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Table 1

Risk factors for the development of 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

* It is the patient’s (not the clinician’s) perception that is important and predictive

simply recovery; time is not always a
great healer. A range of trajectories has
been identified.9 Trajectories include
transient distress, relapse/remitting,
chronic dysfunction and delayed
dysfunction. Up to 60% of patients
recover from acute PTSD within three
months, but for some there will be no
remission by six years.10 Those patients
who access treatment have a shorter
duration of symptoms10 but it is not
always those most needing help who
access it. 

COMORBIDITY
Nearly 60% of men and more than 40%
of women with PTSD meet criteria for
three or more other psychiatric
diagnoses.10 Comorbidity includes:
depression, anxiety disorders such as
generalised anxiety disorder or panic
disorder, specific phobias and alcohol or
substance use disorders; all of which can
be independent outcomes after trauma.
Clearly it is important to detect all
comorbidities. While the relationship
between depression and PTSD is complex,
they regularly co-occur and depression
may be a factor in suicide risk.11 

AETIOLOGY AND PROGNOSTIC
FACTORS
While some traumatic events seem so
dreadful that they will predisposeto high
rates of post-traumatic reactions
individuals can be remarkably resilient
and not all survivors will develop an
illness. The exact weighting of
aetiological factors is not known and the
outcome after trauma is the result of 
a complex interaction between features
of the trauma, the patient, and their
circumstances, see table 1, above. 
It is the patient’s perception that is
important and predictive, both in
relation to threat to life and seriousness
of injury. It is not clear whether risk
factors are additive, as many will cluster

and some will predispose to others. 
Also previous trauma may potentially

either ‘sensitise’ or ‘inoculate’ the
individual depending upon their view 
of that event and their ability to cope 
with it (e.g. whether they felt powerless 
or powerful).

PRESENTATION
Clinically, normal and abnormal
reactions to trauma lie on a continuum
distinguished by the intensity and
duration of the reaction, and the degree
of difficulty the individual has with day to
day functioning. Common early normal
reactions to trauma include numbness
and denial, fear, depression, anger, guilt,
impaired sleep, perceptual changes and
flashbacks.12 The majority of patients can
be reassured that their reactions are
normal.  

Adverse psychological reactions to
traumatic experience can range from
acute stress reaction/disorder, grief
reactions, adjustment disorder or brief
psychotic disorders, to a variety of
chronic disorders such as complex
PTSD, eating disorders, dissociative or
somatisation disorders or those noted
under comorbidity. Recently, both the
DSM and ICD classification systems have
been involved in overlapping reviews,
with DSM publishing the fifth edition
(DSM-5) in 2013 and the 11th revision of
the ICD due to be published in 2018,
though proposals for the latter have
been published and are under
discussion they are not yet in clinical use;
ICD-10 remains in use for now. In the
revision of the ICD classification system13

(ICD-11) two sibling diagnoses are
proposed: PTSD and complex PTSD.13
The core symptoms of PTSD remain the
same in each system though different
emphasis is given; the symptoms
according to DSM-5 are included in 
table 3, p22. One justifiable criticism of
arranging the symptoms into criterion
clusters is the myriad combinations of
symptoms which can achieve the
minimum diagnostic criteria. The criteria
for, and management of, complex PTSD
is beyond the scope of this article but
will be covered in a later article.  

For approximately one-third of people
experiencing a PTE the likely outcome
will either be PTSD alone or with
comorbidity. While the characteristic
symptoms of PTSD can be present
earlier the diagnosis requires the
persistence of symptoms for one month.
PTSD usually has an early onset 
with many patients improving quickly. 
If symptoms are present at three months
they are likely to persist for much longer.

Comorbidity and symptom overlap
with depression or anxiety means that
PTSD can be missed in primary care;
considering the role of a PTE may help
improve detection. Patients with PTSD
avoid thinking or talking about the PTE
so may not volunteer this information.
There is no single diagnostic test for
PTSD and assessment must be conducted
sensitively as putting traumatic
experience into words is difficult and/or
dysregulating, see table 2, opposite.  

ASSESSMENT
The early response of clinicians/carers 
to individuals after PTEs is likely to
influence subsequent adjustment. 
GPs should not underestimate their
supporting role alongside family, friends
or faith group leaders. It is also important
to assess the impact upon the patient’s
partner and family.  

There is no single diagnostic test for

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

‘Patients who access
treatment have 
a shorter duration 
of symptoms’


