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Patients with Combat-related
and War-related Posttraumatic
Stress Disorder 10 Years After
Diagnosis

Goran Arbanas
Day Hospital for Psychotherapy,
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Aim To establish how many patients diagnosed with posttraumatic stress disorder (PTSD) in 1996 used psychiatric
facilities and had psychiatric symptoms 10 years later, and
assess their sociodemographic characteristics, comorbid
disorders, and type of treatment.
Methods Medical records of patients diagnosed with
PTSD in 1996 were reviewed in the period 2007-2009 and
the patients who contacted a psychiatrist in that period
(n = 85) and those who did not (n = 158) were compared.
Results There were 36.7% of men and 20% of women diagnosed with PTSD in 1996 who contacted a psychiatrist
in the period 2007-2009. Patients who contacted a psychiatrist and those who did not did not differ in sex, age, the
number of visits and hospitalizations in 1996, and employment status. The majority of patients still had PTSD and/
or were enduring personality change in the period 20072009, and 54.8% had some comorbidity (mostly depression, alcohol-related disorders, and personality disorders).
Patients were most often treated with anxiolytics and antidepressants.
Conclusion Ten years after the traumatic experience, one
third of patients with PTSD received psychiatric help, regardless of their sex, age, and employment status. Half of
them had comorbid disorders and the majority of them
were treated with anxiolytics and antidepressants.
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Posttraumatic stress disorder (PTSD) is a mental disorder
that develops in 9%-25% of war veterans (1-4), mainly in
the first two years after the traumatic experience (5,6), but
sometimes can develop years later (7,8). A similar prevalence was also found among Croatian war veterans (5-9).
In the majority of cases (80%-98%), PTSD is comorbid with
other mental disorders: alcohol abuse, depression, anxiety
disorders, and somatization (5,9-11).
PTSD can also develop after a war-related trauma that is not
necessarily combat-related, and the lifetime prevalence of
PTSD in this population is 15%-38% (12) and the prevalence
of anxiety and depressive disorders is even higher (13,14).
Many patients in Croatia had symptoms of PTSD and used
health facilities for treatment years after the war (5-9). In
the former Yugoslavia, 84% of untreated war-related PTSD
patients still had PTSD symptoms years after the war (15).
Resolution of PTSD is observed in 50-60% of cases (4,16).
Combat-related PTSD causes more functional impairment
and is less responsive to treatment than PTSD related to
other traumas (17-19). It is unclear whether this happens
because there is indeed a difference between the two
types of PTSD or some of the patients aggravate their
symptoms in order to get compensation (17,18,20). Some
studies show that the use of health facilities decreases after
obtaining war veteran status and compensation, but others show that the patients who had obtained the status
and compensation used medical facilities more often than
those who had not (20-23).
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one visit was introduced for two reasons: 1) patients who
contacted a psychiatrist only once could not get a definite
diagnosis and no treatment could have been started in such
a short time and 2) there were many displaced persons at
that time and they changed their place of residence. Fortynine patients were excluded for this reason. The start of the
evaluation was 1996 because the war in Croatia finished in
1995 and combat-related PTSD usually develops in the first
two years after the combat activity (7,8). PTSD was diagnosed by a psychiatrist, after a non-structured interview.
In the period 2007-2009, it was investigated whether the
remaining 272 patients sought psychiatric help. Of 272 patients, 29 had no records (probably because they moved
to another place or died), so they were excluded from further analysis. Significantly more women were lost to follow-up (8 women and 21 men; χ21 = 7.7; P = 0.006). These 29
patients did not differ by age from the rest of the patients.
It is possible that more women were lost to follow-up because some of them married and changed their last names
or changed the place of residence.
Data collection
For the patients who were followed-up during the period
2007-2009 (n = 243), medical records were reviewed and
data were collected to find out whether and how many
times they contacted a psychiatrist, how they were diagnosed in that period, what medication was recommended,
and whether they were hospitalized for any reason.
Statistical analysis

The aim of this study was to establish how many patients
diagnosed with PTSD in 1996 used psychiatric facilities and
had psychiatric symptoms 10 years later and assess their
comorbidities, sociodemographic characteristics, and type
of treatment.
Participants and methods
Participants
The study included 272 patients who contacted the only
psychiatric facility in the Karlovac county at least twice (for
outpatients) and who were diagnosed with PTSD during
1996. Only patients with a combat-trauma or war-related
trauma were included in the study (war-related trauma was
defined as a trauma related to the war activity in the region, eg, if a person was injured outside battlefield but
due to military activity). The exclusion criterion of only
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For categorical multinomial variables (eg, age, number of
visits and number of hospitalizations), t-test for independent samples was used for the comparison of two groups
(patients who contacted a psychiatrist and those who did
not). Chi square analyses were used to examine the group
differences across categorical dichotomous demographic
variables (eg, sex, working status). Differences were considered significant at P < 0.05. Statistical analysis was performed
with SPSS 17.0 software (SPSS Inc., Chicago, IL, USA).
Results
Sociodemographic characteristics
In Karlovac general hospital, 272 patients were diagnosed
with PTSD in 1996; 87.9% men (n = 239) and 12.1% women
(n = 33). Men and women did not differ in the mean age
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(men 51.3 ± 9.33; women 53.3 ± 11.1; t258 = 0.276, P = 0.783),
the frequency of outpatient visits (men 3.77 ± 2.63; women
3.81 ± 2.83; t267 = 0.080, P = 0.936), and the number of psychiatric hospitalizations (men 0.09 ± 0.31, women 0.06 ± 0.25;
t267 = 0.525, P = 0.600) but they did differ in the number of
day hospital treatments in 1996 (men 0.25 ± 0.47; women
0.06 ± 0.25; t267 = 2.24; P = 0.026).
It was possible to collect the data for 243 of 272 patients
(218 men and 25 women) for the 2007-2009 period.
Psychiatric service use
There were 36.7% (n = 80) of men and 20.0% (n = 5) of
women who contacted a psychiatrist in the period 20072009, but the difference in their number was not significant (χ21 = 2.064; P = 0.075). Those who were lost to followup did not differ in age, the number of outpatient visits,
the number of day hospital treatments, and the number of
psychiatric hospitalizations in 1996 from those who were
available for the study (Table 1).
There were no differences in age, the number of outpatient visits, the number of day hospital treatments, and the
number of psychiatric hospitalizations in 1996 between
the patients who contacted a psychiatrist in the period
2007-2009 and those who did not (Table 2). Also, they did
not differ in the employment status (75.3%, n = 64 of those
Table 1. Comparison of patients diagnosed with posttraumatic stress disorder in 1996 who were available for the analysis
and those who were not
Availability
yes
no
Characteristic
(mean ± standard deviation) (n = 243) (n = 29)
t-test P
Age
51.6 ± 9.1 51.4 ± 13.4 0.101 0.920
Number of outpatient visits 3.9 ± 2.6 2.9 ± 2.9 1.841 0.067
Number of day hospital
0.2 ± 0.5 0.3 ± 0.5 0.444 0.658
treatments
Number of hospitalizations 0.1 ± 0.3 0.0 ± 0.2 1.019 0.309

who contacted a psychiatrist, and 75.2%, n = 97 of those
who did not were retired, χ21 = 0.484, P = 0.243); it was not
possible to establish the employment status of 29 patients
who did not contact a psychiatrist (Table 2).
Diagnoses in 2007-2009
Women were excluded from further analysis because there
were only 5 of them. For 6 of 80 male patients who were
psychiatrically treated in 2007-2009, it was not possible to
establish the diagnosis (it was not defined in the records).
Of the remaining 74 patients, 73% (n = 54) were diagnosed with PTSD and 23% (n = 17) as enduring personality
change after a catastrophic experience. Also, 23.0% (n = 17)
of patients were diagnosed with depression, 17.6% (n = 13)
with alcohol-related disorders, 10.8% (n = 8) with personality disorders, and 9.5% (n = 7) with mixed anxiety-depressive disorder (Table 3).
Prescribed medications
Patients were most often treated with anxiolytics (75.0%,
n = 60), antidepressants (67.5%, n = 54), and antipsychotics
(25.0%, n = 20). Eight patients were not pharmacologically
treated.
Out of patients diagnosed with PTSD and/or enduring personality change after a catastrophic experience (n = 53),
81.1% (n = 43) were treated with anxiolytics and the same
number with antidepressants. Hypnotics and antipsychotics were used for 11 patients each (20.8%) and 2 patients
were treated with mood stabilizers. The majority of patients were treated with sertraline, maprotiline, and alprazolam (Table 4).
Discussion
Our study showed that 35% of the 243 patients diagnosed
with PTSD in 1996 were still in treatment 10 years later. This

Table 2. Comparison of patients diagnosed with posttraumatic stress disorder in 1996 who contacted a psychiatrist in 2007-2009 and those who did not
Contact with psychiatrist
yes
no
(n = 80)
(n = 218)
Characteristic (mean ± standard deviation)
Age
51.8 ± 9.2
51.5 ± 9.0
Number of outpatients visits
3.9 ± 2.7
3.9 ± 2.6
Number of day hospital treatments
0.2 ± 0.4
0.2 ± 0.5
Number of hospitalizations
0.1 ± 0.3
0.1 ± 0.3
Number of hospitalizations at other wards
0.6 ± 1.3
0.9± 1.5

t-test
0.228
0.254
0.000
0.480
1.531

P
0.820
0.800
1.000
0.632
0.127
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percentage was smaller than reported in other studies
(50%-60%) (11,16,25).
Those who were still in treatment and those who were not
did not differ in the number of outpatient visits and the
number of (day) hospital treatments in 1996. Also, these
Table 3. Comorbid diagnoses in the 2007-2009 in patients
diagnosed with posttraumatic stress disorder in 1996
Number of patients with
posttraumatic stress
disorder (n = 54) diagnosed
with other diagnoses†
Diagnosis according to ICD-10*
F06.2-F07.9 mental disorders,
personality and behavioral disorders
7
due to brain disease, damage and
dysfunction
F10.0-F10.3 mental and behavioral
13
disorders due to use of alcohol
F20.0-F29 schizophrenia, schizotypal
4
and delusional disorders
F32.1-F33.2 depressive episode and
11
recurrent depressive disorder
F41.0-F41.2 panic disorder, generalized anxiety disorder and mixed
8
anxiety and depressive disorder
F43.0 acute stress reaction
3
F60 specific personality disorders
8
F62.0 enduring personality change
17
after catastrophic experience
*International Classification of Diseases-10 (24).
†The number of patients exceeds the total number of participants
because some of the participants were diagnosed with more than one
diagnosis.

Table 4. Antidepressants and anxiolytics prescribed for
patients diagnosed with PTSD and/or enduring personality
change after catastrophic experience in 2007-2009
Medication
Antidepressants:*
maprotiline
sertraline
paroxetine
sulpiride
fluvoxamine
venlafaxine
other
Anxiolytics:
alprazolam
diazepam
oxazepam
clonazepam

No. (%) of patients
43 (81.1)
15 (28.3)
16 (30.2)
16 (30.2)
4 (7.5)
3 (5.7)
3 (5.7)
7 (13.2)
43 (81.1)
24 (45.3)
15 (28.3)
2 (3.8)
2 (3.8)

*Sum of percentages for antidepressants exceeds 100% because some
of the patients were treated with more than one antidepressant.
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two groups did not differ in the employment/retirement
status. In other words, those who were retired and had
no secondary gain any longer did not decrease the use of
mental health services more than those who were not retired. This was in accordance with other studies that show
that people who had sought for compensation and those
had did not did not differ in the utilization of health services
(20). Unfortunately, for majority of patients it was not possible to establish the reason for retirement, so it was possible that reasons other than PTSD and other mental health
disabilities were responsible for retirement (eg, medical
health disabilities, age), in which case compensation seeking could still be an issue. Nevertheless, retirement (even
for other reasons except PTSD) diminishes secondary gain.
Also, the use of health services (except psychiatry), was the
same in those who continued psychiatric treatment and
those who did not.
Among patients who were still in treatment 10 years later, 81.6% were still diagnosed with PTSD and/or personality change due to a catastrophic experience. The remaining patients were diagnosed with alcohol-related
disorders (9.2%), depression (5.3%), and psychotic disorders (3.9%).
Among patients diagnosed with PTSD or enduring personality change after a traumatic experience, 54.8% had a
comorbidity, most frequently depression, alcohol-related
disorders, mixed anxiety-depressive disorder, and personality disorders. The presence of comorbidities was much
less found than in other studies (9-11), especially alcoholrelated disorders and depression, which raises a question
whether our patients are healthier or our psychiatrists underdiagnose these disorders in the presence of PTSD.
The majority of patients with PTSD were still receiving
medications (only 8 of them were not pharmacologically
treated), and most frequently they were treated with antidepressants and (unfortunately) anxiolytics. There was a
marked lack of mood stabilizers use, although guidelines
show that mood stabilizers are useful in treatment of PTSD
symptoms (26,27).
Maprotiline is one of the frequently used antidepressants,
but the doses used (25-50 mg) show that this drug was prescribed as a hypnotic rather than an antidepressant, usually
with another selective serotonine reuptake inhibitor. Most
frequently used anxiolytics were alprazolam and diazepam,
probably because the cost for these benzodiazepines is covered by the national health insurance system.

213

Arbanas: Patients with PTSD 10 Years Later

A high percentage of patients treated with anxiolytics
and hypnotics was surprising since PTSD patients are at a
higher risk of developing substance dependence (28) and
these two groups of drugs can easily cause dependence
(29). None of the patients received a diagnosis of anxiolytic dependence which suggests that the misuse of these
drugs remained unnoticed by psychiatrists.
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