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Making the diagnesis

Re-Etpst@nding

IAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL DISORDERS Duration

FOURTH EDITION

- DSM-IV-TR"

Trauma




e lirauma

Criteria A :

m 1. Experiencing, witnessing, or hearing about an
event involving actual or threatened death or:
Serious injury: te selfi or others

n 2. Responds to that event withi intense fear,
helplessness or Norror



RE-EXpPErencing

1 or more of the follewing :

(1) distressing memories of the event

(2) distressing dreams of the event.

(3) flash=backs' : acting or. feeling asifi the traumatic event were recurring

(4) intense distress
arousal
on exposure tointernal or external cues to'the traumatic event



Aveidance /- Numbing

3/ 0r more of the'fiellowing;:

(1) avoidithoughts, feelings, or conversations associated with the trauma
(2) avoid activities, places, or people that arouse recollections ofi the trauma
(3) inability: torrecall’an important aspect of the trauma

(4) diminished interest or participation;in significant activities

(5) detachment or estrangement from| others

(6) restricted range of affect

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



IHYpPEer-arousal

2.0 more off thefollowing:
(1) difficulty: falling or staying asleep
(2) Irrtability

(3) difficulty concentrating

(4) hypervigilance

(5) exaggerated startle response
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ASD
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han 1 month

Acute PISD Chronic P1SD

Delayed onset PTISD



Pistress /- Impaifment
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DiiiErent PoINLS GIRVIEW

ICD
WHO / Great Britain

Does not include :
A2
Numbing

Sense of forshortening
Impairment

DSM V

Fear Circuit Disorders
( PTSD / Panic / Social + Specific Phobias )

No A2 criteria

4 symptom clusters :

. Intrusions
. Avoidance (>1 only + no numbing)
. Negative alteration in cognitions or

moods (includes disinterest /
detached)

. Alteration in arousal




Assessing P1SD

Screening and Tracking

Self-report
Robust psychometrics
Takes 5 minutes for patient to complete
Easy to score
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Epidemiology.

Epidemiology of
Tratma Exposure




EpIdemiolegy. eiitlirauma EXposure

M=61% F=51%

Multiple traumar more common then sinale = .
P =

Most comn "W 550 ek gondl e
Mosttraum ¢« * . xuf & k(. V..
Innercity:> 3sspo af e > __ .

Some occupations carryihigh riske: paramedics /i fire-tighters)/: police

Peak age of trauma risk = 16-20
Trauma exposure in past 12 months : 18-39 = 27% 40-59 = 21% >60 =14%

Inner city: Ethnic trends : USA — white rate very similar to non-white rate

Developing countries : post-conflict / low/income  trauma rate very high
=BV et HE e B2 NI S M) =i SRS A R 3 S
nearly’ 100% exposed 1o some sort: of atrocity)

A2 Criteria :  77% Who report trauma meet A2 for that event

NB: Al criteria M > E A2 criteria F>M



EpIaemioiogy: off PAISD

Western Worl ci)fﬁatf{?gnParFﬁlgﬂce . 7-9%

M=, TR Seftyices

20% F exposed to trauma > PTSD 8% M > PTSD
Why ? High toxicity trauma / Greater A2 experience

Life-time prevalélﬁz‘é of PVISiIte = ND&-sze F=27%

hlgher )53 'l, . %srggg‘?onger

(age / educatlon / ﬁrln INe plaggmer: r@jﬂ%r than ethnicity)
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Natural Histery of PAISD.

Rapid onse / “\/mr)rom peak Within first 1/12
SIEFMARAT ‘ ARSI AT ACHAT ma
Vie Ient = 12 years
Rothbaum and Foa : 2002
De 0 CASES
Chi Severe distress and impairment in women
E following rape :
_
x Initial : 94%
_|
a 1 month : 65%
Hig
. 3 months : 47%

Hu 9 months : 47%



Children Older adults

USA : age 2-17 : past 1 year Little studied.
>50% physically assaulted

Lot nl el N -_Nn7/ . _
Kl

PISD prevalence age
M=37% F=6.3%

Early severe stressor— T PTSD




CO-moKIdIty

PTSD s THE MOSH commonly co-morbid mental iliness
92% have > 1 additional Axis 1" diserder: :

+ voo o7

Bottom Line
If you diagnose PTSD, look hard for the other diagnoses

5 impairment
= difficulty to
= suicide

Usually: PTSD: comes first
Note the cluster off CSA + PISD + BPD = ‘complex” PTSD




Trauma is necessary but Wb sufficidit for the generation of PTSD

Iraumatic Stressor P 1SD



What else contributes to the risk ?

euERRLS S
Wealt piscctors Shan Yl 0o and post ayma fotor
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| atho
Closer gé@%%ﬁﬁ:i%&im;ﬁ,%y\ \IOQI lsupport

Prior adversig and trauma™ > '~
Béﬁﬁ@ﬁﬁ@m:g@ﬂ@wmﬂhhmx@melmmuma, or
give 'us what we neXd to be able to/cope\better with later
Peri-trautggial: /-setfblame / delayed disclosure

over-estimation of threat./ under-estimation ‘of safety
Previous psychopathology

eg MDD . Prior history of Antisocial PD and /D+A raise risk
of trauma exposuwe \ ~

)
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What causes PTSD ?




PsycholodicalfMoedels

LLearning /. Conditioning
Cognitive



We learn by association : Might explain the acquisition of fear

Uricondiitioned Response

i

— NO response




Undoing the connection

Repeated exposure to the Conditioned Stimulus
In the absence of the Unconditioned Stimulus

Results in the extinction of the Conditioned Response

This occurs by the formation of a new association

safe




We learn by con¥égareridedy to Mightexglammethindéhance of fear
« We get something nice
« Working hard > praise : so we keep on working hard
« We don't get something nasty
« The dentist makes me anxious, and anxiety feels nasty

If I avoid the dentist I don't feel anxious so I keep on avoiding the dentist

»
)
S

Because avoid xiefv we keep on avoiding situations that cause anxiety

Consequendf




Cognitive

Cognitivc Thcory : 101

1. E_xpcricncc = [ vent + Mcaning

2 Anxicty = fearful anticipation of future events

overestimation of threat

3. Anxicty =

underestimation of abilitg to cope




The PIISD Paradox

rlOW DOES Trlls OCCUR 7




Centres on the Just World View:

“Good things happen to good people, bad things happen to bad
people”

Trauma can impact on this in 2 ways :

1) Reinforces negative beliefs : eg “I'm bad”
“I brought it on myself because of the clothes I wore”

2) Forces a change in the belief to fit the events :
“The world is a dangerous place” / “No-one can be trusted”

Plus :

Suppression / Avoidance / Hypervigilance to threat / D+A




ihe Neurebiology: o PIISD

Neuro-anatomy:

of fear
of PTSD

Neuro-chemistry




Neuro-anatomy: ofi Fear

Cingulate cortex
(pain and visceral responses)

Formix Corpus collosum

NS

d
*\ Stria terminalis

¥
/
v 4

S
Septum '

(pleasure,
reproducthion)

Oifactory bulb

(smell)




TheIrput Circuit

Sensory

Thalamus







FeHEatiECUIt

Locus coeruleus / NA / ANS
HR+BP / arousal/attention/memory

Periaqueductal grey
Motor response : fight / flight

Parabranchial nucleus
Respiratory changes

A

OeL_ B

Affect of fear
Cognitive processing / evaluation

Activation of HPA Axis
CRF > ACTH - Cortisol




Fear Circuit changes in PTSD

Hyperactive Amygdala Underactive PFC

Evidence

Animal modelling

Functional Imaging
PET / fMRI




Neuro-chemistry: off PIISD

HPA System

CRF / Cortisol

Stress - paraventricular nucleus of Hyopthalamus release of CRF - anterior Pituitary
release of ACTH - adrenal release of glucocorticoids (including cortisol)

Cortisol : mobilises energy stores / suppresses Noradrenergic response

In PTSD : relative reduction in [cortisol]

Suggests place for : Hydrocortisone provision to boost endogenous cortisol



Treatment of PISD

| WANT YOU

TO CARE ABOUT PTSD

HELP HEAL ALL WOUNDS OF WAR




An Ideall starting premise

When terrible things happen we're meant to feel terrible

Distress after trauma is like Blood' Pressure

= We all'have it, but in some it is too high, and' it needs to be carefully treated
= [herborder between normalland abnormal'is hard to define

We are resilient

s Most traumatises
and

2S5 USing time honoured cultural
1our/alcohol)

A sub-populatio
most of whom' d

ology: when stressed,



Iihe Predicament

There is a large global frat [Rginictny, ‘nf‘ very well meaning, but
not necessarily well t& ® " «4°ring a large volume
of aid to a 5|gn|f|can @& really need it, while
many of those who G nave their problems
’ @ Fessionals.

“Hard ts tell fram beve. Conld be Suzzards. Cowld be grief cowmselfors.”



Whatfare themgnt theatments?

' Psychological Treatme
« Pharmacological Treat
« Public Mental Health'I

Evidence-Based Medicine
Guidelines




Psychoelogical lireatment

2 keys i 1)  extinction of responses to aversive stimuli (cues or
memories) through exposure

2)  cognitive re-appraisal off trauma

2 main forr

Cog)

Other form 2

Ry

Other mod: \

Viltudl REdIILy: EXpusUle



‘} EVidence 5[]

Expoesure / CBIF > =~ W/L
> NON-SPEecIfic treatment eg supportive counselling

Exposure vs CBT : short-term - edually effective (50-79% recover)
long-term. - CBI > Exposure

EMDR : NICE endorsement but : mixed head-to-head findings
eye movements give no extra benefit

Standard treatment modified to effectively treat PTSD plus :
anger / panic / D+A / Axis IT (" including complex PISD")



Poor Outcome Favourable Outcome

History of childhood trauma

Physical injury from trauma
Female
Co-morbid GAD
Low suicidality
Low functionality (GAF )
Able to form relationships
Using BZDs during treatment

High EE at home or living alone

High depression/pain/anger




Phalimacoelogical lireatment

Cutting straight to the chase




In closer detail - The RCTs

Anti-depressants
= SSRIs

= Venlafaxine / Mirtazapine
Anti-adrenergics
Anti-convulsants
Atypical Anti-psychotics
Steroids
NMDA agenists




Antidepressants

YfElafaxine

TiRament sf slagistsoin all guidelines — reasonable support for all available SSRIs
(efectvientp iRl Gestfefhe8REcure remission

Most benefit on daytime symptoms (little effect on sleep/dreams)

Effective in acute treatment aM evention of relaése

aza

Improvement tends to accumulate over a long tlme
extending 12 weeks of treatment to 24 converted 55% non - responders to

Mayresfamnpearticular benefit for nightmares, or memory of nightmares on

wakenin
IgE PATIENT and provide MAINTENANCE to prevent relapse



Others

Antiadrenergics
= Propranolol :
reduces Intrusions and reactivity to cues
may have a prophylactic role following trauma
(7 By blocking memory: consolidation; )

= Prazoesin (@l antagonist) :
single night-time dose reduces nightmares / Improves sleep
start low, tor avoeid hypotension (1mg before bed)
mean maintenance dose = 10mg

Anticonvulsants

= Mixed results : Carbamazepine / Valproate / Lamotrigine
= Overall : adjunctive role in'co-morbid PTSD + BPAD




More others

Atypical Antipsychotics
= Non-addictive sedatives'/ al blockers so may: reduce intrusions
= Beware the metabolic syndrome
= Primarily:used'in combination withi SSRIs
= Evidence for Risperidone / Olanzepine / Quetiapine

Steroids
= May impede trauma memory. recall and so reduce re-experiencing
= Cortisol 10mg used as ‘morning| after pill*

NMDA agonist ( B'— cycleserine:)
s Enhances neurogenesis and so facilitates new: learning
s Used as adjunct to enhance effect of: exposure therapy.



Early Intervention for liralima




A stiteh In time

Tihe aim of Early Intervention is the prevention of chronic PIISD

We need to understand the course of recoyvery. from trauma

= Help offered too early it is likely to be intrusive and inappropriate for most
= Help offered too late, for those who need it, may. increase PIISD: risk

3/ time periods follow trauma :
x  Immediate (0 —48 hours) : dazed'/ anguished : Basic physiological /' safety needs
m Acute (2 days — 1 month) : best placed for eanly intervention
x  Chronic : developed maladaptive coping strategies /: persistent. P1SD

May: be prudent to focus attention on :

= [hose with severe immediate trauma reactions ( high arousal’/ depression /.
dissociation )

= [hose with past psychiatric history / past trauma history.
= [hose who face severe isolation / continued adversity.



What helps

#1 : contact + engage / safety + comfort / calm + orientate

Be supportive
Allow disclosure if initiated ( but don't force it if it's not )

Provide information : what to expect : normalise / de-stigmatise
what support services are available and when to use them

Encourage positive coping strategies and healthy behaviours
Increase social support

Consider medication for symptom containment : anxiety / insomnia




The ABCs of PTSD and the ACC

TI‘IC Accidcnt Compcnsation Act 2001




Mental injury

Definition : a clinically significant behavioural, cognitive, or
psychological dysfunction



Entitlements

A PErson Nas COVEr for a Work-related mental injury: if
nental injury IS causea by a single event that
the ¢ r)er ON EXPEFIER

IS an event that r"OJLJ rea soruJI\/ DE €
men'cal Injury to people generally

A work-related personal Injury IS a personal injury that a person
suffers

E
E
E
E
E

> whnile at any place for the purposes of their employment

,.n

O Work-related mental injury.

Further offences relating to female genital mutilation
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Post-Traumatic Stress Disorder (PTSD) Guide - How do I know if I have PTSD?

Post-Traumatic Stress A doctor or mental health professional Advertisements
Disorder (FTSD) diagnoses FTSD based on the sympioms
described by the patient. Your doctor or mental
What is PTSD? health professional will perform a thorough
psychological evaluation, asking you to
What are the describe the symptoms you are experiencing,
symptoms of PTSD? when and how often they occur, and how
intense they are. He or she may also ask you
about the traumatic event that triggered your
symptoms. You may also be given a physical
examination to rule out other medical probems.

What causes PTSD?

Who is at risk
for PTSD?

- In order to be officially diagnosed with PTSD, you must meet certain criteria laid out
EDW f:; 'S'B';UW ifl in Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the
ave ?

American Psychiatric Association. The criteria for diagnosis with PTSD are:

What treatments are + You experienced or witnessed a fraumatic event which involved death or
available for PTSD? serious injury (or the threat of same), or a threat to the physical integrity of Ads by Google

oneself or others .
How can | DSM-IV-TR Manual Online
prevent PTSD? ' f(our.respons.re to thg event in\{olved intens_e fear, helplessness, or horror (or DSM-IV codes, diagnoses, deciaion

in children: disorganized or agitated behavior). trees and criteria sets online
When should | seek * You persistently re-experience the event in one of the following ways: www.appi.org/PsychiatryOnline
medical care?

+ recurrent distressing thoughis, perceptions, or images of the event

More information + recurrent distressing dreams of the event NZ Health Insurance Quote

about FTSD + Feeling as if the event were happening again through hallucinations Get quotes & advice - and choose

or dissociate episodes (flashbacks) ::'l::'?lLofngsyngz Health nsurance
About this Guide + Intense psychological distress or physical stress reaction upon

exposure to things that remind you of the event
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