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Abstract

Individuals with Somatization Disor-
ders present frequently to the ED
with non-cardiac chest pain, non-
specific abdominal pain, headaches
and a range of other non-specific
symptoms. Somatization Disorder
presentations are ubiquitous within
the healthcare system. Seen as
belonging to ‘no man’s land’, these
disorders, are often diagnosed and
treated by different medical sub-
specialities. This characteristic of
Somatization Disorders creates chal-
lenges regarding their diagnosis and
management across emergency care
settings. The current review explores
the scope of the problem and, the
challenges inherent in diagnosing
and treating these disorders in ED
environments. Based on available
evidence and the essential character

of these disorders, future directions
are suggested for more effective
emergency management and possible
referral from ED.

Key words: diagnostic algorithm for
somatization, functional somatic
symptoms, high value care, somatic
symptoms in ED, somatization in ED.

Introduction
Somatization Disorders (SD) are a
consequence of modern medicine’s
inability to bridge the Cartesian
mind-body dichotomy where disor-
ders are seen as being either of the
mind or of the body. These are often
described as ‘no man’s land’1 and,
across various healthcare settings,
subject to both lack of diagnostic

clarity and appropriate therapeutic
intervention.
This article uses the term Somati-

zation Disorders as a descriptive
rather than a diagnostic entity,
encompassing all functional disor-
ders that present to an ED. These
presentations have been variously
described in literature as Functional
Somatic Symptoms, Medically
Unexplained Symptoms, Somatic
Symptoms Disorder, Conversion Dis-
order, Persistent Physical Symptoms.
The term ‘somatization’ – an acci-

dent of history – is a mis-translation
of the German term ‘organsprache’
or ‘organ language’ first used by Ste-
kel (1943). Possibly referring to
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Key findings
• Somatization disorder presenta-

tions to ED, are at risk for high
morbidity, iatrogenic harm,
and avoidable and inappropri-
ate healthcare utilization.

• There are multiple challenges
to managing somatization dis-
order presentations to ED
including the lack of ED
appropriate diagnostic criteria
and management guidelines.

• There is a compelling case for
creation of consensus guide-
lines and care pathways for
management of somatization
disorder presentations to ED,
through healthcare reform, in
order to reduce healthcare
burden.
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Freud’s concept of Conversion Hys-
teria, Stekel defined ‘organsprache’
as a bodily disorder that arises as
the expression of a ‘deep seated
neurosis…’.2
The most accepted definition of

somatization comes from Lipo-
wski1,3,4 who defines somatization as
‘a tendency to experience and
communicate psychologic distress in
the form of physical symptoms’
or ‘experience and communicate
somatic distress in response to psy-
chosocial stress’ and ‘seek medi-
cal help’.
Since SDs mimic various high acu-

ity medical conditions, individuals
with SD often present to the ED.5

However, there is a lack of under-
standing regarding these presentation
and management pathways for
appropriate care. This article aims to
review the challenges inherent in
management of SD presentations to
the EDs across medical specialities
and propose a potentially viable
model for managing such disorders
in ED environments.

The scope of the problem
SDs are some of the most frequently
encountered disorders in healthcare,
in inpatient,6 outpatient7 and emer-
gency care8,9 settings. Individuals
with SDs present frequently to the
ED as non-cardiac or non-specific
chest pain,10,11 non-specific abdomi-
nal pain,11 headache,12 functional
neurological disorder13 or other
non-specific presentations oftentimes
across medical specialities.11 Despite
a degree of consensus within individ-
ual specialities regarding their pre-
sentation, there are no adequate
guidelines for their diagnosis and
management in EDs where the focus
is more on ruling out life threatening
emergencies rather than ruling in a
relatively benign disorder, despite its
high psychological morbidity.
SDs are expensive for any health-

care system.14–18 Affected patients
are often frequent attenders and
health service utilisers in both stan-
dard and after hours care.19 SDs are
estimated to account for 10% of the
annual expenditure of the National
Health Service (NHS).20

The cost of the disorder, as well as
poorer patient outcomes (such
as anxiety, depression and reduced
quality of life),21 and iatrogenic
harm22 provide a sound rationale
for developing effective management
approaches and guidelines for
patients presenting with SDs to the
ED settings.

Current challenges
The challenge presented by the
biomedical model

The Biomedical Model in Medicine
under the impact of Cartesian mind-
body dualism conceptualises the dis-
orders as being of the body or being
of the mind.23 This conceptualiza-
tion has implications for how SDs
are seen by medical practitioners and
other clinicians.24,25 SDs fall in the
‘borderland between medicine and
psychiatry’1 or body and mind, since
they are seen as being both psycho-
genic in origin, and physical in their
manifestation. Patients affected by
these disorders are treated symptom-
atically through various medical spe-
cialities, resulting in fragmentation of
care,26 including the diagnosing of a
condition by one speciality and treat-
ment by another (e.g. Functional Neu-
rological Disorder which could be
diagnosed in a neurology clinic and
treated through psychiatry service).
This model of management can create
a schism in care, both for patients,
and for the treating clinicians. The
schism is further impacted by the fact
that individuals with SDs often pre-
sent with symptoms that mimic more
than one medical condition or symp-
toms that generate multiple specialist
referrals with multiple lines of investi-
gation and biomedical treatment,
with concomitant increase in the risk
of iatrogenic harm.22

The challenge of high acuity
presentations

High acuity somatization presenta-
tions such as non-specific chest pain
create a significant challenge for ED
clinicians. Such presentations require
extensive investigations to rule out
acute and potentially life-threatening
conditions such as Acute Coronary

Syndrome (ACS), Ischemic Heart
Disease (IHD), and other serious car-
diac, pulmonary and vascular dis-
eases. This gets more challenging
when SD co-occurs with a related
physical condition, such as pseudo-
seizures in a patient with epileptic
seizures.
Given the high acuity demands on

ED clinicians, there may be limited
time available to document a
patient’s detailed psycho-social his-
tory. Consequently, patients with SD
presenting to the ED feel poorly
understood. Despite overt acceptance
of the biopsychosocial model, the
explanations given to patients are in
various variants of the dialogue:
‘there is nothing wrong with you –

it’s all in your head’.24,25 Individuals
who present with SD thus struggle to
find legitimacy.27 Patients report
feelings of stigmatisation and blame
for the disorder, which may resul-
tantly limit their engagement with
the healthcare system and exacerbate
their psychological morbidity.

The challenge presented by a
lack of cohesive diagnostic
criteria

‘A precondition for an appropriate
management of patients with func-
tional somatic symptoms is a valid
taxonomy common for all medical
specialities facilitating cooperative
care’.28
Diagnosis of SD has always been

plagued by controversies and
ambiguity.26,29–32 The lack of a cohe-
sive framework for conceptualising
SD is a source of confusion for clini-
cians whowork in the field.26

Historically conceived as being a
result of intrapsychic conflict,33,34

the diagnostic focus, more recently,
has shifted to phenomenological
aspects of symptom presentation and
the absence of adequate medical
explanation.35 Conventional models
for diagnosing SDs have limited
applicability in ED since the
aetiology cannot be established,
duration (6 months for Somatic
Symptom Disorder) is difficult to
verify and extensive investigations
cannot be carried out to rule out all
medical explanation/s for symptom
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presentation. To make matters more
complex, SDs are known to manifest
differently across different healthcare
settings28,36 and specialities.11,37

While ICD 11 has specific criteria
for classification of SDs designed for
primary care settings,38 there have
been no specific criteria developed
for diagnosing SDs in emergency
care settings. This lack of criteria
makes diagnosis of SDs in the ED
particularly challenging.

Future directions
Since one of the issues that impact
SDs is the lack of nosological clarity,
a prerequisite for effective manage-
ment would be the development of
ED-appropriate diagnostic criteria.
To this end, the ICD diagnosis of
Bodily Distress Disorder (BDD)
could be an option if this is found
appropriate for ED clinicians. If
BDD is not found to be appropriate,
another uniform nomenclature
such as ‘Functional Organ/System
Disorder’ – where the term
‘Functional’ is a reference to a ‘dis-
order of a function’ rather than an
attribution of psychological genesis31

– could be appropriate. Such a diag-
nostic entity would take away the
pressure on the ED clinician to make
any definitive decision regarding
the aetiology of the symptoms, dura-
tion of symptoms, and whether
or not they have a medical explana-
tion. The diagnosis of Functional
Disorder could then be purely a phe-
nomenological/symptomatic diagno-
sis. Sharpe et al.30 propose ‘a
paradigm shift in which unexplained
symptoms are remedicalized around
the notion of a functional disturbance
of the nervous system and treatments
currently considered “psychiatric”
are integrated into general medical
care’. We believe that this paradigm
shift could be relevant for diagnosing
SDs in ED.
In those cases where there is a

pressure on the ED clinician to dis-
cern the aetiology of the symptoms,
such as unexplained chest pain,
effective ED based symptom profiles,
screening systems or algorithms
require development and refinement.
Possibly universal vigilance with
screening of high-risk cases could be

helpful in identifying these disorders
as screening has been found useful in
paediatric populations.39 Addition-
ally, training ED physicians in better
recognition of the symptoms of psy-
chological distress and conditions
such as anxiety, depression or PTSD,
which might present as a somatic
condition, could be helpful in early
identification of SD. Further, devel-
opment of diagnostic algorithms and
screening systems could be used to
identify those at risk of re-presenting
for SDs.
We propose that the diagnosis of SD

in ED could involve ruling out of acute
life-threatening condition followed by
ruling in of current and active psycho-
logical distress, as a viable diagnostic
algorithm for identifying Somatization
Disorders in ED (Fig. 1).

This proposal is in keeping with
evidence base,40 existing diagnostic
guidelines and makes allowances for
diagnostic challenges particular to
the emergency setting. Once SD is iden-
tified in ED, there needs to be amanage-
ment pathway referring patients to
appropriate services. Following effec-
tive diagnosis/identification in ED,
referring these individuals to specialist
clinicians such as psychologists/
psychiatrist for further assessment and
management could create one such
management pathway. There could be
other pathways following discussions
with key stakeholders such as con-
sumer/family/cultural advocates bear-
ing in mind the role of cultural impact
on phenomenology and manifestation
of SD.41 Equally importantly, the path-
way leads to the GP in all those cases

Patient attends ED for high acuity 
somatic symptom/s

Routine investigations 
carried out to rule out 

any high acuity 
condition 

Patient not found to have a medical condition 
which can account for the somatic symptom 

Patient screened for positive symptoms of Somatization Disorder(e.g. current and 
active psychological distress) 

Patient does not screen 
as having postiive 

symtom of Somatization 
Disorder

Patient discharged from 
ED to GP for follow up/ 
diagnostic clarification  

Patient screens as having 
postiive symptoms of 
Somatization Disorder

Patient provided care 
through Somatization 
management  pathway  

Patient found to have a 
high acuity medical 

condition  

Patient admitted to the 
hospital / discharged 
from ED and referred 

onwards as appropriate

Figure 1. Patient journey flow chart for Somatization Disorders presenting to the ED.
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where, while there might be no obvious
medical reason for symptoms at the
time of presentation to the ED, there is
also no positive indication (such as high
anxiety) for ruling in SD. This arm of
the pathway takes into consideration
the progression of science and possibil-
ity that there might be medical reason
that underlies apparently medically
unexplained symptoms.
Expert opinion unequivocally sup-

ports the provision of patient-centred
services, using biopsychosocial
explanatory models. Expert opinion
also contends that such a model
should be needs based, accessible to
patients, and have patient recovery
as its primary goal.42–44 Expert guid-
ance in the field strongly suggests
that management of SDs should be
carried out by multidisciplinary
teams, either independently or as
part of primary care20,43 or in ED
through incorporating a broader
range of healthcare professionals in
EDs.45 The latter suggestion has
been made in recognition of persons
presenting with co-morbid condi-
tions such as anxiety or panic disor-
der presenting and re-presenting to
the ED when a core symptom is not
recognised. Since both anxiety and
depression tend to present as SD in
ED, experts suggest the incorpora-
tion of management models based
on co-morbid conditions.46–48

Focussing extensively on Func-
tional Neurological Disorder (FND)
and its relationship with Somatic
Symptom Disorder (SSD), Onofrj
et al.49 suggest that in the future we
focus on a ‘…conceptual framework
to encourage a multidisciplinary and
versatile approach. Instead of a sin-
gle disease model, our approach
aims at bridging the gap between dif-
ferent cultures and disciplines like
psychiatry, psychology, neurology,
and clinical neurosciences’. In the
case of conditions which have a
recognised component of psychologi-
cal distress, experts might need to
develop ED specific guidelines
to treat conditions known to have a
high component of anxiety or soma-
tization and which tend to re-present
to the ED.50

German Clinical Practice Guide-
lines44 suggest that management of SDs
needs to follow a staged approach, with

an initial focus on basic investigations,
reassurance and advice, followed by a
comprehensive physical and psychoso-
cial ‘work up’ and finally, in the most
severe and chronic cases, providing the
patient with intensive multi modal
treatment. Likewise, other experts43

also suggest a stepped care approach in
their management of SD.
A model that seamlessly integrates

psychological and medical care is
therefore best suited for SDs. Such a
model could provide care for indi-
viduals who present to the ED with
Somatization Disorders and provide
throughcare and shared care with
GPs to seamlessly integrate the care
of patients with SD in their overall
healthcare (Fig. 1).
We propose that the patient who

has been positively identified as hav-
ing SD then be referred from ED
through a somatization management
pathway.
In order to provide appropriate care

through acute care and ED settings,
primary healthcare services, and sec-
ondary healthcare services, there is
now an urgent need to develop
Australasian guidelines for manage-
ment of SDs which take into account
the unique nature of Australasian
healthcare and the service needs of its
multicultural clientele. As a first step
for developing effective Australasian
management guidelines, it is an
opportune time to create an Austral-
asian consortium for integrating care
of somatization disorders across
healthcare services both, for research
translation and developing standards
of care. Such a model has been
suggested by Pepper et al.42 in the con-
text of FND and could have wider
application to SDs overall.
In conclusion, SDs are expensive

for the healthcare system and result
in excess morbidity for those
affected. Individuals with SDs pre-
sent across all healthcare settings
including EDs where there are multi-
ple challenges to effective identifica-
tion and management of SD. Future
directions for effective management
of SDs in acute care and ED settings
need to focus on timely identification
through clearer diagnostic guidelines
and ED specific algorithms. For
effective management of SD presen-
tations in ED we need to develop a

series of effective and adaptable ED
specific management models. Effec-
tive management would involve mul-
tidisciplinary care, seamlessness
integrated through all levels of
healthcare to provide wrap-around
holistic care for affected patients.
Such models would provide effective
pathways for ongoing management
through primary care integrated with
multidisciplinary care as appropri-
ate. The first step in developing such
models in an Australasian context,
would be the development of a
regional consortium of SDs which
would be tasked with developing
guidelines and monitoring the suc-
cess of ongoing care. There is urgent
and compelling need to progress this
agenda and effect policy reform that
translates to optimised clinical care.
This is in the interest of optimising
patient outcomes, improving clini-
cian confidence in managing these
conditions and, reducing healthcare
burden and costs associated
with avoidable and inappropriate
healthcare utilisation.
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