
IJFANS International Journal of Food and Nutritional Sciences 

ISSN PRINT 2319 1775 Online 2320 7876  

Research paper        © 2012 IJFANS. All Rights Reserved,  UGC CARE Listed ( Group -I) Journal Volume 11, S Iss 4, 2022 

 

230 | P a g e  

 

ENT Patients with Medically Unexplained Symptoms and 

Somatization 

Dr. Tarun Malhotra
1
, Dr. Abhinav Raj

2
, Dr. Sushil Gaur

3
*,  

Dr. Samridhi Mishra
4
, Dr. Ravi Gupta

5 

1,3 
Professor, Department of ENT, Santosh Medical College and Hospital,  

Santosh Deemed to be University, Ghaziabad, Uttar Pradesh, India. 
2 

Assistant Professor, Department of ENT, Santosh Medical College and Hospital, 

Santosh Deemed to be University, Ghaziabad, Uttar Pradesh, India. 
4,5 

PG Final Year, Department of ENT, Santosh Medical College and Hospital,  

Santosh Deemed to be University, Ghaziabad, Uttar Pradesh, India. 

 

ABSTRACT: 

Somatisation has been defined as the perception of an emotionally influenced physiological 

occurrence.Using the following Medical Subject Headings, a review of the medical literature 

was conducted: somatisation (357 articles), medically unexplained symptoms (749 articles), 

unexplained or idiopathic dizziness (142 articles), tinnitus (360 articles), catarrh (1068 

articles), and globus pharyngeus (3114 articles). 

Up to forty percent of outpatient visits are for medically unexplained symptoms. This 

includes patients with dizziness, tinnitus, 'false' eustachian tube dysfunction, 'inability to 

hear,' catarrh and postnasal drip, atypical facial discomfort, globus pharyngeus, and 

functional dysphonia in ENT clinics. Patients' interpretations of these symptoms frequently 

differ from medical reasons. Patients' concerns and anxiety are unaffected by the presentation 

of normal test results and the provision of reassurance. Patients are more likely to be satisfied 

and empowered by consultations that acknowledge symptoms and their significance and offer 

a concrete and engaging explanation.In recent years, there has been a shift in the treatment of 

medically unexplained symptoms, with a greater emphasis on psychological aspects due to 

their link with anxiety and depression. 

Keywords: Somatization; Medically Unexplained Symptoms; Otorhinolaryngology; 

Dizziness; Tinnitus; Catarrh;Globus Pharyngeus. 

INTRODUCTION: 

Steckel invented the term somatisation in 1943 and characterised it as a "bodily condition that 

originates as the expression of a deep-seated neurosis, notably depression from a sickness of 

the mind. However, Steckel had a propensity for coining new words for existing concepts, in 

this case Freud's concept of conversion.[1] The definition has evolved throughout the years. 
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In the 1980s and 1990s, somatisation was a common notion. In the 1970s, however, it fell out 

of favour, as did the formerly prevalent diagnosis of  hysteria. Recent texts use neutral words 

like medically unexplained symptoms or functional symptoms. 

Over the years, the concept and measurement of medically unexplained or functional 

complaints have shifted, placing a greater emphasis on psychological variables. This is less 

stigmatising for patients and may allow them to develop a better method of symptom 

management.[2-4] The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition 

(DSM-IV) identifies undifferentiated somatoform disorder by the following characteristics: 

(A) The individual has one or more bodily complaints, such as tiredness, digestive or urinary 

complaints. (B) (1) After appropriate investigation, the symptoms cannot be fully explained 

by a known general medical condition or the direct effects of a substance; or (2) when there is 

a related medical condition, the physical complaints or resulting social or occupational 

impairment exceeds what would be expected based on the patient's medical history, physical 

examination, or laboratory results. (C) The symptoms produce distress or impairment in 

social, occupational, or other areas of functioning that is clinically substantial. (D) The 

disturbance has lasted at least six months. (E) The symptom cannot be better explained by 

another mental condition (e.g. a mood disorder). (F) The symptom is not generated or feigned 

purposefully (as with a factitious disease or malingering). 

Invariably, patients with unexplained symptoms are subjected to studies and therapies that do 

not disclose organic disease, which can be viewed in retrospect as inappropriate except for 

the exclusion of recognised medical conditions. Somatisation imposes significant costs on 

healthcare services.[5-6] In addition, there is a significant indirect cost to the patient in terms 

of the impact on quality of life. 

The cause of medically unexplained symptoms is unknown and likely multifactorial. While 

some of these symptoms were linked to psychopathology in the original parent, others were 

linked to psychopathology in the adoptive parent, according to adoption research. 9 

Therefore, it is likely that these represent a collection of diverse disorders.[7-9] The 

childhood home environment appears to play a considerable influence. 

The symptoms may have been learned via early exposure to a patient's or a relative's disease, 

which predisposes the child to functional somatic symptoms in adulthood. Children who 

somatize appear to mimic symptoms exhibited by other family members. The extent to which 

emotional anguish is shown as physical symptoms is influenced by factors such as lower 

social class, education, culture, and subculture. There is evidence that somatisation in 

adulthood is related to parental attentiveness and interest in the patient's childhood illnesses. 

Selective perception alters our experience of body sensations; for instance, if individuals are 

reminded that a flu epidemic is occurring, this results in a rise in reported flu symptoms.[10] 

Moreover, individuals can improve their sense of body sensations via practise. 
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Therefore, a person's usual focus on a certain part of their body will raise their sensitivity to 

detect feelings in that region. Consequently, a traumatic occurrence involving the patient or a 

close relative may cause the patient to obsess on a bodily region, thereby raising the 

likelihood of somatic symptoms. 

Some authors have defined somatisation as the sense of an emotionally influenced 

physiological occurrence. This is demonstrated by the physiological changes that accompany 

certain somatic symptoms, such as the contractions in the smooth muscle of the 

gastrointestinal tract, which are influenced by stress and frequently result in somatic 

discomfort. There is no apparent distinction between somatizers and people with 

psychophysiological diseases such as irritable bowel syndrome or tension-type headache. 

Additionally, there may be unreported physiological aspects that contribute to somatisation. 

Numerous academics have highlighted the link between somatization and depression. 

Although this link is supported by substantial evidence, it is unclear whether condition starts 

first: depression or somatisation. Some authors have suggested that somatisation symptoms 

are a characteristic of depression, suggesting that somatisation shares the same aetiology, 

duration, and treatment response as depression. [11] Despite the lack of clear evidence, 

functional somatic symptoms may emerge after stressful life experiences. Patients with 

anxiety also exhibit somatic symptoms, which are considered by many authors to be physical 

manifestations of anxious states. There is consistent evidence that somatisation and anxiety 

are associated. It is challenging to research the association between somatisation and anxiety 

or depression separately, as they tend to coexist in the majority of patients. It has been found 

that somatic symptoms diminish in number and severity when the anxiety or depression 

condition improves. Comorbidity between somatoform disorders and mental disorders 

appears to be on the rise, [7] but this may be attributable to improved identification. 

Dizziness 

Even after comprehensive research, many dizzy individuals have symptoms that cannot be 

explained.12,13 Dizzy Patients with an increase in body pain and a propensity for 

hypochondriasis are less likely to have peripheral vestibular dysfunction.14 An examination 

of patients with chronic subjective dizziness who visited a tertiary care balance centre 

revealed that 60% had a primary or secondary anxiety disorder, 39% had a central nervous 

condition such as migraine, mild traumatic brain injuries, or dysautonomia, 10% had an 

otogenic condition, and 2% had a dysrhythmia. 15 The high prevalence of secondary anxiety 

should not obscure the presence of underlying disease. 15, 16 Chronic subjective dizziness 

accounted for 10.6 percent of 1552 patients who reported with vertigo, and was twice as 

prevalent in females. A substantial predisposing factor was anxiety, together with a fear of 

heights and a previously resolved vestibular episode. Nevertheless, 79% of participants 

performed poorly on dynamic posturography, highlighting the intricate relationship between 

supratentorial variables and the vestibular system. [17] 
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However, even when worry is not the cause of vertigo, it becomes a factor as the symptom 

persists.18 It has been discovered that selective serotonin reuptake inhibitors benefit patients 

with chronic subjective dizziness and anxiety, as well as those with otogenic causes of 

anxiety who experience secondary anxiety. They do not appear to assist people whose 

neurotologic condition exacerbates preexisting anxiety. [19]Cognitive behaviour therapy has 

been proven to alleviate the functional impairment associated with chronic subjective 

vertigo.[20] 

Tinnitus It is currently hypothesised that tinnitus is caused by deafferentation of tonotopically 

organised central auditory regions, which increases spontaneous neuronal firing in the 

auditory cortex.[21] Patients with tinnitus suffer numerous other symptoms, including sleep 

disturbances, anxiety, melancholy, irritability, and difficulty concentrating 22 There seems to 

be an intricate relationship between tinnitus and depression. [12] 

When the pathophysiological causes of tinnitus have been ruled out, it is important to 

consider and treat psychopathological symptoms that might increase tinnitus, such as sleep 

disturbance, aggression, anxiety, and emotional lability.[14] A meta-analysis of 15 research 

revealed that cognitive behaviour therapy has long-lasting benefits. [15]Many elderly adults 

lack tinnitus, probably due to the preservation of inhibitory circuits.[21] 

Pseudo eustachian tube dysfunction 

It is fairly uncommon for an adult to appear with a sense of obstruction or 'cotton-wool in the 

ears' despite the absence of objective illness indications.[16] In the otoscopic examination of 

certain patients, the capacity to inflate the middle ear with the Valsalva manoeuvre is normal, 

as are the results of audiometry and tympanometry. The primary diagnostic test for 

eustachian tube dysfunction is tympanometry; middle-ear impedance is normal in 27 people 

with pseudosymptoms. Patients with eustachian tube dysfunction are frequently more upset 

and demanding than patients with objective indications of eustachian tube dysfunction. 

The proverb "primum non nocere" (first, do no harm) comes to mind. Medical and surgical 

treatments can provide some transitory symptomatic relief, although this appears to be the 

product of a placebo effect or cognitive dissonance [18]. 

Catarrh and postnasal drip 

It is essential to determine what patients mean when they report this symptom when they use 

the term catarrh. It is fascinating only a small percentage of people with allergic rhinitis or 

persistent bacterial rhinosinusitis experience catarrh.[12] Numerous patients who complain of 

catarrh appear to have abnormal bodily sensations33, including heightened pharyngeal 

awareness.[14] If posterior nasal discharge is the major symptom, more investigation is 

required to determine whether the patient has become hyperaware of typical mucus or 

whether they have an actual mucus overproduction. 
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Several patient groups complain of catarrh or postnasal mucus in the absence of abnormal or 

excessive mucus production. One such group consists of snorers whose uvula is swollen. 

These patients report a sensation of "something" around the soft palate and, upon further 

questioning, may describe an accumulation of thick, "wallpaper paste"-like mucus that 

collects in their throat as a result of mouth breathing. They may attempt to swallow the 

mucous. They may snort, creating additional vibration of the palate; in fact, snorting may be 

an isolated behaviour that seems to sensitise the palate to regular postnasal mucus. Snorers 

frequently have mucus that dries up when they mouth breathe, and their snoring becomes 

more persistent as mucus accumulates in the nasopharynx and oropharynx overnight. Some 

patients believe that swallowing this is unhealthy. 

Patients with a hyperawareness of normal postnasal mucus are significantly more common. 

Through frequent throat clearing or snorting, they may have sensitised these areas to the 20–

40 ml of nasal mucus and approximately 1000 ml of saliva that we swallow daily. There is no 

objective examination to confirm postnasal drip as a diagnosis, and the symptoms and/or 

indicators that comprise the diagnosis lack specificity and sensitivity. Nasal mucus is often 

thick and does not run like tap water. Postnasal drip syndrome appears to be more of a label 

than a descriptive word for underlying nasal pathology. 

In fact, a review of the subject identifies this illness as a medical phrase with a "garbage can" 

designation.[15] The great majority of these patients do not exhibit any signs of nose illness. 

Catarrh and postnasal drip symptoms may indicate to a nonspecialist the presence of 

postnasal drip syndrome. The term "drip" is misleading since it indicates that mucus can drip 

from the soft palate or nasopharynx into the larynx or hypopharynx and cause coughing. Due 

to the rheological features of mucus, notably its cohesive forces, spinnability, and 

adhesiveness, this does not occur.[16] 

When this is the origin of secretions, the term postnasal drip syndrome should be replaced 

with the more appropriate terms rhinitis and rhinosinusitis. In the remaining individuals, non-

specific pharyngeal symptoms, which were traditionally attributed to postnasal drip 

syndrome, are typically not an indicator of intranasal disease. Patients with this condition are 

generally hyperaware of normal mucous and saliva. 

To stop the loop of repetitive throat clearing, dry swallowing, and hawking, the patient 

should be instructed to avoid all of these behaviours for one week. Instead, they should be 

instructed to drink ice-cold water, which will stimulate the back of the throat and reduce their 

urge to commit these acts. Patients must be disciplined in this regard and cycle bottles of ice-

cold water from the refrigerator on a regular basis, maintaining a supply at their bedside. It 

also helps to convey to the patient that their secretions are healthy and safe to swallow. This 

is a cognitive behaviour therapy technique. A review of this technique's efficacy in a 

substantial number of patients with these symptoms demonstrated its efficacy. [17] 
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Globus pharyngeus 

Patients with globus pharyngeus may experience a lump in the throat, catarrh, or a'something' 

sensation at the cricoid cartilage level It is essential to rule out any upper gastrointestinal 

disease. These individuals frequently clear their throats or swallow dryly, which appears to 

exacerbate their symptoms. The subjective experiences of these patients and those with 

catarrh and postnasal drip are similar. Men with globus are more likely to be identified with 

somatisation disorder. [20] Globus may manifest as a somatoform disorder or as a sign of 

anxiety, depression, or personality disorder.[21] 

Dysphagia with a function 

It is crucial to rule out disease, particularly neoplasia, as a cause of hoarseness in patients 

exhibiting symptoms of functional dysphonia. However, acid reflux, voice abuse, inadequate 

breathing support, and neck tightness can all contribute to this issue. [22] Approximately one-

fifth of affected individuals exhibit muscular tension or functional hypertensive dysphonia, 

however this diagnosis is not necessarily solely attributable to non-organic causes. As 

previously stated, there are frequently contributory variables, which are best addressed by a 

multidisciplinary team. [22] As with many other medically unexplained symptoms, functional 

dysphonia is nevertheless connected with a variety of psychosocial factors. [15,16] 

In the treatment of functional dysphonia, the results of a meta-analysis indicate the efficacy 

of comprehensive voice therapy that includes both direct and indirect therapeutic modalities. 

TREATMENT: 

Medical explanations of somatizing symptoms frequently differ with patients' experiences, 

and this is typically because the majority of explanations deny the validity of the symptoms. 

[20] Patients are more likely to feel empowered and pleased with explanations that 

acknowledge their symptoms and provide a concrete and engaging explanation.[12] By 

validating the patient's symptoms, but not conspiring with them by acquiescing to their 

explanation, providing a physical mechanism that the patient owns, and allowing them to 

self-manage, patients are less likely to make additional health care requests.[22] Patients' 

concerns and anxiety are unaffected by the display of normal test results accompanied with 

reassurance. [21] Identifying the patient's anxieties is essential to making a difference for the 

patient. Patients with a functional problem were more likely to have a loss in physical and 

mental health, according to a two-year outcome analysis. [22] Cognitive behaviour therapy, 

the treatment of co-occurring sadness and anxiety, and psychiatric assistance for individuals 

with mild psychological disorders are the cornerstones of treatment for medically 

unexplained physical symptoms and somatoform disorder. 
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