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Medically unexplained symptoms in young people can present a
challenge for primary care physicians to manage. Despite the
prevalence of this clinical problem, physicians feel ill-equipped to deal
with it. Families may attribute symptoms to an organic cause, despite
the absence of identified pathology, and often resist considering
psychosocial contributing factors. The present article outlines the key
principles in the management of medically unexplained symptoms.
Treatment focuses on building a therapeutic alliance with the patient
and the family, the use of psychotherapeutic interventions and the
role of psychopharmacology. A family-oriented rehabilitative
approach to care, with a focus on functional improvement rather than
symptom reduction, is emphasized.

Key Words: Medically unexplained; Paediatric management; Symptoms

Des symptomes médicalement inexpliqués chez
les jeunes : Le dilemme du médecin

Les symptomes médicalement inexpliqués chez les jeunes peuvent représenter
un défi pour le médecin traitant. Malgré la prévalence de ce probléme clinique,
les médecins se sentent mal outillés pour l'affronter. Les familles peuvent
attribuer les symptomes & une cause organique méme en I'absence d’une
pathologie établie, et souvent, ils ne sont pas préts a envisager des facteurs
psychosociaux contributifs. Le présent article expose les principaux principes
de prise en charge des symptdmes médicalement inexpliqués. Le traitement
porte sur 'établissement d’une alliance thérapeutique avec le patient et la
famille, le recours & des interventions psychothérapeutiques et le role de la
psychopharmacologie. Les auteurs font ressortir une démarche réadaptative
des soins orientée vers la famille, axée sur une amélioration fonctionnelle
plutde que sur la diminution des symptomes.

CASE PRESENTATION

A 14-year-old girl presented with a two-year history of
chronic, constant, knife-like periumbilical pain, without
associated medical signs or symptoms. Formerly an A-student,
she had not attended school for six months. She reported
difficulty falling asleep ‘because of the pain’, but slept through
the night. She denied stressful life events, emotional distress
or a history of physical or sexual abuse. Multiple physical
examinations, complete blood count, liver function tests,
erythrocyte sedimentation rate, C-reactive protein, urinalysis,
abdominal computed tomography scan and colonoscopy
yielded normal values. Results of her gastroenterological,
urological and gynecological consultations were also normal.
The patient and her parents believed that the pain
stemmed from an underlying organic cause, despite reassur-
ance that organic factors had been ruled out. The patient
was referred to an interdisciplinary medical psychiatry team
for evaluation.

BACKGROUND
Virtually every physician encounters patients with
medically unexplained symptoms (MUS). Primary care physi-
cians and generalists are usually the first contacts, and must
ultimately manage this chronic and distressing problem.

Surveys (1) have found that 19% of presenting adult
patients reported disturbing physical symptoms of more
than three months’ duration in the absence of explanatory
physical disease. The prevalence of MUS among
hospitalized patients is likely to be at least as robust as in
ambulatory settings (2). In children and adolescents, 10%
to 30% report chronic somatic complaints (3-5). Chronic
abdominal pain has a prevalence of approximately 10% in
school-aged children (6), and accounts for 2% to 4% of
paediatric office visits; headache is even more prevalent,
but leads to fewer office visits (7). MUS are often
associated with terms such as ‘functional’ somatic symp-
toms and disorders (8), but are not synonymous with them;
MUS is a descriptive term and does not imply a cause.
Children with MUS are often functionally impaired in
daily activities (school, sleep and social behaviour), and
perceive their health status negatively (9). MUS can be
associated with minor organic pathology which, however,
cannot explain the severity of the symptoms or the degree
of impairment. This population risks increased morbidity
because of extensive testing and medical procedures result-
ing from overinvestigation and treatment, frequent med-
ical and emergency department visits, and prolonged
hospital admissions. Studies have linked childhood MUS
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with anxiety and depressive symptoms and disorders, both
at first presentation (10) and in adulthood (11).

Although physicians recognize MUS as health problems,
they feel ill-equipped to manage affected youth (12). They
often report feeling pressured into persistent investigations,
referrals and treatments (8), generally referring these
patients to specialists for evaluations aimed at ‘ruling out’
disease rather than managing the patient’s distress. Virtually
every specialty has a medically unexplained somatic
syndrome associated with an organ or a disease group of
interest. Substantial overlap exists in the case definitions,
shared nonsymptom characteristics of these syndromes and
approach to therapy (13). Physicians are better trained in
the assessment and differential diagnosis of physical com-
plaints, and are less comfortable with the management of
MUS. Therefore, the present article is chiefly devoted to
principles in the management of children and adolescents
with MUS.

MANAGEMENT PRINCIPLES

Engaging the patient and the family

The cornerstone of management is the engagement of the
patient and the family in the task. This engagement, while
challenging, is a necessary first step in building a therapeu-
tic alliance in which the patient, family and doctor work
together to achieve a common goal. Formation of an
alliance with the family and the patient, both of whom may
feel helpless because of the persistence of symptoms and
lack of explanatory physical disease, is fundamental to man-
agement. The physician must begin by acknowledging both
the symptoms’ subjective reality and their impact on the
child’s functioning. Traditional approaches that categorize
these problems as ‘physical’ or ‘psychological’ should be
avoided — they can hamper assessment and treatment
because sensitive patients are often embarrassed by the
implication that their symptoms are psychological in origin.
Some patients and families feel that they were ‘dismissed’
by prior clinicians, and believe that their child’s symptoms
were never adequately investigated. Communication from
the physician that ‘nothing is wrong’ in the face of the
child’s chronic distress runs the risk of failure in alliance
building. By acknowledging the patient’s suffering and the
family’s fears, the clinician fosters a therapeutic partnership.
The use of the term ‘medically unexplained’ supports this
process and encourages families to consider a more compre-
hensive approach to understanding and managing the prob-
lem. This term does not imply a cause, but rather suggests
that no a priori decision has been made that the problem is
emotional; it simply describes the clinical situation.

Once the term has been explained to the family, the
evaluating clinician should explore the family’s experi-
ences; mistrust of medical professionals may have a long
and complex history. Cultural beliefs may also need to be
addressed. Fear of stigma can contribute to their reluctance
to engage with mental health professionals and may
motivate patients, families and clinicians to push for poten-
tially dangerous and unnecessary medical investigations to
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validate the child’s complaints. As the patient and their
family feel comfortable with the term ‘medically unex-
plained’, they become more receptive to considering both
psychosocial and organic factors, which is a comprehensive
approach to the understanding of the problem.

Patient and family as therapeutic allies

When the symptoms are severe and disabling, a family-
based interview should be arranged to gather information
from patients and parents (and sometimes siblings). This
process enhances communication by creating a supportive
and safe environment in which both medical and psychoso-
cial issues can be explored. It is often the first time that par-
ents hear their children describe their symptoms in the
context of their feelings or their struggle to cope in various
aspects of their lives, including school, sleep and social
behaviour. The interview also gives other family members
an opportunity to discuss their own stress. Emotional issues
that may have triggered the onset of the symptoms or con-
tributed to their persistence, particularly the recent death of
an extended family member, can be explored.

Other health care professionals, teachers and school
nurses can also provide important information, with due
regard paid to issues of confidentiality. Because multiple
symptoms are often the rule, the examiner should review
other symptoms and complaints and identify their timing,
context and characteristics. An individual interview
should be conducted, with attention paid to associated
emotional symptoms and disorders, especially those related
to anxiety or depression. Family perceptions are also
relevant because family members often view youth with
MUS as vulnerable (physically or emotionally) (14).
Parents may inadvertently reinforce somatic complaints
with attention, rewards or opportunities to avoid
unpleasant activities or school (15,16). Associated learning
difficulties or peer problems can reinforce somatic
symptoms by justifying absenteeism or poor performance
(15). Assessment for negative life events, notably
maltreatment, is mandatory, particularly for youth suffering
from conversion symptoms, genitourinary complaints and
chronic polysymptomatic somatization (17). Family history
of functional somatic syndromes, chronic physical illness,
disability and psychiatric disorder should also be explored,
as well as marital conflict and parent-child relationship
problems.

The role of medical tests

Unrecognized physical disease must always be considered
(18,19). Reviewing recent medical records and performing
a careful medical history and examination are foundational,
and will strengthen the trust of the family. If additional
evaluation is thought necessary, avoid superfluous tests and
procedures (20). Overtesting can suggest that the diagnosis
is uncertain, and makes it difficult to reassure patients and
families that unrecognized physical disease is unlikely. On
the other hand, regular but short medical ‘check-ins’ can
monitor important changes that may require follow-up.
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This process gives the doctor confidence to reduce the
number of physical investigations and reassures the family
that possible organic causes have not been dismissed. It is
important to note that MUS can coexist with or develop
after a documented physical disease or accidental injury (eg,
irritable bowel syndrome following bacterial enteritis) (21).

The role of emotional factors and psychiatric disorders
Psychiatric disorders should be suspected, given high rates
of comorbid anxiety and depressive disorders in youth with
MUS (18).

If an anxiety or depressive disorder is suspected (21),
some primary care physicians will administer treatment
themselves, particularly if they are supported by a consult-
ing psychiatrist or psychologist. In more severe cases, the
patient and family may be referred to a mental health pro-
fessional for treatment. In either case, the primary physi-
cian can help guide the family away from a preoccupation
with physical symptoms and toward an exploration of psy-
chosocial factors that may contribute to their symptoms
and functional impairment.

MUS are considered ‘functional’ when they are
subjectively real and occur outside the patient’s sense of
voluntary control. Current psychiatric nosology considers
functional somatic syndromes representative of a
somatoform disorder or an anxiety or depressive disorder
(21). Physical symptoms should be considered ‘functional’
under a variety of conditions (22). These ‘clues’ do not
constitute proof because all symptoms could be associated
with physical disease, but a constellation of them is most
convincing. Psychological factors affecting medical
condition are diagnosed when the symptoms are judged as
part of a general medical condition worsened by
emotional or psychological factors. In factitious disorder,
physical symptoms are fabricated, feigned or self-inflicted.
In factitious disorder by proxy, a parent or caretaker feigns,
simulates or causes disease in a child. Malingering is the
deliberate feigning, simulation or production of physical
symptoms in pursuit of an external incentive (eg, avoid-
ance of punishment or financial gain). Inconsistencies or
apparent fabrications in history or presentation, as well as
medical records hand-carried by a parent, should provoke
suspicion.

Establishing a diagnosis: Reassurance and education

The clinician should discuss the diagnosis only after review-
ing key symptoms noted and attempting to reach consensus
with the patient and their family on the problem’s nature
and scope. The diagnosis should be discussed frankly, and
any uncertainties should be explored. Additional medical
workup should be avoided unless clinical status changes or
new information becomes available. Low-risk investigation
may sometimes be needed to reassure the patient and their
family so that treatment can proceed. Education about
functional somatic syndromes and the child’s specific
condition should follow, and the importance of working
together should be emphasized.
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SPECIFIC TREATMENT INTERVENTIONS
Current therapeutic approaches to paediatric functional
somatic syndromes are based on clinical experience and
expert opinion rather than randomized, controlled trials
of intervention. If clinical consensus is to be believed,
some common elements of intervention appear useful

(22,23).

Empowering the parents and child

Both the patient and their parents should be empowered by
encouraging their belief that they can work together toward
recovery. Guiding the parents to focus on coping strategies
and increasing the child’s ability to function, helps the
patient and their family gain a sense of control over the
symptoms. Successful parenting strategies often strike a bal-
ance between protection and serving as a ‘life coach’; a par-
ent may protect a child with chronic abdominal pain and
sleep disturbance by allowing them into the parental bed
(protector) or walking them to their room with the message
that they believe that the child can cope (life coach).
Emphasizing protection can reinforce the child’s illness
behaviours; assuming the role of life coach can help the
child overcome adversity.

Successful management depends on effective commu-
nication among the professionals caring for the child.
Ideally, a single physician coordinates the child’s care and
serves as the hub for arranging specialty consultations,
tests, procedures and treatments, as well as communicates
with the school. Collaboration with teachers and school
nurses can be critical in designing a rehabilitative plan.
What constitutes a legitimate medical excuse for school
absence should be defined ‘up-front’ with the child, family
and school. Absence without an excuse can then be
managed as truancy. Regular visits with the physician can
reassure the patient and the family by showing that the
child need not ‘be sick’ to visit a reassuring attachment
figure.

Psychotherapeutic treatment
Common to most treatment is the rehabilitative approach,
which discourages a focus on symptomatic relief and
encourages the patient to return to usual activities and
responsibilities (18). The patient and family are directed
away from finding a ‘cure’, to finding ways to cope with the
condition. This approach challenges parental beliefs that
the child is an ‘invalid’ or weakling, and emphasizes the
child’s health and ability to manage usual activity through
courage and hard work. Physical therapy can sometimes
prove helpful (19,24,25). School attendance and perform-
ance should be critical indicators of developmentally appro-
priate functioning, and homebound school instruction
should be avoided. The importance of school should be
respected by scheduling follow-up visits outside school
hours.

Several studies have examined cognitive-behavioural
therapy (CBT) in treatment of youth with MUS (26-29)
and fatigue (30-32). The rehabilitative approach
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emphasized above can provide the foundation for successful
CBT. The CBT-based approach includes self-monitoring,
self-management skills (eg, relaxation training), coping
skills, behavioural activation and the differential reinforce-
ment of healthy behaviour, as well as cognitive restructur-
ing. Behavioural methods and operant conditioning are
common to most successful interventions, notably
rewarding health-promoting behaviours and functional
improvement, discouraging illness-related behaviours and
impairment, and removing restrictions imposed by illness —
contingent on functional improvement (33,34).
Behavioural intervention will only work if parents are fully
‘on-board’ and their fears about the child’s illness are
addressed. Family intervention has been advocated,
although not well-studied (35).

In summary, psychotherapy for youth with MUS begins
by helping the patient and their family feel less threatened
by the child’s somatic symptoms, typically through reassur-
ance and psychoeducation, and by emphasizing the child’s
competence and self-worth. Clinicians also try to minimize
the child’s emotional reactions to environmental triggers,
and promote coping by encouraging active strategies such
as acceptance, distraction and self-encouragement, while
discouraging passive strategies such as avoidance and
denial.

Psychopharmacological treatment

In the absence of definitive randomized controlled trials
using psychoactive medications for the treatment of paedi-
atric functional somatic syndromes, psychopharmacological
treatment has largely been based on adult experience and
clinical anecdote. It may still be worth considering if
psychotherapeutic interventions fail in the treatment of
comorbid psychiatric disorder and as an option in
functional pain, gastrointestinal symptoms or fatigue.
Pharmacological management is well-suited to general
medical settings, and is consistent with typical medical
practice. Some patients and families may prefer medications
to psychotherapeutic interventions. Placebo or sham inter-
ventions should not be used in youth with MUS for ethical
and practical reasons.

Antidepressants have aroused interest as treatment for
youth with functional somatic symptoms partly because
most affected youth suffer from comorbid anxiety and/or
depression (9,36) — disorders that respond to antidepres-
sants, particularly selective serotonin reuptake inhibitors
(37). Experience and research with adults suggest that the
active treatment of comorbid anxiety and depression can
benefit associated somatic complaints (38); antidepressant
medications have been shown to relieve many functional
somatic symptoms and complaints (39,40). Although
controlled trials are lacking, an open trial (41) using
citalopram as treatment for functional abdominal pain
found it to be promising for the treatment of pain, associated
somatic symptoms, and comorbid anxiety and depressive
symptoms. Patients and families should understand that anti-
depressant medications for paediatric functional somatic
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symptoms are used off-label, and they should be informed of
their risks and benefits (including the ‘black box warning’
that antidepressant use may be associated with suicidal
impulses in a small proportion of children and adolescents).
Tricyclic antidepressants are commonly used to manage
functional abdominal pain and headache (42), but the
relative lack of controlled paediatric trials in youth, along
with reports of sudden death, toxicity and relative lack of
efficacy for comorbid psychiatric disorders, argues against
their use (43).

Antipsychotic medications such as chlorpromazine,
prochlorperazine and haloperidol have been efficacious in
the acute management of adult migraine, and may be
worth considering in paediatric migraine, nausea or
vomiting. Various medications have been used to reduce
the frequency, severity and duration of paediatric
headache. Studied agents for paediatric migraine include
cyproheptadine; beta-blockers, such as propranolol; the
antidepressants amitriptyline and trazodone (44); and
anticonvulsants such as divalproex sodium, levetiracetam
(45) and topiramate, but firm conclusions about efficacy
cannot be drawn due to insufficient evidence (46).
Benzodiazepines, such as clonazepam or lorazepam, may
help youth with physical symptoms associated with anxi-
ety and emotional arousal, but only for short time periods
because they can be addictive. When symptomatic relief
occurs, it may help to reassure the patient and the family,
as well as demonstrate the potential impact of emotional
activation on somatic symptoms and distress (47).

CONCLUSION
The previous case described illustrates one particular twist
on a problem common to every branch of paediatric
medicine — a child suffering from physical symptoms associ-
ated with functional disability in the absence of adequate
explanatory physical disease. The straightforward approach
to this patient focuses on establishment of a therapeutic
alliance with the parents and the child, and acknowledging
the reality of the child’s suffering in both subjective and
objective terms. This approach entails educating the child
and the family about what is currently known and unknown
about these common presentations and their management.
It also addresses comorbid emotional disorders without dis-
missing or ‘explaining away’ the patient’s physical distress,
and instills hope and positive expectations while applying
the best interventions available. Undoubtedly, clinical
research will enable management practices to be expanded
and refined for this patient population.
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