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This review was undertaken following concerns regarding the presence and levels of Posttraumatic Stress Disorder within the NSW Police Force.

CLASSIFICATION AND CONCEPTUALISATION OF P.T.S.D.
INTRODUCTION
In 1995, Jeannie Higgins published research into the traumatic stress reactions of police in New South Wales; the research examined the reactions of probationary constables after 1 year’s duty as police. She found that 1 in 16 constables displayed measurable levels of Posttraumatic Stress Disorder (PTSD). The reaction within the management of the Police Service was to examine the selection, training and duties of police recruits in the first two years of their service. The findings have led to the re-structuring of the police academy, the evaluation of police recruitment and selection practices, the provision of counselling and employee assistance services and at the same time a level of scepticism regarding the study itself. 

Much of the concern relates to the reaction of the service in the light of the findings, the document was widely circulated and a number of working parties and committees were formed to detail a policy towards the research results. The Dean of the Police Academy accepted the results and proposed sweeping changes to a number of areas, yet the larger question relating to PTSD was never considered, 'Is PTSD a reliable enough concept to base substantial procedural, training and organisational changes upon?'.

Mitchell (1983) and Robinson (1986) have established that emergency personnel such as police are likely to experience some level of stress reaction to a critical or unusually strong situation, research into the effects of war on Vietnam veterans have indicated that stress reactions to trauma are experienced in some people, but little research has shown a causal relationship between a situation and the development of PTSD.

Peebles (1989) suggests that PTSD has become the 'buzzword' of the 1980's and 90's with the creation of the classification of PTSD driven by politics within the American Psychiatric Association as well as lawyers seeking to explain and seek compensation for veterans out of the Vietnam war. The development of PTSD, according to Peebles (1989) was led by groups of veterans seeking validation of their experiences in Vietnam and an attempt to create a place for themselves within United States society following a lack of support for them upon their return after the war.

This paper attempts to evaluate the classification of PTSD generally as well as for police in particular. The evaluation begins with an examination of the model for classification of symptoms as well as the classification systems such as the DSM and ICD series. The definition of PTSD along with the overlapping with other similar psychiatric classifications is made to illustrate the difficulties in determining the existence and diagnosis of PTSD. The extension of PTSD into the legal systems and police is conducted to evaluate the level of support outside the psychiatric circles for PTSD. Finally, the research of Higgins (1995) is overviewed to indicate that the findings did not extend to directly examining the link between the problem of PTSD in young police and the set of organisational and work-related causes.

A proposed view is that the classification system on which PTSD is based is flawed, the classification of PTSD has no single identity but co-exists with a number of other disorders, which all have no definitive theoretical foundations. Any research into PTSD must consider the limitations of the classification in explaining the reactions of persons to traumatic or other stress producing situations.

CLASSIFICATION SYSTEMS.
In spite of variations in what is called abnormal, there does seem to be a set of behavioural patterns that roughly define the range of most abnormality. It has long been a goal of those who study abnormal behaviour to establish a system of classifying these patterns in order to understand and deal with them. Psycho diagnosis is the traditionally medically orientated term for the process of classifying patient's mental disorders.

In 1952, the American Psychiatric Association began publishing what has become the 'official' diagnostic classification system, the Diagnostic and Statistical Manual of Mental Disorders or DSM. In each of its editions, the DSM has included more categories, the revised fourth edition, DSM-4, was published in 1994 and contains over 300 specific diagnostic labels. It provides a more detailed description of the signs and symptoms of abnormality and offers additional information on: the frequency with which each disorder occurs in the population; the characteristics that distinguish it from other disorders; treatment options; and the development of the disorder over time.

It is not intended to examine each category specifically and separately in great detail. The purpose of this section is to critically examine the use of the classification system as a diagnostic tool in terms of whether it achieves a precise and accurate diagnosis. To this end, an examination of the DSM-IIIR with reference to the ICD-10; training in the use of the DSM-IIIR; the advantages and disadvantages will be discussed with reference to specific disorders. Additionally, the criticisms to the traditional method of classification is discussed with a review of alternate approaches.  Stress Disorder, 

THE PURPOSE OF PSYCHIATRIC CLASSIFICATION.
One of the most cited uses for psychiatric classification is communication. A nosology must serve as a basis for communication in a science; and it must provide its users with a standard terminology which is more or less universally accepted. Without such terminology, mental health specialists would likely be using different terms to describe similar predicaments, and identical terms to discuss different phenomena.

Barlow (1991) stated that " without some system for ordering and labelling objects or experiences, investigators would be unable to communicate with each other and knowledge would not advance....lack of knowledge about phenomenology and taxonomy makes it very difficult to categorise or dimensionalise the variety of problems subsumed under emotional disorders or other types of behavioural or cognitive disorders. Only with this type of information can we deal effectively with the large numbers of people ... who complain of dysphoria, nerves, or other symptoms in order to determine precisely what they are suffering from... (and) develop effective treatment or prevention"(p243).

Previous diagnosis of the same person may have included a number of diagnoses; one for clinical purposes, one for statistical purposes, one for disability rating, and so on. It can be argued that the DSM and ICD series have largely standardised nomenclature, (the names, labels used to designate the categories of taxonomy), allowing for consensus, a language for the diagnosis and research into mental disorders and abnormalities allowing for comparison between clinicians.

Millon (1991) is more critical of the role of such classification measures; psychopathological states and processes may be classified in terms of any of several data levels, for example, behavioural, intrapsychic, or phenomenological; or in terms of any of a variety of attributes such as interpersonal conduct, mood or affect, or self-image. Additionally each data level lends itself to a number of specific concepts and categories, its usefulness gauged by their ability to solve particular problems for which they were created. The DSM and ICD series are, as Millon (1991) says "..at best, interim tools for the advancing knowledge and facilitating clinical goals... they serve to orient our scientific work and function as an organising scheme to give order to our clinical experiences"(p246).

A second function of classification systems closely related to communication is information retrieval. A classification is a system for organising information within a scientific field. If a mental professional seeks some information about a particular type of syndrome which a client manifests, the key to that information is a classification category. This descriptive, aetiological, and treatment information relating to diagnostic categories has been collected from decades of research and clinical practice.

A third purpose of a classification system is to provide a basis for describing important similarities and differences between disordered individuals. If the categories are homogenous, then a diagnosis should provide a reasonable summary of important descriptive material about a person, a shorthand description of a patient's prominent symptomatology.

An important function of classification systems is to permit predictions about aetiology, prognosis, and differential response to treatment. The benefits of classification primarily facilitate the development of a science of psychopathology; it is prediction which provides a link between classification and intervention. With a good classification system, identification of an individual as a member of a particular class greatly facilitates selection of a treatment strategy.

The relationship between theory and classification is a complex one, a classification of disordered behaviour serves as a foundation for a theory of psychopathology. The characteristics set a limit with respect to the type of theory which can evolve from it. Conversely a theory can also determine the characteristics of a classification evolved within its framework. The choice of classificatory concepts guides the conduct of research and organises explanatory principles. However, the DSM series describes itself as being atheoretical in nature, being more concerned with concepts that are more purely descriptive.  This emphasis on a descriptive, similarity-based system of classification runs the risk of elaborating a collection of concepts with little essential meaning. 

Murphy and Medin (1985,in Morey,1991) suggest that concepts cannot be organised coherently without a theory with which to interrelate the concepts and to structure the attributes internal to them, allowing for entities being classified accordingly to similarity, with organisation becoming arbitrary. While it is true that there is little consensus on the nature and status of theory in the area of mental disorder, this is likely to impede the implementation of theoretical constructs in a consensus-based classification, such as the DSM. Historically, classification in medicine has given prominence to aetiology as a basis for organisation, but since Meehl (1977,in Morey,1991) points out that the complexity of causation of phenomena in the biological and social sciences does not seem compatible with the idea of specific aetiology, this is an unlikely basis for classification of mental disorders. Perhaps the answer lies in the connection of mental disorders with treatment response or course, or other external validator variables. The DSM appears unconcerned with this apparent lack of theoretical basis and it is continued with the DSM-IV by not specifying its theoretical background for classification.

TRADITIONAL APPROACHES TO CLASSIFICATION.
The background to classification may be traced back to Hippocrates, from this period several taxonomic categories have persisted, such as mania, hysteria and melancholia. They may have persisted because of their validity, accurately representing clinical phenomena, or simply because invalid diagnostic concepts are slow to die out. An example of this is the mental disorder, lycanthropy, or being transformed into a wolf, this disorder lasted well into the 18th century in one form or another.

The work of Emil Kraepelin & Meyer, laid the foundation for the earliest form of DSM, concepts which dominate psychiatric classification today. He is best known for his synthesis of a number of disorders into two concepts: dementia praecox and manic depressive psychosis, as well as his emphasis on aetiology. The DSM-I which formed a simplified model of Kraepelin concepts, remained conservative by nature. This conservationism pervades even the modern DSM-III, where a number of factors ensured that the DSM-I was accepted over the many other classification systems of that time; it had adequate coverage relative to the systems it proposed to replace; it had a form of predictive accuracy; it was structurally very similar to the Standard Classification of the period; and it had a low administrative cost of introduction.

But the DSM-I attracted much criticism, both empirically and theoretically, the DSM-II was published in 1968, but also attracted much criticism even though the system was more conservative, yet these criticisms led to a more innovative structure in the DSM-III (Millon, 1991). However, this did not alleviate much of the criticism directed at this system, largely because of the in-built problems.

CRITICISM OF THE TRADITIONAL APPROACH. 

The criticism of the DSM focused upon three general areas; first, the development of a sociological perspective on psychopathology focused attention on the possibly deleterious effects of labelling. Critics suggest that labelling identifies a person's assignment to a class of mental disorder as a self-fulfilling prophecy. The label then devalues the individual's self-concept to such a degree as to impair interpersonal or occupational opportunities. Though empirical support is inconclusive, the theory's popular support in the 60's and 70's was of concern to the authors of the DSM.

Secondly, the rise of behavioural approaches has generated a number of concerns about the adequacy of the medical model as a conceptual basis for classification, led by the work of Thomas Szasz. Due to the training which many psychiatrists receive based on biophysical rather than on behavioural and social sciences, there results in a restrictive view of the factors which influence abnormal behaviour. Additionally, by giving physicians the power to determine the boundaries of mental disorder, society has implicitly endorsed the medical model, a result of scientific and political processes.

Shea (1993) has raised other concerns about diagnostic categories and labelling; the boundaries of the diagnostic categories are not clear cut but blurred; "psychiatric illness is superimposed on a person's pre-existing personality and the clinical presentation is therefore influenced by that personality" (p.7); Shea accepts that labels are often used in personal or idiosyncratic ways, and may reflect what the clinician feels towards the patient's cultural, educational, background and other personal qualities; and the diagnosis may not even be based on a classification system at all. Shea (1993) summarises the difficulties by stating, "(D)iagnostic labels are mostly shorthand ways of conveying information about individuals and their illnesses or disorders. They only work if both the person applying the label and the person interpreting the label have exactly the same understanding of what the label means" (p8). This problem of interpretation may arguably be applied to any classification system.

Finally, criticisms have been aimed at the unsatisfactory reliability of traditional taxonomic systems, such as the DSM series. These have centred on concerns about consistency over time; consistency of diagnostic rates in different settings; the heterogeneity within diagnostic categories; and the level of interdiagnostician agreement. These criticisms have remained to this date.

THE DSM-III(R).

The DSM-IIIR, hereafter referred to as the DSM3R, represents a major shift in the approach to classification. It is a methodical attempt to define in terms of descriptive psychopathology, the wide range of mental disorders currently encountered in clinical practice. The important features being its explicit criteria and the use of a multiaxial framework. This framework is continued in the new version (IV), but it was also designed to be closely relevant to the ICD-10, in its coding and diagnostic description. 

The DSM3R is not to be considered a textbook in psychiatry nor is it intended as a final work in the nosology and classification, The introduction to the DSM3R mentions that there is no attempt to discuss theories or appropriate treatments of mental disorders, stating that more information must be known about an individual before adequate treatment can be formulated. With its emphasis on reliable diagnosis, DSM3R was designed to reflect as much as possible the current state of mental disorders and maximise its usefulness for both clinical practice and research.

The DSM3R allows for five separate evaluations to be made, rather than the one diagnosis for the DSM-II or DSM-III. Axis I describes the clinical syndrome (which comprises most of the instrument), and V codes, included here are disorders such as schizophrenia, major affective disorders and anxiety disorders. Axis II is used to code developmental disorders and personality disorders, manifested when personality traits become inflexible and maladaptive, such that they impairment in functioning or subjective distress. This axis is used to code specific developmental disorders in children including mathematical and reading ability.

Axis III is used to code physical conditions that are judged to be related to the behaviour disorder in some way, the relationship may be etiologic or an important issue in patient management, such as self administration of drugs. Axis IV is to code the degree of psychosocial stressors which a person might have experienced, a judgement of the stress that an 'average person' would experience in similar circumstances. Axis IV consists of a rating scale, with stressors ranging from none to catastrophic. Axis V is a scale used to code the highest level of adaptive functioning which a person has experienced in the previous year. Together, the DSM3R calls for an assessment of three areas of functioning in diagnosing Axis V: social relationships, occupational functioning, and use of leisure time. The Axis is intended to be useful in clarifying prognostic issues.

This use of a number of Axes allowing for a number of diagnosis appears to grossly under represent a vast amount of literature available in the areas represented by the Axis, the crude ordinal scales of Axis IV are weak in comparison to established methodologies in psychosocial stress(Skinner & Blashfield, 1986, in Morey,1991). Other problem areas are; the emphasis of Axis II on an assignment to a personality disorder which ignores personality variables within the normal range, despite the influence which personality may have on so-called Axis I disorders; its identification of categories as discrete entities ignores the debate surrounding the nature of 'types' in personality and psychopathology; the assumptions regarding personality disorders do not include the effects of situational and state influences on personality; and finally, the personality disorders as a group still have the lowest reliability of any of the major DSM3R diagnostic categories(Millon,1991).

The solution to the personality problems within the DSM3R may lie with: the elimination of the distinction between Axis I and Axis II and place all personality disorders on Axis I; remove from Axis II those disorders with sufficiently well-established spectrum ties with Axis I; establish an inclusive definition of personality disorder that includes all the spectrum disorders (so that, for example, early onset dysthymic disorder or depressive personality is returned to Axis II); or cross tabulate so that certain spectrum personality disorders are listed both on Axis I and II. "Given the current available knowledge, there are no clear grounds for choosing as decidedly superior any of these alternatives" (Frances et al.1991, p408).

In an examination of Axis V, subjective factors of the clinician play an important role in the evaluation of this Axis. This determination sets the scene for cultural and value bias, a qualified diagnosis would require specific training and co-consultation rather than the simple caution contained in the manual which states, " When the DSM3R... used to evaluate a person from an ethnic or cultural group different from that of the clinician... caution should be exercised in the application of DSM3R diagnostic criteria to assure that their use is culturally valid... insensitive to differences in language, values, behavioural norms, and idiomatic expressions of distress.."(DSM-III 1992,p.xxvi). Valliant (1984) suggests that the DSM3R is simply parochial in nature despite the included caution.

Kendall (1991) is even more direct in his remarks, the DSM3R was not designed to meet the needs of a wide range of health professionals generally, but "designed to meet the needs of one or perhaps two professionals - psychiatrists and clinical psychologists - in a single country" (p298). There are no doubt many cultural reasons for some mental disorders, the preoccupation of the United States with sexual dysfunctions and eating disorders for example, has no parallel in other countries. So such classifications for these disorders may need to be different in the U.S. than anywhere else (Kendall, 1991).

In defence of the classification instrument, the manual agrees that whilst the multiaxial system for evaluation does ensure that certain information that may be of value in planning treatment and predicting outcome, the diagnosis "represents only an initial step in a comprehensive evaluation leading to the formulation of a treatment"(DSM3R,1992,p.xxvi).

One of the problems in the use of the DSM3R lies in that inexperienced clinicians may apply the "diagnostic system in a rote and religious fashion and forced boundary patients into one or the other category" (Frances, et al,1991,p408). Though this problem exists, it remains a problem not of the classification itself but of the educational process that accompanies it. Klerman (1984) in an example of the use of the multiaxial system in treating a suicidal patient, notes that it is important not only to know whether the person has a history of bi-polar disorder or delusional behaviour, but also about the patients past history, degree of impulsivity, character structure, family resources, and attitudes towards psychotherapy.

Research has showed that the DSM3R descriptive approach has facilitated reliability and research, based on much more empirical data than previous classification systems (Barlow, 1991). Yet lingering doubts exist in this approach when examining the uniqueness of the individual. Mezzich (1982) suggests that while it provides instructions for making a multiaxial diagnosis, it does not provide a suggested format for recording such a diagnosis. Without such a standardised format, clinicians are not likely to use the multiaxial system as intended. In fact, Carson (1991) has indicated that despite the widespread acceptance of the DSM3R outside the United States, there is considerable evidence that many clinicians ignore the system in rendering their diagnosis.

Training in the proper use and limitations of this system appears to be the best way of maximising the benefits of this classification system, negating the need for a standardised format which may lead to mechanical diagnosis. Williams. Spitzer and Skool (1985) in a national survey on Residency Training in the use of the DSM3R found that while there were some positive effects, the disadvantages had a serious effect in the actual use of the DSM3R. They suggested that the DSM3R focused on signs and symptoms so much that it detracted from a more in-depth understanding of patients' problems, promoting a 'cookbook' approach to assessment of individuals and giving a false impression that our understanding of mental disorders is more complete than it actually is.

Valliant (1984, in Frances et al 1991) argues that the 'cookbook' approach is needlessly complex and trendy. The categories are too numerous and its avoidance of general terms such as 'neurosis' and 'psychosis' was primarily due to their connection with older, more traditional and conservative theory. Klerman (1984) stated that the major problem facing the task force in the development of DSM3R was what to do in the absence of evidence relating to validity and causation. DSM-I and DSM-II appeared to have assumed causation, DSM3R does in fact define neurosis in terms of presumed defence underlying anxiety.

RELIABILITY AND VALIDITY - DSM3R.

Blashfield and Livesley (1991) found that whilst the DSM3R was more diagnostically reliable and valid than it predecessors, these improvements did not guarantee an acceptable level of validity. Subjective factors such as clinical judgements leading to cultural bias affected determinations. Other problems surrounded the level of interclinician agreements regarding diagnosis, which was found to be low; the use of structured interviews and field trials improved the diagnostic but not ecological reliability and validity.

With respect to validity, Blashfield and Livesley (1991), examined three major categories; content, criterion and construct validity. Studies indicate that the content validity in the personality disorders were low, such content validity being fundamental to psychiatric classification where diagnosis must represent the concepts that are used by professionals. Criterion validity was found to be difficult to evaluate with respect to psychiatric categories; whilst construct validity was considered a non-issue since the DSM3R were considered to be atheoretical in regard to aetiology, and so generally accepted by most schools of thought in psychopathology. Frances et.al. (1991) challenged this view, indicating that family and psychodynamic clinicians believed the DSM3R descriptive approach was less useful in assisting them to organise the clinical material that is most emphasised within their orientations. The DSM3R provided only for diagnosis in individual cases not for relational problems that occur between two or more persons.

THE ICD-10.

The International Statistical Classification of Diseases and Related Health Problems, version 10, is published by the World Health Organisation. It also is descriptive and does not "pretend to be comprehensive statements about the current state of knowledge of the disorders. They are simply a set of symptoms and comments that have been agreed..." to be a reasonable basis for defining the limits of categories in the classification of mental disorders" (WHO, ICD10, 1992,p.2).

The DSM series arose out of the need for psychiatrists and other professionals in the Unites States for a classification system that differed from the ICD system that was available. This ICD classification system was viewed as being too simplistic in nature and not addressing many disorders that were encountered within the U.S. The advent of the DSM-III saw a revamped format of the ICD-9, so that both systems could co-exist. The newer version, ICD-10 is closely related to the DSM3R in that the categories have been substantially enlarged to accommodate many of the disorders required by practitioners within the U.S.

However, it appears that the DSM-IV will be created from experiences with the DSM3R and independent of the ICD-10, mainly for political, scientific and financial considerations (Kendall, 1991). Any differences could result in multiple and inconsistent criteria for the same psychiatric diagnosis, impair communication among clinicians and the generalisability of research, especially internationally. As Kendall (1991) remarks, the ICD-10 was in an advanced state of preparation before the task force on DSM-IV ever met. Realistically, cost factors may lead to the demise of future versions of the ICD series, the DSM series surviving due to the increased financial stability and lobbying of the latter system.

The ICD-10 was created with the co-operation of over 140 countries, making it more culturally applicable than the DSM3R, and more largely acceptable outside the United States. The coding was designed to make it as compatible to the DSM3R as possible, the categories extended to increase the similarity between the two systems. The system is alphanumeric and has included over 100 categories, (still short of the DSM3R nearly 300), allowing the system to expand without further revision. The disorders are grouped according to major common themes or descriptive likenesses and simplifies many of the problems associated with psychosis and schizophrenia raised in the DSM3R. It also includes  "behavioural syndromes and mental disorders associated with physiological dysfunction and hormonal changes... because of the growing needs for such a classification in liaison psychiatry"(ICD-10 p.4).

However, Klerman (1984) suggests that one of the barriers to international co-operation in diagnosis, classification and liaison psychiatry was the continuation of descriptive and etiologic criteria, particularly disorders in which there was an absence of evidence for establishing aetiology, like Bi-Polar affective disorder. As a separate disorder and operationalise, the criteria for its clinical diagnosis defined, research is then in a position to test theories about aetiology.

Bi-Polar illness may be a genetically transmitted disorder but until the evidence is conclusive, family associations should not be one of the defining criteria, as the case now exists. This disorder may be due to a failure of individualisation and separation in early childhood development, but until evidence is established, it is perhaps better to define the condition by descriptive psychopathology.

The ICD-10 has many of the limitations of the DSM3R mainly due to the nature and difficulties with classification systems generally. Shea (1993) has included many of these with reference to specific disorders. Firstly, there is no separate category of neurasthenia in the DSM3R, and the description of the disorder is different between the ICD and DSM3R. With regard to schizophrenia, there is a period of time that the illness must be present before it can be considered schizophrenia; for the DSM3R, that period is six months, for the ICD-10, there is only a one month period. neither manual explains the difference in the time period necessary before a confident diagnosis can be made.

The definitions and the numerous subtypes for schizophrenia all compound to make diagnosis difficult. For the DSM3R, there is no definition for simple schizophrenia, the ICD-10 does because "of its continued use in some countries... of the uncertainty about its nature and its relationships to schizoid personality disorder and schizotypal disorder" (Shea, 1993, p37). The difficulty with schizophrenia, apart from the little known about the subtypes, is that a subtype diagnosis cannot "be made until the broader criteria for the umbrella term have already been met" (Shea, op.cit.p.37). Additionally, the meanings of the terms used for individual signs and symptoms are not explained, neither is the significance for the person experiencing them.

Within the sections of the DSM3R and the ICD-10, relating to depression, there are again, differences and similarities but ultimately, "what is important... is not the diagnostic label but an accurate description of the depth...its associated signs and symptoms, and the effect that it is having on the person's thinking and behaviour" (Shea,op.cit.p.56). Shea goes on to assert that the classifications are nothing but starting points in the description of the severity of depression. Overall, both the DSM3R and the ICD-10 are references with respect to mental disorders, references that are constantly updated as information becomes available about the respective syndromes and illnesses. For clinicians, it does not replace the need to fully explore the patients background and individual characteristics in making a diagnosis. Other classification systems attempt to do just this.

DSM-IV.

"The clinician’s task, like the clothier's, is to fit individuals with specific characteristics into standard, predefined categories. For the clinician, the specific characteristics are the patient's psychiatric signs and symptoms, and the standard predefined categories are psychiatric diagnoses. When the characteristics and diagnoses match closely, the process is straightforward and rapid. When there is a notable discrepancy between the two, the process becomes complicated and prolonged" (Fauman, 1995, p.1). This short reference encompasses the difficulties in diagnostic classification, the manual fits many of those persons who exhibit behaviour that is easily recognised and classified, they are in fact, labelled or categorised, their diagnosis is applied and treatment prescribed. For many others, however, the classification and diagnosis is not a straightforward procedure. It is the overlaps and grey areas within classification generally, and within the DSM-4 specifically that creates tension and dispute.

The DSM-4 was designed after much field trials and comparison with the ICD-10 to replace the earlier DSM3R, what was obtained were additional classification categories and empirical data which was demonstrate that many of the difficulties suffered by the DSM3R were overcome. This has not been the case.

The new version has retained the multiaxial system employed by the DSM3R, where each refers to a different section of information in planning treatment and predicting outcomes. The newer version has also been designed to relate closely to the ICD-10 with disorders being codified for easy reference and comparison. The nonaxial format was included for clinicians who did not wish to use the multiaxial alternative.

The problems associated with the boundaries of the disorders and classifications have remained. For example, one type of Schizophrenia patient may have auditory hallucinations and psychotic thought processes without significant symptoms of depression or mania. A patient with Mood Disorder may have symptoms of depression or mania without significant concurrent psychotic symptoms. The distinction between the two patients appears clear-cut. However, some patients may have symptoms of depression and concurrent psychotic symptoms that meet the requirements for the diagnosis of Schizophrenia. To clarify this a new diagnosis of Schizoaffective Disorder was created that included concurrent mood and psychotic symptoms. There still remains grey areas of overlap between Schizophrenia and Schizoaffective Disorder and between the latter and Major Depressive Episode with psychotic features.

This boundary problem also lies in what is considered normal behaviour and thought and its pathological variant observed in many psychiatric disorders, this may be seen in an examination of Delusional and Dysthymic Disorders. A great emphasis is placed on the clinician to learn to make a diagnosis as well as recognise the typical patient. Such observations are likely to remove the clinician from the relationship with his patient, who is now reduced to a package of signs and symptoms.

Clinicians differ in the amount of information collected from patients, so the conclusion may differ from clinician to clinician regarding the same patient. There exist four types of clinical variance that apply to classification systems in general and specifically to the DSM-4; 

1) natural variance - which occurs because of individual variation and difference, so the type, duration and intensity of symptoms vary even for those patients with the same disorder.

2) information variance - with different clinicians have different sources for their information, or where patients report different symptoms for different clinicians.

3) observer and interpretation variance - where clinicians remember different portions of the information or attach different significance to what they hear and see. An important distinction is between normal and pathological behaviour, mood and thought.

4) criterion variance - where different clinicians use different criteria for their diagnostic decisions.

One or more of these variations may be responsible for difficulties in psychiatric diagnosis.

The DSM-IV has included three general criteria that are explicit or implicit in the diagnosis of disorders, these are; the disorder is not due to the direct effects of a substance; the disorder is not due to the direct effects of a general medical condition; and the disorder causes clinically significant distress or impairment in social, occupational, or other important areas of functioning. The first two criteria assist in preventing a misdiagnosis of identifiable physical causes for psychiatric syndromes. The last criteria are explicitly stated to emphasise the importance of considering this issue when making a diagnosis. The criterion may be missed in cases such as Obsessive-Compulsive Disorder or Obsessive-Compulsive Personality Disorder, where not all patients display significant distress.

The DSM-IV includes at least one section in each diagnostic category that is termed 'Not Otherwise Specified', these serve as 'catch-all' diagnosis that are used for patients that do not neatly into other more specified categories, representing an easy resolution to diagnostic misfits. This category ensures that some type of diagnosis will be made, this has little predictive value for response to treatment or illness prognosis. Another recommended solution to misdiagnoses is to make at least multiple diagnoses to patients who meet the criteria for more than one disorder.

Some of the problems in making a diagnosis with DSM-IV are later addressed in section of this paper relating to diagnosis of Posttraumatic Stress Disorder (PTSD). In short, many of the problems associated with DSM3R have been repeated with respect to its successor.

ALTERNATIVE METHODS TO CLASSIFICATION.

A) THE DIMENSIONAL APPROACH.

Frances et.al. has suggested an alternative to the DSM/ICD systems, which are viewed as too complex and rigid for practical use. He advocates the use of a dimensional system, which has been studied extensively and avoids the difficulties with the categorical approach, is a more applicable method for describing normally distributed traits, and which can be measured and quantified.

This dimensional approach successfully renders continuities and saves information that is lost in the forced choice of one or more category. It lessens the reification of categories and the accompanying halo effect on clinicians who may perceive individuals as neatly fitting into one or another category while perhaps ignoring those traits outside the anticipated cluster.

B) THE BEHAVIOUR-ANALYTIC APPROACH.

Another approach, termed the behaviour-analytic approach involves a continuing assessment of problematic behaviours and the stimuli and circumstances which control them. Much of the work in this approach is based on the research by Kanfer and Saslow (1965), who proposed an outline for defining a patient’s problem in a manner which would lead naturally to specific treatment operations. They designed a seven part outline which involves delineating the following information; 

1) an analysis of the problem situation, by assessing the behavioural assets, excesses and deficits. The problematic behaviours are evaluated with respect to frequency, intensity, duration, appropriateness, and eliciting stimulus conditions. These behaviours then represent the focus of therapeutic intervention.

2) clarification of the problem situation, where the circumstances and consequences involved in maintaining the problem behaviours are evaluated, the proposed changes are also evaluated to determine the likely impact of treatment.

3) a motivational analysis involving a construction of a hierarchy of both reinforcing and aversive stimuli.

4) a developmental analysis, gaining some idea about the development of the individual's habitual behaviour.

5) an analysis of self-control, where an examination is made of the excesses and deficits with respect to the exercising of self-control.

6) an analysis of the social relationships, examining the influence that significant people might have upon the problematic behaviour.

7) an analysis of the social-cultural-physical environment, involving a consideration of the patients behaviour with respect to normative expectations in his/her environment. This approach is action-orientated, with a direct impact on the design of a treatment plan. 

As mentioned, a diagnostic formulation should serve a predictive function as well as serve statistical, administrative or research purposes. In examining the behaviour-analytical approach, the system is very focused on individuals as opposed to groups, so the diagnostic formulation would be different for each individual. Thus fulfilling the purpose of description effectively, since it is designed to yield a relatively large amount of information about problem behaviour, its acquisition and maintenance. It then explicitly seems to enhance the predictive purpose of diagnosis, with the formulation leading directly to predictions regarding optimal treatment strategies.

But the specificity of information contained in this format makes communication and information retrieval more precise but less efficient. Also, to the extent that a particular patient deviates from the prototype of the category, the information is less than accurate. This idiographic image of man sees patients as being more different than alike, too specific to serve as a comprehensive classification strategy.
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Adams, Doster and Calhoun (1977) offered an innovative categorisation of problematic behaviours; this system identifies response classes rather than types of people. The superordinate categories proposed included; motor, perceptual, biological, cognitive, emotional, and social response systems. Within each category are subordinate classes; for example, the emotional resource system includes anxiety, euphoria, dysphoria, anger and affection.

This system, referred as the PRCS system, differs from traditional approaches in several ways; making no implicit distinction between normal and abnormal responses, thus minimising the pejorative impact of labelling; it is designed to be relatively theory-free by being based on observation rather than inference; finally, it is a more useful diagnostic strategy than that offered by Kanfer and Saslow, since it reduces the number of diagnostic entities to a few relatively simple abstractions. However, little research appears to have been completed with respect to this system.

There have been other systems designed to create homogeneous classifications, one by Sokal and Sneath (1963) which involved a cluster analysis of a wide range of measurements from a representative sample. These attempts have been made difficult due to the problems associated with cluster analysis; the methodology itself with its low internal and external validation; and the nature of change in classification.  Skinner and Blashfield (1982) identified other problems with this method; cluster analysis is quite different from traditional approaches in examining syndromes; poor communication value of empirical subtypes; and a lack of research integration, where cluster research in psychopathology tending to be a collection of isolated studies.

Overall, the alternatives to traditional approaches which have led to the importance of the DSM and ICD series, though innovative and objective have a number of limitations that have restricted their clinical acceptance.

The more traditional approaches do have qualified support, Frances,et.al.(1991) believe that the "findings of that research will eventually provide a much deeper and richer methods of classification than can be provided by description alone... the purpose of the DSM-IV is that it will encourage and facilitate the research that will render it obsolete" (in Frances et al p.411). Barlow (1991) agrees, "Classification is at the heart of any science. Without some system for ordering and labelling objects or experiences, investigators would be unable to communicate with each other and knowledge would not advance.." (Barlow, op.cit.p.243). 

But Millon (1991) has another view, referring to them as "splendid fictions, compelling notions, or austere formulas devised to give coherence to their inherently imprecise subjects" (Millon op.cit.p.246). Millon (1991), adds that it is more "complicated and demanding to implement and require a wider band of data and greater clarity and diversity of judgements than clinicians are accustomed to performing" (Millon op.cit.p.253).

There is little doubt that the present systems, DSM and ICD, have disadvantages; including its base as a static or structural view of response co variation; and its nomothetic quality, emphasising differences among groups of clients. The advantages include; allowing for communication among professionals, for describing clients for referral, research and clinical purposes; and with its behavioural assessors coming into contact with research in abnormal psychology, allowing for treatments and diagnosis based on similar disorders located in other clients.

But, many writers, scientists and professionals have expressed dissatisfaction with traditional psychiatric classification systems as exemplified by the editions of the DSM and ICD series.  Along with there being few alternatives, the reasons for this disenchantment are numerous, including attacks upon labelling, its medical model perspective and apparent poor reliability of such systems. The persistence of the categories in such systems must reflect to some extent the utility of the constructs which they represent. Yet, contained within this traditional taxonomic structure, there are likely to be a number of constructs which persist more as a result of reification than validation. This is supported by Barlow (1991) who stated,  "research has not yet settled the question of whether this categorical process is the more useful and accurate method for constructing taxonomic systems for psychological disorders" (Barlow op.cit.p.243).

It is clear that soon a great deal more will be known about the contents of the human genome and how the information it contains is translated, with complex mediating psychological and environmental interactions, into what is now termed 'mental disorders'. The current classification systems remain until replaced by more accurate systems to facilitate the accumulation of knowledge and research into abnormal behaviours and conditions.

It is within this environment that an examination that the classification of Posttraumatic Stress Disorder is placed.

POSTTRAUMATIC STRESS DISORDER - EARLY CLASSIFICATION.
There has been considerable controversy within the literature with regard to whether posttraumatic stress disorder (PTSD) represents a diagnostic entity. Prior to its appearance in the DSM-III in 1980, PTSD-like syndromes had been recognised as legitimate clinical entities, but given names such as traumatic neurosis, combat fatigue, shell shock, gross stress reaction, adjustment disorder of adult life, anxiety neurosis and other names depending on the conditions of the precipitating stressor.

The DSM-IIIR clarified the situation classifying PTSD as an anxiety disorder referring to the "development of characteristic symptoms following a psychologically distressing event that is outside the range of usual human experience" (American Psychiatric Association [APA], 1987, p247). In that edition, the characteristic symptoms included re-experiencing the traumatic event; numbing of responsiveness to or reduced involvement with the external world beginning some time after the trauma; and a variety of autonomic, dysphoric, or cognitive symptoms not present before the trauma. Common associated features of PTSD were symptoms of depression and anxiety, which sometimes may be sufficiently severe to be diagnosed as an anxiety or depressive disorder (APA,1987).

Earlier editions of the DSM had already intimated to PTSD-like symptoms; DSM-I created the classification of 'Gross Stress Reaction', a reaction to severe combat or civilian catastrophe that may "progress to one of the neurotic reactions... if the reaction persists" (APA, 1952,p158). DSM-II (1968) minimised reactions to trauma, reducing them to a brief 'Transient Situational Disturbance' (adjustment reaction), the experiences of troops in the Vietnam war exposed the flaws in this conceptualisation.

Research by Horowitz (1978) into trauma of the civilian population including a number of civilian disasters, led to the creation of PTSD subsumed under the anxiety disorders and meant to describe a consistent pattern of symptoms following exposure to severe trauma of all types. To make that diagnosis DSM-III and later DSM-IIIR demanded that there be a severe stressor outside the range of usual human experience which generated a triad of (1) intrusive, re-experiencing events; (2) avoidance responses to evidence of the trauma or generalised psychological numbing and isolation; and (3) widespread physiologic arousal not previously present. These symptoms, in children as well as adults, were required to have been present for at least 1 month from the time of the trauma or to have begun at least 6 months after the trauma (delayed onset).

One of the most difficult issues in the classification and research of PTSD is the overlap with other disorders, such as depression and anxiety. While PTSD was included in the section on anxiety disorders in DSM-IIIR, the primary distinction that differentiates PTSD from other anxiety disorders, is that "the person has experienced an event that is outside the range of usual human experience and that would be markedly distressing to almost anyone" (p250). Although certain aspects of collective and individual experiences meet the stressor criterion, which experiences qualify as critical in nature and intensity remained unclear. 

Research by Thompson & Mc Gorry (1995) into the effects of PTSD, on Chilean and Salvadorian migrants, connected to torture and trauma have indicated that PTSD symptoms were detected in three groups, those that described being the victims of torture, victims of trauma and those who experienced negative effects as a result of being migrants. As expected the levels of PTSD were highest for those who described victims of torture, the authors did find that for many subjects (almost 40%), PTSD was not diagnosed even though they described being tortured or exposed to what could be described as extreme trauma. This research highlights the individual differences in response to severe stress as well as the failing to establish what amounts to "outside the range of usual human experience and that would be markedly distressing to almost anyone". 

The impact of and response to a negative stressor may differ with gender, age, personality, previous emotional and physical health, and the quality of post-event support and treatment. Traumatic experiences per se do not necessarily result in a standard or inevitable PTSD response (Thompson & Mc Gorry, 1995). From their research it appeared that the male subjects tended to intellectualise the experience, placing the trauma into a political and social context rather than focusing on emotional responses and personal impacts. 

Other overlaps include the 'numbing' and associated symptoms of PTSD with criteria for major depressive disorder. The overlap is with regard to diminished affect, sleep disturbance, guilt, and cognitive impairment. The situation is confused further by the overlap that exists between depression and anxiety. Despite an established distinction drawn between the concepts of depression and anxiety, the question often has been raised as to whether these two constructs can be distinguished empirically. The diagnostic overlap among PTSD, depression, and anxiety may call into question the separate identity of PTSD. The presence of an extraordinary stressor, is a construct that is difficult to operationalise and is neither distinctive nor predictable.

Research by Muran & Motta (1993) has given support to PTSD as being a separate entity from depression and anxiety. Persons with PTSD were found to be more depressed and anxious than members of groups who were depressed or anxious. The implication of this research is that "there may be other variables in addition to dysfunctional cognitions that are in play, resulting in the disorder of PTSD" (p175). The obvious variable is the precipitating trauma experience; this implication is consistent with the 'residual stress' model of Figley (1978), which suggests that psychological reactions to combat still persist after the combat exposure. According to this model, the trauma exposure is the critical factor and accounts for more of the variance in predicting PTSD than other factors, such as dysfunctional cognitions. It may be the case that PTSD is mediated by a classically conditioned fear, which has been the focus of implosive therapy for PTSD diagnosed combat veterans.
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Although the DSM-IV maintained the triad of diagnostic symptom groups from DSM-IIIR, it differs from earlier conceptualisations of PTSD in several ways. The presumed DSM-IV diagnostic criteria are presented below (APA DSM-IV, 1994):

A.
The person has been exposed to a traumatic event in which both of the following have been present:

* The person has experienced, witnessed, or been confronted with an event or events that involve actual or threatened death or serious injury, or a threat to the physical integrity of oneself or others.

* The person's response involves intense fear, helplessness, or horror. Note: in children, it may be expressed instead by disorganised or agitated behaviour.

B.
The traumatic event is persistently re-experienced in at least one of the following ways:

* Recurrent and intrusive distressing recollections of the event, including images, thoughts, or perceptions. Note: in young children, repetitive play may occur in which themes or aspects of the trauma are expressed.

* Recurrent distressing dreams of the event. Note: in children there may be frightening dreams without recognisable content.

* Acting or feeling as if the traumatic event were recurring (includes a sense of reliving the experience, illusions, hallucinations, and dissociative flashback episodes, including those that occur on awakening or when intoxicated). Note: in young children, trauma-specific re-enactment may occur.

* Intense psychological distress at exposure to internal or external cues that symbolise or resemble an aspect of the traumatic event.

* Physiologic reactivity on exposure to internal or external cues that symbolise or resemble an aspect of the traumatic event.

C.
Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the trauma), as indicated by at least three of the following:

* Efforts to avoid thoughts, feelings, or conversations associated with the trauma.

* Efforts to avoid activities. places, or people that arouse recollections of the trauma.

* Inability to recall an important aspect of the trauma.

* Markedly diminished interest or participation in significant activities.

* Feeling or detachment or estrangement from others.

* Restricted range of affect (e.g., unable to have loving feelings).

* Sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, or a normal life span).

D.
Persistent symptoms of increased arousal (not present before the trauma), as indicated by at least two of the following:

* Difficulty falling or staying asleep.


* Irritability or outbursts of anger.


* Difficulty concentrating.


* Hyper vigilance

* Exaggerated startle response.

E.
Duration of the disturbance (symptoms in B, C, & D) is more than 1 month.

F.
The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.

(Specify if: Acute - if duration of symptoms is less than 3 months,



 Chronic - if duration of symptoms is 3 months or more,



 With delayed onset - onset of symptoms at least 6 months after the stressor.

Because the diagnosis of PTSD rests primarily on the three core symptom groupings, B through D, it is perhaps surprising that a major source of diagnostic contention has become the role of the stressor, criterion A.

The crucial issue pivots around whether it is necessary to experience a stressor that "would be markedly distressing to almost anyone" to develop PTSD, as in DSM-IIIR, or merely to have confronted with actual or threatened bodily harm to oneself or others and to responded with 'intense fear, helplessness, or horror', as in DSM-IV. In short, DSM-IV has shifted from a primary emphasis on the severity of the stressor to a mixture of (1) exposure to a traumatic stressor coupled with (2) a patient's reaction (and implied vulnerability) to it. Although studies have indicated that the more severe the stressor the more likely and more severe the PTSD, it could be argued that the stressor could be removed from the requirements of PTSD, that is, to view the disorder as a consistent symptom complex, without a specific cause (March, 1993).

This view is supported when the effect of criterion A has been to extend the diagnosis of PTSD considerably, allowing inclusion of individuals who have demonstrated extreme reactions to minor trauma and those who 'have been confronted with' minor trauma to others (secondary victims). This reflects a predominant conceptualisation that the "perception" of threat or trauma is almost as essential an element to the stressor's impact and the production of symptoms as is the objective severity of the stressor itself for a vulnerable subpopulation of patients. Watson (1995) suggests that criterion A must be considered a social issue, with an associated difficulty in its measurement, since the event usually occurs in a social context and depends for legitimisation on consensual agreement.

Central to the diagnosis of PTSD, and equally important, are criteria B through to D, though remaining essentially unchanged from DSM-IIIR. A person must re-experience the traumatic event (criterion B) in whole or part through any one or more mechanisms, such as intrusive and unbidden memories (common), specific and often detailed dreams reminiscent of the trauma (also common), a sense that the trauma is being relived at the current time (less common and likely to be confused with intrusive memories), or intense distress on being reminded of the trauma. We can, most usually, only measure the frequency with which most of the symptoms are reported; individual experience, as such, cannot be accurately and objectively measured.

Avoidance of stimuli suggestive of the trauma (criterion C) is also required to make a diagnosis. These symptoms are usually most dramatic in persons who have a strong re-experiencing of the trauma, often becoming isolated and housebound in an attempt to avoid social interactions. Some sufferers may develop psychogenic amnesia as a method of avoidance, by not remembering the trauma. Included in criterion C is the numbing phenomenon, where a patient becomes detached from others, including family, loses interest in events surrounding them, reports a loss of ability to feel or experience normal emotions, and may describe a sense of a foreshortened future. 

This criterion is problematical with an extensive overlap with 'normal' depression. Criterion D which relates to a group of symptoms usually closely related to PTSD, increased arousal, because they can be both dramatic and disruptive: sleeplessness, irritability or anger, difficulty concentrating, hyper vigilance and enhanced startle reaction. This overlap can be largely explained by the language used to describe the event. Some symptoms can be best communicated with personal or relational (experiential) language, some in cognitive/behavioural terms and others with biological concepts. 

As mentioned these criteria are largely unchanged from that described in DSM-IIIR, the  primary change is that criterion C requires both 'a persistent avoidance of stimuli associated with the trauma' and a 'numbing of general responsiveness' rather than one or the other, as in DSM-IIIR.

Watson (1995) suggests that persistent symptoms of increased arousal could be considered using biological models such as Selye's General Adaptation Syndrome and Cannon's 'flight or fight' response, which give an understanding of the consequences of acute and chronic stress.

Criterion E remains the same, though criterion F is introduced to present an element of 'caseness' by emphasising the likelihood of 'significant distress or impairment in social, occupational, or other important areas of functioning'.

ACUTE STRESS DISORDER.

A new diagnosis of Acute Stress Disorder (ASD) has been created within the anxiety disorders; this core phenomenon has long been associated with the development of PTSD. Much research into the reactions of soldiers to combat has indicated that they suffer acute shock at the same time as the trauma, many soldiers become non-functional, this has been commonly referred to as combat stress reaction (CSR). Reactions such as withdrawal, confusion, hyperactivity are thought to accompany trauma of many other types that precedes the development of PTSD.  The acute stress reaction can assume a multiplicity of forms, but largely similar to those included in the diagnosis of PTSD. 

The acute stress reaction during the first month after the trauma can appear identical to the PTSD that occurs after 1 month. The exception is that criterion B requires that, at the time of the trauma or shortly thereafter, the victim must experience significant dissociative symptoms. It is not known whether these dissociative experience is common in or perhaps necessary for the later production of PTSD. ASD appears to cover reactions to same carefully defined situations but, as opposed to PTSD, three or more dissociative symptoms are required to make the diagnosis (Watson, 1995).

There are three theoretical arguments for the incidence of (ASD) and (PTSD) which tend to link the two disorders (Escovar, 1987; Lindy, Green & Grace, 1987; Ursano, 1987; and Schaubroeck, Ganster & Fox, 1992). Briefly these are:

1)
the 'event-response' argument that ASD/PTSD is a direct result of an individual, observable, and measurable event.

2)
perennial stress where ASD/PTSD, occurring after an individual climactic event, may or may not be in proportion to the response and is closely allied to a chronic pre-existing stressed condition.

3)
the Diathesis or dispositional concept utilised in early studies on abnormal psychology, particularly schizophrenia and schizotypal conditions. ASD/PTSD is a response to genetic potential actualised by environmental conditioning (inter-alia, perennial stress) and experienced after a particular event or series of events. 

Watson (1995) remarks that though PTSD remains an important issue in psychiatry, the conceptual confusion that exists within PTSD and especially with PTSD and ASD has made diagnosis more difficult than necessary. The author cites the 'political correctness' of the development of the disorder as one of the main problems. In short, the DSM-IV added "..little of importance to DSM-III-R apart from making it clear,... that not everybody who is involved in life-threatening events develops a PTSD". (p.3)

Higgins (1995) offered a Personal Construct Theory of PTSD after an evaluation of four major groups of theoretical models; psychodynamic, cognitive behavioural, biological and socio-cultural. Each of these failed, she suggested, to adequately provide a conceptual model for PTSD. The alternative model, as suggested by Higgins, is based on the way individuals construct their existence, and result of what she terms proactive cognition, morphogenic nuclear structure, self-organising development and a holistic view of human functioning. 

The theory is based on the premise that we simply do not react to events, "..there is a fluid and reciprocal relationship between us and our personal, social, and occupational environments; our history; our sensations; our culture; our context; and our behaviours" (p.86) which in turn affect our 'core' constructs, which forms the identity and existence of the individual. Each of us make meaning of our experiences through a self-organising development where we may discard unsuccessful constructs and adopt successful constructs depending on the experience and our reaction to it.  The traumatic event, depending on its severity and its unique psychological proximity to the person is accompanied by a strong emotion, such as threat, anxiety, fear, guilt, shame and anger. Higgins identifies Neuroticism, along with Hardiness, Locus of Control and Resiliency as important personal factors in the future development of PTSD. 

Presenting one 'preferred' theory for the development of an PTSD or ASD profile is unrealistic, the conditions resist simplification. However, the limitation of not having grounding in theory and research has led to the unfortunate extension of PTSD.

CRITICAL INCIDENT STRESS (CIS).
The debate involving the PTSD and its relationship to Acute Stress Disorder is further clouded with recent research into Critical Incident Stress.  Much of this research has focused on the duties and roles of emergency service personnel, such as police, fire-fighters and ambulance service staff. These persons are acknowledged to experience stress from a disaster or emergency situation (Mitchell & Bray, 1990; Tunnecliffe & Roy, 1993; Robinson, 1993). Mitchell (1983) termed this category of stress as Critical Incident Stress: where CIS was "any situation faced by emergency service personnel that causes them to experience unusually strong emotional reactions which have the potential to interfere with their ability to function either at the scene or later" (p.6). 

Five main sources of CIS have been proposed on the basis of anecdotal reports from emergency workers at debriefings, counselling interviews, and in response to questionnaires, namely dealing with death; association with the victim; difficulty performing duties; threat of one's life or safety; and the presence of onlookers (Robinson, 1986; Tunnecliffe & Roy, 1993), however, due to the lack of empirical data it is unclear which specific sources are most stressful.

A cognitive processing model was suggested by Werner, Bates et al, (1992) to view CIS. In that model people who experience a critical incident integrate the incident into their cognitive representation of the world, resulting in a negative adaptation of functioning. During the process of integration, representations of the stressful event are stored in active memory and sometimes intrude in upsetting images, which may be nightmares and/or flashbacks. Defence to this reaction generally takes the form of consciously or unconsciously avoiding the memory, often resulting in a loss of normal emotional responsiveness, and decreased interest in work or interpersonal relationships (Werner, Bates et al, 1992). Periods of intrusion and avoidance may continue until assimilation is complete, if not assimilated, then PTSD may develop.

The reactions to critical incidents by emergency personnel can be classified into emotional, physiological, cognitive and behavioural manifestations. Emotional reactions include frustration/irritability, anger, and depression; common physiological reactions include fatigue, muscular aches, sleep and appetite disturbances, and difficulties in concentrating. Cognitive reactions may include a heightened awareness of the reality of one's mortality, impaired decision-making, flashbacks, and nightmares; behavioural responses include withdrawal from normal activities, avoidance of duties, or resigning from the emergency service (Werner, Bates et al, 1992). Many of the symptoms fit nicely into the classification criteria for PTSD, but Mitchell (1983) does not believe that PTSD is a natural consequence to a traumatic incident. 

Delayed responses of CIS may occur in much the same way that PTSD delayed responses does. Yet research would indicate that only a small proportion of emergency service personnel experience develop severe psychological disturbance following CIS ( Tunnecliffe & Roy, 1993). In the study conducted by Higgins (1995), 15 out of 16 police probationary constables did not display some level of PTSD, what personal factors made the difference was not found.

Werner, Bates et al (1992) found that high emotional impact of situations were the most likely to result in stress for emergency personnel, though for the majority of the personnel reporting a reaction, the stress responses terminated within several days; the responses made were generally cognitive in nature and avoidance measures were usually taken to react to the stress caused by the situation. The subjects in the study reported that they felt better able to respond to future critical incidents because of their experience, through the development of improved operational and coping skills.

It would appear that for many, a reaction to a stressful event is regarded as normal, this reaction then forms knowledge and experience for future similar stressful situations, though for some this development may not occur. 

THE EXTENSION OF PTSD.

The last decade has seen a marked broadening of the concept of PTSD which now describes not only symptoms which accompany combat trauma, rape, torture, and natural disasters. Motor vehicle accidents, acute medical illness, chronic medical disorders, exposure to community stress or job stress, exposure to those who have been traumatised, and exposure to the awareness that others have been traumatised are now included in descriptions of causes of PTSD, which now rests less on the severity of the stressor and more on its clinical phenomenology. This approach poses the risk of increased subjectivity of the diagnosis as well as producing confusion in the application of law surrounding such incidents.

A second trend that has broadened the diagnosis of PTSD has been driven by the recognition of extensive comorbidity associated with this disorder, a factor which has delayed the acceptance of PTSD as a separate entity. The vast majority of people with all but the most minor forms of PTSD are likely at some time to suffer from another anxiety disorder, such as generalised anxiety disorder or panic disorder; a major depression or chronic dysthymia; or a substance-use disorder. PTSD is codified as a generic post-traumatic process but is in reality embedded in other disorders, either initially or during psychotherapeutic treatment.

Other conditions that have been associated with PTSD, but at a lesser frequency, are phobias, personality disorders (particularly antisocial and schizoid types), and somatoform disorders. These extensions and overlaps of PTSD has led to some confusion in diagnosis and an expectation that persons exposed to trauma are likely to develop PTSD in some form or an organically based medical illness. These expectations and the trend to embed the diagnosis more firmly in its clinical presentation rather than in a limited group of specific external stressors raises renewed questions about the validity of PTSD in its current form.

At present, the differential diagnosis of PTSD must take into account of a variety of clinical situations, as follows;

1.
PTSD must be discriminated from other distinctly different disorders in which there are overlapping features, including overlapping DSM criterion symptoms.

2.
Differential diagnosis may have to take into account of situations in which PTSD coexists with another etiologically unrelated disorder.

3.
The PTSD may have to be assessed in cases in which associated features per DSM, such as anxiety, depression, substance abuse, are the main features of the clinical presentation, and the specific PTSD symptoms do not become detectable until later in evaluation of treatment.

4.
A wide array of personality changes and symptoms may occur, due to the complex subtypes of PTSD to prolonged trauma.

A differential diagnosis of PTSD may require a careful tracing of the impact of traumatic stress longitudinally on the patient's personality and including other mental and social functioning (Blank, 1994).

Research conducted into the links between PTSD and Borderline Personality Disorder (BPD) have indicated a number of similarities. Lonie (1993) examined the criteria of both disorders as described by the DSM-IIIR, she argued that BPD may be considered as an equivalent of PTSD, with the difference being that the trauma has either undergone repression or, having been suffered before the establishment of speech, as in children.

This view was confirmed by Thorpe (1993) who suggested that BPD was actually a form of PTSD, a direct result of chronically abusive formative relationships in the developing personality of a young child. Studies such as these indicate that PTSD is an attractive disorder, in that, its existence is driven by pressure from interest groups seeking support from governments and social services. PTSD does not appear to have a discrete identity with regard to symptomatology; this has led to some confusion in diagnosis and the validity of the disorder itself.

Attempts to fabricate a clinical picture of PTSD have become more common with extensive media publicity about, and research into, the disorder. This occurs in many settings due to the subjective nature of diagnosis and reporting of the condition. There are a number of key points which can be of assistance in a differential diagnosis of true from false PTSD:

a)
The alleged stressor may not be of the sort that produces PTSD, one with less power to induce fear of injury or annihilation than those put forward by the DSM.

b)
Re-experiencing and hyper arousal symptoms are easier to fake than avoidance symptoms which can be detected by the psychological coherence of the story.

c)
Connections between the details of the traumatic events and the content of re-experiencing symptoms follow psychodynamic logic and are difficult to invent. 

d)
Faked trauma re-experiencing tends to be vague and amorphous, with a poor fit between trauma features and content of re-experiencing.

Watson (1995) sets out simply .."malingering should be ruled out in those situations in which financial remuneration, benefit eligibility, and forensic determinations play a role" (p.3).

PTSD AND THE CRIMINAL LAW.

The drive for the inclusion of PTSD into the DSM-III can largely from forensic psychiatrists (Slovenko, 1994), victims of trauma have increasingly used that formulation in civil and criminal cases. "As expert witnesses, psychiatrists embrace PTSD to explain the psychological sequelae of trauma in personal injury cases as well as to formulate opinions regarding criminal responsibility" (Slovenko,1994). 

The PTSD formulation in DSM has given impetus to its use as a defence in criminal cases, though even before the formulation, the courts considered whether or not the mental state of the offender affected cognition or control. Prior to 1980, war veterans involved in criminal prosecutions attempted, without success, to introduce their war experience as a causative factor in their criminal behaviour. Since the addition of PTSD into DSM-III in 1980 the situation has changed, with PTSD being used as a partial or full defence in cases ranging from murder to non-violent crimes, such as drug and fraud matters. In the majority of matters, PTSD has been utilised as a partial defence, such as diminished responsibility or as a mitigating factor in pleas of guilty. Recent cases of homicide have based their defence on PTSD arising out of the Battered Wife Syndrome, where the behaviour exhibited by the spouse, usually the wife or de-facto wife, is said to be similar to that demonstrated by veterans who suffer PTSD. These women are argued to have lost the ordinary self-protective mechanisms that would have enabled them to leave their violent partners, and their only way of extricating themselves was to kill them. 

A study by Kemp, Rawlings, & Green (1991) examined self report data from 77 battered women (aged between 18 - 61 years) in shelters, the data indicated that 84% of the sample met DMS-IIIR criteria for PTSD. Subjective distress regarding the battery experience was positively correlated with the presence and degree of PTSD, intrusion, depression, anxiety, and general psychopathology. The extent of abuse was positively related to the presence and degree of PTSD, depression, anxiety, and overall symptom distress. The length of the abusive relationship was least related to the outcome variables, the study also found that other women residing in the women's shelter at the time placed them at risk for PTSD, lending some support for the transferability of the disorder to those who merely witness or are 'confronted' by the symptomatology of sufferers. 

The question in this situation as with battered children, rape trauma, incest trauma, is whether a particular stressor actually occurred. This raises the question of whether symptoms are stressor specific. Some courts have held that an expert may testify that the victim's behaviour follows a pattern seen in persons suffering a particular trauma syndrome, usually based on previous case law. Courts are increasingly requiring that evidence, such as testimony relating to rape trauma syndrome, not be admitted until evidence of the scientific accuracy and reliability of the syndrome or profile diagnosis can be established. 

This view is supported in a study by Stone (1993), where courts in the Britain and the United States showed concern regarding the 'syndrome evidence' of the subtypes and variations of PTSD which had encroached on the substantive criminal law of self-defence. The emerging legal area of victim's rights has been strengthened and paradoxically divided by the difficulties in diagnosing and supporting cases of PTSD. The diagnosis poses for psychiatry some of the problems it solves for legal purposes, including the illusory objectivity of the causative traumatic event and the expert's dependence on the victim's subjective and unverifiable reports of symptomatology for the diagnosis.

The danger for psychiatrists and other mental health professionals is that the diagnostic label such as PTSD cannot be used to explain the label itself. It is simply a diagnostic category created by psychiatrists for psychiatrists to help identify, communicate and research mental health issues. It was not designed to determine the truth or otherwise in criminal matters where questions of truth are raised and legally determined. 

WORK-RELATED PSYCHOLOGICAL TRAUMA AND PTSD.

Research has been conducted into the work of emergency service personnel such as police, fire-fighters and ambulance staff, the results have indicated that the work of many of these personnel may have an effect similar to the symptoms of PTSD. The DSM-IV referred to those who were confronted with trauma suffered by others (criterion A), it would appear that, depending on the vulnerability of these persons, developing PTSD (to some extent) was a real outcome of their work and the related trauma.

Davis & Breslau (1994) examined the presence of PTSD in special populations at risk and suggested that "..different patterns of post-traumatic morbidity may be predicted by (1) adversity before the event, (2) neuroticism, (3) a history of treated past psychological disorder, and (4) the tendency to avoid thinking about negative experiences.. " (p295). The authors supported the nomination of police, firefighters and health care providers amongst the special risk populations and included body handlers into the classification, finding that the risk of developing PTSD was much higher when exposed to multiple stressors rather than a single stressor.

They caution against the strict use of PTSD being conceptualised as a reaction towards a 'major external threat', since any stressor is potentially traumatogenic. Another difficulty when dealing with special populations at risk is that there may be a higher rate of comorbidity, such as depression, aggressive behaviour, drug and alcohol use. In these types of populations where they may be a definable organisational culture such as that which has been researched in policing, there may be further masking of the negative reaction by the inoculation or socialisation that accompanies the induction into these types of occupations. 

Recent research by Paton & Smith, (1995) has examined the likely work-related trauma of other persons such as psychologists, financial services, and those employed in mining, construction and oil exploration. They cite the growing number of stress-related compensation claims and victims of crime compensation as growing evidence of trauma likely to result in the appearance of PTSD-like symptoms.

The study raised some concerns regarding the diagnostic criteria contained in the DSM-IV, it also criticised the absence of a theoretical framework for PTSD which led to a "lack (of) direction and coherence" (Paton & Smith, 1995,p200). One of the concerns was that the DSM criteria "failed to offer an adequate means of distinguishing between the 'normal' distress that could result as a consequence of experiencing a highly abnormal event, and PTSD. Occupational events, such as experiencing an 'armed hold-up' for bank staff may trigger a reaction similar to described in PTSD criteria but need not develop into the PTSD syndrome. It can be argued that counselling, the person's coping style, a level of vulnerability, past experience, maturity and post event debriefings all reduce the likelihood of developing further stress reactions. This problem is somewhat addressed by the inclusion of "acute stress disorder". 

The study also referred to the effects of the labelling which accompanies a diagnosis such as PTSD, the authors state "the political expediency of labelling it (the stress reaction) a disorder still fails to acknowledge that this reaction is a normal consequence of exposure to highly abnormal events..(L)abelling this normal reaction as a disorder may marginalise the problem, result in it being perceived as a general problem, and discourage organisational action to deal with it" (p.200). However, a differential diagnosis as suggested by the DSM-IV would take this one incident into account in an overall examination of the past experiences and personality of the patient. The study suggests that over repeated exposure to trauma, there may be an 'inoculation' effect; this possibility has been canvassed by other research into stress inoculation (Meichenbaum, 1985).

The DSM does not consider factors such as experience and training which could determine the likelihood that an event will overwhelm and individual's schematic base and trigger a traumatic response. What is required then, is to focus on the event characteristics which are likely to be perceived as traumatic stimuli. Paton and Smith (1995) state that some of these events could include "communication and coordination problems, leadership and organisational issues, difficulty of gaining access, identification with the victims, and involvement of children" (p.203). The researchers suggest that by focusing on these type of characteristics, then a more flexible and adaptable response could be developed. This concept of adaptability is also sought by the process of stress inoculation.

TRAUMATIC STRESS REACTIONS IN POLICE.

In 1992, the American Psychological Association and the National Institute of Occupational Health and Safety jointly sponsored a conference entitled 'Stress in the 1990's'. The participants agreed that stress, as described by Selye's model (1956), has become a critical issue in the workplace during the past 10 years. The conference delegates agreed that this stress could best be defined as a psychological reaction to an excessive stimulation in comparison with an individual's resources for coping; both the internal and external stress factors were considered.

Stress in police work is a broad and general concept, with some researchers (Bratz, 1989; Violanti, 1988) suggesting that stress sources can be divided into external stressors and internal stressors. The external stressors can include the court system, the larger criminal justice system, government policy, external policing bodies, the media, community attitudes, poor social referral sources, and recidivism. The internal stressors can include poor or inadequate training, poor supervision, organisational change, limited career development opportunities, inadequate rewards (both financial and other), internal organisational practices and procedures, internal politics, promotion, internal investigations, rostering and so on. This generalised view of sources of stress underlines the difficult position in which most police officers fine themselves - great expectations from the community, rigid demands from management, little support, and limited appreciation.

Geller (1993) conducted a study into the reactions of police to stress and reported that over a 10 year period, in the Chicago and N.Y Police Departments, 43% who were wounded by firearms were struck by bullets fired by themselves or other officers. He also found that traumas and the anticipation of trauma, together with the consequent stress followed police officers throughout their career.

Among the factors identified as causing stress reactions in police are; rotating shift work which can affect eating patterns, sleep patterns, lifestyle, domestic relationships, psychological and physiological health (Hurrell, 1986). Akerstedt (1988) suggests that from his findings, with age, the effects of shift work on sleep and performance are characterised by higher-than-average adjustment problems. 

Recent research into the organisational stress of police officers suggests that this may be the greatest source of all stress for police officers. Traditionally it was felt that it was the type of work conducted by police, such as attending to fatal accidents, the lack of rewards and the inherent danger of the occupation, that provided the stimuli for stress reactions. Ayres (1990) studied management practices and organisational characteristics in a variety of policing settings, he concluded that 11 management practices created stress among general duty police officers. These were:


* autocratic, quasi-militaristic models of management.


* hierarchal structure.


* poor supervision.


* lack of employee input into policy and decision making.


* excessive paperwork.


* lack of administrative support.


* role conflict and ambiguity.


* inadequate pay and resources.


* adverse working schedules.


* boredom.


* unfair discipline, performance evaluation and promotion practices.

The difficulty that police managers have, with the majority being serving officer themselves, is that they have a tendency to assume that whatever they experienced, other officers should be willing and able to tolerate, thereby leading to insensitive policing management practices. The establishment of Employee Assistance Programs has assisted in officers having access to support for stress reactions, but this support generally relates to occupational events not organisational. The question in this situation is who is really the client, the individual officer or the organisation.

It can be argued that the occupation of policing is unique amongst other occupations, police officers are always under scrutiny, they rarely have the opportunity to openly express their feelings - to the press, general public, family, neighbours. This appears to result in a career-long propensity to internalise some of their strongest emotions. Consequently, police tend to suffer the well-known psychological effects of excessive internalisation.

A significant part of a police office's role involves providing services and support to the victims of crime. The crisis intervention training that many officers receive helps them to more effectively meet this responsibility, but this training is usually not oriented to prepare the officer who becomes the victim to deal with the consequent negative effects.  When personally traumatised, the police officer may well suffer more pervasive trauma than does the non-police victim (Daviss, 1982). A negative reaction to a traumatic event often causes a 'loss of face' since the officer's previous vision of invulnerability is punctured, this may then lead to lowered self-esteem, guilt, and depressive symptoms.

A sensitisation effect frequently accompanies these feelings, with heightened anxiety and apprehension about future injury, forcing the police officer to seriously confront his or her mortality. When the officer becomes a victim, the psychological crisis that is precipitated critically affects the defences and coping mechanisms necessary for successful adaptation (Reiser, 1976). 

Many of the personal characteristics which many police develop, as a consequence of the occupation may in fact, leave the officer's vulnerable to stress and possible development of PTSD. It can be argued that traditional police work and the policing organisation could lead to officer's being overly perfectionist, rigid, close-minded leading to a stereotyped and biased view of what constitutes a typical 'police officer'. These attributes, developed and reinforced by the socialisation that accompanies induction into the police culture may lead to a more negative and dysfunctional reaction to traumatic stress-overloaded situation. Those who are more open-minded and flexible can usually deal with ambiguity, trauma, and stress in a more constructive fashion.

As Higgins (1995) suggested, it is the academy experience which is often a significant contributor to the officer's learned resource behaviour. New, inexperienced police officers tend to develop, through training and peer contact, defence mechanisms and attitudes that exaggerate their abilities and emphasise physical strength and toughness. These mechanisms serve as a survival buffer to protect the inexperienced officer in a physically dangerous and psychologically threatening environment, the price is suppressed feelings, cynicism and emotional distancing from useful social supports (Reiser, 1978).

The police role requires tight emotional control with suppression of affect and the maintenance of a cool facade of authority. The defences and attitudes developed contribute to the pretrauma factors that then colour their experiences. These factors include the commonly used defence of 'denial', which enable the officer to handle underlying fear and anxiety so that they continue performing their duty. The acquisition and displaying of a 'macho' value system, characterised by not showing emotion and an emotional toughness which may be heightened by insecurity (especially in young inexperienced police). Peer group influence may also be an important pretrauma factor, where officers display concern about how other officer's may judge their behaviour in a given situation (Cooper & Payne, 1978).

Organisational expectations also influence behaviour in stressful events, police will reflexively employ tactics learned through department training programs, this training may be out of date and inappropriate as a result. There are strict guidelines set down for police actions in a number of situations, concern about fulfilling these guidelines and the possible consequences for failing to do so, may cause the officer to be too rigid and increase the internal stress level in an already stressful situation. Community and media expectations of police are often higher than what could be expected of police in realistic situations. Overall, the officer may feel that he/she cannot measure up to the performance that is demanded of others - the result is a police officer with a confused view of their role and function.

POSTTRAUMATIC STRESS IN POLICE.

Historically, police organisations have had difficulty addressing the problems of police officer's who have become victims, due to a lack of understanding of the ramifications associated with high stress and the need for police officers to pretend that they can handle anything and that feelings are not important. The existences of Employee Assistance Programs have attempted to encourage officers to approach health professionals when confronted by negative effects of stress. It is the experience of the author, that many police due not utilise these services and prefer to cope on their own. The development of a peer support system has similarly had little effect, with many officers preferring to seek assistance outside the organisation. The perception for operational police and even senior officers, is that seeking such assistance will affect their future prospects for promotion and development.

Early signs of depression, including guilt, may develop after an incident. This guilt is a somewhat predictable reaction, given that many police are conscientious, moral people who have high standards and expectations of themselves, tending to be their own worst critics (Niederhoffer, 1969). Officers may also develop a hypersensitivity reaction or anxiety towards future injuries, if they suffer an injury at work. Feelings of self-doubt and overly cautious behaviour may be looked upon by work-mates as a sign that an officer cannot be relied upon in a difficult situation (authors experience).

The secondary reactions to a traumatic event may be delayed. Officers involved may appear to be coping quite well and not require assistance, later - they may develop difficulties such as psychosomatic illnesses, fatigue, sleeplessness, or other types of symptoms for no apparent reason. This delayed reaction is usually precipitated by new stressors on an already loaded system (Kroes & Hurrell, 1975). The development of depressive symptoms is not unusual post trauma; loss of physical energy, appetite changes, desire for being alone and increased isolation from others are symptomatic. A significant indicator of an officer under stress is the amount of sick leave used by an officer who normally does not avail him/herself of sick leave. Unfortunately many police managers and commanders do not recognise the symptoms of, and effects of posttraumatic stress reactions.

In a recent 1995 study into the New South Wales Police Service, Dr J. Higgins stated that there were; "significant structural and fundamental problems in the way policing organisations select, train and promote their employees. There is evidence of inappropriate managerial styles, poor job designs, and systems of police accountability which are damaging to individual police. There is evidence of entrenched gender bias in policing organisations. There are very disturbing consequences for police surviving in a culture that does not encourage self-disclosure or the expression of feelings...There is convincing evidence that the occupational environment of policing is not conducive to either optimal adult development or recovery from stressful life events. The weight of evidence indicates that police stress may be associated with physical health problems, suicide, depression, anxiety, substance abuse, disruption in police families, domestic violence, poor work performance, job dissatisfaction, diminished organisational commitment, and absenteeism" (p.6).

This is the picture painted of a police officer in New South Wales, it can be argued that the profile developed by Higgins could be applied to many other police agencies to differing degrees. There is an absence of any in-depth studies into the factors that create such outcomes.

Higgins (1995) supported the findings of Ayres (1990) by concluding that "there is currently almost a complete lack of focus on organisational issues which perpetuate the negative effects of traumatisation" (p.11) but indicates that this is a major source of stress reactions in police. Higgins found that over 6% of probationary constables had diagnosable rates of PTSD after 12 months experience as a police officer.  Comparative figures for general populations were obtained in a study by Davidson, Hughes, Blazer & George (1991) which examined almost 3000 subjects between the ages of 18 and 95 years. Based on the subjects’ responses to the PTSD Diagnostic Interview Schedule, the lifetime and 6 month prevalence figures for PTSD were 1.3% and 0.44% respectively.

The study acknowledges that the importance of the structure and content of a person's fundamental psychological theories about themselves, their worth, their sense of reality, and their sense of their own ability to exert an influence in their lives, have been demonstrated to influence the development of trauma symptoms in police.

A previous history of personal invalidation and unfavourable environments is likely to increase the severity of these traumatic symptoms. The study did not separate the operational and organisational factors that contributed to the level of PTSD determined in the sample but indicated that PTSD was a real consequence of the policing occupation. Unfortunately many of the findings and recommendations made by Higgins (1995) are not supported but inferred by the results of her study. Other difficulties arise when the 'third variable' phenomenon is considered, as outlined by Contrada & Krantz (1987), where researchers can confuse direct effects with indirect or mediated effects such as the separation of individual and situational factors which precipitate the negative psychological responses, those factors which predispose the responses, and those factors which ameliorate them.

Further concerns relate to the use of normative data as a basis for gauging relative impact. A proportion of the observed symptoms following exposure to traumatic events may be attributable to the influence of pre-existing work-related and life demands, since work and life events may be inherently stressful. The consequent impact of events is generally given as the difference of group-specific norms and post event scores. The use of normative data obtained from the general population represents an inappropriate staring point for evaluation of high-risk traumatic reactions to stress. The high levels of job demands and repeated chronic exposure to traumatic events, inherently present in policing, would elevate baseline levels of traumatic symptomatology to a level that would exceed that present within the general population. Simply, the use of general population norms would result in an overestimate of the impact of a traumatic event on the members of the high-risk group, that is, the probationary constables.

Without accurate baseline data, post-event measures of traumatic symptoms, if taken in isolation, would give a misleading, and possibly inflated, indication of the magnitude of traumatic impact. Appropriate baseline data would also be required to assess whether, as a consequence of repeated exposure to traumatic stimuli, individuals develop a hypersensitivity to such stimuli.

MEDIATING FACTORS & FUTURE RESEARCH - POLICE AND PTSD.

Peterson (1991) identified two broad classes of mediating factors as important determinants of outcomes: coping strategies and personality factors. The first class of mediating factors are the coping strategies and personality factors of the individuals as important determinants of outcomes. The importance of assessing the manner in which strategies develop over time, how they change with experience, and defining the relationship between strategy effectiveness and specific demands, would thus require a longitudinal time frame study. 

A second class of factors are the personal characteristics, previous experience in traumatic roles, cultural factors, differences in physiological reactivity (which may influence the personal consequences of exposure to stress), the degree of life change, adaptability, the tolerance for ambiguity (as traumatic events are often characterised by role, task conflict, and ambiguity), and/or an individual's locus of control orientation. Defining the nature of the coping and personality variables that influence an individual police officer's traumatic response is an important ingredient in assessing their reactions to stressful events.

Pre-event characteristics such as managerial attitudes to employee mental health or characteristics that emphasise invulnerability such as a macho police culture may also influence the way in which traumatic events are perceived. Professional beliefs such as the 'role' of police at the scenes of abnormal and/or stressful events may prevent an officer from perceiving themselves 'at risk'.

Pre-existing environmental factors could influence the manner in which events are perceived, police are expected to display coping skills during operational duties, whether in fact, they actually possess these skills or not, to varying degrees.

The post-recovery environment represents another area that is under-researched. It has been noted by Griffiths & Watts (1992) that organisational issues such as managerial attitudes and the level of support available to staff, can influence perceived impact and recovery rates. Whilst there are strategies such as peer support, debriefing, and counselling programs, the debate regarding the benefits of debriefing, the reluctance of police in seeking counselling, and the unknown effects on peer support police, restrict any comments on their influence and effectiveness. Poor levels of effective and timely support result in higher organisational costs in the form of prolonged impact, slower return to previous levels of performance and increased treatment and compensation costs.

A key area of the recovery context is the police officer's family, operational duties and rotating shifts, place a strain on the cohesion and quality of an officer's family life. This can have dire consequences for the officer under enormous strain and operating within an unsupportive organisation. 

The key variables mentioned interact in a dynamic and discontinuous fashion throughout the career of a police officer, rendering the typical snapshot approach, as demonstrated by Higgins (1995) to work trauma and PTSD in police, as particularly inadequate. A longitudinal approach is required, where repeated measurements are obtained through regular assessments. These repeated measurements will, provide information about the rate of change in symptom intensity, and about the consistency of presented symptoms; provide some indication of the effectiveness of personal coping strategies; and facilitate the evaluation of interventions.

CONCLUSION.

Higgins (1995) has entered into a debate into the effects of traumatic situations for young police who have no or little previous experience to stressful situations. Her research does not support the many recommendations she has made for the NSW Police Service, but does create the need for an examination into the organisational and occupational factors that may lead to high levels of stress experienced by some police. The individual personality of the police officer and his/her coping and support systems are important determinants in whether an officer suffers from heightened levels of stress and adverse reactions to critical incidents. 

The classification of PTSD, like many of the classifications of disorders described in the DSM-IV, assists into research and communication of symptomatology but only results in placing labels upon those with certain behavioural and mental difficulties, it does not necessarily lead to effective and specific treatment regimes.

The Christopher Report (1992) into Los Angeles Police proposed that policing is a unique occupation, in that, the occupation itself may lead to personality changes and particular effects for those who perform duties as police officers. What Higgins (1995) may have found is a particular stress reaction as a consequence of the acquisition of the policing role among many of the recruits in her study. Future research may be directed into the role and duties of police as well as the organisational structures that define and shape the occupation of police. Whether PTSD exists as a separate psychological or psychiatric entity remains unresolved.
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