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»THE CASE

DeSean W,* a 47-year-old man, returned to his primary care clinic with a new complaint of
epigastric burning that had been bothering him for the past 4 months. He had tried sev-
eral over-the-counter remedies, which provided no relief. He also remained concerned—
despite assurances to the contrary at previous clinic visits—that he had contracted
a sexually-transmitted disease (STD) after going to a bar one night 4 to 5 months ago.
At 2 other clinic visits since that time, STD test results were negative. At this current visit,
symptoms and details of sexual history were unchanged since the last visit, with the ex-
ception of the epigastric pain.

When asked if he thought he had contracted an STD through a sexual encounter the
night he went to the bar, he emphatically said he would not cheat on his wife. Surpris-
ingly, given his concern, he avoided further discussion on modes of contracting an STD.

The physician prescribed ranitidine 150 mg bid for the epigastric burning and ex-
plained, once more, the significance of the STD test results. However, he also decided to
further examine Mr. W's concern about STDs and the night he may have contracted one.

OHOW WOULD YOU PROCEED WITH THIS PATIENT?

*The patient’s name has been changed to protect his privacy.

618

SCOPE OF THE PROBLEM

Despite being as common as asthma, posttrau-
matic stress disorder (PTSD) often remains
undiagnosed and untreated in primary care.!
In brief, the Diagnostic and Statistical Manual
of Mental Disorders (DSM-5) defines PTSD as
persistent and long-term changes in thoughts
or mood following actual or threatened ex-
posure to death, serious injury, or sexual as-
sault that leads to re-experiencing, functional

impairment, physiologic stress reactions, and
avoidance of thoughts or situations associated
with the original trauma.? More than one in
10 women and one in 20 men experience
PTSD in their lifetime.*® Population-based
studies have not yet determined the preva-
lence among children.? Almost 40% of US
adults report having experienced a trauma be-
fore age 13, and about one-third of these go on
to develop PTSD.*
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Individuals with PTSD have higher rates of
somatic complaints, overall medical utilization,
prescription use, physical and social disability,
attempted suicide, and all-cause mortality.>>”
PTSD is associated with increased risk for car-
diac, gastrointestinal, metabolic, and immu-
nologic illnesses, other psychiatric illnesses,
risky health behaviors, and decreased medi-
cal adherence.*® Additionally, prevention and
treatment efforts for STDs and obesity are less
effective among those with trauma histories.*
Thus, detection and treatment of PTSD im-
proves the likelihood of successfully treating
other health concerns.

THE ESSENTIALS OF A PTSD
DIAGNOSIS

DSM-5 diagnosis of PTSD requires the experi-
ence of a trauma and resultant symptoms from
each of 4 symptom-clusters:?

e one or more re-experiencing symp-
toms (eg, intrusive memories or
recurrent distressing dreams, psycho-
logical distress or physiologic reac-
tions to reminders of the trauma)

« one or more avoidance symptoms
(eg, avoidance of trauma memories
or of people and places that trigger a
reminder of the trauma)

» two or more changes in thoughts or
mood (eg, negative beliefs about self
or others, social detachment,
anhedonia)

o two or more changes in arousal activ-
ity (eg, sleep problems, hypervigi-
lance, inability to concentrate).

Since many people experiencing traumas
do not develop PTSD,>® symptoms must last at
least one month to meet the criteria for diag-
nosis.? Sexual trauma, experiencing multiple
traumas, and lack of social supportincrease the
risk that an individual will develop PTSD.*!
Notably, symptom onset will be delayed
6 months or more in some individuals,*® mak-
ing it more difficult for those patients and cli-
nicians to connect symptoms to the trauma.'

Differential diagnosis

PTSD must be differentiated from other men-
tal health conditions with overlapping symp-
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toms (TABLE 1%%1%), but it may also be comorbid
with one or more of these other conditions.
When patients with PTSD do report mental
health symptoms, providers often focus on the
depressive symptoms that overlap with PTSD,
and on substance use, which often accompa-
nies PTSD, leaving PTSD undetected.’

Given that depressed/irritable mood,
decreased participation in pleasurable activi-
ties, negative views of the world, attention dif-
ficulties, sleep difficulties, feelings of guilt, and
agitation/restlessness are symptoms of both
depression and PTSD,? it is particularly impor-
tant to screen patients with depressive symp-
toms for trauma history.

Why PTSD is often missed

Due to the impact of PTSD on overall health,
the rates of PTSD in primary care clinics may be
higher than in the general population. Thus,
primary care clinicians are likely seeing PTSD
more often than they realize. In fact, a system-
atic review showed that clinicians detected
0% to 52% of their patients with PTSD, missing
atleast half of all PTSD diagnoses.’

Detecting PTSD can be challenging for
several reasons. Symptoms can span the emo-
tional, social, physical, and behavioral aspects
of an individual’s life, so patients and clini-
cians alike may regard symptoms as unrelated
to PTSD.* Primary symptom presentation
may vary, with some people reporting anxiety
symptoms, others mostly depressive symp-
toms, and others arousal, dissociative, or—as
in our patient’s case—somatic symptoms.? In
affected children, parents may report emo-
tional or behavioral problems without men-
tioning the trauma.? Additionally, for traumas
that were not a single event, such as long-term
child abuse, patients may have difficulty iden-
tifying symptom onset.?

> CASE

The physician screened Mr. W for trauma ex-
posure as part of the differential. Mr. W re-
vealed that he had blacked out at the bar,
despite drinking only moderately, and that
he awoke with anal pain. He believed he had
been drugged and sexually assaulted. Further
screening for PTSD symptoms related to this
event confirmed multiple associated symp-
toms. He acknowledged that his epigastric
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those with
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TABLE 1
Conditions that should be differentiated from
PTSD, but may also be comorbid with it****

Acute stress disorder
Depressive disorders

Substance abuse

Adjustment disorders

Anxiety disorders
Obsessive-compulsive disorders
Personality disorders (especially borderline personality disorder)
Dissociative disorders

Specific phobias

Conversion disorder

Psychotic disorders

Traumatic brain injury

PTSD, posttraumatic stress disorder.
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pain had started soon after the trauma and,
after further discussion, began to link his
stomach pain and other new symptoms re-
vealed by the PTSD screen (hypervigilance,
avoidance, change in mood) to the trauma.

As happened in this case, most PTSD pa-
tients present with somatic complaints rather
than reporting a traumatic experience and
having associated effects. This in turn usually
leads clinicians to consider only non-PTSD
diagnoses.**'> Core avoidance symptoms
are a major reason for such a presentation in
PTSD patients." Patients avoid thoughts, feel-
ings, and conversations that remind them of
the trauma.’ As a result, they are less likely to
voluntarily report trauma. They avoid thinking
about how their current symptoms may be as-
sociated with their trauma and are reluctant to
talk about their trauma with clinicians.>*#!?

Another barrier to diagnosis is a belief that
PTSD is primarily experienced by combat veter-
ans' (TABLE 2>+689121418) While PTSD is detected
more often among veterans due to regular
screening through the Department of Veterans
Affairs," the vast majority of PTSD cases are re-
lated to civilian traumas such as sexual assault,
child abuse, and car accidents.>® In fact, the
estimated 9% prevalence'® of PTSD among the
18.8 million US veterans'” (1.7 million veterans

with PTSD) accounts for less than 10% of the to-
tal lifetime prevalence? of PTSD in the US popu-
lation (27.9 million people with PTSD).*®

SCREENING:

WHAT TO LOOK FOR

Since individuals with PTSD mainly seek
treatment for associated physical symptoms,**
primary care is particularly important for
identification of PTSD and treatment access.
The US Preventative Services Task Force does
not yet have any recommendations for screen-
ing for PTSD. The American Psychiatric Asso-
ciation recommends that a trauma history be
included in all initial psychiatric evaluations of
adults.” Screens can target high-risk popula-
tions and can be repeated across the lifespan,®
as traumas can occur at any age and symptoms
may not emerge until years after the trauma.>*
Factors in a patient’s history associated with
high risk of PTSD include the following:

« known trauma exposure (eg, treat-
ment at the emergency department
following motor vehicle collision,
natural disaster, assault),®

o frequent medical visits or unexplained
physical symptoms,>®

o family members who are trauma
victims,®

« involvement in juvenile justice
system,*!2

« sensitive or invasive exams (eg, pelvic
exams) that trigger symptoms or con-
tribute to retraumatization,'??° and

« any medical condition (eg, hyperten-
sion, chronic pain, sleep disorder),
self-destructive behavior (eg, drug or
alcohol abuse, low impulse control),
or social/occupational issues (eg,
unemployment, social isolation, fight-
ing) with a known link to PTSD.>%68

I The first step in screening. Given a pa-
tient’s reported symptoms, assess for trauma
exposure to determine whether PTSD should
be included in the differential diagnosis. Over-
looking PTSD as a possible source of symp-
toms can result in misattributing them to other
causes.*® Listing common traumas, or using
a standardized list such as the Life Events
ChecKklist, can help identify patients with trau-
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TABLE 2
Common misconceptions about PTSD

Fiction

Fact

PTSD is primarily experienced by combat veterans.

Veterans account for less than 10% of PTSD cases in the United
States.2'618

Patients are likely to request help for PTSD symptoms.

Patients primarily present with somatic complaints or other
mental health symptoms (depression, substance abuse®*'s) and
avoid talking about trauma unless specifically asked.

Patients with PTSD avoid mental health treatment because of
its associated stigma.

Due to avoidance symptoms, patients often have not made the
connection between their trauma and their symptoms or avoid
requesting treatment.*>89.12

Patients reporting or screening positive for depressive
symptoms are probably just depressed.

Many PTSD symptoms overlap with depressive symptoms, but
treatments for depression do not address core components of

PTSD.2°

PTSD, posttraumatic stress disorder.

ma exposure.®?! However, do not make the pa-
tient provide details of the traumatic event(s),
as that can exacerbate symptoms if PTSD is
present.® It is sufficient to know the category of
the trauma (eg, sexual assault) without mak-
ing the patient describe who was involved and
what happened.®

1 The second step in screening. If a pa-
tient reveals trauma exposure, consider using
an instrument such as the Primary Care PTSD
Screen (PC-PTSD) or the PTSD Checklist, both
available online, to screen for PTSD symptoms
related to the identified trauma.5*?* Since
these measures screen for symptoms but do
not ask about trauma exposure, false posi-
tives can occur if a trauma is not first identified
(such as through the Life Events Checklist)
due to symptom overlap with other conditions
(TABLE 12813) .21

Treatment is effective, even decades
after a traumatic event

Provide anyone who has been traumatized
with information about common after effects,
symptoms of PTSD, and available treatments.?
Keep in mind that initial symptom severity after
trauma exposure does not correlate with long-
term symptoms,® and about half of adults will
recover without treatment within 3 months."**
The first month of symptoms may be addressed
with patient education and watchful waiting.
But if symptoms don’t subside after a month,
consider offering treatment' with the under-
standing that, for some individuals, symptoms
may yet resolve on their own.

N JFPONLINE.COM

Detecting and treating PTSD early can
decrease its deleterious effects on health and
cut down on years of functional impairment.!
Even decades after an initial traumatic event,
PTSD treatments can be effective.® Children
may experience functional impairment with-
out meeting full criteria for PTSD, and can also
benefit from treatment.”

INTEGRATING EXPOSURE AND
COGNITIVE THERAPIES IS KEY
Offer any patient who meets criteria for PTSD
a referral for exposure therapy and trauma-
focused cognitive behavioral therapy (TF-
CBT), the first-line treatments for PTSD."*82425

Exposure therapies for PTSD are sup-
ported by strong evidence and help patients to
become desensitized to distressful memories
through gradual, repeated exposures in a re-
laxed or safe space.??*

Cognitive methods, such as cognitive pro-
cessing therapy, cognitive behavioral therapy,
and cognitive reprocessing have moderate
strength of evidence, and may be combined
with exposure therapy.?® Cognitive therapies
help patients change thoughts, beliefs, and be-
haviors that contribute to PTSD symptoms.®*®

Exposure and TF-CBT have the most
empirical evidence for child, adolescent, and
adult PTSD, and are effective for the range of
PTSD symptoms,*** including avoidance—a
fundamental component of PTSD that drives
other PTSD symptoms*—comorbid depres-
sion, and other emotions associated with
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a history of
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trauma (eg, shame, guilt, and anger).*?> Fam-
ily involvement is recommended for children
and adolescents.*

For patients with comorbid substance
abuse, offer integrated PTSD/substance
abuse treatment, which is more effective than
isolated treatment of each.” Relaxation train-
ing can be helpful as an adjunct to TF-CBT, but
is not sufficient as a stand-alone treatment.’
Other psychotherapies, such as supportive,
psychodynamic, systemic, and hypnotherapy,
have not proved effective.'

1 Eye Movement Desensitization and
Reprocessing (EMDR), a much publicized but
controversial treatment, integrates compo-
nents of exposure and cognitive therapies with
therapist-directed eye movements.®*° Patients
imagine their trauma while the therapist di-
rects their eye movements, which is thought to
provide exposure to trauma images and mem-
ories, thereby reducing symptoms. EMDR has
been found to reduce PTSD symptoms with a
low to moderate strength-of-evidence rating.”®
However, it has not proved more effective than
other exposure and cognitive therapies, and its
unique component (eg, eye movements) has
not added any effect to outcomes.?*!

Other newer therapies, such as Accep-
tance and Commitment Therapy”***” and on-
line and computer-assisted treatments, are
being evaluated."

Medications take on an adjunct

role to therapy

Drug treatment of PTSD has not been effective
in children or adolescents.*® In adults, medi-
cations have helped relieve some symptoms
of PTSD. However, given their low effect sizes,
medications are not recommended as first-
line treatments over exposure and TF-CBT.
Their usefulness lies chiefly in an adjunct role
to exposure and cognitive therapies or for pa-
tients who refuse psychotherapy.***

Selective serotonin reuptake inhibitors
such as fluoxetine, paroxetine, and sertraline,
have been effective for such PTSD symptoms
as intrusive thoughts, negative or irritable
mood, anxiety, restlessness, attention difficul-
ties, and hyperarousal."?

While benzodiazepines have been used
to control anxiety, hyperarousal, and insom-
nia, they have not been effective for most

other PTSD symptoms, including avoidance,
re-experiencing, and cognitive symptoms.
Furthermore, they are not recommended
given their augmentative effect on other
related symptoms and associated conditions
(eg, dissociation, disinhibition, substance
abuse) and possible interference with desen-
sitization that occurs in exposure therapy.®

If a patient has significant insomnia and
PTSD-related nightmares, consider starting
prazosin at 1 mg/d and titrating up to an ef-
fective dose, which typically ranges from 5 to
20 mg per day."® Additionally, trazodone or
antihistamines may be used to enhance sleep.!

COORDINATION OF CARE

Upon identifying PTSD and offering treat-
ment, introduce the patient to a mental health
provider as part of the referral process, which
strongly encourages patient engagement in
treatment.* Collaborate with the psychother-
apist throughout treatment to facilitate a bio-
psychosocial approach to the patient’s care,
and coordinate the monitoring and treatment
of any comorbid physical conditions.

The Substance Abuse and Mental Health
Services Administration has proposed a
framework for multisystem Trauma-Informed
Care (TIC), in which the primary care physi-
cian has many roles, including:'>*

o recording or communicating sensitive
private information to other providers
through the electronic medical record
in a manner that does not interfere
with a patient’s development of trust
or lead to exposure and
retraumatization,

o performing invasive physical exams
in a sensitive and patient-centered
manner, and

 using support and shared decision-
making in clinical encounters.

Physicians can also connect patients with
PTSD to programs or groups that aid in de-
veloping resilience, such as physical exercise
classes, social support networks, and commu-
nity involvement opportunities.*

> CASE
The physician referred Mr. W to an onsite psy-
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chologist. At a subsequent clinic visit in which
he was seen by a different primary care phy-
sician, Mr. W expressed new concerns about
shoulder pain and changes in a mole. During
this visit, Mr. W was asked whether he had
followed up on the earlier referral for coun-
seling. He replied that he had attended an in-
take appointment with the psychologist, but
that he had not wanted to talk about what
had happened to him and therefore avoided
future appointments.*

He remained concerned that he might
have an STD, but declined medication for
PTSD because he felt he was “moving on”
with his life.

*Author’s note: Gelting patients to open up
about their trauma exposure can be difficult.
If the patient isn't ready, simply bringing up
the experience can trigger avoidance. It’s often
helpful to encourage patients to first develop a
relationship with their therapist, then later dis-
cuss the details of their trauma when they are
ready. This encourages patients to engage in the
counseling process. JFP
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