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Objective: In a group of crime victims, the authors investi-
gated overlap between acute stress disorder and posttraumatic
stress disorder (PTSD) diagnoses and their relative ability to pre-
dict PTSD at 6 months.

Method: A mixed-sex group of 157 victims of violent assault
were interviewed within 1 month of the crime. At the 6-month
follow-up, 87.9% were reinterviewed by telephone.

Results: At baseline the rate of acute stress disorder was 19.1%,
the rate of PTSD was 21.0%, and the percentage agreement be-
tween them was 95.5%. The two diagnoses were equally effec-
tive predictors of PTSD 6 months later.

Conclusions: The high level of overlap between acute stress
disorder and PTSD calls into question whether, as presently for-
mulated, they represent distinct diagnoses.

(Am J Psychiatry 2003; 160:783–785)

In response to the concern that symptoms of posttrau-
matic stress disorder (PTSD) in the first month after
trauma might reflect normal reactions to extreme stress,
the authors of DSM-IV also examined acute stress disorder
with the aim of identifying a pathological acute trauma re-
sponse. Both acute stress disorder and PTSD share similar
stressor and impairment criteria and similar constituent
symptom clusters, but the specific number and intensity
of the symptoms required in each cluster vary, and there
are additional dissociative symptoms specified in acute
stress disorder. Initial prospective studies have found that
acute stress disorder predicts the later onset of PTSD ex-
tremely well (1–4). However, some commentators have
questioned whether acute stress disorder is sufficiently

different from PTSD (without the 1-month duration crite-
rion) to warrant a separate diagnosis (5). Demonstrating
that the two disorders are distinct is important in validat-
ing the current conceptualization of acute stress disorder.

The most direct method of answering this question is to
examine the overlap between those who in the month af-
ter a traumatic event are eligible for a diagnosis of either or
both acute stress disorder and PTSD (without the duration
criterion). Ideally, both diagnoses should draw as far as
possible on the same set of items in order to minimize ex-
traneous variance. Although interviews are normally the
gold standard for diagnosis, the possibility of preconcep-
tions about the relation between acute stress disorder and
PTSD affecting clinical judgment makes a good argument
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for questionnaire methodology. To our knowledge, the
only prospective study to have measured acute stress dis-
order and PTSD simultaneously according to strict DSM-
IV criteria, with sufficient numbers of patients to make an
overlap analysis realistic, is our previous study of victims
of violent crime (4). This current study concerns new anal-
yses from that data set on the overlap between acute stress
disorder and PTSD within 1 month of a trauma and on
their relative power to predict PTSD 6 months later.

Method

The participants were crime victims who were over 18 years old
and were assaulted by a nonhousehold member. Over 90% of the
crimes involved physical assault. After screening out ineligible
participants, we conducted 157 interviews within 1 month of the
crime. The 118 men and 39 women who participated had an aver-
age age of 35 years (SD=13, range=18–76). A total of 87.9% of these
individuals (N=138) were successfully followed up at 6 months.
Full details of recruitment, participants, and crimes have been
presented earlier (4). Written informed consent was obtained af-
ter complete description of the study to the participants.

Full details of all measures were provided in our previous report
(4). All participants received a set of dichotomous ratings indicat-
ing whether they had met criteria for an overall diagnosis of DSM-
IV PTSD and acute stress disorder at baseline and DSM-III-R PTSD
at follow-up.

All stressors qualified for criterion A1 of DSM-IV PTSD. At the
outset of the study, we knew of no published interviews or ques-
tionnaires assessing PTSD criteria A2, F, or acute stress disorder.
The second part of the PTSD stressor criterion (A2) was therefore
assessed with three items in which fear, helplessness, and horror
were rated on 3-point scales. Criteria B, C, and D were measured
with the self-report version of the Posttraumatic Stress Disorder
Symptom Scale (6). Seventeen items corresponding to the reexpe-
riencing, avoidance, and arousal symptoms of PTSD were rated
on 4-point scales (0=not at all/less than 2 days, 1=once per week
or less/a little bit/once in a while, 2=2–4 times per week/some-
what/half the time, 3=5 or more times per week/very much/al-
most always). To conform to DSM-IV criteria, items from the
Posttraumatic Stress Disorder Symptom Scale were only counted
toward a PTSD diagnosis if they were scored 2 or more. Criterion
F (impairment) was assessed from separate items measuring clin-
ically significant distress, role impairment, and confiding.

For acute stress disorder, stressor (A), reexperiencing (C),
arousal (E), and impairment (F) criteria were measured by using
the same sets of items that had been used for PTSD diagnoses but
with different thresholds where appropriate. Criterion B was as-
sessed by using the emotional numbing and amnesia items from
the Posttraumatic Stress Disorder Symptom Scale supplemented
by three new items inquiring about reduction in awareness, dere-
alization, and depersonalization. Criterion D was assessed by us-

ing the two avoidance items from the Posttraumatic Stress Disor-
der Symptom Scale.

DSM-III-R PTSD was assessed at follow-up by using the origi-
nal Posttraumatic Stress Disorder Symptom Scale. As previously
explained (4), the less restrictive DSM-III-R criteria were pre-
ferred in order to avoid lack of variation in Criterion A2 at the
two measurement points, leading to artificially inflated levels of
prediction.

Results

At baseline, 30 participants (19.1%) were found to meet
the criteria for acute stress disorder and 33 (21.0%) for
DSM-IV PTSD. A total of 28 met the criteria for both diag-
noses, two for acute stress disorder without PTSD, five for
PTSD without acute stress disorder; 122 did not meet the
criteria for either diagnosis. Overall percentage agreement
between the two diagnoses was 95.5%. Overall, 28 of 138
participants (20.3%) met the criteria for a DSM-III-R diag-
nosis of PTSD at 6 months. The patients with this follow-
up diagnosis consisted of the following: 15 of the 26
(57.7%) with both diagnoses at baseline (of a total of 138
followed up), one of the two (50%) with acute stress disor-
der without PTSD, two of the five (40%) with PTSD without
acute stress disorder, and 10 of the 105 (9.5%) who did not
meet the criteria for either diagnosis.

Table 1 shows the sensitivity of each diagnosis, i.e., the
probability that someone with PTSD at 6 months would
have earlier met the criteria for PTSD or acute stress disor-
der, and its specificity, i.e., the probability that someone
without later PTSD would not have met the criteria for
PTSD or acute stress disorder at baseline. Table 1 also
shows the positive predictive power of each diagnosis, i.e.,
the probability that someone with that diagnosis would
later develop PTSD, and its negative predictive power, i.e.,
the probability that someone without that diagnosis
would not subsequently develop PTSD. The overall per-
centage of patients correctly classified is also shown. From
Table 1, it is evident that the two baseline diagnoses were
equivalent in predicting later PTSD.

Discussion

Our results suggest that acute stress disorder as cur-
rently formulated may not be sufficiently distinct from
PTSD without its duration criterion, although caution is
necessary until the findings are replicated in groups of
other trauma survivors and in groups with different rates
of disorders. One implication is that the undoubted ability
of acute stress disorder to predict later PTSD may be unre-
lated to the greater number of dissociative symptoms re-
quired by a diagnosis of acute stress disorder. Our previous
analyses (4) showed that there was little difference be-
tween the symptom clusters in their ability to predict later
PTSD, with reexperiencing and arousal symptoms some-
what more effective than equivalent numbers of dissocia-
tive symptoms. Also, it should be noted that our data pri-
marily spoke to the issue of whether acute stress disorder

TABLE 1. Prediction of PTSD 6 Months After Trauma for
Victims of Violent Crime Who Met Criteria for PTSD (N=33)
and/or Acute Stress Disorder (N=30) at Baseline

Baseline 
DSM-IV 
Diagnosis Sensitivity Specificity

%
Predictions

Correct

Predictive Power

Positive Negative
PTSD 0.61 0.87 0.55 0.90 82
Acute 

stress 
disorder 0.57 0.89 0.57 0.89 83
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can be successfully constructed around a variety of disso-
ciative symptoms occurring either during or after trauma,
a distinction that is not always noted. Our findings may in-
dicate that posttraumatic dissociative reactions, such as
depersonalization and derealization, are a common form
of response and do not in any way contradict the growing
evidence for the importance of peritraumatic dissociation
as a psychological process that may impede the process-
ing of information during the trauma itself.

Received July 12, 2002; accepted Nov. 4, 2002. From University Col-
lege London; Royal Holloway, University of London, London; and
Berkshire Traumatic Stress Service, Reading, U.K. Address reprint re-
quests to Dr. Brewin, Subdepartment of Clinical Health Psychology,
University College London, Gower St., London WC1E 6BT, U.K.;
c.brewin@ucl.ac.uk (e-mail). 

Supported by a grant from the U.K. National Health Service Execu-
tive Research and Development Programme.

The authors thank David Spiegel and Lisa Butler for their com-
ments.

References

1. Classen C, Koopman C, Hales R, Spiegel D: Acute stress disorder
as a predictor of posttraumatic stress symptoms. Am J Psychia-
try 1998; 155:620–624

2. Harvey AG, Bryant RA: The relationship between acute stress
disorder and posttraumatic stress disorder: a 2-year prospec-
tive evaluation. J Consult Clin Psychol 1999; 67:985–988

3. Harvey AG, Bryant RA: Two-year prospective evaluation of the
relationship between acute stress disorder and posttraumatic
stress disorder following mild traumatic brain injury. Am J Psy-
chiatry 2000; 157:626–628

4. Brewin CR, Andrews B, Rose S, Kirk M: Acute stress disorder
and posttraumatic stress disorder in victims of violent crime.
Am J Psychiatry 1999; 156:360–366

5. Marshall RD, Spitzer R, Liebowitz MR: Review and critique of
the new DSM-IV diagnosis of acute stress disorder. Am J Psychi-
atry 1999; 156:1677–1685

6. Foa EB, Riggs DS, Dancu CV, Rothbaum BO: Reliability and va-
lidity of a brief instrument for assessing post-traumatic stress
disorder. J Trauma Stress 1993; 6:459–473

Brief Report

Unexplained Fatigue Syndromes in a Multinational
Primary Care Sample: Specificity of Definition

and Prevalence and Distinctiveness
From Depression and Generalized Anxiety

Petros Skapinakis, M.D., M.P.H., Ph.D.

Glyn Lewis, F.R.C.Psych., Ph.D.

Venetsanos Mavreas, M.D., Ph.D.

Objective: The authors investigated whether narrow defini-
tions of unexplained fatigue syndromes that require additional
minor somatic symptoms are more strongly associated with
psychiatric morbidity than wider ones.

Method: This was a secondary analysis of the World Health Or-
ganization Collaborative Project on Psychological Problems in
General Health Care. A total of 5,438 primary care patients from

14 countries were assessed with the Composite International
Diagnostic Interview.

Results: The prevalence of fatigue syndromes fell from 7.99 to
1.69 as somatic criteria were added. Patients with depression or
anxiety were more likely to report unexplained fatigue, but this
association was stronger for definitions of unexplained fatigue
with more somatic criteria.

Conclusions: Definitions of unexplained fatigue syndromes
that require more somatic criteria selected more patients with
psychiatric disorders in this culturally diverse sample. These
findings might have implications for the revision of existing in-
ternational diagnostic criteria for neurasthenia or chronic fa-
tigue syndrome.

(Am J Psychiatry 2003; 160:785–787)

There is considerable overlap between unexplained fa-
tigue syndromes and psychiatric morbidity in both the
community and primary health care (1). It has been argued
that this strong association results from the use of broad
case definitions and that stricter, narrower criteria for fa-
tigue syndromes with lower prevalence would have less

overlap with psychiatric morbidity (2). These narrower def-
initions require the presence of other unexplained physical
symptoms in addition to fatigue. However, the little empir-
ical evidence that exists does not support the notion that
narrowing this definition reduces the association with psy-
chiatric morbidity (3). Furthermore, those with more so-


