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Clinical outcomes from The BodyMind Approach™  

in the treatment of patients with medically unexplained symptoms  

in primary health care in England: practice-based evidence 

Abstract 

This article builds on Payne (2015) and reports on practice–based evidence arising out of 

the delivery of a new and innovative service using The BodyMind Approach™ (TBMA) for 

the treatment of patients with medically unexplained symptoms (MUS) in primary care in the 

National Health Service (NHS) in Hertfordshire, a county near London, England, in the UK. 

The analysis of data collected for three groups (N=16) over 18 months used standardised 

assessment tools and other relevant information at pre, post and at a six month follow up. 

The outcomes for patients in this small scale piece of practice based evidence indicated that 

there were reductions in symptom distress, anxiety and depression, increased overall 

wellbeing and improvement in activity levels. Patients developed self-management of their 

symptoms through understanding, acceptance and coping strategies. The increased 

knowledge, exchange of experiences together with understanding and acceptance from 

others promoted a sense of wellbeing. Thus, the programme was experienced to be a 

beneficial intervention. In addition to the clinical outcomes reported here there are other 

benefits for NHS England for example, savings on medication and referral costs and General 

Practitioner (GP) capacity enhanced. The clinical service is based on previous research 

conducted by Payne and Stott (2010). This article focusses solely on the analysis and 

interpretation of clinical outcomes from the practice-based evidence.  

Keywords: The BodyMind Approach™; medically unexplained symptoms; primary care; 

practice-based evidence 
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Introduction 

The innovative clinical service reported in this article is being offered to primary care patients 

with medically unexplained symptoms (MUS) through the National Health Service (NHS) in a 

county in England. Edwards, Stern, Clarke, Ivbijaro, and Kasney (2010) define MUS as ‘a 

clinical and social predicament, includes broad spectrum of presentations, difficulty 

accounting for symptoms based on known pathology’ (ibid p 1). They go on to say in 

Diagnostic and Statistical Manual for Mental Disorders (DSM IV-TR) that the nomenclature 

for MUS has several categories including somatisation disorder, conversion disorder, pain 

disorder, and that the criteria is cumbersome and unhelpful in practice. 

Both the DSM-5 and the proposed International Classification of Diseases–11th Revision 

(ICD-11) change the criteria for MUS and replace the term by Somatic Symptom and 

Related Disorders (SSD). In DSM-5 F45.1 SSD is cross-walked to ICD9 code 300.82 

(ICD10-CM F45.1). SSD is defined in DSM-5 as symptoms that are distressing or result in 

significant disruption to feeling, thoughts and behaviour, related to somatic symptoms as 

manifested by at least one of the following: disproportionate and persistent thoughts about 

the seriousness of one’s symptoms, or persistently high levels of anxiety about health 

symptoms and excessive time and energy devoted to these symptoms of health concerns 

(Diagnostic and Statistical Manual of Mental Disorders-5, 2013).  It states that Somatic 

Symptom and Related Disorders includes the diagnoses of somatic symptom disorder, 

illness anxiety disorder, conversion disorder (functional neurological symptom disorder), 

psychological factors affecting other medical conditions, factitious disorder other specified 

somatic symptom and related disorder, and unspecified somatic symptom and related 

disorder. All of the disorders share a common feature: the prominence of somatic symptoms 

associated with significant distress and impairment. Such patients are commonly found in 

primary care and less encountered in mental health settings. The term is thought to be more 

useful than that of MUS in primary care (Creed, Guthrie, Fink, Henningsen, Rief, 2010). 

SSD includes the former somatisation disorder, undifferentiated somatoform disorder, and 

pain disorder. The change is that the diagnostic criteria are no longer based on the presence 



of MUS, but focuses on one or more somatic symptoms that are distressing and/or result in 

significant disruption of everyday life. Although there are criticisms (Voigt, Wollburg, 

Weinmann, Herzog, Meyer, 2012; Frances, 2013) this change removes the diagnostic 

problem of having to distinguish between medically explained and unexplained symptoms 

(Creed, et al 2010).  The shortcomings of the MUS category is the mind-body dualism 

present in the unreliable classification of complaints as medically explained or not (Creed 

2009; Sharpe, Mayou & Walker, 2006) and the random categorisation into different 

somatoform disorders (Leiknes, Finset, Moum & Sandanger, 2006).  

This dualism reinforces the GP training to address physical rather than mental health issues 

and the patient’s perception that their symptom is purely physical because of the sensory 

experience.   It reinforces dualistic thinking and the idea that illness is either biological or 

psychological. The term defines the illness by what it is not: i.e. it implies no organic cause 

which is not necessarily accurate and limits treatment. Research has shown that most 

patients prefer a positive description of symptoms i.e. an explanation of what it is rather than 

what it is not. The term MUS may seem glib communicating that nothing can be done. 

Cognitive Behaviour Therapy (CBT) with relaxation and/or graded exercise has some 

effectiveness for some symptoms (Whiting, Bagnall, Sowden, Cornell, Mulrow, 2001). 

Although psychological treatment may work in some cases this does not reflect that the 

symptoms are necessarily psychological (Creed, Henningsen & Fink, 2011). Other terms in 

use in a Department of Health (DH) recent document on MUS (DH 2014) are claimed to be 

more acceptable to patients such as persistent physical symptoms or functional 

syndromes/symptoms (FS) (Stone, Stone, Wojcik, Durrance, Carson, 2002). The term 

“functional” here is used because it is assumed that the disorder is one of function, which 

may be physical and/or psychosocial function, rather than anatomical structure (Sharpe, 

2000). 

The clinical outcomes of TBMA as a treatment reported here are based upon the definition 

and criteria for MUS used in DSMIV i.e. before the changes made with reference to MUS in 

DSM-5. 



The ® treatment service is delivered in the English NHS primary care setting by a University 

of Hertfordshire spin-out company Pathways2Wellbeing (P2W)™. Primary care in the NHS 

refers to the first port of call for patients in the community which involves GPs working in 

local practices. Secondary care involves hospitals and other medical establishments or 

treatments to which GPs refer patients. GPs act as the access, by way of referral, to any 

specialist interventions in either primary or secondary care. The treatment service offered by 

P2W is called Symptoms Groups to patients and The MUS Clinic to the GPs referring 

patients with various medically unexplained symptoms (such as fibromyalgia, IBS, chronic 

pain or chronic fatigue) from primary care.  At no time is the term MUS used with patients. 

The groups use TBMA, which is based on a bio-psychosocial model derived from aspects of 

interpersonal therapy, embodied group psychotherapy (dance movement 

psychotherapy/authentic movement), the arts and mindfulness. It is not designed as a form 

of psychotherapy, but an adaptation for non-psychologically minded patients deriving from 

an integration of the above. The groups are called workshops and the treatment is a course. 

This approach has been hitherto researched and delivered as a service in the NHS with 

patients with medically unexplained symptoms (MUS) (previously termed psychosomatic 

conditions). These patients have very limited pathways for supporting their wellbeing in 

primary care and are high health utilizers (Bermingham, Cohen, Hague, Parsonage, 2010). 

They suffer with chronic, physical symptoms or conditions which do not appear to have an 

organic, medical diagnosis and normally with co-occurring anxiety and/or depression.  The 

negative impact of the conditions and lack of curative treatments means effective non-

pharmacological interventions that promote better coping abilities need to be developed. 

TBMA treatment aims to bridge the gap between mental and physical health services for 

these patients with chronic MUS. It uses the inter-relationship between body and mind for 

the treatment of such patients with these persistent symptoms. Further details on the 

approach can be found in Payne (2013b) and Lin and Payne (2014). The University’s newly 

endorsed company P2W is the vehicle for the service with the knowledge arising from the 

pilot research being transferred into a real world service delivery as clinical progress 



reporting. This recent service delivery project (2012-2013) was funded by the DH initiative 

Quality, Innovation, Productivity and Prevention (QIPP) scheme in a competitive bid from the 

authors and Hertfordshire Primary Care Trust (Mental Health). The delivery took place in 

community settings with patients referred by GPs from primary care. The service was free at 

the point of delivery. The naturalistic delivery and the lessons learned from the experience 

are documented in Payne (2014). This article focusses solely on an evaluation of the clinical 

outcomes for the patients from a small scale implementation of TBMA in the NHS. The small 

sample size (N=16) and the lack of a control arm means that the outcomes cannot be 

generalised with any confidence. However, the indicative outcomes which are very positive 

are consistent with a previous pilot study conducted at the University of Hertfordshire (Payne 

& Stott 2010) and may be transferable. 

Medically unexplained symptoms 

Patients with chronic MUS (presenting for over six months with the same symptom/s) are 

quite complex and are high health utilizers for whom there are few pathways for support and 

self-management other than (for a few symptoms) CBT and/or pain relief.  In a recent 

practice guideline published by the UK DH, (July 2014) as a part of Improving Access to 

Psychological Therapies (IAPT) initiative, it is concluded that “community mental health 

teams and primary care mental health services have not been successful in engaging with 

patients experiencing MUS, as patients often do not perceive their condition to be related to 

mental health problems, and attempting to engage them in traditional mental health 

approaches is often ineffective” (DH, 2014 p 5). 

Therefore to review the research on self-management in CBT is not relevant to the purpose 

of this article. 

A systematic review of research (Du, Yuan, Xiao, Chu, Qiu, 2011) was conducted for the 

self-management programmes on pain and disability for chronic musculoskeletal pain 

conditions (not necessarily MUS). For chronic back pain, there was insufficient evidence to 

determine the effectiveness of self-management programmes. In a more recent review 

(Oliveira, Ferreira, Maher, Pinto, Refshauge, 2012) for non-specific low back pain results 



showed moderate-quality evidence that self-management has small effects on pain and 

disability which challenge the endorsement of self-management in treatment guidelines. 

MUS patients are high utilisers of health care resources. In 2008-9 approximately £3 billion 

was spent on patients with MUS in the NHS (11% of total budget) rising to £18 billion 

including the cost to the wider economy through lost productivity (Bermingham et al, 2010). 

No serious medical cause was the diagnosis in 25% - 50% of all primary care visits (Barsky 

& Borus, 1995) and only 10% - 15% of the 14 common, physical symptoms seen in half of 

GP consultations over 12 months were found to be caused by an organic illness (Morriss, 

Dowrick, Salmon, 2007), resulting in 85-90% being of unknown biological aetiology. These 

patients are often taking medication, regularly visit health professionals (more than five times 

per year) and for longer consultations than the 11 minutes per visit per symptom allowable in 

the NHS. Furthermore, they use many resources accounting for as many as one in five new 

consultations (Bridges & Goldberg, 1985). They frequently have high cost referrals to 

secondary care for tests and scans and usually present with anxiety and/or depression, 

which is understandable (Simon, VonKorff, Piccinelli, Fullerton, Ormel, 1999; Aguara, 2010).  

Dimsdale, Sharma and Sharpe (2011) showed that although MUS/somatoform disorders are 

common, for those health professionals seeing such patients there is considerable confusion 

regarding the diagnostic terminology and a reluctance to use these diagnostic labels.  For 

example, GPs rarely use the terms MUS or somatoform disorder to their patients, instead 

diagnosing fibromyalgia, ME, IBS, chronic fatigue etc. Neither do GPs routinely use the ICD-

10 subcategories of various somatoform disorders. Consequently, in the experience of the 

authors the specific number of this huge population in each GP practice is hidden from the 

GP practice data base. However, GPs can identify those known as heart-sink, frequent flyer 

and fat file patients whom they refer to the MUS Clinic. As a result of a systemic lack of 

classification many patients who have MUS/somatoform disorder are not able to be identified 

to receive the support of the MUS Clinic. 

Grover, Aneja, Sharma, Malhotra and Varma (2014) found no significant differences 

between the various subcategories of somatoform disorders with regard to the prevalence of 



somatic symptoms (including somatoform pain disorder), anxiety or depression and 

psychological correlates of alexithymia, hypochondriasis and somato-sensory amplification. 

Their findings also supported the co-occurrence of anxiety and depression in two thirds of 

this population. Anxiety disorder (formally hypochondriasis) or functional neurological 

disorder (formally conversion) may also be diagnosed. 

Khan, Khan A and Harezlak (2003) call for better management strategies to be developed in 

primary care for prevalent, medically unexplained, persistent somatic symptoms which are a 

health care priority and a long term condition. Currently patients either attend physical or 

mental health services and the treatment is separately delivered as medication/pain 

management or psychological therapies respectively. This system is unhelpful to the patient 

since it splits off mental from physical health aspects. In England, CBT for three conditions: 

IBS; chronic fatigue and fibromyalgia, has been found to help mental health in the short term 

and encouraged through a government initiative called Improving Access to Psychological 

Therapies (IAPT) which also targets people with long-term conditions in which MUS can be 

categorised. However, only a third of MUS patients with varied symptoms attend this 

treatment (Hague, 2008), probably due to their physical explanation for their symptoms and 

the stigma attached to mental health services. Thus it seems CBT is unacceptable to this 

patient population, they require an accessible and integrated approach which acknowledges 

their bodily based physical experience whilst exploring this at emotional and cognitive levels. 

 

The Research on which TBMA is founded 

A pilot study into the TBMA intervention took place near London, England in 2005-20071 

(Payne, 2009; Payne & Stott, 2010; Payne, 2010). From these earlier research studies, 

specifically the proof of concept pilot study (Payne & Stott 2010), patient benefits from TBMA 

intervention were improved wellbeing and activity levels; decreased 

symptom/anxiety/depression levels; improved self-management of symptoms; and lower or 
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stabilized medication levels. For GPs the benefits included reduced attendance at GPs 

and/or hospitals and reduced costs of medication. 

Furthermore, a previous health economic analysis of TBMA compared with CBT showed that 

the cost savings would be large in primary care but that secondary care they would be even 

greater (Payne & Fordham, 2008) the findings of which are supported by a report from the 

DH (2012). Thus this evidence makes TBMA courses attractive for the NHS due to the 

current austerity situation in England. 

Following extensive consultation with primary care GPs in a market research study by 

Payne, Eskioglou and Story (2009), funded by the East of England Development Agency, a 

need was identified by the GPs for a pathway for the treatment and support of this patient 

population, for most of whom they thought CBT/psychological therapies was inaccessible 

and/or inappropriate. In support of the lack of accessibility for patients of psychological 

therapies and/or referrals from GPs psychologists in IAPT complained that they were not 

getting enough referrals from GPs. When TBMA was described to these GPs in a focus 

group (and later in the QIPP project) as a possible pathway it was welcomed enthusiastically 

as being more acceptable and providing choice for patients.  

The pilot study led to the development of a manual for the delivery of TBMA by experienced 

and qualified Masters level dance movement psychotherapists trained in TBMA by 

pathways2wellbeing. This manual is not a recipe for sessions but rather offers nudges for 

the planning, specific themes which need to be covered and when and for the conducting of 

group sessions. The mind-set/attitude of the facilitator is described as the most important 

ingredient for promoting change. The facilitator is encouraged to be mindful, sensitive, 

adapting practices to each group’s needs, ensuring interventions, aims and outcomes are 

explained clearly to patients and addressing needs as they arise rather than being 

prescriptive. The manual content gives examples of sessions and case studies, emphasising 

the facilitator’s competencies expected. The manual was further refined as the QIPP service 

delivery was conducted in an evaluation by the facilitators during the delivery, and no doubt 

it will be honed still further with each new delivery of the groups by more facilitators.  



As well as the manual being continuously updated TBMA is being evaluated as an on-going 

process during delivery of the service. Manuals developed for conducting psychological 

therapies in research studies are not widely distributed and their contents do not appear to 

have been evaluated (Payne, Westland, Karkou & Warneke, 2014). Research findings 

based on the application of treatment manuals have led to the endorsement of psychological 

treatments based on the use of brand names e.g. Body Orientated Psychotherapy, CBT or 

Interpersonal Therapy. Endorsing brand-named treatments assumes they are practised in a 

manner consistent with the research treatment manuals but without evidence to support this 

assertion. In this service delivery treatment integrity has been ensured by a triangulation (a 

three-way comparative analysis) between what patients have said about their experience of 

the approach what the facilitator says she did in the pilot study (Payne 2009), and the 

manual which will continue to be evaluated by the facilitators and by expert opinion 

evaluators external to the delivery. 

 

The BodyMind Approach™  

There are many different definitions of psychotherapy, for example ‘The treatment of 

disorders of the mind or personality by psychological methods’ (Oxford English Dictionary 

2015) or ‘the informed and intentional application of clinical methods and interpersonal 

stances derived from established psychological principles for the purpose of assisting people 

to modify their behaviours, cognitions, emotions, and/or other personal characteristics in 

directions that the participants deem desirable’ (Campbell, Norcross, Vasquez, Kaslow; 

2013, p 98). It is normally the response to specific or non-specific signs of clinically 

diagnosable and/or existential crises, often dubbed talking therapy aiming to help clients to 

fulfil their potential or cope better with the emotional problems of life. 

Whilst TBMA is not psychotherapy in the narrow definition of the term it has its roots in a 

psychotherapy school of thought. It works not only with the mind, emotions and cognition but 

also with the physical symptoms, it is a bio-psychosocial model. 



TBMA can be seen as one solution to the problem of patients with MUS. It has been 

designed specifically to be accessible to this patient population and to provide choice. It aims 

towards integrating body and mind, starting with the bodily symptom and its sensory 

experience to promote self-management and wellbeing in people with chronic MUS. It 

employs somatic mindfulness (or bodymindfulness) - movement, a moment-to-moment 

awareness of the body in motion or stillness, from the discipline of Authentic Movement 

(Whitehouse, 1999; Chodorow, 1992; Adler, 2002; Payne, 2006a) which is sometimes 

employed in dance movement psychotherapy. Authentic movement is where the mover 

moves spontaneously with eyes closed/downwardly focussed in the presence of a witness. 

In TBMA authentic movement is coupled with mindfulness practices, adapted to be 

accessible to people with persistent symptoms employing simple practices scaffolding them 

into elements of the final form. There is no pressure to engage with anything with which 

patients might be uncomfortable. The facilitator always offers alternatives and choices.  

Kabat-Zinn (1982; 1985; 1986) pioneered the development of mindfulness meditation with 

patients with chronic pain and a mindfulness stress reduction programme for psoriasis 

(Kabat-Zinn, 1998) as well as applying it to patients with anxiety (Kabat-Zinn, 1995).  Since 

then there has been a prolific study of mindfulness. It has been shown to reduce depression 

as well as anxiety.  Hofmann, Sawyer, Witt and Oh (2010) conducted a meta-analysis of 39 

studies that explored the use of mindfulness-based stress reduction. The researchers 

concluded that mindfulness-based therapy may be useful in altering affective and self-

regulatory processes that underlie multiple clinical issues particularly anxiety and/or 

depression.  Others have supported these findings, for example, Vollested, Nielson and 

Nielson (2012); Roemer, Lee, Salters-Pedneault, Erisman, and Orsillo (2009) and an earlier 

study by Grossman, Nieman, Schmidt and Walach (2004). A systematic review conducted 

by Sharma and Rush (2014) found that out of 17 studies combining mindfulness meditation 

and yoga 16 demonstrated positive changes in psychological or physiological outcomes 

related to anxiety and/or stress. Williams (2008) reviewed four studies showing a correlation 

between measures of mindfulness as a trait and cognitive features of depressive 



vulnerability, specifically decreased rumination, avoidance of internal experiences and an 

increase in the relinquishment of negative thoughts and unattainable goals. Other studies 

demonstrate that a mindful or experiential mode of self-attention in depressed subjects is 

relatively more conducive to both improved memory for autobiographical events (Watkins & 

Teasdale, 2004) and improved problem solving ability (Watkins & Moulds, 2005).  

Nevertheless none of these approaches address the lived bodily felt sensory experience 

from a phenomenological perspective or address the importance of body awareness as a 

vehicle for change. The subjective experiencing body (Gallagher & Zahavi, 2007), whether 

engaging with the world’s affordances (Gibson, 1979) through the tactile sense, movement 

or in stillness, is the fundamental basis for all feelings, sensations, perceptions or object 

manipulation which in turn actively underlies cognition and meaning-making (Merleau-Ponty, 

1962 & 1965; Dewey, 1991). There is thus an integration of physical and mental aspects, 

perception and action, doing and being. TBMA builds on this notion of the body functioning 

as a dynamic constituent of the mind rather than serving the mind. This enactive, 

subjectively body-felt sense, as described by Gendlin (1992), expresses basic meaning from 

a sensory –motor modality and reflects the individual’s life history and current situation. It is 

pre-verbal and preliminary to habitual/pre-conceptual/abstract thinking patterns. During 

TBMA the body is therefore experienced from inside-out, as a lived container of sensations, 

images, thoughts and feelings etc. Joint attention with the facilitator or another participant as 

witness extends the experience as reflections are embodied from the outside-in as well. This 

opportunity to experience the connection between the body and mind whilst doing/being it 

opens up possibilities for new discoveries about the nature, and the meaning of, symptoms 

as located in the bodymind. This is an embodied way of knowing (Panhofer & Payne, 2011), 

contrasting with conceptual knowing. 

Several disciplines cultivate mindfulness, such as yoga, tai chi and qigong, although most of 

the research literature has concentrated on mindfulness developed through mindfulness 

meditation. This self-regulation practice trains attention and awareness to bring mental 



processes under greater voluntary control thereby promoting wellbeing and/or capacities 

such as calmness, clarity and concentration (Walsh & Shapiro, 2006). 

Mindfulness refers to a psychological state of awareness, the practices that promote this 

awareness, a mode of processing information and a character trait and can be defined as a 

moment-to-moment awareness of one's experience without judgment. In this sense, 

mindfulness is a state and not a trait. While it might be promoted by certain practices or 

activities, such as meditation, it is not necessarily synonymous with them. TBMA by using 

kinetic mindful practices engages with the patient’s attention to, and relationship with, their 

bodily symptoms (including pain), for example by exploring the sensory experiences, and 

engaging in action-based inquiry such as examining the nature and purpose of the 

symptoms. This mindful relationship to the body and symptoms helps patients become less 

attached to/identified with their symptoms as well as less reactive to them which diminishes 

their experience of them. 

TBMA coaches patients through exercises involving postures and movement, breath and 

voice, mindfulness and body awareness. Practicing such exploratory exercises regularly in 

the group session (and at home) the patient may regain balance and self-regulation. For 

example, practising focussing on the breath (or the symptoms), then noticing any thoughts, 

images or bodily sensations, followed by re-focussing on the breath, and then reflecting on 

the experience through the creative arts thus nurturing a deep awareness of the body. By 

putting difficult emotions and sensations in a bodily context an indication of a new 

perspective and accompanying meanings can be gained. By holding all these aspects, 

including pain, in direct sensory awareness metaphor/imagery can be generated 

spontaneously. These can be drawn, made out of clay or written about in a personal journal 

often leading to further meaning–making and understanding of the role/nature/purpose of the 

symptoms. Participants are engaged in synchronous, effortful movement together in a circle 

(accompanied by music or not) which has been shown to reduce pain and act as a way to 

increase group cohesion (Tarr, Launay, Cohen, Dunbar, 2015). 



TBMA helps patients to connect cognitive and emotional aspects with reference to their 

sensory/bodily states through the enactment of expressive movement in structured 

exercises. Cognitive activities are inseparable from the body as the brain takes an important 

part in intentionality which involves the process of perceiving and meaning-making (Mills 

2005; Koch, Caldwell, Fuchs, 2013).There is no explicit involvement of any underlying 

psychological conflicts or the interpretation/identification (or subsequent modification of) 

unhelpful thought patterns. Patients learn to notice their bodily signals and explore their 

symptoms often without the need for verbalisation (McWhinney, Epstein, Freeman, 1997), 

thoughts change as a result of the embodied experience.  

TBMA differs significantly from CBT in that it focuses on the physical symptom within an 

experiential inquiry-led learning framework to support patients to live well and cope better in 

a more meaningful way. There is an evidence base for the practice of CBT with some 

specific conditions included in the MUS category e.g. IBS (Mahvi-Shirazi, Fathi-Ashtian, 

Rasoolzade-Tabatabaei, 2012) and fibromyalgia (Woolfolk, Allen, Apter, 2012) but the 

method does not address the body-felt sensory experience of the symptoms, favouring 

solely the mental aspects of depression and /or anxiety. CBT has been researched in large 

trials and is recommended by the National Institute for Clinical and Health Care Excellence 

(NICE) for chronic fatigue and fibromyalgia. However, patients and GPs in the service 

delivery reported in this article spoke about patients’ reluctance to attend anything 

concerned with psychological/mental ill health etc. There is evidence (Sartorius, 2007) to 

suggest that these patients are very wary of the stigma attached to any mental health label. 

It can be concluded that patients with MUS may be less willing to access CBT as they 

believe they have an organic cause rather than give a psychological explanation for their 

symptoms. Allen and Woolfolk (2010) and Gonzalez, Williams, Noel, and Lee (2005) 

demonstrate that this patient population are often resistant to CBT.  

In contrast TBMA is not presented to patients as a psychological therapy. It allows patients 

in the early phase to concentrate on their sensory experience and action patterns involved in 

the symptom. However, there is often a subtle psychological component to the treatment 



discovered by the patient later in the process. Hence patients do not concern themselves 

with the question of stigma in relation to participating in the treatment. Furthermore, TBMA 

addresses a range of symptoms and the symptom itself. It can include a number of different 

symptoms for a number of patients in the same group, together with various accompanying 

aetiology such as alexithymia (Ogrodniczuk, Joyce, Piper, 2013), in which there is confusion 

between emotions and bodily experiences, poor affect regulation and a fearful/insecure 

attachment style (Payne, 2013).  

In TBMA the patient directs her/his attention to inner experiences of self, actively reflecting 

and commenting on bodily sensations as they are raised into awareness. Gradually 

participants become more connected to their embodied, direct experience of self. A more 

positive re-association with the body emerges which has often become dissociated due to 

the patient’s symptom distress. In embracing the wisdom held by the symptom through the 

embodied, enactive dream state the patient enters into a more meaningful dialogue with their 

body. Berg, Sandahl and Bullington (2010) in a study of patient perspectives of the process 

of change in affect-focussed body psychotherapy for generalised anxiety disorder found that 

‘getting in touch with one’s body’ was a key (ibid p151). This in turn gave rise to feelings of 

being in control, for example noticing bodily signals such as muscular tension and being able 

to influence them, and understanding the link between bodily symptoms and emotions. They 

found that patients managed to integrate bodily feelings into their perception of themselves 

resulting in a deeper experience of their lived body. 

 

Structure of the TBMA course 

TBMA groups are short term for up to 12 patients per group; there are three groups per 

programme. Each session is two hours for 12 sessions over ten weeks as in brief therapy 

(Yalom & Leszcz, 2005). Groups are run locally in a suitable community setting. Following 

the groups in phase one, in phase two, and over the following six months contact is 

maintained. For example, a self-addressed letter written by the participant in session 12 is 

sent eight weeks after the end of the group, as is a letter personalised for each participant 



written by their facilitator in month three after the end of the group. Finally, a text/email 

message is sent asking how they are doing, and, if indicated by their response to the 

question, in month nine, a referral to a self-help group is made, otherwise a discharge letter 

is sent to their GP. 

 

Practice-based evidence 

As well as the traditional trials in the evidence-based practice paradigm another form of  
 
evidence is being derived from naturalistic practice settings termed practice-based evidence  
 
(Barkham & Mellor-Clark, 2000).  
 
Practice-based evidence is described by Guy, Thomas, Stephenson, and Loewenthal (2011) 

as complementary to the quantitative, and dominant, randomised control trial-based 

approach to evidence. A United Kingdom Council for Psychotherapy (UKCP) report (Ryan & 

Morgan, 2004, cited in Thomas, Stephenson, & Loewenthal, 2006) suggests that 

practitioners and service users need to be given a voice, acknowledging that they have 

direct knowledge and experience of what works and alternatively what needs to change, and 

how. Practice-based evidence can give them these opportunities. 

P2W employs this practice-based methodology, albeit with smaller numbers. It contrasts with 

evidence-based practice in that it starts with practitioners and patients in real-world settings 

and builds up the evidence rather than as with the traditional top down evidence- based 

medical paradigm. Furthermore, it uses national/common psychological therapies and 

primary care outcome measures such as PHQ9 for measuring depression. Patient 

evaluations of experience and outcomes form an important part of the evidence. Additionally, 

it is using real-world patients electing to participate in the treatment group, rather than 

selected samples willing to participate in research to which they would be blindly allocated to 

either the treatment/treatment as usual without exerting any choice.   

With this practice-based methodology and its evaluation using qualitative and quantitative 

patient feedback and the standardised psychological assessment tools there is an 

opportunity to build an evidence base rooted in routine service delivery. This could 



complement the Cochrane data base2 and together with it, yield a more robust knowledge 

base for the psychological/arts therapies.  

This methodology values expert opinion and acknowledges the need to adjust practice 

according to the needs and preferences of the client and their socio-economic background. 

This complementary paradigm of practice-based evidence also provides a means for 

practitioners to own and generate an evidence base embedded in routine practice. Both 

paradigms are needed as the aim for all practitioners and researchers alike is best practice. 

 

Description of Patients in the Sample: 

Ethnicity: White British – 10; Chinese – 2; Indian – 4 (we do not know if born in Britain from 

this background or if their country of birth). 

Gender mix: The ratio was 5:3 women to men in this small sample of 16 completing the 

whole programme from pre-group assessment to follow up at six months. This reflects the 

literature whereby more women than men somatise.  

Age distribution:  Results from this small sample of 16 suggest that adults of all ages are 

likely to experience MUS.  The biggest age group category was the 50-59 year olds (5/16 

were from this category). The youngest patient was just below 20 years of age and the 

eldest patient was over 80 years old. 

Number of patients in each group: Group 1: four; Group 2: six; Group 3; six.  

Number at completion: 16/19 patients completed the full programme over the two phases to 

the end of the six month follow-up.  

The number of group sessions attended per patient ranged from 8-11.  

Attendance figures: Group 1 had 67%, Group 2 86% and for Group 3 it was 90%. 

The following shows engagement throughout the programme: 

Number entering treatment groups: 19 (one missed the intake meeting but attended the first  

 

two sessions then withdrew, a further one withdrew after first two sessions as too unwell and  

                                                           
2
 An international not-for-profit organisation preparing maintaining and promoting the accessibility of systematic 

reviews of the effects of health care.  



 
one had to have an operation and could not drive so had to discontinue) 
 
Number remaining in treatment: 17 (one remained until session 10 but could not sustain  

thereafter) 

Number completing TBMA group treatment through to follow up: 16 

 

Analysis of questionnaire data  

Insert Table 1 here 

The majority of patients were in the moderate or mild categories for anxiety which is broadly 

consistent with the literature which states that at least two thirds of patients with MUS will 

have anxiety (Grover et al 2014). Higher levels of anxiety show more of an improvement 

than at these lower levels. The majority of patients were women, a finding consistent with the 

literature (Speckens, VanHemert, Bolk, Rooijmans & Hengeveld, 1996). They were of a 

mixed educational background similar to that found by Nimnuan, Hotopf and Wessely 

(2001). Some studies claim that those unemployed, senior women and those from a non-

Western origin experience more MUS (Verhaak, Meijer, Visser & Wolters, 2006). However, 

participants in this project were from a variety of backgrounds and ages.  This is inconsistent 

with some other studies which found, for example, the older age group to be overly 

represented or, in contrast, younger, employed women to be over represented (Nimnuan, 

Hotopf & Wessely, 2001). However, all of these outcomes on the demographics in the 

project are consistent with the previous pilot study. 

Educational background:  Patients came from a range of educational backgrounds. 

Employment status:  5/16 retired, one of which was due to ill health. 7/16 patients were in 

full-time employment; two in part time employment; one was unemployed and one a student. 

Types of symptoms: There were 26 different symptoms for the whole cohort of 16 
 
patients completing the programme to follow up. These included: 
 

 breathlessness 

 headaches 

 chronic pain 

 tiredness 

 insomnia 

 hand pain 

 leg pain 

 chronic fatigue 

 IBS 

 ME 

 palpitations 

 seeing white lights 
 



 pain in the chest 

 backache 

 leg spasm 

 insomnia 
 

Assessment Measures: 

Patients were assessed using standardised measures over the telephone by a clinical 

psychologist on three occasions. Firstly at pre- group, secondly in the final week of the group 

and thirdly at six months follow up. The measures used were: 

PHQ9: This is a client rated tool for depression. It scores each of the nine depression DSM-

IV criteria as "0" (not at all) to "3" (nearly every day).   

Measure Your Medical Outcomes Profile (MYMOP2): This is an individualised outcome 

questionnaire, problem-specific (measures two symptoms chosen by the patient), including 

general wellbeing and impact of symptoms on a chosen activity.  The greater the score, the 

more severe the symptoms will be experienced.  

Generalized Anxiety Disorder 7 (GAD7): This is a brief measure for assessing Generalized 

anxiety disorder on a 7-item self-rating scale. It scores each item as "0" (not at all) to "3" 

(nearly every day) for each item.  Severity of generalised anxiety is graded based on the 

GAD7 score as 0-4 None/5-9 Mild/10-14 Moderate/15-21 severe. 

The Global Assessment of Functioning Scale (GAF): A clinician rating tool used to measure 

overall level of psychological, social and occupational client functioning on a scale ranging 

from 1 to 100. The higher the score, the higher the level of functioning will be. GAF covers 

the range from positive mental health to severe psychopathology. 

P2W Questionnaire: During a telephone interview the assessor collected self-reported 

information on the participant’s age; gender; ethnicity; socio economic group; occupation; 

educational levels; type and number of symptoms; amount of leisure activity; social support; 

work/school attendance; use of medication; attendance at GP/hospital. In addition GP 

referrals contained case histories and medical information. 

 



Insert graph 1 here 
 

Post-group outcomes from the standardised assessments 

The outcomes are also presented as pie charts for greater visual impact and ease of 

interpretation by the general reader.  

Insert pie charts 1-7 here 

 
Insert Table 2 here 

 

Interpretation of outcomes pre to post group 

Improvements are noted in all areas shown from pre- to post group on the Pie Charts 1-7 

and in the Graph I example above. Particularly important are improvements in the scores 

from pre- to post group as shown in the summary Table 2 indicating decreased levels of 

depression, anxiety and symptom severity. There are also improved feelings of overall 

wellbeing, social support, activity levels and global functioning. In addition patients report 

decreased GP visits, medication usage and hospital visits and improvement in their social 

support. 

For the majority of patients’ depression scores were mild or moderate reducing to zero, one 

patient reduced in her score from severe to moderate. The literature (Lowe, Spitzer, 

Williams, Mussell, Schellberg, 2008) states most patients with MUS will have mild to 

moderate depression consequently this sample of patients were more or less in a similar 

category in this regard. 13/16 of patients reported feeling less depressed after attending the 

group intervention. 

Global functioning (psychological, social and occupational) levels also increased for 13/16 of 

patients post group. This is an important finding as functioning is usually impaired as a result 

of MUS causing inactivity, unemployment and a reduced capacity to study. Furthermore, 

social support collected by a questionnaire post group showed improvement for 7/16 of 

patients (Table 1) and this increased for 9/16 patients following attendance post group. This 

may refer to relationships with family and friends improving which could result from the 

higher levels of wellbeing - a positive sign, especially for those with insecure attachments. 



This increased social support (frequently continuing long after the facilitated group 

workshops have ended) may help to account for why patients continue to improve long after 

the groups finish. 

The Overall MYMOP scores improved considerably for 13/16 of patients at post group 

assessment when compared to pre group. This groups the scores of wellbeing, activity, and 

symptom distress, together to make an overall score. It is no surprise that this percentage is 

high when individual percentages for each aspect of MYMOP2 improved. 

Anxiety levels decreased for 11/16 of patients at post group when compared to pre-group 

scores. 3/16 showed no change and 2/16 worsened in their scores for anxiety when 

comparing pre-group with post group. It appears from this result that patients reduce their 

levels of anxiety after the group experience. However, without a control group it is not 

possible to reliably attribute improvements to TBMA as a group experience solely. 

Symptom severity is measured by up to two symptoms per person being reported to be 

better, worse or no change. 17/26 of symptoms were reported as improved post group 

compared with scores at pre-group. This improvement in symptom distress may help 

patients to feel less depressed and anxious and enable them to engage in more activity day-

to-day. Increase in activity may in turn bring about greater social interaction resulting in 

improved feelings of wellbeing. 

For 10/16 of patients there was improvement in general wellbeing as measured by overall 

MYMOP2. In problem specific symptoms almost all patients improved as well as in the 

category of symptom severity. Furthermore, the number of symptoms reported by patients 

pre-group reduced at post-group in over half the sample.  

Activity levels increased for 9/16 (Table 2) of patients with half the sample increasing their 

leisure pursuits (Table 1) probably as a result of the increased functioning levels, which in 

turn could lead to feelings of wellbeing. No patients reduced their activity levels to below 

those at pre-group. For the remainder there was no change in activity levels at post group 

when compared to pre-group levels. 



These results, albeit based on a small sample suggest that at the post-group assessment, 

using standardised psychological tests, patients report feeling the benefits of attending 

TBMA groups.  

Post group to six month follow up outcomes from standardised assessments 

Insert Table 3 here 

Comparison between post group and the six month follow up outcomes as  

demonstrated on the standardised assessments 

Insert pie chart 8 here 

The percentage for depression in Pie Chart 8 in particular worsened for 9/143 patients (it was 

the highest percentage of all categories) as did general wellbeing in MYMOP2 at 6/14 of 

patients (see Pie Chart 13) at follow up when compared to post group data analysis. 

However, as there had been (13/16 patients) reduction in depression at the earlier post 

group stage the worsening of this percentage is not as great as might at first be thought. The 

post group analysis for depression and general wellbeing had improved for all but a very tiny 

percentage of patients when compared to pre-group. Consequently, it could be said that 

there is a reduction in the maintenance of the improvement shown at post-group. The higher 

percentage of increased depression at follow up may be due to the loss of the support of the 

group during the six months post-group to follow up. In contrast there were some 

participants who improved on their previously improved or no change post-group score for 

depression, others remained at the same level of improvement. It would be understandable 

that general wellbeing would decrease if depression increased. However, at follow up 3/14 

patients improved in general wellbeing and 5/14 patients showed no change when 

compared to the post group improvement. Consequently, it could be said that 8/14 patients 

improved or maintained their overall wellbeing. 

It could be speculated that GPs advising that medication for depression be tapered over a  
 
period of time influenced patients’ perception of their levels of depression. Patients on anti- 
 

                                                           
3
  There are now 14 patients because two patients withdrew in the 6 month post group to follow up 

assessment period 



depressants could want to give them up if they were feeling better, however GP advice to  
 
remain on the medication due to physiological dependency will prevent them from doing   
 
this. 

 
 

Insert pie chart 9 here 
 
 
 
 

Global Assessment of Functioning (GAF) appears to have been about the same for each of 

the improvement and no change categories when comparing post to follow up. 10/14 

patients either improved still further from their post group scores or maintained their 

improvement whilst only 4/14 patients reported feeling worse at follow up than at post group. 

Insert pie chart 10 here 
 
 
 
 
 
 
 
 

8/14 patients showed a large improvement in their overall MYMOP2 score, whilst 5/14 got 

worse only 1/14 showed no change when compared to the improvement shown in the post-

group score. 

Insert pie chart 11 here 
 
 

Anxiety, as measured by GAD7, showed that there was improvement in anxiety (i.e. 

reduction) in 3/14 patients and no change from the post group levels of improvement for 

6/14. Hence approximately 9/14 of patients reported either improvement or maintenance of 

their anxiety levels from post group as measured at follow up. 5/14 patients reported feeling 

more anxious at follow up when compared to post group. On balance most patients 

continued to remain less anxious at the six month follow up when compared to post group 

analysis.  

Insert pie chart 12 here 
 

 

There was a reduction in symptom severity distress 10/27 of symptoms (as in the pilot  

study outcomes) at follow up, with 12/27 reporting no change.  Hence approximately  



22/27 of patients reported either improvement or the same levels of symptom  

severity distress.  

Even though some still experienced their symptoms maybe some could manage them better.  

Others remained the same as at post-group where there had been an improvement in  

coping. 5/27 reported a worsening of their symptoms. Once again the majority of  

patients had maintained their improvement post group or had continued to improve still  

further to the six month follow up stage.  

Insert pie chart 13 here 
 
 

8/14 of patients reported either improvement or maintenance of their general  
 
wellbeing at six months follow-up. A larger number, 6/14 patients, than at post group  
 
reported a decrease in general wellbeing via MYMOP2 scores at follow up as shown Pie  
 
Chart 13.  This is inconsistent with the sustained improvement scores on other instruments.  
 
It is unclear why this is the case; perhaps missing the support of the group, leaving them  
 
feeling more alone with their symptoms.  Nevertheless, 5/14 reported no change and  
 
3/14 improved still further at follow up.  
 

insert pie chart 14 here 
 
 

Levels of activity further increased at follow up in 7/14 patients when compared to post group 

demonstrating some capacity to do more, and feel better for it perhaps. This is contrary to 

the percentage feeling worse for general wellbeing of 6/14 at follow up when compared to 

immediately post group.  

Consequently, despite feeling less well overall in terms of general wellbeing and more 

depressed than at post group patients were still able to continue to maintain and even 

increase their engagement in activity perhaps as result of increased global functioning,  

reduced symptom distress and anxiety levels experienced at follow up. 

 

Trends in the data 



An important trend shown in the six month follow up data analysis is that the improvements 

made at post group are not only sustained at three months post group, as in the previous 

pilot research study, but patients report continued improvement at the six month stage. 

Patients maintained or improved their levels of progress on a number of measures including 

overall global functioning, overall MYMOP, anxiety, symptom distress and activity. In the 

pilot research study previously conducted with a bigger sample, which had been followed up 

randomly in case studies to four years post follow up, patients reported sustained 

improvement at that stage too. 

It is not possible to know precisely why improvement continues so long after post group but it 

could be speculated that this may be linked to their embodied change in perception towards 

their body (and symptoms), the action plan to change the way they manage their life (and 

symptoms) which is tailor-made by each patient, as well as because of the group experience 

and the individual contact experienced in phase one and two. From the Participant 

Experience Form (PEF) patients appear to have enjoyed the group experience and hence 

attendance at all the groups was excellent.  

 

Discussion 

This is a very minor piece of practice-based evidence and as the numbers are still very small 

any interpretation must be undertaken with extreme caution. Interestingly, some patients 

develop new symptoms. Whilst this was not demonstrated previously in the earlier pilot study 

(Payne & Stott 2010), it has been reported in the literature. 

Patients appear to have found the programme acceptable and were committed to attend the 

groups. From the PEF, they said that they had benefited from the group experience having 

no hesitation in recommending it to friends and family. 

Therefore there are some hints from this treatment intervention data analysis about how 

Symptoms Groups can mobilise patients towards self-management. There is no alternative 

treatment available and appealing. This is because patients do not see the more widely 

offered CBT as relevant as most have a physical explanation rather than a psychological 



one for their symptoms. In addition the stigma attached to psychological interventions means 

that they feel unable to access such therapy.  

These patients are extremely high utilizers of health resources and consequently, supporting 

these patients is essential not only for the patients but for saving NHS resources and 

increasing GP capacity. The frustration experienced by both patients and GPs as a result of 

the lack of treatment options to support these high health utilizers can be resolved through 

delivery of programmes via The MUS Clinic. 

 

Summary 

First indications from the delivery of TBMA in primary care suggest that it can benefit 

patients with MUS and the health service by encouraging coping strategies which promote 

patient self-management thereby reducing the demand for and cost of services. In addition, 

it is acceptable to patients and provides more patient and GP choice of treatment for MUS. 

Furthermore, we know from patient self-reporting that the courses helped GP practices to 

conserve costs by reducing consultation time, and increasing capacity crucial in these times 

of low GP recruitment in the NHS in England. If the apparent positive trends indicated in this 

very small sample were maintained after the sample is scaled up, with addition of a control, 

the findings would be of great interest. This is therefore a subject for further research.  

P2W intends to continue to improve the lives of patients with MUS in Hertfordshire, England 

and are actively pursuing similar service delivery elsewhere through the training of 

facilitators qualified in the fields of dance movement psychotherapy, body psychotherapy 

and appropriately qualified counsellors/psychotherapists/health professionals. P2W has 

trained 30 group facilitators in TBMA so far with a view to them facilitating groups privately 

under licence and in the NHS and/or in the private health care sector.4  

 

                                                           
4 Training courses, dates and information can be found at www.pathways2wellbeing.com 

Or email info@pathways2wellbeing.com  
twitter @p2w_ltd 

 

http://www.pathways2wellbeing.com/
mailto:info@pathways2wellbeing.com


Acknowledgements 

The authors wish to express gratitude to the UK Department of Health for their funding of 

this project and to Hertfordshire PCT, as was, in particular the mental health lead 

commissioner Graham Munn, the patient participants, and the group facilitator Silvana 

Reynolds. 

References 

Adler, J. (2002) Offering from the Conscious Body, Rochester, VT: Inner Traditions. 

Aguera L; Failde I; Cervilla JA; Diaz-Fernandez P; Mico JA (2010) Medically unexplained   

      pain complaints are associated with underlying unrecognized mood disorders in primary   

      care. BMC Family Practice, 11: 17.  

Allen, LA; Woolfolk, RL (2010) Cognitive behavioral therapy for somatoform disorders.  

      Psychiatric Clinics of North America, 33: 579–593. doi: 10.1016/j.psc.2010.04.014 

American Psychiatric Association (2013) Diagnostic and Statistical Manual of Mental  

       Disorders, Fifth Edition. American Psychiatric Association, Arlington, VA. 

Barkham, M., Mellor-Clark, J (2000). Rigour and relevance:  Practice-based evidence in  

       the psychological therapies. In N. Rowland & S. Goss (eds). Evidence-based   

       counselling and psychological therapies: Research and applications (pp.127-144).   

       London: Routledge. 

Barsky AJ, Borus JF (1995) Somatization and medicalization in the era of managed care.  

       JAMA; 274, 24:1931-1934. 

Bermingham S; Cohen A; Hague J; Parsonage M (2010) The cost of somatisation among  

       the working-age population in England for the year 2008-09. Mental Health in Family  

       Medicine, 7, 71-84. 

Bridges KW; Goldberg, DP (1985) Somatic Presentation of DSM-III Psychiatric Disorders in    

       Primary Care. Journal of Psychosomatic Research, 29: 563–9. 

Campbell LF, Norcross JC, Vasquez MJ, Kaslow NJ (2013). Recognition of psychotherapy 

effectiveness: the APA resolution. Psychotherapy, 50, 1: 98–101. 

http://dx.doi.org/10.1016/j.psc.2010.04.014


Chodorow J (1992) Dance Therapy and Depth Psychology: The Moving Imagination,   

       London: Routledge. 

Creed F (2009). Medically unexplained symptoms--blurring the line between “mental” and   

       “physical” in somatoform disorders. J Psychosomatic Research; 67: 185-7. 

Creed F, Guthrie E, Fink P, Henningsen P, Rief W, Sharpe M, White P. (2010) Is there a   

       better term than “medically unexplained symptoms”? Psychosomatic Research; 68: 5-8. 

Creed, F., Henningsen, P., Fink, P. (2011). Medically unexplained symptoms, somatisation   

       and bodily distress. Cambridge: Cambridge University Press. 

Department of Health (2012) Liberating the NHS: No decision without me about me.   

       Government Report. 

Department of Health (2014) Medically Unexplained Symptoms/Functional Symptoms   

        Positive Practice Guide. Improving Access to Psychological Therapies.    

          http://www.iapt.nhs.uk/silo/files/medically-unexplained-symptoms-postive-practice-guide-2014.pdf 

Dewey, J. (1991). John Dewey, The Later Works, 1925-1953, vol. 12, Logic: The Theory of     

        Inquiry (1938) (Vol. 26). Carbondale: Southern Illinois University Press. 

Dimsdale, J., Sharma, N., & Sharpe, M. (2011). What do physicians think of somatoform   

        disorders? Psychosomatics, 52, 154–159. 

Du, S; Yuan, C; Xiao, X; Chu, J; Qiu, Y; Qian, H (2011) Self-management programs for    

        chronic musculoskeletal pain conditions: a systematic review and meta-analysis.   

         Patient  Educ Couns. Dec; 85(3):e299-310. doi: 10.1016/j.pec.2011.02.021. Epub 2011   

       Mar 31. 

DXRevision watch (2015) http://dxrevisionwatch.com/?s=ssd (accessed 14.6.15) 

Edwards T; Stern, A; Clarke, DD; Ivbijaro, G; Kasney, ML (2010) The treatment of patients 

with MUS in primary care: a review of the literature. Medical Mental Health Family Medicine, 

December; 7, 4: 209–21. 

Frances A. (2013) DSM-5 somatic symptom disorder. Nervous Mental Disorders; 201: 530-

1. 

Gallagher, S., Zahavi, D. (2007). The phenomenological mind: An introduction to   

http://www.iapt.nhs.uk/silo/files/medically-unexplained-symptoms-postive-practice-guide-2014.pdf
http://dxrevisionwatch.com/?s=ssd


       philosophy of mind and cognitive science. Oxon, UK: Routledge. 

Gendlin, E (1982) Focussing. Second edition, Bantam Books, ISBN 0-553-27833-9. 

Gibson, J.J. (1979) The ecological approach to visual perception. Boston, MA: Houghton   

       Mifflin. 

Gonzalez J; Williams JW; Noel PH; Lee S (2005) Adherence to mental health treatment in   

       a primary care clinic. Journal of the American Board of Family Practice; 18:87–96. 

Grossman P; Nieman L; Schmidt S; Walach H (2004) Mindfulness-based stress reduction   

       and health benefits: A meta-analysis. Psychosomatic Research 57; 35–43. 

Grover S; Aneja J; Sharma A; Malhotra R; Varma S; Basu D; Avasthi A (2014) Do the  

       various categories of somatoform disorders differ from each other in symptom profile  

       and psychological correlates? Published online before print June 4, 2014, doi:   

      10.1177/0020764014537238 International Journal of Social Psychiatry, June 4, 2014 

0020764014537238 

Guy, A., Thomas, R., Stephenson, S., Loewenthal, D. (2011). NICE under scrutiny: The  

      impact of the National Institute for Health and Clinical Excellence guidelines on the  

      provision of psychotherapy in the UK. London: UK Council for Psychotherapy Report 

Hague, J (2008) MUS-the number of patients affected in England, cost and cost offsets    

      (unpublished report). 

Health and Social Care Information Centre (HSCIC) (2006) 2006/07 UK General Practice  

      Workload Survey. 

Hofmann, S. G., Sawyer, A. T., Witt, A. A., Oh, D. (2010). The effect of Mindfulness based   

       therapy on anxiety and depression: A meta analytic review. Journal of Consulting and  

       Clinical Psychology, 78, 2, 169-183. 

Kabat-Zinn, J (1982) An out-patient program in Behavioural Medicine for chronic pain   

       patients based on the practice of mindfulness meditation: Theoretical considerations  

       and preliminary results. General Hospital Psychiatry 4:33-47. 

Kabat-Zinn, J., Lipworth, L.; Burney, R. (1985) The clinical use of mindfulness meditation  

       for the self-regulation of chronic pain. Journal of Behavioural Medicine 8:163-190. 



Kabat-Zinn, J., Lipworth, L., Burney, R. and Sellers, W. (1986) Four year follow up of a  

      meditation-based program for the self-regulation of chronic pain: treatment outcomes   

      and compliance. Clinical Journal of Pain, 2:159-173. 

Kabat-Zinn, J., Wheeler, E., Light, T., Skillings, A., Scharf, M.S., Cropley, T. G., Hosmer, D.; 

Bernhard, J. (1998) Influence of a mindfulness-based stress reduction intervention  

      on rates of skin clearing in patients with moderate to severe psoriasis undergoing     

      phototherapy (UVB) and photochemotherapy (PUVA). Psychosomatic Medicine, 60: 625- 

      632. 

Khan AA; Khan A; Harezlak J (2003) Somatic symptoms in primary care: Aetiology and  

     outcome. Psychosomatics, 44:471–478. 

Koch, S; Caldwell, C; Fuchs, T (2013) On body memory and embodied therapy. Body,  

     Movement and Dance in Psychotherapy, 8,2, 82-

94.doi:10.1080/17432979.2013.775968. 

Leiknes KA; Finset A; Moum T; Sandanger I.(2008) Overlap, comorbidity, and stability of  

     somatoform disorders and the use of current versus lifetime criteria. Psychosomatics; 49:  

    152-62. 

Levy Berg, A; Sandahl, C; Bullington, J (2010) Patients’ perception of change processes in  

    affect-focussed body psychotherapy for generalised anxiety disorder. International journal   

    for Body, Movement and Dance in Psychotherapy, 5, 2 151-169. 

Lin, Y; Payne H (2014) The BodyMind Approach™, Medically Unexplained Symptoms     

    and Personal Construct Psychology. International Journal for Body, Movement and Dance  

    in Psychotherapy, 28 May 2014 doi:10.1080/17432979.2014.918563. 

Löwe B; Spitzer RL; Williams JBW; Mussell M; Schellberg D (2008) Depression, anxiety and  

    somatization in primary care: syndrome overlap and functional impairment. General  

    Hospital Psychiatry 30: 191–199. doi: 10.1016/j.genhosppsych.2008.01.001.   

Mahvi-Shirazi, M; Fathi-Ashtian, A; Sayed-Kazem Rasoolzade-Tabatabaei; Amini, M (2012)  

    Irritable bowel syndrome treatment: cognitive behavioral therapy versus medical  

    treatment. Arch Med Sci. 2012 February 29; 8, 1: 123- 129.doi 10.5114/aoms.2012.27292 

http://dx.doi.org/10.1016/j.genhosppsych.2008.01.001
http://dx.doi.org/10.5114%2Faoms.2012.27292


McWhinney I; Epstein R; Freeman T (1997) Rethinking somatization. Annals of Internal  

    Medicine, 126: 9,747–50.  

Merleau-Ponty, M. (1962). Phenomenology of perception. English translation by C. Smith  

     with revisions by F. Williams; D. Gurriere. London, UK: Routledge 

Merleau-Ponty, M. (1965). The structure of behaviour. English translation by A.L. Fisher. (C.   

     Smith, Trans.). London: Methuen. 

Miller, J., Fletcher, K; Kabat-Zinn, J. (1995) Three-year follow-up and clinical  

     implications of a mindfulness-based stress reduction intervention in the treatment of   

     anxiety disorders. General Hospital Psychiatry, 17:192-200. 

Mills, D.M. (2005). Darkness in the theatre: the perception of the embodied self in action.  

     Personal Construct Theory and Practice, 2, 1-9. 

Morriss R; Dowrick C; Salmon P (2007). Cluster randomised controlled trial of training  

     practices in reattribution for medically unexplained symptoms. British Journal of    

     Psychiatry; 191:536–42. 

Nimnuan, C; Hotopf, M; Wessely, S (2001) Medically unexplained symptoms: An  

     epidemiological study in seven specialities,. Journal of Psychosomatic  Research 51,    

     361-367. 

Ogrodniczuk, JS; Joyce, AS; Piper, WE (2013) Change in alexithymia in two dynamically   

     informed individual psychotherapies. Psychotherapy Psychosomatics; 82(1):61-3. doi:  

     10.1159/000341180.  

Oliveira VC; Ferreira PH; Maher CG; Pinto RZ; Refshauge KM; Ferreira MI (2012)  

      Effectiveness of Self-Management of Low Back Pain: Systematic Review with Meta- 

      Analysis. Arthritis Care & Research, 64, 11, pp 1739–1748, doi 10.1002/acr.21737. 

Oxford English Dictionary (2015). Oxford University Press. 
http://www.oed.com/view/Entry/153946?rskey=jNoItF&result=1 (accessed May 23, 2015)  

 
Panhofer, H; Payne, H (2011) Languaging the embodied experience.    
  
     International Journal of Body, Movement and Dance in Psychotherapy, 6,3, 
 
Payne, H (2006a) The body as container and expresser: Authentic Movement groups in the  

http://www.ncbi.nlm.nih.gov/pubmed/23147381
http://www.ncbi.nlm.nih.gov/pubmed/23147381
http://www.oed.com/view/Entry/153946?rskey=jNoItF&result=1


      development of wellbeing in our bodymindspirit. In: J Corrigall, H Payne and H Wilkinson    

      (eds) About a Body: Working with the embodied mind in psychotherapy. London:  

      Routledge. 

Payne, H (2006b) (ed) Dance movement therapy: Theory, research and practice. London   

      and New York: Routledge. 

Payne H; Fordham R (2008) Group BodyMind Approach to Medically Unexplained   

      Symptoms: Proof of Concept & Potential Cost Savings. Unpublished Report, Funded by  

      The East of England Development Agency/University of Hertfordshire. 

Payne H; Eskioglou M; Story J (2009) Medically unexplained symptoms: A holistic bodymind 

approach to group therapy for depression and anxiety in primary care. Unpublished report by 

Category Consulting Ltd. Funded by the East of England Development Agency. 

Payne H (2009) Pilot study to evaluate Dance Movement Psychotherapy (the BodyMind  

      Approach) with patients with medically unexplained symptoms: participant and facilitator   

      perceptions and a summary discussion. International Journal for Body, Movement &  

      Dance in Psychotherapy, 5, 2, 95-106. 

Payne H; Stott D. (2010) Change in the moving bodymind: Quantitative results from a pilot  

       study on the BodyMind Approach (BMA) to group work for patients with medically   

       unexplained symptoms (MUS). Counselling and Psychotherapy Research, 10, 4, 295- 

       307. 

Payne, H. (2015). The body speaks its mind: The BodyMind Approach® for patients with 

medically unexplained symptoms in primary care in England. The Arts in Psychotherapy, 42, 

19-27. 

Payne H (2016) The BodyMind Approach™: Supporting the wellbeing of patients with    

       chronic medically unexplained symptoms in primary health care in the UK. In: V Karkou;   

       S Oliver; S Lycouris (eds) Oxford Handbook of Dance and Wellbeing to be published by  

       Oxford University Press, submitted for publication 

Payne H; Westland G; Karkou V; Warneke T (2014) Reflections on the article ‘An   

      investigation into the application and processes of manualised group body       

http://www.tandfonline.com/doi/full/10.1080/17432979.2014.915479
http://www.tandfonline.com/doi/full/10.1080/17432979.2014.915479


      psychotherapy for depressive disorder in a clinical trial’ by Nina L.R. Papadopoulos and   

      Frank Röhricht (Body, Movement and Dance in Psychotherapy, 9, 3, 2014): Opening the   

      discussion between dance movement psychotherapy and body psychotherapy. Body,     

      Movement and Dance in Psychotherapy, 9, 3, 181-182.  On line 07 May 2014.       

      doi10.1080/17432979.2014.91547. 

Roemer, L., Lee, J. K., Salters-Pedneault, K., Erisman, S. M.,Orsillo, S. M., Mennin, D. S.  

         (2009). Mindfulness and emotion regulation difficulties in generalized anxiety disorder:    

         Preliminary evidence for independent and overlapping contributions. Behavior   

        Therapy, 40, 142–154. doi:10.1016/j.beth.2008.04.001 

Ryan, P., Morgan, S. (2004). Assertive Outreach: A Strengths Approach to Policy and   

        Practice. Churchill Livingstone. 

Sartorius, N (2007) Stigma and mental health. The Lancet, 370, 9590, 810 - 811, 8      

         doi:10.1016/S0140-6736(07)6124 

Sharma, M; Rush, S (2014) Mindfulness-Based Stress Reduction as a Stress Management 

         Intervention for Healthy Individuals: A Systematic Review. Journal of Evidence-Based  

        Complementary and Alternative Medicine, doi: 10.1177/2156587214543143   

Sharpe, M. (2000). Functional somatic syndromes: Etiology, diagnosis and treatment by  

         Peter Manu (book review). Biological Psychology, 53, 93-97. 

Sharpe M, Mayou R, Walker J. (2006) Bodily symptoms: new approaches to classification. J   

         Psychosomatic Research, 60: 353-6. 

Simon GE; VonKorff M; Piccinelli M; Fullerton C; Ormel J (1999) An international study of the   

         relation between somatic symptoms and depression. New England Journal of   

        Medicine, 341: 1329–35.  

Speckens AE, VanHemert AM, Bolk JH, Rooijmans HG, Hengeveld MW (1996).   

         Unexplained physical symptoms: outcome, utilization of medical care and associated   

         factors. Psychological Medicine; 26, 4:745-52. 

Stone, J., Wojcik, W., Durrance, D., Carson, A., Lewis, S., MacKenzie, L., Warlow, C.P., 

Sharpe, M. (2002) What should we say to patients with symptoms unexplained by disease?  

http://www.tandfonline.com/doi/full/10.1080/17432979.2014.915479
http://www.tandfonline.com/doi/full/10.1080/17432979.2014.915479
http://www.tandfonline.com/doi/full/10.1080/17432979.2014.915479
http://www.tandfonline.com/doi/full/10.1080/17432979.2014.915479
http://www.tandfonline.com/doi/full/10.1080/17432979.2014.915479


         The "number needed to offend". British Medical Journal, 325;1449-1450 

Tarr B, Launay J, Cohen E, Dunbar R. (2015) Synchrony and exertion during dance  

         independently raise pain threshold and encourage social bonding. Biology Lett. 11:  

         20150767. http://dx.doi.org/10.1098/rsbl.2015.0767 

The Information Centre for Health and Social Care (ICHSC) (2012) Quality Outcomes   

        Frame-work, Achievements, Prevalence and Exceptions Data, 2011/12 (QoF) 

Verhaak, PF; Meijer, SA; Visser, AP; Wolters, G (2006) Persistent presentation of   

       medically unexplained symptoms in general practice. Family Practice, Aug; 23, 4:414-   

       20. Epub 2006 Apr 21. 

Voigt K, Wollburg E, Weinmann N Herzog A, Meyer B, Langs G, Löwe B.(2012) Predictive 

validity and clinical utility of DSM-5  Somatic Symptom Disorder--comparison with DSM-IV 

somatoform disorders and additional criteria for consideration. Psychosomatic Research, 73: 

345-50. 

Vøllestad J; MB Nielsen; Nielsen GH (2012) Mindfulness- and acceptance-based  

       interventions for anxiety disorders: A systematic review and meta-analysis. British    

      Journal of Clinical Psychology, 51, 239–260. 

Walsh R; Shapiro SL (2006) The meeting of meditative disciplines and western  

       psychology: A mutually enriching dialogue. American Psychologist, 61,3, 227-239. doi:  

        10.1037/0003-066X.61.3.227 

Watkins, E., Moulds, M. (2005). Distinct modes of ruminative self-focus: Impact of abstract  

        versus concrete rumination on problem-solving in depression. Emotion, 5, 319–328. 

Watkins, E., Teasdale, J. D. (2004). Adaptive and maladaptive self-focus in depression.  

        Journal of Affective Disorders, 82, 1–8. 

Williams, J. M. G. (2008). Mindfulness, depression and modes of mind. Cognitive Therapy  

        and Research, 32, 721–733. 

Whitehouse, MS (1999) Reflections on a metamorphosis. In: P. Pallero (ed.) Authentic       

        Movement: Essays by Mary Starkes Whitehouse, Janet Adler and Joan Chodorow. 

London: Jessica Kingsley Publications. 

http://psycnet.apa.org/doi/10.1037/0003-066X.61.3.227


Whiting, P; Bagnall, AM; Sowden, AJ; Cornell, JE; Mulrow, CD; Ramírez, G (2001) 

Interventions for the Treatment and Management of Chronic Fatigue Syndrome: A 

Systematic Review. JAMA; 286 (11):1360-1368. doi:10.1001/jama.286.11.1360. 

Woolfolk, RL; Allen LA; Apter JT (2012) Affective-Cognitive Behavioral Therapy for  

         Fibromyalgia: A Randomized Controlled Trial. Pain Research Treatment: 937873   

         Published online 2011 Sep 7. doi:  10.1155/2012/937873 

Yalom, I., Leszcz, M (2005) Theory and practice of group psychotherapy. Basic Books: New        

        York. 

 

 

 

. 

 



Clinical outcomes from The BodyMind Approach™  

for the treatment of patients with medically unexplained symptoms  

in an English primary care setting: Practice-based evidence 

Table 1: To show pre to post group analysis of questionnaire  

TEST Improved Worsened No change 
 
Leisure 

 
9/16 (56%) 

 
3/16 (19%) 

 
4/16 (25%) 

 
Support 
 
 
Absence from Work  

 
7/16 (44%) 
 

 
0/16 (0%) 
 

 
9/16 (56%)) 
 
 

(Group 3 only) 

 
GP visits 
(Groups 2 & 3 only 
Missing data: 1 person) 

 
 

1/6 (17%) 
  
4/11(36%) 

0/6 (0%) 
 
4/11 (36%) 

5/6 (83%) 
 
3/11 (28%) 

Hospital visits 
(Groups 2 & 3 only) 

7/12 (58%) 1/12 (8%) 4/12(33%) 

  
 

                

Medication 3/16 (19%) 1/16 (6%) 12/16 (75%) 
 
      

   

Number Symptoms 12/16 (75%) 0/16 4/16 (25%) 
 
 

   

Employment status   0/16 (0%)   0/16 (0%) 16/16 (100%) 
NB one person changed to a different type of medication and was entered under no change 

 

 

 

 

 

 

 

 

Figure



Table 2: To show patient changes in function of pre to post group 

TEST Improved Worsened No change 
 
Depression PHQ9 
 

 
13/16 (81%) 

 
1/16 (6%) 

 
2/16 (13%) 

Global Functioning  GAF 
 
 
Overall  MYMOP2  

13/16 (81%) 
 
 
13/16 (81%) 

1/16 (6%) 
 
 
1/16 (6%) 

2/16 (13%) 
 
 
2/16 (13%) 
 

 
Anxiety  GAD7 
 

 
11/16 (69%)        

 
2/16 (13%) 

 
3/16 (19%) 

    
Symptoms MYMOP2 17/26 (65%) 

 
2/26 (8%)               7/26 (27%) 

    
General Wellbeing MYMOP2 
      

10/16 (63%) 2/16 (13%) 4/16 (25%) 

    
Activity MYMOP2 
 

9/16 (56%) 0/16 (0%) 7/16 (44%) 

    

 

Table 3: To show patient changes in function post group to six months follow up  

TEST Improved Worsened No change 
 
Depression PHQ9 
 

 
3/14 (21%) 

 
9/14 (64%) 

 
2/14 (14%) 

Global Functioning  GAF 
 
 
Overall  MYMOP2  

4/14 (29%) 
 
 
8/14 (57%) 

4/14 (29%) 
 
 
5/14 (36%) 

6/14 (43%) 
 
 
1/14 (7%) 
 

 
Anxiety  GAD7 
 

 
3/14 (21%)        

 
5/14 (36%) 

 
6/14 (43%) 

    
Symptoms MYMOP2 10/27 (37%) 

 
5/27 (19%)               12/27 (44%) 

    
General Wellbeing MYMOP2 
      

3/14 (21%) 6/14 (43%) 5/14 (36%) 

    
Activity MYMOP2 
 

7/14 (50%) 3/14 (21%) 4/14 (29%) 

NB percentages have been rounded up; symptoms category reflects numbers of symptoms (up to 2 

per patient) 



 
Graph 1: Example of percentage improvement in social support, medication, GP & hospital visits 

 

Pie Chart 1: Patients reporting reduced feelings of depression  
81.25% of patients reported a reduction in depression 

 
Pie Chart 2: Percentage of patients reporting improved Global Functioning 

81.25% of patients report and improvement in global functioning 
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81.25% improved 

6.25% reduced  

12.5% no change 



Pie Chart 3: Percentage of patients reporting increased overall score for MYMOP including activity, 

symptom severity and wellbeing 

81.25% of patients report improvement in overall scores 

 
Pie Chart 4: percentage of patients reporting reduced anxiety levels 

68.75% of patients reported a reduction in anxiety 

 

                   Pie Chart 5: Percentage of patients reporting Symptom Severity 
65.3% of patients reported an improvement in symptoms 

 
Pie Chart 6: Percentage of patients reporting increased general wellbeing 
62.5% of patients report improvement in their feeling of general wellbeing 

Pie Chart 1: Key: blue=62.5%; green 25%; red 12.5% 

 
 

 

 

 

mymop overall 

81.25% increased 

6.25% decreased 

12.5% no change 

anxiety 

68.75% reduced 

12.5% increased 

18.75% no change 

symptom severity 

65.3%decrease 

7.6%increase 

26.9%no change 

 general wellbeing 

increased wellbeing 

decreased wellbeing 

no change 



Pie Chart 7: Percentage of patients reporting improved activity  

56.25% of patients report improved activity 

 
 
 
 
 

Pie Chart 8: Percentage of patients reporting depression  

 

Pie Chart 9: Percentage of patients reporting global functioning 

 

Pie Chart 10: Percentage of patients reporting overall score for MYMOP2  
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Pie Chart 11: Percentage of patients reporting anxiety 

 

 
Pie Chart 12: Percentage of patients reporting symptom severity 

 

 
Pie Chart 13: Percentage of patients reporting general wellbeing 
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Pie Chart 14: Percentage of patients reporting activity levels 
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