Treatment of PTSD


1- Biological Treatment of PTSD


1- 1Antidepressants

Studies of antidepressants  suggest that these drugs sometimes improve PTSD symptoms of intrusion and avoidance as well as depression, insomnia, and anxiety. The magnitude of the therapeutic response, however, is far less than that obtained in major depression or panic disorder in that no study has shown full remission of PTSD symptoms, as is often the case in the major depression or panic disorder. Moreover placebo-controlled, double-blind studies and an open trial  failed to demonstrate a major effect of antidepressants on PTSD symptoms of intrusion and avoidance. Recent studies of fluoxetine, sertraline, and paroxetine) suggest that SSRIs may ameliorate these symptoms to some extent. Van der Kolk's controlled study has further shown that survivors of recent traumata (e.g., sexual abuse) benefit from fluoxetine more than Vietnam veterans, in whom fluoxetine did not reduce dissociation, hostility, or intrusion. Other studies imply that the effect of antidepressants on PTSD may be enhanced by lithium  and clonidine.

1-2 Benzodiazepines

Studies of benzodiazepines have produced mixed results. One controlled investigation failed to show a specific effect of alprazolam on PTSD symptoms of intrusion and avoidance, despite a modest effect on anxiety. An open study of clonazepam describes, however, improved sleep and reduction in nightmares, flashbacks, and panic attacks. Severe withdrawal symptoms have been described in PTSD patients treated with alprazolam whereas clonazepam has not been shown to cause severe withdrawal.
1-3 Mood stabilizers

Mood stabilizers such as lithium, sodium valproate, and carbamazepine have been studied in open trials. The results indicate that these drugs reduce irritability and improve impulse control in PTSD. By virtue of their "anti-kindling" effects, clonidine, carbamazepine, and valproate have been touted as particularly promising in PTSD. However, among anti-kindling products, one must distinguish those that prevent the acquisition of kindled seizures (e.g., clonidine) from those that inhibit acquired kindled seizures (e.g., carbamazepine, valproate). The former may be considered for early preventive treatment of PTSD, and the latter may be useful in chronic PTSD.

2- THE PSYCHOLOGICAL APPROACH TO PTSD


2-1The Behavioral Model


The core behavioral conceptualization of PTSD identifies classic conditioning as the mechanism linking the symptoms of PTSD to the precipitating trauma. Subjects who originally react to a traumatic event (unconditioned stimulus (UCS)) with fear and arousal (unconditioned response (UCR)) will, according to this model, continue to show the same "conditioned" response (CR) to cues (conditioned stimuli (CS)) that have been paired with the stressful exposure.
Contrary to simple conditioning, however, the learned response (CR) in PTSD does not extinguish over time. To explain the lack of spontaneous extinction over time, Mowrer's ([74]) two-factor model was applied to PTSD ([75]). In this model, the initial "simple" conditioning (resulting in avoidance of cues immediately present during the trauma, such as combat sounds) is followed by operant conditioning, in which avoidance of a variety of internal and external cues that are loosely associated with the trauma (such as any memory of combat or any sound with similar properties) is rewarded by reduction in distress. The reinforcement of such avoidance would prevent the extinction of the conditioned response over time and expand the avoidant behavior to secondary and tertiary cues. Psychophysiological studies showing increased responses to cues reminiscent of the trauma have provided the necessary experimental support for the emotional conditioning construct ([76,77]).
Foa and colleagues' cognitive-behavioral model ([10,78,79]) integrates the meaning attributed to the trauma by the subject with conditioning. These authors considered the possibility that the perception of controllability and predictability and the subsequent attributions of threat are central to the development of the conditioned responses involved in PTSD. Such perceptions of the trauma should be addressed in therapy along with desensitization or flooding.
2-2 Behavior Therapy.

 Interventions based on behavioral theory are designed to undo CR to CS that have been paired with the trauma. Behavior therapy proceeds either by gradual (desensitization) or by massive (flooding) re-exposure to the CS. Another distinction is between live exposure (i.e., to real objects and situations) and imaginal exposure.
Four controlled studies indicated that flooding may reduce PTSD symptoms. Keane et al. ([80]) found a significant effect of flooding on reexperiencing, anxiety, and depression. Boudewyns and Hyer ([81]) showed that flooding positively affected adjustment in Vietnam veterans. Boudewyns and Hyer ([82]) also indicated that clinical improvement, regardless of treatment modality, is associated with a reduction in physiological responses to traumatic imagery. Cooper and Clum ([83]) described a positive interaction between flooding and interpersonal treatment. Foa et al. ([84]) compared a treatment condition combining behavioral and cognitive techniques, the stress inoculation therapy (SIT), with prolonged exposure (PE), counseling, and waiting list control. PE had greater efficacy in reducing PTSD symptoms at the 3.5-month follow-up. 

Contrasting with the above, Pitman et al. ([14]) reported an exacerbation of depression and panic anxiety, increased alcohol consumption, and mobilization of negative appraisal during flooding therapy. In 50 Vietnam veterans, Hyer et al. ([87]) similarly reported that 17 of 20 subscales of the Millon Clinical Multiaxial Inventory worsened after 5 weeks of exposure to revivified Vietnam experience.
2-3 Imaginal desensitization 

Imaginal desensitization has been the object of three controlled trials ([11,88,89]) and several open studies ([90-92]). The treatment condition in Peniston's controlled study ([88]) was associated with reduction in nightmares, flashbacks, muscle tension, and readmission rates. Brom et al. ([89]) compared desensitization with brief dynamic therapy, hypnosis, and waiting list controls. All active treatments produced measurable improvement. In a recent study, Richards et al. ([11]) randomly assigned 14 civilian PTSD patients to either four sessions of imaginal exposure followed by four sessions of live exposure or the opposite sequence. Treatment sessions were followed by self-exposure homework assignment. Both protocols and both treatment modalities effectively reduced symptoms of PTSD, depression, fear, and general health, as well as work and social adjustment. The resulting improvement was of significant magnitude, reaching up to 60 to 85% of initial target behavior. Live exposure yielded more improvement on phobic avoidance. A follow-up evaluation, conducted 12 months later (N = 11), showed further improvement in most areas
In many patients, PTSD is the result of exposure to complex events, such as wars, torture, or captivity. Desensitization, however, is often limited to the results of a single event (e.g., a particular combat, a rape). The capacity of PTSD patients to extend their response to behavioral treatment to other traumata has been questioned. Two studies ([85,91]) evaluated physiological responses to mental imagery of the trauma before and after behavior therapy and showed that desensitization of one traumatic incidents does not extend to other traumatic incidents engendered by the same event. The usefulness of behavior therapy in survivors of prolonged traumatization requires, therefore, further studies.
A comprehensive study of live exposure ([93]) has assessed the effects of a complex rehabilitation and training program conducted by the Israel Defense Force 4 years after the 1982 Lebanon war in an effort to change the pervasive course of PTSD in veterans of that war. The program included a month-long exposure to military cues (e.g., rifle range, artillery fire) within a military milieu along with cognitive, behavioral, and supportive interventions. The study compared 40 participants of the program with 40 PTSD controls who did not participate using measures of PTSD, general psychiatric symptomatology, self-efficacy, and social and psychological adjustment. Within-individual changes, induced by the program, were also evaluated. The results showed that, immediately and 9 months after the program, participants in the program fared worse than controls and worse than their own initial scores. In another direct reexposure study, Scurfield et al. ([94]) used a "helicopter ride therapy" with Vietnam veterans with PTSD. That exposure was similarly associated with intrusive painful memories and "inflight reactions," but it improved group cohesion and provided a degree of desensitization. Contrasting with the rather negative results reported above are positive results of two studies (e.g., [11]) that addressed subjects with more recent PTSD.
Overall, studies of behavioral treatment in PTSD report a significant but partial improvement. Clearly, an undoing of a "conditioned response" is insufficient, thereby suggesting that the pathophysiology of PTSD encompasses more than learned conditioning. Moreover, direct exposure and flooding may result in reactivation and worsening of symptoms and behavior.
2-4 Cognitive Therapy. 

Three controlled studies looked at the effect of cognitive techniques in subjects who had suffered from either rape or sexual assault and showed that these techniques are followed by a significant improvements. In the above mentioned study by Foa et al, the stress inoculation technique produced a significant reduction of PTSD symptoms immediately after treatment. Resick and Shenicke compared group cognitive processing therapy, which comprised of education, exposure, and cognitive components, with waiting list control. Subjects in the treatment group improved in measures of depression and maintained the improvement for 6 months. Finally, Resick et al. compared three treatment conditions (stress inoculation, assertion training, and supportive psychotherapy) in 37 rape victims. All three treatment conditions reduced symptoms of distress, avoidance, and intrusion and improved self-expression and self-concept. The results were maintained 3 and 6 months after treatment.

2-5 Psychodynamic Psychotherapy


Borrowing Lindy's definition, psychodynamic psychotherapy specifically addresses the meaning of trauma-related symptoms and behavior and the meaning of the traumatic event. The analytic psychotherapist hopes that insight regarding the meaning of symptoms, both conscious and unconscious, can help the patient master inner experiences and repair and restore the integrity of life. In their review of the field, Marmar et al. 1997 emphasize the importance of establishing a therapeutic alliance and the intrinsic difficulty of that task. Handling transference and counter transference reactions, both related to the enduring effect of traumatization, is emphasized by several authors .
Most of the literature on psychodynamic therapy for PTSD consists of case reports and addresses theoretical and technical aspects of the treatment. The abovementioned controlled study by Brom et al.  compared brief dynamic psychotherapy with hypnotherapy, desensitization, and a waiting list control. All active treatment groups improved significantly. In a well documented treatment project, 21 Vietnam veterans with PTSD participated in individual psychoanalytic psychotherapy for 1 year. Decreases in intrusive phenomena and depression were recorded in those patients who completed their treatment. 
3- OTHER TREATMENT MODALITIES AND TECHNIQUES


3-1 Group Therapy


Historically, the "rap" groups that followed the Vietnam war preceded many other therapies of traumatized combat veterans. The rap group sessions consisted of disclosure of common experiences, validation of feelings, and sharing of existential distress among fellow veterans. In fact, PTSD patients often perceive their life experiences as fundamentally different from and incomprehensible by nonvictims. Alienation, isolation, helplessness, and mistrust are major psychological components of PTSD, along with restricted affect, emotional dyscontrol, irritability, and depression. These features reduce PTSD patients' interpersonal and social competence. Group therapies have, therefore, a major role in the comprehensive psychiatric treatment of PTSD.
3-2 Family Therapy


The impact of PTSD extends beyond individual patients to affect their spouses, children, and the larger network of relatives, friends, and co-workers. Intimate family and social relationships may all suffer as a result of inappropriate interactions with persons exhibiting PTSD particular, isolation, hypervigilance, irritability, and a propensity for loss of impulse control can contribute to a deterioration of interpersonal functioning. Expression of violence, fear, suspiciousness, or tension within families of PTSD patients may extend to future generations. Family members' reactions may reciprocally exacerbate the patient's condition.
Family therapy offers the opportunity to confer benefits on both the identified patient and the family. Most of the published literature on family and couple therapy in PTSD, however, consists of anecdotal reports and theoretical formulation. Because of the excessive divorce rate in Vietnam veterans and other PTSD patients, couple therapy may be essential to salvage precarious marital ties.  Recent program involved the application of behavioral family therapy, developed initially for use in schizophrenics, to PTSD patients and their spouses. Empirical studies are required to assess and document the immediate and long term effect of family therapy in PTSD.
3-3 Hypnosis


Hypnotic induction and other suggestive techniques have been widely used in the treatment of combat stress reactions (e.g., [128]). Studies indicate that Vietnam veterans with PTSD are more hypnotizable than normal controls ([129-132]). In a study by Brom et al. ([90]), hypnotherapy was more effective than waiting list control in improving avoidance and distress in PTSD patients. Our own clinical experience indicates that some PTSD patients resist hypnotic suggestion, often as a way to remain in control, and others respond to hypnotic induction by developing severe dissociative states ([16]). Hypnosis, therefore, must be used with care and only as a component of an overall treatment plan.
3-4 Inpatient Treatment


Some PTSD patients, generally those with high levels of symptomatology, may require hospitalization, often in response to depression, substance dependence, violence, or suicidal behavior. Four studies of inpatient programs have been reported ([133-136]), and two studies evaluated behavioral treatment during the hospitalization of Vietnam veterans with chronic PTSD. The programs included a variety of interventions, such as group and milieu therapy, individual therapy, counseling, behavior therapy, and pharmacotherapy. The length of stay varied among the studies, reaching up to 140 days Positive changes in self-esteem, interpersonal relations, and symptoms of numbing and arousal have been reported by Scurfield et al. . However, in a 12- to 26-month follow-up study of PTSD inpatients released from hospital treatment, Perconte (1989) showed that symptomatic relapse was the rule. Some improvement (e.g., in employment status) may, nevertheless, persist. Inpatient treatment, therefore, does not markedly affect the course of PTSD but may effectively address crises and comorbidity.
3-5 Vocational Rehabilitation


Data concerning the chronic course of PTSD along with the limited effectiveness of current treatments strongly suggest that rehabilitation should be a major approach to this disorder. Grunert et al.'s study of graded work exposure showed that efforts to implement specific rehabilitation programs can be very productive; 90% of 51 patients with PTSD after work-related hand injuries returned to work, often with a new employer, and about 84% were still working 6 months later. Moreover, among subjects who suffered from flashbacks, 73% successfully returned to work. The presence of such flashbacks had previously been associated with a 90% failure to return to work.
At this point in time, however, the literature on rehabilitation of PTSD patients is scarce. Data concerning specific impairments related to PTSD, such as short term memory deficit, stimulus sensitivity, reduced attention span, are unavailable. Systematic delineation of such impairments is an important step toward implementing rational rehabilitation programs for PTSD patients.
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