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BACKGROUND: There are no proven, comprehensive treatments in primary care for patients with medically unexplained
symptoms (MUS) even though these patients have high levels
of psychosocial distress, medical disability, costs, and utilization. Despite extensive care, these common patients often
become worse.
OBJECTIVE: We sought to identify an effective, research-based
treatment that can be conducted by primary care personnel.
DESIGN: We used our own experiences and files, consulted
with experts, and conducted an extensive review of the
literature to identify two things: 1) effective treatments from
randomized controlled trials for MUS patients in primary care
and in specialty settings; and 2) any type of treatment study in
a related area that might inform primary care treatment, for
example, depression, provider-patient relationship.
MAIN RESULTS: We developed a multidimensional treatment
plan by integrating several areas of the literature:
collaborative/stepped care, cognitive-behavioral treatment,
and the provider-patient relationship. The treatment is
designed for primary care personnel (physicians, physician
assistants, nurse practitioners) and deployed intensively at the
outset; visit intervals are progressively increased as stability
and improvement occur.
CONCLUSION: Providing a comprehensive treatment plan for
chronic, high-utilizing MUS patients removes one barrier to
treating this common problem effectively in primary care by
primary care personnel.
KEY WORDS: physical symptoms; somatization; somatoform;
primary care; evidence-based.
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T

he medical system fares poorly with patients seeking
care for medically unexplained symptoms (MUS).1 We

prefer the more encompassing and descriptive term MUS,
but many use terms like somatization1 and somatoform
disorders2 for these patients. Unfortunately, many MUS
patients avidly seek care to find an organic disease they
fear but do not have. Doctors then may test for and even
treat (nonexistent) organic disease. This produces high
utilization of services, unnecessary laboratory testing
and consultation, increased costs, and high iatrogenic
complication rates (e.g., ill-advised tests, drug addiction,
and trial treatments for presumed but absent organic
diseases).3±9
Further problematic is that we overlook patients'
basic problem of psychosocial distress.10±13 Rates of
mental and physical dysfunction are high; disability
and poor work records are common; relationships are
poor; and personal distress prevails. Magnifying the
impact, MUS patients constitute a large proportion of all
outpatients.14±18 The entire system suffers not only from a
harmful effect upon patients, but also from excessive costs
and utilization.12,13,19±25 With some urgency, evidencebased treatment is required if we are to reverse these
problems. This article describes a comprehensive treatment plan for MUS patients designed for primary care
personnel, a well-recognized need.26
In a literature review, we sought not only to understand work in primary care and specialty settings, but also
to go beyond present approaches to find additional
research that might inform treatment. Some urge that
simply doing better with what we now have is insufficient,
that synthetic new models designed for primary care are
needed, and that producing evidence for the models is the
essential next step.27,28

FORMULATING THE INTERVENTION
Literature Review
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We synthesized the treatment from our own experiences, consultation with experts, and from an extensive
review of the literature. We searched the MEDLINE
database from April 2002 back to 1966 using the
Silverplatter WinSPIRS interface. Terms such as ``somatoform disorders,'' ``chronic fatigue syndrome,'' ``functional
colonic diseases'' (e.g., irritable bowel syndrome, colitis),
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``fibromyalgia,'' ``premenstrual syndrome,'' ``myofascial
pain syndromes,'' unexplained ``chronic pain,'' functional
``dyspepsia,'' and psychological components of allergies
(``hypersensitivity'') were used. Wherever possible, these
terms were searched as Medical Subject Headings (MeSH)
selected from the database Thesaurus, and other subjects
not adequately represented in the Thesaurus were
searched as keywords in the title and/or abstract fields.
The combined set of citations for all subjects of interest
was then limited to randomized controlled trials and
articles in English and in human populations. Separate
searches also were run on ``nurse practitioners'' and/or
``primary care'' insofar as either subject relates to the above
terms, limited to English. Using the same interface, all of
the above topics were searched again in the American
Psychological Association's PsychINFO database from April
2002 back to 1967.
We evaluated over a thousand abstracts produced by
our searches, and reviewed several hundred full articles
derived from the search (in addition to our own files). We
looked for two things: 1) clinical trials in primary care and
specialty settings; and 2) any type of study that might
inform a new treatment. We included reviews. There were
many unidimensional treatment studies of high quality,
and we used these data to inform which components we
considered for what proved to be a multidimensional
treatment. We selectively reference our findings.
The vast majority of randomized controlled trials
(RCTs) have been conducted by mental health specialists
in mental health settings,26,29 whereas treatments in
primary care have been limited and brief, and the topic
rarely studied.26±28,30±33 A single consultation letter to
primary care physicians decreased costs (via decreased
hospitalization) and, secondarily, it minimally improved
functional status, symptoms, and quality of life,31 and had
a mild effect on physical functioning33 in severe MUS
patients.34,35 A subset of patients underwent additional
group therapy experiences conducted by a specialist, and
they improved psychologically and physically.36 Because of
more stringent rules for hospitalization in the present
environment, it is unlikely that the cost benefits would be
obtained today. Also, this approach gained little following
because it lacks the comprehensive, multidimensional type
of care most believe will be needed for complex problems in
mental health care like MUS.32,33,37±39 Other brief, limited
interventions also have not been effective.40 We found only
1 study of a multidimensional treatment for primary care.
That intervention entailed eight 2-hour sessions for groups
of 17 in cognitive-behavioral treatment (CBT) techniques,
relaxation, meditation, and stress management, and
showed no impact compared to controls.41

Cognitive-Behavioral Therapy
We found much valuable experience in multidisciplinary chronic pain and other somatization management
programs,33,35,36,42±47 and in consultation-liaison psychi-
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atry efforts with difficult, high-utilizing patients.24,48±51 All
employed CBT.44,45,52±54 Many have shown that CBT
interventions delivered in specialty care settings have
improved short-term outcomes in MUS patients.46,47
Kroenke and Swindell provide a nice review of CBT in
MUS, including its effectiveness in just 5 to 6 sessions.55
However, health care systems have not incorporated
these models in routine care, because of cost and because
MUS patients often refuse to seek services outside of the
primary care setting.56±59 Some report as few as 10%
completing referral60; in contrast, 81% of MUS patients
were willing to have psychosocial treatment in primary care
by their physician.61 For those who agree to referral,
treatment for MUS has not proven effective over the longterm,56±59 largely because of the time-limited exposure to
MUS patients, in the range of once weekly for 8 to 10 weeks
(e.g., counseling, pain clinic). Although there are occasional
reports of effects lasting upwards of 1 year and 1 report of
incomplete improvement over 5 years, 62 most MUS
patients revert to their baseline state upon discontinuing
specialty care.63
We concluded that CBT was potentially useful in
primary care and we configured its basic skills for use by
primary care personnel. While we eschewed the more
complex, specific techniques that might require special
training, such as desensitization and immersion therapy,
we included active cognitive reorientation at many visits
based upon an understanding of the patient's explanatory
model,64 often facilitated by using symptom diaries.65
Further, behavioral approaches based upon operant
mechanisms52 were employed65 (e.g., regular visits and
medication schedules independent of symptoms). We also
were guided by an earlier RCT, in which we showed that the
CBT model presented later was easily learned and effectively deployed by primary care residents, and that it had
an impact on MUS patients.66 Although data were lacking,
we further concluded that deploying cognitive behavioral
treatment over longer periods of time merited exploration.

Collaborative, Stepped Care
The difficulty physicians experience in treating depression led experts to recommend a multidimensional
approach, as used often in pain clinics, rather than
focusing on physician education.49 Collaborative care leads
to interactions among various parts of complex health
problems and, continuing to involve the physician, multiple
other domains are integrated with medical care, e.g., social
services, physical therapy, pain clinic, specialty medical
referral, psychological referral.67±69 These activities typically are not coordinated by the physician but, rather, by a
case manager.70,71 Moreover, following stepped-care principles, these services are used only as needed on an
individualized basis. 67,72 In our view, collaborative,
stepped-care approaches appeared promising for meeting
the mental health needs of other primary care patients with
mental health problems like MUS.67,72
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We adapted these principles for use in primary care by
primary care personnel. Rather than initially delegating the
key coordinating role to someone other than the primary
provider, however, we believed that primary care providers
could not only handle the coordinating role but also could
themselves conduct some of the work rather than triage
it.70 Depending upon their skills and interests, physicians,
physician assistants (PAs), and nurse practitioners (NPs)
could conduct first-line treatment in the following areas:
social worker, physical/occupational therapist, exercise/
relaxation instructor, and diet counselor, as well as
conducting the intervention (to be described). We believed
this approach would be less costly, more efficient, and
more effective, in addition to greatly enhancing the
provider-patient relationship (PPR) by actively involving
the provider in most dimensions of care. Providers
would need to recognize failures in each area and, at that
point, to make appropriate referrals. We anticipated also
that referral could occur with successes, such as the
patient who improves (gains insight) and wishes formal
counseling. Certain problems also would initially be
outside the provider's capability and necessitate
referral: psychological/psychiatric treatment, osteopathic
manipulative therapy, and specialty medical treatment. In
addition, whereas PAs or NPs are primarily responsible for
treatment, the usual care physician would remain actively
involved in a collaborative way as a back-up and informal
consultant for ongoing issues, thus remaining integral
to treatment.

Provider-patient Relationships and the
Psychosocial Dimension
The literature is just as replete with reports of the
centrality of the PPR to the care of MUS patients as it is with
concerns about typically poor relationships with MUS
patients.30,73,74 Although the centrality of communication
and the PPR has been recognized,75 we found only 1
intervention that explicitly addressed the PPR,76 but it did
not report a systematic procedure to establish it. We
concluded that this major barrier to care should be
addressed.8,39,77±80
We used a patient-centered method described by
Smith81,82 and tested by our group.66,83,84 This method
describes in behavioral terms how to communicate and
establish the PPR. Our group showed in an RCT that it was
learned easily by first-year primary care residents and, in
turn, that there was evidence of a positive impact upon
patients. We incorporated this PPR method as the centerpiece of the intervention for MUS patients, where we
integrated it with the CBT model.
Consistent with this orientation of viewing the person
and their relationship with others as paramount,85 we went
beyond isolated reliance upon the PPR (while maintaining it
central) to consider social issues and social relationships,86
and more recent interpretations of sociosomatics that focus
on how everyday processes relate to cultural expectations
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and values.87 In going beyond the dyadic relationship, the
treatment was consistent with relationship-centered care88
and with sociopsychosomatic conceptualizations.89 Treatment reflected incorporation of the broader psychosocial
dimension by, for example, incorporating significant
others, actively addressing role constriction and social
isolation, and generally working to decrease both perceived
and real social marginalization from healthy states.87

THE INTERVENTION
Provider-patient Relationship
The 5 steps and 21 substeps of the evidence-based
patient-centered interviewing method are relied upon as
the mainstay throughout treatment.81,82 The method is a
provider's main data-gathering, relational, and therapeutic
activity. Table 1 shows the steps and substeps providers
use, always integrating them with doctor-centered interviewing for disease and other relevant details.

Table 1. Patient-centered Method for Communication
and PPR
STEP 1: Setting the stage for the interview
1. Welcome the patient
2. Use the patient's name
3. Introduce self and identify specific role
4. Ensure patient readiness and privacy
5. Remove barriers to communication
6. Ensure comfort and put the patient at ease
STEP 2: Chief complaint/agenda-setting
1. Indicate time available
2. Indicate own needs
3. Obtain list of all issues patient wants to discuss, e.g.,
specific symptoms, requests, expectations, understanding
4. Summarize and finalize the agenda; negotiate specifics if
too many agenda items
STEP 3: Opening the HPI
1. Open-ended beginning question
2. ``Nonfocusing'' open-ended skills (attentive listening):
silence, neutral utterances, nonverbal encouragement
3. Obtain additional data from nonverbal sources: nonverbal
cues, physical characteristics, autonomic changes, accouterments, and environment
STEP 4: Continuing the patient-centered HPI
1. Obtain description of the physical symptoms (focusing
open-ended skills)
2. Develop the more general personal/psychosocial context
of the physical symptoms (focusing open-ended skills)
3. Develop an emotional focus (emotion-seeking skills)
4. Address the emotion(s) (emotion-handling skills)
5. Expand the story to new chapters (focused open-ended
skills, emotion-seeking skills, emotion-handling skills)
STEP 5: Transition to the doctor-centered process
1. Brief summary
2. Check accuracy
3. Indicate that both content and style of inquiry will change
if the patient is ready
Adapted from RC Smith, Patient-centered Interviewing: An Evidencebased Method. Lippincott Williams and Wilkins; 2002.
PPR, provider-patient relationship; HPI, hisory of the present illness.
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Providers focus upon actively eliciting and responding
to emotions. Distress, upset, anger, and sadness are
among myriad emotions that MUS patients will express,
and these are explored, including those surrounding
troublesome medical experiences.8 Emotion is addressed
in a way that enhances the relationship. Specifically, when
patients express emotion, the provider Names it, Understands it, Respects it, and Supports it; that is, one NURSs
the emotion.81,82 Past research suggests that these skills
are important tools that physicians learn in improving
relationships with and satisfaction of patients.83,84 In
addition to patient-centered communication, there are
additional ways providers can improve their relationships
with chronic MUS patients:
1. Speaking and behaving in a way that connotes
positive regard, trust, and caring are patientcentered attributes that providers rely upon
throughout management.
2. Attending to the patient's personality style,
providers find many different personality patterns in MUS patients.81 Care is tailored to
the individual patient, according to the unique
dictates of the their personality.81 For example,
the relationship with histrionic patients is
uniquely benefited by reassurance about bodily
integrity and appearance, deemphasizing cognitive material, and working with their prominent
emotions.81 In contrast, the relationship to
the obsessive MUS patient is individualized
by highlighting cognitive data, encouraging the
patient's control, and emphasizing less the
emotions.81
3. Encouraging patients to be responsible leads to
the best relationship.8 Many have highlighted the
importance of negotiating expectations and limitations and have urged openness to compromise
as well.90 This process leads to an agreement or
contract in which both parties share responsibility and are clear about their roles, sometimes
making them explicit or, rarely, even developing a
written contract to resolve ambiguity. Goals,
diagnostic work-up, eventual naming of the
diagnosis, and treatment require negotiation
and compromise on both sides. The provider,
however, always retains the responsibility to
establish the standards of care. Usually, if the
provider is open to the patient's needs and shows
a willingness to inform and negotiate, his/her
medical responsibilities can be met and the
patient's needs met at the same time.
4. Working on self-awareness issues helps to maximally develop the relationship. To do this, the
provider must become involved in the difficult,
often painful task of recognizing and addressing
her/his own negative reactions to the frequently
disliked MUS patient.78 Especially worrisome is a
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report that senior medical students in the present
culture find it acceptable to dislike MUS patients,
while it is not acceptable to dislike difficult
geriatric patients.91

Four-point Cognitive-Behavioral Treatment Plan
Each of 4 provider behaviors occurs at every visit,
initially introducing the material and later reaffirming it,
and introducing evolving new issues. These behaviors are
designed to alter thinking patterns and associated behaviors around symptoms and other aspects of patients'
lives.92,93 The PPR principles above are liberally employed
and integrated with CBT, especially NURS, in discussions
of the frequent difficult problems and attendant emotions
that these patients typically have.
I. Goals. The provider, in collaboration with the patient, first
identifies achievable long-term goals with the patient,8,44
e.g., decreased symptoms, improved functioning and wellbeing, less disruptive behavior, improved work/school
record, and improved interpersonal relationships. 78
Patients are told not to plan on cure,8,94,95 and instead
the provider negotiates specific treatment goals with the
patient.44,59 Short-term goals are facilitated by the provider
at each visit in a way that the patient has been responsible
for identifying goals rather than having them prescribed.
Short-term goals are designed to actualize long-term
goals, e.g., a patient with chronic pain and fatigue
negotiates to walk one-half block 3 times daily until
the next visit. Providers identify achievable goals and limit
their number to no more than 2 to 3 for the next visit; these
are often labeled homework.
II. Achieving Patient Understanding and New Ways
of Thinking About Symptoms. Initially, the provider
determines the patient's explanatory model,64 starting
with an open-ended, patient-centered approach81,82 and
later pinning down the following specifics if they do not
develop open-endedly: learning what the patient believes is
wrong, the type of treatment expected, the hoped for
outcome of the treatment, the cause of illness, the
reasons for symptoms at any one time, the mechanism of
the illness and symptoms, and the patient's understanding
of the course of the illness and of its treatment. These ideas
of the patient must be understood, because reorientation
and reattribution are often needed as part of treatment.44
To achieve this, patients must be understood in an
empowering way.96 Patients typically are worried about
the causes of their symptoms and have definite
expectations for care.97 Understanding these enhances
the PPR and provides guidance for treatment. Explanations
that do not blame the patient are important.96 Differences
in doctors' and patients' expectations seem to be a factor
contributing to the frequent poor PPR.98
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Table 2. Achieving Patient Understanding of the Following
1.
2.
3.
4.
5.

Ominous conditions have not been found
Surgery, further testing, and consultation not necessary
Problem is somatic and real
Their somatic diagnosis and its mechanism
Stress, depression, and anxiety key part of illness Ð and
medications help
6. They are not a ``psych case''
7. Narcotics and tranquilizers aggravate the problem
8. Cure is not likely Ð but improvement is possible

Summarized in Table 2, as a key part of CBT, the
provider confidently establishes the following points initially, typically needing to reinforce them frequently:78
1. Relieve worry about ominous conditions, especially those that the patient is concerned about
(e.g., multiple sclerosis, cancer, AIDS, heart
disease). Also emphasize that surgery, further
testing, and additional consultation are not
required, but that the provider will maintain close
clinical observation for organic diseases.44,59
2. Acknowledge the problem is ``real.'' The provider
accepts the problem as somatic and avoids the
implication that the difficulty is ``all in your
head.''31
3. Provide diagnoses and explain the mechanism.
The caretaker reassures the patient by confidently emphasizing that she/he knows the diagnosis and has experience with this common
problem.44,59,79 A benign somatic diagnosis and
its mechanism are provided,8,59 e.g., chronic
muscle strain is a good explanation for many
pain syndromes, ``altered brain chemicals'' can
help to describe depression, and the use of
popular names such as irritable bowel syndrome
or fibromyalgia also works well. This gives
patients a ``medical'' diagnosis or explanation
that they can give relatives and employers and
helps them to ``save face'' by having something
``real'' that is not in their head.59
4. Develop patients' awareness of the roles that
stress, anxiety, and depression play in their
illness.39,79 The provider conveys that depression and anxiety result from the pain (or other
MUS complaint) and also aggravate or ``cause'' it.
The provider simultaneously reassures patients
that ``anybody with this much trouble would be
depressed'' and that ``you aren't crazy or a
`psychiatric' case.'' The specter of being labeled
psychiatric must be offset.99 One can further
normalize the idea of stress by self-disclosure,
indicating how the provider her/himself develops headaches (or whatever) when under stress.
One always gauges the patient's response to
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introducing psychological factors and sets the
pace accordingly, not wanting to make the
patient uncomfortable with what may be a new
emphasis.
5. Explain the negative effects of narcotics and
tranquilizers in treatment of symptoms. The
provider indicates that these addicting medications, because they cause depression, do more
harm than good. One explains that not only does
depression contribute to the pain (or other
symptoms), but that these addicting drugs themselves cause depression and, therefore, the
patient may unwittingly aggravate the problem
by using them. In response to the frequent ``It's
the only thing that helps,'' the provider indicates
that the medications will not be withdrawn
abruptly but, rather, only slowly and after an
antidepressant is begun. It also is indicated that
the antidepressant is a far better pain medication
than sedatives or narcotic agents, and that it is
not addicting.
6. Explain the difference between cure and management of symptoms. The provider empathically
explains that cure is unlikely8,54,95 but conveys
hope that the treatment recommended can help
the patient live a better and more productive
life.8,44,59 To suggest cure or marked improvement can provoke fear95 or lead to disappointment and diminution of the relationship when it
does not occur. Indeed, the provider often
predicts that the patient will not see much
improvement for a while.44

III. Obtaining a Commitment. The provider gives an
overview of the treatment options for the patient,8 e.g.,
antidepressants, tapering of addicting medications,
exercise, and regular visits. The next step is crucial:
obtaining an explicit commitment to work on the
treatment program. 44,92,93 This involves the patient
equally in their program, another part of the negotiation
process, and establishes the patient's responsibility for
their health. The provider also will often obtain a key family
member's commitment to work as comanager.
IV. Negotiating a Specific Treatment Plan for Illness
Behavioral Change. Providers conduct multiple elements
of the treatment plan (summarized in Table 3). The specific
order and initial emphasis varies according to unique
patient circumstances and needs, e.g., exercise might
receive more initial emphasis in a de-conditioned patient.
Further, the specific treatment elements are negotiated and
developed over time rather than being unilaterally
prescribed. The patient's progress and response to initial
work, as well as her/his interests, determine the course of
treatment. Providers are careful not to overload patients
and to match introduction of new aspects of treatment with
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Table 3. Elements of a Specific Treatment Plan
1. SSRI or related medication in full doses Ð for depression
and/or anxiety
2. Lower doses of SSRIs or other antidepressants for sleep and
pain management independent of depression diagnosis
3. Taper and discontinue addicting medications Ð do not
initiate addicting medications
4. Nonaddicting, symptomatic medications, e.g., for irritable
bowel syndrome or fibromyalgia
5. Symptom diary and symptom reattribution work
6. Physical exercise, graded
7. Relaxation techniques; deep breathing or progressive
muscular
8. Dietary counseling, especially around weight
9. Physical therapy/conditioning
10. Family visit with closest person to patient Ð possibly enlist
as a co-manager
11. Referral for special, sometimes refractory problems, e.g.,
counseling, osteopathic manipulative therapy, psychiatry
for medication recommendation
12. Management of comorbid disease problems, new and preexisting
13. Support and common-sense advice
14. Medical investigation and referral only with objective
evidence of disease or a refractory problem
15. Maximize the PPR
a) Elicit, understand, and address the patient's emotion
b) Identify and work with patient's personality characteristics
c) Positive regard/caring, negotiate rather than prescribe,
trusting atmosphere
d) Encourage patient responsibility and self-management
without forcing it
e) Provider self-awareness
SSRI, selective serotonin reuptake inhibitor; PPR, provider-patient
relationship.

the patient's capacities and assimilation of previous
material. The provider encourages patients to identify and
formulate pertinent questions to encourage responsibility
and assertiveness.100 Patients also are asked to keep
diaries of their symptoms and the associated activities,
thoughts, and emotions which, with some, will be a focus of
treatment.44
The specifics are negotiated on a time-contingent
schedule, e.g., visits, medications, and exercise are regularly scheduled.52 This schedule dissociates the patient's
symptoms from the treatment and offsets treatment acting
as a reinforcer to the symptoms. Another guideline is to use
treatments that have worked before and avoid those that
have not.95 Nonnarcotic analgesics and other more benign
symptomatic medications can be effective and inexpensive,
e.g., for irritable bowel syndrome.101 Their use signals the
provider's concern and that she/he is doing something.
Uniquely designed special programs for relaxation,
physical exercise, and physical therapy can be helpful,
occupy the patient's time with healthy behaviors, can be
done without consultation, and also show that the provider
is involved and helpful. Prescriptions must be individualized. Simple relaxation exercises102±104 or progressive

483

muscular relaxation105 can be taught in addition to simple
physical therapy procedures.54 Usual prescriptions are for
20 to 30 minutes once or twice daily. These procedures are
taught to patients by providers and integrated into the
remainder of the program. To further offset the effects of
often-severe deconditioning, exercise programs are demonstrated, discussed, and individualized rather than just
giving the patient a print-out or costly referral.54,106,107 It
almost always is necessary to warn patients to adhere to the
negotiated agreement even when they are having the most
pain (or other difficulty, such as fatigue or palpitations) ever
and, conversely, not to exceed the agreement even if they are
having no problem whatsoever. Any change in treatment
schedule is negotiated at the next visit. Such pacing and
adherence to graded, negotiated programs is essential.
These types of CBT work require repetition over time and
remain prominent throughout treatment.44±47,52,53,65,108
Providers do not initiate narcotics and tranquilizers.
For patients already taking these agents, a program of
gradual tapering is negotiated, understanding that compromise around speed of reduction and, occasionally,
complete discontinuation may be necessary. The key points
for tapering and discontinuing addicting medications are
summarized in Table 4. This slow reduction precludes
physiological withdrawal and provides for comfortable
psychological withdrawal in a safe, supportive circumstance. By following this approach, providers can have
many patients completely off all addicting medications
in 2 to 4 months. Some patients, however, will be unable
to completely discontinue the medications, and it is

Table 4. Tapering and Discontinuing Addicting Medications
Baseline
1. Ascertain present dose
2. Negotiate how much patient thinks they need on more
severe days
3. Prescribe this amount on a fixed schedule
Taper
1. Negotiate reduction schedule; appropriate to suggest
decrease in 1 tablet daily each week, but be prepared to
accept up to monthly; e.g., 1 tablet q.i.d. for next week,
then 1 tablet t.i.d. the following week, etc.
2. When more than one addicting medication, determine
patient's initial preference for reduction or if they prefer
simultaneous reduction
Discontinue
1. Simply stop after down to one or one-half tablet daily
2. Most achieve this by 2±4 months, many in 1 month
3. A few cannot psychologically completely stop; appropriate
to maintain at lowest dose as long as they have made some
reductions
Process
1. Give just enough medication to last until next visit
2. Provide only one ``grace period'' refill when patient reports
losing medication
3. May need written contract for problematic patients
4. Agreement to obtain medications only from the provider
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acceptable to negotiate just a reduction in the dosage. The
remainder of the program provides alternatives to narcotics. Sometimes, it can be helpful to negotiate a specific
contract with the patient about amount of narcotics to
be used.90
Some MUS patients have dysthymia or major depression, varying from mild to severe; when combined they have
``double depression.''2 Sometimes, just vegetative manifestations are present.109,110 Although data are limited on the
treatment of depression in patients who somatize, these
data suggest that treatment is successful111,112; other data
suggest improvement in pain at low doses and independent
of an antidepressant effect.113,114 We briefly summarize an
approach derived from recently validated115,116 Agency
for Health Care Policy and Research guidelines117,118 in
Table 5 and refer the reader to more detailed reviews.119
Treatment can involve both counseling and antidepressants in full doses, preferably selective serotonin reuptake
inhibitors (SSRIs) because of their lower side-effect
profile.120,121 Of note, SSRIs have not been shown to be
different from tricyclic antidepressants in rates of falls
among nursing home residents.122
Many chronic MUS patients have panic disorder
and other types of anxiety, often in combination with
depression.123 As in the above review, providers use

Table 5. Depression Management Guidelines
1. Education and discussion of the problem with patients and
families.
2. Antidepressant medications in full doses usually with the
selective serotonin reuptake inhibitors (SSRIs) and related
drugs because they have fewer side effects, greater compliance, and greater likelihood of achieving full doses.
Tricyclics can be used if the patient prefers. We believe that
MAO inhibitors should be used only with treatment failures
and under supervision of a psychiatrist.
3. Judge response at 5±8 weeks
a) Full responders (expected response), reassessed for
complete remission in another 6 weeks, are placed on
continuation treatment at the same dosage for 12
months. At that point, a reduction to one-half the dose
can be tried if the depression was mild or a first episode,
especially in younger patients.
b) Nonresponders (little or no response) will be reassessed
for accuracy of diagnosis and compliance; especially
important are observing for unrecognized medical illness,
interference from other medications, and covert substance abuse. Referral to psychiatry occurs if the patient
is willing. Antidepressants can be increased in dose or
changed, with continued close follow-up during the next
6 weeks, usually in consultation with the psychiatrist.
4. Counseling is urged, especially for patients who refuse or
cannot take antidepressants. When that is refused, we urge
consultation with a minister or other respected person.
Other aspects of the treatment program also can be helpful
in treating depression, e.g., exercise, relaxation, treatment of
pain.
5. We also use smaller than therapeutic doses of a SSRI or
other antidepressant for both sleep and pain management
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SSRIs,119,124 but we do not recommend the use of either
monoamine oxidase (MAO) inhibitors or tranquilizing
agents because of their severe side-effect profiles; patients
already taking tranquilizing agents will have them weaned
and fully discontinued in many instances.
It is explicitly negotiated with the patient that they
neither see other providers nor visit the emergency room
without prior consultation with the provider; similarly,
patients are asked not to get medications refilled from prior
sources.78 In addition, patients must sometimes be educated to distinguish emergencies from those problems that
can be handled during working hours.
Except with a change in pattern of complaints or
the development of objective manifestations of organic
disease, providers avoid additional investigation or
hospitalization.31 During regularly scheduled office visits,
while continuing to integrate patient-centered approaches,
including the patient's agenda,44,79,81 it is important that
the provider determine that there is no change in symptoms
suggesting organic disease and, on the other hand,
recognize that not every complaint needs investigation.
Recalling that change is slow and treatment occurs over a
long period, the provider often must shift the conversation
away from the somatic complaints by showing a preferential interest in the psychosocial aspects of the patient's
story,8,78 but she/he always performs a brief physical
examination pertinent to the patient's complaint.79
The provider also reviews the patient's diaries, helps
the patient understand the relationship of symptoms to
stress and, when necessary, reviews previous material
(e.g., no cancer and no need for further evaluation). New
plans are negotiated for activity levels or other actions to be
conducted before the next visit. When patients have
comorbid organic disease, treatment of the disease is
integrated with the 4-point program and may become a
major focus.
The provider asks patients to have a significant-other
person in their life accompany them for a visit. During the
visits, providers are open-ended and empathic and keep
the conversation focused upon the patient's health and its
impact upon the family member. Providers carefully
observe the interaction, how supportive the family member
is, and assess if and how the family member can become an
ally in care. One must determine the family member's
perception of the need for and willingness to seek change;
when this is absent, progress is unlikely.125 Because the
patient's basic illness behaviors must change, the best
allies often are less supportive of the patient's present
efforts, less understanding of failure to improve, and less
facilitative of continuing the patient's current situation.125
It also is important, oftentimes, to reiterate much of the
same material the patient needed to understand.125
These already high-utilizing patients require regular,
frequent visits,1 particularly at the outset when most need
to be seen weekly; as stability occurs and progress begins,
the visit intervals are progressively lengthened as long as
the patient remains stable.31,48,78 Usual intervals with
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stable patients are 4 to 12 weeks. With crises, frequent
visits may again be needed. Visits should be timecontingent; this conveys that the provider is more interested in the patient than in the symptom. Providers also
can reduce the number of visits with 3-to 5-minute phone
calls.126 Intake visits take longer than usual, and 60 to 90
minutes are allotted, sometimes spreading the time over
the first 2 visits. Thereafter, visits are 15 to 20 minutes.31,48,78 This recommended method can be continued
indefinitely in managing MUS patients.

DISCUSSION
This literature review, while systematic, was a screening procedure to ensure comprehensiveness, in contrast to
a formal literature review comparing treatments and
characterized by more stringent control of bias. There were
few treatments in primary care to compare, and our task
was, rather, to synthesize existing work from all sources.
Although not yet published, our experiences using NPs
to deploy this treatment with over 100 MUS patients have
been that most patients can be diagnosed and treated
without referral for medical or psychological assistance.
NPs successfully treated the majority of depressed
patients, performed all the drug tapering and discontinuation, and managed most comorbid organic diseases.
Psychological and medical consultation were sought if
failure in parts of the treatment occurred, e.g., unresponsive depression, worsening headache. Providing back-up
for NPs was key, because none had managed a panel of
patients independently; they needed to ask questions
about medical management, especially at the outset. These
issues around treating comorbid organic diseases would
not be a problem for a physician provider. Indeed, NPs were
in contact daily with the primary care physician and
problems usually were first addressed at this level;
sometimes, the physician saw the patient but generally
offered advice about a patient they already knew quite well
in a fully collaborative arrangement.
Preliminary results suggest that patients have been
pleased with the treatment, as have physicians and
administrators. NPs understandably have been more
measured in their responses although they overwhelmingly
favor the approach, would do it again, and, most telling,
continue to see these patients in their practices after the
research treatment concludes.
Even an established treatment, however, will not solve
the other problems that also prevent effective management
of MUS patients. We will need to address these in parallel.
Encouragingly, the field has moved away from blaming the
physician and has recognized the many realistic impediments to effective treatment that need to be addressed: 1)
through no fault of their own, physicians' education does
not prepare them for dealing with mental health and
psychosocial problems127±129; 2) it is not yet known
whether these so-called ``difficult'' patients130±132 will
respond to treatment in primary care,14,133,134 nor does

485

anyone know how to handle their high rates of resistance
and noncompliance135,136; 3) high rates of refusal by
patients of referral for mental health consultation also
can impair care56±59,129; 4) compensation also has been an
issue with these patients, who may require more and longer
visits, as well as telephone contacts, and they also may
be impecunious129,137; 5) a satisfactory classification/
diagnosis system has not been established, rendering it
difficult to identify a treatment when we cannot make a
diagnosis129,138±143; 6) the role of medical comorbidity in
MUS patients has not been understood129,144,145; and 7)
competing demands upon the provider compound the
problem by, in the absence of enough time to do everything,
forcing him/her to make an active choice from the multiple
priorities of patients, the practice ecosystem, the policy
environment, and themselves.129,137,146,147
Therefore, we must walk soberly, wittingly, and fully
aware as we face one of the great problems of this new
century in primary care and, indeed, all of medicine Ð at
least if we want a medicine rooted in scientific and
humanistic principles.127,128

CONCLUSION
We have identified an intervention for managing MUS
patients that: 1) is conducted by primary care personnel in
primary care; 2) utilizes CBT methods similar to those
previously reported effective (in specialty care) but deploys
them more intensively over a much longer time period; and
3) employs a strong emphasis on communication and
provider-patient relationships. We thus have identified a
longer, more comprehensive, and more intensive MUS
management program for primary care. We presently are
testing the method to determine if it will lead to improved
mental and physical health outcomes.

This work was supported by National Institute of Mental Health
grant MH57099.

REFERENCES
1. Lipowski ZJ. Somatization: the concept and its clinical application. Am J Psychiatry. 1988;145:1358±68.
2. American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders, 4th ed. Washington, DC: American
Psychiatric Association; 1994.
3. Deyo RA. Pain and public policy. N Engl J Med. 2000;342:1211±3.
4. Cherkin D, Deyo RA. Nonsurgical hospitalization for low back
pain: is it necessary? Spine. 1993;18:1728±35.
5. Hoffman RM, Wheeler KJ, Deyo RA. Surgery for herniated lumbar
discs: a literature synthesis. J Gen Intern Med. 1993;8:487±96.
6. Deyo RA, Ciol MA, Cherkin DC, Loeser JD, Bigos SJ. Lumbar
spinal fusion: a cohort study of complications, reoperations, and
resource use in the Medicare population. Spine. 1993;1:1463±70.
7. Fink P. Surgery and medial treatment in persistent somatizing
patients. J Psychosom Res. 1992;36:439±47.
8. Bass C, Benjamin S. The management of chronic somatization. Br
J Psychiatry. 1993;162:472±80.

486

Smith et al., Medically Unexplained Symptoms

9. Lightfoot RW Jr, Luft BJ, Rahn DW, et al. Empiric parenteral
antibiotic treatment of patients with fibromyalgia and fatigue and
a positive serologic result for Lyme disease. Ann Intern Med.
1993;119:503±9.
10. Escobar JI, Waitzkin H, Silver RC, Gara M, Holman A. Abridged
somatization: a study in primary care. Psychosom Med.
1998;60:466±72.
11. Bass C, Murphy M. Somatisation disorder in a British teaching
hospital. Br J Clin Pract. 1991;45:237±44.
12. deGruy F, Columbia L, Dickinson P. Somatization disorder in a
family practice. J Fam Pract. 1987;25:45±51.
13. deGruy F, Crider J, Hashimi DK, Dickinson P, Mullins HC,
Troncale J. Somatization disorder in a university hospital. J Fam
Pract. 1987;25:579±84.
14. Kroenke K, Mangelsdorff AD. Common symptoms in ambulatory
care: incidence, evaluation, therapy, and outcome. Am J Med.
1989;86:262±6.
15. Barsky AJ, Borus JF. Somatization and medicalization in the era
of managed care. JAMA. 1995;274:1931±4.
16. Katon WJ, Walker EA. Medically unexplained symptoms in
primary care. J Clin Psychiatry. 1998;59(suppl 20):15±21.
17. Culpan R, Davies B. Psychiatric illness at a medical and a
surgical outpatient clinic. Compr Psychiatry. 1960;1:228±35.
18. Hilkevitch A. Psychiatric disturbances in outpatients of a
general medical outpatient clinic. Int J Neuropsychiatry.
1965;1:372±5.
19. Escobar JI, Swartz M, Rubio-Stipec M, Manu P. Medically
unexplained symptoms: distribution, risk factors, and comorbidity. In: Kirmayer LJ, Robbins JM, eds. Current Concepts of
Somatization: Research and Clinical Perspectives. Washington,
DC: American Psychiatric Press, Inc.; 1991:63±78.
20. Escobar JI, Canino G. Unexplained physical complaints: psychopathology and epidemiological correlates. Br J Psychiatry. 1989;
154:24±7.
21. Escobar JI, Golding JM, Hough RL, Karno M, Burnam AM,
Wells KB. Somatization in the community: relationship to
disability and use of services. Am J Public Health. 1987;77:
837±40.
22. Escobar JI, Burnam MA, Karno M, Forsythe A, Golding JM.
Somatization in the community. Arch Gen Psychiatry. 1987;
44:713±8.
23. Simon GE. Psychiatric disorder and functional somatic symptoms as predictors of health care use. Psychiatr Med. 1992;10:
49±59.
24. Katon W, von Korff M, Lin E, et al. Distressed high utilizers of
medical care: DSM-III-R diagnoses and treatment needs. Gen
Hosp Psychiatry. 1990;12:355±62.
25. Smith GR Jr. The course of somatization and its effects on
utilization of health care resources. Psychosomatics. 1994;35:
263±7.
26. Raine R, Haines A, Sensky T, Hutchings A, Larkin K, Black N.
Systematic review of mental health interventions for patients
with common somatic symptoms: can research evidence from
secondary care be extrapolated to primary care? BMJ. 2002;
325:1±11.
27. Shepherd M. Primary care psychiatry. Health services research is
not enough. Br J Psychiatry. 1995;166:1±3.
28. Rost KM, Smith GR Jr. Improving effectiveness of routine care for
somatization. J Psychosom Res. 1997;43:463±5.
29. Sharpe M, Carson A. Unexplained somatic symptoms, functional
syndromes, and somatization: do we need a paradigm shift? Ann
Intern Med. 2001;134:926±30.
30. Barsky AJ. The patient with hypochondriasis. N Engl J Med.
2001;345:1395±9.
31. Smith GR Jr, Monson RA, Ray DC. Psychiatric consultation in
somatization disorder. N Engl J Med. 1986;314:1407±13.
32. Smith GR Jr. Effectiveness of treatment for somatoform disorder
patients. Psychiatr Med. 1991;9:545±58.

JGIM

33. Smith GR Jr, Rost K, Kashner TM. A trial of the effect of
a standardized psychiatric consultation on health outcomes
and costs in somatizing patients. Arch Gen Psychiatry. 1995;52:
238±43.
34. Kashner TM, Rost K, Smith GR, Lewis S. An analysis of panel
data±the impact of a psychiatric consultation letter on the
expenditures and outcomes of care for patients with somatization
disorder. Med Care. 1992;30:811±21.
35. Rost K, Kashner TM, Smith GR Jr. Effectiveness of psychiatric intervention with somatization disorder patients: improved
outcomes at reduced costs. Gen Hosp Psychiatry. 1994;16:
381±7.
36. Kashner TM, Rost K, Cohen B, Anderson MA, Smith GR Jr.
Enhancing the health of somatization disorder patients: effectiveness of short term group therapy. Psychosomatics. 1995;36:
462±70.
37. Andrews G, Hadzi-Pavlovic D, Christensen H, Mattick R. Views of
practicing psychiatrists on the treatment of anxiety and somatoform disorders. Am J Psychiatry. 1987;144:1331±4.
38. Kellner R. Treatment approaches to somatizing and hypochondriacal patients. In: Kirmayer LJ, Robbins JM, eds.
Current Concepts of Somatization: Research and Clinical Perspectives. Washington, DC: American Psychiatric Press, Inc.;
1991:159±80.
39. Kellner R. Psychotherapeutic strategies in hypochondriasis: a
clinical study. Am J Psychother. 1982;36:146±57.
40. Sanders D, Bass C, Mayou RA, Goodwin S, Bryant BM, Tyndel S.
Non-cardiac chest pain: why was a brief intervention apparently
ineffective? Psychol Med. 1997;27:1033±40.
41. McCarberg B, Wolf J. Chronic pain management in a health
maintenance organization. Clin J Pain. 1999;15:50±7.
42. Cutler RB, Fishbain DA, Rosomoff HL, Abdel-Maty E, Khalil TM,
Rosomoff RS. Does nonsurgical pain center treatment of chronic
pain return patients to work? A review and meta-analysis of the
literature. Spine. 1994;19:643±52.
43. Peters J, Large RG, Elkind G. Follow-up results from a
randomised controlled trial evaluating in- and outpatient pain
management programmes. Pain. 1992;50:41±50.
44. Sharpe M, Peveler R, Mayou R. The psychological treatment of
patients with functional somatic symptoms: a practical guide. J
Psychosom Res. 1992;36:515±29.
45. Klimes I, Mayou RA, Pearce MJ, Coles L, Fagg JR. Psychological
treatment for atypical noncardiac chest pain: a controlled
evaluation. Psychol Med. 1990;20:605±11.
46. Sharpe M, Hawton K, Simkin S, et al. Cognitive behaviour therapy
for the chronic fatigue syndrome: a randomized controlled trial.
BMJ. 1996;312:22±6.
47. Warwick HMC, Clark DM, Cobb AM, Salkovskis PM. A controlled
trial of cognitive-behavioural treatment of hypchondriasis. Br J
Psychiatry. 1996;169:189±95.
48. Katon W, von Korff M, Lin E, et al. Collaborative management to
achieve treatment guidelines: impact on depression in primary
care. JAMA. 1995;273:1026±31.
49. Lin E, Katon W, Simon G, et al. Achieving guidelines for the
treatment of depression in primary care: is physician education
enough? Med Care. 1997;35:831±42.
50. von Korff M, Ormel J, Katon W, Lin EHB. Disability and
depression among high utilizers of health care Ð a longitudinal
analysis. Arch Gen Psychiatry. 1992;49:91±100.
51. Katon W, von Korff M, Lin E, et al. A randomized trial of
psychiatric consultation with distressed high utilizers. Gen Hosp
Psychiatry. 1992;14:86±98.
52. Fordyce WE. Behavioral Methods for Chronic Pain and Illness.
Saint Louis: CV Mosby; 1976.
53. Speckens AEM, van Hemert AM, Spinhoven P, Hawton KE Jr,
Bolk JH, Rooijmans GM. Cognitive behavioural therapy for
medically unexplained physical symptoms: a randomised controlled trial. BMJ. 1995;311:1328±32.

JGIM

Volume 18, June 2003

54. Lee VC, Rowlingson JC. Chronic pain management. In: Spilker B,
ed. Quality of Life Assessments in Clinical Trials. New York, NY:
Raven Press; 1990.
55. Kroenke K, Swindell R. Cognitive-behavioral therapy for somatization and symptom syndromes: a critical review of controlled
clinical trials. Psychother Psychosom. 2000;69:205±15.
56. Barsky AJ. Somatoform disorders. In: Kaplan HI, Sadock BJ, eds.
Comprehensive Textbook of Psychiatry, 5th ed. Baltimore, Md:
Williams and Wilkins; 1989:1009±27.
57. Regier D, Goldberg I, Taube C. The de facto mental health services
system. Arch Gen Psychiatry. 1978;35:685±93.
58. Regier DA, Boyd JH, Burke JD Jr, et al. One-month prevalence
of mental disorders in the United States: based on five epidemiologic catchment area sites. Arch Gen Psychiatry. 1988;45:
977±86.
59. Bass CM. Assessment and management of patients with functional somatic symptoms. In: Bass CM, ed. Somatization:
Physical Symptoms and Psychological Illness. Oxford, UK: Blackwell; 1990:40±72.
60. France RD, Weddington WW, Houpt JL. Referral of patients from
primary care physicians to a community mental health center. J
Nerv Ment Dis. 1978;166:594±8.
61. Speckens AEM, van Hemert A, Bolk JH, Hawton KE, Rooijmans
HGM. The acceptability of psychological treatment in patients
with medically unexplained physical symptoms. J Psychosom
Res. 1995;7:855±63.
62. Deale A, Husain K, Chalder T, Wessely S. Long-term outcome of
cognitive behavior therapy versus relaxation therapy for chronic
fatigue syndrome: a 5-year follow-up study. Am J Psychiatry.
2001;158:2038±42.
63. Whiting P, Bagnall A-M, Snowden AJ, Cornell JE, Mulrow CD,
Ramirez G. Interventions for the treatment and management of
chronic fatigue syndrome Ð a systematic review. JAMA. 2001;
286:1360±8.
64. Kleinman A. Explanatory models in health-care relationships: a
conceptual frame for research on family-based health-care
activities in relation to folk and professional forms of clinical
care. In: Stoeckle JD, ed. Encounters Between Patients and
Doctors. Cambridge, Mass: The MIT Press; 1987:273±83.
65. Sharpe M. Cognitive behavioural therapies in the treatment of
functional somatic symptoms. In: Mayou R, Bass C, Sharpe M,
eds. Treatment of Functional Somatic Symptoms. Oxford, UK:
Oxford University Press; 1995:122±43.
66. Smith RC, Lyles JS, Mettler J, et al. The effectiveness of intensive
training for residents in interviewing. A randomized, controlled
study. Ann Intern Med. 1998;128:118±26.
67. Katon W, Von Korff M, Lin E, et al. Stepped collaborative
care for primary care patients with persistent symptoms of
depression: a randomized trial. Arch Gen Psychiatry. 1999;46:
1109±15.
68. Wagner EH, Austin BT, Von Korff M. Organizing care for patients
with chronic illness. Millbank Q. 1996;74:511±44.
69. Von Korff M, Gruman J, Schaefer J, Curry SJ, Wagner EH.
Collaborative management of chronic illness. Ann Intern Med.
1997;127:1097±102.
70. DeBusk RF, Miller NH, Superko HR, et al. A case-management
system for coronary risk factor modification after acute myocardial infarction. Ann Intern Med. 1994;120:721±9.
71. Odderson IR, McKenna BS. A model for management of patients
with stroke during the acute phase: outcome and economic
implications. Stroke. 1993;24:1823±7.
72. Von Korff M. Individualized stepped care of chronic illness. West J
Med. 2000;172:133±7.
73. Kendell RE. The distinction between personality disorder and
mental illness. Br J Psychiatry. 2002;180:110±5.
74. Williams DDR, Garner J. The case against `the evidence': a
different perspective on evidence-based medicine. Br J Psychiatry. 2002;180:8±12.

487

75. Fink P, Rosendal M, Toft T. How the physician becomes more
comfortable with the somatizing patient. Psychosomatics.
2002;43:111±2.
76. Heymann-Monnikes I, Arnold R, Florin I, Herda C, Melfsen S.
The combination of medical treatment plus multicomponent
behavioral therapy is superior to medical treatment alone in the
therapy of irritable bowel syndrome. Am J Gastroenterol. 2000;
95:981±94.
77. Andreason NC, Black DW. Introductory Textbook of Psychiatry.
Washington, DC: American Psychiatric Press, Inc.; 1991.
78. Smith RC. Somatization disorder: defining its role in clinical
medicine. J Gen Intern Med. 1991;6:168±75.
79. Creed G, Guthrie E. Techniques for interviewing the somatising
patient. Br J Psychiatry. 1993;162:467±71.
80. Smith GR Jr. Treatment of patients with multiple symptoms.
In: Mayou R, Bass C, Sharpe M, eds. Treatment of Functional
Somatic Symptoms. Oxford, UK: Oxford University Press; 1995:
175±187.
81. Smith RC. Patient-Centered Interviewing: An Evidence-Based
Method, 2nd ed. Philadelphia, Pa: Lippincott Williams and
Wilkins; 2001.
82. Smith RC. Videotape of Evidence-Based Interviewing. Available
at: http://www.msuvmall.msu.edu/imc. Accessed May 14,
2003.
83. Smith RC, Lyles JS, Mettler JA, et al. A strategy for improving
patient satisfaction by the intensive training of residents in
psychosocial medicine: a controlled, randomized study. Acad
Med. 1995;70:729±32.
84. Smith RC, Mettler JA, Stoffelmayr BE, et al. Improving residents'
confidence in using psychosocial skills. J Gen Intern Med.
1995;10:315±20.
85. Wohlfarth TD, Van Den Brink W, Ormel J, Koeter MWJ, Oldehinkel AJ. The relationship between social dysfunctioning and
psychopathology among primary care attenders. Br J Psychiatry.
1993;163:37±44.
86. Kleinman A. Writing at the Margin: Discourse between Anthropology and Medicine. Berkeley, Calif: University of California
Press; 1995.
87. Ware NC. Toward a model of social course in chronic illness: the
example of chronic fatigue syndrome. Cult Med Psychiatry. 1999;
23:303±31.
88. Tresolini CP. Pew-Fetzer Task Force: Health Professions Education and Relationship-Centered Care. San Francisco, Calif: Pew
Health Professions Commission; 1994.
89. Ware NC, Kleinman A. Culture and somatic experience: the social
course of illness in neurasthenia and chronic fatigue syndrome.
Psychosom Med. 1992;54:546±60.
90. Quill TE. Partnerships in patient care: a contractual approach.
Ann Intern Med. 1983;98:228±34.
91. Merrill JM, Laux LF, Lorimor RJ, Thornby HI, Vallbona C.
Measuring social desirability among senior medical students.
Psychol Rep. 1995;77:859±64.
92. Prochaska JO, DiClemente CC. Towards a comprehensive model
of change. In: Miller WR, Heather N, eds. Treating Addictive
Behaviors: Processes of Change. New York, NY: Plenum Press;
1986:3±27.
93. Stoffelmayr B, Hoppe RB, Weber N. Facilitating patient
participation: the doctor-patient encounter. Prim Care. 1989;
16:265±78.
94. Lipsitt DR. Medical and psychological characteristics of ``crocks''.
Psychiatry Med. 1970;1:15±25.
95. Lipsitt DR. The ``rotating'' patient: a challenge to psychiatrists. J
Geriatr Psychiatry. 1968;2:51±61.
96. Salmon P, Peters S, Stanley I. Patients' perceptions of medical
explanations for somatisation disorders: qualitative analysis.
BMJ. 1999;318:372±6.
97. Kravitz RL. Measuring patients' expectations and requests. Ann
Intern Med. 2001;134:881±8.

488

Smith et al., Medically Unexplained Symptoms

98. Hahn SR. Physical symptoms and physician-experienced difficulty in the physician-patient relationship. Ann Intern Med.
2001;134: 897±904.
99. Kirmayer LJ, Robbins JM. Conclusion: prospects for research and
clinical practice. In: Kirmayer LJ, Robbins JM, eds. Current
Concepts of Somatization: Research and Clinical Perspectives.
Washington, DC: American Psychiatric Press, Inc.; 1991:201±25.
100. Kaplan SH, Greenfield S, Ware JE. Impact of the doctor-patient
relationship on the outcomes of chronic disease. In: Stewart M,
Roter D, eds. Communicating with Medical Patients. London, UK:
Sage Publications; 1989:228±45.
101. Lembo T, Rink R. Current pharmacologic treatments of irritable
bowel syndrome. Published in Participate (volume 11, no. 2) by
International Foundation for Functional Gastrointestinal Disorders. Available at: http://www.iffgd.org. Accessed 1996.
102. Benson H. The Relaxation Response. New York, NY: William
Morrow and Company, Inc.; 1975.
103. Keefer L, Blanchard EB. The effects of relaxation response
meditation on the symptoms of irritable bowel syndrome: results
of a controlled treatment study. Behav Res Ther. 2001;39:801±11.
104. Keel PJ, Bodoky C, Gerhard U, Muller W. Comparison of
integrated group therapy and group relaxation training for
fibromyalgia. Clin J Pain. 1998;14:232±8.
105. Jacobson E. Progressive Relaxation. Chicago, Ill: University of
Chicago Press; 1929.
106. Mannerkorpi K, Nyberg B, Ahlmen M, Ekdahl C. Pool exercise
combined with an education program for patients with fibromyalgia syndrome. A prospective, randomized study. J Rheumatol.
2000;27:2473±81.
107. Houde SC, Melillo KD. Physical activity and exercise counseling in
primary care. Nurse Pract. 2000;25:10±37.
108. Sharpe M, Bass C, Mayou R. An overview of the treatment of
functional somatic symptoms. In: Mayou R, Bass C, Sharpe M,
eds. Treatment of Functional Somatic Symptoms. Oxford, UK:
Oxford University Press; 1995:66±86.
109. Kirmayer LJ, Robbins JM, Dworkind M, Yaffe MJ. Somatization
and the recognition of depression and anxiety in primary care. Am
J Psychiatry. 1993;150:734±41.
110. Katon W, Lin E, von Korff M, Russo J, Lipscomb P, Bush T.
Somatization: a spectrum of severity. Am J Psychiatry. 1991;148:
34±40.
111. Smith GR. The epidemiology and treatment of depression when it
coexists with somatoform disorders, somatization, or pain. Gen
Hosp Psychiatry. 1992;14:265±72.
112. O'Malley PG, Jackson JL, Tomkins G, Santoro J, Balden E,
Kroenke K. Antidepressant therapy for unexplained symptoms
and symptom syndromes: a critical review. J Fam Pract. 1999;48:
980±93.
113. Jung AC, Staiger T, Sullivan M. The efficacy of selective serotonin
reuptake inhibitors for the management of chronic pain. J Gen
Intern Med. 1997;12:384±9.
114. Fishbain DA, Cutler RB, Rosomoff HL, Rosomoff RS. Do
antidepressants have an analgesic effect in psychogenic pain
and somatoform pain disorder? A meta-analysis. Psychosom
Med. 1998;60:503±9.
115. Schulberg HC, Katon W, Simon GE, Rush AJ. Treating major
depression in primary care practice. Arch Gen Psychiatry. 1998;
55:1121±7.
116. Schulberg HC, Katon WJ, Simon GE, Rush JA. Best clinical
practice: guidelines for managing major depression in primary
medical care. J Clin Psychiatry. 1999;60(suppl):19±26.
117. Depression Guideline Panel. Depression in Primary Care:
Volume 1. Detection and Diagnosis. Rockville, Md: US Dept.
of Health and Human Services, Public Health Service, Agency
for Health Care Policy and Research; AHCPR Publication No. 93±
0550, April 1993.
118. Depression Guideline Panel. Depression in Primary Care: Volume
2. Treatment of Major Depression. Rockville, Md: US Dept. of

119.
120.

121.

122.

123.

124.
125.

126.

127.
128.
129.

130.

121.

132.
133.

134.

135.

136.

137.

138.

139.

140.

141.

JGIM

Health and Human Services, Public Health Service, Agency for
Health Care Policy and Research; 1993.
Whooley MA, Simon GE. Managing depression in medical outpatients. N Engl J Med. 2000;343:1942±50.
Simon GE, vonKorff M, Heiligenstein JH, et al. Initial antidepressant choice in primary care Ð effectiveness and cost of fluoxetine
vs tricyclic antidepressants. JAMA. 1997;275:1897±902.
Mulrow CD, Williams JW, Chiquette E, et al. Efficacy of newer
medications for treating depression in primary care patients. Am
J Med. 2000;108:54±64.
Thapa PB, Gideon P, Cost TW, Milam AB, Ray WA. Antidepressants and the risk of falls among nursing home residents. N Engl
J Med. 1998;339:875±82.
National Institute of Mental Health, Katon W. Panic Disorder in
the Medical Setting. Washington, DC: US Government Printing
Office; 1989. DHHS Pub. No. (ADM)89±1629.
Knesper DJ, Riba MB, Schwenk TL. Primary Care Psychiatry.
Philadelphia, Pa: WB Saunders; 1997.
Benjamin S, Mawer J, Lennon S. The knowledge and beliefs of
family care givers about chronic pain patients. J Psychosom Res.
1992;36:211±7.
Wasson J, Gaudette C, Whaley F, Sauvigne A, Baribeau P, Welch
HG. Telephone care as a substitute for routine clinic follow-up.
JAMA. 1992;267:1788±93.
Engel GL. The clinical application of the biopsychosocial model.
Am J Psychiatry. 1980;137:535±44.
Engel GL. The need for a new medical model: a challenge for
biomedicine. Science. 1977;196:129±36.
deGruy F III. Mental health care in the primary care setting. In:
Donaldson MS, Yordy KD, Lohr KN, Vanselow NA, eds. Primary
Care Ð America's Health in a New Era. Washington, DC: National
Academy Press; 1996:285±311.
Hahn SR, Kroenke K, Spitzer RL, et al. The difficult patient:
prevalence, psychopathology, and functional impairment. J Gen
Intern Med. 1996;11:1±8.
Smith RC. The difficult patient [CD-ROM, vol 7, no. 3]. In: BD
Rose, ed. UpToDate. Aronson MD, Fletcher SW, Fletcher RH, eds.
Primary Care Series. Available at: 34 Washington St., Suite 320,
Wellesley, MA 02181.
Platt FW, Gordon GH. Field Guide to the Difficult Patient
Interview. Philadelphia: Lippincott Williams and Wilkins; 1999.
Kroenke K, Arrington ME, Mangelsdorff AD. The prevalence of
symptoms in medical outpatients and the adequacy of therapy.
Arch Intern Med. 1990;150:1685±9.
Connelly JE, Smith GR, Philbrick JT, Kaiser DL. Healthy patients
who perceive poor health and their use of primary care services. J
Gen Intern Med. 1991;6:47±51.
Barsky AJ, Saintfort R, Rogers MP, Borus JF. Nonspecific
medication side effects and the nocebo phenomenon. JAMA.
2002;287:622±7.
Barsky AJ, Ahern EK, Bailey ED, Saintfort R, Liu EB, Peekna NM.
Hypochondriacal patients' appraisal of health and physical risks.
Am J Psychiatry. 2001;158:783±7.
Klinkman MS. Competing demands in psychosocial care. A model
for the identification and treatment of depressive disorders in
primary care. Gen Hosp Psychiatry. 1997;19:98±111.
Escobar JI, Manu P, Matthews D, Lane T, Swartz M, Canino G.
Medically unexplained physical symptoms, somatization disorder
and abridged somatization: studies with the Diagnostic Interview
Schedule. Psychiatr Dev. 1989;3:235±45.
Kroenke K, Spitzer RL, deGruy FV, Swindle R. A symptom
checklist to screen for somatoform disorders in primary care.
Psychosomatics. 1998;39:263±72.
Rief W, Hiller W, Geissner E, Fichter MM. A two-year follow-up
study of patients with somatoform disorders. Psychosomatics.
1995;36:376±86.
Fink P. Physical complaints and symptoms of somatizing
patients. J Psychosom Res. 1992;36:125±36.

JGIM

Volume 18, June 2003

142. Simon GE, Gureje O. Stability of somatization disorder and
somatization symptoms among primary care patients. Arch Gen
Psychiatry. 1999;56:90±5.
143. Cloninger CR, Martin RL, Guze SB, Clayton PJ. A prospective
follow-up and family study of somatization in men and women.
Am J Psychiatry. 1986;143:873±8.
144. Klinkman MS, Coyne JC, Gallo S, Schwenk TL. False positives,
false negatives, and the validity of the diagnosis of major
depression in primary care. Arch Fam Med. 1998;7:451±61.

489

145. Muehrer P. Research on co-morbidity, contextual barriers, and
stigma. J Psychosom Res. 2002;53:843±5.
146. Nutting PA, Rost K, Smith J, Werner JJ. Competing demands
from physical problems: effect on initiating and completing
depression care over 6 months. Arch Fam Med. 2000;9:1059±64.
147. Rost K, Nutting P, Smith J, Coyne JC, Cooper-Patrick L,
Rubenstein L. The role of competing demands in the treatment
provided primary care patients with major depression. Arch Fam
Med. 2000;9:150±4.

