
Multiple Nonthreatening Medical Diagnoses

Primary Care Companion J Clin Psychiatry 2001;3(4) 165

© Copyright 2001 Physicians Postgraduate Press, Inc.

One personal copy m
ay be printed

nly 13% of patients consume over 50% of health
care resources.1 These data underscore the ex-
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Background: Medical diagnoses can be
separated on the basis of whether or not they are
associated with significant 1-year mortality risk,
i.e., “threatening” versus “nonthreatening,” by
employing the Charlson Comorbidity Index
(CCI). The author examined the psychosocial
characteristics and medical utilization patterns of
patients assigned multiple nonthreatening medical
diagnoses.

Method: The study population included 125
general medical outpatients seen in psychiatric
consultation. The author employed blinded re-
views of medical charts, psychological measures,
and billing records to assess patients’ psycho-
social characteristics and medical utilization.

Results: The number of nonthreatening diag-
noses correlated significantly with age (r = 0.35,
p ≤ .001), diagnosis of somatoform disorder
(r = 0.29, p≤ .001), somatosensory amplification
(r = 0.36, p≤ .001), number of ambulatory medi-
cal visits (r = 0.24, p≤ .01), and emergency room
visits (r = 0.18, p≤ .05), but did not correlate
with CCI scores or medical hospitalization. By
contrast, the number of threatening diagnoses,
as measured by the CCI, did not correlate with
a diagnosis of somatoform disorder or somatic
amplification, but did correlate with age and all
measures of medical utilization, including hospi-
talization (r = 0.19, p≤ .05).

Conclusion: Patients with multiple
nonthreatening medical diagnoses have different
psychosocial characteristics and medical utiliza-
tion patterns than patients with multiple threaten-
ing diagnoses. The association between the num-
ber of nonthreatening medical diagnoses assigned
to a given patient and measures of somatization
suggests that psychosocial factors contribute to
diagnostic assignment in patients with multiple
nonthreatening medical diagnoses.
(Primary Care Companion J Clin Psychiatry 2001;3:164–167)

From the Department of Psychiatry, SUNY Upstate Medical
University, Syracuse, N.Y.

Presented as a poster at the 47th annual meeting of the Academy of
Psychosomatic Medicine, November 16, 2000, in Palm Springs, Calif.

Reprint requests to: Robert J. Gregory, M.D., Department of
Psychiatry, SUNY Upstate Medical University, 750 East Adams St.,
Syracuse, NY 13210 (e-mail: gregoryr@upstate.edu).

O
pense of caring for patients with debilitating and life-
threatening illnesses. However, many patients with high
medical utilization have been demonstrated to have high
psychiatric comorbidity, including somatoform disorders.2

There is also evidence that unrecognized psychosocial fac-
tors and emotional distress play a prominent role in health
care utilization.3,4

An important psychosocial factor that has been associ-
ated with increased medical utilization in adults is a child-
hood history of physical or sexual abuse.5 Childhood
abuse has been correlated with an increased number of
medical problems in adulthood6 and an increased risk of
developing somatization disorder.7,8

A psychological trait associated with high medical uti-
lization is alexithymia.9 Alexithymia is a term first intro-
duced by Sifneos10 to describe psychological characteris-
tics of patients with psychosomatic diseases. The construct
includes difficulties identifying and describing feelings,
impoverishment of fantasy life, and excessive preoc-
cupation with physical symptoms and external events.
Alexithymia has been associated with somatization11 and
somatosensory amplification.12

As originally conceived by Barsky et al.,13 somatosen-
sory amplification refers to a tendency in hypochondriacal
patients to scrutinize their bodies for somatosensory input
and then to amplify and misinterpret the sensation as rep-
resenting a pathological process. Somatosensory amplifi-
cation has been strongly associated with DSM-III-R diag-
nosis of hypochondriasis and somatization disorder in
medical outpatients.13,14

The present study examines the psychosocial charac-
teristics of a unique group of high-utilizing patients—
those assigned multiple nonthreatening medical diag-
noses. Medical diagnoses can be separated on the basis of
whether or not they are associated with significant 1-year
mortality risk (i.e., threatening versus nonthreatening di-
agnoses) by employing the Charlson Comorbidity Index
(CCI).15 This study tests the hypothesis that psychosocial
factors play a greater role in the assignment of non-
threatening medical diagnoses than in the assignment of
threatening diagnoses.

To test this hypothesis, differences in the psychosocial
characteristics and medical utilization pattern of patients
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assigned threatening versus nonthreatening medical diag-
noses were examined. A significant correlation between
the number of nonthreatening medical diagnoses assigned
and the presence of characteristics commonly associated
with somatization, including diagnosis of a somatoform
disorder, alexithymic traits, somatosensory amplification,
and history of childhood abuse, was predicted.

METHOD

The setting for the study was a university hospital gen-
eral medical clinic. Attending physicians and residents
combine their practices at this site. A psychiatrist (R.J.G.)
is on site weekly to provide consultations as requested by
the medical staff. Due to the ease of referral on site, a rela-
tively large proportion (approximately 5%) of the patients
are seen for psychiatric consultation. The study population
included all patients seen by the consulting psychiatrist
between 1995 and 1999 (N = 307). As part of routine con-
sultations, all patients were asked to complete question-
naires assessing anxiety, depression, somatosensory am-
plification, and alexithymia. Retrospective reviews were
performed on the charts of patients selected for the study.
Information was collected on patient demographics, psy-
chiatric diagnoses, histories of abuse, psychological mea-
sures, and medical diagnoses or problems.

Emotional distress was determined by scores on the anx-
iety and depression subscales of the Brief Symptom Inven-
tory. The Brief Symptom Inventory is a symptom checklist
derived from the Hopkins Symptom Checklist and has been
shown to have good validity and reliability.16 Currently,
the most commonly used and best research measure of
alexithymia is the Toronto Alexithymia Scale (TAS).17

A 20-item modified version of this scale, the TAS-20, was
employed in the present study.18,19 The 10-item Somatosen-
sory Amplification Scale (SSAS) was designed and vali-
dated by Barsky et al.14 to provide a measure of somato-
sensory amplification.

Psychiatric diagnoses were assigned during clinical
evaluations by the consulting psychiatrist (R.J.G.) accord-
ing to DSM-IV criteria. Childhood sexual and physical
abuse were elicited by clinical history and documented in
the chart. For the purposes of this study, medical diagnoses
and problems were counted if (1) a diagnosis or problem
was assigned to the patient by the primary care physician
during the year prior to consultation and documented in the
progress notes or patient problem list, or (2) a previous
diagnosis was still an issue of ongoing treatment or in-
vestigation (e.g., a 10-year history of hypothyroidism still
being treated with thyroxine).

Charlson et al.15 developed the Charlson Comorbidity
Index in a general medical patient population and further
validated the scale in a cohort of breast cancer patients. The
researchers examined a broad array of medical diagnoses
and prospectively determined which diagnoses contributed

significantly to 1-year mortality and which did not. Diag-
noses that contribute to 1-year mortality are assigned a
weight of 1 to 6 according to their relative risk. For ex-
ample, a patient with moderate-to-severe liver disease
would have a CCI score of 3. Diagnoses that do not signifi-
cantly contribute to 1-year mortality risk, such as migraine
headache, would have a CCI score of 0 and be classified in
this study as a nonthreatening diagnosis or problem. The
final CCI score is tallied from the sum of the weighted
scores of all the medical diagnoses in a given patient.

Reviews of medical diagnoses and computation of CCI
scores were performed by a single physician investigator
(R.J.G.) blinded to scores on psychological measures.
Medical utilization data, including all nonpsychiatric vis-
its with physicians and hospital bed days for the year prior
to consultation, were obtained from computerized billing
records and tallied by a secretary blinded to other patient
data. Patients who could not complete questionnaires due
to illiteracy in English, mental retardation, dementia, or
acute psychosis were not included in the study (N = 55).
Because of the methodology used to count medical diag-
noses and in order to obtain longitudinal utilization data,
patients who had been admitted to the general medicine
clinic less than a year prior to consultation were also
excluded (N = 127). The remaining 125 patients who met
inclusion criteria had a mean age of 43± 12 years with a
range from 18 to 74 years of age. Gender was mainly
female (72%), and 29% of patients were married. Whites
(72%) and African Americans (26%) were the most com-
mon racial groups. There were no significant differences
in patient demographics between the study population and
the excluded patients.

On institutional review board approval, data were en-
tered into a computer database for analyses using Statistica
software (Statistica, Tulsa, Okla.). Correlations between
variables were assessed by Pearson product-moment cor-
relation coefficients. Because of the skewed distribution of
hospital bed days, hospitalization was converted into a di-
chotomous measurement of being present or absent over
the past year. Significant predictors of nonthreatening
medical diagnoses were entered into stepwise regression
equations.

RESULTS

The number of nonthreatening medical diagnoses was
normally distributed in this population with a mean of
2.4 ± 1.7 diagnoses per patient and a range from 0 to 7.
The most common nonthreatening medical diagnoses or
problems in descending order were chronic lower back
pain (N = 27), hypertension (N = 25), gastroesophageal
reflux (N = 15), degenerative joint disease (N = 14), irri-
table bowel syndrome (N = 14), and migraine headache
(N = 14). The most common threatening diagnoses as
measured by the CCI were asthma, peptic ulcer disease,
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and chronic obstructive pulmonary disease. The mean
CCI score in this population was 1.2± 1.5.

For statistical purposes, depressive disorders were
dichotomized into major depressive disorder and other
depression (dysthymic disorder and depressive disorder,
not otherwise specified). Depressive disorders were com-
mon (Table 1) but were not significantly correlated with
the assignment of medical diagnoses. By contrast, the
presence of a somatoform disorder was significantly asso-
ciated with the assignment of nonthreatening medical
diagnoses. The mean number of nonthreatening medical
diagnoses in patients having a somatoform disorder was
3.6± 1.5, or 50% higher than in patients who were not di-
agnosed with a somatoform disorder.

In Table 2, age is correlated with the number of medi-
cal diagnoses assigned, regardless of whether or not the
diagnosis was threatening. There was a modest correla-
tion between childhood history of physical abuse and
assignment of nonthreatening medical diagnoses, but this
factor did not reach statistical significance (p = .07).

As hypothesized, the assignment of nonthreatening
diagnoses correlated with measures of somatic amplifica-
tion, but CCI scores did not (Table 3). This association did
not appear to be mediated by depression or anxiety given
the lack of association between Brief Symptom Inventory
scores and the number of nonthreatening diagnoses.
Alexithymic traits had a modest positive correlation with
the number of nonthreatening diagnoses assigned that did
not reach statistical significance. Depression severity was
correlated more with CCI scores (medical diagnoses con-

tributing to 1-year mortality) than with nonthreatening
diagnoses, suggesting a depressive reaction to serious
medical illness in some patients.

Table 4 demonstrates that assignment of both threat-
ening and nonthreatening medical diagnoses correlated
with outpatient and emergency room visits, but only CCI
scores correlated with inpatient visits. Further analysis
demonstrated that the number of nonthreatening medical
diagnoses and CCI scores was not significantly correlated
with one another (r = –0.03), indicating that each measure
represented a different reason for increased utilization.

Factors that significantly correlated with the number
of nonthreatening diagnoses at p < .05 were entered into a
stepwise regression equation as independent variables.
These included SSAS scores, age, diagnosis of somato-
form disorder, outpatient medical utilization, and emer-
gency room utilization. When entered into the equation,
the latter 2 variables were no longer significantly corre-
lated with the number of nonthreatening medical diag-
noses, indicating that utilization was determined by the
remaining 3 variables. The combination of SSAS scores,
age, and diagnosis of somatoform disorder together ac-
counted for 27% of the variance in assignment of non-
threatening medical diagnoses.

DISCUSSION

Some of the hypotheses were confirmed by this study,
and others were not. Although alexithymia and history of

Table 4. Correlations Between Medical Utilization and the
Assignment of Threatening Versus Nonthreatening Medical
Diagnosesa

Nonthreatening
CCI Scores  Medical Diagnoses

Type of Medical Utilization (r) (r)

Number of medical visits 0.25b 0.24b

Number of emergency room visits 0.21c 0.18c

Hospitalization 0.19c 0.08
aAbbreviation: CCI = Charlson Comorbidity Index.
bSignificant correlation, p≤ .01.
cSignificant correlation, p≤ .05.

Table 3. Correlations Between Psychological Markers and the
Assignment of Threatening Versus Nonthreatening Medical
Diagnosesa

Nonthreatening
CCI Scores  Medical Diagnoses

Scale (r) (r)

BSI-A 0.00 0.11
BSI-D 0.15 0.05
SSAS 0.02 0.36b

TAS-20 0.00 0.14
aAbbreviations: BSI-A = Brief Symptom Inventory, anxiety subscale,
BSI-D = Brief Symptom Inventory, depression subscale,
CCI = Charlson Comorbidity Index, SSAS = Somatosensory
Amplification Scale, TAS-20 = 20-item Toronto Alexithymia Scale.
bSignificant correlation, p≤ .001.

Table 2. Correlations Between Sociodemographic
Characteristics and the Assignment of Threatening Versus
Nonthreatening Medical Diagnosesa

Nonthreatening
CCI Scores Medical Diagnoses

Characteristic (r) (r)

Age 0.29b 0.35b

Gender 0.09 0.15
Physical abuse 0.10 0.16
Sexual abuse 0.01 0.09
aAbbreviation: CCI = Charlson Comorbidity Index.
bSignificant correlation, p≤ .001.

Table 1. DSM-IV Diagnostic Categories Identified in the
Studya

Nonthreatening
CCI Scores  Medical Diagnoses

Diagnosis N (r) (r)

Major depression 65 0.13 0.05
Other depression 23 –0.07 –0.07
Somatoform disorder 20 0.03 0.29b

Anxiety disorder 38 –0.03 0.16
Personality disorder 24 –0.11 0.09
Substance use disorder 39 0.14 –0.04
aAbbreviation: CCI = Charlson Comorbidity Index.
bSignificant correlation, p≤ .001.
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childhood abuse modestly correlated with the number of
nonthreatening medical diagnoses, they did not appear
to be important or significant predictors. As hypothesized,
however, somatosensory amplification and diagnosis of
somatoform disorder significantly correlated with the
number of nonthreatening medical diagnoses assigned and
did not correlate with assignment of diagnoses contribut-
ing to 1-year mortality as measured by the CCI. These data
suggest that psychosocial factors in patients contribute to
the assignment by physicians of multiple nonthreatening
medical diagnoses. The mechanisms are unclear but may
involve direct effects of stress on pathophysiology, in-
creased patient distress about symptoms, increased symp-
tom production, and/or changes in the physician-patient
relationship.20 Alternatively, it could be argued that the
presence of poor physical health, as reflected in multiple
nonthreatening medical diagnoses, induces somatosensory
amplification in patients. However, if this were the case,
scores on the CCI would also correlate with SSAS scores.

The study also highlights the utility of separating medi-
cal diagnoses and problems into those that contribute to
1-year mortality and those that do not. These 2 groups of
diagnoses were independent of one another and had differ-
ences in correlations to the variables measured in this
study. It is important to note that this study does not indi-
cate that nonthreatening diagnoses are unreal or unimpor-
tant. Most of the illnesses assigned to the nonthreatening
group have well-documented pathophysiologic mecha-
nisms and serious medical complications.

 The correlation of age with number of nonthreatening
medical diagnoses also indicates that biological factors are
important to diagnostic assignment. For example, hyper-
tension has a well-established biological basis and poten-
tial for life-threatening complications. Yet, it is also estab-
lished that psychosocial factors have important etiologic
roles in hypertension through various neuroendocrine
mechanisms.21 This is consistent with George Engel’s bio-
psychosocial model of illness.22 The present study sug-
gests that psychosocial factors become more important as
the number of nonthreatening diagnoses assigned in-
creases. An exclusive focus by providers on a strictly bio-
medical model of illness may cause providers to overlook
important psychosocial contributors to illness and illness
behavior, thereby fostering inappropriate medical utiliza-
tion in such patients.

The assignment of multiple nonthreatening medical di-
agnoses has advantages as an indicator of possible psycho-
social contribution to illness and illness behavior. It can be
assessed easily by chart review, encompasses a biopsycho-
social model of illness, and avoids physician or patient
bias in attribution.

The main limitation of the present study is that patients
were selected on the basis of referral for psychiatric con-
sultation. Hence, there is a predilection toward excessive
psychopathology in the study group. However, the rela-

tively large proportion of patients in this primary care
population receiving psychiatric consultation, the inclusion
of measures to control for severity of medical and psychi-
atric pathology, and the independence of the threatening
versus nonthreatening categorization from psychiatric
diagnostic attribution (other than somatoform disorders)
suggest that these findings could be generalized to other
primary care patients. Further studies are needed, however,
to replicate the findings in other medical populations.

Drug name: levothyroxine (Synthroid, Levoxyl, and others).
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