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on the diagnostic utility of embitterment. For reasons 
outlined below, the condition will be described as  chron-
ic embitterment , rather than post-traumatic embitter-
ment syndrome.

  Features of Chronic Embitterment 

 Michael Linden, who first described post-traumatic 
embitterment, has defined it as: ‘an emotion encompass-
ing persistent feelings of being let down, insulted or being 
a loser, and of being revengeful but helpless’  [2] . Accord-
ing to the diagnostic criteria of the syndrome, people ex-
perience embitterment in response to  a single exceptional 
negative life event , which is regarded as the cause of the 
embitterment. Those experiencing embitterment report 
repeated intrusive memories of the critical event, and 
 blame themselves for the event, for not having prevented it, 
or for not being able to cope with it   [2] . Although there is 
considerable comorbidity between embitterment and 
other common psychiatric disorders, notably major de-
pression, dysthymia and generalised anxiety disorder  [3] , 
the condition is characterised by a combination of fea-
tures which do not commonly occur together in these 
other disorders – anger, rumination, helplessness and ap-
praisals of injustice, all focused on the cause of the embit-
terment.

 There has been a substantial increase in recent years in 
the incidence of stress-related sickness absence from work. 
In the United Kingdom during 2005–2006, an estimated 
10.5 million working days were lost through stress, de-
pression or anxiety caused or made worse by work, equiv-
alent to an annual loss of 0.45 days for every worker  [1] . 
The International Labour Organisation has estimated that 
the cost of stress amounts to over 10% of Britain’s gross 
national product. The burden of sickness absence due to 
stress is likely to be similar in other countries of the Euro-
pean Union, in North America, and also further afield.

  A major problem in interpreting such data, and in de-
vising appropriate interventions, has been the very broad, 
and imprecise, definitions of stress. Stress may lead to the 
onset of common psychiatric disorders, notably depres-
sion and anxiety. However, work-related stress may lead 
to sickness absence even when no formal psychiatric di-
agnosis is present. Characterising circumstances when 
this may occur is important both in public health terms 
and to develop focused interventions. One well-known 
example of a type of work-related stress associated with 
sickness absence is burnout. Recently, there have been 2 
papers published in  Psychotherapy and Psychosomatics 
 on post-traumatic embitterment disorder (PTED)  [2, 3] . 
It has been argued that this should be considered a new 
psychiatric diagnosis  [2] . This article will briefly review 
the key features of embitterment, compare and contrast 
this newly reported condition with burnout and with 
some established psychiatric diagnoses, outline some or-
ganisational concepts likely to be relevant, and comment 

 Received: January 30, 2008 
 Accepted after revision: May 20, 2009 
 Published online: December 24, 2009 

 Tom Sensky, PhD, FRCPsych 
 Department of Psychological Medicine, Imperial College
Occupational Health Department ,  West London Mental Health NHS Trust 
 Uxbridge Road, Southall, Middlesex UB1 3EU (UK) 
 Tel. +44 20 8354 8919, Fax +44 20 8244 9917, E-Mail t.sensky@imperial.ac.uk 

 © 2009 S. Karger AG, Basel
0033–3190/10/0792–0065$26.00/0 

 Accessible online at:
www.karger.com/pps 

 The author reports no conflicts of interest. 



 Sensky Psychother Psychosom 2010;79:65–72 66

  Clinicians working in occupational health readily 
recognise this syndrome when it is described to them, 
and can easily recall people they have assessed who pre-
sented with it. This not only supports the face validity of 
the syndrome, but also suggests that it might be widely 
prevalent, as Linden has suggested  [4] . Another feature of 
embitterment is the burden it often places on employers 
(see ‘Organisational perspectives’), and it may be that the 
syndrome is recognised so readily because those who 
present with it are conspicuous among patients present-
ing to occupational health for the time and effort they 
demand. Clinical observation suggests that 2 of Linden’s 
proposed diagnostic criteria may not be present in all cas-
es. One criterion is that people blame themselves for the 
event  [2] ; this will be commented on later. Secondly, Lin-
den has proposed that there is a single exceptional life 
event identified as precipitating the onset of the syn-
drome  [2] . However, in some cases, rather than a single 
event, there appears to have been a series of adverse 
events, of a similar nature, which have had a cumulative 
effect. To include such cases within the syndrome, it is 
possibly more accurate to refer to the syndrome as chron-
ic embitterment, rather than as a  post-traumatic  embit-
terment disorder. Further research is needed to clarify 
this.

  Similarities with Post-Traumatic Stress Disorder 

 It has been proposed that PTED shows some similari-
ties to post-traumatic stress disorder (PTSD)  [2, 5] . In 
particular, both have been described as ‘reactive disor-
ders’, arising in response to particular stressors. However, 
in the case of PTSD, this has become increasingly ques-
tionable. In particular, the symptoms of PTSD can arise 
even in the absence of a severe life-threatening event, and 
can occur even in the absence of any history of such 
events, in people who have other psychiatric diagnoses 
 [6] . A recent editorial has suggested that: ‘by narrowing
a physician’s analysis to a single event, a PTSD diagno-
sis may downplay or even ignore crucial pathogenic fea-
tures that are found in the broader context of a patient’s 
personality, developmental history, and situational con-
text’  [7] .

  The same is probably true of PTED. On the one hand, 
as Linden et al.  [4]  have acknowledged, there is likely to 
be disagreement among clinicians and others as to what 
constitutes  a single exceptional negative life event which 
precipitates the onset of the illness , one of the core diag-
nostic criteria of PTED  [2] . On the other hand, focussing 

predominantly on a single event as the precipitant of the 
embitterment disorder runs the same risk as noted above 
for PTSD, of playing down the individual and contextual 
factors also likely to be important aetiologically, as they 
are in PTSD  [8] . Taken together, these factors again sup-
port naming this syndrome chronic embitterment, rath-
er than post-traumatic embitterment.

  Consistent with this, previous studies have reported 
symptoms of PTSD among employees who have been 
bullied, although many cases failed to fulfil the complete 
criteria for PTSD, particularly because of the nature of 
the trauma  [9–11] . With the benefit of hindsight, it is like-
ly that these cases fit the diagnosis of chronic embitter-
ment. 

  Lessons Learned from Burnout 

 Burnout is a state apparently characterised by emo-
tional exhaustion, depersonalisation and a perceived lack 
of personal accomplishment  [12, 13] . Superficially, there 
appear to be considerable similarities between burnout 
and chronic embitterment. 

  Both conditions commonly result from work-related 
stress. Although chronic embitterment can occur in the 
context of any human relationship that has ‘gone wrong’ 
 [4] , it appears to be most widely prevalent in work set-
tings. Similarly, burnout is most commonly encountered 
among those who care for others, either professionally 
(such as teachers or healthcare professionals) or person-
ally (such as families or carers). By the time embitterment 
is diagnosed, it is usually associated with a long period of 
sickness absence  [4] , and similarly, burnout predicts ab-
sence from work  [14] . Both conditions appear to arise 
from a combination of contextual factors and individual 
characteristics or vulnerabilities. 

  Associations have been reported between burnout and 
personality traits  [15] . However, such associations with 
generic and stable personality characteristics are likely to 
be so non-specific as to be unhelpful, either in under-
standing the origins of the condition or in designing ap-
propriate interventions. Such personality traits appear to 
be less important than work-related factors in the aetiol-
ogy of burnout  [16] . Of potentially more interest is the 
finding that burnout among healthcare professionals is 
related to ‘stress of conscience’, where those affected find 
themselves unable in their work to reach the high stan-
dards they believe they have a duty to meet  [17] . Simi-
larly, burnout is more common when discrepancies exist 
between the values of the affected individual and the or-
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ganisation employing him or her  [18] . These are examples 
of the application of the social-cognitive model of per-
sonality, which emphasises the importance of manifesta-
tions of specific aspects of personality in particular cir-
cumstances or contexts, rather than relying on stable 
traits  [19, 20] . Similarly, people who develop chronic em-
bitterment commonly hold strong personal beliefs relat-
ed to their work and their contribution to society, and 
violation of such strongly held personal beliefs is said to 
underlie chronic embitterment  [4] . Further investiga-
tions, perhaps using the social-cognitive model of per-
sonality, are likely to be productive.

  If Burnout Is Not Part of Standard Psychiatric 

Classification, Should Chronic Embitterment Be? 

 Linden  [2]  has proposed that PTED should be consid-
ered as a new psychiatric diagnosis. Here too, the com-
parison with burnout is perhaps helpful. 

  Despite a burgeoning literature, there appear to have 
been few if any clinicians or researchers making a robust 
case for burnout to be included in the standard psychiat-
ric classifications. However, this highlights a major dif-
ference between burnout and chronic embitterment. The 
most commonly used screening instrument for burnout, 
the Maslach Burnout Inventory, was not based on clinical 
observation nor derived from a theoretical model, but de-
veloped statistically from an arbitrary set of items  [16, 21] . 
It is therefore perhaps not surprising that the precise na-
ture of burnout remains unclear. Most researchers appear 
to agree that exhaustion is a key feature, but the status of 
depersonalisation and lack of accomplishment as integral 
components of burnout remain disputed  [16, 22] .

  By contrast, the features of PTED were initially recog-
nised by clinical observation  [2, 4] . Chronic embitter-
ment is definitely seen in clinical practice. The question 
is: what are the similarities and differences between the 
features of chronic embitterment and those of common 
psychiatric disorders? If chronic embitterment has dis-
tinctive features, this could add further support to its 
claim as a new psychiatric diagnosis.

  Chronic Embitterment – Distinctive Features? 

 The hallmark features of chronic embitterment, shown 
by the vast majority of those who present with the disor-
der, are intrusive thoughts and memories, negative mood, 
expressed perceptions of injustice and embitterment it-

self  [4] . While this combination of features is not found 
in other psychiatric disorders, it is of interest to examine 
whether the properties of these individual features might 
also be distinctive in chronic embitterment. This applies 
particularly to intrusive thoughts. Linden  [2]  has suggest-
ed that the intrusive thoughts in PTED are similar to 
those found in PTSD. It is important to discriminate be-
tween flashbacks and ruminations, both of which occur 
in PTSD  [23] . If Linden is correct that chronic embitter-
ment is usually precipitated by a single event, then one 
might expect flashbacks to occur in PTED also. However, 
if the development of embitterment is cumulative, at least 
in some cases, flashbacks would be expected to be less 
common. It may be significant that in the basic descrip-
tions of the embitterment disorder, there does not appear 
to have been any explicit reference to flashbacks specifi-
cally.

  Ruminations occur in a variety of psychiatric disor-
ders, notably depression and anxiety as well as PTSD  [24] . 
Ruminations are also commonly associated with anger 
 [25, 26] . Depression, anxiety and anger can all be associ-
ated with embitterment  [3] . It is therefore of interest to 
consider whether ruminations occurring in embitter-
ment have any distinctive features. One potential differ-
ence between ruminations in embitterment and those in 
depression or anxiety is that in the former, the focus of 
the ruminations appears to be on the events or circum-
stances giving rise to the embitterment, while in the lat-
ter, rumination may focus on the symptoms of the disor-
der (in other words, ‘worrying about worrying’)  [24] . Lin-
den has noted that his patients with PTED regard their 
ruminations in a positive way, in that they consider it im-
portant not to forget the cause(s) of their embitterment. 
This on its own is not unusual; some people who are de-
pressed, anxious, or even angry, consider that rumina-
tion will benefit them  [27, 28] . Previous research suggests 
that the persistence of rumination is associated with neg-
ative mood states and with impaired problem solving  [29, 
30] . In chronic embitterment, as in other disorders, this 
may contribute to the persistence of the condition.

  As already noted, one of the other characteristics of 
PTED noted by Linden (and listed as a diagnostic crite-
rion) is that patients blame themselves for the event caus-
ing the embitterment, or for not having prevented it  [2] . 
This is a curious observation, and certainly worthy of 
further investigation, because the combination of self-
blame and rumination is found in depression, but chron-
ic embitterment appears to be distinct from depression. 
Anecdotal evidence suggests that at least some of those 
who present with chronic embitterment focus their blame 
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on others rather than on themselves – on their managers 
or superiors, to whom the events causing the embitter-
ment are commonly attributed. This is consistent with 
anger being a predominant emotional response in embit-
terment, as well as with the observation that people who 
are embittered have an overwhelming sense of injustice, 
usually accompanied by frustration and even helpless-
ness when thinking about how to resolve the situation. 
The constellation of features of chronic embitterment 
may therefore be even more distinctive than has been de-
scribed to date.

  Chronic embitterment has behavioural manifesta-
tions that also appear distinctive from those of other psy-
chiatric diagnoses. People who are embittered often at-
tempt to engage others in their problems, particularly 
those others whom they perceive as having caused the 
problems, or as having potential influence over the solu-
tions. Such attempts to engage others are not features of 
depression or of PTSD, and they have implications for 
how managers and organisations should respond to em-
bittered employees (see ‘Organisational perspectives’). 

  Organisational Perspectives 

 As noted above, a strong belief that one’s manager or 
employer has behaved unjustly or unfairly is a key belief 
in people who show chronic embitterment. Therefore, 
implicit in the experience of chronic embitterment is a 
perceived failure of organisational justice  [31] . In the in-
dividual case, events which have contributed to the devel-
opment of the chronic embitterment have outcomes that 
are perceived to be unjust (these are perceived failings of 
 distributive  justice). Clinical experience suggests that 
those who show chronic embitterment also perceive in-
justice or unfairness in the procedures and processes 
which led to these outcomes (this is termed  procedural  
justice), and also in their own treatment by the organisa-
tion or by their managers (this represents perceived fail-
ure of  interactional  justice). Research evidence indicates 
that each of these elements of organisational justice can 
make an independent contribution to adverse work out-
comes, such as job satisfaction, and work performance 
 [31] . Research to understand how these elements contrib-
ute to the experience of chronic embitterment could, at 
an organisational level, inform the development of ap-
propriate policies and procedures aiming to reduce the 
risk of employee embitterment becoming chronic. At the 
level of the embittered employee, the results of such re-
search would not only contribute to more comprehensive 

formulation of the problems, but could also inform the 
development of appropriate interventions.

  Another important organisational concept likely to be 
relevant to chronic embitterment is the psychological 
work contract  [32] . This suggests that employees have be-
liefs about what they have been promised by the organisa-
tion for which they work, and what they are expected to 
contribute to the organisation in return. From the em-
ployee’s perspective, the contract includes values and as-
pirations which the employee assumes that the organisa-
tion shares. There is also an assumption of reciprocity – if 
the employee contributes more, he or she expects more 
from the organisation  [33] . Two main types of reciprocity 
have been suggested. In  creditor ideology , the employee 
contributes more in the expectation of greater future re-
wards from the organisation, whereas in  reciprocation 
wariness , the employee is concerned about being exploit-
ed by the organisation and is cautious about being too 
generous towards it  [34] . The crucial point (and one like-
ly to be amenable to organisational intervention) is that 
the psychological work contract is hardly ever made ex-
plicit, and hence not subject to discussion or negotia-
tion.

  The psychological work contract, as just described, 
has been identified in a wide variety of different types of 
organisation. Beliefs typical of a strong psychological 
work contract are readily apparent in organisations with 
a strong public service ethos, such as health or social ser-
vices, and those which are hierarchical, such as the mili-
tary. Much of the relevant literature concerns the recipro-
cal contract between employee and employer, but in some 
jobs, there may be an important added dimension, con-
cerning what the employee expects of his actual job, rath-
er than the job within a particular organisation. For ex-
ample, a conscientious nurse will have expectations of her 
job which may be independent of the organisation in 
which she works. Such public service jobs are probably 
also associated with a strong creditor ideology, although 
published evidence for this appears to be lacking. Because 
the psychological work contract is assumed and not ne-
gotiated, a strong sense of professional identity, as is like-
ly among healthcare professionals, teachers and others, 
may increase the risk of a mismatch between the individ-
ual’s values and those of the organisation. While such 
professional identities are individual, they are moulded 
by societal influences  [35] . It is intriguing to speculate 
whether organisations whose principal aim is to serve the 
public, or those with strong hierarchies, are more likely 
than others to give rise to chronic embitterment. 
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  In the healthcare professions, the problems caused by 
the psychological work contract may be exacerbated by 
conflicts between professional and organisational values 
 [36]  and by the presence of non-clinical as well as clinical 
managers  [37] ; the former may have little appreciation of 
the values and aspirations of their clinician employees, 
and/or may minimise the importance of these values be-
cause of pressures from their own managers. Where the 
employee perceives the contract to have been breached, 
there is evidence that the greater the perceived breach, the 
more impaired job performance becomes  [38] . Again, 
perceived breaches of the psychological work contract are 
highly likely in people with chronic embitterment, but 
research is needed to test this. 

  Embitterment and Unemployment 

 Given that the current global economic downturn has 
resulted in higher rates of unemployment in many coun-
tries, the question arises whether being made redundant 
from one’s job can be a source of embitterment. In this 
context, it is perhaps no coincidence that in Linden’s orig-
inal paper  [2] , the case vignette concerned someone who 
lost his job through service reorganisation. Perceived 
breaches of the organisation’s commitments involve 3 
different types of attribution  [38] . Employees are more 
likely than managers to attribute breaches to the organi-
sation’s deliberate disregard of its obligations (termed  re-
neging ), while managers more commonly attribute 
breaches to the organisation having to change its com-
mitments due to changing economic or environmental 
factors ( disruption ) or to genuine misunderstandings be-
tween employee and organisation ( incongruence ). Pre-
sumably, embitterment is less likely to arise if an employ-
ee can view the loss of his or her job as due to disruption 
rather than reneging. Some individuals go to great lengths 
to pursue justice against a former employer, for example 
studying for and gaining a law degree in order to pursue 
their case more rigorously.

  The focus of chronic embitterment appears to be on 
specific managers and/or a specific organisation. Hence, 
if a person loses one job, but gets another in a different 
organisation, the focus of chronic embitterment is ex-
pected to remain with the previous employer, rather than 
‘carrying over’ to the new organisation. Moving to a new 
job in a new organisation represents a ‘fresh start’. How-
ever, it is possible that people who have experienced 
chronic embitterment in one organisation are more vul-
nerable to future embitterment in another organisation. 

This remains to be tested by research, but for the time be-
ing, it is probably helpful for occupational health profes-
sionals to include questions about past embitterment in 
their initial interviews with new employees. 

  Possible Interventions 

 Linden et al.  [4]  have presented preliminary evidence 
for the benefits of wisdom therapy among those with 
PTED. In this context, wisdom is defined as an expert 
knowledge system – wise individuals demonstrate par-
ticular patterns of understanding and coping with life 
events. Preliminary results suggest that people with 
PTED are deficient in wisdom, operationally defined, 
particularly when applied to understanding and solving 
personal problems (as opposed to fictitious ones). How-
ever, these deficiencies in  wisdom-related performance  
can be significantly reduced by specific training  [4] .

  The discussion above suggests that reducing rumina-
tions might be an appropriate initial focus for interven-
tions. Wisdom therapy appears to be effective in this re-
gard, and publication of a formal trial of wisdom therapy 
in a peer-reviewed journal will be of particular interest. 
Several other types of therapy should also be beneficial. 
Preliminary data support the effectiveness of meta-cog-
nitive therapy in treating anxiety and PTSD  [39, 40] . 
Meta-cognitive therapy focuses on the processes of think-
ing, rather than the contents of thoughts. For people with 
embitterment, the focus would be on their rumination, 
particularly on their beliefs and experiences about con-
tinuing to ruminate. Similarly, mindfulness-based cog-
nitive therapy, which combines cognitive techniques with 
mindfulness meditation, is effective in treating depres-
sion and anxiety  [41–43] , and would be expected to offer 
benefits for those with embitterment. In acceptance and 
commitment therapy, which has been applied to the treat-
ment of depression, anxiety and PTSD  [44, 45] , an impor-
tant aim of the therapy is to work towards accepting 
things as they are. In chronic embitterment, this would 
involve accepting the cause(s) of the embitterment with-
out feeling compelled to pursue the correction of the in-
justices involved. Well-being therapy might also be ex-
pected to offer benefit, again by shifting the embittered 
person’s focus away from the ruminations and the cause 
and consequences of the embitterment  [46] . The extent to 
which these therapies are effective in the overall manage-
ment of chronic embitterment awaits further research.

  Whatever individual interventions are shown to be 
successful for the person with chronic embitterment, it is 



 Sensky Psychother Psychosom 2010;79:65–72 70

also important that these should not detract from the pur-
suit of appropriate interventions elsewhere, at an organi-
sational level and with individual managers. For example, 
embittered individuals commonly engage in lengthy in-
terviews and/or correspondence about the cause(s) of 
their embitterment. It is not unusual, prior to an interview 
with someone experiencing chronic embitterment, to re-
ceive a detailed dossier of events, claims and counter-
claims. At an initial interview with someone unfamiliar 
with their situation, those who are chronically embittered 
are quite likely to wish to go into considerable detail about 
their circumstances and the causes of the embitterment. 
Finding the optimal response to this can sometimes be 
difficult. Those interviewing the embittered person may 
consider that listening to his or her story will be construed 
as being empathic. However, this approach risks serving 
to reinforce the embittered person’s ruminations, which 
can in turn lead to escalation of the behaviour. As a result, 
people with chronic embitterment can take up dispropor-
tionately large amounts of time and effort from their or-
ganisation and from occupational health clinicians. To 
know whether this is another characteristic of chronic 
embitterment requires further research. If so, it will be of 
interest to also investigate the basis of the embittered per-
son’s perceived need to give listeners full details of the 
embitterment – is this due to rumination or is attributable 
to other causes? For example, if the individual firmly be-
lieves that his case is clearly just, the fact that others do 
not share this conviction may be attributed to not having 
presented the details of the case adequately. 

  Chronic Embitterment – A New Psychiatric 

Diagnosis? 

 Chronic embitterment is associated with considerable 
distress for the embittered person, having to take time 
away from work, and its presence can have substantial 
consequences for others, notably the embittered person’s 
managers, employers and healthcare personnel involved 
in that person’s care. Even at this early stage of research 
into embitterment, these features suggest that embitter-
ment is a syndrome that has diagnostic utility  [47] . It also 
appears that chronic embitterment involves a cluster of 
features that are not found together in any other psychi-
atric diagnosis. If this is confirmed by further research, 
this will go some way towards justifying consideration of 
chronic embitterment as a psychiatric diagnosis.

  Two factors might possibly detract from this. First, 
there is some overlap of symptoms between chronic em-

bitterment and depression, anxiety and PTSD, and co-
morbidities of these disorders are found with chronic em-
bitterment. However, this does not preclude chronic em-
bitterment as a separate psychiatric diagnosis. In the 
DSM classification, for example, there has been no as-
sumption that diagnoses have to be completely discrete 
from one another, and comorbidities are permitted  [48] . 
The second factor concerns cases where the cause(s) of 
embitterment and the consequent beliefs about injustice 
are not idiosyncratic to the person presenting with embit-
terment, but would be widely acknowledged and en-
dorsed by others. For example, embitterment may be due 
to continuing harassment by a manager who is widely 
recognised as bullying his subordinates. In such cases, 
there would be widespread agreement that the person has 
indeed been unjustly treated. Under such circumstances, 
it might appear to add insult to injury to then give the 
embittered person a psychiatric diagnosis, because this 
might imply that the problem lies with that person, rath-
er than with his or her situation. However, this implica-
tion is not valid. Episodes of depression or anxiety may 
arise because of work-related problems  [49] . Even when it 
might be concluded in an individual case that an episode 
of depression is very unlikely to have arisen in the ab-
sence of particular events at work, it is still appropriate to 
diagnose the depressive episode as such, and treat it in the 
usual way. Embitterment should be considered embitter-
ment even when it could be ‘justified’ by the cause of the 
embitterment being considered to be a genuine and le-
gitimate injustice.

  Returning to burnout, the features shared with chron-
ic embitterment suggest that research might profitably 
focus on the relationship (or lack of a relationship) be-
tween them. Are they different end-points of a common 
set of work-related stressors? Do some people develop 
chronic embitterment, while others experience burnout? 
Or are there differences in the conditions giving rise to 
each? In this context, despite possible similarities in the 
circumstances giving rise to these conditions, it is strik-
ing that people with chronic embitterment find the en-
ergy and commitment to pursue their cause relentlessly, 
with little sign of the emotional exhaustion of burnout. 

  Implications and Prospects 

 Sickness absence from work through ‘stress’ is a major 
public health problem. Identifying reasons for this, and 
devising appropriate interventions, is therefore of consid-
erable importance. Such causes and interventions are 
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likely to involve work organisations as well as affected 
individuals, because work-related stress usually results 
from complex interactions between individuals and their 
work circumstances. Research on chronic embitterment 
is still in its early stages, but current evidence suggests 
that this condition is certainly worthy of further study, 
not only as a potentially important cause of sickness ab-
sence, but also for its wider ranging effects on the indi-
vidual and the organisation.

  The recognition of the particular features associated 
with chronic embitterment represents a good start. Fur-
ther research is required to characterise the condition 
more comprehensively; in particular, to explain how the 
key features of chronic embitterment relate to one an-
other, the ways in which these relationships are different 
from those found in other psychiatric conditions, and es-
pecially how these relationships develop over time and 
are sustained. For example, if rumination precedes the 
development of the full-blown embitterment syndrome 
(as has been reported in PTSD  [50] ), this will have sub-
stantial implications for preventive work with individual 
employees, and could also inform the way employers deal 
with grievances at an organisational level. In general, fur-
ther research will contribute not only to informing ap-
propriate interventions, but would also provide addition-
al support for chronic embitterment as a discrete psychi-
atric syndrome.

  Key features of chronic embitterment, notably anger 
and rumination, have been associated with increased 
risks of adverse physical outcomes  [51, 52] . Because of its 
chronic and intrusive nature, embitterment is very likely 
to contribute to allostatic load, an important emerging 
concept in psychosomatic medicine  [53, 54] . While allo-
stasis refers to the normal biological process of adapta-
tion to stress, allostatic load  refers to the price the body 

pays for being forced to adapt to adverse psychosocial or 
physical situations   [55] , in this context, the need to adapt 
to the chronic adverse effects of embitterment and its 
consequences. Evidence is emerging that the effect of 
chronic stress on physiological dysregulation is mediated 
by perceived stress  [56] . As noted above, a key feature of 
chronic embitterment is the perception of injustice at 
work, and results of the Whitehall II study of British civ-
il servants indicate that such perceived injustice signifi-
cantly increases the risks of coronary heart disease  [57] . 
Embittered individuals are likely to appraise their work 
as demanding, and such appraisal is associated with in-
creased allostatic load  [58] . Similarly, because the embit-
terment is intrusive and spills over into the person’s life 
outside work, recovery from work is likely to be impaired, 
and this has also been associated with increased allostat-
ic load  [59]  and even with increased risk of death from 
cardiovascular causes  [60] .

  The evidence just cited is indirect – none of the studies 
outlined have focused on chronic embitterment directly. 
However, considered overall, these results reinforce the 
potential importance, for psychosomatic medicine as 
well as for clinical practice, of gaining further under-
standing of the characteristics and concomitants of 
chronic embitterment, and of interventions to alleviate 
it.
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