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Abstract

Background: A growing body of evidence suggests that patients with medically unexplained symptoms (MUS) tend to delay help
seeking behaviours.
Objectives: The aim of this study was to explore the pathway to care for patients with MUS at a specialty psychosomatic clinic.
Materials and Methods: The clinic caters to patients with MUS referred from other departments or directly seeking treatment.
After detailed assessment, diagnosis was made as per ICD 10 clinical descriptions, diagnostic guidelines, and management plan.
The pathway of care for patients registered in this clinic was assessed, using a structured questionnaire.
Results: Pathway-of-care information was available for 49 out of the 53 patients (92.5% of the sample) registered in the first 8 months
of the clinic. The median age of the participants was 36 years, of them, 25 (51.0%) were female, 40 (81.6%) married, and 32 (65.3%)
belonged to nuclear family. Thirty-three patients (67.3%) visited general practitioners, 13 (26.5%) had visited traditional practitioners
and faith healers, 48 (98.0%) had made visits to specialists/ tertiary care centers, and nine (18.4%) had consulted psychiatrists before
being referred to our center. The first point of contact was the general practitioner in the majority of the cases (55.1%). Patients had
waited for a mean of 21.73 (± 36.55) months and taken 5.53 (± 3.86) consultations before referring to our clinic.
Conclusions: Patients with medically unexplained somatic symptoms may undertake considerable number of consultations be-
fore being referred to psychiatric treatment services. This signifies the need to train more doctors, particularly general practitioners,
to empower them to recognize and manage unexplained medical symptoms.
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1. Background

The term medically unexplained symptoms (MUS)
does not have a perspicuous definition, but is generally ac-
cepted to include those symptoms that evade the search
for a medical cause (1, 2). The condition is very commonly
encountered in general clinical practice, and may lead to
a battery of investigations exploring the genesis of symp-
toms (3). This might prove to be an ordeal for both the
physicians and the patients resulting in frustration for not
being able to find an organic explanation for the symp-
toms. In turn, this may lead to strained doctor-patient rela-
tionships and frequent doctor shopping by the distressed
patient (4).

MUS are associated with considerable costs to the
health-care system and also to the patient (5, 6). There may
be considerable delay in seeking appropriate consulta-
tions for MUS both due to patient’s reluctance of acknowl-
edging the psychological etiology of the problems, as well
the physician’s under-recognition of somatization (7, 8). In
a country like India, patients with MUS also approach tra-

ditional practitioners and faith healers to treat MUS, with
mostly unsatisfactory results (9). Unfruitful experiences
with healthcare providers have the twin disadvantages of
not only consuming limited diagnostic resources with lit-
tle benefits, but also potentially reinforcing abnormal ill-
ness behaviours through unnecessary tests and inappro-
priate treatment (10). Many investigators have empha-
sized the need for developing integrated models of care for
managing patients with MUS, as the current medical care
system seems to be insufficient in reducing their distress
and dysfunction apart from being cost-ineffective (11, 12).
Furthermore, disagreements between patients and their
physicians about the origin and explanation of their symp-
toms may lead to doctor shopping, which further compli-
cating the pathway of care before referring to a psychi-
atric service (13). However, most of these findings are from
the West, especially the United States, and as Hoedeman
et al. point out, its generalizability to different cultural
settings with their own healthcare needs, perceptions and
delivery systems remain in doubt (14). Developing multi-
dimensional models of care in MUS would obviously de-
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pend on an understanding of the existing local patterns
of seeking healthcare, which will provide information on
potential targets for dissemination of knowledge, service
integration and referral patters in MUS, with a view to re-
duce redundant consultations. With this background, we
conducted this study with the broad aim of assessing the
pathway of care of patients with MUS. In alignment with
this goal, our objective was to assess the various health care
providers accessed by patients with MUS before they were
evaluated for psychosomatic complaints in a tertiary hos-
pital setting.

2. Materials andMethods

2.1. Study Design and Setting

This record-based study was conducted in the depart-
ment of psychiatry of a teaching tertiary care hospital in
Southern India. Since January 2014, the department is run-
ning a weekly psychosomatic clinic to provide for the spe-
cial needs of patients with MUS. The patients attending this
clinic are those with multiple somatic complaints who are
generally referred from other departments or hospitals or
from the department of psychiatry. The operational defini-
tion used to define MUS in the clinic included persistence
of complaints of at least three months and basic investiga-
tions within normal limits following which the persistent
symptoms were labelled as medically unexplained by the
treating physician, in line with the criteria used by Nambi
and colleagues (4). Patients, who did not have proper refer-
ral letters from their physicians about the medically unex-
plained nature of their symptoms, were excluded to avoid
intake of spurious cases. We also excluded those above
the age of 65 due to the possibility of age-associated so-
matic problems. The psychosomatic clinic is operated by a
consultant, a resident, a clinical psychologist and a psychi-
atric social worker. After enrolment into the clinic, the pa-
tient was evaluated in detail and the diagnosis was made as
per ICD 10 clinical descriptions and diagnostic guidelines.
Thereafter, a management plan was formulated for the pa-
tient, which included both pharmacological and psycho-
logical treatment options. The clinical records of all the
patients who had sought services at the clinic were main-
tained safely to create a database.

2.2. Assessments

Relevant information was extracted from the clinical
charts of the patients who registered in the clinic during
the first eight months after its inception (January 2014 to
August 2014). The information about pathway-to-care in
this study was extracted from a structured proforma that
was administered to all patients in a single cross-sectional

interview at their first visit. The initial section of the pro-
forma elicited basic sociodemographic and clinical details,
followed by administration of the main instrument used
in the study: The Pathway to Care questionnaire in MUS
which elicits information about the first contact (year and
number of visits to the care provider), the sequence of
health care providers (including number of visits to each
contact) and the source of referral to the tertiary care psy-
chiatry clinic. The questionnaire was examined for content
validity by three subject experts prior to its administration.
To minimize the possibility of recall bias, the information
recollected by the patient was also cross-checked with the
informant and medical records wherever available. The av-
erage time for administration of the proforma was 10 min-
utes. Since this was a record-based study, no formal ethics
committee clearance was sought as the institute provides
a waiver for such research where data are mainly collected
as part of a routine clinical care and not primarily for re-
search purposes.

2.3. Data Analysis

The patient characteristics were represented, using
simple descriptive statistics, and various aspects of path-
ways to care were represented with frequencies and per-
centages. Inferential statistics were not required, and miss-
ing value imputation was avoided. Data were analysed,
using statistical package for social sciences (SPSS) - PASW
Statistics for Windows, version 18.0. Chicago: SPSS Inc.

3. Results

During the study period, 53 patients were registered,
out of which usable pathway to care data were available
for 49 patients (92.5% of the sample). The demographic
and clinical characteristics of the sample are depicted in
Table 1. The mean (SD) age of the sample was 36.55 (±
10.70) years. Approximately half of the sample consisted
of males, while a majority was married, educated till 10th
grade, employed, belonged to Hindu religion and a nu-
clear family. The diagnosis of the patients included so-
matoform spectrum disorder (n = 24) (including undiffer-
entiated somatoform disorder in 9 patients, somatoform
pain disorder in 7, somatoform autonomic dysfunction in
3 and other somatoform in disorder in 5), anxiety disorders
(n = 10), depression (n = 10), dysthymia (n = 3), and primar-
ily medical disorder (n = 2). The pathways of care of the pa-
tients are depicted in Table 2. A consultation with a general
physician was the most common point of first or index con-
tact (55.1%), followed by other specialists (38.8%) and tradi-
tional medicine practitioners (6.1%). Patients made a mean
of 5.53(± 3.86) visits over a mean of 21.73 (± 36.65) months
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before being evaluated in the psychosomatic clinic. Over
the course of the illness, 98.0% of the patients had visited
a specialist, 67.3% a general physician, 26.5% a traditional
medicine practitioner, and 18.4% another psychiatrist be-
fore being assessed and treated in our clinic. In a large ma-
jority of the cases, the referral to the clinic/ psychiatry de-
partment was made by specialists (65.3%).

Table 1. Demographic and Clinical Characteristics of the Sample (n = 49)a

Variable Frequency

Age in years,mean± SD 36.55 ± 10.70

Gender

Male 24 (49.0)

Female 25 (51.0)

Marital status

Married 40 (81.6)

Not married 9 (18.4)

Education

Illiterate 7 (14.9)

Up to 10th grade 33 (70.2)

Above 10th grade 7 (14.9)

Employment stats

Currently employed 30 (61.2)

Not employed 19 (38.8)

Religion

Hindu 40 (81.6)

Christian 5 (10.2)

Muslim 4 (8.2)

Family type

Nuclear 32 (66.7)

Others 16 (33.3)

Per-capita family income in Indian Rupees per
month,mean± SD

2868.89 ± 4770.41

aValues are expressed as No. (%) unless otherwise indicated.

4. Discussion

Despite the fact that most of the patients in this study
came from non-affluent backgrounds, the index contact
was a specialist in a sizable proportion of patients. Al-
most every patient had a specialist consultation before be-
ing referred for evaluation of psychosomatic condition.
This finding is intriguing and differs from prior reports
that have shown primary care physicians and general prac-
titioners to be the first points of contact in MUS. How-

ever, most of these studies were from developed nations
where the healthcare delivery system is organized differ-
ently (8, 15). The Indian health system allows patients
to approach any level of care (primary, secondary or ter-
tiary) without requirement of a referral. Therefore, it ap-
pears that most patients directly avail specialist services
for their presumed physical ailments. This may indicate a
perceived disillusionment with non-specialist services for
MUS, which is not a desirable scenario as it leads to bur-
dening specialist and tertiary healthcare services. How-
ever, this may indicate a skewed distribution of health-
care resources with patients preferring to access health-
care providers who are nearest to them. Therefore, there is
a pressing need to strengthen the network of primary care
services and augment the existing facilities, perhaps by in-
cluding regular surveillance programs, to increase the pa-
tronage and confidence of the public on such services (16).

In this sample, depression and anxiety spectrum dis-
orders were common psychiatric diagnoses entertained
apart from somatoform and related disorders. This sug-
gests that patients with depression and anxiety may pri-
marily present with somatic complaints and seek help for
bodily complaints rather than psychological distress. Pre-
vious authors have also speculated that depression and
anxiety are expressed quite often as somatic complaints in
the Indian cultural setting (17, 18). Nearly 40% of our sam-
ple prominently endorsed anxiety and depression. These
findings appear to concur with the results of a meta-
analytic review on the association between medically un-
explained symptoms, anxiety and depression. In that re-
view, the authors concluded that many functional somatic
syndromes may be associated with, but not fully explained
as a manifestation of depression or anxiety, and that other
psychophysiological mechanisms need to be explored for
better understanding of the etiopathogenesis of MUS (19).

Another interesting observation was that about one-
fourth of the patients with MUS visited traditional heal-
ers. This suggests that confidence of the populace exists on
the help afforded from traditional practitioners. Although
there is no directly comparable literature on this finding,
this may indicate the inability of science to satisfactorily
explain the origin of MUS, using a reasonable biopsychoso-
cial model with readily understandable human analogies,
as suggested by previous authors (20). In such a scenario,
the patient may feel drawn towards traditional systems
of medicine, which may provide culturally more accept-
able analogies and models for understanding their symp-
toms. However, none of the patients were referred for psy-
chological help by the traditional practitioners. Therefore,
more efforts should be made to receive support from the
traditional practitioners by horizontally integrating them
with the existing primary healthcare network and educat-
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Table 2. Pathways to Care (n = 49)a

Point of Treatment Patients with First Visit Patients with Any Visit Number of Visits, Mean± SD Source of Referral to the Present
Departmentb

General practitioner 27 (55.1) 33 (67.3) 6.55 ± 8.19 4 (8.2)

Other specialists 19 (38.8) 48 (98.0) 10.12 ± 13.49 32 (65.3)

Traditionalmedicine 3 (6.1) 13 (26.5) 0.85 ± 1.12 -

Other psychiatrists - 9 (18.4) 4.63 ± 7.37 1 (2.0)

aValues are expressed as No. (%) unless otherwise indicated.
b12 patients were self-referred; i.e., they came to our department directly to seek treatment.

ing them to refer their patients whom they consider would
benefit from specialist psychiatric services to the related
centers.

The patients in this study waited around two years be-
fore being referred to our center and made, on an aver-
age, nearly six visits to doctors during the study period. Al-
though these numbers are not staggering, they are consis-
tent with earlier reports that emphasized the largely un-
treated nature of MUS often due to poor understanding
and lack of consensus definitions that may preclude easy
identification and diagnosis during the initial consulta-
tions (21). As the duration of untreated symptoms in MUS
has been shown to have a close association with increased
psychiatric morbidity and poor outcomes in the follow up
(22), the immediate challenge before the scientific commu-
nity is to frame evidence- based consensus definitions that
encompasses at least the common presentations and sub-
types of MUS, if not all the varied manifestations.

The strength of the study includes determining the
pathway of treatment seeking well-defined MUS patients,
specifically in south Asian setting, for which no compara-
ble literature exists. However, the findings of this study
should be weighed within the limitations of a small sam-
ple size. Also, we did not explore the MUS relationship with
other symptoms, nor the types of specialists contacted.
Possibility of recall bias exists due to the large number of
consultations and fairly long duration of illness in some
patients. This was sought to be reduced by also collect-
ing information from the patient attendant wherever pos-
sible. The lack of a suitable control group was another valid
shortcoming.

To conclude, this study suggests the need for recogni-
tion of MUS in the primary care setting, potentially by im-
proving the psychiatry content in graduate medical teach-
ing. Efforts can be made for sensitization of all treatment
providers, including traditional medicine practitioners to
avoid delays in referring patients with MUS for psychologi-
cal intervention. Developing consensus- based definitions
of MUS and streamlined pathway-of-care for MUS may re-

duce the distress and healthcare costs associated with the
illness.
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