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ABSTRACT 

Introduction: The association between Medically 

Unexplained Symptoms (MUS) and depressive and 

anxious conditions, named Common Mental Disorders 

(CMD) has been studied, but there are few studies in 

Brazil. Aims: To estimate prevalence of four MUS 

(irritable bowel, dyspepsia, chronic fatigue, and 

dizziness), its relationship with sociodemographic 

characteristics and co-occurrence with CMD. Method: 

The sample consists of 764 individuals, a subsample 

clinically evaluated by physicians, from the 

population survey 'São Paulo Megacity Mental Health 

Survey'. Psychiatric diagnoses were obtained through 

the SCID interview, according to DSM-IV. 

Information on the presence of MUS were obtained 

from validated scales in our country. Multivariable 

logistic regression model was used to study 

association of MUS and CMD. Results: Half of the 

sample presented at least one MUS, being more 

frequent in women, those aged between 35-49 years, 

'low average' income and among married people. 

Chronic fatigue was the most frequent symptom 

(30.4% in the total sample; 22.9% women; 7.5% men), 

followed by dyspepsia (26.8%; 19.3% in women and 

7.5% in men), vertigo (19.6%; 15% in women and 

4.5% in men), and irritable bowel (6%; 4.5% in 

women and 1.3% in men). There was an association 

between SEM and depression (RC 3.4; 95% CI, 2.4-

4.8) and anxiety (RC 2.2; 95% CI, 1.5-3.0). The 

likelihood of these common mental disorders 

increased with increasing numbers of Mus. 

Conclusion: We confirm the association between 

MUS and CMD in this sample of the largest Brazilian 

city, indicating the need of a comprehensive approach 

in treatment. 

 

Keywords: Common mental disorders, Medically 

unexplained symptoms, Epidemiology, Somatization, 

Cross-sectional studies, Irritable bowel syndrome, 

Dyspepsia, Chronic fatigue, Dizziness, Depression, 

Anxiety. 

 

1 INTRODUCTION 

The term Symptom without Medical Explanation (SEM), known as Medically Unexplained 

Symptoms (MUS), appeared after the observation  of patients who attended secondary care clinics and who  

presented symptoms that could not be well explained by some pathology or biological dysfunction.  Inthis 

situation, it began to be used by professionals and researchers when they needed to appeal  to name 
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something undefined, observed from what they were treating and/or researching. (1) According to Bransfield 

& Friedman(2),  SEM often fall into a category that difficulties arise from its differentiation between 

psychosomatic, somatopsiquic and multisystemic diseases, and the differential diagnosis is increasingly 

challenging with the intense specialization of current medicine. Requer the knowledge ofgeneral medicine, 

psychiatry and the systems that connect the body and the brain, which makes it difficult to measure them 

in the population as a single category. 

The terminology has been undergoing changes over time, now based on the description and 

symptomatic specificity now in theprocess of falling ill of the pain somatize somatizeas as a whole, 

generating high costs for the health system. (3)     The process of identification and the  search  for the 

integration of references that descrevam these clinical frameworks was constituted in nomenclatures that 

promoted, as far as possible, more refined clinical analyses, with less time  proposals for a new classification 

that is not purely somatic or mental. (4) 

The association of SEM with Common Mental Disorders (CMD), a concept created by Goldberg 

and Huxley(5) to designate a set of non-psychotic symptoms, which are usually related to subclinical 

conditionsof anxiety, depression and stress, designating situations of mental suffering with higher 

prevalence among users of Primary Care (PA) services was recognized decades ago.  Kroenke et al. (6) 

demonstrated that the most prevalent physical symptoms in PA were somatoform, associated with high 

prevalence of depressive disorder (50 to 75%) and anxious (40 to 50%) in these patients. In the study by 

Kirmayer et al. (7), around 80% of patients in PA clinics, with depressive and/or anxious symptoms, 

presented somatic manifestations, which hindered the recognition of associated psychiatric conditions.  

Inone the sample of almost 8. 000 patients in AP, Roca et al. (8) found  11.5% of patients presenting 

affective, anxiety and somatoform disorders concomitantly.  In a recent study conducted with a Brazilian 

sample of patients seen in PA, more than 80% had somatic symptoms associated with anxiety and 

depression. (9) For Bombana, Leite and Miranda(10), reports of symptoms and psychiatric diagnoses are not 

well recorded in the medical practice performed in PA in Brazil, which makes  it difficult for 

epidemiological studies to investigate the association of SEM and CMD.  

Our objective is to reduce this gap by evaluating the prevalence of four symptoms in a population  

sample in the Metropolitan Region of São Paulo, Brazil, its relationship with sociodemographic 

characteristics and comorbidity with depressive and anxiety disorders.  For this, scollectsthefour symptoms 

based on: (i) its high prevalence;  (ii) the great impairment of the quality of life associated with them; (iii)  

because they are not linked to specific pathologies; (iv)  and be present at the AP.  They are: 1)  Irritable 

Bowel Syndrome (IsI) or irritable colon, characterized as functional gastrointestinal disease due to 

abdominal pain or discomfort associated with changes in the characteristic of bowel movements; (11) 2) 

Dyspepsia, a  persistent or recurrent pain or discomfort in the upper abdomen, with no organic disease 

justifying such symptoms; (12) 3) Fadig a, the manifestation of tiredness or exhaustion associated with 
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impairments in the development of the common activities of the day to day; (13) 4) Dizziness, a frequent 

symptom of multiple causes such as labyrinthopathy, postural hypotension,  neurogenic síncope, 

convulsion, hearing problems . (14) 

 

2 METHOD 

2.1 SAMPLE 

The data are from the epidemiological study 'São Paulo Megacity Mental Health Survey (SPMHS)', 

conducted by researchers from the Psychiatric Epidemiology Center of the Institute of Psychiatry of the 

Hospital das Clínicas of the Faculty of Medicine of the University of São Paulo (IPq-HCFMUSP). 

The overall response rate of São Paulo Megacity (SPM) was 81.3% and the final sample was 5,037 

individuals living in Região Metropolitana of São Paulo. This is a population-based cross-sectional study 

divided into two  phases: the first, a  home interview and the second, the object of this study, an evaluation 

of a subsample in the hospital environment. The objective of the first phase was to identify prevalence rates 

of psychiatric disorders in individuals aged 18 years or older in a multistratified probabilistic sample ofthe 

population  living in  households of Região Metropolitana of São Paulo. (15) 

For the second phase, a subsample of the 5. 037 individuals from the research were selected and 

invited to attend ipq-hcfmusp to perform complementary clinical and psychiatric evaluation.  The selection 

of this subsample was as follows: todos individuals with psychiatric disorder during life (2,236 participants) 

and 20% of the 2,801 participants without diagnosis (corresponding to 55.6% of the total household sample, 

which corresponds to a total of 584 individuals) were selected by simple draw. Thus, 2,820 individuals 

were eligible to participate in the second phase of the survey.  

Contact with 1,349 individuals was not possible.  Of the 1,471 contacted, 780 (53%) attended IPq. 

Cinco were referred to the Emergency Room (ER), because they needed urgent care, and three gave up the 

evaluation. Thus, 772 individuals composed the sample. Of this total, 8 were excluded for not presenting 

information in sociodemographic variables, totaling 764 individuals at the end. 

 

2.2 SOCIODEMOGRAPHIC VARIABLES 

The sociodemographic variables were categorized as follows: a) sexo (female and male);  b) gage 

rupes (18-34, 35-49 and 50-64 years);  c) schooling (0-4 years of schooling, partial or complete elementary 

school, called 'low schooling'), (5-8 years of schooling, partial or complete elementary school, called 'low-

middle schooling'), (9-11, years of study, partial or complete high school, called 'middle-high school') and 

(12 years or more of study,  higher or completed education, called 'high schooling');  d)  per capita family 

income defined in four categories: 'low' (0.5 minimum wage or less), 'low-average' (0.5-1.0 minimum 

wage), 'medium-high' (1.0-2.0 minimum wages), and 'high' (higher than 2.0 minimum wages);  e) marital 

status classified as: 'married/live together', 'previously married/separated/widowed/divorced' and 'never 
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married (single)';  f) occupation in: 'workers' (including self-employed, owners, employees, temporarily 

removed from service, sick leave and maternity leave, and students), 'home workers', 'retired and 

unemployed' (including disabled, looking for jobs and others).  

 

2.3 DIAGNOSTIC EVALUATION 

The 764   individuals who composed the sample were reevaluated through the Structured Clinical 

Interview for DSM-IV Axis I Disorder, patient version  (SCID-I/P),(16) applied by experienced psychiatrists  

trained by (YPW, GLS, BMC), with the objective of obtaining greater  reproducibility ofpsychiatric 

diagnostico.  The following   lifelong  disorders were considered  in the area: (1) depressive: major  

depression, minor depression and persistent depressive disorder (dysthymia); (2) anxious: agoraphobia, 

panic disorder, specific and social phobia and generalized anxiety disorder (GAD). 

To evaluate the four SEM surveyed, evaluation scales  and questionnaires were applied by 

experienced general practitioners (IB and DB), during clinical anamnesis and physical examination: 

  Irritable c lon: the adapted versionfor WMH-CIDI(17) composto for  five  questions (abdominal 

pain or discomfort; improvement with evacuation; increased frequency of evacuation; change in the shape 

of feces; distended abdomen in the eminence of pain). The positive answer of the first question was 

necessary for continuity of application of the scale.   

Dispepsia: we used the questionnaire by Moayyedi et al. (18) of the University of Leeds, translated 

and validated by the General Practice Service of the Hospital das Clínicas of the Faculty of Medicine of the 

University of São Paulo (HC-FM USP),with a correlation coefficient beyond the chance [kappa] = 0.7.  

This questionnaire is the rome III(19) criteria.  It is an  increasing ordinal scale, with the possibility  of responses 

from 0 to 3 for each item: 0 for 'no  symptom' from; 1 to 'up to once a week', 2 for 'more than once a week' 

and 3 scores for 'every day'.   The final score ranges  from 0 to 18.  Nullr esults mean  absence.  Indi ví duos 

with final scores between 1 and 18  are considered s dispisptic, and the scores of 1 to 4 are 'very light', from 

5 to 8 'mild', from 9 to 15 'moderate' and greater than 15 'very severe'. 

Fatigue: The Chalder scale et al. (20), composed of 11  itemsmeasured by  a Likert scale of 4 points, 

going from "less fatigue than normal" to "much more fatigue than normal".  A score of 29 or more on the 

fatigue scale discriminates, with more than 95% accuracy, that the individual has less than 5% chance of 

not presenting the feel, and can therefore be used reliably as an indicator of the probability of clinical 

severity and, more importantly, as a need for reference to treatment. 

Dizziness: the reduced version of the Dizziness Handicap Inventory (DHI) modified by Tesio et al. 

(21) was used. The instrument comprises and 12 questions with three possibilities of answers. Only questions 

1 were used, 2, 5, 7, 9, 10 and 12, the first of  which corresponds to the presence of vertigo, the 2nd is 

related to labyrinthopathy, the 5th and 7th had their results allocated together since they correspond to 
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postural hypotension, the 9th neurogenic syncope, the 10th to the convulsion and, finally, the 12th related 

to the presence of the Syndrome or Menière's Disease (DM) linked to hearing problems. 

 

2.4 STATISTICAL ANALYSIS 

The   description of the sample and the estimates of prevalence of symptoms are obtained with 

descriptive statistical analysis through a cross-section table controlled by sociodemographic variables. In 

the case of the prevalence of depressive and anxiety disorders, the estimates were controlled using the 

variable  of presence/absence of SEM (positive score for at least one dof the four SEM analyzed).  

Multivariatelogistic r egress model was used to study correlates of prevalence of depressive and anxiety 

disorders and  their association by amount of SEM. The analyses of the corretors, which determined the 

odds ratio (RC) of the associations, were performed as follows: first, the presence of any depressive  

disorder  and any  anxiety disorder was added to examine the association with the presence of SEM; in the 

second model,  the disorders, also separated by categories, were associated with the amount of symptoms; 

sociodemographic variables were used  as control in both regressions. 

The software used was the SAS Enterprise Guide 5.1.  Statistical significance (p<0.05) was examined 

using pearson's 2 test, which included a 95% Confidence Interval (CI) of 95% in all analyses. 

 

2.5 ETHICAL PROCEDURE 

All individuals were interviewed only after signing the Term of Freeand Informed C-onsentimento 

(TCLE). Full confidentiality of the data was guaranteed and the interviewers were prepared to provide 

information about mental health services available in the individual's area of residence if requested. The 

SPMHS was approved by the Ethics and Research Committee of the Hospital das Clínicas of the Faculty 

of Medicine of the University of São Paulo under protocol number 234/03 (on April 24, 2003). 

 

3 FINDINGS 

3.1 DESCRIPTIVE ANALYSES 

The sample of 764 participants consists of 56.5% of women. Most adults were adults,  47% aged 

between 35 and 49 years and 46%  between 0 and 8 years of schooling and 20% belonging to the low 

income stratum.  Most individuals are married  (64.4%), and more men than women reported having a 

company (p=0.014) and more than 70% performing some work activityl.  (Tabela 01) 

Thes prevalence of SEM by sociodemographic variables are presented in Tabela 2.  Approximately 

half of the sample (50.3%;  35.7% of women and 14.5% of men)  reported at least one of the four SEM 

surveyed, with the prevalence of the four SEM being higher in women.  Fatigue was the most frequent 

symptom, with a prevalence of 30.4% in the total sample (22.9% women;  7.5% men) and 17.5% among 

married individuals. Secondly,  dyspepsia (26.8%; 19.3% in women and 7.5% in men), more frequent in  
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individuals aged between 35 and 49 years (12%).  Approximately 20% of the total sample presentedthe 

tontura symptom (19.6%; 15% in women and 4.5% in men),being more  common among individuals in the 

two lowest income quartiles.  When the subcategories of this symptom were   evaluated, the female  sample 

had a   higher prevalence in three of the five subcategories described: labyrinthopathy (11.1%), postural 

hypotension (11.9%) and neurogenic s íncope (2.2%) (data not shown in the table).  Finally, almost 6% of 

the sample  had Irritable Bowel Syndrome (ISS) or irritable colon, 4.5% of women and 1.3% of men.  

Lifetime prevalenceof  depressive disorder was higher in subjects with SEM than in those who did 

not have SEM (28.4% vs 10.1%). The same happened in relation to anxiety disorders (27% in those with 

SEM vs. 13.3% in those without SEM).  D aior depressionpresent in 2 5.9% of the sample, specific phobia 

(14.1%), social phobia (10%) and generalized anxiety disorder (9.4%) were the most frequent disorders in 

those who presented SEM.  (Tabela 3) 

 

3.2 ASSOCIATION ANALYSES 

Table 4 exposes theassociation between SEM and CMD, controlled by so-ciodemographicvariables 

estimated by means of probability ratios, obtained by logistic regression.  Those with SEM weremore likely 

to have some depressive disorder in life, with CR of 3.4 (95% CI, 2.4-4.8), and twice as likely to have some 

anxiety disorder in life (2,2; CI 95%, 1.5-3.0), compared to those who did not present SEM.  Women (3.7; 

95% CI, 2.5-5.5), young adults (1.9; CI 95%, 1.1-3.2) and with m incomeis lowday (2.1; 95% CI, 1.3.3.5)  

were those who were more likely to present at least one SEM, controlled by the other variables of the model. 

Table 5 shows   that thereis a dose-response relationship between the number of SEM and the 

presence of depression and anxiety. Thegreater the amount of SEM  ,  the  higher the ratio of chance  for 

concomitant presence with depressive disorders, ranging  from 2.2 (95% CI, 1.5-3.4) for the presence of a 

symptom, to 6.9 (95% CI, 3.5-13.7) for the presence of 3 or 4 symptoms  . Regarding the association with 

anxiety disorders, the reasons for chance range from 2.0 (95% CI, 1.3-2.9) to one    symptom, reaching 3.2 

(95% CI, 1.7-6.2), for individuals who have between 3 or 4 symptoms. 

 

4 DISCUSSION 

Inthis study conducted in  adults living  in Região Metropolitana in São Paulo, approximately 50% 

had at least one of the SEMsurveyed, being the fasay the most common symptom.  Thefour sEM surveyed 

were more common in women and young adults, when we controlled for the presence of depressive and 

anxious disorders and other socio-demographicvariables.  Moreover, we confirm that  comorbidity with 

depressive and anxiety   disorders is frequent in individuals with SEM, and the higher the numberof SEM, 

the stronger theassociation. 

Our findings corroborate previous studies.  According to Coelho and Ávila(22), about 20 to 60%  of 

patients with ISIs had the concomitant presence  with depressive and anxiety disorders.  This same 
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association is also descrita for the other  symptoms emphasizing that the genesis of this comorbidity may 

be based on inflammatory processes, common both in somatoform conditions and in depressive-anxiety 

syndromes. (23) The presence of SEM and anxious-depressive syndromes has already been described in 

Brazil common process, particularly in population contexts with social disadvantages. 

The four SEM surveyed were three times more frequent in women compared to men, which is 

consistent with the literature, and specific hypotheses exist for this phenomenon.  The higher prevalence of 

ISS in younger age groups and in women can be explained by hormonal cycle changes in fertile ages, and 

may be associated with a decreased sensory threshold for rectal distension. (24) The hormonal hypothesis 

has also been suggested to explain the higher prevalence of dyspepsia in women: sex hormones would be 

involved in modulating the response to pain in women, besides affecting gastric mobility. (12) In relation  to  

fatigue, the association with neuropsychological symptoms, such as impaired memory and concentration 

and depressive symptoms, establishes a highly disabling clinical picture. (25) In addition to the hormonal 

and inflammatory hypothesis, social factors such as work activities with double/triple working hours, inside 

and outside the home, wouldrelate  overwork, stress, excessive concern to  you, family members and others 

as  a triggering factor for symptom manifestation in  women. (13) 

The symptom dizziness, one of the SEM most closelyassociated with anxiety and depressive 

disorders is paradigmatic of the intersection between the physical and the mental, since it comes from 

biological and/or psychological causes.   Chronic anxiety and dysthytimia are part of the differential 

diagnotic, but they can also coexist. In addition, the use of antidepressant medication can give rise to 

feelings of dizziness and vertigo, as many of these medications cause orthostatic hypotension. (26) 

It should be taken into account that, as already discussed by Kirmayer et al.(7), the symptomatic 

descriptive presentation of the patient to the professional directs to criteria for recognition of the disorders 

associated with them. In the study by Kroenke et al. (6) the symptomatic presentation of patients in PA was 

somatic, and the higher the number of physical symptoms, the greater the chance of being SEM, being often 

associated with depressive and anxiety disorders. For the author, the recognition of this association for the 

therapeutic approach is necessary, because these conditions are potentially treatable. 

The intersection between the identification and diagnosis process was discussed with different 

approach perspectives. Forexample, Roca et al. (8) argue that in view of the overlap between SEM and CMT, 

the separation between the two entities should be reconsidered.  Bombana et al. (27) point to the need for 

increasingly integrated approaches, especially in the care of THE.  Burton et al. (28) propose that 

dysfunctional somatictranses, an umbrella term for various conditions characterized by persistent and 

problematic physical symptoms, should occupy a neutral place within the diagnostic classifications and 

subclassified by area, i.e., multisystemic, single system, or single symptom, thus promoting dual 

parenthood, such as, for example,  in the case of irritable colon, belonging to both the classification of 

gastrointestinal disorders and functional somatic disorders. 
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The current classifications take into account the difficult conceptualization of these symptoms, 

because they are characterized by the absence of objective clinical signs. The diagnóstico is based on 

subjective complaints, clinical history and differential diagnosis.      Aspects suchas the Committee for the 

Review of  the International Classification of Diseases (ICD-11) to coin the term "Bodily Distress Disorder" 

to  replace the concept related to SEM defined asone of the general syndrome characterized a due to concern 

and suffering regarding symptoms that cause excessive discomfort, and which may or may not cause 

known. Four subtypes were iccluded in this general syndrome: cardiovascular, gastrointestinal, 

musculoskeletal, and general symptoms/fatigue. (28) 

We should consider the following strengths: 1) the sample of this study is composed of subjects 

from a sample of the general population - it is known that comorbidity is common in samples of subjects 

seeking services; 2) the clinical psychiatric evaluation was performed through a standardized interview, 

applied by trained psychiatrists and with years of clinical experience; 3) the subjects were evaluated in 

person by experienced general practitioners, who, although they used   a self-reportquestionnaire, the 

presence of d and SEM was clinically decided. In fact, a diagnostic interview conducted by trained 

physicians may better delimit individuals with clinically relevant disorders of individuals with SEM, 

because the use of  self-report questionnairescan induce errors in classification of both false positives and 

false negatives. 

The study has some limitations. The absence of biological markers and the impossibility of doing a 

detailed  prospective investigation prevented us from obtaining more information about the somatization 

process. The perspective of the subject himself regarding the process of falling ill, because it is not 

susceptible to operationalization was not recorded. Only four SEM were surveyed and many others are 

probably prevalent in our population. (29) Therefore, these cannot and should not be taken as unique, and 

further  research describing otherthan s is necessary.  Although the research subjects camefrom a sample 

of  the general adult population of the Metropolitan Region of São Paulo, there was friction when the 

recruitment of the subsample to be clinically evaluated in the premises of the Hospital das Clínicas of the 

Faculty of Medicine of the University of São Paulo, with the possibility that those who agreed to be 

evaluated have higher physical and mental morbidity. Moreover, thefindings of this research are not 

representative of the entire Brazilian adult population, being restricted to residents of the largest metropolis 

in the country. Regional differences are expected in a continental country like Brazil. 

Despite thelimitations, this study confirms the strong association between SEM and depressive  and 

anxiety disorders in a sample of the general population with a description of prevalence and odds ratio.  For 

authors such as Guo et al. (30), this association hinders the diagnóstico and therapeutic approach of  these 

disorders that are persistent and disabling, with negative  consequences, because although there is a 

common denominator, when classifying patients with diagnoses entitled nonspecific,are left aside 
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specificities of cadto SEM . It is necessary that, because of this complex and multifaceted etiology of SEM, 

a comprehensive approach is incorporated into therapy and treatment.   
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Tabela 1 - Perfil sociodemográfico da amostra por sexo: São Paulo Megacity - Fase Hospitalar N=764

Feminino (%) Masculino (%) Total p

N= 432 N= 332 N= 764

56,5 43,4 100

Idade

18 - 34 32,4 30,4 31,5

35 - 49 46,7 46,9 46,8

50 - 64 20,8 22,5 21,6

Educação

0-4 anos 18,2 15,6 17,1

5-8 anos 28,7 30,1 29,3

9-11 anos 34,0 37,3 35,4

12+ anos 18,9 16,8 18,0

Renda

Baixa 23,6 15,0 19,9

Média Baixa 26,1 28,0 26,9

Média Alta 23,8 27,1 25,2

Alta 26,3 29,8 27,8

Estado Civil

Casado(a) 56,7 74,4 64,4

Casado(a) anteriormente; Viúvo(a); Divorciado(a) 21,3 8,7 15,8

Solteiro(a) (nunca casou) 21,9 16,8 19,7

Ocupação

Trabalhador(a); Estudante 59,2 87,9 71,7

Do lar 24,3 0,3 13,8

Aposentado(a); Outros 16,4 11,7 14,4

Fonte: Pesquisa São Paulo Megacity, realizada na Região Metropolitana de São Paulo - 2005 a 2007

0.0066

0.2872

0.0061

0.0135

0.6321

Tabela 2 - Prevalência de Sintoma sem Explicação Médica (SEM) por variáveis sociodemográficas: São Paulo Megacity - Fase Hospitalar N=764

Qualquer SEM* Cólon Irritável p Dispesia p Fadiga p Tontura p

Sexo

Feminino 35,7 4,5 19,3 22,9 15,0

Masculino 14,5 1,3 7,5 7,5 4,5

Idade

18 - 34 18,4 1,9 10,4 10,0 6,5

35 - 49 22,2 2,7 12,0 14,2 9,4

50 - 64 9,5 1,1 4,4 6,1 3,6

Educação

0-4 anos 9,5 0,9 5,3 6,2 3,6

5-8 anos 14,5 1,3 8,2 8,5 6,6

9-11 anos 16,4 2,3 8,3 10,3 6,6

12+ anos 9,6 1,3 4,9 5,3 2,6

Renda

Baixa 11,2 0,9 6,1 7,5 5,1

Média Baixa 15,4 1,8 8,2 8,6 6,8

Média Alta 11,5 1,5 6,9 6,6 3,8

Alta 12,0 1,5 5,6 7,5 3,9

Estado Civil

Casado(a) 29,8 3,6 16,3 17,5 11,5

Casado(a) anteriormente; Viúvo(a); Divorciado(a) 8,9 0,5 4,0 6,2 3,9

Solteiro(a) (nunca casou) 11,5 1,7 6,5 6,6 4,1

Ocupação

Trabalhador(a); Estudante 35,9 4,5 18,7 22,2 13,2

Do lar 7,4 1,0 4,4 4,4 3,4

Aposentado(a); Outros 6,8 0,2 3,8 3,8 3,0

Fonte: Pesquisa São Paulo Megacity, realizada na Região Metropolitana de São Paulo - 2005 a 2007

* Sintoma sem Explicação Médica

0.1731 0.1640 0.0180 0.1993

0.1314 0.4412 0.5820 0.3287

0.6534 0.3960 0.4176 0.2539

0.8446 0.0558 0.0712 0.0025

0.0031 0.0001 0.0001 0.0001

0.9487 0.0148 0.7574 0.6116
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Explicação Médica (SEM): São Paulo Megacity - Fase Hospitalar N=764

Sem SEM* Com SEM* Total p

Transtornos Depressivos 10,1 28,4 39,1 0.0001

Depressão Maior 9 25,9 34,9 0.0001

Depressão Menor 1,7 2,3 4 0.3750

Transtorno Depressivo Persistente (Distimia) 0,1 3,1 3,2 0.0001

Transtornos Ansiosos 13,3 27 40,3 0.0001

Agorafobia 1,9 6,6 8,6 0.0001

Fobia Específica 6,1 14,1 20,2 0.0001

Fobia Social 7,3 10 17,4 0.0527

Transtorno de Ansiedade Generalizada (TAG) 2,3 9,4 11,7 0.0001

Transtorno do Pânico 1,4 5,2 6,6 0.0001

Fonte: Pesquisa São Paulo Megacity, realizada na Região Metropolitana de São Paulo - 2005 a 2007

*Sintoma sem Explicação Médica

Tabela 3 - Prevalência de transtornos depressivos e ansiosos por presença/ausência de Sintoma sem 

Tabela 4 - Razão de chances da associação de Sintoma sem Explicação Médica (SEM) com transtorno depressivos

e ansiosos na vida. Regressão logística multivariável, controlada por variáveis sociodemográficas

da amostra total: São Paulo Megacity - Fase Hospitalar N=764

RC (95% IC) p

Tipo de Transtorno 

Depressivo 3,4 (2,4-4,8) 0.0001

Ansioso 2,2 (1,5-3,0) 0.0001

Sexo

Feminino 3,7 (2,5-5,5) 0.0001

Masculino 1,0 -

Idade

18 - 34 1,9 (1,1-3,2) 0.0200

35 - 49 1,0 (0,7-1,6) 0.8251

50 - 64 1,0 -

Educação

0-4 anos 1,0 -

5-8 anos 0,7 (0,4-1,2) 0.2683

9-11 anos 0,5 (0,3-0,9) 0.0276

12+ anos 0,8 (0,4-1,6) 0.6036

Renda

Baixa 1,6 (0,9-2,8) 0.0779

Média Baixa 2,1 (1,3-3,5) 0.0021

Média Alta 1,1 (0,7-1,8) 0.6148

Alta 1,0 -

Estado Civil

Casado(a) 1,3 (0,8-2,1) 0.2260

Casado(a) anteriormente; Viúvo(a); Divorciado(a) 1,0 -

Solteiro(a) (nunca casou) 1,4 (0,8-2,6) 0.2509

Ocupação

Trabalhador(a); Estudante 1,5 (0,9-2,5) 0.1073

Do lar 0,7 (0,4-1,4) 0.3905

Aposentado(a); Outros 1,0 -

Fonte: Pesquisa São Paulo Megacity, realizada na Região Metropolitana de São Paulo - 2005 a 2007
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Tabela 5 - Associação do número de Sintomas sem Explicação Médica (SEM) com transtornos depressivos e ansiosos. Regressão

logística multivariável controlada por variáveis sociodemográficas: São Paulo Megacity - Fase Hospitalar N=764

RC (95% IC) p RC (95% IC) p RC (95% IC) p

Tipo de Transtorno 

Depressivo 2,2 (1,5-3,4) 0.0001 5,7 (3,5-9,3) 0.0001 6,9 (3,5-13,7) 0.0001

Ansioso 2,0 (1,3-2,9) 0.0006 2,4 (1,5-3,9) 0.0002 3,2 (1,7-6,2) 0.0002

Sexo

Feminino 2,7 (1,8-4,0) 0.0001 4,4 (2,6-7,6) 0.0001 7,3 (3,2-16,7) 0.0001

Masculino 1,0 - 1,0 - 1,0 -

Idade

18 - 34 2,0 (1,1-3,7) 0.0189 1,5 (0,7-3,1) 0.2705 2,6 (0,8-8,0) 0.0933

35 - 49 1,0 (0,6-1,6) 0.9432 1,0 (0,5-1,8) 0.9918 2,2 (0,8-6,0) 0.1285

50 - 64 1,0 - 1,0 - 1,0 -

Educação

0-4 anos 1,0 - 1,0 - 1,0 -

5-8 anos 0,7 (0,4-1,2) 0.2375 0,8 (0,4-1,6) 0.5802 0,9 (0,3-2,3) 0.8214

9-11 anos 0,6 (0,3-1,0) 0.0879 0,4 (0,2-0,9) 0.0219 0,8 (0,3-2,2) 0.7286

12+ anos 1,1 (0,5-2,3) 0.7275 0,5 (0,2-1,2) 0.1398 0,6 (0,2-2,2) 0.4660

Renda

Baixa 1,7 (0,9-3,1) 0.0915 1,3 (0,6-2,6) 0.5282 2,7 (1,0-7,4) 0.0511

Média Baixa 2,3 (1,3-4,0) 0.0034 1,7 (0,9-3,4) 0.1166 2,5 (0,9-6,5) 0.0680

Média Alta 1,1 (0,6-1,9) 0.6710 1,1 (0,6-2,1) 0.7857 1,2 (0,5-3,3) 0.6605

Alta 1,0 - 1,0 - 1,0 -

Estado Civil

Casado(a) 1,2 (0,7-2,1) 0.4383 1,2 (0,6-2,3) 0.5198 1,8 (0,7-4,3) 0.2078

Casado(a) anteriormente; Viúvo(a); Divorciado(a) 1,0 - 1,0 - 1,0 -

Solteiro(a) (nunca casou) 1,1 (0,6-2,2) 0.7038 1,5 (0,7-3,4) 0.3003 2,3 (0,8-6,8) 0.1290

Ocupação

Trabalhador(a); Estudante 1,4 (0,8-2,4) 0.2653 1,5 (0,8-3,0) 0.2303 2,4 (0,9-6,5) 0.0940

Do lar 0,6 (0,3-1,4) 0.2510 0,8 (0,3-1,9) 0.6438 1,2 (0,4-4,1) 0.7339

Aposentado(a); Outros 1,0 - 1,0 - 1,0 -

Fonte: Pesquisa São Paulo Megacity, realizada na Região Metropolitana de São Paulo - 2005 a 2007

1 2 3 e/ou 4

Quantidade de sintomas


