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A B S T R A C T  
 

Objective: To examine longitudinal associations of multiple physical symptoms with recurrence of 

depressive and anxiety disorders.  

Methods: 

Follow-up data of 584 participants with remitted depressive or anxiety disorders were used from the 

Netherlands Study of Depressive and Anxiety disorders. Multiple physical symptoms were measured 

at baseline (T1) and two-year follow-up (T2) by the Four-Dimensional Symptom Questionnaire 

(4DSQ) somatization subscale. Recurrence of depressive and anxiety disorders was assessed at two-

year (T2) and four-year (T4) follow-up with the Composite International Diagnostic Interview. Logistic 

Generalized Estimating Equations were used to examine associations of multiple physical symptoms 

with recurrence of depressive and anxiety disorders. Depressive (IDS-SR) and anxiety symptoms 

(BAI), and other relevant covariates were taken into account.  

Results: 

Multiple physical symptoms were significantly associated with recurrence of depression (OR=1.04, 

95%CI=1.00-1.08), anxiety (OR=1.07, 95%CI=1.03-1.12), and depressive or anxiety disorders 

(OR=1.06, 95%CI=1.02-1.10), on average over time. Odds ratios did not change substantially when 

the IDS-SR mood-cognition and BAI subjective scale were included as covariates.  

Conclusion: 

The presence of multiple physical symptoms was positively related to recurrence of depressive and 

anxiety disorders, independent of depressive and anxiety symptoms. Knowledge of risk factors for 

recurrence of depressive and anxiety disorders, such as the presence of multiple physical symptoms, 

could provide possibilities for better targeting interventions to prevent recurrence.  
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I N T R O D U C T I O N  

Depressive and anxiety disorders are a leading cause of disease burden, mainly due to their recurrent 

nature [1-3]. The National Institute of Mental Health Collaborative Depression Study, reported 

recurrence rates of depression of 25-40% after two years and up to 85% after fifteen years [4, 5]. 

Strategies to reduce the burden of depressive and anxiety disorders should not only focus on 

treatment of acute episodes but also on prevention of recurrence [6]. Knowledge of  risk factors for 

recurrence of depressive and anxiety disorders could provide a rationale for such preventive 

interventions or long-term treatment and allow possibilities for better targeting care [7]. 

Hardeveld et al. [8] found two main predictors of recurrence of depressive disorders in their 

systematic review: the number of previous depressive episodes and subclinical residual depressive 

symptoms after recovery from the last episode. However, they concluded that knowledge of 

predictors of recurrence of depressive disorders is still incomplete. They recommended more 

prospective research, particularly in the general population, to gain conclusive knowledge of  

predictors of recurrence of depressive disorders.  

Putative predictors of recurrence of depressive and anxiety disorders can be identified by looking at 

predictors of depressive and anxiety disorders in general. One of the factors related to co-

occurrence, onset and course of depressive and anxiety disorders is the presence of multiple physical 

symptoms [9-14]. Despite these relationships, it is poorly understood how multiple physical 

symptoms impact the recurrence of depressive and anxiety disorders in remitted patients. A small 

study [15] concluded that a sustained high number of (medically unexplained) physical symptoms 

was predictive of subsequent recurrence in remitted, recurrently depressed patients. However, so 

far, little research has been performed on this association. 

This study, therefore, examined the longitudinal association of multiple physical symptoms with 

recurrence of depressive and anxiety disorders in a prospective cohort study. Furthermore, as 

symptoms of depression and anxiety are a main predictor of recurrence of depressive and anxiety 

disorders, we took residual depressive and anxiety symptoms into account and examined whether 

excluding somatic features of residual depressive and anxiety symptoms altered our results.  

M E T H O D S  

Design 

This study used four-year prospective data from the Netherlands Study of Depressive and Anxiety 

Disorders (NESDA)[16]. NESDA is an ongoing cohort study that aims to investigate the etiology, 

course and consequences of depressive and anxiety disorders. At baseline (2004-2007) 2981 

participants aged 18 through 65 years were included, consisting of healthy controls; persons with a 
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prior history of a depressive or anxiety disorder; persons with a high risk because of a family history 

or subthreshold depressive or anxiety symptoms; and persons with a current depressive or anxiety 

disorders. Participants were recruited in three settings: the community (n = 564), primary care (n = 

1610), and mental health services (n = 807). Exclusion criteria were a primary diagnosis of obsessive 

compulsive disorder, bipolar disorder or severe addiction disorder, and not being fluent in Dutch. 

Assessments consisted of a diagnostic psychiatric interview, questionnaires, and a medical 

assessment. For the current analyses, we used the assessments at baseline (T0), two-year follow-up 

(T2), and four-year follow-up (T4). All participants provided written informed consent and the 

research protocol was approved by the ethical review boards of participating universities. The design 

and sampling procedure of NESDA have been described in more detail [16]. 

Study population 

Participants who had a depressive (major depressive disorder or dysthymia) or anxiety (panic 

disorder, social phobia, generalized anxiety disorder or agoraphobia) episode in the past but were in 

remission at T0 for at least six months were selected for our study (n = 628). Current and lifetime 

depressive and anxiety disorders were examined using the DSM-IV based Composite International 

Diagnostic Interview (CIDI, version 2.1) [17]. 

Participants who did not participate in any of the follow-up measurements were excluded from 

analyses (n = 40). Additionally, participants without data on the main determinant (multiple physical 

symptoms) on any of the assessments were excluded (n = 4). This resulted in a study sample of 584 

participants. Non-respondents (n = 44) were more often males (54.5%), compared to the study 

sample (28.9%, p = .02). No significant differences were found for any of the other study sample 

characteristics. 

Measures 

Recurrence of depressive and anxiety disorders 

We defined recurrence of depressive and anxiety disorders as the occurrence of a new depressive or 

anxiety disorder episode between T0 and T2, and between T2 and T4, respectively, according to CIDI 

diagnostic criteria. 

Multiple physical symptoms 

The presence of multiple physical symptoms was assessed at T0 and T2 by the somatization subscale 

of the Four-Dimensional Symptom Questionnaire [18, 19]. Somatization is defined as “the tendency 

to experience and communicate somatic distress and symptoms unaccounted for by pathological 

findings, to attribute them to physical illness, and to seek medical help for them” [20]. The 4DSQ 

somatization subscale operationalizes somatization as a high number and frequency  of physical 
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symptoms and does not establish whether physical symptoms are medically unexplained or whether 

participants sought help for these symptoms. Therefore, in this study we used the 4DSQ somatization 

subscale to assess multiple physical symptoms, regardless of their being presented to a doctor or 

being explained. 

The 16 items of the 4DSQ correspond to symptoms participants may have had in the past week (e.g. 

‘during the past week did you suffer from dizziness; painful muscles; headache?’) and are scored on a 

five-point Likert scale (‘no’, ‘sometimes’, ‘regularly’, ‘often’, and ‘very often or constantly’). Item 

scores were recoded into a 3-point scale (‘no’, ‘sometimes’, and ‘regularly’ to ‘very often or 

constantly’) and summed to obtain a total score (0-32). An overall score of 11 or higher is indicative 

of an elevated level of somatization and risk of impaired functioning [18]. The 4DSQ somatization 

subscale has been validated against various measures (e.g. SCL-90 somatization subscale and GP’s 

diagnoses) in a variety of samples, including psychiatric, occupational, and primary care samples [18, 

21].  

Covariates 

Demographic characteristic 

Age, gender and number of years of education were assessed at T0 by self-report questionnaires.   

Chronic somatic diseases 

Chronic somatic diseases may be related to the reporting of physical symptoms and the occurrence 

of depressive and anxiety disorders. Therefore,  we took the number of chronic somatic diseases into 

account in our analyses. At T0, participants were asked whether they suffered from any of the 

chronic somatic diseases mentioned in the interview and whether they received medication or 

treatment for these diseases. The following diseases were surveyed: lung disease, heart diseases or 

infarction, diabetes, stroke, osteoarthritis, cancer, ulcer, intestinal disorders, liver disease, epilepsy 

and thyroid gland disease. Answers were categorized as ‘no chronic somatic disease’, ‘one chronic 

somatic disease’ or ‘two or more chronic somatic disease’. 

Psychosocial characteristics 

As several studies have indicated that neuroticism, mastery and childhood trauma may be associated 

with the presence of multiple physical symptoms as well as with (recurrence of) depressive and 

anxiety disorders, these variables were taken into account as covariates [7, 8, 22-24]. 

Neuroticism was measured by the Neuroticism domain of the NEO-FFI [25]. This domain consists of 

12 items (e.g. “I am not a worrier”), which are scored on a five-point Likert scale. Item scores were 

summed to obtain a total score, ranging from 12 to 60.  
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Mastery, the extent to which a person perceives himself to be in control of events or ongoing 

situations, was measured by the Pearlin Mastery scale [26]. Participants rated their agreement with 

five statements on a five-point Likert scale. A sum score was calculated (5-25), with a higher score 

indicating more feelings of mastery.  

Childhood trauma was assessed retrospectively at T0 by the Nemesis Childhood Trauma Interview 

[27, 28]. In this interview, questions were asked about the frequency of emotional neglect, 

psychological abuse, physical abuse, and sexual abuse before the age of 16. First, answers were 

recoded into three categories for each question (0 = never; 1 = ‘once’, ‘sometimes’; 2 = ’regularly’, 

‘often’, ‘very often’). Second, the sum of frequency of childhood trauma (0-8) was calculated for each 

participant, after which the total score was categorized into five categories (0 = 0, 1-2 = 1, 3-4 =2, 5-6 

= 3, 7-8 = 4)[27].  

Clinical characteristics 

Subclinical residual depressive symptoms and the number of previous depressive episodes are the 

strongest predictors of recurrence of depressive disorders [7, 8, 24]. Also, the recency of the last 

depressive or anxiety episode may be related to the risk of recurrence as well as the reporting of 

physical symptoms. These clinical characteristics were, therefore, considered as covariates. Number 

of previous depressive episodes and recency of the last depressive or anxiety episode were assessed 

at T0 with the CIDI.  

Subclinical residual depressive and anxiety symptoms at T0 were assessed by the Inventory of 

Depressive Symptomatology-Self Report (IDS-SR30) [29, 30] and the Beck Anxiety Inventory (BAI), 

respectively. The BAI is a validated, 21 item self-report instrument which measures the overall 

severity of anxiety [31, 32]. Many instruments measuring depressive and anxiety symptoms tend to 

include some somatic symptoms such as fatigue and palpitations, as these are part of diagnostic 

criteria for depressive and anxiety disorders. For this reason, we also measured depressive and 

anxiety symptoms by means of the BAI subjective scale [32], which consists of seven items covering 

subjective and cognitive features of anxiety, and the 11-item IDS-SR mood-cognition subscale, which 

covers symptoms of depressed mood and cognitions [33]. In contrast, the BAI somatic subscale only 

covers somatic features of anxiety and the IDS-SR anxiety-arousal subscale covers symptoms of 

anxiety, somatic symptoms and somatic agitation/slowing. 

Statistical analyses 

Descriptive statistics were used to describe the sample characteristics at T0. A missing value analysis 

was done to assess whether missing values were at random. 

Logistic Generalized Estimating Equations (GEE) were used to examine the longitudinal association of 

multiple physical symptoms with recurrence of depressive and anxiety disorder.  GEE takes the 
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dependency of the repeated observations of the same participant into account. A time-lag model 

was used in which the presence of multiple physical symptoms (continuous and dichotomous) was 

assessed at T0 and T2, and recurrence of depressive and anxiety disorders was assessed at T2 and T4 

(see Figure 1). Separate analyses were performed  with recurrence of  depressive disorders, 

recurrence of anxiety disorders, and recurrence of depressive or anxiety disorders as the outcome, 

respectively, and were adjusted for covariates in a stepwise manner. First, we adjusted for socio-

demographic characteristics (age, gender and education level). Thereafter, number of chronic 

somatic disorders, recency of the last depressive or anxiety episode, number of previous depressive 

episodes, subclinical depressive (IDS-SR) or anxiety symptoms (BAI) at T0, neuroticism, mastery and 

childhood abuse were entered in the model as fixed factors. We repeated the analyses replacing the 

BAI and IDS-SR by the BAI subjective scale and IDS-SR mood-cognition subscale because these 

subscales contain no somatic features of depressive and anxiety disorders.  

 Lastly, participants who reported a depressive or anxiety episode during the first period (T0-T2) may 

still have been depressed or anxious in the second period (T2-T4), which could imply a chronic 

depressive or anxiety disorder. Therefore, sensitivity analyses were performed in which we excluded 

the assessments in the second period of participants who reported a depressive or anxiety episode at 

T2 (1 month recency) as well as between T2 and T4 (n = 45). 

Analyses were performed with SPSS (version 22) statistical software. Statistical significance was 

tested two-sided at a level of p < .05.  

R E S U L T S  

Characteristics of the study sample at T0 are given in Table 1. Mean age was 44.2 (12.9) years, 71% of 

the participants was female. At T0, 29% scored  ≥ 11 on the 4DSQ somatization subscale, which is an 

indication of impaired functioning. Median 4DSQ score was 6. At T2, 23% of participants scored 

above the cut-off score of 11. Thirty-eight percent (n = 222) of the study sample reported an elevated 

4DSQ score (≥11) at one or more assessments and 59 of these participants scored ≥11 at all three 

assessments. 

Missing data 

We evaluated whether missing values of the main determinant  and outcome variables were related 

to each other. In our study sample, participants with a missing 4DSQ score at T2 (n = 21; χ2 (1) = 

11.18, p = .001) reported a depressive or anxiety episode more often at T4. Participants with missing 

information on depressive or anxiety disorders at T2 (n = 10; χ2 (1) = 6.20, p = .013) reported a 

depressive or anxiety episode more often at T4. Also, participants without information on depressive 

or anxiety disorders at T4 reported a 2.74 (n = 50; t (578) = -3.29, p = .001) and 2.75 (n = 47; t (558) = 
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-3.34, p = .001) points higher 4DSQ score at T0 and T2, respectively, and reported a depressive or 

anxiety episode more often at T2 (n = 50; χ2 (1) = 4.16, p = .041). Missing data on other variables 

were not related to the main determinant and outcome. 

Longitudinal associations between multiple physical symptoms and recurrence of depressive and 

anxiety disorders 

Between the T0 and T2 assessment, 169 of 574 participants (29.4%) developed a depressive or 

anxiety episode; 121 of 574 (21.1%) a depressive episode and 95 of 574 (17.4%) an anxiety episode. 

Between T2 and T4, 138 of 534 participants (25.8%) reported a depressive or anxiety episode; 93 

(17.4%) a depressive episode and 73 (13.7%) an anxiety episode. If we exclude the 169 participants 

who had had a depressive or anxiety episode in the first period, 61 of 376 participants (16.2%) had a 

new episode between T2 and T4. 

Overall, 33.3% of the participants with a 4DSQ score <11 at T0 reported a depressive or anxiety 

episode between T0 and T4, compared to 58.3% of the participants with an elevated (≥11) 4DSQ 

somatization score.  

GEE analyses (Table 2) showed that multiple physical symptoms were significantly associated with 

recurrence of depressive disorder (OR = 1.04, 95%CI = 1.00 to 1.08), anxiety disorder(OR = 1.07, 

95%CI = 1.03 to 1.12), and depressive or anxiety disorders (OR = 1.06, 95%CI = 1.02 to 1.10), on 

average over time. An odds ratio of 1.06 can be interpreted as follows: every unit increase in 4DSQ 

score results in a 6% higher odds of recurrence of depressive or anxiety disorders, within and 

between subjects. Changing the complete IDS and BAI by the IDS mood and cognition subscale and 

the BAI subjective subscale did not change these results substantially. 

Also, an elevated  4DSQ score (≥11) was associated with a higher risk of recurrence of depressive and 

anxiety disorders (Table 3 Appendix, adjusted for sociodemographics; depression: OR = 2.39, 95%CI = 

1.69 to 3.40; anxiety: OR = 2.24, 95%CI = 1.54 to 3.25; depression or anxiety: OR = 2.30, 95%CI = 1.67 

to 3.17). However, these associations were attenuated after adjusting for covariates such as 

depressive symptoms and neuroticism (depression: OR = 1.36, 95%CI = 0.88 to 2.10; anxiety: OR = 

1.42, 95%CI = 0.90 to 2.24; depression or anxiety: OR = 1.48, 95%CI = 0.98 to 2.25).  
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D I S C U S S I O N  

Main findings 

This prospective study showed that multiple physical symptoms were positively associated with 

recurrence of depressive and anxiety disorders, even when residual depressive and anxiety 

symptoms were taken into account.  

Our findings in light of existing literature 

So far, research on the association between multiple physical symptoms and recurrence of 

depressive or anxiety disorders is limited. A study [15] showed that a sustained high number of 

(medically unexplained) physical symptoms was related to recurrence in remitted, recurrently 

depressed patients.  Associations between multiple physical symptoms and the course of depressive 

disorders have been studied more extensively. A systematic review by Huijbregts et al. [12] found 

consistent evidence for a negative association between the presence of physical symptoms and 

treatment response in currently depressed patients. Also, a primary care study found that patients 

with a chronic course had more severe physical symptoms at baseline compared to remitted patients 

[14], while a study using the NESDA data [13] concluded that somatic clusters of persistent 

cardiopulmonary, gastrointestinal, and general symptoms were related to persistence of depressive 

disorders, when two or more of these clusters were present. 

Overall, our results did not change substantially when we adjusted for residual depressive and 

anxiety symptoms and used the IDS mood-cognition and BAI subjective scale, compared to the 

complete IDS and BAI which also cover somatic features of depressive and anxiety disorders. In 

addition, associations between multiple physical symptoms and recurrence of depressive and anxiety 

disorders remained statistically significant after adjusting for covariates such as residual depressive 

or anxiety symptoms. This indicates that multiple physical symptoms and depressive or anxiety 

symptoms are distinctive, but overlapping, concepts, and that multiple physical symptoms are 

related to recurrence of depressive and anxiety disorders regardless of residual depressive or anxiety 

symptoms. Simms et al. [34] studied whether somatic symptoms were statistically independent from 

depressive and anxiety symptoms and concluded that, although a general factor accounted for most 

of symptom variance, specific depressive and somatic symptomatology incrementally predicted 

psychosocial dysfunction and were specific to diagnoses of major depressive disorder and 

somatoform disorder, respectively.   

Finally, when a cut-off score of 11 was used, the presence of multiple physical symptoms was not 

associated with recurrence of depressive and anxiety disorders over four years, after adjusting for 

covariates such as neuroticism.  Explanations for this incongruence could be, for instance, that much 

information is lost when 4DSQ scores are dichotomized, or that neuroticism partly explained the 
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association between multiple psychical symptoms. The odds ratios in our continuous models were 

also attenuated in the adjusted models, which supports the latter explanation. Post-hoc regression 

analyses showed that neuroticism is related to multiple psychical symptoms at T0 (r = 0.39, p < .001; 

β = 0.29 [0.24 to 0.35], p < .001) and to depressive or anxiety disorders during four year follow-up 

(OR = 1.12 [1.09 to 1.15], p < .001) , which is consistent with other studies [35-38]. These results 

suggest that the association between multiple psychical symptoms and depressive and anxiety 

disorders is confounded by neuroticism. 

Strengths and limitations 

One main strength of our study is that we used a prospective cohort, in which multiple physical 

symptoms, depressive and anxiety disorders were measured repeatedly over four years. Besides, 

recurrence of depressive and anxiety disorders was assessed by structured diagnostic interviews, 

covering the complete follow-up period. 

However, our findings should be interpreted in the light of some limitations. First, participants who 

developed a depressive or anxiety episode between T0 and T2 may still have been depressed or 

anxious between T2 and T4. Theoretically, this cannot be seen as remission followed by recurrence 

but as one (chronic) depressive or anxiety episode. Sensitivity analyses, in which we excluded the 

data of the second period (T2-T4) of these participants, showed similar results (Appendix: Table 4).  

Second, multiple physical symptoms were measured with the 4DSQ somatization scale over the past 

week, which is rather short  in relation to a two-year period between assessments. Also, the 4DSQ 

somatization scale does not establish whether physical symptoms are medically unexplained or 

whether participants sought help for these symptoms. Strictly speaking, it does not measure 

somatization but severity of physical symptoms.  

Third, missing values were related to 4DSQ scores and diagnoses of depressive or anxiety disorders. 

For example, participants with a missing 4DSQ score were diagnosed with depressive or anxiety 

disorders more often. This may have resulted in an underestimation of the association between 

multiple physical symptoms and recurrence of depressive and anxiety disorders. However, the 

number of missing values was low, so in our opinion the effect of these selective missing values is 

small. 

Further research and clinical implications 

Although we studied longitudinal associations between multiple physical symptoms and recurrence 

of depressive and anxiety disorders during a four-year period, the number of measurements during 

this time period was limited. More longitudinal research on recurrence of depressive and anxiety 

disorders and its association with multiple physical symptoms is needed, with a higher number of 

repeated measurements. With well-founded knowledge about which risk factors play a role in 
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recurrence of depressive and anxiety disorders, prediction models for recurrence of depressive and 

anxiety disorders can be developed and validated. Such prediction models could establish patients’ 

risk profiles, which allows for better targeted care for recurrent depressive and anxiety disorders 

according to these risk profiles.  

In clinical practice, obtaining patients’ 4DSQ somatization scores could indicate whether a patient is 

at risk of recurrence of depressive or anxiety disorders, and may facilitate the targeting of 

appropriate care [39]. In research, the 4DSQ could be a useful tool to explore the correlations and 

distinctions between somatization, distress, depressive and anxiety disorders.  

Conclusions 

From this prospective study we conclude that multiple physical symptoms were positively associated 

with recurrence of depressive and anxiety disorders over four years, regardless of residual depressive 

and anxiety symptoms. Knowledge of risk factors for recurrence of depressive and anxiety disorders, 

such as the presence of multiple physical symptoms, could provide possibilities for better targeting 

interventions to prevent recurrence. More research is needed to conclude on mechanisms by which 

multiple physical symptoms are related to (recurrence of) depressive and anxiety disorders. 
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Figure 1: Time-lag model 

T0: baseline assessment, T2: two-year follow-up assessment, T4 = four-year follow-up assessment,  
MPS: multiple physical symptoms, Dep/Anx: recurrence of depressive or anxiety disorder  
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Table 1: Characteristics of the study sample at T0 (n = 584)  

Characteristics Mean (SD) or frequency (%) 

Age, in years 44.2 (12.9) 

Gender: female 415 (71.1%) 

Education, in years 12.6 (3.19) 

Number of chronic somatic diseases 
0 
1 
2 or more 

344 (58.9%) 
166 (28.4%) 
74 (12.7%) 

Neuroticism (NEO-FFI; 0-48) 20.7 (7.51) 

Mastery (Pearlin mastery scale; 5-25) 18.9 (3.69) 

Frequency of childhood trauma (n = 582) 
0 
1-2 
3-4 
5-6 
7-8 

302 (51.9%) 
135 (23.2%) 
84 (14.4%) 
50 (8.6%) 
11 (1.9%) 

Distress (4DSQ Distress; 0-28) 8.43 (6.59) 

Multiple physical symptoms (4DSQ Somatization; 0-32 7.82 (5.68)   

Multiple physical symptoms (4DSQ Somatization, dichotomized; n=580)  
 < 11 
 ≥ 11 

412 (71%) 
168 (29%) 

Frequent antidepressants use: yes 77 (13.2%) 

Recency of last depressive or anxiety disorder episode 
more than 1 year ago 
less than 1 year ago 

506 (86.6%) 
78 (13.4%) 

Number of previous depressive episodes (n = 523) 
No previous episodes 
1 previous episode 
2 or more previous episodes 

115 (22.0%) 
235 (44.9%) 
173 (33.1%) 

Subclinical depressive symptoms (IDS-SR; 0-84) 14.0 (8.72) 

Subclinical depressive symptoms (IDS-SR mood-cognition; 0-33) 3.99 (3.11) 

Subclinical anxiety symptoms (BAI; 0-63) 7.07 (6.38) 

Subclinical anxiety symptoms (BAI subjective scale; 0-21) 2.58 (2.68) 
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Table 2: Longitudinal associations of multiple physical symptoms (MPS) with recurrence of depressive and 
anxiety disorders (n=584) 

 
Depression Anxiety Depression or anxiety 

OR (95% CI) p OR (95% CI) p OR (95% CI) p 

MPS 

Unadjusted 

 

1.09 (1.06 to 1.12) 

 

<.001 

 

1.10 (1.07 to 1.14) 

 

<.001 

 

1.10 (1.07 to 1.13) 

 

<.001 

MPS 

Adjusted for socio-demographics 
 

1.09 (1.06 to 1.12) 

 

<.001 

 

1.09 (1.06 to 1.13) 

 

<.001 

 

1.09 (1.07 to 1.12) 

 

<.001 

MPS 

Adjusted for all covariates a 
 

1.04 (1.00 to 1.08) 

 

.046 

 

1.07 (1.03 to 1.12) 

 

.001 

 

1.06 (1.02 to 1.10) 

 

.002 

MPS 

BAI / IDS replaced for BAI subjective 

scale / IDS mood-cognition a 

 

1.05 (1.01 to 1.09) 

 

.018 

 

1.07 (1.03 to 1.11) 

 

.001 

 

1.06 (1.02 to 1.09) 

 

.001 

a adjusted for age, gender, education level, number of chronic somatic disorders, recency of the last depressive or anxiety episode, number 

of previous depressive episodes, subclinical depressive or anxiety symptoms at T0, neuroticism, mastery, and childhood abuse. 
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A P P E N D I X   
 

Table 3: Longitudinal associations of multiple physical symptoms (MPS; dichotomous) with recurrence of depressive and 
anxiety disorders (n=584) 

 
Depression Anxiety Depression or anxiety 

OR (95% CI) p OR (95% CI) p OR (95% CI) p 

MPS (>11) 

Unadjusted 

 

2.41 (1.71 to 3.41) 

 

<.001 

 

2.40 (1.66 to 3.47) 

 

<.001 

 

2.39 (1.74 to 3.29) 

 

<.001 

MPS (>11) 

Adjusted for socio-demographics 

 

2.39 (1.69 to 3.40) 

 

<.001 

 

2.24 (1.54 to 3.25) 

 

<.001 

 

2.30 (1.67 to 3.17) 

 

<.001 

MPS (>11) 

Adjusted for all covariates a 

 

1.36 (0.88 to 2.10) 

 

.169 

 

1.42 (0.90 to 2.24) 

 

.130 

 

1.48 (0.98 to 2.25) 

 

.064 

MPS (>11) 

BAI / IDS replaced for BAI subjective 

scale / IDS mood-cognition a 

1.48 (0.96 to 2.29) .077 1.45 (0.93 to 2.29) .105 1.54 (1.04 to 2.28) .032 

a adjusted for age, gender, education level, number of chronic somatic disorders, recency of the last depressive or anxiety episode, number 
of previous depressive episodes, subclinical depressive or anxiety symptoms at T0, neuroticism, mastery and childhood abuse. 
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A P P E N D I X   
 

Table 4: Sensitivity analysis (GEE in which the data of the second period (T2-T4) was excluded for 
participants (n = 45)who reported a depressive or anxiety episode at T2 and during T2 -T4  

 Recurrence of  

depression or anxiety 

OR (95% CI) p 

Multiple physical symptoms 

Unadjusted 
 

1.10 (1.07 to 1.13) 

 

<.001 

Multiple physical symptoms 

Adjusted for socio-demographics 
 

1.10 (1.07 to 1.13) 

 

<.001 

Multiple physical symptoms 

Adjusted for all covariates a 

 

1.06 (1.02 to 1.10) 

 

.005 

Multiple physical symptoms 

BAI /  IDS replaced for BAI subjective scale / IDS mood-cognition a 1.06 (1.02 to 1.09) .002 

a adjusted for age, gender, education level, number of chronic somatic disorders, recency of the last depressive or anxiety episode, number 
of previous depressive episodes, subclinical depressive and anxiety symptoms at T0, neuroticism, mastery and childhood abuse. 

 


