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ABSTRACT: Post-traumatic stress disorder (PTSD) is widely regarded as a post-war veterans disease, a stereotype that
this study aims to dispel. The goal of this study was to determine the prevalence of this disorder in understudied populations,
specifically in the South Asian population. Firstly, the prevalence of post-traumatic stress disorder (P'TSD) in various geographical
areas was determined using existing datasets. This experimental approach to determining PTSD prevalence used the PCL-C
self-assessment and scoring based on the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) criterion. 40 adult
subjects of South Asian descent living in the U.S., Canada, and India were randomly selected and their anonymous responses to
the PCL-C questions were analyzed. The results showed that 37.5% of the subjects had moderate to very severe levels of PT'SD.
'This suggests that there may be a higher percentage of PT'SD in South Asians than previously recognized. This study was limited
by the fact that the South Asians within this study were self-identified and that the study had a small sample. However, due to
the inadequate amount of existing research on anxiety and trauma/stressor-related disorders in this subject population, it is highly
recommended that a broader and deeper study of PTSD prevalence, causes, and treatment in this population be examined.

KEYWORDS: Behavioral and Social Sciences; Neuroscience; Mental Disorders; Post-Traumatic Stress Disorder; South Asia.

B Introduction leaves a chemical (epigenetic) mark on your genes, as illus-
One in eleven people will be diagnosed with PT'SD at some trated in Figure 1.
point in their lives, and it affects about 8 million people per Diagnosis and Brain Function:
any given year." Soldiers and veterans are most susceptible to When diagnosing patients for PTSD, clinicians often
trauma, and therefore, to PTSD. But this “soldier’s disease” has look for detachment, reexperiencing the traumatic event,
been given multiple names in its past, including “shell-shock” emotional effects, avoidance, and sympathetic hyperactivity
during World War I and “combat fatigue” in the time of World (hypervigilance), most of which must span a month or lon-
War II. Although these descriptions corresponded to the same ger. More specifically, physicians often examine the amygdala,
disease, the idea that PTSD only affected war veterans was prefrontal cortex, and hippocampus. Indicators of PTSD
erroneous. come from immune, genetic, hormonal, and diagnostic fac-
Causes and Risk Factors: tors. The amygdala is used for fear, and PTSD aftected brains
Risk factors for PTSD include histories of substance abuse, often over-panic and have heightened fear reactions. The pre-
mental illness, physical and sexual assault, high-stress level in frontal cortex processes and regulates the emotional reactions
daily life, lack of a support system, and poor coping mecha- coming from the amygdala, and it often does not function
nisms. Women are twice as likely to get PT'SD simply for the well when a patient has PTSD because of their tendency
reason that they are a more common target for sexual assault to be over/under emotional. Finally, the hippocampus is the
and rape. ? memory center of the brain, and the PTSD-affected brain has
Family history is one of the biggest factors for mental ill- difficulty remembering the event and often constantly replays
nesses and neurodegenerative disorders, and PTSD is no specific memories of the trauma.*
different. Susceptibility to PTSD also has genetic compo- As with other psychological disorders, physicians often re-
nents and environmental effects as a result of trauma, that fer to the DSM-5. The manual, as written by the American

Psychological Association, lists seven criteria that must be
met in response to the first criteria, a stressor. 5 Criterion A
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Figure 1: Diagram of Genetic PTSD? flashbacks, emotional distress, physical reactivity to trauma

© 2021 Terra Science and Education 36 DOI: 10.36838/v3i5.7



ijhighschoolresearch.org

reminders respectively. Criterion D, or negative alterations in
cognitions and mood, is negative thoughts/feelings that have
worsened after trauma in inability to recall key features of
the trauma, exaggerated blame, decreased interest, and iso-
lation. Two of these are required for a patient to be properly
diagnosed. Criterion E is closely related, being alternations in
arousal and activity. This is shown through worsened behavior
such as irritability, risky or destructive behavior, heightened
startle reaction, difficulty sleeping and concentrating. Criteria
F, G, and H are duration, exclusion, and distress. These re-
quire that symptoms last for more than a month, are not due
to substance abuse, medication, or mental illness, and cause
distress or functional impairment.

Screening and Treatment:

Current brain-screening techniques include Positron
Emission Topography (PET) scans of mGluR5 receptor
availability, which is a type of brain cell receptor for the neu-
rotransmitter glutamate, that is altered in PTSD patients.
Figure 2 showcases the PET scan of a PTSD affected brain.

PTSD

No PTSD

Figure 2: PET Scan of PTSD Afflicted Brain vs- Healthy Brain.6

Magnetic Resonance Imaging (MRI) scans assess the ef-
fects of stroke, trauma, and degenerative diseases and can be
used on PTSD patients to reveal grey-matter reductions in
certain parts of the brain, as demonstrated in Figure 3 (see
scan on the left).

Figure 3: MRI Scan of Healthy Brain vss PTSD Affected Brain.”

The current most productive treatment is therapy-based,
specifically Cognitive-Behavioral Therapy (CBT) and Eye
Movement Desensitization & Reprocessing (EMDR). Oth-
er common forms of psychotherapy include exposure therapy,
cognitive restructuring therapy, and group therapy. Thera-
pists employing CBT encourage patients to re-evaluate their
thinking patterns and assumptions to identify unhelpful pat-
terns in thought, like overgeneralizing bad outcomes, negative
thinking, and expectations of catastrophic outcomes, into
more positive and effective thinking patterns. CBT is meant
to help the person rethink their understanding of traumatic
experiences, themselves, and their ability to cope. The goal of
exposure therapies for the patient will actively confront fears
and emotions, learning along the way that anxiety and fear
will lessen on their own. The goal is to eliminate avoidance
and increasing quality of life. EMDR therapy accesses the

traumatic memory network in order to enhance information

processing, forming new associations between the traumatic
memory and more adaptive memories or information. Trau-
ma is often stuck in the limbic system of the brain, consisting
mainly of the hippocampus, amygdala, hypothalamus, and
thalamus, and which is known as the emotional brain. EMDR
focuses specifically on these areas. These result in elimination
of emotional distress and development of cognitive insight.

Pharmacological treatments can also be effective, and usu-
ally aim to reduce specific symptoms. Symptoms of PTSD
overlap with those of depression and anxiety; therefore, an-
tidepressants and anti-anxiety medication are feasible for
patients. Anti-depressants focus on the production of three
chemicals in the brain- serotonin, norepinephrine, and oxyto-
cin. Ongoing and completed clinical trials have investigated
the effect that music therapy,® cannabis, ° and medications
including hydrocortisone, morphine, oxytocin, propranolol,
and benzodiazepines.'® Understanding the differences in ap-
proaching trauma and targeting symptoms is vital to a full
understanding of the disorder.

Geography:

Current research in PTSD based on geographic location
shows a very limited reach, and studies generally only re-
search into countries in Europe and the Americas. Countries
like Canada show the highest PTSD-affected population, at
9.20%,* while China has the lowest rate, with only 0.30%"?
reported with PTSD. A geographical compilation of existing
PTSD research is encapsulated in Figure 4. As seen there,
the South Asian region has been greyed out, only limited
studies have been done in the villages surrounding Pakistan,
Bangladesh, and India investigating the effects of low natural
resources and disasters on PTSD.** In contrast, this research
focuses on the prevalence of PT'SD in the South Asian ethnic

pool. 4
B
A
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Figure 4: PTSD Prevalence.

B Methods
The PCL-C self-assessment was used based on the DSM-5

PTSD symptom requirements. The exact measures and ques-
tions from the official assessment were entered onto an online
form, allowing participants to be completely anonymous.
‘Therefore, there was no requirement to submit the methods
to a research review board. This study assumed the presence
of a stressor, or Criterion A (Diagnosis and Brain Function)
in each participant, given the variance in the answers received
when asking for participants to recall a traumatic event.
Hence, the eventual prognoses may lack certainty in asso-
ciating stressor type and severity with a specific individual.
'The anonymous surveys were conducted from August 2020
to September 2020 by sending the online form to social me-
dia groups dominated by South Asians and a random pool of
subjects voluntarily responded to it. The subjects
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spread across the US, Canada and India (12 respondents
were from US, 18 from Canada, 10 were from India). The
subject age group were adults 18 and older. Due to the sen-
sitive nature of this survey, the privacy of the subjects has
been strictly enforced, hence no attempt has been made to
correlate subjects with underlying health problems or genetic
history. However, none of the subjects had prior diagnosis or
awareness of PTSD. The 40 subjects were assigned patient
numbers and each one was diagnosed. This was done by add-
ing together their given responses from a range of 1-4 to 20
questions. From there, the percentage of subjects with mild,
moderate, severe, and very severe PTSD were found.'* The
control group was composed of subjects with scores from 21-
29. Those who scored between 30-35 were diagnosed with
mild PTSD, 36-45 was moderate, 45-55 was severe, and sub-
jects who scored above 56 had very severe PTSD.

B Results and Discussion
Table 1 summarizes the survey results grouped by PTSD

severity. The most common group within our subjects was
the control group, or individuals with no official PTSD di-
agnosis accounting for 37.5%. 15% were diagnosed with mild
PTSD, 17.5% with moderate, 7.5% with severe PTSD, and an
alarming 12.5% with very severe PTSD. This means that the
percentage of subjects with severe and very severe PTSD was
in total, 20%. Figure 5 graphs the severity of the subjects over-
all in order to gain a fuller understanding of the distribution
of scores.

Table 1: PTSD Scores Received.

Very
Control _[Mild Moderate| Severe [Severe
21
21 33,
21 33
23 33,
24 34
24 35,
24
24
24
25
25
25
26
26
28|
100 Very Severe: 12.5%
*
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g‘) 17.5% Ly
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2]

PTSD
Figure 5: PTSD Scores Organized by Severity.

'This experimental study also showed that although 3.5% of
U.S. citizens experience PTSD, the average score of subjects
in the U.S. was 38, indicating moderate to severe PTSD. Fur-
thermore, past research shows that 9.20% of Canadian citizens
have been diagnosed with PTSD, and in this study, it was
observed that Canada had sufficiently lower scores than the
average of the U.S. Figure 6 shows the geographical prevalence
of PTSD in the subjects. Based on the data collected from
every subject which self-identified as being of South Asian,

descent, the scores received were all sufficiently higher than
the 5.2 percent average worldwide."
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Figure 6: PTSD Scores Organized by Geographys.

These scores were potentially affected by the stress of the
coronavirus pandemic, which gave families worldwide trauma
from businesses closing, death of loved ones, and even having
the virus themselves.

B Conclusion
The prevalence of PTSD in the South Asian population

and in the coronavirus-affected world is disproportionately
large, indicating further studies into these particular subject
groups. Having a realistic idea of how common trauma and
mental disorders is necessary for the general public and for
patients. With stress about working conditions, personal/
family health, and online school, the entire population has
become more susceptible to trauma. 20% of the subjects in
this study were diagnosed with severe to very severe PTSD
with no previous diagnosis or knowledge of PTSD, showing
how often and undiscussed this disorder is. This 20% average,
although within a relatively small sample size, shows a clear
advance from the 5.2% of PTSD-affected people worldwide.
Previous research focuses mainly on areas within Europe
and North America, disregarding Asian countries, despite
the level of PTSD there and the universal nature of PTSD
exposure — PTSD can affect anyone. Hence, it is strongly rec-
ommended that future studies are conducted with a focus in
this ethnic group. Larger sample sizes within these areas are
highly encouraged in order to gain a better understanding.
Finally, understanding the effect this pandemic has had on
humans’ mental state and risk towards trauma is also essential
to helping everyone recover from this past year — for exam-
ple, repeating this survey with the same subjects after the

COVID pandemic has ended globally.
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