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DSM-5 (Somatic Symptom and Related 

Disorders)

 DSM-5 (Somatic Symptom and Related Disorders)

 1-Somatic Symptom Disorder

 2-Conversion Disorder

 3-Illness Anxiety Disorder

 4-Factitious Disorder

 5-Psychological Factors Affecting other Medical Conditions

 6-Unspecified Somatic Symptom and Related Disorder

 We often use the word “somatization” instead of somatic symptom or conversion disorderWe try to normalize somatization 
(everyone somatizes)We convey that somatization is on a spectrum In two of the conditions the absence of any medical 
pathophysiology is a criteria for diagnosis; 

 these are Conversion Disorder and Other Specified Somatic Symptom and Related Disorder (which includes Pseudocyesis, 
a false belief of being pregnant that is associated with objective signs and reported symptoms of pregnancy).
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DSM IV  DSM 5
 Somatization disorder  Somatic Symptom Disorder

 Conversion disorder  Conversion Disorder 

 Same but shift in focus to positive signs and neuro exam

 Pain disorder  Somatic Symptom Disorder with predominant pain 

 also consider: Psychological Factors affecting Other Medical Conditions VS Adjustment Disorder

 Hypochondriasis   Illness Anxiety Disorder

 Body Dysmorphic disorder  moved to Obsessive-Compulsive and Related disorders

 Undifferentiated somatoform disorder  Other Specified Somatic Symptom and 
Related Disorder

 Somatoform disorder NOS  Unspecified Somatic Symptom and Related Disorder
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 Between 2% and 20% of children present to medical professionals with “functional” aches and pains 
that have no known organic cause.

 Somatization has been described as the tendency to experience and express psychological distress 
through somatic complaints . 

 suggested that somatization occurs universally in young children who have not yet developed the 
cognitive and linguistic skills needed to comprehend and communicate their feelings.

 Somatization is also common in cultures that accept physical illness but not psychological symptoms as 
an excuse for disability.

 This chapter has been adapted from Shaw RJ, DeMaso DR: “Somatoform Disorders,” in Clinical Manual 
of Pediatric Psychosomatic Medicine: Mental Health Consultation With Physically Ill Children and 
Adolescents. 

 Community surveys of children and adolescents suggest that recurrent somatic complaints generally 
fall into four symptom clusters: cardiovascular, gastrointestinal, pain/weakness, and pseudoneurological
(Garber et al. 1991) .

 Large community samples have found that children commonly report recurrent complaints of 
headache and abdominal pain aswell as fatigue and gastrointestinal symptoms



 Nausea, sore muscles, back pain, blurred vision, and food intolerance are also 
common complaints. 

 The prevalence of somatization is roughly equal among boys and girls in early 
childhood, but rates for females may rise in adolescence. 

 Children and adolescents with a history of somatization are more likely to 
experience emotional and behavioral difficulties, be absent from school, and 
exhibit poor academic performance.

 Pediatric somatization is strongly correlated with the presence of depression 
and anxiety (Campo et al. 1999).

 About one-third to one-half of children with somatization have comorbid 
emotional spectrum disorders, such as depression and anxiety, usually 
developing after the onset of somatic complaints



RISK FACTORS FOR PEDIATRIC (Somatoform Disorders)

‘(Somatic Symptom and Related Disorders)

 A variety of risk factors have been associated with somatization in children 
and adolescents. 

1-Genetic Factors

 2- Stressful Life Events

 3- Personality Traits and Coping Styles

 4- Learned Complaints

 5- Family Factors

 6- Family Factors

 7- Childhood Physical Illness



MODEL OF PEDIATRIC SOMATIZATION 

 Figure 8–1 outlines a model of pediatric somatization that details the pathways associated with the development of 
somatic symptoms.

 Physical symptoms may be generated by authentic physical illness and/or as an indirect result of psychological distress.

 Physical symptoms may be promoted and given more attention by the individual through the process of 
somatosensory amplification, described earlier in “Personality Traits and Coping Styles.”

 In somatoform disorders, these physical symptoms are frequently reinterpreted and attributed to medical illness.

 Patients who have had a prior traumatic physical illness (e.g., cancer) may be particularly prone to scan their bodies for 
physical symptoms and interpret these symptoms, often incorrectly, as heralding recurrence of illness.

 This pathway continues toward clinically significant somatization and the diagnosis of somatoform disorder.

 The process of somatization may be reinforce’’’’’’’’’’;’’d by attention from caregivers and physicians and/or avoidance 
of stressful situations (e.g., attending school, participating in competitive athletics) as a consequence of the illness 
behavior. 

 These feedback loops may help establish a pattern of the illness behavior that persists beyond the original reason for the 
symptom, whether it was physiological or psychological in nature.

 Psychological trauma may play an important role in amplifying and fostering somatoform symptoms.



MODEL OF PEDIATRIC SOMATIZATION 



1-Genetic Factors

 Somatization clusters in families. 

 somatization disorder:

 in 10%–20% of first-degree relatives of patients with this disorder. 

 a concordance rate of 29% in monozygotic twin studies.

 Rates of anxiety and depression are also higher in family members of somatizing children and adolescents, suggesting a 
possible genetic etiology (Fritz et al. 1997).

 Mothers of children who somatize are;

 1- more likely to report an excess of functional abdominal pain, anxiety, depression, and other somatic symptoms

 2-to have a history of irritable bowel syndrome, chronic fatigue, and somatoform disorder (Campo et al. 2007).

 . 

 Some studies indicate that parental physical illness may be associated with childhood somatization (Kaplan et al. 1994).



1-Genetic Factors

 Recent imaging studies have the potential to help explain some of the neural mechanisms involved in 
somatization.

 Functional magnetic resonance imaging studies with conversion disorder:

 have shown decreased or absent activation in the contralateral sensorimotor cortex during sensory or 
motor tasks .



 Lower rates of cerebral glucose metabolism have demonstrated in patients with somatization disorder.

 Debate continues as to whether these neuroimaging studies suggest an exclusion of sensorimotor 
representations from awareness through attentional processes or whether the findings might better be 
explained by the modulation of such representations by primary affective or stress-related factors.

 Researchers have also proposed that serotonergic amino acids, specifically decreased plasma 
111concentrations of tryptophan (a precursor of serotonin),

 or perhaps elevated plasma levels of bradykinin, may be implicated in somatization (Fukuda 2003; Rief
et al. 2004).



Stressful Life Events Stressful life events

 childhood trauma, associated with the development of somatization later in life.

 Chronic stressors can have an effect on the body’s stress response systems, such as the hypothalamicpituitary-adrenal 
(HPA) axis.

 Although elevations of cortisol may be associated with acute stress,

 prolonged exposure to stress can suppress the HPA axis, resulting in the lowered cortisol levels that are associated with 
somatic complaints. 

 Somatoform symptoms have been linked to traumatic events experienced in both childhood and adulthood.

 Roelofs et al. (2005) have found that the number of traumatic events an individual has experienced is associated with the 
number of conversion disorder symptoms exhibited. 

 Evidence suggests that childhood traumatic events alone may not have the power to trigger somatic symptoms    

 but rather that events experienced as an adult together with previous childhood trauma may result in heightened somatic 
complaints (Roelofs et

 al. 2005



Stressful Life Events Stressful life events

 A high correlation between sexual abuse and somatic symptoms (Brooks 1985; Campo Somatoform Disorders ). 

 Salmon et al. (2003) showed a significant associations between sexual abuse . psychological abuse,

 and somatization in patients who have nonepileptic seizures. 

 In a study of Finnish high school students, Poikolainen et al.

 found significant correlations between somatic symptoms and several psychosocial stressors, including family conflict, 

 physical injury or illness in the family, breakup with a boyfriend or girlfriend, and increased parental absence.

 In a study of adults with hypochondriasis, Barsky et al. 

 recalled more conflict between parents, more traumatic childhood sexual experiences, and more victimization by violence than did a 
comparison group.

 found that the group had more reported emotional and physical abuse and the number of unexplained symptoms correlated 
significantly with the severity of the abuse.

 Sack et al. (2007) found that compared with nontraumatized patients, sexually traumatized patients reported a significantly higher 
incidence of somatic complaints pertaining to pain or discomfort in sexual organs or sexual indifference.

 In their study of women with headache and lower back pain, found that physical abuse and neglect were the most commonly 
reported types of childhood maltreatment.



Learned Complaints

 Principles of operant conditioning suggest that behaviors that are rewarded will increase in strength or 
frequency, whereas behaviors that are inhibited or punished will decrease. 

 Secondary gains, such as attention and sympathy from others and/or decreased responsibilities, may 
reinforce somatic complaints. 

 If somatic symptoms are reinforced early in the course of a somatoform disorder, then these behaviors 
are likely to continue. 

 A child may learn the benefits of assuming the sick role and be reluctant to give up the symptoms.

 Increased parental attention and/or the avoidance of unpleasant school pressures may further 
reinforce symptoms.

 Social learning theory also suggests that somatic symptoms may be a result of “modeling” or 
“observational learning” within the family (Jamison and Walker 1992). 

 Patients with somatoform disorders often have family members with similar physical complaints
(symptom model.



Family Factors

 According to family systems theory, somatization may serve the function of drawing attention 
away from other areas of tension, such as marital conflict.

 suggested that

 family enmeshment, 

 overprotectiveness,

 rigidity,

 and lack of conflict resolution

 predisposed family members to the development of somatization.

 Parental overprotection has been associated with somatization and hypochondriasis.

 Problematic parent interactions have been reported to be predictive of significant somatic 
complaints by children and adolescents).

 found that patients with unexplained symptoms score lower on family cohesion and higher on 
ratings of conflict. 



Childhood Physical Illness

 Although data are mixed and retrospective, a connection appears to exist 

between childhood physical illness and the later development of 

somatization. 

 Adults with hypochondriasis reported being sick more often as children 

and missing school more often for health reasons.

 Persistent abdominal pain in childhood has also been associated with 

multiple adult somatic complaints.

 found that approximately 66% of men and 75% of women who reported 

frequent adult somatic symptoms reported significant somatic concerns

when in high school.



somatic symptom disorder

 What is a somatic symptom disorder?

 Physical symptoms are very common in children, with as many as 10 percent of 
children reporting a pain or worry per day. 

 When these physical symptoms are not able to be confirmed by medical 
testing, nor have a medical explanation due to illness or disease, it may be due 
to a somatic symptom disorder.

 A somatic symptom disorder is when emotional distress is felt as physical 
distress.

 These symptoms are biological in nature and are not voluntary or “fake.” Your 
child may feel extremely distressed about his or her health symptoms and it 
may be interfering with daily life such as missing school, not wanting to be with 
peers, or avoiding typically enjoyed activities.
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somatic symptom child

 Children with somatic symptom disorder worry excessively about physical symptoms that are 
fairly routine — headaches, stomachaches, nausea or fatigue-which they interpret as signs of 
serious illness. 

 While the concerning symptoms are not made-up, they are more often than not normal bodily
sensations that nonetheless disrupt their lives significantly because they feel so much anxiety and 
stress about them.

 Children with somatic symptom disorder are more likely than adults to fixate on one particular 
symptom, and the disorder shows up in girls more often than boys. How common are somatic 
symptom disorders?

 Somatic symptom disorder ranges from 5 to 7 percent in the general population (adults and 
children), which makes it one of the most commonly reported disorders in the primary care 
setting.

 Who is affected by somatic symptom disorders?

 Females are ten times more likely to be diagnosed with somatic disorders than males



What causes a somatic symptom 

disorder?

 What causes a somatic symptom disorder?

 Researchers believe there are biological and psychosocial factors (learned 
ways of thinking in the context of a person’s social environment) involved in the 
development of somatic symptom disorder, which may include:

 Continuing, unresolved symptoms after an illness or injury

 Stress or struggles that a child has not been able to communicate verbally

 Indications/signs of emotional distress including excessive attention to bodily 
processes and possible signs of illness;

 low pain threshold;

 increased anxiety about good health
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What are the symptoms of a somatic 

symptom disorder?

 What are the symptoms of a somatic symptom disorder?

 Pain. This is the most commonly reported symptom. Areas of reported pain can include head, chest, arms, legs, 
joints, back, abdomen and other areas,Feeling tired/low energy level,Stomach ache, nausea, vomiting
Shortness of breath, trouble breathing

 Rapid heart beat ,Dizziness,Fainting,Bowel problems (diarrhea, constipation, bloating, gas)

 Movement disorders, weakness, paralysis, seizure-like episodes, memory problemsAttributing bodily sensations to 
signs of an illness

 Unreasonable amounts of time spent worrying about a specific pain or a more general symptom such as fatigue

 Recurrent abdominal pain, headache, fatigue, or nausea Fear or avoidance of physical activity

 Frequent visits to the doctor’s or nurse’s office, or in some cases, deliberately avoiding the doctor’s office

 Long amounts of time spent researching illnesses

 Acute anxiety
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DIAGNOSIS AND TESTS

 How is a somatic symptom disorder diagnosed?

 Your child will likely be seen by a multidisciplinary team consisting of 

various professionals, including: primary care provider, pediatric

subspecialist (neurology, gastroenterology, etc.), and 

psychiatry/psychology.

 The evaluation typically includes:

 • A physical exam with any medical tests (lab work, imaging)

 • Meeting with psychiatry/psychology to assess emotional, physical, 

and behavioral functioning.
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MANAGEMENT AND TREATMENT

 The goal of treating a somatic symptom disorder is to manage symptoms using both behavioral 
therapy and sometimes psychopharmacology.

 Cognitive behavioral therapy (CBT) is a type of psychotherapy (talk therapy) that helps children 
learn ways to change their patterns of thinking or behavior in order to change the way they feel. 

 CBT helps children better cope with situations, and anxiety and stress, and respond to situations
more effectively.

 OUTLOOK / PROGNOSIS

 What is the outlook for patients who have somatic symptom disorder?

 With CBT treatment,

 children with a somatic symptom disorder have a good prognosis. 

 Somatic symptom disorder is not a disease and does not have to be a life-long disorder.

 The primary goal of treatment is for your child to return to typical functioning, including 
attending school and engaging in cally enjoyed activities. i
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Treatment of Somatic Symptom Disorder

 Somatic symptom disorder is often treated with cognitive behavioral 

therapy (CBT), during which children identify the thoughts that scare them 

and try to learn that they’re just thoughts, not realistic fears.

 Another therapy technique for somatic symptom disorder is exposure and 

response prevention therapy, which exposes children to what they fear in 

a therapeutic setting and trains them not to react.

 Anti-depressants are sometimes used to address the anxiety that comes 

with somatic symptom disorder.



Conversion Disorder

 Conversion disorder presents as disturbances of voluntary motor or sensory 
function that cannot be medically explained after thorough investigation (see 
Table 8–2).

 DSM-IV-TR specifies that symptoms must be associated with psychological 
factors that include conflicts or other stressors that precede the development 
or worsening of the conversion symptom.

 As in other somatoform disorders, the symptom must not be consciously 
feigned and must produce clinically significant distress or impairment in 
functioning.

 The symptoms must be viewed as abnormal within the individual’s own culture. 

 The term conversion derives from the psychoanalytical concept that the 
somatic symptom is the re



 TABLE 8–2. DSM-IV-TR diagnostic criteria for conversion disorder

 A. One or more symptoms or deficits affecting voluntary motor or sensory function that suggest a neurological or other general medical 
condition.

 B. Psychological factors are judged to be associated with the symptom or deficit because the initiation or exacerbation of the symptom or deficit is 
preceded by conflicts or other stressors.

 C. The symptom or deficit is not intentionally produced or feigned (as in factitious disorder or malingering).

 D. The symptom or deficit cannot, after appropriate investigation, be fully explained by a general medical condition, or by the direct effects 
of a substance, or as a culturally sanctioned behavior or experience.

 E. The symptom or deficit causes clinically significant distress or impairment in social, occupational, or other important areas of functioning or warrants 
medical evaluation.

 F. 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.

 Specify type of symptom or deficit:

 With Motor Symptom or Deficit

 With Sensory Symptom or Deficit

 With Seizures or Convulsions

 With Mixed Presentation



 term conversion derives from the psychoanalytical concept 

 commonly a sexual or aggressive impulse— “converts” psychological 
distress into a physical symptom. 

 .

 However, la belle indifference is not always seen in children with 
conversion disorder; in fact, one study found that less than 8% of 
children with conversion disorder displayed this phenomenon 1990).

 Primary gain

 Secondary gain in the form of receiving increased attention from 
caregivers or being excused from various pressures or responsibilities



Epidemiology Conversion disorder 

 the most common type of somatoform disorder in children and adolescents.

 In studies of pediatric patients, the incidence varies between 0.5% and 10%.

 Conversion disorder is three times more common iadolescents than in preadolescents and rarely occurs

 in children younger than age 5 years.

 Females tend to outnumber males across all age groups (Spieringset al. 1990; Steinhausen et al. 1989). 

 This disorder is more common in rural populations, among those from lower socioeconomic status, and in adolescents who 
are under pressure to perform in academicor athletic settings.

 The prevalence is also increased in individuals with histories of physical or sexual abuse.

 Females tend to outnumber males across all age groups .



Clinical Features conversion disorder 

 Clinical features of conversion disorder are variable but can include motor 

and sensory symptoms as well as loss of consciousness.

 In 29%–54% of children with this diagnosis, symptoms begin with mimicry of 

a relative or person close to the family who has an actual illness .

 Motor symptoms include abnormal movements, disturbances in gait, 

weakness, paralysis, and tremors.

 Sensory symptoms include anesthesia and paresthesia, commonly in one 

of the extremities, as well as deafness, blindness, and tunnel vision.



Clinical Features conversion disorder 

 Patients may also present with symptoms of seizures, referred to as 

conversion seizures, pseudoseizures, or nonepileptic seizures/ events.

 Between 5% and 37% of patients presenting to neurologists for workup of 

seizures are experiencing nonepileptic events (Salmon et al. 2003).

 The onset of conversion symptoms is generally acute.

 Individual symptoms are generally shortlived, remitting within 2 weeks in 

most hospitalized patients).



Good prognostic factors include

 Good prognostic factors include

 sudden onset,

 presence of an easily identifiable stressor,

 good premorbid adjustment,

 absence of comorbid medical or psychiatric disorders.

 Patients with conversion seizures have a poorer prognosis than those with paralysis or blindness.

 The recurrence of symptoms is not uncommon, occurring in 20%–25% of cases within 1 year).

 Comorbid mood, separation, and other anxiety disorders are common.

 Stressful family events such as recent divorce, current marital conflict, or death of a close family member (Wyllie et al. 
1999), as well as overbearing and conflict-prone parenting style (Salmon et al. 2003), are also frequently associated. 

 Estimates of the presence of concomitant epilepsy in patients with conversion seizures vary widely, although recent data 
suggest that 10% of patients

 may have both diagnoses



 Conversion disorder: Typically, symptoms involve apparent deficits in 

voluntary motor or sensory function but sometimes include shaking

movements and impaired consciousness (suggesting seizures) and 

abnormal limb posturing (suggesting another neurologic or general 

physical disorder). 

 Children may present with impaired coordination or balance, weakness, 

paralysis of an arm or a leg, loss of sensation in a body part, seizures,

unresponsiveness, blindness, double vision, deafness, aphonia, difficulty 

swallowing, sensation of a lump in the throat, or urinary retention.



Hypochondriasis)illness Anxiety 

Disorder)

 Definition

 Hypochondriasis(illness Anxiety Disorder) is a preoccupation with the idea 

that one has or may have a serious disease despite medical reassurance. 

 This preoccupation is based on the misinterpretation of physical symptoms 

or signs and is severe enough to cause clinically significant distress or 

functional impairment but is not of delusional intensity.

 The disorder must last at least 6 months to meet DSM-IV-TR criteria.

 In contrast to other forms of somatization, the significance attached to 

various symptoms, rather than the physical symptoms themselves, 

produces the distress.



 TABLE 8–3. DSM-IV diagnostic criteria for hypochondriasis

 A. Preoccupation with fears of having, or the idea that one has, a serious disease based on the person’s 
misinterpretation of bodily symptoms.

 B. The preoccupation persists despite appropriate medical evaluation and reassurance.

 C. The belief in Criterion A is not of delusional intensity (as in delusional disorder, somatic Type) and is not restricted to 
a circumscribed concern about appearance (as in body dysmorphic disorder).

 D. The preoccupation causes clinically significant distress or impairment in social, occupational, or other important 
areas of functioning.

 E.The duration of the disturbance is at least 6 months.

 F.The preoccupation is not better accounted for by generalized anxiety disorder, obsessive-compulsive disorder, panic 
disorder, a major depressive episode, separation anxiety, or another somatoform disorder.

 Specify if:

 With Poor Insight: if, for most of the time during the current episode, the person does not recognize that the concern about 
having a serious illness is excessive or unreasonable



Epidemiology

 Although hypochondriasis(illness Anxiety Disorder) is believed to have its 

onset during adolescence, the onset of symptoms is more common in 

early to middle adulthood, with men and women equally affected.

 Therefore, few data are available regarding the incidence or prevalence

of hypochondriasis in childhood.

 This may be due in part to the fact that children express their concerns via 

their parents, who are likely to be the main reporters of symptoms to 

medical providers.

 Adult prevalence rates of 4%–6% have been reported in a general clinic 

population (Kaplan et al. 1994). 



Clinical Features Patients with 

hypochondriasis 

 Clinical Features Patients with hypochondriasis tend to present with a set of core 
symptoms that include a fear of disease, the conviction of having a disease, and a bodily 
preoccupation or absorption associated with multiple somatic complaints (Folks et al. 
2000).

 Patients often complain of a poor relationship with their physicians, have feelings of 
frustration and anger toward their physicians, and are prone to “doctor shopping.”

 Patients with hypochondriasis are particularly prone to somatosensory amplification and 
may experience significant secondary gain as a result of their ability to adopt the sick 
role. 

 Complications may arise as a result of exposure to unnecessary treatments and 
procedures.

 Adolescents may manifest subclinical forms of the disorder, such as unrealistic concerns 
about having AIDS or cancer (Fritz et al. 1997).

 Hypochondriasis is frequently associated with anxiety disorders (Noyes 1999).



Clinical Features Patients with 

hypochondriasis

 Individuals with hypochondriasis have symptoms similar to those seen in 
obsessive-compulsive disorder (OCD) and often may have a comorbid 
diagnosis of OCD. 

 The lifetime prevalence of OCD in patients with hypochondriasis is 8%, 
compared with 2% in the general population.

 OCD is marked by an elevated, overvalued ideation, which in the case of 
hypochondriasis would be a strong disease conviction. Illness anxiety disorder: 
Children are extremely afraid that they have or will acquire a serious disorder. 

 They are so preoccupied with the idea that they are or might become ill that 
their anxiety impairs daily functioning or causes significant distress.

 Children may or may not have physical symptoms, but if they do, their 
concern is more about the possible implications of the symptoms than the 
symptoms themselves.



Factitious Disorder

 Definition

 Intentionally exaggerates or induces signs and symptoms of illness.

 Motivation is to assume the sick role

 Other incentives for the illness inducing behavior are absent

 Criteria

 Falsification of physical or psychological signs or symptoms

 Induction of injury or disease

 Presents self as ill, impaired, or injured

 Deceptive behavior in the absence of external rewards

 Not better explained by a mental disorder
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Factitious Disorder

 Specify Source 

 Imposed on Self

 Imposed on Another (the perpetrator, not the victim, receives the dx)

 Specify Course

 Single Episode

 Recurrent Episodes (2+ events)
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Factitious Disorder 

 Factitious Disorder intentional feigning o illness with the motivation to assume 
the sick role and an absence of external incentives for the behavior (Libow, 
2000).

 Munchausen's is a form of factitious disorder but is not recognized in the DSM IV 
TR

 Subtypes

 Nuclear long term history, many hospital visits,more common in males, lower IQ

 Non-nuclear more common in females and have knowledge of medical field, 
under diagnosed Perpetrators of Factitious Disorder by Proxy

 A caregiver making a child sick in order to gain attention for their own 
emotional needs

 (OShea, 2003)



Malingering vs. Factious

 MALINGERING

 A child or adult fakes an illness for persona gain.

 For example, a child doesnt want to go t school an adult wants to sue 

someone following car accident

 (Overholser, 1990)

 FACTITIOUS

 No known reason for adapting the sick role and I can be attributed to 

psychological reasons

 . Morlikely to undergo surgeries and extensive medica treatments



 Characteristics

 31 more common in females

 Age range from 8-18

 Bland, flat and indifferent during medical evaluations

 Often takes at least 14 months to diagnose,

 easier to diagnose in younger children because of less complex means of 

making themselves ill

 (Libow, 2000)



Causes

 Lack of a support system at home (illness ofparent,

 loss of parent or little parent involvement) ,

 Depression

 Dependence 

 ;Lifelong involvement with physicians(Hickson Stutts, 1999)

 Poor sense of self 

 ,Suicidal tendencies 

 ,Sexual/physical abuse

 Extreme poverty/homelessness

 Chronic lying 

 ;Institutionalization 

 ;Chronic illness



Factitious Disorder

 Epidemiology

 Prevalence in general population is unknown

 Diagnosed in about 1% of patients seen in psychiatric consultation in general 
hospitals

 Likely higher in referral centers

 Postulated Etiologies

 Little data is available since these patient resist psychiatric intervention.

 Many patients suffered childhood abuse resulting in frequent hospitalizations

 Hospitals viewed as safe

 Self-enhancement model

 Factitious disorder may be a means of increasing or protecting self-esteem
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Factitious Disorder

 Continuum of severity

 Munchausen syndrome

 10% of factitious disorder patients

 Severe and chronic factitious disorder

 Pseudologia fantastica

 Factitious disorder by proxy

A person intentionally produces physical signs or symptoms in 
another person under the first person’s care
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Factitious disorder

 Comorbidity

 Anxiety

 Depression

 Personality disorders

 Borderline personality disorder is the most prevalent
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Factitious disorder

 Management

 No specific treatment shown effective

 Early identification

 Prevent iatrogenesis

 Beware of negative countertransference

 Be mindful of legal and ethical issues

 Address any psychiatric diagnosis underlying the factitious disorder diagnosis

 Rarely allowed by the patient
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Treatment

 Completing Psychological Evaluation to discover

 if there is another mental illness to treat(Hickson Stutt, 1999)

 In Patient Treatment (OShea, 2003)

 Behavioral Therapy (OShea, 2003)

 Involving Child Protective Services when a child in the case of Factitious Disorder by Proxy(Hickson Stutt, 
1999)

 Parental ResponseSpecial Education

 Disorder starting to receive a lot of attention in the medical world not is not fully recognized in school 
settings

 Child with disorder will most likely be receiving special education services as a result of extensive 
absences and medical needs. 

 The TEAM becomes essential in trying to recognize disorder

 (Coard Fournier, 2000)



 School Interventions

 Ask for written documentation of doctor reports

 and do not assume verbal reports are accurate

 Be aware of frequent appointments without much explanation

 Obtain releases to necessary medical personnel

 Communicate with school social worker and school

 psychologist

 Report to Child and Protection Services in the case of Factitious Disorder by Proxy

 Impact of Disability on Learning and Development

 Children often miss a lot of classes, which
impedes their ability to progress academically

 Children often lack social skills

 Emotional needs to be addressed as soon as
possible



TABLE 8–5. Selected physical illnesses to consider in the 

differential diagnosis of somatoform disorders

Acquired myopathies Lyme disease

Acute intermittent porphyria Migraine headaches 

AIDS Multiple sclerosis 

Angina Myasthenia gravis 

Basal ganglia disease Narcolepsy 

Brain tumors Optic neuritis 

Cardiac arrhythmias Periodic paralysis 

Chronic systemic infections Polymyositis 

Creutzfeldt-Jakob disease Seizure disorders 

Guillian-Barré syndrome Superior mesenteric artery syndrome 

Hyperparathyroidism

Hyperthyroidism

Systemic lupus erythematosus



DDx

 Nevertheless, certain physical illnesses are commonly overlooked and should be carefully considered as part of the 
diagnostic workup (see Table 8–5).

 Some medical conditions that may be confused with somatoform disorder include

 migraine syndromes,

 temporal lobe epilepsy,

 and central nervous system tumors.

 Multiple sclerosis,

 periodic paralysis,

 fibromyalgia,

 chronic systemic conditions,

 lupus, 

 and endocrine disorders

 such as hypothyroidism may also be the source of symptom reporting. 



ASSESSMENT

 In assessing somatoform disorders, the biological,psychiatric, and social dimensions need 
to be evaluated both separately and in relation to each other

 .

 Assessing medical symptoms in conjunction with psychosocial factors is important so that 
the patient feels his or her complaints are being taken seriously. 

 Primary care physicians should begin by obtaining a history from the patient, focusing on 
the description of symptoms, and then performing a physical examination.

 Although patients with suspected somatoform disorders should have a complete and
comprehensive medical workup to rule out serious medical illness, physicians should make 
an effort to avoid unnecessary and potentially harmful tests and procedures.



ASSESSMENT

 ). In addition, the presence of physical illness does not definitively exclude the 
possibility of pediatric somatizationFor patients with possible somatoform 
disorders,the psychiatric differential diagnosis includes

 mood,

 generalized anxiety, and panic disorder; separation

 anxiety; and OCD.

 In addition, the presence of intentionally produced symptoms is not uncommon in 
patients with somatization disorder. 

 The majority of symptoms, however, are not consciously produced as in either 
malingering or factitious disorders.

 Although somatoform disorders are not diagnoses of exclusion, they do rely on the 
exclusion of an organic cause for somatic complaints. 

 No single element is conclusive,but psychiatric and social factors may increase
thelikelihood of somatization.



Particular factors in the Assessment include

 the presence of psychosocial stressors,   comorbid depression or anxiety disorders,

 a history of somatization in the child or the parents, the presence of a model of illness behavior, 

 and evidence of secondary gain resulting from the symptoms.

 Symptoms may not follow known physiological principles or anatomical patterns and        may respond to suggestion or 
placebo.

 Often, depression and anxiety present with somatic complaints that    may be mistaken for somatoform disorder (Silber 
and Pao 2003). 

 The development of posttraumatic stress disorder following a traumatic event has also been associated with somatization, 
as demonstrated by North et al. (2004), who found that 25% of subjects who were diagnosed with posttraumatic stress 
disorder as a result of a major flood also developed new somatoform symptoms. 

 Because a history of childhood sexual or physical abuse may hinder treatment for BDD,      the possibility of abuse must be 
carefully investigated so that it may be the target of further treatment (Didie et al. 2006). 

 Video electroencephalographic monitoring has been increasingly used to investigate seizure disorders.

 The lack of electrical evidence in the face of a seizure makes pseudoseizure or conversion disorder a likely diagnosis.

 Drug-assisted interviews and hypnosis have been found to be useful during the assessment phase in some children and 
adolescents Somatic symptoms may disappear transiently or even permanently following a drug-assisted interview.



Standardized Assessment Instruments

 Standardized Assessment Instruments Psychometric instruments offer another way to assess somatic 
symptoms.

 The Minnesota Multiphasic Personality Inventory has been used to detect malingering and 
characterological problems in adult patients.

 The Children’s Somatization Inventory a 35-item self-report scale with child and parent versions, 
provides information about pediatric somatic symptoms over the 2 weeks prior to assessment).

 It may be used in children as young as age 7 years.

 Factor analysis performed on the Children’s Somatization Inventory yields four factors—
pseudoneurological symptoms, cardiovascular symptoms gastrointestinal symptoms, and 
pain/weakness—which resemble the diagnostic categories for somatization disorder. 

 This instrument can be complemented with the Functional Disability Inventory (Walker and Greene 
1989), a 15-item scale, also with parent and child versions, which assesses functional disability over the 
past 2 weeks related to the child’s physical health problems.

 The Functional Disability Inventory correlates with both school absences and somatic symptom reports



TREATMENT

 Although few prospective studies address prognosis, data suggest that certainخاص types 
of somatization may persist from childhood into adulthood.

 For example, 25%–50% of adults who had recurrent abdominal pain as children continue 
to suffer from similar symptoms in adulthood.

 BDD and hypochondriasis are thought to be chronic, unremitting illnesses.

 By contrast, most conversion disorders are thought to resolve within a few months of 
diagnosis, although symptoms may recur.

 Many patients will undergo spontaneous remission of their symptoms, although treatment 
is thought to hasten recovery and is necessary for patients with chronic or more 
entrenched symptoms. 

 .

 Limited data are available from evidencde-based treatment studies, and small case 
series or case reports provide most of the existing ata supporting treatment efficacy. 





TREATMENT

 Steps for effective intervention often include a de-emphasis on a final 
diagnosis (so as to ensure اطمینانa thorough medical workup),

 use of benign remedies , and reinforcement of wellness (L.K. Brown et al. 

1997). 

 The identification of comorbid psychiatric disorders, such as depression 

and anxiety, not only allows for target interventions but also presents an 

opportunityفرصتی for clinicians to discuss the impact of the comorbid 

disorders in the creationتاثیر and maintenance of somatic symptoms that 

are more readily accepted by patients and their families (Rief et al. 2004).





Education of the Family

 Education of the patient and the family about the diagnosis of a 
somatoform disorder begins with an informing conference between the 
treating physician and the family).

 In this meeting, the physician needs to present the physical and 
psychosocial findings to the patient and the family in a supportive and 
nonjudgmental manner as well as acknowledge 

 the child’s suffering and the parents’ difficulties in dealing with their child’s 
disorder.

 Education promotesthe acceptance of a biopsychosocial treatment 
regimen that can help to minimize family concernsabout continued 
physical symptoms).



Rehabilitation Model

 A rehabilitative approach may also be useful in the treatment of patients 

with somatoform disorders. 

 This perspective shiftsthe focus away from finding a curefor symptoms and 

instead emphasizes a return to normal functioning (Campo and Fritz 2001). 

 The patient becomes an active participant in his or her recovery, which 

means that the sick role must be relinquished.

 Parents must be encouraged to view their child as capable, strong, and 

competent rather than passive, helpless, and fragile. 



Rehabilitation Model

 success is measured by the child’s ability to return to school and to resume normal social and 
recreationalactivities rather than a primary focus on symptom reduction.

 Rehabilitative treatment approaches include the use of intensive physical and occupational 
therapies that emphasize the recovery of function and also offer face-saving remedies for the 
patient.

 Physical therapy may be particularly helpful in restoring function in cases of conversion disorder
(Abbey 2005). 

 This approach can be combined with a behavioral modification program, with incentives for 
improvements in functioning while removing secondary gain for illness behavior. 

 For patients with severe disabilities, the preferable action may be to recommend admission to 
an inpatient treatment or day treatment program that specializes in the treatment of 
somatoform disorders.

 Three case study reports have shown that intensive inpatient programs with behavioral 
modification as well as physical therapy directed by verbal cues can eliminate conversion 
symptoms in an average of 8 days (Ness 2007).



Individual Psychotherapy 

 Hiller) found cognitive-behavioral therapy (CBT) reduced depressive symptoms, somatization, 
hypochondriasis, and inadequate cognitionsabout body and health in patients with 
somatoform disorder. 

 The paucity of pediatric studies in the area is readily apparent. The concept of psychotherapy 
may be introduced by informing patients that the goal of treatment initially is to help them 
adjust to the stress of their illness and to learn new coping strategies. 

 In individual psychotherapy, patients are encouraged to express their underlying emotions and 
to develop alternative ways with which to express their feelings of distress.

 Individual psychotherapy can play an important role in helping change a child’s erroneous 
cognitions about his or her ability to resumefunctioning.

 Encouragement of more adaptive coping strategies can become a focus of the therapy.

 Patients should benefit from exploring potential sources ofstress and gaining understanding into 
the emotional factors that may perpetuate pain behaviors.



Individual Psychotherapy 

 Treatment effects have been reported to last 15 months or longer when 
therapy is extended to 10 sessions (L.A. Allen et al. 2006).

 Psychoeducation, an important component ofCBT, is used to teach the 
individual about his or her symptoms and to help modify dysfunctional 
perceptions and thoughts. 

 Techniques have included efforts to assess patient illness beliefs,explain the 
role of selective perception in the development of illness fears, and modify 
misinterpretations of bodily sensations (Looper and Kirmayer2002). 

 Treatment studies have also incorporated psychoeducation, progressive 
muscle relaxation, systematic desensitization, and cognitive strategies to 
correct automatic thoughts.



Individual Psychotherapy 

 Symptom-focused strategies appear to have greater benefits than general 
stress management.

 Two randomly controlled studies of CBT with patients with hypochondriasis 
have shown that deliberate focus on physical symptoms, graded exposure to 
address avoidance behaviors, and response prevention for bodily checking 
may help to improve global problem severity as well as reduce anxisymptoms
(Clark et al. 1998; Warwick et al. 1996).

 CBT involving psychoeducation on the roles of attention, attribution, and stress
as well as relaxation training has been found to be effective in reducing illness 
fears and attitudes, somatic symptoms, and dysfunctional beliefs of patients 
with hypochondriasis

 . 

 CBT has been used successfully in the treatment of recurrent abdominal pain .



Hypnosis

 Patients with conversion disorder appear more susceptible to hypnosis than matched comparison patients with an 
affective disorder, with some data showing a correlation between susceptibility to hypnosis and number of conversion 
complaints (Roelofs

 In this context, hypnosis has been suggested as a potential treatment intervention for hypochondriasis).

 Hypnosis may be useful in reducing symptoms of physiological and emotional arousal and may also be used tohelp
distract the individual and divert attention away from physical symptoms.

 At a minimum, hypnosis may be useful in providing patients with a face-saving method of obtaining control over their 
symptoms.

 In a case series, significant reductions in symptoms and disability were demonstrated immediately following and 6 months 
after treatment using hypnosis (Moene et al. 1998).

 Self-hypnosis relaxation techniques such as favorite place imagery and progressive relaxation, in combination with 
education to increase patients’ awareness of symptom origin,have also resulted in immediate improvement in symptoms
such as headache, back pain, and nausea (Anbar 2008).

 Although no rigorous controlled studies support the use of hypnosis in pediatric patients, the successful use of hypnosis has 
been described in many uncontrolled case studies involving pediatric patients.



Behavior Modification

 Behavior modification programs may also play a key role as part of the 
treatment program for somatoform disorders.

 is used to increase the reinforcement the child receives for healthy behavior 
and to reduce reinforcement received for somatization.

 The child should receive reinforcement for reduced complaints about 
symptoms and for healthy behavior, such as participation in pleasant activities 
when the child is symptom free. 

 Behavior modification programs with incentivesfor greater functioning and 
decreased attention to illness behavior and symptoms may play an important 
role in helping break cycles of secondary gain and reinforcement.

 Behavioral techniques such as contingent reinforcement and relaxation
appear helpful in reducing secondary gain, alleviating headache pain, and 
treating conversion disorders

Operant conditioning 



Family Therapy
 Family therapy can be helpful in changing family members’ views of a patient’s physical 

impairment and helplessness. 

 As they cease to see the somatizing patient as permanently or severely ill, parent sand 

siblings may stop reinforcing illness behavior. 

 In addition, important family stressors or dysfunctional family dynamics that are relevant in 

terms ofthe etiology of the child’s symptoms may be revealed.

 In some cases of conversion disorder, strategic family therapy centered on symptoms such as 

pseudoseizures may improve symptom. 

 Family therapy is designed not only to help the family support healthy functional behaviors

and reduce support for pain behaviors but also to address family conflicts that may 

becausing stress for the child or interfering with effortsto cope with pain.



Psychopharmacology

 Literature pertaining to pharmacological treatment of somatoform disorders in childhood
is limited.

 Clinical experience suggests that mood and anxiety disorders will respond to 
medications even when somatization complicates the picture (Fritz et al. 1997).

 Although data are not available for pediatric patients, some adult studies suggest that 
antidepressants may be helpful with certain somatic symptoms, such as functional 
gastrointestinal disorders). 

 Benzodiazepines may ameliorate distress and anxiety in anxious somatizing patients. 

 In an open label study of adult patients with somatoform disorders, including somatization 
disorder, hypochondriasis, and conversion disorder, 61% of patients experienced at least
moderate improvement following a 2-week trial of treatment with fluvoxamine. 

 Selective serotonin reuptake inhibitors (SSRIs) have also been found to be helpful in the 
treatment of irritable bowel syndrome.



Hypochondriasis

 Hypochondriasis is a frequent presenting symptom of other primary psychiatric 
disorders, such as panic disorder or depression, and in these cases is referred to as 
secondary hypochondriasis. 

 Treatment of the underlying disorder frequently leads to resolution of the 
hypochondriacal symptoms.

 More recently, data have suggested that primary hypochondriasis may also be 
responsive to pharmacological interventions.

 Studies have demonstrated the efficacy of amitriptyline, clomipramine, fluvoxamine, 
fluoxetine, imipramine, nefazodone, paroxetine, and citalopram for adults with 
hypochondriasis (Fallon 2004; Fallon et

 These studies have shown efficacy in patients both with and without diagnosed 
psychiatric comorbidity,such as depression.

 Data from these studies should be interpreted with some caution, because somatization 
symptoms frequently fluctuate in severity independent of treatment.


