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ABSTRACT

Introduction: Post-traumatic stress disorder (PTSD) is a debilitating mental health condition
that may develop following exposure to severe traumatic events, including mass shootings.
Although less than 10% of those exposed ultimately develop PTSD, a substantial proportion of
patients, up to 52%, also meet the criteria for major depressive disorder (MDD), which is
associated with more severe symptoms and poorer treatment outcomes.
Materials and methods: A review of chosen literature from PubMed and Google Scholar was
conducted, using key words including "PTSD", "MDD", "comorbidity" "symptoms",
"treatment".

Summary: This review synthesises recent studies examining the prevalence, symptom profiles,
and treatment responses in individuals with comorbid PTSD and MDD following mass
shootings. Findings indicate that PTSD prevalence varies considerably according to trauma

type and exposure level, with direct and indirect exposures exerting distinct influences on
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symptomatology.

Conclusions: Comorbid MDD appears to exacerbate functional impairments and may attenuate
the effectiveness of standard PTSD interventions. Evidence suggests that early intervention,
comprehensive assessment of trauma and risk factors, and tailored therapeutic approaches,
including sequential treatment strategies, are critical in mitigating long-term psychological and
functional impairments in this population. These results underscore the need for improved
screening, intervention, and support systems for survivors of mass shootings to enhance
recovery and long-term outcomes.

Keywords: PTSD, MDD, comorbidity, symptoms, treatment

Introduction

Post-traumatic stress disorder (PTSD) is a mental health condition that can occur after
encountering deeply distressing events, such as interpersonal violence, warfare, severe
accidents, or natural disasters [1]. However, it does so only in approximately less than 10% of
cases [2]. In 2013, the Diagnostic and Statistical Manual of Mental Disorders (DSM-V) revised
the classification of PTSD, moving it from the category of anxiety disorders to a newly
established category of trauma- and stressor-related disorders [3]. PTSD is a potentially long-
lasting and debilitating condition marked by symptoms of reliving traumatic events, avoidance
behaviours, and negative changes in thinking and emotional arousal [4]. Depression frequently
coexists with PTSD, as 52% of individuals diagnosed with PTSD also meet the criteria for
major depressive disorder (MDD) [5]. Co-occurring MDD is strongly linked to more severe
symptoms, reduced functioning, increased dissociation, a higher number of prior treatment
attempts, and a greater number of current co-occurring diagnoses [6]. The lifetime prevalence
of PTSD varies globally. In the general American and European population, 1-year prevalence
ranges from 0.9% to 3.5% [7] when lifetime frequency may be up to 7-10% [8-10]. PTSD can
occur across individuals of all ages in any population, although certain groups experience
exceptionally high rates. Women are more likely to be diagnosed with PTSD than men [11]. In
military service members and veterans, PTSD prevalence ranges from 5.4 to 16.8%. The rise in

global terrorism and military conflicts has been associated with increased PTSD prevalence



among individuals exposed to such events [4]. The prevalence for crime victims ranges between
19-75% (up to 80% after rape), 30-40% for disaster victims, 10-20% for rescue workers and a
prevalence ranging from 6-32% for police, fire and emergency service workers [12]. These
diverse findings underscore the complexity of PTSD’s clinical presentation, prompting further
investigation into its manifestation in survivors of mass shootings. Research indicates that 11%
to 62% of youth develop post-traumatic stress after a mass shooting, with rates varying based
on assessment type, exposure level, and time since the traumatic event [13]. This review
examines the prevalence and treatment outcomes of MDD in PTSD patients following mass
shootings, with a focus on distinct symptom presentations and potential screening or

intervention strategies.

Post-traumatic stress disorder

Mass shootings have profound mental health impacts on both child and adolescent survivors,
as well as those who are indirectly exposed. Research suggests that witnessing such violence
can be even more traumatising than experiencing a wide range of other natural or human-made
disasters [14]. Around 16% of children and adolescents develop PTSD after experiencing a
DSM-1V or DSM-5 criterion trauma. The risk of PTSD varies significantly by trauma type:
approximately 10% develop PTSD after non-interpersonal trauma, while about 25% do so
following interpersonal trauma [15]. A 2024 study found that individuals suffering from
gunshot-related trauma had the highest rates of positive PTSD screenings compared to those
with blunt trauma, other injuries, or elective orthopaedic conditions [16]. A 2017 review of 49
studies examining 15 mass shooting incidents between 1984 and 2008 found that PTSD
prevalence among children and adults exposed to gun violence varied significantly, ranging
from 3% to 91%, depending on the sample and study methodologies [17]. In the short term,
individuals may exhibit acute stress reactions and general emotional distress, while longer-term
impacts can include PTSD. Although most individuals recover and return to their pre-exposure
level of functioning within a few months, some develop chronic and severe impairments [18].
In the acute phase, symptoms may include intrusive thoughts, nightmares, avoidance of triggers,
social withdrawal, heightened arousal, sleep disturbances, irritability, and difficulty focusing
[19]. Beyond individual symptoms, the repercussions of mass shootings extend to community-
wide effects, amplifying the overall psychological impact. Mass shootings impact not only the
survivors who are directly exposed but also the surrounding community, which often
experiences significant upheaval. Initial reactions may include widespread panic, a breakdown

in social cohesion, and heightened levels of anxiety throughout the community [20].



Exposure to gun violence most commonly occurs through auditory experiences, such as hearing
gunfire in public spaces. For older youth and adolescents, this type of exposure is not strongly
associated with post-traumatic symptoms. However, for younger children (ages 2-9), hearing
gunfire is significantly linked to post-traumatic symptoms, indicating that even less severe
threats can cause substantial distress in this age group. Among adolescents aged 10-17, both
direct exposure to gun violence and witnessing it are associated with post-traumatic symptoms.
However, when polyvictimisation is considered, the impact of direct exposure becomes less
significant, indicating that youth directly exposed to gun violence (e.g., being personally
threatened with or shot at) frequently experience multiple forms of violence, contributing to
compounded psychological distress [21].

A significant proportion of survivors do not develop long-term psychological disorders, a
phenomenon attributed to resilience defined as the capacity to adapt successfully to stressors
and maintain psychological well-being in adversity [22]. Resilience plays a substantial role in
trauma outcomes, with 40-78% of individuals exposed to mass violence or other traumatic
events reporting minimal to no symptoms of psychological disorders over time [23]. Research
indicates that only a minority of survivors will develop conditions that reach diagnostic
thresholds for PTSD, depression, and anxiety or have subclinical conditions months and years
after an incident of mass violence [24]. Despite these encouraging findings on resilience, a
subset of survivors continue to experience enduring impairments, highlighting the need for
ongoing support and intervention. A study conducted seven months after a public shooting at a
Danish high school found that 35% of students reported symptoms of post-traumatic stress
(PTS), with 7% meeting the diagnostic criteria for PTSD [25]. Similarly, in the Northern Illinois
study, while 49% of individuals reported PTS symptoms 30 days after the event, this rate
dropped significantly to 11% by nine months [26]. However, certain factors related to the
disaster, specific experiences during the event, and individual differences can hinder survivors’
ability to harness resilience. In cases of school shootings, Miron et al. found that individuals
with higher levels of emotional dysregulation and peritraumatic dissociation were four times
more likely to develop PTS symptoms eight months after the incident [24].
In addition to post-traumatic symptoms, survivors of mass shootings frequently experience
major depression, with prevalence rates ranging from 4.9% to 71%. Other disorders are less
common, with social phobia affecting 3% of survivors and panic disorder affecting 1-2.4%

[17]. A 2020 study revealed that school shootings have significant long-term effects, including



increased absenteeism and grade repetition, decreased high school graduation rates, lower
college enrollment and completion rates, as well as reduced employment and earnings by ages
24-26 [27]. In parallel to these socio-economic impacts, the physiological effects of trauma,
such as disrupted sleep patterns, also warrant attention. The Uteya mass shooting offered a rare
opportunity to examine specific sleep disturbances in adolescents following a profoundly
traumatic event. A follow-up assessment was conducted over two years post-incident, and more
than 50% of survivors reported sleep disturbances that originated at the time of the event. These
included high rates of insomnia (56.3%), excessive daytime sleepiness (34.4%), obstructive
sleep apnea symptoms (18.8%), and frequent nightmares (37.5%), reflecting significant
disruption in their lives. The prevalence of sleep disturbances among survivors underscores the
susceptibility of the sleep-wake system to severe stressors and its association with psychiatric
conditions [28]. Although not directly linked to sleep disturbances, survivors demonstrated
declines in academic performance, with lower grades reported two years post-incident
compared to pre-incident levels [29].

PTSD symptoms often begin to emerge within days of trauma exposure. Trauma-exposed
individuals frequently interact with emergency services, providing an opportunity for early
identification of at-risk individuals and the implementation of preventive interventions. [30].
Assessing prior trauma exposure and related risk factors (e.g., mental health history,
interpersonal difficulties, anxiety sensitivity, and conduct problems) is essential for predicting
heightened trauma responses following a disaster or mass shooting [31-33]. This emphasis on
early risk assessment is reflected in subsequent research on treatment-seeking behaviours
following traumatic events. A 2018 study examining treatment utilisation within 6 months post-
incident among college women after a campus shooting found that fewer than 15% sought
formal treatment, such as psychotherapy or medication. The study revealed that participants
with a probable PTSD diagnosis were more likely to seek treatment compared to those who
were only at risk or not at risk for PTSD six months after the shooting. This indicates that
survivors experiencing greater emotional distress are more inclined to engage in treatment.
However, the study did not provide details about how individuals accessed treatment (e.g.,
through provider referral or self-referral) or specifics about their treatment experiences, such as
the type of therapy, format, or progress made [34]. A 2022 study on survivors of the Utrecht
tram shooting revealed that many individuals in need of care struggled to navigate the existing
healthcare system, with half still requiring assistance in finding appropriate support 18 months

after the incident. A considerable proportion of survivors reported health issues, including post-



traumatic stress symptoms and related conditions, requiring professional intervention. Half of
the respondents also reported developing new health problems attributed to the shooting, with
the most common being psychological difficulties, fatigue, cardiovascular issues, and digestive
problems. Despite these challenges, a substantial proportion of survivors resumed daily
activities, with the majority reporting favourable overall health at both six- and 18-months post-
incident, rating it as good, very good, or excellent [35].

Mass shootings are associated with elevated rates of PTSD, particularly among individuals with
gunshot injuries, alongside major depression, social phobia, and panic disorder. Both direct and
indirect exposure are harmful, particularly for young children who show distress even from
hearing gunshots. However, the interplay of multiple traumatic exposures further complicates
the clinical picture, especially in adolescents. While resilience prevents long-term disorders in
many survivors, a significant portion experiences lasting impairment. For adolescents, the
impact of direct gun violence is often intertwined with polyvictimisation, where experiencing
multiple forms of violence intensifies the trauma. School shootings have long-term
consequences on educational and economic outcomes, including decreased graduation rates,
lower college enrolment, and reduced future earnings. Survivors frequently suffer from lasting
sleep problems and declining academic performance. While PTSD symptoms often appear
quickly, presenting an opportunity for early intervention, many survivors do not seek or struggle
to access needed mental health care, highlighting systemic issues in support provision.
Assessing prior trauma and mental health history is crucial for identifying those at high risk.
While some survivors experience persistent impairments, a notable proportion report

maintaining good overall health in the long term.

Depression

Depression is highly prevalent among individuals with PTSD, with approximately 52%
experiencing major depressive disorder (MDD) [36]. In specific populations, such as war
survivors, the prevalence of comorbid PTSD and depression can be as high as 55.26% [37].
The co-occurrence of PTSD and depression leads to more severe symptoms and lower
functional levels, making treatment more challenging [38]. Depression can also reduce the
effectiveness of PTSD therapies, with greater depression severity predicting smaller treatment
effects [39]. Additionally, depression affects trauma memory by making it less accessible and
coherent, in contrast to PTSD, which enhances memory vividness and sensory detail [40].
PTSD severity is classified using a combination of self-report scales, clinician-administered

assessments, and objective biomarkers. Latent Profile Analysis LPA, The Davidson Trauma



Scale (DTS), the Clinician-Administered PTSD Scale (CAPS) and the PTSD Symptom
Checklist (PCL) [41], EEG and MRI can be used [42,43], PTSD symptom trajectories [44].
Greater depression severity is associated with smaller PTSD treatment effect sizes, indicating
that individuals with more severe depression may experience less benefit from PTSD therapies
[39,45]. Even when depression improves, individuals with comorbid PTSD and depression
often remain more functionally impaired compared to those with depression alone [46]. The
heterogeneity and symptom overlap between PTSD and depression can lead to worse treatment
outcomes, as specific patterns of symptom overlap may not respond well to standard PTSD
treatments [47]. Depression comorbidity requires modifications to trauma-focused
interventions to address both PTSD and depressive symptoms effectively [39]. Different PTSD
treatments may yield varied outcomes depending on the presence of comorbid depression. For
instance, patients with major depressive disorder (MDD) may respond better to specific
therapies like imagery rescripting compared to others like EMDR [48]. A sequential treatment
approach (targeting PTSD first, followed by depression) has shown greater efficacy in
managing comorbid PTSD and MDD in clinical studies [49].

Psychoanalytic therapy, along with other psychotherapeutic modalities like cognitive and
behavioural therapies, has been shown to significantly impact PTSD and related psychiatric
symptoms, including depression [50]. However, cognitive processing therapy (CPT), cognitive
therapy (CT), and eye movement desensitisation and reprocessing (EMDR) are often
highlighted for their effectiveness in reducing PTSD symptoms [51]. Moreover, age-specific
adaptations of these therapies can further enhance treatment outcomes in younger populations.
In children and adolescents, cognitive processing therapy, behavioural therapy, and trauma-
focused cognitive-behavioural therapy (TF-CBT) are particularly effective, suggesting these
may also benefit adults [52]. The combination of immediate, post-immediate, and follow-up
care has been confirmed to be effective in treating post-traumatic psychiatric disorders,
supporting the early incorporation of psychotherapy [53]. Meta-analyses indicate that
psychotherapeutic treatments, including cognitive and psychodynamic therapies, significantly
improve psychological health and decrease symptoms of PTSD and depression, with effects
sustained over time [50].

PTSD treatments and suicide-focused treatments effectively reduce both PTSD- and suicide-
related outcomes, supporting current clinical guidelines [54]. Combining suicide-focused
treatments, risk management procedures, and trauma-focused treatments can effectively treat

suicidal patients with PTSD [55]. In addition to psychotherapeutic approaches,



pharmacological interventions also play a vital role in managing PTSD. SSRIs and SNRIs are
effective and acceptable medications for adults with PTSD, but individualised drug
management is recommended for patients with different clinical characteristics [56]. Clinical
practice guidelines for depression treatment converge on SSRIs as first-line treatment but
diverge on key topics like suicide risk, highlighting the need for caution when following
specific guidelines [57]. SSRIs may have varying effects on suicide rates over time, with the
turning point potentially being the first 2 months of treatment [58]. SSRIs may increase the risk
of suicide and self-harm in adults, but more extensive trials with longer follow-ups are needed
to assess their risks and benefits fully [59].

Brief EMDR treatment effectively reduces PTSD and depression symptoms in adult-onset
trauma victims, while SSRIs provide moderate relief for adult victims of childhood-onset
trauma [60]. Psychological therapies, particularly behaviour therapy and EMDR, are more
effective than drug therapies for symptom reduction in post-traumatic stress disorder [61].
However, treatment outcomes can vary over time and across different patient populations.
PTSD symptoms improved slightly over time, but dose-of-care benchmarks for psychotherapy
and pharmacotherapy were not related to symptom improvement in veterans with PTSD [62].
Olanzapine may be an effective adjunct to SSRIs for treating SSRI-resistant PTSD, particularly
in improving sleep symptoms [63].

A response is an initial improvement in symptoms, while remission is a more desirable
outcome, characterised by minimal symptoms for at least three consecutive weeks [64]. A
recovery is defined as maintaining remission for at least four months without relapse. Recovery
can only be lost if followed by a recurrence [65]. Understanding these definitions is crucial for
evaluating treatment success in clinical studies. In a study of internet-delivered cognitive
behavioural therapy (iCBT), 70.8% of participants remained in remission nine months post-
treatment, indicating that complete remission is possible but not guaranteed, actors such as
younger age, long-term conditions, and residual symptoms at the end of treatment can predict
relapse, highlighting the need for personalised management strategies [66]. PTSD treatment,
especially when initiated soon after trauma, can enhance long-term remission. However,
comorbid conditions like substance use disorders can complicate recovery, necessitating
ongoing management [67]. Long-term recovery is often measured through follow-up
assessments at 1-, 2-, and 5-years post-treatment, focusing on symptom severity and functional
outcomes [38].

Conclusions
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Depression is common in PTSD, affecting up to 52% of individuals and 55.26% of war
survivors. Comorbid PTSD and depression lead to more severe symptoms, reduced functioning,
and lower treatment effectiveness. Depression also alters trauma memory, making it less
accessible and coherent. PTSD severity is assessed using self-report scales, clinician-
administered tools, and biomarkers like EEG and MRI. Typical assessments include LPA, DTS,
CAPS, and PCL. The presence of depression complicates PTSD treatment outcomes due to
symptom overlap and heterogeneity. Patients with both PTSD and depression may require
modified therapeutic approaches such as imagery rescripting. A sequential treatment approach,
targeting PTSD first and then depression, can be beneficial.

Early psychotherapeutic interventions, including psychoanalytic, cognitive, and behavioural
therapies, have shown significant effectiveness in reducing PTSD and depression symptoms.
Cognitive Processing Therapy (CPT), Cognitive Therapy (CT), and EMDR are particularly
effective for PTSD. Trauma-focused cognitive-behavioural therapy (TF-CBT) is highly
beneficial in children and adolescents. Beyond psychotherapeutic efficacy, careful management
of pharmacotherapy is also essential to mitigate risks such as suicidal ideation. Managing
suicidal risk during SSRI/SNRI treatment is crucial, as these medications may increase the risk
of suicide and self-harm in the initial treatment phase.

Regarding treatment duration, SSRIs provide moderate relief for PTSD patients with childhood
trauma, while psychological therapies, particularly EMDR and behaviour therapy, tend to be
more effective for symptom reduction. Olanzapine may be an effective adjunct for SSRI-
resistant PTSD, especially for improving sleep-related symptoms. Recovery from PTSD and
depression is defined by sustained symptom remission. Full recovery is achieved when
remission is maintained for four months without relapse. However, long-term follow-up studies
indicate that comorbid conditions, such as substance use disorders, may complicate recovery,

necessitating ongoing management and personalised treatment strategies.

11



Disclosure

Author's contribution

Conceptualization: Monika Olszanska, Dominika Hakato, Tomasz Suprun

Methodology: Marta Ignatiuk-Chilkiewicz, Joanna Katuska, Maria Majewska, Klaudia
Mosciszko

Formal analysis: Wiktor Klimek, Katarzyna Nowicka

Investigation: Monika Olszanska, Dominika Hakato, Tomasz Suprun

Writing-rough preparation: Wiktor Klimek, Joanna Katuska, Marta Ignatiuk-Chilkiewicz
Writing-review and editing: Dominika Hakato, Monika Olszanska, Joanna Katuska, Tomasz
Suprun, Katarzyna Nowicka, Wiktor Klimek, Maria Majewska, Klaudia Mosciszko,
Aleksandra Sokot, Marta Ignatiuk-Chilkiewicz

Supervision: Katarzyna Nowicka, Aleksandra Sokot

Receiving funding - no specific funding.

All authors have read and agreed with the published version of the manuscript.

Financing statement

This research received no external funding.

Institutional Review Board Statement

Not applicable.

Informed Consent Statement
Not applicable.

Data Availability Statement
Not applicable.

Conflict of interest

12



The authors deny any conflict of interest.

References:

1. Yehuda R, Hoge CW, McFarlane AC, et al. Post-traumatic stress disorder. Nat Rev Dis
Primers. 2015;1. doi: 10.1038/NRDP.2015.57

2. Radell ML, Hamza EA, Moustafa AA. Depression in post-traumatic stress disorder. Rev
Neurosci. 2020;31:703-22. doi: 10.1515/REVNEURO-2020-0006

3. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders.
American Psychiatric Association 2013,

4. Miao XR, Chen QB, Wei K, et al. Post-traumatic stress disorder: from diagnosis to
prevention. Mil Med Res. 2018;5. doi: 10.1186/S40779-018-0179-0

5. Rytwinski NK, Scur MD, Feeny NC, et al. The co-occurrence of major depressive disorder
among individuals with post-traumatic stress disorder: a meta-analysis. J Trauma Stress.
2013;26:299-309. doi: 10.1002/JTS.21814

6. Bedard-Gilligan M, Duax Jakob JM, Doane LS, et al. An Investigation of Depression,
Trauma History, and Symptom Severity in Individuals Enrolled in a Treatment Trial for
Chronic PTSD. J Clin Psychol. 2015;71:725-40. doi: 10.1002/JCLP.22163

7. Rigutto C, Sapara AO, Agyapong VIO. Anxiety, Depression and Post-traumatic Stress
Disorder after Terrorist Attacks: A General Review of the Literature. Behavioral sciences
(Basel, Switzerland). 2021;11. doi: 10.3390/BS11100140

8. Williamson JB, Jaffee MS, Jorge RE. Post-traumatic Stress Disorder and Anxiety-Related
Conditions. Continuum (Minneap Minn). 2021;27:1738-63. doi:
10.1212/CON.0000000000001054

9. Maercker A, Cloitre M, Bachem R, et al. Complex post-traumatic stress disorder. Lancet.
2022;400:60-72. doi: 10.1016/S0140-6736(22)00821-2

10. Compean E, Hamner M. Post-traumatic stress disorder with secondary psychotic features
(PTSD-SP): Diagnostic and treatment challenges. Prog Neuropsychopharmacol Biol
Psychiatry. 2019;88:265—75. doi: 10.1016/J.PNPBP.2018.08.001

13



11. Shalaby R, Adu MK, Andreychuk T, et al. Prevalence, Demographic, and Clinical
Correlates of Likely PTSD in Subscribers of Text4Hope during the COVID-19 Pandemic. Int
J Environ Res Public Health. 2021;18. doi: 10.3390/1IJERPH18126227

12. Javidi H, Yadollahie M. Post-traumatic stress disorder. Published Online First: 2012.

13. Ranney M, Karb R, Ehrlich P, et al. What are the long-term consequences of youth exposure
to firearm injury, and how do we prevent them? A scoping review. J Behav Med. 2019;42:724—
40. doi: 10.1007/S10865-019-00035-2

14. Norris FH, Friedman MJ, Watson PJ. 60,000 Disaster victims speak: Part 1I. Summary and
implications of the disaster mental health research. Psychiatry. 2002;65:240—60. doi:
10.1521/PSYC.65.3.240.20169

15. Alisic E, Zalta A, Wesel F Van, et al. Rates of post-traumatic stress disorder in trauma-
exposed children and adolescents: meta-analysis. cambridge.orgE Alisic, AK Zalta, F Van
Wesel, SE Larsen, GS Hafstad, K Hassanpour, GE SmidThe British Journal of Psychiatry,
2014+cambridge.org. 2014;204:335-40. doi: 10.1192/bjp.bp.113.131227

16. Wolf JM, Bouftas F, Landy DC, et al. Gunshot Trauma Patients Have Higher Risk of PTSD
Compared With Blunt Trauma and Elective Populations: A Retrospective Comparative Study
of Outpatient Orthopaedic Care. Clin Orthop Relat Res. Published Online First: 20 November
2024. doi: 10.1097/CORR.0000000000003155

17. Lowe SR, Galea S. The Mental Health Consequences of Mass Shootings. Trauma Violence
Abuse. 2017;18:62-82. doi: 10.1177/1524838015591572

18. Travers A, McDonagh T, Elklit A. Youth Responses to School Shootings: a Review. Curr
Psychiatry Rep. 2018;20. doi: 10.1007/511920-018-0903-1

19. Shultz JM, Thoresen S, Flynn BW, et al. Multiple Vantage Points on the Mental Health
Effects of Mass Shootings. Curr Psychiatry Rep. 2014;16. doi: 10.1007/S11920-014-0469-5
20. Rowhani-Rahbar A, Zatzick DF, Rivara FP. Long-lasting Consequences of Gun Violence
and Mass Shootings. JAMA - Journal of the American Medical Association. 2019;321:1765—
6. doi: 10.1001/JAMA.2019.5063

21. Turner HA, Mitchell KJ, Jones LM, et al. Gun violence exposure and post-traumatic
symptoms among children and youth. Wiley Online LibraryHA Turner, KJ Mitchell, LM Jones,
S Hamby, R Wade Jr, CL BeselerJournal of Traumatic Stress, 2019*Wiley Online Library.
2019;32:881-9. doi: 10.1002/jts.22466

22. Goldmann E, Galea S. Mental health consequences of disasters. Annu Rev Public Health.
2014;35:169-83. doi: 10.1146/ANNUREV-PUBLHEALTH-032013-182435

14



23. Journal ZZ-1-IMA, 2012 undefined. Resilience and vulnerability in coping with stress and
terrorism. ima.org.il. 2012;14.

24. Miron LR, Orcutt HK, Kumpula MJ. Differential Predictors of Transient Stress Versus Post-
traumatic Stress Disorder: Evaluating Risk Following Targeted Mass Violence. Behav Ther.
2014;45:791-805. doi: 10.1016/J.BETH.2014.07.005

25. Elklit A, psychotraumatology SK-E journal of, 2013 undefined. The psychological reactions
after witnessing a Killing in public in a Danish high school. Taylor & FrancisA ElKklit, S
KurdahlEuropean journal of psychotraumatology, 2013+Taylor & Francis. 2013;4:1-7. doi:
10.3402/ejpt.v4i0.19826

26. Littleton H, Kumpula M, Orcutt H. Post-traumatic symptoms following a campus shooting:
The role of psychosocial resource loss. Violence Vict. 2011;26:461-76. doi: 10.1891/0886-
6708.26.4.461

27. Cabral M, Kim B, Rossin-Slater M, et al. Trauma at School: The Impacts of Shootings on
Students’ Human Capital and Economic Outcomes. Published Online First: 2020.

28. Grenli J, Melinder A, Ousdal OT, et al. Life Threat and Sleep Disturbances in Adolescents:
A Two-Year Follow-Up of Survivors From the 2011 Uteya, Norway, Terror Attack. Wiley
Online LibraryJ Grenli, A Melinder, OT Ousdal, S Pallesen, T Endestad, AM MildeJournal of
Traumatic Stress, 2017+Wiley Online Library. 2017;30:219-28. doi: 10.1002/jts.22196

29. Strem IF, Schultz J-H, Wentzel-Larsen T, et al. School performance after experiencing
trauma: A longitudinal study of school functioning in survivors of the Utaya shootings in 2011.
Taylor & FrancisIF Strem, JH Schultz, T Wentzel-Larsen, G DybEuropean journal of
psychotraumatology, 2016+ Taylor & Francis. 2011;7:31359. doi: 10.3402/ejpt.v7.31359

30. Qi W, Gevonden M, reports AS-C psychiatry, et al. Prevention of post-traumatic stress
disorder after trauma: current evidence and future directions. SpringerW Qi, M Gevonden, A
ShalevCurrent psychiatry reports, 2016+Springer. 2016;18:1-11. doi: 10.1007/s11920-015-
0655-0

31. Boffa JW, Norr AM, Raines AM, et al. Anxiety Sensitivity Prospectively Predicts Post-
traumatic Stress Symptoms Following a Campus Shooting. Behav Ther. 2016;47:367—-76. doi:
10.1016/J.BETH.2016.02.006

32. Lai BS, Osborne MC, Lee NH, et al. Trauma-informed schools: Child disaster exposure,
community violence and somatic symptoms. J Affect Disord. 2018;238:586-92. doi:
10.1016/J.JAD.2018.05.062

15



33. Martin N, Felton J, & DC-J of CC, et al. Predictors of youths’ post-traumatic stress
symptoms following a natural disaster: The 2010 Nashville, Tennessee, flood. Taylor &
FrancisNC Martin, JW Felton, DA ColeJournal of Clinical Child & Adolescent Psychology,
2016°Taylor & Francis. 2016;45:335-47. doi: 10.1080/15374416.2014.982279

34.Boykin D, aggression HO-J of, & maltreatment, et al. Treatment use among college women
following a campus shooting. Taylor & FrancisDM Boykin, HK OrcuttJournal of aggression,
maltreatment &  trauma, 2019¢Taylor &  Francis. 2018;28:261-80.  doi:
10.1080/10926771.2018.1480548

35. Bosmans MWG, Plevier C, Schutz F, et al. The impact of a terrorist attack: Survivors’
health, functioning and need for support following the 2019 Utrecht tram shooting 6 and 18
months post-attack. Front Psychol. 2022;13. doi: 10.3389/FPSYG.2022.981280/FULL

36. Rytwinski N, Scur M, ... NF-J of traumatic, et al. The co-occurrence of major depressive
disorder among individuals with post-traumatic stress disorder: A meta-analysis. Wiley Online
LibraryNK Rytwinski, MD Scur, NC Feeny, EA YoungstromJournal of traumatic stress,
2013+Wiley Online Library. 2013;26:299-309. doi: 10.1002/jts.21814

37. Hoppen TH, Priebe S, Vetter I, et al. Global burden of post-traumatic stress disorder and
major depression in countries affected by war between 1989 and 2019: A systematic review
and meta-analysis. BMJ Glob Health. 2021;6. doi: 10.1136/BMJGH-2021-006303

38. Shalev AY, Freedman S, Peri T, et al. Prospective study of post-traumatic stress disorder
and depression following trauma. American Journal of Psychiatry. 1998;155:630—7. doi:
10.1176/AJP.155.5.630

39. Kline AC, Cooper AA, Rytwinski NK, et al. The Effect of Concurrent Depression on PTSD
Outcomes in Trauma-Focused Psychotherapy: A Meta-Analysis of Randomized Controlled
Trials. Behav Ther. 2021;52:250-66. doi: 10.1016/J.BETH.2020.04.015

40. Ashbaugh A, Marinos J, Memory BB-, et al. The impact of depression and PTSD symptom
severity on trauma memory. Taylor & FrancisAR Ashbaugh, J Marinos, B BujakiMemory,
2018+Taylor & Francis. 2017;26:106—16. doi: 10.1080/09658211.2017.1334801

41. Stefanovics EA, Rosenheck RA, Jones KM, et al. Minimal Clinically Important Differences
(MCID) in Assessing Outcomes of Post-Traumatic Stress Disorder. Psychiatric Quarterly.
2018;89:141-55. doi: 10.1007/S11126-017-9522-Y

42. Lobo I, Portugal LC, Figueira I, et al. EEG correlates of the severity of post-traumatic stress
symptoms: A systematic review of the dimensional PTSD literature. J Affect Disord.
2015;183:210-20. doi: 10.1016/J.JAD.2015.05.015

16



43. Ben-Zion Z, Zeevi Y, Keynan NJ, et al. Multi-domain potential biomarkers for post-
traumatic stress disorder (PTSD) severity in recent trauma survivors. nature.comZ Ben-Zion,
Y Zeevi, NJ Keynan, R Admon, T Kozlovski, H Sharon, P Halpern, | LiberzonTranslational
Psychiatry, 2020<nature.com. 2020;10. doi: 10.1038/s41398-020-00898-z

44. Lowe SR, Ratanatharathorn A, Lai BS, et al. Post-traumatic stress disorder symptom
trajectories within the first year following emergency department admissions: Pooled results
from the International Consortium to predict PTSD. Psychol Med. 2021;51:1129-39. doi:
10.1017/S0033291719004008

45. Walter KH, Glassman LH, Wells SY, et al. The impact of depression severity on treatment
outcomes among older male combat veterans with post-traumatic stress disorder. Wiley Online
LibraryKH Walter, LH Glassman, SY Wells, SR Thorp, LA MorlandJournal of traumatic stress,
2020+Wiley Online Library. 2020;33:345-52. doi: 10.1002/jts.22503

46. Green BL, Krupnick JL, Chung J, et al. Impact of PTSD comorbidity on one-year outcomes
in a depression trial. Wiley Online LibraryBL Green, JL Krupnick, J Chung, J Siddique, ED
Krause, D Revicki, L Frank, J MirandaJournal of clinical psychology, 2006*Wiley Online
Library. 2006;62:815-35. doi: 10.1002/jclp.20279

47. Burton MS, Cooper AA, Mello PG, et al. Latent Profiles of Comorbid Depression as
Predictors of PTSD Treatment Outcome. Behav Ther. 2021;52:970-81. doi:
10.1016/J.BETH.2020.12.005

48. Assmann N, Fassbinder E, Schaich A, et al. Differential effects of comorbid psychiatric
disorders on treatment outcome in post-traumatic stress disorder from childhood trauma. J Clin
Med. 2021;10. doi: 10.3390/JCM10163708

49. Angelakis S, Weber N, Nixon RDV. Comorbid post-traumatic stress disorder and major
depressive disorder: The usefulness of a sequential treatment approach within a randomised
design. J Anxiety Disord. 2020;76. doi: 10.1016/J.JANXDIS.2020.102324

50. of JS-J of TSOP, 1998 undefined. Effects of psychotherapeutic treatments for PTSD: A
meta-analysis of controlled clinical trials. Wiley Online Library]] ShermanJournal of
Traumatic Stress: Official Publication of The, 1998*Wiley Online Library. 1998;11:413-35.
doi: 10.1023/A:1024444410595

51. Yunitri N, Chu H, Kang XL, et al. Comparative effectiveness of psychotherapies in adults
with post-traumatic stress disorder: a network meta-analysis of randomised controlled trials.
Psychol Med. 2023;53:6376—88. doi: 10.1017/S0033291722003737

17



52. Xiang Y, Cipriani A, Teng T, et al. Comparative efficacy and acceptability of
psychotherapies for post-traumatic stress disorder in children and adolescents: a systematic
review and network meta-analysis. Evid Based Ment Health. 2021;24:153-60. doi:
10.1136/EBMENTAL-2021-300346

53. Auxéméry Y. Treatment of post-traumatic psychiatric disorders: A continuum of
immediate, post-immediate and follow-up care mediated by specific psychotherapeutic
principles. Clinical experience in French-speaking countries. Encephale. 2018;44:403-8. doi:
10.1016/J.ENCEP.2018.02.003

54. Rozek DC, Baker SN, Rugo KF, et al. Addressing co-occurring suicidal thoughts and
behaviors and post-traumatic stress disorder in evidence-based psychotherapies for adults: A
systematic review. Wiley Online LibraryDC Rozek, SN Baker, KF Rugo, VL Steigerwald, LM
Sippel, R Holliday, EM Roberge, P HeldJournal of Traumatic Stress, 2022*Wiley Online
Library. 2021;35:729-45. doi: 10.1002/jts.22774

55. Bryan CJ. Treating PTSD Within the Context of Heightened Suicide Risk. Curr Psychiatry
Rep. 2016;18. doi: 10.1007/S11920-016-0708-Z

56. Huang ZD, Zhao YF, Li S, et al. Comparative efficacy and acceptability of pharmaceutical
management for adults with post-traumatic stress disorder: A systematic review and meta-
analysis. Front Pharmacol. 2020;11. doi: 10.3389/FPHAR.2020.00559/FULL

57. Cordeiro F, Id G, Oliveira De Melo Id D, et al. Pharmacological treatment of depression: A
systematic review comparing clinical practice guideline recommendations. journals.plos.orgFC
Gabriel, DO de Melo, R Fraguas, NC Leite-Santos, RA Mantovani da Silva, E RibeiroPL0S
one, 2020+journals.plos.org. 2020;15. doi: 10.1371/journal.pone.0231700

58. Chen QH, Li YL, Hu YR, et al. Observing time effect of SSRIs on suicide risk and suicide-
related behaviour: A network meta-analysis protocol. BMJ Open. 2021;11. doi:
10.1136/BMJOPEN-2021-054479

59. Gunnell D, Saperia J, Ashby D. Selective serotonin reuptake inhibitors (SSRIs) and suicide
in adults: Meta-analysis of drug company data from placebo controlled, randomised controlled
trials submitted to the MHRA’s safety review. Br Med J. 2005;330:385-8. doi:
10.1136/BMJ.330.7488.385

60. Van Der Kolk BA, Spinazzola J, Blaustein ME, et al. A Randomised clinical trial of eye
movement desensitisation and reprocessing (EMDR), fluoxetine, and pill placebo in the
treatment of post-traumatic stress disorder: treatment effects and long-term maintenance.
Journal of Clinical Psychiatry. 2007;68:37—46. doi: 10.4088/JCP.V68N0105

18



61. Van Etten ML, Taylor S. Comparative Efficacy of Treatments for Post-traumatic Stress
Disorder: A Meta-Analysis. doi: 10.1002/(SI1CI)1099-0879(199809)5:3

62. Shin HJ, Greenbaum MA, Jain S, et al. Associations of psychotherapy dose and SSRI or
SNRI refills with mental health outcomes among veterans with PTSD. Psychiatric Services.
2014;65:1244-8. doi: 10.1176/APPI.PS.201300234

63. Stein MB, Kline NA, Matloff JL. Adjunctive olanzapine for SSRI-resistant combat-related
PTSD: A double-blind, placebo-controlled study. American Journal of Psychiatry.
2002;159:1777-9. doi: 10.1176/APPI1.AJP.159.10.1777

64. Riso LP, Thase ME, Howland RH, et al. A prospective test of criteria for response,
remission, relapse, recovery, and recurrence in depressed patients treated with cognitive
behavior therapy. J Affect Disord. 1997;43:131-42. doi: 10.1016/S0165-0327(96)01420-6

65. Rush AJ, Kraemer HC, Sackeim HA, et al. Report by the ACNP Task Force on response
and remission in major depressive disorder. nature.comAJ Rush, HC Kraemer, HA Sackeim,
M Fava, MH Trivedi, E Frank, PT Ninan, ME ThaseNeuropsychopharmacology,
2006enature.com. 2006;31:1841-53. doi: 10.1038/sj.npp.1301131

66. Palacios JE, Enrique | Angel, Mooney O, et al. Durability of treatment effects following
internet-delivered cognitive behavioural therapy for depression and anxiety delivered within a
routine care setting. Wiley Online LibraryJE Palacios, A Enrique, O Mooney, S Farrell, C
Earley, D Duffy, N Eilert, S Harty, L TimulakClinical Psychology & Psychotherapy,
2022+Wiley Online Library. 2022;29:1768—77. doi: 10.1002/cpp.2743

67. Ouimette P, Moos RH, Finney JW. PTSD treatment and 5-year remission among patients
with substance use and post-traumatic stress disorders. J Consult Clin Psychol. 2003;71:410—
4. doi: 10.1037/0022-006X.71.2.410

19



