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SPECIAL REPORT
PTSD

continuum distinguished by the intensity,
duration and frequency of symptoms.
GPs should be alert to the potential of
psychological effects alongside physical
injury after major trauma or after critical
illness, with high rates of PTSD,
depression and anxiety recognised.13
Psychological reactions to traumatic
experience can range from brief
self-limiting distress to acute stress
reaction/disorder, grief reactions,
adjustment disorder or brief psychotic
disorders. If an individual presents early
post-trauma it is important to
remember that common early normal
reactions include: numbness and denial,
fear, depression, anger, guilt, impaired
sleep, perceptual changes and
flashbacks.14
The majority of patients can be
reassured that their reactions are likely
to be normal and the clinician can adopt
a position of active monitoring (watchful
waiting), encouraging the patient to
return if symptoms persist or worsen. If
symptoms are present at three months
they are likely to persist for much longer.
Both survivor and performance guilt
have been shown to be associated with
severe acute PTSD and enduring PTSD.15
Potential chronic disorders include
PTSD, complex PTSD, depression, panic
or generalised anxiety, specific phobias
and/or alcohol or substance misuse,
dissociative, somatisation or eating
disorders. As the range of response is so
variable it is vital to ask about the
occurrence of a PTE. Patients with PTSD
avoid thinking or talking about the PTE
and emotions such as shame may
further limit disclosure.
In around a third of cases the likely
outcome following a PTE will either be
PTSD alone or with comorbidity, though
this varies depending on the type of
traumatic event with rates of PTSD
higher for type 2 trauma. Although
PTSD symptoms can be present
acutely; the diagnosis requires that
symptoms have persisted for one
month. PTSD often has an early onset
(at four weeks) with many patients
improving quickly (within 3-6 months).
The occurrence of PTSD in isolation is
rare, with > 80% of individuals having at
least one other diagnosis, and three or
more being common.6 The separation of
chronic depression and PTSD when
comorbid is likely to be arbitrary;16
although comorbid depression is a
potential risk factor for suicide after
trauma.17
Both the DSM and ICD classification
systems have been reviewed, with
DSM-5 published in 2013 and ICD-11
coming into effect in January 2022 (with
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a preview in 2019 to allow its adoption).
ICD-11 proposes two sibling diagnoses:
PTSD and complex PTSD18 with the core
symptoms of PTSD very similar in each
system with somewhat different
emphasis; the symptoms according to
DSM-5 are included in table 3, p23.
Accurate diagnosis is not assisted by
the myriad combinations of symptoms
that can achieve the minimum DSM-5
diagnostic criteria – an estimated
636,120 ways to achieve a PTSD
diagnosis,19 thus allowing two people to
have the diagnosis while sharing no
symptoms. The criteria for, and
management of, complex PTSD has
been covered in an earlier article.20

weaknesses. Questionnaires are
generally acceptable to patients and
indeed some may prefer them to
discussing their symptoms. The use of
questionnaires may improve accurate
identification of PTSD by non specialists.
However, questionnaires may support
diagnosis but are no substitute for a
diagnostic interview. In primary care the
Trauma Screening Questionnaire (TSQ),
a free 10-item validated scale providing
good specificity, can be useful.22 The
Impact of Events Scale-Revised Version
(IES-R)23 is another free, frequently used
scale. These tools can be used in a
similar fashion to the use of questionnaires
for the detection and follow-up of
depressive symptoms in primary care.

ASSESSMENT
While delayed presentation is common,
the immediate response of
clinicians/carers to individuals following
PTEs may influence subsequent
adjustment. The role of GPs, alongside
other key figures such as family, friends
or faith group leaders, should not be
underestimated. It is also important to
remember the potential ripple effect of
PTEs and therefore assess the impact on
the patient’s partner and/or family.
As there is no single diagnostic test for
PTSD, self-reporting and good clinical
interviewing skills are key. Factors to
consider when assessing an individual
post-trauma are listed in table 2, p23.
Neurobiological studies have supported
clinical findings that assessment must be
handled sensitively as constructing a
narrative of traumatic experience can be
difficult and often dysregulating, see
table 2, p23. The assessment should
include psychological, social and
physical needs and a risk assessment;21
be aware of potential for ongoing risk of
trauma. Good social support is crucial,
and its absence is a risk factor for PTSD.
The inclusion of the aetiological factor,
the PTE, as a core criterion for diagnosis,
sets PTSD aside from other psychiatric
disorders. Emphasis is placed on the
individual’s subjective experience, and
he or she must have been involved in or
witnessed a PTE or learnt about a PTE
occurring to someone close to them.
The core symptoms of PTSD are listed
in table 3, p23, and they must be present
for at least one month and cause
functional impairment. Comorbidity and
symptom overlap with depression or
anxiety means that PTSD can be missed,
or conversely because of the relative
noise of PTSD, depression not identified.
There are numerous self-report
measures that may help in the
assessment of patients following
trauma, each with strengths and relative

REFERRAL
As even resilient individuals may
experience a brief period of distress
after a traumatic incident, it can be
challenging to distinguish them from
those who are developing a significant
acute or longer-term post-traumatic
disorder. It is important to identify those
actually requiring intervention and

Table 1
Risk factors for PTSD
Patient-related factors
• Acute stress reaction
• Family or personal history
of mental disorder
• Perceived seriousness
of physical injury*
• Past experience of trauma
• Age, race and gender (predictive
in certain populations only)
• Early life adversity
Trauma-related factors
• Trauma severity
• Sudden, unexpected events
• Manmade rather than natural events
• Prolonged exposure
• Perceived threat to life*
• Multiple deaths and/or mutilation
• Personally relevant factors,
e.g. the involvement of a child
• Proximity to the trauma
Environmental factors
• Lack of social support
(or inability to utilise it)
• Ongoing life stresses
• Economic resources
• Lower educational and
socioeconomic levels
* It is the patient’s not the clinician’s
perception that is important and predictive

