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i the matter with them and will listen to their
belly-achings with sympathy”

George Orwell in Burmese Days
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: garn about extent and impact of somatization
n primary care
L Jnderstand how somatization is classified

Learn about a rating tool which can assist with
~the diagnosis of somatization, anxiety and
depression

Learn how to manage somatization in the
primary care setting

N

year female with multiple anxiety disorders
PTSD and SAD), and endometriosis
requent presentations to her family physician

ith various physical symptoms, especially
“during periods of stress

= s At times presentation appear related to a flare-
up of her endometriosis but this was not always
clear




sdominal pain and migraines dating back
0 her childhood

ater depression leading to her having to
go on disability

d refer to a person’s
(perience of their own body or its

symptoms when they are considered to
~Indicate disease

e Diseases are defined by doctors as
abnormalities of bodily organs or systems




~ health seeking behaviour

Somatic
+
Medically unexplained
or disproportionate to
pathology
+
Significant concern,
distress, or impairment
+
Medical Care




“Somatization is present in at least 10-15% of
~ patients in primary care
- * Together with depression and anxiety constitute
the 3 most common psychiatric disorders seen

in primary care

Prevalence
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3year incidence (%)

Three year incidence of 10 common presenting symptoms and proportion
of symptoms with a suspected organic cause in US primary care

et

mmonly perceived as less serious or
pilitating than symptoms occurring in the
pntext of an identifiable disease

; matization have similar levels of disability
~compared to those with a disease

== Significantly higher rates of unemployment
(29% vs. 15%) and impaired occupational

functioning (55% vs. 14%) compared to non-
somatizing patients




-~

enerates significant health care costs
:_"e study estimated it to represent up to
£10% of total costs)

~ from unnecessary tests and treatments
~* Damage to the doctor/patient relationship

v end (mild or acute) — stress-related
,ggeration of common symptoms such as
eadache, lightheadedness or low back pain

~unrelenting problems that can leave a patient
completely disabled personally and
occupationally (remaining 20%)




= symptoms the greater the likelihood of a
comorbid anxiety or depressive disorder

e Personality disorders often present in patients
with more severe forms of somatization

=% More severe forms are typically chronic

= and intermittently relapsing







Functional somatic syndromes by speciality

Gastroenterology

Gynaecology
Rheumatology
Cardiology
Respiratory medicine
Infectious diseases
Neurology

Dentistry

Ear, nose, and throat
Allergy

Irritable bowel syndrome, non-ulcer
dyspepsia

Premenstrual syndrome, chronic pelvic pain
Fibromyalgia

Atypical or non<ardiac chest pain
Hyperventilation syndrome

Chronic (postviral) fatigue syndrome
Tension headache

Temporomandibular joint dysfunction,
atypical facial pain

Globus syndrome
Multiple chemical sensitivity

disorder (e.g. panic disorder)

~* Symptoms are not intentionally produced or
feigned (as in malingering and factitious
disorder)
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)ymatoform disorders.

= 'nversion disorder

= & Pain disorder

~ = Body dysmorphic disorder

* Undifferentiated somatoform disorder

™

’ Wdifferentiated somatoform ..

disorder

—diagnosis for many patients seen in
primary care
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;_:; functional somatic syndromes may simply
Pe an artifact of medical specialization and may
Bbe different manifestations of a common latent

= ® Propose a new syndrome which they call bodily
distress disorder

® Suggest that bodily distress may be triggered by
stress rather than being distinct diseases of
noncerebral pathology
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s

stulate that cardiopulmonary and Gl factors
y be accounted for by abnormalities of the

alfunction of the reticular system in the brain
~stem and medulla

~® Also may involve the hypothalamic-pituitary-
adrenocortical (HPA) axis

Emotional
feelings

Life
events

Vigilance
arousal

Stress
Interoceptive

Stress
Exteroceptive

A

Autonomic Sensory Neuroendocrine
response modulation response

Gl pathophysiclogy
symptoms
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Somatic sensations arising
from physioclogical and -
pathological processes

1lness klnowledgve and Emational
experience of self, arousal
family, and others

Y v ¥

Interpretation of somatic -
sensations as symptoms

Maintaining factors,
including depression and
anxiety, reactions of
others, and iatrogenesis

A J *

Chronic symptoms J
Disability =
Seeking of medical care

e ™

factors that may be relevant..

In etiology

;0matization in women

* Increased incidence of functional Gl
disorders, nonspecific chronic pain,
psychogenic seizures and chronic pelvic
pain found
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—anxiety, substance abuse)

® Step 3 - Pursue a positive diagnosis of
somatization

=jnvestigations that carry significant risk if not
~clinically indicated

- ® Keep vigilant for presence of symptoms that set
off “alarm bells” that may indicate further
investigation is warranted
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e

lagnostic features suggesting ..

fferent organ systems
Symptom that are vague or that exceed

= ® Chronic course

~_ ® Presence of a psychiatric disorder

* History of extensive diagnostic testing
® Rejection of previous physicians

PHQ-SADS
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dmprised of 4 components:
;‘ PHQ-15 for possible somatization
= = GAD-7 for anxiety
® 5 Panic disorder questions
* PHQ-9 for depression

;_}"ents with high screening score should be
drther questioned to determine which

-Total symptom counts are predictive of

~somatoform disorders and correlate strongly

with psychological distress, functional
impairment and health care utilization
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PHYSICAL SYMPTOMS
(PHQ-15)
—

During the past 4 weeks, how much have you been bothered by any of the following problems?

oy Not Bothered  Bothersd
:3 "°§.€' ::-le . Ii\:le I:t
! © 1) @
_= a. Stomach pain O O a
b. Back pain O O a
€. Pain in your arms, legs, or joints (knees, hips, etc.) O O (|
| d. Menstrual cramps or other problems with your periods O O O

=

7, e. Headaches O O O
f. Chest pain O O O
g. Dizziness O O O
h. Fainting spells O O O
i. Feeling your heart pound or race O O O
j. Shortness of breath O O O
k. Pain or problems during sexual intercourse O O O
I. Constipation, loose bowels, or diarrhea [} O O
m. Nausea, gas, or indigestion O O O
n. Feeling tired or having low energy O O O
©. Trouble sleeping O O O

(For office coding: Total Score T___ = ____ + ___ )

= Social Anxiety Disorder, and Post
Traumatic Stress Disorder




—
Over the how often have you Not Several M: rler ::an Nearly
been bothered by the following problems? atall days 2 a yse every day
(Use “#"to indicate your answer)
1. Feeling nervous, anxious or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3
3. Worrying too much about different things 0 1 2 3
4. Trouble relaxing 0 1 2 3
5. Being so restless that it is hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 1 2 3
7. Feeling afraid as if something awful 0 1 2 3
might happen
(For office coding: Total Score T_ = + + )

Sitive response to the first question
)ne has a sensitivity of 93% and a

~ remaining questions increases the
specificity with only a minimal decline in
sensitivity
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C. Questions about anxiety attacks.
a. Inthe last 4 weeks, have you had an anxiety attack — suddenly

If you checked “NO”, go to question E,

b. Has this ever happened before?......................... ] L]

¢. Do some of these attacks come suddenly out of the blue —that is,
in situations where you don't expect to be nervous or

e. During your last bad anxiety attack, did you have symptoms
like shortness of breath, sweating, or your heart racing, O O
POUINING OF SR, ..o 0mmmmammsssssns

- depressive disorder

~* Can also be used as a severity measure of
depressive symptoms

21



PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)
Over the last 2 weeks, how often have you been bothered Nearly
by any of the following problems? Several every
(Use “+ to indicate your answer) Notatall  days the days day
1. Little interest or pleasure in doing things o 1 2 3
2. Feeling down, depressed, or hopeless o 1 2 3
3. Trouble falling or staying asleep. or sleeping too much o 1 2 3
Feeling tired or having little energy o 1 2 3
5. Poor appetite or overeating (<] 1 2 3
6. Feeling bad about yourself — or that you are a failure or ° s - 5
have let yourself or your family down
7. Trouble concentrating on things. such as reading the ° 1 2 3
or

g

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restiess o 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting 0
yourself in some way

FOR OFFICE CODING __ 0 - - -
=Total Score:

If you checked off any problems, how difficuit have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
difficult difficult difficult
a =] a a

\__‘_

ing for PHQ-15, GAD-Zand ...
PHQ-9

22



the most commonly recommended
= Cutpoint for clinically significant symptoms

e

= part of an interview

= = In validation studies totaling over 6000
patients 87-89% of physicians found it
very or somewhat useful
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.

-~

additional info on how to use ..

—Go to Resources for clinicians> Clinical
practice tools > PHQ-9
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- = At times presentation appear related to a flare-
up of her endometriosis but this was not always
clear

PHYSICAL SYMPTOMS
(PHQ-15)

During the past 4 weeks, how much have you been bothered by any of the following problems?

| Jri i
hit“l

el o| 7| e

Pain in your arms, legs, or joinis (knees, hips, efc.)

. _Menstrual cramps or ather problems with your periods
(OMEN ONL

Headaches

el s

Chest pain

Dizziness

. Fainting spells

=lrle|=]|eo

Feeling your heart pound cr race

J. Shortness of breath

k. Pain or problems during sexual intercourse

1. Corstipation, loose bowels, or diarrhea

m. Nausea, gas, or indigestion

n. Feeling fired or having low energy

ojojg|o|g|o o|d|ojoj# ojojo|o

©. Trouble sieeping

puuuﬂuﬂﬂuﬂﬁuguuﬂﬁ
&ﬂﬂuunu:nnunmﬁﬁm

(For office coding: Total Score T.

+

Developad by Drs. Rovert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colieagues, with an educational grant
from Pfzer inc. No permission required fo reproduce. rensiate, cisplay or distribute. "
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Over the last 2 weeks, how often have you Not  Several M:a'ﬁ ::::“ Nearly
been bothered by the g problems? atall days d every day
ays
(Use “»” ta indicate your answer)
1. Feeling nervous, anxious or on edge 0 1 2 @
N
2. Not being able to stop or control worrying 0 1 2 [ 3 )
3. Worrying too much about different things 0 1 2 @
4. Trouble relaxing 0 1 3
5. Being so restless that itis hard to sit still 0 1 2 (3 \
~—
6. Becoming easily annoyed or irritable 0 1 2 ) 3
7. Feeling afraid as if something awful 1] 1 2 U
might happen

(For office coding: Total Score T = + +

—_— )

Treatment
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“Well, Phil, after years of vague complaints and imaginary ailments,
we finally have something to work with.”

™

on doctor-patient problems...

In somatization

~ = Patients may feel they are misbelieved
and that doctor feels they are fabricating
their symptoms

27
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How do doctors respond. to

— more referrals than are necessary

Doctor provides
investigation or
somatic treatment

Patient extends or
elaborates symptoms
Doctor normalises J

symptoms or disregards
psychosocial problems

/

Patient presents symptoms
& psychosocial problems

/

Patient wants
engagement

28



e

do studies show that patients..

- : May accept uncertainty now but want
assurance that their symptoms will be
taken seriously and reassessed in future

_#nalization and reassurance
Xplain there is no disease and that symptoms

= = Must know the patient’s own iliness perceptions

—and tailor explanations accordingly

e Encourage patient to be physically active in
order to prevent adoption of sick role
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\What about in chronic or .
ymplicated cases of somatization?

s

—  concerned attitude

- ® Suffering is a subjective phenomenon and
IS poorly correlated with the extent of
tissue damage

p—

t are the symptoms?

ke a full history of the onset of all symptoms,
(@cerbating factors and relieving factors (“drain the
ymptoms dry”)
sk patient what his or her main concern is about
“symptoms and what he or she thinks is causing them

= Ask how much impairment the symptoms cause

- * What is a typical day like?

e See if you can establish a connection between the
symptoms of patient’s emotional state and social
situation

——
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Cknowledge and validafe the patient’s
inse of suffering
= patient — repetition, amplifying of
—  symptoms etc.

_ ptoms
==="Ask about history of sexual, physical or
- emotional abuse

~—* For patients not known to you obtain
previous medical records when indicated

he interview of the somatizing ...
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. Arranging for brief but regularly
scheduled office visits

—
Snapshots at jasoniove.com

“I'm afraid that your irritable bowel syndrome
has progressed. You now have furious and
vindicfive bowel syndrome."

32



fining moment
'Iain that ominous conditions have not been

. Let them know that you believe the problem is
“real” and in their body and they are not making
it up

cmp—

_; doctor-patient relationship, help focus the
spatient towards better functioning and provide

- = With some patient a psycho-physiologic may be
helpful e.g. tension headaches, chronic
muscle strain to explain many pain syndromes,
hyperventilation
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€ possible statement which may be useful in
me cases:

- “The results of my examination and of the tests we

+ conducted show that you do not have a life-

- threatening illness. However you do have a serious
medical condition, which | often see but which is not
completely understood. Although no treatment is
available which can cure it completely there are
things that can help” (American Family Physician 1999)

= 3. Arranging for brief but regularly
scheduled office visits

34
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Goal of Treatment

Goals of treatment

)cus on modifying illness behaviour and
Inctioning
. itial goals might be to decrease the
= urgency or frequency of unscheduled visits

— and telephone calls

~® Decrease the number and duration of
workups or hospital admissions

35



“ their distress without symptoms

S

Providing an acceptable explanation of
he symptoms to the patient

36



Removes the dependriéy of visit on new
DI worsening symptoms thus rewarding

~ 3. Permits regular evaluation of the
patient’s complaints so that no objective

findings are missed

=T May be able to diminish intensity of visits
over time
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ten for any new symptoms
)nduct a brief physical exam ( benefit of
aying on of hands”)
Gradually begins to shift focus away from
inysical symptoms to the psychosocial context
— ® Ask “ How have your symptom interfered with
~your everyday life?”
~* May lead to important life information that links
life circumstances with symptoms

® Focus on improved functioning
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en treating depression and anxiety important to start
1 low doses and go slowly in order to avoid side
NRIS (duloxetine and venlafaxine) may have role in
in patients
= Several studies have found that antidepressants
- prescribed for medically unexplained symptoms
_ improved symptoms considerably (NNT 4)
® Assess all medications patient is taking (both regular and
prn) and rationalize where possible. Note: this could take
one year or more to accomplish.

idomized controlled trials show that advising activity
fier than rest for back pain, fatigue and fibromyalgia

C ':vity should be agreed with the patient and be
ructured so that it gradually increases

‘Walking is often easiest activity to begin with

=% Pacing is important — do not let patient overdo it

~* Increase activity in small increments with goal of getting
patient into cardiovascular training range (30 minutes of
activity 5 days per week) if not medically
contraindicated. This may take 6 months or longer.
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_Other potentially helpful

*Biofeedback, meditation, yoga

~_ ® These interventions do not challenge
patient’s view of being ill but helps them
take responsibility for their health

Jnitive-behavioural therapy (CBT), both

ividually and in group format, shown to be

Ipful in somatization, although it is difficult to
_'aln and results may not be long-lasting.

ocus is often on reducing “stress” associated
= With having iliness or which may be
—  exacerbating it

- ® Supportive psychotherapy by primary care
provider can be extremely helpful

* May be helpful to involve family in treatment

——
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yoid focusing on complete resolution of
mptoms
Focus instead on improved functioning by
“encouraging:

-~ — Pleasurable activities

— Productive activities
— Meaningful activities
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a “negotiating” process to give the patient
=~ some control over what test is performed

~* |n these cases need to discuss the
meaning of a normal test

using opiates or benzodiazepines
gvaluate whether use is associated with
an improved level of functioning and that
Side effect profile is acceptable

~ = Should be told the goal of treatment is to
make the symptoms tolerable (not remove
them) and to restore function

42



he telephone with so few positive results for

~® May propose more regular visits or set a limit on
the number and length of calls between visits

e

-,

aQing your reaction to the ...

patient

'ér than acting out these feelings on patient
pful strategies include:
Finding something you like about patient

— Being realistic about what can be achieved with some
patients

— Not working harder than the patient

— Being good to yourself after a difficult patient
encounter
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ominal pain and migraines dating back
£to her childhood

_-«s an adult developed fibromyalgia and

~—  later depression leading to her having to

go on disability

_5 one year PHQ-9 had decreased to 8
and she appeared visibly less depressed

= = Her PHQ-15 however remained elevated
at 16 indicating ongoing somatic
symptoms
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= 1o the gym 5-6 times per week

-~ ® She also identified ongoing support from the
family health team as a key factor as well as
focusing on the importance of family in her life
as a motivating influence to get better

~= While “curing” patients when these conditions
—are chronic is unlikely there is much that can be
done to alleviate their suffering and improve
their functioning
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