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Abstract

outcomes of PTSD.

ABBREVIATIONS

PTSD: Post Traumatic Stress Disorder
INTRODUCTION

Post-Traumatic Stress Disorder (PTSD) is a condition in which
response to a traumatic stimulus persists well after the stimulus
is gone [1]. This condition is often related to people who have
served in combat zones in the military. The lifetime prevalence
of PTSD is reported to affect 6.8% of the population of the United
States [2]. According to the U.S. Department of Veterans Affairs the
prevalence is much higher among the veteran population, 30.9%
in male veterans and 26.9% in female veterans [3]. This higher
prevalence is not surprising as those that serve in the military are
far more likely to be exposed to traumatic and stressful events.
Actual rates of PTSD may be underestimated because stigma—a
commonly held stereotype about a population—is attached to
the diagnosis [4]. Stigma inhibits help-seeking behavior among
symptomatic individuals and, if left untreated, inflicts a burden
on society. Expanded routine screening, psycho education of
stakeholders, and computer-mediated therapy may diminish
stigma-related costs and improve access to care.

Stigma discourages people from seeking help. Over half of
U.S. soldiers deployed to Afghanistan or Iraq who met criteria
for a PTSD diagnosis did not seek treatment [5]. Left untreated,
PTSD can result in a dramatic reduction in quality of life [6].
Studies link PTSD and heart disease [7]. Veterans suffering from
prolonged traumatic stress report emotional impairment and
lower physical functioning [6,7]. Serious adjustment problems
may arise within families, such as intimate partner violence, poor
parenting, and divorce [7]. Untreated PTSD is likely to inhibit the
attainment of educational goals and could lead to unemployed

of the United States, but often goes undiagnosed due to perceived stigma. Left
untreated, PTSD has deleterious effects on quality of life, harming families, employers,
and taxpayers with loss of life, loss of productivity, and elevated risk for criminality
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and addiction. Health care providers and employers play a vital role in reducing
stigma, which derives, in part, from the nature of the trauma. Expanded routine
screening, psychoeducation of stakeholders, and computer-mediated therapy may
diminish stigma-related costs and improve access to care. The implications of stigma
as a barrier to treatment should be considered in further research on the public health

working-age individuals [7, 8]. Albeit severe, the negative impact
of stigma is pernicious—the desire to avoid cultural connotations
of instability, incompetence, and weakness [5] obscure the source
of symptoms.

People avoid the stigma of a mental health disorder because
stereotypes and prejudice can preclude social opportunities.
The potential instability of intimate relationships [7], coupled
with frustrated efforts to secure gainful employment [9-11],
harms self-esteem. Employers are reluctant to hire individuals
who have a psychiatric diagnosis [9]. Mental health stigma has
been shown to have a deleterious impact on income [10] and
status among colleagues [11]. Avoidance of a PTSD diagnosis is
aresponse to discriminatory behavior in the workplace. Without
evidence-based interventions, symptomatic individuals impact
the bottom line via a loss of productivity [12]. If an employee
feels ashamed to seek treatment for PTSD prior to being hired,
there is a potential for subsequent Workers Compensation claims
[13]. Employers foot the bill when PTSD-related stigma obstructs
a positive pathway to recovery, and these costs will likely be
passed on to consumers.

The diminished quality of life of untreated PTSD among
individuals aggregates as a financial burden that strains the fiscal
health of the United States. One estimate accrues $6.2 billion in
costs to society from veterans with PTSD and depression within
two years post-deployment [12]. This estimate is an aggregation
of medical costs associated with suicide attempts and treatment,
loss of value in completed suicides, and loss productivity.
The suicidal death of a loved one shears the fabric of families;
bereavement may manifest as parental neglect of children [14]
and greater risk for psychopathology in children and adolescents
[15]. In other words, when PTSD-related stigma blocks access
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to care and results in the suicide of symptomatic individuals,
the quality of life of their families diminishes. If one factors in
disability payments and caregiver burden [7, 12], then the costs
to society are likely higher. Since stigma impairs an individual
with PTSD from securing affordable housing [16], costs
stemming from homelessness and reliance on public assistance
also contribute to the burden placed on taxpayers.

Untreated PTSD can manifest as criminal behavior [7, 17]. It
is well documented that American prisons are holding cells for
vulnerable individuals struggling with mental illness [18, 19] .
Two symptoms of PTSD—hypervigilance and anger—are not
adaptive in civil ian society. Previous research has shown that
PTSD is considered a condition which merits a treatment-based
approach instead of incarceration in the criminal justice system
[20-22]. One study reported that prosecutors are willing to
consider treatment in place of a trial for a defendant who suffers
from PTSD [20]. For defendants that do go to trial, it has been
shown that jurors have a bias towards treatment for veterans
diagnosed with PTSD [21]. This bias is qualified by the timing of
the diagnosis. Veterans who were diagnosed after an arrest were
not shown a bias towards treatment. That bias existed only when
the defendant had been diagnosed prior to an arrest [22]. Early
diagnosis and intervention have the potential to reduce PTSD
symptoms before they are labeled as criminality.

Though the stigma associated with PTSD diagnosis results
in some people avoiding treatment to avoid the “mental illness”
label [23-25], avoiding a label does not negate the effects of PTSD.
Individuals living with PTSD require some sort of intervention
[26-29, 37, 38]. If the treatment does not come by way of health
care professionals, then people may “self-medicate” using drugs
or alcohol. The self-medication hypothesis has been supported
in previous research. One study, for instance, demonstrated drug
use as a method of self-medication in Persian Gulf War veterans
[24]. Other research links substance abuse with untreated PTSD
[6,7,12,25].0nce again, when stereotypes and prejudice prevent
symptomatic individuals from accessing appropriate care,
the costs incurred by society are substantial. Since addiction
harms communities by elevated rates of unsafe driving, sexually
transmitted infections, unemployment, and criminal conduct, it
is imperative that we address PTSD-related stigma as a public
health concern.

Little attention is given to non-veterans with PTSD. Among
non-veterans, the most frequently reported traumatic events are
childhood sexual abuse, exposure to a dead body, and domestic
violence [27]. Etiology may vary, but there is no reason to believe
that effects of PTSD symptoms on quality of life differ between
veterans and non-veterans. Early intervention would lead to
better outcomes for both populations. Current research has
demonstrated that early intervention, in the form of a modified
prolonged exposure intervention, resulted in symptom reduction
at one- and three-months after the traumatic event [26].
Unfortunately, individuals with lifetime PTSD typically do not
receive treatment until 4.5 years after the onset of symptoms [27].
The lack of early intervention methods as a prophylactic measure
to avoid the onset of PTSD is noted in previous reviews [28]. The
benefit to both patients and society on the humane and financial
dimensions are clear and dramatic [29]. Individuals with PTSD

who undergo and adhere to evidence-based interventions show
significant improvement [29-37, 38]. Pervasive stigma remains
the challenge.

DISCUSSION & CONCLUSION

Health care personnel in a variety of settings can aid in
the reduction of stigma through routine screening for PTSD.
Since PTSD is associated with substance abuse and past-month
disability [27], efforts to diagnose the condition may be effective
at recovery residences, rehabilitation programs, and pain clinics.
Compared to men, women are more likely to develop PTSD [6],
so screening for this condition should take place at shelters for
battered women, family planning organizations, and pregnancy
clinics. Veterans from Operation Iraqi Freedom tend to utilize
community clinics more than the VA system [31] and, in
general, symptomatic individuals tend to present trauma-related
problems during visits with their primary care physician [32].
If we normalize screening for PTSD at these locations, then we
present a message that it is common to discuss this disorder and
fewer undiagnosed cases may persist.

Areportreleased by the U.S. Government Accountability Office
in 2016 made seven recommendations for addressing stigma
within the Armed Forces [33]. Many of these recommendations
might be difficult to translate into the private sector. However, the
proposal of an established, consistent measure to gauge stigma
could be helpful for employers. Use of this measure could improve
workplace culture by highlighting psycho educational needs and
providing a means to track progress. Evidence suggests that
psycho educational management strategies reduce PTSD-related
stigma and improve help-seeking behavior [34, 35]. Additionally,
if supported by anti-discriminatory legislation and insurance, the
tool could provide a pathway to care for individuals suffering from
PTSD. Similar to screening, this top-down approach diminishes
the shame of mental illness, signaling to employees that help-
seeking is not a punishable offense. Indeed, PTSD symptoms
improve when employees perceive organizational support [36].
A cost-benefit analysis for implementation of such a measure is
warranted.

The stigma of PTSD derives, in part, from the nature of the
trauma. Previous traumatic events that involuntarily intrude
into the minds of civilian patients are frequently taboo, involving
uncomfortable subjects such as sexual abuse or assault by an
intimate partner [27]. The challenge is that nurses and primary
care physicians may lack the training needed to properly respond
to disclosures of trauma. One inadequate response is enough
to inhibit further attempts to seek treatment. Among veterans,
psychological characteristics that were adaptative during
deployment, such as hypervigilance, impede reintegration. A
warrior mentality does not allow for admissions of needing
help [4, 7, 23, 31].The belief that civilians cannot comprehend
the tribulations of war [23] can complicate discussions of
trauma between veterans and their health care providers.
Psychoeducation and sensitivity training for local healthcare
professionals may breakdown stigma-related barriers to PTSD
care.

Finally, resources should be directed to research on the
innovative use of technology to circumvent stigma. Computer-
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mediated therapy delivered over the Internet is a promising
area of research. Studies demonstrate the efficacy of digitally
delivered exposure therapy [37] and cognitive therapy [38]
for patients meeting PTSD criteria. In addition to improving
symptoms, computer-mediated therapy is an effective form of
outreach and raises retention rates. Exploring the breadth of
this research is beyond the scope of this article, but it should be
noted that, despite a decade of research in this area, this option is
poorly publicized. If this intervention becomes cost effective and
well-known, then the harms caused by undiagnosed PTSD can
be addressed discretely. Privacy concerns are negligible when
patients can manage their care from the comfort of their home.

A public health model for reducing PTSD-related stigma
should screen for symptoms, disseminate psychoeducation,
and fund virtual counseling. Stigma discourages people from
seeking help and following through with referrals to mental
health professionals. It indirectly inflates the incarceration
rates of veterans suffering from PTSD. Despite the efficacy
of early intervention and treatment, shame and self-blame
stop diagnosable patients from accessing treatment. Without
treatment, symptoms manifest as costs to society. Professionals
in the health care ecosystem may be able to reduce stigma
and concomitant social costs by screening for PTSD at certain
locations. Employers may be able to reduce absenteeism,
enhance productivity, and improve morale by evaluating PTSD-
related stigma and sponsoring psychoeducation initiatives.
Human resource departments, community organizations, and
health care facilities should raise awareness on computer-
mediated therapy. As researchers continue to explore the
positive outcomes of different treatment approaches for PTSD,
stigma must be considered. The best modalities cannot heal a
patient too ashamed to enter treatment.

REFERENCES

1. American Psychiatric Association. Diagnostic and Statistical Manual
of Mental Disorders. 5th ed. Arlington, VA: American Psychiatric
Publishing; 2013.

2. KesslerRC, Berglund P, Delmer O, Jin R, Merikangas KR, Walters
EE. Lifetime prevalence and age-of-onset distributions of DSM-IV
disorders in the National Comorbidity Survey Replication. Arch Gen
Psychiatry.2005; 62: 593-602.

3. Department of Veterans Affairs. Epidemiology of PTSD. 2018.

4. Blais RK, RenshawKD. Self-stigma fully mediates the association of
anticipated enacted stigma and help-seeking intentions in National
Guard service members. Mil Psychol. 2014; 26:114-119.

5. Quartana PJ, Wilk JE, Thomas JL, et al. Trends in mental health services
utilization and stigma in US soldiers from 2002 to 2011. Am ] Public
Health. 2014; 104: 1671-1679.

6. Davidson JR. Trauma: the impact of post-traumatic stress disorder. ]
Psychopharmacol. 2000; 14: 5-12.

7. Karney BR, Ramchand R, Osilla KC, Caldarone LB, Burns RM. Predicting
the immediate and long-term consequences of post-traumatic
stress disorder, depression, and traumatic brain injury in veterans
of Operation Enduring Freedom and Operation Iraqi Freedom. In:
Tanielian T, Jaycox LH, eds. Invisible Wounds of War: Psychological
and Cognitive Injuries, Their Consequences, and Services to Assist
Recovery. Santa Monica, CA: RAND Corporation; 2008:119-166.

8. Ness BM, Rocke MR, Harrist C], Vroman KG. College and combat

trauma: an insider’s perspective of the post-secondary education
experience shared by service members managing neurobehavioral
symptoms. Neuro Rehabilitation. 2014; 35: 147.

9. Farina A, Felner RD. Employment interviewer reactions to former
mental patients. ] Abnorm Psychol. 1973; 82: 268-272.

10.Link BG. Mental patient status, work and income: An examination of
the effects of a psychiatric label. Am Sociol Rev. 1982; 47: 202-215.

11.Farina A, Felner RD, Bourdreau LA. Reaction of workers to male and
female mental patient job applicants. ] ConsulClin Psychol. 1973; 41:
363-372.

12.Eibner C, Ringel ]S, Kilmer B, Pacula RL, Diaz C. The cost of post
deployment mental health and cognitive conditions. In: Tanielian T,
Jaycox LH, eds. Invisible Wounds of War: Psychological and Cognitive
Injuries, Their Consequences, and Services to Assist Recovery. Santa
Monica, CA: RAND Corporation; 2008:169-241.

13.Wise, EA. Psychological injuries, workers’ compensation insurance,
and mental health policy issues. Psychol Inj Law. 2016; 9: 283-297.

14.Jaques ]D. Surviving suicide: the impact on the family. Fam J. 2000;
8:376.

15.Andriessen K, Draper B, Dudley M, Mitchell PB. Pre- and postloss
features of adolescent suicide bereavement: a systematic review.
Death Stud. 2016; 40: 229.

16.Farina A, Thaw ], Lovern ]D, Mangone D. People’s reactions to a former
mental patient moving to their neighborhood. ] Community Psychol.
1974; 2: 108-112.

17.Aprilakis C. The warrior returns: struggling to address criminal
behavior by veterans with PTSD. Geo. ].L. & Pub. Pol’y. 2005; 3: 541-
566.

18.Al-Rousan T, Rubenstein L, Sieleni B, Deol H, Wallace RB. Inside the
nation’s largest mental health institution: a prevalence study in a state
prison system. BMC Public Health. 2017; 17: 342.

19.Prins SJ. Prevalence of mental illnesses in U.S. state prisons: a
systematic review. Psychiatr Serv. 2014; 65: 862-872.

20.Wilson JK, Brodsky SL, Neal TM, Cramer R]. Prosecutor pre-trial
attitudes and plea-bargaining behavior toward veterans with
posttraumatic stress disorder. Psychol Serv. 2011; 8: 319-331.

21.Smith BA. Juror preference for curative alternative verdicts for
veterans with PTSD. Mil Psychol. 2016;28:174-184.

22.Smith BA. Impact of veteran status and timing of PTSD diagnosis on
criminal justice outcomes. Healthcare. 2018; 6: 80.

23.Mittal D, Drummond KL, Blevins D, Curran G, Corrigan P, Sullivan
G. Stigma associated with PTSD: perceptions of treatment seeking
combat veterans. Psychiatr Rehabil J. 2013; 36: 86-92.

24.Shipherd JC, Stafford ], Tanner LR. Predicting alcohol and drug abuse
in Persian Gulf War veterans: what role does PTSD play? Addict Behav.
2005; 30: 595-599.

25.Khantzian EJ. Addiction as a self-regulation disorder and the role of
self-medication. Addiction. 2013; 108: 668-674.

26.RothbaumBO, Kearns MC, Price M. Early intervention may prevent
the development of posttraumatic stress disorder: a randomized pilot
civilian study with modified prolonged exposure. Biol Psychiatry.
2012; 72: 957-963.

27.GoldsteinRB, Smith SM, Chou SP, et al. The epidemiology of DSM-5
posttraumatic stress disorder in the United States: results from the
National Epidemiologic Survey on Alcohol and Related Conditions-III.
Soc Psychiatry Psychiatr Epidemiol. 2016; 51: 1137-1148.

Ann Psychiatry Ment Health 6(2): 1131 (2018)

3/4


https://www.ncbi.nlm.nih.gov/pubmed/15939837
https://www.ncbi.nlm.nih.gov/pubmed/15939837
https://www.ncbi.nlm.nih.gov/pubmed/15939837
https://www.ncbi.nlm.nih.gov/pubmed/15939837
https://www.tandfonline.com/doi/abs/10.1037/mil0000036
https://www.tandfonline.com/doi/abs/10.1037/mil0000036
https://www.tandfonline.com/doi/abs/10.1037/mil0000036
https://www.ncbi.nlm.nih.gov/pubmed/25033143
https://www.ncbi.nlm.nih.gov/pubmed/25033143
https://www.ncbi.nlm.nih.gov/pubmed/25033143
https://www.ncbi.nlm.nih.gov/pubmed/10888026
https://www.ncbi.nlm.nih.gov/pubmed/10888026
https://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR546.pdf
https://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR546.pdf
https://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR546.pdf
https://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR546.pdf
https://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR546.pdf
https://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR546.pdf
https://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR546.pdf
https://www.ncbi.nlm.nih.gov/pubmed/24990013
https://www.ncbi.nlm.nih.gov/pubmed/24990013
https://www.ncbi.nlm.nih.gov/pubmed/24990013
https://www.ncbi.nlm.nih.gov/pubmed/24990013
http://psycnet.apa.org/record/1974-08038-001
http://psycnet.apa.org/record/1974-08038-001
https://www.ncbi.nlm.nih.gov/pubmed/7091929
https://www.ncbi.nlm.nih.gov/pubmed/7091929
https://www.ncbi.nlm.nih.gov/pubmed/4803269
https://www.ncbi.nlm.nih.gov/pubmed/4803269
https://www.ncbi.nlm.nih.gov/pubmed/4803269
https://injuredworkersonline.org/issue/mental-health/
https://injuredworkersonline.org/issue/mental-health/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2375873/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2375873/
https://www.researchgate.net/publication/287206944_Pre-_and_Postloss_Features_of_Adolescent_Suicide_Bereavement_A_Systematic_Review
https://www.researchgate.net/publication/287206944_Pre-_and_Postloss_Features_of_Adolescent_Suicide_Bereavement_A_Systematic_Review
https://www.researchgate.net/publication/287206944_Pre-_and_Postloss_Features_of_Adolescent_Suicide_Bereavement_A_Systematic_Review
https://onlinelibrary.wiley.com/doi/abs/10.1002/1520-6629%28197404%292%3A2%3C108%3A%3AAID-JCOP2290020204%3E3.0.CO%3B2-6
https://onlinelibrary.wiley.com/doi/abs/10.1002/1520-6629%28197404%292%3A2%3C108%3A%3AAID-JCOP2290020204%3E3.0.CO%3B2-6
https://onlinelibrary.wiley.com/doi/abs/10.1002/1520-6629%28197404%292%3A2%3C108%3A%3AAID-JCOP2290020204%3E3.0.CO%3B2-6
https://www.ncbi.nlm.nih.gov/pubmed/3325105
https://www.ncbi.nlm.nih.gov/pubmed/3325105
https://www.ncbi.nlm.nih.gov/pubmed/3325105
https://www.ncbi.nlm.nih.gov/pubmed/28427371
https://www.ncbi.nlm.nih.gov/pubmed/28427371
https://www.ncbi.nlm.nih.gov/pubmed/28427371
https://www.ncbi.nlm.nih.gov/pubmed/24686574
https://www.ncbi.nlm.nih.gov/pubmed/24686574
http://psycnet.apa.org/record/2011-18815-001
http://psycnet.apa.org/record/2011-18815-001
http://psycnet.apa.org/record/2011-18815-001
https://www.tandfonline.com/doi/abs/10.1037/mil0000115
https://www.tandfonline.com/doi/abs/10.1037/mil0000115
https://www.mdpi.com/2227-9032/6/3/80
https://www.mdpi.com/2227-9032/6/3/80
https://www.ncbi.nlm.nih.gov/pubmed/23750758
https://www.ncbi.nlm.nih.gov/pubmed/23750758
https://www.ncbi.nlm.nih.gov/pubmed/23750758
https://www.ncbi.nlm.nih.gov/pubmed/15718078
https://www.ncbi.nlm.nih.gov/pubmed/15718078
https://www.ncbi.nlm.nih.gov/pubmed/15718078
https://www.ncbi.nlm.nih.gov/pubmed/23496062
https://www.ncbi.nlm.nih.gov/pubmed/23496062
https://www.ncbi.nlm.nih.gov/pubmed/22766415
https://www.ncbi.nlm.nih.gov/pubmed/22766415
https://www.ncbi.nlm.nih.gov/pubmed/22766415
https://www.ncbi.nlm.nih.gov/pubmed/22766415
https://www.ncbi.nlm.nih.gov/pubmed/27106853
https://www.ncbi.nlm.nih.gov/pubmed/27106853
https://www.ncbi.nlm.nih.gov/pubmed/27106853
https://www.ncbi.nlm.nih.gov/pubmed/27106853

@SCiMedCentra]

Smith et al. (2018)
Email: smith_brandt@columbusstate.edu

28.Kearns MC, Ressler K], Zatzick D, Rothbaum BO. Early interventions
for PTSD: a review. Depress Anxiety. 2012; 29: 833-842.

29.Litz BT. Early intervention for trauma: where are we and where do we
need to go? a commentary. ] Trauma Stress.2008; 21: 503-506.

30.0rth U, Wieland E. Anger, hostility, and posttraumatic stress disorder
in trauma-exposed adults: a meta-analysis. ] Consult Clin Psychol.
2006; 74: 698-706.

31.Harding, S. Self-stigma and veteran culture. ] Transcult Nurs. 2017;
28:438-444.

32.Klassen, BJ, Porcerelli JH, Markova T. The effects of PTSD symptoms
on health care resource utilization in a low-income, urban primary
care setting. ] Trauma Stress. 2013; 26: 636-639.

33.Farrell BS. Human Capital. GAO Reports. April 2016:1-74.

Cite this article

34.Gould M, Greenberg N, Hetherton J. Stigma and the military: evaluation
of a PTSD psychoeducational program. ] Trauma Stress. 2007; 20: 505.

35.Dondanville KA, Borah EV, Bottera AR, Molino AT. Reducing stigma in
PTSD treatment seeking among service members: pilot intervention
for military leaders. Best Pract Ment Health. 2018; 14: 15-26.

36.Kelley CL, Britt TW, Adler AB, Bliese PD. Perceived organizational
support, posttraumatic stress disorder symptoms, and stigma in
soldiers returning from combat. Psychol Serv. 2014; 11: 229-234.

37.Reger GM, Gahm GA. Virtual reality exposure therapy for active duty
soldiers. ] Clin Psychol. 2008; 64: 940.

38.Klein B, Mitchell ], Gilson K. A therapist-assisted Internet-based CBT
intervention for posttraumatic stress disorder: preliminary results.
Cogn Behav Ther. 2009; 38: 121.

Cascalheira CJ, Smith BA (2018) Implications of Stigma as a Barrier to PTSD Care. Ann Psychiatry Ment Health 6(2): 1131.

Ann Psychiatry Ment Health 6(2): 1131 (2018)

4/4


https://www.ncbi.nlm.nih.gov/pubmed/22941845
https://www.ncbi.nlm.nih.gov/pubmed/22941845
https://www.ncbi.nlm.nih.gov/pubmed/19107726
https://www.ncbi.nlm.nih.gov/pubmed/19107726
https://www.ncbi.nlm.nih.gov/pubmed/16881777
https://www.ncbi.nlm.nih.gov/pubmed/16881777
https://www.ncbi.nlm.nih.gov/pubmed/16881777
https://www.ncbi.nlm.nih.gov/pubmed/27815553
https://www.ncbi.nlm.nih.gov/pubmed/27815553
https://www.ncbi.nlm.nih.gov/pubmed/24030861
https://www.ncbi.nlm.nih.gov/pubmed/24030861
https://www.ncbi.nlm.nih.gov/pubmed/24030861
https://www.ncbi.nlm.nih.gov/pubmed/17721966
https://www.ncbi.nlm.nih.gov/pubmed/17721966
https://www.ingentaconnect.com/contentone/lyceum/bpmh/2018/00000014/00000001/art00004
https://www.ingentaconnect.com/contentone/lyceum/bpmh/2018/00000014/00000001/art00004
https://www.ingentaconnect.com/contentone/lyceum/bpmh/2018/00000014/00000001/art00004
https://www.ncbi.nlm.nih.gov/pubmed/24364593
https://www.ncbi.nlm.nih.gov/pubmed/24364593
https://www.ncbi.nlm.nih.gov/pubmed/24364593
https://www.ncbi.nlm.nih.gov/pubmed/18612993
https://www.ncbi.nlm.nih.gov/pubmed/18612993
https://www.ncbi.nlm.nih.gov/pubmed/20183691
https://www.ncbi.nlm.nih.gov/pubmed/20183691
https://www.ncbi.nlm.nih.gov/pubmed/20183691

	Implications of Stigma as a Barrier to PTSD Care
	Abstract
	Abbreviations
	Introduction
	Discussion & Conclusion 
	References

