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VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE
MANAGEMENT OF POST TRAUMATIC STRESS

Core Module Summary

INITIAL EVALUATION AND TRIAGE

-
! Person exposed to trauma N .
L [B] ) Primary Symptoms Presentation Symptoms Clusters
Prevention ) o .
Physical - chronic pain, Re-experiencing:
5 Education and training migraines, or vague somatic Intrusive memories, images
Screen for PTSD symptoms to promote hardiness complaints or perceptions
[C] and resiliency Mental - substance abuse, Flashbacks
[A] MDD, anxiety, or depression Nightmares

Behavior - irritability,
avoidance, anger or
non-compliance, self risk
behavior (HIV)

Evokes aversion or fear in
provider

Change in function

Exaggerated emotion and
physical reactions

Avoidance/emotional numbing:

Avoids activity

Loss of interest

Detached

Restricted emotion
Increased arousal:

Difficulty sleeping
4 Irritability or outbursts

Are trauma-related
symptoms present?
(See sidebars)
[D]

< 2-4 days

4 days - 1 month

> 1 month
> 3 months

\ 4

Provide education and
access information
[E]

VA access to full guideline: http://www.oqp.med.va.gov/cpg/cpg.htm

Acute Stress Reaction (ASR)/
Combat or ongoing military
Operation Stress Reaction (COSR)

Go to Module A
ASR[A1]
COSR[A2]

of anger
Difficulty concentrating
Hypervigilance
Exaggerated startle response
[D]

Acute Stress Disorder
(ASD)

Go to Module B
ASD/PTSD

Acute PTSD
Chronic PTSD
* simple
» PTSD with comorbid conditions
(SUD, psychosis, bipolar, addiction)

Go to Module B
Primary Care
or Module C
Mental Health

DoD access to full guideline: http://www.qmo.amedd.army.mil/
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ANNOTATIONS

PRIMARY PREVENTION

A. Education And Training to Promote Hardiness
and Resiliency

OBJECTIVE

Prepare individuals and groups for exposure to traumatic
experiences in ways that minimize the likelihood of
development of PTSD and other trauma-related
problems.

BACKGROUND

Because exposure to traumatic stressors is part of the
expected work experience of some occupations (e.g.,
military personnel and emergency services workers), it
is sensible to make efforts to prepare individuals in these
professions for their encounter with traumatic events.
This preparation is not explicitly undertaken in most
workplaces, with some exceptions (e.g., some military
training environments). To date, research has not examined
our capacity to prepare individuals or communities for
trauma exposure. However, general principles of
preparation can be outlined that are consistent with
theoretical models of the development of PTSD,
research on risk factors for development of PTSD, and
emerging concepts of resilience and hardiness.

RECOMMENDATIONS

1. In high-risk occupations for which probability of
trauma exposure is moderate or high, efforts should
be undertaken to increase psychological resilience of
workers to the negative effects of trauma exposure.

DISCUSSION

Although little is directly known about our capacity to
prepare individuals or communities for trauma exposure,
it is possible to identify principles of preparation that are
consistent with empirical research on risk and resilience
factors and with current theories of PTSD development.
Such pre-trauma preparation can include attention to
both the ability to cope during the trauma itself and to
shaping the post-trauma environment so that it will
foster post-trauma adaptation.

Some influential theories of PTSD posit that a process
of classical conditioning can lead to development of
chronic PTSD symptomatology. In this process, stimuli
associated with the traumatic experience can elicit
responses similar to those experienced during the trauma
itself (e.g., intense anxiety). Other theories suggest that
individuals who develop negative trauma-related beliefs
(e.g., about personal guilt) will be more likely to
experience continuing trauma reactions because such
beliefs will maintain a sense of threat. Research on risk
factors for PTSD indicates that post-trauma social support
and life stress affect the likelihood of development of the
disorder. Protective factors have also been identified that
mitigate the negative effects of stress. Research is
beginning to delineate the psychological processes that
moderate an individual’s response to stress and to
explore training programs for increasing resilience to
stress. Hardiness is one personality factor that has been
demonstrated to buffer against traumatic stress and
PTSD in military veterans. Hardiness is characterized by
three key attributes: ability to perceive control over life’s
events; ability to make strong commitment to tasks; and
ability to see stressful experiences as a challenge to be
overcome. Training programs, personnel policies, and
leadership strategies that promote hardiness may thereby
increase an individual’s ability to resist the negative
effects of traumatic stress.

Such findings and theories are consistent with the
following principles of preparation:

1. Provide realistic training that includes vicarious,
simulated, or actual exposure to traumatic stimuli that
may be encountered. Examples of application of this
principle in military training include exposure to live
weapons fire, survival training or, for subgroups of
military personnel, mock captivity training. This
principle can be applied to many work roles, e.g.,
those likely to be involved in body handling might be
trained in mortuary environments. It is consistent
with classical conditioning theories in that this can
help reduce arousal or anxiety associated with
particular traumatic stimuli.
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2. Strengthen perceived ability to cope during the
trauma and with the aftermath. Realistic training
contributes to this goal. Instruction and practice in
use of a variety of coping skills (e.g., stress inocu-
lation training, problem-solving, assertion, and
cognitive restructuring) may be helpful in enabling
workers to tolerate stressful work environments. In
addition, individuals can be trained to cope with
acute stress reactions that are common following
trauma exposure. Such training experiences help to
maximize expectations of mastery of traumatic
situations and their physical and emotional sequelae.
The training must include specific, practical actions
in order to change the threatening or horrifying
situation for the better. Without such positive action
learning, "simulated" terrifying or horrifying situations
and stimuli can induce feelings of helpless that make
the training itself traumatizing.

3. Create supportive interpersonal work environments
that are likely to provide significant social support
during and after traumatic events. Efforts to build
teams and establish group cohesion among work
group members are important in this regard.
Identification and training of peer stress management
resource persons, and training and practice in the
provision of peer social support may also be useful.
Families are crucial in post-trauma support and can
be given information about and training in ways of
providing social support. Finally, competent, ethical
leadership at all levels of the organization helps
protect against traumatization.

4. Develop and maintain adaptive beliefs about the work
role and traumatic experiences that may be encountered
within it. Key beliefs will be related to realistic
expectancies about the work environment, confidence
in leadership, confidence in the meaningfulness or
value of the work role, positive but realistic
appraisals of own coping ability, and knowledge
about the commonness and transitory nature of most
acute stress reactions. It may be useful to identify and
discuss negative beliefs that sometimes arise in the
specific work environment, in order to “inoculate”
against such beliefs.

5. Develop workplace-specific, comprehensive traumatic
stress management programs. Such programs can be

a significant source of post-trauma support (e.g., via
mental health professionals) that can minimize
trauma-related problems among workers. It is
important to take steps to increase awareness of such
services and to de-stigmatize and reduce potential
negative consequences of their use. For example,
employees should be helped to understand that
seeking help in confronting symptoms and problems
early in their development is likely to be more
effective than avoiding them or keeping them secret
from others, but that even long hidden or persisting
PTSD can be treated.

Comprehensive preparation programs that target and
integrate these principles and that are, themselves,
integrated into existing unit/community support systems
may be expected to be most helpful.

POPULATIONS AT-RISK FOR DEVELOPING PTSD

B. People At-Risk For Developing Stress Symptoms
After Trauma

OBJECTIVE

Identify persons at risk for developing a traumatic stress
disorder (PTSD) after trauma exposure.

BACKGROUND

Although exposure to trauma is common, several risk
factors for the development of PTSD have been identified.
Risk factors for developing PTSD can be grouped as
characteristics related to the trauma itself, pre-trauma
factors and post-trauma factors.

» Trauma-related risks include the nature, severity,
and duration of the trauma exposure. For example,
life-threatening traumas such as physical injury or
rape pose a high risk of PTSD. A prior history of
trauma exposure conveys a greater risk of PTSD
from subsequent trauma.

* Pre-trauma risk factors include adverse childhood,
younger age, female gender (not in military
cohorts), minority race, and low socioeconomic or
educational status.

* Post-trauma risks include poor social support and
life stress. A greater risk for developing PTSD may
be conveyed by post-trauma factors (e.g., lack of
social support and additional life stress) than pre-
trauma factors.
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The development of Acute Stress Disorder (ASD) at the
time of the trauma is also a risk for developing PTSD.
Similarly, dissociation at the time of the trauma appears

to be an important predictor for the establishment of
chronic PTSD.

RECOMMENDATIONS

1. Persons exposed to trauma should be assessed for
known risk factors for developing PTSD — both
pre-trauma risks and post trauma risks.

2. The trauma type, nature and severity should be
assessed.

3. Assessment of existing social supports and ongoing
stressors is important.

4. Patients with Acute Stress Disorder (ASD) warrant
careful clinical attention, as they are at high-risk for
developing PTSD.

5. Patients with dissociative symptoms may also warrant
careful clinical attention.

SECONDARY PREVENTION - SURVEILLANCE
SCREENING

C. Screen For PTSD Symptoms
OBJECTIVE

Identify possible cases of PTSD.
BACKGROUND

Patients don’t often self-identify as suffering with

PTSD, and patients with unrecognized PTSD are often
difficult to treat because of poor patient/provider

rapport, anger and distrust, somatization, and other
trauma-related problems. Research supports the utility of
brief screening tools for identifying undiagnosed cases
of PTSD. Identification of PTSD may help facilitate
development of rapport, suggest treatment options and
potentially improve outcomes for these patients.

RECOMMENDATIONS

1. All new patients should be screened for symptoms of
PTSD initially and then on an annual basis or more
frequently if clinically indicated due to clinical
suspicion, recent trauma exposure (e.g., major
disaster) or history of PTSD.

2. Patients should be screened for symptoms of PTSD
using paper and pencil or computer-based screening
tools.

3. No studies are available that compare the benefits of
one PTSD screening tool versus another. However,
the following screening tools have been validated and
should be considered for use:

* Primary Care PTSD Screen (PC-PTSD)
* PTSD Brief Screen
 Short Screening Scale for DSM 1V PTSD

4. There is, as yet, insufficient evidence to recommend
special screening or differing PTSD treatment for
members of any cultural or racial groups

D. Are Trauma Related Symptoms Present?

OBJECTIVE

Identify people exposed to trauma who are at risk for
developing acute stress reaction (ASR) acute stress
disorders (ASD) or Post-Traumatic Stress Disorder
(PTSD).

BACKGROUND
Warning Signs of Trauma Related Stress (APA)

Individuals who have experienced a traumatic event
oftentimes suffer psychological stress related to the
incident. In most instances, these are normal reactions to
abnormal situations. Individuals who feel they are
unable to regain control of their lives or who experience
the following symptoms for more than a month, should
consider seeking outside professional mental health
assistance. The American Red Cross is now working
with mental health professionals trained in trauma. For
information or a referral, contact the local American Red
Cross chapter or the American Psychological
Association at 202-336-5800.

The symptoms to watch out for include:
* Recurring thoughts, mental images or nightmares
about the event
* Having trouble sleeping or changes in appetite

» Experiencing anxiety and fear, especially when
exposed to events or situations reminiscent of the
trauma
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» Being on edge, being easily startled or becoming
overly alert

» Feeling depressed, sad and having low energy

» Experiencing memory problems including difficulty
in remembering aspects of the trauma

* Feeling "scattered" and unable to focus on work or
daily activities

* Having difficulty making decisions

» Feeling irritable, easily agitated or angry and
resentful

» Feeling emotionally "numb," withdrawn,
disconnected or different from others

* Spontaneously crying, feeling a sense of despair and
hopelessness

* Feeling extremely protective of, or fearful for, the
safety of loved ones

» Not being able to face certain aspects of the trauma

and avoiding activities, places, or even people that
remind you of the event

RECOMMENDATION

1. Individuals who are presumed to have symptoms of
PTSD or who are positive for PTSD on the initial
4-item screening should receive specific assessment
of their symptoms.

2. Useful information may include details such as time
of onset, frequency, course, severity, level of distress,
functional impairment, and other relevant infor-
mation.

3. The elapsed time since the exposure to trauma is very
important in assessing the risk of developing PTSD
and determining the appropriate intervention. The
following definition will help providers select the
appropriate treatment algorithm.

STRESS RELATED DISORDERS & SYNDROMES
DEFINITIONS

Trauma: an extreme traumatic stressor involving direct
personal experience of an event that involves actual or
threatened death or serious injury, or other threat to one's
physical integrity; or witnessing an event that involves
death, injury, or a threat to the physical integrity of
another person; or learning about unexpected or violent
death, serious harm, or threat of death or injury experienced

by a family member or other close associate. The
person's response to the event must involve intense fear,
helplessness, or horror

Acute Stress Reaction (ASR) during

an Ongoing Military Operation or, Combat and
Operational Stress Reactions (COSR): broad group of
physical, mental and emotional signs, which result from
heavy mental and emotional work during difficult
conditions. Onset of at least some signs and symptoms
may be simultaneous with the trauma, itself or may
follow the trauma after an interval of hours or days.
Symptoms include depression, fatigue, anxiety,
decreased concentration/memory, hyperarousal or any of
the four clusters above that have not resolved within 4
days after the event, after a rule-out of other disorders.

Acute Stress Disorder (ASD): clinically significant
(causing significant distress or impairment in social,
occupational, or other important areas of functioning)
symptoms >2 days, but <I month after exposure to a
trauma as defined above (may progress to PTSD if
symptoms last >1 month).

+ Exposure to trauma as defined above.

+ Either while experiencing or after experiencing the
distressing event, the individual has at least three of
the following dissociative symptoms:

1. A subjective sense of numbing, detachment
and/or absence of emotional responsiveness.

2. A reduction in awareness of his/her surroundings
(e.g., "being in a daze").

3. Derealization (the feeling that familiar
surroundings or people are unreal or have become
strange).

4. Depersonalization (the feeling in an individual
that (s)he is no longer him/herself. His/Her
personality, body, external events, the whole
world may be no longer appear real).

5. Dissociative amnesia (i.e., the inability to recall
an important aspect of the trauma)

» The traumatic event is persistently re-experienced in
at least one of the following ways: recurrent images,
thoughts, dreams, illusions, flashback episodes, or a
sense of reliving the experience; or distress on
exposure to reminders of the traumatic event.

Management of Post Traumatic Stress Summary page 5





» Marked avoidance of stimuli that arouse recollections
of the trauma (e.g., thoughts, feelings, conversations,
activities, places, people, sounds, smells, etc.)

* Marked symptoms of anxiety or increased arousal
(e.g., difficulty sleeping, irritability, poor concen-
tration, hypervigilance, exaggerated startle response,
and motor restlessness)

Post Trauma Stress Disorder (PTSD): clinically
significant (causing significant distress or impairment in
social, occupational, or other important areas of
functioning) symptoms more than 1 month after
exposure to a trauma. Symptoms include:

» Exposure to trauma as defined above

» The traumatic event is persistently re-experienced in
one (or more) of the following ways:

1. Recurrent and intrusive recollections of the event,
including images, thoughts, or perceptions

2. Recurrent distressing dreams of the event

3. 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)

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

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

* Persistent avoidance of stimuli associated with the
trauma and numbing of general responsiveness (not
present before the trauma), as indicated by three or
more of the following:

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

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

3. Inability to recall an important aspect of the trauma

4.Markedly diminished interest or participation in
significant activities

5. Feeling of detachment or estrangement from others

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

7.Sense of foreshortened future (e.g., does not
expect to have a career, marriage, children, or a
normal life span)
* Persistent symptoms of increased arousal (not
present before the trauma) as indicated by at least
two of the following:

1. Difficulty falling or staying asleep
2. Irritability or outbursts of anger

3. Difficulty concentrating

4. Hypervigilance

5. Exaggerated startle response

Acute PTSD: above clinically significant (causing
significant distress or impairment in social, occupational,
or other important areas of functioning) symptoms
lasting >1 month, but <3 months after exposure to
trauma.

Chronic PTSD: above clinically significant (causing
significant distress or impairment in social, occupa-
tional, or other important areas of functioning)
symptoms lasting >3 months after exposure to trauma.

+ Simple chronic PTSD — consist of symptoms from
the above clusters

» Complex — persistent difficulties in interpersonal
relations, mood, somatization, and profound identity
problems. Complex PTSD is often associated with
sustained or repeated trauma during childhood or
adolescence (such as longstanding incest or physical
abuse), but it may also be associated with sustained
trauma in later life or may appear as a late consequence
of chronic PTSD, even if the original traumatic
stressor was a single event.

» Comorbid — also meeting DSM criteria for another

disorder such as substance abuse, depression or
anxiety disorder

PTSD with Delayed Onset: onset of above clinically
significant (causing significant distress or impairment
in social, occupational, or other important areas of
functioning) symptoms at least 6 months after exposure
to trauma.
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Combat
Stress

Acute Stess
Disorder

3 Months

Acute PTSD

Chronic
PTSD

Table 1: Common Signs After Exposure to Trauma or Loss

Physicall Cognitive/Mental(’ Emotionalll Behaviorall
* Chest pain » Blaming someone + Agitation » Alcohol consumption
+ Chills » Change in alertness * Anxiety + Antisocial acts
» Difficulty breathing » Confusion » Apprehension » Change in activity
* Dizziness » Difficulty identifying familiar | + Denial » Change in communication
* Elevated blood pressure objects or people * Depression » Change in sexual
* Fainting * Hyper-vigilance » Emotional shock functioning
* Nausea * Increased or decreased * Fear » Change in speech pattern
* Fatigue awareness of surroundings | * Feeling overwhelmed » Emotional outbursts
* Grinding teeth * Intrusive images * Grief * Erratic movements
» Headaches * Loss of orientation to time, * Guilt * Hyper-alert to environment
* Muscle tremors place, person * Inappropriate emotional * Inability to rest
* Profuse sweating * Memory problems response * Loss or increased appetite
* Rapid heart rate * Nightmares * Irritability » Pacing

» Shock symptoms
* Thirst

» Twitches

« Visual difficulties
» Vomiting

* Weakness

* Poor abstract thinking
 Poor attention

* Poor concentration

* Poor decisions

* Poor problem solving

* Loss of emotional control
» Severe pain
* Uncertainty

» Somatic complaints

« Startle reflex intensified
» Suspiciousness

» Withdrawal
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NORMALIZATION FOR ASYMPTOMATIC
SURVIVORS AND RESPONDERS

E. Normalization For Asymptomatic Survivors And
Responders

OBJECTIVE

Help trauma survivors and responders who are NOT
themselves experiencing signs or symptoms recognize
that these reactions in others are common in the aftermath
of trauma and do not signify personal inadequacy, health
problems, mental illness, or other enduring negative
consequences.

BACKGROUND

Contemporary approaches to early intervention
following trauma exposure emphasize the importance of
“normalization” of acute stress reactions. This means
that survivors or responders who show distressing
symptoms or disturbed behavior are helped to understand
that their reactions are “normal responses to the
abnormal events.” Such an approach follows from the
common clinical observation that individuals experiencing
acute stress reactions often interpret their reactions as
“personal weakness” or “going crazy,” which increases
their demoralizations and distress. Normalization is
undermined if survivors or responders who are not
feeling disruptive distress (yet) show a derogatory or
punitive attitude to others who are. Also, the persons
who most strongly deny or dissociate from their distress
may be at increased risk for developing ASD and
subsequent PTSD. The education that should go with
normalization may therefore help them recognize how to
protect themselves better and to seek care early if
symptoms do start getting the better of their “self-control.”
Even although who go on to develop PTSD may benefit
from an understanding that their symptoms do not
represent “personal weakness” and that although their
symptoms may be severe and painful, they are not losing
control of their minds.

RECOMMENDATIONS

1. Pre- and post-trauma education should include
helping asymptomatic trauma survivor or responder
understand that the acute stress reactions of other
people are common and do not indicate personal
failure or weakness, mental illness, or health
problems. Responders should be taught the simple
words and measures that will support quick recovery,
rather than push survivors toward a persisting disorder.

2. Education should include sufficient review of the
many ways that post-traumatic problems can present,
including symptoms in the ASD/PTSD spectrum,
behavioral problems with family and friends,
occupational problems, and alcohol or other
substance misuse/abuse.

3. Provide education and access information to include
the following:

* Begin with clear statement about normal ASRs,
self- and buddy-management, plus available
resources if stress symptoms persist or worsen

« Maximize positive expectation of mastery

» Demystify PTSD (before listing symptoms) and
emphasize the human brain and mind’s natural
resiliency, e.g., our forefathers/mothers, generations
ago, survived very bad situations or we wouldn’t be
here, and we can survive also

* Painful memories sometimes get stuck, through no
fault of the sufferer. Such memories cause real
biological changes that can cause physical change
and illness elsewhere in the body. Many of these
changes can be reversed. All can be compensated
for by developing new brain skills, aided by
medication when appropriate

* Professionals with special skills and capabilities
(including some religious pastors, mental health
professionals, other medical people and others with
special training and supervision) can intervene to
reverse the process.

» Resolving developing symptoms and problems.
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VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE
MANAGEMENT OF POST TRAUMATIC STRESS

Module A1 Summary

POST-TRAUMA ACUTE STRESS REACTION (ASR)
CIVILIAN POPULATION

KEY ELEMENTS

1. Provide for basic survival needs and comfort (e.g., liquids, food, shelter, clothing,
heat/cooling).

2. Help survivors achieve restful and restorative sleep.

3. Preserve an interpersonal safety zone protecting basic personal space (e.g., privacy, quiet,
personal effects).

4. Provide nonintrusive, ordinary social contact (e.g., a "sounding board," judicious uses of
humor, small talk about current events, silent companionship).

5. Address immediate physical health problems or exacerbations of prior illnesses.
6. Assist in locating and verifying the personal safety of separated loved ones/friends.

7. Reconnect survivors with loved ones, friends, trusted other persons (e.g., work mentors,
health care, clergy).

8. Help survivors take practical steps to resume ordinary day-to-day life (e.g., daily routines
or rituals).

9. Help survivors take practical steps to resolve pressing immediate problems caused by the
disaster (e.g., loss of a functional vehicle, finance, housing).

10. Facilitate resumption of normal family, community, school, and work roles.
11. Provide opportunities for grieving for losses.
12. Help survivors reduce problematic tension or anxiety to manageable levels.

13. Support survivors' helpers through consultation and training about common stress reactions
and stress management techniques.

VA access to full guideline: http://www.oqp.med.va.gov/cpg/cpg.htm December 2003 NATIONAL
DoD access to full guideline: http://www.qmo.amedd.army.mil/ CcCPG
Sponsored & produced by the VA Employee Education System in cooperation with the Offices of

Quality & Performance and Patient Care Services and the Department of Defense.
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BACKGROUND

Although acute stress reaction (ASR) is not defined in
the DSM-1V, there has long been recognition among
mental health professionals that individuals who
experience a traumatic event react in certain predictable
ways. A key point in the World Health Organization
definition (WHO, 1992) of ASR is the assertion that “the
symptoms usually appear within minutes of the impact
of the stressful stimulus or event, and disappear within
2-3 days (often within hours)” (WHO, 1992). This view
is echoed in a Guideline for Evidence-Based Early
Psychological Intervention for Victims/Survivors of
Mass Violence, released in 2002 by a collaborative
group of Federal Departments and the American Red
Cross: “a sensible working principle in the immediate
post-incident phase is to expect normal recovery.”
(NIMH, 2002).

In light of the transient nature of this reaction, health
care professionals and other caregivers need to know
how to provide optimal support to persons in the first
days following a traumatic event. In developing the
current guideline, the authors carefully reviewed the

NIMH Guideline recommendations (NIMH, 2002) and
the recommendations presented in a National Center for
PTSD Fact Sheet (Litz et al., 2002):

* Early, brief, and focused psychotherapeutic
intervention can reduce distress in bereaved
spouses, parents, and children.

 Selected cognitive behavioral approaches may help
reduce incidence, duration, and severity of acute
stress disorder, post-traumatic stress disorder, and
depression in survivors.

* When feasible, initial screening is required so that
preventive interventions can be used for those
individuals who may have difficulty recovering on
their own.

The authors of this guideline used the statements above
as a starting point for research and discussion, and have
formulated the recommendations discussed below for
the treatment of persons with ASR. Most of the
recommendations in this module are based on group
consensus. When available, the evidence and supporting
research are presented in evidence tables.
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(. )
Individual or community exposed to
trauma within the last 4 days
[A]

v

Assess briefly based on general
appearance and behavior

. J

[B]

v

Is person unstable or
dangerous to self or others, or in
need of urgent medical or
surgical attention?

[C]

VA/DoD CLINICAL PRACTICE GUIDELINE
FOR THE MANAGEMENT OF TRAUMATIC STRESS

MODULE A1 - ACUTE STRESS REACTION

Y Provide appropriate care or
refer to stabilize
Follow legal mandates

N

Assess environment for
ongoing threats
Protect from further harm

¢

Excessive arousal, dissociation,
confusion/disorientation, or
impaired function?

6

7
8
N
9
h 4
Is patient at high risk \
for developing PTSD?
[F]

'y

Offer contact/access information
Repeat screen for traumatic stress
frequently
Provide secondary prevention
and education

For person during
ongoing military operation
See Module A2: COSR

v

Assess medical and fuctional status
[D]
Assess pre-existing psychiatric and
medical conditions
[E]

v

Ensure basic physical needs are met
[G]

v

Initiate acute interventions
(See sidebar)

v

Excessive arousal,

ASSESSMENT

a) Symptoms

b) Trauma

c) Risk factors

d) Medical status

e) Mental status

f) Functional status

g) Psychosocial status
h) Dangerousness

i) Unit disruption

IMMEDIATE NEEDS

Survival

Safety

Security

Food

Shelter

Sleep

Medical care (first aid)
Mental health triage
Orientation

Communication with family friends
and community

ACUTE INTERVENTIONS

Provide:

» Acute symptom management [ H ]
* Education & normalization [ J ]
* Social & spiritual support [ K ]
» Consider medication [ L ]

(avoid use of benzodiazepines)
Avoid:

* Individual debriefing [ 1]
» Compulsory group debriefing

dissociation, impaired function, or Y
confusion/disorientation?
[M]
N
Y
A 4
12 . 11
Monitor and follow up Refer to mental health
as indicated [N]
[O]

10/03
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ANNOTATIONS
ASSESSMENT RECOMMENDATIONS
A. Trauma Exposure 1. Identification of a patient with ASR symptoms is
DEFINITION based on observation of behavior and function.

Traumatic events are events that cause a person to fear
that he or she may die or be seriously injured or harmed.
These events also can be traumatic when the person
witnesses them happening to others. Such events often
create feelings of intense fear, helplessness, or horror for
those who experience them. Among the common kinds
of traumatic events are:

» Combat in a war zone

» Rape or other sexual assault

» Natural disaster (e.g., hurricanes, floods or fires)
* Child physical and/or sexual abuse

» Domestic violence (battering)

* Motor vehicle accidents

» Exposure to the sudden or unexpected death of
others

» Sudden life-threatening physical illness (e.g., heart
attack or cancer).

B. Screen For ASR

Identify individuals who may be at risk for endangering
themselves or others due to emotional distress or
functional incapacity.

Screening and needs assessments for individuals, groups
and populations are important for the provision of
informed early intervention following a major incident
or traumatic event. Initial reactions following trauma are
varied, complex, and unstable (see Core Module Table
0-1 for a list of common signs after exposure to trauma
or loss). There are a number of possible reactions to a
traumatic situation that are considered within the "norm"
for persons experiencing traumatic stress. These
reactions are considered ‘normal’ in the sense of
affecting most survivors, being socially acceptable,
psychologically effective, and self-limited. At this stage
(less than 4 days after the trauma exposure), it is
important not to classify these reactions as “symptoms”
in the sense of being indicative of a mental disorder.

2. There is no evidence to support any specific
screening tool.

3. Individuals exhibiting the following responses to
trauma should be screened for ASR:

* Physical: exhaustion, hyperarousal, somatic
complaints (GI, GU, MS, CV, Resp, NS),
Conversion Disorder symptoms

* Emotional: anxiety, depression, guilt/hopelessness

* Behavioral: avoidance, problematic substance use

 Cognitive/mental: amnestic or dissociative
symptoms, hypervigilence, paranoia, intrusive
re-experiencing.

An acute stress reaction may occur concurrent with
other wounds or illnesses. As in any medical condition,
providers should confirm that the symptoms are not due
to identified medical/surgical conditions requiring other
urgent treatment. ASR does not require a specific
traumatic event and may result from cumulative
exposure to multiple stressors.

In the aftermath of a disaster, most of those suffering
from acute trauma will be easy to spot. Those who have
been injured will be obvious. Among the uninjured there
will also be many who look stunned, appear pale and
faint, or be shaking. Some of those who appear to be
suffering from trauma may not even be the actual
victims of the disaster, but witnesses or rescuers who
may be deeply affected by what they have or are seeing.
Some may not be immediately identifiable as trauma-
tized because they may be highly active - looking for
others or after others, organizing help and rescue. A
percentage of these may, in the next days or weeks,
develop symptoms of trauma.
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C. Dangerousness To Self Or Others
RECOMMENDATIONS

1. Acute medical issues should be addressed to preserve
life and avoid further harm:

* ABC’s (Maintain: Airways, Breathing,
Circulation)
 Substance intoxication or withdrawal

» Danger to self or others: suicidal, homicidal
behavior

* Self-injury or mutilation
* Inability to care for oneself.
2. A safe, private and comfortable environment should
be arranged for continuation of the evaluation.
+ Establish a working treatment alliance with the
patient

* Maintain a supportive, non-blaming,
non-judgmental stance throughout the evaluation

» Help with the removal of any ongoing
traumatic event

* Minimizing further traumas that may arise from
the initial traumatic event.

» Assess and optimize social supports.
3. Legal mandates should be followed:

» Reporting of violence, assault
+ Confidentiality for the patient
* Mandatory testing

 Attend to chain of evidence in criminal cases (e.g.
rape, evaluation)

* Involuntary commitment procedures if needed.
4. Carefully consider the following potential
interventions to secure safety:
* Find safe accommodation and protect against
further trauma
* Voluntary admission
* Restraint/seclusion only if less restrictive
measures are ineffective
* Forced medications.
First aid can be applied to stress reactions of the mind as
well as to physical injuries of the body. Psychological
first aid can be envisioned as the mental health correlate

of physical first aid, with the goal being to “stop the
psychological bleeding”. The first, most important
measure should be to eliminate (if possible) the source
of the trauma or to remove the victim from the
traumatic, stressful environment. Once the patient is in a
safe situation, the provider should attempt to reassure
the patient, encourage a professional, healing relationship,
encourage a feeling of safety, and identify existing social
supports.

Psychological first aid really means assisting people
with emotional distress whether it results from physical
injury, disease or excessive traumatic stress. Emotional
distress is not always as visible as a wound, a broken leg
or a reaction to pain from physical damage. However,
overexcitement, severe fear, excessive worry, deep
depression, misdirected aggression, or irritability and
anger are signs that stress has reached the point of
interfering with effective coping.

For extended discussion of dangerousness -
See Module B — Annotation C

D. Obtain Assessment of Medical and Functional
Status Based on General Appearance and Screening
Instruments

RECOMMENDATIONS

1. Medical status should be obtained for all persons
presenting with symptoms to include:

* History, physical examination and a neurological
examination

 Use of prescribed medications, mood or
mind-altering substances and possible biological
or chemical agent exposure

* A minimal mental status examination to assess
cognitive function.

2. The history and physical examination findings should
lead the provider to other assessments as clinically
indicated. There is no test for acute stress reaction, so
testing is directed towards detection of associated
medical conditions. Assessment may include:

* Screen for toxicology if the symptom presentation
indicates

» Radiological assessment of patients with focal
neurological findings or possible head injury
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» Appropriate laboratory studies to rule out medical
disorders that may cause symptoms of acute stress
reactions (e.g., complete blood count [CBC],
chemistry profile, thyroid studies, HCG, EKG,
EEG)

3. A focused psychosocial assessment should be
performed including active stressors, losses, current
social supports, basic needs (e.g. housing, food,
financial resources)

4. A brief assessment of function based on general
appearance and behavior should be completed to
evaluate: 1) objectively impaired function;

2) subjectively impaired function; 3) baseline level of
function (LOF) vs. current LOF; and 4) family and
relationship functioning.

The approach to triage in the immediate response to
traumatic exposure for service members with symptoms
during ongoing military operations may vary markedly
from the management of civilians exposed to traumatic
events. Combat and operational stress reactions (COSR)
management is targeted to preserve the fighting force
and return the service member (SM) to functional status.

SEE MODULE A2 - Management of Combat And
Operational Stress Reaction (COSR)

E. Assess Pre-Existing Psychiatric And Medical
Conditions

Circumstances brought about by a traumatic event may
complicate any existing psychiatric conditions or may
exacerbate pre-existing pathology. Establishing safety
and assurance may enable people to get back on track,
and maintain their pre-trauma stable condition.

RECOMMENDATIONS

1. Assessment of patients with pre-existing psychiatric
conditions to identify the vulnerable, high risk
individuals and groups.

2. Referral to mental health specialty when indicated or
emergency hospitalization if needed.

F. Risk Factors For Developing ASD/PTSD

Not all trauma survivors develop permanent disorder. In
fact, many recover. Thus, the search for risk factors that
increase vulnerability to chronic PTSD occurred early in
the history of the disorder. The study of risk factors has

become increasingly popular, emphasizing environmental
and demographic factors, personality and psychiatric
history, dissociation, cognitive and biological systems,
and genetic or familial risk.

Early identification of those at-risk for negative
outcomes following trauma can facilitate prevention,
referral, and treatment. Screening for current
psychopathology and risk factors for future impairment
can be accomplished via brief semi-structured interviews
and standardized assessment questionnaires. Screening
should address past and current psychiatric and
substance use problems and treatment, prior trauma
exposure, pre-injury psychosocial stressors, and existing
social support. Event-related risk factors should also be
assessed, including exposure to death, perception of
life-threat, and peri-traumatic dissociation.

RECOMMENDATIONS

1. Individuals exposed to trauma should be screened for
one or more of the following risk factors for
developing ASD/PTSD.

Pre-traumatic factors

* Ongoing life stress
 Lack of social support
* Pre-existing psychiatric disorder

* Other pre-traumatic factors including: female
gender, low socioeconomic status, lower level of
education, lower level of intelligence, race
(Hispanic, Japanese, other ethnic minority),
reported abuse in childhood, report of other
previous traumatization, report of other adverse
childhood factors, family history of psychiatric
disorders, poor training or preparation for the
traumatic event.

Peri-traumatic or trauma related factors

» Severe trauma

* Type of trauma (interpersonal traumas such as
torture, rape or assault convey high risk of PTSD)

 High perceived threat to life
+ Age at trauma (school age youth, 40-60 years of age)
« Community (mass) trauma

* Other peri-traumatic factors including: history of
peri-traumatic dissociation and interpersonal trauma.
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Post-traumatic factors

* Ongoing life stress

» Lack of social support
» Bereavement

* Major loss of resources

* Other post-traumatic factors including: children at
home and female with distressed spouse.

Risk Factors for ASD?

When evaluating risk factors for ASD, the clinician
should keep in mind that ASD is defined as occurring in
the first four weeks after a traumatic event. Thus pre-
traumatic and peri-traumatic factors will be more likely
to be relevant in this period. While it is possible that
post-traumatic factors such as loss of financial resources
may play a role, in many cases not enough time will
have passed following the trauma for these factors to
have developed.

Risk Factors for PTSD?

When evaluating risk factors for developing PTSD, the
clinician should keep in mind that PTSD is defined as
occurring only after four weeks have elapsed following
a traumatic event. PTSD symptoms, however, may not
appear until a considerable time has passed, sometimes
surfacing years later.

Patients who are totally incapacitated, physically
injured, or suffered major losses, are also at higher risk
for developing PTSD. Different types of trauma have
different toxicity, e.g., interpersonal violence (rape
torture physical assault), is more likely to produce PTSD
than impersonal events (accidents, group trauma, etc.). A
high perceived threat to life may predict PTSD after
major traumatic injury

Another major risk factor for the development of PTSD
is poor social support at the time of the trauma. The
intrapersonal characteristic of hardiness as well as
postwar social support may be protective against
developing PTSD. In contrast, negative life events in the
postwar or trauma period are linked to PTSD. Gender
differences in PTSD risks have been reported in studies
of veterans. War-zone stressors appear preeminent for
PTSD in men. Posttrauma resilience-recovery variables

are more important for women. However, the effects of
combat exposure on women and men in recent conflicts
warrant further study.

For further discussion of risk factors for PTSD - See
Module B Annotation F

TRIAGE AND TREATMENT
G. Ensure Basic Physical Needs Are Met

Ensure trauma-exposed persons with acute stress
symptoms have their basic needs met.

Trauma victims often have significant disruption to their
routines for sleep, nutrition, exercise, access to finances,
and health care. Their normal shelter, clothing, etc., may
be destroyed or inaccessible. These disruptions are
additionally traumatizing.

RECOMMENDATIONS

1. Acute intervention should ensure that the following
needs are met:

Basic Needs

« Safety/Security/Survival
* Food, hydration, clothing and shelter
 Sleep

» Medication (i.e., replace medications
destroyed/lost)

» Orientation

* Communication with family, friends and
community

* Protection from ongoing threats/toxins/harm.
Psychological First Aid

» Protect survivors from further harm
* Reduce physiological arousal

* Mobilize support for those who are most
distressed

» Keep families together and facilitate reunion with
loved ones

* Provide information, foster communication and
education

 Use effective risk communication techniques.
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DISCUSSION

Psychological first aid should be envisioned as the
mental health correlate of physical first aid, with the
goal being to “stop the bleeding”. The patient should be
removed from the traumatic situation. When the
situation is safe, the clinician should attempt to reassure
the patient and encourage a feeling of safety.

In the Disaster Mental Health Response Handbook
(Raphael, 2000), a group of PTSD experts propose three
stages of care:

Protect:

Find ways to protect survivors from further harm and
from further exposure to traumatic stimuli. If possible,
create a "shelter" or safe haven for them, even if it is
symbolic. The fewer traumatic stimuli people see, hear,
smell, taste, or feel, the better off they will be.

Direct:

Kind and firm direction is needed and appreciated.
Survivors may be stunned, in shock, or experiencing
some degree of dissociation. When possible, direct
ambulatory survivors:

* Away from the site of destruction

» Away from severely injured survivors
* Away from continuing danger

Connect:

Survivors who are encountered will usually have lost
connection to the world that was familiar to them. A
supportive, compassionate and nonjudgmental verbal or
nonverbal exchange between you and survivors may
help to give the experience of connection to the shared
societal values of altruism and goodness. Help survivors
connect:

* To loved ones

* To accurate information and appropriate resources

* To locations where they will be able to receive
additional support

Triage:

The majority of survivors experience normal stress
reactions. However, some may require immediate crisis
intervention to help manage intense feelings of panic or
grief. Signs of panic are trembling, agitation, rambling
speech, and erratic behavior. Signs of intense grief may
be loud wailing, rage, or catatonia. In such cases,
attempt to quickly establish therapeutic rapport, ensure
the survivor's safety, acknowledge and validate the
survivor's experience, and offer empathy. Medication
may be appropriate and necessary, if available.

H. Acute Symptom Management

It is likely that not all patients will require intervention
immediately following a traumatic occurrence.
Depending on the intensity and duration of the trauma,
there will be people who will make it through unharmed.
Often, if a person appears to be coping well and denies
symptoms of ASD or PTSD, they may not need
specialized care.

For people who show signs of ASD or PTSD (including
symptoms of intrusive recollections, avoidance,
numbing, and physiological hyperarousal when
confronted with reminders of the trauma) psychological
intervention, either alone or in combination with
medication, may be indicated.

RECOMMENDATIONS

1. Symptoms treatment should be provided after basic
needs are met (sleep, normalization, and other
non-pharmacological modalities).

2. Apply a series of specific psychological interventions
(individually or in a group) to reduce acute stress
symptoms and to address both general recovery and
specific symptoms (e.g., breathing/relaxation
treatment).

Individual psychological interventions may include:

» Assurance/reassurance

* Defusing (3-phased discussion provided within
hours of the crisis for purpose of assessment
triage and acute symptom mitigation)

+ Mitigate fear and anxiety
 Sleep hygiene
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* Re-establish routine
* Exercise and nutrition
* Bereavement
» Survivor success
» Advise about alcohol/substance use
* Modulate mood/irritability
Group psychological interventions

* Groups may be effective vehicles for providing
trauma related education, training in coping skills,
and increasing social support especially in the
context of multiple group sessions.

 Group participation should be voluntary.

3. Peoples’ reaction to ASR varies. Some want and feel
a need to discuss the event and some have no such
need. Respect individual and cultural preferences in
the attempt to meet their needs as much as possible.
Allow normal recovery and monitor.

4. Consider a short course of medication for some
individuals targeted for specific symptoms (e.g., sleep
disturbance). [See Annotation M]

I. Psychological Debriefing

Reduce risk for development of PTSD following
traumatic event.

In recent years, providing psychological debriefings to
subjects following exposure to a traumatic event has
been touted as an effective means of reducing subsequent
development of PTSD. It has been widely used with
victims of natural and man-made disaster as well as
public safety personnel, crime and accident victims.

The approach grew out of practices and experiences
involving the military of the United States and other
western nations. For soldiers exhibiting signs of acute
stress reactions following combat-related traumatic
events, the practice of conducting early debriefings as
part of a larger restoration approach, appeared to have
significant impact on reducing more permanent
disability.

The use of debriefings soon after exposure to traumatic
events became part of military doctrine in the United
States and elsewhere, as well as part of standards for
early response to catastrophe for organizations such as

the Red Cross. Unfortunately, the technique appears to
be of little help, and potentially harmful, as prophylaxis
for PTSD

DEFINITIONS

In considering the use of debriefings as part of early
interventions following trauma exposure, a distinction
between the general approaches of psychological versus
operational debriefings is in order.

Psychological Debriefing is a one-time individual
and/or group review of a traumatic event, by survivors
or other impacted persons, for the purpose of actively
encouraging the individuals to: (a) talk about their
experiences during the event, (b) recognize and
verbalize their thoughts, emotions and physical reactions
during and since the event, and (c) thereby reduce later
PTSD. Psychological debriefings are led by specially
trained debriefers according to several protocols. Some
protocols emphasize normalization of symptoms and
group support. Some include psycho-education and
information about resources for those who find they
need it.

The term “Psychological Debriefing” should not be
extended to purely informational briefings or to
operational debriefings.

Operational Debriefing is a routine individual or team
review of the details of an event from a factual
perspective, for the purpose of: (a) learning what
actually happened for the historical record or planning
purposes; (b) improving results in similar future situations
or missions; and (c) increasing the readiness of those
being debriefed for further action. Operational
debriefings are conducted by leaders or specialized
debriefers according to the organization’s standing
operational procedure.

Although operational debriefings achieve important
short-term objectives of the organization, there is
insufficient evidence that they can also reduce subsequent
PTSD or other long-term negative outcomes.
Organizations that use operational debriefings should
train their debriefers to avoid causing unintentional
psychological harm and to identify individuals who need
mental health follow-up.
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Critical Incident Stress Debriefing (CISD) is a
formalized structured method of group review of the
stressful experience of a disaster. In fact, CISD was
developed to assist first responders such as fire and
police personnel, not the survivors of a disaster or
their relatives. CISD was never intended as a substitute
for therapy, was designed to be delivered in a group
format, and is meant to be incorporated into a larger,
multi-component crisis intervention system labeled
"Critical Incident Stress Management (CISM)." CISM
incorporates several components, including pre-crisis
intervention, disaster or large-scale incident, demobi-
lization, and informational briefings, "town meetings,"
and staff advisement, defusing, CISD, one-on-one crisis
counseling or support, family crisis intervention and
organizational consultation, and follow-up and referral
mechanisms for assessment and treatment, if necessary.

RECOMMENDATION
Individual

1. Recommend against Psychological Debriefing as a
viable means of reducing acute posttraumatic distress
(ASR or ASD) or progression to post-traumatic stress
disorder.

Group

2. There is insufficient evidence to recommend for or
against conducting structured group debriefing.

3. Compulsory repetition of traumatic experiences in a
group may be counterproductive.

4. Group debriefing with pre-existing groups (teams,
units, EMTs, co-workers, family members) may assist
with group cohesion, morale and other important
variables that have not been demonstrated empirically.

5. Group participation should be voluntary.

J. Education And Normalization / Expectancy Of
Recovery

Education for trauma survivors and their families may
help normalize common reactions to trauma, improve
coping, enhance self-care, facilitate recognition of
significant problems, and increase knowledge of and
access to services. Individuals should be reassured about
common reactions to traumatic experiences and advised

regarding positive and problematic forms of coping with
them. Information about social support and stress
management is particularly important. Opportunities to
discuss emotional concerns in individual, family or
group meetings can enable survivors to reflect on what
has happened. Education regarding indicators that initial
acute reactions are failing to resolve will be important.
Signs and symptoms of PTSD, anxiety, depression,
substance use disorders, and other difficulties should be
explained. Survivors will need information about
financial, mental health, rehabilitation, legal, and other
services available to them, as well as education about
common obstacles to pursuing needed services.

RECOMMENDATION:

1. All survivors should be given educational information
to help normalize common reactions to trauma, improve
coping, enhance self-care, facilitate recognition of
significant problems, and increase knowledge of and
access to services. Such information can be delivered
in many ways, including public media, community
education activities, and written materials.

See also CORE Module — Annotation E
K. Facilitate Social and Spiritual Support

Social support will be critical for helping the individual
cope after a trauma has occurred. It may be necessary to
identify potential sources of support and facilitate
support from others (e.g., partners, family, friends, work
colleagues, and work supervisors).

Hunter (1996) notes the need for integrated care for PTSD:
“given the complex range of PTSD symptomatology, a
successful treatment program will address not only the
emotional issues that characterize the disorder but also
its psychophysiological, cognitive, and interpersonal
processes and existential meanings.”

The terms “religious” and “spiritual” are both used in
the clinical literature to refer to beliefs and practices to
which individuals may turn for support following a
traumatic event. Some researchers have attempted to
differentiate between organized practices such as
“attendance at services and other activities” and
non-organized practices, including “prayer and
importance of religious and spiritual beliefs”
(Strawbridge et al., 1998). Because the terms are so
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closely related, and because researchers in this area have
not consistently differentiated between the two concepts,
the reader should assume that in the discussion below
we refer to religion/spirituality in the general sense and
not in any specific terms.

RECOMMENDATION

1. Preserve an interpersonal safety zone protecting basic
personal space (e.g., privacy, quiet, personal effects).

2. Provide nonintrusive ordinary social contact (e.g., a
"sounding board," judicious use of humor, small talk
about current events, silent companionship).

3. Provide opportunities for grieving for losses. Provide
access to religious/spiritual resources when sought.
(Providing space and opportunities for prayers,
mantras, rites and rituals, and end-of-life care as
determined important by the patient).

4. Consider providing direct spiritual care or ensuring
patient access to spiritual care when sought.

Table 2: Summary Table - Pharmacotherapy for ASR

L. Pharmacotherapy

Stress reactions produce biologic, psychological and
behavioral changes. Biologic alterations include
disruptions in neurochemicals, sleep patterns,
hyper-arousal, and somatic symptoms (e.g., pain,
gastrointestinal symptoms, etc). Psychological changes
include: mood disturbances (e.g., emotional lability,
irritability, blunting, numbing), anxiety (e.g., increased
worry, ruminations) and cognitive disturbances (e.g.,
memory impairment, confusion and impaired task
completion).

To facilitate providing physical needs, normalization,
and psycho-education, it may be prudent, when possible,
to wait 24 to 48 hours before beginning medications.
Pharmacotherapy may be aided by determining whether
the patient suffers from excessive adrenergic arousal or
symptoms of psychomotor withdrawal. If non-pharma-
cological treatments fail to improve symptomatology,
and potential medical causes of neuropsychiatric
impairment are ruled out, then medications may be
considered.

The use of medications for short-term treatment of
targeted symptoms may be beneficial (e.g., insomnia).

R Significant Benefit Some Benefit Unknown No Benefit/Harm
A
B Propranolol
C
Other Sympatholytics
Antidepressants
| Benzodiazpines Anticonvulsants
Atypical Antipsychotics
Antihistamines
D Typical Antipsychotics

R = level of recommendation

A A strong recommendation that the intervention is always indicated and acceptable

A recommendation that the intervention may be useful/effective

A recommendation that the intervention may be considered

O ~Naw

Insufficient evidence to recommend for or against — the clinician will use clinical judgment

A recommendation that a procedure may be considered not useful/effective, or may be harmful.
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RECOMMENDATIONS

1. Strongly recommend providing for physical needs,
sleep, normalization, and other non-pharmacological
modalities.

2. Recommend the use of medication only for individuals
who do not respond to non-pharmacological treatment
as a normal recovery is expected from ASR.

3. Consider a short course of medication targeted for
specific symptoms.

4. Consider management of sleep disturbance/insomnia
(e.g., benzodiazepines, antihistamines).

5. Consider management of hyperarousal/excessive
arousal/panic attacks. (e.g. benzodiazepines,
propranolol [up to 10 days]).

6. There is insufficient evidence to support a recommen-
dation for preventative use of a pharmacological
agent to prevent the development of ASD or PTSD.

REASSESSMENT
M. Reassessment

Identify patients with persistent traumatic stress
symptoms, related dysfunction or additional treatment
needs.

Clinical reassessment within 4 days of the acute
intervention is indicated to determine if there are
persistent symptoms and to develop a follow-up plan.

Especially important are acute levels of traumatic stress
symptoms, which predict chronic problems; for
example, more than three-quarters of motor vehicle
accident patients diagnosed with ASD will have chronic
PTSD at 6 months post-trauma (Bryant and Harvey
2000). In follow-up appointments, it will be important to
screen for PTSD and other anxiety disorders, depression,
alcohol and substance abuse, problems with return to
work and other productive roles, adherence with
medication regimens and other appointments, and
potential for re-traumatization.

RECOMMENDATION

1. Treatment response to the acute intervention should
be reassessed. This should include an evaluation for
the following risk factors:

* Persistent or worsening traumatic stress
symptoms (e.g., dissociation, panic, autonomic
arousal, cognitive impairment)

+ Significant functional impairments (e.g.
role/work, relationships)

» Dangerousness (suicidal or violent ideation, plan,
and/or intent)

» Severe psychiatric comorbidity (e.g., psychotic
spectrum disorder, substance use disorder or
abuse)

* Maladaptive coping strategies (e.g., pattern of
impulsivity, social withdrawal, etc., under stress)

» New or evolving psychosocial stressors
* Poor social supports

2. Follow-up after acute intervention to determine
patient status.

 Patient does not improve or status worsens — refer
to mental health provider and/or PTSD specialty
team. Recommend continued involvement of the
primary care provider in the treatment. Patients
with multiple problems may benefit from a
multi-disciplinary approach to include occupational
therapy, spiritual counseling, recreation therapy,
social work, psychology and/or psychiatry.

 Patient demonstrates partial improvement (e.g. less
arousal, but no improvement in sleep) — consider
augmentation or adjustment of the acute
intervention within 2 weeks.

* Patient recovers from acute symptoms — provide
education about acute stress reaction and contact
information with instructions for available
follow-up if needed.
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FOLLOW-UP
N. Referral And Consultation With Mental Health

A crucial goal of follow-up activities is referral, as
necessary, for appropriate mental health services. In fact,
referral and subsequent delivery of more intensive
interventions, will depend upon adequate implementation
of screening. Screening, whether conducted in formal or
informal ways, that can best help determine who is in
need of referral. But even if those who might benefit
from mental health services are adequately identified,
factors such as embarrassment, fear of stigmatization
and cultural norms may all limit motivation to seek help
or pursue a referral. Those making referrals can directly
discuss these attitudes about seeking help and attempt to
preempt avoidance of needed services. Motivational
interviewing techniques may help increase rates of
referral acceptance.

RECOMMENDATIONS

1. Individuals who exhibit any of the following
conditions should be referred to mental health:
* Failure to respond to acute supportive interventions
» Worsening of stress related symptoms
* High potential for dangerousness
* Development of ASD/PTSD

» New onset of dangerousness or maladaptive
coping to stress

» Exacerbation of pre-existing psychiatric conditions
* Deterioration in function

» New onset stressors, poor social supports or
inadequate coping skills

O. Monitor And Follow-Up

1. Follow-up should be offered to those individuals who
request it.

2. Follow-up should be offered to individuals and groups
at high risk of developing adjustment difficulties
following exposure to major incidents and disasters,
including individuals who:

» Have acute stress disorder or other clinically
significant symptoms stemming from the trauma

* Are bereaved
* Have a pre-existing psychiatric disorder
* Have required medical or surgical attention

» Were exposed to a major incident or disaster that
was particularly intense and of long duration

Many trauma survivors experience some symptoms in
the immediate aftermath of a traumatic event. These are
not necessarily cause for long-term follow-up since, in
most instances, symptoms will eventually remit. Those
exposed to traumatic events and who manifest no
symptoms after a period of time (approximately two
months) do not require routine follow-up, but follow-up
should be provided if requested.
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VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE
MANAGEMENT OF POST TRAUMATIC STRESS

Module A2 Summary

MANAGEMENT OF STRESS REACTIONS
COMBAT AND OPERATIONAL STRESS REACTION (COSR) A 2
DURING ONGOING MILITARY OPERATIONS

Service member with symptoms of Combat and
Operational Stress Reaction (COSR)
during Ongoing Military Operation
[A]

2 v

Does SM require urgent
medical care or management
of dangerous behaviors?

Take appropriate actions

I

Assess risk of harm to self or others
Seek collateral information about stressors,
service member's function, medical history, and
absence or impairment on operation or mission
[B]

v

Can Service Member

return to duty within hours?
[C]

'y
Initiate acute interventions for COSR

Coordinate with SM's unit/command,
as is logistically feasible

v

Can Service Member return Y

to duty within 1-4 days?

Ny
Transfer to more definitive level of care

for Combat and Operational Stress Control
[E]

A 4

Return to military duty

VA access to full guideline: http://www.oqp.med.va.gov/cpg/cpg.htm
DoD access to full guideline: http://www.qmo.amedd.army.mil/
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COSR SYMPTOMS

Possible Syndrome:

« exhaustion/burnout

* hyperarousal and anxiety

» somatic complaints (Gl, GU, MS, CV, respiratory, NS)

« depression/guilt/hopelessness

« conversion disorder symptoms

« amnestic and/or dissociative symptoms

* behavioral changes

emotional dysregulation

* anger/irritability

« brief, manageable “psychotic symptoms” (e.g.,
hallucinations due to sleep deprivation, mild
“paranoia”)

COSR does not require a specific traumatic event and

can be a result of accumulating stress

COSR ACUTE INTERVENTIONS

Treat according to service member’s prior role and not
as a “patient”; avoid hospital setting
Assure or provide the following, as needed:

* Reunion or contact with primary group

* Respite from intense stress

* Thermal comfort

* Oral hydration

* Oral food

* Hygiene (toileting, shower, shave, and female needs)
* Sleep (to facilitate rest and restoration)

» Encourage talk about the event with supportive others

Reserve group debriefing for members of pre-existing
and continuing groups (voluntary attendance)

Assign appropriate duty tasks and recreational activities
that will restore focus and confidence and reinforce
teamwork

Avoid further traumatic events until recovered for full duty

Evaluate periodically

Consider using a short course of medication targeted for
specific symptoms

°
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INTRODUCTION

The approach to triage in the immediate response to
traumatic exposure for service member (SM) with
symptoms during Ongoing Military Operations is
directed by dual sets of objectives:

Military Considerations

Management of combat and operational stress reactions
(COSR) during ongoing military operations is targeted
to preserve the fighting force and return the SM to
functional status. Context and setting of care delivery
may vary markedly.

Military Clinical Objectives

1. Prevent exacerbation of symptoms / mitigate
symptoms of acute stress

2. Prevent development of traumatic stress sequelae
(e.g., Acute Stress Disorder [ASD], Post Traumatic
Stress Disorder [PTSD], depressive disorders, anxiety
disorders, and substance use disorders)

3. Keep SM with his/her unit and prevent unnecessary
medical evacuation

4. Return SM to duty as soon as possible
5. Maintain and enhance unit capabilities and readiness.

For further discussion of the key elements, please see
the VA/DoD Guideline for Management of Post
Traumatic Stress Reaction: Module Al: Acute Stress
Reaction

ANNOTATIONS

A. Service Member With Symptoms Of Combat And
Operational Stress Reaction (COSR) During
Ongoing Military Operations

BACKGROUND

Traumatic events are events that cause a person to have
the experience that he or she may die or be seriously
injured or harmed. These events also can be traumatic
when the person witnesses them happening to others.
Such events often create feelings of intense fear,
helplessness or horror for those who experience them.
Among the common kinds of traumatic events are:

* Combat in the war zone
* Rape and sexual assault

 Natural disaster (e.g., hurricanes, floods or fires)
* Motor vehicle accidents
» Exposure to the sudden or unexpected death of others

* Intense emotional demands (e.g., rescue personnel
and caregivers searching for possibly dying
survivors or interacting with bereaved family
members)

» Extreme fatigue, weather exposure, hunger, sleep
deprivation

» Extended exposure to danger, loss,
emotional/physical strain

» Exposure to toxic contamination (e.g., gas or fumes,
chemicals, radioactivity)

COSR does not require a specific traumatic event, but
may result from cumulative exposure to multiple
stressors.

RECOMMENDATIONS

1. Identify service member with symptoms compatible
with COSR. Symptoms are not attributed to identified
medical/surgical condition requiring other urgent
treatment (a service member can have COSR
concurrent with minor return-to-duty [RTD]
wounds/illness).

2. Evacuate to next level of care, if unmanageable.

3. Screen service member for symptoms of COSR,
which include:
 Exhaustion/burnout
* Hyperarousal and anxiety

* Somatic complaints (GI, GU, MS, CV, respiratory,
NS)

» Depression or guilt/hopelessness

* Conversion Disorder symptoms

* Amnestic or dissociative symptoms

* Behavioral changes

* Emotional dysregulation

 Anger/irritability

* Brief, manageable “psychotic symptoms” (e.g.,
hallucinations due to sleep deprivation and mild
“paranoia”)
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4. Address the underlying cause of symptoms (e.g. sleep
deprivation) in brief restoration program. Advise
service member’s Commander, chaplain, etc., on
follow-up actions. Document symptoms and
observations.

B. Assess Risk Of Harm To Self Or Others

Seek collateral information about stressors, and service
member’s function, medical history, and absence or
impairment on operation or mission.

OBJECTIVE

Obtain information to assess service member’s condition
and triage for appropriate care.

RECOMMENDATIONS

1. Arrange for a safe and comfortable environment to
continue the evaluation. Secure any weapons and
explosives.

2. Medical triage to rule out:

» Neurotoxicant exposure

* Head injury

* Undetected wounds

 Acute physical illness (e.g., infectious)

3. Document symptoms of COSR, obtain collateral
information from unit leaders and assess service
member’s function, to include:

» Any changes in productivity?

» Co-worker or supervisor reports of recent changes
in appearance, quality of work or relationships?

* Any tardiness/unreliability, loss of motivation or
loss of interest?

* Forgetful or easily distracted?

* Screening for substance use.
C. Can Service Member Return To Duty
Within Hours?
OBJECTIVE

Identify service members who can rapidly resume
effective functioning in the unit.

BACKGROUND

Ideally, service members who become ineffective as a
result of COSR will be returned to duty at the earliest
possible time. This is necessary, as stress-related casualties
can constitute an important source of fully trained
replacements for battlefield losses.

RECOMMENDATIONS

1. Consider the service member’s role, functional
capabilities and the complexity and importance of
his/her job when determining when to return the
service member to duty.

2. The continuing presence of symptoms of COSR alone
should not constitute a basis for preventing a return to
duty.

3. Educate and “normalize” observed psychological
reactions to the chain of command.

D. Initiate Acute Interventions For COSR

Coordinate with service member’s unit/command. Treat
within closest proximity to service member’s unit, as is
logistically feasible

OBJECTIVE
Initiate acute symptom management.
BACKGROUND

Acute interventions should be tailored to address the
individual service person, unit and military force needs
and characteristics. Early interventions should typically
seek to address diverse outcomes, with the aim of
promoting normal recovery, resiliency, and personal
growth. Collective outcomes should also be addressed,
such as social order and community/unit cohesion.

RECOMMENDATIONS
1. Maintain sense of unit integrity:

» Normalization
* Validation
+ Keep positive approach

* Set up expectation for recovery and return to duty
(role)
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2. Keep treatment consistent with the “PIES” principle:

* Proximity: Prevention and treatment are conducted
in proximity to the battlefield or the origin of the
stressor. Treatment proximate to the member’s unit
where he can be visited by fellow military members
is ideal. Consider all options for proximate
treatment; strive to maintain connection to unit to
maintain unit integrity

» Immediacy: Treatment should begin as soon as
tactically and logistically possible

» Expectancy: From the outset, the expectation is that
the SM is experiencing a normal reaction to an
abhorrently abnormal situation and will return to
duty following resolution, restitution and adaptation

» Simplicity: All modalities of prevention and
treatment are simple and clearly understood. No
dynamic therapy. No medical model. The only
“model” is the military model—military members
caring for military members.

3. Initiate treatment:

 Treat according to service member’s prior role and
not as a “patient;” avoid a hospital setting

* Assure or provide the following, as needed:
- Reunion or contact with primary group
- Respite from intense stress
- Thermal comfort
- Oral hydration
- Oral food
- Hygiene (toileting, shower, shave, and feminine)

- Sleep (To facilitate rest and restoration, use
anxiolytic medication judiciously and sparingly in
the acute setting)

- Encourage talk about the event with supportive
others.

4. Reserve group debriefing for members of pre-existing
and continuing groups at appropriate time and setting.
Attendance should be voluntary and only be
conducted by personnel trained in debriefing
methods.

5. Assign job tasks and recreational activities that will
restore focus and confidence and reinforce teamwork
(limited duty).

6. Avoid further traumatic events until recovered for full
duty.

7. Evaluate periodically.

8. Consider using a short course of medication targeted for
specific symptoms (see Pharmacotherapy for COSR).

E. Transfer To More Definitive Level of Care For
Combat And Operational Stress Control

OBJECTIVE

Transfer service member for treatment augmentation or
mental health treatment or referral.

BACKGROUND

Some patients with an acute stress response may benefit
from augmentation of the acute intervention and additional
follow-up. Because people recover from traumatic stress
at different rates, some individuals may require more
time or an adjustment of the treatment prior to
improvement.

RECOMMENDATIONS

1. Service members who do not respond to first line
supportive interventions may warrant a transfer for
treatment augmentation or mental health treatment or
referral.

2. Transfer to a more definitive level of treatment may
include more intense or prolonged treatment at a combat
refresher training facility. Service members should be
prepared for the transfer with continued positive
expectation of recovery from their symptoms and return
to normal level of functioning.

3. Ensure that casualties being transferred due to other
medical conditions (e.g., wounded in action) receive
psycho-education relating to anticipated psychological
changes, provide positive expectations, and offer support
prior to departure from area of transfer.
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VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE
MANAGEMENT OF POST TRAUMATIC STRESS

Module B Summary

POST TRAUMATIC DISORDERS IN PRIMARY CARE
Module B: ASD & PTSD in Primary Care

Patient presents to primary care with
symptoms of PTSD (positive screening
or previously diagnosed PTSD)

[A B]

v

Assess dangerousness to self/others
based on observation
[C]

v

» History: psychiatric, medical, military, marital,
family, past physical or sexual abuse, medication
or substance use, social and spiritual life

3 [ Assess environment for ongoing . Ident.ify trauma history fand dgration
threats and protTcé f]rom further harm * Obtain drug inventory (including over the counter
drugs and herbals)
5 oo "  Corroborate evaluation with family/significant other
roviae appropriate care or .
refer to stabilize. » PE and laboratory tests - evidence of trauma
Follow legal mandates - Assess for signs of trauma, substance use, or
N | comorbidity
|
v * Assess and assure safety of self and others
6 . _ [D]

Obtain medical history and observation,
physical examination, MSE, psychosocial
assessment and appropriate lab tests [ D ]
(See sidebar)

Assess function and fitness for duty [ E ]
Assess risk factors [ F ]

Is patient dangerous to
self or others or in danger or
medically unstable?

Primary care clinicians may decide to refer

* for specialized psychiatric care at any point,
7 o thore simifoant depending on how comfortable they are in
cnnicaiyrf;;fo?ngsné@lstive Y treating PTSD, the particular needs and
oy A . v preferences of the patient and the

Summarize problems and discuss
treatment options with patient/family
[H]

v

Any coexisting severe/unstable
mental conditions or Y
severe or unstable PTSD?
[1J]

N N*

10 Arrive at shared decision
regarding goals, expectations
and treatment options

v

Does provider or patient prefer v
referral to MH specialty?
[K]

v N v v
14 13 12
Consider consultation with mental health

Treat specific symptoms of PTSD [ L]
Collaborate with health members of team
(RCS, Chaplain) [M]

Address fitness for duty [DoD] [ N ]

availability of other services

9

"

Offer referral to
Mental Health specialty
Coordinate patient care

[K]

Follow-up as indicated
Screen annually for PTSD

VA access to full guideline: http://www.oqp.med.va.gov/cpg/cpg.htm
DoD access to full guideline: http://www.qmo.amedd.army.mil/
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ANNOTATIONS

A. Assessment of Trauma Exposure Related Symptoms
BACKGROUND

Posttraumatic stress disorder (PTSD) is the development
of characteristic and persistent symptoms along with
difficulty functioning after exposure to a life-threatening
experience or to an event that either involves a threat to
life or serious injury. In some cases the symptoms of
PTSD disappear with time, whereas in other cases they
persist for many years. PTSD often occurs with or
precedes other psychiatric illnesses.

The symptoms required for the diagnosis of PTSD may
be divided into 3 clusters and should be present for at
least 1 month.

* Intrusion or re-experiencing - memories of the
trauma or "flashbacks" that occur unexpectedly;
these may include nightmares, intrusive mental
images or extreme emotional distress and/or
physiological reactivity on exposure to reminders
of the traumatic event

* Avoidance - avoiding people, places, thoughts, or
activities that bring back memories of the trauma;
this may involve feeling numb or emotionless,
withdrawing from family and friends, or "self-
medicating" by abusing alcohol or other drugs

* Hyperarousal - feeling "on guard" or irritable, having
sleep problems, having difficulty concentrating,
feeling overly alert and being easily startled, having
sudden outbursts of anger.

Diagnostic criteria for acute stress disorder (ASD)
require a presentation of dissociative symptoms -
numbing, reduction in awareness, derealization,
depersonalization or dissociative amnesia.

Patients are most likely to present to primary care with
unexplained somatic and/or psychological symptoms, e.g.,
case sleep disturbance, night sweats, fatigue, difficulty
with memory or concentration, etc. In some cases,
primary care practitioners (PCPs) may consider PTSD
early and use this guideline first; whereas in others, it may
be useful to follow the algorithms and recommendation of
the DoD/VA guideline for post deployment, the VA/DoD
guideline for medically unexplained symptoms or the
VA/DoD guideline for management of depression in
primary care. All these guidelines provide a link to this
module when appropriate.

RECOMMENDATIONS
Assessment in Primary Care

1. Patients who are presumed to have symptoms of
PTSD or who are positive for PTSD on the initial
screening should receive specific assessment of
their symptoms.

2. A thorough assessment of the symptoms is
necessary for accurate diagnosis, rating the severity
of the disorder and making correct clinical
decisions.

3. Consider self-administered checklists to ensure
systematic, standardized and efficient review of the
patient’s symptoms.

4. Useful information may include details such as time
of onset, frequency, course, severity, level of
distress, functional impairment, and other relevant
information.
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Table B-1. Common Symptoms After Exposure to Trauma or Loss

* Thirst
« Visual difficulties
* Grinding teeth

» Difficulty breathing
* Rapid heart rate

» Headaches

» Vomiting

» Weakness

* Profuse sweating
» Shock symptoms

» Poor decisions
* Increased or decreased
awareness of surroundings

* Dizziness + Difficulty identifying familiar
* Chills objects or people

* Fainting * Intrusive images

* Nausea » Poor abstract thinking

» Twitches * Nightmares

» Confusion

» Poor concentration

* Hyper-vigilance

» Blaming someone

* Loss of orientation to time,
place, person

* Loss of emotional control
» Apprehension

Physical Cognitive/Mental Emotional Behavioral
* Fatigue * Poor attention * Anxiety » Change in activity
» Muscle tremors » Change in alertness * Grief » Suspiciousness
* Chest pain * Memory problems » Severe pain * Inability to rest
* Elevated blood pressure * Poor problem solving * Fear » Pacing

» Emotional outbursts
* Hyper-alert to environment

+ Agitation * Erratic movements

* Inappropriate emotional » Somatic complaints
response » Withdrawal

* Guilt * Alcohol consumption

* Denial + Antisocial acts

» Emotional shock

* Uncertainty

* Depression

* Feeling overwhelmed
* Irritability

» Change in speech pattern

* Loss of or increased
appetite

« Startle reflex intensified

» Change in sexual
functioning

» Change in communication

Initial screening is discussed in the CORE module (See
Core Module annotation E; For Screening Tools —see
appendix C ).

The DSM-IV (1994) describes three-symptom clusters
characteristic of PTSD (reexperiencing, avoidance, and
arousal).

The traumatic event is persistently reexperienced in one
(or more) of the following ways:

I.

Recurrent and intrusive, distressing recollections of
the event, including images, thoughts, or perceptions

. Recurrent distressing dreams of the event

. 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 upon
awakening or when intoxicated)

. Intense psychological distress at exposure to

internal or external cues that symbolize or resemble
an aspect of the traumatic event

. Physiological reactivity on exposure to internal or

external cues that symbolize or resemble an aspect
of the traumatic event.

Persistent avoidance of stimuli associated with the
trauma and numbing of general responsiveness (not
present before the trauma), as indicated by three (or
more) of the following:

l.

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

. Efforts to avoid activities, places or people that

arouse recollections of the trauma

. Inability to recall an important aspect of the trauma

. Markedly diminished interest or participation in

significant activities

. Feeling of detachment or estrangement from others

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

loving feelings)

. Sense of a foreshortened future (e.g., does not

expect to have a career, marriage, children, or a
normal life span).
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Persistent symptoms of increased arousal (not present
before the trauma), as indicated by two (or more) of the
following:

1. Difficulty falling or staying asleep
2. Irritability or outbursts of anger

3. Difficulty concentrating

4. Hypervigilance

5. Exaggerated startle response.

Diagnostic criteria for ASD require a presentation of
dissociative symptoms in addition to one symptom of
each of the three PTSD symptom clusters. Either while
experiencing or after experiencing the distressing event,
the individual has three (or more) of the following
dissociative symptoms:

1. Subjective sense of numbing, detachment or
absence of emotional responsiveness

2. Reduction in awareness of his or her surroundings
(e.g., "being in a daze")

3. Derealization
4. Depersonalization

5. Dissociative amnesia (i.e., inability to recall an
important aspect of the trauma).

Dissociative symptoms are not considered an essential
feature of PTSD, as they are for ASD. Dissociative
symptoms included among the diagnostic criteria for
PTSD are categorized as reexperiencing (e.g., dissociative
flashbacks) or avoidance. A number of symptoms of
avoidance could be characterized as dissociative. For
example, the dissociative symptom of numbing could be
considered an expression of a restricted range of affect
and, hence, an avoidance symptom in the PTSD
diagnosis. Feeling detached or estranged from others
(another avoidance symptom in PTSD) might also be an
example of the dissociative symptom of detachment.
Similarly, the inability to remember an important aspect
of the trauma describes the dissociative symptom of
amnesia. Stupor, another dissociative symptom, is
characterized as a decrease in activity that is both
spontaneous and responsive. Symptoms of stupor could
be interpreted as a decreased interest or participation in

significant activities, thereby qualifying as another
avoidance symptom of PTSD. Thus, while dissociation
has not been identified as a central feature of PTSD,
dissociative symptoms can contribute to a diagnosis of
PTSD, making the comparison of ASD and PTSD less
inconsistent than it might seem.

B. Assessment Of Trauma Exposure

RECOMMENDATION
1. Assessment of the trauma exposure should include:
 History of exposure to traumatic event(s)
 Nature of the trauma
 Severity of the trauma
* Duration and frequency of the trauma
» Age at time of trauma

« Patient’s reaction at time of trauma (e.g.,
helplessness, horror and fear)

 Existence of multiple traumas.

2. When assessing trauma exposure, the clinician must
consider the patient’s ability to tolerate the
recounting of traumatic material since it may
exacerbate PTSD symptoms.

3. The assessment should be performed cautiously,
especially in situations where the trauma source is
still present and the patient perceives himself or
herself to be in danger.

C. Assessment Of Dangerousness To Self Or Others
RECOMMENDATION

1. All patients with ASD/PTSD should be assessed for
safety and dangerousness including current risk to
self or others, as well as historical patterns of risk:

* Suicidal or homicidal ideation, intent (plan),
means (e.g., weapon, excess medications), history
(e.g., violence or suicide attempts), behaviors
(e.g., aggression, impulsivity), comorbidities
(substance abuse, medical conditions)

* Family and social environment — including risks
to the family

* Ongoing health risks or risk-taking behavior

* Medical/psychiatric comorbidities or unstable
medical conditions.

* Consider potential to jeopardize mission in
operational environment.
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D. Obtain Medical History, Physical Examination,
MSE And Laboratory Tests

Obtain comprehensive patient data in order to reach a
working diagnosis.

A wide range of medical conditions and treatments may
result in abnormal behavior. Many medical disorders
may produce or exacerbate psychiatric symptoms in
patients with pre-existing mental illness. Multiple
studies indicate high rates of medical disease (24 to 50
percent) in patients presenting with psychiatric
symptoms. Failure to detect and diagnose underlying
medical disorders may result in significant and unnecessary
morbidity and mortality. The converse problem is far
greater in primary care: patients present with somatic
symptoms and have psychiatric disorders that are not
properly diagnosed or treated. In one study, 5 of 6
patients with a psychiatric diagnosis had a somatic
presentation and the primary care physician made the
diagnosis only half the time; whereas for the 16% with a
psychological complaint, the correct diagnosis was made
94% of the time. A standardized approach to medical
evaluation, including a thorough history, physical
examination, laboratory evaluation, and occasionally
other ancillary testing, prevents the omission of
important aspects of the evaluation.

RECOMMENDATIONS

1. All patients should have a thorough medical and
psychiatric history, with particular attention paid to
the following:

» Baseline functional/mental status
* Past medical history

* Medications: to include herbal & over-the-counter
(OTC) drugs

* Past psychiatric history: to include: prior
treatment, past hospitalization for depression or
suicidality, and substance use disorders

e Current life stressors

If trauma exposure is recent (<1 month) particular
attention should be given to the following:

* Exposure to/environment of trauma
* Ongoing traumatic event

» Exposure, perhaps ongoing, to environmental toxin
* Ongoing perceived threat

2. All patients should have a thorough physical
examination. On physical examination, particular
attention should be paid to the neurological exam,
stigmata of physical/sexual abuse, self-mutilation, or
medical illness. Note distress caused by or avoidance
of diagnostic tests/examination procedures.

3. All patients, particularly the elderly, should have a
mental status examination (MSE) to include
assessment of the following:

* Appearance and behavior

» Language/speech

* Thought process (loose associations, ruminations,
obsessions) and content (delusions, illusions and
hallucinations)

* Mood (subjective)

+ Affect (to include intensity, range and
appropriateness to situation and ideation)

* Level of consciousness (LOC)

* Cognitive function

4. All patients should have routine laboratory
screening tests including TSH, Complete Metabolic
Panel, Hepatitis, HIV, and HCG (for females). Also
consider CBC, UA, Tox/EtoH panel and other tests
as clinically indicated.

5. Other assessments may be considered (radiology
studies, ECG and EEG) as clinically indicated.

6. All patients should have a narrative summary of
psychosocial assessments to include work/school,
family, relationships, housing, legal, financial,
unit/community involvement, and recreation as
clinically appropriate.

E. Assessment Of Functioning

One of the key goals of care is to assist the individual in
beginning to return to a normal level of function. The
clinician or caregiver must assess the individual’s
current state of health and functioning. Whenever
possible, this should include assessment of any physical
injuries, assessment of the individual’s level of
functioning and level of family and relationship
functioning.
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RECOMMENDATION

1. Assessment of global function should be obtained,
such as the Global Assessment of Function (GAF)
scale or the SF-36.

Global Functional Assessment

Consider using instruments such as the GAF
(American Psychiatric Association, 1994) or the
SF-36 (McHorney, 1994) to assess global function.
Such measures are useful for directing therapeutic
interventions and monitoring response to treatment.

Table B-2. Functional Assessment

Work » Any changes in productivity?
relationships?

» Been more forgetful, easily distracted?

» Have co-workers or supervisors commented on any recent changes in appearance, quality of work or

* Tardiness, loss of motivation, loss of interest?

Narrative Functional Assessment

Functional assessment must be considered from the
patient’s point of view as well as from the
clinician’s point of view. A narrative account
provides a more complete picture of the patient and
his/her response to trauma. It allows for targeted
social and behavioral interventions. Components of
functional assessment should include: work/school,
relationships, housing, legal, financial,
unit/community involvement, and recreation.

School » Changes in grades?
» Changes in relationships with friends?

* Increased social withdrawal?

» Recent onset or increase in acting out behaviors?
» Recent increase in disciplinary actions?

Family » Negative changes in relationship with significant others?
* Irritable or easily angered by family members?
» Withdrawal of interest in or time spent with family?

Relationships

* Any violence within the family?

Recreation » Changes in recreational interests?
» Decreased activity level?
» Poor motivation to care for self?
» Sudden decrease in physical activity?
* Anhedonia?
Housing * Does the person have adequate housing?
* Are there appropriate utilities and services (electricity, plumbing, etc)?
* Is the housing situation stable?
Legal * Are there outstanding warrants, restraining orders or disciplinary actions?
* Is the person regularly engaging in, or at risk to be involved in, illegal activity?
* Is patient on probation or parole?
* Is there family advocacy/Dept. of Social Services (DSS) involvement?
Financial * Does the patient have the funds for current necessities including food, clothing and shelter?
* Is there a stable source of income?
* Are there significant outstanding or past-due debts, alimony, child support?
» Has the patient filed for bankruptcy?
* Does the patient have access to healthcare and/or insurance?
Unit/Community * Does the patient need to be put on profile, medical examination board, or limited duty?
Involvement * Is patient functional and contributing in the unit environment?

* Is there active/satisfying involvement in a community group or organization?
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F. Assessment of Risk Factors

Following a traumatic event, a majority of those exposed
may experience posttraumatic mental responses.
However, after 9 to 12 months, 15 to 25 percent
continue to be disturbed by these symptoms. This group
with persistent symptoms may have distinct psychological,
social or biological factors that determine the presence
of these ongoing problems.

RECOMMENDATION

1. All patients should be assessed for risk factors for
developing ASD or PTSD. Special attention should
be given to post-traumatic factors (i.e., social
support and functional incapacity) that may be
modified by intervention.

2. Because of the high prevalence of psychiatric
comorbidities in the PTSD population, assessment
for depression and other psychiatric comorbidities is
warranted (see also VA/DoD Clinical Practice
Guidelines for the Management of MDD and
Psychoses).

3. Substance use patterns of persons with trauma
histories or PTSD should be routinely assessed to
identify substance misuse or dependency (alcohol,
nicotine, prescribed drugs, and illicit drugs) (see
also VA/DoD Clinical Practice Guideline for the
Management of Substance Use Disorders).

The following characteristics have been shown to be risk
factors for the development of PTSD:

Pre-traumatic factors

* Ongoing life stress
» Lack of social support
* Pre-existing psychiatric disorder

* Other pre-traumatic factors including: female
gender, low socioeconomic status, lower level of
education, lower level of intelligence, race
(Hispanic, Japanese, other ethnic minority), reported
abuse in childhood, report of other previous
traumatization, report of other adverse childhood
factors, family history of psychiatric disorders, poor
training or preparation for the traumatic event

Peri-traumatic or trauma related factors

e Severe trauma

* Type of trauma (interpersonal traumas such as
torture, rape or assault convey high risk of PTSD)

» High perceived threat to life
+ Age at trauma (school age youth, 40-60 years old)
* Community (mass) trauma

* Other peri-traumatic factors including: history of
peri-traumatic dissociation and interpersonal trauma

Post-traumatic factors

* Ongoing life stress

» Lack of social support
» Bereavement

* Major loss of resources

* Other post-traumatic factors including: children at
home and female with distressed spouse

Individually, the effect size of all the risk factors was
modest, but factors operating during or after the trauma,
such as trauma severity, lack of social support and
additional life stress, had somewhat stronger effects than
pretrauma factors

G. Are There Clinical Significant Symptoms
Suggestive Of PTSD Or ASD?

Primary care providers should be comfortable
performing the initial evaluation and management of
ASD and PTSD.

Please refer to Annotation A for a discussion of
posttraumatic symptoms.

RECOMMENDATION

1. Primary care providers should formulate a
presumptive diagnosis of stress related disorder
consistent with the DSM 1V criteria for ASD and
PTSD.

2. Primary care providers should consider initiating
treatment or referral based on a working diagnosis
of stress related disorder.

3. Patients with difficult or complicated presentation
of the psychiatric component should be referred to
mental health specialty for diagnosis and treatment.
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DSM-1V Criteria for Stress Disorders must be present for at least two days before the
diagnosis of ASD can be made. The DSM-IV diagnosis
of ASD requires that the victim report at least three of
the following five symptoms labeled as indicators of
dissociation: numbing, reduced awareness of
surroundings, derealization, depersonalization, and
dissociative amnesia. These requirements are based on
evidence found in previous studies that dissociative
symptoms at the time of (or shortly after) the traumatic
event are predictive of the subsequent development of
chronic PTSD. Thus the fundamental differences
between PTSD and ASD involve time elapsed since the
trauma and the relative emphasis on dissociative
symptoms in the ASD diagnosis.

Prior to DSM-IV (American Psychiatric Association,
1994), severe distress occurring in the month after a
traumatic event was not regarded as a diagnosable clinical
problem. Although this prevented the pathologizing of
transient reactions, it hampered the identification of
more severely traumatized individuals who might
benefit from early interventions. To address this issue,
DSM-IV introduced the diagnosis of acute stress
disorder (ASD) to describe those acute reactions
associated with an increased likelihood of developing
chronic PTSD. A diagnosis of ASD is given when an
individual experiences significantly distressing
symptoms of reexperiencing, avoidance and increased
arousal within 4 weeks of the trauma. These symptoms

Table B-3. DSM-1V Criteria for Stress Disorders

Diagnostic criteria for 308.3 Acute Stress Disorder (DSM-IV)

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

« 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
» the person's response involved intense fear, helplessness, or horror

B) Either while experiencing or after experiencing the distressing event, the individual has three (or more) of the following
dissociative symptoms:

* a subjective sense of numbing, detachment, or absence of emotional responsiveness
* a reduction in awareness of his or her surroundings (e.g., "being in a daze")

* derealization

* depersonalization

» dissociative amnesia (i.e., inability to recall an important aspect of the trauma)

C) The traumatic event is persistently reexperienced in at least one of the following ways: recurrent images, thoughts, dreams,
illusions, flashback episodes, or a sense of reliving the experience; or distress on exposure to reminders of the traumatic
event.

D) Marked avoidance of stimuli that arouse recollections of the trauma (e.g., thoughts, feelings, conversations, activities,
places, people).

E) Marked symptoms of anxiety or increased arousal (e.g., difficulty sleeping, irritability, poor concentration, hypervigilance,
exaggerated startle response, motor restlessness).

F) The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of
functioning or impairs the individual's ability to pursue some necessary task, such as obtaining necessary assistance or
mobilizing personal resources by telling family members about the traumatic experience.

G) The disturbance lasts for a minimum of 2 days and a maximum of 4 weeks and occurs within 4 weeks of the traumatic event.

H) The disturbance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a
general medical condition, is not better accounted for by Brief Psychotic Disorder, and is not merely an exacerbation of a
preexisting Axis | or Axis Il disorder
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Table B-4. DSM-IV Criteria for Stress Disorders (continued)

Diagnostic criteria for 309.81 Posttraumatic Stress Disorder (DSM-IV)

A. The person has been exposed to a traumatic event in which both of the following were present:
(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
(2) the person's response involved intense fear, helplessness, or horror. Note: In children, this may be expressed instead
by disorganized or agitated behavior
B. The traumatic event is persistently reexperienced in one (or more) of the following ways:
(1) 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 are expressed
(2) recurrent distressing dreams of the event. Note: In children, there may be frightening dreams without recognizable content
(3) 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
(4) intense psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the
traumatic event
(5) physiological reactivity on exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event
C. Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the
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 activities, places, or people that arouse recollections of the trauma
(3) inability to recall an important aspect of the trauma
(4) markedly diminished interest or participation in significant activities
(5) feeling 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)
D. Persistent symptoms of increased arousal (not present before the trauma), as indicated by two (or more) of the following:
(1) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) hypervigilance
(5) exaggerated startle response
E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month.
F. The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.

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

DSM-1V & DSM-IV-TR Cautionary Statement

» The specified diagnostic criteria for each mental disorder are offered as guidelines for making diagnoses, because it has
been demonstrated that the use of such criteria enhances agreement among clinicians and investigators. The proper use of
these criteria requires specialized clinical training that provides both a body of knowledge and clinical skills.

» These diagnostic criteria and the DSM-1V Classification of mental disorders reflect a consensus of current formulations of

evolving knowledge in our field. They do not encompass, however, all the conditions for which people may be treated or that

may be appropriate topics for research efforts.

The purpose of DSM-IV is to provide clear descriptions of diagnostic categories in order to enable clinicians and investigators

to diagnose, communicate about, study, and treat people with various mental disorders. It is to be understood that inclusion

here, for clinical and research purposes, of a diagnostic category such as Pathological Gambling or Pedophilia does not
imply that the condition meets legal or other nonmedical criteria for what constitutes mental disease, mental disorder, or
mental disability. The clinical and scientific considerations involved in categorization of these conditions as mental disorders
may not be wholly relevant to legal judgments, for example, that take into account such issues as individual responsibility,
disability determination, and competency.
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H. Patient Education

Help trauma survivors cope with ASD/PTSD by
providing information that may help them manage their
symptoms and benefit from treatment.

Education of the trauma survivor is a core part of all
PTSD treatment. Survivors need to better understand
what they are experiencing, how to cope with reactions
or symptoms and what happens in treatment. It is also
helpful to provide this information to family members or
to the patient’s significant others so that they can more
effectively support the patient’s recovery.

RECOMMENDATIONS

1. Trauma survivors should be educated about PTSD
symptoms, other potential consequences of exposure
to traumatic stress, practical ways of coping with
traumatic stress symptoms, processes of recovery
from ASD/PTSD, and the nature of treatments.

I. Coexisting Severe Mental Conditions

Improve management of PTSD symptoms when they are
complicated by the presence of a medical or psychiatric
comorbidity.

Comorbid medical and psychiatric conditions are
important to recognize, because they can modify clinical
determinations of prognosis, patient or provider
treatment priorities, and setting where PTSD care will be
provided. Patients with PTSD have been found to
frequently report physical symptoms and to utilize high
levels of medical care services. Providers should also
expect that 50 to 80 percent of patients with PTSD have
one or more coexisting mental disorders. Some
comorbid medical or psychiatric conditions may require
early specialist consultation in order to assist in
determining treatment priorities. In some cases, these
disorders may require stabilization before (or in concert
with) initiating PTSD treatment.

RECOMMENDATIONS:

1. Primary care providers should recognize that
medical disorders/symptoms, mental disorders, and
psychosocial problems commonly coexist with
PTSD and should screen for them during the
evaluation and treatment of PTSD.

2. Consider the existence of comorbid conditions when
deciding whether to treat patients in the primary care
setting or refer them for specialty mental health care.

Comorbid conditions and psychosocial problems of
greatest interest to the primary care provider include:

1. Medical conditions: Some medical disorders may
restrict PTSD treatment options (e.g., dementia
limits psychotherapeutic options; cardiac conduction
problems may limit some pharmacotherapeutic
options; and disorders that restrict mobility may
limit ability to attend weekly treatment sessions). It
is generally best to maximize medical management
of these conditions first and then focus on PTSD
treatment.

2. Substance use disorders: Patients with PTSD
frequently use alcohol and other substances in
maladaptive ways to cope with their symptoms.
(Approximately 40 to 50 percent of PTSD patients
treated in the VA have current substance use
problems (See annotation J) Effective PTSD
treatment is extremely difficult in the face of active
substance use problems unless substance use disorders
are also treated. Most often, attempts to address
substance problems should proceed concurrently with
the direct management of PTSD. However, in cases
when the substance use is severe, substance use
may require initial treatment and stabilization before
progressing to PTSD care (e.g., patient requires
detoxification from opiates) (see Annotation I -
Concurrent PTSD and Substance Abuse).

3. Psychiatric disorders: In addition to substance use
disorders, other commonly occurring mental
disorders that co-exist with PTSD include: major
depression, dysthymia, panic disorder, obsessive-
compulsive disorder, and agoraphobia. Treatment of
these disorders often occurs concurrently with
therapy for PTSD, but on occasion they will take
precedence. These disorders have evidence-based
therapies that may pose additional effective
treatment options. Comorbid disorders that are less
common with PTSD, but not rare, include psychotic
disorders and bipolar disorder, and somatization or
medically unexplained physical symptoms.
Practitioners should be alert to comorbid eating
disorders, such as bulimia, particularly in women.

4. Personality disorders: Personality disorders are
long-term problems of coping that begin in
childhood or adolescence and are often associated
with past abuse or neglect and recurrent relationship
problems. These patterns often result in poor
adherence to prescribed PTSD management. The
primary care provider may require early assistance
and advice from the mental health care provider.
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5.Psychosocial problems: Associated behavior
problems and psychosocial deficits commonly
present in patients with chronic PTSD include:

* Homelessness

* Suicidality

* Domestic violence or abuse
» Explosive aggression

* Chronic pain, medically unexplained symptoms
and “somatization”

The clinician will need to determine the best strategy for
prioritizing and treating multiple disorders. One key
decision concerns whether these disorders should be
treated concurrently or consecutively. Another choice
point is whether PTSD and its psychiatric comorbidities
should be treated in the primary care setting or referred
to specialty mental health care. A number of guidelines
or principles should be considered in making these
treatment decisions:

* Integrated care models have several advantages,
where the physical and mental health needs of
patients are addressed in a single setting by a multi-
disciplinary provider team.

* In systems where integrated care models do not
exist, consultation and comprehensive assessment
by a mental health provider are recommended.

* In general, referral to specialty mental health is
indicated if a patient with PTSD has comorbid
mental disorders that are severe or unstable.
(Examples include: patients whose depression is
accompanied by suicidality, patients with substance
dependence disorder and patients with concurrent
psychotic or bipolar disorder.) If the patient is
referred to mental health for treatment of PTSD,
then it is usually best for the mental health provider
to provide comprehensive treatment for all mental
disorders.

* Primary care clinicians may decide to refer for
specialized psychiatric care at any point, depending
on how comfortable they are in treating PTSD, the
particular needs and preferences of the patient, and
the availability of other services.

A number of logistical, provider, and resource restrictions
may also influence the decision about how to best
provide treatment for patient’s comorbid disorders.

Factors to consider when developing the most appropriate
treatment plan include:

» Local resource availability (mental health, primary
care, integrated care, vet centers, other)

 Level of provider comfort and experience in treating
psychiatric comorbidities

+ Patient preferences

* The need to maintain a coordinated continuum of
care for chronic comorbidities

* Availability of resources and time in engaging in the
treatment of the diseases

For patients referred to specialty mental health care, it is
important to preserve the continuity of care by ensuring
ongoing communication with the primary care provider
and to coordinate care when multiple providers are
involved.

J. Concurrent PTSD and Substance Abuse
OBJECTIVE

Improve management of PTSD symptoms when they are
complicated by a concurrent substance abuse problem.

BACKGROUND

Clinicians should note that substance abuse may mask or
suppress PTSD symptoms, causing an individual to
apparently fail to meet criteria for PTSD diagnosis.

RECOMMENDATIONS

1. Substance use patterns of clients with trauma
histories or PTSD should be routinely assessed (see
the VA/DoD Clinical Practice Guideline for the
Management of Substance Use Disorders).

2. Substance abusers should be routinely screened for
trauma exposure and PTSD.

3. Integrated PTSD-substance abuse treatment should
be considered.

4. Substance-abusing patients with PTSD should be
educated about the relationships between PTSD and
substance abuse, referred for concurrent PTSD
treatment or provided with integrated
PTSD/substance abuse treatment.

5. Substance abuse-PTSD patients should receive
follow-up care that includes a continued focus on
PTSD issues.
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K. Referral To Mental Health Specialty

Provide guidance for primary care providers on optimal
referral for PTSD patients.

Patients with PTSD have a complex and often
challenging presentation. Evidence regarding the
effectiveness of treatment modalities at this point is
severely limited, but there is good evidence that
cognitive behavioral therapy (CBT) is an effective
intervention for ASD and PTSD. (See Module C for
details of mental health treatment.)

RECOMMENDATIONS

1. Primary care providers should consult with a mental
health provider and/or a PTSD Specialty Team for
all patients with acute or chronic stress disorders.

2. Primary care providers should continue to be
involved in the treatment of patients with acute or
chronic stress disorders.

3. Treatment for patients with acute stress disorder or
acute or chronic PTSD should involve a multi-
disciplinary team approach to include OT, spiritual
counseling, recreation therapy, social work,
psychology and/or psychiatry.

4. Patients with clinically significant symptoms or
co-morbidities to PTSD, including chronic pain,
insomnia, anxiety, and depression, should receive
treatment for those complicating problems.

5.Case Management should be provided, as indicated,
to address high utilization of medical resources.

6. Consider referral for alternative care modalities as
indicated for patient symptoms, consistent with

available resources and resonant with patient belief
systems.

L. Treatment in Primary Care

Primary care providers often treat patients with mental
health disorders. Many options are available to primary
care providers to treat stress-related disorders and to
relieve the burden of suffering for ASD/PTSD patients,
including pharmacotherapy, supportive counseling,
hypnosis, and referral resources.

Since people who develop ASD are at greater risk of
developing PTSD, they should be identified and offered
treatment as soon as possible. Research suggests that
relatively brief but specialized interventions may
effectively prevent PTSD in some subgroups of trauma
patients.

RECOMMENDATIONS
ALL PATIENTS with Stress Related Disorders

1. A supportive and collaborative treatment
relationship or therapeutic alliance should be
developed and maintained with patients with
ASD/PTSD inclusive of their input in treatment
planning.

2. Primary care providers should routinely provide the
following services for all patients with stress related
disorders, especially those who are reluctant to seek
specialty mental health care:

* Supportive counseling

* PTSD-related education

» Regular follow-up and monitoring of symptoms
 Early recognition of PTSD

3. Primary care providers should consider consultation
with mental health providers for patients with
ASD/PTSD, who warrant a mental health referral
but may be reluctant or refuse it.

4. Primary care providers should take leadership in
convening a collaborative team for patients with
PTSD. Team members may include the primary care
providers, mental health specialists, chaplains,
pastors, social worker, occupational or recreational
therapists, Vet Centers, family support centers,
exceptional family member programs, VA benefit
counselors, peer-support groups, and others.

ASD

5. Because ASD does not occur in all people who later
develop PTSD, consider treatment for acutely
traumatized people with ASD, with severe PTSD
symptoms as well as for those who are incapacitated
by acute psychological or physical symptoms.

6. Patients with ASD should be monitored for
development of PTSD. The use of validated PTSD
symptom measure such as the PTSD Checklist
should be considered (see Appendix D).

7. Primary care providers should consider pharmacologic
management of disruptive symptoms (e.g., sleep)
(see Pharmacotherapy for ASD).

8. Brief (4 to 5 sessions) of cognitive behavioral
therapy (CBT) is an effective early intervention for
patients with ASD. In addition to targeted brief
interventions, some trauma survivors may benefit
from follow-up provision of ongoing counseling or
treatment.
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PTSD

9. All patients with PTSD should have a specific
primary care provider assigned to coordinate their
overall healthcare.

10. Pharmacologic management of PTSD or related
symptoms may be initiated based on a presumptive
diagnosis of PTSD. Long-term pharmacotherapy
will be coordinated with other intervention once the
patient has been referred to the mental health clinic
(see Pharmacotherapy for PTSD).

11. Primary care providers should perform a brief
PTSD symptom assessment at each visit. The use of
a validated PTSD symptom measure, such as the
PTSD Checklist, should be considered (see
Appendix D).

12. Primary care providers should assess patients with
PTSD for associated high-risk behaviors (e.g.,
smoking, alcohol/drug abuse, HIV and hepatitis
risks) and comorbid medical and psychiatric
illnesses.

DISCUSSION
Establishing Therapeutic Alliance

Many people with PTSD find that their relationships
with others have changed as a result of exposure to
trauma. They often report that they have difficulty
trusting others, are suspicious of authority, dislike even
minor annoyances, and generally want to be left alone.
Since the doctor-patient relationship draws heavily on
trust, respect and openness, and since the relationship
often has to be formed in a bureaucratic setting, the
doctor may find the PTSD patient to be withholding,
negativistic or even hostile at the initial meeting. He or
she may seem to have “an attitude.” Over the years,
many combat veterans have been misunderstood and
misdiagnosed by otherwise competent professionals over
exactly this dynamic. In transference terms, it’s as if the
patient brings to the initial meeting the full force of the
traumatic experience. He may take on the persona of the
combat soldier, the rape victim, or the assault or
accident victim. If a therapeutic relationship is to have
any opportunity to develop, the treatment provider often
must make an internal shift from being a medical or
psychiatric detective to being open, available and honest
on a personal level. Some providers naturally relate in
this way, but others have found that they are most useful
when they “put on the white coat” and withdraw into a

detached “professional” role. Unfortunately, medical
schools and graduate schools often teach this role. But,
with the combat veteran as with most patients, the truly
professional stance is one of caring and concerned
involvement. The provider who relates from a stilted,
defensive role will meet a veteran who does the same. If
the provider wants to assist the patient in finding and
re-developing trust in a core identity that has been
shifted by combat or sexual assault, the provider must
relate from his/her own core identity. In short, the
clinician who can relate honestly and openly is more
likely to have a patient who is willing to relate to
him/her as a fellow human being and an effective
partner in treatment.

A general understanding of what has happened to the
veteran is critical in this process of developing a
therapeutic relationship. Every provider working with
combat veterans should be advised to read some basic
material on the experience of combat and watch
videotape of the same. Unsettling though it may be, the
provider must understand the feelings of profound rage
and grief that are involved in traumatic experiences.
These feelings will be present in the interview setting
and must be met with respect at a minimum. Another
useful way to think about the combat veteran is that the
individual has been subjected to an experience that has
moved them away from their center and at the same
time has developed a persona with PTSD diagnostic
characteristics. At first, it may seem that this person has
no real center in much the same way that a person with
borderline personality disorder seems to lack a center.
Their identity seems to have been redefined by their
traumatic experience, and the provider is not accustomed
to dealing with the features of this apparent new identity.
The requirement is simply to first understand this aspect
of the veteran’s persona, and then to accept it, empathize
with it, get curious about it, and welcome it home. The
veteran himself is struggling with exactly the same tasks.

PTSD Treatment

Pharmacologic management of PTSD and related
symptoms

It is usually feasible, depending on the provider’s
confidence and motivation in treating PTSD, to consider
offering pharmacological therapies within the primary
care setting.
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* The symptom relief that medication provides allows
most patients to participate more effectively in
psychotherapy when their condition may otherwise
prohibit it.

* Acute (emergency room) administration of
propranolol in the immediate aftermath of a traumatic
event appeared to prevent the later development of
physiological hyperreactivity but neither reduced
ASD nor prevented subsequent PTSD.

* Antidepressant medications may be particularly
helpful in treating the core symptoms of PTSD—
especially intrusive symptoms.

Refer to the evidence-based pharmacologic strategies for
ASD and PTSD, summarized in the section on
Pharmacotherapy Intervention of this guideline. The
section also includes medication tables that summarize
indications/benefits, contraindications/adverse effects
and usual dosages.

Supportive Counseling

Primary care-based supportive counseling for PTSD has
received little study to date and cannot be endorsed as
an evidence-based psychotherapeutic strategy. However,
it may be the sole psychotherapeutic option available for
the patient with PTSD who is reluctant to seek specialty
mental health care. Elements for primary care-based
supportive counseling for PTSD include helping patients
brainstorm and solve problems of everyday living and
problems presented by PTSD symptoms and sequelae
(e.g., agoraphobia or other phobic avoidance), provision
of PTSD-related psychoeducation, assisting patients in
recognizing early signs and symptoms of PTSD relapse,
and encouraging initiation of active coping strategies
such as physical activity, relaxation strategies, and social
and recreational activities.

Regular follow-up and monitoring

Regular follow-up with monitoring and documentation of
symptom status should be part of primary care treatment
of any chronic disease. Primary care providers should
perform a brief PTSD symptom assessment at each visit
(no more than quarter-annually is usually needed for the
patient with apparently stable PTSD symptoms). The
mnemonic “DREAMS” is an effective way for some
primary care providers to remember cardinal PTSD
symptom domains:

* Detachment

» Reexperiencing the event

« Event had emotional effects

* Avoidance

* Month in duration (symptoms for >1 month)
* Sympathetic hyperactivity or hypervigilance

The use of a pencil-paper measure of PTSD symptom
severity such as the PTSD Checklist (see appendix D
PCL) should be considered. Scores on the PCL may be
plotted serially over time to create a longitudinal record
of symptom severity and may be helpful for recognizing
environmental (e.g., renewed proximity to a previously
abusive parent) or seasonal (e.g., anniversary of a
traumatic war event) precipitants of PTSD symptoms.

Early recognition of a psychosocial crisis and referral
to specialists

Primary care providers may be the first to recognize that
a patient with PTSD is entering a related psychosocial
crisis. Depending on the severity and disability
associated with the crisis and the potential for harm to
the patient or others, the primary care provider may be
obliged to obtain specialty mental health services, even
if that patient is reluctant to seek those services.

Coordination of general health care

The traditional role of the primary care provider as the
coordinator of various disciplines and consultants
involved in the treatment of any single patient is
especially relevant for the patient with PTSD.
Particularly in patients with chronic PTSD, medically
unexplained symptoms or problems with substance use
(including smoking) may lead to the need for a wide
range of specialists. Coordination of these services is
important to avoid confusion and unnecessary health
care use.

M. Referral To Vet Centers
OBJECTIVE

Provide timely mental health services to veterans in
need of support.

BACKGROUND

There are 206 Vet Centers nationwide that provide
Readjustment Counseling Services (RCS) to combat era
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veterans. They are located in seven regions: Northeast,
Mid-Atlantic, Central, Southeast, Southwest, Western
Mountain and Pacific Western (http://www.va.gov/rcs ).
Legislation passed by Congress and signed into law by
the President changed eligibility for Vet Center services
(Public Law 104-262) and extended definition of the
Vietnam era for war zone veterans (P.L. 104-275). Vet
Centers serve the following veterans (see VHA
DIRECTIVE 97-002, Jan. 9, 1997, for eligibility
details):

» War Zone Veterans (all eras), including: Vietnam
War, Korean War, World War II, and American
Merchant Marines

* Vietnam era Veterans not in the War Zone: Lebanon,
Grenada, Panama, Persian Gulf, and Somalia

* Operation Joint Endeavor, Operation Joint Guard
and Operation Joint Forge

* Sexually traumatized while in the military

Vet Center services include individual readjustment
counseling, referral for benefits assistance, group
readjustment counseling, liaison with community
agencies, marital and family counseling, substance abuse
information and referral, job counseling and placement,
sexual trauma counseling, and community education.

RECOMMENDATIONS

1. Veterans with symptoms of PTSD should have an
initial assessment of needs.

2. Veterans who are dangerous to self or others should
be referred to the local VAMC or nearest emergency
room.

3. Veterans who are seeking to have basic needs met
should be referred to the VA Homeless Coordinator
or community resources for food, shelter, or
emergency financial assistance.

4. Veterans who are eligible for Vet Center services
should have an in-depth psychosocial history taken,
including a comprehensive military history and
treatment plan.

5. Treatment plans in the Vet Center may include
individual, family, or group therapy. Veterans can
receive medical treatment or medication
management at the Vet Center by a psychiatrist, RN,
or ARNP or be referred to the local VAMC, CBOC,
or community resources.

6. Veterans who are eligible for Vet Center services
should be made aware of the Center resources and
referred if the patient desires.

N. Assess Duty/Work Responsibilities And Patient’s
Fitness (In Relation To Military Operation)

Ideally, service members who become ineffective as a
result of PTSD will be returned to duty at the earliest
possible time. For most military specialties the time to
enlist and train the soldier to minimal operational
readiness often exceeds a year. Consequently, service
members who become ineffective due to stress related
conditions constitute a significant source of trained
personnel who potentially have much to offer despite
their disability. Assessment of fitness to duty may also
have implications for medical boards and vocational
rehabilitation.

RECOMMENDATION

1. The determination of when to return a service
member to duty should take into consideration the
individual’s service member’s role, the complexity
and importance of his job, and the service member’s
functional capabilities.

2.The continuing presence of symptoms of PTSD
should not be considered as the sole basis for
preventing a return to duty.

Practitioners who are managing patients suffering from
stress reactions or PTSD should consider a variety of
factors when deciding when the individual is ready to
return to work or military duty.

First, what is the patient’s job and level of responsibility?
Patients in lower skill jobs (e.g., truck drivers, food
service personnel, and basic supply functions) can be
expected to function effectively despite continuing
anxiety. In addition, the cost of functional failure of
individuals in these roles is likely limited. In contrast,
patients in higher skill jobs or those that involve more
potent risks (e.g., artillery forward observers, combat
controllers, physicians, and pilots) should not be
returned to duty unless there appears to be a high
probability that they have resumed effective functioning.
Individuals in leadership positions should be required to
demonstrate a higher level of reconstitution as errors on
the part of these individuals can potentially lead to much
greater consequences.
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VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE
MANAGEMENT OF POST TRAUMATIC STRESS

Module C Summary

; MENTAL HEALTH SPECIALTY

Patient presenting to mental health with
suspected PTSD symptoms
(positive screen for trauma exposure
and PTSD symptoms)

[A]

Obtain medical history, physical examination,
MSE, psychosocial assessment and
appropriate lab tests
[B]

Assess fitness for duty, liaison with Command

PTSD with Comorbid Symptoms

(addiction, SUD, psychosis, bipolar)

v 4 * Summarize problems and discuss treatment
Bgﬁ: I‘\’f‘gﬁgrgiﬁ .Stﬁbi(',i-ze Iand/(zjrl arrange treatment for: options with patient/family
ASDIPTSD? - Poythasodl Sonices (housing o(c) « Arrive at shared decision regarding goals,
[C] + Acute psychiatric symptoms expectations and treatment options
N v * The following factors should be taken into
v 5 consideration:
- Resource availability

15 Educate patient and family about
Trfeat non—PTSD disgrder DeveFI);—pS c?oﬁ;got::tai‘\trg?nqgfgitsigir;:inary :
in appropriate setting treatment plan - Comfortness of the provider
[D] - Severity of comorbid symptoms
v - Severity of the PTSD

® | iitate therapy for PTSD - Patient preferences and pressing concerns
« Educate about medication I :
« Initiate pharmacotherapy for willing patients [see Pharmacotherapy] - Contlr_“‘”ty of care (mental health’ primary
« Initiate one of the psychotherapy methods [see Psychotherapy] care, integrated care, vet centers, other)
« Provide adjunctive psychosocial therapy as appropriate [ F ]
« Provide supportive counseling, problem solving therapy and/or
case management
« Initiate collateral treatment (additional treatment, marital therapy)
[ E]
v
7 Reassess PTSD symptoms; diagnostic
status, functional status; quality of
P life; additional treatment needs;
patient preferences
[G]
v 10 —
9 Patient demonstrates D|scc_>nt|nue treatm_ent_
Is patient improving? P o Y | Educate patient about indications for
ull remission? "
[H] [H] and route of access to additional
treatment
vy
1 Improved symptoms
N and functioning but requires Y
maintenance treatment?
[H]
v Ny v
14 Continue therapy at intensified 13 Allow sufficient time for full response 12 Continue current course of treatment
dose/frequency « Continue therapy » Consider stepping down frequency/dose
Change to a different treatment « Intensify dose/frequency « Transition from intensive psychotherapy
modality + Change treatment modality to case management

Apply adjunctive therapies
[H 1]

Apply adjunctive therapies
* Increase level of care

* Transition from individual to group
treatment modalities

A 4

ﬁn_to box 7

VA access to full guideline: http://www.oqp.med.va.gov/cpg/cpg.htm
DoD access to full guideline: http://www.qmo.amedd.army.mil/

Sponsored & produced by the VA Employee Education System in cooperation with the Offices of
Quality & Performance and Patient Care Services and the Department of Defense.
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ANNOTATIONS

A. Patient Presenting To Mental Health With
Suspected PTSD Symptoms,

RECOMMENDATIONS
Assessment in Mental Health Specialty

1. Mental health clinicians should obtain a comprehensive
diagnostic assessment that includes, but is not
limited to, the symptoms that characterize PTSD
(see DSM 1V, 1994).

2. Routine use of self-administered checklists may
ensure systematic, standardized and efficient review
of the patient’s symptoms and history of trauma
exposure (see Appendix C [PCL-C]).

3. The assessment should also include review of other
salient symptoms (guilt, dissociation, derealization,
depersonalization, reduction in awareness of
surroundings) that impact on treatment decisions.
Structured psychiatric interviews, such as the
clinician administered PTSD scale (CAPS), may be
considered.

For discussion see CORE Module Annotation D, and
Module B — Management of ASD and PTSD in Primary
Care Annotations A and B

B. Obtain Medical History, Physical Examination,
MSE, Psychosocial Assessment, And Appropriate
Lab Tests

See Module B: Management of ASD & PTSD in Primary
Care, Annotation D, E and F

C. Does Patient Meet DSM-IV Criteria For
ASD/PTSD?

OBJECTIVE
Diagnose ASD/PTSD by DSM-IV criteria
RECOMMENDATIONS

1. Diagnostic criteria should be documented in the
medical record

D. Educate Patient And Family About Treatment
Options; Develop Collaborative And
Interdisciplinary Treatment Plan

See Module B: Management of ASD & PTSD — Primary
Care, Annotation H

E. Initiate Therapy For PTSD

See Intervention Module

F. PTSD With Other Comorbid Symptoms
(Addiction, SUD, Psychosis, Bipolar) [Sidebar]

See Module B: Management of ASD & PTSD in Primary
Care, Annotations I and J

G. Reassess PTSD Symptoms; Diagnostic Status,
Functional Status; Quality Of Life; Additional
Treatment Needs; Patient Preferences

Assess patient status following therapeutic intervention
to determine future direction

RECOMMENDATIONS

1.Follow-up status of patients with PTSD should be
monitored at least every three months. Use
interview and questionnaire methods to assess
PTSD symptoms and function.

 Diagnostic status and symptom severity

* Functional status/health-related quality of life
 Psychosocial treatment needs

* Patient preferences

* Therapy adherence

+ Adverse treatment effects

H. Follow-Up In Mental Health
RECOMMENDATIONS

1.If patient does not improve or status worsens,
consider one of the following treatment modification
options:
 Continued applications of the same modality at
intensified dose and/or frequency

» Change to a different treatment modality

* Apply adjunctive therapies

* Increase level of care (e.g., referral facility, partial
hospitalization, inpatient hospitalization,
residential care)

* Consider a referral to adjunctive services for
treatment of comorbid disorders or behavioral

abnormalities (e.g., homelessness, domestic
violence or aggressive behavior)
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2.1If patient demonstrates partial (insufficient)
remission, consider one of the following treatment
modification options:

* Continue the present treatment modality to allow
sufficient time for full response

 Continue applications of the same modality at
intensified dose and/or frequency

* Change to a different treatment modality

* Apply adjunctive therapies

* Increase level of care (e.g., referral facility, partial
hospitalization, inpatient hospitalization,
residential care)

 Consider a referral to adjunctive services for
treatment of comorbid disorders or behavioral
abnormalities (e.g., homelessness or domestic
violence)

3. If patient demonstrates improved symptoms and
functioning but requires maintenance treatment:

» Continue current course of treatment

+ Consider stepping down the type, frequency, or
dose of therapy
- Transition from intensive psychotherapy to case
management contacts
- Transition from individual to group treatment
modalities
* Discuss patient status and need for monitoring
with the primary care provider
* Consider a referral to adjunctive services for
treatment of comorbid disorders or behavioral
abnormalities (e.g., homelessness or domestic
violence)
4.1f patient demonstrates remission from symptoms
and there are no indications for further therapy:

 Discontinue treatment

» Educate the patient about indication and route of
future care access

* Monitor by primary care for relapse/exacerbation

Patient does not improve or status worsens:

Reassessment of patients’ clinical status may occasionally
show that symptoms and/or functional status is failing to
improve or is deteriorating in a sustained way. It is
important to determine that this static or deteriorated
state is not simply the result of a major life crisis
unrelated to the therapy being administered.

The clinician must next determine if a patient’s unimproved
clinical status reflects a temporary exacerbation of
symptoms expected to occur in the course of treatment
that will ultimately prove to be effective. For example, it
is common for patients undergoing exposure therapy to
experience some brief distress or symptom exacerbation
during initial phases of treatment where they focus on
emotions associated with traumatic memories. In this
case, it is important to reassure patients about the natural
course of recovery through treatment, assist them in
coping with symptoms, and enlist them in the decision
to continue with the current method of treatment.
Increasing session contacts and or increasing the dose of
medications may provide support needed to alter the
outcome of treatment.

If the clinician and patient agree that the current
treatment regimen is ineffective, then a collaborative
decision can be made to switch to a different modality.
Some patients find exposure therapy too distressing and
may need to postpone that type of intervention, in favor
of using an approach that is more easily tolerated (e.g.,
cognitive therapy and symptom management
approaches).

Another approach is to hold the course of a current
therapy, which may appear ineffective, but apply
adjunctive treatments (see PTSD Interventions) There is
no empirical evidence that supports the effectiveness of
combination treatments for PTSD. However, there is
clinical consensus that some treatments can act
synergistically (e.g., combining coping skills and
symptom management approaches with exposure-based
treatments).

Clinicians should consider changing the treatment plan
by increasing the level of care offered to patients. Levels
of care for PTSD vary in intensity, including infrequent
visits administered in outpatient clinics, partial hospital
programs, specialized inpatient PTSD programs, PTSD
residential care programs and domiciliaries, and acute
inpatient hospitalization. Patients who fail to progress in
outpatient treatment may benefit from a temporary
transition to a higher level of care, followed by return to
outpatient management after greater stabilization of
symptoms have been achieved.
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Often, progress in PTSD treatment may be compromised
by a concurrent behavioral disorder (e.g., domestic
violence), life crisis (e.g., homelessness), or uncontrolled
substance use disorder. Referral to ancillary clinical
services should be considered for patients for whom
these problems emerge during the course of treatment,

as identified upon reassessment.

Patient demonstrates improved symptoms and
functioning but requires maintenance treatment:

Treatment may also lead to slight or moderate
improvement that nonetheless leaves the patient with
significant distress and impairment in functioning. If
patient demonstrates partial (insufficient) remission,
consider one of the following treatment modification
options:

 Continue the present treatment approach to allow
sufficient time for full response. This option might
be worth considering when a treatment involves
acquisition of skills (e.g., cognitive restructuring or
anxiety management). In such a case, it is possible
that the patient may be in the process of learning the
skill, with the full impact of therapy dependent on
increased practice and skill mastery. Or treatment
may not have yet yielded its maximum potential
effect because of limited patient compliance.
Steps taken to increase adherence to treatment
prescriptions may accelerate responsivity to the
intervention.

* If the moderate level of improvement obtained is
less than would be expected, given what is known
about the patient and the treatment modality, a
change to a different treatment approach may be
indicated.

* A move to an increased level of care may be
warranted. For example, if current functioning
remains poor despite some symptom improvement
or the patient stands to experience major consequences
for failure to improve more rapidly (e.g., marital
separation), it may be desirable to move from
outpatient care to a higher level of care (e.g.,
residential care).

* Improvement in PTSD symptoms may be inhibited
by the presence of untreated additional problems,
such as substance abuse or exposure to domestic
violence. In such situations, it is important to
initiate services for these problems in order to

improve the capacity of the PTSD treatment to
effect change.

When symptoms and other trauma-related problems
show significant improvement, the options include the
following:

» Discontinue treatment
» Continue the course of treatment as is

» “Step down” to a treatment requiring less intensive
resources.

Clinician judgment, based on discussion with the
patient, will be the basis of such a decision.

* When therapy has resulted in clinically significant
improvement, but the improvement in functioning is
recent and of limited duration, a continuation of
existing type and intensity of treatment may be
indicated if the clinician judges that time is required
for the patient to continue practicing new skills or to
otherwise consolidate treatment gains. This will be
especially true if the clinician judges that a
reduction in level of therapeutic support would
threaten treatment gains.

« [f treatment has produced clear benefit, but the
patient is continuing to show treatment gains week-
by-week, it may also be helpful to maintain the
treatment as is, in hopes of continued improvement.
For many patients, some level of continuing care
may be indicated after more intensive help has
produced improvements. A step-down to less
resource-intensive help can often be accomplished
by changing treatment type (e.g., from individual
psychotherapy to periodic group support), reducing
frequency of contact (e.g., from once-per-week to
twice-per-month contact) or reducing treatment dose
(e.g., medication).

« [f treatment has resulted in significant reductions in
PTSD, but related problems (e.g., anger, social
isolation, guilt) have shown little change, it will be
important to consider adding treatment components
to address those problems or referring the patient
for additional services.

Patient demonstrates remission from symptoms:

When the patient demonstrates remission from symptoms
and there are no indications for further therapy, it is time
to discontinue treatment. Discontinuation of treatment
may be anxiety-provoking for some patients, who have
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come to depend on the therapist. If this is the case, it may
be helpful to discontinue treatment by using the step-down
approach noted above, and gradually moving toward
termination. Whether treatment is ended gradually or
more quickly, it is important to educate the patient about
expected levels of continuing symptoms, indicators of
relapse or need for future care and ways of accessing
care should the need arise. The patient can be encouraged
to talk with his or her primary care provider about the
treatment experience and enlist help in monitoring
improvement.

1. Referral

Treat symptoms, support function, and alleviate suffering
in those patients with PTSD who are unwilling, unable or
unsuitable for treatment in a mental health setting.

RECOMMENDATIONS

1. Evaluate psychosocial function and refer for
psychosocial services, as indicated. Available
resources include, but are not limited to: chaplains,
pastors, family support centers, exceptional family
member programs, VA benefit counselors,
occupational or recreational therapists, Vet Centers,
and peer-support groups.

2. Provide case management, as indicated, to address
high utilization of medical resources.

3. Consider psychotherapeutic interventions as
appropriate for level of training and available
resources.

4. For patients with severe symptoms or coexisting
psychiatric problems consider referrals to:

» Specialized PTSD programs

* Specialized programs for coexisting problems and
conditions

+ Partial psychiatric hospitalization or “day
treatment” programs

* Inpatient psychiatric hospitalization
Patients with persistent mental health symptoms and
needs may benefit from a range of assistance strategies
provided by a range of disciplines. In addition to the
usual general health and mental health specialists,
available resources include, but are not limited to, case-
management, chaplains, pastors, family support centers,
exceptional family member programs, VA benefits
counselors, vocational counselors, occupational or
recreational therapy, Vet Centers, and peer-support
groups.

In the primary care setting, appropriate encouragement
of patients to obtain a mental health referral is important
even if patients are initially hesitant or reluctant to seek
it. Mental health referral options include outpatient
psychology, social work or psychiatry clinics, depending
on local resources and policies.

In specialty mental health settings, patients may be
referred to specialized PTSD programs or programs that
focus treatment on important coexisting problems, such
as substance use disorder programs or programs for
domestic violence or sexual assault/abuse. Depending on
the level of associated disability, complexity of
medication regimen and level of threat to self or others,
patients with persistent PTSD symptoms and needs may
require inpatient or partial psychiatric hospitalization.

Providers referring from either the primary or specialty
mental health setting should consider the need for case-
management to ensure that the range of patient needs is
addressed and that follow-up contact is maintained.
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VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE
MANAGEMENT OF POST TRAUMATIC STRESS

Interventions Module Summary

PHARMACOTHERAPY INTERVENTIONS

A. Acute Stress Disorder (ASD) Pharmacotherapy

Table A1: Summary Table

Significant Benefit Some Benefit

Unknown No Benefit/Harm

Imipramine

oOlw|>»| =

Propranolol

Benzodiazpines
Other Sympatholytics
Other Antidepressants

Anticonvulsants
Atypical Antipsychotics

Choral Hydrate

D

Typical Antipsychotics

R = level of recommendation (see page 15)

Although the effectiveness of selective serotonin reuptake inhibitor (SSRI) has been demonstrated for PTSD — it has
not been tested in ASD and therefore can not be recommended.

OBJECTIVE

To lessen the physical, psychological and behavioral
morbidity associated with acute stress reaction, hasten
the return to full function (duty, work, social role
function) and diminish the likelihood of chronicity.

BACKGROUND

Stress reactions produce biologic, psychological and
behavioral changes. Biologic alterations include disruptions
in neurochemicals, sleep patterns, hyper-arousal, and
somatic symptoms (e.g., pain, gastrointestinal symptoms,
etc). Psychological changes include: mood disturbances
(e.g., lability, irritability, blunting, numbing), anxiety
(e.g., increased worry, ruminations) and cognitive
disturbances (e.g., memory impairment, confusion and

VA access to full guideline: http://www.oqp.med.va.gov/cpg/cpg.htm

DoD access to full guideline: http://www.qmo.amedd.army.mil/

Sponsored & produced by the VA Employee Education System in cooperation with the Offices of
Quality & Performance and Patient Care Services and the Department of Defense.

impaired task completion). Different types of trauma can
lead to ASD, from interpersonal assaultive violence to
accidents to combat related trauma.

Empiric studies in ASD pharmacotherapy are lacking.
To facilitate providing physical needs, normalization and
psycho-education, it may be prudent to wait 24 to 48
hours before beginning medications. Pharmacotherapy
may be aided by determining whether the patient suffers
from excessive adrenergic arousal or symptoms of
psychomotor withdrawal. If non-pharmacological treatments
fail to improve symptomatology and potential medical
causes of neuropsychiatric impairment are ruled out,
then medications may be considered.

The use of medications for short-term treatment of
targeted symptoms may be beneficial (e.g., insomnia).
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RECOMMENDATIONS * Hyperarousal/excessive arousal/panic attacks

- Propranolol and other anti-adrenergic agents

1. Provide for physical needs, sleep, normalization,
(up to 10 days)

and other non-pharmacological modalities.
2. Consider the use of medication for individuals who

do not respond to non-pharmacological treatment. - Benzodiazepines (up to 5 days) avoid short
acting agent [e.g., alprazolam])

- Imipramine (up to 7 days)

3. Consider the use of imipramine to ameliorate the
symptoms of ASD 5. There is insufficient evidence to support a
recommendation for preventative use of a

4. Consider a short course of medication targeted for X
pharmacological agent to prevent the development

specific symptoms.

: . . of PTSD
* Sleep disturbance/insomnia s ) )
B di ) t054d 6. There is insufficient evidence to support a
- Benzodiazepines (up to 5 days) recommendation for PTSD pharmacotherapies for
- Chloral hydrate (up to 5 days) patient presenting symptoms for less than 4 weeks.
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B. Post Traumatic Stress Disorder (PTSD) Pharmacotherapy

Table B1: Summary Table

R Significant Benefit Some Benefit Unknown No Benefit/Harm
A SSRIs

TCAs
B

MAOQIs
c Sympatholytics

Novel Antidepressants
Anticonvulsants
| Atypical Antipsychotics
Buspirone
Non-benzodiazepine hypnotics
D Benzodiazepines
Typical Antipsychotics

R = level of recommendation (see page 15)

There is growing evidence that PTSD is characterized by specific psychobiological dysfunctions, which has
contributed to a growing interest in the use of medications to treat trauma-related biological effects.

RECOMMENDATIONS
MONOTHERAPY:

1. Strongly recommend selective serotonin reuptake
inhibitors (SSRIs) for the treatment of PTSD.

2. Recommend tricyclic antidepressants (TCAs) and
monoamine oxidase inhibitors (MAOIs) as second-
line treatments for PTSD.

3. Consider an antidepressant therapeutic trial of at

least 12 weeks before changing therapeutic regimen.

4. Consider a second-generation (e.g., nefazodone,
trazodone, venlafaxine, mirtazapine, bupropion, etc)
in the management of PTSD.

AUGMENTED THERAPY FOR TARGETED
SYMPTOMS:

5. Consider prazosin to augment the management of
nightmares and other symptoms of PTSD.

6. Recommend medication compliance assessment at
each visit.

. Since PTSD is a chronic disorder, responders to

pharmacotherapy may need to continue medication
indefinitely; however it is recommended that
maintenance treatment should be periodically
reassessed.

. There is insufficient evidence to recommend a

mood stabilizer (e.g. lamotrigine) for the treatment
of PTSD.

. There is insufficient evidence to recommend

atypical antipsychotics for the treatment of PTSD.

. There is insufficient evidence to support the

recommendation for a pharmacological agent to
prevent the development of PTSD.

. Recommend against the long-term use of

benzodiazepines to manage core symptoms
in PTSD.

. Recommend against typical antipsychotics in the

management of PTSD.
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Table B2: Symptom Response by Drug Class and Individual Drug
(based on controlled and uncontrolled trials)

Global Re-experiencing Avoidance/ Hyper-arousal
Improvement (B) Numbing (C) (D)
SSRIs
Fluoxetine X X
Sertraline X
Paroxetine X
TCAs X
MAOIs X X
Sympatholytics
Prazosin X X
Propranolol X
Novel Antidepressants
Trazodone
Nefazodone
Anticonvulsants
Carbamazepine X X
Valproate X X
Benzodiazepines X
Atypical antipsychotics X X
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Table B3: Drug Details Table

Absolute/Relative
Contraindications

Agent

Oral Dose

Adverse Events

Remarks

Selective Reuptake Serotonin Inhibitors (SSRIs)

Fluoxetine
Paroxetine
Sertraline
Fluvoxamine
Citalopram

20 - 60 mg/d
20 - 60 mg/d
50 — 200 mg/d
50 — 150 mg bid
20 - 60 mg/d

Contraindications

* MAO inhibitor within 14 days
Relative contraindication

* Hypersensitivity

+ Nausea

+ Headache

+ Sexual dysfunction

* Hyponatremia/syndrome of
inappropriate antidiuretic
hormone (SIADH)

+ Serotonin syndrome

Avoid abrupt discontinuation of
all except fluoxetine

Citalopram and sertraline are
less likely to be involved in
hepatic enzyme drug interactions
Fluoxetine and fluvoxamine are
generically available
Therapeutic blood levels not
established for PTSD

Tricyclic Antidepressants

Imipramine
Amitriptyline
Desipramine
Nortriptyline
Protriptyline
Clomipramine

150 — 300 mg/d
150 — 300 mg/d
100 - 300 mg/d
50 — 150 mg/d
30 - 60 mg/d
150 — 250 mg/d

Contraindications

+ Clomipramine — seizure
disorder

* MAOQI use within 14 days

+ Acute MI within 3 months

Relative Contraindications

+ Coronary artery disease
* Prostatic enlargement

+ Anticholinergic effects

+ Orthostatic hypotension
* Increased heart rate

+ Ventricular arrthymias

Therapeutic blood levels not
established for PTSD
Desipramine and nortriptyline
have lower rate of anticholinergic
and hypotensive effects

Monoamine Oxidase Inhibitors

Start with 1 mg at
bedtime and increase
as blood pressure
allows.

* Prazosin - first dose
syncope

Phenelzine Target 1 mg/kg/d Contraindications * Hypertensive crisis with + Patient must maintain tyramine-
Tranylcypromine | Target 0.7 mg/kg/d + All antidepressants within 7 drug/tyramine interactions | free diet

days of start of a MAOI, + Bradycardia * Doses should be taken in the

except fluoxetine is 5 weeks | * Orthostatic hypotension morning to reduce insomnia

+ CNS stimulants and decon- * Insomnia

gestants
Sympatholytics
Propranolol 40 mg/d Propranolol — sinus bradycardia, | * Propranolol — hypotension, + Propranolol has only been used
Prazosin Target 6 — 10 mg/d congestive heart failure bronchospasm, bradycardia in a single dose for prevention of

PTSD

Prazosin primarily used for
management of recurrent
distressing dreams

Novel Antidepressants

Bupropion
Nefazodone
Trazodone

Venlafaxine

150 — 450 mg/d
300 — 600 mg/d
300 — 600 mg/d
150 — 375 mg/d

Contraindications

* MAOQI use within 14 days

* Bupropion — single doses of
regular-release >150 mg/d
and total daily dose >450
mg/d. Reduce dose in low-
weight patients
— seizure disorder
— anorexia/bulimia

+ Trazodone and nefazodone
— sedation, rare priapism

+ Venlafaxine — hypertension
in patients with pre-existing
hypertension

+ Nefazodone - hepatoxicity

Need to taper venlafaxine to
prevent rebound
signs/symptoms

The group has a lower rate of
sexual dysfunction compared to
SSRIs

Obtain baseline & periodic LFTs
when treating with nefazodone
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Table B3: Drug Details Table (Cont.)

Agent Oral Dose Absolu'teII_QeIaEtlve Adverse Events
Contraindications

Remarks

Anticonvulsants

Carbamazepine Target 400 - 1600 mg/d | + Bone marrow suppression, * Leukopenia, SIADH,
particularly leukopenia drowsiness, ataxis
Gabapentin Target 300 - 3600 mg/d | + Renal impairment + Sedation, ataxia
Lamotrigine Target 25 - 500 mg/d | * Increased rash with valproate; | « Stevens - Johnson
Start 25 mg qod x 2 max dose of 200 mg syndrome, fatigue

weeks, then 25 mg
qd x 2 weeks, then
25-50 mg qd gq1-2
weeks to 400 mg/d
or as tolerated.

Topiramate Target 200 - 400 mg/d. | « Hepatic impairment * Angle closure glaucoma,
Start with 25 - 50 secondary, sedation,
mg/d and increase dizziness, ataxia

by 15 - 50 mg/week
to maximum dose
or as tolerated

Therapeutic blood levels are not

established for PTSD, but blood
level monitoring may be useful in
cases of suspected toxicity

* If doses sustained > 2 months at
therapeutic doses, then drug
should be tapered over 4-week
period

Alprazolam - concern with
rebound anxiety

Valproate Target 10 - 15 mg/kg/d | « Impaired liver function, throm- | « Nausea/vomiting, sedation,
bocytopenia ataxia, thrombocytopenia
Benzodiazepines
Clonazepam Start - 0.25 mg bid, + Caution in elderly patients and | ¢ Sedation
increase by 0.25 mg patients with impaired liver + Memory impairment
q 1-2 days; function. + Ataxia
maximum 20 mg/d * Risk of abuse in patients with | ¢ Dependence
Lorazepam 2 - 4 mg/d history of substance abuse
Alprazolam 1.5-6 mg/d
Diazepam 10 - 40 mg/d
Typical antipsychotics
Chlorpromazine 100 — 800 mg/d Contraindication + Sedation
Haloperidol 2 - 20 mg/d + Parkinson’s disease + Orthostatic hypotension
Thioridazine 100 = 800 mg/d * QT corrected (QTC) with chlorpromazine,
prolongation thioridazine
+ Akathisia
+ Dystonia

Drug-induced parkinsonism
Tardive dyskinesia may
occur with all antipsychotics
with long-term use.
Neuroleptic malignant
syndrome

+ QTc changes

Therapeutic doses not established
in the treatment of PTSD

Use should be well justified in
medical record because of the
risk of tardive dyskinesia.
Maximum daily dose of
thioridazine is 800 mg/d
because of pigmentary
retinopathy
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Table B3: Drug Details Table (Cont.)

Agent Oral Dose Absolu_tell_?ela_tlve Adverse Events Remarks
Contraindications

Atypical antipsychotics

Olanzapine 5-20 mg/d Relative contraindication + Sedation + Therapeutic doses not
Quetiapine 300 — 800 mg/d + Parkinson’s disease + Weight gain established for PTSD
Risperidone 1-6 mg/d * Neuroleptic malignant + Weight gain occurs with all
syndrome agents; however, olanzapine
+ Higher doses may cause produces significantly greater
akathisa, drug-induced gain
parkinsonism, especially with | « The relative risk of tardive

risperidone doses >6 mg/d dyskinesia compared to typical
antipsychotics has not been
established for these agents
Monitor for development of

diabetes/hyperglycemia

Non-benzodiazepine
Hypnotics + Caution with alcohol/drug + Sedation + Abuse has occurred resulting in

- Zaleplon 5— 10 mg/d abuse history + Ataxia withdrawal reactions

- Zolpidem 5-10 mg/d + Caution in elderly and patients | « Rebound insomnia may

with liver dysfunction oceur

Anti-anxiety Contraindication * Nausea + Abuse has occurred resulting in

- Buspirone 20 - 60 mg/d + MAOQI use within 14 days * headache withdrawal reactions

C. PSYCHOTHERAPY INTERVENTIONS

Table C1: Summary Table

R Significant Benefit Some Benefit Unknown No Benefit/Harm

Cognitive Therapy [CT]
Exposure Therapy [ET]

A | Stress Inoculation Training
[SIT]

Eye Movement Desensitization
and Reprocessing [EMDR]

Imagery Rehearsal Therapy [IRT]

B

Psychodynamic Therapy
C
| PTSD - Patient Education
D

R = level of recommendation (see page 15)

Table C2. Adjunctive Treatments

B Dialectical Behavioral Therapy [DBT]

B Hypnosis
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Table C3. Adjunctive Problem-Focused Methods/Services

If the client and clinician together conclude that the patient with PTSD: Service/Training
Is not fully informed about aspects of health needs and does not avoid high-risk behaviors . . .
1 Provide patient education
(e.g., PTSD, substance)
2 | Does not have sufficient self-care and independent living skills Refer to ge/f-ca(e(/ndep eqdent living
Skills training services
3 Does not have safe, decent, affordable, stable housing that is consistent with Use and/or refer to supported housing
treatment goals services
4 | Does not have a family that is actively supportive and/or knowledgeable about treatment for PTSD Implement family skills training
5 | Is not socially active Implement social skills training
6 | Does not have a job that provides adequate income and/or fully uses his or her training and skills {mp ’e’?”’.e nt, vocat{opa/
rehabilitation training
7 | Is unable to locate and coordinate access to services such as those listed above Use case management services
iy Provide access to religious/spiritual
8 | Does request spiritual support advisors and/or other resources
OTHER CONDITIONS
. N i - . Consider Dialectical
9 | Does have a borderline personality disorder typified by parasuicidal behaviors Behavioral Therapy
10 | Does have concurrent substance abuse problem Integrated PTSD subst'ance abuse
treatment (e.g., Seeking Safety)
Hospitalization:

There have been no satisfactory studies on inpatient treatment for patients with PTSD in trauma related conditions.
Clinical consensus supports that it is appropriate for crisis intervention, management of complex diagnostic cases,
delivery of emotionally intense therapeutic procedures, and relapse prevention.
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RECOMMENDATIONS

1. Providers should explain to all patients with PTSD
the range of available and effective therapeutic
options for PTSD. [Expert Consensus]

2. Cognitive Therapy [CT], Exposure Therapy
[ET], Stress Inoculation Training [SIT], and Eye
Movement Desensitization and Reprocessing
[EMDR] are strongly recommended for treatment
of PTSD in military and non-military populations.
EMDR has been found to be as effective as other
treatments in some studies and less effective than
other treatments in some other studies. [ A ]

3. Imagery Rehearsal Therapy [IRT] and
Psychodynamic Therapy may be considered for
treatment of PTSD. [ B ]

4. Patient education is recommended as an element
of treatment of PTSD for all patients. [ C ]

5. Consider Dialectical Behavioral Therapy (DBT)
for patients with a borderline personality disorder
typified by parasuicidal behaviors. [ B ]

6. Consider hypnotic techniques especially for
symptoms associated with PTSD, such as pain,
anxiety, dissociation and nightmares, for which
hypnosis has been successfully used. [ B ]

7. Specialized PTSD psychotherapies may be
augmented by additional problem specific
methods/services and pharmacotherapy. [Expert
Consensus]

8. Combination of cognitive therapy approaches (e.g.,
ET plus CT), while effective, has not proven to be
superior to either component alone. [B]

9. Specific psychotherapy techniques may not be
uniformly effective across all patients. When
selecting a specific treatment modality, consideration
of patient characteristics such as gender, type of
trauma (e.g., combat vs. other trauma) and past
history may be warranted. [Expert Consensus]

10. Patient and provider preferences should drive the
selection of evidence-based psychotherapy and/or
evidence-based pharmacotherapy as the first line
treatment. [Expert Consensus]|

11. Selection of individual interventions should be
based upon patient preference, provider level of
skill and comfort with a given modality, efforts to
maximize benefit and minimize risks to the patient,
and consideration of feasibility and available
resources. [Expert Consensus|

12. Psychotherapies should be provided by practitioners
who have been trained in the particular method of
treatment, whenever possible. [Expert Consensus]

13. A stepped care approach to therapy administration
may be considered, though supportive evidence is
lacking. [Expert Consensus]

Note: Psychotherapy interventions are aimed at
reduction of symptoms severity and improvement of
global functioning. However, the clinical relevance and
importance of other outcome indicators (e.g.,
improvement of quality of life, physical and mental
health) are not currently well known.

Supportive psychotherapy is not considered to be
effective for the treatment of PTSD. However, if the
patient has reasonable control over his/her symptoms
and is not in severe and acute distress, the goal may be
to prevent relapse and supportive therapy may be helpful
in that endeavor. Or, for the patient with certain co-morbid
disorders, supportive therapy may be all they can tolerate
without causing additional harm. Psychodynamic,
interpersonal, experiential (e.g., Gestalt therapy), and
many other approaches may also be beneficial parts of
an effectively integrated approach. Most experienced
therapists integrate diverse therapies, which are not
mutually exclusive in a fashion that is designed to be
especially beneficial to a given patient.

THE PSYCHOTHERAPY INTERVENTIONS

A. Selection Of Therapy For PTSD

In clinical practice, providers and patients alike are often
faced with important decisions relating to type, number,
frequency, and dose of various psychotherapies and
pharmacologic therapies. Therapies may be broadly
divided into (1) evidence-based psychotherapies, (2)
evidence-based pharmacotherapies and (3) key
adjunctive or supplemental treatment modalities.
Providers should explain to all patients with PTSD the
range of therapeutic options that are available and
effective for PTSD. This discussion should include
general advantages and disadvantages (including side-
effects) associated with each therapeutic option. In
general, PTSD therapy research has provided insufficient
evidence to favor medication or evidence-based
psychotherapy as a first-line treatment. There is also
insufficient evidence to suggest for or against combined
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medication and psychotherapy over only one of the two
approaches.

It may be helpful to add therapies using a stepped care
approach, even though supporting evidence does not
exist. The use of stepped care has been advocated for
many chronic conditions including hypertension, low
back pain and depression. In stepped care, the intensity
of care is augmented for patients who do not achieve an
acceptable outcome with lower levels of care. Stepped
care is based on three assumptions: different people
require different levels of care; finding the right level of
care often depends on monitoring outcomes; and moving
from lower to higher levels of care based on patient
outcomes often offers efficient increases in overall
effectiveness.

The level or intensity of care is guided by illness
trajectory (degree of chronicity and current illness
severity), observed outcomes and previously attempted
therapies. Active follow-up is used to determine the
level of care each patient requires over time. In PTSD
for example, the patient and provider may determine that
the first-line therapy will be psychotherapy. If, after a
period of treatment, the patient is not responding
adequately, the patient may be “stepped up” in therapeutic
intensity by adding a medication, such as a SSRI to the
regimen of ongoing psychotherapy.

B. Cognitive Therapy (CT)

Aaron Beck, at the University of Pennsylvania,
developed Cognitive Therapy as a structured, short term,
present-oriented psychotherapy for depression It is an
approach that focuses on improving mood by modifying
dysfunctional thinking and behavior. Beck and others
have successfully adapted CT to the treatment of a
diverse set of psychiatric disorders, including PTSD.

CT for PTSD typically begins with an introduction of
how thoughts affect emotions and behavior. The cognitive
model of change and expectations for participation in
therapy is reviewed. Early in treatment, new skills to
identify and clarify patterns of thinking are taught using
techniques such as recording thoughts about significant
events, identifying distressing trauma-related thoughts

and converting such dysfunctional thought patterns into
more accurate thoughts. CT also emphasizes the
identification and modification of distorted core beliefs
about self, others and the larger world. CT teaches that
improved accuracy of thoughts and beliefs about self,
others and the world leads to improved mood and
functioning.

C. Exposure Therapy (ET)

Randomized control trials have shown that Exposure
Therapy helps men and women with PTSD reduce the
fear associated with their experience through repetitive,
therapist-guided confrontation of feared places, situa-
tions, memories, thoughts, and feelings. ET usually lasts
from 8 to 12 sessions depending on the trauma and
treatment protocol. Patients are repeatedly exposed to
their own individualized fear stimuli, until their arousal
and fear responses are consistently diminished. In
session, exposure is often supplemented by therapist-
assigned and monitored self-exposure to the memories
or situations associated with traumatization. ET
providers can vary the pacing and intensity of exposing
patients to the most frightening details of their trauma
based on the patient’s emotional response to the trauma
and to the therapy itself.

Exposure can be accomplished via “imaginal” exposure
or “in vivo” exposure. Imaginal exposure involves
encouraging the patient to revisit the experience in
imagination, recalling the experience through verbally
describing the emotional details of the trauma. In vivo
exposure involves asking the patient to physically
confront realistically safe but still feared stimuli (e.g.
driving a car after having been in a serious motor
vehicle accident). This exposure can also be arranged in
a hierarchical fashion. In the preceding example the
patient might first sit in a car in the passenger seat, and
then in the driver’s seat, and then start the car, etc. The
patient repeats each situation until a reduction in the
intensity of emotional and physiological response is
achieved, at which point, they move on to the next item
in their hierarchy.
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D. Stress Inoculation Training (SIT)

Stress Inoculation Training is a type of CBT that can be
thought of as a tool box or set of skills for managing
anxiety and stress. This treatment was developed for the
management of anxiety symptoms and adapted for
treating women rape trauma survivors. SIT typically
consists of education and training of coping skills,
including deep muscle relaxation training, breathing
control, assertiveness, role playing, covert modeling,
thought stopping, positive thinking, and self-talk. The
rationale for this treatment is that trauma related anxiety
can generalize to many situations. The Expert Consensus
Guideline Series: Treatment of Posttraumatic Stress
Disorder notes that anxiety management is among the
most useful psychotherapeutic treatments for patients.

E. Eye Movement Desensitization and Reprocessing
(EMDR)

EMDR is a psychotherapy treatment that was originally
designed to alleviate the distress associated with traumatic
memories. The developer of EMDR, psychologist

Dr. Francine Shapiro, proposes the idea that EMDR
facilitates the accessing and processing of traumatic
memories to bring these to an adaptive resolution. The
possibility of obtaining significant clinical improvements
in PTSD in a few sessions presents this treatment
method as an attractive modality worthy of consideration.

During EMDR, the patient is asked to identify: (1) a
disturbing image that encapsulates the worst part of the
traumatic event; (2) associated body sensations; (3) a
negative self-referring cognition (in concise words) that
expresses what the patient “learned” from the trauma;
(4) a positive self-referring cognition that the patient
wishes could replace the negative cognition. The patient
is then asked to hold the disturbing image, sensations,
and the negative cognition in mind while tracking the
clinician’s moving finger back and forth in front of his
or her visual field for about 20 seconds. In successive
tracking episodes, the patient concentrates on whatever
changes or new associations have occurred. Tracking
episodes are repeated according to the protocol until the
patient has no further changes. More tracking episodes
reinforce the positive cognition.

Between sessions, the patient is directed to keep a
journal of any situations that provoke PTSD symptoms
and of any insights or dreams about the trauma. The
sessions required may be as few as two for uncomplicated
PTSD. More sessions are required for multiple or more
complicated trauma.

Standard CBT rating scales are used throughout the
sessions to document changes in the intensity of the
symptoms and the negative cognition and the patient’s
belief in the positive cognition. The patient only needs
to tell the therapist the concise negative and positive
cognitions and whether (and what) cognition, image,
emotion, or body sensation has changed. The therapist is
close to the patient and maintains direct eye contact as part
of the protocol. This fosters a non-directive interaction that
usually detects adverse reactions, which the therapist
helps the patient manage with cognitive techniques.
EMDR processing is internal to the patient, who does
not have to reveal the traumatic event.

The protocol allows for substitution of left-right alternating
tone or touch as alternatives in place of the eye
movements. Studies attempting to ascertain the relative
contribution of the eye-movement component have
suggested comparable treatment results with or without
eye movements, indicating that this aspect of the
treatment protocol may not be critical to effectiveness.

F. Imagery Rehearsal Therapy (IRT)

Occurrence of nightmare as a problem is frequent; 4 to 8
percent in the general population and 60 percent in
PTSD. Evidence shows that nightmares are associated
with psychological distress and sleep impairment. A
conditioning pattern similar to classic psychophysiological
insomnia is produced in the nightmare disturbed loop,
along with the negative cognition of “fear of going to
sleep.” Studies using brief CBT (desensitization and
imagery rehearsal) have demonstrated large reduction in
nightmares. Many studies, including Forbes et al. (2001),
suggest that PTSD is associated with a propensity toward
image, particularly where the posttraumatic symptom
picture is characterized by nightmares and flashbacks.
IRT incorporates a system to increase the imagery
control.
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IRT is aimed at changing the content of the patient’s
nightmare to promote mastery over the content-threat,
thereby altering the meaning, importance, and orientation
to the nightmare. The key to successful treatment is the
use of imagery. IRT focuses on the following main
approaches:

* Deemphasizes exposure by avoiding discussion of
trauma or traumatic content of nightmares

* Focuses on habitual components of disturbing
dreams and sleeplessness

* Provides no group psychotherapy

» Offers minimal instruction for dealing with
unpleasant imagery

* Emphasizes relaxation
» Conveys no specific non-sleep-related instructions

for managing posttraumatic stress, anxiety or
depressive symptoms

G. Psychodynamic Therapy

In 1895, Joseph Breuer and Sigmund Freud based their
studies on hysteria on the proposition that traumatic life
events can cause mental disorder. This principle, radical
for its time, grew in scope and application over the next
century and strongly influenced military psychiatry in
World War I and World War II. Psychodynamic
principles were later applied to the psychological
problems of Holocaust survivors, Vietnam veterans, rape
survivors, adult survivors of childhood sexual trauma,
and survivors of other traumatic events. Psychodynamic
ideas have also helped providers manage the sometimes
complex issues that may surface in the relationship
between survivor and psychotherapist. The following
statements summarize the basic elements of
psychodynamic psychotherapy:

 Based on the assumption that addressing unconscious
mental contents and conflicts (including those that
may have been blocked from consciousness as part
of a maladaptive response) can help survivors better
cope with the effects of psychological trauma

» Explores psychological meanings of posttraumatic
responses by sifting and sorting through fears,
fantasies, and defenses stirred up by the traumatic
event

* Spans a continuum ranging from supportive to
expressive but usually includes a mixture of both
 Transference and countertransference are recognized
and managed by the therapist but may or may not

be brought to the patient’s attention

» Approached within the context of a therapeutic
relationship that emphasizes safety and honesty and
which is, in itself, a crucial factor in the patient’s
response

Course of treatment for psychodynamic therapy:

* Most commonly involves one to two meetings per
week and can be relatively short term (10 to 20
sessions), focal or long term (lasting years) and
open ended

 Sessions usually last 45 to 50 minutes and, although
they average once a week, may be held more or less
frequently depending on the patient’s needs and
tolerance

 Can be conducted individually, in groups or in
family settings on an inpatient or outpatient basis

H. Patient Education

Psychoeducation is a broad term that is often included as
a component of other treatment interventions. The expert
consensus guidelines on PTSD describe psychoeducation
as educating patients and their families about the
symptoms of PTSD and the various treatments that are
available. They note that it is a useful adjunct therapy
for patients with PTSD. In addition to education,
reassurance is given that trauma related symptoms are
normal and expectable shortly after a trauma and can
often be overcome with time and treatment. Education
about the symptoms and treatment of comorbid
disorders may also be included. Psychoeducational
group treatment models for PTSD treatment have been
described for women with multiple traumas as well as
combat veterans.

I. Group Therapy

The material in this annotation is taken primarily from
David Foy and colleagues’ discussion of Group Therapy
in the recent practice guideline, Effective Treatment for
PTSD (Foy et al., 2000). This guideline represents the
most recent and most comprehensive review of current
treatments for PTSD available in the literature.
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The authors briefly review the use of group therapy for
PTSD. They note that it first began to be used as a
“front-line treatment” for PTSD in the 1970’s, and that it
has continued to be used and researched up to the
present. They note the intuitive appeal of providing this
form of therapy to patients who, by the nature of their
disorder, have to deal with “isolation, alienation and
diminished feelings”. They further acknowledge the
possibility that group therapy may foster “survivor
helping survivor” feelings in participants.

Foy characterize group approaches as “supportive,”
“psychodynamic” or “cognitive-behavioral.” While all
three approaches share certain features such as
homogeneous groups, acknowledgement of the trauma
and normalization of traumatic response, they also differ
in significant ways:

Supportive approach

» “Covering” approach in which the emphasis is
placed on addressing current life issues

* Interventions explore middle-range affects such as
frustration, with the goal of diffusing more extreme
affects

* Less reliance on formal content or structured
materials than psychodynamic or cognitive-
behavioral groups

* Low demand on clients for homework or mastery of
materials

+ Designed to maintain a sense of interpersonal
comfort and to keep transference at a low to
moderate level

* Orients members toward current coping

+ Can be conducted in a range of clinical and
paraclinical settings

Psychodynamic (“trauma focus™) approach
* “Uncovering” approach designed to address

members’ specific traumatic experiences and
memories

 Helps patients find meaning in the traumatic
experience

» Encourages patients to confront the continuing
issues presented by the experience

» Allows patients to trace painful affects back to their
self-views and views of others, which may be irrational

* Seeks to provide appropriate affective involvement,
monitored to control any overwhelming feelings and
to offset the risk for precipitating dissociative
reactions

Cognitive-behavioral (“trauma focus™) approach

* “Uncovering” approach designed to address
members’ specific traumatic experiences and
memories

* Primary goals are to reduce symptoms, enhance
members’ self-control and improve quality of life

* Emphasizes application of systematic, prolonged
exposure and cognitive restructuring to each
individual’s traumatic experience

* Provides relapse prevention training through
emphasis on mobilizing coping resources

* May feature an autobiographical emphasis
* Incorporates trauma processing

RECOMMENDATIONS

1. Consider group treatment for patients with PTSD

2. Current findings do not favor any particular type of
group therapy over other types.

J. Dialectical Behavior Therapy (DBT)

Dialectical Behavior Therapy is a comprehensive
cognitive-behavioral treatment for complex, difficult-to-
treat mental disorders, specifically designed to treat
chronically suicidal individuals, and patients with
multi-disordered individuals with borderline personality
disorder (BPD).

DBT has since been adapted for other seemingly
intractable behavioral disorders involving emotion
dysregulation, including substance dependence in
individuals with BPD and binge eating, to other clinical
populations (e.g., depressed, suicidal adolescents) and to
a variety of settings (e.g., inpatient, partial hospitalization,
forensic).

While considerable evidence supports the use of
exposure-based treatment for PTSD, its utilization may
pose some problems for patients where the symptoms of
PTSD are complicated. High rates of attrition, suicidality,
dissociation, destructive impulsivity, and chaotic life
problems are reasons cited by clinicians for abandoning
empirically supported exposure treatment. Some
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practitioners have suggest that the approach of DBT,
designed to address many of these issues, offers useful
strategies for addressing the needs of patients considered
poor candidates for exposure therapy.

The DBT approach incorporates what is valuable from
other forms of therapy and is based on a clear
acknowledgement of the value of a strong relationship
between therapist and patient. Therapy is structured in
stages and at each stage, a clear hierarchy of targets is
defined. The techniques used in DBT are extensive and
varied, addressing essentially every aspect of therapy.
These techniques are underpinned by a dialectical
philosophy that recommends a balanced, flexible and
systemic approach to the work of therapy. Patients are
helped to understand their problem behaviors and then
deal with situations more effectively. They are taught the
necessary skills to enable them to do so and helped to
deal with any problems that they may have in applying
those skills. Advice and support is available between
sessions. Patients are encouraged and helped to take
responsibility for dealing with life's challenges.

K. Hypnosis

A therapeutic intervention that may be an effective
adjunctive procedure in the treatment of PTSD.

BACKGROUND

Hypnosis is not a therapy per se, but an adjunct to
psychodynamic, cognitive-behavioral or other therapies,
and has been shown to enhance significantly their
efficacy for a variety of clinical conditions. In the specific
context of posttraumatic symptomatology, hypnotic
techniques have been used for the psychological
treatment of shell shock, battle fatigue, traumatic
neuroses, and more recently, PTSD, and dissociative
symptomatology.

Hypnosis is defined by the APA as “a procedure during
which a health professional or researcher suggests that a
client, patient or subject experience changes in sensations,
perceptions, thought, or behavior. The hypnotic context
is generally established by an induction procedure. An
induction procedure typically entails instructions to
disregard extraneous concerns and focus on the
experiences and behaviors that the therapist suggests or
that may arise spontaneously.

Hypnosis should only be used by credentialed health
care professionals, who are properly trained in the
clinical use of hypnosis and who are working within the
areas of their professional expertise.

L. Psychosocial Adjunctive Methods/Services

Patients with chronic PTSD may develop a persistent
incapacitating mental illness marked by severe and
intolerable symptoms; marital, social, and vocational
disability; and extensive use of psychiatric and
community services. These patients may sometimes
benefit more from case management and psychosocial
rehabilitation than from psycho-or pharmacotherapy.

RECOMMENDATIONS

1. Consider psychosocial rehabilitation techniques
once the client and clinician identify the following
kind of problems associated with the diagnosis of
PTSD: persistent high-risk behaviors, lack of self
care/independent living skills, homelessness,
interactions with a family that does not understand
PTSD, socially inactive, unemployed, and
encounters with barriers to various forms of
treatment/rehabilitation services.

2. Client and clinician should determine whether the
identified problems are associated with core
symptoms of PTSD and, if so, then ensure that
rehabilitation techniques are used as a contextual
vehicle for alleviating PTSD symptoms.

3. Since psychosocial rehabilitation is not trauma-
focused, it should occur concurrently or shortly
after a course of treatment for PTSD.

M. Spiritual Support

Spiritual and existential issues: “Given the complex
range of PTSD symptomatology, a successful treatment
program will address not only the emotional issues that
characterize the disorder but also its psychophysiological,
cognitive and interpersonal processes and existential
meanings” (Hunter, 1996).

RECOMMENDATIONS

Provide access to religious/spiritual resources, if sought.
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Level of Recommendations

A strong recommendation that the intervention is always indicated and acceptable

A recommendation that the intervention may be useful/eftective

A recommendation that the intervention may be considered

A recommendation that a procedure may be considered not useful/effective, or may be harmful.

—~ Ol | >

Insufficient evidence to recommend for or against — the clinician will use clinical judgment
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