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Disorders
 Somatic Symptom Disorder

 Illness Anxiety Disorder

 Conversion Disorder

 Psychological Factors Affecting Other 
Medical Conditions 

 Factitious Disorder 

 Other Specified Somatic Symptom and 
Related Disorder 

 Unspecified Somatic Symptom and Related 
Disorder 

Shared Features

 Distressing somatic symptoms plus abnormal 
thoughts, feelings and behaviors in response 
to these symptoms. 

 Commonly encountered in primary care and 
other medical settings and less so in mental 
health settings. 

 Symptoms can be linked to medically 
explainable and unexplainable problems. 
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Contributing Factors

 Genetic and biological vulnerability 
(increased sensitivity to pain)

 Early traumatic experiences

 Learning (ex: attention from illness, no 
reinforcement of non-physical expressions of 
distress). 

 Cultural/social norms that devalue/stigmatize 
psychological suffering as compared with 
physical suffering. 
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DSM-5 Criteria for Somatic 
Symptom Disorder 

 A. One or more somatic symptoms that are distressing or result in significant 
disruption of daily life

 B. Excessive thoughts, feelings or behaviors related to the somatic 
symptoms or associated health concerns as manifested by at least one of 
the following: 
 1. Disproportionate and persistent thoughts about the seriousness of one’s symptoms

 2. Persistently high level of anxiety about health or symptoms. 

 3. Excessive time and energy devoted to these symptoms or health concerns. 

 C. Although any one somatic symptom may not be continuously present, the 
state of being symptomatic is persistent (typically more than 6 mos.).

 Specify if: With prominent pain (previously pain disorder)\

 Specify if: Persistent (severe symptoms, marked impairment, >6mos)

 Specify current severity:  Mild (1-2 symptoms in Criterion B is fulfilled)

Moderate (2 or more Criterion B sx fulfilled)

Severe (2 or more Criterion B sx fulfilled plus 
there are multiple somatic complaints, or one very severe somatic 
complaint). 
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Associated features that 
support diagnosis

 Cognitive: 
 Focus on somatic symptoms

 Attribution of normal bodily sensations to physical 
illness 

 Concern about sickness

 Fear of physical activity harming the body

 Sensitization to pain

Associated features that 
support diagnosis

 Behavioral 
 Repeated bodily checking for abnormalities

 Repeated seeking of medical help/reassurance

 Associated w/ depressive disorders leading to 
increased suicide risk. 

Prevalence

 Prevalence: 5%-7%

 Females >Males 
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Development and Course

 Children: 
 common sx: recurrent abdominal pain, 

headaches, fatigue and nausea

 More likely to have single symptoms

 Not as much associated worry about “illness” prior 
to adolescence

 Parents’ reactions can determine level of distress

Development and Course

 Older adults
 Often underdiagnosed 
 Physical sx (fatigue, pain) thought to be normal part of 

aging

 Normalization of “illness worry” because they have 
more general medical illnesses and medications than 
younger people. 

 Depression is a common co-morbidity

Risk and Prognostic factors 

 Temperment:
 Personality trait of neuroticism is a risk factor

 Comorbid depression and/or anxiety 

 Environmental:
 Lower educational level

 Low SES

 Hx of stressful life events 
 Sexual abuse or other childhood adversity
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Risk and Prognostic factors 

 Course modifiers:
 Ongoing chronic physical illness or psychiatric d/o 

 Social stress

 Reinforcing social factors such as illness benefits

Treatment

 Primary Care Provider:
 Identify one single 

primary caregiver

 Brief scheduled visits with 
no new work-up

 Referral

 Mental Health Provider:
 Therapeutic alliance

 Reassurance

 Psychotherapy

 Role of medications
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Illness Anxiety Disorder 
DSM 5 Criteria

A. Preoccupation with having or acquiring a 
serious illness

B. Somatic symptoms are not present or, 
present are only mild in intensity. If another 
medical condition is present or there is a 
high risk for developing a medical condition 
(i.e. strong family history is present), the 
preoccupation is clearly excessive or 
disproportionate

Illness Anxiety Disorder
DSM 5 Criteria 

C. There is a high level of anxiety about health, 
and the individual is easily alarmed about 
personal health status

D. The individual performs excessive health 
related behaviors (e.g. repeatedly checks his or 
her body for signs of illness) or exhibits 
maladaptive avoidance (e.g. avoids doctors 
appointments and hospitals.)

Illness Anxiety Disorder
DSM 5 Criteria 

E. Illness preoccupation has been present for 
at least 6 mos, but the specific illness that is 
feared may change over that period of time. 

F. The illness-related preoccupation is not 
better explained by another mental disorder, 
such as somatic symptom disorder, panic 
disorder, GAD, body dysmorphic disorder, OCD 
or delusional disorder, somatic type 
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Illness Anxiety Disorder
DSM 5 Criteria 

 Specify whether: 
 Care-seeking type: Medical care, including 

physician visits or undergoing tests and 
procedures, is frequently used

 Care-avoidant type: Medical care is rarely used

Illness Anxiety Disorder

 Comprehensive evaluation cannot attribute a serious 
medical condition to symptoms. 

 If a medical condition exists, patient’s anxiety and 
preoccupation with the condition are excessive and 
disproportionate to the severity of the diagnosis. 

 Physical sign or symptom is often a normal physiological 
sensation (i.e. orthostatic dizziness), a benign self limited 
dysfunction (e.g. transient tinnitus) or a bodily discomfort 
not generally indicative of disease. 

Illness Anxiety Disorder

 Found mainly in primary care setting

 Use a lot of medical resources 

 Often are dissatisfied w/ medical care and 
feel that they are not taken seriously. 

 2/3 likely to have at least one other co-morbid 
major mental disorder, especially somatic 
symptom disorder and personality disorder 
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Etiology

 Cognitive: 
 misinterpretation of bodily symptoms as a serious health 

issue

 Learning model:
 sick role

 Psychodynamic:
 Repression, displacement

 Variant
 80% with coexisting anxiety or depressive disorders

Illness Anxiety Disorder

 Prevalence based on DSM III and IV dx of 
hypochondriasis: 1.3%-10%

 Males = Females in prevalence 

 Onset: early and middle adulthood

 Risk factors: major life stress, hx of childhood 
illness or abuse

Course and Prognosis

 Tends to be chronic, relapsing condition
 Up to ½ improve significantly
 Good prognostic indicators: 
 high SES
 sudden onset 
 treatment responsive depression/anxiety 
 no coexisting personality disorder 
 no coexisting medical condition
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Treatment

 Psychiatric treatment
 Medical setting- emphasis on stress reduction and coping 

with chronic illness
 Group psychotherapy, (insight oriented psychotherapy, 

cognitive-behavioral therapy)

 Primary Care:
 Regularly scheduled visits, low frequency of investigations,

logging of symptoms and concerns

 Pharmacotherapy:
 Only responsive if treatment responsive underlying 

disorder
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Conversion Disorder 
(Functional Neurological Symptom 
Disorder): DSM-5 Criteria

A. One or more symptoms of altered voluntary 
motor or sensory function

B. Clinical findings provide evidence of 
incompatibility between the symptoms and 
recognized neurological or medical 
conditions

C. The symptom or deficit is not better 
explained by another medical or mental 
disorder
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Conversion Disorder: 
Diagnostic Criteria
D. The symptom or deficit causes clinically 
significant distress or impairment in social, 
occupational, or other important areas of 
functioning or warrants medical evaluation. 

- Specify symptom type: 
- w/ weakness or paralysis, w/ abnormal movements, w/ swallowing 

symptoms, w/ speech symptoms, w/ attacks or seizures, w/ 
anesthesia or sensory loss, w/ special sensory symptom, w/ mixed 
symptoms, 

- Specify if: acute episode (<6 mos) or persistent (>6 mos)

- Specify if: w/ psychological stressor (specify stressor), w/o 
psychological stressor. 

Subtypes of 
Conversion Disorder

 Motor:
 Tremors of limbs, head or 

trunk (may increase with 
attention)

 Impaired balance and in 
coordination (astasia abasia)

 Psychogenic paralysis 
(neurological exam nl)

 Sensory:
 Loss of sensation of touch/pain 

(often midline distribution)
 Psychogenic 

blindness/deafness (no self 
injury, nl visual pathways)

 Hallucinations (intact sensory 
pathway)

 Pseudoseizure (Non-
epileptic Seizures):
 Often linked to a stressor, 

variable onset, increased 
frequency and longer in 
duration

 Often occurring in the 
presence of others

 Rarely bite tongue, incontinent, 
or associated injury

 No postictal confusion
 Maintaining pupillary and 

corneal reflexes
 Concurrent EEG with no 

epileptiform activity and no 
postseizure rise in prolactin

Conversion Disorder

 Need clinical evidence of incompatibility w/ 
neurological disease 

 Internal inconsistency on exam demonstrates 
incompatibility
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Conversion Disorder

 Examples of Internal Inconsistencies: 
 Hoover’s sign

 Weakness of ankle plantar-flexion when supine, 
but intact ability to walk on tip toes

 In psychogenic seizures, closed eyes w/ 
resistance to opening or a normal EEG

History and Epidemiology of 
Conversion Disorder

 Maladaptive personality traits 
are common

 Possible hx of childhood abuse 
or neglect or stressful life 
events

 Onset may be linked w/ 
physical or psychological 
stress or trauma

 Often assoc. w/ dissociative 
symptoms such as 
depersonalization d/o, 
derealization, and dissociative 
amnesia

 Lifetime prevalence 11-500/ 
100,000

 5-15% of inpatients receiving a 
psychiatric consultation

 Found in about 5% of referrals 
to neurology clinics 

 2:1 (female: male, up to 10:1)
 Onset most commonly 

occurring in adolescents and 
young adults

 More common with rural 
population, less education, low 
IQ, low SES, combat exposure 
in military

 Co morbid diagnosis with 
MDD, Anxiety disorders and 
Schizophrenia

Etiology of 
Conversion Disorder

 Psychoanalytic:
 Repression of unconscious 

intrapsychic conflict and the 
conversion of anxiety into a 
physical symptom

 Symbolic representation to the 
unconscious conflict

 Biologic:
 Hypometabolism of dominant 

hemisphere and dysfunctional 
hypermetabolism of non dominant 
hemisphere leading to impaired 
interhemispheric communication

 Increased cortical arousal leading 
to inhibition of awareness of bodily 
sensation

 Psychosocial:
 77% h/o sexual abuse

70% h/o physical abuse

 Familial:
 9/42: concordance rate among 

monozygotic twins 
0/43: concordance rate among
dizygotic twins
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Features of 
Conversion Disorder

 associated features:
 la belle indifference-lack of concern about the nature or 

implications of the symptom has been associated w/ conversion 
d/o. 

 identification- unconscious modeling

 consider disorders such as SLE, MS, MG, Parkinson's disease, 
true seizure, medication SE, substance abuse in the DDx.

 Rule of one-thirds:
 1/3 patients at follow up are re-diagnosed with a neurological 

problem
 1/3 patients maintain their diagnosis of pseudoseizures, with a 

coexisting seizure disorder
 1/3 patients maintain diagnosis of pseudoseizure

Course and Prognosis of 
Conversion Disorder

 Transient symptoms are common
 Initial symptoms (90-100%)  may resolve in the first few 

days- 1 month
 Remission in 2 weeks if address stressor
 75% with no other episode

25% with additional episode

 Onset throughout life course 
 Good prognostic indicators: 

 Sudden onset
 Identifiable stressor
 Good premorbid functioning
 No comorbid medical or psychiatric illness
 No litigation
 Younger children than in adults or adolescents

Treatment of 
Conversion Disorder

 Usually spontaneous resolution

 Psychiatric aspects:
 Alliance

 Avoid confrontation

 Decrease stressors, relaxation techniques

 Psychotherapy: psychodynamic, insight oriented, 
brief  cognitive behavioral therapy. hypnosis

 Medication:
 Anxiolytics may help
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Psychological Factors Affecting Other 
Medical Conditions: DSM-5 Criteria

A. A medical symptom or condition (other than a 
mental disorder) is present

Psychological Factors Affecting Other 
Medical Conditions: DSM-5 Criteria

B. Psychological or behavioral factors adversely affect the 
medical condition in one of the following ways: 
 The factors have influenced the course of the medical condition as 

shown by a close temporal association between the psychological 
factors and the development or exacerbation of, or delayed recovery 
from, the medical condition 

 The factors interfere w/ the treatment of the medical condition (e.g. 
poor adherence)

 The factors constitute additional well-established health risks for the 
individual 

 The factors influence the underlying pathophysiology, precipitating 
or exacerbating symptoms or necessitating medical attention. 
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Psychological Factors Affecting Other 
Medical Conditions: DSM-5 Criteria

C. The psychological and behavioral factors in 
criterion B are not better explained by another 
mental disorder (e.g. panic disorder, MDD, PTSD)

Specify current severity: 
- Mild: increases medical risk (treatment compliance)

- Moderate: aggravates medical condition (e.g. anxiety worsens 
asthma)

- Severe: results in hospitalization or ER visit

- Extreme: results in severe, life threatening risk (i.e. ignoring heart 
attack symptoms). 

Psychological Factors Affecting Other 
Medical Conditions

 Psychological or behavioral factors include: 
 Psychological distress

 Patterns of interpersonal interaction

 Coping styles

 Maladaptive health behaviors 
 Denial of symptoms

 Poor adherence to medical recs 

• Can occur across the lifespan

• Prevalence unclear
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Factitious Disorder
Diagnostic Criteria

Two types: 

1) Factitious disorder Imposed on Self

2) Factitious disorder Imposed on Another 

Factitious Disorder:
Diagnostic Criteria

Factitious Disorder Imposed on Self

A. Falsification of physical or psychological signs or 
symptoms, or induction of injury or disease, associated 
w/ identified deception

B. The individual presents himself or herself to others as 
ill, impaired or injured

C. The deceptive behavior is evident even in the absence 
of obvious external rewards 

D. The behavior is not better explained by another mental 
disorder, such as delusional disorder or another 
psychotic disorder 

Factitious Disorder:
Diagnostic Criteria

 Factitious Disorder Imposed on Another: 
A. Falsification of physical or psychological signs or 

symptom, or induction of injury or disease, in another, 
associated w/ identified deception 

B. The individual presents another individual (victim) to 
others as ill, impaired or injured. 

C. The deceptive behavior is evident even in the absence 
of obvious external rewards 

D. The behavior is not better explained by another mental 
disorder, such as delusional disorder or another 
psychotic disorder 

Note: The perpetrator, not the victim, receives this dx. 
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Factitious Disorder 

 These individuals can cause great harm to 
themselves or others. 

 Prevalence unknown 

 Intermittent episodes, can be lifelong

 Onset usually in early adulthood

Etiology

 Not well understood – difficult to engage pts in 
psychotherapy. 

 Case reports suggest hx of childhood abuse/neglect, 
which led tp inpatient hospitalizations which may have 
represented a nurturing escape from the abusive home 
environment. 

 They may be recreating a rejecting parent-child 
relationship w/ their physicians. 

 Patients who seek painful procedures may have a 
masochistic personality in which pain serves as a 
punishment for past sins, imagined or real. 

Treatment
 Focused on management , not cure

 3 major goals of treatment/management:

 Reduce the risk of morbidity and mortality (early 
diagnosis helps, PCP act as gatekeeper for all care)

 Address underlying mental health needs (advise 
psychiatric treatment)

 Consider legal/ethical issues (involve risk 
management professionals, appoint guardian for 
medical decisions, consider prosecution for fraud)

 Foster good communication between medical/surgical 
provider and psychiatrist (i.e. regular interdisciplinary 
meetings to reduce conflict and splitting among staff). 



17

Somatic Symptom and Related 
Disorders
 Somatic Symptom Disorder

 Illness Anxiety Disorder

 Conversion Disorder

 Psychological Factors Affecting Other 
Medical Conditions 

 Factitious Disorder 

 Other Specified Somatic Symptom and 
Related Disorder 

 Unspecified Somatic Symptom and Related 
Disorder 

Other Specified Somatic Symptom 
and Related Disorder: DSM -5 Criteria

 This category applies to presentations in 
which symptoms characteristic of somatic 
symptom and related disorder that cause 
clinically significant distress or impairment bin 
social, occupational, or other important areas 
of functioning predominate but do not meet 
the full criteria for any of the disorders in the 
somatic symptom and related disorders 
diagnostic class. 

Other Specified Somatic Symptom and 
Related Disorder: DSM -5 Criteria

 Examples of presentations include: 

1. Brief somatic symptom d/o: duration < 6 mos

2. Brief illness anxiety disorder: duration < 6 mos

3. Illness anxiety disorder w/o excessive health-
related behaviors: Criterion D for illness anxiety 
disorder is not met

4. Pseudocyesis: a false belief of being pregnant 
that is associated w/ objective signs and 
reported sx of pregnancy. 
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Unspecified Somatic Symptom and Related 
Disorder: DSM -5 Criteria

 This category applies to presentations in 
which symptoms characteristic of a somatic 
symptom and related disorder that cause 
clinically significant distress or impairment in 
social, occupational or other important areas 
of functioning predominate but do not meet 
the full criteria for any of the disorders in the 
somatic symptom and related disorders 
diagnostic class. 

THE END
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