
We need to talk about symptoms:  
an introduction
Information for health professionals on 
Persistent Physical Symptoms

 
Physical symptoms not currently fully explained by pathology are present in 
an estimated 15% of GP consultations, typically one patient per hour of clinic 
time1. People with Persistent Physical Symptoms and health professionals both 
report dissatisfaction with consultations, with patients feeling their symptoms 
are not believed and health professionals frustrated by being unable to provide 
meaningful explanation or effective treatments. This leaflet, the first in a series  
of four, provides an introduction to effective management of Persistent  
Physical Symptoms.

Background
Twenty percent of the UK adult population have at 
least one Persistent Physical Symptom (PPS) with 
associated disability2. Three of the most prevalent, 
Chronic Fatigue Syndrome/ME, Fibromyalgia and 
Irritable Bowel Syndrome account for at least 15% 
of GP consultations3. More broadly, PPS have 
been found to account for up to 50% of referrals to 
specialists4.  Previously termed ‘Medically 
Unexplained Symptoms’ much is now known as to 
why these symptoms first occur, the distress they 
can cause and the impact they have on people’s 
quality of life. The evidence base for treatment has 
also developed with talking therapies, paced 
activity, sleep management and changes in diet 
and lifestyle shown to be effective.

A trusting partnership between health professional 
and patient that draws on learning from patient-
centred health and shared decision making5, is at 
the heart of an effective PPS consultation. This 
partnership is particularly influential at five points 
on the PPS pathway:
1. Early symptom presentation
2. Explaining symptoms
3. Framing tests and referrals
4. Introducing psychosocial factors
5. Supporting people with established persistent 

physical symptoms
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The foundations of an effective consultation

Know yourself and your patient
Unlike many illnesses where national guidelines 
determine a patient’s pathway, the PPS patient 
pathway is strongly mediated by the quality of the 
health professional – patient relationship. 
Successful interactions in PPS consultations occur 
when health professionals understand not only 
‘where their patient is’ but also ‘where they 
themselves are’ in relation to such issues as 
tolerance of uncertainty and comfortableness with 
risk. If the patient is only thinking about the feared 
‘what if it’s cancer?’ and the clinician is always 
fearful of missing cancer, then it is important that 
the clinician understands this, and understands 
how important it may be to balance their fears with 
objective thinking about the likelihood of this 
outcome versus the likelihood of PPS. Likewise, if 
a health professional is confident in making a 
functional diagnosis, but the patient remains 
fearful and focused on ‘what if it’s cancer?’ then 
premature explanations or solutions that do not 
attend to the issues preoccupying the patient will 
fail. The second leaflet in this series, We need to 
talk about symptoms: consulting and 
communication skills, provides further information 
on this topic.

 

Build empathy
For all patients, especially those with PPS, it is 
important that they know their health professional 
understands the impact of their symptoms and 
acts with sensitivity to their difficulties. Rapport-
building can improve both physiological and 
psychological outcomes of care. Effective 
empathetic statements have been found6 to 
specifically link the ‘I’ of the health professional 
and the ‘you’ of the patient, making specific 
mention of the impact of symptoms on the patient. 
Research shows4 that in complex consultations, it 
can be easy to miss opportunities to respond 

 
empathetically to patients’ emotional cues. This is  
more likely to happen when health professionals 
have a strong personal preference for problem 
solving.

Provide reassurance
Research suggests7 that individuals who felt their 
problems were acknowledged, felt more 
reassured.  Reassurance offered without reflecting 
the patient’s concerns or providing adequate 
information was found to be of little value. 
Reassurance statements should be appropriately 
timed, explained and matched to a patients’ 
expressed concern. Before a health professional 
has collected further information and/or ordered 
tests to explore red flag symptoms and signs,  
it is inappropriate to reassure a patient they have 
nothing to worry about.

Reassurance statements from health professionals 
offered early in a patients’ pathway should focus 
on intent, offering support to work with the patient, 
and reassurance that careful attention will be given 
to their concerns. In general, patients provide 
clues as to the sort of reassurance they are 
seeking. Those for whom emotional support is 
important will often talk more about psychosocial 
problems and provide emotional cues. Patients for 
whom a more detailed explanation can provide 
reassurance may not explicitly ask, but may reflect 
this need by offering suggestions of possible 
disease or illness in searching for an explanation.  

I can understand how difficult this 
must be for you. You’re not able to 
do many of the things you used to 
be able to do.

“It’s all about understanding where 
you are and where your patient is.  
And making adjustments.” 
(GP)

I’m going to work with you to 
understand more about what’s 
going on and to help you.
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Key points on the Persistent Physical 
Symptoms Pathway

1. Early symptom presentation
Early symptom consultations are a critical moment 
when health professionals can make a lasting 
difference to an individual’s PPS pathway. 
Dismissing or normalising symptoms can increase 
patients’ frustration and anxiety. In many cases this 
leads to an increased symptom profile and further 
visits to health professionals. Traditionally with 
atypical symptoms the approach has been to first 
“rule out a serious diagnosis” and only then move 
to a discussion of PPS.  A more effective approach 
is to hold a ‘mind-body’ diagnosis in the 
conversation alongside a ‘physical or organic’ 
diagnosis: “we need to think about the possibility it 
might be X (organic or traditional diagnosis) and we 
should also investigate the idea it might be Y (a 
PPS diagnosis)”. This ensures PPS is not seen as 
a diagnosis of exclusion, but an equally valid 
approach right from the start.

Broadening the lens:  
a biopsychosocial consultation

Health professionals are often exhorted to take a 
biopsychosocial approach, and there is never a time 
when taking such an approach brings more 
dividends. Though it may take some time, this 
approach is vital in understanding the patient’s 
symptoms in the context of their life. Listen and 
follow up psychosocial clues in the patient narrative. 
If you haven’t time in the initial consultation, ask the 
patient to come back for a follow up appointment, 
and where possible allocate additional time.

The danger in taking an initial focussed biomedical 
history, deciding in your own mind that this is likely 
to be PPS and only in later consultations 
broadening the lens to ask about a patient’s life 
and circumstances and underlying concerns and 
beliefs, is that the patient simply ‘hears’ that the 
clinician does not think it is a ‘body’ problem. They 
hear “it is all in my head, they don’t think it’s real, 
they think I am making it up”.

For every question about where the pain is in the 
body, what makes it worse or relieves it, you can 
also ask a question that broadens the lens. 

Questions that link bodies and minds: 
So tell me what went through your mind when you first got the symptom?

Questions that link symptom to circumstance: 
When you first had the symptom what was happening? Who was around?  
What did they say or do?

Questions that situate the patient and symptoms: 
It would really help me to know a little more about you. Have you picked up any 
patterns in the symptom and what is happening in your life?

“Early on you can sometimes head 
symptoms off from medicalisation 
and return them to the world of 
‘things that happen to bodies but 
don’t imply illness’. But you need to 
be careful.” 
(GP)

“When I think a patient might have 
PPS, I do three things: slow down, 
broaden the lens and listen hard.” 
(GP)

3



2.  Explaining Symptoms
Patients report fewer symptoms and reduced 
health anxiety when symptoms are explained in a 
way found to be resonant and meaningful1,8. 
Simple reattribution of physical symptoms to a 
psychological cause has been found to be 
ineffective9 and unhelpful as it effectively closes 
the door on discussions as to the future nature of 
a symptom. Health professionals regularly 
underestimate the amount of information that 
patients require.  Effective explanations are 
tangible, blame free and involving9.

An explanation can be particularly resonant, when 
it is grounded in an activity that is familiar to the 
patient. 

A “computer software malfunction” may work for 
some patients, “a rusty set of scales that don’t 
balance” or “a car engine that needs tuning” may 
work better for others.

Checking understanding

The patient’s own personal context is key10, and 
health professionals should resist the temptation 
to turn a patient’s personal description of their 
symptoms into an abstract medical concept. After 
providing a symptom explanation it can be helpful 
to check a patient’s understanding: could they 
now give an explanation of their symptoms to a 
family member or friend?  Sometimes it can be 
useful to accompany an explanation with a 
diagram people can take away with them.

The third leaflet in this series ‘We need to talk 
about symptoms: narratives and explanations’ 
provides a range of symptom narratives including 
fatigue, dizziness, pain, headache and abdominal 
discomfort and altered bowel habit. The resource 
also contains diagrams of the stress cycle and 
pain cycle that can be used to accompany 
explanations.

Building an effective explanation

Tangible, credible and linked to mechanisms in the body: “I think these 
symptoms are occurring because your balance system isn’t working properly.  
Would it help if I tried to show you how the balance system works – how it 
communicates with your brain?”

Blame free, reinforcing symptoms are real and not inadvertently blaming the 
patient: “your brain has lost trust in your balance system” or “your balance system 
is no longer accurately telling your brain what is happening” rather than “you have 
become more sensitive to movement.” 

Involving – moving from symptoms to action: “how about downloading the 
vestibular rehabilitation leaflet from the Ménière’s Society website and working to 
retrain your brain, so that it trusts your balance system again?”

“We have to be careful as clinicians 
to keep on the right side of scientific 
plausibility. But a ‘good enough’ 
explanation is better than safely 
doing nothing.” 
(GP)
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“I’d been a hard worker and for  
a GP to turn around and say, that 
there’s nothing wrong with you?  
It just blew a fuse in my head.” 
(Patient)



3.  Framing tests and referrals
The most effective PPS consultations are those 
where the process is seen as an ongoing 
negotiation between health professional and 
patient, in which there are no certainties about the 
presence or absence of organic pathology8. There 
may be occasions when tests are required to rule 
out red flag symptoms or signs, however in many 
cases, an effective symptom explanation and 
watchful waiting can make diagnostic testing 
unnecessary. When healthcare professionals take 
time to explain their thinking about why they are 
not doing tests, the approach is often more 
accepted by patients. Despite the widely held view 
of the reassuring value of testing, research 
indicates11  diagnostic tests make hardly any 
contribution to the level of patient reassurance.

Medical tests can carry with them risks of 
undergoing the procedure itself, and inappropriate 
testing has been found to cause significant 
iatrogenic harm1. The widespread availability of 
imaging procedures such X-rays, ultrasounds, CT 
scans and MRIs brings its own risks. Although 
useful for identifying medical conditions such as 
fractures, dislocations and spinal cord injuries, 
minor findings are of little value in helping to 
explaining many symptoms associated with pain 
and loss of function. In fact, not only are the 
majority of imaging results not helpful, studies 
show that they can be harmful from a 
psychological point of view12, with patients gaining 
increased awareness of ‘problems’ that are 
unlikely to be linked to presenting symptoms. High 
percentages of the population live pain free with 
little or no awareness that they have ‘normal’ low 
levels of arthritis, degenerative discs, disc budges, 
and/or tendon tears.

“I can normally tell within the first few minutes of our consultation when GP X has 
referred a patient. They come to the appointment with a clear picture of why they 
are here and how we might be able to help. It’s all about how the referral is set 
up, it makes such a difference.” 
(Health professional in secondary care)

If I’m right, the test will be negative, 
because you can’t spot things not 
functioning, you can only see where 
things are damaged. It’s like a still 
photograph of a movie, you can’t tell 
where things are happening.

Framing Tests

Research suggests that changing patients’ ideas 
about the meaning of diagnostic test results for 
their health prior to undergoing testing can reduce 
concern about symptoms, provide reassurance, 
and reduce future symptom reports13,14. Illness 
perceptions have also been found to be sensitive 
to information given in consultations following 
diagnostic testing, for example dismissing 
symptoms based on a negative test result, has 
been found to raise patients’ levels of anxiety and 
increase subsequent symptom presentation. 
Despite having normal results, many patients 
remain concerned about their conditions and 
continue to seek medical investigations and 
treatment for their symptoms. When red flags have 
been ruled out, it is important that health 
professionals take time to provide convincing 
explanations that further tests are unnecessary, 
unhelpful and possibly harmful.  

Framing referrals

Although there is less research on the influence of 
effective explanatory models pre and post referrals 
to specialists, it is highly likely that similar 
principles apply.  Providing explanations that 
locate the referral in the specific context of a 
patient’s symptoms is likely to reduce a patient’s 
anxiety and increase engagement in the referral. 
The referring health professional should share with 
the patient, and in a referral letter, that although 
referring, they are holding the possibility  
of PPS in mind.
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4. Introducing psychosocial factors
Depression and anxiety are common in people 
with Persistent Physical Symptoms; many people 
have elements of both. As the severity of symptom 
presentation increases, so does the likelihood and 
severity of anxiety and depression. Many 
symptoms experienced by people with PPS, for 
example sleep disturbance, fatigue, diminished 
ability to concentrate and muscle tension, are also 
indicators of anxiety and/depression. Research 
suggests1 that rather than emotional disorders 
being the cause of physical symptoms, and 
explanations of symptoms reattributed to a 
psychological cause, it can be more helpful for the 
health professional and patient to consider 
symptoms and emotional disorders as risk factors 
for each other.

This interplay between psychosocial determinants, 
for example work pressures and caring 
responsibilities, and symptom presentation often 
results in patients downplaying their emotional 
symptoms for fear of being labelled with a 
psychiatric diagnosis. As the quote below 
illustrates, patients often view mood symptoms as 
a rational response to intolerable physical 
symptoms rather than as an illness in its own right.

Against this complex background,  
it can be challenging for health professionals  
and patients to explore together the fact that 
psychosocial factors may play a part in symptom 
presentation. Understanding the patient’s 
perspective can assist the health professional in 
shaping an effective explanation of anxiety or 
depression and suggesting an appropriate 
treatment course.

For some people with PPS, regardless of how well 
a health professional provides context, 
understanding and effectively displays empathy in 
a consultation, discussing mental wellbeing can 
leave them feeling anxious, uncertain and 
vulnerable. Others may feel angry and dismissed 
by health professionals inferring their condition is 
‘all in their mind’.

“They ask, ‘in the last five days have you felt down?’ And the thing is, if your 
symptoms have been bad, and you answer it honestly, ‘yes’, they say you are 
depressed. But I haven’t felt down because I was depressed, I felt down because 
my illness hasn’t allowed me to do what I wanted to do. But you can’t say that on 
the form.” (Patient)

Introducing the psychosocial narrative

Often there isn’t one single thing that causes or keeps these symptoms going.  
Usually they start at a period in a person’s life when they are overstretched 
through work commitments, big life changes or general illness or run-downess.   
It sounds like in your case….  

It sounds like during this time, not only were you under a lot of strain, but you 
were also pushing yourself quite hard to achieve a high standard, which may 
inadvertently have put even more strain on the system?

What we know about conditions like this is that once they start, it can be a 
combination of things that keep them going.  Sometimes talking to someone 
about this can help.
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Access to psychological therapies

A wide range of talking therapy approaches have 
been shown to be useful for people with PPS. 
Providing access to psychological therapies early 
in the PPS pathway can not only enable individuals 
to gain skills and knowledge to help manage 
symptoms15 but also lead to reductions in GP 
consultations and hospital attendance16. 

Referrals for psychological therapy should be 
appropriately framed, helping to engage patients 
who may be sceptical of the approach. Illness 
analogies, for example showing how the vicious 
circle approach is used in cardiac rehab or 
diabetes management, can provide a helpful 
mind-body bridge for discussions. Shifting the 
illness focus from single cause to multiple factors 
can also be helpful in conveying the complexity  
of PPS.

Setting up a referral to 
psychological therapy

When you get physical symptoms 
such as you have, it undoubtedly 
affects how you feel emotionally, 
and from what you have said, it 
is also having a profound effect 
on what you do – your behaviour.  
Because of the way bodies and 
minds work, this is a two way street. 
Not only do the symptoms change 
mood and behaviour but also 
moods and behaviour affect the 
way you experience symptoms. So, 
sometimes it can help considerably 
to work on the feelings and 
behaviours as a way of reducing 
the effect of the symptoms on your 
life. Cognitive (thinking) Behaviour 
(doing) therapy has been shown 
to help a lot in this situation. Is this 
something you would like me to 
arrange?

“Part of the problem is the name, 
‘psychological therapies’, but 
actually most of it is coaching in 
overcoming symptoms, pushing the 
barriers back a bit.” 
(GP)
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5.  Supporting people with established persistent physical symptoms
Much of this leaflet is concerned with early 
presentation and support for individuals with 
emerging PPS, however most health professionals 
will have patients with established PPS as part of 
their existing caseload.  Patient-centred health and 
shared decision making principles can support the 
health professional and the individual to agree 
realistic goals for symptom management and 
long-term wellbeing. Research suggests17 these 
goals should be framed in relation to:
• Functional improvement
• Maintaining a therapeutic relationship
• Avoiding iatrogenic harm

The Five Ways to Wellbeing18,19 can also provide a 
useful framework for goal-setting discussions:

Connect: keep in touch with the people around 
you

Be Active: exercise makes you feel good

Take Notice: be aware of the world around you and 
how you are feeling

Keep Learning: try something new

Give: do something nice for someone else

Developing a shared care plan, that includes 
goals, regular scheduled appointments and an 
emphasis on continuity of care can improve 
patient and health professional satisfaction and 
outcomes.

Positive, well managed peer support networks 
have been found to promote empowerment, 
increase self esteem, self efficacy and self-
management20,21. National charity MIND runs a 
range of support groups, and many areas have 
charities providing similar opportunities. Social 
prescribing initiatives are a valuable resource in 
signposting individuals to local support and 
activities. The accompanying Referral Map 
contains details of voluntary & community support 
groups, and social prescribing initiatives in the 
North East and North Cumbria.

“Long term, we need to provide  
a mind/body service. It can’t just  
be ‘head people’ and ‘body people’.  
I have to be a head and body 
person somehow.” 
(GP)

Respect: a patient narrative

“I think it’s really important that they 
[health professionals] give us some 
respect. I’ve had a frank discussion 
with my GP about the fact that 
he finds it really hard that I know 
a damn sight more about what’s 
wrong with me than he does.  That 
makes for a really uncomfortable 
consultation. At least he’s 
acknowledged that, but it means 
every time I go in I’m having to kind 
of psych myself up to deal with that.  
I really shouldn’t have to do this, 
when I’ve got so much else to worry 
about and it’s not why I’m there.”

“A doctor at our practice had so 
many people going to see her with 
CFS/ME she set up a meeting, and 
somebody from ME North East 
came to speak to us.” 
(Patient)
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Medication

People with PPS may well be using a range of 
drug treatments for a variety of symptom 
presentations including functional disturbance (for 
example abnormalities of sensation, movement 
disorders or palpitations) pain and muscle ache, 
anxiety and depression, sleep disturbance, fatigue 
and bowel problems. It is important that a lead 
primary care health professional, GP, in-house 
pharmacist or specialist practice nurse for 
example, reviews prescribed medications with 
patients regularly.

Antidepressants have been found to work 
effectively in people with PPS, for people with and 
without a depression or anxiety diagnosis. It is 
thought this benefit derives from normalising 
systems (e.g. the autonomic nervous system) 
where natural filters and barriers are no longer 
working effectively. Benefits in reducing the impact 
of chronic pain have been found to be 
independent of any mood-elevating effects.  
Individuals can be confused by the range of drug 
prescriptions offered and, as the quote opposite 
illustrates, this can lead to individuals not taking 
the drugs they have been prescribed. Providing an 
effective explanation to patients at the point of 
prescribing can reduce patient anxiety and 
increase the proportion of people taking 
medications correctly.

Pain Clinics

For individuals with PPS, where pain is a dominant 
symptom, early access to a multi-disciplinary pain 
management service can play an important role in 
enabling individuals to more effectively self-
manage their pain. The pain toolkit website  
www.paintoolkit.org is a good source of 
information for people who live with persistent  
pain and healthcare teams who support them.

“I’ve done reviews where I’ll say 
‘let’s go back to look at those 
prescriptions. You were prescribed 
amitriptyline, but when you realised it 
was an antidepressant, you stopped 
taking it! At 10mg or 20mg, it’s not 
an antidepressant, it re-tunes your 
brain’. For people whose natural pain 
barrier system isn’t working, it  
re-tunes it and gets it working again.” 
(GP)
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Over to you!
Research with patients suggests consultations that deliver high levels of satisfaction are those where health 
professionals are able to effectively convey empathy and take time to offer meaningful, resonant 
explanation of symptoms. A health professional’s communication skills, knowledge and experience of 
working with people with PPS can, at five key points in a patient’s journey, make a real difference.  

This leaflet provides information, tools and techniques that illustrate how effective PPS consultations can 
improve patient outcomes and be more rewarding for health professionals.  

The fourth leaflet in our series ‘We need to talk about symptoms: a GP perspective’ describes how a practice 
in Cumbria is working to great effect to support this patient group. You can find out more about effective 
approaches to supporting people with PPS in accompanying leaflets, the Resource Pack and Referral Map. 
Information for people with PPS is provided in our leaflet ‘What’s causing my symptoms?’ The Royal Society 
of Psychiatrists have also produced a leaflet22 for people with PPS.
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