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Letter to the editor

Medically Unexplainable Somatic Symptoms: 
A Coat With Many Psychiatric Colors

To the Editor: Medically unexplainable somatic symptoms 
consist of physical symptoms that cannot be readily explained 
by physical examination or ancillary testing. These unexplained 
symptoms emerge in up to one-third of all primary care 
consultations,1,2 with the majority being chronic or recurrent.2 
Medically unexplained somatic symptoms are characterized by 
more medical visits,3 referrals to specialists,4 adjunctive testing,4 
psychosocial morbidity,1 and physical disability at follow-up.1 
Thus, this minority of commonplace “unexplainables” accounts 
for a disproportionate use of overall health care resources.

Medically unexplainable symptoms bear a number of 
different monikers in the literature, including medically 
unexplained symptoms, multisomatoform disorder (defined 
as the presence of at least 3 medically unexplained somatic 
symptoms),5 physical symptom disorder (ie, one or more physical 
symptoms that are not fully explainable by another medical 
or psychiatric disorder and cause functional impairment),6 
idiopathic physical symptoms (ie, physical complaints that 
remain unexplained),7 and the DSM somatoform disorders.8

While the preceding syndromes appear to be interrelated 
by their shared characteristic of physical symptoms 
without medical explanation (ie, somatization spectrum 
disorders), explicit relationships among them remain 
unclear. Indeed, heterogeneity is suggested based upon 
the finding of various comorbid Axis I and II disorders 
(ie, there may be distinct contexts underlying the common 
clinical presentation of the “medically unexplainable” that 
reflect variations in genetics, epidemiology, psychological 
substrates, patient functional levels, and outcomes).

Regarding Axis I psychiatric disorders, medically 
unexplainable somatic symptoms are most commonly 
associated with mood and anxiety disorders.9 For 
example, Smith and colleagues10 found that nearly half 
of participants with such symptoms had a diagnosis of 
depression or anxiety, and 4% had somatoform disorder.

As for Axis II disorders, the majority of research has focused 
on borderline personality disorder (BPD). For example, Sansone 
and colleagues11 confirmed a statistically significant correlation 
between somatic preoccupation and BPD—findings that 
were affirmed in a second study with 2 measures of BPD.12 In 
addition, BPD has been identified as a comorbid disorder in 
a number of studies of somatization disorder12,13—a disorder 
characterized by medically unexplainable somatic symptoms.

To conclude, medically unexplainable symptoms are 
relatively commonplace in primary care settings and appear 
to be driving the overutilization of health care services. While 
they may be christened with various monikers, these syndromes 
appear to share meaningful symptomatic overlap given their 
shared characteristic of being “unexplainable.” Yet, these 
perplexing disorders demonstrate associations with various 
Axis I disorders (eg, mood and anxiety disorders, somatoform 
disorders) and at least one Axis II disorder—associations 
that suggest underlying heterogeneity. Thus, clinicians 

are faced with an ever-defying clinical paradox: while the 
presence of medically unexplainable symptoms suggests the 
possibility of a cohesive syndromal entity, current evidence 
indicates that these patients have different types of psychiatric 
comorbidities with possibly unique contextual implications. 
Same “unexplainable” coat, but many psychiatric colors.
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