	SOMATOFORM DISODERS

Definition

A group of psychiatric disorders characterized by physical symptoms that suggest physical disorder but whose cause cannot be fully explained by a medical disorder, substance use, or another mental disorder.   And that they significant distress to interfere with social, occupational, or other functioning.

NB Unlike factitious disorders and malingering, the symptoms of somatoform disorders are not intentional or under voluntary control
Introduction

-These somatoform disorder physical complaints challenge medical providers who must determine whether they are due to physical or psychiatric disorder.

-Medical symptoms patients experience may be from both medical and a psychiatric illnesses. 
-Anxiety disorders and mood disorders commonly produce physical symptoms. These physical symptoms can dramatically improve with successful treatment of the anxiety or mood disorder. 
.Specific somatoform disorders include 
(1) Somatization disorder

(2) Conversion disorder

(3) Pain disorder

(4) Hypochondriasis

(5) Body dysmorphic disorder. 
(6) Undifferentiated somatoform

(7) Somatoform disorder not otherwise specified.

 1.SOMATIZATION DISODER
(Also known as both hysteria and Briquet's syndrome)
A chronic, severe psychiatric disorder characterized by many recurring clinically significant physical complaints (including pain and GI, sexual, and neurologic symptoms) that cannot be explained fully by a physical disorder
Estimated at 0.2% of adults per year
Etiology

-The disorder is often familial,there is a strong familial tendency.
 -A narcissistic personality (ie, marked dependency and intolerance of frustration) contributes to the physical complaints, which appear to represent an unconscious somatized plea for attention and care.
-Personality disorders, particularly histrionic, borderline, and antisocial , are commonly associated with somatization disorder
-Pathological identification with a parent, immature efforts to deal with dependency needs, and maladaptive resolution of intrapsychic conflict have all been proposed as mechanisms 

Sex
-The disorder is reported to occur predominantly in women. F: M 10:1
-Male relatives of women with the disorder tend to have a high incidence of antisocial personality and substance-related disorders
Age- most often during the teen years but (by definition) always before age 30.
Symptoms 
-  Multiple, recurrent vague physical symptoms -Any part of the body may be affected, and specific symptoms and their frequency vary among different cultures. 

- Conscious and unconscious worries can lead to somatic symptoms with a spectrum of degrees of severity in almost every organ system.

· GIT- nausea and vomiting, bloating, abdominal pain, diarrhea or constipation

-Somatization disorder is distinguished from generalized anxiety disorder, conversion disorder, and major depression by the predominance, multiplicity, and persistence of physical complaints

- The absence of biologic signs and symptoms characterizing endogenous depression; and the superficial, manipulative nature of the suicidal behavior
Prognosis
Without treatment, the prognosis is poor. Spontaneous remission is rare, and a lifelong pattern of seeking medical attention develops with its attendant interference with other aspects of the patient's life and with iatrogenic complications.

2. CONVERSION DISODERS
Symptoms of deficits affecting motor or sensory function but no neurological disorder  or medical disorder to explain the symptoms on examination and investigations

Examples of conversion symptoms include
· Blindness
· Diplopia
· Paralysis
· Seizures
· Anesthesia
· Aphonia
· Amnesia
· Unresponsiveness
· Difficulty walking
Pathophysiology: 
-Conversion symptoms suggest a physical disorder but are the result of psychological factors. 
-According to the psychodynamic model, the symptoms are a consequence of emotional conflict, with the repression of conflict into the unconscious. 
-In the late 1880s, Freud and Breuer suggested that hysterical symptoms resulted from the intrusion of “memories connected to psychical trauma” into the somatic innervation. This mind-to-body process was referred to as “conversion.” 
-The patient derives primary and secondary gain. 
-Primary gain, the symptoms allow the patient to express the conflict that has been suppressed unconsciously.
- With secondary gain, symptoms allow the patient to avoid unpleasant situations or garner support from friends, family, and the medical system that would otherwise be unobtainable. 
-According to sociocultural theories, the direct expression of emotions is impermissible and somatization takes its place. 
-In behavioral models, conversion symptoms are viewed as a learned maladaptive behavior that is reinforced by the environment. 
Genetic

-Familial studies have also shown that conversion symptoms in first-degree female relatives are up to 14 times greater than in the general population.
Mortality/Morbidity: 
-Individual conversion symptoms generally are self-limiting and do not lead to physical changes or disabilities. 
Psychogenic seizure
Ineffectiveness of multiple antiepileptic drugs 
-Induced by stress or emotional upset 
-Lack of physical injury 
-Lack of headache or myalgias following convulsions
-Lack of incontinence 
-History of sexual or physical abuse 
-Signs or symptoms suggestive of another conversion
-Memory of a generalized ictal event
-Prolonged duration (>4 min) 
-Atypical or excessive motor activity such as thrashing, rolling from one side to the other, pelvic thrusting, or arrhythmic (out-of-phase) jerking such as alternating side flexion and extension of the arms 
-Waxing and waning amplitude 
-Intelligible speech 
-Bilateral motor activity with preserved consciousness 
-Clinical features that change from one spell to the next (ie, nonstereotyped) 
-Lack of postictal confusion 
-Postictal crying or cursing 
-Directed violent acts 
-Eyes closed during the ictus 
-Only occur in presence of people

HYPOCHONDRIOSIS: 

Hypochondriasis is a somatoform disorder characterized by unexplained physical symptoms related to fear of a specific medical condition, ie, a complaint of breast pain perceived as being due to breast cancer when no breast cancer is present.

 Specific characteristics of hypochondriasis include the following:
· Preoccupation with fear of having a serious medical illness
· Bodily symptoms reported consistent with patient's conception of specific illness
· Preoccupation persists despite medical evaluation and reassurance
· Fear persists for at least 6 months
Comorbidity is common > 50% with OCD and anxiety disoders ,depression
PAIN DISORDER

Pain disorder is a somatoform disorder characterized by a focussed pain complaint that cannot be entirely attributed to a specific medical disorder. Specific symptoms of pain disorder include the following:
· Pain in 1 or more anatomical site producing a predominant clinical focus
· Psychological factors (felt to play an important role in the onset, severity, or course of pain)
· Pain symptom that is not feigned or intentionally produced
PHYSICAL EXAM IN OTHER SOMATOFORM DISORDERS

By definition, somatoform disorders are not accompanied by physical findings or a medical illness that explains the symptoms. 

Physical examination may demonstrate multiple operations in unsuccessful attempts to diagnose or relieve symptoms. 
Perform a comprehensive physical examination to rule out physical causes for the patient's somatic complaints. A detailed focus on specific systems, ie, neurological, may be necessary; this is based on the specific complaint.
-Include a full mental status examination, which covers the following:
· Appearance
· Attitude and behavior
· Mood/Affect
· Thought content and process Delusions
· Perceptual disturbances-Hallucinations
· Other abnormality-Obsessions, Compulsions
· Attention
· Memory
· Concentration
· Orientation
· Insight and judgment
MANAGEMENT

Psychosocial interventions (primary care management) 
-A strong relationship between the patient and the primary care physician can assist in long-term management. 
-Psychoeducation can be helpful by letting the patient know that physical symptoms may be exacerbated by anxiety or other emotional problems. 
-Inform the patient that the symptoms do not appear to be due to a life-threatening, disabling, medical condition and should schedule regular visits for reassessment and reinforcement of the lacking severity of ongoing symptoms. 
-The patient also may be told that some patients with similar symptoms have had spontaneous improvement, implying that spontaneous improvement may occur. 
-However, the physician should accept the patient's physical symptoms and not pursue a goal of symptom resolution. 
-Indeed, regular, noninvasive, medical assessment reduces anxiety and limits health care–seeking behavior; this may be facilitated by regularly scheduled visits with the patient's primary care physician. 
-Encourage patients to remain active and limit the effect of target symptoms on the quality of life and daily functioning. 
-Family members should not become preoccupied with the patients physical symptoms or medical care. 
-Family members should direct the patient to report symptoms to their primary care physician.

· 
	· Reproductive-dysmenorrhea, , dyspareunia, loss of sexual desire, and dysuria. Men frequently complain of erectile or ejaculatory dysfunction. 

· neurologic symptoms-  headaches, Fainting are common. 

-Although symptoms are primarily physical, anxiety and depression also occur. Somatic complaints can be the presenting and/or comorbid symptoms of depression and anxiety disorders

-Typically, patients are dramatic and emotional when recounting their symptoms, often referring to them as "unbearable," "beyond description," or "the worst imaginable."

-Patients become extremely dependent in their personal relationships. They increasingly demand help and emotional support and may become enraged when they feel their needs are not being met.

-.In an attempt to manipulate others, they may threaten or attempt suicide. 

-Often dissatisfied with their medical care, they go from one physician to another.

-The intensity and persistence of symptoms reflect the patient's strong desire to be cared for in every aspect of life. 

-Symptoms may help the patient avoid the responsibilities of adulthood, but they may also prevent pleasure and act as punishment, suggesting underlying feelings of unworthiness and guilt. 
DSM IV TR Criteria

-Many physical complaints in persons younger than 30 years that occurs over several years and results in unnecessary medical treatment, causes significant impairment in functioning, or both. 

-This diagnosis was historically referred to as hysteria or Briquet syndrome. 

-The somatic symptoms are neither intentionally produced nor feigned and appear to be unconscious to the patient. 

-All the following historical criteria are required for a diagnosis: 
· Four different pain sites (eg, head, abdomen, back, joints, extremities, chest, rectum) or functions (eg, menstruation, sexual intercourse, urination) 
· Two GIT symptoms other than pain (eg, nausea, bloating, vomiting not caused by diarrhea, or intolerance of several different foods) 
· One sexual or reproductive symptom other than pain (eg, erectile or ejaculatory dysfunction, irregular menses, excessive menstrual bleeding) 
· One pseudoneurological symptom (eg, impaired balance, paralysis, aphonia, urinary retention)
-After appropriate investigation, a known general medical condition or direct effects of a substance cannot explain the multiple symptoms.

-When a related medical condition is present, the physical complaints are in excess of what would be expected. 
-Morbidity is often an iatrogenic manifestation of unnecessary diagnostic or therapeutic interventions. -------Patients with chronic conversion symptoms (rarely) may develop atrophy, frozen joints, and contractures from disuse. 
Sex: 
The female-to-male ratio is 2-10:1. 
Age: 
The typical onset is between the second and fourth decades. 
The reported range is from children to individuals in their ninth decade of life
History

-Conversion symptoms are seen in various clinical settings and include conversion disorder; somatization disorder; affective disorders; antisocial personality disorder; alcohol or drug abuse; or organic, neurological, or medical illnesses. 

-In some situations, an immediate precipitating source of stress may be disclosed, such as a loss of employment or divorce. The patient may have a discordant home life, history of sexual or physical abuse ,dissociative disorders

-complete and comprehensive psychosocial history is important. 

-It has been stated that patients with conversion disorder have a relative lack of concern about the nature or implications of the symptoms (la belle indifference). 

 Diagnostic criteria for conversion disorder as per the DSM-IV-TR are as follows:

· One or more symptoms of loss of voluntary motor or sensory function, eg, inability to walk, sudden blindness

· Psychological factors felt important in initiation or exacerbation of loss of function

· No evidence that the symptom is feigned or intentionally produced

· Loss of function that is not due to medical illness or culturally expected behavioral response

· Common conversion symptoms (eg, pseudoseizure, paralysis, becoming mute)

· The symptom or deficit is not limited to pain or sexual dysfunction, does not occur exclusively during the course of somatization disorder, and is not better accounted for by another mental disorder
Examination
The pattern of deficits usually does not conform to known anatomic pathways. For example, patients who present with monoparesis will not have weakness in a corticospinal tract.In addition, no changes may be seen in reflexes or tone that typically would be expected.

-Patients who do not move a limb when asked on examination may be observed to use that limb inadvertently while dressing or talking.

-Complicating the assessment is the knowledge that up to 30% of patients with conversion disorder develop a physical illness that may account for their symptoms if followed longitudinally. It also is not uncommon for patients with conversion disorder to have a comorbid medical or neurological illness

BODY DSYMORPHIC DISODER
-Body dysmorphic disorder: Body dysmorphic disorder is a somatoform disorder characterized by a focus on a physical defect that is not evident to others. Specific characteristics of body dysmorphic disorder include the following:

· Preoccupation with an imagined defect in appearance

· May be associated with multiple, frantic, and unsuccessful attempts to correct imagined defect by cosmetic surgery

UNDIFFERENTAIATED SOMATOFORM DISODER

Physical complaints for more than six months that cannot be attributed to a medical condition. If there is a medical condition present, the complaints must be far more severe than can be accounted for by the presence of the medical problem.

The physical complaints usually begin or worsen when the patient is under stress.

Seeing multiple doctors in an effort to find a physical cause for the reported symptoms is typical of people with this disorder. 
Undifferentiated somatoform disorder is also sometimes referred to as somatization syndrome.
DSM IV DIAGNOSIS

There must be no underlying medical cause evident that could explain the patient's physical complaints. 

-The unexplained physical symptoms must persist for at least six months.

-The symptoms must cause problems in the patient's daily life or relationships or interfere with the patient achieving his or her goals. 

-There cannot be another mental disorder that accounts for the complaints. 

-The patient cannot knowingly make false complaints of physical distress

SOMATOFORM DISORDER NOT OTHERWISE SPECIFIED

Somatoform disorder, not otherwise specified, is diagnosed when somatoform symptoms are present but criteria for another somatoform disorder are not met. DSM-IV-TR includes several examples of symptoms that could merit this diagnosis, including false pregnancy, and hypochondriacal fears or unexplained physical symptoms of recent onset or short
Psychosocial interventions for specific somatoform disorders
Somatization disorder:
 Patients may resist suggestions for individual or group psychotherapy because they view their illness as a medical problem. 
Patients who accept psychotherapy may be able to reduce health care utilization. Psychosocial interventions that focus on maintaining social and occupational function despite chronic medical symptoms may be helpful. 
-Psychiatric treatments for this disorder involve behavioral, cognitive behavioral, psychotherapeutic,

Ability to accept psychosocial factors as a contributing factor to symptoms are associated with a poor response to treatment.

Conversion disorder:
Behavior therapy or hypnosis may be effective. Symptoms often resolve spontaneously. Hypochondriasis:
 Physicians should attempt to answer questions and reduce the patient's fear of a specific illness. 
Group psychotherapy may provide social support and reduce anxiety. 
Cognitive therapy strategies may help by focussing on distorted disease-related cognitions. 
Individual insight-oriented psychotherapy has not been proven effective. 
Pain disorder:
Behavior therapy, including biofeedback, can be helpful. Hypnosis also may be considered for chronic pain syndromes.
-Some outcome data supports the effectiveness of individual psychotherapy.
- Exploration of interpersonal effects of chronic pain may reduce social complications of pain.



