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There are several self-report measures
that may be of benefit in the assessment
of patients following trauma.
Questionnaires are generally acceptable
to patients and may increase recognition
of the disorder by clinicians less familiar
with PTSD, however they are not
diagnostic and do not replace a
diagnostic interview. Perhaps ideal for
screening in general practice is the
Trauma Screening Questionnaire (TSQ),
a free 10-item validated scale providing
good specificity.14 The Impact of Events
Scale-Revised Version15 (IES-R) is
another commonly used scale; again not
diagnostic but useful in a similar fashion
to the use of questionnaires for the
detection and follow-up of depressive
symptoms in general practice.   
A diagnostic interview tool such as
CAPS-5,16 which is available free, would
be considered a gold standard. However,
it takes approximately 45 minutes to
complete.

REFERRAL
It can be difficult to distinguish the  early
reactions of resilient individuals who 

are experiencing temporary distress,
from others who have an acute or 
a developing longer-term disorder. 
The majority of individuals will not
require treatment and expert opinion
supports the adoption of the principle of
watchful waiting rather than treatment
during the initial four weeks.17

A small minority of individuals may
exhibit extreme reactions indicative of
mental disorder and require earlier or
urgent psychiatric assessment and
intervention. Treatment should also be
considered where there is a lack of
recovery at four weeks; the rule of thumb
is early diagnosis and intervention.17
Sufficient social support is crucial with
collective resilience in a family similar to
the unit cohesion utilised and built upon
in the military. 

Those with pre-existing mental illness
who experience trauma might benefit
from review, support and liaison with
their mental health team. 

Because of the lack of empirical
evidence experts recommend the use of
medication only for symptomatic relief,
or where access to therapy is limited, 
or when patients either decline
psychotherapeutic intervention or are
unable to engage in it.18

Currently, for acute stress disorder
short-term trauma-focused cognitive
behaviour therapy (TF-CBT) has the
most support,19 though accessing
psychological therapy in that timescale
may be challenging. The need to bear
witness will be discussed in a later paper. 

Providing the right information at the
right time will be helpful but the patient
should not be overloaded with this. It is
important to target interventions to those
needing help and thereby not intervene
in cases who are adjusting appropriately.  

Treatment options include referral to
mental health specialists (though some
patients will resist such a referral), 
and the prescription of medication if
psychological intervention is declined 
or if depression is readily apparent. 
The very resilience which allows 
an individual to survive trauma 
(e.g. self-reliance) may mean they are
less likely to access treatment. 

Proactive review of response to
treatment initiated in primary care is
often required (because of avoidance or
loss of trust in authority figures) with
referral to specialists if needed. 

Urgent referral is necessary if the
PTSD is severe or there are suicidal
thoughts (common), homicidal
thoughts or comorbid conditions.  

There are specialist services for
discrete trauma populations in
different areas of the UK, see Useful »

Table 2

Assessment post-trauma – features to consider

Timing of presentation

Range of possible reactions

Taking the history

Clinical assessment

Patient’s recall

Spouse or partner

PTSD so clinicians are reliant on self-
reporting and good clinical interview
skills. Guidance on assessing an
individual post-trauma is provided in
table 2, below. 

The diagnosis of PTSD differs from
most psychiatric disorders as it includes
an aetiological factor, the stressor, the
PTE, as a core criterion. 

The individual must have been
exposed to, witnessed or learnt about a
PTE occurring to someone they are
close to, with emphasis placed upon the
individual’s subjective experience.  

The core symptoms of PTSD are listed
in table 3, p22. In addition, the
symptoms must be present for one
month and cause functional impairment.  

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

Do not think just PTSD, remember comorbidity
Do not think only core criteria PTSD (e.g. survivor guilt, traumatic
bereavement, suicidal thoughts)

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 –
numbing, dissociation, part of the survival response (e.g. freeze) 

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

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)  

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

‘The symptoms
must be present for
one month and
cause functional
impairment’


