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Abstract

This study examined (a) demographic and clinical characteristics associated with physical

symptoms in anxiety-disordered youth and (b) the impact of cognitive-behavioral therapy (Coping

Cat), medication (sertraline), their combination, and pill placebo on physical symptoms. Youth (N

= 488, ages 7–17 years) with a principal diagnosis of generalized anxiety disorder, separation

anxiety disorder, or social phobia participated as part of a multi-site, randomized controlled trial

and received treatment delivered over 12 weeks. Diagnostic status, symptom severity, and

impairment were assessed at baseline and week 12. The total number and severity of physical

symptoms was associated with age, principal diagnosis, anxiety severity, impairment, and the

presence of comorbid internalizing disorders. Common somatic complaints were headaches,

stomachaches, head cold or sniffles, sleeplessness, and feeling drowsy or too sleepy. Physical

symptoms decreased over the course of treatment, and were unrelated to treatment condition.

Clinical implications and directions for future research are discussed. (ClinicalTrials.gov number,

NCT00052078)
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Anxiety disorders occur in approximately 10% of youth [1] and are associated with

impairment in family, social, and academic functioning [2, 3]. If left untreated, anxiety

disorders run a chronic course [4, 5, 6] and are “gateway” disorders associated with an

increased risk for depression, substance use problems, and educational underachievement [7,

8].

Somatic complaints are common among anxiety-disordered youth, with more than 50%

reporting at least one somatic complaint [9–11]. These complaints include a range of

physical symptoms, such as headaches, stomachaches, muscle tension/pain, difficulty

breathing, shaking, pounding or racing heart, sweating, blushing, and fatigue. Physical

symptoms play a major role in the classification of anxiety disorders. For example, somatic

complaints are required for the diagnosis of panic disorder, generalized anxiety disorder

(GAD), and posttraumatic stress disorder, and are among the criteria possible for a diagnosis

of separation anxiety disorder (SAD) and acute stress disorder [12]. Somatic complaints are

not specific to one anxiety disorder and are common in other mental health disorders with

diagnostic criteria that do not include somatic complaints (e.g., major depressive disorder)

[11].

Research comparing the rate of somatic complaints across disorders has yielded mixed

results. Hofflich et al. [11] found that somatic symptoms are equally common in youth with

principal diagnoses of GAD, SAD, and social phobia (SoP) even though somatic symptoms

are required for a diagnosis of GAD only. In contrast, Ginsburg et al. [10] found that

somatic symptoms were more common in youth with GAD as compared to SoP and SAD. In

community samples, somatic complaints are more common among adolescents than younger

children [13]. Age differences in somatic complaints have been found in anxious youth as

well. For example, Ginsburg et al. [10] reported that older youth (12–17 years) were more

likely than younger youth (6–11 years) with anxiety disorders to endorse somatic

complaints. Although at least one study did not find age differences in somatic symptoms,

this could have been due to a relatively restricted age range (7–14 years) [11].

Somatic complaints have been found to be more common among girls than boys in

community samples [13]. However, with the exception of a study that sampled African

American adolescents exclusively [14], research has not supported sex differences in the

overall number of physical symptoms reported by youth with anxiety disorders [10, 11, 15].

Two studies reported sex differences in the rates with which specific physical symptoms

were endorsed [10, 16]. Somatic complaints among youth with anxiety disorders have not

been related to race or family income [10, 11, 15]. However, the reported findings were

from relatively small samples with limited diversity.

Somatic symptoms in youth with anxiety disorders may be associated with greater

psychopathology. Relative to anxiety-disordered children without somatic complaints,

children with anxiety disorders and somatic complaints have more severe anxiety and poorer
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global functioning [10, 16]. They perform less well academically and are more likely to

refuse school [15, 17]. Also, anxiety-disordered youth with somatic symptoms are more

likely than their counterparts without somatic symptoms to have comorbid externalizing

disorders [11] and depressive symptoms [11, 18]. Finally, among anxiety-disordered

adolescents, somatic symptoms are negatively associated with perceived competence across

multiple domains [14].

Despite these relationships, few studies have examined change in the number of somatic

complaints following anxiety treatment. Ginsburg et al. [10] reported decreased somatic

complaints following fluvoxamine treatment and Storch et al. [16] reported reduced somatic

symptoms following CBT for obsessive-compulsive disorder (OCD). Masia-Warner et al.

[19] reported reductions in physical symptoms following a CBT protocol modified to target

anxiety-related somatic complaints. To date, no studies have compared the effect of CBT

and medication, alone and in combination, on the number or severity of physical symptoms.

The current study examined somatic complaints in children and adolescents who received

CBT (Coping Cat), medication (sertraline; SRT), their combination (CBT + SRT), or pill

placebo [20]. We examined baseline levels of somatic complaints in relation to demographic

variables (i.e., age; sex; race/ethnicity; socioeconomic status) and presenting characteristics

(i.e., principal diagnosis; anxiety severity; functional impairment; comorbidities1), and we

examined treatment-related change in somatic complaints and associations with

improvement in anxiety. The number of general somatic complaints was reported by youth

using a symptom checklist whereas the overall severity of anxiety-related somatic

complaints was reported by parents and youth, and rated by clinicians based on discussion

with parents and children together.

Method

Participants

Participants were 488 youth enrolled in the Child/Adolescent Anxiety Multimodal Study

(CAMS [20]), a six-site randomized controlled trial that compared the efficacy of CBT,

SRT, their combination, and pill placebo. Participants ranged in age from 7 to 17 years (M =

10.7, SD = 2.8 years) and met criteria for a principal diagnosis of SAD, GAD, and/or SoP

based on composite rating from the Anxiety Disorders Interview Schedule for DSM-IV—

Child and Parent Versions (ADIS-IV-C/P [21]). Participants responded to announcements in

local media and from clinics, schools, primary care offices, mental health centers, churches/

temples, and community organizations. Youth with comorbid psychiatric disorders were

included in the trial Participants with comorbid, secondary dysthymia were included

throughout the trial so long as they were of lesser severity than the target disorder and there

was no active suicidality (for methodology details, see Compton et al. [22]).

Approximately 54% of participants were male. The sample was predominantly White

(79%), with 9% of participants identifying race as Black, 3% as Asian, 1% as American

1Youth with comorbid, secondary depression were initially included in CAMS. However a decision was made to exclude youth with
Major Depressive Disorder (MDD) early in the trial.
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Indian, <1% as Native Hawaiian/Pacific Islander, and 8% as Other. With regard to ethnicity,

12% of participants self-identified as Hispanic or Latino. The majority of participants (75%)

were of middle to high socioeconomic status, as indicated by a score of 40 to 66 on the

Hollingshead Four Factor Index of Social Status [23].2

Among exclusion criteria were the presence of an unstable medical condition, IQ of less

than 80, current school refusal, and failure to respond to two adequate trials of selective

serotonin-reuptake inhibitors (SSRIs) or a trial of CBT. Youth were also excluded if their

psychiatric condition made participation clinically inappropriate. Clinical characteristics of

the sample have been reported in detail by Kendall et al. [24]. The flow of participants

through the current study is identical to that reported by Walkup et al. [20].

Measures

Anxiety Disorders Interview Schedule for DSM-IV--Child and Parent Versions
(ADIS-IV-C/P)—The ADIS-IV-C/P [21] is a semi-structured interview to diagnose anxiety

disorders and common comorbidities in youth. For each disorder, a clinical severity rating

(CSR) is assigned using an 8-point scale (with CSRs ≥ 4 indicating a clinical diagnosis). The

disorder with the highest CSR is identified as principal. The ADIS-IV-C/P has solid

psychometric properties [25, 26]. Based on a review of 10% of videotaped pre- and post-

treatment assessments, interrater reliability for diagnostic status (intraclass correlation

coefficient) in CAMS ranged from .82 to .88.

Physical Symptoms Checklist (PSC)—The number of physical symptoms was

assessed using the PSC [27], a 46-item self-report measure of the extent to which youth are

bothered by general health problems over the past week. Items are rated on a Likert scale

ranging from 0 (not at all) to 3 (very much); for this study, item responses were

dichotomized to indicate the presence (1, 2, 3) or absence (0) of each symptom and summed.

Two gynecological items/symptoms were omitted. In this sample, Cronbach’s alpha ranged

from .89 to .91.

Pediatric Anxiety Rating Scale (PARS)—The PARS [28] is a clinician-rated measure

of the presence and severity of 51 anxiety symptoms in youth. Total scores represent the

severity and frequency of anxiety symptoms as well as associated distress, avoidance, and

interference during the previous week. For the current study, severity of physical symptoms

of anxiety was assessed using an item from the PARS as rated by the parent, child, and

clinician. The PARS has acceptable reliability and validity [28, 29]. Inter-rater reliability in

CAMS was determined based on a review of 10% of videotaped assessments conducted at

pre- and post-treatment (Pearson’s r = .85).

Children’s Global Assessment Scale (CGAS)—The CGAS [30] is a clinician-rated

measure of a child’s global functioning. The CGAS demonstrates high retest and inter-rater

reliability, and discriminates between inpatients and outpatients [30, 31].

2Site differences in demographic variables have been discussed by Walkup et al. [20].
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Clinical Global Impression Scales (CGI)—The CGI [32] scales provide clinician

ratings of global severity (CGI-S) and improvement (CGI-I). The CGI-S ranges from 1 (not

at all ill) to 7 (extremely ill). The CGI-I ranges from 1 (very much improved) to 7 (very

much worse), with scores of 1 (very much improved) or 2 (much improved) used to designate

treatment response. In this study, the CGI-S and CGI-I ratings reflected severity and

impairment associated with GAD, SAD, and SoP.

Procedure

All procedures were approved by the site institutional review board and the NIMH data and

safety monitoring board. CAMS used a three-gate entry procedure to ensure a stable anxiety

diagnosis (see [20, 22]). Informed consent was obtained from all participants. As detailed in

Compton et al. [22], independent evaluators (IEs) were trained to reliability in the

administration of clinician-rated measures. The ADIS-C/P and CGI-S were used to

determine diagnoses and anxiety severity. The PARS was used to assess overall severity of

anxiety-related physical symptoms, as rated by parents, youth, and IEs. Number of physical

symptoms was reported by youth using the PSC, which was completed approximately one

week before the start of treatment. Youth were randomly assigned to one of the four

treatment conditions: CBT, SRT, combination, or placebo. Assessments were repeated

within approximately five days of the last session. IEs were blind to treatment condition.

Treatment

Cognitive-behavioral therapy—Youth randomized to CBT received 14, 60-minute

sessions delivered over a 12-week period. CBT followed the Coping Cat program [33, 34],

which teaches youth to recognize and manage anxious arousal. The Coping Cat was adapted

for the study: six sessions focused on anxiety-management skills and eight sessions on

exposure tasks. There were 12 individual child sessions and two parent sessions (without the

child present). Adolescents received the C.A.T. Project [35], the teen version of the Coping

Cat program. CBT was delivered by experienced therapists who were certified in the

treatment protocols and received regular onsite and cross-site supervision (see [22, 36]).

Medication—Youth randomized to medication received sertraline (SRT) and eight, 30- to

60-minute medication management sessions. Psychiatrists provided education and guidance

in addition to symptom review and medication monitoring. Medication was administered on

a fixed-flexible schedule beginning with 25 mg of sertraline per day and titrating up to 200

mg by week 8. Participants were eligible for dose increases through week 8 if they

continued to be at least mildly ill and experienced minimal side effects. Pill counts and

medication diaries were used to enhance and document adherence to the medication

regimen.

Combination—Youth randomized to the combination treatment received both the 14-

session CBT protocol and the SRT protocols. Pharmacotherapy and CBT appointments,

when possible, were scheduled for the same day and location. Communication between CBT

therapists and psychiatrists was facilitated by weekly CAMS meetings.
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Placebo—Participants assigned to pill placebo were treated with the medication protocol

(same as youth assigned to SRT). Psychiatrists were blind to treatment condition.

Data Analytic Plan

Analyses were conducted using participants who completed all measures of interest, as well

as with the intent-to-treat sample. An analysis of variance (ANOVA) was conducted to rule

out pretreatment differences in somatic complaints by treatment condition. Correlational

analyses and t-tests assessed demographic differences in somatic complaints; based on

results, age was covaried in further analyses. Analyses of covariance (ANCOVA) examined

differences in somatic complaints by principal diagnosis and presence/absence of individual

anxiety disorder diagnoses (SAD, GAD, SoP). Correlations evaluated relationships between

physical symptoms and anxiety severity, impairment, and treatment-related improvement.

Change in physical symptoms from pre- to post-treatment was examined using a paired-

samples t-test. An ANCOVA examined differences between treatment responders and non-

responders in posttreatment number and severity of physical symptoms, controlling for

pretreatment symptoms. ANCOVA assessed the relationship between physical symptoms

and the presence of comorbid disorders (0, 1, or ≥ 2). An alpha level of .01 was used for all

analyses. Cohen’s d is reported as an index of effect size.

Results

The frequencies with which physical symptoms were endorsed at pretreatment are presented

in Table 1. Almost all participants (95%) endorsed at least one physical symptom on the

PSC. The most common symptoms reported by youth at pretreatment were headaches

(50%), trouble sleeping (48%), stomach pain or aches (47%), head cold or sniffles (40%),

restlessness or uncomfortable urge to move (35%), sleeplessness (34%), feeling drowsy or

too sleepy (34%), and nightmares or very strange dreams (34%). Means and standard

deviations for the number and severity of physical symptoms at pretreatment are presented

in Table 2. Child, parent, and clinician ratings of the severity of anxiety-related physical

symptoms were highly correlated (Pearson’s r≥ .80); given that the clinician rating was

based on parent and child report, it was used for all subsequent analyses.

Demographic differences in physical symptoms

The number of physical symptoms endorsed by youth at pretreatment was significantly

related to age (r = .17, p < .01), with younger children reporting fewer symptoms than older

children. Age was also positively associated with the severity of physical symptoms, based

on clinician rating (r = .17, p < .01). Controlling for age, the number and severity of physical

symptoms at pretreatment did not differ by SES, sex, or race/ethnicity. At posttreatment, the

number of physical symptoms endorsed by youth was positively associated with age (r = .

17, p < .01), as was the severity of physical symptoms (r = .28, p < .01). The number and

severity of physical symptoms at posttreatment was not related to SES, sex, or race/

ethnicity.
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Differences in physical symptoms by principal diagnosis

Table 1 presents the frequency of individual physical symptoms by principal diagnosis at

pretreatment. When controlling for age, clinician-rated severity of physical symptoms

differed significantly based on principal diagnosis, F(6, 479) = 4.19, p < .01, as did number

of symptoms reported, F(6, 450) = 4.07, p < .01. Means and standard deviations for the

number and severity of physical symptoms by principal diagnosis are in Table 3. Analyses

were repeated to determine whether having a specific diagnosis of GAD, SAD, or SoP

(regardless of whether it was principal) was associated with the report of physical

symptoms. Diagnostic group significantly predicted the number of physical symptoms

endorsed by youth, F(4, 453) = 9.23, p < .01. Follow-up analyses revealed that GAD (t =

−3.80, p < .01, d = −.36) and SAD (t = −3.09, p < .01, d = −.29) were significantly

associated with the number of physical symptoms endorsed by youth while SoP was not (t =

−.26, p = .80). GAD (t = −4.40, p < .01, d = −.41) and SAD (t = −2.50, p = .01, d = −.23)

were also significantly associated with clinician-rated severity of physical symptoms while

SoP was not (t = −.43, p = .67).

Relationship of physical symptoms to impairment

Global functioning, as measured using the CGAS, was negatively associated with the

pretreatment number of physical symptoms endorsed by youth (r = −.13, p < .01) and

clinician-rated severity of physical symptoms (r = −.34, p < .01).

Change in physical symptoms by treatment condition

At baseline, there were no differences by treatment condition in the number or severity of

somatic complaints when controlling for age. The number of physical symptoms reported by

youth decreased significantly from pre- to post-treatment, t(390) = 13.15, p < .01, d = 1.33,

as did clinician-rated severity of physical symptoms, t(437) = 20.01, p < .01, d = 1.91.

The number of physical symptoms reported by youth at posttreatment was not related to

treatment condition when controlling for age and pretreatment number of physical

symptoms (Table 4). Planned contrasts did not reveal significant differences in the number

and severity of physical symptoms between participants who received medication and those

who did not (youth-reported number of symptoms, t(413) = −.18, p = .86; clinician-rated

severity, t(434) = 2.06, p = .04), and between participants who received CBT and those who

did not (youth-reported number of physical symptoms, t(413) = −.35, p = .73; clinician-rated

severity, t(434) = 2.06, p = .56).3

Relationship of physical symptoms to anxiety severity and improvement

The pretreatment number of physical symptoms endorsed by youth was positively associated

with pretreatment anxiety severity, as measured by the CGI-S (r = .19, p < .01), but was

unrelated to posttreatment anxiety severity (r = .03, p = .57) and improvement, as measured

by the CGI-I (r = .01, p = .96). Pretreatment severity of physical symptoms, as rated by

clinicians, was positively associated with anxiety severity at pretreatment (r = .46, p < .01)

3Findings did not differ when analyses were conducted using the intent-to-treat sample with last observation carried forward versus
participants with complete data at baseline and week 12.
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and posttreatment (r = .15, p < .01), but was unrelated to improvement in anxiety (r = .07, p

= .14). Posttreatment number of physical symptoms endorsed by youth was positively

associated with pretreatment anxiety severity (r = .20, p < .01) and posttreatment anxiety

severity (r = .24, p < .01), and was related to CGI-I ratings reflecting less improvement in

anxiety (r = .16, p < .01). Posttreatment severity of physical symptoms, as rated by

clinicians, was also positively associated with pretreatment anxiety severity (r = .21, p < .01)

and posttreatment anxiety severity (r = .53, p < .01), and was related to CGI-I ratings

reflecting less improvement in anxiety (r = .48, p < .01).

Analyses were conducted to determine if the posttreatment number and severity of physical

symptoms were related to treatment response (i.e., CGI-I ratings of much improved or very

much improved). Controlling for baseline symptoms, treatment responders reported fewer

physical symptoms, F(1, 414) = 6.89, p < .01, d = .26, and less severe clinician-rated

physical symptoms, F(1, 435) = 77.58, p < .01, d = .84, than non-responders.3

Relationship of physical symptoms to presence of comorbid disorders

Controlling for age, neither the number nor the severity of physical symptoms reported by

participants differed by the presence/number of pretreatment comorbid diagnoses. When

internalizing and externalizing comorbidities were examined separately, there were

significant pretreatment differences in the number and severity of physical symptoms based

on the presence/number (0, 1, ≥ 2) of comorbid internalizing disorders (youth-reported

number of physical symptoms, F(2, 454) = 4.54, p = .01; clinician-rated severity of physical

symptoms, F(2, 483) = 4.54, p = .01). Planned contrasts revealed that participants without

comorbid internalizing disorders had fewer and less severe physical symptoms than

participants with one or more comorbid internalizing disorders (youth-reported number of

physical symptoms, t(454) = 2.95, p < .01, d = .28; clinician-rated severity of physical

symptoms, t(483) = 2.98, p < .01, d = .27). There were no significant differences in the

number or severity of physical symptoms between participants with one comorbid

internalizing disorder and those with two or more comorbid internalizing disorders. At

pretreatment, there were no significant differences between participants with/without

comorbid externalizing disorders on the number or severity of physical symptoms endorsed.

Controlling for age, the number of physical symptoms endorsed by youth at posttreatment

differed based on the presence/number of comorbid diagnoses, F(2, 413) = 4.96, p < .01.

Planned contrasts revealed that participants with no comorbid disorders endorsed

significantly fewer physical symptoms at posttreatment than participants with one or more

disorders, t(413) = −2.87, p < .01, d = −.28. Participants with one comorbid disorder did not

differ from participants with two or more comorbid disorders, t(413) = −.24, p = .81,

suggesting that the number of physical symptoms is related to the presence but not the

number of comorbid disorders. Clinician-rated severity of physical symptoms did not differ

based on presence/number of comorbid diagnoses.

When comorbid internalizing and externalizing disorders were examined separately, the

presence/number of comorbid internalizing disorders (0, 1, ≥ 2) was significantly associated

with clinician-rated severity of physical symptoms, F(2, 434) = 8.05, p < .01, but not youth-

reported number of physical symptoms, F(2, 413) = 3.94, p = .02, at posttreatment. Planned
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contrasts showed that clinician-rated severity of physical symptoms was significantly greater

for participants with at least one comorbid internalizing disorder, t(434) = 3.89, p <.01, d = .

37, but did not differ between participants with one versus two or more comorbid

internalizing diagnoses. At posttreatment, there were no group differences in the number or

severity of physical symptoms based on the presence/number of comorbid externalizing

disorders.

Discussion

Consistent with previous reports [11, 16], over 95% of anxiety-disordered youth endorsed at

least one somatic symptom. The number and severity of physical symptoms decreased over

the course of treatment. Treatment type (i.e., CBT; SRT; CBT + SRT; pill placebo) did not

differentially affect change in the number or severity of physical symptoms reported.

Improvement in anxiety symptoms, regardless of treatment, was negatively associated with

number and severity of physical symptoms at posttreatment. Treatment responders reported

fewer physical symptoms and less severe clinician-rated physical symptoms than non-

responders.

When controlling for age, there were no significant differences in the number or severity of

physical symptoms across conditions at posttreatment. It is surprising that participants who

received active treatment did not have fewer and less severe physical symptoms than

participants in the placebo condition. Prior studies that reported reductions in physical

symptoms following CBT [16, 19] but did not include placebo groups may have found

symptom change partially due to the passage of time, maturation, or repeated assessment.

Although Ginsburg et al. [10] found that pharmacological treatment was superior to placebo

for reducing physical symptoms of anxiety, the duration of the trial was shorter than CAMS

(8 weeks versus 12 weeks). It may be that active treatment reduces the number and severity

of some physical symptoms but, with increased knowledge and awareness, increases

participants’ reports of others. Because CBT teaches participants to identify physical

symptoms as signals to engage in coping, it’s possible that CBT results in self-monitoring

and reporting of these somatic signals (symptoms). In the case of SSRI’s, increased

reporting of physical symptoms due to side effects (e.g., gastrointestinal symptoms, nausea,

insomnia) [37] might balance out anxiety symptom reduction.

Consistent with prior research [10, 14, 16], the number and severity of physical symptoms

were positively associated with anxiety severity and impairment. It may be the case that

more severe anxiety leads to hyperawareness of physical symptoms, which triggers

increases in physical symptoms that signal anxiety, such as rapid heart rate. Or, it may be

that there is a relationship between physical symptoms and anxiety severity because physical

symptoms are characteristic of anxiety disorders such that youth with more severe disorders

report more severe physical symptoms.

Youth with GAD and SAD reported greater numbers of and more severe physical symptoms

than youth with SoP. Previous studies examining the relationship between diagnosis and

somatic symptoms yielded mixed findings [10, 11, 15]. Inconsistencies across studies could

be attributed to measurement issues; the PSC is more comprehensive than measures of

Crawley et al. Page 9

Child Psychiatry Hum Dev. Author manuscript; available in PMC 2015 August 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



physical complaints used in previous studies and includes items that are not part of the

diagnostic criteria for anxiety disorders. Also, diagnostic criteria for both GAD and SAD

include the presence of physical symptoms while the criteria for SoP do not. In other words,

it is possible that the presence of somatic complaints in these samples is related more to

screening and diagnosis than to meaningful differences across these groups. Alternatively,

GAD and SAD may involve more physiological reactivity than does SoP. Future research is

needed to clarify reasons for the differential distribution of somatic complaints across

diagnostic groups. For example, studies that involve presenting children with mildly

anxiety-provoking situations and examining differences in physiological reactivity across

diagnostic groups could address this question.

As in prior studies [11, 18], the presence of comorbid internalizing disorders (but not

externalizing disorders) was related to the severity of somatic complaints at pre- and post-

treatment. These findings are consistent with those of Hofflich et al. [11], in which children

with comorbid anxiety and depression reported more frequent somatic symptoms than

children with anxiety alone or children with anxiety and externalizing symptoms.

Internalizing disorders, including mood and anxiety disorders, are characterized by the

presence of physical symptoms including insomnia, restlessness, and fatigue, while the

diagnostic criteria for externalizing disorders do not include physical symptoms.

With regard to demographic variables, age was associated with number and severity of

physical symptoms before and after treatment. This finding is in line with previous research

that used samples spanning childhood and adolescence [10, 13]. The finding that age was

related to physical symptoms suggests that either youth become more aware their physical

symptoms and more likely to communicate about them with age, or youth actively

experience more physical symptoms with age.

There were no sex differences in the number of somatic symptoms reported. This finding is

consistent with diagnosed cases [10, 11], though inconsistent with community samples [13,

14]. Given that parents seek treatment for their children only when symptoms negatively

impact functioning, it may be that girls in community samples report somatic complaints

more frequently than boys but that for a subset of girls, somatic symptoms do not impact

their general functioning.

Limitations

Potential limitations merit mention. First, the PARS and the PSC each assess physical

symptoms experienced over the past week and may not reflect persistent symptoms. Further,

the PSC does not allow for anxiety-related somatic complaints to be teased apart from

symptoms associated with illness or medication side effects. Although the PARS is specific

to anxiety, it may not be easy for parents and youth to determine the source of physical

symptoms. Second, this sample excluded youth with a principal diagnosis of MDD.

Research is needed to examine relationships between physical and psychological symptoms

as well as treatment effects in youth with co-principal anxiety and depressive disorders.

Third, the CBT and combination treatment conditions were not blinded; treatment

expectancies may have influenced reports. Fourth, the extent to which IEs considered

change in physical symptoms while assigning CGI-I ratings cannot be determined.
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Improvement in somatic complaints may have influenced assessment of treatment response.

Finally, findings may not generalize to non-treatment-seeking samples, as there have been

reports of differences in somatic symptoms between community and diagnosed samples [9–

11, 13, 14].

Summary

As in prior studies [10, 11], somatic complaints were common among youth diagnosed with

an anxiety disorder; almost all participants endorsed as least one physical symptoms. The

total number and severity of pretreatment physical symptoms was associated with age (but

not sex, race/ethnicity, or SES), principal diagnosis, anxiety severity, impairment, and the

presence of comorbid internalizing (but not externalizing) disorders. Somatic complaints

decreased over 12 weeks of CBT (Coping Cat), medication (sertraline), their combination,

or pill placebo. Findings suggest that an evaluation for anxiety disorders is warranted when

youth present with frequent somatic complaints (e.g., headaches, stomachaches, difficulty

sleeping, drowsiness, and sniffles) and that promoting awareness of physical symptoms of

anxiety may facilitate accurate identification. Treatment of anxiety is critical given

impairments in functioning [2, 3, 38, 39]. The current study suggests that treatment reduces

reports of physical symptoms, more so for treatment responders, but the type of treatment

does not differentially affect the number and severity of physical symptoms experienced by

youth.
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Table 2

Pre- and Post-treatment Means and Standard Deviations for Number and Severity of Physical Symptoms (N =

488)

Pretreatment Posttreatment

M SD M SD

PSC number of physical symptoms 9.22 7.25 4.98 5.69

PARS clinician-rated severity 2.35 1.41 0.91 1.20

PARS child-reported severity 2.21 1.50 0.82 1.19

PARS parent-reported severity 2.29 1.48 0.82 1.21

Note. PSC = Physical Symptoms Checklist, PARS = Pediatric Anxiety Rating Scale (0–5)
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