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Aspectos Historicos

“Neurose traumatica” (Oppenheim 1889)

“Neurose de Guerra” (Kardiner, 1941): hipervigilancia,
sensibilidade a ameaca, forma cronica.

Grupos com veteranos da guerra do Vietna: Shatane
Lifton - DSM 111 (1980)

DSM-III-R (1987): re-experimentacao, evitacao,
excitabilidade aumentada

DSM-IV (1994): TEPT e TEA entre os transtornos de
ansiedade

DSM 5 (2013): transtorno ligado ao estresse

Schestatsky et al, 2003
DSM 5



Reacao aguda ao estresse vs.
Transtorno de estresse agudo vs. TEPT
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Figure 3. Most people exposed to trauma do not develop post-traumatic
stress disorder.



Transtorno de estresse agudo

* |ntroduzido pelo DSM-IV para descrever
manifestacao que pode preceder o TEPT

* Manifestacao no 12 més apos o trauma

* |dentifica sujeitos com alta probabilidade de
desenvolver o TEPT



Sensibilidade e especificidade do TEA

para TEPT

Sensitivity, specificity, and positive and negative predictive power of ASD and subsyndromal ASD predicting diagnoses.

Wariable Sensitivity Specificity PPP NPP
ASD Subsyndromal ASD ASD Subsyndromal ASD ASD Subsyndromal ASD ASD Subsyndromal ASD

PTED 34 (33) A2 (.46) 94 (95) .03 (90) 36 (.42) A0(35) 03 (92) 93 (93)
MDD 23 (.16) .35(.26) 93 (93) B7(89) A0 (.35) A0(35) B6(83) 89 (85)
Panic disorder 37 (33) A451.39) 86 (.93) JB6(B8) W22 1(.23) A9(.16) 92 (96) 88 (96)
Agoraphobia 33 (31) A1 (.46) 53 (.95) L84 (80) .321(.42) 28(37) 83(92) 89 (.93)
Social phobia 35 (30) AT (.48) 92 (.93) L6 ([ B9) 25(.27) 23(.26) J05(04) 86 (96)
Specific phobia 32 (24) Ad0.41) 92 (.93) JO6 ([ B8) L20(.15) A9(16) 206 (096) B8 (06)
oD A8 (.39) 57 1(.54) 52 (93) LG8 (B8) A7(19) A4 (16) 48 (97) 58 (.98)
GAD 33 (26) A1 (.36) 04 (04) 02 (89) A0 (.39) A3(33) .02 (B0) 90 (91}
Substance use A3 (.18) 19 (.25) 91 (.93) 01 (87) 14 .19) A3(.16) 201 (92) A7 (92)
Any diagnosis A9 (.18) 25(.27) 85(97) 85(93) JB510.73) 59 (67) 72(.70) g2

MNate, Sensitivity = the probability that someone diagnosed with a disorder at 12 months had acute (or subsyndromal ) stress disorder. Specificity = probability that someone
who did develop a disorder at 12 months did not have acute (or subsyndromal) stress disorder. Positive predictive power = probability that someone with acute {or sub-
syndromal) stress disorder subsequently develops a disorder. Negative predictive power = probability that someone without acute (or subsyndromal) stress disorder
subsequently does not develop a disorder. Data in parentheses refer to predictive functions of participants with no prior psychiatric disorder.

Bryant 2012



Transtorno de Estresse Agudo (DSM-5)

A. Exposicdao ou ameaca de morte, ferimento grave, violacao sexual de uma das
seguintes formas:

1. Exposicao direta ao evento traumatico

2. Testemunhou o evento

3. Soube do evento através de um familiar ou amigo préoximo (evento violento ou
acidental)

4. Foi extremamente exposto a muitos detalhes do evento (ex. Bombeiros,
policial)

Nao inclui eventos exposto somente através de midia eletrénica e TV.



Transtorno de Estresse Agudo (DSM-5)

B. Nove (9/14) dos seguintes sintomas:

- Sintomas intrusivos (meméarias intrusivas e invasivas, sonhos recorrentes,
reacdes dissociativas como flash-back, intenso desconforto ou sintomas fisicos
marcados secundario a indicios internos ou externos ligados ao evento)

- Humor negativo (inabilidade de experienciar emoc¢des positivas)

- Sintomas dissociativos (alteracdes da percepcao da realidade ou de si proprio,
inabilidade de lembrar de fatos importantes ligados ao trauma)

- Sintomas evitativos (esforgos para evitar lembrar do trauma, esforcos para
evitar indicios externos que lembre o trauma)

- Sintomas de hiperexcitabilidade (Alteracdo do sono, irritabilidade ou
agressividade, hipervigilancia, problemas de concentracao, reagdes de
sobressalto)

C. Duracgao >3 dias e <1 més

DSM-5 (2013)



Sintomas dissociativos

Table 2. Hierarchical Muldple Regression Analyses of Factors Related to Intrusions and Avoidance Reactions
18 Months and Almost 4 Years Postdisaster

18-months postdisaster 4-years postdisaster
AR B SER B AR B SER A
Step 1: Demographic characteristics and disaster experiences
Gender (female) L oFE 4,32 1.38 L2 Ll i 2.15 1.27 .06
Age 0.26 0.05 Il 0.31 0.05 27
Education level —1.75 0.83 —.09* —2.32 0.75 —.13%
Damage home 5.30 1.78 12 4.51 1.63 1
Disaster exposure 0.84 0.14 24 0.90 0.13 V¥ b
Step 2: Initial posttraumatic stress symptoms and psychological distress
Gender (female) 2k —0.42 1.25 —.01 e —1.71 1.19 —.05
Ape 0.19 0.05 e 0.24 0.04 2
Education level —1.04 0.72 —.05 —1.67 0.69 —.09*
Damage home 2.04 1.56 .05 2.00 1.49 05
Disaster exposure 0.37 0.13 [V 0.51 0.12 5
T1IES 0.24 0.05 27 0.22 0.05 Q2E
T1 SCL-90-R 0.13 0.02 35 0.10 0.02 275
Step 3: Peritraumatic dissociation
Gender (female) L08* —0.03 1.25 —.00 .00 —1.65 1.20 —.05
A,ge 0.19 0.05 165 0.24 0.04 ) i
Educartion level —1.04 0.71 —.05 —1.68 0.69 —.09*
Damage home 2.54 1.57 .06 2.08 1.50 05
Disaster exposure 0.43 0.13 2% 0.52 0.12 165
T11ES 0.29 0.05 g 0.22 0.05 23"
T1 SCI_o0-R 015 .07 3R +EE 0 10 007 7 Rk
| PDEQ —024 009  —.13% —0.04 008  —.02

Note. T1 =2-3 weeks postdisaster. IES = Impact of Event Scale; SCL-90-R = Psychological distress, total score on the SCL-90-F; PDECQ) = Peritraumatic
Dissociative Experiences Questionnaire (PDEQ); SRS-I'TSD = Self Rating Scale for Posttraumatic Stress Disorders.

“p.05.%p < 01 %5 < 001, Van der Velden 2006



TEPT

Geralmente nos primeiros 3 meses apos o
trauma

Remissao espontanea em % dos casos em 3
meses

Risco de suicidio indireto

Incapacitacao funcional, custos economicos e
alta utilizacao de servicos médicos

80% comorbidade
(DSM 5 2013, Krysinska 2010)



Transtorno de Estresse POs-Traumatico

(DSM-5)

A. Exposicdao ou ameaca de morte, ferimento grave, violacao sexual de uma das
seguintes formas:

1. Exposicao direta ao evento traumatico

2. Testemunhou o evento
3. Soube do evento através de um familiar ou amigo préoximo (evento violento ou
acidental)
4. Foi extremamente exposto a muitos detalhes do evento (ex. Bombeiros,
policial)
Nao inclui eventos exposto somente através de midia eletrénica e TV.

B. Pelo menos 1 sintoma intrusivo (1/3) (Memoria intrusiva e recorrente do trauma,

sonhos recorrentes, reacdes dissociativas tipo flashback)

C. Pelo menos 1 sintoma de evitacdo (1/2) (evitacdo de lembrancas, evitacdo de
indicios externos que lembrem o trauma)



Transtorno de Estresse POs-Traumatico

(DSM-5)

D. Duas ou mais alteracdes de humor e cognicbes (2/7) (incapacidade de recordar
aspectos do trauma, crengas persistentes e exageradas quanto a si mesmo, 0s
outros ou o mundo, Cognicdes distorcidas quanto as causas ou as
consequéncias do trauma, estado emocional negativo persistente, reducao de
interesse e participacao em atividades relevantes, sensacao de distanciamento
e afastamento de outras pessoas, incapacidade persistente de sentir emocoes
positivas)

E. Dois ou mais sintomas de excitabilidade aumentada (2/5) (irritabilidade ou surtos
de raiva, comportamento auto-destrutivo, hipervigilancia, resposta de
sobressalto exagerada, dificuldade de concentracao, dificuldade em conciliar ou
manter o sono)

F. Duragcao superior a um més
G. Sofrimento significativo ou prejuizo funcional
H. Ndo é secundario a efeito de substancia ou condicao médica



TEPT ao longo do mundo

Alemanha 1,3%
EUA 7,8%
Etiopia 15,8%

Faixa de Gaza 28,4%
Camboja 28,4%
Argeélia 37,4%

(De Jong 2001, Kessler 1995, Perkoning 2000)



Prevaléncia de trauma e TEPT

(NCS- DSM-III-R)

N=5877 Mulheres TEPT Homens TEPT
expostas expostos
Estupro 9,2% 45,9% 0,7% 65%
Agressao 6,9% 21,3% 11,1% 1,8%
Fisica
Acidente 13,8% 8,8% 25,0% 6,3%
Desastre 15,2% 5,4% 18,9% 3,7%
Natural
Ameaca com 6,8% 32,6% 19,0% 1,9%
Arma
Guerra 0% - 11,1% 38,8%
Total 51,2% 20,4% 60,7% 8,1%

(Kessler 1995)




Prevaléncia TEPT (DSM-IV)

* Ataque de 11/setembro (9%)
* Acidente com veiculo (13—-25%)
 Testemunhar um tiroteio (33%)

(Galea 2002, Bryant 2003, Classen 1998)



Table 3. Exposure to Traumatic Events in Sao Paulo (5P) and Rio de Janeiro (RJ), 2007-2008*.

Lifetime prevalence 12-month prevalence
Traumatic avents sP RJ sP RJ

% (95%CI) T [95%CIH) Pvalue 9% (95%CI) 9% (95%Cl) P value
Assau ltive violence 59.4 (57.0-61.8) 638 (60.5-66.90 o024 2.5 (R0-11.00 11.4(9.5-133) a11s
War experence 0.5 (0.01-8.9) 1.1 {05-1.7 0.104 a 0.08 (0.0-2.4) a14
Being attacked without weapon 218 197-238) 245 (2210-27.3) 0.093 1.0 (0.5-1.5) 25(1.5-34) 0005
Being attacked with weapon 288 [266-31.0) 331 (30.2-34.1) 0.020 25 (1.7-32) 24 (15-33) 0945
Beln.g kidnapped, or held aptive 0.7 (04-1.1) 1.5 (0.8-23) 0048 0.1 (0.0-0.3) 0,08 (0.0-0.2) 0.840
Fast kidnap' 20 (1.2-28) 0.7 (0.2-1.2) 0.010 0.02 (0.0-0.6) 0 0.528
Torture/teroris m 0.8 (03-1.2) 22(13-3.0) 0,003 0.1 {0.0-03) 0.2 (0.0-04) 0E14
Death threats 12.1 (105=13.7) 119 (9.8-13.9) 0.857 23 (1.5-3.1) 23 (14-32) 0939
Conflict between gangs/drug dealers® 12 (0.7-18) 20 (19-4.40) 0.002 03 {0.0-0.7) 04 {0.1-1.1) 0324
Rape 1.3 (0.B-1.8) 23(1.4-33) 0044 o 0,008 (0.0-02) Q114
Sexual molestation 25(1.8-33) 49 (35-6.3) 0.001 0.004 (0.0-0.1) 0.02 (0.0-0.4) 0219
Being beaten-up by parents/relatives 73 (A1-8.6) 9.1 (7.2-10.8) 0.107 0.06 (0.2-1.00 04 (0.1-0.7) 0459
Beh'-g beaten-up by an intimate partner 6.8 (56-8.0) 6.8 (53-8.4) 0.992 0.9 (0.5-1.4) 0.9 (0.4-1.4) 0885
Being beaten-up by anyone else than family/partner 3.7 (28-46) 42 (30-53) 0.523 0.2 (00 —1-04) 03 (0.02-0.6) 0595
Having one's house broken into while at home 9.0 (7.6-10.5) 73 (5.7-89) 0.128 1.2 (0.7-1.8) 0.8 (02-13) 0.242
Blackmailing telephone calls 8.7 (72-10.1) 120 (10.0-14.0) 0.006 3.0(21-38) 34 (23-44) 0.584
Other injury or shocking events FAF (FO0/7-750) 790 (75.9-81.9) <.0.001 128 (11.1-144) 237 (21.0-26.4) <0.0071
Car/motorcycle acddent 18.1 (162-20.0) 174 (150-19.9) 0,645 13 (0.7-1.8) 1.5 (0.7-23) 0625
Accidents other than car/motorcycle 53 (42-6.4) 7. (5487 0.070 04 (0.1-0.8) 05 (0.04-1.0) 0836
Fire, flood, natural disaster 75 (62-89) 103 (B.4-123) 0.016 0.9 (03-14) 0.6 (0.1-1.0) 0375
\Mmsslhg SOMeons belng |l|'."|'ig or injured 271 (249-293) 282 (254-31.1) 0.524 34 (25-43) 44 (31-57) 0222
Witnessing bank robbery 70 (56-83) 7.1 (55-8.8 0.875 0.8 (0.3-1.3) 0.8 [02-1.4) 0973
Witnessing a shoot-out or being victim of stray bullet 16.1 (143-17.9) 294 (26.5-323) <0.001 2001,3-27) 11.7 (9.6-13.8) <0.001
Witnessing domestic violence during childhood® 16.2 (145-18.0) 175 (15.1-19.8) 0.404 0.3 (0.0-0.6) 00 0.223
Having one's house broken into while not at home 142 (124-159) 104 (8.5-12.3) 0,006 1.2 (0.6-1.7) 15 (0.7-23) 0486
Seeing or touching a corpse 31.0 (287-333) 375 (34.4-40.5) 0,001 4.6 (3.6-5.6) 10.3 (B4-123) <0.001
Witnessing atrocities, slaughter, massacre 7.7 (64-9.0) 115 (9.6-13.4) 0,001 1.0 (0.5-1.5) 22 (13-31) 0014
Human-made disaster 22 (15-3.0) 43 (3.0-5.6) 0.004 0.4 (0.02-0.7) 0.4 (0.0-0.9) 0782
Witnessing crime organizations’ attacks® 252 (231-274) 267 (239-29.5) 0417 04 (02-05) 1.1 (04-1.7) 0003
Sudden deathdife-threatening illhess of a dose person  47.7 {44.5-500) 49.7 [46.5-52.9) o794 4.7 (27-5.7) 7.4 (57-9.0) 0,004
Sudden unexpected death of a close person 4232 [398-445) 451 (42.0-48.3) 0150 38 (28-47) 6.8 (52-82) =0.001
Child with life-threatening illness or injury 96 (B2-11.00 9.1 (73-11.0) 0.702 1.0 (0.5-1.5) 0.8 (0.2-13) 0579
Any traumatic event 86.0 (84.4-87.7) 887 (867-90.6)  0.055 21.7 (19.6-237) 351 (32.1-381) <0.001

*Prevalence estimates presented are weighted estimates.

"In the fast kidnap the person is kidnaped and held captive for several hours to withdraw cash form ATMs,

*Conflicts between gangs/drug dealers refer to fights between rival groups, usually to control drug traffic areas in the slams. R H b H 20 1 3
*This includes events that accurred up to 12 years of age. ( I elro

“n 2006 and 2007, crime organizations perpetrated a series of random gunshots, depredations and bus-burnings in the two cities.

doi:10.137 1/joumnalpone 00635451003



MODULE A: ALGORITHM

Management of Post-Traumatic Stress
Module A - Acute S5tress Reaction/Disorder
Prevention of PTSD

VA/DoD Clinical Practice Guideline for A

"

in

(a1}

Individual exposed to trauma - ]
within the last 30 days
(Al ~ Symptoms
* Trauma
Aszsess briefly based on general ASRICOSR Risk factors
appearance and behavior Medical status
{See Sidebar 1) Mental status
[B] Functicnal status
-* Psychosocial status
Dangercusness
Is person unstable, suicidal, or 4 _ _ Unit disruption
dangerous to self or others, orin Yes Provide appropriate care or
need of urgent medical or P refer to stabilize.
surgical attenticn? Follow legal mandates
[C]
L e Sidebar 2. IMMEDIATE NEEDS
Assess environment for Survival
ocngeing threats Safety & Security
Protect from further harm Food, hydraticn
Shelter, clothing
* Sleep
Ensure basic physical needs are met Medical care (first aid)
[D] Stabilization (if needed)
Crigntation
* Communication with unit'family
friends and community

VADoD Clinical Practice Guideling for the
Management of Post-Traumatic Stress



Excessive arousal, dissociation

of,
Impaired functicn
or, Yes
Meet DSM-IV witeria for
diagnaosis of ASD7?
[E] :
As5ESS |
Ho - medical and funcltional status [F]
- pre-existing psychiatric and
medical conditions [5]
- Risk factors for developing PTSD [H]
E. *
Initiate acute interventions
(See side bar 3)
. Y
Re-assess symptoms and function
[M]
Persistent (=1 month) or worsening
traumatic stress symptoms, or
Significant functicnal impairment, or
High risk for developing PTSD?
[M]
¥ H::-‘

Offer contact/acoess information
Repeat socreen for traumatic stress
within 3 to 8 months
Provide secondary prevention
and educaticn

Meonitor and follow up
as indicated
[O]

i

Sidebar 3. ACUTE INTERVENTION S

Prowvide:
- Education & normalization [1]
- Brief sessions psychotherapy with
exposure and/or cognitive restructuring
components [J]
- Acute symptom management : [K]
— Slesp disturbance
— Hyper arousal
— Fain
- Social & spiritual support [L]

Avoid:

- Individual and group psychological
debriefing [J]

Yes

Continue management
Module B - PTSD

VA/DeD Clinical Practice Guideline for the
Management of Post-Traumatic Stress




Table A - 1 Early Intervention after Exposure to Trauma (<4 days after exposure)

Balance of Benefit and Harm

SR

Significant
Benefit

Some Benefit

Unknown Benefit

Mo Benefit
Potential Harm

Psychological First Aid
Psychoeducation and

normalization

Social support

Spiritual support

Psychological debriefing

SR = Strength of recommendation (see Appendix A)

VA/DeD Clinical Practice Guideline for the
Management of Post-Traumatic Stress



Primeiros socorros psicoloégicos

1. Contact and Engagement - Respond to contacts initiated by affected
persons, or initiate contacts in a non-intrusive, compassionate, and
helpful manner

2. Safety and Comfort - Enhance immediate and ongoing safety, and
provide physical and emotional comfort

3. Stabilization (if needed) - Calm and orient emotionally overwhelmed
or distraught survivors

4. Information Gathering - Current Needs and Concerns - Identify
immediate needs and concerns, gather additional information, and
tailor PFA interventions

5. Practical Assistance - Offer practical help to the survivor in addressing
immediate needs and concerns

6. Connection with Social Supports - Help establish opportunities for
brief or ongoing contacts with primary support persons or other
sources of support, including family members, friends, and
community helping resources

7. Information on Coping - Provide information (about stress reactions
and coping) to reduce distress and promote adaptive functioning

8. Linkage to Collaborative Services - Link survivors with needed
services and inform them about available services that may be
needed in the future.

These core goals of PFA constitute the hasic objectives of providing early
assistance (e.qg., within days or weeks following an event). The amount of
time spent on each goal will vary from person to person and with different
circumstances, according to need.

The complete document describing PFA components can be found at:
http://www.vdh.state.va.us/EPR/pdf/PFA9-6-05Final.pdf

VA/DoD Clinical Practice Guideline for the
Management of Post-Traumatic Stress
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Tratamento do TEA

 |dentificar vitimas em risco de desenvolver
psicopatologia

* Tratamento de pacientes com TEPT com TCC nos
primeiros meses pos-trauma previne outras
complicacoes

e Os estudos positivos sao focados em ansiedade,

nao ha evidéncia em outras reacoes emocionais
(raiva, depressao, culpa,...)

Bryant 2011



Table A-4 Early Interventions after Exposure to Trauma (4 to 30 days after exposure)

(4-5 sessions)

Balance of Benefit and Harm
Significant Some Benefit Unknown Benefit MNo Benefit
SR Benefit
A |- Brief Cognitive
Behavioral
Therapy

N

- Social support

/

- Individual psychological
- Formal psychotherapy for

- Benzodiazepines ©
- Typical Antipsychotics @

debriefing &

asymptomatic survivors &

- Psychoeducation
and normalization

- Imipramine

- Propranolol

- Prazosin

- Other Antidepressants
- Anticonvulsants

- Atypical Antipsychotics

- Spiritual support
- Psychological First Aid

- Group psychological

N

debriefing

@ = Potential harm; SR = Strength of recommendation (see Appendix A)

VADoD Clinical Practice Guideling for the
Management of Post-Traumatic Stress



Debriefing

NOoOUeWwWwNe

Introducao

Os fatos

Pensamentos e impressdes
Emocoes

Normalizacao
Planejamento do futuro
Desligamento

Mitchell 1983 and Dysegow 1989



Analysis 1.1. Comparison | Debriefing versus Control, Qutcome | PTSD diagnosis - ITT data.
Review: Psychological debriefing for preventing post traumatic stress disorder (FTSD)
Comgarisorn: | Debriafing varsus Control

Cutcomes | PTED digpnosis - ITT data

Peto Peto
Study or subgroup Debriefing Control Cdds Ratio Weight Cdds Ratio
n'N n/M Peto,Feed 953 Cl Peto Fixed 95% Cl
| Up to 3 months
Conlan 1999 218 422 —l— 1000 % 058 [ 10, 326 ]
Subtotal (95% CI) 18 22 T ————— 100.0 % 0.58 [ 0.10, 3.26 ]
Total events 2 (Debriefing), 4 (Control)
Heterogeneity: not applicable
Test for overall effect Z = Q162 (P = 054)
2 3-6 months
Conlon 1999 ana 3z D 50% QIs[Qol, 152]
Rosa 1999 18/54 17751 —— 415 % 1.00 [ 045, 224 ]
Bisson 1997 3UTT 17/54 - 536% 161 [079, 326 ]
Subtotal (95% CI) 149 129 —— 100.0 % 1.17 [0.70, 1.98 ]
Total events: 50 (Debriefing), 37 {(Control)
Heterogeneity: Chi2 = 396, df = 2 (P = 0.14); I =49%
Test for overall effect Z = Q&1 (P = 0.54)
3 &-12 months
Rose 1999 1054 10751 —— 100.0 % 093 [ 035, 246 ]
Subtotal (95% CI) 54 51 ———— 100.0 % 0.93 [ 0.35, 2.46 ]
Total events: 10 (Debriefing). 10 {Control)
Heterogeneity: not applicable
Test for overall effect Z = 014 (P = 0.8%)
4 12 menths or mone
Bissan 1997 77 14/56 —— 1000 % 251 [ 124,509 ]
Subtetal (95% CI) 77 56 i 100.0 % 251 [ 1.24, 5.09 ]
Total events: 36 (Debnafing), 14 {Control)
Heterogeneity: not applicable
Test for overall effect Z = 255 (F = 0011)
Test for subgroup differences Chi? = 470, &f = 3 (P = 020), 2 =36%
PR L
ar o2 05 1 2 5 1

Favours Debriafing Favwours Control

Rose 2009
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Treatment of recent trauma survivors with benzodiazepines: a prospective study.

Gelpin E, Bonne O, Peri T, Brandes D, Shalev AY.
The Center for Traumatic Stress, Deparment of Psychiatry, Hadassah University Hospital, Jerusalem, Israel.

Abstract

BACKGROUND: Most types of psychotropic drugs have been tried in the treatment of chronic posttraumatic stress disorder
(PTSD}, but have yielded limited results. Theory and retrospective research predict that early treatment may be more
efficacious. Specifically, high-potency benzodiazepines have been recommendad for the treatment of acute responsas to

trauma and for prevention of PTSD. This study prospectively evaluates the effect of early administration of benzodiazepines on

the course of PTSD and PTSD symptoms.

METHOD: Thirteen trauma survivors (the benzodiazepine group) were treated within 6.7 +/- 5.8 days after the trauma (range,
2-18) with either clonazepam (N = 10, 2.7 +/- 0.8 mg/day) or alprazolam (N = 3, 2.5 mg/day). Thirteen other trauma survivors,
pair-matched with subjects in the active treatment group for gender and symptom severity in the first week after the trauma,
constitute the control group. Both groups were reevaluated 1 and 6 months after the trauma for PTSD symptoms (Horowitz
Impact of Event Scale; Mississippi Rating Scale for Combat-Related PTSD-civilian trauma version), PTSD status {Clinician
Administered PTSD Scale), state anxiety, depression, and resting heart rate.

RESULTS: Subjects in the benzodiazepine group did not differ from controls in 1-month and 6-month PTSD and anxiety
scores. Repeated measures ANOWVA showed no group or group-by-time effect on psychometric measures. A trend toward
group-by-time interaction in resting heart rate was noted (progressive decrease in the benzodiazepine group). Nine
benzodiazepine subjects and 3 controls met PTSD diagnostic criteria © months after the trauma.

COMNCLUSION: Contrary to expectations, the early administration of benzodiazepines to trauma survivors with high levels of
initial distress did not have a salient beneficial effect on the course of their illness, while reducing physiologic expression of
arousal.
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Alprazolam treatment immediately after stress exposure
interferes with the normal HPA-stress response and

increases vulnerability to subsequent stress in an animal
model of PTSD
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Figure 2 Effect of exposure to the situational reminder on freezing behavior at day 31: 1) The behavioral procedure used for the
unexposed and PSS-exposed rats. Vertical open arrows represent intraperitoneal injection (alprazolam or vehicle). Freezing response
(%) The situational reminder elicited significantly longer periods of immobility during exposure in Alprazolam treated rats, than in
exposed rats treated with vehicle. All data represent group mean+S.E.M.
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Figure 6 Effects of alprazolam immediately after P55-exposure on circulating corticosterone levels: 1-2) The behavioral procedure
used for the unexposed and P55-exposed rats. Vertical open arrows represent intraperitoneal injection (alprazolam or vehicle). All
data represent group mean+5.E.M.
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High dose hydrocortisone immediately after trauma
may alter the trajectory of PTSD: Interplay between
clinical and animal studies ™

Joseph Zohar ?, Hila Yahalom , Nitsan Kozlovsky °,
Shlomit Cwikel-Hamzany 2, Michael A. Matar ®, Zeev Kaplan®,
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Propranolol vs. TEPT
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Figure 1. Propranolol administered systemically impairs IA retrieval but has no effect on reconsolida-
tion. Experimental timelines are shown above each experiment. Values of latencies are expressed in
seconds (s) and shown as means + SEM. (4) Animals were trained in |A with 0.9 mA footshock intensity,
48 h later they were tested (Test 1), and immediately after, they were injected i.p. with propranolol or
saline. Rats were tested again 48 h later (Test 2). No significant effect of treatment was found among
groups. (8) Animals underwent the same experimental protocol as in A except that 0.6 mA footshock
intensity was used during training. Mo significant effect of treatment was found among groups. (C)
Animals underwent the same experimental protocol as in A, except that 0.25 mA footshock intensity
was used during training. Mo significant effect of treatment was found among groups. (D) Animals
underwent the same experimental protocol as in 8, except that they received an i.p. injection of pro-
pranolal 30 min before reactivation (Test 1). Compared with saline, propranolol significantly disrupted
1A retention at Test 1 (**, P = 0.01), but not at Test 2.
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Figure 2. Mean observed Postraumatic Stress Disorder
Checklise (PCL) scores over time. Error bars represent stan-
dard errors of means and are shown for placebo (bars going
up) and propranolol (bars going down); gabapentin standard
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Table A-4 Early Interventions after Exposure to Trauma (4 to 30 days after exposure)

Balance of Benefit and Harm
S Some Benefit Unknown Benefit No Benefit
SR Benefit
A |- Brief Cognitive
Behavioral
Therapy
(4-5 sessions)
B
C - Social support
D - Individual psychological
debriefing &
- Formal psychotherapy for
asymptomatic survivors &
- Benzodiazepines ©
/\ - Typical Antipsychotics &
1 - Psychoeducation f Imipramine - Group psychological
and normalizati - Propranolol debriefing
- Prazosin
- Other Antidepressants
- Anticonvulsants
- Atypical Antipsychotics
- Spiritual support
- Psychological First Aid

N,
&= Potential harm; SR = Strength of recommendatiodNgee Append]

VADoD Clinical Practice Guideling for the
Management of Post-Traumatic Stress



Tratamento do TEPT

Table 8.4 Strength of evidence of pharmacotherapy

for PTSD

Other therapies

Agent

Level of evidence

Antidepressants

SSRls
Fluoxetine (591-593)
Paroxetine (594-596)
Sertraline (597-600)
Citalopram (600-602)
Fluvoxamine(603-607)
Escitalopram

MAOIs and RIMAs
Phenelzine (610,611)
Moclobemide (618)

TCAs
Amitriptyline (608,609)
Imipramine (610,611)
Desipramine (612)

Other antidepressants
Venlafaxine XR (613)
Mirtazapine (614-616)
Bupropion (617)

Anxiolytics
Benzodiazepines
Alprazolam (619)
Clonazepam (571,620,621)
Azapirones
Buspirone (622.623)

Atypical antipsychotics
Adjunctive risperidone (637-640)
Adjunctive olanzapine (641)
Adjunctive quetiapine (642,643)
Olanzapine monotherapy (644—646)

Anticonvulsants
Lamotrigine (624)
Carbamazepine (625,626)
Valproate (627,628)
Adjunctive topiramate (629-631)
Adjunctive tiagabine (632-634)
Adjunctive gabapentin (635,636)

Other agents
Adjunctive clonidine (647)
Fluphenazine (645)
Trazodone (648)
MNaltrexone (649-652)
Prazosin (653—656)
Cyproheptadine (657)

L b W W L R

*Conflicting data

NICE guidelines, 2006




[Intervention Review]

Combined pharmacotherapy and psychological therapies for
post traumatic stress disorder (PTSD)

Sarah E Hetrick!, Rosemary Purcell?, Belinda Garner?, Ruth Parslow?

Analysis 1.1. Comparison | Combined SSRI plus CBT versus SSRI alone (adults), Outcome | PTSD

symptom severity (clinician rated) post intervention (final scores SIP).

Review: (Combined pharmacotherapy and paychological therapies for post traumatic stress disorder (PTSD)

Analysis 1.3. Comparison | Combined SSRI plus CBT versus SSRI alone (adults), OQutcome 3 Depression
severity (self rated) post intervention (change scores).

Review: Combined pharmacotherapy and psychological therapies for post traumatic stress disorder (FTS0)
Comparison: | Combined 55RI plus CBT versus 55RI alone (adults)

Cutcome: 3 Dapression severity (saff rated) post intervention (change scores)

Std. Std.

Comparison: | Combined 551 plus CBT versus SSR lone (adults)
Cutcome: | PTSD symytom severity (dinician rated) post intervention (final scores SIF)
Mean Mean
Study or subgroup Combined SRl anly Diffarence Waight Diffarance
M Mean(sD) M Mean(sD) IVFixed 95% CI VFiced 95% O
Flothaum 2006 34102 (883 I M9(s) 1000 % ATO[-1084, 144 ]
Toral (95% CI) 34 31 E— 100.0 %  -4.70 [ -10.84, 1.44 |
Heterogensity: not applicable
Test fior overall effect: 7 = 150 (P = 0.13)
Test for subgroup diferences Mot spplicable
4 2 0 2 4
Fawours combined Favours 55R1 alone

Mezn Mean
Study or subgroup Combined SSRI alone Differance Weight Differance
N Mean(SD) N Mean(50) IV Fimed,55% CI "V Fied 95% O
Oitto 2003 5 86 (7.2) 5 8.6 (8) 139 % 00[-1.24, 1.24]
Rothbaum 2006 M -31 (7153 30 03 (7.52) Bal % 0450596 004 ]
Total (95% CI) 39 35 100.0 % -0.40 [ -0.86, 0.07 ]
Heterogeneity: Chi? = (.46, df = | (P = 0.50) B =00%
Test for overall effect Z = .66 (P = 0.093)
Test for subgroup differences: Mot applicable
L L ! L
4 2 o 1 4
Favours combined Favours 55R] alone

Citation: Hetrick SE, Purcell R, Garner B, Parslow R. Combined pharmacotherapy and psychological therapies for post
traumatic stress disorder (PTSD). Cochrane Darabase of Systemaric Reviews 2010, Issue 7. Are. No.: CDO007316. DOI:

10.1002/14651858.CD007316.pub2.



Consideracoes finais

Catastrofes: maioria das pessoas nao
apresentarao doenca psiquiatrica

Atencao especial para traumas individuais

ldentificar pessoas em risco e com
sintomatologia

Primum non nocere

Don't Pathologize: ie, "normal response to an abnormal situation”
Don't Psychologize: ie, don't facilitate emotional reaction via
group therapy, debriefing etc

Don't Pharmacologize: ie, don't use benzodiazepines or sleeping
pills in the first few hours



