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Abstract
Relevance. Somatized mental disorders and persistent physical symptoms are an important but 

often insufficiently recognized problem in primary health care. Such patients usually turn to primary health 
care doctors first; however, the variety of symptoms, accompanied by anxiety and depression, stigma, and 
diagnostic difficulties, hinders their timely detection. In this regard, it is important to integrate mental health 
into the primary health care system and develop interdisciplinary care models.

Objective. To systematize current evidence on the evolution of terminology, the causes of 
underrecognition, the tools for early identification, and the organizational models of mental health integration 
relevant to the diagnosis of somatized mental disorders at the primary health care level.

Materials and Methods. This study was conducted as a narrative review, with a systematic literature 
search across PubMed, Scopus, and Web of Science, and an analysis of documents issued by the World 
Health Organization, World Health Organization /Europe, and the World Organization of Family Doctors. 
The main focus was placed on publications from 2015 to 2025; however, earlier works of conceptual 
importance were also included. The initial search identified 107 publications, of which 43 sources were 
included in the final analysis after title and abstract screening and duplicate removal.

Conclusions. Current scientific data show that the transition from the concepts of somatoform 
disorders and medically unexplained symptoms to the concepts of Somatic Symptom Disorder, bodily 
distress disorder, and persistent physical symptoms is important for clinical practice in primary health care. 
The diagnosis of these conditions should be based on periodic clinical assessment, including screening 
tools (PHQ-15, SSS-8, SSD-12), dynamic monitoring, and functional status assessment. The integration of 
mental health into primary health care and the development of a multidisciplinary approach will contribute 
to early detection and improved access to health care.
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Introduction
In primary health care (hereinafter – PHC) 

practice, patients presenting with persistent physi-
cal symptoms, functional complaints, and soma-
tized mental disorders represent a significant clini-
cal and organizational challenge. In contemporary 
literature, this group of conditions is increasingly 
described under the umbrella term of persistent 
physical symptoms/persistent somatic symptoms, 
which encompasses distressing bodily complaints 
that persist for several months or more, regardless 

of their origin [1]. At the same time, recent years 
have seen a continuing shift away from earlier 
terms such as somatoform disorders and medically 
unexplained symptoms toward more contemporary 
diagnostic and conceptual frameworks, includ-
ing somatic symptom disorder and bodily distress 
disorder, which is of fundamental importance for 
clinical practice at the PHC level [1; 2].

The relevance of this issue is largely deter-
mined by the fact that patients with such symptom-
atology most often seek care from a general practi-
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tioner, internist, or another PHC professional rather 
than a psychiatrist. Studies conducted in PHC set-
tings show that bodily distress syndrome and re-
lated conditions are fairly common in PHC and 
are associated with reduced quality of life, marked 
psychoemotional disturbances, and a considerable 
subjective symptom burden. Thus, PHC represents 
a key level for the early recognition and appropriate 
referral of such patients [3; 4].

At the same time, the diagnosis of soma-
tized mental disorders in PHC remains challeng-
ing. This is related to the clinical heterogeneity of 
symptoms, their frequent coexistence with anxiety 
and depressive manifestations, as well as the contin-
ued dominance of a somatically oriented approach 
in routine practice. K. Piontek et al. reported that 
in only 32.3 % of cases of somatoform disorders 
did the diagnoses made by PHC physicians match 
those established during standardized interviews. 
This indicates a significant underdiagnosis in the 
PHC system and the need for clinical vigilance and 
stepwise diagnostic assessment of such patients [5].

The topic is further reinforced by ongoing 
psychiatric service reform and the international 
movement toward integrating mental health into 
PHC. World Health Organization (hereinafter – 
WHO) and World Organization of Family Doctors 
(WONCA) documents emphasize that transferring 
part of the functions of early detection, manage-
ment, and referral of patients with mental disorders 
to the PHC level can improve access to care, reduce 
stigma, and ensure greater continuity of follow-up 
[6]. These principles were further developed in the 
mhGAP Intervention Guide for non-specialized 
health settings [7] and in recent WHO/Europe doc-
uments, where scaling up mental health services 
within the PHC approach is regarded as a priority 
direction for health system development [8]. This 
direction is also highly relevant to Kazakhstan in 
the context of developing multidisciplinary PHC 
teams and a people-centered PHC model [9].

In view of the above, an analysis of current 
evidence on the diagnosis of somatized mental 
disorders at the PHC level in the context of psy-
chiatric service reform appears highly relevant, 
with particular attention to the evolution of ter-
minology, the causes of underrecognition, the op-
portunities for early identification, and the organi-
zational models for integrating mental health into 
primary medical care.

Despite the growing number of publications 
on persistent physical symptoms, somatic symptom 
disorder, and bodily distress disorder, data on the 
diagnosis of these conditions in routine PHC prac-
tice, as well as their consideration within the broad-
er context of mental health integration and psychi-
atric service reform, remain fragmented. The nov-
elty of the present review lies in bringing together 
contemporary clinical and organizational evidence 
relevant to PHC.

This review aimed to systematize current 
data on the evolution of terminology, the causes of 
underrecognition, the tools for early identification, 
and the models of mental health integration rele-
vant to the diagnosis of somatized mental disorders 
at the PHC level.

Materials and Methods
The present study included a narrative re-

view with a systematized literature search focused 
on the diagnosis of persistent physical symptoms, 
somatic symptom disorder, bodily distress disorder, 
and related conditions at the PHC level in the con-
text of psychiatric service reform and the integra-
tion of mental health into PHC.

The literature search was performed in the 
electronic databases PubMed, Scopus, and Web 
of Science. In addition, documents of the World 
Health Organization, WHO/Europe materials, 
WONCA guidance documents, and publications 
addressing organizational models for integrating 
mental health into PHC were reviewed. The main 
focus of the search was on publications from 2015 
to 2025; however, earlier studies of conceptual im-
portance were also included to better understand 
the evolution of terminology, the development of 
collaborative care, and the emergence of models for 
integrating mental health into PHC. The search was 
last updated in January 2026.

The search strategy was based on combi-
nations of the following terms: somatic symptom 
disorder, somatoform disorders, medically unex-
plained symptoms, persistent physical symptoms, 
persistent somatic symptoms, bodily distress dis-
order, bodily distress syndrome, functional somat-
ic symptoms, somatization, PHC, primary health 
care, family medicine, general practice, diagnosis, 
screening, recognition, identification, underdiag-
nosis, integrated mental health care, collaborative 
care, mental health reform, and mhGAP.

In the Russian-language segment, the fol-
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lowing search combinations were additionally 
used: «somatized mental disorders», «somatoform 
disorders», «persistent somatic symptoms», «pri-
mary health care», «integration of mental health 
into PHC», and «psychiatric service reform».

The initial search identified 107 publica-
tions potentially relevant to the review topic. After 
screening titles and abstracts, removing duplicates, 
and excluding studies that did not meet the inclu-
sion criteria, 43 sources were selected for the final 
analysis, including original studies, systematic re-
views, meta-analyses, scoping reviews, clinical and 
organizational guidelines, and WHO documents.

The inclusion criteria comprised publica-
tions addressing the prevalence, recognition, diag-
nosis, screening, coding, referral pathways, man-
agement, and organizational models of care for 
patients with persistent physical symptoms and re-
lated conditions in PHC, general practice, family 
medicine, and outpatient settings. Priority was giv-
en to studies focused on the integration of mental 
health into PHC, collaborative care, task-sharing, 
and systemic aspects of psychiatric service reform.

The exclusion criteria comprised case re-
ports, publications devoted exclusively to inpatient 
psychiatric care without relevance to the PHC level, 
studies focused predominantly on psychotic disor-
ders, substance dependence, or highly specialized 
conditions unrelated to persistent somatic symp-
tomatology, as well as articles that did not contain 
data relevant to diagnosis or service organization at 
the PHC level.

The literature was synthesized thematically. 
The analysis was structured into the following ana-
lytical domains:

– Contemporary terminology and the evolu-
tion of concepts;

– The prevalence and clinical-organization-
al significance of these conditions in PHC;

– The causes of their underrecognition at
the PHC level;

– Screening tools and diagnostic assessment
approaches;

– Patient management strategies in general
practice;

– The integration of mental health into PHC
and organizational models of care in the context of 
psychiatric service reform.

Results
Terminology and evolution of concepts. The 

conceptual framework used to describe somatized 
mental disorders and functional bodily complaints 
has changed substantially over recent decades. 
Earlier literature and clinical practice widely used 
the terms «somatoform disorders» and «medi-
cally unexplained symptoms». For a long time, 
the concept of medically unexplained symptoms 
served as a convenient working label for patients 
with recurrent bodily complaints lacking sufficient 
somatic explanation, particularly in PHC settings 
[10; 11]. However, as evidence accumulated, it be-
came clear that such a negative definition, based 
primarily on the absence of a clear biomedical ex-
planation, had important limitations and did not 
always reflect the actual clinical complexity of 
these conditions [11; 12].

Criticism of these earlier approaches was 
largely related to the fact that the dichotomy of «ex-
plained» versus «unexplained» symptoms functions 
poorly in real-world PHC practice, where patients 
often present with a combination of somatic pathol-
ogy, psychoemotional distress, and persistent com-
plaints that do not fit neatly into narrow nosological 
categories. In this context, a more clinically ori-
ented and prognostic approach has been proposed 
for PHC, focusing not only on etiological assump-
tions but also on the risk of symptom persistence, 
functional limitations, repeated consultations, and 
excessive use of medical resources [10]. This ap-
proach appears particularly important in PHC, as it 
is better aligned with the tasks of early recognition 
and patient stratification than attempts to make an 
immediate final nosological determination of such 
complaints [10].

A major stage in the evolution of classifica-
tion was the introduction of the DSM-5 diagnosis of 
somatic symptom disorder, which shifted the focus 
away from the very fact of symptom «unexplained-
ness» toward the clinically significant combination 
of bodily complaints with excessive thoughts, anxi-
ety, health-related preoccupation, and maladaptive 
behavior [2]. The advantages of the SSD concept 
include greater clinical applicability and improved 
reliability and validity. In PHC practice, this is fun-
damental, as it allows such conditions to be viewed 
not as a residual diagnostic category but as an inde-
pendent clinical problem requiring active identifi-
cation and follow-up [2; 13].

Alongside the DSM-oriented line, the con-
cept of bodily distress syndrome / bodily distress 
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has developed in the European literature as a uni-
fying diagnostic framework for functional and so-
matoform conditions. This approach is oriented to-
ward grouping frequently overlapping syndromes 
and symptom complexes that often coexist in real 
clinical practice. An important advantage of this 
model is its applicability in general practice, where 
the physician must work not with formally sepa-
rated nosologies, but with a patient presenting with 
multiple, persistent, and subjectively significant 
bodily complaints [12; 14].

At the present stage, the umbrella term of 
persistent physical symptoms/persistent somatic 
symptoms is also increasingly used to denote per-
sistent bodily symptoms regardless of their original 
nature. Its main advantage lies in moving beyond an 
overly polarized opposition between the «somatic» 
and the «mental» and instead focusing on symptom 
duration, degree of distress, functional impairment, 
and the patient’s need for care [1]. For this reason, 
in PHC settings, this term appears particularly use-
ful for clinical communication, referral pathways, 
and the development of an interdisciplinary model 
of care [1; 10; 13].

The problem of underrecognition of soma-
tized mental disorders in PHC. Despite the high 
prevalence of persistent bodily symptoms in PHC 
practice, their timely recognition remains difficult. 
This is related not only to the clinical heterogeneity 
of complaints but also to the fact that such patients 
often present with symptoms that initially appear 
predominantly somatic. As a result, the diagnostic 
process frequently focuses on ruling out organic pa-
thology, while the mental component of the disor-
der remains overshadowed [5; 10; 15]. 

One reason for underdiagnosis is the very 
logic of general practice. At the PHC level, the 
physician first must exclude potentially dangerous 
somatic diseases; therefore, even when features of 
a somatized disorder are present, vigilance for pos-
sible organic pathology remains high. According to 
a survey of PHC physicians, the most significant 
barriers include fear of missing a physical illness, 
patients’ expectations of rapid symptomatic relief, 
and insufficient knowledge of current recommenda-
tions for managing patients with persistent somatic 
symptoms [16]. This makes the diagnosis of soma-
tized mental disorders not a one-time decision, but 
a gradual process requiring repeated contacts and 
clinical observation [16].

The issue of coding such conditions in real 
outpatient practice is also of considerable impor-
tance. As shown in the qualitative study by N.J. 
Pohontsch et al., general practitioners often avoid 
directly coding medically unexplained symptoms 
and somatoform disorders, preferring functional or 
more nonspecific formulations [17]. The reasons 
for this approach included the wish to protect pa-
tients from stigmatization, insufficient confidence 
in ICD-10 criteria, lack of time, and reliance on 
practical «rules of thumb» rather than strict diag-
nostic algorithms [17]. In a subsequent study by the 
same authors, coding practices were shown to be in-
fluenced particularly by the physician’s subjective 
experience, familiarity with guidelines, and overall 
experience in general practice [18]. These findings 
suggest that part of the underrecognition problem is 
related not to denial of the patient’s suffering, but to 
the professional culture of PHC and the limitations 
of existing diagnostic routines [17; 18].

An additional factor complicating the rec-
ognition of somatized mental disorders is the stig-
matization of such patients within the health care 
system. The systematic review by B. McGhie-Fra-
ser et al. showed that patients with persistent so-
matic symptoms encounter stigmatizing attitudes 
and behaviors on the part of health care profes-
sionals, while the issue of professional stigma itself 
remains insufficiently and inconsistently measured 
[19]. In clinical practice, this may manifest as re-
duced trust in the patient’s complaints, a percep-
tion of the patient as «difficult» and a delay in a 
more focused psychosomatic assessment. Against 
this background, even in the presence of frequent 
repeat consultations and substantial functional im-
pairment, the diagnosis may be established late or 
not established at all [19].

It should also be noted that the clinical sig-
nificance of somatic symptom disorder may be un-
derestimated in general practice. According to M. 
Lehmann et al., general practitioners estimated that 
approximately 7.7 % of their patients might meet 
the clinical criteria for full SSD, whereas individual 
symptoms and psychological features of the disor-
der occur even more frequently [20]. More recent 
mixed-methods studies involving general practi-
tioners confirm that the care of such patients is ac-
companied by marked communicative and organi-
zational difficulties, while the need for interdisci-
plinary support and more accessible low-threshold 
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forms of care remains high [21]. Thus, the diagnos-
tic process at the PHC level should be regarded as 
inherently multistage [16-21].

Detection tools and the diagnostic stage in 
PHC. Early diagnosis of somatized mental disor-
ders in PHC requires a combination of clinical as-
sessment and standardized instruments that make 
it possible to quantify symptom severity and the 
related psychological features. At present, the most 
widely used tools include the PHQ-15 and SSS-8 
scales, designed to assess somatic symptom bur-
den, as well as the SSD-12 questionnaire, which 
reflects the cognitive, emotional, and behavioral 
components corresponding to the criteria of somat-
ic symptom disorder [22-24]. According to the sys-
tematic review and meta-analysis by J. Hybelius et 
al., PHQ-15 and SSS-8 may be recommended pri-
marily for assessing and monitoring somatic symp-
tom severity. However, their use requires recogni-
tion of the complex, multidimensional nature of the 
phenomenon being measured [22]. This is especial-
ly important in PHC, where a high burden of bodily 

complaints is not, in itself, equivalent to clinically 
significant somatic symptom disorder [22].

The validity of individual scales in PHC has 
been supported by several studies. In the study by 
H. van Ravesteijn et al., the PHQ-15 demonstrated
moderate reliability and sufficient diagnostic value
for identifying patients at risk of somatoform dis-
orders in general practice; at a threshold of three
or more severe somatic symptoms over the preced-
ing four weeks, sensitivity was 78 % and specificity
was 71 % [23]. In turn, the study by A. Toussaint et
al. showed that the SSD-12 is a reliable, valid, and
sufficiently brief instrument for assessing the psy-
chological characteristics associated with somatic
symptoms and is suitable for use in PHC settings
[24]. These data suggest that PHQ-15 and SSD-12
should be viewed not as interchangeable, but rather
as complementary instruments that reflect different
aspects of the clinical picture [23, 24]. The main
characteristics of the most commonly used screen-
ing instruments for somatic symptoms and somatic
symptom disorder in PHC are presented in Table 1.

Instrument What it assesses Key characteristics Applicability in PHC Source

PHQ-15 Somatic symptom 
burden

Assesses the frequency 
and severity of 15 com-
mon somatic symptoms

Used for initial screening 
and monitoring of symptom 
burden

[22; 23]

SSS-8 Somatic symptom 
burden

Short-form instrument for 
the assessment of somatic 
symptoms

Convenient for routine use 
in time-limited consultations [22]

SSD-12
Cognitive, emotional, 
and behavioral com-
ponents of SSD

Reflects the patient’s psy-
chological response to 
somatic symptoms

Suitable for assessing the 
criteria of somatic symptom 
disorder

[24]

PHQ-15 + 
SSD-12

Combined assessment 
of symptom burden 
and psychological fac-
tors

Allows identification of 
patients at increased risk 
of SSD

A practically applicable 
screening algorithm for PHC [25]

Table 1. Main instruments for identifying somatic symptom disorder and persistent physical symptoms in 
primary health care

Source: compiled by the authors

The most promising approach for PHC ap-
pears to be a combined one, in which measures of 
symptom burden are used together with instruments 
assessing the psychological criteria of SSD. In the 
study by A. Toussaint et al., the combination of the 
PHQ-15 or SSS-8 with the SSD-12 was shown to 
be a simple, time-efficient, and cost-efficient meth-
od for identifying individuals at increased risk of 
somatic symptom disorder [25]. In practice, this 

means that at initial contact, the physician may 
apply a brief screening algorithm: first assess the 
severity of somatic symptoms, then consider pos-
sible excessive preoccupation, anxiety related to 
symptoms, or maladaptive behavior [25]. Such 
an approach is more consistent with the DSM-5 
framework while remaining feasible under the time 
constraints of outpatient care [25].

At the same time, findings from more recent 
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studies indicate that previously proposed cut-off 
values should be applied with caution in PHC set-
tings. In the study by V. von Schrottenberg et al., 
it was shown that the sensitivity and specificity 
of PHQ-15 and SSD-12 combinations, originally 
proposed based on studies in higher-prevalence 
clinical samples, are not fully reproduced in PHC 
settings [26]. This underscores that, at the PHC 
level, questionnaires should not be used as defini-
tive diagnostic criteria, but rather as instruments 
for risk stratification and support of clinical deci-
sion-making [26]. Accordingly, the interpretation 
of results should take into account symptom du-
ration, the recurrence of consultations, the degree 
of functional impairment, and the overall clinical 
context [22; 26].

Another important direction in the develop-
ment of the diagnostic stage is the use of routine 
PHC data to early identify patients with persistent 
somatic symptoms. According to W.M. Kitselaar 
et al., electronic medical records in general prac-
tice can be used for data-driven and theory-driven 
predictive modelling aimed at earlier detection of 
patients at identifiable risk of persistent somatic 
symptoms [27]. This approach opens the possibil-
ity of moving from passive responses to repeated 
complaints toward a more proactive PHC model, 
in which at-risk patients can be identified before 
marked chronicity develops [27]. However, even 
when digital solutions are used, clinical diagnosis 
must retain a stepwise character. It should include 
careful history-taking and physical examination, 
sufficient diagnostic testing, and discussion of the 
impact of symptoms on the patient’s daily function-
ing [27; 28].

Thus, the diagnostic stage at the PHC level 
should be structured as a multistep process. Its foun-
dation includes clinical vigilance, stepwise assess-
ment of the somatic and psychological components 
of complaints, the use of validated questionnaires 
to assess symptom burden and SSD features, and 
repeated assessment over time. Such an approach 
helps avoid both excessive psychiatric labeling of 
somatic complaints and unjustified delays in diag-
nosis in patients with marked bodily distress and 
functional impairment [22; 25; 28].

Approaches to patient management at 
the PHC level. The management of patients with 
persistent physical symptoms in PHC should be 
built not around an endless search for a single bio-

medical explanation, but rather around sequential 
clinical assessment, the development of a symp-
tom model understandable to the patient, and the 
maintenance of a therapeutic alliance. Contempo-
rary reviews emphasize that, for PHC, particular 
importance lies in jointly constructing a plausible 
explanation of symptoms with the patient, under-
standing typical communication pitfalls in such 
consultations, and developing a multimodal care 
plan [29]. Analyses of guidelines and systematic 
reviews likewise show that, at the level of general 
practice, a structured history, careful discussion of 
complaints, cautious and justified use of addition-
al testing, and attention not only to the symptom 
itself but also to the resulting impairment in daily 
functioning are preferred [30].

In practical terms, this means that episodic 
reactive consultations should be replaced by a more 
organized model of patient management. The most 
rational strategy is one in which the PHC physi-
cian arranges repeated planned contacts, monitors 
symptom dynamics, levels of anxiety, depression, 
and functional limitation, and avoids both prema-
ture «psychiatrization» of complaints and exces-
sive expansion of the diagnostic work-up without 
sufficient clinical grounds [29; 30]. This strategy 
is particularly important in patients with repeated 
consultations, since it is precisely in this group that 
frustration, dissatisfaction with medical care, and 
the risk of symptom chronicity tend to accumulate 
[29; 31].

Communication remains a key component 
of management. The systematic review by A.K. 
Byrne et al. showed that various communication 
interventions for patients with medically unex-
plained symptoms have already been studied in 
PHC; however, the existing evidence base remains 
heterogeneous, and the quality of some studies lim-
its the strength of the conclusions [32]. Neverthe-
less, even with these methodological limitations, 
the accumulated data suggest that patient-centered 
communication approaches that do not rely solely 
on formal reattribution techniques may improve 
pain and mental and physical functioning, as well 
as increase physician confidence in working with 
such patients [32]. Of additional importance is a 
qualitative review of behavioral intervention ac-
ceptability: patients are more likely to accept care 
when they receive a clear explanation of symptoms, 
feel supported by the clinician, and have the oppor-
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tunity for continued follow-up rather than abrupt 
termination of contact [33].

Interventional studies also support the 
promise of structured management models at the 
PHC level. In the feasibility cluster randomized 
trial by M. Patel et al., an integrated GP care ap-
proach, which included patient educational materi-
als and physician training in the use of cognitive-
behavioral skills during consultations, demonstrat-
ed acceptability and feasibility in general practice; 
physician knowledge and confidence increased af-
ter training, although the expected clinical effects 
remained modest in the pilot format [31]. More 
pronounced results were obtained in the Norwegian 
cluster randomized study by C. Abrahamsen et al., 
where the use of the structured communication tool 
ICIT in PHC was associated with improvements in 
well-being, functioning, and quality of life, as well 
as a reduction in the proportion of sick leave com-
pared with usual care [34]. These findings indicate 
that, at the PHC level, the greatest potential lies not 
in isolated symptomatic prescriptions, but in struc-
tured consultation models that combine symptom 
explanation, elements of a cognitive-behavioral 
approach, and an orientation toward restoration of 
daily functioning [31; 34].

Additional support for this approach comes 
from systematic reviews of psychological interven-
tions for persistent physical symptoms. Accord-
ing to K. Swainston et al., psychological interven-
tions in PHC may contribute to reductions in so-
matic symptom severity and depressive symptoms, 
whereas their effect on anxiety symptoms appears 
less consistent [35]. Taken together, these data 
support viewing the management of patients with 
somatized mental disorders in PHC as a stepped 
process that includes clinical observation, a valid 
explanation of symptoms, structured communica-
tion, behavioral and psychological components of 
care, and, when necessary, multidisciplinary sup-
port [29-35].

Integration of mental health into PHC and 
organizational care models. In contemporary health 
systems, psychiatric service reform is increasingly 
associated not only with the development of spe-
cialized psychiatric care but also with the transfer 
of some functions for early identification, follow-
up, and patient referral to PHC. The joint WHO and 
WONCA report emphasizes that integrating mental 
health into PHC can improve access to care, bring 

services closer to the patient’s first point of con-
tact, reduce stigma, and provide greater continu-
ity of follow-up [6]. These principles were further 
developed in the mhGAP Intervention Guide for 
non-specialized health settings, intended for physi-
cians, nurses, and other primary-level workers [7]. 
In the most recent WHO/Europe document, scaling 
up mental health services within the PHC approach 
is considered an independent strategic direction, 
grounded in the principles of integrated, people-
centered, and team-based care [8].

For PHC practice, the collaborative care 
model is of particular interest because it provides 
an organizational framework for interaction be-
tween the PHC physician, the mental health spe-
cialist, and additional members of the care team. 
According to the Cochrane review by J. Archer et 
al., collaborative care is associated with statistically 
significant improvements in outcomes for depres-
sion and anxiety disorders compared with usual 
care [36]. In the systematic review and meta-anal-
ysis by E. Woltmann et al., collaborative chronic 
care models were shown to improve mental and 
physical outcomes across various mental health 
conditions in different care settings, including PHC 
[37]. Although these studies were not specifically 
focused on somatized mental disorders, they pro-
vide the evidence base for the organizational logic 
of mental health integration into PHC, which may 
also be applied to patients with persistent physical 
symptoms, somatic distress, and comorbid anxiety-
depressive manifestations [36; 37].

More recent reviews indicate that effective 
integrated care models in PHC involve not only 
the formal «co-location» of specialists, but also the 
presence of specific organizational components, in-
cluding shared case management, the involvement 
of a care manager, regular symptom monitoring, in-
tegrated documentation, a clear patient pathway, su-
pervision, and workforce training [38]. In the scop-
ing review by A.N. Isaacs and E.K.L. Mitchell, it is 
emphasized that the sustainable implementation of 
integrated mental health care in routine practice re-
quires the co-location of specialists, case manage-
ment, a standardized workflow, clear role alloca-
tion, and stable funding mechanisms [38]. In turn, 
the systematic review by L. Cubillos et al. showed 
that integrating mental health services into PHC 
in low- and middle-income countries is associated 
with greater effectiveness than usual care, though it 
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may require additional resources [39]. These data 
are important in the present context because they 
underscore that the diagnosis of somatized mental 
disorders in PHC cannot be sustainable without an 
organizational environment that supports interdis-
ciplinary interaction and long-term patient follow-
up [38; 39].

The systemic nature of integration is dem-
onstrated particularly clearly in the work by I. Pe-
tersen et al. on scaling up integrated primary mental 
health care in six low- and middle-income coun-
tries. The authors concluded that embedding men-
tal health in PHC is far more complex than simply 
training PHC physicians and requires strengthen-
ing the core building blocks of the health system: 
governance, financing, human resources, informa-
tion systems, medication supply, and service deliv-
ery organization [40]. The review article by R.C. 
Keynejad et al. also shows that the literature on 
integrating mental health into primary and com-
munity care is much broader than projects based 
solely on mhGAP, encompassing diverse training 
programmes, intervention models, and forms of 
task-sharing [41]. In the context of somatized men-
tal disorders, this is especially important because 
such patients often lie at the boundary between so-
matic, psychological, and psychiatric care and are 
therefore particularly vulnerable to fragmentation 
of the system [40; 41].

In the regional context, post-Soviet exam-
ples of integrating mental health into PHC are also 
of interest. The work by R. Jenkins et al. showed 
that, in Sverdlovsk, a multistage programme in-
cluding situation analysis, policy dialogue, devel-
opment of materials, training, and the creation of 
standards enabled the embedding of mental health 
training sustainably into the broader health care re-
form agenda [42]. In the study by G. Rezvy et al. on 
Arkhangelsk Oblast, a model of systematic cooper-
ation between general practitioners and specialists 
was described, involving ICT-based support, divi-
sion of responsibility according to problem sever-
ity, and targeted training of physicians in diagnostic 
and communication skills [43]. For Kazakhstan, 
the relevance of this direction is also supported by 
WHO materials on developing multidisciplinary 
PHC teams to better align services with the needs 
of the population [9]. Taken together, these data al-
low mental health integration into PHC to be re-
garded as an important organizational condition for 

earlier diagnosis of somatized mental disorders [8; 
9; 42; 43].

Discussion
The present analysis of the literature shows 

that the diagnosis of somatized mental disorders at 
the PHC level should be considered not as a nar-
rowly specialized psychiatric task, but as an inter-
disciplinary clinical and organizational problem. 
Contemporary publications indicate that patients 
with persistent physical symptoms, somatic symp-
tom disorder, and bodily distress disorder represent 
a significant proportion of PHC consultations; how-
ever, their timely recognition remains limited be-
cause of clinical heterogeneity of symptoms, diag-
nostic uncertainty, stigma, and insufficiently struc-
tured care pathways [1; 5; 16; 19]. In this regard, 
the key shift appears to be moving from a model 
of «excluding everything possible» to a stepwise 
clinical assessment that simultaneously considers 
somatic complaints, psychological features, func-
tional impairment, and the risk of chronicity [1; 10; 
22; 25].

An important conclusion of this review is 
that, at the PHC level, the greatest practical value lies 
not in rigid nosological distinctions but in the use of 
clinically convenient, less stigmatizing frameworks 
that allow physicians to work with patients before 
final formalization of the diagnosis. This is why 
the concepts of persistent physical symptoms and 
bodily distress are becoming increasingly impor-
tant in the contemporary literature, as they enable 
the clinical situation to be described without pre-
maturely opposing the «somatic» and the «mental» 
[1; 10; 12]. At the same time, data on the validity of 
the PHQ-15, SSS-8, and SSD-12 show that, even 
when standardized instruments are available, diag-
nosis cannot be reduced to the mechanical use of 
questionnaires; their results must be interpreted in 
conjunction with the history, clinical observation, 
and repeated assessment over time [22-26].

Particular attention should also be paid 
to the management of such patients in PHC. The 
analyzed data suggest that the most promising ap-
proaches are structured consultation models that 
combine a validating explanation of symptoms, 
elements of a cognitive-behavioral approach, lon-
gitudinal follow-up, and support for restoration of 
everyday functioning [29-35]. At the same time, 
accumulating evidence indicates that the quality of 
communication between physician and patient can 
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substantially influence acceptance of care, satisfac-
tion with treatment, and subsequent adherence to 
follow-up [32-35]. Consequently, improving the 
clinical effectiveness of PHC in relation to soma-
tized mental disorders requires not only the imple-
mentation of screening instruments, but also the de-
velopment of communication competencies among 
PHC professionals [17; 21; 32].

Consideration of the problem in the context 
of psychiatric service reform leads to the conclu-
sion that the isolated work of the general practi-
tioner cannot ensure a sustainable solution to the 
task of early diagnosis and referral of such patients. 
International WHO and WONCA documents, the 
mhGAP guide, and contemporary reviews on inte-
grated and collaborative care all point to the need 
to embed mental health into PHC, both organiza-
tionally and clinically [6-8; 36-41]. This implies 
not only a trained PHC physician but also acces-
sible mechanisms for consultative support, clear 
role allocation within the team, a standardized 
patient pathway, opportunities for repeated assess-
ment, and links with more specialized levels of care 
[38-41]. Such a model appears especially relevant 
for patients with somatized mental disorders, who 
often stand at the boundary between somatic, psy-
chological, and psychiatric care and experience the 
consequences of system fragmentation most acute-
ly [39-41].

Of particular interest for interpreting these 
findings are the data on post-Soviet and regional 
models of mental health integration into PHC. The 
experience of Sverdlovsk and Arkhangelsk shows 
that, even in systems historically characterized by 
strong differentiation between psychiatric and gen-
eral medical care, it is possible to develop stepwise 
models based on training of PHC physicians, con-
sultative support from specialists, and more clearly 
structured patient pathways [42; 43]. For Kazakh-
stan, this direction also appears important, as the 
development of multidisciplinary PHC teams cre-
ates organizational preconditions for earlier iden-
tification of patients with bodily distress, anxiety-
depressive symptomatology, and somatized mental 
disorders [9]. In this context, diagnosis at the PHC 
level may be considered a practical indicator of the 
success of broader psychiatric service reform [8; 9; 
42; 43].

It should also be noted that the existing 
evidence base has limitations. Some publications 

use different terms to describe overlapping clinical 
states, which makes direct comparison of results 
difficult [1; 2; 10; 12]. In addition, a substantial 
proportion of available data comes from European 
countries and from studies focused either on MUS 
or SSD. In contrast, the number of studies specifi-
cally addressing the diagnosis of somatized mental 
disorders in routine PHC practice in post-Soviet 
countries remains limited [38-43]. This underscores 
the need for further research to adapt diagnostic 
algorithms to the conditions of specific national 
health systems, including Kazakhstan [8; 9].

Conclusions
Somatized mental disorders, persistent 

physical symptoms, and related conditions repre-
sent a significant and often underestimated problem 
in PHC. Contemporary literature shows that diffi-
culties in diagnosing these conditions at the PHC 
level are associated with clinical heterogeneity of 
symptoms, limited recognition, stigma, imperfect 
coding practices, and insufficient organizational 
support for PHC physicians.

The most justified contemporary approach 
is stepwise diagnosis combining clinical assess-
ment, the use of validated instruments to evaluate 
symptom burden and the psychological features 
of somatic symptom disorder, repeated follow-up 
over time, and assessment of functional impair-
ment. Such an approach helps reduce both the risk 
of overdiagnosing mental disorders and the risk of 
prolonged underrecognition in patients with marked 
bodily distress.

Psychiatric service reform is particularly 
relevant for integrating mental health into PHC, 
developing collaborative care, implementing multi-
disciplinary models of care, and training PHC pro-
fessionals. Embedding the diagnosis and manage-
ment of somatized mental disorders into the routine 
work of PHC may therefore be regarded as one of 
the practical conditions for improving the accessi-
bility, continuity, and people-centeredness of men-
tal health care in the modern health system.
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АЛҒАШҚЫ МЕДИЦИНАЛЫҚ КӨМЕК КӨРСЕТУДЕГІ СОМАТИЗАЦИЯЛАНҒАН 
ПСИХИКАЛЫҚ БҰЗЫЛУЛАР: ДИАГНОСТИКАЛЫҚ МӘСЕЛЕЛЕР ЖӘНЕ 

ПСИХИКАЛЫҚ ДЕНСАУЛЫҚТЫ ИНТЕГРАЦИЯЛАУ МОДЕЛЬДЕРІ

Н. Н. Рахальская*, С. З. Ешимбетова
 «Қазақстан-Ресей медициналық университеті» МЕББМ, Қазақстан, Алматы

*Корреспондент автор

Аңдатпа
Өзектілігі. Соматизацияланған психикалық бұзылыстар мен тұрақты физикалық симптом-

дар алғашқы медициналық-санитарлық көмекте маңызды, бірақ жиі жеткіліксіз танылатын мәселе 
болып табылады. Мұндай науқастар әдетте алдымен алғашқы медициналық көмек дәрігерлеріне 
жүгінеді, алайда симптомдардың әртүрлілігі, мазасыздық және депрессиямен қатар жүруі, стигма 
және диагностикалық қиындықтар олардың дер кезінде анықталуын қиындатады. Осыған бай-
ланысты психикалық денсаулықты алғашқы медициналық көмек жүйесіне интеграциялау және 
пәнаралық көмек модельдерін дамыту маңызды.

Мақсаты. Алғашқы медициналық-санитарлық көмек деңгейінде соматизацияланған 
психикалық бұзылыстарды диагностикалауға қатысты терминология эволюциясы, жеткіліксіз та-
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нылу себептері, ерте анықтау құралдары және психикалық денсаулықты интеграциялау жөніндегі 
ұйымдастырушылық модельдер туралы қазіргі ғылыми деректерді жүйелеу.

Материалдар мен әдістер. Зерттеу PubMed, Scopus және Web of Science дерекқорларында 
жүйелі әдебиет іздеумен, сондай-ақ, Дүниежүзілік денсаулық сақтау ұйымы /Еуропа және WONCA 
шығарған құжаттарды талдаумен жүргізілген баяндау сипатындағы шолу ретінде орындалды. Негізгі 
назар 2015-2025 жылдар аралығындағы жарияланымдарға аударылды, алайда тұжырымдамалық 
маңызы бар бұрынғы еңбектер де енгізілді. Бастапқы іздеу барысында 107 жарияланым анықталды, 
олардың ішінен атауы мен аннотациясын скринингтен өткізу және қайталанатын материалдарды 
алып тастау нәтижесінде 43 дереккөз соңғы талдауға енгізілді.

Қорытындылар. Қазіргі ғылыми деректер соматоформалық бұзылыстар және медициналық 
тұрғыдан түсіндірілмейтін симптомдар ұғымдарынан соматикалық симптом бұзылысы, денелік 
дистресс бұзылысы және тұрақты физикалық симптомдар ұғымдарына көшу алғашқы медициналық 
көмектегі клиникалық тәжірибе үшін маңызды екенін көрсетеді. Бұл жағдайларды диагностикалау 
скринингтік құралдарды (PHQ-15, SSS-8, SSD-12), динамикалық бақылауды және функционалдық 
жағдайды бағалауды қамтитын кезеңдік клиникалық бағалауға негізделуі тиіс. Психикалық 
денсаулықты алғашқы медициналық көмекке интеграциялау және мультидисциплинарлық тәсілді 
дамыту ерте анықтауға және медициналық көмекке қолжетімділікті жақсартуға ықпал етеді.

Түйін сөздер: соматизацияланған психикалық бұзылулар, тұрақты физикалық белгілер, 
соматикалық симптомдардың бұзылуы, алғашқы медициналық-санитарлық көмек, ерте диагно-
стика, психикалық денсаулықты интеграциялау, бірлескен көмек.

СОМАТИЗИРОВАННЫЕ ПСИХИЧЕСКИЕ РАССТРОЙСТВА В ПЕРВИЧНОЙ МЕДИКО-
САНИТАРНОЙ ПОМОЩИ: ПРОБЛЕМЫ ДИАГНОСТИКИ И МОДЕЛИ ИНТЕГРАЦИИ 

ПСИХИЧЕСКОГО ЗДОРОВЬЯ

Н. Н. Рахальская*, С. З. Ешимбетова
НУО «Казахстанско-Российский медицинский университет», Казахстан, Алматы

*Корреспондирующий автор

Аннотация
Актуальность. Соматизированные психические расстройства и персистирующие физиче-

ские симптомы являются важной, но часто недостаточно распознаваемой проблемой в системе пер-
вичной медико-санитарной помощи. Такие пациенты обычно сначала обращаются к врачам первич-
ного звена, однако разнообразие симптомов, их сочетание с тревогой и депрессией, стигматизация и 
диагностические трудности затрудняют своевременное выявление. В связи с этим важными задача-
ми являются интеграция психического здоровья в систему первичной помощи и развитие междис-
циплинарных моделей оказания медицинской помощи.

Цель. Систематизировать современные данные об эволюции терминологии, причинах недо-
статочного распознавания, инструментах ранней идентификации и организационных моделях ин-
теграции психического здоровья, значимых для диагностики соматизированных психических рас-
стройств на уровне первичной медико-санитарной помощи.

Материалы и методы. Исследование выполнено в формате нарративного обзора с система-
тическим поиском литературы в базах данных PubMed, Scopus и Web of Science, а также анализом 
документов Всемирной организации здравоохранения, Всемирная организации здравоохранения/
Европа и WONCA. Основное внимание уделялось публикациям за период 2015-2025 гг., однако так-
же были включены более ранние работы, имеющие концептуальное значение. В результате первич-
ного поиска было выявлено 107 публикаций, из которых после скрининга заголовков, аннотаций и 
удаления дубликатов в окончательный анализ включено 43 источника.

Выводы. Современные научные данные показывают, что переход от понятий соматоформ-
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ных расстройств и медицински необъяснимых симптомов к концепциям расстройства соматиче-
ских симптомов, телесного дистресс-расстройства и персистирующих физических симптомов имеет 
важное значение для клинической практики в первичной медико-санитарной помощи. Диагностика 
этих состояний должна основываться на поэтапной клинической оценке, включающей использо-
вание скрининговых инструментов (PHQ-15, SSS-8, SSD-12), динамическое наблюдение и оценку 
функционального статуса. Интеграция психического здоровья в систему первичной помощи и раз-
витие мультидисциплинарного подхода будут способствовать более раннему выявлению и улучше-
нию доступа к медицинской помощи.

Ключевые слова: соматизированные психические расстройства, стойкие физические сим-
птомы, расстройство с соматическими симптомами, первичная медико-санитарная помощь, ран-
няя диагностика, интеграция в области психического здоровья, совместный уход.
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