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Objectives

1. Know how to screen for and diagnose PTSD
2. Learn three tools to help you connect with patients and provide trauma 

informed care
3. Understand key pharmaceutical options for PTSD
4. Understand key naturopathic treatments for PTSD
5. Define polyvagal theory and apply it to help patients regulate their nervous 

system



Prevalence

● Lifetime prevalence of PTSD is 6.8% in US adults (1)
● 5% of adolescents have PTSD (1)

○ More common in women/girls
● 1 in 6 adults has 4 or more ACES (adverse childhood experiences) (2)
● Lower socioeconomic status and education are risk factors (22)
● The lifetime prevalence of PTSD was highest among Blacks (8.7%), intermediate 

among Hispanics and Whites (7.0% and 7.4%) and lowest among Asians  (22)



Starting the Conversation

● During the intake process
○ Include standardized screenings
○ Include questions about past trauma, stress level, and mental health
○ Ask about past history of depression, anxiety, etc
○ Family history of mental health conditions (PTSD susceptibility is hereditary)

● For established patients
○ Consider annual mental health screenings
○ Ask about stress level, sleep, and overall mood periodically
○ Consider screening more frequently for people at risk or with personal history

■ Transgender population
■ Teens/young adults
■ Postpartum



Clues to Cue in on PTSD

● Fatigue
● Insomnia
● Low appetite
● Trouble concentrating
● Autoimmune flares- ask about stress levels
● New patient with “psychosomatic” conditions
● Poor memory
● Eating disorder or substance use issues
● Lack of response or adherence to treatment plans
● Nightmares
● Easily startled
● Anger issues or behavioral issues
● Anxiety, depression, or ADHD diagnosis



Screening Tools

● PCL-5 is preferred
● Takes about 5 minutes to complete
● Can be used to track symptom severity and response to treatment
● May screen all patients or select patients based on risk factors



History Questions

● Onset and precipitating factors
● Severity (rate on 1-10 scale)
● Impact on daily living
● Previous mental health history
● Family mental health history
● Trauma history
● Any substance or alcohol use
● Suicidal ideation and self harm
● Past suicide attempts
● Past treatments tried and response to treatment
● How would you know you are doing better? What would success look like?



PTSD Diagnostic Criteria (5)

Four symptom clusters, lasts at least one month:

1. Persistent re-experiencing of the traumatic event
a. Nightmares, flashbacks, intrusive memories

2. Avoidance of triggers
a. Either avoiding thoughts, feelings, or triggers

3. Negative thoughts/feelings that began or worsened after the trauma
a. Guilt, shame, depression, apathy, dissociation

4. Over arousal and reactivity
a. Aggression, hypervigilance, insomnia, startle reflex



Complex PTSD and Developmental Trauma

● Big T and little t traumas
● Age at which trauma occurs
● How repetitive it is
● Neglect vs something bad happening
● Complex trauma and younger age people don’t have as many classic symptoms. Also 

may not be diagnosed with PTSD
○ May see more somatization
○ May not have memory of events
○ Affects brain development



Polyvagal Theory (7)

● Four main stress/trigger responses
○ Freeze

■ Cold, tired, dissociated
○ Fawn

■ Rejection sensitivity, people pleasing, clinging
○ Fight

■ Anxiety, anger, outbursts
○ Flight

■ Anxiety, running away, avoiding

● Complex PTSD often shows freeze/fawn, healing leads into fight/flight



Somatic Techniques

● When overactivated:
○ Complete the cycle- do a brief high intensity movement
○ Use calming techniques such as warm bath, calm music, meditation, yoga, etc

● When under-activated:
○ Use activating techniques such as movement

■ Wall pushes
■ Squats
■ Short burst of higher intensity movement

○ Use sensory approaches
■ Weighted blanket
■ Alternating hot and cold showers



Co-regulating with Patients

● Nervous systems regulate off other people
● Keeping yourself regulated allows patients to co-regulate with you
● Passing a ball back and forth or other coordinated in sync activities help co-regulate
● Grounding somatic techniques with patients
● Deep breathing- leading by example
● AI can’t do this!



Strategies for Regulating Yourself

● Take breaks during the day for a 5 minute re-centering practice
● Take a lunch break and go outside
● Consider a deep breathing or guided meditation practice during the day
● Keep a to-do list so you can jot things down and get them out of your head
● Take consistent time off and vacations to avoid burnout



Providing Trauma Informed Care (23)

1. Realize the widespread nature of trauma
a. Make sure to screen people of all genders, ages, races, etc. Not just veterans.

2. Recognize the signs and symptoms of trauma in patients and their families and staff
a. Provide support for staff who are exposed to secondhand trauma
b. Offer family support when trauma impacts the whole family

3. Responds by fully integrating knowledge about trauma into policies, procedures, and 
treatment

4. Actively resists re-traumatization
a. Consider crisis planning with patients ahead of time so that crisis care is not re-traumatizing



6 Principles AI Won’t Replace (23)

1. Safety
a. Make accommodations and intentionally create a safe and comfortable atmosphere

2. Trustworthiness and Transparency
3. Peer Support

a. Value and integrate the perspectives of people who have lived experience
4. Collaboration and mutuality

a. Minimize differences in power and promote shared decision making
5. Empowerment Voice and Choice

a. Recognize and build on patient’s strengths, value their decision making
6. Cultural, historical, and gender issues

a. Create a system for education and equality around care for underserved and marginalized 
communities



Preventing Re-traumatization

● Pod Mapping is a resource for identifying safe people in patient’s life
● Get ROIs for people on pod map
● Consider a state psychiatric advanced directive
● This way patients get the care they want if they have a mental health crisis

○ Mental health and eating disorder treatments can be somewhat carceral
○ Traumatizing, safety



Utilizing AI

● AI can help with administrative tasks, give clinicians more emotional bandwidth and 
time

○ Great for writing and creating powerpoints or patient handouts
○ Can help create citations and bibliographies

■ I like Claude. There are many AI models available
● Analyzing patterns and data

○ AI may help generate Ddx
○ AI integrated in Charm will give Ddx, lab, imaging, and treatment recommendations

● Charting
○ AI charting assistants- can listen to conversation and generate SOAP note
○ AI assistant in Charm will help edit your chart



Pharmacology Overview-PTSD

● SSRIs (FDA approved)
● Lamotrigine (Lamictal)
● Clonidine (CataPres)
● Guanfacine ER (Intuniv)
● Prazosin (MiniPress)
● Neuroplasticity Agents



SSRIs

● Sertraline, fluoxetine, and paroxetine approved
○ Sertraline has more GI effects
○ Prozac has longest half life
○ Paxil very sedating

● Adverse effects
○ Lower libido/erectile dysfunction
○ Insomnia
○ GI distress
○ Worsened SI or new SI

● Interactions/Contraindications
○ Avoid st john’s wort
○ NSAIDs can interact to increase GI bleeds, decrease efficacy with daily use



Lamotrigine

● Mood stabilizer
○ High doses for bipolar and seizures

■ Up to 600 mg daily
○ Lower doses for depression and PTSD

■ 25-100 mg most common
● Mechanism of Action

○ Triazine- acts on voltage gated sodium channels, glutamate, aspartate
● Adverse Effects

○ Steven Johnson syndrome if not tapered properly
○ Very rarely see intolerable adverse effects in clinical practice

● Indications: mood swings/lability, PMDD (premenstrual depression), anger issues, 
psychotic features



Case Study 1

● 13 yo female with trauma history
● ASD 
● Auditory and visual hallucinations with good insight
● Depression
● Insomnia

○ Onset and maintenance lifelong
● Mood swings rapidly when triggered



Case Study 1

● Lamotrigine 50 mg daily
○ Hallucinations resolved
○ Depression improved
○ Less mood lability

● L-theanine/ashwagandha blend 500 mg, magnolia 450 mg, phosphatidylserine 100 
mg blend

○ Better circadian rhythm
○ Deeper sleep

● Still has some sensory issues related to ASD



Clonidine

● FDA approved for blood pressure
● Off label for anxiety and insomnia
● Dosing: 0.1-0.3 mg BID
● MOA: Alpha 2 agonist
● Indications:

○ Insomnia where patient is hypervigilant or tense
○ Anxiety with chest tightness, tachycardia, sweating
○ Has some evidence for ADHD as a non-stimulant in kids

● Adverse Effects
○ Hypotension, dizziness
○ Otherwise typically well tolerated



Guanfacine ER

● FDA approved for children ADHD and tourette’s
○ Off label for adult ADHD and anxiety

■ Body weight dosing usually 4-7 mg
● Indications:

○ ADHD with rejection sensitivity
○ Anxiety
○ Tics/tourette’s
○ PTSD

● MOA- Alpha 2 agonist
● Adverse Effects

○ Bradycardia, hypotension
○ Rarely depression, insomnia, drowsiness



Prazosin

● FDA approved for hypertension
○ Used off label for nightmares with PTSD

● MOA- Alpha 1 antagonist
● Dosing: 2-12 mg

○ Average dose 8 mg
○ Taper up by 2 mg every few days or week

● Indications:
○ Nightmares

● Adverse Effects
○ Dizziness/hypotension



Neuroplasticity Agents

● Low dose oral ketamine
○ Has some evidence for preventing PTSD development (19)
○ May help with PTSD symptoms

■ Works quickly
■ Dissociation may be risk

● Oxytocin
○ Intranasal dosing improves neuroplasticity
○ Theoretically could be useful, in combo with therapy (20)
○ Improves resilience

● LDN
○ Reduces dissociation in one small trial (21)



Case Study 2

● 40 yo female with extensive trauma history, not all disclosed
● Frequent dissociative episodes
● Poor memory
● Severe ADHD impacting work
● Mood swings
● Insomnia- wakes at 3 am and can’t go back to sleep
● When triggered shuts down, fawns and freezes

○ Common with early developmental trauma



Case Study 2

● Started LDN tapering 1.5 mg x 10 days, then 3 mg x 10 days, 4.5 mg maintenance
● Discussed activation strategies and an anger practice
● L-theanine/ashwagandha blend 500mg, magnolia 450 mg, phosphatidylserine 100 

mg
● Guanfacine ER for ADHD symptoms and anxiety

Outcomes

● Improved concentration
● More angry when triggered vs dissociative
● Sleeping better through the night



Case Study 3

● 29 yo male with extensive childhood trauma
● Light sleeper
● Hypervigilant, easily startled
● Social anxiety
● ADHD
● Lots of fawning, people pleasing
● Hypoglycemia episodes
● Frequent nightmares disrupting sleep during EMDR treatment



Case Study 3

● Intuniv for ADHD
○ Tapered up to 3 mg, too dizzy, went back to 2 mg

● Prazosin 4 mg for nightmares (tapered up)
● Phosphatidylserine, ashwagandha for sleep
● Weighted blanket helps sleep
● More protein, fiber, consistent eating for blood sugar
● Does somatic experiencing

○ EMDR was too activating



Herbal and Nutraceuticals

● Nervines
○ Passiflora, avena sativa, skullcap

● Adaptogens
○ Phosphatidylserine 150-300 mg, ashwagandha (500 mg), L-theanine (100 mg), magnolia 

(450 mg)
○ Soothing adaptogens for hypervigilance, stimulating for freeze/collapsed response

● B complex
○ During times of higher stress, in the morning (12)

● Vitamin D (13)
● Omega 3s

○ Especially if depression, TBI history, other inflammatory diseases
○ May help prevent cognitive/memory issues with PTSD (14)

● Magnesium
○ For sleep, muscle tension, hypervigilance
○ Depleted by stress (15)



Natural Treatments- Lifestyle

● Blood sugar regulation for anxiety (8)
● Weighted blanket with PTSD hypervigilance for sleep (9)
● Daily movement

○ Outdoors
○ Complete the adrenaline cycle (if triggered and angry/anxious)
○ Gentle movement may help get out of freeze/fawn
○ Aerobic exercise is most evidence based (10)

● Meditation and mindfulness practices (11)
● Focus on basic self care and nutritional needs

○ May not be operating at 100% and struggle to do basic tasks



Additional Therapies

● Somatic Experiencing (16)
○ Slow, good for dissociation, severe trauma

● Acupuncture
○ May be as effective as CBT or SSRI (17)

● EMDR (18)
○ May be overwhelming for clients with severe trauma
○ Good for isolated incidents

● Psychedelic assisted therapies 
● Regulating touch, bodywork



Psychedelics

● Psychedelics have some positive evidence for PTSD treatment (24)
○ Psilocybin (FDA approved as breakthrough therapy for PTSD)
○ Ketamine assisted therapy
○ MDMA (FDA approved as breakthrough therapy for PTSD)
○ Others

● Psilocybin assisted therapy is legal in Oregon
○ Not covered by insurance
○ Costly- about $2000 per dose/session

● Psilocybin cannot be combined with SSRIs or serotonergic meds



Contact Info

Drlanaferris@gmail.com

360-450-5778

drlanaferris.com
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Book List/Resource List

● Scattered by Gabor Mate
● The Body Keeps the Score by Van Der Kolk
● When the Body Says No by Gabor Mate
● Deb Dana has lots of resources around polyvagal theory
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