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Another concern is the selection of trau-Another concern is the selection of trau-

matic events. Accidents, sudden death of amatic events. Accidents, sudden death of a

loved one and witnessing violence areloved one and witnessing violence are

categorised as traumatic events but gavecategorised as traumatic events but gave

relatively low PTSD scores. In ourrelatively low PTSD scores. In our

opinion, such events may evoke a range ofopinion, such events may evoke a range of

reactions such as guilt, anger, sadness, anxi-reactions such as guilt, anger, sadness, anxi-

ety and apathy. Again, if criterion A2 – aety and apathy. Again, if criterion A2 – a

response involving intense fear, helplessnessresponse involving intense fear, helplessness

or horror – has not been assessed, it isor horror – has not been assessed, it is

questionable whether these experiencesquestionable whether these experiences

were really traumatic.were really traumatic.

The conclusion that life events can gen-The conclusion that life events can gen-

erate as many PTSD symptoms as traumaticerate as many PTSD symptoms as traumatic

events is unjustified. At most it could beevents is unjustified. At most it could be

concluded that some of the PTSD itemsconcluded that some of the PTSD items

might not be specific to trauma but aremight not be specific to trauma but are

more general stress-related symptoms.more general stress-related symptoms.
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concerned about identification of PTSD inconcerned about identification of PTSD in

the absence of the A1 and A2 criteria ofthe absence of the A1 and A2 criteria of

the DSM–IV. However, we did not diag-the DSM–IV. However, we did not diag-

nose PTSD but we looked at PTSD sympto-nose PTSD but we looked at PTSD sympto-

matology related to the worst eventmatology related to the worst event

experienced by participants (including trau-experienced by participants (including trau-

matic and non-traumatic events). We didmatic and non-traumatic events). We did

not include the A1 criterion because wenot include the A1 criterion because we

wanted to investigate whether the 17 symp-wanted to investigate whether the 17 symp-

toms that are thought to typically occur intoms that are thought to typically occur in

those who have experienced a traumaticthose who have experienced a traumatic

event, as defined by DSM–IV, are indeedevent, as defined by DSM–IV, are indeed

specific for that type of event or occur asspecific for that type of event or occur as

frequently following non-traumatic events.frequently following non-traumatic events.

In order to study this we inevitably choseIn order to study this we inevitably chose

events that did not fulfil the A1 criterionevents that did not fulfil the A1 criterion

(otherwise we would not have had a con-(otherwise we would not have had a con-

trol group of events). Regarding the A2 cri-trol group of events). Regarding the A2 cri-

terion, it would be interesting to studyterion, it would be interesting to study

respondents’ subjective appraisal of therespondents’ subjective appraisal of the

event in terms of fear, helplessness andevent in terms of fear, helplessness and

horror. This would clarify whether the A2horror. This would clarify whether the A2

criterion is also as specific for traumas ascriterion is also as specific for traumas as

is often argued and how it is related tois often argued and how it is related to

the 17 B criteria of the DSM–IV. We wouldthe 17 B criteria of the DSM–IV. We would

not be surprised if non-traumatic majornot be surprised if non-traumatic major

events could also evoke the emotions ofevents could also evoke the emotions of

fear, helplessness and horror.fear, helplessness and horror.

Drs de Bruijn & Denys were also con-Drs de Bruijn & Denys were also con-

cerned about the somewhat low specificitycerned about the somewhat low specificity

of the self-report scale we used to measureof the self-report scale we used to measure

PTSD symptoms (the Post-traumatic StressPTSD symptoms (the Post-traumatic Stress

Symptom Scale – Self-Report version; FoaSymptom Scale – Self-Report version; Foa

et alet al, 1993). However, it is conceivable that, 1993). However, it is conceivable that

our results are owing to the lack of specifi-our results are owing to the lack of specifi-

city of PTSD symptoms in general forcity of PTSD symptoms in general for

diagnosing PTSD, as was demonstrated indiagnosing PTSD, as was demonstrated in

a recent study by Golda recent study by Gold et alet al (2005).(2005).

Concerning the results in Table 4: theConcerning the results in Table 4: the

traumatic events groups did score highertraumatic events groups did score higher

on several items (3 out of 17) but these dif-on several items (3 out of 17) but these dif-

ferences were not significant, indicatingferences were not significant, indicating

that no specific items were more stronglythat no specific items were more strongly

related to traumatic events than to liferelated to traumatic events than to life

events.events.

In summary, our main conclusion thatIn summary, our main conclusion that

life events can generate as many PTSDlife events can generate as many PTSD

symptoms as traumatic events is upheld.symptoms as traumatic events is upheld.
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Psychiatric comorbidity andPsychiatric comorbidity and
chronic fatigue syndromechronic fatigue syndrome

PrinsPrins et alet al (2005) assessed psychiatric co-(2005) assessed psychiatric co-

morbidity in chronic fatigue syndromemorbidity in chronic fatigue syndrome

(CFS) using the Structured Clinical Inter-(CFS) using the Structured Clinical Inter-

view for DSM–III–R. Comorbidity wasview for DSM–III–R. Comorbidity was

remarkably low compared with similarremarkably low compared with similar

investigations, and in particular the appar-investigations, and in particular the appar-

ent absence of current post-traumatic stressent absence of current post-traumatic stress

disorder (PTSD) was striking. The authorsdisorder (PTSD) was striking. The authors

speculated that the low comorbidity ratesspeculated that the low comorbidity rates

might result mainly from a lack ofmight result mainly from a lack of

‘psychiatric bias’ of the examiners. They‘psychiatric bias’ of the examiners. They

also found that psychiatric comorbidityalso found that psychiatric comorbidity

did not predict the outcome of cognitive–did not predict the outcome of cognitive–

behavioural therapy.behavioural therapy.

Without doubt, diagnosing comorbidWithout doubt, diagnosing comorbid

depression and anxiety disorders in CFS isdepression and anxiety disorders in CFS is

useful because both are highly treatableuseful because both are highly treatable

emotional reactions to the illness. The rele-emotional reactions to the illness. The rele-

vance of somatoform disorders (such asvance of somatoform disorders (such as

somatisation disorder) for CFS is moresomatisation disorder) for CFS is more

doubtful, given their inherently dualisticdoubtful, given their inherently dualistic

character (Mayoucharacter (Mayou et alet al, 2005). Most impor-, 2005). Most impor-

tantly, the very low lifetime incidence oftantly, the very low lifetime incidence of

PTSD reported by PrinsPTSD reported by Prins et alet al (2005) empha-(2005) empha-

sises the value of descriptive psychiatricsises the value of descriptive psychiatric

diagnoses in CFS. In my experience manydiagnoses in CFS. In my experience many

patients with CFS report victimisationpatients with CFS report victimisation

during childhood and/or adult life, andduring childhood and/or adult life, and

this has been confirmed by a con-this has been confirmed by a con-

trolled questionnaire-based study (Vantrolled questionnaire-based study (Van

HoudenhoveHoudenhove et alet al, 2001). However, most, 2001). However, most

victimised patients have ‘sub-threshold’victimised patients have ‘sub-threshold’

symptoms that do not meet diagnosticsymptoms that do not meet diagnostic

criteria of clinical PTSD. It is important tocriteria of clinical PTSD. It is important to

listen carefully to the patient’s life historylisten carefully to the patient’s life history

(Van Houdenhove, 2002) in order to shed(Van Houdenhove, 2002) in order to shed

light on any aetiological role of traumaticlight on any aetiological role of traumatic

experiences in CFS and the resulting per-experiences in CFS and the resulting per-

sonality disturbances that may negativelysonality disturbances that may negatively

influence treatment.influence treatment.

In summary, psychiatric evaluation ofIn summary, psychiatric evaluation of

patients with CFS should not be limitedpatients with CFS should not be limited

to establishing a diagnosis of psychiatricto establishing a diagnosis of psychiatric

comorbidity but should first involve narra-comorbidity but should first involve narra-

tive strategies (Greenhalgh & Hurwitz,tive strategies (Greenhalgh & Hurwitz,

1998).1998).
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