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A 37 year old woman presented to her general practitioner with
a two month history of low mood, poor sleep, and irritability.
She was initially treated for depression with sertraline. Her
mood improved slightly over six weeks, but, because of
continued insomnia and irritability, her medication was changed
to citalopram, with no further improvement. Through regular
review and the building of a trusting relationship with her doctor,
the patient felt able to disclose that she was experiencing
intrusive images of past domestic violence. She was diagnosed
with post-traumatic stress disorder and referred for
trauma-focused cognitive behavioural therapy; over 15 sessions,
this led to a substantial reduction in her symptoms.

What is post-traumatic stress disorder?
Post-traumatic stress disorder (PTSD) is a severe, prolonged,
and impairing psychological reaction to a distressing event. The
precipitating incident must be “exceptionally threatening or
catastrophic”1 and can range from interpersonal violence and
combat to accidents and natural disasters; sexual violence is a
particularly potent cause.2 Serious illnesses or medical
interventions can also precipitate PTSD if the individual
perceived their own or someone else’s health or life to be under
threat. The individual repeatedly relives the event through
intrusive imagery, bodily re-experiencing, nightmares, and
flashbacks. Irritability, insomnia, and other symptoms related
to increased arousal also occur. Sufferers usually have difficulty
remembering aspects of the event and avoid reminders of it (see
box of diagnostic criteria). Children may act out the traumatic
event through repetitive play, drawings, and stories, and have
frightening dreams without recognisable content.3 Adolescents

with PTSD can show aggressive or withdrawn behaviour and
can find it difficult to relate to their peers.

Why is it missed?
A survey of London general practitioners indicated that most
significantly underestimate the prevalence of PTSD among their
patients compared with what is expected from epidemiological
data.11 Many were unfamiliar with guidelines, and referral rates
for psychological therapy were low.11 After the 2005 London
bombings, a screening and treatment programme for PTSD
received only 14 referrals from GPs, but identified 184
additional severe cases.12 There are several reasons why PTSD
is underdiagnosed or misdiagnosed. About 80% of PTSD cases
are comorbid with other conditions, including depression, panic
attacks, substance misuse, and personality disorders.2Comorbid
disorders are often erroneously treated as the sole or primary
diagnosis. Patients might not volunteer re-experiencing
symptoms because of shame or distress,13 yet specific inquiries
about such features are only made infrequently once a comorbid
condition has been diagnosed.
Culture and language are additional barriers to the correct
diagnosis. Some patients primarily express distress through
somatic symptoms, and the psychological component can be
missed.13 Descriptions of intrusive imagery and auditory
re-experiencing can be misinterpreted as psychotic symptoms
in patients with limited English.

Why does this matter?
Most treatments for anxiety or depression will be of limited
effectiveness for PTSD, and patients might be incorrectly
assumed to have a treatment-resistant anxiety or mood disorder.
Although some sufferers remit without treatment, especially
within the first year, others develop chronic symptoms and
comorbid conditions2 and are at increased risk of suicide.14
Secondary adversities such as unemployment and separation
can arise.13 PTSD in children can have long term negative
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Diagnostic criteria for post-traumatic stress disorder (ICD-10 (international classification of diseases, 10th revision)
classification of mental and behavioural disorders1)

A. Exposure to a stressful event or situation of an exceptionally threatening or catastrophic nature, which is likely to cause pervasive
distress in almost anyone
B. Persistent remembering or “reliving” of the stressor by flashbacks, vivid memories, recurring dreams, or by experiencing distress
when exposed to reminders
C. Actual or preferred avoidance of reminders of the stressor
D. Either:
(1) Inability to recall, either partially or completely, some important aspects of the period of exposure to the stressor
(2) Two or more newly arising persistent symptoms of hyperarousal—difficulty in falling or staying asleep, irritability or outbursts of anger,
difficulty in concentrating, hypervigilance, exaggerated startle response

For diagnosis, criteria A, B, C, and D should all be met within 6 months of the stressful event; delayed onset PTSD can be diagnosed after
this time

How common is post-traumatic stress disorder?

• Post-traumatic stress disorder (PTSD) occurs in both adults and children
• Prevalence varies substantially between countries and contexts, being affected by differing rates of domestic, community, and organised
violence, as well as rates of accidents and natural disasters

• In most contexts, PTSD is slightly more common in women than men2 4

• A typical estimated 12 month prevalence of PTSD is around 1-3% in adults and adolescents4-7

• The prevalence in childhood has been less well studied, and, although it seems lower, PTSD is underestimated in young children by
parent report alone and by using adult oriented criteria.3 A large British survey found a prevalence of 0.14% in 5–15 year olds8

• In populations exposed to conflict and in refugee adults and children, prevalence is typically 10–30%5 9 10

consequences for psychosocial development and education;
children’s health and development can also be negatively
affected by parental PTSD.15

How is post-traumatic stress disorder
diagnosed?
PTSD is diagnosed by assessing the patient’s symptoms against
psychiatric diagnostic criteria in ICD-101 (see box) or DSM-IV
(diagnostic manual of mental disorders, fourth edition),16
although these are to be substantially revised in forthcoming
editions.3 A careful chronological symptom history is key, and
patients should be offered time alone, whatever their sex or age.
For patients with atypical or apparently treatment resistant mood
or anxiety disorders, or unexplained physical symptoms,
clinicians should consider asking about potentially traumatic
events such as assault, accidents, and complicated childbirth.12
The 10 item Trauma Screening Questionnaire is a useful,
validated, freely available tool to elicit symptoms of PTSD.17

How is post-traumatic stress disorder
managed?
TheNational Institute for Health and Clinical Excellence (NICE)
guideline for PTSD covers recommended treatment strategies
for all ages.13 This and other major guidelines, based on
systematic reviews of randomised controlled trials, concur that
psychological interventions that include some exposure to
reminders of the traumatic event are effective for both children
and adults.18These include trauma-focused cognitive behavioural
therapy or eye movement desensitisation and reprocessing. In
adults for whom these psychological therapies are not
appropriate or are ineffective, paroxetine or mirtazepine may
be offered in either primary or secondary care. Specialist
psychiatric management is indicated if there are complex
comorbidities, significant risk concerns, or a poor treatment
response. PTSD is normally treated before mild or moderate
comorbid disorders.13 Severe comorbid depression or substance
misuse can be treated first if they might limit treatment
engagement or contribute to significant risk to self or others.13
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Key points

Post-traumatic stress disorder can be disabling and is often underdiagnosed as it may coexist with other mental health problems such
as depression, panic attacks, substance misuse, and personality disorders
Re-experiencing a distressing event, hyperarousal, and avoidance are core symptoms
Patients often do not volunteer re-experiencing symptoms; clinicians are more likely to detect PTSD if they specifically inquire about
distressing events and post-traumatic stress symptoms
Treatment with psychological or pharmacological therapy is effective for many patients, but patients with limited improvement or complex
comorbidity require specialist management and have less favourable outcomes
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