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CHAPTER 22. 
 
 
               
SOMATIC SYMPTOM DISORDER AND REALTED DISORDERS 
 
Patients sometimes present with symptoms for which no structural basis (e.g., brain 
pathology) can be found. These are often neurological symptoms, such as headache or 
paralysis. Such patients present to their general practitioner and are often referred on 
to neurologists. 
 
Throughout the 20th century the medical attitude was that if nothing could be 
demonstrated on neuroimaging and other investigations, disease had been excluded 
and the patient was imagining or pretending to be sick - and they were referred to a 
psychiatrist. Psychiatry had a number of diagnoses which could be used. For example, 
when a patient had a paralysis or lack of skin sensation, the diagnosis of “Conversion 
disorder” might be made – the conceptualization of the time was that such individuals 
were emotionally stressed – and they converted this stress into a physical symptom, 
and this process significantly reduced the emotional stress.  
 
While referral to psychiatry might be appropriate, in some such cases, and certainly 
psychiatry has much to offer in this obscure area of medicine.  
 
However, there has been a revolution. The lack of a structural fault is no longer taken 
to indicate the absence of disorder. The patient’s account of disability/suffering is 
accepted, physical signs which were once ignored are now given importance. It is 
now accepted that the neurological system may not be functioning properly, even 
though no lesion can be demonstrated. In such cases the term “functional” is 
employed, but no longer with a dismissive tone. Recently neurology has become 
much more engaged in the field and specialized clinics have been established. 
 
 In 2013, the DSM-5 reclassified some of these conditions which sit between 
psychiatry and neurology.  
 
The following will be briefly described: 
Somatic Symptom Disorder,  
Illness Anxiety Disorder,  
Functional Neurological Symptom Disorder,  
 
Factitious disorder which is placed in this group in DSM-5 is discussed in the next 
chapter (24) which deals with Malingering (these two have similarities and an 
important difference). 
 
Somatic symptom disorder and related disorders are common and costly to the 
community. Patients with these conditions have twice the number of primary care 
visits, three times the number of general hospital bed-days and almost four times as 
many psychiatric bed-days as controls (Andersen et al, 2013). 
 
 
 



Pridmore S. Download of Psychiatry, Chapter 22. Last modified: February, 2021. 2 

Somatic Symptom Disorder (SSD) 
 
SSD is characterized by preoccupation with one or more distressing physical 
symptoms, resulting in the disruption of daily life” (Rosic et al, 2016).  
 
“Somatic symptoms receive disease status value once they are accompanied by 
excessive thoughts, feelings and behaviours” (Toussaint et al, 2020). These authors 
report that some patients with SSD spend 4 hours per day “dealing with physical 
complaints”. 
 
SSD may exist in the presence of a known medical condition – in which case the 
distress and dysfunction is in excess of what would be expected. 
 
Disorders and symptoms which fit the definition of SSD in general practice include 
some cardiac complaints, loss of energy, fibromyalgia, chronic fatigue, chronic pain, 
numbness and tingling, headache, insomnia and some gastrointestinal and respiratory 
difficulties (DSM-5). 
 
Somatic symptom disorder is probably present in 5-7% of the general population 
(DSM-5) - it is one of the most common disorders encounter in general practice and is 
reported in 5-15% of cosmetic surgery clinic patients (Wang and Wang, 2020). 
 
The female to male ratio of 10:1 (Yates and Dunayevich, 2014) 
 
Aetiology probably includes early adversity - this was the case with some of the older 
diagnoses which DSM-5 replaced.  
 
Intelligence is negatively associated with the number of “functional somatic 
symptoms” reported (Kingma et al, 2009). Presentation with somatic symptoms for 
which no physical basis can be located is more frequent in the lower socioeconomic 
classes (Gentry et al, 1974).  
 
Neuroimaging studies have been conducted – but no consistent findings/conclusions 
have been possible. 
 
Useful treatments in related disorders include cognitive behaviour therapy and 
antidepressants – especially the older, tricyclics. A brief psychoeducation course may 
be beneficial (Johnson et al, 2020). 
  
 
Illness Anxiety Disorder (IAD) 
 
The prominent feature of Illness anxiety disorder is excessive concern about having or 
developing a disease – the patient does not accept medical reassurance. The disorder 
has been known for millennia.  
 
[It was formerly known as ‘hypochondria’. This term developed because no cause for 
symptoms would be found by touch/palpation – so, it was assumed the patient had 
pathology under the cartilage (chondrium) of the front of the chest, which therefore 
impossible to locate/palpate. 
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The term ‘hypochondriac’ is now considered to be impolite and no longer used. 
 
The current author searched Illness Anxiety Disorder and then Hypochondriasis, in 
PubMed. When searching Illness Anxiety Disorder, this term did not appear in the 
title of the first 100 papers. When searching Hypochondriasis, this word appeared in 4 
of the first 10 papers. Thus, IAD is not yet a widely accepted term. 
 
The DSM-5 criteria are as follows: 

A. Preoccupation with having or acquiring a serious illness 
B. Somatic symptoms are not present, or only mild in intensity 
C. There is a high level of anxiety about health, easily alarmed 
D. Excessive health related behaviours (checks pulse, attends hospital) 
E. Has been present for at least 6 months 

  
An example - a patient has no clear symptoms but believes he/she has cancer and 
cannot be reassured by the doctor. 
 
When the belief is unshakable and held with delusional intensity, the diagnosis 
Delusional disorder – somatic type, is appropriate (see DOP Chapter 4). 
 
The diagnosis is frequently made in the primary care. 
 
This is a difficult condition to manage. CBT is a recommended treatment, but with 
modest scientific support (Weck et al, 2017). A 4-16-year follow-up of patients 
suffering ‘hypochondriasis’ who have received therapeutic doses of SSRIs found that 
40% of patients continued to meet diagnostic criteria (Schweitzer et al, 2011). In a 
recent study of combined CBT and medication, 50% of patients failed to respond 
(Fallon et al, 2017). 
 
 
Functional Neurological Disorder (FND)/Conversion disorder 

 
 
DSM-5 retained the diagnosis/words, ‘Conversion disorder’, but listed ‘Functional 
Neurological Disorder’ as an equivalent. Both are used in the literature, but with 
rising interest in neurology, FND is likely to become the preferred term in future. 
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 It must be emphasised – the new approach to FND is that our inability to 
demonstrate a structural cause for the symptoms does not terminate therapy. 
Importantly, the symptom/s is accepted as real and the patient is accepted as a 
suffering person. The new approach is to accept the patient’s account of 
symptoms/experience, rather than reject on account of the images provided by 
currently limited imaging techniques - and get on with helping (Bennett, et al 2021). 
 
The DSM-5 diagnostic criteria: 

A. One or more symptoms of altered voluntary motor of sensory function. 
B. Evidence of incompatibility between the symptom and recognized 

neurological or medical conditions. 
C. Not explained by another medical or mental disorder 
D. Causes significant distress or impairment in function. 

 
The most common examples are loss of movement or sensation of a limb - others 
include blindness (Gungor and Aiyer, 2017), pseudoseizures, gait abnormalities, 
mutism, and movement disorders (Hallett, 2010).  
 
FND occurs across the lifespan and is three times more common among females. 
 
At least 5% of patients in general hospital meet the criteria for FND. The greatest 
prevalence (up to 20%) is found in neurology clinics. 
 
Psychiatric co-morbidity is frequently present, particularly depression (38-50%), 
anxiety (10-16%) and personality disorder. 
 
Neuroimaging - studies are producing evidence not of structural but of functional 
abnormalities (Hassa et al, 2017). 
 
Previously, treatment has included possible brief hospitalization, which relieves social 
and other pressures. It is important for any hospitalization to be active and brief. 
There was some support for cognitive behaviour therapy (Krocnke, 2007), 
antidepressants and TMS (Schonfeldt-Lecuona et al, 2006) and physiotherapy. While 
acute onset paralysis and loss of sensation often responded well to psychiatric and 
psychotherapy input, chronic disorder could be unresponsive and involve wheel-chair 
existence (Mace & Trimble, 1996).  
 
Bennett et al (2021) provide a very encouraging, up-to-date practical review of FND. 
They “recommend patients with FND are referred to specialists with expertise in 
neurological diagnosis” – clearly expressing a change from the time when patients 
without a demonstrable CNS lesion were automatically dispatched to the psychiatrist. 
They observe, “FND is finding its way into mainstream neurology training”. 
 
Bennett et al (2021) explain that the unexplained dysfunction of the brain may not 
allow people to perform willed actions, but such actions may occur when the patient 
performs a well learned complex procedure such as dancing. They also observe that 
some movement may not be possible when willed, but it may be possible as part of an 
automatic action – e.g., Hoover’s sign – when hip extension is weak – asking the 
patient to flex the other hip causes the apparently ‘weak’ side to contract/work to 
stabilize the body so that the requested hip flexion can occur. 
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Bennett et al (2021) agree that cognitive and psychodynamic therapy may have a 
place in treatment. They provide a very helpful list of suggestions regarding 
communicating with patients: 
“FND is a problem with the functioning of the nervous system. A problem with the 
software rather than the hardware”. 
When the patient asks “So, are you saying it’s in my mind” - a recommended answer 
– “FND is a condition that shows that the mind and the brain are one and the same 
thing.” 
 
 
Factitious Disorder (and Malingering) 
Are covered in Chapter 23 
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