therefore target treatments, and not to
intervene when people are adjusting
appropriately.
Guidelines and expert opinion
support the principle of active
monitoring. Within the initial four weeks
some individuals may develop a mental
health disorder, such as acute stress
disorder (ASD) and require earlier or
urgent psychiatric/psychological
assessment and intervention; for ASD
this will be a trauma-focused cognitive
behavioural therapy (TF-CBT)
intervention.21,24 Early diagnosis and
intervention are important but
accessing psychological therapy in that
timescale may be difficult.
Many areas will have specific
psychological therapy services that will
typically offer NICE recommended
treatments21 though these may vary.
Referral options will include referral to
community mental health teams. When
considering a referral it is worth noting
that psychotherapy is considered firstline treatment for PTSD, though severity
and complexity – including comorbidity
– and suicidal thoughts (common)
and/or homicidal thoughts will
potentially necessitate an urgent referral
and/or involvement of other disciplines.
The input of psychiatry may also be
needed if psychological intervention is
unavailable, and medication considered
for symptomatic relief or in the presence
of comorbid depression.
In different areas of the UK there are
specialist services for discrete trauma
populations to whom people can be
referred, see Useful information box, p25.
This includes services for: former
military personnel, blue light services
personnel, refugees (in key areas) and

intensive care follow-up clinics. It is also
important to be aware that former
military personnel are entitled, where
appropriate, to treatment above and
beyond typical NHS treatment through
the Armed Forces Covenant, and many

areas ask for confirmation of veteran
status to allow priority to be given to
these patients.
Delayed presentation is common,
with those most needing treatment not
always accepting it. The very resilience
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Table 2
Assessment post-trauma – features to consider
Timing of presentation

How long since the PTE?
Longitudinal – what is the trajectory?
Why presenting now – anniversary, specific reminder, functional
impairment?

Range of possible reactions Do not think just PTSD, remember comorbidity
Do not think only core criteria PTSD (e.g. survivor guilt, traumatic
bereavement, suicidal thoughts)
Taking the history

Do not push too fast – may be dysregulating
Reassure the patient that an exhaustive description is not needed
Do not open up issues if you personally are not going to work on them
with the patient
Be aware that an absence of emotion is not an absence of response –
consider numbing, dissociation, part of the survival response (e.g. freeze)

Clinical assessment

When, how and where did the PTE happen?
Who was involved?
How did the patient react/how did others react?

Patient’s recall

Any gaps in memory?
How does memory progress - freeze frame or DVD?
All sensory modalities
Confirm what the patient remembers and what others have told them
Patients will commonly get timing and order of events wrong. Usually
not intentional, may be part of fear response (e.g. attention freeze)

Spouse or partner

Corroboration
Explain typical reactions
How they can help
Identify any ripple effect

Table 3
Core symptoms of PTSD (DSM-5 diagnostic criteria)
Intrusive (re-experiencing) phenomena
One or more of:
• Recurrent distressing recollections
(involuntary)
• Nightmares related to the PTE
• Flashbacks in any sensory modality
• Distress triggered by reminders
• Physiological reactions to internal or
external cues to the PTE
Persistent avoidance of reminders of the PTE
One or both of:
• Avoidance of external reminders (e.g. people, situations,
activities)
• Avoiding thinking about or remembering the event

Negative alterations in cognition and
mood associated with the PTE
Two or more of:
• Amnesia for important aspect(s) of
the event
• Persistent and exaggerated beliefs
about self, others or the world
• Persistent, distorted cognition about
cause or consequences of the PTE
(self-blame, locus of control shift)
• Persistent negative emotional state
(fear, horror, anger, guilt or shame)
• Loss of interest or participation in
significant activities
• Feeling detached or estranged from
others
• Emotional numbing – unable to feel
positive emotion

Hyperarousal symptoms
Two or more of:
• Sleep disturbance
• Irritability/angry outbursts
• Reckless or self-destructive
behaviour
• Concentration difficulties
• Hypervigilance
• Exaggerated startle response
Symptoms for at least one month
Functional impairment
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