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Abstract
The Diagnostic Criteria for Psychosomatic Research (DCPR) are a diagnostic and conceptual frame-

work that aims to translate psychosocial variables that derived from psychosomatic research into 

operational tools whereby individual patients could be identified. A set of 12 syndromes was devel-

oped and grouped in the clusters of abnormal illness behavior (health anxiety, disease phobia, 

thanatophobia, and illness denial), somatization (functional somatic symptoms secondary to a psy-

chiatric disorder, persistent somatization, conversion symptoms, and anniversary reaction), irritabil-

ity (type A behavior, irritable mood), demoralization, and alexithymia. This chapter aims to illustrate 

the criteria for each of the 12 DCPR syndromes and how to diagnose them with the aid of the DCPR 

Structured Interview, as illustrated in a clinical example. Copyright © 2012 S. Karger AG, Basel

The DSM-IV criteria for diagnosing somatoform disorders have attracted increas-

ing and considerable criticism for several reasons, including the failure to represent 

adequately clinical reality, the restatement of the dualistic dichotomy between medi-

cal illnesses and psychosocial syndromes, the tendency to overpsychologize somatic 

symptoms (when axis I disorders are present) or to underestimate psychological 

aspects (when medical diagnoses are established), and the neglect of subsyndromal 

conditions, personality and behavioral factors [1, 2]. To the purpose of identifying 

patients within a given illness population whose psychological factors have a relevant 

relative weight of clinical significance, in the last decade an international group of 

investigators proposed the Diagnostic Criteria for Psychosomatic Research (DCPR) 

[3] that include 12 clusters of clinically important psychosomatic correlates of medi-

cal disorders. This paper aims to illustrate how to diagnose the DCPR syndromes by 

means of the DCPR Structured Interview (DCPR-SI).
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The diagnostic criteria for each of the 12 DCPR syndromes are shown in online 

supplementary appendix A. The DCPR system has undergone extensive validation in 

the last 10 years from research studies recently summarized in a monograph [4] and 

two reviews [2, 5]. The DCPR system enables clinicians to identify psychological and 

subclinical problems in medical patients to a much higher extent than the DSM clas-

sification since patients diagnosed with DCPR but not DSM syndromes were 3.6 

times more prevalent than patients with DSM but not DCPR diagnoses. Furthermore, 

it has been able to identify patients with poorer psychosocial functioning and mal-

adaptive illness-related coping in several medical settings (dermatology, oncology, 

endocrinology, and consultation psychiatry) and to predict treatment outcome in 

gastroenterology and higher vulnerability for coronary heart disease in postmyocar-

dial infarction [2, 4, 5].

The Diagnostic Criteria for Psychosomatic Research-Structured Interview 

The DCPR categories listed in appendix A are assessed through the DCPR-SI (see 

online suppl. appendix B) which has shown good to excellent characteristics of reli-

ability and validity. Used by trained investigators, the interview has resulted in sub-

stantial interrater agreement for all 12 syndromes (Cohen’s k ranging from 0.69 to 

0.97) [6]. Construct-related validity has been evaluated with sound external criteria by 

independent studies with different medical samples showing overall correct classifica-

tion rate of 70–77% for alexithymia [7–9] and 61–73% for type A behavior (TAB) [9].

The DCPR-SI is administered during a face-to-face interview and takes about 

15–30 min to be completed. It includes 58 items scored in a yes/no response format 

evaluating the presence of 1 or more of the 12 DCPR syndromes over the past 6 or 12 

months. The interview requires the assessor’s knowledge of the patient’s main and 

comorbid medical diagnoses, clinical judgment, information on the course of the 

medical disorder, and familiarity with the DCPR literature. Psychiatric assessment is 

not strictly needed but is however suggested in conjunction with the DCPR-SI. Most 

questions are asked directly to the patient, while some items are to be answered by the 

interviewer because of the need of extra-interview information, such as the chronol-

ogy of symptom onset for functional somatic symptoms secondary to a psychiatric 

disorder and the patient’s extraverbal behavior for conversion disorder, TAB, and 

alexithymia. Items investigating these last aspects are italicized in the DCPR-SI form. 

Depending on the purpose of the interview (specific medical setting or disorder, or 

research hypotheses), the DCPR-SI might be administered in part by excluding 

selected DCPR categories. The duration of the interview may therefore vary. The 

main characteristic of each syndrome is inquired first, and if the criterion is not met, 

the interviewer has to skip to the following syndrome. In online supplementary 

appendix C, a clinical vignette is used as an example for scoring the DCPR-SI and 

reaching diagnostic conclusions.

http://content.karger.com/ProdukteDB/Katalogteile/isbn3_8055/_98/_53/ADPSY032_suppl.htm#04
http://content.karger.com/ProdukteDB/Katalogteile/isbn3_8055/_98/_53/ADPSY032_suppl.htm#04
http://content.karger.com/ProdukteDB/Katalogteile/isbn3_8055/_98/_53/ADPSY032_suppl.htm#04
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In the following description of DCPR clusters, letters and numbers for criteria 

refer to the DCPR-SI (appendix B).

Abnormal Illness Behavior

The first 4 DCPR clusters (disease phobia, thanatophobia, health anxiety, and ill-

ness denial) are related to patients’ ways of perceiving, experiencing, evaluating, 

and responding to their health status that are subsumed into the construct of abnor-

mal illness behavior (AIB) [10] and are issued from Kellner’s Illness Attitude Scale 

[11].

Health anxiety’s main feature is the unfounded fear of having a severe disease even 

without experiencing specific somatic symptoms (A1), as in hypochondriasis, and/or 

the presence of common somatic symptoms (A2) – two features that are thought to 

relate to somatosensory amplification. If the patient does not meet these 2 character-

istics, the interviewer has to skip to the following ‘disease phobia’. Unlike hypochon-

driasis, worries and fears readily respond to appropriate reassurance (B), even though 

new worries may ensue after some time, and are short-lived (less than 6 months’ 

duration; C). High prevalence of health anxiety has been found mostly in oncology 

(38%), consultation-liaison (CL) psychiatry (35%), and frequent attenders in primary 

care (28%), even though a substantial high proportion of about 10% was found in 

cardiology, gastroenterology, and dermatology [4]. Psychological treatments focused 

on explaining to the patient the mechanisms that link emotional distress to selective 

perceptions of somatic symptoms in a self-perpetuating vicious circle can be sug-

gested for patients with health anxiety [12].

Disease phobia is defined by the experience of severe anxiety, even in the form of 

panic attack, of suffering from a specific disease (A), for instance AIDS or cancer, 

unlike the unfounded fear of a having whatever serious disease in the previous ‘health 

anxiety’. Additionally, the patient reports that he or she has been provided with doc-

umentable medical reassurance (B) and that the phobic symptoms have lasted for 

at least 6 months (C). Disease phobia can be distinguished from hypochondriasis 

because of the phobic quality of fears (acute in disease phobia, constant in hypo-

chondriasis) and the nature of the phobic object (stable over time in disease phobia, 

changeable in hypochondriasis). The differential diagnosis between hypochondriasis 

and disease phobia is relevant for treatment planning. The phobic quality of symp-

toms typically leads to avoidance, and may therefore be treated with in vitro or in 

vivo exposure strategies, while hypochondriacal patients do not respond to exposure 

because they tend to exhibit ‘doctor-shopping behavior’ rather than avoidance. In a 

sense, disease phobia is related to hypochondriasis as panic disorder is to generalized 

anxiety. Consistently, the prevalence of the DCPR category of disease phobia is very 

high in frequent attenders in primary care (34%) and trivial in a community sample 

(1%) [4].
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Thanatophobia is defined by the main characteristic of a sense of impending death 

or even the firm belief of dying soon, without a real reason, interfering significantly 

with the patient’s level of functioning (A). Differently from health anxiety and disease 

phobia that are focused on the fear of having a serious disease, thanatophobia is char-

acterized by the frightened anxiety of death and the accompanying avoidant behavior 

focused on any news related to death (e.g. funerals and obituary notices; B) and any 

situation related to death, as changing TV channel, interrupting conversations con-

cerning death people or disasters or accidents (criterion C). It is not frequent (preva-

lence of 0.6% in a community sample and 1.5–3% in clinical settings), even though 

it is present in a relevant proportion in patients with specific illnesses as myocardial 

infarction (7%) and cancer (11%), and who make high use of health care services 

(12%) [4].

Illness denial is placed at the opposite pole with respect to hypochondriasis within 

the AIB conceptual framework, and is characterized mainly by the minimization, or 

even conscious failure, of symptom reporting to the physician (A1) and the lack of 

adherence to appropriate medical advices regarding treatment or other recommen-

dations (A2). Also, the patient has to be fully aware of his or her health condition 

as it would result from adequate medical explanation about diagnosis and treatment 

recommendations (B). The high prevalence of this DCPR category in primary care 

(up to 80%) and CL psychiatry (29%) suggests it might hide under the appearance 

of ‘normality’ or lead to hospitalization because of behaviors that foster doubts in 

the physicians. Denying the burden of physical disease might be an adaptive coping 

mechanism in some circumstances and at certain degrees, as in the early stage after 

diagnosis or in the terminal phase of a life-threatening disease because it may allevi-

ate psychological distress. However, within the AIB framework, denying, distorting 

or minimizing clinical relevance, personal responsibility, long-term prognosis, and 

need for treatment may have serious health-related consequences [4].

Somatization

The four DCPR clusters of functional somatic symptoms secondary to psychiatric 

disorders, persistent somatization, conversion symptoms, and anniversary reaction 

are related to Lipowski’s concept of somatization [13].

Functional somatic symptoms secondary to a psychiatric disorder are defined mainly 

by the lifetime experience of common somatic symptoms (e.g. palpitations, sweat-

ing, tremor, becoming flushed, gastrointestinal symptoms, dizziness, muscular pains, 

persistent tiredness) that often go unnoticed in most people or do not cause any con-

sequence other than minor self-medication. In these patients, however, experienc-

ing these symptoms greatly interferes with everyday life and prompts for repeated 

medical treatments (A). In the DCPR-SI, the ‘no’ answer to this item (that skips the 

interviews to ‘persistent somatization’) does not imply that the patient has never 
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had these symptoms but that he or she considers them as so common that are not 

taken into consideration when talking about his or her overall health condition. If 

the patient’s attention paid to these symptoms is high, the interviewer has to check 

whether the physician has considered them as medically unexplained (B). The inter-

viewer has also to note whether a psychiatric disorder has been diagnosed previously 

or the patient suffered from some defined form of psychopathology before (C): the 

diagnosis is placed if the onset of psychopathology occurred prior to the onset of 

the functional somatic symptoms (D). This DCPR category is very useful in clinical 

practice because in the DSM the diagnosis of a somatoform condition is excluded by 

the presence of another axis I disorder (hierarchical rule), while it is very likely that 

a patient with psychopathology (major depression, panic disorder) has also clinically 

relevant somatic symptoms requiring additional specific treatment. The prevalence 

of functional somatic symptoms secondary to psychiatric disorders has been found 

in the range of 30–45% in high health care users, medical inpatients referred for psy-

chiatric consultation, and functional gastrointestinal disorders in which there is also 

a high proportion (75–90%) of DSM-IV disorders [5]. However, confirming the criti-

cism toward the hierarchical rule [14], only one third of patients with DSM-IV mood 

and anxiety disorder were also diagnosed with functional somatic symptoms second-

ary to psychiatric disorders [4].

Persistent somatization is issued from Kellner’s concept of symptom clustering 

[15] that highlights the fact that an individual with a psychosomatic condition (e.g. 

irritable bowel syndrome) is more likely to subsequently get another functional gas-

trointestinal (e.g. non-ulcer dyspepsia) or extragastrointestinal (e.g. chronic fatigue) 

syndrome over time. Persistent somatization is described by the main feature of a 

chronic (>6 months) somatic functional disorder causing psychosocial problem and 

medical care seeking (A). Moreover, the somatic disorder has to be medically unex-

plained (B) and the patient reports that, after the prescribed medical treatments, he or 

she experienced exaggerated side effects (C1) or even a worsening of his or her health 

status (C2), and/or additional symptoms of autonomic arousal (C3), suggesting a pre-

disposition to chronic somatization, somatic amplification, lower pain threshold, and 

high suggestibility. The prevalence of persistent somatization was considerable (about 

30%) in gastroenterology and CL psychiatry and in patients with comorbid DSM-IV 

mood, anxiety, and adjustment disorders [4]. It is noteworthy that 82% of patients 

meeting criteria for DCPR somatization clusters did not satisfy the criteria for any 

DSM-IV somatoform disorder [16].

Conversion symptoms is issued by Engel’s criteria [17] and is defined mainly by 

symptoms or deficits affecting voluntary sensory-motor functioning as balance prob-

lems, localized paralysis or weakness, loss of voice, eating difficulty, double vision 

or loss of sight (A). These symptoms have not been explained by specific medical 

causes after appropriate examinations (B). Unlikely, the DSM-IV conversion disorder 

that requires the exclusion of another somatoform disorder or a medical condition 

and is differentiated from somatization disorder because of the number of symptoms, 
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this DCPR category requires at least 2 additional features related to the patient’s past 

experience and personality features. The symptoms have to be preceded by some spe-

cific stressful events connected to symptoms (C1), already experienced in the past 

and/or observed in someone else close to patient (C2). Furthermore, the interviewer 

should notice if the patient shows a sort of ambivalence (the belle indifference often 

described in literature) in symptom reporting (e.g. the patient appears overtly relaxed 

or unconcerned while describing highly distressing symptoms; C3) and/or some fea-

tures of histrionic personality (exhibitionist or inappropriately seductive behavior, 

seeking of reassurance or approval, exaggerated displays of emotions, high sensitivity 

to criticism or disapproval, excessive concern with physical appearance, a need to be 

the center of attention, low tolerance for frustration or delayed gratification, rapid 

shifting of emotional states, making rash decisions, self-centeredness). Consistently 

with the notion that false-positive cases of conversion symptoms are likely to be pres-

ent in medical settings with a symptom-based only diagnosis neglecting the patient’s 

psychological characteristics [18, 19], the DCPR category of conversion symptoms 

has been found in a proportion of 5–7% in gastroenterology and cardiology [4].

Anniversary reaction was described by Engel [20], and is often unrecognized 

because of the lack of awareness of the patient and the negligence of the clinician. 

The main characteristic is given by the fact that the patient, upon the interviewer’s 

request, pays his or her attention to some specific events that occurred at a given 

time before the onset of somatic symptoms (A). The following questions of the inter-

view focus therefore on further details: if symptoms occur at an important date in the 

patient’s life (e.g. birthday, Christmas) or started when the patient had the same age 

that a family member developed a life-threatening disease (e.g. abdominal pain start-

ing when the patient was aged 52, which was her sister’s age when she developed the 

first symptoms of intestinal cancer 10 years ago; B) or a serious health problem (chest 

pain at the age of 41 when the patient’s brother had his first heart attack) or died (e.g. 

dysuria at the age of 64 when the patient’s father died because of prostate cancer). 

Anniversary reactions may be more frequent than believed in PTSD war veterans 

[21] and were found in more than 10% of patients in primary care and oncology [4].

Irritability

Type A Behavior (TAB) is part of the irritability cluster along with irritable mood. TAB 

has become a classic construct in psychosomatic medicine and indicates a ‘specific 

emotion-action complex’ of individuals aggressively committed to struggle for achiev-

ing more and more in less and less time [22]. As a complex, several characteristics 

are included in TAB, and they are enlisted in question A of the DCPR-SI (at least 5 

of them are necessary for diagnosing TAB at the DCPR-SI): a strong commitment to 

work because of excessive responsibility (A1); a strong sense of ambition and need for 

achievement and approval (A8); a sense of time urgency for several activities (either at 
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work or not) that must be accomplished as soon as possible (A2); hostility and cyni-

cism that may become aggressiveness when the patient needs to take others into con-

sideration in pursuing a goal, particularly when he or she feels a strong sense of time 

urgency (e.g. driving fast, impatience at a traffic light stop; A4), and/or is evident in 

a strong sense of competitiveness (A9); speech and bodily movements (hands, arms, 

facial muscles, glances) characterized by tension, rapidity, fast pacing, and sometimes 

explosiveness, as shown at the interview (A3) and/or self-reported (A6); a general irri-

table attitude in coping with everyday life (A5); the feeling that mind is crowded with 

many ideas and thoughts, all important and all at the same time (A7). Clinical interest 

for TAB in medical patients requires however that the patient reports also somatic 

symptoms of autonomic arousal (palpitations, sweating, muscular and stomach pains, 

intestinal disorders, and/or breathing fast; B). Even though it is classically associated 

with cardiovascular disorders, the DCPR category of TAB was found highly frequent 

not only in cardiology (28%) but also in frequent attenders in primary care (52%), eat-

ing disorders (27%), CL psychiatry (25%) and also healthy people (25%), suggesting it 

might be considered as a relevant psychosomatic factor across a variety of clinical and 

preclinical conditions requiring a careful evaluation from clinicians [4].

Irritable mood is issued from Snaith and Taylor’s [23] description of a feeling state 

of irritability which may be experienced as brief episodes or it may be prolonged and 

generalized, requiring an increased effort to control, while overt manifestations lack 

the cathartic effect of justified outbursts of anger, thus being always unpleasant for 

the subject. The main criteria of the DCPR-SI require that the subject is aware of 

his or her negative feeling state, even though he or she is unable to have full control 

over it (A1) and/or experiences verbal or behavioral outbursts of rage (A2; ego-dys-

tonic condition). Furthermore, the patient reports that aggressive behavior lacks the 

usual cathartic effect, thus leaving him or her with a sense of uneasiness (B) and with 

acute symptoms of autonomic arousal as tachycardia (C). Because of the direct or 

mediating role played by irritability in several medical conditions and predisposing 

unhealthy behaviors, the DCPR irritable mood has been found to be frequent (about 

15%) in all medical settings (particularly in patients with endocrinology illness, high 

health care use, and eating disorders) to the same extent as community subjects [4], 

and, although related, is independent of depression [24].

Demoralization

It is issued from Frank’s [25] suggestion that demoralization results from the aware-

ness of being unable to cope with a pressing problem or of having failed one’s own 

or other’s expectations, and is the main reason why subjects seek psychotherapeutic 

treatment. Subjective incompetence is considered as the clinical hallmark of demor-

alization and of related feelings of hopelessness and helplessness [26]. Indeed, the 

main DCPR criteria of demoralization include the sense of personal failure to meet 
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his or her or others’ expectations (A1), a subjective feeling of incompetence to cope 

with urgent problems (A2), and perception of hopelessness and helplessness (A3). 

Additional aspects are the prolonged period of demoralized states lasting for longer 

than one month (B) and the patient’s perception that his or her feeling state is related 

to his or her health status (C). The clinical relevance of demoralization in physical 

syndromes is highlighted by its high prevalence in all medical settings and low fre-

quency in the community sample (3%) [4]. Demoralization and major depression, 

although overlapping, are distinct phenomena [27]: a depressed person is incapable 

of experiencing enjoyment of any sort because of a primary reduction in motivation 

and drive, whereas a demoralized individual is unable to acknowledge anticipatory 

pleasure because of inhibition in his or her initiative, but consummatory pleasure is 

unaffected [28].

Alexithymia

Like other DCPR syndromes, alexithymia is a classic theme in psychosomatic medi-

cine. It is now recognized to be a multifaceted construct including two high-order fac-

tors (lack of affect awareness and operatory thinking) leading to a reduced ability to 

cognitively process feelings, and is considered one of the vulnerability factors for the 

development of medical and psychiatric disorders of affect regulation [29]. Some of 

the facets of the construct are inquired directly in the DCPR-SI, and at least 3 of them 

are necessary for the DCPR diagnosis of alexithymia, while some others (particularly 

the overall level of affect expression and communication) have to be inferred through 

clinical observation. Two direct questions concern the subject’s ability to verbalize 

(A1) and to communicate emotional states (A2); two further questions are related to 

cognitive features as reduced ability to fantasizing (A3) and external-related thinking 

(A4); one further question concerns the manifestation of somatic problems (e.g. pain, 

sickness) subsequent to the experience of strong emotions (A5), and one last question 

concerns emotional, non-mentalized outbursts (e.g. sudden crying when the patient 

experiences a strong emotion, but he or she is unaware of the connection or not able 

to link; A6). The construct validity of the DCPR criteria of alexithymia has been con-

firmed in 3 independent studies [7–9]. As expected, a high rate of alexithymia was 

found in several medical settings such as oncology (26%), functional gastrointestinal 

disorders (48%), frequent attending patients in primary care (38%), CL psychiatry 

(25%), and eating disorders (27%) [4].

Conclusion

A large body of psychosomatic literature has shown definitely that psychosocial fac-

tors, psychopathology, and somatic symptoms are intertwined at multiple levels and 
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that the concept of illness is multifactorial in itself [30]. One of the main criticisms 

against the use of the traditional psychiatric classification with medical patients is the 

misleading assumption of the organic versus functional dichotomy claiming that the 

presence of an organic cause, as well as a hierarchical higher-order psychiatric disor-

der such as major depression or panic disorder, subsumes psychological disturbances 

and, vice versa, the absence of an organic cause strongly indicates the presence of a 

psychological or psychiatric reason. The development of the DCPR system focused 

on the task to translate psychological characteristics widely observed and studied in 

various medical settings into diagnostic criteria, which may entail clinical values and 

may be investigated through the reliable DCPR-SI across disorders, regardless of their 

presumed origin. By replacing the DSM-IV hierarchical rule with the concepts of 

association and coexistence of psychological, functional, and organic illnesses, not 

surprisingly the DCPR assessment was found to be more suitable than psychiatric 

criteria in identifying AIB, somatization, irritability, demoralization, and alexithymia 

in patients with a variety of medical disorders [2, 4, 5]. The accumulated evidence 

has led to the suggestion of replacing the DSM-IV category of ‘psychological factors 

affecting medical condition’ – a poorly defined diagnosis with little, if any, impact on 

clinical practice – with a new section including hypochondriasis and the most fre-

quent DCPR syndromes [31, 32].

The application of DCPR through the structured interview presented in this 

paper might hopefully allow a more specific designation of problems that commonly 

present to both primary care as well as psychiatric physicians and a more accurate 

identification of psychosomatic distress across different somatic disorders (whether 

of functional or organic in nature). As DCPR reflects the need of adopting a global 

psychosomatic approach to health, the use of the DCPR-SI offers a unique compre-

hensive tool for eliciting meaningful clinical information that cannot be obtained 

otherwise and allows health care providers (general practitioners, medical specialists, 

psychiatrists, clinical psychologists, psychotherapists, psychosomatic specialists) to 

bring together a large number of seemingly unrelated disorders whose names have 

been scattered so far under the headings of the various anatomical systems and to 

pave the ground for multidisciplinary work in clinical medicine [33].
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