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Posttraumatic Stress Disorder
gnostic Crieria 309.81 (F43.10)
| “raumatic Strt?S? Disorder
[P0 . The following criteria apply to adults, adolescents, and children older than 6 years.
oi'h” dren 6 years and younger, see corresponding criteria below.

' posure 10 actual_ or threatened death, serious injury, or sexual violence in one (or
more) of the following ways:

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

3. Learning that the traumatic event(s) occurred to a close family member or close
friend. 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 eXxposure 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: Criterion A4 does not apply to exposure through electronic media, television,
movies, or pictures, unless this exposure is work related.

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

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s).
Note: In children older than € years, 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 traumatic 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(s) 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 at exposure to internal or external cues
that symbolize or resemble an aspect of the traumatic event(s).

5. Marked physiological reactions to internal or external cues that symbolize or re-
Semble an aspect of the traumatic event(s).

- Persistent avoidance of stimuli associated with the traumatic event(s), beginning after
the traumatic event(s) occurred, as evidenced by one or both of the following:

- Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about

Or closely associated with the traumatic event(s).
Avoidance of or efforts to avoid external reminders .
aCtivities, objects, situations) that arouse distressing memori
'"9s about or closely associated with the traumatic event(s).
sociated with the traumatic event(s),
(s) occurred, as evidenced by two (or
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Hypervigilance.
Exaggerated startle response.
Problems with concentration. | '
6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).

F. Duration of the disturbance (Criteria B, C, D, and E) is more t.han 1 r_nonth.

G. The disturbance causes clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning.

H. The disturbance is not attributable to the physiological effects
medication, alcohol) or another medical condition.
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Note: Witnessing does not includ
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3. Leaming that the traumatic event(s) occurred to a parent or caregiving figure.

g. Presence of one (or more) of the following intrusion symptoms associated with the

traumatic event(s), beginning after the traumatic event(s) occurred:

1. Recurrent, involuntary, and intrusi , ' '
ovent(s). rusive distressing memories of the traumatic

Note: Spontaneous and intrusive '
_ memories may not necessarily appear di -
ing and may be expressed as play reenactment.y JppeanEiens

2. Recurrent distressing dreams in which
the
related to the traumatic event(s). content and/or affect of the dream are

3. D|ssom§t|ve reactions (e.g., flashbacks) in which the child feels or acts as if the
traumatic event(s) were recurring. (Such reactions may occur on a continuum, with
the mpst extreme expression being a complete loss of awareness of presen{ sur-
roundings.) Such trauma-specific reenactment may occur in play.

4. Intense or prolonged psychological distress at exposure to internal or external cues
that symbolize or resemble an aspect of the traumatic event(s).

5. Marked physiological reactions to reminders of the traumatic event(s).

. One (or more) of the following symptoms, representing either persistent avoidance of

stimuli associated with the traumatic event(s) or negative alterations in cognitions and
mood associated with the traumatic event(s), must be present, beginning after the
event(s) or worsening after the eveni(s):

Persistent Avoidance of Stimuli
1. Avoidance of or efforts to avoid activities, places, or physical reminders that arouse

recollections of the traumatic event(s).
o Avoidance of or efforts to avoid people, conversations, or interpersonal situations

that arouse recollections of the traumatic event(s).

Negative Alterations in Coghnitions
3. Substantially increased frequency of negative emotional states (e.g., fear, guilt,

sadness, shame, confusion).

4. Markedly diminished interest or
striction of play.

5. Socially withdrawn behavior.

6. Persistent reduction in expression 0

participation in significant activities, including con-

f positive emotions.
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sl assault, sLliCiFie, selrious accident, a'nq serious injury. The disorder may be especiall
severe or long-lasting when the stregsor IS Interpersonal and intentiona| (e.g., torture sex)j
ual violence). ‘ . ’

The traum(-ﬁhc evenf .Can‘ be 1:0@xpg‘lu11cvd in various ways. (.'nmmonly, the individya]
has rucurrent,.m\ff)‘h'mtm Y, .1.nd. mlrpsnve recollections of the event (Criterion B1), Intrusive
recollections in PTSD are dlstm'gmshed from depressive rumination in that they apply
only to involuntary and intrusive distressing memories. The emphasis is on recurrent
me{nories of the event that usually include sensory, emotional, or physiological behavioral
components. A common reexperiencing symptom is distressing dreams that replay the
event itself or that are representative or thematically related to the major threats involyed
in the traumatic event (Criterion B2). The individual may experience dissociative states
that last from a few seconds to several hours or even days, during which com ponents of
the event are relived and the individual behaves as if the event were occurring at that mo-
ment (Criterion B3). Such events occur on a continuum from brief visual or other sensory
intrusions about part of the traumatic event without loss of reality orientation, to com plete
loss of awareness of present surroundings. These episodes, often referred to as “flash-
backs,” are typically brief but can be associated with prolonged distress and heightened
arousal. For young children, reenactment of events related to trauma may appear in play
or in dissociative states. Intense psychological distress (Criterion B4) or physiological re-
activity (Criterion B5) often occurs when the individual is exposed to triggering events that
resemble or symbolize an aspect of the traumatic event (e.g., windy days after a hurricane;
seeing someone who resembles one’s perpetrator). The triggering cue could be a physical
sensation (e.g., dizziness for survivors of head trauma; rapid heartbeat for a previously
traumatized child), particularly for individuals with highly somatic presentations.

Stimuli associated with the trauma are persistently (e.g., always or almost always)
avoided. The individual commonly makes deliberate efforts to avoid thoughts, memories,
feelings, or talking about the tra::matic event{e.g., utilizing distraction techniques to avoid
internal reminders) (Criterion ¢ 1) and to avoid activities, objects, situations, or people
who arouse recollections of it (Criterion C2).

Negative alterations in cognitions or mood associated with the event begin or worsen
after exposure to the event. These negative alterations can take various forms, including an
inability to remember an important aspect of the traumatic event; such amnesia is typically
due to dissociative amnesia and is not due to head injury, alcohol, or drugs (Criterion D1).
Another form is persistent (i.e., always or almost always) and exaggerated negative ex-
Pectations regarding important aspects of life applied to oneself, others, or the future (e.g.,
“Thave always had bad judgment”; “People in authority can't be trusted”) that may man-
ifest as a negative change in perceived identity since the trauma (e.g., “I can’t trust anyone
ever again”; Criterion D2). Individuals with PTSD may have persistent erroneous cogni-
tions about the causes of the traumatic event that lead them to blame themselves or (3th§t8
(e.g., “It's all my fault that my uncle abused me”) (Criterion D3). A persistent n?ga‘“"e
Mmood state (e.g., fear, horror, anger, guilt, shame) either began or worserlxeq a.tter E‘,X‘ID(\bllt‘tt‘
to the event (Criterion D4). The individual may experience markedly .dlmlmsh‘ed lint)ert:_
O participation in previously enjoyed activities (Criterion D5), feeling tf?fﬂ" h:\:u:t;:r;s
tranged from other people (Criterion D6), or a persistent inability to feel poilt“tz;:derness,
(E’Sé)ecially happiness, joy, satisfaction, or emotions associated with intimacy,
and sexualit ) (Criterion D?7). Joe in ageressive

Individuals with, PTSD may be quick tempered and may even s at, nenple, ot
verbal and /or physical behavior with little Or no provoca tlgl; ‘(? :-?‘/’: e in reckless or self-
ting intq fights, destroying objects) (Criterion Iz'l). They n’l‘ctiyrc\ b](~o'h (1;,] o drug use, or self-
destructive behavior such as dangerous driving, e.xce?’blver? terized by a heightened
"Murious or suicidal behavior (Criterion E2). PTSD is :)ﬂfgtgdato( the traumatic experience
Sensitivity to potential threats, including those that a-ratllresensitive to the threat potentially
*8. fOllowing a motor vehicle accident, being especially
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Prevalence

In the United States, projected lifetime risk for PTSD us_ing DSM?)—I;(/;/CI'II:CGI’H at age 75 years
is 8.7%. Twelve-month prevalence among U.S. a‘dults is ébOut ~>70. Lower ES’Flmates are
seen in Europe and most Asian, African, and Lat%nﬂAmerlcan countries, Clustermg aro@d
0.5%-1.0%. Although different groups have different _levels. of expos.ure to traumatic
events, the conditional probability of developing PTSD tollowing a similar leve] of expo-
sure may also vary across cultural groups. Rates of PTSD are higher among veterans and
others whose vocation increases the risk of traumatic ©xposure (e.g., police, firefighters,

emergency medical personnel). Highest rates (ranging from one-third to more than one-
half of those exposed) are found among survivors of ra

and ethnically or politically motivated internment and genocide. The prevalence of PTSD
may vary across development; children and adolesce
generally have displa
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ntly, an individual’s reaction to a trauma initially meets criteria for acute stress
Ffequ_e tHe immediate aftermath of the trauma. The symptoms of PTSD and the rela-
d,’gorder n’1inance of different symptoms may vary over time. Du ration of the sym pt()<m‘;
ﬁ\ve’Pfefi(in‘\,itl1 complete recovery within 3 months oceu rring in approxima tely (mv-hal}
ﬂls""an‘eb'vnilt’ some individuals remain symptomatic for longer than 12 months and
ofﬂd‘fm::for more than 50 years. Symptom recurrence and in tensification may occur in
Somehl?“tt*() reminders of the .nriginal trauma, ongoing life stressors, or newly experienced
reSP‘mi:C events. For older individuals, declining health, worsening cognitive function-
tr(mm;]d social isolation may exacerbate PTSD symptoms.
gT;( ciinical expressiop.of ree*periencing can vary across devglqpment. Young §hi|d ren
nav report new onset of frlghtemng dreams without content spe?c1f1c to the trau matlc event.
Before age 6 years (see criteria for preschool subtype), young F:hl]dren are more'hkely to ex-
press reexperiencing symptoms throu gh play that refers directly or symbolically to the
trauma. They may not manifest fear.ful reactions at the time of the exposure or during reex-
periencing. Parents may report aIW1de range of emotional or behavioral chan ges in young
children. Children may focus on imagined interventions in their play or storytelling. In ad-
dition to avoidance, children may become preoccupied with reminders. Because of young
children’s limitations in expressing thoughts or labeling emotions, negative alterations in
mood or cognition tend to involve primarily mood changes. Children may experience co-
occurring traumas (e.g., physical abuse, witnessing domestic violence) and in chronic cir-
cumstances may not be able to identify onset of symptomatology. Avoidant behavior may
be associated with restricted play or exploratory behavior in young children; reduced par-
ticipation in new activities in school-age children: or reluctance to pursue developmental op-
portunities in adolescents (e.g., dating, driving). Older children and adolescents may judge
themselves as cowardly. Adolescents may harbor beliefs of being changed in ways that
make them socially undesirable and estrange them from peers (e.g., “Now I'll never fit in”)
and lose aspirations for the future. Irritable or aggressive behavior in children and adoles-
cents can interfere with peer relationships and school behavior. Reckless behavior may lead
to accidental injury to self or others, thrill-seeking, or high-risk behaviors. Individuals who
continue to experience PTSD into older adulthood may express fewer symptoms of hy-
perarousal, avoidance, and negative cognitions and mood compared with younger adults
with PTSD, although adults exposed to traumatic events during later life may display more
avoidance, hyperarousal, sleep problems, and crying spells than do younger adults exposed
to the same traumatic events. In older individuals, the disorder is associated with negative
health perceptions, primary care utilization, and suicidal ideation.

in

Risk and Prognostic Factors

Risk (anq protective) factors are generally divided into pretraumatic, peritraumatic, and
Posttraumatic factors.
Pretraumatic factors

TemDETamental.

trau'matic exposur
Panic disorde

These include childhood emotional problems by age 6 years (e.g., prior
€, externalizing or anxiety problems) and prior mental disordgrs (e.g.
r, depressive disorder, PTSD, or obsessive-compulsive disorder [OCD]).

E'TVlr0nmenta|. These include lower socioeconomic status; lower education; exposure to

g:)lr(:rftratlxma (especially during childhood); childhood adversity (e.g.,‘e)cgn‘wt(.nln(ce dyepf:;:::

isﬁcroi:mlly dysfunction, parental separation or dea?h); cultur.al cl?araf tt'ni,/lttbhni'?:‘tatus-

and 5 fsel.f-blaming coping strategies); lower mte!lngence; mmornt){ 1ac1a e " m:e p
amily psychiatric history. Social support prior to event exposure is protec e

Genetic and Physiological. These include female gender and younger age at the tl‘me. Olf

ofa ;?Sa #XPosure (for adults). Certain genotypes may either be protective or increase ris
D after €Xposure to traumatic events.
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Culture-Related |
The risk of onset and severity of PTSD may dif
ation in the type of traumatic exposure (e.g- &€
the meaning attributed to the traumatic event (e.
a mass killing), the ongoing sociocultural context
petrators in postconflict settings), and other cul_tura ire
immigrants). The relative risk for PTSD of particular exposures (e.g., religious persec;.
tion) may vary across cultural groups. The clinical expression of the symptoms or symp.

particularly with respect to avoidance and

tom clusters of PTSD may vary culturally,
numbing symptoms, distressing dreams, and somatic symptoms (e.g., dizziness, short-

ness of breath, heat sensations).
Cultural syndromes and idioms of distress influence the expression of PTSD and the

range of comorl?id disorders in different cultures by providing behavioral and cognitive

templates that link traumatic exposures to specific symptoms. For example, panic attack

symptoms may be salient in PTSD among Cambodians 2+ Latin Americans because of

tche aSSO}Cllatl(?n of traumatic exposure with panic-like kliyi/ attacks and ataque de nervies.

m(;:;pégi Cinstlsvsfeggltllat1on of local expressions of PTSD should include assessment of cul-
P istress (see the chapter “Cultural Formulation” in Section I00).

Gender-Related Diagnostic Issues
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’ Presence of the disorder may indicate whic!

a suicj
icide plan or actually attempt suicide:

. r .
PTSD is associated with p; ©Ss Disorder

as considerable e 8h levels of g i
P s0c
©Nomic costs ang y; h 1al, occupational, ang hysical disability, "
8 levels of medical’ t']'p g d functio™
utilization. Impaire



In Y _ _—
N ; ¢ Stress Disorder
posttraurnatl 279

1dg

n.
Vit
,‘Qr

Mg

' exllibited across social, interpersonal, devel opmental, e

g ducational i
ing 1° upational domains. In community and ve » Physical health,

teran samples, PTSD is associated with

OCC Y 1 elati Jrire . .

e qocialand family relationships, absenteeism from work, lower income, and |

P"”rf“al and occupational success. ’ ower ed-
f1011¢

Differential Diagnosis

Adjustment disorders. I?l ﬂdiUH"!)n‘L“ﬂt dﬁi:ford.vrs, the stressor can be of any severity or
wpe rather than that required by PTSD Criterion A. The diagnosis of an adjustment dis-
order 18 used whf?n Fhe response to a stressor that meets PTSD Criterion A does not meet
Jllother PTSD criteria (or criteria for another mental disorder). An adjustment disorder is
also diagnosed wl‘wn the symptom pattern of PTSD occurs in response to a stressor that
Joes not meet PTSD Criterion A (e.g., spouse leaving, being fired).

other posttraumatic disorders and conditions. Notall psychopathology that occurs in
mdividuals exposed to an extreme stressor should necessarily be attributed to PTSD. The
diagnosis requires that trauma exposure precede the onset or exacerbation of pertinent
symptoms. Moreover, if the symptom response pattern to the extreme stressor meets cri-
teria for another mental disorder, these diagnoses should be given instead of, or in addi-
tion to, PTSD. Other diagnoses and conditions are excluded if they are better explained by
PTSD (e.g., symptoms of panic disorder that occur only after exposure to traumatic re-
minders). If severe, symptom response patterns to the extreme stressor may warrant a sep-
arate diagnosis (e.g., dissociative amnesia).

Acute stress disorder. Acute stress disorder is distinguished from PTSD because the
symptom pattern in acute stress disorder is restricted to a duration of 3 days to 1 month
following exposure to the traumatic cvent.

Anxiety disorders and obsessive-compuisive disorder. In OCD, there are recurrent
intrusive thoughts, but these meet the detiniticn of an obsession. In addition, the intrusive
thoughts are not related to an experienced {raumatic event, compulsions are usually pres-
ent, and other symptoms of PTSD or acute stress disorder are typically absent. Neither the
arousal and dissociative symptoms of panic disorder nor the avoidance, irritability, and
anxiety of generalized anxiety disorder are associated with a specific traumatic event. The
symptoms of separation anxiety disorder are clearly related to separation from home or
family, rather than to a traumatic event.

Major depressive disorder. Major depression may or may not be preceded by a trau-
matic event and should be diagnosed if other PTSD symptoms are absent. Specifically, ma-
jor depressive disorder does not include any PTSD Criterion B or C symptoms. Nor does it
include a number of symptoms from PTSD Criterion D or E.

Personality disorders. Interpersonal difficulties that had their onset, or were greatly ex-
acerbated, after exposure to a traumatic event may be an indication of PTSD, rather t}_lan a
Personality disorder, in which such difficulties would be expected independently of any

traumatic exposure.

Dissociative disorders. Dissociative amnesia, dissociativ
Personalization-derealization disorder may or may not be precede
Matic event or may or may not have co-occurring PTSD symptoms.
arealso met, however, the PTSD “with dissociative symptoms” subtype
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Comorbidity

Individuals with PTSD are 80% more likely than those without PTSD to have symptoms
that meet diagnostic criteria for at least one other mental disorder (e.g., depressive, bipo-
lar, anxiety, or substance use disorders). Comorbid substance use disorder and conduct
disorder are more common among males than among females. Among U.S. military per-
sonnel and combat veterans who have been deployed to recent wars in Afghanistan anc
Iraq, co-occurrence of PTSD and mild TBI is 48%. Although most young children with
H SD also have at least one other diagnosis, the patterns of comorbidity are different thar
in adg]ts, with opp.osition.al defiant disorder and separation anxiety disorder predominat
:inxfo ggfl;y,dthere is con51de'rab1e comorbidity between PTSD and major neurocognitiVe
nd some overlapping symptoms between these disorders.



