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ABSTRACT

Objectives To explore the perceived working mechanisms
of psychosomatic therapy according to patients

with persistent somatic symptoms (PSS) and their
psychosomatic therapists.

Design Qualitative study using semistructured face-to-
face interviews and focus groups. All interviews were
audiorecorded, transcribed verbatim and analysed, by two

researchers independently, based on the thematic analysis.

Setting Alongside a randomised controlled trial to
establish the (cost-)effectiveness of psychosomatic
therapy in patients with PSS in primary care, we
conducted a process evaluation with a qualitative study.
Patients were recruited in general practice in three regions
in the Netherlands.

Participants Interviews were conducted with twenty
patients with PSS who received psychosomatic therapy
and 25 psychosomatic therapists. In addition, two focus
groups were conducted with six and seven psychosomatic
therapists, respectively.

Intervention Psychosomatic therapy, delivered

by specialised exercise and physical therapists, is

a multimodal and tailored treatment based on the
biopsychosocial model.

Outcome measures Experiences, opinions and

views from patients’ and therapists’ perspective on
psychosomatic therapy were identified.

Results A total of 37 interviews with patients, 25
interviews and two focus groups with therapists were
analysed. Three main themes emerged from the data of
the patients: (1) continuous alternation of psychosocial
conversations and body-oriented exercises; (2) awareness
of body-mind connection and (3) good relationship with
therapist. Four main themes emerged from the data of the
therapists (1) building rapport; (2) continuously searching
for common ground; (3) making patients aware of the
interaction between body and mind; and (4) continuous
alternation between exploration and treatment.
Conclusion According to patients as well as therapists,
the continuous alternation of psychosocial conversations
and body-oriented exercises to provide awareness

of the interaction between body and mind are the
perceived working mechanism of psychosomatic therapy.
Therapeutic alliance and finding common ground between
patient and therapist are prerequisites for the success of
psychosomatic therapy.

.2 Tim C Olde Hartman,® Johannes C van der Wouden,’
Sarah Dankers,' Bart Visser,> Willem J J Assendelft,® Henriétte E van der Horst
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Strengths and limitations of this study

» This qualitative study highlights the opinions and
views from therapists’ and patients’ perspective on
the elements contributing to the effects of psycho-
somatic therapy in patients with persistent somatic
symptoms (PSS).

» Patients were recruited in general practice and
we used a purposive sampling strategy to ensure
variation in gender, age, region, symptom intensity,
number of treatment sessions and therapist and in
that regard represent a broad sample of patients
with PSS.

» We used triangulation of sources to collect and
analyse the data, following an iterative process and
modification of procedures in response to evolving
study findings.

» A majority of the patients started the psychosomat-
ic therapy without a specific request for help and
without expectations, this may have influenced their
experiences with the psychosomatic therapy.

Trial registration number NL7157 (NTR7356).

INTRODUCTION

Persistent somatic symptoms (PSS), such
as headache, dizziness, fibromyalgia and
chronic fatigue syndrome, are symptoms that
persist longer than usual and, either by their
character or following the negative results of
clinical examination, cannot be attributed to
a disease. PSS are highly prevalent in primary
care.! Patients often experience functional
impairment, interference with functioning at
work® and a reduced quality of life.” *

A wide variety of interventions are used for
the treatment of PSS such as pharmacological
treatments (eg, antidepressants), cognitive—
behavioural therapy (CBT), psychodynamic
interpersonal psychotherapy,” relaxation ther-
apies and physical therapies. However, these
interventions showed only small to moderate
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effects in reducing somatic symptoms.” Moreover, most
patients with PSS do not easily accept psychological treat-
ment’ '’ because they have strong views about the biolog-
ical nature of their symptoms and view the suggestion of a
more psychological approach as invalidating.''

Research suggests that multimodal treatments, which
address both physical and cognitive behavioural aspects
of PSS at the same time, may be more acceptable for and
effective in patients with PSS.”'? However, there has been
little research that primarily focuses on the efficacy of a
multimodal treatment for patients with PSS in primary
care.” *1* In addition, studies did not explore the (causal)
mechanisms underlying the interventions."'

In the Netherlands, there are specialised exercise
and physical therapists with a special interest in PSS
who deliver psychosomatic therapy.'” '° Psychosomatic
therapy is a multimodal, stepped-care and tailored treat-
ment based on the biopsychosocial model in which
illness is viewed as a result of interacting mechanisms at
the biological, psychological, behavioural, interpersonal
and environmental levels. This implies that patients’
symptoms, illness beliefs, concerns, illness behaviour
and social environment are addressed. It includes the
following elements: psycho-education, body-focused
therapy with relaxation therapy and mindfulness, cogni-
tive—behavioural approaches and activating therapy. The
overall aim of the treatment is to improve patients’ func-
tioning. According to the Dutch College of general prac-
titioners’ (GP) guideline for treating PSS!’ psychosomatic
therapy is regarded as an important treatment option for
patients with moderate PSS. It has the potential to result
in symptom improvement and seems to be acceptable for
patients with PSS."

Currently, we are performing a large randomised
controlled trial (RCT), the CORPUS study, to establish
the (cost-)effectiveness of psychosomatic therapy in
patients with PSS in primary care.'’ Because this therapy
is a complex, multimodal intervention, we conducted a
process evaluation alongside the RCT. The aim of this
study is to explore patients’ and therapists’ experiences
with and views and opinions on the working mechanisms
of the psychosomatic therapy.

METHODS

Design

In the CORPUS study, patients were recruited in general
practice in three regions in the Netherlands. Eligible
patients (aged 18-80 years) with one or more ‘Robbins
List’ symptoms® (see online supplemental appendix 1)
who visited their GP frequently over the past 2 years were
identified by a search strategy in the electronic medical
records. Potentially eligible patients received informa-
tion about the study and the Patient Health Question-
naire-15 (PHQ-15) by mail from their GP.2** Patients
with a PHQ-15 score of =5, which means that they have
at least medium somatic symptom severity,”' ** received
an informed consent form. Patients who agreed to

participate were individually randomised to the inter-
vention group (psychosomatic therapy as an adjunct to
usual care) or to usual care (see online supplemental
appendix 2). The psychosomatic therapists received an
intensive training focused on PSS and a standardised
treatment protocol prior to the study. Psychosomatic
therapy according to the standardised treatment protocol
consisted of (1) psychosomatic education; (2) body-
oriented exercises; (3) cognitive-behavioural approaches
and (4) activating therapy. The therapy was delivered in
6-12 individual sessions of 30-45min each. To provide
personalised care, therapists were allowed to adjust the
intensity, frequency, and sequence of therapy elements. A
more detailed description of the psychosomatic therapy
(see online supplemental appendix 3) and methods of
the CORPUS trial has been published elsewhere.'?

The current study focuses on the qualitative part of
the process evaluation of the CORPUS study. In order
to obtain as rich in-depth data as possible, we conducted
semistructured (in-depth) face-to-face interviews with
patients who received psychosomatic therapy as well as
their psychosomatic therapists. In addition to the inter-
views, we conducted two additional focus groups with
psychosomatic therapists. We did not conduct focus
groups with patients because this might be a threatening
context for patients with PSS, thus preventing patients to
speak freely about their experiences with regard to their
symptoms and therapy.

Written informed consent was obtained from all partic-
ipating patients and therapists. Patients and therapists
were able to withdraw their consent at any time.

This report was produced using the Standards for
Reporting Qualitative Research reporting guidelines.

Patient and public involvement

Patients or the public were not actively involved in the
design, conduct, reporting or dissemination plan of this
research.

Participants

Patients: interviews

With each patient we conducted two semi-structured face
to face interviews which took place after completion of
psychosomatic therapy (between October 2019 and June
2020) and approximately lyear later (between March
2020 and November 2020). To select patients for the inter-
views we used a purposive sampling strategy** to maximise
variation sampling to ensure a wide variety of participa-
tions in gender, age, region, symptom intensity, number
of treatment sessions and therapist. Twenty-five patients
were contacted by phone. One patient refused because of
lack of time, one patient stopped psychosomatic therapy
and did not want to be interviewed, one patient cancelled
the first interview appointment for unknown reasons and
two patients refused because of personal reasons. So, 20
patients agreed to participate in the first interview. Three
patients declined to participate in the final interview
because of personal reasons.
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All interviews were conducted by MSHW (psychoso-
matic therapist and epidemiologist, main researcher)
with SD (health scientist, research assistant) or a student
(Exercise Therapy or Psychosomatic Physical Therapy) at
the research department of the university, at the patients’
home or viaa Zoom meeting, according to the preference
of the patient. All interviewers were female. The firstinter-
view had a mean duration of 39min (range: 20-59min)
and the final interview of 24min (range: 16-32min).
During the first interview we used a topic list based on the
Medical Research Council guidance® which emphasises
the relations between implementation, experiences with
the intervention, mechanisms and context of the inter-
vention. Based on the topic list, we developed an inter-
view guide with semistructured, open-ended questions
(see online supplemental appendix 4). The interview
guide, which was pilot tested, was checked throughout the
interview process, and only a few adjustments were made.
The second interview started with the following question:
Looking back now, what do you think you learned from
the therapy? In both interviews we encouraged patients to
talk freely about their experiences with and views on the
psychosomatic therapy and to expand on any aspect of
the therapy that they felt relevant.

The first three participants received a summary of their
interview for a member check.”® They confirmed that the
summary reflected their views, feelings and experiences.

Therapists: interviews

All therapists who treated one or more patients in the
CORPUS study with psychosomatic therapy (n=25) were
contacted by phone and asked for participation in a semi-
structured interview. All therapists agreed to participate.
The semi-structured interviews with the therapists took
place between November 2019 and June 2020 in the prac-
tice of the therapists or via a Zoom meeting. The inter-
views had a mean duration of 48 min (range: 33—-68 min).
We developed a topic list as guidance for the interviews
based on (1) audio recordings of therapy sessions made
by therapists as part of the CORPUS study, (2) treatment
reports of all treated patients made by therapists as part
of the CORPUS study and (3) prior research''*'® Based
on the topic list, an interview guide with semi-structured,
open-ended questions was formulated (see online supple-
mental appendix 5). We checked the interview guide
after each interview, only some small adjustments were
necessary.

Therapist: focus groups
We decided to conduct two focus groups with psycho-
somatic therapist in addition to the interviews as this
provides added value to study because in a focus group,
therapists can respond to each other’s input, which is
believed to highlight differences as well as similarities in
each other’s point of view and experiences.?’

We aimed to select a purposive sample of therapists in
order to increase the external validity of the results.** We
aimed at variation in age, gender, years of experience

treating PSS patients and professional education (ie,
qualified psychosomatic physical or—exercise therapist).

Therapists were invited by email. Six therapists in
Amsterdam and seven therapists in Nijmegen agreed to
participate. The focus groups took place in January 2020
at the research department of the University Medical
Centres of Amsterdam and Nijmegen and lasted 69 min
and 78 min, respectively. Both focus groups were moder-
ated by an independent researcher, retired GP with a
specific interest in PSS and experience in moderating
focus groups. Furthermore, MSHW and a medical
student) were present in the role of observer. The content
of the focus groups was based on an interview guide (see
online supplemental appendix 6) with semistructured,
open-ended questions derived from (1) relevant litera-
ture” ' '® and (2) audiorecordings of multiple therapy
sessions and individual interviews with participating
therapists.

Data analysis

All interviews and focus groups were audio-recorded
and transcribed verbatim. The process of analysis was
an iterative process: the researchers (MSHW with SD
or a student) started with analysis after the first inter-
views and focus group to further explore and validate
emerging themes in the next interviews. Data were
analysed based on thematic analysis according to the
six phases described by Braun and Clarke.” In the first
phase, we familiarised with the data by reading and
rereading the transcripts. In the second phase (gener-
ating initial codes), two data coders (MSHW with SD
or a student) coded the first three transcripts inde-
pendently. We coded as many potential topics as possible,
using open codes. After initial coding, we discussed any
differences in coding in a consensus meeting. Then all
interviews were analysed following the same strategy,
resulting in an extended open code list. In phases 3 and
4, we searched for categories and themes. Themes were
clustered, reviewed and checked on patterns. In phase
5, we discussed, defined and named themes, and in an
ongoing analysis we refined the specifics of each final
theme. In several meetings with the research team, the
themes were continuously discussed until agreement was
reached on all themes. Finally, the report was produced.
Relevant quotes were highlighted and all themes were
coded using MAXQDA software.” The analysis of the
20th patient interview yielded no new codes; therefore
saturation was reached.

RESULTS

Thirty-seven patient interview transcripts, 25 therapists
interview transcripts and 2 focus groups transcripts were
included in the analysis. The characteristics of the partic-
ipating patients and therapists are summarised in tables 1
and 2, respectively.
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Table 1 Patients’ characteristics
Characteristics (n=20)
Gender
Male 7
Female 13
Age in years, mean (range) 52 (24-80)
Education
Lower educational level 6
Intermediate educational level 6
Higher educational level 8
Somatic Symptom Score (PHQ-15), mean (range) 14.8 (6-24)
Symptom intensity,* mean (range) 6.3 (2-10)
Main symptoms
Musculoskeletal symptoms 13
Pain 16
Shortness of breath 2
Fatigue 7
Headache 5
Dizziness/nausea 4
Sleep disturbances 3
No of treatment sessions, mean (range) 9 (3-12)

PHQ-15 screening: exclusion score <5.
*0-10; from no symptoms to most severe symptoms.
PHQ-15, Patient Health Questionnaire-15.

Patients’ perspective

We could identify three main themes regarding the
working mechanisms of psychosomatic therapy according
to patients: (1) continuous alternation of psychosocial
conversations and body-oriented exercises; (2) awareness
of body-mind connection and (3) good relationship with
therapist.

Continuous alternation of psychosocial conversations and body-
oriented exercises

A majority of the patients described the psychosomatic
therapy as an effective combination of a continuously
alternation of psychosocial conversation and body-
oriented exercises. According to these patients, the

3

exercises and psychosocial conversations were aimed at
(body) awareness, relaxation and at gaining tools to cope
with their symptoms.

Psychosomatic therapy is the best of both worlds.
There is talking and there’s the exercises to really feel
what is happening and to relax, and to dare to feel
what is actually happening emotionally. [...] For me,
that combination of conversation, talking and exer-
cises really is a golden combination that you don’t see
enough in other therapies. (P2)

Their problems and symptoms were discussed and
explored. Most patients told that the therapist explained
how symptoms could originate and pointed to the connec-
tion between body and mind. Talking and reflecting on
their symptoms and problems during and after the treat-
ment sessions seemed to help patients to understand their
symptoms. Furthermore, they mentioned that applying
the exercises after the session at home was particularly
helpful.

And that I was given exercises and could also do the
exercises at home. Especially the relaxation exercises,
because when your tension was, like, too high, you
also remembered, yes, turn the switch, do the exercis-
es. And then you very quickly feel that it works (P4).

Most patients reported that the therapist provided
structure, clarity, safety and guidance in the treatment
session. In addition, a couple of patients mentioned the
calm and steady construction of the treatment sessions.

The therapy was very well structured, from calming
down, to spirituality with the meditation exercises
and the awareness exercises, then to very slowly build-
ing up movement again. (P4)

Awareness of body—mind connection

Most patients reported that they obtained an awareness
of body-mind connection due to the body-oriented exer-
cises. They mentioned that they gained insight and learnt
to cope with their symptoms and problems. According to
the patients, these experiences of awareness combined

Table 2 Therapists’ characteristics

Characteristics

Interviews (n=25)

Focus group | (h=6)  Focus group Il (n=7)

Gender
Male 2 1 1
Female 23 5 6
Age in years, mean (range) 50 (29-65) 50 (37-65) 51 (36-64)
Profession
Exercise therapist 12 2 5
Physical therapist 13 2
Years of work experience with PSS, mean (range) 9 (1-20) 8 (3-10) 8.5 (2-12)

PSS, persistent somatic symptoms.
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with perceived recovery of symptoms led to behavioural
change and improved self-regulation.

She tried to provide insight into how you can deal
with those symptoms, for example by looking at your-
self and asking yourself, what are the triggers? The
triggers, the things that directly affect your being,
how do you deal with them? And take better care of
myself. You first have to inderstand how it works and
you have to be willing to accept and come to some
kind of behavioural change. (P7)

But a few days after that [session] the insight was
there, so to speak. It had sunk in more and then I
also appreciated it. (P8)

Good relationship with therapist

All patients mentioned the importance of a good treat-
ment relationship with the therapist in which therapists
provided safety, trust and expertise. They emphasised the
necessity of having a connection, in which the therapist
is taking time, is listening attentively, without judgement,
and is genuinely interested. In addition, most patients
experienced that they were taken seriously. They felt
understood, respected and treated as an equal partner,
they were being heard, seen and validated.

Being able to tell your story, which was very nice by
the way, that helped a lot. (P3)

The connection was there, it was there right away
actually. And she listened to me and didn't push me.
What I could handle, that was our starting point. (P4)

I thought there was good interaction, in which we just
tried out many things ... alittle more focus on looking
for what should be the answer and what should work,
only we didn’t find that. (P17)

Therapists’ perspective

All therapists described the treatment as a tailored
patient-centred process-based approach in which there is
a continuous alternation between treatment and explora-
tion of patients’ symptoms, perceptions and coping prob-
lems during each session.

We could identify four main themes as working mech-
anisms of the psychosomatic therapy according to ther-
apists: (1) building rapport; (2) continuously searching
for common ground; (3) making patients aware of the
interaction between body and mind; and (4) continuous
alternation between exploration and treatment.

Building rapport

All therapists mentioned that establishing contact and
building rapport with the patient is their first priority.
Therapists experienced building rapport as a prerequisite
for a good therapeutic alliance and as an working mech-
anism of the psychosomatic therapy. They explained that
they use several techniques to build rapport with their
patient. This starts immediately during the intake and
continues throughout the treatment. They attempt to
build rapport by genuinely listening attentively to their

story, without judgement while being attentive to possible
cues about underlying issues embedded within the story.
Therapists mentioned that providing structure, safety and
guidance during treatment is important for a successful
psychosomatic therapy. There is a continuous exchange
between following and leading of the patient. The ther-
apists always use communication skills as summarising,
positive labelling, challenging and confronting the
patient.

Making the patient feel heard, that’s important, that’s
where it starts, making a connection. Acknowledging
the resistance, which I do, and I explain that I can
understand where that’s coming from considering
their history; everything the person has already been
through that hasn’t helped. Show that there is also
understanding for their resistance. (T3)

Continuously searching for common ground

Most therapists indicated it is essential that the patient
and therapist agree about the explanation of the symp-
toms and that they try to find common ground on the
psychosomatic approach which is acceptable to both
patient and therapist while making sure there are no
unrealistic expectations. In addition, they mentioned
that the patient’s willingness to change is conditional for
finding common ground.

That people are willing to view their symptoms from a
different perspective than what they’re used to. [...],
so that they’re willing to explore what else it could
be. That they’re curious about it and their own role
in it, like how does it actually work and what can I do
with that information. To me, that’s an ideal patient.

(T22)

Making patients aware of the interaction between body and mind
All therapists indicated that they apply all four therapy
elements: psychosomatic education, body-oriented exer-
cises, cognitive behavioural approaches and at home
exercises in order to make patients aware of the body-
mind interaction. The choice and to what extent a certain
therapy element is involved in the patient’s treatment
depends on the patient’s symptoms, characteristics, capa-
bilities, request for help and risk factors identified with
the patient as well as the personal preference and experi-
ence of the therapist.

According to the therapists, there is no standard
protocol for psychosomatic therapy for patients with PSS
nor is it possible to design one.

Doing exercises, making your client aware of tension
in his body, making him feel the difference and ex-
plaining a lot. Finding out together with your client,
what is conducive to recovery, what would be good for
her to do. (T6)

Therapists explained that physical and emotional
awareness is one of the major themes during therapy.
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Besides using psychosocial conversation with psycho-
education on the interaction between body and mind
and the influence of this interaction on their physical
symptoms, CBT techniques are used, to gain insight into
the patient’s cognitions and to clarify the relationship
between patients’ thinking, feeling and doing. A majority
of the therapists mentioned to prefer body-oriented
therapy with body-awareness exercises to help their
patients to literally feel what is happening within their
body. They try to learn the patients to experience how
physical symptoms can influence their mind, emotions
and behaviour and vice versa in order to improve self-
management of their symptoms.

Many of the people we treat are not conscious of their
body, so there is no connection between what they
experience in relation to the body. To use the body,
which I think we all do, to get to this experience is
the biggest challenge. It can be done by trying to get
people to exercise and by making people feel. (T13)

All therapists emphasised that they believe that their
approach of using the body as entry point in treating
PSS helping patients to understand both the physical
and emotional aspects of their symptoms, is one of the
strongest qualities of psychosomatic therapy.

Continuous alternation between exploration and treatment

Most therapists mentioned that they continuously alter
between exploration and treatment. They mentioned the
importance of starting each treatment period with estab-
lishing the patient’s request for help and of treatment
goals. During the treatment process, the therapist moni-
tors the previously established treatment goals together
with the patient.

Start with formulating the request for help, the goals
and then return to them again and again.

At some point I think they’ll have enough tools to go
on under their own steam. (T7)

In addition, therapists described that each treatment
session starts with questions focused on the patient’s
symptoms and their course in the past period. If neces-
sary, more in-depth questions are asked for further explo-
ration such as somatic, cognitive, emotional, behavioural
and social aspects of the patients’ symptoms. In addi-
tion, therapists mentioned that they discuss and explore
patients’ predisposing factors (individual characteris-
tics of a patient), precipitating (triggering) factors and
perpetuating (maintaining) factors as possible explana-
tion of the symptoms.

I was still looking for the perpetuating factors with
him in order to explain it biopsychosocially, psycho-
somatically (...) and I could explain it better in terms
of predisposing, perpetuating and precipitating fac-
tors to steer the patient towards the psychosomatic
path. (T21)

DISCUSSION

Patients and therapists stress the value of the combination
of psychosocial conversations and body-oriented exer-
cises and they highlight the importance of awareness of a
body-mind interaction to understand the physical as well
the emotional aspects of patients’ symptoms. Achieving a
positive therapeutic alliance and finding common ground
with regard to the treatment are prerequisites for the
success of the treatment. Therapists apply various tools to
build rapport and, as a result, patients experience being
taken seriously, being heard, seen and validated. Thera-
pists emphasise that they apply all four therapy elements
in varying combinations based on patient preferences,
patient knowledge, therapist preferences and the contin-
uous exploration of the problem at hand.

As far as we know, no prior qualitative study focused
on the opinions and views from therapists’ and patients’
perspective on the elements contributing to the effects
of psychosomatic therapy in patients with PSS. Triangula-
tion of sources were used to collect and analyse the data,
following an iterative process and modification of proce-
dures in response to evolving study findings.

Some limitations should be taken into account. First,
during this study the COVID-19 pandemic started. Due
to this crisis in some cases the continuity of the therapy
was interrupted which might have affected patients’
experience with psychosomatic therapy. In addition, we
conducted a number of interviews via Zoom meetings.
No participant indicated that they did not like the online
interview, but the interview was sometimes challenging
due to unstable internet connection and poor sound
quality. Second, usually patients visit their GP with a
specific request for help regarding their symptoms. The
GP provides explanations about the patient’s symptoms
and about how psychosomatic therapy might be of help
for them when he/she refers patients to psychosomatic
therapy. In the CORPUS study, patients were identified
by a search strategy from the electronic medical records.
Patients received a letter from their GP, with brief informa-
tion about the CORPUS study and therapy, but the usual
preparation of psychosomatic therapy by their GP lacked.
Therefore, a majority of the participants indicated that
they started the therapy without expectations and did not
always seem to expect a psychosomatic approach. This
may have influenced their experiences with the psycho-
somatic therapy. Third, it is remarkable that neither
patients nor therapists mentioned potential downsides,
harms or adverse effects of psychosomatic therapy. It is
uncertain whether this was because there simply were
none or because people gave socially desirable answers.
Finally, our exclusion criterion of ‘insufficient under-
standing of the Dutch language’ led to less variation in
terms of ethnicity of the participants of our study.

Our findings correspond to previous research stating that
treatment in patients with PSS should be biopsychosocial and
multimodal, as well as activating, patient-involving and oper-
ating on the basis of a biopsychosocial model of integrating
somatic as well as psychosocial determinants of distress and
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therapeutic factors.* *" Our study shows that according to
patients and therapists, the combination of body-oriented
exercises and psychosocial conversations is very valuable
in which particularly gaining awareness of the body-mind
interaction® ** is important. A recent study on treatment
modalities in a multidisciplinary and blended care interven-
tion in primary care identified some similar themes such
as relaxation, body awareness exercises and graded activity
which also emerge as important elements of the treatment
in our study.* In a recent synthesis of qualitative evidence of
behavioural modification interventions for medically unex-
plained symptoms in primary care Leaviss et alsuggested that
the quality of relationship between the service user and their
GP is vital, and this ‘therapeutic alliance’ is the determining
factor for how successfully these interventions can be.'" A
key factor in whether or not a patient will engage with, and
ultimately benefit from, a treatment is whether or not they
believe that their concerns are being taken seriously and that
their feelings are being respected.'’ This is in line with our
findings that a good therapeutic alliance is a prerequisite for
the success of psychosomatic therapy.

A recent study on health interventions for chronic pain
suggested that interventions should focus on validating pain
through meaningful and rational explanations and vali-
dating patients by listening to and valuing their stories.”” In
our study, therapists as well as patients mentioned the impor-
tance of these issues. However, the most important elements
in providing symptom explanation according to therapists
in our study is the body awareness exercise through which
patients experience the body—mind interaction themselves.

According to research with a facilitated support group
for patients with PSS,* patients mentioned that they feel
a gap in currently available clinical care offered by health-
care professionals and feel validated through sharing
similar experiences with peers. In our study no partici-
pant mentioned the lack of supporting of peers.

As finding common ground regarding patient’s symp-
toms and a psychosomatic approach is essential, it will be
helpful that the GP prepare and inform the patient about
the psychosomatic approach. Conveying realistic expecta-
tions regarding the treatment may result in patients to be
receptive to such an approach. Good interdisciplinary coop-
eration and communication between the therapist and the
GP seems to be important, which is confirmed by previous
research,37 but further research into the influence of inter-
disciplinary cooperation and communication on the results
in the treatment of patients with PSS is needed.

Our findings regarding psychosomatic therapy for
patients with PSS may also be applicable to regular exer-
cise therapy and physical therapy for patients with other
symptoms, but further research will be necessary.

Conclusion

According to patients as well as therapists, the contin-
uous alternation of psychosocial conversations and body-
oriented exercises to provide awareness of the interaction
between body and mind are the perceived working mech-
anism of psychosomatic therapy. Therapeutic alliance

and finding common ground between patient and ther-
apist are prerequisites for the success of psychosomatic
therapy.
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