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Hospital From 
Injured 
Patients’ 
Perspective 

 Likely in pain 

 Unfamiliar location

 Unpredictable 

 (Potentially painful) 
medical intervention 

 Unknown 
disposition/outcome



Reactions to 
Acute Stress 

Fear 

Hypervigilance 

Anxiety

Anger/irritability

Depressed mood

Withdrawn 



We’re  Not 
Taught How 
to Cope 



Acute stress is common in immediate 
post-injury phase and hospital stay may 
exacerbate problems...

But, do patients go on to 
develop psych 
problems?





Injury survivors have been shown to 
develop PTSD at higher rates than 
people who have experienced other 
types of trauma



PTSD 
Defined

 Re-experiencing symptoms
 bad memories

 nightmares

 flashbacks

 Avoidance 
 avoid situations or people that trigger memories of the traumatic 

event

 avoid talking or thinking about the event

 Negative beliefs and feelings
 guilt or shame

 anhedonia

 feel that the world is dangerous and you can't trust anyone 

 numb; hard to feel happy

 Hyperarousal
 jittery, or always alert and on the lookout for danger

 trouble concentrating or sleeping

 angry or irritable, startle easily

 act in unhealthy ways (like smoking, using drugs and alcohol, or 
driving recklessly)

Can be diagnosed 1 

month after trauma



Acute Stress 
Disorder 

 Can be diagnosed 3 days to 1 month after trauma 

 ASD = good positive predictive power
 50-75% of individuals who meet  ASD diagnostic criteria develop PTSD

 But, poor sensitivity

 < 50% of individuals who meet PTSD diagnostic criteria previously 
met criteria for ASD

1. Intrusion sx

2. Negative mood

3. Dissociative sx

4. Avoidance sx

5. Arousal sx



Etiology of 
PTSD

 Fear reactions typically occur shortly after a traumatic 
stressor and naturally decline over time 

 Failure of natural extinction of conditioned fear may manifest 
as PTSD

 Immune dysregulation and increased levels of pro-
inflammatory cytokines

 Reexperiencing/fear response perpetuates?

 Also involves
 central neurotransmitter imbalances

 neuroanatomical disruptions

 potential dysregulation autonomic, endocrine function, 
and cardiovascular function



Etiology of 
Depression

 Functional disability

 Losses/changes in 
family and societal 
roles 

 Sleep problems? 

 Neurobiological 
changes?





Etiology of 
Substance 
Use 
Problems

Numbing

Preexisting problems 



Synergistic 
Effect 



Negative 
Sequelae



Health Care 
Utilization 

 (+) LOS

 (+) provider burnout 

 O’Donnell (2013) found psychiatric symptoms 
accounted for the largest proportion of the variance 
in disability at 12 months and was a stronger 
predictor than pain 

 Those w/ PTSD and Dep use (+) ambulatory health 
care resources and are more likely to be 
readmitted to the hospital 



ACS 
Recommendation

 Trauma Centers should develop a plan to evaluate, 
support, and treat PTSD

 Early screening and referral for psychotherapy 
and pharmacologic treatment of PTSD and 
related co-morbid depression following injury 

 This is not a requirement

 Update to the 2018 Clarification Document 
 Acute Stress Disorder Screening counts as PTSD 

Screening



Rationale for 
Hospital-
based 
Screening 

 Increase understanding of prevalence and risk 
identification/prediction 

 Hospital-based secondary prevention/education

 Administer preventative medications?

 Triage to appropriate outpatient care
 Effective evidence-based treatments

 PE

 CPT

 CBT

 BA



Risk Factors

• Female gender

• Uninsured status

• Minority status 

• Psych hx

• Sub use problems

• Hx of past trauma

• Acute stress sx in the immediate post injury phase

• Perceived life threat

• Extended hospitalization 

• ICU admission

• Injury severity 

• Increased HR at hospital presentation 

• Interpersonal injury 

• TBI (mild)



Screening for Presence of a Disorder 



PTSD 

Checklist –

Civilian 

Version (PCL-

C)
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Who Can 
Implement?

 Workflows differ 

 Ideally, mental health professional 

 Can be nursing, NPs, PAs, etc. 



What 
happens after 
a (+) or (-) 
screen?

Negative Screen

 Communicate screening 
findings to patient

 Provide education re: 
common reactions and how 
to get help in the future 

Positive Screen

 Communicate screening 
findings to patient

 Provide education re: 
common reactions and how 
to get help in the future 

 Provide hospital-based 
interventions for acute 
stress

 Refer to appropriate 
outpatient treatment? 



Risk vs. 
Diagnosis 

 Although some people do develop PTSD and 
MDD, most don’t 

 Overall focus on risk identification and reduction, 
not diagnosis

 Particularly because neither ASD nor PTSD can be 
immediately diagnosed 



Action Items 

 Change how we talk to patients during 
hospitalization 

 Focus on risk mitigation 

 Tied to behavioral anchors/goals 

 Revamp discharge instructions to include 
information re: coping with acute stress, rather than 
“here’s what PTSD is” 





✓ Takes into account 

health literacy 

concerns

✓ Stepped care options

✓ Gives examples of 

how to ask for help



Billing  Most don’t charge, except for when Trauma 
Psychologist delivers related intervention 



Opportunity

 Secondary prevention 
of psychological 
maladjustment

 Management of acute 
stress sx

 Collaborative, 
multidisciplinary care 



Evidence-
based Care 

 CBT ”evidence-informed” in acute recovery phase
 relaxation techniques

 encouraging social connectedness

 enhancing problem-solving skill

 behavioral activation 

 Laboratory studies have demonstrated efficacy of both 
Mindfulness-Based Stress Reduction (MBSR) and 
cognitive restructuring in management of acute stress 

 Positive affect and cognitions during acute stress has 
been shown to decease risk for future depression by 
impacting peripheral cytokines 



Intervention 
Summary 

Assessment

• Risks 

• Safety needs

• Acute stress sx

• Cognitive functioning 

Education

• Medical condition

• Normal vs Abnormal 

Adjustment

• Retaliation

• Resources post-

hospitalization 

• Victims Advocacy GroupsPsychological Interventions

• Relaxation

• Mindfulness

• Guided Imagery

• Sleep Hygiene 

• SBIRT 

Collaborative Interventions

• Health Literacy

• Triggering hospital 

events

• Team education 



Summary 

 Intervention/prevention at a critical time point

 Screening, education, and referral to treatment a 
good first step

 More robust trauma center psychology programs 
are likely indicated 



Thank you! 
Questions? Comments? Reactions?

cassandra.m.snipes@kp.org


