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How general practice patients with
emotional problems presenting with
somatic or psychological symptoms
explain their improvement
John Cape

Introduction

Ahigh proportion of patients with emotional problems pre-
sent only somatic symptoms in general practice consul-

tations1-2 and their emotional problems are not recognised
by general practitioners (GPs).1-4 Despite this, clinical out-
comes of these patients are frequently found to be no differ-
ent than those of patients presenting emotional problems
directly5,6 or of patients whose emotional problems GPs
recognise.7,8 Explanations for this include that patients pre-
senting only somatic symptoms are frequently milder cases
whose problems are more likely to remit without treat-
ment.2,6,8,9

While patients’ attributions of the causes of their emotion-
al and somatic symptoms have been investigated as a con-
tributory factor in the way they present in primary care,10,11

patients’ explanations as to why their emotional problems
have improved have not been studied. Even in secondary
care, studies have been limited to patient perceptions as to
beneficial factors in the treatments provided.12,13 Research
on lay beliefs indicates that people consider a number of
factors, such as social support and personal self-control
strategies, as helpful in overcoming personal problems, as
well as seeking professional help.14,15 Life events or change
in life circumstances are also important.16,17 An understand-
ing of reasons given by patients for improvement, particu-
larly for those presenting somatic symptoms only, may elu-
cidate what is the most appropriate role for GPs in the treat-
ment of such patients.

The aim of this study was to compare clinical outcomes
and the reasons given for improvement in patients with emo-
tional problems presenting only somatic symptoms to the
GP, with patients who directly present emotional problems. It
presents follow-up data not previously reported on a cohort
of psychological and somatic presenters.18,19

Method
Selection of the study samples is summarised in Figure 1.
Consecutive adult patients attending the surgeries of nine
GPs in North and East London were invited to complete a
screening questionnaire. The questionnaire comprised the
30-item General Health Questionnaire (GHQ)20 and a check-
list of 34 common symptoms adapted from a survey of
symptom prevalence in the community21 with an introducto-
ry question asking patients to tick the main problem or prob-
lems that they had come to see the doctor about. Two of the
symptoms were ‘depression’ and ‘anxiety, tension or nerves’
while the rest were physical symptoms that could either be
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SUMMARY
Background: The emotional problems of patients presenting only
somatic symptoms are frequently not detected by general practition-
ers (GPs), yet clinical outcomes have often been found to be no dif-
ferent from emotional problems directly presented.
Aim: To compare clinical outcomes and attributions for improvement
of patients with emotional problems presenting only somatic symp-
toms to GPs, with patients directly presenting emotional problems.
Design of study: Survey of patients with General Health
Questionnaire (GHQ) scores in the symptomatic range, with follow-
up after three months of a repeat GHQ and a questionnaire of
patients’ attributions for improvement.
Setting: A sample of 152 adult patients from nine general practices
in North and East London.
Method: Consecutive patients were invited to complete an adapted
GHQ prior to their consultation. The consultations were audiotaped
and coded to indicate the extent to which psychological discussion
took place, as against discussion of other issues. The GPs recorded
whether they considered each patient to be emotionally disturbed or
psychiatrically ill at the time of the consultation, to assess GP detec-
tion of emotional disturbance. To form the initial sample, interviews
were conducted one to five days after the consultation with patients
who intended to present with either psychological or somatic prob-
lems, with a follow-up questionnaire after three months.
Results: A total of 106 patients provided follow-up information, of
whom 57 presented psychological problems directly at initial consul-
tation and 49 presented only somatic symptoms. There were no dif-
ferences in clinical outcome at three months between the two groups.
Somatic presenters who improved were more likely than psychologi-
cal presenters to attribute improvement to change in their physical
health (68% versus 31%) while psychological presenters were more
likely to attribute improvement to the GP’s listening and counselling
in the consultation (44% versus 18%). Other attributions for
improvement, such as passage of time, change in life circumstances,
support of family and friends, medication, and ‘working through
problems myself’, were equally common in both groups.
Conclusions: Patients with emotional problems presenting only
somatic symptoms have equivalent clinical outcomes to patients pre-
senting psychological problems directly, but are more likely to
attribute emotional improvements to change in their physical health.
For some such emotionally disturbed patients it may be sufficient for
GPs to treat the physical health problems and to reassure the patient,
without attempting to treat the underlying emotional disturbance.
Keywords: emotional disturbance; somatic symptoms; psychiatric
symptoms; general health questionnaire.



indicative of possible emotional problems (e.g. ‘faintness or
dizziness’, ‘loss of appetite’) or probably independent (e.g.
‘sore throat’, ‘ear or hearing trouble’). The checklist was
designed to distinguish patients with above-threshold GHQ
scores, who intended to present emotional problems explic-
itly to the doctor (either alone or also with somatic symp-
toms) from patients who intended to present somatic symp-
toms only.

For each participating GP, approximately equal numbers
of both types of patient were approached to be interviewed.
Of these, 176 patients agreed to be interviewed (13 refused

and five patients with probable psychotic disorders were
excluded), of whom 93 indicated they had come about psy-
chological problems and 83 about somatic symptoms only.
At the interview, which took place one to five days after the
consultation, 88/93 (94.6%) of patients who had planned to
present psychological problems reported that they had sub-
sequently done so in the consultation and 64/83 (77.1%) of
patients planning to present only somatic symptoms subse-
quently mentioned only somatic symptoms. These 88 psy-
chological presenters and 64 somatic presenters formed the
initial sample for the present study, and are henceforth
referred to as the ‘psychological’ and ‘somatic’ groups. Full
details of selection procedures and of characteristics of
these initial samples are described in reports of the original
studies.18,19

In summary, the psychological and somatic groups both
had above-GHQ scores but differed in whether they explicit-
ly presented psychological problems in the consultation.
Each group was mixed in other respects, with psychological
presenters commonly also presenting with somatic symp-
toms and the somatic symptoms presented by both groups
being heterogeneous (physical illness as well as somatic
symptoms of emotional disturbance).

Consultations with GPs
The consultations with the GP of all patients who completed
screening questionnaires were audiotaped (6.2% of patients
refused). The audiotapes were coded using a system
designed to assess the extent to which psychological dis-
cussion takes place in a consultation as against discussion
of other issues.18 Psychological discussion was defined as
any mention by patient or doctor of explicit psychological
symptoms (depression, anxiety), feelings or emotions, and
any discussions about events or areas in patients’ lives that
are causing or might be causing stress. The coded audio-
tapes generally confirmed the patients’ reports from the
research interviews, that the psychological group had
explicitly brought up psychological problems in the consul-
tation while the somatic group had not (see original
reports18,19 and figures in Table 1 for the proportion of the
consultation that comprised psychological discussion in
patients successfully followed up). The audiotapes were
also timed for consultation duration. 

The GPs recorded whether they considered each patient
to be emotionally disturbed or psychiatrically ill at the time of
the consultation. This was to assess GP detection of emo-
tional disturbance.

Interviewer ratings
As part of the interview with the patient after the consultation,
the interviewer made an assessment adapted from Bridges
and Goldberg6 of the relationship between psychological
and somatic complaints. The interviewer also rated chronic-
ity of emotional disturbance.

Follow-up questionnaire
Patients were sent a follow-up questionnaire three months
after initial screening. The questionnaire comprised the
GHQ-30, followed by a single-item question: ‘Generally
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HOW THIS FITS IN

What do we know?
Many patients with emotional problems
only present somatic symptoms. These
emotional problems often improve even
without detection or treatment by GPs.

What does this paper add?
Patients presenting only somatic symptoms attribute
subsequent improvement in their emotional problems to
improvement in physical health. Testing and providing
reassurance for physical health problems may be sufficient
treatment for emotional disturbance in some such patients.

Figure 1. Selection of study samples.
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1085 (73%) patients
completed screening

questionnaires

139 patients on
screening checklist

indicated intention to
present emotional

problems to the GP

258 patients on
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gave somatic reasons
only as reasons for

presentation to the GP
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interviewed at home
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88 patients mentioned
emotional problems in

the GP consultation

83 patients
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397 patients (36.6%)
had GHQ score 5



speaking, has there been any change in how you are feeling
emotionally compared with three months ago? (Please tick
one)’, with response alternatives: ‘feel better now’, ‘feel
worse now’, ‘no change’. Patients who ticked that they felt
better were then asked to indicate either ‘yes’ or ‘no’ for
whether each of eight factors (worded exactly as in Table 3)
had contributed to improvement in their emotional state.
Two questions on follow-up appointments with the GP and
use of psychotropic medication in the three months con-
cluded the questionnaire.

Statistical analysis
Data analysis was undertaken in SPSS software. Differences
between groups of patients were tested using χ2 for cate-
gorical variables and t-tests for continuous variables (each
with 95% confidence intervals). Change in GHQ was evalu-
ated through repeated measures analysis of variance.
Preliminary analyses indicated that the relevant continuous
variables were approximately normally distributed and para-
metric tests were appropriate.

Results
Three-month follow-up questionnaires were returned by
57/88 (64.8%) of the psychological group and 49/64 (76.6%)
of the somatic group. Owner occupiers were more likely to
return questionnaires than patients renting accommodation
(68.0% versus 51.1%, χ2=3.7, P = 0.05), but otherwise there
were no differences between responders and non-respon-
ders in demographic or clinical characteristics or in charac-
teristics of their initial consultations with the GPs.

Tables 1 and 2 give demographic, screening, consultation,
and interview information on the two groups of patients who
returned follow-up questionnaires. The psychological group
had higher screening GHQ scores than the somatic group.
Although visiting the GP for emotional problems, they also
identified on the screening questionnaire equal numbers of
somatic symptoms as reasons for their visit to the GP as
patients presenting somatic symptoms only. The groups,
however, differed significantly in the relationship between
somatic symptoms and emotional disturbance (Table 2: χ2 =
37.2, degrees of freedom = 4, P<0.001) with the psycho-
logical group presenting somatic symptoms of emotional
disturbance more commonly, while only the somatic group

had emotional distress secondary to physical illness. The
consultations of the psychological group were longer and
on average they spent about one-half of the consultation
discussing psychological problems, compared with the neg-
ligible discussion of psychosocial issues by the somatic
group. They were also more likely to be identified by the GP
as emotionally distressed.

At three-month follow-up, there was significant improve-
ment in GHQ across both groups (F = 92.9, df = 1,
P<0.001) but no significant differences between the two
groups in either GHQ change (F = 2.9, df = 1, P = 0.09) or
in follow-up GHQ scores (Table 1). Similar proportions of
the psychological (47.4%) and somatic (48.9%) groups had
GHQ scores in the asymptomatic range at follow-up.
Because of the initial GHQ screening difference in the
whole sample, a matched subsample of 35 cases in each
group was selected using randomised assignment where
there were uneven numbers of cases with identical initial
GHQ scores in the two groups. GHQ change for the two
matched subgroups was similar (from 14.8 [standard devi-
ation = 6.1] to 6.9 [SD = 8.7] for the psychological sub-
group and from 14.8 [SD = 6.0] to 7.5 [SD = 7.1] for the
somatic subgroup).

There was no difference in the reported number of visits to
the GP in the three-month follow-up period between the psy-
chological (2.0, SD = 2.1) and somatic groups (1.5, SD =
1.7), but the psychological group were more likely to have
had visits in which emotional problems were discussed
(58.2% versus 27.6%, χ2 = 9.6, P<0.01). A greater propor-
tion of psychological presenters than somatic presenters
reported receiving psychotropic medication in the follow-up
period (52.7% versus 18.2%, χ2 = 12.5, P<0.001).

Thirty-two (56.1%) of the psychological and 22 (44.9%) of
the somatic group rated themselves as feeling better emo-
tionally at three-month follow-up. Patients rating themselves
as feeling better had GHQ change scores of 12.7 (SD = 6.8)
compared with 3.8 (SD = 8.5) for those rating themselves as
unchanged or worse, validating the patients’ reports of their
improvement. Similar numbers of reasons as to why they felt
better were endorsed by psychological (2.8, SD = 1.1) and
somatic (2.5, SD = 1.3) presenters. Table 3 gives the rea-
sons endorsed by each group. The somatic group were
more likely to attribute improvement to change in their phys-
ical health. The psychological group were more likely to
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Table 1. Demographic screening, consultation, and follow-up information for psychological and somatic groups. Figures are means (stan-
dard deviation in brackets) unless indicated otherwise.

Psychological Somatic group Difference between
group (n = 57) (n = 49) groups (95% CI) P-value

Age (years) 43.7 (15.0) 39.0 (14.3) 4.7 (-1.0 to 10.4) 0.104
Number (%) female 46 (81) 33 (67) 13.4 (-3.1 to 30.0) 0.116
Number (%) emotional 

problems longer than six months 21(37) 20 (41) 4.0 (21.9 to 14.1) 0.675
Number (%) assessed by GP 

with emotional disturbance 50 (88) 17 (35) 53.1 (37.2 to 68.8) <0.001
Number of somatic complaints 2.4 (2.2) 2.6 (2.2) -0.2 (-1.0 to 0.7) 0.720
Initial GHQ 17.8 (6.8) 13.4 (5.5) 4.4 (2.0 to 6.8) <0.001
Consultation length in minutes 12.9 (8.4) 6.3 (4.4) 6.6 (4.0 to 9.3) <0.001
Psychological discussion 

(% of consultation) 43.4 (25.7) 0.4 (1.4) 43.0 (35.6 to 50.4) <0.001
Follow-up GHQ 8.1 (9.2) 6.6 (6.6) 1.5 (-1.6 to 4.6) 0.345



attribute improvement to the doctor’s listening and coun-
selling.

Discussion
While the patients presenting only somatic symptoms were
found to have no different clinical outcomes to patients pre-
senting directly with psychological problems, there were dif-
ferences in attributions for improvement in the two groups.
Patients presenting somatic symptoms only were more like-
ly to attribute improvement to change in their physical
health, while patients presenting psychological problems
directly were more likely to attribute improvement to the
GP’s listening and counselling.

A lack of difference in clinical outcomes of psychological
problems between somatic and psychological presenters,
and between patients whose emotional problems are identi-
fied by the GP and those who are missed, is the modal find-
ing in naturalistic studies, with some studies finding better
outcomes for psychological and detected cases and other
studies finding poorer outcomes.5-8,22,23 The present study
replicates and extends this finding by confirming that simi-
larity in outcome can occur despite no explicit mention by
either the patient or the doctor (validated by independent
data) of psychological symptoms or psychosocial issues in
the consultations of somatic presenters. With the initial dif-
ference in GHQ scores between the two groups, the results
are consistent with the suggestion that patients presenting
only somatic symptoms are more frequently milder cases of
emotional disturbance whose problems are more likely to
remit without treatment.2,6,8,9

This is the first study in general practice of patients’ attri-
butions of the factors responsible for their improvement. It is
reassuring to report that the majority of patients who pre-
sented psychological problems directly to GPs did attribute
their improvement in part to some aspect of the GP’s inter-

vention. The GP’s listening and counselling or psychological
management24 was more frequently rated as important than
the psychotropic medication prescribed. This most likely
reflects differences in the frequency with which medication
and psychological management was provided by GPs, but
also mirrors studies of lay beliefs on the relative efficacy of
counselling and medication in treatment of depression.25,26

Improvement in physical health, as well as being the rea-
son for improvement in emotional problems most frequently
endorsed by somatic presenters was also commonly
endorsed by psychological presenters, most of whom also
presented somatic symptoms. Whether the patients attrib-
uted improvement in their physical health to the doctor’s
treatment or to other factors was not asked. While the
impact of physical health on psychological morbidity is well
established27,28 and chronic ill health is known to predict per-
sistence of psychological problems;29,30 the potential signifi-
cance of treating or reassuring patients about physical
health problems as a means of reducing emotional ill health
is less often discussed.

Other reasons given by patients for improvement —
change in life circumstances, support of family and friends,
working through problems themselves, and passage of time
— are consistent with other evidence of the importance of
these factors. The significance of life events and social diffi-
culties in the maintenance of problems, and of ‘fresh start’
events and social support in their amelioration, are well doc-
umented.16,17 Family and friends are a more common source
of help and advice than professionals,31 even for patients in
specialist treatment.32 Personal resources, such as
resilience and coping styles, allow some patients to be more
successful in overcoming problems than others.33 Finally,
passage of time has long been considered a factor in spon-
taneous remission.34

There are a number of methodological limitations to the
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Table 2. Relationship between somatic symptoms and emotional disturbance. Figures are numbers (percentage in brackets) of patients.

Psychological Somatic group
group (n = 57) (n = 49)

Emotional state secondary to physical illness 0  (0) 11 (22)
Emotional problems with unrelated physical illness 14 (25) 18 (37)
Physical illness or symptoms exacerbated by emotional state 8 (14) 15 (31)
Emotional disturbance with somatic symptoms 20 (35) 5 (10)
Psychological symptoms only 15 (26) 0 (0)

Table 3. Reasons for improvement in emotional problems given by psychological and somatic groups. Figures are numbers (percentage in
brackets) of patients giving each reason.

Reason Psychological Somatic group Difference between 
group (n = 32) (n = 22) groups (95% CI) P-value

Physical health better 10 (31) 15 (68) -37 (-12 to -62) 0.007
Passing of time 14 (44) 6 (27) 17 (-9 to 42) 0.218
Change in life circumstances 11 (34) 6 (27) 7 (-18 to 32) 0.581
Support of family or friends 10 (31) 4 (18) 13 (-9 to 36) 0.282
Medication doctor prescribed 7 (22) 4 (18) 4 (-18 to 25) 0.741
Doctor’s listening and counselling 14 (44) 4 (18) 26 (2 to 49) 0.050
Treatment by a mental health specialist 6 (19) 1 (5) 14 (-2 to 30) 0.127
‘Worked through the problems myself’ 12 (37) 7 (32) 5 (-20 to 31) 0.667
Other 7 (22) 3 (14) 8 (-12 to 28) 0.444  

a Patients could give more than one reason.
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study. First, the psychological presenters had higher initial
psychological symptom scores than the somatic presenters.
This is a common finding in naturalistic studies,2,6,9 but leads
to difficulties in interpretation of change scores, only partly
dealt with by retrospective creation of a matched subsample
in this study. Secondly, the study was ultimately underpow-
ered. Sample size calculations were based on size of groups
to detect a GHQ difference of three points between groups
at a power of 0.8 at the 5% significance level; however, both
the standard deviation of GHQ change and loss of patients
to follow-up were greater than anticipated. In addition, the
significant proportion of patients lost to follow-up, despite
the lack of differences found from those successfully fol-
lowed up, could have differed in other ways not measured.
Thirdly, the GHQ is primarily designed as a screening mea-
sure rather than as a measure to evaluate clinical change,
although there is some evidence as to its sensitivity to
change.35 Finally, the sample size of improvers at follow-up
for the analyses of attributions for symptom improvement
was small and hence it is possible that significant differ-
ences were missed.

The treatment needs of patients with emotional problems
presenting with somatic symptoms are likely to vary
depending on the relationship between emotional distress
and somatic symptoms. Patients whose somatic symptoms
are a function of their emotional disturbance (somatisers)
may require active discussion and treatment of their emo-
tional problems,36 while for patients whose emotional dis-
tress is secondary to physical illness, treating the physical ill-
ness and reassuring the patient about the secondary dis-
tress may be sufficient. The numbers of patients in the pre-
sent study, especially of somatisers not presenting emotion-
al problems, were too small to evaluate this adequately.

An understanding of patients’ attributions for improvement
can both help elucidate what may be therapeutic factors out-
side the immediate consultation and treatment and can help
GPs target their own therapeutic efforts to best effect. This is
important, given increasing awareness of the complexity of
managing psychological problems in primary care in the
face of multiple competing demands37,38 and increasing
suggestions that not all psychological morbidity presenting
in primary care may warrant treatment.7,9 If, for some
patients, treating and reassuring about physical health prob-
lems is sufficient intervention also for associated emotional
problems, then this would allow GPs to target their diagnos-
tic and therapeutic efforts to those emotional problems
where additional intervention is necessary. Confirmation of
this would require a comparative treatment trial, comparing
treatment of physical symptoms alone in such patients with
treatment that also targeted emotional problems.
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