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Professor Nater and the editorial team at the International
Journal of Behavioural Medicine should be congratulated
on bringing together such a wide-ranging and interesting
collection of papers for this special issue focused on func-
tional somatic syndromes (FSS). While the papers contained
within this issue appear, at first glance, to be diverse, we
propose that there are three key themes running through this
special issue. Firstly, the resolution of current debates sur-
rounding the definition, identification and management of
FSS is not merely of academic interest but has profound
public health implications. Secondly, recent proposals to
change the definition of somatoform disorders represent a
useful step towards diminishing the dualistic approaches
which have plagued the area of behavioural medicine, and
finally, there is now sufficient evidence for FSS to begin to
move away from being purely diagnoses of exclusion. The
fact that these three topics emerged within this special
edition is not by chance. Each of these topics maps onto
some of the key current challenges in the field of consulta-
tion liaison psychiatry and behavioural medicine more
generally.

Regardless of the exact definition used, there is a broad
consensus that FSS are common [1–3]. The prevalence
study by Fischer et al. published in this special issue dem-
onstrates that FSS remain common even amongst a non-
clinical sample of young students, with almost one in ten of
the students fulfilling criteria for at least one FSS. However,
the problem with FSS is not just that they are common but
the fact that those who suffer from them experience signif-
icant distress and may have severe functional impairment.
For example, a recent study of British patients with chronic

fatigue syndrome found that over 40 % of those seeking
treatment were on long-term sickness absence [4]. Similar
observations have also been made when looking at other
FSS, such as pain disorders [5].

Recently, there has been considerable debate surrounding
how somatoform disorders should be defined and classified.
Within DSM IV, somatisation disorder was defined by the
presence of physical complaints across multiple body sys-
tems which were not feigned and could not be adequately
explained by a general medical condition [6]. A number of
authors have criticised this definition, noting that the idea
that symptoms can be divided into those totally explained by
physical conditions and those that are ‘medically
unexplained’ is almost certainly false, not reflective of good
clinical practice and encourages a dualistic divide between
medicine and psychiatry [7]. We and others have previously
discussed the dangers of such dualistic approaches with
other disorders, such as chronic fatigue [8]. We now have
strong evidence for the role of psychological factors as risk
and maintaining factors in many cases of ‘medically
unexplained’ fatigue [9–12]. However, we also know that
there are biological systems, such as the HPA axis and
immune function, which appear to be important in
maintaining symptoms once they are established [13, 14].
Similarly, there are numerous studies demonstrating that
fatigue, apparently due to clear physical illnesses, is often
more closely associated with behavioural and psychological
factors than with the severity of the underlying illness. For
example, amongst HIV-infected patients, fatigue is more
strongly associated with psychological factors than with
measures of HIV disease progression or the use of highly
active antiretroviral drugs [15]. There is also evidence that
behaviourally focused interventions are one of the most
effective ways of reducing fatigue, even when there is a
clear underlying cause, such as rheumatoid arthritis, multi-
ple sclerosis or cancer [16, 17].

In the context of growing discontent with a focus on
whether symptoms were medically explainable, the recent
proposals for DSM V suggest combining a range of
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somatoform disorders (somatisation disorder, undifferentiated
somatoform disorder and hypochondriasis) into one central
diagnosis to be called somatic symptom disorder [18]. The
American Psychiatric Association is currently making near
final revisions to the proposed criteria for DSM V, meaning
they have removed the draft criteria from their website (http://
www.dsm5.org). However, it is clear from earlier drafts that
the new diagnosis of somatic symptom disorder (which may
be split into complex and simple somatic symptom disorder)
will no longer require symptoms to be medically unexplained
and that, instead, there will be a greater focus on the level of
thoughts, feelings and behaviours related to these somatic
symptoms or associated health concerns [18]. These proposed
changes are not without critics, who fear that the new guide-
lines will result in many patients with normal emotional re-
actions to a physical illness being wrongly labelled as
mentally ill [19]. While concerns about overdiagnosis are
important, the fact that non-psychiatrists tend not to be aware
of, and do not use, the DSM diagnostic criteria means any
real-world impact on the way physical symptoms are managed
will be limited.

While there is no suggestion of specific FSS such as chronic
fatigue syndrome being included in the new DSM V, the move
away from dualistic separation in somatoform disorders is rele-
vant and will hopefully prompt similar discussions around how
FSS should be considered and classified. The general move
away from a focus solely on whether symptoms can be medi-
cally explained is supported by two of the papers within this
special issue. Klaus et al. use population-level data to show that
the level of functional impairment associatedwith symptoms and
the degree of stability of complaints over time were the same,
regardless of whether the symptoms were classified as medically
explained or medically unexplained. The factor analysis of FSS
presented byWitthöft et al., which suggested a two-factor model
with one general somatisation factor and a range of symptom-
specific factors, also provides support for a common tendency
towards somatisation amongst a range of disorders.

The final issue addressed by the papers presenting in the
issue is how a diagnosis of FSS is made. Articles by Kingma
et al. and Marques et al. highlight the fact that there are a
range of individual and societal factors which may influence
whether a symptomatic individual receives a diagnosis of
FSS. In addition, it remains the case that FSS are usually a
diagnosis of exclusion, which are only contemplated and
discussed once a search for a physical cause has been
exhausted. While the exclusion of medical causes of symp-
toms is important, there are a range of factors that should
heighten a clinician’s awareness of the possibility of FSS.
These can be pre-morbid factors known to be risk factors of
FSS, such as being female [2], having prior psychiatric
disorders [9, 20, 21], prior experience of illness in the family
and previous unexplained symptoms in the individual [22,
23], levels of social adjustment [24] or, as highlighted by

Kempke et al.’s article in this issue, certain personality
styles [25], although it is fair to say that evidence on the
role of personality and personality disorder is conflicting
[24]. Additionally, factors around the way in which an
individual describes their symptoms or examination find-
ings may be positive signs of a functional disorder [26]. A
proactive approach to diagnosing FSS obviously needs to be
balanced against due care to avoid missing other diagnoses.
However, when the possibility of FSS is only considered as
a last resort after a long period of fruitless investigation,
patients are often left confused, without access to effective
treatments and with a sense that a diagnosis of FSS means
their doctors have ‘given up on them’, something that is
merely confirmed when the patient is referred to a mental
health professional [27].

While it is important for FSS to be diagnosed in an early,
proactive way, clinicians need to be aware that making a
diagnosis of any FSS is not in itself a neutral act. For
example, those who have symptoms suggestive of chronic
fatigue syndrome who acquire certain labels such as ‘myal-
gic encephalomyelitis’ appear to do worse [28, 29]. One can
speculate that much the same might happen to soldiers who
receive a label of ‘mild traumatic brain injury’ as opposed to
‘concussion’. Labels themselves convey meanings. Clini-
cians must remember that giving a label is not the end of
the consultation, but the beginning. If handled well, the
patient can receive an endorsement of the legitimacy and
validation of their symptoms and illness, and then start to
engage in a constructive dialogue on ways forward. Handled
poorly and the result can be an entrenchment of views, a
reinforcement of what may be an inaccurate and unhelpful
illness model, and an antagonistic relationship that benefits
neither patient nor the health professional [30, 31].

The papers presented in this special edition once again
remind us that FSS are common, disabling disorders which
can be a challenge to diagnose and manage. However, the
field of behavioural medicine should take some pride in the
fact that there are now effective treatments available for
these debilitating conditions [32–34]. The current discus-
sions around classifications and how to diagnose FSS are
complex but important and have the potential to reduce the
stigma, dualistic views and treatment delays. We once again
thank the editorial team and the journal for bringing together
this thought-provoking collection of studies.
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