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For the purpose of this paper the mental health condition of Post-Traumatic Stress Disorder has been chosen to illustrate both the pharmacological and psychotherapeutic approach to treatment of the condition and how this is delivered in the context of legislation, good practice and evidence-based practice.  Throughout this paper Post Traumatic Stress Disorder will be referred to by the acronym PTSD and where the paper refers to Chronic Post Traumatic Stress Disorder this will also be shortened to cPTSD.  The paper will examine the current research relating to the understanding of and treatment of PTSD symptoms and causes and will examine how treatment guidelines in the UK contribute to the pharmacological and psychological treatments available to those whose are experiencing PTSD.  In relation to the treatment options available this research paper will seek to critically appraise how the therapeutic relationship remains integral to treatment success in treating PTSD both within and external to a medical model of practice.  

It has been concluded that people have been effected by PTSD for many years but it has existed under a variety of names with some of the most common ones in war times as ‘shell shock’ and ‘war neurosis’, it was however in the 1980s that PTSD started to become recognised as a mental illness and research into the causes and effective treatment of PTSD began. Until the last decade, PTSD was seen as an incurable mental illness (Benedek, Friedman, Zatzick, & Ursano, 2009) and it remains that many people still remain untreated due to lack of knowledge and awareness of the treatments now available.  It is estimated that 3% of the general population has experience of PTSD (Bisson, 2015), often accompanied by the co morbidity of other psychiatric illness or the increased risk of developing poor mental health. The diagnosis of PTSD can be complex and can include a range of symptoms that are experienced including persistent intrusive recollections, avoidance of stimuli related to the trauma, negative alterations in cognitions and mood and hyperarousal.  (Husbands, 2018) Complex PTSD includes all the symptoms related to PTSD plus mood dysregulation, negative self-concept and persistent difficulty in sustaining relationships.

Post-traumatic stress disorder (PTSD) has been said to be a significant influencer on the physical health of those who are experiencing PTSD (Bison, 2015) There are researched links with increased risk of cardiovascular disease, an example being those who were responders at the World Trade Centre, September 11th 2001 where it has been discovered that the impact of PTSD for this group has had an impact on their heart health (Remch, M et al, 2018), this study has identified that this group who were twice as likely to have PTSD as the general population were also over twice as likely as the general population to have experienced cardio vascular disease therefore concluding that even many years after the traumatic incident the impact of PTSD on physical health can be measured.  Considering that the recommended treatments for PTSD are psychological interventions, it should not be omitted that without access to these treatments the risk of longer term co morbidity of physical illness remains strong and therefore options for long term treatment for PTSD patients should not dismiss a medical approach in partnership to ensure full recovery and reduction in longer term health problems.

In the UK, the National Institute for Health and Care Excellence (NICE), identified the chosen approach to the treatment of PTSD as a phased approach.  In their 2018 guidance NICE recognised the importance of taking a more holistic approach to the care treatment of those suffering from PTSD by including the option of supporting those who provide both formal and informal care for the person who is experiencing PTSD.  The guidelines recognise that including the family and carers in the development of a care plan for the patient may help support treatment success and recovery (NICE, 2018:12).   in the initial stages of a phased approach to treatment, sometimes referred to the period of ‘watchful waiting’, the importance of support for and by family members is seen to be a way of ensuring the patient remains safe and not a threat to themselves or others.   This holistic approach combines the medical model, psychotherapeutic approach and the social model of disability in which the environment and support network is an important element of effective treatment.  

The phased approach to the assessment and treatment of PTSD can be critically appraised in terms of the model of practice.  Jongh et all (2016) identified that in cases where the PTSD is complex (cPTSD), the delay that is caused by following the phased approach may result in a delay in the initial treatment due to the concept of watchful waiting which although may be appropriate for PTSD, when the trauma is more complex, this restricted access to therapeutic interventions may result in patients feeling demoralised by the approach, with some patients potentially perceiving that the professionals withholding therapeutic interventions indicates that they do not have the strength or commitment to being able to experience and heal from trauma focused therapies.  this perception could further exacerbate the patient's negative self-belief, confidence and reduce motivation to engage in therapy in the medium term.  (Jongh et al, 2016)  By examining the effectiveness of a phased approach to treatment it can be said that in order to reduce this negative perception by a patient who may be experiencing cPTSD, Jongh 2016 suggests that there should be a more accessible and routine offer of trauma focused therapies to all individuals experiencing trauma related symptoms.

The treatment of patients with PTSD symptoms face additional barriers relating to experiencing trauma such as experiencing a range of emotions including fear and shame both of which can reduce the likelihood of those patients engaging with treatment and support.  Some experience the fear of increasing the severity of symptoms by engaging in both medical and psychotherapeutic treatments and therefore they may present as being non-committal to the treatment offered.  This can be viewed as being negative by under resourced services, however for the medical professional to respond appropriately to those with PTSD with the recognition that they may need to be more willing to accept that this fear and shame is genuine and is a symptom of the condition especially in the initial stages of identification and treatment as recognised by NICE in their research for the development of the guidelines. 

There is a considerable lack of a research evidence base for the treatment of those who are in the first most following a traumatic event.  This has been identified as a weakness in guidelines released by the WHO in 2014 where they acknowledged that they were unable to recommended interventions at this early stage due to the dearth in evidence-based research. (Tol et al, 2014).  Tol et al found that in low- and medium-income countries (LMIC) especially where they are providing humanitarian support the gap between commonly used interventions and the research to support their effectiveness is wide.   This lack of evidence does not easily support a world-wide approach by WHO as LMIC countries may not be able to gain funding for non-evidence-based interventions.  It also challenges the professionalisation of psychotherapeutic interventions in the UK as there is a building body of evidence that non specialised workers are able to provide much of the psychotherapeutic interventions when tasks are shared across a team, this small scale approach allows for non-clinical supervision opportunities that could be questioned if they could be replicated on a larger scale.  (Tol et al, 2014)  

The desire to produce guidelines for clinical approaches to the treatment of PTSD across the world with uniformity of approaches has many shortcomings as it can be concluded that the approach to the treatment of PTSD is influenced by the local response to traumatic events.  In some LMICs an approach that combines both treatment interventions and preventative education and support programmes may be a successful response acknowledging the need to be responsive to existing trauma whilst seeking the prevention of future traumatic experiences. 

It is difficult to critically appraise the approaches to the treatment of PTSD and Complex PTSD without acknowledging the impact of this disorder on a key service user group.  Those who have a military background or history are at particular risk of developing PTSD and complex PTSD.  In the UK the Armed forces Covenant sought to strengthen the support offered to this group through encouraging a collaborative approach to care and support, although the same psychological and pharmacological approaches to treating PTSD for military personnel as the wider population it appears that there is some evidence emerging that for this group the development of peer support is having a positive effect on complimenting other treatment approaches, reducing shame and encouraging engagement in therapeutic interventions.  (Dalton et al, 2018) Barriers to engagement for military personnel present and past include the impact of the clinical environment, which for some may increase the symptoms of PTSD such as anxiety and hyperarousal. (Dang, Westbrook, Hartman, & Giordano, 2016).  

One of the symptoms of PTSD could include social isolation due to intrusive thoughts and recurrent sleep difficulties which may result in this group being less aware of the range of treatments available to them, therefore reducing their propensity to seek out treatment or engage with support services.  (Hundt et al 2018) For many who experience PTSD, issues of anger and aggression may become a regular expression of their distress.  Many mental health conditions can result in anger and aggression and in PTSD irritability is a common symptom.  For veterans this has been shown to be a particular issue due to the recognised link between being military personnel and experiencing disadvantaged backgrounds has started to make a link between adverse childhood experiences and the development of PTSD.  For those who are experiencing anger and aggression as a symptom of PTSD, the link with social exclusion such as unemployment and social and family support may reduce the effectiveness of treatment. (Turgoose and Murphy, 2018)
 
In order for service users who are experiencing the symptoms of PTSD and cPTSD to be treated well and to have the support to engage in trauma focused therapies, it is vital that the approach to service users is not only clinically professional but also able to engage in the development of a working alliance with the service user.  The therapeutic relationship remains a significant factor in the medical model.  In relation to the assessment and treatment of PTSD, due to the reluctance of many patients to engage in treatment, building the relationship between the patient and the medical professional enables the whole story to be heard and understood which is an essential part of making an accurate diagnosis of PTSD.  For PTSD, the quality of the relationship is paramount in creating a therapeutic space in which authentic sharing can happen and change can occur for the client.

 Training and development for those offering treatments in the NHS IAPT services in England has been highlighted in research as being an essential element of the effectiveness of treatment options.  Murrray 2017 identified that there were a number of barriers that were present in IAPT services that impacted the recovery rate for those experiencing PTSD with for some services a low recovery rate of 15-20% (Health and Social Care Information Centre, 2016).  Development of practitioners in trauma related therapeutic interventions is essential but for many practitioners even when time has been available to access training they may not have the confidence to use their skills and knowledge due to their perceived lack of knowledge of the risks associated with some treatments (Murray, 2017).  Increased pressure on resources in the NHS across the UK may mean that services such as the IAPT are treating more complex cases including trauma relating to adverse childhood experiences, therefore the provision of training and ongoing continuing professional development could have a significant positive effect on outcomes for those who are receiving treatment.  

Good quality training and development for psychological services will improve their efficacy and may counteract the evidence based approach and may strengthen the value of building the therapeutic relationship.(Mc Millen et al, 2015) The importance of good quality training and ongoing continuing professional development in the treatment of PTSD is paramount.  The Matrics Cymru acknowledges this in its commitment to standards in training and supervision fro those providing support to service users experiencing mental ill health.  (NPTMC, 2017)

In their studies of medical education, Branch et al, 2014 and Branch, 2015 identified that as well as medical knowledge, the development of humanistic values in trainees is a necessary element of becoming an effective medial practitioner.  This is especially valid when working with those who have experienced trauma and the related symptoms of PTSD where empathy, compassion and respect for the service users experience and emotions may be the key mitigating factor to ensuring engagement and success in treatment.  The promotion of reflection in a humanistic approach to training medics has the effect of supporting a better understanding of PTSD by helping service users reframe their experiences and support the normality of processing trauma. (Branch, 2015)

In Wales the introduction of the Matrics Cymru, a guide to psychological service provision acknowledged that both the medical model of evidence based practice and the more social model of health based research, Practice based evidence, were both valid in their ability to analyse the effectiveness and impact of a range of treatments for those who are experiencing mental ill health and distress.  (NPTMC, 2017  )

The use of Randomised Controlled Trials (RCT) in evidence-based practice for PTSD treatments has resulted in a range of treatments available for those who are experiencing symptoms including trauma focused CBT and EMDR, both of which are clinical in their approach, and their effectiveness based on clear delivery and result guidelines.  The use of evidence-based research could therefore be concluded as having an effective impact on the lives of those who experience PTSD. (NPTMC, 2017)  Evidence Based research whilst informative, may not be able to acknowledge that for many who have the symptoms of PTSD and cPTSD the illness is often co morbid and can be experienced alongside other difficulties including depression and anxiety.  (NPTMC, 2017)  Practice based research is beginning to unfold a number of other co morbid conditions including the effect on physical health conditions and substance misuse.  (NPTMC, 2017) with the acknowledgement that interventions that include trauma focused elements of treatment are more effective for those who also have a comorbid substance misuse disorder  (Roberts et al, 2015)

It has been discovered through supporting those with symptoms of PTSD that there is still a need to accept that service users also value being able to be involved in decisions about their care and support and the development of a deeper therapeutic relationship with those who care for them.  These more social factors are where practice-based research reveals additional factors relating to the care and support of those experiencing PTSD. (NPTMC, 2017)

Alongside the treatment of PTSD symptoms both at complex and non-complex, there has been some attempts to explore the prevention of PTSD including the use of debriefing after traumatic events.  The Matrics in Wales has accepted that research has shown that although this practice continues it is yet to prove effectiveness and in some research, debriefing has been found to increase the likelihood of longer term distress  (NPTMC, 2017) , therefore in Wales, the use of debriefing is not a recommended action following a traumatic event especially for those who are experiencing other mental health condition such as Generalised Anxiety disorder or depression.  (NPTMC, 2017)  There are however other initiatives that may be appropriate for those services where there is a regular risk of being exposed to trauma such as Trauma Risk management (TRiM) which although may not be successful for the general public, they have some success in reducing the stigma attached to mental ill health following witnessing a traumatic event by professions such as the military, police and other emergency services. (Husbands, 2018)   

Although the use of medication has not proven been proven as a treatment for PTSD, some SSRI medications are used to help the service user regulate their emotional responses so that they can start stabilising and begin other treatment options. (NPTMC, 2017) .  With some of the highest rates of psychotropic medication prescribing in the UK, the Matrics Cymru framework is working towards a more psychological approach to trauma related illness.  It can be concluded that once the service user is able to feel more stabilised then they are more able to engage effectively in processing the trauma they are experiencing through CBT and EMDR.  The importance of a choice led treatment programme is essential throughout this phased approach as supporting decision making is key to a therapeutic intervention being successful.

In 2010, the Mental Health (Wales) Measure advocated the Stepped/ tiered care model for treating mental health difficulties, with a pyramid model of low intensity but high volume interventions at the base leading to more higher intensity interventions for the more complex mental ill health of a service users.  For many service users with low intensity of symptoms of their mental health condition, this models emphasis on community engagement activities such as social prescribing, building resilience and well-being and reducing the need for more formal treatment such as hospital admission can be concluded to provide an effective level of treatment.  (NPTMC,2017).  

Subscribing to this model, The Psychological Therapies in Wales - Policy Implementation Guidance (2012) identified that without the ongoing development of the therapeutic relationship between the service user and the treatment provider, there remained the risk of failure to engage from the service user and lower levels of effect on the service users’ recovery. Failure to engage is a key block to the successful treatment for those experiencing ill health through PTSD, therefore the importance of the therapeutic relationship development is paramount and needs to be supported through structure and decision making about resource allocation in mental health services.  (NPTMC, 2017) For those experiencing the symptoms of PTSD, it is vital to provide an environment that not only nurtures and supports recovery but also avoids re traumatising individuals through poor quality treatment delivery and disengagement from staff in building a therapeutic relationship.  Supporting a collaborative approach to treatment and care is essential with policy in Wales supporting the continued development and maintenance of psychologically informed service provision, (NPTMC, 2017)  Although it is widely acknowledged that the therapeutic relationship is an important element of the success of a therapeutic intervention, the value of the therapeutic relationship is rarely mentioned as being important when treating the symptoms of PTSD. (Kudler, 2019).  Despite the relative immaturity of research into the effectiveness of psychological interventions in the treatment of PTSD, it can be said that the therapeutic relationship remains an indicator of improvements for those engaging in treatment.

Although the effectiveness of the stepped care approach may be seen as being cost effective for the more general disorders,  in terms of a more intense trauma focused therapeutic intervention effective for PTSD, there is a significant cost implication for those planning and delivering a cost effective mental health service. (NICE, 2018).  There are concerns raised by key guidance including NICE who raise concerns that the time taken to train the workforce to deliver these focused interventions combined with the time taken to deliver the treatments identifies the treatment of PTSD as having a significant cost implication both in the short and in the longer term as more is discovered about the longer term impact of adverse childhood experiences. (NIICE,2018). At present the research is still inconclusive regarding the effectiveness of less intense therapies such as those provided online as an alternative.   Research in one Welsh community identified the impact of a high prevalence of life-threatening illness as being seen as a traumatic event by the community members.  This research illustrates the complexity of perception of trauma and how the complexity of issues in some communities can result in a prevalence of PTSD (White et al, 2015)

Despite mental health service provision being firmly rooted in the medical model of diagnosis and treatment, it is important to acknowledge the impact of the social model of disability and care.  Research has identified that there are a number of factors that reduce the likelihood of longer-term effects of PTSD including the more humanistic social models where attachment to significant people, social contact and receiving communication of empathy.  For those with PTSD, the building of a therapeutic relationship, developed through a person centred approach where the therapist shows unconditional positive regard, empathy and genuine congruence allow the service user to build a relationship that enables a collaborative and co productive approach to their treatment, therefore improving the success of other more intense and trauma related treatments as illustrated in the Psychological Therapies Policy Implementation Guidance (PIG).  The importance of a co productive approach to treatment of mental health conditions has been recognised legislatively in both the Mental Health (Wales) Measure 2010 and the Social Services and Well-being (Wales) Act 2014 (Mational Assembly for Wales, 2014) in which the principles of co productive health and social care were identified as key drivers for improving the health of the nation.  The principle of co-production relies on the development of relationships which nurture and protect mutual respect between those who receive services and those who provide.  Issues such as high staff turnover and a lack of investment in continuing professional development both impact on the services ability to co-produce in partnership with serice users.  (NPTMC, 2017) 

Kudler, 2019 identified that when the patient receiving treatment has their views heard and their preferences taken into account, the outcomes for treatment are improved. Through a closer working alliance, their inclusion in decisions and a more partnership approach, a patient with PTSD is able to feel cared for and respected and this in turn deepens the relationship between the therapist and the patient and significantly improves the opportunities for growth and change for the patient.  The value of this therapeutic relationship in the medical model decreases the challenge of burnout for medical staff who are under significant pressure by improving their sense of work satisfaction.  (Kudler 2019)

The approach in mental health care may support the treatment and cure approach to treating PTSD however there is a role for a more holistic view of PTSD and the experience of complex trauma.  Research is beginning to uncover the concept of Post Traumatic Growth (PTG).  (Murphy et al, 2016) Post Traumatic Groth occurs when a positive change occurs as a result of exposure to a traumatic event or a series of events.  Although they may occur together, the link between experiencing PTSD and Post Traumatic Growth has been questioned in current research with some research proposing that PTG and PTSD are two different elements of a service users experience and development.  There are many factors that can influence PTG and these include socio economic status, existing coping strategies and resilience, optimism and social support, can all contribute to the opportunity for PTG.  Research has illustrated that someone who has higher rates of PTG may experience and report fewer instances of PTSD, this is especially in relation to those who have experienced combat-based trauma and those who are the victims of assault.  Murphy et al, 2016 identified that there may be an optimum level of trauma experience to facilitate PTG, although if viewed as an independent construct from PSD this may not be the case.

In conclusion it can be said that the treatment of the symptoms of PTSD has developed with the improved knowledge gained on the factors contributing to the development of PTSD and cPTSD in a range of different groups who have experienced traumatic events.  A specific focus on the impact on veterans and current military personnel is building a library of lived experiences of the impact of PTSD on individuals and communities as well as how access to treatment is publicised and communities are educated to be able to understand and access the phased and tierd approach in Wales and the UK.  

Whilst PTSD is complex in breadth of symptoms and treatments, there is little knowledge of the preventative approaches that could be taken to prevent the development of PTSD.  In individuals, evidence of the link between the development of PTSD and adverse childhood experiences is expanding and this may provide additional sources of treatment in the future and changes in guidance for supporting individuals and communities as they experience traumatic life events. 

The extensive research for this paper has illustrated that we are only at the beginning of a long journey to further understanding PTSD and responding both medially and psychologically in a cost-effective way in the future, providing an ongoing challenge for both commissioners and practitioners.
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