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TOPIC:
CHRONIC CONDITIONS SOMATIZATION, HYPOCHONDRIASIS AND FACTITIOUS DISORDERS
OBJECTIVE 1:  
Recognize when patients exhibit the defining characteristics of Somatoform Disorders with diffuse symptomatology, and be able to diagnose:

· Undifferentiated Somatization Disorder

· Somatization Disorder

· R/O Malingering

· R/O Factitious Disorder

· Hypochondriasis

-Differential Diagnosis: (Review)

-Adjustment Disorder, with physical complaints

-Pain Disorder with Psychological Factors

-Psychological Factors affecting … [Medical Condition]

-Somatoform Disorder, NOS

-Conversion Disorder

-Undifferentiated Somatization Disorder
-a patient with conversion disorder will present with what appears to be neurological symptoms.

-a person with Adjustment disorder will present with acute symptoms.

-clear medical findings will be associated with Psychological factors affecting a medical condition.

-Diagnostic Criteria for Discrete Presentations: (Review)
A) Physical presentation

B) No positive test results 

C) Link to stress

D) Intensity (Impairment)

E) Exclusions (R/O)

-Diagnostic Criteria for Chronic Presentations:

A) Multiple & Variable Physical Complaints

B) No positive tests or limited findings 

C) Chronicity 



(6+ mths; Onset < 30 yrs)

D) Intensity (Impairment)

E) Exclusions (R/O)

-UNDIFFERENTIATED SOMATIZATION DISORDER:  (usually found in the <30 age group). The essential feature of this disorder is one or more physical complaints that persist for six months or longer.  The most frequent complaints are chronic fatigue, loss of appetite, or GI or GU symptoms.  It is a residual category for persistent somatoform complaints that do not meet the criteria for a full Somatization Disorder.  Frequent consultations with the family doctor are typical.

-Diagnostic Criteria for Undifferentiated Somatoform Disorder

A)One or more physical complaints 



(fatigue, appetite loss, GI, urinary, etc.)

B) Either 1 or 2:

1.The symptoms found in A (above) are not supported by positive medical findings

2.When a medical condition exists, the symptoms are in excess of what would be expected from the physical condition

Your interview:  Establish the specific symptoms present

-For example, if you suspect depression, establish whether the chief complaint is linked with change in mood.  When the physical complaint exists, mood may be elevated of depressed.

-Assessment Interview:

-The condition causes clinically significant distress or impairment (social / occupational)

-The duration is at least 6 months

-R/O Depressive and Anxiety Disorders, other Somatoform Disorders, and intentional production-be especially mindful of this.  Patients with panic disorder will be sweaty and will have increased heart rates.  These patients will be focused on their physiological experiences.

-There are other patients that will make up their symptoms just to see a doctor. We will get into this later in the notes.

-SOMATIZATION DISORDER:  The essential features of this disorder are recurrent, multiple somatic complaints, of several years duration, for which medical attention has been sought, but that are apparently not due to any physical disorder.  The disorder begins before the age of 30 and has a chronic but fluctuating course.  Complaints are often presented in a dramatic, vague, or exaggerated way; or are part of a complicated medical history in which many physical diagnoses have been considered.
-Complaints invariably involve the following organ systems or types of symptoms:  pain symptoms, gastrointestinal symptoms, pseudoneurological symptoms, and sexual problems.  The full clinical syndrome requires at least eight discrete symptoms. To consider a symptom as significant the patient must have seen a doctor, sought treatment or altered their lifestyle.  Whenever the number of reported symptoms is below the threshold required to make a diagnosis of Somatization Disorder, then Undifferentiated Somatoform Disorder is used.
-Suppression or repression of anger toward others, with turning of anger toward self, can account for the symptoms.  Punitive personality organization with a strong superego is common, as is low self-esteem.  Identification with a parent who models the sick role may be found.  Some dynamics are similar to depression.  Most somatization patients are female, and often come from dysfunctional families in which alcoholism, abuse or neglect were common (male siblings often become psychopaths).
- Eight Diagnostic Criteria for Somatization Disorder

A) Multiple complaints, before 30, leading to treatment

B) Each of the following four groups of symptoms present:

1.Four pain symptoms

2.Two gastrointestinal symptoms

3.One sexual symptom –ie. Pain during intercourse.

4.One pseudoneurological symptom –ie. Memory loss, reduced responsiveness, blindness is not common but can occur.

-Your screen: PRIME-MD and 7 key items: SDBLAVP 

C) Either 1 or 2:

1.The symptoms found in B (above) are not supported by positive medical findings

2.When a medical condition exists, the symptoms are in excess of what would be expected from the physical condition

D) R/O The symptoms are not intentionally produced.

Co-morbid anxiety, dysthemia and depression common.

-PROGNOSIS:   Chronic course with few remissions; however, severity of complaints can fluctuate.  Complications include unnecessary surgery, repeated medical work-ups, drug dependence and/or side effects of unnecessary prescribed drugs. Depression is frequent.
-Rule Out MALINGERING:  Malingering is characterized by a conscious production of physical symptomatic complaints, when the patient understands they are not ill or incapacitated.  These patients are motivated to present with their symptom complaints in order to obtain some environmental reward that is favourable to them (eg a cash settlement, or removal of responsibilities that would otherwise be expected of them).
-Rule Out FACTITIOUS DISORDER:  Factitious disorders were defined by the DSM-III for the first time.  They are defined in order to distinguish these patients from Malingerers.  However, both share the common features of symptoms being produced intentionally, and that the symptoms are under volitional control (e.g. timing of symptoms).  The difference between Factitious Disorders and Malingering is the nature of the goal:  for a malingerer it is an obvious external advantage, while for a factitious patient the only motive is to assume the role of a patient and be cared for by a doctor.
-The individual may inflict injury on themselves, or use substances to simulate or create an illness.  This behaviour is considered voluntary in that it is deliberate and done with purpose, but not in the sense that the need or desire to simulate illness can be controlled.  Additionally, the behaviour has a compulsive quality in that, even when the dangers are known, the individual seems unable to refrain from it.  Factitious disorders are divided into patients simulating psychological symptoms, and those presenting physical symptoms.

-Early real illness coupled with parental abuse or rejection is typical.  Patients recreate illnesses as adults in attempts to gain loving attention from doctors.  Masochistic gratification may be a goal for some patients who want surgical procedures.  Others identify with important past figure who had psychological/physical illnesses.
-Diagnostic Criteria for Factitious Disorder

A) Intentional production of physical symptoms

B) The motivation for the behaviour is to assume the sick role

C) R/O External incentives are absent

Your Interview: Review initial onset and treatment sought for condition

-these patients are not malingerers. They are not trying to achieve any goal like money.  They want to assume the sick role and be cared for by doctors.  Their history usually includes the patient being deprived for whatever reason ie. Parents were sick, alcoholics etc.  Therefore parents couldn’t care for children.

-This disorder is difficult to detect because these patients do a lot of research on the conditions they present with.  Therefore history taking becomes very important.

-HYPOCHONDRIASIS:  Hypochondriasis is characterized by an over concern with bodily functioning so that any changes in sensations/physical signs are interpreted as symptoms of physical disease.  These patients may appear to enjoy describing their symptoms, and will quickly notice any irregularities in their health or physical condition.  
-Hypochondriacs often become very knowledgeable about numerous diseases.  Their bodily posture can often be slumped: carrying the weight of the world on their shoulders.  The symptomatic picture provided by these patients can be detailed and accurate.  It is typical for hypochondriacal patients to consult several doctors, searching for one who will agree with their self-diagnosis.  Symptoms are often multiple and non-specific (eg. headache, nausea, slight fever, etc.).  It affects both men and women equally.  Hypochondriasis differs from Somatization in that the individual interprets these physical signs, sensations, or symptoms as evidence of a malignant physical illness, like a brain tumour or AIDS.  As a result, he is preoccupied with the fear of having, or the belief that he has a serious, often terminal, disease.
-Diagnosis is made by inclusion, not by exclusion.  Physical disorders must be ruled out; however, 15-30% of patients with hypochondriacal disorder also have physical problems.  Work up for organic diseases may aggravate the patient's condition by placing too much emphasis on physical complaints.
-Diagnostic Criteria – Hypochondriasis

-2 main issues:
A) Preoccupation with fears of getting or having a serious disease, based on the person’s misinterpretation of bodily symptoms. The patient’s experiences are misinterpreted.

-ie.  Butterflies felt in stomach are misinterpreted by the patient as having stomach cancer.

B) The preoccupation persists despite appropriate medical evaluation and reassurance 

-Your Interview: Establish the existence of both criteria

-Assessment Interview:

•R/O The belief (A above) is not delusional and not focused on appearance must r/o body dysmorphic disorder, this is where the patient sees self as ugly.

•The condition causes clinically significant distress or impairment (social / occupational)

•The duration is at least 6 months

•R/O Depressive and Anxiety Disorders, and other Somatoform Disorders-especially panic disorder, and obsessive compulsive disorder.

-PROGNOSIS:  Chronic course with remissions.  Exacerbations usually associated with identifiable life stress.  Good prognosis is associated with minimal premorbid personality difficulties; poor prognosis with antecedent or superimposed physical disorder.
TOPIC:
HEALTH ANXIETY AND HYPOCHONDRIASIS
OBJECTIVE 2:
Demonstrate an understanding of the spectrum of clinical presentations from Health Anxiety through to Hypochondriasis

-Hypochondriasis is diagnosed when the predominant disturbance is anxiety about one’s health, either as the fear of having or the belief that one definitely has, a serious physical illness.  The presence of health anxiety is shared with many conditions (with or without organic pathology) and should be assessed, and addressed by the chiropractor.  Such interventions early in a treatment process can help in improving patient response to treatment and overall patient satisfaction with the chiropractor.

-Bianchi’s l973 study indicated that hypochondriacal patients demonstrated three clinical clusters, namely patients with: l) lots of family illness with associated unnecessary operations; 2) low pain threshold; and 3) many life defeats.  The chiropractor should consider these three elements when evaluating a suspected hypochondriacal patient.

-If the doctor becomes convinced the patient is hypochondriacal, it is important to consider why the patient may be presenting in this manner.  The patient may use hypochondria as a way of coping with stress.  The patient elicits sympathy and attention from family and friends while providing him/her with an excuse to avoid unpleasant tasks or situations.  If this is the case, the patient may require counselling to deal with the stress, which may include assertiveness training, aversive conditioning, or exposure to the avoided stressful situations.

-Some studies have shown that hypochondriacs may have a low threshold to pain, and may be oversensitive to their internal processes. If this is the case, their pain and discomfort may be real, and the doctor must decide if any of the problems are treatable.  This patient may also require counselling that would help them reduce their sensitivity to the pain, for example education them on the distinction between hurt vs. harm.

-The doctor must always keep in mind the possibility that the patient is presenting with a genuine dilemma, which may require treatment.  It may be tempting for the doctor to use the hypochondriacal syndrome as a convenient diagnostic label when faced with clinically ambiguous symptoms.  A thorough history, including family and occupational background, as well as physical examination, is particularly important when dealing with a suspected hypochondriacal patient.  If the doctor still has doubts, consultation with the patient's previous doctors, and/or referral for a second opinion is a good practice.

-Management of the hypochondriacal patient is improved by knowing more about the mental dynamics that maintain the hypochondriac’s preoccupation with worries about health.  In particular, recent research has shown that four factors are most often involved in the maintenance of the hypochondriacal pattern, and each must be addressed in helping the patient change.  The two most prominent factors are: 

1) symptom misinterpretation, and 

2) checking and reassurance behaviours.  

The less prominent are: 

1) avoidance of activities, and

2) disturbed mood. 

 Changing this constellation of psychological factors will most often require referral to a psychologist practicing cognitive-behavioural therapy.
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-example – A doctor tells patient that they might have cancer.  At this point the patient will start paying attention to what is physiologically going on in their body.  This will lead to physiological arousal.  The patient then tells him/herself that they definitely have cancer.  Anyone that reassures them that they are ok is dismissed as not knowing what they are talking about.

TREATMENT FOCUS?

 What can you do to help:

· normal health anxiety?

· the cognitive processes of the Hypochondriac?

-Reassurance works for normal healthy anxiety NOT for hypochondriacs.

-The goal is to reduce the physiological arousal.  As chiropractors we can help the patient by recommending:

· exercise – walking, stretching etc.

· breathing exercises

-We can also educate the patient.  We must explain to the patient that it is normal to focus on the physiological processes that occur in the body.  It is normal especially in a time of sickness.  Being worried is good to a point because the patient will be more likely to get involved in restoring their health.  They will be motivated and assist in getting better.

OBJECTIVE 3:
Demonstrate an understanding of the Eight Step educational and basic intervention approaches that can be used by the chiropractor to manage patients with chronic and diffuse Somatization Disorders.

-Overall Approach:
Many Somatization patients have strong dependency needs, which are partially gratified in treatment.  Flexibility is the key, and the development of an empathic, trusting relationship is fundamental for a successful outcome.  With the patient's permission, it may be helpful to see families, spouses, and friends.  Supportive counselling can be of great value, but the doctor should avoid trying to use psychological labels.  Over time, the doctor can explore possible explanations that integrate somatic and psychosocial aspects of the problem.  The primary goal is to focus the patient on behaviours that promote well-being and more involvement with their social and vocational activities.

-Acute Somatic Symptoms (
Review)

-
Most of these patients have a high level of premorbid functioning and good resilience

-Management consists of five interventions:

1.Identification of the key distress issues

2.Brief physical examination to assure the patient that genuine physical problems have been assessed and ruled out

3.A(ny) model that links the distress to the physical symptoms

4.Reassurance that there is no disease requiring ongoing physical treatment

5.The approach must address the underlying distress state of the person (essential)

-Refer to Handout #1 Flower Diagram- thinking patterns have to change.

-Refer to Handout #2- Key stressors result in psychophysiological responses which lead to illness.  We need to address the patient’s cognitions, coping methods and physiological arousal through relaxation and exercise.

-
Chronic Somatic Symptoms

-
Most of these patients have a LOW level of premorbid functioning

-Why? Developmental experiences that are chronically stressful and overwhelming

-Handout #3– Role of Life Stresses in development of physical illness- in the end chronicity blurs the difference between emotional reactions and somatic problems.

-
Management includes Eight Steps, or principles, and these are different from the management of Acute Conditions

1.EMPATHIC, TRUSTING RELATIONSHIP:  The patient does not want symptom relief, but rather, a relationship and understanding –this is what has been missed out on all their life.  

2.DON’T REASSURE:  Reassurance that nothing is wrong physically or medically does not work.  If you do this the patient will find another doctor.  Somatization is an unconscious process and is very real to the patient.

3.VALIDATION OF PHYSICAL SYMPTOMS:  What the patient wants is physician willingness to agree that he or she is sick.  The physician should avoid challenging the patient, agree there is a problem, and show a willingness to help identify it.  The physician should acknowledge the patient’s plight.

4.TRANSITION:  Little is gained by premature explanation that the symptoms are emotional.  Such an explanation must be presented in such a way that the patient does not experience it as a rejection.  You do not want the patient to withdraw. Stress education should be introduced gradually.  Use mutually agreeable language.

5.
GOAL IS BETTER FUNCTIONING:  A positive organic diagnosis will not cure the patient.  The emphasis should be on function, not symptoms, and assessment of the patient’s coping resources and responses is required.
6.SCHEDULING:  Regularly scheduled appointments are required so that the patient does not have to manifest symptoms to seek help.

7.
REINFORCEMENT OF ACTIVITY:  The physician should opperantly reinforce non-illness behaviours.   An alternative is to have the patient do a “Written self-disclosure protocol” to clarify feelings and symptoms. The doctor should have the patient write about their experiences, their feelings and symptoms and interpretation.  This helps the patient get better because they can observe their own cycles.

8.FOCUS ON SIGNS: Diagnostic tests should be limited.  Some focused examination can be helpful, with reliance more on signs than symptoms.

-
Competency in Managing Chronic Somatoform Conditions

1.Understand and use the Biopsychosocial model

2.Identification of psychosocial issues, especially chronic stress, during clinical interviewing is a fundamental skill

3.Understand diagnostic possibilities (Somatoform Ddx) 

4.Know how to manage the treatment of Acute and Chronic patients (they are different)

5.Know that counter-transference feelings are common; be able to identify and manage these feelings in you – the doctor will be overwhelmed.  We need to be able to deal with our own feelings with respect to these patients.

OBJECTIVE 4:
Demonstrate an understanding of the treatment alternatives that are available to patients with a chronic Somatization Disorder, and know who to refer these patients to.

-Generally speaking Somatoform patients will be resistant to a referral to a mental health professional.  If a specific underlying psychiatric condition, like depression, is identified as driving the somatic symptoms, specific treatments for the identified disorders should be discussed openly.  These discussions should be educational and provide the patient with choices.  In most cases, referral will only be contemplated after a lengthy period of preparation.  Possible referrals may include the following:

-Psychological Treatment Alternatives:

1)
Cognitive-Behaviour Therapy:  explores incorrect beliefs about bodily functioning as causes of the physical symptoms reported by patients.  Have demonstrated clinical utility with this population.

2)
Group therapy, or a Stress Management Group: can be of use with patients who have similar physical disorders or problems, eg, cardiac, colitis, haemodialysis patients, etc. The purpose is to identify key psychosocial factors and support each other in making helpful changes.

3)
Biofeedback, relaxation techniques, or other behaviour therapy is especially helpful when there are strong autonomic nervous system components, eg. Migraine, asthma, hypertension.

4)
Dynamic insight-oriented psychotherapy:  explore unconscious conflicts regarding sex and aggression.  Anxiety associated with life stresses examined with new, more mature defences established.

5)
Visualization as a method of managing your stress and mobilizing your immune system.

-Medical Treatment Alternatives:

1)
Pharmacotherapy: Can be considered in management of some patients

a)
Use in limited way so as not to create dependency

b)
Antianxiety drugs diminish harmful anxiety during period of acute stress (eg Proprananol for migraines)

c)      Antidepressants used with depression secondary to organic illness

2)
Surgery – Should generally be avoided, unless there is a co-existing severe or advanced condition such as cancer.

Video-

-Is the patient reporting a chronic physical problem? Yes.  The patient complained of headaches, lack of sleep, frequent urination, and nervousness.  She also said that she has a very poor memory.

-Dr. R. emphasized that these patients are very vague in their descriptions of their symptoms. They tend to shift around in their conversation; therefore it is difficult to assess them.  They also have lots of complaints.













