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Case Example
A 33-year-old male with no medical or psychiatric history presented to your civilian hospital for 
emergent appendectomy and psychiatry was consulted for irritability. Team says surgery went 
well but patient has been quite irritable on rounds, asking to leave AMA several times, then 
retracting the request. Team wants assistance with irritability. 

On eval, patient says he generally doesn’t like people in authority who “have too much power”. 
He got into an argument with a nurse over being able to use his cell phone. Eventually relates 
ideas about authority figures back to his time as a combat medic in Iraq in 2005 and again in 
2008. He was sent out on many missions by his “shitbag commanders who always stayed back 
on the base”. Felt like leadership didn’t care about him, felt betrayed. His squad took incoming 
fire on multiple occasions; he lost several friends and still has vivid flashbacks about working to 
save platoon-mates lives. Harbors general anger and resentment toward his Army leadership 
which he feels like has made it hard to trust people “who think they are better than me or know 
more than me”. Says this mistrust spilled into his interactions with the surgical team. 



Case Example
He generally avoids medical care because it reminds him of his time as a combat medic and since being 
admitted he has been having nightmares about people dying in Iraq. Says he generally can’t sleep anyway 
since his time in Iraq, wakes up frequently, and is “always on alert”. Typically has nightmares a few 
times/week. Avoids crowded places and isolates at home, “so I hate being here”. Reports irritability and lack 
of interest in doing very much ever since that deployment, feels detached from his family. He was honorably 
discharged from the Army in 2010 and has worked off and on in various retail jobs. Has also tried to go to 
school at local community college but has difficult time concentrating there as well. Reports mostly depressed 
mood. Denies SI or HI. Denies changes in energy, appetite, concentration, denies hopelessness. No psychotic 
symptoms. No manic symptoms. No delirium or cognitive impairment. 

He smokes cigarettes daily, no other drug use. He has never seen psychiatry. No prior suicide attempts. He 
does have a history of getting into fights about 10 years ago in bars. Will still get angry at people and want to 
“fucking punch them in the fucking face” but denies intent or specific people he wants to hurt. Says “people 
just fucking piss me off sometimes when they don’t play by the rules”. Used to be Christian but not sure if 
believes in God anymore. No family history of psychiatric illness. No other medical problems. 

Says he’s not really interested in regular talk therapy, “that’s all bullshit”, but is interested in meds and might 
be willing to f/u with mental health occasionally. 

Treatment Options?



Combat PTSD Demographics



Combat PTSD Demographics
->2.7 mil vets from Iraq/Afghanistan Wars since 2001 – ongoing! 
Prevalence 4-17% US military (Richardson et al 2010)

-Meta-analysis of 4.9 mil OEF/OIF vets using VA est 23% have 
PTSD (Fulton et al 2015)

-Combat exposure association
2014 meta-analysis: 12% infantrymen with combat exposure 
PTSD vs 5% of general soldiers deployed in non-combat roles 
(Hines et al 2014) 



Combat PTSD Demographics
Common Jobs (or “MOS”) 
with high combat exposure: 

• Infantryman (11B, “11 
Bravo”)

• Combat engineer 
• Combat medic 
• Special 

Operations/Special 
Forces/Ranger

• Any Marines, especially 
from Iraq War mid-2000s



PTSD Diagnosis
DSM-5 Criterion A: 
Exposure to actual or threatened death, serious 
injury, or sexual violence in one of these ways: 

1. Directly experiencing the traumatic event 
2. Witnessing, in person, the event occur to others
3. Learning that the traumatic event occurred to a close 
family member or friend. In cases of actual or threatened 
death of family/friend, must have been violent or accidental 
4. Experiencing repeated or extreme exposure to aversive 
details of the traumatic event (e.g. first responders, etc) 
(APA, 2013) 



PTSD Diagnosis
DSM-5 Further Criteria: 

B. Intrusion symptoms – 1 or more
C. Avoidance – 1 or more
D. Negative cognitions and mood – 2 or more
E. Arousal and reactivity changes – 2 or more
F. More than 1 month duration
G. Causes impairment/distress
H. Not due to substance or other condition (APA, 2013) 



PTSD Diagnosis
Moral Injury: 

-Experiences in which an individual 
perpetuates, fails to prevent, bears 
witness to, or learns about acts that 
transgress deeply held moral beliefs 
(Litz et al, 2009)

-Examples:
-Justice vs revenge 
-Civilian and child casualties
-Betrayal by leadership (Shay, 
2014)



PTSD Treatment
-Psychotherapy is the 
VA/DoD, APA, and ISTSS first-
line recommendation (Dept
of VA, 2017; Charney et al, 
2018)

-VA recommends “evidence-
based, trauma-focused” 
psychotherapies



PTSD Treatment
-First-line evidence-based recommended psychotherapies:

-Prolonged exposure therapy (PE)
-Cognitive processing therapy (CPT)
-Eye movement desensitization and reprocessing therapy 
(EMDR) 
-CBT for PTSD
-Narrative exposure therapy (NET)
-Brief eclectic psychotherapy 
-Written exposure therapy (WET)

-Psychodynamic, ACT, DBT all might be helpful, just not 
studied as much as the above therapies and aren’t listed as 
first-line therapy recs in most guidelines (Dept of VA, 2017) 



PTSD Treatment
-First line recommendations: 

-Sertraline and paroxetine only FDA-approved meds for 
PTSD
-Fluoxetine and venlafaxine are both supported by multiple 
RCTs showing efficacy in treating PTSD

-Start slowly and titrate slowly (to not cause increased 
anxiety), but can be titrated to doses higher than usual (i.e., 
300mg sertraline) (Dept of VA, 2017; Charney et al 2018; Connor 1999, 
Brady 2000, Marshall 2001, Tucker 2001, Martenyi 2002, Davidson 2006, 
Friedman 2007) 



PTSD Treatment
-Available evidence does not support anything other than 
SSRIs/SNRIs as first-line pharma treatment for PTSD. 

-All other medications have mixed or inconclusive results. 

-Mirtazapine, nefazodone, amitriptyline, imipramine, and 
phenelzine have shown positive results in studies but lacking 
large RCTs  these would be 2nd line options (but must weigh 
risks of side effects)



PTSD Treatment
-Antipsychotics: olanzapine, risperidone, quetiapine may be 
used as adjuncts for hypervigilance and intrusive sx’s – results 
are mixed

-For Insomnia: 
-Check for OSA!

-Eszopiclone (Lunesta) – one small RCT showed benefit in PTSD 
(Pollack et al, 2011) 

-Otherwise: paroxetine, mirtazapine, trazodone, doxepin, 
hydroxyzine, diphenhydramine, quetiapine, olanzapine



PTSD Treatment
-For Nightmares: 

-Prazosin: several RCTs support efficacy in PTSD, large RCT in 
2018 questioned it (Singh et al 2016, Raskind et al 2018)

-most evidence-based pharm treatment for nightmares
-(image rehearsal therapy has the MOST evidence)

-Other meds with minimal evidence: olanzapine, risperidone, 
aripiprazole, clonidine, cyproheptadine, fluvoxamine, 
gabapentin, nabilone, phenelzine, topiramate, trazodone, TCAs 
(Morgenthaler et al, 2018)



PTSD Treatment
-Benzodiazepines? No. 

1 -Disinhibiting 
2 -Worsen impulsivity in TBI
3 -Dependency
4 -Long-term cognitive problems 
5 -May reduce fear-extinction in trauma-focused   

psychotherapy (Boulton et al 1990, Rothbaum et   
al 2014)

6 -Lack of efficacy in PTSD (Guina et al 2015)



PTSD Treatment
-Future? 

-Psychedelic-assisted 
psychotherapy
(Mithoefer et al 2018)

-Ketamine infusions 
(Feder et al, 2014; Feder et al 2021)

-Stellate Ganglion Block?
(Olmsted et al, 2020)



Case Example
A 33-year-old male with no medical or psychiatric history presented to your civilian hospital for 
emergent appendectomy and psychiatry was consulted for irritability. Team says surgery went 
well but patient has been quite irritable on rounds, asking to leave AMA several times, then 
retracting the request. Team wants assistance with irritability. 

On eval, patient says he generally doesn’t like people in authority who “have too much power”. 
He got into an argument with a nurse over being able to use his cell phone. Eventually relates 
ideas about authority figures back to his time as a combat medic in Iraq in 2005 and again in 
2008. He was sent out on many missions by his “shitbag commanders who always stayed back 
on the base”. Felt like leadership didn’t care about him, felt betrayed. His squad took incoming 
fire on multiple occasions; he lost several friends and still has vivid flashbacks about working to 
save platoon-mates lives. Harbors general anger and resentment toward his Army leadership 
which he feels like has made it hard to trust people “who think they are better than me or know 
more than me”. Says this mistrust spilled into his interactions with the surgical team. 



Case Example
He generally avoids medical care because it reminds him of his time as a combat medic and since being 
admitted he has been having nightmares about people dying in Iraq. Says he generally can’t sleep anyway 
since his time in Iraq, wakes up frequently, and is “always on alert”. Typically has nightmares a few 
times/week. Avoids crowded places and isolates at home, “so I hate being here”. Reports irritability and lack 
of interest in doing very much since that deployment, feels detached from his family. He was honorably 
discharged from the Army in 2010 and has worked off and on in various retail jobs. Has also tried to go to 
school at local community college but has difficult time concentrating there as well. Reports mostly depressed 
mood. Denies SI or HI. Denies changes in energy, appetite, concentration, denies hopelessness. No psychotic 
symptoms. No manic symptoms. No delirium or cognitive impairment. 

Smokes cigarettes daily, no other drug use. He has never seen psychiatry. No prior admissions, no prior suicide 
attempts. He does have a history of getting into fights about 10 years ago in bars. Will still get angry at people 
and want to “fucking punch them in the fucking face” but denies intent or specific people he wants to hurt. 
Says “people just fucking piss me off sometimes when they don’t play by the rules”. Used to be Christian but 
not sure if believes in God anymore. No family history of psychiatric illness. No other medical problems. 

Says he’s not really interested in regular talk therapy, “that’s all bullshit”, but is interested in meds and might 
be willing to f/u with mental health occasionally. 



Case Example
After providing supportive psychotherapy/psychoeducation, which would be 
the most evidence-based approach? 

A. Start lorazepam PRN for irritability and poor sleep, chaplain consult
B.  Recommend prazosin as primary treatment, start citalopram for irritability, 
chaplain consult
C.  Recommend follow-up psychotherapy as primary treatment, start sertraline 
daily and prazosin or trazodone for sleep, chaplain consult
D.  Recommend follow-up psychotherapy as primary treatment, discuss ECT, 
start zolpidem PRN for sleep, chaplain consult
E.  Recommend follow-up psychotherapy as the only way to improve his 
symptoms 



Summary
-PTSD in DSM5 - 5 main categories for dx: A. Exposure to real trauma, B. Intrusion, C. 
Avoidance, D. Negative thoughts/feelings, E. Arousal and reactivity 

-Moral Injury is part of combat PTSD that might correlate with increased suicide risk, 
chaplaincy can possibly help.

-Trauma-focused, evidenced-based manualized psychotherapy is first line 
recommendation by most all MH organizations, especially PE, CPT, or EMDR. Really 
any type psychotherapy is great first step.

-Use meds to reduce symptoms such as insomnia, nightmares, mood symptoms, and 
hypervigilance. Meds are second line choice for treatment. 

-Sertraline, paroxetine, fluoxetine, and venlafaxine are best first choices.
Avoid benzos please! 
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