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Objective: Competing-risks analysis was
used to determine the 1-year longitudinal
outcomes, including mortality, associated
with multiple idiopathic physical symp-
toms in a population sample.

Method: The authors analyzed baseline
and 1-year follow-up data from the popu-
lation-based NIMH Epidemiological Catch-
ment Area Study. Multinomial logit regres-
sion was used to examine the incidence of
multiple idiopathic physical symptoms,
resolution of such symptoms, and related
mortality among individuals in the general
population, with adjustment for demo-
graphic characteristics and the presence or
absence at baseline of a lifetime diagnosis
of major depression, dysthymia, anxiety
disorder, and alcohol abuse. Multinomial
logit modeling also accounts for the im-
pact of competing outcomes, such as sur-
vey nonresponse.

Results: Most of the individuals with mul-
tiple idiopathic physical symptoms recov-
ered over the ensuing year. The incidence

of multiple idiopathic physical symptoms
among those without such symptoms at
baseline was 1.7%. The predicted mortality
among individuals with multiple idio-
pathic physical symptoms at baseline was
higher than for individuals not having such
symptoms at baseline (0.28% versus
0.18%). The higher mortality rate among
those with multiple idiopathic physical
symptoms at baseline persisted after ad-
justment for covariates and competing
outcomes.

Conclusions: Outcomes associated with
multiple idiopathic physical symptoms
vary widely. Most individuals improve
over time. However, the course for a few
individuals is less benign than perhaps
previously thought. Further research is
needed to determine the mechanisms
behind increases in mortality related to
multiple idiopathic physical symptoms,
the predictors of poor prognosis, and
whether mortality remains elevated over
longer periods of follow-up.

(Am J Psychiatry 2002; 159:998–1004)

Idiopathic physical symptoms are exceptionally com-
mon in primary care as well as subspecialty clinics. Phys-
ical symptoms account for over 400 million clinic visits in
the United States alone each year, and at least one-third
of the time, symptoms remain idiopathic after careful
evaluation (1).

Physicians are traditionally taught to view multiple idio-
pathic physical symptoms as “somatization.” Somatization
syndromes are thought to be chronic and disabling but less
than life threatening. While considerable research has
been devoted to the substantial effects of multiple idio-
pathic physical symptoms on health-related quality of life
(2–4), there has been a dearth of research on whether or
not these syndromes are associated with differences in
mortality rates. Understanding the natural history of mul-
tiple idiopathic physical symptoms can offer insights to cli-
nicians planning treatment and policy makers developing
health care priorities or planning future research agendas.

The severity of multiple idiopathic physical symptoms
occurs along a continuum (5), and only 0.1%–0.2% of
adults in the United States have enough symptoms to sat-

isfy diagnostic criteria for the most severe form of multiple
idiopathic physical symptoms, somatization disorder (6).
A much larger proportion of individuals in the general
population report multiple idiopathic physical symptoms,
however, and Escobar and colleagues (7) developed crite-
ria for a less severe (“abridged”) syndrome characterized
by four or more idiopathic symptoms for men and six or
more for women, also known as the somatic symptom in-
dex 4/6 (SSI-4/6). Escobar et al. (4, 6) found that the SSI-4/
6 criteria were met by 4.4% of U.S. adults studied. Since
then, a myriad of low-threshold syndromes involving mul-
tiple idiopathic physical symptoms have been studied,
and some have been used clinically. These include undif-
ferentiated somatoform disorder (DSM-III-R), multiso-
matoform disorder (8), an index using three symptoms for
men and five for women (SSI-3/5) (9), and chronic multi-
symptom illness (10). In a large multiethnic general popu-
lation sample (4, 6, 7), the SSI-4/6 was associated with a
higher prevalence of psychiatric disorders, especially
mood and anxiety disorders, greater use of medical ser-
vices, and higher levels of unemployment and days in bed,
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effects that persisted even after the influences of demo-
graphic factors and health status were controlled for. Rief
and colleagues (9) compared several sets of criteria for
multisymptom syndromes, including the DSM-III-R and
DSM-IV somatization disorder criteria, the SSI-3/5, and
the SSI-4/6, in patients referred for behavioral treatment.
Rief et al. found a high degree of concordance across sub-
threshold definitions based on multiple symptoms. Esco-
bar and colleagues (11) briefly reviewed the research find-
ings from various studies using the SSI-4/6. They noted
that the SSI-4/6 has shown robust associations, suggesting
construct validity, in diverse study groups, such as pri-
mary care patients, Puerto Ricans, disaster victims, U.S.
women in the community, and patients seen in medical
specialty clinics for one of a wide range of “single-symp-
tom syndromes,” such as tinnitus, chronic pelvic pain,
and persistent dizziness.

We wanted to learn more about the natural history of
multiple idiopathic physical symptoms, particularly their
relationship to mortality, using data from the National In-
stitute of Mental Health (NIMH) Epidemiological Catch-
ment Area (ECA) study. An important methodological is-
sue when determining the relationship between a health
condition and a longitudinal outcome is the need to con-
sider how the baseline condition changes over time. An
outcome such as mortality reflects only one potential
consequence of multiple idiopathic physical symptoms,
and it is important to correct mortality figures for the oc-
currence of “competing” consequences (12, 13). For ex-
ample, by considering survey nonresponse, the incidence
of multiple idiopathic physical symptoms, and the resolu-
tion of multiple idiopathic physical symptoms as com-
peting outcomes, one can better understand the potential
impact of these factors on estimates of mortality related
to multiple idiopathic physical symptoms. Therefore, in
the present research we used a multivariate competing-
risks model to investigate the natural history of multiple
idiopathic physical symptoms and the possible linkage
between such symptoms and mortality among U.S.
adults.

Method

Sample and Data

Data for the present research came from the baseline and 1-
year follow-up surveys of the ECA study, conducted by NIMH in
the mid-1980s. These data were obtained from the public do-
main. All individual subject identifiers were previously removed
to preserve their anonymity. The ECA study and its methods are
extensively described in other publications (14–16). In brief, the
ECA study was a collaborative research effort to determine the ep-
idemiology of specific mental disorders in the United States and
associated utilization of health services. The study was conducted
in five geographic regions of the United States, including the New
Haven (Conn.), Baltimore, St. Louis, Durham (N.C.), and Los An-
geles areas. About 3,000 households and 500 institutionalized in-
dividuals were targeted for interviews at each site. Of the original
18,571 respondents (we excluded institutionalized individuals),

14,480 interviews were completed in year 1. Of the nonrespon-
dents, 135 were reported to have died within the following year.
Hence, 78.7% of the baseline respondents (including those who
died) were followed up 1 year later. For the rest of the nonrespon-
dents, the various reasons for nonresponse identified included
“refusal” (1,302 persons), “ill” (three persons), and “other rea-
sons” (2,651 persons).

Measurements

As previously noted, a number of criteria sets for subthreshold
somatization have been used in epidemiological and clinical re-
search using demographically diverse study groups (4–8, 10). Al-
though each definition varies slightly and offers small advantages
and disadvantages, all are predicated on the notion that somati-
zation occurs along a continuum, and all are generally reliable
and valid. We defined multiple idiopathic physical symptoms in
accordance with the previously described definition used by Es-
cobar and colleagues (7). Idiopathic physical symptoms were de-
termined by using a highly structured interview, the NIMH Diag-
nostic Interview Schedule (DIS) (6, 17), that polls patients about
37 different physical symptoms encompassing a wide range of
body regions and systems. When an interview respondent en-
dorses a particular physical symptom, the DIS prompts with sev-
eral questions that are then used to characterize the symptom as
either medically explained or medically unexplained. The sur-
vival status at follow-up, dead or not, was determined by the in-

TABLE 1. Baseline Characteristics and Psychiatric Diag-
noses of Respondents in the Epidemiologic Catchment
Area Study

Total Sample
Respondents With

Complete Data

Variable N
% With

Variable N
% With

Variable
Gender 18,571 17,953

Male 41.0 40.9
Female 59.0 59.1

Age (years) 18,564 17,953
<25 12.2 12.3
25–44 35.1 35.6
45–64 22.0 22.2
≥65 30.7 30.0

Education (years) 18,411 17,953
0 0.9 0.8
1–5 6.3 6.0
6–8 16.9 16.8
9–12 44.4 44.7
13–16 24.5 24.6
≥17 7.1 7.1

Ethnicity 18,364 17,953
White 66.3 66.3
Black 23.4 23.3
Others 10.3 10.4

Marital status 18,541 17,953
Currently married 46.8 47.1
Currently not married 53.2 53.0

Lifetime diagnoses of 
psychiatric disorders 18,571 17,953
Major depression

Yes 5.9 6.0
No 94.1 94.0

Dysthymia
Yes 3.3 3.3
No 96.7 96.7

Any anxiety disorder
Yes 15.4 15.7
No 84.6 84.3

Alcohol abuse
Yes 11.2 11.4
No 88.8 88.6
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terviewers. Survival status among nonrespondents who were
unavailable because of “other reasons” (2,651 persons) was some-
times unknown. However, we did not find systematic differences
between nonresponse at follow-up and covariates predicting
mortality, suggesting that confounding by follow-up status was
likely to be minor.

All covariates considered in the present research were obtained
at the baseline survey. Table 1 presents the distributions of re-
spondents by baseline covariates for the whole sample and for the
subsample of individuals without missing data. The frequencies
of the various characteristics for the effective sample agree closely
with those for the whole sample.

We used four demographic characteristics as covariates: gen-
der (male or female), age (years of age at the time of the baseline
survey), marital status (currently married or other), and ethnicity
(white, black, and others). To capture ethnicity, we used two di-
chotomous variables, white (yes or no) and black (yes or no), with
“other ethnicities” serving as the reference group. In addition, we
included educational attainment (total number of years in
school) as a proxy for an individual’s socioeconomic status.

It is well known that several psychiatric disorders are associ-
ated with higher than average rates of mortality (18). Since we
were interested in the impact of multiple idiopathic physical
symptoms on mortality independent of such effects, we used life-
time diagnoses of major depression (yes or no), dysthymia (yes or
no), any anxiety disorder (yes or no), and alcohol abuse (yes or
no) as control variables. We also considered the possible con-
founding effects of some other psychiatric disorders (for example,
bipolar disorder), but their inclusion in the model would not con-
tribute any further information in the presence of the aforemen-
tioned four psychiatric disorder covariates. That is, the values of
model chi-square and regression coefficients of covariates re-
mained almost identical with and without consideration of these
other psychiatric disorders.

Data Analysis

We specified a competing-risks model (12) that linked the pres-
ence of Escobar’s “abridged” criteria for multiple idiopathic phys-
ical symptoms to the following outcomes: mortality, incident
multiple idiopathic physical symptoms, persistent symptoms,
resolution of symptoms, or survey nonresponse. With the specifi-
cation of a competing-risks framework, the mechanisms inherent
in the relationship between multiple idiopathic physical symp-
toms and the death rate can be examined as a process of health
transitions (12, 13). The proposed model consisted of eight possi-
ble transitions, defined as the change in health status between the
baseline and follow-up assessments (Figure 1). The possible base-
line health states were absence and presence of multiple idio-
pathic physical symptoms (denoted as origins 0 and 1 in Figure 1,
respectively), and the four possible outcomes were absence of
multiple idiopathic physical symptoms, presence of symptoms,
death, and nonresponse (denoted as outcomes 0, 1, 2, and 3).
Hence, there were eight possible transitions (i.e., two possible
baseline states that could each make a transition to four possible
outcome states). The probability of experiencing a given type of
transition is denoted by Pij, where i and j refer, respectively, to the
baseline state in relation to multiple idiopathic physical symp-
toms (i = 0, 1) and the outcome state (j = 0, 1, 2, 3).

Because of the small number of subjects with multiple idio-
pathic physical symptoms at baseline, we established a nested
model for longitudinal outcomes; that is, the status of such symp-
toms at baseline (present versus not present) was treated as a co-
variate in the model with “multiple idiopathic physical symptoms
at baseline.” The effect of the baseline state on associations be-
tween the other covariates and longitudinal outcomes regarding
multiple idiopathic physical symptoms was assessed by looking
for interactions between the baseline status of multiple idio-
pathic physical symptoms and each of the covariates. As there
were four competing outcomes, multinomial logit regression was
used to model them. The model covariates included the previ-

FIGURE 1. Competing-Risks Model of Transitions in Status of Multiple Idiopathic Physical Symptoms Between Baseline and
Follow-Up
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ously described nine covariates, baseline status regarding multi-
ple idiopathic physical symptoms, and five statistically significant
interaction terms (interactions of baseline status and education,
baseline status and white ethnicity, baseline status and major de-
pression, baseline status and any anxiety disorder, and baseline
status and alcohol abuse). The appropriate multinomial logit
model in this setting is given by

where β represents the matrix of regression coefficients to be esti-
mated. This equation defines a given log odds as a linear function
of model covariates (12).

From our model, we calculated two sets of population esti-
mates of the eight transition probabilities. The first set of popula-
tion estimates used values of the covariates that were fixed at the
weighted means for each of the two baseline states regarding
multiple idiopathic physical symptoms (presence and absence).
The second set of population estimates used weighted mean co-
variate values observed for the entire sample. The first set of esti-
mates yielded population estimates, that is, estimates for the U.S.
adult population as represented by the weighted ECA sample. The
second set of estimates permitted a population comparison of
transition probabilities for individuals with and without baseline
multiple idiopathic physical symptoms while simultaneously ad-
justing for the potentially confounding effects of covariates (i.e.,
adjusted population estimates). Hence, the effects of multiple id-
iopathic physical symptoms on mortality could be effectively an-
alyzed. Because these probabilities were derived from the multi-
nomial logit model, we used the delta method (19) to calculate
the converted standard error of each transition probability and its
corresponding p value. Given that the sum of a set of transition
probabilities must equal one, the values of all probabilities within
a set are considered statistically significant if at least one of the
probabilities is significant at alpha=0.05.

Results

The bivariate association between baseline status re-
garding multiple idiopathic physical symptoms and mor-
tality was statistically significant (full sample: χ2=6.32, df=
1, p=0.02; sample excluding nonrespondents: χ2=5.60, df=
1, p=0.02). Table 2 presents the distribution of the respon-
dents by baseline and 1-year status in regard to multiple
idiopathic physical symptoms. Of those who did not meet
our criteria for multiple idiopathic physical symptoms at
baseline (16,816 persons), about 0.6% died within the pe-
riod of follow-up; 96.6% of the respondents completing
the 1-year follow-up (including the deceased subjects) did
not have multiple idiopathic physical symptoms 1 year
later. Of the respondents completing the 1-year follow-up,
2.6% developed multiple idiopathic physical symptoms
within the 1-year period. About two in 10 individuals with-
out baseline multiple idiopathic physical symptoms failed
to respond to the survey at 1-year follow-up. Compared
with those without baseline multiple idiopathic physical
symptoms, individuals with multiple idiopathic physical
symptoms were about twice as likely to die and were
slightly less likely to be nonrespondents at the 1-year fol-
low-up. The probability of recovering from multiple idio-
pathic physical symptoms within the 1-year period was
sizable. More than one-half (59.5%) of those completing

the 1-year follow-up who had multiple idiopathic physical
symptoms at baseline had recovered from the syndrome 1
year later. These actual values describe the sample, while
subsequent figures use multinomial logit modeling to
generate population estimates. Sample values may differ
considerably from population values predicted from sta-
tistical modeling.

Table 3 shows the two sets of population estimates of
the eight transition probabilities, derived from the multi-
nomial logit model. Since the dependent variable of a
multinomial logit analysis consists of a series of log odds
(12), interpretation of the regression coefficients and odds
ratios is less than intuitive (13). Accordingly, these coeffi-
cients and odds ratios, available on request, are not pre-
sented here. Instead, we present the previously described
population and adjusted population estimates of transi-
tion probabilities (Table 3). Estimated mortality was
higher among those with multiple idiopathic physical
symptoms at baseline than among those without such
symptoms (0.28% versus 0.18%) (z=2.42, N=17,953, p=
0.02). This elevation in estimated mortality persisted after
adjustment for differences between groups in major de-
pression, dysthymia, anxiety disorders, alcohol abuse, and
demographic characteristics, as shown by the second set
of population estimates (0.42% versus 0.18%) (z=5.09, N=
17,953, p<0.0001).

Table 3 shows the estimated probability that a U.S. adult
would undergo no transition in status regarding multiple
idiopathic physical symptoms from the baseline survey to
the 1-year follow-up (0.7747 for subjects without multiple
idiopathic physical symptoms at baseline and 0.3196 for
the smaller group with such symptoms at baseline). The
estimated probability of developing multiple idiopathic
physical symptoms over the period in a respondent who
did not have such symptoms at baseline was approxi-
mately 0.0174 (equivalent to an estimated 1-year inci-
dence of 1.74 per 100 person-years; z=6.68, N=17,953,
p<0.0001), while the estimated probability of recovery
among the respondents at 1 year who had had multiple id-
iopathic physical symptoms at baseline was 0.5000 (equiv-
alent to an estimated 1-year resolution rate of 50 per 100
person-years; z=66.99, N=17,953, p<0.0001). Among re-

Pj

exp(β′jX)

1 Σ
k

exp(β′kX)+
-------------------------------------------- j = 1, 2, 3; k = 1, 2, 3( ),=

TABLE 2. Outcome at 1-Year Follow-Up of Respondents
With and Without Multiple Idiopathic Physical Symptoms
at Baseline in the Epidemiologic Catchment Area Study

Outcome at 1-Year Follow-Up

Multiple Idiopathic Physical
Symptoms at Baseline

Absent 
(N=16,816)

Present 
(N=1,137)

N % N %
Respondents with known status 

regarding multiple idiopathic 
physical symptoms
Symptoms absent 12,892 76.7 559 49.2
Symptoms present 348 2.1 367 32.3

Dead 102 0.6 13 1.1
Nonresponse 3,474 20.7 198 17.4
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spondents with multiple idiopathic physical symptoms at
baseline, the estimated probability of being lost to follow-
up a year later was 0.1775 (z=1.77, N=17,953, p=0.08) com-
pared to an estimated probability of 0.2061 among those
without multiple idiopathic physical symptoms at base-
line (z=1.01, N=17,953, p=0.32). Because at least one tran-
sition probability in each probability set was statistically
significant, all these probabilities were considered statisti-
cally meaningful. These estimated probabilities were es-
sentially unchanged after adjustment for major depres-
sion, dysthymia, any anxiety disorder, alcohol abuse, and
group demographic differences, as shown by the adjusted
probability estimates (demonstrated by the second set of
population estimates in Table 3).

Discussion

Several limitations of our analysis should be noted. First,
differences in mortality between respondents with and
without multiple idiopathic physical symptoms were
small, and therefore, misclassification of death, particu-
larly in the group of follow-up nonrespondents, could con-
found the relationship of multiple idiopathic physical
symptoms to mortality. Second, although multinomial
logit regression accounts for nonresponse in the estima-
tion of the association between multiple idiopathic physi-
cal symptoms and competing outcomes, we cannot elimi-
nate the possibility of nonresponse bias. Third, given the
panel data available for this analysis, we used logistic re-
gression to model determinants of outcome. This proce-
dure does not account for the amount of time that elapsed
before the outcomes occurred. If the exact timing of an
outcome (e.g., death) is available, then a hazard-rate ap-
proach would be more appropriate. Fourth, the sample
was followed only for 1 year. A longer period of follow-up
would allow greater elucidation of mortality patterns over
time. Finally, some might question the relevance of data
collected almost two decades ago. While this is a limitation,

we know of no direct evidence suggesting changes in the
occurrence of multiple idiopathic physical symptoms over
the past two decades. The ECA survey continues to be
among the most frequently cited epidemiological surveys
of psychiatric illness and perhaps the only one to involve a
comprehensive etiological assessment of such a wide
range of physical symptoms in a population-based sample.

In spite of these limitations, we found a modest but
meaningful and statistically significant relationship be-
tween multiple idiopathic physical symptoms and subse-
quent mortality. The relationship persisted and was per-
haps even strengthened after adjustment for potential
confounding due to major depression, dysthymia, any
anxiety disorder, alcohol abuse, and various demographic
characteristics, therefore suggesting a substantial and in-
dependent impact of multiple idiopathic physical symp-
toms on mortality. Although the 1-year risk of death rates
was low (0.28% versus 0.18%), over an extended period
these mortality differences might lead to important popu-
lation differences (e.g., at a constant rate, over a decade
mortality would reach 2.8% among individuals with multi-
ple idiopathic physical symptoms versus 1.8% among
those without such symptoms). We cannot assume, how-
ever, that rates or differences remain stable over time, and
therefore, population-based studies allowing more ex-
tended follow-up are necessary.

Future research should explore the possible mecha-
nisms by which multiple idiopathic physical symptoms
could lead to increased mortality. A number of explana-
tory pathways seem plausible, and many or all may be op-
erative. First, multiple idiopathic physical symptoms may
sometimes be unrecognized manifestations of a progres-
sive disease (20). Although symptoms were classified as
medically explained or unexplained in the ECA survey, in-
formation regarding comorbid medical illness at baseline
was not obtained. This explanation, if operative, would
appear to occur only rarely among those suffering with
multiple idiopathic physical symptoms, because we found

TABLE 3. Population Estimates for Probabilities of Transitions in Status of Multiple Idiopathic Physical Symptoms Between
Baseline and 1-Year Follow-Up in the Epidemiologic Catchment Area Study (Effective Sample Size=17,953)a

Baseline Status of Multiple Idiopathic 
Physical Symptoms and Type of Estimate

1-Year Status

Multiple Idiopathic Physical Symptoms

Absent Present Death Nonresponse

Estimate pb Estimate pb Estimate pb Estimate pb

Symptoms absent at baseline
Population estimatec 0.7747 <0.0001 0.0174 <0.0001 0.0018 <0.0001 0.2061 0.32
Adjusted estimated 0.7734 <0.0001 0.0181 <0.0001 0.0018 <0.0001 0.2066 0.32

Symptoms present at baseline
Population estimatec 0.5000 <0.0001 0.3196 0.60 0.0028 <0.0001 0.1775 0.08
Adjusted estimated 0.5392 <0.0001 0.2799 0.82 0.0042 <0.0001 0.1767 0.08

a Figure 1 illustrates the possible transitions.
b Derived from the converted standard error by using the delta method. Therefore, the degrees of freedom or number of subjects are not pre-

sented. For details of the approach, see Littell et al. (19, pp. 443–444).
c The estimated transition probability for those with a given status of multiple idiopathic physical symptoms at baseline. These estimates are

derived from the results of the multinomial logit model, with the values of the covariates fixed at the means of each of the two status sub-
samples.

d The estimated transition probability with the values of the covariates fixed at the total sample mean. The covariates were demographic char-
acteristics, education, and presence or absence of psychiatric disorders.
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that over one-half of those with multiple idiopathic physi-
cal symptoms were recovered 1 year later. This is consis-
tent with findings from existing studies suggesting that
individuals with idiopathic symptoms seldom manifest
serious and previously occult disease on subsequent
follow-up (1).

A second potential explanation for greater mortality
among those with multiple idiopathic physical symptoms
involves comorbidity with many mental disorders (5, 21,
22). Mortality may be mediated by some combination of
disabling symptoms, impaired coping, and one or more
coexisting mental disorders that leads to increases in
death by accidental and nonaccidental means. However,
even after we controlled for a number of these disorders,
the relationship between multiple idiopathic physical
symptoms and mortality only strengthened, suggesting
that multiple idiopathic physical symptoms represent an
independent mortality risk factor.

Third, the observed difference in mortality may be a
function of altered health behaviors consequent to the on-
set of multiple idiopathic physical symptoms. The pres-
ence of physical symptoms may usher in the development
of such adverse health behaviors as smoking, drinking,
and lack of exercise. For example, Walker and colleagues
(23) found that childhood adversity was associated with
multiple idiopathic physical symptoms and with behav-
iors associated with increased health risk. The influence of
such behaviors on health is increasingly well known and
may help explain the observed association between multi-
ple idiopathic physical symptoms and a higher mortality
rate (24, 25).

Fourth, a higher mortality rate among individuals with
multiple idiopathic physical symptoms may occasionally
occur from the iatrogenic impact of aggressive biomedical
management, such as unnecessary and invasive surgery
and diagnostic testing, as well as the adverse effects of
medications used to treat symptoms (26, 27).

Significant cultural, racial, and ethnic differences in the
relationship between multiple idiopathic physical symp-
toms and mortality may exist (28). These factors may af-
fect such issues as symptom reporting, health-related be-
haviors, and the seeking of help for physical symptoms.
We adjusted our estimates for differences in available de-
mographic characteristics, such as ethnicity, marital sta-
tus, and education. However, because of the relatively
small number of deaths occurring over the follow-up pe-
riod, we were unable to reliably ascertain the specific im-
pact of ethnic differences on the relationship between
multiple idiopathic physical symptoms and mortality.
This should be the specific focus of future national and
cross-national epidemiological research.

Finally, we used a competing-risks model as a way of
broadening research on the relationship between multiple
idiopathic physical symptoms and mortality. The use of
similar statistical modeling techniques can broaden the

awareness of dynamic processes involved in health out-
comes associated with multiple idiopathic physical symp-
toms. For instance, a competing-risks model can be used
to examine the possible influence of nonresponse bias on
the relationship between multiple idiopathic physical
symptoms and mortality.

In sum, our results confirm the important health impact
of multiple idiopathic physical symptoms on those who
suffer from them. The fact that multiple idiopathic physi-
cal symptoms have an important effect on functioning
(29), distress (30), and mortality suggests that more efforts
are needed to study the ways such symptoms alter health
and health behaviors. Determinants of poor prognosis
and effective clinical management strategies should be in-
vestigated. Perhaps most important, the lens through
which many clinicians view multiple idiopathic physical
symptoms and their patients who suffer from them re-
quires careful assessment. Elevated morbidity and mortal-
ity rates among these individuals challenge our heretofore
largely biomedical sense of such patients as simply “wor-
ried well” who suffer from “nondisease.”
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