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dule,26 the social stress and supports interview,27 and an
assessment of various attitudes to work and of work satisfac-
tion. No sex difference was found in the prevalence or
outcome of minor psychiatric morbidity in such a homo-
geneous employed population. This finding supports the
view that where sex differences in minor psychiatric mor-
bidity are commonly found they are unlikely to be caused by
constitutional differences but rather by differences in the
social environment and social roles ofmen and women.

It could be argued, however, that this study was per-
formed on a relatively childless population and that it is the
experience of rearing children which exposes women's
greater biological vulnerability to depression. Rosenfield
studied the mental health of men and women rearing
children and found that the men were more depressed than
the women-not supporting the notion that rearing children
exposes a greater biological vulnerability to depression in
women than men.28

Social stresses and supports are implicated in the aetiology
of minor psychiatric morbidity, but specific attempts to
perform comparative studies between men and women are
few. In general women seem not to experience more life
events than men,29 though women may experience more
events of an undesirable nature than men by virtue of their
lower socioeconomic state overall.' Women are also more
exposed than men to low education, low income, low
occupational status, and fewer leisure activities.3' Women
have less status and frequently earn less than men even when
in comparable jobs.32 33
"Women are not healthy" wrote Emily Davies in 1866. "It

is a rare thing to meet a lady of any age who does not suffer
from headaches, languor, hysteria or some other ailment
showing a want of stamina."34 Miss Davies saw the answer to
such invalidism in higher education, although many medical
men of the time saw the root cause embedded in what
they believed to be the remorseless biological demands
placed by nature on womanhood.35 Today, the argument
continues.24 36 37

In view of the substantial genetic evidence that the excess
of depression in women is environmental in origin rather
than genetic; in view of the paucity of any direct endocrino-
logical evidence linking mood change in men and women
with gonadal hormones; in view of the evidence from
homogeneous surveys that, when social variables are con-
trolled and reduced, the sex difference disappears; and in the
light of the nineteenth century experience, all claims that the
excess of depression in women is explained by their repro-
ductive biology-or indeed by their constitution in general
-should be treated with grave caution.
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Massive bladder haemorrhage
Massive, recurrent bladder haemorrhage is a common com-
plication of current treatments for cancer. It occurs in 10% of
patients given irradiation for pelvic malignancy' and in up to
40% given cyclophosphamide,23 where the bleeding may be
further exacerbated by bone marrow depression. Similar
massive bleeding may also be seen in patients with urothelial
tumours, severe injuries of the bladder, or primary amy-
loidosis of the bladder.45

Recent reports have suggested that a simple, safe remedy
for bleeding after irradiation may be alum solution as a
bladder irrigation.&8 Alum works by precipitating protein on
the mucosal surface and by strengthening intercellular
bridges.8 It is given by continuous bladder irrigation, is not
absorbed, and has no systemic toxicity. The instillation is
painless, does not damage the bladder mucosa, and controls
bleeding effectively. Unfortunately, the same cannot be said
of other agents which have been used for this distressing
condition.

Five per cent to 10% formalin controls the bleeding in up
to 80% of cases,9"' but it is absorbed systemically and so may
cause toxicity and it may also cause severe mucosal damage.
At least one death has been reported.9 Formalin may also
produce ureteric fibrosis as a result of the vesicoureteric
reflux often present in patients with bladder disorders, but
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this complication may be kept to a minimum by overhydra-
tion before treatment or by occluding the ureters during
instillation with Fogarty balloon embolectomy catheters.'"
Steroids, epsilonaminocaproic acid, silver nitrate,'2 and
phenol'3 have also been used, but all have either proved too
toxic or been ineffective. Infusion of vasopressin does stop
bleeding (as it does with oesophageal varices) but only for as
long as the infusion is continued.'4 Helmstein balloon
compression will halt the bleeding in 80% of cases,'5 but-
like chemical instillation-it causes fibrosis and a reduction
in bladder capacity. 16 This can be a serious problem when the
bladder is already thickened and contracted as a result of the
primary disease.

Arterial embolisation of the bladder may control the
bleeding, especially that due to severe pelvic trauma, but it
does not always work in practice.' While ligation or embolisa-
tion of large vessels seems to be safe more peripheral
embolisation has been associated with a real risk of necrosis
of the bladder.'7 One practical point worth mention is that
simple transurethral diathermy sometimes actually worsens
the bleeding; the best chance of success with diathermy is to
use the minimum current necessary to produce coagulation. 8
If this fails, alum seems to be a safe treatment to use before
resorting to more toxic agents such as formalin, which
require regional or general anaesthesia for their instillation.
Some patients will not respond even to these measures,

and supravesical urinary diversion may be necessary-for,
surprisingly, diversion alone may stop the bleeding. The
same may be achieved in gravely ill patients by nephrostomy
or cutaneous ureterostomy." A few patients, however, will
continue to bleed uncontrollably from the bladder. Emer-
gency cystectomy and diversion must then be considered
despite its attendant morbidity and mortality. The prognosis
for patients who stop bleeding depends on the nature of the
underlying disease.
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Adolescent soma and psyche
Everyone knows that adolescents may be difficult and are
best kept at arm's length until their hormones settle down.
Those with symptoms, whether physical or emotional, often
fall between two stools-too old for paediatricians or child
psychiatrists but not yet fully adult and therefore not of
prime interest to general physicians and psychiatrists. The
patterns of presentation of disorders in adolescents may,
therefore, be omitted from both undergraduate and post-
graduate teaching.
Some centres in the United States are now specialising in

adolescent medicine, and one in Nashville has recently
published a study of the link between recent life events and
certain somatic and behavioural disorders.' Using an adoles-
cent life events questionnaire,2 the authors found that those
patients with recurrent abdominal or chest pain for which no
organic cause could be identified reported more stress than
patients being seen for routine check ups, acute minor
illness, stable chronic illness, or pain with a clinically
diagnosed organic cause.'
The life events questionnaire was administered indepen-

dently of the clinician and the scores were not disclosed until
diagnostic evaluation was completed. The score for negative
life changes in the preceding year was highest for patients
referred for behavioural problems (22-5) and recurrent non-
organic pain (13 2). Other conditions gave mean scores of
3 5-4 1. The events present most often included death and
illness in the family, increased arguments between parents,
failures at school, and financial changes.

Clearly a strong case can be made for including an inquiry
about adverse life events in any evaluation of adolescent
symptoms. Such an inquiry may help patients and parents
to recognise that doctors rate psychological factors as
important; it may also convince parents who have been
reluctant to consider stress as a possible factor in their
teenagers' symptoms. And it may point the way to possible
intervention strategies.

Organic disease, too, occurs after stressful events more
frequently than chance allows (reviewed by Connolly3 and
Graham4). Much of the research has been poorly designed,
however; one criticism is that a depressed patient may view
events as causal when they may have been produced by the
psychiatric disorder or have a common root. For example, a
husband may desert a depressed wife, who then blames the
desertion for causing her depression.

In practical terms, what should alert a general practitioner
or physician to the possibility of predominant psychological
factors in adolescents presenting with somatic disorders?
Three psychiatric conditions commonly present in this way
and may be more effectively treated-and sometimes cured

if recognised early. Sadly, they are often missed by
physicians until the disorder has become chronic.

Firstly, the masquerade syndrome, described by Waller
and Eisenberg, is a variant of school refusal, or phobia, in
which separation anxiety (in both parent and child) leads to
abdominal pain, vomiting, and headaches but only on school
days.s It disappears if permission is given to stay home. It is
more frequent in children with life threatening disease; and it
responds well to immediate return to school.6 Patient and
parent often do not alert the physician to the unnecessary
school absence, and it must be inquired about if the patient is
not to be educationally crippled.

Secondly, disorders of appetite are often present in
adolescence but they may be missed in the early stages-
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