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Welcome to PTSD 101. These PTSD 101 podcasts were extracted from online multimedia courses 
and may refer to tables, charts, or videos. To view the complete courses, which include all these 
elements, and to find out about earning free continuing education credits, please go to 

. ptsd.va.gov
 

Hi. My name is Jessica Hamblen. I’m the Deputy Director for Education at the National Center for PTSD. 
Today, I’m going to provide an overview of PTSD, or Posttraumatic Stress Disorder. 
 
I really have three main objectives that I want to accomplish in this talk. First, I want to describe the 
diagnostic criteria for PTSD and a little bit about how they have changed over time. Second, I want to 
describe the prevalence, consequences, and longitudinal course of PTSD. And then I want to provide you 
with information on risk factors for PTSD. 
 
I want to take just a minute to tell you why PTSD is important to me. To me, what makes PTSD really 
interesting is that it has a known etiology – a traumatic event – like being in a war, being sexually 
assaulted, childhood physical abuse – and this event turns someone’s life upside down and it’s 
completely outside of their control. 
 
Knowing that PTSD is caused by a traumatic event really creates a unique situation for clinicians in the 
VA. We know that we’re sending our troops into situations where there’s combat and where they’re going 
to experience traumatic events. And so another thing that’s important to me is that we take some 
responsibility for our veterans and that we help provide them with good treatments when they come home 
to help them cope with what they’ve experienced in the war zone. 
 
I think it’s important to point out that it’s adaptive for people to have strong reactions to traumatic events. 
It’s protective, right? It helps us prepare to respond under threat. So, long ago if you were chased by a 
saber-tooth tiger and you barely escaped with your life, the next time you think you see or hear a saber-
tooth tiger you want your body to respond by helping you run away or defend yourself. But, what we want 
to see is that these reactions decrease over time when the threat is no longer present. Unfortunately, 
people with PTSD continue to experience these really extreme reactions, even when there’s no threat 
present. And so the development of PTSD can also be seen as a failure to adapt. 
 
Although PTSD is a relatively new psychiatric disorder, first occurring in 1980 in the DSM-III, the 
construct of PTSD has really been around for a very long time, but around by other names. Instead of 
being described by the psychiatric diagnosis, it was described by the event that caused it.  
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So we had disorders called shell shock or railway spine or war neurosis, concentration-camp syndrome 
and rape trauma syndrome, and all of these experiences resulted in symptoms that are very similar to the 
symptoms of PTSD that we have today. 
 
The original definition of PTSD in 1980 reflected the belief that traumatic events were rare. 
 
Criterion A, the stressor criterion, was defined as “the existence of a recognizable stressor that would 
evoke distress in nearly anyone.” And then you had to have symptoms from three clusters, 
reexperiencing, numbing, and then a third cluster that was sort of a catchall that included symptoms of 
arousal, avoidance, and numbing symptoms. 
 
In DSM-III-R, the criterion A was re-defined as an event that was “outside the range of usual human 
experience” and that would be “markedly distressing to almost anyone.”  
 
And the DSM added a list of qualifying examples to help clinicians know which events should be 
included. And these examples included things such as serious threat to life or physical integrity; serious 
threat or harm to one’s children, spouse, or other close relatives or friends; sudden destruction of home 
or property; seeing another person who has recently been, or is being, seriously injured or killed as a 
result of an accident or physical violence. 
  
Now the accompanying text in the DSM talked about two other important changes in the stressor 
criterion. The first, that the stressor is “usually experienced with intense fear, terror, and helplessness” 
and you’ll see that this becomes important in the DSM-IV version. And second that indirect exposure, that 
is learning about a serious threat, or harm to a close friend, could now qualify as a traumatic event. And 
so by adding this indirect exposure, the stressor criterion was really significantly broadened and included 
events that wouldn’t have been included in the DSM-III.  
 
A third change were changes to the symptoms. The core feature of the diagnosis, reexperiencing, was 
retained. But they added avoidance symptoms into that numbing cluster, and the third cluster, arousal 
symptoms, developed, and that symptom is now what we see today. 
  
Fourth, and lastly, duration criteria were added. You couldn’t be diagnosed with PTSD until a month after 
the event. And I think this is really important because it separates what might be a normal reaction, most 
people have symptoms after a traumatic event, from a reaction that becomes more severe and more 
persistent. So you had to wait a month until you said that someone’s response to an event really qualified 
as a psychiatric diagnosis. 
 
Now I want to spend a few minutes reviewing the actual symptoms themselves because to me, when you 
really look at the symptoms, it helps give you a flavor for what PTSD really will look like in a person with 
PTSD. 
 
To be diagnosed with PTSD you have to have at least one reexperiencing symptom. Intrusive thoughts of 
the trauma are one type of reexperiencing symptom. As an example, a sexual assault survivor might be 
driving to work, doing the dishes, or just talking with a friend then she’ll suddenly start remembering the 
sexual assault. These thoughts typically feel like they are out of the blue, and they get in the way of what 
the person is doing, and they are upsetting to the person. You can also reexperience the trauma through 
nightmares or distressing dreams. Flashbacks are a third way to reexperience the symptom. In a 
flashback you act or feel as if the trauma is happening again. The last two reexperiencing symptoms are 
emotional and physical upset when you are reminded of the event. So as an example, an Iraqi vet may 
notice that their heart is racing (which would be physiological reactivity) or that they feel fearful (which 
would be emotional reactivity) when they hear a story on the news about the war. 
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To be diagnosed with PTSD you have to have at least 3 avoidance and numbing symptoms. I’ll talk about 
avoidance first. Because the reexperiencing symptoms are so distressing, trauma survivors often work 
hard to avoid thinking about what happened to them. They will try to avoid thoughts, feelings, or 
conversations about the event. People with PTSD may turn on the radio, watch television, or just try to 
keep themselves so busy that they don’t have to think about these things. The problem is that studies 
show the harder you try not to think about something, the more you actually do think about that thing. In 
the classic study, Wegner has people try not to think about white bears. Try it. What happens? The more 
you try not to think about a white bear the more thoughts you have about white bears.  
 
Another way people avoid is by staying away from activities, places, and people that remind them of the 
event. A person who has been in a car accident may avoid the site of the accident or might avoid driving 
on highways if the accident occurred on the highway. A combat veteran may avoid crowds because in 
combat situations crowded places are unsafe. So, they may choose not to go to restaurants or movies 
where there are a lot of people and where it may be difficult to escape. A woman who is raped may avoid 
going to places where there are lots of men such as a bars or clubs, or even grocery stores.  
 
The last symptoms are numbing symptoms. They were put with the avoidance symptoms because they 
serve a similar purpose, right? That is, they prevent the person with PTSD from having intrusive thoughts 
about what they experienced. But they’re really more psychological strategies to avoid thinking about 
what happened to them than the behavioral ones we talked about with avoidance symptoms. 
 
Inability to recall part of the trauma refers to a kind of a psychogenic amnesia. This symptom is really 
somewhat rare and we don’t see it very often for people. It’s not due to a head injury, for example, a car 
accident victim who hit their head on the steering wheel and can’t remember, if they’re saying they can’t 
remember what happened that wouldn’t count as psychogenic amnesia. What we’re really talking about 
here are people who, for some reason have blocked out an important part of what happened to them 
when they were traumatized. We’re not really sure where this symptom is going to end up in the DSM-V, 
so right now it’s with avoidance and numbing symptoms and is somewhat thought of as a numbing 
symptom but the factor analyses that I talked to you about earlier show that this symptom doesn’t really 
load very strongly on any of the factors. So let’s move on and talk about some of the other symptoms.  
 
People with PTSD find that they also have reduced interest in activities that they used to enjoy. Someone 
who used to exercise a lot may find they’re just not interested in going to the gym anymore; someone 
who used to have a beautiful garden might feel like they have no interest in going out and tending to their 
garden or to their yard. This is not about lack of opportunity – it’s really about a lack of interest, they just 
don’t feel like it anymore. 
 
Other symptoms include feeling detached from other people and experiencing a restricted range of affect. 
People with PTSD often feel like they are not emotionally close to anybody or attached to people, they 
say that people can’t understand them and they feel emotionally numb. So in order to block out this fear 
response people turn off their emotions. And I sometimes think about it as a dial; and in order to turn 
down the fear or the guilt or whatever is going on that makes people feel uncomfortable, they turn down 
the dial and unfortunately they numb out all of their responses. Not just the negative ones but also the 
positive ones.  
 
And so that’s why we see that relationship problems are often associated with PTSD, because the person 
has turned down their loving feelings and their happy feelings as well.  

The final symptom is a sense of a foreshortened future; and like psychogenic amnesia, we’re not really sure 
where this symptom is going to go either. Again, it doesn’t contribute as strongly to the avoidance and 
numbing as the other symptoms. But sense of a foreshortened future is really just a belief that people aren’t 
going have a normal life span, and that their days are numbered. And they may not how that’s going to 
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happen but they’re just convinced that their life is going to be shorter than the life of somebody who doesn’t 
have PTSD. 

To be diagnosed with PTSD you have to have at least two arousal symptoms.  
 
Some of these symptoms are similar to what we see in other anxiety disorders such as difficulty sleeping 
or irritability or trouble concentrating. I tend to explain this to my PTSD patients as a natural consequence 
to trying to manage their reexperiencing symptoms. Right? It’s hard to sleep, stay calm, and keep your 
focus when you are constantly being bombarded with intrusive thoughts that are kind of getting in the 
way of what you want to do. Anybody would be kind of cranky and upset when they’re dealing with 
something like that.  
 
The other symptoms are hypervigilance and exaggerated startle response. People with PTSD tend to be 
hypervigilant, right? They are preoccupied with concerns about their own personal safety or even the 
safety of loved ones and are constantly scanning their environment for cues that might signal that danger 
is around or that they’re in a threatening situation. And if you ask someone with PTSD about their safety 
cues or their safety routines, rather, they’ll often say that they are not excessive. They’ll say that they 
should be doing these things. But they really go well beyond what most of us do to keep safe. So it goes 
beyond just sort of locking your door at night; but they’ll have a whole routine for checking and making 
sure that the house is secure. Unfortunately, hypervigilance does not really result in keeping people any 
safer. It doesn’t even result in people being more aware of danger cues. What we see instead is that 
people with PTSD tend to overreact to safe cues as if they are cues that are signaling danger. So they’re 
worried about situations being threatening where really there is no threat present.  
 
And then the last symptom, as I said, is exaggerated startle response. And you will find that people with 
PTSD tend to be jumpy and startle easily, which makes sense since they are constantly believing that 
they are in a threatening situation. 
 
OK, so now that I’ve talked about the diagnostic criteria for PTSD, I want to sort of change course and 
talk about the prevalence of the disorder. 
 
The best information we have on prevalence of trauma and PTSD comes from a study called the National 
Comorbidity Survey, that was conducted in 1995. And it was a large representative sample of over 5,000 
U.S. adults. It really remains the benchmark for prevalence for all mental health disorders that we see in 
the DSM. So when you see the rates for depression or the rates for anxiety or the rates for PTSD they 
really all come back to this one, big survey.  
 
Over 60% of men and 50% of women reported experiencing at least one DSM-III-R traumatic event in 
their lifetime. And over 25% have experienced more than one traumatic event. So experiencing a trauma 
is something that happens to most of us, or at least half of us. The most prevalent events for men were 
witnessing someone being injured or killed (36%), being involved in a life-threatening accident (25%), 
and being threatened with a weapon (19%). The most prevalent events for women were actually a little 
bit different. They were being in a fire or natural disaster (15%), witnessing someone being injured or 
killed (14%), being in an accident (14%) and being molested (12%). 
 
While more than half of US adults experience a trauma, only about 7% develop PTSD at some point in 
their lives. About twice as many women develop PTSD as compared to men. This is similar to gender 
differences for depression and other anxiety disorders.  
 
When you look at current prevalence rates they are of course lower. Right, it makes sense that fewer 
people have PTSD at any one time than when you look at all the people who have ever had PTSD. And 
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here we see that about 3.6% of people currently have PTSD with higher rates again seen in women as 
compared to men. 
 
Often when people ask about the likelihood of developing PTSD they don’t really mean in the absence of 
a traumatic event. Right, they mean how likely is it that I’m going to get PTSD if something bad happens 
to me. Conditional risk is really that probability of having PTSD given exposure to a qualifying event. So, 
instead of looking at prevalence in the population at large, now we are looking at prevalence in people 
who have experienced certain kinds of traumatic events. So what is the likelihood of developing PTSD if 
you have been serving in a war zone, or if you were raped, or if you survived hurricane Katrina. 
 
There are a couple of really interesting findings here; at least I think they’re interesting. First, men 
experience more potentially traumatic events than women do. But women are more likely to get PTSD 
than men. About 20% of women and 8% of men develop PTSD after they have been exposed to a 
traumatic event.  
 
Second, the type of trauma seems to play a crucial role, so some events are more likely to cause PTSD 
than others. You can see that being raped is more likely to cause PTSD in men than any other event. 
And for women, both rape and childhood physical abuse have the highest probability of causing PTSD. 
 
One question you may be asking yourself is if PTSD rates are higher in women, is it because they are 
more likely to experience those types of events that are most likely to cause PTSD? And the answer 
really appears to be no. In a 2006 meta-analysis by Tolin and Foa, they found that gender differences 
were not explained either the likelihood of exposure or type of exposure. Other factors therefore must 
account for those differences and we don’t really know what those factors might be. But it might be how 
the woman appraises the situation, that is how much threat she believes she’s under, or other 
psychological or biological responses that she may be having, or other exposure characteristics such as 
severity of exposure. So it might be that those events, even though they have the same name are really 
different kinds of events if a woman is sexually assaulted, let’s say, versus a male or if a woman 
experiences combat versus a male. 
 
Now I want to turn my attention to talking about the particular trauma of combat exposure, which of 
course is a major concern for practitioners that work at the VA and DOD. But really it should also be a 
concern to practitioners outside of VA and DoD since the vast majority of veterans and military retirees 
actually seek their treatment outside of the VA system. 
 
If we go back to the National Comorbidity Survey, which again was a sample of all Americans, one finds 
that the lifetime prevalence of PTSD among male combat veterans is very high. It was about 39%, which 
is significantly higher than the 3.6% lifetime prevalence for PTSD in the general population for men. By 
the way, I should say that I am talking about men only because in this sample there were not enough 
female combat veterans from which to generalize back to the larger population of female veterans. 
 
So sticking with men for a minute, when we look at men who selected combat as their worst trauma to 
men in the National Comorbidity Survey who selected another event as their worst trauma, we see 
combat-related PTSD has a higher lifetime prevalence, greater likelihood of a delayed onset, and a 
greater likelihood of not being amenable to treatment. So combat PTSD seems to be a particularly toxic 
type of trauma. 
 
The National Vietnam Veterans’ Readjustment Study focuses specifically on Vietnam veterans; so I want 
to look at prevalence in this particular sample now. Conducted in the mid 1980s, the study involved a 
nationally representative sample of over 3,000 veterans including combat veterans, non-combat era 
veterans, and civilians.  
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In this study, men and women were equally likely to develop PTSD. 31% of men and 26% of women 
developed PTSD in their lifetime. But, interestingly, when they were assessed 20 years later, it was the 
men who were more likely to have current PTSD than the women. So 15% of men had current PTSD as 
compared to only 8% of the women. And we don’t really know why this is the case but the example helps 
to illustrate an important principle which is, that whether you get PTSD or not really depends on a host of 
other factors. For example, the type of exposure, your age, your level of education, could all potentially 
explain the finding. We will talk more about this a little bit more when we talk about risk factors later on. 
 
This slide is about PTSD from other conflicts. As you can see from the Gulf War, the prevalence is only 
about 10% of PTSD, in comparison to the rate of about 30% that we saw in Vietnam.  
 
We also have some data on the wars in Afghanistan and Iraq, but really, this is a work in progress. First, 
the wars are on-going and so not all points in time have equivalent levels of war zone exposures so a 
service member who served in the early part of Iraq or Afghanistan might experience something really 
different from somebody who served in later periods of the war. And right now we don’t really even know 
what that is. I’m just saying that when you look at one snapshot in time, as opposed to when the whole 
conflict is over, you’re really only seeing that one snapshot in time. Second, many service members for 
Iraq and Afghanistan have been on multiple deployments and we’re not sure how that’s going to affect 
the prevalence of PTSD from these conflicts. So that’s different from some of the longer, extended 
conflict time, the longer periods of time that people may have served in Vietnam but only one tour of duty 
versus these multiple tours of duty.  
 
Nevertheless, I think it’s important to talk about what we do know about the prevalence rate. In 2003, we 
have some data from four different US combat infantry units (three Army units and one Marine unit) that 
was collected 3-4 months after their return from Iraq and Afghanistan. And what we see here was that the 
prevalence rates ranged from 6-12% in Afghanistan to about 12-20% in Iraq. And again there were really 
too few women in the study to look at how the rates of PTSD prevalence might differ between men and 
women.  
 
Again, we really don’t know how this is going to look when the wars are over. And I just want to caution 
you that I don’t think it makes sense to compare what we know about Vietnam and the Gulf War to what 
we know, or what we’re seeing at the moment in Iraq and Afghanistan. 
 
If you have PTSD there’s also a good chance you’ve got some other problems going on as well. You 
have an increased risk of having a lot of other psychiatric disorders such as depression, other anxiety 
disorders, or substance abuse disorders. You are more likely to have greater functional impairment and a 
reduced quality of life, and poorer physical health. And I’m going to spend some time giving you 
examples of each of these next. 
 
Again, I want to look at data from the National Comorbidity Survey. This data looks at the odds of having 
a comorbid psychiatric disorder in men and women, in people who have lifetime history of PTSD and 
people who don’t have a lifetime history. 
 
And the first thing you can see is that if you have PTSD you’re basically at elevated odds for having all 
kinds of additional psychiatric disorders. In fact, 88% of men and 79% of women with PTSD had at least 
one other psychiatric disorder.  
 
In every single case—for mood disorders, anxiety disorders, and substance abuse disorders, if you have 
PTSD you’re at a greater likelihood of having a comorbid disorder than if you don’t have PTSD. For 
example, you can see that men are six times more likely to have depression and women are four times 
more likely to have depression if they have PTSD than if they don’t. 
 

VA National Center for PTSD March 2013 Page 6 of 11 



Podcast Transcript – PTSD 101 Course: What is PTSD? 
 

Next we’ll look at impairment in functioning and quality of life. 
 
You can see that people with PTSD have a lot more problems than people without PTSD. And these 
problems are really significant. Look at these numbers: People with PTSD are 40 times more likely to 
have academic failure, 30 times more likely to be a teenage parent, 60 times more likely to experience 
marital problems, and 150 times more likely to be currently unemployed. 
 
The last slide was basically about PTSD in general; and now I want to talk more specifically about 
veterans. We have data from two different sources: the National Comorbidity Survey on the left and the 
National Vietnam Veterans’ Readjustment Study on the right. And what you can see is that the findings 
are pretty consistent across the two studies. 
 
Veterans with PTSD have greater problems holding a job, in terms of both unemployment and in terms of 
being fired; they have greater problems in terms of marriage, both divorce and separation or spousal 
abuse; they have poorer health; and increased limitations to physical functioning; and they’re more likely 
to perpetrate violence. 
 
Finally, people with PTSD have poorer physical health outcomes as well. So here’s a study of women 
receiving Medicaid and the odds of having a physician-diagnosed health problem. What you can see is 
that people with PTSD or depression have significantly higher odds of having infectious diseases, 
cancers, endocrine problems like diabetes, circulatory problems, and respiratory problems as compared 
to women with no psychiatric diagnoses. 
 
Now let’s look at the course and onset of PTSD, and of course it’s variable. PTSD usually occurs within 
the first few months after a trauma and the vast majority occur within the first two years. There is also 
some evidence that a higher percentage of people with combat trauma have delayed onset than is the 
case with other types of traumas. Thus there appears to be something that’s unique, again, about combat 
trauma. 
  
In the National Comorbidity Survey, an episode of PTSD was likely to be three years for people who got 
treatment and five years for people who didn’t get treatment. But remember, that’s just a single episode, 
and one of the things that we see with people with PTSD is that course is quite variable and persistent 
and relapse is common. So, you have to think about multiple episodes together or multiple three and five-
year episodes together, you’ll have a sequence of them.  
 
Symptom exacerbation is very common in chronic PTSD. New traumas or life events can reactivate these 
symptoms. One thing that I think is interesting is that people are starting to look at Vietnam veterans who 
are coming to the age of retirement. And what we’re seeing is that Vietnam vets who retire are now 
having exacerbation of their symptoms. And there is some reason to think that while they were working 
they were kind of able to control those symptoms but without work and without something to kind of fill 
their time, that these symptoms are worsening. And their physical health is getting worse at the same 
time they are aging so that combination of retirement and poor physical health may be one of the things, 
one of the reasons we are seeing either new onset PTSD or an exacerbation of PTSD in some of our 
older veterans. So people with PTSD are at greater risk for having a long duration of illness with a series 
of relapses and remissions. 
 
Here are the data I was just talking about. What you see here is a survival curve analysis for people who 
sought treatment and those who did not. The top, dotted line, shows the people who did not seek 
treatment. The bottom straighter line shows the people who did seek treatment. 
 
And I think there are a couple of interesting things to see here. First, in both samples, the curves 
decrease the most in the first 12 months after onset of the disorder. So, if you’re going to get better, 
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you’re likely going to get the most better in those first twelve months. But, there is some continued 
improvement over the next six years even though it’s not a lot; people do continue to improve. But after 
that, we really don’t see any change at all. So at that point their symptoms seem to stay the same. The 
other thing that you can see here is that it’s about a third of people who really fail to recover from PTSD. 
So, again, PTSD is a chronic condition. 
 
You can also see the point I was making earlier. The graph shows that about 50% of people who 
received treatment improved by about three years while it took about five years for that same 50% of the 
people to improve if they did not receive treatment. 
 
I wanted to show this slide because I wanted to go back to the issue that we seem to see a greater 
amount for delayed onset for combat related PTSD than for other kinds of PTSD that are caused from 
other events. And I think it’s reasonable to wonder what might be going on here. And there are some 
people who wonder if in fact it has to do with compensation and that the VA provides compensation for 
people who have combat-related PTSD and that there’s something about that compensation that makes 
people come forward later on in life.  
 
This study by Zehava Solomon suggests that there might be other reasons why people are having PTSD 
later on or at least that people would have PTSD later on, regardless of whether or not they’re being 
compensated. So she followed a group of Israeli veterans from the 1982 war in Lebanon for a 20-year 
period. And she measured their PTSD at one, two, three, and 20 years post war. And so the first thing 
you can see is that there are just high rates of PTSD, 25-45% of people who served in that war had 
PTSD. But to me what’s really important about this study is that some of the best evidence that PTSD 
can have a delayed onset when triggered by combat or when caused by combat. So what she found was 
that among people who did not have PTSD at 1, 2, or 3, years, 8.6% had PTSD at 20 years. So we don’t 
know when that PTSD first started, whether it was at year four or at twenty but there are certainly cases 
of new onset combat-related PTSD that have a delayed onset. 
 
Now I want to turn to the question of risk factors. 
 
A risk factor is a characteristic that has been statistically demonstrated to be associated with (although 
not necessarily the direct cause of) a particular outcome, in this case PTSD. 
 
And risk factors for PTSD are often examined at three different time points relative to the trauma: There 
are pretraumatic risk factors, typically things about the person that makes somebody more vulnerable to 
developing PTSD; peritraumatic factors, things that occur at the time of the event and then posttraumatic 
risk factors, which are things that occur after the event to increase risk.  
 
It is important to understand that factors associated with the development of PTSD are not the same as 
those associated with the maintenance of PTSD. And there’s some very interesting research in this area 
but we won’t be able to go into that now but at this point I just want to make the point that these things 
are often overlooked and they can make a significant difference. 
 
So turning first to pretraumatic risk factors, there are several variables that are consistently found to be 
related to PTSD including: female gender, some genetic factors, adverse childhood experiences, 
previous psychiatric problems, lower levels of education, lower socioeconomic status, and minority race. 
 
There are a lot of studies that have looked at risk factors. I’m going to focus on Brewin et al’s 2000 meta-
analysis as just one example of what I have just been talking about. So let me take a minute and just talk 
a little bit about how one conducts a meta analysis on risk factors. What you do is you calculate an effect 
using standard deviations, odds ratios, or correlations and then test to see if that effect differs from 0. So 
you can see on this slide that Brewin used correlations. Then the next thing you have to do is you have to 
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look to see if the effects are heterogeneous. If you have significant heterogeneity then it means you have 
a range of effects and so your job is now to explain what might be causing the variability.  
 
So, for example, Brewin found small effects for female gender, younger age, low SES (socioeconomic 
status), low education, and minority race; basically all the variables that we thought would be predictors. 
But, he also found them to have significant heterogeneity. So he stratified the sample (that is he broke 
the sample up) into a military group and a civilian group and he found that female gender was only a 
significant risk factor in the civilian samples while younger age, lower education and minority race were 
risk factors for only the military sample. 
 
Here are a few more pretrauma risk factors. When looking at prior history, as opposed to the 
demographic variables we were looking at before, or the socio-demographic variables I should say, we 
see that psychiatric history, adverse childhood experiences, family psychiatric history, and childhood 
abuse were all significant risk factors. Again, these effects were fairly small. 
 
Peritraumatic risk factors show a larger contribution to the development of PTSD. One of the most 
consistent findings is that the greater the severity of exposure, the greater the likelihood you’re going to 
develop PTSD. So magnitude of the stressor itself is a major predictor. In Brewin’s meta-analysis you can 
see that trauma severity was a larger predictor than the pretraumatic risk factors which ranged from .10-
.19 
  
Although Brewin did not look at these other peritraumatic factors: greater perceived life threat, feelings of 
helplessness, and unpredictability or uncontrollability of the trauma are also significant peritraumatic risk 
factors. 
 
But the final risk factors—the posttraumatic set of risk factors—are the ones that are the most interesting 
and important. Among those is social support following the event and subsequent life stress. To me these 
factors are really the most interesting because they are really the only ones we can do something about. 
Right? We can’t change someone’s age, race, gender, or prior psychiatric history, but we might in fact be 
able to change what kind of community they come back into and what happens to people when they 
come back—in this case I guess I’m talking about coming back from war, but even the community 
response to other kinds of events that people experience. 
  
And as you can imagine, think about the Vietnam veteran, right, where there was no social support, 
people came back from Vietnam and they were stigmatized—even picketed against, railed against. You 
really couldn’t have created a worse situation for the development of PTSD. In contrast, it’s very different 
from the current situation that we have in Iraq and Afghanistan wars where it seems like regardless of 
what people’s political opinions are about the war, everybody at least seems to be in support of the 
veterans who served in the war. This is a good thing. In fact, there are studies showing that social 
support can in fact offset even genetic vulnerabilities. So social support might be able to help some of the 
things that I just said you couldn’t change, you know, about a person before they go into war. 
 
Another factor that’s proving really important is subsequent life stress. Basically the more life stress, the 
more likely someone is to develop PTSD. So, if service members come home and they can’t find work, 
that financial hardship or that stress can cause or can contribute to PTSD. If hurricane survivors can’t get 
insurance to rebuild their home, that can contribute to PTSD. The more we can all do to increase social 
support and decrease subsequent life stress the better off trauma survivors will be. 
 
I want to take just a minute more to talk about resilience. Because for years the focus had been on PTSD 
and who gets PTSD. But over the past decade there has been a new emphasis on who does not develop 
PTSD and why that might be. In simple terms, you could just flip the risk factors and call them protective 
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factors. So, if female gender is a risk factor then male gender is a protective factor. Or if younger age is a 
risk factor, middle age could be a protective factor.  
 
But, resilience is really more than just an absence of risk. Fran Norris, at the Center, and some others are 
beginning to think about resilience as just a possible trajectory ending in wellness. 
 
Let’s look at some of those trajectories following exposure to trauma or severe stress. Norris proposes 
that there is a set of trajectories following a trauma. 
 
In this model, resilience is really thought of as a “bouncing back” from harm as compared to early 
conceptualizations in which resilient individuals showed no signs of or symptoms of stress at all. Being 
immune is a really a separate trajectory that she now calls resistance. So we have resilience where you 
bounce back and resistance where you show no signs of stress at all. Recovery is a third process that 
shows a period of dysfunction lasting several months or more, and then a more gradual return to 
wellness. So as compared to resilience where you just have this sort of rebound and then you go back to 
normal, recovery is a period of time where you are really struggling with what’s going on before you come 
back to baseline. Then there are trajectories that don’t end in wellness. There is a relapsing/remitting 
trajectory, in which symptoms display a cyclical or up and down course; or you could have a delayed 
dysfunction trajectory, in which PTSD or some other trauma-related disorder emerges after considerable 
time has passed; and a chronic dysfunction trajectory, where there is an initial stress reaction and that 
reaction persists. 
 
I want to show you some data Norris et al reports on because I think it helps summarize many of the 
points I have been talking about in this lecture. These are longitudinal data collected after 9/11 and we 
can see the variety of trajectories I just talked about. 
  
Each of the lines represents a unique trajectory. I have highlighted the resilience trajectory because we 
were just talking about resilience, but you can see that there are many other paths. This is why it is 
difficult to say exactly what the course of PTSD is. It is quite variable depending on the individual. And, 
you can also see that while some people have no symptoms 3 years later, others have significant 
symptoms.  
  
What you can’t really see is the variability that I suspect is occurring within some of these different time 
points or within these trajectories. You would need to measure people more often over time than this 
study did to show the ups and downs that a lot of people may experience even if they are going on a 
steady course down or a steady course up. That path isn’t going to be consistent, everybody’s going to 
experience ups and downs. 
 
Finally, I want to tell you that there are effective treatments for PTSD. We have excellent psychosocial 
treatments, and we have pharmacological treatments as well. All of the practice guidelines support the 
use of cognitive behavioral therapies such as prolonged exposure and cognitive processing therapy. 
EMDR, eye movement desensitization and reprocessing, has also been shown to be an effective 
treatment in some of these guidelines, although my own opinion is the data are not as strong as for 
EMDR as for CBT. 
 
Pharmacological treatments have been shown to be effective, but frankly not as effective as psychosocial 
treatments. The gold standards right now are the SSRIs, selective serotonin reuptake inhibitors, but there 
is increasing evidence that other antidepressants and even some anticonvulsants for some people, may 
be effective as well. 
 
If you are interested in learning more about either CBT or pharmacological treatments please view our 
other PTSD 101 courses on these topics. 
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I’ve really enjoyed giving this presentation on this important topic. There are two main points I hope you 
take away.  
 
First, that trauma and PTSD are highly prevalent. So, clinicians and physicians should take the time ask 
people about whether or not they’ve experienced a trauma and if so, if they are having symptoms as a 
result. It’s important because we know the consequences of PTSD are considerable, in terms of their 
comorbidity, in terms of problems in functioning, quality of life, and also physical health. 
 
A second take away message is that while the course of PTSD is often chronic and persistent, we now 
have better treatments for PTSD today than we ever did in the past. If we can intervene early in peoples’ 
lives, we might be able to prevent the chronicity from setting in. 

VA National Center for PTSD March 2013 Page 11 of 11 


	PTSD 101 Course
	Transcript for: What is PTSD?



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages false
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages false
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


