from loss.

Can happen when person sees the event as
fitting in their existing worldview, e.g., God’s will or expected in war.

• Look at positive implications of loss.

Can be a greater appreciation of
life, personal growth from the event, or placing higher value on existing
relationships following loss.

• Traumatic loss makes the above difficult.
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GUILT, SHAME AND FORGIVENESS

• Guilt – sense of remorse cause by feeling responsible for some offense.
• “I did something bad.”
• Trauma survivors
•
•
•
•

Survivor guilt
Unable to rescue others
Actions committed during event
Feeling responsible for event

• Shame occurs when people think there’s something wrong with them.
• “I am bad.”
• Believe they could have prevented event or changed outcomes.
• View themselves as damaged.
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JUST WORLD BELIEF
• Idea that good things happen to good people and bad things happen to
bad people. Belief that life is fair.

• People have trouble making sense of a world where this doesn’t happen.
• How can God allow terrible things to happen to good people?
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FORGIVENESS

•

Process of replacing negative thoughts, feelings, behaviors toward the offender
with positive ones.

•

Carrying anger toward another is like drinking poison and hoping the other
person dies.

•

Forgiveness is NOT condoning, excusing, denying, forgetting, or reconciling.

•

The most important person to forgive is yourself.
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Thank you!
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HPA-Axis

1

2
3

4

Outline of the control of glucocorticoid secretion.
1. A stressor is sensed or anticipated in the brain,
triggering the release of CRH (and related
hormones) by the hypothalamus.
2. These hormones enter the private circulatory
system linking the hypothalamus and the anterior
pituitary, causing the release of ACTH by the
anterior pituitary.
3. ACTH enters the general circulation and
4. triggers the release of glucocorticoids by the
adrenal gland.
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Neurons of the hippocampus of a rat

Healthy neurons

Neurons with their projections
atrophied by sustained stress
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