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Preface

Physical symptoms are common, but some people experience a condition of actual bodily distress, where the symptoms themselves cause an illness, although the symptoms do not fit into any known psychiatric or somatic disease pattern. Besides being a symptom of a possible physical disease, somatic symptoms may, in some cases, be an expression of physical, mental or social stress or strain.

Specific treatment is rarely necessary, but in some cases the symptoms become debilitating. We have previously found it difficult to treat some of the individuals with these symptoms, and doctors may have felt powerless. For this reason, some patients with bodily distress were perceived as difficult. As a doctor, you want to give these patients the same quality of treatment as that which is offered to other patients. The purpose of this initiative is to improve the doctors’ ability to recognise and prevent inappropriate illness behaviour, both on the doctors’ own part and among patients, and to improve our treatment of this patient group

The training programme has been prepared by the Research Clinic for Functional Disorders, Aarhus University Hospital, in collaboration with the Research Unit for General Practice, Aarhus University. In addition to this manual, the programme consists of an intensive course in which the various elements of the treatment model are trained by means of practical exercises. Separate training materials have been designed for participants and teachers. The training programme was originally developed for general practitioners1 (GPs), but the current version has been modified to further its use by all non-psychiatric doctors. The training programme focuses on diagnosing and treatment of functional disorders, but many of the techniques taught are of a general nature and can therefore be of much benefit in the treatment of other mental disorders as well as in general everyday clinical practice. The programme was originally developed in connection with the FIP study2 (prevention of functional disorders and inappropriate illness behaviour in general practice), which was an interdisciplinary collaboration involving The Research Clinic for Functional Disorders, Aarhus University Hospital, The Research Unit for General Practice, Aarhus University, The Department of Ethnography and Social Anthropology, Aarhus University, and The Department of Psychology, University of Aarhus. This project has worked closely with the study “Somatising patients in general practice”3 which emanated from the Quality Improvement Committee Q2, Vejle County, and the Research Unit and Department for General Practice, Aarhus University. Our appreciation goes to the general practitioners Frede Olesen, Hans Kallerup, Laurits Ovesen, Jette Schjødt, Sven Ingerslev, Mogens Tuborgh, Annette Vibæk Lund, Martin Holm, Kaj Sparle Christensen, Jette Møller Nielsen and Lene Agersnap, and psychiatrist Lene Søndergaard Nielsen, MSc in Psychology Lisbeth Frostholm for reading, commenting and actively participating in the development of this programme. We also wish to thank Professor Linda Gask, University of Manchester, who inspired the design of the original course programme. Furthermore, we wish to thank the many doctors who have completed the course and provided valuable feedback and ideas for improvement.

Some parts of the training programme build on The Reattribution Model developed in Manchester by Professor David Goldberg and Associate Professor Linda Gask in the early 1980s [1-11]. However, we have significantly modified the original model and added several new elements. The name has therefore been changed to the TERM Model (The Extended Reattribution and Management Model).

The most significant changes are:

a) General interview technique has been incorporated into the model.

b) A clearer discrimination is made between the different principles. For example, we emphasise only to use active listening and assessment in the first phase. Many doctors tend to be over “efficient”, to give advice and to offer explanations too quickly, which is very inappropriate when dealing with somatising patients.

c) Questions about mental illness, functional level and expectations to treatment, etc. are added as independent items.

d) The biological basis of somatoform disorders is central to the explanatory model.

e) We have added a guide for follow-up treatment.

f) We have added a guide for treatment or management of sub-acute and chronic somatising patients.

g) The project and the educational programme are described in detail for documentation purposes.

Some parts of the current version have been thoroughly revised compared to the first edition. The book and the treatment model have been rewritten to target all doctors. Chapters 1-9 on the theoretical background have been reviewed and updated with the latest knowledge. We have added a new Part III, which describes the follow-up care, and a Part IV on children and adolescents. Moreover, we have included anonymous patient stories and cases based on the authors’ experiences. All the patients’ identities have been blurred to a degree that they will not be recognisable by either themselves or by people who know them. The patient stories remain representative of the issues exemplified and illustrated.

The overall goals of this training programme are

1. To give doctors a better understanding of the characteristics of functional disorders.

2. To improve doctors’ capability to diagnose functional disorders.

3. To improve doctors’ capability of:


– terminating ineffective treatment or facilitating further treatment

– treating functional symptoms and less severe cases of functional disorders

– managing chronic cases of functional disorders.



Reading guide

Part I (Chapters 1-8) provides a theoretical introduction to the subject of functional disorders. This knowledge lies at the root of any treatment of patients. Part II (Chapters 9-11) describes the treatment based on the TERM Model. Part III (Chapters 12-13) describes the follow-up treatment. Part IV (Chapter 15) describes the particularities of children and adolescents. Part V contains Chapters 16-17 which is supplementary reading about the cultural and historical background. At the back of the book there is an appendix, which contains forms for evaluation and treatment; also, a list of supplementary materials, including a website and an index.

Abbreviations used





	BDS

	Bodily Distress Syndrome (a novel unifying diagnostic category)



	BDS, single-organ type

	BDS type characterised by symptoms primarily from one bodily system




	– MS type

	BDS subtype characterised by musculoskeletal tension and pain





	– GI type

	BDS subtype characterised by gastrointestinal symptoms




	– GS type

	BDS subtype characterised by general symptoms (fatigue, headache, etc.)





	– CP type

	BDS subtype characterised by cardiopulmonary symptoms





	BDS, multi-organ type

	The most severe form of BDS, characterised by symptoms from at least three bodily systems




	CFS

	Chronic Fatigue Syndrome




	CMDQ

	Common Mental Disorder Questionnaire




	CNS

	Central Nervous System




	DSM-IV

	Diagnostic and Statistical Manual of Mental Disorders, fourth edition




	FIP-study

	Functional Illness in Primary Care (A study of prevention and treatment of functional illness in primary care performed in Aarhus, Denmark)




	f-MR

	Functional Magnetic Resonance




	GP

	General practitioner




	IBS

	Irritable Bowel Syndrome




	ICD-10

	International Classification Diseases and Health Related Problems, tenth revision




	ICPC

	International Classification of Primary Care




	MCS

	Multiple Chemical Sensitivity




	MUS

	Medically Unexplained Symptoms




	PET

	Position Emission Tomography




	SCAN

	Schedules for Clinical Assessment in Neuropsychiatry




	STreSS

	Specialised Treatment for Severe Bodily Distress Syndromes




	TERM

	The Extended Reattribution and Management Model




	WHO

	World Health Organization







1 Corresponds to family physician

2 The FIP study was funded by: The National Research Council’s multidisciplinary research programme on health promotion and prevention research, which was part of a cross-Council programme for health research (grant No. 9801278) and the Quality Development Committee for General Practice in Aarhus County.

3 The project was funded by the Quality Development Committee for General Practice, Q2, The Vejle County Medical Scientific Research Fund, the Fund for funding of research in general practice and health care, and the General Practitioners’ Training and Development Fund and Sara Kirstine Dalby Krabbe’s Scholarship.


PART I

INTRODUCTION TO
FUNCTIONAL DISORDERS


CHAPTER 1

Background

PER FINK, MARIANNE ROSENDAL, TOMAS TOFT AND ANDREAS SCHRÖDER

The essential characteristics of functional disorders are that the patient is troubled by physical symptoms that cannot be attributed to any known, well-defined physical or psychiatric disorder, i.e. functional or medically unexplained symptoms. In the International Classification of Primary Care (ICPC) [12], the ICD-10 and the DSM-IV, functional disorders are classified mainly under the subgroup of somatoform disorders (P75/F45.0-9). Usually included within this category of functional disorders are the dissociative disorders (P75/F44.0-9), neurasthenia (P78/F48.0), factitious disorder, including Münchhausen’s syndrome (P80/F68.1) and elaboration of physical symptoms for psychological reasons (P80/F68.0). The somatoform diagnoses have never been widely accepted outside of psychiatry and are rarely used by non-psychiatrists.

Various medical specialties have instead introduced a number of so-called functional syndrome diagnoses (see Table 1.1), which largely reflect the same phenomenon. Like the somatoform disorders, these syndrome diagnoses are based solely on subjective complaints and not on verifiable clinical or paraclinical findings, and the cause of the symptoms is unknown. Clinically, it is difficult to distinguish them from each other or from the somatoform disorders since the diagnostic criteria overlap and the patients are presenting the same symptoms [13-21]. The syndromes may therefore partly be seen as artificially created variants of functional disorders that arise owing to the medical specialisation, where each medical specialty has introduced its own diagnosis of medically unexplained symptoms [14-17;21]. Which diagnosis the patients receive sometimes depends more on what specialty they are referred to, or on the respective doctor’s interest, than on which symptoms they actually have.

Table 1.1 Functional somatic syndromes according to specialty. Modified after Wessely [14;29]





	Specialty

	Functional somatic syndrome




	Allergy and others

	Multiple chemical sensitivity (MCS), sick building syndrome) hypersensibility to electricity, hypersensibility to infrasound




	Anaesthesiology

	Chronic benign pain syndrome




	Gastroenterology

	Irritable bowel syndrome (IBS), non-ulcer dyspepsia




	Gynaecology

	Pelvic girdle pain, premenstrual syndrome (PMS), chronic pelvic pain




	Infectious medicine

	Chronic fatigue syndrome (CFS, ME)




	Cardiology

	Atypical or non-cardiac chest pain, syndrome-X




	Respiratory medicine

	Hyperventilation syndrome




	Neurology

	Tension headache, pseudo-epileptic seizure




	Odontology

	Temporomandibular joint dysfunction, atypical facial pain




	Orthopaedic surgery

	Whiplash-associated disorder (WAD)




	Psychiatry

	Somatoform disorders, neurasthenia, conversion disorder




	Rheumatology

	Fibromyalgia, lower back pain




	Ear, nose and throat

	Globus sensation, vertigo, tinnitus





Recent research has shown that patients can be divided into two groups: one group who has symptoms from multiple organ systems, and another group who predominantly has symptoms from a single organ system (e.g. a musculoskeletal type identical with fibromyalgia; see Figure 1.1).

Thus, subtypes of functional disorders can be defined by symptom patterns. All patients typically have multiple symptoms simultaneously as an expression of bodily distress, and the disorder is therefore termed bodily distress syndrome (see pages 27-8). The syndromes in Table 1.1 are best understood as an expression of bodily stress and not as classical physical diseases, which is supported by the fact that psychological therapies and drugs acting on the CNS (antidepressants, antiepileptics) have proven effective; inversely, it has not been possible to demonstrate the efficacy of medical or surgical treatment [23-26] directed against a hypothetical, presumed causes, such as antibiotics or immuno-suppressants for chronic fatigue syndrome or a stiff neck collar for WAD. Hence, today there is a significant linguistic and conceptual confusion in this area, and a host of other names for functional disorders have been or are currently being used [27;28].

[image: Image]
Figure 1.1 A theoretical model of BDS and empirical diagnostic agreement of its subtypes with existing diagnostic categories according to a Danish study [21]. The percentages show how many patients who at the same time were either diagnosed with both a BDS subtype and the corresponding functional syndrome, or diagnosed with none of these. The remaining patients – e.g. 5% in connection with the BDS-GI subtype – were either diagnosed with only the BDS subtype or with the functional syndrome.

CFS: chronic fatigue syndrome; CP: cardiopulmonary; GI: gastrointestinal; GS: general symptoms; IBS: irritable bowel syndrome; MS: musculoskeletal. [21-23].



Terminology used

The main terms currently used are medically unexplained symptoms (MUS) and functional symptoms and disorders. The term ‘medically unexplained’ has the disadvantage of indicating that the phenomenon is an exclusion diagnosis, used only when all physical diseases that may cause the symptoms have been excluded. Furthermore, modern scanning techniques and biophysiological measurements suggest the existence of a neurophysiological and biological basis for functional disorders and therefore indicating that the term be misleading [29;30].

The term functional disorders has been used over the past 150 years, especially in neurology. The term functional traditionally refers to reversible functional disturbances in the organ function, which were historically seen as a contrast to the irreversible structural pathoanatomical changes. In recent literature, the term is most often used to describe disorders of symptom perception and symptom production, i.e. dysfunction primarily located in the central nervous system [30].

Recently, the term bodily distress disorder or syndrome and, similarly, bodily distress designating the physical symptoms, have been coined [19;21] as neutral terms.

Health anxiety is characterised by the patient being excessively worried about his or her health and tormented by illness thoughts that are hard to stop. In the ICD-10 and the DSM-IV, the diagnosis used carries the older name hypochondria. There is no international consensus on which terms should be used, but bodily distress syndrome and functional disorder come out as the favourites in international research [30].

We will predominantly use the terms functional symptoms and disorders and bodily distress syndrome, as these terms are the most comprehensive and neutral in relation to the patient [31].

Definitions


[image: Image] Functional symptoms can be defined as symptoms caused by disturbances in symptom perception and/or symptom production, e.g. due to the arousal with hyperactivity in the autonomic nervous system. The symptoms are not better explained by another, traditionally defined physical disease or psychiatric illness.

[image: Image] Functional disorders: Disorders where the individual is experiencing physical symptoms affecting the daily functioning or quality of life, and where the symptoms cannot be explained better by any other physical disease or psychiatric disorder, or conditions where the individual is excessively worried about his or her health.

[image: Image] Functional somatic syndromes is a term used for syndromes defined solely by the patient’s subjective complaints, and where no signs or paraclinical findings support the diagnosis. Their cause is unknown, but the name often carries a hypothetical presumption of a causal relationship. The concept of functional disorders includes functional somatic syndromes.



CHAPTER 2
Prevalence
PER FINK, MARIANNE ROCHAPTER 14DAL, TOMAS TOFT AND ANDREAS SCHRÖDER
Prevalence of physical symptoms
Population studies have shown that most people have daily bodily sensations or symptoms. A Danish study found that within the past two weeks, 84% of women and 75% of men had experienced at least one of the 13 specified symptoms [31]. The study found a slight decrease in symptom frequency with age. 47% of the women and 32% of the men indicated that they had been very troubled by their symptoms (Figure 2.1) [32].
[image: Image]
Figure 2.1
[image: Image]
Figure 2.2.
An American study of the 25 most common physical symptoms among patients who sought medical treatment found that the cause of a diagnosable physical disease was found in only 10-15% of the cases after 3 years of follow-up (Figure 2.
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