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Through an in-depth analysis and research of the topic of Posttraumatic Stress Disorder, it is apparent that the disorder is one that impacts millions worldwide. Posttraumatic Stress Disorder is a disorder that manifests itself in many forms as it is the residual effect of trauma one experienced previously. While PTSD can last for a short period of time it can turn chronic if it is not managed and or treated. Furthermore, the Counselor plays a significant role in helping the individual suffering from PTSD to both process and work through that which they have been experiencing from the disorder. 
	In order to provide an overview of PTSD it is first pertinent to define what a trauma and crisis is and compare and contrast the two. SAMSHA defines trauma as the residual effect of an event, sequence of events, and or a group of situations that an individual encountered as a threat to their existence, injurious both physically, psychologically, and emotionally, and impacts their overall health and ability to function. (SAMSHA, 2019). James and Gilliland (2017) provided various definitions of what a crisis is, and it appears that a crisis is a turning point or a transient period an individual reaches when they cannot seem to manage and find a mental and emotional balance with an event or circumstance they have encountered. As James and Gilliland (2017) mentioned, if left unmanaged it can lead to a behavioral emergency. In comparing trauma and crisis it appears that both impact the clients mental, physical, and emotional well-being. The difference is a trauma is the horrific event or circumstance that was injurious to the individual and remains with them thereafter. Whereas a crisis is a current and or temporary state in which an individual is unable to cope with whatever they are dealing with. A trauma is a horrific experience that can lead the client to a crisis if the victim is unable to deal with it in a healthy way.
	Posttraumatic Stress Disorder as described by the National Institute of Mental Health (2019) is a disorder that manifests in certain individuals who have endured a disturbing, frightening, or unsafe event. As NIMH (2019) explained not all individuals who have experienced an endangering event will get PTSD, only those individuals who have prolonged impacts may receive a diagnosis of PTSD. Moreover, PTSD does not only manifest as a result of an endangering incident, it can also manifest because of the tragic and untimely loss of a loved one (National Institute of Mental Health, 2019). 
Furthermore, when many individuals hear or think of PTSD, they think of it as a combat related disorder, because many war veterans have been diagnosed with PTSD. Moreover, it was once classified as the “shell shock, soldier’s heart, combat fatigue, or war neurosis” according to (History, 2017(Updated 2018)). However, PTSD impacts various populations such as sexual assault victims, children, veterans, men, victims of violence, natural disaster victims, car accident victims, refugees, kidnapped victims etc… PTSD is nondiscriminatory. Anyone can develop PTSD at any given time, depending on the circumstances.
Moreover, when a client presents with symptoms of PTSD, they exhibit a plethora of symptoms for a minimum of a month. According to the DSM-V in order for adults, teens, and children over the age of 6 to meet the criteria for diagnosis of PTSD they must have: A. Been exposed directly, witnessed, learned about, endured repeated exposure to a traumatic event (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). B. Have presenting symptomology of one or more intrusive symptoms such as persistent involuntary disturbing memories, repeated nightmares related to the traumatic event, dissociative reactions like flashbacks of the incident where the person feels like the occurrence is happening again, ongoing mental disturbance, bodily symptomology of stress in relation to the incident (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). C. Avoidance behaviors such as efforts to refrain from thoughts, emotions, and recollections related to the traumatic incident, refraining from people, places, things that can remind them of the traumatic experience (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). D. Adverse changes in the individual’s thoughts and feelings pertaining to the traumatic occurrence with two or more symptoms being present, such as not being able to recall significant details of the traumatic incident, ongoing embellished pessimistic opinions about their self, other people, and the world, ongoing inaccurate thoughts pertaining to the cause and results of the traumatic incident, ongoing pessimistic state such as feelings of guilt, shame, anger, fear, or horror, loss of interest and involvement in important activities, disinterest and being withdrawn from other people, incapability of being happy, satisfied, and affectionate (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). E. Changes in stimulation and reactivity related to the traumatic incident either becoming better or worse after the incident occurred presenting in two or more ways such as, grumpy behavior and irate eruptions that can show up as verbal or physical hostility aimed at individuals and physical things, irresponsible or self-sabotaging actions, sensitivity to one’s surroundings or extreme alertness (hypervigilance), embellished alarmed response, issues focusing, challenges with getting to sleep, remaining asleep, or restlessness (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). F. Symptoms of B, C, D, and E last longer than 1 month (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). G. Symptoms impact the client’s functioning with others, at work, and other significant domains of their life (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). H. the symptoms are not connected to use of substances and may have a specifier of dissociative symptoms depersonalization which are ongoing repetitive feelings like they are outside of their body or dreaming, and derealization ongoing repetitive feelings that the environment around them is not real (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). 
Furthermore, according to the DSM-5 (2013) the symptoms of Posttraumatic Stress Disorder in children mirror those expressed previously for adults, but there are a few differences. For example, in Criterion B children older than 6 may use repetitive play to express details and occurrences of the traumatic incident (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). Moreover, repetitive nightmares may occur, but the subject matter of the nightmare may not be identifiable to the child (Diagnostic and Statistical Manual of Mental Disorders-5, 2013). In addition, under dissociative reaction in Criterion B, during play children may act out trauma they have experienced (Diagnostic and Statistical Manual of Mental Disorders-5, 2013).
Additionally, the NIMH (2019) explained PTSD in children under 6 years old manifests through bed wetting, not remembering how or inability to speak, reenacting traumatic events during play, and becoming excessively attached to their mother, father, or other grown-ups. Also, the NIMH (2019) described adolescents may show symptoms that mirror adults. Also they may portray disturbing, impolite, and harmful behaviors (National Institute of Mental Health, 2019). Moreover, they may feel responsibility for not stopping harm or fatal incidents. (National Institute of Mental Health, 2019). 
In analyzing incidence rates of PTSD in the United States, according to Cohen Veterans Bioscience (2019) 8.6 million people in the United States have been diagnosed with PTSD. Moreover, Cohen Veterans Bioscience (2019) explained 5.7 of Individuals age 13 and older will develop PTSD at some point in their lives. Furthermore, they expounded PTSD is more common in women, those of early adulthood, and African Americans, with Latin Americans and Caucasians following closely behind (Cohen Veterans Bioscience, 2019). In addition, the organization explained women are two times more likely to get PTSD in their lives and triple times more likely to acquire PTSD each year (Cohen Veterans Bioscience, 2019). Moreover, the organization described children who have experienced traumatic incidences might have a greater frequency of PTSD than adults, and that frequency was approximated with a 6-month occurrence rate of 3.7 % in male children and 6.3% in female children (Cohen Veterans Bioscience, 2019). In examining prevalence rates of PTSD in veterans the National Center for Biotechnology Information (2016) approximated that 500,000 veterans who participated in the Afghanistan and Iraq wars were diagnosed with Posttraumatic Stress Disorder. 
Furthermore, when counseling a client who is struggling with Posttraumatic Stress Disorder it is essential to approach therapy considering biopsychosocial factors. Inquiring about factors such as, family history, culture, comorbidity, if they are a veteran or experienced trauma/combat, and the client’s relationships with family and friends. Also, finding out the onset of the client’s PTSD symptoms will provide insight of what initially triggered off the disorder as well as the initial symptoms the client exhibited, and the progression of the client’s symptoms up until they came to therapy. 
Additionally, when counseling clients with PTSD it is pertinent to be sensitive in inquiring about information pertaining to the client’s family history as the trauma may stem from the family dynamic. It is important to learn a background of whether they were they raised in a two parent household or single parent household, were they raised by their biological parent or adopted, are they a child of an alcohol or substance user, did they ever experience or witness abuse in any form within their family, what income status were they raised under, have they ever witnessed violence or any other trauma within their family, and have they every tragically or unexpectedly loss a family member etc… Very often PTSD stems from childhood experiences that one experienced, and the individual may have developed defense mechanisms such as repression and suppression in order to protect themselves.
Moreover, inquiring about the client’s culture plays a significant part in counseling client’s with PTSD, because as noted earlier PTSD occurs more in women and African Americans than other populations with the Latin American culture coming in close behind. As noted by The International Society for Traumatic Stress Studies (2013), the DSM-5 does not take into account factors of culture within the criterion for diagnosing PTSD, however individuals who come from low socioeconomic status backgrounds are more vulnerable to trauma. ISTSS states,
For example, communities with low socioeconomic status (SES) face greater 
exposure to community violence, with women specifically being more 
vulnerable to sexual assault and domestic violence and men more vulnerable
 to physical assault (Ghafoori et al., in press). Refugees experience higher rates 
of trauma exposure than non-refugees, a status which may have been engendered 
by other identity variables, such as ethnicity (Keller, 2006). Lesbian, gay, 
bisexual and transgender (LGBT) persons experience higher rates of trauma 
exposure than heterosexual individuals (Brown & Pantalone, 2011; Balsam, 
Rothblum & Beauchaine, 2005), in addition to high rates of normative loss 
(e.g. family and peer rejection) that LGBT populations face (Brown, 2003). (ISTSS,     2013, p.1)
Moreover, when counseling clients struggling with PTSD it is important find out if they have any comorbid diagnosis. For example, many veterans, teens, and other adults may struggle with alcohol and substance use disorders because they may use alcohol and substances to numb the pain and trauma they experienced. When clients present with comorbid disorders an integrated approach must be used where they would be treated for the PTSD and the AUD/SUD simultaneously. Additionally, the same would apply for any other comorbid mental illnesses they may have like depression and anxiety.
Furthermore, once a client explains he or she is a veteran who has PTSD it is important to  listen out for signs or verbiage pertaining to hyperarousal in which the client may become startled by something non-threatening in the environment that reminds them of their time in combat. For example, the sound of a helicopter or door slam may set off a “fight or flight” reaction in them, causing them to want to leave. Reason being because they are extra sensitive to sounds around them, and anything that reminds them of combat can trigger off a reaction in them. Moreover, a veteran with combat related PTSD who returned home may experience hypervigilance in which they are always on high alert and may appear paranoid. Moreover, veteran clients with combat related PTSD will likely struggle in their relationships because of their emotional state. They may exhibit signs of depression, rage, averting and alcohol abuse which are key features of PTSD in this population (James and Gilliland, 2017). Moreover, James and Gilliland (2017) describes veteran clients may describe taking on two roles when they were in combat especially Vietnam veterans who inherited the position of “victim and victimizer”. They were victims in that many veterans were killed by the enemy, but they were also victimizers in that they had the mindset of kill or be killed, because children and or women from the other side had killed veterans, therefore they viewed them as enemies as well (James and Gilliland, 2017).
In addition, when counseling PTSD clients it is important to inquire about their relationships with family members and friends, because while these clients really need a support system around them, they often withdraw from loved ones or project hostile behavior on to others to the point that their loved ones pull away. In other cases, clients with PTSD can become too reliant on loved ones causing other family members to feel bitter towards them (James and Gilliland, 2017). Moreover, in cases of PTSD in clients who experienced sexual assault within the family, clients may be outcasted or family members can become angry and it can lead to a breakdown of relationships within the family dynamic (James and Gilliland, 2017).  
Moreover, According to James and Gilliland (2017) the phases of PTSD in crisis are, the emergency or outcry stage where the prominent issue is getting the client stable and lessening anxiety and physiological symptoms related to trauma, which can be controlled with hypnosis, meditating, and techniques for relaxing (James and Gilliland, 2017). The second phase of PTSD crisis is numbing and denial, which involves making the client cognizant and alert of facts the client may have concealed or denied, which would be treated by prolonged exposure therapy (James and Gilliland, 2017). Additionally, phase three of PTSD crisis is intrusive and repetitive thoughts, which is the most difficult phase for the client and Counselors need to focus on assisting the client with dealing with the symptoms of PTSD such as the horrific dreams, memories, hyperarousal, and hypervigilance (James and Gilliland, 2017). Furthermore, phase four of PTSD crisis is the reflective transition phase, which is where Counselors help client to look back over what they experienced emotionally during the trauma and make logical sense of it (James and Gilliland, 2017). Lastly, the fifth phase of PTSD crisis is integration, which is where the Counselor helps the client work through the traumatic event by implementing strategies and or techniques like role plays and or the empty chair technique to verbally act out what they want to say to any individual associated with the traumatic event (James and Gilliland, 2017).
Addressing the notion of when it is best to intervene in cases of PTSD, National Collaborating Centre for Mental Health Post-traumatic stress disorder (2005) indicated, since PTSD is such a disturbing and immobilizing disorder in which clients do not suddenly recuperate or heal, early care may lesson the impact of PTSD on the client and everyone around them. Moreover, NCBI (2005) added that since studies have shined a light on PTSD incidence rates related to combat and extreme catastrophes, there is more of a push to improve the effects of PTSD by intervening within the early days and weeks after the traumatic event occurs (NCBI, 2005). In a study conducted on robbery clients with PTSD it was found that debriefing clients within the first 10 - 48 hours showed a decrease of PTSD seriousness for a two week period, but the study indicated there was not proof of continued success of PTSD within those clients ( NCBI, 2005). 
Furthermore in implementing treatment of PTSD to my clients I must take into consideration age and population. Treatment for children and adolescents will look slightly different. For example, PSYCOM (2020) explained CBT, Play Therapy, Eye Movement Desensitization and Reprocessing (EMDR), and medication are all treatments that can be used for treating children diagnosed with PTSD.  Cognitive Behavioral Therapy (CBT) interventions for youth clients would encompass assisting the child with rectifying their irrational thinking associated with the traumatic situation, persons, and or situations related to the trauma, as well as providing them with strategies to relax and manage stressors (PSYCOM, 2020). Additionally, play therapy would focus on enabling the youth client to reenact the trauma through play as well as use art to express feelings associated with the trauma (PSYCOM, 2020). Moreover, EMDR which encompasses controlled eye movement exercises, would be utilized to help the youth remember the trauma and to sort through feelings and emotions that they bring to the surface in relation to the trauma (PSYCOM, 2020). Lastly, in severe cases of PTSD in youth clients I would make a referral to a psychiatrist who could prescribe anti-depressant or anti-anxiety medications in conjunction with them continuing to receive therapy (PSYCOM, 2020). 
Moreover, treatment in adult clients with PTSD are Trauma Focused Cognitive behavioral therapy, which is focused on getting the client to discuss the trauma and assisting them with changing negative and distorted thoughts they have about the trauma (Anxiety and Depression Association of America, 2020). According to James and Gilliand (2017), “Several meta-analyses have confirmed that TF-CBTs are the effective therapies to reduce symptoms.” Moreover, Exposure Therapy can also be applied with clients by showing images, taking them to visit environments and individuals that remind them of the event (Anxiety and Depression Association of America, 2020). Cognitive Restructuring can also be implemented with clients diagnosed with PTSD, because it can help them reform their perspective factually and not falsely (Anxiety and Depression Association of America, 2020). Additionally, Cognitive Processing Therapy is used in treatment to help clients to not point fingers at themselves for the trauma that occurred and to apply better ways of looking at themselves, other people, and the world around them since the traumatic experience (Anxiety and Depression Association of America, 2020). Other treatments entail two types of CBT (Prolonged Exposure and Stress Inoculation Training), EMDR, Present Centered Therapy, and medication such as Selective Serotonin Reuptake Inhibitors (SSRI’s), which are antidepressants and benzodiazepines in some cases (Anxiety and Depression Association of America, 2020). Moreover, James and Gilliland (2017) mentioned family treatment for families impacted by PTSD and group treatments for clients diagnosed with PTSD such as debriefing groups, structured therapy, and support groups.
In Counseling Christian clients from a psychospiritual perspective who are struggling with PTSD, there are several scriptural verses that can help. Just to mention a few, Psalms 34:18 states, “The Lord is close to the brokenhearted and saves those who are crushed in spirit”. The previous scripture explains God is by the side of anyone who is hurting and broken, which can help clients know they are never alone in what they are experiencing. Moreover, Matthew 11:28 exclaims, “Come to me, all you who are weary and burdened, and I will give you rest.” The previous scripture could assist clients by helping them understand that if they just go to God with the heaviness and the weight, they have been carrying from dealing with PTSD he will create a calm, peace, and rest within and around them. Lastly, Psalm 107:13-14 states, “Then they cried to the Lord in their trouble, and he saved them from their distress. He brought them out of darkness, the utter darkness, and broke away their chains.” The preceding scripture could be implemented in counseling Christian clients dealing with PTSD in helping them to be uplifted in knowing if they cry out to the Lord, he can protect them from their suffering and break the chains of residual trauma that has been haunting them. On the other hand, in Counseling non-Christian clients from a spiritual perspective, counseling can be implicitly applied through praying for my clients, asking the holy spirit to move through me and the counseling sessions so that I can best serve my clients, and also through using discernment to pick up on things that can only be seen through spiritual sight.
 	Ultimately, counseling and approaching crisis situations with clients who have been diagnosed with Posttraumatic Stress Disorder is a complex process. PTSD is non-discriminatory because it can impact anyone from any walk of life. Originally PTSD was classified as a disorder that was solely combat related, but now more than ever we know PTSD can develop in anyone at any given time who has encountered a traumatic event. Moreover, today we realize those of low socioeconomic status, women, and African Americans are more vulnerable to developing PTSD. In addition, although the DSM-5 does not factor culture into diagnosis of PTSD, it is my duty to consider culture when counseling my clients. In being culturally competent all Counselors need to be sure that clients with PTSD and any other mental health diagnosis, are aware of the disparities and vulnerabilities that contribute to mental illness clients develop. The prevalence rates of PTSD have a strong correlation to cultural context if we pay close attention. Posttraumatic Stress Disorder cases are growing at a rapid rate, and with today’s climate Counselors need to be prepared for a large increase of clientele with PTSD symptoms and or diagnosis.   
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