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Presentacion

1. Presentacion

La somatizacién es un fenomeno controvertido que ha sido conceptualizado de
diversas maneras a lo largo de los afios. Sin embargo, las definiciones formuladas hasta el
momento comparten un elemento en comun: la presencia de sintomas fisicos de patologia

desconocida.

Actualmente, se conoce que los nifios y adolescentes presentan una variedad de
sintomas fisicos que no se explican mejor por una condicién médica y que, al igual que los
adultos, difieren en la frecuencia, severidad y forma de manifestarse. Se trata de un mismo
fenomeno, pero con distintas implicaciones en funcion del proceso evolutivo que se

encuentran los nifios y adolescentes.

El trabajo actual forma parte de una investigacion mas amplia de la Unitat de Recerca
de Psicopatologia de la Infancia i [’Adolescencia de la Universitat Autonoma de Barcelona
sobre los Trastornos de Ansiedad en poblacion infanto-juvenil. El objetivo principal de dicho
proyecto ha sido obtener un mayor conocimiento que posibilite la prevencion del desarrollo

de las patologias de ansiedad. El presente estudio se integra en esta perspectiva.

El trabajo de tesis se compone de una revision tedrica respecto al tema que permite
conocer los principales hallazgos en la literatura. Ademas, se presentan tres investigaciones
empiricas realizadas con distintas poblaciones de la infancia y adolescencia, lo que posibilito
estudiar las somatizaciones y variables asociadas en distintos grupos de nifios con sus

respectivas particularidades.

Sintomas somaticos funcionales, psicopatologia y variables asociadas 9






Introduccion

2. Introduccion

Las somatizaciones han recibido diferentes denominaciones a lo largo del tiempo.
Términos como histeria, neurosis, neurastenia, trastorno psicosomatico, entre otros, fueron
utilizados para expresar la presencia de quejas fisicas asociadas a dificultades psicologicas

(Husain, Browne, & Chalder, 2007).

Es posible que el interés de los primeros investigadores por las somatizaciones en la
infancia y adolescencia haya sido en gran parte por la poca atencioén recibida en la literatura
pediatrica comparada con la de adultos (Campo & Fritsch, 1994), como también el
reconocimiento de que se trata de una problematica bastante comun en la practica pediatrica
(Campo & Fritsch, 1994; Campo, Jansen-McWilliams, Comer, & Kelleher, 1999; Rask et al.,

2009a).

Los trabajos de Apley (1958, 1975) en los afios 50 contribuyeron de manera
significativa para el inicio de la investigacion de las somatizaciones infantiles. Al estudiar
dolores recurrentes abdominales, Apley y Naish (1958) verificaron que muchos de los nifios

no presentaban alguna causa organica que pudiera justificar sus dolores.

2.1 Sobre el concepto

Actualmente, algunos autores afirman que existen dos maneras de definir las
somatizaciones. Una de ellas afirma que se trata de un fenémeno secundario resultado de una
angustia o estrés psicologico. La segunda, entiende la somatizacion como un fendémeno
primario caracterizado por la presencia de sintomas fisicos sin una explicacion clinica
definida (De Gucht & Fischler, 2002). A pesar de las diferencias, hay un elemento comun en

ambas definiciones: la presencia de sintomas somaticos de causa desconocida.
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Lipowski (1988), basandose en la primera corriente de pensamiento, define la
somatizacion como la expresion de una dificultad psicologica manifestada a través de
sintomas fisicos. La presencia de una o mas quejas fisicas no revela ningiin mecanismo fisico,
patologico o patofisiologico que los justifique (Kellner, 1991; Lipowski, 1988). Es
interesante destacar que el concepto en si sugiere la existencia de una relacion causal entre la

experiencia de estrés psicologico y la manifestacion de sintomas fisicos.

Garralda (1999; 2004) afirma que en dichas manifestaciones fisicas los factores
psicologicos juegan un papel importante. Su constatacion abre una importante perspectiva
hacia la etiologia de las somatizaciones. Ademas, se establece una conexion entre los campos

de la medicina y de la psicologia, entre los procesos mentales y corporales (Fabrega, 1990).

Muchas investigaciones actuales se fundamentan en la segunda perspectiva, donde los
sintomas somaticos son entendidos como un fendmeno primario. Dentro de esta perspectiva,
las somatizaciones suelen ser denominadas como sintomas fisicos de patologia desconocida
(Rask et al., 2009a), o como sintomas somaticos funcionales - SSF (Beck, 2008; Campo &

Fritz, 2007).

2.2 Clasificacién diagnostica

Los sintomas fisicos de patologia desconocida son el nucleo de las caracteristicas de
los trastornos somatomorfos descritos en las clasificaciones del Manual diagnodstico y
estadistico de los trastornos mentales, cuarta edicion (DSM-IV-TR) y de la Clasificacion
internacional de enfermedades, décima version (CIE-10) (American Psychiatric Association,

2000; World Health Organization, 1992).
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La categoria de los trastornos somatomorfos en el DSM-IV utiliza pocos sintomas
psicologicos que posibiliten una alternativa de diagnéstico psiquiatrico (Husain et al., 2007).
Las subcategorias incluyen trastorno de somatizacion, hipocondria, trastorno dismorfico
corporal, trastorno de conversion, trastorno por dolor y trastorno somatomorfo
indiferenciado. Los sintomas manifestados no se explican mejor por alguna condicion
médica, efectos de una substancia, u otro trastorno mental. Su presencia debe de causar estrés
o deterioro funcional y no deben de parecer voluntarios o intencionalmente producidos

(Campo & Fritz, 2007).

Por otro lado, la CIE-10 incorpora los trastornos somatomorfos en una categoria
amplia que incluye los trastornos relacionados al estrés y a los trastornos neurdticos (World

Health Organization, 1992).

El trastorno de somatizacion en el DSM se define por algunos sintomas somaticos que
son considerados particularmente indicativos de somatizacion: la presencia de 13 o mas de
estos sintomas son necesarios para el diagndstico en la clasificacion del DSM-III-R
(American Psychiatric Association, 1987). El niimero de sintomas fue posteriormente
reducido a ocho en el DSM-IV. El manual diagndstico establece cuatro categorias para los

sintomas: dolor, gastrointestinal, seudoneuroldgicos y sexual.

El trastorno de somatizacion tal como esta definido en el DSM es poco frecuente en la
edad pediatrica, principalmente en nifios prepuberes (Offord, Boyle, Szatmari, & Rae-Grant,
1987). Algunos autores afirman que los criterios no son adecuados para la poblacion infantil,
lo que dificulta el proceso de diagnostico (Garber, Walker, & Zeman 1991). Una prueba de
ello es que Garber y sus colaboradores (1991) obtuvieron una prevalencia de 1% en una

muestra comunitaria de nifios y adolescentes. Por lo tanto, seria importante establecer
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criterios menos estrictos y mas adaptados al desarrollo de los nifios (Campo & Fritsch, 1994;

Silber & Pao, 2003).

La elaboracion de un diagndstico en el DSM-III y DSM-IV denominado “trastorno
somatomorfo indiferenciado™ posibilito a los psiquiatras infantiles y pediatras un umbral mas
bajo para el diagnéstico. La categoria requiere una o mas quejas fisicas que persistan seis
meses 0 mas. Muchos de los nifios con somatizaciones pueden ser incluidos en esta categoria

(Masi, Favilla, Millepiedi, & Mucci, 2000).

2.3 Criterios diagndsticos de los Trastornos somatomorfos segin el DSM-1V

2.3.1 Trastorno de somatizacion

A. Historia de multiples sintomas fisicos, que empieza antes de los 30 afos, persiste
durante varios afios y obliga a la busqueda de atenciéon médica o provoca un deterioro
significativo social, laboral, o de otras areas importantes de la actividad del individuo.

B. Deben cumplirse todos los criterios que se exponen a continuacion, y cada sintoma
puede aparecer en cualquier momento de la alteracion:

(1) Cuatro sintomas dolorosos: historia de dolor relacionada con al menos cuatro
zonas del cuerpo o cuatro funciones (p. ej., cabeza, abdomen, dorso, articulaciones,
extremidades, torax, recto; durante la menstruacion, el acto sexual, o la miccion).

(2) Dos sintomas gastrointestinales: historia de al menos dos sintomas
gastrointestinales distintos al dolor (p. ej., nduseas, distension abdominal, vomitos [no

durante el embarazo], diarrea o intolerancia a diferentes alimentos).
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(3) Un sintoma sexual: historia de al menos un sintoma sexual o reproductor al
margen del dolor (p. ¢j., indiferencia sexual, disfuncion eréctil o eyaculatoria, menstruaciones
irregulares, pérdidas menstruales excesivas, vomitos durante el embarazo).

(4) Un sintoma seudoneurologico: historia de al menos un sintoma o déficit que
sugiera un trastorno neuroldgico no limitado al dolor (sintomas de conversion del tipo de la
alteracion de la coordinacion psicomotora o del equilibrio, paralisis o debilidad muscular
localizada, dificultad para deglutir, sensacion de nudo en la garganta, afonia, retencion
urinaria, alucinaciones, pérdida de la sensibilidad tactil y dolorosa, diplopia, ceguera, sordera,
convulsiones; sintomas disociativos como amnesia; o pérdida de conciencia distinta del
desmayo).

C. Cualquiera de las dos caracteristicas siguientes:

(1) Tras un examen adecuado, ninguno de los sintomas del Criterio B puede
explicarse por la presencia de una enfermedad médica conocida o por los efectos directos de
una sustancia (p. €j., drogas o farmacos).

(2) Si hay una enfermedad médica, los sintomas fisicos o el deterioro social o laboral
son excesivos en comparacion con lo que cabria esperar por la historia clinica, la exploracion
fisica o los hallazgos de laboratorio.

D. Los sintomas no se producen intencionadamente y no son simulados (a diferencia

de lo que ocurre en el trastorno facticio y en la simulacion).

2.3.2 Trastorno somatomorfo indiferenciado

A. Uno o mas sintomas fisicos (p. ej., fatiga, pérdida del apetito, sintomas
gastrointestinales o urinarios).

B. Cualquiera de las dos caracteristicas siguientes:
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(1) Tras un examen adecuado, los sintomas no pueden explicarse por la presencia de
una enfermedad médica conocida o por los efectos directos de una sustancia (p. ej., droga de
abuso o medicacion).

(2) Si hay una enfermedad médica, los sintomas fisicos o el deterioro social o laboral
son excesivos en comparacion con lo que cabria esperar por la historia clinica, la exploracion
fisica o los hallazgos de laboratorio.

C. Los sintomas provocan un malestar clinico significativo o un deterioro social,
laboral o de otras areas importantes de la actividad del individuo.

D. La duracion del trastorno es al menos de 6 meses.

E. La alteracion no se explica mejor por la presencia de otro trastorno mental (p. ej.,
otro trastorno somatomorfo, disfunciones sexuales, trastornos del estado de animo, trastornos
de ansiedad, trastornos del suefio o trastorno psicotico).

F. Los sintomas no se producen intencionadamente ni son simulados (a diferencia de

lo que sucede en el trastorno facticio o en la simulacion).

2.3.3 Trastorno de conversion

A. Uno o mas sintomas o déficit que afectan las funciones motoras voluntarias o
sensoriales y que sugieren una enfermedad neurologica o médica.

B. Se considera que los factores psicoldgicos estan asociados al sintoma o al déficit
debido a que el inicio o la exacerbacion del cuadro vienen precedidos por conflictos u otros
desencadenantes.

C. El sintoma o déficit no estd producido intencionadamente y no es simulado (a

diferencia de lo que ocurre en el trastorno facticio o en la simulacion).
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D. Tras un examen clinico adecuado, el sintoma o déficit no se explica por la
presencia de una enfermedad médica, por los efectos directos de una sustancia o por un
comportamiento o experiencia culturalmente normales.

E. El sintoma o déficit provoca malestar clinicamente significativo o deterioro social,
laboral, o de otras areas importantes de la actividad del sujeto, o requieren atenciéon médica.

F. El sintoma o déficit no se limita a dolor o a disfuncidon sexual, no aparece
exclusivamente en el transcurso de un trastorno de somatizacion y no se explica mejor por la
presencia de otro trastorno mental.

Codificar el tipo de sintoma o déficit:
* Con sintoma o déficit motor

* Con crisis y convulsiones

* Con sintoma o déficit sensorial

* De presentacion mixta

2.3.4 Trastorno por dolor

A. El sintoma principal del cuadro clinico es el dolor localizado en una o mas zonas
del cuerpo, de suficiente gravedad como para merecer atencion médica.

B. El dolor provoca malestar clinicamente significativo o deterioro social, laboral o de
otras areas importantes de la actividad del individuo.

C. Se estima que los factores psicoldgicos desempefian un papel importante en el
inicio, la gravedad, la exacerbacion o la persistencia del dolor.

D. El sintoma o déficit no es simulado ni producido intencionadamente (a diferencia
de lo que ocurre en la simulacion y en el trastorno facticio).

E. El dolor no se explica mejor por la presencia de un trastorno del estado de 4nimo,

un trastorno de ansiedad o un trastorno psicético y no cumple los criterios de dispareunia.
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Codificar el tipo:

Trastorno por dolor asociado a factores psicoldgicos: se cree que los factores psicoldgicos
desempefian un papel importante en el inicio, la gravedad, la exacerbacion o la persistencia
del dolor (si hay una enfermedad médica, ésta no desempena un papel importante en el inicio,
la gravedad, la exacerbacion o la persistencia del dolor). Este tipo de trastorno por dolor no
debe diagnosticarse si se cumplen también los criterios para trastorno de somatizacion.
Trastorno por dolor asociado a factores psicoldgicos y a enfermedad médica: tanto los
factores psicologicos como la enfermedad médica desempefian un papel importante en el
inicio, la gravedad, la exacerbacion o la persistencia del dolor. La enfermedad médica
asociada y la localizacidon anatémica se codifican en el Eje III.

Especificar (para ambos tipos) si:

Agudo: duracién menor a 6 meses.

Croénico: duracion igual o superior a 6 meses.

2.3.5 Hipocondria

A. Preocupacion y miedo a tener, o la conviccion de padecer, una enfermedad grave a
partir de la interpretacion personal de sintomas somaticos.

B. La preocupacion persiste a pesar de las exploraciones y explicaciones médicas
apropiadas.

C. La creencia expuesta en el criterio A no es de tipo delirante (a diferencia del
trastorno delirante de tipo somatico) y no se limita a preocupaciones sobre el aspecto fisico (a

diferencia del trastorno dismorfico corporal).

D. La preocupacién provoca malestar clinicamente significativo o deterioro social,

laboral o de otras areas importantes de la actividad del individuo.

E. La duracidn del trastorno es de al menos 6 meses.
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F. La preocupacion no se explica mejor por la presencia de trastorno de ansiedad
generalizada, trastorno obsesivo-compulsivo, trastorno de angustia, episodio depresivo
mayor, ansiedad por separacion u otro trastorno somatomorfo.

Especificar si:
Con poca conciencia de enfermedad: si durante la mayor parte del episodio el individuo no se
da cuenta de que la preocupacion por padecer una enfermedad grave es excesiva o

injustificada.

2.3.6 Trastorno dismarfico corporal

A. Preocupacion por algun defecto imaginado del aspecto fisico. Cuando hay leves
anomalias fisicas, la preocupacion del individuo es excesiva.

B. La preocupacion provoca malestar clinicamente significativo o deterioro social,
laboral o de otras areas importantes de la actividad del individuo.

C. La preocupacion no se explica mejor por la presencia de otro trastorno mental

2.3.7 Trastorno somatomorfo no especificado

En esta categoria se incluyen los trastornos con sintomas somatomorfos que no

cumplen los criterios para un trastorno somatomorfo especifico.
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3. Epidemiologia de las somatizaciones en la infancia y adolescencia

3.1 Prevalencia y principales sintomas presentados

Los sintomas somaticos en la infancia y adolescencia han sido estudiados como
sintomas individuales (Garber, Zeman, & Walker, 1990) y también como un conjunto de
sintomas (Rask et al., 2009a). Los estudios suelen utilizar como instrumento de medida
subescalas de quejas somaticas como la del Child Behavior Checklist (Janssens, Oldehinkel,
& Rosmalen, 2009), inventarios de quejas fisicas como el Children’s Somatization Inventory
(Vila et al., 2009), o bien cuestionarios especificos desarrollados para el estudio, como en la

investigacion de nifios preescolares espafioles de Domenech-Llaberia et al. (2004).

El uso de diferentes instrumentos de medida y de distintas metodologias dificulta la
comparacion de las prevalencias obtenidas en los estudios realizados. El conjunto de
sintomas somaticos evaluados o la edad de los nifios, por ejemplo, son aspectos que suelen
variar y corroboran para indices de prevalencia muy distintos (Rocha, Prkachin, Beaumont,

Hardy, & Zumbo, 2003).

Los sintomas fisicos de patologia desconocida son comunes en la infancia y
adolescencia; particularmente dolor de cabeza, dolor abdominal, dolor en las extremidades,
dolor en el pecho, fatiga, mareos, dolor musculoesquelético y sintomas gastrointestinales,
manifiestos en un variado rango de severidad (Garralda, 2004; Masi et al., 2000; Sandberg &

Stevenson, 2008).

Segun muestras comunitarias, los sintomas somaticos funcionales (SSF) afectan entre
el 10 y el 30% de los nifios y adolescentes de los Estados Unidos (Campo & Fritsch, 1994).

En una revision con muestras de poblacion general, se verifico que entre el 2% y el 10% de
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los nifios y adolescentes presentaron dolores y molestias funcionales cuya causa no fue
encontrada (Goodman & McGrath, 1991).

Offord y colegas (1987) encontraron una prevalencia de sintomas somaticos
recurrentes en 11% de las nifias y en 4% de los nifos con edades entre 12 y 16 afos. Otros
estudios han relatado multiples y frecuentes quejas somadticas entre 10 y 15% de los
adolescentes (Belmaker, Espinoza, & Pogrund, 1985).

Hay una evidencia convergente en la literatura de que los dolores abdominales
recurrentes seguidos de los dolores de cabeza son los SSF mas frecuentes en la infancia y

adolescencia (Steinhausen & Metzke, 2007).

En el trabajo de Garber y colaboradores (1991), el sintoma mas comun relatado fue el
dolor de cabeza (25%), seguido de baja energia (23%), dolores musculares (21%) y malestar
abdominal (17%). La media de sintomas observados por los nifios fue menos de dos, cantidad
muy inferior a los ocho sintomas necesarios para el diagnostico actual del trastorno de

somatizacion segin el DSM-IV (American Psychiatric Association, 2000).

Entre el 7 y el 25% de los niflos en edad escolar presentaron dolores abdominales en
diferentes estudios (Abu-Arafeh & Russell, 1995; Apley & Naish, 1958; Campo & Fritz,
2007). Se trata del sintoma somatico funcional mas comln en nifios preescolares, con
prevalencias de entre el 7 y el 11% (Domenech-Llaberia et al., 2004; Zuckerman, Stevenson,
& Bailey, 1987). Sintomas gastrointestinales como las nduseas y los vomitos también son

comunes, normalmente en asociacion con los dolores abdominales.

En un estudio longitudinal con una muestra epidemiolédgica de nifios entre 2 a 6 afios,
se verifico la prevalencia de dolores abdominales recurrentes. A los 2 afios, el porcentaje
encontrado fue de 3.8%; a los 3 afios de 6.9%; y a los 6 afios se observo una frecuencia de

11.8%. Los resultados indican una importante continuidad de los sintomas y un pico de
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prevalencia alrededor de los 7 afios (Ramchandani, Hotopf, Sandhu, Stein, & the ALSPAC

Study Team, 2005).

El dolor de cabeza es la queja fisica mas comun observada en nifios con edad escolar.
Entre 10 a 30% de nifos y adolescentes manifestaron un dolor frecuente en las Ultimas
semanas (Egger, Angold, & Costello, 1998). La prevalencia obtenida en nifios preescolares
fue menor, con indices que varian de 0,5% a 3,6% (Ostkirchen etal., 2006; Sillanpaa,

Piekkala, & Kero, 1991).

Los mareos son otro tipo de sintoma informado por hasta 15% de los nifios en los
estudios, y normalmente estan relacionados con migrafias (Garber et al., 1991). Otros dolores
comunes incluyen el dolor musculoesquelético, dolor en las extremidades y de espalda
(Campo & Fritsch, 1994). Cerca de un tercio de los jovenes fineses informaron tener dolor
musculoesquelético por lo menos una vez a la semana (Mikkelsson, Sourander, Piha, &

Salminen, 1997).

El cansancio es otra queja también muy presente. En un estudio con muestra
comunitaria, la mitad de adolescentes informaron tener cansancio por lo menos una vez a la
semana, y 15% manifestaron tener cansancio diario (Belmaker, et al., 1985). Ademas, cerca
del 10% de nifios y adolescentes en edad escolar presentaron dolores en el pecho (Sandberg

& Stevenson, 2008).

Al analizar las investigaciones realizadas en Europa, se puede afirmar que las
principales quejas fisicas funcionales de los nifios europeos son bastante semejantes a las de
nifios norteamericanos, con variaciones en las frecuencias principalmente debidas por
cuestiones metodoldgicas. Los hallazgos indican que el fendmeno de las somatizaciones tiene

un caracter mundial y parece ser que no esta asociado a una cultura especifica.
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Los resultados de una muestra de preescolares en Espana indican que el 20% de los
participantes presentaron por lo menos una queja fisica durante un periodo de dos semanas.
Las principales quejas fueron: dolor de estomago (7.9%), cansancio (5.7%), dolor en las
piernas (3.8%), dolor de cabeza (2%) y mareos (0,4%) (Doménech-Llaberia et al., 2004). En
otro estudio realizado con poblacion danesa, Rask et al. (2009b) obtuvieron indices similares
a la investigacion con nifos espafioles. 23,2% de los nifios de 5 a 7 afios manifestaron SSF,
con una sintomatologia caracterizada principalmente por dolores en las extremidades, cabeza

y estomago.

En una muestra britanica con adolescentes de 11 a 16 afios, los sintomas mas
frecuentes entre los sujetos con somatizaciones fueron: dolor de cabeza (13%), nausea (12%),
dolores musculares (11%), baja energia (11%), dolor de espalda (11%) , dolores de estomago
(9%) y debilidad (8%). 37% de la muestra ha relatado por lo menos una queja fisica
frecuente, 12% han tenido cuatro o mas quejas, 4% han tenido 7 o mas sintomas y 0,8%

manifestaron 13 o mas sintomas (Vila et al., 2009).

En Italia, Masi y colaboradores (2000) investigaron una muestra comunitaria de nifios
de 8 a 18 afios. Los indices de prevalencia son distintos a otros estudios, pero las quejas mas

frecuentes fueron los dolores de cabeza, dolores abdominales y en los musculos.

3.2 Edad y género

Aunque todavia exista una marcada controversia sobre las posibles explicaciones de
por qué la edad y el género son aspectos importantes en el fendmeno de las somatizaciones,
no hay duda de que ambas variables estan relacionadas a la prevalencia, al tipo y la cantidad

de sintomas experimentados.
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La literatura demuestra que las chicas manifiestan mas SSF que los chicos a la medida
que se acercan a la adolescencia. Sin embargo, no hay evidencias de diferencias significativas
en la distribucion de los SSF segtn el género en la infancia temprana (Campo & Fritsch,

1994).

Al estudiar la presencia de los SSF en una muestra de niflos prepuberes y
adolescentes, Garber et al. (1991) y Campo et al. (1999) verificaron que Unicamente las
chicas con mas de 11 afios presentaron mas quejas fisicas que los chicos. La diferencia de
género suele mantenerse en la edad adulta (Abu-Arafeh & Russell, 1995; Steinhausen &

Metzke, 2007).

Son muchos los factores que sirven como base para justificar la mayor prevalencia de
sintomas somaticos de las niflas en edad escolar. Algunos de ellos son: las alteraciones
hormonales producidas en la pubertad, diferencias bioldgicas y temperamentales, el mayor

riesgo de desarrollar trastornos de ansiedad o depresion que en el hombre, entre otros.

La edad, a su vez, puede ser un factor importante en el tipo y cantidad de sintomas
que experimentan los nifios y adolescentes (Garber et al., 1991). El dolor abdominal, por
ejemplo, es la queja mas comun a los 9 afios, mientras que el dolor de cabeza suele ser la
queja mas frecuente alrededor de los 12 (Campo & Fritz, 2007). Ademas, a medida que
aumenta la edad hay una tendencia de que las quejas fisicas sean polisintomaticas (Campo et

al., 1999).

Egger y colaboradores (1998) verificaron que la prevalencia de un determinado
sintoma puede aumentar o disminuir segin la edad. En la muestra estudiada de nifios de 9 a
15 afos, los investigadores constataron que la prevalencia de los dolores de cabeza aument6

de manera significativa con la edad (Egger et al., 1998).
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3.3 Deterioro funcional

Las somatizaciones pueden producir deterioros considerables en la vida de algunos de
los nifios y adolescentes, afectando areas como el desarrollo, ajuste social y escolar

(Konijnenberg et al., 2005; Robinson, Alverez, & Dodge, 1990).

Campo y colegas (1999) verificaron que los nifios afectados por sintomas somaticos
fueron mas propensos a ser considerados enfermos y con problemas de salud por los padres.
También presentaron mas ausencias escolares y bajo rendimiento académico. Ademads,

experimentaron mas dificultades emocionales y problemas de conducta.

Los resultados de muchas investigaciones apuntan que los nifios con dolor de cabeza
u otros sintomas presentaron mas problemas en las guarderias o escuelas, desarrollaron
menos actividades de ocio, demostrando un gran impacto de los sintomas fisicos en la vida

diaria (Aromaa, Sillanpéé, Rautava, & Helenius, 2000; Bandell-Hoekstra et al., 2002)

Esta bastante documentado que nifios y adolescentes con distintos tipos de SSF
presentan un elevado niimero de ausencias escolares y bajo rendimiento académico (Campo
et al.,, 2004; Fichtel & Larsson, 2002). También hay que considerar otras posibles
consecuencias como aislamiento social o temor a perder las relaciones sociales (Bernstein

et al., 1997).

Los resultados de un estudio con nifios de 7 afios demostraron que los participantes
con dolores recurrentes presentaron un peor rendimiento escolar (Bakoula, Kapi, Veltsista,
Kavadias, & Kolaitis, 2006). Los autores consideran la posibilidad de que estos nifios tengan
mas dificultades para adaptarse al trabajo escolar cuando son comparados con nifios sanos.
Las dificultades les producirian un mayor nivel de estrés, lo que contribuiria para el

desarrollo de los dolores recurrentes.
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También son bastante comunes problemas como: reduccion en las actividades de
deportes, problemas alimentarios y problemas del suefio (Konijnenberg et al., 2005; Roth-

Isigkeit, Thyen, Stoven, Schwarzenberger, & Schmucker, 2005).

En una muestra de adolescentes los deterioros relacionados a los sintomas fisicos
fueron: dificultades de concentracidon, disminucion de la capacidad de disfrutar, ausencias
escolares, y una menor presencia junto a los amigos (Vila et al., 2009). Estas limitaciones
podrian afectar los sentimientos respecto a la autoestima, lo que aumentaria la probabilidad

de presentar sintomas depresivos (Erkolahti, [lonen, Saarijirvi, & Terho, 2003).

La somatizacion pediatrica también esta altamente asociada con el aumento de la
utilizacion de los servicios de salud (Campo & Fritsch, 1994). Quejas fisicas como dolores
recurrentes pueden causar constantes visitas médicas y la realizacion de varias pruebas
médicas que busquen comprender el fendémeno (Sandberg & Stevenson, 2008). Cerca de 2 a
4% de las visitas pediatricas estan relacionadas con los SSF (Netherton, Holmes, & Walker,

1999).

En una muestra comunitaria con nifios de 5 a 7 afos, 4,4% de los nifios con quejas
fisicas recurrentes han demostrado tener algiin deterioro significativo. Estos nifios recibieron

medicacion en funcion de los sintomas funcionales (Rask et al., 2009b).

La realizacion de exdmenes y tratamientos innecesarios pueden exponer el nifio a un
sufrimiento fisico innecesario e incluso llegar a producir algiin dafio en su desarrollo fisico
como consecuencia de las acciones médicas. Ademads, las constantes visitas médicas pueden
aumentar la creencia familiar de que una enfermedad seria no estd siendo diagnosticada

(Grattan-Smith, Fairley, & Procopis, 1988).
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También es importante considerar que algunos estudios demuestran la estabilidad de
los SSF a lo largo del tiempo; y que el deterioro generado no mejora con el paso de los afos

(Mulvaney, Lambert, Garber, & Walker, 2006; Steinhausen & Metzke, 2007).

3.4 Sintomas psiquiatricos

Los sintomas fisicos de patologia desconocida han sido asociados con psicopatologia
tanto en muestras comunitarias como en clinicas, incluso en estudios con diferentes
informantes (Eminson, Benjamin, Shortall, Woods, & Faragher, 1996; Poikolainen, Kanerva,

& Lonngvist, 1995; Taylor, Szatmari, Boyle, & Offord, 1996).

Caracteristicas como una tendencia a ser ansioso, sensibilidad y timidez son
frecuentes en los nifios con quejas fisicas, indicando la presencia de problemas emocionales
(Apley & Naish, 1958; Rask et al., 2009). Rasgos similares como nerviosismo, sintomas de
ansiedad, depresion, estrés, quejas somaticas y baja autoestima fueron descritos en nifios y

adolescentes con dolores de cabeza (Kowal & Pritchard, 1990).

Campo y colegas (1999) analizaron una muestra comunitaria de nifios y adolescentes
de 4 a 15 afios. Los autores constataron que los nifios considerados somatizadores fueron mas
propensos a experimentar dificultades emocionales y del comportamiento. Este grupo ha
presentado casi 4 veces mas incidencia de psicopatologia que su grupo control. En otra
investigacion, cerca de 80% de los nifios con dolor de cabeza o dolores abdominales
frecuentes presentaron algin trastorno psiquidtrico, comparado con 15% de los nifios del

grupo control (Liakopoulou-Kairis et al., 2002).

Los trastornos de ansiedad y depresion son los trastornos psiquidtricos mas

comunmente asociados a las somatizaciones infantiles (Eminson, 2001; Sandberg &
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Stevenson, 2008); tanto en muestras clinicas como comunitarias (Campo et al., 2004; Egger,

Costello, Erkanli, & Angold, 1999; Garralda, 2004).

Las investigaciones especificas sobre una determinada queja fisica también han
demostrado la fuerte presencia de sintomas o trastorno de ansiedad y de depresion. Este fue el
caso de nifios con dolores recurrentes (Liakopoulou-Kairis et al., 2002), nifios con dolor de
cabeza (Kowal & Pritchard, 1990), con dolor musculoesquelético (Egger et al., 1999) y con

dolor en el pecho (Kashani, Lababidi, & Jones, 1982).

Al evaluar trastornos especificos de ansiedad, Ginsburg y colegas (Ginsburg, Riddle,
& Davies, 2006) verificaron que los nifios con fobia social o con ansiedad de separacion han
relatado un nimero similar de SSF. Por otro lado, los nifios diagnosticados con ansiedad
generalizada presentaron un elevado niimero de sintomas somaticos comparados con nifios

sin este diagnostico.

Algunas investigaciones han demostrado asociacion con conductas externalizantes en
niflos preescolares, tales como problemas de comportamiento e hiperactividad (Ramchandani
et al., 2005; Zuckerman et al., 1987). También se encontraron asociaciones con problemas de
atencion, hiperactividad y de conducta en nifios y adolescentes de 4 a 18 afios con dolores de
cabeza (Galli et al., 2007; Strine, Okoro, McGuire, & Balluz, 2006). Sin embargo, el efecto

de la asociacion ha sido mas fuerte para los problemas emocionales.

A pesar de los hallazgos que asocian los SSF a problemas de comportamiento e
hiperactividad (en menor grado que la ansiedad o depresion), hay muy pocos estudios
especificos sobre la presencia de quejas fisicas funcionales en nifios y adolescentes con
Trastorno por Déficit de Atencion e Hiperactividad (TDAH). En muestras generales, el dolor

abdominal recurrente y el cansancio se asociaron con el TDAH (Holmberg, 2010; Holmberg
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& Hjern, 2006). La ausencia de un mayor nimero de investigaciones demuestra la necesidad

de ampliar el conocimiento ya existente.

Un importante moderador de la asociacion entre sintomas somaticos y problemas
psicoldgicos es el género. Los resultados de los estudios de Egger y colegas (1998; 1999)
apuntan que, en general, las quejas somaticas se asociaron con trastornos emocionales en
nifas y con trastornos de conducta en nifos. Los dolores abdominales solo fueron asociados
con trastorno de ansiedad en chicas. En los chicos, los dolores abdominales fueron asociados
con el Trastorno Negativista Desafiante y el TDAH. El dolor musculoesquelético fue
asociado con trastornos depresivos tanto en chicos como en chicas. Los resultados de esta
investigacion sugieren que existen diferentes procesos psicobioldgicos en ambos sexos.
Segun los autores del estudio, seria importante una exploracion de como los cambios
hormonales, morfologicos, estrés ambiental y expectativas culturales afectan los diferentes
patrones entre quejas somaticas y psicopatologia en chicas y chicos (Egger et al., 1998,

1999).

La presencia de sintomas o trastorno psiquiatrico tiene un importante impacto en las
somatizaciones. Se ha verificado, por ejemplo, que la frecuencia de los sintomas somaticos
suele aumentar seglin la severidad de la ansiedad o de los sintomas de depresion (Bernstein
et al., 1997; Dhossche, Ferdinand, van der Ende, & Verhulst, 2001). Ademas, resultados de
una investigacion longitudinal apuntan que ambos trastornos son un factor de riesgo para las

somatizaciones (Janssens, Rosmalen, Ormel, van Oort, & Oldehinkel, 2010).

También se encontraron evidencias de que elevados niveles de SSF en nifios
predijeron un trastorno psiquiatrico posterior (Egger et al., 1999; Zwaigenbaum, Szatmari,
Boyle, & Offord, 1999). Siguiendo la misma linea, en un estudio longitudinal de veinte afios

se comprobd que los nifios con dolores abdominales persistentes fueron mas predispuestos a
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presentar un trastorno psiquiatrico a la edad adulta cuando fueron comparados con nifios

sanos (Hotopf, Carr, Mayou, Wadsworth, & Wessely, 1998).

Todavia no hay estudios concluyentes que expliquen qué mecanismos actian para que
los trastornos psiquiatricos como la ansiedad o depresion estén asociados a la presencia de
quejas fisicas funcionales. Es cierto que los sintomas fisicos son caracteristicas intrinsecas de
los trastornos de ansiedad y depresion, formando parte de los criterios diagndsticos para
ambos trastornos (Garralda, 2004). Sin embargo algunas investigaciones que eliminaron
dichos items de los analisis estadisticos, la asociacion con las somatizaciones todavia fue

significativa (Domenech-Llaberia et al., 2004).

Los constantes avances en el estudio de la psicopatologia de la infancia y adolescencia
invitan a la elaboracion de nuevas hipotesis de investigacion. Por este motivo, en el primer
estudio empirico se verifica la existencia o no de una asociacion entre el Severe Mood
Dysregulation y los SSF. Se trata de un nuevo sindrome descrito por Leibenluft y
colaboradores. Algunos de los sintomas presentes son: alteraciones del humor, irritabilidad,
agitacion, insomnio entre otros sintomas. Sin embargo, estos nifios no llegan a cumplir los
criterios necesarios para el Trastorno Bipolar (Leibenluft, Charney, Towbin, Bhangoo, &

Pine, 2003)
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4. Etiologia de las somatizaciones

A pesar de que las quejas somaticas sean frecuentes en los centros de atencion
pediatricos, todavia resulta necesario un mayor numero de estudios que clarifiquen las causas
del fendémeno. Los estudios realizados sugieren una interaccion entre factores ambientales y
del propio nifio (genética, fisiologia, temperamento, etc) en el desarrollo de los SSF

(Gillespie, Zhu, Heath, Hickie, & Martin, 2000; Torgersen, 1986).

El trabajo de Kendler y colaboradores (1995) sugiere un componente hereditario en
las somatizaciones. Sin embargo, otro estudio con gemelos reveldé poca o ninguna evidencia
de una fuerte contribucion genética en el desarrollo de las quejas fisicas funcionales
(Torgersen, 1986). En suma, mientras que los factores ambientales y genéticos asociados
parecen ser relevantes en el origen de las somatizaciones, la evidencia de un componente
genético especifico es bastante limitada. No obstante, hay una contribucién importante de los
factores genéticos en la determinacion de rasgos de personalidad que presentan una mayor

predisposicion a la somatizacion (Walker, Garber, & Greene, 1994).

Se ha sefialado una variedad de factores predisponentes y precipitantes de las
somatizaciones, aunque ninguno es ni necesario ni suficiente por si solo (Eminson, 2001).
Los nifios somatizadores podrian presentar una vulnerabilidad a reaccionar ante la adversidad
con mayores niveles de excitacion emocional y angustia. La intensidad de la reaccion
contribuiria con la produccion del sintoma fisico (Campo & Fritz, 2007). También pueden
existir factores desencadenantes de origen ambiental que sean exclusivos de cada nifio y de su

entorno.
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4.1 Teorias psicoldgicas y posibles mecanismos de las somatizaciones

Diversos investigadores de la infancia y la adolescencia han estudiado muchas teorias
en la busqueda de explicar los mecanismos que influencian el origen y la progresion de los
SSF. La teoria psicodinamica de Freud (1962) resalta que el desarrollo de las quejas fisicas
estd vinculado a las necesidades y emociones reprimidas del nifio. Esta teoria considera que
los sintomas somadticos son una defensa psicoldgica contra emociones reprimidas o

inconscientes. Las quejas fisicas serian la expresion de un malestar.

Una segunda escuela de pensamiento, fundamentada en la teoria del apego,
caracteriza la somatizacion como una forma para que el nifio se mantenga muy cerca de la
figura cuidadora y obtenga su atencion (Bowlby, 1973). En la literatura, hay pocos estudios

que fundamentan ambas teorias.

Una tercera corriente, el pensamiento sistémico familiar postula que las
somatizaciones infantiles posibilitan un funcionamiento familiar equilibrado y evitan el

surgimiento de conflictos (Aro, Hinninen, & Paronen, 1989; Aro, 1987).

El aprendizaje también ha sido implicado en el desarrollo y mantenimiento de las
somatizaciones infantiles. Bandura (1976) ha demostrado que el aprendizaje social del

comportamiento es uno de los mayores modos de adquisicion de un nuevo comportamiento.

Los tedricos basados en el aprendizaje social postulan que los SSF son resultado de un
conjunto de comportamientos sociales aprendidos. Estos, a su vez, son frecuentemente
reforzados por miembros de la familia o la propia sociedad (Craig, Cox, & Klein, 2002;

Walker & Greene, 1989;1991; Walker, Claar, & Garber, 2002).
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Seglin esta teoria, los sintomas somaticos pueden ser reforzados por una atencion
especial de los padres o bien por el hecho de que el nifio, en funcién de su estado fisico, no

realice tareas consideradas desagradables como los examenes escolares (Walker et al., 2002).

Una quinta perspectiva, la teoria psicobiologica cognitiva, afirma que los SSF son el
resultado de una reaccion fisioldgica a la excitacion emocional. Los nifios percibirian los
sintomas fisicos con una preocupacion mayor y una sensibilidad elevada. Dicha percepcion
estaria fundamentada en un procesamiento de la informacion distorsionado y por cogniciones
negativas (Boyer et al., 2006). Como resultado, se daria una amplificacion de las sensaciones
corporales, siendo a su vez, uno de los principales procesos en el desarrollo de los SSF (Rief,

Shaw, & Fichter, 1998).

Por ultimo, considerando la alta comorbilidad con sintomas psiquiatricos, hay una
corriente que defiende que las somatizaciones son consecuencia de un trastorno psiquiatrico,
particularmente los trastornos de ansiedad y depresion (Campo et al., 2004). Muchos estudios
han investigado la relacion positiva entre somatizaciones y sintomas como la ansiedad o
depresion, pero pocos autores intentan explicar los mecanismos posibles para esta asociacion

(Beck, 2008).

4.2 Factores temperamentales

Sanders y sus colaboradores (1989) destacan que factores psicologicos como
caracteristicas temperamentales y de personalidad son importantes aspectos a ser
considerados en la etiologia de los SSF. El temperamento se caracteriza por el estudio
psicobiologico de las diferencias individuales en estilos de respuestas bdasicas del

comportamiento (Nigg, 2006).
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En el 4mbito clinico, los nifos y adolescentes con SSF tienden a ser descritos como
perfeccionistas, sensibles, inseguros y ansiosos. Son nifios considerados buenos por sus
padres y que se preocupan mucho por su rendimiento académico y en corresponder con las

expectativas familiares (Garralda, 1996; Kowal & Pritchard, 1990).

Los rasgos temperamentales relacionados a los nifios somatizadores son: inhibicion
conductual, una tendencia a no establecer conflictos (evitacion al dafio) y a evitar situaciones
nuevas, neuroticismo, afecto negativo (Campo et al., 2004; Davison, Faull, & Nicol, 1986;
Muris & Meesters, 2004), temor al fracaso y anticipacion al peligro (Lavigne, Schulein, &

Hahn, 1986).

Los mecanismos de afrontamiento (coping mechanisms) también han sido destacados
en las investigaciones como un importante factor asociado a las somatizaciones. Estos se
caracterizan por los esfuerzos voluntarios para regular las emociones, pensamientos,
comportamiento, fisiologia, y el ambiente en respuesta a eventos estresantes o diferentes
circunstancias (Compas, Smith, Saltzman, Thomsen, & Wadsworth, 2001). También estan

vinculados a las caracteristicas temperamentales de cada nifio.

Los hallazgos en la literatura sugieren que los nifios y adolescentes con sintomas
fisicos funcionales utilizan estrategias de afrontamiento poco adaptativas y, en cierta medida,
una respuesta emocional al estrés elevada en comparacion con nifios sanos (Aromaa et al.,
2000; Bandell-Hoekstra et al., 2002; Walker, Smith, Garber, & Claar, 2007). Segin estos
estudios, algunas de las estrategias de afrontamiento utilizadas por dichos nifios son: la

evitacion, la ira, pensamientos obsesivos o alguna combinacidn de estos procesos.

Frare, Axia, & Battistella (2002) analizaron la calidad de vida y su correlacion con las

estrategias de afrontamiento. Los autores concluyeron que la habilidad del nifio en utilizar
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una estrategia de suceso con relacion al sintoma fisico presentado indica mejores resultados

en la escuela, vida social y en el funcionamiento fisico.

Al estudiar el temperamento de nifios de 6 afios con dolores recurrentes abdominales,
Davison y colegas (1986) defienden la idea de que estos dolores pueden ser resultado de una
vulnerabilidad al estrés. Aunque se hayan sugerido varias causas, frecuentemente se destaca
la vulnerabilidad a los eventos estresantes como un factor desencadenante de las
somatizaciones (Hodges, Kline, Barbero, & Flanery, 1985). Bakoula y colegas (2006)
afirman que los nifios con quejas de dolor reaccionan al estrés de la vida con altos niveles de

angustia somatica cuando son comparados con sus pares no afectados.

Otra caracteristica peculiar en los nifios con somatizaciones es su elevada sensibilidad
para las sensaciones corporales, lo que se ha llamado amplificacion “somatosensorial”. Esta se
caracteriza por una mayor atencion a las sensaciones corporales y una tendencia a fijarse en

sensaciones infrecuentes (Barsky, Goodson, Lane, & Cleary, 1988).

4.3 Factores sociales y del ambiente

4.3.1 Cultura

Las posibles influencias de la cultura, raza o etnia en el desarrollo de las
somatizaciones no han sido estudiadas de manera adecuada en poblacion pediatrica (Campo
& Fritsch, 1994). Sin embargo, se reconoce que son aspectos que pueden ser influentes y

necesitan mayor investigacion (Campo & Fritz, 2007).

4.3.2 Estatus socioeconémico

La literatura tampoco es concluyente sobre la influencia del estatus socioecondémico

en las somatizaciones. Algunos autores han sefialado una asociacion entre bajo estatus
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socioecondmico y bajo nivel de educacion paterna con somatizaciones infantiles (Campo et
al., 1999; Lieb et al., 2002; Steinhausen, von Aster, Pfeiffer, & Gobel, 1989). Otros autores
informan de resultados dudosos o negativos (Stevenson, Simpson, & Bailey, 1988; Walker &

Greene, 1991).

4.3.3 Eventos vitales estresantes

Hay importantes evidencias que afirman que los acontecimientos vitales adversos
estan asociados con la presencia de somatizaciones infantiles. Situaciones traumaticas como
abuso sexual (Rimsza, Berg, & Locke, 1988), maltrato infantil (Haugaard, 2004; Perkonigg
et al., 2005), la pérdida o la muerte de un familiar son factores que se asocian con la

manifestacion de quejas fisicas (Aro et al., 1989; Walker & Greene, 1991).

Las situaciones negativas en casa o en la escuela suelen ser experiencias que producen
un gran estrés somatico en nifios con mayor vulnerabilidad, elevando la presencia de
sintomas fisicos funcionales tanto en muestras clinicas como en muestras comunitarias (Boey

& Goh, 2001; Walker, Garber, & Greene, 1993; 1994).

4.3.4 Factores familiares

Campo y colegas (1999) verificaron que nifios con quejas fisicas funcionales suelen
venir de familias no intactas, donde los padres pueden estar casados pero no viven juntos. Los
resultados de otra investigacion de nifios con dolores abdominales también revelaron que
dichos nifios suelen proceder de familias monoparentales (Campo et al., 2004; Sanberg &

Stevenson, 2008).

Hay una evidencia importante de que los padres de nifios con sintomas somaticos o
familiares padecen mas de quejas fisicas que los de los nifios no afectados (Hotopf, 2002;

Walker, Garber, & Greene, 1991; Walker & Greene, 1989). La exposicion a una enfermedad
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de un miembro familiar también ha sido asociada con SSF a la edad adulta (Craig et al.,

2002).

Es bastante comun la presencia de problemas de salud en algin familiar de nifios y
adolescentes con sintomas fisicos (Garralda, 1999; Craig, Boardman, Mills, Daly-Jones, &
Drake, 1993). Algunos autores afirman que esta caracteristica estd implicada en la
manifestacion de las sintomas somaticos en la infancia, llegando a sugerir la existencia de un
modelo familiar para los nifios somatizadores (Grattan-Smith, Fairley, & Procopis, 1988;
Maloney, 1980). Se acredita que la presencia de quejas fisicas en un miembro familiar podria
servir como un ejemplo conductual al nifio. Este modelo contribuiria (junto con otros
factores) con el desarrollo de las somatizaciones en los hijos (Osborne, Hatcher, &

Richtsmeier, 1989).

También se ha verificado una elevada presencia de trastornos psiquiatricos en familias
de nifios con somatizaciones cuando se han comparado con familias de nifios sanos, siendo
los méas comunes los trastornos de ansiedad, depresion y trastornos somatomorfos (Garber et

al., 1990; Walker et al., 1994).

En investigaciones clinicas (Campo et al., 2007) y comunitarias (Zuckerman et al.,
1987), las madres de nifios y adolescentes con dolor cronico suelen presentar altos niveles de
sintomatologia depresiva o de ansiedad comparado con madres de nifios no afectados

(Hodges, Kline, Barbero, & Flanery, 1985; Hodges, Kline, Barbero, & Woodruff, 1985).

Por otro lado, se sabe que la relacion entre padres e hijos juega un papel central en la
comprension de la conducta y en el desarrollo psicosocial del nifio (Cummings, Davies, &
Campbell, 2002). Basados en esta perspectiva, algunos investigadores estudiaron la relacion
entre los estilos educativos parentales y la presencia de somatizaciones pediatricas. Los

estilos educativos parentales se definen por el conjunto de practicas ejercidas por los padres
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(o substitutos de los mismos) que caracterizan el cuidado de sus hijos (Pereira, Canavarro,

Cardoso, & Mendonga, 2009).

Los estudios indican que una excesiva preocupacion y vigilancia ansiosa hacia los
sintomas del nifio pueden actuar como factores de mantenimiento de los sintomas fisicos
funcionales. Altos niveles de estrés materno y demasiada proteccion (sobreproteccion,
preocupacion excesiva con el hijo) han sido descritos en mayor frecuencia en padres de nifios

con somatizaciones que en los padres de nifios sanos (Garralda, 2004; Walker et al., 2006).

Robinson et al. (1990) afirman que hay una tendencia a la sobreproteccion y a los
temores de separacion en los padres de los nifios con somatizacion. Esto puede promover un
sentido de vulnerabilidad personal en el nifio que, a su vez, puede traducirse en una

somatizacion (Spierings, Poels, Sijben, Gabreéls, & Renier, 1990).

En una investigacion longitudinal con adolescentes de 10 a 12 afios, Janssens et al.
(2009) verificaron que la sobreproteccion materna fue un predictor de somatizaciones para las
chicas, mientras que la sobreproteccion paterna fue un predictor para el desarrollo de quejas
fisicas en los chicos. Los resultados sugieren que padres sobreprotectores pueden corroborar

con el desarrollo de SSF en jovenes adolescentes.

En la figura 1 se observan los principales factores implicados en el desarrollo de las

somatizaciones a partir de las investigaciones realizadas.
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6. Presentacion de los estudios empiricos

Dada la importancia verificada en muchos estudios entre la manifestacion de los SSF
y los trastornos de ansiedad en la infancia y adolescencia, las investigaciones presentadas en
esta tesis se centran en esta asociacion, intentando aportar algo o ampliar el conocimiento
cientifico en esta area de investigacion. Ademads, hay dos estudios que tienen por finalidad
detectar posibles asociaciones entre los SSF y las conductas externalizantes. Aunque la
literatura apunta una menor implicacion de trastornos como el TDAH en el desarrollo de los
SSF, se sabe que dichos nifios también pueden manifestar SSF y presentar deterioros

importantes decurrentes de ellos.

Considerando esta perspectiva, en el primer estudio denominado Somatic symptoms,
severe mood dysregulation, and aggressiveness in preschool children (Serra Giacobo, Jané,
Bonillo, Ballespi, & Diaz-Regafion, 2012) se investigd la presencia de quejas fisicas
funcionales en nifios preescolares, una edad en que los estudios son escasos. Ademas,
también se centrd en la asociacion con el Severe Mood Dysregulation, un sindrome presente
en el ambiente clinico que estd relacionado con el trastorno pediatrico bipolar y que
actualmente resulta de gran interés en el ambiente cientifico (Leibenluft, Charney, Towbin,

Bhangoo, & Pine, 2003).

El segundo articulo denominado ADHD and functional somatic symptoms: Structural
equations of a conceptual model, se estudi6 la presencia de los SSF en una poblacion clinica
de nifios y adolescentes de 6 a 18 afnos diagnosticados con TDAH.

En el tercer estudio denominado Functional somatic symptoms: Structural equations
of a conceptual model in a Spanish sample, se utilizO una muestra comunitaria de nifios

escolares de 6 a 8 afios para elaborar un modelo de ecuacidn estructural. El uso de ecuaciones
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estructurales permite establecer relaciones entre las variables propuestas en un Uinico analisis

estadistico.
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7. Objetivos, hipotesis y justificacion de la tesis

7.1 Objetivo general

El objetivo general de la tesis doctoral es el de examinar la relacion existente entre

psicopatologia, la sobreproteccion paterna y la presencia de SSF en poblacion infanto-juvenil.

Para cumplir con el objetivo se realizaron tres estudios empiricos con muestras
distintas. La opcion por estudiar la presencia de SSF en nifios de diferentes edades y
caracteristicas se debid a la posibilidad de contribuir con algin dato de interés en areas que
todavia necesitan mayor atencidon, o bien porque los hallazgos ya encontrados necesitan ser

replicados.

7.2 Objetivos especificos del primer estudio:

Somatic symptoms, severe mood dysregulation, and aggressiveness in preschool children

(Serra Giacobo et al., 2012)

1. Conocer la prevalencia de los sintomas somaticos en una muestra de nifios

preescolares espafiola.

2. Establecer asociaciones con psicopatologia, agresividad y con el sindrome

denominado Severe Mood Dysregulation (SMD).
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7.3 Hipotesis del primer estudio:

1. Se espera encontrar una prevalencia de sintomas somaticos similar a los estudios
previos, asociaciones con sintomatologia de ansiedad pero no con el Severe Mood

Dysregulation ni con sintomas de agresividad.

7.4 Objetivos especificos del segundo estudio:

ADHD and functional somatic symptoms: Structural equations of a conceptual model

1. Examinar el efecto de la ansiedad, depresion, y la sobreproteccion paterna sobre los
SSF manifestados en una muestra de nifios con TDAH. En el estudio se utilizan dos modelos

estructurales: uno basado en la informacion de los padres y otro en la de los nifios.

2. Verificar si los SSF estan asociados con el nivel de deterioro del funcionamiento

general.

7.5 Hipotesis del segundo estudio:

1. El modelo conceptual propuesto presentara un buen ajuste a los datos.

2. El modelo de los padres y de los nifios presentaran diferencias.

3. La ansiedad generalizada infantil y la sobreproteccion paterna ejerceran un efecto

sobre los SSF.

4. El nivel de deterioro funcional estara asociado con la presencia de los SSF.
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7.6 Objetivos especificos del tercer estudio:

Functional somatic symptoms: Structural equations of a conceptual model in a Spanish

sample

1. Elaborar un modelo de ecuacion estructural para los SSF en una muestra de

poblacion general.

2. Verificar si la ansiedad, depresion y los sintomas somaticos de los padres tienen un

efecto sobre la presencia de SSF en los nifios.

3. Conocer cudles variables del modelo propuesto tienen mayor influencia sobre los

SSF.

7.7 Hipdtesis del tercer estudio:

1. El modelo conceptual propuesto presentara un buen ajuste a los datos.

2. Las variables ansiedad de separacion, sobreproteccion paterna y las quejas fisicas

de los padres ejerceran un efecto significativo sobre los SSF.

7.8 Justificacion

El interés por el tema se debe, fundamentalmente, por una motivacion personal fruto
de la experiencia clinica con nifios y adolescentes y de la necesidad de aprender mas sobre las

somatizaciones para un mejor desarrollo profesional, sea en el ambito clinico o académico.

También hay dos razones primordiales que justifican el estudio. La primera razon es
por la importancia del tema y el impacto negativo que las somatizaciones pueden producir en

el desarrollo evolutivo del nifio. La segunda, porque su estudio permite establecer una
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perspectiva integrada del comportamiento humano, donde las manifestaciones fisicas y los

procesos mentales son resultado de un proceso interactivo.
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Abstract Many rescarchers have studied somatic symp-
toms in children. However, its association with severe
mood dysregulation (SMD) is poorly known. The aim of
this study is 1o detect the presence of SMD in preschool
children and to know the prevalence of somatic symptoms
and associations with psychopathology, SMD, and aggres-
siveness. The study population consists of children between
3 to 6 yewrs of age enrolled n Barcelona's kindergarten
schools (n=319). Their parents completed questionnaires
about the presence of somatic symptoms in children,
absences from school and pediatric visits, child psychiatric
symptoms, presence of symptoms of SMD, and aggressive-
ness. Teachers were also informed about SMD and
aggressiveness. Children who complained frequent somatic
symptoms (three or more in the last 2 weeks) were
compared with those who did not. Two hundred five
children (64.3%) reported at least one physical complaint
in the 2 wecks preceding the study. One hundred
participants (31.3%) reported frequent somatic complaints.
Positive associations were found with anxiety symptom-
atology, scparation anxicty, social phobia, pediatric visits,
and school absences, but not with aggressiveness or SMD
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symptoms. Somatic symptoms are common in a sample of
preschool children but do not show a positive association
with the symptoms of SMD.

Keywords Somatic symptoms - Preschoolers -
Psychopathology - Severe mood dysregulation

Introduction

There are several difficulties and controversies in the
diagnosis of pediatric bipolar disorder (BPD). This led to
Leibenluft et al, [32] to propose a new syndrome present in
the clinical setting [4] called severe mood dysregulation
(SMD). The need arose to disgnose children who had mood
disorders like imitability or sleep disorders, among others,
but that did not meet the criteria for BPD.

Leibenluft [32] proposed a separate classification of the
disorder because it is still unclear when an SMD symp-
tomatology belongs to the broad phenotype of bipolar
disorder. The syndrome is defined by an abnormal mood
such as imitability, anger, or sadness. It also has symptoms
such as msomnis, restlessness, inefficient thinking, talking
too much, distractibility, and increased reactivity to nega-
tive stimuli (tantrums). These symptoms must begin before
12 years of age [5]. Literature shows that studies have been
conducted with schoolchildren and adolescents [5, 6, 32]
but it has not been detected whether preschoolers can have
those symptoms. Many works mvestigated psychistnic
disorders in preschool children [28, 35 However, according
to the available literature, there are no studies in which an
ussociation between SMD and somatic symptoms is shown.

Somatization is characterized by the presence of physical
symptoms that are not better explained by a medical
condition [23, 27, 29]. It can be defined as an expression
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of a psychological difficulty through one or more physical
complaints [34], Somatization is quite common in child-
hood and adolescence and is responsible for a significant
number of visits 10 pediatric care centers [7, 37, 44].

In rescarch with general population samples, parents
often reported recurrent somatic symptoms in their children.
According to Goodman and McGrath [24], between 2% and
10%6 of children have functional pain without justified
cause. Doménech-Llaberia et al. [14] evaluated somatic
symptoms in & sample of preschool children. The most
frequent complaints were: stomachache (38.8%), fatigue
(20.4%), headache (16.7%), and leg pain (16.6%). The
prevalence of recurrent somatic complaints was 20.4%. In
another study with similar population [42], the frequency
wiss 23.29% and complaints such as headache and stomachache
were the most present.

Bakoula et al. [2] explored recurrent pain in an
epidemiological sample and found a prevalence of 7.2%.
Zuckerman et al. [47] analyzed recurrent headaches and
stomachaches in preschool children and found a frequency
of 3% and 9%, respectively.

Age and gender may be related to the frequency of
somatic symptoms. There is a tendency to have no
differences until late childhood and puberty, when symp-
toms are more common m girds than in boys, especially the
closer they get to adolescence [2, 8, 10, 17, 22, 27, 41].
Nevertheless, Rask et al. [42] found gender differences m
preschool children, and girls showed more recurrent
physical complaints,

In many studics, somatization has been associated with
psychopathology, pesticularly anxiety and depeession [3, 11,
16, 20, 29, 23] Most authors find that the association with
intemalizing disorders is higher than with externalizing
disorders [6, 9, 10, 12, 24, 28, 29]. However, Egger et al.
[16, 17] found positive association between somatic symp-
toms and conduct disorder in males and also with oppos:-
tonal defiamt disorder. Pakalins et al. [39] ako found an
association between migraines and oppositional defiant
disorder.

Many investigations have focused on specific symptoms
such as recurrent stomachache or headache [11, 16, 20, 33,
41]). Furthermoee, most researches have been devoted to
studying schoolchildren and adolescents. Studies focused
on preschool children are scarce [14, 15, 38] Since
research suggests that somatic symptoms in adults have
their onigins in childhood and mamtain certain continuity
[3, 9, 18, 34], it seems imponant to verify the presence of
symptoms at carly ages.

Relationship between aggressiveness and somatic symp-
toms has been poorly studied. Aggressive behavior or
behavioral problems may be defined in terms of a
psychiatnic disorder such as disruptive behavior disorders

€ Speiager

[40]. It may also be understood as a strategy to solve
mterpersonal conflicts [36]. Some degree of aggressive
behavior towards peers in preschool tends to occur and 1t is
not necessarily indicative of emotional or behavioral
disturbance, It only represemts a normal, appropriate
response to the needs of development. However, when it
becomes persistent, as in the case of children with SMD, it
may be a nsk factor for psychopathology [45].

So far, studies indicate that children with somatic
complaints have & higher level of neuroticism and fewer
antisocial traits such as aggression. They also have o
tendency to harm avoidance and have fewer disciplinary
problems in school than their peers [11, 26). Considering
thit research on somatization and specific behavioral traits
such as aggression is scarce, it is important to extend the
mformation especially about preschoolers in which aggres-
sive behaviors are ofien present.

The amm of this rescarch is to know the prevalence of
somatic symptoms and associated variables in a sample of
preschool children. Also, it is intended to verify the
presence of SMD symptoms in such sample.

According to liternture and to the above aims, it is
expected to find a prevalence of somatic symptoms similar
to that of previous studies, Also, it is expected to find
wssociations with the symptoms of anxiety but not with
SMD or with symptoms of aggressiveness.

Method
Participants

The study population consisted of children from the city of
Barcelona, enrolled in preschool education, which in Spain
includes three levels: P3 (3-4 years of age), P4 (4-5 years of
age), and P5 (5-6 years of age). The sample universe was
comprised of 18 concerted schools, that is, private schools
subsidized by the city of Barcelona. From this sample, five
schools were selected, cach located in one of the largest
districts of the city. The total mumber of children between 3
anxd 6 years of age enrolled in these schools was 475. Three of
them were specific 10 early childhood (0-6 years of age), and
the other two offered nursery, pnmary education, and
secondary education. It was, therefore, a non-probability
quota sampling.

Parents of 365 children (76.8%) gave their consent, a
similar participation index to previous investigation [13], It
was possible 1o obtain full details of parents and teachers in
333 (91.2%) cases. Children suffering from chronic illness
(n=14) were excluded. Previously, children with a pervasive
developmental disorder or mental deficiency were also
excluded. Thus, 319 participants composed the final sample.
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Instruments
Physical symptoms

Qiiestionari Pels Pares (Questionnaire for Parents) [14). Itis
& questionnaire of general information on children and their
families. In the section on physical symptoms, parents
completed the tems on the presence and frequency (one,
two, three, or more occasions) of children’s somatic
compluints. The assessed symptoms were: stomachache,
headache, fatigue, dizziness, and other complaints. These
symptoms were sclected because they are common in
general population studies [22]. The questionnaire also asked
about pediatric visits and school absences related to physical
complaints. The Four Factor Index of Social Status wis used
10 measure the socioeconomic status of families [25).

Psychopathology

Early Childhood Inventory-4 (ECI4) [19, 46], version for
parents and teachers. This is a screening instrument that
follows the DSM-IV [1] eriteria for emotional and behaviogl
disordess in children aged 3 0 6 yewrs. The category of
symptoms hias adequate intermal consistency and test-retest
relinbality. It also has good critenon validity for the most
common disorders in chaldren aged 3 to 6 years [46). ECI-4
psychometric properties have been previously studied in

Spanish samples. Intemal consistency between versions foe
parents and teachers has been satisfactory but low in
emotional disorders [28). This study used information from
parents to establish psychiatric sympioms.

Severe mood dysregulation

In a previous study, items from the Child and Adolescent
Psychiatric Assessment (CAPA) were used to determine the
presence of SMD [5] based on the definition of the disorder
peovided by Leibenluft et al. [32]. On the same line, items
from ECI4 [19] answered by parents and teachers were
used to define the presence of symptoms of SMD. Those
items are similar to the CAPA ones which 1s a diagnostic
interview that also follows the DSM-IV (see Table 1),

Aggressiveness towand peers

Peer Conflict Seale [19). This is a ECI-4 scale conaining
ten items based on categories of physical, verbal, symbolic
aggressiveness, and aggressiveness toward an object. The
scale has a version for teachers and paremts.

General aggressiveness

Items from ECL4 [19] answered by parents and teachers
were used. Selected items belong to the scale assessing

Table 1 Child and Adolescent

Psychiatric Assessment items CAPA'" sectivn and item(s)

ECI's categories, items), and number of item(s)

Catcpory F: depression

1. Seawible (76)

2. Imitalslity (67)

3. Resentment (67)

4. Depressed mood (66)

5. Inefficient thoaghts (75)
Category B: oppositional defiant
1. Losing control (21)

2. Tantrums (26)

Category H: sleep and F: dysthymaa
1. Slecp disorder (81, 82, 83)

2. Change of decp habits (73)
Category Az ADDH

and ECT's comresponding tems -
used 1o verify the presence of Depression secton
severe mood dyseegulation 1. Seasible

2. Imtability

3. Resentment

4. Depressed mood

5. Ineficient thoughts

Defiant bebavior section

I. Losing contnod

2. Tantrums

Sleep disonder section

1. Insommin

ADDH section

1. Hyperactivity or agitation
CAPA Chuld and Adolescent 2. Difficulty in remaining st
Peychintne Assessment, £CT 3. Talks o much
Early Childbood Inventory, ’
ADDH sttention deficht disorder 4. Intenrupts others
with byperactvity 5, Dafficulty m waiting tarns
*Based o the critena of SMD 6. Dafficulty i concentrating
provided by Leibeatuft and 7. Ixfficulty i following directions
colleagnes [3)

1. Hypemctivity of agitation

2 Difficudty i remnaining sat

3. Talks 0o much

4. Interruges others

5. Difficedty i waiting turns

6. Difficulty in concentrating

7. Difficadty mn Sollowing derections
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conduct disorder and indicate the presence of aggressive
behavior. They are: 1, “stants physical fights™; 2, “deliberately
destroys others” property”; 3, “he'she is physically cruel to
animals™; 4, “he/she is physically cruel to people™,

Procedure

After obtaming the consent of the participating schools’
management stafls, & letter was sent to parents summoning
them to & meeting where the aims of this study were explained
and where they signed an informed consent. Absent parents
were informed and teachers encouraged them to participate.
All schools were given the possibility that teachers to be
replaced with members of the research team to give them
time to answer the questionnaires. Only one of the schools
agreed to be helped. The other teachers from other schools
completed the questionnaires relating to students at another
time and had 1 month to retum them to the rescarch team.
In tum, parents received questionnaires from teachers and
completed them at home. They were asked to deliver the
questionnaires with the minimum delay possible. Teachers
conducted the retum of questionnaires.

Statistical analysis

The Pearson )\~ test was used to determine the statistical
significance of differences between children who com-
plamed frequent somatic symptoms and children who did
not complain. A Student’s 7 test was used o verify the
variability of SMD symptoms, Finally, binary logistic
regression models were used to calculate the effect of
SMD, general aggression, and aggression among peers in
the presence of somatic symptoms, adding the confounding
variables age and gender. Following the guidelines of many
authors [30, 31, 43] and since regression is used as & means
o measure an cffect, and it does not has a predictive
objective, only the coefficients b of interest and thewr
respective odds ratios are showed. It is noteworthy that in
all statistical analysis, the level of significance was p<0,05.

Results

Sample

From 319 participants who were part of the sample, 128
were girls (40.1%) and 191 were boys (59.9%), distnbuted
between the ages of three 1o six (mean age=4.7, SD=0.89),
studying the P3 [n=118 (37%)], P4 [n=108 (33.9%)], and
P53 [n=93 (29.2%)] levels of early childhood education.
Most of the sample [n=298 (93.4%)] was placed in the
middle and upper-middle socioeconomic level. The sample
did not show a significant ethnic or cultural vanability.

Somatic complaints

Only 35.7% (n=114) of participants had no physical
complaints. In other words, a total of 205 (64.3%) children
according to their parents had at least one physical
complaint i the 2 weeks preceding the study: 116 boys
(60.7%) and 89 girls (69.5 %). The most frequent
complaints were stomachache [143 (44.8%)], fatigue [83
(26%)], headache [56 (17.6%)], leg pain [45 (14.2%)], and
dizziness [6 (1.9%5)] (Table 2).

Frequent somatic complaints

In linc with other investigations, the criteria for case
definition were the presence of any somatic complamts
more ofien than three times during the 2 weeks preceding
the study [14, 22) These children were compared with
those children who did not have frequent somatic com-
plaints (n=219),

Prevalence of somatic symploms

The prevalence of children considered as “somatizing”™ was
31.3% [95% C1=26.5% to 36.6% (n=100)]. With regard to
gender and age when comparing both groups, sigmificant
differences were not found. There were also no significant

Table 2 Types and distnbution of complaints reported by parcats (#=319)

Types Never Once 2-3 Tumes +3 Times

Count Percent (%) Count Percent (%) Count Percent (%) Count Percent (%)
Swmachache 176 552 4 15 46 144 4 154
Leg pasn 274 859 19 6.0 14 44 12 i3
Headache 263 24 u 107 16 50 6 19
Fatigue 236 740 10 94 30 94 23 7.2
Dizziness 33 981 5 16 1 03 - -
Total ™1 85 6.7 282
€ Speinger
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differences in the analysis of physical complaints by arcas
(stomachache, headache, fatigue, dizziness, and leg pain),

Psychopathology

The presence of intemalizing and extemalizing symptoms
was amlyzed. Results are shown in Table 3. Children with
recurrent somatic complaints showed more any anxiety
symptoms. Analyzing the specific symptoms of anxiety,
children defined as cases had more separation anxiety and
social phobia. With regard 1o gender, both boys and girls
with recurrent somatic complaints had a higher association
with any anxiety symptoms and separation anxicty but not
the same applies to girls with respect to social phobia
(Table 3).

We also analyzed the presence of the following
psychiatric symptoms: attention deficit disorder with
hyperactivity, generalized anxiety, specific phobia, depres-
sion, dysthymia, conduct disorder, and oppositional defiant
disorder. However, there were no significant associations
with somatic symptoms. Meanmgful analysis between
physical complaints and psychiatric symptoms can be seen
in Table 4.

Family structure, pediatric visits, and school absences

Children with recurrent physical complaints had higher school
absences {25 (25%)) than their peers without the condition [25
(11.4%)), the difference being statistically significan (=
9.58, p=0.002, R=2 58 95% CI=139 1o 4.78). Similarly,

they visited the pediatrician more often [28 (28%)] than their
peers [18 (8.29)] (\*=21.76, p<.001, R=4.34, 95% Cl=
2.26 to 8.32). With regard to family structure, no significant
differences were found among groups.

SMD and aggressivencss

In parents, the difference between means obtained by Student’s
ttest (children with recurrent physical complaints, mean
(M)=37.2, SD=6.38; children without recurrent physical
complaints, M=35.6, SD=7.0; A=1.6, p=0.046, 95% Cl=
0.03 to 3.32) indicated the presence of varisbility in the
symptoms of SMD, which suggests to be a present
manifestation in preschool children. In teachers, there are
not statistical difference between means (A=-0.12, p=
0.864). The mean values for general aggression [parents,
M=4.46, SD=081; teachers, M=430, SD=0.90] and
aggression among peers (parents, M=12.06, SD=2.56;
teachers, M=11.39, SD=2.6) were similar in both informants.
To verify the association among frequent somatic
complaints, SMD, aggressiveness among peers, and general
aggressiveness, a binary logistic regression model was
camied out. There were no statistically significant associa-
tions with the exception of anxiety symptoms (Table 5).

Discussion

Results confirm that recumrent somatic complaints are com-
mon in samples of children 3 to 6 years of age. Exclusion in

Table 3 Psychiatric symptoms association with frequent somatization (a=319)

Psychiatne Frequent somatization Pearson’s Pt OR C1 95% for OR
symptoms chi-square (")
Yes (N=100) boys No (N=219) boys
(n=34) girls (n=46) (r=137) girls (n=82)
Frequency  Percemt  Frequency  Percent Lower  Upper
U] (%) (0] (&)
Any smxaety Boys 21 380 25 182 9.02 0003 288 141 smn
Gurds 17 37 16 195 468 0.030 24 1.07 543
Total 38 38 41 187 13.69 “0.001 2.66 157 451
Scparation anxicty Boys 16 296 44 423 <0001 919 136 2512
Gids 12 26.1 i 98 .96 0015 326 1.22 8.
Total 28 28 14 o4 28.03 <0.001 5.69 284 11.41
Social phobia Boys 8 148 3 22 1137 0.002 7.76 197 3ns2
Gids 3 65 1 12 273 0132 565 570 5598
Toml 1 11 4 13 12.89 0.001 664 206 2142
OR odds ratio, C7 confidence mterval
* Significance level
* Only statistically significant values are showed
Q) speinger
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Table 4 Psychiatric symptoms association with phiysical complaints (n=319)

Psychiatric Physical complaints " i OR CI95% fr OR
symptoms
(Yes) (No)
Frequency  Percent  Froquency  Percent Lower  Upper
" (%) 0 )
Any anxicty Swomachache 18 367 61 26 445 0038 198 104 380
Leg pain 6 0 73 238 426 0.039 320 1.03 1024
Sepantica anxicly Stomachache 15 306 7 10 1541 «<0.001 39 192 £20
Leg pain 6 50 36 1.7 1479 00 75 230 2459
Headache 3 50 39 125 728 0.032 .02 1.37 3604
Social phobia Stomachache 6 122 9 33 738 D016 404 137 1%
Fatigue 4 174 1 37 £9 0.017 545 1.58 18.75
QR odds mtio, CI confidence mterval
*Pearson's chi-square
* Significance level

“ Ounly statistically sigmificant values are showed

the analysis of children whose parent questionnaires indicated
the presence of chroaic diseases and the evaluation of the most
common symptoms (stomachache, ftigue, headache, dizza-
ness, and leg pain) suggest that physical complaints are not
best explained by a medical condition.

As reported by parents, the prevalence of frequemt
somatization was 31.3%. Doméncch-Llaberia et al. [14)
found a prevalence of 20.4%. Zuckerman ct al. [47])
analyzed recurrent headaches and stomachaches in pre-
school children and found a rate of 3% and 9%,
respectively. Rask et al. [42) claim that 23.2% of children
had functional somatic symptoms in which no cause was
found. Masi et al. [37] found a prevalence of 69.2%.

It 1s possible that the discrepancy of results is based on
the lack of consistency of instruments and methodologies in
the different studies. The assessment of somatic symptoms

did not include the same list of symptoms [33], and it was
applied w0 children of different ages and cultures. These
differences make it difficult to compare results.

In the case of research by Doménech-Llaberia et al. [14),
a more accurate comparison can be made if methodologies
and the studied population are similar,. However, there is
considerable difference in prevalence. Perhaps this is based
on the information obtained. It is possible that in our
rescarch anxious parents overestimated their children’s
physical symptoms, which could increase the number of
children who met our case definition. Moreover, these
studies provide another important difference. Our research
used a sample of a city larger than the sample used by
Doménech-Llabena [14]. Characteristics like the lifestyle of
children can comoborate greater or lesser presence of
somatic symptoms,

Table § Effects of aggressiveness and SMD symptoms on froquent somatic sympioms (v 319)

Vanables B I OR CI95% for OR
Lower Upper
Aggressivencss toward peers Parcots 0.047 0519 1048 09509 1207
Teachers ~0.046 0639 0958 0.7% 1156
General aggressiveness Parents ~0.19 0.551 0,824 0.524 1293
Teachers 0.083 0399 1.086 0632 1.868
SMD* Parents 0.026 0.196 1.026 09387 1.068
Teachers 0.002 0.%49 1.002 0954 1051
Any snxiety symptomatology Pareats 0.854 0.003" 2349 1.348 4094

SMD severe mood dysregulation, 0.8 odds ratso, CJ confidence interval

* Significance level
* Seatistically significant; adjusted for age and sex
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According to our study, stomachache (15.4%), fatigue
(7.2%), and leg pain (3.83%) were the most frequemt
physical complaints. This result is in line with previous
studies [14, 42]. In other studies, the frequency of
stomachache was abouwt 10%, very similar to what has
been found in other studies [27, 41). The gender analysis
showed no significam differences, comroborating most
previous research [2, 8, 10, 22, 27, 41].

No significant associations with symptoms of SMD were
observed, although seems to be a manifestation of preschool
children, according parental reports, In analyzing the symp-
toms that configure SMD, the presence of symptoms such as
hyperactivity, difficulty taking tums, tantrum, and imitability
[4-6, 32] can be verified. On the other hand, children with
frequent somatic symptoms have a higher level of emotional
symptoms such as anxiety and neuroticism and a tendency to
meet the expectations [ 11, 45]. Due to their personality traits,
these children have no behaviomal problems such as those
described in SMD, which would justify the lack of
association with it

The same can be interpreted in relation to the lack of
positive statistical association between aggressiveness
(toward peers or i general) and somatic symptoms. It is
known that somatic symptoms are more present in children
with fewer juvenile antisocial traits and a tendency to harm
avoidance as well as have fewer disciplimary problems m
school. Results confirm the literature findings,

Following the findings of previous studies, children with
somatization had more frequent school absences and pediatric
visits [7, 23, 44]. It is possible that parents or caregivers were
concemed with physical complaints and felt the necessity of
a medical evaluation. In addition, the greater number of
school absences indicate that these physical symptoms can
cause functional damage in the activitics of these children
demonstrating the need for healihcare professionals to be
vigilant of them at the time of evaluation,

Confirming the initial hypothesis, o significant association
with anxiety symptoms was found. The effect of anxiety
symptoms on somatic symptoms also is reflected in the
regression model used in Table 5, Results confirm peevious
research that positively associates anxiety disorders with
somatization (20, 21, 23, 29],

Socil phobia and separation anxicty were the most
frequent comorbidities in the research of Campo et al, [11).
In their study, positive associations with both symptoms
were found. It is possible that children have a greater
vulnerability to anxiety disorders. Vulnerability might be
based on genetic, temperamental, or psychobiologic factors.
Also, it might be that somatic symptoms as well as anxiety
disorders have shared biological substrates, which act as
mediators and justify the associations between them.

Many researchers assert that the effects of anxiety
change the perception of somatic sensations. Also, it is

known that somatizing children are used to be more
attentive 1o the signs of their bodies, These factors might
merease the chance of detecting more physical complaints
making children more likely to develop somatic symptoms
[29).

On the other hand, an association with extemalizing
symptoms was not expected. The results are similar to those
of other works [10, 37, 44]. Di Lorenzo et al. [12] state that
there exists evidence confirming that children with recur-
rent stomachache do not have high levels of conduct
disorder or oppositional defiant disorder compared 1o
healthy children.

Nevertheless, Egger et al. [16, 17] found an association
between conduct disorder and headache, Pakalins et al. [39]
refers to o significent association between oppositional
defiant disorder and somatic symptoms. Egger et al. [16,
17] used a sample of subjects between puberty and
adolescence. The litermture indicates that hormonal and
chemical changes typical of this age mfluence behaviorn
Therefore, the presence of extermalizing disorders assocuated
with somatization may be linked to this chamcteristic.
Moreover, as in the work of Pakalins et al [39], the
assoctation with somatic symptoms only exists when there
ts headache. In our analysis, we explored associations with
somatic complaints in general and we used a preschool
sample.

Our results suggest that in a Spanish sample, children 3 to
6 years of age show a significant frequency of somatic
symptoms, These children may be considered a risk group foe
future emotional distress. The available literature argues that
somatoform disorders in adults often begin in early childhood
[3, 9, 15, 26]. Children with frequent somatic complaints
should be evaluated as soon as possible to avoid future risk
of said disorder. In this way, it would be possible to establish
preventive work against future psychopathology.

This study has some limitations that should be wken into
account when interpreting the results. The classification
used for children with frequent somatic complaints was
based on parent’s reports using symptom items. Since
children were not part of a clinical population, a medical
diagnosis was not available to confirm that the medical
symptoms could not really be explained by any medical
condition. This limitation can be largely found in similar
studies [ 14, 42].

According to Leibenluft and colleagues [32), the
symptoms of SMD should be persistent for the last
12 months. Overall, the stability of psychiatric symptoms
m preschool children is different than in schoolchildren.
The symptoms could be not as persistent as in okder
children. Some authors suggest the need to modify the
durability criteria for some disorders before applying it to
young children [35). For this reason, we believe that the
lack of durability entena of symptoms in our work do not
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invalidate the results. However, funher research is neces-
sary to validate our findings in & larger and more
representative sample,

The use of a single informant may produce some bias in
the results. The concems of parents regarding the physical
symptoms may not reflect the same concems of children
regarding their own symptoms. The research results could
be more potentinlized by using multiple informants.

Future rescarch

It would be interesting to investigate to what extent the
sevenity of comorbid anxiety disorders affects the association
with somatic symptoms. Studies considering the child's
temperament, associtions with somatization, and psychiatric
disorders help to better understand the phenomenon. It would
also be an important source for funber information abouwt
uggressiveness and SMD in these children.

It would be important that future studies regarding
somatization and SMD were centered on early childhood as
the possibilities of intervention in the development of
psychopathology are higher than in old age subjects. On the
other hand, we must take into account the difficulties inherent
in being able to distinguish the normal development process in
preschool children from psychiatric symptoms [26].
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Abstract

Background: To examine the effect of anxiety and parental overprotection on functional
somatic Symptoms (FSS) in children with Attention deficit hyperactivity disorder (ADHD).
Method: 76 children and adolescents (aged 6 to 17) with ADHD and their parents completed
a clinical interview about psychiatric and somatic symptoms. Parents also reported about
parenting styles. Structural equation modeling (SEM) was used. Results: The generalized
anxiety, overprotection and specific phobia had a direct effect on FSS. Conclusions: Anxiety
symptoms and parental overprotection may play a role in the development of FSS in children

with ADHD. Further research is necessary to corroborate our findings.

Keywords: ADHD, Functional somatic symptoms, Structural equation modeling.
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Introduction

Physical complaints and recurrent pain are common in children and adolescents
(Beck, 2008; Janssens, Oldehinkel, & Rosmalen, 2009; Vila et al., 2009). Many of these
symptoms have an unknown pathology (Dimsdale & Creed, 2009). The term somatization is
usually applied to refer to the presence of physical symptoms for which medical evaluations
do not prove the existence of any disease or biological process that can explain them. They

have also been referred to as functional somatic symptoms (FSS) (Campo & Fritz, 2007).

According to Beck (2008), between 10% and 30% of children and adolescents in the
United States have FSS. Similar frequencies have been found in studies of European samples

(Serra Giacobo, Jané, Bonillo, Ballespi, & Diaz-Regaiion, 2012).

Most research in clinical and general population show that the frequency of FSS is
similar in boys and girls until late childhood and puberty. However, girls tend to show higher

rates in adolescence (Doménech-Llaberia et al., 2004; Steinhausen & Metzke, 2007).

There is considerable evidence of high levels of psychopathology among children and
adolescents with physical symptoms of unknown pathology. The association with anxiety
disorders and depression has been widely studied and corroborated by several studies in both
clinical and general population samples (Campo et al., 2004; Janssens, Rosmalen, Ormel, van

Oort, & Oldehinkel, 2010; Liakopoulou-Kairis et al., 2002).

However, children and adolescents with Attention Deficit Disorder with Hyperactivity
(ADHD) also manifest FSS (Cho et al., 2009; Egger, Costello, Erkanli, & Angold, 1999;
Rapport, Randall, & Moftitt, 2002). In general samples, some authors have found positive
associations between children diagnosed with ADHD and recurrent abdominal pain, sleep

problems, and fatigue (Holmberg & Hjern, 2006). The prevalence of physical symptoms in
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such children is lower compared with that of children with internalizing symptoms. To our

knowledge, specific studies of FSS in children and adolescents with ADHD are limited.

ADHD is a behavioural disorder characterized by excessive inattention-
disorganization (difficulty paying attention to detail, making mistakes in home and work
tasks or in other activities), and/or hyperactivity/impulsivity (shaking hands or feet,
squirming on the seat, difficulty taking turns, etc.). The DSM-IV classifies ADHD into three
subtypes: predominantly inattentive, predominantly hyperactive-impulsive, and a combined

subtype (American Psychiatric Association, 2000).

Many of the affected children have difficulties in both social and cognitive
functioning. Compared with healthy children, adolescents and children with ADHD have
higher academic difficulties, poor school performance and reading problems, among others
(Biederman, 2005). School performance may be affected not only by attention deficits but

also by possible impairment of intelligence (Steinhausen, 2009).

In addition to impairments caused by ADHD, the overall functioning may also be
affected by the presence of FSS. It is common that children and adolescents with physical
complaints have higher rates of school absenteeism compared with healthy children, which
can lead to academic difficulties and limitations in social functioning (Hughes, Lourea-
Waddell, & Kendall, 2008). They also use more health services than healthy children. This
can lead them to undergo medical procedures or unnecessary use of medication (Beck, 2008;

Campo & Fritz, 2007).

Functional somatic symptoms are the result of a multifactorial process in which the
contributing factors may relate to cognitive, social, and biological aspects (Husain, Browne,
& Chalder, 2007). Among social factors, we can find parenting styles. In previous work, it

was found that parents of children and adolescents with physical complaints of unknown
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pathology usually show traits of overprotection (Garralda, 2004; Husain et al., 2007; Janssens
et al., 2009; Masi, Favilla, Millepiedi, & Mucci, 2000). So far, there is insufficient evidence
to claim that parental overprotection is also associated with the presence of functional

physical symptoms in children diagnosed with ADHD.

Taking into account the findings in the literature, this study is intended to examine the
effect of anxiety, depression, and parental overprotection on FSS shown by children with
ADHD. In turn, it is intended to verify whether the FSS are associated with the level of the

overall functioning impairment of participants.

The research hypothesis is that these variables are associated with the presence of FSS
in children with ADHD in the same manner as in children from general population without
this condition. To achieve the objective we created a conceptual model to be tested in a
clinical sample of children and adolescents with ADHD. We used structural equation
modeling (SEM) to assess possible direct effects of the independent variables on the FSS. We
also performed standardized procedures for the construction of the SEM, including the

development of a measurement model.
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Method

Participants

The non-probabilistic sample consisted of 76 boys/girls and adolescents aged 6 to 17
years (mean = 11.7, SD = 2.3) diagnosed with ADHD by child psychiatrists based on DSM-
IV diagnostic criteria. This is a clinical sample of children from the region of Osona
(Catalonia, Spain) who requested psychological assistance at the Mental Health Centre for
Children and Youth (MHCCY) of the Vic Hospital Consortium (VHC). The ethnic
distribution was 88% Caucasian, 5% Hispanic, 4% Maghrebian, and 3% Slavic. The male
gender was predominant (84.2%, n = 64). According to parental reports, all participants were
medicated. Participants with mental retardation or with developmental disorder were

excluded.

Measures

Anxiety disorders, Major depression and presence of functional somatic symptoms

Kiddie-Schedule for Affective Disorders and Schizophrenia, Present and Lifetime
Version (K-SADS-PL) (Kaufman et al., 1997). It is a semistructured diagnostic interview
designed to determine present episode and lifetime history of psychiatric disorder in
childhood and adolescence. Each question was answered on a 3-point severity scale. Scores
of 1 suggest the symptom is not present; scores of 2 indicate subthreshold levels of
symptomatology, and scores of 3 represent threshold criteria. It applies the diagnostic criteria
of the Diagnostic and Statistical Manual of Mental Disorders. This interview has proven to be

a reliable and valid tool for psychiatric diagnosis (Kaufman et al., 1997).

Besides of being used for psychopathology measures, this instrument was also used

for the development of the variable on functional somatic symptoms. Respondents score to
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what extent, during the last six months, they experienced bodily problems without a medical
cause. During the clinical interview, to assess the severity of the FSS the interviewer
considered the presence of the most frequent complaints in general population (headache,
abdominal pain, fatigue etc) (Domenech-Llaberia etal., 2004). Only data from present

episode were used.

Overprotection

My memories of upbringing, parent version (EMBU-P) (Castro, de Pablo, Gomez, &
Arrindell, 1997). This is a questionnaire for parents that assess parenting styles and classifies
them into 4 subscales. Items are scored 1 (never), 2 (sometimes), 3 (often) or 4 (always). To
assess parental overprotection the subscale "overprotection / control “was used. The EMBU-P
is adapted to Spanish population, and has demonstrated good internal consistency in the

scales (Castro et al., 1997).

Functional impairment

Children’s Global Assessment Scale (CGAS) (Shaffer et al., 1983). It is a scale for
evaluating the level of functional impairment caused by psychiatric symptoms. The scores
used range from 1 (maximum impairment) to 100 (excellent functioning). Scores above 70
indicate normal functioning. The scale has demonstrated good test-retest reliability and

significant correlations with other measures of psychopathology (Ezpeleta, Granero, & de la

Osa, 1999).

Procedure

The study was subject to acceptance by the ethics committee of the Vic’s Hospital
Corporation. All children between 6 and 17 years old treated at the Department of Mental

Health for Child and Youth of the Vic’s Hospital Consortium, who agreed to participate and
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had an ADHD diagnosis, were selected for study. Participation was requested via parents’

informed consent and verbal consent of the children involved in the research.

Through a concerted appointment, the diagnostic interview (K-SADS-PL) was
administered to children. Simultaneously, another researcher conducted the same interview
with the parents. After the interview, both interviewers established the CGAS scale score,
considering all the information obtained in the diagnostic interview. Parents of participants
were given the other questionnaires used in the study to be completed at home and were

returned to the hospital after they were completed.

Statistical analysis

Descriptive statistics were calculated using SPSS version 15.0. To examine the
relationships of the variables proposed in the conceptual model (Figure 1), SEM was
estimated using the program Mplus version 6.11 (Muthén & Muthén, 1998). The method of
maximum likelihood estimation was used because it allows analyzing all valid data, including
incomplete responses (Little & Rubin, 2002). The SEM was chosen because of its many
benefits on the regression models, path analysis, and factor analysis (Schumacker & Lomax,

2004).

Development of the model

In order to use the SEM method, it is necessary to develop a conceptual model based
on the theoretical framework of the study. Based on the research objectives, we constructed
latent variables that gave rise to the conceptual model (Figure 1). The latent variables relating
to psychopathology (generalized anxiety, separation anxiety, specific phobia, social phobia,

major depression) were developed from the K-SADS-PL items present in the specific
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sections of each disorder. To avoid spurious results, the question on physical complaints was

not used in the construction of the latent variable generalized anxiety.

In turn, the latent variable overprotection was originated from the items of the

subscale overprotection/control of the EMBU-P.

It is worth noting that two models were constructed according to the informants of
diagnostic interview: one based on the information of children and one based on responses
from parents. The decision to develop two models was because there is very limited evidence
concerning who is the better informant for functional somatic symptoms (Steinhausen &
Metzke, 2007). In general, it is quite common discrepancies between parents and children
reports (Campo & Fritz, 2007). Therefore, we decided to make two models to detect and
compare possible differences in our results. Furthermore, we can assess the fit (the validity)

of the conceptual model even with data provided by two informants.
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Figure 1. Conceptual Model
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Note: GA = Generalized Anxiety. SP = Social Phobia. MD = Major Depression, SPH = Specific Phobia. SA =
Separation Anxiety. OP = Overprotection. FSS = Functional Somatic Symptoms. IGF = Impairment of General

Functioning.

After defining the latent constructs, that is, the measurement model, we assessed its fit
with a Confirmatory Factor Analysis (CFA), before testing the final models (structural
model). CFA is frequently used as a first step to assess the proposed measurement model in a

structural equation model (Muthén & Muthén, 1998).

The fit of the final models and the measurement was considered adequate when the
Comparative Fit Index (CFI) and the Tucker-Lewis Index (TLI) were higher than .90, and

when the Root Mean Square Error of Approximation (RMSEA) was less than .05 (Hoyle,
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1995). Besides the above values, the chi-square (x*) should not be significant (p> .05).
Guided by the Mplus program, in the final models of parents and children we performed

correlations between some variables to improve the fit indices of the model. The coefficients

shown in the figures are standardized.
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Results

Table 1. Demographic data and main psychiatric disorders according to the presence of FSS by children and

parents.
Functional Somatic Symptoms
Children Parents
Yes No Yes No
25 (32.9%) 51 (67.1%) 30 (39.5%) 46 (60.5%)
Gender
Male 18 (28.1%) 46 (71.9%) 22 (34.4%) 42 (65.6%)
Female 7 (58.3%) 5 (41.7) 8 (67%) 4 (33.3%)
Age 11.4/2.15 11.8/2.48 11.5/2.18 11.9/2.49
(Years/SD)
Ethnicity
Caucasian 22 (32.8%) 45 (67.2%) 26 (38.8%) 41 (61.2%)
Hispanic 1 (25%) 3 (75%) 2 (50%) 2 (50%)
Maghrebian 1 (33.3%) 2 (66.7%) 1 (33.3%) 2 (66.7%)
Slave 1 (50%) 1 (50%) 1 (50%) 1 (50%)
GAD 10 (100%) - 3 (60%) 2 (40%)
SAD 3 (100%) - 1 (100%) -
SPD 6 (85.7%) 1 (14.3%) 2 (100%) -
DD - 1 (100%) 1 (100%) -
ODD 1(33.3%) 2 (66.7%) 3 (75%) 1 (25%)
TD 1 (25%) 3 (75%) 1 (50%) 1 (50%)

Note: GAD = Generalized Anxiety Disorder. SAD = Separation Anxiety Disorder. SPD = Specific Phobia
Disorder. DD = Disocial Disorder. ODD = Oppositional Defiant Disorder. TD = Tourette Disorder. Psychiatric

disorders were measured by the diagnostic interview K-SADS-PL using standardized procedures.
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Conceptual Model

When performing the CFA, we obtained good fit indices for latent variables
generalized anxiety, specific phobia, separation anxiety, and overprotection. However, the
constructs major depression and social phobia did not show valid fit values due to the lack of
variability in the sample. For this reason, the two variables were removed from the final

structural models.
Child Model

In order to facilitate their interpretation, the results of the analysis of structural models
according to the report of children are shown in Figure 2. Considering the statistical indices,
the model fit was optimal (model fit: y* (df = 153) = 157.6, p = .38, CFI = .98, TLI = .98,

RMSEA =.02).

According to the model (see Figure 2), the latent construct generalized anxiety had a
strong predictive relationship over FSS (B = 1.51, t = 3.1, p <.01). That is, for each unit
(standard deviations) that increases generalized anxiety, FSS increase 1.51 units (also in

standard deviations).

The latent variable specific phobia was also significantly associated with FSS, but
with a negative effect (B = - .47, t = -2.7, p <.01). In addition, female gender had a direct
effect on FSS (B = .54, t=2.8, p <.01). In turn, FSS had a statistically significant association

with the level of impairment of general functioning (f = - .41, t=-3.4, p <.01).

The results revealed that the ratios between some proposed relationships were not
significant. Specifically, the latent variables separation anxiety and overprotection did not

show a statistically significant estimated parameter on FSS.
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The constructs generalized anxiety, separation anxiety, and specific phobia did not
exert a significant direct effect on the general functioning of participants. In addition, age did

not show a direct relation with FSS.

We calculated the indirect effects of latent variables generalized anxiety, specific
phobia, and separation anxiety on the level of impairment of general functioning of
participants. These effects were mediated by FSS. Results not shown in Figure 2 indicated a
significant indirect effect only between the construct generalized anxiety and the level of

impairment of general functioning (f =- .62, t=-1.9, p <.05).

Figure 2. Child Structural Equation Prediction Model
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Parent Model

Results obtained in the analysis as reported by parents are shown in Figure 3.
According to the statistical indices evaluated, the model also provided an excellent fit (model

fit: > (df = 156) = 184.3, p = .06, CFI = .91, TLI = .91, RMSEA = .04).

The latent variable specific phobia had a statistically significant direct effect on FSS
(B = .28; t =3.1; p < .01). The predictive effect was also verified between the construct
overprotection (B = .40, t = 2.4, p <.05) and females (B = .57, t = 2.4, p <.05) on FSS. Other

variables evaluated did not show a significant direct effect on FSS.

In parent model no indirect effect on the level of impairment of general functioning
was observed. However, it was observed a direct effect of the latent variable generalized
anxiety (p = - .33, t =-2.9, p <.01), specific phobia (f = .19, t = 2.3, p <.05), and separation
anxiety (B = .22, t = 2.2, p <.05). The FSS, in turn, had no predictive effect on the level of

impairment of general functioning.

Sintomas somaticos funcionales, psicopatologia y variables asociadas 77



Segundo estudio empirico

Figure 3. Parent Structural Equation Prediction Model
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Discussion

In the present study we found that children and adolescents with ADHD show
functional somatic symptoms (FSS) as indicated by previous studies (Cho et al., 2009;
Holmberg & Hjern, 2006). According to parents’ report, no participant showed a chronic
illness at the time of the study. This suggests that FSS are not better explained by a medical

condition.

Since it was a clinical sample, most participants were receiving drug therapy
(methylphenidate) for ADHD symptoms. This could explain somatic complaints as a possible
side effect. However, in a pharmacological study it was found that no physical complaints
increased as a function of medication, but decreased even when using high doses of the drug
(Rapport et al., 2002). Based on these findings, it is shown that the use of methylphenidate

does not explain the presence of FSS in the studied sample.

According to the indices that we used, both structural equation models (children and
parents) had an excellent fit to the data. However, the results suggest some differences that

will be commented throughout the discussion.

As shown in the children model, the latent variable generalized anxiety exerted a
direct effect on somatic symptoms. The finding is consistent with previous studies (Janssens
et al., 2010; Liakopoulou-Kairis et al., 2002). Specifically, Campo et al., (2004) verified a
positive association between children and adolescents with recurrent abdominal pain and
generalized anxiety disorder. Also, other studies obtained significant associations between
somatic symptoms and generalized anxiety disorder (Doméenech-Llaberia et al., 2004; Egger

et al., 1999).
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Our first consideration is that children with ADHD who show functional somatic
symptoms at the same time may show symptoms of anxiety. It is possible that, depending on
anxiety, these children have increased vulnerability to functional somatic symptoms. The
vulnerability could be based on genetic, temperamental, or psychobiological factors (Serra

Giacobo et al., 2012).

Another hypothesis would be that this anxiety in children might change the perception
of body alterations. A high sensitivity and concern over body changes would culminate in an
amplification of them, which in turn is one of the processes involved in the development of
somatic symptoms (Beck, 2008). This is a hypothesis that still needs to be further
investigated to provide more scientific evidence. It would be interesting to consider it as a

question for future research.

The same effect was not obtained in the parent model, but we found a significant
association between social phobia and FSS. Many previous studies do not discriminate
between the various anxiety disorders associated with the presence of physical symptoms
(Liakopoulou-Kairis et al., 2002; Masi et al., 2000). For this reason, it is difficult to make

comparisons with previous studies.

Considering that this is one of the anxiety disorders, it is possible that phobic children
have temperamental characteristics or an information-processing pattern towards the
symptoms similar to those of children with other anxiety disorders. These characteristics may

explain the effect found in our study.

In the children model the effect of overprotection on functional somatic symptoms
was not statistically significant. However, in the parent model a direct effect between both
variables was verified. This finding is consistent with previous research (Janssens et al.,

2009).
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In clinical practice, parents of children with FSS tend to be overprotective, because
they see their children as “vulnerable” (Campo & Fritz, 2007; Masi et al., 2000).
Overprotective parents are characterized by an excessive attempt to control and protect the
child in various situations. Such attempts are based on an extreme concern of parents that
something negative might happen. Some authors claim that the extreme concern could be
extended to children’s physical symptoms, culminating in a reinforcement of the symptom

and acting as a maintenance factor of it (Garralda, 2004; Husain et al., 2007).

It is also interesting to note that there has been a high, positive, and significant
correlation between the latent variables overprotection and generalized anxiety (r = 0.71) in
the children model, which suggests that both factors are interrelated. In other words, parental
overprotection may contribute to increase symptoms of generalized anxiety, which in turn has
a direct and important effect on FSS. At clinical level health professionals should assess both
anxiety symptoms and paternal overprotection, since the correlation of both factors may be

involved in an increase in functional physical complaints.

In the parent model we also found a positive correlation between generalized anxiety

and overprotection, but there was no significant direct effect of generalized anxiety on FSS.

According to the SEM analysis, in the children model it was verified a direct effect of
FSS on the level of impairment of general functioning. This indicates that physical symptoms
were associated with increased functional impairment of children. The result is consistent
with previous research (Beck, 2008). In the same model, we also found a statistically
significant indirect effect between the latent variable generalized anxiety and the level of

impairment of general functioning, with the FSS as the mediating variable.

The findings support the initial hypothesis of the study and warn about the possibility

that children and adolescents with ADHD may have their general functioning, usually
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characterized by academic difficulties (Biederman, 2005), even more affected. Situations
such as school absences due to physical complaints could increase such difficulties (Hughes

et al., 2008).

In the parent model we have not found direct or indirect effects of FSS on the level of
impairment of general functioning. Perhaps this is because the significant direct effects of the
latent variables generalized anxiety, specific phobia, and separation anxiety on impairment
are sufficient to explain the level of functional impairment of the participants in the parent

model.

Most previous research indicate that girls are more likely than boys to suffer from
somatic complaints (Steinhausen & Metzke, 2007; Vila et al., 2009). In fact, in both models
the results confirm the literature. The direct effect of females on FSS indicates that girls were

more likely to suffer from such complaints than boys.

Some characteristics such as coping mechanisms, lifestyle, temperament, and
physiological (hormonal) differences between genders might explain the association we
found (Campo et al., 2004). In addition, there are cultural differences that might influence the
manifestation of the FSS (Steinhausen, 2009). Traditionally, girls are encouraged to express
feelings and pain, while boys are encouraged to repress them. In short, all the factors

discussed in this study may play an important role in the gender differences that we found.

According to SEM results, both models are valid, although they present important
differences between them. In the literature is quite common for parents and children to
present different reports (Campo & Fritz, 2007). However, if we consider both models, our
findings suggest that the constructs generalized anxiety, specific phobia, and female gender
can have a significant effect on functional somatic symptoms in children and adolescents

with ADHD. In the clinical context, children with ADHD and anxiety symptoms should be
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considered a group at risk of showing FSS. They also would be subject to possible functional

impairment, which can happen depending on physical complaints.

In addition, parental overprotection, as reported by parents, was a predictor of FSS. It
would be important that parents of children with FSS might be oriented with respect to their
educational style. Being overprotective can stimulate the maintenance of symptoms. Learning

to use other strategies may be helpful in the prevention and treatment of FSS.

Strengths and Limitations

One of the strengths of the study was the use of a diagnostic interview to measure
psychiatric disorders and the presence of FSS instead of screening instruments as in most
studies (Janssens et al., 2010; Steinhausen & Metzke, 2007), which contributes to a better
measurement quality. Mathematically, structural equation models are more complex to
estimate than other models such as linear regression. For this reason, the use of a reliable
instrument is very important to determine how well the model fits the data. It is also
important to note that SEM analysis allows both confirmatory and exploratory modeling,

which is an advantage over other methods (Schumacker & Lomax, 2004).

On the other hand, the study has some limitations that should be considered when
interpreting the results. First, the sample was limited mostly to Caucasian individuals, which

means that the results are not directly generalizable to other ethnic groups.

A second limitation was the small sample size for the SEM analysis. However, the use
of structural equation modeling in small samples is a valid method according to the literature
(Baker, 2007; Bentler & Yuan, 1999). It is also important to consider that TLI and RMSEA
indices tend to falsely reject models when the sample size is small (Hu & Bentler, 1999). In

our study, TLI and RMSEA indices showed a good fit to the data, which confirms the validity
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of the two proposed models. Nevertheless, further research is necessary to verify our findings

in a larger and more representative sample.

Third, although it was a clinical sample, there was not a medical diagnosis to confirm
that medical symptoms really could not be explained by any medical condition. This is a
limitation that is found in most of related research. Finally, the cross-sectional study design

does not allow to interpret the findings as causal effects between variables.

Future research

It would be interesting to replicate the study in a larger sample and with different
ethnic groups, thus making possible generalization of the findings to different cultures. It
would also be important to add to the conceptual model the variable temperament, which

would contribute to a more complete SEM model.

Regarding the methodological procedures, the use a diagnostic interview would be an
important aspect to consider in future studies. These instruments provide a more reliable
measure if compared with screening instruments. This is an essential condition for SEM

analysis.

Finally, longitudinal studies would provide a stability analysis of functional somatic
symptoms over time. In addition, the results could be seen from a completely causal

perspective.

Disclosure: The authors declare no conflicts of interest.
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Abstract

Objective: Functional somatic symptoms (FSSs) are quite common among children. Data
suggest an important association with anxiety, parental overprotection and high rates of
psychiatric disorders and physical complaints in parents. The aim of this study is to verify the
effect of these variables on FSSs manifested by children through a structural equation model.
Methods: Data were analyzed from a sample of 672 children aged 6 to 8 years who were
enrolled in the first and second years of elementary school in Osona (Catalonia, Spain).
Parents informed about the presence of FSS in children, child and parental psychiatric
symptoms, absences from school and pediatric visits. They also reported about parental
overprotection and parental physical complaints. Structural equation modeling (SEM) was
used. Results: The final model showed an excellent fit (model fit: x2 (df=542)=851.7,p=
<.001; CFI=.91; TLI = .91; RMSEA = .02). The variables separation anxiety, specific
phobia, parental somatic symptoms and female gender had a direct effect on FSSs.
Conclusion: The results of SEM suggest that separation anxiety, specific phobia, somatic
symptoms in a family member, and female gender should be considered important factors for
understanding the presence of FSSs in children aged 6 to 8 years. In clinical practice,
pediatricians and child mental health specialists should assess these aspects in children with
FSSs. Future research should clarify the nature of the relationship between anxiety and FSSs,

which would increase understanding of the etiology of FSSs in childhood.

Keywords: Children; Functional somatic symptoms; Psychopathology; Structural equation

modeling.
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Introduction

Functional somatic symptoms (FSSs) are physical symptoms that have unknown pathology
[1,2]. FSSs are quite common during childhood and adolescence and are the cause of a

significant number of visits to child care centers [3,4].

Various FSSs are common among children, including recurrent complaints of pain, especially
headache, abdominal pain, backache, and fatigue. It is common for children with these
symptoms to have an increased number of school absences, which may lead to academic

difficulties [5,6].

Age and gender may influence the occurrence and course of FSSs. Most research on general
and clinical populations shows a marked tendency for girls to present higher rates of FSSs

with increasing age into adolescence [7,8].

In many studies, FSSs have been associated with the presence of psychopathology. Several
studies confirm a significant association of FSSs with anxiety disorders and depression [9-
12]. However, the prevalence of FSSs in children with externalizing disorders is lower

compared to that of children with internalizing disorders [13,14].

The literature suggests that FSSs are the result of an interaction between environmental
factors and child-specific factors [15]. Possible environmental factors include high rates of
psychiatric disorders in parents (most commonly anxiety disorders and depression) [14] and

the presence of physical symptoms in a family member [16].

In addition to the above factors, parental overprotection is one of the social factors that may
play an important role in the development of FSSs [17]. Previous work, has found that

parents of children with FSSs usually show overprotective traits [1,18,19].

Sintomas somaticos funcionales, psicopatologia y variables asociadas 95



Tercer estudio empirico

The aim of this study is to verify the effect of anxiety and depression in children and parents
on FSSs manifested by children through a structural equation model. In addition, we intend to
verify whether FSSs are associated with parental physical complaints and parental
overprotection. Finally, we will verify whether FSSs are associated with school absences and
visits to the pediatrician. According to the reviewed literature and based on these objectives,

these described variables are expected to be associated with FSSs.
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Method

Participants

The non-probabilistic sample consisted of 672 children aged 6 to 8 years who were enrolled
in the first and second years of elementary school in Osona (Catalonia, Spain). Most
participants were Caucasian (91.7%). Children with a mental handicap or a developmental

disorder or those who suffered from a chronic disease were excluded from the study.

Instruments

Functional somatic symptoms

Qtiestionari Pels Pares [20] [Questionnaire for Parents]. This questionnaire collects general
information about the child and his/her family environment. In the physical functional
symptoms section, parents were asked about the presence and frequency of the main FSSs in
children during the two weeks prior to the study. The assessed symptoms were abdominal
pain, headache, fatigue, dizziness and leg pain. According to previous studies [21], these
symptoms are quite common in children. The questionnaire also seeks information about the
number of visits to the pediatrician and school absences related to FSSs. The Four-Factor

Index of Social Status was used to measure the socioeconomic status of families [22].

Psychiatric symptoms

The Child Symptom Inventory-4, parent version (CSI-4) was used to assess psychiatric
symptoms [23]. This screening instrument is based on the DSM-IV diagnostic criteria [24]
that assess major psychiatric disorders in children aged 5 to 12 years during the preceding six
months. Items are scored in 2 ways: symptom count (number of symptoms criteria) and

symptom severity (dimensional). To determine symptom severity, items are scored (never=0,
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sometimes=1, often=2, and very often=3) and summed separately for each category. The

CSI-4 has good test-retest reliability and good predictive validity [23].

Parental overprotection

The My Memories of Upbringing, parent version (EMBU-P) questionnaire assesses parenting
styles and classifies the styles into 4 subscales [25]. To assess parental overprotection, the
subscale “overprotection / control” was used. Items are answered on a four-point Likert-type
scale (1: never; 2: sometimes; 3: often; 4: always). The EMBU-P has been adapted for the

Spanish population and has good internal consistency on the scales [25].

Anxiety, depression, and somatic symptoms of parents

The General Health Questionnaire (GHQ-28) is a self-report questionnaire that has been used
extensively in the general adult population to assess mental health over the previous two
weeks [26]. The questionnaire is divided into 4 subscales: somatic symptoms, anxiety and
insomnia, social dysfunction, and depression. The instrument has good validity and

reliability. The validity of the Spanish version has also been demonstrated [27].

Procedure

The study was subject to approval by the Departament d’Ensenyament de la Generalitat de
Catalunya (the government department responsible for the education system in Catalonia,
Spain). After the research was authorized, participating schools were contacted through

Osona’s Advisory and Counselling Team (ACT).

In each school, parents were invited to a meeting in which the study objectives were
explained. Parents completed questionnaires either during the meeting or at home. Absent
parents were informed and invited to participate. All parent participants signed informed

consent.
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Statistical analysis

Descriptive statistics were calculated using SPSS version 18.0. Structural equation modeling
(SEM) was used to estimate the possible direct effects of the independent variables on FSSs
using the program Mplus version 6.11 [28]. SEM was chosen because it has many advantages

over regression models, path analysis, and factor analysis [29].

Development of the model

Based on the objectives of our research, we constructed latent variables to develop the
conceptual model (Figure 1). The latent variables relating to psychopathology of children
(separation anxiety, generalized anxiety, social phobia, depression) were developed from the
CSI-4 questionnaire with the respective categories for each disorder. The question about
physical complaints was not used in the construction of the generalized anxiety latent

variable to avoid spurious results.

The latent variables relating to parental psychopathology (anxiety, depression, and somatic
symptoms) were constructed from the respective subscales of the GHQ-28. The latent
variable of parental overprotection originated from the EMBU-P subscale items for

overprotection/control.

The construct of the FSSs of children was developed from the section of the Questionnaire
for Parents regarding functional physical symptoms. It is worth noting that the age of the
participants was not taken into account in the conceptual model because of the low variability

of the participants’ age ranges.
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Figure 1: Conceptual model
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Note: SA = separation anxiety. SPH = specific phobia. MD = major depression. SP = social phobia. GA = generalized anxiety. PSS =
parental somatic symptoms. PA = parental anxiety. PD = parental depression. OP = parental overprotection. FSSs = functional somatic

symptoms. SAs = school absences. PVs = pediatric visits.

After defining the latent constructs (the measurement model), the fit was assessed using
Confirmatory Factor Analysis (CFA) before testing the final models (structural model). CFA
is frequently used as a first step to assess the proposed measurement model in a structural

equation model [28].

The adjustment of the final and measurement models was considered adequate when the
Comparative Fit Index (CFI) and the Tucker-Lewis Index (TLI) were higher than .90 [30]

and the Root Mean Square Error of Approximation (RMSEA) was lower than .05 [31].
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The chi-square (x?) should not be significant (p>.05), but large samples increase the
likelihood of significant p values [32]. In the final model, correlations between variables were
performed to improve the model fit indices, following the guidelines of the program Mplus.

The coefficients that are shown are standardized.
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Results

Table I: Demographic data and main psychiatric symptoms

Description of participants
(n=672)

Gender
Male

Female

Age
(Mean/SD)

First grade courses
First

Second

SES
High
Middle

Low

Psychiatric symptoms
GAD

SAD

SP

SPH

CD

ODD

ADHD

331 (49.3%)
341 (50.7%)

7.24/0.67

325 (48.4%)
347 (51.6%)

178 (26.5%)
372 (55.4%)
117 (17.4%)

15 (2.2%)
12 (1.8%)
22 (3.3%)
9 (1.3%)
21 (3.1%)
28 (4.2%)
73 (10.9%)

Note: SES = Socioeconomic Status. GAD = Symptoms of Generalized Anxiety Disorder. SAD = Symptoms of Separation

Anxiety Disorder. SP = Symptoms of Social Phobia. SPH = Symptoms of Specific Phobia. CD = Symptoms of Conduct

Disorder. ODD = Symptoms of Oppositional Defiant Disorder. ADHD = Symptoms of Attention Deficit Hyperactivity Disorder.
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Table II: Types and distribution of FSSs reported by parents (n=672).

Type Never Once 2-3 times +3times
Count % Count % Count % Count %
Abdominal pain 430 64 119 17.7 77 11.5 46 6.8
Leg Pain 552 82.1 60 8.9 38 5.7 22 3.3
Headache 498 74.1 99 14.7 53 7.9 22 3.3
Fatigue 555 82.6 47 7.0 54 8.0 16 2.4
Dizziness 648 96.5 15 2.2 7 1.0 2 0.3

Note: FSSs = Functional Somatic Symptoms

Conceptual model

Two analyses were performed before the final model. The first SEM included all of the
variables that were proposed in the conceptual model (Figure 1). To purge this model, we
developed a new model that contained only statistically significant variables in the first
analysis (Figure 2). The following variables were used to develop the final model: separation
anxiety, specific phobia, somatic symptoms of parents, parental depression, parental
overprotection, sex, visits to the pediatrician, and school absenteeism. The CFA analyses
indicated good fit indices for all of the latent variables that were proposed in the conceptual

model.
Final model

Considering the statistical indices that were evaluated, the final model showed an excellent fit

(model fit: 5 (df = 542) = 851.7, p =< .001; CFI = .91; TLI = .91; RMSEA = .02).
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Figure 2 shows the results of the structural model analyses. According to the statistical
indices that were evaluated, the separation anxiety latent variable had a direct effect on FSSs
(B=.18;t=2.2; p <.05). In other words, for each unit of standard deviation that is increased
by separation anxiety, functional somatic symptoms increase by .18 units (also in units of

standard deviation).

In addition, there was a statistically significant direct effect of the following variables on the
FSSs: specific phobia (B =.19, t =2.5; p <.05), parental somatic symptoms (B =.29,t=3.9; p

<.001), and female gender (f = .28, t=3.1; p =.001).

In turn, FSSs had a direct effect on the number of visits to the pediatrician (B = .48;t=10; p

<.001) and school absences (p =.31;t=5.6; p <.001).
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Figure 2: Final model

PVs
Significant path R
Sex No significant path —_—___>

Note: SA = separation anxiety. SPH = specific phobia. PSS = parental somatic symptoms. PD = parental depression. OP = parental

overprotection. FSSs = functional somatic symptoms. SAs = school absences. PVs = pediatric visits. * = p < .05. ** =p < .001. *** =p =

.001.
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Discussion

In this study, we verified that functional somatic symptoms (FSSs) are common in a Spanish
sample of children aged 6 to 8 years. The exclusion from the analysis of children whose
questionnaires indicated the presence of chronic diseases, together with the assessment of
common functional complaints (abdominal pain, fatigue, headache, dizziness, and leg pain),

suggest that physical complaints are of unknown pathology.

The results showed a direct effect of parental somatic symptoms on FSSs. The presence of
physical symptoms in a family member may encourage a style of behavior in children that is
similar to that of their parents [16]. In other words, the experience of parental physical
complaints serves as a model, and the FSSs results from this learned behavior. According to
social learning theory [1], the expression of FSSs may be reinforced by special attention from

parents or from being excused from tasks, such as a test at school [13,19].

Consistent with previous studies [9,10], we observed a predictive effect of anxiety on FSSs,
specifically separation anxiety and specific phobia. In Campo and colleagues’ work [11],

separation anxiety disorder was associated with recurrent abdominal pain in children.

Currently, studies are inconclusive when analyzing the nature of this association. It is
possible that children show greater vulnerability to FSSs due to anxiety. This vulnerability
may be based on psychobiological, genetic or temperamental factors. It is also possible that
both anxiety disorders and FSSs share biological substrates that act as mediators between

them.

Furthermore, anxious children are more focused on bodily signals than are children without

this condition [12]. High sensitivity and concern over body changes, which are caused by
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anxiety, can culminate in an amplification of these concerns. According to the literature, this

may be one of the processes involved in the development of FSSs [3].

However, in previous research, specific phobia is less often associated with FSSs [10].
Phobias are quite common in children who are between 6 and 8 years of age and may be the
first symptoms leading to other anxiety disorders. Children with specific phobias may have
temperamental characteristics that are similar to those of children with other anxiety disorders
and are usually more closely associated with FSSs. These characteristics may explain the

effect that we found.

According to our analyses, female gender had a direct effect on FSSs; girls had more FSSs
than did boys. Most previous research corroborates this result [7,8]. Features such as lifestyle,
temperamental traits, increased predisposition to react to stress with physical complaints or

some coping mechanisms used by girls may contribute to this difference [3].

Confirming the initial hypothesis, we found a positive statistical association between FSSs
and the number of visits to the pediatrician. These results corroborate previous studies [3,4].
Constant visits to the doctor contribute to the increased use of health services. In addition,
children may be subjected to tests and/or unnecessary treatments that may generate stressful

situations for the child and his/her family [14].

FSSs were also associated with school absenteeism. Poor academic performance may not be
the only consequence of school absenteeism; a higher frequency of absenteeism may cause

negative feelings in the child, such as fear of losing peer relationships [5,6].

Refuting the initial hypothesis, parental overprotection did not exert a direct effect on FSSs,
as seen in previous work [17]. The fact that we used a different statistical method may help to

explain the difference in our results compared to previous research.
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In the study by Janssens and colleagues [17], statistical analysis was performed only between
parental overprotection and FSSs. However, our work developed a structural model that
included parental overprotection, among other independent variables. In other words, when
analyzing parental overprotection in a structural model, the direct effect on FSSs was through
other variables. In this case, separation anxiety, specific phobia, parental somatic symptoms,
and female gender exerted a direct effect on FSS. For the same reason, in contrast to previous

studies, we believe that parental depression is not associated with FSSs [18].

Figure 2 shows that parental overprotection is positively and significantly correlated with
separation anxiety. This finding indicates that overprotection may contribute to an increase in
symptoms of separation anxiety, which, in turn, exerts a direct effect on FSSs. The same
could be said about the positive and significant correlation between parental somatic
symptoms and separation anxiety. These are important findings that can only be detected in a

structural model.

The results of SEM indicate that separation anxiety, specific phobia, somatic symptoms in a
family member, and female gender should be considered important factors for understanding
the presence of FSSs in children aged 6 to 8 years. In clinical practice, pediatricians and child
mental health specialists should assess these aspects in children with FSSs. It would be useful
to consider these findings in future research. A better understanding of the phenomenon could

help in prescribing treatment and preventing FSSs.

Limitations

This study has limitations that should be considered when interpreting the results. The
assessment of FSSs was based on parent-reported symptoms rather than medical evaluation.

Because the children were not part of a clinical population, a medical diagnosis was not
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available to confirm that the medical symptoms could not be explained by a medical

condition. This limitation can be found in many similar studies [8,20].

We should also consider that a cross-sectional study design does not allow for the
interpretation of the findings as causal inferences. Finally, our study sample was mainly

Caucasian, which means that the results are not directly generalizable to other ethnic groups.

Future research

It is important for future research to clarify the nature of the relationship between anxiety and
FSSs. Genetic studies of parents and children with FSSs would also be interesting to verify
the existence of genetic similarities, which would increase understanding of the etiology of

FSSs in childhood.

Disclosure: The authors have no competing interests to report.
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11. Discusién General

Los resultados obtenidos en los tres estudios empiricos demuestran que las
somatizaciones infantiles son un fenémeno clinico importante. En los tres estudios se detectd
una frecuencia relevante de quejas fisicas de patologia desconocida. La manifestacion de SSF
puede repercutir en diferentes contextos: en el desarrollo del nifio, en su ambiente social,

familiar o incluso tener repercusiones econdmicas para los sistemas de salud.

Se ha visto en el primer y tercer estudio empirico que las quejas fisicas estan
asociadas al aumento de las visitas al pediatra. La consecuencia directa es que un mayor
nimero de consultas implicaria en un aumento de los gastos publicos de los servicios
sanitarios. No obstante, también es importante considerar el efecto de las constantes visitas

médicas para la familia y el propio nifio.

El nifio podria ser enviado a diferentes especialistas en busca de causas organicas para
sus molestias y realizar examenes médicos innecesarios. Dichos procedimientos pueden
generar situaciones estresantes para toda la familia. Ademas, es posible que frente a una
condicion de estrés el nifio manifieste mas SSF, culminando en un circulo de

retroalimentacion.

Uno de los riesgos inherentes en este proceso es que, en un dado momento, la
afirmacion del médico de que no se encontré ninguna enfermedad (biomédica) pueda

significar para la familia que a su hijo no le pasa nada, cuando en realidad hay un problema.

Por otro lado, el nifio (segin su edad y desarrollo cognitivo) y sus cuidadores pueden
tener la sensacion de que el médico no realizé todos los procedimientos necesarios para

encontrar el motivo de las quejas somadticas y de que, probablemente, una “posible
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enfermedad” no ha sido detectada. Un riesgo atin mayor es que el nifio se sienta culpable por

manifestar quejas supuestamente “imaginarias”, afectando su autoestima.

A pesar de que, en el contexto académico, la salud se entienda como una construccion
unitaria entre los procesos fisicos y mentales, los sistemas de asistencia sanitaria suelen
utilizar diferentes estandares en la practica diaria, separando lo que es el fisico del paciente de
la condicion mental. Esto es bastante frecuente en los centros de atencion primaria y es
particularmente perjudicial para los nifios y adolescentes con SSF y con sintomas

psiquiatricos asociados como la ansiedad o depresion (Campo, 2012).

Otro aspecto corroborado en los estudios es el mayor numero de ausencias escolares
de los nifios con SSF, lo que podria resultar en dificultades académicas, interpersonales y
sociales. Las dificultades académicas pueden ser aun mayores ya que hay una gran
probabilidad de que dichos niflos presenten algun trastorno o sintomas de ansiedad. La
presencia de sintomatologia ansiosa puede generar dificultades de concentracion o una cierta

inquietud, perjudicando asi el rendimiento académico.

El hecho de manifestar algun trastorno de ansiedad contribuye para que los nifios con
SSF sean mas proclives, si son comparados con nifios sanos, a manifestar comorbilidades con
otros trastornos. Por ejemplo, esta bastante documentado que los trastornos de ansiedad
presentan una elevada comorbilidad con la depresion o hasta con el mismo TDAH. La
presencia de otros trastornos psiquiatricos aumenta la probabilidad de que el funcionamiento

general del niflo sea aun mas afectado.

Por lo tanto, la presencia de SSF en la infancia y adolescencia es un fenémeno
complejo si se realiza un andlisis amplio y dindmico de todos los procesos implicados.
También es cierto que ni todos los nifios y adolescentes con SSF presentardn comorbilidades

psiquiatricas o perjuicios en diferentes areas de su vida. Sin embargo, hay un riesgo
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considerable de que muchos de estos nifios, principalmente los que presentan sintomas

psiquiatricos, y su entorno familiar tengan sus vidas afectadas.

11.1 Implicaciones Clinicas

Las asociaciones observadas entre los SSF y los trastornos ansiedad generan
implicaciones clinicas importantes. Seria fundamental que los médicos considerasen la
existencia de trastornos psiquiatricos, en particular la ansiedad y depresion, en nifios y
adolescentes que presentan SSF, intentando garantizarles una evaluacion y tratamiento
adecuado. El segundo estudio también demuestra la importancia de examinar posibles

trastornos de ansiedad en nifios y adolescentes con TDAH que presentan SSF.

Lamentablemente, a menudo los trastornos de ansiedad y depresion no son
diagnosticados en los centros de atencidon primaria. Aproximadamente, uno de cada cinco
adolescentes afectados son detectados en los centros de salud (Richardson, Russo, Lozano,
McCauley, & Katon, 2010). Seria muy importante que los médicos evitasen un enfoque
excesivo en la blisqueda de una causa orgédnica para las quejas fisicas, ampliando su
evaluacion hacia la deteccion precoz de trastornos psiquidtricos. Por otro lado, los nifios y
adolescentes con trastornos emocionales diagnosticados deberian de ser evaluados
cuidadosamente para los SSF, para que también reciban el tratamiento adecuado a sus

necesidades.

No obstante, para que esta praxis sea una realidad, es necesario aplicar el concepto
académico de salud en la préctica clinica. Seria fundamental que el pensamiento dualista,
tradicional en la medicina occidental, fuera substituido por una perspectiva donde los
procesos mentales y fisicos sean considerados una unidad dindmica y en constante

interrelacion.
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Actualmente, los psiquiatras de la infancia y adolescencia debaten sobre la necesidad
de ofrecer tratamiento a los nifios cuyos rasgos temperamentales favorecen el futuro

desarrollo de algun trastorno psiquiatrico. En otras palabras, realizar un trabajo preventivo.

Al esperar que el trastorno se consolide y que los sintomas presentados cumplan los
criterios necesarios del DSM-IV para el diagndstico, puede que hayan pasado muchos afos
en la vida del nifio y que los perjuicios causados sean muy importantes. Ademas, se
argumenta que cuanto mas tiempo se tarda para empezar el tratamiento mas dificil sera

ponerlo en practica y peor el pronostico.

En el caso de nifios con SSF el tratamiento precoz seria de gran importancia para que
se reduzcan futuros deterioros funcionales. Los estudios previos demuestran que las
caracteristicas temperamentales como la inhibicion conductual, la evitacion del dafio,
neuroticismo, la ansiedad como rasgo y el afecto negativo fueron asociadas con nifios y

adolescentes con SSF (Boz et al., 2004; Campo et al., 2004; Davison, Faull, & Nicol, 1986).

El trabajo preventivo de los profesionales con este grupo de nifios ayudaria a detectar
de manera precoz a los nifios potencialmente somatizadores, lo que permitiria realizar
intervenciones preventivas. Ademads, ayudaria a reducir el riesgo de desarrollo para los
trastornos de ansiedad, una vez que estos rasgos temperamentales también favorecen la

manifestacion de los cuadros de ansiedad.

Los padres de los nifios y adolescentes con sintomas somaticos también deberian de
recibir orientacion y apoyo de los profesionales de salud. No solo porque algunos de ellos
presentan rasgos de sobreproteccion que podrian favorecer la manifestacion de los SSF (en
nifios con vulnerabilidad bioldgica), pero también porque estan sometidos a muchas
situaciones de estrés en funcion de todas las implicaciones decurrentes de tener un hijo con

frecuentes quejas fisicas; como podrian ser las constantes visitas médicas, temores frente a la
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posibilidad de que algo realmente serio esté pasando con su hijo, o dificultades para afrontar

el problema.

Como linea de base, el tratamiento para los sintomas fisicos deberia fundamentarse en
apoyo al nifio y ofrecerle estrategias para afrontar su problema; ensefar a los padres un estilo
parental afectivo y adecuado a las necesidades del nifio y que refuerce la relacion padre-hijo,
como también dar soporte a los propios padres para que puedan superar las situaciones de

estreés.

11.2 Futuros campos de investigacion

Desde el punto de vista de la investigacion, Campo (2012) defiende la necesidad de
que los estudios puedan aclarar la relacion entre ansiedad, depresion y los SSF. Para el autor,
no queda claro si los SSF integran los trastornos de ansiedad o depresion, formando un
diagndstico Unico, o constituyen una nosologia aparte. Hasta el momento, se sabe que como
minimo comparten factores de riesgo semejantes como el género femenino, los rasgos

temperamentales o la sobreproteccion de los padres.

Los estudios longitudinales permitirian establecer relaciones temporales entre
ansiedad, depresion y los SSF. También seria importante estudiar factores genéticos comunes
entre los familiares y relaciones psicobiologicas con la ansiedad o depresion. Los hallazgos
ayudarian a comprender mejor el significado de las asociaciones observadas y ampliarian el

conocimiento sobre la etiologia de las somatizaciones.

Por otro lado, también hay una necesidad de realizar estudios que clarifiquen las
posibles influencias de la cultura en el desarrollo de los SSF, una vez que se reconoce que son

aspectos que pueden ser influentes (Campo & Fritz, 2007).
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11.3 Contribuciones de la tesis doctoral

Esta tesis es una contribucion mas a un dmbito de estudio que necesita un mayor
nimero de investigaciones, y tiene como objetivo ayudar a entender y a ampliar los
conocimientos de los SSF en poblacioén espafiola. Las investigaciones que integran la tesis

doctoral, asi como la revision tedrica, fueron elaboradas a partir de esta perspectiva.

El primer estudio empirico se realizd con poblacion preescolar debido a la escasa
literatura existente, sobretodo en poblacion espafiola. En general, se percibe una tendencia a
que los investigadores orienten su trabajo hacia los nifios mas pequefios, dada la importancia
de esta edad en el inicio de problemas psicologicos. Ademas, los hallazgos encontrados

sirven de base para establecer tratamientos preventivos contra estos problemas.

Por otro lado, también es importante resaltar el uso de ecuaciones estructurales en el
segundo y tercer estudio empirico. Metodologicamente, se trata de una técnica estadistica que
permite evaluar el efecto de un grupo de variables independientes sobre la variable
dependiente, lo que posibilita detectar cuales de estas variables tienen mayor importancia y
resultan ser estadisticamente significativas en el modelo, ademas de verificar las posibles

relaciones entre ellas.

Para finalizar, es importante resaltar las implicaciones clinicas decurrentes del estudio
de los SSF. Para comprender las somatizaciones es necesario establecer relaciones entre los
aspectos psicolégicos y fisicos de los niflos y adolescentes. En otras palabras, esta
particularidad invita a la reflexion sobre la practica clinica y la necesidad de trabajar a partir

de un concepto integrado del ser humano.
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12. Conclusiones

En base a la literatura revisada y a los resultados obtenidos en los tres estudios

empiricos se pueden establecer las siguientes conclusiones:

1. Los SSF son comunes en los nifios y adolescentes que participaron en las investigaciones.

2. Las principales quejas fisicas manifestadas en los nifios preescolares investigados fueron
los dolores de barriga, cansancio y dolor de cabeza. A su vez, los nifios de 6 a 8 afos
presentaron una mayor incidencia de dolor de barriga, seguidas de dolor de cabeza y

cansancio.

3. Los SSF no se asociaron al Severe Mood Dysregulation ni a la agresividad en la muestra de
nifios preescolares. Por otro lado, se confirma la existencia de una importante asociacion

entre los SSF y la ansiedad.

4. El tipo de ansiedad asociada a los SSF puede ser distinta segun la edad del nifio. En edad
preescolar se observd una asociacion entre las quejas fisicas funcionales, la ansiedad de
separacion y la fobia social. A su vez, en los niflos de 6 a 8 afios, los SSF se asociaron a la

ansiedad de separacion y a la fobia especifica.

5. La presencia de SSF en nifios y adolescentes con TDAH estuvo fuertemente asociada al
Trastorno de ansiedad generalizada. La existencia de pocos estudios especificos sobre SSF en
esta poblacion demuestra la necesidad de realizar un mayor nlimero de investigaciones para

corroborar los hallazgos encontrados.

6. Hay una importante necesidad de que los futuros estudios ayuden a comprender la

naturaleza de la relacion entre los SSF y la ansiedad.
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7. Los nifos y adolescentes con SSF deberian de ser considerados un grupo de riesgo para el
desarrollo de psicopatologia, principalmente de ansiedad y depresion. El trabajo preventivo y
la deteccion precoz de posibles trastornos son vitales para que el nifio reciba el tratamiento

adecuado y pueda seguir con su desarrollo normal.

8. Las nifias presentaron mas SSF que los nifios en edad escolar, lo que sugiere que el género
femenino sea un factor de riesgo para el desarrollo de SSF. En la edad preescolar no se

constataron diferencias significativas entre chicos y chicas respecto a la presencia de SSF.

9. Se observd que los nifios con SSF presentaron un mayor nimero de ausencias escolares y
visitas al pediatra, lo que indica que los SSF pueden interferir en sus actividades diarias. En
poblacion clinica de nifios y adolescentes con TDAH, también se constaté que los sintomas

fisicos funcionales ejercieron un efecto importante sobre el funcionamiento general.

10. La presencia de sintomas fisicos en un miembro familiar puede contribuir con la
manifestacion de los SSF en la infancia. Es importante destacar el papel fundamental que
gjercen los padres con alguna queja fisica, a través de la imitacion, el refuerzo y la
identificacion. Sin embargo, todavia no hay suficiente evidencia cientifica que explique la
naturaleza de esta asociacion. Los futuros estudios que investiguen similitudes genéticas o
biologicas entre padres e hijos pueden ofrecer importantes hallazgos para ampliar el

conocimiento existente hasta el momento.

11. En la investigacion con poblacion clinica pediatrica de TDAH, los modelos estructurales
(padres y nifios) presentaron resultados divergentes respecto a la asociacion entre
sobreproteccion paterna y los SSF. Sin embargo, en el tercer estudio empirico no se observo
asociacion significativa entre ambos constructos. Los hallazgos sugieren la necesidad de un

mayor nimero de investigaciones que permitan clarificar los resultados obtenidos.
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12. La vulnerabilidad al estrés es considerada por muchos investigadores uno de los factores
desencadenantes de los SSF. Sin embargo se hace necesario investigar cudles factores

contribuyen para esta vulnerabilidad.
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