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Objectives

 Myths about PTSD

 How common is PTSD?

 What does PTSD look like? 

 How do I help someone with PTSD?

 How does PTSD develop?



Myths about PTSD

 Traumas are rare 

 Anyone who experiences a trauma develops 

PTSD

 People with PTSD are dangerous

 PTSD only affects Veterans

 PTSD isn’t treatable 

 People should be able to “just move on”



Exposure to Trauma

 General population: 89.6% will experience at 

least 1 traumatic event

 Average = 4.8 traumas

 Single incident traumatic injury

 2.8 million people traumatically injured each year

 ACEs (abuse, neglect, household dysfunction)

 Increase risk for many causes of death 



PTSD Incidence & Prevalence

 8% likelihood of developing PTSD (APA, 2000)

 Vietnam Veterans 29%

 Injured trauma survivors

 Non-assaultive trauma: 8-20% PTSD

 Assaultive trauma: 25-40% PTSD



Likelihood of developing PTSD 

depends on things like:

 How intense the trauma was or how long it lasted 

 How much you thought your life was in danger 

 How close you were to the event 

 How strong your reaction was 

 How much you felt in control of events 

 How much help and support you got after the event 

 Previous history of trauma or mental illness



Psychological Outcomes

 Many people are resilient after a trauma (and 

most DON’T develop PTSD)

 Transient symptoms following reminders 



Froedtert Hospital

Following traumatic injury

PTSD Symptom 
Severity

Chronic distress  21.8%

Delayed distress   5.6%

Acute distress  12.1%

No distress       60.5%

0

Hospitalization

1 mo. 3 mo. 6 mo.



Other outcomes of trauma

 Increased physical comorbidity

 Increased psychiatric comorbidity

 Substance use

 Depression

 Highly co-morbid with PTSD

 Includes symptoms such as:

 Excessive change in appetite, sleep pattern, and 

energy level, low self-esteem, poor ability to 

concentrate, suicidal ideation, and feelings such as 

hopelessness and helplessness.



PTSD in the Diagnostic and Statistical 

Manual of Mental Disorders, 5th edition 

 PTSD no longer in “anxiety disorder” chapter

 Definition of trauma: exposure to actual or 

threatened death, serious injury, or sexual 

violence through 

 Direct experience 

 Witnessing in person 

 Learning it happened to close friend or family 

 Experiencing repeated exposure  (e.g. first 

responders, police officers)



Normal physical responses to trauma



Normal emotional responses to trauma

 Shock and disbelief –hard time accepting the reality of what 

happened 

 Fear – that the same thing will happen again, or that you’ll lose 

control

 Sadness – particularly if people you know died 

 Helplessness – the sudden, unpredictable nature of traumas may 

leave you feeling vulnerable and helpless 

 Guilt – that you survived when others died, or that you could have 

done more to help or prevent the situation 

 Anger –at God or others you feel are responsible 

 Shame – especially over feelings or fears you can’t control 

 Relief – you may feel relieved that the worst is over



Criterion B: Intrusions and heightened 

reactions

 Recurrent, involuntary, and intrusive distressing memories 

of the trauma. 

 Recurrent distressing dreams in which the content and/or 

affect of the dream are related to trauma. 

 Dissociative reactions (e.g., flashbacks) in which the 

individual feels or acts as if the trauma were recurring. 

 Intense or prolonged psychological distress at exposure to 

internal or external cues that symbolize or resemble an aspect 

of trauma. 

 Marked physiological reactions to internal or external cues 

that symbolize or resemble an aspect of the trauma. 



Criterion C: Avoidance 

 Avoidance of distressing memories, thoughts, 

or feelings about or closely associated with 

the trauma. 

 Avoidance of external reminders (people, 

places, conversations, activities, objects, 

situations) that arouse distressing memories, 

thoughts, or feelings about or closely 

associated with the trauma. 



Criterion D: Negative alterations in 

cognitions or mood

 Inability to remember an important aspect of the trauma (not due to head 

injury, intoxication) 

 Persistent and exaggerated negative beliefs about oneself, others, or the 

world (e.g., “I am bad,” “No one can be trusted,” “The world is 

completely dangerous.”). 

 Persistent, distorted cognitions about the cause or consequences of the 

trauma that lead the individual to blame himself/herself or others. 

 Persistent negative emotional state (e.g., fear, shame, anger, or guilt). 

 Markedly diminished interest or participation in significant activities. 

 Feelings of detachment or estrangement from others. 

 Persistent inability to experience positive emotions (e.g., inability to 

experience happiness, satisfaction, or loving feelings). 



Criterion E: Hyperarousal 

 Irritable behavior and angry outbursts (with little/no 

provocation) typically expressed as verbal or 

physical aggression toward people or objects. 

 Reckless or self-destructive behavior. 

 Hypervigilance/on alert. 

 Exaggerated startle response. 

 Problems with concentration. 

 Sleep disturbance (e.g., difficulty falling or staying 

asleep or restless sleep). 



Plus… 

 Duration more than 1 month

 Causes clinically significant distress or 

impairment in social, occupational, or other 

important areas of functioning 



The difference between PTSD and a 

normal response to trauma

 Almost everyone experiences transient symptoms 

after a trauma – can’t diagnose until 30 days later 

 PTSD: 

 Symptoms don’t decrease 

 High avoidance, reexperiencing, or hyperarousal

 Inability to process what happened 

 Interferes with daily life 

 A normal response to trauma becomes PTSD when you 

become stuck in the natural recovery process 

http://www.helpguide.org/home-pages/ptsd-trauma.htm



Course of PTSD

 Can occur at any age 

 Onset usually within 3 months of trauma, but can be 

months or YEARS later 

 Duration varies, longer without treatment 

 Some show waxing and waning course 

 Reactivation can occur: symptoms initially get 

better, but reminders of original trauma, life 

stressors, and/or new traumas trigger a recurrence 

and PTSD symptoms increase and/or intensify 



Recognizing PTSD – The PC-PTSD

 In your life, have you ever had any experience that 

was so frightening, horrible, or upsetting that, in the 

past month, you: 

 Have had nightmares about it or thought about it when 

you did not want to?

 Tried hard not to think about it or went out of your way to 

avoid situations that reminded you of it?

 Were constantly on guard, watchful, or easily startled?

 Felt numb or detached from others, activities, and your 

surroundings?



Why might PTSD symptoms worsen 

when you get sick?
 Lots of time on your hands 

 Limited access to usual coping strategies 

 Hobbies, leisure, physical activity, exercise 

 Social support 

 Driving 

 Environmental triggers in a medical setting

 Sites 

 Sounds 

 Receiving intimate cares by staff 

 Loss of independence, control and autonomy 

 Being sick makes it more difficult to manage pretty much 

everything, including PTSD! 



Why might medical settings be 

distressing for people with trauma hx:
 Invasive procedures 

 Removal of clothing 

 Physical touch 

 Personal questions that may be 

embarrassing/distressing

 Power dynamics of relationship 

 Gender of healthcare provider

 Vulnerable physical position 

 Loss of and lack of privacy 



Distress in medical settings may look 

like: 
 Emotional reactions e.g. anxiety, fear

 Physical reactions e.g. nausea, increased BP, 

stomach aches, holding breath 

 Behavioral reactions e.g. crying, uncooperative

 Cognitive reactions e.g. forgetfulness, difficulty 

giving adequate history 

 Avoidance of medical services, non-adherence, 

postponing services until things get very bad 



How to help someone with 

PTSD



Treatment Options: 

1. Prolonged Exposure

 Education/rationale (habituation)

 Breathing retraining

 In vivo exposure 

 Imaginal exposure 



Treatment Options: 

2. Cognitive Processing Therapy
 Education/rationale (social-cognitive theory 

of PTSD)

 Written trauma narrative

 Identification and challenging of maladaptive 

cognitions

 Identifying areas of change
 Safety

 Trust

 Control

 Esteem

 Intimacy



Treatment Options 

3. Other
 Medications 

 Support groups

 Community organizations

 Hotlines 

 Ask if patients would like a referral to talk to 

someone about PTSD



Trauma-informed care: 

Practical tips
 Engage person, develop rapport and build 

trust over time

 Provide calm and soothing office environment

 Give relaxed, unhurried attention 

 Talk about concerns or procedures before 

doing anything (e.g. asking patient to disrobe)

 Validate any concerns as understandable or 

normal



Trauma-informed care: 

Practical tips
 Allow a support person or female staff person 

to be present in the room 

 Explain thoroughly each procedure and get 

consent 

 Ask if person is ready to begin and inform 

them that they can pause or stop procedure at 

any time

 Maintain a personable, respectful, kind and 

honest manner 



Trauma-informed care: 

Practical tips
 Talk to person throughout to let them know 

what you are doing and why 

 Encourage questions and ask about any 

worries or concerns and how you can help 

(e.g. leaving door ajar)

 Encourage person to do what feels most 

comfortable (e.g. keeping coat on, listening to 

music, keeping dental chair upright)



A last thought…

 Myth: People should be able to “just move 

on”

 Least helpful thing to say to someone with PTSD

 They already think it 

 They may hear it a lot!

 PTSD is a sign that there is something unresolved 

about the trauma 



Any questions?

Resources
 PTSD toolkit for nurses: 

 http://www.nurseptsdtoolkit.org/
 The National Center for PTSD http://www.ptsd.va.gov/index.asp 

 Education courses: http://www.ptsd.va.gov/professional/continuing_ed/index.asp 

 For the public section: http://www.ptsd.va.gov/public/index.asp 

 About Face: Learn about posttraumatic stress disorder (PTSD) from Veterans who live 

with it every day. Hear their stories. Find out how treatment turned their lives around at 

http://www.ptsd.va.gov/apps/AboutFace/ 

 PTSD Coach App

 American Psychological Association 

 PTSD: http://www.apa.org/topics/ptsd/index.aspx 

 Trauma: http://www.apa.org/topics/trauma/index.aspx 

http://www.nurseptsdtoolkit.org/


Extra slides if time…



Basic Communication Tips

 You don’t necessarily need to treat patients with PTSD any 

differently, just use good customer service skills! 

 Relax. 

 Treat the patient with dignity, respect and courtesy. 

 Listen. 

 Offer assistance but do not insist or be offended if your offer 

is not accepted. 

 Don't be afraid to say "I don't know," or "Let me check."

 Be mindful that symptoms of PTSD may fluctuate. 

http://www.americasheroesatwork.gov/forEmployers/factsheets/tips/



Basic Communication Tips

 Be generous with support, patience and understanding. 

 Stress can sometimes affect a person's behavior. Do your best 

to minimize high pressure situations.  

 People experience trauma differently and will have their own 

various coping and healing mechanisms, so treat each 

patient as an individual. Ask what will make him most 

comfortable and respect his needs. 

 Be tolerant if the patient repeats his stories and experiences. 

 In a crisis, remain calm, supportive, and mindful that the 

patient may feel scared. Ask how you can help the patient, 

and find out if there is a support person you can contact. If 

appropriate, you might ask if the person has medication to 

take.



Components of post-traumatic anger

 1. Arousal: Anger is marked by the “fight or flight” response. This can 

cause a person to feel frequently on edge, keyed up, or irritable and can 

cause a person to be more easily provoked. 

 2.Behavior: Often, the most effective way of dealing with extreme threat 

is to act aggressively, in a self-protective way. May take many forms, 

including passive-aggressive behavior toward others (e.g., backstabbing, 

deliberately being late), or self-aggression (self-blame, being chronically 

hard on oneself, self-injury). 

 3.Thoughts/Beliefs: The thoughts or beliefs that people have to help them 

understand and make sense of their environment can over-exaggerate 

threat. Often, the individual is not fully aware of these thoughts and 

beliefs, but they cause the person to perceive more hostility, danger, or 

threat than others might feel is necessary. 

 Chemtob et al. (1997)



Interventions for Irritability & Anger

 1. For increased arousal, the goal of treatment is to help the patient learn 

skills that will reduce overall arousal. 

 Relaxation, self-hypnosis, and physical exercises that discharge tension. 

 2. For behavior, the goal of treatment is to review patient’s most frequent 

ways of behaving under perceived threat or stress and help him/her to 

expand the possible responses. 

 Taking a time-out; writing thoughts down when angry; communicating in more verbal, 

assertive ways; and changing the pattern "act first, think later" to "think first, act later." 

 3. For thoughts/beliefs, patients are given assistance in logging, 

monitoring, and becoming more aware of their own thoughts prior to 

becoming angry. They are additionally given alternative, more positive 

replacement thoughts for their negative ideas such as: "Even if I am out of 

control, I won't be threatened in this situation" or "Others do not have to 

be perfect in order for me to survive/be comfortable." 



Interventions for Irritability & Anger

 Promote participation in enjoyable activities, such as 

recreation therapy outings or time with family/ loved ones. 

 Promote sleep and relaxation. 

 Avoid stimulants and other substances (caffeine, alcohol). 

 Address pain. 

 Good customer service! 



Interventions for Sleep Disturbance

 1. Encourage patients to practice good sleep hygiene 

 Waking at a regular time 

 Avoiding going to bed too early 

 Reducing (to less than 30 minutes), or abolishing, daytime naps 

 Avoiding alcohol 

 Avoiding stimulants, caffeinated beverages, power/energy drinks, 

nicotine, and over-the-counter medications 

 Avoiding stimulating activities, light, noise, and temperature extremes 

before bedtime (e.g., exercise, video games, T.V.) or in the sleeping 

area 

 Practicing relaxation techniques 

 Engaging in moderate exercise, but not immediately before bedtime 



Interventions for Sleep Disturbance

 2. Be cautious when waking patient

 Use a calm voice 

 Ask patient if it is okay to rouse him/her with touch, if necessary 

 Keep a safe distance 

 3. Use grounding techniques if patient becomes disoriented 

 4. Offer psychological support 

 Document and refer as appropriate



Etiology of Diagnosis

 Fear conditioning

 Social cognition models
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Etiology of Diagnosis

 Social cognition model 

 Pre-existing schemas (e.g. just world, safety)

 Traumas “shatter” these schemas 

 Rebuilding meaning 


