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H STCORI CAL PERSPECTI VE

A. Shakespeare recogni zed the uni que effect of trauma on
menory: Qut, Qut damm spot...a flashback!!! And then a
request for treatmnent.

Canst thou not mnister to a mnd di seased,
Pluck fromthe nenory a rooted sorrow,

Raze out the witten troubles of the brain,

And with sonme sweet oblivious antidote

G eanse the fraught bosom of that perilous stuff
Wi ch wei ghs upon the heart?

--Macbeth to the Doctor of Physic requesting treatnent for
Lady Macbeth

B. Janet Justine and fl ashbacks of seeing cholera victins as
a child.

C. Vietnam and the devel opnent of DSMI I
D. TV dramatizations: MASH and ER

DSM 1V CRI TER A
PCSTTRAUVATI C STRESS DI SORDER

A.  The person has been exposed to a traumatic event in which
both of the foll ow ng were present:
(1) actual or threatened death or serious injury, or a
threat to the physical integrity of self or others
(2) response included fear, helplessness, or horror
B. The traumatic event is persistently reexperienced in at
| east on of the follow ng ways:
(1) intrusive recollections
(2) recurrent dreans
(3) acting or feeling as if the event were recurring
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(4) psychol ogical distress with exposure to cues of the
event
(5) physiological reactivity to cues of the event

C. Persistent avoidance of stinuli associated with the trauma
and nunbi ng of general responsiveness (not present before the
trauma), as indicated by three of the foll ow ng:

(1) avoi dance of thoughts feelings, or conversation

related to the trauma

(2) avoi dance of people, places, or things that arouse

recol | ections of the event

(3) inability to recall an inportant aspect of the

trauma

(4) dimnished interest in activities

(5) detachnent form others

(6) restricted affect

(7) sense of foreshortened future

D. Persistent synptons of increased arousal as indicated by
at | east two of the follow ng:

(1) difficulty falling or staying asleep

(2) irritability or anger outbursts

(3) difficulty concentrating

(4) hypervigilance

(5) exaggerated startle response

E. Duration is nore than one nonth

F. Distress or inpairnent in social, occupational, or other
inportant areas of life function

Specify if acute (synptons |ess than 3 nonths); chronic
(greater than 3 nonths).

Del ayed onset: at least 6 nonths after the stressor

ACUTE STRESS DI SORDER

Added to DSM 1V to describe a Iimted response and possibly
predict PTSD, DSMI|—=G oss Stress Reaction"—+mmedi ate
response follow ng an extrene stressor—Ao | onger term PTSD
dx.

A. Event sane as in PTSD

B. Three of the dissociative synptons during or after the
event :

(1) nunbi ng, detachnent, or absence of awareness

(2) reduction in the awareness of surroundi ngs

(3) derealization

(4) depersonalization
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(5) dissociative amesia
These set it apart from PTSD and are probl enati c.

Persi stent re-experiencing as in PTSD
Avoi dance of event or related stimul
Anxi ety or increased arousal

Si gni ficant inpairnent

@ T m O 0O

Lasts 2 days to four weeks and occurs within 4 weeks of
t he event.

Unclear if the criteria are too stringent: dissociation may
not be a good predictor of PTSD although it may be a risk
factor for chronic PTSD. (Marshall, AJP, 11/99). People

wi th ASD have higher |evels of hypnotizability (sonewhat
tautol ogical) (Bryant, AJP, 4/01).

NATURE OF STRESSOR

A. Changed fromDSMIIIR from “outside the range of nornal
human experience” to |ife threatening.
Cinical and forensic inplications

B. Common stressors
Conbat
Crimnal Assault
Rape
Accidental Injury
Host age/ POV
Nat ural or mannade di sasters
Wtnessing assault, homcide of injury
Sexual abuse of child

C. Dose-response rel ationship
Devel opnent of synptons linked to intensity of exposure
Vet erans, natural disasters, intensity of assault
Critical threshold for single exposures

D. Subjective Response
Percei ved threat or suffering
Low controllability

E. Rape as a particularly potent event
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PREDI SPCSI NG FACTORS FOR PTSD

A Inability to “debrief” the traunma--veterans, disaster
victins; unsupportive environnent in abused children
prevents debriefing. (Data on disaster debriefing is
conflicting). Deahl's data (Abstract in PTSD Research
Quarterly, 12/01) debriefing UN peace keepers found an
i npact on ETCH use.

B. Extent of the dissociation during and i nmedi ately after
the trauma, nore dissociation increases the risk for
PTSD. (Shal ev, AJP, 2/96-study of physical injury
victinse in an ER25%w th PTSD at foll owp—predicted
by dissociation, anxiety, depression, and intrusion at
1 week).

C. H gher rates of chil dhood physical abuse in PTSD Vets
seeking treatnent which is confirnmed in civilians
exposed to assault.

D. Cenetic predisposition in twin studies (True, AGP 1993)
E. Famly history of psychopat hol ogy and PTSD

F. Wnen greater than nen
G

Physi ol ogi ¢ Response—greater at the tinme of the event
correlates with increased PTSD ri sk

H ASD, early synptons of PTSD are predictive: (Brewin, AJP
3/99, assault victinms: 19% had ASD, 20% PTSD; nunber of
sx and full ASD di agnosis were predictive of PTSD at 6
months.) (Koren, AJP 3/99, Traffic accident victins-
32% PTSD at 1 yr; PTSD at one year was predicted by
hi gher synptons inmmedi ately after the event, conpared to
no PTSD, and PTSD group had steady sx increase over
first three nonths; PTSD sx inmmedi ately after accident
were was better predictor than the severity of injury;
prenor bi d psychopat hol ogy a risk factor)

COURSE OF POSTTRAUVATI C STRESS DI SORDER

A. Posttraumatic stress synptons (PTSS) that not disorder
very common and fade shortly. Early CBT intervention may be
hel pful . (Bryant, AJP, 11/99)

B. PTSDitself is often chronic--presence of PTSD at three
mont hs predicts chronicity
PON--47% at 40 years for WWI |
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Vi etnam-15%w th PTSD at 19 years
Rape- - 65% one nont h; 45% ni ne nonths; 40%three years
Chi | dhood sexual abuse--50-90% during first year

in 2/6 studies. 4/6 studies found no PTSD

C. Breslau data (Breslau J din Psych Supp. 217 2001): Those
with PTSD dx—82% at 3 nonths, 74%at 6 nonths, 50%at 1 year,
30% at 10 years (Kessler, Arch Gen Psych 12/95); R sks for
chronicity included hi gher nunber of synptons, higher rates
of nunbing and hyperreactivity, affective disorders, and co-
exi sting nedical conditions.

D. Intensity of trauma related to duration but not an
absol ute or uni que factor

E. Menory deficits in Veterans and POM; Neurol ogic soft
signs in men(conbat vets) and wonen (Abused as
children)with chronic PTSD-al so had | ower | and nore
chi | dhood ADHD synptons conpared to control groups w th abuse
but no PTSD. cause or effect?? (Qurvits, AGP, 2/00)

F. Conorbidity—affective, substance abuse, poor role
function; Sub threshold PTSD carries simlar risk and
sui ci dal ideation—Marshall AJP 9/01); increase in sonmatic
synpt ons and poor role functioning (Breslau)

RESPONSES to WAR and DI SASTERS

A. Responses to different types of Disasters (MMIIen,
JTS, 1/00).

1) Natural disasters—+ow rates 4-8%-property danage but
| ess exposure to violent loss of life

2) Man-nmade di sast ers—technol ogi cal and cri m nal
di saster which resulted in multiple fatalities 29-54%

3) Hgher rates in conbat, POM, Rwanda (no PTSD dx but
hi gh scores on the | ES—+ntrusion and avoi dance), and rape as
above.

4) Children studied in Isreal after SCUD attacks:
stress synptons decreased in residentially stable children
but increased in displaced children; younger children's
responses were nore closely tied to nother's response than
ol der children, specifically nother's |evel of synptons
related to child's; famly cohesion predictive of outcone.
At 30 nonths 8% of children had severe PTSD sx. (Laor, AJP
7/01).

B. Are PTSD responses nornal ??

1) Yehuda reviewed this question and concl udes t hat
those who neet the criteria for PTSD have hi gh incidence of
prior psychopat hol ogy, abnormal cortisol response, high
conorbidity (50-90% . Devel opnent of PTSD is seen only in a
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mnority of people, naking exposure not the only salient
factor. (Yehuda, AJP 12/95)

2) Hgh rates of Band Dcriteria fulfillnment w thout
C—Hurricane Hugo 85% "B" and 42% D, only 6% "C': thus Only
5% wi th PTSD. Study of 130 survivors 3 nonths post 1/94
Nort hri dge, CA, earthquake: 13%had PTSD but 48% had "B" and
"D' synptons. Prenorbid psychopathol ogy predicted "C' and
PTSD criteria but not "B'" and "D'. Suggests many suffer non-
di agnostic synptons, but also may recover nore easily b/c
they lack the w thdrawal / nunbing sx. (MMl en, JTS, 1/00)

SECONDARY POST TRAUNMATI C STRESS DI SORDER

A. Trauma Wrkers at R sk—National O ganization for Victim
Assi st ance
1) Imedi ate Responders (Police, firefighters, rescue
wor ker s)
2) Later responders (nedical, energency, paranedic,
anbul ance personnel)
3) Unexpected responders (passershy)
4) Body recovery, identification, and burial personne
6) Orisis interveners (clergy, nental health and
counsel i ng wor kers)
7) Volunteers (Red Coss)
8) Renote responders (equi pnrent nai nt enance)
9) Energency support personnel (dispatchers, information
servi ces, tel ephone operators)

B. Selected Studies and R sk Factors
1) Personal factors—ndividual's history and nmakeup,
organi zational and comunity structures. (Eriksson,
JTS, 1/01): 113 aid workers—20%w th full PTSD and 19%
2/ 3 PTSD sx; overall 50%had sx in at |east one cluster.
Exposure directly or vicariously were strongest
predictors.
2) Event factors—scope, duration, intensity relationship
to trauma, identification with victim (U sano, AJP,
3/99). Cccupational exposure: (Wagner, AJP, 12/98): 318
German firefighters—28%w th PTSD—+isk factors were
exent of exposure, nunber of distressing mssions; PTSD
associ ated with depression, somatic conplaints,
subst ance, and soci al dysfunction.
3) Stress Appraisal Factors—threat perception, service
di srupti on.
4) Acut e event: Uncued recollections soon after the event
were associated wth increased risk of intrusive
t houghts and avoi dance at 6-12 nonths in workers after
an airline crash (Schooler, JTS, 10/99)
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C. Secondary Traumatic Stress Di sorder (Conpassion Fatigue,
Secondary Traumati zation, Secondary Victim zation, Burnout)
1) STSDExposure is as witness or through contact with
traumati zed victins resulting in devel opnent of re-
experi enci ng, nunbi ng/ avoi dance, and persistent arousal.
Mechani sns i ncl ude enpat hi ¢ bondi ng, sense of threat to
self, revulsion and fear through contact with trauns,
enoti onal contagi on.
2) Bur nout —a progressi ve response resulting from
cumul ati ve work exposure. Overlaps with STSD. Synptons
are physical (fatigue, somatization, illness) enotional(
anxi ety depression, irritability, qguilt,
hel pl ess/ hopel ess), behavioral (anger, wthdrawal,
subst ance abuse) work related (di mnished perfornmance,
absent eei sni | at eness, |eaving job) and interpersonal
(1 oss of enpathy, nunbness and negativism.

D. Interventions
Mul ti pl e approaches have been desi gned i ncorporating
common factors in either group or individual
i nterventions:
1) Review of events and experiences
2) Enotional ventilation
3) Enpat hy/ support from | eader/therapi st and ot her
menbers (if group)
4) Psycho-educati onal phase—preparing for responses and
normal i zi ng them discussion of self nanagenent and
si tuati on nmanagenent strategies.
5) d osure/ Assessnent of needs—eviewi ng the
intervention in positive frame, preparing for further
intervention if indicated.

I nterventions may be short termor |ong term dependi ng
on the nature of exposure (crisis v. ongoing), the

i ndi vidual s invol ved, and the systeni organi zati onal
factors.

CONCEPTUAL MODELS AND NEURCBI OLOGY

A. Learni ng nodel s

(1) Fear Conditioning--Conditioned stinmulus is paired
with an unconditioned stinulus to evoke the conditioned fear
response and subsequently the CS provokes response w t hout
the UCS. Anygdal a, | ocus cerul eus, thalanus, and
hi ppocanpus.

(2) Extinction--failure of extinction suggests the power
of the learning trial (one trial |earning)--aninml nodels
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show that extinction may not necessarily erase the | earning
but nodify it or mask it. Sensory cortex and anygdal a.

(3) Sensitization--overall increased arousal to stinuli
and substances. Nucl eus accunbens, striatum hypothal anus,
and anygdal a.

(4) “The body keeps the score,” van der Kol k--the
anygdal a keeps the score: Charney.

B. Learned Hel pl essness
(1) No perceived contro
(2) Passivity: No task invol venent
(3) Disruption of basic life style
(4) Wthdrawal from social supports
(5) Mood: depressed
Treatnent involves reversal of these patterns

C. Biochem cal systens

(1) Opiates--nunbing and pain reduction veterans and
survivors survivors. “Addiction” to abuse or trauma
hypot hesi s not well-established. Possible role of nal oxone.

(2) Dopam ne system -hypervigilance and paranoi a.

(3) Noradrenergic--panic, anxiety, startle responses.

Use of benzodi azapi nes, al cohol, opi ates.

(4) Corticosteroi ds--exaggerated cortisol responses to
stress but |ower baseline |evels (Yehuda). Appear to have
hyper sensi tive negative feedback. Cortisol responses in PTSD
are not an exaggeration of normal. Possible effects on
| earni ng and hi ppocanpal function. (Qher studies by Putnam
in teenage victins found el evated cortisol |evels but these
may not be conparable to chronic PTSD).

D. Adaptive defensive reactions
(1) Defensive responses: freeze, flight, or fight
(2) Grca-strike defenses: anal gesia, enotiona

nunbi ng, startl e-expl osive
(3) Post-strike behavior: pain, recuperation

DI AGNOSTI C APPRCACH

A. Thorough psychosoci al and psychiatric eval uation
Af fective and substance abuse

B. Trauma history

C. PTSD and Dissoci ative synptom revi ew—€APS, | ES
Di ssoci ati ve Experiences Scale and SCID-D, TSI.

TREATMENT STRATEQ ES (D ssoci ative D sorders)
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Level s of Care
|. Inpatient treatnent
A. Acute deconpensation, usually affective with
suicidality/self-destructive behavior
B. Substance abuse.
C. Triggers: acute trauma, rediscovery of trauns,
contact with perpetrator or change related to
perpetrator, |egal entanglenents, re-exposure
to rel evant cues which are inescapabl e
D. Devel opnent or presence of nore serious
di ssoci ative condition, esp. considering data
re. predisposing factors
1. Partial Hospital/lCP
Sui tabl e when patient not in danger but needs
significant support because of recurring synptons
and inability to fulfill role demands
[11. Qutpatient therapy
Sui t abl e when able to resune sone of rol e demands

Modalities
| . Individual Therapy
Re- establ i sh basic safety
Affect managenent: rel axation, diary keeping
Address cognitive distortions
Devel op narrative
Af fect processing
Rei ntegration of experience; reintegration in
rol e demands

TmooO W

1. Goup therapy
A. Psychoeducati onal overview
B. Principles to re-establish safety
C. Affect managenent techni ques,
D. lIdentification of cognitive distortions,
E. Skills devel opnent--avoid premature rechal |l enge
and exposure
F. Avoid narrative work or processing beyond basic
outline
G Self-help for substance abuse but not for PTSD
per se, Victins’ Services

Evi denced Based Treatnents for PTSD

A. Cassification Schene for studies of PTSD (Foa, 10/00
| STSS Jour nal)

1) A=Random zed, well-controlled studies

2) B=Wel | -desi gned studies wthout random zation or
pl acebo.

3) C=Naturalistic studies
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4) D=Cinical practice not subjected to enpirical study
5) E=dinical practice by a small group of clinicians
6) F=Recently develop Rx without enpirical basis

B. Revi ew of Psychot her api es

1) CBT: Exposure: "A' Ceneration of narrative and
repeated rehearsals. Best data of the CBT studies.

2) CBT. Systematic Desensitization: B/ C

3) CBT. Stress Inoculation Training: "A"

4) Psychol ogi cal debriefing: Prevents future PTSD "B";
Positively received by recipients "A"; |owered al cohol use in
soldiers returning fromBosnia (Deahl, JTS, 7/01)

5 EMDR "A/B'" Effective in several controlled studies
conpared to wait list or routine but not conpared to other
PTSD treatnents. The only conpari son agai nst PTSD specific
CBT found CBT/EMDR equal in synptomreduction but not as well
tolerated and CBT had | onger lasting effects. Further,
studi es of EMDR wi t hout eye novenents conpared to with found
no difference, suggesting that EM may not be the «critical
factor. (See PTSD Research Quarterly 12/99)

6) | magery Rehearsal for N ghtnmares—ontrolled trial
reduced ni ght mares and decreased PTSD scores; (Krakow, JANA,
10/ 1/01)

C. Revi ew of Pharmacot her api es

1) SSRISs: "A" Sertraline; "B" for fluoxetine,
paroxetine, fluvoxam ne. d obal inprovenent and reduction of
all synptons groups (although the studies vary).

2) MOs: "A/B'" ood for cluster B synptons.

3) Benzos: "B" (Good for arousal synptons.

4) Anticonvul sants: "B" Different drugs show vari abl e
effect on each of the three synptom clusters.

Details of Pharmacot herapy Review. No "magic bullet”
A. Antidepressants SSRI’'s, TCAs, SNRI, TZD, NEF nmay
be hel pful in decreasing activation and
avoi dance/ depressi ve synptons; sone intrusive
synptons may respond as well; CBT or exposure
still nore powerful for re-experiencing.
B. Mbod stabilizers: anticonvul sants—positive
results for both arousal and intrusive synptons
C. Benzodi azepi nes used carefully for hyperarousal;
2-4 ng cl onazepam nmay be hel pfu
D. donidine reduces intrusive synptons;
propranolol only in open trials for flashbacks
E. Neurol eptics
F. Correct sleep with trazadone or | ow potency

neurol eptics

10
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Zol of t study-Brady, et al JAVA 2000

12 week pl acebo-controlled study of 187 outpatient
with a primary dx of PTSD of at |east 6 nonth duration
(mean was 10 years) wth the usual exclusions for
active substance abuse, past psychosis, and
suicidality. 60%were victins of physical or sexua
assault. Sertraline given as indicated with nean dose
of 133 ny/ day. Resul ts showed gl obal inprovenent in
total CAPS score, Cd, HAM D, and Davi dson PTSD scal es
conpared to placebo but I ES score did not reach
significance (nore wei ghted toward intrusive synptons).
CAPS avoi dance and arousal inproved but not intrusion.
| nproved on all neasures of function. 53% responders v.
32%wi t h pl acebo.

Zol of t Study—bavi dson Arch Gen Psych 5/01

12 weeks pl acebo controlled 100 subjects, 108 pl acebo, *
mont h PTSD on CAPS. 60%victins of physical or sexua
assault. Mean dose 146 ng. Equal nunbers of active v.

pl acebo subjects discontinued treatnent due to s/e's.
60% responders v. 38%for placebo. |nprovenent in CAPS,
|ES, Cd, Davidson but not in HAM D, A, nor sl eep
measures (specul ated to take |onger than 12 weeks).

Al synptomclusters inproved as well

Paxi| study—Marshall, et al J din Psychophar
2/ 98

Open | abel 12 wk study of 13 conpleters. PTSD prinary.
Uilized only Davidson and |ES (self reports).
| nprovenent in all synptom areas with hyperarousal and
avoi dance inproving by 4 weeks but intrusive sx not
i mprovi ng unti | 8 weeks.

11
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