
TEACHING AND LEARNING THE CONSULTATION (TALC)

MODULE 5 Advanced skills for effective explanations 
and planning of personalised care

CHAPTER 4

Empowering explanations 
for persistent or functional 
symptoms
“...how astonishing, when the lights of health go down, the 
undiscovered countries that are then disclosed, what wastes and 
deserts of the soul...” — Virginia Woolf, On Being Ill

“The key to caring for the patient, is to care about the patient.”  
— Francis Peabody



Overview

Which section of the consultation does this session address?

Providing structure &  
flow to the consultation

Building the relationship

Explanation  
and planning

Gathering 
information

Physical 
examination

Initiating the 
session and  

agenda setting

Closing the 
consultation

Which specific skills are addressed in this session?

CG skills

  Accepts legitimacy of patient’s views and feelings; 
is not judgmental.

 Uses empathy to communicate understanding 
and appreciation of the patient’s feelings or 
predicament, overtly acknowledges patient’s views 
and feelings.

 Provides support; expresses concern, 
understanding, willingness to help; acknowledges 
coping efforts and appropriate self-care; offers 
partnership.

 Deals sensitively with embarrassing and 
disturbing topics and physical pain, including when 
associated with physical examination.

 Shares thinking with patient to encourage 
patient’s involvement.

 Explains rationale for questions or parts of 
physical examination that could appear to be non-
sequiturs.

  During physical examination, explains process, 
asks permission.

 Relates explanations to patient’s perspective: 
to previously elicited ideas, concerns and 
expectations.

 Provides opportunities and encourages patient 
to contribute: to ask questions, seek clarification 
or express doubts; responds appropriately.

  Picks up and responds to verbal and non-verbal 
cues e.g. patient’s need to contribute information 
or ask questions, information overload, distress.

  Elicits patient’s beliefs, reactions and feelings re. 
information given, terms used; acknowledges and 
addresses where necessary.

  Negotiates a mutually acceptable plan, signposts 
own position of equipoise or preference regarding 
available options, determines patient’s preferences.

  Checks with patient if accepts plans, if concerns 
have been addressed.
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Overview (continued)

How does this apply in remote consulting situations?

Caring for a patient with Persistent Physical Symptoms is usually a long term process. Remote consulting methods 
such as telephone or video consultations can be helpful adjuncts to follow up, enabling a therapeutic relationship to be 
maintained, even if face to face consultation is not feasible at the time. The appropriateness of a remote consultation 
for any initial explanations for persistent or functional symptoms will depend very much on the individual’s situation. 
Generally, a face to face consultation would be recommended, at least in the initial stages of caring for patients with 
such symptoms. The clinician patient relationship can then be better established, although it could be maintained 
and developed with some remote consulting in between face to face consultations. It is very important to avoid a 
‘transactional’ approach whereby each contact is seen in isolation. Longer term continuity of care will yield far better 
outcomes. Patients appreciate being ‘accompanied’ by their clinicians as they cope with long-term issues, and value 
the interest and support that clinicians provide. The balance of face to face or remote consultations is likely to be 
optimised by negotiating and discussing this directly with the patient in a collaborative approach.
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Introduction

Empowering explanations for persistent or functional symptoms

Persistent Physical Symptoms can be very distressing. Here 
are some patient perspectives to reflect on:

“When we give meaning to the experience of sick persons, 
let us take their suffering and their needs into account. Let 
us avoid giving meaning to illness that merely makes us 
feel better or safer, at the cost of increasing the suffering 
of the ill person.” — Howard Brody in Stories of Sickness 
(Reference 57)

“As patients with Persistent Physical Symptoms we may 
dread not being taken seriously or overwhelming the GP 
with our story, or our myriad of symptoms. Being genuinely 
listened to is absolutely key. In addition some kind of 
takeaway is helpful. Traditionally that has been a referral, 
a diagnosis and/or a prescription. But here it could be a 
plan, or some homework with a follow up appointment. 
It could also be a resource like a podcast, website or book 
– something that enables us to feel we have made a bit of 
progress today.” — MC, a patient with Persistent Physical 
Symptoms.

Many clinicians, and indeed many patients, believe 
that if there are persistent physical symptoms, there 
must be something amiss that will show up on physical 
examination, in blood tests or some kind of imaging 
process. Many even believe that if such investigations are 
normal, it means clinicians should keep on doing tests 
‘until we find the answer’.

A second concept, is that the absence of abnormality 
on testing or examination, means that the symptoms 
are ‘medically unexplained’. This may also mean that 
‘wellness’, or health are somehow seen as merely the 
same thing as ‘no physical abnormalities present’. These 
beliefs are no longer tenable because the validity of such 
ideas has NOT been confirmed by research, nor by clinical 
experience. The idea that such symptoms are unexplained 
(and unexplainable), or that health is merely the absence 
of physical abnormality, has now been superseded by a 
deeper understanding of what makes symptoms persist, 
supported by neuroscience in many instances. All clinicians 
will benefit from sharing this new understanding, using 
it to inform their patients, and to assist in planning care 
with patients. This helps to avoid the situation where the 
clinician becomes overwhelmed by the patient’s own 
feelings of helplessness and frustration (as a result of 
transference effects – see Reference 56).

Clinicians are often concerned that patients expect to 
be cured of their pain or other symptoms. In fact what 
people mainly want is to be fully listened to, with attention 
and care, (this uses all the active listening skills from the 
module talc skills for effective information gathering).

Patients also need feel understood and accepted (using 
the skills from talc skills for building effective 
relationships) and to have a clinician who consistently 
cares for them over time. It is important not to generalise 
about persistent symptoms; all patients are different and 
explanations and care plans need to be personalised 
for the specific needs of each individual. Sensitivity 
and negotiating skills are required for clinicians to work 
collaboratively with their patients, together with a 
willingness to try things out, and review progress regularly. 
Patients do also like to have reasonable explanations for 
their symptoms and this chapter mainly focuses on this 
aspect of the consultation.

There are three loosely distinct patterns of symptoms that 
occur in the absence of abnormalities on examination or 
testing. These are:

1.  Shorter term symptoms with a low probability 
of disease. These are recognised by the absence of 
red flags or signs of recognised disease, combined 
with positive pointers to a functional disorder. Some 
patients with such symptoms may develop disease over 
time (between 5 and 10% depending on the context). 
Reassurance and expectant management (“this usually 
settles with time”), need to be combined with careful 
follow up and clear safety netting arrangements.

2.  Functional syndromes with symptoms that overlap 
and cluster together, for example, Irritable Bowel 
Syndrome or Atypical Facial Pain syndrome. All 
specialist clinics have their own examples of these 
syndromes. Explanations that make sense to patients, 
attention to symptom control and follow up with 
continuity of care, are often helpful ways forwards.

3.  Multiple physical symptoms which cause distress 
and alteration of behaviour. These syndromes 
have considerable impact on daily life, resulting in 
patients frequently seeking help from clinicians. Non-
stigmatising explanations, long-term continuity of care 
and an accepting and caring attitude from the clinician 
are required here (see also talc skills for effective 
planning of care – how to enjoy those patients 
with really long term problems: the positive bathe 
method).

Most systems in the body can give rise to symptoms that 
can be distressing and even severe, without any structural 
deficit or anything abnormal on blood testing. Indeed, it 
is thought that about 1 in 4 people seen in Primary Care 
have such symptoms, and about 1 in 3 of those attending 
neurology clinics. 
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Introduction (continued)

All hospital outpatient clinical staff recognise such symptom 
complexes within their own specialty and it has been 
estimated that 52% of new referrals in secondary care 
and 25% of those frequently attending clinics have such 
syndromes, with tests and investigations being normal. 
Multiple referrals and investigations often yield little benefit 
to the patients overall health, (see References 62 and 63).
Such symptoms have been referred to by a variety of terms 
including: medically unexplained symptoms, persistent 
physical symptoms, chronic pain syndromes, chronic pelvic 
pain, somatisation, functional symptoms, symptoms with 
low probability of disease, multiple physical symptoms, and 
bodily distress disorder. 

The most neutral and currently preferred term is 
Persistent Physical Symptoms. This term is wide ranging, 
including any such symptoms and does not imply that the 
patient’s symptoms are somehow not real. Patients often 
feel frustrated or even insulted by the term ‘Medically 
Unexplained Symptoms’ which can feel negative and as if it 
means ‘it is all in your head’. Their suffering and symptoms 
are real, distressing, usually explainable, and often improve 
with appropriate care. We now know quite a lot about the 
underlying bodily processes and the factors that influence 
the development of Functional and Persistent Physical 
Symptoms.

Another consideration which influences consultations 
for chronic problems relates to the patient’s style of 
attachment to significant others, especially those who 
provide care. These attachment styles are often established 
in early childhood. If parenting has been sufficiently 
responsive, providing a secure and caring environment, 
children develop secure attachment styles. As both 
children and adults this means that they can produce a 
coherent narrative, are able to reflect accurately on what 
they need and what others need (or may be thinking), and 
have realistic expectations of care from others. If individuals 
with secure attachments develop persistent symptoms, 
they will often be able to overcome the problems by 
collaborating with their clinicians. 

If parental care in childhood has been unreliable or 
inconsistent, children may develop an insecure attachment 
style. This means that there be increased health anxiety 
and less coherent personal narratives. At times those with 
insecure attachments will be hypersensitive to the negative 
intentions of others, being relatively less aware of the 
benign intentions of those giving care. Such patients may 
appear ‘needy’ or unsatisfied. This can make interactions 
with clinicians difficult: one effect of a ‘needy’ style is to 
make clinicians hold such patients at ‘arm’s length’ in case 
over dependence develops. In turn, this has the effect of 
making an insecurely attached person feel more, rather 
than less, needy. 

This may increase their demands or expectations from 
clinicians even further, especially if they are experiencing 
distressing persistent symptoms. This is not a beneficial 
cycle. Such patients find it hard to finish conversations, as 
it feels like abandonment to them at an unconscious level. 
Gentle, yet clear boundaries help here, with consistent 
warmth and acceptance.

If parenting has been cool, detached or neglectful an 
avoidant attachment style can develop. Such patients 
may have trouble seeking help, or find it difficult to start 
conversations which may expose their vulnerabilities. They 
may be mistrustful and avoid close relationships (including 
those with their clinicians) and prioritise autonomy and self-
care. They may delay seeking help for persistent physical 
symptoms. At times, they will be wary of challenges to their 
autonomy, which requires tact and recognition of their 
need for personal control. Offering approaches which allow 
self-monitoring and assessment may be more fruitful. Such 
approaches offer a greater sense of personal control than, 
say, firm instructions to do things a certain way.

Those who have experienced highly erratic, emotionally 
abusive parenting as children may develop a style which 
mixes insecure and avoidant attachment and is termed a 
cautious or fearful attachment style. Such patients may 
have learned to cope with insecure attachment by avoiding 
too much social contact and avoiding making requests for 
help. Yet this may be accompanied by high levels of distress. 
This group may use healthcare erratically, and they also 
have high rates of persistent symptoms. Their unspoken 
message is: “I am hurting, but I can’t trust you to help me!”, or 
more emotionally: “I hate you; don’t leave me!”

Most clinicians will easily recognise these styles in their 
patients. It is not helpful either to label such patients, 
nor to blame them. Rather, the understanding clinician 
will use their insight into attachment styles to provide 
consistent, kindly care, without taking distress or 
neediness too personally. There are useful resources 
which illustrate how childhood experiences can alter 
attachment styles and patterns of help seeking behaviour 
at References 69, 70 and 71, including some fascinating 
short videos demonstrating how parental behaviours affect 
the emotional state of young children. The rest of this 
introduction will cover:

 > The syndromes that come under the umbrella term 
Persistent Physical Symptoms.

 > The factors and processes that create the conditions for 
symptoms to persist.

 > How to explain such syndromes, in ways that help 
clinician and patient move forwards.

 > A general approach to helping patients with Persistent 
Physical Symptoms. 

5Empowering explanations for persistent or functional symptoms

Teaching and Learning the Consultation (TALC) Module 5 Chapter 4



Introduction (continued)

The syndromes that come under the umbrella term 
Persistent Physical Symptoms

The most common symptoms that persist without 
structural deficits include back or joint pain, chronic 
persistent pains of all kinds, headache, weakness and 
fatigue, disturbed sleep, poor concentration, ‘foggy’ 
thoughts, appetite and weight changes, chest pains, 
shortness of breath, palpitations, dizziness, a lump in the 
throat, nausea, bloating, bowel function disturbance. These 
are often described in symptom syndromes or clusters 
such as Irritable Bowel Syndrome, tension headaches, 
Fibromyalgia and older terms such as ‘effort syndrome’.

The factors and processes that create the conditions for 
symptoms to persist

Recent neuroscience and endocrine research has clarified 
some of the ways in which there is a strong and reciprocal 
link between what happens in the body, especially after 
trauma or noxious stimuli, what happens to the brain as a 
result and how that influences future experiences of pain 
and distress. 

The brain, the mind and the body are linked and also affect 
each other in both directions. For example, autonomic 
imbalance following chronic stress, may cause disorders of 
gut motility, with symptoms such as indigestion, nausea, 
bowel disturbance including diarrhoea, dry mouth and 
tightness in the throat. This is best explained in terms 
of ‘muscle spasm or tightness’ in the gut, which can be 
‘relaxed’ with appropriate treatments. 

Excess adrenaline, can result in symptoms such as 
rapid heartbeat and palpitations, chest tightness and 
breathlessness, dizziness, faintness and feeling light 
headed, feeling strange or ‘spaced out’, shakiness and 
tremor, headache, muscle tension and neck stiffness, 
sweating and feeling hot or cold. This will be improved with 
techniques that activate the calming, parasympathetic, 
part of the autonomic nervous system. Meditation, 
breathing techniques, distraction and counter irritation 
techniques such as massage or rubbing on affected areas 
can all be employed to move the autonomic balance away 
from the adrenaline fuelled sympathetic, towards a calmer 
parasympathetic response. This is thought to be largely 
mediated by the vagal nervous system, (see Reference 79 
for a full exploration of the role of the vagus in health).

Chronic pain is due to abnormalities in the function of 
afferent nerves that detect painful or noxious stimuli. This 
can start with nerve irritation (for example after a disc 
prolapse or after surgery), so that the ‘pain fibres’ become 
chronically activated. This kind of chronic pain is often 
resistant to pain killers (although it may respond to drugs 
such as amitriptyline). 

This pain can be further exacerbated if there is chronic 
autonomic imbalance over time, which causes changes 
in the part of the cerebral cortex called the Insula, whose 
functions include the regulation of pain sensitivity. Over 
activity of the sympathetic nervous system makes pain 
sensitivity increase even further and the central nervous 
system becomes increasingly sensitised to pain. When 
parasympathetic activity is stimulated, pain decreases. This 
is probably why ancient practices such as meditation, yoga 
and other forms of body work are so effective for health 
overall. They rebalance the autonomic nervous system 
which allows pain to fade.

Although sensory nerves in the body send signals to the 
brain (afferent signals) this also results in signals that go the 
other way (efferent signals) that can in turn, alter the way 
afferent signals work. For example, if we are anxious, say 
about a driving test coming up, the adrenaline produced 
may affect the way the gut functions. We might recognise 
this as the ‘butterflies in the stomach’ feeling. However, if 
we then interpret that feeling as a sign of disease, the brain 
becomes increasingly sensitized to subsequent afferent 
inputs about gut motility and the feelings may become 
stronger and more distressing, which may further reinforce 
the feeling that there is actually ‘something wrong’. This 
is not a conscious process, but follows from the way our 
brains are wired to scan our environment, (internal and 
external), paying greater attention to anything that is 
changing or which could be threatening to wellbeing. 

Conversely, if we recognise that the ‘butterflies’ are a sign 
of anxiety and distract ourselves by getting absorbed in 
another task (maybe the driving test itself, maybe some 
calming music), then the brain becomes less sensitive to 
the afferent messages and they seem to fade away. Many 
life situations have similar physical effects. For example, 
we talk about having “a lump in my throat” when feeling 
sad, or say “it is hard to swallow” something that we 
resent hearing, or we perhaps refer to a difficulty as being 
“a pain in the neck”. Embarrassment is recognised as a 
psychological issue, and yet the blushing that results from 
embarrassment, comes from actual physical changes. 
Sadness is an emotional state, and we cry real tears as 
a result.

Pressures and stresses from all aspects of life affect the 
way the body feels. When there is short-term, acute stress, 
adrenaline is produced by the sympathetic nervous system, 
to make the body ready for a ‘fight or flight’ response. 
When completely overwhelmed by fear or stress (for 
example, in some domestic abuse situations, or when 
there is fear of imminent death), the parasympathetic 
nervous system can become very active, via the efferent 
vagus nerve. The response may then be to ‘freeze’, as 
some animals do, ‘playing dead’ when under attack. 
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Introduction (continued)

Another response when overwhelmed is to ‘fawn’ which 
means trying to placate the attacker. These autonomic 
responses occur without people being consciously aware 
of them. Some people are not properly aware of how acute 
stressors affect the body and may misinterpret the signals. 
As already explained, the brain can then become further 
over-sensitised to the incoming distress experiences, so 
that they are experienced as signs of disease. The ‘freeze’ 
response may even result in psychological dissociation 
phenomena. This can result in fainting, that may even 
appear like an epileptic fit. (Sometimes, this is referred to 
as ‘NEAD’ – Non-Epileptiform Attack Disorder.)

When there has been longer-term stress or when there 
has been trauma, especially persisting for long periods 
in childhood, we now know that this alters the functions 
of the autonomic nervous system (sympathetic and 
parasympathetic nerves). Autonomic imbalance affects 
heartrate, gut motility and pain perception. This is 
recognised clinically when hyperalgesia is noted, meaning 
a heightened perception of painful stimuli (a small bruise 
feels very painful). 

Similarly, allodynia, where non-painful stimuli are 
perceived as painful (a light stroke to the skin over 
the affected area is very painful), can also occur with 
autonomic imbalance. Finally, chronic trauma and stress 
alter the hormonal makeup of the body as a whole. The 
levels of cortisol are chronically raised. This predisposes 
to Diabetes and high blood pressure, results in chronic 
inflammation and also affects the sensitivity of nerves to 
pain, making chronic pain more likely. 

Clinicians need to be well informed themselves about the 
physiology of persistent physical symptoms, so that they 
can discuss these matters with patients. There are useful 
accounts of different approaches in Reference 65. Reference 
66 is a useful site called curable.com which combines free 
resources for clinicians and patients, with some paid for 
content. The science discussions are very illuminating, with 
a useful downloadable infographic to help explain chronic 
pain at Reference 67. A useful leaflet sized book that 
explains this for clinicians and patients alike is Pain Is Really 
Strange, Reference 81.

How to explain such syndromes, in ways that help 
clinician and patient move forwards

While there is a lively interchange in both directions 
between body and mind, it is not helpful to explain such 
symptoms simply in terms of psychological distress. 
There are several reasons for this. Patients often take 
psychological explanations to mean ‘it is all in your head’ 
and that this indicates that ‘your suffering is not real’. 

This is unhelpful (and cruel) to those whose lives are a 
constant struggle with chronic pain, or other symptoms 
which have disabling effects on every aspect of life.  
While chronic or childhood trauma can be part of the 
predisposing conditions for persistent physical symptoms, 
this is not always the case. Even if the patient has 
experienced severe trauma, they may be unaware of it (for 
example, difficulties in infancy or very early life). If patients 
are aware of having suffered trauma or abuse, it is likely 
to be even more traumatising to be asked to revisit those 
events in a consultation in which they want to focus on 
their present pain and suffering. As the patient’s distress is 
bodily, it makes more sense to use bodily explanations. The 
principles for doing this are:

Link symptoms to the physiology that underpins the 
functioning of different systems and refer to generally 
understood processes such a ‘sprains’, ‘tightness’ in the 
gut, and using the ‘fight, flight freeze fawn’ responses in 
explanations. Explaining the effects of long-term stress can 
be useful, clarifying how changes in hormones like cortisol 
affect many systems in the body. The term ‘wear and repair’ 
is positive and preferable to ‘wear and tear’. There are 
some examples of possible explanatory approaches in the 
Resources section of this chapter.

Clinicians may use jargon words such as allodynia, 
(minor stimuli such as light touch are felt as painful) 
or hyperalgesia (increased sensitivity of pain fibres), 
with clear explanations of these phenomena in simple 
language. Learning that their experiences have a proper 
‘medical name’ can be helpful for those who feel that their 
suffering has not been recognised. This can help develop 
the understanding that not all hurt means harm. This is 
a crucial concept. Some pain is helpful (it helps people get 
their hands out of the fire quickly). Chronic pain is generally 
NOT linked to actual damage or harm in the body, but is 
better understood as the pain system becoming reset to a 
highly sensitive level, like a radio volume dial being turned 
too high.

Naming experiences and feelings accurately (for example, 
hyperalgesia) and exploring their impact, can help patients 
to feel better understood. Clinicians should record the 
symptoms as well as accurately naming and empathising 
with the feelings that the symptoms cause. (See also talc 
skills for building effective relationships – how does 
a small dose of empathy produce much better clinical 
outcomes? and can you go beyond flat pack empathy? 
transforming transactions into healing relationships).
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Introduction (continued)

Appropriate comparisons or metaphors including 
explanations of the effects of a vicious circle can also be 
helpful. For example, if a muscle has been sprained it 
hurts. If the limb is held very still it will become both weak 
and more stiff and painful over time, until it becomes 
chronically sore. Reversing this into a virtuous circle means 
gradually moving and using the limb more and more, even 
though this will be painful at first, hurt does not always 
mean harm.

A useful metaphor for chronic pain can be that of the 
body having hardware and software like a computer. 
The hardware may be intact as shown by normal ‘tests’. 
Things can still be going wrong with the ‘software’, which 
is the brain and the nerves throughout the body, which 
may become wrongly calibrated and then malfunction. 
This is just like an intact computer, phone or tablet, which 
may still malfunction because the internet is not properly 
connected, or because an App doesn’t work properly.

A general approach to helping patients with Persistent 
Physical Symptoms

This chapter focuses on the explanation skills that can help 
clinicians and patients deal with distressing and persistent 
symptoms. The details of treatment and rehabilitation 
approaches will vary according to the specifics of the 
patient’s condition and cannot be considered in detail 
here. The consultation skills that assist in the processes 
of acceptance, pacing, rehabilitation and long-term care 
include:

Using positive words about treatment or management 
strategies in explanations around possible treatments. 
These could include words such as ease, comfortable, 
soothing, relaxing, relief, fade away, and empowering 
words such as allow (more mobility), encourage (calm 
breathing), improve (daily life). (See also talc skills for 
effective explanations – can words really be healing in 
their own right? and how to change everything by using 
the small words skillfully and but if when what).

Developing a long-term therapeutic relationship with 
the patient, based around empathic communication, 
acceptance and respect, building on what is strong, rather 
than focusing on what is wrong (see also talc advanced 
skills for effective planning of personalised care – how 
to enjoy those patients with really long term problems: 
the positive bathe method). Patients really value personal 
continuity of care and there is an interesting podcast called 
Tell Me Where It Hurts (see Reference 68) which explores 
this.

Aiming to ‘treat what is treatable’ will include treatments 
for comorbidities of all kinds. This may also mean offering 
the patient care and treatment for an anxiety or depression 
caused by their symptoms and their difficulties, being 
careful not to imply that the anxiety or depression are the 
simple cause of the symptoms, which is easily seen as 
another way of saying “it is all in your mind”.

Talking appropriately about what hope might mean can 
be helpful. In many situations patients themselves have 
‘lost hope’. If asked, they may say they are hoping for a 
‘miracle cure’, which is disheartening to clinicians who do 
not have access to miracles. Instead, it can be helpful to 
turn the conversations towards realistic aims and hopes 
that can be approached incrementally. If the patient’s hope 
is to be pain free, the clinician could frame the first steps 
towards this as being “let’s begin by noticing the times when 
the pain is least severe” so that the positive BATHE method 
approach can lead to discussions about how the patient 
accounts for that period of improvement, however modest 
in extent, what was happening at that time, and how those 
conditions could be made more frequent.

It is easy for clinicians to become affected by the 
hopelessness and suffering of patients with Persistent 
Physical Symptoms, and to feel that they do not have much 
to offer. However, we now have helpful explanations for 
many of the predisposing and maintaining factors for such 
symptoms, and we can provide empowering explanations. 
In the context of an ongoing therapeutic relationship, this 
can lead to care plans made in collaboration with informed 
patients, personalised to their specific needs.

See also talc essential skills for effective planning of 
care – how do shared management plans actually become 
more effective? and how to enjoy those patients with 
really long term problems: the positive bathe method 
and to be or not to be? how can clinicians share decision 
making in complex situations?

A final consideration is to understand that there are many, 
and complex, relationships between early experiences 
of abuse and neglect, and the experience of distress and 
bodily symptoms in later life. These relationships are 
explored in a fascinating book called The Body Keeps The 
Score (see Reference 72). All clinicians should read this 
account of the body/mind relationship.
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Teaching notes

How to teach and develop these skills  
Working one to one

There are many aspects to teaching about Persistent and 
Functional Symptoms, and it may well be necessary to 
divide the content over several session, to ensure that 
there is time to assimilate and understand the various 
factors involved. In most situations it will be necessary 
for the clinician to have core consultation skills in place 
and to have a good understanding of the issues and skills 
described in the module talc skills for building effective 
relationships. The potential teaching is divided into 
sections here, so that the educator can cover it in stages.

Section one

It is very likely that a clinician in training will themselves 
raise the issue of how to care for patients with Persistent 
Physical Symptoms or Functional symptoms. If this issue 
does not arise in the learning plan of the clinician in 
training, the educator should consider scheduling training 
for this, as Persistent Physical and Functional Symptoms 
will inevitably be encountered by all clinicians.

While recognising the challenges, clinicians in training 
sometimes imagine that there is some specific skill, or 
quick fix, that will enable them to ‘manage’ the care of 
such patients. This is sometimes code for ‘managing to get 
these patients out of my clinic’. Many experienced clinicians 
would agree that providing really effective care in this 
area requires levels of skill and stamina that need to be 
honed over years of regular practice, and that there is no 
quick fix. Caring for such patients is a matter of long term 
continuing care, in the context of a developing clinician 
patient relationship. The skills required to do this build 
on the fundamental skills of the consultation, especially 
effective listening and explaining skills, together with skills 
for working collaboratively with patients. At the same time, 
both patient and clinician benefit from maintaining hope 
and a positive outlook. This is challenging for clinicians and 
so educators may wonder how much they can really teach 
about this subject area.

There are two key aspects to explore. Firstly, the attitudes 
and values that clinicians bring to caring for patients 
with persistent symptoms have a big impact on what 
happens. Secondly, there are specific skills that are worth 
exploring, while also emphasising that this is a career long 
development project, not a one off learning event. 

The educator may begin by asking the clinician about 
their encounters with patients who have persistent or 
functional symptoms, and whose physical examinations 
and investigations are essentially normal or do not provide 
a clear cut ‘diagnosis’. 

Ask the clinician how they name this phenomenon. Do they 
refer to Medically Unexplained Symptoms, or one of the 
other terms indicated in the introduction? Share the list 
with them (medically unexplained symptoms, persistent 
physical symptoms, chronic pain syndromes, chronic pelvic 
pain, somatisation, functional symptoms, symptoms with 
low probability of disease, multiple physical symptoms, 
bodily distress disorder) and suggest that the most neutral 
and currently preferred term is Persistent Physical 
Symptoms. Introduce the concept that these syndromes 
can no longer be termed ‘medically unexplained’ as in 
fact the neuroscience has moved on so much that these 
syndromes have explanatory models, that make sense, are 
research based, can be shared with patients and lead to 
effective approaches to care.

After an initial discussion, this might be a suitable point to 
give the clinician in training a nice cup of coffee and ask 
them to read the introduction to this chapter, or listen to 
its podcast version. For many, these ideas will be novel. 
Indeed, many secondary care colleagues they have worked 
with will be unaware of this relatively new knowledge, 
which has the potential to greatly help many patients who 
struggle with chronic pain or other chronic symptoms. 
This is an opportunity to introduce the learner to the 
wider literature on this important subject, highlighting 
that their CPD could (perhaps should) include reading the 
background material, such as the book The Body Keeps the 
Score, or Pain is Really Strange.

Ask the clinician to note down their key learning from 
this section.

Section two

Subsequently, the educator can go on to explore the 
attitudes and values that the clinician brings to this 
element of their daily work. How do such patients 
present? What does that feel like to the clinician? What 
syndromes can they name? Help clinicians to distinguish 
between relatively well understood symptom complexes 
of a functional nature such as IBS, atypical facial pain, 
fibromyalgia and the occasionally more challenging 
‘so called’ medically unexplained symptoms. This process 
of exploration is important to understand the starting point 
for any training for the consultation skills needed in this 
area. Does the clinician already have a good understanding 
and do they exhibit empathy concern and a wish to care for 
such patients? Or do they see these situations as difficult, 
burdensome or frustrating? Do they perhaps perceive 
elements of hypochondriasis on the part of the patient?
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Teaching notes

How to teach and develop these skills  
Working one to one (continued)

Ask the clinician to write down all the feelings they have 
experienced themselves, when dealing with patients who 
have Persistent Physical Symptoms. While they do that, 
educators should write down all the feelings that are 
expressed by patients who are suffering from Persistent 
Physical Symptoms, about their experiences of illness.

Then clinician and educator can compare lists. It is very 
likely that there are many common feelings. It can worth 
trying to classify the feelings into broad categories. There 
may be ‘sad’ type feelings (for example, about the loss of 
good health, the loss of social activities or relationships). 
There may be ‘mad’ (i.e. angry) type feelings (including 
frustration, disappointment, resentment), or there may be 
‘bad’ type feelings, (which include guilt, embarrassment or 
shame). What could help the clinician to counter this sea 
of difficult feelings with some ‘glad’ type feelings? Perhaps 
they could be thinking about the satisfaction of caring for 
someone over time, providing care and continuity. Perhaps 
they will experience gratitude and relief for their own 
health, perhaps they could appreciate the opportunity to 
act with kindness, empathy and compassion, and for that 
to be valued as much as ‘the right diagnosis’ or ‘the clever 
surgery’. Truly for most clinicians, listening and compassion 
are tools as necessary as scalpels and drugs. 

Of course these feelings do not simply ‘belong’ to each 
individual patient. The processes of transference mean 
that in some sense the feelings are shared by both clinician 
and patient. Some clinicians are unfamiliar with concepts 
of transference and it can be worth explaining and 
discussing this.

Transference is ‘the unconscious assignment to others of 
feelings and attitudes that were originally associated with 
important figures’ by the patient onto the doctor (or other 
clinician providing care). 

Counter-transference is the clinician’s reaction to this 
process. A good example of this can occur if a patient 
comes into the room evidently flustered and angry, the 
clinician can ‘catch’ that and end up feeling irritable, 
even before the patient has said anything, and even if 
the clinician felt ok before the patient came in. Similarly, 
intense anxiety about symptoms experienced by patients 
can be ‘catching’ to the clinician, who may end up doing far 
more tests treatments or investigations than the objective 
condition of the patient actually requires.

Ask the clinician to note down their key learning from 
this section.

Section three

The educator can go on to explore the underlying 
explanations for Persistent Physical Symptoms which 
are outlined in the introduction. When considering ideas 
concerning attachment, it can be very illuminating to show 
the clinician the ‘still face’ experiments on video (shown 
in Reference 71), and the attachment theory explanations 
(shown in the videos in Reference 70). 

Accompanying this chapter there are PowerPoint/PDF 
presentations with appropriate links which outline the 
basics of Attachment theory, and of the threat responses 
that the autonomic system can activate, together with 
some approaches for understanding how symptoms arise. 
It might be helpful to share these with the clinician in 
training. The links between the threat response to trauma 
and increased awareness of physical processes is becoming 
clearer. At this point the clinician should be developing a 
clear understanding that Persistent Physical and Functional 
Symptoms are neither imaginary nor unexplained, and do 
not require repeated and pointless investigations. 

Ask the clinician to note down their key learning from 
this section.

Section four

Developing the specific consultation skills will usually 
mean revisiting the skills of relationship building, together 
with developing appropriate explanations. Suggest to the 
clinician that you approach this in two parts. Firstly, an 
opportunity to have an experience of being listened to, 
fully and empathically. Second, to practice a particular 
type of explanation, building on the skills outlined in 
talc essential skills for effective explanations and 
planning of personalised care – whose news is it anyway, 
is chunking and checking a good way to eat an elephant 
(one bite at a time), and how can your words really be 
healing in their own right?

First task: to offer an experience of empathic listening.

The warm up: a three minute free write, the content of 
which is for the writer’s eyes only.

Both educator and clinician put pen to paper and write for 
three minutes without stopping about the last patient they 
saw. The aim is to just keep writing. Even if all that comes 
up is “I can’t think what to write”, write that until something 
else pops into the mind (then write that). This writing is not 
for sharing, it is aimed solely at releasing the flow of words.
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Teaching notes

How to teach and develop these skills  
Working one to one (continued)

The story: both educator and clinician should then think 
about an experience of loss or disappointment they 
have had, that they would be willing to talk to the other 
person about. Putting pen to paper, they write about this 
experience for six minutes. 

Then educator and clinician take turns to read their 
account. The listener’s task is to LISTEN, to avoid 
interruptions, to allow silence, to acknowledge and accept 
any feelings expressed via an empathic statement, and 
finally to say “thank you for your story”. This process should 
initially be modelled by the educator, who then takes the 
listener’s role and listens to the clinician’s story. 

The debriefing to this exercise should focus on the 
experience of being fully listened to. What does it feel like 
when your story is respectfully ‘held’ by another person? 
How does it feel to be listened to carefully and without 
judgement?

Link this experience to the frustration that many patients 
express, that “no one really listens to me, no one tries to 
understand what I am going through”. Transforming their 
care may not be a matter of clever treatments, but rather of 
full acceptance, listening and kindness.

Second task: to consider how to use all the clinician’s 
acquired consultation skills to discuss a diagnosis of 
Irritable Bowel Syndrome with a patient. Here is a suitable 
scenario (although educators can readily create their 
own or develop one from the clinician in training’s own 
experience):

Mrs ET aged 48, has been diagnosed with IBS at a gastro 
clinic. All investigations are normal. She is still getting 
cramps, and alternately has loose bowels or constipation. 
She is becoming anxious that she may need the loo too 
urgently while out, so is restricting her activities, not going 
out and even staying off work at times.

Work through the potential skills that could be used (see 
below). The educator and clinician should discuss some 
forms of words, using existing consultation skills, which 
could include:

 > Using positive language about findings of the 
investigations.

 > Showing empathy with her fear of incontinence.

 > Explaining how the body can become sensitised to 
normal sensations.

 > Explaining how the bowel naturally tenses and 
releases, and that this can be smoothed and made 
more rhythmical with dietary adjustments/mild bowel 
calming drugs.

 > Collaborating with the patient to find ways to manage 
the problem

When educator and clinician have worked out some good 
forms of words, these could be practised using a skills 
rehearsal. The clinician could practice explaining their 
thoughts to the patient, making sure that explanations 
are done in CHUNKS, and that the patient’s responses are 
CHECKED. This enables a conversation, with ideas being 
exchanged in stages, not as a long lecture. The clinician 
should be flexible in their own approach, responding to 
what the patient has to say, using the patient’s own words 
for example.

The clinician’s key learning points should be elicited and 
written down after each of the sections of this training. 
Really understanding the mind/body relationships 
that underpin so many bodily experiences is not easy. 
Turning that insight into effective, kindly care takes time 
and practice. 

When putting these skills into practice, the clinician should 
probably start with those patients who have shorter-term 
symptoms with a low probability of disease and well 
understood functional syndromes like IBS. It is unrealistic 
to expect some kind of instant success when caring for 
complex patients with Persistent Physical Symptoms, who 
often have significant co-morbidities and long histories. 
Success will only come there gradually, and in the context 
of a longer term relationship.

Ask the clinician to report back about experience in their 
subsequent clinical encounters, celebrating successes and 
working though any difficulties.
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Teaching notes

How to teach and develop these skills  
Working with groups

Educators working with groups of participants on 
improving their consultation skills are very likely to 
be asked to deliver some training on something often 
(and erroneously) referred to as ‘Medically Unexplained 
Symptoms’. Many clinicians find this area of their work 
challenging, and far more common than they expected. 
In basic training there is often an assumption that 
most symptoms will have a defined cause, which will 
be demonstrated on physical examination, or tests, or 
imaging, and that a suitable ‘treatment plan’ will follow. 
It can be disillusioning for clinicians to discover that life in 
clinical practice is not that simple.

As indicated in the previous ‘one to one’ section on 
teaching skills for Persistent Physical Symptoms, this 
training is potentially quite complex and may need to be 
spread over several sessions. Accompanying this chapter 
there are PowerPoint/PDF presentations with appropriate 
links which outline the basics of Attachment theory, and 
of the threat responses that the autonomic system can 
activate, together with some approaches for understanding 
how symptoms arise.

While recognising the challenges, clinicians in training 
sometimes imagine that there is some specific skill, or 
quick fix, that will enable them to ‘manage’ the care of 
patients with persistent symptoms. This is sometimes 
code for ‘managing to get these patients out of my clinic’.
Many experienced clinicians would agree that providing 
really effective care in this area, requires levels of skill 
and stamina that need to be honed over years of regular 
practice, and that there is no quick fix. Caring for such 
patients is a matter of long-term continuing care, in the 
context of a developing clinician-patient relationship.

The skills required to do this build on the fundamental 
skills of the consultation, especially effective listening 
and explaining skills, together with skills for working 
collaboratively with patients. At the same time, both 
patient and clinician benefit from maintaining hope and a 
positive outlook. This is challenging for clinicians and so 
educators may wonder how much they can really teach 
about this subject area. It can help to divide the process 
of learning into different phases that explore attitudes 
and vales, the theory around attachment and trauma that 
underpins the persistence of symptoms, before moving 
on to the therapeutic conversation skills that help. These 
skills are also covered in more detail in the module talc 
advanced skills for effective explanations and planning 
of personalised care – therapeutic conversations: skills 
for long term care and mental health problems. 

This current chapter is focused around teaching effective 
and empowering explanation skills.

Phase One

When scheduling training on persistent symptoms, it can 
be helpful to begin in advance by ensuring that participants 
understand what constitutes good mental health, how 
attachment styles affect health seeking behaviour and that 
they have a basic understanding of what trauma does to 
the brain. Many patients with persistent symptoms have 
pain or other symptoms in the context of brain changes that 
follow from traumatic experiences (see the Introduction 
to this chapter, and the accompanying PowerPoint/PDF 
presentations).

Educators will then want to explore the attitudes, beliefs 
and concerns that participants have about this area of 
clinical work. Ask participants to brainstorm any terms 
they have heard used to describe Persistent Physical 
Symptoms (such as medically unexplained symptoms, 
persistent physical symptoms, chronic pain syndromes, 
chronic pelvic pain, somatisation, functional symptoms, 
symptoms with low probability of disease, multiple 
physical symptoms, bodily distress disorder). Introduce the 
most neutral and currently preferred term as Persistent 
Physical Symptoms. Ask participants to consider what 
responses patients have to the term ‘Medically Unexplained 
Symptoms’ or ‘somatisation’. Many patients feel that these 
terms imply that the problem is ‘imaginary’ or ‘in their 
heads’, which can feel isolating and insulting to patients 
who face daily struggles with pain or other symptoms.

Then ask participants, individually, to reflect on any 
patients they have encountered who have Persistent 
Physical Symptoms, or functional symptoms, which are 
not accompanied by defined disease states or abnormal 
examinations or investigations. What has that been like? 
What difficulties arose for them as clinicians? 

Then ask participants to form pairs and discuss this for 
a few minutes. Debrief this discussion by asking what 
issues came up, recording these on a flip chart. If working 
remotely ask participants to write things in the chat 
function. Get as many contributions as possible until no 
new matters arise. Use this list to define the learning needs 
of participants and clarify which areas the session will 
cover, and which may be covered at a later date. This can 
also be an opportunity to highlight the need to refer to the 
literature on this subject, for example, the introduction to 
this chapter, or its podcast version. 
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Teaching notes

How to teach and develop these skills  
Working with groups (continued)

For many, these ideas will be novel. Some secondary 
colleagues they have worked with will be unaware of 
this relatively new knowledge, which has the potential to 
greatly help many patients who struggle with chronic pain 
or other chronic symptoms. The educator can highlight 
that CPD could (perhaps should) include reading the 
background material, such as the book The Body Keeps the 
Score, or Pain is Really Strange.

Help clinicians to distinguish between relatively well 
understood symptom complexes of a functional nature 
such as Irritable Bowel Syndrome, atypical facial pain, 
fibromyalgia and the occasionally more challenging 
‘so called’ medically unexplained symptoms. 

This process of exploration is important to understand 
the starting point for any training for the consultation 
skills needed in this area. Do participants already have a 
good understanding and do they exhibit empathy concern 
and a wish to care for such patients? Or do they see these 
situations as difficult, burdensome or frustrating? Do they 
perhaps perceive elements of hypochondriasis on the part 
of the patient?

Phase Two

In this phase, the educator can help participants to 
explore their understanding of how relationships develop 
and are influenced in the presence of Persistent Physical 
Symptoms.

Divide participants into pairs and decide which one of 
them will be Clinician A and which one will be Clinician B. 
Working individually, ask Clinician A to write down all the 
feelings they have experienced themselves when dealing 
with patients who have Persistent Physical Symptoms. 
Again working individually, Clinician B should write down 
all the feelings that are expressed by patients, who are 
suffering from Persistent Physical Symptoms, about their 
experiences of illness.

Then ask the pairs to compare their lists. It is very likely 
that there are many common feelings. It can worth trying 
to classify the feelings into broad categories. There may 
be ‘sad’ type feelings (for example, about the loss of 
good health, the loss of social activities or relationships). 
There may be ‘mad’ (i.e. angry) type feelings (including 
frustration, disappointment, resentment), or there may be 
‘bad’ type feelings (which include guilt, embarrassment or 
shame). What could help the clinician to encounter this sea 
of difficult feelings? Is it ever possible to introduce some 
‘glad’ type feelings? 

Perhaps clinicians could be thinking about the satisfaction 
of caring for someone over time, providing care and 
continuity. Perhaps they will experience gratitude and 
relief for their own health, perhaps they could appreciate 
the opportunity to act with kindness, empathy and 
compassion, and for that to be valued as much as ‘the 
right diagnosis’ or ‘the clever surgery’. Emphasise that the 
evidence clearly shows that listening and compassion are 
tools as necessary and as effective as scalpels and drugs 
(see Reference 2).

Of course these feelings do not simply ‘belong’ to each 
individual patient. The processes of transference mean 
that in some sense the feelings are shared by both clinician 
and patient. Some clinicians are unfamiliar with concepts 
of transference and it can be worth explaining and 
discussing this.

Transference is ‘the unconscious assignment to others 
of feelings and attitudes that were originally associated 
with important figures’ by the patient onto the doctor (or 
other clinician providing care). Counter-transference is 
the clinician’s reaction to this process. The educator can 
provide examples from clinical practice.

Finally, introduce these three helpful concepts, which are 
explained fully in the introduction: 

1. Shorter term symptoms with a low probability of 
disease. Reassurance and expectant management 
(“this usually settles with time”), need to be combined 
with careful follow-up and clear safety netting 
arrangements.

2. Functional syndromes with symptoms that 
overlap and cluster together, for example, Irritable 
Bowel Syndrome or Atypical facial pain syndrome. 
Explanations that make sense to patients, attention to 
symptom control and follow up with continuity of care, 
are often helpful ways forwards.

3. Multiple physical symptoms which cause distress 
and alteration of behaviour. These syndromes 
have considerable impact on daily life, resulting in 
patients frequently seeking help from clinicians. 
Non-stigmatising explanations, long-term continuity 
of care and an accepting and caring attitude from 
the clinician are required here. (See also talc skills 
for effective planning of care – how to enjoy 
those patients with really long-term problems: the 
positive bathe method .)
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Teaching notes

How to teach and develop these skills  
Working with groups (continued)

Remind participants that most systems in the body can 
give rise to symptoms that can be distressing and even 
severe, without any structural deficit or anything abnormal 
on blood testing. This affects about 1 in 4 people seen in 
Primary Care, and about 1 in 3 of those attending neurology 
clinics. All hospital specialties recognise such symptom 
complexes, about 52% of new referrals in secondary care 
and 25% of those frequently attending clinics have such 
syndromes, with tests and investigations being normal. 
Multiple referrals and investigations often yield little benefit 
to the patients overall health (see References 62 and 63).

Phase Three

In this part, the educator will turn toward considering 
what kinds of help can be offered, especially concerning 
empowering explanations.

Again in pairs ask clinicians to reflect on this question: 
“What does it feel like when it seems as if patients want more 
than you can offer? When you feel they want a ‘cure’ or a 
magic fix that you just do not have?” It is important to air 
and accept the feelings of frustration and helplessness that 
many participants feel. The educator can model empathic, 
non-judgemental acceptance and link this explicitly to the 
empathy and acceptance that patients themselves need. 
Link this to the studies cited on the helpful physical and 
psychological benefits that empathic and compassionate 
care bring (see talc skills for building effective 
relationships – how does a small dose of empathy 
produce much better clinical outcomes? for full details 
of the research evidence basis for better outcomes with 
empathic care).

The educator can explain what patients really want, which 
is to be heard, to be cared for and to have some kind of 
reasonable explanation. They mostly know there is no 
quick fix. Here is a comment from a patient, quoted in the 
introduction to this chapter:

“Being genuinely listened to, is absolutely key. In addition 
some kind of takeaway is helpful. Traditionally that has been 
a referral, a diagnosis and/or a prescription. But here it could 
be a plan or some homework with a follow-up appointment. 
It could also be a resource like a podcast, website or book 
– something that enables us to feel we have made a bit of 
progress today.” — MC

Sensible explanations can help clinician and patient 
move forwards. While there is a lively interchange in both 
directions between body and mind, the educator needs to 
explain why explaining symptoms in terms of psychological 
distress is not helpful. There are several reasons for this. 

Patients often take psychological explanations to mean 
‘it is all in your head’ and that this indicates that ‘your 
suffering is not real’. This is unhelpful (and cruel) to those 
whose lives are a constant struggle with chronic symptoms. 
While chronic or childhood trauma can be part of the 
predisposing conditions for persistent physical symptoms, 
this is not always the case. 

Even if the patient has experienced severe trauma, they 
may be unaware of it (for example, difficulties in infancy 
or very early life). If patients are aware of having suffered 
trauma or abuse, it is likely to be even more traumatising 
to be asked to revisit those events in a consultation that 
they consider is about their present pain and suffering. As 
the patient’s distress is bodily, it makes more sense to use 
bodily explanations. The principles for doing this are:

Link symptoms to the physiology that underpins the 
functioning of different systems and refer to generally 
understood processes such a ‘sprains’, ‘tightness’ in the 
gut, and using the ‘fight, flight freeze fawn’ responses in 
explanations. Explaining the effects of long-term stress can 
be useful, clarifying how changes in hormones like cortisol 
affect many systems in the body. The term ‘wear and 
repair’ is positive and preferable to ‘wear and tear’. There 
are some examples of possible explanatory approaches 
in the Resources section of this chapter. Explain how the 
brain unconsciously scans for abnormal sensations and can 
become hypersensitive to stimuli of all kinds.

Clinicians may use jargon words/concepts such as 
allodynia or hyperalgesia, and clearly explain these 
phenomena in simple language. This can help develop 
the understanding that not all hurt means harm. This 
is a crucial concept. Chronic pain is generally NOT linked 
to actual damage or harm in the body, but is better 
understood as the pain system becoming reset to a highly 
sensitive level, like a radio volume dial being turned 
too high.

Naming experiences and feelings accurately (for example, 
hyperalgesia) and exploring their impact, can help patients 
to feel better understood. Clinicians should record the 
symptoms as well as accurately naming and empathising 
with the feelings that the symptoms cause. Referring 
specifically to a patient’s own experiences and concerns 
is useful. 
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Teaching notes

How to teach and develop these skills  
Working with groups (continued)

Appropriate comparisons or metaphors including 
explanations of the effects of a vicious circle can also be 
helpful. For example, if a muscle has been sprained it 
hurts. If the limb is held very still it will become both weak 
and more stiff and painful over time, until it becomes 
chronically sore. Reversing this into a virtuous circle means 
gradually moving and using the limb more and more, even 
though this will be painful at first, hurt does not always 
mean harm.

A useful metaphor for chronic pain can be that of the 
body having hardware and software like a computer. 
The hardware may be intact as shown by normal ‘tests’. 
Things can still be going wrong with the ‘software’, which 
is the brain and the nerves throughout the body, which 
may become wrongly calibrated and then malfunction. 
This is just like an intact computer, phone or tablet, which 
may still malfunction because the internet is not properly 
connected, or because an App doesn’t work properly.

Remind clinicians to use the usual explanatory methods 
of ‘Chunking and Checking’, see talc essential skills for 
effective explanations and planning of personalised 
care – whose news is it anyway? and is chunking and 
checking a good way to eat an elephant (one bite at a 
time)? 

Phase Four Practising skills for explanations.

First task: to offer an experience of empathic listening, 
explaining the concept of ‘holding space’ for someone to be 
heard. This includes the skills of being present, recognising 
and understanding what the other person is feeling, in a 
respectful, safe and accepting way. Skills include:

 > LISTENING CAREFULLY, without imposing your own 
agenda.

 > USING ACTIVE LISTENING SKILLS to pick up clues and 
encourage the person to talk. “Go on” can be the two 
most powerful words at times.

 > ACCEPTING and ACKNOWLEDGING emotions.

 > RESPECTING SILENCE, ALLOWING PAUSES.

 > AVOIDING GLIB ANSWERS or AVOIDING statements like 
“you will get over it”.

 > THANKING the person for sharing their story.

The warm up: a three minute free write, the content of 
which is for the writer’s eyes only.

Ask all participants to put pen to paper and write for three 
minutes without stopping about the last patient they saw. 
The aim is to just keep writing. Even if all that comes up is 

“I can’t think what to write”, write that until something else 
pops into the mind (then write that). This writing is not for 
sharing, it is aimed solely at releasing the flow of words.

The story: ask participants to think about an experience of 
loss or disappointment they have had, that they would be 
willing to talk to another participant about. Putting pen to 
paper, ask participants to write about this experience for six 
minutes. 

Then ask participants to form pairs and take turns to 
read their account. The listener’s task is to LISTEN, to 
avoid interruptions, to allow silence, to acknowledge and 
accept any feelings expressed via an empathic statement, 
and finally to say “thank you for sharing your story”. The 
debriefing to this exercise should focus on the experience 
of being fully listened to. What does it like to feel that your 
story is respectfully held by another person? How does it 
feel to be listened to respectfully and without judgement?

Link this experience to the frustration that many patients 
express that ‘no one really listens to me, no one tries to 
understand what I am going through’. Transforming their 
care may not be a matter of clever treatments, but rather of 
full acceptance, listening and kindness.

Second task: to consider how to use all the clinician’s 
acquired consultation skills to discuss a diagnosis of 
Irritable Bowel Syndrome with a patient. Here is a suitable 
scenario (although educators can readily create their own 
or use one from a participant’s own experience).

Mrs ET aged 48, has been diagnosed with IBS at a gastro 
clinic. All investigations are normal. She is still getting 
cramps, and alternately has loose bowels or constipation. 
She is becoming anxious that she may need the loo too 
urgently while out, so is restricting her activities, not going 
out and even staying off work at times.

The educator should indicate the skills to be used, 
including:

 > Using positive language about the findings of the 
investigations.

 > Showing empathy with her fear of incontinence.

 > Explaining how the body can become sensitised to 
normal sensations.

 > Explaining how the bowel naturally tenses and 
releases, and that this can be smoothed and made 
more rhythmical with dietary adjustments/mild bowel 
calming drugs.

 > Collaborating with the patient to find ways to manage 
the problem.
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Teaching notes

How to teach and develop these skills  
Working with groups (continued)

Divide participants into groups of three and ask them to 
work out some good forms of words for these different 
aspects of the explanation. These can then be practised 
using a skills rehearsal, explaining their thoughts to 
the patient, making sure that explanations are done in 
CHUNKS, and that the patient’s responses are CHECKED. 
This enables a conversation, with ideas being exchanged in 
stages, not as a long lecture. The clinician should be flexible 
and able to respond to what the patient has to say, by using 
the patient’s own words for example.

The educator should encourage participants to write 
down their key learning points at appropriate points, 
depending on how this material is staged and presented. 
Participants need to be reassured that to fully understand 
the mind/body relationships that underpin so many 
bodily experiences is not easy. Turning that insight into 
effective, kindly care takes time and practice. When putting 
these skills into practice, clinicians might start with those 
patients who have shorter term symptoms with a low 
probability of disease and well understood functional 
syndromes like IBS. 

It is unrealistic to expect some kind of instant success 
when caring for complex patients with Persistent Physical 
Symptoms, who often have significant co-morbidities and 
long histories. Success will only come there gradually, and 
in the context of a longer term relationship. In subsequent 
meetings, ask participants to report back about any 
insights they have gained in their clinical encounters, and 
invite them to report back and celebrate any successes, 
while empathising with and exploring any difficulties.
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Notes for educators

Engaging participants  
Meeting their needs

Most clinicians have experiences with patients suffering from Persistent Physical Symptoms 
and most will find this challenging. Starting from the participants own starting points and 
exploring their concerns in an empathic and non-judgemental way, will help to engage them 
in the subsequent learning. Directing participants to useful further sources of learning (see 
References) can also increase motivation to engage at deeper levels.

Energising 
participants  
Maintaining energy 
throughout

The approach outlined in this chapter, which mixes theoretical knowledge, with practical 
links to daily work and small group exercises, encourages reflection and learning. 
Participants are given active tasks to consider throughout, which maintains energy 
and motivation.

Evaluations and 
feedback  
Making the most of the 
session for participants 
and educators

The material presented here is complex and may be delivered over several sessions, each 
building from the previous one. Evaluation can focus on establishing the key learning needs 
of participants, establishing what they see as the take home messages, and following these 
issues up with discussion at subsequent sessions. Asking participants to note down their 
key learning points and share them with each other is a good way for the educator to assess 
what has been learned. 

If the key learning needs of participants have been established and the take home messages 
reinforced, this can be followed up with discussion at subsequent sessions. This reinforces 
learning points while giving the educator opportunities to explore and assist with difficulties 
or celebrate what has worked well. Continuity matters for this type of education, just as 
continuity matters for the care of patients with these problems.

How to provide 
structure to the session 
Help participants 
to structure their 
consultations

The educator needs to be well prepared for this teaching. The material is complex in some 
ways, and may be unfamiliar to many participants. There is a complex mix of attitudinal 
exploration, domainal knowledge and practical skills to explore. The wise educator will plan 
the structure and timing of this education within an overall programme, in advance. This is 
not material that readily lends itself to an ‘off the cuff’ approach. At first, participants may 
not recognise the importance of attachment theory, trauma theory nor the importance of 
the brain science. In addition, this training must build on the core consultation skills already 
explored in other modules. Careful timing of this training within an overall structure is more 
likely to lead to successful learning. Participants also need to understand that empathic 
acceptance and listening will need to precede explanations, which can be demanding 
at times.

Building relationships 
Help participants build 
relationships with their 
patients

When clinicians take a positive approach to Persistent Physical Symptoms and see these 
as an opportunity for long term continuity, and for empathic and compassionate care to 
be prioritised, relationships with patients improve, to mutual benefit. Working on difficult 
material together builds educational relationships between participants which help them 
maximise their learning.
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Resources

Examples of the Chunking and Checking approach to explanations using physiological knowledge

Patient 1 / Palpitations

“My heart feels like its pounding, even now as we sit 
here. I am worried that it could be serious.”

PICK UP THIS CLUE What has made you particularly 
concerned about this? Empathise and explore.

Findings. 28 year old fit young man, no comorbidity 
or FH. BP 118/78 HR 80 SATS 100% Chest clear. Pulse 
increases normally after running on the spot and 
settles rapidly to normal on sitting.

CHUNK Your examination is entirely normal and 
your heart is responding in a healthy way. CHECK 
What are your thoughts now? Then active listening 
for the responses and concerns, accept these non-
judgementally.

CHUNK We all notice our heartbeat to a varying 
degree…we notice it more after rushing upstairs for 
example. CHECK Have you ever noticed your heart 
after exertion? Then active listening and respond 
appropriately.

CHUNK Sometimes after we notice something we start 
looking out for it all the time. We can start to be aware 
of things that we didn’t notice before, including normal 
things. CHECK What is your response to that?

CHUNK Now you know your heart is healthy, it is safe 
to ignore the pounding. You may need to practice 
reminding yourself that your heart is responding 
normally.

Patient 2 / Breathlessness

“I feel like my chest is tight and I cant breathe properly. 
Usually happening at rest, and feels a bit light 
headed.”

Examination and PEFR normal.

Are symptoms reproduced if patient asked to “take 20 
breaths as if you have run quickly upstairs”?

Explanation: CHUNK In a Flight or fight situation the 
lungs have extra muscles to fill the lungs even fuller 
than normal. False alarms can happen though. Take 
a really deep breath in now, and then try to breathe 
in a bit extra... CHECK How does that feel? (often feels 
familiar).

CHUNK Now breathe all the way out like a balloon 
when you let go the top. Now try a deep breath.

CHECK Does that feel easier?

Usually if we are going to do something difficult or we 
are anxious we take in a big breath ‘just in case’ which 
makes it harder to carry on breathing.

Try this instead... it is what athletes and singers do:

Breathe all the way out first (demonstrate yourself)

Then let the air come in naturally. The body will take 
what it needs. 

CHECK How did it feel to breathe in after breathing all 
the way out? Easier?
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