UNDERSTANDING AND TREATING THE OVERLAP OF
ANXIETY DISORDERS AND SOMATIC COMPLAINTS

DEFINITIONS AND EPIDEMIOLOGY

ANXIETY DISORDERS

A.

B.

C.
D.

Continuum of symptom intensity: Subclinical anxiety; shy, behaviorally inhibited; diagnosable anxiety
disorder; chronic anxiety disorder; chronic anxiety with co-morbidities; Avoidant Personality Disorder.

A collection of disorders: Separation Anxiety; GAD; Social Anxiety; Selective Mutism; Panic Disorder;
Phobias; OCD; PTSD; Anxiety Disorder NOS; Adjustment Disorder with Anxious Mood.

Anxiety disorders are the most common mental health conditions (NIMH).

2.8 to 20.9% of children and adolescents have at least one anxiety disorder (Costello et al, 2005).

SOMATIC COMPLAINTS

A.

B.

“The tendency to experience and communicate somatic distress and symptoms unaccounted for by the
pathologic findings, attribute them to physical illness and seek medical help for them” (Lipowski, 1988).
When psychological factors are assumed to have major etiological significance for physical
symptoms; OR when psychological factors influence the development and/or course of physical
conditions with know physical pathology or physiologic process.

10% to 30% of children and adolescents report weekly or ‘frequent’ headaches;
10% to 25% describe recurrent abdominal pain (RAP);
5% to 20% complain of musculoskeletal pain (review by Egger et al, 1999);
Less common symptoms also include fatigue, low energy, and nausea
At least 2% to 4% of pediatric visits are due to stomach aches; 1% to 2% for headaches.
Parents report somatic symptoms, see their child as ‘sickly’ in
11% of girls and 4% of boys (Offord, et al, 1987).
In a community sample of 540 school-aged children and adolescents, Graber et al (1991) found high
rates of self-report of symptoms (1.94 over a 2 wk period).
Young girls = young boys; older > younger; older girls >older boys
Trajectory: More likely to become adults with somatic complaints & high utilizers of health care.

THE OVERLAP OF SOMATIC COMPLAINTS AND ANXIETY DISORDERS

1/3 to 1/2 of children and teens reporting somatic complaints have an underlying mental health disorder,
primarily anxiety or depression (Last, 1991).

60% of girls with and anxiety disorder have 1 or more somatic complaints (Egger et al, 1999).
69% of girls reporting stomach aches & headaches meet criteria for an anxiety disorder (Egger et al, 1999)

Boys more frequently report musculoskeletal pain and have underlying depression and behavioral
concerns such as ODD and ADHD (Egger et al, 1999).

Children with social phobia, as a group, have the highest rates of somatic complaints (Garralda, 1999).

Dorn et al (2003) showed that children and teens with RAP had similar physiologic makers to those
with anxiety disorders — both had higher stable resting HR and both reacted to stress with increased
systolic blood pressure and salivary cortisol rates that was greater than healthy controls.

Severity of somatic complaints is significantly and positively related to anxiety severity, impairment,
reduction of global functioning (Ginsburg et al, 2006).

A Continuum of Symptom Intensity/Interference with Functioning:

Mild, intermittent symptoms with occasional missed school or activities;
Moderate symptoms with frequent visits to nurses office, occasional missed days of school;
Severe symptoms with frequent medical appointments, missing half or more days of school
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L. CONTRIBUTING FACTORS TO THE EXPRESSION OF SOMATIC COMPLAINTS

CHILD FACTORS
A. lliness Experience: Documented physical iliness can be a precipitating/sensitizing event.

B. Classical Conditioning: liness symptom is paired with an environmental trigger or event. When the
underlying physical iliness is resolved, environmental cues continue to trigger the symptom (nausea and
vomiting are the most easily conditioned symptoms).

C. Personality/Temperament: Conscientious; can be perfectionistic or obsessional; shy, sensitive,
insecure, anxious — ‘behaviorally inhibited;’ often have problems with peers (Garralda, 1999).

D. Somatosensory Amplification: Hypervigilant and attentive to bodily sensations; focus on weak,
infrequent sensations with distorted cognitions — perceive sensations as alarming (Garralda, 1999).

E. Passive coping style: Pain intolerable & uncontrollable vs acceptable & manageable(Walker et al, 2005)

F. Attentional Bias: Children with RAP have increased focus of subliminal pain and personal threat signals
but decreased focus supraliminal of pain and threat signals (Boyer et al, 2006).

G. Alexithymia: “No words for feelings” (Sifneos, 1972). Difficulty in identifying and expressing feelings:
Tendency to express emotions physically.
1. Little empirical data but frequently cited in clinical/case reports.
2. Toronto Alexithymia Scale is significantly correlated with the tendency to experience and
report physical symptoms (Cohen et al, 1994).
3. Often related to culture (Le, 2002), family interaction patterns &/or communication style.

FAMILY FACTORS
A. Modeling: Family health problems or preoccupation with illness modeling illness behavior.
1. Parental chronic illness and disability (Campo and Fritsch, 1994).
2. Parental somatization (Craig, 2002; Garralda, 1999).
3. Parental mental health disorders, especially anxiety and depression, although there is some
conflicting data (Fritz, et al, 1997).

B. Parental Amplification of Symptoms: Children’s concerns about their symptoms are often a reflection of
parental concern. Parental response to a child’s frequent/persistent somatic complaints often amplifies —
rather than normalizes or minimizes — symptoms. This can lead to reciprocal amplification between parent
and child. Seeking professional care can further amplify symptoms since it is a marker of the seriousness
of concern.

C. Parental Reinforcement of Symptoms: Parents often unwittingly reinforce illness behavior with powerful
rewards.
1. Positive attention & activity restriction predict greater symptom maintenance (Walker et al 2002).
2. Missing school is one of the most powerful secondary gains of illness and the amount of missed
school is a general index of the seriousness of the problem.

D. Parents as Overly-Sensitive “Screening Test” for lliness: Parent’s regularly assess a child’s report of
symptoms and categorize as “you’re okay,” “upset,” or “ill.” Parents for a variety of reasons may be afraid
of making a false-negative error (i.e., saying child well when, in fact, child is ill; sending child to school
rather than taking him/her to the doctor).

ENVIRONMENTAL FACTORS
A. Stresses At Home, In School and/or With Peers
1. Home stresses such as ongoing or increasing conflict; separation/divorce, a move, an illness in the
family or financial concerns can lead to somatic complaints.
History of abuse.
Academic concerns, fear of failure (Merlijn et al, 2003).
Social rejection (Merlijn et al 2003).
Social anxiety/phobia -- associated w/ highest rates of somatization (Garralda, 1999).
Bullying (Rigby, 2001; Stein, 2004).
Exposure to violence in neighborhood (Hilker et al, 2005). I Kathleen M. Pfaffinger, PhD, LP
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V.

MEDICAL MANAGEMENT (AND PREVENTION)

Acknowledge Suffering and Family Concern: True factitious iliness or malingering is rare. (Compo &
Fritz, 2001).

Understand Child’s and Parent’s Explanation or “Worst Fear” About the Symptom. Avoid questioning
their reality even while building an alternative explanation for the symptoms (e.g., “Do you think you might
have a ‘nervous tummy?’”)

Avoid a Mind Body Split:
1. Physical and psychosocial assessments are best handled simultaneously.
2. Explain how stress frequently is component of/exacerbating factor in many ilinesses.

Minimize Amplification of Concern: Explain the rational for test(s) to rule out disease.

Avoid an Endless Search for Diagnosis: Acknowledge that there are “mystery illnesses” and let
children/family know that they can have symptom relief even if we never know the name of the illness.

Monitor and Manage Secondary Gains: Parents may need direct teaching about actions that unwittingly
reinforce illness behavior and guidance on how to avoid it.

Monitor and Manage the Amount of School Absences:

1. Give parents clear guidance on when missed school is appropriate and when it is not.
(This allows you to take some pressure off the parent-child relationship.)
2. Help parents understand the importance of normalizing their child’s day-to-day life even
in the face of chronic symptoms.
3. Consider requesting a release of information to coordinate with school staff in selected cases.

Cognitive Behavior Interventions: (Compo & Fritz, 2001; Garralda, 1999; Robins et al, 2005)
1. Reattribution techniques — establish a link between symptoms and stress
2. Increase awareness of positive and negative self-talk regarding symptom(s);
3. Increase repertoire of management techniques;
4. Focus on active coping.

The WHEN and HOW of Mental Health Referrals:
WHEN?

If a child is missing more than 10% to 15% of school (2 to 3 days per month).
When there is a request for home-bound education.

Diagnosis or strong suspicion of diagnosisable mental health disorder.
Duration of longer than 6 months to 1 year.

Multiple somatic complaints or ‘morphing’ of complaints.

abrwh =

HOW?

6. Very delicately — must be careful not to imply “it is all in your head.”

7. Physicians often recognize the need for mental health referral BEFORE the patient/family does.

8. For patients and families to engage in mental health services, they must have their own questions
or concerns to ask the therapist, not simply their doctor's recommendation.

(a) Invoke the stress of the symptoms on the child and the family.

(b) Invoke the possibility of symptom management.

(c) Normalize rather than pathologize the reason for the referral (e.g., Children with chronic
conditions often have counselors as part of their health care team).

(d) Discuss the efficacy of mind-body techniques such as biofeedback, relaxation training
and/or hypnosis.
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V. MENTAL HEALTH and SCHOOL-STAFF MANAGEMENT

A. Common Sense Comfort — Manage environmental factors that you can
1. Increase structure and predictability
2. Reduce the stresses that you can
3. Increase sense of safety

B. Cognitive-Behavior Interventions
1. Teach monitoring and altering of self-talk
a) Help child identify what amplifies and what reduces symptoms
b) Correct or challenge overgeneralizations
c) Correct or challenge ‘awfulizing’
d) Help identify a positive ‘mantra’ that child can use to get through difficult moments

2. Promote active coping
a) Gradual behavior changes
b) “Do one thing different”
c) Teach symptom management

C. Relaxation Training
1. Many relaxation techniques; form less important than engagement and that child has several options
edg., relaxation with visual imagery,
biofeedback (temperature biofeedback usually most effective with kids)
hypnosis
mindfulness techniques
progressive muscle relaxation

2. Two main purposes:
a) An important technique to achieve active coping and symptom management
b) Provides a way to ‘change the channel&rom ‘the symptom channel’ to
something more pleasant (e.g., the vacation channel, the sports channel, or the
relaxation channel.)

D. Timing and Pacing
1. Set the stage for child to contemplate change with the ‘pretty soon’ technique.
2. Give the child some control over the timing of change.
3. Gentle pressure is needed, but if you push too fast or too hard, it will backfire.
VI. TEAM COORDINATION ISSUES FOR COMPLEX CASES
A. Decide/acknowledge who is going to be ‘good guy’ and who is going to be the ‘bad guy’

B. Synchronized timing and pacing: If anyone one member of the team gets too far ahead or too far behind,
the whole process falls apart.

C. Identify the team member who is ‘calling the plays.’

D. Stay flexible in designing an approach.
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