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Diagnosis and Treatment of Medically Unexplained Symptoms and
Chronic Functional Syndromes

David D. Clarke, MD
Oregon Health & Science University

Medically unexplained symptoms and chronic functional syndromes are common but
few health care professionals have had formal training about their connection to
psychosocial issues. A systematic approach to diagnosis and treatment is described that
is based on published evidence and detailed interviews with more than 7,000 of these
patients. This approach is designed to meet the needs of primary care teams using
techniques for assessing and treating current life stresses, the prolonged impact of
adversity in childhood and somatic presentations of depression, posttraumatic stress,

and anxiety disorders.

Keywords: medically unexplained symptoms, chronic functional syndromes, bodily
distress syndrome, psychophysiologic disorders, somatization

In primary care, 25%-33% of patients expe-
rience medically unexplained symptoms
(MUS), chronic functional syndromes (CFS), or
(in Europe) bodily distress syndrome (BDS;
Kroenke, 2003; Landa, Peterson, & Fallon,
2012). Clinicians have struggled to define these
conditions for many years (Aronowitz, 2001)
and the cost is $256 billion annually in the
United States alone (Barsky, Orav, & Bates,
2005). In these patients, pain or other symptoms
(often more than one) can affect almost any
structure, organ system or body region.

There is growing evidence from controlled
trials that addressing psychosocial problems in
this population leads to significantly improved
outcomes (Escobar et al., 2007; Guthrie, Creed,
Dawson, & Tomenson, 1993; Hsu et al., 2010;
Laird, Tanner-Smith, Russell, Hollon, &
Walker, 2016; Powers et al., 2013; Speckens et
al., 1995). These studies imply a benefit from
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systematically uncovering psychosocial issues.
It is unfortunate that that benefit is not reflected
in the labels MUS, CFS, or BDS. These terms
also fail to take into account functional MRI
studies of fibromyalgia (Kim et al., 2015), so-
matoform pain disorder (Giindel et al., 2008)
and irritable bowel (Drossman et al., 2003)
showing pain is processed with brain circuits
that differ from those of healthy people. A more
accurate and informative diagnosis that incor-
porates the concepts of stress and altered neu-
roanatomy is psychophysiologic disorder
(PPD). (The word psychophysiologic is taken
from the initial description of the biopsychoso-
cial model that emphasized the importance of
“psychophysiologic responses to life change”;
Engel, 1977).

Most patients with PPD referred to a behav-
ioral or mental health professional (BMHP) are
treated with techniques devised for patients
whose primary concern is a mental health issue.
But PPD patients typically deny psychological
problems and tend to resent any implication
otherwise. As a result, outcomes often are un-
satisfactory.

The approach to PPD described below is
based on detailed interviews with more than
7,000 adult or adolescent PPD patients and on
relevant studies (Burton, 2003; Edwards, Stern,
Clarke, Ivbijaro, & Kasney, 2010; Kroenke &
Swindle, 2000; Rasmussen et al., 2006; Smith et
al., 2003). Initial assessment should be by a
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medical clinician. Depending on the needs of
the patient, the clinician’s training and experi-
ence, and the care setting, collaboration with a
BMHP often is appropriate to complete the pro-
cess. The BMHP can, if necessary, also refer for
specialty mental health consultation.

Addressing Skepticism

The first step in evaluating PPD is to address
patients’ reluctance to consider stress as a cause
of physical symptoms. Several techniques can
alleviate this concern, as outlined below.

The earlier in the diagnostic evaluation
you discuss stress affecting the brain as
one possible etiology for symptoms, the
more patients will accept this as part of a
thorough assessment (Drossman et al.,
1999).

Point out that physical responses to stress
are common. Examples include tension
headache, a “knot” in the abdomen in
threatening situations, and blushing with
embarrassment (Peters, Stanley, Rose, &
Salmon, 1998).

Clarify there is no suspicion that symp-
toms are imaginary, self-inflicted, or due to
deficient coping skills, malingering, or hal-
lucination.

If a BMHP collaborates, inform the patient
they are helping evaluate effects of stress
on the brain.

The Stress Evaluation

Stress evaluation is my (nonstigmatizing)
term for the six-part process of diagnosing PPD.
The information can be gathered over several
appointments concurrent with thorough diag-
nostic testing for organic/structural causes. If no
significant stresses are found or treatment of
psychosocial issues fails to relieve the physical
symptoms, then further evaluation for an organ-
ic/structural etiology should be considered.

Part 1: Illness Chronology

Begin by acquiring a detailed chronology of
the patient’s illness including the symptoms’
onset and pattern over time. Then ask about life
stresses that coincide with (or immediately pre-

cede) the start of the illness or flares of symp-
toms.

Case 1. A 37-year-old woman had irritable
bowel symptoms three times in her life: at age
22 during a stressful first job more than 1,000
miles from home, at age 31 during a divorce,
and currently during her second divorce.

Listen for clues that symptoms are highly
unlikely to have an organic or structural cause.

Case 2. A 40-year-old man had abdominal
pain only while driving to work and not when
driving home or on days off work.

Case 3. An older man had more than 25
years of daily lumbar pain, but no symptoms
during his annual 2-week fly-fishing vacation
even when helping to clear brush from around
the lodge.

Case 4. A 29-year-old woman had brief,
severe attacks of abdominal cramps and diar-
rhea two-three times per week for nine months
but not one episode at home.

When assessing abnormalities on imaging
studies, remember that many of these are com-
mon in asymptomatic people. Examples include
mild spinal disk bulge or protrusion (Jensen et
al., 1994), endometriosis, ovarian cysts, and
pelvic adhesions (Harrop-Griffiths et al., 1988).
These findings are unlikely to be a cause of pain
and usually will respond to intervention with no
more than placebo benefit. This is also often
true for gallstones when abdominal pain is atyp-
ical for biliary colic.

Part 2: Current Stresses

A range of life stresses can be associated with
physical symptoms (Burton, Farley, & Rhea,
2009; Barakovi¢, Avdibegovi¢, E., & Sinano-
vi¢, 2013; Hatcher & Arroll, 2008; Miranda,
Pérez-Stable, Muiioz, Hargreaves, & Henke,
1991; Tomenson et al., 2012). Ask if there is a
personal crisis, issues with religious faith, prob-
lems with a spouse or partner, lesbian/gay/
bisexual/transgender concerns, difficulty with
children or parents, workplace stress, financial
problems, or a dilemma involving a friend or
neighbor. Remember to inquire about stressful
events that link chronologically to symptom
flares.

Another common theme is a lack of self-care
skills. Good questions that loved ones can help
answer are listed below.
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Do you care for those close to you but have
difficulty finding time for yourself?

What do you do for enjoyment and how
often?

For most of these patients, their only relief from
endless obligations is when symptoms force
them to rest. A majority experienced a challeng-
ing childhood that diverted them from attending
to their own needs. They were left with little
experience taking time for personal fulfillment
and recreation.

Case 5. A 32-year-old woman in the emer-
gency department is receiving intravenous opi-
ates for acute abdominal pain. Diagnostic tests
are unrevealing. She was a competitive spring-
board diver from ages 4—18, practicing before
and after school and on weekends. Currently
she is working full time, as is her husband. She
coaches her two daughters and others, drives
children long distances to competitions, and
volunteers as swim club director. Personal time
is rare. Her symptoms moderated after discus-
sion about how much she had missed as a child.
She was discharged with analgesic tablets and a
plan to take regular time focused on personal
enjoyment. Her pain resolved 810 weeks later
after discovering great pleasure in piano les-
sons.

Part IIla: Adverse Childhood
Experiences (ACEs)

ACEs increase the risk for many types of
poor health outcome (Felitti et al., 1998), in-
cluding PPD, which can begin during child-
hood, adolescence or well into midlife. Symp-
toms can be mild or severe, single or multiple,
and can persist for years or even decades. A
good sequence of questions is as follows.

1. Were you under stress as a child?

2. On a scale of 1-10, 10 being worst, how
stressed were you as a child?

3. Please tell me what leads you to choose

that number.

How have you been affected later in life?

If you learned that a child you care about

was growing up exactly as you did, how

would that make you feel? (Patients often

minimize the adversity they experienced.

This question can help them to a more

accurate assessment.)

vk

After each question, listen for mistreatment
capable of causing enduring harm to self-esteem
and/or anger, fear, shame, grief, or guilt. This
suffering often proves to be the source of unre-
solved emotions that are then expressed somat-
ically. This is the fundamental cause of PPD in
ACE survivors. Common forms of childhood
mistreatment in this population include abuse,
neglect, lack of praise or emotional support,
excessive responsibilities, bullying by peers,
and parental violence or substance abuse.

Most children suppress their emotional reac-
tion to chronic adversity (Miller, 2008; Kirken-
gen, 2010). Consequently, as adults they might
recall only a fraction of the distress associated
with their mistreatment. Detailed questioning
(particularly question five above) combined
with empathy skills often is needed to compre-
hend the full depth of emotion in people who do
not perceive it themselves. Patients who are
unable to recall their childhood might benefit
from an interview by a psychotherapist.

Part IIIb: Stages of ACE Recovery

In my PPD patients with ACEs, a majority
experiences up to three overlapping stages of
recovery. Finding manifestations of this during
a Stress Evaluation improves understanding of
the patient’s healing process. PPD can begin at
any time, even in Stage Three when, outwardly,
life appears less stressful.

Stage One. Personality traits that develop
in response to ACEs include poor self-esteem,
stressful personal relationships, perfectionism,
detrimental levels of self-sacrifice and increased
vigilance. Anxiety and depression often are
present. Also common are behaviors that sup-
port coping such as eating disorders, addictions
(alcohol, drugs, nicotine, exercise, work, sex,
gambling, shopping), and self-injury. Addi-
tional coping characteristics include reliability,
attending to details, a capacity for hard work
and compassion for others in need.

Stage Two. Negative traits from Stage One
diminish and the positive traits generate sup-
portive feedback from friends and colleagues.
This leads to steady growth in self-esteem. ACE
survivors eventually recognize they deserve to
be treated far better than they were as children.
For the first time they feel worthy of mutually
supportive relationships.
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Stage Three. Declining stress, improving
self-esteem and feeling worthy of better treat-
ment contrasts with and generates emotion
about adversity experienced as a child. But be-
cause of years spent suppressing emotional re-
actions, patients lack conscious awareness of
anger, fear, grief, shame or guilt even when an
ACE perpetrator is still active in the patient’s
life. The result is emotion that is expressed
somatically (causing symptoms) rather than
verbally or via behavior. (It is not uncommon
for symptom onset to coincide with the first
supportive relationship, which I refer to as the
good-partner/bad-illness syndrome.) Recovery
results from conscious recognition of these
emotions followed by converting their somatic
expression into verbal expression (see the Treat-
ment section below).

It is remarkable how frequently ACE survi-
vors are unaware of emotions powerful enough
to cause illness. The following patient’s illness
was unexplained after consultation by more
than a dozen specialists including a psychiatrist.

Case 6. A 50 year-old woman was admitted
to a university hospital about four times annu-
ally for 15 years for days-long attacks of nau-
sea, vomiting, and vertigo. Symptoms resolved
rapidly and permanently after discovery that
nearly all the attacks were directly linked to
episodic interactions with her verbally abusive
mother (although most ACE survivors with
PPD need months or years to fully recover).

Part 4: Depression

In primary care patients with depression, so-
matic rather than emotional symptoms predom-
inate (Kroenke et al., 1994). A large majority of
my patients denied feeling depressed though
most of them felt stressed or frustrated. A
vague, nonspecific description of the symptoms
and desperation to find relief that is out of
proportion to findings on physical exam are
clues to depression. Confirmation usually fol-
lows from inquiry into early morning awaken-
ing, anhedonia, fatigue, anorexia, tearfulness,
thoughts of self-harm, and loss of hope for the
future.

Part 5. Posttraumatic Stress

Routinely ask about traumatic, terrifying, or
horrifying life events (Andreski, Chilcoat, &
Breslau, 1998; Gupta, 2013; Hoge, Terhako-

pian, Castro, Messer, & Engel, 2007; Mcfar-
lane, Atchison, Rafalowicz, & Papay, 1994).
The link to PPD is clear when symptoms begin
soon after the trauma, especially when accom-
panied by manifestations of posttraumatic
stress, such as flashbacks, nightmares, avoid-
ance of reminders of the trauma, emotional
numbness, and increased vigilance.

PPD that begins long after the trauma is more
challenging to diagnose and is not rare. Symp-
toms usually follow a triggering event linked to
the trauma.

Case 7. A 34-year-old woman had a
3-year history of episodic nausea, vomiting
and right lower quadrant (RLQ) abdominal
pain. She indicated the site of pain by forming
her hand into the shape of a pistol and point-
ing the “barrel” at the RLQ. Thirteen years
earlier she witnessed the murder of her
brother by gunshot to the RLQ. Ten years
later, just before the onset of symptoms, she
unexpectedly encountered her brother’s killer
in a store (shortly after his release from
prison), although he did not recognize her.

Part 6: Anxiety Disorders

The prevalence of generalized anxiety disor-
der (GAD) in primary care is 7%—8% and most
complain of physical symptoms rather than
worry or fear (Stein & Sareen, 2015). A clue to
GAD is that the somatic illness tends to be
significantly less severe at times when the pa-
tient feels safe.

Case 4 above who had diarrhea attacks only
away from the safety of her home is an exam-
ple. Another patient experienced progressive
stiffness and discomfort in the neck and shoul-
ders if he left his home but not if he remained
there. Most GAD patients will admit to exces-
sive worry about minor matters if asked specif-
ically.

A variant of GAD is social anxiety disorder
where symptoms are triggered by social situa-
tions such as public speaking or the presence of
large numbers of people. Patients often worry
about embarrassing themselves or being judged
by others.

Case 9. An adolescent had severe diarrhea
but only on Tuesdays and Thursdays when she
played soccer for her high school team and felt
very anxious about her performance. Symptoms
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responded well to the selective serotonin re-
uptake inhibitor (SSRI) paroxetine.

Panic attacks also can be misdiagnosed as
organic disease. Sudden onset and a rapid peak
of intense fear often accompanied by shortness
of breath, heart palpitations, chest discomfort,
trembling, a choking sensation, or nausea
should prompt consideration of panic. The di-
agnosis is likely if episodes abort rapidly after
taking a short-acting benzodiazepine.

Treatment

A useful diagnostic technique that also initi-
ates treatment is to have the patient compile a
list of all their life stresses past and present.
This has value for several reasons.

During a stress evaluation, many patients
want to provide more information than
time permits. They can be encouraged to
add these disclosures to their list of stresses
for review during follow-up.

The number of listed stresses and their
tendency to cluster in particular areas (such
as workplace or spouse) can be a revela-
tion.

Often patients feel prompted to find solu-
tions to some items with subsequent im-
provement in their symptoms.

Patients who lack self-care skills should, ide-
ally, set aside 2—5 hr per week (best as a block)
for trial and error in search of an activity whose
primary purpose is enjoyment. This process can
require months, often induces guilt (at first) and
benefits from support by other members of the
patient’s household. But once people acquire
the ability to put themselves on the list of those
for whom they care, the improvement in symp-
toms is gratifying and enduring.

PPD resulting from ACEs often benefits from
psychotherapy. However, there are several
straightforward techniques a BMHP or medical
clinician can implement that are surprisingly
helpful. Supportive, nonjudgmental listening
about ACEs builds trust. It is also therapeutic
with a 35% reduction in doctor office visits
though this is not sustained beyond one year
without follow-up (Felitti & Anda, 2010). Re-
framing coping behaviors (eating disorders, ad-
dictions, self-injury) as normal responses to an

abnormal past environment conveys acceptance
and compassion.

The next step is to facilitate greater conscious
recognition of emotions about childhood mis-
treatment. Even patients who deny these feel-
ings often reconsider when asked to imagine a
young loved one enduring the same experience.

Case 10. A 33-year-old man had a 20-year
history of multiple PPD symptoms. After his
parents’ divorce when he was age 8, they con-
tinued to live in the same home, sleeping sepa-
rately, with daily mutual hostility. The patient
denied significant impact until asked to imagine
observing his beloved 6-year-old niece experi-
encing the same environment for a week. Fol-
lowing a long pause, the patient said, “After that
week, I would shoot myself.”

Once the patient appreciates the magnitude of
their anger, fear, grief, shame or guilt, it is
important to help them take pride in the heroic
accomplishment of surviving their ACEs. This
reframing, when encouraged by a health care
professional, can initiate meaningful growth in
self-esteem that is fundamental to further prog-
ress. Concurrently, the patient can convert the
somatic expression of emotion (physical symp-
toms) into verbal expression by

writing thoughts and emotions in a journal
or in a letter to the ACE perpetrator (usu-
ally not mailed; Pennebaker & Smyth,
2016),

imagining a child enduring what the pa-
tient experienced and writing what they
would communicate to that child, and

meeting with an experienced psycho-
therapist.

If a patient has ongoing interaction with their
ACE perpetrator(s) it is often essential to
change the nature of the encounters or set rela-
tionship boundaries. This is challenging until
self-esteem has grown but can be a key contrib-
utor to symptom relief.

Depression, PTSD, and the anxiety disorders
can be managed with counseling and/or medi-
cation, depending on the patient’s preference
and local expertise.

Another therapeutic option is self-help books
about PPD that are based on published evidence
and extensive clinical experience (see Table 1).
Asking patients if they “like to read” can gauge
patients’ interest in these and also functions as a
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Table 1
Self-Help Books

Book (author, year)

Back in Control: A Spine Surgeon’s Roadmap Out of
Chronic Pain (Hanscom, 2012)

Childhood Disrupted: How Your Biography Becomes
Your Biology, and How You Can Heal (Nakazawa,
2015)

Chronic Pain: Your Key to Recovery (Oldfield, 2014)

The Hidden Psychology of Pain: The Use of
Understanding to Heal Chronic Pain (Alexander, 2012)

Opening Up by Writing It Down: How Expressive Writing
Improves Health and Eases Emotional Pain
(Pennebaker & Smyth, 2016)

Pathways to Pain Relief (Anderson & Sherman, 2013)

They Can’t Find Anything Wrong! 7 Keys to
Understanding, Treating, and Healing Stress Illness
(Clarke, 2007)

Think Away Your Pain (Schechter, 2014)

Unlearn Your Pain (Schubiner, 2016)

screen for literacy. Finally, faith-based or other
support groups and/or adjunctive practice of
mindfulness, relaxation technique, meditation,
or yoga are helpful to many.

The Stress Medicine Group Appointment

A classroom is a nonthreatening venue for
presenting the ideas above. A significant frac-
tion of attendees will seek individual BMHP
support after hearing this information. A 6-year
experience with this class produced a statisti-
cally significant increase in attribution of symp-
toms to stress, a 22% decrease in medical office
visits (Clarke, 1999) and a 50% annual increase
in referrals to the class by medical clinicians.
My annotated slide set is available online at no
charge (http://www.stressillness.com/Lectures

.php).
Conclusion

Millions of patients experience PPD, but few
health professionals have had formal training in
uncovering and managing the psychosocial
causes. The result is a large blind spot in the
health care system. Francis Peabody discussed
this failure and its remedies at length in a fa-
mous speech in 1925, summarizing many useful
ideas by saying: “In all your patients whose
symptoms are of functional origin, the whole
problem of diagnosis and treatment depends on

your insight into the patient’s character and
personal life” (Peabody, 1927, p. 882).

In the 90 years since then, management of
PPD patients has not achieved its potential.
However, with the diagnostic process and ther-
apeutic measures described above, outcomes in
PPD patients can move closer to parity with
results achieved for structural abnormalities and
organic disease.

References

Alexander, J. (2012). The hidden psychology of pain:
The use of understanding to heal chronic pain.
Bloomington, IN: Balboa Press.

Anderson, F., & Sherman, E. (2013). Pathways to
pain relief. Seattle, WA: CreateSpace.

Andreski, P., Chilcoat, H., & Breslau, N. (1998).
Posttraumatic stress disorder and somatization
symptoms: A prospective study. Psychiatry Re-
search, 79, 131-138. http://dx.doi.org/10.1016/
S0165-1781(98)00026-2

Aronowitz, R. A. (2001). When do symptoms be-
come a disease? Annals of Internal Medicine, 134,
803-808. http://dx.doi.org/10.7326/0003-4819-
134-9_Part_2-200105011-00002

Barakovié¢, D., Avdibegovi¢, E., & Sinanovi¢, O.
(2013). Depression, anxiety and somatization in
women with war missing family members. Mate-
ria Socio Medica, 25, 199-202. http://dx.doi.org/
10.5455/msm.2013.25.199-202

Barsky, A. J., Orav, E. J., & Bates, D. W. (2005).
Somatization increases medical utilization and
costs independent of psychiatric and medical co-
morbidity. Archives of General Psychiatry, 62,
903-910. http://dx.doi.org/10.1001/archpsyc.62.8
.903

Burton, C. (2003). Beyond somatisation: A review of
the understanding and treatment of medically un-
explained physical symptoms (MUPS). The British
Journal of General Practice, 53, 231-239.

Burton, T., Farley, D., & Rhea, A. (2009). Stress-
induced somatization in spouses of deployed and
nondeployed servicemen. Journal of the American
Academy of Nurse Practitioners, 21, 332-339. http://
dx.doi.org/10.1111/.1745-7599.2009.00411.x

Clarke, D. D. (1999). Functional gastrointestinal
symptoms: A new approach using a stress illness
diagnosis clinic. Clinical Perspectives in Gastro-
enterology, 2, 40—-46.

Clarke, D. D. (2007). They can’t find anything
wrong! 7 keys to understanding, treating, and
healing stress illness. Boulder, CO: Sentient Pub-
lications.

Drossman, D. A., Creed, F. H., Olden, K. W., Sved-
lund, J., Toner, B. B., & Whitehead, W. E. (1999).
Psychosocial aspects of the functional gastrointes-


http://www.stressillness.com/Lectures.php
http://www.stressillness.com/Lectures.php
http://dx.doi.org/10.1016/S0165-1781%2898%2900026-2
http://dx.doi.org/10.1016/S0165-1781%2898%2900026-2
http://dx.doi.org/10.7326/0003-4819-134-9_Part_2-200105011-00002
http://dx.doi.org/10.7326/0003-4819-134-9_Part_2-200105011-00002
http://dx.doi.org/10.5455/msm.2013.25.199-202
http://dx.doi.org/10.5455/msm.2013.25.199-202
http://dx.doi.org/10.1001/archpsyc.62.8.903
http://dx.doi.org/10.1001/archpsyc.62.8.903
http://dx.doi.org/10.1111/j.1745-7599.2009.00411.x
http://dx.doi.org/10.1111/j.1745-7599.2009.00411.x

publishers.

ghted by the American Psychological Association or one of its allied

This document is copyri

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

PSYCHOPHYSIOLOGIC DISORDERS 315

tinal disorders. Gut, 45, 25-30. http://dx.doi.org/
10.1136/gut.45.2008.ii25

Drossman, D. A., Ringel, Y., Vogt, B. A., Leserman,
J., Lin, W., Smith, J. K., & Whitehead, W. (2003).
Alterations of brain activity associated with reso-
lution of emotional distress and pain in a case of
severe irritable bowel syndrome. Gastroenterol-
ogy, 124, 754-761. http://dx.doi.org/10.1053/gast
.2003.50103

Edwards, T. M., Stern, A., Clarke, D. D., Ivbijaro, G.,
& Kasney, L. M. (2010). The treatment of patients
with medically unexplained symptoms in primary
care: A review of the literature. Mental Health and
Family Medicine, 7, 209-221.

Engel, G. L. (1977, April 8). The need for a new
medical model: A challenge for biomedicine. Sci-
ence, 196, 129-136. http://dx.doi.org/10.1126/
science.847460

Escobar, J. 1., Gara, M. A., Diaz-Martinez, A. M.,
Interian, A., Warman, M., Allen, L. A., . . . Rod-
gers, D. (2007). Effectiveness of a time-limited
cognitive behavior therapy type intervention
among primary care patients with medically unex-
plained symptoms. Annals of Family Medicine, 5,
328-335. http://dx.doi.org/10.1370/afm.702

Felitti, V. J., Anda, R. F., Nordenberg, D., William-
son, D. F., Spitz, A. M., Edwards, V., . .. Marks,
J. S. (1998). The relationship of childhood abuse
and household dysfunction to many of the leading
causes of death in adults. American Journal of
Preventive Medicine, 14, 245-258. http://dx.doi
.org/10.1016/S0749-3797(98)00017-8

Felitti, V. J., & Anda, R. (2010). The relationship of
adverse childhood experiences to adult medical
disease, psychiatric disorders and sexual behavior:
Implications for healthcare. In R. Lanius, E. Ver-
metten, & C. Pain (Eds.), The impact of early life
trauma on health and disease (pp. 77-87). Cam-
bridge, UK: Cambridge University Press. http://dx
.doi.org/10.1017/CB0O9780511777042.010

Giindel, H., Valet, M., Sorg, C., Huber, D., Zimmer,
C., Sprenger, T., & Tolle, T. R. (2008). Altered
cerebral response to noxious heat stimulation in
patients with somatoform pain disorder. Pain, 137,
413-421. http://dx.doi.org/10.1016/j.pain.2007.10
.003

Gupta, M. A. (2013). Review of somatic symptoms
in posttraumatic stress disorder. International Re-
view of Psychiatry, 25, 86—-99. http://dx.doi.org/10
.3109/09540261.2012.736367

Guthrie, E., Creed, F., Dawson, D., & Tomenson, B.
(1993). A randomised controlled trial of psycho-
therapy in patients with refractory irritable bowel
syndrome. The British Journal of Psychiatry, 163,
315-321. http://dx.doi.org/10.1192/bjp.163.3.315

Hanscom, D. (2012). Back in control: A spine sur-
geon’s roadmap out of chronic pain. Seattle, WA:
Vertus Press.

Harrop-Griffiths, J., Katon, W., Walker, E., Holm, L.,
Russo, J., & Hickok, L. (1988). The association
between chronic pelvic pain, psychiatric diagno-
ses, and childhood sexual abuse. Obstetrics and
Gynecology, 71, 589-594.

Hatcher, S., & Arroll, B. (2008). Assessment and
management of medically unexplained symptoms.
British Medical Journal, 336, 1124-1128. http://
dx.doi.org/10.1136/bm;j.39554.592014.BE

Hoge, C. W., Terhakopian, A., Castro, C. A., Messer,
S. C., & Engel, C. C. (2007). Association of post-
traumatic stress disorder with somatic symptoms,
health care visits, and absenteeism among Iraq war
veterans. The American Journal of Psychiatry,
164, 150—153. http://dx.doi.org/10.1176/ajp.2007
.164.1.150

Hsu, M. C., Schubiner, H., Lumley, M. A., Stracks,
J. S., Clauw, D. J., & Williams, D. A. (2010).
Sustained pain reduction through affective self-
awareness in fibromyalgia: A randomized con-
trolled trial. Journal of General Internal Medicine,
25, 1064-1070. http://dx.doi.org/10.1007/s11606-
010-1418-6

Jensen, M. C., Brant-Zawadzki, M. N., Obuchowski,
N., Modic, M. T., Malkasian, D., & Ross, JI. S.
(1994). Magnetic resonance imaging of the lumbar
spine in people without back pain. The New Eng-
land Journal of Medicine, 331, 69-73. http://dx
.doi.org/10.1056/NEJM199407143310201

Kim, J., Loggia, M. L., Cahalan, C. M., Harris, R. E.,
Beissner, F., Garcia, R. G., . . . Napadow, V.
(2015). The somatosensory link in fibromyalgia:
Functional connectivity of the primary somatosen-
sory cortex is altered by sustained pain and is
associated with clinical/autonomic dysfunction.
Arthritis & Rheumatology, 67, 1395-1405. http://
dx.doi.org/10.1002/art.39043

Kirkengen, A. L. (2010). The lived experience of
violation: How abused children become unhealthy
adults. Bucharest, Romania: Zeta Books. http://dx
.doi.org/10.7761/9789731997476

Kroenke, K. (2003). Patients presenting with somatic
complaints: Epidemiology, psychiatric comorbid-
ity and management. International Journal of
Methods in Psychiatric Research, 12, 34-43.
http://dx.doi.org/10.1002/mpr.140

Kroenke, K., Spitzer, R. L., Williams, J. B. W.,
Linzer, M., Hahn, S. R., deGruy, F. V., 1II., &
Brody, D. (1994). Physical symptoms in primary
care. Predictors of psychiatric disorders and func-
tional impairment. Archives of Family Medicine, 3,
774-779. http://dx.doi.org/10.1001/archfami.3.9
774

Kroenke, K., & Swindle, R. (2000). Cognitive—
behavioral therapy for somatization and symptom
syndromes: A critical review of controlled clinical
trials. Psychotherapy and Psychosomatics, 69,
205-215. http://dx.doi.org/10.1159/000012395


http://dx.doi.org/10.1136/gut.45.2008.ii25
http://dx.doi.org/10.1136/gut.45.2008.ii25
http://dx.doi.org/10.1053/gast.2003.50103
http://dx.doi.org/10.1053/gast.2003.50103
http://dx.doi.org/10.1126/science.847460
http://dx.doi.org/10.1126/science.847460
http://dx.doi.org/10.1370/afm.702
http://dx.doi.org/10.1016/S0749-3797%2898%2900017-8
http://dx.doi.org/10.1016/S0749-3797%2898%2900017-8
http://dx.doi.org/10.1017/CBO9780511777042.010
http://dx.doi.org/10.1017/CBO9780511777042.010
http://dx.doi.org/10.1016/j.pain.2007.10.003
http://dx.doi.org/10.1016/j.pain.2007.10.003
http://dx.doi.org/10.3109/09540261.2012.736367
http://dx.doi.org/10.3109/09540261.2012.736367
http://dx.doi.org/10.1192/bjp.163.3.315
http://dx.doi.org/10.1136/bmj.39554.592014.BE
http://dx.doi.org/10.1136/bmj.39554.592014.BE
http://dx.doi.org/10.1176/ajp.2007.164.1.150
http://dx.doi.org/10.1176/ajp.2007.164.1.150
http://dx.doi.org/10.1007/s11606-010-1418-6
http://dx.doi.org/10.1007/s11606-010-1418-6
http://dx.doi.org/10.1056/NEJM199407143310201
http://dx.doi.org/10.1056/NEJM199407143310201
http://dx.doi.org/10.1002/art.39043
http://dx.doi.org/10.1002/art.39043
http://dx.doi.org/10.7761/9789731997476
http://dx.doi.org/10.7761/9789731997476
http://dx.doi.org/10.1002/mpr.140
http://dx.doi.org/10.1001/archfami.3.9.774
http://dx.doi.org/10.1001/archfami.3.9.774
http://dx.doi.org/10.1159/000012395

publishers.

ghted by the American Psychological Association or one of its allied

This document is copyri

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

316 CLARKE

Laird, K. T., Tanner-Smith, E. E., Russell, A. C.,
Hollon, S. D., & Walker, L. S. (2016). Short-term
and long-term efficacy of psychological therapies
for irritable bowel syndrome: A systematic review
and meta-analysis. Clinical Gastroenterology and
Hepatology, 14, .e4937-947. http://dx.doi.org/10
.1016/j.cgh.2015.11.020

Landa, A., Peterson, B. S., & Fallon, B. A. (2012).
Somatoform pain: A developmental theory and
translational research review. Psychosomatic Med-
icine, 74, 717-7217. http://dx.doi.org/10.1097/PSY
.0b013e3182688e8b

McFarlane, A. C., Atchison, M., Rafalowicz, E., &
Papay, P. (1994). Physical symptoms in posttrau-
matic stress disorder. Journal of Psychosomatic
Research, 38, 715-726. http://dx.doi.org/10.1016/
0022-3999(94)90024-8

Miller, A. (2008). The drama of the gifted child: The
search for the true self (30th anniversary rev. ed.).
New York, NY: Basic Books.

Miranda, J., Pérez-Stable, E. J., Muiloz, R. F., Har-
greaves, W., & Henke, C. J. (1991). Somatization,
psychiatric disorder, and stress in utilization of
ambulatory medical services. Health Psychology,
10, 46-51. http://dx.doi.org/10.1037/0278-6133
.10.1.46

Nakazawa, D. J. (2015). Childhood disrupted: How
your biography becomes your biology, and how
you can heal. New York, NY: Atria Books.

Oldfield, G. (2014). Chronic pain: Your key to re-
covery. Bloomington, IN: AuthorHouse.

Peabody, F. (1927). The care of the patient. Jour-
nal of the American Medical Association, 88,
877-882. http://dx.doi.org/10.1001/jama.1927
.02680380001001

Pennebaker, J., & Smyth, J. (2016). Opening up by
writing it down: How expressive writing improves
health and eases emotional pain (3rd ed.). New
York, NY: Guilford Press.

Peters, S., Stanley, 1., Rose, M., & Salmon, P. (1998).
Patients with medically unexplained symptoms:
Sources of patients’ authority and implications for
demands on medical care. Social Science & Med-
icine, 46, 559-565. http://dx.doi.org/10.1016/
S0277-9536(97)00200-1

Powers, S. W., Kashikar-Zuck, S. M., Allen, J. R.,
LeCates, S. L., Slater, S. K., Zafar, M., . . . Her-
shey, A. D. (2013). Cognitive behavioral therapy
plus amitriptyline for chronic migraine in children
and adolescents: A randomized clinical trial. Jour-
nal of the American Medical Association, 310,
2622-2630. http://dx.doi.org/10.1001/jama.2013
282533

Rasmussen, N. H., Furst, J. W., Swenson-Dravis,
D. M., Agerter, D. C., Smith, A. J., Baird, M. A.,
& Cha, S. S. (2006). Innovative reflecting inter-
view: Effect on high-utilizing patients with medi-
cally unexplained symptoms. Disease Manage-
ment, 9, 349-359. http://dx.doi.org/10.1089/dis
.2006.9.349

Schechter, D. (2014). Think away your pain. Culver
City, CA: MindBody Medicine Publications.

Schubiner, H. (2016). Unlearn your pain (3rd ed.).
Culver City, CA: MindBody Medicine Publica-
tions.

Smith, R. C., Lein, C., Collins, C., Lyles, J. S., Given,
B., Dwamena, F. C., . . . Given, C. W. (2003).
Treating patients with medically unexplained
symptoms in primary care. Journal of General
Internal Medicine, 18, 478—489. http://dx.doi.org/
10.1046/j.1525-1497.2003.20815.x

Speckens, A. E. M., van Hemert, A. M., Spinhoven,
P., Hawton, K. E., Bolk, J. H., & Rooijmans,
H. G. M. (1995). Cognitive behavioural therapy
for medically unexplained physical symptoms: A
randomised controlled trial. British Medical Jour-
nal, 311, 1328-1332. http://dx.doi.org/10.1136/
bm;j.311.7016.1328

Stein, M. B., & Sareen, J. (2015). Generalized anx-
iety disorder. The New England Journal of Medi-
cine, 373, 2059-2068. http://dx.doi.org/10.1056/
NEJMcp1502514

Tomenson, B., McBeth, J., Chew-Graham, C. A.,
MacFarlane, G., Davies, 1., Jackson, J., . . . Creed,
F. H. (2012). Somatization and health anxiety as
predictors of health care use. Psychosomatic Med-
icine, 74, 656—664. http://dx.doi.org/10.1097/PSY
.0b013e31825cb140

Received January 20, 2016
Revision received July 20, 2016
Accepted July 29, 2016 =


http://dx.doi.org/10.1016/j.cgh.2015.11.020
http://dx.doi.org/10.1016/j.cgh.2015.11.020
http://dx.doi.org/10.1097/PSY.0b013e3182688e8b
http://dx.doi.org/10.1097/PSY.0b013e3182688e8b
http://dx.doi.org/10.1016/0022-3999%2894%2990024-8
http://dx.doi.org/10.1016/0022-3999%2894%2990024-8
http://dx.doi.org/10.1037/0278-6133.10.1.46
http://dx.doi.org/10.1037/0278-6133.10.1.46
http://dx.doi.org/10.1001/jama.1927.02680380001001
http://dx.doi.org/10.1001/jama.1927.02680380001001
http://dx.doi.org/10.1016/S0277-9536%2897%2900200-1
http://dx.doi.org/10.1016/S0277-9536%2897%2900200-1
http://dx.doi.org/10.1001/jama.2013.282533
http://dx.doi.org/10.1001/jama.2013.282533
http://dx.doi.org/10.1089/dis.2006.9.349
http://dx.doi.org/10.1089/dis.2006.9.349
http://dx.doi.org/10.1046/j.1525-1497.2003.20815.x
http://dx.doi.org/10.1046/j.1525-1497.2003.20815.x
http://dx.doi.org/10.1136/bmj.311.7016.1328
http://dx.doi.org/10.1136/bmj.311.7016.1328
http://dx.doi.org/10.1056/NEJMcp1502514
http://dx.doi.org/10.1056/NEJMcp1502514
http://dx.doi.org/10.1097/PSY.0b013e31825cb140
http://dx.doi.org/10.1097/PSY.0b013e31825cb140

	Diagnosis and Treatment of Medically Unexplained Symptoms and Chronic Functional Syndromes
	Addressing Skepticism
	The Stress Evaluation
	Part 1: Illness Chronology
	Case 1
	Case 2
	Case 3
	Case 4

	Part 2: Current Stresses
	Case 5

	Part IIIa: Adverse Childhood Experiences (ACEs)
	Part IIIb: Stages of ACE Recovery
	Stage One
	Stage Two
	Stage Three
	Case 6

	Part 4: Depression
	Part 5. Posttraumatic Stress
	Case 7

	Part 6: Anxiety Disorders
	Case 9

	Treatment
	Case 10

	The Stress Medicine Group Appointment

	Conclusion
	References


