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ABSTRACT 

Background: Depressive disorder is a major global health concern and is frequently associated with somatic symptoms that 

complicate diagnosis and delay treatment. Despite its clinical importance, limited research in Pakistan has explored the socio-

demographic correlates of somatic symptoms among patients with depression. Identifying these associations is essential for 

early recognition and timely intervention, which can reduce morbidity, improve quality of life, and alleviate healthcare costs 

in resource-limited settings. 

Objective: To determine the frequency and socio-demographic correlates of somatic symptoms in adults suffering from 

depression. 

Methods: A cross-sectional study was conducted at the Department of Psychiatry, Pakistan Institute of Medical Sciences 

(PIMS), Islamabad, from January to March 2025. A total of 243 patients aged 18–60 years diagnosed with depression based on 

DSM-5 criteria were enrolled through consecutive sampling. Somatic symptoms were assessed using the PHQ-15 

questionnaire. Data were analyzed using SPSS version 26. Quantitative variables were presented as mean ± standard deviation, 

and qualitative data as frequencies and percentages. Associations between PHQ-15 scores and demographic parameters were 

analyzed using the chi-square test, with p ≤ 0.05 considered statistically significant. 

Results: Of the 243 participants, 74 (30.5%) were male and 169 (69.5%) female. The majority (53.9%) were aged 12–25 years, 

followed by 26–35 years (25.9%). The most frequently reported somatic symptoms were low energy (59.3%) and trouble 

sleeping (48.1%), while painful sexual intercourse was least reported (3.7%). Based on PHQ-15 scoring, 44.0% had high 

somatization, 30.0% moderate, 18.5% mild, and 7.4% minimal. Age was significantly associated with somatization severity (p 

= 0.011), with higher symptom burden observed among older participants. 

Conclusion: Somatic symptoms were highly prevalent among patients with depression, with fatigue and insomnia being the 

most troublesome. Advancing age was significantly correlated with greater somatic symptom severity, emphasizing the 

importance of age-sensitive screening and management in depressive disorders. 

Keywords: Affective Disorders, Depression, DSM-5, PHQ-15 Questionnaire, Psychiatric Assessment, Somatization, Somatic 

Symptoms. 
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INTRODUCTION 

Depressive disorder, one of the most prevalent mental health conditions globally, remains a major public health concern. According to 

the World Health Organization (WHO), approximately 3.8% of the world’s population experiences depression, including 5% of adults—

4% of men and 6% of women (1). The disorder is clinically characterized by persistent low mood, diminished interest or pleasure in 

usual activities, and reduced energy or stamina lasting for at least two weeks. Despite extensive research, depression remains 

underdiagnosed and undertreated, particularly when it manifests through somatic rather than psychological symptoms. Somatic 

symptoms, defined as physical complaints that cannot be adequately explained by known pathophysiological mechanisms, are a hallmark 

feature in a significant subset of depressive disorders. A multicenter WHO study revealed that approximately 69% of individuals with 

depression report somatic symptoms, with 45% to 95% presenting exclusively with physical complaints (2-4). This broad range 

underscores the clinical complexity of depression and highlights the difficulty faced by primary care physicians in identifying psychiatric 

illness among patients presenting with physical discomfort. The expression of somatic symptoms varies considerably across cultures 

and social contexts. Cultural norms often dictate the ways emotional distress is communicated, with individuals in certain societies, 

including South Asian populations, tending to somatize psychological suffering. A study in England identified significant predictors for 

higher somatic symptom scores, including lower educational attainment, separated or widowed marital status, exposure to psychological 

abuse in childhood, comorbid medical conditions, and concurrent anxiety or depression (5,6). Similarly, local data suggest that cultural 

and socioeconomic determinants strongly influence symptom presentation. A recent study conducted in 2023 in Khyber Pakhtunkhwa 

found headache (61.9%) and lethargy (41.1%) to be the most frequently reported somatic complaints among psychiatric patients (7), 

while an earlier 2009 study in Karachi observed that individuals with medically unexplained symptoms were typically more educated, 

financially stable, and socially supported (8). 

The predominance of somatic presentations creates significant diagnostic challenges in primary healthcare settings. Patients with 

depression frequently undergo extensive medical evaluations before being referred for psychiatric assessment, delaying appropriate 

treatment initiation. Consequently, these diagnostic delays contribute to the under recognition of depression in primary care (9). 

Furthermore, this diagnostic ambiguity leads to excessive medical investigations, escalating both the patient’s financial burden and the 

overall economic strain on the healthcare system. In low- and middle-income countries such as Pakistan, where healthcare resources are 

limited, the preference of physicians to explore physical rather than psychiatric causes of somatic symptoms—as reported in a 2011 

Karachi study—exacerbates the problem (10,11). Despite the growing recognition of this issue, no comprehensive research in Pakistan 

has yet examined the socio-demographic correlates of somatic symptoms specifically within depressive disorders. Understanding these 

associations is crucial for the early detection of depression in primary care and for reducing the treatment gap through timely psychiatric 

referral. Therefore, the present study aims to estimate the frequency of somatic symptoms among patients diagnosed with depression 

and to identify the socio-demographic variables significantly associated with somatic presentations. This understanding will enhance 

clinical recognition, facilitate earlier intervention, and ultimately reduce both the personal and systemic burden of depression in resource-

limited healthcare environments. 

METHODS 

This cross-sectional study was conducted in the Department of Psychiatry, Pakistan Institute of Medical Sciences (PIMS) Hospital, 

Islamabad, from January 2025 to March 2025. A total of 243 male and female patients aged between 18 and 60 years, clinically diagnosed 

with depression, were enrolled. The sample size was calculated using the WHO sample size calculator, assuming a 95% confidence 

level, a population proportion of 69%, and an absolute precision of 6% (2). A non-probability consecutive sampling technique was 

employed to recruit participants from the outpatient department of psychiatry. Patients were included if they met the Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) criteria for major depressive disorder, which required the presence of at 

least five symptoms during a two-week period, with one being either depressed mood or loss of interest/pleasure. Other qualifying 

symptoms included significant changes in appetite or weight, psychomotor retardation or agitation observable by others, fatigue, feelings 

of worthlessness or inappropriate guilt, diminished concentration, indecisiveness, and recurrent thoughts of death or suicidal ideation. 

Exclusion criteria were applied to maintain diagnostic clarity and eliminate confounding factors. Patients were excluded if they had a 
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prior history of other psychiatric disorders such as schizophrenia or bipolar affective disorder, or comorbid medical conditions including 

thyroid disorders, chronic renal failure, chronic liver disease, cerebrovascular accidents, ischemic heart disease, intracranial space-

occupying lesions, or history of traumatic brain injury. Additionally, patients with diabetes mellitus (fasting plasma glucose >126 mg/dl), 

hypertension (blood pressure >140/90 mmHg on two or more occasions at least 24 hours apart), or anemia (hemoglobin <12 g/dl in 

females and <13 g/dl in males) were excluded to prevent misattribution of physical complaints to somatic symptoms of depression. 

Following approval from the Research Review Board of PIMS and the College of Physicians and Surgeons Pakistan (CPSP), all 

participants were enrolled after providing informed written consent. The study adhered to the principles of the Declaration of Helsinki 

regarding ethical conduct in research involving human participants. The objectives, benefits, and potential risks of participation were 

clearly explained to all individuals before consent was obtained. 

Data were collected through structured face-to-face interviews. Baseline sociodemographic and clinical variables were recorded, 

including age (in years), gender, weight (in kilograms, measured using a calibrated weighing scale), height (in centimeters, using a 

stadiometer), and body mass index (BMI), calculated as weight in kilograms divided by height in meters squared. Additional details 

such as duration of illness (in months), severity of depression, educational attainment, profession, marital status, socioeconomic status, 

residence (urban or rural), and treatment status for depression were also documented. The assessment of somatic symptoms was 

performed using the Patient Health Questionnaire-15 (PHQ-15), a validated tool widely used to evaluate somatic symptom severity 

(12,13). The instrument included items such as stomach pain, back pain, pain in arms or legs, menstrual cramps, headache, chest pain, 

dizziness, fainting spells, racing heart, shortness of breath, pain during sexual intercourse, nausea, irritable bowel symptoms, fatigue, 

and sleep disturbance. The PHQ-15 score was calculated and interpreted as follows: 0–4 indicated minimal symptoms, 5–9 mild 

symptoms, 10–14 moderate symptoms, and 15–30 severe somatic symptoms (14,15). To further ensure the reliability of symptom 

assessment, the Level 2—Somatic Symptom—Adult Patient Form, developed by the American Psychiatric Association, was also utilized 

for comprehensive symptom evaluation. Data analysis was performed using Statistical Package for the Social Sciences (SPSS) version 

26. Quantitative variables such as age, BMI, and PHQ-15 scores were summarized as mean ± standard deviation, while qualitative 

variables such as gender, education, marital status, residence, profession, socioeconomic status, and treatment status were expressed as 

frequencies and percentages. Stratification was applied for age, gender, BMI, education, residence, marital status, profession, 

socioeconomic status, and treatment status of depression to control for potential confounding factors. Post-stratification, the chi-square 

test was used to determine statistical significance, with a p-value ≤0.05 considered significant. 

RESULTS 

The study comprised 243 patients diagnosed with depression, among whom 74 (30.5%) were male and 169 (69.5%) were female, 

indicating a predominance of female participants. The majority of participants (n = 131, 53.9%) were between 12 and 25 years of age, 

followed by 26–35 years (n = 63, 25.9%), 36–45 years (n = 25, 10.3%), and 46–60 years (n = 24, 9.9%). Most participants were 

unemployed (n = 150, 61.7%), while 17 (7.0%) reported a monthly income greater than 100,000 PKR, 25 (10.3%) earned between 

51,000–100,000 PKR, 28 (11.5%) between 31,000–50,000 PKR, and 23 (9.5%) less than 30,000 PKR. Regarding marital status, 140 

(57.6%) were single, 95 (39.1%) were married, 5 (2.1%) were divorced, and 3 (1.2%) were widowed. Educational levels showed that 

40 (16.5%) were uneducated, 61 (25.1%) had secondary education, 75 (30.9%) were graduates, and 67 (27.6%) had higher education. 

The majority of participants (n = 132, 54.3%) had a normal body mass index (BMI), followed by 61 (25.1%) who were overweight,  25 

(10.3%) who were underweight, and 25 (10.3%) who were obese. In terms of residence, 164 (67.5%) participants lived in urban areas 

and 79 (32.5%) in rural settings, with 185 (76.1%) living in self-owned homes and 58 (23.9%) in rented ones. Disease duration varied, 

with 96 (39.5%) reporting symptoms for more than 24 months, 85 (35.0%) for 1–6 months, 40 (16.5%) for 13–24 months, and 22 (9.1%) 

for 6–12 months. Somatic symptoms were widely prevalent among participants. Low energy was the most frequently reported symptom, 

affecting 144 (59.3%) patients, followed by trouble sleeping in 117 (48.1%), and pain in the arms, legs, and joints in 95 (39.1%). 

Headache was reported by 91 (37.4%) participants, back pain by 82 (33.7%), and racing heart by 95 (39.1%). In contrast, painful sexual 

intercourse was the least reported symptom, noted by only 9 (3.7%) patients. Other common somatic complaints included stomach pain 

in 63 (25.9%), dizziness in 68 (28.0%), nausea or indigestion in 74 (30.5%), and chest pain in 41 (16.9%). Assessment of somatic 

symptom severity using the PHQ-15 scale revealed that 107 (44.0%) patients exhibited high symptom severity, 73 (30.0%) had medium 

severity, 45 (18.5%) had low severity, and 18 (7.4%) had minimal somatic symptoms. Subgroup analysis demonstrated a statistically 

significant association between age and somatic symptom severity (p = 0.011). Among patients aged 46–60 years, 70.8% exhibited high 

PHQ-15 scores compared to 39.7% in the 12–25 age group, indicating an increasing trend in somatization with advancing age. No 
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statistically significant association was found between PHQ-15 severity and gender (p = 0.057), marital status (p = 0.100), BMI (p = 

0.223), education level (p = 0.265), residence ownership (p = 0.852), or urban–rural residence (p = 0.567). 

The findings suggest that somatic symptoms were common across all demographic categories, with fatigue and sleep disturbance being 

predominant. The significant correlation between advancing age and higher somatization severity emphasizes the need for increased 

screening among older adults. Analysis of socio-demographic variables revealed that the severity of somatic symptoms, as measured by 

PHQ-15 scores, demonstrated variable associations across different social categories. Among educational groups, high somatization was 

most frequent among uneducated participants (52.5%) and graduates (46.7%), while those with higher education exhibited 

comparatively lower rates (35.8%), although this difference did not reach statistical significance (p = 0.265). Socioeconomic status, 

inferred from income categories, indicated that unemployed individuals (61.7% of the sample) were more likely to experience moderate-

to-high symptom burden, suggesting a link between financial insecurity and somatization; however, formal significance testing was not 

performed for income due to categorical limitations. Marital status analysis showed that 52.6% of married participants reported high 

somatic symptom severity compared with 37.1% among widowed and 66.7% among single participants, again without a statistically 

significant association (p = 0.100). Gender-based comparison showed a higher frequency of severe somatic symptoms in females 

(49.7%) than in males (31.1%), approaching but not achieving statistical significance (p = 0.057). Collectively, these findings suggest 

that while older age exhibited a significant relationship with increased somatization, other socio-demographic parameters—including 

gender, marital status, education, residence, and socioeconomic background—showed nonsignificant but clinically meaningful trends 

toward higher somatization among socially and economically vulnerable subgroups. 

 

Table 1: Demographic Distribution 

 Category Frequency 

Gender Male 74(30.5%) 

Female 169(69.5%) 

Age (years) 12-25 131(53.9%) 

26-35 63(25.9%) 

36-45 25(10.3%) 

46-60 24(9.9%) 

Monthly Income (Rupees0 >100K 17(7%) 

51K-100K 25(10.3%) 

31K-50K 28(11.5%) 

Under 30K 23(9.5%) 

Unemployed 150(61.7%) 

Marital Status Married 95(39.1%) 

Single 140(57.6%) 

Widowed 3(1.2%) 

Divorced 5(2.1%) 

BMI (kg/m2) Underweight (<18.5kg/m2) 25(10.3%) 

Normal weight (18.5 to 24.9kg/m2) 132(54.3%) 

Overweight (25.0 to 29.9kg/m2) 61(25.1%) 
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 Category Frequency 

Obese (30.0 and above kg/m2) 25(10.3%) 

Residence Ownership Self-owned 185(76.1%) 

Rented 58(23.9%) 

Residential Area Rural 79(32.5%) 

Urban 164(67.5%) 

Disease Duration (months) 1-6 months 85(35%) 

6-12 months 22(9.1%) 

13 to 24 months 40(16.5%) 

More than 24 months 96(39.5%) 

Education Uneducated 40(16.5%) 

Secondary education 61(25.1%) 

Graduate level education 75(30.9%) 

Higher education 67(27.6%) 

 

Table 2: Somatic Symptoms Among Study Participants (N = 243) 

Somatic Symptoms Symptom’s severity 

 Not bothered at all Bothered a little Bothered a lot 

Stomach pain 104(42.8%) 76(31.3%) 63(25.9%) 

Back pain 68(28.0%) 93(38.3%) 82(33.7%) 

Pain in arms, legs and joints 53(21.8%) 95(39.1%) 95(39.1%) 

Menstrual cramps (in women) 132(54.3%) 57(23.5%) 54(22.2%) 

Headache 42 (17.3%) 110(45.3%) 91(37.4%) 

Chest pain 137(56.4%) 65(26.7%) 41(16.9%) 

Dizziness 99(40.7%) 76(31.3%) 68(28.0%) 

Fainting spells 143(58.8%) 70(28.8%) 30(12.3%) 

Racing heart 64(26.3%) 84(34.6%) 95(39.1%) 

Shortness of breath 93(38.3%) 86(35.4%) 64(26.3%) 

Painful sexual intercourse 202(83.1%) 32(13.2%) 09(3.7%) 

Constipation, loose bowels, 

diarrhea 

104(42.8%) 76(31.3%) 63(25.9%) 

Nausea, gas, indigestion 95(39.1%) 74(30.5%) 74(30.5%) 

Low energy 22(9.1%) 77(31.7%) 144(59.3%) 

Trouble sleeping 46(18.9%) 80(32.9%) 117(48.1%) 
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Table 3: Somatic Symptoms Severity Among Study Participants (N = 243) 

PHQ 15 severity score Frequency Percent 

Minimal (score 0 to 4) 18 7.4 

Low (score 5 to 9) 45 18.5 

Medium (score 10 to 14) 73 30.0 

High (score 15 to 30) 107 44.0 

Total 243 100.0 

 

Table 4: Subgroup Analysis of Degree of Somatization with Sociodemographic Parameters (N = 243) 

 Severity PHQ-15 Total P value 

Minimal Low Medium High 

Participant Age 

(years) 

12-25 13 32 34 52 131 0.011 

9.9% 24.4% 26.0% 39.7% 100.0% 

26-35 4 8 25 26 63 

6.3% 12.7% 39.7% 41.3% 100.0% 

36-45 1 1 11 12 25 

4.0% 4.0% 44.0% 48.0% 100.0% 

46-60 0 4 3 17 24 

0.0% 16.7% 12.5% 70.8% 100.0% 

Participant 

gender 

Male 7 18 26 23 74 0.057 

9.5% 24.3% 35.1% 31.1% 100.0% 

Female 11 27 47 84 169 

6.5% 16.0% 27.8% 49.7% 100.0% 

Participant 

marital status 

Married 6 9 30 50 95 0.100 

6.3% 9.5% 31.6% 52.6% 100.0% 

Widowed 12 36 40 52 140 

8.6% 25.7% 28.6% 37.1% 100.0% 

Single 0 0 1 2 3 

0.0% 0.0% 33.3% 66.7% 100.0% 

Divorced 0 0 2 3 5 

0.0% 0.0% 40.0% 60.0% 100.0% 

Participant BMI Underweight 2 2 10 11 25 0.223 

8.0% 8.0% 40.0% 44.0% 100.0% 

Normal 12 32 32 56 132 

9.1% 24.2% 24.2% 42.4% 100.0% 

overweight 2 8 24 27 61 
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 Severity PHQ-15 Total P value 

Minimal Low Medium High 

3.3% 13.1% 39.3% 44.3% 100.0% 

Obese 2 3 7 13 25 

8.0% 12.0% 28.0% 52.0% 100.0% 

Residential area Rural 6 18 20 35 79 0.567 

7.6% 22.8% 25.3% 44.3% 100.0% 

Urban 12 27 53 72 164 

7.3% 16.5% 32.3% 43.9% 100.0% 

Residence 

ownership 

Self-owned 14 34 58 79 185 0.852 

7.6% 18.4% 31.4% 42.7% 100.0% 

Rented 4 11 15 28 58 

6.9% 19.0% 25.9% 48.3% 100.0% 

Participant 

Education 

Uneducated 2 6 11 21 40 0.265 

5.0% 15.0% 27.5% 52.5% 100.0% 

Secondary 3 8 23 27 61 

4.9% 13.1% 37.7% 44.3% 100.0% 

Graduate 6 19 15 35 75 

8.0% 25.3% 20.0% 46.7% 100.0% 

Higher 7 12 24 24 67 

10.4% 17.9% 35.8% 35.8% 100.0% 

 

Table 5: Association of Somatic Symptom Severity (PHQ-15) with Key Socio-Demographic Variables (n = 243) 

Variable Category Minimal (%) Low (%) Medium (%) High (%) p-Value 

Gender Male 9.5 24.3 35.1 31.1 0.057 

Female 6.5 16.0 27.8 49.7 

Marital Status Married 6.3 9.5 31.6 52.6 0.100 

Widowed 8.6 25.7 28.6 37.1 

Single 0.0 0.0 33.3 66.7 

Divorced 0.0 0.0 40.0 60.0 

Education Uneducated 5.0 15.0 27.5 52.5 0.265 

Secondary 4.9 13.1 37.7 44.3 

Graduate 8.0 25.3 20.0 46.7 

Higher 10.4 17.9 35.8 35.8 

Residential Area Rural 7.6 22.8 25.3 44.3 0.567 

Urban 7.3 16.5 32.3 43.9 
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Variable Category Minimal (%) Low (%) Medium (%) High (%) p-Value 

Residence Ownership Self-owned 7.6 18.4 31.4 42.7 0.852 

Rented 6.9 19.0 25.9 48.3 

 

DISCUSSION 

The present study demonstrated that the vast majority of patients diagnosed with depression according to DSM-5 criteria exhibited 

somatic symptoms of varying intensity, as reflected in their PHQ-15 scores. Almost all participants reported at least one somatic 

complaint, with a significant proportion presenting with moderate to high symptom severity. These findings align with earlier research 

that documented a high frequency of somatic manifestations among patients with depressive disorders, where more than 70% of 

individuals attending mental health facilities reported similar physical symptoms (8). Conversely, population-based studies, particularly 

those using telephonic surveys, have shown lower prevalence rates of depressive symptoms in patients with somatic disorders, likely 

due to the inclusion of individuals with milder psychopathology or subclinical depressive traits (9). This variation highlights the 

influence of study design, setting, and diagnostic threshold on the observed prevalence of depression among patients with somatic 

presentations. In this cohort, low energy and disturbed sleep were the most frequently reported somatic symptoms. These findings are 

consistent with previous meta-analyses that identified insomnia as a core feature of depressive disorders (10). Longitudinal evidence 

supports this relationship, suggesting that sleep disturbances not only co-occur with depression but also act as an independent risk factor 

for its onset and recurrence (11). The pathophysiological explanation for this bidirectional association may lie in the dysregulation of 

monoamine neurotransmitters—particularly serotonin, dopamine, and norepinephrine—which are involved in both mood regulation and 

the sleep–wake cycle (12). Sleep deprivation further impairs cognitive functions such as attention, memory, and emotional regulation, 

thereby exacerbating depressive symptomatology (13). The interrelationship between depression and insomnia appears reciprocal, as 

each condition perpetuates the other, leading to a self-sustaining cycle of psychological and physiological dysfunction (14). 

The study revealed that 44.0% of participants exhibited severe levels of somatization, and 30.0% had moderate symptom severity, 

closely resembling data from European cohorts assessing psychosomatic symptom burden among patients with depressive disorders 

(15). The observed trends can be explained through the biopsychosocial model of somatization, which proposes that sociocultural beliefs, 

illness behavior, and healthcare accessibility shape how individuals express psychological distress (16). Within this framework, somatic 

symptom expression can be seen as a culturally sanctioned means of communicating emotional suffering, particularly in societies where 

mental illness carries social stigma. Furthermore, the subjective experience of pain is shaped by a combination of biological, 

psychological, and social factors, with evidence indicating that gender, ethnicity, and genetic predispositions modulate individual pain 

perception and reporting (17). A notable finding in this study was the significant association between advancing age and higher somatic 

Figure 2 Severity of Somatic Symptoms (PHQ-15 Score) Figure 2 Age Distribution of Participants  
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symptom severity. Older adults were more likely to report multiple somatic complaints, which may be attributed to age-related changes 

in health perception, social roles, and functional capacity. Diminished social support, bereavement, and physical frailty can amplify the 

expression of somatic distress in late life (18). Similar results have been reported in other studies, where participants aged 40 years and 

above demonstrated the highest somatization scores (19). The coexistence of chronic medical illnesses, cognitive decline, or depressive 

syndromes such as late-life depression may further complicate the diagnostic process and contribute to the persistence of physical 

complaints in this age group. No significant gender-based difference was found in the type or intensity of somatic symptoms, suggesting 

that both men and women experience comparable physical manifestations of depression. However, global data have shown that women 

are more prone to experiencing and reporting somatic and affective symptoms than men (20,21). These differences are often attributed 

to hormonal influences, social conditioning, gender roles, and the greater societal acceptance of emotional expressiveness among women 

(22). In contrast, men may underreport emotional distress due to sociocultural expectations, resulting in potential diagnostic under 

recognition in male patients. 

The strength of the current study lies in its relatively large sample size, systematic assessment using validated instruments such as the 

PHQ-15, and the inclusion of multiple socio-demographic correlates to evaluate their relationship with somatic symptom burden. The 

standardized diagnostic criteria ensured diagnostic uniformity and reduced observer bias. However, several limitations warrant 

consideration. The cross-sectional design precluded causal inference regarding the relationship between depression and somatic 

symptoms. The exclusion of patients with chronic medical conditions, although methodologically justified to avoid confounding, may 

have underestimated the true burden of somatic presentations in real-world clinical settings where comorbidities are common. 

Additionally, data were collected from a single tertiary care center, which may limit generalizability to the broader community. The 

reliance on self-reported symptomatology may have introduced recall or reporting bias. Future research should employ longitudinal 

designs to assess temporal relationships between depressive episodes and somatic symptom progression. Inclusion of biochemical 

markers, assessment of inflammatory mediators, and evaluation of treatment response patterns could enhance understanding of the 

biological underpinnings of somatization in depression. Expanding future studies to multiple centers and including diverse socio-

economic strata would provide more representative data (23). Moreover, integrating psychotherapeutic and psychoeducational 

interventions into primary care screening frameworks could facilitate early identification and management of depressive disorders with 

somatic manifestations. In summary, this study underscores the high prevalence of somatic symptoms among patients with depression, 

particularly fatigue and insomnia, and identifies advancing age as a key demographic correlate. These findings emphasize the necessity 

for clinicians, especially in primary care settings, to maintain a high index of suspicion for depressive disorders when evaluating patients 

presenting with unexplained physical complaints, thereby promoting early diagnosis, holistic management, and reduced healthcare 

burden. 

CONCLUSION 

The study concluded that somatic symptoms were highly prevalent among individuals suffering from depression, with fatigue and sleep 

disturbance being the most commonly experienced complaints. A substantial number of patients exhibited a high degree of somatization, 

indicating that physical symptoms often serve as prominent manifestations of psychological distress. Age emerged as a key factor 

influencing the intensity of somatic symptoms, with older adults showing a greater tendency toward severe somatization. These findings 

highlight the importance of incorporating age-sensitive screening and management strategies in clinical practice. Physicians, particularly 

in primary care settings, should remain vigilant for somatic presentations of depression to ensure timely recognition, holistic treatment, 

and prevention of chronic psychological and physical health burdens at both individual and community levels. 
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