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Abstract 

Medically unexplained symptoms (MUS) are somatic symptoms which have little or 

no physical explanation. Examples of MUS are dizziness, fatigue, pain, headaches, visual and 

auditory interference and changes in gut motility. Prevalence of MUS in primary care varies 

between studies, but is usually around 30%. It is estimated that MUS patients have double the 

outpatient and inpatient medical care utilization compared to non-MUS patients. Previous 

studies have found significant, positive correlation between the number of lifetime MUS and 

current and past exposure with anxiety and depression. The aim of the study was to: 1) 

Evaluate the prevalence of MUS at the primary health care in Reykjavík, 2) find out how 

much MUS interferes with patients’ daily life and 3) assess the correlation between MUS and 

psychiatric morbidity. Participants were 106 patients visiting two primary health care clinics 

in Reykjavik. Having one or more MUS that clearly interferes with daily life was reported by 

24.5% of the patients. The most frequent MUS were related to fatigue and muscle problems. 

Among all the participants, 28.3% reported symptoms which reached to a clinical point of 

either depression, general anxiety or health anxiety. There was a significant, positive 

correlation between depression, anxiety and MUS. These findings are consistent with 

previous studies.  

Keywords: medically unexplained symptoms, psychological distress, primary care, 

prevalence 
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Medically unexplained symptoms in primary health care 

Medically unexplained symptoms (MUS) are somatic symptoms which have little or 

no physical explanation (Isaac & Paauw, 2014). Examples of MUS are dizziness, fatigue, 

pain, headaches, visual and auditory interference and changes in gut motility (Hubley, 

Uebelacker, & Eaton, 2016). These symptoms form functional syndromes which are found in 

every medical specialty, few examples are: irritable bowel syndrome (gastroenterology), 

fibromyalgia (rheumatology), tension headache (neurology) and premenstrual syndrome 

(gynaecology; Wessely, Nimnuan, & Sharpe, 1999). Symptoms in functional syndromes 

overlap considerably and the diagnosis patients get depends to some extent on the specialist 

they see, i.e. a rheumatologist might diagnose a patient with fibromyalgia while a 

gastroenterologist might diagnose the same patient with irritable bowel syndrome (Hubley et 

al., 2016). MUS also refer to when individuals with underlying disease experience symptoms 

which cannot be fully explained by the disease (Smith & Dwamena, 2007). The term MUS is 

closely related to the Somatic Symptom Disorders in DSM-V and the Bodily Distress 

Syndrome (BDS) in the ICD-11 draft, but is itself not a specific disorder (Budtz-Lilly, 

Vestergaard, Fink, Carlsen, & Rosendal, 2015; Kirmayer et al., 2004). A chapter on 

Somatoform disorders was added in DSM-III to recognize a consequential clinical problem, 

the need for better classification of somatic symptoms (Mayou, 2014). The chapter underwent 

some critical changes from DSM-III to DSM-V. In DSM-V the somatic symptoms no longer 

need to be unexplained but a presence of excessive thoughts, feelings or behaviours related to 

the symptoms is needed (Isaac & Paauw, 2014).  

 Physicians often feel ill-equipped dealing with patients with MUS (Wileman, May, & 

Chew-Graham, 2002) which can result in physician´s frustration and the patient not getting 

the time and care he needs (Hahn et al., 1996; Salmon et al., 2007; Steinmetz & Tabenkin, 

2001). Unnecessary investigations and treatment are common in the care of MUS patients 

which might partly be because physicians are attempting to relieve patients of their fears that 
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they have an organic disease (Nimnuan, Rabe-Hesketh, Hotopf, & Wessely, 2001). However, 

studies have shown that unnecessary investigations increase patients’ anxiety and makes them 

more likely to visit many physicians about the same problem, since they still feel convinced 

they are physically ill (Barsky, Orav, & Bates, 2005; Lucock, Morley, White, & Peake, 1997; 

Rolfe & Burton, 2013). MUS have been associated with high health care use which causes 

high health care cost and burdens the health care system (Barsky et al., 2005; Hubley et al., 

2016). MUS have also been related to reduced workability as people with MUS have higher 

rates of long term sickness absence, unemployment and are more likely to receive a 

permanent disability pension than people without MUS (Loengaard, Bjorner, Fink, Burr, & 

Rugulies, 2015).   

 MUS prevalence in primary care varies between studies, it is generally however 

estimated to be around one third of all primary care patients (Jackson Jeffrey L. & Passamonti 

Mark, 2005; Roca, Gili, Garcia-Garcia, Salva, Vives, Campayo, et al., 2009). When studies 

use strict criteria (persistent/chronic MUS), the prevalence of MUS can be as little as 3-4% 

(Aamland et al., 2014; Swanson et al., 2010). Less restrictive studies have found MUS 

prevalence to be 15 to 30% (Fink, Sørensen, Engberg, Holm, & Munk-Jørgensen, 1999; 

Peveler et al., 1997) and some even 65% (Steinbrecher et al., 2011). The variation in 

prevalence of MUS can mostly be explained by the criteria used in each study, as some 

require the symptoms to be either persistent, multiple and/or have life interference while 

others only require unexplained physical symptoms. Whether the MUS are identified by 

screening-instruments like self-questionnaires or by physicians also plays a role in the 

prevalence difference (Peveler et al., 1997). The lowest prevalence of MUS is found in studies 

where physicians are asked to rule out all other physical explanations. Physicians have been 

shown to identify lower prevalence of MUS compared to screening instruments (Aamland et 

al., 2014; Peveler et al., 1997; Swanson et al., 2010), possibly because they are mostly trained 

to identify physical diseases from physical symptoms (Peveler et. al., 1997). 
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In secondary health care, between one fifth and two thirds of all patients are reported 

to have MUS (Budtz-Lilly et al., 2015; Carson et al., 2000; Nimuan, Hotopf, & Wessely, 

2001; Reid, Wessely, Crayford, & Hotopf, 2001, 2002). Musculoskeletal problems have been 

found to be the most prevalent MUS in primary care studies, followed by (in different order) 

fatigue-, gastrointestinal-, pain problems and dizziness (Aamland et al., 2014; Jackson Jeffrey 

L. & Passamonti Mark, 2005). No specific demographic variable (e.g. age, gender, 

employment status, education, ethnicity) has been found to predict whether or not someone 

has MUS, as association between MUS and demographic variables differs between studies 

(Budtz-Lilly et al., 2015; Carson et al., 2000; McGorm, Burton, Weller, Murray, & Sharpe, 

2010; Nimnuan et al., 2001; Reid et al., 2002). Impaired mental health status has however 

been found in most studies to be associated with MUS (Budtz-Lilly et al., 2015; Carson et al., 

2000; McGorm et al., 2010). 

Studies have found that about one third of all patients visiting primary health care, 

have some kind of psychological disorder (Einarsdóttir, 2010; Kroenke et al., 1997; Ormel et 

al., 1994) and some have even found over fifty percent prevalence (Roca, Gili, Garcia-Garcia, 

Salva, Vives, Garcia Campayo, et al., 2009). Comorbidity between MUS and psychiatric 

disorders in primary care is reported to be around 38-66% (Bekhuis, Boschloo, Rosmalen, & 

Schoevers, 2015; Budtz-Lilly et al., 2015; Burton, McGorm, Weller, & Sharpe, 2011; Hemert, 

Hengeveld, Bolk, Rooijmans, & Vandenbroucke, 1993; Kroenke et al., 1994; Steinbrecher et 

al., 2011). Psychological comorbidity is highly predicted by the severity of the symptoms 

reported by the patient (Kroenke, 2003). Current and past diagnosis of anxiety and/or 

depression has also been correlated with lifetime numbers of MUS (Kroenke et al., 1994; 

Katon & Walker, 1998; Kisely, Goldberg, & Simon, 1997; Russo, Katon, Sullivan, Clark, & 

Buchwald, 1994; Steinbrecher et al., 2011).  

 Patients with MUS who seek medical care are often diagnosed and receive treatment 

as usual by physicians in their respective fields, i.e. patients who visit gastroenterologists 
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receive treatment as if their symptoms were caused by gastrointestinal diseases (Nimnuan, 

Rabe-Hesketh et al., 2001). Standard medical treatment for patients with MUS generally 

shows limited or no results which often turns patients towards seeking alternative medicine 

(Nimnuan, Hotopf et al., 2001; Smith et al., 2005). Other treatment approaches, such as 

Cognitive-Behavioural Therapy (CBT), aimed specifically at different MUS subtypes has 

shown promising results (Craske et al., 2011; Glombiewski et al., 2010; White et al., 2011). 

CBT for MUS is not necessarily focused on reducing somatic symptoms but on reducing 

functional impairment and increasing wellbeing/quality of life (Barsky & Ahern, 2004; 

Craske et al., 2011; Harris, Orav, Bates, & Barsky, 2009; Laird, Tanner-Smith, Russell, 

Hollon, & Walker, 2017; Williams, 2003). Patients with MUS are generally unhappy about 

the medical care they receive and physicians find them difficult to deal with (Hahn et al., 

1996; Salmon et al., 2007; Steinmetz & Tabenkin, 2001). Since comorbidity between MUS 

and mental disorders is high (Burton et al., 2011; Hemert et al., 1993; Kroenke et al., 1994; 

Steinbrecher et al., 2011), improving physicians' ability to identify and deal with psychiatric 

disorder could lead to earlier detection of MUS (Kroenke, 2003).  

 Little is known about the prevalence of MUS in Iceland. The purpose of the study is to 

estimate the prevalence of MUS in the primary health care of Iceland and its co-occurrence 

with psychological disorders. Individuals with both MUS and psychological disorders are 

likely to benefit from psychological treatment. A hybrid trans-diagnostic psychological 

treatment for MUS in primary care is under development by our collaborators in England and 

is being adapted to a work rehabilitation context in collaboration with VIRK-Rehabilitation 

Fund in Iceland. The role of VIRK is to strengthen a person's ability to work in the wake of an 

accident or an illness with effective work rehabilitation service. VIRK offers a variety of 

rehabilitation tailored to individual needs of the clients, e.g. psychological- and 

physiotherapy. Unpublished data indicates a very high prevalence of MUS within VIRK 

(Ólafsdóttir, 2018), which underlines the need for identifying MUS earlier (primary care). The 
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aim of the study was to: 1) Evaluate the prevalence of MUS at the primary health care in 

Reykjavik, 2) find out how much MUS interferes with patients’ daily life and 3) assess the 

correlation between MUS and psychiatric morbidity.  

Method 

Participants 

Participants were 111 patients visiting two of fifteen primary health care clinics in 

Reykjavik, the capital area of Iceland, Mjodd Health Clinic (MHC) and Seltjarnarnes & 

Vesturbær Health Clinic (SVHC). These two health clinics were chosen because data from the 

Icelandic Health Insurance (2017) reveal that the population they service differ notably in 

certain demographic variables (e.g. unemployment-, disability pension- and single parent 

ratio). To be able to participate, patients had to speak Icelandic and be at least eighteen years 

of age. Out of the 111 participants, five were excluded from the study because of the 

following reasons: two were accompanying patients and three returned almost entirely 

unfilled questionnaires. Sixty-eight (64%) women participated in the study and 38 (36%) 

men. Age of the participants ranged from 18 to 85 (M = 46, SD = 18). Eighty-nine (80%) of 

the participants were visiting a general practitioner, 13 (12%) were there to see a nurse, 2 

(2%) to see a psychologist and 2 (2%) were seeking maternity care. Due to SVHC being 

responsible for the care of a more populated neighbourhood and the researcher spending the 

same amount of time at each clinic, significantly more patients participated at the SVHC, or 

65 versus 41 at the MHC.  

Measures 

Background Information. Participants background information was gathered by 

questions about their age, gender (0 = “males”, 1 = “females”) and reason for arrival (0 = 

“doctor visit”, 1 = “nurse visit”, 2 = “maternity service” and 3 = “psychologist”).  

 The Medically Unexplained Symptom Checklist (MUSC) is a new questionnaire 

developed by Paul Salkovskis. The MUS list is used to identify medically unexplained 
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symptoms and their severity (burden on daily life). The participant is asked whether these 

MUS are present: Sleep problems, pain, fatigue, chronic tiredness and muscle problems, 

gastrointestinal problems, heart and chest symptoms, dizziness and related problems and 

gynaecological problems. For each medically unexplained symptom, the participant answered 

whether the symptoms had lasted for at least six months (except for sleep problems for at least 

one month), whether the symptoms had a known cause and how much it interfered with their 

daily life (e.g. housework, social life and free time). The participants who answered that their 

symptoms had a known cause were asked to list out the reason. If the reason given was not 

found to be of un-explanatory nature, it was listed as medically explained. However, if a 

participant listed the cause of his symptoms as e.g. fibromyalgia, it was listed as medically 

unexplained. Interference to daily life was on a nine-point scale from 0, not at all to 8, very 

much. In order for the symptoms to be categorized as unexplained, it had to have clear 

interference with the patient´s daily life (≥4 out of 8). According to unpublished data by the 

lists author, this scale has adequate psychometric properties. The original English version can 

be acquired from its author and the Icelandic version from its translators.  

 The Short Health Anxiety Inventory (SHAI; Salkovskis, Rimes, Warwick, & Clark, 

2002) is a shorter edition of the Health Anxiety Inventory, and consists of eighteen questions 

which all are meant to assess health related anxiety. Each question includes four different 

statements which the participants have to choose from (i.e. “1a. I do not worry about my 

health, b. I sometimes worry about my health c. I spend a great deal worrying about my health 

d. I spend most of my time worrying about my health”). The SHAI scores range from 0 to 42, 

scoring 15 or higher indicates a health anxious person and the cut-off point for health anxiety 

is 18 or higher (Rode, Salkovskis, Dowd, & Hanna, 2006). The SHAI has been found to be 

reliable, valid and sensitive to change (Alberts, Hadjistavropoulos, Jones, & Sharpe, 2013; 

Salkovskis, Rimes, Warwick, & Clark, 2002). Psychometrics properties for the Icelandic 

version of the list has also been shown to be satisfactory (Viðarsson, 2016).  
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The Patient Health Questionnaire (PHQ-9; Kroenke, Spitzer, & Williams, 2001) 

consists of nine questions of different depressive symptoms as stated in the DSM-IV: sadness, 

lack of interest, sleep problems, lack of energy and fatigue, change in appetite, concentration 

problems, change in movements and expression, low self-evaluation and suicidal thoughts. 

Participants are asked to answer how they have felt for the last two weeks and the questions 

are rated on a four point Likert scale from 0, not at all, to 3, almost every day. The PHQ-9 

scores range from 0 to 27, with scores 5 to 9 representing mild depressive symptom levels, 10 

to 14 moderate, 15 to 19 moderately severe and 20-27 severe symptoms (Kroenke, Spitzer, & 

Williams, 2001). Cut-off score for identifying depression in this study was 10 or higher which 

according to Kroenke et al. (2001) has a sensitivity and specificity of 88% for major 

depression. Studies have found the PHQ-9 to be both reliable and valid when evaluating both 

the seriousness of the depressive symptoms and how sensitive they are to change (Kroenke, 

Spitzer, & Williams, 2001; Löwe, Kroenke, Herzog, & Gräfe, 2004). Furthermore, the PHQ-9 

has been tested within the primary health care in Iceland and has been shown to have good 

psychometric properties (Pálsdóttir, 2007).  

The Generalized Anxiety Disorder – 7 (GAD-7; Spitzer, Kroenke, Williams, & 

Löwe, 2006) consists of seven questions of different anxiety symptoms (i.e. difficulties with 

relaxing and restlessness). Participants are asked to answer how they have felt for the last two 

weeks and the questions are rated on a four point Likert scale from 0, never to 3, nearly every 

day. The GAD-7 scores range from 0 to 21, with scores 5 to 9 representing mild anxiety 

symptom levels, 10 to 14 moderate, and 15 to 21 severe (Spitzer et al., 2006). Cut-off score 

for identifying general anxiety in this study was 10 or higher which according to Spitzer et al. 

(2006) has a sensitivity of 89% and specificity of 82% to identify general anxiety. Studies 

have found the GAD-7 to be both reliable and valid (Löwe et al., 2008; Spitzer et al., 2006). 

The Icelandic version of the scale have shown it to have good convergence- and distinction 

validity and good internal reliability (Ingólfsdóttir, 2014).  
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The Work and Social Adjustment Scale (WSAS) contains five questions which 

measure how much a certain problem affects people´s ability to do their daily life activities 

(i.e. “Because of my problem my ability to work is impaired”). The questions are rated on a 9 

point Likert scale from 0 being not at all to 8 being very much. WSAS scores range from 0 to 

40, with scores 10 to 19 representing significant functional impairment and 20 or higher 

indicating severe functional impairment. According to Mundt, Marks, Shear, and Greist 

(2002) psychometric properties of the list are considered good. There is no published data on 

the psychometric properties on the Icelandic version of the list.  

Procedure 

 Two days were spent gathering data at each of the Health Clinics. On the days the 

researcher was present, every patient who visited MHC or SVHC and met the criteria to 

participate were offered to participate in the study. Receptionists briefly described the study 

and handed out information sheets about the research to all viable participants. If participants 

decided they wanted to take part in the study, they reached out to the researcher who was in 

the waiting room. The researcher then handed them the questionnaires, an empty envelope 

and showed the participants to a room/facility where they could fill out the questionnaires. 

During the time it took the participants to fill out the questionnaires, the researcher was 

always present if the participants had any questions. When the participants had filled out all of 

the questionnaires they placed them in the envelope and then a closed box which was located 

inside the room. Approval for this study was received from the Bioethics Committee of the 

Primary Health Care of the Capital Area in Reykjavik and the National Bioethics Committee 

of Iceland (VSNb2017000019/03.01).  

Data Analysis 

 IBM SPSS Statistics was used for all statistical analysis. Correlation matrix was done 

to see the association between the variables, of particular interest between MUS and 

psychological morbidity. Independent t-tests were used to conclude whether there was a 
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statistically significant difference between the means in two independent groups (e.g. gender, 

the two health care clinics and with and without MUS). Crosstabs were then used to explore 

interrelationships and interactions between the variables.  

If a participant had one missing answer on the PHQ9, the GAD7, the WSAS and/or 

the SHAI; the most frequent answer on that particular list was used as the answer instead of 

coding it as missing. However, if there was more than one missing answer on those 

questionnaires, the lists were coded as missing from that particular participant. Out of the five 

questionnaires, the GAD7 had 2 missing participants, the SHAI had 11 missing and the 

WSAS had 21 missing. Due to the high number of missing participants on the WSAS list, 

their mean scores on all other measures were compared to the mean scores on all other 

measures of non-missing participants on the WSAS list. There was no significant difference 

between mean scores on MUS or any psychological measure, suggesting that the missing 

participants did not influence the results.  

To identify the relationship between MUS and other variables a new variable was 

computed grouping participants into two groups, participants without MUS (No MUS) and 

participants with MUS (MUS).  

To identify the prevalence of psychological distress and the comorbidity with MUS, a 

new binary categorical variable was computed (Psychological distress). “Psychological 

distress” was defined as reaching cut-offs score for one or more of the following measures: 

the PHQ-9 (depression), the GAD-7 (general health anxiety) and the SHAI (health anxiety).  

Results  

Medically unexplained symptoms  

Out of all the patients visiting the two primary health care clinics, the prevalence of 

MUS was found to be 24.5%. As can be seen in Figure 1, most of the participants did not 

have any MUS (75.5%). Having one MUS had the second highest frequency (10.4%), while 

the frequency had dropped to only 0.9% of the patients reporting having four MUS. In 
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addition, reporting two or more MUS (multiple) (14%), was more frequent then only having a 

single MUS. 

 

Figure 1. Frequency of total number of MUS.  

Persistent fatigue and muscle problems (17%) were the most frequently reported 

MUS, followed by sleep- (15.1%) and pain problems (9.4%) (see Figure 2). In combination, 

MUS related to gastroenterology, gynaecology and cardiac- and neuro problems only reached 

6.6%.

Figure 2. Prevalence of different types of MUS reported by patients with MUS.  
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There was no difference between the age of participants with MUS (M = 40.29, SD = 

16.38) and no MUS (M = 47.74, SD = 18.36), t(93) = 1.68, p = .096 and neither between the 

gender of participant with MUS (M = 0.65, SD = 0.48) and those without MUS (M = 0.64, SD 

= 0,48), t(104) = -0.15, p = .881. Out of the patients with MUS interfering with daily life, 

84% said it would be useful speaking to a therapist/counsellor regarding their symptoms and 

78% of them said they would accept four to five such consultations arranged by the health 

clinic. Furthermore, out of the patients with both MUS and psychological distress, 92% said it 

would be useful speaking to a therapist/counsellor and would accept four to five such 

consultations arranged by the health clinic.   

Mental health 

Out of all the participants, 28.3% reported symptoms which reached a cut-off score of 

either depression, general anxiety or health anxiety. Depression symptoms (24.5%) were the 

most common among patients, followed by anxiety symptoms (17%) and health anxiety 

(9.4%). Table 1 shows that significant difference (p < .01) was found between patients with 

MUS and patients without MUS on all psychological variables.  

Table 1.  

Independent sample t-tests, comparing symptoms of depression, anxiety and health anxiety 

between patients with and without MUS. 

Measures No MUS MUS  

 M SD N M SD N t-test 

PHQ9 score 4.96 4.48 80 12.46 5.54 26 -6.98** 

GAD7 score 4.06 3.82 78 9.73 5.74 26 -5.72** 

SHAI score 8.56 5.68 71 12.42 5.18 24 -2.94** 
Note. M = Mean, SD = Standard deviation, PHQ9 = Patient Health Questionnaire, GAD7 = General 

Health Anxiety, SHAI = Short Health Anxiety Inventory, MUS = Presence of one or more MUS 

with significant life interference.  

*Significant at p < .05 (two-tailed test), **significant at p < .01 (two-tailed test). 
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Figure 3 shows that having both MUS and psychological distress (17%) was more 

frequent then only having MUS or only psychological distress. Furthermore, two thirds 

(66.7%) of the participants with MUS had psychological distress and about half (53.3%) of 

the participants with psychological distress had MUS.  

Figure 3. Percentage of patients with and without MUS and psychological distress. 
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functional impairment among patients with MUS. Both patients with and without MUS had 

almost the same prevalence rate when it came to significant functional impairment level.  

Figure 4. Frequency of functional impairment levels among participants with and without 

MUS.  

Patients with MUS had significantly more functional impairment (M = 17.68, SD = 

11.67) than the patients without MUS (M = 5.16, SD = 6.94), t(83) = -6.02, p < .001. There 

was not a significant difference between the gender of participants with functional impairment 

(M = 0.62, SD = 0.49) and those without functional impairment (M = 0.68, SD = 0.47), t(83) = 

0.53, p = .59 and neither between the age of patients with functional impairments (M = 41.4, 

SD = 16.8) and those without functional impairments (M = 45.6, SD = 18.3), t(77) = 0.95, p = 

.34. 

The primary health care clinics 

As seen in Table 2, an independent samples t-test was done to compare the means of 

participants at both the health care clinics to different variables. No difference (p < .05) was 
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found between the Mjodd Health Clinic and Seltjarnarnes & Vesturbær Health Clinic on any 

of the variables.  

Table 2 

Psychiatric morbidity, interference with daily life and number of MUS comparison between 

the two primary health care clinics.  

Variable Mjodd Health Clinic  

 

Seltjarnarnes & Vesturbær 

Health Clinic 

 

 M SD N M SD N t-test 

WSAS score 8.41 10.37 32 8.40 9.87 53 0.004 

GAD7 score 5.37 5.43 41 5.56 4.75 63 -0.188 

PHQ9 score 6.39 5.17 41 7.06 6.09 65 -0.585 

SHAI score 8.42 5.02 36 10.22 6.14 59 -1.485 

Number of MUS 0.37 0.77 41 0.55 1.12 65 -0.945 

Note. M = Mean, SD = Standard deviation, WSAS = Work and Social Adjustment Scale, GAD7 = 

General Health Anxiety, PHQ9 = Patient Health Questionnaire, SHAI = Short Health Anxiety 

Inventory.  

Correlation Coefficients 

Correlations between all psychological measures, MUS, age, gender and the health 

care clinics are shown in Table 3. Having MUS was significantly related to all psychological 

measures in the study and to interference with daily life. MUS was most strongly positively 

related to depression (r = .565, p < .01) and least related to health anxiety (r = .291, p < .01). 

Furthermore, younger age was associated with higher level of psychological distress. Gender 

and the health care clinics showed no significant correlations with any measures.  
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Table 3 

Pearson’s correlations between all the variables in the study. 

 1 2 3 4 5 6 7 8 9 

1. Age 1.0         

2. Gender -.051 1.0        

3. Health care 

clinics 

-.046 -.028 1.0       

4. MUS -.172 .015 .048 1.0      

5. Psychological 

distress 

-.349** .025 .070 .437** 1.0     

6. PHQ9 -.343** -.053 .057 .565** .687** 1.0    

7. GAD7 -.302** .140 .019 .493** .661** .708** 1.0   

8. SHAI -.215* -.018 .152 .291** .530** .430** .603** 1.0  

9. WSAS -.125 -.033 .00 .552* .515** .632** .553** .442** 1.0 

Note. Health care clinics (0 = MHC, 1 = SVHC), MUS = Presence of one or more MUS with 

significant life interference, Psychological distress = Presence of one or more psychological disorder, 

PHQ9 = Patient Health Questionnaire, GAD7 = General Health Anxiety, SHAI = Short Health 

Anxiety Inventory, WSAS =Work and Social Adjustment Scale.  

*Significant at p < .05 (two-tailed test), **significant at p < .01 (two-tailed test). 

Discussion 

Prevalence of MUS among the patients visiting the two primary health care clinics 

was found to be 24.5%. These results are in line with previous studies, as MUS prevalence is 

generally estimated to be about one third of all patients (Jackson Jeffrey L. & Passamonti 

Mark, 2005; Roca, Gili, Garcia-Garcia, Salva, Vives, Campayo, et al., 2009). However, as 

MUS is not a specific disorder and its definition varies between studies (Kirmayer et al., 

2004), it is difficult to claim that these results, despite being in line with previous studies, are 

not under- or overestimating the prevalence of MUS. Studies who have identified far less 
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prevalence (3%), e.g. Swanson et al. (2010), could be said to be underestimating the 

prevalence of MUS, because it is based on physicians 95% certainty that the physical 

symptoms patients are reporting are of an unexplained nature. As physicians are trained to 

identify physical disease in relation to physical symptoms (Peveler et al., 1997), it is hard for 

them to assess symptoms as unexplained with 95% certainty without any investigation or 

consultation from another specialist. Studies who have reported far higher prevalence (65%), 

e.g. Steinbrecher et al. (2011), based their definition of MUS on only a single MUS needing 

to have been present over the last 12 months, without regard to life interference. This 

definition could be said to be overestimating the prevalence since it is not accounting for 

whether or not it is causing any interference to the persons daily life.  

 Defining MUS without regard to life interference has limited value to the health care 

system. To be useful, the definition should encompass individuals who may not be getting the 

appropriate treatment for their problems. A problem without life interference might not 

require the same level of medical attention as problems that actively interfere with an 

individual’s life. MUS have been associated with high health care use (Barsky et al., 2005; 

Hubley et al., 2016), possibly because the patients are repeatedly seeking health care services 

for problems that are not getting the appropriate treatment. Including life interference to the 

MUS definition is important since it helps distinguishing MUS as a clinical problem from 

MUS as a minor disturbance.  

 The most prevalent MUS were related to fatigue and muscle problems, which is in line 

with previous studies (Aamland et al., 2014; Jackson Jeffrey L. & Passamonti Mark, 2005). 

No association was found between age, gender, the two health care clinics and MUS. Prior 

studies have found similar results (Budtz-Lilly et al., 2015; Carson et al., 2000; Reid et al., 

2002). Of particular interest was the similarity found between the two health care clinics, 

regarding their association with other variables, as they had been chosen because the 
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population they service differ notably in certain demographic variables (e.g. unemployment-, 

disability pension- and single parent ratio; Icelandic Health Insurance, 2017).  

As proposed and found in previous studies (Harris et al., 2009; Laird et al., 2017), 

MUS was highly associated with functional impairment. Severe functional impairment was 

most prevalent among patients with MUS and no functional impairment was most prevalent 

among patients without MUS. However, both patients with and without MUS had almost the 

same prevalence rate when it came to significant functional impairment level. This is to some 

extent to be expected as functional impairment was included in our definition of MUS.   

As found in previous studies (Einarsdóttir, 2010; Kroenke et al., 1997; Ormel et al., 

1994), prevalence of psychological distress was high (28.3%) among all the patients visiting 

the primary health care clinics. Comorbidity between MUS and psychological distress was 

also high (66.7%), which is in the higher end of what previous studies have found (38-66%) 

(Bekhuis, Boschloo, Rosmalen, & Schoevers, 2015; Budtz-Lilly et al., 2015; Burton et al., 

2011; Hemert, Hengeveld, Bolk, Rooijmans, & Vandenbroucke, 1993; Kroenke et al., 1994; 

Steinbrecher et al., 2011). Studies with lower comorbidity between MUS and psychological 

distress, tend to use a broader definition of MUS, e.g. only focusing on the MUS and not the 

interference they have on daily life.   

The main strength of the study is that this is the first study examining prevalence of 

MUS in the primary health care of the capital area in Reykjavik Iceland. Another strength is 

that the two primary health care clinics were chosen as the best fit to reflect on the other 

health care clinics. Which increases the likelihood that the results can be generalized to other 

patients in the capital area of Reykjavik.  

 The main limitation of the study lies in the basic premise that the prevalence of MUS 

is solely based on the patients’ self-report on whether the symptoms are unexplained or not. 

With a larger sample size, the data from the study might have been more representative of 

patients in the capital area of Reykjavik. Also, by excluding patients who did not speak 
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Icelandic, the results cannot be said to fully represent all the patients in the neighbourhoods 

which SVHC and MHC serve. Different results might too have been seen if data had been 

collected during an entire week at the health care clinics, instead of only two days. Another 

limitation is that some data was missing, especially on the SHAI and the WSAS 

questionnaires. Reason for that missing data might be because the survey took place in the 

waiting room of the health care clinic and some patients were in a rush. These two lists were 

also the last ones in the survey.  

One out of every four patients visiting primary health care in Iceland has at least one 

persistent and debilitating MUS, which highlights the need for increased awareness among 

both the public and health care professionals. A problem this common and debilitating needs 

to have proper treatment options. Further studies are needed to evaluate how frequently 

patients with MUS are seeking medical care in Iceland.  
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