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Abstract

Purpose Chronic somatic complaint (CSC) can cause
significant impairment of psychosocial functioning and
therefore is of considerable interest in medicine, psychol-
ogy, and related health sciences. To date, the type, distri-
bution, and associated factors of CSC have been examined
in only a limited number of studies. Main research ques-
tions of this investigation focused on the prevalence of
CSC, the predictive validity of parent reports, and the
associations with social class, health status, and psycho-
social distress.

Methods Data were obtained from a population-based,
German-wide representative Health Survey (N = 1,027
self-reports, and parent reports from 11- to 18-year-olds).
In addition to study-specific items, the standardized Gies-
sen Physical Complaints Inventory for Children and Ado-
lescents was used (GPCI).
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Results The most frequent CSCs in self-report forms
were skin impurities/pimples, cold hands, and fatigue;
older adolescents, especially females, were at a higher risk
for CSC. The sensitivity of parent reports in all complaints
observed was very low (Med = 0.21) and specificity varied
between 0.94 and 1.00. Parents significantly underesti-
mated CSC that were not externally observable, as well as
CSC in males. Across different predictors and CSC
dimensions, psychosocial distress showed the highest pre-
dictive value.

Conclusions The results provide data regarding the sub-
jective physical health of adolescents, as well as an
empirical reference to evaluate the distribution of chronic
symptoms in specific clinical populations (which is needed
for prevention and treatment).

Keywords Somatic complaints - Adolescents -
Prevalence - Predictive validity - Epidemiology

Introduction

Somatic complaints can be understood as body-related
sensations or perceptions with subjectively experienced
unpleasant qualities (dysesthesias). They range from pain
to other physical sensations, such as burning, prickling,
itching, and irritating changes in bodily functions or areas
[29]. When no sufficient organic etiology can be found, the
term ‘“somatic complaint” is often replaced by terms such
as “dissociative,” “functional,” “psychosomatic,” “so-
matoform,” or “medically unexplained,” depending on
etiological presuppositions [14, 23]. Brief and self-limiting
somatic complaints can be seen as normal phenomena (no
pathological quality in itself), and can thus be settled
through self-management or parent management (“normal
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life is not pain-free” [4]). Chronic and recurrent com-
plaints, on the other hand, can cause considerable impair-
ment of psychosocial functioning, and can lead to frequent
healthcare utilization requiring intensive diagnostic and
therapeutic efforts [14, 18, 31].

Compared with somatic complaints in adults or mental
health problems in adolescents, the type, distribution, age,
and sex dependencies have only been examined in few
studies to date [14, 23]. To summarize, the following
results have been obtained: Physical complaints occur just
as often in adolescence as in adulthood, although estimated
prevalences vary greatly between studies according to the
type of complaints observed and the methods used [14, 20,
26]. Fatigue, headaches, backache, stomachache/bellyache,
and nervousness/agitation constitute the most frequently
occurring complaints [7, 17, 30, 31]. The frequency and
heterogeneity of complaints increase with age, and girls
display higher scores than boys [28, 30]. With regard to
specific complaints, particular age and sex dependencies
are evident [7, 20, 21, 34]. Different complaints do not
appear in isolation from one another, but rather constitute
specific clusters [13, 37]. Existing results of factor analyses
and structural equation models differ significantly (in terms
of both the number and meaning of the dimensions found)
according to the item and/or questionnaire selection that
constitutes the basis of the analysis [20, 33].

It is an established standard in psychosocial medicine and
in child/adolescent clinical psychology to gather informa-
tion from multiple perspectives. The child’s self-report is
often complemented by a parent report, and sometimes the
latter even replaces the former. The reason for this is the
assumption that the ability to perceive and assess the dif-
ferent symptoms depends on age and developmental stage
[14, 18]. In addition, there are gender-dependent tendencies
for dramatization and trivialization. On the other hand,
parent reports are influenced by the external observability of
the complaints and the quality of the patient—child rela-
tionship [25]. Thus, existing studies show a low to medium
correlation between the self and parent reports regarding
somatic complaints [16, 32, 35]. An analysis of the predic-
tive value of parent reports across a large number of different
CSC with special consideration of the complaint’s external
observability and the child’s gender is not yet available.

So far, the risks and predictive factors of somatic com-
plaints have not been systematically investigated in empiri-
cal research. However, some studies on cross-sectional
correlates do exist, e.g., low socio-economic status and
poverty [9, 12, 17], everyday hassles such as familial con-
flicts, peer problems or problems at school [5, 28, 37], or
parental physical and mental illness [11, 22]. More complex
multiple-predictive models might involve the mother’s
health, the child’s mental health, chronic illnesses, social
contacts, and socioeconomic status [5, 6], or early negative
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emotionality, negative relationship experiences, and low
perceived control [19]. However, it is as yet unclear to which
extent different CSC dimensions are affected by socioeco-
nomic background variables, physical health, or psychoso-
cial distress.

In summary, the following research questions result
from the current scientific status:

(1) What is the prevalence of chronic somatic complaints
(CSC) in adolescents?

(2) How are the dimensions of CSC distributed?

(3) What relationship exists between self-reports and
parent reports with regard to CSC? Hypothesis 1:
Parents systematically underestimate adolescents’
statements, particularly in cases of male adolescents
or those in which the CSC are not visible.

(4) How are CSC related to social class, health status, and
psychosocial distress? Hypothesis 2: In addition to the
different CSC predictors and sub-dimensions, psy-
chosocial distress (e.g., stressful life events) shows
the highest predictive value.

Methods
Design

The data presented here were obtained from the popula-
tion-based, German-wide representative Hamburg Health
Survey, in which information concerning not only somatic
complaints, but also a wide range of other health-related
characteristics, was collected. The methods used are
described in more detail elsewhere [1, 3]. Questionnaire
booklets for parents (mother and father combined) as well
as for children and adolescents above the age of 10 years
were employed as instruments. Both booklets comprised
study-specific items (socio-demographics, life circum-
stances, health status, and health care utilization) and
standardized psychometric questionnaires.

Instruments

Somatic complaints were assessed using a symptom
checklist consisting of 59 items presented as keywords (see
Table 1 for item examples). Subjects were asked to rate
each individual complaint on a five-point response scale
according to how often the symptoms generally appear (a
6-month prevalence timeframe was established for the
present study). This checklist is well known within the
German-speaking research community as the Giessen
Physical Complaints Inventory for Children and Adoles-
cents (GPCI; German: Giessener Beschwerdebogen GBB-
KJ [8]). In contrast to similar questionnaires, such as the
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FM
OR

15-18 year/11-14 year

OR

Parent report
Prevalence

%

FM
OR

15-18 year/11-14 year

OR

Self-report
Prevalence

Chronic somatic complaint

Table 1 continued
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%

[95%-CI]

[95%-CI] [95%-CI]

[95%-CI]

[95%-CI]

[95%-CI]

4.02

29 0.67

5.15

0.85

5.8

17 Bellyache

[1.63;9.93]

0.43

[0.32;1.41]
0.52

[1.9:3.9]
34

[2.58;10.28]

0.97

[0.50;1.44]
0.82

[4.4;7.2]
5.8

18 Fidgetiness

[0.21;0.89]

1.85

[0.26;1.06]
0.78

[2.3;4.5]

2.2

[0.58;1.63]
2.34

[0.49;1.39]
0.90

[4.4;7.2]
52

19 Lack of appetite

[0.78;4.39]

[0.34;1.79]

[1.3;3.1]

[1.29;4.27]

[0.52;1.57]

[3.8;6.6]

OR odds ratio

N

1,027

Children’s Somatization Inventory (CSI [36]), it comprises
more items and is not restricted to somatoform symptoms.
Seven items constitute each of the five scales (dimensions
of complaints): “exhaustion,” “gastric problems,” “limb
pain,” “cardiovascular problems,” and “common cold
problems.” Summing the five scales provides a total
problem score. Internal consistencies of the scales range
from Cronbach’s « = 0.74 to 0.90. Content, criterion, and
construct validity of the questionnaire have been proven
[2]. The chronic or recurrent course was operationalized by
dichotomizing the response scale (often or always, no-yes).

Sampling

The study population was comprised of 11- to 18-year-olds
with a habitual residence in Germany. Sample size was
determined by a compromise between a tolerable level of
inaccuracy and costs of sampling [1]. Sample demographic
data were compared with population data from the Federal
Statistics Office in order to ensure its representativeness.
Data collection was carried out by a professional institute
for survey research (PSYDATA, Frankfurt). A three-step
sampling procedure was chosen: (1) random selection of
interviewers stratified according to federal state and size of
community by PSYDATA, (2) selection of families with
children according to sex and age quotas by interviewer,
and (3) in families with more than one adolescent the
subject was chosen at random (day and month of birth
closest to the date of surveying). Participants signed an
informed consent form. The rate of return for parent and
adolescent questionnaires amounted to 70.8%, which led to
a total sample size of N = 1,027.

Statistical analyses

In order to ensure the stability of the five established GPCI
scales with the dichotomized data, a linear structural
equation analysis was calculated beforehand (Unweighted
Least Square Method [2]). The total fit of the 35 items (5
factor, 1 metafactor model for the existence/non-existence
of chronic complaints) can be described as acceptable to
good (RMSEA = 0.07, SRMR = 0.06, GFI = 0.92), and
shows an adjustment comparable to that of the original
five-step response scaling. Because of the high number of
symptoms, only the most frequent are presented in tables;
further results are reported in the text. The odds ratio was
chosen to explore bivariate associations. The predictive
validity of the parent reports was defined using sensitivity,
specificity, and the positive and negative predictive values.
The external observability of somatic complaints by par-
ents was defined by means of an expert rating. Seven
independent experts in the fields of child and adolescent
psychiatry and psychology were asked to estimate the
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observability of the 59 complaints without direct oral
reports from the adolescents (Kappa = 0.78). As a result,
n = 29 symptoms were judged as externally observable
(e.g., skin impurities), and n = 30 complaints were asses-
sed as non-observable (e.g., headaches). The hypothesis
formulated thereto was tested by analyses of variance (see
results). The relationship between chronic complaints and
socio-economic status, health status, and psychosocial
distress was determined through a multiple binomial
logistic regression analysis. Statistical significance was
calculated for the most important parameter estimations—
two-sided, with a local a-error of 5%. Following the con-
ventions of Cohen [10], at least small effects were expected
in hypothesis 1 and 2. Data were processed using LISREL
8.5, SPSS 14.0, and Excel 2003.

Results
Prevalence of chronic somatic complaints

Table 1 shows the prevalences as well as the age and
gender associations for the 19 most frequent chronic
somatic complaints in 11- to 18-year-olds (p > 5.0%).
The self-reports show that skin impurities/pimples, cold
hands, and fatigue occurred most frequently. Across all
assessed CSC, significant age effects showed that 15- to
18-year-olds were at a higher risk than 11- to 14-year-
olds. The highest values were scored for complaints
indicating “exhaustion” or “tiredness.” For instance, 15-
to 18-year-olds showed almost four times the likelihood
of “excessive need for sleep” (Odds ratio (OR) = 3.84;

p = 6.1%, cp. Table 1). A third of all CSC declined with
age, but the effects were not statistically significant. In
comparison to age effects, gender effects were consider-
ably more pronounced; 32 of the 59 odds ratios were
significant (vs. 10 with regard to age). All significant
effects showed a higher risk for girls as opposed to boys.
Regarding the ranking of prevalences, parent reports were
consistent with self-reports (Table 1). However, parents’
absolute scores were consistently below absolute self-
report scores. The age effects in the parent reports were
distributed similarly to those of the self-reports, but were
also lower (only six significant odds ratios). With regard
to gender, parent reports showed higher risks in approxi-
mately one-third (12 of 32) of all the effects that were
significant in the self-report.

Dimensions of chronic complaints and multiple
symptoms

Table 2 shows the complaint dimensions for 11- to 18-year-
olds, according to both self-reports and parent reports. Per-
centages indicate cases in which at least one complaint of the
given dimension was classified as chronic. According to age
and gender groups, between one- and two-thirds of all 11- to
18-year-olds showed at least one dimension of chronic
complaints (31.8% for 11- to 14-year-old boys, 59.8% for
15- to 18-year-old girls, cp. Table 2). Common cold com-
plaints were the most frequent, while cardiovascular com-
plaints were the rarest. Girls presented higher prevalences of
CSC than did boys. Some dimensions increased with age
(e.g., exhaustion), some decreased (e.g., stomach problems),
and others exhibited interdependencies of age and gender

Table 2 Prevalence of cases with chronic somatic complaints stratified by dimensions of complaints, age, sex, and source of information

Dimension Self-report Parent report
11-14 year 15-18 year 11-14 year 15-18 year
Boys Girls Boys Girls Boys Girls Boys Girls
(m=261) ©=257) @m=245) (m=2064) (n=2061) ((n=257) (=245 (n=264)
I Exhaustion 7.7 15.6 18.8 20.7 3.1 6.6 6.1 114
[4.5;10.9] [11.2;20.0]  [13.9;23.7] [15.8;25.6] [1.0;5.2] [3.6;9.6] [3.1;9.1] [7.6;15.2]
II Gastric problems 8.0 16.3 29 15.0 3.8 8.6 0.4 9.5
[4.7;11.3] [11.8;20.8] [0.8;5.0] [10.7;19.3]  [1.5:6.1] [5.2;12.0] [0.0;1.2] [6.0;13.0]
III Limb pain 8.8 12.5 9.4 18.6 4.2 54 4.1 10.2
[5.3;12.2] [8.5;16.5] [5.8;13.1] [13.9;23.3] [1.8;6.6] [2.6:8.2] [1.6;6.6] [6.6;13.9]
IV Cardiovascular problems 5.8 12.1 33 13.3 0.4 2.3 1.2 4.2
[3.0;8.6] [8.1;16.1] [1.1;5.5] [9.2;17.4] [0.0;1.2] [0.5;4.1] [0.00;2.6] [1.8;6.6]
V Cold problems 20.7 32.7 21.2 47.7 10.0 17.1 12.2 21.6
[15.8;25.6] [27.0;38.4] [16.1;26.3] [41.7;53.7] [6.4;13.6] [12.5:21.7]  [8.1;16.3] [16.6;26.6]
Total problems 31.8 45.1 36.7 59.8 18.0 26.5 17.1 34.1
[26.2;37.5] [39.0;51.2] [30.7;42.7] [53.9;65.7] [13.3;22.7] [21.1;31.9] [12.4;21.8] [28.4;39.8]
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Table 3 Predictive validity of parent reports for the self-report of
chronic somatic complaints in adolescents

Chronic somatic Sens Spec PPW NPW Accuracy (%)
complaint

1 Skin impurities, 053 094 0.63 091 878

pimples
2 Cold hands 029 098 0.69 0.89 88.0
3 Fatigue 023 098 0.60 090 88.8
4 Cold feet 030 098 0.68 091 90.2
5  Freezing 026 099 0.78 092 913
6  Headache 025 098 0.63 092 90.6
7  Common cold 031 098 0.64 093 912
8  Waking up at night 0.14 0.99 0.63 093 92.0
9  Blocked nose 025 097 047 094 0915
10  Getting tired fast 020 098 050 094 926
11 Abdominal pain 0.19 099 0.62 094 937
12 Knee ache 033 099 0.77 095 947
13 Backache 035 1.00 0.89 0.96 953
14 Arms or legs going 0.09 1.00 1.00 094 94.1

to sleep
15 Coughing 033 098 055 096 94.1
16 Excessive need 027 098 052 095 94.0

of sleep
17 Bellyache 027 099 053 096 945
18 Fidgetiness 0.27 098 046 096 939

19 Lack of appetite 0.21 099 048 096 9438

N = 1,027

(e.g., limb pain). In the parent reports, age and gender effects
were relatively similar to those exhibited in the self-report,
but percentages of CSC were significantly lower (about
half). According to the self-reports, multiple chronic com-
plaint complexes, defined as chronic complaints in two or
more different complaint dimensions, appeared in 21.3%
[Clgse, = 18.8; 23.8] of all adolescents. According to the
parent reports, however, they were only present in 7.7%
[Clyse, = 6.1; 9.3] of adolescents. In the self-reports, the
cases above the 90th percentile showed three or more

different chronic complaint complexes, while the 90th per-
centile in the parent reports was reached with one or more
complaint complexes.

Predictive validity of parent reports

Table 3 shows the different statistics that describe the
relationship between the parent- and self-reports on chronic
physical complaints in adolescents. The sensitivity of
parent reports has a median of 0.21 for the 59 complaints
observed (Min = 0.00, Max = 0.53). The specificity
oscillates between Spec = 0.94 and 1.00 (Med = 0.98).
The prevalence-dependent positive and negative predictive
values are of PPV = 0.50 and NPV = 0.97 in the median.
The proportion of altogether consistently classified cases
averaged out at Acc = 92.6%. The same analyses were
performed with the five chronic complaint dimensions
(stratified according to age and gender), but no differences
were found (not represented). Finally, tests were conducted
to determine whether parents yielded particularly low
assessments for boys in externally observable CSC, by
means of a 2 x 2 x 2 x-factorial variance analysis
with repeated measurement on one factor (observable
y/n, male/female, parent report/self-report). Results show
that parents indicate (1) significantly lower prevalences
for CSC than the children and adolescents them-
selves (F = 145.66, df = 1, p = 0.000, #* = 0.56); (2)
observable CSC significantly more frequently than non-
observable (F = 6.104, df =1, p = 0.015, 112 = 0.05);
and (3) significantly lower prevalences for boys than
for girls (F = 26.88, df = 1, p = 0.000, 112 = 0.19). No
interdependence was found for observability and gender
(F =057, df = 1, p = 0452, 5> = 0.01).

Associations with socioeconomic status, health status,
and psychosocial distress

Figure 1 shows the age- and gender-adjusted risks for the
five dimensions of CSC in the areas of socioeconomic

Mental
liness Treatment

Stressfull

Somatic
SES life events

Problems
lliness

Medication i, school

Fig. 1 Results of the multiple +4.0
binomial logistic regression ©
analyses per dimension of CSC § +3.0 .
(for model fit see lower left part) ‘g .
including ten predictors from o 20
. . (72}
the areas of socio-economic -2 gt
©
status, health status, and oc
psychosocial distress; g 10
*Statistical significant effects; 8 2 Age Sex Nationality
. . ®©
N = 1,027; e.g. exhaustion is © 20
signiﬁcantly predicted by age, 8 [JExhaustion (Chi?=66.151; p=.000, Nagelkerkes R2=.102)
© Gastric problems (Chi2=98.680; p=.000, Nagelkerkes R2=.170)
sex, and school problems Q R
D -3.0 — MiLimb pain (Chi?=38.726; p=.000, Nagelkerkes R2=.070)
o M Cardiovascular problems (Chi2=39.250; p=.000, Nagelkerkes R2=.087)
Il Cold problems (Chi2=108.276; p=.000, Nagelkerkes R2=.131)
-4.0
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status, health status, and psychosocial distress. Single
predictors (nationality, socioeconomic status, somatic ill-
ness, mental illness, treatment status, medication, problems
in school, and stressful life events) were assessed via parent
reports of standardized items. The chosen prevalence per-
iod was 6 months. The scale “socio-economic status”
(SES, Cronbach’s a = 0.76) was constructed through the
unweighted addition of the education, occupation, and
income variables. The represented OR was calculated using
multiple binomial logistic regression, which included all
ten predictors listed. In the cases of limb pain and car-
diovascular problems, no cases with mental illnesses were
present; therefore, this predictor had to be omitted in these
two regression analyses.

Highly significant predictive models were found for all
five complaint dimensions (cf. Fig. 1). The explained
variance ranged from 7 (for the prediction of chronic limb
pain) to 17% (for the prediction of chronic gastric prob-
lems). The different predictors show different predictive
values for the different complaint dimensions. However,
some effects were not significant due to inappropriate cell
frequencies. Across all five complaint complexes, mental
illness, gender, and stressful life events showed the highest
OR (Med = 3.48, 2.34 and 2.10), while SES and treatment
status showed the lowest OR (Med = 1.05 und 1.22). The
highest significant individual effects were shown by
“somatic illness” and “gender” for gastric problems
(OR = 5.55 and 4.67, respectively), as well as by “treat-
ment status” in limb pain (OR = 0.20). Age had a sig-
nificant effect on exhaustion in particular, while gender
significantly influenced all dimensions.

Discussion

The data presented here are the very first to provide
information concerning the distribution of CSC in adoles-
cents in Germany. Because almost 60 different symptoms
were evaluated, the probability of false-negative data was
considerably decreased. As a result, it became clear that not
headaches and stomachaches, but rather skin impurities,
pimples, and cold hands were the most frequent complaints
in the observed age groups. Besides this, the prevalences
and their age and gender associations in the self-reports of
German children and adolescents were in accordance with
those of other countries [7, 17, 28, 31]. Results show an
age-related increasing risk of CSC; the greatest effects
were an over three times increased chance of “excessive
need for sleep” and “fatigue” in 14- to 17-year-old ado-
lescents. Higher scores for girls and lower scores for boys
correspond to typical expectations for this stage of devel-
opment in terms of biological and social changes experi-
enced in puberty [30].

In general, the analyses of the complaint dimensions
confirmed the age and gender dependency observed in the
individual complaints, but differential effects were also
noticeable (e.g., exhaustion increases with age, decrease in
stomach complaints, limb pain shows an interactional
association). Because of the partially large overlap of
individual symptoms (e.g., abdominal pain and bellyache),
multiple complaints were assessed more reliably and val-
idly on the level of grouped complaint dimensions. This
revealed that a fifth of all adolescents presented two or
more chronic complaint dimensions. The particular clinical
relevance of this result is that multiple complaints consti-
tute a core criterion for somatization disorders [15].
Existing studies [17, 27] found comparably high preva-
lences of multiple complaints.

For the first time, the predictive validity of parent
reports was analyzed for a multitude of different chronic
physical complaints. The mean sensitivity indicates that
only one-fifth of existing CSC was reported by parents,
while the specificity was very high. Clinically, this means
that parent reports were particularly valid when no CSC
was reported. Therefore, it is to be principally regarded
with care when CSCs are reported. The prevalence-
dependent predictive values confirm this association; only
every second CSC reported by a parent was an actual CSC.
The coefficients of inter-rater agreement reported in other
studies support these results [16, 32, 35]. This relationship
and its direction are of high clinical relevance: Parent
reports should be primarily sensitive and less specific, as
they can trigger the assessment of the self-report by a
clinical expert [14, 24]. The initially formulated hypothesis
could be proven after all: Parents systematically underes-
timated adolescents’ reports of CSC, particularly when
they were not visible and/or in boys. The non-significant
interaction term shows that latent CSC in boys was not
underestimated by their parents beyond the simple additive
effect.

The explained variance of 7-17% yielded for the dif-
ferent CSC dimensions through socioeconomic back-
ground, physical health, or psychosocial distress was
substantial, but not high. The highest prediction was
reached for stomach problems, which corresponds with
the classic role of this dimension as a major psychoso-
matic symptom area [15]. Published studies on predictive
models reach comparable effect sizes [6]. Differences in
the weights of the single predictors between the different
complaint dimensions refer to their differential effective-
ness. The predictor of “treatment status,” for instance,
showed a risk-decreasing factor for limb pain and car-
diovascular problems, while other dimensions did not
show any correlation. According to the tested hypothesis,
it is evident that psychosocial distress, such as mental
illness and stressful life events, caused the greatest

@ Springer



1010

Soc Psychiatry Psychiatr Epidemiol (2011) 46:1003-1011

effects. This result is in accordance with other studies
regarding correlates and predictors of physical symptoms
[14, 23].

The internal and external validity of the results are
particularly limited by three factors. First, the cross-sec-
tional design did not allow any temporal or causal inter-
pretations of relationship beyond simple statements of
statistical association. This design was particularly sus-
ceptible to bias and confounds. Secondly, the exclusive
assessment of CSC carried the danger of false positive
results. Due to the subjective nature of somatic complaints,
an objective validation could not be obtained. Although a
question concerning the existence of a current physical or
mental illness was included, this information could not be
confirmed by experts. Thirdly, the analysis is based on
complaints that were voiced repeatedly or continuously
during the last 6 months. An alternative case definition
would have been to focus solely on continuous symptoms.
This approach led to a reduction of maximum symptom
prevalences to 0.3% for skin impurities/pimples, 0.2% for
cold hands, and 0.1% for fatigue. The prevalence of the
five complaint dimensions were then as follows: 1.0% for
exhaustion, 0.5% for stomach complaints, 0.3% for aching
limbs, 0.1% for circulatory problems and 2.5% for prob-
lems relating to a cold. Age and gender related effects, the
correspondence of self- and parental assessment, as well as
the predictive validity of the parent report were similar to
the results presented here. The effect profiles for psycho-
social risk factors could not be interpreted due to inade-
quate cell frequencies.

Conclusion

Summarizing, the following conclusions can be drawn:
The systematic, comprehensive and standardized survey-
ing of a wide range of somatic complaints prevents
exclusive reporting of selected complaints and thus evades
possible false negative anamnestic data. Individual CSC
occur frequently in adolescents and represent (statistically
speaking) a relatively normal phenomenon. In contrast,
two or more CSC from different complexes are clinically
relevant and therefore warrant particular attention. Since
parents systematically underestimate their children’s CSC,
the self-report should be collected simultaneously when-
ever possible. Across all different predictors and CSC
dimensions, psychosocial distress exhibits the highest
predictive value. Future research efforts should focus on
the assessment of CSC profiles in specific patient popu-
lations, as well as on correlations with other constructs
(using longitudinal approaches).
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