TREATMENT	

S omatic Symptom Disorder and
Related Disorders

Patients with somatic symptom disorder are frequently subjected
to many diagnostic tests and exploratory surgeries in an attempt
to find their “real” illness. Such an approach is doomed to failure
and does not address the core issue. Successful treatment is best
achieved through behavior modification, in which access to the
physician is tightly regulated and adjusted to provide a sustained
and predictable level of support that is less clearly contingent on the
patient’s level of presenting distress. Visits can be brief and should
not be associated with a need for a diagnostic or treatment action.
Although the literature is limited, some patients may benefit from
antidepressant treatment.
Any attempt to confront the patient usually creates a sense of humiliation and causes the patient to abandon treatment from that caregiver.
A better strategy is to introduce psychological causation as one of a
number of possible explanations in the differential diagnoses that are
discussed. Without directly linking psychotherapeutic intervention to
the diagnosis, the patient can be offered a face-saving means by which
the pathologic relationship with the health care system can be examined and alternative approaches to life stressors developed. Specific
medical treatments also may be indicated and effective in treating
some of the functional consequences of conversion disorder.

FEEDING AND EATING DISORDERS
CLINICAL MANIFESTATIONS
Feeding and eating disorders constitute a group of conditions in which
there is a persistent disturbance of eating or associated behaviors that
significantly impair an individual’s physical health or psychosocial
functioning. In DSM-5 the described categories (with the exception
of pica) are defined to be mutually exclusive in a given episode, based
on the understanding that although they are phenotypically similar in
some ways, they differ in course, prognosis, and effective treatment
interventions. Compared with DSM-IV-TR, three disorders (i.e., avoidant/restrictive food intake disorder, rumination disorder, pica) that
were previously classified as disorders of infancy or childhood have
been grouped together with the disorders of anorexia and bulimia nervosa. Binge-eating disorder is also now included as a formal diagnosis;
the intent of each of these modifications is to encourage clinicians to
be more specific in their codification of eating and feeding pathology.
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Pica is diagnosed when the individual, over age 2, eats one or more
nonnutritive, nonfood substances for a month or more and requires
medical attention as a result. There is usually no specific aversion to
food in general but a preferential choice to ingest substances such as
clay, starch, soap, paper, or ash. The diagnosis requires the exclusion
of specific culturally approved practices and has not been commonly
found to be caused by a specific nutritional deficiency. Onset is most
common in childhood but the disorder can occur in association with
other major psychiatric conditions in adults. An association with pregnancy has been observed, but the condition is only diagnosed when
medical risks are increased by the behavior.
RUMINATION DISORDER
In this condition, individuals who have no demonstrable associated
gastrointestinal or other medical condition repeatedly regurgitate their
food after eating and then either rechew or swallow it or spit it out. The
behavior typically occurs on a daily basis and must persist for at least
1 month. Weight loss and malnutrition are common sequelae, and
individuals may attempt to conceal their behavior, either by covering
their mouth or through social avoidance while eating. In infancy, the
onset is typically between 3 to 12 months, and the behavior may remit
spontaneously, although in some it appears to be recurrent.
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is common and may affect the severity of the experience and its
functional consequences. Personality factors may be a significant risk
factor, as may a low level of educational or socioeconomic status or a
history of recent stressful life events. Cultural factors are relevant as
well and should be incorporated into the evaluation. Individuals who
have persistent preoccupations about having or acquiring a serious
illness, but who do not have a specific somatic complaint, may qualify
for a related diagnosis—illness anxiety disorder. The diagnosis of
conversion disorder (functional neurologic symptom disorder) is used
to specifically identify those individuals whose somatic complaints
involve one or more symptoms of altered voluntary motor or sensory
function that cannot be medically explained and that causes significant
distress or impairment or requires medical evaluation.
In factitious illnesses, the patient consciously and voluntarily produces physical symptoms of illness. The term Munchausen’s syndrome
is reserved for individuals with particularly dramatic, chronic, or
severe factitious illness. In true factitious illness, the sick role itself is
gratifying. A variety of signs, symptoms, and diseases have been either
simulated or caused by factitious behavior, the most common including chronic diarrhea, fever of unknown origin, intestinal bleeding or
hematuria, seizures, and hypoglycemia. Factitious disorder is usually
not diagnosed until 5–10 years after its onset, and it can produce
significant social and medical costs. In malingering, the fabrication
derives from a desire for some external reward such as a narcotic medication or disability reimbursement.

AVOIDANT/RESTRICTIVE FOOD INTAKE DISORDER
The cardinal feature of this disorder is avoidance or restriction of food
intake, usually stemming from a lack of interest in or distaste of food
and associated with weight loss, nutritional deficiency, dependency on
nutritional supplementation, or marked impairment in psychosocial
functioning, either alone or in combination. Culturally approved
practices, such as fasting, or a lack of available food must be excluded
as possible causes. The disorder is distinguished from anorexia nervosa
by the presence of emotional factors, such as a fear of gaining weight
and distortion of body image in the latter condition. Onset is usually
in infancy or early childhood, but avoidant behaviors may persist into
adulthood. The disorder is equally prevalent in males and females
and is frequently comorbid with anxiety and cognitive and attentiondeficit disorders and situations of familial stress. Developmental delay
and functional deficits may be significant if the disorder is long-standing and unrecognized.
ANOREXIA NERVOSA
Individuals are diagnosed with anorexia nervosa if they restrict their
caloric intake to a degree that their body weight deviates significantly
from age, gender, health, and developmental norms and if they also
exhibit a fear of gaining weight and an associated disturbance in
body image. The condition is further characterized by differentiating
those who achieve their weight loss predominantly through restricting intake or by excessive exercise (restricting type) from those who
engage in recurrent binge eating and/or subsequent purging, selfinduced vomiting, and usage of enemas, laxatives, or diuretics (bingeeating/purging type). Such subtyping is more state than trait specific,
as individuals may transition from one profile to the other over time.
Determination of whether an individual satisfies the primary criterion
of significant low weight is complex and must be individualized, using
all available historical information and comparison of body habitus to
international body mass norms and guidelines.
Individuals with anorexia nervosa frequently lack insight into their
condition and are in denial about possible medical consequences; they
often are not comforted by their achieved weight loss and persist in
their behaviors despite having met previously self-designated weight
goals. Recent research has identified alterations in the circuitry of
reward sensitivity and executive function in anorexia and implicated
disturbances in frontal cortex and anterior insula regulation of interoceptive awareness of satiety and hunger. Neurochemical findings,
including the role of ghrelin, remain controversial.
Onset is most common in adolescence, although onset in later
life can occur. Many more females than males are affected, with a
lifetime prevalence in women of up to 4%. The disorder appears
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