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Introduction
Posttraumatic stress disorder (PTSD) may develop after a
person experiences, sees or hears about a traumatic event. It
is one of the most common anxiety disorders in the general
population, with a lifetime prevalence of 5%-10%, almost half
of that of major depression.1 The precipitating event is of a
serious nature, and involves actual or threatened death, or
serious injury to self or others to which the person responds
with feelings of fear, helplessness or horror. The DSM-IV
furthermore requires that the patient also has symptoms in
each of the following 3 symptom clusters: re-experience,
avoidance and increased arousal.2

In general, approximately a quarter of people witnessing a
traumatic event will develop PTSD.3 Risk factors that have been

suggested include: childhood abuse, previous psychiatric
history and family history of psychiatric illness.4 It is widely
accepted that a personal predisposition also makes a major
contribution to the development of the disorder.5 In terms of
the traumatic event itself, it seems that the severity, rather than
the type of trauma tends to be of significance as a risk factor,
and may also be related to the chronicity and severity of
PTSD.6 Even though PTSD leads to significant distress and may
increase the use of healthcare resources7, it has been
described as a “hidden diagnosis”.8 Patients may be unlikely
to endorse traumatic experiences when they present with
physical or psychiatric complaints or may not think them to be
relevant to their current condition. 

PTSD commonly co-occurs with other disorders. The
National Comorbidity Study in the USA showed that 59% of
men with PTSD and 44% of women with PTSD met the criteria
for 3 or more psychiatric diagnoses.9 The presence of other,
co-morbid psychiatric disorders therefore seems to be the
rule rather than the exception. The most common co-morbid
disorders include Major Depressive Disorder and other mood
disorders, other anxiety disorders and substance abuse
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disorders.9 Treatment options for PTSD include both
psychological and pharmacological interventions. Although
psychological interventions aimed at preventing PTSD have
been ineffective, trauma focused cognitive-behavioural
therapy consisting of combinations of cognitive reprocessing,
eye-movement desensitization training, exposure and
cognitive restructuring has been successful in the treatment of
this disorder.10 Pharmacological treatments include most of the
SSRI’s as well as mirtazapine and phenelzine. Some studies
have suggested that the addition of atypical antipsychotics
may also be a treatment option.11

Although PTSD is highly prevalent among populations of
inpatients admitted for serious mental illness, it is rarely
reflected in the primary or secondary diagnosis, and thus
rarely becomes the focus of treatment.12 Because the
incidence of trauma is so disturbingly high in our society,
leading authors in the field of PTSD have recommended that
all psychiatric interviews, but also interviews with patients
with unexplained somatic complaints, should include routine
screening for trauma.13 It is suggested that clinicians should
specifically ask about traumatic events as many individuals will
not volunteer this information because they either find it
painful to talk about, or think that it might not have bearing on
the present complaints. It is vital that the correct diagnosis be
made, and therefore important that the trauma history be
thoroughly assessed. 

The aims of this study were twofold:
1. To determine the prevalence of undiagnosed PTSD in a

cohort of subjects admitted to a therapeutic ward at a large
psychiatric hospital. 

2. To compare the demographic details and comorbid
diagnoses of subjects with and without PTSD.

Method
Subjects 
This study was conducted over a six month period at
Neuroclinic C, Stikland Hospital in Bellville, Cape Town.
Neuroclinic C is an inpatient, therapeutic unit for patients with
mood and anxiety disorders. Subjects were randomly
recruited from the inpatient population of the unit using a
computer generated randomization table. The current study
represents a cross-sectional assessment of patients admitted
for anxiety and mood disorders. The evaluation could be
performed at any stage during the inpatient admission period,
provided that a diagnosis and treatment plan had been
formulated by the treating team. Assessments for the purposes
of the study were therefore not performed for at least two days
after admission. All participants gave written, informed
consent before undergoing any study-related procedures. The
study was approved by the institutional review board of the
University of Stellenbosch.

Inclusion criteria
1. Male or female inpatients.
2. Aged between 18 and 55 years (extremes included).
3. DSM-IV diagnosis of Mood Disorder or Anxiety Disorder

(excluding PTSD).
4. Current hospitalization in inpatient, therapeutic ward.
5. Subject had signed the informed consent form, according

to the regulations of the ethics committee. 

Exclusion criteria 
Subjects meeting one or more of the following criteria could
not be entered:
1. Evidence of alcohol or drug dependence in the last month

before screening. 
2. Serious physical illness.
3. Mental retardation.
4. History of psychotic episode.
5. Subjects with a known diagnosis of PTSD.

Assessment
The following scales were administered:
• CAPS (Clinician-administered PTSD scale for DSM-IV).14

• SCID (Structural Clinical Interviews for DSM-IV
Disorders).15

• Demographic Information and Substance Use
questionnaire

Statistical analysis
Statistical analysis was performed with the computer software
programme Statistica (Statsoft, Inc.) Descriptive data are
presented (where appropriate) as mean (± standard
deviation). Where categorical variables were compared, we
used the chi-square test or Fisher’s exact test, depending on
expected frequencies. Between-group comparisons were
done with Student’s T-test or the Mann-Whitney U test,
depending on the distribution of the data. A significance level
of 0.05 was used throughout.

Results
40 subjects were included in the study of whom 33 (82.5%)
were female. The mean age of the group was 35.65 years
(±9.28 years). 19 (47.5%) of the subjects were employed at the
time of interview. Those who were employed were all in full-
time employment. Subjects with undiagnosed PTSD were not
more or less likely to be employed than subjects without PTSD
(χ2= 0.07; df = 1; p = 0.8).

Ethnic distribution
Twenty-two subjects (55%) described themselves as being of
mixed ethnic origin (55%) with 17 (42.5%) describing
themselves as Caucasian and 1 (2.5%) as Black African.
Subjects had a mean number of 1.9 admissions (± 2.2) when
they consented to the study.

Prevalence of PTSD
After administering the CAPS, it was found that 16 (40%)
subjects met the DSM-IV-TR criteria for PTSD. It must be noted
that out of a total of 293 patients admitted to this ward during
the time the study was undertaken 30 patients had a discharge
diagnosis of PTSD (this includes the 16 patients diagnosed
with PTSD as a direct result of the study). Although there was a
very large percentage difference between the genders in the
prevalence of undiagnosed PTSD (14.3% male vs. 45.5%
female) this did not reach statistical significance (p = 0.21,
fisher’s exact test, two tailed), probably due to the study being
underpowered. The ethnic groups did not differ significantly in
the risk of having PTSD (p = 0.34, Fisher’s exact test, two
tailed). We did not find any significant difference between the
groups in the lifetime use of alcohol or illicit drugs, excluding
cannabis (p = 0.63, Fisher’s exact test, two-tailed). Eleven
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subjects (27.5%) admitted to using cannabis. Subjects with
PTSD were significantly more likely to have used cannabis (p
= 0.01, Fisher’s exact test, two tailed). Admission diagnoses for
subjects with PTSD are listed in Table I. The causes of PTSD, as
identified by the subjects, are presented in Tables II and III. 

Discussion
PTSD is a debilitating anxiety disorder that can cause
significant distress and lead to increased utilization of health
care resources.7 However, the condition often goes unnoticed.
The annual cost of anxiety disorders in the USA was estimated
to be $63 billion dollars in 1998, and the cost of PTSD related
reduced productivity (based on work days lost and work
cutback days) translates to a financial loss of more than $3
billion annually. PTSD compares with major depression in the
level of disability it imposes on individuals with the disorder.

There is evidence that PTSD prevents individuals from
realizing their potential, either in educational attainment,
marriage or career development.1 Secondary mental
disorders (as discussed above) may also be seen as a
consequence of PTSD. Individuals with PTSD are substantially
more likely to develop other anxiety, mood and substance use
disorders. PTSD also increases the risk of suicide16 and
complicates the process of recovery from other disorders.17

Furthermore, it seems that the elevated risk of secondary
disorders disappears with the remission of PTSD symptoms.18

Only a few studies have explored the epidemiology of

PTSD in South Africa. Seedat et al19 analyzed data from a
sample of 2041 boys and girls from schools in Cape Town and
Nairobi, and reported that 58% of the South African
schoolchildren had witnessed trauma, and that 22, 2% met the
full-symptom criteria for PTSD. Carey et al20 evaluated the
prevalence of trauma exposure and PTSD in a Xhosa-speaking
township, and reported that 94% of the 201 participants had
been exposed to trauma, and 19.9% had current PTSD.
Comorbidity was high and included depression (75%),
somatization (35%), and panic disorder (25%). Levels of
trauma, PTSD and depression did not increase service use or
dissatisfaction with services.20

The high percentage of subjects with undiagnosed PTSD
confirmed our hypothesis that the disorder is often not
recognized even in a tertiary, inpatient setting. Whereas the
prevalence of PTSD in the study group was 40%, only 5.5% of
the patients admitted to the neuroclinic – study participants
excluded - attracted a diagnosis of PTSD. Due to the high co-
morbidity of PTSD and other disorders it would be expected
that a higher percentage of patients would be diagnosed in
hospital, even if the diagnosis had been missed by the
referring professional. Why were so many patients not
diagnosed and therefore not treated for this disorder? It can
be postulated that the diagnosis of PTSD may be overlooked if
the admitting physician does not specifically ask about
traumatic events, as patients are unlikely to volunteer this
information. However, this is not only true in our setting. The
literature shows that PTSD is under-diagnosed throughout the
spectrum of care – from primary to tertiary settings, and it
appears to be a problem affecting patient care in first as well
as third world countries.8

The co-morbidity of PTSD and substance abuse is well
described in the literature. This was also true in our study -
when patients with and without PTSD were compared, patients
with PTSD were significantly more likely to be users of
cannabis. This was not the case with other substances, such as
alcohol. It would appear that patients with undiagnosed PTSD
use cannabis to self-medicate their PTSD symptoms, or
alternatively that patients who are cannabis users are more
prone to develop PTSD when exposed to trauma. This
possibility implies another reason to diagnose PTSD early and
correctly, as the long term dangers of cannabis use have been
well described.21

The patients seen for this study were diagnosed with PTSD
according to the CAPS, which uses the DSM IV criteria. The
CAPS is a comprehensive, clinician rated questionnaire that
covers the details of each symptom (e.g. frequency and
intensity) and how this varied as time passed after the
traumatic event was experienced. It remains the gold standard
to measure PTSD symptoms.22 Due to the time-consuming
nature of the CAPS, it is however not likely to be of practical
use in a busy, clinical setting. Instruments such as the Short
PTSD Rating Interview (SPRINT) were still under development
when this study was undertaken6, and there is now evidence
that the validity of this instrument (SPRINT) may be
comparable to that of the CAPS.23

This study suffers from a number of limitations. The validity
of the findings would clearly have been enhanced if we were
able to study a larger cohort. Also, the inclusion of patients
with alcohol abuse/dependence, serious physical illness and
history of psychosis may have yielded different results. 

Table I: Admission diagnoses for subjects with PTSD

Diagnosis Percentage of subjects

Dysthymic Disorder 13%
Bipolar I Disorder 13%
Bipolar II Disorder 19%
Adjustment Disorder 13%
Major Depressive Disorder 44%

Table II: Traumatic events leading to PTSD (as identified by
subjects.)

Cause Percentage of subjects

Accident 6%
Multiple causes 44%
Sexual assault/abuse 19%
Assault (other) 31%

Table III: Traumatic events identified by subjects with multi-
ple causes of PTSD

Subject Traumatic events
number

1 Motor vehicle accident; sexual assault, threatened with fire-arm
2 Witnessed rape, victim of robbery
3 Physical assault; rape
4 Severe physical illness, rape
5 Rape, witnessed death of spouse
6 Assault, rape, motor vehicle accident
7 Witness to a murder, witness to suicide
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Conclusion
PTSD is under-diagnosed, even in a tertiary, inpatient setting
and almost half of co-morbid cases are missed with standard
assessments. Patients with PTSD were found to be more likely
to admit to using cannabis. Current standard assessments at
intake may not be structured to elicit symptoms and signs of
PTSD adequately. Better screening-instruments for PTSD that
are more user-friendly than the CAPS should be introduced in
clinical practice. Education of mental health care professionals
is essential to maintain a higher level of awareness of the
possibility of PTSD in all patients, so that it may be diagnosed
and treated early and effectively.
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