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ABSTRACT  
Somatoform pain poses major challenges in medicine. There is a lack of quantitative instruments 
that systematically assess psychosocial aspects of somatoform pain. A better knowledge of such 
aspects could contribute (1) to gaining further insight into the relationship between 
psychodynamic and psychosocial components of pain, and (2) to facilitating the development 
and monitoring of improved interventions targeting psychodynamic and psychosocial 
mechanisms of pain. An item pool on biopsychosocial aspects of pain was developed and 
completed by 200 patients with somatoform pain disorder. In addition, anxiety (STAI), 
depression (BDI II), somatization (SOMS-2), and quality of life (SF-36) were assessed. As 
compared to norm data, patients reported higher scores for anxiety (STAI), depression (BDI-II) 
somatization (SMOS-2), and lower quality of life (SF-36). Applying item and factor analyses, a 
new questionnaire (QSP-31) was developed to identify psychodynamic and psychosocial aspects 
of pain. There was evidence for the construct validity of the six scales through confirmatory 
factor analysis: Relationships between pain and negative emotions, Negative attitudes towards 
help-seeking, Negative pain-related childhood experiences, Negative attitudes towards own 
body, Negative aspects of the doctor-patient relationship, and Perceived pain control. 
Cronbach’s alpha coefficients for these scales lay within the range of .81-.92. Regarding criterion 
validity, moderate correlations in expected directions were found between all scales and 
anxiety, depression, somatic symptom severity, and quality of life, except for the scale Perceived 
pain control. The QSP-31 appears promising for the identification of relevant psychosocial 
aspects associated with the experience of pain and might be a useful instrument.
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Introduction

According to the definition of the International Associ
ation for the Study of Pain (IASP), pain is: “[…] an unplea
sant sensory and emotional experience associated with 
actual or potential tissue damage, or described in 
terms of such damage” (Merskey & Bogduk, 1994). In 
the international classifications ICD and DSM there are 
different concepts regarding so-called “somatoform 
pain.” In ICD-10, somatoform pain disorder (ICD-10: 
F45.40) is described as a syndrome whose symptoms 
consist of the subjective experience of pain which 
cannot be adequately explained by physical impairment. 
In the DSM-5-TR’s conception of “somatic symptom 

disorder,” no significant importance is given to the 
influence of the mental state on the physical symptom 
of pain; rather, it is primarily a question of the physical 
effect of the pain on the mental state. In this respect, 
the DSM-5-TR concept is more or less unidirectional, 
i.e. physical pain has psychosocial consequences (Amer
ican Psychiatric Association, 2022). On the contrary, the 
upcoming ICD-11 version of “bodily distress disorder 
(BDD)” assumes a mutual interaction between body 
and mind: somatoform pain symptoms are both trig
gered and sustained by emotional distress (Fink & Schrö
der, 2019; International Advisory Group for the Revision 
of ICD-10, 2010; Gureye & Reed, 2016).
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Although the notion of pain as a complex biopsycho
social phenomenon has long been acknowledged 
(Landa et al., 2012), the psychosocial aspects of pain 
still receive limited attention. However, several 
psychosocial and psychodynamic1 processes might be 
particularly relevant for the development and mainten
ance of somatoform pain, and a developing literature 
has begun to address this. There is evidence that pain 
is associated with difficulties in adaptive emotion regu
lation and an increased experience of negative emotions 
(Okur Güney et al., 2019). Moreover, interpersonal 
difficulties in the unconscious as well as conscious 
realm of psychological functioning, an anxious 
attachment style, or unavailability of significant others 
in childhood typically occur in SP patients. The traumatic 
death or serious illness of early caregivers is also fre
quently reported (Landa et al., 2012). There is also a 
high prevalence of insecure attachment style and inter
actional problems (Landa et al., 2012). In general, soma
toform pain disorders are strongly associated with 
adverse experiences in childhood (First et al., 2015). 
Landa et al. (2012) found that most patients with soma
toform pain disorder reported an unfulfilled desire for 
closeness, which is accompanied by fear of being 
rejected, hurt, or abandoned. Gaskin et al. (1992) found 
a link between negative emotions in childhood and 
somatoform pain. Nasio (2004) also emphasizes the con
nection between loss, trauma, and physical pain.

Regarding social aspects, Marchia (2023) recently 
described the role of income comparisons on physical 
pain, discussing negative emotions as a psychological 
mediator. The study was conducted against the back
ground of the “Relative Deprivation Theory”: Relative 
deprivation describes the idea that one is worse off 
than a reference group. It is associated with fibromyalgia 
and functional gastrointestinal disorders. Above all, 
negative emotions such as envy, anger, resentment, or 
hopelessness seem to mediate this relationship. Thus, 
negative emotions resulting from a disadvantaged pos
ition in the income hierarchy could explain the associ
ation between income rank and pain (Marchia, 2023). 
Even in neurobiological research, social rejection has 
attracted a great deal of attention as a factor that con
tributes to the experience of pain (DeWall et al., 2012; 
Eisenberger et al., 2003; Way et al., 2009). Patients have 
difficulties in perceiving and describing their emotions, 
and in distinguishing them from bodily sensations (Cox 
et al., 1994; De Greck et al., 2013; Fink et al., 2007). 
Chronic, repetitive stress increases pain sensitivity, poss
ibly in the form of stress-induced hyperalgesia (Ahmad & 
Zakaria, 2015; Jennings et al., 2014; Olango & Finn, 2014). 
Indications that interpersonal distress and physical pain 
share neural networks have been found in numerous 

neurobiological studies (DeWall et al., 2012; Eisenberger 
et al., 2003; Way et al., 2009). Current biopsychosocial 
concepts take into account both central and peripheral 
aspects of increased pain perception. Accordingly, 
somatoform pain disorder should be conceptualized 
multi-dimensionally. Thus, for practitioners treating 
pain-burdened patients, the knowledge of psychosocial 
dimensions is of crucial importance in the distinction 
between physical and somatoform pain.

Several questionnaires assess either physical or soma
toform pain taking only selective account of the various 
physical, psychological, and social dimensions of pain. 
The first group of questionnaires assesses physically 
induced pain (Nagel et al., 2002), whereas the second 
group focuses on psychological complaints in patients 
with predominantly physically induced pain (Geissner, 
2001). A third group of questionnaires addresses the 
physical and psychological complaints of patients with 
predominantly physically induced pain (Löwe et al., 
2002). Finally, a fourth group is concerned with somato
form pain (Rief et al., 1997). As these references apply 
only to the German population, results might be 
different on an international level. In summary, instru
ments that systematically measure psychosocial aspects 
of somatoform pain are scarce. This hinders the systema
tic assessment of psychosocial factors of pain, which 
would be particularly important for psychodynamic and 
other psychological therapies that are suited to actively 
incorporate such factors in the treatment of somatoform 
pain (Abbass et al., 2021; Luyten & Fonagy, 2020). There
fore, the present study aimed to develop a self-report 
instrument to identify psychosocial aspects of somato
form pain experiences.

Methods

Sample, design, and setting

This is a multicenter cross-sectional study approved by 
the responsible ethics committees at the University of 
Lübeck on 13.08.2013, ID: 13-08. The cross-sectional 
study comprised 200 patients admitted consecutively to 
the Clinic for Psychosomatic Medicine and Psychotherapy 
of the University Hospital Kiel, the Segeberger Kliniken, 
and the Asklepios-Fachklinikum Stadtroda, Germany, 
with a diagnosis of somatoform pain disorder (F45.40). 
The interviews were collected from August 2013 to 
August 2015. All patients who were asked to participate 
in the study agreed with this participation, gave their 
informed consent, and were included consecutively in 
the study. Most patients completed the questionnaire 
immediately. If they were not able to complete the ques
tionnaire immediately, they were asked to supplement 
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questionnaires the following days. All questionnaires 
were filled out completely so that there were no 
missing values. Diagnosis was made, based on the admis
sion interview, using ICD-10 criteria. This clinical diagnosis 
was confirmed based on the Structured Clinical Interview 
(SCID) for DSM IV. The severity of the somatoform dis
order was determined by the values in the SOMS ques
tionnaire 2. Inclusion criteria were a minimum age of 18 
years and a good command of the German language. 
Exclusion criteria were the presence of neurological con
ditions (because of potential problems in completing the 
questionnaire) and psychotic disorders (because the pain 
experienced could be of a coenesthetic nature), as well as 
comorbid eating disorders (because the pain could be 
due to the consequences of being underweight or osteo
porotic changes).

Measures

The SCID Interview served to assess selected psychologi
cal disorders as defined on axis I in DSM-IV (Wittchen 
et al., 1997). In the present study, the diagnosis of soma
toform disorder was verified using the SCID-I.

The State-Trait Anxiety Inventory (STAI) is based on the 
distinction between anxiety as an actual state and anxiety 
as a character trait (Laux et al., 1991; Spielberger et al., 
1970). Based on the calibration sample (n = 2385), Spielber
ger et al. (1970) cite scores between 34.45 and 37.01 as the 
reference mean for dispositional anxiety (trait), with stan
dard deviations between 8.83 and 9.95. For state anxiety, 
scores range between 36.83 and 38.08, with standard devi
ations between 9.82 and 10.29. In the German-validated 
translation, Cronbach’s alpha is between .88 – .94 (trait) 
and .90 – .94 (state) (Laux et al., 1991).

The Screening for Somatoform Disorders (SOMS-2) 
questionnaire assesses complaints not due to organic 
disease. For evaluation purposes, the sum of the ques
tions answered with “yes” is condensed into the “soma
tizing” complaint index (Cronbach’s alpha = .88). A 
somatizing tendency exists with a complaint index 
of ≥ 17; in a sample with healthy subjects, the mean 
score was 5.1 (Rief et al., 1997).

The Beck Depression Inventory (BDI II) is a self-assess
ment tool for measuring the severity of depressive 
symptoms in clinical populations. A score of ≥ 18 
points suggests a clinically relevant symptomatology. 
Cronbach’s alpha is 0.89–0.93. Scores between 11 and 
17 points indicate a mild-to-moderate severity of 
depressive symptoms (Hautzinger et al., 2008).

The State of Health Questionnaire (SF-36) is a non- 
disease-specific measuring tool for assessing health- 
related quality of life. Both a mental and physical sum 
score can be calculated (Bullinger et al., 1995). We also 

included the SF-36 Pain Score as a subscale, which is cal
culated from two items relating to the severity of pain 
and everyday impairment caused by physical pain over 
the previous four weeks (range 0–100). Cronbach’s 
alpha for SF-36 subscales in a large range of different 
populations is typically above 0.7 (Bullinger et al., 
1995; Reulen et al., 2006).

Development of the questionnaire for assessing 
somatoform pain

To develop the questionnaire, we proceeded in two steps. 
First, in an expert group of six psychologists and physicians, 
items related to somatoform pain were collected based on 
clinical experience. All experts had at least 10 years of 
experience in the field of psychosomatics. The gender 
ratio among these experts was balanced. When formulating 
the items, we took into account observations and findings 
of the literature on psychosocial aspects of pain, as 
described in the introduction. Against this background, 
items were developed to cover the following dimensions: 
emotional and behavioral causes and effects of pain (48 
items), positive and negative life conditions (30 items), atti
tudes toward pain (91 items), and interpersonal aspects 
related to pain (41 items). This collection process was termi
nated when the expert group concluded that additional 
items would not provide any new aspects, i.e. that the 
item pool was saturated. All items selected use a 4-point 
Likert response format (e.g.: “I can influence the pain via 
my thoughts”: “Completely true” – “Mostly true” – “Mostly 
untrue” – “Completely untrue”) or dichotomous “yes”/ 
“no” answers (e.g.: “Does the pain radiate?”: “Yes” – “No”). 
The polarity of the items was reversed during the evalu
ations so that higher values would correspond to higher 
levels concerning the underlying construct, aiding sum 
scale score development later on.

In the second step, we rigorously reduced the number 
of items since the aim was to develop an economical 
instrument. In this step, the expert panel identified items 
from the original item pool that could be allocated to uni
dimensional constructs with potential relevance to soma
toform pain according to the theoretical and empirical 
literature. Against this background, the following con
structs were identified: Relationships between pain and 
negative emotions (5 items); Negative attitudes towards 
help-seeking (7 items); Negative pain-related childhood 
experiences (11 items); Negative attitudes towards own 
body (6 items); Negative aspects of doctor-patient relation
ship (12 items); and Perceived pain control (7 items).

A third step was conducted for all 200 participants. 
For each of the six content dimensions summarized 
above, item analyses were performed. Items with 
item-total correlations below .7 were deleted, resulting 
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in 31 items with the following number of items per scale: 
Relationships between pain and negative emotions 
(3 items); Negative attitudes towards help-seeking 
(4 items); Negative pain-related childhood experiences 
(11 items); Negative attitudes towards own body 
(6 items); Negative aspects of doctor-patient relationship 
(3 items); and Perceived pain control (4 items). These 
scales and items were then subjected to confirmatory 
factor analysis (see Table 4).

Statistical analysis

Statistical analysis was performed with Stata 15 software. 
The sample was described using descriptive statistics, 
with absolute and relative frequencies, means, and stan
dard deviations (SD) being given. T-tests for independent 
samples were used to test for gender differences as well 
as to compare the sample data with published standard 
or comparative data about the tools used. To test the fac
torial validity of the developed 31-item questionnaire, a 
dimensional analysis was performed using confirmatory 
factor analysis using the maximum likelihood estimator. 
Items were allocated to their respective dimensions 
according to the item development described above. It 
should be noted that this validation step was conducted 
with the same dataset in which the scales were developed. 
Thus, the validation of the factorial questionnaire structure 
presented here should be considered preliminary and 
interpreted with caution. Sum scores were calculated 
over all items of each scale. To evaluate construct validity, 
bivariate correlations of the QSP-31 scale scores with 
quality of life (SF-36), depression (BDI II), and anxiety 
(STAI) were investigated.

Results

Description of the sample

The sample consisted of 200 patients, 80% (n = 160) of 
whom were women. At the time of data collection, the 

average age of the sample was 49 years (SD 9.9): the 
youngest patient was 21, and the oldest was 66. 
Table 1 shows descriptive statistics of patients and 
norm or comparison data, as well as p-values for inde
pendent sample t-tests for comparisons of this data 
with the study sample for STAI, SOMS-2, BDI II, and 
SF-36. There were no significant differences between 
males and females.

As Table 1 shows, both the state and trait anxiety 
scores (STAI) are significantly elevated compared to 
those of the norm sample. Likewise, the SOMS-2 Com
plaints Index is significantly elevated in comparison to 
a sample with healthy subjects (Green et al., 2011). 
There are no comparative norm samples for the Beck 
Depression Inventory (BDI II). According to Hautzinger 
et al. (2008), a score of ≥18 points suggests a clinically 
relevant symptomatology. The present sample is there
fore just above this cut-off value as well as significantly 
above the mean value of a group with healthy subjects. 
Compared to the norm sample, mental and physical 
quality of life (SF-36) is markedly reduced, and the sever
ity of the pain experienced over the previous four weeks 
is significantly greater (Bullinger et al., 1995).

Table 2 summarizes the psychometric characteristics 
of QSP-31 scales at item, scale, and total-score levels. 
Item-scale correlations as well as the internal consist
encies of the scales and total score are consistently 
high. The intercorrelations between the QSP-31 scales 
were low to moderate (r = −.22 – .44, see Table 3).

The confirmatory factor analysis with six factors had 
acceptable model fit regarding some indicators 
(RMSEA: .077, SRMR: .061, both recommended to be  
< .08) and was somewhat below the recommended 
thresholds for good model fit for others (CFI: .877, TLI: 
.864, both recommended to be > .90). Kaiser-Meyer- 
Olkin measure of sampling adequacy was above .6 for 
all items. Table 4 shows the factor loading matrix. All 
factor loadings were > .6 except one item of the Per
ceived Pain Control Scale: “I can influence the pain via 
my behavior” (.588).

Table 1. Psychometric data in study sample (n = 200) and comparison with norm / comparison samples.
Scale Min Max M SD Norms / comparison group difference

Sample Size N = 200
STAI State 24.00 77.00 53.53 11.44 36.38–38.08a p < 0.001
STAI Trait 26.00 77.00 56.10 10.25 34.45–37.01a p < 0.001
SOMS-2 0 46 18.81 10.33 5.1b p < 0.001
BDI 3 49 19.58 9.21 6.5c p < 0.001
SF-36 

Mental Sum Score
10.96 64.12 31.21 10.183 50d p < 0.001

SF-36 
Physical Sum Score

16.35 54.97 34.06 8.23 50d p < 0.001

SF-36 Pain 0 84 27.26 16.46 79.08 p < 0.001

Legend: Min = Minimum; Max = Maximum; M = Mean; SD = Standard Deviation; STAI = State-Trait Anxiety Inventory; SOMS-2 = Screening for Somatoform Dis
orders; BDI = Beck Depression Inventory; SF-36 = State of Health Questionnaire; anorm sample (24); bsample of healthy subjects (22); csample of healthy sub
jects (26), dnorm sample (27).
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Table 5 shows the bivariate correlations between the 
QSP-31 scale scores and the STAI, SOMS, BDI II, and SF-36 
scores.

For correlations between the QSP-31 scales and the 
seven scores including anxiety (trait and state), somati
zation, depression, mental and physical overall health, 
and pain-related health, 31 out of 42 possible 

correlations were statistically significant, mostly of mod
erate effect size, and in the expected direction (Table 5). 
The highest correlations were found between Negative 
attitudes towards help-seeking and trait anxiety (r  
= .60) and depression (r = .55), and between Negative 
attitudes towards own body and depression (r = .50). 
The strongest associations with somatization (SOMS-2 
score) were observed for Negative pain-related child
hood experiences (r = .36) and Negative aspects of 
doctor-patient relationship (r = .30).

Discussion

This study aimed to develop a multidimensional assess
ment of the psychosocial aspects of somatoform pain. 
Based on an initial item pool and after expert ratings 
and item characteristics, a questionnaire assessing six 
dimensions relevant to somatoform pain was developed 
and subjected to analyses of construct validity based on 
data from a sample of patients with somatoform pain. 
Regarding the characteristics of the sample, the elevated 
scores on the SOMS-2 and SF-36 pain scale supported 
the validity of the diagnosis of somatoform pain. The 
reduced physical and mental quality of life (SF-36) 
matches the findings of a series of studies with patients 
suffering from somatoform pain (Zonneveld et al., 2013). 
The results of the STAI, SOMS-2, BDI II, and SF-36 ques
tionnaires reveal that the included sample of patients 
with somatoform pain disorders had higher state as 
well as trait anxiety scores, and higher depression 
symptom levels as compared to norm data/comparison 
samples, which is also well in line with the literature 
(Shidhaye et al., 2013; Zheng et al., 2019).

Factor 1 (Relationships between pain and negative 
emotions) reflects the association between negative 
emotions (anger, stress, frustration) and perceived 

Table 2. Psychometric characteristics of QSP-31 at item and 
scale level (n = 200).
Item / Scale Min Max M SD Med rit α

Relationship between pain 
and negative emotions

3 12 8.6 2.7 9 .92

My pain increases when I get 
upset

1 4 2.9 1.0 3 .94

My pain increases when I get 
angry

1 4 2.9 1.0 3 .96

My pain increases when I’m 
frustrated

1 4 2.8 1.0 3 .88

Negative attitudes towards 
help-seeking

3 12 6.8 2.6 6 .88

I feel weak when I receive help 1 4 2.4 1.0 2 .81
I feel ashamed when I receive 

help
1 4 2.2 1.0 2 .90

I feel guilty when I receive help 1 4 2.3 1.0 2 .90
I am not able to accept help 1 4 2.1 0.9 2 .84
Negative pain-related 

childhood experiences
3 12 6.0 2.6 6 .86

I received attention 1 4 2.3 1.0 2 .79
I received comfort and care 1 4 2.3 1.0 2 .82
They said I shouldn’t be so like 

that
1 4 2.4 1.1 2 .77

They scolded me 1 4 2.0 1.1 2 .82
They didn’t take me seriously 1 4 2.2 1.0 2 .84
I wasn’t believed 1 4 2.0 1.0 2 .86
I was given courage 1 4 2.6 1.0 2 .78
They made fun of me 1 4 1.8 0.9 2 .73
No one cared how I felt 1 4 1.9 1.0 2 .86
The others felt burdened by 

me
1 4 2.0 1.0 2 .74

Nobody realized how I was 
feeling

1 4 2.2 1.1 2 .77

Negative attitudes towards 
own body

3 12 6.8 2.9 7 .87

Overall, I like my body 1 4 2.3 1.0 2 .77
I accept my body 1 4 2.1 0.9 2 .78
I trust my body 1 4 2.1 0.9 2 .72
I’m disappointed with my 

body
1 4 2.2 1.0 2 .81

Sometimes I wish I had a 
different body

1 4 2.5 1.1 3 .79

Sometimes I hate my body 1 4 2.1 1.2 2 .81
Negative aspects of doctor- 

patient relationship
3 12 7.0 2.3 7 .82

I wasn’t taken seriously 1 4 2.4 0.9 2 .84
I was put off 1 4 2.4 0.9 2 .87
I was rejected 1 4 2.5 0.9 2 .85
Perceived pain control 3 12 6.0 2.1 6 .81
I can influence the pain via my 

body
1 4 2.0 0.8 2 .80

I can influence the pain via my 
thoughts

1 4 2.0 0.8 2 .84

I can influence the pain via my 
feelings

1 4 2.1 0.9 2 .80

I can influence the pain via my 
behavior

1 4 2.5 0.9 2 .76

Legend: QSP-31 = Questionnaire for Somatoform Pain; Min = Minimum, Max  
= Maximum, M = Mean, SD = Standard Deviation, Med = Median, rit =  
item-test correlation, α = Cronbach’s alpha.

Table 3.  Intercorrelations of the QSP-31 scales (n = 200).
1 2 3 4 5 6

1. Relationship 
between pain and 
negative emotions

–

2. Negative attitudes 
towards help- 
seeking

.29*** –

3. Negative pain- 
related childhood 
experiences

.16* .44*** –

4. Negative attitude 
towards own Body

.09 .40*** .24*** –

5. Negative aspects of 
doctor-patient 
relationship

.05 .27*** .35*** .21** –

6. Perceived pain 
control

−.22*** −.02 −.003 .001 .12 –

Legend: QSP-31 = Questionnaire for Somatoform Pain; *: p < .05; **: p < .01; 
***: p < .001.
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pain. Indications that interpersonal distress and somato
form pain share neural networks have been found in 
numerous neurobiological studies (DeWall et al., 2012; 
Eisenberger et al., 2003; Way et al., 2009). Our findings 
support the observations of Marty (1968) and other 
authors that pain may be the result of a disorganizing 
affective process triggered by a psychological cata
strophe (for example Aisenstein & Smadja, 2010). Nasio 
(2004, p. 27) defined this catastrophe, leading to the 
state of bodily pain, as the experience of loss. He 
describes different forms of loss: I lose the loved one bru
tally (mourning); I lose his or her love (abandonment); I 
lose the love that I invest in the image of myself (humi
liation) and I lose the integrity of the body (mutilation). 
We propose that these experiences of loss lead to trau
matic affects as well as to the following factors, for 
example the “rejection of neediness” (as defense) or 
“frustration in the doctor-patient-relationship” (as rep
etition of a dysfunctional interaction).

Factor 2 (Negative attitudes towards help-seeking) pre
sents a psychological conflict: on the one hand, it is 
known that patients with somatoform pain exhibit 
marked help-seeking behavior; on the other hand, the 
state of learned helplessness, avoidance, and social with
drawal also form part of the behavior of these patients 
(Matheson, 1995). It appears that patients with somato
form pain do not believe that their symptoms might be 
reduced, or they experience the reaction to their pain as 
shameful, negative or inappropriate; this would suggest 
intersubjective difficulties in terms of handling bodily 
complaints. The same pattern is described by Nissen 
(2018), who showed that patients who cannot imagine 
that others are able to process the projected emotions, 
have to dissipate their affective experiences into 
painful bodily perceptions. The positive correlation 
with anxiety and depression or rather the negative cor
relation with mental quality of life indicates that even 

though patients with somatoform pain do not feel well 
psychically, they may struggle to accept help, probably 
because of their negative transference.

Factor 3 (Negative pain-related childhood experiences) 
shows that particularly in childhood, the patients who 
scored high on this factor had the impression of not 
being taken seriously in their experience of pain, or 
else retrospectively interpreted the reaction of their 
environment in this manner. References to social rejec
tion and a lack of empathy on the part of their “environ
ment,” in some cases even in childhood, are repeatedly 
made in the literature (Imbierowicz & Egle, 2003; 
Lackner et al., 2004; Violon, 1985). The childhood experi
ence of not being taken seriously is inexorably repeated 
in the feelings of shame, guilt and weakness when the 
patients have to accept the help of others once 
they’ve grown up: psychodynamically, this repetition 
may also take place within the doctor-patient relation
ship in the form of a transference when the patients 
don’t feel taken seriously or when they feel belittled. 
The correlations with the psychometric parameters, 
especially anxiety and depression, show a close connec
tion between remembered negative childhood experi
ences and negative emotions in adulthood.

Factor 4 (Negative attitudes towards own body) reflects 
the negative attitude to the own body, which is bur
dened by the experience of pain, and which the patients 
reject. This negative view of one’s own body may prob
ably not only be explained by the current experience of 
pain but can in some cases also be due to a body 
relationship or body-image disorder associated with 
maladaptive body experiences in early childhood attach
ment problems (Henningsen, 1999, p. 193). Thus, in our 
study, a negative and disapproving attitude towards the 
own body correlates with Factor 5.

Factor 5 (Negative aspects of the doctor-patient 
relationship) depicts experiences of visits to the doctor 

Table 5. Correlations between the QSP-31 scale scores and the STAI, BDI and SF-36 scale scores.

Questionnaire

Factor 1 
Relationship between 

pain and negative 
emotions

Factor 2 
Negative attitudes 

towards help- 
seeking

Factor 3 
Negative pain-related 
childhood experiences

Factor 4 
Negative attitudes 
towards own body

Factor 5 
Negative aspects of 

doctor-patient 
relationship

Factor 6 
Perceived 

pain control
r r r r r r

STAI State .21** .51*** .43*** .38*** .27*** .06
STAI Trait .35*** .61*** .32*** .41*** .22** .05
SOMS-2 .23** .27*** .40*** .16* .31*** .08
BDI .26*** .54*** .42*** .53*** .24*** .08
SF-36 

Mental Sum 
Score

−.26*** −.45*** −.32*** −.33*** −.16* .06

SF-36 
Physical Sum 
Score

.17* −.00 −.11 −.02 −.19** .17*

SF-36 Pain .04 −.23** −.14 −.13 −.16* .16*

Legend: QSP-31 = Questionnaire for Somatoform Pain; STAI = State-Trait Anxiety Inventory; SOMS = Screening for Somatoform Disorders; BDI = Beck 
Depression Inventory; SF-36 = “State of Health” Questionnaire; *: p < .05; **: p < .01; ***: p < .001.
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which can be characterized by devaluation, rejection, 
and not being taken seriously. From a psychological per
spective, this could point towards a typical re-enactment 
of childhood experiences in the doctor-patient relation
ship, by provoking a characteristic form of counter-trans
ference (Rudolf, 2006, p. 171), in which doctors are 
forced to react like irresponsible, rejecting, traumatizing 
parents. That is the truly uncanny power of countertrans
ference. Nasio (2004, p. 126) suggests that this repetition 
of the feared but constantly re-enacted loss experience 
is sustained by the patient’s traumatic enjoyment as a 
variant of masochistic behavior.

Factor 6 (Perceived pain control) presents the per
ceived capacity for handling pain. Previous studies 
have shown that patients with somatoform pain have 
a tendency towards cognitive distortions, catastrophiz
ing, hypersensitivity towards the experience of pain 
(i.e. hyperalgesia), and avoidance behavior (Rudolf, 
2006, p. 171). This results in a state of learned helpless
ness with passive-resigned behavior and the feeling of 
a lack of self-efficacy. Further, patients often experience 
pain as uncontrollable (Matheson, 1995). This means 
that the traumatic process, following for example the 
experience of loss, cannot be influenced.

All 6 factors show both conscious and unconscious 
facets of a subjective and intersubjective experience that 
is related to the experience of somatoform pain. The pro
blems in the doctor-patient relationship (Factor 5) may 
have to do with the actual powerlessness of the doctors; 
however, they can also be understood as an expression 
of a difficult transference/countertransference dynamic 
that is rooted in the patients’ adverse childhood experi
ences (Factor 4). The difficulties in accepting help (Factor 
2) can also be understood in this transference context.

Regarding the construct validity of the six scales of 
the QSP-31, we (1) assessed the inter-correlations 
between the six scales, (2) conducted a preliminary 
confirmatory factor analysis, and (3) assessed associ
ations of these scales with somatic and mental health 
measures. As could be expected, many of the QSP-31 
scales were correlated. For example, Negative pain- 
related childhood experiences as a rather general 
environmental factor were associated with all other 
scales except for Perceived pain control, which was 
only related to the Relationship between pain and nega
tive emotions. However, there were statistically signifi
cant correlations only for nine out of fifteen possible 
associations between scales, and all correlations 
between the scales were low to moderate in magnitude. 
These figures provide evidence that the QSP-31 scales 
assess rather independent dimensions.

The preliminary confirmatory factor analysis 
showed an acceptable model fit for some indices, 

while others were somewhat below the recommended 
thresholds. This finding is not surprising since many of 
the established model fit indices are very sensitive to 
sample size and perform well in moderate sample 
sizes between n = 300 and n = 700 (Goretzko et al., 
2024). Thus, it is likely that the model fit estimates pro
vided here are a rather conservative assumption given 
the small sample size. On the other hand, it should be 
noted that scale development and evaluation should 
be conducted in independent samples, which was 
not feasible in this study and therefore probably 
leads to an upward bias in estimates. Thus, the 
results of the confirmatory factor analysis should 
only be seen as preliminary evidence for construct val
idity, which needs replication in independent, ideally 
larger samples (Boateng et al., 2018). The same 
applies to the factor loadings which were overall in a 
moderate to high range.

Associations of the QSP-31 scales with somatic and 
mental health measures were largely in line with predic
tions based on the theoretical and empirical literature. 
First, all scales except for Perceived pain control were 
associated with the severity of somatization symptoms, 
providing further evidence for the relevance of the 
investigated psychosocial aspects. Perceived pain 
control not being associated with somatization seems 
rather unexpected, given the well-documented associ
ation between perceived pain control and pain severity 
(Pellino & Ward, 1998). However, there is evidence that 
controllability is selectively related to pain-related 
suffering, but not to pain intensity or pain unpleasant
ness (Löffler et al., 2018). This is in line with the 
modest correlation we observed between Perceived 
pain control and the SF-36 pain score, which assesses 
pain-related impairment in addition to pain severity. 
Other salient findings were relatively high correlations 
between somatization symptoms and both Negative 
pain-related childhood experiences and Negative 
aspects of the doctor-patient relationship. The perceived 
neglect or harsh reactions to the expression of pain in 
childhood being related to somatization are in line 
with references to the relevance of social rejection and 
a lack of empathy perceived in the environment made 
in the literature (Imbierowicz & Egle, 2003; Lackner 
et al., 2004; Violon, 1985). Additional studies also show 
that parental style (e.g. rejection, hostility, emotional 
unavailability) can be associated with somatization 
(Lackner et al., 2004). Despite the strong evidence for 
the major role of childhood experiences in somatic 
and mental health (Eilers et al., 2023), they are still 
rarely routinely assessed in somatoform care. Regarding 
the role of Negative aspects of the doctor-patient 
relationship, somatization can be associated with 
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insecure or anxious attachment (Airey, 2022). Thus, such 
individuals might have trouble trusting others (Landa, 
2012), which could negatively impact their interactions 
with healthcare professionals. From a psychodynamic 
perspective, this might present a typical re-enactment 
of childhood experiences in the doctor-patient relation
ship, shaped by the patient’s transference, i.e. “the 
unconscious assignment to others of feelings and atti
tudes that were originally associated with important 
figures” (Stone, 1994, p. 135) and the doctor’s uncon
sciously responding countertransference (by which 
doctors are forced to react like the irresponsible, reject
ing, traumatizing parent). Further, regarding the factor 
of Negative attitudes towards own body, the described 
negative view of the patient’s body may probably not 
only be explained by the current experience of pain 
but may also be due to a body-relationship disorder 
associated with maladaptive body experiences in early 
childhood attachment dysfunctions (Bonev & Matanova, 
2021).

The study is not without limitations that must be 
borne in mind when interpreting our findings. To 
develop a measure, a preselection of the items using 
statistical and content-related item analysis was necess
ary. Moreover, the cross-sectional design of the study 
made it impossible to determine the re-test reliability 
of the tool. As mentioned above, this procedure is 
obviously at risk of producing a pattern that is only 
observable in the present data set. Thus, replication of 
the questionnaire validation in an independent patient 
sample is required. Further, it is unclear whether the pre
sented findings are specific to somatoform pain or 
whether the same patterns would be observed also in 
populations with medically explained pain. Future 
studies should therefore include different comparison 
groups other than healthy individuals. Within this 
study, the use of further psychodynamic methods was 
not feasible, but as an outlook, it would be interesting 
to apply further psychodynamic instruments addition
ally. Moreover, the use of the SCID-I to verify the 
inclusion criterion of somatoform disorder can be well 
justified by its overlap with the ICD concept which was 
the basis for the admission to this study. However, it 
neglects the fundamental changes in the DSM-5-TR, so 
the generalizability of this DSM-5-TR concept of 
somatic symptom disorder remains unclear. Finally, 
future studies are needed to investigate whether the 
questionnaire can be applied to other samples with 
different demographic and clinical characteristics. 
Further, it would be interesting to explore Functional 
Motor and Sensory Symptoms (FMSS) through the psy
chodynamic perspective and their relation to pain 
future studies.

Conclusions

The questionnaire developed in this study might be a 
useful instrument to assess multiple psychosocial 
aspects relevant to the diagnostics and treatment of 
somatoform pain after careful validation and possible 
adaptions to different populations in the future. A clini
cal implication of the questionnaire could be its poten
tial to enhance the recognition of important 
psychosocial variables, which may lead to improved 
care for patients with somatoform disorders.

Note: The questionnaire is available from the lead 
author’s correspondence address.

Note

1. By the addition of “psychodynamic” we mean that the 
psychosocial dimensions also include preconscious 
and unconscious aspects such as the transference in 
the doctor-patient relationship.

Disclosure statement

No potential conflict of interest was reported by the author(s).

References

Abbass, A., Lumley, M. A., Town, J., Holmes, H., Luyten, P., 
Cooper, A., Russell, L., Schubiner, H., De Meulemeester, C., 
& Kisely, S. (2021). Short-term psychodynamic psychother
apy for functional somatic disorders: A systematic review 
and meta-analysis of within-treatment effects. Journal of 
Psychosomatic Research, 145, 110473. https://doi.org/10. 
1016/j.jpsychores.2021.110473

Ahmad, A. H., & Zakaria, R. (2015). Pain in times of stress. The 
Malaysian Journal of Medical Sciences: MJMS, 22(Spec 
Issue), 52–61.

Airey, S. (2022). Is there an association between insecure attach
ment and symptom severity in functional somatic disorders, 
and what is the role of mentalized affectivity? [PhD thesis sub
mitted to the University of Edinburgh]. https://doi.org/10. 
7488/era/2680

Aisenstein, M., & Smadja, C. (2010). Conceptual framework from 
the Paris Psychosomatic School: A clinical psychoanalytic 
approach to oncology. The International Journal of 
Psychoanalysis, 91(3), 621–640. https://doi.org/10.1111/j. 
1745-8315.2010.00256.x

American Psychiatric Association. (2022). Diagnostic and stat
istical manual of mental disorders (5th ed., textrev). https:// 
doi.org/10.1176/appi.books.9780890425787

Boateng, G. O., Neilands, T. B., Frongillo, E. A., Melgar-Quiñonez, 
H. R., & Young, S. L. (2018). Best practices for developing and 
validating scales for health, social, and behavioral research: 
A primer. Frontiers in Public Health, 6, 149. https://doi.org/ 
10.3389/fpubh.2018.00149

Bonev, N., & Matanova, V. (2021). Adult attachment represen
tations and body image. Frontiers in Psychology, 12. 
https://doi.org/10.3389/fpsyg.2021.724329

NEUROPSYCHOANALYSIS 9

https://doi.org/10.1016/j.jpsychores.2021.110473
https://doi.org/10.1016/j.jpsychores.2021.110473
https://doi.org/10.7488/era/2680
https://doi.org/10.7488/era/2680
https://doi.org/10.1111/j.1745-8315.2010.00256.x
https://doi.org/10.1111/j.1745-8315.2010.00256.x
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.3389/fpubh.2018.00149
https://doi.org/10.3389/fpubh.2018.00149
https://doi.org/10.3389/fpsyg.2021.724329


Bullinger, M., Kirchberger, I., & Ware, J. (1995). Der deutsche SF- 
36 Health Survey. Übersetzung und psychometrische 
Testung eines krankheits-übergreifenden Instruments zur 
Erfassung der gesundheitsbezogenen Lebensqualität [The 
German SF-36 Health Survey. Translation and psychometric 
testing of a cross-disease instrument for assessing health- 
related quality of life]. Journal of Public Health, 3(1), 21–36. 
https://doi.org/10.1007/BF02959944

Cox, B. J., Kuch, K., Parker, J. D., Shulman, I. D., & Evans, R. J. 
(1994). Alexithymia in somatoform disorder patients with 
chronic pain. Journal of Psychosomatic Research, 38(6), 
523–527. https://doi.org/10.1016/0022-3999(94)90049-3

De Greck, M., Bölter, A. F., Lehmann, L., Ulrich, C., Stockum, E., 
Enzi, B., Hoffmann, T., Tempelmann, C., Beutel, M., 
Frommer, J., & Northoff, G. (2013). Changes in brain activity 
of somatoform disorder patients during emotional empathy 
after multimodal psychodynamic psychotherapy. Frontiers in 
Human Neuroscience, 7, 410. https://doi.org/10.3389/fnhum. 
2013.00410

DeWall, C. N., Masten, C. L., & Powell, C. (2012). Do neural 
responses to rejection depend on attachment style? An 
fMRI study. Social Cognitive and Affective Neuroscience, 7(2), 
184–192. https://doi.org/10.1093/scan/nsq107

Eilers, H., Aan Het Rot, M., & Jeronimus, B. F. (2023). Childhood 
trauma and adult somatic symptoms. Psychosomatic 
Medicine, 85(5), 408–416. https://doi.org/10.1097/PSY. 
0000000000001208

Eisenberger, N. I., Lieberman, M. D., & Williams, K. D. (2003). Does 
rejection hurt? An fMRI study of social exclusion. Science, 302 
(5643), 290–292. https://doi.org/10.1126/science.1089134

Fink, P., & Schröder, A. (2019). One single diagnosis, bodily dis
tress syndrome, succeeded in capturing 10 diagnostic cat
egories of functional somatic syndromes and somatoform 
disorders. Journal of Psychosomatic Research, 68, 415–426.

Fink, P., Toft, T., Hansen, M. S., Ornbol, E., & Olesen, E. (2007). 
Symptoms and syndromes of bodily distress. An exploratory 
study of 978 internal medical, neurological, and primary care 
patients. Psychosomatic Medicine, 69(1), 30–39. https://doi. 
org/10.1097/PSY.0b013e31802e46eb

First, M. B., Reed, G. M., Hyman, S. E., & Saxena, S. (2015). The 
development of the ICD-11 clinical descriptions and diag
nostic guidelines for mental and behavioural disorders. 
World Psychiatry, 14(1), 82–90. https://doi.org/10.1002/wps. 
20189

Gaskin, M. E., Greene, A. F., Robinson, M. E., & Geisser, M. E. 
(1992). Negative affect and the experience of chronic pain. 
Journal of Psychosomatic Research, 36(8), 707–713. https:// 
doi.org/10.1016/0022-3999(92)90128-O

Geissner, E. (2001). Fragebogen zur Erfassung der 
Schmerzverarbeitung FESV [Questionnaire for the assessment 
of pain processing FESV]. Hogref.

Goretzko, D., Siemund, K., & Sterner, P. (2024). Evaluating 
model fit of measurement models in confirmatory factor 
analysis. Educational and Psychological Measurement, 84(1), 
123–144. https://doi.org/10.1177/00131644231163813

Green, P. G., Chen, X., Alvarez, P., Ferrari, L. F., & Levine, J. D. 
(2011). Early-life stress produces muscle hyperalgesia and 
nociceptor sensitization in the adult rat. Pain, 152(11), 
2549–2556. https://doi.org/10.1016/j.pain.2011.07.021

Gureye, O., & Reed, G. M. (2016). Bodily distress disorder in ICD- 
11: Problems and prospects. World Psychiatry, 15(3), 291– 
292. https://doi.org/10.1002/wps.20353

Hautzinger, M., Keller, F., & Kühner, C. (2008). BDI-II. Beck- 
depressions-inventar. Pearson Assessment.

Henningsen, P. (1999). Somatisierung und Affektregulation – 
Elemente eines interpersonellen Modells [Somatization 
and affect regulation – elements of an interpersonal 
model]. In G. Rudolf & P. Henningsen (Eds.), Somatoforme 
Störungen: Theoretisches Verständnis und therapeutische 
Praxis ]Somatoform disorders: Theoretical understanding 
and therapeutic practice] (pp. 185–198). Schattauer.

Imbierowicz, K., & Egle, U. T. (2003). Childhood adversities in 
patients with fibromyalgia and somatoform pain disorder. 
European Journal of Pain, 7(2), 113–119. https://doi.org/10. 
1016/S1090-3801(02)00072-1

International Advisory Group for the Revision of ICD-10. (2010). A 
conceptual framework for the revision of the ICD-10 classifi
cation of mental and behavioural disorders. World Psychiatry, 
10, 86–92. https://doi.org/10.1002/j.2051-5545.2011.tb00022.x

Jennings, E. M., Bright, N. O., Roche, M., & Finn, D. P. (2014). 
Stress-induced hyperalgesia. Progress in Neurobiology, 121, 
1–18. https://doi.org/10.1016/j.pneurobio.2014.06.003

Lackner, J. M., Gudleski, G. D., & Blanchard, E. B. (2004). Beyond 
abuse: The association among parenting style, abdominal 
pain, and somatization in IBS patients. Behaviour Research 
and Therapy, 42(1), 41–56. https://doi.org/10.1016/S0005- 
7967(03)00069-X

Landa, A. (2012). Beyond the unexplainable pain. Relational 
world of patients with somatization syndromes. Journal of 
Nervous and Mental Disease, 200(5), 413–422. https://doi. 
org/10.1097/NMD.0b013e3182532326

Landa, A., Peterson, B. S., & Fallon, B. A. (2012). Somatoform 
pain: A developmental theory and translational research 
review. Psychosomatic Medicine, 74(7), 717–727. https://doi. 
org/10.1097/PSY.0b013e3182688e8b

Laux, L., Glanzmann, P., & Schaffner, P. (1991). Das State-Trait- 
Angstinventar. Theoretische Grundlagen und 
Handanweisungen [The state-trait anxiety inventory. 
Theoretical foundations and instructions]. Beltz.

Löffler, M., Kamping, S., Brunner, M., Bustan, S., Kleinböhl, D., 
Anton, F., & Flor, H. (2018). Impact of controllability on 
pain and suffering. Pain Reports, 3(6), e694. https://doi.org/ 
10.1097/PR9.0000000000000694

Löwe, B., Spitzer, R. L., Zipfel, S., & Herzog, W. (2002). 
Gesundheitsfragebogen für Patienten (PHQ-D). 
Komplettversion und Kurzform. Testmappe mit Manual, 
Fragebögen, Schablonen [Health Questionnaire for Patients 
(PHQ-D). Complete version and short form. Test folder 
with manual, questionnaires, templates]. Pfizer.

Luyten, P., & Fonagy, P. (2020). Psychodynamic psychotherapy 
for patients with functional somatic disorders and the road 
to recovery. American Journal of Psychotherapy, 73, 125–130. 
https://doi.org/10.1176/appi.psychotherapy.20200010

Marchia, L. (2023). Having less than others is physically painful: 
Income rank and pain around the world. Social Psychological 
and Personality Science, 1–10. https://doi.10. 
117719485506231167928journals.sagepub.com/home/spp

Marty, P. (1968). A major process of somatization: The progress
ive disorganization. International Journal of Psychoanalysis, 
49(2), 246–249.

Matheson, L. N. (1995). Getting a handle on motivation: Self- 
efficacy in rehabilitation. In S. J. Isernhagen (Ed.), The com
prehensive guide to work injury management (pp. 514–542). 
Aspen Publications.

10 L. BARTH ET AL.

https://doi.org/10.1007/BF02959944
https://doi.org/10.1016/0022-3999(94)90049-3
https://doi.org/10.3389/fnhum.2013.00410
https://doi.org/10.3389/fnhum.2013.00410
https://doi.org/10.1093/scan/nsq107
https://doi.org/10.1097/PSY.0000000000001208
https://doi.org/10.1097/PSY.0000000000001208
https://doi.org/10.1126/science.1089134
https://doi.org/10.1097/PSY.0b013e31802e46eb
https://doi.org/10.1097/PSY.0b013e31802e46eb
https://doi.org/10.1002/wps.20189
https://doi.org/10.1002/wps.20189
https://doi.org/10.1016/0022-3999(92)90128-O
https://doi.org/10.1016/0022-3999(92)90128-O
https://doi.org/10.1177/00131644231163813
https://doi.org/10.1016/j.pain.2011.07.021
https://doi.org/10.1002/wps.20353
https://doi.org/10.1016/S1090-3801(02)00072-1
https://doi.org/10.1016/S1090-3801(02)00072-1
https://doi.org/10.1002/j.2051-5545.2011.tb00022.x
https://doi.org/10.1016/j.pneurobio.2014.06.003
https://doi.org/10.1016/S0005-7967(03)00069-X
https://doi.org/10.1016/S0005-7967(03)00069-X
https://doi.org/10.1097/NMD.0b013e3182532326
https://doi.org/10.1097/NMD.0b013e3182532326
https://doi.org/10.1097/PSY.0b013e3182688e8b
https://doi.org/10.1097/PSY.0b013e3182688e8b
https://doi.org/10.1097/PR9.0000000000000694
https://doi.org/10.1097/PR9.0000000000000694
https://doi.org/10.1176/appi.psychotherapy.20200010
https://doi.org/https://doi.10.1177/19485506231167928journals.sagepub.com/home/spp
https://doi.org/https://doi.10.1177/19485506231167928journals.sagepub.com/home/spp


Merskey, H., & Bogduk, N. (1994). Classification of chronic pain (2nd 
ed.). IASP Task Force on Taxonomy. IASP Press. http://www. 
iasp-pain.org/Education/content.aspx?ItemNumber=1698

Nagel, B., Gerbershagen, H. U., Lindena, G., & Pfingsten, M. 
(2002). Entwicklung und empirische Überprüfung des 
Deutschen Schmerzfragebogens der DGSS [Development 
and empirical testing of the German Pain Questionnaire of 
the DGSS]. Der Schmerz, 16(4), 263–270. https://doi.org/10. 
1007/s00482-002-0162-1

Nasio, J. D. (2004). The book of love and pain. Thinking at the limit 
with Freud and Lacan. State University of New York Press.

Nissen, B. (2018). Hypochondria as an actual neurosis. The 
International Journal of Psychoanalysis, 99(1), 103–124. 
https://doi.org/10.1111/1745-8315.12655

Okur Güney, Z. E., Sattel, H., Witthöft, M., & Henningsen, P. 
(2019). Emotion regulation in patients with somatic 
symptom and related disorders: A systematic review. PLoS 
One, 14(6), e0217277. https://doi.org/10.1371/journal.pone. 
0217277

Olango, W. M., & Finn, D. P. (2014). Neurobiology of stress-induced 
hyperalgesia. Current Topic in Behavioral Neurosciences, 20, 
251–280. https://doi.org/10.1007/7854_2014_302

Pellino, T. A., & Ward, S. E. (1998). Perceived control mediates 
the relationship between pain severity and patient satisfac
tion. Journal of Pain and Symptom Management, 15(2), 110– 
116. https://doi.org/10.1016/S0885-3924(97)00255-8

Reulen, R. C., Zeegers, M. P., Jenkinson, C., Lancashire, E. R., 
Winter, D. L., Jenny, M. E., & Hawkins, M. M. (2006). The 
use of the SF-36 questionnaire in adult survivors of child
hood cancer: Evaluation of data quality, score reliability, 
and scaling assumptions. Health and Quality Life Outcomes, 
4(1), 77. https://doi.org/10.1186/1477-7525-4-77

Rief, W., Hiller, W., & Heuser, J. (1997). SOMS - Das Screening für 
Somatoforme Störungen (Manual zum Fragebogen) [SOMS – 
Screening for Somatoform Disorders (Questionnaire 
Manual)]. Huber.

Rudolf, G. (2006). Strukturbezogene Psychotherapie. Leitfaden 
zur psychodynamischen Therapie struktureller Störungen 
[Structural psychotherapy. Guide to psychodynamic 
therapy of structural disorders]. Schattauer.

Shidhaye, R., Mendenhall, E., Sumathipala, K., Sumathipala, A., 
& Patel, V. (2013). Association of somatoform disorders 
with anxiety and depression in women in low and middle 
income countries: A systematic review. International 
Review of Psychiatry, 25(1), 65–76. https://doi.org/10.3109/ 
09540261.2012.748651

Spielberger, C. D., Gorsuch, R. L., & Lushene, R. E. (1970). Manual for 
the state-trait anxiety inventory. Consulting Psychologists Press.

Stone, E. M. (1994). American psychiatric glossary (7th ed.). 
American Psychiatric Press.

Violon, A. (1985). Family etiology of chronic pain. International 
Journal of Family Therapy, 7(4), 235–246. https://psycnet.apa. 
org/doi/10.1007BF00924025

Way, B. M., Taylor, S. E., & Eisenberger, N. I. (2009). Variation in 
the μ-opioid receptor gene (OPRM1) is associated with dis
positional and neural sensitivity to social rejection. 
Proceedings of the National Academy of Sciences, 106(35), 
15079–15084. https://doi.org/10.1073/pnas.0812612106

Wittchen, H. U., Zaudig, M., & Fydrich, T. (1997). SCID. 
Strukturiertes Klinisches Interview für DSM IV [Structured clini
cal interview for DSM IV]. Hogrefe.

Zheng, F., Duan, Y., Li, J., Lai, L., Zhong, Z., Hu, M., & Ding, S. 
(2019). Somatic symptoms and their association with 
anxiety and depression in Chinese patients with cardiac 
neurosis. Journal of International Medical Research, 47(10), 
4920–4928. https://doi.org/10.1177/0300060519869711

Zonneveld, L. N., Sprangers, M. A., Kooiman, C. G., van’t Spijker, 
A., & Busschbach, J. J. V. (2013). Patients with unexplained 
physical symptoms have poorer quality of life and higher 
costs than other patient groups: A cross-sectional study on 
burden. BMC Health Services Research, 13(1), 520. https:// 
doi.org/10.1186/1472-6963-13-520

NEUROPSYCHOANALYSIS 11

http://www.iasp-pain.org/Education/content.aspx?ItemNumber=1698
http://www.iasp-pain.org/Education/content.aspx?ItemNumber=1698
https://doi.org/10.1007/s00482-002-0162-1
https://doi.org/10.1007/s00482-002-0162-1
https://doi.org/10.1111/1745-8315.12655
https://doi.org/10.1371/journal.pone.0217277
https://doi.org/10.1371/journal.pone.0217277
https://doi.org/10.1007/7854_2014_302
https://doi.org/10.1016/S0885-3924(97)00255-8
https://doi.org/10.1186/1477-7525-4-77
https://doi.org/10.3109/09540261.2012.748651
https://doi.org/10.3109/09540261.2012.748651
https://psycnet.apa.org/doi/10.1007/BF00924025
https://psycnet.apa.org/doi/10.1007/BF00924025
https://doi.org/10.1073/pnas.0812612106
https://doi.org/10.1177/0300060519869711
https://doi.org/10.1186/1472-6963-13-520
https://doi.org/10.1186/1472-6963-13-520

	Abstract
	Introduction
	Methods
	Sample, design, and setting
	Measures
	Development of the questionnaire for assessing somatoform pain
	Statistical analysis

	Results
	Description of the sample

	Discussion
	Conclusions
	Note
	Disclosure statement
	References

