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anxiety- definition

[0 A condition with physical, cognitive and emotional
manifestations that cause them to experience an
unpleasant feeling of fear and threat.

Physical:Excessive sweating, palpitations, suffocation,
dizziness, blurring, increased exits, increased urinal
administration

Psychic: appearance of negatively colored emotion, cranky
dyspuri; Discomfort, with elements of despondence.
Cognitive: concern about a negative result



OnpeneneHuve
noHATUA TpeBora

« 370 AylweBHOE COCTOAHNE , XapaKTepun3yrLlleecsd
NCUNXOJTOTM4ECKUMN, CbVI3VIOJ'IOFVI‘-IeCKVIMM 7
KOrHATUBHbIMU N3SMEHEHUAMMU, Bbl3blBatlOLLNE Yy
TOlro, KTO 3TO COCTOAHMNE NepexmnBaceT, ollyLleHne
Yrpo3bl.

o OU3NONOrMYeCcKUm KOMMNOHEHT — NanbnmMTaunm, nor,
yayLbe, rofoBOKPYXXeHWe, pacnsibiB4aToe 3peHune,
y4YallleHHble MoYeuncnyckaHue n gedekaums,

* [lcuxonornyecknim KOMMOHEHT — HEMNPUATHOE
4YyBCTBO AMcdopuu, owyuieHne auckomgopTa,
CHWXKEHHOE HacTpoeHne

* KorHmums — mbICrniv o TOM, YTO OOSTKHO CIy4YnNTbCA
YTO-TO HENPUATbHOE, CTpaLlHOEe




He Bcsikaa TpeBora natonornyHa

CyLecTByeT 1 npu « EcTb cTpeccop
OTCYTCTBMUM
cTpeccopa

BbIpaeHHOCTb peakumm * Bbl PaXeHHOCTb peakuna COOTBETCTBYET
HE COOTBETCTBYET Tp M rre py

Tpurrepy

Mpogormkaetca n nocne

SRR T * [MpoxoauT Npu OTCYTCTBUN TpUrrepa

Hapywaetca

e L NG S * HeT HapyLweHna yHKLNOHUPOBAHUA
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Y10 XOopouwero B TpeBore?

* [OTOBHOCTb — Mbl JIEFKO pearnpyem Ha yrposbl, 3HakoMble HaM B MPoLieCCe TbICAYESIETHEN
aBonouUumn (KpoBb, 3mMed, Oypsi, HABOAHEHNE, 3EMNATPECEHHKE. . .)

 Het TPEBOIN Ha UBETDbI, JINCTbA, JTYXKY..

« HeT nepBunYHOM TPEBOMN Ha COBPEMEHHbIE YrpO3bl — PYXKbe, MaLUNHA, KUPMWM. ..






I Benefits of anxiety

3akoH [1aBuacoHa:

e OyHKUMOHUPOBaHUE
yry4liaeTcsi C yCUNeHnem
TpeBoru oo
onpeneneHHOro ypoBHS,
nocrie KoToOporo Ha4MHaeTt
CHMXaTbCA

good

performance

poor

lowy

anxiety

high




General considerations for
anxiety disorders

« Often have an early onset- teens or early twenties
« Show 2:1 female predominance
« Have a waxing and waning course over lifetime

« Similar to major depression and chronic diseases such as diabetes in functional
impairment and decreased quality of life



« YacTo nmeloT paHHee Havaro - B NOAPOCTKOBOM
06'.”,“9 BO3pacTe UNn B Ha4ane AsaguaTbiX rogos

* [IpeobrnagaHmne y XeHLwuH 2: 1
cBedeHUNA O

* iImeeT nepunoabl 06ocTpeHnsa n ocnabneHus
I Tpe BOXHbIX CUMMTOMATUKN B TEYEHNE BCEN KU3HU
paCCTpQﬁCTB  [TogoBHO DonbLLUON AENPECCUN N XPOHNYECKUM
3aboneBaHUAM, TakKUM Kak AnadeT, Bbi3biBaeT
dX dyHKUMOHaNbHbIE HAPYLLEHUSX N CHUXKAET

Ka4yeCTBO KU3HU



Primary versus Secondary Anxiety

Anxiety may be due to one of the primary anxiety

disorders OR secondary to substance abuse
(Substance-Induced Anxiety Disorder), a medical condition
(Anxiety Disorder Due to a General Medical Condition),
another psychiatric condition, or psychosocial stressors

(Adjustment Disorder with Anxiety)

The differential diagnosis of anxiety. Psychiatric and Medical disorders. Psychiatr Clin North Am 1985 Mar;8(1):3-23



« TpeBora MOXeT 6bITb BbI3BAHO OAHUM U3
OCHOBHbIX TPEBOXHbIX paccTtpoucts UJI
BTOPMYHbLIM, B CBA3U C ynoTpebrieHnem

Primary

versus I'ICVI).(OaKTI{IBH bIX BewecTB (Substance-Induced
Anxiety Disorder), MmeguuuHckum 3abonieBaHneM
Secondary (Anxiety Disorder Due to a General Medical
= Condition), apyrmum ncuxmyecknm 3aborneBaHUeEM
Anxiety ) APy

NN NCUXoCcoLNanbHLIMU CTpeccopamm
(Adjustment Disorder with Anxiety)



Comorbid diagnoses

+» Once an anxiety disorder is diagnoses it is critical to screen
for other psychiatric diagnoses since it is very common for
other diagnoses to be present and this can impact both

treatment and prognosis.

What characteristics of primary anxiety disorders predict subsequent major depressive disorder. J Clin
Psychiatry 2004 May;65(5):618-25



Comorbid
diagnhoses

[Nocne NocTaHOBKM AnarHo3a TPEBOXXHOIro PpaccTPOnCTBa
KPUTUYECKN BaXXHO NMPOBECTU CKPUHUHI Ha Hanu4dmne Opyrnx
NncUXnaTpuUYeckux AnarHo3oB, TakK Kak TpeBora 4yacTo
BCTpeYaeTcs Npu APYrmx paccTpomcTeax, 1 9TO MOXET
MOBNUATL KakK Ha NnevYeHune, Tak U Ha NPOorHoa.




Anxiety disorders

» Specific phobia

 Social anxiety disorder (SAD)
 Panic disorder (PD)

« Agoraphobia

» Generalized anxiety disorder (GAD)

Anxiety Disorder due to a
General Medical Condition

Substance-Induced
Anxiety Disorder

Anxiety Disorder NOS
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Buonornyeckasa oasa
TpeBoru

'l 3ameluaHHble

CTPYKTYpbI:
[l JloBbHble gonu

] Jlnmbwnyeckas
cucrtema
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Adrenal Axis
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sea slug APLYSIA
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YTOo npoucxoau npu
peakuum cuMmnaTtuyeckon
CUCTEeMbI?

* [lponcxoguTt ¢ NOMOLLBIO
agpeHanuHa u HopagpeHanuHa

* Ycunusaet 4acToTy u cuny
cepaeyYHbIX COKpaLLeHNK

* YckopsieTcsa YyacTtoTa AblXaHus
* YcunmnaeTtcst NoTooTaeneHne
* YcunuaeTtcsa yTunmsauus rmoko3bl

* [lepepacnpenerneHne KpoBu K
MblLLLIAM

* YBenunyeHue HanpshkeHus B
MblLILL@X

* YnyduleHne CBEPTLIBAEMOCTU
KpOBWU
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Pierre Janet
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Sigmund Freud
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Superego anxiety

Castration anxiety

Fear of loss of love

Developmental Separation anxiety (fear of the loss of the
Hierarc hy of object—Kleinian depressive anxiety)

Persecutory anxiety (Klein)

Anxiety

Disintegration anxiety (Kohut)









.




*To Be or NOT to Be
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A. bapak:

"B ocHOBe no60M NaTosiorMun NeXXUT YpeamMmepHoe
N HeobocHOBaHHOe 000o0OLWeHne»

» CHMXeHOe HacTpoeHne ——  [lenpeccus

* PagocTb —_— MaHwuga, andopud

 [logo3peHne ‘ [TapaHomns

» TpeBora ‘ [laHuKa



Pathological Anxiety
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Maale Carmel Mental Health Center, Bruce Rappaport Medical Faculty, Technion, Haifa



Kak yacTb naTtonormyeckoun
afJanTUBHOWN peaKkuun

Pathological Ratalls s
. naTonorMyeckoro
AnXIth paccTponcTsa
[NepBUYHasn

naTonornyeckasl peakuus



| Primary Anxiety Disorders

Hedobuyeckne TpeBOXKHbIE peaKkLun: « obnyeckne TpeBOXKHbIE
01 GENERAILIZED ANXIETY peakyuu:
DISORDER o SIMPLE PHOBIA

n SOCIAL PHOBIA
1 PANIC DISORDER
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annaemMmonorums

* B OOMbLUNMHCTBE CBOEM YKEHLUMHbI CTPAJaoT Yalle My>X4MH, B OCHOBHOM B BO3pacTe
16-40 net

« Coumodhobusa B 2 pasa valle Yy XeHLMH, HO MY>XYUHbI ULLYT MOMOLLb Yalle



Genetlc » CyllecTByeT 3Ha4nTENbHAsA CeEMeNHas
- - HacneacseHHocTb PD, GAD, OCD and phobias.
Epidemiology : P

. * ViccnegoBaHus bnn3HeLoB nokasanu, 4to
of Anxiety

HacnegyemocCcTb NaHN4YecKoro paCCTpOVICTBa

DiSOrders coctaBnset 0,43, a ana GAD - 0,32..



Prevalence of Anxiety Disorders

(life time prevalence %)

Any Anxiety  Social Anxiety PTISD Generalized Panic Disorder

43



Aropadgobus,
Cneuunduyeckas
dobuna un
CounanbHoe
TpeBoXHOE
PaccTponcTBo

J

Anxiety Disorders

N3meHeHus
B
KPUTEPUSX:

J

MayueHTbl cTapwe 18
neT HeT
HEeEobXo0OMMOCTU, YTO
JOIMKHbl 0OCO3HaBaTh,
YTO NX 6EeCnoKONCTBO
Ype3mMepHO UNu
HEOOOCHOBAHHO.

J

[MpooosmKUTENbHOCT
b 6 MecsiLeB U
bonee TpebyeTcs
OJ151 BCEX BO3PacTOB.




Anxiety Disorders

Panic Attacks and Agoraphobia are “unlinked” in DSM- 5

DSM- |V terminology describing different types of
Panic Attacks replaced in DSM-5 with the terms

“‘expected” or “unexpected” panic attack

Social Anxiety Disorder :
“Generalized” specifier in DSM-IV has been deleted

Replaced with “performance only” specifier



Specific Phobia




SPECIFIC

0 Natural Environment Type (e.g., heights,

P H O B IA storms, water)

0 Blood-Injection-Injury Type
0 Situational Type (e.g., airplanes, elevators,
enclosed places)

0 Other Type



Specific Phobia

* Bblpa)XeHHbIN UK NOCTOSHHbLIW
cTpax (> 6 mecsaues),
Ype3MepPHbIN UNn
HeobOCHOBAaHHbIW, BbI3BaHHbIV
NPUCYTCTBMEM UITN OXNOAHNEM
onpeneneHHoro oobekTa unm
cuTyaumm

» BbecnokoncTeo OOMKHO ObITb
Hecopa3MepHO pearnbHOM
OMacHOCTU U cnTyauumn.

+ OTO 3Ha4YNTENbHO HapyLlaeT
PYTUHBIN pacnopanoK OHA Unu
dyHKUMKN YenoBeka.




I Specific Phobia

» Marked or persistent fear (>6
months) that is excessive or
unreasonable cued by the
presence or anticipation of a
specific object or situation

Anxiety must be out of
proportion to the actual
danger or situation

It interferes significantly
with the persons routine or
function




* BHe cuTyaunm HopmarnbHoe PyHKLUNOHUPOBAHME

 3beraHne obecnevynBaeT HopmMmanbHOE
doyHKLMOHUpPOBaHME

Bbicokasa yactoTa pacctponcrtea — o 20% B

S PEC I FIC HaceneHuu
I PH OB IA B OCHOBHOM He 0bpalLalTcs 3a neyeHnem

B OCHOBHOM HET OCITOXXHEeHUn

OueHb adpdekTnBHO neyeHune KT (KorHUTUBHO-
nosegeH4yeckas Tepanus)



SPECIFIC PHOBIA

0 The rest of the time normal functioning
Avoidance allows for a normal life
High incidence —-up to 20% of the population
You don't usually seek treatment.
Usually without complications

Treatment with CBT is very effective and do not need
medications.

51



I SOCIAL PHOBIA

 [logo6Ho npocton dobumn, HO
30ecb 6eCCMbICNIEHHbIN
cTpax couunarnbHOro
B3anMoOOencTBuUd, oTcroaa:

» bonee BbipaXeHHbIE
doyHKUMOHAasbHbIE
HapyLLueHns

» bonbLe npoBoUMpPYOLLNX
cuUTyaunu

» Ctpaterns U3beraHusa He
NO3BOSSIET BECTU
HOPMaSIbHYH0 XXN3Hb

» CopgepxaHue TpeBoOrm - cTpax
YHWXXEHUS, Npe3peHns,
Hevaaun n T 11



SOCIAL PHOBIA

0 Similar to simple phobia but here the senseless fear of

social Interaction, hence:
More functional Impairment
More exposure events

Avoidance does not allow for a normal life
The content of anxiety — the fear of humiliation,
contempt, failure, etc.

53



SAD
epidemiology

* 7% HaceneHusa B LENOM
Bo3pacT HacTynneHusa nogpoCcTKOBLIW;
yallle BCTPeYaeTCsl Y KEHLNH.

* Y nonoBuHbl NnaumeHToB SAD Ha4vano
cuntomoB B Bo3pacTe 13 net 1 90% B
BOo3pacTe 23 ner.

Bbi3biBaeT 3HAYNTENLHYIO
MHBANMNOHOCTb

YacTble genpeccrBHble paccTponcTBa



SAD epidemiology

0 7% of general population

0 Age of onset teens; more common in women. Stein found
half of SAD patients had onset of sx by age 13 and 90% by
age 23.

0 Causes significant disability

0 Increased depressive disorders



| SAD

A more problematic diagnosis (personality
disorder)

Two types:

LIMITED
- PERVASIVE



- » Study of 16 SAD patients and 16 matched
What is

controls undergoing fMRI scans while reading
Oi n O n i n stories that involved neutral social events ,
g g unintentional social transgressions (choking on

th e i r food then spitting it out in public) or intentional
social transgressions (disliking food and spitting

brains?? tout)

Blair K. Et al. Social Norm Processing in Adult Social Phobia: Atypical Increased Ventromedial Frontal cortex Responsiveness to
Unintentional (Embarassing) Transgressions. Am J Psychiatry 2010;167:1526-1532



* N3yyeHne 16 naymeHToB SAD 1 16 KOHTpONS, BO
Bpems fMRI npun yTeHnn TekcToB C

Wh at is goi ng HenTpanbHbIMU coLUuanbHbIMKU COObITUAMN |

nnbo c HenpeagHaMepeHHble counaribHble

I onin thel Y nencTena (nogaBuTCa NPOAYKTaMU NMUTaHUS, Y
BbINfieBbiBaHME UX B OOLWECTBEHHbBIX MECTax)

bral nS?? nin npegHamepeHHoe counalibHoO

HenpuemnemMmoe gencTene (HenpuUA3Hb NULWK K
BbINsfieBbIiBas €ro)



What is going on in their
brains??
Both groups 1 medial prefrontal cortex activity in response

to intentional relative to unintentional transgression.

01 SAD patients however showed a significant response to

the unintentional transgression.

0 SAD subjects also had significant increase activity in the

amygdala and insula bilaterally.

Blair K. Et al. Social Norm Processing in Adult Soical Phobia: Atypical Increased Ventromedial Frontal cortex Responsiveness to
Unintentional (Embarrasing) Trasgressions. Am J Psychiatry 2010;167:1526-1532

Maale Carmel Mental Health Center, Bruce Rappaport Medical Faculty, Technion, Haifa



* (OO0e rpymmnsl — oOHapyXeHa MeaualibHas 1
npedpoHTaIbHASI aKTUBHOCTBH KOPBI TOJIOBHOTO
MO3ra B OTBET Ha YMBIIIICHHOE 10 OTHOIIICHUIO K

Wh at is g O i n g HGHpCI[HaMepeHHOMy COLINAJIBHO HGHpI/ICMJ'IeMOMy
I on in their TOBCACHIIO.

b ra i nsS ? ? BBIPKECHHYIO PEAKIIMIO HA HEIIPEIHAMEPEHHOE
HEePUEMIIEMOE TIOBEJCHHE.

ITammmentsr SAD omHako, moka3zaiau 0oJice

[TarmmenTsl CAJl Tak)ke MMEIIM 3HAYUTEIbHBIA POCT
aktuBHOCTH B Amygdala and Insula bilaterally.



What is going on in their
brains??

0.15
M Intentional

0.10 : .
g M Unintentional
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E 0.05 No transgression
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Healthy Comparison Generalized Social
Group Phobia Group

Blair K. Et al. Social Norm Processing in Adult Soical Phobia: Atypical Increased Ventromedial Frontal cortex Responsiveness to
Unintentional (Embarrasing) Trasgressions. Am J Psychiatry 2010;167:1526-1532



« Several studies have found hyperactivity of the

Fu nCtlonaI amygdala even with a weak form of symptom
- - rovocation namely presentation of human
Imaging f Y

_ _ aces.
StUd €S INn « Successful treatment with either CBT or
S AD citalopram showed reduction in activation of

amygdala and hippocampus

Furmark T et al. Common changes in cerebral blood flow in patients with social phobia treated with citalpram or cognitive
behavior therapy. Arch Gen Psychiatry 2002; 59:425-433



« Heckonbko nccnenoBaHuin obHapy»xmnm

F un Ctl O nal rmnepaktuBHocTb Amygdala gaxke npu crnabown
imag i ng dopmMe NpoBokaLun (NpeacTaBneHue

g . 4YeroBeYvyecKkux nuy).
Stu d ies In YcnewHoe nedveHue CBT or Citalopram
SAD nokasano CHmxeHune aktmsauum B Amygdala u

Hippocampus



Social Anxiety Disorder
treatment

 Social skills training, behavior therapy,
cognitive therapy

» Medication — SSRIs, SNRIs, MAOlIs,
benzodiazepines, gabapentin

Complications:

Depression
Use of addictive substances



PANIC DISORDER

» Horror attack, extreme anxiety
Spontaneous appears (at least
at the beginning of the disease)
Including events
Anxiety from ANTICIPATION
ANXIETY -

The development of avoidance
— agoraphobia




I Panic Disorder

» Recurrent unexpected panic
attacks and for a one month
period or more of:

Persistent worry about
having additional attacks

Worry about the
implications of the attacks

Significant change in
behavior because of the
attacks




A Panic Attack is:

A discrete period of intense fear in which 4 of the following
Symptoms abruptly develop and peak within 10 minutes:

Palpitations or rapid heart rate
Sweating

Trembling or shaking
Shortness of breath

Feeling of choking

Chest pain or discomfort
Nausea

Chills or heat sensations

Paresthesias
Feeling dizzy or faint

Derealization or
depersonalization

Fear of losing control
or going crazy
Fear of dying



I Panic disorder epidemiology

« 2-3% of general population;
95-10% of primary care patients.

* Onset in teens or early 20’s

* Female: male- 2-3:1




Things to keep in
mind

* A panic attack # panic disorder

* Panic disorder often has a
waxing and waning course

¥ AOs

o

O 4deveobooe
]




Panic Attacks with
Agoraphobia

*Fear or avoidance of being in places or
situations where there is difficulty in
escaping or getting help.




Panic Attacks with Agoraphobia

Complications: Treatment:

Depression up to 50%

Dependence on addictive substances -
alcohol, sedatives

Severe functional impairment

It is important to find out:

Caffeine habits

Physical ailments — thyrotoxic,
pheochromocytoma, MVP

[0 Combination of CBT treatment and
medications:
1. Antidepressants
2. Anxiolytics for the first stage



Panic Disorder
Comorbidity

» 50-60% have lifetime Major
Depression

One third have Current
Depression

» 20-25% have history
Substance Dependence




Panic Disorder
Etiology

* Drug/Alcohol
* Genetics

» Social learning
» Cognitive theories
* Neurobiology/conditioned fear

* Psychosocial stressors

Prior separation anxiety



Treatment

 See 70% or better treatment
response

 Education, reassurance,
elimination of caffeine, alcohol,
drugs, OTC stimulants

« Cognitive-Behavioral Therapy

* Medications — SSRIs, SNRI,
Tricyclics, MAOls,
Benzodiazepines, Valproate,
Gabapentin




Agoraphobia

» Marked fear or anxiety for more
than 6 months about two or
more of the following 5
situations:

Using public transportation
Being in open spaces

Being in enclosed spaces
Standing in line or being in a
crowd

Being outside of the home
alone




I Agoraphobia

* The individual fears or avoids these situations
because escape might be difficult or help might
not be available

» The agoraphobic situations almost always
provoke anxiety

» Anxiety is out of proportion to the actual threat
posed by the situation

» The agoraphobic situations are avoided or
endured with intense anxiety

* The avoidance, fear or anxiety significantly
interferes with their routine or function



Prevalence

» 2% of the population
» Females to males - 2:1
* Mean onset is 17 years

* 30% of persons with
agoraphobia have panic
attacks or panic disorder

» Confers higher risk of other
anxiety disorders, depressive
and substance-use disorders




Generalized
Anxiety

Excessive fear or anxiety, without any grasp of reality,
is accompanied by expressions of motor tension,
more activity of an autonomous system, a state of
constant caution and alertness and anticipation that is
going to read what has been.

A more problematic diagnosis.
Less specific, chronic

Less defined complaints

High incidence (5-12%)

Long Duration




Generalized Anxiety
Disorder




&

Generalized Anxiety
Disorder

@




GAD Comorbidity

* 90% have at least one other lifetime Major
Psychiatric Disorder

* 66% have another current Major
Psychiatric Disorder

 Worse prognosis over 5 years than
panic disorder
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Long-Term Treatment Of GAD
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* Need to treat long-term

* Full relapse in approximately 25%
of patients 1 month after
stopping treatment

* 60%-80% relapse within 1st
year after stopping treatment



I Pharmacotherapy for Anxiety Disorders

Antidepressants

0 Serotonin Selective Reuptake
Inhibitors (SSRIs)

0 Serotonin-Norepinephrine
Reuptake Inhibitors (SNRIs)

0 Atypical Antidepressants
0 Tricyclic Antidepressants (TCAS)

0 Monoamine Oxidase Inhibitors
INAAN])

Benzodiazepines
Other Agents

Azaspirones
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Discontinuation of Treatment for Anxiety

Disorders
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Withdrawal/rebound more common
with Bzd than other anxiolytic
treatment

Relapse: a significant problem
across treatments. Many patients
require maintenance therapy

Bzd abuse is rare in
non-predisposed individuals

Clinical decision: balance
comfort/compliance/ comorbidity
during maintenance treatment with
discontinuation-associated
difficulties



» Slow taper
« Switch to longer-acting agent for taper

« Cognitive-Behavioral therapy

Strategies for
| Anxiolytic
Discontinuation

* Adjunctive
« Antidepressant
« Anticonvulsant

- clonidine, beta blockers, buspirone



Strategies for Refractory Anxiety Disorder

\[EVA4=s | Maximize dose
®6laglellalss - Combine antidepressant and benzodiazepine
Aelnalialsisle | Administer cognitive-behavioral therapy

Attend Attend to psychosocial issues




I Strategies for Refractory Anxiety Disorders

Augmentation Combined SSRI/TCA

0 Agticgnvulsant?» o Alternative antidepressant
abapentin

0 Valproate o Clomipramine
[0 Topiramate
g : MAOI

[l Beta blocker
[0 Buspirone Oth
0 er
[0 Clonidine/Guanfacine
0 Pindolol -nonselective beta blocker o Inositol
O ([?)%rﬁg(r)r;ilgg)rglc agonists for social phobia » Atypical neuroleptics

[0 Cyproheptadine



Screening questions

» How ever experienced a panic attack? (Panic)
* Do you consider yourself a worrier? (GAD)
« Have you ever had anything happen that still haunts you? (PTSD)

* Do you get thoughts stuck in your head that really bother you or need to do things over
and over like washing your hands, checking things or count? (OCD)

* When you are in a situation where people can observe you do you feel nervous and worry
that they will judge you? (SAD)



I Screening questions

» Kak 4acTto ucnitblBaeTe NPUCTYMNbI NaHUKN?

* OnuwuTe, Yto Bbl Ha3biBaeTe [NaHnKkoW
Cuntaete nu Bbl cebs TpeBOXHBIM?
Y Bac korga-Hnbyab Obi1s10 Kakoe-To NpoucLlecTBume.
nn BocnoMmuHaHma, KoTopoe npecriegyet Bac no cen
OeHb?
Korga Bbl HaxoguTtechb B cuTyauuu, Korga nogm moryT
HabntogaTe 3a Bamn- HepBHUYaeTe n 6ecrnokouTech nu
Bbl, 4TOo OHKM ByayT obcyxaaTtb unn ocyxgatb Bac?
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Trauma- and Stressor-Related
Disorders

*New chapter in DSM-5 brings together anxiety disorders that are preceded by a distressing or traumatic
event

. Reactive Attachment Disorder

. Disinhibited Social Engagement Disorder (new)

. PTSD (includes PTSD for children 6 years and younger)
. Acute Stress Disorder

. Adjustment Disorders



Trauma- and Stressor-Related
Disorders

*Hosaga rnasa B DSM-5 o06beanHSAET TPEBOXHbIE PACCTPOMNCTBA, KOTOPbIM MPEeALLIECTBYET TPEBOXHOE UMK
TpaBMaTn4eckoe cobbiTmne
Reactive Attachment Disorder

. Disinhibited Social Engagement Disorder (new)
. PTSD (includes PTSD for children 6 years and younger)
. Acute Stress Disorder

. Adjustment Disorders



Trauma- and
Stressor-Rela

ted Disorders

Acute Stress
Disorder

*A. PTSD A Criterion

*B. No mandatory (e.g., dissociative, etc.)
symptoms from any cluster

C. Nine (or more) of the following (with onset or
exacerbation after the traumatic event):

* [ntrusion

* Negative Mood
 Dissociative

» Avoidance

 Arousal



ACUTE
STRESS
DISORDER

*A. Exposure to actual or threatened death, serious injury, or sexual violation in
one (or more) of the following ways:

1. Directly experiencing the traumatic event(s).
2. Witnessing, in person, the event(s) as it occurred to others.

3. Learning that the event(s) occurred to a close family member or close friend.
Note: In cases of actual or threatened death of a family member or friend, the
event(s) must have been violent or accidental.

4. Experiencing repeated or extreme exposure to aversive details of the traumatic
event(s) (e.g., first responders collecting human remains, police officers repeatedly
exposed to details of child abuse).

*Note: This does not apply to exposure through electronic media, television,
movies, or pictures, unless this exposure is work related.



ACUTE
STRESS
DISORDER

*A. Bo3gencTteue haktnyeckon unm BeposaTHON CMEPTU, Cepbe3HbIX TPaBM Unn
ceKkcyarnbHbIX 4EACTBUN OgHUM (MnKn Bonee) U3 criegyroLmx cnocobos:
1. Directly experiencing the traumatic event(s).

2. CBngetenb (IMYHO) cOBLITUSA, KOTOPOE NPOU3OLLIIO C APYTUMMW.

3. Learning that the event(s) occurred to a close family member or close friend.
Note: In cases of actual or threatened death of a family member or friend, the
event(s) must have been violent or accidental.

*4. AcnbITbIBAlOT MOBTOPHOE UMK 3KCTPEMAlNbHOE BO3AENCTBUE HA TSXKerble
(ncuxonornyeckn) getanu TpaBMaTM4eckoro codbltus (e.g., cobuparowmx
yenoseveckne octaHku, police officers repeatedly exposed to details of child
abuse).

*Note: This does not apply to exposure through electronic media, television,
movies, or pictures, unless this exposure is work related.



ACUTE e g o e flewiog smptoms o
STRESS 1. intrusion,
DISORDER 2. negative mood,

3. dissociation,
4. avoidance,

5. arousal,

beginning or worsening after the traumatic event(s) occurred:



ACUTE STRESS
DISORDER

Intrusion symptoms:

1. Recurrent, involuntary, and intrusive
distressing memories of the traumatic event(s).
Note: In children, repetitive play may occur in
which themes or aspects of the traumatic
event(s) are expressed.

2. Recurrent distressing dreams in which the
content and/or affect of the dream are related to
the event(s). Note: In children, there may be
frightening dreams without recognizable
content.

3. Dissociative reactions (e.g., flashbacks) in
which the individual feels or acts as if the
traumatic event were recurring. (Such reactions
may occur on a continuum, with the most
extreme expression being a complete loss of
awareness of present surroundings). Note: In
children, trauma-specific reenactment may
occur in play.

4. Intense or prolonged psychological distress
or marked physiological reactions in response to
internal or external cues that symbolize or
resemble an aspect of the traumatic event(s).




ACUTE STRESS
DISORDER

Intrusion symptoms:

1. MNoBTOpPSAIOLLMECS, HEMPON3BOSbHbIE U
HaBA34YMBbIE TPEBOXHbIE BOCMOMUHAHNA O
TpaBMaTu4eckom cobbiTun (bl). MNMprmeyaHue:
Y peten MOryT BO3HMKaTb MOBTOPSOLLNECS
UrPbl, B KOTOPbIX BblpaXXeHbl TEMbI UIN
acnekTbl TpaBMaTU4eCKoro cobbITus.

2. [MoBTOpSAKOLLMECH TPEBOXHbIE CHbI, B
KOTOPbIX cogepxxaHue u/ unun BnusHue
BOCMOMWHaHUA CBA3aHbl C COObITMEM (bl).
MpumeyaHue: Y geten moryTt 6bIThb Nyratowime
CHbl 6e3 y3HaBaeMOoro cogepXxaHus.

3. dnccoumatmeHble peakuuun (Hanpumep,
BOCNOMWHAHUS), B KOTOPbIX YenoBekK
4YyBCTBYET UNN OENCTBYET TakK, kak OyaTo
TpaBMaTuyeckoe cobbiTve NOBTOPSIETCS.
(Takune peakumn MoryT NpoMCxXoanTb Ha
KOHTUHYYMe, NP1 3TOM CaMbliM KpanHUM
BblpaXXeHMeM SBNSeTcsa nosiHas noteps i
OCO3HaHUS OKpyXatoLemn ;
aencrteutenbHocTK). NpumeyaHue: y geten,
TpaBMa KOHKPETHbIX PEKOHCTPYKLNN MOXET
NPON3ONTUN B Urpe.

4. NTHTEHCUBHbIV UNW ONUTENbHbIN
NCUXONOrMYEeCKNn CTpPecc NN OTMeYeHHbIe
dom3monornyeckme peakuum B OTBET Ha
BHYTPEHHWE UIN BHELLHWE CUrHarbl, KOTopble
CUMBOSTU3NPYIOT UMW HANOMWHAKOT acnekT
TpaBMaTU4eCKOro cobbITUS (bl).




ACUTE
STRESS
DISORDER

*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 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 traumatic event(s)
(typically due to dissociative amnesia and not to other factors such
as head injury, alcohol, or drugs).



ACUTE
STRESS
DISORDER

Negative Mood

5. [NocTosAHHAA HECNOCODOHOCTb UCMbITbIBATb
NONIOXUTENbHbIE 3MOLUMKN (Harnpumep, HeECMOCODHOCTb
NCNbITbIBATb cYaCcTbe, YAOBNETBOPEHNE NN YYBCTBO
noosn).

Dissociative Symptoms

6. IameHeHHOe YyBCTBO pearibHOCTU CBOEro OKpY»XeHud
nnn cebst (Hanpumep, BUAETbL cebA CO CTOPOHHI,
HaxoOsCb B OLENEHEHNW, 3aMeaNsIeTCA BPEMS).

7. HecrnocobHOCTb 3aNOMHUTb BaXXHbIN aCrekT
TpaBMaTU4eCKOro cobbITusa (Kak npaBuno, us3-3a
auccounaTuBHOM aMHE3nn, a He apyrnx oakTopos,
TaKNX Kak TpaBMa rorioBbl, arikorofb UM HAPKOTUKN).



ACUTE STRESS
DISORDER

*Avoidance Symptoms

8. Efforts to avoid distressing memories,
thoughts, or feelings about or closely
associated with the traumatic event(s).

9. Efforts to avoid external reminders
(people, places, conversations, activities,
objects, situations) that arouse distressing
memories, thoughts, or feelings about or
closely associated with the traumatic
event(s).




ACUTE STRESS
DISORDER

Avoidance Symptoms

8. Yeunus, ytobbl nsbexaTtb
TPEBOXHbIX BOCMOMUHAHUNA,
MbICIEN UIIN YYBCTB TECHO
CBSI3aHHbIX C TPAaBMUPYHOLLNM
cobbiTem (bl).

9. Yeunus, 4tobbl nsbexaTtb
BHELLHWX HAaNoOMUHaHUKM (noau,
MecTa, pasroBopbl, MEPOMNPUATUS,
0ObEKTbI, CUTYaLnn), KOTopble
BbI3bIBAOT TPEBOXHbIE
BOCNOMWHAHUS, MbICIN U
YyBCTBa O WS TECHO CBA3aHbI C
TpaBMUPYHOLLUM CODbITUEM (bl).
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ACUTE
| STRESS
DISORDER

*Arousal Symptoms

*10. Sleep disturbance (e.g., difficulty falling or
staying asleep, restless sleep).

*11. Irritable behavior and angry outburst (with little
or no provocation), typically expressed as verbal or
physical aggression toward people or objects.

*12. Hypervigilance.
*13. Problems with concentration.

*14. Exaggerated startle response.



ACUTE
STRESS
DISORDER

C. Duration of the disturbance (symptoms in Criterion B) is 3
days to 1 month after trauma exposure.

*Note: Symptoms typically begin immediately after the trauma,
but persistence for at least 3 days and up to a month is
needed to meet disorder criteria.

D. The disturbance causes clinically significant distress or
impairment in social, occupational, or other important areas of
functioning.

E. The disturbance is not attributable to the physiological
effects of a substance (e.g., medication or alcohol) or another
medical condition (e.g., mild traumatic brain injury) and is not
better explained by brief psychotic disorder.



C. MNpogomKk1UTenbHOCTb HApPYyLEHNA (CUMOTOMbI KPUTEPUEB
B) coctaBnsieT ot 3 gHen o 1 mecsua nocne
TpaBMaTU4eCKOro coobITUS.

ACUTE Note: CumnTOoMbI O6BLIMHO HAYMHAKOTCS cpa3y Nocne TpaBMbl,
HO UX NOCTOAHCTBO, NO KpanHen Mepe, B TeyeHue 3 AHeu
STRESS W 00 MecsiLa HeoBXoaMMO ANS YAOBMNETBOPEHUS KpUTEPUEB

DISORDER paccTpoiicTea.

D. HapyLwleHue Bbi3biBaeT KITMHUYECKN 3HAYMUMbIE
pacCcTpouUCTBa UNM HapyLLeHUS B coUMnarnbHbIX,
npoeccnoHanbHbIX NN APYrMx BaXKHbIX 06nacTax
JOYHKUNOHMPOBaHUA.

E. HapyweHne He cBsa3aHO ¢ U3NOMOrM4eCcKnm
BO34ENCTBMEM BELLECTB (Hanpumep, nekapcraa unu
ankorosib) unu gpyroro 3abonesaHust (Hanpumep, nerkas
YyepernHo-Mo3roBasi TpaBma) 1 He nydlle obbscHAETCH
KpaTKUM NCUXOTUYECKUM PaCCTPOUCTBOM.



A. The development of emotional or behavioral symptoms in
response to an identifiable stressor(s)

(s).

B. These symptoms or behaviors are clinically significant, as
evidenced by one or both of the following:

ADJUSTMENT
D I SO RD E RS 1. Marked distress that is out of proportion to the severity or

intensity of the stressor,

2. Significant impairment in social, occupational, or other

important areas of functioning.




ADJUSTMENT DISORDERS

C. The stress-related disturbance does not meet the criteria for another mental disorder and
iIs not merely an exacerbation of a preexisiting mental disorder.

D. The symptoms do not represent Normal Bereavement.

E. Once the stressor or its consequences have terminated, the symptoms do not persist for
more than an additional 6 months.



ADJUSTMENT
DISORDERS

Specify whether:

With depressed mood: Low mood, tearfulness, or feeling of
hopelessness are predominant.

* With anxiety: Nervousness, worry, jitteriness, or separation anxiety

is predominant.

With mixed anxiety and depressed mood: A combination of
depression and anxiety is predominant.

With disturbance of conduct: Disturbance of conduct is
predominated.

With mixed disturbance of emotions and conduct: Both
emotional symptoms (e.g., depression, anxiety) and a disturbance of
conduct are predominant.

Unspecified: For maladaptive reactions that are nor classifiable as
one of the specific subtypes of adjustment disorder.



Chronic Adjustment Disorder

* Omitted by mistake from DSM-5
e Acute AD - less than 6 months

« Chronic AD —cannot persist more than 6 months after termination of stressor or its
consequences




Other Specified
Trauma/Stressor-Related Disorder

*AD with duration more than 6 months without prolonged duration of stressor
» Subthreshold PTSD
» Persistent Complex Bereavement Disorder

« Ataques Nervios and Other Cultural Symptoms



Reactive Attachment Disorder

Emotionally withdrawn Social/emotional
behavior disturbance

- reduced
responsiveness, limited
affect &/or irritability,
sadness or fearfulness

- social
neglect/deprivation,
repeated changes in
caregivers, rearing in

» Exposure to extremes of unusual settings

insufficient care




Persistent Complex Bereavement
Disorder

* Onset > 12 months after death of loved one
 Yearning/Sorrow/Pre-occupation with deceased
» Reactive distress to the death

» Social/ldentity disruption

« Significant distress or impairment

» Out of proportion to cultural norms

» Traumatic specifier



Persistent Complex

Bereavement Disorder
(PCBD)

*Diagnostic Criteria-ICD

The person experienced the death of a close relative
or friend at least 12 months ago. In the case of
children, the death may have occurred 6 months prior
to diagnosis.

Since the death, at least one of the following
symptoms is experienced on more days than not and
to a clinically significant degree:

Persistent yearning/longing for the deceased. In
young children, yearning may be expressed in play
and behavior, including separation-reunion behavior
with caregivers.

Intense sorrow and emotional pain because of the
death.

Preoccupation with the deceased person.



Persistent Complex
Bereavement Disorder (PCBD)

e[AAnarHocTn4yeckue kputepnn-MKb

UenoBek nepexun cmepTb BrnM3koro poacTBeHHUKa
nnun gpyra no KpanmHen mepe 12 mecsues Hasag. B
crnyyae geten cMepTb Morna 6bITb 3a 6 MecAaueB a0
NOCTaHOBKW AnarHosa.

[locne cmepTn, No KpanHen mepe oauH 13
cregyroLwmx cMMnToMoB Habnogaetcs Ha bonee
AOHEN, YeM HET, N B KIMTMHNYECKU 3HAYUMOW CTENEHMN:
CTOMKas Tocka/TocKa rno ymepwemy. ¥ MarneHbKux
aeTen, Tocka MOXET ObITb BblpaXKeHa B Urpe u
noBeaeHnn, B TOM YUCIe pasgeneHmne
BOCCOEMHEHNS MNOBEeLEHME C BOCNUTATENSMM.
NHTeHCcMBHas ckopOb 1 amounoHarnbHas 6onb 13-3a
CMepTH.

3aboTta 06 ymepLuem 4erioBeke.



Persistent Complex
Bereavement Disorder
(PCBD)

* Preoccupation with the circumstances of
the death. In children, this preoccupation
with the deceased may be expressed
through the themes of play and behavior
and may extend to preoccupation with
possible death of others close to them.

» Since the death, at least six of the
following symptoms (from either reactive
distress or social/identity disruption) are
experienced on more days than not and
to a clinically significant degree:




1 ¥ 4
' “l | Persistent Complex
-

Bereavement Disorder (PCBD)

» O3abo4yeHHOCTb 06CTOATENBCTBAMMU
cMepTun. Y geten ata 3abota o6
YMEPLUNX MOXET ObITb BblpaXkeHa
yepes3 TeMbl UrPbl U NOBEAEHUA U
MOXET pacnpoOCTPaHATLCS Ha
3a60Ty O BO3MOXHOWN CMEPTU
Opyrnx 6rnmsknx nm nogen.
[Tocrne cmepTn, NO KpanHen mepe
LLECTb U3 crneaywmx CMMMNTOMOB
(OT peakTMBHOro 6eacTeust Unu

| couunanbHon / NOEHTUYHOCTU
HapyLLUEeHWs) UCMbITbIBAOTCH
OonbLie AHEen, YeM HET, U B
KITMHUYECKN 3HAYMMOWN CTEMEHMU:




Reactive Distress to the Death

» Marked difficulty accepting the death. In children, this is dependent on the child’s capacity to comprehend the meaning and
permanence of death.

* Feeling shocked, stunned, or emotionally numb over the loss.

« Difficulty with positive reminiscing about the deceased.

* Bitterness or anger related to the loss.

« Maladaptive appraisals about oneself in relation to the deceased or the death (e.g., self-blame).

» Excessive avoidance of reminders of the loss (e.g., avoidance of people, places, or situations associated with the deceased;
in children, this may include avoidance of thoughts and feelings regarding the deceased).



Reactive Distress to the Death

* 3Ha4YNUTENbHbIEe TPYAHOCTU NPUHATUA (paKTa cMepTU. Y aeTten 3TO 3aBUCUT OT
CNOCOOHOCTN pebeHKa NOHATbL 3Ha4YeHUe U MNOCTOAHCTBO CMEpPTMU.
YyBCTBO LLUOKA, OLLEeNIOMIIeHUsA, UM AMOLMOHANbLHO OHEeMeHUue No nNoBoAy
norepu.
TpyAHOCTL C NONIOXNTENbHLIMU BOCMOMUHAHUAMU 00 ymepLuem.
opb UnNn rHeB, CBAA3aHHbIe C NOTEepPeun.
ManaganTuBHbIe OLEHKN Ce0S N0 OTHOLUEHUIO K YyMepLUeMy Unm cMepTu
(Hanpumep, camoobBUHEHME, Camobun4yeBaHue).
Upe3mepHoe nsberaHme HanoOMMHaHUMU O noTtepe (Hanpumep, n3dberaHue nraen,
MeCT UM CUTyaulunmn, CBA3aHHbIX C YMEPLUUM; Y AeTel 3TO MOXKET BKNOYaTb
n3beraHme MbICNen U YyBCTB B OTHOLLEHNUU YMepLLEro).



I Social/ldentity Disruption

« Adesire to die in order to be with the deceased.
+ Difficulty trusting other people since the death.
* Feeling alone or detached from other people since the death.

* Feeling that life is meaningless or empty without the deceased or the
belief that one cannot function without the deceased.

» Confusion about one’s role in life or a diminished sense of one’s identity
(e.g., feeling that a part of oneself died with the deceased).

+ Difficulty or reluctance to pursue interests since the loss or to plan for the
future (e.qg., friendships, activities).

» The disturbance causes clinically significant distress or impairment in
social, occupational, or other important areas of functioning.

* The bereavement reaction must be out of proportion or inconsistent with
cultural, religious, or age-appropriate norms.



I Social/ldentity Disruption

» CTpemneHne ymepeTb, YTOObI BbITb C MOKONHbIM.

TpyaHOCTb OOBEPATL APYrMM NOAAM nocre
CMepTH.

UyBCTBO OAMHOYECTBA UNU OTHYXXOEHUS OT OPYrux
nogen nocrie CMepTu.

OLyLieHne, 4YTo Xn3Hb 6eccMbICieHHa Unu nycTa
©e3 ymepLuero unun Bepbl B TO, YTO YENOBEK HE
MOXeET OYHKLUMOHMPOBaTL 6e3 ymMepLUEro.
[TyTaHuUa B OTHOLUEHNN CBOEW POSIN B XXU3HWU UIN
ocrnabneHHoe 4YyBCTBO CBOEW MOEHTUYHOCTM
(Hanpumep, oLwyLleHne, YTO YacTb cebs ymepna
BMECTe C yMepLUUM).

TpyaHOCTN UNKN HeXenaHue npecnegoBaTtb
MHTEpPECHI Nocsrie NoTepu Unn nnaHMpoBaTb Ha
oyaylwee (Hanpumep, opyxba, 0eaTenbHOCTb).
CocCTosiHME BbI3bIBAET KITMHUYECKN 3HAYNMbIE
pPacCcTpoOUCTBa UM HapyLWeHNa B colnarnbHbIX,
npodeccroHarnbHbIX N OPYrMx BaXKHbIX obnactax
dYHKLUNOHUPOBaHUS.

Peakumna ytpaTbl AomkHa 6bITb HECOPaA3MeEpPHOU
NN HECOBMECTUMOM C KYIbTYPHbIMN,
PEeNMrmo3HbIMM U Bo3pacTHbIMWU HOPMaMMW.



*Specify if:

« With Traumatic Bereavement:
Following a death that occurred under
traumatic circumstances (homicide,
suicide, disaster, or accident), there
are persistent, frequent distressing
thoughts, images, or feelings related
to traumatic features of the death (the
deceased’s degree of suffering,
gruesome injury, blame of self or
others for the death), including in
response to reminders of the loss.




Specify if:

C TpaBmaTnyeckon
yTPaToMu:

» [locne cmepTu, KoTOpas
npousoLusia npu
TpaBMaTU4YECKNX
obcTosaATenbLCcTBax
(ybuncteo, camoyObmnncTBo,
KaTtacTtpoda, unm
Hec4acCTHbIN criy4an), ecTb
CTOMKME, YacTble
TPEBOXHbIE MbICIH,
obpasbl, Unn YyBCTBAa,
CBsI3aHHbIE C
TpaBMaTU4YECKNMU
OCOBEHHOCTAMU CMEPTU
(CTeneHb cTpagaHus
yMEepLLEro, yXacHble
TpaBMbl, BUHa cebsa nnu
OpYyrnx 3a CMepTb), B TOM
yucrie B OTBET Ha
HanoOMWHaHMSA O NoTepe.




Take home points

« Anxiety, and Related, and Trauma and Stressor-related disorders are
common, common, common!

» There are significant comorbid psychiatric conditions associated with
anxiety disorders!

« Screening questions can help identify or rule out diagnoses

« There are many effective treatments including psychotherapy and
psychopharmacology

« There is a huge amount of suffering associated with these disorders!







—rauma- and
Stressor-Related
Disorders

Changes in PTSD Criteria

UeTkIpe knactepa CMMNTOMOB, a HE
Tpn

* Re-experiencing
« Avoidance

» Persistent negative alterations in
mood and cognition

* Arousal: describes behavioral
symptoms




Trauma- and
Stressor-Related Disorders

Changes in PTSD Criteria

DSM-5 more clearly defines what constitutes
a traumatic event

*Sexual assault is specifically included

*Recurring exposure, that could apply to

first responders




Trauma- and
Stressor-Related
Disorders

Changes in PTSD Criteria

DSM-5 bornee 4eTko onpenenseT, YTo
npegcTaBnseT cobon
TpaBmaTu4veckoe cobbiTne

BkniovyeHo cekcyanbHoe Hacunue
[ToBTOpAlOWasca Tpasma,




Trauma- and
Stressor-Related
“ Disorders

Changes in PTSD Criteria
Recognition of PTSD in Young children
Developmentally sensitive:

e Criteria have been modified for
children age 6 and younger

« Thresholds — number of symptoms in
each cluster - have been lowered




I DSM-5: PTSD Criterion A

m O S T A. The person was exposed to death, threatened death,
actual or threatened serious injury, or actual or

RAUMATIC threatened sexual violence, as follows:
T R E SS 1. Directly experiencing the traumatic event(s).
BiSORDER

2. CBupgerternb (NMMYHO) CODbITUSA, KOTOPOE MPOM3OLLSIO C
apyrnmn.




Criterion A (continued):

3. 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 (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.

BlOosT
B RAUMATIC

S BENESE
BliSORDER




Criterion A (continued):

3. KocBeHHO, y3HaTb, YTO 613K poacTBEHHUK Un GNnakum opyr E O S T

B RAUMATIC

TpaBMUpoBaHbl. Ecnun cobbITne cBA3aHO C hakTUYeCcKon unm
YyrpoXXaemom CMepTbto, OHO AOMKHO OblTb HACUITBbCTBEHHbBIM NN
CnyYanHbIM.

4. NoBTOPHOE UK KpanHee KOCBEHHOE BO3OENCTBME Ha

NCUXONOrMYecKkn TaXernble getanu cobbiTna (bl), Kak npasuo, B T R E SS
XoAe BbINOSTHEHUS NpodeccnoHanbHbIX 06s3aHHOCTEN (COop

yacTeun Tena; cneunannucTbl HEOQHOKPATHO NoaBepratoLmnecs
aeTtansam »XeCToKoro obpaweHmns ¢ 4eTbMu). TO He BKIKOYaeT B

ceba KocBeHHoe HenpodreccnoHanbHoe BO3AEeNCTBME Yepes

3MEeKTPOHHbLIe cpeAcTBa MaccoBOU MHdOpPMaLIUU,

TenesBuaeHue, gbvmbel nnu Qomrpa@uu.




CRITERION B - Intrusion (5 Sx —
Need 1)

1. Recurrent, involuntary and intrusive
recollections *

* children may express this symptom in
repetitive play

2.  Traumatic nightmares , | "
* children may have disturbing dreams without l S -
content related to trauma ‘,
. .

3. Dissociative reactions (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 after
exposure to traumatic reminders

5. Marked Ehxsiological reactivitx after

exposure to trauma-related stimuli




C. Persistent effortful avoidance of distressing
trauma-related stimuli after the event (1/2
symptoms needed):

1. Trauma-related
thoughts or feelings

2. Trauma-related external
reminders (people,
places, conversations,
activities, objects or
situations)




CRITERION D - negative alterations in
cognition & Mood (7 Sx — Need 2)

Inability to recall key features of the traumatic
event (usually dissociative amnesia; not due to
head injury, alcohol or drugs)

Persistent (& often distorted) negative beliefs and
expectations about oneself or the world ( “I am
bad,” “the world is completely dangerous”)

Persistent distorted blame of self or others for
causing the traumatic event or for resulting
consequences (new)

Persistent negative trauma-related emotions (fear,
horror, anger, guilt, or shame) (new)

Markedly diminished interest in (pre-traumatic)
significant activities

Feeling alienated from others (detachment or
estrangement)

Constricted affect: persistent inability to
experience positive emotions




CRITERION D - negative alterations in
cognition & Mood (7 Sx — Need 2)

HecnocobHOCTb BCMOMHUTL KIlOYEBbIE
XapaKTepPUCTUKN TpaBMaTN4eCKoro cobblTng
(0bbIYHO anccounaTUBHas aMHe3Ns; He 13-3a
TPaBMbl FOMOBbI, ankoronsa uiav HApKOTUKOB)
CTonKMe (4acTo NCKaXKEHHbIE) HEraTUBHbIE
ybexaeHna o cedbe nnu mupe ("A nnoxon", "Mup
COBEpPLUEHHO onaceH")

[MocTosiIHHOE MCKaxkeHHOe 0bBUHEHUE ceba nnu
APYrMX B NpUYMHEHNE TPaBMaTUYECKOro CoobITUS
UNu B pesynetate NocneacTsnin (HOBbIN)
[MOCTOSIHHbIE HEraTUBHbBIE 3MOLUK, CBSI3aHHbIE C
TpaBMoOW (CTpax, yXac, rHeB, YyBCTBO BUHbI U
cTbla) (HOBbIE)

3aMeTHO CHMXKEHME nHTepeca K
(NpeaTpaBmMaTUYECKOMY) TOMY, YTO BbI3bIBaro
UyBCTBO OTUYY>XAEHUA OT APYrux (OTPELLEHHOCTb
NN OTYYXOEeHMe)

CyXeHHOoe aMoLMi: NOCTOSAHHAs HECNOCOBHOCTb
NCNbITbIBATb NOSIOXKUTENBHbBIE AMOLUK




CRITERION E - Trauma-related alterations in arousal and reactivity that
began or worsened after the traumatic event (2/6 symptoms)

o ok w

Irritable or aggressive
behavior

Self-destructive or reckless
behavior (new)

Hypervigilance
Exaggerated startle response
Problems in concentration

Sleep disturbance



CRITERION E - Trauma-related alterations in arousal and reactivity that
began or worsened after the traumatic event (2/6 symptoms)

1. PasgpaxxeHHoe nnn
arpeccmBHoe noseaeHne
CamopaspywmTenbHoe nunm
bespaccygHoe nosegeHne

. 8
| - (HoBOE)
. b ) v CBepxbanTenbHOCTb
[MpeyBennYeHHbIN OTBET
L .

startle response
[Mpobnembl B KOHLEHTpaUun
HapylweHue cHa

-“

'\




PTSD Criteria for DSM-5

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

G. Significant symptom-related distress or
functional impairment

H. Not due to medication, substance or
illness



Preschool Subtype: 6 Years or Younger
Relative to broader diagnosis for adults
(or those over 6 years):

+Criterion B — no change (1 Sx needed)
*1 Sx from EITHER Criterion C or D
- C cluster — no change (2 Avoidance Sx)
- D cluster — 4/7 adult Sx
v Preschool does not include amnesia; foreshortened future;
persistent blame of self or others
Criterion E — 5/6 adult Sx (2 Sx needed)

v/ Preschool does not include reckless behavior



A. In children
(younger than 6
years), exposure

1. Direct exposure

2. Witnessing, in person, (especially as the event
occurred to primary caregivers) Note:

to actual or Witnessing does not include viewing events in
threatened death, electronic media, television, movies, or
serious injury, or pictures.
sexua| violence 3. Indirect exposure, learning that a parent or

J

caregiver was exposed

as follows:



DSM-5: Preschool PTSD
Criterion B

B. Presence of one or more intrusion symptoms associated with the traumatic event(s), beginning after the
traumatic event(s) occurred:

1. Recurrent, involuntary, and intrusive distressing recollections (which may be expressed as play)

2.  Traumatic nightmares in which the content or affect is related to the traumatic event(s). Note: It's not always
possible to determine that the frightening content is related to the traumatic event.

3.  3.Dissociative reactions (e.g., flashbacks); such trauma-specific re-enactment may occur in play
4.  4.Intense or prolonged distress after exposure to traumatic reminders

S. 5.Marked physiological reactions after exposure to trauma-related stimuli



Preschool PTSD Criterion C

One or more symptoms from either Criterion C or D below:

C. Persistent effortful avoidance of trauma-related stimuli:

1. Avoidance of activities, places, or physical reminders

2. Avoidance of people, conversations, or interpersonal situations

D. Persistent trauma-related negative alterations in cognitions and mood beginning or worsening after the traumatic event occurred, as evidenced by one or more of the following:

1. Negative emotional states (e.g., fear, guilt, sadness, shame, confusion)
2. Diminished interest in significant activities, including constriction of play
3. Socially withdrawn behavior

4, Reduced expression of positive emotions



Preschool
PTSD
Criterion E

E. Alterations in arousal and reactivity associated
with the traumatic event,, as evidenced by two or
more of the following:

1.

o A W N

Irritable behavior and angry outbursts
(including extreme temper tantrums)

Hypervigilance
Exaggerated startle response
Problems with concentration

Sleep disturbance



Preschool
PTSD for
DSM-5

F. Duration (of Criteria B, C, D and E) is more than
1 month

G. The symptoms causes clinically significant
distress or impairment in relationships

H. Symptoms are not attributable to a substance
(e.g., medication or alcohol) or medical condition



Summary: PTSD in DSM-5

Perhaps PTSD should be re-conceptualized as a spectrum disorder in which several
distinct pathological posttraumatic phenotypes are distinguished symptomatically &
psycho-biologically.

If so, optimal treatment for one phenotype might not necessarily be the best treatment for
another.



Summary: PTSD in DSM-5

BoamoxHo, NTCP crnenyet pe-KkoHUeNTyanu3npoBaThb KaKk PacCCTPOUCTBO CNEKTpa,
NPU KOTOPOM HECKOSbKO pasfnnyHbIX NaTtosiorM4yecknx NocTrpaBMaTnyecknx oeHoTnnoB
OTNINYaKTCS CUMMTOMATUYHO U NCMXOBMONOrNYECKH.

Ecnu aTo Tak, onTumanbHOE nevyeHne ans ogHoro geHoTmna He obsasaTenbHO MOXeT
ObITb Ny4YLWIMUM NIeYeHneM ans Apyroro.




Dissociative Subtype
of PTSD

New subtype for both age groupings of PTSD
diagnosis:

1.  Meets PTSD diagnostic criteria

2. Experiences additional high levels of
depersonalization or derealization

3. Dissociative symptoms are not related to
substance use or other medical condition



specifiers

Specify whether:

With dissociative symptoms: The individual’s symptoms
meet the criteria for PTSD, and in addition, in response to
the stressor, the individual experiences persistent or
recurring symptoms of either of the following:

* Depersonalization: Persistent or recurrent
experiences of feeling detached from , and as if one
was an outside observer of, one’s mental processes or
body (e.g., feeling as though one were in a dream,;
feeling sense of unreality of self or body or of time
moving slowly).

I

| .

* Derealization: Persistent or recurrent experiences of
unreality of surroundings (e.g., the world around the
individual is experienced as unreal, dreamlike, distant or
distorted).

Note: To use this subtype, the dissociate symptoms };
must not be attributable to the physiological effects of J

a substance (e.g., blackouts, behavior during i
intoxication) or other medical condition. =~

"WE;‘ A

=




specifiers

Ykaxxume, ecmb nu:

C duccoyuamusHbiMu cumnmomamu: CumMnmomsi
yerioeeka omee4varom Kpumepusim [NTCP, u, kpome moeo,
8 0MBem Ha CmMpeccop, YEI08eK Ucrbimbigaem cmoulKue
unu rnosmopsirouuecss cuMmrnmomsi 1106020 u3 credyrouwjux:
Henepcornanu3sayus: [1ocmosiHHbIU unu nepuoouyeckul
OrbIMm 4yyscmea omopeaHHOCMuU om , U KaK ecsiu 6b1 0OUH
6b1r1 BHeWHUM Habriro0ameriem, ceou ricuxudyeckue
rpoueccs! unu mesio (Haripumep, 4yecmeo, kak b6yomo
00UH bb1r1 80 CHe; Yyecmeo HepeasibHocmu cebsi unu
mersa unu epeMeHuU- 3amMeO0s1IeHHO).

Hepeanu3ayus: [locmosiHHbIE unu nosmopsrouuecst
rnepexusaHusi HepeasibHOCMU OKPY)XeHUS (Harpumep, Mup
80Kpy2 UHOUBUAYyMa UCIbIMbIBAEMCS Kak HepeasibHbIU,
CKa30YHbIU, OaneKul usu UCKaXXeHHbIU).

lMpumevarue: [ns ucrnonb308aHUs 3mo20o rnoomuria
ouccoyuamuBHble cCUMINMoOMbI He OOIMKHbI bBbimb c8s13aHbl
C husuornozauveckum sozdelicmeauem sewiecmea usnu
Opyaum 3aboriegaHuem.
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CAPS

Clinician Administered PTSD Scale

National Center for PTSD (www.ptsd.va.gov)
20 item structured clinical interview

Primarily for diagnosis

Good psychometrics and inter-rater relaibilty

“Gold Standard” for diagnosing PTSD (if diagnosis will be questioned or
challanged)

Clinician administered and clinician scored (not self-report)

Each symptom has a qualitative section used to derive quantitative
evaluation of symptom

Intensity x Frequency/2 = Severity
Severity score of > 2 = endorsement of that symptom



1. (B1) Recurrent, involuntary, and intrusive distressing memories of the
traumatic event(s). Note: In children older than 6 years, repetitive play may
occur in which themes or aspects of the traumatic event(s) are expressed.

In the past month, have you had any unwanted memories of (EVENT) while you
were awake, so not counting dreams? [Rate 0=Absent if only during dreams]

How does it happen that you start remembering (EVENT)?

[If not clear:] (Are these unwanted memories, or are you thinking about
[EVENT] on purpose?) [Rate 0=Absent unless perceived as involuntary and
intrusive]

How much do these memories bother you?

Are you able to put them out of your mind and think about something else?

Circle: Distress = Minimal Clearly Present Pronounced Extreme

How often have you had these memories in the past month? # of times

Key rating dimensions = frequency / intensity of distress

Moderate = at least 2 X month / distress clearly present, some difficulty
dismissing memories

Severe = at least 2 X week / pronounced distress, considerable difficulty
dismissing memories

0 — absent

1 — mild

2 — moderate

3 — severe

4 — extreme



PCL
Posttraumatic Check List

National Center for PTSD (www.ptsd.va.gov)

Simple, easy to administer

Self-report or clinician administered

20 item — all 20 symptoms

CRITERION B: Iltems 1-5

CRITERION C: Items 6-7

CRITERION D: Items 8 — 14

CRITERION E: Items 15 - 20

Score of > 2 = endorsement of that symptom

A AN N
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TRS
Trauma Recovery Scale

Gentry, 1996
Developed as an outcome instrument

Good psychometrics (Chronbach’s a = .86 & convergent validity with
IES =-.71)

Solution-focused

Mean score = % recovery from trauma

Scores > 75 = minimal impairment

Scores < 75 begin impairment spectrum and need stabilization
5a & 5b opportunity to discuss “am safe vs. feels safe”

Part | is trauma inventory and administered only at intake

Part Il is repeated measure for outcomes

Scores < 50 = treatment plan issue



Early Sessions

0 Graphic Time Line of life including ALL significant traumatic
experiences

[ Verbal Narrative using GTL as map
[0 Video-recording

[ Asking client to view video (if they can tolerate) with attitude
of ACCEPTANCE, COMPASSION & CURIOSITY



PTSD Epidemiology

» 7-9% of general population

* 60-80% of trauma victims

* 30% of combat veterans

* 50-80% of sexual assault victims

* Increased risk in women, younger people

» Risk increases with “dose” of trauma,
lack of social support, pre-existing
psychiatric disorder




PTSD Epidemiology

Among the few diagnoses in DSM that speaks of
etiology

It is a severe mental response caused in
response to a traumatic event, unusual in
intensity such as: combat, rape, robbery, serious
accident, attack, etc.

About 20% of those exposed to a traumatic event
will develop PTSD

Lifetime prevalence - women, 10% - men. 5% -
In 2005, nearly 8% of Americans had PTSD.

8% men and 20% of women will develop PTSD
after trauma and 30% of them will develop PTSD
CHRONIC




PTSD Epidemiology

Cpeaun HemHornx aunarHosos B DSM, raoe
N3BECTHA 3TNONOrnsi roBOpuUT 00
3TNONOrnMn

OTO TshKenas yMCTBEHHAsA peakums,
Bbl3BaHHasA B OTBET Ha TpaBMaTU4eCKOe
cobbITne, HeOObIYHOE MO MHTEHCUBHOCTM,
Takue Kak: bopbba, n3HacunosaHue,
orpabrneHune, cepbesHble HeCHACTHbIE Cry4yas,
HanageHnsa v T.4.

Okono 20% wn3 Tex, KTo noagBepraeTcs
TpaBMaTnyeckoro cobbitus byaet
passmBatbcs PTSD

[MoXXM3HEHHas pacrnpoCcTpPaHEHHOCTb -
XeHwmnHbl, 10% - My>X4nHbl. 5% -

B 2005 rogy noutn 8% amepukaHueB MMeENU
PTSD.

8% MyX4nH n 20% XeHwmH byayT
passuBatbcs [NTCP nocne tpaBmbl  30% u3
Hux 6yayT passmBatbcd PTSD CHRONIC




Comorbidities

Depression

Other anxiety disorders

Substance use disorders

Somatization

Dissociative disorders




*Types of PTSD

I  Acute PTSD - symptoms less than three months

m O ST « Chronic PTSD - symptoms more than three months

B RAUMATIC

 Although symptoms usually begin within 3 months of
T R E SS exposure, a delayed onset is possible months or

m 1ISORDER even years after the event has occurred.

«[Can J Psychiatry, Vol 51, Suppl 2, July 2006]



Age of Onset and Cultural
Features

« Can occur at any age, including childhood, and can
affect anyone.

* Individuals who have recently immigrated from
areas of considerable social unrest and civil
conflict may have elevated rates of PTSD.

* No clear evidence that members of different ethnic or
minority groups are more or less susceptible than
others.



Symptoms usually begin
within the first 3 months
after the trauma, although
there may be a delay of
months, or even years,
before symptoms appear.

Fewer associated
symptoms or complications

Associated symptoms and
conditions develop

Onset

Symptoms are resolved
within 6 months

Condition more likely to
become chronic

Better response to
treatment

Possible repressed
memories

Better prognosis (i.e., less
severe symptoms)

Characterized by an onset
of symptoms at least 6
months after the stressor

Worse prognosis




Natural Recovery:. One Year Data
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Course Continued

» The severity, duration, and proximity of an individual’s exposure to a traumatic event are the most
important factors affecting the likelihood of developing PTSD.

» Social supports, family history, childhood experiences, personality variables, and pre-existing
mental disorders may influence the development of PTSD.

 PTSD can also develop in individuals without any predisposing conditions, particularly if the stressor
is extreme.

» The disorder may be especially severe or long lasting when the stressor is of human design
(torture, rape).



TskecCTb, NPOAOIMKUTENBHOCTL U BNM30CTb
BO34eNCTBNA TpaBMaTUYECKOro cobbITUSA
ABMATCA Hanboree BaXKHbIMU bakTopamu,
BIUSIIOLLVMMW Ha BEPOATHOCTb Pa3sBUTUA
MTCP.

CoumnanbHas nogaepxka, cemenHas
NCTOPUS, OETCKUWN OMbIT, HE
cthopMUpOBaHHbIE JIMYHOCTU U yXKe
CyLLeCTBYyLLME NMCUXNYECKNe paccTponucTea
MOryT BNuATb Ha passutue MNTCP.

MTCP moxeT Takke pas3BmBaTbCs y NOOEN
0e3 kaknx-nnbo npeapacnonaratoLine
ycnosud, o0COBEHHO ecnu cTpeccop
ABIISIETCS IKCTPEMASIbHbIM.

PaccTponctBo MOXET BbITb 0CODEHHO
TSKENbIM U ONnTenbHbIM, KOrga CTpeccop
4YesioBeYeCcKoro gmsavHa (NbiTkuy,
N3HaACUNOBaHUSA).




Estimated Risk for Developing
PTSD Based on Event

m O S T * Rape (49%)
R A U M AT | C « Severe beating or physical assault (31.9%), Other sexual

assault (23.7%)

T R E SS » Serious accident or injury (car or train accident) (16.8%),
- Shooti tabbing (15.4%
EISORDER ooting or stabbing ( 0)

« Sudden, unexpected death of family member or friend
(14.3%)

« Child’s life-threatening illness (10.4%)

» Witness to killing of serious injury (7.3%)

» Natural Disaster (3.8%)



[0 Substance Abu



PTSD Compared to
Other Disorders

While the symptoms of

posttraumatic stress disorder
. (PTSD) may seem similar to those
l R A U M A of other disorders, there are
l ' differences.
I R E S S » Acute stress disorder
m » S : R D E R » Obsessive-compulsive disorder

* Adjustment disorder




0 In general, the symptoms of acute stress disorder must
occur within four weeks of a traumatic event and come to
an end within that four-week time period.

Differences 0 If symptoms last longer than one month and follow other

patterns common to PTSD, a person’s diagnosis may

I between Acute change from acute stress disorder to PTSD.
Stress Disorder



Differences between PTSD and
Obsessive-Compulsive Disorder

Both have recurrent, intrusive thoughts
as a symptom, but the types of thoughts
are one way to distinguish these disorders.
Thoughts present in obsessive-compulsive
disorder do not usually relate to a past
traumatic event. With PTSD, the thoughts
are invariably connected to a past
traumatic event.




Differences Between PTSD and
Adjustment Disorder

PTSD symptoms can also seem similar to
adjustment disorder because both are
linked with anxiety that develops after
exposure to a stressor. With PTSD, this
stressor is a traumatic event. With
adjustment disorder, the stressor does
not have to be severe or outside the
“normal” human experience.



BlOST
B RAUMATI(

B TRESS
Bl SORDER

Differences Between
PTSD and Depression

Depression after trauma and PTSD both
may present numbing and avoidance
features, but depression would not induce
hyperarousal or intrusive symptoms




E OS Who's more for it?
B RAUMATI(

» Stressor Volume
Sudden (Unexpected)
Inability to control what is happening
Sexual as opposed to nonsexual-

victimization

In their young man

Lack of support system
Bl SORDER




An adult's risk for psychological distress
will increase as the number of the
following factors increases:

0 Female gender
0 40 to 60 years old

0 Little previous experience or training
relevant to coping with disaster

0 Ethnic minority
[0 Low socioeconomic status

0 Children present in the home



An adult's risk for psychological distress will increase as
the number of the following factors increases:

[0 For women, the presence of a
spouse, especially if he is
significantly distressed

0 Psychiatric history

[0 Severe exposure to the disaster,
especially injury, life threat, and
extreme loss

0 Living in a highly disrupted or
traumatized community

[0 Secondary stress and resource
loss




Why PTSD Victims Might
Be Resistant to Getting
Help

Sometimes hard because people expect to be
able to handle a traumatic even on their own

People may blame themselves

Traumatic experience might be too painful to
discuss

Some people avoid the event all together

PTSD can make some people feel isolated
making it hard for them to get help

People don’t always make the connection
between the traumatic event and the symptoms;
anxiety, anger, and possible physical symptoms
often have more than one anxiety disorder or
may suffer from depression or substance abuse




Why PTSD Victims Might
Be Resistant to Getting
Help

0 TlloTomy 4TO NOAN OXMAAKT, YTO CMOTyT
cnpaBuTbCS camum no cebde
JTrogn mMoryT BUHUTL cebs
TpaBMaTUYECKUI ONbIT MOXET ObITb CNNLLKOM
BonesHeHHbIM Ans o6CcyXaeHus
HekoTopble ntogn nsberatot obcyxaaTb cCObbITUS
BCE BMecCTe
PTSD mMoxeT 3acTaBUTb HEKOTOPLIX NOAEN
4YyBCTBOBaTb Ce0s1 N30IMPOBAHHbBIMU, YTO
3aTpyaHsIeT Ans HUX NosflydeHne NoOMOLLN
JTrogn He Bcerga genaroT CBA3b Mexay
TpaBMUPYHOLLMM COObITUEM N CUMMTOMaMMU;
TpeBora, rHeB, N BO3MOXHble hnsnyeckume
CUMMNTOMbI YacTo MMetoT bonee ogHOro
TPEBOXXHOIO PacCTpPoOMCTBa UK MOTYT CTpaaaTb
OT genpeccun unm 3noynoTpebneHuns
NCUXOAKTUBHbIMM BeELLECTBAMM




* 0 Norepinephrine- Mobilizing fear, the flight response, sympathetic
Durlng a activation, consolidating memory
Traumatic
Event 0 Too much = hypervigalence, autonomic arousal, flashbacks, and

intrusive memories

[0 Serotonin- self- defense, rage and attenuation of fear

0 Too little = aggression, violence, impulsivity, depression, anxiety

0 PTSD victims — switch is stuck on



Treatment

0 Individual Therapy

0 Group Support (especially for
Chronic PTSD)

[0 Medication




I Treatment Continued 0 Acute PTSD - Stress debriefing
and psychotherapy

0 Severe Acute PTSD - Stress
debriefing, medication, group and
individual psychotherapy

0 Chronic PTSD - Stress debriefing,
medication, group and individual
psychotherapy

* For PTSD in children, adolescents, and geriatrics
the preferred treatment is psychotherapy



Treatment Continued

0 Exposure Therapy- Education about common reactions
to trauma, breathing retraining, and repeated exposure
to the past trauma in graduated doses. The goal is for
the traumatic event to be remembered without anxiety or
panic resulting.

0 Cognitive Therapy- Separating the intrusive thoughts
from the associated anxiety that they produce.

0 Stress inoculation training- variant of exposure
training teaches client to relax. Helps the client relax
when thinking about traumatic event exposure by
providing client a script.



Treatment Continued

0 Exposure Therapy- O6bsicHeHne 06 0bLmX
peakumax Ha TpaBMbl, 0By4YeHne OblXaHuto, U
HeoHOKpaTHble 06CY>KAEHUS MPOLLNbIX
TpaBM B rpaaynpoBaHHbIX ao3ax. Llenb
COCTOUT B TOM, YTOObI TpaBMaTU4eCcKoe
coObITUEe, BCNoMMHanocb 6e3 6becrnokoncTaa
NN NaHUKN.

0 Cognitive Therapy- OtaoeneHne HaBA34YMNBbIX
MbICITIEN OT CBSI3AaHHOIO C 3TUM DECNOKONCTBA,
KOTOpPOE OHU NPON3BOASAT.

0 Stress inoculation training- BapuaHT
0By4eHna IKCNo3nUNKN, KOTOPLIN yuYuT
nauneHTa paccnabnsarbcs. [lNomoraer
naumeHTy paccnabutbcs, gymas o
TpaBMaTM4ECKOM IKCNO3nLUM COObITUN,
npeanocTaBnsas nayMeHTy cueHapumn.




Treatment
Continued

0 “Cognitive Restructuring involved teaching and reinforcing

self-monitoring or thoughts and emotions, identifying
automatic thoughts that accompany distressing emotions,
learning about different types of cognitive distortions, and
working to dispute the distress-enhancing cognitions, with a
particular focus on abuse-related cognitions, for which the
therapist remained alert during the personal experience
work.”

“In summary for women who did not drop out, CBT treatment
was highly effective for achieving remission of PTSD
diagnosis, ameliorating PTSD symptom severity, and
reducing trauma-related cognitive distortions, compared with
a WL control Group.”

in Adult Female Survivors of Childhood Sexual Abuse.
Journal of Consulting and Clinical Psychology, 73, 515-524.)



Medications

« SSRIs — Sertraline, Paroxetine,
Escitalopram, Fluvoxamine, Fluoxetine

« Affects the concentration and activity of
the neurotransmitter Serotonin

* May reduce depression, intrusive and
avoidant symptoms, anger, explosive
outbursts, hyperarousal symptoms, and
numbing




-

0 Tricyclic Antidepressants- Clomipramine
, Doxepin, Nortriptyline, Amitriptyline,

Maprotiline, Desipramine Med icatiOnS
0 Affects concentration and activity of C O ntl n U ed

neurotransmitters serotonin and
norepinephrine

[0 Have been shown to reduce insomnia,
dream disturbance, anxiety, guild,
flashbacks, and depression



Treatment

0 With treatment, symptoms
should improve after 3
months

[0 In Chronic PTSD cases, 1-2
years




Treatment

» Combination of antidepressant
and anxiety medication
In practice, you get to the
whole spectrum of drugs.
Psychological therapy — CBT is
currently accepted pe method
with very good results.




Future Direction of Treatment Continued

“Early Diagnosis and intervention- either psychotherapeutic or
pharmacological- following trauma may some day reduce symptoms of
posttraumatic stress disorder.”

“Cognitive models- how the victim understands and appraises the stressful
experience- are influential, and cognitive style also helps predict the
occurrence of PTSD.”

(Levin, Aaron, Experts Seek Best Way To Treat Trauma Reactions, Psychiatric News, 2006, 41)



PTSD Myths

PTSD is a complex disorder that often is misunderstood.
_ Not everyone
who experiences a traumatic event will develop PTSD, but many
people do.

MYTH: FACT:

o PeOple should be able to move Although PTSD does affect war veterans, PTSD can
on with their lives after a
traumatic event. Those who can't

cope are weak. estimated one out of 10 women will develop PTSD at
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affect anyone. Aimost 70 percent of Americans will be

exposed to a traumatic event in their lifetime. Of those

people, up to 20 percent will go on to develop PTSD. An

sometime in their lives.




PTSD Myths

MYTH:

* People should be able to move
on with their lives after a
traumatic event. Those who can’t
cope are weak.

FACT:

Victims of trauma related to physical and sexual assault
face the greatest risk of developing PTSD. Women are
about twice as likely to develop PTSD as men, perhaps
because women are more likely to experience trauma
that involves these types of interpersonal violence,
including rape and severe beatings. Victims of domestic
violence and childhood abuse also are at tremendous risk
for PTSD.



PTSD Myths
Continued

0 FACT:

Many people who experience an extremely
traumatic event go through an adjustment
period following the experience. Most of these
people are able to return to leading a normal
life. However, the stress caused by trauma can
affect all aspects of a person’s life, including
mental, emotional and physical well-being.
Research suggests that prolonged trauma may
disrupt and alter brain chemistry. For some
people, a traumatic event changes their views
about themselves and the world around them.
This may lead to the development of PTSD.




PTSD Myths
Continued

0 FACT:

MHorue nogm, KoTopble UCNbITbIBAOT
Ype3Bbl4aNHO TpaBMaTnyeckoe cobbiTme
NPOXOOAT Yepes nepuon agantaumm nocne
3TOro onbiTa. BONbLWWHCTBO U3 3TUX NOAEN
MOTYT BEPHYTLCA K HOPManbHOW XXU3HW.
OpHako cTpecc, Bbl3BaHHbIN TPaBMOW, MOXET
NOBMUSATb Ha BCE acNeKTbl XXU3HM YenoBeEKa,
BKMo4as ncMxmnyeckoe, aMoLnoHanbHoe U
dm3nyeckoe bnaronony4ne. ccnegosaHus
NnoKasbIBatoT, YTO ANUTENbLHAA TpaBMa MOXeET
HapyLWnTb U UBMEHUTb XMMUIO MO3ra. [ns
HEeKOTOpPbIX Ntogen TpaBMaTuyeckoe cobbiTne
MEHSIET UX B3rnsaabl Ha cebsi 1 oKpyxaroLLmi
MUpP. DTO MOXET npmsecTn K passutuio MNTCP.




PTSD Myths
Continued

MYTH:

People suffer from PTSD right after they
experience a traumatic event.

FACT:

O

PTSD symptoms usually develop within the
first three months after trauma but may not
appear until months or years have passed.
These symptoms may continue for years
following the trauma or, in some cases,
symptoms may subside and reoccur later in
life, which often is the case with victims of
childhood abuse.

Some people don't recognize that they have
PTSD because they may not associate their
current symptoms with past trauma. In
domestic violence situations, the victim may
not realize that their prolonged, constant
exposure to abuse puts them at risk.




What is Prolonged Exposure?

0 PE is a type of CBT, which is designed to specifically target

a number of trauma-related difficulties.

0 Results of several controlled studies have shown it
significantly reduce PTSD and other symptoms such as
anxiety and depression, particularly in women following

sexual and non-sexual assault (Foa et al., 1999).

0 Clients meet once a week with a therapist for 60 to 90

minutes.



Treatment sessions include

1. education about common reactions to trauma
2. breathing retraining (or relaxation training)
3. prolonged (repeated) exposure to trauma memories

4. repeated in vivo (i.e., in real life) exposure to
non-dangerous situations that are avoided due to

trauma-related fear.

0 Clients are encouraged to confront the memory of the

trauma through repeatedly telling the story to the therapist



0 Post-treatment data from a study
conducted by Foa and colleagues (1999)
comparing prolonged exposure (PE),
stress inoculation training (SIT, another
cognitive-behavioral therapy focusing on
anxiety management techniques), and the
combination of PE and SIT, to a waitlist
control (WL). 96 sexual and non-sexual
assault survivors with chronic PTSD

Treatment Efficacy of PE/SIT
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Combat Reaction

 Combat stress reaction, better
known as "Shell Shock" is the
post traumatic reaction of a
soldier to an event which
happened while in active combat.

» Between 10 and 15% (30%...or
more) of all wounded soldiers
during a war are combat reaction
victims.

* In Israel there are 4000 such
victims.




The Background of
Combat Reaction

* The transition from civilian life to
military life is acute.

» The soldier loses freedom of choice
and mobility and he must submit to
coercing commanding authorities.

* In order to adapt to the military
surroundings and to the accompanying
unpleasant conditions, the soldier
must find within himself and use
coping and adjusting mechanism.




The Background of
Combat Reaction

In wartime, a new and even more acute
transition is added - the transition from
conditions of peace and security to
conditions of war.

This transition entails further conflicts
which add to the emotional burden of
the soldier.

The danger of being wounded or even
killed is clear and tangible and
becomes a constant burden on his
emotional state.

This pressure brings with it a drive to
leave the danger zone.




The Background of
Combat Reaction

*On the other hand, the soldier feels
solidarity with his unit, pride and honor and
a bond to his friends and commanding
officers and a feeling of responsibility for
their fate, all of which contribute to his drive
to continue and fight.




Risk Factors

All the factors that influence the
incidence of post-traumatic
reactions in general, plus:

» Physical fatigue
» Lack of sleep

* Prolonged physical exertion
« Conditions of hunger
* Heat or cold



Risk Factors

Enforced passivity. When the soldier is
deprived of activity and is in a state of
waiting

Decreased morale.

The degree of support the soldier

receives in his unit
The degree of identification with the goal.

How much the soldier feels a part of the

mission he is involved in?



* Proximity - treat the
casualties close to the
front and within sound of
the fighting

* Immediacy - treat them
without delay and not wait
till the wounded were all
dealt with

* Expectancy - ensure that
everyone had the
expectation of their return
to the front after a rest and
replenishment

I PIE principles

United States medical
officer Thomas W. Salmon



The US services
recently use BICEPS
principles:

0 Brevity

0 Immediacy

[0 Centrality or Contact
0 Expectancy

0 Proximity

0

Simplicity



The US services
recently use BICEPS
principles:

[0 Kpatkoctu (Brevity )
HenocpeacteseHHocTn (Immediacy)
LleHTpanbHOCTb UMM KOHTAKT
(Centrality or Contact )
[MpopomkntenbHocTb (Expectancy)
brninsoctun (Proximity)

MpocToTa (Simplicity)



[ Data from the 1982 Lebanon war

Treatment results

showed that with proximal treatment
90% of CSR casualties returned to
their unit, usually within 72 hours.

With rearward treatment only 40%
returned to their unit.

In Korea 85% of US battle fatigue
casualties returned to duty within
three days and 10% returned to
limited duties after several weeks.



Controversy

* Throughout wars but notably during the
Vietnam War there has been a conflict
amongst doctors about sending distressed
soldiers back to combat.

* During the Vietham War this reached a
peak with much discussion about the ethics
of this process.

* Proponents of the PIES principles argue
that it leads to a reduction of long-term
disability

» Opponents argue that combat stress
reactions lead to long-term problems such
as posttraumatic stress disorder.




Controversy :

» Ha npoTtsxeHnn BOMH, HO 0COBEHHO BO
BpeMS BOMHbLI BO BbeTHame, 6bin
KOHMNUKT Mexay Bpadyamn o6 oTnpaske
npobrieMHbIX congaTt obpaTHo B OOWN.

Bo Bpema BonHbI BO BbeTHame 310
OOCTUIIO NuKa ¢ 6onbLlunM 0bCyXaeHNEM
9TUKM 3TOro npotlecca.

CTOopoHHMKKM npuHuunos PIES
yTBEPXKAAOT, YTO 3TO NPUBOAUT K
COKpaLLEeHNIO ANnTenbHON MHBANMNOHOCTU
[TpOTUBHUKM YyTBEPXKOAOT, YTO BOEBLIE
CTpeccoBble peaKkunn NpuBoaAT K
O0NrocpoYHbiM Npobnemam, Takum Kak
[MocTTpaBmatuyeckoe CtpeccoBoe

PaccTponcTso. pra T




I Holocaust syndrome

 First generation
Second generation
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Avoidance

*Re-experiencing

TAKE HOME

Reminders
Hyperarousal

Hyperarousal

Persistent negative alterations in mood and cognition

THREE PRONGS OF PTSD
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