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Introduction

No surgeon during their working activity have
never found a patient with anxiety disorder, mental
depression or pain somatization before surgery(1-4),
and surgery, which represents for many individuals
a very distressing and painful experience, leads to
anxiety and depression. These patients are very dif-
ficult to treat and in many cases clinical conditions
and symptoms after surgery are much worse than
before. The decision to operate on such patients is
even more difficult when another physician or sur-
geon expresses the opinion that “surgery on the
body can not cure a condition caused by the mind”.

In such cases the appellative of hypochondriac
and/or anxious patient with somatization is imposed
by the physician on the demanding patient, and
treatment is not always accurate with
sedatives/hypnotics. 

For example, if a patient with a history of
depression has symptoms of depression before
surgery, and is not on treatment, it would be recom-
mended that the mood disorder be addressed before
proceeding with surgery(5) even if the surgery is to
be performed with a minimally invasive tech-
nique(6). In this circumstance it is important that the
psychiatrist takes care of the patient with respect to
the clinical assessment and appropriate manage-
ment. Rarely, patients have serious contraindica-
tions for surgery such as active suicidal ideation,
hallucination and/or delusions or severe cognitive
impairment. 

The following two patients can better explain
the importance of a multidisciplinary team
approach.

Acta Medica Mediterranea, 2012, 28: 215

ABSTRACT

Clinically significant and medically incomprehensible pain syndromes in the general population are highly prevalent in the
population at large. Pain is certainly one of the most unwanted experiences of human beings. Medically unexplained pain symptoms
are prevalent in the general population, with anxiety and depression often associated. These patients are very difficult to treat and in
many cases clinical conditions and symptoms after surgery are much worse than before. The two patients presented in this article
account for the importance of a multidisciplinary team approach.

Although at the beginning the surgeon was reluctant to operate, clinical re-assessment and collaboration with the psychiatrist
convinced the surgeon to operate. Surgery had excellent clinical results releasing the pain and improving patients satisfaction and
their quality of life. 

Psychiatric consultation in patients with somatization disorder has been shown to be effective in providing support to the
patient, the surgeon and the working team. 

In the future, optimization of perioperative approach in patients suffering from depression and anxiety represent a real chal-
lenge in the health care system. 
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Clinical examples

Case n.1 M.V. a 30-year-old female who
underwent surgery for gastroesophageal reflux, but
the operation failed. The main postoperative symp-
tom was “bolus pharyngeus”, intense chest pain
and, with less disabling symptoms, dysphagia and
regurgitation. The index finger of the patient was
always pointing to the neck. Several physicians and
surgeons referred the patient to the psychiatrist to
treat the personality disorder because, although
rare,  the association with “bolus pharyngeus” is
described in psychiatric patients and in patients
with amyothrophic lateral sclerosis(7,8,9). No postop-
erative GER (gastro-esophageal-reflux) was found.
The patient lost 20 Kg in 4 months and was treated
with morphine and sedatives. After a careful diag-
nostic work-up the diagnosis of  tight  fundoplica-
tion was made. Reoperation was performed and all
preoperative symptoms disappeared. The patient
improved significantly her quality of life(10).

Case n.2 R.S. a 23-year-old male who had
been admitted several times to hospital, throughout
the previous year, for abdominal or chest pain.
Abdominal pain was mimicking an acute pancreati-
tis  while the chest pain was mimicking an angina
attack. He was also suffering from a pain in his
throat, and was unable to sleep in prone position.
He stopped his university studies and decreased
social activities with clear signs of mental depres-
sion condition. All diagnostic tests were negative. 

During a visit at an outpatient department,
R.S. refused examination of the xiphoid area, and
he palpated himself only with a lot of care and
obvious apprehension. He did not allow the physi-
cian to touch his xiphoid. CT scan and ultrasound
of the upper abdomen were negative so a diagnosis
could not be performed. Several physicians and sur-
geons treated his pain with morphine before refer-
ring the patient to the psychiatrist. Sedatives/hyp-
notics were added.

Some weeks later the diagnosis of hypersensi-
tive xiphoid syndrome(11,12) was made. After the
treatment of local anesthetic infiltration failed, the
surgeon decided to perform  xiphoidectomy. The
night following the operation the patient slept in the
prone position; patient recovery was fast and all
symptoms disappeared before hospital discharge;
he gained well-being, was in a pain-free condition
and became predisposed to take part in social
events actively.

Discussion

Pain is certainly one of the most unwanted
experiences of human beings. Patients affected by
pain often refer to many doctors such as neurolo-
gists and anesthetists(13), because they are looking
for somebody who can give them back their normal
quality of life (releasing them from pain). After sev-
eral consultations there is nothing worse than a doc-
tor who tells them: it is not my problem, it is your
personality attitude and therefore you’d better con-
sult a psychiatrist! Although no guideline exists in
literature, there is a growing recognition of the
important elements to be addressed and the appro-
priate means to be used for the collection of neces-
sary data to determine psychological readiness for
surgical procedures.

The patients reported in this paper had a fun-
damental motivation to ask for a surgeon: both of
them were suffering pain and were convinced that
the result of the surgical procedure would have
improved their ability to deal with their own life sit-
uation. Although the surgeon was reluctant at the
beginning, clinical re-assessment and collaboration
with the psychiatrist persuaded the surgeon to oper-
ate; surgery had excellent clinical results releasing
the pain and improving patients satisfaction as well
as their quality of life. It is important to keep in
mind that frequently inadequate diagnosis,  and a
“rough” physician-patient relationship can compli-
cate the medical history of a patient who has a hid-
den, difficult-to-discover, body problem.

The majority of prospective studies on psychi-
atric co-morbidity on patients hospitalized in wards
of general medicine and surgery focussed on mental
health symptoms rather than on psychiatric diag-
noses when prevalence had to be determined .
Furthermore, documenting symptoms has made an
important contribution to our understanding of the
relationship between mental health and medical or
surgical illness; establishing diagnosis according to
standard criteria is a critical requirement for the
treatment of mental disorders(14).

Mental depression and pain somatization
before surgery, such as major depression and anxi-
ety, could be very critical conditions in predisposed
patients; the psychological assessment involves two
parts: a clinical interview and a psychological test;
the symptoms are treatable with appropriate therapy
leading to a high likelihood of remission(15).
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If necessary, the surgeon and psychiatrist, in
agreement with the patient, can post-pone surgical
intervention. In the meantime, medication manage-
ment combined with behavioral interventions
should decrease psychiatric symptoms substantially
and improve functioning. Psychiatric consultation
for patients with somatization disorders(16) has been
shown to be effective in providing support to the
patient, the surgeon and the working team. 
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