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Abstract

Background Functional somatic symptoms (FFS) and bodily distress disorders are highly prevalent across all
medical settings. Services for these patients are dispersed across the health care system with minimal conceptual
and operational integration, and patients do not currently access therapeutic offers in significant numbers due to
a mismatch between their and professionals’ understanding of the nature of the symptoms. New service models
are urgently needed to address patients'needs and to align with advances in aetiological evidence and diagnostic
classification systems to overcome the body-mind dichotomy.

Method A panel of clinical experts from different clinical services involved in providing aspects of health care for
patients with functional symptoms reviewed the current care provision. This review and the results from a focus group
exploration of patients with lived experience of functional symptoms were explored by the multidisciplinary expert
group, and the conclusions are summarised as recommendations for best practice.

Results The mapping exercise and multidisciplinary expert consultation revealed five themes for service
improvement and pathway development: time/access, communication, barrier-free care, choice and governance.
Service users identified four meta-themes for best practice recommendations: focus on healthcare professional
communication and listening skills as well as professional attributes and knowledge base to help patients being
both believed and understood in order to accept their condition; systemic and care pathway issues such as stronger
emphasis on primary care as the first point of contact for patients, resources to reduce the length of the patient
journey from initial assessment to diagnosis and treatment.

Conclusion We propose a novel, integrated care pathway for patients with ‘functional somatic disorder’, which
delivers care according to and working with patients’explanatory beliefs. The therapeutic model should operate
based upon an understanding of the embodied nature of patient’s complaints and provide flexible access points to
the care pathway.
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Background

Healthcare systems globally struggle to provide for
patients who present with functional somatic symptoms.
Burton et al. [1, p. 1], on behalf of the EURONET-Soma
group, acknowledge that “functional somatic symptoms
and disorders are common and complex phenomena...
they pose major challenges across medical specialities”.
Accordingly, the National Health Service (NHS) in the
United Kingdom emphasises on its website that “many
people have persistent physical complaints” Although
Burton et al. proposed “a new classification, ‘functional
somatic disorder, which is neither purely somatic nor
purely mental” (p. 1), the frequently used term “Medically
Unexplained Symptoms” (MUS) carries the assumption
that they “..don’t appear to be symptoms of a medical
condition..” [2]. This notion is out of date with respect to
developments in the understanding of functional somatic
symptom disorders; the new versions of the two main
international diagnostic classification systems — DSM-V
and ICD-11 [3, 4] — no longer differentiate between
medically un/explained somatic disorders; instead, they
refer to the ongoing presence of somatic symptoms that
are distressing and result in excessive attention under
the new terms somatic symptom disorder/bodily dis-
tress disorder (SSD/BDD). In fact, a large proportion of
patients with long-term medical conditions suffer from
bodily distress symptoms, and the criterion of ‘no physi-
cal basis’ has consequently dropped in line with new
findings regarding the aetiology of the disorder, updat-
ing the biopsychosocial model [5, 6]. On that basis we
decided to choose “functional somatic symptom disor-
der” as umbrella term whilst reporting findings from the
literature according to the terms used in the primary lit-
erature. The incidence reported under the terms MUS or
persistent physical symptoms (PPS) suggests that at least
20% of primary care presentations account for these con-
ditions, approximately 50% in secondary medical outpa-
tient clinics [7, 8] and that patients with MUS/PPS have
disproportionately high rates of healthcare utilisation [9].
An estimated 10% of the annual expenditure working-age
population in the NHS in England (at least three billion £
each year) is used to diagnose and treat MUS/PPS, result-
ing in appr. £1.2k per patient annually on average [9,
10]. The total societal costs are estimated to be approxi-
mately £18 billion [11]. The Kings Fund [12] analysed the
situation across the NHS and concluded, “Much of this
expenditure currently delivers limited value to patients;
at worst, it can be counterproductive or even harmful” (p.
10). It has been estimated that 70% of people with MUS/

PPS will also experience comorbid depression or anxiety
disorders [2]; hence, there is a compelling case for deliv-
ering care in an integrated way to ensure that a person’s
psychosocial and physical health and needs are met.
Despite the enormous impact on service, pressures on
health economies and poor treatment outcomes, there
is currently no dedicated/specific integrated care path-
way at the primary or secondary care level in the NHS for
patients with functional somatic disorders. The standard
talking therapy offered within NHS talking therapy ser-
vices (formerly known as ‘Improving Access to Psycho-
logical Therapy’/IAPT services) for patients with MUS
and Long-Term-conditions (LTC) delivers psychological
(“talking”) therapy through a separate provider entity,
and the treatment offered is not accepted by a large pro-
portion of referred patients; drop-out rates are 50%, and
a recent estimate of only 17% recovery rates [13, 14] indi-
cates the need for a more efficient and acceptable treat-
ment. Existing care models for patients with functional
somatic syndromes do not adequately address the needs
of these patients. New and innovative intervention strat-
egies are necessary to achieve better health and corre-
sponding economic outcomes. Therefore, experts have
suggested that research into new, effective, and favour-
able service models and treatments that are acceptable
to patients according to their preferences and specific
explanatory beliefs is urgently needed [15].

The East London Foundation Trust (ELFT) provides
mental, community and primary health services across
the Luton and Bedfordshire geographical footprint (Bed-
ford, Luton, Milton Keynes / BLMK Integrated Care Sys-
tem). Between 2010 and 2020, ELFT clinicians developed
and evaluated a novel care pathway package [16-18]
and a manualised body-oriented group therapy inter-
vention [19] for patients with MUS disorders, which is
now implemented in East London. The service demon-
strated that this novel, embedded care package benefited
patients and contributed to reductions in health care
utilisation, therefore reducing the overall cost associated
with MUS [17]. Based on those experiences, this study
aimed to develop recommendations for commissioners
with respect to an evidence-based and clinically desired
integrated service model for patients with FSS.

Methods

A multidisciplinary expert group was established in Bed-
fordshire in 2020 by the Medical Director for Research &
Innovation from ELFT, inviting representatives from all
healthcare provider organisations with relevance for the
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treatment of patients with functional somatic syndromes
in the community (see authors list, in addition staff from
the Bedfordshire Chronic Fatigue Syndrome Service and
the Improving Access to Psychological Therapy Service).

This expert group aimed to map existing services, to
review examples of services where elements of care are
provided in a holistic, integrative fashion and to centrally
consider the views of people with lived experience of
functional somatic symptoms.

Service mapping

The clinical expert group conducted a mapping exercise
of all services that provide elements of healthcare for
this particular patient cohort. This was carried out to
understand the existing service elements and problems
in care delivery, to discover underlying interrelationships
and structures as a basis for a shared model of the clini-
cally desired system, and to understand how the system
structure creates observable outcomes. Team members
from the respective providers were also asked to iden-
tify their vision for an updated service model. The expert
group defined the main questions and started with the
construction of a visual map of the current complex sys-
tem of care; in the second step, the group reflected on
this service map, described current referral/treatment
pathways, and identified strengths and weaknesses with
those services operating separately. The group consid-
ered this in the context of the available evidence base
and the recommendations obtained from the service user
lived experience focus group. Third, the group strived to
achieve consensus and to develop a vision for the future.

Focus group with service users

To better understand the experience of the healthcare
journey by patients who had been managing functional
somatic symptoms and to develop lived experience rec-
ommendations to improve the service pathway within
Bedfordshire, we conducted a focus group with patients.
Recruitment to the focus group used convenience sam-
pling, through staff within the expert group who work
with this patient population. They were asked to identify
potential participants for the focus group. In addition,
the lead GP from Leighton Road Surgery in Bedfordshire
was asked to identify potential participants from the sur-
gery caseload. Willing participants were then contacted
via telephone by the ELFT People Participation Lead for
Bedfordshire Community Health Services (CG), who
provided information about the purpose of the focus
group, the logistics of the day, the need for confidential-
ity, and reward and recognition for taking part. This was
also an opportunity for all potential participants to ask
any questions and feel prepared before deciding to take
part in the focus group.
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The semi-structured online focus group format fol-
lowed a topic guide specifically developed for this study
(see supplementary file); the topic guide was not pilot
tested. Based upon discussions within the expert group,
we hypothesised that the following themes may arise:
belief, information, length of journey, diagnosis, path-
way (care and treatment/processes), and communication
(including language and terminology). These hypotheses
formed the basis of the questions chosen for the inter-
view topic guide, shown below.

To better understand the existing pathway, we asked:

1. What has been good about your experience of
services/care and treatment to date?

2. What has not been good about your experience of
services/care and treatment to date?

3. Where or who did you first go to for help when your
symptoms started?

4. What happened when you first went to your GP?

To better understand the impact of people’s experiences,
we asked:

5. What impact has good experiences had on you?
6. What impact has bad experiences had on you?

To guide improvements and shape the future pathway, we
asked:

7. What would you have liked to have happened?
8. What should the pathway look like?

CG contacted the participants prior to the focus group
and explained her involvement and personal interest
in the study as an expert by experience. All participants
provided informed consent; the focus group was deliv-
ered online on a singular occasion and lasted for two
hours (including a 15-minute break). It was facilitated by
author CG with a staff member supporting any technical
issues and offering support around navigating the chosen
virtual platform.

The discussion of the focus group was audio-recorded
and transcribed for thematic analysis by author CG
(female); transcripts were not returned to participants for
comments. Ethical approval for this service evaluation
was obtained from the East London NHS Trust Gover-
nance and Ethics Committee for Studies and Evaluations
(GECSE).

A realist epistemology, grounded in the pragmatism of
service improvement within the NHS was adopted as the
theoretical stance during analysis. Thematic analysis [20]
was conducted on a question-by-question basis (by CG),
this allowed for an inductive approach (per question)
which was set within a wider theoretical or deductive
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frame (i.e. the question format of the whole focus group).
This method ensured that the identified themes remained
strongly linked to the data and that the lived experience
of the focus group members was privileged. Furthermore,
interpretation was minimised and themes remained at a
semantic level. Analysis began with data familiarisation
through reading and re-reading the transcript, line by
line coding and initial theme development followed, and
then, reviewing the themes for completeness through
connecting back to the primary data in the transcript.
For each question and answer pair, a thematic map was
developed, which showed the hierarchy of themes and
relational factors between themes. The prevalence of
identified codes was noted, but not used to weight the
themes. Using the thematic maps enabled clear identifi-
cation of themes additional to those hypothesised by the
expert group; though these were not integrated in the
overall analysis. A further stage of synthesis of all themes
from each thematic map resulted in meta-themes which
represent this group’s core lived experiences.

Results

Service mapping (the Central Bedfordshire population
294,200 according to the 2021 census) to identify care
options available for patients with functional somatic
symptoms:

Existing treatment for people with medically unex-
plained persistent symptoms/ Bodily Distress Disorder
involved six different (at times overlapping) services
across the county, as follows:

Primary care services consisted of 11 primary care
networks with 43 surgeries. GP surgeries were often the
first point of access for patients with somatic symptoms,
although surgeries varied in their approach to dealing
with patients who presented with FSS (or diagnosis of
MUS/PPS), and no surgery provided a dedicated service
for these patients.

Luton & Bedford Liaison Psychiatry Services provided
assessments, treatment recommendations and general
management plans for inpatients at Luton & Dunstable
and Bedford hospitals who presented with a combina-
tion of mental and physical health problems. The service
provides signposting and connecting with other services,
and optional brief psychosocial interventions are offered.
Although the Service was not specifically commissioned
to provide for patients with FSS, psychiatrists contrib-
uted to multidisciplinary team meetings at Bedford
Hospital where very complex cases with chronic pain,
eating disorder issues, substance misuse issues, recurrent
admissions, etc., were discussed.

The Pain Psychology/Pain Management Team at Cir-
cle Integrated Care (Bedfordshire), in partnership with
the Essex Partnership University NHS Foundation Trust
(EPUT), provided patients with musculoskeletal (MSK)
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conditions with outreach to various settings, including
outpatient clinics, GP surgeries, and community venues.
It also included a pain management service for patients
where other physical/medical interventions have been
tried or were not considered appropriate and where the
pain has been manifesting for three to six months or lon-
ger. A clear emphasis was placed on ‘management’ and
not on ‘cure. Additionally, the Pain Psychology Service
offered a one-to-one assessment, psychoeducation and
brief psychological therapy (on average, six sessions with
a range from one to twelve sessions) for some patients
based on cognitive behaviour therapy (CBT). There was
also a group-based pain management programme (PMP,
based on CBT) with six sessions of PMP (two to three
hours per session) and one three-month follow-up ses-
sion. This was led by the psychologist and specialist pain
physiotherapist, with the pain nurse also involved in one
or two sessions.

Bedfordshire Chronic Fatigue Syndrome (CFS) Ser-
vice The CES service of Bedfordshire Community Health
Services provided specialist multidisciplinary team
(MDT) care for patients with at least four months of
chronic and significant fatigue, where the fatigue was
persistent or relapsing and was present for at least 50%
of the time (as per 2016 guidance). Patients presented
with associated symptoms such as joint/muscle pain,
reduced memory and concentration, and fatigue substan-
tially impacted daily activities. The small MDT of psy-
chologists, physiotherapists, and occupational therapists
provided MDT assessment, collaborative diagnosis and
treatment, self-management education, graded exercise
therapy, CBT and occupational therapy inputs (service
treatment has since changed to ‘Energy Management
Principles’).

Improving Access to Psychological Therapy Service
(IAPT; now: Talking Therapy Service)

Bedfordshire Talking Therapies provide mainly CBT
and a range of different therapy modalities through indi-
vidual or group sessions. The service aims to help people
aged 17 and over who are experiencing common men-
tal health problems such as depression and anxiety dis-
orders. In addition, the service also offers help to foster
living well with long-term physical health conditions,
recognising that mental health can play a role in physical
health in relation to the symptoms experienced and the
impact this has on people’s lives. Talking therapy services
are now also offering treatment to patients with MUS
according to the expansion of the remit of the previous
“IAPT” service.

Secondary Care Mental Health Services: There was
no secondary care mental health service in Bedford-
shire dedicated to offering treatments for individuals
with functional disorders. Only patients with a signifi-
cant degree of psychiatric comorbidity are accepted by
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community mental health teams with a focus on provid-
ing care for mental health problems. Patients were pre-
dominantly seen by liaison psychiatry teams, if referred.
Some patients with more severe symptoms and corre-
sponding disability were referred to one of the tertiary
neuropsychiatry centres in the country.

Following the visual mapping exercise and sorting of
identified themes, a co-created outline for an integrated
Functional Somatic Symptom Disorder Care Pathway,
which we termed ‘Staff Vision, was developed as follows:

Time: Significantly reduced waiting times lead to
patients receiving the right service in a timely man-
ner. Patient reports of being ‘bounced’ between several
services and not receiving any targeted intervention to
address their needs were reduced. This is also related to
early intervention, which has the potential to prevent
patients from becoming chronic.

Communication: The provision of seamless referral
pathways between different service providers, built on
improved communication within teams and across ser-
vices, particularly between primary and secondary care,
as well as with community psychology services. At the
beginning of the pathway, good-quality MDT assessment
with individual collaborative formulations was ensured.
During treatment, regular MDT meetings were provided
across services to present and discuss cases.

Barrier-free Care: For patients to experience seamless
integrated service without referral processes between
service providers. Ideally, there is no waiting time for
patients, which could be addressed using signposting
to where patients can receive care more rapidly if one
service has no capacity. Accessible and straightforward
referral routes and clarity in terms of what each service is
offering so that there is no overlap. The implementation
of more joint up-working between services, particularly
where gaps have been identified in service provision and
patients do not meet the criteria for CMHT, Bedfordshire
Wellbeing Service/IAPT or specialist pain management/
chronic fatigue services.

Choice: A range of therapeutic interventions are offered
through a range of professional modalities. This includes
the introduction of more virtual therapy groups, which
have been successful since the COVID-19 pandemic. In
addition, a mixture of group and individual therapy pro-
visions was provided, with adequate group therapy space.
The expansion of the workforce to routinely include
physiotherapists and occupational therapists. Formalis-
ing pathways for liaison with specialties such as gastroen-
terologists and neurologists.

Continued Professional Development, Evaluation &
Research: Initially, further education of primary care
practitioners to identify suitable patients, support posi-
tive engagement and refer appropriately. Then, a system
of training and development on this subject across all
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disciplines ensures that best practices are shared with all
parts of the healthcare system. The provision of profes-
sional forums to discuss complex cases that use all levels
of healthcare. Ongoing evaluation of services and patient
experiences has the potential for large-scale research to
demonstrate impact.

Clinical Governance: Within this barrier-free model
of care, which spans traditional healthcare boundaries,
there are clear operational policies for services, mean-
ing that staff members have a clear remit and that patient
expectations can be effectively managed.

Focus group of people with lived experience

All five participants who expressed an interest were
included: four participants were female, and one was
male. One participant described their ethnicity as mixed
and four stated that they were white. The participants’
age range was from 21 to 60 years old. There was a range
in employment status and level of educational attainment
amongst the participants.

For brevity within this paper, the full findings will not
be reported. An overview of the four meta-themes iden-
tified by people with lived experience of a functional
somatic symptom condition are shown below:

« DPatient perceptions of being both believed and
understood by healthcare professionals supported
a more positive experience of care. The focus group
linked this to effective communication on the part of
the professional and highlighted the skill of listening.

+ The professional and personal attributes of
healthcare professionals, as perceived by patients,
also affected the healthcare journey. The GPs, as the
first point of contact for patients, played a pivotal
role in determining whether these patients had a
positive experience and healthcare journey. The
focus group linked more positive experiences of
care to greater knowledge and understanding of FSS
and of potential treatment pathways by healthcare
professionals. Furthermore, the group highlighted
that their perception of the professional’s attitudes
toward FSS directly affected their wellbeing.

+ The length of the journey from initial assessment to
diagnosis affected health outcomes and experience
for these patients, with longer healthcare journeys
linked to more negative experiences by focus group
members.

+ Understanding and accepting their condition was
an important aspect of these patients’ healthcare
journeys. The focus group considered that being
supported by healthcare professionals, both to
understand and to accept FSS, was an important part
of their experience.
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Recommendations

Following a review of the findings from both the service
mapping and from the focus group the following recom-
mendations were suggested. Furthermore, the expert
group suggested setting up a county-wide steering group
with representatives from all healthcare organisations to
provide a context for continuing engagement with com-
missioners and people with lived experience.

1. Transparent communication, accountability and
coproduction: Engagement with service users should
be sought and achieved through Focus Groups,
Surveys, Personal interviews, Open Forum events,
Patient Representation on the Steering Group,
and direct participation in service-level Quality
Improvement projects. The steering group should
regularly provide feedback to people’s participation
groups about how their contributions have helped
shape the project towards an integrated care offer.

2. The importance of primary care services and
empathic/trustful communication for the patient
journey and experience: Reports from patients
and professionals indicate that the success of the
interactions between these patients and their GPs
early on and during the healthcare journey plays a
pivotal role in determining how patients judge their
experience of care and treatment within this pathway
and may impact the length of their health journey
and ultimately their health and wellbeing. A training
package for all primary care health care workers

Table 1 Professional behaviour recommendations for Health
Care Professionals providing care for patients with FSS/MUS/PPS/
BDD (modified based upon a literature synthesis, e.g. [21-23]
Recommended (Do’s) Discouraged (Dont’s)

« Acknowledge the symptoms and their - Tell the patient that you can
severity. Understand the patient and find nothing wrong. (There is
the effect the symptoms are havingon  something wrong).

them.

« Show patient you believe they have - Tell the patient the symp-
the symptoms. They are real and they ~ toms are normal. They are not

are experienced in the body. normal for the patient.

« Be honest when a patient has unusual - Reassure repeatedly (never

or inconsistent symptoms. ending cycle).

« Think about how you can empower - Tell the patient there is

the patient. nothing you can do to help.

« Explain the links between physical and - Give results of normal tests

psychological stresses with clear and and reassure and think that

positive language. this will help.

- Negotiate a culturally responsive + Suggest to the patient

explanation. that the "real” cause of the
symptoms is a psychological
problem.

« Normalise: all symptoms are -Provide simplified and dicho-

biopsychosocial tomic purely psychological or

purely somatic explanations
for physical symptoms.
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should address the importance of developing trustful
relationships and a shared explanatory model that no
longer carries simplified and dichotomic assumptions
about the nature of the physical complaints (as being
psychological in nature). Instead, the training must
provide an up-to-date account of bodily distress
disorder symptoms in the context of a contemporary
biopsychosocial model. A new service model should
consider the positive impact that individual health
care professionals can have on the experience of
patients on this pathway. Participants in the focus
group cited particular healthcare professionals and
their ability to listen and ‘believe’ the patient and
their support for the patient to understand and
accept a diagnosis as key moments in their journey.
People with lived experience refer to a predominant
model among professionals, suggesting “it’s all in the
mind” Taking a holistic approach and knowledge
and understanding the nature of FSS seemed to be
the defining characteristics of the HCPs that were
mentioned positively. The Focus Group discussions
suggested that communication (language and
terminology) between healthcare professionals and
patients may be pivotal to this population feeling
believed and understood. It may also play a role

in how patients feel about their diagnosis. Team-
based training should emphasise the importance of
empathic acceptance and the relevance of the initial
consultation, the chosen language to label somatic
complaints. The training package must encompass
practical steps to foster therapeutic relationships at
all levels, including an awareness of key “Do’s and
Don'ts according to the literature (Table 1):

. Updating knowledge through continuous professional

development (CPD) and Curricula amendments:
The focus group findings suggested that knowledge
and understanding from healthcare professionals
(particularly GPs) may be an area that could
significantly impact the healthcare journey of this
patient group. GPs should be adequately trained

to make a provisional diagnosis of bodily distress
disorder according to new criteria in the ICD-11
or the equivalent “somatic symptom disorder” in
the DSM-V. Healthcare professionals should be
able to understand contemporary biopsychosocial
care models and the overlap of functional symptom
disorders with conditions such as complex
posttraumatic stress disorder.

. Systemic issues/the provider collaborative:

Commissioners should consider the inadequate
current length of time from first presenting with
symptoms to the point of diagnosis; it was strongly
emphasised that this gap needs to be reduced for
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patients on this pathway. The focus group discussions
suggested that the length of time to diagnosis

may have a negative impact on both patients’
experience and their health and wellbeing (course
and prognosis). Service-level interventions must be
provided in a seamless, coordinated manner, allowing
real-time monitoring and timely communication

of all care elements provided. Patients should be
given a main point of contact (ideally their primary
care practitioner) and communicated clearly to the
patients as a comprehensive care plan (akin to the
principle of long-term condition management).
Integrated care and continuity are key components
for patients to feel adequately supported, and service
users stressed the fact that repetitive accounts

of their symptoms induce a sense of chaos and a
feeling of being misunderstood. Information sharing
between professionals is crucially important to
reduce the need for patients to retell their stories

to multiple HCPs. This is of particular importance
within primary care if patients are not able to see the
same GP.

5. Treatment and support options: Developing a
shared understanding, mutually acceptable and valid
conceptualisation of patients’ somatic complaints
is the first and foremost objective in the treatment
of FSS conditions. This requires a timely and skilled
provision of psychoeducation, utilising established
new explanatory frameworks that enable patients
to explore the inseparable and situative (embedded)
nature of all experiences across the spectrum of
mental, somatic and interpersonal phenomena.
Reference should be given to the importance and
process of patients’ understanding of their condition
and the potential this may have in improving both
experience and health outcomes. Some patients
went on to say that understanding their condition
improved their ability to self-manage.

Based upon a clearly communicated working diagnosis,
treatment should be offered according to the principles
of informed choices, acknowledging that patients have
different preferences and characteristics that impact
the effectiveness of treatment options. According to the
findings of this study, treatment options included in a
portfolio for an integrated service, delivered by a mul-
tidisciplinary group of health care professionals and for
patient’s choice: self-help (sensible literature web sites,
handouts); problem solving for social/interpersonal
problems; psychoeducation; reattribution approaches,
psychological treatment: CBT, psychodynamic psycho-
therapy, mindfulness/mindfulness-based stress reduc-
tion, body-oriented psychological therapy, exercising;
progressive muscle relaxation and related techniques;
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Yoga/Pilates courses; and drug treatments: herbal rem-
edies and antidepressants.

Discussion

This project enabled a stock-taking analysis of services
provided for patients with FSS disorders in the county
of Bedfordshire, bringing together people with lived
experience (patients) and experts from various services
currently involved in the provision of care elements for
this patient population: the MSK service, A&E Psychi-
atric liaison services, Primary Care, Community Health
Services, Secondary Care Psychology, Liaison Psychia-
try, and IAPT. The network aimed to develop a system
proposal for service reconfiguration to create a seam-
less service with multiple access points and flexible care
delivery. The recommendations developed by the FSS
care provider network in Bedfordshire are broadly con-
sistent with the recently published national guidance by
the National Neurosciences Advisory Group in February
2023 [24] for integrated care of patients with functional
neurological disorder (FND). The guidance highlights the
importance of peer-support, psychoeducation, multidis-
ciplinary planning of personalised care and integration of
health services through pooling of resources from differ-
ent providers.

Some important variations are required for the pro-
vision of an integrated care pathway for FSS patients.
Most patients present at the primary care level initially,
and the GP is often referred to as the most trusted cli-
nician for these patients, as highlighted by focus group
members. The current primary context is, however,
significantly compromised in its capacity to provide
comprehensive care for long-term conditions. Most
GPs receive no specific training in managing medically
unexplained symptoms [25] and may lack confidence
in exploring the complex holistic nature of functional
somatic symptom disorders and the relevant psychologi-
cal issues potentially involved. The needs of people with
ESS vary greatly and often require multidisciplinary input
from various therapists. The primary care organisational
framework (mostly ten-minute consultation slots) and
the large increase in demand in recent years have posed
significant challenges. Capitalising on the effective thera-
peutic relationship patients have established with their
GPs, it seems nevertheless advisable if not necessary to
provide FSS services at the primary care level. One way
of achieving that is the creation of specific clinics with
initial assessments and therapeutic elements provided
at primary care premises. In many parts of the United
Kingdom, newly configured primary care networks and
neighbourhood teams can be utilised to identify practices
with large enough rooms for group therapy. The recom-
mendations established through the coproduced work
of clinical experts and experts by experience suggest a



Rohricht et al. BMC Health Services Research (2024) 24:698

clinical model that operates a single point of access care
provided by a team of clinicians working according to
a biopsychosocial model and a paradigm of embodied
engagement. Integration of care elements involves cru-
cially also transdisciplinary co-creative cooperation and
integrated approaches such as psychologically informed
physiotherapy or movement therapy.

More specifically, the FSS disorder care pathway can
be provided at the primary care level based upon pooled
and integrated resources or as specific FSS clinics; either
way, the specific health care agenda of patients with a
range of functional somatic symptoms makes it necessary
for an experienced doctor to provide clinical leadership
to provide assurance to both patients and wider sys-
tems about concerns that “something serious of medical
nature may be missed” (e.g., GPs, pain/MSK specialists
or psychiatrists with specific expertise in psychological
medicine/liaison psychiatry). The multidisciplinary team
needs to integrate the expertise of allied health profes-
sionals (physiotherapists, arts therapists and occupa-
tional/speech and language therapists) while continuing
to operate with a degree of diagnostic uncertainty. The
patient’s predominant explanatory belief (“it’s caused by
a physical illness not yet detected”) inevitably results in
repeated negotiations regarding the necessity for further
medical investigations. The input from a senior doctor in
the MDT is therefore crucially important in representing
the evidence base and medical facts: it has been demon-
strated that family physicians demonstrate a high level of
accuracy in subjectively recognising functional somatic
symptom disorders without the aid of standardised
assessments [26]. A systematic review and meta-analysis
conducted by Eikelboom et al. [27] identified 16 follow-
up studies (1980-2014), and the rate of revised diagno-
ses for functional somatic symptoms (pain, fatigue, IBS
bowel, multiple bodily symptoms) was very low at 0.5%.
However, this evidence is of course based on rational
and systematic diagnostic testing before a diagnosis of
functional disorder is made. The advantage of a primary
care-based/aligned service model is therefore the reliable
assurance provided to FSS sufferers that medical over-
sight remains with their GPs/doctors who will respond
to any significant change in their presentation, assuring
continuity of care and clinical oversight. Anecdotal clini-
cal evidence suggests that doctors tend to avoid assigning
diagnostic codes related to the range of functional disor-
ders, which makes it difficult to determine the real scale
of the problem in research. Holding care responsibilities
for these patients at the team level with distributed and
defined roles may make it easier to record FSS condi-
tions in the future. Another important success factor for
an FSS service is the continuity of care aspect. Patients
with somatic complaints tend to present at various ser-
vice-level access points at times of subjective crises. An
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integrated care model should ensure the coordination of
care between various provider points, providing seamless
and timely information sharing with an identified point
of care within the service model so that patients can
develop trustful and reliable therapeutic relationships.

Figure 1 summarises an integrated, desired care path-
way model.

Considering the results of a systematic review and
metaanalysis for the psychological treatment of somato-
form disorders and medically unexplained physical
symptoms, it appears increasingly questionable as to
whether a standard talking therapy approach is as effec-
tive as claimed. For CBT, the standard and most widely
applied modality of psychological therapy, moderate
improvements in symptom reduction have been reported
[28]. Summarising the evidence base for IAPT talking
therapies, Geraghty & Scott conclude that “this is not a
strong evidence base for IAPT to treat MUS” [14, p. 3].
Recovery rates recorded at IAPT services and the degree
of engagement following initial referral both indicate that
patient acceptance of this treatment modality remains
poor and has suboptimal effects [14]. Based upon devel-
opments in cognitive sciences, the embodied nature of
thought processes has increasingly been emphasised
[29]. Focusing on the most prevalent persistent physical
symptom of pain, an updated version of the biopsycho-
social model [6, 30] and associated recommendations
for holistic treatments therefore refer to new under-
standings of somatization. Furthermore, according to an
empirical study [31], body image is an important feature
in patients with somatoform disorders. New treatments
have been proposed accordingly, with interventions
that operate at the level of the lived body (body/sen-
sory awareness, body cathexis/affect regulation, move-
ment behaviour [29, 30]. One major advantage of these
approaches is a better match with the patient perspective
and a shared language; current descriptors of complaints
presuppose body and mind dualism, whereas the notion
of the extended mind [32] asserts that mind is neither
body nor brain but rather a complex interplay of those
with the environment. A holistic healthcare offer must
address binary/Cartesian misconceptions of the nature
of functional disorders at the heart of the therapeutic
offer. An explanatory model can be communicated to
patients in such a way that it validates their experiences
(i.e., problems occurring on physical levels in the con-
text of distress). Somatic complaints are not exclusively
psychogenic or somatogenic but rather ‘psychosomatic’
in nature. The professional formulation operates com-
prehensively across domains, allowing for an individu-
alised understanding of the constellation of presenting
complaints; this will take into account biological vulner-
abilities, biographical factors such as childhood adver-
sity or significant life events, and cognitive and illness
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Patient presents with somatic symptoms suggestive of fimctional somatic
disorder/bodily distress disorder/somatization in context of MI

Specialist
medical
outpatient clinic

General
Practitioner

Accident/Emerg
ency department

Hospital
Admission

v 4 I I I

Referral to specialist integrated BDD service
- Consultant review and oversight clinic appointments
- Psychoeducation session (1:1, 60 mins)
- Choice of group therapy: MBSR or SHLG (BOPT), 10-20 sessions
- Optional additional: individual BOPT (10-20 sessions) for selected patients
- Optional additional for FND patients: Speech & Language therapy, Occupational
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therapy, Physiotherapy sessions (provided by Community Neuro Team)

MI =Mental Illness
BDD =Bodily Distress Disorder

FND=Functional Neurological Disorder
OT=Occupational Therapy
CBT=Cognitive Behaviour Therapy

PTSD=Posttraumatic Stress Disorder

3 i * *
Specialist pain || Chronic Fatigue Specialist Community Neuro Rehab.
clinic for treatment with Psychol ogical Service for patients with
symptomatic OT, physio- Therapy Service || FND & significant
somatic pain therapy. (Activity || & CIMHS for mobility rehabilitation
treatment management) complex PTSD needs (e.g. wheelchair

Psychology bound)

Legend:

MBSR=Mindfulness Based Stress Reduction
SHLG = Strategies for Healthy Living Group
BOPT=Body Oriented Psychological Therapy

CIMHS=Community Integrated Mental Health Service

Fig. 1 Care pathway illustration

behaviour models with corresponding reinforcement of
acquired beliefs. A service model that applies a radical
embodiment paradigm allows us to focus the therapeu-
tic strategy on important key somatic facts, centring on
the sensitisation theory [33]: predisposing biological vul-
nerability, low pain thresholds, hyperarousal reactions,
an amplifying somatic style of coping, alexithymia and
focused attention towards distressing bodily sensations
(hypervigilance) have been described in the literature [5].
Body-oriented psychological therapies explicitly operate
on the level of the ‘lived body; intrinsically relating to the
observation that distress can be expressed through non-
verbal (somatic) communication (“body language”, pos-
tures, gestures, movements”).

An informal scoping literature review conducted in the
context of this study revealed a paucity of primary care-
embedded and integrated FSS services, mostly restricted
to psychiatric consultation models. Edwards et al. [34]
concluded that “GPs’ beliefs about the lack of treatment
guidance are consistent with the literature: there are few
MUS treatment studies based in primary care” (p. 211).
Examples identified as providing integrated care at the
primary care level through informal reports refer to an
emphasis on self-management, psychoeducation [35] and
consultation with experts. Increasingly, multidisciplinary
rehabilitation approaches emphasise the important con-
tributions of Allied Health Professionals (see above), with
an emphasis on capabilities, physical resilience, stress
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resistance and autonomic regulation [36]. Few studies
have reported the outcomes of integrated service mod-
els. The “City & Hackney Primary Care Psychotherapy
Consultation Service/PCPCS” report, published by the
Centre for Mental Health [37], presented findings from
a sample of 282 patients with MUS (49%), personal-
ity disorder (51%) or chronic mental health problems
(52%). The evaluation demonstrated significant clinical
improvements and reductions in NHS service use costs
in the 2 years after the start of treatment; however, they
calculated the average cost per patient as £1.348 (at the
level of cost established for routine care [10]. This is
likely related to the fact that the service included mainly
patients with high morbidity and severe mental illness.
Another holistic care intervention study [38] explored the
efficacy of involving relaxation response and resiliency
training and showed a significant reduction in healthcare
utilisation across clinical services. Rohricht & Elanjithara
[16] conducted an analysis of a cohort of MUS patients
who were treated with body-oriented psychological ther-
apy (BOPT) in a specialist liaison psychiatry outpatient
clinic. Service utilisation in the year following BOPT
(A&E attendance and referrals to specialist services) was
reported to have significantly decreased by nearly 50%.
Similarly, a subsequent cohort study evaluating a novel
care pathway for patients with MUS indicated that care
pathway implementation at the primary care level results
in significant reductions in somatic symptom levels and
associated improvements in health-related subjective
quality of life [17, 18]. The study demonstrated net sav-
ings within the wider care system, particularly within
acute care, due to a reduction in unnecessary service
utilisation; the calculations suggest that each one pound
invested in the care pathway can result in two-three
pounds savings elsewhere in the system. Based upon
healthcare cost estimations for the study period, the
cost per patient treatment was estimated at £228. A cor-
responding systematic review regarding the cost-effec-
tiveness of interventions for MUS [39] emphasised that
group interventions might be more cost effective than
individual interventions. Overall, these figures are very
encouraging and point towards a highly cost- and clini-
cally effective opportunity for service development across
geographic footprints in the context of Integrated Care
Systems. These systems allow for sector-based commis-
sioning through provider collaboratives, which is cru-
cial for patients with FSS who have traditionally been
neglected in the wider system due to disputes about the
nature of their conditions (unsuitable dichotomy of men-
tal versus physical health problems).

Subject to added expertise and resources, those ser-
vice models might extend to other specific diagnostic
groups, such as ‘Chronic Fatigue Syndrome’ and ‘Func-
tional Neurological Disorders; as well as, to some extent,

Page 10 of 12

‘Long-Covid’ conditions, as they pose significant chal-
lenges to health care providers given the diagnostic and
aetiological uncertainty. The body-oriented nature of the
novel primary care pathway can be an important way to
lower the threshold for patients’ acceptance of a holistic
care offer because it does not imply psychological causal-
ity in the same way as the IAPT/talking therapy model.
Instead, an embodied therapeutic experience of contex-
tualising symptoms, exploring their situational nature
and the way body and mind operate as a holistic organ-
ism, can also become an enabler for subsequent psy-
chotherapeutic exploration of more specific aetiological
factors.

In summary, the expert group concluded that the pro-
posed integrated primary care FSS disorder pathway can
complement the existing care elements and address a
significant gap within the current provider systems with
the additional benefit of a promising impact on health
economies. Whilst this study aimed to explore healthcare
support and treatment offers for patients with functional
somatic disorders, pathway development should crucially
consider also the importance of promoting resilience,
self-efficacy and recovery.

There are however methodological limitations to con-
sider for conclusions drawn: due to the fact that this was
an unfunded study, only a relatively small group of five
patients was recruited through the trust’s people partici-
pation team; patients reported to have included collat-
eral information from other patients in their responses,
but it remains questionable to what extent their views are
representative of the entire patient population across the
county. Subsequent research in larger patient samples
should capture patient views about service provisions
prospectively, utilising the findings of this study to deter-
mine hypotheses. The qualitative methods could have
been strengthened through initial piloting of the ques-
tionnaire to assess suitability, using a team to conduct
analysis to enable inter-rater reliability, returning to par-
ticipants after analysis for member checking and a final
stage of integration of findings from both the professional
and people with lived experience.

More systematic research is required, guided by people
with lived experience, with a view to test the recommen-
dations of this study and their corresponding hypotheses
regarding anticipated clinical benefits and cost-effective-
ness of delivering an integrated care model for patients
with functional somatic symptom disorder.
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