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Learning Objectives 

1) Describe somatic symptom disorder (SSD) 

2) Understand diagnostic criteria and key signs of SSD to help differentiate it from similar 

disorders 

3) Learn how to manage therapeutic relationships with patients with SSD while managing their 

symptoms 

Step 1: What is Somatic Symptom Disorder? 

● Somatic symptom disorder (SSD) is a collection of signs and symptoms (i.e. a clinical 

syndrome) in a patient who struggles with not only somatic symptoms but also consequent 

thoughts, feelings, and behavioral manifestations that are out of proportion to the symptoms 

they are experiencing (1). 

● To make a diagnosis of Somatic Symptom disorder, the following must be present (2): 

o One or more somatic symptoms that cause significant disruption in one’s life (Criteria 

A). 

o One or more of the following: persistent, disproportionate thoughts regarding one’s 

somatic symptom; persistent high level of anxiety regarding symptoms; OR significant 

time and energy spent addressing these symptoms (Criteria B). 

o The above criteria must be present for at least 6 months. At least one somatic symptom 

must persist for a 6-month period, which may or may not be the same symptom 

throughout this time. (Criteria C). 

o Specifiers should be applied to the diagnosis of somatic symptom disorder if the 

appropriate condition is met: 

▪ With predominant pain – this should be added to the diagnosis when the 

somatic symptom is primarily pain. 

▪ Persistent – should be added if a specific somatic symptom lasts longer than 6 

months. 

▪ Severity – is applied to describe the number of Criteria B symptoms present. 

Mild should be applied to the diagnosis if there is only one symptom, moderate 

if two symptoms are present, or severe if three symptoms are present. 

● The somatic symptom(s) can vary widely and, while required to make the diagnosis, are not a 

crucial part of management once the diagnosis is made. The abnormal thoughts and feelings 

in response to the somatic symptom cause a significant impact on the patient’s life and these 

should be the focus of management (3). 

● This diagnosis replaces an older classification, called somatization disorder, which focused on 

numerous unrelated or decentralized symptoms that were present across different systems in 

the body. SSD replaced somatization disorder in 2013 when the DSM-V was published, 

shifting the focus of the diagnosis towards the response to the somatic symptoms rather than 

the symptoms experienced by the person (2). 
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Step 2: Differentiating SSD from related disorders 

● Research has shown that the impetus for SSD is anxiety. This can be used as a differentiating 

factor from related disorders (see Table 1). Patients become anxious regarding symptoms with 

excessive rumination regarding bodily sensations and repeated behaviors to address and 

relieve this anxiety (4). 

● If there is no evidence that the patient’s reaction to their symptoms is causing significant 

disruption in their life, then you may be able to rule out SSD. However, if thoughts and 

behaviors conflict with recovery, SSD should remain on the differential. 

● Risk factors such as female sex, older age (>50), fewer years of education, lower 

socioeconomic status, significant illness/injury in childhood or childhood trauma could 

significantly increase risk of SSD later in life. Personality traits such as catastrophic thinking, 

negative affect, avoidant or self-defeating personality also raise risk of SSD (1). 

● It is imperative to keep cultural-specific meaning of somatic symptoms in the differential 

when treating a diverse patient population. There are several cultures with stigma revolving 

around mental health. Symptoms of depression and anxiety can manifest with somatic 

complaints in these populations. Identifying and treating the underlying cause is critical and 

may resolve the patient’s somatic complaints (3). 

o In the African American (AA) population, it was found that anxiety can manifest as 

somatic symptoms secondary to experiences with racial discrimination (5), with more 

than ~80% of AA women and ~70% of AA men who met criteria for diagnosis of SSD 

in one large study (6). 

o Latino and Asian Americans may exhibit more somatic symptoms of depression and 

anxiety than their European counterparts (7). 

o There is limited data on SSD in gender minorities and the LGBTQ+ community (8), 

however, there has been a link between gender affirming care and improvement in 

SSD symptoms (9). 

Table 1: Differentiating between SSD and related disorders (2). 
 Core feature Differentiation from SSD 

Somatic symptom 

disorder 

Significant anxiety revolved around somatic 

symptoms that affect daily life significantly. 

 
 

Illness anxiety disorder Significant anxiety of potential somatic symptoms. There is no somatic symptom 
present 

Functional neurological 

symptom disorder* 

Loss of function, usually of limbs, with no 

neurological evidence. 

Anxiety is not usually 

associated in presentation 

and distress is much lower 

Factitious 

disorder/malingering 

Presentation involves utilizing the sick role and 

evidence of self-induced injury or falsified physical 
symptoms for secondary gain. 

SSD is not self-induced, and 

patients suffer greatly when 
symptoms are present 

Obsessive-Compulsive 

disorder* 

Patients usually present with obsessions or 

compulsions that appear as repetitive behaviors to 

alleviate anxiety. 

In SSD, thoughts are less 

intrusive and do not include 

compulsions. 

Delusional disorder, 

somatic type* 

Delusions of somatic symptoms are intense and 

firmly held, usually are easily ruled out with imaging 

or testing. 

Patients with SSD do not 

have as firmly held beliefs as 

those with delusional 

disorder 
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* may co-exist with somatic symptom disorder 

 

Step 3: Assessment of SSD 

● It is important to recognize the signs of SSD as early as possible to make the diagnosis and 

start the appropriate management for several reasons, including; 

o People with SSD have an increased risk of suicidal thoughts and attempts (10). 

o People with SSD often feel ignored or marginalized by the healthcare system as they 

perceive their complaints are not taken seriously (11). 

o There is often over utilization of healthcare resources to rule out medical etiologies of 

symptoms, even in the setting of known SSD (11). 

● A thorough history and physical is critical to rule out other etiologies of anxiety such as 

substance use, trauma, significant changes in life circumstances, stressors, psychiatric and 

social history. 

● Can use several validated rating scales including the Somatic Symptom Scale-8 (SSS-8), or 

Somatic Symptom Disorder B-Criteria Scale (SSD-12), particularly to assess severity of 

symptoms (12) 

● Negative results on imaging studies and laboratory tests to rule out medical illness are not 

usually reassuring to patients with SSD when their overall risk is low for a given illness or 

disease. In fact, this can be detrimental as research suggests referrals to specialists and 

extensive work-up resulting in negative findings can further cement the patient’s belief that 

their symptoms are going undiagnosed (3). 

Step 4: Management of SSD 

● When SSD is suspected, it is critical to foster a positive therapeutic alliance and use proper 

communication techniques when approaching a patient with the diagnosis. (3) 

o Discussing SSD after an appropriate screening/work up for concerning symptoms is 

complete is important to show the patient they are not being ignored. If the diagnosis 

of SSD is discussed prior to work-up, this could be detrimental to the therapeutic 

alliance. Reassurance that the symptoms are not life-threatening is also important to 

address anxiety about symptoms. 

o Be clear and concise, framing the diagnosis as a shortfall of medical understanding, 

rather than blaming the patient or minimizing their distress. It may also be helpful to 

the patient to make measurable outcomes clear (e.g. reducing pain level) 

o It may be beneficial for the patient to hear neurological or anatomic etiologies of how 

stress and mind-body connection can explain their symptoms (e.g. HPA axis) 

● There is no established standard of care for SSD. The goal of management is to improve 

functioning by alleviating anxiety regarding symptoms (13) 

● Symptomatic relief can be helpful for patient comfort and therapeutic alliance. (e.g. 

beta-blocker for palpitations, anti-emetic for nausea, etc.). Care should be taken when using 

pharmacological agents in treatment for patients with SSD because of the potential increase of 

sensitivity to side effects (3,13). 

● Psychodynamic or CBT referral for those with a positive history of trauma or psychological 

factors not addressed. If referring to mental health, including frequent follow-ups with PCP 
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will help the patient understand a holistic approach is being taken and their physical 

symptoms are not being ignored (13). 

● Care and compassion should be at the forefront of communication with patients who have 

SSD. While the somatic symptoms are usually not life-threatening, the suffering that is 

experienced by these patients’ anxiety is genuine and significantly impacts daily life. 

● It is critically important to assertively treat comorbid psychiatric conditions. Common 

comorbidities include depression, anxiety, OCD and PTSD. (2) 
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