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Functionalism, as generally understood, is not included in DSM-III-R. It differs 
from somatization and hysteria. Analysis of cases of functional overlay indicates 
the presence of a fixed attitude-depending on body-image distortion, feelings of 
injustice toward the existing medicolegal methodology, social and economic impair- 
ment, anger against legal delays, and a conviction of the futility of treatment or of 
attempts at rehabilitation. It should be included in DSM-IV as a subset under 
posttraumatic stress disorder. 

The Problem 
This discussion attempts to investi- 

gate, through clinical case experience, 
the roots of the term "functionalism." It 
is generally understood intuitively al- 
though not defined precisely. Walton,' a 
British neurologist, has aptly stated: 
"Functionalism . . . is hallowed through 
common usage." DSM-III-R2 appar- 
ently allies functionalism with somato- 
form disorders, where "physical" symp- 
toms are not explained by "specific 
patho-physiological processes. . . are not 
demonstrable or understandable by ex- 
isting laboratory procedures and are 
conceptualized . . . by means of psycho- 
logic constructs." These constructs are 
added to by attitudes, personality devia- 
tions, and sociocultural-economic pres- 
sures that eventuate in exaggeration and 
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overvaluation of pain and distress: They 
lie in diagnostic shadows, so to speak; 
hence the title of this article. 

Functionalism occurs in many medi- 
cal conditions but is more evident in 
posttraumatic stress reaction, where 
symptoms may be prolonged and inten- 
sified, defying successful treatment and 
altering prognoses. Some dismiss these 
exaggerations as "neurotic psycho-phys- 
iologic reactions . . . medicalization of 
the common aches and pains of man- 
kind," in the words of Wei~~berger,~ who 
added in his focus on traumatic fibro- 
myositis, "[these complaints] are medi- 
cal myths . . . in the folklore of trauma." 

More realistically, Beahq4 in a recent 
development of his Differential Thera- 
peutic Index, remarks that such mental 
symptoms are "untestable intangibles" 
and hence beyond "scientific parame- 
ters." Because traditionally a diagnosis 
for a patient rests on ruling out, or on 
ruling in, agreed-on medical and psychi- 
atric disorders (after exhaustive history 
and examinations), from a vast array of 
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physical and mental conditions, intan- 
gibles are neglected or discounted as 
meaningless. 

In 1979, in attempting to analyze 
functionalism among posttraumatic 
cases,5 I described a gradient of nonver- 
ifiable symptoms: simulation, malinger- 
ing, exaggeration, overvaluation, func- 
tional overlay, and conversion hysteria, 
in that order of severity. The first four 
were of conscious origin, the latter two 
on a partly unconscious basis. I agreed 
that "overlay" was an unacceptable di- 
agnosis representing an "out-of-wed- 
lock" term as far as DSM-111 was con- 
cerned; a "bastard offspring of malinger- 
ing and hysteria." My conclusion, at that 
time, was that functional overlay repre- 
sented a shadowy reaction that pro- 
longed and intensified traumatic stress 
symptoms not recognizable as accepted 
medical conditions. 

On restudying the problem, with the 
experience of having evaluated more 
than 2000 cases over the past 40 years 
in courts trials, compensation hearings, 
settlement conferences, medicolegal 
conferences, etc., I now feel a broadened 
view is ~ a r r a n t e d . ~  This view suggests 
evaluating those patients' symptoms 
that fall outside accepted medical diag- 
noses in terms of their own reality, i.e., 
their individual sociocultural realities. In 
so doing, the changing attitudes of pa- 
tients and physicians who made diag- 
nostic evaluations over the decades must 
be considered. 

Social Influences 
One of the social forces that tend to 

intensify posttraumatic symptoms, as 

well as "nervous complaints" in medical 
patients, has been the medical-social 
heightening of interest on the part of the 
public during the past two or three dec- 
ades. This interest has been occasioned 
by television educational and journalis- 
tic outpouring of "medical break- 
throughs" and concentration on matters 
of health and disease that have height- 
ened the public's sensitivity toward ill- 
ness through increased self-perception of 
body changes. Heightened medical con- 
cerns have had conscious and uncon- 
scious influence on body-image percep- 
tion on the entire populace, beth healthy 
and ill. These influences have been de- 
scribed by Brodsky (see Ref. 27) as a 
"medical subculture." 

From a medical viewpoint, social 
forces have also insensibly influenced 
physicians in their reactions to so-called 
nervous elements in victims of war and 
civilian injuries. As psychiatry and neu- 
rology developed in the latter part of the 
19th. century and early years of the 20th 
centuries, terms such as neurasthenia, 
traumatic neurosis, shell shock, combat 
fatigue, hysteria and, later, neurosis after 
trauma, compensation neurosis, the 
present-day posttraumatic stress disor- 
der, and somatization were used to sig- 
nify nervous and intangible elements in 
trauma patients. 

Experiences with psychological cas- 
ualties in World War I and I1 alerted 
physicians to these combined physiolog- 
ical and undefined psychological reac- 
tions. They were named7 effort syn- 
drome (Lewis), defined as an "exagger- 
ated physiological response to exercise," 
neurocircular asthenia, war neurosis, 
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combat fatigue, and, when extended to 
civilian injuries, traumatic neurosis, 
neurosis after trauma, compensation 
neurosis with secondary gain, and, fi- 
nally, posttraumatic syndrome. It 
should be noted that the phrase malin- 
gering was often used in connection with 
these difficult-to-diagnose conditions, 
disclosing an ever-present suspicion of 
deceit. For example, Foster Kennedy,' 
an eminent New York neurologist, 
wrote in the 1940s: 

Compensation neurosis [is] a state of mind 
borne out of fear, kept alive by avarice, stim- 
ulated by lawyers, and cured by a verdict. 

And Walter ~ l v a r e z , ~  widely re- 
spected physician and medical publicist, 
stated in 195 1 : 

Traumatic neurosis cases develop from unwise 
suggestions by interns, doctors, nurses, physi- 
otherapists. . . [in whom] . . . recovery usually 
occurs only after a remuneration.. . . 

The problem became of practical im- 
portance when an injured patient was 
brought before a legal tribunal for judg- 
ment involving financial awards for 
"noneconomic" damages, i.e., pain, suf- 
fering, emotional discomfort, anxiety, 
etc., not truly the consequence of bodily 
impact. 

The Legal View 
This type of case arouses a wariness 

that fictitious claims may be fabricated, 
or frivolous claims made. The legal view 
can be summarized in a dissenting state- 
ment by Justice Douglas of the Supreme 
Courtlo in a case involving "fear of men- 
tal shock" after an injury. 

If defendant is turned over to the plaintiff's 
doctors. . . to discover the cause of the mishap, 

the door will be opened for grave miscamage 
of justice. . . . A doctor for a fee can easily 
discover something with any patient . . . . 

More commonly the issue is a guarded 
attitude by the judiciary to allow finan- 
cial awards for injured patients. A 
lawyer' ' writes: "The social implications 
of creating a pseudo-illness, i.e. trau- 
matic neurosis, by awarding money for 
it is decried." 

Medical writers have been no less ad- 
verse to awards for posttraumatic inju- 
ries in functional overlay patients. 
RobitscherI2 wrote in 1970: 

The more money is available for attorneys' 
fees, the more psychiatric testimony can be 
marshalled, and the more ingenious the psy- 
chiatric view that will be presented in court. 

The accent on deceit, apparently bor- 
rowed from the legal forum, has also 
been applied to psychiatric aid for 
money awards by meretricious posttrau- 
matic patients. The clearest expression 
of this medical attitude is that of Wein- 
berge~-,~ who, in discussing whiplash and 
back injuries, writes that traurnaticfibro- 
myositis is: The nidus around which a 
neurotic psychophysiological reaction 
develops when it is no more than a 
medicalization of the common aches 
and pains of mankind." 

A more informed and reasoned pic- 
ture of the money versus injury contest 
has been given by Modlin,13 an experi- 
enced psychiatrist, in these words: "Our 
sociolegal system long ago discarded the 
literal 'eye for an eye' philosophy and 
replaced it with money, the universal 
medium of exchange, as redress for tort 
grievances. Consequently, the possibility 
of monetary compensation has acquired 
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enormous symbolic significance . . . a 
potential source of security . . . legitimi- 
zation of dependent needs." 

Modlin's perception that award 
money can symbolize psychological 
needs points to a broader interpretation 
of those symptoms not clearly secondary 
to pathology. Psychiatrists appreciate 
the complex relation of injury to its so- 
cioeconomic consequences, especially 
where injury calls forth trouble not pres- 
ent before the accident in question. 

Before discussing the sociocultural- 
economic factors that impinge on post- 
traumatic cases categorized as present- 
ing functional overlay, a brief review of 
recent psychiatric thinking in this area 
is of vital importance. 

Recent Psychiatric Views 
In 1963 Hirschfeld and Behan14 pub- 

lished their study of posttraumatic cases, 
concluding that the "accident process" 
develops before the accident occurs in 
cases of chronic disability. These authors 
claim that the "psychological process oc- 
curs where the injury is a solution to the 
patient's problem." An editorial in the 
Journal of the American Medical Asso- 
ciation ( 1  963) concerning the above- 
cited article15 commented that the "ac- 
cident processs theory" is the "greatest 
obstacle to scientific accuracy because of 
the widespread public emotional in- 
volvement over medical insurance." The 
recognition that the public is involved 
emotionally with insurance problems is 
significant in the analysis of func- 
tionalism. 

As Florence and Miller,I6 writing in 
1985, point out: "Functional overlay is 

virtually present in . . . many medical 
problems. . . [especially] in patients with 
chronic pain syndrome." 

Further, in a seminal paper on hypo- 
chondriasis, Bodily complaints and So- 
matic Styles, Barsky and Klerman17 
point to the importance of considering 
the patient's "perception of and response 
to" demonstrable pathology, in contrast 
to his or her "disease," among hypo- 
chondriacal individuals. They speak of 
the "style" of the patient, recommending 
"abandonment of the term hypochon- 
driasis in favor of amplifying somatic 
style, emphasizing the "social, cultural 
and ethnic forces . . . [that] . . . modify 
the basic tendency to express psycholog- 
ical distress in somatic terms." Ampli- 
fying somatic style is further defined as 
"one particular mode of perceiving, 
evaluating and expressing bodily sensa- 
tions. . . [wherein] . . . personal and sub- 
jective factors, such as motivation and 
need, profoundly modify perception and 
thinking." 

Of historical interest is Schilder's18 de- 
scription of tachistoscope experiments 
proving that "perception of body distor- 
tion was modified by personal attitudes 
an social expectations," experiments in 
which I participated at the Bellevue Psy- 
chiatric Hospital in the late 1930s.I9 
Cantril2' in 1957 repeated these experi- 
ments, concluding that all individuals 
establish perceptual "constancies" that 
become "solidifying social perceptions." 

In this connection it is noteworthy 
that sociologists have examined the "be- 
liefs, values and roles of being sick" in 
persons hitherto able to function. Others 
remark in a slightly different context2' 
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that "the connotation of weakness and 
moral culpability in a patient with men- 
tal disorder [such as depression is] still 
highly present, even among physicians." 

This connotation of weakness was 
pursued in a different vein when neu- 
roses, or personality deviations, existing 
before an accident were examined. Thus 
Tuerk," in a standard psychiatric test 
(1 975) wrote: "The patient's disposition 
to disease and his reaction to injury . . . 
[are] . . . intangible factors [that] may be 
as important as the injury itself." 

In subsequent years (1  980s), attention 
has focused on "illness behavior" to ac- 
count for somatization reactions. 
BrodskyZ3 approaches these conditions 
from this position: "Somatization is not 
a disease or an illness but . . . a broad 
term describing a person's belief that a 
physical disease is present when . . . there 
is no medical evidence of disease." 

This approach stressed the belief as- 
pect of the patient's complaints. Fordz4 
reaches an analogous position as he dif- 
ferentiates disease from illness: "Disease 
is an objectively measurable anatomic 
deformation and pathophysiological 
state while illness is a disvalued change 
in state of being and in social functions." 
He describes social functions as includ- 
ing: "Patient's family, employer, insur- 
ance company, lawyers . . . the entire 
socioenvironmental milieu in which pa- 
tients live." 

The influence of environment in post- 
traumatic stress disorders became ob- 
servably clear among Vietnam veterans 
so diagnosed, since 1980 when the Vet- 
erans Administration accepted this con- 
dition as compensable. Among others, 

Atkinson et aLz5 found a disinclination 
among physicians to honor these veter- 
ans in like manner, inasmuch as it is 
recognized that exaggerated and false 
claims have been made by military per- 
~onnel , '~  presented as delayed posttrau- 
matic stress disorders. Criticism of the 
Vietnam War, and antipathy to the fed- 
eral government's actions, its inflexibil- 
ity and bureaucracy, did add emotional 
elements to the original traumatic con- 
dition. 

Environmental Influences 
It is axiomatic that the dangers, frus- 

trations, resentments, and anxieties in 
everyday life do affect all individuals and 
tend to prolong symptoms among neu- 
rotic and posttraumatic patients. 

BrodskyZ7 has discussed such environ- 
ment-related stressors as fear of air pol- 
lution, concern about toxic admixtures 
in prepared food and some medications, 
worry about gases in the atmosphere, 
radioactive contamination from nuclear 
meltdowns, and anxiety about world de- 
struction through nuclear warfare, all of 
which he placed under the heading of 
medical subculture. Brodsky further 
pointed to the influence of social support 
systems and Social Security programs, 
the atmosphere of "entitlements" to 
which disabled patients look for help, 
the expectation suggested by the state- 
ment, "Society owes me something," 
and feedback from these government 
institutions that contributes to "illness 
and disability behavior." 

However, factual events that perpetu- 
ate posttraumatic symptoms in many 
cases have included extrusion from 
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the labor market, loss of self-esteem, 
concern about eventual reliance on wel- 
fare, fears of early forced retirement or 
of permanent physical disfigurement, 
anger at delays in the legal system and 
maneuvers by legal personnel and "com- 
pany" doctors, and distrust of the judi- 
cial system. In the past these nondi- 
agnosable factors have been considered 
matters of "secondary gain," or func- 
tionalism. 

With the advent of a psychoanalytic 
attempt to understand the dynamics of 
the ego stress of wartime trauma, the 
notion of secondary gain2' became an 
important factor to consider. F e n i ~ h e l ~ ~  
defined it as a "demonstration of . . . 
helplessness in order to secure external 
help . . . as was available in childhood 
[e.g., love or sympathy]. . . . " beyond 
that of money. More recently (1985), in 
a similar direction, Mendelson3" in Aus- 
tralia summarized the literature, both 
British and American, in respect to the 
validity of the "compensation neurosis" 
diagnosis. He concluded that the con- 
cept did not exist "as a clinical entity," 
although he agreed that these patients 
did present "hysterical conversion reac- 
tions." He also agreed that the older 
notion that "pecuniary gain . . . [is] . . . 
cured by the conclusion of litigation," is 
not supported by clinical evidence. 
Chiefly, Mendelson wished to do away 
with "vague terms such as functional 
overlay," although he did agree that 
"psychodynamic, interpersonal, intrafa- 
milial and social" factors require de- 
tailed study. 

This view of compensation neurosis 
has made perceptible gains in recent 

years among workers in pain clinics. For 
example, Melzback et aL3' studied 81 
patients with back and musculoskeletal 
pain, contrasting patients who received 
workers compensation with those who 
did not. They concluded that "compen- 
sation is not a cause of pain." Similarly, 
Dworkin and his analyzed 454 
chronic pain patients, finding that "pa- 
tients who are receiving compensation 
. . . do not exhibit greater levels of psy- 
chological distress than patients who are 
not receiving compensation." Other re- 
search, chiefly from rehabilitation and 
pain control centers,33 agrees that acci- 
dent victims' symptoms include "com- 
plex psychophysiologic variables" that 
may be mistaken for compensation neu- 
rosis or malingering. 

T h ~ r n e ~ ~  in 1949 and Kamman35 in 
195 1 introduced the term "attitudinal 
pathosis," a syndrome "occasionally 
found among compensation patients." 
Kamman emphasized the "primary- 
pathologic attitude [and] secondary per- 
sonality and environment reactions" in 
this "global disorder." He pointed to the 
"nuclear attitude" of patients who inter- 
preted reality according to this attitude 
which did not, in his opinion, constitute 
a specific neurosis. Branch and Cole,36 
in quoting Kamman and Thorne's atti- 
tudinal pathosis, described this attitude 
as a "type of character disorder." 

Recently, Derebery et aL3' and 
Gordon3' have emphasized socioeco- 
nomic-cultural aspects in somatizing pa- 
tients with low back pain. Their work 
confirms Schilder '~~~.  40, 41 and my re- 
searches into ego reactions to perception 
of distorted body images following in- 
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jury or disease. In this connection Stei- 
ner and Clark,42 in dealing with severely 
burned individuals, found a sense of 
"loss of body boundaries" among their 
patients. Such perceptions modify the 
resulting clinical picture. 

Functional Overlay Concept 
This concept rests upon a broadened 

view of the attitudes of injured persons 
with respect to their socioeconomic-cul- 
tural biases. For physicians, considera- 
tion based upon such a view will mean 
an objective stance toward posttrau- 
matic patients that includes evaluation 
of their complaints in terms of patients' 
own senses of reality, i.e., their perceived 
physical (body image distortions) and 
psychological (economic, social, and 
cultural) realities. 

The patient's reality may not corre- 
spond to the physician's concept of dis- 
ease. The conflict then is between the 
patient's complaints and our diag- 
n o s e ~ , ~ ~  which "refer to actually existing 
entities versus the extent to which they 
are products of reigning medical fash- 
ions and social constructions of reality." 
(cf DSM-11, DSM-111, DSM-111-R, and 
the projected DSM-IV). 

Every illness, especially following im- 
pact of emotional trauma, is accom- 
panied by a flash of resentment that 
constitutes an ego assault on the patient- 
victim, particularly if the injury is not 
anticipated. It is true that such reactions 
may develop out of neurotic soil or as a 
result of personality predilections, but 
nevertheless they are operative in the 
patient and can be easily observed. 

The net effect of resentment after an 

illness is the patient-victim's frustration 
in civilian or industrial trauma cases, in 
his or her incapacity to participate in 
and enjoy the advantages of our multi- 
faceted economic and social national 
lifestyle with its aspirations to wealth, 
luxury, work success, health, travel and 
social position. 

Case Material 
Patient 1 A 38-year-old woman was 

injured in a rear-end collision in 198 1. 
Thorough orthopedic, neurosurgical, 
neurological and medical examinations 
revealed slight to moderate radiculo- 
pathology of the level of C-7 and S- 1. 
Consistent conservative treatment af- 
forded no relief, nor did unorthodox 
orthomolecular and chiropractic treat- 
ment, including "garlic treatment," sa- 
liva analysis, and hair analysis. Her com- 
plaints were added to during the seven 
years after the injury: arthritis of the hip, 
"fracture of the cervical vertebrae" (ab- 
sent on x-ray), colitis, "lines on the 
neck," tumor in the groin, etc.-all of 
which were imputed to the original 
injury. 

Diagnoses of hypochondriasis, his- 
trionic personality, and somatization 
were rejected by the patient, who consid- 
ered them evidence of medical and legal 
"immoral and unjust negligence." 

Because she was unable to secure legal 
representation for five years on the basis 
of these findings, her pain and disability 
were intensified. When she finally se- 
cured an attorney the full force of her 
accumulated anger exploded in invec- 
tive and bitterness. According to the pa- 
tient's statement: 
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I was left to suffer for the rest of my life . . . an 
innocent victim . . . [of] . . . the goal of the 
other side [third party] to fog the issues, to 
produce spite and rancor, to slander and de- 
fame my character through legal maneu- 
vers. . . . I feel penalized for having seen a 
psychiatrist.. . . " 

Patient 2 A 33-year-old man, a well- 
regarded worker, physically healthy and 
vigorous in January 1982, while at work, 
slipped on a wet floor while hauling 300 
pounds of material on a pallet. His im- 
mediate symptoms were cervical and 
lumbar pain, restricted bodily move- 
ment, and numbness in the hands. Com- 
petent examiners reported, over a period 
of four and one-half years, diagnoses 
ranging from lumbosacral sprain to "no 
orthopedic pathology" and psychogenic 
pain disorder. 

No improvement was observed fol- 
lowing physical therapy except for some 
relief following carpal tunnel surgery. 
His compensation claim had not been 
settled for four years, during which time 
his standard of life had been severely 
reduced. One examiner's report stated 
that his "symptoms were totally unre- 
lated to this industrial accident," a med- 
ical decision that particularly incensed 
the patient. 

At home his wife reported his "see- 
thing anger" at lawyers, at their impu- 
tation of no permanent injury, at his 
company's refusal to underwrite further 
treatment and their disinterest in his 15 
years as a successful manager of a de- 
partment, and at the hearing officer's 
curt rejection of his disability. 

One orthopedic consultant, who 
found no pathology, commented, "the 

patient looks superficially relaxed . . . 
but is obviously very tense." 

Patient 3 A man, aged 42, was in- 
jured while working as a tree surgeon in 
1982. He developed low back pain from 
hanging 30 feet above the ground on a 
limb, chainsaw in hand. Examination 
by competent orthopedic, neurological 
and neurosurgical consultants yielded a 
universal opinion of "back injury, etiol- 
ogy unknown." Their reports included 
comments about an "inadequate per- 
sonality"; a psychiatrist's diagnosis was 
"passive-aggressive personality disor- 
der." 

The history indicated numerous mi- 
nor injuries, alcoholism, a prison sen- 
tence for involuntary manslaughter in 
youth, but a good industrial record; the 
patient had been regarded as a hard, 
trustworthy worker since his conviction. 

When he was last seen by doctors in 
1987, his lumbosacral and sciatic refer- 
ence pain and disability were un- 
changed. His attitude was that of ex- 
treme frustration and resentment with 
outspoken demands for medical relief 
and demoralization at his forced inactiv- 
ity. 

Patient 4 An "angry young man" in 
his early 30s suffered from back and 
neck pain, tendonitis of elbows, and ar- 
thritis in both hands following a blow 
from the exhaust of a plane he was work- 
ing on in the United States Air Force in 
1970. Upon discharge he refused appli- 
cation for Veterans Administration dis- 
ability benefits and has been complain- 
ing since then. In 1975 a laminectomy 
produced some relief of the neck pain 
but other complaints persisted. An ex- 
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amination in 1985 resulted in a diagno- 
sis of "back pain and dysthymic disor- 
der." 

When seen in 1987, he produced a 
steady stream of invectives against "bu- 
reaucrats, the United States govern- 
ment, "the run-around," examinations, 
frustration at being "crippled," inability 
to engage in any physical activity, and 
anger at his ineffective life." He was 
particularly incensed at being denied So- 
cial Security disability benefits. 

Patient 5 A 27-year-old woman, a 
refugee from Communist infiltration in 
the late 1960s complained of "all kinds 
of sickness" following divorce by the 
husband and removal of her two chil- 
dren. A tuba1 ligation had been per- 
formed after the birth of her second child 
in 1982, before the divorce. 

She was given physical examinations 
for skin condition, abdominal pain, 
chronic back pain, urination difficulty, 
tingling in the hands and feet, halluci- 
natory experiences, and depression. The 
interpreter stated: "She lays around all 
day worrying about her divorce, loss of 
children, extrusion from her homeland." 

Conclusion 
The common factor associated with 

these, and many other, posttraumatic 
patients is the prolongation and inten- 
sification of symptoms and their imper- 
viousness to treatment. 

In sum, Functional overlay, unwieldly 
as the term is, can be defined as: 

An unconsciously perceived distorted body- 
image, following an injury; 
A conviction that the injury is beyond repair, 
is permanent in nature, affecting all life activ- 
ities: 

This conviction escalating into a firm belief 
that no treatment will remove the symptoms 
or disability, although treatment is avidly 
sought: 
Increasing resentment toward "fate" that oc- 
casioned the injury, fixated by legal maneu- 
vers, depositions. repeated examinations, de- 
lays in court or compensation forums, and 
antagonistic third parties; 
Internalized anger, often mounting to rage. 
fused with a sense of injustice and outrage at 
presumed neglect. impervious to rational ex- 
planation; 
Expansion of anger into a paranoid attitude 
toward lawyers, physicians and the entire legal 
system for its insensitivity: 
Anger fired by the presumed unfeeling attitude 
of third parties that pain and disability can be 
reduced to bargaining over dollars: and finally. 
The conviction that the presenting complaints 
were not present prior to the accident. 

Experience with prolonged symptoms 
among patient-victims following impact 
or emotional trauma, lasting beyond 
medical prognostication, rests on emo- 
tional and attitudinal intangibles 
stretching beyond accepted psychiatric 
diagnoses. Therefore, it is incumbent 
upon forensic psychiatrists to recognize 
functional overlay as a describable con- 
dition involving socioeconomic and cub 
tural elements that are as significant as 
medical, neurological, and psychological 
findings. It is hoped that the above def- 
inition of functional overlay will be in- 
cluded in future DSM revisions as part 
of posttraumatic stress reactions. 
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