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Introduction

Somatic symptoms are frequently encountered by clini-
cians in primary care; a significant proportion of them,
at least 1 third, are important for consultation-liaison
(C-L) psychiatrists if presenting as symptoms that can-
not be well explained by general medical conditions.1

Patients suffering from these medically unexplained
symptoms (MUS) have increased risks of disease bur-
den, disability, higher medical costs, mental and phys-
ical comorbidities and a poor quality of life.2,3 For the
benefit of both psychiatry and medicine, much effort
has been made to solve problems such as adequate
diagnoses and psychiatric comorbidities.

The term somatoform disorders (SDs) was first
introduced in the Diagnostic and Statistical Manual
of Mental Disorders, 3rd edition (DSM-III) in 1980,4

and remains the current classification of both the
DSM-IV-TR (text revision of the DSM 4th edition)
and the 10th revision of the International Classi-
fication of Diseases (ICD-10). It was defined that
patients with MUS are associated with psychological
distress and repeated treatment-seeking behaviors.
The development of the criteria should have facili-
tated the management of somatized patients for all
doctors in clinical practice; however, many research-
ers5–8 have raised questions, finding such a classification
unsatisfactory for both the clinicians and the patients
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receiving the diagnosis. One of the major critiques was
its clinical limitation. For example, Mayou et al argued
that there was a lack of clarity in the threshold of diag-
nosis and the existing exclusion criteria.8

The actual prevalence of SDs diagnosed through
clinical interview only cannot be very objective.9 This
is because “general medical conditions” are sometimes
difficult to exclude without an adequate survey, and
psychiatrists cannot make diagnoses of SDs without
an objective evaluation. The precise diagnosis of SDs
might be made through a collaboration of specialized
physicians and psychiatrists. Past studies made in psy-
chiatric consultation settings mostly focused on selected
populations, such as patients with chronic pain10,11 or
specific somatic symptoms.12,13 However, the presen-
tations of MUS vary greatly. Therefore, the purpose of
the present study was to investigate the identification
of SDs in patients with all forms of MUS, who were
expected to have an increased possibility in meeting a
diagnosis of SDs. We also aimed to evaluate the factors
that may influence the clinical judgment of psychia-
trists in diagnosing SDs.

Methods

Study population
We retrospectively studied medical inpatients referred
for C-L psychiatry services at a medical center (Taipei
Veterans General Hospital) from February 1, 2005 to
April 30, 2006. The data of 1,068 consecutive ethnic
Chinese patients (referred cohort), aged 21–65 years,
with intact medical and psychiatric records, were exam-
ined. Among this group, subjects with MUS were fur-
ther recruited if they had also presented with somatic
symptoms that were not fully explained by the refer-
ring physicians as their major consulting problems.
The whole-study analytic flow is shown in Figure 1. The
study was performed in accordance with the Declaration
of Helsinki and was approved by the local ethics review
committee.

Data collection and assessments at consultation
We collected the following information based on thor-
ough reviews of medical and psychiatric records in the
hospital chart and computer system: (1) demographic
data; (2) characteristics of somatic presentations; (3)
past history of psychiatric diagnosis; (4) comorbid major
organic illnesses, including diabetes mellitus, hyperten-
sion, autoimmune diseases (i.e. ankylosing spondylosis,
rheumatoid arthritis, sicca syndrome, connective tissue
disorders, systemic lupus erythematosus, Behcet’s disease),
endocrine problems (i.e. adrenal insufficiency), cancer

(i.e. breast cancer, lymphoma, thyroid cancer), chronic
illness (i.e. chronic alcoholic hepatitis, chronic hepatitis
B or C, chronic recurrent pancreatitis, chronic heart fail-
ure); (5) psychiatric diagnoses including SDs according
to the DSM-IV criteria,14 all made by trained psychia-
trists and supervised by experienced C-L psychiatrists
(Y.H. Chou, T.P. Su, C.H. Yang and Y.C. Lee).

Study subgroups
Figure 1 shows the whole analytic flow of the present
study. In total, 1,068 subjects who had psychiatric con-
sultations (male/female: 519/549) during a consecutive
period were collected, with a mean (± standard devia-
tion) age of 45.07 ± 11.85 years (male/female: 45.24
± 11.70/44.90 ± 11.99). The other 957 cases were
mainly consulted for predominant mood or psychotic
problems, suicidal behaviors, delirium, pretransplan-
tation evaluations and so on. The 101 MUS subjects
were regrouped into either an SDs group (MUS with
diagnoses of SDs) or an NSDs group (MUS without a
diagnosis of SDs), according to whether or not they
had a diagnosis of SDs. SDs consisted of somatization
disorder, undifferentiated somatoform disorder, pain
disorder, conversion disorder and somatoform disorder
not otherwise specified. We aimed to compare the SDs
and NSDs groups with regard to their demographic
characteristics, somatic presentations, comorbid organic
illnesses and past psychiatric history. Those diagnosed
with SDs were followed at least 1 year later and we
applied a structured interview and Mini International
Neuropsychiatric Interview (American Psychiatric Asso-
ciation, 1994) to make a definite diagnosis.

Data analysis
Comparisons between the 2 groups were performed
using Fisher’s exact test or Yate’s χ2 test for dichotomous
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Figure 1. Analytic flow of this study.



variables. Independent Student’s t test was conducted
for normally distributed continuous variables. All tests
were 2-tailed, and the significance level was set at p<0.05.
Statistical analyses were performed using SPSS version
11.5 (SPSS Inc., Chicago, IL, USA).

Results

Demographic and clinical characteristics 
of the MUS patients
The mean age of the MUS patients (n=101) was 44.0±
10.0 years, and they were predominantly female
(male vs. female, 27.7% vs. 72.3%). Table 1 shows the
demographic and somatic characteristics of the SDs
(n = 10) and NSDs (n = 91) groups. Those with a dia-
gnosis of SDs were all female with a trend-significance
of sex differences when compared to the NSDs group
(p = 0.058). Also, patients with SDs were younger as
compared to those without SDs (36.8 ± 8.0 years vs.
44.8 ± 10.0 years; p < 0.05), while no difference was
found with regard to marital status or educational
level.

The referral departments where the 101 MUS
subjects came from included neurology (n=35), allergy-
immunology-rheumatology (31), gastroenterology (7),
cardiology (6), otorhinolaryngology (5), gynecology
(5), family medicine (3), neurosurgery (1), metabo-
lism (2), rehabilitation (1), dermatology (1), pediatrics
(1), genitourinary medicine (1), orthopedics (1) and
oncology (1). The presenting somatic symptoms lead-
ing to the psychiatric referrals were pain, tremor in
the hands, generalized pruritus, vertigo, dizziness, pares-
thesia, vomiting, hyperventilation, hearing loss, and

non-epileptic seizure. “Pain” was the most common
somatic symptom leading to psychiatric referrals in
both the SDs and NSDs groups (80% and 83.6%, res-
pectively). Eighty-four out of 101 subjects presented
with pain symptoms as their MUS, lasting for an aver-
age of 13.68 months (median, 6 months). Subjects who
presented with multiple painful sites were more likely
to be diagnosed with SDs (87.5% vs. 50.0%; p = 0.063).
Regarding the duration of all the somatic symptoms,
80% of the SDs group and 58.4% of the NSDs group
had symptoms for longer than 6 months, but there
was no between-group significance (Table 1). More-
over, patients without past psychiatric diagnoses such
as depression (trend-significance, p = 0.088) or anxiety
disorder (p < 0.05) were more easily diagnosed with
SDs. Additionally, patients without major physical ill-
ness were statistically more likely to have the diagno-
sis of SDs than those with it.

Psychiatric diagnosis of MUS patients
High psychiatric comorbidity (96.1%) was found in
subjects with MUS. Regarding the psychiatric diag-
nosis of all MUS subjects (Table 2), the most com-
mon psychiatric diagnoses were depressive disorder
(35.6%), anxiety disorder (29.7%) and adjustment
disorder (12.9%), while no sex differences existed.
Additionally, the psychiatric diagnoses of major men-
tal disorder in our entire referred cohort (n = 1,068)
were also analyzed, and were found to be depressive
disorder (25.7%), anxiety disorder (5.1%) and adjust-
ment disorder (21.0%). In comparison, higher levels
of depression and anxiety were found within this MUS
population than within the entire referred cohort.
Twenty-four of the 101 subjects (23.8%) had more
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Table 1. Demographic characteristics and somatic symptoms of the 2 study groups*

SDs (n = 10) NSDs (n = 91) p

Female† 10 63 0.058‡

Age (yr) 36.8 ± 8.0 44.8 ± 10.0 0.016§

Married† 7 66 1.000

Education ≥ 9 yr† 8 67 1.000

Pain as referral symptom† 8 (80.0) 76 (83.6) 0.674
Multiple painful sites† 7 (87.5) 38 (50.0) 0.063‡

Symptom duration (mo) 12.2 ± 10.5 12.2 ± 19.3 0.996
≥ 6 mo† 8 (80.0) 53 (58.4) 0.188

No past psychiatric hx† 9 60 0.163
No past depression hx† 9 55 0.088‡

No past anxiety hx† 10 61 0.031§

No major physical illness† 8 41 0.047§

*Data presented as n or mean ± standard deviation or n (%);†Fisher’s exact test; ‡p < 0.10; §p < 0.05. SDs = somatoform disorders; NSDs = no somatoform 
disorders; hx = history.



than 1 psychiatric diagnosis, most of which was con-
current depressive disorder with anxiety disorder.

Patients with the diagnosis of SDs
As summarized in Table 3, only 10 (9.9%) subjects
were identified to have a psychiatric diagnosis of SDs,
including 1 somatization disorder, 1 conversion disor-
der, 2 pain disorders, 5 undifferentiated SDs and 1 SD
not otherwise specified. Within the SDs group, 5 of the
10 subjects (50%) had another psychiatric diagnosis:
1 patient had major depressive disorder, 1 had adjust-
ment disorder with mixed emotion, 1 had adjustment
disorder, and 2 had adjustment disorder with opioid
abuse. During the follow-up interview, only 1 out of
10 subjects did not fulfill the diagnosis of SDs any
longer, and whose painful symptoms were then con-
trolled by carbamazepine after the identification of the
medical diagnosis of atypical migraine. Most (9/10,
90%) presented with persistent MUS, suggesting that
more attention needs to be paid to further investigate
and give better treatment to these patients.

Discussion

A high percentage of psychiatric comorbidities (96.1%)
was found in the MUS patients. Most of the subjects
were diagnosed with depressive disorders or anxiety
disorders. The actual number of DSM-IV SDs diag-
noses was only 9.9%, which is possibly an underestima-
tion of the prevalence of SDs. Those diagnosed with
SDs mostly suffered from persistent MUS at the 1-year
follow-up, suggesting the importance of further inves-
tigating SDs patients. Our data indicated that a greater
likelihood of a consultation diagnosis of SDs was asso-
ciated with female sex, younger age, multiple painful
sites at presentation, no past psychiatric history and

no concurrent major physical illness. Our results are in
line with previous findings that depression and anxiety
are common in patients with somatic symptoms.1,15–19

But the clinical problems in diagnosing SDs, especially
in patients with concurrent somatic and mood symptoms,
warrant further discussion.

Past research found that the prevalence of SDs was
quite high in the general practice population—around
20%,18–20 and the prevalence could be even higher in
patients with concurrent mood problems—estimated
to be more than 40%.21 In comparison, our study fo-
cused on patients with MUS, who were prescreened and
referred from physicians, so the prevalence of SDs may
be equal to or higher than that in the general practice
population. However, the identification of SDs in our
study was only 9.9%. The low rate of identification of
SDs may be due to several possible factors. First, regard-
ing the high coincidence of somatic symptoms and
mood disorders, it is sometimes difficult for C-L psychi-
atrists to judge MUS to be a result of primary “somato-
form disorder”. This is because depression and anxiety
often present with somatic discomfort as one of their
presenting problems. If primary depressive or anxiety
disorders are under control, the somatic symptoms
will also be better. However, without an adequate treat-
ment trial for their mood problems, it is hard to differ-
entiate when patients present with both symptoms at
the same time. This point of view could be supported by
our findings that most of the diagnoses of SDs were
made in subjects without concurrent depressive or anxi-
ety disorders, and the only patient with a simultaneous
diagnosis of somatoform and depressive disorder was
one with preconsultation major depressive disorder. When
the mood symptoms are in remission and MUS are still
vivid, the diagnosis of SDs can be made more confidently.

On the other hand, if patients suffer from concurrent
mood and physical symptoms, the somatic symptoms
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Table 2. Summary of primary psychiatric diagnosis of subjects with medically unexplained symptoms*

Psychiatric diagnosis Male Female Yate’s χ2/p

Depressive disorder† 10 (35.7) 26 (35.6)
Anxiety disorder‡ 7 (25.0) 23 (31.5)
Adjustment disorder 4 (14.3) 9 (12.3)
Somatoform disorder 0 10 (13.7)
Psychologic factors affecting GMC 3 (10.7) 2 (2.7)
Delusional disorder 1 (3.6) 0
Bipolar I disorder 1 (3.6) 0
Delirium 0 1 (1.4)
No mental diagnosis 2 (7.1) 2 (2.7)
Total 28 73 4.896/0.768

*Data presented as n (%); †including major depressive disorder, dysthymic disorder and depressive disorder, not otherwise specified; ‡including panic disorder, general
anxiety disorder, post-traumatic stress disorder, obsessive-compulsive disorder and anxiety disorder, not otherwise specified. GMC = general medical condition.



might not be as “typical” as that observed in subjects
without mood symptoms. Existing exclusion criteria
can easily be met under the influence of mood symp-
toms, because the somatic symptom “cannot be fully
explained by a known general medical condition” as
defined in the DSM. Also, another major finding in
this study—that the diagnosis of SDs was correlated
with a lack of major physical illness—could support
the above notion. When patients were admitted but
no organic basis could explain their presenting somatic
problems, it was easier for the C-L psychiatrist to dia-
gnose these patients as having SDs. Our reports echo
the previous critiques of the clinical limitations of the
current DSM,6,8,20 and the inadequacy of current DSM
classifications of SDs.22,23

In the current DSM classification system, only pa-
tients who present with pure MUS can be coded, and
there is no place for those with primary depressive or
anxiety disorders who present with somatic symptoms
during the mood episodes. Also, there is a lack of
definite guidance when we encounter such condi-
tions. If the taxonomy of SDs is going to be kept
in the upcoming DSM-V, we raise some suggestions
to make the criteria more clinically practical for differ-
entiating somatic symptoms from a psychiatric per-
spective. First, add mood-related somatic symptoms
as a criterion of depressive disorder, anxiety disorder
and even adjustment disorder. Just like premenstrual
dysphoric disorder in the DSM-IV system, “physical
symptoms” had been listed as one diagnostic crite-
rion. Second, we may need to define clearer criteria of
time duration. This period is for performing medical
survey and treating anxiety and depression in cases of
comorbid mood and somatic presentations. Only by
doing this can misdiagnosis or overdiagnosis of SDs
be improved. For example, in our study, the only pa-
tient who did not meet SDs criteria any longer pre-
sented with painful symptoms for only 1 month (Table
3, case 3). Under the impression of atypical migraine,
she was then treated successfully with carbamazepine
by neurologists. Although her presentation met the
criteria of SDs during the consultation, it was wrong
to diagnose her with SDs because of a lack of treat-
ment and observation period.

The present study has 4 limitations. One major
limitation is the methodologic design of the retro-
spective study. However, we tried to collect data from
all the available databases, consisting of not only index
consultation records but also past outpatient and inpa-
tient charts or computer records. Second, the psychi-
atric diagnoses were not made by the same psychiatrist
using structured interviews. However, this may re-
flect the clinical problems faced by C-L psychiatrists

J Chin Med Assoc • May 2009 • Vol 72 • No 5 255

Medically unexplained symptoms and somatoform disorders

Ta
bl

e 
3
.S

um
m

ar
y 

of
 s

ub
je

ct
s 

w
ith

 t
he

 p
sy

ch
ia

tr
ic

 d
ia

gn
os

is
 o

f 
so

m
at

of
or

m
 d

is
or

de
rs

C
as

e 
Ag

e 
(y

r)
/

R
ef

er
rin

g
C

on
su

lti
ng

D
ur

at
io

n
M

aj
or

 o
rg

an
ic

H
is

to
ry

 o
f 

C
om

or
bi

d 
Fu

lfi
ll 

S
D

s
no

./
se

x
m

ar
rie

d
de

pa
rt

m
en

t
so

m
at

ic
 s

ym
pt

om
s

(m
o)

pr
ob

le
m

s
ps

yc
hi

at
ric

 
S

D
s 

di
ag

no
si

s
ps

yc
hi

at
ric

 
1

yr
 la

te
r

di
ag

no
si

s
di

ag
no

si
s

1
/F

3
5
/N

o
G

yn
ec

ol
og

y
Lo

w
er

 a
bd

om
in

al
 p

ai
n 

1
2

Ad
en

om
yo

si
s

N
o

U
nd

iff
er

en
tia

te
d 

S
D

Ad
ju

st
. 
&

 o
pi

oi
d

Ye
s

2
/F

4
0
/Y

es
N

eu
ro

su
rg

er
y

M
ul

tip
le

 p
ai

n
6

N
o

Ye
s 

(M
D

D
)

U
nd

iff
er

en
tia

te
d 

S
D

M
D

D
Ye

s
3
/F

3
7
/Y

es
N

eu
ro

lo
gy

M
ul

tip
le

 p
ai

n
1

N
o

N
o

S
D

,N
O

S
N

o
N

o 
(m

ig
ra

in
e)

4
/F

3
2
/N

o
M

et
ab

ol
is

m
Ab

do
m

in
al

 p
ai

n 
&

 
3
6

Ty
pe

 1
D

M
N

o
S

om
at

iz
at

io
n 

di
so

rd
er

Ad
ju

st
.

Ye
s

na
us

ea
/v

om
iti

ng
5
/F

3
0
/Y

es
R

eh
ab

ili
ta

tio
n

M
ul

tip
le

 p
ai

n
9

N
o

N
o

U
nd

iff
er

en
tia

te
d 

S
D

N
o

Ye
s

6
/F

5
0
/Y

es
N

eu
ro

lo
gy

M
ul

tip
le

 p
ai

n
4

N
o

N
o

Pa
in

 d
is

or
de

r
N

o
Ye

s
7
/F

3
5
/Y

es
N

eu
ro

lo
gy

M
ul

tip
le

 p
ai

n
6

N
o

N
o

Pa
in

 d
is

or
de

r
Ad

ju
st

. 
&

 o
pi

oi
d

Ye
s

8
/F

4
5
/Y

es
AI

R
M

ul
tip

le
 p

ai
n

1
2

N
o

N
o

U
nd

iff
er

en
tia

te
d 

S
D

N
o

Ye
s

9
/F

2
2
/N

o
N

eu
ro

lo
gy

N
on

-e
pi

le
pt

ic
 s

ei
zu

re
1
2

N
o

N
o

C
on

ve
rs

io
n 

di
so

rd
er

N
o

Ye
s

1
0
/F

4
2
/Y

es
Fa

m
ily

 m
ed

ic
in

e
D

iz
zi

ne
ss

2
4

N
o

N
o

U
nd

iff
er

en
tia

te
d 

S
D

Ad
ju

st
.

Ye
s

SD
s

=
so

m
at

of
or

m
 d

is
or

de
rs

; A
dj

us
t.

=
ad

ju
st

m
en

t d
is

or
de

r 
w

ith
 d

ep
re

ss
io

n;
 o

pi
oi

d
=

op
io

id
 a

bu
se

; M
D

D
 =

m
aj

or
 d

ep
re

ss
iv

e 
di

so
rd

er
; N

O
S

=
no

t o
th

er
w

is
e 

sp
ec

ifi
ed

; D
M

=
di

ab
et

es
 m

el
lit

us
; A

IR
=

al
le

rg
y-

im
m

un
ol

og
y-

rh
eu

m
at

ol
og

y.



J Chin Med Assoc • May 2009 • Vol 72 • No 5256

C.T. Li, et al

using the current DSM classification of SDs. Third,
the actual prevalence of SDs in our recruited patients
was unknown. This is because the temporal relation-
ships between mood and somatic symptoms are unclear.
To clarify this issue, further follow-up for the whole pop-
ulation is needed. Finally, our subjects were all ethnic
Chinese, so caution should be taken in generalizing the
findings to populations from other cultures and ethnic
groups. Nevertheless, much evidence has indicated that
unexplained somatic symptoms are a universal phenome-
non in all cultures worldwide.24

In conclusion, our findings are of clinical importance
for both physicians and psychiatrists. We found that a
significant proportion of the medical/surgical inpa-
tients suffered from MUS and most of them had a
mental comorbidity, including depressive disorders and
anxiety disorders. SDs was only diagnosed in 9.9% of
our subjects and was easier to be identified if patients
had no psychiatric diagnosis and no evidence of organic
illness. The information from this study is useful for
identifying areas of weakness in the current classifica-
tion of SDs. For C-L psychiatrists, patients who pres-
ent with simultaneous MUS and mood symptoms could
be a clinical diagnostic challenge. However, because
MUS are associated with mental comorbidities, psychi-
atric consultations for such patients are encouraged.
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