
Precipitating events
Furthermore, research studies in both clinical 
and community settings have established 
the vulnerability of youth to a wide range 
of traumatic events and to subsequent 
development of PTSD. Adolescents in 
community settings are at greater risk than 
ever before for interpersonal violence such as 
assault and rape. For example, a community 
national sample found that 1/3 of a cohort age 
10-16 years had su�ered an assault. 

PTSD is a common reaction to traumatic 
events such as assault, disaster, or severe 
accidents. The symptoms include repeated 
and unwanted re-experiencing of the event, 
hyperarousal, emotional numbing and 
avoidance of stimuli (including thoughts), 
which could serve as reminders of the event. 

Many people experience at least some of 
these symptoms in the immediate aftermath 
of the traumatic group. A sizeable proportion 
recovers in the next few weeks or months, but 
in a signi�cant subgroup the symptoms persist, 
often for years. A dose e�ect has been found 
whereby the severity of the trauma – including 
factors such as a high degree of life threat, 
longer duration, complexity, and exposure to 
the su�ering of others – are strongly related to 
the severity of the PTSD. 

A community survey found that sexual 
assault is one of the most serious (for males 
and females) and common (for females) 
forms of victimisation among children and 
adolescents (10-16 years). Not surprisingly, 
victimised girls and boys reported more PTSD 
symptomatology, more sadness in the past 
month, and more trouble with teachers than 
non-assaulted age cohorts. It was noted that 
for girls, an attempted sexual assault involving 
no physical contact had symptomatology 
equivalent to those who had experienced an 
actual sexual assault. Similarly, boys who 
had su�ered violence directed against their 
genitals (primarily with violent intent) had 
symptomatology equivalent to those who had 
been sexually abused. Aggravated assaults 
against both boys and girls were perpetrated 
by individuals not more than three years older 
at the time of the assault, which suggests 
that episodes of violence that “only’ involve 
children need to be taken seriously. 

Other considerations
Several �ndings warrant consideration prior to 
treatment of PTSD. Firstly, consistent gender 
di�erences in the development of PTSD are 
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Post Traumatic Stress Disorder was not formally recognized until 1980 with the publication of 
the DSM-111, and with that formal recognition the area has become accepted as a legitimate 

focus of empirical research and theoretical debate. Recent years have seen an extraordinary growth 
in the awareness of traumatic stress, not only among health workers but also the general public. 
This awareness is due in part to events such as September 11 in 2001, the Bali Bombings in 2002 
and the Boxing Day Tsunami in 2004.
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found, in a community sample roughly twice 
the proportion of girls than boys met the 
criteria for PTSD. 

Secondly, co-morbidity is the norm rather than 
the exception in chronic PTSD in adults and 
adolescents. Three quarters of all adolescents in 
a community sample that were diagnosed with 
PTSD had at least one co-morbid diagnosis. 
8.2% of boys and 6.2% of girls had a Substance 
Abuse Disorder (SUD), and 13.9% of girls and 
7.4% of boys had a major depressive disorder. 
The rate of co-morbid depression in adults was 
found to be as high as 46%. In a community 
sample SUD preceded the onset of trauma / 
PTSD for half of the sample; for the remaining 
youth SUD emerged during the same year as 
the trauma or later. 

Finally, trauma does not always result in 
PTSD; 50% of children (8-19 years) in 
an inpatient psychiatric facility who had 
previously been exposed to physical or 
sexual abuse received one or more of the 
following diagnoses: depressive disorder, 
psychosis, attention de�cit disorder, 
separation anxiety and overanxious 
disorder.

Treatment and outcomes
Treatment programs for adolescents and 
adults with PTSD include a number of key 
elements, notably: 
?  Thorough assessment of psychiatric 

history with particular attention 
to prior traumatic experiences, 
pre-trauma coping 
strategies, current social 
context or “recovery 
environment” such as 
social support networks 
and the attitude of 
signi�cant others to 
the person’s traumatic 
experience.

?  Assessment of co-morbidity, particularly 
substance abuse, depression, generalised 
anxiety or evidence of any psychotic 
disorders and initiating appropriate 
psychiatric treatment of these conditions. 

?  Providing psycho-education about trauma 
reactions. 

?  Learning anxiety management strategies 
such as slow breathing technique and 
progressive muscle relaxation.

?  Attempting sustained exposure (imaginal 
and invivo) to trauma-related cues and 
memories until habituation occurs. 

?  Pursuing cognitive restructuring aimed 
at providing the patients sense of safety 
within the framework of psychotherapy and 
empowering them in the process of dealing 
with their distress.

In terms of expected outcomes, as a rule 
of thumb, around one third of patients with 
chronic PTSD do very well following treatment, 
another third do reasonably well and the �nal 
one third of patients fail to respond in any 
signi�cant way to treatment. 


