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PTSD core symptoms



Timelines



Risk Factors



Multiple Traumatisation

• Enduring Personality Change after 
Catastrophic Stress (ICD-10, 1992)

• Complex PTSD (Disorder of Extreme Stress Not Otherwise Specified 
(DESNOS – DSM-IV)

• (ICD-11 coming soon)



Enduring Personality Change after 
Catastrophic Stress (ICD-10, 1992)

• Prolonged exposure to life threat/s

• PTSD may precede the disorder

• features seen after exposure to threat:

 a hostile mistrustful attitude towards the
world

 social withdrawal

 feelings of emptiness or hopelessness

 chronic feelings of being on edge or
threatened

 estrangement



• Symptoms of : PTSD

• Somatic

• Affective                               

• Dissociation

• Characterological Changes of:

Control: Traumatic Bonding 

Lens of Fear

Relationships: Lens of extremity-attachment versus withdrawal

Identity Changes:

Self structures

Internalized images of stress

Malignant sense of self

Fragmentation of the self

• Repetition of Harm

To the self - faulty boundary setting

By others - battery, abuse

Of others - become abusers

Deliberate self harm

CPTSD/ DESNOS:    Disturbance on Three Dimensions



Functional Assessment



Outcomes to consider



Moving towards ICD-11



Moral Injury 

• The perceived philosophical meaning related to the impact
of trauma exposure was seen by Janoff-Boulman (1985) as
an aetiological factor for PTSD. This was described as a
‘shattering’ of well held positive values and assumptions
about the world, oneself and others.

• Incorporated within the diagnostic criteria for PTSD in the
Diagnostic Statistical Manual (DSM) since DSM-III-revised
(1987) and further developed and formally included in the
most recent Fifth Edition (DSM-V; 2013) are concepts such as
guilt relating to acts of commission and omission as well as
negative cognitive change following trauma exposure.

• The relatively new concept of Moral Injury (Litz et al, 2009)
expands on Janoff-Boulmann’s concepts and guilt symptoms
and was reported by military medical staff and chaplains
operating close to combat.



Moral Injury

 Ethical, moral and religious challenges caused by violations to deeply held
beliefs. Military operations and training emphasize mission aims, with
suppression of individual needs and beliefs.

 Usually arises from cumulative events. – collateral damage; bystander to
ongoing atrocities, powerless when their own leaders and colleagues
flaunt the rules of engagement.

 Perceived organisational or personal betrayal - ethical dilemmas resulting
in chronic feelings of guilt, anger and frustration.

 Can take time to sink in and state that a healthy mind that can empathise
is a requirement for its development.

 Moral Injury does not lead to, or amount to, diagnosable mental illness,
although in some moral injury may form part of a mental illnesses
presentation including PTSD.

 Intervention:

 generate an understanding of moral codes of conduct and emotions that are
linked to this;

 the effect of shame on social behaviour, and self-forgiveness.

 Access to spiritual help working in conjunction with therapy interventions is
advised.

 A modified exposure treatment approach is also included.





Current Treatment



PTSD guidelines and meta-analyses (e.g., Jones, 
Burdett, Green, & Greenberg, 2017; Lee et al., 
2016) 



APA Recommendations



https://www.ptsd.va.gov/professional/continuing_ed/STAIR_online_training.asp
For CPTSD 

https://www.ptsd.va.gov/professional/continuing_ed/STAIR_online_training.asp


• Reassurance, keep families together, information, 
crisis intervention and support; empower.

1. safety

2. calm

3. connectedness

4. self-efficacy and group efficacy

5. hope.

Psychological First Aid
Five elements of PFA (drawn from research 
on risk and resilience, field experience and expert 
agreement). 



• Aims of PFA

1. Humane caring and compassionate.

2. Addresses emotional and practical needs and concerns
above all else.

3. Builds people’s own capacity to recover; by supporting
people and helping them to identify their immediate
needs and their strengths and abilities to meet these
needs.

4. One of the most important research findings is that a
person’s belief in their ability to cope can predict their
outcome.

5. Typically people who do better after trauma are those
who are optimistic, positive and feel confident that life
and self are predictable, or who display other hopeful
beliefs.







Treatment: the Military as an Example:
Access; Engagement; Completion

Despite the availability of good mental health services offered to serviceman, many report they
were unable to present for help with mental health problems during their military service.

• Did not think I had a problem

• Failed to accept the problem

• Feared losing career, I think I can sort this out myself

• Macho image and stiff upper lip. 

• Stigma of mental ill-health 

• Coped with mental health symptoms by drinking alcohol to excess.

• Failure to engage in treatment

• High drop outs from treatment

• Systemic failure to provide clinical services 

• Lack of clinicians with expertise

• High co-morbidity – increases with chronicity



Nice Guideline Update (December 2018) 

• https://www.nice.org.uk/guidance/ng116

• https://www.nice.org.uk/guidance/ng116/chapter/Recommendations
#care-for-people-with-ptsd-and-complex-needs

• Note pgs 132-3 Evidence for early intervention for TFCBT more robust 
than EMDR which is not recommended.

• Note page 154 limited evidence for MBSR

• Note EMDR not recommended for combat veterans 

https://www.nice.org.uk/guidance/ng116
https://www.nice.org.uk/guidance/ng116/chapter/Recommendations#care-for-people-with-ptsd-and-complex-needs

