
	  

With so many traumatic experiences in today’s 

news – from police shootings, racial tensions, 

war, car crashes, crosswalk and bicycle 

accidents, physical and sexual assaults, gun 

violence, natural disasters, racial and economic 

fallouts, etc. - it makes sense that there is a 

heightened awareness and interest in the need to 

fully understand the impact of these events and treatments for those who 

are affected.  Media often presents PTSD with a military focus, but 

recent research has revealed that civilian PTSD is 13 times more 

common. In fact, an estimated one out of every nine women develops 

PTSD (more than twice as likely as men). [1]  

The Trauma Response   

Trauma can be defined simply as any threatening event that overwhelms a 

person’s ability to stay present, understand what is happening and make 

sense of the experience. The moment of perceived threat triggers an 

immediate sequence of brain and body reactions	  that prepare you to protect 

yourself.  These responses begin faster than you could recognize 

consciously.   
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This survival response shows up as an immediate 

impulse to fight, flee or freeze to avoid the danger. 

However, when it is not possible to resist or escape 

from the danger – for example, due to things 

happening too fast as in a car accident, or due to 

the magnitude of the event such as a natural 

disaster, or the fight/flight response was attempted 

but unsuccessful – then, the autonomic system of 

self-defense becomes overwhelmed and 

disorganized.    This can be followed by a period of 

days to weeks where the body and mind try to 

settle and integrate what has happened.   

During this adjustment period, referred to as an 

Acute Stress Reaction, it is normal to have upsetting 

memories, feel on edge or have trouble sleeping 

afterwards. It may be difficult to concentrate or 

carry out your usual daily activities.  Most people 

feel better within a few weeks; however, those 

continuing to suffer longer than a month after the 

event may have developed acute PTSD. [2] 

Categories of Traumatic Experience 

The examples above refer to single incidents of 

trauma exposure.   But, as we know other kinds of 

traumas can be repeated and enduring such as 

domestic violence, military combat, or living in a 

war zone.  These can have an even more pervasive 

effect than a single incident trauma since the 

mind/body may not have time to settle before the 

next threat occurs.   

An even more insidious form of trauma is that 

which occurs during the critical developmental 

years of a child, thought to be 0-6 yrs of age [3].  

When an event in childhood is overwhelming it 

elicits the same survival circuit as in adults.  But for 

a child, an experience of overwhelm does not 

require the same magnitude of threat that it would 

take for an adult to feel overwhelmed, due to their 

vulnerability and lack of survival resources.   

Exposure to situations such as being raised by a 

frightening caregiver, (e.g., threatening words or 

behaviors); neglect, separation, abandonment, or 

death of a parent; exposure to domestic violence or 

parental fighting; secondary effects of PTSD or other 

mental illness in a parent; accidents, surgery, and 

medical procedures are all sufficient to elicit the 

trauma response in a child. [4] Obviously, severe 

neglect and physical/sexual abuse are extreme 

examples of what will overwhelm any	  child.   

Trauma occurring during childhood has been 

referred to as “complex trauma” and may lead to 

“complex PTSD” which shows up in specific ways in 

childhood and later in life.  This is different from 

PTSD that follows a single adult trauma.  Growing up 

with constant fear creates lasting physiological 

changes in the brain and body that impact every area 

of life including later social, emotional and cognitive 

functioning. , The expression of these changes may 

show up as difficulty with the child’s ability to 

control their own feelings, thoughts, beliefs, an 

impaired send of self, and a loss of trust in  
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relationship as a source of support and safety. [5, 6, 7] 

Complex trauma has been found to greatly increase 

the risk of a psychiatric disorder by adulthood – not 

only complex PTSD, but also depression and 

anxiety and symptoms that might be attributed to a 

personality disorder such as dissociation, cognitive 

distortions, impaired affect regulation, interpersonal 

problems, low self-esteem, self-harming behaviors, 

compulsions, addictions and suicide attempts. [7, 8, 

9]   Furthermore, a history of complex trauma greatly 

increases the risk of PTSD symptoms appearing or 

worsening after an adult traumatic experience. 

Fortunately, not all children exposed to complex 

trauma will experience complex PTSD. The 

outcome is affected by many variables including the 

age at which it occurs, the type, frequency, duration 

and severity of the trauma, the relationship between 

the child and the abuser, [10] and the availability of 

at least one safe attachment figure. 

Incidence of PTSD  

About half the adult population will experience a 

traumatic event at some point during their lifetime, 

and of those people, 8% of men and 20% of women 

will go on to develop PTSD. In cases of sexual 

assault or combat trauma, the incidence is even 

higher. [11] 

However, symptoms of PTSD can subside over time 

in many persons and probably reflects a process of 

assimilation and integration.  In one study, 94% of 

rape victims reported symptoms of PTSD within one 

week of the event.  By 9 months 47% continued to 

report such symptoms. [12] 

!

	  
	  

Who gets PTSD and who 
doesn’t? 
Research has shown that one of the largest factors 

in determining whether an individual develops 

PTSD is their “stress resilience” – that is, the ability 

to “bounce back” after an upsetting event. 

What makes some people resilient and others 

vulnerable? [11]  

The variables include: 

• Childhood environment  

• Adult trauma 

• Social isolation 

• Access to treatment after the event 

Childhood Trauma.   If a person was raised in a 

nurturing environment with love and acceptance 

from parents/caregivers and developed a healthy 

sense of self, that person will be much more 

resilient and better able to heal from a traumatic 

event.  Someone exposed to repeated trauma 

during their childhood will be much less resilient 

and at higher risk for development of PTSD or 

worsening of existing PTSD symptoms following a 

new traumatic event.  [13] 
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Prior Adult Trauma. Unlike those diseases that 

cause your body to build immunity after recovery, 

prior exposure to a trauma, especially if the effects 

have not been fully resolved, increases the risk that 

a new trauma later in life will trigger the symptoms 

of PTSD to appear or worsen.  

Social isolation. After a trauma, some people tend 

to isolate themselves from family and friends, 

feeling like they need to deal with the after effects 

on their own.  This isolation can make PTSD more 

likely to occur, while social support has the 

opposite effect and therefore the incidence of PTSD 

is reduced.  

Access to treatment. Once symptoms of PTSD 

appear, getting help early makes it easier to treat 

than when symptoms have gone untreated for 

many years. But, for those that have delayed getting 

treatment, don’t despair because chronic PTSD 

lasting many years can also be treated. 

 

For questions about trauma and PTSD, contact Dr. 

David  Campell at: 

drcampell@mindtherapyclinic.com  

David Campell, MD, Trauma Specialist at Mind 
Therapy Clinic, specializes in trauma-focused 
psychotherapy.  He is a diplomate of the American 
Board of Emergency Medicine and has cared for 
victims of physical trauma in the emergency 
departments for over 30 years. 
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Symptoms of PTSD usually start soon after 

a traumatic event, but in some cases, 

symptoms may be delayed months or 

years — often triggered by a new 

traumatic episode.  Symptoms may come 

and go over time, and fall into four 

different categories: [1] 

• Re-living the event.  You may 

have disturbing memories of the 

trauma, even when you are not 

trying to think of it.  You may have 

nightmares about the event.  Some 

people experience “flashbacks,” 

which is the feeling that the past 

trauma is happening in the 

present.  This is usually triggered 

by a reminder of the original 

trauma. 

 

• Avoidance.  You may go out of 

your way try to avoid situations or 

people that trigger memories of 

the traumatic event.  You may 

even try to avoid talking or 

thinking about the event.   

 

• Negative beliefs and feelings.  The 

way you think about yourself and 

others may change because of the 

trauma.  For example, you may feel 

guilt or shame about the trauma or 

your reactions to it.  You may lose	  

interest in activities you once enjoyed.  

You may feel that the world is 

dangerous and that you can’t trust	  

anyone.	  	  You might feel emotionally 

numb, or find it hard to feel pleasure. 

	  
• Feeling anxious.  You may feel jittery, 

always alert and on the lookout for 

danger; or, you may have trouble 

concentrating or falling or staying 

asleep.  You might suddenly get angry 

or irritable, startle easily, or act in 

unhealthy ways — like smoking, using 

drugs and alcohol, or driving 

recklessly.  

Other problems are often associated with 

PTSD, such as:  

• Feelings of hopelessness, shame, or 

despair that things will never get 

better 

• Depression, anxiety or panic attacks 

• Excessive drinking or drug use 

• Development or worsening of 

addictions 

• Unexplained physical symptoms 

• Chronic pain 

	  

Continued… 

How do people with PTSD come back to 
normal? 
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• Difficulties on the job or inability to 

work  

• Relationship difficulties 

 

While it has become apparent that supportive 

talk therapy by itself is not very helpful for PTSD, 

specific trauma-focused therapies that address 

the way trauma is stored in the mind/body are 

effective.  There are three methods that research 

has shown to be effective for treating trauma and 

are now promoted as first-line treatments for 

PTSD:   

• Cognitive Behavior Therapy 

• Prolonged Exposure Therapy 

• EMDR (Eye Movement Desensitization 

and Reprocessing) 

	  

These methods are protocol-driven, brief, cost 

effective and work especially well for those who 

are able to complete the treatment. 

 

CBT [Cognitive Behavior Therapy] 

People who have been exposed to a traumatic 

event often have erroneous thoughts that haunt 

them and affect how they think about themselves 

and the world.  These recurring thoughts are a 

major factor in causing distress.  CBT is a skill-

based treatment that helps people change the 

way they think about their trauma.  It is based on 

the idea that thoughts cause feelings and 

behaviors — changing your thoughts changes 

how you feel.  

 

 

Methods include talking and writing about your 

emotions — such as anger, sadness and guilt, 

questioning the fixed ways of thinking about the 

trauma, and understanding ways that your life has 

been affected by the trauma.  The goal is to gain a 

new perspective on the past event.  When this is 

successful, there can be improved sense of safety, 

trust, control, and self-esteem.    

 

PE [Prolonged Exposure therapy] 

While CBT focuses on thoughts, PE focuses on 

the feelings (panic, fear, anger, anxiety) that occur 

after a traumatic event.  Therapy includes an 

educational component, breath training for 

relaxation, and use of exposure to reminders of 

the trauma.  Exposure may be imagined, such as 

recalling and describing the traumatic event in 

great detail; or, real world experiences, such as 

visiting the intersection where a car accident 

occurred.  When successful, the repeated 

exposure causes the emotional reactivity to 

reminders of the trauma to gradually subside.  

“At	  the	  beginning	  of	  each	  
session,	  we	  establish	  what	  my	  
goals	  for	  that	  session	  will	  be…	  

I'm	  able	  to	  access	  body	  
sensation,	  through	  somatic	  

awareness,	  that	  then	  helps	  to	  
release	  the	  traumatic	  memory	  
or	  trigger	  that	  I'm	  working	  on.”	  	  	  	  

-‐C.L.,	  Former	  Client	  
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For clients who are able to complete 
CBT, PE, or EMDR, these methods 
have been shown to be very effective 
in reducing symptoms of PTSD in a 
relatively short amount to time.  
However, many trauma survivors 
cannot tolerate reviewing the details 
of their trauma in the way these 
treatments require and therefore they 
are not able to complete treatment. 
[2]  

This is especially true for clients who 
are severely disturbed or destabilized 
by their trauma.  Adults with a history 
of “complex trauma” from childhood 
often fall into this category.  They may 
become overwhelmed during 
treatment and may even experience a 
worsening of their PTSD symptoms. 
[3]  

Additionally, methods that depend on 
logic and cognition (CBT and EMDR) 
require that the client be in a state 
where they can clearly think and feel 
in order to successfully integrate their 
trauma.  In the case of a client who 
becomes physiologically hyper-
aroused or dissociates in response to 
reminders of the trauma, the thinking 
part of the brain (prefrontal cortex) 
shuts down and cannot integrate the 
material	  that	  is	  being	  processed.	  [4]  

This is where somatic (body-oriented) 
therapies can be of help. 

Limitations of first-line treatments 

EMDR [Eye Movement Desensitization Reprocessing 
therapy] 

EMDR therapy facilitates the processing of traumatic 

memories by use of brief sets of alternating left/right stimuli 

while the client is instructed to think about their traumatic 

event.  After each set of stimuli the client reports their 

emotional and bodily response, which then guides the 

content of the next set.    

 

Various types of alternating stimuli may be used:  i) moving 

your eyes side to side as you follow a moving light (or the 

therapist’s fingers), ii) holding a small paddle in each hand 

that vibrates in alternating fashion, iii) using headphones that 

deliver a brief sound that alternates from side to side, or iv) a 

combination of these. 

 

Through a brain mechanism that is not fully understood, the 

traumatic thoughts and images becomes less and less 

disturbing with successive rounds of stimulation.  EMDR also 

addresses negative beliefs that formed about the self as a 

result of the trauma.  With successful treatment, the client can 

recall the past trauma with little to no distress and the 

negative emotional meaning that was once attached to the 

painful event can transform into something more positive and 

self-empowering.  

Somatic Psychotherapy 

Somatic Experiencing ™ (SE) and Sensorimotor 

Psychotherapy™ (SP) are two well-established practices of 

body-centered treatment for the effects of trauma.  [5,6] 

Unlike the first three methods described that treat trauma as a 

problem of cognitions and emotions, these trauma-focused 

somatic therapies approach the effects of trauma as a 

physiologic dysregulation of the nervous system.  
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By working with the body as a primary avenue in 

processing trauma, somatic therapies can work 

directly with sensation and movement to affect 

symptoms and promote change.  [7]  

 

The instinctual response of fight/flight/freeze that is 

invoked during trauma, as well as later during 

reminders of the trauma, derives from the midbrain 

(limbic center), which is below conscious 

awareness.  Its influence is transmitted to the body 

via the autonomic nervous system (ANS) as well as 

the endocrine system, which signals the release of 

stress hormones.  

 

In PTSD there is an imbalance of sympathetic and 

parasympathetic activity within the ANS with 

tendencies toward a state of either hyper- or hypo-

arousal.  The initial goal of treatment is to restore 

the ability of the client to regulate these extreme 

states. Doing so addresses feelings of safety and 

self-control that are missing in many traumatized 

persons.   

 

Since sensation is the language of the ANS, it is the 

entry point for therapeutic change.  The client is 

taught to track their own levels of arousal as 

indicated by changes in body sensation.  Then, 

when a triggering event occurs and the client is 

able to recognize the earliest signs of hyper- or 

hypo-arousal, learned somatic resources can be 

applied to help maintain arousal within tolerable 

limits.   

 

 

At first, the therapist serves as an external 

biological regulator for the client as these skills are 

learned.  Once the client is able to maintain 

themself within a tolerable level of arousal in 

response to triggering events, they are ready for the 

next stage of treatment: the processing of traumatic 

memories.  This can only be done within an 

optimal state of arousal (not too little and not too 

much) in order for the process material to be 

integrated.  This requires careful tracking by the 

therapist as small  “slivers” of traumatic memories 

are recalled and the body responses managed 

without overwhelm. [8] 

 

With practice in and out of the session, this 

approach to trauma treatment helps expand the 

client’s self-regulatory abilities by disrupting the 

learned responses to trauma cues and replacing 

them with new experiences.  By encouraging 

practice of these new responses to old triggers in 

daily life, maladaptive patterns can eventually be 

replaced with new behaviors and clients can start 

to feel like themselves once again. [3] 

 

Coming back to normal 

While PTSD may improve with time in some 

people, it usually does not get better without 

treatment, especially if symptoms have been 

present for more than a year.  In fact, if untreated, it 

may get worse over time.  As described above, 

there are effective treatment options available, and 

getting treatment sooner is better.  [1] 
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The goal for all of the treatments for PTSD is to 

restore a sense of safety and calm, a trust in self, 

and a sense of feeling whole again.  Those who 

have benefited from trauma therapies come to a 

deep knowing that the traumatic event is over — it 

feels like a thing of the past.  This allows them to 

carry out their everyday activities, work and 

relationships with a feeling of regained freedom 

and hope.  

 

For questions about trauma and PTSD treatments at 

Mind Therapy Clinic, contact Dr. David Campell 

at: drcampell@mindtherapyclinic.com  

David Campell, MD, Trauma Specialist at Mind 
Therapy Clinic, specializes in trauma-focused 
psychotherapy.  He is a diplomate of the American 
Board of Emergency Medicine and has cared for 
victims of physical trauma in the emergency 
departments for over 30 years.   
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Sadly, too many families have experienced these 

losses from violence - war, suicide or 

crime. Financial tragedies including 

dispossession, or more commonly, as a side effect 

of intolerance, over-control, or neglect can also 

trigger a sense of loss. Whatever the 

source, developmental trauma, which can be 

defined as “interruptions in one’s sense of safety,” 

occurs at both the systemic and individual levels. 

When these safety interruptions occur and are 

overlooked, tolerated or perpetuated by 

caregivers, the roots of developmental trauma are 

planted and will exert their influence throughout 

members’ lifespans. They will determine essential 

aspects of the system’s functioning, and, in an 

insidious fashion, be passed on to the next 

generation. 

Families burdened by these legacies of loss find 

themselves caught in repetitive cycles of illness 

and relapse, reinforced by learned responses that 

are transmitted across generations. Rather than 

see these families as dysfunctional, it has proven 

more useful to think of them as “wounded.” 

Developmental Trauma and 
Family Systems 

Continued… 

Addiction, compulsion, 

disordered eating and mental 

illness typically show up in 

people from families that 

have experienced significant 

losses from which they have 

never fully recovered. 

The wounded family system displays a set of 

environmental characteristics dubbed “the 

dastardly D’s.” These include higher than 

preferred levels of: 

ü Disorder 

ü Disconnection 

ü Danger 

ü Deprivation 

ü Doubt 

ü Denial 

 
These dastardly Ds are toxic to healthy 

development. They are fed by and made 

worse by stress. In response to this stress 

which occurs both at ordinary (predictable) 

and extraordinary (unexpected) levels, 

members cope in ways that are intended to 

make the Ds more tolerable or less 

noticeable. In turn, the system becomes more 

rigidly entrenched in inter-generational 

patterns of impaired coping. A brutal cycle 

develops in which stress-induced reactions 

increase the systemic levels of: chaos and 

inconsistent development (disorder); 	  
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A family 
burdened with 
inherited 
trauma stress 

The Johnsons have been married 22 years and 
have three children. 
 
Jeremy, 20 is beginning his junior year at college, 
away from home for the first time having earned 
an AA degree at a local community college. 
Jessica, just 18, should be a senior in high school 
this year but she missed her second semester of 
junior year because she went to residential 
treatment for anorexia. Julia, the baby, turned 14 
over the summer and has earned sufficient high 
school credit to be a sophomore having taken AP 
classes at community college each of the past 
two summers (including the summer before her 
freshman year of high school). Julia spends all 
her free time with her horse, Rocky, whom she’s 
begun to jump and show. When home she’s 
buried in a book. Mom recently lost her mother 
for whom she provided in-home care for the past 
three years, the final year in hospice (Alzheimer’s 
and heart disease). Dad is an international 
finance VP, and travels more than 100 days per 
year, mostly to the Far East. Dad’s father was 
killed in Vietnam where Dad was born; he is bi-
racial Vietnamese/ American though prides 
himself on “looking 100% American.” He has no 
contact with his birth mother. Was raised by his 
father’s parents in Sacramento, CA.  
 
Jeremy finished his senior year of high school in 
independent study having been asked to leave 
mainstream school for marijuana possession 
(with accusations of dealing) and defiance of 
authority. He has had school trouble since tenth 
grade. Middle daughter, Jessica, always an honor 
student, “basically stopped eating,” according to 
Mom, “around the time her grandmother entered 
hospice.” Today, Jeremy continues to use some 
marijuana and Jessica has episodes of food 
restriction. In contrast, Julia had her picture on 
the cover of the local weekly soaring a jump on 
Rocky. Today Dad’s off to Taiwan for four weeks 
(“a long one this time”) and	  Mom is thinking 
about getting a volunteer job and finding Julia a 
second horse. 

separation, estrangement, feuds and isolation 

(disconnection); absent or insufficient emotional 

and spiritual help (deprivation); risk of being 

assaulted, shamed, banished or humiliated 

(danger); uncertainty, fear, and unpredictable or 

capricious decision-making (doubt); and, lastly, no 

one finds it safe or even necessary to talk about any 

of it (denial). 

As is true for humans in the face of most stress, 

family members adopt ways of avoiding or 

managing the impact of the dastardly D’s and their 

associated psychological and emotional pain. 

Generally, these involve adopting coping methods 

that perpetuate the cycles of loss and illness and 

reinforce the D’s and their insidiousness. “Stress-

Induced Impaired Coping” is the term I have coined 

to describe this systemic condition. All members of 

wounded family systems experience the condition 

in one form or another, regardless of how high 

functioning they may appear.  Secrets and shame 

generally underlie the impaired coping, reinforcing 

an oft-unspoken sense in members that there is 

“something too terrible to face.” 

Systemic Family Therapy works to: 

• Shift the system toward health and away 

from the six Ds 

• Uncover the covert dynamics and make 

room to tell each other the truth 

• Reduce the power of long-held beliefs that 

keep members stuck 

• Interrupt the cycles of loss, illness, relapse 

and disease 

• Protect the next generation from inheriting 

Stress-Induced Impaired Coping	  
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An examination of the Johnson family system 

through the lens of the dastardly Ds would 

promote deeper understanding about its workings 

and have the potential to bring members together 

in the service of creating serenity, sustainability, 

and safety. Here’s a brief peek at how each might 

be thought or inquired about. 

Disorder 

Note the inconsistent way in which the children 

have developed. Imagine the chaos in the 

environment associated with the eating 

challenges, caregiving demands and father’s 

inconsistent presence. 

Disconnection  

Sounds like it’s frequently “every man for 

himself.” Father travels, mother is pulled in 

multiple directions, all seem disconnected from 

any sort of unifying ethos or sense of 

togetherness. Father is disconnected from his 

roots and family of origin and prefers things that 

way. This is not about blame; rather it’s based on 

an effort to understand the environmental forces 

that reveal the system’s distress and 

simultaneously keep things stuck. 

Danger 

Questions that help explore this aspect more fully 

include: How safe is it to express oneself in this 

family? Is it OK to be curious about members’ 

roots? What are members valued for? Praised for? 

Who is looking out for whom? 

Deprivation 

Opening the clinical conversation with members 

of such a system often works well by talking 

about the developmental and emotional 

resources available to members:  

 

To whom can you turn for help? How are crises 

managed? How does love get expressed? Who 

spends time with whom and under what 

conditions? What do you wish there was more 

of? Less of? What is true about our ancestors 

and their emotional and spiritual upbringing? 

Returning to Health - Systemic Family 
Therapy    

Systemic Family Therapy begins with an effort 

to engage the family members who are willing 

to attend to describe “the deal” they are in with 

each other and the role they see themselves 

occupying. Each member is invited to speak to 

how they each participate in the deal. It’s 

helpful to keep the following questions in 

mind:  What is the nature of our family deal: 

How do we constellate? How do members 

cope? What behaviors are we reinforcing for 

each other? What behaviors do we discourage 

(consciously or unconsciously)?  How do I tend 

to participate in the deal? What are the effects 

of how I participate; on me? on the system? on 

the loved one(s) I perceive to be unhappy, in 

trouble, sick or struggling?  What forces in me 

from my family of origin inform, or drive, how 

I’ve learned to participate in this way?  As this 

initial exploration deepens next steps include 

taking an inventory of each member’s: Feelings 

and emotions, Beliefs and “rules,” Behaviors in 

which they engage to try and make things 

different or to fix, Metaphors that describe the 

roles members are pulled to play or caught in. 

Kenneth Perlmutter, PhD is the Clinical 
Director at Mind Therapy Clinic and 
facilitates Multi-Family Support Group Therapy. 
For more information, contact 
kperlmutter@mindtherapyclinic.com.  
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Psychotherapy is the 

keystone of PTSD 

treatment.  Nevertheless, 

medications play an 

important role and are 

often included to facilitate 

the psychotherapeutic treatments.  Medication 

can help improve core symptoms as well as 

other problems related to the traumatic 

experience, such as depression, anxiety, or 

excessive alcohol or drug use. 

For people who have experienced trauma, there 

may be changes in the brain that are linked to 

their ability to manage stress.  Specifically, 

people with PTSD have changes in the balance 

of certain chemicals - called neurotransmitters - 

in the brain than those who do not have 

PTSD.  These imbalances in different 

neurotransmitter systems are the focus of 

medication treatment.  

There are different classes of medications that 

are used to address different types of symptoms: 
 

The Role Medications Play in the Treatment of PTSD 

Antidepressants 

These medications can help core symptoms of 

PTSD as well as symptoms of depression and 

anxiety. One type of antidepressant –SSRIs – a 

class that increases serotonin in the brain, is the 

mainstay of treatment.  In fact, the only two 

medications that are specifically approved for the 

treatment of PTSD by the FDA are paroxetine 

(Paxil) and sertraline (Zoloft).  However, it is 

common practice among psychiatrists and 

physicians in general to use off-label 

medications.  There is evidence that other SSRIs 

and a number of non-SSRI antidepressants, such as 

duloxetine (Cymbalta) and mirtazapine (Remeron), 

are also effective in treating PTSD.  One exception 

to the efficacy of antidepressants in PTSD treatment 

is bupropion (Wellbutrin).  However, 

antidepressants don’t necessarily reduce the full 

range of PTSD symptoms on their own; they help 

mostly in reducing irritability, intrusive memories, 

and related depression. 
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Adrenergic Blockers 

These drugs also can improve feelings of anxiety 

and stress for a short time to relieve severe anxiety 

and related problems.   Hyperadrenergic 

(anxiety/over excitement) symptoms due to an 

excess of norepinephrine are prominent in PTSD 

consist of hyperarousal, re-experiencing, anxiety, 

a rapid heart rate, and excessive sweating.  There 

has been a good deal of focus on developing 

medications that address these symptoms.  There 

is a growing body of evidence that a type of 

adrenergic receptor blocker called prazosin is 

useful in reducing traumatic dreams and 

improving sleep.    

Sleep Aid 

Insomnia is a common symptom of PTSD.  In 

addition to Prazosin, which is useful in treating 

nightmares and night terrors a number of 

medications that act as sedatives have shown 

evidence of effectiveness.   

• The antipsychotic quetiapine (Seroquel) 

has shown some promise in reducing PTSD 

symptoms. It is also fairly sedating and 

likely useful in treating insomnia.   

• Mirtazapine (Remeron), which is an 

antidepressant generally effective in PTSD 

can also have specific benefits in treating 

insomnia.   

What have not shown effectiveness in treating the 

insomnia related to PTSD are the medications 

generally called hypnotics - benzodiazepines 

such as lorazepam (Ativan) or alprazolam 

(Xanax).  These should generally be avoided in 

treating PTSD.  In addition to being hypnotics, 

they are generally thought of as anxiety 

medications, but do not appear to have long-term 

effectiveness in PTSD.  Instead, they may actually 

impede the extinction of fear responses over time 

and impede recovery.  These medications are also 

readily abused and somewhat addictive, which is 

a problematic given the high rates of substance 

use problems in patients with PTSD. 

Anticonvulsants  

There is also interest in the use of anticonvulsants, 

or seizure medications, in PTSD.   Glutamate is 

an excitatory neurotransmitter found in excess in 

PTSD.  GABA is an inhibitory neurotransmitter 

that is decreased in PTSD.  Anticonvulsants can 

have positive effects in modulating glutamate 

activity or increasing the actions of GABA.	  



	  

	  

	  	  	  

Medications such as valproic acid (Depakote), 

carbamazepine (Tegretol), lamotrigine (Lamictal) 

and gabapentin (Neurontin) may have some use 

in stabilizing mood, reducing anger and 

aggression, or decreasing anxiety.  In particular 

some recent studies have raised curiosity in the 

use of   topiramate (Topamax); with one study of 

combat vets showing significant reductions in 

intrusive memories, nightmares, flashbacks, 

sleep problems, irritability and anger, and startle 

reactions. 

The research on the use of medications in PTSD 

has been quite limited up to now.  This has begun 

to change with more and more people suffering 

from this disorder.  New options are becoming 

available every day.  Yet, it is clear that 

medications are no panacea and a broad treatment 

approach combining medication and 

psychotherapeutic treatment is the best 

combination for success in treating PTSD. 

Mark Schiller, MD is the Medical Director at Mind 
Therapy Clinic. For questions about psychiatric 
medication treatment for PTSD, contact 
mschiller@mindtherapyclinic.com  
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