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This medical discussion paper will be useful to those seeking general
information. It is intended to provide a broad and general overview of a topic
and is written to be understood by lay individuals. Discussion papers are not
peer reviewed and do not necessarily represent the views of the Tribunal. A
vice-chair or panel may consider and rely on the medical information provided
in the discussion paper, but the Tribunal is not bound by the discussion paper
in any particular case. It is always open to parties to an appeal to rely on or
distinguish a medical discussion paper, or to challenge it with alternative
evidence.

Post Traumatic Stress Disorder

POST TRAUMATIC STRESS DISORDER
Background
Trauma has long been associated with psychological symptoms and disability.
Various labels have been used for war-related trauma including: irritable heart
in US Civil War, Shell Shock in World War I, Battle Fatigue in World War II and
Post Traumatic Stress Disorder in the Vietnam War. Since the Vietnam War the
diagnosis of Post Traumatic Stress Disorder has been extended to non-war
trauma including work place accidents, natural disasters and motor vehicle
accidents. In addition, the sequelae of childhood sexual and physical abuse are
understood as a form of PTSD that affects personality development,
interpersonal relationships and affect regulation (ability to deal with various
feelings) extending into adulthood.

Definition of PTSD
Trauma: For PTSD to develop, the person must have suffered or witnessed an
event that involved actual or threatened death or serious injury to self or others.
According to Diagnostic Statistical Manual IV (DSM IV) the person's response
must have included intense fear, helplessness or horror. Thus, there is now a
subjective aspect to the trauma with the emphasis being shifted from the
severity of the trauma to the person's reaction to the trauma in this version of
the DSM.
Symptom Clusters: There are 3 symptom clusters according to DSM IV, which
define Post Traumatic Stress Disorder. The clusters are re-experience
traumatic event, avoidance & emotional numbing and increased arousal. The
symptoms must be present for at least one month and cause significant distress
and/or impair functioning.
The traumatic event is re-experienced in 1 or more of the following ways:
z
z
z

Recurrent & intrusive distressing recollections and dreams of the event
Acting or feeling as if the trauma were reoccurring
Psychological distress and/or physiological reactivity when exposed to
cues that resemble an aspect of the traumatic event
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Avoidance of stimuli associated with trauma and a general numbing of
responsiveness indicated by 3 or more of the following:
z

z

z
z
z
z
z

Avoidance of thoughts, feelings or conversation associated with the
trauma
Avoidance of activities that will arouse recollection of the trauma (places
or people)
Inability to recall an important aspect of event
Markedly diminished interest in significant activities
Feelings of detachment
Restricted range of mood
Sense of foreshortened future

Symptoms of increased arousal as indicated by 2 or more of the following:
z
z
z
z
z

Difficulty falling or staying asleep
Irritability or outbursts of anger
Difficulty concentrating
Hyper-vigilance
Exaggerated startle response

Subtypes of PTSD: Acute PTSD is defined by symptoms lasting less than 3
months. If symptoms persist more than 3 months then the disorder is identified
as chronic. In some situations PTSD symptoms may develop long after the
traumatic event and it is classified as delayed onset if symptoms begin 6
months after the event. Unfortunately there is not an accepted time limit
between experiencing the trauma and the development of PTSD. In some
circumstances PTSD develops decades after the initial trauma and may be
triggered by a reminder of the trauma (i.e. World War II veterans developing
PTSD 30 years later) or after experiencing another trauma (i.e. early childhood
trauma with no apparent PTSD and subsequent development of PTSD
following sexual harassment as an adult).

PTSD Subtypes
Time
Trauma Duration 1 Month 1-3 Months 3+ Months Onset after 6 months
Acute
Stress
Disorder
[Fig. 1: PTSD Subtypes]
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Acute Stress Disorder
Until Diagnostic Statistical Manual IV (DSM IV) there has been no diagnostic
entity or clinical term for trauma symptoms that occur immediately after the
trauma. In military settings the term Combat Stress Reaction was used for
acute trauma related to war activities but it had no equivalent term in the civilian
psychiatric literature until recently. Acute Stress Disorder (ASD) emerged with
the publication of the DSM IV. In Acute Stress Disorder the symptoms onset
and resolve within 4 weeks of the traumatic event. If the symptoms persist
beyond 4 weeks then the diagnosis becomes PTSD. At this time, Acute Stress
Disorder has not been well studied but further investigations may help us
understand who goes onto develop PTSD and what are the appropriate
interventions for ASD to reduce the risk of developing PTSD. Usually Critical
Incident Stress Debriefing is offered after a significant trauma in the workplace
but the benefit of this intervention is controversial and some studies suggest
that it may be harmful in some circumstances.

Epidemiology-How Common is it?
The lifetime rates for PTSD in the general population in the USA are estimated
to be 8% based on several epidemiological studies (Kessler 1995). There is a
gender difference with 5% of men and 10% of women experiencing PTSD in
their lifetime. There is limited Canadian data with one study showing a 1-month
prevalence of 2.7% in women and 1.2% in men (Stein 1997). Approximately 4060% of patients with PTSD have symptoms that become chronic i.e. last longer
than 6 months. In addition, co-morbidity, i.e. other disorders being present with
PTSD, is very common. Up to 80% of patients with PTSD also experience other
disorders, such as major depression, anxiety, substance abuse.

Development of PTSD
In considering the development of PTSD, features of the trauma as well as the
characteristics of the individual need to be carefully considered.
The Trauma: The lifetime prevalence of exposure to traumatic events in the
general population is high. In Canada it is estimated that 74% of women and
81% of men have been exposed to an event that could cause PTSD. The risk
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of developing PTSD given exposure to trauma (conditional risk) is estimated to
be 10-25%. The types of traumas experienced by each gender have some
unique features with women frequently experiencing interpersonal trauma such
as rape and childhood sexual assault while men frequently experience physical
violence, accidents and witnessed violence. Even though men have a higher
prevalence of exposure to traumatic events, women are more likely to develop
PTSD even when the type of trauma is controlled. PTSD is also more likely to
develop with interpersonal violence such as assault or rape than natural
disasters.

Traumatic Events & PTSD Development by Gender
Males (%)

Females (%)

Trauma
prevalence
(%)

Probability of
PTSD
associated
with trauma
(%)

Probability of
PTSD
Trauma
associated
prevalence with trauma
(%)
(%)

Rape
Molestation
Physical attack
Combat
Trauma to loved one
Threat with weapon
Accident
Natural disaster with
fire
Witness violence
Neglect
Physical abuse
Other trauma

0.7
2.8
11.1
6.4
11.4
19.0
25.0
18.9
35.6
2.1
3.2
2.2

65.0
12.2
1.8
38.8
4.4
1.9
6.3
3.7
6.4
23.9
22.3
12.7

9.2
12.3
6.9
0.0
12.4
6.8
13.8
15.2
14.5
3.4
4.8
2.7

45.9
26.5
21.3
10.4
32.6
8.8
5.4
7.5
19.7
48.5
33.4

Any trauma

60.7

8.1

51.2

20.4

Adapted from Kessler RC, et al. Arch Gen Psychiatry 1995;52:1048-1060
[Fig. 2: Traumatic Events & PTSD Development by Gender]
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The trauma sources for developing PTSD identified in the Detroit Area Survey
of Trauma (Breslau 1998) are 39% violent assault, 31% unexpected death of
loved one, 22% other shock or injury and 7% learning about trauma.

Trauma Sources of Diagnosed PTSD

Breslau et al, The 1996 Detroit Area Survey of Trauma.
N = 2181
Arch Gen Psychiatry. 1998;55;626-632
Ages = 18-45
[Fig. 3: Trauma Sources of Diagnosed PTSD]

The Individual:
The most significant personality trait, which accounts for the majority of the
variance in developing PTSD, is Neuroticism or Negative Affectivity. This is a
temperamental style where the person tends to respond easily to events with
anxiety and depression (Bowman 1999). Another important factor is locus of
control i.e. where the person believes the control or responsibility for an event
lies. If there is a mismatch between the individual's belief about where the
control should reside and where it actually resides then PTSD is more likely to
develop (i.e. if the person believes that they should have control but they
don't!). A history of previous trauma significantly increases the risk of
developing PTSD. Multiple traumas are common and the risk of PTSD
increases exponentially with multiple traumas or lifetime adversities (Paris
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2000). It is important to acknowledge that there are protective factors for PTSD
related to complex beliefs about the self, religious faith, political commitment
and self-efficacy.

Lifetime Exposure Rates to Trauma
Male
(N = 2813)

Female
(N = 2065)

Any Trauma

60.7

51.2

1 Trauma
2 Traumas
3 Traumas
4+ Traumas

26.5
14.5
9.5
10.2

26.3
13.5
5.0
6.4

Kessler et al, 1995 Arch Gen Psychiatry, 52:1048

[Fig. 4: Lifetime Exposure Rates to Trauma]

Some authors (Bowman 1999) argue that individual differences (i.e.
vulnerabilities) are more important than event characteristics in the
development of PTSD. In DSM IV, the event has to involve actual or threatened
death or serious injury to self or other and the person's reaction must have
included intense fear, helplessness or horror. This begins to shift the focus of
causation away from the characteristics of the trauma towards the individual
who is vulnerable and at risk. However it is controversial in the scientific
literature whether the individual factors are more relevant than the trauma. It is
important to be cautious that the victim is not blamed for developing PTSD
related to risk factors and vulnerabilities.
At the present time, there is no consensus whether personal vulnerability or
trauma characteristics are more important in the development of PTSD. It is
best to conceptualize the development of PTSD as an interaction between the
individual with vulnerabilities and risk factors and the trauma including the type,
characteristics, and meaning.
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Risk Factors for Development of PTSD
Risk factors must be considered along a continuum including pre- trauma, peritrauma (at the time of the trauma) and post-trauma.
Pre-Trauma: There have been studies that suggest a genetic contribution to
PTSD onset. Using a registry of Vietnam era twins, one study by Xian et al
2000 suggested that 35.5% of the variance in PTSD might be attributed to
genetic factors. Some of this variance may be shared with genetic factors
common to drug and alcohol dependence but 20% of the variance in PTSD was
due to genetic factors unique to PTSD.
The most consistent pre-trauma risk factors include female gender, past
psychiatric history, reported childhood abuse and family psychiatric history. It
should be noted that these factors are more predictive of PTSD in some
populations i.e. combat vs. civilian PTSD populations.

Pre-Trauma Predictors*
(Meta-Analysis of Risk Factors for PTSD)
FEMALES
Female Gender
Younger Age at Trauma
Low SES, education
Trauma Hx
Childhood Abuse
Psychiatric Hx

MALES
z
z Odds of Trauma Exposure Increased
z
z Younger Age at Trauma
z
z Low SES, education
z
z Race
z
z Trauma Hx
z
z Childhood Abuse
z Psychiatric Hx
z Family Psychiatric Hx
z IQ (in combat populations)
*strength of predictors vary by trauma type
Brewin et al, 2000, J. Consul. Clin. Psych, 68: 748

[Fig. 5: Pre-Trauma Predictors]
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Peri-Trauma: The predictive value of peri-trauma factors varies by trauma type.
For instance, trauma severity is a stronger predictor when the trauma involves
combat. Traumas due to deliberate human malice (versus natural or accidental
traumas) may be a stronger predictor of PTSD and reduce recovery from PTSD
(Brewin et al 2000). Peri-trauma dissociation (emotional disconnection or
"zoning out") is predictive of PTSD diagnosis lasting over 6 months in duration,
and has been associated with approximately 30% of the variance in PTSD
symptom intensity.

Peri-Trauma Predictors
z
z
z
z
z
z

Proximity/interpersonal nature of threat
Severity is stronger predictor with combat
Chronicity
Dissociation at time of trauma
Perceived helplessness
Death potential

Brewin, Andrews and Valentine, J Clin & Consult Psychology, 2000; 68:5.

[Fig. 6: Peri-Trauma Predictors]

Post-Trauma: Lack of social support is the primary post-trauma risk factor for
developing PTSD. Severity of acute symptoms is predictive of development of
PTSD.
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Post-Trauma Predictors
z
z
z
z
z
z
z

Lack of social support
Severity of acute symptoms
Lack of early intervention, access to services
Perceived shame
Poor coping skills, perceived control, attributional style
Recovery-related 2ndary stressors, ongoing life stressors
Acute physiological reactivity
Yehuda, McFarlane & Shalev, 1998 Biol Psychiatry, 44: 1305

[Fig. 7: Post-Trauma Predictors]

However, PTSD can develop when no acute symptoms were present. (Yehuda
1998). Early research suggests that acute posttraumatic symptoms of
increased heart rate and startle response are predictive of developing PTSD.

Assessment Tools
There are a variety of structured interviews and self-report measures available
for PTSD. These measures tend to be used by programs and clinicians
specialized in providing trauma services. Most individual clinicians rely on the
clinical interview to make the diagnosis. The CAPS (Clinician Administered
PTSD Scale) is commonly used and it provides information on diagnosis and
symptom level. It is most likely to be administered in a specialty trauma clinic.
The IES (Impact of Events Scales by Horowitz) is widely used, but it fails to
include the hyper-arousal symptom cluster. Other scales are used to measure
symptom frequency and severity. The Davidson Trauma Scale is a 17 item selfreport measure of PTSD, and therefore requires less time to administer. It
measures severity & frequency of all 3 DSM IV symptom clusters and tends to
be sensitive to treatment response effects. Standardized assessments tools
can assist with the diagnosis as well as monitor the effectiveness of treatment
over time. The challenge is incorporating such tools into usual clinical practice.
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Natural History
The majority of patients who develop PTSD do recover over time. For example,
a longitudinal study by Shalev & Yehuda 1999 showed that 58% recovered by 9
months.

Longitudinal Course of PTSD Symptoms

Shalev & Yehuda, 1999

[Fig. 8: Longitudinal Course of PTSD Symptoms]

However, a significant number estimated to be 15-25% fail to recover for years.
On average, the clinical progression of PTSD occurs over a twenty-year span
with the patient experiencing an average of 3.3 episodes, which are each seven
years in length (Greenberg 1999)
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Average Clinical Course of Chronic PTSD

Greenberg et al, 1999 J Clin Psychiatry, 60: 7: 427
Ballenger et al, 2000, J Clin Psychiatry, 61: suppl 5: 60

[Fig. 9: Average Clinical Course of Chronic PTSD]

Diagnosis
The most common diagnostic error associated with PTSD is clinician failure to
elicit the information about trauma history (Davidson 1999). Often,
distinguishing PTSD from other disorders is difficult, as it shares many
symptoms with other psychiatric conditions. As well, the high incidence of comorbidity (other disorders being present) also complicates diagnosis as the
patient may present complaining of depressive or anxiety symptoms.
Those with a trauma history are more likely to present to their family physician
than to mental health services. There is a need to screen for PTSD in patients
with: sleep complaints, somatization (multiple physical symptoms), co-morbidity
with anxiety or depressive disorders, alcohol or chemical use, suicidal ideation,
and high rate of medical service consumption.
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There may be a delay in the onset of PTSD. If symptoms onset more than 6
months after the trauma, then PTSD is classified as delayed-onset. At times
PTSD symptoms may develop years later. This often occurs in the context of
another trauma or a significant reminder of the original trauma. For example a
police officer may witness a very severe accident that reminds him of previous
motor vehicle accidents or a woman with childhood abuse may experience
trauma symptoms when she encounters the abuser as an adult.
Misdiagnosis may occur with PTSD. Flashbacks may be misinterpreted as
hallucinations and the hyper-vigilance may be seen as paranoia. Numbing may
be misinterpreted as depression, and hyper-arousal as anxiety or mood
disorder. Avoidance behaviour may be identified as the schizoid or avoidant
personality disorder.

Differential Diagnosis
The challenge with the diagnosis of PTSD is eliciting the trauma history as well
as distinguishing PTSD from the co-morbid conditions. Kessler's co-morbidity
study (1995) showed that 79% of women and 88% of men with lifetime
diagnosis PTSD met the criteria for at least one other lifetime psychiatric
disorder. The most common co-morbid conditions are major depression, other
anxiety disorders and alcohol abuse/dependence.

Psychiatric Comorbidity of PTSD
Alcohol Abuse/Dependence
Panic
Major Depression
GAD
Agoraphobia
Social Phobia

39.9%
9.69%
48.2%
15.9%
19.25%
29.69%
Kessler et al, 1995 1995 Arch Gen Psychiatry, 52:1048

[Fig. 10: Psychiatric Comorbidity of PTSD]
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For those who are physically injured, there may be a delay in the recognition
and treatment of PTSD. PTSD symptoms may be misinterpreted as physical
symptoms. In one study of injured workers with chronic pain on disability, 34%
reported symptoms consistent with PTSD while 18% reported symptoms
consistent with partial PTSD (Asmundson 1998).
Malingering must be considered in the differential diagnosis particularly with
workplace accidents, motor vehicle accidents or military persons if
compensation is an issue. Malingering should be considered if a patient is
particularly eager to discuss the trauma as most patients with genuine PTSD
avoid discussion of such traumatic events.

Treatment
Treatment of PTSD involves psychosocial and pharmacological interventions.
The current standard of treatment is a sequenced model as proposed by
Courtois, Chu and others. These authors emphasis the importance of titration
and pacing in therapeutic work, as well as working in stages (early, middle and
late). Trauma victims must develop fundamental skills related to self-care, and
symptoms such as flashbacks, nightmares and depression must be under
control before exploring the trauma extensively. The therapeutic relationship
must be developed so that the patient can disclose trauma history in a safe
manner that is not re-traumatizing or destabilizing for the patient. The comorbidity and severity of the PTSD illness must be taken into account with
treatment planning. Co-morbid conditions such as substance abuse and
depression may also require specific treatment. A general treatment approach
is highlighted in slide 11 Treatment Approach for PTSD. Recently, treatment
guidelines for PTSD have been compiled/developed including the Expert
Consensus (Journal of Clinical Psychiatry) and the International Society of
Traumatic Stress (ISTSS) Guidelines. These guidelines have not been
disseminated too widely in Canada and thus only those practitioners
specializing in trauma would be familiar with them.
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Psychological Treatments
Psychoeducation about PTSD is an early intervention that must be provided to
trauma victims and their families. Victims need to be educated about common
symptoms of PTSD including cognitive, behavioural, affective symptoms as well
as any changes in their core beliefs i.e. the world is not a safe place.

Stages of Trauma Treatment

[Fig. 11: Stages of Trauma Treatment]

Cognitive Behavioural Therapy (CBT) has been found to be the most effective
treatment for PTSD. Irrational beliefs about guilt and safety can be confronted
and modified. Exposure therapy has been found to be particularly effective with
improvement seen in 60-70% of patients (Foa 2000). The victim constructs a
hierarchy of feared situations. The person is gradually exposed to their feared
situation while using the relaxation techniques to control anxiety. EMDR (Eye
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Movement Desensitization and Reprocessing) is a controversial treatment
developed by Dr. Francine Shapiro for PTSD treatment. It promises relatively
rapid improvement in symptoms. The technique involves bilateral stimulation of
the brain through eye movements or sounds to reprocess memories. There are
associated imagery and cognitive components as well. Further research should
clarify the role and effectiveness of EMDR.
Psychological debriefing which is a psycho-educational and supportive session
provided within 24-48 hours of the trauma had been widely adopted. The
purpose was to normalize the reaction to the trauma and encourage use of
appropriate coping skills. However, recent literature is questioning the
effectiveness of this intervention and some studies suggest that it may actually
be harmful for some people, i.e. make people more likely to develop PTSD. At
this, time studies are underway trying to clarify the issue of whether debriefing
is helpful or harmful, and when appropriate, who should receive the debriefing.

Pharmacological Treatment
The specific serotonin reuptake inhibitors (SSRIs) fluoxetine (Prozac),
paroxetine (Paxil), and sertraline (Zoloft) have been most extensively
investigated, and found to result in a reduction of symptoms in all 3 clusters in
40-85% of subjects. These agents have the least impact on the avoidance
symptom cluster. Paroxetine (Paxil) is the only SSRI medication in Canada to
have the formal indication for treating PTSD. Studies have shown improvement
in symptoms in 5-6 weeks with either 20 or 40 mg/day of Paroxetine. In the
USA Sertraline (Zoloft) is only SSRI that had received FDA approval for treating
PTSD. Other SSRIs including fluoxetine, fluvoxamine, citralopram and
nefazodone, have open studies demonstrating effectiveness in various trauma
populations. It is important to note the population used in the study, i.e. combat,
civilian interpersonal trauma vs. natural disaster. There is preliminary evidence
of effectiveness with dual acting agents (noradrenaline and serotonin) such as
venlafaxine and mirtazapine.
Other classes of medication have also been used to treat PTSD. Mood
stabilizers including carbamazepine and valproate have been used with some
reduction in re-experiencing and arousal symptoms. Newer mood stabilizers
including topiramate are showing some promising results particularly for
disrupted sleep. The traditional mood stabilizers have been used when
someone is labile, impulsive or aggressive. The atypical antipsychotics have
demonstrated some benefit for sleep and dissociation as well as
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hyper-vigilance to the point of being paranoid. For hyper-arousal, clonidine and
propanolol are sometimes used.

Long Term Outcomes & Economic Costs
The most adverse outcomes are associated with traumas that occurred in
childhood, particularly when it is repetitive. In the National Co-morbidity Survey,
PTSD was associated with 40% elevated odds of high school & college failure,
150% elevated odds of unemployment during an episode and 60% elevated
odds of marital instability.
There is an associated mortality with PTSD. PTSD patients are 6 times more
likely to attempt suicide compared to controls, and PTSD results in more
suicide attempts than in all other anxiety disorders.
PTSD results in an average work loss of 3.6 days/month with an annual
productivity loss of $3 billion in the USA. The level of productivity loss per case
is similar to levels found with depression.

Conclusion & Final Comment
Post traumatic stress disorder is a chronic mental illness that can develop after
exposure to a life event that threatens death or serious injury. Initially, the focus
for the development of PTSD was on the trauma, particularly attempting to
characterise the severity and nature of the trauma leading to PTSD. However,
large studies have shown the relative risk of developing PTSD is only 10-25%
after being exposed to a traumatic event. This has lead researchers to focus on
vulnerabilities and risk factors in those being exposed, i.e. the victim. The most
consistent pre-trauma risk factors have been shown to be female gender,
reported childhood abuse and family psychiatric history. Other relevant factors
related to the development of PTSD include dissociation at the time of the
trauma, severity of the trauma (in combat) and perceived support after the
event.
Trauma treatment has become more sophisticated with a staged, sequenced
and titrated treatment approach. In Canada there are very few specialised
trauma treatment centres/clinics, which often prevents patients from getting
appropriate treatment. Several serotonin reuptake inhibitors have been shown
to reduce some PTSD symptoms and a variety of other medications including
mood stabilisers, atypical antipsychotics have also been used. Cognitive
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Behavioural Therapy and, in particular, exposure therapy has been shown to be
effective treatment for PTSD. Unique treatments such as EMDR and other
pharmacological agents are currently being studied.
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