AUSTRALIAN GUIDELINES FOR THE PREVENTION AND TREATMENT OF

Acute Stress Disorder,
Posttraumatic Stress Disorder
and Complex PTSD

Trauma and trauma reactions
Trauma, traumatic event, and potentially traumatic event
The word trauma is used inconsistently within the mental health field, referring at times to an event and at
other times to psychological injury arising from an event. Literally, trauma means wound, and the word is
used routinely in the physical health sector to describe an injury. In mental health terms, it refers to an
injury or wound to the ‘psyche’; that is, damage to a person’s emotional or psychological health and
wellbeing. It is recognised that such an injury is characterised by biological, psychological, and social and
cultural aspects (i.e., a biopsychosocial approach).
Potentially traumatic event (PTE) will be used in these Guidelines to refer to events that meet the
DSM-51 stressor criterion for PTSD and ASD. This term recognises the wide variation in individual appraisals
of, and responses to, an event. A particular event, regardless of how threatening it may seem, is not
necessarily going to cause ‘psychic injury’ to all who experience it.
Traumatic event will be used in these Guidelines to refer to an event that has actually resulted in psychic
injury, and trauma will be used to refer to the psychic injury itself.

Potentially traumatic events
PTEs include any threat, actual or perceived, to the life or physical safety of the individual, their loved ones,
or those around them. PTEs include, but are not limited to, war, torture, sexual assault, physical assault,
natural disasters, accidents, and terrorism. Exposure to a PTE may be direct (e.g., actually experienced or
witnessed), or indirect (e.g., confronted with or learnt about), and may be experienced on a single
occasion, or repeatedly.
By their very nature, some events are more likely to be experienced as extremely traumatic, and more likely
to cause ongoing difficulties and clinically diagnosable symptoms of ASD and/or PTSD. Intentional acts of
interpersonal violence, such as torture and assault, and prolonged and/or repeated events, such as
childhood sexual abuse and concentration camp experiences, are more likely than natural events or
accidents to result in a traumatic response.2,3
Although beyond the conceptualisation of PTEs, it is important to recognise the potential for
transgenerational effects of trauma, in which the impact of systematic torture, structural violence or
oppression, genocide or family violence, may be seen in mental health problems in the next generation.4,5
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Generally, events that do not include an element of serious physical threat are not considered PTEs even if
they constitute significant threats to psychological integrity or wellbeing. Thus, events such as divorce or
separation, job loss, and verbal abuse/harassment are not considered PTEs and do not meet the stressor
criterion for a PTSD diagnosis. The stressor criteria for DSM-5 explicitly exclude the witnessing of traumatic
events via electronic media, television, movies or pictures, unless this is part of a person’s vocational role.1

Common responses to potentially traumatic events
A degree of psychological distress is very common in the early aftermath of traumatic exposure and can be
considered a part of the normal response. In cases of severe traumatic events, many people may be
symptomatic in the initial fortnight after the event. Traumatised people are likely to experience emotional
upset, increased anxiety, and sleep and appetite disturbance. Some will have additional reactions such as
fear, sadness, guilt, or anger. In most cases, psychological symptoms of distress settle down in the days
and weeks following the traumatic event as people make use of their customary coping strategies and
naturally occurring support networks to come to terms with the experience.6 However, in a minority of
people, the symptoms persist and develop into ASD and/or PTSD.

Traumatic stress syndromes
When the individual’s psychological distress following exposure to a traumatic event persists, and is severe
enough to interfere with important areas of psychosocial functioning, it can no longer be considered a
normal response to traumatic exposure. The possibility of a posttraumatic mental health disorder such as
ASD or PTSD should be considered. It should be noted that a wide range of other mental health conditions
including anxiety, affective, and substance use disorders might be present either alone or together with
ASD or PTSD. For example, a large study of traumatic injury survivors found that, while almost a third had a
psychiatric diagnosis at 12 months post-injury, more than two-thirds of those did not have a diagnosis of
PTSD.7 The most common diagnosis at 12 months was depression (16%), followed by generalised anxiety
disorder (GAD; 11%), substance abuse (10%), PTSD (10%), agoraphobia (10%), social phobia (7%), panic
disorder (6%) and obsessive-compulsive disorder (OCD; 4%).

Acute stress disorder
After an individual has been exposed to a traumatic event, he or she may experience significant distress
and/or impairment in social, occupational or other important areas of functioning. When this lasts longer
than two days following a traumatic event, a diagnosis of acute stress disorder may be considered. If
posttraumatic symptoms persist beyond a month, the clinician would assess for the presence of PTSD. The
ASD diagnosis would no longer apply.
Acute stress disorder, or ASD, was introduced into the DSM-IV in 1994. In 2013, in the fifth edition of its
Diagnostic and Statistical Manual of Mental Disorders (DSM-5)1, the American Psychiatric Association
revised the diagnostic criteria. In DSM-5, ASD was reclassified from an Anxiety Disorder to the new
category of Trauma- and Stressor-Related Disorders. ASD is conceptualised as an acute stress response
that does not require specific symptom clusters to be present. Rather, diagnosis requires at least nine
symptoms from a broad list of dissociative, re-experiencing, avoidance, and arousal symptoms. See Table
2.1 for the sets of criteria that are to be met for a diagnosis of ASD.
Bryant8 conducted a systematic analysis of literature examining the predictive utility of ASD. The review
reported that individuals who experience ASD are at high risk of developing PTSD, with most studies
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indicating that at least half of those with ASD subsequently meet criteria for PTSD. However, the review
also found that the majority of individuals who eventually developed PTSD did not previously meet full
criteria for ASD. Thus, having an ASD diagnosis is moderately predictive of PTSD, but not having an ASD
diagnosis should not necessarily be interpreted as indicating a good prognosis.
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Table 2.1: DSM-5 diagnostic criteria (paraphrased) for acute stress disorder (DSM-5 Code 308.3)
A.

The person was exposed to actual or threatened death, serious injury, or sexual violence as follows.
1.
2.
3.
4.

B.

Directly exposed.
Witnessed (in person).
Indirectly, by learning that a close relative or close friend was exposed to trauma. If the event
involved actual or threatened death, it must have been violent or accidental.
Repeated or extreme indirect exposure to aversive details of the event(s), usually in the course of
professional duties (e.g., first responders collecting body parts; professionals repeatedly exposed
to details of child abuse). This does not include indirect non-professional exposure through
electronic media, television, movies or pictures.

Nine (or more) symptoms from any of the following five categories (with onset or exacerbation after
the traumatic event).
Intrusion symptoms
1.

Recurrent, involuntary, and intrusive distressing recollections of the event(s) (children may
express this symptom in repetitive play).
2. Recurrent traumatic nightmares (children may have disturbing dreams without content).
3. Dissociative reactions (e.g., flashbacks) which may occur on a continuum from brief episodes to
complete loss of consciousness (children may re-enact the event in play).
4. Intense or prolonged distress or physiological reactivity after exposure to traumatic reminder.
Negative mood
5.

Persistent inability to experience positive emotions (e.g., inability to experience happiness,
satisfaction, or loving feelings).

Dissociative symptoms
6. An altered sense of the reality of one’s surroundings or oneself (e.g., seeing oneself from
another’s perspective, being in a daze, time slowing).
7. Inability to remember an important aspect of the traumatic event(s) (typically not due to, e.g.
head injury, alcohol, or drugs).
Avoidance symptoms
8. Effortful avoidance of distressing trauma-related thoughts or feelings.
9. Effortful avoidance of trauma-related external reminders (e.g., people, places, conversations,
activities, objects, or situations).
Arousal symptoms
10.
11.
12.
13.
14.

Sleep disturbance.
Irritable or aggressive behaviour.
Hypervigilance.
Problems with concentration.
Exaggerated startle response.

C.

Duration of the symptoms in Criterion B is three days to one month after exposure to the trauma.

D.

The symptoms cause clinically significant distress or functional impairment.

E.

The symptoms are not attributable to substance use, a medical condition, or psychosis.
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Posttraumatic stress disorder
In 2013, the American Psychiatric Association revised the PTSD diagnostic criteria in the fifth edition of its
Diagnostic and Statistical Manual of Mental Disorders (DSM-51). Like ASD, PTSD is included in the new
category, Trauma- and Stressor-Related Disorders.
Several revisions to the PTSD diagnostic criteria were introduced in DSM-5.9 This included narrowing the
definition of ‘traumatic event’ in Criterion A1, and eliminating Criterion A2, requiring that the response to a
traumatic event involved intense fear, hopelessness, or horror, as there is little empirical support it
improved diagnostic accuracy9. The other main change included having four rather than three symptom
clusters by dividing the avoidance and numbing symptom cluster into two. This reflects the research
showing active and passive avoidance to be independent phenomena and results in a requirement that a
PTSD diagnosis includes at least one active avoidance symptom. The passive avoidance cluster has
become a more general set of dysphoric symptoms, negative alterations in cognition and mood.
As seen in Table 2.2, DSM-5 requires eight sets of criteria to be met in order for the diagnosis of PTSD to be
made. In addition to meeting the Criterion A definition of exposure to a traumatic event, diagnosis of PTSD
requires one of five symptoms of re-experiencing, one of two symptoms of avoidance, two of seven
symptoms of negative alterations in cognition and mood, and two of six symptoms of hyperarousal.
Criterion F stipulates that the symptoms of clusters B, C, D and E need to have been present for at least
one month. Criterion G requires that the disturbance causes clinically significant distress or impairment in
social, occupational, or other important areas of functioning. Criterion H requires that symptoms are not
attributable to substance use or a medical condition.
The acute and chronic specifiers were removed in DSM-5, and the concept of ‘delayed-onset PTSD’ was
replaced with ‘delayed expression’, defined as not meeting full diagnostic criteria until at least six months
following the event.

Re-experiencing symptoms
The re-experiencing or ‘intrusive’ symptoms are often regarded as the hallmark feature of traumatic stress.
Re-experiencing symptoms include intrusive and unwanted thoughts and images of the event and
distressing dreams or nightmares. Re-experiencing symptoms can also include ‘flashbacks’ where people
may lose awareness of their surroundings and become immersed in the memory of the event. These
flashbacks may be so vivid that people feel as if they are experiencing the traumatic event again. People
can become upset or distressed when reminded of what happened, and have intense physical reactions
like sweating and rapid heartbeat.

Avoidance symptoms
Avoidance is characterised by deliberate attempts to keep memories of the traumatic event out of mind by
actively avoiding any possible reminders. Such avoidance can result in a person going to extreme lengths
to avoid people, places, and activities that trigger distressing memories, as well as internal triggers such as
thoughts and feelings. The new DSM-5 avoidance cluster has only two symptoms, requiring either
avoidance of trauma-related thoughts and feelings or avoidance of trauma-related external reminders.

Chapter 2 Trauma and trauma reactions

5

Negative alterations in cognition and mood
In the DSM-5, the DSM-IV avoidance/numbing symptom cluster with seven symptoms was revised and split
into two separate symptom clusters – the effortful avoidance cluster described above, and a negative
alteration in cognitions and mood cluster with seven symptoms. This new symptom cluster includes the
previous numbing symptoms and adds negative cognitions, distorted blame, and persistent negative
emotions.

Arousal symptoms
PTSD is associated with a sustained increase in sympathetic nervous system activity, well beyond its
adaptive function in response to the traumatic event. The individual experiences ongoing increased
arousal, as though the ‘fear system’ has been recalibrated to a higher idling level. Increased arousal is
evident in a range of symptoms such as poor concentration and memory, irritability and anger, difficulty in
falling and staying asleep, being easily startled, and being constantly alert to signs of danger
(hypervigilance). DSM-5 includes an additional symptom of ‘reckless or self-destructive behaviour’ in this
cluster.

Dissociative subtype
The DSM-5 introduced a dissociative subtype of PTSD. This captures people who, in addition to meeting
full criteria for PTSD, experience dissociative symptoms (depersonalisation or derealisation). The current
literature suggests that the dissociative subtype may be associated with greater complexity and chronicity
of both trauma history and overall burden of illness.10,11
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Table 2.2: DSM-5 diagnostic criteria (paraphrased) for posttraumatic stress disorder in adults, adolescents,
and children older than six (DSM-5 code 309.81)*
A.

The person was exposed to actual or threatened death, serious injury, or sexual violence as follows.
1.
2.
3.

Directly exposed.
Witnessed (in person).
Indirectly, by learning that a close relative or close friend was exposed to trauma. If the event
involved actual or threatened death, it must have been violent or accidental.
4. Repeated or extreme indirect exposure to aversive details of the event(s), usually in the course of
professional duties (e.g., first responders collecting body parts; professionals repeatedly exposed
to details of child abuse). This does not include indirect non-professional exposure through
electronic media, television, movies or pictures.

B.

One or more of the following intrusion symptoms associated with the traumatic event(s), with onset
after the traumatic event.
1.

Recurrent, involuntary, and intrusive recollections of the event(s). (Note: In children, this
symptom may be expressed in repetitive play.)
2. Traumatic nightmares. (Note: Children may have disturbing dreams without content related to
the traumatic event(s).)
3. Dissociative reactions (e.g., flashbacks) which may occur on a continuum from brief episodes to
complete loss of consciousness. (Note: Children may re-enact the event in play.)
4. Intense or prolonged distress after exposure to traumatic reminders.
5. Marked physiological reactivity after exposure to trauma-related stimuli.
C.

Persistent effortful avoidance of one or more of the following distressing trauma-related stimuli.
1.
2.

D.

Trauma-related thoughts, feeling or memories.
Trauma-related external reminders (e.g., people, places, conversations, activities, objects, or
situations).

At least two of the following negative alterations in cognitions and mood that began or worsened
after the traumatic event.
1.

Inability to recall key features of the traumatic event (usually due to dissociative amnesia and not
to head injury, alcohol or drugs).
2. Persistent (and often distorted) negative beliefs and expectations about oneself or the world
(e.g., “I am bad,” “the world is completely dangerous”).
3. Persistent distorted blame of self or others for causing the traumatic event or for resulting
consequences.
4. Persistent negative emotions (e.g., fear, horror, anger, guilt, or shame).
5. Markedly diminished interest in significant activities.
6. Feeling alienated from others (e.g., detachment or estrangement).
7. Constricted affect: persistent inability to experience positive emotions.
E.

At least two of the following trauma-related alterations in arousal and reactivity that began or
worsened after the traumatic event.
1.
2.
3.
4.
5.
6.

Irritable or aggressive behaviour.
Self-destructive or reckless behaviour.
Hypervigilance.
Exaggerated startle response.
Problems with concentration.
Sleep disturbance.
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F.

Persistence of symptoms (in Criteria B, C, D, and E) is more than one month.

G.

The symptoms cause clinically significant distress or functional impairment.

H.

The symptoms are not attributable to substance use or a medical condition.

Specify whether:
With dissociative symptoms: the individual’s symptoms meet the criteria for posttraumatic stress
disorder, and in addition, in response to the stressor, the individual experiences persistent or recurrent
symptoms of either of the following:
1. Depersonalisation: Persistent or recurrent experiences of feeling detached from, and as if one
were an outside observer of, one’s mental processes or body (e.g., feeling as though one were in a
dream, feeling a sense of unreality of self or body or of time moving slowly).
2. Derealisation: Persistent or recurrent experiences of unreality of surroundings (e.g., world around
the individual is experienced as unreal, dreamlike, distant, or distorted).
Note: To use this subtype, the dissociative symptoms must not be attributable to the effects of a substance
or a medical condition.
Specify if:
With delayed expression: if the full diagnostic criteria are not met until at least six months after the event
(although some symptoms may be immediately evident).
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Complex PTSD
A subset of individuals with PTSD, more commonly those who have experienced events of an
interpersonal, prolonged, and repeated nature (e.g., childhood sexual abuse, imprisonment, torture),
sometimes referred to as Type II trauma,12 present with a constellation of characteristic features alongside
the core PTSD symptoms. These features can include: impaired emotional control; self-destructive and
impulsive behaviour; impaired relationships with others; hostility; social withdrawal; feeling constantly
threatened; dissociation; somatic complaints; feelings of ineffectiveness, shame, despair or hopelessness;
feeling permanently damaged; and a loss of prior beliefs and assumptions about safety and the
trustworthiness of others.13,14 Issues of chronic self-harm and/or suicidal ideation are more common in this
group.
People exhibiting this constellation of features are often referred to as having complex PTSD (CPTSD)15 or
Disorders of Extreme Stress Not Otherwise Specified (DESNOS).16 These diagnoses are not included in
DSM-5. However, CPTSD was formally recognised as a mental disorder with the release of the World
Health Organization’s eleventh revision of the International Classification of Diseases (ICD-11)17. Given this
formal recognition of CPTSD as a mental disorder, these Guidelines consider a question on treatment
interventions. Chapter 7 elaborates on conceptual and diagnostic issues for CPTSD, and its treatment and
management principles.

CPTSD diagnostic criteria (ICD-11)
In ICD-11, PTSD and CPTSD fall under a general parent category of Disorders Specifically Related to Stress.
PTSD is comprised of three symptom clusters including: (1) re-experiencing of the trauma;
(2) avoidance of traumatic reminders; and (3) a persistent sense of current threat that is manifested by
exaggerated startle and hypervigilance. CPTSD includes the three PTSD clusters and three additional
clusters that reflect “disturbances in self-organization” (DSO): problems in emotional regulation, selfconcept, and disturbances in relationships. The criteria are proposed to be applicable to children and
adolescents as well as adults.

Prevalence and incidence of PTSD
Rates of PTSD should be considered in the context of rates of exposure to PTEs in the general community.
Large community surveys2,3,18 indicate that 50% to 75% of people report at least one PTE in their lives, with
most reporting two or more events. Mills and colleagues18 have examined the Australian rates of exposure
for a wider range of more specific PTEs than in previous studies. Their findings suggest that the most
commonly reported PTEs are having someone close to the individual die unexpectedly (reported by about
35% of the population); witnessing someone being badly injured or killed; or unexpectedly seeing a dead
body (27%); and being involved in a life-threatening car accident (13%). Although these figures are
important in informing our understanding of trauma exposure rates, this type of retrospective data should
always be interpreted with some caution.
When examining PTSD rates, both prevalence and incidence figures are used. Prevalence refers to the
proportion of a population that has had PTSD during a given period of time, and incidence refers to the
rate at which new diagnoses of PTSD occur following exposure to a PTE.
Reports of lifetime prevalence of PTSD (percentage of the population that has had PTSD at some time in
their lives) in community samples range between 5% and 10%.19,20 This can be interpreted to mean that
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approximately 15% to 25% of people exposed to PTEs have also had a PTSD diagnosis.21 These lifetime
prevalence rates may be somewhat misleading however, as around half those people who develop PTSD
recover in the first 12 months regardless of treatment.3 In addition, of course, lifetime rates need to be
interpreted with caution due to the retrospective nature of the inquiry. Reports of 12-month prevalence of
PTSD (percentage of the population who have had PTSD in the past year) are 4.4% in Australia22 and 3.5%
to 4.7% in the United States.20,23
Risk factors for developing PTSD following a traumatic event include the nature of the traumatic event and
characteristics of the individual. Individual risk factors for developing PTSD after a traumatic event include
gender, age at trauma, race, lower education, lower socioeconomic status, marital status (e.g., unmarried,
separated, or widowed), previous trauma, adverse childhood experiences including abuse, personal and
family history of mental disorders, poor social support, and initial severity of reaction to the traumatic
event.24,25
The nature of the traumatic exposure (e.g., whether it is of an intentional or interpersonal nature) is an
important risk factor for developing PTSD following a PTE.26 Those PTEs associated with the highest rates
of PTSD are not necessarily the most commonly occurring PTEs.18 Creamer and colleagues2 found the
highest 12-month prevalence of PTSD was associated with a prior history of rape and molestation, and the
lowest 12-month prevalence of PTSD was associated with natural disasters and witnessing someone being
badly injured or killed. Similar findings have been reported in the United States.3 PTSD has traditionally been
associated with military combat, with point prevalence rates amongst US veterans since the Vietnam War
ranging from 2% to 17%.27 Estimates of PTSD prevalence in veteran populations vary widely according to,
for example, the era of deployment, the percentage of those who deployed, and the specific nature of the
deployment. For the veteran population as a whole (i.e., across cohorts and including both deployed and
non-deployed), prevalence estimates are usually around 8% lifetime and 5% current PTSD.28 The
prevalence of PTSD following natural disasters ranges from approximately 4% to 60% with most studies
reporting prevalence in the lower half of this range.29 These rates are often lower than those following
human-made disasters (including acts of terrorism) or technological disasters. The highest disaster-related
PTSD prevalence is found amongst survivors (30% to 40%) and first responders (10% to 20%) in comparison
to the general population (5% to 10%). See Neria et al.29 for a review.
Currently, prevalence rates of ASD in the general Australian community are not available. However, a
review of studies examining ASD30 found much variability between different PTEs, including, rates of 9%
following terrorist attacks, 13% to 25% following motor vehicle accidents (MVAs), and a 33% prevalence rate
for witnesses to drive-by shootings. The prevalence of ASD varies considerably even when examining the
same PTE type across settings. For example, most injury study prevalence rates lie between 6% and 10%,30
however, in Australia alone studies have found an ASD prevalence of between 1%31 and 14%32 following
traumatic injury.

Comorbid conditions
When PTSD has persisted beyond a few months, the core symptoms rarely exist in isolation. More
commonly they exist alongside a number of associated features and other comorbid mental health
disorders.(e.g., 2,3,33,34) Data from the 2007 Australian National Mental Health and Wellbeing study33 found that
86% of men and 77% of women with PTSD also met criteria for another lifetime Axis I disorder. This
included anxiety (52% of men and 54% of women), substance use disorders (65% of men and 32% of
women), and mood disorders such as depression (50% of men and 51% of women).
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A number of studies have found high rates of comorbidity between personality disorder and PTSD in the
US adult population, although much of this research has been conducted with male combat veterans with
longstanding PTSD.35-38
In addition to complexities arising from comorbidity, health practitioners working with individuals with
more chronic PTSD often find themselves having to work with a myriad of psychosocial problems that
have evolved secondary to the core disorder. These often include pain and somatic health complaints,
relationship problems, and occupational impairment.

The course of PTSD
Information about the course of PTSD has been derived from large epidemiological studies(e.g., 3,33) that ask
respondents how many weeks, months, or years after the onset of the disorder they continued to
experience symptoms. These retrospective reports are used to create ‘survival curves’ or models of the
course of PTSD following exposure to a traumatic event. The survival curves suggest that two-thirds of
people with PTSD will eventually recover, with symptoms decreasing most substantially in the first 12
months following the event, although a substantial minority will continue to experience PTSD for decades.
Findings from studies of the general population in the United States3 and Australia33 suggest that there is
approximately 50% to 60% remission between two and 10 years after the event, with probable further
remission over subsequent decades. Studies with specific trauma types and populations also show
significant remission from PTSD over time. For example, a study of adults who survived a shipping disaster
as adolescents found that 70% of survivors who were diagnosed with PTSD after the incident did not meet
criteria for PTSD between five and eight years after the disaster.39 A systematic review of longitudinal
studies of 9/11-related PTSD provided further evidence of, for the majority, a general decline over time in
PTSD prevalence.40 The exception was first responders and rescue/recovery workers, who appear to have
had lower PTSD prevalence than other populations in the first three years following 9/11, but showed
substantial increase in prevalence after that point, peaking at five or six years post-9/11. Any future studies
would need to be interpreted with caution, since the course of recovery in those samples is often heavily
influenced by factors such as physical disability and loss of employment, rendering generalisation to other
PTSD populations difficult. In a similar vein, recovery from PTSD related to compensable injuries appears to
be less likely41 and associated with the compensation process42. Elevated levels of anger may also be a
contributing factor to a poor recovery trajectory from PTSD.43
Most of those studies used retrospective reports to determine the course of recovery. Lower rates of PTSD
remission have been found in other populations particularly when more reliable prospective research
designs have been used. A study that assessed Australian Vietnam veterans at two points 15 years apart
found increased rates of PTSD at the later time point.44 Similar rates of chronic PTSD have been found in
firefighters after a major bushfire, where 56% of those who had the disorder following the fire still had it
four years later.45 In a 20-year follow-up of Israeli veterans, Solomon found fluctuating PTSD prevalence,
with reduced rates three years after the war but substantial increases at the 20-year point.46 Data from
several studies suggest that people who meet PTSD criteria at around six months post-trauma are likely (in
the absence of effective treatment) to show a chronic course with symptoms potentially lasting for many
decades.3,47 However, a prospective study has found that 42% of individuals exposed to a road traffic crash
had unstable patterns of PTSD and other comorbidity over time.48
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Importantly, PTSD is less likely to follow a chronic course with evidence-based treatment. Based on several
studies it is reasonable to assume that around one-third of patients will make a good recovery following
evidence-based treatment, one-third will do moderately well, and one-third are unlikely to benefit.

Resilience in the face of potentially traumatic events
While the primary focus of these Guidelines is the treatment of people who develop ASD and/or PTSD
following a traumatic experience, it needs to be emphasised that the majority of people exposed to trauma
do not go on to develop these conditions. Early research on PTEs has found that resilience is the usual
outcome, although whether this is true for experiences of interpersonal violation and abuse is not yet
clear.49,50 Further, consensus on the definition of resilience is yet to be reached. Recent definitions of
resilience have included: “a dynamic process encompassing positive adaptation within the context of
significant adversity”,51 and “the ability to adapt and cope successfully despite threatening or challenging
situations”.52 Some researchers have chosen to define resilience as the absence of PTSD symptomatology
following exposure to a PTE,(e.g., 53) but others argue that the absence of PTSD symptoms does not equate
to resilience any more than absence of disease equals health.(see 54) A comprehensive review of the area is
provided by Layne and colleagues.55

Posttraumatic mental health disorders: Key differences between ASD and PTSD
There is significant overlap in the diagnostic criteria for the two posttraumatic mental health conditions,
ASD and PTSD, described above. ASD and PTSD share the same requirement for exposure to a traumatic
event (Criterion A). Yet, ASD and PTSD differ in several important ways. The key distinguishing feature
between the two disorders is the duration of symptoms required for the diagnosis to be made. ASD is
diagnosed between two days and one month following the traumatic event, while PTSD requires that the
symptoms be present for at least one month following the traumatic event. The acute and chronic PTSD
specifiers were not included in the DSM-5, and the concept of delayed-onset PTSD was replaced with
‘delayed expression’ (p.272).1
In terms of symptom constellation, PTSD diagnosis requires meeting a certain number of symptoms within
established clusters. In DSM-5, ASD symptoms are not classified within clusters; therefore an individual
meets diagnosis based upon expression of symptoms in total. PTSD includes non-fear based symptoms
(i.e., risky or destructive behaviour, overly negative thoughts and assumptions about oneself or the world,
exaggerated blame of self or others for causing the trauma, negative affect, decreased interest in activities,
feeling isolated), while ASD does not. And finally, PTSD includes a dissociative subtype, whereas in ASD,
depersonalisation and derealisation are included as symptoms under the dissociative heading.
Despite these differences in diagnostic criteria, there is no difference in recommended treatments for
PTSD and ASD. The evidence base is stronger, however, for treatment of PTSD.

Screening, assessment and diagnosis
People with ASD or PTSD will not necessarily first express concern about a traumatic experience to their
doctor or mental health professional. They may present with any of a range of problems including mood
disorders (such as depression), anger, relationship problems, poor sleep, sexual dysfunction, or physical
health complaints such as headaches, gastrointestinal problems, rheumatic pains, and skin disorders. Their
traumatic experience may not even be mentioned. Indeed, one study found that only
11% of primary care patients with PTSD had the diagnosis listed in their medical files.56 This problem is due,
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in part, to the avoidance that is characteristic of PTSD, which may prevent the person speaking about it or
seeking assistance. Importantly, self-stigma has been found to contribute more to a reluctance to seek
help, than public stigma.57 It also needs to be acknowledged that there remains a social stigma attached to
mental health problems, and the fear of discrimination may be a barrier to some people reporting their
symptoms. Other barriers to reporting symptoms may include a lack of insight into or awareness of the
symptoms, or low confidence that the treatment or practitioner will be effective. There is stigma attached
to some forms of traumatic exposure, such as sexual assault, which may discourage the individual from
disclosing the experience. The practitioner needs to be sensitive to these issues when screening for PTSD,
and consider this when selecting cut-off scores on self-report instruments. This problem highlights the
importance of empirically establishing the optimal cut-offs in different populations, and of educating
clinicians about the appropriate use of such instruments. Self-report measures should be used as a guide,
rather than as a categorical diagnostic tool.
Practitioners should also consider modifying assessment and treatment approaches when supporting
people with intellectual disabilities and autism who may be experiencing ASD, PTSD, and CPTSD. People
with intellectual disabilities and autism can be subject to high levels of abuse and trauma and,
consequently, are at high risk of developing stress related disorders. However, their symptoms may not be
easily recognised because of communication and cognitive impairments.
In seeking to understand the origins of presenting problems, the practitioner should routinely enquire
about any stressful or traumatic experiences, recently or in the past. If a traumatic experience is suspected,
the practitioner may utilise a traumatic events checklist such as the Life Events Checklist for DSM-5 (LEC5),58 a self-report measure designed to screen for potentially traumatic events in a respondent's lifetime. If
the person endorses any events on the checklist, then it is recommended that a brief PTSD screening tool
be administered. Although the primary focus of such questions will be events experienced by the person,
clinicians should also be sensitive to the potential for transgenerational effects of trauma, particularly
among high risk groups such as children of veterans or holocaust survivors.
There is a range of brief PTSD screening measures currently in use (see Brewin et al.59 for a review). These
include the Startle, Physiological arousal, Anger, and Numbness scale60 (SPAN: 4 items), the Brief
DSMPTSD-IV scale61 (BPTSD-6: 6 items), and the Disaster-Related Psychological Screening Test62 (DRPST: 7
items). Measures recommended for assessment use by the US Veterans Affairs/Department of Defense
include the four-item Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) and the SPAN. The PTSD
Checklist (PCL)63 has been updated for DSM-5 to the PCL-5,64 and assesses the 20 DSM-5 PTSD symptoms.
Ideally, a measure updated for DSM-5 should be used. The following is an example of a screening
measure65,66 that has been revised for DSM-5, is empirically validated, and is widely used.
The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5)
In the past month, have you... (YES/NO response)
1. Had nightmares about the event(s) or thought about the event(s) when you did not want to?
2. Tried hard not to think about the event(s) or went out of your way to avoid situations that reminded you
of the event(s)?
3. Been constantly on guard, watchful, or easily startled?
4. Felt numb or detached from people, activities, or your surroundings?
5. Felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s) may
have caused?
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Preliminary results from validation studies within a veteran population suggest that a cut-point of three on
the PC-PTSD-5 (e.g., respondent answers "yes" to any three of five questions about how the traumatic
event(s) has affected them over the past month) suggests probable PTSD, and the person should be
assessed further for trauma symptoms.65 The PC-PTSD-5 also displays very good test–retest reliability.65
The section above considers the implementation of screening in the context of people presenting to a
practitioner for care. In considering the use of broader population screening, the potential benefits should
be weighed up against practical concerns such as time constraints, staffing, the need to have proper
referral pathways and follow-up care resources in place, and current clinical practice systems. For example,
consideration may be given to systematic screening of populations identified as high risk on the basis of
their exposure to a major disaster, occupational role (e.g., emergency services and military personnel), or
other traumatic experience (e.g., refugees). Such an approach would have important implications for
service planning, with the goal of identifying those at risk and targeting the limited available resources to
those most likely to benefit from the provision of an evidence-based intervention. This, of course, assumes
that there exists an adequate pool of trained and experienced clinicians to provide evidence-based care to
those who screen positive within the affected community. Currently, there are many locations where
individuals who screen positive for PTSD (or other high prevalence conditions) would have significant
difficulty accessing evidence-based care. Population based screening under those circumstances raises
difficult ethical questions and should not be undertaken without careful consideration.
Considerations for Practitioners
• For people presenting to primary care services with repeated non-specific physical health problems, it is
recommended that the primary care practitioner consider screening for psychological causes, including
asking whether the person has experienced a traumatic event and to describe some examples of such
events.
• Service planning should consider the application of screening (case finding) of individuals at high risk for
PTSD after major disasters or incidents, as well as those in high risk occupations.
• The choice of screening tool should be determined by the best available evidence, with a view to
selecting the best performing screen for the population of interest. Application of an inappropriate
screening tool may result in over- or under-identification of problems.
• Different populations may require different screening procedures. For example, services and programs
that include refugees and/or Aboriginal and Torres Strait Islander peoples should consider the
application of culturally appropriate screening tools for those at high risk of developing PTSD. Similarly,
screening of children will require the use of developmentally sensitive tools designed for the purpose.
• There is no value in screening for mental health problems if services are not available to refer those with
a positive screen. As such, screening should be undertaken in the context of a service system that
includes adequate provision of services for those who require care.
• Any individual who screens positive should receive a thorough diagnostic assessment, and have access
to appropriate therapeutic referral pathways and services.

Comprehensive assessment of PTSD
PTSD is often associated with diffuse and broad patterns of symptoms and impairments, and clinical
presentations vary according to the unique characteristics and circumstances of the individual. As such, a
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comprehensive assessment, including a detailed history as per any good clinical assessment, is
recommended. The depth of assessment envisaged in this section may not be practical in general practice,
and can be completed through specialist referral. In PTSD and related conditions, assessment should
include a trauma history covering prior traumatic experiences as well as the ‘index’ traumatic event. It is not
necessary to obtain details of these experiences in the initial sessions; it is sufficient to get a brief idea of
the traumatic events to which the person has been exposed. An insistence on obtaining details at this early
assessment stage may not only be distressing for the person, but may actually be counter-therapeutic.
Subsequent treatment for the PTSD, of course, is likely to involve going through the detailed descriptions
of the traumatic events.
As part of assessing the history and current circumstances, current and past psychosocial functioning (past
psychosocial functioning is particularly important where trauma has involved early sexual or physical
abuse), the presence and course of PTSD symptoms, and any comorbid problems (including substance
use) should all be considered. Particular attention should be paid to populations at risk of sustained and/or
repeated traumatic experiences, such as those from the Aboriginal and Torres Strait Islander community,
emergency service personnel, refugees and asylum seekers, those with exposure to family violence
(including children), and current and former serving military. Clinicians should also be sensitive to the
potential for transgenerational effects of trauma, particularly among high risk groups such as children of
veterans or holocaust survivors. Particular attention should also be paid to physical health issues. This may
include issues related to injury arising from the traumatic incident, health behaviour change following the
incident, concurrent or developing physical health problems, and medical treatment being undertaken for
any physical health issues.
Broader quality of life indicators such as satisfaction with physical, social, environmental, and health status,
marital and family situation, and occupational, legal and financial status should also be assessed. Accurate
assessment of the person’s support network is particularly important, since good social support is strongly
associated with recovery.24,67 Importantly, perceived social support may be more closely associated with
mental health and wellbeing amongst first responders to traumatic events than actual social support.68
Where possible, and with the person’s permission, information from other sources should be incorporated
into the assessment process. This may include, for example, discussions with informants such as a partner,
other family member, or colleague. It may include information from other health providers involved in the
person’s care, particularly those who have known the person over several years (and, ideally, since prior to
the traumatic event). It may include information from medical notes or other documentation. This ‘third
party’ information becomes especially important in cases where legal liability and/or compensation may be
an issue, and where there is concern about the possibility of exaggeration or fabrication of symptoms.
In formulating a treatment plan, consideration should be given to factors likely to influence outcome, such
as prior mental health problems, especially depression,67 prior treatment experience, and pre-trauma
coping strategies. Risk of self-harm, suicide and harm to others should be considered; people with PTSD
who are suicidal or homicidal need to be closely monitored. Attention should also be paid in the
assessment to the person’s strengths and coping strategies (i.e., resilience). Treatment plans should aim to
build upon these strengths.
Comprehensive assessment and case formulation should not be confined to the initial presentation but
should be an ongoing process. Throughout treatment, a collaborative approach should be adopted with
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the client to monitor wellbeing and progress. This becomes particularly critical where treatment does not
appear to be helping the person to recover. In these circumstances, the practitioner should thoroughly
reassess and address co-existing psychosocial problems and more thoroughly assess personality.
Collaboratively discussing the formulation with the person, with particular reference to maintaining factors
and barriers to improvement, increases engagement and is likely to enhance outcomes.
Considerations for Practitioners
• A thorough assessment is required, covering relevant history (including trauma history), PTSD and
related diagnoses, general psychiatric status (noting extent of comorbidity), physical health, substance
use, marital and family situation, social and occupational functional capacity, and quality of life.
• Assessment should include assessment of strengths and resilience, as well as responses to previous
treatment.
• Assessment and intervention must be considered in the context of the time that has elapsed since the
traumatic event occurred. Assessment needs to recognise that whereas the majority of people will
display distress in the initial weeks after trauma exposure, most of these reactions will remit within the
following three months.
• As part of good clinical practice, assessment needs to occur at multiple time points following trauma
exposure, particularly if the person displays signs of ongoing difficulties or psychological deterioration.
• Assessment and monitoring should be undertaken throughout treatment. When adequate progress in
treatment is not being made, the practitioner should revisit the case formulation, reassess potential
treatment obstacles, and implement appropriate strategies, or refer to another practitioner. Effective
inter-professional collaboration and communication is essential at such times.

Diagnosis
In most clinical settings, an unstructured clinical interview comprises the primary assessment strategy.
However, because PTSD may be linked to compensation, at some point there may be a need for objective
assessment that will stand up to more rigorous scrutiny. Regardless of the context, the clinician must
maintain a balance between providing empathic support to a distressed person while obtaining reliable and
objective information. For a comprehensive overview of assessment issues in PTSD see Simon,69 and
Wilson and Keane.70
There is currently no agreed gold standard with which to make a comprehensive diagnostic assessment for
PTSD. In undertaking a comprehensive diagnostic assessment for PTSD, clinicians should adopt a
multifaceted approach incorporating information from a variety of sources. In clinical settings, this may
comprise unstructured psychiatric interviews (to explore the presenting problems and to collect the
information detailed in the previous paragraphs), structured clinical interviews, self-report inventories, and
(where possible) the report of significant others in the person’s life. In research contexts, the addition of
psychophysiological measures that assess sympathetic nervous system activity through measures such as
heart rate, muscle tension, blood pressure, and perspiration may provide an extra degree of objectivity,
although this is rarely practical in clinical settings.
Differential diagnosis
It is important to remember that PTSD is not the only mental health consequence of exposure to traumatic
events. Other common diagnoses for consideration include depression, other anxiety disorders such as
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panic disorder, generalised anxiety disorder and specific phobias, substance abuse/dependence, and
adjustment disorders. Consideration should also be given to the diagnosis of complicated grief (formerly
known as traumatic grief) following bereavement, with increasing demand for inclusion of traumatic grief
as a separate diagnostic entity. The DSM-5 includes a diagnostic code corresponding to prolonged grief
problems − Other Specified Trauma and Stressor-Related Disorder, Persistent Complex Bereavement
Disorder − with criteria for this diagnosis contained in the section of the manual devoted to conditions
needing further study (see Shear et al.71 for a review). Recent proposed criteria for complicated grief 71,72
contain some similarities to PTSD in regard to symptoms such as intrusive thoughts and memories of the
deceased, avoidance of reminders of the loss, and feeling estranged from others. Importantly, however,
the hallmark of complicated grief is yearning and sadness, unlike PTSD which tends to be characterised by
fear.
These disorders may develop following traumatic exposure instead of, or comorbid with, PTSD. Both
possibilities should be considered when the clinical picture is complex.
Considerations for Practitioners
• Assessment should cover the broad range of potential posttraumatic mental health disorders beyond
PTSD, including other anxiety disorders, depression and substance abuse.

‘Recovered memories’
The recollection of a memory that has been unavailable to deliberate recall for some period of time has
been termed a ‘recovered memory’. This is distinct from incomplete or fragmented memories that may be
commonly associated with PTSD. The issue of recovered memories has most commonly arisen in the area
of childhood abuse. It is controversial and has attracted debate in both the professional and public arenas
(see Loftus & Davis73 for a review). The evidence suggests that trauma memories can be forgotten and then
remembered at some later time. There is also evidence that ‘false memories’ can be suggested and
remembered as true (see McNally74 for a review). Therapy that attempts to recover otherwise forgotten
memories of traumatic events has been criticised for lacking a sound theoretical basis, failing to consider
the fallibility of memory, and using techniques such as suggestion that increase memory distortion and
confabulation. In the absence of corroboration, it is not possible to unequivocally determine the validity of
recovered memories. Such approaches are entirely inappropriate and should not be used.
Risk associated with recovered memories can be minimised when clinicians are trained to professional
standards, conduct full assessments at the start of treatment, avoid preconceived beliefs about factors that
may or may not be causing the presenting problems, and avoid use of techniques that increase
suggestibility and memory distortion. In the absence of corroboration of new memories, treatment should
enable the person to arrive at their own conclusions with some understanding of memory processes, and
to adapt to uncertainty when it persists. The Australian Psychological Society has developed ethical
guidelines for clinicians working with clients who report previously unreported traumatic memories, and
they advise against using interventions designed to ‘recover’ such memories. The relevant American and
British professional bodies have also issued strong warnings against this therapy approach.
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Symptom exaggeration and malingering
ASD and PTSD are the only mental health conditions with experience of a traumatic event as part of the
diagnosis. Legal actions are, therefore, not uncommon. These legal actions may involve the individual
seeking compensation for psychiatric conditions (e.g., PTSD following a motor vehicle accident or violent
crime). Studies investigating whether compensation-seeking affects assessment processes have had mixed
results and any possible relationship between financial incentives and symptom reporting in PTSD is
presently unclear. It is important, however, to consider the possibility of symptom exaggeration and
malingering in the assessment of PTSD where financial remuneration, government benefit eligibility,
forensic determinations, or other potential gains are involved. A detailed description of this area is beyond
the scope of these Guidelines and the interested reader is referred to appropriate books on the subject.75
The possibility of symptom exaggeration should be carefully considered if the person reports all 20 PTSD
symptoms, particularly with a high severity rating for all, if the person emphasises re-experiencing (rather
than avoidance and numbing) symptoms, or if the person’s symptom report is inconsistent with their
reported functioning. In order to assist in clarification of this issue, clinicians should not be satisfied with a
simple “yes/no” response to questions, but should request further elaboration of reported symptoms (e.g.,
“Tell me about the last time you experienced that – what was it like?”). During the interview the clinician
should remain alert for PTSD symptoms that are directly observable (e.g., hypervigilance and other arousal
symptoms) and to any contradictions in the person’s reports (e.g., complete inability to work but retention
of an active social life). It is also useful to determine the course of the symptoms relative to the timing of
the legal and compensation-seeking actions.
The issue of symptom exaggeration can be complex and primarily arises in the context of litigation,
compensation claims, and contested cases rather than in the course of routine clinical practice. The
practitioner should of course retain and convey empathy for the person to avoid the risk of compounding
suffering by being interviewed in an interrogatory fashion regardless of the context of the assessment.
There are, of course, factors other than financial gain that can contribute to prolonged symptoms.
Secondary gain in social, family, or occupational settings may exert a powerful influence on the individual’s
sick role and ongoing disability, of which they may be unaware.

Assessment instruments
Diagnostic instruments for PTSD include both structured clinical interviews and self-report measures. Table
2.3 provides details of the most commonly used assessment instruments.
Structured clinical interviews
Structured clinical interviews provide the optimal strategy for making a reliable clinical diagnosis and an
indication of symptom severity. For a competent, well trained practitioner, these measures combine a
standardised and objective instrument with an element of clinical judgment. The questions directly address
PTSD symptoms and an objective scale determines whether each is sufficiently severe to meet criteria.
The Clinician Administered PTSD Scale (the current CAPS-5)76-78 is a psychometrically robust instrument
designed to overcome many of the limitations of other structured PTSD interviews.77 As with previous
versions of the CAPS, CAPS-5 symptom severity ratings are based on symptom frequency and intensity
(except for amnesia and diminished interest, which are based on amount and intensity). However, CAPS-5
items are rated with a single severity score in contrast to previous versions of the CAPS which required
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separate frequency and intensity scores for each item. While the CAPS is highly recommended in research
and medico-legal settings, there are less time consuming alternatives that can be used in routine clinical
practice. Several other well validated structured PTSD interviews, which are briefer and simpler to
administer, are appropriate in this context. See Weiss79 for a review. One of these interviews, the PSS-I,80
has been updated to correspond to the DSM-5 (PSS-I-5) as a brief interview that assesses presence and
severity of symptoms over the past month. The PSS-I-5 consists of 20 symptom-related questions and four
additional questions to assess distress and interference in daily life as well as symptom onset and
duration.81
Self-report measures
There are a variety of general and population-specific self-report measures available to assess PTSD
symptoms and a number of comprehensive reviews of measures are available.(e.g., 82,83) The best scales are
psychometrically robust and relatively non-intrusive. While these measures provide a valid assessment of
the person’s own perception of his or her symptoms without influence from the interviewer, they may be
more prone than interviews to symptom exaggeration or minimisation. They are also limited in their
diagnostic accuracy as they pick up general feelings of distress more reliably than specific symptoms.
Accordingly, it is not appropriate to rely on self-report measures as the only (or even the primary)
diagnostic tool. Rather, they provide a useful screening device prior to more intensive interview
procedures, or to assess symptom change as a function of treatment through repeated administration.84
Several established scales have been in use for decades and continue to be popular among clinicians and
researchers (e.g., the Impact of Events Scale85 and the revised version, the IES-R86). However, the
diagnostic criteria have evolved in recent years and it is recommended newer scales that are both
psychometrically strong and consistent with the current diagnostic criteria be used where possible. One
example is the PTSD Checklist for DSM-5 (PCL-5)63 which assesses the twenty DSM-5 PTSD symptoms. The
self-report rating scale is 0 to 4 for each symptom, reflecting a change from 1 to 5 in the DSM-IV version.
Rating scale descriptors are the same: "Not at all", "A little bit", Moderately", "Quite a bit", and "Extremely".
While separate forms were available for military (M), civilian (C), and specific (S) stressors under the DSM-IV
version, there are no corresponding PCL-M or PCL-C versions of the PCL-5. Moshier and her colleagues
have computed a ‘crosswalk’ between PCL-C and PCL-5 scores to enable researchers and clinicians to
interpret and translate scores across the two measures.87
The PCL-5 is frequently used across a range of settings for a variety of purposes, including monitoring
symptom change as well as screening for and providing a provisional diagnosis of PTSD. The scale takes
only a few minutes to complete and possesses sound psychometric qualities.84,88 The PCL-5 contains
twenty items rated on a five-point Likert-type scale, resulting in a symptom severity score between 0 and
80. A preliminary version of the PCL-5 suggested a cut-off score of 33 for a diagnosis of PTSD in veterans,
while validation studies recommended a variety of cut-off scores ranging between 28 and 37,89,90 or
following the DSM-5 diagnostic algorithm for PTSD with items that correspond to the DSM criteria. The
findings of validation studies indicate that the optimal cut-off score depends on the context, the
population, as well as the gold-standard instrument applied in the validation studies.
The self-report version of the PTSD Symptom Scale (PSS-SR)91 is similar to the PCL-5, while the Davidson
Trauma Scale (DTS)92 allows for both frequency and intensity ratings. As the PCL-5 is one of the few scales
available to clinicians around the world at no cost, we recommend clinician and researchers use the PCL-5
as a self-report measure.
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In addition to symptom measures, a broader quality of life instrument that measures progress in recovery
and rehabilitation would be of value. One of the most commonly used quality of life measures is the short
form of the World Health Organization Quality of Life instrument (WHOQOL), the WHOQOL Bref,93 which
research demonstrates is cross-culturally valid and has sound psychometric properties.94
Although resilience is an oft-cited outcome after exposure to a traumatic event, very few empirical
measures of resilience exist. Instead, indicators of adaptive outcomes are described as evidence of
resilience, usually in the realm of social and psychological competence. Available measures include the
Brief Resilience Scale,95 the Resilience Scale (RS),96 and the Connor-Davidson Resilience Scale (CD-RISC)97.
Although these show promise, there is not yet sufficient data from which to identify an optimal or
recommended measure.
Considerations for Practitioners
• It is recommended that practitioners be guided in their assessment of PTSD, comorbidity, and quality of
life, by the available validated self-report and structured clinical interview measures.
• It is recommended that practitioners also use validated, user-friendly self-report measures to support
their assessments of treatment outcomes over time.
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Table 2.3. Commonly used assessment instruments
Instrument

Number
of items

Description

Psychometric properties

Clinician Administered PTSD
Scale (CAPS-5)76-78

30

Considered the ‘gold standard’ of PTSD assessment, although a little
complex for use in routine clinical practice. The CAPS-5 is a 30-item
structured interview. In addition to assessing the 20 DSM-5 PTSD
symptoms, questions target the onset and duration of symptoms,
subjective distress, impact of symptoms on social and occupational
functioning, improvement in symptoms since a previous CAPS
administration, overall response validity, overall PTSD severity, and
specifications for the dissociative subtype (depersonalisation and
derealisation).

Excellent reliability and validity.78

PTSD Symptom Scale
Interview (PSS-I-5)98

20 + 4

Assesses distress and interference in daily life as well as symptom
onset and duration. Shorter administration time than the CAPS,
particularly for patients with significant PTSD symptoms.99

A reliable and valid instrument for
assessing PTSD diagnosis.98

17 (+2)

Assesses the 17 PTSD DSM-IV (not DSM-5) symptoms, with two
additional questions assessing guilt. Each item is rated from 0-4 and
provides a single estimate of frequency, severity, and functional
impairment.

Good internal consistency (.80).
Excellent test-retest reliability (.89) and
interrater reliability (.90).

20

The 20 items are rated on a five-point scale, with scores ranging
from “Not at all” (0) to “Extremely” (4), resulting in a symptom severity
score between 0 and 80. Initial research suggests that a PCL-5 cut
off score of 31-33 as indicative of probable PTSD.101

Psychometrically sound measure of
PTSD symptoms with good test-retest
reliability (r=.84) and convergent and
discriminant validity.89,102

Interviews
Updated for DSM-5

DSM-IV
Structured Interview for PTSD
(SIP)100

Self-report measures
Updated for DSM-5
PTSD Checklist for DSM-5
(PCL-5)89
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DSM-IV
Impact of Event Scale –
Revised (IES-R)86

22

Does not correspond directly with DSM-5 PTSD criteria, therefore
does not provide direct information about PTSD diagnosis or
severity.

High internal consistency (.84 to .92)
and fair to excellent test-retest reliability
(.51 to .94).86

PTSD Symptom Scale (PSSSR)80

17

The PSS-SR was a pre-cursor to the PDS and has not been updated
for DSM-5. It consists of the same 17 items as the former PSS-I, with
some items re-worded for clarity.

Good to excellent internal consistency
(.78 to .91) and poor to acceptable testretest reliability (.56 to .74). The PSS-SR
demonstrates acceptable correlation
with the PSS-I (.73).80

Davidson Trauma Scale (DTS)92

34

Each DSM-IV PTSD symptom is rated on a five point scale for
frequency (“Not at all” to “Every day”) and severity (“Not at all” to
“Extremely”).

Excellent internal consistency (.83
to .93). Correlations between the
symptom cluster scores on the DTS
and CAPS range from .53 (avoidance)
to .73 (arousal).

Harvard Trauma Questionnaire
(HTQ)103

Varies

Cross-cultural assessment of trauma and PTSD. Several versions are
available. The HTQ assesses exposure to a wide range of traumatic
events, DSM-IV PTSD symptoms, culture-specific symptoms, and
social functioning. It also asks respondents to provide a subjective
description of the most traumatic event(s) they have experienced.

Varies according to version used.
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Intervention planning
Factors influencing treatment outcome
Several factors that have been found to potentially influence treatment outcome and dropout should be
considered when planning interventions. These factors include chronicity of PTSD, comorbid
psychological, cognitive, and physical conditions, therapeutic alliance, treatment expectancy, and
treatment setting. Although some patterns emerge from the research to guide the clinician, the findings
are not as clear cut as might be expected.
Chronicity and delay in treatment
Surprisingly little research has looked at the impact of chronicity (duration of illness or delay in seeking
treatment) on treatment outcomes in PTSD. Two studies designed explicitly to answer this question
randomly allocated participants to immediate or delayed treatment, and found no differences in outcome
between those receiving early treatment and those in the delayed treatment group.104,105 Both studies used
a 12-week waitlist condition and the sample populations were single trauma survivors. Other large
treatment outcome studies that have explored this question retrospectively (i.e., duration of illness before
seeking treatment), have generally reached the same conclusion.(e.g., 106,107) This can be contrasted with a
study of military personnel where PTSD was the most diagnosed condition, which found longer delays to
care were associated with a less favourable occupational outcome.108 Some caveats should be noted
before concluding there is no change in outcome between those receiving early or delayed treatment.
First, it may be that those who delay their treatment differ in some important ways from those who seek
treatment earlier. Second, there is evidence to suggest that early intervention is associated with better
outcomes in depression, a disorder that shares many clinical and neurobiological features with PTSD. From
a clinical perspective, it is reasonable to assume that longer duration of illness will be associated with a
range of other social and occupational problems, as well as significant distress. For that reason alone, it
would be sensible to encourage those with PTSD to access treatment as early as reasonably possible.
Equally, it is important to emphasise to people who experienced trauma some time ago that the limited
available data suggest that treatment can be effective regardless of duration of illness.
Comorbidity
In terms of influence of psychological comorbidity on treatment response, the data are also mixed and
inconsistent. Several studies identify features such as depression,109 generalised anxiety disorder,110
borderline personality disorder,111,112 anger,113-116 alcohol use disorder,117,118 social alienation,112,119,120 and
emotional dysregulation121 as negatively influencing outcome. On the other hand, a number of studies
have failed to find an effect of comorbidity on outcome,(e.g., 122,123,124) suggesting that the influence of
comorbidity may be sample specific124 or that more specific predictive components of these factors have
not yet been identified.
Where comorbidity is present, practitioners should refer to the relevant treatment guidelines for the
treatment of the comorbid disorder. The extent to which it should become a focus of treatment before,
alongside, or following the PTSD treatment is a decision to be made by the clinician. While no studies have
compared sequencing models specifically, there have been some studies that have commenced
consideration of the treatment of PTSD and comorbidity, particularly substance use and depression.
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Substance use
There is some limited evidence favouring combined substance abuse and PTSD treatment. One systematic
review provided some support for the notion that simultaneously treating substance use disorders and
PTSD may be more effective than treating either disorder alone.125 In line with the recommendations of
these Guidelines, this advantage appeared to be limited to trauma-focussed therapies. These conclusions
should be interpreted with caution, however, as the review included only a small number of studies, with
few participants.
Dismantling studies are required to provide stronger evidence regarding elements of the interventions that
may be applied sequentially or simultaneously for the treatment of comorbid PTSD and substance use.
Simultaneous treatment is most commonly characterised by educative and symptom-focussed cognitive
behavioural interventions for both disorders prior to the introduction of trauma-focussed interventions, in
vivo or imaginal.126,127 The research at present provides no firm conclusion on the temporal course of
improvement in comorbid PTSD and substance use; some authors report that initial improvement in PTSD
severity leads to decreased substance use,128 some have found simultaneous treatment to provide slightly
better reductions in PTSD symptom severity when compared to substance use-focussed treatment,129
while others have suggested that decreased substance use is likely to effect a change in PTSD
symptoms.130
PTSD and comorbid substance use may also be treated concurrently with pharmacotherapy, keeping in
mind the potential for drug interactions. For example, in the case of comorbid opioid dependence, some
selective serotonin reuptake inhibitors (SSRIs) may inhibit methadone metabolism, increasing the risk of
toxicity.131 Note also that antidepressants may not be appropriate for patients actively abusing alcohol or
other central nervous system (CNS) depressants.
Depression
Depression is another condition often comorbid with PTSD. The early and ongoing assessment of suicide
risk is of primary importance in these cases of comorbid PTSD and depression. People with both disorders
show greater social, occupational, and cognitive impairment, report higher levels of distress, and are more
likely to attempt suicide. There are as yet no studies examining the sequencing of the treatment of
comorbid depression and PTSD. There is, however, a body of research outlining the effectiveness of PTSD
treatment on comorbid depression and prediction studies; this literature identifies comorbid depression
severity as a negative influence on PTSD outcome (see above).
Two recent studies have examined the effectiveness of integrating depression and PTSD treatment,
focussing on behavioural activation during the first half of treatment and exposure during the second. The
effect of reversing the order of treatment has not been investigated. Both studies found that behavioural
activation improved symptoms of both comorbid disorders and that the exposure component resulted in
decreased PTSD severity.132,133 Gros and his colleagues reported that the exposure component also
resulted in significant change in depression, but that across both phases of treatment, improvements in
depression were explained by improvements in PTSD. A focus on improving self-efficacy and agency has
also shown to improve an individual’s ability to cope post-trauma, and has shown promise in treating PTSD
with comorbid depression.134 Thus, in many cases, addressing PTSD symptoms will result in improvements
in comorbid depression. People with severe depression, with symptoms that are unlikely to respond to
PTSD treatment, may benefit from the addition of depression-specific techniques.
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In terms of pharmacological and non-invasive medical treatments for comorbid PTSD and depression,
there is some evidence to suggest that patients who show an incomplete or non-response to
antidepressants may benefit from adjunctive treatment with the antipsychotic aripiprazole.135 Synchronised
transcranial magnetic stimulation has also shown limited evidence of effectiveness in a small sample of
patients with PTSD and major depression,136 as has electroconvulsive therapy.137
Terminal illness
Terminally ill people with PTSD, regardless of its cause, may suffer more emotional distress, lower quality
of life and poorer medical prognosis than those without PTSD.138 The appropriateness of standard
treatment for PTSD is largely dependent on the patient’s stage of illness. For patients in the final stages of
terminal illness, numerous lengthy and intensive sessions designed to effect long-lasting improvement in
PTSD symptoms would not generally be considered appropriate. Instead, a focus on maximising quality of
life in the short-term may be more beneficial. One potential approach to PTSD management in this
population is a stepped care model in which the intensity of treatment is increased only if the patient’s
prognosis allows sufficient time to do so, and if lower-level interventions have not been effective.138 So, for
example, the initial stage of treatment may involve addressing practical issues such as social
connectedness, while subsequent stages may teach coping strategies such as relaxation or cognitive
restructuring, and with the introduction of trauma-focussed techniques only if required and if time
permits.138 Modifications to standard exposure-based therapy may be required, for example by shortening
the length of sessions if fatigue is a concern or by decreasing the intensity of exposure.138
Traumatic brain injury and other physical comorbidity
In recent years, there has been considerable interest in the association between mild traumatic brain injury
(mTBI) and PTSD, with particular reference to military personnel. There appears to be substantial overlap,
with some evidence to suggest that when the two co-exist the cognitive deficits can be accounted for
entirely by the PTSD,139,140 although this is not a universal finding.141 The effect of mTBI on PTSD treatment
response is unclear, although interventions that target mTBI and PTSD have proved effective. One recent
randomised control trial found that a hybrid intervention integrating compensatory cognitive training with
cognitive processing therapy reduced PTSD and neurobehavioural symptoms and improved cognitive
functioning in a sample of veterans.142 A recent systematic review of the literature commissioned by US
Veterans Affairs noted the almost total lack of adequate research on the subject, and concluded that highquality randomised trials are urgently needed to examine the effectiveness (as well as the potential for
harm) of treatments for individuals with mTBI/PTSD.143 Notwithstanding that caveat, those authors refer to
case material suggesting the benefits of a standard cognitive behavioural therapy (CBT) approach, albeit
with minor modifications as required. To manage mTBI-related symptoms, therapists may encourage
patients to use compensatory strategies (e.g., using personal digital assistants, scheduling cognitive breaks).
Increasing attention has also been paid in recent years to the impact of other physical comorbidity
(particularly pain), on the maintenance of, and recovery from, PTSD. There is a general recognition that
pain and PTSD may exacerbate – or at least mutually maintain – each other,144,145 and there is some
evidence that the two may share similar neurobiological features.146,147 A study of US veterans found that
two-thirds of those with PTSD also met criteria for chronic pain,148 highlighting the need to include pain as
part of a routine assessment for PTSD. Those authors also reported that effective PTSD treatment resulted
in a reduction in chronic pain. One recent study examining the effect of a body-orientated trauma
approach to somatic experiencing for comorbid PTSD and lower back pain reported having a significant
effect on pain, disability and PTSD symptoms compared with patients receiving treatment as usual.149 While
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it is premature to make definitive recommendations, it is reasonable to assume on the basis of the limited
available data that attention to chronic pain in people with PTSD would be good clinical practice.
Compensation
It is sometimes speculated that outcomes are compromised in people seeking compensation for PTSD
and this is, not surprisingly, a topic of considerable interest and concern. An important distinction should
be made between the possible impact of compensation in reporting (or even developing) PTSD and the
impact of compensation on treatment outcome. There is some evidence, albeit variable, that
compensation may affect reporting and diagnosis of PTSD (see, for example, Marx et al.150 and McNally et
al.151). A recent review, however,152 found no consistent evidence that compensation status predicts PTSD
outcome in veterans or motor vehicle accident survivors. Studies examining broader recovery outcomes
have mixed findings.153-155 In summary, the relationship between compensation and health outcomes is
complex and requires further study. Rigorous attention to appropriate methodology is essential to reduce
the chances of artifactual findings.
Therapeutic alliance and treatment expectations
The establishment of a good therapeutic alliance has been found to improve the outcome of PTSD
treatment.121,156,157 This is consistent with findings for a range of other anxiety and mood disorders.158 For
people who have experienced a severe interpersonal trauma such as torture or childhood sexual abuse,
the establishment of a trusting therapeutic relationship can often be particularly difficult. However, one
study found no indication that psychotherapies focussing on trauma processing produced poorer
therapeutic relationships than non-trauma focussed therapies.159 In most cases, difficulties may be
overcome if the practitioner is able to convey genuine empathy and warmth towards the person, and the
use of introductory components to treatment – such as psychoeducation and symptom management
skills – may also help. More time may need to be devoted to developing the therapeutic relationship prior
to focussing on the trauma for people who have experienced a severe interpersonal trauma.
There is also evidence that a person’s expectation of the outcome of their treatment is positively related to
actual outcomes. This effect of treatment expectancy has been found with Vietnam veterans with PTSD,160
and others with PTSD, generalised anxiety disorder,161,162 social anxiety,163,164 and chronic pain.165 These
findings highlight the importance of the clinician taking the time in the early stages to clearly explain the
nature and expected outcomes of treatment, generating a collaborative and (realistically) optimistic
approach.
Motivation for change
Another potential influence on response to treatment is the patient’s motivation to change. Some
individuals with PTSD may find it difficult to recognise when their thoughts or behaviours are unhelpful and
therefore do not see any reason to change. Prochaska and DiClemente’s Transtheoretical Model166
suggests that the five stages of readiness for change (precontemplation, contemplation, preparation,
action, maintenance) require different therapeutic approaches. According to this model, trauma-focussed
treatment for PTSD is unlikely to be effective for patients who are in the early stages of change and who
may not yet recognise that their symptoms are problematic. Such patients may, however, benefit from
motivational interviewing techniques, shown to be helpful in facilitating readiness for change in
populations such as substance abusers.167 This approach may include providing psychoeducation, assisting
the patient to think of the pros and cons associated with his or her behaviour, and comparing behaviour to
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that of the average person without PTSD.167 Understanding the need for change will allow the patient to
more seriously consider taking steps to enact that change, such as engaging in trauma-focussed therapy.
Demographics
The large majority of research in the PTSD field has been conducted on adults, generally between the ages
of 18 and 65. Less research is available on younger people, but the following chapter is devoted to PTSD in
children and adolescents, and outlines issues for consideration for the treatment of these age groups. A
similar dearth of empirical data exists with regard to the treatment of PTSD in the elderly. While it is often
speculated that older adults (defined as adults aged 65 and older) may be less responsive to PTSD
treatment, there is limited research to inform this question. Promisingly, however, two recent reviews do
not support this speculation. On the contrary, both conclude that mainstream psychological treatments
such as CBT do benefit older adults with PTSD,168,169 although there is some evidence to suggest that the
addition of a narrative life-review approach to standard CBT may be helpful with the elderly. Further
research in this area is needed. Interestingly, the evidence suggests that other demographic variables such
as marital status, employment, and level of education are largely unrelated to treatment outcome.119,170,171
Epidemiological studies generally indicate a higher prevalence of PTSD in females than males, although the
reasons for this are unclear. It may, for example, be explained by trauma type, with females more likely to
suffer interpersonal violence perpetrated by someone they know and trust. Research has yet to reliably
identify any other biopsychosocial factors that may explain this gender difference. In terms of treatment,
research findings suggest either that females respond better to psychological treatment110 or that there are
no significant gender differences in outcome.172,173 Although there are some suggestions that females may
respond better to pharmacological treatments for PTSD than males, it is hard to disentangle these findings
from other sample characteristics such as veteran status that may explain poorer outcomes.174
Particular attention should also be paid to the potential impact of intersectional identities on people’s
experience of trauma. Practitioners should be attentive to guidance about cultural safety as well as
practicing with people with disabilities and people who identify as lesbian, gay, bisexual, trans, intersex and
queer/questioning (LGBTIQ+).
Treatment setting
There are times when treatment for PTSD needs to be delivered in settings where there is exposure to
ongoing stress and trauma. Such settings may include immigration detention facilities and refugee camps,
corrective facilities, theatres of combat, and where there is the threat of domestic violence. As well as the
degree of stress inherent in these settings, treatment delivery can be further complicated by potential for
exposure to further trauma, short and unpredictable lengths of stay, lack of access to mental health history,
and the client’s reluctance to disclose information for fear of compromising their status (e.g., legal,
application for asylum, deployment status). Despite the large number of people that could benefit from
PTSD treatment in these settings, few studies have examined the implementation and effectiveness of
interventions under such conditions. Neuner and colleagues, however, conducted two notable studies on
the delivery of PTSD treatment to individuals in a Ugandan refugee camp.175,176 Both studies showed
promising results. A review by Heckman, Cropsey, and Olds-Davis177 highlighted the lack of
methodologically sound research on PTSD treatment in correctional settings, citing only one study with
promising results.178 Similarly, there is very little research on PTSD treatment for serving personnel while still
in combat theatre.(e.g., 179) In summary, more research on the effectiveness of PTSD treatment and strategies
for implementation in these settings is greatly needed.
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Considerations for Practitioners
• Mental health practitioners are advised to note the presence and severity of comorbidities in their
assessments, with a view to considering their implications for treatment planning.
• Residual symptomatology should be addressed after the symptoms of PTSD have been treated.
• The development of a robust therapeutic alliance should be regarded as the necessary basis for
undertaking specific psychological interventions and may require extra time for people who have
experienced prolonged and/or repeated traumatic exposure.
• Mental health practitioners should provide a clear rationale for treatment and promote realistic and
hopeful outcome expectancy.
• Mental health practitioners and rehabilitation practitioners should work together to promote optimal
psychological and functional outcomes.
• In most circumstances, establishing a safe environment is an important precursor to commencement
of trauma-focussed therapy or, indeed, any therapeutic intervention. However, where this cannot be
achieved (for example, the person is seeking treatment for their PTSD whilst maintaining a work role or
domestic situation that may expose them to further trauma), some benefit may still be derived from
trauma-focussed therapy. This should follow careful assessment of the person’s coping resources and
available support.

Potential mechanisms of change
While some treatments are clearly more effective than others, the fact is that a variety of therapeutic
approaches have demonstrated beneficial effects in the treatment of PTSD. In light of that, there is a strong
argument for suggesting that future research should focus on furthering our understanding of what
mechanisms are involved in the development and maintenance of PTSD and, by extension, what
mechanisms need to be targeted in treatment.180 Research identifying common mechanisms may help to
explain why some apparently quite different therapeutic approaches can all produce improved outcomes.
Although much has been written regarding mechanisms underlying trauma-focussed approaches (see, for
example, Ehlers et al.181 or Foa et al.182), it is important to understand the mechanisms by which presentfocussed therapy, interpersonal therapy, stress inoculation training, and other forms of therapy that do not
involve a focus on the traumatic memories, may work. If the mechanisms were better understood,
refinement of procedures that target these mechanisms in treatment may lead to improved outcomes.
In this context, it is important to note that the concept of placebo controls in psychological treatment trials
is problematic183 and, as noted below, can make comparisons between psychological and
pharmacological treatments difficult. Psychological control treatments aim to control for non-specific
elements of treatment such as a trusting relationship, emotional support, education about PTSD,
mobilisation of hope, giving a rationale, or homework assignments.180 Some of these non-specific
elements may actually be active mechanisms of change. For example, many patients with PTSD following
interpersonal violence believe that they cannot trust anybody. Establishing a trusting relationship with the
therapist can help shift this belief, modifying the ‘traumatic memory network’ so central to traumafocussed approaches.
At this stage of our knowledge, identifying the active ingredients of treatment – the mechanisms of change
beyond those non-specific components – must remain largely speculative. On the basis of existing
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evidence-based guidelines regarding successful treatment, however, it may be speculated that the most
effective treatments for PTSD may all involve:
• an opportunity to activate or confront the traumatic memories in a safe environment
• an opportunity to modify the traumatic memories, with particular reference to the relationship between
the stimulus material (the sights, sounds, etc.) and the response components (physiological,
behavioural, cognitive appraisals, etc.)
• an opportunity to repeatedly (but safely) confront situations or activities that had been avoided or that
provoked high anxiety, since the trauma.
The manner in which these elements are delivered may, of course, differ widely across treatment
approaches.
Treatment goals
The goals of treatment should be established collaboratively with the patient following the initial
assessment, and should be guided by a comprehensive assessment of the individual and their personal
priorities. Treatment goals should be collaboratively reviewed, and modified as required, at regular intervals
during the treatment process. Ideally, goals should be SMART: specific, measurable, attainable, relevant,
and time-bound (or, better, SMARTER – with the addition of evaluate and re-evaluate).
The first goal of treatment is likely to be a reduction in PTSD and related symptoms. The evidence-based
treatment research routinely uses measures of PTSD symptom severity as the primary outcome, and it is
this goal that the interventions are designed to achieve. In addition to core PTSD symptoms, likely targets
may include comorbid depression and anxiety, as well as anger and guilt. All have implications for
treatment, with some likely to adversely affect outcomes of PTSD symptoms. For some, especially those
who have been subjected to protracted child sexual abuse or torture, clinical interventions often need to
focus initially on symptoms of dissociation, impulsivity, emotional lability (affect regulation), somatisation,
and interpersonal difficulties.184
While most of the evidence-based literature focusses on symptom reduction, the practitioner should not
lose sight of the broader wellbeing, daily functioning and quality of life issues. Achievement of optimal
psychosocial functioning is as important, if not more so, than symptom reduction. Indeed, for those with
chronic PTSD, improvements in psychosocial functioning may be the primary goal over and above
reduction of PTSD symptoms. With this end in mind, immediate needs for practical and social support
should be assessed, and treatment planning focussed on wellbeing and psychosocial recovery from the
outset.
Psychosocial support and stabilisation may improve functional ability and facilitate recovery by addressing
and minimising associated problems such as homelessness, social inactivity, high-risk behaviours, and
unemployment.185 Targeted clinical and disability management interventions may assist people with PTSD
improve their role functioning, and develop skills and resources specific to their individual needs with the
aim of averting, preventing further, or reducing, disability associated with the disorder.186
Psychosocial interventions have strong empirical support in populations experiencing a range of mental
disorders,187 and a growing literature identifies such approaches as being beneficial for people with PTSD
(for reviews see185,188). Interventions including family psychoeducation, supported education, housing and
employment, intensive case management, peer counselling, and ‘vet to vet’ services are being
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implemented with positive outcomes in veteran populations with varying mental disorders and several
randomized control trials of their efficacy are currently underway.188 Among other mental health
populations, similar interventions are associated with a range of positive outcomes, including symptom
reduction, decreased risk of relapse, increased housing stability, improved social and work functioning,
reduced stress in families, and enhanced quality of life.189-192
Therefore, attention should be paid to social reintegration and vocational rehabilitation needs during the
initial assessment and treatment planning phase. In some cases, this may include supporting the
individual’s capacity to stay at work or facilitating return to work as soon as is practical, even if on restricted
work duties. It should also involve review of, and if necessary, intervention to optimise the person’s social
support networks. The family and broader system of care should be engaged early and provided with
information about PTSD, as well as being involved in the collaborative care and recovery plan as far as is
possible.
Considerations for Practitioners
• The practitioner should assess immediate needs for practical and social support and provide education
and referrals accordingly.
• Appropriate goals of treatment should be tailored to the unique circumstances and overall mental
health care needs of the individual and established in collaboration with the person.
• From the outset, there should be a collaborative focus on recovery and rehabilitation between the
person and practitioner, and where appropriate, family members.

Cultural and linguistic diversity (CALD)
Australian adults with PTSD come from diverse ethnic and cultural backgrounds, with English a second
language for many. Services should be made as accessible as possible, with information available in a
number of different languages. This information should be distributed through general practitioners and
health centres that provide primary care services to ethnic and cultural groups. Further, interpreters should
be available as required. Several issues for consideration when working with interpreters (and other issues
related to CALD populations) are included in the section on Refugees and Asylum Seekers in Chapter 9 of
these Guidelines. Considerations for working with Aboriginal and Torres Strait Islander people are also
included in Chapter 9.
An obvious question for the mental health field in general, and the PTSD field in particular, is the extent to
which treatments that have proven efficacy in Western countries can be applied in other contexts and
cultures. Clearly, culturally sensitive adjustments to the manner in which treatment is delivered are crucial.
Beyond that, however, as noted in the systematic literature review that follows, several well-controlled trials
of evidence-based treatment for PTSD have now been completed in non-Western cultural settings with
encouraging results (though none as yet with Aboriginal and Torres Strait Islander peoples). Hence, there is
good reason to assume that these treatments can be effective across cultures, provided that they are
delivered in culturally sensitive and appropriate ways. When working with an individual from a non-English
speaking background, the practitioner should become familiar with the person’s cultural background and
liaise with population-specific health care providers as necessary, to understand cultural expressions of
distress and support the appropriate applications of the interventions described in these Guidelines.
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Considerations for Practitioners
• Recommended treatments for PTSD should be available to all Australians, recognising their different
cultural and linguistic backgrounds.

The impact of PTSD on family
The impact of PTSD can extend beyond the individual directly affected to those around them – family and
close friends. As such, the practitioner should consider the support and treatment needs of those close to
the person with PTSD, as well as the person’s own needs. In involving family members, the person’s
confidentiality must be respected and the family members’ clinical needs considered. In exceptional
circumstances, where there are issues of risk of harm to self or others, family involvement may need to
occur without the person’s consent.
Family members can be affected both directly and indirectly by the person’s PTSD symptoms.193 Research
has consistently shown that partners of people with PTSD experience significant psychological distress in
comparison to the general population.194 They may develop significant emotional difficulties of their own
as a result of their partner’s PTSD. Symptoms such as irritability and anger, withdrawal from family
involvement, emotional numbing, or substance abuse can have profound effects on close personal
relationships.195 Additional problems such as being unable to cope at work or impaired work performance
may emerge, leading to financial pressures for the family.193 Family members may adjust their own lives in
an attempt to support the family member with PTSD or to conceal difficulties from those outside the
family.
In some cases, family members may develop problems that mirror those of the person with PTSD, for
example, adopting similar views of the world as a dangerous place, and resultant fear and avoidant
behaviours. In other cases, emotional problems of family members may be in response to living with the
person with PTSD, for example, developing feelings of helplessness and hopelessness if the person with
PTSD’s condition remains untreated and unchanged over time, or turning to alcohol to avoid having to
face the problems at home.
Although empirical evidence is lacking, good clinical practice would suggest that effective treatment of
PTSD should involve partners at some level, where appropriate (and with the person’s permission). Partners
have the potential to be a great ally if they understand the nature of PTSD and the likely course of
treatment. A lack of understanding is not uncommon,196 and can contribute to partners inadvertently
undermining treatment efforts. It is often useful to invite the partner to a session early in the treatment
process to discuss the rationale for subsequent interventions and to clarify the partner’s role – usually
simply one of support and gentle encouragement (but not one of co-therapist). The partner’s own need for
mental health care or support should be considered and, where appropriate, referral made to another
provider for assessment and possible treatment.
Considerations for Practitioners
• Wherever possible, family members should be included in education and treatment planning, and their
own needs for care considered alongside the needs of the person with PTSD.
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General professional issues
These Guidelines make recommendations about treatment for people with ASD and PTSD on the
assumption that treatment is being provided by appropriately qualified and professionally supported
practitioners. In effect, this means that individual practitioners should not deliver interventions that are
beyond their level of expertise.
It needs to be recognised that various practitioners will contribute to the care of the individual with PTSD in
different ways. In most cases, the specialist symptom-focussed interventions will be undertaken by
psychiatrists, psychologists, and other mental health practitioners specifically trained in recommended
treatments, while occupational therapists, rehabilitation counsellors, and social workers are more likely to
address family, social and occupational recovery, and rehabilitation issues. Ideally, the general practitioner
will have an existing relationship with the individual that allows provision of holistic care and support to the
person and family over time. In some settings, particularly in the military and following large-scale disasters
in the civilian community, chaplains and other pastoral care providers can play an important role. Where a
number of practitioners are involved in care, the general practitioner is well placed to assume overall
management of care, making appropriate referrals and coordinating the contribution of other practitioners.
The introduction of payment for case coordination would support this. The individual, their family and
carers also play a critical role in support and recovery. Effective collaboration between all relevant people is
important for optimal care of the person with PTSD.
Unfortunately, this ideal circumstance is not always possible, most notably in rural and remote parts of
Australia where a visiting nurse or general practitioner may be the sole health professional in the region. In
these circumstances, the responsibility for care of people with ASD and PTSD may largely rest with these
primary care practitioners. It needs to be recognised that these practitioners are unlikely to have the time
or training to undertake the full range of recommended psychological and psychosocial rehabilitation
interventions for ASD and PTSD. Their role is more likely to involve screening, assessment,
pharmacotherapy, and possibly general psychological interventions such as psychoeducation and simple
arousal management. Where the person with PTSD is using self-help materials (e.g., web-based treatment)
the primary care practitioner may also offer support and monitoring. Wherever possible the person should
be referred to an appropriately trained mental health practitioner who can provide time-limited specialist
psychological treatment and ongoing consultation to the primary care practitioner. In some cases, it may
be possible to achieve this through telehealth or even telephone consultations.197-199 Most mental health
professional associations provide specialty listings to aid primary care practitioners in the referral process.
To address psychosocial rehabilitation needs, the primary care practitioner should ideally consult with a
psychosocial rehabilitation specialist in planning interventions. In their care of people with ASD and PTSD,
primary care practitioners should be supported with provision of education and training materials that can
be accessed remotely, for example, via the internet. These Guidelines are one resource that may be helpful
in this regard.
Considerations for Practitioners
• Practitioners who provide mental health care to children, adolescents, or adults with ASD and PTSD,
regardless of professional background, must be appropriately trained to ensure adequate knowledge
and competencies to deliver recommended treatments. This requires specialist training, over and above
basic mental health or counselling qualifications.
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• Primary care practitioners, especially in rural and remote areas, who assume responsibility for the care
of people with ASD and PTSD in the absence of specialist providers, should be supported with
accessible education and training, as well as access to specialist advice and supervision where possible.

Self-care
All practitioners in the field of posttraumatic mental health need to be aware of the potential adverse
impacts of the work on themselves. Repeated exposure to the traumatic experiences of others, combined
with the high levels of distress often seen when people recount their experiences, can take a toll on the
practitioner. Often referred to as ‘compassion fatigue’, health professionals can be at risk of general stress
or adverse psychological reactions such as depression, substance abuse and professional burnout. In
circumstances where the practitioner lives in a community affected by widespread trauma or natural
disaster, there is particular risk involved in supporting large numbers of trauma-affected individuals while
still being part of the affected community themselves.
Compassion fatigue can negatively impact upon the practitioner’s clinical skills and consequently on
patient care.200 These adverse impacts may be particularly apparent if the practitioner does not place
appropriate limits on the nature and size of their caseload, and if he or she does not receive sufficient
training and support.
Responsibility for self-care should be shared between the individual practitioner and, where appropriate,
their employer organisation and professional body.201 With evidence that isolation is a risk factor for
developing stress-related problems, the needs of practitioners working in isolated rural and remote
communities warrant special consideration. For these practitioners, routine training and support may need
to be addressed remotely (e.g., via the internet and teleconferencing). For general practitioners who are
geographically isolated, Balint groups offering peer support operate in some areas of Australia.202
Considerations for Practitioners
• In their self-care, practitioners should pay particular attention to skill and competency development and
maintenance including regular supervision, establishing and maintaining appropriate emotional
boundaries with people with PTSD, and effective self-care. This includes maintaining a balanced and
healthy lifestyle and responding early to signs of stress.
• For those practitioners who work in an organisational context, broader policies and practices should
support individual practitioners in these self-care measures.
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