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Abstract

Background: Theimpending revisions of DSM-IV and ICD-10
provide an excellent opportunity to improve the diagnostic
accuracy of the current somatoform disorder classification.
To prepare for these revisions, this study systematically in-
vestigates the validity of the current classification of somato-
form disorders. Methods: We searched Medline, Psycinfo
and reference lists to investigate convergent, divergent, cri-
terion and predictive validity of the current somatoform dis-
order classification. Results: Substantial associations of
somatoform disorders with functional impairment and ele-
vated health care costs give evidence for the clinical and so-
cietal importance of somatoform disorders and for the
convergent validity of the current operationalization. The
specificity of the current somatoform disorder classification,
i.e. their divergent validity, is demonstrated by the fact that
functional somatic syndromes and their consequences are
only partially explained by association with anxiety and de-
pression. However, the imprecision of the diagnostic criteria,

which are not based on positive criteria but on the exclusion
of organic disease, largely limits the criterion validity of the
current classification systems. Finally, studies investigating
the predictive potential of somatoform disorders are lack-
ing, and to date predictive validity has to be considered as
low. Conclusions: The insufficient criterion and predictive
validity of the present somatoform classification underlines
the need to revise the diagnostic criteria. However, an abol-
ishment of the whole category of somatoform disorders
would ignore the substantial convergent and divergent va-
lidity of the current classification and would exclude patients
with somatoform symptoms from the current health care
system. A careful revision of the current somatoform disor-
der diagnoses, based on positive criteria of psychological,
biological and social features, has the potential to substan-
tially improve the reproducibility and clinical utility of the

existing classification system.  Copyright © 2007 S. Karger AG, Basel

Introduction

The impending revisions of DSM-IV [1] and ICD-10
[2] provide an excellent opportunity to improve the cur-
rent diagnostic categories. Among the most critically dis-
cussed diagnostic categories is the somatoform disorder
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section. The category of somatoform disorders was intro-
duced into DSM-III [3] in 1980 to summarize conditions
that are characterized by medically unexplained symp-
toms and substantial functional impairment. Since then,
several revised diagnostic algorithms have been pro-
posed, such as ‘multisomatoform disorder’ [4], ‘abridged
somatization disorder’ [5] or ‘polysymptomatic somato-
form disorder’ [6]. However, despite the unquestioned
clinical and societal importance of persistent medically
unexplained symptoms [7], so far, no consensus regard-
ing the diagnostic definition has been reached. While
some researchers go so far as to require the abolition of
the whole diagnostic category [8, 9], others favor a
thoughtful revision of the existing somatoform disorder
section [10-16].

The investigation of the validity of the current somato-
form disorder classification is a precondition to improve
diagnostic classification in DSM-V and ICD-11. Although
several papers have focused on specific diagnostic issues
of somatoform disorders [8, 17-21], to date no systematic
report on the validity of somatoform disorders is avail-
able. Systematic reviews on the validity of diagnostic cat-
egories require formal criteria to establish the validity of
psychiatric diagnosis. In order to systematically investi-
gate whether the current diagnostic criteria of somato-
form disorders are valid, we applied the psychological
concepts of validity [22] to the diagnostic category of so-
matoform disorders. In detail, we investigated the differ-
ent subtypes of validity, i.e. convergent, divergent, crite-
rion and predictive validity. From the results of these
investigations, we derive suggestions for the future clas-
sification of somatoform disorders.

Methods

To investigate the different validity subtypes of somatoform
disorder, we searched Medline, Psycinfo and reference lists from
relevant publications. In addition, the discussion of relevant top-
ics on somatoform disorders at 3 current research conferences
(Conceptual Issues in Somatoform and Similar Disorders, Lon-
don, 2005, and Oxford, 2006; Functional and Somatoform Disor-
ders Conference, Heidelberg, 2006) influenced the current report.
The 4 most important subtypes of validity were specifically inves-
tigated for somatoform disorders. To better illustrate the signifi-
cance of the different subtypes of validity for somatoform disor-
ders, each subtype is characterized by a question leading investi-
gation and report.

Convergent validity is a subtype of construct validity and de-
scribes the degree to which the operationalization converges on
other operationalizations that it theoretically should be related to
[23]; e.g. significant associations of somatoform disorders with
indicators of impaired health would support convergent validity
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of the somatoform disorder category. Thus, the investigation of
convergent validity of somatoform disorders can be characterized
by the following question: ‘Are we talking about something of im-
portance?’

Divergent validity describes the specificity of the relevant op-
erationalization, i.e. the extent to which it is different from other
operationalizations that it should not be similar to. Divergent va-
lidity is another subtype of construct validity. If both convergent
and divergent validity have been demonstrated for a specific op-
erationalization, there is strong evidence for its construct validity.
With respect to somatoform disorders, divergent validity can be
summarized as follows: ‘Is it something specific we are talking
about?’

Criterion validity is usually regarded as the most important
aspect of validity. It describes the performance of the operation-
alization against a criterion standard [24]. Of course, the investi-
gation of criterion validity requires the presence of clear criteria
defining both operationalization and criterion standard. Thus,
the first question regarding criterion validity of somatoform dis-
orders must be: ‘Do we know what exactly we are talking about?’

Predictive validity describes the ability of the operationaliza-
tion to predict the future occurrence of events it should be able to
predict [24]. For somatoform disorders, this subtype of validity
implies a valid conceptual model as a basis for hypotheses regard-
ing future events. To investigate this subtype of validity in so-
matoform disorders, the leading question is: ‘Do we have an ac-
cepted conceptual model?’

Results

Are We Talking about Something of Importance

(Convergent Validity)?

Several studies investigated the association of somato-
form disorders with functional impairment and health
care costs [7, 25-28]. Spitzer et al. [25] reported that pri-
mary care patients with somatoform disorders had 4
times as many disability days as patients without that dis-
order. In another study, somatizing patients, when com-
pared with nonsomatizing ones, had more primary care
and specialty visits, more hospital admissions, as well as
higher in- and outpatient costs [7]. The decrease in em-
ployment rate over the lifespan was found to be signifi-
cantly larger among patients with somatoform disorders
compared to patients with no or other mental disorders
[26]. Given that a high prevalence rate of 16.1% of somato-
form disorders was found in primary care [20], these re-
sults and those from other studies [27, 28] underline that
the somatoform disorder category is associated with sub-
stantial functional impairment and elevated health care
costs. This association is not only an indicator for the sig-
nificant clinical and societal importance of somatoform
disorders but also for the convergent validity of the cur-
rent operationalization of somatoform disorders.
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Is It Something Specific We Are Talking about

(Divergent Validity)?

A crucial issue for divergent validity of psychiatric di-
agnoses is whether the psychiatric syndromes are sepa-
rated from one another or whether they are merely arbi-
trary loci in a multidimensional space in which variation
in symptoms is more or less continuous [29-31]. Among
the functional somatic syndromes, 3 are mentioned more
regularly than others: irritable bowel syndrome, chronic
fatigue syndrome and fibromyalgia, probably because of
the existence of well-defined and/or popular research di-
agnostic criteria [32]. Empirically, many patients fulfill
criteria for more than 1 functional somatic syndrome and
unexplained clinical conditions show substantial overlap
with other unexplained clinical conditions [33, 34]. The
extent of this empirical overlap between single function-
al somatic syndromes reaches from around 10% in the
general population to over 50% in clinic populations [32].
Similarly, substantial overlap was described for somato-
form disorders, anxiety and depression. Within the so-
matoform disorder category, overlap with anxiety and/or
depressive disorders was described in 26-59% of cases [7,
20, 35]. However, as evidenced by a recent meta-analytic
review, functional somatic syndromes are not entirely ex-
plained by association with anxiety and depression [11]
and costs have been shown to be elevated in somatizing
patients without comorbid anxiety or depression [7].
Thus, somatoform disorders appear to have an important
specific effect on disability and health care costs, inde-
pendently of other mental or physical conditions. There-
fore, the criteria for divergent validity of somatoform dis-
orders are at least partially met.

Do We Know What Exactly We Are Talking about

(Criterion Validity)?

For patients presenting with persistent medically un-
explained symptoms, the clinician has a wide range of
diagnostic opportunities.

1 Given that diagnostic criteria are met, the clinician
could either diagnose a somatoform (DSM-IV: axis I)
or a functional disorder (DSM-IV: axis III). However,
in clinical practice, whether a functional or a somato-
form disorder is diagnosed essentially depends on the
treatment setting — while functional disorders are the
preferred diagnoses in medical settings, somatoform
disorders tend to be the favored ones in psychosocial
settings.

2 The clinician could either use DSM-IV or ICD-10 di-
agnostic criteria. For the somatoform disorder section,
DSM-IV and ICD-10 differ largely with respect to both
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diagnostic categories and diagnostic criteria [1, 2].
Whether DSM-IV or ICD-10 is used in clinical prac-
tice is usually determined by the country and the
health care system the clinician is working in.

3 Finally, the clinician could use original or modified
criteria for somatoform disorders. The modified crite-
ria for ‘multisomatoform disorder’ [4], ‘abridged so-
matization disorder’ [5] or ‘polysymptomatic somato-
form disorder’ [6] were adopted for several research
projects; but to date they are usually not accepted for
clinical care or financial purposes.

The many diagnostic opportunities indicate the insuf-
ficient precision of the current diagnostic criteria for so-
matoform disorders. As a matter of fact, the existing di-
agnostic criteria of both DSM-IV and ICD-10 are not sup-
ported by substantial empirical evidence [8, 10]. In
addition, they are not based on positive criteria but on the
exclusion of organic disease [1, 2]. Finally, the biopsycho-
social multidimensionality of somatoform disorders is
not reflected by the current classification systems [1, 2].
Especially psychological and interpersonal factors known
to be associated with somatoform disorders are neglected
by the current classification systems. These factors in-
clude excessive health care use, selective attention to
physical symptoms, cognitive misinterpretation (‘cata-
strophizing’) of harmless physical symptoms, body scan-
ning and checking, decreased activity and avoidance and
an impaired doctor-patient communication [6, 19, 36—
38]. Altogether, these investigations suggest that we do
not really know what exactly is described by the category
‘somatoform disorders’ and that criterion validity is in-
sufficient.

Do We Have an Accepted Conceptual Model

(Predictive Validity)?

From the end of the 19th century on, theoretical mod-
els of medically unexplained symptoms were developed.
These models, largely based on concepts of dissociation
[39], conversion [40] and somatization [41-43], substan-
tially influenced treatment and helped understand the
development of physical symptoms in many patients.
However, none of these models was able to provide a com-
prehensive and verifiable explanation for the develop-
ment of somatoform symptoms [44, 45]. Recently, psy-
chobiological models have increased our knowledge
about somatoform disorders [46], but so far, they do not
reflect the complexity of somatoform disorders adequate-
ly. The most promising conceptual models of somato-
form disorders are multifactorial and include psycholog-
ical, biological and interpersonal aspects [44, 47]. Al-
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though these models represent the great progress that has
been made in the conceptualization of somatoform symp-
toms during the past 20 years, it remains unclear wheth-
er these models are able to prospectively predict the de-
velopment of somatoform disorders in individuals. At
this point, the predictive potential of the existing concep-
tual models remains to be tested, and therefore predictive
validity has to be considered as low.

Discussion

Our investigations suggest that the conditions de-
scribed by the current somatoform disorder diagnostic
criteria are of high clinical and societal importance and
include specific aspects that cannot be fully explained by
other disorders. However, due to the weakness of the cur-
rent diagnostic criteria, the accuracy of the diagnosis is
poor; in addition, conceptual models with proven predic-
tive ability are missing. Thus, despite satisfactory conver-
gent and divergent validity; criterion and predictive va-
lidity must be regarded as unsatisfactory. Given that cri-
terion validity is generally considered the strongest
subtype of validity, its insufficiency must be regarded as
a particularly serious limitation to the general validity of
somatoform disorders.

What consequences have to be drawn from these re-
sults with respect to the future classification of somato-
form disorders in DSM-V and ICD-11? Firstly, given the
impaired accuracy of the current diagnostic criteria - i.e.
low criterion validity — the diagnostic criteria cannot be
adopted for the revised classification systems as they are.
In fact, the need to revise the diagnostic criteria of so-
matoform disorders is undisputed among the vast major-
ity of researchers [12, 16, 21, 37, 48-51]. Secondly, a com-
plete abolition of the somatoform disorder category [8, 9]
does notappear appropriate, due to the specificity and the
personal, clinical and societal importance of the disorder.
Patients with somatoform symptoms represent a major
group of patients with abnormal health care use and in-
creased disability in primary care [7, 16, 25]. An abolish-
ment of the somatoform disorder category without a sub-
stitute would mean to abandon this large patient group
and to exclude them from appropriate treatment. In ad-
dition, the introduction of somatoform disorders in
DSM-III has stimulated research and improved treat-
ment [13]. Consequently, abolishment would mean step-
ping backwards [14]. Thirdly, given that not the impor-
tance of somatoform disorders but the accuracy of its di-
agnostic criteria is questionable, a thoughtful revision is
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clearly the preferable consequence of our analyses of the
general validity of somatoform disorder classification in
DSM-IV and ICD-10.

Recommendations for future classification of somato-
form disorders can also be derived from our analyses.
Considering the many diagnostic opportunities for un-
explained physical symptoms, an important task would
be to reunite (a) the diagnostic criteria of DSM-V and
ICD-11, (b) the criteria for functional and somatoform
disorders, and (c) the original and the modified criteria
of somatoform disorders. This reunification would pre-
vent patients from falling victim to a dichotomous health
care system with the psychosocial specialties on the one
side and medical specialties on the other. The solution to
this problem would require more radical approaches, e.g.
to host somatoform/functional disorders with identical
diagnostic criteria on both medical and psychiatric axes
of the classification systems, to change the axes radically
[52], or to conceptualize somatoform disorder as an ‘in-
terface disorder’. In addition, the future diagnostic crite-
ria should better reflect the obvious psychobiosocial mul-
tidimensionality of somatoform disorders. Therefore, the
diagnosis should not only be based on the exclusion of
organic disease but on positive criteria of psychosocial
features, such as (a) selective attention to bodily signals
(‘scanning and checking’), (b) dysfunctional cognitions
(e.g. catastrophizing interpretations of bodily signals), (c)
persistent attribution of symptoms to undiagnosed phys-
ical conditions, (d) excessive health care use, (¢) decreased
activity and avoidance, and (f) functional impairment
due to somatoform symptoms. Given that the vast major-
ity of patients with unexplained physical symptoms pres-
ent in primary care, it is recommended that future clas-
sification systems incorporate diagnostic criteria that are
relevant to and practical for use in primary care [10, 15].
Naturally, persistent physical symptoms without known
organic origin will continue to be a prominent feature of
somatoform disorders.

Our conceptual article regarding the validity of so-
matoform disorders has the potential limitation that a
systematic investigation of the reliability of the disorders
was not included. Given that reliability is considered a
precondition for the validity of a concept, our investiga-
tion of validity in fact partly includes the investigation of
reliability. Of note, a prospective study has demonstrated
a low stability of somatoform symptoms over time [53].
This result might at least to some extent explain the dif-
ficulty of developing conceptual models that are able to
predict the development of somatoform symptoms in in-
dividuals. Similarly, we did not include the investigation
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of clinical utility [29] of the somatoform disorder catego-
ry in this paper because this question was already tackled
by earlier treatment studies and reviews. In brief, the cat-
egory of somatoform disorders appears therapeutically
useful because psychological therapies [32, 54, 55] and
antidepressant medication [11, 32, 56-58] were shown to
be efficacious for many patients with somatization.
Further research is needed to better describe epide-
miological, genetic, physical, psychological, behavioral
and interpersonal correlates of somatoform symptoms.
This research could help identify and validate ‘candidate’
diagnostic features for the classification of somatoform
disorders in DSM-V and ICD-11. For instance, case con-
trol studies, comparing cases with somatoform/function-
al symptoms and noncases regarding illness behavior,
health care utilization, perceptual aspects, cognitive

styles, childhood experiences, attachment styles,
(sub)cortical patterns and physiological arousal, would
tremendously help designate future diagnostic criteria
for somatoform disorders. Additionally, prospective
studies are necessary to better investigate the duration,
course, stability and frequency of physical, psychological
and interpersonal patterns associated with somatization
[37]. Finally, cross-sectional studies, investigating the
unique contribution of somatization, depression and
anxiety to disability days, health care use and health re-
lated quality of life could help establish somatoform dis-
orders as a separate diagnostic entity. Altogether, a
thoughtful revision of the current classification of so-
matoform disorders appears timely and useful for pa-
tients, clinicians and researchers.
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