
Background

In spite of the long history of psychosomatic 
medicine there is a need to emphasise the impor-
tance of the interdisciplinary and holistic approach 
to patient’s needs in medical daily practice. Each 
physician, no matter what is the specialisation or 
the working place has a contact with patients suf-
fering from mental problems. There are some situ-
ations that patients have a psychiatric history. How-
ever many times no information about patient’s 
mental problems emerged during the interview. In 
those circumstances the primary care doctors and 
other physicians may depend only on their knowl-
edge and skills. The mental status examination 
seemed to be an essential element in the evalua-
tion of any patient. The psychosomatic perspective 
may better clarify the psychopathological links with 
pathophysiology of each patient. The interdisciplin-
ary and holistic approach may improve final cure 
effect and patient’s quality of life.

History of the field

Johann Christian Heinroth used the term “psy-
chosomatic” in 1818 when he discussed causes of 
insomnia [1]. Nevertheless just in the 1920s, the 
first formal effort was made at the integration of the 
“mind” into a field of somatic medicine when sev-
eral Freudian psychoanalytic immigrants organised 
a new movement in the United States [2]. The 
psychosomatic movement expressed theoretical 
bridges between psychiatric and medical illnesses. 
At that time some professional societies were es-
tablished (The American Psychosomatic Society in 
1936 and The Academy of Psychosomatic Medi-
cine in1954) [3]. The onset of bringing psychiatry 
into the general hospital began since George  
W. Henry wrote a pioneer paper in 1929 linked 
psychiatry with medical illnesses and since Helen 
Flanders Dunbar began in 1930 work as a consul-
tant at the Columbia Medical Centre [4]. 

Nowadays in the United States the psychoso-
matic medicine is a new psychiatric subspecialty. 
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Psychiatrists offer liaison and treatment in primary 
care settings. Moreover consultant psychiatrists are 
participating in the treatment of complex medi-
cally ill patients in specialised settings like: intensive 
care units, endocrinology, cardiology, dermatology, 
oncology etc. On the other hand, it is noteworthy 
that some barriers, which come from tradition 
and stigma phenomenon, are noticed in integra-
tion mental health services and medical services. 
This may be observed in some European countries 
where the interdisciplinary and holistic approach to 
patients is just developed. 

Body–mind interaction  
in scientific research

Cannon’s description of the “fight/flight re-
sponse” or Pavlov’s work on conditioning of both 
the voluntary and autonomic nervous systems are 
recognised as the scientific pioneers interested in 
mind–body interaction. [5]. Going deeper in history 
of medicine the Hippocrates theory may be men-
tioned which links some characteristic personality 
type with specific body fluid. The idea that per-
sonality variables can influence the vulnerability to 
specific diseases has been widely promoted in psy-
chosomatic medicine over the time. The interests 
of some personality patterns such as: alexithymia, 
type A and type D personality, character and tem-
perament has increased considerably over the past 
few decades. The phenomenon may be explained 
by revolutionary understanding that personality 
constructs are not the causes of somatic disease 
but their risk factors [6]. For instance, alexithymia is 
recognised as a risk factor for medical, psychiatric, 
or behavioural problems. It has been found to be 
associated with dermatological diseases such as: 
atopic dermatitis, psoriasis or chronic urticaria [7]. 
Type D personality, on the other hand, is known as 
a psychological factor that may moderate the risk 
stratification of coronary heart disease [8]. Taking 
into account these findings, personality evalua-
tion has become crucial since it may give unique 
information about the patient. Moreover it may 
contribute to interdisciplinary and holistic under-
standing of medical illness and what is more it may 
play a fundamental role in formulating decision and 
planning the treatment in each single case. 

Psychosomatic medicine research currently in-
volves a wide spectrum of investigation that analyse 
the body–mind interaction in a specific disease. 
The superior example of interdisciplinary approach 
in medicine, next to psycho-cardiology [9] and psy-
cho-endocrinology, is the field of psycho-oncology. 
Psycho-oncology is defined by psychosocial aspects 
of prevention, etiology, diagnostics, treatment, 
and rehabilitation of cancer [10]. What is very 
important, psycho-oncology highlights the need of 

co-operation between medical and non-medical 
specialists. It may be explained by latest studies 
which pointed out that psychosocial distress and/
or psychiatric disorders are noticeable in 30–60% 
of cancer patients [10]. Moreover the complex 
presentation of depression in cancer patients is 
observed as well as the traumatic stress reactions 
associated with receiving a life-threatening diag-
nosis [1]. It is crucial to understand that psycho-
oncological care is part of an interdisciplinary 
and holistic oncological patient management. The 
interdisciplinary team should include a consultant 
psychiatrist or psychotherapeutic staff that is con-
centrated on improving the quality of life of cancer 
patients in addition to primary oncologist. Thus, 
psycho-oncological interventions are consisted of 
psychological/psychotherapeutic, as well as psy-
chopharmacologic interventions.

Communication with the patient  
and consultation models

In 2008, the board of the European Association 
of Consultation-Liaison Psychiatry and Psychoso-
matic Medicine and the Academy of Psychosomatic 
Medicine summarised the fundamental issues relat-
ed to clinical practice of psychosomatic medicine. 
The scope of practice of psychosomatic medicine 
refers to participation in the care of patients with 
‘psychiatric syndromes, sings, and symptoms that 
occur in patients being cared for in outpatients and 
inpatients medical, surgical, paediatric, and obstet-
rical settings’ [11]. The majority of patients may be 
characterised by one from following six groups:
– Patients with co-morbid psychiatric and physi-

cal disorders.
– Patients with medically unexplained symptoms 

related to psychophysiologic disorders or soma-
toform disorders.

– Patients with psychiatric conditions that are the 
direct consequences of general medical condi-
tion or its treatment.

– Patients requiring diagnostic or therapeutic proce-
dures that are only available in medical settings.

– Patients with attempted suicide and deliberate 
self-harm seen in the medical setting.

– Patients with health behaviour, cognitive func-
tion, social situation, or personality traits that 
impede the effective treatment of their medical 
condition [11]. 
In the clinical practice few consultation models 

may be distinguished: oriented on patient, on cri-
sis, on situation, on the physician or medical team, 
and expended consultation includes patient and 
the family. What is more, from the practical point 
of view, consultations are categorised as planned 
and urgent, when the immediate psychiatric care 
is needed [12]. 
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Contact with the patient should result in knowl-
edge about patient’s current level of alertness, 
emotional state, the content of thoughts, and cur-
rent cognitive functioning [13]. The elements of 
mental status examination are listed below (Tab. 1).  
However, it is important to be aware that the 
patient’s mental state can change, and they may 
require re-evaluation. Moreover the consultant 
should assess relevant social considerations, includ-
ing the ability of emotional support. In each case of 
psychiatric consultation and medical examination 
some basic principles must be obeyed:
– the medical examination should take place in 

a quiet room that will guarantee the intimacy 
and keeping professional secret.
The consultant should:

– introduce himself and should obtain the con-
sent to consultation, taking into consideration 
that for the majority of patients it may be the 
first contact with psychiatrist or psychologist,

– keep the eye contact with the patient during the 
examination,

– show interest in patient’s problems,
– not be in the hurry during questioning,
– ask, apart from assessing the current mental 

state, about: having psychiatrist/psychologist 
contact in the past, mental disorders in the 
family and the patient’s life history (injuries and 
traumas, maturing period, family relationships, 
social relationships, current working and life 
situation) [14]. 
Consultant psychiatrists in multidisciplinary 

teams are responsible for bringing the knowledge 
associated with psyche and soma issues. They bring 
a unique set of skills and attitudes to the diagnosis 

and treatment of cases. In addition, the role of 
consultant psychiatrists is to give psychological sup-
port to patients and teach how to cope with strong, 
negative emotions. Therefore, they should have 
knowledge of general medicine, general psychiatry 
and a wide range of psychological interventions.

Mental disorders in somatic diseases 
in clinical practice

The mental disorder in somatic disease is diag-
nosed when the medical illness is seen as a prob-
able cause of psychopathological symptoms or 
syndromes. Psychiatric symptoms may be recogn-
ised as a “herald” of somatic disease or may be an 
effective camouflage. 

The diagnosis criteria for mental disorders in 
somatic disease are following:
– the existence of recognised or known from 

the medical interview brain disease, damage 
or dysfunction or general somatic disease (not 
associated with alcohol and substance abuse);

– the probable relationship between appearance 
or aggravation of mental disorders;

– the removal of somatic cause or recovery that 
causes demission or significant improvement of 
mental state;

– no evidence suggestive of another cause of 
mental disorders (hereditary, stress factors).
Nevertheless, in some cases mental disorder 

can occur independently as a coexisting disorder 
[15−18]. In the last 20–30 years, several stud-
ies have examined the rates of mental disorders 
in somatic disease. For example, Bourgeois and 

Table 1. Elements of the mental status examination

Appearance The overall appearance of the patient, including the nature and appropriateness of their attire 
and if they seem either sick versus healthy or calm versus distressed, and so forth

Alertness The ability of the patient to maintain interest and attention to their environment

Orientation A patient’s awareness of self, place, and time

Attitude The patient’s general attitude toward answering questions, cooperation and seeking help

Mood The patient’s current pervasive and sustained emotional state

Affect The present level of emotional responsiveness including the amount and the range of expres-
sive behavior; it should be noted how congruent the affect is to the mood

Thought process The patient’s reasoning ability and soundness of their logic

Thought content What the patient is thinking about, including suicidal, homicidal, or delusional ideation

Insight A patient’s ability to identify and understand their situation

Judgment The ability to make good decisions that will maintain safety

Impulse control The ability to delay gratification, follow a plan, and to think of consequences before acting

Data from Howieson DB. The neuropsychiatric evaluation. In: Yudofsky SC, Hales RE, editor. Essentials of neuropsychiatry and 
clinical neurosciences. Arlington (VA): American Psychiatric Publishing; 2004: 55–80 [13].
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colleagues reviewed the diagnosis conducted by 
faculty psychiatrists during the calendar year 2001 
(n = 901) at an academic medical centre. The 
results describe the urgent need to disseminate the 
interdisciplinary and holistic approach to medical 
patients. In about 25% of consultation, multiple 
psychiatric diagnosis were complete. The most fre-
quent diagnosis groups were mood (40.7%), cogni-
tive (32.0%), and substance abuse (18.6%). Accord-
ing to authors, these findings were compared with 
results of previous studies published over the last 
three decades [19]. It is very important to highlight 
that these results describe the rate of clear-cut psy-
chiatric disorders in somatic disease. Psychological 
distress, however, may be observable in many dif-
ferent ways such as emotional symptoms or having 
to make an extra effort to cope with the new situ-
ation – somatic disease. In general, persons with 
the chronic disease such as: cancer, heart disease, 
arthritis, high blood pressure, chronic lung disease, 
neurological disease, diabetes and migraine are 
more at risk of psychopathological distress than 
general population [20]. On the other hand, de-
pressed patients report worse physical health [21]. 

On purpose of this paper three psychiatric syn-
dromes associated with somatic disease, which are: 
delirium, mood syndromes (depression syndrome), 
and anxiety syndromes will be described. 

Delirium is one of the most frequent mental dis-
order observable in general hospitals, especially in 
surgery care. Delirium appears in 30% of patients 
after coronary artery bypass grafting and in 50% 

cases after the coxa surgery [22]. In addition it is 
a serious complication, which occurs in up to half 
of all cardiac surgery patients. Following factors are 
known to be related to delirium incidence: older 
age, risk of death, infections, respiratory insuffi-
ciency and prolonged hospital stay [22, 23]. 

Each delirium incident may be caused by several 
factors. For example, considering postoperative de-
lirium each physician must take into account drugs, 
metabolic disorders, infectious, hypoxia or decrease 
in cerebral blood flow. The table above (Tab. 2) il-
lustrates the most frequent causes of delirium. 

The central criteria for depression diagnosis 
are depressed mood and/or loss of pleasure in 
most activities. An interaction is noticed between 
depression and somatic disease (Tab. 3). A physi-
cal health problem can both cause and exacerbate 
depression and vice versa. Pain is one of the factors 
that is associated with somatic disease and which 
can greatly increase the risk of depression in people 
with physical health problems. On the other hand 
depression can also exacerbate the pain related 
to somatic disease. Additionally, depression can 
be a moderator in the development of a range of 
physical illnesses, such as coronary artery disease 
and chronic hemodialysis [24]. 

Depression is about two to three times more 
common in patients with a chronic somatic disease 
than in general population [25]. The severity of 
symptoms and the degree of functional impairment 
related to somatic disease determinate the severity 
of depression. Very often the symptoms are mani-

Table 2. Causes of delirium (excluding addiction and psychoactive substances)

Drugs Anticholinergic drugs, serotonin syndrome, lithium carbonate, l-dopa, bromo-
criptine, amantadine, baclofen, prednisone, digoxin, cimetidine, theophylline, 
β-blockers, isoniazid

Convulsions

Neurodegenerative diseases Alzheimer disease, dementia with Lewy bodies

Cardiovascular disease cerebro-vascular accident, others cerebral infarctions 

Autoimmune disease lupus erythematosus, Hashimoto’s encephalopathy

Brain injury carbon monoxide poisoning, subdural hematoma, hydrocephalus, brain tumor

Endocrine disease Cushing’s syndrome, hyperthyroidism

Heavy metal pollution thallium, arsenic trioxide, lead

Avitaminosis thiamine (Wernicke’s encephalopathy), nicin (pellagra)

Infectious disease syphilis, tuberculosis, infectious mononucleosis, mumps, encephalitis, HIV, myco-
sis, cytomegalovirus, toxoplasmosis

Metabolic disease dehydration, hyper- and hypoglycemia, hyper- and hyponatremia, hyper- and 
hypomamagnesemia, hyper- and hypocalcemia, hypokalemia, uremia, hepatic 
encephalopathy, porphyria, Wilson’s disease, 

Others high fever, serve hypotonia, anemia, infections not related directly with CNS 
(sepsis, pneumonia, among elderly people each infections, post-operative state)
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fested in a subtle way. In the psychopathological 
picture the physician can find: fatigue, exhaustion, 
irritability, energy loss, insomnia and appetite loss. 
What should be highlighted, the presence of a so-
matic disease can complicate the assessment of 
depression. For example fatigue is common to both 
mental and physical disorders. Very often some 
depression symptoms are seen as a short reaction 
to health problems rather than a manifestation of 
mental disorder that should be treated. Besides 
the somatic disease, a wide range of psychological 
and social aspects have a fundamental impact on 
the course of depression and the response to treat-
ment. Hence, according to clinical guidelines 91 
developed by NICE in 2009, it is also important to 
consider both personal past history and family his-
tory of depression [25].

Anxiety disorders are recognised in 30% of pa-
tients with physical health problems [14]. Genera-
lised anxiety disorder is the most frequent anxiety 
disorder in primary care. It can be recognised in 
each somatic disease. Nevertheless, the risk factors 
are such diseases as: cardiovascular diseases, onco-
logical health problems and respiratory system dis-
orders. Generalised anxiety disorder is commonly 
co-morbid with depression and other anxiety dis-
orders (such as panic disorders), which exacerbates 
functional impairment [26]. 

Patients suffered from panic disorder or gen-
eralised anxiety disorder and their carers need 
complete information, presented in clear and un-
derstandable language, about the nature of their 
condition and the treatment options available. 
Such information is essential for providing the safe-
ty feeling for those patients. The next step is to give 
the emotional and sometimes the social support in 
contacting patients and their family with self-help 
groups or with psychiatrists or psychologists [27]. 

Conclusions

The mental disorder and somatic disease inte-
gration promotes an holistic biopsychosocial ap-
proach to patients needs and care. It has evolved 
from beginnings in psychophysiology and psy-
choanalysis to develop into a subspecialty in the 
psychiatric practice. However, the interdisciplinary 
approach in all medical specialisation, especially in 
primary care, should be highlighted. General prac-
titioners, home care providers and all medical spe-
cialists should be aware that people with somatic 
disease are respectively at higher risk of psychologi-
cal distress and mental disorder. And what is more, 
mentally disordered patients are in general more at 
risk of somatic disease. In order to improve qual-

Table 3. The most frequent somatic causes of depressive syndromes

Cardiovascular disease ischaemic heart disease, myocardial infarction, heart failure

Hormonal disorder Addison’s disease, Cushing’s disease, hyperthyroidism, hypothyroidism, hyperparathyro-
idism, hormonal disorders related to menstruation, postnatal state, menopause

Infectious disease influenza, pneumonia, hepatitis virus, infectious mononucleosis, tuberculosis, herpes 
zoster

Neoplasm pancreatic cancer, lung cancer

Organic brain syndrome atherosclerosis, state after cerebro-vascular accident, state after injury (especial frontal 
and temporal lobe injury), epilepsy, Alzheimer disease, Huntington’s disease, 
Parkinson’s disease, multiple sclerosis, Wilson’s disease, brain tumors, hydrocephalus

Rheumatic disorder systemic lupus erythematosus, rheumatoid arthritis, spondyloarthropathy

Drugs and hormones antihypertensive drug
alpha-adrenergic agonist (clonidine, methyldopa), guanethidine, hydralazine, 
β-blockers, calcium channel blocker (nifedipine, verapamil), digoxin, 
drugs used for lowering cholesterol (pravastatin, lovastatin, cholestyramine)
drugs used in cancer treatment (methotrexate, cycloserine, vinblasitne, vincristine, aspa-
raginase, procarbazine, metoclopramide)
hormonal drugs (include contraceptive drugs), corticosteroid, anticonvulsant, valproic 
acid, histamine H2-receptor antagonist (cimetidine), sympathomimetic drug
some neuroleptics, benzodiazepine, disulfiram
drugs used in Parkinson disease: l-dopa, amantadine, bromocriptine
drugs used in tuberculosis
stimulants
acetylcholine precursor (lecithin, choline, dimethylethanolamine)

Nutritive deficiency and 
avitaminosis

vitamin B12 deficiency, folic acid deficiency
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ity of life of patients suffer from both mental and 
physical disorder the treatment and care should 
take into account patient’s needs and preferences. 
First of all, a good communication between physi-
cians and patients is essential. Patients should have 
the opportunity to make informed decisions about 
their care and treatment in partnership with their 

practitioners. Families and carers should have the 
possibility to be involved in decisions about treat-
ment and care. Finally, families and carers should 
also be given the information and support they 
need, many time the psychological interventions 
may be necessary.
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