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Objective: To examine how the type and number ofphysi-
cal symptoms reported by primary care patients are related
to psychiatric disorders and functional impairment.

Design: Outpatient mental health survey.

Setting: Four primary care clinics.

Patients: One thousand adult clinic patients, of whom
631 were selected randomly or consecutively and 369 by
convenience.

Main Outcome Measures: Psychiatric disorders as de-
termined by the Primary Care Evaluation of Mental Dis-
orders procedure; the presence or absence of 15 common

physical symptoms and whether symptoms were somato-
form (ie, lacked an adequate physical explanation); and
functional status as determined by the Medical Outcomes
Study Short-form General Health Survey.
Results: Each of the 15 common symptoms was frequently

somatoform (range, 16% to 33%). The presence of any
physical symptom increased the likelihood of a diagnosis
of a mood or anxiety disorder by at least twofold to three-
fold, and somatoform symptoms had a particularly strong
association with psychiatric disorders. The likelihood of
a psychiatric disorder increased dramatically with increas-
ing numbers of physical symptoms. The prevalence of a

mood disorder in patients with 0 to 1, 2 to 3, 4 to 5, 6 to

8, and 9 or more symptoms was 2%, 12%, 23%, 44%, and
60%, respectively, and the prevalence of an anxiety dis-
order was 1%, 7%, 13%, 30%, and 48%, respectively. Fi-
nally, each physical symptom was associated with signifi-
cant functional impairment; indeed, the number ofphysical
symptoms was a powerful correlate of functional status.

Conclusions: The number of physical symptoms is highly
predictive for psychiatric disorders and functional im-
pairment. Multiple or unexplained symptoms may sig-
nify a potentially treatable mood or anxiety disorder.

(Arch Fam Med. 1994;3:774-779)

Physical symptoms are ex¬

ceedingly prevalent, gener¬
ating an estimated 400 mil¬
lion clinic visits each year in
the United States alone, or

57% of all outpatient encounters.1 Func¬
tional impairment comparable to many
medical disorders has been demon¬
strated for several symptoms, such as back
pain, chronic fatigue, and dizziness.2"4
Faced with the symptomatic patient, the
physician's objectives are typically to de¬
fine the cause and to provide curative or

palliative therapy. Unfortunately, 30% to
75% of physical symptoms lack a precise
organic cause even after costly diagnostic
testing, and medications or other treat¬
ments are often ineffective.5,6

Physical symptoms are a common

manifestation of potentially treatable psy¬
chiatric disorders, particularly depres¬
sion and anxiety.7~9 Indeed, physical rather
than emotional symptoms are the pre¬
dominant complaints in patients with psy¬
chiatric disorders who seek care in the gen¬
eral medical setting.9"13 While depression
or anxiety is present in 20% to 40% of pri¬
mary care patients,14"16 these disorders re¬

main undiagnosed and untreated at least
half of the time.16"19 Furthermore, they
result in disability and functional im-
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METHODS

Details of the PRIME-MD Study, including patient sampling
procedures, have been described elsewhere.21 Briefly, the study
population consisted of 1000 patients who presented for medi¬
cal care at four primary care clinics. The first 369 patients were

selected by convenience independent of the participating phy¬
sicians' suspecting or knowing that a patient had any psychi¬
atric disorder. The remaining631 patientswereselected con¬

secutively or randomly using site-specific methods to avoid
sampling bias. The convenience sample and the consecutive
or randomly selectedsample did notdiffer significandy in terms
ofage, sex, ethnicity, education, functional status, or frequency
ofpsychiatric diagnoses. Patients had a mean age of 55 years
(range, 18 to 91 years); 60% were women, 58% were white,
and 28% were college graduates. Ofthe total sample, 77% were

established clinic patients; the remainder were seen for the
first time. The study protocol was approved by the institutional
review boards of all study centers.

The 1000 studyparticipants were evaluated with PRIME-
MD, a procedure that allows clinicians to make Diagnostic Sta¬
tistical Manual of Mental Disorders, Revised Third Edition22
criteria-based diagnoses ofmood, anxiety, alcohol, eating, and
somatoform disorders, which together account for the ma¬

jority of psychiatric disorders encountered in primary care

practice.1416,23 The PRIME-MD consists of a 26-item self-
administered patient questionnaire (PQ) and a clinician evalu¬
ation guide (CEG) that the physician uses to inquire about
positive responses on the PQ to establish the presence or ab¬
sence ofone or more psychiatric disorders. Data regarding the
validity and utility of PRIME-MD are reported elsewhere.21
Briefly, the average amount of time spent by the physician ad¬
ministering the CEG to patients who scored positively on the
PQ (n=790) was 8.4 minutes. The agreementbetween PRIME-
MD diagnoses and blinded reinterviews by mental health pro¬
fessionals was modest ( =0.71 for any psychiatric diagnosis,
ranging from 0.55 to 0.73 for specific modules) but approxi¬
mated the levels of agreement among mental health profes¬
sionals using validated but much lengthier psychiatric inter¬
views. Concurrentvalidity was further supported by the strong
correlation between PRIME-MD diagnoses and standard psy¬
chiatric symptom severity scales as well as indexes of func¬
tional impairment and health care utilization.

The somatoform section of the PRIME-MD PQ in¬
quires about 15 physical symptoms or symptom clusters
(Table I ) that account for over 90% of symptoms re¬

ported in the outpatient setting.1,3,4 The 15 physical symp¬
toms are used solely to prompt entry into the somatoform
module; there is another PQ item about disease concern

that screens for hypochondriasis, while the other 10 PQ
items are psychiatric or nonphysical symptoms that prompt
entry into the mood, anxiety, eating, or alcohol modules.
Thus, any predictive relationship between physical symp¬
toms and mood or anxiety disorders identified in our study
at least is not a result of measurement bias that would per¬
tain if physical symptoms endorsed by patients on

PRIME-MD produced a lower threshold for querying about
nonsomatoform mental disorders.

Physical symptoms are prefaced in the PQ by the query,
"During the past month, have you often been bothered by
...

(1) stomach pain? (2) back pain? ..." For each symp¬
tom, patients simply check "yes" or "no." The physician
reviews the PQ and enters the somatoform module in the
CEG only if the patient has endorsed three or more symp¬
toms on the PQ. For each symptom endorsed on the PQ,
the CEG has a two-step probe. First, the physician asks,
"Has (symptom) bothered you a lot in the past month?" If
the patient replies yes, the CEG instructs the physician to
decide: "Based on your clinical judgment, does the symp¬
tom have a physical explanation that is adequate to ex¬

plain its severity and associated disability?" Only if the phy¬
sician answers no to this question is the symptom classified
as somatoform. Thus, a somatoform symptom is one that
is both recently bothersome and physically unexplained.

The Medical Outcomes Study Short-form General
Health Survey (SF-20)24 was used to measure functional
status in six domains: physical, social, and role function¬
ing; mental health; bodily pain; and general health percep¬
tions. Analysis ofvariance and  2 analysis were used to com¬

pare continuous and categorical variables, respectively.
Analysis of covariance was used to adjust functional sta¬
tus scores for the number of medical disorders, age, sex,
minority status, educational level, and site. Similarly, mul¬
tiple logistic and linear regression methods were used to
control for the effects of these confounding variables when
assessing the independent effect of physical symptoms on

psychiatric comorbidity and functional status.

pairment comparable to that seen in chronic medical
disorders.19,20

Because of the pervasiveness of physical symptoms
in outpatient practice and their potential relationship to
common psychiatric disorders, we analyzed data from the
Primary Care Evaluation of Mental Disorders (PRIME-
MD) Study21 to answer the following questions: (1) How
often are common physical symptoms somatoform, ie,
lacking an adequate physical explanation? (2) Are cer¬

tain types of physical symptoms particularly likely to be
associated with psychiatric disorders and functional im-

pairment? and (3) Is the number of physical and somato¬
form symptoms predictive of psychiatric disorders and
functional impairment?

RESULTS

TYPE OF SYMPTOM

Table 1 shows the prevalence of each of the 15 physical
symptoms in our primary care patients (range, 3% to 58%)
and the proportion of symptoms that were judged to be so-



matoform (range, 16% to 33%). Fatigue and insomnia were

less frequently somatoform because the PRIME-MD auto¬

matically prohibits classification ofeither of these two symp¬
toms as somatoform if the physician decides they are due
to a mood or anxiety disorder. The degree of physician fa¬
miliarity with a patient did not affect the likelihood of a

symptom's being judged somatoform: the mean number
of physical symptoms endorsed on the PQ (4.3, 4.5, and
4.8) as well as the proportion that physicians considered
somatoform (20%, 21%, and 18%) were similar among pa¬
tients who were known "not at all," "somewhat," or "fairly
well" by the physician evaluating them.

Anxiety disorders were present in 24% to 50% of pa¬
tients endorsing specific symptoms (vs 18% in the over¬

all study sample) and mood disorders were present in 32%
to 62% (vs 26% in the overall sample). Somatoform symp¬
toms had a particularly strong association with psychi¬
atric disorders. The likelihood of an anxiety or mood dis¬
order increases dramatically as one moves from the group
without a particular symptom to the group with that
symptom, and then to the group in whom that symp¬
tom is somatoform.

The calculation ofunadjusted odds ratios (ORs) con¬

firms this pattern: most physical symptoms were associ¬
ated with at least a twofold-to-threefold increased likeli¬
hood of a mood or anxiety disorder. The ORs for the 15
symptoms ranged from 1.9 to 5.5 for a mood diagnosis and
from 1.3 to 8.9 for an anxiety diagnosis. When adjusting
for demographic characteristics (age, sex, minority sta¬

tus), medical comorbidity (number of physical disor-

ders), and study site, ORs declined but remained statisti¬
cally significant for most symptoms. However, when also
controlling for the number of physical symptoms en¬

dorsed by the patient, only insomnia retained a significant
adjusted OR for a mood disorder (3.7; 95% confidence in¬
terval [CI], 2.5 to 5.4) or anxiety disorder (2.7; 95% CI,
1.7 to 4.1 ). In summary, all of the physical symptoms were

associated with an increased likelihood of a mood or anxi¬
ety diagnosis, but the number ofsymptoms rather than the
specific type of symptom was the strongest predictor.

When symptoms were judged to be somatoform, the
ORs ranged from 1.0 to 29.9 for a mood diagnosis (12 symp¬
toms had an OR of S:3.0) and 1.9 to 12.3 for an anxiety di¬
agnosis (13 symptoms had an OR of ^3.0). However, when
adjusting for the variables described above, including the
total number ofphysical symptoms, the ORs for a mood di¬
agnosis remained significant only for somatoform fatigue
(4.3; 95% CI, 2.9 to 6.5) and somatoform insomnia (2.4;
95% CI, 1.6 to 3.5). Adjusted ORs for an anxiety diagnosis
remained significant only for somatoform palpitations (2.2;
95% CI, 1.6 to 3.2) and somatoform insomnia (3.0; 95%
CI, 2.0 to 4.5). Like physical symptoms in general, somato¬
form symptoms are more likely to predict a mood or anxi¬
ety diagnosis as the total symptom count rises.

Functional impairment was substantial in symptom¬
atic patients regardless of the specific type of symptom. As
shown in Table 2, there were considerable differences in
SF-20 scores between patients with and without each symp¬
tom. A five- to 10-point decrement on an SF-20 scale is simi¬
lar to that seen with several chronic medical disorders.20,25

*N=1000 patients (except for somatoform symptoms, where complete data were available for 933 patients).
t Not classified as somatoform if symptom occurs only during panic attacks.
i Analysis for this symptom restricted to women younger than 55 years (n=255).
§ Not classified as somatoform if physician decides that symptom is due to a mood or anxiety disorder.



Of the 90 comparisons in Table 2 showing differences be¬
tween patients with and without each of the 15 symptoms
on the six SF-20 scales, 88% of the differences were 10 points
or greater, and 60% were 15 points or greater. Because SDs
varied among the six SF-20 scales, we also determined the
effect size of each symptom on functional status, calcu¬
lated as the average difference in SF-20 scores between pa¬
tients with and without each symptom divided by the SD
for that SF-20 scale.26 Most of the effect sizes shown in Table
2 were substantial, with 69% being 0.50 or greater and 91%
being 0.25 or greater. Symptom-related impairment was glo¬
bal with sizable decrements across all scales rather than just
selected scales. Even on the bodily pain scale, nonpain symp¬
toms were associated with mean decrements comparable
to pain symptoms. This may reflect the considerable cor¬

relation among symptoms, with many patients endorsing
a variety of both pain and nonpain physical complaints.

NUMBER OF SYMPTOMS

In our sample, patients endorsed a median of four physi¬
cal symptoms on the PRIME-MD PQ. As shown in Table 3,
the likelihood of a mood or anxiety disorder increased dra¬
matically with increasing numbers of physical symptoms.
In going from patients with the fewest to the most symp¬
toms, the prevalence of anxiety disorders increased from
1% to 48% and the prevalence of mood disorders, from 2%
to 60%. Somatoform symptoms were associated with pro-

portionately more psychiatric diagnoses. For example, one

or two symptoms judged to be somatoform were associ¬
ated with psychiatric comorbidity nearly comparable to six
to eight physical symptoms simply endorsed on the PQ.

The number of physical symptoms was also a pow¬
erful correlate of functional impairment (Figure) and re¬

mained so even when controlling for age, sex, minority sta¬
tus, educational level, number of medical disorders, and
the presence of a mood or anxiety disorder. Using the mean

of the six SF-20 scales as the dependent variable in a mul¬
tiple linear regression analysis, significant effects (P<.001)
were found for number of physical symptoms (standard¬
ized regression coefficient=—0.44), presence of a mood or

anxiety disorder (—0.33), number of physical disorders
(—0.16), and age (—0.09). Examination of the partial R2
revealed that the number of physical symptoms ac¬

counted for 35% of the variability in functional status. In¬
terestingly, when both the total number of physical symp¬
toms and the number of somatoform symptoms were

entered, the latter no longer remained significant.

COMMENT

Physical symptoms that are identified by medical out¬

patients as currently bothersome increase the likeli¬
hood of a depressive or anxiety disorder by at least
twofold to threefold. Somatoform symptoms and the
total number of physical symptoms are particularly

*SF-20 indicates Medical Outcomes Study Short-form General Health Survey.
t Average difference equals decrease in SF-20 score (rounded in table, but not for effect-size calculations) in patients with symptom vs those without that

symptom. Effect size=average differences SD.
 Difference between those with and without this symptom not significant. All other differences, P<.001.
 Mean SF-20 scores for entire patient sample. Scales scored 0 to 100, where 100 equals best functioning.



powerful correlates of psychiatric illness and func¬
tional impairment.

Patients with multiple or unexplained physical com¬

plaints have sometimes been referred to as the "worried
well," a pejorative label that implies an absence of disease
and an inappropriate use of health services. However, only
a minority of patients who experience common symp¬
toms actually report them to a health care provider.27,28 Fac¬
tors that precipitate a clinic visit include persistent symp¬
toms, perceived seriousness, functional impairment,
expectations for medication, diagnostic testing or referral,
and psychological distress such as depression, anxiety, and
stress.7'9,29,30 The uncertainty and suffering related to these
factors should not be dismissed.

The fact that 16% to 33% of the 15 common physical
symptoms endorsed on the PQ were ultimately judged to
be somatoform is perhaps a conservative estimate of the
proportion of symptoms that may be physically unex¬

plained, because to qualify as somatoform with the PRIME-
MD, a symptom must be physically unexplained and have
bothered the patient a lot in the past month. Studies that
define a somatoform symptom as one that is physically un¬

explained but that do not require an impairment thresh¬
old (eg, "bothered a lot in the past month") will produce
higher estimates of the proportion of physical symptoms
that are somatoform. Also, symptoms for which the phy¬
sician believed additional evaluation was required to ex¬
clude a physical cause were classified by the PRIME-MD
as not somatoform; thus, it is likely that at least some of
these symptoms would eventually prove to be somato¬
form after a negative diagnostic workup.

What are the implications of labeling a symptom as

somatoform? Coexisting mood and anxiety disorders do
not in themselves prove a psychiatric cause for physical
symptoms, nor does the lack of a definitive physical ex¬

planation confirm a psychopathologic disorder. Indeed,
there remain many boundary diseases—fibromyalgia, ir-

Relationship between the total number of physical symptoms reported by
patients on the Primary Care Evaluation of Mental Disorders and the
functional status as measured by the Medical Outcomes Study Short-form
General Health Survey (SF-20). The SF-20 scores are adjusted for number of
physical disorders, age, sex, minority status, educational level, and study site.
Decline in functional status was significant (P<.001) forali scales.

ritable bowel syndrome, chronic fatigue syndrome, ten¬
sion headache, premenstrual syndrome, environmental
illness, and others—that consist primarily of symptoms
for which satisfactory physiologic or psychologic expla¬
nations have not been established.

Even individual symptoms such as headaches, diz¬
ziness, menstrual complaints, and fatigue frequently lack
a verifable anatomic or physiologic abnormality. Clearly,
the designation of a symptom as somatoform involves
considerable judgment, etiologic uncertainty, and in¬
terobserver variability. While clinical judgment re¬

mains the standard whereby symptoms are classified as

somatoform in psychiatric nosology,22 it is hoped that by
expanding on the limited research done on physical symp¬
toms to date, we will better unravel the relative contri¬
butions of physical and psychiatric factors. In the mean¬

time, exploring emotional factors is more often neglected
than pursuing physical causes because of the societal
stigma attached to psychological attributions (ie, "Are you
saying this is all in my head?").

Our study has several limitations. First, symptoms were

identified by a questionnaire rather than a presenting com¬

plaint, and subjects endorsed a median of four physical
symptoms. However, after further probing with the CEG,
patients often admitted that a number of these symptoms
were not currently bothersome. Because some symptom
scales used for psychiatric screening ask subjects to grade
the severity of their symptoms, it is possible that symp¬
tom checklists like the PRIME-MD that simply inquire about
the presence or absence of a symptom may overestimate
clinically relevant symptoms. In any case, the PRIME-MD
physical symptom count proved to be a powerful marker
ofpsychiatric comorbidity and impairment. Like the eryth¬
rocyte sedimentation rate for physical disorders, elevated
PRIME-MD symptom counts are suggestive though not di¬
agnostic of potential psychopathologic disease.

The cross-sectional design of our study does not al-



low us to examine the question of temporal relationship.
Nonetheless, the strength of the association as well as the
dose-response relationship between physical symptoms and
psychiatric disorders should encourage physicians to at least
screen for the potentially treatable mood and anxiety dis¬
orders that so frequently accompany physical complaints.

Although the PRIME-MD was the method used to
enumerate physical symptoms in our study, other well-
validated self-report symptom inventories are available,
not to mention the even more commonly used clinical
interview that draws on spontaneously volunteered com¬

plaints augmented by a review ofsystems. The PRIME-MD
does have a practical advantage of marrying self-
reported symptoms with a criteria-based psychiatric in¬
terview that achieves a reasonable balance of efficiency,
accuracy, utility, and patient acceptance.21

Simon and Von Korff13 found that persons with psy¬
chiatric disorders were just as likely to admit to psycho¬
logical as to physical symptoms. However, the subjects in
that study were community respondents rather than clinic
patients, and they were explicitly asked about a list of symp¬
toms rather than presenting to a physician with a specific
complaint. A wealth of literature on somatization sug¬
gests that the majority of patients with psychiatric disor¬
ders who are seen in the general medical sector present with
physical rather than emotional complaints.7"9

Subscribing to an either-or, mind-bodydualism detracts
from the proper evaluation and management of that large
number ofpatients whose symptoms we do not fullyunder¬
stand. Whilenophysicianwho evaluates a symptomaticpa¬
tient wants to miss a serious and potentially treatable physi¬
cal cause, costly and exhaustive wild goose chases often add
little beyond the initial history, physical examination, and
focused laboratory testing.3,5,31"33 Depression, anxiety, and
other psychosocial factors should be considered earlier in
the evaluation ofpatientswithmultiple orunexplained physi¬
cal symptoms rather than routinely reserving them as diag¬
noses ofexclusion. It is hoped that the PRIME-MD or other
efficient methods for detectingpsychiatric disorders may im¬
prove both the clinical outcome and cost-effectiveness ofcar¬

ing for the symptomatic patient in primary care practice.

Accepted for publication fune 7, 1994.
PRIME-MD materials can be obtained from Biomet¬

rics Research, New York State Psychiatric Institute, 722
W 168th St, New York, NY 10032 (Dr Spitzer).

Reprints not available.
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