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Psychosomatic problems among medical students: a myth or reality?
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Abstract
Background
Medical students are exposed to stress and this can predispose them to psychological and behavioral consequences.

Methods
Psychosomatic disorders were investigated among 385 medical students from two teaching hospitals using a stratified random sampling. The Enugu somatization Scale (ESS) was used to evaluate for presence of somatization in the participants. Statistical analysis was done with the Statistical Package for Social Sciences (SPPS) version 19 (Chicago IL).

Results
A total of 385 medical students with a calculated mean age of 23.55 ± 3.33 years were recruited in this study. The prevalence of psychosomatic disorder was 55 (14.3%) with prevalence among males 33 (14.2%) and among females 22 (14.4%). Based on features, 44 (11.4%) had head features while 30 (7.8%) had body features of psychosomatic disorder respectively. Similar proportion of both males and females (about 14% each) had psychosomatic disorder. There was no statistically significant difference ([image: $$\chi^{2}$$] = 0.002, p = 0.966). Students aged 24 years and below had similar proportion of psychosomatic disorder 38 (14.3%) with those aged over 24 years 17 (14.2%). The difference was not statistically significant ([image: $$\chi^{2}$$] = 0.002, p = 0.964). Students from lower social class had lower proportion of psychosomatic disorder (10.6%) when compared to middle (17.2%) and upper (15.2%). The difference was equally not statistically significant ([image: $$\chi^{2}$$] = 1.759, p = 0.415). Male students had similar likelihood of psychosomatic disorder with females (OR 1.01, 95% CI 0.56−1.82). Those had belong to middle socio-economic class were about 1.2 times (AOR 1.15, 95% CI 0.54−2.45) and lower socio-economic class about 0.6 times (AOR 0.66, 95% CI 0.31−1.37) likely to have psychosomatic disorder than those from upper socio-economic class.

Conclusions
Psychosomatic disorders constitute an emerging mental health problem among medical students in Nigerian Universities. This can pose a major mental health problem if neglected.
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Background
Psychosomatization is defined as multiple, recurrent and frequently changing physical symptoms usually present for at least two years before the patient is referred to a psychiatrist [1]. In the Diagnostic and Statistical manual of Mental disorders—5th edition (DSM-5), however, the condition has been renamed somatic symptom disorder (SSD) which includes somatization disorder, hypochondriasis, pain disorder, and undifferentiated somatoform disorder [2].
Psychosomatic disorders (PSD) have been attributed to inappropriate activation of the autonomous nervous apparatus, the endocrine and the immune systems (defense structures and cells) [3].
It is well documented fact that more than 70% of medical students present with different symptoms suggestive of psycho-somatization [4]. More recent research, however, indicates that the phenomenon could have been exaggerated [4].
Although psychosomatic disorders among medical school are often neglected, In fact over the years, this disorder was trivialized and even given names as medical students’ disease or “medical studentitis” [4]. However it is known that this health problems triggers anxiety among students.
Studies done about two decades ago showed that medical students are more likely to have psychosomatic disorders than law students [5]. However, Moss et al. [5] noted that medical students who are diagnosed as having psychosomatic disorders could be a misnomer since it could be an anxiety issues stemming from stressful medical curriculum [5].
Notwithstanding, medical students who suffer from these disorders may not be malingering as the pain and other problems they experience could be real [6]. This disorder can place significant burden on the healthcare delivery system, which can result in heavy utilization of resources through repeated hospitalizations [7]. Moreover, psychosomatic disorders among medical students could be associated with poor school performance and attendance [8].
Delay in diagnosing PSDs should be avoided as much as possible. This is because failure to make accurate and timely diagnosis often results in multiple referrals, repeated unnecessary diagnostic tests, unjustified and potentially harmful treatments including medication trials and even surgeries, and the perpetuation of the belief of underlying organic illness [9].
In the contrary, Moss et al. [5] opined that understanding medical students’ disease (psychosomatic disorder) as a normal process may be used to educate medical students when they enroll in the medical school, so as to reduce the distress associated with the condition.
This study aims to determine the pattern of presentation of PSDs and its socioeconomic determinants among medical students in South east Nigeria. In this part of the country, there are very few studies on PSDs among medical students in tertiary institutions and much has not been documented on this topic due to neglect and misdiagnosis.

Methods
Setting
The study was carried out among medical students in Enugu and Ebonyi State which is located in South east Nigeria.

Instrument used
A pretested self—administered questionnaire from the Enugu Somatization Scale (ESS) developed by Ebigbo [10] was used for this study. This instrument was developed bearing in mind the shortcomings or uncertainties that accompany the use of western methods of assessment techniques in our setting. The scale is a 65-item scale two sub-scales [10]. The first is the HEAD subscale, captured by items 1–23, while the BODY subscale is captured by items 24–65. The ESS has a dichotomous response options which are YES and NO. It has been cross-validated with Neurotic Illness Questionnaire (NIQ) in India where the ESS was found to correlate significantly with NIQ [6]. A score of 1 is assigned to any Yes while a score of 0 is assigned to any NO response. See Additional file 1.

Study population
Four hundred and sixty-one medical students who met inclusion criteria were consecutively recruited between June and October, 2014 from two medical schools from south east Nigeria. The medical schools were selected by listing all the accredited medical schools in southeast Nigeria and then two medical schools were selected using simple random sampling. Four hundred and sixty questionnaires were administered to those that gave consent but 385 that gave consent and responded well were studied. This gave a response rate of 83.7%.
Socioeconomic class was ascertained using a recommended method, modified by Oyedeji [11]. Parents’ occupations and highest level of education were assigned a score from 1 (highest) to 5 (lowest). The mean score for both parents provided a score for social class that fell within the 1–5 range. Those with a mean score <2 were further sub-classified into upper class, while those with a mean score >2 were sub-classified into a lower social class. For the occupation score, those in the upper social class included parents whose occupations included positions as senior public officers, large-scale traders, large-scale farmers, and professionals. Lower class occupations included artisans, primary school teachers, peasant farmers, laborers, and the unemployed. For the education score, those with a Ph.D., Master’s degree, Bachelor’s degree, or higher national diploma were categorized as upper class. Those with an ordinary national diploma, national certificate of education, technical education, grade II teachers’ certificate, junior or senior secondary school certificate, primary school certificate, or those with no formal education were classified as lower social class [11]. Medical students who gave consent were included in this study while those without consent were excluded from the study.

Ethical consideration
Consent was specifically obtained from medical students from both Universities while Ethical clearance for the study was obtained from the Research and Ethical Committee of the University of Nigeria Teaching Hospital Ituku Ozalla.

Data analysis
Statistical analysis was with Statistical Package for Social Sciences (SPPS) version 19 (Chicago IL). Chi square test was used to test for statistical association of categorical variables. Age was not normally distributed. All reported p values are 2-sided and values <0.05 were assumed as significant.


Results
A total of 385 medical students with a calculated mean age of 23.55 ± 3.33 years were recruited in this study. Two hundred and seventeen 217 (56.4%) and 104 (27.0%) belonged to upper and lower social class respectively. Over 95% of them are still not married. Higher proportion of respondents were aged 24 years and below. The mean and standard deviation of age of respondents for males and females were 23.1 (3.2) and 24.9 (4.0) (Table 1).Table 1Socio-demographics of respondents


	Variables
	Frequency (n = 385)
	Percentage

	Age in categories (years)

	 ≤24
	265
	68.8

	 >24
	120
	31.2

	Mean (SD) for females
	23.1 (3.2)
	 
	Mean (SD) for males
	24.9 (4.0)
	 
	Sex

	 Male
	232
	60.3

	 Female
	153
	39.7

	Marital status

	 Single
	368
	95.6

	 Married
	17
	4.4

	Social class

	 Upper
	217
	56.4

	 Middle
	64
	16.6

	 Lower
	104
	27.0




                     
Table 2 shows that prevalence of psychosomatic disorder was 55 (14.3%) with prevalence among males 33 (14.2%) and among females 22 (14.4%). Based on features, 44 (11.4%) had head features while 30 (7.8%) had body features of psychosomatic disorder respectively.Table 2Prevalence of psychosomatic disorder; head and body features


	Variables
	n = 385

	Presence freq (%)
	Absence freq (%)

	Psychosomatic disorder

	 General
	55 (14.3)
	330 (85.7)

	  Males
	33 (14.2)
	199 (85.8)

	  Females
	22 (14.4)
	131 (85.6)

	Head features
	44 (11.4)
	341 (88.6)

	Body features
	30 (7.8)
	355 (92.2)




                     
Table 3 shows that similar proportion of both males and females (about 14% each) had psychosomatic disorder. There was no statistically significant difference ([image: $$\chi^{2}$$] = 0.002, p = 0.966). Students aged 24 years and below had similar proportion of psychosomatic disorder 38 (1014.3%) with those aged over 24 years 17 (14.2%).The difference was not statistically significant ([image: $$\chi^{2}$$] = 0.002, p = 0.964). Students from lower social class had lower proportion of psychosomatic disorder (10.6%) when compared to middle (17.2%) and upper (15.2%). The difference was equally not statistically significant ([image: $$\chi^{2}$$] = 1.759, p = 0.415).Table 3Relationship between socio-demographics and psychosomatic disorder


	Variables
	n = 385
	Test statistics [image: $$\chi^{2}$$]
                                       
	p value

	Presence
	Absence

	n (%)
	n (%)

	Age in categories (years)

	 ≤24
	38 (14.3)
	227 (85.7)
	0.002
	0.964

	 >24
	17 (14.2)
	103 (85.8)
	 	 
	Sex

	 Male
	33 (14.2)
	199 (85.8)
	
                            0.002
                          
	
                            0.966
                          

	 Female
	22 (14.4)
	131 (85.6)
	 	 
	Social class

	 Upper
	33 (15.2)
	184 (84.8)
	 	 
	 Middle
	11 (17.2)
	53 (82.8)
	
                            1.759
                          
	
                            0.415
                          

	 Lower
	11 (10.6)
	93 (89.4)
	 	 

Italic values indicate significance of p values (p < 0.05)



                     
Table 4 shows that students aged above 24 years had similar likelihood of psychosomatic disorder with those aged 24 years and below (OR 1.03, 95% CI 0.55−1.93). Male students had similar likelihood of psychosomatic disorder with females (OR 1.01, 95% CI 0.56−1.82). Those had belong to middle socio-economic class were about 1.2 times (AOR 1.15, 95% CI 0.54−2.45) and lower socio-economic class about 0.6 times (AOR 0.66, 95% CI 0.31−1.37) likely to have psychosomatic disorder than those from upper socio-economic class.Table 4Predictors of psychosomatic disorder (logistic regression)


	Variables
	OR
	Sig
	95% CI for OR

	 	 	Lower
	Upper

	Age in categories (years)

	 ≤24
	 	 	 	 
	 >24
	1.031
	0.924
	0.549
	1.935

	Sex

	 Female
	 	 	 	 
	 Male
	1.007
	0.982
	0.557
	1.820

	Social class

	 Upper
	 	 	 	 
	 Middle
	1.153
	0.711
	0.543
	2.448

	 Lower
	0.656
	0.261
	0.314
	1.369




                     

Discussion
This study has shown that psychosomatic disorders do exist among medical students in two south east Nigerian universities with a prevalence rate of 14.3%. This is similar to the prevalence of 17.0% documented by Susanne [12] but higher than that seen in other studies [13]. For instance, Firth et al. [14] noted a prevalence of psychosomatic disorder to be 31.2% among medical students, and another study carried out on new medical graduates showed a prevalence of 26% [15].
Azuri et al. [16] noted a significant prevalence of psychosomatic disorder when enrolling for clinical posting with a significant decrease later on. Furthermore, in one Australian study, the prevalence of somatization among Australian general practitioners revealed a higher prevalence of 18.6% which is more than that seen in our study [17]. In addition, Cande et al. [18], noted that 30% of medical students reported a history of psychosomatization and only 22% of them consulted a medical specialist.
In the general population, the prevalence of PSD using DSM-IV was found to be low (0.05%), while it was higher (0.58%) using less restrictive diagnostic criteria than DSM-IV [19]. This prevalence is lower when compared to that of medical students obtained in this study.
The reason for the disparity in prevalence rates is probably due to the differences in ethno-cultural construct. Comparison of prevalence studies for psychosomatic disorders is difficult, due to a lack of homogeneity [20]. Furthermore, some studies focus on somatoform disorders alone, while others include all forms of mental illness [21].
Different psychiatric disorders are usually under- recognized yet they are common and treatable among medical students [22]. Various studies have shown that medical students are subjected to considerable mental distress during their training and this predicts psychosomatic problems in physicians later in life. This disorder in the individual doctor might negatively affect patient care. Normally, physicians do not seek the kind of professional help for themselves, as they would provide for their patients. Medical students seem to adopt a similar pattern of behavior.
However, some authors postulated that Psychosomatic disorder as been groundless and suggested that the symptoms of psychosomatization are imagined with undeserved importance being placed on bodily sensations that do not clinically warrant either medical attention or the degree of anxiety that they have provoked [23].
We noted almost the same proportion of participants with head and body symptoms. This could reflect the poly-symptomatic nature of the condition [24].
In the general population, psychosomatic disorders can present with arm, neck and shoulder symptoms [25]. In 2003, 12-month prevalence in the Netherlands showed 31.4% of subjects had neck symptoms, 30.3% shoulder symptoms and 17.5% had wrist symptoms. It is also noted among Nigerian undergraduates where a high prevalence of shoulder symptoms was most common [26]. In Australia, musculoskeletal features were a widespread problem for university students [27]. In addition, in Saudi Arabia, students complained of headache and fatigue as major PSD symptoms [28].
There is no gender difference among medical students with psychosomatic disorder as seen in this study. There is a changing trend in gender distribution of psychiatric illness of which PSD is not exempted. Studies have reported an ablation of gender differences in most psychiatric disorder [22–24]. However, some studies conducted in Germany, revealed a highly significant increase in prevalence among female medical students and an increase in the female prevalence in the general population [29, 30]. The difference in this prevalence in gender could not be ascertained.
Though students from lower middle and higher socio economic class had a higher proportion of psychosomatic disorder when compared to those with a lower class, the difference was not statistically significant.
Iheme et al. [31] noted a higher episode of somatization disorder among the upper socioeconomic class. Again differences in ethno-cultural construct and differences geographic location can explain this socioeconomic difference.

Conclusion
Psychosomatic disorders constitute an emerging mental health problem among medical students in Nigerian universities. Although they appear overlooked, the prevalence rate may be rising.

Limitation
The limitation of this study lies in the fact that only teaching hospitals from south east Nigeria were recruited for the study. Furthermore, this is a cross sectional study with an attrition rate. A wider study in the entire nation’s teaching hospital, though tasking, will give a better picture of the prevalence.

Authors’ contributions
JMC contributed to the conception and writing of the manuscript. ARN, PCM, ACT, HAO, USN and IKN contributed to proofreading and correcting of manuscript. AEC analyzed the manuscript. All authors read and approved the final manuscript.
Acknowledgements
We acknowledge the medical students whose cooperation was unparalleled.

Competing interests
The authors declared that they have no competing interests.

Availability of data and materials
The data will not be shared in order to protect the participants’ anonymity.

Ethical approval and consent to participate
Ethical clearance was specifically approved and granted by the Ethics Committee of the University of Nigeria Teaching Hospital, Enugu, the State School Board and the Principals of the selected schools. Informed verbal consent was also granted by the medical students before enrolling them into the study.


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington: American Psychiatric Association; 2013.CrossRef

2.
Isaac M. Somatization—a culture-bound or universal syndrome? J Ment Health. 1999;5:219–22.CrossRef

3.
Psychosomatic Illness. Healthgrades. http://​www.​healthgrades.​com/​right-care/​mental-health-and-behavior/​. Accessed on 24 Aug 2015.

4.
Roger C. Imagined illnesses can cause real problems for medical students. CMAJ. 2008;25(178):820.

5.
Moss-Morris R, Petrie KJ. Redefining medical students’ disease to reduce morbidity. Med Educ. 2001;35:724–8.CrossRefPubMed

6.
Somatoform disorders: symptoms, types, and treatment. http://​www.​webmd.​com. Accessed on 24 Aug 2015.

7.
Sumathipala A, Siribaddana S, Hewege S, Sumathipala K, Prince M, Mann A. Understanding the explanatory model of the patient on their medically unexplained symptoms and its implication on treatment development research: a Sri Lanka study. BMC Psychiatry. 2008;8:54.CrossRefPubMedPubMedCentral

8.
van Ravesteijn H, Wittkampf K, Lucassen P, van de Lisdonk E, van den Hoogen H, van Weert H. Detecting somatoform disorders in primary care with the PHQ-15. Ann Fam Med. 2009;7:232–8.CrossRefPubMedPubMedCentral

9.
Gupta A, Lang AE. Psychogenic movement disorders. Curr Opin Neurol. 2009;22:430–6.CrossRefPubMed

10.
Ebigbo PO. Somatic complaints of Nigerian. J Psychol. 1996;1:28–49.

11.
Oyedeji GA. Socio-economic classification. In: Araoye MO, editor. Class research methodology with statistics for health and social sciences. 1st ed. Ilorin: Nathadox Publishers; 2004. p. 115–20.

12.
Susanne F, Jens G, Ulrike E, Urs MN. Prevalence, overlap, and predictors of functional somatic syndromes in a student sample. Int J Behav Med. 2013;20:184–93.CrossRef

13.
Kathol RG, Kunkel JS, Weiner JS, McCarron RM, Worley LLM, Yates WR. Psychiatrists for medically complex patients: bringing value at the physical health and mental health/substance-use disorder interface. Psychosomatics. 2009;50:93–107.CrossRefPubMed

14.
Firth J. Levels and sources of stress in medical students. Br Med J Clin Res Ed. 1986;292:1177–80.CrossRefPubMedPubMedCentral

15.
Willcock SM, Daly MG, Tennant CC, Allard BJ. Burnout and psychiatric morbidity in new medical graduates. Med J Aust. 2004;181:357–60.PubMed

16.
Azuri J, Ackshota N, Vinker S. Reassuring the medical students’ disease—health related anxiety among medical students. Med Teach. 2010;32(7):e270–5.CrossRefPubMed

17.
Clarke DM, Piterman L, Byrne CJ, Austin DW. Somatic symptoms, hy pochondri asis and psy chological distress: a study of somatisation in Australian general practice. Med J Aust. 2008;17(189):560–4.

18.
Candel I. Fantasy proneness and thought suppression as predictors of the medical student syndrome. Pers Individ Diff. 2003;35:519–24.CrossRef

19.
Martin A, Jacobi F. Features of hypochondriasis and illness worry in the general population in Germany. Psychosom Med. 2006;68:770–7.CrossRefPubMed

20.
Escobar JI, Gureje O. Influence of cultural and social factors on the epidemiology of idiopathic somatic complaints and syndromes. Psychosom Med. 2007;69:841–5.CrossRefPubMed

21.
Ohaeri JU, Odejide OA. Somatization symptoms among patients using primary health care facilities in a rural community in Nigeria. Am J Psychiatry. 1994;151:728–31.CrossRefPubMed

22.
Nivert Z, Jehan I. Psychiatric morbidity among third year medical students at the Ain Shams University, Cairo, Egypt. Middle East Curr Psychiatry. 2010;18:51–6.

23.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington: Am Psychiatr Assoc; 2000.

24.
Francis C, Arthur B. A systematic review of the epidemiology of somatisation disorder and hypochondriasis. J Psychosom Res. 2004;56:391–408.CrossRef

25.
Bruls VE, Bastiaenen CH, de Bie RA. Non-traumatic arm, neck and shoulder complaints: prevalence, course and prognosis in a Dutch university population. BMC Musculoskelet Disord. 2013;14:8.CrossRefPubMedPubMedCentral

26.
Obembe AO, Johnson OE, Tanimowo TO, Onigbinde AT, Emechete AA. Musculoskeletal pain among undergraduate laptop users in a Nigerian University. J Back Musculoskelet Rehabil. 2013;26:389–95.CrossRefPubMed

27.
Hayes MJ, Smith DR, Cockrell D. Prevalence and correlates of musculoskeletal disorders among Australian dental hygiene students. Int J Dent Hyg. 2009;7:176–81.CrossRefPubMed

28.
Khan MM. Adverse effects of excessive mobile phone use. Int J Occup Med Environ Health. 2008;21:289–93.CrossRefPubMed

29.
Bleichhardt G, Hiller W. Hypochondriasis and health anxiety in the German population. Br J Health Psychol. 2007;12:511–23.CrossRefPubMed

30.
Creed F, Barsky A. A systematic review of the epidemiology of somatisation disorder and hypochondriasis. J Psychosom Res. 2004;56:391–408.CrossRefPubMed

31.
Iheme FO, Nnaji GA, Moses LA, Ogunfowokan O. Effect of somatization disorder on social and work place functioning among upper socio-economic class adults attending outpatient clinic in national hospital, Abuja, Nigeria. Fam Pract Rep. 2014;1:1.CrossRef




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/A13033_2016_105_Article_IEq1.gif





OEBPS/contact.gif





OEBPS/A13033_2016_105_Article_IEq3.gif





OEBPS/A13033_2016_105_Article_IEq7.gif





OEBPS/A13033_2016_105_Article_IEq5.gif





OEBPS/A13033_2016_105_Article_IEq2.gif





OEBPS/A13033_2016_105_Article_IEq4.gif





OEBPS/A13033_2016_105_Article_IEq6.gif





