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INTRODUCTION

This update of the Clinical Practice Guideline for the Management of Post-Traumatic Stress was developed
under the auspices of the Veterans Health Administration (VHA) and the Department of Defense (DoD),
pursuant to directives from the Department of Veterans Affairs (VA). VHA and DoD define clinical
practice guidelines as:

“Recommendations for the performance or exclusion of specific procedures or services derived
through a rigorous methodological approach that includes:

Determination of appropriate criteria, such as effectiveness, efficacy, population benefit, or
patient satisfaction and a literature review to determine the strength of the evidence in relation
to these criteria.”

This 2010 VA/DoD Post-Traumatic Stress guideline update builds on the 2004 VA/DoD Clinical Practice
Guideline for the Management of Post-Traumatic Stress. The 2004 Post-Traumatic Stress Guideline was
the first effort to bring evidence-based practice to clinicians providing care to trauma survivors and patients
with stress disorders in the VA and DoD. The development of the Guideline originated with recognition of
the need to diagnose and treat Post-Traumatic Stress among the military and veteran population. The
Guideline presented evidence-based recommendations that were thoroughly evaluated by practicing
clinicians and reviewed by clinical experts from the VHA and DoD.

Algorithms:

The VA/DoD also utilized an algorithmic approach for the 2004 Guideline for the Management Post-
Traumatic Stress. This guideline update has also been developed using an algorithmic approach to guide
the clinician in determining the care and the sequencing of the interventions on a patient-specific basis. The
clinical algorithm incorporates the information that is presented in the guideline in a format that maximally
facilitates clinical decision-making. The use of the algorithmic format was chosen because such a format
improves data collection, facilitates clinical decision-making, and changes in patterns of resource use.
However, this should not prevent providers from using their own clinical expertise in the care of an
individual patient. Guideline recommendations are intended to support clinical decision-making and should
never replace sound clinical judgment.

During the past 6 years, a number of well-designed randomized controlled trials of pharmacological and
psychotherapeutic interventions for post-traumatic stress have been conducted. Therefore, the goal of this
update is to integrate the results of this research and update the recommendations of the original guideline
to reflect the current knowledge of effective treatment intervention. As in the original guideline, this update
will explore the most important research areas of intervention to prevent the development of PTSD in
persons who have developed stress reaction symptoms after exposure to trauma.

Target Population:

This guideline applies to adult patients with post-traumatic stress who are treated in any VA or DoD
clinical setting.

Audiences:

The guideline is relevant to all healthcare professionals who are providing or directing treatment services to
patients with post-traumatic stress at any VA/DoD healthcare setting.

Post-Traumatic Stress:

Post-traumatic stress consists of a spectrum of traumatic stress disorders—hence, this Clinical Practice
Guideline for the Management of Post-Traumatic Stress. These disorders can be arranged along a temporal
axis, from Acute Stress Reaction, to Acute Stress Disorder, Acute PTSD, and Chronic PTSD. Each of these
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may be associated with serious mental and physical co-morbidities. Some survivors will experience only a

part of this spectrum, while others will progress through the entire range.
Acute stress reaction (ASR) is not a DSM 1V diagnosis and is used in this guideline to refer to a range of

transient conditions that develop in response to a traumatic event. Onset of at least some signs and
symptoms may be simultaneous with the trauma itself or within minutes of the traumatic event and may
follow the trauma after an interval of hours or days. In most cases symptoms will disappear within days
(even hours). Combat and Operational Stress Reaction (COSR) reflects acute reactions to a high-stress
or combat-related event. ASR/COSR can present with a broad group of physical, mental, and emotional
symptoms and signs (e.g., depression, fatigue, anxiety, decreased concentration/memory, hyperarousal, and
others) that have not resolved within 4 days after the event, and after other disorders have been ruled out.

Acute stress disorder (ASD), a diagnosis defined by DSM 1V, occurs when the individual has experienced
trauma(s) as described above, has symptoms lasting more than two days, but less than one month after
exposure to the trauma (may progress to PTSD if symptoms last more than one month), and exhibits re-
experiencing, avoidance, increased arousal and at least three out of five dissociative symptoms.

Post-traumatic stress disorder (PTSD) is a clinically significant condition with symptoms continuing
more than one month after exposure to a trauma that has caused significant distress or impairment in social,
occupational, or other important areas of functioning. Patients with PTSD may exhibit persistent re-
experiencing of the traumatic event(s), persistent avoidance of stimuli associated with the trauma, numbing
of general responsiveness (not present before the trauma), and persistent symptoms of increased arousal
(not present before the trauma). PTSD can also have a delayed onset, which is described as a clinically
significant presentation of symptoms (causing significant distress or impairment in social, occupational, or
other important areas of functioning) at least 6 months after exposure to trauma.

PTSD is further sub-divided into Acute PTSD (symptoms lasting more than one month, but less than three
months after exposure to trauma) and Chronic PTSD (symptoms lasting more than three months after
exposure to trauma). PTSD can appear alone (presenting with common symptoms of PTSD) or more
commonly with other co-occurring conditions (persistent difficulties in interpersonal relations, mood,
chronic pain, sleep disturbances, somatization, and profound identity problems) or psychiatric disorders
(meeting DSM criteria for another disorder, such as substance abuse, depression, and anxiety disorder).

OEF/OIF veterans and service members who have sustained a concussion (mild-TBI) in the combat
environment are often at significantly greater risk of PTSD. Moreover, the diagnosis of either condition
may be complicated by the fact that PTSD is associated with generalized health symptoms, including
neurocognitive impairment and other symptoms in the persistent post-concussion syndrome definition.

Evidence-based practices to prevent and treat PTSD include screening, cognitive behavioral therapies, and
medications. There are many new strategies involving enhancement of cognitive fitness and psychological
resilience to reduce the detrimental impact of trauma. In terms of screening, evidence suggests that
identifying PTSD early and quickly referring people to treatment can shorten their suffering and lessen the
severity of their functional impairment. Several types of cognitive behavioral therapies, counseling, and
medications have been shown to be effective in treating PTSD.

The VA and DoD Healthcare systems have undergone significant changes in the past 10-15 years that are
transforming the two into an integrated system that provides high-quality care. In response to the increased
demands for services to treat OEF/OIF veterans with PTSD, these systems have invested resources in
expanding outreach activities, enhancing the availability and timeliness of specialized PTSD services..

Post-Traumatic Stress in VA population:

The numbers of veterans seeking and receiving treatment for post-traumatic stress in general and PTSD, in
particular, continue to increase. In a follow-up to a study by Dohrenwend et al. (2006), 9.1 percent of
Vietnam veterans sampled still suffered from symptoms of PTSD in 1990. During a five year span (2004-
2008), the number of unique veterans seeking help for PTSD in the VA system increased from 274,000 to
442,000. Also, according to a review of several studies investigating the prevalence of PTSD in U.S.
Veterans of the first Persian Gulf War, the Board on Population Health and Public Health Practice at the
National Academies of Science (2008) reported that the PCL-based prevalence of PTSD in a sample of
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11,441 veterans was 12.1 percent. This review also cited evidence that ten years after the 1990 Gulf War,
6.2 percent of a sample of veterans still suffered from PTSD.

The number of Iraq and Afghanistan veterans who have been separated from service, seen in U.S.
Veteran’s Administration healthcare facilities, and diagnosed with PTSD was reported by Seal and
colleagues (2007). Of the 103,788 veterans included in this review, the overall prevalence of PTSD was 13
percent, higher than any other mental health diagnostic category reported by these authors. The VA’s
Uniform Services Handbook sets standards for mental healthcare across VA facilities and is intended to
both improve quality of care and facilitate implementation of evidence-based practices. In recent years, the
exponential increase in clinical services for veterans with PTSD has been driven by the combination of
improved diagnostic and treatment techniques for all stress-related disorders, the needs of veterans from
past wars as far back as World War |1, the co-morbid conditions many veterans experience in addition to
PTSD (chronic medical conditions, SUD), and the ongoing nature of the current wars in Irag and
Afghanistan.

Post-Traumatic Stress in DoD population:

A number of studies have been conducted to estimate the prevalence and incidence of PTSD in military
personnel during the Iraq and Afghanistan wars. These studies have shown high consistency in rates, when
grouped according to study population (e.g., studies involving Army or Marine combat infantry units
versus studies involving samples of the deploying population at large, including personnel from support
units or services not involved in direct combat).

One of the first and most cited epidemiological surveys to provide estimates of PTSD prevalence in
military personnel who served in Afghanistan or Iraq was published by Hoge et al. (2004). The prevalence
of PTSD 3 months post-deployment among infantry soldiers and Marines who returned from high-intensity
combat in Iraq was 12.9 percent and 12.2 percent, respectively (n = 894 soldiers, 815 Marines), based on a
stringent definition for PTSD supported in a study by Terhakopian et al. (2008) (PCL score of at least 50
combined with DSM criteria). By comparison, the rate among soldiers who had deployed to Afghanistan,
where there was very low-intensity combat at that time, was 6.2 percent, and the baseline rate in a group of
soldiers before deployment was 5 percent. This study also highlighted the impact that stigma and barriers to
care have on willingness to receive help. Less than half of the soldiers in need of mental health services
received care, and many reported concerns that they would be treated differently by peers or leaders if they
sought care.

In a subsequent survey involving active and National Guard brigade combat teams (infantry), rates of 15
percent were documented at three months post-deployment and rose to 17-25 percent at twelve months
post-deployment using the same definitions as in the 2004 article (Thomas et al., 2010).

In-theater assessments of personnel in ground combat units have been conducted on nearly an annual basis
in Irag and several times in Afghanistan since the start of the wars (Army Mental Health Advisory Team
Assessments—MHATS). These studies have found rates of acute stress or PTSD (based on a PCL >50
points) of 10-20 percent, with a strong correlation to combat frequency and intensity. Rates in units
exposed to minimal combat were similar to baseline rates in the population (5 percent), and there was a
linear increase up to 25 percent in units involved in the highest-intensity combat. The Afghanistan theater
showed lower rates earlier in the war (7 percent in 2005), but they increased to levels comparable with Iraq
in 2007 and thereafter.

In addition to studies based on infantry samples, there have been a number of studies based on post-
deployment health assessments, healthcare utilization records, and random samples of military or veteran
populations, including those not engaged in direct combat (Hoge et al., 2006; Milliken et al., 2007;
Tanielian et al., 2008; Smith et al.,2008; Fear et al., 2010; and others). General population samples that do
not focus specifically on combat units have resulted in lower rates than reported in infantry samples, but
estimates approach infantry samples when analyses are restricted to Army or Marine personnel with
combat experience. While most studies have focused on point prevalence of PTSD, one study has looked at
the 3-year incidence in a large representative population sample (Smith et al., 2008). The cumulative
incidence was 9 percent in Army personnel who had experienced combat, which equates to a prevalence of
approximately 12 percent, including those excluded for PTSD at baseline. Overall, baseline pre-deployment
rates in military samples have ranged from 3-6 percent, comparable to civilian rates reported in the
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National Co-morbidity Study (Kessler et al., 2005), and post-deployment rates have ranged from 6-20
percent. The strongest predictors of increased prevalence post-deployment have been combat frequency and
intensity. There are also many other types of traumatic experience that service members encounter, both in
their professional military occupations and in their pre-military or off-duty time, including exposure to
accidents, assault, rape, natural disasters, and other experiences.

Outcome Measures:

The Working Group (WG) agreed on the following health-related outcomes for management of post-
traumatic stress:

Improvement in quality of life (social and occupational functioning)
Reduced morbidity/mortality

Improvement over long term

Patient Satisfaction

Co-morbidity

Improvement of symptoms.

Guideline Goals:

The most important goal of the VA/DoD Clinical Practice Guideline for the Management of Post-
Traumatic Stress is to provide scientific evidence-based practice evaluations and interventions. The
guideline was developed to assist facilities in implementing processes of care that are evidence-based and
designed to achieve maximum functionality and independence, as well as improve patient and family
quality of life. The related specifics are:

e To identify the critical decision points in the management of patients with post-traumatic stress
disorder

o To allow flexibility so that local policies or procedures, such as those regarding referrals to or
consultation with specialty care (mental healthcare), can be accommodated

e To decrease the development of complications and co-morbidity

e To improve patient outcomes—i.e., reduce symptoms, decrease co-morbidity, increase functional
status, and enhance the quality of life.

Development Process:

The development process of this guideline follows a systematic approach described in “Guideline-for-
Guidelines,” an internal working document of the VA/DoD Evidence-Based Practice Working Group that
requires an ongoing review of the work in progress. Appendix A clearly describes the guideline
development process followed for this guideline.

The Offices of Quality and Performance and Patient Care Service of the VA, in collaboration with the
network Clinical Managers, and the Medical Center Command of the DoD identified clinical leaders to
champion the guideline development process. During a preplanning conference call, the clinical leaders
defined the scope of the guideline and identified a group of clinical experts from the VA and DoD that
formed the Guideline Development Working Group.

At the start of the update process, the clinical leaders, guideline panel members, outside experts, and
experts in the field of guideline and algorithm development were consulted to determine which aspects of
the 2004 guideline required updating. These consultations resulted in the following recommendations that
guided the update efforts: (1) update any recommendations from the original guideline likely to be affected
by new research findings; (2) provide information and recommendations on health system changes relevant
to the management of post-traumatic stress; (3) address content areas and models of treatment for which
little data existed during the development of the original guideline; and (4) review the performance and
lessons learned since the implementation of the original guideline

|
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Review of Literature and Evidence:

Recommendations for the performance or inclusion of specific procedures or services in this guideline were

derived through a rigorous methodological approach that included the following:

e Determining appropriate criteria, such as effectiveness, efficacy, population benefit, and patient
satisfaction

e Performing a comprehensive literature search and selection of relevant studies from January 2002 to
August 2009 to identify the best available evidence and ensure maximum coverage of studies at the top
of the hierarchy of study types

e Reviewing the selected studies to determine the strength of the evidence in relation to these criteria

e Formulating the recommendations and grading the level of evidence supporting each recommendation.

This 2010 update builds on the 2004 version of the guideline and incorporates information from the
following existing evidence-based guidelines/reports identified by the Working Group as appropriate seed
documents:

e ISTSS (2009) - Effective Treatments for PTSD: Practice Guidelines from the International Society for
Traumatic Stress Studies. Foa EB, Keane TM, Friedman MJ. Cohen J (Eds) 2009. New York: Guilford
Press.

e IOM (2007) - Institute of Medicine (I0M). 2008. Treatment of post-traumatic stress disorder: An
assessment of the evidence. Washington, DC: The National Academies Press.

e APA (2009) - Practice Guideline for the Treatment of Patients with Acute Stress Disorder and
Posttraumatic Stress Disorder: Guideline Watch, March 2009.

Literature searches were conducted, covering the period from January 2002 through August 2009, that
combined terms for post-traumatic stress, acute stress reaction (ASR), acute stress disorder (ASD), acute
post-traumatic stress disorder, and chronic post-traumatic stress disorder. Electronic searches were
supplemented by reference lists, and additional citations were suggested by experts. The identified and
selected studies on those issues were critically analyzed, and evidence was graded using a standardized
format, based on the system used by the U.S. Preventive Services Task Force (USPSTF, 2007).

If evidence exists, the discussion following the recommendations for each annotation includes an evidence
table identifying the studies that have been considered, the quality of the evidence, and the rating of the
strength of the recommendation [SR]. The Strength of Recommendation, based on the level of the evidence
and graded using the USPSTF rating system (see Table: Evidence Rating System), is presented in brackets
following each guideline recommendation.

Evidence Rating System

SR
A A strong recommendation that clinicians provide the intervention to eligible patients.

Good evidence was found that the intervention improves important health outcomes and
concludes that benefits substantially outweigh harm.

B A recommendation that clinicians provide (the service) to eligible patients.

At least fair evidence was found that the intervention improves health outcomes and concludes
that benefits outweigh harm.

C No recommendation for or against the routine provision of the intervention is made.

At least fair evidence was found that the intervention can improve health outcomes but
concludes that the balance of benefits and harms is too close to justify a general
recommendation.

D Recommendation is made against routinely providing the intervention to asymptomatic patients.
At least fair evidence was found that the intervention is ineffective or that the harms outweigh
benefits.

| The conclusion is that the evidence is insufficient to recommend for or against routinely
providing the intervention.

Evidence that the intervention is effective is lacking, of poor quality, or conflicting, and the
balance of benefits and harms can not be determined.

SR = Strength of recommendation
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Where existing literature was ambiguous or conflicting, or where scientific data was lacking on an issue,
recommendations are based on the clinical experience of the Working Group. Although several of the
recommendations in this guideline are based on weak evidence, some of these recommendations are
strongly recommended, based on the experience and consensus of the clinical experts and researchers of the
Working Group. Recommendations that are based on a consensus of the Working Group include a
discussion on the given topic. No [SR] is presented for these recommendations. A complete bibliography of
the references in this guideline can be found in Appendix E

This Guideline is the product of many months of diligent effort and consensus-building among
knowledgeable individuals from the VA and DoD and a guideline facilitator from the private sector. An
experienced moderator facilitated the multidisciplinary Working Group. The draft document was discussed
in two face-to-face group meetings. The content and validity of each section were thoroughly reviewed in a
series of conference calls. The final document is the product of those discussions and has been approved by
all members of the Working Group.

The list of participants is included in Appendix D to the guideline.

Implementation:

The guideline and algorithms are designed to be adapted by individual facilities in consideration of local
needs and resources. The algorithms serve as a guide that providers can use to determine best interventions
and timing of care for their patients in order to optimize quality of care and clinical outcomes.

Although this guideline represents the state-of-the-art practice on the date of its publication, medical
practice is evolving, and this evolution requires continuous updating of published information. New
technology and more research will improve patient care in the future. The clinical practice guideline can
assist in identifying priority areas for research and optimal allocation of resources. Future studies
examining the results of clinical practice guidelines such as these may lead to the development of new
practice-based evidence.

KEY POINTS ADDRESSED BY THIS GUIDELINE

1. Triage and management of acute traumatic stress

2. Routine primary care screening for trauma and related symptoms

3. Diagnosis of trauma syndromes and co-morbidities

4. Evidence-based management of trauma-related symptoms and functioning

5. Collaborative patient/provider decision-making, education, and goal-setting

6. Coordinated and sustained follow-up

7. ldentification of major gaps in current knowledge

8. Outline for psychological care in ongoing military operations

9. Proactive strategies to promote resilience and prevent trauma-related stress disorders
10. Standardized longitudinal care (DoD/VA, Primary Care/Mental Health)
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OVERVIEW OF GUIDELINE UPDATE
This clinical practice guideline updates the 2004 version of the VA/DoD Guideline on Management of
Post-Traumatic Stress. The Working Group (WG) developed a revised, comprehensive clinical algorithm.
The objective of the VA/DoD Working Group in developing this revision was to incorporate the
accumulating experience in the field and information from the original guideline recommendations into a
format that would maximally facilitate clinical decision-making. Randomized controlled trials and
systematic reviews were identified and have been carefully appraised and included in the analysis of the
evidence for this update. Promoting evidence-based treatment ultimately enhances and optimizes treatment
outcomes, thus contributing to optimal care across institutional boundaries and promoting a smooth
transition of care between the DOD and the VA healthcare systems.
The current revision incorporates the four Modules of the 2004 guideline into a CORE module and two
management Modules: 1) Acute Stress Reaction and early interventions to prevent PTSD; and 2)
Management of PTSD. Where evidence suggests differences in the management of Acute Stress Reactions
(ASR), Acute Stress Disorder (ASD), and Post-Traumatic Stress Disorder (PTSD), specific treatment
intervention recommendations are provided.

The VA/DoD Working Group reviewed the International Society for Traumatic Stress Studies clinical
practice guideline (Foa et al., 2009) and made the decision to adopt several of their evidence-based
recommendations. In addition, identified randomized controlled trials and systematic reviews published in
the past 7 years have been carefully appraised and included in the analysis of the evidence for this update.

The first Module incorporates the assessment, diagnosis, and management of symptoms of Acute Stress
Reaction (ASR) in the immediate period after exposure to trauma, the management of Acute Stress
Disorder (ASD), and the effective early interventions to prevent progression of stress reactions to full
PTSD. Additional recommendations were added for the assessment and management of Combat and
Operational Stress Reaction (COSR), addressing specific actions that the WG considered to be of
importance for providers caring for service members with symptoms.

The second Module addresses the diagnosis and management of patients with Post-Traumatic Stress
Disorder (PTSD). The WG revised the algorithm for this module in a patient-centered approach that
emphasizes the decisions and interventions shown to be effective in treating PTSD, regardless of the
treatment setting. This approach should allow for the use of the guideline as a starting point for innovative
plans that improve collaborative efforts and focus on key aspects of care. The recommendations outlined in
this guideline should serve as a framework for the care that is provided in both, specialty mental healthcare
settings and primary care. The optimal setting of care for the individual patient will depend on patient
preferences, the level of expertise of the provider, and available resources.

The WG recognizes that PTSD is often accompanied by other psychiatric conditions. Such co-morbidities
require clinical attention at the point of diagnosis and throughout the process of treatment. Disorders of
particular concern are substance use disorder, major depression, and post-concussive symptoms attributed
to mild TBI. The WG also recognizes the fact that few trials have been published that can provide guidance
on how to manage PTSD that is complicated by co-morbid illness. The revised guideline includes
recommendations based on the experience and opinion of the experts, providing suggestions for the
approach to treatment of PTSD in the presence of co-morbid psychiatric conditions.

Working Group consensus-based recommendations are added to the 2010 revision of the CPG regarding
specific adjunct treatment interventions that target specific symptoms frequently seen in patients with acute
stress reactions (beyond the core symptoms of ASD/PTSD). These include sleep disturbance, pain, and
anger. These consensus-based recommendations are aimed to help the primary care practitioners and others
to provide brief symptom-focused treatment.

Finally, clinicians following these updated guidelines should not limit themselves only to the approaches
and techniques addressed in the guideline. All current treatments have limitations—not all patients respond
to them, patients drop out of treatment, or providers are not comfortable using a particular intervention.
Creative integration of combined treatments that are driven by sound evidence-based principles is
encouraged in the field.
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CORE MODULE: ANNOTATIONS

1. PRIMARY PREVENTION

A. Education and Training to Foster Resilience

OBJECTIVE

Prepare individuals and groups for exposure to potentially traumatic experiences in
ways that minimize the likelihood of development of Post-Traumatic Stress Disorder
(PTSD) and other trauma-related problems.

BACKGROUND

Because exposure to traumatic stressors is part of the expected work experience of
some occupations (e.g., military personnel and emergency services workers), it is
sensible to make efforts to prepare individuals in these professions for their
encounters with traumatic events. This preparation is not explicitly undertaken in
most workplaces, with some exceptions (e.g., some military training environments).
To date, research has not examined our capacity to prepare individuals or
communities for trauma exposure. However, general principles of preparation can be
outlined that are consistent with theoretical models of the development of PTSD,
research on risk factors for development of PTSD, and emerging concepts of
resilience and hardiness.

RECOMMENDATIONS

1. In high-risk occupations, for which the probability of trauma exposure is
moderate or high, efforts should be undertaken to increase the psychological
resilience of workers to the negative effects of trauma exposure.

DISCUSSION

Although little is directly known about our capacity to prepare individuals or
communities for trauma exposure, it is possible to identify principles of preparation
that are consistent with empirical research on risk and resilience factors and with
current theories of PTSD development. Such pre-trauma preparation can include
attention to both the ability to cope during the trauma itself and shaping the post-
trauma environment so that it will foster post-trauma adaptation.

Some influential theories of PTSD posit that a process of classical fear conditioning
can lead to development of chronic PTSD symptomatology. In this process, stimuli
associated with the traumatic experience can elicit responses similar to those
experienced during the trauma itself (e.g., intense anxiety). Other theories suggest
that individuals who develop negative trauma-related beliefs (e.g., about personal
guilt) will be more likely to experience continuing trauma reactions, because such
beliefs will maintain a sense of threat and personal incompetence. Research on risk
factors for PTSD indicates that post-trauma social support and life stress affect the
likelihood of development of the disorder. Protective factors have also been identified
that mitigate the negative effects of stress. Research is beginning to delineate the
psychological processes that moderate an individual’'s response to stress and to
explore training programs for increasing resilience to stress. Hardiness (Kobasa et
al., 1982) is one personality factor that has been demonstrated to buffer against
traumatic stress and PTSD in military veterans (King et al., 1998; Bartone, 2000).
Zach, Raviv & Inbar (2007) found that hardiness levels increased for Special Forces
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trainees over the course of a stressful training/selection program in which challenges
were gradually more difficult, and leaders were consistently supportive and
encouraged trainees to view failures as learning opportunities. Hardiness is
characterized by three key attributes: ability to perceive control over life’'s events;
ability to make strong commitment to tasks; and ability to see stressful experiences
as a challenge to be overcome. Training programs, personnel policies, and leadership
strategies that promote hardiness may thereby increase an individual’s ability to
resist the negative effects of traumatic stress.

Such findings and theories are consistent with the following principles of preparation:

1. Provide realistic training that includes vicarious, simulated, or actual exposure to
traumatic stimuli that may be encountered. Examples of application of this
principle in military training include exposure to live weapons fire, survival
training, or, for subgroups of military personnel, mock captivity training. This
principle can be applied to many work roles—for example, those likely to be
involved in body handling might be trained in mortuary environments. It is
consistent with classical conditioning theories, in that this can help reduce arousal
or anxiety associated with particular traumatic stimuli.

2. Strengthen perceived ability to cope during the trauma and with the aftermath.
Realistic training contributes to this goal. Instruction and practice in the use of a
variety of coping skills (e.g., stress inoculation training, problem-solving,
assertion, and cognitive restructuring) may be helpful in enabling workers to
tolerate stressful work environments. In addition, individuals can be trained to
cope with acute stress reactions that are common following trauma exposure.
Such training experiences help to maximize expectations of mastery of traumatic
situations and their physical and emotional sequelae. Use of positive role models
(leaders and peers) is also an effective tool for building up the sense of ability to
cope. The training must include specific, practical actions to change the
threatening or horrifying situation for the better. Without such positive action
learning, "simulated" terrifying or horrifying situations and stimuli can induce
feelings of helplessness that make the training itself traumatizing.

3. Create supportive interpersonal work environments that are likely to provide
significant social support during and after traumatic events. Efforts to build teams
and establish group cohesion among work group members are important in this
regard. ldentification and training of peer stress management consultants and
training and practice in the provision of peer social support may also be useful.
Families are crucial in post-trauma support and can be given information about,
and training in, ways of providing social support. Finally, competent, ethical
leadership at all levels of the organization helps protect against traumatization.

4. Develop and maintain adaptive beliefs about the work role and traumatic
experiences that may be encountered within it. Key beliefs will be related to
realistic expectancies about the work environment, confidence in leadership,
confidence in the meaningfulness or value of the work role, positive but realistic
appraisals of one's coping ability, and knowledge about the commonness and
transitory nature of most acute stress reactions. It may be useful to identify and
discuss negative beliefs that sometimes arise in the specific work environment in
order to “inoculate” against such beliefs.

5. Develop workplace-specific comprehensive traumatic stress management
programs. Such programs can be a significant source of post-trauma support
(e.g., via Chaplains or mental health professionals) that can minimize trauma-
related problems among workers. It is important to take steps to increase
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awareness of such services and to de-stigmatize and reduce the potential
negative consequences of their use. For example, employees should be helped to
understand that seeking help in confronting symptoms and problems early in
their development is likely to be more effective than avoiding them or keeping

them secret from others but that even long-hidden or persisting PTSD can be
treated.

Comprehensive preparation programs that target and incorporate these principles
and that are integrated themselves into existing unit/community programs and
support systems may be expected to be most helpful (Gist & Lubin, 1999).

2. POPULATIONS AT-RISK FOR DEVELOPING PTSD

B. Person Exposed to Trauma

OBJECTIVE

Assess the nature of the traumatic event and other potential stressors.
BACKGROUND

A number of sufferers with PTSD may recover with no or limited interventions.

However, without effective treatment, many people may develop chronic problems

over many years. The severity of the initial traumatic response is a reasonable

indicator of the need for early intervention. Families and care-givers have a central

role in supporting people with stress symptoms. Depending on the nature of the

trauma and its consequences, many families may also need support for themselves.
RECOMMENDATIONS

1. Persons exposed to trauma should be assessed for the type, frequency, nature,
and severity of the trauma. [B]

a. Assessment should include a broad range of potential trauma exposures in
addition to the index trauma.

b. Trauma Exposure Assessment Instruments may assist in evaluating the
nature and severity of the exposure.

C.

Assessment of existing social supports and ongoing stressors is important.
DISCUSSION

Although exposure to trauma is common, several risk factors for the development of
PTSD have been identified. Trauma-related risks include the nature, severity, and
duration of the trauma exposure. For example, life-threatening traumas, such as
physical injury or rape, pose a high risk of PTSD (Kilpatrick, 1989). A prior history of

trauma exposure conveys a greater risk of PTSD from subsequent trauma (Breslau et
al., 1999).

Post-trauma risks include poor social support and life stress (Brewin et al., 2000). A
greater risk for developing PTSD may be conveyed by post-trauma factors (e.g., lack
of social support and additional life stress) than pre-trauma factors.

R ——
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3. SECONDARY PREVENTION

C. Screen for PTSD Symptoms

OBJECTIVE

Identify possible cases of post-traumatic stress

BACKGROUND

Patients do not often self-identify as suffering with PTSD, and patients with
unrecognized PTSD are often difficult to treat because of poor patient/provider
rapport, anger and distrust, a focus on somatic symptoms, and other trauma-related
problems. Research supports the utility of brief screening tools for identifying
undiagnosed cases of PTSD. Identification of PTSD may help facilitate development
of rapport, suggest treatment options, and potentially improve outcomes for these
patients.

RECOMMENDATIONS

1. All new patients should be screened for symptoms of PTSD initially and then on
an annual basis or more frequently if clinically indicated due to clinical suspicion,
recent trauma exposure (e.g., major disaster), or history of PTSD. [B]

2. Patients should be screened for symptoms of PTSD using paper-and-pencil or
computer-based screening tools. [B]

3. There is insufficient evidence to recommend one PTSD screening tool versus
another. However, the following screening tools have been validated and should
be considered for use. For example: (See Appendix C)
- Primary Care PTSD Screen (PC-PTSD)
- PTSD Brief Screen
- Short Screening Scale for DSM IV PTSD.
- PTSD Checklist (PCL)
4. There is insufficient evidence to recommend special screening for members of
any cultural or racial group or gender. [I]
DISCUSSION

The benefit of screening is well established for diseases with high prevalence. In one
study (Taubman et al., 2001), 23 percent of patients presenting in the primary care
setting reported exposure to traumatic events, and 39 percent of those met criteria
for PTSD. Screening strategies should, however, balance efficacy with practical
concerns (e.g., staffing, time constraints, and current clinical practices). Brevity,
simplicity, and ease of implementation should encourage compliance with
recommended screening. Care should be exercised in implementing screening in
ways that avoid social stigmatization and adverse occupational effects of positive
screens.

Brewin (2005) reviewed published screening instruments for civilian PTSD, consisting
of 30 items or fewer, that were validated against structured clinical interviews.
Thirteen instruments were identified as meeting these criteria, all consisting of
symptoms of traumatic stress. The review concluded that the performance of some
currently available instruments is near their maximal potential effectiveness and that
instruments with fewer items, simpler response scales, and simpler scoring methods
perform as well as, if not better, than longer and more complex measures.
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Screening Tools: (See Appendix C)

Primary Care PTSD Screen (PC-PTSD): This is a 4-item screen that was designed for
use in primary care and other medical settings and is currently used to screen for
PTSD in veterans at the VA. The screen includes an introductory sentence to cue
respondents to traumatic events. The authors suggest that in most circumstances,
the results of the PC-PTSD should be considered "positive" if a patient answers "yes"
to any 3 items. Those who screen positive should then be assessed with a structured
interview for PTSD. The screen does not include a list of potentially traumatic events
(Prins et al., 2003). Internal consistency (KR20=.79) and test-retest reliability
(r=.84) of the PC-PTSD were found to be good (Prins et al., 1999). The operating
characteristics of the screen suggest that the overall efficiency (i.e., optimal
sensitivity and specificity =.87) is best when any two items are endorsed. The PC-
PTSD screen has been validated in a military population (Bliese et al., 2008) and has
been used extensively in post-deployment screening efforts (Hoge, 2004).

PTSD Brief Screen: The PTSD Brief Screen was developed using the rationally
derived approach, based on data from the National Co-morbidity Survey. Construct
validity has generally been adequate. The overall efficiency of this screen was good
(.78), whereas the correlations were significantly lower or negative for other mental
disorders, indicating good construct validity (Leskin et al., 1999).

PTSD Checklist (PCL): The PCL has been used extensively in military and civilian
populations, and there are numerous validation studies, including studies in military
populations (Terhakopian et al., 2008).

Special Screening of Cultural or Racial Groups:

Research has centered on three broadly defined groups—Hispanics, Blacks/African-
Americans, and Whites/Caucasians—in the attempt to answer two questions: First,
are members of one or more groups more susceptible to developing PTSD? Second,
are the symptoms shown by members of any group more severe or otherwise
different from symptoms shown by other veterans with PTSD?

There are data to suggest that Blacks/African-Americans and Hispanics experience
higher rates of PTSD than do Whites/Caucasians (Frueh et al., 1998; Ortega &
Rosenheck, 2000). But, as Frueh and his colleagues note in a systematic review,
“secondary analyses within the existing epidemiological studies suggest that
differential rates of PTSD between racial groups may be a function of differential
rates of traumatic stressors and other pre-existing conditions. This finding, in
combination with the general paucity of empirical data and certain methodological
limitations, significantly moderates the conclusions that should be reached from this
body of literature.” Studies in military samples have generally shown no or minimal
race/ethnic differences in PTSD prevalence.

In terms of symptom severity and clinical course, the evidence is also mixed. Among
the studies reviewed here, the following conclusions were reached:

e Two studies found Black/African-American veterans to be more severely affected
than Hispanics or Whites/Caucasians (Frueh et al., 1996; Penk et al., 1989)

e The National Vietnam Veterans Readjustment Study (NVVRS) found higher PTSD
prevalence among Hispanic veterans than among Whites or Blacks after
controlling for combat exposure (Kulka et al., 1990; Schlenger et al., 1992).

e One study found Hispanics to be more severely affected than Whites/Caucasians
but not to suffer from higher functional impairment levels than
Whites/Caucasians (Ortega and Rosenheck, 2000).
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e Three studies found no significant clinical differences between Black/African-
American veterans and White/Caucasian veterans (Frueh et al., 1997; Rosenheck
and Fontana, 1996; Trent et al., 2000).

e One review found no clinical differences among Hispanics, Blacks/African-
Americans, and Whites/Caucasians (Frueh et al., 1998)

e One study found that American-of-Japanese Ancestry Vietham Veterans had
lower PTSD prevalence than Caucasians (Friedman et al., 2004).

e Among Vietnam Veterans, American Indians and Native Americans have higher
rates than Caucasian veterans whereas American of Japanese ancestry have
lower PTSD prevalence than Caucasians (Beals et al., 