
Abstract The survey involved 50 centres comprising both
hospital and community psychiatric care services through-
out Italy. Overall, 2620 patients were recruited, and of
those 2002 (76%) completed the Somatoform Disorders
Schedule (SDS), a CIDI-derived interview. The NOS so-
matoform disorders (SDs) diagnosis appeared to be the
most common (60%) (and they showed the highest num-
ber of co-morbid diagnoses), followed by pain disorders
(8%). The prevalence of undifferentiated somatoform and
hypochondriactal disorders was 1.6%: older age groups
showed a tendency towards higher rates of the latter. In
general, the study found that a significant percentage of
patients with SDs are referred to psychiatric services, but
mainly because of other psychopathological problems: in

fact, somatic complaints are cross-sectionally present in
different psychiatric nosological categories. This study
also emphasizes some limitations of the current classifi-
cation of SDs.
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Introduction

Somatoform disorders (SDs) bear remarkable economic
and social costs (Isaac et al. 1995). In the United States
patients suffering from these disorders account for ap-
proximately one fifth of the national health budget, and
the cost of a single somatizing patient amounts to nine
times the average per capita cost of the whole health ser-
vice. Moreover, SDs are among the primary causes of ab-
sence from work (Lipowsky 1988). Therefore, there has
been an understandable increase in the number of epi-
demiological studies to quantify and characterize relevant
risk factors and, above all, to define the best pathways to
care for patients affected by SDs through the health sys-
tem (Escobar 1987; Swartz 1991).

As far as psychiatric services are concerned, it is not
yet clear at what stage in their history SDs affected patients
should receive psychiatric attention, nor indeed whether
they require it at all.

The aims of our study were: (a) to assess percentages
of patients with SDs in the psychiatric care system; (b) to
calculate the specific frequencies of various socio-demo-
graphic variables (i.e. age, marital status, rural or city res-
idency, education level, socio-economic status, type of
employment, housing conditions); and (c) to assess co-
morbidity with other psychiatric disorders.

Methods

The survey involved 50 centres throughout Italy. The centres were
randomized after stratification according to geographical area.
Italy was divided into four macroareas: the North (8 regions), the
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Centre (5 regions), the South (5 regions) and the islands (2 re-
gions). Such distinction means a different distribution of both
average per capita incomes and the average quality of the public
psychiatric services supplied (CENSIS 1994). One centre every
1,000,000 inhabitants was chosen in each macroarea. Four centres
which did not join the survey were replaced by four centres in the
same macroareas. Each centre recruited a sample of at least 40 ran-
domly selected patients. All patients were eligible for the study re-
gardless of psychiatric disorder and diagnosis.

In each centre at least two members of the staff were trained to-
gether, in a single 5-day course, in both the use of the study instru-
ments and the protocol procedures. Patient recruitment started si-
multaneously in all centres according to a randomized design (one
patient every ten visits, by means of hazard numbers 1–10). Pa-
tients were eligible for the study if they had been referred with a
request for treatment, or if they were already being treated by that
service, regardless of their diagnosis.

Probands were administered the Somatoform Disorders Sched-
ule (SDS), a CIDI-derived interview developed by the World Health
Organization (Janca et al. 1995). The SDS is a highly standardized
diagnostic instrument useful for assessing SDs according to ICD-
10 (WHO 1992) and DSM-III-R criteria in different cultures and
settings. The symptom-related questions of the SDS are presented
in three sections (somatization, hypochondriasis, neurasthenia).
The symptom-related questions in the SDS are fully structured and
are answered by either fixed alternatives or a number. For each of
the main groups of symptoms the onset and recency of symptoms
and their interference with work and other usual activities are
elicited. A brief sections on demographics and a section summa-
rizing symptoms are also included.

The SDS is accompanied by a reference manual and a comput-
erized data input and scoring program for ICD-10 and DSM-III-R.
All interviews were collected centrally, reviewed and processed
for diagnoses and statistical analysis. Overall, 2620 patients were
recruited; 2002 (76.4%) completed statistically significant inter-
views.

Males accounted for 43.7% of the final sample (see Table 1),
and females accounted for 58.3%. Central age classes were modal,
with young adults accounting for 48.5% and older adults account-
ing for 35.8%; there were remarkably fewer young (10.2%) and el-
derly patients (5.5%). Most of the probands were married (43.4%),
whereas 40.6% of them were single; a moderately high number 
of patients were widowed (6.9%), separated (5.7%) or divorced
(3.3%); 3.9% of the patients were recruited from day-hospital set-
tings, whereas 37.4% of them were being treated in out-patient fa-
cilities, and 58.7% were inpatients in a psychiatric ward; 45.7% of
the patients were from northern Italy, 24.9% from central Italy,
17.1% from southern Italy and 12.2% from Sicily and Sardinia.

No standardized diagnosis is available with regard to the pa-
tients who refused to joint the survey. Their conditions were diag-
nosed by methods routinely used by the centres to which they be-
longed. However, there are no statistically significant differences
from the sample recruited if five overall classes related to the main

diagnosis made according to different classifications (non-affec-
tive functional psychoses, mood disorders, anxiety, personality
disorders, etc.) are considered.

As for the average age of the group of patients who were not
interviewed, no statistically significant differences were shown
from the average age of the whole sample of people who refused to
join the survey. However, within the four age classes considered,
subjects over 65 years were potentially represented more exten-
sively among the patients who had refused to joint the survey
(8.1% vs 5.5%).

Data analysis

Data were processed by means of a software program specially de-
signed for that purpose, according to CIDI diagnostic algorithms
(Robins et al. 1989).

In a subsequent analysis exclusion criteria were dropped and
SDs were no longer limited to the absence of mood or psychotic
disorders. Odds ratios were computed for all non-somatoform psy-
chiatric disorders, namely depression, mania, schizophrenic disor-
ders, generalized anxiety, panic attacks and phobia, as assessed by
the relevant section of the SDS, according to DSM-III-R.

Lifetime prevalence of each disorder was computed.

Results

Table 2 shows lifetime prevalence of the clinical diag-
noses we made from our sample; the cumulative percent-
age is higher than 100 due to co-morbidity. The most fre-
quent diagnosis was: not-otherwise-specified (NOS) SDs.
However, a category with better-defined criteria, such as
somatoform pain disorder, was also present in over 8% of
the patient sample.

Prevalence of hypochondriacal disorder was 1.6%, the
same as that of undifferentiated SD (USD) whereas soma-
tization disorder was much rarer (0.1%). Table 3 shows life-
time diagnosis according to gender and age. Data analysis
on gender distribution showed no statistically significant
differences, with the exception of NOS SDs, which showed
a significantly higher prevalence among women (71.3 vs
58.9%, OR = 1.8, χ2 = 34.04, P < 0.001). Somatization
disorder was absent among males.

There is a tendency towards higher rates of hypochon-
driasis among older age groups, with statistical signifi-
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Table 2 Lifetime diagnoses according to DSM-III-R

Diagnosisa n %

Somatoform disorder not otherwise specified 1321 65.9
Generalized anxiety 659 32.9
Depressive episode 629 31.4
Panic attacks 426 21.3
Phobias 352 17.6
Psychotic disorders 286 14.3
Somatoform pain disorder 177 8.8
Manic episode 132 6.6
Hypochondriasis 31 1.6
Undifferentiated somatoform disorder 31 1.6
Somatization disorder 2 0.1

a More than one condition may be diagnosed in any patient

Table 1 Socio-demographic characteristics of the sample

Gender % Civil status %

Male 43.6 Married 43.5

Female 56.1 Single 40.6
Widowed 6.9
Separated/divorced 9.1

Age (years) Education (years)

< 24 10.2 1– 5 27.7
25–44 48.6 6– 8 27.0
45–65 35.7 9–13 32.0

> 65 5.5 > 13 13.3



cance in older adults (between 44 and 65 years of age) as
well as in the elderly (2.6% > 44 years vs 0.4 > 44 years,
OR = 2.53, χ2 = 6.3, P < 0.01).

Somatoform pain disorder was poorly presented among
elderly people of both genders. However, unlike USDs,
this disorder may also be shown among young women.

Married patients risk NOS SDs (64.3%, OR = 1.33, χ2 =
9.16, P < 0.001) and hypochondriasis (2.1%, OR = 2.08,
χ2 = 3.9, P < 0.05), whereas the prevalence of these disor-
ders is low among never-married patients (NOS SDs =
56.1%, OR = 0.61, χ2 = 11.13, P < 0.001, hypochondria-
sis = 0.7%, OR = 0.34, χ2 = 5.38, P < 0.05). However, if
a stratified analysis is made according to age, this data
loses statistical significance with regard to hypochondria-
sis (χ2 = 2.1 with the Mantel Haenzsel method). Con-
versely, a different profile is shown with regard to USDs
(married = 5.4%, OR = 0.61, χ2 = 7.27, P < 0.01; never
married = 9.0%, OR = 1.55, χ2 = 6.48, P < 0.01). Strati-
fied analysis, conducted by the same method, does not
show any confusing effect caused by the age factor. This
means that any statistically significant differences between
married and never-married groups are kept, although the
age factor is considered in the comparison.

Better-educated classes run low risk for hypochondria-
sis and somatoform pain disorder, reaching statistical sig-

nificance in the group between 9 and 13 years of educa-
tion (hypochondriasis = 0.8%, OR = 0.28, χ2 7.03, P <
0.01); (somatoform pain disorders = 6.4%, OR = 0.62, 
χ2 = 6.65, P < 0.01). These classes are poorly affected 
by NOS SDs.

The analysis of geographical distribution shows a ten-
dency towards higher odd ratios for Sicily and Sardinia,
and ratios lower than one in the northern regions of Italy
for the entire group of disorders: statistically significant
differences in NOS SDs (63.4%, OR = 0.88, χ2 = 4.9; P <
0.05) and somatoform pain disorder (7.5%, OR = 0.73, 
χ2 = 3.8, P < 0.05) were shown in the North.

Differences tend to flatten out, but do not disappear
when the data is stratified according to the location of the
service, i.e.urban or rural.

Table 4 shows co-morbidity patterns: again, NOS SDs
were the most frequent psychiatric disorders among those
analysed. Hypochondriasis was never shown to be associ-
ated with panic attacks, and USDs were less frequently in
association with other psychopathological conditions, and
was not associated with mood disorders and generalized
anxiety.

If one drops the exclusion rules, which make the diag-
noses of SDs ineffective when somatic symptoms appear
only with other disorders, the percentage of hypochondri-
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Table 3a DSM-III-R lifetime
diagnosis according to gender
and age (females)

a From < 24 to 64 years more
at risk vs > 65 (NOS-SDs,
GAD P < 0.005, SPD, PD
phobias P < 0.01)
b < 24 and > 65 years at risk 
(P < 0.05)
c < 24 and 25–44 years at risk
(P < 0.05)
d From 45 to > 65 years at risk
(P < 0.01)
e 44–65 years at risk (P < 0.05)
All values are percentages Chi-
Square with 3 d.f. and homo-
geneity test between cells, Chi-
square with 1 d.f.

Age (years) < 24 25–44 45–64 > 65 Total

Somatoform disorder
not otherwise specified (NOS-SDs) 70.2a 72.5a 72.4a 59.2 71.3

Somatoform pain disorder (SPD) 9.8a 9.4a 8.7a 4.9 8.9

Hypochondriasis 0.9 0.6 2.7d 2.5d 1.7

Undifferentiated somatoform disorder 3.5b 0.8 1.2 2.5b 1.3

Somatization disorder 0 0.2 0.2 0 0.2

Schizophrenia 14.0c 17.2c 11.2 2.3 14.3

Manic episode 8.8c 7.4c 5.6 4.9 6.7

Depressive episode 29.8 28.2 44.3e 32.0 34.6

Panic disorders (PD) 27.1a 26.6a 22.1a 13.5 24.1

Phobias 17.5a 23.1a 17.0a 9.8 19.3

Generalized anxiety disorder (GAD) 32.4a 40.1a 35.6a 27.2 36.7

Table 3 b DSM-III-R lifetime
diagnosis according to gender
and age (males)

a < 24 and 25–44 years at risk
(P < 0.05)
b < 24, 25–44 and 45–64 years
at risk (P < 0.05)
c 25–44 and 45–64 years at risk
(P < 0.01)
d 25–44, 45–64 and > 65 years
at risk (P < 0.05)
e 45–64, > 65 years at risk 
(P < 0.05)
All values are percentages Chi-
square with 3 d.f. and homo-
geneity test between cells, Chi
Square with 1 d.f.

Age (years) < 24 25–44 45–64 > 65 Total

Somatoform disorder
not otherwise specified 60.7 60.1 56.4 65.8 65.5

Somatoform pain disorder 4.5 9.0c 10.3c 1.6 8.7

Hypochondriasis 0 0 2.3e 1.6e 1.4

Undifferentiated somatoform disorder 0 2.2d 1.6d 3.4d 1.8

Somatization disorder 0 0 0 0 0

Schizophrenia 14.0a 17.2a 11.2 12.3 14.4

Manic episode 9.1b 5.8b 6.6b 3.4 6.2

Depressive episode 25.2 27.0 29.0 24.1 24.1

Panic disorders 16.8b 20.6b 15.3b 10.3 18.1

Phobias 16.8 16.6 14.0 13.7 13.7

Generalized anxiety disorder 24.2 29.9 28.0 24.1 24.1



acal disorders increases slightly (45; 2.5%) and that of
USDs increases substantially (145; 7.24%). Other disor-
ders remain unchanged. However, none of the eight
hypochondriasis cases added through this procedure were
associated with panic attacks; likewise, none of the 114
new cases of USDs were associated with generalized anxi-
ety. On the contrary, there were 105 (91%) new cases of
USDs associated with mood disturbances; of the eight new
cases of hypochondriasis, six were female and seven were
elderly patients.

Inclusion of hypochondriacal cases associated with
other disorders makes the higher frequency of this disor-
der in the elderly highly significant (10.9%; OR = 6.7, 
χ2 = 39.2,  P < 0.001).

Discussion

Because NOS SDs were found to be the most frequent
diagnosis (60%), the relevance of somatization in general
and the high frequency of somatic symptoms in psychi-
atric settings seem to have been further proved. However,
this also shows the drawbacks of an all-embracing cate-
gory. This finding is very likely to be influenced by the
lack of studies providing a clearer clinical and diagnostic
definition of SDs.

The lack of diagnostic specificity with regard to NOS
SDs may have involved using it for cases the clinician
would have most likely diagnosed only on the basis of the
main syndrome, ignoring somatic complaints.

Not-otherwise-specified SDs bring together a variety
of different clinical features the common denominator of
which is that they do not fully meet the criteria of any of
the other specific SDs. Therefore, this diagnostic concept
is so extensive that it does not allow any useful patient
profile to be defined. Testimony to this is also provided by
the excessively high average number of co-morbidity di-
agnoses, as shown in Table 4, and by the fact that practi-
cally no patients with diagnosed NOS SDs alone refer to
psychiatric services.

The fact that 63.4% of depressive disorders feature an
additional diagnosis of NOS SDs calls for greater atten-
tion to somatoform symptoms within other psychiatric dis-
orders, i.e. for a better definition of these sometimes over-
lapping concepts.

Apart from NOS SDs, specific forms of SDs may be
diagnosed in approximately 12.2% of the interviewees.
This figure shows the burden of this often poorly under-
stood illness on mental health services.

The very low prevalence of somatization disorders is
in line with similar ECA Study published data (Simon and
von Korff 1991; Escobar et al. 1987). Once again, this
issue raises the question of the usefulness of this diagno-
sis, for reasons differing from those expected for NOS
SDs.

The absence of somatization disorders among male pa-
tients has been confirmed (Escobar et al. 1987; Robins et
al. 1984; Blazer et al. 1985). The diagnostic significance
and specificity found for USDs stands out: not only is
such disorder high relatively prevalent in our sample, but
very rare co-diagnoses and a high number of cases with
absolutely no psychiatric co-morbidity have been found
as well. However, as suggested by Kroenke et al. (1997),
in primary care the DSM-IV diagnostic criteria for soma-
tization disorders are too restrictive, and those for USDs
are overly inclusive. They suggest replacing the latter with
the new category of multisomatoform disorder defined as
three or more medically unexplained currently bothersome
physical symptoms plus a long (≥ 2 years) history of soma-
tization, and a co-diagnosis of mood or anxiety disorders
should not be precluded.

It is pointed out that some community surveys con-
ducted in Italy testified to the significant role of this diag-
nostic category in the general population. Faravelli et al.
(1997) observed in Florence that the prevalence of USDs
in a year was 13.4%, whereas in an area in southern Sar-
dinia our group (Carta et al., in press) showed a lifetime
prevalence of the same disorder of 8.9% in males and
23.3% in females, respectively. The study conducted in
Florence resulted in numerous psychiatric co-diagnoses
similar to ours (0.78 vs 0.66%), thus further testifying to a
significant number of “pure” cases unassociated with anx-
iety or mood disorders. According to the study conducted
in southern Sardinia and some literature findings in the
general population (Swartz et al. 1986; Bland et al. 1988),
females are associated with a remarkably higher fre-
quency. This apparently clashes with the results of our
study, which show a ratio between males and females of 1
to 4. The reason may be that we chose a different popula-
tion for our study (a psychiatric instead of a general pop-
ulation). However, it should be pointed out that, according
to the Italian community survey results, males with diag-
nosed USDs tended to refer to specialists, whereas women
usually preferred to refer to general practitioners. There-
fore, the data we gathered may result from male patients’
tendency to refer to psychiatric services. The comparison
with the community survey shows that a diagnostic cate-
gory accounting for 10–20% of the general population is
poorly represented in the psychiatric population. It is em-
phasized that increased depression, which had approxi-
mately 13% prevalence in community surveys carried out
in the same areas (Faravelli et al. 1990; Carta et al. 1995),
lower than that of USDs, was found in approximately 30%
of the sample patients who were referred to the psychi-
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Table 4 Co-morbidity profiles according to DSM-III-R

Diagnoses No. of No. of Average no.
subjects co-mor- of co-mor-

bidity diag- bidity diag-
noses noses

Somatoform pain disorder 177 485 2.8
Hypochondriasis 31 65 2.1
Undifferentiated somatoform

disorders 31 17 0.6
NOS somatoform disorders 1321 3199 2.5

Total 1560 3766 2.5



atric services analysed in our study; therefore, such pa-
tients are seldom referred to psychiatric services.

The analysis of geographical distribution showed some
differences, thus emphasizing the role of socio-cultural
variables in co-determining the onset and course of so-
matic symptoms.
Our data on frequencies of SDs in educational classes are
in line with some of the results of the ECA Study, show-
ing SDs were more frequent in lower-income classes
(Escobar et al. 1987).

A different trend was shown for the NOS SDs, possi-
bly because this category is so poorly defined that its pro-
file is strongly affected by co-morbidity patterns, particu-
larly when depression is involved, at least in our sample.

Several preliminary suggestions can be made with re-
gard to co-morbidity. The higher frequency of hypochon-
driasis associated with other psychiatric disorders among
women might stem from the fact that co-morbidity is
mainly connected with the various subtypes of depres-
sion, to which women are more prone.

Undifferentiated SDs was rarely shown as compared
with our expectations and the literature findings (Faravelli
et al. 1997). Although the reasons for this are difficult to
explain, this might result from the fact that most patients
were under pharmacological treatment, which affected
medium-severe somatic symptoms, leaving, both the most
disturbing and, above all, the most trivial ones unaffected.
The general population and psychiatric patients might
also differ significantly in this respect.

Conclusion

Our study shows that a significant percentage of patients
with specific SDs refer to psychiatric services and, in gen-
eral, somatic complaints are present in different psychi-
atric disorders. This study also emphasizes some limita-
tions of current classification; its two extremes, i.e. soma-
tization disorders and NOS SD, are too restrictive for the
former, and far too broad for the latter. The fact that USDs
is relatively rarely diagnosed is also a key point in other
studies which involved general population or primary care.
Both factors might mean an overall difference between
psychiatric patients and the general population, although
they might also stem from an excess of selectivity in all
the diagnostic categories except the NOS category. More-
over, the geographical prevalence patterns seem to further
prove the influence of socio-cultural variables on somatic
symptom presentations.
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