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FORENSIC EVALUATION AND TREATMENT OF ACUTE POST-TRAUMATIC
STRESS DISORDER IN PREVIOUSLY TRAUMATIZED PATIENTS

The importance of a comprehensive psychosocial history and consideration of
the use of psychological defense mechanisms

It is the accepted premise of psychiatric theory that a comprehensive psychiatric
evaluation involves consideration of all relevant “bio-psycho-social” factors. In addition
to determining the presence of biological/constitutional factors and taking a full history of
the presenting symptomatology, the evaluation of “psychological” factors also must
include a full consideration of the psycho-social history of the patient, and an
assessment of the patient's characterological structure, including the nature of
underlying repressed or suppressed emotional issues and conflicts, and the manner in
which psychological defenses are employed in the formation of personality traits.

Only through an integrated analysis of all of these factors can an accurate case
formulation be constructed. The description and analysis of both clinical and forensic
issues, related to diagnosis, etiology, and treatment of pathology must be based upon a
comprehensive and accurate case formulation.

However, in current clinical practice, and particularly within the medical-legal arena
(especially in my experience working within the California Workers Compensation
system), | have found that the documentation of comprehensive case formulations is
rare. Even when the biological, psychological and psychosocial contributions to a
person’s problems are discussed within an evaluation report, most commonly, these
issues are seen as independent variables rather being recognized as interdependent
aspects of psychopathology, all of which need to be addressed therapeutically in an
integrated fashion. Quite often evaluations are superficial, essentially based only upon
acute symptomatology — not infrequently, this occurs in the service of arriving at a
simplistic medical-legal conclusion based only upon the circumstances which are under
legal scrutiny, and/or “plugging” a patient into a “standard” protocol of superficial
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counseling and/or psychopharmacological intervention (as per some type of
promulgated “treatment guidelines” or “Utilization Review criteria”). This process leads
to inaccurate clinical diagnostic conclusions, faulty medical-legal determinations, and
inadequate proposals for and provision of mental health treatment.

Especially in situations of patients entering the medical-legal arena subsequent to
acutely traumatic events, unfortunately, it is all too common that there is a lack of a
comprehensive understanding of the patient, and there is provision of inadequate or
iatrogenically harmful clinical interventions. These patients are typically presenting with
acute post-traumatic symptomatology, but not infrequently, they had suffered significant
emotional traumatization due to earlier life experiences. Whether or not the patient
previously developed overt post-traumatic symptomatology or was previously involved
in any formal mental health treatment does not change the fact that the clinical and
forensic determinations regarding acute psychopathology must be informed by an
appreciation of the relationship of the presenting symptomatology to past emotional
traumas, and the personality traits and psychological defenses present which developed
in response to pre-existing issues.

| will focus on the medical-legal and forensic issues pertinent to these difficult situations,
specifically related to: 1) addressing the question of “Causation of Injury”, and 2)
providing effective mental health treatment.

Within the medical-legal milieu, when examining a patient who has claimed to have
suffered a psychiatric injury — which is in effect being “blamed” upon some specific
external events — it is necessary to objectively evaluate the objective nature of the
events in question, and it is also necessary to understand the context in which the
symptomatology or disability has arisen. When the term “Post-Traumatic Stress
Disorder” is used in a very general manner, such as referring to non-violent and non-
threatening events that are somewhat disturbing, but quite questionably “traumatic”,
technicalities come into play regarding the diagnostic terminology, and issues which
must be evaluated by a “Trier of Fact” regarding the objective circumstances involved.
However, | would like to put aside those situations, in that the majority of cases of
patients with reported post-traumatic symptomatology involve circumstances which
were undoubtedly “traumatic” — such as accidents involving physical injury to self or
others; victimization by robbery, victimization by physical assault, or witnessing serious
assault or injury (at times even fatal injury) involving another person. To that extent,
especially if prior to the incident, the patient being evaluated was functioning without
any overt emotional distress or impairment, the issue of the “Causation” of the acute
post-traumatic symptomatology is basically beyond dispute. Particularly in forensic
cases where any substantial contribution by the circumstances in question proves
“‘compensability” or in the California Workers Compensation system, where the
threshold of compensability is “predominant cause” i.e., 51% contribution (and reduced
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to “substantial cause” — 30% to 40% contribution — in circumstances involving violence
in the workplace), the “compensability” of the case is not in doubt.

However, from a clinical perspective, that does not imply that the specific nature and
severity of the symptomatology which has arisen is necessarily fully determined by the
acute traumatic incident, and that certainly does not imply that mental health treatment
can be effective if the focus of intervention is only upon the patient's emotional reaction
to the most recent incident, and related manifest symptomatology.

In many cases, taking a comprehensive history reveals that the patient presenting with
acute post-traumatic symptomatology has experienced previous traumatization in the
past — emotionally toxic events which may range from having suffered previous life-
threatening illness or injury, to having witnessed traumatic or gory accidents or injuries,
to having served in the military in theatres of combat, to (perhaps — unfortunately — most
commonly) having been the victim of child abuse. Exploration at times reveals that
these patients suffered previously diagnosable episodes of Post-Traumatic Stress
Disorder, for which they may or may not have received significant or partial mental
health treatment; but very often, they were never before evaluated, diagnosed or
treated, and they relied on their own reasonably adaptive personality traits and
psychological defenses to overcome the emotional impact of the prior incidents. At
times, the emotional consequences of previous trauma were “reasonably” worked
through, but more often than not, earlier episodes of trauma were merely repressed or
suppressed and never actually resolved. In fact, often the containment of unresolved
trauma has been supported by defenses which had been adequate, but not optimally
effective, and very frequently, those defenses guard against still active emotional
vulnerability to fear, anxiety, grief, anger, and distrust. At times, the issue of distrust may
be the most complex issue to address, as it may involve a generalized distrust of
people, strangers, particular segments of the population (racial, gender, etc.), and/or a
universal existential ambivalence towards society, and a lack of trust in life itself. Often,
those issues have been contained by denial, rationalistic defenses, heavy reliance upon
religious belief, dissociative repression, a tendency towards social avoidance, or
becoming involved in a rather dependent relationship (benign or malignant) which had
been perceived as (superficially) offering “protection”.

While those defenses may function “well enough” for years, it is not unusual that a
further acute trauma disrupts those defenses, and what then emerges are affective
symptoms and emotional conflicts which conflate issues arising from the acute situation
with long-repressed unresolved factors. At that point, while it may be reasonably easy
to conclude that “but for” the acute trauma, acute symptomatology and acute
impairment disability may not have arisen — particularly in complex cases, where the
previous traumas were more objectively severe or repetitive, it may be difficult or
impossible to determine at what point the acute symptomatology and impairment is
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directly related to the recent trauma, and at what point the difficulties which have
emerged were “lit up” by the recent trauma, but no longer derive directly from those
events. In cases where the law views as “compensable” pre-existing vulnerabilities that
are, in fact, “lit up” by acute injuries, the medical-legal issues remain relatively clear.
However, when the law requires that “rating” of permanent disability must reflect
Apportionment based upon “the ultimate cause” and the presence or absence of pre-
existing pathology, the issues become extremely complex. For example, a person may
not have been overtly symptomatic with indications of Post-Traumatic Stress Disorder
previous to the acute incident, but evaluation of their baseline level of functioning may
reveal a long-standing pattern of avoidance and and/or dependency in their personal
relationships, counter-phobic acting out, and/or episodes of dissociative phenomena —
not infrequently with periods of affective dysfunction having “broken through” those less-
than-optimal defenses. In those cases, assessment of “Apportionment” can become a
complex and problematic quagmire.

Perhaps more frequently problematic is the issue of providing appropriate mental health
treatment. California Workers Compensation law specifically states that “you cannot
apportion treatment” — that is, if there is a compensable injury, you must treat “the whole
person”, and residual non-industrial issues which arise as important aspects of the
course of therapy must be treated on an industrial basis. However, at the same time, it
stands that once the symptoms caused by the acute industrially-related injury have
been essentially resolved, then residual issues that were not directly caused by the
industrially-related injury can no longer be treated on an industrial basis. Yet
transferring care at that point in the course of treatment is often very problematic, due to
the intense nature of the therapeutic relationships and transferences which have
developed; and practically, the patient often is left with no medical insurance and no
resources to obtain continuing mental health treatment on a non-industrial basis, at a
time when ongoing intervention is desperately indicated. This is most complicated in
what | consider the “Pandora’s Box” cases, or, to mix metaphors, the “Humpty-Dumpty”
cases. These are individuals whose psychological defenses are so disrupted by the
acute trauma that previously suppressed emotional conflicts flood into consciousness in
such a manner that no short-term psychotherapeutic or psychopharmacological
intervention will resolve the symptomatology or impairment, and in fact, defenses which
previously were reasonably adaptive may not be able to be restored at all. It is also not
uncommon that dangerous acting out arises, which may reflect increased impulsivity,
self-destructive impulses and/or substance abuse issues. At times, the patient has the
insight, motivation, and courage to therapeutically work through all of the disruptive
emotions which have arisen (or are lucky enough to respond well to the prescription of
psychotropic medications) — but often, those attributes are not sufficiently available,
and the only ethical clinical alternative is on-going, long-term therapy, during which time
there continues to be significant impairment, before an effective containment of
pathology can be achieved.
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From a clinical perspective, understanding that scenario is not particularly difficult;
especially if one has initially performed a comprehensive evaluation and has been able
to construct and document a case formulation which clearly describes all of the
contributory factors — i.e., acute, recent and remote emotional conflicts or traumas,
and/or the long-term presence of “adaptive” but less-than-optimally mature
psychological defenses. However, explaining the complexity of these situations to non-
clinical medical-legal personnel (e.g., Claims Adjusters; attorneys working “for the
defense”) is no easy task; and it is particularly problematic when the complexity of the
case does not actually become revealed until there has proven to be a failure of
superficial treatment which has focused on only the acute trauma, based upon an
incomplete understanding of the totality of the nature and dynamics of the
psychopathology present. Often at that point, all medical-legal parties are confused and
despairing, seeking a “second opinion”, but taken aback by the conclusions of the
belated comprehensive evaluation — while the patient continues suffering. This often
leads to drawn out and expensive litigation and a perhaps a significant financial
“settlement”, but a dismal or tragic clinical conclusion to the case.

| would hope that educating parties on all sides of such cases regarding the severity
and complexity of the pathology involved would lead to less contentious circumstances
and more effective outcomes. However, particularly within the current economic milieu,
| am not optimistic that there is any significant motivation within “the system” to address
these issues beyond relying upon superficial diagnostic and treatment “guidelines”,
which are based upon “average”, and essentially uncomplicated cases, effectively
leaving the “outliers” clinically abandoned. | will now turn the floor over my colleagues,
who will address the specific clinical issues which arise in the situations in more detail.



