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Medically Unexplained Symptoms’/’Bodily Distress Disorder’ in Primary Care

13.00-13.30
13.30 - 13.55

Registration and Lunch
The state of the art – nature/degree/implications of MUS in primary care

13.55 - 14.10

The state of the art –
Engagement/treatment; EBM, NICE; other models, etc.

14.10 – 14.25

Case Studies across Health and Social Care

14.25 – 15.00

Small group work, discussing “real cases” over Tea and Coffee

15.00 - 16.00

Best practice in MUS care: shared understanding of the condition;
Common language; engagement strategies; the “do’s & “don’t’s” of best care; reattribution and
normalisation interventions INTERACTIVE

16.00 - 16.30

A ONE-STOP-SHOP service
Introducing a novel primary care pathway for MUS –
Identification (clinical algorithm), Engagement, Assessment, Interventions (“Strategies for Better
Living Groups”)
Q&A and close

13.30-13.55

THE STATE OF THE ART –
NATURE / DEGREE/ AND
IMPLICATIONS OF MUS

MUS: continuing challenges for primary care
Carolyn A Chew-Graham, et al. Br J Gen Pract 2017; 67 (656):
106-107.
Janet P Watters Br J Gen Pract 2017; 67 (657): 156.

Psychosomatics:
Mind and or over matter?
• Language we use presupposes
body and mind dualism
• Instead: notion of embodied
cognition: mind is neither
body nor brain, but complex
interplay with environment
• Symptoms are PSYCHOSOMATIC, not exclusively
psycho/somatogenic in nature

What is it about?
• Medically unexplained symptoms (MUS) refer to persistent
bodily complaints for which adequate examination
(including investigation) does not reveal sufficiently
explanatory structural or other specified pathology
• “These symptoms are often chronic in nature (for example,
persistent pain, tiredness or gastric symptoms); they can
cause people significant distress, and often have an
important psychological component.” Kings Fund, March 2016

It’s costly…threefold
• “Such functional somatic symptoms and disorders are
often a burden for the sufferers, costly for society and
difficult to treat.” (Fink & Rosendal 2008)
• The NHS in England is estimated to spend at least £3
billion each year attempting to diagnose and treat
MUS, total societal costs = around £18 billion
(Bermingham et al 2010)

• “Much of this expenditure currently delivers limited
value to patients; at worst, it can be counterproductive
or even harmful.” (The Kings Fund 2016)

It’s costly & relevant for patients…
• Significant health concerns, distress, functional
impairment
• When compared with other chronically ill
patients, MUS patients report lower quality of
life, comparable or greater impairment of
physical function, poorer perceived general
health and worse mental health. (Smith et al. 1986)

It’s costly & relevant for GPs…
• GPs see large numbers of patients with
somatisation (appr. 30-50%) of patients in PC
Wessely et al. 1997, Gureje et al. 1998, Hartz et al. 2000; Nimnuan et al. 2001

• GP frustration is tied to a range of negative
emotions, including feelings of inadequacy,
resentment and a fear of patients who may
manipulate the course of treatment
Wileman et al. 2002

What works not so well?

What do we know doesn’t work?
• Repeated investigations, multiple experts
• “Sending” patients to Mental Health Services
• “Identifying” psychological roots in talking
therapy

 Typically patients with MUS see themselves as
only physically ill….

The reality in Primary Care
• There is often no clear referral pathway for MUS,
patients are repeatedly investigated, which can cause
significant harm and contribute to excess care costs
(DoH 2014; NHS Commissioning Support for London 2011).

• Most GPs receive no specific training / may lack
confidence in exploring the psychological issues
(Chitnis et al 2014; Salmon et al 2007).

• Organisational & Demand:
10 minute consultation slots!!!

MUS as a label ?
• “It is second to borderline
personality disorder in my
personal pet hates
regarding labels that
denigrate patients, and put
blame on them for being
unwell because of their
perceived inadequacy.”
Watters 2017

What do we call it? –
Inconsistency & multiplicity of terminology

• “Heartsink”or “Fat-folder” patients
• Repeat/ Frequent attendees
• Chronic complainers

Differential Diagnosis
•
•
•
•
•

Somatisation disorder / somatoform disorder
Medically unexplained (physical) symptoms
Health anxiety, conversion disorder, …
CFS, IBS, Fibromyalgia……………
Functional Symptom Disorder/ SSD/BDS

Multiple syndromes in multiple settings
Gastroenterology

IBS
Globus hystericus

Cardiology

Atypical chest pain
Benign palpitations

Neurology

Non-epileptic attacks
Atypical headaches
Chronic fatigue syndrome

Infectious disease

Gynaecology

Chronic pelvic pain
Pre-menstrual syndrome

Oral surgery

Atypical facial pain

Rheumatology

Fibromyalgia
Lower back pain

Editorial: “Fear of flying” –
Relying on the absence of organic disease
in functional somatic symptoms
• Validity of diagnoses of functional
somatic symptoms?
• E.g. CFS / Fibromyalgia
discussion : “functional “organic??
• “For many doctors the fear of
overlooking organic disease is a
major driving force”

P. Henningsen, 2016, Journal of Psychosomatic Research 88, 59

Evidence from System. Review?
• Long term follow up of patients with MUS: less than 10% of
patients eventually develop a biological illness
(Carson et al 2003, Crimsky et al 1998, Wilson et al, 1994).

• 16 follow-up studies (1980-2014); rate of revised diagnoses for
functional somatic symptoms etc was very low, at 0,5%.
• Conclusion: diagnoses of broad spectrum of functional somatic
symptoms can be relied upon time in more than 99% of cases
• But: this reassuring result is based on rational & systematic
diagnostic testing before the diagnosis is made

Eikelboom, EM. et al. (2016) J. Psychosom.
Res. 88 (2016) 60–67.

GP Diagnostics
• Family physicians demonstrate a high level of
accuracy in subjectively recognising MUS,
without the aid of standardised assessments.
(Rasmussen et al. 2008)

• Although a definition for MUS that meets
everyone’s needs is elusive, doctors appear to
recognise them reliably when they present.
(Edwards et al. 2010)

Additional features
• Co-morbitity: Marked depression and anxiety are
frequently present and may justify specific treatment.
(>40 % of MUS patients, Nimnuan et al 2001)
• The course of the disorder is chronic and fluctuating,
and is often associated with long-standing social and
interpersonal problems.
• The disorder is far more common in women than in
men, and usually starts in early adult life.
• Dependence upon or abuse of medication (usually
sedatives and analgesics)

A few other relevant facts…
• Early identification important; the more they are
investigated and referred the more difficult it
becomes to help them (Barsky, 1996)
• Risk of invasive diagnostic procedures prompted by
false positive tests 22-28% (Croswell, et al 2009)

• Review showed that many MUS patients had no
definite psychological illness (Burton 2003)

Why somatise?
Patient beliefs about symptoms
• ORGANIC

• FUNCTIONAL

•
•
•
•
•
•
•

•
•
•
•
•
•
•

in body
real
matters
I’m not to blame
I’m not weak/flawed
Can be cured
No stigma

in head
unreal
doesn’t matter
I’m to blame
I am weak/flawed
Can’t be cured
stigma

Health anxiety CBT model: triggered by life
events, stress, information from media, etc.
Emotional Feelings:
ANXIETY
sad, angry, confused

Worrying Thoughts:
“Is this going to kill me?”
Why me? My health
problems interfere with life

What you do Behaviours/Actions:
CHECKING Bodily sympt.
ignore phone calls, stop
going out, spend time alone

Focus on bodily symptoms
Physical Feelings:
tired, tense, headaches

Other psychological models
• Symptoms are “metaphorical” statements
(non-verbal, bodily cues)
• Conversion, underlying psychological
problems
• Difficulties of identification of bodily
experiences as reflections of self-states
• Difficulties of self-regulation, weakness of
higher order inhibitory pain processes

SDD/MUS and Embodiment?
• predisposing biological vulnerability, low pain
threshold, hypersensitivity, hyperarousal, “amplifying”
somatic style
• hyperactivity of the autonomic nervous system and the
hypothalamic–pituitary–adrenocortical axis ?
• focused awareness / attention towards distressing
bodily sensations (hypervigilance)
• Alexithymia: difficulties expressing emotions

• Nonverbal (somatic) communication of distress: “body
language”, postures, gestures, movements

13.55 -14.10
MANAGEMENT OF MUS:
THE STATE OF THE ART –
EVIDENCE BASE ENGAGEMENT /
TREATMENT; NICE; OTHER MODELS, ETC.

Evidence base for MUS
treatment in Primary Care?
• “GPs’ beliefs about the
lack of treatment guidance
are consistent with the
literature: there are few
MUS treatment studies
based in primary care.”
(Edwards et al. 2010)

BJGP 2017

(Chew-Graham et al. 2017)

• “…in England, …IAPT …teams are tasked with
managing people with mild-to-moderate MUS.
However, IAPT services can be perceived by
patients to offer services for mental health
problems and may not be acceptable to some
patients; in addition, IAPT does not meet the
needs of patients with more complex problems.”

Evidence base for MUS treatment?
• Consultation letters with advice reduces healthcare use
• Extended Reattribution & Management model (TERM)
significantly improved GPs’ attitudes and awareness
• Qualified normalisation (explanation, reassurance and
behavioural advice) works for mild/moderate MUS
• Systematic reviews: CBT effective treatment for
selected disorders (CFS, IBS, FM), by specialists
• Antidepressants and Hypnotherapy

Cochrane review Non-pharmacological
interventions for and MUPS in adults
(van Dessel et al 2014)

• 21 studies with 2658 randomised participants;
effectiveness of some form of psychological
therapy
• All psychological therapies included combined:
superior to usual care or waiting list in terms of
reduction of symptom severity, effect sizes
however small.

DoH IAPT LTC/MUS pathfinder
evaluation project (12 sites)
• Most common MUS amongst 2376
patients: unspecified pain (20%),
CFS, IBS, Fibromyalgia (8-10%
each); LTC patients also with MUS
• MUS patients, men, ethnic minorities
difficult to engage

Lusignan et al. University of Surrey Evaluation Team,
unpublished 2015

Pathfinder evaluation cont.
• Only one pathfinder’s result for PHQ-15 was shown to be
significant (strong focus on MUS interventions)
• Patients in the MUS groups had poorer outcomes across
most measures
• Qualitative research has shown MUS patients are
reluctant to accept a diagnosis and have any
psychological framing of their condition
• Generic / educational interventions resulted in poorer
results across all measures

Novel approaches
• MBSR/MBCT: review included 13 RCTs (N=1092)
patients for MUS or specific syndromes, such as FM,
CFS, IBS; Significant outcomes in comparision with TAU
for severity of symptoms, QoL, depression, and anxiety.
Lakhan and Schofield 2013

• BOPT: six RCTs across MUS, Somatoform disorder and
specific psychosomatic illness such as Tension
headache, IBS and Asthma; Significant outcomes in
comparision with TAU for severity of symptoms, QoL,
depression, and cost-reduction (review Röhricht 2013)

What works well in Primary Care:
•
•
•
•

GPs well placed to manage MUS patients
Enhanced PC with specialist input works best
Diagnostic openness important (Cochrane 2013)
The therapeutic relationship, therapeutic listening,
and flexibility are important (Nunes et al. 2013)
• Flexible treatments with evidence including:
reattribution, progressive muscle relaxation and
related techniques, CBT (Edwards et al. 2013)

Proactive identification
• Utilise GP relationship as building block
• Implement algorithm
• Frequent attender reviews with structured
assessments (e.g. PHQ-9&15/SOMS)

PC embedded care models
• LIFT Psychology Swindon (self-management /
psycho-educational courses and consultation)
• Integrated persistent pain pathway in Oldham
(community physiotherapy and PT through IAPT)
• Enhanced GP engagement model Barnet
• The Tavistock model (City & Hackney PC
Psychotherapy Consultation Service)
• The ELFT MUS-SHINE one-stop-shop model
(Newham/Richmond IAPT care pathway)

The Tavistock model
• Not specific to MUS, includes PD/SMI
• joint consultations with a patient and their GP
• professional consultations with GPs or other
practice staff and tailored trainings
• direct one-to-one consultations with patients
• Brief psychological treatment (different
modalities, one-one and group)
• Case management

PCPCS evaluation (Parsonage et al. 2014)
• 282 patients with MUS (49%), PD (51%), SMI
• Cost reduction of NHS service use by £463 per
patient within 22 months following start
• Savings in PC: 34% total (mainly fewer GP
consultations)
• Savings SC: 66% (fewer A&E, outpatient
attendances and inpatient stays)
• GP attendances fell by 25% in the year after
• estimated average cost of £1,348 per patient

The ELFT MUS-SHINE model
• One-Stop-Shop approach in primary care
• Elements: Identification (Algorithm),
Engagement, Assessment, Choice of brief group
intervention (MBSR or BOPT/“SBLG”)
• Inclusive (Nature AND degree)
• Delivered in primary care setting
• Simple referral system including self-referral

MUS-SHINE service evaluation
(Röhricht,F., Papadopoulos,N. & Zammit, I. in press, BJGP open)

• 143 referred, 98 engaged, all with
significant MUS (average PHQ-15 >15 )
• Significant symptoms reduction achieved
• Significant savings in terms of service
utilisation (fewer GP consultations, fewer
A&E visits, fewer specialist appointments)
• Savings per patient over 6 months £378
• Cost per patient treated =£246

14.10 – 14.25

CASE STUDIES ACROSS
HEALTH AND SOCIAL CARE

14.25 – 15.00

All together …...

SMALL GROUP WORK,
DISCUSSING “REAL CASES”
OVER TEA AND COFFEE

“‘Some make your stomach churn when they
come in … very nervous. They make it very
clear they are taking charge; and they do, they
take charge, and there is nothing you can do.’”
(GP quoted in Wileman et al 2002)”

15.00-16.00
BEST PRACTICE IN MUS CARE:
– SHARED UNDERSTANDING
COMMON LANGUAGE; ENGAGEMENT
STRATEGIES; THE “DO’S & “DON’T’S” OF BEST
CARE; REATTRIBUTION AND NORMALISATION
INTERVENTIONS

A Patient’s Story
•

•
•

•
•
•

In 1977 at age 17, I underwent an operation to remove my ovaries. Since then I have
lived with various medically unexplained symptoms including depression,
fibromyalgia, heart palpitations, kidney problems, urethral strictures, irritable bowel
syndrome, chronic pain, chronic fatigue, migraines and fainting episodes.
For thirty-odd years I was shunted from pillar to post, visiting various specialists and
staying in hospitals all over London.
I have seen countless psychotherapists, clinical psychologists and psychiatrists. They
all seemed to have no interest in me or gave up because I was ‘too complicated’ –
which only worsened my depression and feelings of isolation, and led to countless
more symptoms.
I have also attended various pain management clinics and support groups, but none
of these helped in the slightest as my symptoms were still ‘unclassified’!
I was told I was unemployable as my symptoms were too unpredictable.
But, after attending an NHS Expert Patients Programme self-management course for
people with long-term health conditions, I progressed from Volunteer Tutor with the
programme to being fully employed as a Trainer.

• Patients across cultures are most satisfied
with their care when primary care doctors
share their model of understanding of the
presenting problems and treatment
options

MUS: a “mismatch” syndrome
• Beliefs / explanatory model:
 “it’s all in the mind ≠ the body”
• Language / terminology:
 “unmet need ≠ health anxiety”
• Emphasis in therapy:
 “I am in pain – We talk about
pain”
• Effects / Money invested:
 Poor outcomes ≠ High costs
• Desired location:
 In ≠ Out (of services)

The GP perspective

What constitutes shared
understanding?
• …..

Comprehensive
biopsychosocial approach
right from the start

Holistic approach
Clarifications/Expectations
Engagement
Rapport
Negotiation
Reattribution

Key physician behaviours (Do’s):
• Understand the patient, i.e. the effect the
symptoms are having on them.
• Show patient you believe they have the symptoms.
• Be honest when a patient has unusual symptoms
• Think about how you can empower the patient
• Explain the links between physical and
psychological stresses
• Negotiate a culturally responsive explanation
• Normalise: all symptoms are bio-psycho-social
sources including Rosendal et al (2005), Salmon et al (1999),
Morriss et al (2006), Guthrie (2008), and Smith et al (2003).

• “The suggestion that ‘negative test results
means that nothing is wrong’ is cited as
the most common explanation given by
doctors” (Edwards et al. 2010)

Key physician behaviours (Don’ts):
• Tell them that you can find nothing wrong. There is
something wrong.
• Tell them the symptoms are normal. They are not
normal for the patient.
• Reassure repeatedly (never ending cycle).
• Tell them there is nothing you can do to help.
• Give results of normal tests and reassure and think that
this will help.

Assessment
• ICE: Ideas, Concerns, Expectations: Clarify expectations
of each visit
• Clarify presenting complaint: any other symptoms?
• Actively seek evidence of life stress/life events
• Systematically seek evidence of anxiety / depression
• What does the patient think is causing symptoms – what is
your worst fear?
• What kind of situations make the symptoms worse/better?
• Enquire about functional disability
• PPP model: predisposing, precipitating, perpetuating
factors

Key interviewing skills
•
•
•
•
•
•
•
•

Acknowledge reality of pain
Flexible, negotiating style
Reframe complaints, i.e. somatic and emotional
Respond to mood cues
Empathic statements e.g. disappointment with doctors
Elicit beliefs and assumptions with open questions
Summarise repeatedly, and invite criticism
Involve partner / key other if possible

Goldberg D et al. J Psychosomatic Res 1989;33:689

MUS: actually we can and
should explain such symptoms
(Danczak, A. Br J Gen Pract 2017)

Explanation to patient
“the stress you have been under recently has
led to contractions in the muscles around the gut
(which is like a tube); this leads to pain and
discomfort experienced in your abdomen;
…. let’s talk about ways in which we can help
you to manage and control the pain”
Salmon P et al. Br Med J 1999;318:372

Explanations that lead to satisfaction
and patient empowerment
• Tangible, usually physical, causal
mechanism
• Exculpatory i.e.. Attribute symptoms to
causes for which patient cannot be
blamed
• Involving the patient in self-management
• (“effective normalisation”, Morris 2006)

Salmon P et al. Br Med J 1999;318:372-6

Empathic Attributions
• Many people are faced with problems linked to having
to live and cope with physical symptoms that don’t get
better with medical treatment.
• You may experience these symptoms as being
disabling, you may also suffer pain and discomfort.
• Your doctor/ nurse may have been unable to explain
why you are suffering with your symptoms.
• Sometimes it may have felt as if the realities of your
symptoms are being doubted.
• This may have affected your relationship with the
doctors and nurses trying to help you.

The vicious circle:
Body symptoms & Stress
• Every symptom such as pain or tension causes stress
• Every human has a response to stress (learned or
genetically determined). Almost all of this response
will be triggered by a “survival instinct” to help you
to fight off or flee this stress/danger.
• The body reacts: Increased heart rate, Breathing more
rapid, Stress hormones released, Blood pressure can
go up, Muscles (fight or flee) often become tight
• All of your senses are heightened when under stress

Rationale for this approach
•Legitimises patient’s suffering
•Reality of symptoms not rejected
•Patient understands and “owns”the problem
•Removes blame from patient
•Allies doctor and patient

Salmon P et al. Br Med J 1999;318:372

Management goals
Biomedical

Psychosocial

Disease oriented

Problem oriented

Symptoms

Engaging with distress

Investigations

Broaden the agenda

Medication

Problem solving

Disability

Rehabilitation

Curing

Coping

Agree on Limitations of medicine

Formulation based interventions
•
•
•
•
•
•
•
•

General advice; lifestyle change
Exercising
Optimise self-help
sensible literature (web sites, handouts)
Drug treatments: herbal remedies, antidepressants
problem solving for social problems
Psychoeducation
Psychological treatment: CBT, Mindfulness, BPT, …

Reattribution
• enabling the patient to feel understood
• broadening the agenda beyond physical
symptoms
• making the link with psychosocial issues
• negotiating further treatment
• But: clearly communicate to patients that attention to
psychosocial issues won’t negate the need to be
aware of physical disease

Body oriented interventions in MUS –
taking it to the next level…
• “The patient has got to be addressed on the level of
his/her complaints” (Egle & Nickel 2001)

• “Without inclusion of bodily reality patients (with SD)
often regard their main issues unrecognised (Joraschky 2001)
• „...body oriented therapy takes its emphasis from
functional psychopathology (Scharfetter & Benedetti 1978)
• somatoform disorder as body image disorder (Henningsen 2007)

16.00-16.30
INTRODUCING A NOVEL PRIMARY
CARE PATHWAY FOR MUS –
IDENTIFICATION (CLINICAL
ALGORITHM), ENGAGEMENT,
ASSESSMENT, INTERVENTIONS

Integrated MUS primary care
- a person centered
“one-stop-shop” service

Röhricht, F., Papadopoulos,
N., Zammit, I.
(in press)

OBJECTIVES (detailed)
• Increase MUS patient satisfaction through adequate
treatment, signposting and care
• Make the patient feel understood , enhance their coping
• Improve engagement techniques between clinical
professionals and MUS patients
• Deliver an integrated care package incorporating best
practice points from primary and secondary care
• Reduce the intensity/frequency of somatic complaints
and improve functioning in somatising patients
• Reduce unplanned attendance in health care

How? Holistic, Body based, patient centered…
• Identification: Specific somatic symptom algorithm
• Engagement strategy is empathic:
 interest in and time for the physical complaints (how, when,
where, under which circumstances…)
• Assessment is focused:
 Range of in-depth somatic symptom questionnaires, health related
quality of life measures
• Interventions are non-verbal / embodied:
 explicitly focusing upon / engaging with bodily symptoms (MBSR
/ Body Oriented Psychological Interventions as “SBLG”)

Recruitment and Referrals
• Simple process with minimum administration
• Active identification through data-base and subsequent
“referral” from primary care professionals
• Potentially suitable patients will be contacted in
different ways by PC staff: via telephone contact, letter
or direct face to face conversation during routine
consultation (obtaining verbal consent)
• Patients can self refer (posters and leaflets provided)

Are you suffering from chronic pain, stomach-ache, headaches
or other troubling
persistent physical symptoms
that have not been helped by treatment so far?
If so our new WELL-BEING PROGRAMME is for you!
You can attend INFORMATION EVENTS to help you understand
your symptoms
You can attend a
“STRATEGIES FOR BETTER LIVING” Group
Or
“MINDFULNESS-BASED STRESS REDUCTION”
To help you manage your symptoms
Medical Centre 121 Star Lane, Canning Town, London E16 4QH
Times: Mondays 11.30am -13.00; 13.30pm – 15.00

Setting
• One cluster of PC sites Newham/East-London
• Simple flexible referral process with minimum
administration
• Inclusion criteria: patients in primary care
(18+) whose physical symptoms don’t match
with organic pathology (nature AND degree)
• Exclusion criteria: established diagnosis of
severe mental illness

Clinical Algorithm for Screening
Identifying suitable patients
• pain in different locations (unspecific, unexplained)
• non-specific complaints affecting multiple organ systems
(unspecific, unexplained)
• repeated complaints of fatigue or exhaustion
• Physical symptoms occurring in the context of a stressful
lifestyle or stressful life events
• somatisation “plus” (anxiety/low mood/tension)
• Frequent attending for PC consultations
• Frequent requests for investigations

Outcomes
The Strength of the Model:
Addressing “costs” re

- Patients
- Society
- Professionals

Data highlights baseline
• Mean age 50.3 (15-92); 72 (77%) female
• White British/other 25.8%, Afro-Caribbean 6.5%,
Black African 10.8%, Asian 53.7%.
• service utilisation last 6 months: number GP
consultations 15.2 (0-60); contacts with
specialists 2.8 (0-12)
• 19.2 weekly hours support from friends/family
(0-84); 2/3 receiving benefits
• number of non-specific drugs prescribed 4.7
(0-13; 0-7 different painkillers)
• SOMS-7: high somatic symptom levels across
multiple organs

Cost savings 1: Patient benefits
• Easily embedded in PC, accessible, available
• 93 out of 145 referred patient engaged, 61
participated in group intervention
• Reduction in symptom levels (regardless number of
session attended in intervention groups)
• 75% of patients BME background, high percentage
had very limited English language skills

Changes in Somatic symptom levels
and QOL
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Some quotes from patients after taking
part in one of the two intervention groups
“I am now
helping my self
rather than
depending
completely on
family”

“It made me realise I
was in denial about
the wider picture of
my life”

“I learned to be kind
to myself….It has
really turned my life
around and
empowered me.... “

“I started getting
my tension under
control and things
didn't get to me
no more”

Cost savings 2: Service benefits
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2c. Changes associated cost
Number
contacts
with GP

Number
outpatient
appointments

Number
A&E
Attendances

Number Number Number
Total
CounPhysio- prescribed
selling
therapy medication
sessions sessions

Pre

14.5/10.3

3.1/3.1

0.8/1.5

0.5/1.9

1.8/3.8

4.1/2.5

Post

9.8/6.7
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4.3/3.9

Unit
cost

£46,80
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Total
Cost
pre

£59.717

£29.735

£7.040

£2.200

£2.534

£101.226
= £1.150
per
patient

Total
Cost
post

£40.360

£23.020

£2.640

£1.320

£563

£67.903
=
£772
per
patient

Cost savings 3: Professionals
benefits

Some other key findings
• Reduction in symptom levels not correlated with
number of sessions in intervention group
• Qualitative data re patients who participated in the
intervention: additional health benefits (more inclusive
understanding of their health condition and improved
self-management & coping)
• 75% of patients BME background and a high
percentage had very limited English language skills

Enablers
• Recruited dedicated enthusiastic staff who acted as
champions throughout
• Identified two committed GPs early after project
commenced who supported the trial throughout
• Flexible engagement strategy (longer surgery
hours/weekends) and inclusive entry criteria
• Engaged patients’ carers flexibly as required /
requested
• Availability for patients re questions over the phone

Calculating cost-benefit
• 1.0 wte DMP, Band 7 mid-point plus 20% on-cost = £53k;
Therapy room, PC, supervision appr. 4k = 57k
• 840 hours year; assessments and engagement time a 1.5 hours
= 385 hours = 0.45wte
• 10 sessions group therapy a 2.0 hours = 20 hours; 5-12
patients per group with target 10; 23 groups are needed for 234
patients = 460 hours = 0.55wte
• Cost per patient treated =£246 versus annual savings per
patient = £500-750; £1 invested = £2-3 saved

Compare: London pilot
• 6 GP practices looking at 24 months retrospective activity for
patients with severe MUS
• The number of investigations equated to 74 per month, averaging
8 per patient (888 annually)
• 1million £ total cost (227 patients) in 3 separate practices over a
24mt period; cost of £42k per month, £504k annually = £2220
per patient; £307K of total cost is in GP time alone
• £33 to £20k per patient secondary care; average across the cohort
was £1.5K (= £750 annually)
• 227 patients had 8,990 GP contacts = appr. 20 per year, £13k per
month (about £57-59 per consultation)

Discussion / Key findings
•
•
•
•
•

Managing MUS in PC: it is not, never was/will be easy
It is possible to engage patients from all backgrounds
Teaching/Psychoeducation in groups doesn’t work
PC embedded models work best
Additional efforts are necessary: more GP/PC time
dedicated to active patient follow-up
• High level of flexibility required: cultural, social, personal
• Embodied approach accepted by 2/3 of patients with
significant benefits re symptom levels & service cost
• Once engaged even low level inputs make a difference

Working together: Dumping
Descartes…

Thank
you for
your
attention!
www.mus.elft.nhs.uk

Potential for cost savings:
• Overall reduction in health care cost from baseline to
follow-up in six months: £33.323 (£378 per patient)
from £1150 to £772
• Cost of appr. £21k (plus one-off implementation
funding in order to train staff and to implement the
case finding system).
• 1276 GP contacts in six months = 2552 annually
• 272 specialist contacts in six months = 544 annually

What is Body oriented psychological
therapy?
• An innovative treatment approach focusing on the body
• The theoretical foundations of BOPT are based on the
indivisible interconnections between what was traditionally
understood as the body and psyche

• BOPT examines systematically these inseparable interwoven
connections and develops complex interventions to address
them.
92

04 August 2017

A guiding principle:
• The central guiding principle in BOPT-MUS
is that the body remains the main focus of
the therapeutic work throughout. The
therapist will not address directly any
psychological processes involved in bodily
experiences, unless the patient specifically
brings them up first.
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BOPT for MUS
• Intervention strategy is designed to address the
physical symptoms and emotional responses

• Works mainly with and through the body
• Activates the body capabilities, strengths and
creativity to manage pain and other symptoms
• Offers flexibility in relation to patients’ desire to
engage with body oriented exercises,
psychological dynamics, sharing experiences,
explanatory models
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BOPT for patients with MUS
• Includes movement exercises, sensory
awareness techniques and structured
tasks /interventions
• Based on a manualised intervention
strategy
• Conducted in a group setting and utilising
group therapy principles as appropriate.
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Format of the Group
•
•
•
•

Group size: between 5 and 8 patients
Length of treatment: 10 sessions
Duration of each session: 1.5 hours
Frequency: once a week

96

Three phases in 10 session
therapeutic intervention
• First phase concentrates on the therapeutic relationship,
body awareness and relaxation exercises
• Second phase focuses on
(a)the body as a source of negative, neutral and positive
experiences;
(b)community and social context: sharing experiences,
gaining support, feeling a sense of not being so alone with
difficult body symptoms and experiences
• Final phase addresses the integration of the physical and
emotional themes in the context of a coherent narrative
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Case Vignette 1.
– Right side of the body in pain for 20 years
– Emotional numbness and in ability to express
feelings; holding them in her body especially
anger
– Tension in the body with incongruent smile
– Interventions:
– The Breath
– Shaping feelings
– Expressing feelings
– Gaining some control over pain and feelings
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Case considerations
• Benefits of The Group:
• The group gave her permission to creatively express herself and
shift from emotional numbness to awareness.

• This way she learnt to manage her pain more easily, relax and
reduce her stress levels.
• The group stopped her being so isolated.
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Case Vignette 2
• chronic back pain, joint pain, numbness in the arms and
‘depression in the body’
• Loss of function physically, emotionally and socially
• Geographical and cultural dislocation
•
•
•
•

Interventions:
Engagement in body movement and potentialities
Working with props, creatively
Creative and symbolic enactment related to life narratives
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Case considerations
• Tangible transformations
•
•
•
•
•

Group cohesion
Loss laid to rest
Metaphor and symbolic expression: the new plant
Growth/care/ water and light
Widening of their perspective about themselves; pain did not
disappear, but was no longer the dominant discourse.
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