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Abstract:  Post-traumatic stress disorder is a psychiatric condition that develops following exposure to a particularly terrible or 

traumatic incident in life. Every year on June 27, PTSD Awareness Day is observed. This day aids in raising awareness of this 

illness. A traumatic event can result in a condition called post-traumatic stress disorder (PTSD). Flashbacks, triggers, and PTSD 

may all make daily life very challenging. Around 1915, it was identified as a condition. "Shell shock" was the original term used to 

describe PTSD. It aided in classifying those who were exhibiting dread and flashbacks after World War I. Since then, the causes of 

PTSD have grown. Any form of traumatic experience can put one at risk for developing PTSD. It's the second most common mental 

disorder after depression.  

 

Index Terms -  Stress, flashbacks, trauma. 

I. INTRODUCTION 

The common mental health issue of post-traumatic stress disorder is strongly correlated with psychiatric morbidity. PTSD was 

originally described in the third edition of the DSM in 1980, even though it had been noticed throughout history. Since then, there 

has been a growing body of scholarship on the subject. Recently, there has been a sharp increase in interest in and knowledge of 

the risk factors for PTSD as well as its therapies. 

 

Definition: 

 

Post-traumatic stress disorder (PTSD) may develop in some people after extremely traumatic events, such as combat, a terrorist 

attack, crime, an accident, or a natural disaster. 

 

Prevalence statistics worldwide: 

 

The prevalence of PTSD worldwide is about 3.9% of the general population. In people who had experienced trauma, the prevalence 

rate is higher at 5.6% Between 1989 and 2019, about 316 million adult war survivors worldwide had PTSD and/or major depression  

 PTSD has a point prevalence rate of 26.51% among people who live in countries or regions affected by war. 

 Of those with PTSD, 55.26% also presented with major depression. 

 Etiology: 

 Neurobiological models: There is evidence of neural changes in people with PTSD that are consistent with circuitry known 

to be implicated in fear conditioning: the amygdala, prefrontal cortex, and the hippocampus. Many studies indicate that PTSD 

is associated with a smaller size of the hippocampus, with meta-analyses reporting that this finding is observed bilaterally. A 

recent consortium study including 1,868 participants (794 with PTSD) found an average smaller size of the hippocampus in 

those with the disorder. The extent to which a smaller hippocampus is a consequence of PTSD or a risk factor has yet to be 

definitively addressed. One study compared mono zygotic co-twins who either did or did not serve in Vietnam, and found that 

veterans with PTSD had smaller hippocampi than Vietnam veterans without PTSD, but the co-twins of those with PTSD who 

had not served in Vietnam had hippocampi that were just as small. There is also much evidence of reduced volume of prefrontal 

regions in PTSD, consistent with proposals that PTSD patients have problems with extinction learning. 

 Genetic factors:The well-documented fact that the vast majority of people who are exposed to trauma do not develop PTSD 

highlights that there are key individual differences in propensity to manifest this disorder. Much evidence indicates that genetic 

factors play an important role, accounting for 30-72% of the vulnerability to develop PTSD.Many studies have attempted to 

link PTSD with genetic candidates, and not surprisingly genes associated with PTSD are also linked with other common 

psychiatric disorders, including major depression, generalized anxiety disorder, panic disorder, and substance use. 
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 Cognitive behavioral models: There is abundant evidence of the predictive role of catastrophic appraisals in the development 

and maintenance of PTSD, as well as of their decline after successful therapy. These appraisals tend to result in strong 

avoidance of potential threats, which impairs emotional processing of trauma memories and extinction learning.  

 Domestic voilence 

 Emotional abuse 

 Rape 

 War 

 Childhood neglect 

 Childhood physical abuse 

 Being threatened with weapon 

 Physical attack 

 Loved one’s sudden death 

 

Risk Factors: 

 

 Combat-related trauma 

 Adverse childhood experiences 

 Sexual assault 

 Family dynamics 

 Less education 

 Intense fear or helplessness  

 Argument 

 Traumatic experiences in childhood 

 Media stories’ 

 Life stressors 

 

Clinical Manifestations: 

 

a) Physical Symptoms: 

 

 Difficulty breathing 

 Profuse Sweating 

 Rapid heart rate 

 Elevated blood pressure 

 Migraines 

 Exaggerated startle response 

 Difficulty in sleeping 

 

b) Cognitive and Emotional Symptoms: 

 

 Easily agitated 

 Trouble concentrating 

 Negative expectations about oneself or distorted blame 

 Inability to experience positive emotions 

 Nightmares or flashbacks of past experience with strong emotional response 

 Feeling overwhelmed 

 

c) Behavioral symptoms: 

 

 Avoidance of feelings, thoughts, people, places or events 

 Being hyper-alert 

 Being detached and withdrawn 

 Alcohol consumption’ 

 Drug use 

 Changes in activities or loss of interest in hobbies 

 Disciplinary issues 

  

Diagnostic Investigations: 

 

 History collection 

 Mental Status Examination 

 According DSM-5 criteria: 

1. Criteria A: Traumatic stressor 

2. Criteria B: Intrusive re-experiencing of the event(such as traumatic nightmares or flashbacks) 

3. Criteria C: Avoidance of reminders of the traumatic event 

4. Criteria D: Alterations in arousal and reactivity(such as hyper vigilance, exaggerated startle response or irritability) 
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 ICD-11 criteria: 

1. Clinical judgement of a potentially traumatic event 

2. One from two re-experiencing symptoms: (nightmares or flashbacks) 

3. One from two active avoidance symptoms: (external avoidance or internal Two hyper-arousal symptoms: (hyper-vigilance or 

exaggerated startle) 

4. Symptoms must last for at least several weeks 

5. There needs to be functional impairment 

 

Medical Management: 

 

 Antidepressants such as selective serotonin re-uptake inhibitors (SSRIs), serotonin and norepinephrine re-uptake inhibitors 

(SNRIs) and monoamine oxidase (MAO) inhibitors. 

 Sympatholytic drugs such as alpha-blockers 

 Antipsychotics 

 Anticonvulsants 

 Benzodiazepines 

 Currently, paroxetine (Paxil) and sertraline (Zoloft) are the only medications that have been approved by the U.S. Food and 

Drug Administration for the treatment of PTSD. 

 

Psychological Interventions: 

 

 Cognitive behavioral therapy (CBT)  

 Cognitive processing therapy (CPT,  

 Cognitive therapy (CT)  

 Cognitive restructuring (CR) 

 Coping skills therapy (including stress inoculation therapy) 

 Exposure-based therapies 

 Eye movement desensitization and reprocessing (EMDR)  

 Hypnosis and hypnotherapy 

 Brief eclectic psychotherapy.  

 

Prognosis: 

 

When left untreated, PTSD can deteriorate over time. But even if the traumatic event happened many years ago, counselling 

can still be helpful. Treatment can be curative for some people. Others may experience less severe symptoms as a result. 
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