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Case
 63 y/o female dx with CVID and a few other issues



The other issues:
1. Common Variable Immune Deficiency
2. Bronchiectasis (secondary to #1)
3. Chronic Rhinosinusitis (secondary to #1)
4. Chronic candidiasis (secondary to #1 and prophylactic antibiotics)
5. Chronic otorrhoea (secondary to #3)
6. Glaucoma
7. Falls (drop attacks)
8. Shoulder injury (bilateral surgical operations)

9. Adverse reactions to drugs (antibiotics, Naproxen, Diclofenac, ? Tramadol, ? Vioxx, 

? Frusemide, Ciprofloxacin)
10. Bilateral Carpal Tunnel Syndrome (both sides released)
11. Chondroma of the left middle finger (excised)
12. Previous adverse reactions to reactions to Intragam P
13. Cholelithiasis (laparoscopic cholecystectomy)
14. Hypertension- Blood pressure 200/80
15. ? Cor pulmonale
16. Joint symptoms (for evaluation)
17. Right sided wrist surgery
18. Chest pain (chest wall pain June 2010)- related to portacath removal
19. Irritable bowel syndrome and diverticulitis
20. Depression, treatment resistant
21. Systemic reaction to hymenoptera sting
22. Poor venous access
23. Fibromyalgia 
24. Probable nut allergy (26/12)
25. Elevated lipids 27.6.12
26. Bilateral Shoulder impingement



Unusual symptom pattern
 Fibromyalgia

 ? Cor pulmonale

 Adverse reactions to drugs (antibiotics, Naproxen, Diclofenac, ? 
Tramadol, ? Vioxx, ? Frusemide, Ciprofloxacin, multiple 
antidepressants, Instragram P

 Treatment resistant depression

 Anxiety NOS

 Chest pain (chest wall pain June 2010) - followed by TARPS

 Irritable bowel syndrome and diverticulitis

 Falls (drop attacks)

 Joint symptoms (for evaluation)



Recent Services involved
 Immunology

 Neurology

 Psychiatry

 ENT

 Rheumatology

 General Surgery

 Respiratory

 Orthopedics

 Ophthalmology

 (Previously:, Anesthesia, Pain, GI, GI Surgery, General Medicine, Endocrine)



What are functional disorders?

Conditions where the person has physical symptoms that 

cause excessive worry and/or discomfort and lead to health 

care contact but for which no adequate organ pathology 

can be found 

Fink et al 2012 



Prevalence of functional disorders

Primary 

care (1)

%

Hospitals  

(2)

%

Neurology 
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Functional disorders 22-36 18-20 34 
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Symtpom Based:
Incidence of 10 common symptoms
in 1000 consecutive general practice outpatients

0 2 4 6 8 10 12

Organic cause Total

Chest pain

Fatigue

Dizziness

Headache

Edema

Back pain

Dyspnea

Insomnia

Abdominal pain

Numbness

Kroenke & Mangelsdorff 1989

%



WDHB Data:
Type of organ system affected

39.1%

30.4%

10.1%

10.1%

7.2%
2.9% Neurology

Respiratory

Cardiology

Gastrointestinal

Multiple organ systems

Persistent somatoform
pain

Thanks to Fred Sundram and Kimberly Lee at WDHB 



Symptom Functional disorder Physical disease

Localization Vague, diffuse, fluctuating Well defined, constant

Intensity vague, unclear
Well defined changes and 

fluctuations

Periodicity Diffuse, hard to delimit
Typical well defined periods 

with worsening or improvement

Alleviating and/or 

worsening factors
Vague, diffuse, hard to define Well defined, few

Number Many Few, well defined

Type Unspecifc Specific

Character Uncharacteristic Characteristic

Main symptoms Vague, hard to define

Can be identified and  

discerned from comorbid 

symptoms or disorders



Assessment in general practice and first treatment

Symptom presentation

Investigations in secondary care (referrals)

(Mal)treatment? 
Bio (medicine, surgery)

Psycho (medicine, psychological)
Social (sick leave) 

Chronic condition (frequent att.)

Diagnosis (functional)

Early retirement 
pension

Sensations and worrying

Symptom experience (health care seeking)

‘Unexplained’ (back to general practice)

Trajectory for persistent symptoms



History elements central for treatment planning  

Elements Comment

Systematic symptom screening Elicit concurrent or previous physical symptoms

Day-to-day function Build a picture of what the patient can and 

cannot do  

Onset Use the biopsychosocial framework to look for 

predisposing factors and triggers that may help

you explain back a mechanism to the patient 

and close relatives

Family illness beliefs and illness behaviours What the patient/relatives thinks may be 

wrong?,  Look for a possible viscious circle of 

maladative beliefs and behaviours

Prior experience with the health care

system

Enquire about the outcome of visits with other

doctors. Allow the patient/relatives to vent 

frustration – without comment.
Modified after Stone et al. 2015



Maintaining factors

Maladaptive illness beliefs and behaviours  

Unnecessary medical examinations 

Ineffective treatment 

CNS sentisation and dysregulation in stress system 

Vulnerability

Functional disorders in the family

Anxious, perfectionistic personality traits

Longstanding stress 

Biopsychosocial framework

Triggers

Infection or physical injury

Emotional trauma

Misinterpretation of normal medical results

The body becomes ’noisy’
and hypersensitive

Symptom 

onset

Chronic bodily distress/ Somatization

Protective factors
Good intellectual and social resources

Favourable socio-economic background
Supportive network
Engaged clinicians



CHARLOTTE ULRIKKA RASK

LÆGE, KLINISK LEKTOR, PHD

Maintaining factors

Keeps managerial position, but inactive at 

home

Social isolation

Boom-and-bust

Lack of diagnosis and accept

Vulnerability

Former elite sportsman

Pushes himself

Ignores bodily symptoms

Trigger

Develops allergy to peanuts – spreads to 

other allergies

Case formulation: JOHNNY



CHARLOTTE ULRIKKA RASK

LÆGE, KLINISK LEKTOR, PHD

Maintaining factors

Boom-and-bust

High self-criticism

Avoidance of negative emotions

Many neurological examinations and no 

diagnosis

Vulnerability

Psychologically abusive father

Takes on a lot of responsibility as a child

Very active social life / lack of rest

Trigger

Develops infection-like symptoms – pan-

sinuitis – every 6-8th week

Case formulation: KARINA



Gastroenterology Irritable bowel syndrome (IBS), non-ulcer dyspepsia

Gynaecology Pelvic arthropathy, premenstrual syndrome, chronic pelvic pain

Rheumatology Fibromyalgia, lower back pain

Cardiology Atypical or non-cardiac chest pain, syndrome-X

Respiratory medicine Hyperventilation syndrome

Infectious diseases Chronic fatigue syndrome (CFS, ME)

Neurology headache, pseudo-epileptic seizure

Dentistry Temporomandibular joint dysfunction, atypical facial pain

Ear, nose and throat Globus syndrome

Allergy Multiple chemical sensitivity (MCS)

? Electricity hypersensitivity

? Infrasound hypersensitivity

Orthopaedics WAD – whiplash ass. disorder

Anaesthesiology Chronic pain syndrome

Psychiatry Somatoform disorders, Neurastenia, Dissociative (conversion)

Functional somatic syndromes by specialty



Causal web – tentative model



Pathophysiological connection
 Volumetric alterations in amygdala, hippocampal, as well as in 

the Anterior Cingulate Cortex

 Limbic scars: long-term consequences of childhood 
maltreatment revealed by functional and structural magnetic 
resonance imaging.Dannlowski U, et al. 2015

 Early exposure to traumatic stressors impairs emotional brain 
circuitry. Korgaonkar MS et al. 2013

 Sensitive periods of amygdala development: the role of 
maltreatment in preadolescence.Pechtel P, et al. 2014



Somatic Symptoms and Trauma
 Janet 1893 – Traumatic associated dissociative states associated 

with somatoform responses

 Bradford et al. (2012) Trauma experiences and Irritable Bowel 
Syndrome (IBS)

 Springer, Sheridan, Kuo, & Carnes, (2007) Childhood abuse 
associated with fibromyalgia, chronic (non-CA) pain, Chronic 
Fatigue

 Stein et al. (2004) Sexual Abuse associated with increase 
somatization, illness anxiety and healthcare utilization

 Soykan et al (2000) 2/3 of women with idiopathic gastroparesis
report prior physical or sexual abuse



DA
 38 y/o female

 Shelf fell on head in 2016 – No LOC



DA – Subjective symptoms – 2 years
 Pain – diffuse

 Fatigue

 Calculation/concentration difficulties

 Bilateral arm weakness

 IBS sx



DA Psych ROS
 Chronic Depression

 Cluster B traits



DA History

 Previous sensitive claim from age 11



DA Email
 You were correct in thinking there was more to my story than 

what I told you, I am ashamed and embarrassed by my past. I 
had an eating disorder and drug and alcohol problems, all for 
around 5 years. I had huge family issues in relation to the 
sensitive file, starting after the abuse, which was worse than I 
explained as a teenager. I moved countries to distance myself 
from my family. I didn’t trust my parents or myself for over 20 
years. I have done therapy as I want to live a healthy life but 
after seeing you I realise I do need more help. I have trouble 
opening up to people which hinders my progress



Do we risk overlooking serious physical 
disease when diagnosing complex symptom 
disorders?

“Wait a minute here, 

Mister Anderson... 

Maybe it isn't kidney 

stone after all …”



Misdiagnosis in symptom disorders

Stone J et al.: Systematic review of misdiagnosis of conversion symptoms and “hysteria”. BMJ 2005

Baggrund

Climlisk: Physical disease 

only rarely overlooked

1998

Slater: High incidence of

misdiagnosis



Do we have any evidence-
based treatments?



Table 1. Evidence for antidepressants, aerobic exercise and psychological 
interventions in different subtypes of bodily distress

Symptom profile 

Type of treatment

GENERAL 

SYMPTOMS

Chronic 

fatigue 

syndrome

MUSCULO-

SKELETAL 

SYMPTOMS

Fibromyalgia

GASTRO-

INTESTINAL

SYMPTOMS

Irritable 

bowel 

syndrome

CARDIO-

PULMONARY

SYMPTOMS

Non-cardiac 

chest pain

MULTIPLE 

SOMATIC 

SYMTOMS

Somatization 

disorders

Antidepressants + +++ +++ ? ++

Exercise +++ +++ ? ? +

Psychological 

treatment

(mainly CBT)

+++ +++ +++ ++ +++

Evidence ratings are based on meta-analyses or high-quality randomised 

controlled trials. 

+++ strong evidence

++   moderate evidence

+     weak evidence 

?     no evidence, or lack of studies

Schröder & Fink; Clinic North America 2011

Whiting et al: JAMA, 2001

White et al: Lancet, 2011

Kroenke et al: Gen Hosp Psych, 2009

Price et al: Cochrane Database, 2009

Glombiewski: Pain, 2010



What can you do - Communicate:
 People want to be taken seriously, show you believe 

them.

 Doctors can make a difference to the patient’s well-
being even when their symptoms are unexplained.

 Sometimes the only “therapy” needed may be the 
strength of your doctor-patient relationship –
continuity of care and the long-term relationship 
helps.

 Be explicit about your thoughts, your uncertainties and 
your expectations of referrals to specialist care



What you can do: Diagnose
The diagnosis is therapeutic and prevents 

iatrogenic harm

Doesn’t preclude future care

Escalate based on objective clinical findings



What  you can do: Treat
Management Plan

Liaison with GP/Other services

Refer to (appropriate) psychology

Refer for Exercise Physiology

Consider Liaison Psychiatry input

Treat the whole person



Helpful:
• Psychological therapy

• Physical training 
– graded excercise

• Medicine for comorbid disorders
– SSRI for anxiety/depression

Not helpful:
• More investigations

• Operation, massage

• Medicine affecting joints and 

muscles

Treatment 



Megan McEwen MSc (hons), PGDipSci (dist), BSc 

 Business owner of meganmcewen Ltd. 

Functional Disorder Specialist 

Clinical Exercise Physiologist / Researcher / PG Masters Supervisor

 12yrs working with medically unexplained symptoms

 Previous student supervisory and lecturing roles at UoA

as well as clinic management.

Previous researching and lecturing roles at Fisher and 

Paykel Healthcare. 



Who we’re really 

working with is…

 Scared / angry / frustrated

 Feel misunderstood

 Uncertain about future and health 

 Resistant to change or to try anything 

new

 Going around in circles (“I’ve tried 

everything and nothing works”)

 Fear-avoidant with poorly managed 

illness beliefs

 Non-believers (despite them saying they 

are believers)

 Well-read – but are often also “cherry-

pickers”

Patients who are:



What I do – The Process
 Assessment / Reporting (1.5 – 2.5 hrs)

 Assessment location to suit patient

 Includes self-report measures, interview and physical measures

 Full medical report with overview, results and recommendations 

 Prescription / Supervision (1-1.5 hrs weekly)

 Based-on assessment findings, experience and research

 Weekly supervision (tapered as appropriate) - at home, gym, café or clinic rooms 

 Education Programme (each session)

 Introduction to exercise and its principles + condition-specific information 

 Weekly activities provided and time to review with me each week to troubleshoot 

Carson, A., et al. (2016). Explaining functional disorders in the neurology clinic: A photo story. Pract Neurol, 16; 56-61  

Stone, K. (2017). Functional neurological disorders: The neurological assessment as treatment. Pract Neurol;16:7-17

Bavinton, J., Darbishire, L., & White, PD., (2004). Graded exercise therapy for CFS/ME. Version 7

Chitnis., A., et al. (2011). Guidance for health professionals on medically unexplained symptoms 

Nijs, J., et al. (2011). How to explain central sensitization to patients with “unexplained” chronic musculoskeletal pain: Practice guidelines.  Manual Therapy, 16: 413-418



Is Exercising Safe for these 

Populations?

American College of Sports Medicine. (2006 onwards). ACSM’s guidelines for exercise testing and prescription. USA: Author. 

Clark, LV., et al. (2017). Guided graded exercise self-help plus specialist medical care versus specialist medical care alone for CFS. The Lancet; 390:363-73 

Fulcher, KY., & White, PD. (2000). Strength and physiological response to exercise in patients with CFS. J Neurol Neurosurg Psychiatry; 69:302-307

Bailey et al., (2010). Tired of being tired: Exercise as a treatment for CFS. ACSM’s Health and Fitness Journal; 15(1): 20-25

Wallman, KE., et al. (2004). Randomised controlled trial of graded exercise in chronic fatigue syndrome. MJA: 180:444-448 



Exercise Recommendations for Health Benefits

TOTAL HOURS = 11.5hours/wk

American College of Sports Medicine. (2006 onwards). ACSM’s guidelines for exercise testing and prescription. USA: Author. 

Mannerkorpi, K., & Iversen, MD., (2003). Physical exercise in fibromyalgia and related syndromes. Best Practice and Research Clinical Rheumatology, 17(4):629-647  

Swisher, A., (2010). Yes, “exercise is medicine”.…but it is so much more. Cardiopulmonary Physical Therapy Journal. Vol21 (4)



The Importance of 

Exercise

• Helps protect individuals from the harmful effects of 

stress 

• Prevents and reduces depression, anxiety, anger and 

irritability

• Reduces fatigue and increases energy

• Reduces pain and disability perceptions

• Helps maintain a positive outlook, improves 

perceptions of personal problems and gives perspective

• Improves confidence, self-esteem and motivation

• Improves perceptions of enjoyment and happiness

• Improves cognitive functions such as short-term 

memory, selective attention, reaction time and 

learning speed

• Helps to improve quality of sleep

• Helps with daily structure and appropriate pacing 

strategies

• Conditions the respiratory system (useful with 

anxiety)

• Reduces muscular tension

Pedersen, BK., & Saltin, B. (2015). Exercise is medicine – evidence for prescribing exercise as therapy in 26 different chronic conditions. Scandinavian Journal of Medicine and Science in Sports. 25: 1-72 

The benefits of exercise for functional disorders (an in-exhaustive list):



What Other Clinicians

Often Say

 “Oh it’s just exercise – those trainers only know about muscles and what 

exercises work them” 

 “My patient is in pain/has fatigue. You shouldn’t be exercising someone with 

these symptoms” 

 “This is far too much exercise” OR “This is far too little exercise” 



When to Prescribe 

Exercise
As soon as you:

 Find out someone has a functional disorder

 Identify mismanaged symptoms

 Notice things are spiralling down and/or they are out of options

 Notice boom/bust patterns

 Notice avoidance behaviours or growing illness beliefs

Hoefsmit, N., et al. (2012). Intervention characteristics that facilitate RTW after sickness absence. J Occup Rehabil, 22: 462-467

Cancelliere, C., et al. (2016). Factors affecting RTW after injury or illness. Chiropractic & Manural Therapies, 24 (32)



If You Are Prescribing 

Exercise

 Do less activity, more frequently 

 Aerobic exercise is best for most conditions but sometimes much 

less manageable 

 Get them exercising without them thinking about it







What to Expect When Starting 

Exercise?
 Temporary increases in symptoms

 Exercise is confrontational

 Barriers / excuses / obstacles / lack of acceptance  avoidance

 Boom and bust patterns 

 Expect to communicate with other clinicians



When to Refer?

 As soon as the patient tells you they are not exercising, despite 

your best efforts

 If they don’t believe in exercise, still refer

 If you don’t have capacity to give them the attention they will 

need

 If they refuse to medicate, get them exercising



Take-Home Messages
 Exercising is safe when you have a functional disorder

 Exercising is effective, if done properly

 Exercising offers more than just “physical” improvements

 Listen carefully to what they tell you 

 Your choice in clinician is paramount

 TEAMWORK IS ESSENTIAL 

 It’s about the human, not just the body it’s in



MUS for RACP

Kristy Bolter, PhD

Consultant Clinical Psychologist

Service Clinical Director, Reablement Services, Auckland 
City Hospital

7th May 2019



The idea of mind-body holism as opposed to dualism

The biopsychosocial model…

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiypPvf44LiAhWKvY8KHacsDBAQjRx6BAgBEAU&url=https://en.wikipedia.org/wiki/Mind%E2%80%93body_dualism&psig=AOvVaw1LJ-NF4h0rwhx8WA008WUW&ust=1557089714105115
https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiypPvf44LiAhWKvY8KHacsDBAQjRx6BAgBEAU&url=https://en.wikipedia.org/wiki/Mind%E2%80%93body_dualism&psig=AOvVaw1LJ-NF4h0rwhx8WA008WUW&ust=1557089714105115


Previous psychological explanatory models of Functional Disorders

“Conversion”

• Briquet – earlier abuse events increased the risk of conversion

• Freud – unacceptable drives were repressed from conscious awareness –

resulting psychic energy converted to physical symptoms

• Contemporary psychodynamic theories – physical symptoms either suppress an 

emotion or serve to resolve dilemmas

Contemporary views on the role of aversive events – they increase the risk of 

functional symptoms but do not fully account for their development



Models emphasising the role of Attentional Dysregulation

• Information flow based on the integration between bottom-up sensory information 

and top-down predictions about the nature of the expected sensory information

• Differential weighting of the two streams of information leads to abnormal 

predictions

The Integrated Cognitive Model

• Factors such as inherent responses to emotions, ideas about illness, and illness 

models contribute to the formation of a symptom scaffold which may be activated by 

arousal or internal/external stimuli perceived as threatening

Illness perceptions and illness behaviour appear to be important



Source: Fink, P, Toft, 

T., Rosendale, M., 

Psychosomatics 2002



Psychological therapies

Biological factors Psychological factors Social factors

Predisposing 
factors

 biological variabilities in 
nervous system

 genetic factors affecting 
personality 

 disease

 poor attachment to parents and 
others

 coping style or personality style
 tendency for specific cognitive 

biases

 poor family functioning
 childhood neglect or abuse

Precipitating 
factors

 physical injury, illness, or 
infection

 abnormal physiological event 
or state (e.g. 
hyperventilation, sleep 
deprivation)

 acute stress
 perception of life event as 

negative or unexpected
 depression or anxiety
 acute dissociative episode
 panic attack

 difficult life events
 symptom modelling (e.g. 

through personal contact or 
media)

Perpetuating 
factors

 deconditioning
 neuroendocrine and 

immunological abnormalities 
similar to those seen in 
depression or anxiety

 plasticity in CNS motor and 
sensory pathways (including 
pain)

 the perception that their 
symptoms are out of their 
control

 not being believed
 anxiety
 catastrophisation of symptoms
 avoidance of symptom 

provocation

 presence of a welfare 
system, social benefits of 
being ill

 stigma of being mentally ill 
in society

 fear/avoidance of work or 
family responsibilities



Van Dessel N et al. Non-pharmacological interventions for somatoform disorders and medically unexplained physical symptoms (MUPS) in adults 

Cochrane Systematic Reviews 2014

Effect size

0.61



Cognitive Behavioural Therapy

• Collaborative and time limited

• Maximise function and to minimise 

symptoms

• Face to face sessions with a 

specifically trained therapist once a 

week or fortnight

• 10-14 weeks (or longer if chronic 

symptom presentation) 

• Emphasises the interaction of 

cognitive, behavioural, emotional 

and physiological factors in 

perpetuating symptoms

• Therapy starts with the assessment

• Patients are guided to discover new 

ways to manage symptoms, and 

often alternative ways of thinking 

and behaving

• Educational component

• taught about the links 

between cognition, behaviour, 

emotion and physiological 

factors

• taught about the common 

types of cognitive distortions

• learning theory/habit forming

• taught ways to recognise, 

monitor and track changes



An example of a cognitive model presented in therapy

Source: Fink, P, 

Toft, T., Rosendale, 

M., Psychosomatics 

2002



Cognitive Behavioural Therapy

• Focus on understanding the individual’s bodily symptoms, their interpretation, general 

illness perceptions, and stress responses

• Guided move from illness behaviour to health behaviour

• Behavioural activation

• Sleep, diet, exercise, and relationships

• Treatment of comorbid psychiatric diagnoses

• Relapse prevention



Increasing healthy behaviour 

(individual treatment plan)

Relapse prevention / 

definition

of individual goals for the 

next months

Real disorder

Impact of 

beliefs
Neurobiological basis

Individual perpetuating 

factors (cognitive and 

behavioral)



Patient experience

Often very negative experiences. Common reasons include:

 Not feeling listened to

 Not enough time

 Feeling that their symptoms were being disbelieved or 
dismissed

 A sense that the doctor believed that there was an underlying 
psychological problem

 Not getting a chance to describe all their symptoms

 Not getting a chance to explain and discuss their beliefs about 
the cause and treatment

 Not being given an adequate explanation or diagnosis or any 
information



What elements of a biopsychosocial model can be adopted into 
initial medical contacts?

 Ask about their symptoms and “drain the 
symptoms dry”

 Don’t dive into questions about psychological 
wellbeing – introduce the biopsychosocial
model first

 Ask what the patient thinks is wrong and 
what should be done about it – to elucidate 



Main elements of illness beliefs

Identity

Cause

Time frame

Consequences

Recovery and control



How to introduce the idea of the helpfulness of psychogical
treatment…

 May be useful to use a computer metaphor

 Nervous system isn’t working properly

 If you were a computer its like having a software problem rather 
than a hardware probem

 You’d have to resolve it by reprogramming the computer, working 
out which programmes were causing the problem

 Humans are obviously more complex

 Our thoughts, behaviours, sensations, and emotions are our 
programmes

 This is where psychology comes in – help with retraining body and 
mind to work together, cope with symptoms



What to expect from your referral to 
psychology?



Key take home messages:

 Functional symptoms are common and can be disabling but 
are potentially reversible

 Functional symptoms are not ‘all in the mind’ but they are 
also ‘not all in the body’

 Effective interventions do exist – CBT, exercise physiological 
approaches

 People want to be taken seriously

 Doctors can make a difference to the person’s wellbeing 
through their attitudes and approach

 Continuity of care and the long term relationship helps

 Importance of understanding the biopsychosocial model







Resources
 When the body says stop – for patients and  families
http://funktionellelidelser.dk/fileadmin/www.funktionellelidelser.au.dk/patient_Pjecer/Wh
en_the_body_says_stop.pdf

 Neurosymptoms.org – for patients and families

 Medically Unexplained Symptoms – for providers
https://www.rcpsych.ac.uk/mental-health/problems-disorders/medically-unexplained-
symptoms?searchTerms=Medically%20unexplained%20symptoms

 Whole Person Healthcare – referral list for  mind/body psychotherapists
https://wholeperson.healthcare/clinicians/

Manual for Psychologists/Psychotherapists to work with mind/body issues
https://www.en.auh.dk/departments/the-research-clinic-for-functional-disorders-and-
psychosomatics/clinical-treatment/

http://funktionellelidelser.dk/fileadmin/www.funktionellelidelser.au.dk/patient_Pjecer/When_the_body_says_stop.pdf
https://www.rcpsych.ac.uk/mental-health/problems-disorders/medically-unexplained-symptoms?searchTerms=Medically unexplained symptoms
https://wholeperson.healthcare/clinicians/
https://www.en.auh.dk/departments/the-research-clinic-for-functional-disorders-and-psychosomatics/clinical-treatment/
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