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Abstract
Introduction: Gastrointestinal symptoms are very common in the general population. Many of them coincide with mental
disorders (especially with neuroses, stress-related disorders, somatisation disorders, autonomic dysfunction, and anxiety) that
are associated with psychological trauma, conflicts, and difficulties with interpersonal relationships.
Aim: Assessment of the association between gastrointestinal complaints and stressful situations in relationships, among
patients admitted to day hospital for neurotic and behavioural disorders.
Material and methods: Analysis of the likelihood of co-occurrence of abdominal symptoms and stressful situations, reported
by patients before admission, in a large group of subjects treated with psychotherapy.
Results: Gastrointestinal symptoms were highly prevalent in the studied group (they were reported by 40–50% of patients).
The most common complaints in women were: loss of appetite (52%), nausea (49%), and constipation and flatulence (45%). In
men the most prevalent symptoms were: loss of appetite (47%), heartburn (44%), and flatulence (43%). Functional gastrointestinal symptoms (especially vomiting in cases of nervousness in females or heartburn in males) were significantly associated
with greater likelihood of current difficulties in interpersonal relationships, such as conflicts with partner/spouse or parent.
Conclusions: The results suggest that in many cases symptoms of anxiety disorders or somatisation disorders coexisted
with irritable bowel syndrome and functional dyspepsia.

Introduction
Gastrointestinal symptoms such as dyspepsia, constipation, diarrhoea, and abdominal pain are highly prevalent in the general population. They are also among the
most common reasons for seeking medical care. Acute
gastrointestinal disorders (for example: appendicitis or
peptic ulcer perforation) are among the most serious
life-threatening conditions and require immediate surgical intervention. At the same time very common gastrointestinal complaints, so-called functional symptoms,
are associated with autonomic dysfunction. Nowadays
they are described as a separate disorder (ICD-10 F45.3;
DSM-V: Somatic symptom disorder – SSD) [1, 2]. This
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overlap of somatic problems – belonging to the area
of gastroenterology, and mental disorders – belonging
to the area of psychiatry and psychotherapy, results in
many complications. On the one hand, patients seeking
medical care are often not prepared for the diagnosis:
“absence of organic disease” and usually turn to a number of experts in search for verification and confirmation
of the diagnosis of somatic disease. On the other hand,
in the case of confirmation of organic disease, psychological factors, which could have important implications
for the course of the illness and the patient’s involvement in treatment, are often omitted. It is generally accepted that psychological factors influence the course of
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the disease, including its severity and frequency of exacerbations [3]. Attention is paid to the analysis of mental
state associated with somatic disorders, such as irritable
bowel syndrome (IBS) and conditions similar to IBS [4,
5], ulcer disease, functional dyspepsia [6], and digestive
disorders unrelated to erosion [e.g. 7]. A study by Walter
et al. revealed that abdominal pain, even if it does not
meet IBS criteria, is often connected with greater risk of
the presence of anxiety and depression symptoms. It is
also associated with the severity of these symptoms [8].
A striking illustration of the importance of the psychological burden associated with gastrointestinal symptoms is the observation that the majority (50–90%) of
patients who start treatment of IBS suffered from at
least one mental disorder: a depressive disorder, a generalised anxiety disorder, a panic disorder, a social phobia, a somatisation disorder, or posttraumatic stress disorder (PTSD). These mental disorders clearly exacerbate
their condition [4, 9].
Psychological factors associated with gastrointestinal
disorders and discomfort include: current burdensome
life events, abnormal relationships with parents, abuse
[10–13], anxiety, depressiveness, neuroticism, immature
defence mechanisms, inadequate social support [7, 14],
and difficulties in interpersonal relationships (associated with hypersensitivity in the relationship) [15]. Some
studies suggest that there is a link between abdominal
symptoms and sexual experience in men who had early
(at the age of 14–16 years) sexual initiation [16]. What is
more, functional abdominal pain is associated with a history of sexual abuse, both in children and in adults [17].
Due to the high incidence of gastrointestinal symptoms in patients suffering from psychiatric disorders
(especially neuroses), it is crucial to identify the main
risk factors for “intestinal complaints” and other ailments that fall within the spectrum of symptoms of
neurotic disorders (somatisation disorders, anxiety disorders, and others).
It is estimated that in the case of IBS, gastrointestinal complaints are a more important reason than the
psychiatric manifestations for seeking medical care [18].
Nevertheless, there are two main factors responsible for
excessive use of health care resources by patients with
IBS. These include: somatisation disorder comorbidity
[19] and difficulties in relationships with doctors – for
example: refusing to admit that IBS has a psychological
background or so-called “pseudo-healthy” behaviours,
such as extra visits and medical consultations, demanding the change of drugs, absenteeism from work, use of
benzodiazepines, etc. [20].
The association between IBS and psychiatric disorders is commonly recognised. That is why, in the case
of IBS treatment, pharmacotherapy and psychotherapy
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are often combined. Obviously it should be mentioned
that there are some protests against labelling people
suffering from IBS as psychiatric patients [21]. Back in
the 90s the belief that mental disorders are a cause of
IBS was withdrawn in favour of the view that IBS and
mental disorders often co-occur. It was also observed
that treatment of psychogenic component reduces
functional gastrointestinal symptoms [22]. Among the
most important evidence of the relevance of offering
psychotherapy in neurotic disorders with gastrointestinal symptoms is its high efficiency, even if IBS is accompanied by panic disorder (e.g. [23]).
The nuisance of gastric complaints associated with
psychological factors increases in the process of somatosensory amplification, when the patient focuses
on the alleged threat [24]. Therefore, one of the best
methods to reveal the causes of gastrointestinal symptoms is the analysis of the context (e.g. interpersonal
conflicts or psychological trauma) in which the symptoms occur [12, 16].
Paradoxically, Polish psychiatrists are not very interested in functional gastrointestinal disorders (this
became clear after the analysis of the recent issues of
“Psychiatria Polska”, e.g. [25]). Much more attention is
paid to eating disorders (e.g. [26, 27]). It is a paradox
because neurotic disorders are among the most serious
medical problems [28] and they are commonly misdiagnosed and not treated properly [29]. This paper is an
attempt to make up for this lack.

Aim
Estimation of the prevalence of gastrointestinal
complaints in patients admitted to day hospital for
neurotic and behavioural disorders. Assessment of the
association between gastrointestinal complaints and
stressful life events, related to partnership or marriage,
among these patients.

Material and methods
Data regarding stressful situations concerning partnership or marriage were gathered using a structured Life
Inventory, which was filled out, prior to the therapy, by
patients who were hospitalised between 1980 and 2002.
Qualification for treatment was based on psychiatric assessment, psychological examination, and a battery of
questionnaires, which allowed the exclusion of disorders
related to schizophrenia, affective, exogenous, or pseudoneurotic disorders, and serious somatic diseases. Information about the occurrence and severity of symptoms
were obtained using the KO “0” Symptom Checklist by
J. Aleksandrowicz, which was filled out by patients prior
to psychotherapy [12]. Answers to six of seven items of
the KO “0” checklist (diarrhoea, constipation, vomiting,
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Table I. Severity of neurotic symptoms, diagnosis according to the ICD-10 and socio-demographic data of patients
Parameter
Global severity of symptoms, mean ± SD (median)

Female (n = 2582)

Male (n = 1347)

394 ±152 (387)

349 ±151 (336)

Primary diagnostic codes according to ICD-10 [%]:
F44/45 Dissociative or somatoform disorders

29

25

F60 Personality disorders

23

29

F40/F41 Anxiety disorders

17

16

F48 Neurasthenia

7

14

F34 Dysthymia

7

5

F50 Eating disorders

5

0

F42 Obsessive-compulsive disorders

2

2

F43 Reaction to stress and adjustment disorders

1

2

Other

3

2

No data

6

6

33 ±9 (33)

32 ±9 (28)

Preschool/Primary education

9

12

Secondary education (including students)

57

56

Age, mean ± SD (median)
Education [%]:

34

32

Employed [%]

Higher education

59

70

Unemployed [%]:

41

30

Pensioners

10

7

Students

23

24

nausea, heartburn, flatulence) regarding functional complaints were selected as reports of crucial functional gastrointestinal symptoms according to Rome III Diagnostic
Criteria for FGIDs [30, 31]; however, data obtained from
the database usually did not allow completion of the diagnosis (e.g. time criteria had not been checked precisely
enough). Exclusion of non-functional gastrointestinal disorders was based on pre-therapy medical consultations
(including, when necessary, gastrologist’s consultation),
which allowed fulfilment of the ‘absence’ criteria of
Rome III [30, 31]. Appetite loss was added as a separate
psychogenic complaint directly reported by patients.
Most of the 3929 surveyed people were diagnosed with
one neurotic disorder or a personality disorder as a primary diagnosis with accompanying neurotic disorder. Information about selected sociodemographic characteristics of the studied group are presented in Table I. Data
obtained using routine diagnostic tests (after receiving
informed consent of the patients) were anonymised.
Bioethics Committee approval: UJKBET/111/B/2009 was
obtained. Odds ratios (OR) for the coexistence of the two
nominal variables (life context and symptom) were calculated using logistic regression [16].
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Statistical analysis
Licensed StatSoft Statistica PL software was used.

Results
The results of analysis of the incidence and severity
of extreme gastrointestinal symptoms, which were reported by patients using the KO “0” Symptom Checklist,
are presented below.
As shown in Table II, the vast majority of the analysed symptoms were significantly more frequent in
females than in males (significantly higher prevalence
in males was found only in the case of heartburn). The
most common complaint in both sexes was loss of appetite (in women 53%, in men 47%). Due to such significant differences in symptoms in males and females,
and the potential diversity of experiencing stressful life
events between men and women, further analyses were
performed in these two subgroups separately. The results of logistic regression analysis were classified as
significant when the odds ratios (OR) was higher than
1.5 and the p-value was lower than 0.05. Regression
analysis results are listed below (statistical significance
is marked as *p < 0.05, **p < 0.01, ***p < 0.001).
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Table II. Occurrence of gastrointestinal symptoms
KO “0” checklist symptom as reported by patients

Supposed place as core symptom
in Rome III Criteria [30]

Female [%]

Male [%]

Diarrhoea

C4

30

31

Constipation

C3

***45

27

Vomiting when nervous

B3b

***26

16

Appetite loss

n/a

***53

47

Nausea, feeling sick

B3a

***49

39

AI and/or BI

37

***44

C2

45

43

“Heartburn”
Flatulence, passing gas involuntarily
***p < 0.001 – test for two percentages.

The co-occurrence of diarrhoea
and stressful situations in males
and females
In females who reported symptoms of chronic diarrhoea the risk of difficulties in relationships was significantly higher than in women without diarrhoea. The
difficulties in relationships mentioned in the previous
sentence included: a) conflict expressed by passive-aggressive silence or insults (OR ***1.58, 95% CI: 1.24–
2.01), b) the feeling that the patient’s partner hates her
(OR *2.34, 95% CI: 1.19–4.60), and c) the patient’s conflict with the father of her partner (OR **1.91, 95% CI:
1.30–2.81). In males, diarrhoea coexisted more often
with the following difficulties in the relationship: the
patient’s conflict with his partner’s father (OR *2.00,
95% CI: 1.07–3.74) and a sense that the patient put
much more effort into establishing the relationship than
his partner did (OR *1.65, 95% CI: 1.16–2.33).

The co-occurrence of constipation
and stressful situations in males
and females
Constipation in females was not associated significantly with any aspect of the relationship. In males who
suffered from constipation, the risk of the following
difficulties in the relationship was significantly raised:
a) reluctance to the partner (OR *2.25, 95% CI: 1.15–
4.39), b) getting married out of fear of being alone
(OR **2.69, 95% CI: 1.42–5.11), c) passive-aggressive
behaviour in conflicts with the partner (OR *1.55, 95%
CI: 1.09–2.20), and d) unsatisfactory sex life (OR *1.69,
95% CI: 1.09–2.62).

The co-occurrence of vomiting and
stressful situations in males and females
Females who vomited in stressful situations reported significantly more often two sorts of reasons for
building a sexual relationship. These were: family or
friends pressure (OR *2.38, 95% CI: 1.25–4.54) and the

desire to become independent (OR *1.63, 95% CI: 1.12–
2.37). Moreover, they also reported: feeling indifferent
to the partner (OR *1.52, 95% CI: 1.12–2.06), considering
the relationship to be unreliable because of “external
circumstances” (OR *1.51, 95% CI: 1.11–2.05), calling the
police during marital quarrels (OR **1.88, 95% CI: 1.32–
2.69), long interpersonal relationships interspersed with
short and transient sexual contacts (OR *1.75, 95% CI:
1.02–2.98), short (few months or even few weeks) duration of the current relationship at the time of admission to the day hospital (OR **1.70, 95% CI: 1.18–2.44),
and early marriage – before the age of 19 years (OR*
1.57, 95% CI: 1.08–2.30). Vomiting in case of distress in
females was associated with a greater variety of stressful situations than in males. In males, vomiting when
nervous co-occurred significantly more often with:
asymmetric efforts to establish relationship – more effort put by man (OR *1.59, 95% CI: 1.05–2.41), hatred
towards the partner (OR *4.16, 95% CI: 1.11–15.62),
ongoing breakdown of the relationship (OR **2.03,
95% CI: 1.32–3.14), feeling worse than the partner (OR
*1.73, 95% CI: 1.17–2.56), calling the police during marital quarrels (OR *2.78, 95% CI: 1.27–6.06), meddling in
the relationship committed by a third party (OR *3.67,
95% CI: 1.38–9.76), rare episodes of sexual intercourse
(OR **1.75, 95% CI: 1.19–2.58), conflicts with partner’s
father (OR **1.91, 95% CI: 1.22–3.00), and living with
parents (OR ***2.45, 95% CI: 1.65–3.64).

The co-occurrence of appetite loss
and stressful situations in males
and females
Loss of appetite in women coexisted significantly more often with: marriage under pressure or coercion (OR *2.34, 95% CI: 1.20–4.56), feeling worse than
the partner (OR ***1.57, 95% CI: 1.29–1.90), and feeling that the relationship has been very bad (OR *1.54,
95% CI: 1.13–2.11). Men reported significantly more often:
relationship breakdown (OR *1.67, 95% CI: 1.14–2.44)
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and meddling in the relationship committed by a third
party (OR *3.68, 95% CI: 1.19–11.35).

The co-occurrence of nausea
and stressful situations in males
and females
In females complaining of nausea, the first marriage
was made significantly more often at the age of 19–
20 years (OR *1.51, 95% CI: 1.18–1.93), and at the time
of admission to the hospital it had lasted for several
weeks or months (OR *1.52, 95% CI: 1.07–2.17). Males
suffering from nausea reported significantly more often: calling the police during marital quarrels (OR *2.22,
95% CI: 1.05–4.70), passive-aggressive behaviour during
conflicts with the partner (OR **1.62, 95% CI: 1.16–2.25),
feeling worse than the partner (OR *1.51, 95% CI: 1.09–
2.09), and conflicts with partner’s father (OR **1.82,
95% CI: 1.28–2.58).

Coexistence of heartburn and stressful
situations in males and females
Women suffering from heart burn were significantly
more likely to report a desire to become independent
as a reason for marriage (OR *1.62, 95% CI: 1.13–2.31).
They also reported more often long interpersonal relationships interspersed with short and transient sexual
contacts (OR *1.99, 95% CI: 1.19–3.35). Men were significantly more likely to report: entering into marriage because they got used to the partner (OR **2.50, 95% CI:
1.32–4.72) and because of some commitments/feelings
of obligation (OR *1.67, 95% CI: 1.00–2.81). They also
believed that their partner put more effort into establishing the relationship than themselves (OR ***1.81,
95% CI: 1.31–2.49). Moreover, they often reported: police interventions during interpersonal conflicts (OR
*2.52, 95% CI: 1.16–5.46), passive-aggressive silence
(OR ***1.87, 95% CI: 1.34–2.61), and the sense that
the relationship is uncertain because of the partner’s
travels or a love triangle (OR *1.64, 95% CI: 1.04–2.60).
Males suffering from heartburn also often reported: parallel long-term and short-term sexual relationships (OR
*1.73, 95% CI: 1.03–2.89) and periodic conflicts with the
partner’s father (OR **1.70, 95% CI: 1.20–2.42).

Coexistence of flatulence and stressful
situations in males and females
Females suffering from flatulence were significantly more likely to report passive-aggressive silence
during conflicts with the partner (OR ***1.54, 95% CI:
1.22–1.94). Males with the same symptoms reported significantly more often: police interventions during interpersonal conflicts (OR *2.17, 95% CI: 1.01–4.63), feeling
uncertain because of partner’s journey, love triangle,
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etc. (OR *1,65, 95% CI: 1.04–2.61), and sexual preferences other than genital-heterosexual – such as homosexual, autosexual, etc. (OR *2.17, 95% CI: 1.02–4.63).

Discussion
The results of the study are evidently limited to
a non representative population of patients admitted
to a day hospital for neurotic and behavioural disorders.
They relate to people who are generally healthy and relatively young, and whose symptoms can be considered
as functional. These symptoms are important signs of
neurotic disorders, especially somatoform or anxiety
disorders. That is why it seems reasonable to analyse
the psychological context in which the symptoms occur. Psychological context has been addressed by many
authors with regard to irritable bowel syndrome and
functional dyspepsia. In this study the focus was directed at examining the current situation of patients and
current stressful events in their lives (data was gathered
using a structured Life Inventory, which was filled out
by patients when they were admitted to the hospital).
Therefore, the situations and factors associated with
the subject’s adulthood, not childhood (as was done in
other studies), were taken into account [12, 16].
The prevalence of functional gastrointestinal symptoms in patients admitted to day hospital for neurotic
and behavioural disorders substantially exceeds the
prevalence of such symptoms in the general population
– it is true not only for isolated symptoms, for example constipation (estimated prevalence of constipation
ranges from 3% to 20% [32]), but also for irritable bowel
syndrome and functional dyspepsia [2]. Of course, the
evaluation of complaints by the simplified symptom
checklist is vague and subjective. The symptom checklist used in this study referred to symptoms that met
two criteria: 1) they had been observed by the patient
during 1 week before the examination, and 2) they were
annoying for the person. That is why we can assume
that some gastrointestinal symptoms were probably
omitted in this study.
The results of the study confirm the widespread
belief that functional gastrointestinal symptoms are
associated with interpersonal stressors. These stressors include: cooperation difficulties or even conflicts
with the patient’s partner, asymmetric relationship,
dysfunctional motivation to establish a relationship,
“sexual mismatch”, unbalanced distribution of power
in the relationship, a sense of not being loved, etc. The
observations are consistent with the descriptions of the
distorted relationships in neurotic patients [33].
In conclusion, because of the association between
functional gastrointestinal symptoms and stressful situations, it has been suggested (as van Tilburg et al. did
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before [34]) that psychological interventions or even
psychotherapy be included in the process of treating
non-psychiatric patients. It is also recommended that
thediagnostic process be enriched with psychological
diagnosis focused on the psychological context of somatic symptoms. This kind of enhanced diagnosis will
undoubtedly facilitate the process of treatment [35].

Conclusions
Functional gastrointestinal symptoms are highly
prevalent among patients admitted to the day hospital
for neurotic and behavioural disorders (40–50% of patients suffer from such symptoms). The most common
complaints in women include: loss of appetite (52%),
nausea (49%), and constipation and flatulence (45%).
In men, the most common complaints include: loss of
appetite (47%), heartburn (44%), and flatulence (43%).
The analysed gastrointestinal symptoms are associated with the patient’s current interpersonal difficulties,
such as conflicts with the partner/spouse or the partner’s parents. It has also been established that the majority of current interpersonal difficulties coexist with
vomiting in stressful situations. The results suggest that
in many cases symptoms of anxiety disorders (ICD-10
F40 and F41) or somatisation disorders (ICD-10 F45)
may coexist with IBS and functional dyspepsia.
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