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Abstract 
Comorbidity with PTSD has been studied at home and abroad in follow-up 
studies following major traumatic events, indexing patients diagnosed with 
PTSD and investigating rates of comorbidity and other psychiatric disorders. 
In practical clinical practice, the majority of patients with PTSD are diag-
nosed with neurosis and depression, but the clinical manifestations and 
treatment of some of these patients are more complicated and difficult, and it 
is clinically found that these patients may have comorbidities and other men-
tal disorders. This study in hospitalized patients with neurosis and depression 
as the main research object, through the investigation found that some pa-
tients (36.4%) of comorbid PTSD, just, this part of the patients reported by a 
traumatic event is not CCMD-3 defined in the “unusual” traumatic event. 
Therefore, the results of this study suggest that attention should be paid to the 
collection of patients’ medical history, especially the inquiry of traumatic ex-
periences. This study is only a preliminary study with a small sample size, and 
the conclusions obtained need to be further confirmed in future studies. 
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1. Introduction 

The concept comorbidity, first proposed by Professor Feinstein of Epidemiology 
at Yale University, United States, in 1970, was originally defined as “any disease 
other than the indexed disease under study that already exists or occurs in the 
process of indexing disease” [1], Comorbidity has received increasing attention 
in psychiatry since the introduction of the multi-axis diagnostic criteria for the 
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Third Edition of the American Manual of Mental Disorders and Statistics (DSM-III) 
[2]. Post Traumatic Stress Disorder (PTSD) is a mental disorder with delayed 
appearance and long-term persistence caused by sudden, threatening or cata-
strophic life events [3]. Its main clinical manifestations are repeated invasive 
traumatic experience, continuous avoidance and increased alertness. Numerous 
studies of people with PTSD have shown that the rate of comorbidity with dif-
ferent mental disorders, including depression, anxiety, obsessive-compulsive 
disorder, and personality disorders, ranges from 10.0% to 79.4%. However, there 
are few reports of comorbidity or PTSD among other mental disorders. The 
purpose of this study was to investigate the rates of comorbid PTSD among pa-
tients clinically diagnosed with neurosis and depression [4]. 

2. Objects and Methods 
2.1. Research Objects 

In march, 2019-December 2019 in Hainan province people’s hospital psycho-
logical clinic and research in various cities and counties in Hainan province flow 
for clinical diagnosis of patients with neurosis and depression, into a set of stan-
dards: 1) Conform to the Chinese classification and diagnostic criteria for men-
tal disorders third edition (CCMD-3) neurosis or depression diagnostic criteria 
(including the exclusion criteria); 2) The age range is 18 - 55 years old; 3) Pri-
mary school and above; 4) Stay in hospital for more than one week; 5) Willing to 
cooperate. A total of 160 cases were actually enrolled, including 85 males and 75 
females. 

2.2. Research Methods 

After obtaining the “informed consent”, the patients with neurosis and depres-
sion who met the enrollment criteria were investigated one by one with a 
self-made general condition questionnaire, including name, sex, age, marital 
status, family history, work status, etc. Screening was then performed using the 
Essener Trauma-Inventar (ETI) questionnaire [5]. There are 58 items in THE 
ETI, which are compiled by Tagay S et al. based on the diagnostic criteria for 
PTSD in the Fourth Edition of the Classification of Mental Disorders and Statis-
tical Manual of Mental Disorders (DSM-IV), with high reliability and validity. 
The scale consists of five parts: the first part is the list of traumatic events, with 
14 events. Participants were asked whether they had experienced a specific 
traumatic event (such as “natural disaster” or “rape”), and whether they had ex-
perienced it themselves or as a witness. Question 15 asked participants to write 
down other stressful life events not listed above. Participants were asked to pick 
the most stressful event, and the questions were all about the most stressful 
event. The second part consists of six questions about the most severe stress 
events, divided into two dimensions: objective description and subjective evalua-
tion, corresponding to the DSM-IV diagnostic criteria respectively. Part THREE 
has 23 questions about current post-traumatic symptoms. It includes invasive 
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symptoms, avoidance and increased alertness. A symptom score above 27 is 
considered a diagnosis of PTSD; a score between 16 and 26 is suspected; a score 
below 16 is not considered PTSD. Finally, 60 patients with ETI score of >27 were 
screened with post-traumatic Stress Syndrome 10-questions Inventory (ptss-10) 
for secondary symptom screening, and those with ptss-10 score of b > 35 indi-
cated obvious PTSD symptoms [6]. 

2.3. Statistical Analysis 

Input the data into SPSS12.0 statistical software for Chi-square test. 

3. The Results 

1) Among 160 patients (85 males and 75 females) who met the enrollment 
criteria, 108 were clinically diagnosed as neurosis (32 cases of anxiety disorder, 
22 cases of obsessive-compulsive disorder, 54 cases without clear classification); 
52 cases of depression. There was no significant difference between the neurosis 
group and the depression group in gender, age, marital status, and work status 
(P > 0.05) (Table 1). 

2) Among all patients, there were 60 patients with ETI symptom score of >27, 
including 36 patients in neurosis group and 24 patients in depression group cas-
es, accounting for 26.67% of the whole group; 36 patients with ETI symptom 
score < 26 points and >16 points, and 31 patients with ETI symptom score < 16 
points cases; Among the 60 patients with ETI symptom score of >27, there were 
33 cases with ptss-10 score of >35 (17 cases with neurosis, 16 cases of depres-
sion). The main traumatic events reported by the patients were neglect, aban-
donment and sexual assault in 10 cases 9 cases were committed, 9 cases were  
 
Table 1. Comparison of general demographic data of 160 patients with neurosis and de-
pression. 

Project 
neuroticism 

(n = 108) 
depression 

(n = 52) 
Statistics 

X2 
P 

Gender   0.016 0.899 

Male 57 28   

Female 51 24   

Marriage   0.216 0.642 

Unmarried 56 29   

Married 52 23   

Working   0.208 0.649 

Are 54 28   

No 54 24   

Age   0.428 0.513 

18 - 35 62 27   

36 - 55 46 25   
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divorced or separated, 8 cases were subjected to violent attacks, 5 cases were 
subjected to death of important relatives, and 3 cases were subjected to unex-
pected shock. 3 suffered from natural disasters, 4 suffered from physical and 
mental torture, 3 suffered from serious economic burden, 2 suffered from se-
rious diseases, and the college entrance examination Failure: 4 case. The results 
of the two scales showed that all the 60 subjects had significant PTSD symptom 
groups, including “invasion”, “enter”, “avoid” and “increased alertness”. And the 
second part of THE ETI shows that these traumatic events all lead to patient 
ownership. 

The perception is one of severe helplessness and fear (Table 2). 

4. Discuss 

Different from previous studies indexed by PTSD, this study investigated the 
rate of comorbidities of neurosis, depression and PTSD among patients clinically 
diagnosed with neurosis and depression who were transferred to the department 
of Psychology of Hainan People’s Hospital and the research team in all cities and 
counties of Hainan Province [7]. The results of this study showed that 40 of the 
160 hospitalized patients with clinical diagnosis of neurosis and depression had 
comorbidities of PTSD, with a rate as high as 26.67%. The 60 patients with ETI 
symptom score of >27 with ptss-10 were screened again, and 33 patients with 
ptss-10 score of b > 35 were found, which showed good consistency between the 
two, indicating that this study was relatively reliable. Conclusion: Comorbid 
PTSD is not uncommon in patients with neurosis and depression [8]. The re-
sults also showed that the first onset time of 60 patients with ETI symptom score 
of >27 was similar to the reported traumatic event, suggesting that the onset of 
these 40 patients was closely related to the traumatic event [9]. Traumatic events 
can lead to neurosis and depression, but PTSD caused by traumatic events has 
not received enough attention. It is important to note that this study is based on 
neurosis and depression, which are both more severe and less effective in outpa-
tient treatment. Therefore, the high rate of comorbidities PTSD in these patients 
does not mean that all patients with neurosis and depression have such a high 
rate of comorbidities PTSD [10]. In practical clinical work, neurosis, depression, 
comorbidities and PTSD are rarely diagnosed. For example, 40 patients with ETI 
score of >27 in this group were not diagnosed with PTSD at the same time. The 
reasons may be as follows: 1) Under the influence of the traditional principle of  
 
Table 2. 160 Patients with ETI scale symptom score. 

Project 
Neurotic 
(n = 54) 

anxiety 
(anxiety) 

OCD 
(n = 22) 

Depression 
(n = 52) 

Total 
(n = 160) 

ETI symptoms score > 27 21 11 13 15 60 

16 < ETI symptoms score < 26 12 8 4 12 36 

ETI symptom score < 16 11 8 3 9 31 

PTSS-10 score > 35 10 5 2 16 33 
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single diagnosis and hierarchical diagnosis, Chinese scholars often do not make 
comorbiditism diagnosis in the actual clinical work of psychiatric departments; 
2) Ccmd-3 specifies that a traumatic event or situation (such as a natural or 
man-made disaster) that causes PTSD is a traumatic event or situation that is 
recognized as “unusual for everyone” [11]. But according to the DSM-IV crite-
ria, the diagnosis of PTSD emphasizes both traumatic events and subjective feel-
ings. This study shows that the traumatic events reported by a small number of 
patients are not unusual for everyone. For example, breakups and divorces are 
obviously not “exotic for everyone” traumatic events. But for some patients, 
these events mean being abandoned. Life is not settled and survival is threat-
ened, which will lead to strong fear and helplessness in their subjective feelings. 
Therefore, such traumatic events can also lead to PTSD symptoms, and Chinese 
scholars under the influence of CCMD-3 will ignore such traumatic events and 
not diagnose PTSD. 3) Symptoms of PTSD were rarely cited as the main com-
plaints of patients who came to see the doctor, such as depression, anxiety, res-
tlessness, poor diet and sleep. “Avoidance” of traumatic events in the main 
symptoms of PTSD also causes the patient to avoid talking about traumatic 
events. The patient’s avoidance attitude also causes doctors to not continue to 
ask whether there are traumatic events. The increased alertness of PTSD symp-
toms mainly manifests as difficulty in sleeping, or not sleeping deeply; irritated 
or easy to get angry. These symptoms are also the main clinical manifestations of 
neurosis and depression. 4) The clinical manifestations of the patients are not 
typical. In this study, 78 patients were clinically diagnosed with neurosis, among 
which only 20 were definitely diagnosed as “anxiety disorder” and “obses-
sive-compulsive disorder”. It may be due to the atypical clinical symptoms of 
most neurosis patients in this group; the same patients may have a variety of 
clinical symptoms at the same time; especially in patients with comorbid PTSD, 
its clinical manifestation is more extensive; it is difficult to use only “anxiety” 
obsessive compulsive disorder diagnosis “to do” to sum up; so the clinical doc-
tors sometimes are often only in accordance with the principle of single diagno-
sis dubbed “neurosis” diagnosis. The combination of these factors leads doctors 
to overlook the problem of comorbidities PTSD and to miss the diagnosis of 
comorbidities PTSD [12]. In this study, there were 45 cases in neurosis group, 
the ratio was 75.0%; 15 cases in depression group, the ratio was 25.0%, but the 
difference between the two groups was statistically significant, suggesting that 
the ratio of PTSD in neurosis group and depression group was different. How-
ever, the reason for the difference in the ratio is not clear at present. Maybe the 
relationship between emotional stability, PTSD and depression is cause and ef-
fect, which needs further study. 
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