
lead to the failure of conventionally fractionated radio-
therapy. Clinical trials are in progress to evaluate hyper-
fractionated treatment of human tumours, supported by
measurements of the potential doubling time.4

Labelling with bromodeoxyuridine and iododeoxyuridine
can be combined with the study of other markers -such as
oncogene proteins-to provide more information on the
control of proliferation.'5 The spread of flow cytometers to
many clinical laboratories and their increasing ease ofuse have
opened up important new opportunities for the study of
human tumours and their treatment. The wheels of the cycle
are turning again.
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The rise of post-traumatic stress disorders

More disasters and more awareness of their consequences

What accounts for the current high profile of post-traumatic
stress disorders? Is it media hype, a catchy bandwagon, a
"sign of the times," or are these indeed common, previously
underestimated conditions? The media regularly focus on the
personal (emotional and psychological) consequences of
disasters, and in the name of traumatic "psychological
damages," direct and indirect victims pursue compensation,
and groups of survivors lobby politically. Legal precedents
are being reset concerning culpability and rewards. With this
process questions have arisen about trends towards increased
litigiousness and loss of resilience in the population at large.
Given the momentum of these developments, it is right to
clarify the validity of reactions to trauma and their import.
The phenomenology clustered by the American Psychiatric

Association in 1980 (and revised in 1987) to characterise post-
traumatic stress disorders is not recently hatched.' Records
from combat, transport accidents in the early days of the
railways, and more recent natural and manmade disasters and
reports after, for example, assault, rape, or being taken
hostage describe a common core of symptoms. Some data
suggest that tests of biological response to specific stimuli can
accurately differentiate post-traumatic stress disorders from
other anxiety syndromes, depression, and pathological grief,
which argues for a distinct syndrome. These other psychiatric
conditions, however, often coexist with post-traumatic stress
disorder (as currently defined by the American Psychiatric
Association) and may themselves be brought on by life events.
So the notion of a number of interrelating post-traumatic
disorders emerges.2
Human and animal research has produced evidence for

potentially long lasting neurochemical and neuroanatomical
changes brought about by psychic trauma. Much evidence
also exists for the influence of culture, beliefs, and social
support on the development and course of responses to
trauma.34 These disorders thus have biological, psychologi-
cal, and social components and to clarify their nature
clinicians and researchers have recently begun to consider
their epidemiology, natural course, treatment, and prognosis.

The point prevalence of post-traumatic stress disorder in
the general population is about 1%, although the disorder is
much commoner in high risk groups. For example, its
estimated prevalence among people who were living near
Mount St Helens in Washington when it erupted is 3 6%5;
among victims of personal attack it is 3-5%6; among fire
fighters exposed to a major bush fire, 30%7; among workers
exposed to a factory explosion, 20-43% depending on the
degree of exposure8; among uninjured war veterans, 3 5%;
and among injured combat veterans, 20-40%.9 The preva-
lence of the disorder in prisoners of war is around 65%,
varying with the duration and severity of their internment.'"
Many more survivors have subthreshold levels ofnone the less
debilitating symptoms. Post-traumatic stress disorder is
chronic or recurring in a high proportion ofthose who develop
it.8""'2 The current definition of post-traumatic stress disorder
has been operational for only four years, and more time needs
to elapse before an accurate natural history of this specific
constellation ofphenomena can be drawn.

Treatment is currently being evaluated. Anxiolytics may
palliate symptoms ofanxiety, and antidepressants seem better
than placebo in reducing depressive and intrusive recollection
phenomena, but these findings need corroboration by well
conducted trials. Psychotherapeutic techniques ranging from
dynamic therapies to strict behaviour modification are widely
used for responses to trauma, and these may be helpful.'3
Controlled trials of psychological interventions, however, are
needed.

Post-traumatic stress disorder is associated with increased
physical mortality, subsequent psychiatric illness, and
accidental and non-accidental death.'4`'7 The impact of long
lasting post-traumatic psychological disturbance on the sur-
vivors' social and occupational functioning, family, and
general quality of life is considerable and represents an
important mental health problem. Why have we only recently
begun really to take note?

Perhaps the increased resources made available to psychia-
try allow us now to direct attention to conditions previously

BMJ VOLUME 303 7 SEPTEMBER 1991 533

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.303.6802.533 on 7 S
eptem

ber 1991. D
ow

nloaded from
 

http://www.bmj.com/


perceived as being of lower priority. The sharp rise in the
incidence of manmade or technological disasters in Britain in
recent years has also increased the prevalence and visibility of
psychological conditions related to trauma.
When disaster strikes now it seems doubly affronting. Not

only is the West's superior technology supposed to protect us
from the "natural" disasters that afflict developing countries
but technology itself often fails and makes for disaster. We
wrongly assume that our wealth and sophistication will
guarantee our safety, thus increasing our adherence to
magical notions of inviolability. So when we get hurt-and
some of us always will-it comes as an immense shock and is
very painful.
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Medically unexplained physical symptoms

Do not overinvestigate

Physical symptoms that lack an obvious organic basis
are common in medical practice. 1-7 Many complaints of
abdominal pain, dyspepsia, headache, backache, joint pain,
chest pain, palpitations, and fatigue fall into this category,
which so far lacks a satisfactory descriptive term. Those that
have been used-somatisation, hypochondriacal symptoms,
functional somatic symptoms, and functional overlay-all
have pejorative overtones.
Most patients with these complaints are managed by

excluding physical causes and prescribing symptomatic treat-
ment. Most "unexplained" physical symptoms are transient,
and their management is straightforward.89 Unfortunately,
some patients continue to suffer prolonged symptoms and
disability despite negative results ofmedical investigation and
reassurance. These "diagnostic puzzles" are difficult to treat
and consume considerable medical resources to little benefit.
Frequently, the patients turn to expensive and usually
unsuccessful alternative medicine. Although most such
patients have single symptoms, a conspicuous few have
multiple complaints-the demanding "hypochondriacal"
patients, who attend many doctors over long periods.

Follow up studies have repeatedly shown that if an initial
assessment does not suggest a serious underlying physical
cause then eventually uncovering one is extremely unlikely.89
Doctors are rightly concerned not to miss occult physical
causes, but overinvestigation'0 and excessive and inappro-
priate use of symptomatic treatment are common. Not only is
such an approach expensive but it also delays the right
treatment and often reinforces patients' anxieties and
erroneous beliefs.
When physical causes are found for symptoms they are

usually trivial-for example, oesophagitis and chest wall
syndromes as causes of chest pain. Some symptoms may be
due to the autonomic consequences of anxiety or to over-
awareness of normal bodily sensations (for example,
abnormal sensitivity to tachycardia, tiredness, or the effects of
caffeine or alcohol).

Psychiatric causes may be important in some cases. In

general practice one fifth of all attenders present with physical
symptoms of minor emotional disorder.1" Other patients may
suffer from anxiety, panic disorders, or depression. Less
common are "somatoform disorders." These are defined as
physical symptoms without an obvious pathological explana-
tion, or prominent psychological symptoms, that are resistant
to medical reassurance. Subcategories include hysteria, hypo-
chondriasis, psychogenic pain, and somatisation disorder
(multiple chronic physical problems).

Although a few unexplained symptoms eventually receive
specific physical or psychiatric diagnoses, pursuing single,
specific explanations is usually unproductive. In the past a
preoccupation with traditional psychiatric diagnostic catego-
ries may have hindered understanding. Many patients do not
have a psychiatric disorder, although psychological factors
(such as erroneous beliefs and anxiety) may affect their
interpretation of minor physiological sensations. A multi-
causal aetiology is most likely, with physical and psychologi-
cal factors interacting. Although Paul Wood suggested this as
the explanation for Da Costa's (effort) syndrome 50 years
ago,'2 his model has been largely ignored.

Personality, previous experience of illness, life stresses,
attitudes to medical care, expectations, and behaviour are all
factors that predispose to greater awareness and even mis-
interpretation, of minor physical perceptions. That a patient
with a family history of ischaemic heart disease may become
worried about medically trivial chest pain, especially at times
of overwork or stress, is readily understandable. What is
important and often unrecognised is the proportion of
patients with non-specific functional symptoms complicating
major physical illness. Common examples include atypical
chest pain after myocardial infarction or coronary artery
surgery,'3 the post-concussional syndrome after head injury,
and many chronic pain syndromes.
Once established, symptoms and distress may be main-

tained and reinforced by many factors, including secondary
anxiety, the attitudes ofothers, and medical advice that seems
ambiguous or contradictory. Thus patients often complain of
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