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The family physician sees many patients who present physical 
symptoms that have primarily an emotional or psychosocial 
basis. This paper defines the concept of somatization, reviews 
its prevalence and consequences, and develops a conceptual 
model of somatization that includes cultural, childhood, psy­
chological, and environmental factors. Physicians and the 
medical care system play a significant role in reinforcing so­
matization by patients. A biopsychosocial approach to the clin­
ical assessment, diagnosis, and management of these patients 
is presented along with case examples that exemplify the util­
ity of this approach.

The patients whose chief complaints are non­
specific physical symptoms and whose biomedical 
evaluations reveal little or no organic pathology 
are well known to all physicians. Many terms have 
been used to describe these patients, for instance, 
“the worried well,” “ hypochondriacs,” and 
“crocks.” It is the purpose of this paper to 
describe more clearly this phenomenon and to 
outline a practical approach to the diagnosis and 
management of these patients.

Definition and Prevalence
Somatization can be defined as the articulation 

of emotional problems and psychosocial stress by 
way of physical symptomatology (ie, backache,
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headache, fatigue, dizziness, malaise). Patients 
who somatize either have no discernible organic 
disease and recurrently present with physical 
complaints or have verifiable organic problems but 
amplify their symptoms and are frequent users of 
physicians’ services. As a group, these patients 
make up a significant proportion of visits to a pri­
mary care physician. This well-known fact is the 
basis of the adage in family practice that 20 per­
cent of a practice will take up 50 percent of the 
physician’s time.1

Somatization is encountered in a wide variety 
of clinical settings. It is seen in many psychiatric 
disorders, including depression, anxiety neurosis, 
Briquet’s syndrome (or somatization disorder, for­
merly hysteria), hysterical reaction, factitious ill­
ness, malingering, and hypochondriasis. It is also 
encountered frequently in chronic pain disorders, 
“psychophysiological reactions,” and as a coping 
response to stressful life events.2'4 Among tradi­
tionally oriented ethnic patients, members of fun­
damentalist religious groups, and less educated 
working class members, somatization may provide 
a socially sanctioned cultural idiom for expressing 
personal and interpersonal “ troubles” of many
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different types as well as an effective means for 
manipulating social relationships.

While no studies have clearly defined the inci­
dence or prevalence of somatization in a primary 
care setting, inferences can be made from a review 
of the literature. Studies have shown that as many 
as 50 percent to 75 percent of patients utilizing 
primary care clinics have psychosocial precipi- 
tants as opposed to biomedical problems as the 
main cause of their visit.5'7 Psychiatric disorders 
make up a significant proportion of problems seen 
in primary care. A study in a Wisconsin primary 
care clinic found the incidence of mental disorders 
to be 26.7 percent in that adult population.8 In the 
Virginia study, “ Content of Family Practice,” it 
was found that depression and anxiety neurosis 
were among the 15 most frequent diagnoses, and 
that physical disorder of masked psychogenic ori­
gin ranked number 26.9 In an English study of a 
large group of family physicians, only 54 percent 
of the mental illnesses present among their pa­
tients was detected.10 These studies add credence 
to numerous other studies which have estimated 
the incidence of mental disorders in primary care 
to be between 15 percent and 50 percent and have 
shown that 87 percent of these were affective and 
psychophysiological disorders (ie, depression, anx­
iety states).8,11,12

While these studies give some estimate of the 
prevalence of mental disorders, the incidence of 
somatization is still unclear. An English study 
found that among patients diagnosed with a mental 
disorder, over 50 percent presented with somatic 
symptoms at the outset.13 Widmer and Cadoret de­
termined in a study of depression in a midwest 
family practice that in the seven months prior 
to the diagnosis of depression, patients had an 
increased number of office visits and hospitaliza­
tions, and the subjects presented complaints of 
three types: (1) ill defined functional complaints, 
(2) pain of undetermined origin (ie, head, abdo­
men, extremities), and (3) “ nervous” com­
plaints.1315 In a study of his family practice 
Collyer discovered a subgroup of high-use families 
who required 20 percent of physician’s services 
and 32 percent of physician’s time. Depression 
and anxiety were diagnosed in 89 percent of 
the families, and “ psychosomatic illnesses” were 
present in the vast majority. Practicewide, pa­
tients with emotional and “ psychosomatic ill­
nesses” required 28 percent of his services and 48
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percent of his time.16 Studies with chronic pain 
patients have shown a high incidence of depres­
sion despite the lack of depressed mood as a com­
plaint.17,18 Overall, it has been shown that patients 
with mental illness utilize twice as much nonpsy­
chiatric medical care.19

From these studies it is clear that somatization 
is seen frequently as a part of psychiatric disorders 
in primary care. The prevalence and incidence of 
chronic pain disorders and psychophysiological 
disorders probably well exceed that of affective 
disorders. Thus while the true prevalence of so­
matization remains unknown, it is of significant 
proportions.

In order to more fully understand somatization 
and its clinical manifestations, it is necessary to 
look at it from a broader perspective. Somatiza­
tion can be viewed as one response by an indi­
vidual to stressful stimuli. These stimuli may be 
external (environmental or social) or internal (psy­
chological or physiological). The individual’s re­
sponse to these stimuli is influenced by many 
factors, including psychological, family, and socio­
cultural variables, as well as the nature of the 
stimulus itself (Figure 1).

Etiologic Factors

Psychological and Personality Factors
Intrapersonal factors play an important role in 

determining how an individual copes with stressful 
stimuli. Age and developmental stage are signifi­
cant. Children and adolescents have been found 
to somatize frequently;20'23 elderly patients with 
significant cognitive impairments are likely to so­
matize when faced with stressors,24 as are elder­
ly depressed patients.25 Patients differ markedly 
in their degree of “ psychological mindedness” ; 
those with little will often substitute somatic pre­
occupation for a dysphoric affect. Personality 
themes are also important; the somatizing person­
ality has been described as showing three themes: 
(1) masochism with chronic guilt and the view of 
illness as punishment, (2) hostility with a sense 
of having been wronged, and (3) excessive inter­
personal dependency and demandingness.26 While 
somatization may be seen in any personality type, 
it is more common with histrionic, narcissistic, 
dependent, compulsive, and masochistic types.
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Psychological stress indeed is often the precip­
itant of the encountered symptomatology. Loss, 
separation, and intrapersonal and interpersonal 
conflict can act as potent stressors for the individ­
ual. Stress causes autonomic hyperactivity, with 
release of epinephrine and cortisol and internal 
monitoring of bodily sensations. Finally, the psy­
chiatric disorders mentioned earlier often have 
somatic complaints as their primary manifestation. 
For example, patients with depression and anxiety 
neurosis may experience the associated physical 
symptoms with little or no psychological compo­
nent. Thus the depressed patient will complain of 
fatigue, aches, decreased energy, and so on, while 
denying being “ depressed,” and the patient with 
anxiety neurosis will complain of heart pounding, 
dizziness, sweating, a lump in the throat, and so 
on, while denying being anxious.

Family Factors
Each family unit has different norms and rules 

for coping with problems, including emotional
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ones. It is within this social unit that the child 
learns appropriate responses to his environment, 
his social world, and his inner feelings. Children 
are unable to distinguish between physical and 
psychological distress, and it is only through the 
reaction of adults that this distinction can be 
learned.27’28 In many families, somatic ills may 
elicit nurturance while emotional ills may elicit 
little response. In fact, negative sanctions against 
expressing emotions may exist. In these families 
the child quickly learns to utilize somatic com­
plaints to seek attention, love, and caring. As a 
result, emotional and physical problems become 
fused, and a psychological language for internal 
mood states will not develop.

Engel, in his work with “ pain-prone” patients, 
found that aggression, suffering, and pain played 
an important role in the early family relationships 
of those patients who had (1) physically or verbally 
abusive parents, (2) parents who were excessively 
cold and distant but who responded when the child 
was sick, and (3) families where illness and pain 
were present.26 General family therapists working 
with psychosomatic families (ie, those with psy­
chological conflict that is expressed via somatic
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symptoms in a family member), have found an ab­
sence of psychological language, an inability to 
resolve conflicts verbally, and a denial of psycho­
logical problems.29 Often somatization by a child 
can act to stabilize precarious family relationships 
and externalize family emotional problems. Thus, 
children emerging from these types of families are 
more likely to somatize as a coping response to 
psychosocial problems in their adult lives.

Sociocultural Factors
Social structure and culture profoundly affect 

the way in which biological and psychological 
processes are experienced. It is useful at this point 
to make the conceptual distinction between dis­
ease and illness.30-31 Disease may be defined as the 
malfunctioning of biological and/or psychological 
processes, whereas illness may be defined as the 
perception, evaluation, explanation, and labeling 
of symptoms by the patient and his family and 
social network. Studies have shown how social 
factors and culture affect the ways in which indi­
viduals experience symptoms, attach labels to 
them, and respond to them.27-32 For example, 
cross-cultural studies on depression have shown 
that the vegetative symptoms of depression are 
similar across cultures, but the cognitive and af­
fective components differ markedly.33’35 Klein- 
man, in his work with Chinese patients in both the 
United States and Taiwan, has shown that de­
pression and other psychological problems are 
expressed almost entirely through the somatic 
idiom.36 In many cultures there are no words to 
express internal emotional states; in others, strong 
sanctions against talking about and perceiving 
emotions exist; and in many, psychological com­
plaints lack social efficacy.36’38

The wide variance in response to physiological 
and psychological stress can also be seen across 
ethnic, class, and family boundaries in American 
society.39 Zborowski, in a study of hospitalized 
patients, found the meaning and response to pain 
varied among ethnic classes.40 Italian Americans 
and Jewish Americans showed much more emo­
tional response to pain than did those of northern 
European extraction. Interviews revealed that 
these emotional responses were culturally sanc­
tioned means of eliciting sympathy and help. “ Old 
Americans,” on the other hand, were dispassion­

496

ate in their response and viewed emotionality as a 
purposeless and hindering factor.

Somatization is more commonly seen in those 
who are less educated, of rural habitat, from fun­
damentalist religious background, traditionally 
ethnic in orientation, and of a lower socioeco­
nomic class.2-4 It can be argued that in American 
society psychological problems are still highly 
stigmatized, and somatic problems are preferen­
tially sanctioned via a medical sick role that ex­
cepts the patient from usual role expectations and 
from responsibility for his problem. One need only 
to have been involved with disability and insur­
ance claims to appreciate this fact.

Family System
As noted earlier, the family unit plays a signifi­

cant developmental role; however, the current 
situational response of family members to the so- 
matizing patient is often critical. The family may 
act to reinforce the somatization by granting the 
sick role with its attendant care, attention, and ex­
emption from social responsibilities. If the sick 
role becomes chronic, a new equilibrium may de­
velop within the family that is dependent on the 
patient’s continued illness. For example, when 
the somatic symptoms of an untreated depression 
continue over a long period of time, a radical 
change may occur in family structure and func­
tion. A depressed man may be unable to work due 
to musculoskeletal problems, which may result in 
his receiving increased nurturance from the family 
and his wife returning to work. Possible conse­
quences of this scenario are that the “ illness” may 
provide an unconscious solution to chronic anxi­
ety and tension associated with work and unmet 
intrapsychic needs and may provide the spouse 
with increased self-esteem and power. Therefore, 
the family may unconsciously undermine treat­
ment that would return it to its former state of 
social functioning. Hence even with a “cure” of 
the disease, the illness may continue.

Disability System
The response of the society as a whole in the 

form of disability programs, such as Workman’s 
Compensation Insurance, person injury suits, and
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Veterans Administration disability, may also act 
to reinforce the continued maintenance of the sick 
role. Disability itself may function in a way similar 
to the family unit in reinforcing continued “ ill­
ness” by providing freedom from the social re­
sponsibility of work, economic remuneration, 
medical care, and possible solutions to personal 
and family problems. Several studies support this 
contention. One study involving insurance com­
pany actuarial data compared disability policies 
granting benefits for two years or to age 65 and 
found that as many as 25 percent of persons in the 
two-year group who recovered would have contin­
ued on disability had they been covered to age 65.41

Medical Care System
Another area that deserves attention is the sub­

culture of biomedicine. By the nature of its 
predominant concern with the diagnosis and 
treatment of somatic disorders, physicians are 
primarily oriented to the somatic idiom. When a 
patient presents somatic complaints to a physi­
cian, the emphasis is placed on ruling in or out an 
organic basis for the symptomatology. While this 
is a necessary and essential process of the clinical 
encounter, too often the process is completed 
when an organic basis is ruled out. The patient is 
“reassured” that nothing is wrong and is dis­
missed. This process not only serves to organize 
the patient’s complaints and to further reinforce 
somatization but also fails to result in a meaningful 
diagnosis and treatment plan. The patient is still 
aware that he has symptoms and will continue 
seeking care. At an early age patients learn that in 
order to receive “ care” from a physician, one 
needs physical symptoms.

Most physicians are uncomfortable dealing with 
psychosocial complaints, and this is communi­
cated to patients through direct (ie, a quick referral 
to a mental health or social agency) and indirect 
(ie, directing the interview from psychosocial to 
somatic issues) ways. Thus it can be argued that 
patients are encouraged by the biomedical system 
to express psychological distress through somati­
zation. What this paper argues for is a change in 
this socialization process; this change will require 
a shift from a biomedical paradigm to a biopsycho- 
social one in which the psychosocial and cultural 
dimensions of sickness are viewed as legitimate
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health care problems in and of themselves, and in 
which efficient techniques are elaborated to train 
primary care practitioners to systematically assess 
and manage such problems.42,43

Thus somatization can be viewed as an idiom for 
the expression of psychosocial stress; it is often 
the only legitimate and culturally sanctioned 
means of seeking and receiving “ care” from the 
family, social network, and medical system. In 
addition, somatization can be used consciously or 
unconsciously for the manipulation of social rela­
tionships, for economic gain (ie, disability), and 
for psychological gain (both primary and second­
ary). It is clear from this perspective that the 
approach to the somatizing patient must go be­
yond labeling the patient as the “ worried well” or 
“ crock” and that simple reassurance or inatten­
tion is inadequate therapy.

Biopsychosocial Approach to Clinical 
Assessment

With this broader understanding of somatiza­
tion, it is possible to develop a rational and orderly 
clinical approach to these somatizing patients. It 
should be emphasized at the outset that a system­
atic biomedical evaluation is an integral part of the 
diagnostic process, though alone it is inadequate.

The first step in the evaluation of the symp­
tomatic patient is to encourage the patient to de­
scribe his problem in his own terms. The use of 
open-ended questions (eg, “ describe the pain” ) as 
opposed to leading questions (eg, “ is it sharp or 
dull?” is helpful. The patient’s description of the 
symptom is often an important clue to its broader 
meanings; the more complex the description, the 
more complex are the meanings and significance. 
Engel found that descriptions such as boring, 
gnawing, biting, penetrating, crawling, twisting, 
and turning were important clues to somatiza­
tion.26 In addition to providing important informa­
tion, this process demonstrates to the patient the 
physician’s genuine concern about his illness ex­
perience, which will expedite the elicitation of other 
personal information.

The clinician should proceed with directed 
questions to fill in gaps left by the patient’s de­
scription. Pertinent biomedical data must be ob-
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tained. Throughout the diagnostic and treatment 
processes, the physician should keep in mind his 
understanding of the correlations between patho- 
anatomical and pathophysiological processes and 
symptomatology; an incongruity between these 
should alert one that psychosocial factors may be 
playing a primary role.

A thorough past history should be obtained and 
should include the presence of significant illness in 
the recent past or in childhood and the use of alco­
hol or drugs. The number of physicians consulted 
and medical visits made in the past year is another 
important clue.

Although a psychosocial evaluation is an impor­
tant part of every clinical encounter, when somati­
zation is suspected, a thorough evaluation is critical. 
Four areas should be assessed: psychological, fam­
ily, sociocultural, and the nature of the stressors.

Psychological
Since somatic symptoms are often the present­

ing complaint of the psychiatric disorders men­
tioned earlier, it is imperative that these be 
considered. The two most common psychiatric 
disorders encountered in primary care are depres­
sion and anxiety neuroses. Merely asking a patient 
whether he is depressed or anxious is inadequate, 
since many patients lack a psychological language 
and will deny an altered mood state. During the 
encounter an assessment of the predominant mood 
should be made: Does the patient appear de­
pressed or anxious? Do family and friends con­
sider his behavior as such? If anxiety is suspected, 
possible worries or concerns should be explored, 
and the presence or absence of initial insomnia, 
hyperadrenergic symptoms and signs (ie, tachy­
cardia, diaphoresis, dry mouth, tachypnea, tin­
gling in hands and feet), phobias, and panic attacks 
should be ascertained. For depression it is useful 
to ask the patient if he has felt irritable, like crying, 
or hopeless, helpless, or worthless, or if he has 
lost interest in things that previously occupied his 
attention. Reports of difficulty concentrating, 
slowed thoughts, memory loss, and guilt are also 
suggestive. The biological concomitants of de­
pression are well described and include initial in­
somnia and/or early morning awakening, anorexia, 
weight loss, loss of libido and energy, psycho­
motor retardation, diurnal mood and energy vari­
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ation, dry mouth, and constipation; a systematic 
search for these symptoms is necessary. The other 
psychiatric diagnoses listed earlier should likewise 
be considered.

An assessment of the patient’s predominant 
personality type, a search for the personality 
themes mentioned earlier (masochism, hostility, 
and dependency), and an assessment of chronic 
coping styles are also important. An estimate of 
the patient’s “psychological mindedness” can be 
made from his language and responses to ques­
tions concerning emotions.

Family
The family of origin and the present family 

play a significant role in the illness experience and 
must be evaluated. By systematically answering 
the following questions concerning the family of 
origin, a reasonable assessment can be made. Did 
the patient have a parent or a sibling with a chronic 
illness who received special care and attention?44 
Were the parents physically or psychologically 
abusive? Is there a history of depression, other 
mental illness, substance abuse, or divorce in the 
family during the patient’s childhood?45 Did the 
patient receive nurturance only during illness, and 
how did the family respond to emotional and psy­
chological problems?28

For the present family it is important to dis­
cover how it responds to the patient’s symptoms. 
Are the somatic symptoms being used to avoid 
intimacy or sex, manipulate a spouse or parent, 
get time out or off, sanction dependency or failure, 
or punish a spouse? Do the patient’s symptoms 
externalize an internal family dysfunction? Is 
there other illness in the family? Clinical tools 
such as the family APGAR may be very useful in 
assessment of family function.46

Sociocultural
Although sociocultural factors are complex and 

varied, they can be routinely evaluated by the phy­
sician. What is the patient’s ethnic background? 
Do members of that culture predominantly soma- 
tize, and are there taboos against the expression 
of psychological issues? The answers to these 
latter questions can be answered by prior experi­
ence with that culture, by questioning the patient, 
family, and other members of that ethnic group,
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or by consulting resources, such as Harwood’s 
recent handbook,39 or other professionals in the 
community.

Social class, religious affiliation and involve­
ment, work situation, area of upbringing, and level 
of education should be determined. In addition, 
the social resources of the patient should be ex­
plored. Is the patient isolated, or are there family 
and close friends available? What is the quality, 
intensity, and frequency of social network contacts?

The social consequences of the illness are often 
critical. Are disability insurance claims or litiga­
tion involved? Are other secondary gains, such as 
monetary gain or freedom from social responsibil­
ities or obligations, an important aspect? Ques­
tions such as, “ How has this illness affected your 
life and your family, and how would your life be 
different if you were well?” are useful in eliciting 
information in this area.

Nature of the Stressor
Many investigators have shown the effect of life 

stresses on the individual.47"49 The presence of 
significant stresses such as the death of a spouse 
or parent, marriage, childbirth, relocation, or job 
loss or change may be playing a primary role in the 
present symptomatology. It is also essential to as­
certain both the relative success or failure of social 
network supports in buffering particular stresses 
and the specific meanings that a given stress pos­
sesses for the patient and network.

Illness Behavior and Expectations
It is crucial to a biopsychosocial approach to 

understand the patient’s illness from his own per­
spective. Symptoms may have different meanings, 
both conscious and unconscious, for patients, and 
these often differ from biomedical science. Elicit­
ing the patient’s explanatory model of his illness 
gives the physician knowledge of the patient’s 
understanding of the cause, pathophysiology, ex­
pected course, and desired treatment. This model 
can be efficiently elicited by the set of questions 
outlined by Kleinman et al: (1) What do you think 
has caused your problem? (2) Why do you think it 
started when it did? (3) What does your illness do 
to you? (4) How severe is it? (5) What kind of 
treatment should you receive? (6) What results do 
you expect from your treatment? (7) What are the
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chief problems caused by your sickness? (8) What 
do you fear most about your illness?31 Elicitation 
of the explanatory model not only provides impor­
tant data but also serves to reinforce further the 
physician’s concern and can act as a starting point 
for negotiating a therapeutic plan.

Diagnosis
From this biopsychosocial evaluation, it is pos­

sible to derive meaningful diagnoses and therefore 
a comprehensive therapeutic plan. It is useful to 
divide the diagnostic process into four parts: dis­
ease diagnoses, clinical subtypes of somatization, 
nature of the stressors, and an assessment of so­
cial support.

Disease diagnoses include both biomedical and 
psychiatric disorders. In the biomedical realm 
diagnoses such as angina pectoris, degenerative 
joint disease, peptic ulcer disease, lumbar disc dis­
ease, hypothyroidism, and so on, provide important 
information not only for biomedical intervention 
but also about likely psychosocial determinants and 
consequences. Common psychiatric disorders en­
countered, such as depressive syndrome, anxiety 
disorders including generalized anxiety states, 
panic disorder and phobias, and chronic personal­
ity disorders such as specific biomedical diagno­
ses enable development of definite therapeutic 
regimens (eg, antidepressants, antianxiety agents, 
biofeedback, systematic relaxation, hypnosis, psy- 
chotherpy, and family therapy).

It is useful to divide somatization into clinical 
subtypes. The first distinction is made between 
those patients with verifiable organic pathology 
who seem to amplify these symptoms and those 
patients who have no discernible organic disease. 
Examples are the patient with osteoarthritis who 
has an exacerbation of back pain when marital dis­
cord develops and the patient who presents with 
fatigue or malaise when no physical abnormalities 
can be found.

The second categorization involves dividing 
these patients into acute, subacute, and chronic 
subtypes based on natural history and expected 
outcome. An example of the acute subtype is the 
college student presenting during final examina­
tions with tension headaches that resolve when 
these examinations are completed. The patient
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who gives a three- to six-month history of vegeta­
tive symptoms and responds well to treatment of 
his depressive syndrome is an example of the sub­
acute type. The patient with lifelong history of 
physical complaints and often numerous surgeries, 
other therapies, and physician contacts represents 
the chronic type. As is apparent, the acute type 
is usually a response to an acute environmental 
stressor, self-limited and requiring minimal inter­
vention. The symptoms of the subacute type have 
been present for more than two months, often in­
volve a treatable psychiatric or social problem and 
are reversible. The chronic type represents the 
chronic coping style of somatization, and though 
difficult to “ cure,” can frequently be altered 
and more successfully managed if systematically 
approached.

These clinical categories give the clinician a bet­
ter understanding of the natural history, proper 
therapy, and management of the patient.

Third, it is useful to attempt to categorize the 
patient’s somatization in terms of the predominant 
precipitants. These stressful stimuli may be exter­
nal or internal. It is thus important to diagnose 
whether the encountered symptomatology is sec­
ondary to problems in interpersonal relationships, 
in the work or school arena, in the family system, 
or in the resolution of intrapsychic conflict. With 
such diagnostic clarity, one can focus therapeutic 
interventions appropriately.

Finally, an assessment of the patient’s social 
support system should be made. What family 
members, friends, or organizations (ie, church or 
clubs) can be used in the therapeutic plan? This 
assessment should include determining if the pa­
tient’s somatization is idiosyncratic, family based, 
or cultural, as well as what alternative idioms 
(eg, moral, religious, environmental, institutional) 
there are for communicating distress and receiving 
appropriate help.

Case Illustrations

Case 7
Mr. J. is a 20-year-old factory worker who pre­

sented with a three-week history of intermittent 
epigastric pains that had no clear relationship to 
meals. Review of systems and past medical history
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was otherwise negative. On further questioning he 
revealed that the pains occurred almost entirely in 
the evenings and/or weekends, rarely occurring 
during work. The patient was of northern Euro­
pean extraction, and had a mother who often 
complained of abdominal pains. Exploration of his 
social situation revealed that he had been living 
with a girlfriend during the past 12 months, the last 
six months of which had been marked by numer­
ous conflicts. He readily admitted that he was 
unsure whether to continue in the relationship. 
Physical examination was entirely normal. The 
patient’s explanatory model was that he felt he 
might have an ulcer of uncertain cause requiring 
some sort of medicine.

The physician’s formulation was a 20-year-old 
man with (1) dyspepsia, questionable early peptic 
ulcer disease, and (2) acute somatization second­
ary to (3) interpersonal conflict with his girlfriend 
resulting in ambivalence and anxiety. This formu­
lation was presented to the patient who agreed. He 
was placed on antacids as needed, asked to formu­
late possible options for his relationship with his 
girlfriend, and told to return in two weeks. On his 
return visit, he reported a marked diminution in 
physical symptoms and that he had broken up with 
his girlfriend and felt much relieved.

Case 2
Mr. M. is a 27-year-old man who presented in 

the early spring and complained of fatigue and 
weakness after a recent upper respiratory infec­
tion associated with several days of diarrhea. 
Physical examination revealed several shotty cer­
vical nodes. Laboratory evaluation revealed a 
normal hemogram and negative serology, throat cul­
ture, and Monospot. The patient was told that his 
symptoms were related to the recent viral illness 
and assured that he would improve. One month 
later he again was seen complaining of similar 
symptoms. Again physical examination was within 
normal limits. At this time chest x-ray examina­
tion, hemogram, sedimentation rate, liver function 
tests, and thyroid screen were normal. Several 
weeks later one of the authors was asked by a 
resident physician to see the patient. At that time 
history revealed several months’ history of termi­
nal insomnia, decreased appetite, diurnal mood 
swings, anhedonia, dry mouth, constipation, and 
irritability. The patient was of northern European
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extraction and of Protestant background. Family 
history was positive for depression in a sibling. 
Evaluation of social supports disclosed that the 
patient had a woman friend and a sister with whom 
he was close and was also receiving support from 
the dance instructors for whom he worked. Fur­
ther history showed he had begun dancing about 
five years earlier with hopes of becoming a suc­
cessful performer. These goals had not been 
reached, and he presently was an assistant instruc­
tor with little future in a modern dance company.

The patient’s explanatory model was elicited. 
He felt he was physically ill due to some as yet to 
be determined viral infection which needed some 
sort of medical treatment.

Our diagnosis was (1) depressive syndrome, (2) 
status post viral syndrome, and (3) subacute so­
matization secondary to intrapersonal conflict 
around his career and self-identity. This formula­
tion was presented to the patient, and the biomed­
ical and physical manifestations of depression 
were explained in detail. The patient agreed to a 
trial of tricyclic antidepressants and within two 
weeks showed a good clinical response. At this 
point he accepted psychotherapy and was referred 
to a local psychiatrist for ongoing therapy.

Comment
From these clinical examples it should be ap­

parent that a purely biomedical approach to these 
patients was inadequate. A biopsychosocial for­
mulation of the patient’s illness not only gives the 
clinician a much broader understanding of the pa­
tient but also leads to a rational therapeutic plan. 
This plan must include appropriate biomedical 
therapy of existing diseases, treatment of any 
existing psychiatric disorders, and therapy of any 
significant family dysfunction. While the primary 
care physician is in the best position to provide the 
necessary treatment, often referral to other health 
professionals (ie, psychiatrists, psychologists), 
specialized clinics (ie, pain clinics) and social 
agencies is necessary. Each physician will vary in 
his interest and expertise in the treatment of vari­
ous disorders and should readily consult and refer 
in certain areas.

A key aspect of the management of these pa­
tients is the development of a therapeutic alliance.
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These patients will often perceive their problems 
to be secondary to isolated physical abnormalities. 
The physician must become adept at negotiation of 
discrepancies between the patient’s and the phy­
sician’s explanatory models.

Through negotiation it is possible that a mutu­
ally acceptable treatment plan can be agreed upon. 
A useful model for negotiation of physician-patient 
conflicts has been described by Katon and Klein- 
man and consists of seven stages:

1. Physician elicits the patient’s explanatory 
model and the problems presented by the illness.

2. Physician presents in layman’s terms his 
own explanatory model.

3. An attempt is made to develop a mutually 
acceptable explanatory model.

4. If an understanding cannot be reached, the 
physician should decide on an acceptable com­
promise of treatment and offer it to the patient.

5. The patient then responds to the offer and 
can accept, reject, or offer another treatment plan.

6. If agreement cannot be reached, referral to 
another physician should be made.

7. Ongoing monitoring of the agreement should 
be done by physician and patient.50

The biopsychosocial approach outlined above 
offers many advantages to the physician, patient, 
and society as a whole. By increasing both the 
physician’s understanding of the patient and his 
problems and his ability to accurately diagnose 
and treat, the frustration of dealing with somatiz- 
ing patients can be decreased. For the patient this 
approach offers a greater chance for efficacious 
care while minimizing the morbidity of unneces­
sary diagnostic and therapeutic procedures. For 
society the cost benefits of the elimination of un­
necessary services is profound.51,52 The clinical 
approach is in many ways only an outline, the 
specific points of which need to be further clarified 
and developed through clinical trials and research 
in this area.
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