TOPIC 8. Human behavior in emergencies and combat conditions. Combat stress: symptoms, prevention, first aid.Stress, types, symptoms, stages.
1. Dealing with stress.
2. Phases of traumatic stress reactions in a disaster.
3. Phases of disaster recovery.
4. Physician burnout.
5. Combat stress.

6. First aid for  psychological reaction.
7. Posttraumatic stress disorder (PTSD).
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Feeling like there are too many pressures and demands on you? Losing sleep worrying about tests and schoolwork? Eating on the run because your schedule is just too busy? You're not alone. Everyone experiences stress at times — adults, teens, and even kids. But there are ways to minimize stress and manage the stress that's unavoidable. 
What Is Stress?

We all have stress sometimes. For some people, it happens before having to speak in public. For other people, it might be before a first date. What causes stress for you may not be stressful for someone else. Sometimes stress is helpful – it can encourage you to meet a deadline or get things done. But long-term stress can increase the risk of diseases like depression, heart disease and a variety of other problems. A stress-related illness called post-traumatic stress disorder (PTSD) develops after an event like war, physical or sexual assault, or a natural disaster.

If you have chronic stress, the best way to deal with it is to take care of the underlying problem. Counseling can help you find ways to relax and calm down. Medicines may also help.

Neuro-chemistry and physiology
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The neurochemistry of the general adaptation syndrome is now believed to be well understood, although much remains to be discovered about how this system interacts with others in the brain and elsewhere in the body.

The body reacts to stress first by releasing the catecholamine hormones, epinephrine and norepinephrine, and the glucocorticoid hormones, cortisol and cortisone.

The hypothalamic-pituitary-adrenal axis (HPA) is a major part of the neuroendocrine system, involving the interactions of the hypothalamus, the pituitary gland, and the adrenal glands. The HPA axis is believed to play a primary role in the body's reactions to stress by balancing hormone releases from the adrenaline-producing adrenal medulla, and from the corticosteroid-producing adrenal cortex. Stress can significantly affect many of the body's immune systems, as can an individual's perceptions of, and reactions to, stress. The term psychoneuroimmunology is used to describe the interactions between the mental state, nervous and immune systems, as well as research on the interconnections of these systems.

Stress is a feeling that's created when we react to particular events. It's the body's way of rising to a challenge and preparing to meet a tough situation with focus, strength, stamina, and heightened alertness.

The events that provoke stress are called stressors, and they cover a whole range of situations — everything from outright physical danger to making a class presentation or taking a semester's worth of your toughest subject.

The human body responds to stressors by activating the nervous system and specific hormones. The hypothalamus signals the adrenal glands to produce more of the hormones adrenaline and cortisol and release them into the bloodstream. These hormones speed up heart rate, breathing rate, blood pressure, and metabolism. Blood vessels open wider to let more blood flow to large muscle groups, putting our muscles on alert. Pupils dilate to improve vision. The liver releases some of its stored glucose to increase the body's energy. And sweat is produced to cool the body. All of these physical changes prepare a person to react quickly and effectively to handle the pressure of the moment.

This natural reaction is known as the stress response. Working properly, the body's stress response enhances a person's ability to perform well under pressure. But the stress response can also cause problems when it overreacts or fails to turn off and reset itself properly.
Good Stress and Bad Stress

The stress response (also called the fight or flight response) is critical during emergency situations, such as when a driver has to slam on the brakes to avoid an accident. It can also be activated in a milder form at a time when the pressure's on but there's no actual danger — like stepping up to take the foul shot that could win the game, getting ready to go to a big dance, or sitting down for a final exam. A little of this stress can help keep you on your toes, ready to rise to a challenge. And the nervous system quickly returns to its normal state, standing by to respond again when needed.

But stress doesn't always happen in response to things that are immediate or that are over quickly. Ongoing or long-term events, like coping with a divorce or moving to a new neighborhood or school, can cause stress, too.

Long-term stressful situations can produce a lasting, low-level stress that's hard on people. The nervous system senses continued pressure and may remain slightly activated and continue to pump out extra stress hormones over an extended period. This can wear out the body's reserves, leave a person feeling depleted or overwhelmed, weaken the body's immune system, and cause other problems.
Stress is the condition that results when person-environment transactions lead the individual to perceive a discrepancy, whether real or not, between the demands of a situation and the resources of the person's biological, psychological or social systems. In medical terms, stress is the disruption of homeostasis through physical or psychological stimuli. Stressful stimuli can be mental, physiological, anatomical or physical reactions. 
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Types of stress

Richard Lazarus published in 1974 a model dividing stress into eustress and distress. Where stress enhances function (physical or mental, such as through strength training or challenging work) it may be considered eustress. Persistent stress that is not resolved through coping or adaptation (distress) may lead to escape (anxiety) or withdrawal (depression) [image: image9.jpg]Cortisol



behavior.

The difference between experiences which result in eustress or distress is determined by the disparity between an experience (real or imagined), personal expectations and resources to cope with the stress. A person living in a fashion consistent with personally-accepted expectations may have no stress even if the conditions might be interpreted as adverse from some outside perspective — rural people may live in comparative poverty, and yet be unstressed if their resources are sufficient to meet their needs and expectations. If there is chronic disparity between experience and expectations, stress may be relieved by adjustment of expectations to meet the ongoing experiences or conditions. Alarming experiences, either real or imagined, can trigger a stress response. 
 Adaptation to stress

Responses to stress include adaptation, psychological coping such as stress management, anxiety, and depression. Over the long term, distress can lead to diminished health or illness; to avoid this, stress must be managed.

General Adaptation Syndrome

This is a model on stress, researched mainly by Hans Selye on rats and other animals. His research involved exposing animals to unpleasant or harmful stimuli such as injections, extreme cold and even vivisection.
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He found that all animals showed a very similar series of reactions, broken into three stages. He describes this universal response to the stressors as the General Adaption Syndrome or GAS in 1936.
Stage one: alarm

When the threat or stressor is identified or realised, the body's stress response is a state of alarm. During this stage adrenaline will be produced in order to bring about the fight-or-flight response. There is also some activation of the HPA axis, producing cortisol.

 Stage two: resistance

If the stressor persists, it becomes necessary to attempt some means of coping with the stress. Although the body begins to try to adapt to the strains or demands of the environment, the body cannot keep this up indefinitely, so its resources are gradually depleted.

Stage three: exhaustion

In the final stage in the GAS model, all the body's resources are eventually depleted and the body is unable to maintain normal function. At this point the initial autonomic nervous system symptoms may reappear (sweating, raised heart rate etc.). If stage three is extended, long term damage may result as the capacity of glands, especially the adrenal gland, and the immune system is exhausted and function is impaired resulting in decompensation. The result can manifest itself in obvious illnesses such as ulcers, depression or even cardiovascular problems, along with other mental issues.

Stress and burnout

Burnout is the emotional exhaustion in the work arena associated with chronic dis-stress leading to a depletion of resources, emotional and mental fatigue. Burnout can be alleviated or averted through the use of stress management. Eustress, by definition, can not lead to burnout.

Common factors of stress

Both negative and positive stressors can lead to stress. Some common categories and examples of stressors include:

· Sensory: pain, bright light 

· Life events: birth and deaths, marriage, and divorce 

· Responsibilities: lack of money, unemployment 

· Work/study: exams, project deadlines 

· Personal relationships: conflict, deception 

· Lifestyle: heavy drinking, insufficient sleep 

· Early life exposure (e.g. child abuse) can permanently alter an individual's stress response 

· Environmental: Lack of control over environmental circumstances, such as food, housing, health, freedom, or mobility 

· Social: Struggles with conspecific individuals and social defeat can be potent sources of chronic stresses 

Stress is a well-known trigger for depression and it can also affect your physical health. So it's important to identify the causes of stress in your life and try to minimise them.

Any sort of loss, from bereavement, divorce and separation to a child leaving home, causes stress, as do long-term illness and disability. But things such as marriage, moving house, a new job and holidays have quite high stress ratings too. 

In work, worrying about deadlines or about not being up to the challenges of a particular task can cause stress.

Symptoms of stress

Some common signs of too much stress include: 

· Increased irritability 

· Heightened sensitivity to criticism 

· Signs of tension, such as nail-biting 

· Difficulty getting to sleep and early morning waking 

· Drinking and smoking more 

· Indigestion 

· Loss of concentration

It's important to act to relieve damaging stress before it affects your physical or mental health. 

What Causes Stress Overload?

Although just enough stress can be a good thing, stress overload is a different story — too much stress isn't good for anyone. For example, feeling a little stress about a test that's coming up can motivate you to study hard. But stressing out too much over the test can make it hard to concentrate on the material you need to learn.

Pressures that are too intense or last too long, or troubles that are shouldered alone, can cause people to feel stress overload. Here are some of the things that can overwhelm the body's ability to cope if they continue for a long time:

· being bullied or exposed to violence or injury

· relationship stress, family conflicts, or the heavy emotions that can accompany a broken heart or the death of a loved one

· ongoing problems with schoolwork related to a learning disability or other problems, such as ADHD (usually once the problem is recognized and the person is given the right learning support the stress disappears)

· crammed schedules, not having enough time to rest and relax, and always being on the go

Some stressful situations can be extreme and may require special attention and care. Posttraumatic stress disorder is a very strong stress reaction that can develop in people who have lived through an extremely traumatic event, such as a serious car accident, a natural disaster like an earthquake, or an assault like rape.

Some people have anxiety problems that can cause them to overreact to stress, making even small difficulties seem like crises. If a person frequently feels tense, upset, worried, or stressed, it may be a sign of anxiety. Anxiety problems usually need attention, and many people turn to professional counselors for help in overcoming them.[image: image11.jpg]bad stress ===
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Signs stress overload.

People who are experiencing stress overload may notice some of the following signs:

· anxiety or panic attacks

· a feeling of being constantly pressured, hassled, and hurried

· irritability and moodiness

· physical symptoms, such as stomach problems, headaches, or even chest pain

· allergic reactions, such as eczema or asthma

· problems sleeping

· drinking too much, smoking, overeating, or doing drugs

· sadness or depression

Everyone experiences stress a little differently. Some people become angry and act out their stress or take it out on others. Some people internalize it and develop eating disorders or substance abuse problems. And some people who have a chronic illness may find that the symptoms of their illness flare up under an overload of stress.
Symptoms of panic attacks

For those who do panic, the symptoms are:

· Fast, pounding heartbeat 

· Difficulty catching your breath 

· Chest pain 

· Flushing and sweating 

· Feeling sick 

· Trembling 

· Dizziness 

· Dry mouth 

· Needing to go to the toilet 

· Feeling faint

This experience can be so intense that the person becomes convinced that they're having a heart attack, which adds to their feeling of panic. 

Some people also begin to feel that the reactions of their body are so extreme and so out of control that they're simply an observer of it all.

Though they don't describe any kind of out-of-body experience, they do describe feeling as though they become detached from what's going on, as though the whole situation had taken on an unreal quality. 

This is referred to as 'depersonalisation'. It sounds as though it may be a relief from the panic attack, but it is, in fact, even more unpleasant.

There's another group of people who experience panic attacks apparently spontaneously. This is often associated with general anxiety - ongoing, grumbling symptoms coming to a peak. But panic attacks also occur out of the blue. When this happens, the fear of it reoccurring in the same situation can easily develop, leading to a phobia or general anxiety that becomes self-feeding.

Common phobias

It's possible to be phobic about anything, but these are particularly common fears:

· Dental treatment 

· Flying 

· Blood 

· Social phobias 

· Agoraphobia (open spaces)

When a person with a phobia comes into contact with the thing they're frightened of - or knows that they soon will - they develop some of the more immediate physical symptoms of anxiety. Anxiety is made up of a long list of symptoms, and different people develop different patterns of symptoms.

For many people, this is enough to make them completely avoid whatever they're dreading - a whole life can become structured around avoiding the situation or object. But sometimes it's unavoidable and a person with a phobia is forced into a situation they fear. For example, years of someone not going to the dentist ends in the need for emergency treatment, or someone suffers an accidental cut or has to attend a meeting that can't be avoided. Panic often follows.

The word 'often' is important here - panic isn't inevitable, and it doesn't always follow. Many people with a phobia surprise themselves and come through the situation, even though they find it highly unpleasant.
Dealing with stress
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The secret of managing stress is to look after yourself and, where possible, to remove some of the causes of stress. If you start to feel things are getting on top of you, give yourself some breathing space. 

Take a day off work, domestic chores, family and everything else that puts pressure on you. Spend the day doing only relaxing things that make you feel good. It can make all the difference, reducing the threat to your wellbeing. 

Some ways to cope with stress:

· Accept offers of practical help 

· Do one thing at a time - don't keep piling stress on stress 

· Know your own limits - don't be too competitive or expect too much of yourself 

· Talk to someone 

· Let off steam in a way that causes no harm (shout, scream or hit a pillow) 

· Walk away from stressful situations 

· Try to spend time with people who are rewarding rather than critical and judgmental 

· Practise slow breathing using the lower part of the lungs 

· Use relaxation techniques
Keep Stress Under Control

What can you do to deal with stress overload or, better yet, to avoid it in the first place? The most helpful method of dealing with stress is learning how to manage the stress that comes along with any new challenge, good or bad. Stress-management skills work best when they're used regularly, not just when the pressure's on. Knowing how to "de-stress" and doing it when things are relatively calm can help you get through challenging circumstances that may arise.

Here are some things that can help keep stress under control:

· Take a stand against overscheduling. If you're feeling stretched, consider cutting out an activity or two, opting for just the ones that are most important to you.

· Be realistic. Don't try to be perfect — no one is. And expecting others to be perfect can add to your stress level, too (not to mention put a lot of pressure on them!). If you need help on something, like schoolwork, ask for it.

· Get a good night's sleep. Getting enough sleep helps keep your body and mind in top shape, making you better equipped to deal with any negative stressors. Because the biological "sleep clock" shifts during adolescence, many teens prefer staying up a little later at night and sleeping a little later in the morning. But if you stay up late and still need to get up early for school, you may not get all the hours of sleep you need.

· Learn to relax. The body's natural antidote to stress is called the relaxation response. It's your body's opposite of stress, and it creates a sense of well-being and calm. The chemical benefits of the relaxation response can be activated simply by relaxing. You can help trigger the relaxation response by learning simple breathing exercises and then using them when you're caught up in stressful situations. (Click on the button to try one.) And ensure you stay relaxed by building time into your schedule for activities that are calming and pleasurable: reading a good book or making time for a hobby, spending time with your pet, or just taking a relaxing bath.

· Treat your body well. Experts agree that getting regular exercise helps people manage stress. (Excessive or compulsive exercise can contribute to stress, though, so as in all things, use moderation.) And eat well to help your body get the right fuel to function at its best. It's easy when you're stressed out to eat on the run or eat junk food or fast food. But under stressful conditions, the body needs its vitamins and minerals more than ever. Some people may turn to substance abuse as a way to ease tension. Although alcohol or drugs may seem to lift the stress temporarily, relying on them to cope with stress actually promotes more stress because it wears down the body's ability to bounce back.

· Watch what you're thinking. Your outlook, attitude, and thoughts influence the way you see things. Is your cup half full or half empty? A healthy dose of optimism can help you make the best of stressful circumstances. Even if you're out of practice, or tend to be a bit of a pessimist, everyone can learn to think more optimistically and reap the benefits.

· Solve the little problems. Learning to solve everyday problems can give you a sense of control. But avoiding them can leave you feeling like you have little control and that just adds to stress. Develop skills to calmly look at a problem, figure out options, and take some action toward a solution. Feeling capable of solving little problems builds the inner confidence to move on to life's bigger ones — and it and can serve you well in times of stress.

Phases of Traumatic Stress Reactions in a Disaster

Disasters and terrorist attacks are often widespread with many people who directly experience the event and many more who may witness or be indirectly impacted. Many people may encounter behavioral and emotional readjustment problems. Many posttraumatic stress symptoms are normal responses to overwhelming stressors. Exposure to these overwhelming stressors may change our assumptions about life and create distress, but the intensity of this distress will subside with time. Experts agree that the amount of time it takes people to recover depends both on what happened to them and on what meaning they give to those events.

Terroristic acts may result in a whole society questioning the fundamental view of the world as a predictable, just, and meaningful place to live. This questioning is amplified by the fact that organized violence is intentional; it often has a political agenda; and it is meant to create terror, destroy, and hurt. Studies have shown that deliberate violence creates longer lasting mental-health effects than natural disasters or accidents. The consequences for individuals and the community are long lasting and survivors often feel that injustice has been done to them. This can lead to anger, frustration, helplessness, fear, and a desire for revenge. Reestablishing meaningful patterns of interactions in the community after a trauma may facilitate reconstruction of a sense of meaning and purpose. Prior research into terroristic events and disasters has shown that reactions to these events may be categorized into different phases.

Impact phase

Most people respond appropriately during the impact of a disaster and react to protect their own lives and the lives of others. This is a natural and basic reaction. A range of such behaviors can occur, and these may also need to be dealt with and understood in the postdisaster period. After the fact, people may judge their actions during the disaster as not having fulfilled their own or others' expectations of themselves.

During the impact phase, some people respond in a way that is disorganized and stunned, and they may not be able to respond appropriately to protect themselves. Such disorganized or apathetic behavior may be transient or may extend into the postdisaster period, so that people may be found wandering helpless in the devastation afterwards. These reactions may reflect cognitive distortions in response to the severe disaster stressors and may for some indicate a level of dissociation.

Several stressors may occur during impact, which may subsequently have consequences for the person:

· Threat to life and encounter with death

· Feelings of helplessness and powerlessness

· Loss (e.g., loved ones, home, possessions)

· Dislocation (i.e., separation from loved ones, home, familiar settings, neighborhood, community)

· Feeling responsible (e.g., feeling as though could have done more)

· Inescapable horror (e.g., being trapped or tortured)

· Human malevolence (It is particularly difficult to cope with a disaster if it is seen as the result of deliberate human actions.)

Immediate postdisaster phase: recoil and rescue

This is the phase where there is recoil from the impact and the initial rescue activities commence. Initial mental-health effects may appear (e.g., people show confusion, are stunned, or demonstrate high anxiety levels). Emotional reactions will be variable and depend on the individual's perceptions and experience of the different stressor elements noted earlier. Necessary activities of the rescue phase may delay these reactions, and they may appear more as the recovery processes get under way. Reactions may include:

· Numbness

· Denial or shock

· Flashbacks and nightmares

· Grief reactions to loss

· Anger

· Despair

· Sadness

· Hopelessness

Conversely, relief and survival may lead to feelings of elation, which may be difficult to accept in the face of the destruction the disaster has wrought.

Recovery phase

The recovery phase is the prolonged period of adjustment or return to equilibrium that the community and individuals must go through. It commences as rescue is completed and individuals and communities face the task of bringing their lives and activities back to normal. Much will depend on the extent of devastation and destruction that has occurred as well as injuries and lives lost (Raphael, 1993).

This period may be associated with a honeymoon phase deriving from the altruistic and therapeutic community response immediately following the disaster. A disillusionment phase may soon follow when the disaster is no longer on the front pages of newspapers, organized support starts to be withdrawn, and the realities of losses, bureaucratic constraints, and the changes wrought by the disaster must be faced and resolved (Raphael, 1986).

During the stage of acute danger the priority for all is basic safety and survival. Once this is relatively secured, other needs emerge that are both existential and psychological. And once manifest, these needs are typically left frustrated and unfulfilled for a prolonged period of time. Many times, through the media, retribution, or continued violence, the community in question is exposed to further traumatic events.

It is particularly important to remember that emotional needs may be very significant, especially for those who have been severely affected. They may only start to appear during this phase. People may also be hesitant to express distress, concern, or dissatisfaction, feeling they should be grateful for the aid given or because they have suffered less than others have. It should be noted that sometimes emotional reactions may present as physical health symptoms, such as sleep disturbance, indigestion, and fatigue, or they may present as social effects such as relationship or work difficulties.
Six Phases of a Disaster

1. Pre-disaster phase:
· Disasters with no warning can cause feelings of vulnerability and lack of security, fear of the future or fear of unpredicted tragedies, and a sense of loss of control or inability to protect oneself and family.

· Disasters with warning can cause guilt or self-blame for failure to heed warnings.

2. Impact phase:
· Impact reactions can range from shock to overt panic.

· Slow, low-threat disasters and rapid, dangerous disasters have different psychological impacts.

· Great destruction and loss leads to psychosocial effects.

· Initial confusion and disbelief are followed by focus on self-preservation and family protection.

· Family separation during impact causes considerable anxiety.

3. Heroic phase:
· Many exhibit adrenaline-induced rescue behavior and have high activity with low productivity.

· Risk assessment may be impaired, and there is a sense of altruism.

· Evacuation and relocation have psychological significance: impact of physical hazards and impact of family separation.

4. Honeymoon phase:
· Disaster assistance is readily available. Community bonding occurs. Optimism exists that everything will return to normal quickly.

· Opportunities are available for a crisis team to gain entrée to impacted people and build relationships.

5. Disillusionment phase:
· Physical exhaustion may surface, and optimism turns into discouragement.

· Increased need for substance abuse services may begin to surface.

· Reality of losses sets in. Diminishing assistance leads to feelings of abandonment. Stress and fatigue take a toll. The larger community returns to business as usual.

· The crisis team may have increased demand for services, as individuals and communities begin to assume responsibility for rebuilding their lives.

· People adjust to a new “normal,” while continuing to grieve losses. There is recognition of growth and opportunity.

6. Reconstruction phase:
· The reconstruction process may continue for years. Individuals and communities begin to assume responsibility for rebuilding their lives.

· People adjust to a new "normal," while continuing to grieve losses. There is recognition of growth and opportunity.

It is important to note that the key to assisting those exposed to a disaster is to identify which of the six phases of a disaster a person is operating from at the time of an encounter. Not understanding these phases will decrease significantly the level of communication and trust one might otherwise establish. Additionally, at-risk-populations are particularly vulnerable.

At-Risk Populations

· Children, youth, and adults with children

· Older adults

· People with prior trauma history

· People with serious mental illnesses

· People with disabilities

· People with a history of substance abuse

· Low-income groups

· First responders and public safety workers

By utilizing the Phases of Disaster approach, all of us will be better equipped to help one another without the need for formal training in mental health, while at the same time dispelling the myths and rumors regarding mental illness. By doing so, we reduce the stigma associated with mental illness and are able to see those affected by a disaster as simply ordinary people facing extraordinary circumstances.
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Physician burnout
Burnout is a state of emotional, mental, and physical exhaustion caused by excessive and prolonged stress. It occurs when you feel overwhelmed and unable to meet constant demands. As the stress continues, you begin to lose the interest or motivation that led you to take on a certain role in the first place.

Burnout reduces your productivity and saps your energy, leaving you feeling increasingly helpless, hopeless, cynical, and resentful. Eventually, you may feel like you have nothing more to give.

Most of us have days when we feel bored, overloaded, or unappreciated; when the dozen balls we keep in the air aren’t noticed, let alone rewarded; when dragging ourselves out of bed requires the determination of  Hercules. If you feel like this most of the time, however, you may have burnout.

The negative effects of burnout spill over into every area of life—including your home and social life. Burnout can also cause long-term changes to your body that make you vulnerable to illnesses like colds and flu. Because of its many consequences, it’s important to deal with burnout right away.
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What is Physician Burnout Anyway?
We each know what it feels like to be burned out, toast, fried and spent after a long weekend of call or a tough night in the hospital. If you are able to recover your drive and energy before you return to work, great job. 

The difference between Stress and Physician Burnout is this ability to recover in your time off. Physician Burnout begins when you are NOT able to recharge your batteries between call nights or days in the office. You begin a downward spiral that has three distinct symptoms.
· Physical and Emotional Exhaustion:
· You are emotionally drained, depleted and worn out by work and not able to recover in your non-working hours

· Depersonalization:
· The Development of a negative, callous and cynical attitude toward patients and their concerns (“my patients are so #%*&!”)

· The cardinal sign here is cynicism, sarcasm and feeling put upon by your patients.

· Reduced Sense of Personal Accomplishment:
· The tendency to see your work negatively, without value or meaningless (“what’s the use?”) and see ourselves as incompetent.

The standardized questionnaire measuring these three scales of physician burnout is called the Maslach Burnout Inventory (MBI). The inventors of the MBI described physician burnout as:

” … an erosion of the soul caused by a deterioration of one’s values, dignity, spirit and will.”
Being a Doctor is Stressful … Period
The “most stressful” professions are characterized as having a high level of responsibility and little control over the outcome. The practice of Medicine certainly fits that description and is consistently on the short list of professions with the highest inherent stress levels. This is a tough job that saps our energy every single day.

We work with sick people all day long 
Our days are filled with intense encounters with sick, scared or hurting people … with all the emotional needs that come with an illness. This naturally draining environment is compounded by our typical lack of training on how to  create and maintain boundaries with our patients.

Balance, What Balance?
Medicine has a powerful tendency to become the “career that ate my brain”, pushing all other life priorities to the side. Our training reinforces our innate workaholic tendencies. As we get older, with more family responsibilities, the tension between work and our larger life is a major stressor for many. Lack of training in how to create and maintain boundaries – this time between work and life – is a part of this perfect recipe for physician burnout.

If you recognize the warning signs of impending burnout in yourself, remember that it will only get worse if you leave it alone. But if you take steps to get your life back into balance, you can prevent burnout from becoming a full-blown breakdown.
Combat Stress: A Natural Result of Heavy Mental and Emotional Work
Combat stress (sometimes called combat and operational stress or combat and operational stress reaction) is a common response to the mental and emotional effort service members exercise when facing tough and dangerous situations. Simply put, combat stress is similar to the muscle fatigue and soreness experienced after a tough physical workout. The way your brain handles combat stress can be compared to the way your body may handle a physical workout; it all depends on your level of fitness/training.
 Combat stress is not an illness and may be experienced by any service member during both peace and war, due to stressful conditions during training, deployment, humanitarian missions, government support missions and other assignments. 
Recognizing Combat Stress: The brain is like a muscle. How can you tell when your mind is fatigued?

Not long after a new workout, your arms and legs may be so sore, you can barely perform everyday tasks without discomfort. You may soak in a warm bath or opt for a massage to ease the soreness. The signs are easy to spot because the physical pain is there.

Some signs and symptoms of combat stress may be harder to detect. Combat stress can cause problems with the way you think and respond to emotions. You may experience changes in your behavior, and sometimes the symptoms may manifest in physical form. Individuals respond differently to combat stress and display different symptoms. Some common symptoms of combat stress are listed below. 
Thought Process

· Problems concentrating.

· Confusion.

· Having problems in making decisions or processing information.

· Memory loss.

· Having a hard time telling what is real.

· Re-experiencing events or flashbacks.

· Troubling memories or nightmares.

· Loss of trust.

· Hallucinations or delusions (that don’t go away with adequate sleep).

Emotions

· Unusual or excessive anxiety, fear, worry or nervousness.

· Depression, despair or unexplained sadness.

· Numbness and lack of interest in life.

· Agitation and intense anger or irritability.

· Guilt and shame or a sense of failure.

· Feeling overwhelmed.

· Feelings of isolation.

· Mood swings.

· Loss of confidence and trust.

Behavior

· Withdrawing and avoiding others.

· Restlessness or fidgeting.

· Being over-watchful or overly concerned about safety.

· Angry outbursts.

· Crying.

· Changes in diet.

· Risky or careless behaviors, such as increased smoking, drug or alcohol use, and reckless driving.

· Staring into space (the “thousand-yard stare”).

Physical Symptoms

· Problems sleeping.

· Exhaustion.

· Worsening health problems.

· Pounding heart and sweating; cold sweats.

· Problems with eating or digestion.

· Nausea, frequent urination or diarrhea.

· Trembling hands.

· Numbness, tingling or loss of function in limbs or other body parts.

· Headaches.

· Changes in vision.

Symptoms may be noticeable immediately following a stressful event, but can take several days — even months — to manifest. Oftentimes, troops first notice symptoms soon after returning home. Symptoms that continue for weeks or months, become increasingly worse or include violent or self-destructive behavior call for immediate medical evaluation and assistance.

More Help for Assessing Combat Stress: You know yourself best, but sometimes a second opinion helps

A medical evaluation can be helpful for anyone affected by combat stress. Many symptoms are the same as those for physical conditions — so it’s important to rule out any health problems. Seek help if symptoms continue for more than a few weeks after returning home or disrupt daily work and life.

For symptoms that are more serious, getting help is critical to the strength of your military and family units and to the health of relationships with friends. Seeking help early can help avoid stress reactions from worsening or becoming long-term.

As a first step, service members might talk to a chaplain or other spiritual advisor, family members or friends about the symptoms. Each of the Armed Services offers special support services in the field (Service Combat Stress Control Teams for the Army and Air Force, Operational Stress Control and Readiness teams in the Navy/Marine Corps). These teams evaluate, treat and educate troops affected by combat stress, and in most cases help them return to their units without referring them to higher-level care.

FIRST AID FOR PSYCHOLOGICAL REACTIONS
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Psychological first aid is as natural and reasonable as physical first aid and is just as familiar. When you were hurt as a child, the understanding attitude of your parents did as much as the psychological effect of a bandage. Later, your disappointment or grief was eased by supportive words from a friend. Certainly, taking a walk and talking things out with a friend are familiar ways of dealing with an emotional crisis. The same natural feelings that make us want to help a person who is injured make us want to give a helping hand to a buddy who is upset. Psychological first aid really means nothing more complicated than assisting people with emotional distress whether it results from physical injury, disease, or excessive stress. Emotional distress is not always as visible as a wound or a broken bone. However, overexcitement, severe fear, excessive worry, deep depression, misdirected irritability, and anger are signs that stress has reached the point of interfering with effective coping. The more noticeable the symptoms become, the more urgent the need for you to be of help and the more important it is for you to know how to help.
Impor tance of Psychological Fir st Aid

You must know how to give psychological first aid to be able to help yourself, your buddies, and your unit in order to keep performing the mission. Psychological first aid measures are simple and easy to understand. Your decision of what to do depends upon your ability to observe the service member and understand his needs. Making the best use of resources requires ingenuity on your part. A stress reaction resulting in poor judgment can cause injury or even death to yourself or others on the battlefield. It can be even more dangerous if other persons are affected by the judgment of an emotionally upset service member. If it is detected early enough, the affected service member stands a good chance of remaining in his unit as an effective member. If it is not detected early and if the service member becomes more emotionally upset, he may become a threat to himself and to others.

Situations Requir ing Psychological Fir st Aid

· Psychological first aid (buddy aid) is most needed at the first sign that a service member cannot perform the mission because of emotional distress. Stress is inevitable in combat, in hostage and terrorist situations, and in civilian disasters such as floods, hurricanes, or industrial accidents. Most emotional reactions to such situations are temporary, and the service member can still carry on with encouragement. Painful or disruptive symptoms may last for minutes, hours, or days. However, if the stress symptoms are seriously disabling, they may be psychologically contagious and endanger not only the emotionally upset service member but also the entire unit.

· Sometimes  people continue to function well during a disastrous event, but suffer from emotional scars which impair their job performance or quality of life at a later time. Painful memories and dreams may recur for months and years and still be considered a normal reaction. However, if the memories are so painful that the person must avoid all situations which arouse them, becomes socially withdrawn, or shows symptoms of anxiety, depression, or substance abuse, he needs treatment. Experience with police, firemen, emergency medical technicians, and others who deal with disasters has proved that the routine application of psychological first aid to all the participants, including those who have functioned well, greatly reduces the likelihood of future serious post-traumatic stress disorders (PTSDs).

Interr elationship of Psychological and Physical Fir st Aid

Psychological first aid should go hand in hand with physical first aid. The discovery of a physical injury or cause for an inability to function does not rule out the possibility of a psychological injury (or vice versa). The person suffering from pain, shock, fear of serious injury, or fear of death does not respond well to joking, indifference, or fearful-tearful attention. Fear and anxiety may take as high a toll of the service member’s strength as does the loss of blood.

.       Goals of Psychological Fir st Aid
The goals of psychological first aid are to—
· Be supportive; assist the service member in dealing with his stress reaction.

· Prevent, and if necessary control, behavior harmful to himself and to others.

· Return the service member to duty as soon as possible after dealing with the stress reaction.

Respect for Other s’ Feelings
a. Accept the service member you are trying to help without censorship or ridicule. Respect his right to his own feelings. Even though your feelings, beliefs, and behavior are different, DO NOT blame or make light of him for the way he feels or acts. Your purpose is to help him in this tough situation, not to be his critic. A person DOES NOT WANT to be upset and worried. When he seeks help, he needs and expects consideration of his fears, not abrupt dismissal or ridicule.

b. Realize that people are the products of a wide variety of factors. All people DO NOT react the same way to the same situations. Each individual has complex needs and motivations, both conscious and unconscious, that are uniquely his own.  Often the one thing that finally causes the person to become overloaded by a stressful situation is not the stressor itself, but some other problem.


Emotional and Physical Disability

a. Accept emotional disability as being just as real as physical disability. If a service member’s ankle is seriously sprained in a fall, no one expects him to run right away. A service member’s emotions may be temporarily strained by the overwhelming stress of battle or other traumatic incident. DO NOT demand that he pull himself together immediately and carry on without a break. Some individuals can pull themselves together immediately, but others cannot. The service member whose emotional stability has been disrupted has a disability just as real as the service member who has sprained his ankle. There is an unfortunate tendency in many people to regard as real only what they can see, such as a wound or bleeding. Some people tend to assume that damage involving a person’s mind and emotions is just imagined, that he is not really sick or injured, and that he could overcome his trouble by using his will power.

b. The terms it’s all in your head, snap out of it, and get control of yourself are often used by people who believe they are being helpful. Actually, these terms are expressions of hostility because they show lack of understanding. They only emphasize weakness and inadequacy. Such terms are of no use in psychological first aid.

c. Every physically injured person has some emotional reaction to the fact that he is injured.

(1) It is normal for an injured person to feel upset.   The more severe the injury, the more insecure and fearful he becomes, especially
if the injury is to a body part which is highly valued. For example, an injury to the eyes or the genitals, even though relatively minor, is likely to be extremely upsetting. An injury to some other part of the body may be especially disturbing to an individual for his own particular reason. For example, an injury of the hand may be a terrifying blow to a surgeon or an injury to the eye of a pilot.

(2) An injured service  member always feels  less secure, more anxious, and more afraid not only because of what has happened to him but because of what he imagines may happen as a result of his injury. This fear and insecurity may cause him to be irritable, uncooperative, or unreasonable. As you help him, always keep in mind that such behavior has little or nothing to do with you personally. He needs your patience, reassurance, encouragement, and support.
Combat and Other Oper ational Str ess Reactions
Stress reaction is a temporary emotional disorder or inability to function, experienced by a previously normal service member as a reaction to the overwhelming or cumulative stress of combat. Stress reaction gets better with reassurance, rest, physical replenishment, and activities that restore confidence. All service members are likely to feel stress reaction under conditions of intense and/or prolonged stress. They may even become stress reaction casualties, unable to perform their mission for hours or days. Other combat and operational  stress reactions  (COSRs) may result  in negative behavior, but are not termed stress reaction, as they need more intensive treatment. These negative COSRs may result in misconduct stress behaviors such as drug and alcohol abuse, criminal acts, looting, desertion, and self- inflicted wounds. These harmful COSRs can often be prevented by good psychological first aid. Service members who commit misconduct stress behaviors may require disciplinary action rather than medical treatment.
Mild stress reaction

Physical signs:                                          Emotional signs:

· trembling, tearful                                             anxiety, indecisiveness

· jumpiness, nervousness                                   irritable,complaining

· cold sweat, dry mouth                                     forgetful, unable to concentrate
· pounding heart, dizziness                               easily startled bynoise, movement
· insomnia, nightmares                                      griff, tearful
· nausea, vomiting, diarrhea                              anger, beginning to lose confidence in 
· fatigue                                                                                        self and unit
· thousand-yard stare

· difficulty thinking, speaking 

and communicating

Self- and buddy aid:
1. Continue mission performance, focus on immediate mission.

2. Expect service member to perform assigned duties.

3. Remain calm at all times; be directive and in control.

4. Let service member know his reaction is normal, and that there is nothing seriously wrong with him.

5. Keep service member informed of the situation, objectives, expectations and support. Control rumors.
6. Build service members confidence, talk about succeeding.

7. Keep service member productive ( when not resting) through recreational activities, equipment maintenance.

8. Ensure service member maintains good personal hygiene.

9. Ensure service member eats, drinks and ssleeps as soon as posssible.

10. Let service member talk about his feelings. Do not "put down" hiss feelings of griff or orry, give practical advice and put emotionss into respective.

More serious stress reaction

Physical signs:                                          Emotional signs:

· constantly moves around                rapid and/or inpropriate talking
· fliching or ducking at                     argumentative, reckless movements/action
sudden sounds                                  inattentive to personal hygiene
· shaking, trembling                          indifferent to danger
(whole body or arms)                       memory loss
· cannot use part of body,                  severe stuttering, mumbling or cannot  
no physical reason (hand,                                        speak at all
arm,legs)                                           insomnia, nightmares
· cannot see, hear or feel                   seeling or hearing things do not exist 
(partial or complete loss)                 rapid emotional shifts         
· physical exhaution, crying              social withdrawal
· freezing under fire or total              apathetic
immobility                                        hysterical outbursts
· vacant stares, staggers,                    frantic or strange behavior
sways when stands

· panic running under fire 

Treatment procedures
1. If a service members behavior endangers the mission, self or others, do whatever is  necessary to control him.
2. If the service member is upset, calmly talk him into cooperating.

3. If concerned about the service members reliability:

· unload his weapon

· take weapon if seriously concerned

· physically restrain him only when necessary for safety or transportation.

4. Reassure everyone that sings are probably just stress reaction and wil quickly improve.

5. If stress reaction signs continue:

· get the service member to a safer place
· do not leave the service member alone, keep someone he khows with him

· notify senior noncommissioned officer

· have the service member examined by medical personnel

Posttraumatic stress disorder (PTSD)
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Posttraumatic stress disorder (PTSD) is an emotional illness that develops as a result of a terribly frightening, life-threatening, or otherwise highly unsafe experience. PTSD sufferers re-experience the traumatic event or events in some way, tend to avoid places, people, or other things that remind them of the event (avoidance), and are exquisitely sensitive to normal life experiences (hyperarousal). Although this condition has likely existed since human beings have endured trauma, PTSD has only been recognized as a formal diagnosis since 1980. However, it was called by different names as early as the American Civil War, when combat veterans were referred to as suffering from "soldier's heart." In World War I, symptoms that were generally consistent with PTSD were referred to as "combat fatigue." Soldiers who developed such symptoms in World War II were said to be suffering from "gross stress reaction," and many who fought in Vietnam who had symptoms of what is now called PTSD were assessed as having "post-Vietnam syndrome." PTSD has also been called "battle fatigue" and "shell shock." Complex posttraumatic stress disorder (C-PTSD) usually results from prolonged exposure to a traumatic event or series thereof and is characterized by long-lasting problems with many aspects of emotional and social functioning.

Approximately 7%-8% of people in the United States will likely develop PTSD in their lifetime, with the lifetime occurrence (prevalence) in combat veterans and rape victims ranging from 10% to as high as 30%. Somewhat higher rates of this disorder have been found to occur in African Americans, Hispanics, and Native Americans compared to Caucasians in the United States. Some of that difference is thought to be due to higher rates of dissociation soon before and after the traumatic event (peritraumatic); a tendency for individuals from minority ethnic groups to blame themselves, have less social support, and an increased perception of racism for those ethnic groups; as well as differences between how ethnic groups may express distress. Other important facts about PTSD include the estimate of 5 million people who suffer from PTSD at any one time in the United States and the fact that women are twice as likely to develop PTSD as men. 

Almost half of individuals who use outpatient mental-health services have been found to suffer from PTSD. As evidenced by the occurrence of stress in many individuals in the United States in the days following the 2001 terrorist attacks, not being physically present at a traumatic event does not guarantee that one cannot suffer from traumatic stress that can lead to the development of PTSD.

PTSD statistics in children and teens reveal that up to more than 40% have endured at least one traumatic event, resulting in the development of PTSD in up to 15% of girls and 6% of boys. On average, 3%-6% of high school students in the United States and as many as 30%-60% of children who have survived specific disasters have PTSD. Up to 100% of children who have seen a parent killed or endured sexual assault or abuse tend to develop PTSD, and more than one-third of youths who are exposed to community violence will suffer from the disorder.

What are the effects of PTSD?

Untreated PTSD can have devastating, far-reaching consequences for sufferers' functioning and relationships, their families, and for society. Women who were sexually abused at earlier ages are more likely to develop complex PTSD and borderline personality disorder. Babies that are born to mothers that suffer from this illness during pregnancy are more likely to experience a change in at least one chemical in their body that makes it more likely (predisposes) the baby to develop PTSD later in life. Individuals who suffer from this illness are at risk of having more medical problems, as well as trouble reproducing. Emotionally, PTSD sufferers may struggle more to achieve as good an outcome from mental-health treatment as that of people with other emotional problems. In children and teens, PTSD can have significantly negative effects on their social and emotional development, as well as on their ability to learn.

What causes PTSD?

Virtually any event that is life-threatening or that severely compromises the emotional well-being of an individual may cause PTSD. Such events often include either experiencing or witnessing a severe accident or physical injury, receiving a life-threatening medical diagnosis, being the victim of kidnapping or torture, exposure to combat or to a natural disaster, other disaster (for example, plane crash) or terrorist attack, being the victim of rape, mugging, robbery or assault; enduring physical, sexual, emotional or other forms of abuse, as well as involvement in civil conflict.

What are the risk factors and protective factors for PTSD?

Issues that tend to put people at higher risk for developing PTSD include increased duration of a traumatic event, higher severity of the trauma experienced, having an emotional condition prior to the event, or having little social support in the form of family or friends. In addition to those risk factors, children and adolescents, females, and people with learning disabilities or violence in the home have a greater risk of developing PTSD  after a traumatic event.

While disaster-preparedness training is generally seen as a good idea in terms of improving the immediate physical safety and logistical issues involved with a traumatic event, such training may also provide important protective factors against developing PTSD. That is as evidenced by the fact that those with more professional-level training and experience (for example, police, firefighters, mental-health professionals, paramedics, and other medical professionals) tend to develop PTSD less often when coping with disaster than those without the benefit of such training or experience.

Some medications have been found to help prevent the development of PTSD. Some medicines that treat depression, decrease the heart rate, or increase the action of other body chemicals are thought to be effective tools in the prevention of PTSD when given in the days immediately after an individual experiences a traumatic event. 

What are the signs and symptoms of PTSD?

The three groups of symptoms that are required to assign the diagnosis of PTSD are 

· recurrent re-experiencing of the trauma (for example, troublesome memories, flashbacks that are usually caused by reminders of the traumatic events, recurring nightmares about the trauma and/or dissociative reliving of the trauma), 

· avoidance to the point of having a phobia of places, people, and experiences that remind the sufferer of the trauma and a general numbing of emotional responsiveness, and 

· chronic physical signs of hyperarousal, including sleep problems, trouble concentrating, irritability, anger, poor concentration, blackouts or difficulty remembering things, increased tendency and reaction to being startled, and hypervigilance to threat. 

The emotional numbing of PTSD may present as a lack of interest in activities that used to be enjoyed (anhedonia), emotional deadness, distancing oneself from people, and/or a sense of a foreshortened future (for example, not being able to think about the future or make future plans, not believing one will live much longer). At least one re-experiencing symptom, three avoidance/numbing symptoms, and two hyperarousal symptoms must be present for at least one month and must cause significant distress or functional impairment in order for the diagnosis of PTSD to be assigned. PTSD is considered of chronic duration if it persists for three months or more. 

A similar disorder in terms of symptom repertoire is acute stress disorder. The major differences between the two disorders are that acute stress disorder symptoms persist from two days to four weeks, and a fewer number of traumatic symptoms are required to make the diagnosis as compared to PTSD. 

In children, re-experiencing the trauma may occur through repeated play that has trauma-related themes instead of through memories, and distressing dreams may have general content rather than of the traumatic event itself. As in adults, at least one re-experiencing symptom, three avoidance/numbing symptoms, and two hyperarousal symptoms must be present for at least one month and must cause significant distress or functional impairment in order for the diagnosis of PTSD to be assigned. When symptoms have been present for less than one month, a diagnosis of acute stress disorder (ASD) can be made. 

Symptoms of PTSD that tend to be associated with C-PTSD include: problems regulating feelings, which can result in suicidal thoughts, explosive anger, or passive aggressive behaviors; a tendency to forget the trauma or feel detached from one's life (dissociation) or body (depersonalization); persistent feelings of helplessness, shame, guilt or being completely different from others; feeling the perpetrator of trauma is all-powerful and preoccupation with either revenge against or allegiance with the perpetrator; and severe change in those things that give the sufferer meaning, like a loss of spiritual faith or an ongoing sense of helplessness, hopelessness, or despair

How is PTSD assessed?

For individuals who may be wondering if they should seek evaluation for PTSD by their medical or mental-health professional, self-tests may be useful. The National Institute of Mental Health and offers a self-test for PTSD. The assessment of PTSD can be difficult for practitioners to make since sufferers often come to the professional's office complaining of symptoms other than anxiety associated with a traumatic experience. Those symptoms tend to include body symptoms (somatization), depression, or substance abuse. Individuals with PTSD may present with a history of making suicide attempts. In addition to depression and substance abuse disorders, the diagnosis of PTSD often co-occurs (is comorbid with) bipolar disorder (manic depression), eating disorders, and other anxiety disorders like obsessive compulsive disorder, panic disorder, and generalized anxiety disorder. 

Most practitioners who examine a child or teenager for PTSD will interview both the parent and the child, usually separately, in order to allow for each party to speak freely. Interviewing the child in addition to the adults in their life is quite important given that while the child or adolescent's parent or guardian may have a unique perspective, there are naturally things the young person may be feeling that the adult is not aware of. Another challenge for diagnosing PTSD in children, particularly in younger children, is that they may express their symptoms differently from adults. For example, they may go backward or regress in their development, become accident-prone, engage in risky behaviors, become clingy, or suffer from more physical complaints as compared to adults with PTSD. Traumatized younger children may also have trouble sitting still, focusing, or managing their impulses and therefore be mistaken as suffering from attention deficit hyperactivity disorder (ADHD). 

Sometimes, professionals will use a structured psychiatric interview for children in its entirety or just the portion that assesses PTSD in order to test for PTSD. Examples of such tools include the Diagnostic Interview for Children and Adolescents-Revised (DICA-R), the Diagnostic Interview Schedule for Children-Version IV (DISC-IV), and the Schedule for Affective Disorders and Schizophrenia for School Age Children (K-SADS). There are also some PTSD-specific structured interviews, like the Clinician-Administered PTSD Scale-Child and Adolescent Version, the Child PTSD Checklist, and the Child PTSD Symptom Scale. For the assessment of the severity of PTSD symptoms in children, structured interviews like the Child Posttraumatic Stress Reaction Index, the Child and Adolescent Trauma Survey, and the Trauma Symptom Checklist for Children are sometimes used. The Child Trauma Screening Questionnaire has been found by some professionals to be useful in predicting which children who endure a traumatic event will go on to develop PTSD. 

How is PTSD treated?

Treatments for PTSD usually include psychological and medical treatments. Providing information about the illness, helping the individual manage the trauma by talking about it directly, teaching the person ways to manage symptoms of PTSD, and exploration and modification of inaccurate ways of thinking about the trauma are the usual techniques used in psychotherapy for this illness. Education of PTSD sufferers usually involves teaching individuals about what PTSD is, that it is caused by extraordinary stress rather than weakness, how it is treated, and what to expect in treatment. This education thereby increases the likelihood that inaccurate ideas the person may have about the illness are dispelled, and any shame they may feel about having it is minimized. This may be particularly important in populations like military personnel that may feel particularly stigmatized by the idea of seeing a mental-health professional and therefore avoid doing so. 

Teaching people with PTSD practical approaches to coping with what can be very intense and disturbing symptoms has been found to be another useful way to treat the illness. Specifically, helping sufferers learn how to manage their anger and anxiety, improve their communication skills, and use relaxation techniques can help individuals with PTSD gain a sense of mastery over their emotional and physical symptoms. Cognitive therapy can help people with PTSD recognize and adjust trauma-related thoughts and beliefs by educating sufferers about the relationships between thoughts and feelings, exploring common negative thoughts held by traumatized individuals, developing alternative interpretations, and by practicing new ways of looking at things. This treatment also involves practicing learned techniques in real-life situations. 

Eye-movement desensitization and reprocessing (EMDR) is a form of cognitive therapy in which the practitioner guides the person with PTSD in talking about the trauma suffered and the negative feelings associated with the events, while focusing on the professional's rapidly moving finger. While some research indicates this treatment may be effective, it is unclear if this is any more effective than cognitive therapy that is done without the use of rapid eye movement. 

Families of PTSD individuals, as well as the sufferer, may benefit from family counseling, couples' counseling, parenting classes, and conflict resolution education. Family members may also be able to provide relevant history about their loved one (for example, about emotions and behaviors, drug abuse, sleeping habits, and socialization) that people with the illness are unable or unwilling to share. 

Directly addressing the sleep problems that can be part of PTSD has been found to not only help alleviate those problems but to thereby help decrease the symptoms of PTSD in general. Specifically, rehearsing adaptive ways of coping with nightmares (imagery rehearsal therapy), training in relaxation techniques, positive self-talk, and screening for other sleep problems have been found to be particularly helpful in decreasing the sleep problems associated with PTSD. 

Medications that are usually used to help PTSD sufferers include serotonergic antidepressants (SSRIs) like fluoxetine (Prozac), sertraline (Zoloft), paroxetine (Paxil), and medicines that help decrease the physical symptoms associated with illness, like clonidine (Catapres), guaneficine (Tenex), and propranolol. Individuals with PTSD are much less likely to experience a relapse of their illness if antidepressant treatment is continued for at least a year. SSRIs are the first group of medications that have achieved approval by the U.S. Food and Drug Administration (FDA) for the treatment of PTSD. These medicines have been found to help PTSD sufferers modify information that is taken in from the environment (stimuli) and to decrease fear. Research also shows that this group of medicines tends to decrease anxiety, depression, and panic. SSRIs may also help reduce aggression, impulsivity, and suicidal thoughts that can be associated with this disorder.

Other less directly effective but nevertheless potentially helpful medications for managing PTSD include mood stabilizers like lamotrigine (Lamictal), tiagabine (Gabitril), divalproex sodium (Depakote), as well as mood stabilizers that are also antipsychotics, like risperidone (Risperdal), olanzapine (Zyprexa), and quetiapine (Seroquel). Antipsychotic medicines seem to be most useful in the treatment of PTSD in those who suffer from agitation, dissociation, hypervigilance, intense suspiciousness (paranoia), or brief breaks in being in touch with reality (brief psychotic reactions). 

Benzodiazepines (tranquilizers) have unfortunately been associated with a number of problems, including withdrawal symptoms and the risk of overdose and have not been found to be significantly effective for helping individuals with PTSD. 

How can people cope with PTSD?

Some ways that are often suggested for PTSD patients to cope with this illness include learning more about the disorder as well as talking to friends, family, professionals, and PTSD survivors for support. Joining a support group may be helpful. Other tips include reducing stress by using relaxation techniques (for example, breathing exercises, positive imagery), actively participating in treatment as recommended by professionals, increasing positive lifestyle practices (for example, exercise, healthy eating, distracting oneself through keeping a healthy work schedule if employed, volunteering whether employed or not) and minimizing negative lifestyle practices like substance abuse, social isolation, working to excess, and self-destructive or suicidal behaviors. 

The future
As the use of the Internet continues to expand, so will internet psychiatry. This is particularly true given that it may be quite useful in specifically providing access to psychotherapy for individuals with PTSD. Other areas that researchers are targeting to improve recovery for PTSD sufferers include expanding research on EMDR, studying how PTSD can be more specifically treated in various ethnic groups, and discovering how to best prevent people from developing the illness. 
http://www.ptsd.va.gov/public/reintegration/guide-pdf/FamilyGuide.pdf
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