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Somatic Presentation Of Psychiatric Disease
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Somatoform Disorder

Anxiety Disorders (£ 8JE)
Mood Disorders({g &%)




Common Somatic Symptoms
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« Most frequent cause of outpatient visits (153%3&@H)
— 400 million visits annually in US
— 20% of consultations in UK

« Chronic in approximately 25% of patients 5 years
after initial visit (F=HI4ERY)

« Exact medical diagnosis often not established,
& one third of symptoms medically unexplained

Schappert. Vital Health Stat 1992; 13(110).

Kroenke & Price. Arch Intern Med 1993; 153:2474-2480.
Peveler Et Al. J Psychosom Res 1997, 42:245-253.
Jackson & Passamonti. Arch Intern Med 2001;161:875-879.



Prevalence &EjE BT

Very common at the primary health care delivery level in
many countries, as hi )h as 30.3% Y{%%{éﬁﬁ#ﬁ%ﬁ

(fink et al, 1999 psychosomatics, 40. 330-338

In early days, very low prevalence in the general population,
about 0.38% in a sample of 3,798 persons

(swartz, et al, 1986 am J psychiat, 143, 1403-1408) T B1j N~ [dl V-

Often missed (by primary care doctors) despite thorough
investigations & no explainable physical condition & not due
to anxiety or depressive disorders; often labeled as “the
worried well”, resulting in delayed/inappropriate diagnosis &
investigations, treatment & care 124 HF % 2 0%

(Goldberg D (1990) in ref. Psychological disorders in general medical settings by N
sartorious et al (eds). Hogrefe & huber, bern. Pp.139-145)



Prevalence In General Practice
EREBTER (28 | FEEE)

- A 2-stage prevalence study in the Netherlands (2000/2001) on 1046
GP patients (aged 25-80), first by screening questionnaire, then by
HADS (Hospital Anxiety & Depression Scale) & Physical Symptom
Checklist followed by a standardized diagnostic interview using
YgIEI;CA) Ns)ScheduIes for Clinical Assessment in Neuropsychiatry

« Prevalence: 16.1% (undifferentiated form most common), but 21.9%
If mild impairment cases included;

« comorbid with anxiety/depressive disorders 3.3 times than by
chance, where physical symptoms, depressive symptoms &
functional limitations were additive (measured by SF-36)

Ref; Waal et al (2004) Br J Psychiat, 184, 470-476



Somatization JEREERE(V
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The tendency to experience & communicate
psychological distress in the form of physical

symptoms and to seek medical help for them
(Lipowski, 1987 Am J Psychiat., 145, 1358-1368)

About 80% of healthy individuals experience
somatic symptoms in any one week; and

A large part of the doctors’ time is spent

iInvestigating & treating somatizing patients
(kellner, T. Somatization & Hypochrondriasis. New York, NY: Praeger, 1986)

Causes sufferings, burden to community



Type Of Pain Jgry2aHY

- Pain can be differentiated by duration, origin and
Intensity
* QOrigin of pain
— Neuropathic f#:#&%:: in an area of damaged nervous
system (allodynia) e.g. burning, shooting;

» Peripheral e.g. post-herpetic neuralgia, diabetic neuropathy,
« Central e.g. MS, Parkinson, spinal cord injury

— Nociceptive (RI[EV) & I AR S IERY
 e.g. fioromyalgia, LBP, RA & OA pain

— Visceral A gt
* e.g. stone pain, ulcer pain, angina, endometriosis, IBS, etc

— Combined e.g. cancer pain, migraine, labour,
post-op etc.



Psychological Burden Of Pain
a2
43 Affect appetite, sleep, libido, energy

> Helplessness, anxiety, depression,
suicidal

Iae Poor QOL & impaired social
functioning

it ¢ Social isolation, prone to other
diseases or injuries (accidents)

Affect relatives & others




Severity Of Presentation
REEFE

* Acutely serious: <5% of patients
(Chest pain, dyspnoea, abdominal pain)
* Minor & self-limited: 70-75%

 Persistent (either chronic or recurrent):20-
25%

Ref: Kroenke, K (2003) Int J Methods in Psychiat Res, 12, 36-43



Different Definitions For Somatization
ERSICEARN FIN E R

 Those who have psychological disorders but

present with somatic symptoms (aoldberg & Bridges,
1988, J Psychosom Res, 32, 137-144)

* Those who present with psychological
disorders as well as medically unexplained
somatic symptoms — somatosensory
amplification (Barsky, 1992 Psychosomatics, 33, 28-34)

* Those who deny having psychological
disorders but substitute with somatic
symptoms — the inability to express feelings
or alexithymia (Lesser 1985, N Eng J Med, 312, 690-692)




Clinical Diagnoses For Somatic Symptoms

e LEIA-2 1

« Genuine (E1EHY), but undiagnosed
physical diseases

« Somatoform disorders

SHGEIRE (B ME)

« Underlying anxiety disorders (,’%é\f%ﬁ)
« Underlying mood disorders (/& E

- Factitious (A EfEHY) disorder e.g.
Munchausen Syndrome

Wessely. Et al. Lancet 1999; 354: 936-939

A Z: ]

The Diagnostic and Statistical
Manual of Mental Disorders (DSM-
IV-TR) , describes seven disorders
under the category of somatoform
disorders.

1.Somatization disorder ,
2.Undifferentiated somatoform
disorder ,

3.Conversion disorder ,

4.Pain disorder ,
5.Hypochondriasis ,

6.Body dysmorphic disorder ,
7.And somatoform disorder not
otherwise specified.

* Repeatedly acts as if he or she has a
physical or mental disorder when, in
truth, he or she has caused the
symptoms

* Get the sympathy and special attention

* A mentalillness associated with severe
emotional difficulties
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Somatic Symptoms
Pain

*Muscle Tightening
Palpitation
*Dyspnea
Fatigue
‘lnsomnia
*Sweating
*Dyspepsia




Somatic Symptoms
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Somatic 5
symptomsyEik
Fatigue
*lnsomnia

*Associated Anxiety
Symptoms
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Somatoform Disorder
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Somatoform Disorder
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Clinical Picture [& pREERE

Mono or poly symptomatic
Doctor-shopping

Excessive investigation or treatment
Extraordinary complaints

Deny psychological causation
Disabillities



Synonyms JEAR

» Psychosomatic (&) disease

« Hypochondriacal disorder (& ERES<3H)

» Hysterical (&xiir/E 1Y) disorders

» Functional (ZhEEERY) somatic symptoms
(s e IR)

* Medical unexplained symptoms
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Somatoform disorder

Somatoform Disorder

]

Field Of Psychosomatic
Medicine /[ ) By E2EL

Psychological Sickness
Psychiatric Area & iR 2

Physical Sickness
Medical Care Af}BEEL
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Qverlap between Chronic
Multi-symptom llinesses

MULT IPLE CHEMICAL
FIBROMYALGIA SENSITIVITY symptoms in
2 - 4% of population; multiple organ systems in
widespread pain \ response to multiple substances
and tenderness

CHROHNIC FATISUE
SYHNDROME 1% of

population; fatigue and
4B "minor crteria”
EXPOSURE SOM AT OFCORM
CISORCERS 4% of
R"\-. population; multiple
unexplzined
symptoms but no

organic findings

SYMDROMES
Gulf Warllinesses,
Sick Building
Syndrome




Co-morbiditiesitjE

Anxiety disorders
Mood disorders
Alcohol or drug abuse
Personality disorders




Somatic Symptoms &
Anxiety Disorders

EB 12 {{/Jj _}Ij(/rl\ y \\\Jn_.nﬂ_i

* Insomnia:35%

» Chest pain: 33%

* Abdominal pain:31%
» Headache: 28%

» Fatigue: 26%

Ref: Kroenka et al Arch Fam Med, 3, 774-779



Somatic Symptoms &
Anxiety Disorders

EB 12 {{/Jj _}Ij(/rl\ y \\\Jn_.nﬂ_i

* 45-95% of depression patients report only
somatic symptoms (especially at centers
lacking ongoing relationship with doctors ( cf
to walk-in clinics)

* 50% reported multiple unexplained somatic
symptoms

* 11% denied psychological symptoms on
guestioning

» Ref. Simon et al (1999) New Eng J Med, 341, 1329-1335



Life-time Prevalence In HK
— AR TR (F )

Hong Kong: life-time prevalence in
community 0.46% (chen et al)
Male 0.17% : female 0.29%
Increase with age, especially female
?under-rated
More prevalence in primary care setting?




Aetiologies jE[H 2

» Genetic
— No obvious evidence
* Psychological
— Projection (onto bodily parts)
— Symbolic meanings
— ldentification with others
— Vulnerable personality




What Is Stress?ZHEE R
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Population Aging

A4 TR0 &3 (Life-Change Scaling Results Across Time+)

1967 1978 1994
RFF LCU XF |LCU XFF LCU

£ EF

BofRstL- 1 100 1 105 1 123
i 2 73 4 62 2 100
RENTE 3 65 8 52 4 82
R S 4 63 6 57 7 74
FHSFEE 5 63 ) 73 3 94
@A BT EEERER 6 53 16 42 5 80
E 7 50 10 50 19 50
i E 8 47 3 64 6 79
R ELRTFAIE - fOfR 9 45 17 42 12 59
R 10 45 11 49 16 55
FEER ERYRRFART AT 11 44 9 52 14 58
E- 22 12 40 5 60 9 66
LR 13 39 12 49 21 45
FhEHFREFES (ER) 14 39 14 47 13 58
BEE | AYE S 15 39 21 38 10 64
B TR R A 16 38 13 48 15 57
i RSB 17 37 15 46 8 71
ET 18 36 22 38 17 52
SHE BRIV IRBE B E) 19 35 24 34 18 51
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« <150 LCU /year
 normal within 1

year

« 150-300 LCU/

year

* 50% has stress

related iliness

« >300 LCU /year
e 70% has stress

related iliness
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Management 5%

« Aim: to improve overall functioning
— Not for a cure

» Good doctor-patient relationship
— To curb doctor-shopping

 Brief regular appointments
— Avoid prn follow-up methods




Each Clinic Consultation
FRLH

» Concentrate on the complaint
« Exclusion of genuine physical condition

» Avoid unnecessary tests or procedures
(but functional imaging might be useful)

* Physical examination can be therapeutic
» Reassurance, not confrontation
» Treat underlying psychiatric condition




Support and Rapport
S fr B

» Not ‘imaginary symptoms or illness’
* “| have heard your concern, and | take it
must be quite distressful to you”

* “Though | do not find anything significant
so far, | want to follow you closely to be
sure that nothing changes”




Reattribution Model

* Feeling understood | &/ A/ [

— Full history of the symptom

— Exploring health beliefs

— Exploring family & social factors
— Focused brief physical exam

c\\\|<'.18
\/\7

« Changing the agendat/] A &f
— Acknowledge the reality of the symptoms
— Summarize physical findings

— Reframe the complaints by reminding
psychological symptoms & linking to life events



Continued. &4

» Making the link B8 A= AT

— Explanation how psychiatric disorders can cause
or exacerbate symptoms

— Practical demonstration of symptoms
e.g. muscle tension causing pain

— Relating symptoms to life events & other
psychosocial factors

Ref: Goldberg, DP, Gask L & O'Dowd T (1989) J
Psychosom Res 3, 689-695; Kaaya et al (1992)
Med Educ, 26, 138-144



PharmacotherapyzE¥i55%

Placebos, dietary changes, analgesics?

Benzodiazepams
— For associated anxiety & muscle relaxant
— Beware of dependency

Anti-depressants, esp. SNRIs

— For associated depression and pain (including
IBS)

Anticonvulsants
— Esp. for pains e.g. gabapentin




5HT-NE Medications

* SNRIs e.g. Duloxetine can have inherent
analgesic properties. Demonstrate
significantly greater improvement in overall
pain, back pain & shoulder pain cf with
placebo, quite independent of depression

(Fava et al, 2004 J Clin Psychiat, 65, 521-530)

» However, citalopram (pure 5SHT) improved
pain but not Reboxetine (pure NE)

(Aragona et al, 2005 Eur J Pain, 9, 33-38)



Psychotherapy /[, /G

* Psycho-education:

— Stress-disease model (link symptoms to life
events)

— Physiological explanation of symptoms (an auto-
suggestive disorder

« Specific therapies:
— Psychoanalysis difficult
— Cognitive-behavioural to correct thinking
— Avoid reinforcing abnormal illness behaviour

« Group therapy, biofeedback, hypnosis, etc




H BB

fFIlANEERD &

‘I:'_I'v:r::
O

BR 77 EHFIK -

HSH B AT VEE H BT e iR B T
SRS ; NER B IR  EEF SR T AR TR
R BIHFE—feRk  FBHEIFFE -

FERERE B TEHME T8 RS
(G 7] |0 AER (IR T )
) 0 : BIFTRE

IR T
ELT (F#f+F |FME = BB E‘? \L‘*"‘“Iévk[l FREE EHIE  (ErEEeTE ]
B R &t HEEEZRBEAMET ECHE
ey e = B éﬁ*”-’lf E o [EIEE
EIEEFE—3 R AR BRI BR PR E A E
H% HE A TERE: BT - BFRE FFR AN EE
aREBIIF TE | BEIEFWHEEEFFAERIETZ | BEXETE
gy EREEM FEOKGEECT R | AR




L

I}
L O
AROL A

0

I\l

i | PR AR ERITTR
- E‘%”*E'ﬁﬁepﬁﬂﬁé’]?&ﬂﬁ’%%ﬁmézJm‘%
Jik, PR AR B A EITER], 72 SR s A

. BRI T R i 2 e R SR AT R A
PR T

-A,

g

Hllll




Social Therapy jit: 3255

« Handling stressors
« Family, marital or relational therapies
» Rehabillitation with change of social
circumstances
— Workshops
— Activity centres
— Supported employment, etc.



Importance of GPs In Management
RN K E B A R

Gatekeepers in detecting psychiatric disorders
Avoid unnecessary stigma

Good doctor-patient relationship discourage
patients from doctor-shopping

Knowledgeable to rule out genuine physical
disorders by physical exam & appropriate
iInvestigations

Ability to manage simple somatic problems

NB consult or prepare patient for specialist referral
when response is not satisfactory




Treatment Recommendations
LTRSS
« Schedule regular, frequent appointments even if

the patient feels well

 Make maintenance of care, not cure, the goal of
treatment

« Evaluate the patient for other psychiatric disorders
« Make follow-up visits brief & structured

« Emphasize improving functional abilities

* |Introduce the ideas of stressors

« Setting limits if attention seeking

Ref: Gliatto et al (2005) Psychiatry for primary care practitioners. APA



Conclusion #&E -1 m

« Somatic symptoms and functional somatic
syndromes are

— Associated with significant disability and
distress

— Poorly understood
— Difficult to treat

— Place a considerable burden on health care
resources




Conclusion ##%5 - 2

* Treatment and management requires a
stepped approach

— Eliminate possible diagnosable medical
disease

— Understand underlying stressors
— Good doctor-patient relationship (reassurance)
— Screen for depressive or anxiety disorders

— Rule out other psychiatric disorders m

— Provide appropriate treatment
B \
i




To heal or to harm?5E (G E

« Somatoform disorder have been described
as “one of the most controversal &
Challenging areas of modern psychiatry”

(Maj et al. Somatoform Disorders. Chichester: Wiley, 2005)

* The general practitioner has important
roles in the prevention of “somatic
fixation”... but the G.P.’s behaviour can
also promote processes of “somatic

fixation” (Richard Grol, London. R.C.G.P.)
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Prognosis 7EHI

Fluctuates with time
Usually runs a chronic course

A few remissions lasting a year or so; in
primary care the disorder resolve in about
half of the cases over a year

(Creed & Barsky, 2004 J Psychosom Res, 56, 391-408)

New symptoms at recurrences, and a change
from somatic to psychological attribution has
been associated with better outcome



Follow-up &2

* Do not discharge patient
* Prepare for referral if needed

* |nitial close follow-up
— Gradual lengthening of interval

— From once/2wks to once/3months
—Then ? P.r.n.



