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Gastrointestinal Symptoms
In Psychiatry: Comparison of
Direct Applications and
Referrals

ABSTRACT

Gastrointestinal symptoms in psychiatry: comparison of direct applications and
referrals

Objective: Clinical experience and observations suggest that there are some discrepancies between
patients who directly apply to psychiatry clinic, and who are referred from gastroenterology clinic to
psychiatry clinic. Thus, we aimed to investigate differences related to the demographic and clinical
characteristics of these patients.

Method: The study included 115 consecutive patients aged between 18-65 years. Sixty-one of the patients
applied directly to the psychiatry clinic, and 54 patients were referred for consultation to the psychiatry
clinic. Primary gastrointestinal complaints, psychiatric diagnoses and personality features were recorded on
the scoiodemographic data form, and the severity of psychiatric disorders were assessed by the Clinical
Global Impression Scale - Severity Subscale.

Results: Patients who directly applied to psychiatry clinic were more likely to be female, older, and married.
They attributed their gastrointestinal symptoms also more likely to be of psychogenic origin. Patients who
directly applied to psychiatry clinic suffered more likely from a sense of fullness/abdominal tension, while
patients who were referred to psychiatry clinic more frequently complained of bloating, abdominal pain, and
constipation. Patients who directly applied to psychiatry clinic were more frequently diagnosed with
depressive disorders, trauma related disorders, and personality disorders, whereas referrals were more
frequently diagnosed with psychotic disorders. Directly admitted patients were also more likely to exhibit
impulsivity as a personality feature.

Conclusion: Patients with gastrointestinal symptoms who directly presented to psychiatry differed from
those who were referred from gastroenterology clinics on some of their demographic aspects, primary
psychiatric diagnoses and personality traits.

Keywords: Consultation liaison psychiatry, gastrointestinal symptoms, psychiatric diagnosis

OZET

Psikiyatride gastrointestinal belirtiler: Direkt basvurular ile refere edilen olgularin
karsilastirmasi

Amag: Klink deneyim ve gozlemler psikiyatriye direkt bagvuran hastalar ile gastroenteroloji kliniginden refere
edilen hastalar arasinda bazi tutarsizliklar bulundugunu gostermistir. Bu ytzden, ¢calismamizda bu hastalarin
demografik ve klinik dzellikleri ile ilgili farkliliklar arastirmay hedefledik.

Yontem: Calismaya ardisik olarak yaslari 18-64 arasi olan 115 hasta alinmistir. Bu hastalarin 61i direkt olarak
basvurmus, 540 konsultasyon istenerek refere edilmistir. Primer gastrointestinal sikayetler, psikiyatrik tanilar
ve kisilik dzellikleri sosyodemografik veri formuna kayit edilmis, psikiyatrik bozukluklarin siddeti Klinik Global
izlenim Olcegi - Siddet Alt Olcedi ile degerlendirilmistir.

Bulgular: Psikiyatriye direkt olarak basvuran hastalarin gogu kadin, daha yasl, evli hastalardi ve gastrointestinal
belirtilerinin daha ziyade psikolojik kokenli oldugunu belirtmislerdir. Direkt olarak psikiyatriye bagvuran hastalar
daha ziyade karinda doluluk/abdominal gerginlikten yakinirken, refere edilmis olan hastalar daha sik olarak
gaz, abdominal agri ve kabizliktan sikayet etmekteydi. Direkt bagvurularda daha ziyade depresif bozukluklar,
travma ile iligkili bozukluklar ve kisilik bozukluklari ile ilgili tani konmusken, refere edilenlerde daha siklikla
psikotik bozukluklar tanisi konmustur. Direkt olarak bagvuran hastalar ayni zamanda kisilik 6zelligi olarak daha
fazla impulsivite gostermistir.

Sonug: Gastrointestinal belirtileri olan ve psikiyatriye dogrudan bagvuran hastalar kimi demografik yonleri,
birincil psikiyatrik tanilan ve kisilik 6zellikleri agisindan gastroenteroloji kliniklerinden yonlendirilenlerden
farklilasmaktadir.

Anahtar kelimeler: Konsliltasyon liyezon psikiyatrisi, gastrointestinal semptomlar, psikiyatrik tani
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INTRODUCTION

astrointestinal (GI) symptoms can be related to
Gpharynx, esophagus, stomach, biliary tract,
intestines, or anorectum. They usually occur as chronic
or recurrent complaints, and are extremely common in
general population (1). In primary care settings, it has
been reported that nearly 18% of all patients complain
of at least one GI symptom (2), and population studies
have even shown a prevalence up to 48% (3). The
presence of GI symptoms are associated with
functional impairment in daily life due to clinical visits,
disability, and a worsening in the quality of life (2).
Individuals with GI symptoms are at increased risk for
depressive and anxiety disorders, e.g. agoraphobia, and
panic disorder (3).

When chronic and recurrent symptoms associated
with the GI system cannot be explained by structural
or biochemical causes, a diagnosis of functional GI
disorder (FGID) can be made (4). FGIDs are very
common. Population studies report prevalence rates
between 10 and 35% (5,6). These disorders are a major
part of clinical practice for both primary care physicians
and gastroenterologists. Approximately half of the
patients complaining of GI symptoms have FGIDs in
primary care settings, and one third to half of all
referrals to gastroenterologists are diagnosed with
FGIDs (7,8). FGIDs are associated with well
documented negative social impacts, e.g. absenteeism
from work, impaired health related quality of life, and
increased medical costs (9).

In spite of its high prevalence, the majority of
patients with FGIDs do not seek care (10,11), but the
number of consultations are high in some countries
(12). Whereas some studies have indicated that
psychological distress, abnormal personality traits, and
psychiatric disorders are associated with healthcare
seeking behavior (13,14), some other studies showed
no relationship with psychological factors in this
context (12,15).

Psychiatric and Gl symptoms affect each other, i.e.
patients with psychiatric symptoms have more severe
GI complaints (3,16). Furthermore, patients with
medically unexplained GI symptoms have higher
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lifetime rates of psychiatric diagnoses, e.g. depression,
anxiety, phobia, dissociation, and a history of
childhood sexual abuse compared to those without GI
symptoms (17-19). It has been suggested that, in cases
with medically unexplained, persistent or multiple
somatic symptoms, clinicians should suspect about a
comorbid, and potentially treatable depressive or
anxiety disorder (20).

Many patients present with individual somatic
symptoms such as Gl complaints to psychiatry clinics
(20), and they may be referred for psychiatric evaluation
after a thorough medical investigation. There is limited
data about psychiatric evaluation of patients who were
referred by gastroenterologists. In one small prospective
study of this kind, there was a female preponderance,
and major depression and generalized anxiety disorder
(GAD) were the most encountered psychiatric
diagnoses. Other diagnoses included panic disorder,
drug abuse, delirium, phobias, schizophrenia, mania,
and mental retardation (21).

There are many reports assessing the relationship
between Gl symptoms and psychiatric disorders in the
literature. Yet, only a small number of studies seem to
have focused on the different patient characteristics
between directly presenting patients and referrals.
Since clinical experience and observations suggested
that there were some discrepancies between these two
groups, we aimed to investigate whether there were
any differences regarding the demographic and clinical

characteristics of these patients.
METHOD

Study sample consisted of 115 consecutive
patients with Gl symptoms, who were aged between
18-65 years and either applied directly or were
referred from gastroenterology clinics to psychiatry
outpatient clinic between dates January 2014 and
June 2014 of a general hospital. Sixty-one of the
patients applied directly, and 54 patients were
referred for consultation. Patients with significant
cognitive impairments (e.g., dementia, mental
retardation) were excluded. GI symptoms were
defined as subjective GI distress experienced by the
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patients. Patients were interviewed by experienced
psychiatrists according to the Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition
(22), and demographic and clinical variables were
obtained from the medical records or through
purpose designed questions.

Ethics Statement

The research protocol was approved by the local
Clinical Research Ethics Committee, and the study was
conducted in accordance with the Helsinki Declaration.
After complete description of the study to the patients,
written informed consent was obtained.

Measures
Demographic and Clinical Characteristics

Demographic variables included age, gender,
marital status, and education level. Clinical variables
included invasive diagnostic procedures (present vs.
absent), need for additional medical consultation
(present vs. absent), somatic comorbidity (present vs.
absent), prescription of drugs to alleviate Gl symptoms
(present vs. absent), and GI symptom attribution
(somatic vs. psychogenic). In addition, primary Gl
complaints (indigestion, bloating, sense of fullness /
abdominal tension, abdominal pain, nausea, vomiting,
epigastric burning sensation, gastro-esophageal reflux
(GER), constipation, diarrhea), psychiatric diagnoses
(depressive disorders, anxiety disorders, somatoform
disorders, psychotic disorders, dissociative disorders,
obsessive compulsive disorder, trauma related
disorders, personality disorders), the severity of
psychiatric disorder (Clinical Global Impression Scale -
Severity Subscale (CGI-S) score), and personality
features (extraversion, neuroticism, impulsivity) were
collected. GI complaints were recorded according to
patients’ self-reports. Patients were diagnosed by a
semi-structured clinical interview performed by
experienced psychiatrists, and clinicians used their
clinical judgement to conclude about personality
features that participants exhibited.

Severity of Psychiatric Disorders

The Clinical Global Impression- Severity Scale
(CGI-S) (23,24) a 7-point Likert type well established
research rating tool applicable to all psychiatric
disorders, was used by the interviewers to rate the
severity of psychiatric diagnoses at the time of
assessment. It can be used in busy practices within a
limited time frame to assess the severity of disorders
by clinicians, and the interviewers decided how to rate
the severity according to their past experiences with
patients who suffered from the same diagnoses (25).
The severity of mental disorders at the time of the
assessment was rated as 1, normal, not at all ill; 2,
borderline mentally ill; 3, mildly ill; 4, moderately ill; 5,
markedly ill; 6, severely ill; or 7, extremely ill. The
CGI-S score obtained during the assessment was used
in the statistical analyses. For the present study, the

Turkish version of the CGI-S was used (20).
Statistical Analyses

The patient groups were compared on demographic
and clinical characteristics with Pearson XZ—square, or
Fisher’s exact test, for categorical variables, and
independent samples t test for continuous variables.
Odds ratios (OR) were computed for the referred
patient group within a 95% confidence interval (CI).
The level of significance was accepted as p<0.05.
Analyses were performed using SPSS 17.0 for Windows
(SPSS Inc., Chicago, IL, USA).

RESULTS

Demographic and Clinical Characteristics of
the Patients

Patients who directly presented to psychiatry were
more likely to be female, older, and married. They also
more likely attributed their GI symptoms to have a
psychological origin (OR=2.430, C=1.739-3.395).
Patients who were referred from gastroenterology
clinics were more likely to have undergone invasive
diagnostic tests, and have been prescribed
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medications for GI symptom alleviation (OR=3.150,
CI=1.971-5.034). Patients in the referral group were
more frequently prescribed anti-acids (OR=1.828,
CI=1.285-2.599), and anti-histaminergic drugs
(OR=2.431, CI=1.767-3.295), but not proton pump
inhibitors. The groups did not statistically
significantly differ from each other in terms of
education level, somatic comorbidity, and the need
for additional medical consultations. These results
are summarized in Table 1.

Gastrointestinal Symptoms
The groups differed statistically significantly from

each other in terms of their primary GI complaints.
Patients who directly applied to psychiatry clinic
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suffered more likely from a sense of fullness/abdominal
tension (OR=1.434, CI=1.020-2.018), while patients
who were referred more frequently complained of
bloating (OR=1.674, CI=1.078-2.600), abdominal pain
(OR=3.761, CI=2.105-6.721), and constipation
(OR=2.298, CI=1.854-2.849). These results are
presented in Table 2.

Psychiatric Profile of the Patients

Also the groups differed statistically significantly in
their psychiatric diagnoses. Direct applications were
more frequently diagnosed with depressive disorders
(OR=1.802, CI=1.249-2.600), trauma related disorders
(OR=1.605, CI=1.164-2.213), and personality disorders
(OR=2.174, CI=1.758-2.688), whereas referrals were

Table 1: Demographic and clinical data of the participants

Direct Applications Referrals
(n=61) (n=54)
Mean SD Mean SD t (df) p
Age 46.00 16.51 38.67 16.51 2.377 (113) 0.019
n % n % *2 (df) p
Gender, female 48 78.7 25 46.3 12.964 (1) <0.001
Level of education, > 8 years 43 70.5 38 70.4 0.000 (1) 0.989
Marital status, married 53 86.9 36 66.7 6.692 (1) 0.010
Invasive diagnostic tests, present 11 18.0 54 100.0 78.310 (1) <0.001
Prescription for GI symptom alleviation, present 13 21.3 39 722 29.971 (1) <0.001
Need for additional consultation, present 13 21.3 19 35.2 2.745 (1) 0.098
Somatic comorbidity, present 32 52.5 20 37.0 2.750 (1) 0.097
Symptom attribution, psychogenic 35 57.4 6 11.1 26.726 (1) <0.001
GI: gastrointestinal, n: number, SD: Standard deviation
Table 2: Primary gastrointestinal complaints of the groups
Direct Applications Referrals
(n=61) (n=54)
n n % *2 (df) P
Indigestion 52 85.2 46 85.2 <0.001 (1) 0.993
Bloating 28 45.9 37 68.5 5.962 (1) 0.015
Sense of fullness / abdominal tension 32 52.5 18 33.3 4.264 (1) 0.039
Abdominal pain 18 29.5 44 81.5 31.140 (1) <0.001
Nausea 18 29.5 14 25.9 0.183 (1) 0.669
Vomiting 4 6.6 10 18.5 3.833 (1) 0.050*
Epigastric burning sensation 17 27.9 24 44.4 3.430 (1) 0.064
GER 2 3.3 2 3.7 0.015 (1) 0.901*
Constipation 0 7 13.0 8.420 (1) 0.004*
Diarrhea 2 3.3 7 13.0 3.724 (1) 0.081*

*Fisher’s exact test, GER: gastroesophageal reflux, n: number
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Table 3: Psychiatric profile of the groups

Direct applications Referrals
(n=61) (n=54)
Mean SD Mean SD t (df) p

CGI-S 4.33 091 4.28 0.92 0.294 (113) 0.770

n % n % x? (df) p
Depressive disorders 38 62.3 17 31.5 10.899 (1) 0.001
Anxiety disorders 43 70.5 38 70.4 0.000 (1) 0.989
Somatoform disorders 20 32.8 14 259 0.674 (1) 0.421
Psychotic disorders 0 0 6 1.1 7151 (1) 0.007*
Dissociative disorders 8 13.1 6 11.1 0.108 (1) 0.743
OCD 0 0 2 3.7 2.299 (1) 0.218*
Trauma related disorders 14 23.0 4 7.4 5.242 (1) 0.022*
Personality disorders 15 24.6 0 0 15.270 (1) <0.001*
Extraversion 5 8.2 4 7.4 0.025 (1) 0.875*
Neuroticism 57 93.4 48 88.9 0.748 (1) 0.512
Impulsivity 19 31.1 6 11.1 6.759 (1) 0.009

*Fisher’s exact test, CGI-S: Clinical Global Impression- Severity Scale, n: number, OCD: obsessive compulsive disorder, SD: standard deviation

more frequently diagnosed with psychotic disorders
(OR=2.271, CI=1.838-2.806). Directly applied patients
were also more likely to exhibit impulsivity as a
personality feature (OR=1.629, CI=1.192-2.225), but
not extraversion, or neuroticism. The groups did not
differ from each other in terms of clinical severity.

These results are shown in Table 3.
DISCUSSION

In the present study, we aimed to investigate
demographic, and clinical characteristics of patients
with GI symptoms who applied directly to psychiatry
outpatient clinics, or referred from a gastroenterology
outpatient clinic. Our results showed that patients who
applied directly to psychiatry (DP group) were more
likely to be female, older, and married, and they
attributed their GI symptoms to a psychological origin.
On the other hand, referrals from gastroenterology (RG
group) were more likely to have undergone invasive
diagnostic tests, and to have been prescribed
medications for GI symptoms, as expected. In terms of
Gl symptoms, a sense of fullness/abdominal tension
was reported more frequently in the DP group, while
bloating, abdominal pain, and constipation were more
frequently reported in the RG group. With regard to
psychiatric diagnoses, depressive disorders, trauma

related disorders, and personality disorders were more
likely to be encountered in the DP group, while
psychotic disorders were more likely to be diagnosed
in the RG group. Regarding personality traits, the RG
group was more likely to exhibit impulsivity.

The DP group, compared to the RG group, more
likely attributed their GI symptoms to a psychological
origin. Evidently, the decision to consult a doctor is
known to be influenced by attributions to somatic
sensations, and three dimensions of causal attributions
for physical symptoms have been identified, i.e.
physical illness (“somatic”), emotional distress
(“psychological”), and environmental events
(“external”). Research has shown that women
attributed their physical symptoms to psychological
origin more than men, and they complained more
frequently of somatic symptoms which had no
immediate organic etiology (27). Also, patients who
explained their somatic symptoms within a
psychological perspective were more likely to suffer
from, and were treated for, depression (28). Similarly,
our results also suggested that most of patients
presenting directly to psychiatry due to their GI
symptoms considered their problems had a
psychological origin, while a significantly lower
number of patients in the RG group did. This group of
patients consisted predominantly of females, which
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were also, to some extent, consistent with previous
research results (27,29-32).

From the gastroenterologist’s point of view,
psychiatric symptoms of patients can be due to chronic
GI symptoms, a primary psychiatric disorder, or both.
Additionally, medications used to treat GI symptoms,
e.g. metoclopramide, may as well cause psychiatric
symptoms, e.g. depression or anxiety. A lifetime history
of psychiatric disorder and/or current psychiatric
symptoms were thought to be highly associated with
current Gl symptoms in clinical settings, and in the
Epidemiologic Catchment Area study (33). It was found
that individuals with at least two medically unexplained
GI symptoms, suffered from higher rates of psychiatric
disorders (33). Moreover, it is well known that
refractory GI symptoms can benefit from psychiatric
medications (34). With all these in mind, concerning GI
symptoms of our patients, the DP group more
frequently complained of a sense of fullness/abdominal
tension while the RG group experienced bloating,
abdominal pain, and constipation more frequently. To
the best of our knowledge, this is the first report
examining differences in clinical presentations between
the DP, and the RG groups. Future studies should focus
on the reasons for referral by gastroenterologists, and
the underlying causes for the differences in symptom
presentation between psychiatric patients with GI
symptoms, and patients who were only suffering from
GI illnesses. This might explain why some GI
complaints were more frequently encountered in
psychiatric populations.

The psychiatric profile differed between the two
groups. In DP group, depressive disorders, trauma and
related disorders, and personality disorders were more
frequently diagnosed. In RG group, psychotic disorders
were more commonly encountered. Additionally,
impulsivity as a personality trait was more common in
although
gastroenterologists might be aware of the need for

DG group. In routine practice,
psychiatric services for their patients, only a minority
of them eventually refer them. This might be due to
their reluctance to provide medical treatment for their
patients with current, or past psychiatric problems,

because of fears of exacerbating these conditions (35).
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It might also be possible that psychotic disorders are
perceived as more serious disorders by these clinicians,
and thus, these patients might be the majority of
psychiatric cases referred for further psychiatric
evaluation, while they do not consider other sorts of
psychiatric diagnoses as conditions requiring urgent
attention. This may explain the predominance of
psychotic patients referred from gastroenterology
clinics in our study. At least to some extent, the same
reason may be an underlying factor why patients with
impulsive personality traits are more likely referred
when compared patients with personality traits of
extraversion or neuroticism.

Our study has some limitations. We designed the
present study cross-sectionally. Therefore, it is not
convenient to discern causal relationships about our
results. Lack of previous reports on this field made it
difficult to compare our results. The data collected
relied on the patients’ self-reports, which might have
been biased, and the severity of disorders was
measured by using a general psychopathology scale
rather than disorder specific measures, and thus might
not have reflected real severity of disorders. The
clinicians used their clinical judgement to decide
whether their patients were exhibiting high levels of
some personality traits rather than using standardized
measurements. Although medical interviews might be,
to some extent, considered to be more important than
psychometric testing, this kind of interviewing might
be biased by ability of the physicians. Therefore,
addition of psychometric tests to medical interviews
would have improved reliability of the results. The
sample size was not large enough, and the study was
conducted in a single secondary-care center, so
generalization of results might be questionable. There
was no detailed information on pharmacological
treatment, somatic complications, and type of medical
comorbidity (e.g. diabetes mellitus) for participants in
the present study, all of which might have affected the
results. Moreover, since we aimed to achieve the most
exactly selected inclusion criteria, some definitions of
the target symptom / disease might have been
ambiguous in the present study. It was possible that
not only patients with FGIDs (e.g. IBS) but also organic
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Gl diseases (e.g. inflammatory bowel disease) might
have been included in both groups, which might be a
confounding factor for interpretations of the results. It
would be ideal to purify the subjects to more
homogenous groups. For example, IBS, functional
bloating, functional dyspepsia, and functional
abdominal pain syndrome diagnosed according to
Rome III criteria could have been the candidates of
eligible criteria to enroll patients. Further studies
considering these limitations, would guide clinicians to
draw more reliable conclusions.

In conclusion; results of the present study have
demonstrated that psychiatric patients with
predominant GI symptoms differ on some aspects of
demographics and clinical data between those who
directly present to psychiatry, and those who are
referred from gastroenterology. Our results suggest
that these groups also differ in their primary psychiatric

REFERENCES

1. Eslick GD. Prevalence and epidemiology of gastrointestinal
symptoms among normal weight, overweight, obese and
extremely obese individuals. Gastroenterol Clin North Am 2010;
39:9-22. [CrossRef]

2. Mussell M, Kroenke K, Spitzer RL, Williams JB, Herzog W, Léwe
B. Gastrointestinal symptoms in primary care: prevalence and
association with depression and anxiety. J Psychosom Res 2008;
64:605-612. [CrossRef]

3. Haug TT, Mykletun A, Dahl AA. Are anxiety and depression
related to gastrointestinal symptoms in the general population?
Scand ] Gastroenterol 2002; 37:294-298. [CrossRef]

4. Drossman DA, Richter JE, Talley NJ. The functional gastrointestinal
disorders. Diagnosis, pathophysiology and treatment - a
multinational consensus. Boston: Little Brown; 1994.

5. Koloski NA, Talley NJ, Boyce PM. Epidemiology and health care
seeking in the functional GI disorders. a population-based study.
Am ] Gastroenterol 2002; 97:2290-2299. [CrossRef]

6. Drossman DA. The functional gastrointestinal disorders and
the Rome III process. Gastroenterology 2006; 130:1377-1390.
[CrossRef]

7. Shivaji UN, Ford AC. Prevalence of functional gastrointestinal
disorders among consecutive new patient referrals to a
gastroenterology clinic. Frontline Gastroenterology 2014;

5:260-271. [CrossRef]

diagnoses, and personality traits. Further studies are
needed to explore differences in more details.

Contribution Categories Name of Author

Development of study idea S.B.
Methodological design of the study | S.B.
Data acquisition and process S.B.
Data analysis and interpretation SB,MY., E.S.
Literature review S.B, MY, ES.
Manuscript writing SB., MY, ES.
Manuscript review and revisation S.B., MY, ES.

Conflict of Interest: The authors declare that there is no

conflict of interest regarding the publication of this paper.

Financial Disclosure: Authors declared no financial support.

8. Harvey RF, Salih SY, Read AE. Organic and functional disorders
in 2000 gastroenterology out-patients. Lancet 1983; 1:632-634.
[CrossRef]

9. Drossman DA, Li Z, Andruzzi E, Temple RD, Talley NJ,
Thompson WG, Whitehead WE, Janssens ], Fuch-Jensen
P, Corazziari E. U.S. householder survey of functional

gastrointestinal disorders. Prevalence, sociodemography, and
health impact. Dig Dis Sci 1993; 38:1569-1580. [CrossRef]

10. Sandler RS, Drossman DA, Nathan HP, McKee DC. Symptom
complaints and health care seeking behaviour in subjects with
bowel dysfunction. Gastroenterology 1984; 87:314-318.

11. Heaton KW, O'Donnell 1], Braddon FE, Mountford RA, Hughes
AQO, Cripps PJ. Symptoms of irritable bowel syndrome in
a British urban community: consulters and nonconsulters.
Gastroenterology 1992; 102:1962-1967. [CrossRef]

12. Talley NJ, Boyce PM, Jones M]. Predictors of health care seeking
for irritable bowel syndrome: a population based study. Gut
1997; 41:394-398. [CrossRef]

13. Smith RC, Greenbaum DA, Vancouver JB, Henry RC, Reinhart
MA, Greenbaum RB, Dean HA, Mayle JE. Psychosocial
factors are associated with health care seeking rather than

diagnosis in irritable bowel syndrome. Gastroenterology
1990; 98:293-301.

208 Dustinen Adam The Journal of Psychiatry and Neurological Sciences, Volume 29, Number 3, September 2016


http://dx.doi.org/10.1016/j.gtc.2009.12.007
http://dx.doi.org/10.1016/j.jpsychores.2008.02.019
http://dx.doi.org/10.1080/003655202317284192
http://dx.doi.org/10.1111/j.1572-0241.2002.05783.x
http://dx.doi.org/10.1053/j.gastro.2006.03.008
http://dx.doi.org/10.1136/flgastro-2013-100426
http://dx.doi.org/10.1016/S0140-6736(83)91802-0
http://dx.doi.org/10.1007/BF01303162
http://dx.doi.org/10.1016/0016-5085(92)90320-X
http://dx.doi.org/10.1136/gut.41.3.394

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Dustinen Adam The Journal of Psychiatry and Neurological Sciences, Volume 29, Number 3, September 2016

Colgan S, Creed F, Klass H. Symptom complaints, psychiatric
disorder and abnormal illness behaviour in patients with upper
abdominal pain. Psychol Med 1988; 18:887-892. [CrossRef]

Welch GW, Hillman LC, Pomare EW. Psychoneurotic
symptomatology in the irritable bowel syndrome: a study
of reporters and non-reporters. Br Med ] (Clin Res Ed) 1985;
291:1362-1364. [CrossRef]

Lydiard RB, Greenwald S, Weissman MM, Johnson ], Drossman
DA, BRallenger JC. Panic disorder and gastrointestinal symptoms:
findings from the NIMH Epidemiologic Catchment Area Project.
Am ] Psychiatry 1994; 151:64-70. [CrossRef]

Walker EA, Katon W], Jemelka RP, Roy-Bryne PP. Comorbidity
of gastrointestinal complaints, depression, and anxiety in the
Epidemiologic Catchment Area (ECA) Study. Am J Med 1992;
92:26S-30S. [CrossRef]

Olden KW, Drossman DA. Psychologic and psychiatric aspects
of gastrointestinal disease. Med Clin North Am 2000; 84:1313-
1327. [CrossRef]

Engel CCJr, Walker EA, Katon W]J. Factors related to dissociation
among patients with gastrointestinal complaints. ] Psychosom
Res 1996; 40:643-53. [CrossRef]

Kroenke K. Patients presenting with somatic complaints:
epidemiology, psychiatric comorbidity and management. Int ]
Methods Psychiatr Res 2003; 12:34-43. [CrossRef]

Alhamad AM. Pattern of gastroenterology psychiatric
consultations. A prospective study. Saudi Med ] 2004; 25:1284-
1286.

American Psychiatric Association. Diagnostic and statistical
manual of mental disorders. 5th ed. Washington, DC: American
Psychiatric Publishing; 2013.

Guy W. ECDEU Assessment Manual for Psychopharmacology
- Revised (DHEW Publ No ADM 76-338). Rockville, MD,
U.S. Department of Health, Education, and Welfare, Public
Health Service, Alcohol, Drug Abuse, and Mental Health
Administration, NIMH Psychopharmacology Research Branch,
Division of Extramural Research Programs, 1976, 218-222.

Berk M, Ng F, Dodd S, Callaly T, Campbell S, Bernardo M,
Trauer T. The validity of the CGI severity and improvement
scales as measures of clinical effectiveness suitable for routine
clinical use. ] Eval Clin Pract 2008; 14:979-983. [CrossRef]

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Batmaz S, Yildiz M, Songur E

Busner J, Targum SD. The clinical global impressions scale:
applying a research tool in clinical practice. Psychiatry (Edgmont)
2007; 4:28-37.

Koroglu E, Aydemir O. Clinical scales used in clinics in pschiatry.
Ankara: HYB Yayincilik; 2014. (Turkish)

Kirmayer L], Robbins JM. Three forms of somatization in
primary care: prevalence, co-occurrence, and sociodemographic
characteristics. ] Nerv Ment Dis 1991; 179:647-655. [CrossRef]

Parker G, Parker K. Influence of symptom attribution on
reporting depression and recourse to treatment. Aust N Z ]
Psychiatry 2003; 37:469-474. [CrossRef]

Taycan O, Ozdemir A, Erdogan-Taycan S, Jurcik T. Associations
of somatic symptom attribution in Turkish patients with major
depression. Nord ] Psychiatry 2015; 69:167-173. [CrossRef]

Gulec H, Sayar K, Ozkorumak E. Somatic symptoms of
depression. Turk Psikiyatri Derg 2005; 16:90-96. (Turkish)

Yenier Duman O, Usubutun S, Goka E. Validity and reliability of
the Turkish form of symptom interpretation questionnaire. Turk
Psikiyatri Derg 2004; 15:26-40. (Turkish)

Frostholm L, @rmbel Eva, Fink PK. Physical symptom attributions:
a defining characteristic of somatoform disorders? Gen Hosp
Psychiatry 2015; 37:147-152. [CrossRef]

North CS, Alpers DH, Thompson SJ, Spitznagel EL.
Gastrointestinal symptoms and psychiatric disorders in the
general population. Findings from NIMH Epidemiologic
Catchment Area Project. Dig Dis Sci 1996; 41:633-640.
[CrossRef]

Ortiz-Torrent N. Psychiatric Aspects of Gastroparesis.
Gastroparesis: Pathophysiology, Presentation and and Treatment.
Parkman HP, McCallum RW (editors), New York: Humana
Press, 2012, 303-313. [CrossRef]

Gleason O, Fucci ], Yates W. Gastroenterologists’ perceptions
of need and availability of psychiatric services for patients with
hepatitis C. Psychosomatics 2008; 49:132-136. [CrossRef]

209


http://dx.doi.org/10.1017/S003329170000982X
http://dx.doi.org/10.1136/bmj.291.6506.1382
http://dx.doi.org/10.1176/ajp.151.1.64
http://dx.doi.org/10.1016/0002-9343(92)90133-V
http://dx.doi.org/10.1016/S0025-7125(05)70288-1
http://dx.doi.org/10.1016/0022-3999(95)00636-2
http://dx.doi.org/10.1002/mpr.140
http://dx.doi.org/10.1111/j.1365-2753.2007.00921.x
http://dx.doi.org/10.1097/00005053-199111000-00001
http://dx.doi.org/10.1046/j.1440-1614.2003.01205.x
http://dx.doi.org/10.3109/08039488.2014.950328
http://dx.doi.org/10.1016/j.genhosppsych.2015.01.002
http://dx.doi.org/10.1007/BF02213117
http://dx.doi.org/10.1007/978-1-60761-552-1_25
http://dx.doi.org/10.1176/appi.psy.49.2.132

