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Objective: Current diagnostic criteria for somatoformdisorders demand revisions due to their insufficient clinical
as well as scientific usability. Various psychological and behavioral characteristics have been considered for the
proposed new category Somatic Symptom Disorder (SSD). With this study, we were able to jointly assess the
validity of these variables in an inpatient sample.
Methods: Using a cross-sectional design, we investigated N=456 patients suffering from somatoform disorder,
anxiety, or depression. Within one week after admission to the hospital, informed consent was obtained and
afterwards, a diagnostic interview and a battery of self-report questionnaires were administered. Logistic
regression analyses were performed to determine which variables significantly add to construct and descriptive
validity.
Results: Several features, such as somatic symptom severity, health worries, health habits, a self-concept of
being weak, and symptom attribution, predicted physical health status in somatization. Overall, our model
explained about 50% of the total variance. Furthermore, in comparison with anxious and depressed patients,
health anxiety, body scanning, and a self-concept of bodily weakness were specific for DSM-IV somatoform
disorders and the proposed SSD.
Conclusions: The present study supports the inclusion of psychological and behavioral characteristics in the
DSM-5 diagnostic criteria for somatoform disorders. Based on our results, we make suggestions for a slight
modification of criterion B to enhance construct validity of the Somatic Symptom Disorder.

© 2012 Elsevier Inc. All rights reserved.

Introduction

For a long time, revisions for somatoform disorders have been
demanded since current diagnostic criteria are insufficient for therapeutic
aswell as scientific use [1–5]. Different changes have been proposed, such
as less restrictive time criteria or the addition of psychosocial symptoms,
such as health care utilization, catastrophizing, or a self-concept of being
weak [6–9]. Issues concerning diagnostic validity and clinical utility
should be considered in these revisions [10–12]. The current diagnosis
proposed is the Somatic Symptom Disorder (SSD) (updated April 27,
2012; http://www.dsm5.org/ProposedRevision/Pages/proposedrevision.
aspx?rid=368). For this new category, medically unexplained symptoms
(MUS) are no longer required and somatic complaints have had to be
present for at least 6 months. A major revision is the addition of positive
criteria (criterion B): concerns about the symptoms' medical seriousness,
elevated health anxiety aswell as excessive time or energy devoted to the

complaints. In the followingwe give a brief overviewof the current status
concerning construct validity and descriptive validity of somatization.

Construct validity

Construct validity is given when a diagnosis has an empirically
supported theoretical framework that ideally explains its development
and maintenance. In the current DSM-IV diagnostic criteria, no existing
biopsychosocial model of somatization is reflected [13] even though
cognitive-behavioralmodels of somatization provide useful tools for re-
search and therapy [13–15]. All models postulate the interaction of var-
ious cognitive, behavioral, and physiological factors for the perpetuation
of symptoms. In brief, physiological disturbances and emotional arousal
produce symptoms that draw bodily attention. If these are attributed to
an organic origin, several psychological processes, such as illness worry
or catastrophizing may follow, leading to increased illness behavior
(help seeking, avoidance, expression of symptoms) and a difference in
how symptoms are presented towards the environment (disability,
distress, social response).

Patients suffering from somatization show substantial functional
impairment [16,17]. Abnormal illness behavior, such as increased
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disability days and health care utilization [18–24], pronounced expres-
sion of symptoms [19,21], or body scanning [19], is present even though
versatile [8]. Furthermore, somatization is associated with more cata-
strophic interpretations of somatic complaints [8,25,26]. Patients ex-
hibit a stronger self-concept of physical weakness, higher scores in
illness anxiety, and consider themselves more vulnerable to somatic
diseases [7,27,28]. Greater somatic symptom attribution, which is relat-
ed to greater impairment than attributing symptoms to psychological
causes, has often been found [21,29–32]. On the other hand, Hiller and
colleagues [33] showed that somatoform patients equally attributed
their symptoms to mental/emotional problems and somatic disease.

Descriptive validity

Descriptive validity is given when a disorder's diagnostic criteria
are specific and can be clearly differentiated from others. The well
documented high comorbidity of somatoform disorders with depres-
sion and anxiety [34–36] raises the question of diagnostic overlap and
increases the demand for more specific criteria for somatization [23].
In the following, findings for psychosocial characteristics included in
the proposed revisions for DSM-5, namely SSD's criterion B, are briefly
outlined.

Illness worry and catastrophizing have been shown to be increased
in somatoform patients compared to patients suffering from other
mental disorders [7,26,27,37,38]. They appear to be especially rele-
vant for immediate and long-term outcome and therefore be valid
diagnostic criteria. On the other hand, often no differences were found
[7,39–41].Whether a self-concept of bodily weakness is specific for soma-
tization or it is more a result of impairment in general still needs to be
investigated [7,27]. Two promising aspects of illness behavior, body scan-
ning and health care utilization, yield contradictory results. Some indi-
cate specificity [6,24,36,42–45], others found no difference in illness
behavior between somatoform and other patients [19,24,46]. Organic
attributions as part of previous suggestions for DSM-5 appears to be a
promising construct aswell. Subjectswith somatic complaints exhibited
pronounced somatic illness attribution in numerous studies [6,20,21,31]
where as in depression and anxiety more psychological attributions can
be found [20,21,31].

The current literature indicates that there is a deep need to add spe-
cific symptoms to the pure existence of physical complaints in order to
increase construct and descriptive validity of somatoform diagnoses. As
Rief and colleagues [6] pointed out, psychological features should be
evaluated together in a study to assess their validity. Aiming at an em-
pirical evaluation of the proposed changes, we conducted a large pro-
spective, diagnostic study to investigate psychological features that
might enhance diagnostic validity of somatoform disorders. The current
paper focuses on construct validity and descriptive validity; results
regarding predictive validity and clinical utilitywill be reported elsewhere.
Based on the current evidence, we tested the following hypotheses:

1) Compared to the current diagnostic criteria, additional psychosocial
variables (e. g., health anxiety, self-concept of being weak, somatic
attribution, illness behavior) will add significantly to the explained
variance of self-rated physical health status in somatoform patients
(construct validity).

2) Psychosocial featureswill be specific for somatoformdisorderswhen
comparedwith anxiety and depressive patients (descriptive validity).

Methods

Sample

The study total sample consisted of 456 inpatients at a psychosomatic
clinic in Germany diagnosed with at least one psychiatric disorder. In
order to be considered for inpatient treatment, patients have to be chron-
ically ill, present with comorbid diagnoses, and/or treatment-resistant in

an outpatient setting. Mostly, the patients have been in outpatient treat-
ment prior to admission, which did not result in sufficient improvement.
Somatoform disorders were diagnosed in n=332 patients (SOMS) and
not diagnosed in n=124 patients (clinical control group; CON). In
order to belong to the SOMS group, patientsmust havemet current diag-
nostic criteria for somatoform disorders (n=259) or the proposed SSD
criteria (n=230), determined with the PHQ-15 (criteria A and C) and
the Whiteley Index (criterion B). N=157 patients met criteria for both.
People with a history of schizophrenia, bipolar disorder, dementia, and
current alcohol or drug abuse were excluded. Patients had a mean age
of 44.5 years and approximately 61% were females. In order to test our
second hypothesis, we were interested in anxious and depressed pa-
tients; diagnostic overlap for current DSM-IV diagnoses is shown in
Fig. 1. Out of all the investigated patients, 94.5% (n=431) suffered
from depression and 56.1% (n=256) from an anxiety disorder. The
most common anxiety disorders were panic disorder (68.0%) and social
phobia (37.9%). The majority of the patients (57.4%) were diagnosed
with one or two comorbid diagnoses.

Procedure and assessment measures

Datawas gathered from patients consecutively admitted to the clinic
between March 2010 and June 2011 who were treated with a multi-
modal cognitive-behavioral therapy program, usually over a duration
of six to eight weeks. Upon arrival, patients gave informed consent and
completed a battery of self-report questionnaires (see below). In addi-
tion, the Structured Clinical Interview for DSM-IV-TR AXIS I Disorders,
German Version (SCID-I) [47] was administered by trained raters: one
licensed psychologist, one graduate student with a Ph.D. in psychology,
an MD, and two second-year residents. The questionnaire package
included the following questionnaires:

Patient Health Questionnaire, German version, PHQ [48]. The PHQ-D
is a screening instrument for various mental disorders with good
psychometric properties. For our purposes, we used three of its sub-
scales to measure severity of somatic symptoms (PHQ-15), depres-
sion (PHQ-9), and anxiety (GAD-7). In order to assess attribution
style, we asked patients to rate the relevance of somatic, psycholog-
ical, and environmental causes for each symptom endorsed on the
PHQ-15. Furthermore, patients were asked if the endorsed symp-
toms had been present during the last sixmonths (SSD's criterion C).
Short Form 36-item health survey, German version, SF-36 [49]. The
SF-36 is a brief, widely used health survey assessing disease im-
pairment with eight subscales. This generic measure then yields

Note. Values are expressed as numbers and percentages (Total N = 456). 
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Fig. 1. Diagnostic overlap of somatoform, depressive, and anxiety disorders.
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