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Functional Somatic Disorders (FSD) present a significant challenge in the health-care system, characterized by persistent, distressing physical symptoms without sufficient medical or psychiatric explanations. This conceptual analysis explores the psychodynamic approach to understanding emotional factors influencing FSD, proposing a new psychological specifier. While current diagnostic frameworks, such as DSM-5’s Somatic Symptom Disorder (SSD) and ICD-11’s Bodily Distress Disorder (BDD), incorporate psychological components, they do not fully address emotional dynamics. This paper advocates for integrating emotional factors into diagnostic criteria. The proposed specifier focuses on emotional factors such as unresolved grief, trauma, and unmet needs, which can exacerbate or cause somatic symptoms. Six signs indicative of emotional influence on somatic symptoms are discussed, emphasizing a collaborative investigative approach. Incorporating this specifier could enhance diagnostic accuracy, treatment planning, and patient outcomes by acknowledging the interplay between emotional and physical health.
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1 Introduction

Patients with persistent physical symptoms have been described using various terminologies over the years. Historically, these conditions were labeled as hysteria, psychogenic disorders, psychosomatic illnesses, and somatoform disorders, although these terms have fallen out of favor (1). Currently, a variety of terms are used to describe these symptoms, such as Functional Somatic Syndromes (2), Central Sensitivity Syndromes (3) and Persistent Physical syndromes (4) each with overlapping and unique features. Moreover, the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), uses the term Somatic Symptom Disorder (SSD) (5), while the International Classification of Diseases, Eleventh Revision (ICD-11), refers to Bodily Distress Disorder (BDD) (6).

In an effort to standardize the terminology and enhance both research and clinical practice, the EURONET-SOMA group has advocated for the term “Functional Somatic Disorder” (FSD) (7). FSD encompasses patients with distressing physical symptoms lasting more than three months that cannot be explained by any other medical or psychiatric condition (see Table 1). Importantly, FSD is not believed to be a disorder of exclusion, instead it is characterized by altered bodily functioning and the disorder manifests as physical symptoms. These symptoms can vary in severity and may include isolated issues such as dizziness or more severe manifestations like hemiplegia, provided there is no organic cause. FSD can present as single-system conditions which does not need to equate but can present like irritable bowel syndrome (IBS) or multi-system issues such as co-occurring IBS and fibromyalgia, often severely impacting daily life and frequently accompanied by psychiatric comorbidities (8).


Table 1 | Characteristics of functional somatic disorder with the new proposed psychological specifier.



The EURONET-SOMA group suggests adding a psychological specifier to the FSD diagnosis to address psychological factors that contribute to symptom persistence beyond the distress caused by the symptoms themselves (7). This specifier would go beyond the criteria for SSD in DSM-5 or BDD in ICD-11, which main focus is on excessive preoccupation and anxiety regarding symptoms. Examples of additional proposed psychological specifiers suggested by The EURONET-SOMA group include a general sense of bodily weakness, specific attributional styles, negative affectivity, and dissatisfaction with previous healthcare.

Despite the inclusion of psychological factors in SSD, BDD and FSD criteria, current frameworks do not fully capture essential psychological elements from a psychodynamic perspective. This article explores the importance of emotional factors in diagnosing and treating FSD, proposing that these factors be considered as part of the diagnostic criteria for SSD and BDD or as a new psychological specifier for FSD.

This paper will first introduce affect-focused psychodynamic treatments and their rational for FSD. Using a collaborative approach, I will then explain six important signs or questions for healthcare professionals to consider when evaluating whether somatic symptoms co-vary with emotional factors. Lastly, I will discuss the implications and limitations of this approach, while still advocating for the consideration of emotional factors as part of the diagnostic criteria for SSD and BDD, or as a new psychological specifier for FSD. In this conceptual analysis, the terms “bodily”, “physical” and “somatic” will be used interchangeably.




2 Affect-focused psychodynamic treatments and their rationale for FSD

Affect-focused psychodynamically informed treatments, such as Emotional Awareness and Expression Therapy (EAET) and Intensive Short-Term Dynamic Psychotherapy (ISTDP), have shown significant effectiveness in treating various Functional Somatic Disorders (FSD), resulting in long-lasting reductions in somatic symptoms (9, 10). For instance, EAET has been compared with Cognitive Behavioral Therapy (CBT) in three randomized controlled trials involving patients with fibromyalgia, musculoskeletal pain, or a diverse sample of chronic pain sufferers (11–13). These studies demonstrated that a significantly higher percentage of patients experienced substantial pain reduction with EAET compared to CBT. Across these trials, an average of 30% of patients experienced a reduction in their pain by 50% or more after the group EAET, but only an average of 5.5% in the CBT group. Consequently, psychodynamically informed treatments have been recommended as evidence-based interventions (14).

Affect-focused, psychodynamically informed treatments suggest that, for some individuals with FSD, unresolved emotional distress—such as grief, fear, rage, guilt, or emotional pain—can contribute to or even generate physical symptoms (15). This is supported by findings that patients FSD often struggle with recognizing, expressing, and regulating emotions (16). When emotional experiences remain unprocessed, often due to adverse childhood events, trauma, or victimization, they may alter neural circuits involved in pain and emotion regulation, thereby leading to or exacerbating somatic symptoms. Neuroscientific evidence supports this interplay between emotion and bodily distress. Experimental findings suggest that implicit or unconscious negative emotions can amplify the perception of pain unpleasantness (17), and studies indicate that emotional and physical pain share overlapping neuroanatomical pathways (18). In chronic pain conditions, there is a shift in neural processing from predominantly somatosensory regions to a more complex interaction involving affective and cognitive circuits, reinforcing the idea that pain is not solely a sensory experience but also an emotional and cognitive one (19). Affect-focused psychodynamically informed treatments - especially EAET - is grounded in these conceptual frameworks and leverages neuroplasticity to promote symptom relief. By addressing the emotional underpinnings of pain and fostering emotional processing, EAET helps recalibrate the brain’s threat response system, ultimately reducing pain and other bodily symptoms (20). Mediation analyses support this mechanism, showing that increased emotional processing of stressful life events is associated with a reduction in somatic symptoms (21), even when controlling for depressive symptoms as a competing mediator (22). These findings highlight the importance of targeting emotional awareness and expression as a pathway for symptom relief in patients with FSD.

If emotional factors indeed exacerbate or cause physical symptoms, it is essential to investigate and explore this connection comprehensively. Observations of temporal correlations in a patient’s history can provide initial insights, but the connection is particularly evident through what is termed “emotional palpation” in psychodynamic theory (23). For example, if a patient reports persistent chest pain without cardiac disease activity and experiences a reduction or disappearance of pain upon focusing on feelings of sadness, this strongly suggests an emotional influence on the physical symptoms. To thoroughly investigate this, a collaborative approach is essential.




3 Collaborative investigation of emotional factors and somatic symptoms

How can an investigator assess whether physical symptoms co-vary with emotional factors? Adopting a research-like approach is beneficial: Start with a null hypothesis, assuming that physical and emotional factors are unrelated. If this hypothesis can be rejected, it supports the notion of a connection. Repeatedly rejecting the null hypothesis strengthens the evidence for a link between physical and emotional factors. Although this approach may sound technical, it is fundamentally about maintaining an open mind and exploring this connection collaboratively with the patient (see Table 2).


Table 2 | Investigator’s stance in exploring the possible connection between emotional factors and somatic symptoms.



The collaborative nature of this process is crucial (24). Some patients with FSD are distrustful of psychological assessments, making it essential to take their complaints seriously while paying attention to cues of emotional activation (25). Therefore, initially, the patient must be asked if they are interested in exploring whether emotional factors are related to or influence their physical symptoms. Without consent, further investigation is not feasible, and the patient should be referred for additional medical care. If the patient is uncertain, further discussion is necessary to obtain a clear answer. Once the patient agrees, the investigation into the possible link between emotional and physical symptoms can proceed collaboratively. Practically, this involves searching for evidence both supporting and opposing the existence of an association between emotional factors and physical symptoms. While no single sign can definitively confirm the link, certain indicators may strongly suggest it.




4 Six signs that strengthens the case for the co-variation of somatic symptoms with emotional factors

While it is essential to begin with a null hypothesis during individual evaluations, it is equally important to identify potential indicators that could challenge this hypothesis. Below, I present six signs that may suggest a connection between somatic symptoms and emotional factors (see also Table 3). These signs are not definitive but serve as indicative markers (please see Figure 1).




Figure 1 | Characteristics of Functional Somatic Disorder with the new proposed psychological specifier.




Table 3 | Six signs that strengthen the case that somatic symptoms co-vary with emotional factors.





4.1 Did the somatic symptoms occur simultaneously with or after a delay (up to one year) following emotionally stressful life events?

Psychological stressors often precede the development of functional symptoms, and stressful life events have been demonstrated to be risk factors for somatic symptom development in both crosssectional and longitudinal studies (26–31).

For instance, Lars, aged 73, was referred to me as a psychologist by his family physician. Lars revealed that he had experienced anxiety for most of his adult life, with his wife playing a crucial role in managing it. She helped him conceal his anxiety from others and devised alternative methods of transportation for him when he was unwilling to use the subway or train. A few months back, his wife was near death from heart disease, and Lars developed muscle weakness, reporting, “my legs don’t carry me anymore”. He also had difficulty eating and lost considerable weight. Despite numerous medical examinations, no medical explanation for his symptoms could be found. Lars denied being depressed and did not appear clinically depressed; he even smiled and shared a dry joke. The emergence of Lars’s physical symptoms coinciding with his wife’s terminal illness suggests that his symptoms may co-vary with emotional factors. While this is not a definitive sign, it is a plausible indicator.

The temporal connection between emotional stressors and physical symptoms merits a more nuanced discussion. Although psychological stressors often precede the development of functional symptoms, this is not always straightforward. In her book The Thinking Body, Irene Matthis uses Freud’s concept of “nachdräglichkeit” (deferred action) as pivotal in understanding somatic symptom development (32). Essentially, this concept implies that earlier experiences or events may gain their full meaning and impact only at a later time. Matthis examines cases from Freud’s Studies in Hysteria, such as the story of Katharina. During a walk in the Alpine landscape, Katharina, aware of Freud’s expertise as a neurologist, approached him with physical symptoms (chest pain, blurry vision, etc.) and sought his help. Through their discussion, Katharina revealed that she had witnessed sexual intercourse, which she initially believed was the cause of her symptoms. However, it emerged that this episode masked an earlier trauma: Katharina was sexually abused at the age of 11. As a child, she did not understand the significance of this abuse, and it only became meaningful later in adulthood when she encountered something that triggered her recollection of the trauma. Thus, now 19, Katharina developed symptoms several years after the triggering event when she comprehended the meaning of her experiences. Freud’s concept of nachdräglichkeit complicates the straightforward temporal connection between emotional factors and physical symptoms, but as a rule of thumb, the temporal connection of stressful life events and the development of somatic symptoms could be one sign of an important association.




4.2 Do the physical symptoms change in response to psychological or emotional factors?

If physical symptoms disappear during a vacation or when a person retreats to the countryside, or if they worsen during conflicts or before certain activities, this may indicate a relation between emotional factors and somatic symptoms (33). Unlike medical conditions, which usually persist regardless of a change in environment or emotional state, functional symptoms are heavily influenced by these factors (34).

For instance, in a conversation with Lars, I asked him to describe the moment he realized his wife could die from her heart disease. He struggled to articulate his feelings, his words faltering. He described it as if he were facing an abyss alone, overwhelmed by his anguish. When discussing the impending loss, Lars felt an overwhelming weakness in his legs, similar to the symptoms for which he sought treatment. This reaction suggests that his symptoms may be functional, as they are triggered by emotionally charged situations. While this is not a definitive sign, a recurring pattern would strongly indicate that his somatic symptoms co-vary with emotional factors. Further in treatment, Lars was not only able to express fear and anxiety but also emotions of anger and sadness for his wife “leaving him”. This led to a reduction of his somatic symptoms. This case parallels research that has shown that successful psychodynamic treatment for panic disorder is driven by, or probably causally related to, an increased capacity to express emotions (35). For an in-depth description of how this sign can be assessed, I refer the reader to Abbass (2005) (23).




4.3 Are there a multitude of physical symptoms, or do they change character or do new symptoms keep emerging?

This sign can be complex. While physical symptoms of medical conditions can vary and new symptoms may appear, most diseases tend to produce specific, primary symptoms rather than a broad spectrum. As Stefan Risberg, a senior family doctor, states: ”Most diseases produce distinct symptoms that are dominant, not a myriad of symptoms. The more varied the symptoms, the less likely it indicates an organic disease.“ (S. Risberg, personal communication, July 16 2024). Research supports this idea. A study investigating patients with multiple unexplained physical symptoms found that it is very uncommon for a physical disease to be overlooked in these cases, and it happened in only 2 of 2444 admissions (36).

More specifically, if a patient experiences, for example, pain that shifts from the arms to the neck and later to the head, this phenomenon, known as “symptom migration,” may indicate that emotional factors influence the somatic symptoms (37). In contrast, symptoms of physical illnesses typically remain localized. In the case of Lars, he described not only muscle weakness in the legs but also a plethora of other symptoms that emerged and then retracted: one week he had pain in the arms, the next week he had dry mouth and headaches.




4.4 Are defenses present?

Defenses can manifest in various forms. Catastrophizing, for instance, has been extensively studied in populations with persistent pain and fatigue. Catastrophizing involves pervasive “what if” thoughts, such as, “What if something serious is wrong?” and attention towards symptoms.

Catastrophizing is a potent psychological factor that can intensify the symptom experience, increase disability, and negatively impact treatment effectiveness (38, 39). Moreover, it aligns well with one of the B criteria specified in DSM-5 for SDD or BDD and is also listed as an important specifier from the EURONET-SOMA network.

In psychodynamically informed treatments, catastrophizing and fear-related thoughts are seen as factors that can exacerbate bodily symptoms. However, contrary to some psychological models, psychodynamically informed treatment’s view fear-related thoughts as defenses. These thoughts are believed to mask underlying emotions and unmet needs. To return to Lars, he had catastrophizing thoughts about not finding what was wrong with him. He was worried that if the doctor did not soon discover the underlying cause for his symptoms (remember that he had already undergone numerous medical investigations), he would get worse and become bedridden and need to be spoon-fed. This association of spoon-feeding revealed a memory where Lars, as a young boy, had been forcibly spoon-fed medicine by his father. Although the father probably had good intentions, this was very upsetting to Lars. He harbored angry feelings towards his father but at the same time felt guilt for these feelings. When Lars’s complex feelings (not only anger and guilt but love) towards his father were addressed and subsided, Lars became less anxious and less prone to catastrophizing. In other words, Lars’s defense—catastrophizing—needed to be addressed.

Moreover, from a psychodynamically informed standpoint, an absence of catastrophizing or anxietyladen thoughts and feelings should not necessarily rule out this criterion for SSD or the specifier in FSD. An unusual variant of catastrophic thinking is presenting fears as facts. For instance, Anders, a 19-year-old patient, had undergone three MRIs for his knee without any findings. He expressed his pain in a dispassionate manner, saying, “I will end up in a wheelchair”, without any emotional distress. His neutral tone was surprising, and his further response, “That’s how it is,” was emotionally muted. This detachment resembles what is sometimes referred to in psychodynamic literature as “le pense opératoire”, where patients appear unconcerned about serious symptoms, or the defense “isolation of affect”. In other words, it is possible that Anders use a defense which lessens the emotional impact of his pain, making the straightforward connection of somatic symptoms and emotional more difficult. Of course, there are numerous defenses to consider in investigating this sign.




4.5 Can the physical symptoms be meaningful and convey a message?

In psychodynamic theory, bodily symptoms are sometimes viewed as carriers of unconscious meaning (40). For instance, pain or other physical symptoms might not merely be indicators of an illness but could serve as messages or symbols. Psychodynamic theory often suggests that these meanings are highly personal rather than universal. To return to Lars, he described it as if he were facing an abyss alone when dreading the death of his spouse. A tentative interpretation of this is that you cannot walk over an abyss; there simply is no solid ground, and therefore Lars’s legs “could not carry [him] anymore.”

Another not uncommon example of symptoms as messages is found in patients with burnout/exhaustion syndrome. Many report that “The body said no!” (41). These accounts often reveal a history of ignoring early warning signs, struggling to set boundaries, or having difficulty saying no. Eventually, the body enforces these limits. On one level, the body can be seen as conveying a message. For patients with exhaustion syndrome, underlying desires to be cared for might surface. These individuals often prioritize others’ needs over their own but may have an underlying longing for support (42). In psychodynamic literature, the term counterdependency is sometimes used (43). Lawrence Blum elaborates on this concept: ”People with [FSD] often have conflicts where dependent wishes (e.g., to be cared for) are denied (typically expressed through a counterdependent, ‘I don’t need help’ stance). These unmet wishes are then expressed through physical symptoms.“ (L. Blum, personal communication, November 28 2020). Thus, physical symptoms such as fatigue may not only represent physiological issues but also reflect underlying emotional factors. Identifying such patterns can suggest that somatic symptoms are associated with emotional factors.




4.6 Is there an emotional quality in the encounter that suggests the somatic symptoms are connected to emotional factors?

This aspect is particularly challenging, as it relies heavily on the subjective impressions of the assessor. Despite its difficulty, it can be crucial. Over time, health care professionals develop a form of implicit knowledge—a type of intuitive understanding based on extensive experience (44).

According to psychodynamic theory, understanding one’s own countertransference (emotional reactions in the health provider towards the patient) is important. In patient encounters, there may be an emotional quality that indicates that somatic symptoms co-vary with emotional factors. This quality is subtle and difficult to describe but can involve a sense of emotional detachment or muted interaction. It is not necessarily about the absence of emotional words or exchanges but rather a feeling of engaging through a barrier, like touching something using thin plastic gloves. While standardized methods are crucial for identifying signs of the association of somatic symptoms and emotional factors, implicit knowledge and judgments from this knowledge based on countertransference also play an important role.

Taken together, these six signs may help pinpoint patients who have an association of emotional factors and somatic symptoms. Assessing these signs will incorporate evaluating signs both for and against the connection between physical and emotional factors. No single indicator is definitive, but patterns can provide strong indications.





5 Discussion

In this article, I propose that the current DSM-5 criteria for Somatic Symptom Disorder (SSD), the ICD-11 criteria for Bodily Distress Disorder (BDD), and the Functional Somatic Disorder (FSD) psychological specifier could be expanded to include an assessment of whether emotional factors covary with somatic symptoms. I have highlighted the importance of a collaborative approach between the patient and investigator to achieve a more comprehensive understanding and suggested six signs to consider when evaluating the interplay between emotional factors and physical symptoms in patients with FSD. Incorporating this specifier is crucial not only for determining an association between emotional factors and somatic symptoms but also for assessing the appropriateness of affect focused psychodynamic treatment, which is an evidence-based treatment for FSD. Furthermore, it offers valuable insights into the broader context of symptom management and treatment planning, and the six signs are quite accessible to use for a range of health-care professionals.

The recent advocacy for the term “Functional Somatic Disorder” by the EURONET-SOMA group represents a step forward in framing these conditions within a modern diagnostic framework. The addition of a new specific psychological specifier or the widening of the criteria for SSD and BDD, as previously suggested (45), could enhance the FSD framework by acknowledging the role of emotional factors in the manifestation and perpetuation of physical symptoms. Previous research has shown that emotional factors (such as emotional regulation) are understudied in the context of SSD/FSD (46) and that the emphasis has been placed on cognitive-behavioral signs as the basis for SSD (47). However, the psychodynamically informed approach proposes that emotional factors such as unresolved grief, trauma, or unmet needs may exacerbate or even cause somatic symptoms (48). This perspective aligns with contemporary psychodynamic theories, which posit that emotional distress can manifest as physical symptoms due to maladaptive emotional processing or unresolved conflicts (49). By incorporating emotional factors into the diagnostic criteria, clinicians can more accurately identify patients whose symptoms may be influenced by psychological factors. This can lead to more targeted and effective treatment strategies, potentially reducing the reliance on purely medical or symptomatic approaches.

Given the demonstrated effectiveness of EAET and ISTDP in targeting emotional processing deficits in FSD, incorporating emotional factors into diagnostic frameworks could improve treatment selection. Moreover, understanding that somatic symptoms may carry personal meaning or reflect deeper emotional issues enables clinicians to provide personalized care (50). This approach respects the individuality of each patient’s experience and seeks to address the unique emotional and psychological factors contributing to their symptoms.

However, there are several challenges with incorporating a new criterion for SSD/BDD or a new specifier for FSD. One of the primary challenges in incorporating emotional factors into the FSD specifier or a criterion for SSD/BDD is the inherent subjectivity involved in assessing these factors. Emotional responses and their influence on physical symptoms are often difficult to quantify and may vary significantly between individuals, but previous research using micro-longitudinal design with ecological momentary assessment has shown that it is possible (51). I believe that the six signs or questions are quite accessible to a range of healthcare professionals when assessing if emotional factors co-vary with somatic symptoms, but their validity and reliability have not yet been tested in large-scale clinical studies. Of course, ensuring that the assessment of emotional factors is both reliable and valid requires careful consideration and potentially the development of standardized methods for evaluation. Further research is needed to validate the proposed specifier and its impact on treatment outcomes. This could be achieved through reliability studies assessing interrater agreement or by correlating the specifier of emotional factors with other measures, such as deficits in emotional processing. Moreover, longitudinal studies may also be valuable in determining whether this specifier predict treatment response or long-term symptom trajectories, thereby further establishing its clinical utility.

Another challenge is establishing rapport with patients who often have low epistemic trust (52). The collaborative approach proposed for investigating the connection between emotional and physical symptoms necessitates clear communication and mutual consent between the patient and clinician. Patients must be willing to explore the potential emotional roots of their symptoms, which may not always align with their expectations or treatment preferences. Ensuring that patients are fully informed and agree to this exploration is essential for the process to be effective.

Thirdly, incorporating emotional factors into the diagnostic criteria raises considerations regarding the potential for overemphasis on specific psychological factors. It is important to balance the focus on emotional factors with a comprehensive evaluation of all relevant medical and psychiatric conditions to avoid misdiagnosis or stigmatization. The new criteria should not suggest that all persistent physical symptoms and syndromes are psychiatric, nor that there are no biological abnormalities. For instance, in patients with hemiplegia where brain damage has been ruled out with great certainty, there are still well-documented changes in the way the brain works and functions (53). The difference is that for a stroke patient, the brain injury cannot be healed. However, in the case of functional paralysis, where there is a pattern of symptoms co-varying with emotional factors, recovery is possible, although the work to get there is just as hard and arduous. As for Lars, he has regained weight, is able to walk again, and has continually challenged his anxiety by traveling to new places he did not dare visit previously, being alone without his wife (which he dreaded), and acknowledging his anxiety to friends (for which he felt ashamed).

Another important point is that patients are complex. For instance, about 20% of individuals with non-epileptic seizures also have epilepsy (54), non-cardiac chest pain frequently occurs after a myocardial infarction (55), and dysfunctional breathing is often observed in those with asthma (56). The work of delineating which somatic symptoms co-vary with emotional factors can be difficult and should always include collaboration with numerous health care professionals (57).

In conclusion, the proposal to include a psychodynamically informed specifier in the classification of FSD or a new criterion in SSD/BDD represents a significant advancement in understanding and treating patients with persistent physical symptoms. By recognizing the role of emotional factors, clinicians can provide more nuanced and effective care, addressing both the physical and psychological dimensions of the disorder. However, successful implementation requires careful consideration of subjectivity, patient collaboration and empirical validation. As research and clinical practice continue to evolve, the integration of emotional factors into the FSD framework holds promise for improving diagnostic accuracy and therapeutic outcomes, ultimately leading to better patient care and well-being.
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1. Temporal connection with emotional stress:

O Physical symptoms can emerge simultaneously or shortly after (up to a year)
emotionally stressful life events. For example, a patient developing muscle
weakness and weight loss following his wife’s critical illness suggests a

possible association.

2. Symptom fluctuation with emotional states:

O Symptoms that improve during relaxing situations (e.g., vacations) or worsen
during stress indicate a potential emotional component. For example, a patient
experiencing somatic symptoms when discussing his wife’s impending death
suggests an emotional trigger for his symptoms.

3. A plethora of somatic symptoms or changing nature of the symptoms:

O A plethora of physical symptoms or symptoms that frequently change or new
symptoms that occur can indicate somatic symptoms connected to emotional
factors rather than a fixed medical condition. This is supported by research
showing that multiple unexplained symptoms are rarely due to an

undiagnosed disease.

4. Presence of “rigid beliefs” or defenses:

O Catastrophizing or rigid, fear-related thoughts are common among patients
with functional symptoms. These thoughts can exacerbate pain and other
symptoms, suggesting a psychological influence. For instance, a patient
convinced he will end up in a wheelchair despite no medical evidence displays a
rigid belief impacting his symptoms.

5. Meaningful symptoms with emotional messages:

O Symptoms that seem to carry a personal or symbolic meaning might indicate
an underlying emotional conflict. For example, exhausting fatigue may express
unmet emotional needs or unresolved psychological conflicts, acting as a message
from the body.

6. Emotional quality in patient interaction:

O Health care professionals often develop a sense of whether somatic symptoms
co-vary with emotional factors based on the quality of emotional interaction with
the patient. This implicit knowledge can be used as a valuable indicator when
assessing the association of emotional factors with physical symptoms.
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