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be very sensitive to any perceived
secondary wounding, especially by
services. 

Where management is shared with
secondary care there should be clear
agreement about monitoring and
follow-up.17 As many PTSD patients
suffer from disabling anxiety they can
avoid engaging in treatment and
assertive follow-up may be necessary.
With avoidance a core symptom, the
assumption that all is well if the patient
does not present will often need to be
reversed. It may be illuminating to check
that the patient’s stated secondary care
plan of treatment matches what they
report receiving. Transitions in treatment 
(of therapy, medication, therapist, or
discharge) can be difficult. Risks,
including suicidality and homicidality
need to be assessed and reviewed. 
The loss of trust in authority or authority
figures may impact on engagement 
if an authoritarian stance is taken. 

CONCLUSION
There is certainly no uniform or singular
experience of trauma and there is
compelling evidence that traumatic
experience triggers a psychological
response and for some, PTSD. 

The holistic care of patients
necessitates that the management of
their psychological problems should not
be seen as less important than the
treatment of their physical injuries
resulting from the trauma. 
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Most people experience at least one potentially traumatic 
event (PTE) during their life. Many will develop only
transient distress and not a psychological illness. 
Even the most inherently horrific event does not
invariably lead to the development of a psychological
disorder while an individual with sufficient vulnerability
may develop post-traumatic stress disorder (PTSD)
after what appears to be an event of low magnitude.

The lifetime prevalence of PTSD in community samples 
ranges between 1.9% and 8.8%. A large general population
survey of adults in England found a current prevalence
of 3%. Up to 60% of patients recover from acute PTSD
within three months, but for some there will be no
remission by six years.

The diagnosis of PTSD differs from most psychiatric 
disorders as it includes an aetiological factor, the
traumatic event, as a core criterion. The DSM 5 core
symptoms of PTSD are grouped into four key symptom
clusters: re-experiencing, avoidance, negative cognitions
and mood, and arousal. Symptoms must be present for
at least one month and cause functional impairment.

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 watchful waiting rather than
treatment is recommended during the initial four weeks.
Treatment options include referral to mental health
specialists or the prescription of medication if psychological
intervention is declined or there is comorbid depression.

NICE recommends that all patients should be offered 
trauma-focused psychological interventions, with the
greatest evidence base for trauma-focused CBT and eye
movement desensitisation and reprocessing. The usual
medication of choice is an SSRI (paroxetine or sertraline).
PTSD patients can avoid engaging in treatment and
assertive follow-up may be necessary.

Useful information 

UK Psychological Trauma Society 
www.ukpts.co.uk

British Association for Behavioural and
Cognitive Psychotherapies  
www.cbtregisteruk.com

EMDR 
www.emdrassociation.org.uk/site.php/
profile/categories

Former Service Personnel (Veterans)
Many areas/health boards now have a
lead practitioner or Forces Champion   

The Confederation of Service Charities
www.cobseo.org.uk

Veterans Scotland 
www.veteransscotland.co.uk


