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Abstract
Background: To investigate (a) the diagnostic agreement between diagnoses of somatoform disorders, depressive
and anxiety disorders obtained from a structured clinical interview and diagnoses reported from primary care physicians
(PCPs) and (b) to identify patient and PCP-related predictors for the diagnostic agreement regarding the presence of a
somatoform disorder.
Methods: Data from a cross-sectional study comprising 112 primary care patients at high risk for somatoform disorders
were analyzed. Diagnoses according to International Classification of Diseases, 10th revision (ICD-10) for somatoform,
depressive and anxiety disorders were obtained from the Composite International Diagnostic Interview (CIDI) and
compared with the diagnoses of the patients’ PCPs documented in their medical records. Using multiple regression
analyses, predictors for the PCPs’ diagnosis of a somatoform disorder were analyzed.
Results: The agreement between PCP diagnoses and CIDI diagnoses was 32.3% for somatoform disorders, 48.0% for
depressive disorders and 25.0% for anxiety disorders. Multiple regression analyses revealed the likelihood of being
diagnosed with a somatoform disorder by PCP increased with somatic symptom severity (OR = 1.22, 95% CI 1.03–1.44).
Regarding PCP-related characteristics, a specialization in internal medicine (OR = 5.95, 95% CI 1.70–20.80) and working
in a solo practice (OR = 2.92, 95% CI 1.02–8.38) increased the likelihood that patients were diagnosed with a
somatoform disorder.
Conclusions: The present results indicate that the process of diagnosing somatoform disorders in primary
care needs to be improved. Findings further underline the necessity to implement appropriate strategies to
improve early detection of patients.
Trial registration: ISRCTN ISRCTN55870770. Registered 22 October 2014. Retrospectively registered.
Keywords: Somatoform disorders, Depressive disorder, Anxiety disorder, Primary care Diagnostic agreement,
Detection rate, Structured clinical interview
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Background
The burden of disease due to non-specific, functional and
somatoform disorders is high and the presence of recurrent or persistent medically unexplained symptoms is associated with impaired physical and mental quality of life,
increased utilization of healthcare services and the development of comorbidities like depressive and anxiety disorders [1, 2]. Available data regarding the prevalence of
somatoform disorders are inconsistent and vary considerably in dependence on the underlying study population
and the diagnostic criteria applied in the single studies
(e.g. [3–6]). A recent meta-analysis of 32 studies investigated the prevalence of somatoform disorders and medically unexplained symptoms in primary care patients using
both strict diagnostic criteria according to clinical assessments (International Classification of Diseases; ICD [7],
Diagnostic and Statistical Manual of Mental Disorders;
DSM [8]) and standardized questionnaires [9]. That study
revealed a high heterogeneity of the primary studies and
substantial differences in the prevalence rates in the diagnoses of somatoform disorders according to ICD or DSM
criteria with prevalence rates of 34.8% and 26.2%, respectively. Further, in 40% to 49% of the primary care patients,
at least one medically unexplained symptom was detected
using questionnaires. These numbers underline that
somatoform disorders pose a highly relevant public health
problem, but existing literature suggests that the process
of diagnosing somatoform disorders is challenging and
that the different diagnostic criteria may have a substantial
impact on the detection rate. The low detection rate in
primary care is one key problem in the management of
somatoform disorders [6]. It has been demonstrated that
only 33% to 60% of the patients are correctly diagnosed by
their primary care physician (PCP) and referred to a specialist for further treatment [4]. This is particularly alarming as the primary care practice serves as the patient’s first
point of entry into the health care system and access to
mental health services. Furthermore, according to current
guidelines for non-specific, functional, and somatoform
bodily complaints [1], management of somatoform disorders is recommended within a stepped care model according to the course of disease, in collaboration with other
physicians and therapists and coordinated by the PCP,
thereby emphasizing the high responsibility of the PCP in
the diagnostic and therapeutic procedure [10].
Several barriers have been identified with respect to
the diagnosis of somatoform disorders in primary care
settings [11]. Present data indicate that a lack of specific
training, a lack of experience and a lack of reliable diagnostic tools may hinder the diagnosis of somatoform disorders [11]. It has been further demonstrated that the
application of the diagnostic criteria seem to be problematic for many PCPs and existing classification systems have been described as being difficult to use,
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impractical, not distinct, overlapping or too restrictive
[11]. Besides these conceptual barriers, both patient and
PCP-related characteristics might contribute to a correct
diagnosis, and it is of importance to identify relevant
predictors of a correct PCP diagnosis of a somatoform
disorder to improve early detection of the disease.
The aims of the present study are, first, to investigate
the level of agreement between diagnoses of somatoform
disorders and its comorbidities depression and anxiety
disorder obtained from a structured clinical interview
and diagnoses reported from PCPs and, second, to identify patient and PCP-related predictors of PCPs’ diagnoses of a somatoform disorder.

Methods
Sample recruitment

Data were collected within the project “Network Somatoform and Functional disorders” (Sofu-Net), a sub-project of
the Hamburg Network for Mental Health psychenet [12,
13]. The study is registered at ISRCTN (ISRCTN55870770).
Sofu-Net aimed to improve early detection of patients with
somatoform disorders in primary care and to refer patients
more quickly into effective treatment [14].
Between September and December 2012, all patients
at least 18 years old attending the participating primary
care practices were asked to take part in a screening regarding bodily complaints and well-being. Patients with
severe physical illness, cognitive impairment or insufficient German language skills were excluded from the
study. Patients with a positive screening result were
asked to participate in a telephone interview within 4
weeks after the screening. All patients gave informed
written consent. The study protocol is consistent with
the principles of the Declaration of Helsinki and was approved by the ethics committee Medical Chamber Hamburg, Germany.
Measures

The self-administered screening questionnaire included
data on the patients’ age, gender, marital status, and
school education. The Patient-Health-Questionnaire
(PHQ) [15] was used to screen for somatoform disorders
(PHQ-15), depression (PHQ-9) and anxiety (Generalized
Anxiety Disorder Assessment; GAD-7) [16]. The
PHQ-15 comprises of 15 items assessing somatic symptoms and their severity within the last 4 weeks. The
3-point Likert scale ranges from not bothered (0) to
bothered a lot (2). The PHQ-9 comprises nine items
assessing depressive symptoms and their severity within
the last 2 weeks. The 3-Point Likert Scale ranges from
not at all (0) to nearly every day (2). The GAD-7 comprises of seven items assessing anxiety-related symptoms
within the last 2 weeks. The 3-Point Likert Scale ranges
from not at all (0) to nearly every day (2). On all three
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scales, cutoff-values of 5, 10 and 15 represent mild,
moderate and severe symptom levels, respectively [15].
Patients were considered screening positive if one the
following conditions was fulfilled: (a) PHQ-15 ≥ 15, (b)
PHQ-15 ≥ 10 and GAD-7 or PHQ-9 ≥ 10. Further, patients were asked how often they talk about psychosocial
complaints and private problems with their PCP using
the following question: ‘Do you talk about psychological
complaints and private problems with your primary care
physician?’ Patients responded on a 6-point Likert Scale
ranging from never (1) to always (6).
The telephone interview encompassed the sections for
somatoform disorders, depressive and anxiety disorders of
the Composite International Interview (CIDI) [17]. The
CIDI assesses mental disorders according to the criteria of
the International Classification of Diseases, 10th revision
(ICD-10) [7] and the criteria of the DSM-IV Diagnostic
and Statistical Manual of Mental Disorders, 4th edition
(DSM-IV) [8]. For the present analyses, diagnostic codes
according to ICD-10 were analyzed. ICD-10 diagnoses obtained from the CIDI were considered as reference standard. CIDI interviews were conducted by research
assistants who were extensively trained and supervised.
Patients fulfilling the diagnostic criteria within the last
6 months were classified as having a current somatoform
disorder, depressive or anxiety disorder. The category of
somatoform disorders included somatization disorder
(F45.0), undifferentiated somatoform disorder (F45.1), and
persistent pain disorder (F45.4). Within a decision tree, it
was assessed for each reported complaint whether it was
medically unexplained. Mild, moderate and severe depressive episodes as well as dysthymia were summarized in the
category depressive disorders (F32-F34). Anxiety disorders
included agoraphobia, social phobia, specific phobias (e.g.
animal phobias), phobic anxiety disorder, panic disorder,
and generalized anxiety disorder (F40-F41).
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completed by PCPs for all screening-positive patients when
the screening procedure had been finished.
Data from treating physicians

Using a questionnaire, the following characteristics of
the participating PCPs were assessed: age, gender,
specialization, training in psychosomatic basic care,
years in general practice, and type of practice.
Data analyses

Data are reported as means (standard deviation) for continuous variables and as numbers (percentages) for categorical variables. Group comparisons were performed
using t-tests (mean) for continuous variables and Pearson χ2-tests for categorical variables. Tests were considered statistically significant at a two-sided p-value < 0.05.
Kappa-statistics were calculated to determine the diagnostic agreement between diagnoses of somatoform disorders, depressive and anxiety disorders obtained from
the CIDI and diagnoses obtained from PCPs. The
following agreement levels were considered: discrete (0–
0.20), regular (0.21–0.40), moderate (0.41–0.60), substantial (0.61–0.80), almost perfect (0.81–1.00) [18].
Two multiple logistic regression analyses were conducted to identify predictors for a PCP diagnosis of a
somatoform disorder. The diagnoses obtained from CIDI
were used as reference standard. The first model included
the following patient-related predictors: age, gender, marital status, school education, comorbid depressive disorder,
comorbid anxiety disorder, discussion of psychosocial
problems with PCP, somatic symptom severity, and the
number of PCP visits within the last 6 months. The second model included the following PCP-related predictors:
age, gender, specialization, years in general practice, training in psychosomatic basic care, and type of practice.
Data analyses were conducted using STATA 13.0
(Stata Corporation, College Station, TX, USA).

PCP data form

Results

The PCPs completed a form assessing their patients’ medical history based on the data in their medical records. This
form consisted of 6 sections encompassing the following
topics: (1) reason for the patients’ consultation (using
ICD-10 codes), (2) present somatic diseases (list of 26 diseases and an additional open question, e.g. cardiovascular,
endocrine, neurological, lung and autoimmune diseases),
(3) present mental disorders (list of 13 disorders and an
additional open question, e.g. dementia, alcohol, drug and
medication dependence, schizophrenia, depression, anxiety
disorder, somatoform disorder), (4) somatic explanation of
the patients’ bodily symptoms from the PCPs’ perspective,
(5) recommendation of psychological treatment by PCP,
and (6) intake of medication (antidepressants, analgesics,
benzodiazepines, and antipsychotic drugs). The form was

Characteristics of the study population

From 1826 screening participants, 283 (15.5%) were
screened positive for somatoform disorders, depression and
anxiety. From those screening positive, 137 (48.4%) patients
participated in the telephone interview. After the exclusion
of patients with incomplete interviews and missing data,
112 cases were available for the present analyses (Fig. 1).
Among the study population, the majority of patients
was female. Data showed that patients with and without
somatoform disorders did not differ in their sociodemographic and clinical characteristics (Table 1).
Within the study population, 65 (58.0%) patients were
diagnosed with a current somatoform disorder according
to CIDI and 29 (25.9%) patients were diagnosed with a
current somatoform disorder according to their PCP.
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Fig. 1 Flow-chart according to sample recruitment

The rates of comorbidity with current depressive or anxiety disorders according to CIDI were 43.1 and 47.7%,
respectively, while 26.6% of the patients presented both
disorders (data not shown).
Characteristics of the participating PCPs

The characteristics of the participating PCPs are illustrated in Table 2. PCPs were on average 49.3 years old,
and 53.7% were female. Most PCPs had a specialization in
general medicine (58.5%) and 85.4% had completed training in psychosomatic basic care. Most frequently, PCPs
worked in a group practice (75.6%) and had worked in
general practice for on average 10.5 years.

Diagnostic agreement

The results of the analyses regarding the diagnostic
agreement are displayed in Table 3. Using the CIDI diagnosis as gold standard, data analyses revealed that PCPs
diagnosed 21 (32.3%) patients with a somatoform disorder, while they did not reach agreement with the CIDI
diagnosis in 44 (67.7%) patients. PCPs classified 8
(17.0%) patients as having a somatoform disorder although a negative result was obtained using CIDI. Diagnostic agreement of not having a somatoform disorder
according to CIDI or PCPs was found for 39 (83.0%) patients. Kappa value was 0.14 (P < .05), indicating a significant discrete diagnostic agreement.
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Table 1 Characteristics of the study population according to the presence of a somatoform disorder as diagnosed using CIDI
Total

With somatoform
disorder

Without somatoform
disorder

n = 112

n = 97 (86.0%)

n = 15 (14.0%)

Female sex, n (%)

88 (78.6%)

79 (81.4%)

9 (60.0%)

Age (years), M (SD)

47.1 (15.9)

45.5 (15.2)

57.5 (17.1)

School education, n (%)
< 10 years

28 (25.5)

25 (26.0)

3 (21.4)

10 years

35 (31.8)

29 (30.2)

6 (42.9)

> 10 years

47 (42.7)

42 (43.8)

5 (35.7)

Married

42 (37.8)

35 (36.5)

7 (46.7)

Unmarried

38 (34.2)

35 (36.5)

3 (20.0)

Separated, divorced, widowed

Marital status, n (%)

31 (27.9)

26 (27.1)

5 (33.3)

PHQ-15 score, M (SD)

14.6 (3.3)

14.9 (3.4)

13.2 (2.6)

Age (years) at the onset of somatoform
symptoms, M (SD)

19.3 (13.7)

19.3 (13.7)

n/a

Comorbid depressive disorder (CIDI) within
the last 6 months, n (%)

50 (44.6)

43 (44.3)

7 (46.7)

Comorbid anxiety disorder (CIDI) within
the last 6 months, n (%)

48 (42.9)

43 (44.3)

5 (33.3)

Currently in psychotherapy, n (%)

24 (22.0)

21 (22.3)

3 (20.0)

PCP visits within the past 6 months, M (SD)

6.1 (4.8)

6.0 (4.4)

6.6 (6.7)

Never, seldom/rarely, sometimes

69 (61.6)

59 (60.8)

10 (66.7)

Often, very often, always

43 (38.4)

38 (39.2)

5 (33.3)

Discussion of psychosocial distress with PCP, n (%)

CIDI Composite International diagnostic interview
PHQ-15 Patient Health Questionnaire
PCP Primary care physician

Regarding depressive disorders, PCPs diagnosed 24
(48.0%) patients, while they did not reach agreement
with the CIDI diagnosis in 26 (52.0%) patients. In contrast, PCPs classified 14 (22.6%) patients as having a depressive disorder although a negative result was obtained
using CIDI. Diagnostic agreement of not having a depressive disorder according to CIDI or PCPs was found

Table 3 Diagnostic agreement between PCP ratings and CIDI
results (n = 112)

Table 2 Characteristics of PCPs (n = 41)
Age (years), M (SD)

49.3 (7.7)

Female sex, n (%)

22 (53.7)

Specialization, n (%)

CIDI
n (%) yes

24 (58.5)

Internal medicine

12 (29.3)

Other specialization

5 (12.2)

PCP rating

PCP rating

Solo practice

10 (24.4)

Anxiety disorder

Group practice

31 (75.6)

PCP rating

Type of practice, n (%)

10.5 (5.6)

n (%) yes

21 (32.3)

8 (17.0)

n (%) no

44 (67.7)

39 (83.0)

n (%) yes

24 (48.0)

14 (22.6)

n (%) no

26 (52.0)

48 (77.4)

Depressive disorder

35 (85.4)

Years in general practice, M (SD)

n (%) no

Somatoform disorder

General medicine

Training in psychosomatic basic care, n (%)

for 48 (77.4%) patients. Kappa value was 0.26 (P < 0.01),
indicating a significant regular diagnostic agreement.
Regarding anxiety disorders, PCPs diagnosed 12 (25.0%)
of patients, while they did not reach agreement with the
CIDI diagnosis in 36 (75.0%) patients. In contrast, PCPs
classified 5 (7.8%) patients as having an anxiety disorder

n (%) yes

12 (25.0)

5 (7.8)

n (%) no

36 (75.0)

59 (92.2)
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although a negative result was obtained using CIDI. Diagnostic agreement of not having an anxiety disorder according to CIDI or PCPs was found for 59 (92.2%)
patients. Kappa value was 0.19 (P < 0.01), indicating a significant discrete diagnostic agreement.
Patient and PCP-related predictors for the diagnosis of a
somatoform disorder by PCPs

Regarding patient-related characteristics, multiple regression analysis revealed that with every point increase
in PHQ-15 mean score, the chance of being diagnosed
with a somatoform disorder increased by 1.2 (OR = 1.22;
95% CI 1.03–1.44) (Table 4).
Regarding PCP-related characteristics, multiple regression analysis revealed that a specialization in internal
medicine was associated with a 6-fold higher chance that
patients were diagnosed with a somatoform disorder by
their PCP (OR = 5.95; 95% CI 1.70–20.80) (Table 5). Further, working in a solo practice was associated with a
3-fold higher chance of patients being diagnosed with a
somatoform disorder (OR = 2.92; 95% CI 1.02–8.38).
With respect to the PCPs’ age, younger age was associated with a higher chance of patients being correctly diagnosed with a somatoform disorder (OR = 0.90; 95% CI
0.81–1.00). This effect was borderline significant (p =
0.06). In the single models, all predictors explained 11.8
and 17.2% of the model variance, respectively.

Discussion
In the present population of primary care patients at
high risk for somatoform disorders, the diagnostic agreement between PCPs’ diagnoses and diagnoses obtained
from a structured clinical interview was highest for depressive disorders, followed by somatoform disorders
and anxiety disorders. Our analyses further revealed that
somatic symptom severity was a relevant patient-related
predictor for PCPs’ diagnosis of a somatoform disorder,
Table 4 Patient-related predictors for PCPs’ diagnosis of a
somatoform disorder (n = 85)
P-value

Patient-related characteristics

OR (95% CI)

Age

1.00 (0.97; 1.05) 0.75

Female gender

0.42 (0.10; 1.67) 0.22

Marital status, married

1.52 (0.75; 3.10) 0.25

At least 10 years of schooling

1.45 (0.71;2.96)

Comorbid depressive disorder

1.70 (0.52; 5.55) 0.38

Comorbid anxiety disorder

0.92 (0.20; 4.32) 0.92

Discussion of psychosocial distress

1.90 (0.60; 6.00) 0.27

Somatic symptom severity (PHQ-15)

1.22 (1.03; 1.44) 0.04

0.31

Number of PCP visits within the last 6 months 0.94 (0.80; 1.10) 0.44
Results of multiple logistic regression analysis
PHQ-15 Patient Health Questionnaire
PCP Primary care physician

Table 5 Physician-related predictors for PCPs’ diagnosis of a
somatoform disorder (n = 99)
Physician-related characteristics

OR (95% CI)

P-value

Age

0.90 (0.81; 1.00)

0.06

Female sex

2.26(0.74; 6.85)

0.15

Specialization internal medicine

5.95 (1.70; 20.80)

<.01

Years in general practice

1.06 (0.93; 1.21)

0.38

Training in psychosomatic basic care

0.58 (0.15; 2.96)

0.51

Solo practice

2.92 (1.02; 8.38)

<.05

Results of multiple logistic regression analysis

while a specialization in internal medicine and working
in a solo practice were relevant physician-related predictors for PCPs’ diagnosis of a somatoform disorder.
We showed that PCPs identified 32.3% of the patients
with a somatoform disorder using the CIDI diagnosis as
reference. This finding is in line with data from previous
studies which revealed agreement rates ranging from 18%
to 56%, depending on the investigated populations and the
methods applied in the single studies [19–22]. This variety
may reflect the difficulties in the terminology and
conceptualization of somatoform type disorders which have
often been discussed in previous research [11]. Regarding
conceptual barriers in the process of diagnosing somatoform disorders, existing classification systems have been described by PCPs as being difficult to use, as providing little
information about the illness, or as too restrictive [11].
In the present study, all PCPs participating in Sofu-Net
had attended network meetings and quality circles which
were an inherent part of the network providing information about diagnostic approaches and management of
somatoform disorders. Moreover, participating PCPs
were prompted to use the PHQ as screening tool for
early detection and contemporary referral to psychotherapeutic co-treatment. We therefore suppose that
participation in Sofu-Net has promoted the PCPs’ awareness for patients with somatoform complaints and their
diagnostic knowledge and skills. Further, among the participating PCPs, 85% had a training in psychosomatic
basis care, suggesting that these PCPs may be particular
interested in the field of psychosomatic care which
might has enhanced the detection of patients with somatoform complaints. In addition, PCPs were aware of the
patients’ positive screening result, giving advice that
somatoform complaints were present in their patients.
Nevertheless, using CIDI as reference, a large part of the
patients with somatoform as disorders remained
unrecognized by their PCPs. However, it is of importance to note that among all patients who had been
“overlooked” by their PCPs (67.7%), PCPs stated for
54.6% of these patients that they do not consider the patients’ complaints as medically explained and therefore
suspect the presence of a somatoform disorder. This
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finding suggests that PCPs were aware of somatization
in their patients, although not having labelled their patients as having a somatoform disorder. A recent qualitative study by our group among PCPs investigated the
process of coding somatoform disorders in primary care
[23]. In that study, PCPs reported that coding is done
for reimbursement purposes, that they use other information in their personal documentation, for example
about the patients’ psychosocial background or potential
causes about the presented symptoms, and that they do
not necessarily need to document a confirmed diagnosis
for treatment. Moreover, PCPs reported that they restrain their coding to protect patients from stigma
trough certain diagnoses or other negative consequences. Inaccurate coding was further described to
arise from uncertainties regarding the diagnostic criteria
and that finding the definite diagnosis is seen as the responsibilities of psychiatric specialists [23]. Although we
have not investigated these processes in the present
study, it might be assumed that the described factors
were of relevance among the PCPs in the present study
and have contributed to the relatively low detection rate.
In the present study, the diagnostic agreement was highest for depressive disorders (48%). It has been argued that
PCPs are better acquainted with depression than with
other mental disorders and may therefore have a greater
ability to detect depressive disorders [24]. Regarding the
presence of an anxiety disorder, the diagnostic agreement
was only 25.0%. When interpreting this result, it needs to
be considered that the diagnostic classification of anxiety
disorders in the present study encompassed conditions of
differential severity (i.e. panic disorder, animal phobia). It
is possible that PCPs did not to diagnose light cases, given
that symptoms might not have been apparent or might
not have been associated with severe impairments. In
turn, patients might have not disclosed their symptoms
when feeling only slightly impaired.
We demonstrated that somatic symptom severity was
a relevant predictor for a diagnosis of a somatoform disorder by PCPs, while the patient’s sociodemographic
characteristics had no impact on the detection rate. Possibly, an increasing symptom severity presumably has
prompted patients to describe their bodily complaints
more often and striking to their PCPs, thereby facilitating the detection of a somatoform disorder.
We further showed that a specialization in internal
medicine and working in a solo practice were relevant
physician-related predictors for a diagnosis of a somatoform disorder. This result is in line with findings from a
study demonstrating that physicians who saw themselves
as more effective in dealing with somatoform symptoms
were more likely to be working in a solo practice [25].
Data from that study further showed that PCPs working
in solo practices and those who were in the same practice
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for 5 years felt most comfortable in dealing with patients
with somatoform disorders. It might be assumed that
these PCPs had a better chance to establish a close relationship with their patients and had more time to explore
their patients’ complaints and psychosocial background facilitating the diagnostic process. With regard to the PCPs’
education, we found that PCPs with training in internal
medicine were more successful in diagnosing somatoform
disorders compared to PCPs with training in general
medicine, suggesting that training in internal medicine encompasses knowledge and skills facilitating the process of
diagnosing somatoform disorders. It might be further possible that training in internal medicine makes PCPs more
confident of declaring symptoms as medically explained,
and thus diagnosing somatoform disorders. Taken together, the present findings underline that structural circumstances are essential for improving early detection
and care for patients with somatoform disorders.
Strengths of the present study encompass the well characterized population of primary care patients at high risk
for somatoform disorders as identified using established
screening instruments and the structured diagnostic procedure using CIDI interviews. Our analyses are further
based on different data sources including patient
self-report, diagnoses obtained from CIDI interviews, and a
PCP questionnaire, thereby integrating different perspectives on somatoform disorders diagnoses. Limitations may
arise from the low response rate in the telephone interview,
which potentially has introduced a selection bias. However,
screening-positive patients who participated in the telephone interview did not differ from those who dropped out
with regard to age, gender and PHQ-scores. Another weakness of the present study is the lack of data from
screening-negative patients, which may has led to a misclassification bias underrepresenting the rate of patients
with somatization. On the other hand, the PHQ has been
demonstrated to be a well-validated measure for detecting
and monitoring somatization, depression, and anxiety [15].
Nevertheless, as data on screening-negative patients are
lacking, no data are available regarding PCPs diagnostic assessment of these patients.

Conclusions
Our data demonstrate that the process of diagnosing
somatoform disorders in primary care remains challenging. We showed that the diagnostic agreement between
diagnoses obtained from CIDI and diagnoses obtained
from PCPs was low, but there is reason to assume that
PCPs were aware of somatization in their patients without labelling them as having a somatoform disorder.
Even with the release of the DSM-5, conceptual and
practical problems of the previous classification remain
unresolved. However, our data indicate that structural
circumstances are crucial in the diagnostic process, as
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PCPs training in internal medicine and working in a solo
practice were associated with a higher chance of detecting a somatoform disorder. As structural circumstances
are changeable, more research is necessary to assess and
overcome situational barriers. Our data further suggest
that there might be particular knowledge and skills
taught during the education in internal medicine helping
PCPs to detect patients with somatoform disorders.
Likewise demonstrated in previous studies, the restricted
time during consultations may hinder PCPs to build a
strong doctor-patient relationship and to explore the
psychosocial background of their patients, thereby impeding the correct diagnosis. Thus, continuity of care, as
provided potentially stronger in solo practices, might facilitate the diagnosis of somatoform disorders in primary
care. Furthermore, collaborative networks of PCPs and
psychotherapists like Sofu-Net may contribute to the improvement of care in somatoform type disorders.
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