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Physical illnesses The authors reviewed 21 studies dealing with the rate of diag-
Psychiatric patients nosed and undiagnosed physical fllnesses in the psychiatric
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Psychological stress

patient population. These studies performed by different au-
thors in variable clinical settings with diverse methodology in
different locations over a period of 45 years yielded a close
concordance, Approximately half of the patients (50,1 %) suf-
fered from significant physical illnesses, of these 58.2% were
previously undiagnosed. A substantial portion of the physical
illnesses (27.1%) produced symptoms showing direct relation
to the psychopathology of the patient. These numbers are
quite close to those found by authors in earlier research.
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Symptoms of aberrant behavior, mood,
perception and thinking modalities are ob-
served not only within the domain of psychia-
try proper. They regularly accompany the
widest varieties of physical illnesses and toxic
states as well. In many instances such symp-

diagnosed by the patients themselves, while
the hidden physical pathology remains un-
known [1], It should be sufficient to leaf
through any textbook of internal medicine,
neurology or a pharmacopeia to discover that
prominently emotional symptomatology ~

toms can represent the first manifestation of a
physical illness and can precede other signs or
clinical display by years. Thus, such symp-
toms can be entirely unspecific in nature, This
is why it happens so many times that patients
with an underlying and unrecognized physical
- iliness are shunted to psychiatric clinics or to
t private psychiatrists or are mistakenly self-

ranging from depression, anxiety, uncon-
trolled behavior, sleep disorder, sexual dys-
function, hallucinations to change in custom-
ary personality features - share the bound-
aries of all medicine with the classical field of
psychiatry. In fact, no psychiatric symptoms
exist that at times cannot be cansed or aggra-
vated by a variety of medical illnesses {2, 3],
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Clinical Presentations

Given that all symptoms, whether physical
or psychiatric, occur within the context of a
patient’s total life situation, at times the psy-
chosocial consequence of the symptom may
result in a misleading clinical presentation,
For example, a very high proportion of pa-
tients with adult-onset diabetes will gradually
develop sexual dysfunction before other,
more pathognomonic, symptoms appear [4].
This will not only take the form of an erectile
impotence but can lead to regressive sexual
behavior with disastrous marital and social
consequences as the patient resorts to more
esoteric sexual stimuli, Numerous cases like
ithat have been referred to us for maritial ther-
apy [L]. There is no obligation on the patient
to pronounce his symptoms in compliance
with the current textbook of medicine, to the
contrary, being a layman, he is free to judge
and evaluate his symptoms and presumptions
entirely subjectively. Not so the physician.

Psychiatric manifestations almost regu-
larly accompany cases of sysiemic hupus ery-
thematosus [5-7} and they are in fact one of
the official diagnostic criteria of that condi-
tion. A variety of thyroid diseases [8-10] are
notoriously chaperoned by disordered mood
or behavior while there may be a paucity of
physical signs at the early stages of the disease.
Psychiatric manifestations of temporal lobe
epilepsy [11-13], the most common form of
epilepsy, are often not recognized. Numerous
drugs can cause bona fide psychiatric symp-
toms such-as hallucinations, depression, and
cogaitive impairment [14-17]. A depression
caused by administration of reserpine or by
Iupus erythematosus is not distinguishable
clinically from a sui generis endogenous de-
pression.

With failure to detect the hidden somatic
pathology, the treatment will be exclusively
psychopharmacological or psychotherapeutic

and therefore futile. Such instances will only
lend a bad reputation to psychiatry and psy-
chosomatic medicine.

So far nothing new has been stated here.
The rate of undiagnosed physical illnesses in
the psychiatric patient population has been
well studied for decades. Appreciation of the
findings, however, regretfully remains msuffi-
cient,

Keeping with the principles of some of the
ancient medical literature, Osler [18] always
emphasized the emotional components ac-
companying medical illnesses, and writing on
the 1ssue of neurasthenia he raises the impor-
tant question to decide: ‘has the patient an
organic disease?’ Bonhoeffer [19] discussing
organic pathology frequently portrayed the
emotional aspects of the disease and high-
lighted that physical morbidity and mortality
rates were disproportionately high in psy-
chiatric patients. Malzberg’s [20] study con-
firmed this observation some two decades lat-
er. Subsequently, Rorsman [21] found two
and Babigian and Odoroff [22] three times
higher rates of mortality among psychiatric
patients. In a study on large ambulatory pa-
tient population Koranyi {23] found that all
modalities of death, including accidents, sui-
cides and natural causes, were indeed remark-
ably higher when compared to that in the gen-
eral population and that life expectancy of
psychiatric patients was some 20 years shorter
than in the population at large,

Physical lllness in Psychiatric Patients

The first author dealing specifically with
physical illnesses found concurrently in psy-
chiatric patients was Phillips [24] in 1937, He
investigated 164 psychiatric patients and
found a rate of 45% with medical illnesses.
Furthermore, in 24% of the instances the pre-
senting psychiatric symptoms could be ex-
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plained by the patient’s physical condition. In
a preliminary prospective study on 100 con-
secutive ambulatory psychiatric patients in a
large general hospital, Koranyi [25] found a
total of 49 patients who suffered from a vari-
ety of medical illnesses. Analyzing the missed
diagnoses and the source of referrals, this
study highlighted that referring physicians
other than psychiatrists were unaware of these
conditions in 30% of the cases while psychia-
trists and psychiatric institutions missed the
physical diagnoses in 50% of their patients.
Sacial agency and self-referred patients re-
mained yndiagnosed as to their medical con-
ditions in 86% of the instances. In a larger
study at the same institution involving 2,090
psychiatric clinic patients Koranyi [1] found
that 43 % suffered from at least one significant
medical condition and 46 % remained undiag-
nosed by the referring source. Nonpsychiatric
medical practitioners failed to diagnose the
physical illnesses in 32% of cases in this sam-
ple, psychiatrists 48%, while social agencies
and self-referrals failed to suspect the pres-
ence of an underiying physical disorder in 83
and 84%, respectively, of the instances. A
substantial proportion of the physical ill-
nesses, 18%, appeared to have a causative
relation to the psychiatric symptoms. In other
instances the medical condition aggravated
the psychiatric illness (51 %) while in some
others (31 %) it merely coincided with the psy-
chiatric morbidity.

Since 1937 some 21 epidemiological stud-
ies have appeared in the literature in Canada,
the United States and in Europe on the sub-
Jject embracing a combined population of over
9,199 patients (one early paper did not pro-
vide the sample size). I find it useful to
present the relevant data on table 1,

In the 19 studies that list exactly the rate of
physical illnesses, an average of 50.1% was
found. Of these, 16 studies yielded a rate
between 33 and 60%; a single study showed a

low rate of 1 7% and two of therm as high as an
80% rate. Despite the different geographical
locations and times, involving a multiform
demographical population and unequal meth-
odology, there is significant concordance con-
cerning the high rates of medical illnesses in
the psychiatric patient population.

There are two (uestions to be addressed.
Why are medical illnesses so often missed in
psychiatric patients? Why is the rate of medi-
cal illnesses higher in the psychiatric patient
population?

There appear 1o be a number of factors
responsible for the missed medical diagnoses.
Medical practitioners may not insist on plysi-
cal examination of cases that appear to be
overtly psychiatric in nature or in some in-
stances where the patient has poor hygiene.
The may find patients poor communicators,
particularly those with organic illness or with
schizophrenia [40]. Patients may focus more
on the psychosocial consequences of his or her
illness rather than the actual symptoms [{].
Physicians often find it difficult to separate
the medical complaints from the symptoms of
mood and behavior, Patients having had pre-
vious psychiatric treatment may prejudice the
clinical judgement of the physician, When
psychiatric patients are referred to medical
specialists for ‘routine’ consultation, the
workup often remains insufficient and the
physician may perceive the situation to rule
out contra-indications for psychiatric treat-
ment of for psychotropic medications.

Psychiatrists are frequently used by un-
screened patients as primary physicians.
Some psychiatrists are of the opinion that the
patient’s somatic condition is not their con-
cern. They may fail to raise the question ‘what
else than the “obvious” may be responsible
for the patient's symptoms? Some psychia-
trists do not like {o perform a physical exami-
nation or they feel that they have lost their
comnpetence to do so. In some settings psy-
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Table 1. Comparative results of 21 studies

Authors . Year Number Rate of Direct relation  Priorly un-
of physical to psycho- diagnosed
patients illnesses, % pathology, % %

Phillips [24] 1937 164 45 24 ?

Marshall {26} 1949 ? 44 ? 7

Herrige [27} 1960 209 50 ? ?

Davies {28] 1665 36 58 42 ?

Maguire and Granville-Grossman [29] 1968 200 33 ? 49

Johnson [30] 1968 250 60 12 80

Koranyi [25] 1972 100 49 20 71

Burke [31] 1972 202 43 ? ?

Eastwood {32] 1975 124 ? ‘high’ 1 ?

Etamad {33] 1978 3,542 50 7 ?

Burke (34] 1978 133 50 ? ?

Hall et al. {35] 1978 658 1 9 46

Koranyif1] 197% 2,090 43 I8 46

Buckiey et al. [36] 1980 200 52 ? ?

Hall etal. [37] 1980 100 80 46 46

Ferguson and Dudleston [38] 1986 650 17 ? ?

Marcil et al. [39] 1987 50 56 ? ?

Pary and Barton {40] 1988 110 34 ? ?

Honig et ak, [41] 1989 218 80 46 46

Knutser and DuRand [42] 1991 78 36 ? 56

Mahendru et al, [43} 1991 835 32 ? 84

Total 9,199 50.10 27.12 5822

chiatrists do not have adeqguate facilities fora
physical examination. Women are often not
examined by psychiatrists because of fear of
false accusations or of sexual improprieties.
Elderly patients may take too long to dress or
undress. Despite these concerns, Dercole et al.
[44] found that women and the elderly still
have a higher rate of physical illnesses.

Psychiatric Patients and Physical liness
Susceptibility

Do psychiatric patients have a higher sus-
ceptibility to physical illness? The answer is
unequivocally yes. Fink [45] found high utili-

zation of medical hospital beds in a psychiat-
ric patient population, The mechanism as to
why psychiatric patients show increased mor-
bidity from medical causes is not well under-
siood. One of several contributing factors is
probably the higher level of stress. Heightened
stress deriving either from physical or from
mental sources acts like a stone thrown upoen
the calm surface of a lake, the consequential
ripples fravel far into the lagoon.

Selye’s [46] early research found that atro-
phy of the spleen and the thymolymphatic
system in animals following physical stress
was due to elevated corticosteroids. Not only
do the cortisol levels rise in stress but also cat-
echolamines, ACTH, prolactin, growth hor-
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mone and other substances, each with their
respective physiological and behavioral con-
sequences. The elevation of these biologically
active compounds occurs regardless as io
whether the stress is psychogenic in origin or
derived from physical illnesses or organic
causes. A propensity to high cortisol levels is
the cornerstone of the dexamethasone sup-
pression test which wilfl be abnormal in a pro-
portion of cases of clinical depression. But the
elevation of cortisol will patently suppress T
lymphocyte immunocompetence in response
to mitogenic stimulation. The anecdotal ob-
servation of Parkes et al. [47] that widows fre-
quently die during the first year of bereave-
ment (‘broken heart syndrome’) gained more
scientific proof with the work of Bartrop et al.
[48] who demonstrated proportional impair-
ment of T cell competence and impaired im-
munity over the time during bereavement.
Subsequent similar studies have well demon-
strated the direct relationship between stress,
elevated levels of corticosteroids and a reduc-
tion of immunocompetence {49-51]. Animal
research on social stress and social isolation in
mice was found to favor tumor growth by
Sklar et al, [52]. Prolonged competition for
basic life needs under difficult conditions or
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