[bookmark: _GoBack]Post-traumatic stress disorder (PTSD) is debilitating as it forces victims into a state of fear through flashbacks that can be triggered throughout daily activities. Living life afraid of your own thoughts can bring people to a place of hopelessness where they consider committing suicide because they believe it is the only option to escape from the pain. A study looked into the variables that could lead victims of PTSD to take their lives. The study found drastic life impairment, many people who have been diagnosed develop problems in their relationships and are not able to perform at work or school because of avoidance or numbing symptoms (Panagioti et. al, 2011). It is vital to broadcast that there are treatments available because recovery is possible and no more lives should be lost. In the upcoming paragraphs, I will explain three methods of treatment, therapy, medication and neuroimaging. 
Trauma therapy can be broken down into two sections Cognitive Behavioral Therapy (CBT) and exposure therapy. CBT consists of methods that help patients discover problem solving strategies, including coping with PTSD symptoms, uncover any negative automatic thoughts or underlying beliefs, and develop positive social interactions. The concept follows the basic cognitive behavioral model, when a person is faced with a situation they will experience cognition that decides their emotional reaction, behavioral reaction, physiological reaction and mood. Therapists describe the cognitions as automatic thoughts and they include verbally stated thoughts, mental images, interpretations, attitudes and judgements. It is very difficult to change an emotion you are experiencing, CBT helps to change your negative automatic thoughts to avoid negative emotions and behaviors (Wenzel, 2016). The indirect control of negative emotions helps patients work through the second form of trauma therapy, exposure therapy.
 Graduated exposure therapy is efficient for PTSD victims. It allows them to re-experience the trauma in a safe environment. It often includes photos or narratives relating to their traumatic experience within the therapeutic setting. The victim can confront all the negative emotions in a low-threat environment. There is a study on the use of virtual reality (VR) to perform exposure therapy. They believe the use of a sensory stimuli will further immerse the patient into the experience compared to relying on their own imagination. After trials on active duty militants they found according to the The Diagnostic and Statistical Manual of Mental Disorders (DSM–5) militaries checkbook for PTSD (PCL-M), 80 percent of people in the initial trial showed reduction of PTSD, anxiety and depression symptoms (Rizzo, 2013). Therapy is a vital component of treatment for PTSD but sadly many who suffer from PTSD do not have the motivation or energy to complete therapy.  Sometimes their avoidance symptoms make it difficult for them to get to therapy. Often medical professionals direct their attention to medication if therapy is not improving the condition.
Studies have looked into the results of treating PTSD with medication to alleviate PTSD symptoms that have major impacts on the individuals value of life. However, there is no screening process to determine what medication will have the best effect on each individual so often trial and error is used to find the fit that works. This can be frustrating for patients who are looking for treatment because the effects of many medications are not immediate and can take weeks to have a biological impact. The impact can also be negative and the individual might experience negative side effects that could worsen their symptoms. Anti-depressants are often used to relieve the depression symptoms including some that have major life impacts, numbness, lack of interest and energy, irritability and sleep disturbance. There are different types of antidepressants that increase levels of different “feel good” molecules. I looked into selective serotonin reuptake inhibitors (SSRI’s) because they are commonly prescribed for PTSD victims and individuals diagnosed with chronic depression. Serotonin is a neurotransmitter that has been found to have a positive effect on mood, sleep and emotion. After it has transmitted its message to the brain it is reabsorbed by the nerve cells in a process called “reuptake”. The job of the SSRI is to block the reuptake of serotonin (NHS, 2015). For PTSD patients’ SSRI help ground them, a term meaning remaining aware of your environment, rather than reacting to internal memories from their trauma that are irrelevant to the current situation. Studies have found that inescapably scarred animals have decreased levels of serotonin which is likely that humans experience a decrease after traumatic events. While observing the animal’s behavior they noticed they had an exaggerated reaction or emotion to mild stimuli (Van, 1994). In humans, this might be what we consider to be flashbacks or panic attacks caused by a trigger from a past event. Medical professionals have to use trial and error when prescribing many medications related with mental illness that can have severe effects that are a detriment to recovery including increased PTSD symptoms, Depression symptoms and suicidal thoughts. Scientists have begun researching neuroimaging considering it an important tool to diagnose and treat PTSD in the future.
To be able to examine the neurocircuitry of PTSD in the brain scientist used functional (fMRI), (SPECT) and (PET). Although they all have different dependent measures, they are all considered to measure activity in the brain. While the scans were taking place, participants wear asked to view or listen to emotional (and/or neutral) stimuli to view the difference in brain activity. The amygdala hyper responsive causing an exaggerated reaction of fear. The treatment of CBT has been shown to lower activation of the amygdala. The ventricle medial prefrontal cortex (vmPFC) are hypo responsive and fail to stop the amygdala. Abnormal hippocampal function may be the cause for memory impairments and the inability to recognize the current environment. The goal for the future is to create nerocicuitry profiles that would be used as bio markers for a specific treatment. An example would be individuals who experience problems with dissociation symptoms also exhibit increased mPFC during traumatic imagery. The use of bio markers would give an idea into where to focus the treatment. 
 As our knowledge increases about mental illness and their chemical and physical effect on humans, so does our understanding of how to treat PTSD. The treatment has to be personalized to the individual and their traumatic experience because of the wide range of symptoms. CBT and exposure therapy are often used in combination with medication to attempt to alleviate symptoms but the process generally take many years. Although there is no cure for PTSD, treatment will gradually decrease giving individuals life a sense of value again. The symptoms deteriorate the individuals sense of life but cannot often be seen by a stranger. In the United States of America (USA) 15% of the population reported to have been physically attacked, molested, raped, or been involved in combat. The events that had the capacity to produce PTSD had a large variance, 56% in patients who regain consciousness in the middle of surgical procedures, 48.4% of female rape victims and 10.7% of men witnessing death or serious injury (Van der Kolk, 2000).
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