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Preface

Psychosomatic medicine has many definitions. It is accepted as a comprehensive, 
interdisciplinary framework aimed at assessing psychological factors related with 
individual vulnerability and how these elements influence the course and outcome 
of illnesses. An integral perspective (biopsychosocial) of clinical practices and 
a whole vision of psychotherapies make a better contribution to the prevention, 
treatment, and rehabilitation of medical diseases. Psychosomatic medicine is 
considered as a way to practice medicine, a field that includes specific pathologies 
(and not others) and, more recently, a whole perspective of human suffering.

This book is divided into three sections. The first, “Psychosomatic Medicine,” 
addresses some general topics and includes two chapters by Prof. Lázár Imre 
(“The Network Paradigm: New Niches for Psychosomatic Medicine”) and 
Dr. Anders Anne Iris Miriam (“Psychological and Societal Implications of 
Projecting the Shadow on the Feminine in Tibetan Buddhist Contexts”). The 
second section, “Organic Diseases and Psychosomatic Approach,” includes chapters 
on “Fibromyalgia Syndrome” (Dr. Martínez-Quiñones et al.) and “Palliative Care” 
(Dr. Mejías et al.) The third section focuses on different psychopathologies from 
a psychosomatic point of view. The two first chapters in this section highlight 
some topics on anxiety and depression. Orla McDevitt-Petrovic and Karen Kirby 
focus their chapter on “Health Anxiety,” and Ralph F. Tauber et al. develop their 
chapter on “Psychosomatic Rehabilitation for Depression.” A third chapter by 
I. Jáuregui-Lobera and M. Montes-Martinez focuses on “Emotional Eating and 
Obesity.” Finally, there are two chapters devoted to “Traumatic Stress Disorders,” 
by Yuanyuan Li et al. and Dr. Margaret Trey.

This book is the result of international contributors from China, Germany, 
Hungary, the United Kingdom, Spain, and the United States. We thank all authors 
for their chapters, which undoubtedly will contribute to improving knowledge in 
the field of modern psychosomatic medicine.

We would also like to thank IntechOpen, specifically Ms. Sandra Bakic and  
Ms. Mia Vulovic, for making this scientific book possible.

Ignacio Jáuregui-Lobera
Pablo de Olavide University,

Sevilla, Spain
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Chapter 1

The Network Paradigm: New 
Niches for Psychosomatic 
Medicine
Imre Lázár

Abstract

Psychosomatic medicine, as a philosophical frame and practical approach of 
the diagnostic and therapeutical agency, had been undergone several renewals 
and reframing in the past. We overview the history of psychosomatics and map its 
branches. Psychoanalytic and psychodynamic frameworks, the Engelian biopsycho-
social concept, the paradigm of behavioral medicine, the clinical psychophysiologi-
cal research background, the clinical fields of PNI, psychocardiology, biobehavioral 
oncology, the so-called mind-body medicine, and stress medicine frameworks 
reflect a converging pluralism. Psychoneuroimmunology offers a comprehensive 
framework to analyze key issues of psychosomatics in a social neuroscience frame-
work and to demonstrate the significance of the network approach in bridging the 
gap between psychosomatics and biomedicine. Network medicine creates a shared 
denominator for analyzing socioeconomic, interpersonal, life event-based narra-
tive factors together with psychophysiological features of the clinical and health 
psychological problems and promotes convergence of psychosomatics, biomedi-
cine, and lifestyle medicine, too. On the other side, psychosomatic medicine as 
a particular professional medical specialization is not universal at all. In Europe, 
one can find such specialization only in Germany, while psychotherapy applied by 
somatic experts is practiced in wider circles. Finally, we explore the new niches for 
psychosomatic orientation offered by integrative frameworks like lifestyle medicine 
and network medicine.

Keywords: names and frames of psychosomatics, psychoneuroimmunology,  
network medicine, institutionalization

1. The network paradigm: new niches for psychosomatic medicine

Man is not an indifferent hanger for carrying the disease. Man is the larger part 
of the disease. Temperament affects even skull fractures. It affects the coloration 
of acute diseases and especially certain chronic and maybe non-exogenous disease 
types, which cannot be properly understood or judged unless we follow the internal 
and typically more significant threads of their etiology into the unique tangle of 
individual characteristics (László Németh [1]).
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1.1  Roots and branches, names and frames of psychosomatics: a historical 
analysis

Psychosomatic medicine, as a philosophical frame and practical approach of 
the diagnostic and therapeutical agency, had been undergone several renewals and 
reframing in the past. If we try to explore the archeology of psychosomatics, we 
can trace its orientation back to Galenus, Hippocrates, or the Chinese The Yellow 
Emperor’s Classic of Medicine.

Galenus wrote about the connection between melancholy and mammary 
carcinoma following theories by Hippocrates, attributing the cause of breast cancer 
to an “excess of black bile,” implying more than a disbalance of humor, and pointing 
to the habitus, the emotional and behavioral character. Emotional disorders and 
mental illnesses also had been considered to constitute a significant part of diseases 
in Chinese medicine, where such illnesses were classified as Qing Zhi disorders. 
The so-called emotion-wills implied the Qi Qing:-seven emotion, namely happi-
ness, anger, anxiety, pensiveness, sorrow, fear, and fright and the Wu Zhi five wills: 
happiness, anger, thinking, sorrow, and fear. According to the ancient Chinese 
approach, they play a primary role in the onset, progress, and prognosis of most of 
the diseases.

As emotions are deep human ecological representations of the environment 
depending on perceptions, evaluation, and interpretation of the outer and inter-
nal environment, we can realize that psychosomatics is also a human ecological 
approach immersed into external and internal networks of social, psychological, 
neuroendocrine-immune and molecular layers.

The emotional response to environmental challenges depends on personality 
(A, C, D type) as a result of personal history (early mother–child attachment, adverse 
childhood experiences); personal development; Pavlov’s, Skinner’s, and Bandura’s 
learning processes and system-like social influences (family relationships in frame of 
Milano School, worksite mental health issues); competition and frustration; domina-
tion and submission; social rank; and self-evaluation (shame, feeling guilty).

In an overview of the history of psychosomatic concepts regarding human 
suffering, we find changing frames for the connection between mind and body in 
a multilayered human ecological setting. The psychoanalytic and psychodynamic 
frameworks, the hypnotic phenomena, stress medicine based on Cannon’s fight-or-
flight reaction, Selye’s stress, Lipowski’s consultation-liaison medicine, the Engelian 
biopsychosocial concept, and the paradigm of behavioral medicine have network 
features in common.

In the background, the clinical psychophysiological research emerges with 
the clinical fields of psychoneuroimmunology, psychocardiology, and biobehav-
ioral oncology. This way, the so-called mind-body medicine and stress medicine 
frameworks reflect a converging pluralism. The frames are diverse, and the foci 
are common. Information flow through the social, cognitive-emotional, psycho-
logical, neural, endocrine, and immune interfaces and the molecular transcrip-
tomic interfaces and backward. These paths and regulative networks have shared 
evolutionary origins. These are the structural-functional, patterned heritage of 
ours, organizing biopsychosocial adaptation and the structural wisdom of the 
human body. Their adaptive/maladaptive potential depends on the changing 
environmental context.

Drawing a Venn diagram of different historical or competing schools of psycho-
somatic medical philosophy, we find many overlapping themes, which might also be 
considered as hubs of multilayered network organization of psychosomatic phe-
nomena, working as a network of networks (Figure 1). The letters sign some of the 
evolutionary steps of psychosomatics without a claim for the whole picture (Table 1).
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Contemporary psychosomatic medicine broke away from the psychoanalytic foun-
dations, and its research directions reflected a turn toward networking with other dis-
ciplines, as an interdisciplinary approach named behavioral medicine. The behavioral 
medicine and the concept of consultation-liaison psychosomatics bound to Lipowski 
[2] brought psychosomatics closer to mainstream biomedicine, enhancing their 
collaboration. The Engelian turn of the biopsychosocial paradigm explicitly expressed 
the importance of information flow through the network of networks that built up 
dynamically connected social, psychological, somatic, and molecular-genetic layers.

In 1977, the Yale Conference on Behavioral Medicine had a strong impact to 
the history of psychosomatic medicine. The participants, like Joseph Matarazzo, 
Redford Williams, David Shapiro, and Gary Schwartz, defined a new framework 
for the former psychosomatic medicine, as the study and treatment of diseases, 
disorders, or abnormal states in which psychological processes and reactions 
are believed to play a prominent role. There were several opinions regarding the 
identification of psychosomatics with behavioral medicine. Some considered 
it identical; others expressed the opinion that behavioral medicine was only a 
fraction of psychosomatics, while others viewed behavioral medicine imply-
ing psychosomatic medicine and additional areas of medical and psychological 
concern. The wider definition of behavioral medicine extended the former 
borders of psychosomatics, proposing behavioral medicine as “the field concerned 
with the development of behavioral-science knowledge and techniques relevant 
to the understanding of physical health and illness and the application of this 
knowledge and these techniques to prevention, diagnosis, treatment, and reha-
bilitation. Psychosis, neurosis, and substance use are included only insofar as they 
contribute to physical disorders as an endpoint” [3]. Further extension of former 

Figure 1. 
Venn diagram of different psychosomatic discourses.
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A 1818 Heinroth The name “psychosomatics” Mind-body 
network

B 1843 Le Cabanis Relationship between body and 
spirit

Mind-body 
network

C 1880 Fabre A nervous system disorder can 
cause organ damage, and the 

abnormal functioning of an organ 
always affects the nervous system

Neurovisceral 
network

D 1886 Bernheim Physical symptoms of hypnotic 
suggestions are results of 

ideosensory and motoric reflexes

Neurovisceral 
network

E 1889 Janet The block, the dissociation, and 
reversible amnesia between the 

conscious and unconscious results 
in several psychopathological 

phenomena that can be treated by 
hypnosis

Neurovisceral 
network

F 1892 Male Pathology of emotions, the 
organ symptoms that result from 

emotions, is similar to those caused 
by physical factors

Neurovisceral 
network

G 1896 Freud Psychoanalysis based on the 
theory of dynamic psychiatry, 

libido theory, conversion neurosis, 
hysteria, symbolic organ speech

Mind-body 
network

Gy 1905 Ferenczi Short dynamic psychotherapy Mind-body 
network

H 1905 Pavlov Paradigm of conditioned reflexes 
providing a framework for 

neurobiological learning theory

Neurovisceral 
network

I 1909 Eppinger and Hess Description of sympathicotony and 
vagotony

Neurovisceral 
network

J 1928 Heileg and Hoff Relationship between 
environmental pressure and 

infection incidence

Neuroimmune 
network

K 1926–1935 Metalnikov and 
Chorin

1926
Speransky

1935

The conditioned neutral stimulus 
might provoke inflammation

“immune conditioning”

Neuroimmune 
network

L 1932 Cannon The alarm reaction
Fight-or-flight versus tend or mend

Neurovisceral 
network

M 1932 Erickson M.H. Traumatic amnesia and 
psychosomatic symptoms are 

psychoneuro-physiological 
dissociations that can be resolved 

by “internal resynthesis” using 
hypnotherapy

Neurovisceral 
network

N 1935 Breur Relationships between tuberculosis 
relapses and life events

Neuroimmune 
network

O 1936 Selye Designates the information 
pathways of HPA axis as 

mechanism of stress-related 
psychosomatic problems

Neuroimmune 
network

Neuroendocrine 
network

7
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psychosomatics included social and institutional spheres and deep biological 
system and network insights as well.

The disciplines contributing to the study of behavioral phenomena include 
psychology, sociology, anthropology, education, epidemiology, biostatistics, and psy-
chiatry. These disciplines must be coupled with the biological and medical sciences 
relevant to understanding the disease processes under study. The networking posi-
tion of behavioral medicine is apparent from epistemological perspective, too. The 
following matrix clarifies the deep connection with network medicine (Figure 2).

P 1936 Bergmann Pathology of functional internal 
medicine

Neurovisceral 
network

Q 1937 Hetényi Autonomous nervous system-based 
diseases of internal medicine

Neurovisceral 
network

R 1937 Papez Mental experience is transformed 
into the psychophysiological 

pattern of emotions by the limbic-
hypothalamic system

Neurovisceral 
network

S 1940 Scharrer The central nervous system 
controls the hormone production 
of the endocrine system through 

the hypothalamus

Neuroendocrine 
network

T 1942 Bykow Corticovisceral pathology Neurovisceral 
network

TY 1943 Dunbar Relationship between personality 
and psychosomatic disease

Mind-body 
network

X 1950 Alexander Psychosomatic medicine Neuroimmune 
network

Y 1955 Charva The system model of 
neurohumoral integration

Neurovisceral 
network

Neuroendocrine 
network

U 1955 LeShan Specific pattern of cancer risk 
based on a biographical history 

and personality survey of cancer 
patients

Neuroimmune 
network

Ü 1957 Bálint Doctor-patient relationship and 
communication as a factor in 

healing. Bálint groups

Mind-body 
network

V 1972 Weiner Psychosomatic problems 
as disorders of information 

transmission between the limbic-
hypothalamic–pituitary system

Neuroendocrine 
network

W 1974 Ader Psychoneuroimmunology Neuroimmune 
network

Sz 1977
1978

Matarazzo
Schwartz/Weiss

Behavioral medicine Mind-body 
network

Z 1984 Caccioppo Development of social 
neuroscience

Mind-body 
network

ZS 1995 Meaney Social epigenomics Mind-body 
network

Table 1. 
Network features of psychosomatic models [4, 5].
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Sz 1977
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Table 1. 
Network features of psychosomatic models [4, 5].
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In this matrix, a disease is indexed at the sociological, epidemiological, anthro-
pological, psychological, biomedical, and physiological levels of networks, and this 
is a multidimensional analysis with reference to different times (risks, pathophysi-
ology, prognosis, treatment, and rehabilitation) and agency.

While behavioral medicine extended the core psychosomatic view to the 
broadest hermeneutical frame, the consultation-liaison psychosomatic medi-
cine was connected to the mainstream psychiatry, with the following scope of 
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1. The role of psychosocial variables in the development of illness (etiology)

2. The examination of the causative connections between the changes of psychosocial 
variables and physiological parameters (psycho-endocrinology, psychoimmunol-
ogy, psychocardiology)

3. The fundamental psychological changes accompanying illness (illness behavior)

4. The psychological and mental concomitants of specific somatic processes

5. The effect of therapeutic methods affecting behavior on somatic conditions and 
somatic variables
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stress, creating the basis for a new “network” field of psychosomatics, the 
psychoneuroimmunology.
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The rise of psychoneuroimmunology is a typic example of behavioral and 
medical interpretation of human disease. Its core explanatory model is based on 
insights of neuroimmune modulation, the bidirectional communication between 
neuroendocrine and immune system enabled by shared receptors and cross talk of 
messengers, and their integrated neuroendocrine-immune information pathways 
consisting of neurotransmitters, interleukins, neuropeptides, and hormone, 
including even myokines and adipokines [6]. These evolutionary patterned 

Figure 2. 
Matrix of problems with which behavioral medicine is concerned [3].
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communication networks create a network of networks throughout the whole body, 
including the brain and all the organs. In the social-psychological, cognitive-
evaluative, emotional, neurovisceral associations, connections, and circles, 
regulative positive and negative feedback loops create unity of rational, emotive, 
visceral, molecular, receptoral, and transcriptomic-genetic levels. The prehistory of 
psychoimmunology is mostly shared with psychosomatics, and its hermeneutic and 
heuristic features are close to what network medicine offers [6].

As early as at the end of the nineteenth century, we see data about the effect 
of damaging the nervous system on the loss of protection against anthrax. At the 
beginning of the twentieth century, Salomondsen and Mandsen already connected 
vagotomy and the atopic and anaphylactic reactions, and Hatiegan first described 
the effect of adrenaline on increasing the amount of lymphocytes in 1925, which 
was confirmed by Frey and Tonietty in 1927.

In Metalnikov and Chorine’s 1926 work, they already discussed the condition-
ability of immune phenomena. The general immunological influence of emotions 
was described by Erich Wittkower, when he detected an increase in the number 
of white blood cells in the states of anxiety, anger, grief, and heightened mood. 
He coined the term “Affektleukocytose” to describe this phenomenon, which he 
explained with the stimulation of the sympathetic nervous system. A group of 
physiologists from Cluj-Napoca, Csaba Hadnagy and the Romanian Baciu, also 
joined this trend when they examined the effects of emotions and the autono-
mous nervous system on the number of white blood cells at the beginning of 
the 1940s.

Locke had already prepared a bibliography of more than 1500 articles in 1983 
under the title Behavioral Immunology. If we take into account the names given to 
the scientific field discussed in these articles, the first “christening” took place in 
1974 and is connected to Robert Ader, who used the term psychoimmunology and 
in 1981 extended it as psychoneuroimmunology. The term of neuroimmunomodula-
tion is connected to Herbert Spector, while Berczi and Szentiványi used the term 
neuroimmune biology. They all include the overlap of different networks thought to 
be autonomous.

Even in the comprehensive work of Franz Alexander, psychosomatic medicine 
includes also internal diseases which, some decades later, turned to be under-
stood in psychoneuroimmune contexts, like IBD, bronchial asthma, rheumatoid 
arthritis, peptic ulcer, Graves disease, neurodermatitis, and, as recent data show, 
hypertension which is not an exception at all. Although Alexander did not realize 
the neuroimmune information pathways and the networked features behind these 
diseases, his “psychosomatic” internal medicine was strongly attached to psychoso-
cial relationships and conflicts including clinical phenomena generated by neuro-
immunobiological networks.

1.3 Hungarians’ contributions to psychoneuroimmunology

Reviewing contributions to the prehistory of psychoimmunology, we can find 
the researchers’ sensitivity toward the neuro-immunobiological network response 
to environmental challenges, as a shared feature in oeuvre of Hungarian scien-
tists, like Selye, Berczi and Nagy, Bertók, Bohus, or Jancsó Jr. Selye presented the 
first neuroendocrine-immunological insight to human adaptation in 1936 when 
he proved the somatic triad of general adaptation syndrome, including peptic 
ulcer, adrenal hypertrophy (endocrine), and thymic and lymphoid atrophy. Selye 
confirmed the effect of the adrenocortical extract on inducing thymic atrophy 
in rats in 1943, and he called attention to the role of corticosteroids in regulating 
the inflammatory response in 1949. This research resulted in the development of 
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the medication that is so important for autoimmune or allergic patients. However, 
Selye’s Hungarian students also achieved important results in the field of endocrine 
immunology. István Berczi became a colleague of Selye in the 1960s, and he was 
exploring the immunological effects of hypophysis hormones together with Éva 
Nagy. They were among the first to confirm that not only cortisol but other stress 
hormones, such as the growth hormone or prolactin, also participate in the regula-
tion of the hemo-lymphopoietic system and the immune functions. Lóránd Bertók, 
a guest researcher of Selye in the 1960s, can also be considered one of the pioneers 
of natural immunity research. He examined the protective role of bile acids against 
bacterial lipopolysaccharides. The toxic effect of the lipopolysaccharide endo-
toxins released by bacteria is an essential promoter of inflammation since their 
membrane-disrupting, capillary-penetrating, shock-inducing, and fever-inducing 
effects provide dramatic components of the illness. During endotoxic shock, the 
levels of ACTH, corticoids, and beta-endorphin increase; however, the levels of 
prolactin, TSH, T3, and T4 are reduced. These effects are mediated by immune 
mediators such as IL-1, IL-6, and TNF, which are secreted by the macrophages acti-
vated by endotoxins and monocytes. Lóránd Bertók’s research also confirmed that 
the radiotherapeutic treatment of the endotoxins reduces their toxic effect and this 
harmless product, the so-called Tolerin, can increase the natural immune reaction 
and mobilize stem cells.

Hungarian researchers played a pioneering role in the discovery of another 
system of connections, the “neuroimmune network.” Besides István Berczi, Andor 
Szentiványi also played a role in discovering the nature of the connections between 
neuroendocrine-immune networks when he prevented the anaphylactic response by 
lesions created in the tubular area of the hypothalamus. The work of Miklós Jancsó 
Jr. was also important. He investigated the effect of histamine on the endothelial 
vascular cells and the reticuloendothelial system as early as in the 1940s and identi-
fied histamine as the physiological activator of the reticuloendothelial system. 
However, he also identified another neuroimmune network, which played a large 
role in the understanding of the neuroimmune processes taking place on the internal 
and external surface of the body. Through research sensory neurons in the 1950s, 
Miklós Jancsó Jr. concluded for the first time that a neuroimmune network must exist, 
in which the sensory fibers play an important role. The antidromic electric excitation 
of the sensory nerves triggered an inflammatory response, which the researcher was 
able to prevent with capsaicin treatment and the selective destruction of C fibers. On 
the internal surfaces of the gut or joints, sensory fibers and the increase of substance 
P play an essential role in inflammatory processes. The discovery of Miklós Jancsó Jr. 
still provides a paradigmatic network interpretation framework for psycho-immune 
research today. This network might play a role in trigger point and referred pain 
theory of Janet Travell and other reflextherapy theories, too.

Béla Bohus and his colleagues also brought a new slice of reality into the range 
of interpretation of PNI, examining the correlations between social interactions, 
dominance, subordination, behavioral traits, and physiological indicators. Social 
hierarchy is a network structure at ethological/social levels, which is transferred to 
neuroendocrine-immune networks through cognitive behavioral networks.

We should mention further Hungarian think tanks as well, such as the works 
of Elemér Endrőczy Csaba Nyakas and Lajos Korányi, or the research group led by 
Szilveszter Vizy, among which Ilia Elenkov’s or Judit Szelényi can be mentioned as 
outstanding representatives of the field. In the field of applied psychoimmunology, 
we have to mention the pioneering role of György Németh and András Guseo.

The turning points and parallel evolutionary pathways of psychosomatics and 
psychoneuroimmunology, listed in Table 1, share covert network logic.
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2. The neuroimmune networks

Networks are stand-alone factors in themselves, displayed by graphs depicting 
symmetrical or asymmetrical relations between cells, molecules, organs, and social 
relationships and life events. The network-type depiction is also warranted by the 
need to present regulatory cycles in block schematics, system theory modeling, and 
the communication and information paths and logical relationships. The neuroim-
mune networks are graphs, and the task is to identify the nodes (sometimes hubs) 
connecting them and the system of relations between them. However, under the 
socio-psychoimmunological approach, the limits of the graph’s validity exceed 
the levels of the systems of molecules, organs, and organ systems and bypass the 
individual and personal as well. Under this approach, partnerships, social support, 
control, power, the territorial principle, dominance and submission, and social 
ranking are all presented in a set of relationships that can be outlined by graphs, 
edges, and hubs. However, connections over time are also aligned to the psychoim-
munological interpretation of diseases as a graph and network, in the narrative 
framework of psychosomatics. Therefore, the particular “metagraph network” of 
socio-psychoimmunology lies across several layers of graphs.

The anamnesis and history disclosed by the patient, the writing or conversa-
tion therapy for exploring and disclosing traumas, the research for early traumas, 
and the investigation of infection chains, learning about the dramatic dynam-
ics underlying socio-somatic relations, are all possible using the toolset of this 
expanded, narrative network analysis.

This is the anatomy of experience embodied in text, the crystallography of the 
petrified personal suffering. Identifying the persons and events included in the 
fate-text and exploring the system of their relations pose the same kind of chal-
lenge for network theory as the exploring the “small-world” networks of relevant 
mediators, and comparison of the neural, endocrine, and immune networks, and 
locating the hubs that connect them and drawing the graph lines of the relation-
ships in them.

The identification of key players, dominant communities, groups, and the 
system of relationships between them, based on the personal narrative, and the 
understanding of tensions of social rank are an inevitable part of “decoding” 
the socio-psycho-immune network. This is how actual dramatic hubs connect 
patterns of vulnerable personality reactions, traumatic life events, social rank, 
and dominance relations and neuroimmune stress networks. As it is the person 
who explores and reveals it in the therapeutic process, psychoimmunotherapy 
includes a rearrangement of the representations of the external set of relations 
and the set of relations hidden by time generated in mind. This means a network 
analysis of social behavioral cognitive and clinical psychophysiological networks 
of relevance. This might offer revelatory rearrangements between the related set 
of life events, personality, and psychological network pattern and the narrative 
representation network, which may reach even the neuroimmune networks in the 
deep. This is why the social networks and their narrative reflection in life history 
should be analyzed together with biological networks of the socio-psychoimmu-
nological network model.

Situation assessment, psychophysiological, and neuroendocrine networks 
make up such extended networks, and so do the neuroendocrine and neuropeptide 
patterns, cytokine networks, extracellular messengers, and intracellular molecular 
paths, genetic programs, and transcription processes. Overrepresented hubs and 
edges that determine the dynamics and types of physiological and pathological 
events, as well as possible therapies, are also outlined here.
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2.1 Network features of Solomon postulates

George Freeman Solomon was one of those pioneers who established the 
scientific paradigm of psychoimmunology in the 1960s and 1970s, pointing to the 
connections between brain, behavior, and immunity. He gathered the psychoimmu-
nological revelations in a corpus of postulates [7]. We can test these postulates from 
the network perspective.

Graph of neuroendocrine-immune networks might be seen as real small-world 
networks in which most nodes are not neighbors of one another, but the neighbors 
of any given node are likely to be neighbors of each other, and most nodes can be 
reached from every other node by a small number of hops or steps.

2.1.1 Neuroendocrine-immune chain

IL-1, paraventricular NA secretion- CRH-ACTH-adrenocortical cortisol/(sick-
ness behavior, neuroendocrine-immune feedback, inflammation theory of depres-
sion based on depletion of dopamine, or diminishing serotonin secretion)

Immunological abnormalities may be accompanied by psychological or mental 
disorders.

Activation of the immune system can lead to changes in the activity of the 
central nervous system.

Immune signaling can also affect the central nervous system.
Cytokines of the immune system, as part of the neuroimmune endocrine axis, 

play a role in endocrine regulation, including stress-induced endocrine processes.
Cytokines influence psychological processes and cause psychiatric symptoms. 

Immunity influences behavior, and behavior can aid in immune regulatory functions.

2.1.2 Psychoneuro-endocrine-immune chain

Psychological states/traits-neural networks-stress hormones-immune system 
(C-type personality, right frontal hemispherical dominance, chronic stress, depres-
sion, shame, submissive status)

Adaptive coping styles and enduring characteristics can improve the prognosis 
of immune diseases and protect susceptible patients from the disease.

Stress coping and traits, including personality traits that influence stress man-
agement, may influence the immune response to exogenous antigenic stimuli.

Emotional changes and distress (state characteristics) can influence the onset, 
severity, and course of disorders controlled by immune processes or resulting from 
disturbed immune processes (allergies, autoimmune, diseases, AIDS).

Severe emotional and mental disorders can cause immunological disorders.
Immune functions may also be affected by altered states of consciousness.
Experimental behavioral effects may lead to immunological changes.
Damage to and stimulation of some regions of the central nervous system may 

lead to immunological changes.
Substances produced and regulated by the central nervous system (neurotransmit-

ters, neuropeptides, other neuroendocrine factors) must influence immune processes.

2.1.3  Social-psychoneuroimmune network chains (social rank, social evaluative 
theory, shame, bereavement, social losses, social exclusion, voodoo, cultural 
nocebos)

In extensive prospective studies, specific patterns of psychological risk should be 
associated with a higher incidence of immune disease.
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Genetic, gender, and behavioral factors influence the immunological effects of 
stress.

In addition to the influence on the adult psyche, early injury and the traumatic 
mother-child relationship can affect the adult immune system.

Therapeutic influencing behavior (psychotherapy, relaxation, biofeedback, and 
hypnosis) may also affect immune function.

Positive emotions stimulate immune function.

2.2. Bridges in the network

Immunocompetent cells have receptors for receiving neuropeptides, neurotrans-
mitters, and endocrine signals.

Central nervous and hormonal factors may play a role in the regulation of 
feedback processes in the immune system.

Lymphocyte receptors are also affected by changes in transducer sensitivities 
that are characteristic of mental disorders and cells of the central nervous system.

2.3 Hubs in the network

Thymic hormones that regulate immune function may be under central nervous 
system influence.

CRH plays a role in the processes and symptoms of depression and immunosup-
pression associated with depression.

Certain cell groups of the nervous and immune systems occur together.
The prenatal hormonal environment has an effect on CNS and the develop-

ment of the immune system, which can have lasting effects on both behavioral and 
immune functions.

Sleep affects both CNS and immune processes.
Immunological processes and specific personality characteristics (coping style, 

“hardiness”) may play a role in longevity.
Enzymes for the synthesis of brain neurotransmitters are found in immunocom-

petent cells and neurons.
Melatonin, a neuronal hormone involved in the regulation of circadian rhyth-

micity and affected by stress, affects immune function.
Mitogens, potent, non-specific immunostimulants, also act on the nervous 

system.
Immune cells influence the development and function of the surrounding 

nervous system.
Lymphokines may affect pituitary hormones directly and via the central nervous 

system.
Some cells of the central nervous system are capable of lymphokine production.
Cytokines of the immune system, as part of the neuroimmune endocrine axis, 

play a role in endocrine regulation, including stress-induced endocrine processes.
These psychoimmunological facts support the profound relevance of social and 

psychological network changes exerting deep visceral influence through psycho-
physiological networks. It also supports the connection between psychosomatics 
and broad areas of internal medicine.

The network-based interpretation of crucial issues of psychosomatics mapped in 
Table 1 follows the above principles. Social networks and neuro-immunobiological 
networks are linked with psycho developmental hubs. Common, hub-like narrative 
foci are the early mother–child relationships and the adverse childhood experiences, 
just like the syndrome of post-traumatic stress. Distorted early mother-child attach-
ment organizations have an impact on the so-called internal working model and 
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other personality features creating enhanced risks for some somatic diseases. A-type 
anxious avoidant secondary attachment organization might diminish empathy and 
hypothetically create a tendency toward A-type personality development, strive for 
dominance, competition, and hostility and tendencies for cardiovascular vulner-
ability. In contrast, C-type secondary anxious/ambivalent attachment organization 
creates lower self-esteem, behavioral inhibition of aggression, and expression of 
emotions, high anxiety, and psychophysiological arousal [8, 9].

Epigenetic consequences of distorted mother-child attachment, like down-
regulation of hippocampal GR receptors via histone methylation, distorted HPA 
feedback, and distorted estrogen regulation with consequences on adult maternal 
behavior also prove the hub-like role of the mother-child relationship between 
socio-psychological and developmental personality networks, stress physiological 
networks, and neuroimmune network.

Relations between transactional events, traumas, feelings of submission, and 
loss of control, just as chronic psychosocial stressors, that carry psychological 
meaning are explored in the networks of the socio-psychological layer. Alexithymia 
or social inhibition and the psychological network patterns of the C-type personal-
ity convert all this into increased HPA activity, high arousal, and increased LC/
NAerg activity, so that all this is eventually embodied in the disruptions of the 
immune cell network controlled by cytokines. Then, IL-1 and IL-6 as result of 
modified protein synthesis in the cell reach the central nervous system, and via 
modified dopaminerg and serotoninerg molecular network changes is transcribed 
into psychological network patterns and depression. The disturbances of the rank 
position experienced in social networks (reduced motivation, lack of adequacy in 
the workplace, family conflicts, loss of socioeconomic status) are also embodied this 
way (via neural networks and proinflammatory cytokines).

3. The psychoimmunology of social stress in the network context

Human social relationships might be occasionally the source of severe conflicts. 
In the light of social exchange theory, it is apparent that the individual is often 
exposed to severe distress in the high-cost medium of the temporal, monetary, and 
emotional strain of social interactions. Plenty of evidence is available for presenting 
the social-psychoimmune consequences of distorted human relationships.

The negative or ambivalent social relationships and the resulting conflicts and 
associated negative emotions can influence immune processes. Hostility, which we 
primarily know as a cardiovascular risk factor of psychosomatics, promotes inflam-
matory processes as well, which is indicated by elevation of CRP and IL-6, accord-
ing to the work of Suarez [10], and the increased level of the pro-inflammatory 
cytokines typical of depression as well.

Depression highlights a distinct area of research within social-psychoimmu-
nology, taking the correlations between depression and social integration into 
account, as well as the relationship conflicts and its negative effect on social 
perception. Depression is proven to be a mediating factor between socioeconomic 
patterns (personal income) and physical consequences (number of sick days) in 
behavioral and epidemiological research called Hungarostudy, verified by route 
analysis [11]. Depression is proven to be also an independent risk factor of myocar-
dial infarction [12].

The attitudes and emotions increasing the stress of social interaction and 
interpersonal emotional relationships, such as anger or the hardships caused by 
depression, are also reflected in the differences in the immune response. Social 
conflict influences the course of rheumatoid arthritis, in which case catecholamine 
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plays an important role among the neurohormonal factors mediating psychosocial 
distress. In the social network of ambivalent individuals (those who exert positive 
and negative influence as well), the ambivalent persons cause increased adrenergic 
reactions based on the work of Uchino et al. [13], and the contact and conflict with 
ambivalent persons can provoke an increase in systolic blood pressure. Long-
term tight ambivalent human relationships, rich in conflicts, are common in bad 
marriages, where worse health indicators are also often observed according to the 
findings of Kiecolt-Glaser and Newton [14]. The dissatisfaction indicator of mar-
riage is accompanied by worse immune indicators, as seen in the case of the ratio 
of anti-EBV antibodies, CD4+, or CD8+ cells. The hostile behavior typical of bad 
marriage, impulsivity resulting in cutting each other off when speaking, as well as 
critical and judgmental impatience, can be indicators of physiological differences 
and increased blood pressure and endocrine values, based on the work of Malarkey 
et al. [15]. Among newlywed couples, those who are more prone to adverse, hostile 
reactions, and this is recalled during a short, 30-min discussion, suppressed 
immune function was shown in samples taken 24 h later. Kiecolt-Glaser et al. 
[16] stated that the discrepancy indicating dysfunction of the endocrine-immune 
regulation was true to older couples as well during discussions where they had to 
recall their conflicts. The amount of negativistic behavior was in direct correlation 
with the weakening of the immune response. Mayne et al. [17] confirmed that as 
much as 45 minutes of exploratory discussion of conflict was enough to reduce 
lymphocyte proliferation in the examined women. During prospective research, 
Levenstein et al. [18] found a connection between ulcerative inflammation of the 
oral cavity and marital stress, while Kiecolt-Glaser et al. observed significantly 
approximately 60% longer wound healing in the case of couples exhibiting hostile 
behavior.

Trait-like hostility, characterized by aggression, anger, and cynicism, causes 
an even more evident immune regulatory disorder in the event of family con-
flicts, according to Mayne et al. [17]. Miller et al. [19] found a distinct correlation 
between hostile and cynical attitudes and behavior during conflict manage-
ment and the cardiovascular response, cortisol, and immune discrepancies. 
Social stressors induce a rise of pro-inflammatory mediators as well and cause 
systematic inflammation in the body, based on the work of Steptoe et al. [20]. 
Partnership conflicts, rejection, and exclusion have significant pro-inflammatory 
effects even compared to depression and various life events, according to the 
findings of Denson et al. [21].

4. Evolved network patterns in psychoimmunological risk situations

The neuroendocrine effects triggered in the brain by threatening environmental 
stimuli can create a preparatory pathogen-host defense effect on the native immune 
system, as a result of which the redistribution of the cells of the native immune 
system and their migration toward the exposed area are detected. All of this ensures 
the increased rate of healing after an injury. This response can be mobilized by both 
the presence of predators and the emergence of a significant conflict situation. In the 
opinion of Slavich and Cole [22], the mobilization of innate immunity is not only an 
evolutionary remnant but something that can be triggered by symbolic threats, social 
conflict, rejection, isolation, and exclusion as well. If we consider the genetic basis 
of the neuroendocrine and immune systems of mammals when investigating their 
immune system, we can identify a typical pro-inflammatory/anti-inflammatory 
response pattern by examining the transcriptome of the leukocytes circulated in the 
body that is the set of RNA typical of the cell.



15

The Network Paradigm: New Niches for Psychosomatic Medicine
DOI: http://dx.doi.org/10.5772/intechopen.91885

plays an important role among the neurohormonal factors mediating psychosocial 
distress. In the social network of ambivalent individuals (those who exert positive 
and negative influence as well), the ambivalent persons cause increased adrenergic 
reactions based on the work of Uchino et al. [13], and the contact and conflict with 
ambivalent persons can provoke an increase in systolic blood pressure. Long-
term tight ambivalent human relationships, rich in conflicts, are common in bad 
marriages, where worse health indicators are also often observed according to the 
findings of Kiecolt-Glaser and Newton [14]. The dissatisfaction indicator of mar-
riage is accompanied by worse immune indicators, as seen in the case of the ratio 
of anti-EBV antibodies, CD4+, or CD8+ cells. The hostile behavior typical of bad 
marriage, impulsivity resulting in cutting each other off when speaking, as well as 
critical and judgmental impatience, can be indicators of physiological differences 
and increased blood pressure and endocrine values, based on the work of Malarkey 
et al. [15]. Among newlywed couples, those who are more prone to adverse, hostile 
reactions, and this is recalled during a short, 30-min discussion, suppressed 
immune function was shown in samples taken 24 h later. Kiecolt-Glaser et al. 
[16] stated that the discrepancy indicating dysfunction of the endocrine-immune 
regulation was true to older couples as well during discussions where they had to 
recall their conflicts. The amount of negativistic behavior was in direct correlation 
with the weakening of the immune response. Mayne et al. [17] confirmed that as 
much as 45 minutes of exploratory discussion of conflict was enough to reduce 
lymphocyte proliferation in the examined women. During prospective research, 
Levenstein et al. [18] found a connection between ulcerative inflammation of the 
oral cavity and marital stress, while Kiecolt-Glaser et al. observed significantly 
approximately 60% longer wound healing in the case of couples exhibiting hostile 
behavior.

Trait-like hostility, characterized by aggression, anger, and cynicism, causes 
an even more evident immune regulatory disorder in the event of family con-
flicts, according to Mayne et al. [17]. Miller et al. [19] found a distinct correlation 
between hostile and cynical attitudes and behavior during conflict manage-
ment and the cardiovascular response, cortisol, and immune discrepancies. 
Social stressors induce a rise of pro-inflammatory mediators as well and cause 
systematic inflammation in the body, based on the work of Steptoe et al. [20]. 
Partnership conflicts, rejection, and exclusion have significant pro-inflammatory 
effects even compared to depression and various life events, according to the 
findings of Denson et al. [21].

4. Evolved network patterns in psychoimmunological risk situations

The neuroendocrine effects triggered in the brain by threatening environmental 
stimuli can create a preparatory pathogen-host defense effect on the native immune 
system, as a result of which the redistribution of the cells of the native immune 
system and their migration toward the exposed area are detected. All of this ensures 
the increased rate of healing after an injury. This response can be mobilized by both 
the presence of predators and the emergence of a significant conflict situation. In the 
opinion of Slavich and Cole [22], the mobilization of innate immunity is not only an 
evolutionary remnant but something that can be triggered by symbolic threats, social 
conflict, rejection, isolation, and exclusion as well. If we consider the genetic basis 
of the neuroendocrine and immune systems of mammals when investigating their 
immune system, we can identify a typical pro-inflammatory/anti-inflammatory 
response pattern by examining the transcriptome of the leukocytes circulated in the 
body that is the set of RNA typical of the cell.



Psychosomatic Medicine

16

Under normal circumstances, the activity of the sympathetic nervous system 
increases the conserved transcriptional response to adversity (CTRA) with the help 
of the adrenergic receptors, and the activity of the HPA axis reduces the CTRA-
dependent inflammatory response as a result of the released cortisol.

However, in the case of chronic social isolation, the threat of grief, and post-
traumatic stress, reduced activity of the anti-inflammatory glucocorticoid receptor 
(GR) can be detected. Therefore, the so-called conserved transcriptional response 
to adversity is triggered by threatening, stressful, or permanently uncertain adver-
sity as well, as indicated in Antoni’s report [23].

As mentioned above, the threat of grief, traumatic stress, social isolation, low 
socioeconomic status, or a cancer diagnosis all result in pro-inflammatory tran-
scription disorders. In experimental animal models, social instability, low social 
rank, and repeated defeat also resulted in a CTRA. Such challenges increase the 
activity of the genes responsible for the inflammatory immune response to extracel-
lular pathogens and bacterial infections and inhibit the genes responsible for the 
antiviral immune response to intracellular pathogens. The selective evolutionary 
advantage of all this is indicated by the fact that it increases the rate of CTRA, 
wound healing, and response to infection in the event of an actual physical threat. 
However, it is apparent from the observations that the CTRA is activated by several 
symbolic, social, anticipated, or imagined emergencies experienced in everyday 
life. In the event of prolonged perceived or real danger, social or physical threat, a 
glucocorticoid resistance might develop, which may lead to more severe inflamma-
tion or depression.

These phenomena had evolved as a result of the coevolution of hierarchic layers 
of social, cognitive, neural, immune, and transcriptomic, genetic layers of this 
hierarchical construction of different networks linked to each other. The highly 
conserved biological response to adversity, described above, is crucial to overcome 
the physical threats or injury. Modern-day social, symbolic, or perceived, even 
imagined, threats might also lead to a pro-inflammatory phenotype of (mal)
adaptive answer. The elevation of pro-inflammatory cytokines, such as IL-1 and 
IL-6, may contribute to elicit depressive symptoms. The overlap of depression with 
several physical conditions, including asthma, rheumatoid arthritis, chronic pain, 
metabolic syndrome, cardiovascular disease, obesity, and neurodegeneration, 
shows the psychosomatic significance and network character of this civilizational 
paradox. It is a central issue of psychosomatics and roots in the nonadaptive link-
ing of different, environmental, social, cognitive-emotional, neuroimmune, and 
genetic networks. Psychosomatics deals with this network of networks, where the 
informational pathways are the edges between nodes, hubs, and the more extensive 
network “patches.” The so-called social signal transduction theory of depression is 
a proper example to track how social-environmental information activate biological 
processes that lead to depression.

The hypothesis that experiences of social threat and adversity upregulate 
components of the immune system involved in inflammation is central to the 
social signal transduction theory of depression. The key mediators or messen-
gers, called pro-inflammatory cytokines, play a hub-like role in the network, which 
might induce profound changes in behavior like psychomotor retardation and 
social behavioral withdrawal, and influencing immune networks, and neural 
regulations of mood, anhedonia, and fatigue as symptoms of depression. Self-
perceived/perceived lower social status is associated with higher pro-inflamma-
tory cytokines (IL-6) in the dorsomedial prefrontal cortex (DMPFC) activity. 
The DMPFC plays a crucial role in the so-called mentalizing network, which is 
active in brain processes that model the thoughts and feelings of others, as well 
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as in evaluating the social status associated with this process. The ventromedial 
prefrontal cortex (VMPFC) plays an essential role in detecting and assessing 
signs of dominance. VMPFC damage leads to insensitivity to the social hierarchy 
and a lack of respect for age and gender. The amygdala plays an integrative role 
in the perception of dominance, learning processes are related to the social 
hierarchy, the perceived value of the individual within the group are linked to the 
amygdala, and its relationships with the hippocampus and striatum are produc-
tive. The lateral prefrontal cortex (LPFC) integrates social hierarchy information 
from the intraparietal sulcus and hippocampus, while VMPFC is responsible for 
organizing adaptive behavior. The network approach gives these centers a real 
social-psychoneuroimmune “hub” position.

On the other hand, diverse anatomical connections connect it to the amygdala, 
hypothalamus, and periaqueductal gray matter, thus reaching the stress pathways 
affecting the immune processes. Beyond its role in empathy and mentalization, it 
is also part of the so-called “aversive amplification” subnetwork, which activates 
the appropriate limbic areas in the event of threatening stress. In this regard, it 
plays a role in the processing of social impulses, perceiving others’ higher posi-
tions in social rank as a source of critical, negative, exclusionary, and punitive 
social impulses, as well as in their qualification of danger. The inferior social status 
presumption is associated with increased activity in this brain area.

The hypothesis of social signal transduction theory of depression regarding 
experiences of psychoimmunological effects of social threat and adversity is central 
in our network theory of psychosomatics.

5. Network medicine as a psychosomatic metamodel

In the network medicine, identification of networks, hubs, and edges represents 
a true “big data” challenge, as the protein synthesis is determined by nearly 25,000 
genes and the network hubs of “interactomes” are created by numerous proteins 
and functional RNS molecules as cell builders, on a scale of thousands. The number 
of network interactions with functional relevance is even higher. Learning about 
these interactions and identifying biological networks are the tasks for network 
medicine. However, the logic of network pathology is followed by research on 
the connections between the brain, hormone organs, and the immune system, on 
physiological networks, exploration of which is also a mapping task for interac-
tomes of different levels. Such a map, comprising nearly 7000 interactions, is drawn 
by the protein-protein interaction network map of Rual et al. [24], the metabolic 
network summary by Duarte et al. [25], as well as the cytokine maps. However, 
the concept of meaningful narratives, life events, personality types susceptible to 
disease, or Berne’s transaction analysis also strives to draw up such maps. Exploring 
the connection between anamnesis and disease progression is also a similar effort at 
representation.

The task is to identify interactomes as networks, within which the network 
patterns and relevant connection paths associated with the disease should be 
identified. Probably, the analysis of the socio-psychoimmunology paths is necessary 
as well, given that the “interactomes” of this mappable system of network relations 
can be identified. It is possible to explore the relationships between these factors, 
causal relations, and multidirectional pathways of influence, the network char-
acteristics of the personality and the body, and the dynamics of the evolution and 
progression of diseases. Low socioeconomic status, discrimination, and subordina-
tion are accompanied by an increased level of pro-inflammatory cytokines, with the 
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mediation of neurohumoral pathways, as demonstrated by Dickerson et al. [26], 
for instance. Anxiety, depression, and post-traumatic stress disease, along with the 
accompanying social and behavioral phenomena, are connected to neurohumoral 
and immune network anomalies, such as increased pro-inflammatory cytokines 
(e.g., IL-6) or the activation of the NF-kappa B path, which has central significance 
in the activity of inflammatory networks, according to Haroon et al. [27].

Identifying the degree of distribution and identifying the hubs characterized 
by several connections are needed to find the characteristics of these networks. At 
a molecular level, these can be TLR4, NF-kappa B, caspase, or, at the cellular level, 
macrophages or the cellular elements of the HPA axis representing nodes of the net-
work. More abstract network modeling makes neurological structures participating 
in the assessment of controllability, the psychological processes of social perception 
and assessment, and neurophysiological structures that organize the personality 
also such as hubs. This way, the early mother–child relationship, which is vital for 
the development of personality, in the evolution of neurobiological structures, and 
carries permanent immunobiological consequences, becomes a network hub, as 
described above. Similarly, several neural networks as centers might create a greater 
network system responsible for translating social events.

The network itself is held together by a few hubs that have many connections. 
This is why socio-psychoimmunology explores lifetime hubs pointing in so many 
directions (mother-child relationship, separation, loss of object, loss of control), 
positive or negative traits (pessimism, C-type personality, active or passive cop-
ing) that are sensitive in psychoimmunological terms, pathologic network patterns 
(blunted HPA activity, deregulation of glucocorticoid receptors, TH1/TH2 shift), 
and allergic or autoimmune disease patterns in patient narratives at the social level. 
(Figure 3). These various key “hubs” may connect several types of networks of cor-
relations. These small worlds are features of complex networks. The interconnected 
molecular networks are surrounded by relatively short path connections where a 
large portion of the component proteins are responsible for a low number of interac-
tions, while they may be along main routes affecting the entire body, influencing the 
entire network.

Therefore, the hubs responsible for specific local cellular processes may be 
deemed to be “party” hubs, while they may also be “date” hubs interconnecting 
processes and associating relationships that organize the interactome. Further char-
acteristics of the network are the “subgraphs” having motif power and in charge of 
biological functions such as negative or positive feedback or the oscillator function. 
These subgraphs are the totality of the interconnected hubs that make up a subnet-
work within the network. Most networks may be described by a substantial creation 
of beams and are accompanied by the generation of topology modules characterized 
by the emergence of a high local region with mutual connections. Hubs are charac-
terized by a high betweenness centrality that describes the number of the shortest paths 
running through the hub, otherwise referred to as “bottleneck.” This is the nature of 
regulatory networks with vector edges.

An essential part of network analysis is link analysis, which looks primarily at 
the relationships between factors, hubs, and objects. Psychoimmunology itself 
offers an excellent example for the analysis of key relationships and links between 
the various objects, as it identifies and maps relations between networks of differ-
ent characters (wired neural, endocrine propagated by blood flow, immune cells 
and mediators moving through tissues). Socio-psychoimmunology allocates the 
anamnestic narrative network relations, life events, and the social and symbolic 
cultural hub networks, through personality patterns, social-neuroscientific insight 
to responsible neural circuits deep to the cellular transcriptomic level of neuro-
endocrine-immune networks, exposing their mutual interactions. This network 
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approach provides a new framework of cognitive mapping for anamnesis, diagno-
sis, and therapy. The result is a transversal metanetwork appearing through a series 
of information transcripts and translation mechanisms, which weaves a psychoso-
matic disease pattern through the network layers with its own heteronomous hubs.

6.  Network framework as the common denominator of psychosomatics 
and internal medicine

The integrated internal medicine/psychosomatic/lifestyle medicine method 
is beneficial in improving the treatment of the disease, including the psychoso-
cial factors to be taken into account [28]. Such are loneliness, chronic stress, the 
role of life events, the loss of object, and the personal characteristics of coping. 
Psychosomatic diagnosis is supported by the Diagnostic Criteria for Psychosomatic 
Research (DCPR), which incorporates relevant psychological variables into the 
diagnostic system along the lines of the most important psychosomatic syndromes, 
like anxiety, functional physical and conversion symptoms, somatic symptom 
formation of psychiatric origin, somatic and hypochondriac perceptions and fears 
(disease phobia and fear of death), and suppression of the disease that refers to 
psychosomatically colored disease behavior. In contrast, alexithymia; risk patterns 
of A-, C-, and D-type personality; and behavior patterns include trait and state 
features of personality characteristics that affect the patient’s condition, including 
psychophysiological risks [29, 30]. Patients may require appropriate anxiety-
reducing therapeutic support or cognitive behavioral therapy for psychophysi-
ological involvement of chronic diseases. Clinical psychoimmunology offers new 
explanatory model and therapeutic framework for bronchial asthma, inflammatory 
bowel diseases, rheumatoid arthritis, specific autoimmune endocrine pathologies, 
and psychosomatic skin diseases. It is crucial if 25% of cardiovascular patients 
suffer from untreated depression, and the chronic inflammational process fed by 

Figure 3. 
Psychosomatic network of networks.
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depression, or similar psychoimmunological processes might contribute to the 
atherosclerotic vascular processes. Oncological patients have similar problems with 
untreated depression and the immunosuppressive effects of depression (in the case 
of NK cells) on the disease process.

Significant evidence-based research has indicated the increasing importance of a 
psychosocial approach in the field of internal medicine diseases, such as the SPIRR-
CAD study among depressed patients suffering from coronary arterial disease [31]; 
the PISO study, somatoform disorders [32]; or DAD study, diabetes [33]. Although 
the SPIRR-CAD study did not demonstrate the overall benefit of cascading inter-
ventional psychotherapy among depressed coronary artery patients, it showed the 
success of therapy in a “bond-damaged” group of patients and among adult bypass-
linked ISB patients [34]. Katon et al. [35] integrated “behavioral medicine” and 
psychosomatic approach to primary care. Lower HbA1c, blood pressure, and serum 
cholesterol was demonstrated among diabetic patients in the TEAM-care program 
than the control group receiving average care. Psychosomatics is not an alternative 
but an extension of the perspective of internal medicine. Lipowski [2] emphasizes 
that “psychosomatics” is an expression of the inseparability and interdependence 
of psychosocial and biological (physiological, somatic) aspects of human existence. 
This extension includes the extension of networks, too.

7. Risk factors and lifestyle risks of internal medicine diseases

Independent risk factors that increase the risk of internal medical diseases are 
also objects of a separate discipline, lifestyle medicine, addressing the relation-
ship between avoidable risk factors and lifestyle. However, lifestyle medicine links 
biomedicine and psychosomatics, also. Obesity; distorted coping that escalates into 
addictions (smoking, alcohol, drugs, sedatives, chemical comforters); sedentary 
lifestyle, or, on the contrary, overtraining due to a distorted body image; eating 
disorders; and high carbohydrate and fat intake may affect the risk of developing 
cardiovascular and metabolic disorders.

The Framingham study was one of the early follow-up studies that demonstrated 
the role of hypertension, smoking, and high blood fats among independent risk fac-
tors for coronary sclerosis. Today, depression and anxiety must also be considered 
an independent risk factor for coronary artery disease [12].

Life events can also affect the development and course of the disease. 
Bereavement, divorce with high values in the Holmes-Rahe scale, and common 
everyday stress experience called daily hassles all might play a role. For example, 
in respiratory diseases, a correlation is observed between stressful life events, 
perceived stress, and upper respiratory symptoms. The risk of provoking asthma 
is known for severe adverse life events. Rheumatoid arthritis often flares up after 
bereavement, divorce, and job loss. Serious conflict, divorce, bereavement, or love 
disappointment might induce or worsen course of ulcerative colitis.

Lifestyle medicine offers network-like interventions along with behavioral 
modification. One of these is regular exercise. In a plague of sedentarism, physical 
exercise might be a panacea for many lifestyle problems. The active muscles are 
part of the neuroendocrine-immune network of the human organism and exert 
significant influence on the metabolic system, the immune system, the brain, 
and the abdominal fat, which is also part of the complex informational network. 
Exercise induces endorphin secretion. Myokines exert their influence by the 
presence of their receptors on muscle, fat, liver, pancreatic, bone, heart, immune, 
and brain cells. Myokines like myostatin, IL-6, IL-8, IL-15, FGF21, follistatin-
like 1, brain-derived neurotrophic factor (BDNF), hepatocyte growth factor, 
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fibroblast growth factor, and insulin-like growth factor play role in metabolism 
and tissue regeneration. IL-15 reduces abdominal adipose tissue, while in heavy 
physical exercise, the secreted IL-6 as myokine rises to 100-fold of resting level 
and increases IL-1 and IL-10 as an anti-inflammatory mediator. Brain-derived 
neurotrophic factor might be secreted as a myokine, and muscle-derived BDNF 
enhances fat oxidation.

8. Discourses and institutions: networks of psychosomatic agency

On the other side, psychosomatic medicine as a unique professional medical 
specialization is not universal at all. In Europe, one can find such psychosomatic 
professional specialization only in Germany, while psychotherapy applied by somatic 
experts is practiced in many other countries. The new niches for psychosomatic ori-
entation offered by integrative frameworks of stress medicine, mind-body medicine, 
or lifestyle medicine and network medicine are based on the above insights of linked 
biopsychosocial networks. Is this a trans/interdisciplinary challenge or a constraint 
for networking of different disciplines? If we compare the definition of behavioral 
medicine by Schwartz and Weiss in 1978 [36] and the 2019 proposal for its renewal 
by the ISBM consensus boards, we find meaningful shifts. The “interdisciplinary 
field” was exchanged to “field characterized by the collaboration among multiple 
disciplines” with the meaning of networking of disciplines instead of filling the 
intermediary disciplinal gaps.

This way, network medicine means double challenge, to see the patient as socio-
psycho-biological “network of networks” and organize his/her healing in networks 
of disciplines, discourses, and institutions.

Psychosomatic medicine has its permanent revival fed by new findings in social 
neuroscience, clinical psychophysiology, or the new public health; nevertheless, 
its institutional network shows a narrow picture. Mental disorders (depression, 
chronic stress) proved to be independent risk factors in the development of auto-
immune, allergic and neoplastic diseases, and myocardial infarction. It has been 
confirmed by evidence-based basic research (social neuroscience, psychoneuroim-
munology, psychocardiology) and epidemiological analyses.

However, the institutionalization of psychosomatic clinical discourse showed a 
rather marginal status in the shadow zone of the high-tech, evidence-based practi-
cal development of biomedicine in the frontline. The discourse dynamics reflects 
the power inequities of health economic, academic, educational, and clinical health 
service networks.

In some countries (e.g., Germany, Japan), psychosomatic medicine can be 
practiced as a specialist field, with specialized psychosomatic clinical depart-
ments, separate institutes, and somatic and psychotherapeutic care in a joint 
framework, in teamwork. In Germany, there are over 5000 specialist physicians 
with psychosomatic and psychotherapist certifications. Outpatient care employs 
3058 psychosomatic professionals, while 10,269 physicians hold the title of the 
psychotherapist, and a total of 21,312 physicians with somatic background have 
the title of psychotherapist. There are 120 psychosomatic institutions in Germany 
with a total of approx. 20,000 beds (Statistik-Portal, 2014). Institutional care is 
also highly developed, and psychosomatic wards providing regional care in regional 
central hospitals provide patient care. Although the number of hospital beds is 
limited (9 to 36 beds), the units also provide consultation-liaison psychosomatic 
care for other clinical departments. The university and teaching hospitals (20–70 
beds) have a higher supply capacity, where in addition to healing, there is research 
and education.
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In March 2016, the Japanese Psychosomatic Society had 3300 members, 71.6% 
of whom were physicians (general practitioners, psychiatrists, pediatricians, 
obstetricians-gynecologists, dentists, and dermatologists). Psychosomatic internal 
therapists also formed a separate association with 1200 members (Japanese Society 
of Psychosomatic Internal Medicine) [37].

Although there are widespread organized discourse communities, academic 
associations of psychosomatic experts from gynecology and obstetrics, internal 
medicine, cardiology, and gastroenterology, just as numerous clinical departments 
all around the medical world, one can find significant disproportion between 
psychosomatic medical specialization and mainstream organized health care in most 
of the contemporary medical systems.

Psychosomatics might be absorbed by psychiatry, as C-L psychiatry might be 
seen as a branch of mainstream psychiatry. It shows the significant disciplinary 
distance from internal medicine and other disciplines, while issues of psychoim-
munology and psychocardiology are deeply embedded in the health-care system of 
internal medicine. This way, the emerging network centered renewal of behavioral 
medicine remains only an ideology than everyday clinical practice.

If clinical practice incorporates psychosomatics as part of mainstream medical 
discourse, guaranteeing the possibility of specialist examinations and special-
ized care and creating such specialist care units and scenes, the institutional and 
economic “emancipation” of the field is assured. In 2004, the so-called DAK/AHG 
study weighed the cost/benefit of long-term institutional psychosomatic treatment 
burdened with costly hotel services in 338 insured persons treated in psychosomatic 
hospital wards between January 1999 and February 2000. The results supported its 
“raison d’etre” and profitable values for health economic point of view [38].

One might see the reason of these contradictions even in nature of psychoso-
matic disease, as a patient complaining of somatic symptoms used to be reluctant to 
classify his or her complaints as psychiatric. One can overcome this situation by an 
invited consultation-liaison psychiatrist, as the patient is not seeking psychological 
treatment but a somatic care provider for his/her psychosomatic disorders. All of 
this requires collaboration, a psychosomatically informed professional organi-
zational culture, and a genuinely competent psychosomatic therapeutic delivery 
environment for the other treatments offered. Psychosomatic patients travel 
through routes of somatic care with their symptoms because of their interpretation. 
Once treated in a somatic ward, they are strongly attached to the physical origin of 
their complaints based on their explanatory model. Psychological assessment of 
symptoms is often considered offensive. Therefore, psychosomatic care is highly 
dependent on patient choice. If the primary and specialist care systems do not offer 
this type of care, the patient will not make such a decision either. Few people turn to 
psychiatric care providers for physical complaints of psychological origin, and the 
fear of stigmatization is a barrier, too. It follows that the internal structural features 
of institutionalized discourse impede the proper care of a large group of patients. 
Whereas in general medical practice, about one-third of patients suffer from 
psychiatric symptoms, and 23% of patients in primary care experience depression, 
22% with anxiety, and 20% with somatization, it may be relevant for primary 
care physicians to have additional psychosomatic licensure training. One-third of 
cardiological patients have mild depression without treatment; oncological patients 
have a similar situation, frequently. Beyond these institutional difficulties, there is a 
great need for integrating psychosomatic to biomedicine, as argued above.

Katon et al. [35] also demonstrated that the so-called TEAM-care program, 
integrating behavioral and psychosomatic approaches with the somatic practice 
of primary care, lowered HbA1c, blood pressure, and serum cholesterol levels. 
Psychosomatic patients also increase the costs of somatic care because of hotel costs 

23

The Network Paradigm: New Niches for Psychosomatic Medicine
DOI: http://dx.doi.org/10.5772/intechopen.91885

and ineffective, sometimes unnecessary diagnostics efforts. This costly, unneces-
sary “evidence-driven” defensive medical practice consumes energy, time, and 
space in patients requiring care. Specified psychosomatic care is mostly related/
reducted to clinical “elite institutions” and does not form part of general public 
hospital and outpatient practice. A few psychosomatic centers are connected to 
the university education (e.g., like the Psychosomatic Outpatient Department at 
the Institute of Behavioral Sciences, Semmelweis University) or occasionally as a 
department of the psychiatry clinic or elements of hospital psychiatric wards.

The concept of networked medicine in medical systems can also create new 
theoretical “niches” for psychosomatic clinical thinking. All of this may be impor-
tant to connect biomedicine with social neuroscience, clinical psychophysiology 
(e.g., psychoimmunology), stress medicine, or mind-body medicine. All these 
conceptual spaces, theoretical niches, also designate real institutional niches. There 
are vacant clinical spaces that can be filled with training, a new competent work-
force, and purely organizational innovation. As the affected patient population is 
unaware of the psychological roots or modifiers of their complaints, and even this 
non-knowledge often forms the mechanics of symptom formation (suppression, 
complexation, alexithymia, traumatic learning,), therefore their care is closely 
linked to extension of somatic specialists’ competence toward the psychosomatic 
horizon (specialist exam, license exam). On the other hand, the involvement of 
highly trained psychologists with clinical psychology specialization might also have 
an essential part of this organizational change. Such psychosomatic development 
can also affect oncology, dermatology, rheumatology, cardiology, and gastroenter-
ology networks.

The occupational health services offer a wide surface for preventive network 
medicine, too. Occupational health might have an important priority area for psy-
chosomatic preventive work and early disease detection. Recognizing the increasing 
work-related stress in the industrial space of globalization and the consequent 
economic loss of nearly EUR 40 billion to European Member States’ budgets has 
prompted European Union decision-makers to do the management of work-related 
stress management and mental health support, as a Member State’s duty from 
2007. Preventive stress management can be part of health promotion and may be of 
interest to both the employee and the employer in health psychological and psycho-
somatic practice, linked to screening and other public health preventive practices. 
The use of de-medicalized cognitive behavioral elements of mind-body preventive 
agency might be applied as worksite stress management training (like in case of 
Williams Life Skills training), new screening ways of psychophysiological risks, and 
available psychometric methods might help to implement worksite and community-
based prevention and intervention.

Psychologists with such skills, and occupational health practitioners sensitized 
in this regard, would achieve economically demonstrable results. Occupational 
health is the apparent scene for preventive and early psychosomatic intervention, 
as such screening of employees is easy to do and suits to the personal and corporate 
interest.

Psychosomatic diagnostic and counseling work or psychosomatic “lifestyle 
medicine” might have their niches in spa health, wellness network. They are, like 
the occupational health or specialist network, empty niches to fill with psychoso-
matics. The map of diverse, nevertheless, coherent discourses of psychosomatics 
can be reframed by the network medicine concept, a common denominator. If 
clinical practice incorporates psychosomatics as part of mainstream medical 
discourse, guaranteeing the possibility of specialist examinations and specialized 
care and creating such specialist care units and scenes, the institutional and eco-
nomic “emancipation” of the field is assured. The hermeneutic bridge, which had 
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Psychosomatic Medicine

24

been already established in the biopsychosocial framework, did not lead to closer 
hybridization. The neuroimmune biological network frame might help the social 
and psychological aspects join to the evidence-based biomedical disciplines includ-
ing the molecular and genomic transcriptomic level.

9. Conclusion

Steps in the history of psychosomatics share common heuristics in connecting 
different levels of environmental, psychological, neural, and visceral phenomena. 
This “multilayer” approach reflects the scientific will to follow the information flow 
from the social through the psychoneural and the visceral down to the molecular 
and genetic sphere and back. The psychophysiological core of psychosomatics has a 
human ecological context and deals with regulative network patterns of evolution-
ary roots. Concept of behavioral medicine shifted psychosomatics from a compre-
hensive psychodynamic explanatory model toward an integrative, multidisciplinary 
framework including levels of social, psychological, and somatic networks. Specific 
subfields of behavioral medicine, like psychoneuroimmunology, offer insights 
to the multilayered network-based interpretation of diseases. Dysregulation of 
evolutionary-based adaptive network activities like the conserved transcriptional 
response to adversity or the social signal transduction theory of depression reflects the 
clinical significance of network approach.

Depression itself is proven to be a mediating element between SES and sick 
days, between social and somatic, just as between the immunological and the 
psychological networks. Network theory offers an inclusive metanarrative for the 
description of the different social, narrative, and psychosomatic network layers and 
their interconnections as well anamnestic, diagnostic, and therapeutic significance. 
Behavioral medicine has shifted from an “interdisciplinary field” to the promoter 
of the collaboration among multiple disciplines, so this collaboration might be 
reframed by the extended and comprehensive network approach. Network medi-
cine [39] as shared conceptual explanatory frame might bring closer behavioral 
epidemiology, the preventive lifestyle medicine, behavioral medicine, and occupa-
tional health and biomedicine. The exploring and implementing efforts based on 
the above defined “networks of networks” includes medical sociology, medical ecol-
ogy, behavioral epidemiology, new public health, health promotion on the social 
side, and clinical psychophysiological depth of psychosomatic therapies including 
several cognitive behavioral approaches, hypnosis, psychodynamic approaches, and 
narrative medicine on the psychological side. Internal medicine, behavioral medi-
cine, and psychosomatics with related disciplines overlap in the different social 
and psychophysiological network layers; network medicine might be the common 
denominator and the widest inclusive conceptual framework for collaboration.
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Chapter 2

Psychological and Societal 
Implications of Projecting the 
Shadow on the Feminine in 
Tibetan Buddhist Contexts
Anne Iris Miriam Anders

Abstract

Idealizing and medicalizing of methods ascribed to Buddhism has led to 
individualizing their structural and societal challenges. Although the long-
undervalued need for introspection may get addressed, people are now caught 
under the cloak of spirituality hoping for quick enlightenment or a panacea solving 
mental diseases. Thus, at this point, the impact of decontextualizing concepts, 
unreflectively copying feudal structures into Tibetan Buddhist seminar- and 
meditation-centers, as well as of lacking knowledge required for the gradual 
application-oriented learning processes taught in traditional Buddhist philosophy 
have become clear. This shows in recent testimony of economical, psychological, 
and physical abuse in international Tibetan Buddhist organizations. The violence 
against individuals and man-made trauma in such contexts need to get analyzed 
before the background of neologisms, that is concepts allowing for arbitrariness 
and violence in the name of spirituality, as well as of the sophisticated systems 
of rationalizing damage and silencing trauma and victims. Furthermore, though 
those in the ‘inner circles’ run the risk of traumatization and of being held account-
able, it is women who are at higher risk, particularly those who engage in secret 
relationships. Thus, in terms of treatment, the collectively projecting the shadow 
on the feminine, leading to an attitude of exploitation and control against women, 
requires consideration.

Keywords: trauma, silencing of trauma, depression, psychosis, Buddhism, inner 
circle, secret consort, manipulation, exploitation, abuse, guru yoga, double bind, 
indoctrination in Buddhist groups, Vajrayāna, rationalization, decontextualization of 
concepts, cults, crazy wisdom, karma purification, pure view, Buddhist meditation, 
Buddhist seminar centers, Buddhist philosophy, mindfulness, mental diseases,  
rlung disease, unconscious, dakini

1. Introduction

In international Tibetan Buddhist seminar-, meditation-, and retreat-centers, 
patterns of violence and exploitation have developed over the past decades. Recently, 
economical, psychological, and physical abuse [1–12] was reported. It has evolved 
against the background of structures that systematically devalue and control the 
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feminine. Such structures effect on the individuals of the respective groups and 
engrave into their bodies and minds. Thus, in a cultural-insensitive, unreflected 
transfer of knowledge of Buddhist philosophy and respective training techniques, 
the culturally ingrained ways in dealing with the feminine and its unconscious 
attitudes were absorbed. A visualization concept of females merely forming the 
passive counterparts to male characters, their devaluation in comments and acquired 
behavior patterns as well as misunderstood visualization techniques leading to 
narcissistic self-aggrandizing patterns contribute to confusion. This disorientation in 
turn not only forms the basis for developing self-devaluation and uncertainty regard-
ing the individuals social positions in the groups, but also causes a double bind-based 
inability to act. Thus, one option seems to be the proximity to the spiritual master, 
the identifying of women with the male master, which somehow is supposed to 
define their position and seemingly would enhance their spiritual progress towards 
enlightenment as well. The undefined social positions of women in such groups, 
which encourage projecting undesirable aspects onto them, and sexualized aspects, 
such as the role of a secret lover, pose a cultural challenge for them. However, besides 
uncertainties due to a lack of cultural socialization, and the opportunities for honest 
communication on this issue, usually prevented by vows of secrecy, damage to group 
members is incurred by those regarding themselves as Vajrayāna practitioners, 
even preaching Vajrayāna, for whom gender equality ought to be standard in their 
training. Thus, in neglecting individual and institutional betrayal trauma [13], the 
implicit traumatization of people, despite being undeniable injuries, has been suc-
cessfully silenced for decades. And control of the feminine has also been achieved by 
projecting the shadow, one’s own unwanted aspects, at the women.

Moreover, the narrative of Buddhism being a panacea for mental health not only 
misinterprets its spiritual methods to be psychological or medical ones. Damage 
is also caused by seducing and misleading sick individuals and by misinterpreting 
any trauma of those severely injured by the leadership or group members. Thus, 
the shadows behind the devaluation of females and seducing some of them into 
neglected social positions reveal a blind spot in Tibetan Buddhism and its seminar-, 
meditation-, and retreat-centers in the West, where it has continued to grow over 
decades. In rationalizing misconduct of the leadership and their helpers to be ‘crazy 
wisdom’ [1, 2, 5, 8] or even so-called ‘karma purification’ [1, 2], it was possible to 
even cover the injury to individuals and structural defects.

Due to the ongoing efforts to whitewash, denigrate those concerned, and silence 
the required discourse on leadership responsibility and accountability in the respec-
tive international contexts and head organizations, it is now crucial to broaden 
the perspective and consider the societal impact of such offences which, even as 
Buddhism and spirituality, have already been injuring and traumatizing many people. 
In the following subchapter, the descriptions of eleven probands are presented.

2.  Narratives of members of Buddhist groups

2.1 Methods

Qualitative data of the research project TransTibMed from eleven participants in 
different international Tibetan Buddhist groups are presented covering the follow-
ing eleven questions: Which kind of abuse or violence have you experienced in Buddhist 
groups; how did you react to abuse or violence; how have your experiences in Buddhist 
groups had an impact on you; which kind of indoctrination, abuse, or violence against 
others have you witnessed; how have you reacted in the face of this indoctrination, vio-
lence, or abuse towards others; how did the experiences in Buddhist groups change you; 
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how did the experiences in Buddhist groups change your relationships and your ways of 
relating to others; how did your experiences in Buddhist groups change the way you work; 
and have you parted with one or more Buddhist groups or teachers? If so, why?

The questions when you think of abuse in Buddhist groups - the abuse of people who 
have been manipulated and of minors, including sexual abuse - how do you think and 
feel about it? How do you evaluate the responsibility in the group? Who is responsible for 
what and why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality were replied 
to by others and one person who also replied to the above.

Probands were recruited through information at university, the German Buddhist 
Union (DBU), and indirectly through (former) group members informing others at 
social networks.

2.2 Recent testimony

All probands presented wrote about their experiences in international Tibetan 
Buddhist organizations. Some of them were in several groups. All together, these state-
ments refer to eleven different international Buddhist organizations. In order to protect 
the individuals, the names of the respective organizations are not provided here.

The following results are structured as follows: All answers of one person are 
presented in one subchapter. The first nine questions were replied to by #1, #2, #3, 
#4, and #8 and the last two questions were replied to by #3, #5, #6, #7, #9, #10, 
and #11. The first six persons (#1–#6) are female and #7–#11 are male.

Questions are written in italics and the replies in straight letters. All answers of 
probands in German were translated by the author.

2.2.1 #1

Which kind of abuse or violence have you experienced in Buddhist groups?: 
“Psychological abuse - gaslighting (stating everything is simply in my mind), manip-
ulation to accept abuse by the abuser himself stating that he was my teacher, that 
everything ‘is empty’ therefore he couldn’t be an abuser. Psychological abuse through 
an email attack to my workplace claiming I am having a nervous breakdown” (#1).

How did you react to abuse or violence: “At the time of the individual abuse within 
[…] I felt inadequate, I did not acknowledge that the perpetrator should be able 
to take some responsibility for their behaviors. I felt abandoned and inadequate 
because of the way the group reacted to the abuse - they did not acknowledge it had 
happened and when I disclosed it they did not view it as abuse. I was minimized 
by the ‘spiritual director’ when I disclosed it to her - she said that my ‘practice 
was enduring suffering’. At the time this made me feel more inadequate. Later I 
understood this as a minimizing activity, and I became very angry about six months 
later after reading testimonies of other former members. Following my workplace 
receiving an email from […] management using a fake identity I experienced rage, 
could not concentrate, my boundaries were poor, I turned to alcohol to cope, I expe-
rienced suicidality. I felt paranoid, I did not understand how much danger I might 
be in or not. I did not know who could help, I felt abandoned by people who did not 
understand and could not help me. I had digestion problems due to the anxiety and 
shame for several months. I had little energy and could not exercise, experienced 
stiffness and rigidity in my face, I had slow speech and slow processing speed. I 
dissociated frequently e.g. not remembering where I had put things, where I had 
parked my car. I had nightmares about being murdered by the leadership” (#1).

How have your experiences in Buddhist groups had an impact on you: “Severe post 
traumatic stress, anxiety, shame, and post traumatic growth. I am now connected to 
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people who I find kind and who listen to me and appreciate my perspective on the 
groups. I therefore feel heard and understood, and no longer gaslighted” (#1).

Which kind of indoctrination, abuse, or violence against others have you witnessed:  
“I witnessed long term members so highly indoctrinated that they repeated teach-
ings verbatim all the time, they did not have vocabulary from outside the group 
anymore. I saw people force the teachings on each other to invalidate the other per-
sons feelings and dismiss their needs. I have read testimonies and seen evidence of 
threats against former members - threats to ruin peoples reputations and livelihoods. 
I heard people with mental health problems be spoke about disrespectfully” (#1).

How have you reacted in the face of this indoctrination, violence, or abuse towards 
others: “At the time I believed what was said about former members - that they had 
‘lost patience in their spiritual path’ or had ‘developed an angry mind and were 
blaming the centre’. When I came to realize that this was gaslighting of whistle-
blowers (after leaving) I became very distressed that the centre could avoid taking 
responsibility for people’s wellbeing by blaming their ‘mind’ for everything. When 
I saw the threats and character assassination of former members I went into shock, 
and then experienced righteous anger” (#1).

How did the experiences in Buddhist groups change you: “I now understand spiri-
tual abuse and am very sensitive to coercion. I am suspicious of all spiritual teach-
ers. I only trust survivors of abuse and a few friends and family. I have more highly 
developed critical thinking skills and enjoy being disobedient. I now struggle to 
follow rules I believe are unnecessary, I trust my intuition more” (#1).

How did the experiences in Buddhist groups change your relationships and your ways 
of relating to others: “I recognise my needs and when someone is not good for me, I 
do not automatically put other people first. I do not practice accepting everything, 
I feel more in touch with righteous anger. I try to communicate my emotions more. 
I trust few people, especially religious people” (#1).

How did your experiences in Buddhist groups change the way you work: “I am suspi-
cious of meditation and mindfulness, I read all about the under reported adverse 
effects. I understand abusive systems of power and abusive group dynamics. I don’t 
trust cognitive therapies so much anymore, I only trust interventions that are also 
systemic” (#1).

Have you parted with one or more Buddhist groups or teachers? If so, why: “Yes both 
[…] after reading testimonies of abuse and reading cultic studies literature, I under-
stand that they are personality cults and that they do not understand trauma. They 
claim to help you with stress and teach you mindfulness when they actually believe 
you should be practising dissociation from your emotions. They have obscured and 
whitewashed serious abuse, appointed only internal safeguarding officers who are 
invested in the continuation of the movements, and who are interested in saving 
their reputations” (#1).

2.2.2 #2

Which kind of abuse or violence have you experienced in Buddhist groups: “Sexual 
assaults, however without violence, we were servile, so there was no need for it. 
Men were instrumentalized, delegated by relocation, assigned as secretaries of 
centers, to work for the Lama was an honour, sometimes for little or no payment, 
many did not longer pursue their own lives, partnerships were interrupted, separa-
tions and uniting were arranged” (#2).

How did you react to abuse or violence: “I did not perceive it as such. It was only 
when my best friend revealed herself to me that I could see it as abuse on her and 
then on me as well” (#2).
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The questions how have your experiences in Buddhist groups had an impact on you 
and which kind of indoctrination, abuse, or violence against others have you witnessed 
were not answered by #2.

How have you reacted in the face of this indoctrination, violence, or abuse towards 
others: “later I also learned about sexual assaults against very young women” (#2).

How did the experiences in Buddhist groups change you: “have become more suspi-
cious, but also more adult and autonomous” (#2).

How did the experiences in Buddhist groups change your relationships and your ways 
of relating to others: “Sometimes one gets arrogant, considering oneself as something 
better, but one also becomes more compassionate. That we are all essentially the 
same and can simply be on equal level with each other has reached me and I have 
internalized it to this day. In a therapeutic context it has helped to make encounters 
on equal level, but also endangered for much closeness and confluence” (#2).

The questions how did your experiences in Buddhist groups change the way you work 
and have you parted with one or more Buddhist groups or teachers? If so, why were not 
answered by #2.

2.2.3 #3

Which kind of abuse or violence have you experienced in Buddhist groups?: “spiri-
tual, psychological, emotional” (#3).

How did you react to abuse or violence: “Anger, helplessness, eventually some 
deference to my teacher for survival and to maintain my position in the group. 
Basically you have to tell him he is right and you are wrong to preserve your standing 
as a student” (#3).

The question how have your experiences in Buddhist groups had an impact on you 
was not answered by #3.

Which kind of indoctrination, abuse, or violence against others have you witnessed: 
“Gaslighting, shaming, slander, emotional manipulation, violation of confidential-
ity, outright lies, telling the Executive Director to fire someone because ‘she was too 
neurotic’, psychologizing every single student, punishment sending people away 
from group retreats into solitary or banning people from retreats” (#3).

How have you reacted in the face of this indoctrination, violence, or abuse towards 
others: “I was often not aware or stood by quietly and watched” (#3).

How did the experiences in Buddhist groups change you: “Sustained attention, 
strength to do multi day ritual, I am not afraid to be alone in the woods, I accept 
pain and negative experiences as just part of life. I feel a tremendous union with 
the divine available in my body. I regularly experience space that feels between life 
and death, no self, and primordial. I will also never ever become a student of a male 
spiritual teacher again. I will never give my power away to any human teacher ever 
again. I have learned a lot about this and still feel very hurt” (#3).

The questions how did the experiences in Buddhist groups change your relationships 
and your ways of relating to others, how did your experiences in Buddhist groups change 
the way you work and have you parted with one or more Buddhist groups or teachers? If 
so, why were not answered by #3.

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: 
“Angry. Sad. Helpless. The teachers are responsible for the abuse, the board of 
directors is responsible for not intervening and for allowing a spiritual director who 
is also paid employee to have veto power over the board (absolute control of the 
whole organization, which is legally questionable and the board knew it)” (#3).
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effects. I understand abusive systems of power and abusive group dynamics. I don’t 
trust cognitive therapies so much anymore, I only trust interventions that are also 
systemic” (#1).

Have you parted with one or more Buddhist groups or teachers? If so, why: “Yes both 
[…] after reading testimonies of abuse and reading cultic studies literature, I under-
stand that they are personality cults and that they do not understand trauma. They 
claim to help you with stress and teach you mindfulness when they actually believe 
you should be practising dissociation from your emotions. They have obscured and 
whitewashed serious abuse, appointed only internal safeguarding officers who are 
invested in the continuation of the movements, and who are interested in saving 
their reputations” (#1).

2.2.2 #2

Which kind of abuse or violence have you experienced in Buddhist groups: “Sexual 
assaults, however without violence, we were servile, so there was no need for it. 
Men were instrumentalized, delegated by relocation, assigned as secretaries of 
centers, to work for the Lama was an honour, sometimes for little or no payment, 
many did not longer pursue their own lives, partnerships were interrupted, separa-
tions and uniting were arranged” (#2).

How did you react to abuse or violence: “I did not perceive it as such. It was only 
when my best friend revealed herself to me that I could see it as abuse on her and 
then on me as well” (#2).
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The questions how have your experiences in Buddhist groups had an impact on you 
and which kind of indoctrination, abuse, or violence against others have you witnessed 
were not answered by #2.

How have you reacted in the face of this indoctrination, violence, or abuse towards 
others: “later I also learned about sexual assaults against very young women” (#2).

How did the experiences in Buddhist groups change you: “have become more suspi-
cious, but also more adult and autonomous” (#2).

How did the experiences in Buddhist groups change your relationships and your ways 
of relating to others: “Sometimes one gets arrogant, considering oneself as something 
better, but one also becomes more compassionate. That we are all essentially the 
same and can simply be on equal level with each other has reached me and I have 
internalized it to this day. In a therapeutic context it has helped to make encounters 
on equal level, but also endangered for much closeness and confluence” (#2).

The questions how did your experiences in Buddhist groups change the way you work 
and have you parted with one or more Buddhist groups or teachers? If so, why were not 
answered by #2.

2.2.3 #3

Which kind of abuse or violence have you experienced in Buddhist groups?: “spiri-
tual, psychological, emotional” (#3).

How did you react to abuse or violence: “Anger, helplessness, eventually some 
deference to my teacher for survival and to maintain my position in the group. 
Basically you have to tell him he is right and you are wrong to preserve your standing 
as a student” (#3).

The question how have your experiences in Buddhist groups had an impact on you 
was not answered by #3.

Which kind of indoctrination, abuse, or violence against others have you witnessed: 
“Gaslighting, shaming, slander, emotional manipulation, violation of confidential-
ity, outright lies, telling the Executive Director to fire someone because ‘she was too 
neurotic’, psychologizing every single student, punishment sending people away 
from group retreats into solitary or banning people from retreats” (#3).

How have you reacted in the face of this indoctrination, violence, or abuse towards 
others: “I was often not aware or stood by quietly and watched” (#3).

How did the experiences in Buddhist groups change you: “Sustained attention, 
strength to do multi day ritual, I am not afraid to be alone in the woods, I accept 
pain and negative experiences as just part of life. I feel a tremendous union with 
the divine available in my body. I regularly experience space that feels between life 
and death, no self, and primordial. I will also never ever become a student of a male 
spiritual teacher again. I will never give my power away to any human teacher ever 
again. I have learned a lot about this and still feel very hurt” (#3).

The questions how did the experiences in Buddhist groups change your relationships 
and your ways of relating to others, how did your experiences in Buddhist groups change 
the way you work and have you parted with one or more Buddhist groups or teachers? If 
so, why were not answered by #3.

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: 
“Angry. Sad. Helpless. The teachers are responsible for the abuse, the board of 
directors is responsible for not intervening and for allowing a spiritual director who 
is also paid employee to have veto power over the board (absolute control of the 
whole organization, which is legally questionable and the board knew it)” (#3).
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Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “We all par-
ticipate in patriarchy. Tibetan Buddhism encourages mind control, submissiveness, 
and patriarchal hierarchy. I believe that we allow it because we are so disconnected 
from our own power that we are willing to let some guy and some exotic tradition 
tell us what to do. We are eager to hand the reigns over, and Tibetan Buddhism in its 
sleek ways explains why we should. I believe that men have been suing the tradi-
tion for their own agendas for so many centuries that perhaps it has only become a 
vehicle for patriarchal abuse and I seriously question if the Vajrayana is of benefit in 
the world now” (#3).

2.2.4 #4

#4 did not answer the question: which kind of abuse or violence have you experi-
enced in Buddhist groups?

How did you react to abuse or violence: “I got super angry with myself, blaming 
myself very badly for not being good enough” (#4).

How have your experiences in Buddhist groups had an impact on you: “Lack of 
trust, no direction in life, I cannot see my future, I’m afraid of making decisions, I 
feel helpless and good for nothing” (#4).

Which kind of indoctrination, abuse, or violence against others have you witnessed: 
“Later on I heard for a community member that the senior teacher had sexual 
abuse on different women. Even one of the women contacted me and [was] telling 
me her story. Also I saw people leaving abruptly and getting very confused. Some 
left with anger. And I heard in the community that there was a woman who got 
crazy and left. Whatever that means. I guess mentally ill” (#4).

How have you reacted in the face of this indoctrination, violence, or abuse towards 
others?: “I was blaming myself and asking help from others. I saw everyone else right 
and I thought they are the best people on Earth, I wanted to get back to the com-
munity. I was scared of my family. The community members were immaculate and 
wise. They even sent me pictures, messages, poems I couldn’t understand because I 
so much wanted to figure out the messages behind” (#4).

How did the experiences in Buddhist groups change you: “I doubt myself, I had 
better periods but I keep falling back. I lost trust in life, I lost trust in myself and 
others, I have a lot of tension and fear in me. I cannot imagine to be capable of 
anything. Study or move away from my parents” (#4).

How did the experiences in Buddhist groups change your relationships and your ways 
of relating to others: “I can be still opened but deep down I have fear, doubt and it is 
not easy to trust people in a deeper level. I feel alone” (#4).

How did your experiences in Buddhist groups change the way you work: “I cannot 
imagine myself to have a job with responsibility. I don’t work much a week and 
sometimes I just sleep for the whole day” (#4).

Have you parted with one or more Buddhist groups or teachers? If so, why: “Yes, two 
groups, because I had psychosis and got sick” (#4).

2.2.5 #5

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: “I 
think leaders of Buddhist groups are individuals and it is unavoidable to find some 
‘black sheep’ among them. Certainly I regret such incidents and would feel a serious 
betrayal of trust if I were to experience this from someone at the centre where I 
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frequently visit. Once someone in the group hears about such, I believe it is their 
responsibility to communicate to stop it” (#5).

Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “I would not 
allow this, but have not had any experience with it, usually I would take action or at 
least distance myself in case this would not be possible” (#5).

2.2.6 #6

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about it? 
How do you evaluate the responsibility in the group? Who is responsible for what: “Abuse 
is unethical and illegal and we always have an obligation to stop it. I don’t think 
most groups are capable of policing themselves. They are too insular and secretive 
and outside law enforcement should be contacted. I tried to contact the Dalai Lama 
and other leaders repeatedly, but they never respond” (#6).

Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “Because 
some people actually believe these men have special rights and powers and don’t 
have the balls to stand up for people being exploited. People are blinded by robes 
and spiritual authority and it’s dangerous” (#6).

2.2.7 #7

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: 
“This should not happen at all and ought to lead to an immediate criminal report. 
The person abusing is responsible, however, depending on the circumstances, also 
the group involved and the structures prevailing within it. The veneration of the 
teacher in Tibetan Buddhism unfortunately also creates conditions for abuse, be it 
physical or authoritative, even if the teachings clearly do not provide for that. In my 
opinion, Tibetan Buddhism needs some effort towards adjustment to at least make 
abuse more difficult” (#7).

Why do we allow male Buddhist teachers to not only denigrate but also exploit women 
for their own (mostly hidden) agendas in the name of spirituality: “Teachers are often 
held sacrosanct, and criticism of them is mostly unwanted. Sometimes a strong 
relationship of superiority/subordination can be seen, which facilitates abuse” (#7).

2.2.8 #8

Which kind of abuse or violence have you experienced in Buddhist groups: 
“Humiliation, exposure, psychological violence, repression, deprivation of healthy 
self-esteem, intrigues, defamation campaigns, systematic manipulation and lies. 
Theft: do not take what is not given = misuse of tied donations” (#1) [cited in 2].

How did you react to abuse or violence: “denial, reality negation, rationalization, 
first insights, perception, evaluation, attempts to communicate, departure” (#8).

How have your experiences in Buddhist groups had an impact on you: “I no longer 
conform to any group consensus I consider inappropriate. I insist on discussing 
openly without individual participants manipulating others first. I advocate trans-
parency and truthfulness, even if this is not popular, including financial issues, and 
try to convey democratic values. My position is that ethics could make a difference, 
before talking about philosophy and religion” (#8).
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Why do we allow male Buddhist teachers to not only denigrate but also exploit 
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Which kind of indoctrination, abuse, or violence against others have you witnessed: 
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abuse on different women. Even one of the women contacted me and [was] telling 
me her story. Also I saw people leaving abruptly and getting very confused. Some 
left with anger. And I heard in the community that there was a woman who got 
crazy and left. Whatever that means. I guess mentally ill” (#4).
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others?: “I was blaming myself and asking help from others. I saw everyone else right 
and I thought they are the best people on Earth, I wanted to get back to the com-
munity. I was scared of my family. The community members were immaculate and 
wise. They even sent me pictures, messages, poems I couldn’t understand because I 
so much wanted to figure out the messages behind” (#4).

How did the experiences in Buddhist groups change you: “I doubt myself, I had 
better periods but I keep falling back. I lost trust in life, I lost trust in myself and 
others, I have a lot of tension and fear in me. I cannot imagine to be capable of 
anything. Study or move away from my parents” (#4).

How did the experiences in Buddhist groups change your relationships and your ways 
of relating to others: “I can be still opened but deep down I have fear, doubt and it is 
not easy to trust people in a deeper level. I feel alone” (#4).

How did your experiences in Buddhist groups change the way you work: “I cannot 
imagine myself to have a job with responsibility. I don’t work much a week and 
sometimes I just sleep for the whole day” (#4).

Have you parted with one or more Buddhist groups or teachers? If so, why: “Yes, two 
groups, because I had psychosis and got sick” (#4).

2.2.5 #5

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: “I 
think leaders of Buddhist groups are individuals and it is unavoidable to find some 
‘black sheep’ among them. Certainly I regret such incidents and would feel a serious 
betrayal of trust if I were to experience this from someone at the centre where I 

35

Psychological and Societal Implications of Projecting the Shadow on the Feminine in Tibetan…
DOI: http://dx.doi.org/10.5772/intechopen.93297

frequently visit. Once someone in the group hears about such, I believe it is their 
responsibility to communicate to stop it” (#5).

Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “I would not 
allow this, but have not had any experience with it, usually I would take action or at 
least distance myself in case this would not be possible” (#5).

2.2.6 #6

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about it? 
How do you evaluate the responsibility in the group? Who is responsible for what: “Abuse 
is unethical and illegal and we always have an obligation to stop it. I don’t think 
most groups are capable of policing themselves. They are too insular and secretive 
and outside law enforcement should be contacted. I tried to contact the Dalai Lama 
and other leaders repeatedly, but they never respond” (#6).

Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “Because 
some people actually believe these men have special rights and powers and don’t 
have the balls to stand up for people being exploited. People are blinded by robes 
and spiritual authority and it’s dangerous” (#6).

2.2.7 #7

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: 
“This should not happen at all and ought to lead to an immediate criminal report. 
The person abusing is responsible, however, depending on the circumstances, also 
the group involved and the structures prevailing within it. The veneration of the 
teacher in Tibetan Buddhism unfortunately also creates conditions for abuse, be it 
physical or authoritative, even if the teachings clearly do not provide for that. In my 
opinion, Tibetan Buddhism needs some effort towards adjustment to at least make 
abuse more difficult” (#7).

Why do we allow male Buddhist teachers to not only denigrate but also exploit women 
for their own (mostly hidden) agendas in the name of spirituality: “Teachers are often 
held sacrosanct, and criticism of them is mostly unwanted. Sometimes a strong 
relationship of superiority/subordination can be seen, which facilitates abuse” (#7).

2.2.8 #8

Which kind of abuse or violence have you experienced in Buddhist groups: 
“Humiliation, exposure, psychological violence, repression, deprivation of healthy 
self-esteem, intrigues, defamation campaigns, systematic manipulation and lies. 
Theft: do not take what is not given = misuse of tied donations” (#1) [cited in 2].

How did you react to abuse or violence: “denial, reality negation, rationalization, 
first insights, perception, evaluation, attempts to communicate, departure” (#8).

How have your experiences in Buddhist groups had an impact on you: “I no longer 
conform to any group consensus I consider inappropriate. I insist on discussing 
openly without individual participants manipulating others first. I advocate trans-
parency and truthfulness, even if this is not popular, including financial issues, and 
try to convey democratic values. My position is that ethics could make a difference, 
before talking about philosophy and religion” (#8).
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Which kind of indoctrination, abuse, or violence against others have you witnessed: 
“Anyone at […] should have seen quite a lot. For me, these subtle constant manipula-
tions have been the worst, and that behind the scenes the violence was brutal” (#8).

How have you reacted in the face of this indoctrination, violence, or abuse towards 
others: “First I rationalized. I found many ‘old students’ so unpleasant that I consid-
ered more drastic measures to possibly be an option. Today I look at it differently. 
I do not count the eight letter writers among the ‘old students’, nor all students of 
[…]. After realizing that all of this at […] is a dead end, and being frustrated to 
find out my fellow sanghaists lacked understanding, I left. They were in a ‘tunnel’. 
Particularly the many people afraid of losing their ‘dzogchen’, whatever that might 
mean to the individual” (#8).

How did the experiences in Buddhist groups change you: “Now I look at the world 
more openly, in its entirety, with all of its problems and opportunities” (#8).

How did the experiences in Buddhist groups change your relationships and your ways 
of relating to others: “I live quite isolated, beyond my professional and family life. I 
keep considerable distance from Buddhists” (#8).

How did your experiences in Buddhist groups change the way you work: “I take care 
of myself and my environment as much as I can. People who want to preach to me, I 
send away” (#8).

Have you parted with one or more Buddhist groups or teachers? If so, why: “Of all of 
them. My disgust with Buddhist groups is an impulse way too strong to be ignored. 
It either will subside or it doesn’t. I am a Buddhist who pretends he is not” (#8).

2.2.9 #9

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: 
“I feel angry and a huge sense of injustice about it, because it totally goes against 
the spirit of Buddhism, which is compassion, kindness, and bringing people to 
enlightenment. The teacher and the Buddhist institution the teacher is affiliated 
with is responsible” (#9).

Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “It is an issue 
to do with the dominant patriarchal society we are part of today, where men are in 
positions of authority. This, unfortunately has extended to religion” (#9).

2.2.10 #10

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: 
“Every single person has his share of responsibility, even if he acted in blind trust. 
These are mitigating circumstances, of a sort. In […]: The higher the position, the 
greater is the degree of blindness. And the fish is always stinking from its head. 
Those at the top of an authoritarian structure, and who, due to their position as 
lama per se are endowed with particular abilities, ought to take responsibility for 
the consequences of their actions. Responsibility in groups is usually given to older 
students, who might have been accordingly indoctrinated and bring the relevant 
skills. Sociological studies might show 80% of leadership in Western Buddhist 
groups are female, except for the top positions. A psychologist and Buddhist, who I 
know well, even claims that women are more susceptible to manipulating behaviors 
in these positions” (#10).
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Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “Ignorance, 
lack of awareness, lack of ethical conscience. This is true for all genders, although it 
is mainly women who are currently victims of male offenders. Mostly all is well, as 
long as one isn’t victimized oneself” (#10).

2.2.11 #11

When you think of abuse in Buddhist groups—the abuse of people who have been 
manipulated and of minors, including sexual abuse—how do you think and feel about 
it? How do you evaluate the responsibility in the group? Who is responsible for what: 
“Disgusted and annoyed. Everyone is responsible in particular the people who 
know directly about it and keep silent. However I know some people did try to bring 
abuse to light in the group I knew many years ago. Everything was ignored. They 
kept files they later gave to an investigation. Yet the group or the lama has still not 
admitted abuse” (#11).

Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “Because 
it happens behind closed doors and unless the women themselves speak out it is 
difficult to prove. Also Tibetan Buddhism like most religions use fear of hell and 
damnation to silence. Also women are told they are dakini and as such special with 
special merit when they die” (#11).

2.3 Interpretation

The current issues in so-called Buddhist centers unfold against the background 
of oversimplifications of terms and concepts of Buddhist philosophy as well as 
of damaging neologisms. In particular, however, traditional application-oriented 
learning processes crucial for understanding and teaching are missing. The individual 
effects of these substantial and structural deficiencies are evident as health dam-
age, specifically mental health, and traumatization of group members. Unreflected 
decontextualized use of Buddhist terminology and concepts and the neologisms in 
these contexts thus negatively impact on group dynamics and the health of a group 
and its members. Since the indoctrination described by the testimonies and the 
traumatization is still attempted to be denied by the mainstream within these organi-
zations as well as the victims silenced [2], the latter are not compensated in any ways 
by precisely these organizations which have often previously enriched themselves on 
them. Furthermore, by propagating Buddhism a panacea for mental diseases, even 
persons with mental disorders are misled in highly irresponsible ways. Although oaths 
of secrecy associated with seemingly Buddhist concepts render it difficult for those 
affected to talk, testimonies regarding indoctrination and systematic abuse causing 
trauma and mental illness are available now. However, a high number of unrecorded 
cases of those, who for various reasons are unable to communicate, ought to be 
assumed.

The kind of abuse described by the probands covers psychological abuse (#2, #3), 
especially those aspects of the students’ submission, which serve as a basis for sexual 
assault (#2), the indoctrinative interpretations that are suggesting the abuse itself 
would take place in the mind of the student (#1) only, as well as psychological violence 
(#8). This questioning of one’s own autonomous understanding of situations and 
even one’s perception leads to a continuous state of disorientation, which initially may 
contribute to psychological damage and is particularly important to consider in later 
processes of treatment. By means of neologisms such as ‘karma purification’ and ‘crazy 
wisdom’, which serve to rationalize any misconduct of group leaders and entourage 
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women for their own (mostly hidden) agendas in the name of spirituality: “It is an issue 
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positions of authority. This, unfortunately has extended to religion” (#9).

2.2.10 #10
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Why do we allow male Buddhist teachers to not only denigrate but also exploit 
women for their own (mostly hidden) agendas in the name of spirituality: “Ignorance, 
lack of awareness, lack of ethical conscience. This is true for all genders, although it 
is mainly women who are currently victims of male offenders. Mostly all is well, as 
long as one isn’t victimized oneself” (#10).
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“Disgusted and annoyed. Everyone is responsible in particular the people who 
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abuse to light in the group I knew many years ago. Everything was ignored. They 
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and its members. Since the indoctrination described by the testimonies and the 
traumatization is still attempted to be denied by the mainstream within these organi-
zations as well as the victims silenced [2], the latter are not compensated in any ways 
by precisely these organizations which have often previously enriched themselves on 
them. Furthermore, by propagating Buddhism a panacea for mental diseases, even 
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towards the goal of the students’ enlightenment, a form of dependence is constructed, 
in which they even bind themselves to the insulting leadership. In such ways their 
identification processes [14] are enhanced and self-reliance and autonomy reduced.

Emotional abuse (#3) was presented as humiliation (#8), exposure (#8), and 
repression (#8), which explains the very reduction in self-esteem (#8) of students 
in such groups. However, by using misunderstood visualizations of the Vajrayāna, 
also narcissistic tendencies get encouraged, resulting in severe arrogance, particu-
larly among those seeking to establish themselves in positions of authority in such 
contexts, and in such ways forming a kind of spiritual narcissism. This, in turn, may 
explain their lack of empathy and compassion towards the victims, even whilst still 
proclaiming Buddhist compassion.

The abuse of authority for slandering any current or former students was 
reported as interfering with lies even at the workplace, outside the so-called 
Buddhist organization (#1). The lies (#8), intrigues (#8), and defamation cam-
paigns (#8) mentioned have a huge impact on the individuals, particularly when 
used to irritate or destroy their reputation, social networks, and income. Since one 
has grown accustomed to such situations in these contexts, it seems necessary to 
emphasize that such is far from the basic ethical values taught within traditional 
Tibetan Buddhism.

The indoctrination saying the abuser would be allowed for the abuse, because 
of being a spiritual teacher (#1) already indicates an utterly inappropriate way of 
defining spiritual authority. Groups propagating such dangerous concepts concern-
ing their spiritual teacher, devoid of ethics and adherence to national legislation, 
together with any authorities imposing their authoritative rules at will, endanger 
group members as well as visitors.

Any manipulation of students, interpreting the work for a lama, who is regarded 
a spiritual authority in the group, being an honor (#2), which in turn meant sexual 
abuse of servile (female) students (#2) and the instrumentalization of men for all 
kinds of little or unpaid services (#2), as well as systematic manipulation (#8), were 
also described as abuse (#2). Interpreting work for a spiritual authority as honor 
already indicates narcissistic group dynamics, where autonomous authentic training 
of Buddhist ethics and meditation has been replaced by rivalry over physical prox-
imity to the leadership, which in turn has been redefined and also implies power 
over the group through identification processes. Thus, such concepts shape not only 
the group’s structures and behavior patterns but also its economic handling, that is 
expecting donations for certain group members. Furthermore, manipulation is not 
only for complying with financial and other service expectations, but often people 
are played off against each other and exchanged after their exploitation at will. Over 
the years of affiliation, however, these kinds of interactions, which are accompa-
nied by psychological and financial dependencies as well as mental identification 
processes, can cause serious damage. Theft in the sense of misuse of tied donations 
(#8) was also mentioned to be abuse. And the manipulation with the conceptual 
distortion of the Buddhist concept of emptiness used to explain away abuse and 
abuser (#1) severely devaluates Buddhist philosophy and undermines sound and 
informed terminological and conceptual discourse.

The testimony of indoctrination, abuse, or violence against others was described 
as follows: subtle constant manipulations (#8), highly indoctrinated long-term 
members lacking vocabulary from outside the group (#1), and repeating verbatim all 
the time (#1). For so-called Buddhist seminar- and retreat-participants the follow-
ing methods were described: psychologizing every single student (#3), emotional 
manipulation (#3), violation of confidentiality (#3), gaslighting (#3), shaming 
(#3), slander (#3), and outright lies (#3). Someone also testified disrespectful 
speech about people with mental health problems (#1). Furthermore, blackmailing 
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of the management was described, such as telling the executive director to fire some-
one because of being diagnosed neurotic (#3) by nonprofessionals. Furthermore, 
there is testimony on punishment in the form of sending people away from group 
into solitary retreats or banning people from retreats (#3) and brutal violence behind 
the scenes (#8). Someone interpreted dismissing people’s needs by invalidating 
their feelings (#1) through forcing what was called ‘teachings’ on them. There is 
also testimony on threats to ruin people’s reputations and livelihoods (#1) and on 
sexual abuse of different women by a senior teacher (#4). Whereas sexual abuse of 
minors is a clearly defined a criminal offense, currently also severely manipulated 
and indoctrinated adults, who have mostly initially made their way up to the ‘inner 
circle’ [2, 5] and have then moved on to physical proximity or agreed to the position 
of secret lovers, claim the same for themselves. Thus, the overloaded phrase of ‘sexual 
abuse’ in current contextual discourses ought to be further differentiated, taking 
into account unequal balance of power, indoctrination, seduction, untrue promises, 
coercive control, self-responsibility of adults, as well as victimizing collaborators 
and witnesses. Moreover, the dynamics of controlling the feminine, which have been 
adopted unreflectively from Tibetan Buddhism, manifest in seemingly impersonal 
attitudes towards the women concerned, which thus results in a high number of 
victims.

Three successive states of individual reaction to indoctrination, abuse or violence 
in the respective Buddhist group showed: continuous close affiliation, critical reflec-
tion, and departure. For the period of close affiliation to a group helplessness (#3), 
denial (#8), feeling of inadequacy (#1), not acknowledging that the perpetrator 
should be able to take some responsibility for their behaviors (#1), feeling aban-
doned and inadequate because of the reactions of the leadership and group to the 
abuse (who did not view it as abuse) (#1), oneself not perceiving abuse and violence 
as such, but only understanding it when seeing it on someone else first (#2) and 
anger (#3) were reported. One person severely turned against herself and reported 
getting seriously angry at herself (#4) with putting herself down (#4). Another 
person in high position in her group and dependent on financial terms told she has 
taken over the opinion of the teacher to preserve her own standing and maintain 
her position in the group (#3). Thus, these replies also may show some implications 
and limitations of holding positions in such groups. In phase two, the period of 
reflection and doubts, there were communication attempts before departure (#8). 
In phase three, after departure from the group, there were feelings to be abandoned 
by those who did not understand and could not help (#1), anxiety and shame for 
several months causing digestion problems (#1), frequent dissociation (#1), which 
might have been accompanied by stiffness and rigidity in the face (#1), little energy 
(#1), and slow speech and slow processing speed (#1). Furthermore, doubts regard-
ing the dangers (#1) with nightmares about being murdered by the leadership (#1), 
lack of concentration (#1), poor boundaries (#1), turning to alcohol to cope (#1), 
and suicidality (#1) were reported. Reading testimonies of former members (#1) 
was reported having caused anger. And the workplace receiving an email from the 
so-called Buddhist organization’s management, who was even using a fake identity 
(#1), caused rage (#1).

The above three successive states of individual reaction were reported to be 
accompanied by two inner processes when observing indoctrination, abuse, or 
violence of others: the identifying and indoctrinating phase and the reflection 
phase. These observations show concepts and behavior far from the attitude of 
traditional Buddhist practice of having the individual’s autonomy, awareness and 
self-reflection as its basis. At the period of being indoctrinated, identifying and 
merging with the leadership, management or group expectations reactions such as 
lack of one’s own awareness of it (#3), standing quietly (#3) and watching (#3), 
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in which they even bind themselves to the insulting leadership. In such ways their 
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together with any authorities imposing their authoritative rules at will, endanger 
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kinds of little or unpaid services (#2), as well as systematic manipulation (#8), were 
also described as abuse (#2). Interpreting work for a spiritual authority as honor 
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of Buddhist ethics and meditation has been replaced by rivalry over physical prox-
imity to the leadership, which in turn has been redefined and also implies power 
over the group through identification processes. Thus, such concepts shape not only 
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only for complying with financial and other service expectations, but often people 
are played off against each other and exchanged after their exploitation at will. Over 
the years of affiliation, however, these kinds of interactions, which are accompa-
nied by psychological and financial dependencies as well as mental identification 
processes, can cause serious damage. Theft in the sense of misuse of tied donations 
(#8) was also mentioned to be abuse. And the manipulation with the conceptual 
distortion of the Buddhist concept of emptiness used to explain away abuse and 
abuser (#1) severely devaluates Buddhist philosophy and undermines sound and 
informed terminological and conceptual discourse.

The testimony of indoctrination, abuse, or violence against others was described 
as follows: subtle constant manipulations (#8), highly indoctrinated long-term 
members lacking vocabulary from outside the group (#1), and repeating verbatim all 
the time (#1). For so-called Buddhist seminar- and retreat-participants the follow-
ing methods were described: psychologizing every single student (#3), emotional 
manipulation (#3), violation of confidentiality (#3), gaslighting (#3), shaming 
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of the management was described, such as telling the executive director to fire some-
one because of being diagnosed neurotic (#3) by nonprofessionals. Furthermore, 
there is testimony on punishment in the form of sending people away from group 
into solitary retreats or banning people from retreats (#3) and brutal violence behind 
the scenes (#8). Someone interpreted dismissing people’s needs by invalidating 
their feelings (#1) through forcing what was called ‘teachings’ on them. There is 
also testimony on threats to ruin people’s reputations and livelihoods (#1) and on 
sexual abuse of different women by a senior teacher (#4). Whereas sexual abuse of 
minors is a clearly defined a criminal offense, currently also severely manipulated 
and indoctrinated adults, who have mostly initially made their way up to the ‘inner 
circle’ [2, 5] and have then moved on to physical proximity or agreed to the position 
of secret lovers, claim the same for themselves. Thus, the overloaded phrase of ‘sexual 
abuse’ in current contextual discourses ought to be further differentiated, taking 
into account unequal balance of power, indoctrination, seduction, untrue promises, 
coercive control, self-responsibility of adults, as well as victimizing collaborators 
and witnesses. Moreover, the dynamics of controlling the feminine, which have been 
adopted unreflectively from Tibetan Buddhism, manifest in seemingly impersonal 
attitudes towards the women concerned, which thus results in a high number of 
victims.

Three successive states of individual reaction to indoctrination, abuse or violence 
in the respective Buddhist group showed: continuous close affiliation, critical reflec-
tion, and departure. For the period of close affiliation to a group helplessness (#3), 
denial (#8), feeling of inadequacy (#1), not acknowledging that the perpetrator 
should be able to take some responsibility for their behaviors (#1), feeling aban-
doned and inadequate because of the reactions of the leadership and group to the 
abuse (who did not view it as abuse) (#1), oneself not perceiving abuse and violence 
as such, but only understanding it when seeing it on someone else first (#2) and 
anger (#3) were reported. One person severely turned against herself and reported 
getting seriously angry at herself (#4) with putting herself down (#4). Another 
person in high position in her group and dependent on financial terms told she has 
taken over the opinion of the teacher to preserve her own standing and maintain 
her position in the group (#3). Thus, these replies also may show some implications 
and limitations of holding positions in such groups. In phase two, the period of 
reflection and doubts, there were communication attempts before departure (#8). 
In phase three, after departure from the group, there were feelings to be abandoned 
by those who did not understand and could not help (#1), anxiety and shame for 
several months causing digestion problems (#1), frequent dissociation (#1), which 
might have been accompanied by stiffness and rigidity in the face (#1), little energy 
(#1), and slow speech and slow processing speed (#1). Furthermore, doubts regard-
ing the dangers (#1) with nightmares about being murdered by the leadership (#1), 
lack of concentration (#1), poor boundaries (#1), turning to alcohol to cope (#1), 
and suicidality (#1) were reported. Reading testimonies of former members (#1) 
was reported having caused anger. And the workplace receiving an email from the 
so-called Buddhist organization’s management, who was even using a fake identity 
(#1), caused rage (#1).

The above three successive states of individual reaction were reported to be 
accompanied by two inner processes when observing indoctrination, abuse, or 
violence of others: the identifying and indoctrinating phase and the reflection 
phase. These observations show concepts and behavior far from the attitude of 
traditional Buddhist practice of having the individual’s autonomy, awareness and 
self-reflection as its basis. At the period of being indoctrinated, identifying and 
merging with the leadership, management or group expectations reactions such as 
lack of one’s own awareness of it (#3), standing quietly (#3) and watching (#3), 
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which could be interpreted as a kind of freezing in shock about what was seen, as 
well as rationalizing (#8) and even believing what was said about former members 
(#1) were reported. Someone did not respond to the question directly, but stated 
sexual assaults against very young women (#2). Yet another person told she was 
even blaming herself (#4) for the above behavior of other group members while 
regarding everyone else right. At the period of reflection, when interpreting the 
issues leading to decisions, someone described realizing all of it a dead end (#8) 
and his frustration about his fellows narrowing their understanding like in a ‘tun-
nel’ (#8) before he left. Others responded to the manipulation and indoctrination 
tactics in the group with shock and later righteous anger (#1), because of the threats 
and character assassination of former members (#1) as well as with high distress 
about the center avoiding to take responsibility by blaming people’s ‘mind’ for 
anything (#1).

The question on how the person was changed him- or herself by their experi-
ences in these groups was replied to with some positive aspects such as sustained 
attention (#3), strength to do multi-day ritual (#3), being not afraid to be alone 
in the woods (#3), and the feeling of union with the divine (#3). However, the posi-
tively connotated aspect of accepting pain and negative experiences as just a part 
of life (#3) may already endanger this individual in highly manipulative contexts. 
Aspects with negative connotations, such as doubting oneself (#4), not being able 
to imagine to be capable of anything (#4), having a lot of tension and fear (#4), as 
well as having lost trust in oneself and others (#4) and in life (#4), were reported as 
well. People also described having become more suspicious (#2), particularly of all 
spiritual teachers (#1), being sensitive to coercion (#1) and understanding spiritual 
abuse (#1), the latter of which may not only protect the individual but also enable 
them to protect others from unreasonable nonsense and misuse. The phrase spiri-
tual abuse might be interpreted as people being seduced into giving up their own 
strength as if dependent on a master providing them access to their own spirituality. 
Furthermore, with reporting greater autonomy (#2) and trusting one’s own intu-
ition more (#1), an individual process of change was addressed, which is also found 
in phrases such as becoming more adult (#2), having developed critical thinking 
skills (#1), and probably even in enjoying being disobedient (#1) after experienc-
ing abuse in highly authoritative structures to some extent. Also, the result of a 
process, such as looking at the world more openly (#8), was referred to, and deci-
sions were shared such as never becoming a student of a male spiritual teacher again 
(#3) and never ever giving one’s power away to any human teacher (#3).

The scope of the personal impact of these experiences in Buddhist groups was 
described with adverse effects such as severe self-devaluation (#4), posttrau-
matic stress (#1), and feelings of helpless (#4), shame (#1), and anxiety (#1). 
Furthermore, lack of trust (#4) was described at the interpersonal level, which 
might impact considerably on future relationships and work decisions. Although 
the fear of making decisions (#4) and loss of direction in life (#4) may come up 
in an early period of leaving an abusive group, they sometimes continue for even 
years. The refusal to conform to any group consensus considered inappropriate 
(#8) is often part of the separating process and might stay as a lesson learned. 
Furthermore, there are positive connotations for a time period after having left the 
group and making new personal and working relationships, which were called new 
connections to kind people (#1) and posttraumatic growth (#1). Also, the values of 
the person were described to be discussing openly without individual participants 
manipulating others first (#8) and advocating transparency and truthfulness 
(#8), even if this is not popular, including financial issues (#8), as well as trying to 
convey democratic values (#8) and ethics (#8). The reflection of absorbed values 
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and integration of one’s own value system are aspects of the process of separation, 
which often occur long after the physical separation. Sometimes this also encom-
passes referring to traditional basic Buddhist ethics. In therapeutic processes, it 
takes place in the phase of dealing with introjects and in the phase of integration. 
The impact on relationships and ways of relating to others was described as getting 
arrogant sometimes (#2) for the period in the group, which is regarding oneself 
higher or more spiritually advanced than others. Negative impact of fear and doubt 
with feeling lonely and difficulties to trust people (#4) was described as well. 
Furthermore, it was said recognizing one’s own needs (#1), which seems to be a 
key issue to reconnect to oneself, not practicing accepting everything (#1) and not 
automatically putting other people first (#1), trusting few people (#1), as well as 
trying to communicate emotions more (#1), which may show as becoming more 
compassionate (#2) or feeling in touch with righteous anger (#1). The making of 
encounters on equal level at a therapeutic context with dangers for too much conflu-
ence (#2) was an impact for a professional therapist. Someone also shared keeping a 
considerable distance from Buddhists (#8) and living quite isolated beyond profes-
sional and family life (#8).

The impact on one’s work was described as taking care to the best of one’s abili-
ties of oneself and surrounding (8), understanding abusive systems of power and 
abusive group dynamics (#1) and also as suspiciousness of meditation and mind-
fulness (#1). A young person shared a highly negative impact for her life saying 
she could not imagine herself at a job with responsibility (#4), she would not work 
much (#4) and sometimes sleep for the whole day (#4).

The following two questions refer to open letters and ongoing investigations 
widely discussed in the context. They were asked to understand not only the 
persons’ opinion but also their position in the group and their behavior. Not every-
one replied to the questions: when you think of abuse in Buddhist groups—the abuse 
of people who have been manipulated and of minors, including sexual abuse—how do 
you think and feel about it? How do you evaluate the responsibility in the group? Who 
is responsible for what? Whereas someone told abuse to be unethical and illegal 
(#6) and in this way referred to basic values, another person simply stripped the 
leadership of its exaggerated superiority saying the leaders of Buddhist groups were 
individuals and it would be unavoidable to find some ‘black sheep’ among them 
(#5). #7 judged that it should not happen at all and ought to lead to an immediate 
criminal report. Someone replied the veneration of the teacher in Tibetan Buddhism 
unfortunately would also create conditions for abuse (#7). Reports on one’s own 
feelings range from helpless (#3), sadness (#3), and anger (#3) to disgust and 
annoyance (#11). Furthermore, someone told to regret such incidents (#5) and feel 
a serious betrayal of trust (#5). Someone reported feeling anger and a huge sense of 
injustice about it (#9) and gave reasons for such behavior going against the spirit of 
Buddhism, which would be defined as compassion, kindness, and bringing people to 
enlightenment (#9). Regarding the assignment of responsibilities, one woman said 
people always have an obligation to stop abuse (#6), and similarly another person 
told it would be the responsibility of anyone hearing about abuse to communicate to 
stop it (#5). A man told the person abusing is responsible (#7), however, depending 
on the circumstances, also the group involved, and the structures prevailing within 
(#7). Another man told that the teacher and the Buddhist institution the teacher 
is affiliated with were responsible (#9) and someone else that every single person 
had his share of responsibility, even if they acted in blind trust (#10), and that the 
latter would be mitigating circumstances (#10). Furthermore, one woman regarded 
the leadership and its teachers to be responsible for the abuse (#3) and the board of 
directors for not intervening (#3) and she analyzed challenging power structures 
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Aspects with negative connotations, such as doubting oneself (#4), not being able 
to imagine to be capable of anything (#4), having a lot of tension and fear (#4), as 
well as having lost trust in oneself and others (#4) and in life (#4), were reported as 
well. People also described having become more suspicious (#2), particularly of all 
spiritual teachers (#1), being sensitive to coercion (#1) and understanding spiritual 
abuse (#1), the latter of which may not only protect the individual but also enable 
them to protect others from unreasonable nonsense and misuse. The phrase spiri-
tual abuse might be interpreted as people being seduced into giving up their own 
strength as if dependent on a master providing them access to their own spirituality. 
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(#8), even if this is not popular, including financial issues (#8), as well as trying to 
convey democratic values (#8) and ethics (#8). The reflection of absorbed values 

41

Psychological and Societal Implications of Projecting the Shadow on the Feminine in Tibetan…
DOI: http://dx.doi.org/10.5772/intechopen.93297

and integration of one’s own value system are aspects of the process of separation, 
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considerable distance from Buddhists (#8) and living quite isolated beyond profes-
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she could not imagine herself at a job with responsibility (#4), she would not work 
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criminal report. Someone replied the veneration of the teacher in Tibetan Buddhism 
unfortunately would also create conditions for abuse (#7). Reports on one’s own 
feelings range from helpless (#3), sadness (#3), and anger (#3) to disgust and 
annoyance (#11). Furthermore, someone told to regret such incidents (#5) and feel 
a serious betrayal of trust (#5). Someone reported feeling anger and a huge sense of 
injustice about it (#9) and gave reasons for such behavior going against the spirit of 
Buddhism, which would be defined as compassion, kindness, and bringing people to 
enlightenment (#9). Regarding the assignment of responsibilities, one woman said 
people always have an obligation to stop abuse (#6), and similarly another person 
told it would be the responsibility of anyone hearing about abuse to communicate to 
stop it (#5). A man told the person abusing is responsible (#7), however, depending 
on the circumstances, also the group involved, and the structures prevailing within 
(#7). Another man told that the teacher and the Buddhist institution the teacher 
is affiliated with were responsible (#9) and someone else that every single person 
had his share of responsibility, even if they acted in blind trust (#10), and that the 
latter would be mitigating circumstances (#10). Furthermore, one woman regarded 
the leadership and its teachers to be responsible for the abuse (#3) and the board of 
directors for not intervening (#3) and she analyzed challenging power structures 
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allowing for abuse (#3). #6 assumed most of these so-called Buddhist groups would 
not be capable of policing themselves (#6) arguing them to be too insular (#6) and 
secretive (#6) and outside law enforcement (#6). This woman also reported having 
tried to contact the Dalai Lama and other leaders repeatedly without ever having 
received any response (#6). Someone else told that Tibetan Buddhism would need 
some effort towards adjustment to at least make abuse more difficult (#7), and #10 
analyzed the degree of higher position in the group to positively correlate with the 
degree of blindness (#10). He continued to elaborate that responsibility in groups 
were usually given to older students, who might have been be accordingly indoctri-
nated and bring the relevant skills (#10). He argued they ought to take responsibil-
ity for the consequences of their actions (#10). Yet another person replied that 
everyone would be responsible, in particular those people who knew but kept silent 
(#11). This person then reported to know some people who were first ignored when 
they tried to bring abuse to light in the group (#11) and that neither the lama nor 
his group would have admitted abuse (#11), even after they later have given the 
files to an investigation (#11). Despite singularizing individuals with shifting the 
issues on them, the persons in the groups acting in such ways are “agents in violent 
betrayal” [15].

The question why do we allow male Buddhist teachers to not only denigrate but also 
exploit women for their own (mostly hidden) agendas in the name of spirituality was 
replied to as follows: Someone telling to have no experience with it assumes she 
would not allow this (#5) by taking action (#5) or at least distancing herself (#5). 
A man called it ignorance, lack of awareness, and lack of ethical conscience (#10) 
and elaborated this to be true for all genders, although currently mainly women 
were victims of male offenders (#10) and that as long as one is not victimized 
oneself (#10) people would perceive everything to be fine (#10). Another man ana-
lyzed the secrecy behind closed doors (#11) telling unless the women themselves 
speak out, it would be difficult to prove (#11). He described the fear of hell used in 
Tibetan Buddhism for silencing (#11) and the seduction with calling the women a 
dakini promising them special merit at the time of their death (#11). Another man 
analyzed it as an issue to do with the dominant patriarchal society (#9), where men 
are in positions of authority having extended to religion (#9). A man analyzed that 
teachers would be often held sacrosanct (#7), telling criticism of them were mostly 
unwanted (#7). Furthermore, he argued the strong relationship of superiority 
facilitating abuse (#7). One women responded with participation in patriarchy 
(#3) accused what she thinks is Tibetan Buddhism encouraging mind control, 
submissiveness, and patriarchal hierarchy (#3) and interprets people disconnected 
from their own power (#3) being willing to let someone tell them what to do (#3). 
She accused men suing the tradition for their own agendas for many centuries 
(#3) and regards what she has learned to be so-called Vajrayana even a vehicle for 
patriarchal abuse (#3). Another woman argued with attributing special rights and 
powers to certain men (#6), saying people were blinded by robes and spiritual 
authority, judging this to be dangerous (#6). She also attributes lack of courage to 
protect those exploited (#6).

Thus, the opening of any closed elitist circles to the wider societal discourse, 
the democratization processes required within the strictly hierarchical struc-
tures of Tibetan Buddhist centers and a supervised training of group members 
in traditional interpretations of Buddhist terms, concepts and ethics as well 
as the urgently needed cultural discourses are a vital condition for differenti-
ated, linguistically and scientifically sound processes of knowledge transfer and 
exchange. However, whereas these concerns contribute to overcoming structural 
and conceptual inadequacies, the view of and behavior towards women remains a 
key issue. Particularly, the tacit transfer of projecting the shadow onto the female 
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and the implicit mechanisms of their control ought to be reflected and addressed. 
In this context, the role and function of a teacher’s secret lover and unreflective 
copying culturally shaped structures and behavior with regards to her are crucial. 
Given the lack of reference within their own cultural context, this raises questions 
about the psychological effects of such kind of social isolation of these women as 
well as about their secret position of power, which is even defined highly desirable 
in some circles. This issue raises further questions about leadership responsibility 
with regard to the group dynamics induced by it and the effects on the women 
concerned and their self-responsibility. The societal challenge of correcting 
individual damages that have been recurring throughout generations, which nega-
tively impact on the knowledge of Buddhism itself, however, is directly opposed 
to the current mainstream of secrecy and individualizing these issues as so-called 
‘bad karma’ [1, 2] in such contexts. But although those who still draw their indi-
vidual profits from these structures try to influence their followers with refusing 
to listen to the victims and authoritative and confusing definitions, such as trauma 
being even the aggression of the victim, and in such ways continue to manipulate 
seminar participants and publicly ridicule and slander victims, now the wider 
social surrounding has started to counteract the strategy of individualizing issues.

3. Conclusion

Lacking intercultural exchange of scientific knowledge and its integration into 
the education in Buddhist philosophy and Tibetan medicine resulted in oversimpli-
fication and misguided practice.

Furthermore, the collective projection of the shadow onto the feminine reveals 
through the current individual and structural challenges in these contexts. This 
pattern being passed down through generations and unreflectively transferred to 
Western centers has contributed to forming a subculture spreading internationally 
under Buddhist cover, with its own secrecy rules, use of language in rationalizing 
neologisms for the silencing of trauma and the traumatized [2] and trauma dynam-
ics. Ignoring the unconscious in teacher-student relationships and group dynamics 
has led to the superelevation of persons, even loosing ethics, which form the basis 
of every Buddhist tradition. Thus, based on the demands for identification with the 
spiritual master and his entourage, mental diseases were induced.

For individuals coming from Buddhist contexts, it is therefore important to 
replace the convenient ways of handing over responsibility, which are leading to 
patterns of dependency and serving exploitation, with freedom to autonomy along 
with self-responsibility regarding their own training and ethics. The autonomy in 
one’s own spirituality can never be substituted by an intermediary who is regarded 
as the sole access to one’s own resource. And the role of the lineage holder in 
Vajrayāna is not meant for such.

Society, which provides care for the shamelessly exploited, diseased, and 
traumatized people, now faces several challenges. Apart from prevention through 
dismantling common idealizations and providing information about the circum-
stances, terminology involved in indoctrination and the dangers in hypnotising 
techniques or dissociation sold for so-called Buddhist meditation, it is crucial to 
develop treatment concepts for those with complex diseases to provide therapeutic 
care. Furthermore, broadening of the perspective is needed to enable improve-
ment of these closed systems with their seminar-, meditation-, and retreat-centers, 
particularly concerning education as well as conveying human rights and national 
legislation to those group members who assume their spiritual masters and entou-
rage are above legislation. For preserving the knowledge of Buddhist philosophy 
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and the implicit mechanisms of their control ought to be reflected and addressed. 
In this context, the role and function of a teacher’s secret lover and unreflective 
copying culturally shaped structures and behavior with regards to her are crucial. 
Given the lack of reference within their own cultural context, this raises questions 
about the psychological effects of such kind of social isolation of these women as 
well as about their secret position of power, which is even defined highly desirable 
in some circles. This issue raises further questions about leadership responsibility 
with regard to the group dynamics induced by it and the effects on the women 
concerned and their self-responsibility. The societal challenge of correcting 
individual damages that have been recurring throughout generations, which nega-
tively impact on the knowledge of Buddhism itself, however, is directly opposed 
to the current mainstream of secrecy and individualizing these issues as so-called 
‘bad karma’ [1, 2] in such contexts. But although those who still draw their indi-
vidual profits from these structures try to influence their followers with refusing 
to listen to the victims and authoritative and confusing definitions, such as trauma 
being even the aggression of the victim, and in such ways continue to manipulate 
seminar participants and publicly ridicule and slander victims, now the wider 
social surrounding has started to counteract the strategy of individualizing issues.
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fication and misguided practice.

Furthermore, the collective projection of the shadow onto the feminine reveals 
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under Buddhist cover, with its own secrecy rules, use of language in rationalizing 
neologisms for the silencing of trauma and the traumatized [2] and trauma dynam-
ics. Ignoring the unconscious in teacher-student relationships and group dynamics 
has led to the superelevation of persons, even loosing ethics, which form the basis 
of every Buddhist tradition. Thus, based on the demands for identification with the 
spiritual master and his entourage, mental diseases were induced.

For individuals coming from Buddhist contexts, it is therefore important to 
replace the convenient ways of handing over responsibility, which are leading to 
patterns of dependency and serving exploitation, with freedom to autonomy along 
with self-responsibility regarding their own training and ethics. The autonomy in 
one’s own spirituality can never be substituted by an intermediary who is regarded 
as the sole access to one’s own resource. And the role of the lineage holder in 
Vajrayāna is not meant for such.

Society, which provides care for the shamelessly exploited, diseased, and 
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als, compensating victims and deciding on how to deal with perpetrators, accom-
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Abstract

Management of patients who describe chronic pain all over the body, associated
with a range of symptoms as sleep disturbance, overwhelming fatigue, alteration
in mood, or psychological distress that worsens the quality of life, is often complex
and challenging. This syndrome has been named by terms such as “neurasthenia,”
“fibrositis,” and “fibromyalgia”. At the present time, fibromyalgia is considered the
most common central sensitivity syndrome, affecting over 5% of the population,
being often observed in people with rheumatic conditions. While typically
presenting in middle-aged women, fibromyalgia can affect both sexes at any age.
The causes of fibromyalgia remain unknown. Significant research findings have
focused on dysfunction of central pain processing, with defects in the ascending and
descending pain pathways leading to increased pain perception. There are two
methods used in the diagnosis of fibromyalgia: criteria-based diagnosis and clinical
diagnosis. Although fibromyalgia defies definitively efficacious management, much
evidence underlies the importance of treating the psychological factors that affect
pain management process. The primary purpose of this paper is to provide a psy-
chosomatic approach to fibromyalgia from three points of view of processing: the
viewpoint of the medical profession, the position of the psychologist, and finally the
way of thinking of people.

Keywords: fibromyalgia, psychosomatic, chronic pain, central sensitivity
syndrome

1. Introduction

Under conditions of psychological dysregulation or disease, pain can lose its
physiological role and take on an aberrant course, resulting in chronic pain
syndromes [1].

As doctors, we often take care of patients who describe chronic pain all over the
body, which is associated with a range of other symptoms including poor sleep,
fatigue, and depression. This complex of symptoms is sometimes referred to as
functional somatic syndrome, part of a somatization disorder, idiopathic pain disorder,
or psychosomatic syndrome, dismissing the true suffering of the patients [2].
By reason of that, it is not unusual for patients to see at least four physicians before
the diagnosis is made.
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At the present time, we know that fibromyalgia (FM) is a nonprogressive and
nondegenerative syndrome with a spectrum of symptoms that most commonly
include generalized chronic pain. It affects 0.4–8.8% of the general population
worldwide, with a global mean prevalence of 2.7%, with women outnumbering
men by an average of 3:1 [3].

FM is defined as a central sensitization syndrome characterized by chronic
extensive “centralized pain.” Central sensitization, as well, is defined as the process
of becoming susceptible to a given stimulus that previously had no effect or signif-
icance (i.e., pressure, light, medication, temperature) [4]. This increased central
responsiveness causes hyperalgesia, allodynia, and pain across multiple spinal
segments, leading to chronic widespread pain [2].

Although FM is commonly classified as “functional,” because its etiology, path-
ogenesis, and symptoms are not completely explained, rheumatologists, pain spe-
cialists, and increasingly primary care providers are gaining confidence in making
this diagnosis and initiating treatment [5].

Historically, its definition and content have changed repeatedly in the more than
100 years of its existence. Different terms have been proposed by the medical
science [6–14], which summarizes the lack of understanding of this argumentative
condition, which has evolved from a regional pain disorder to a multiple symptoms
disorder [15] (Table 1).

Nowadays the ICD-11 considers FM to be a form of chronic widespread pain
(CWP) [16, 17], besides it considers CWP a form of chronic primary pain
(MG30.0) and is present when:

A.Chronic pain (persistent or recurrent pain for longer than 3 months) is present
in at least three body quadrants plus the axial skeleton (4 of 5 regions).

B. The pain is associated with at least one of the following:

1.Emotional distress due to pain is present.

2.The pain interferes with daily life activities and social participation.

Disorders Features

Neurasthenia
Nervous
exhaustion

Pathological entity in which there is a functional nervous dysfunction manifested by
marked fatigability and irritability affecting various organs and functions without
any demonstrable pathological tissue changes [6]. This term was abandoned in the
1930s

Fibrositis Inflammation of white fibrous tissue wherever situated (panniculitis, interstitial
neuritis, myositis, bursitis, capsulitis, etc.). In this sense these terms merely indicate
the position of the fibrous tissue which is implicated. Tenders point needed.
Widespread aching. Fatigue [7–9]

Chronic fatigue
syndrome
Myalgic
encephalomyelitis

Medical condition characterized by symptom clusters that include pathological
fatigue and malaise that is worse after exertion, cognitive dysfunction, immune
dysfunction, unrefreshing sleep, pain, autonomic dysfunction, neuroendocrine, and
immune symptoms [10, 11]

Burn out Represents the total depletion of one’s physical and mental resources [12]

Chronic
widespread pain
(CWP)

A pain variable that would identify potential FM patients. It represents a categorical
designation of musculoskeletal body pain defined by the location, distribution, and
number of painful musculoskeletal body locations or sites [13, 14]

Table 1.
Fibromyalgia-like conditions.
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C.The pain is not better accounted for by another chronic pain condition.

This definition seems to define a CWP as a disease or disorder. Neither FM nor
CWP is obviously a distinct entity.

In addition to the direct physical suffering that patients experience, the
biopsychosocial nature of chronic pain affects their social lives, ability to work,
and psychological well-being. People with FM often reported dismissive
attitudes from others, such as disbelief, stigmatization, lack of acceptance by their
relatives, and friends, and doctors may consider them as lazy or attention seeking
people, with their symptoms all in their head [2]. Such disdainfulness can have a
substantial negative impact on patients, who are already distressed [18].
Furthermore, patients have an increased lifetime prevalence of many psychological
disorders.

The primary purpose of this paper is to provide an approach to FM from three
points of view of processing: the viewpoint of the medical profession, the position
of the psychologist, and finally, social aspects.

1.The medical profession:

a. Diagnostic criteria of FM

b. Pathogenesis

c. What causes FM? Predisposing factors

d. Comorbidities:

i. Other central sensitivity syndromes

ii. Psychiatric

iii. Nonpsychiatric: rheumatology

2.The position of the psychologist:

a. Psychosomatic disease?

b. Emotional dysregulation

c. Address the psychological in FM:

i. Our experience

ii. The main topics from a psychological point of view

3.Social aspects. Impact at three levels:

a. Family

b. Labor

c. Health system
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2. The medical profession

2.1 Diagnostic criteria of fibromyalgia

Diagnosing FM is quite challenging because there is an absence of a univocal
identified biological cause [19].

Although two methods are used in the diagnosis, criteria-based and clinical
one, FM remains a controversial interpretation, with some studies suggesting that
FM is overdiagnosed and other reporting that community physicians have limited
knowledge of FM diagnosis and criteria:

2.1.1 Criteria-based diagnosis

FM became officially established by formal criteria in 1990 [20], after which a
multiplicity of symptoms became a central component of the illness. Nowadays
there is evidence in support of FM as a dimensional or continuum disorder [21, 22]
which is included in the international list of diseases of the World Health
Organization [17] (Table 2).

In 2016, the widespread pain criterion was reinstalled; thus FM diagnosis
requires:

• Widespread pain index (WPI) ≥ 7 and symptom severity scale (SSS) ≥ 5 or a
WPI of 4–6 and an SSS score ≥9

• Presence of widespread pain (pain in four or five body regions)

• Symptoms of at least 3 months of duration

Classification criteria may help guide a diagnosis but are primarily useful for
research and epidemiological studies.

2.1.2 Clinical diagnosis

It is based on the physician/patient relationship. FM, because of symptoms’
intensities (pervasive fatigue, abdominal cramps, headaches, disturbed sleep, mus-
cle spasms, stiffness, tenderness, reduced physical, social and cognitive functioning,
depressed mood, anxiety, and irritability), constitutes a heterogeneous disorder in
which “chronic widespread pain” is dominant [23–28]. Moreover, FM differs from
the “chronic widespread pain” by its inclusion of non-pain symptoms, including
severity measures of fatigue, unrefreshed sleep, cognitive problems, and somatic
symptoms [29].

Common manifestations in FM are hyperalgesia (excessive sensitivity to a nor-
mally painful stimulus, such as pressure), allodynia (painful sensation to a normally
non-painful stimulus, e.g., touch and massage), expansion of the receptive field
(pain beyond the area of peripheral nerve supply), prolonged electrophysiological
discharge, an after-stimulus unpleasant quality of the pain (e.g., burning, throb-
bing, tingling, or numbness), and referred pain across multiple spinal segments,
leading to chronic widespread pain [20]. The number of pain sites is strongly
correlated with somatic and psychological symptom burden in the general popula-
tion. An example of making a record of the pain sites is by the “Michigan body
map” [30] (Figure 1).
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Quantitative sensory testing should be undertaken to determine if augmented
response is present or absent, using pressure, pinprick, cold, heat, vibration, elec-
tricity, ischemia, and chemical (capsaicin, hypertonic saline) stimuli. Patients
should be tested for allodynia (using cotton swab, brush, Von Frey filaments),
temporal summation, conditioned pain modulation, and nociceptive flexion reflex.

All common conditions, like depression or FM, are caught in the dilemma of
disease versus illness state (of health) versus trait (characteristic feature
distinguishing a particular human being).

2.2 Pathogenesis

Given the high incidence of chronic pain, it is fundamental to understand basic
processes underlying this kind of suffering: repeated stimulation of the centripetal

American College
of Rheumatology
(ACR)

Criteria stablished Clarification

1990
Wolfe et al. [20]

Chronic widespread pain
(CWP)
+
Pain in 11 of 18 tender
point sites on “digital
palpation”

CWP: Simultaneous pain in the axial skeleton, in the
left and the right side of the body, and above and
below the waist, for at least 3 months
“Digital palpation” should be performed with an
approximate force of 4 Kg
Tender point positive: the subject must state that the
palpation was painful

2010
Wolfe et al. [21]

Widespread pain index
(WPI)
+
Symptom severity scale
(SSS):
Fatigue
Waking unrefreshed
Cognitive symptom

WPI: areas with pain over the last week
SSS: the sum of the severity of the three symptoms
plus the extent (severity) of somatic symptoms in
general
“It does not require a tender point examination”

2011
Wolfe et al. [22]

Widespread pain index
(WPI):
Left Shoulder Right
Lt. Upper Arm Rt. Lower
Lt. Hip Rt.
Lt. Upper Leg Rt. Lower
Lt. Jaw Rt.
Chest
Abdomen
Upper Back Lower
Neck
+
Symptom severity (SS)
score:
Fatigue
Waking unrefreshed
Cognitive symptom

• WPI ≥ 7/19 and SS score ≥ 5/12 or WPI between
3–6/19 and SS score ≥ 9/12.

• Symptoms have been present at a similar level for
at least 3 months

• The patient does not have a disorder that would
otherwise sufficiently explain the pain

WPI: In how many areas has the patient had pain?
Score will be between 0 and 19
SS score:
For the each of these three symptoms, indicate the
level of severity over the past week using the
following scale:
0 = no problem; 1 = slight or mild problems; generally
mild or intermittent; 2 = moderate; considerable
problems; often present and/or at a moderate level; 3
= severe: pervasive, continuous, life-disturbing
problems
The SS score is the sum of the severity of the three
symptoms plus the sum of the number of the
following symptoms occurring during the previous 6
months: headaches, pain or cramps in lower
abdomen, and depression (0–3). The final score is
between 0 and 12

Table 2.
Fibromyalgia criteria according to the American College of Rheumatology.
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nerves overtime causes changes to the way the pain signals are processed, leading
to a pathophysiological state where the nervous system is sensitized and the
perception of pain becomes heighten.

Both the peripheral and the central nervous system can become sensitize to pain
signals in response to injury or inflammation nociceptors. The periphery can
become more sensitive to painful stimuli, a process called “peripheral sensitization.”
These sensitize nociceptors and then send additional pain signals to the CNS which
can lead to the overstimulation of the CNS.

“Central sensitization” is a proposed physiological phenomenon in which
dysregulation in the central nervous system (imbalance between pain transmission
and pain inhibition) causes neuronal dysregulation and hyperexcitability, resulting
in hypersensitivity to both noxious and non-noxious stimuli and the perpetuation
of pain [31] (Figure 2).

Central sensitization has been proposed as the root etiology for “central sensi-
tivity syndromes” (CSS), which refer to a group of medically indistinct disorders
for which no organic cause can be found. A number of authors state that the CSS
symptoms are not medically explicable and are psychiatric, psychological, or psy-
chosocial in nature [32–34]. Therefore, people with FM suffer from abnormalities in
the central pain processing, what implies a lower threshold for interpreting sensory
information as noxious, in addition to an increased excitation’s mechanism or
reduced inhibition’s ones. This plays an important role in the development and
maintenance of chronic pain.

On the other hand, some aberrations of the peripheral nervous system, as an
antidromal axonal reflex of C fibers in response to a stimulus, may initialize

Figure 1.
The Michigan Body Map. ©2015 Regents of the University of Michigan (https://medicine.umich.edu/sites/defa
ult/files/content/downloads/MBM%202016.pdf ).
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neuroendocrine processes and vascular permeability. These processes encompass
the phenomenon of neuro-inflammation, in which stress and other psychological
factors induce these neural responses to amplify the pain perception.

Abnormal sensory and pain processing is the key factor in the pathophysiology
of FM [35], and in addition, sensitization heightens the perception of pain.

2.3 What causes fibromyalgia? Predisposing factors

There is evidence for excessive pain-related neuronal activity at multiple levels
of the central nervous system, structural and functional changes in the brain by
imaging studies, and impaired function of normal descending inhibitory
mechanisms [29].

Several factors, such as genetic predisposition or alteration in the expression of
several genes (epigenetic mechanisms), deficiencies in neurotransmitter levels,
biochemical changes in the body, endocrine dysfunction, certain types of infections
(e.g., Epstein-Barr virus, Lyme disease, Q fever, viral hepatitis), mood states,
sociocultural environment (early-life stress or adversity), psychological trauma,
and past experiences in general (e.g., childhood or sexual abuse), have been pro-
posed as explanatory mechanisms of patients’ subjective experience of central
sensitivity and subcortical nociceptive transmission [28, 36–43].

Figure 2.
Physiological pathways of pain. The activated C fibers express, at their nerve terminals, several
neurotransmitters: Substance P (SP), nerve growth factor (NGF), calcitonin gene-related peptide, vasoactive
intestinal peptide, glutamate (GLUT), aspartate, and brain-derived neurotrophic factor. These chemicals
cause a barrage of impulses at the synapse that now hyperexcite the postsynaptic receptors: neurokinin1 (NK1),
N-methyl-D-aspartate (NMDA), metabotropic glutamate, tyrosine kinase B (TrK-B), and protein kinase
gamma. Activation of these receptors results in a remarkable physiologic change in the postsynaptic nerve cells,
including membrane changes, intracellular influx of calcium, protein kinase activation, and expression of
protein c-fos (marker for neuronal activity following peripheral stimulation). These changes cause an
intensification of hyperexcitability of the second-order neurons, giving rise to hypersensitivity to various
peripheral stimuli. “Central sensitivity”: perturbation in the central processing of sensory information that
amplifies the response of the central nervous system to a peripheral input.
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Genes associated with increased or decreased frequency of chronic pain states or
pain sensitivity regulate the breakdown or binding of pain sensitivity-modulating
neurotransmitters and other inflammatory pathways. Candidate genes implicated
in FM include those controlling serotonin mechanisms, dopamine receptors, as well
as metabolism of catecholamines [44, 45].

A recent review confirmed the key role of neurobiological substrates, including
the hypothalamic-pituitary-adrenal (HPA) axis, monoaminergic, opioidergic,
endocannabinoid, and immune systems, as well as some epigenetic mechanisms, in
the association of early-life psychological stress and the risk of chronic pain in later
life [40]. Early psychological trauma can alter the HPA axis response, which may
result in the dysfunction of peripheral and spinal dorsal horn neurons, excitatory
amino acids, and central neuropeptides that can lead to abnormal nociceptive input
to the brain when there is no actual painful stimulus, resulting in a central sensiti-
zation syndrome [46, 47]. Similarly, many people with FM exposed to early abuse
have anxiety, depression, and post-traumatic stress disorder [2].

Patients with FM appear to have specific gut microbiome alterations that differ
from their healthy peers. Recently Clos-García et al. have found an alteration in
glutamate metabolism (possible molecular biomarker) connecting the gut
microbiome with the brain through the enteric nervous system. This alteration has
been associated with psychiatric and gastrointestinal disorders [48].

Finally, there is no scientific support for the idea that physical trauma (e.g.,
motor vehicle accidents) causes FM [49].

2.4 Comorbidities

2.4.1 Other central sensitivity syndromes

Pain, fatigue and other distressing sensations, occurring in the absence of clini-
cally obvious pathology are common health problems in medical practice. Such
experiences are never uniform, yet symptoms often present together in stereotypi-
cally recognizable ways. Several criteria were suggested for classification of a dis-
ease as a member of the CSS group: (a) the presence of CS; (b) the absence of an
underlying disease (primary conditions), and (c) mutual associations between the
disorders.

Recently, Yunus proposed a number of ailments included in the list of CSS
family: irritable bowel syndrome, primary (dysfunctional) dyspepsia, tension-type
headache, migraine, myofascial pain syndrome, myofascial temporomandibular
disorder, primary chronic neck pain, primary low back pain, restless legs syndrome,
periodic limb movement disorder, and endometriosis, among others [42].

Because of the mutual associations between the disorders, the differential
diagnosis of FM is difficult.

2.4.2 Psychiatric

Patients relate too many symptoms, and the symptoms appear too severe and
too unusual, and the patients too healthy compared with patients with other pain
disorders [15].

A recent clinical review summarized that 62% of FM patients showed major
depressive disorder, 11% bipolar disorder, 29% panic disorder, and 29% social
phobia [50].

Mental disorders, especially mood disorders, have been associated with
a negative impact on pain, fatigue, sleep, physical functioning, and quality of life
in FM [51].
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2.4.3 Nonpsychiatric: rheumatology

It is said that non-arthritic rheumatism frequently covers anxiety states. The
musculoskeletal pain or fatigue associated with other disorders may mimic those of
FM and vice versa. Additionally, there are many similar disorders, which are not
exclusive of FM, and will overlap concomitantly. The broad categories are the
following [52]:

• Inflammatory and autoimmune disorders, including rheumatoid arthritis,
systemic lupus erythematosus, Sjögren’s syndrome, polymyalgia rheumatica,
and spondyloarthritis

• Muscle disorders and myalgias

• Myofascial pain syndrome, temporomandibular joint dysfunction, lower back
pain

3. The position of the psychologist

3.1 Psychosomatic disease

FM, as a paradigm of psychosomatic disorders, would have different
repercussions:

a. Physical (inactivity, disability) that leads the person to a sick and invalid role

b. Psychological, resulting in emotional disturbances, vulnerability to substance
abuse, etc.

c. Social, such as tendencies towards isolation, interpersonal conflicts, etc.

Sometimes pain becomes the center of life for the patients, leading to a succes-
sive demand for assistance, conflicts with professionals, etc.

Regarding the psychological point of view, pain has been approached from the
theories of traits, psychodynamic thesis, behaviorism, neuropsychology, etc., since
the cognitive perspective is one of the most relevant today, specifically the study of
beliefs and internal language of the patients. Along with this, the study of the
different styles in the locus of control is relevant and, from the constructivist
perspective, the study of the meanings and the analysis of the narrations of pain by
the patients. The study of personality traits and their link with pain would be the
most basic psychological approach. The study of coping styles would be in an
intermediate place. Finally, the most elaborate approach would be the study of
meanings.

It is interesting to make it clear that among the very different styles of coping
with pain (avoidance, ignoring, reinterpreting, giving self-instructions, etc.), the
most negative, the one that makes the pain worse, is the catastrophic style.

In the well-known constructivist perspective, authors such as Walker,
Holloway, and Sofaer [53] studied five sequential themes in the experience of pain:

• The pain takes hold of me

• I lost something
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• I feel lost in the system

• They do not understand me

• My situation is unacceptable, inexplicable, speechless

3.2 Emotional dysregulation

In the psychosomatic field, stress has been a very studied element with respect
to FM. When scales or questionnaires are applied, the stress scores in FM patients
are higher than in the control groups. In addition, patients who score higher also
show several psychological disorders. It has been postulated that chronic stress (but
not acute stress) would contribute to the FM symptoms. It has also been noticed
that specific situations of intense stress correlate with post-traumatic stress disorder
and FM. Finally, among the patients with FM, a higher prevalence of experiences of
victimization (abuse and sexual abuse), throughout the life, is detected. The inten-
sity of the traumatic event correlates, in these cases, with pain and sleep distur-
bances.

Linked to this, it is worth noting the issue of social support, which is an issue
usually over-mentioned by FM patients. Social support has three main functions:

a. Affective-emotional: intimacy, attachment, care, concern for the other, etc.

b. Material: provision of material assistance, assistance, etc., is an instrumental
function.

c. Informative: advice, guide, education, etc.

The tendency to consider the first function as the most important is not correct.
The key would be to give support based on the type of need that arises. Giving
emotional support when the problem is strictly material, for example, may be
tender, but it will not be effective. It must be noted that social support would lead to
stress. Social relations imply obligations, and in turn, tensions can be derived from
them. In short, stress can emerge. In fact, Helgeson [54], among others, points out
that negative social interactions predict health- and well-being-related problems
more than the positive ones do.

The differences between men and women in social support have not been stud-
ied much, although it is a simple fact that men and women differ in the way they
participate in social relations. In this regard, it is necessary to mention something
about gender roles. The traditional masculine role is associated with activity, the
search for independence, competitiveness, objectives, assertiveness, self-
confidence, etc., and within this role, it may be more difficult to seek and achieve
social support. The role of women has been associated with expressiveness, emo-
tions, intimacy, more ability to recognize difficulties (and with it to ask for help),
cooperation, empathy, etc., thus giving and receiving social support seem to be
easier tasks.

The association between social support, stress, and health has been studied
without conclusive results due to serious methodological errors. Perhaps it would
point out that the negative part of the social relations that we have already indicated
is more relevant in the case of women. Why is it? Women tend to be a source of
support more frequently and are more involved in socio-family networks. Belle
already pointed out how support networks can create psychological distress: (a) for
a lack of respect or disapproval of others; (b) for revealing confidences or not
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meeting the expectations of others; (c) when the support person is too
demanding; and (d) when there is a sort of contagion of the stress from some
members to others [55].

3.3 Address the psychological factors in fibromyalgia

Beyond works with quantitative methodology, we will focus this section on
qualitative research. This way of approaching knowledge is interpretive. It would be
the interpretative study of a particular problem in which the researcher is responsi-
ble for the production of meaning. Many times, we reach statistically significant
results that are absolutely useless, that do not discover anything, and that do not tell
us anything that we did not know from our conversations with patients, and that,
simply, we did not care to measure in order to know. In a different way, qualitative
methods study intersubjective meanings located and constructed rather than sup-
posed objective facts. Observation and interview would be prioritized over the
experiment and the standardized questionnaires. In the understanding of the
meanings, one works with the narrative, being storytelling a good tool for it. The
laws of physical objects imply that there is no history, which is something impossi-
ble for the person. Faced with paradigmatic, objectivist thinking, without a position
on itself, narrative thinking poses positions depending on the context. The data is
not the central element, but where the data comes from, the person is the starting
point, the private representation of the person about the world or its disorder, the
way the person lives reality. The subject is therefore interesting: how the person
builds the own context and makes history. The narrative is the element to reach that
meaning sought. It is a story, a story ordered in some way. The narratives are
unique, individual, unrepeatable, and have an author. They provide, finally, a
meaning.

3.4 Our experience

In order to research the experience of pain and its different repercussions in
women diagnosed with FM, we performed individual in-depth interviews in a total
of 15 patients. It is a semi-structured interview with some guide points but giving
the patients the opportunity of a broad expression of their experiences. This way we
tried to know the ideas that patients had about the disease but, above all, their
experiences. The interviews lasted 50–60 min, were recorded in audio, and subse-
quently, transcribed with the collaboration of two psychologists. After the tran-
scription, an analysis of the interviews was developed. For this purpose, in the
clinical field, the methodology proposed by Weber for the analysis of content has
been used [56]. It involves the following stages: (a) identifying common themes in
the responses of patients and classifying them semantically, by their meaning; (b)
grouping the themes of common meaning into categories; and (c) analyzing the
frequency of each of the topics by watching its presence depending on the number
of patients.

3.5 Our sample

Our patients had a mean age of 45 years (ranged 36–59), all of them were
women and married. Regarding their training level, 46.46% had primary studies
(7 out of 15), and the rest were divided between degree or diploma (26.66%) and
professional training or baccalaureate (26.66%). Besides, 40% were housewives
(6 out of 15), and the rest worked in extra domestic tasks (26.66% as administrative
assistants, 13.33% as operators, one of them as a secondary school teacher, another
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as clerk, and one as head of section in the regional administration). Those who had
extra domestic works said that they had in charge the housework with some help
from their couples. Eight of the patients had two sons and daughters and seven of
them only one son or daughter. In three cases (20%), in addition to the couple and
the children, other family members lived at home and they needed care.

3.6 The main topics from a psychological point of view

As main concerns, patients referred the following:

a. The personal history of pain: time elapsed since the pain started, professionals
consulted, treatments performed, time elapsed since the diagnosis of FM,
biographical aspects at the onset of pain

b. The pain today: description (intensity, frequency, and duration) and
treatment; what precipitates, worsens, or relieves

c. Thoughts regarding pain: what is attributed to, how to control it, what is
thought when the pain appears

d. Feelings regarding pain: emotions that arise when facing pain

e. Behaviors as responses to pain: how the pain is faced

f. Repercussions of pain in daily life: functional impact on the patient (how pain
limits life), impact on the family, social impact

g. Support against pain: what help do you have to deal with pain.

At this point, our focus was the personal history of pain. In this regard, it is
worth noting some narratives of our patients:

Patient A: I was attended by several orthopedists and some of them gave me medica-
tion to the pain … the problem is that when one has … does not reach 30 years old
and begins with continuous muscle contractures and without having a logical cause,
well … even while playing sports in those moments, well, you get annoyed, don’t you?
And then you go to one and the other, you even go to the neurosurgeon that the only
thing he found was a minimal dehydration in … a … dorsal intervertebral disk …

and … I think then it was progressively studied in case they found neck calcifications,
they corrected them, they sent me to the rehabilitators…

Patient B: … It was mostly because of the birth of my daughter, well with … my
daughter is already 10 years old, perhaps was the upbringing of the girl and also my
father was diagnosed with a retinal detachment from the second eye because I had
already had one and had lost the other eye … this brought me a lot of tension
buildup…

Patient C: …When I was diagnosed with fibromyalgia I was suffering from pain
for months, the pain started in the feet and hands, I had no strength in the hands,
they became inflamed but I thought the housewives … I thought it was from the
mop, scrub … always a blame for cleaning … I said to me "today I'm more tired of
cleaning,” “today for…” … always blame until my husband told me to go to the
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doctor … he has the consultation in … and he made several medical checks, he gave
me medications … until I went to another doctor who finally diagnosed
fibromyalgia…

Patient D: …The first symptoms were that I complained about my legs and I was
said I had a column deviation; when I was 25 it hurts me a lot … well with 25 …

no, with 23, my neck started to hurt me a lot and doctors told me that it was a
cervical problem and they gave me laser … well, I felt better, but pain remains, I
always had pain and I continued with my medications … I was bearing pain, it
was easy when I was 23, but now…

From a psychological point of view, topics such as “personality and
fibromyalgia,” “emotional dysregulation,” and “fibromyalgia as a psychosomatic
disease (labeled as negative connotations)” would be the most relevant aspects to
deep into the patients’ thoughts, feelings, and behaviors.

FM is a disease with clear female predominance. Stress seems to be a highlighted
element in its origin, especially chronic stress. Regarding social support, it is essen-
tial to mention that, in order to make it appropriate, the type of support (material,
emotional, informative) must be in accordance with the needs that arise. Giving
material support, when emotional support is necessary, is simply inefficient. We
also said that social support can usually involve stress. Social relationships entail, for
example, obligations from which tensions and stress may arise. It is also necessary
to remember here that the traditional feminine role is associated with the expression
of emotions and empathy.

In our patients we observe how they work mostly away from home, they bear
the burden of homework, and in addition, one out of five not only takes care of their
husbands and children but is in charge of some other relatives. And it is striking that
40% of these patients do not perceive any help to face their pain. They work inside,
they work outside, they take care of everyone, they have pain, and they have no help. This
is the reality of some women we interviewed. Chronic stress and FM? It does not
seem to fit any doubt. And regarding the health of women, there is a chilling fact:
patients usually take several drugs for more than 5 years, continuously, without a
diagnosis of certainty. Some patients interviewed told us that the feeling that was
seizing them on their pilgrimage from doctor to doctor was that they were labeled as
hysterical or a merely storyteller and that they just told them to take a pain reliever
when they had pain.

Some husbands, ratifying such clinical impressions, exclaim on more than one
occasion: “Again, with your pain!” And since the traditional female role is designed
to take care and not so much to receive care from others, to understand and not so
much to be understood, in many cases it is hardly expected that, when a woman
feels pain, the husband will give an adequate care. The trigger elements of pain are
usually psychic tensions. There is nothing to add to it, chronic stress seems evident.
Along with it there are thoughts of resignation not exempt of accompanying feel-
ings of guilt. The random attribution of pain seems to be part of that female role of
taking on loads (“this pain has also touched me!”). The feeling of guiltiness is
strange. Facing pain limits the woman life, which prevents her to have a satisfying
sex life, which keeps her at home, and which prevents her from performing her
tasks. She feels guilty: guilty for not attending to her relatives and spoiling their
vacations and guilty because she does not have sexual relations as often as she
would wish and for not being able to enjoy them, for not having a clean house, etc.
What makes her feel so guilty if it’s not the assumption of a traditional role? We
leave the answer for your own reflection [57].
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mop, scrub … always a blame for cleaning … I said to me "today I'm more tired of
cleaning,” “today for…” … always blame until my husband told me to go to the
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doctor … he has the consultation in … and he made several medical checks, he gave
me medications … until I went to another doctor who finally diagnosed
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said I had a column deviation; when I was 25 it hurts me a lot … well with 25 …

no, with 23, my neck started to hurt me a lot and doctors told me that it was a
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always had pain and I continued with my medications … I was bearing pain, it
was easy when I was 23, but now…

From a psychological point of view, topics such as “personality and
fibromyalgia,” “emotional dysregulation,” and “fibromyalgia as a psychosomatic
disease (labeled as negative connotations)” would be the most relevant aspects to
deep into the patients’ thoughts, feelings, and behaviors.

FM is a disease with clear female predominance. Stress seems to be a highlighted
element in its origin, especially chronic stress. Regarding social support, it is essen-
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emotional, informative) must be in accordance with the needs that arise. Giving
material support, when emotional support is necessary, is simply inefficient. We
also said that social support can usually involve stress. Social relationships entail, for
example, obligations from which tensions and stress may arise. It is also necessary
to remember here that the traditional feminine role is associated with the expression
of emotions and empathy.

In our patients we observe how they work mostly away from home, they bear
the burden of homework, and in addition, one out of five not only takes care of their
husbands and children but is in charge of some other relatives. And it is striking that
40% of these patients do not perceive any help to face their pain. They work inside,
they work outside, they take care of everyone, they have pain, and they have no help. This
is the reality of some women we interviewed. Chronic stress and FM? It does not
seem to fit any doubt. And regarding the health of women, there is a chilling fact:
patients usually take several drugs for more than 5 years, continuously, without a
diagnosis of certainty. Some patients interviewed told us that the feeling that was
seizing them on their pilgrimage from doctor to doctor was that they were labeled as
hysterical or a merely storyteller and that they just told them to take a pain reliever
when they had pain.

Some husbands, ratifying such clinical impressions, exclaim on more than one
occasion: “Again, with your pain!” And since the traditional female role is designed
to take care and not so much to receive care from others, to understand and not so
much to be understood, in many cases it is hardly expected that, when a woman
feels pain, the husband will give an adequate care. The trigger elements of pain are
usually psychic tensions. There is nothing to add to it, chronic stress seems evident.
Along with it there are thoughts of resignation not exempt of accompanying feel-
ings of guilt. The random attribution of pain seems to be part of that female role of
taking on loads (“this pain has also touched me!”). The feeling of guiltiness is
strange. Facing pain limits the woman life, which prevents her to have a satisfying
sex life, which keeps her at home, and which prevents her from performing her
tasks. She feels guilty: guilty for not attending to her relatives and spoiling their
vacations and guilty because she does not have sexual relations as often as she
would wish and for not being able to enjoy them, for not having a clean house, etc.
What makes her feel so guilty if it’s not the assumption of a traditional role? We
leave the answer for your own reflection [57].
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4. Social aspects

By the time patients get to the FM treatment program at different health insti-
tutions, they typically have tried all the approved drugs for the disorder and are
tired of the pain, the fatigue, the depression, and the skepticism. Many patients
have been told for years (by friends, by family, by clinicians) that their symptoms
are imaginary or that they are lazy or drug-seeking.

Above and beyond the specific impact on health, from a social perspective, FM
contemplates an impact at three levels: (a) family, (b) labor, and (c) about the
health system.

In the family environment, patients point to the existence of family imbalances,
putting at risk the maintenance and quality of their relationships in that context. It
seems that there are at least four aspects to highlight:

a. A certain family disruption from the psycho-affective point of view (before
or after the onset of the disease)

b. Family loads secondary to fibromyalgia (change of roles in family
components, redistribution of tasks, loss of role, etc.)

c. Family economic losses

d. Patterns of family behavior directly related to fibromyalgia and its
repercussions

In the work context, fibromyalgia is an important cause of work hour lost. In
Spain, for example, people with fibromyalgia have an annual average of 21 days of
work lost, and approximately one third of patients (depending on their jobs)
already have a disability pension before they reach the retirement age (in other
diseases this figure is around 9–10%). And, in summary, the percentage of tempo-
rary leave and the number of sick leave days is 3–4 times higher than in the case of
other workers. In addition, it is known that the occupational impact of fibromyalgia
seems to be strongly influenced by psychopathological comorbidity (especially
anxiety and depression).

The impact on the health system refers to the amount of resources that these
patients use, with the consequent economic cost. The positive part is arriving at a
diagnosis as soon as possible, these costs decrease as it stops the pilgrimage of
patients in search of evidence that clarifies their health problem. Patients with
fibromyalgia visit the primary care physician at an average of 8–13 times a year,
with almost €1,000 annual cost for such visits, about €500 for testing, and another
€1,500 for “nonmedical” therapies (e.g., physiotherapy or massages). We must add
about €500 per year for the use of different medications.

Storytelling, as an instrument of communication in health context, can be used
to create a story as a way to share or receive information as well as a way for us to
understand our own lives and those of others around us [58]. In this case, one of the
signatories (MG) has composed a narrative to make fibromyalgia visible. Mya, the
chief character of the play, wishes us to transmit the emotions and feelings of the
people who bear patiently the illness. Sometimes, the lack of understanding or the
disregard of those around them for the different aspect of their lives doesn’t help
them to make progress. Various conditions affecting fibromyalgia patients have
been depicted in this story. A great help for patients would be an overall consider-
ation of clinicians, relatives, friends, and coworkers. Let us go to the story: and who
is Mya (see Appendix 1)?
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5. About treatments

There is increasing recognition that multidisciplinary treatment models that
address physical symptoms of the disease, as well as behavioral and psychological
components, are effective, although total removal of symptoms is almost never
achieved. The goal is improvement in health-related quality of life, function, and
symptom burden. Patients should also know that symptoms will never kill them.
The first step should be to address concerns, such as sleep or mood disorders. We
are going to revise the different treatment options.

5.1 Psychoactive drugs

“Being on the hunt for the magic pill”: drugs don’t work very well with FM.

• Antidepressants. The three main antidepressants that have been studied
through controlled clinical trials in FM are [59, 60]:

◦ Amitriptyline. It reduces pain and fatigue, improves sleep, and produces a
global feeling of improvement from the perspective of both the doctor and
the patient. It is therefore highly recommended.

◦ Duloxetine. It also reduces pain and improves sleep and mood and quality
of life and functional capacity, so it is also equally recommended.

◦ Fluoxetine. Its evidence on pain, sleep, and fatigue in FM patients is
controversial, and it seems to be effective for depressive symptoms and
functional limitation. I would not currently be at the forefront of the
recommendations of psychoactive drugs.

• Gamma-aminobutyric acid (GABA) analog

◦ Pregabalin. It was the first drug to be approved by the US FDA in 2007.
Pregabalin reduces pain and improves sleep and quality of life, so it can be
recommended for the treatment of these symptoms in patients with FM. It
must be noted that a recent study comparing the efficacy of Duloxetine
and Pregabalin concludes a higher efficacy of duloxetine for the treatment
of pain in patients with FM [61].

• Other pharmacotherapies, like opioids (e.g., tramadol), dopamine agonist
(e.g., ropinirole, pramipexole, or rotigotine), cannabinoids (e.g., Nabilone), or
sodium oxybate, do not seem to support its use for treating FM [62–65].

5.2 Nonpharmacological options

• Exercise. Exercise is known to be beneficial for overall health. Incorporation of
some physical exercise with strengthening and stretching program as a part of
FM treatment shows significant effects in reducing pain and related FM
symptoms. Recent evidence suggests that exercise may regulate the immune-
and stress-related responses [66–68].

• Transcranial stimulation. Two types of noninvasive brain stimulation
methods have been used to treat the cognitive and affective disorders [69]:
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transcranial magnetic stimulation (TMS) and transcranial direct current
stimulation (tDCS). TMS sends a brief electrical current from an
electromagnetic coil that is placed against the patient’s scalp, creating a regional
magnetic field that affects neural activity. tDCS sends a weak electrical current
through a pair of electrodes placed on the scalp in the region of interest. The
current is considered to help modulate the neural activity, possibly in a polarity
specific way [70, 71]. It appears that both TMS and tDCS may modulate mood,
but the effects on pain may be marginal.

• Psychological and behavioral modalities

◦ Psychological treatment

There is great evidence of the effectiveness of cognitive behavioral therapy on
pain control, physical discomfort, and mood in patients with FM [72]. Similarly,
behavioral therapy has shown efficacy in reducing the number of medical visits.

Other treatments, such as relaxation techniques, used in isolation for the sole
purpose of controlling pain, have not proven effective. On the other hand, despite
some positive results, there is no scientific evidence to recommend hypnosis and
other forms of therapy.

In any case, it seems that the best option is the use of “multicomponent thera-
pies,” specifically those based on the combination of physical exercise, cognitive
behavioral intervention strategies, and drugs. They have proven effective in man-
aging pain and improving the quality of life and physical capacity of patients.

◦ Alternative therapies

Today there is no scientific evidence on the effectiveness of certain treatments,
at least for being recommended: acupuncture, homeopathy, ozone therapy, dietary
supplements, Qi-Gong, Reiki, or Taichi [73].

Finally, the beneficial effect of chiropractic treatment and massage in the treat-
ment of FM has not been sufficiently demonstrated, and therefore, its use is not
recommended.

Appendix 1

And who is Mya?
“El entusiasta”
www.elentusiasta.es

The H.G. Wells Museum
Second day of the fatigue, Sunday. In the twenty-first century

News: and where’s Mya?
Yesterday, the Sculpture of Pain was stolen, a fifteenth-century masterpiece,

highly valued by the Experts of Life. It belongs to the stage of the Spanish flamboy-
ant gothic. It’s an alabaster sculpture made by Sebastián de la Esperanza. It symbol-
izes medieval culture; the accompanying book personifies Wisdom.

It was transferred in March 1999, from the Cathedral of Sigüenza to the recently
opened H.G. Wells Museum.

The Commissioner of Righteousness has asked to cooperate with the country’s
officials to investigate the clues in depth.

This morning, the main authorities of the emotions, have established the action
plan and the resources they will provide to clarify the events that occurred.
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At the moment, the museum officials have not made authorized statements. At
7:30 pm, the director called a press conference at the headquarters of the feelings
(25 Transcendence St.), to make the first manifestations of what happened.

A reward is offered to all those who care about visibility.
Myalgia

Mya reads the news and decides to go to the museum. She cannot accept another
day of tiredness and fatigue.

The H.G. Wells Museum is a building without defined forms. A weird-speaking
drone with fraudulent voice announces: “free admission.” There is a large uneven
corridor where three rooms are placed on the right side and one more on the left.

What do they hide?
Mya enters into the first of the rooms in the right: “The Room of the White Coats.”

Although Painting One greets her kindly, it can only spend 5 minutes because there
are too many visitors. It examines her quickly and recommends talking to Painting
Two. Then, the latter gives her some futuristic capsules and asks her to come back at
another time. Finally, a whisper leads her to Painting three, which tells her that it has
something for pain. It scares her because she hadn’t explained anything.

She comes out very confused, and stays absorbed in the middle of “The Family
Room,” right next to the caution tape that the Art Police had put to cordon off the
scene. She hears peaceful voices. Being suspended in the air, the legless chairs tell her
that they are almost no longer visited or accompanied. At the beginning of the
opening of the museum, it was the most frequented room, but now they are not
important to them or simply do not know how to look at them. On the ceiling of this
lugubrious room there is a Deco Lamp that looks at the walls with the complicity of
the years. From a distance it seems to say: “I already knew that sooner or later it
would happen.” The always silent Deco Lamp addresses the intrigued Mya sharing
its thoughts: “They have never watched us, they don't care, people come and go,
they look at us but they don't see us. They extract what we have inside but they give
us nothing back. The one who hung us performed his function. The one who repairs
us, from time to time, also believes that he has fulfilled his duty. But now, that
doesn't care.” And the Sculpture of Pain was she left to her fate by a wrong way or
did she abandon her privileged place in the museum because of misunderstanding
and loneliness?

Curiosity leads her to the “Just in Time Room,” where the Mosaics are in contin-
uous synchronized motion and almost silent. They ignore her. They prefer not to
have eye contact with her. They have lost the habit. They do not recognize visitors
because they are missing too much. Their complaints and regrets bore them. They
don’t feel they are part of the team.

Once she visited the rooms on the right of the corridor, she went to the left side,
to the “Not Near Room.” Those who were next to the stolen sculpture. And since
their disappearance they have not even asked again. Sculptures with no eyes look her
up and down, without any empathy. She prefers to think they have not seen her.
She listens to a secure voice, which comes from the Spokesman of the Council of
Emotions, who starts the meeting. It is necessary to face the fact of theft and start
making decisions. Find out who has been the guilty before it is judged by the Court
of Righteousness.

After 5 hours, the members of the council were still trying to assess what could
have happened with the sculpture. The clues confused them. The Query Painting
had not manifested yet. Its strokes made a slight movement. Everyone else looked
paying more attention than on other occasions, but they didn’t understand why the
picture wasn’t able to talk.

Mya, as she did not know anything about it, felt a greater curiosity for the
painting. She waited just to see what it was doing. Its images were as clocks with

65

Psychosomatic Approach to Fibromyalgia Syndrome: Medical, Psychological, and Social Aspects
DOI: http://dx.doi.org/10.5772/intechopen.91768



transcranial magnetic stimulation (TMS) and transcranial direct current
stimulation (tDCS). TMS sends a brief electrical current from an
electromagnetic coil that is placed against the patient’s scalp, creating a regional
magnetic field that affects neural activity. tDCS sends a weak electrical current
through a pair of electrodes placed on the scalp in the region of interest. The
current is considered to help modulate the neural activity, possibly in a polarity
specific way [70, 71]. It appears that both TMS and tDCS may modulate mood,
but the effects on pain may be marginal.

• Psychological and behavioral modalities

◦ Psychological treatment

There is great evidence of the effectiveness of cognitive behavioral therapy on
pain control, physical discomfort, and mood in patients with FM [72]. Similarly,
behavioral therapy has shown efficacy in reducing the number of medical visits.

Other treatments, such as relaxation techniques, used in isolation for the sole
purpose of controlling pain, have not proven effective. On the other hand, despite
some positive results, there is no scientific evidence to recommend hypnosis and
other forms of therapy.

In any case, it seems that the best option is the use of “multicomponent thera-
pies,” specifically those based on the combination of physical exercise, cognitive
behavioral intervention strategies, and drugs. They have proven effective in man-
aging pain and improving the quality of life and physical capacity of patients.

◦ Alternative therapies

Today there is no scientific evidence on the effectiveness of certain treatments,
at least for being recommended: acupuncture, homeopathy, ozone therapy, dietary
supplements, Qi-Gong, Reiki, or Taichi [73].

Finally, the beneficial effect of chiropractic treatment and massage in the treat-
ment of FM has not been sufficiently demonstrated, and therefore, its use is not
recommended.

Appendix 1

And who is Mya?
“El entusiasta”
www.elentusiasta.es

The H.G. Wells Museum
Second day of the fatigue, Sunday. In the twenty-first century

News: and where’s Mya?
Yesterday, the Sculpture of Pain was stolen, a fifteenth-century masterpiece,

highly valued by the Experts of Life. It belongs to the stage of the Spanish flamboy-
ant gothic. It’s an alabaster sculpture made by Sebastián de la Esperanza. It symbol-
izes medieval culture; the accompanying book personifies Wisdom.

It was transferred in March 1999, from the Cathedral of Sigüenza to the recently
opened H.G. Wells Museum.

The Commissioner of Righteousness has asked to cooperate with the country’s
officials to investigate the clues in depth.

This morning, the main authorities of the emotions, have established the action
plan and the resources they will provide to clarify the events that occurred.

64

Psychosomatic Medicine

At the moment, the museum officials have not made authorized statements. At
7:30 pm, the director called a press conference at the headquarters of the feelings
(25 Transcendence St.), to make the first manifestations of what happened.

A reward is offered to all those who care about visibility.
Myalgia

Mya reads the news and decides to go to the museum. She cannot accept another
day of tiredness and fatigue.

The H.G. Wells Museum is a building without defined forms. A weird-speaking
drone with fraudulent voice announces: “free admission.” There is a large uneven
corridor where three rooms are placed on the right side and one more on the left.

What do they hide?
Mya enters into the first of the rooms in the right: “The Room of the White Coats.”

Although Painting One greets her kindly, it can only spend 5 minutes because there
are too many visitors. It examines her quickly and recommends talking to Painting
Two. Then, the latter gives her some futuristic capsules and asks her to come back at
another time. Finally, a whisper leads her to Painting three, which tells her that it has
something for pain. It scares her because she hadn’t explained anything.

She comes out very confused, and stays absorbed in the middle of “The Family
Room,” right next to the caution tape that the Art Police had put to cordon off the
scene. She hears peaceful voices. Being suspended in the air, the legless chairs tell her
that they are almost no longer visited or accompanied. At the beginning of the
opening of the museum, it was the most frequented room, but now they are not
important to them or simply do not know how to look at them. On the ceiling of this
lugubrious room there is a Deco Lamp that looks at the walls with the complicity of
the years. From a distance it seems to say: “I already knew that sooner or later it
would happen.” The always silent Deco Lamp addresses the intrigued Mya sharing
its thoughts: “They have never watched us, they don't care, people come and go,
they look at us but they don't see us. They extract what we have inside but they give
us nothing back. The one who hung us performed his function. The one who repairs
us, from time to time, also believes that he has fulfilled his duty. But now, that
doesn't care.” And the Sculpture of Pain was she left to her fate by a wrong way or
did she abandon her privileged place in the museum because of misunderstanding
and loneliness?

Curiosity leads her to the “Just in Time Room,” where the Mosaics are in contin-
uous synchronized motion and almost silent. They ignore her. They prefer not to
have eye contact with her. They have lost the habit. They do not recognize visitors
because they are missing too much. Their complaints and regrets bore them. They
don’t feel they are part of the team.

Once she visited the rooms on the right of the corridor, she went to the left side,
to the “Not Near Room.” Those who were next to the stolen sculpture. And since
their disappearance they have not even asked again. Sculptures with no eyes look her
up and down, without any empathy. She prefers to think they have not seen her.
She listens to a secure voice, which comes from the Spokesman of the Council of
Emotions, who starts the meeting. It is necessary to face the fact of theft and start
making decisions. Find out who has been the guilty before it is judged by the Court
of Righteousness.

After 5 hours, the members of the council were still trying to assess what could
have happened with the sculpture. The clues confused them. The Query Painting
had not manifested yet. Its strokes made a slight movement. Everyone else looked
paying more attention than on other occasions, but they didn’t understand why the
picture wasn’t able to talk.

Mya, as she did not know anything about it, felt a greater curiosity for the
painting. She waited just to see what it was doing. Its images were as clocks with

65

Psychosomatic Approach to Fibromyalgia Syndrome: Medical, Psychological, and Social Aspects
DOI: http://dx.doi.org/10.5772/intechopen.91768



distorted shapes and its light was different from the rest. Would it know who was
the guilty of the disappearance? What were the reasons of its differences? Would it
be able to reach others with harmony? What a different museum! All its elements
express those they feel and hear! She exclaimed.

Suddenly, several coordinated voices arise:

• Painting Two: “We were drawn to remember the decay of those who live
depending on something or someone.”

• Sculpture Eight: “We were built to remember that principles exist.”

• Mosaic Fifteen: “We were just to remember that the senses exist.”

• Frame Ten: “We were to remember the transcendence.”

Everyone directed their forms to Painting Seven, which looked at the ground
for a few seconds and shouted with no-voice: “Please, let’s change something about
our past!”

From this moment on, they understood why the Pain with their Sculpture had
decided to leave.
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distorted shapes and its light was different from the rest. Would it know who was
the guilty of the disappearance? What were the reasons of its differences? Would it
be able to reach others with harmony? What a different museum! All its elements
express those they feel and hear! She exclaimed.

Suddenly, several coordinated voices arise:

• Painting Two: “We were drawn to remember the decay of those who live
depending on something or someone.”

• Sculpture Eight: “We were built to remember that principles exist.”

• Mosaic Fifteen: “We were just to remember that the senses exist.”

• Frame Ten: “We were to remember the transcendence.”

Everyone directed their forms to Painting Seven, which looked at the ground
for a few seconds and shouted with no-voice: “Please, let’s change something about
our past!”

From this moment on, they understood why the Pain with their Sculpture had
decided to leave.
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Chapter 4

Psychosomatic Medicine and 
Palliative Care
Manuel Mejías-Estévez, Rocio Dominguez Álvarez  
and Ignacio Jauregi Lobera

“In psychosomatic diseases the body takes the voice so that the emotions tell stories 
through their words that are the symptoms”.

Mejias [1]

Abstract

Psychosomatic medicine (MP) and palliative care are disciplines with history 
and both are based in the scientific world. Although the psychosomatic diagnosis 
is exclusionary, it can help palliative care to be more effective. The influence of the 
psychosomatic in the palliative exists. According to all the bibliography available 
in the electronic databases, psychosomatic medicine is a biopsychosocial model 
related to both physical and psychosocial factors, which helps improve the care of 
patients with advanced cancer in palliative care (improved survival, quality of life, 
reduces the burden on caregivers). It helps analyze and address psychiatric disor-
ders, as well as in the control of complex symptoms such as life-threatening anxiety, 
depression or delirium. Therefore, both medical disciplines are related from the 
beginning and help to the quality of life of terminally ill patients.

Keywords: palliative care, physical factors, quality of life, medical discipline, 
terminal illness

1. Introduction

The first great historical relationship between both disciplines is referenced 
by the Paracelsus himself who could inspire centuries later the great Professor 
Sigmund Freud, since he was the promater of psychotherapy as a science: psy-
choanalysis, as a part of the birth of medicine itself psychosomatic (MP). This 
conclusion is understood when reading Dr. Freud’s own words about his own 
condition, that of an oncological disease for 26 years, caused by his smoking habit, 
of a squamous cell carcinoma of the palate and jaw, which led him to numerous 
interventions surgical and painful conditions [2, 3]. Although the breaking news 
pointed to morphine overdose as the immediate cause of death, the fundamental 
cause was that terminal tumor, which turned off the light of genius in London on 23 
September 1939. If palliative care, a later discipline, had been able to intervene, they 
would have allowed relief from his suffering, from the symptoms that tormented 
him, and, consequently, a dignified, natural and not accelerated death.
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Psychosomatic medicine (PM), coined in 1818 by Heinroth, sought to relate 
psychosocial variables to psychophysiological changes. Although the first great 
evolution came from psychoanalysis, from 1965 this orientation changed towards 
other explanatory theoretical models based on the temporal and evolutionary 
analysis of the underlying disorder, somatic syndrome, pathogenesis, conflict, 
neurosis, personality, reliability of the signs, gains (primary and secondary) …, and 
thus reach from psychosomatic factors (alexithymia, demoralization, irritability, 
behavior A), to psychosomatic diseases (according to the Chicago school, chronic 
with outbreaks) such as high blood pressure, bronchial asthma, peptic ulcer, ulcer-
ative colitis, rheumatoid arthritis, thyrotoxicosis, neurodermatitis.

This medicine “is not a specialty but rather a point of view that applies to all 
aspects of Medicine and Surgery. It does not mean studying the body less; it means 
studying the psyche more. It is a reaffirmation of the old principle that the mind 
and body are one, that they function as interactive and interdependent organs, a 
principle that has always guided the intelligent practical physician. As a science, 
psychosomatic medicine aims to discover the precise nature of the relationship 
between emotions and bodily function. Research in this field is based on the con-
vergence of modern physiological research, as developed by laboratory science and 
animal experimentation, as well as the discoveries of psychoanalysis, as previously 
mentioned, both dynamic developments in medicine [4]. It is established from the 
1960s of the twentieth century as a multifactorial biopsychosocial model for all 
disease processes and not only for a group of diseases [5, 6].

The American Board of Medical Specialties recognizes it as the subspecialty of 
Psychiatry that is dedicated to the diagnosis, treatment and prevention of psychiat-
ric morbidity in medical patients, through psychiatric counseling and the training 
of health professionals, especially in the hospital context [7]. However, in essence, 
psychosomatic medicine is multidisciplinary for the evaluation of psychosocial 
factors involved in individual vulnerability within the disease, holistic clinical care 
and the integration of psychological interventions with therapeutic, preventive and 
rehabilitative functions of medical diseases [8].

There are various theories that guide the psychosomatic model in our times, 
highlighting the complexity of the reality of the problems and the need for an 
interdisciplinary and multidisciplinary vision. Although it is a way of understanding 
medicine referring to the concept of disease, it is usually associated in a restricted 
way with a group of diseases that are variable but superimposable according to many 
tendencies to the somatoform disorders of DSM-IV-TR, the result of the influence of 
American origins, where it is equated with the somatopsychic, defined as a psychic 
alteration that causes organic symptoms through the somatic nervous system (mainly 
vegetative). The DSM-V criteria for the diagnosis of disorders with somatic symptoms 
continue to be incomplete because they do not take into account disease behaviors, 
such as denial of disease or experimental avoidance, which can be very important in 
the effect on quality of life of patients, for example, in pain, or in palliative care [5, 9].

Circumscribing the psychosomatic as a psychological disorder that generates a 
physical effect, causing some consequence in the body, although practical, would 
limit our analysis, since psychosomatic medicine as an integrative science, always 
tries to overcome itself, fleeing from partial or reductionist visions for integrate the 
manifestations of the biological, psychological, social world in the understanding of 
the human being, that is, the support of the good doctor or health professional, whose 
objective is to help the sick person, integrating the humanistic essence. Possibly for 
this reason, Laín Entralgo, already defined it as “an orientation of Medicine that is 
characterized by including in each medical act and in each clinical judgment, the consider-
ation of unconscious emotions that contribute to each patient configuring a sick person in a 
situation different”.
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Palliative care (PC) is a relatively new field with which a good part of the 
health system professionals are not familiar, despite its importance. Callahan 
reminds us in a paradigmatic article in the New England Journal of Medicine, 
that the main goals of today’s medicine are not only to diagnose and treat dis-
eases, but also, and equally important, to help die in peace. The English word 
“care” has its root in the goth term “Kara”, which means to grieve, suffer, cry 
out in pain. The one who really cares must join the other person in his suffering 
(caring is assisting). Paliar derives from “pallium” (from the Latin “under the 
Canopy”) which means mitigating the violence of certain diseases by making 
them more bearable. Palliative care is to attend, with the intention of making the 
patient’s coexistence with their disease more comfortable.

Palliative care or “Hospice” care, as they were called from their origin in the fifth 
century, since they were carried out in hospices, led to the great modern movement in 
the United Kingdom in the 1960s–1970s of the twentieth century with Cicely Saunders 
as main figure and after expand to the rest of Europe, North America. The Hospice con-
cept refers more to the physical structure of an organization, and PC would be a special 
type of care designed to provide well-being and support to patients and their families, 
in the final stages of a terminal illness (currently called advanced disease). Palliative 
Medicine from its first steps highlights two important aspects of medical ethics: respect 
for the weak and evicted, and recognition of the finite nature of curative medicine.

Emphasize that palliative care offers the most basic of the concept of caring, 
covering the needs of the patient and their family regardless of where they are 
being cared for or the evolutionary stage of the underlying disease. They affirm 
life considering death as a normal biological process, that is, the final part of the 
life process (biography of the subject). Therefore, they seek to preserve the best 
possible quality of life to the end without accelerating or delaying death. This 
improvement in the quality of life of patients and their families is achieved by fac-
ing the many problems associated with a fatal disease through the prevention and 
relief of suffering, identifying early, assessing and using adequate treatments for 
pain and other physical, psychological, social and spritual problems. Its application, 
when necessary, ranges from the diagnosis of the disease to the death of the patient, 
continuing with the care of the family in mourning [10, 11].

Determining which diseases are subsidiary to PC is complex, although it is 
currently based on the well-known McNamara list, the recommendations of the 
National Hospice Organization (NHO) of 1996 and the NECPAL CCOMS-ICO© 
instrument, which basically includes the following diseases [12–15]:

• Cancer.

• Advanced chronic heart disease.

• Advanced chronic kidney failure.

• Advanced liver failure (liver cirrhosis).

• Advanced lung disease.

• Chronic neurological disease. Highlight:

 ○ Advanced chronic cerebrovascular disease.

 ○ Motor neuron disease: amyotrophic lateral sclerosis (ALS).

 ○ Dementia.
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 ○ Advanced Parkinson’s disease.

 ○ Advanced Huntington’s disease.

 ○ Advanced Alzheimer’s disease.

 ○ Persistent vegetative states.

• Geriatric patient with advanced frailty.

• Advanced AIDS.

It is estimated that the need for PC varies between 50 and 90% of patients who 
die, being higher during the last year of life. In absolute numbers, cases of non-
oncology are much more frequent, although the complexity of the cancer is usually 
greater, which explains at least in part that the scientific experience and clinical 
practice of tumor-related PC is greater. All health professionals must possess basic 
knowledge to care for these individuals and families, and in the most complex cases, 
it is when the Specific Palliative Care Teams or Units must intervene.

A disease is terminal if it has the following criteria:

1. Advanced and incurable and progressive disease, without reasonable possibili-
ties of response to its specific treatment, and with a limited prognosis for life.

2. Presence of intense and changing multifactorial symptoms.

3. Great emotional impact on patients, families and professionals, which gener-
ates a great demand for care.

4. Implicit or explicit presence of death.

So what criteria can we use to establish terminality or advanced disease?. Two 
types of criteria [1]:

1. General.

a. Advanced age.

b. Comorbidity versus vulnerability.

c. Well-documented disease progression that has generated an increasing need 
for healthcare. It is established according to:

i. Clinical criteria.

• Independently include advanced cognitive decline.

ii. Lab tests.

iii. Supplementary tests.

d. Emergencies or hospital admissions in the last 6 months, associated with:

i. Recent functional impairment.

ii. Dependency for at least three basic activities of daily life.
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e. Nutritional impairment or malnutrition:

i. Weight loss >10% in the last 6 months.

ii. Serum albumin <2.5 g/dl.

2. Specific to the disease. Two subgroups:

a. Cancer: They are mainly based on the histology and staging of the tumor.

b. No cancer:

i. Advanced organic insufficiencies.

ii. Advanced degenerative diseases of the central nervous system.

In the case of children, terminality is grouped into four groups:

1. Serious potentially curable diseases, such as cancer.

2. Progressive diseases without cure such as muscular dystrophy.

3. Diseases with premature death with long periods of treatment to promote a 
normal life, such as cystic fibrosis.

4. Non-progressive irreversible diseases, which cause great disability and vulner-
ability, such as cerebral palsy.

There is an instrument that helps to identify advanced terminal disease and the 
need for PC, which is the NECPAL CCOMS-ICO© instrument for the identifica-
tion of people in a situation of advanced or terminal chronic disease (oncological 
or non-oncological) and need for care palliative in Health and Social Services. Its 
application is aimed at the subsidiary diseases of PC referred to above. Thanks to it, 
it is possible to detect at a certain moment if the person with an advanced disease 
requires palliative care, that is, to have quality of life and comfort as a fundamental 
objective, without ruling out other curative therapeutic measures provided for 
the clinical and evolutionary state of the subject. Such care is normally welcomed 
by conventional health resources, and in the most difficult or complex cases, a 
Specialized Palliative Care Team will intervene [13, 16, 17].

The question in its three aspects: how much do I have left to live?; How much does 
my loved one have left?; how much does my patient have left?. These are constant 
questions when faced with a terminal illness in the final phase of life. But this issue 
is also fundamental for the health professional, since life estimation is fundamental 
for clinical decision-making and for the proper management of therapies, including 
communicative ones, such as giving bad news. The possible answer would be made 
as three questions to answer reflected in Figure 1 [1, 18, 19]:

1. Presence of terminal illness.

2. Estimation of life prognosis. There is no single standard method for this due 
to its complexity. From the study of a multitude of variables, especially in the 
terminal cancer patient, a multitude of prognostic indices have been designed 
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based on laboratory tests, functional status, symptoms, signs and subjective 
clinical impression of the prognosis. The vital prognosis in non-oncological 
disease is more difficult to determine, so the need for palliative care will be given 
by the presence of organic failure and irreversible progressive deterioration with 
unrelieved suffering. It will be based on the analysis of the functionality of the 
patient, clinical estimation of the expert professional, present symptoms and 
laboratory analysis.

3. The third question is the culmination of the person’s end of life, in which 
death comes progressively (as opposed to sudden death). It is the situation 
of the last days of life or state of pre-agony or agony, which indicates that 
death is next (between hours and a few days). It would be the last stage of a 
terminal illness known as the End of Life Phase (FFV). Therefore, it is a phase 
that precedes death when it occurs gradually (hours, days) with signs that 
begin with severe asthenia associated with bedriddenness, loss of interest in 
the surroundings, development of a semi-comatose state, intake limited to 
liquids or small sips (including total dysphagia), with the inability to take 
oral medication, it is establishing a very short life prognosis. The treatment 
is supportive, aimed at intensifying comfort and reducing suffering as much 
as possible, given that symptoms that cause discomfort to the dying person 
are frequent, for which fortunately we have effective medications, usually 
administered subcutaneously (more frequent at home) or intravenous (most 
often used in hospitals). In the necessary cases, palliative sedation will be ap-
plied in order to control the refractory symptoms and alleviate the suffering 
of the patient.

The great contributions of Palliative Care to Medicine are [1, 10, 19–22]:

1. Accept death as a biological and natural process.

2. Give quality of life to life, helping the patient and the family in their suffering.

Figure 1. 
Algorithm for the management of terminal illness, prognosis and last days of life (authorized by the author [1]).
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3. To confront the symptoms from a practical and decisive point of view so that 
their control allows helping the patient to have the greatest possible well-
being, regardless of the evolutionary stage of their disease. It is common to 
confuse pain (“Unpleasant sensory and emotional experience, associated with 
actual or potential tissue damage, or described in terms of such damage”, defined 
in 1979 by the International Association for the study of pain or IASP) and 
suffering (grief). In Palliative Care there are 56 definitions of suffering, 
showing that although there are deficiencies in its definition, its relevance in 
the deep personal anguish it causes, especially in the last year of life, makes 
the person more vulnerable. Its most frequent causes are pain, dyspnea, 
delirium and depression.

4. Communication and emotional coping skills (especially for bad news, trust-
worthy therapeutic relationship acquisition or emotional ventilation).

Psycho-oncology (term that is related to Psychosomatic Medicine and 
Palliative Care) studies the impact of cancer on the psychological function of 
patients and their families. It arises, among other influences, from the PM as a 
need to respond to the needs of the cancer patient, from which the PC has tried 
to benefit. Its evolution has been possible thanks to the sustained advancement of 
multiple disciplines such as Oncology (Medical and Radiotherapy), Epidemiology, 
Surgery, Immunology, Genetics, Endocrinology, Sociology and Bioethics, among 
others, providing updated assistance protocols comprehensive for terminally ill 
patients in the Palliative Care Units. This development has clearly contributed to 
the development of the psychological and psychiatric aspects linked to cancer. 
Thus, as we have reiterated, it contributes to a better quality of life for cancer 
patients from the initial impact of the diagnosis. Adjustment disorders, related 
major depressive disorder, and acute confusional syndrome (delirium) are com-
mon. There are effective treatment protocols for such adapted pathologies in each 
region [23, 24].

Psychosomatic physicians can play an important role in the field of cancer 
treatment through psycho-oncological activities such as psychological support 
after receiving bad news, before and/or after surgery and in chemotherapy cycles to 
control delirium associate [25].

Within the biopsychosocial framework and from the knowledge coming from 
the Psycho-oncology and the PC, one of the great problems is addressed which is 
the Pact or Conspiracy of Silence. This is usually defined as an agreement, implicit 
or explicit, between family members, relatives and health professionals, to hide or 
distort information about the patient’s diagnostic, prognostic and/or therapeutic 
situation, in order to avoid the suffering of facing the end of your own life. This 
information deficit is regarding not only the diagnosis, but also and above all the 
prognosis. Only between 15 and 21% of people at the end of their lives know their 
diagnosis and prognosis, being the most important factor when communicating the 
diagnosis the fear of negative repercussions that may result from the communica-
tion of the real state of the patient [11, 26].

The idea behind this chapter is that PM and PC are related disciplines. I am 
pleased to find, albeit to a much lesser extent than we would like, that there is an 
attempt to verify this interrelation. For example, in Romania, how life experiences 
imprint the possible relationship of somatic effects in terminal diseases, espe-
cially cancer [27] or as a professional paradigm of life, represented in Dr. Arthur 
H. Schmale, who advocated the relationship between PC, PM, and Psychosocial 
Oncology [28].
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2. Relationship study (PM and PC)

The first known article that related both concepts in an indirect way was van der 
Valk [29], since he commented on the psychological aspects of palliative treatment 
of malignant tumors with a small psychosomatic veneer. In that same year, H. Zalce 
in the medical journal Gaceta de México, spoke in a shallow way when referring to 
the scarce training of doctors in the therapeutic management of advanced cancer. 
Geriatrician Dr. A. Verwoerdt, from the Southern American Medical Association, 
began to relate a little more, almost unintentionally, the importance of both, in 
reference to palliative care in the communication process, especially the bad news, 
becoming from the early 70s, a promoter of Counseling and of the psychologi-
cal stress responses of physical illnesses, that is, he traveled from palliative to 
Psychosomatic Medicine, to finish the last third of his career focusing on study of 
sexual behavior [30–32].

It is in May 1965, when the German B. Staehelin, deals specifically with 
Psychosomatic Medicine (PM) and Palliative Care (CP) in a German magazine [33]. 
It showed that an adequate psychosomatic approach helped physicians to better 
treat patients with advanced cancer, subsidiaries of Palliative Care (PC).

The relevant aspects of this research that show the concern of Psychosomatic 
Medicine in Palliative Care and its interrelation, contain the following eight the-
matic pillars (summarized in Table 1):

1. Psychosomatic medicine is based on a biopsychosocial model related to physi-
cal and psychosocial factors, with many similar points of view in General 
Medicine, Psychosomatic Medicine and Palliative Care [35]. Thus, the PM also 
helps cancer survivors as psychosocial support services [34].

2. Psychosomatic medicine helps physicians to improve the care of patients with 
advanced cancer in palliative care [33], to get better the satisfaction of their 
own illness and at the same time helps to reduce the overload of professionals 
in palliative care that cares for patients and their families [35].
Psychosomatic medicine deals with relevant aspects in improving the survival 
of cancer patients. An aging population, advances in diagnosis and treatment, 
have led to a rapidly growing population of people affected by cancer. People live 
longer after a cancer diagnosis, tolerating more advanced and even aggressive 
treatments more and better than in times past. In the evolution of tumors, there 
is an impact on the quality of life, with a psychological repercussion, where 
Psychiatry, Psychology, Psychotherapy, Mental Health Services, in short, provide 
tools to all professionals (doctors, nurses, social workers, physiotherapists, 
psychologists, trained volunteers, etc.), who have contact with these patients 
and their families, many medical specialties: Medical Oncology, Radiation 
Oncology, Internal Medicine, Primary Care, Psychiatry, Pediatric, Emergency 
Medicine, other medical and/or surgical specialties (Cardiology, Dermatology, 
Endocrine, Nephrology, Pulmonology, Neurology, Rheumatology, Gynecology, 
General, Digestive, Cardiovascular, Neurosurgery, Traumatology, Maxillo-
facial, Otorhinolaryngology, Ophthalmology, Urology). Therefore, the increase 
in life expectancy in cancer has increased interest for its impact on psychosocial 
problems and quality of life, rather than just focusing on longevity [37].
Psychiatry has been collaborating more and more with the above all hospitable 
services of palliative care, although there is much to improve because it is not a 
general trend [36].
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Thematic area Relevant ideas Featured authors

1. Biopsychosocial model • Psychosocial support [34]
[35]

2. Improved care in PC (especially 
advanced cancer)

• Decreased load

• Improved survival

• Impact on quality of life

• Psychiatry (area of work to be 
developed)

[33]
[35]
[36]
[37]

3. Analysis of psychiatric disorders in 
cancer patients in PC

• Early detection

• Specific derivation

• Psychosocial suffering

• Psychosocial interview

• Disorders:

 ○ Adaptive (anxiety, depression)

 ○ Delirium

[38]
[39]
[37]
[40]

4. Bad news communication • Kübler-Ross phases

• Psychosomatic symptoms

• Denial, anger, negotiation, depres-
sion, acceptance

[41]
[37]

5. Symptom control (especially in 
terminal cancer)

• Life distress

• Cancer as a stressful life event

• Impaired quality of life

• Fatigue by compassion of 
professionals

• Depression in cancer

• Anorexia in cancer

[42]
[37]
[43]
[44]
[45]

6. Psychotherapy to patients and 
family (basic concepts)

• Anxiety before death

• Chronic pain

[46]
[47]
[48]
[49]
[50]

7. Psychotherapeutic interventions • Emotional Support

• Psychoeducation

• Cognitive-behavioral 
(self-regulation)

• Individual

 ○ Mindfulness

 ○ Counseling

 ○ Meditation and hypnosis

 ○ Others

• Group

• Specific

[51]
[52]
[37]
[53]
[54]
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3. The psychosomatic spectrum analyzes psychiatric disorders in cancer pa-
tients and very sensitively when they are also subsidiaries of palliative care. 
A double operational advantage is provided: teaching professionals to detect 
the most common problems in order to address them and specifically refer 
experts (psychiatrists, physiotherapists, psychologists,…) when it’d been 
necessary [37, 38].

A fundamental question is to measure the presence of mental disorders. There 
are many different variables that act as factors on individual vulnerability (for 
example, life events, chronic stress, well-being and health attitudes) and the 
psychosocial correlates of medical illness (for example, psychiatric disorders, 
psychological symptoms, disease behavior, quality of life,…), which are possibly 
involved not only in classic psychiatric disorders, but more broadly in psycho-
social suffering in cancer and in Palliative Care. There are many studies, so we 
summarize the highlights of this analysis [37–40]:

• The specific psychosocial interview with diagnostic criteria for psychoso-
matic research (known as Diagnostic Criteria for Psychosomatic Research or 
DCPR) represents a way to detect and evaluate emotional distress, anxiety, 
depression, wrong coping, dysfunctional attachment and other dimensions 
psychosocial. Intercultural problems, such as language, ethnicity, race, and 
religion, are also discussed as possible factors influencing perception of the 
disease in patients and families (another important aspects may be survival 
mechanisms and the psychological response to cancer diagnosis).

• Psychiatric disorders can be found in up to 47% of cancer patients. In some 
cases they are direct responses to this disease, in others it acts as a trigger or 
enhancer.

• Psychiatric disorders depend mainly on individual factors. In cancer the 
most frequent are:

 ○ Adaptive disorder (68%) with depressed and/or anxious mood. It’s a response 
to a vital stressor that produces harmful interference in the social role. It 
requires a follow-up to differentiate it from depressive or anxiety disorders.

 ○ Others (10–34%): major depression, anxiety disorders, delirium or acute 
confusional syndrome (more frequent in the last days of life).

Thematic area Relevant ideas Featured authors

8. Others aspects of interest • Non-cancer PC

• Pediatric PC

• Caregivers (overload)

• Anxiety about death and 
relationships

• Assessment and perception of 
health care received

• Place of exitus

• Attention to grief

[55]
[49]
[56]
[57]
[58]
[59]
[50]
[50]
[60]
[61]
[62]

Table 1. 
Thematic summary of Psychosomatic Medicine in Palliative Care.
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• In specific types of cancer, for example prostate cancer, depression is more 
frequent in the elderly and anxiety in young adults.

4. People diagnosed with cancer, their families and close friends experience 
normalized responses, such as those derived from the impact as bad news of 
having a tumor (knowledge of diagnosis and/or prognosis), initially described 
by Elizabeth Kübler-Ross in 1969, in the following phases where psychosomatic 
phenomenology stands out [37, 41]:

• Denial (Phase I). It’s an isolation phase as a defense mechanism against the 
perception of the disease and its consequences. The information received 
produces an emotional impact, which requires progressive and usually adap-
tive elaboration. Therefore, if it’s maintained throughout the disease process, 
it becomes a difficult pathology to treat. The most convenient attitude on the 
part of professionals is respect, trying to combat it with patience and delicacy, 
without reinforcing denial with lies. Communication skills are essential.

• Fury or anger (Phase II). It’s characterized by outrage and the fight against 
the inevitable, looking for guilty people. Anger is a feeling that appears at the 
perception of injustice due to illness. It’s important that this fury directed at 
oneself, the family for not having cared for the patient, friends, work environ-
ment, superior forces (like God), but especially towards the health workers, 
the doctor who did not detect the pathology, the tests that took time to carry 
out, the medication that was not effective,... It’s essential to know that this is 
not a personal attack, so the professional should not judge or participate in the 
confrontation. Self-blame involves extra suffering.

• Negotiation (looking for a pact: Phase III). It’s a pact that faces reality but looks 
for the possibility of improvement, cure or even miracle. Pacts are made 
with a supreme being (in our culture it would be God), others and oneself. 
The attitude towards this phase will have to be formed by tolerance, respect, 
without prejudices. The patient can seek relief in other complementary or 
less conventional therapies, so an integrative and communicative medicine 
should be promoted. Dialog is specially important to face this phase.

• Depression (Phase IV). The disease progresses and cannot escape from real-
ity, adopting different attitudes: crying, sadness, indifference, isolation,... 
Although it’s a very hard phase for the family and the health workers, it can 
be an adaptive mechanism and the beginning of acceptance. That is why we 
must maximize communication skills, knowing how to be active listening, 
managing silences and promoting emotional expression.

• Acceptance (Phase V). After the depression phase, the inevitability progres-
sion of the disease and the physical-psychological exhaustion, can reach 
a degree of acceptance of reality, entering a state of serenity, tranquility 
and inner peace that’s always recommended, although not always possible. 
Spiritual needs take on greater importance at this time, and farewells are 
important to close life cycles and unfinished situations.

These phases do not always appear all of them nor do they have to be con-
secutive. Each person has a phase rhythm, so that for example one person can be 
angry (Phase II) throughout the disease process and another can come directly 
to acceptance.
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5. The importance of recognizing and addressing symptoms is the principle 
on which PC are based. PM brings its vision to some of the more complex 
symptoms to treat.

• In the process of oncological disease, psychological or vital anguish (valued 
through emotional reactions, physical restrictions, communication deficits, 
negative social reactions, pain and gastrointestinal symptoms) has a promi-
nent psychosomatic role, the origin of which emanates from the four main 
actors involved in the palliative disease process [37, 42]:

 ○ Patient.

 ○ Family.

 ○ Health professionals.

 ○ Society and culture.

Understanding these factors allows professionals involved in cancer to 
better assess the patient and adapt therapies in a more personalized way, also 
helping their families, because cancer is a stressful life event (SLE), tumor 
pathology involves a change of life throughout the family, especially when the 
patient is a child, in addition to developmental problems and cognitive disor-
ders, behavioral changes (including schooling), financial difficulties... Young 
adults fight especially for the changes that the disease implies in the work and 
in their social or personal relationships. The elderly focus on the challenge of 
aging and cancer.

Therefore, the psychological and social care of cancer patients is part of 
quality medical care, and training professionals in diagnostic (test, question-
naires...) and therapeutic techniques (psychotherapy, pharmacology...) are 
priority needs.

• Burnout and compassion fatigue of health professionals who care for cancer 
patients can have two major problems for themselves: professional and 
personal damage and the negative repercussion on patient care and on the 
work environment in general [37].

• Depression in cancer patients is a frequent symptom. PM tries to study its 
relationship with age, where it seems that there is an inverse relationship, 
improving depression with increasing age or senescence [43]. Likewise, it 
has helped to show the negative impact of depression on cancer, measured by 
quality-adjusted life year. That is, if depression exists, life is shorter and with 
loss of quality [44].

• Anorexia is one of the most frequent symptoms in patients with terminal 
cancer. It’s characterized by a lack of appetite, where treatment is very 
limited, especially with corticotherapy and antiestrogens [45].

6. The PM investigates relevant aspects of psychotherapy in Palliative Care.

• It’s common for the family to hide both what they know and their negative 
emotions (anxiety, fear, sadness ...) to the cancer patient’s dying [49]. It’s 
shown that this process also influences caregivers [50].
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• The presence of chronic pain in general (whether oncological or non-onco-
logical), and particularly in terminal illnesses, should benefit from psycho-
logical therapies applied, both for seniors, adults and children [46–48].

7. The types of recommended psychotherapeutic interventions that have shown 
improvement in the quality of life, anxiety and distress of cancer patients are 
short-term therapies, aimed at supporting and helping in their anxiety and 
stress crises. Obviously, these therapies often require psychotropic drugs to 
control symptoms, especially anxiety, depression, negative thoughts, conduct 
disorders, etc. Therefore, the following are included as types of recommended 
therapies [37, 51–54]:

• Emotional support to the patient and caregivers (essential treatment). Through 
like-minded thinking (empathy), a comprehensive and integrative vision of 
personal life can be provided, transferring a coherent, real and meaningful 
hope.

• Psychoeducation. It can be carried out by other members of the health team, 
and helps to know the disease, its natural evolution...

• Cognitive and behavioral therapies, especially self-regulation (for example, relax-
ation exercises, distraction tools, rehearsal of dreaded events, suggestion ...).  
They are especially effective in pain, fatigue and post-chemotherapy emetic 
syndrome, especially if they are done preventively.

• Individual psychotherapy. Are included:

 ○ Mindfulness: effective technique especially for anxiety and depression. 
It’s popular on PC because is widely used in professionals’ self-care. It’s a 
person-centered therapy, based on meditation and compassion, to reduce 
anxiety and strengthen resilience and motivation.

 ○ Counseling: therapy that helps especially in the existential crisis of a 
tumor, especially if it’s advanced. It’s about guiding and advising from 
empathetic listening to be able to handle negative thoughts and the emo-
tions that are generated. It’s a therapy frequently followed in PC, applicable 
to patients, family and health personnel.

 ○ Meditation and hypnosis: neuropsychobiological management of stress 
and anxiety, although it has also been used for difficult pain, nausea and 
vomiting.

 ○ Others: psychotherapy focused on meaning, therapy for preserving 
dignity ...

• Group psychotherapy. Its objective is to educate, guide and reduce social isola-
tion. Couples and family therapy are included. A very important example is 
group therapy for caregirvers of patiente with long survival.

• Specific treatment implemented by specialists in Mental Health Systems 
(Psychotherapy, Psychopharmacology, other interventions such as psy-
chological support, among others...). This type of intervention is formally 
requested in appropriate situations where patients face challenges, especially 
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during active cancer treatment, survival, and in the worst case, end of life. 
However, there are disparities in criteria regarding these assumptions given 
that in clinical practice the cases are not always the same. Therefore, psycho-
somatic medicine tries to emphasize what are the most frequent stages in pal-
liative care, in order to provide the best care for patients with severe cancer.

8. The PM has been concerned with other topics of interest in PC, less recognized 
but important, which would be:

• Palliative care in non-cancer patients, such as Phase IV and V advanced 
chronic kidney disease (end-stage renal disease). The stress of hemodialysis 
has a negative impact on the mental health of the patients. Spiritual well-
being can be a great predictor of mental health, psychological distress, sleep 
disturbance, and psychosomatic complaints [63].

 ○ Palliative care in the pediatric age. Pathological behaviors produce 
symptoms, functional deterioration and difficulty in therapeutic coping. 
For this reason, integrated models of behavioral health care have been 
implemented to promote resilience (adaptability of a living being against 
a disturbing agent or an adverse state or situation) in: Oncology, PC, pain, 
Neuropsychiatry, Cystic Fibrosis and Transplants. This psychosomatic 
treatment helps the child comprehensively and effectively and reduces costs 
derived from tests and hospitalizations of pathologies such as asthma [58].

 ○ Caregivers and family. Throughout the chapter, we have emphasized the 
importance of the role of the family. We highlight the following studies:

a. In relatives of patients with cerebral malignancy, it’s found that financial 
support in most cases does not exist, and that there is an increased risk 
of psychosomatic problems such as anxiety or depression. Caregivers 
worsen care overload, quality of life and mental state [55].

b. Caregiver burden is often a difficulty in increasing family satisfaction 
in end-of-life care at home. A caregiver burden-centered home care 
model could improve end-of-life experiences for patients and family 
caregivers [59].

c. Death anxiety can produce negative emotions that hinder the search 
for meaning in family members and in dying patients themselves with 
advanced or metastatic cancer. A study qualitative to highlight on these 
aspects investigated the relationship of a couple of patients diagnosed 
with melanoma along 6 months, revealing how the image of the rela-
tionship and its nature changed in a complex way, especially in aspects 
of care patterns, closeness, distance regulation and the communica-
tion process between each couple. Thus, 50% of the patients and their 
partners hid negative emotions to avoid worries in the other person (this 
phenomenon i more frequent in Latin and South American cultures). 
And yet in those who did not hide these emotions, changes continued 
to appear in the relationship. Using a scale such as the Death and Dying 
Distress Scale (DADDS) in the sessions, it was shown in this work how 
the score depended on the knowledge and reflective capacity of one’s 
own death. Consequently, when anxiety is very high, high-intensity 
emotions dominate and hinder the search for meaning in their death 
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process. On the contrary, if anxiety is low, there is more psychological 
preparation for death without the need to reflect on it. It’s shown that 
this process influences both patients and their caregivers [49, 50, 56].

d. The majority of caregivers who lose loved ones in PC Units are satisfied 
with the behavior of doctors in the face of death, integrating profession-
alism and friendliness, being these factors most commonly associated 
with caregivers’satisfaction health care [60].

e. The place of exitus can have an effect on the grief of caregivers, where 
generally the quality of death is better at home or in Hospice compared 
to acute care hospitals. The most frequent causes of hospital admission 
are pain and dyspnea because they are the ones that generate the most 
stress in the whole family, including the dying sick [50, 57].

f. Family grief care is a reflection of the continuity of care before and 
after the death of the patient. After death (usually months and more in 
couples), depression, insufficient social support and decreased physical 
activity are frequent. Fluent communication, especially before death, 
helps reduce depression and complicated grief, improving coping and 
the quality of life of the dying person’s death [61, 62].

3. Conclusions

1. In the last 15 years, there has been an increase in electronic literature on PM 
and PC (especially scientific books and papers). Even so, there is “a lot of 
bibliographic noise” as in any search for information (large number of duplica-
tions, documents unrelated to search criteria, etc.), that make analysis of the 
relationship more difficult, in this case than usual of both medical disciplines. 
This is mainly due to the fact that the close relationship with the PM has not 
been accepted internationally in PC.

2. Currently, the psychosomatic diagnosis is by exclusion, largely because 
Evidence-Based Medicine is based on the need to explain the existence of a pal-
pable or visible substrate of the disease. It’s probable that functional imaging 
tests (nuclear magnetic resonance imaging and others), will demonstrate the 
organic substrate of many diseases understood today as “mental”.

3. Mental illness is one of the most striking complications in terminal illnesses, 
which could have the same or greater prognostic impact than the tumor stage, 
the leukocyte formula, the presence of symptoms such as delirium, dyspnea or 
cachexia, among others.

4. The influence of the psychosomatic world is objectified in the increase of elec-
tronic scientific resources in recent years. It’s striking how from the oriental 
culture, mainly from Japan, the largest studies in reference to both disciplines 
of knowledge have come in last years, although this phenomenon is increasing 
more and more in all areas of research in Medicine.

5. There is an influence of the PM on the PC, reflected to a lesser extent than 
the real one in the scientific literature, where Palliative Care in general as a 
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 discipline has not recognized this contribution. In the most professional in PC 
the PM is applied, although its deep association is unknown. Many aspects col-
lected in the research in this chapter support the experience of palliative care 
professionals (the suffering of patients and relatives, the concern to protect 
the other from the disease and its consequences ...). More research is needed to 
help patients, families and healthcare professionals.

6. The PM provides insight in Psychiatry for specific disorders, but also, in its 
breadth, it can be useful for any discipline such as cancer or PC.

7. To reach the soul of a person (understood as the essence that defines each 
person against the rest), according to their nature, the health professional 
must know how to be a psychotherapist. Because this way you will be able 
to treat from the symptoms of the body, the emotions or from the thought. 
Although these three structures are the great summary of what a human be-
ing can explain, the reality is always more complicated, where good human 
relations would be a great bridge with the person who suffers to help them.

Note

This chapter is based on research awarded “In Memoriam Juan Rof Carballo” 
by the Royal Academy of Medicine and Surgery of Cadiz (Spain), at the titled 
“Psychosomatic Medicine and Palliative Care in the scientific literature”, whose 
author was Mejias MD.

© 2020 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 
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Chapter 5

Assessing the Effectiveness 
of Brief and Low Intensity 
Psychological Interventions for 
Medically Unexplained Symptoms 
and Health Anxiety: A Systematic 
Review of the Literature
Orla McDevitt-Petrovic and Karen Kirby

Abstract

This chapter presents a systematic review of the literature to assess the effec-
tiveness of brief psychological interventions for medically unexplained symptoms 
(MUS)/somatic symptom disorder, non-cardiac chest pain, and illness anxiety 
disorder or health anxiety (HA). Google Scholar, PubMed, and Web of Science 
were searched as data sources. Reference lists were subsequently examined for other 
relevant articles. Studies were assessed according to specified inclusion criteria and 
extracted according to PRISMA guidelines. A total of 23 studies were included in 
the final synthesis. Significant effects for intervention groups relative to control 
groups were reported in 19 studies, whilst 4 studies did not determine any signifi-
cant benefits of interventions compared with controls. All of the brief interventions 
(CBT, psychosocial, psychophysiological, psychosomatic, relaxation and group 
therapy), with the exception of metaphor therapy, showed significant effects rela-
tive to controls in at least one study. The evidence suggests that brief psychological 
interventions, more specifically time limited CBT based interventions may be effec-
tive in treating HA and MUS with psychological distress. Findings are comparable 
with other reviews. Future research may facilitate the piloting of an intervention, 
and there remains a need to provide more robust evidence of cost effectiveness.

Keywords: LICBT, MUS, HA, depression, anxiety

1. Introduction

1.1 Definitions, diagnostic criteria and comorbidities

There has been considerable dispute around the classification and terminologies 
used in relation to medically unexplained symptoms (MUS) and associated syndromes 
[1, 2]. MUS is a general term for syndromes without a known pathological cause. The 
use of the term itself is also often problematic given the negative connotations. Indeed, 
many patients prefer the use of alternative terms, for example ‘persistent physical 
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symptoms’ [3]. The current review assesses the effectiveness of brief interventions for 
MUS, illness anxiety disorder, somatic symptom disorder, health anxiety (HA) and 
non-cardiac chest pain (NCCP). Although there may be a degree of overlap within 
these, it is important to outline what distinguishing features there may be.

Some of the most pronounced revisions within the latest version of the DSM-V 
relate to MUS [4]. A new category (‘Somatic Symptom and Related Disorders’) 
has been created, wherein MUS fits. The category includes diagnoses of Somatic 
Symptom Disorder (SSD) which replaces the term MUS, and Illness Anxiety 
Disorder (IAD) which replaces HA. The term hypochondriasis is no longer referred 
to. The key difference between MUS and SSD is that SSD accounts for cases where 
symptoms may have an underlying pathology, but there remains an exaggerated 
response. However, given that SSD also includes cases where there is an absence 
of pathological cause (i.e. MUS), the term has been included in the current review 
in addition to a specific SSD and NCCP. The terms IAD and HA are both used to 
refer to the preoccupation with having a serious illness; somatic symptoms may 
not be present, or may present in mild form. MUS and IAD may therefore present 
in isolation or comorbidly; this is determined by the presence (or not) of physical 
symptoms without pathological cause, and the subsequent response to these.

Up to one third of individuals with physical heath presentations have MUS [5]. 
The prevalence of MUS within the general population, and more particularly within 
medical settings, is high [6, 7]. MUS and HA are both associated with increased 
costs accrued through frequent and inappropriate use of healthcare services, 
absenteeism and long-term unemployment [8, 9]. It has been estimated that annual 
healthcare service costs resulting from psychosomatic symptoms are approximately 
£3 billion in the UK [10].

1.2 The role of depression and anxiety

Pain is one of the most commonly presented MUS [11]. Physical symptoms are 
highly prevalent in depression and may result in chronic pain and impede treatment 
effectiveness. Depression and pain are influenced by the same neurochemical pro-
cesses, therefore both must be treated simultaneously in order to achieve improve-
ments. Previous research has demonstrated that improvements in depressive 
symptoms was correlated with the improvement of some physical symptoms [12]. 
The prevalence of depression and anxiety among MUS patients has been estimated 
at 70% [11]. The division between services for physical health problems and mental 
health disorders reinforces the notion of body and mind as entirely separate enti-
ties, consequently adding to the psychological distress associated with MUS [13]. 
In relation to NCCP specifically, higher levels of anxiety have been detected among 
individuals with NCCP compared with health individuals [14]. Given that MUS 
and pain have high levels of psychiatric comorbidity, it has been suggested that a 
multidisciplinary intervention strategy may be appropriate [15].

1.3 Psychological interventions: MUS/SSD

Qualitative research has reported that individuals with MUS have a tendency to 
reject psychological constructs of their problems [16], resulting in an unwillingness to 
engage in psychological treatments [8, 17, 18]. However other studies have suggested 
that a significant percentage of these patients would consent to undergo psychological 
or psychiatric interventions [19]. Evidence suggests that cognitive behaviour  
therapy (CBT) is beneficial in the treatment of MUS [20, 21]. A systematic review 
and meta-analysis of non-pharmacological interventions for somatoform disorders 
and MUS in adults determined that psychological therapies irrespective of modality 
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were more beneficial overall than standard care or waiting lists in relation to reducing 
symptoms severity [22]. Fourteen from twenty one studies included in the review and 
subsequent analysis focused on CBT based interventions. CBT was determined to be 
more effective in reducing the severity of MUS, but there was insufficient evidence 
to support the efficacy of other modalities. Furthermore, although there is a robust 
evidence base demonstrating the effectiveness of high intensity CBT for somatoform 
related disorders, there are limited reviews investigating the effectiveness of low 
intensity or brief psychological interventions.

A critical review of 31 controlled clinical trials including 1600 patients where 
CBT was employed as an intervention for somatization and symptoms syndromes, 
found that CBT contributed to the improvement of physical symptoms in 71% 
of studies, functional status in 47% and psychological distress in 38% [23] 
Furthermore, group therapy and brief treatments of 5 sessions were also found to 
be effective, with benefits maintained for up to one year. The review concluded 
that CBT is an effective intervention for this patient population, and that benefits 
were achievable even if psychological distress was not entirely alleviated. Similarly, 
although the focus was not on brief or low intensity treatments, a randomised 
clinical trial comparing an intensive psychodynamic therapy and CBT for patients 
with medically unexplained pain indicated that both groups achieved reductions 
in psychological distress, catastrophic thinking and depression; and interventions 
were deemed to be equally effective at a three month follow up [24]. The CBT group 
however, demonstrated an improvement in self-efficacy that was not observed in 
the other group.

In relation to low intensity (brief) interventions, patients attending an IAPT 
pilot site specifically tailored for long term conditions (LTC)/MUS referrals were 
offered either a low intensity CBT (guided self-help delivered by a Psychological 
Wellbeing Practitioner) based intervention, or a mindfulness-based stress reduc-
tion treatment (brief, low intensity interventions). Subsequent thematic analysis 
of qualitative interviews indicated that patients typically reported a positive treat-
ment experience, and felt better able to manage symptoms, even if this was not 
necessarily reflected by psychometric scores on the Patient Health Questionnaire-9 
(PHQ9), Generalised Anxiety Disorder-7 (GAD7), and the WSAS. Although these 
interventions have been determined as appropriate for these patient groups, it 
has been suggested in terms of evaluation, that routine outcome measures may 
not entirely capture the true benefits of interventions [25]. It is also important to 
consider the clinical implications of these initial findings, namely that there were a 
higher number of LTC referrals compared with MUS. This may be partly explained 
by previous reports that GPs feel inadequate and discouraged when dealing with 
MUS cases [26]. Furthermore, as previously highlighted, research has indicated 
that MUS patients believe there is disparity between their physical symptoms and 
a psychological intervention [27]. The difference in referral rates between LTC 
and MUS patients suggest a need for separate dedicated services for each of these 
patient groups [28].

1.4 Psychological interventions: NCCP

Current reviews of clinical care have highlighted a failure to appropriately man-
age NCCP despite the substantial prevalence rates [29]. Studies to date have pointed 
to the efficacy of CBT [30, 31]. The efficacy of CBT as an intervention for NCCP has 
been evaluated in a number of randomised controlled trials [32]. A comparison of 
CBT and standard clinical advice among NCCP patients found major reductions in 
both the frequency and severity of symptoms in the CBT group, and only modest 
improvements within the control group [13].
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Similarly, an RCT with UCP patients and found that those who had com-
pleted a course of CBT had a significantly higher treatment response when 
compared with placebo and medication groups [30]. A LICBT intervention, 
more specifically ‘coping skills’ resulted in significant improvement relating to 
the catastrophizing of pain symptoms and anxiety when compared to a placebo 
group [33].

Recent research has also emphasised the success of brief cognitive behavioural 
therapy, with a three session CBT intervention determined as effective for UCP 
patients in terms of illness perception [34]. A recent study concluded that a brief 
cognitive behavioural intervention significantly reduced levels of anxiety and 
depression in patients with NCCP, with a diagnosis of panic and/or a depressive 
disorder based on Hospital anxiety and depression scale (HADS) scores [35]. Based 
on these findings, it was recommended that individuals presenting with NCCP 
should be assessed for psychopathology, and a cognitive behavioural intervention 
offered in cases where psychological difficulties are detected. Cognitive behavioural 
interventions as brief as even a single session initiated within two weeks of an emer-
gency attendance for the primary complaint of chest pain, have also been found 
to be effective for panic disorder [36]. Furthermore, it has been recommended 
that increased efforts should be employed to implement these interventions in the 
emergency department/primary care setting, considering the high prevalence of 
panic disorder there.

1.5 Psychological interventions: HA/IAD

A recent systemic review and meta-analysis evaluating CBT for health anxiety 
found a large effect size for CBT compared with several control conditions 
including standard care, waiting lists, medications and other psychological 
therapies [37]. In Van Gils et al. [38], another systematic review and met-analysis 
suggested self-help was associated with significant reduction in symptom sever-
ity and improvement in quality of life measures among individuals with MUS 
[38]. Low intensity interventions which are brief and facilitate flexible delivery 
have been determined as effective for identified health anxiety within medical 
settings [39].

1.6 Aims of the current review

A recent study determined that 58.7% of all chest pain presentations to an ED 
across a three year period resulted in a diagnosis of NCCP [40]. However, care 
pathways and guidance on the most appropriate interventions for this patient 
population are very unclear. To date a consolidated and systematic review has not 
been carried out. In light of these findings, and given the lack of reviews focused 
on brief or low intensity treatments, the purpose of the current review was to assess 
the effectiveness of brief interventions which may be suitable for these particular 
and similar patient populations. Given that there is a high prevalence of MUS 
within primary care with possible associated anxiety, this review sought to examine 
evidence for brief interventions which may in principle, improve ease of access to 
appropriate treatment within a stepped care approach, and be implemented at a 
reduced cost compared with higher intensity or longer term treatments in second-
ary care. To ensure a more robust assessment, conditions which may exist comor-
bidly with NCCP were included. Therefore the current review specifically aimed 
to assess the effectiveness of brief interventions for MUS, illness anxiety disorder, 
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SSD, HA and NCCP, accounting also for the recent changes in terminologies  
and diagnostic criteria within the DSM-V.

2. Method

2.1 Eligibility criteria

Studies were assessed for eligibility for inclusion as per the following criteria: (1) 
written in the English language; (2) published in a journal; (3) included a quantita-
tive evaluation of a brief intervention, with brief defined as ten or fewer individual 
of group based treatment sessions; (4) interventions were aimed at reducing the 
frequency and/or impact of MUS, HA, SSD, illness anxiety disorder, or NCCP; (5) 
participants were over 18 years of age; (6) outcome measures indicated the degree 
of MUS, and/or psychological wellbeing pre and post intervention; and (7) ran-
domised controlled trial, with control group(s).

2.2 Search strategy

Three databases, specifically Google Scholar, PubMed, and Web of Science 
were searched for full-text articles which were published in peer reviewed journals. 
Combinations of the following keywords were used: brief* and intervention*, 
treatment*, therapy*. The key search terms were (1) medically unexplained symp-
toms (2) health anxiety, (3) somatic symptom disorder, (4) illness anxiety disorder 
and (5) non-cardiac chest pain. Table 1 indicates the complete search strategy 
employed in Google Scholar advanced searches, which was subsequently modified 
for the remaining searches. The reference lists of the articles selected from database 
searches were also examined.

2.3 Study selection and data extraction

Studies were selected by (1) screening the titles; (2) screening the abstracts and 
methodologies; (3) reviewing the complete paper if the title, abstract and method-
ologies did not present conclusive evidence that the inclusion criteria were achieved. 
Studies which did not meet inclusion criteria were subsequently disregarded. Data 
were extracted according to PRISMA guidelines, onto an Excel workbook which was 

Searches

a. brief intervention*

b. brief treatment*

c. or brief therapy*

d. and exact phrase medically unexplained symptoms

e. or somatic symptom disorder (exact)

f. or illness anxiety disorder (exact)

g. or health anxiety (exact)

h. or non-cardiac chest pain (exact)

Table 1. 
Search strategy.
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used throughout the searches and the review. This was used specifically to record 
information about study and participant characteristics, details of interventions, 
outcome measures and analyses.

2.4 Risk of bias

The Cochrane Collaboration Risk of Bias Tool was used in order to assess the risk 
of bias in the studies selected for the review. This involved screening for bias risk in 
relation to sequence generation, allocation concealment, blinding of participants 
and assessors, incomplete data, selective reporting and any other relevant bias. Both 
authors independently reviewed the selected studies and subsequently agreed on 
the level of risk of bias as either low, unclear or high.

3. Results

3.1 Study selection

The literature search and search of references from fully screened articles 
yielded a total of 1674 studies. After removal of duplicates the total was 885. 
Figure 1 indicates the process of exclusion and final selection.

3.2 Study characteristics

3.2.1 Location

A summary of the selected studies is presented in Table 2. Studies originated in 
the USA (n = 6), Spain (n = 2), Germany (n = 2), Netherlands (n = 3), UK (n = 4), 
Iran (n = 2), Norway (n = 1), Sweden (n = 1) and Canada (n = 2). In seven of the 
studies, the purpose was to evaluate the effect of interventions on medically unex-
plained symptoms. The remaining studies investigated intervention effects on soma-
tisation (n = 3), health anxiety (n = 2), hypochondriasis (n = 2) and non-cardiac 
chest pain [10]. All studies considered effectiveness in terms of physical symptoms 
and psychological wellbeing.

3.3 Participants

All of the included studies involved both male and female participants, and ages 
ranged from 16 to 81. The total number of participants varied in each of the studies. 
Eleven of the studies included less than 60 participants, 4 studies included between 
61 and 100 participants, 3 studies included between 101 and 150 participants, 4 
studies included between 151 and 200 participants and one study involved 444 
participants.

3.3.1 Sample size

All studies employed selective sampling methods (purposive), whereby poten-
tial participants were initially identified by health professionals prior to subsequent 
additional eligibility screening using diagnostic interview and psychometric 
questionnaires. Five studies concurrently used opportunistic sampling methods 
(through public advertising) prior to the additional screening. Six studies provided 
some details of power calculations made in order to determine optimum sample 
sizes. The remaining studies did not describe how sample size was calculated.
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3.3.2 Unit of allocation and risk of bias

All of the included studies used random allocation to intervention or control 
groups. However, one of these studies [41] did not allocate participants in a conven-
tional way, given that they were not actually randomly assigned to conditions, but 
rather the decision was taken by the authors (for ethical reasons) that the order of 
the three condition cohorts should be randomly predetermined.

3.3.3 Theoretical basis of the interventions

All of the interventions had a psychological basis. Cognitive behavioural therapy 
formed the theoretical basis of the interventions in 17 of the studies. Two studies 
described the intervention as psychosocial and communicative. One study described 
the intervention as psychophysiological, and one study used a brief psychosomatic 
intervention. Two studies used relaxation and metaphor therapies. Interventions 
were delivered as individual sessions in the majority of studies (n = 20), and inter-
ventions were delivered in a group basis in the remaining studies (see Table 2).

3.3.4 Duration

The studies selected for the current review varied in their duration from six 
months to four years.

Figure 1. 
Prisma flow diagram of search results and selected studies.
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Study Type of intervention Duration of 
session

Duration of 
treatment

Measures

[45] Time limited CBT-type 45–60 minutes Maximum of 10 
sessions

CGI-S, CGI-I, VAS, 
MOS-10, HAM-D, 
HAM-A

[50] Psychosocial and 
communication 
intervention

30 minutes Maximum of six 
sessions

MOS, SF-36, CIDI, 
PRIME-MD, SLE, 
NAS

[46] Single session CBT 3–4 hours One session BSI-SOM, SOMS-7
BSI-GSI, WI, BDI, 
KKG-I

[47] Time limited CBT 45 minutes Maximum of 5 
sessions

PSC-51, HADS, 
MOS SF-36

[52] Time limited 
psychophysiological 
intervention

Not specified Maximum of 10 
sessions

CGI-S, HAM-A, 
HAM-D

[53] Brief multimodal 
psychodynamic therapy

45 minutes Maximum of 9 
sessions

VAS, NHL, 4DSQ , 
SF-36 MAF

[55] Time-limited mindfulness 
cognitive therapy

2 hours Maximum of 8 
sessions

DSM-IV (structured 
clinical interview), 
SHAI, WI, BAI, BDI

[39] Time limited CBT Not specified 5–10 sessions HADS, SFQ-36, 
EQ-5D

[59] Brief psychoeducation 
based on CBT

1 hour 1 face to face 
session and 2 
brief follow-up 
phone calls

BDI, STAI, SF-36, 
WI, SCL-90

[41] Short-term CBT 60–90 minutes Maximum of 3 
sessions

BSQ , SF-36, BDI, 
HRQOL

[62] Relaxation training or 
metaphor therapy

2 hours Maximum of 4 
sessions

BPI, JIBT

[61] Guided internet therapy 
(CBT based)

Not specified Maximum of 4 
sessions

CAQ , BSQ , PHQ-9

[35] Brief CBT 45 minutes Maximum of 6 
sessions

CGI, HADS, MINI, 
STAI, FQ

[60] Brief 1 hour 1 session Chest Pain 
Interview, ASI, 
CAQ , SF-36, BSI

[57] Time limited CBT 90 minutes Maximum of 6 
sessions

WI, HAI, HCQ , SSI, 
FSQ , SCL-90, SIS

[63] Metaphor therapy 2 hours Maximum of 4 
sessions

PDS, DASS,

[58] Brief CBT or 
pharmacological treatment

1 hour Maximum of 7 
sessions

ADIS-IV, ACQ , ASI, 
PAS, BDI, CAQ

[49] Time limited CBT Not specified Maximum of 10 
sessions

CGI-SD, SF-36, SSS

[51] Brief psychosocial 20 minutes Maximum of 6 
sessions

HADS, SF-36, 
GHQ ,-12, SOMS

[36] Brief panic management 
(PM) or brief CBT

2 hours (PM)
1 hour (CBT)

1 session (PM)
7 sessions (CBT)

ADIS-IV, BSQ , PAS, 
ASI, CAQ , ACQ

[54] Short-term group therapy 2 hours 8 sessions SF-36
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3.3.5 Control conditions

The vast majority of the selected studies (n = 21), employed a ‘treatment as 
usual’ control condition. The remaining 2 studies [42, 43] employed ‘waiting list’ 
control conditions.

3.4 Interventions: Description and impact

3.4.1 MUS/SSD

3.4.1.1 Brief CBT

The cognitive behavioural model considers predisposing, precipitating and 
perpetuating factors [44]. Psychological distress may be triggered and maintained 
in individuals with physical health symptoms via a cycle of inaccurate perceptions, 
avoidance behaviours and subsequent intensification of symptoms. Four of the 
selected studies included brief CBT based interventions targeting MUS/SSD. One 
of these, assessed the effectiveness of a 10 session treatment (averaging 50 min-
utes duration), which had been modified to target somatization problems. More 
specifically it applied relaxation training, emotional awareness, cognitive restruc-
turing (CR) and communication [45]. Another study facilitated a single session 
(3–4 hours) which focused primarily on developing psychophysiological expla-
nations of symptoms, relaxation, cognitions and healthcare use [46]. The third 
of these studies based their brief CBT intervention on the Consequences model 
within which the focus is on the consequences as opposed to the causes of physical 
symptoms; applied techniques aim to alter the consequences of symptoms [47, 48]. 
Participants were offered a maximum of 5, 45 minute sessions. The final study 

Study Type of intervention Duration of 
session

Duration of 
treatment

Measures

[42] Short-term group based 
educational CBT

90 minutes 6 sessions IAS, SDIH, BDI, 
FSS, DAS, QOL, 
DHBQ , NEO-PI

[43] Short-term group 
psychological (CBT based) 
treatment

2 hours 6 sessions HADS, NHL, SIP, 
NHP

SSP: Somatoform Symptoms Scale; BSI-GSI: Global Severity Index; BDI: Beck Depression Inventory; KKG-I: 
‘Internal Control’ Multidimensional Self-Report Questionnaire; WI: Whitely Index; PSC-51: Physical Symptoms 
Checklist; HADS: Hospital Anxiety And Depression Scale; NHL: Nijmegen Hyperventilation List;4DSQ: 
Four-Dimensional Symptom Questionnaire (Distress, Anxiety, Depression, Somatization); MAF: Measure of 
General Functioning; EQ-5D: Health Related Quality Of Life; STAI: State Trait Anxiety Inventory; SCL-90: 
Symptom Checklist; BSQ: Bodily Sensations Questionnaire; HRQOL: Health Related Quality of Life; BPI: Brief 
Pain Inventory; JIBT: Jones Irrational Belief Test; PHQ-9: Patient Health Questionnaire (Depression); CAQ: 
Cardiac Anxiety Questionnaire; FQ: Fear Questionnaire; MINI: Mini International Neuropsychiatric Interview; 
ASI: Anxiety Sensitivity Index; HCQ: Hypochondrial Cognitions Questionnaire; SSI: Somatic Symptoms 
Inventory; FSQ: Functional Status Questionnaire; SIS: Severity of Illness Scale; PDS: Pain Discomfort Scale; 
DASS: Depression, Anxiety, Stress Scale; PAS: Panic, Agoraphobia Scale; ADIS-IV: Anxiety Disorder Interview 
Schedule; SSS: Severity of Somatic Symptom Scale; GHQ: General Health Questionnaire; SUI: Summary Utility 
Index; ACQ: Agoraphobic Cognitions Questionnaire; IAS: Illness Attitude Scale; SDIH: Structured Diagnostic 
Interview, Hypochondriasis; FSS: Fear Survey Schedule; DAS: Dysfunctional Attitude Scale; QOL: Quality of Life 
Questionnaire; DHBQ: Dysfunctional Health Beliefs Questionnaire; NEO-PI: Personality Inventory; SIP: Sickness 
Impact Profile; NHP: Nottingham Health Profile.

Table 2. 
Key characteristics of selected studies.
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Study Type of intervention Duration of 
session

Duration of 
treatment

Measures

[45] Time limited CBT-type 45–60 minutes Maximum of 10 
sessions

CGI-S, CGI-I, VAS, 
MOS-10, HAM-D, 
HAM-A

[50] Psychosocial and 
communication 
intervention

30 minutes Maximum of six 
sessions

MOS, SF-36, CIDI, 
PRIME-MD, SLE, 
NAS

[46] Single session CBT 3–4 hours One session BSI-SOM, SOMS-7
BSI-GSI, WI, BDI, 
KKG-I

[47] Time limited CBT 45 minutes Maximum of 5 
sessions

PSC-51, HADS, 
MOS SF-36

[52] Time limited 
psychophysiological 
intervention

Not specified Maximum of 10 
sessions

CGI-S, HAM-A, 
HAM-D

[53] Brief multimodal 
psychodynamic therapy

45 minutes Maximum of 9 
sessions

VAS, NHL, 4DSQ , 
SF-36 MAF

[55] Time-limited mindfulness 
cognitive therapy

2 hours Maximum of 8 
sessions

DSM-IV (structured 
clinical interview), 
SHAI, WI, BAI, BDI

[39] Time limited CBT Not specified 5–10 sessions HADS, SFQ-36, 
EQ-5D

[59] Brief psychoeducation 
based on CBT

1 hour 1 face to face 
session and 2 
brief follow-up 
phone calls

BDI, STAI, SF-36, 
WI, SCL-90

[41] Short-term CBT 60–90 minutes Maximum of 3 
sessions

BSQ , SF-36, BDI, 
HRQOL

[62] Relaxation training or 
metaphor therapy

2 hours Maximum of 4 
sessions

BPI, JIBT

[61] Guided internet therapy 
(CBT based)

Not specified Maximum of 4 
sessions

CAQ , BSQ , PHQ-9

[35] Brief CBT 45 minutes Maximum of 6 
sessions

CGI, HADS, MINI, 
STAI, FQ

[60] Brief 1 hour 1 session Chest Pain 
Interview, ASI, 
CAQ , SF-36, BSI

[57] Time limited CBT 90 minutes Maximum of 6 
sessions

WI, HAI, HCQ , SSI, 
FSQ , SCL-90, SIS

[63] Metaphor therapy 2 hours Maximum of 4 
sessions

PDS, DASS,

[58] Brief CBT or 
pharmacological treatment

1 hour Maximum of 7 
sessions

ADIS-IV, ACQ , ASI, 
PAS, BDI, CAQ

[49] Time limited CBT Not specified Maximum of 10 
sessions

CGI-SD, SF-36, SSS

[51] Brief psychosocial 20 minutes Maximum of 6 
sessions

HADS, SF-36, 
GHQ ,-12, SOMS

[36] Brief panic management 
(PM) or brief CBT

2 hours (PM)
1 hour (CBT)

1 session (PM)
7 sessions (CBT)

ADIS-IV, BSQ , PAS, 
ASI, CAQ , ACQ

[54] Short-term group therapy 2 hours 8 sessions SF-36
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3.3.5 Control conditions

The vast majority of the selected studies (n = 21), employed a ‘treatment as 
usual’ control condition. The remaining 2 studies [42, 43] employed ‘waiting list’ 
control conditions.

3.4 Interventions: Description and impact

3.4.1 MUS/SSD

3.4.1.1 Brief CBT
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perpetuating factors [44]. Psychological distress may be triggered and maintained 
in individuals with physical health symptoms via a cycle of inaccurate perceptions, 
avoidance behaviours and subsequent intensification of symptoms. Four of the 
selected studies included brief CBT based interventions targeting MUS/SSD. One 
of these, assessed the effectiveness of a 10 session treatment (averaging 50 min-
utes duration), which had been modified to target somatization problems. More 
specifically it applied relaxation training, emotional awareness, cognitive restruc-
turing (CR) and communication [45]. Another study facilitated a single session 
(3–4 hours) which focused primarily on developing psychophysiological expla-
nations of symptoms, relaxation, cognitions and healthcare use [46]. The third 
of these studies based their brief CBT intervention on the Consequences model 
within which the focus is on the consequences as opposed to the causes of physical 
symptoms; applied techniques aim to alter the consequences of symptoms [47, 48]. 
Participants were offered a maximum of 5, 45 minute sessions. The final study 

Study Type of intervention Duration of 
session

Duration of 
treatment
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[42] Short-term group based 
educational CBT

90 minutes 6 sessions IAS, SDIH, BDI, 
FSS, DAS, QOL, 
DHBQ , NEO-PI

[43] Short-term group 
psychological (CBT based) 
treatment

2 hours 6 sessions HADS, NHL, SIP, 
NHP

SSP: Somatoform Symptoms Scale; BSI-GSI: Global Severity Index; BDI: Beck Depression Inventory; KKG-I: 
‘Internal Control’ Multidimensional Self-Report Questionnaire; WI: Whitely Index; PSC-51: Physical Symptoms 
Checklist; HADS: Hospital Anxiety And Depression Scale; NHL: Nijmegen Hyperventilation List;4DSQ: 
Four-Dimensional Symptom Questionnaire (Distress, Anxiety, Depression, Somatization); MAF: Measure of 
General Functioning; EQ-5D: Health Related Quality Of Life; STAI: State Trait Anxiety Inventory; SCL-90: 
Symptom Checklist; BSQ: Bodily Sensations Questionnaire; HRQOL: Health Related Quality of Life; BPI: Brief 
Pain Inventory; JIBT: Jones Irrational Belief Test; PHQ-9: Patient Health Questionnaire (Depression); CAQ: 
Cardiac Anxiety Questionnaire; FQ: Fear Questionnaire; MINI: Mini International Neuropsychiatric Interview; 
ASI: Anxiety Sensitivity Index; HCQ: Hypochondrial Cognitions Questionnaire; SSI: Somatic Symptoms 
Inventory; FSQ: Functional Status Questionnaire; SIS: Severity of Illness Scale; PDS: Pain Discomfort Scale; 
DASS: Depression, Anxiety, Stress Scale; PAS: Panic, Agoraphobia Scale; ADIS-IV: Anxiety Disorder Interview 
Schedule; SSS: Severity of Somatic Symptom Scale; GHQ: General Health Questionnaire; SUI: Summary Utility 
Index; ACQ: Agoraphobic Cognitions Questionnaire; IAS: Illness Attitude Scale; SDIH: Structured Diagnostic 
Interview, Hypochondriasis; FSS: Fear Survey Schedule; DAS: Dysfunctional Attitude Scale; QOL: Quality of Life 
Questionnaire; DHBQ: Dysfunctional Health Beliefs Questionnaire; NEO-PI: Personality Inventory; SIP: Sickness 
Impact Profile; NHP: Nottingham Health Profile.

Table 2. 
Key characteristics of selected studies.
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assessing brief CBT for MUS, offered a 10 session manualized intervention adapted 
for somatization disorder aimed at coping with stress and physical discomfort [49].

Of the five studies which implemented brief CBT interventions targeting 
MUS/SSD, significant effects were observed in three whereby the intervention 
was deemed to be effective relative to control groups. No significant effects were 
observed in one study. One study reported medium effect sizes, and found that the 
intervention group had a higher percentage of patients with ‘very much’ or ‘much’ 
improved physical symptoms as reported by blinded evaluators (60% vs. 25.8% 
odds ratio = 4.1; 95% CI, 1.9–8.8; p < .001). There was a significant improvement 
in the intervention vs. the control group (p < 0.5) for depressive symptoms. Effects 
however were no longer noticeable at six month follow-up [45]. Small to medium 
effect sizes were observed in another study and a stronger effect size was detected 
for the intervention group in relation to reduction of doctors’ visits (ŋ2 = 0.031), 
and the reduction of somatization severity (ŋ2 = 0.048). Although significant 
improvements in all other measures were observed for both groups, all participants 
were still highly impaired with the degree of somatization, health anxiety and 
depression all above clinical thresholds at a six month follow-up. [46]. One study 
observed large effect sizes and found that somatization symptoms were signifi-
cantly improved in the intervention group relative to the control group (p < 0.01), 
with the intervention also associated with improved self-reported functioning [49] 
The remaining study determined that the intervention was not more effective than 
care as usual, although approximately 30% of participants in both groups demon-
strated improvements on the clinically relevant outcomes [47].

3.4.1.2 Brief psychosocial interventions

Two of the included studies used psychosocial and communication interven-
tions targeting MUS/SSD. One study trained GPs to explain symptoms in a physi-
cal tangible way as result of hormone imbalance, to subsequently attribute this 
imbalance to irrational thinking, and to explore psychosocial issues indirectly. 
Participants were offered six sessions of 30 minutes [50].

Similarly, the second study trained GPs to gather a thorough psychosocial history, 
evaluate subjective understanding, demonstrate empathy, explain the relationship 
between symptoms and emotional distress, use symptom diaries, identify stressors 
and develop new behaviours; six 20 minute sessions were offered [51].

The first study, observed small to medium effect sizes and large effects sizes 
for bodily pain, social and emotional functioning, and mental health [50]. More 
specifically, quality of life dimensions in the intervention group were significantly 
improved relative to the control group in relation to several SF-36 subscales, 
namely bodily pain (p < 0.03), mental health (p < 0.063), physical functioning 
(p < 0.01), vitality (p < 0.039), social functioning (p < 0.033), and utility index 
(p < 0.039). The second study [51] found significant improvements were observed 
for the intervention group relative to the control group in relation to a reduction of 
physical symptoms (p = 0.07), reduction of depression (p = 0.211) and reduction 
of anxiety (p = 0.388). Effect sizes however were modest and were not maintained 
at six month follow up.

3.4.1.3 Brief psychophysiological interventions

One of the selected studies used a brief psychophysiological intervention targeting 
MUS/SSD. This was a ten session manualized treatment designed specifically for MUS; 
it was described as a treatment to assist with stress and physical discomfort, and spe-
cific components were emphasised depending on individual symptoms profiles [52].
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3.4.1.4 Brief multimodal psychosomatic therapy

One study used a brief multimodal psychosomatic therapy targeting MUS. The 
treatment is based on the biopsychosocial model and involved relaxation, mindful-
ness, CBT techniques and activation therapy; up to 9 sessions of 45 minutes dura-
tion were offered [53].

At 12 months post intervention, improvement in perceived symptom severity 
was observed [adjusted mean difference −2.0, 95% confidence interval (CI) −3.6 
to −0.3], in somatization (adjusted mean difference −4.4, 95% CI −7.5 to −1.4) and 
in symptoms of hyperventilation (adjusted mean difference −5.7, 95% CI −10.5 
to −0.8). Although the small sample size was deemed to be efficient, the authors 
concluded that a larger trial would be helpful and feasible. This pilot trail was not 
powered to indicate treatment effect size.

3.4.1.5 Brief group therapy

One study, implemented a short-term group therapy for MUS/SSD (8 sessions 
of 2 hour durations), within which the aims were to develop peer support, share 
coping strategies and improve perceptions and expressions of emotions [54].

In relation to a brief group therapy, the intervention group demonstrated 
significant improvements compared with the control group on both physical health 
(p < 0.05), and mental health (p < 0.01) at post-treatment and at 12 month follow-
up. Treatment effect sizes were not indicated.

3.4.2 HA/IAD

3.4.2.1 Brief CBT

Four of the included studies implemented brief CBT interventions targeting 
HA/IAD. The first offered 5–10 sessions of brief CBT which had been adapted for 
HA [39]. Similarly, another of the studies, employed a 6 session individualised 
intervention which was designed specifically to target and restructure hypochon-
drial thoughts [9]. One study implemented a time-limited group mindfulness-
based CBT intervention, which was described a skills training programme 
adapted for HA [55–56]. A group based intervention was also employed in 
another study. This took the form of an educational course aimed at improving 
coping skills for HA, focused specifically on selective attention, muscle  
tension, breathing, environmental factors, stress, mood and explaining somatic 
symptoms [42].

Four of the included studies implemented brief BCT interventions targeting 
HA/IAD and all reported significant effects for intervention groups relative to con-
trol groups. More specifically, one determined small effect sizes, and found that at 
12 month follow-up point, the intervention group demonstrated an improvement in 
health anxiety symptoms which was 2.98 points greater than the control group and 
these symptomatic improvements were maintained at 2 years follow up. However, 
there were no significant differences between groups in relation to social function-
ing or health related quality of life [39]. At a 12-month follow-up, another study 
found significantly lower levels of hypochondriacal symptoms, beliefs, and atti-
tudes (P < .001) and health-related anxiety (P = .009). in the intervention group. 
Furthermore significantly less impairment of social role functioning (P = .05) and 
intermediate activities of daily living (P < .001) were also observed. Effect sizes 
were reported as small to medium and hypochondriacal somatic symptoms were 
not improved significantly by treatment. The third of these studies determined 
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assessing brief CBT for MUS, offered a 10 session manualized intervention adapted 
for somatization disorder aimed at coping with stress and physical discomfort [49].

Of the five studies which implemented brief CBT interventions targeting 
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was deemed to be effective relative to control groups. No significant effects were 
observed in one study. One study reported medium effect sizes, and found that the 
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in the intervention vs. the control group (p < 0.5) for depressive symptoms. Effects 
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effect sizes were observed in another study and a stronger effect size was detected 
for the intervention group in relation to reduction of doctors’ visits (ŋ2 = 0.031), 
and the reduction of somatization severity (ŋ2 = 0.048). Although significant 
improvements in all other measures were observed for both groups, all participants 
were still highly impaired with the degree of somatization, health anxiety and 
depression all above clinical thresholds at a six month follow-up. [46]. One study 
observed large effect sizes and found that somatization symptoms were signifi-
cantly improved in the intervention group relative to the control group (p < 0.01), 
with the intervention also associated with improved self-reported functioning [49] 
The remaining study determined that the intervention was not more effective than 
care as usual, although approximately 30% of participants in both groups demon-
strated improvements on the clinically relevant outcomes [47].

3.4.1.2 Brief psychosocial interventions

Two of the included studies used psychosocial and communication interven-
tions targeting MUS/SSD. One study trained GPs to explain symptoms in a physi-
cal tangible way as result of hormone imbalance, to subsequently attribute this 
imbalance to irrational thinking, and to explore psychosocial issues indirectly. 
Participants were offered six sessions of 30 minutes [50].

Similarly, the second study trained GPs to gather a thorough psychosocial history, 
evaluate subjective understanding, demonstrate empathy, explain the relationship 
between symptoms and emotional distress, use symptom diaries, identify stressors 
and develop new behaviours; six 20 minute sessions were offered [51].

The first study, observed small to medium effect sizes and large effects sizes 
for bodily pain, social and emotional functioning, and mental health [50]. More 
specifically, quality of life dimensions in the intervention group were significantly 
improved relative to the control group in relation to several SF-36 subscales, 
namely bodily pain (p < 0.03), mental health (p < 0.063), physical functioning 
(p < 0.01), vitality (p < 0.039), social functioning (p < 0.033), and utility index 
(p < 0.039). The second study [51] found significant improvements were observed 
for the intervention group relative to the control group in relation to a reduction of 
physical symptoms (p = 0.07), reduction of depression (p = 0.211) and reduction 
of anxiety (p = 0.388). Effect sizes however were modest and were not maintained 
at six month follow up.

3.4.1.3 Brief psychophysiological interventions

One of the selected studies used a brief psychophysiological intervention targeting 
MUS/SSD. This was a ten session manualized treatment designed specifically for MUS; 
it was described as a treatment to assist with stress and physical discomfort, and spe-
cific components were emphasised depending on individual symptoms profiles [52].
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3.4.1.4 Brief multimodal psychosomatic therapy

One study used a brief multimodal psychosomatic therapy targeting MUS. The 
treatment is based on the biopsychosocial model and involved relaxation, mindful-
ness, CBT techniques and activation therapy; up to 9 sessions of 45 minutes dura-
tion were offered [53].

At 12 months post intervention, improvement in perceived symptom severity 
was observed [adjusted mean difference −2.0, 95% confidence interval (CI) −3.6 
to −0.3], in somatization (adjusted mean difference −4.4, 95% CI −7.5 to −1.4) and 
in symptoms of hyperventilation (adjusted mean difference −5.7, 95% CI −10.5 
to −0.8). Although the small sample size was deemed to be efficient, the authors 
concluded that a larger trial would be helpful and feasible. This pilot trail was not 
powered to indicate treatment effect size.

3.4.1.5 Brief group therapy

One study, implemented a short-term group therapy for MUS/SSD (8 sessions 
of 2 hour durations), within which the aims were to develop peer support, share 
coping strategies and improve perceptions and expressions of emotions [54].

In relation to a brief group therapy, the intervention group demonstrated 
significant improvements compared with the control group on both physical health 
(p < 0.05), and mental health (p < 0.01) at post-treatment and at 12 month follow-
up. Treatment effect sizes were not indicated.

3.4.2 HA/IAD

3.4.2.1 Brief CBT

Four of the included studies implemented brief CBT interventions targeting 
HA/IAD. The first offered 5–10 sessions of brief CBT which had been adapted for 
HA [39]. Similarly, another of the studies, employed a 6 session individualised 
intervention which was designed specifically to target and restructure hypochon-
drial thoughts [9]. One study implemented a time-limited group mindfulness-
based CBT intervention, which was described a skills training programme 
adapted for HA [55–56]. A group based intervention was also employed in 
another study. This took the form of an educational course aimed at improving 
coping skills for HA, focused specifically on selective attention, muscle  
tension, breathing, environmental factors, stress, mood and explaining somatic 
symptoms [42].

Four of the included studies implemented brief BCT interventions targeting 
HA/IAD and all reported significant effects for intervention groups relative to con-
trol groups. More specifically, one determined small effect sizes, and found that at 
12 month follow-up point, the intervention group demonstrated an improvement in 
health anxiety symptoms which was 2.98 points greater than the control group and 
these symptomatic improvements were maintained at 2 years follow up. However, 
there were no significant differences between groups in relation to social function-
ing or health related quality of life [39]. At a 12-month follow-up, another study 
found significantly lower levels of hypochondriacal symptoms, beliefs, and atti-
tudes (P < .001) and health-related anxiety (P = .009). in the intervention group. 
Furthermore significantly less impairment of social role functioning (P = .05) and 
intermediate activities of daily living (P < .001) were also observed. Effect sizes 
were reported as small to medium and hypochondriacal somatic symptoms were 
not improved significantly by treatment. The third of these studies determined 
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medium effect sizes; their intervention group demonstrated significantly lower 
health anxiety than the control group both immediately following treatment 
(d = 0.48), and at a 12 month follow-up (d = 0.48) [55]. In the final study significant 
improvement was observed in the intervention group relative to the control group 
on all measures including physical symptoms (p = 0.03), dysfunctional health 
beliefs (p = 0.02), vulnerability (p = 0.03) and lack of control (p = 0.06); effect 
sizes were not reported [42].

3.4.3 NCCP

3.4.3.1 Brief CBT

Seven of the selected studies involved brief CBT based interventions target-
ing NCCP. One of these implemented a 7 session treatment which incorporated 
psychoeducation on chest pain, panic disorder (PD), exposure and CR [58]. 
Two interventions were evaluated in another study [36], namely a single session 
panic management intervention and a 7 session CBT treatment for NCCP and 
PD [36]. Another also trialled a single individualised information session with 
psychoeducational materials [59] One study used a single session of brief CBT 
(60 minute duration) which included psychoeducation, breathing exercises and 
CR [62]. Psychoeducation was again a component of the intervention offered 
in another of the studies, which also included CR, and strategies to influence 
avoidance behaviours over 6 sessions of 45 minutes [35]. One study offered a 3 
session programme (60–90 minutes) which focuses on the CBT model of panic 
and exposure therapy [41]. Guided brief CBT was delivered online in another 
study and involved 4 sessions of psychoeducation, physical activity advice and 
relaxation [61].

Of the seven selected studies which implemented brief CBT based interventions 
targeting NCCP, five reported significant effects for interventions relative to 
control groups and two observed no significance. Large treatment effect sizes 
were observed in one study; both intervention groups demonstrated significant 
improvements relative to the control group in relation to the severity of panic 
disorder (p = 0.12), frequency of panic (p = 0.48), and depressive symptoms 
(p = 0.27) [58]. Similarly large effect sizes were also observed in another study; 
both interventions also achieved significant reductions in the severity of panic 
disorder relative to the control group (ŋ2 = 0.07), although no superiority was 
demonstrated by one intervention as compared with the other [36]. Medium 
effect sizes with significant improvements for the intervention versus control 
in relation to frequency and fear of chest pain, and anxiety sensitivity, but not 
in relation to severity of chest pain, quality of life and psychological distress 
were determined on one study [60]. In another study, significant improvements 
were observed for intervention versus control group in relation to reduction 
of disease severity, anxiety and depression symptoms but effect sizes were not 
determined [35]. A brief CBT intervention was effective compared to care as 
usual and reported medium to large effect sizes. Significant differences were 
observed for fear of bodily sensations, avoidance of physical activities and 
depression. However, the sample size was small and no power analysis was 
carried out [41]. Another study concluded that although improvements were 
demonstrated by both intervention and control groups in relation to cardiac 
anxiety, fear of bodily sensations and depression, no significant differences 
were observed between the groups [61]. Similarly, the remaining study found 
that although both groups achieved slight improvements on the main outcomes, 
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specifically chest pain, mood and limitation of activities, no significant effects 
were observed [59].

3.4.3.2 Relaxation and metaphor therapy

Two studies evaluated relaxation and metaphor therapies targeting NCCP 
[62, 63]. Both treatments consisted of 4 2 hour sessions. The relaxation therapy 
was group based involving learning and practising relaxation and breathing 
techniques. Metaphor therapy involved challenging and connecting metaphoric 
stories of hopelessness, with the ultimate goal of challenging unhelpful beliefs.

The first of these reported small to medium effect sizes, and determined signifi-
cant differences between the relaxation group and both control groups for hopeless-
ness (DM = 9.79, p < 0.05), pain severity (DM = 1.96, p < 0.05), and emotional 
irresponsibility (DM = 4.80, p < 0.05). No significant effects were observed in 
relation to the metaphor therapy intervention group [62]. The subsequent study 
assessed the effectiveness of metaphor therapy only, and again determined no 
significant treatment effects relative to the control group [63].

3.4.3.3 Short-term group therapy

One study implemented a short-term (8 session of 2 hours) group therapy for 
NCCP within which the focus was on sharing experiences and coping strategies, 
education on chest pain, relaxation and breathing exercise, physical exercise, CR 
and graded exposure [43]. Significant improvements were observed in the interven-
tion group relative to the control group in relation to chest pain episodes (p < 0.01) 
and anxiety and depression (p < 0.05), with benefits maintained at a six month 
follow-up. Treatment effect sizes were not indicated.

3.5 Delivery of the intervention

Therapists trained specifically in the relevant interventions were used in eleven 
of the studies. Primary care physicians (GPSs) delivered interventions in four of 
the studies, and four of the studies used clinical psychologists to deliver treatments 
Cardiac nurses delivered interventions in two studies.

3.6 Outcome measures

Several combinations of primary and secondary outcome measures including 
questionnaires and diagnostic interviews were used in the selected studies at pre, 
post and follow-up points. The measures assessed medically unexplained symp-
toms, mental health, health related quality life and general functioning. The most 
frequently used outcome measure was the MOS SF-36 (medical outcomes study 36 
item short-form health survey), which was used in ten of the selected studies. A 
full list of the outcome measures used in each of the included studies is presented in 
Table 2. Intervention effects are presented in Table 3.

3.7 Pre, post and follow-up data

The majority of the studies (n = 17) included in the review adapted longitudinal 
designs and evaluated outcomes at pre and post intervention points and at one or 
more follow-up points. Six of the included studies evaluated outcomes at pre and 
post intervention points only and did not use a longitudinal design.
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medium effect sizes; their intervention group demonstrated significantly lower 
health anxiety than the control group both immediately following treatment 
(d = 0.48), and at a 12 month follow-up (d = 0.48) [55]. In the final study significant 
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on all measures including physical symptoms (p = 0.03), dysfunctional health 
beliefs (p = 0.02), vulnerability (p = 0.03) and lack of control (p = 0.06); effect 
sizes were not reported [42].
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ing NCCP. One of these implemented a 7 session treatment which incorporated 
psychoeducation on chest pain, panic disorder (PD), exposure and CR [58]. 
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panic management intervention and a 7 session CBT treatment for NCCP and 
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in another of the studies, which also included CR, and strategies to influence 
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session programme (60–90 minutes) which focuses on the CBT model of panic 
and exposure therapy [41]. Guided brief CBT was delivered online in another 
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specifically chest pain, mood and limitation of activities, no significant effects 
were observed [59].
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stories of hopelessness, with the ultimate goal of challenging unhelpful beliefs.

The first of these reported small to medium effect sizes, and determined signifi-
cant differences between the relaxation group and both control groups for hopeless-
ness (DM = 9.79, p < 0.05), pain severity (DM = 1.96, p < 0.05), and emotional 
irresponsibility (DM = 4.80, p < 0.05). No significant effects were observed in 
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Cardiac nurses delivered interventions in two studies.
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Study Intervention Outcomes

[45] Time limited CBT type therapy 
delivered in primary care 
for patients with medically 
unexplained physical symptoms

The intervention group had a higher percentage 
of patients with ‘very much’ or ‘much’ improved 
physical symptoms as reported by blinded evaluators 
(60% vs. 25.8% odds ratio = 4.1; 95% CI, 1.9–8.8; 
p < 0.001). There was a significant improvement 
in the intervention vs. the control group (p < 0.5) 
for depressive symptoms. Effects were no 
longer noticeable at six month follow-up. Effect sizes 
medium.

[50] A psychosocial and communication 
intervention delivered by GPs 
for patients with medically 
unexplained symptoms.

Improvements in all dimensions of the SF-36 were 
demonstrated by patients in both groups. The 
intervention group demonstrated significantly more 
improvement in bodily pain, mental health, physical 
functioning, social functioning and vitality (p < 0.039). 
Effect sizes: small to medium (large effect sizes for 
bodily pain, social and emotional functioning and 
mental health).

[46] A one session CBT intervention for 
medically unexplained symptoms 
delivered by clinical psychologist

There was a stronger effect size in the intervention 
group in relation to reduction of doctors’ visits 
(ŋ2 = 0.031), and the reduction of somatization 
severity (ŋ2 = 0.048). Although significant 
improvements in all other measures were observed 
for both groups, all participants were still highly 
impaired with the degree of somatization, 
health anxiety and depression all above clinical 
thresholds at a six month follow-up. Effect sizes: small 
to medium

[47] Cognitive behavioural treatment 
delivered by family physician for 
medically unexplained symptoms

The intervention was not more effective than care 
as usual; approximately 30% of participants in both 
groups demonstrated improvements on the clinically 
relevant outcomes. No significance observed: 
intervention not effective as compared with control 
group. Effect sizes: N/A.

[52] Psychophysiological treatment 
(described to participants as an 
intervention to assist in coping 
with physical comfort and distress) 
delivered by psychologists

There was a significantly greater improvement in 
the frequency and severity of physical symptoms 
in the interventions group (p < 0.05). Effect 
sizes also indicated a greater improvement in 
the interventions group for depression symptoms 
(d = 0.81)

[53] Brief multimodal psychodynamic 
therapy for medically unexplained 
symptoms delivered by trained 
practitioners.

Significant differences between groups were observed 
at 12 month follow up; the intervention group 
demonstrated greater improvement in perceived 
symptom severity, somatization and hyperventilation. 
Effect sizes: unknown (trial not powered to indicate 
treatment effect sizes)

[55] Time-limited mindfulness-based 
cognitive therapy for health anxiety 
delivered by trained practitioners 
and clinicians.

The intervention group demonstrated significantly 
lower health anxiety than the control group both 
immediately following treatment (d = 0.48), and 
at a 12 month follow-up (d = 0.48). Effect sizes: 
medium

[39] CBT for health anxiety delivered by 
trained health professionals

At a 12 month follow-up point, the intervention group 
demonstrated an improvement in health anxiety 
symptoms which was 2.98 points greater than the 
control group. Significance observed: intervention 
effective as compared with control group. Effect sizes 
small
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Study Intervention Outcomes

[59] Brief psychoeducational and 
cognitive behavioural intervention 
for non-cardiac chest pain, 
delivered by cardiac nurses

Although both groups achieved slight improvements 
on the main outcomes, specifically chest pain, mood 
and limitation of activities, no significant effects were 
observed. Effect sizes: NA

[41] Short-term CBT for non-cardiac 
chest pain delivered by trained 
therapists.

The intervention was effective compared to care as 
usual; significant differences were observed for fear of 
bodily sensations, avoidance of physical activities and 
depression. Effect sizes medium to large

[63] Relaxation training versus 
metaphor therapy for non-cardiac 
chest pain delivered by clinical 
psychologists.

There were significant differences observed between 
the relaxation group and both control groups for 
hopelessness (DM = 9.79, p < 0.05), pain severity 
(DM = 1.96, p < 0.05), and emotional irresponsibility 
(DM = 4.80, p < 0.05).
Effect sizes small to medium.

[61] Guided internet therapy (CBT 
based) for non-cardiac chest pain 
delivered by cardiac nurses

Although improvements were demonstrated by both 
groups in relation to cardiac anxiety, fear of bodily 
sensations and depression, no significant differences 
were observed between the groups. No significance 
observed.
Effect sizes: N/A

[35] Brief CBT for non-cardiac chest 
pain with associated depression 
and panic disorder delivered by 
clinical psychologists

Significant improvements were observed for 
intervention versus control group in relation to 
reduction of disease severity, anxiety and depression 
symptoms. Effect sizes: unknown (trial not powered to 
indicate treatment effect sizes.

[60] Brief CBT for non-cardiac chest 
pain

Significant improvements were observed for 
intervention versus control in relation to frequency 
and fear of chest pain, and anxiety sensitivity, but not 
in relation to severity of chest pain, quality of life and 
psychological distress.
Effect sizes: medium

[57] CBT for hypochondriasis delivered 
by trained therapists

Significant differences were observed for the 
intervention group versus control group in relation to 
hypochondrial symptoms, beliefs and attitudes, health 
anxiety, and social functioning. Effect sizes: small to 
medium

[63] Metaphor therapy for non-
cardiac chest pain delivered by 
psychologists

There were no significance differences demonstrated 
by the intervention group compared with control group 
on any of the outcome variables (depression, anxiety, 
stress and pain discomfort). No significance observed: 
intervention not effective as compared with control 
group
Effect sizes: NA

[58] Brief CBT or pharmacological 
treatment for non-cardiac chest 
pain with associated panic disorder 
delivered by psychologists.

Both intervention groups demonstrated significant 
improvement relative to the control group in relation to 
the severity of panic disorder (p = 0.12), frequency of 
panic (p = 0.48), and depressive symptoms (p = 0.27). 
Effect sizes large.

[49] Time limited CBT for somatization 
disorder

Somatization symptoms were significantly improved 
in the intervention group relative to control group 
(p < 0.01).
Effect sizes large.
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4. Discussion

4.1 Summary of evidence

This is the first systematic review which examined evidence for brief or 
time-limited interventions for both MUS/SSD, HA/IAD and NCCP specifically. 
Significant effects for the intervention groups relative to control groups were 
reported in 19 studies, and 4 studies did not determine any significant benefits of 
interventions compared with control groups. Significant effects relative to controls 
were determined for all of the brief interventions in at least one study (CBT, psycho-
social, psychophysiological, psychosomatic, relaxation and group therapy), with the 
exception of metaphor therapy for which no significant effects were reported. [63]. 
Of those studies reporting significance, large treatment effects were reported in 3 
[39, 49, 58], medium effect sizes were reported by 3 [45, 55, 60], medium to large 
effects were reported in 2 [34, 52], four studies observed small to medium effect 
sizes [46, 50, 57, 62], and small effect sizes were determined in 2 [39, 51]. Five studies 
did not indicate effect sizes (see Table 3). All of the studies within which the largest 
effect sizes were reported, involved brief CBT for either MUS or NCCP [36, 49, 58].

Study Intervention Outcomes

[51] Psychosocial intervention for 
somatising patients delivered by 
general practitioners

Significant improvements were observed for the 
intervention group relative to the control group in 
relation to a reduction of physical symptoms (p = 0.07), 
reduction of depression (p = 0.211) and reduction of 
anxiety (p = 0.388). Effects were not maintained at six 
month follow up. Effects not maintained at 6 month 
follow-up.
Effect sizes small

[36] Brief psychological interventions 
(panic management and CBT) for 
panic disorder with non-cardiac 
chest pain delivered by trained 
therapists.

Both interventions demonstrated significant reductions 
in the severity of panic disorder relative to the control 
group (ŋ2 = 0.07) although no superiority was 
demonstrated by one intervention as compared with 
the other. Effect sizes large (time)

[54] Short-term group therapy for 
somatization disorder delivered by 
trained therapists

The intervention group demonstrated significant 
improvements relative to the control group on 
both physical health (p < 0.05), and mental health 
(p < 0.01) at post-treatment and at 12 month follow-up. 
Effect sizes: Unknown (trial not powered to indicate 
treatment effect sizes

[42] Short-term group therapy (CBT 
based) for hypochondriasis 
delivered by trained therapists

Significant improvements were observed in the 
intervention group relative to the control group on all 
measures including physical symptoms (p = 0.03), 
dysfunctional health beliefs (p = 0.02), vulnerability 
(p = 0.03) and lack of control (p = 0.06). Effect sizes 
unknown (trial not powered to indicate treatment 
effect sizes

[43] Time limited group psychological 
treatment for non-cardiac chest 
pain delivered by trained therapists

Significant improvements observed in the intervention 
group relative to the control group in relation to chest 
pain episodes (p < 0.01) and anxiety and depression 
(p < 0.05), with benefits maintained at a six month 
follow-up. Effect sizes: Unknown (trial not powered to 
indicate treatment effect sizes.

Table 3. 
Summary of results for included studies.
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There are several possible explanations for the lack of effect on medically 
unexplained symptoms and psychological wellbeing in the trials within which no 
significance was observed. The findings specifically, that time limited CBT deliv-
ered by GPs for MUS did not result in significantly better outcomes than care as 
usual, are consistent with other research which has outlined the limited feasibility 
and effectiveness of CBT for MUS delivered by primary care doctors [47, 64, 65].

Although it was found that brief online CBT guided by cardiac nurses was feasible 
for NCCP given that it decreased cardiac anxiety, frequency of chest pain and depres-
sion symptoms, no significant differences were observed relative to the control group 
[61]. These findings were comparable with another study where no significant treat-
ment effects were determined after a brief single session CBT intervention for NCCP 
again delivered by cardiac nurses [59]. Authors of both studies have highlighted the 
limitations of small sample sizes and recruitment difficulties, possibly due to the fact 
that patients found it difficult to reject a physical explanation for the cause of chest 
pain. As outlined earlier, previous research has suggested that individuals with MUS 
have a tendency to reject psychological constructs of their problems resulting in an 
unwillingness to engage in psychological treatments [8, 16–18].

Regarding the use of metaphor therapy for NCCP after which no significant 
benefits were observed in terms of discomfort, anxiety or depression, the authors 
suggested that the nature of the intervention itself may not be suitable given that it 
is dependent on an individual’s ability to visualise [62, 63]. However, some evidence 
exists to support the use of this intervention, and it was a component of a group 
psychological intervention for NCCP included in the current review within which 
significant treatment effects were observed [43].

Some included studies reported significant treatment effects compared with 
controls after brief CBT for MUS/SSD [45, 46, 49]. As previously highlighted, 
findings in one indicated a more marked reduction in the amount of doctor’s visits 
and in the severity of somatization in the CBT group compared with the standard 
care group [46]. Although actual treatment effects were smaller for this single 
session intervention when compared with more intensive CBT approaches, brief 
interventions still facilitate the treatment of a greater number of MUS patients. It 
has been suggested that brief intervention could improve the general management 
of MUS at the primary care level and subsequently aid access to more special-
ist interventions if clinically required. Furthermore, the importance of early 
intervention should be highlighted given that the condition becomes much less 
manageable and complex over time [9]. It has been suggested that a brief treat-
ment such as a single session CBT/LICBT intervention could be an appropriate 
and effective first point of treatment within a stepped care approach in order to 
improve management of MUS [46, 66].

4.2 Variations in outcomes

Differences in the outcomes observed in the selected studies, may be a result of 
variations in the components and theoretical frameworks of the interventions, the 
duration of the interventions, sampling issues, the selection strategies employed to 
recruit participants, the outcome measures used to determine MUS and psychologi-
cal wellbeing, the experience levels of persons delivering the interventions, and 
how data was collected and analysed.

The psychological framework of the interventions evaluated in the selected 
studies included CBT, psychosocial, psychosomatic, relaxation, metaphor, and gen-
eral group therapy. Significant effects at the post-intervention stage (at least), were 
reported by all included studies except 3 studies which implemented brief CBT, and 
2 studies which implemented brief metaphor therapy.
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Differences in the outcomes observed in the selected studies, may be a result of 
variations in the components and theoretical frameworks of the interventions, the 
duration of the interventions, sampling issues, the selection strategies employed to 
recruit participants, the outcome measures used to determine MUS and psychologi-
cal wellbeing, the experience levels of persons delivering the interventions, and 
how data was collected and analysed.

The psychological framework of the interventions evaluated in the selected 
studies included CBT, psychosocial, psychosomatic, relaxation, metaphor, and gen-
eral group therapy. Significant effects at the post-intervention stage (at least), were 
reported by all included studies except 3 studies which implemented brief CBT, and 
2 studies which implemented brief metaphor therapy.
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However, 13 studies did determine significant effects for brief CBT, as did both 
studies which used psychosocial treatments. Furthermore each of the single studies 
evaluating either psychosomatic, relaxation or general group therapy also reported 
significance. It is not possible therefore to concretely conclude if one of these brief 
interventions might offer superior benefits to the other, given the more limited 
available outcomes from trials assessing interventions other than those which are 
CBT based. Rather, it may concluded that some evidence exists to support the use 
of all of the interventions for medically unexplained symptoms and associated 
psychological distress, with the exception of metaphor therapy. More specifically 
there is substantial evidence within the current review supporting the use of brief/
time-limited CBT, and existing but more limited evidence supporting the use of the 
remaining included interventions.

Several studies highlighted issues with sampling and sampling size, which might 
have influenced outcomes. Despite screening 6409 potential participants, only 65 
were included in the trial for one study [47]. Some were excluded due to a natural 
reduction of symptoms or due to the presence of severe and comorbid conditions. 
Chronic issues with somatization are likely to follow a path of highs and lows in 
relation to the severity of and response to symptoms, much like depression and 
anxiety disorders, however, a majority of eligible participants declined the interven-
tion as they had ‘accepted’ symptoms were part of their life.

As indicated earlier, there was a large variation in sample size in the selected 
studies. Eleven of the studies included 60 or fewer participants, and one study 
included 444 participants. Given that the power of the study may be affected by 
a sample which is either too large or small, it is reasonable to suppose that at least 
some of the included studies may have been under-powered to clearly indicate 
between-group differences of statistical significance [67, 68].

The selection of an appropriate outcome measure is an important consid-
eration which can impact the value of results from clinical studies. Selection of 
measures has tended to concentrate more on the psychometric properties, but 
less on the actual suitability of the instruments for their intended purpose. It has 
been suggested that in addition to an evaluation of basic psychometric proper-
ties, researchers should consider that different instruments may capture different 
aspects of complex phenomena and may therefore not be equally valid for everyone. 
Furthermore, a good fit between the measure and what the researcher expects to 
change post treatment is required to facilitate a valid interpretation of the out-
comes. As indicated earlier, a considerably large variety of primary and secondary 
outcome measures were included in the selected studies, and it may be the case that 
not all of those were the optimum instruments [69].

The interventions evaluated in the selected studies were delivered by either 
therapists who had been trained specifically in the relevant interventions, GPs, 
clinical psychologists, or cardiac nurses. Both studies using cardiac nurses 
reported no significant intervention effects, and 2 of the 4 studies within which 
interventions were delivered by GPs also reported no significant intervention 
effects. A systematic review and meta-analysis of randomised controlled tri-
als of psychological treatments found psychological interventions were more 
beneficial when delivered by psychotherapists compared with GPs, and more 
specifically that psychotherapists had a greater effect on physical symptoms than 
GPs [70]. An earlier systematic review considered the prevalence of medically 
unexplained physical symptoms, the extent of comorbidity with psychiatric 
disorders, the importance of psychological processes and the effectiveness of 
interventions. It was reported that there was significant overlap between symp-
toms and syndromes, and that patients with MUS should therefore be considered 
as having complex adaptive systems within which cognitive, physiological and 
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environmental factors interact. CBT and antidepressants are effective, however 
these benefits are heightened when patients feel empowered by their own doctors 
to address their problems [71]. The importance of the GP role was consequently 
highlighted i.e. to validate the patient experience, provide positive and empower-
ing explanations of symptoms and to offer evidence based interventions including 
CBT. Further research has suggested that GP-patient interactions did impact 
consultation and communication patterns but did not subsequently impact 
patient outcomes [72].

It is also important to acknowledge that while the current review focused on 
time-limited intervention, the duration of the course of treatments evaluated in 
the included studies ranged from a single session to ten sessions, with sessions also 
varying in length in addition to varying times between sessions, and the point 
at which follow up data was collected. The potential impact of this on outcomes 
cannot be disregarded. In order to reach more robust conclusions regarding the 
confounding factors which impact clinical outcome in MUS, larger sample sizes and 
longer follow –ups should be employed, given the effects of clustering and generally 
modest effects observed.

There are other methodological issues to consider including that there a were 
variety of methodologies employed in relation to data analysis. Not all of the 
included studies reported specifically how data was cleaned or how missing data 
was handled, and there is a possibility this may account for variability between 
outcomes. Furthermore, some studies employed power analysis and reported 
effect sizes, and some did not. It is therefore recommended that any future trial 
addresses this methodological weakness in order to improve and determine the 
most effective treatment.

4.3 Risk of bias

All of the included studies employed random allocation to intervention or con-
trol group, although many lacked precise details regarding how this was achieved, 
and the risk of bias remained unclear in several studies.

4.4 Strengths and limitations

The main strength of this systematic review is the focus on brief interventions 
which are feasible to offer as part of a stepped care approach. A limitation is that the 
included studies were screened by only one author (except for risk of bias examina-
tion), increasing the possibility that a study might have been missed.

5. Conclusion

The evidence suggests that brief psychological interventions, more specifically 
time limited BCT based interventions may have small to large effects in reduc-
ing the severity of MUS and associated psychological distress. These findings are 
comparable with other reviews which have assessed the efficacy of higher intensity 
and/or longer term interventions. Given that there is a broad range of symptom 
severity and willingness to engage in psychological treatments among MUS patients 
in primary care, it is reasonable to suggest that a stepped care approach may be 
suitable thereby facilitating a more specialist intervention in chronic cases [73–75]. 
However, there remains a need to provide more robust evidence of cost effective-
ness is relation to mild and moderate cases for which briefer interventions such as 
those evaluated here, tend to be recommended.
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evaluating either psychosomatic, relaxation or general group therapy also reported 
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there is substantial evidence within the current review supporting the use of brief/
time-limited CBT, and existing but more limited evidence supporting the use of the 
remaining included interventions.
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have influenced outcomes. Despite screening 6409 potential participants, only 65 
were included in the trial for one study [47]. Some were excluded due to a natural 
reduction of symptoms or due to the presence of severe and comorbid conditions. 
Chronic issues with somatization are likely to follow a path of highs and lows in 
relation to the severity of and response to symptoms, much like depression and 
anxiety disorders, however, a majority of eligible participants declined the interven-
tion as they had ‘accepted’ symptoms were part of their life.

As indicated earlier, there was a large variation in sample size in the selected 
studies. Eleven of the studies included 60 or fewer participants, and one study 
included 444 participants. Given that the power of the study may be affected by 
a sample which is either too large or small, it is reasonable to suppose that at least 
some of the included studies may have been under-powered to clearly indicate 
between-group differences of statistical significance [67, 68].

The selection of an appropriate outcome measure is an important consid-
eration which can impact the value of results from clinical studies. Selection of 
measures has tended to concentrate more on the psychometric properties, but 
less on the actual suitability of the instruments for their intended purpose. It has 
been suggested that in addition to an evaluation of basic psychometric proper-
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aspects of complex phenomena and may therefore not be equally valid for everyone. 
Furthermore, a good fit between the measure and what the researcher expects to 
change post treatment is required to facilitate a valid interpretation of the out-
comes. As indicated earlier, a considerably large variety of primary and secondary 
outcome measures were included in the selected studies, and it may be the case that 
not all of those were the optimum instruments [69].

The interventions evaluated in the selected studies were delivered by either 
therapists who had been trained specifically in the relevant interventions, GPs, 
clinical psychologists, or cardiac nurses. Both studies using cardiac nurses 
reported no significant intervention effects, and 2 of the 4 studies within which 
interventions were delivered by GPs also reported no significant intervention 
effects. A systematic review and meta-analysis of randomised controlled tri-
als of psychological treatments found psychological interventions were more 
beneficial when delivered by psychotherapists compared with GPs, and more 
specifically that psychotherapists had a greater effect on physical symptoms than 
GPs [70]. An earlier systematic review considered the prevalence of medically 
unexplained physical symptoms, the extent of comorbidity with psychiatric 
disorders, the importance of psychological processes and the effectiveness of 
interventions. It was reported that there was significant overlap between symp-
toms and syndromes, and that patients with MUS should therefore be considered 
as having complex adaptive systems within which cognitive, physiological and 
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environmental factors interact. CBT and antidepressants are effective, however 
these benefits are heightened when patients feel empowered by their own doctors 
to address their problems [71]. The importance of the GP role was consequently 
highlighted i.e. to validate the patient experience, provide positive and empower-
ing explanations of symptoms and to offer evidence based interventions including 
CBT. Further research has suggested that GP-patient interactions did impact 
consultation and communication patterns but did not subsequently impact 
patient outcomes [72].

It is also important to acknowledge that while the current review focused on 
time-limited intervention, the duration of the course of treatments evaluated in 
the included studies ranged from a single session to ten sessions, with sessions also 
varying in length in addition to varying times between sessions, and the point 
at which follow up data was collected. The potential impact of this on outcomes 
cannot be disregarded. In order to reach more robust conclusions regarding the 
confounding factors which impact clinical outcome in MUS, larger sample sizes and 
longer follow –ups should be employed, given the effects of clustering and generally 
modest effects observed.

There are other methodological issues to consider including that there a were 
variety of methodologies employed in relation to data analysis. Not all of the 
included studies reported specifically how data was cleaned or how missing data 
was handled, and there is a possibility this may account for variability between 
outcomes. Furthermore, some studies employed power analysis and reported 
effect sizes, and some did not. It is therefore recommended that any future trial 
addresses this methodological weakness in order to improve and determine the 
most effective treatment.

4.3 Risk of bias

All of the included studies employed random allocation to intervention or con-
trol group, although many lacked precise details regarding how this was achieved, 
and the risk of bias remained unclear in several studies.

4.4 Strengths and limitations

The main strength of this systematic review is the focus on brief interventions 
which are feasible to offer as part of a stepped care approach. A limitation is that the 
included studies were screened by only one author (except for risk of bias examina-
tion), increasing the possibility that a study might have been missed.

5. Conclusion

The evidence suggests that brief psychological interventions, more specifically 
time limited BCT based interventions may have small to large effects in reduc-
ing the severity of MUS and associated psychological distress. These findings are 
comparable with other reviews which have assessed the efficacy of higher intensity 
and/or longer term interventions. Given that there is a broad range of symptom 
severity and willingness to engage in psychological treatments among MUS patients 
in primary care, it is reasonable to suggest that a stepped care approach may be 
suitable thereby facilitating a more specialist intervention in chronic cases [73–75]. 
However, there remains a need to provide more robust evidence of cost effective-
ness is relation to mild and moderate cases for which briefer interventions such as 
those evaluated here, tend to be recommended.
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Abstract

In Germany, inpatient therapy for depression mainly takes place in either 
health insurance-financed psychiatric hospitals, or in pension insurance-financed, 
psychotherapy-focused, psychosomatic rehabilitation hospitals. In psychiatric 
hospitals, the diagnosis is made according to the International Classification of 
Diseases (ICD), and therapeutic attempts are made to achieve remission, whereas in 
rehabilitation hospitals, the International Classification of Functioning, Disability 
and Health (ICF) plays an essential diagnostic role. Accordingly, the main German 
pension insurance, Deutsche Rentenversicherung, has developed a rehabilita-
tion therapy standard for depressive disorders. In this chapter, we focus on the 
psychotherapeutic inpatient rehabilitation for patients with depression based on 
an example of a specialized psychotherapeutic hospital. This example illustrates 
how psychotherapeutic inpatient rehabilitation can be tailored to the individual’s 
needs and may include any of the following therapeutic modalities: Cognitive 
Behavior Therapy (CBT), Schema Therapy, Cognitive Behavioral Analysis System 
of Psychotherapy (CBASP), pharmacotherapy, group therapy for comorbid condi-
tions, skills training, psychoeducation, occupational therapy (OT), movement 
therapy, physiotherapy, music therapy, social work, family work, and self-help 
groups. People with depression may benefit from this service model of psychoso-
matic inpatient rehabilitation beyond symptom remission, as it focuses on increas-
ing people’s functional level as well as their quality of life.

Keywords: inpatient therapy, psychosomatic therapy, psychotherapy, depression, 
rehabilitation
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Abstract

In Germany, inpatient therapy for depression mainly takes place in either 
health insurance-financed psychiatric hospitals, or in pension insurance-financed, 
psychotherapy-focused, psychosomatic rehabilitation hospitals. In psychiatric 
hospitals, the diagnosis is made according to the International Classification of 
Diseases (ICD), and therapeutic attempts are made to achieve remission, whereas in 
rehabilitation hospitals, the International Classification of Functioning, Disability 
and Health (ICF) plays an essential diagnostic role. Accordingly, the main German 
pension insurance, Deutsche Rentenversicherung, has developed a rehabilita-
tion therapy standard for depressive disorders. In this chapter, we focus on the 
psychotherapeutic inpatient rehabilitation for patients with depression based on 
an example of a specialized psychotherapeutic hospital. This example illustrates 
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needs and may include any of the following therapeutic modalities: Cognitive 
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of Psychotherapy (CBASP), pharmacotherapy, group therapy for comorbid condi-
tions, skills training, psychoeducation, occupational therapy (OT), movement 
therapy, physiotherapy, music therapy, social work, family work, and self-help 
groups. People with depression may benefit from this service model of psychoso-
matic inpatient rehabilitation beyond symptom remission, as it focuses on increas-
ing people’s functional level as well as their quality of life.
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for all public and private health insurance companies in Germany are not available, 
but comparable reports of individual insurances show similar results.

Compared to other diseases whose number of hospital admissions has remained 
relatively constant over the past few years (e.g., diseases of the circulatory system, 
the musculoskeletal system, and cancer), the incidence of mental illnesses in 
the inpatient care system has steadily increased since 1990. While the number 
of admissions due to somatic diseases has tended to decrease, psychiatric diag-
noses have risen from 175 to 350 days per 1000 insured years since 1990. Among 
these psychiatric diagnoses, substance misuse disorders as well as depressive 
disorders are by far the most frequent ones [3]. The Federal Health Care Report 
(Gesundheitsberichterstattung des Bundes) estimates an increase in the direct 
cost of mental illness from €219 million in 2002 to about €254 million in 2008 [4]. 
Beyond the financial cost, mental illnesses, and specifically depression, are accom-
panied by severe suffering, considerable impairment of work performance, and 
reduced quality of life (QoL) [5].

2. The significance of mental disorders for German pension insurances

In contrast to other health systems such as the public National Health Service 
(NHS) in the United Kingdom, which is funded by the state, health care in 
Germany is mainly funded by either public or private health insurances, as well as 
by pension insurance, taxes, and out-of-pocket co-payments. Public and private 
health insurances as well as pension insurances are financed by contributions from 
both the employer and the employee; a percentage of the employee’s gross income 
is transferred to the individual’s health and pension scheme. Whereas health care 
in general is funded by public or private health care insurances, rehabilitation and 
work reintegration is funded by pension insurances, which also cover the costs of 
treatment in rehabilitation hospitals.

As a result, mental illnesses are placing an increasingly heavy burden on pension 
insurance schemes such as the German Statutory Pension Insurance (Deutschen 
Rentenversicherung; DRV). While only 6.6% of all occupational disability-
related illnesses were of a mental nature in 1982, their incidence rose to 42% by 
2012. Among women, almost half (48.5%) of sickness leave was due to a mental 
disorder [6]. In addition, the average age of retirement in patients with mental 
illness is lower as compared to other diagnostic groups (48.1 vs. 50.4 years) [6]. 
Consequently, fewer social insurance contributions are generated by patients and 
their employers (since they are no longer working), and the duration of pension 
payments increases (since patients retire earlier).

The amount of DRV reimbursement for medical rehabilitation of mental disor-
ders in 2012 was €716 million as reported in their 2016 position paper of the DRV 
on the Significance of Mental Illnesses in Rehabilitation and Disability Reduction 
[7]. Against this background, the DRV has a pressing need to reduce the incapacity 
to work that results from depressive or other psychological disorders.

3. A disease model for the rehabilitative treatment of depressed patients

Acute and long-term treatments of mental illnesses are either directed at 
the assumed causes of a certain disorder or the presenting symptoms. They are 
primarily centered on the clinical picture as a manifestation of the disease or 
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injury and are aimed at treatment response or remission. In the case of disorders 
with a tendency toward chronicity, prevention of episode aggravation or pre-
cipitation of another episode is crucial. The conceptual framework of acute and 
long-term psychiatric disorders is frequently based on a medical disease model 
that corresponds to the classification according to the International Classification 
of Diseases (ICD) of the World Health Organization (WHO) [8]. For example, 
in Germany a patient with a severe third episode of depressive symptoms is seen 
by a psychiatrist in their practice, referred and admitted to a psychiatric hospital, 
diagnosed with recurrent major depressive disorder (ICD-10 code: F33.2) [8], and 
treated by the multidisciplinary team on the psychiatric ward according to the 
German national guidelines for the treatment of unipolar depression [9], which 
advise psychopharmacological treatment with an antidepressant that will con-
tinue after discharge. The costs of admission are incurred by the private or public 
health insurance.

In contrast, medical rehabilitation as practiced in rehabilitation hospitals in 
Germany is based on the biopsychosocial model of functioning, disability and 
health. This model has also been introduced by the WHO [10] in their International 
Classification of Functioning, Disability and Health (ICF) framework. While ICD-
10 gives users an etiological or symptom-based framework for the classification, 
that is, the diagnosis of a disease, disorder, or health condition, the ICF classifies 
functioning and disability as associated with health conditions. The ICD-10 and 
ICF are therefore seen as complementary to one another [10, 11].

In the biopsychosocial model of functioning, disability and health, impairments 
take place on three levels: (1) body structures and functions, (2) activity, and (3) 
participation. Health is seen as embedded in the context of “functioning.” A person 
is therefore “functionally healthy” when:

• Their physical functions including that of the mind and body are of accepted 
standards,

• They can perform all levels of activities that are expected of a person without a 
health problem, and

• They are able to develop their participation in all areas of life that are impor-
tant to them, in the manner and extent that is expected of a person without 
impairment of body structures, functions, or activities (i.e., a level of partici-
pation in all spheres of life).

This model conceptualizes health and disease as a result of the interlocking of 
physiological, psychological, and social processes (see Figure 1). The type and 
extent of functional health of a person are therefore also dependent on the cir-
cumstances or the background of the person’s life. These contextual factors consist 
of personal factors (e.g., age, sex, and lifestyle) and environmental factors (e.g., 
family, residential situation, and work situation). These factors can either exert 
a favorable influence (positive context factors) or have a detrimental influence 
(negative context factors or barriers) on the overall prognosis, recovery, and rein-
tegration into work and society. Figure 2 gives an example of how this model can 
be applied in the case of a patient with a depressive episode. By considering these 
context factors, it is ensured that in addition to any medical diagnoses,  personal 
and/or social conditions, the patients’ experience is part of the  rehabilitative 
 treatment [11].
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4. The goal of rehabilitative treatment of depressed patients

Against the background of the biopsychosocial model of functional health, 
the rehabilitation goals of each of three levels of functioning are specified taking 
into account their respective context factors (Figure 3 exemplifies these goals for 
the patient described in Figure 2). The aim is to remove or reduce the impending 
or already manifest impairments of participation or prevent their exacerbation 
and worsening. The patient is ultimately to be enabled or re-enabled by the 
rehabilitation to spend their life in a way that is normal within their personal life 
context.

Participation in their professional life may be of specific interest, even if their 
job has not been the trigger of a depressive episode. For example, a depressive 
episode following the death of a close relative may require psychosomatic rehabili-
tation, because it may impact on the capacity to work and subsequent disability. 
Therefore, it is in the interest of the cost-bearers such as the pension insurance to 
prevent such depressive disorders at an early stage.

In psychosomatic rehabilitation for depression, the acute psychiatric treat-
ment is usually not yet completed by the time of discharge from hospital. In 
some cases, the rehabilitation hospitals are the first treatment providers and thus 
must provide acute care including psychoeducation, psychopharmacological and 
psychological therapy. Thus, good psychosomatic rehabilitation encompasses 
elements of acute psychiatric treatment in addition to the core rehabilitation 
goals of enhancing the individual’s resources, removing barriers, and improv-
ing the overall performance to compensate for remaining restrictions and 
disabilities.

5. The therapeutic standard for rehabilitation in depressive disorders

In recent years, several national and international clinical guidelines have been 
developed, which provide an optimal, up-to-date therapy or action algorithm as a 
guidance for the practicing physician. In Germany, the national guidelines for the 
treatment of unipolar depression [9] constitute the central systematic summary of 
the current scientific status on the acute treatment and care for people with depres-
sion. In addition to this guideline, the DRV has developed a therapeutic standard 
for rehabilitation (RTS) of depressive disorder [12]. In this standard, the so-called 
“evidence-based therapy modules” (ETMs) derived from rehabilitation research are 
defined. The RTS clarifies the specific therapies that constitute an ETM, as well as 
their duration and frequency. In turn, the therapies provided by the psychosomatic 
rehabilitation hospital are listed, described, and coded in the German Classification 
of Therapeutic Procedures [13].

The documentation of applied therapies according to the KTL system is regu-
larly communicated to the funders, for example, a pension insurance, for each 
patient individually. This can then be used to determine annually to what extent the 
RTS was implemented by the hospital. We will depict the practicalities of rehabili-
tative treatment of depressive illnesses in psychosomatic hospitals by using our 
own hospital, the Psychosomatic Department of the Sachsenklinik Bad Lausick, 
as an example. This will illustrate not only the application of the aforementioned 
guidelines, but also the freedom that exists within this framework to implement 
hospital-specific cognitive-behavioral approaches or novel concepts such as 
schema therapy [14] or Cognitive Behavioral Analysis System of Psychotherapy 
(CBASP) [15].
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6. Example of psychosomatic inpatient treatment for depression

Psychotherapeutic and medical treatment: In the Psychosomatic Department of 
the Sachsenklinik Bad Lausick, a treatment concept is applied that places special 
emphasis on the high quality and density of specific psychotherapeutic interven-
tions. The clinic currently comprises of 100 beds, which are allocated to six wards 
with multidisciplinary teams (MDT). Each MDT is divided into two thematically 
specialized sub-teams. Psychological and medical staff are permanently assigned to 
these sub-teams. Table 1 depicts the structure of the Psychosomatic Department of 
the Sachsenklinik Bad Lausic in more detail. In each sub-team, approximately eight 
to nine patients are assigned and treated by their reference therapists within this 
family-like group. This allows frequent patient-centered contacts with the reference 
therapists. There are, in principle, three disorder-specific group therapies (90 min 
each) as well as at least one individual interview. Thus, the patients are guaranteed a 
total of at least 20 psychotherapeutic contacts with their reference therapist within 
a 5-week stay. Nine of the sub-teams of this department are specialized in treating 
depressive patients. However, there are conceptual differences between the sub-
teams (see below).

For patients with psychiatric comorbidities, disorder-specific group therapies 
are offered, which are applied across all the teams and can thus be attended by those 
patients referred to by their sub-teams. According to cognitive-behavioral treat-
ment principles, manualized group therapies are facilitated for people with anxiety 
disorders, pain disorders, obesity, binge eating disorder, obsessive-compulsive 
disorder, and tinnitus. In addition to these symptom-oriented skills, training is also 
offered according to the Dialectic Behavioral Therapy (DBT) created by Linehan 
[16]. These groups take place once or twice a week and each has a duration of 
90–120 min per week.

In addition to the groups for the treatment of existing mental illnesses, further 
non-disorder-specific group therapy is offered. In these groups, patients are trained 
in general life skills (which are relevant at the ICF level of activities) geared toward 
coping with difficulties and not necessarily related to a specific psychiatric disorder. 
Examples include stress management, enjoyment training, social competences 
training, and imagination groups. In addition, there is a metacognitive training 
(MCT) group based on metacognitive therapy techniques, in which patients learn a 
new way of dealing with rumination or worrying thoughts.

Within this context, two separate groups are offered, which have a special 
working reference within the framework of medical-occupational rehabilitation 
(medizinisch-berufliche rehabilitation). One group, the so-called professional 
competence group, is designed to recognize, solve, and avoid workplace conflicts 
and interpersonal problems, such as bullying. The other group is known as the 
work-related motivation group. In this group, special focus is given to building up 
the systematic motivation necessary to take a proactive position and to (re-)enter 
professional life. Above all, the therapeutic community with other affected people 
can also be used as a resource to reduce the often-present despair or the sometimes-
exaggerated concerns of returning to the workplace. The disorder-specific groups 
each have a timeframe of about 60–120 min per week.

In addition to goal-oriented therapeutic interventions for the reduction of 
unhelpful behavior and symptoms, resource-oriented approaches are also used 
to tap into previously unused potential and abilities of the patient. These well-
prepared, high-quality, therapeutically guided cognitive-behavioral group therapies 
are not simply about psychoeducation or group participant interaction. Instead, in 
these groups, the therapeutic process between the individual participants and the 
therapist can be advanced and expanded, especially after appropriate preparation 
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during individual therapy. Furthermore, these therapies provide opportunities 
to exchange experiences, to learn from other patients as well as the group leader, 
and test new behaviors in a protected environment, guided by the group therapist. 
Group psychotherapy is particularly well suited for the treatment of disorders that 
manifest predominantly in a group context [17, 18]. The experience gained in the 
group, the acquired knowledge, and the acquired abilities can be further strength-
ened in individual therapy. Overall, patients receive an average of 40–50 psycho-
therapy hours during their stay.

Although the main emphasis is on psychotherapy, drug treatment is also an 
important part of the overall treatment. As the name would suggest, in the bio-
psycho-social approach, drug therapy is seen as an equally important treatment 
modality. Based on the latest evidence available, a combination of psychotherapy 
and antidepressant medication seems to be of most benefit for patients with depres-
sive disorders [19], specifically with regard to QoL.

Another treatment modality available to medical professionals is light therapy. 
This treatment has been successfully used in seasonal depression and is scien-
tifically recognized as an effective biological treatment methodology. Given its 
successful application in SAD, light therapy can also be utilized for other types of 
depression, where indications that this type of chronobiologic therapy could be 
beneficial are present [20].

Ultimately, the use of biofeedback is a treatment approach worthy of consider-
ation. Patients could greatly benefit from being trained in this domain as disorder 
symptoms could potentially be reduced via feedback of otherwise unconsciously 
running processes controlled by the autonomic nervous system [21].

Complementary therapies: Occupational therapy (OT) includes classic OT, 
project-oriented OT, and expression-centered OT, within which patients learn 
different creative techniques. Thusly, patient resources and capabilities are redis-
covered or reactivated. Participation in OT is thought to help in building up positive 
activities and lead to further insights that may be important for psychotherapy such 
as realizing one’s own perfectionism.

In addition to this, specific measures of the medical-occupational rehabilitation 
are assessed using standardized tests. These could include workplace and concen-
tration training, stress tests in the artisan or office work area, as well as targeted 
work-related skills tests. Examples of these are the “Diagnostic Instrument to Assess 
Work Skills” (IDA—Instrumentarium zur Diagnostik von Arbeitsfähigkeiten) and 
the “Psychological Traits Profiles for the Integration of Disabled People to Work” 
(MELBA—Psychologische Merkmalsprofile zur Eingliederung Behinderter in 
Arbeit). For patients with office jobs, workplace training is also offered for ergo-
nomic sitting and working.

Art therapy, a predominantly non-linguistic therapeutic method, is a suitable 
open and direct emotional approach, which can be very beneficial to patients who 
have very limited contact with their emotions. In the Psychosomatic Department, 
art therapy is based on the concept of schema therapy.

Physiotherapy and sports therapy offer a wide range of therapeutic measures 
ranging from active sports therapy, to specific individual physiotherapy, to 
interaction-centered groups and, to medical training. The medical-occupational 
rehabilitation model also utilizes body-oriented workplace training along with 
problem-specific function-related physiotherapeutic tests and assessments. 
Furthermore, passive and relieving therapy measures, such as relaxation baths and 
massages, are also used where necessary, especially at the beginning of the thera-
peutic process.

The main relaxation technique, which is taught and practiced in our depart-
ment is Progressive Muscle Relaxation (PMR) as described by Jacobson [22]. 
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Alternatively, the Autogenic Training according to Schultz [23] is used. In addition, 
as a further relaxation measure, mindfulness and body-centered procedures such 
as yoga, TaiChi, QiGong, and specific exercises focusing on body perception are 
offered.

Dietary and nutritional therapy is an integral part of the therapeutic concept 
in patients with comorbid problematic eating behaviors. A dietary consultation is 
offered to all patients who have experienced nutritional or weight-related problems 
such as obesity or binge eating disorder.

Social therapy, which is usually facilitated by a social worker, consists of coun-
seling on various issues relating to social law and participation in working life. 
This may include getting in contact with external institutions such as integration 
services, employment or pension agencies, as well as other appropriate services. 
In addition, social services also provide support with contacting the employer to 
plan a stepwise return to work, or to adjust the work plan or job description so that 
reintegration into the workplace can be as smooth as possible. Additionally, within 
this framework of the medical-occupational rehabilitation approach, social services 
can organize and support external stress tests in either a simulated or the actual 
working environment of the patient.

Special consideration of clinical subtypes of depression: Depressive disorders can 
show a variety of symptom clusters. Thus, it makes sense to have sub-teams that can 
offer more tailored approaches for each of the following specific symptom clusters:

• Chronic forms of affective disorders like dysthymia, chronic depression, and 
double depression.

• Depressive forms with predominant exhaustion and, in some cases, workplace-
related conflict situations, which are often also referred to as “burnout 
syndrome.”

• Depressive disorders after loss and death, which may be similar to the symp-
tom pattern of stress-related disorders or grief disorder.

• Depressive forms complicated by specific personality traits, the so-called 
maladaptive schemata [14].

• Chronic or ever-flaring depressive pictures that can be described as post-
traumatic embitterment [24], where there is a strong correlation between the 
individual’s biography and certain traumatic experiences or failed adaptive 
performance.

In the context of psychosomatic medicine, therapies can be individually tailored 
with the intention of improving their effectiveness and generating a better subjec-
tive understanding among patients. The assumptions and techniques of classic 
cognitive behavioral therapy (especially the development of activities and cognitive 
restructuring) form the basis of these therapies, since CBT has shown the most 
efficacy in these disorders, and its high efficiency and long-term effects are empiri-
cally well documented [25, 26].

Through the systematic development of positive activities, which, in addition 
to leisure activities and enjoyment, can also include duties, work or other tasks, the 
patients are brought back into a more proactive position, thereby reducing “learned 
helplessness” as described by Alloy and Seligman [27]. For many patients, positive 
activities must be discovered or rediscovered and systematically practiced. As part 
of further treatment, the focus is on emotional perception and cognitive acceptance 
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of the positive activities, which can be promoted by additional use of “mindfulness” 
and mindfulness techniques (according to Linehan [16]). Furthermore, a so-called 
“euthymic therapy,” also referred to as genus training, is deemed to be very useful in 
this context [28].

In cognitive therapy, patients are guided toward dealing with negative cogni-
tions in a systematic manner. The depressed and exaggerated negative character 
of the thoughts is examined against reality, and an attempt into modifying these 
thoughts into more helpful ones is made [29–31]. In addition, according to Wells, 
metacognitive therapy can also be used to improve mood and cognitive processes 
[32]. This is deemed to be particularly helpful in patients with constant negative 
thoughts and rumination. In the following paragraphs, we will explain the thera-
peutic focus relevant to each sub-team.

Focus on “Burnout” type: Burnout had originally been characterized by a pro-
nounced physical, mental, and emotional exhaustion due to occupational stress 
and repeated frustration in caring professions. Over the years, the concept has 
expanded to include depressive syndromes, which are closely related to occupa-
tional or private stress [33]. Important therapeutic aims for these patients (treated 
by a specialist sub-team) could be to rediscover the positive aspects that originally 
gave meaning and pleasure to their work, to learn how to deal with frustrations, to 
clarify responsibilities at work, to identify stress-aggravating thoughts, to identify 
resources available to them, and to formulate achievable goals.

Focus on loss, grief, and adjustment processes: Patients whose depressive symptoms 
are related to a loss are allocated to a specific sub-team. This includes patients who 
are bereaved, those who have experienced separation or divorce, loss of home or 
property as well as those who are suffering from a physical illness. For all these 
situations, the common thread is the necessity for fundamental reorientation. 
Typical dysfunctional assumptions must be addressed (e.g., “If I stop mourning, 
it means that it (the loss) did not mean anything to me.” or “The more you have 
loved a person, the longer you mourn”). Thus, patients need guidance to develop 
new and more realistic beliefs that enable them to view their life in a positive light. 
The specialized sub-team endeavors to achieve this by applying wisdom therapy 
[34] and Worden’s Tasks of Mourning [35]. It also considers the role of avoidance 
or excessive work engagement as being a potentially unhealthy and harmful coping 
strategy (according to Rosner et al. [36]).

Focus on personality traits: Recurrent depressive disorders are frequently accom-
panied by unhelpful personality traits or personality disorders, which contribute 
significantly to the maintenance of the depressive disorder and therapy resistance 
[37]. These disturbances are treated in the Department of Psychosomatic Medicine 
using schema therapy developed by Jeffrey Young.

Using the Young Schema Questionnaire (YSQ ) [38], the maladaptive cogni-
tive and emotional schemata of the patient are identified, and personality-related 
problems are communicated to the patient in a transparent and friendly way that 
motivates the patient to cooperate [39]. Changes are achieved by imaginative, 
emotion- or relationship-oriented, or cognitive behavioral therapy [40]. In the 
Psychosomatic Department, weekly group exercises take place in the context of 
imagination exercises, in which the patient’s injurious and traumatizing experiences 
of childhood are re-scripted by the introduction of a protective and helping person 
(in part the therapist, ideally the patient in the “healthy adult mode” themselves).

In addition, during weekly individual and group therapy sessions, specific exer-
cises are employed. Any changes in the experience of the exercise and any accom-
panying behavior change are discussed, and appropriate responses are practiced. 
In this way, common, everyday scenarios are evaluated on memo cards and healthy 
adult behavior patterns are worked out and practiced.
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Focus on chronic depression: Chronic forms of depression like persistent depres-
sive disorder (formerly known as dysthymia), major depressive disorder (MDD), 
and double depression are a challenge to clinicians as these patients often do 
not respond to common psychotherapeutic or pharmacological treatment [41]. 
However, for patients with these presentations, a specialized psychotherapy treat-
ment that shows satisfactory response rates is available. The Cognitive Behavioral 
Analysis System of Psychotherapy (CBASP) developed by McCullough and Negt 
et al. [15, 42] postulate that chronically depressed patients remain at the stage of 
preoperational thinking (according to Piaget) due to their specific learning history 
that took place during their cognitive-emotional development. Thought is therefore 
characterized by a global, pre-linguistic style, a strongly egocentric view, and the 
inability to feel authentic interpersonal empathy [43]. Moreover, their ability to 
regulate their mood is severely restricted; they experience constant depressive 
mood independent of external factors or influence, which they perceive as com-
pletely unchangeable. In the context of CBASP, these patients are guided to develop 
their thinking style from preoperational thinking to formal operational thinking, 
and to establish more appropriate responses to external influences, including the 
therapist. Hence, CBASP is a method used to teach patients how to gradually reach 
the formal operational stage of cognitive thinking and to break the psychic barrier 
between themselves and their environment.

In addition to individual therapy, there are two further core elements of CBASP: 
situational analysis (according to McCullough) as well as a social competence train-
ing specifically tailored to the CBASP model. In situational analysis, real-life occur-
rences on the ward are thought about and analyzed. This is an essential technique 
of CBASP that teaches patients to recognize their own impact on the course and 
quality of their life. The social competence training serves to make patients aware of 
the influence of their behavior on others by means of exercises in the group context, 
and to jointly work out the desirable behavior in role-play situations with the aid of 
video feedback.

7. Conclusion

Taken together, we have outlined how the increasing incidence and prevalence 
of mental disorders, and specifically depressive disorders in Germany, has led to an 
escalating burden on public and private health, and pension insurance.

Consequently, pension insurance companies, such as the German Statutory 
Pension Insurance, are supporting therapy and rehabilitation in psychotherapy-
focused psychosomatic rehabilitation hospitals. We have further explained that in 
these rehabilitation hospitals, the ICF and rehabilitation therapy standards play 
an essential diagnostic and therapeutic role. To explain how medical-occupational 
rehabilitation works in practice, we have used the Psychosomatic Department of 
the Sachsenklinik Bad Lausick as an example to illustrate how patients are treated 
with medical-psychological and complementary therapies by taking their specific 
depressive subtype into account. This article raises further questions about how the 
care and rehabilitation of patients with depression should be financed and com-
missioned, how diagnostic approaches can meet the needs of the patients, whether 
we can distinguish clinical subtypes of depression with certainty, and how much 
evidence we have for the specific therapies currently available.

In principle, there are four main ways to fund treatment for mental health 
problems. Patients can pay privately for their treatment, a public or private health 
insurance covers the cost of treatment, a pension insurance, or pension fund 
sponsor the treatment, or costs are covered by the state. To fund treatment for 
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mental health issues such as depression privately can be difficult or impossible, if 
people are not wealthy, because low income and indebtedness may have already 
been a contributing factor for the development of depression [44], and depression 
might lead to further debts due to medical bill problems [45]. Additionally, one 
has to consider that treatment time for depression might be unforeseeably long, 
especially in the case of a recurring or chronic depressive disorder. Public or private 
health insurances will provide the funding, if they cover mental health. However, 
they are only obligated to cover treatment costs where the patient has a formal 
diagnosis according to the ICD-10 [8] or the DSM-5 [46] and where the treatment 
is proposed according to national guidelines, such as the German national guide-
lines for the treatment of depression (S3-Leitlinie/Nationale VersorgungsLeitlinie 
Unipolare Depression) [9]. Consequently, rehabilitation in which the main aim 
is increasing people’s functional level as well as their quality of life, is usually not 
covered by health insurance. In Germany, this is paid for by pension insurance, if 
approved. Having different insurance providers dealing with different aspects of 
the same disorder can be quite challenging. For clinicians, it is sometimes tricky to 
decide whether the patient needs acute hospital treatment or medical-occupational 
rehabilitation, since treatment approaches often overlap. At first glance, it might 
seem more practical and efficient for the state to fund treatment, as is the case in 
the UK. However, at a closer look one can discern that even in the case of the UK, 
one has to apply for funding to different funding streams within the NHS (e.g., 
NHS England, Clinical Commissioning Groups, etc.). Hence, there does not seem 
to be a funding system to cover mental health costs in place that is generally agreed 
upon. Nevertheless, from the insurer’s, the patients’, and certainly the employers’ 
perspective, a pension insurance-funded rehabilitation makes particularly good 
sense for those with depression who need and want support in order to resume 
working activities.

Accurately diagnosing mental disorders has always been a challenge, hence 
the constant revision of diagnostic entities and criteria; the 5th edition of the 
DSM and the soon to be 11th edition of ICD are a case in point. However, these 
diagnostic classifications base diagnoses mainly on acute symptoms, and less so on 
the level of functioning and QoL. As such, the WHO’s ICF [10] complements the 
ICD, providing a more holistic diagnosis. Thus, the emphasis on ICF by pension 
insurance-financed psychosomatic hospitals for medical-occupational rehabilita-
tion indicates their commitment to a comprehensive assessment of depressed 
patients.

A perhaps more controversial point worthy of discussion is the decision-making 
process by which patients are allocated to certain sub-teams in the Psychosomatic 
Department of the Sachsenklinik Bad Lausick, the case presented. The procedure 
suggests that certain subtypes of depression are assumed: the burnout, the loss 
and grief, the complicated personality, and the chronic subtype. However, there is 
currently no scientific evidence that supports the existence of these subtypes. In 
fact, diagnostic and genetic research has recently come up with two main subtypes 
of depression, an anxious subtype that is characterized by decreased appetite and 
body weight, and insomnia and suicidal ideation, and a metabolic subtype show-
ing increased appetite and weight, low energy, hypersomnia, leaden paralysis, 
and a poor metabolic profile [47–49]. Despite the research evidence for these 
subtypes, they seem to be irrelevant for the purposes of treatment, since there are 
no subtype-specific treatment algorithms available. Another approach would be to 
define subtypes according to treatment response. This approach has been used in 
psychiatry since the development of tricyclic antidepressants, and subtypes were 
suggested according to whether patients responded or not respond to tricyclic 
antidepressant treatment [50]. This strategy seems natural from a practical point of 
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view, and this line of thinking is the basis of how patients are assigned to special-
ized sub-teams who offer a specific psychotherapeutic focus. The question whether 
wisdom therapy [34] and the Worden’s Tasks of Mourning model [35] are the best 
approach for people suffering from bereavement and loss, whether schema therapy 
according to Jeffrey Young [39] is most effective to treat patients with personality 
difficulties, whether CBASP is most efficient in patients with chronic depression, 
and—last but not least—whether inpatient rehabilitation is necessary and superior 
to outpatient rehabilitation and treatment, however, is beyond the scope of this 
article.

In summary, this article provides a review of the literature on rehabilitation for 
depression in psychosomatic hospitals in Germany. It highlights the importance 
of thinking beyond the clinical diagnosis by taking the level of functioning and 
QoL into account during assessment and therapeutic goal setting. It also explains 
the practicalities of medical-occupational inpatient rehabilitation for depression 
by reference to the Psychosomatic Department of the Sachsenklinik Bad Lausick. 
Questions which remain unanswered are how to fund rehabilitation for depressed 
patients in the best way possible, how to define subtypes of depression in order 
to provide an individually tailored therapy for people with depression, and what 
therapies and in what settings they are most effective.

Based on the example of how psychosomatic inpatient rehabilitation for people 
with depression is delivered at the Sachsenklinik Bad Lausick, this article reflected 
on the following principal ideas about psychosomatic and psychiatric diagnoses, 
individually tailored care as well as care provision and funding.

• Disease models can be based on the etiology, the pathophysiology, symptoms 
or symptom clusters, diagnoses, the level of functioning, activities and partici-
pation, and QoL. Thus, in practice, a holistic diagnostic approach should not 
only make use of a disease classification but should also comprise an assess-
ment of functioning, disability, and overall health.

• Therapies should be individually tailored; this can be achieved taking patient 
characteristics, personal and environmental factors, the diagnostic subtype, 
the profile of symptoms and impairments, the availability of therapies, and 
individual preferences of the patients and their therapists into account.

• Psychosomatic medicine aspires to holistic treatment approaches that consider 
a variety of therapeutic modalities such as psychoeducation, psychotherapy, 
pharmacotherapy and other biological therapies, OT, art and music therapy, 
skills training, movement therapy and physiotherapy, social work, family 
work, and self-help.

• Potential sources of funding for psychosomatic treatment include public 
institutions, private assets, and public or private health or pension insurances.
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Chapter 7

Emotional Eating and Obesity
Ignacio Jáuregui-Lobera and Marian Montes-Martínez

Abstract

The first time that terms such as food addiction and addictive eating were men-
tioned was in 1956, in an article by T.G. Randolph. Recently, from a psychosomatic 
point of view, some authors have linked obesity and food addiction. Along with the 
concept of food addiction (derived from the similarities between the consumption 
of certain foods and “substance addictions”), a couple of questions seem to arise: 
What if it’s not just the particular food (the substance) that we are addicted to? 
Could it be that we are addicted to something else that makes us eat it? Thus, the 
concept of eating addiction has its own set of particulars. It brings the attention 
back to the individual and not the external substance (the food or ingredient). The 
focus on confronting the obesity problem should be moved away from the food 
itself (the addictive substance) to the person’s act of eating (the addictive behavior). 
Undoubtedly, there are many links between emotions and overweight/obesity. This 
chapter aims to review the current state of this field of study which is the emotional 
basis of obesity (at least a particular case of obesity and weight-related disorders).

Keywords: food addiction, eating addiction, emotional eating, stress, negative 
emotions, posttraumatic stress disorder, overweight, obesity

1. Introduction

Some time ago, in a wonderful article by Adriaanse et al. [1], a question was 
suggested, “Emotional eating: Eating when emotional or emotional about eating?” 
Due the increasing number of people who are overweight and the increase in the 
worldwide prevalence of obesity over the past decades [2], some etiological factors 
have been proposed. Summarizing, both environmental and personal factors seem 
to be involved. With respect to the first, a “toxic food environment” was mentioned 
by Wadden et al. [3], and other authors have thought that tempting palatable foods 
available everywhere might be a relevant factor to explain the epidemic figures of 
overweight [4]. Along with food, personal factors must be considered. How does a 
person respond individually to food? Are there different possible responses depend-
ing on specific foods? Are there individuals prone to develop food addiction or 
addictive eating?

The first time that terms such as food addiction and addictive eating were 
mentioned was in 1956, in an article by T.G. Randolph [2]. Recently, from a psycho-
somatic point of view, some authors have linked obesity and food addiction [5, 6]. 
Along with the concept of “food addiction” (derived from the similarities between 
the consumption of certain foods and “substance addictions”), a couple of ques-
tions seem to arise: What if it is not just the particular food (the substance) that we 
are addicted to? Could it be that we are addicted to something else that makes us eat 
it? Thus, the concept of eating addiction has its own set of peculiarities. It brings the 
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attention back to the individual and not the external substance (the food or ingredi-
ent). The focus on confronting the obesity problem should be moved away from 
the food itself (the addictive substance) to the person’s act of eating (the addictive 
behavior). Undoubtedly, there are many links between emotions and overweight/
obesity.

It is well known that calorie-restricted diets are clearly ineffective for patients with 
overweight beyond the short term. In the long term, the most amount of weight lost 
is usually regained, with some patients even ending up weighing more than before 
the diet [7–9]. It is usual to think about emotional eating just linked to the abandon 
of restricted diets. Nevertheless, emotional eating may also occur, independently or 
regardless of dieting. Several authors have referred to emotional eating as an outcome 
of poor interoceptive awareness, a confusion of internal states of hunger and satiety 
and physiological symptoms associated with emotions, alexithymia, or poor emotion 
regulation strategies [9, 10]. Emotional eating has also been associated with a reversed 
stress response of the hypothalamic pituitary adrenal (HPA) axis (a blunted instead 
of the typical elevated cortisol response to stress) [11, 12].

2. When does emotional eating appear?

The prevalence of emotional eating in childhood is usually very low. In this 
regard, what tends to occur when food intake is linked to negative emotions/stress 
in children? The usual, natural response is that they tend to lose appetite. Then, in 
the transition from childhood to adulthood, emotional eating emerges in the form 
of overeating. Puberty (with its hormonal changes) would be the base for this phe-
nomenon in adolescence [9]. As we referred, a common explanation for the increase 
in obesity over recent decades is the environment and, in particular, the availability 
of highly varied, palatable, and fattening foods—which have been considered to 
be addictive [13–16]. The point is that many individuals manage to resist these 
temptations and maintain a healthy weight, but others (e.g., overweight and obese 
individuals) have been shown to have preference for energy-dense foods compared 
to healthy-weight people [17–19]. In sum, not all children would become emotional 
eaters during adolescence.

Some research has shown that when food is eaten to satisfy one’s feelings instead 
of satisfying hunger, it might result in emotional eating, which increases the risk of 
obesity. The study of emotional eating is complex because it is influenced by several 
risk factors, and some of these factors have been studied from a psychological point 
of view, such as self-regulation, effects of stress on eating behavior, parenting and 
emotional eating, and parental bonding and coping.

Considering self-regulation, emotional eating, as a learned response, is sug-
gested to be associated with depressive feelings and inadequate parenting in adoles-
cence [20], and it seems that self-regulation plays an important role in this respect. 
Galloway et al. [21] investigated the association between feeding practices used in 
childhood, eating behaviors, and weight status in early adulthood, and they found 
a significant positive correlation between practices based on controlling child feed-
ing, emotional eating, and body mass index among children. Moreover, controlling 
child feeding practices are linked with poorer self-regulation of food intake [22]. 
On the one hand, the probability of eating in the absence of hunger is increased by 
restrictive feeding practices [23]. On the other hand, children’s natural ability to 
self-regulate would be interfered by eating under pressure [24].

Although research shows that children tend to have poorer self-regulation 
because of immaturity of the brain [25], proper parenting such as being a positive 
role model [26] is a crucial factor to consider a successful self-regulation.
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The effects of stress on eating behavior might be summarized, highlighting 
that the response to stressful circumstances is usually loss of appetite. Therefore, 
emotional eating would be an atypical response to this factor [27]. Besides, it can 
influence preference for sweet and fatty foods, among other unhealthy foods [11]. 
Studies have found that stressful circumstances such as examinations or times of 
high workloads are associated with greater energy and fat intake [28], so that emo-
tion regulation through eating is experienced in a student population during stress 
under real life conditions with distraction as a possible mediating mechanism [29].

Other fields of study are the parenting styles and their influence on eating. In this 
regard, studies have found that authoritative parenting style is associated with higher 
levels of emotional eating in children and adolescents [30] as well as less maternal sup-
port, more maternal psychological control, and less maternal behavioral control [31], 
which is, on the other hand, associated with alexithymia [32]. Emotional awareness 
among obese children has been associated with other parenting styles such as over-
protection and, in turn, emotional awareness with emotional eating [33]. In addition, 
the ability to cope with challenging situations, which determines children’s well-being 
and success in college, seems to be positively associated with parental bonding [34]. 
Besides, the use of problem solving, active distraction, social-support seeking, and less 
passive resignation of failure has been linked with maternal bonding [35].

3. Food addiction, eating addiction, and emotional eating

If we focus on specific foods, the person’s act of eating, and emotions linked 
to eating, it seems that two aspects of self-regulatory failure that are particularly 
pertinent in both substance use and overeating are impulsivity and reward sensitiv-
ity [36–38]. With respect to impulsivity (a multifaceted construct, it can be defined 
broadly as “the tendency to think and act without sufficient forethought, which 
often results in behavior that is discordant with one’s long-term goals”) [39], it has 
been implicated in overeating and obesity [40–43]. Regarding reward sensitivity, a 
heightened general sensitivity to reward has also been linked to overeating [44–46]. 
Nevertheless, the causal direction between reward sensitivity and overeating 
remains uncertain. On the one hand, increasing reward sensitivity may lead to over-
eating by increasing motivation toward pleasurable activities, such as consuming 
energy-dense foods that elicit dopamine and opioid activation. On the other hand, 
decreased reward sensitivity may cause individuals to seek out rewarding activities 
as a form of “self-medication” in order to boost dopamine functioning (i.e., addic-
tive behavior would be the result of a “reward deficiency syndrome”) [47, 48].

It seems that we face two possibilities: (a) an increased reward sensitivity might 
lead to overeating (which will produce an activation of dopamine and opioids) via 
increased motivation to obtain gratification; and (b) a decreased reward sensitiv-
ity might push individuals to seek “something” capable to stimulate dopamine 
functioning. Burger and Stice have proposed several theories about the way these 
two causal directions would combine to explain obesity [49]. Thus, high sensitiv-
ity to reward might initially cause individuals to over-consume palatable foods. 
Nevertheless, this sensitivity would be modified over time as the brain’s reward 
system adapts and shows divergent changes in food motivation (“wanting”) versus 
hedonic pleasure (“liking”). The point is that with repeated exposures to palatable 
foods, the hedonic pleasure derived from the ingestion would decrease due to neural 
habituation, while the anticipation of reward would increase. As a result, the indi-
vidual is experiencing less pleasure from the food (“liking”), but simultaneously 
he/she experiences an increased desire (“wanting”) for the food, driving further 
food seeking and consumption [50–55].
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Impulsivity, reward sensitivity, and the experience of intense craving (the 
intense desire to consume a specific food) [56, 57] would be the three facets of food 
addiction in the field of overeating, overweight, and obesity. Chocolate, carbohy-
drates, and salty snack are the most commonly craved foods [58–62]. Studies on 
cue-reactivity research have repeatedly shown similarities between drug and food 
craving. In both cases craving is more likely to occur in the presence of substance-
related stimuli. Thus, substance cues or food cues tend to increase the craving [63].

4.  Between personal risk factors and overweight/obesity: emotional 
eating as mediator?

One might emphasize dispositional factors (biological or psychological), which 
would lead to overweight or obesity, or focus the attention on food properties (to some 
extent “addictive”) or the mere fact of eating (eating behavior, eating addiction). 
Alternatively, the mediation of emotions might be considered (emotional eating).

The tendency to eat in response to negative emotions or stress is an atypi-
cal stress response, as the typical stress response consists of not eating because 
the physiological stress reactions mimic the internal sensations associated with 
feeding-induced satiety [27] (see for empirical support [64]). Emotional eating, 
as “disinhibitor,” requires prior inhibition (i.e., restraint) by definition. However, 
it has not yet been resolved whether restraint eating is a cause of the consequence 
of emotional eating [65, 66], and this may also differ in various subgroups [67]. 
Nevertheless, as it was mentioned above, emotional eating may also occur, indepen-
dently of food restrictions. We noted that emotional eating tends to co-occur with 
external eating (i.e., overeating in response to food-related cues such as the sight 
and smell of attractive food) [68]. In addition, Slochower [69] reported that nega-
tive emotions and food cues were shown to operate conjointly to elicit overeating in 
female students with obesity—the participants only overate in the high anxiety-high 
food salience condition, but not when the anxiety and/or the food salience was low.

With respect to “negative emotions,” feeling depressed is normally associated 
with loss of appetite and subsequent weight loss. There exists, however, a subtype 
of depression that is characterized by the atypical features of increased appetite 
and subsequent weight gain [70]. Emotional eating has been considered a marker of 
this depression subtype [71] because it shares with this subtype the atypical feature 
of increased appetite in response to distress such as feelings of depression (for 
support, see [72]). In various cross-sectional studies, emotional eating was indeed 
found to act as a mediator between depression and obesity [73–76].

Generally speaking, life adverse experiences are defined as all kinds of traumatic 
experiences occurring in childhood, adolescence, and adulthood, which include 
emotional abuse, physical abuse, sexual abuse, sexual harassment, rape, bullying 
by peers, witnessing domestic violence, and serious accidents that threatened the 
lives of subjects. As an example of traumatic experiences, abuse-related PTSD 
symptoms are associated with hyperactivation of HPA axis and with subsequent 
increases in peripheral cortisol, which in turn have been linked to accumulation of 
fat in adipose tissues and, consequently, an increase in abdominal obesity [77, 78]. 
In line with these findings, the hyperactivation of HPA axis with an exaggerated 
cortisol response to stress has been observed in obese patients [79] and was also put 
in relation with stress-induced eating [80], with night eating syndrome (NES) [81] 
and with waist adiposity in binge eating disorder (BED) patients [82].

Stress, depression, life adverse experiences, abuse-related PTSD, etc. might be 
potential risk factors for obesity via emotional eating. Some studies have focused 
their interest on the relationship between trauma, dissociation, and binge eating 
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disorder. Generally, it is concluded that dissociation may play an important medi-
ating role between the presence of early trauma and the development of eating 
disorders (e.g., [83]). In this regard, it has been hypothesized that when negative 
emotional states are activated, a shift toward lower levels of cognition and self-
awareness is initiated, which involves cognitive processes similar to dissociation. 
This mechanism tends to remove the inhibitions, thereby facilitating the start of 
binge eating or overeating, both in clinical (e.g., [84]) and in nonclinical subjects 
[85]. Several studies seem to support the hypothesis that dissociation may have a 
mediating role in the abuse and binge eating link [86, 87].

Along with dissociation, other authors have proposed some specific psychologi-
cal variables that function as mediators in the relationship between childhood 
abuse, obesity, and bingeing, such as depression [88], trait anger [89], and per-
ceived stress [90]. With respect to depression, Moyer et al. [88] even suggested 
that depression may be the only significant variable in the link between childhood 
abuse and adult obesity. Depression has been consistently associated with obesity 
and central obesity [91]. Once again, a possible way to interpret the link between 
childhood abuse, depression, and obesity is emotional eating. Regarding trait anger, 
(a) it seems to be related to the increase of visceral adipose tissue [92]; and (b) it is 
associated with emotional eating [93].

Considering adverse experiences, the following ideas seem to be relevant:

• Subjects with adverse childhood experiences have a higher risk of developing 
maladaptive coping strategies, including stress-induced emotional eating [94].

• Perceived stress may explain the link between child abuse and the development 
of obesity in adulthood [90].

• Activation of the stress response can lead to emotional dysregulation that has 
been associated with increased appetite, a preference for foods high in sugar 
and fat [11, 95–97], fat visceral accumulation, and obesity in adults [97–99] 
and adolescents [98, 99].

• Some authors have reported that overweight subjects tend to gain weight when 
stressed [11] and that obese individuals increase their food intake after having 
experienced negative emotions and perceived stress [100, 101].

• Laboratory studies have demonstrated that acute physical or emotional distress 
was followed by high cortisol reactivity, which induces increased intake of 
“comfort” foods [102–104].

• Stress-related adaptation involves the concept of allostasis, which is the ability 
to achieve the physiological balance through the change of the internal envi-
ronment [96, 105, 106].

• Conditions of repeated or incontrollable chronic stress are followed by higher 
cortisol response and tend to activate a state of allostatic load, resulting in neu-
ral and emotional dysregulation, which contribute to maladaptive behaviors 
such as repeated consumption of high caloric food [96], lack of control over 
eating, and binge eating [82, 107, 108].

Overall these abovementioned results suggest that psychophysiological 
responses to stress may influence subsequently eating behavior and hence may also 
mediate between the trauma and eating disorder link.
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lives of subjects. As an example of traumatic experiences, abuse-related PTSD 
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mediate between the trauma and eating disorder link.
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5.  Posttraumatic stress disorder (PTSD): a psychosomatic paradigm of 
emotional eating?

It is well known that PTSD is usually associated with significantly higher rates 
of substance use disorders, other comorbid psychiatric disorders, and a variety of 
self-destructive and impulsive behaviors, including suicide [109–111]. It has been 
suggested that the ingestion, and especially over-ingestion, of fatty or sugary energy 
sources may be just another strategy that traumatized individuals use to numb 
themselves from their unpleasant feeling states and memories [112]. Thus, certain 
foods might act just like other substances that alter brain chemistry and, hence, 
consciousness. As we mentioned above, Randolph first described the phenomenon 
of food addiction and linked it with addictive drinking in 1956 [2]. Since then, the 
notion that certain foods can act like other addicting substances in the brain (despite 
having other peripheral metabolic effects that substances of abuse do not necessar-
ily have) has been accepted. In fact, food intake and drug use both cause dopamine 
release in parts of the brain that mediate pleasure and emotion. The degree of 
subjective reward or experience of pleasure is clearly linked with the amount of 
dopamine release. Comparing similarities between action of certain foods and other 
substances of abuse, it must be noted that (a) food can stimulate the opiate system 
and there are similarities in use and withdrawal patterns of sugar and of classic 
drugs of abuse; (b) similar patterns of brain activation occur in response to food and 
drug cues; and (c) people may gain weight when they stop smoking or drinking.

It has been proposed that certain foods can be addicting to certain people, espe-
cially traumatized people. Part of the people exposed to alcohol, nicotine, drugs 
of abuse, etc. are prone to be attracted for these substances/behaviors, and finally 
they are at high risk to develop addictions. The point is how can we determine if 
someone will go on to develop an addiction to food or to any substance or behavior? 
From a genetic perspective, it has been proven that people with reduced dopamine 
type 2 receptor availability have a predisposition toward obesity and substance 
dependence. Other risk factors are environmental. In this regard, a history of 
psycho-trauma would be an example and leads to the self-medication hypothesis 
of PTSD. This way, victims of interpersonal violence may select highly palatable 
foods containing high concentrations of sugar, fat, salt, or caffeine, sometimes to 
the point of addiction, in an attempt to dampen arousal and facilitate numbing and 
avoidance specific symptoms to PTSD [112].

Hirth et al. [113] observed an association between PTSD symptoms and drink-
ing more than one serving of soda per day as well as consumption of fast food 
more often. The participants of this study may have eaten more fast food to reduce 

Figure 1. 
Negative emotions, emotional eating, and weight gain.
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trauma-induced PTSD symptoms, using that food as self-medication. Both fast food 
consumption and sugary soda consumption are usually associated with weight gain. 
PTSD symptoms may initiate a process of overindulging in unhealthy food and 
beverages in an attempt to compensate for the way trauma-induced memories make 
trauma victims feel. Through this process overeating behavior would lead to over-
weight/obesity. The problem would get worse when patients with PTSD symptoms 
try to reduce the effects of bingeing with unhealthy dieting behaviors and possibly 
develop eating pathology, consistent with the model of Stice and Shaw [114]. The 
results reported by Hirth et al. are consistent with theories that unhealthy dieting 
behaviors, such as vomiting and laxative abuse, are linked to PTSD [115, 116]. In 
sum, PTSD symptoms are associated with specific food and drink choices, and 
PTSD symptoms are also associated with unhealthy eating behaviors, which would 
be the gate to develop overweight/obesity and eating disorders. Figure 1 tries to 
summarize the model which links negative emotions with weight gain.

6. Conclusions

In accordance with our review, we found that in spite of the fact that there are 
many risk factors involved in the increase in prevalence of obesity all around the 
world over the past few years, from those related to environmental and personal 
factors, particularly emotional eating plays a crucial and complex role in it. In 
the meantime, emotional eating is as well influenced by several risk factors: from 
social and physical environment to genetics, psychology, and food preferences. In 
addition, concepts such as food addiction and addictive eating were profoundly 
analyzed in order to explain the person’s behavior toward food, and we concluded 
that there are many links between emotions and overweight/obesity. From our 
exploration we concluded that the epidemic of overweight and obesity is not only a 
matter of palatable and addictive foods available everywhere but also the individual 
responses to food.

Undoubtedly, we explored that emotional eating emerges in response to nega-
tive emotions, but it was also important to examine how self-regulation, effects of 
stress, parenting, and parental bonding and coping would have an effect on the act 
of eating and subsequently on emotional eating and its correlation with the body 
mass index. Although it is well known that the typical response of stress on eat-
ing behavior is usually loss of appetite, we found that stressful circumstances are 
associated with greater energy and fat intake.

Considering the field of study focused on overeating, it was seen that impulsiv-
ity, reward sensitivity, and the experience of intense craving result from self-regula-
tion failures regarding both substance use and overeating. Nevertheless, some more 
research is needed in order to prove the causal direction between reward sensitivity 
and overeating.

Another important factor to consider in order to self-regulate successfully 
among children is the proper parenting styles, which would influence positively 
on eating behavior. Authoritative parenting style, less maternal support, the lack 
of parental bond, and overprotection would disrupt the well-being of children and 
the ability to cope with challenging situations. Subsequently, these factors would 
interfere with their attitudes toward the act of eating.

On the other hand, regarding negative emotions and feeling depressed, it is 
known that they are associated with loss of appetite and, as a result, weight loss. 
However, research showed that emotional eating would act as a mediator for a 
specific subtype of depression and it would have just the opposite effect on eating 
behavior, increasing weight as a result. In this regard, life adverse experiences, 
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summarize the model which links negative emotions with weight gain.
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the meantime, emotional eating is as well influenced by several risk factors: from 
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analyzed in order to explain the person’s behavior toward food, and we concluded 
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known that they are associated with loss of appetite and, as a result, weight loss. 
However, research showed that emotional eating would act as a mediator for a 
specific subtype of depression and it would have just the opposite effect on eating 
behavior, increasing weight as a result. In this regard, life adverse experiences, 



Psychosomatic Medicine

148

childhood trauma, and abuse-related PTSD, among other traumatic and stressful 
situations, were associated with dissociation, which plays an important role in 
the development of eating disorders, emotional eating, and obesity. In the field of 
over-ingestion of specific kinds of foods, such as sugary and fatty sources, these 
foods were proposed to be addicting to traumatized people. The genetic hypothesis 
proved the link between reduced dopamine type 2 receptor availability and the 
predisposition toward obesity and substance dependence. On the other hand, the 
PTSD hypothesis showed the over-ingestion of palatable foods in traumatized 
people derives from an attempt to lessen arousal and to avoid specific symptoms 
derived from PTSD, that is, emotional eating as self-medication.

In conclusion, in order to face the obesity problem, the addictive behavior 
should be the focus of research and treatment and not the addictive substance as 
traditionally has been considered.
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Post-Traumatic Stress Disorder in 
Children and Adolescents: Some 
Recent Research Findings
Yuanyuan Li, Ya Zhou, Xiaoyan Chen, Fang Fan, 
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Abstract

Childhood trauma can have a profound effect on development, with a lifelong 
impact on physical growth, psychological development, and mental health. This 
chapter provides a framework for adolescent health professionals to understand 
the impacts of traumatic stress on children and adolescents. This chapter mainly 
takes the Wenchuan Earthquake studies in China as an example, and reviews recent 
research findings on epidemiological characteristics of PTSD and related mental 
disorders, as well as on possible influencing factors and mechanisms for post-
traumatic adaptation in children and adolescents. Important intervention strategies 
for PTSD in children and adolescents are introduced. Prospects for future research 
are also discussed.

Keywords: PTSD, comorbidity, post-traumatic adaptation, protective and risk 
factors, treatments, children, adolescents

1. Introduction

Exposure to potentially traumatic events such as hostilities of school shootings, 
terrorist attacks, threats of war, destruction of public property, suicide bombings, 
and natural disasters is highly frequent among young people across the world. 
Many children appear to be confronted with one or more potentially traumatic 
events while growing up. As children and adolescents have limited coping strategies 
and are less capable of effectively protecting themselves, they are more vulnerable 
to traumatic disaster than adults. It was reported that, in the immediate aftermath 
of such events, a high percentage of children will experience symptoms of Post-
traumatic Stress Disorder (PTSD) with approximately 20–30% going on to develop 
the full disorder in the first 6 months [1]. However, due to the special stage of their 
physical and mental development, unique features of pediatric PTSD have less 
been studied. Fortunately, there is growing recognition of the fact that traumatic 
events can have severe and lasting impacts on children, and clinicians are becoming 
increasingly sensitive to the psychological needs of young survivors of traumatic 
events.

Depending upon the developmental stage and level of cognitive and emotional 
maturity, the symptomatology of PTSD in children are expected to be different 
from that in adults [2]. Prevalence and symptomatology of PTSD also vary greatly 
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among children and adolescents depending upon the traumatic event itself, the 
severity and duration of exposure, and the child’s demographic variables such as 
gender, age, and ethnicity. For example, rates of PTSD diagnosis are higher among 
girls, middle school children, and Hispanics [3–5]. Interpersonal traumas, such 
as sexual and physical assaults, are more likely to result in PTSD than exposure to 
natural or technological disasters [2, 6]. In addition, numerous psychological, fam-
ily, and social factors such as parental mental status and, prolonged life disruption 
could also affect children and adolescents’ post-trauma adaptation and recovery 
[7, 8]. Currently, PTSD is increasingly viewed as a potentially serious disorder in 
children and adolescents, because of not only the intense suffering it wreaks on 
young people, but also its adverse effects on biological, psychological, and social 
development [9]. Left untreated, PTSD can persist for years, increase the children’s 
risk of developing other disorders, and impair their psychosocial functioning in 
future life [10].

In this chapter, we will take the Wenchuan Earthquake studies in China as 
an example to introduce current research results of PTSD and related mental 
disorders, their influencing factors and mechanisms, and intervention strategies 
in adolescents. The Wenchuan Earthquake is an 8.0-magnitude earthquake that 
struck Wenchuan County in China’s south-western Sichuan Province on May 
12, 2008. This massive disaster left 69,197 people dead, 374,176 injured, 18,222 
listed as missing, and at least 4.8 million people were rendered homeless in the 
earthquake affected areas. Moreover, a number of subsequent earthquakes have 
ravaged south-western China during the years after the Wenchuan Earthquake. 
Since this earthquake, researchers in China have conducted a series of studies to 
examine the impacts of earthquake exposure on mental health development among 
Chinese children and adolescents. For example, Fan and his colleagues established 
the Wenchuan Earthquake Adolescents Health Cohort (WEAHC) [11], which is a 
6-wave longitudinal study across 10 years in a cohort of 2250 adolescents exposed 
to this disaster. The WEAHC project examined longitudinal epidemiological 
characteristics of various disaster-related mental health disorders (i.e., PTSD, 
depression, anxiety, sleep disturbances, etc.), and collected psychological, familial, 
and genetic data with the aim of exploring potential etiologies of these disorders. 
In addition to the WEAHC project, other research teams have also conducted 
longitudinal investigations of child and adolescent earthquake survivors in China 
since 2008. All these studies have offered novel insights into the epidemiology, 
symptomology, related risk and proactive factors, and preventive and intervening 
measures for PTSD and comorbid disorders in Chinese children and adolescents. In 
this chapter, we will introduce important findings from the WEAHC study as well 
as these other studies.

Specific issues of this chapter are as follows: (1) assessment of post-traumatic 
stress disorder in children and adolescents; (2) epidemiological characteristics 
of PTSD among children and adolescents; (3) possible mechanisms for PTSD in 
children and adolescents; (4) post-traumatic growth; (5) psychological and phar-
macological treatments for children and adolescents with PTSD.

2.  Assessment of post-traumatic stress disorder in children and 
adolescents

There is consensus that core symptoms for the diagnosis of PTSD in children 
over the age of 7 years are almost similar to those used for adults. However, 
below this age (particularly below the age of 5 years), there is less agreement on 
the criteria for diagnosis. Nevertheless, trauma-affected symptoms in younger 
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children are gradually being identified, such as regression to immature behaviors 
(becoming more anxious and clingy, and having difficulty settling to sleep), 
aggression (becoming irritable, having temper tantrums, or displaying destructive 
behavior), repetitive reenactment in play or drawings, and nightmares may occur 
less frequently [12]. We also need to be able to identify children and adolescents 
symptomatology as it relates to their functioning in different contexts.

Children may not report their psychological reactions to the trauma unless they 
are specifically asked about aspects of trauma [13]. Due to cognitive immaturity, 
children may not be given the opportunities to talk about the event. Even having 
the opportunity, limited cognitive and expressive language skills of children may 
make it difficult to infer their thoughts and feelings smoothly. However, since 
parents and teachers have often been shown to be poor reporters of symptoms in 
children [2], directly asking the children about their symptoms is almost always 
required.

To date, more evaluation tools have been developed to evaluate the reactions and 
symptoms of children and adolescents exposed to traumatic events. The evaluation 
tools can be roughly divided into two categories: subjective instruments and (semi-)
structured interview tools.

2.1 Subjective instruments

Self-rating or other-rating (usually reported by parents or caregivers) scales are 
considered as effective tools for screening PTSD in children and adolescents, which 
can reflect the current stress response of the patient to a certain extent, and are 
convenient for large-scale use in the trauma-exposed population.

2.1.1 Impact of Event Scale-Revised, IES-R

The Impact of Event Scale-Revised (IES-R) is a self-report measure of current 
subjective distress in response to a specific traumatic event [14]. Although originally 
developed for adults, this scale is useful to monitor post-traumatic stress symptoms 
as well as to track progress with interventions among individuals over the age of 
7 years [15].

IES-R is a revised version of the Impact of Event Scale [16], which consists 
of 22-item, with 3 core symptom clusters of PTSD: intrusion (8 items related to 
intrusive thoughts, nightmares, intrusive feelings, and imagery associated with the 
traumatic event), avoidance (8 items related to avoidance of feelings, situations, 
and ideas), and hyperarousal (6 items related to difficulty concentrating, anger 
and irritability, psychophysiological arousal upon exposure to reminders and 
hypervigilance). IES-R requests subjects to report on the degree of distress rather 
than the frequency of the symptoms and takes approximately 10 min to complete 
and score with no special training required to administer the questionnaire. It also 
showed good reliability, validity, and sensitivity to change.

2.1.2 The Children’s Revised Impact of Event Scale, CRIES-13

The Children’s Revised Impact of Event Scale (CRIES-13) with good reliability 
and validity as well as a stable factors structure, is a brief child-friendly measure 
designed to screen children at risk for PTSD. It has been used to screen a large num-
ber of at-risk-children following multiple types of traumatic events [17]. According 
to the DSM criteria with 17 PTSD symptoms across three symptom clusters, CRIES 
revealed a three-factor solution corresponding to the intrusion (4 items), avoid-
ance (4 items), and arousal (5 items) subscales. Higher scores reflect children’s 
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girls, middle school children, and Hispanics [3–5]. Interpersonal traumas, such 
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young people, but also its adverse effects on biological, psychological, and social 
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risk of developing other disorders, and impair their psychosocial functioning in 
future life [10].

In this chapter, we will take the Wenchuan Earthquake studies in China as 
an example to introduce current research results of PTSD and related mental 
disorders, their influencing factors and mechanisms, and intervention strategies 
in adolescents. The Wenchuan Earthquake is an 8.0-magnitude earthquake that 
struck Wenchuan County in China’s south-western Sichuan Province on May 
12, 2008. This massive disaster left 69,197 people dead, 374,176 injured, 18,222 
listed as missing, and at least 4.8 million people were rendered homeless in the 
earthquake affected areas. Moreover, a number of subsequent earthquakes have 
ravaged south-western China during the years after the Wenchuan Earthquake. 
Since this earthquake, researchers in China have conducted a series of studies to 
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since 2008. All these studies have offered novel insights into the epidemiology, 
symptomology, related risk and proactive factors, and preventive and intervening 
measures for PTSD and comorbid disorders in Chinese children and adolescents. In 
this chapter, we will introduce important findings from the WEAHC study as well 
as these other studies.

Specific issues of this chapter are as follows: (1) assessment of post-traumatic 
stress disorder in children and adolescents; (2) epidemiological characteristics 
of PTSD among children and adolescents; (3) possible mechanisms for PTSD in 
children and adolescents; (4) post-traumatic growth; (5) psychological and phar-
macological treatments for children and adolescents with PTSD.

2.  Assessment of post-traumatic stress disorder in children and 
adolescents

There is consensus that core symptoms for the diagnosis of PTSD in children 
over the age of 7 years are almost similar to those used for adults. However, 
below this age (particularly below the age of 5 years), there is less agreement on 
the criteria for diagnosis. Nevertheless, trauma-affected symptoms in younger 
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children are gradually being identified, such as regression to immature behaviors 
(becoming more anxious and clingy, and having difficulty settling to sleep), 
aggression (becoming irritable, having temper tantrums, or displaying destructive 
behavior), repetitive reenactment in play or drawings, and nightmares may occur 
less frequently [12]. We also need to be able to identify children and adolescents 
symptomatology as it relates to their functioning in different contexts.

Children may not report their psychological reactions to the trauma unless they 
are specifically asked about aspects of trauma [13]. Due to cognitive immaturity, 
children may not be given the opportunities to talk about the event. Even having 
the opportunity, limited cognitive and expressive language skills of children may 
make it difficult to infer their thoughts and feelings smoothly. However, since 
parents and teachers have often been shown to be poor reporters of symptoms in 
children [2], directly asking the children about their symptoms is almost always 
required.

To date, more evaluation tools have been developed to evaluate the reactions and 
symptoms of children and adolescents exposed to traumatic events. The evaluation 
tools can be roughly divided into two categories: subjective instruments and (semi-)
structured interview tools.

2.1 Subjective instruments

Self-rating or other-rating (usually reported by parents or caregivers) scales are 
considered as effective tools for screening PTSD in children and adolescents, which 
can reflect the current stress response of the patient to a certain extent, and are 
convenient for large-scale use in the trauma-exposed population.

2.1.1 Impact of Event Scale-Revised, IES-R

The Impact of Event Scale-Revised (IES-R) is a self-report measure of current 
subjective distress in response to a specific traumatic event [14]. Although originally 
developed for adults, this scale is useful to monitor post-traumatic stress symptoms 
as well as to track progress with interventions among individuals over the age of 
7 years [15].

IES-R is a revised version of the Impact of Event Scale [16], which consists 
of 22-item, with 3 core symptom clusters of PTSD: intrusion (8 items related to 
intrusive thoughts, nightmares, intrusive feelings, and imagery associated with the 
traumatic event), avoidance (8 items related to avoidance of feelings, situations, 
and ideas), and hyperarousal (6 items related to difficulty concentrating, anger 
and irritability, psychophysiological arousal upon exposure to reminders and 
hypervigilance). IES-R requests subjects to report on the degree of distress rather 
than the frequency of the symptoms and takes approximately 10 min to complete 
and score with no special training required to administer the questionnaire. It also 
showed good reliability, validity, and sensitivity to change.

2.1.2 The Children’s Revised Impact of Event Scale, CRIES-13

The Children’s Revised Impact of Event Scale (CRIES-13) with good reliability 
and validity as well as a stable factors structure, is a brief child-friendly measure 
designed to screen children at risk for PTSD. It has been used to screen a large num-
ber of at-risk-children following multiple types of traumatic events [17]. According 
to the DSM criteria with 17 PTSD symptoms across three symptom clusters, CRIES 
revealed a three-factor solution corresponding to the intrusion (4 items), avoid-
ance (4 items), and arousal (5 items) subscales. Higher scores reflect children’s 
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higher risk with PTSD. According to Smith et al. [18], the scores were related to the 
children’s level of traumatic exposure, anxiety, and depression, as well as distress 
reported from mothers and teachers.

2.1.3 Child PTSD Symptom Scale, CPSS

The Child PTSD Symptom Scale [19] is a self-report measure of PTSD severity 
among 8–18 years old children, which is in accordance with the diagnostic criteria 
in the Diagnostic and Statistical Manual of Mental Disorders (DSM–IV 4th ed. 
[20]). It seems well understood by children and is relatively quick for them to 
administer. The CPSS indexes the frequency of the 17 PTSD symptoms (DSM–IV), 
with each item rated on a 4-point Likert-type scale (0 = not at all, 1 = once a week or 
less, 2 = 2–4 times a week, 3 = 5 or more times per week). The impact of symptoms 
on daily function is also measured with seven dichotomously scored items that 
include aspects such as schoolwork and relationship with one’s family [21].

The CPSS can be used as a continuous measure of symptom severity (ranging 
from 0 to 51), and a cutoff of 11 or above was found to have sensitivity of 95% and 
specificity of 96% [21]. Foa et al. [19] also reported that the 17 symptom items 
could be scored dichotomously to generate a DSM–IV consistent diagnosis of PTSD.

2.1.4  The UCLA PTSD Reaction Index for DSM-IV, revision 1 (UCLA 
CPTSD-RꞮ)

In 1985, the UCLA PTSD Reaction Index, a screening questionnaire based on 
DSM diagnostic criteria to assess post-traumatic stress reactions among children 
and adolescents was developed by UCLA Trauma Psychiatry Program.

The UCLA PTSD-RI is a self-report instrument showing satisfactory reliability 
and validity [22–24], which has been used widely around the world for the 
measurement of childhood PTSD [25]. The 33-item scale contains two parts: (1) 
a section with 13 questions (scored dichotomously) that aligned with DSM-IV 
criterion A (the objective and subjective experiences and memories of the traumatic 
event); (2) a section with 20 questions map directly onto the DSM-IV criterion 
B (intrusion), criterion C (sense of “numbness” and avoidance), and criterion D 
(arousal) for PTSD, with each item scored from 0 (never or rarely) to 4 (most or all 
of the time).

2.2 Structured and semi-structured diagnostic interview schedules

These interview tools have strict implementation procedures, and must be used 
by professionals or strictly trained surveyors to objectively evaluate the subject’s 
symptoms. Because these tools provide greater diagnostic reliability, they have 
become major assets in assessing treatment efficacy, epidemiological patterns 
of psychopathology, and the continuity and validity of psychiatric syndromes 
appearing in children and adolescents [26]. The contents of most of these interview 
schedules are generally symptom-based, but differ in format.

2.2.1  The schedule for affective disorders and schizophrenia for school-age children-
present and lifetime version, K-SADS-PL

K-SADS-PL is a semi-structured diagnostic interview schedule used by a child 
and adolescent psychiatry specialists to ascertain both lifetime and current status 
of mental illness in children and adolescents, which is DSM-IV compatible. It is 
formatted to interview both parents and children. Score sheet margin notations 
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are required if the worst current episode symptoms have resolved. This later 
information is needed to determine whether diagnostic criteria are still met for the 
disorder. Therefore, symptoms rated in the current episode may not be those that 
the child is experiencing at the time of the interview [26].

2.2.2  Mini international neuropsychiatric interview for children and adolescents, 
MINI-KID

MINI-KID is a structured clinical diagnostic interview designed to assess the 
presence of psychiatric disorders according to ICD-10 and DSM-IV criteria in 
children and adolescents aged 6–17 years without mental retardation. It is a brief 
but valid and reliable diagnostic instrument that can be used in clinical settings in 
psychiatry [27]. MINI-KID can be easily conducted by a trained surveyor, which 
allows it easy to be used in large-scale epidemiological investigations. MINI has 
been translated into over 40 different languages and validity and reliability have 
been reported over 7 different languages [27].

When selecting the appropriate evaluation tool and formulating an evaluation 
plan, the surveyors need to consider factors based on their own knowledge 
background, the familiarity of the tools and the objective conditions. The surveyors 
should first consider the purpose and object of the assessment. For example, 
a simple and reliable self-report questionnaire is more appropriate to use in 
large-scale epidemiological surveys, while a more comprehensive and diagnose 
assessment method seems more suitable for individual assessment. In the selection 
and planning of assessment tools, the following factors should be considered: 
the type and severity of trauma, the evaluation of risk and protective factors, 
the evaluation of children’s social functions, the characteristics of children and 
adolescents’ psychological development in different ages, assessments of parents’ 
mental health. In addition, it should be noted that cultural differences may weaken 
their original effects.

3.  Epidemiological characteristics of PTSD among children and 
adolescents

Due to the lack of relatively mature investigative tools and ethical reasons, 
the epidemiological characteristics of PTSD in children and adolescents are less 
studied than that in adults, and research has been mostly focused on children or 
adolescents at an advanced age. Findings from earlier studies indicate that the 
prevalence of PTSD in children and adolescents is lower than in adults. But with the 
development of various survey tools and methods, more and more studies show that 
the prevalence of PTSD in children and adolescents is not lower than that in adults. 
In 2002, La Greca et al. [28] reviewed the prevalence of PTSD of children exposed 
to natural or man-made disasters, and found that 5–10% of the children meet 
the diagnostic criteria for PTSD. In other traumatic contexts, such as fires, sexual 
assaults and wars, surveys show that the prevalence of PTSD in children ranges from 
25 to 75%.

After the 2008 Wenchuan Earthquake, a large number of studies have been done 
among child and adolescent earthquake survivors. As stated above, a representative 
research project is the WEAHC established by Fan et al. [11] in Dujiangyan City, one 
of the 10 worst affected areas by the Wenchuan Earthquake. A large sample of 2250 
adolescents was enrolled in the initial survey conducted at 6 months post-earthquake. 
Among them, 1573 were followed-up subsequently at 12, 18, 24, and 30 months 
post-earthquake. Data were collected on adolescents’ mental health problems (i.e., 
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measurement of childhood PTSD [25]. The 33-item scale contains two parts: (1) 
a section with 13 questions (scored dichotomously) that aligned with DSM-IV 
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are required if the worst current episode symptoms have resolved. This later 
information is needed to determine whether diagnostic criteria are still met for the 
disorder. Therefore, symptoms rated in the current episode may not be those that 
the child is experiencing at the time of the interview [26].

2.2.2  Mini international neuropsychiatric interview for children and adolescents, 
MINI-KID

MINI-KID is a structured clinical diagnostic interview designed to assess the 
presence of psychiatric disorders according to ICD-10 and DSM-IV criteria in 
children and adolescents aged 6–17 years without mental retardation. It is a brief 
but valid and reliable diagnostic instrument that can be used in clinical settings in 
psychiatry [27]. MINI-KID can be easily conducted by a trained surveyor, which 
allows it easy to be used in large-scale epidemiological investigations. MINI has 
been translated into over 40 different languages and validity and reliability have 
been reported over 7 different languages [27].

When selecting the appropriate evaluation tool and formulating an evaluation 
plan, the surveyors need to consider factors based on their own knowledge 
background, the familiarity of the tools and the objective conditions. The surveyors 
should first consider the purpose and object of the assessment. For example, 
a simple and reliable self-report questionnaire is more appropriate to use in 
large-scale epidemiological surveys, while a more comprehensive and diagnose 
assessment method seems more suitable for individual assessment. In the selection 
and planning of assessment tools, the following factors should be considered: 
the type and severity of trauma, the evaluation of risk and protective factors, 
the evaluation of children’s social functions, the characteristics of children and 
adolescents’ psychological development in different ages, assessments of parents’ 
mental health. In addition, it should be noted that cultural differences may weaken 
their original effects.

3.  Epidemiological characteristics of PTSD among children and 
adolescents

Due to the lack of relatively mature investigative tools and ethical reasons, 
the epidemiological characteristics of PTSD in children and adolescents are less 
studied than that in adults, and research has been mostly focused on children or 
adolescents at an advanced age. Findings from earlier studies indicate that the 
prevalence of PTSD in children and adolescents is lower than in adults. But with the 
development of various survey tools and methods, more and more studies show that 
the prevalence of PTSD in children and adolescents is not lower than that in adults. 
In 2002, La Greca et al. [28] reviewed the prevalence of PTSD of children exposed 
to natural or man-made disasters, and found that 5–10% of the children meet 
the diagnostic criteria for PTSD. In other traumatic contexts, such as fires, sexual 
assaults and wars, surveys show that the prevalence of PTSD in children ranges from 
25 to 75%.

After the 2008 Wenchuan Earthquake, a large number of studies have been done 
among child and adolescent earthquake survivors. As stated above, a representative 
research project is the WEAHC established by Fan et al. [11] in Dujiangyan City, one 
of the 10 worst affected areas by the Wenchuan Earthquake. A large sample of 2250 
adolescents was enrolled in the initial survey conducted at 6 months post-earthquake. 
Among them, 1573 were followed-up subsequently at 12, 18, 24, and 30 months 
post-earthquake. Data were collected on adolescents’ mental health problems (i.e., 
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PTSD, depression, anxiety, and sleep disturbances), earthquake-related stressors 
(i.e., earthquake exposure and negative life events post-earthquake), psychosocial 
and familial factors (e.g., trait resilience, coping styles, social support, and parenting 
styles), and behavioral/social functioning (e.g., prosocial behaviors and academic 
performance). Five years and a half after the earthquake (October and November 
2013), another screening survey on mental health problems were conducted among 
3501 adolescents (some were from the original cohort). Based on survey results, 512 
adolescents were enrolled for individual clinical interviews and provided their oral 
mucosal samples for genetic analysis. Data from the WEAHC study provided great 
opportunity to investigate longitudinal epidemiological characteristics of mental 
disorders among Chinese adolescent earthquake survivors, as well as to explore the 
psychosocial and genetic mechanisms underlying these disorders. Aside from the 
WEAHC, longitudinal investigations of child and adolescent earthquake survivors 
have also been conducted by other research teams in China after 2008. Yet, many 
of them were limited by small sample sizes, few survey waves, or short follow-up 
duration. Regarding epidemiological characteristics of PTSD among child and 
adolescent earthquake survivors, some major findings from the WEAHC study and 
other studies are as follows.

First, the WEAHC study showed that prevalence estimates of probable PTSD 
were 21.0, 23.3, 13.5, and 14.7% at 6, 12, 18, and 24 months after the earthquake 
[11]. The rates tended to be higher at 12 and 24 months, suggesting an “anniversary 
reaction” in adolescents’ post-earthquake mental adaptation process. This 
highlights the importance of providing adolescents with more intensive mental 
health support around the anniversary dates. In addition, the effects of trauma 
exposure in childhood can continue into adulthood. For example, data from 
Wenchuan Earthquake samples found that the prevalence of PTSD among the 
young adults 8.5 years later after they experienced the 2008 Wenchuan Earthquake 
was still as high as 4.75% [29].

Second, there are individual differences in the long-term change of PTSD 
symptoms among adolescent earthquake survivors. The WEAHC study observed 
five different patterns of the PTSD trajectories [30]: resistance (minimal or no 
symptoms over time, 65.3% of the sample), recovery (initially moderate/severe 
symptoms followed by a gradual return to pre-trauma functioning, 20.0%), 
relapsing/remitting (symptoms displaying a cyclical course, 3.3%), delayed 
dysfunction (initially minimal/no symptoms followed by elevated symptoms, 
4.2%), and chronic dysfunction (moderate or severe symptoms over time, 7.2%). 
Different types of trajectories have their own characteristics, and those who show 
the latter three patterns are at high risk for PTSD. Post-disaster psychological 
intervention should focus on prevention, and it is necessary to identify high-risk 
populations to enhance the pertinence and effectiveness of the intervention.

Third, clinical presentations are exceedingly complex and children with PTSD 
are at increased risk of having comorbid psychiatric diagnoses. Depression and 
anxiety disorder have been reported to be common comorbid disorders associated 
with PTSD [31]. Consistent with previous studies based in western countries, 
research on the post-traumatic psychological consequences of adolescents after the 
Wenchuan Earthquake have also proved the prevalence of the comorbidity of PTSD 
and other mental disorders [32, 33]. One publication from the WEAHC study [34] 
examined the associations of adolescent survivors’ PTSD symptoms, depression, 
generalized anxiety disorder (GAD), separation anxiety disorder (SAD), panic 
disorder, social phobia, conduct disorder, and attention deficit hyperactivity 
disorder (ADHD) at 1 and 1.5 years post-earthquake. Results showed that 91.9 
and 94.0% of the adolescents with PTSD symptoms had at least one comorbid 
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psychiatric disorder at 1 and 1.5 years post-earthquake, respectively. 54.3 and 
50.4% of those without PTSD symptoms had at least one other psychiatric disorder. 
Compare to behavior problems, PTSD symptoms were more likely to co-occur with 
subtypes of anxiety or depression symptoms. Adolescents who were identified as 
having PTSD comorbid with depression or SAD at half year were more likely to 
have PTSD symptoms over time. Longitudinal analyses showed that depression, 
GAD, and SAD symptoms at 1 year post-earthquake predicted higher levels of 
PTSD symptoms at 1.5 years post-earthquake. In turn, increased PTSD symptoms 
predicted increases in GAD and panic disorder symptoms. The reason of the high 
prevalence of PTSD and comorbid depression/anxiety may be due to the shared 
variance resulting from the overlapping symptoms between PTSD and other mental 
disorders [35]. These findings suggest that specific multi-modal assessments and 
treatments targeting both PTSD and its comorbid disorders are warranted.

Forth, different environmental and psychological factors have different impacts 
on post-traumatic adaptations among adolescents with different characteristics. 
For example, positive coping styles and social support resources have positive effect 
on post-traumatic adaptation [36], and adolescents with different characteristics 
(i.e., different ages) need to be trained with different coping skills to guide them 
in seeking and take good use of various social support resources. In addition, the 
predictive effects of environmental factors such as negative life events on the post-
traumatic psychopathology of certain groups (such as those with high resilience) 
diminished over time. The design of post-traumatic mental disorder intervention 
strategies and mental health education efforts should consider the characteristics of 
different individuals, focus on individuals at high risk for continuing, relapsing or 
delayed mental symptoms, and fully consider various environmental/psychological 
factors in implementing targeted intervention.

Finally, the occurrence of post-traumatic mental disorder shows familial 
aggregation, and the interaction between susceptible genes and family 
environmental factors have impact on adolescents’ post-traumatic mental disorder. 
HPA axis-related genes and serotonin transporter genes have been evidenced to have 
a role in various stress-related physical and mental illnesses [37]. The WEAHC study 
examined the relationship between glucocorticoid receptor gene (NR3C1), one of the 
key genes involved in the HPA axis regulation, and anxiety disorders in adolescent 
earthquake survivors. NR3C1 polymorphisms rs6191 GG genotype, rs6196 AA 
genotype, and rs41423247 GG genotype were found associated with decreased risk 
of anxiety disorders. There was also a significant interaction between rs41423247 
genotypes and maternal warmth in predicting adolescent anxiety disorders; that 
is, rs41423247 GG genotype was linked with reduced risk of anxiety disorders only 
when maternal warmth was high. In another case-control study conducted 3 years 
following the Wenchuan Earthquake, 183 adolescents with the average age of 15 years 
(64 adolescents diagnosed with PTSD and 119 controls) were investigated. The 
results showed that serotonin transporter gene polymorphisms (i.e., 5-HTTLPR 
and 5-HTTVNTR) and earthquake exposure had a significant interaction effects 
on PTSD of the adolescents. Specifically, when a teenager who carrying an S 
allele exposed to high level of earthquake exposure, he/she would have a fourfold 
increased risk in developing PTSD [38]. These findings highlight the importance 
of considering family and genetic variables in developing interventions. Exposure 
to traumatic events in early life may influence individuals’ gene expression through 
epigenetic modification, which would have long-term and even lifetime effects on 
their physical and mental function in the future. Future research on the epigenetic 
mechanisms underlying the relationship between genetic etiologies, family factors 
and adolescent PTSD is warranted, to further explore the disease etiology.



Psychosomatic Medicine

162

PTSD, depression, anxiety, and sleep disturbances), earthquake-related stressors 
(i.e., earthquake exposure and negative life events post-earthquake), psychosocial 
and familial factors (e.g., trait resilience, coping styles, social support, and parenting 
styles), and behavioral/social functioning (e.g., prosocial behaviors and academic 
performance). Five years and a half after the earthquake (October and November 
2013), another screening survey on mental health problems were conducted among 
3501 adolescents (some were from the original cohort). Based on survey results, 512 
adolescents were enrolled for individual clinical interviews and provided their oral 
mucosal samples for genetic analysis. Data from the WEAHC study provided great 
opportunity to investigate longitudinal epidemiological characteristics of mental 
disorders among Chinese adolescent earthquake survivors, as well as to explore the 
psychosocial and genetic mechanisms underlying these disorders. Aside from the 
WEAHC, longitudinal investigations of child and adolescent earthquake survivors 
have also been conducted by other research teams in China after 2008. Yet, many 
of them were limited by small sample sizes, few survey waves, or short follow-up 
duration. Regarding epidemiological characteristics of PTSD among child and 
adolescent earthquake survivors, some major findings from the WEAHC study and 
other studies are as follows.

First, the WEAHC study showed that prevalence estimates of probable PTSD 
were 21.0, 23.3, 13.5, and 14.7% at 6, 12, 18, and 24 months after the earthquake 
[11]. The rates tended to be higher at 12 and 24 months, suggesting an “anniversary 
reaction” in adolescents’ post-earthquake mental adaptation process. This 
highlights the importance of providing adolescents with more intensive mental 
health support around the anniversary dates. In addition, the effects of trauma 
exposure in childhood can continue into adulthood. For example, data from 
Wenchuan Earthquake samples found that the prevalence of PTSD among the 
young adults 8.5 years later after they experienced the 2008 Wenchuan Earthquake 
was still as high as 4.75% [29].

Second, there are individual differences in the long-term change of PTSD 
symptoms among adolescent earthquake survivors. The WEAHC study observed 
five different patterns of the PTSD trajectories [30]: resistance (minimal or no 
symptoms over time, 65.3% of the sample), recovery (initially moderate/severe 
symptoms followed by a gradual return to pre-trauma functioning, 20.0%), 
relapsing/remitting (symptoms displaying a cyclical course, 3.3%), delayed 
dysfunction (initially minimal/no symptoms followed by elevated symptoms, 
4.2%), and chronic dysfunction (moderate or severe symptoms over time, 7.2%). 
Different types of trajectories have their own characteristics, and those who show 
the latter three patterns are at high risk for PTSD. Post-disaster psychological 
intervention should focus on prevention, and it is necessary to identify high-risk 
populations to enhance the pertinence and effectiveness of the intervention.

Third, clinical presentations are exceedingly complex and children with PTSD 
are at increased risk of having comorbid psychiatric diagnoses. Depression and 
anxiety disorder have been reported to be common comorbid disorders associated 
with PTSD [31]. Consistent with previous studies based in western countries, 
research on the post-traumatic psychological consequences of adolescents after the 
Wenchuan Earthquake have also proved the prevalence of the comorbidity of PTSD 
and other mental disorders [32, 33]. One publication from the WEAHC study [34] 
examined the associations of adolescent survivors’ PTSD symptoms, depression, 
generalized anxiety disorder (GAD), separation anxiety disorder (SAD), panic 
disorder, social phobia, conduct disorder, and attention deficit hyperactivity 
disorder (ADHD) at 1 and 1.5 years post-earthquake. Results showed that 91.9 
and 94.0% of the adolescents with PTSD symptoms had at least one comorbid 

163

Post-Traumatic Stress Disorder in Children and Adolescents: Some Recent Research Findings
DOI: http://dx.doi.org/10.5772/intechopen.92284

psychiatric disorder at 1 and 1.5 years post-earthquake, respectively. 54.3 and 
50.4% of those without PTSD symptoms had at least one other psychiatric disorder. 
Compare to behavior problems, PTSD symptoms were more likely to co-occur with 
subtypes of anxiety or depression symptoms. Adolescents who were identified as 
having PTSD comorbid with depression or SAD at half year were more likely to 
have PTSD symptoms over time. Longitudinal analyses showed that depression, 
GAD, and SAD symptoms at 1 year post-earthquake predicted higher levels of 
PTSD symptoms at 1.5 years post-earthquake. In turn, increased PTSD symptoms 
predicted increases in GAD and panic disorder symptoms. The reason of the high 
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and adolescent PTSD is warranted, to further explore the disease etiology.
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4. Possible mechanisms for PTSD in children and adolescents

4.1 Biological factors

4.1.1 Genetic factors

Studies have shown that the occurrence of PTSD may be associated with 
genetic susceptibility. Xian et al. [39] assessed 3304 monozygotic and dizy-
gotic male-male twin pair members with PTSD and found that genetic factors 
have an impact on all PTSD symptoms. On one hand, stress can induce the 
abnormal expression of cognition and neuroendocrine related genes, which 
eventually leads to the occurrence of PTSD. For example, abnormal expres-
sion of Corticosterone-related genes may cause PTSD. On the other hand, the 
development of PTSD may be related to gene polymorphism. At present, most 
candidate genes for PTSD are located in dopamine system and serotonin system. 
For example, a meta-analysis showed that 5-hydroxytryptaminentransporter 
(5-HTT) gene polymorphism is closely related to post-stress affective disorder. 
In addition, glucocorticoid receptor genes, GABA-A receptors, BDNF genes et al. 
have been reported to be related to PTSD. It is worth noting that the pathogenic 
genes of neuropsychiatric diseases are pleiotropic, that is, one genotype can 
be susceptible to several different mental diseases. Pleiotropy is clearly mani-
fested in PTSD. For example, the incidence of anxiety and affective disorders 
in patients with PTSD is much higher than that in the general population. 
Finally, PTSD is often comorbid with many mental illnesses, such as depression 
and suicidal tendencies, which made its clinical features complex and diverse. 
As a result, the homogeneity of the research sample decreases, which further 
increases the difficulty of genetic research.

4.1.2 Neuroendocrine changes

The role of HPA axis dysfunction in the pathogenesis of PTSD in adults has been 
extensively researched and explained. Previous studies have found that cortisol 
levels decreased in adult patients with PTSD, which could also predict the patients’ 
PTSD level after 6 months [40]. Low cortisol levels may strengthen the memory of 
traumatic events and increase individuals’ subjective distressing experience. This 
kind of distressing experience can change individual’s psychological functioning, 
delay their recovery and increase their adverse reactions, which may affect the 
ability of the victim to cope with traumatic experience, and in turn, lead to the 
occurrence of PTSD. However, Lipschitz et al. [41] found that the suppression of 
salivary cortisol following low-dose dexamethasone in adolescent PTSD patients 
showed no difference from those who experienced traumatic events without PTSD 
and healthy non-traumatized controls, while PTSD subjects with co-occurring 
depression showed higher salivary cortisol level before and after this experiment 
compared to controls.

4.1.3 Neuroimaging findings

Brain is a human organ that processes emotions and thoughts. Evidence has 
identified the changes in brain imaging among adults with PTSD. However, due to 
immature neurodevelopment, it is thought that the brain changes of children and 
adolescents with PTSD may be different from those in adults. We reviewed the 
current neuroimaging findings in children and adolescents and summarize the main 
findings below:
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I. Prefrontal cortex and cognitive impairment: A study conducted by Carrion 
in 2010 found that in children with PTSD, the decrease in the volume of the 
left prefrontal cortex was related to their plasma cortisol levels before bed, 
suggesting that this area may be related to cortisol imbalance in children. In 
the study of functional magnetic resonance imaging (fMRI), it was found 
that the key areas of the prefrontal cortex of children with PTSD could not 
reach the activation level of children of normal age when performing cogni-
tive functions. The above studies suggest that changes in the structure and 
function of the prefrontal cortex may be related to children’s susceptibility 
to PTSD and cognitive impairment caused by PTSD.

II. Hippocampus and memory, behavioral abnormalities: A series of 
studies in children and adolescents with PTSD and PTSS have reported 
inconsistent findings within the hippocampal volumetric and memory 
as well as behavioral abnormalities. For example, a longitudinal study 
found that the severity of PTSS and corticosteroid levels can serve as 
independent predictors of children’s hippocampal volume reductions 
1 year later [42]. However, De Bellis [43] found that the hippocampal 
volume of children with PTSD was significantly larger compared to 
normal controls. In addition, this study also found that hippocampal 
volume was positively correlated with age at onset of PTSD. Therefore, 
the researchers hypothesized that the increase in hippocampal volume 
may be related to behavioral abnormalities such as attention impairment 
in children with PTSD [43]. Another fMRI study reported the relationship 
between hippocampus and memory among young PTSD subjects. 
This study found that during a verbal memory task, the activation 
of the right hippocampus of the children decreased; while children’s 
avoidance and numbing symptoms was related to reduced activation of 
the left hippocampus [44]. It’s worth noting that, most of these studies 
were cross-sectional design, future longitudinal study studies with 
neuropsychological measures as well as trauma control subjects are 
needed to clarify the role of hippocampal functioning in the development 
of PTSD in children and adolescents.

4.2 Sociopsychological factors

4.2.1 Trauma type and traumatic exposure level

Mass disasters such as natural disasters, large-scale human-induced accidents, 
spree shootings, war and terrorism, all have been shown to exert deleterious 
impacts on children and adolescents. The level of exposure also has consistently 
been associated with later post-traumatic stress reactions following various types of 
trauma [45]. These distinctions are likely to result in different effects. For example, 
many studies conducted after Wenchuan Earthquake all reported that different 
levels of earthquake exposure level could positively predict adolescents’ PTSD at 
different time points post-earthquake [32, 46].

In addition, the severity of disaster exposure includes objective exposure 
level (e.g., direct exposure such as death, disappearance and/or injury of family 
members, house damage, property loss and direct witness of traumatic events) and 
the severity of subjective fear. Studies examining the impact of trauma exposure 
on PTSD have found that PTSD is more directly affected by objective exposure, 
and social support plays a moderating role in the relationship between objective 
exposure and PTSD [47].
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4.2.2 Personality characteristics

Studies have shown that children and adolescents’ negative personality 
characteristics are associated with their PTSD symptoms. For example, it was 
reported that neuroticism was significantly related to PTSD, and emotion-
oriented coping partly mediated the effect of neuroticism on PTSD symptoms 
[48]. Extraversion was reported to have significant indirect effects on both PTSD 
and post-traumatic growth through social support [49]. Further, An et al. [50] 
longitudinally investigated the contribution of personality in the development 
of PTSD and found that neuroticism was an independent and significant predictor 
of subsequent PTSD. In addition, gratitude was reported to be a protective factor of 
relieving PTSD symptoms [51].

4.2.3 Cognitive models

PTSD is thought to be maintained by a range of cognitive and behavioral 
strategies that the individual uses to control the current threat [52]. At an early 
stage of a traumatic event, children and adolescents’ cognitive reconstruction 
of the disaster and the reorganization of post-traumatic broken memory all 
influence the occurrence of PTSD [53]. Their problematic appraisals of the 
trauma and/or its aftermath are also considered to increase the risk of developing 
PTSD. Dunmore et al. [54] found that cognitive processing style during assault 
(mental defeat, mental confusion, detachment); appraisal of assault sequelae 
(appraisal of symptoms, perceived negative responses of others, permanent 
change); negative beliefs about self and world; and maladaptive control strategies 
(avoidance/safety seeking) could significantly predict PTSD in the 9 months 
follow-up. Thus, misunderstanding of traumatic events can lead to secondary 
trauma.

4.2.4 Social support

Social support is a robust protective factor for post-traumatic mental health 
[55]. Supportive social environment can not only provide individuals with 
necessary coping resources, but also provide them with a safe environment, 
reduce their experience of subsequent negative life events, and encourage 
them to think positively about traumatic events, thereby helping to reduce the 
negative impact of traumatic events on individuals and promote positive changes 
after trauma. Much literature on adolescent exposure to Wenchuan Earthquake 
also suggested the positive protective effect of social support on alleviating 
PTSD. For example, Zhao et al. [56] found that social support (both subjective 
support and support availability) improved the quality of life of the earthquake 
survivors with PTSD symptoms. Moreover, Wu et al. reported that among all 
the social support resources, the support of parents and teachers is the most 
important [47].

4.2.5 Age and gender

There are gender differences in children and adolescent’s defense and coping 
styles, as well as the effects of social support, which have important influence on 
their post-traumatic reactions. Many studies have found that girls are more likely to 
have PTSD symptoms than boys following disasters [30, 33, 57]. Generally, female 
more often use strategies such as repression and fantasy to deal with traumatic 
events [58]. Second, there are also gender differences in the neuroendocrine 
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reaction caused by trauma. Girls have more adverse physical and psychological 
reactions after trauma, which may further aggravate girls’ PTSD symptoms [59].

Children’s experience of danger, their perception and understanding of 
trauma, susceptibility to parental distress, own coping styles and skills, and 
memory of trauma may vary with ages. Most studies suggest a positive relation-
ship between PTSD and children’s age after the earthquake [30]. However, another 
study reported that at 1 month after the earthquake, the incidence of PTSD in 
survivors under 15 years of age was significantly higher than that in survivors over 
15 years [60]. Age differences are also shown in children’s experience of specific 
post-traumatic symptoms and previous studies results are mixed. For preschool 
children, they may display more overt aggression and destructiveness as well as 
behavioral re-enactments of the traumatic event. While, the reactions of children 
over the age of 8–10 years, are more similar to those manifested by adults [61]. 
Inconsistent research conclusions may be related to differences in stressors, 
study criteria, measurement and distance from stressors. For example, a study of 
earthquake reported that there was an interaction between age and distance from 
the epicenter, younger children in areas closer to the epicenter showed severer 
PTSD symptoms while older children in areas far away from the epicenter showed 
severer PTSD symptoms [62]. The reason may be that in areas far away from the 
epicenter, older children are more likely to follow media coverage of the earth-
quake and experience alternative trauma; younger children are more susceptible 
to direct trauma exposure. All these current explanations are tentative and should 
be interpreted cautiously, also, future studies are suggested to further illustrate 
these possible explanations and explain with caution due to the complex nature 
of PTSD.

4.2.6 Family factors

Family environmental factors (e.g., poor parent-child relationship and family 
adversity) are risk factors that accelerate PTSD. In addition, as family members 
sometimes encounter a disaster simultaneously, children’s and parents’ post-
disaster symptoms can be highly interactive [63, 64]. Parents’ response after the 
trauma event affects children’s judgment of the event, and their coping styles 
are imitated by children. In addition, given mothers are primary caregivers of 
children, maternal poor psychological states, continued focus on the disaster 
event, or changes in family support could be a risk factor for children’s post-
traumatic symptoms. Moreover, some studies also suggest that the incidence of 
PTSD is substantially related to genetic factors. Xian et al. [39] investigated 3304 
monozygotic and dizygotic male–male twin pair subjects to examine whether 
and to what degree genetic and environmental contributed to PTSD. The results 
showed that genetic and family environmental factors have influence on all PTSD 
symptoms, the liability for PTSD being 20.0% due to genetic contribution specific 
to PTSD.

5.  Post-traumatic growth among children and adolescents exposed to 
Wenchuan Earthquake

PTSD is a prevalent psychiatric disorder in adolescents after traumatic events. 
However, researchers found personal growth in the aftermath of traumatic events 
[65, 66]. Tedeschi and Calhoun [67] used the term post-traumatic growth (PTG) 
to describe these positive outcomes after struggling with a traumatic experience. 
Dimensions of PTG encompass recognition and elaboration of personal strengths, 
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enhanced interpersonal relationships, and positive changes in life priorities [68]. 
Prior studies revealed that survivors may develop PTG in spite of different types of 
traumatic events [69, 70]. For example, Jin et al. [71] found that the PTG prevalence 
among adolescents after the earthquake was even up to 51.1%.

Take the trends of PTG in Chinese adolescent sample as example. One study 
found that the average PTG was 2.96 (ranging from 0 to 5) among adolescents 1 
year after the Wenchuan Earthquake, suggesting the relative high level of PTG 
among adolescent survivors. Further analysis found that PTG in this time showed 
significant difference in gender (female was higher than that of male) and, 
insignificant difference was found in grades. However, a decreased tendency of PTG 
(average mean = 2.77) after 2.5 years was observed in Wenchuan Earthquake [72].

After 3.5 years of Wenchuan Earthquake, the average of PTG was 2.78, and 
there were significant differences in gender and grades. Specifically, female had 
higher PTG than male, and junior students was lower than that of senior students 
[73]. This research group followed the development of PTG among this adolescent 
sample, and found the average of PTG was 2.68 after 4.5 years earthquake. Further 
analysis of the results at 8.5 years after the earthquake were similar to 3.5 years after 
the earthquake, with average mean was 2.80, a higher female and ethnic minorities 
level of PTG than that of male and Chinese Han population (the majority ethnic of 
the Chinese population), and lower levels of PTG among junior students than that 
among senior students [29].

The relationship between PTSD and PTG has been one of the interested 
areas among researchers. A review of 77 papers showed that the relationship was 
ambiguous [74]. The particular reason that accounts for this unclear relationship 
is that most studies employed cross-sectional rather than longitudinal designs, 
making it impossible for us to establish a definitive causal relationship. Some study 
of Wenchuan Earthquake examined the longitudinal relationships between PTSD 
and PTG among adolescents. A three-wave, cross-lagged study found that PTSD 
reported at 3.5 and 4.5 years after the earthquake both could predicted PTG 4.5 and 
5.5 years after the earthquake, respectively, while PTG did not predict PTSD during 
the 3 years follow-up. This study suggests that, after exposure to traumatic events, 
PTSD and PTG can coexist in individuals, and the relieved PTSD symptoms do not 
indicate the improvement of PTG [75]. This relationship between PTSD and PTG 
may be because that cognitive pathways to PTSD and PTG is different. For example, 
deliberate rumination leads to PTG whereas intrusive rumination elicits PTSD in a 
long time after trauma [76].

From previous mentioned studies, the PTG level of adolescents was highest 
at 1 year after the earthquake, and although it has declined slightly since then, 
it has remained at a high level for a long time. That phenomenon could be 
explained that traumatic events like the earthquake might bring psychological 
stresses, and it is this stresses that may encourage adolescent survivors to 
use positive coping ways to overcome the negative outcomes because of 
traumatic events. During this coping process, having a new interpretation 
and understanding of traumatic events may help adolescents achieve personal 
growth. As the negative effects of traumatic events on individuals decreased 
when time passes, therefore, this decreased situation not only eases the stresses 
of traumatic events, but also reduces the incentive for individuals to implement 
PTG. Meanwhile, female may be better than male to develop PTG and senior 
survivors may be more likely to develop PTG than junior students. Moreover, 
the racial disparities in PTG level suggest that cultural factors may need to be 
consider in PTG research. Together, all these suggest that the relationships 
between gender and PTG is stable over time, the same result was observed when 
grade differences were considered.
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6.  Treatments for children and adolescents with post-traumatic  
stress disorder

6.1 Psychological treatments

Young people with PTSD may suffer from major depression, aggression, and 
conduct disorder [77, 78]. They may also be more likely to have suicidal ideation 
and attempts [79]. Left untreated, PTSD can lead to negative effects on sufferers’ 
adulthood, such as college drop-out [80] and lower quality of life [81]. The National 
Child Traumatic Stress Network (NCTSN) suggests that trauma treatments should 
not only help children receive timely and appropriate treatments to recover from 
traumatic events but also build their resilience to cope with future stress more 
successfully. Hence, the identification of high-risk children and adolescents 
and providing them with appropriate and timely treatments are essential and 
imperative.

Currently, the number of treatment models for PTSD has proliferated. The 
first-line treatments encompass trauma-focused CBT (i.e., TF-CBT) [82, 83] and 
Prolonged Exposure for Adolescents (i.e, PE-A) [84]. Traditionally, components 
of treatments include: psychoeducation about PTSD, affective modulation and 
cognitive processing, behavioral activation, relaxation skills, trauma narrative, 
in vivo mastery of trauma reminders, conjoint parent-child sessions, and future 
safety and development [85, 86]. Furthermore, cognitive behavioral interventions 
for trauma in schools (CBITS) [87, 88] and trauma and grief component therapy for 
adolescents (TGCT) [89] are also welcomed as efficient ways to treat traumatized 
youths mainly due to available resources of schools. Eye Movement Desensitization 
and Reprocessing (EMDR), using dual-stimulation exercises to lower emotional 
arousal of the traumatic triggers [90], is evidenced as a promising method for 
youths with PTSD [91, 92]. Given the various and effective aspects of intervention, 
different treatments can be employed as a combination to gain a superior result. 
For example, TF-CBT combined with supportive therapy and a psychodynamic 
form (.i.e., play therapy) showed a better result [93]. Though it is true that forms 
of treatments have made progress, they are subject to some drawbacks such as 
high drop-out rates [94–96]. It is mainly because the nature of trauma symptoms 
(especially avoidance) leads participants to be unwilling to address the traumatic 
event directly and reprocess the details of their suffering [97]. It is therefore 
difficult to see the long-term efficacy and benefits of treatments if participants have 
poor adherence.

Unlike traditional CBT interventions, mindfulness-based interventions (MBIs), 
as “third-wave” cognitive behavioral treatments, were proposed to solve this 
high drop-out problem. Mindfulness is characterized by paying attention to one’s 
experience in the present moment in a non-judgmental manner [98]. There are 
some theoretical reasons to explain the potential mechanisms why mindfulness 
may reduce PTSD. Mindfulness interventions can help the sufferers to improve 
the ability to distinguish the past and present, so as to lower the re-experiencing 
symptoms [99] of post-traumatic stress disorder. In addition, increasing sufferers’ 
capability to tolerate distressing memories, thoughts, and feelings when employing 
mindfulness interventions may be more likely to reduce avoidance of distressing 
memories [100]. Furthermore, hyperarousal of PTSD could decrease because of 
the training in stress reduction and relaxation [101]. Within MBIs, Mindfulness-
based stress reduction (MBSR) and Mindfulness-based cognitive therapy (MBCT) 
were widely cited in the background of MBIs. Compared with trauma-focused 
therapies, MBIs showed equally efficacious and significantly lower drop-out rate 
[102], and were well-accepted for PTSD treatments of youths [103]. Despite the 
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enhanced interpersonal relationships, and positive changes in life priorities [68]. 
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grade differences were considered.
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prior research showed positive effects of MBIs in youth with PTSD, the mean 
effect size among youths is still lower than adults. Hence, some adaptive programs 
should be developed to gain satisfying results among youths [104] by shortening 
the session length, for example, from 90 to 30–45 min. Second, different exercises 
are suggested to provide specific needs for youths, such as more body scans and 
drawings. Third, children are more dependent on caregivers; inviting caregivers to 
treatment sessions should also be concerned.

In addition, art therapy is another promising intervention programmer, 
which promotes expression and healing. It is acknowledged that traumatic 
memories are sometimes overwhelming, and difficult to express in words alone 
[105]. Art therapy as an alternative approach can help sufferers to access the 
traumatic memory safely [106]. More importantly, young children are often 
unable to provide coherent descriptions about the traumatic event mainly due to 
their limited language capacity [107], making it difficult for clinicians to offer 
suitable interventions in helping these young children. Some previous empirical 
studies have provided preliminary evidence that art therapy could ameliorate 
PTSD symptoms in children [108, 109]. For example, Lyshak-Stelzer et al. [110] 
recruited 29 valid participants (14 took a trauma-focused expressive art therapy 
protocol (TF-ART); 15 completed a treatment-as-usual (TAU) control condition; 
the average age was 15.07). Results showed that patients in TF-ART had greater 
reduction in PTSD symptom severity than youth in the TAU condition. To support 
future research and practice of employing art therapy for PTSD treatment, Spiegel 
et al. [105] concluded some characteristics that differ from other approaches of 
treating PTSD: relaxation, non-verbal expression, containment of traumatic 
material within an object or image, symbolic expression, externalization of 
traumatic memories and emotions, and enjoying the pleasure that arose from 
creation. Again, prior studies reported promising results for art therapy in 
relieving PTSD among youths; however, future studies need to develop more 
effective and age-appropriate treatments under art therapy structure.

In conclusion, both traditional approaches like TF-CBT and the “third-wave” 
treatments like mindfulness-based interventions provide positive preliminary 
evidence in PTSD treatments among youths. Although the various interventions 
provide necessary helps in mitigating PTSD, it is still far way to go in developing 
PTSD treatments among youths. Future studies should expand the sample size, 
use randomized controlled trials and offer long follow-up assessments after treat-
ments to make more definitive conclusions about the efficacy of PTSD treatments 
among youths. Also, researchers and practitioners need to continue to contribute to 
developing adaptive interventions in youths.

6.2 Pharmacological treatments

To date, experiences with efficacious pharmacological interventions used for 
children and adolescents with PTSD are relatively lack. A common consensus is that 
adopting some targeted pharmacological treatments for young patients, especially 
for hyperarousal symptoms, sleep problems and psychiatric comorbidity, may 
improve their life quality and social functions [111, 112].

There was evidence supporting the using of pharmacological treatments such 
as serotonin-selective reuptake inhibitors (SSRIs), divalproex sodium (DVP), 
atypical antipsychotics and beta-receptor antagonism in reducing PTSD symptoms 
among children and adolescents. SSRIs have been proved their effects in treating 
youths with depression and anxiety disorders [113]. Overall, SSRIs are safe and 
well-tolerated, but it is important to note that they may increase the risk of suicide 
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in children and adolescents in addition to the common anticholine side effects 
[114, 115]. DVP was reported to be effective for treating core PTSD symptoms in a 
randomized controlled clinical trial (high dose of DVP conditions: 500–1500 mg/
day compared with dose conditions: <250 mg/day) [116]. Atypical antipsychotics 
agents (i.e., risperidone, quetiapine, clozapine) and anti-adrenergic agents (i.e., 
clonidine) are often used in treating children with PTSD, schizophrenia, bipolar 
disorder, or psychotic symptoms in children. A study provided preliminary 
evidence that patients presented rapid and sustained improvement across all 
symptom clusters of acute stress disorders with minimal to no adverse effects 
after using moderate dosages of risperidone [117]. Other studies reported that 
beta-receptor antagonism (propranolol) [118, 119] and clonidine had significant 
effects on alleviating PTSD symptoms in children [120]. Further, pharmacological 
treatments are highly suggested to combine with TF-CBT or other trauma-centered 
therapy [121, 122]. Given methodological limitations, e.g., small sample sizes and 
few well-designed clinical trials, these findings should be interpreted cautiously.

Some important points when using pharmacological treatments in children 
and adolescence with PTSD should be noticed. First, are they and their parents 
willing to take part in pharmacological interventions. Second, those who comorbid 
with depression or other serious mental illnesses should be highly concerned. 
Moreover, specific developmental characteristics should be considered when 
adopting pharmacological treatments. The response effects of pharmacological 
treatments may vary with age, weight, gender, mental health as well as absorption, 
distribution, metabolism, and excretion of medication. Taken together, future 
studies should ideally take into account these developmental factors when applying 
pharmacological approaches.

7. Summary

Taking the Wenchuan Earthquake studies in China as an example, this chapter 
introduces some current research results about the epidemiological characteristics 
of PTSD and related mental disorders in children and adolescents, as well as their 
influencing factors and mechanisms. Important intervention strategies for PTSD 
in children and adolescents have also discussed. There are some issues that need 
further research.

First, apart from mental health effects of disasters on children and adolescents, 
future research should pay more attention to other aspects of their well-being 
and functioning, such as academic performance and relationship quality. This 
can provide an important reference for our in-depth understanding of post-
traumatic psychological reactions and behavior changes, and also help to develop 
integrative interventions beneficial for the overall psychological and behavioral 
improvement of trauma-exposed children and adolescents. Second, considering 
the possible coexistence of PTSD and PTG, it is necessary to study the relationship 
between PTSD and PTG within longitudinal data with the aim of clarifying the 
relationship between these two variables, it is necessary to study the relationship 
between PTSD and PTG within longitudinal data. As mentioned, previous studies 
have mainly analyzed the mechanism of PTSD or PTG from a single perspective, 
ignoring the coexistence characteristics of them, making it difficult to effectively 
compare the differences between the two mechanisms. Therefore, future research 
can incorporate PTSD and PTG into a model at the same time, so as to determine 
the similarities and differences between the two mechanisms. Third, clinical 
intervention research from the perspective of integrating the remission of PTSD 
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creation. Again, prior studies reported promising results for art therapy in 
relieving PTSD among youths; however, future studies need to develop more 
effective and age-appropriate treatments under art therapy structure.

In conclusion, both traditional approaches like TF-CBT and the “third-wave” 
treatments like mindfulness-based interventions provide positive preliminary 
evidence in PTSD treatments among youths. Although the various interventions 
provide necessary helps in mitigating PTSD, it is still far way to go in developing 
PTSD treatments among youths. Future studies should expand the sample size, 
use randomized controlled trials and offer long follow-up assessments after treat-
ments to make more definitive conclusions about the efficacy of PTSD treatments 
among youths. Also, researchers and practitioners need to continue to contribute to 
developing adaptive interventions in youths.

6.2 Pharmacological treatments

To date, experiences with efficacious pharmacological interventions used for 
children and adolescents with PTSD are relatively lack. A common consensus is that 
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and promotion of PTG is needed. In the past, traumatic research mainly focused on 
the remission of individual PTSD, and developed related intervention methods, and 
also tested its effects through empirical studies. However, overall clinical empirical 
research on the promotion of PTG in the treatment for PTSD is still very rare. 
Therefore, research on psychological intervention for PTSD from the integration 
perspective of PTSD remission and PTG promotion at the same time is an 
important issue to be explored in the future. Fourth, future research should explore 
effective genetic, neuroendocrine, and neuroimaging related biomarkers, which 
may be of utility in developing new treatments and evaluating treatment outcomes.
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Chapter 9

Use of Falun Gong to Address 
Traumatic Stress among 
Marginalized Clients
Margaret Trey and Cirecie West-Olatunji

Abstract

Although mental health service providers have focused on the effects of trauma 
and related interventions for decades, little is known about pervasive and historic 
trauma, particularly for socially marginalized individuals. Thus, clinical issues 
associated with sociopolitical oppression have been under-investigated. Coupled 
with the lack of sufficient cultural competence when working with diverse clients, 
mainstream clinicians frequently lack adequate case conceptualization skills and 
culturally sensitive interventions to assist clients from diverse backgrounds. Using 
traumatic stress as a framework for exploring evidence-based interventions to 
address long-term, pervasive marginalization and its psychological effects, the 
authors propose that mindfulness techniques are particularly beneficial to this 
client population. The authors reviewed culture-centered interventions to address 
traumatic stress for marginalized client populations, focusing on the mindfulness 
practice of Falun Gong. Recommendations for practice include the inclusion of 
traumatic stress theory and techniques in pre-service training, professional devel-
opment training for practitioners focusing on mindfulness techniques with clients 
assessed with historical trauma, and Web-based training for clinical faculty to 
enhance their knowledge about traumatic stress, historical trauma, and associated 
interventions for clients from marginalized communities. The authors offer recom-
mendations for future research that focuses on studies exploring the usefulness of 
Falun Gong in working with clients with traumatic stress.

Keywords: Falun Gong, Falun Dafa, meditation, mindfulness, traumatic stress

1. Introduction

Scholars have most recently begun to investigate the impact of pervasive 
micro aggressions and other forms of systemic oppression on individuals from 
culturally and socially marginalized groups. Researchers have suggested that 
trauma affected clients report emotional and psychological impairment, such 
as depression and anxiety [1]. Other investigators have found that problems 
interpersonal conflicts and substance abuse problems are evident. Educational 
researchers have also explored traumatic stress and academic achievement and 
assert that severe persistent stress due to environmental factors, such as racism, 
can negatively impact children’s academic performance [2, 3]. The authors use 
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traumatic stress theory as a framework for exploring effective interventions to 
decrease symptomology due to systemic oppression.

The purpose of this paper is to outline the benefits of Falun Gong, an ancient 
Chinese mind-body and spiritual discipline, as a mindfulness intervention when 
working with culturally marginalized clients. The authors provide an overview of the 
clinical issues associated with historical trauma and then present Falun Gong as an 
alternative solution for ameliorating the effects of social marginalization. The authors 
suggest that Falun Gong is beneficial in addressing the psychological, physical, 
academic, and financial needs of these particular types of clients. Recommendations 
for practice include expanded training on Falun Gong as a clinical intervention and 
an enhancement of the curriculum in various mental health-training programs 
to include more emphasis on mindfulness and, more particularly, Falun Gong. 
Suggestions for future research focus on developing a national study exploring the 
impact of Falun Gong practices on traumatic stress symptoms for culturally margin-
alized clients.

2. The effects of historical trauma on marginalized populations

How individuals cope with trauma is dependent upon their social positioning 
prior to the onset of traumatic experiences. Some groups of people, such as poor 
people, the elderly, culturally diverse, and mentally/physically impaired, are dispro-
portionately affected by traumatic events and experiences based upon institutional-
ized and historical biases in society. Lack of access to institutional resources and 
lack of power to control those institutions creates a cycle of socio-cultural abuse that 
threatens the psyche of culturally diverse individuals.

Yet, mental health professionals have been slow to acknowledge clinical issues 
related to pervasive trauma & chronic stress due to cultural hegemony [4]. For cul-
turally diverse clients, for example, this has meant diagnoses based upon models of 
normalcy for middle-class Whites. Research has shown that systemic oppression has 
deleterious physical and mental health effects. Traumatic stress and psychological 
distress have been shown to be evident in several studies. Some of the outcomes of 
systemic oppression are noted in physical/psychological health [1–3] and education 
disparities [2, 5].

2.1 Cultural and clinical competence

For the most part, traditional perspectives in the behavioral sciences have 
focused on the client as a poorly functioning individual. An ecological approach con-
siders the possibility of a malfunctioning system and its impact on the client [6]. In 
analyzing some hypotheses to explain why clinicians have been slow to incorporate 
systemic interventions into their roles and responsibilities, one study suggests that 
clinicians may “underestimate the power of resources other than their values, skills, 
and personalities” ([7], p. 33).

An eco-systemic perspective in examining trauma aids in understanding and 
conceptualizing the needs of culturally diverse communities. Concentrating on 
the African American experience, researchers have begun investigating the cor-
relates between historical trauma and oppression [1, 8–10]. Additional work in this 
area by Seaton [11] revealed that, in particular, due to racism, African Americans 
experience more stressful events than European Americans. In summarizing the 
Differential Exposure Hypothesis (DEH), Seaton suggested that racism, bias, 
and discrimination are detrimental to African Americans because they are dis-
proportionately placed at higher risk for psychological disorders. Eco-systemic 
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interventions incorporate an understanding of those external influences that 
impact an individual’s functioning [6].

Over the past two decades, mental health practitioners across all disciplines 
have become increasingly aware of the need for clinicians to involve themselves 
in the role of advocate for their clients [12–14]. Clinicians need to consider their 
clients within the context of their families and communities, as well as their social, 
cultural, and religious systems [15]. Additionally, assessment and treatment 
models are needed to intervene with clients who have been impacted by systemic 
oppression. Clinicians can explore relevant themes to address the context of 
systemic oppression and the related traumatic experiences. Intervening for trauma 
due to systemic oppression is necessary for recovery. Through their expanded 
awareness of sociocultural oppression, clinicians can become healers as well as 
advocates for their clients [14].

2.2 Traumatic stress theory

Chronic stress/pervasive trauma, related to systemic oppression, is transgenera-
tional in nature: this is contextualized by historical and systemic oppression result-
ing in discriminatory legislation and racism in the U.S. Current effects of systemic 
oppression and trauma may be additive to the historical trauma experienced by 
previous generations [3]. Many of the problems reported by individual trauma 
survivors also are reported by their partners, including individual stress symptoms, 
isolation, poor relationship quality, and reduced intimacy. The available literature 
suggests that trauma and trauma symptoms affect not only the individual but also 
the people with whom traumatized persons have a significant relationship (e.g., 
spouses, partners, and children). However, this literature on the systemic effects of 
trauma is predominantly clinical in nature [16].

Trauma is experienced intergenerationally despite the absence of direct expo-
sure to a traditional traumatic stimulus as evidenced from the study of Jewish 
Holocaust survivor’s children [17]. This study was also extended to the family 
members of veterans from World War II and the Vietnam War, indigenous peoples, 
individuals and groups living under repressive regimes, those experiencing domes-
tic violence and crime, and those living with infection and life-threatening diseases. 
Symptoms may include depression, anxiety, suicidal ideation and behavior, sub-
stance abuse, and violence.

Effective interventions with culturally diverse clients: (a) build on existing 
knowledge within the client’s worldviews, (b) maintain client empowerment and 
agency, (c) demonstrate reciprocity in the transformation process, and (d) honor 
the historical and contextual forms of healing within the client’s familial and 
community networks. Some examples of these types of interventions include the 
use of story circle and other forms of narrative storytelling. More recently, clini-
cal research has explored the benefits of meditation and mindfulness is assisting 
trauma-affected clients. Both of these types of interventions can be useful in work-
ing with culturally diverse clients.

2.3 Story circle

Story circle is a tool to build equal partnerships that foster better understanding 
and communication among participants with like interests, thereby creating a stron-
ger sense of community [18]. The story circle is oral and affective in nature. Stories 
tell individuals about their whole selves. Clients have the opportunity to share their 
feelings, thoughts and emotions with other people. They free their spirit in a way 
that is incomprehensible to outsiders. The term outsiders, refers to either observers 
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of the story circle, or other cultures that may not be familiar with storytelling tradi-
tions in their society. The story circle tends to create a comfortable environment 
that encompasses warmth and trust. The facilitator’s job is to make sure each person 
connects the themes and patterns that the stories have created. All stories should 
connect in some way or another. It is also appropriate for members of the story circle 
to challenge one another after the storytelling has taken place. When it is time to 
process, members should discuss where they felt connected and focus on feelings 
and thought processes. The facilitator should also let everyone share responsibility 
for keeping track of time because it can last a while. Also, a follow-up activity should 
be conducted for the group as well.

2.4 Mindfulness/meditation and emergent practices

There is plentiful evidence to show that Eastern meditation and mindfulness 
techniques have beneficial effects on our personal and work life [19–22]. One study 
showed that participants reported significant reduction in anxiety, depression, and 
stress levels after a 10-week mindfulness meditation program [20]. Other studies 
indicated that meditation could alter brain function and even change the physical 
structure of the human brain, impacting the concept of lifelong neuroplasticity 
[23–26]. Weaver [22] noted some of these studies showed that even novice or 
inexperienced meditators can rewire their brains and reap the benefits of medita-
tive practices. These modified Eastern meditative and mindfulness techniques have 
shown to be beneficial effects.

As more people are seeking peace, inner balance, and wellbeing through medita-
tion and mindfulness practices, there is a mushrooming of interest from those in 
the helping profession to integrate these ancient practices into their work [27–32]. 
A survey by the Psychotherapy Networker revealed 41.4% of about 2600 therapists 
reported integrating certain mindfulness techniques into their professional prac-
tice [29]. An online survey by Counseling Today, a publication of the American 
Counseling Association (ACA), indicated that 87% of counselors reported adopt-
ing an integrated practice with mindfulness approaches into their professional 
work with clients [28]. Writers, like Meyers [28], regard meditation as a form of 
 mindfulness based technique.

Today, Falun Gong is one of the fastest emergent Chinese spiritual and medita-
tive movement practices that is spreading throughout the world [31–33]. Large 
scale studies conducted in mainland China showed the tremendous health and 
wellness effects of Falun Gong [32, 34–36]. Likewise, various studies outside of 
mainland China and around the world indicated Falun Gong’s beneficial effects 
[33, 37–39]. There were two studies outside of China that stood out. The first was 
the Australian survey completed by the first author under the auspices of The 
University of South Australia for partial fulfillment of the Doctor of counseling 
degree examined the health and wellness effects of Falun Gong from the self-
reports of Falun Gong practitioners [38]. It was the first empirical study with a 
diverse sample outside of mainland China [33, 38]. The second one, completed for 
the partial fulfillment of the Doctor of Philosophy in Psychology at the University 
of California, Los Angeles, demonstrated that practicing Falun Gong has a 
beneficial effect and that long-term practice may lead to hemispheric changes in 
the brain [40, 41].

Falun Gong has not been a subject for much research. Besides these two studies 
conducted under the auspices of an Australian and a US university respectively, a 
team of medical doctors and researchers in the United States had undertaken a pilot 
study to examine the effects of Falun Gong on gene expression and the role of neu-
trophils in Falun Gong practitioners [42]. Findings from their pilot study revealed 
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superior gene expression, enhanced immunity, and longer lifespan of neutrophils in 
Falun Gong respondents [42]. The researchers’ endeavor provided the first evidence 
to suggest that practicing Falun Gong could influence immunity, metabolic rate, 
and cell regeneration. Then there were several publications documented many 
individuals experiencing health and wellness healing effects after they started 
practicing Falun Gong [43–45].

3. What is Falun Gong?

Also known as Falun Dafa, Falun Gong is a high-level Chinese self-cultivation 
practice for overall mind, body, and spiritual improvement [33, 46, 47]. It origi-
nated from Northeast China. Over the past two decades since its teacher and 
founder, Master Li Hongzhi first introduced Falun Gong to the public in 1992, there 
are numerous terms used to describe Falun Gong [33, 38]. Most non-Falun Gong 
writers concurred that Falun Gong is a form of qigong [46, 48–51] or a Buddhist 
qigong system [52]. Other expressions used to describe Falun include traditional 
Chinese religious practice, or revival of traditional Chinese spiritual practice 
[49, 53–56], or as a new religious movement [57–60]. Gale and Gorman-Yao [61] 
described Falun Gong as a cultural movement, while Ackerman [62] referred to the 
practice as a New Age spiritual movement.

Despite the myriad of descriptive terms and expressions, there is a mutual 
understanding that Falun Gong is a form of qigong, a comprehensive spiritual 
meditation discipline, a quasi-religious practice, or a new Chinese religious move-
ment. Human Rights Watch Senior Advisor Spiegel [51] offered a comprehensive 
definition, describing Falun Gong as a synthesis of qualities:

“A form of qigong, an ancient Chinese deep-breathing exercise system sometimes 
combined with meditation that enthusiasts claim promotes physical, mental, and 
spiritual well-being by enhancing the flow of vital energy through a person’s body. 
It also includes elements of popular Buddhism and Daoism” (Spiegel, 2002, p. 8).

Among practitioners, Falun Gong, an ancient Chinese spiritual discipline, is 
better known as Falun Dafa. The Chinese word “Fa” ([63], p. 390) refers to law or 
principles in the Buddha School teachings but this is not the same as the Buddhism 
taught by Buddha Shakyamuni or Siddhārtha Gautama. Penny states in his book, 
The Religion of Falun Gong, that the “falun” in the name Falun Gong “has a differ-
ent meaning from that in Buddhism” ([64], p. 5). He describes Falun Gong as “the 
practice of the Wheel of the Law” (p. 5), and that Falun Dafa refers to “the Great 
Method of the Wheel of the Law” ([64], p. 5).

In Zhuan Falun, the complete teachings of Falun Gong, “Dafa,” which is pro-
nounced as “Dah-fah” simply means the “Great Law” or the “Great Way” ([63],  
p. 2). While Falun Dafa is more befitting and widely used in Falun Gong literature, 
for the purpose of this article that comprises the White Paper, many writers have 
consistently alluded to this Chinese spiritual discipline as Falun Gong. This is partly 
because Falun Gong has remained more popular and widely used across different 
media, popular search engines, and literature by non-Falun Gong people [33, 38].

3.1 Advanced practice with ancient roots

Most Falun Gong literature describes the practice as an ancient Chinese spiritual 
discipline in the Buddha tradition [31, 33, 38, 47, 65, 66]. Falun Gong, pronounced 
“Fah-loon Gong,” is a high-level, mind-body spiritual system with its roots in both 
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superior gene expression, enhanced immunity, and longer lifespan of neutrophils in 
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3.1 Advanced practice with ancient roots

Most Falun Gong literature describes the practice as an ancient Chinese spiritual 
discipline in the Buddha tradition [31, 33, 38, 47, 65, 66]. Falun Gong, pronounced 
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ancient Buddhist and Taoist traditions [63, 67]. The gong in Falun Gong and qigong 
connotes exercise or practice but Falun Gong is not one at the same as practicing 
qigong. The gong in Falun Gong actually pertains to a “high-energy substance that 
manifests in the form of light, and its particles are fine and its density is high” ([63], 
p. 5). In Falun Gong, it is the cultivation of this gong that facilitates genuine healing, 
mind-body, and spiritual transformation [63] that many individuals experience. 
Simply put, Falun Gong, with its moral teachings and fivea meditative exercises, 
is a popular, tranquil cultivation practice for overall mind-body and spiritual 
improvement.

At the heart of the practice, Falun Gong teaches three universal principles—
Truthfulness, Compassion, Forbearance—or Zhen, Shan, Ren in Chinese ([63],  
pp. 13-17). While some people in the West describe Falun Gong as a “Chinese yoga” 
([47], p. 40), Falun Gong exercises are a lot simpler than yoga and do not imitate 
animal movements, like Indian yoga does. Falun Gong has only four standing exer-
cises and one sitting meditation [67]. First introduced to the public in mainland 
China in 1992, the founder of the practice explains that Falun Gong is an advanced 
spiritual cultivation discipline and hence a high level form of qigong [63]. Within 
7 years—from 1992 to 1999—Falun Gong rose from anonymity to become one of 
the fastest growing spiritual practices. On July 20, 1999, Falun Gong was illegally 
banned in mainland China and followers of the practice received the most hor-
rendous persecution [33]. At the time, about 100 million people in China were 
practicing Falun Gong, which means that about one out of 13 Chinese people in 
mainland China was practicing Falun Gong [68], as a result of the practice’s heal-
ing benefits.

3.2 Cultivating the heart and mind

A unique characteristic of Falun Gong lies in its focus on heart and mind cultiva-
tion and on becoming a morally upright person. Falun Gong is based on the ancient 
tradition of self-cultivation, transcending ordinary existence toward a higher state 
of being, and liberating one from the illusions of this material world. Thus, cultiva-
tion calls for letting go of desires, being virtuous and uprightness, as well as using 
special practices techniques to refine both the mind and body [33, 63].

Falun Gong comprises two distinctive aspects—cultivation and practice. 
Cultivation or self-cultivation is an Eastern concept for mind, body, and spiritual 
improvement [69] that is a crucial and vital aspect of traditional Chinese culture. 
Falun Gong underlines xinxing cultivation, which is, cultivating the heart and mind 
[63, 67]. Cultivating the heart denotes improving one’s moral character—guided by 
the principles of truthfulness, compassion, and forbearance [63].

It must be noted that improving one’s mind and heart, or moral character, 
requires a strong main consciousness. In Falun Gong cultivation, it is important 
that “the mind must be right” ([63], p. 245). According to the teachings of Falun 
Gong, when one’s heart and mind or xinxing improves, one’s body, mind, and 
spirit will naturally transform [63] and one will thereby reach optimum health and 
wellness. So, Falun Gong is more than just a meditation practice; it is a spiritual 
cultivation discipline for overall body, mind, and spiritual advancement. Of the 
two—cultivation versus practice—it must be noted that cultivation is far more 
important than the exercise practice. The latter is merely to strengthen the mecha-
nisms in the body [67].

The practice component of Falun Gong involves a sitting meditation and four 
standing exercises. Each exercise has specific health-related aims and benefits [67]. 
Simple, yet beneficial is its health-wellness impact on millions of individuals who 
turn to Falun Gong for solace. From the integrative counseling perspective, Falun 

189

Use of Falun Gong to Address Traumatic Stress among Marginalized Clients
DOI: http://dx.doi.org/10.5772/intechopen.93301

Gong is a mind-body approach embodying the art of self-care as well as serving as 
an intervention strategy [37]. Hence, there is potential for its integration into the 
helping profession [32, 33, 37, 70–74], in particular for addressing traumatic stress 
among marginalized clients.

3.3 Benefits

Practicing Falun Gong has numerous benefits. Many individuals can attest to 
it that Falun Gong can help to ease anxiety, stress, and traumatic stress; enhance 
energy and vitality; and improves the mind and body [43, 44]. Falun Gong has 
offered inner joy, peace, and serenity, leading to spiritual growth and enlighten-
ment for many individuals. At the 2018 International Conference on Spirituality 
and Psychology, the first author, who was invited to speak about the viability of 
Falun Gong integration, presented three case examples on how Falun Gong was 
able to help individuals to overcome anxiety, depression, and post-traumatic stress 
disorder [71, 72].

Case story examples illustrate the healing benefits of Falun Gong and its integra-
tion feasibility with counseling in helping clients toward self-healing and realizing 
their varied purpose in life. The ancient art of storytelling helps to provide insight 
into the healing effects of Falun Gong, allowing individuals who have benefitted from 
the practice to express their inner world and to create meaning by describing in their 
own words how Falun Gong has impacted and transformed their lives. For example, 
voice actor and author Rich Crankshaw is one such individual who has benefited 
tremendously from the practice. His healing from traumatic stress arising from child 
hood abuse was empowering: “After three days, my anxiety was lower, my stress level 
was lower, my depression was not as dominant, and all of a sudden, I understood that 
I just didn’t need to smoke weed or drink beer anymore” ([75], p. 197) . Falun Gong 
“has been a major part of my ongoing healing and recovery” ([75], p. 198), stated 
Crankshaw who has an English-Mohawk indigenous ancestry.

Academic research exploring the therapeutic effects of Falun Gong is still lack-
ing. The prevailing body of Falun Gong literature exploring its beneficial effects 
can be classified into two groups. The first wave of enquiry was in mainland China 
before the persecution of Falun Gong began on July 20, 1999, while the second 
movement of scholarly enquiry into the beneficial effects of practicing Falun Gong 
took place outside of China after 1999. This section revisits some of the studies from 
both categories. Before 1999, a team of researchers in mainland China completed 
an extensive survey with a sample size of 12,731 participants from five districts in 
Beijing [34]. Findings from this massive survey indicated Falun Gong’s effectiveness 
was over 99%, with a 59% cure rate. For physical and mental health, the improve-
ment rate was over 80 and 97%, respectively [34].

After the onset of the persecution in 1999, some practitioners in Canada and the 
United States conducted the North American survey [39]. Findings from this survey 
supported and reinforced the results from the large-scale Beijing surveys [34]. In 
2000, a single-case study for partial fulfillment of a master’s degree in social science 
in counseling showed the beneficial use of Falun Gong in relieving burnout and 
posttraumatic stress [37]. Additionally, there are two reports worth citing. The first 
is an independent study conducted in Taiwan, which found that people who prac-
tice Falun Gong are physically and mentally healthier than the general Taiwanese 
population [76]. Respondents reported that practicing Falun Gong helped to elimi-
nate unhealthy and addictive lifestyle habits, such as gambling, cigarette smoking, 
alcohol addiction, and chewing betel nuts that is a common habit in Asian countries 
[76]. Lio et al.’s study also highlighted Falun Gong’s medical cost-saving potential, 
showing a 50% decrease in the use of medical health insurance for Falun Gong 
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showing a 50% decrease in the use of medical health insurance for Falun Gong 
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respondents [76, 77]. In another study, a group of researchers in Russia reported a 
73% improvement rate in the respondents’ health and wellness [78].

Researchers from Switzerland, Taiwan, UK, and the US did a meta-analysis 
based on the self-reports from Chinese cancer patients between 2000 and 2015 
and found that practicing Falun Gong could significantly improve survival rate for 
cancer patients [79]. About 97 percent (n = 147, 96.7%) indicated full symptom 
recovery, with 60 cases confirmed by their doctors [79].

4. Discussion

Falun Gong can be a useful alternative to existing interventions for traumatic 
stress because of its ability to alleviate anxiety and bring about innerpeace [33, 73]. 
Contemporary research that explores traumatic stress as it relates to racial bias sug-
gests that individuals often report unhealthy and addictive lifestyles as a means of 
coping with the daily microaggressions. Falun Gong could help these clients to become 
more congruent in their perspectives on mind body connection. Falun Gong is likely 
to target the psychological and physical issues associated with traumatic stress and 
provide clients with less cognitive distress leading toward better decision-making 
and help clear negative thought patterns. Falun Gong can also provide clients with a 
cost-effective intervention that makes it accessible to clients across the socio-economic 
spectrum.

Moreover, Falun Gong is an intervention that can be conducted within systems, 
such as family, work, and organization, in much the same way mindfulness and 
meditation have been introduced into various workplace [21, 80–83]. The use of 
Falun Gong within the family system is likely to impact interpersonal conflicts that 
may result from ongoing stressors within the social environment. Parent-child, 
sibling, and couple interactions can be improved when family members engage in 
Falun Gong practices and activities together. In this manner, families can share in 
countering the effects of institutional racism and Falun Gong can serve as a coping 
mechanism for reducing the associated stress.

Using the mindful practice of Falun Gong in the workplace, employees can 
become much more productive when they are able to reduce the stress related to 
workloads and any differential treatment that some members from within the 
working environment may experience. This would allow for opportunities to clearly 
think through forms of advocacy for themselves and for others who may be victims 
of microaggressions in the workplace. On the organizational level, Falun Gong can 
support members in finding harmony, improving collaboration efforts, and think-
ing clearly about strategic goals and initiatives for the organization. Rather than 
becoming riddled with interpersonal conflicts due to competing demands, issues of 
power and control among various factions, or challenges caused by lack of member 
engagement or financial concerns, organizational leaders are able to stay focused on 
how to work toward a unified goal.

Although Falun Gong, as a mindfulness and meditative practice, is still new to 
the mental health professions, it is promising as an effective intervention, particu-
larly when working with marginalized clients who experience traumatic stress in 
a diverse and multiple settings. In fact, various studies have shown that practicing 
mindfulness and meditation may be beneficial for both the therapists and their cli-
ents. For instance, in Germany, a team of researchers found that therapists’ personal 
training in meditation could have favorable impact on clients [84]. The randomized 
double blind controlled study conducted by Grepmair et al. [84] revealed that it did 
not matter whether or not the clients themselves practice meditation or know that 
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their therapist practices meditation. Their findings revealed that the outcome was 
still favorable for the clients.

In another study, Schure et al. [85] emphasized the relevance of preparing 
counseling students with mindfulness techniques as self-care skills and intervention 
strategies that students could later incorporate into their professional work. In an 
earlier study, Gale and Gorman-Yao [61] discussed the health-wellness potential 
and cultural implications of integrating Falun Gong into nursing for a “cultur-
ally appropriate and sensitive nursing care to all clients” (p. 124), a concept that 
counseling educators and professionals could consider and implement in teaching 
programs.

5. Recommendations for Practice

Suggestions for improving clinical practice include the inclusion of traumatic 
stress theory and techniques in pre-service training as well as professional devel-
opment training for practitioners. Additionally, it is recommended that clinical 
faculty enhance their knowledge about traumatic stress so that it can be integrated 
into the various curricula in mental health training programs. Pre-service and 
practitioner training could focus on integrating Falun Gong in to working with 
clients assessed with historical trauma. For faculty, web-based training would 
enhance their knowledge about traumatic stress, historical trauma, and associated 
interventions for clients from marginalized communities, as well as learning about 
Falun Gong.

The need for proper training in the mindful practice of Falun Gong via counsel-
ing programs in tertiary institutions is crucial. It is hoped an integrated approach 
with Falun Gong will be part of a training program. While other types of mindful-
ness techniques are widely taught, there are hardly any institutions that currently 
offer the mindful practice of Falun Gong as part of their curriculum.

6. Conclusion

The authors offer a recommendation for future research to focus on studies that 
explore and document the use of Falun Gong to work with clients who have been 
assessed with traumatic stress. There is a dire need for these studies to provide solid 
evidence of the positive link between practicing Falun Gong and traumatic stress 
mainstream and minority communities. For Falun Gong’s integration viability, 
there is thus a need for pioneers in the field to shoulder greater responsibilities, 
emphasize on-going research, evaluations, and implement proper documenta-
tion on the health and wellness effects of Falun Gong, its auxiliary and integrative 
potential for the health and wellbeing of counseling and health professionals, 
clients, and the community at large.
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evidence of the positive link between practicing Falun Gong and traumatic stress 
mainstream and minority communities. For Falun Gong’s integration viability, 
there is thus a need for pioneers in the field to shoulder greater responsibilities, 
emphasize on-going research, evaluations, and implement proper documenta-
tion on the health and wellness effects of Falun Gong, its auxiliary and integrative 
potential for the health and wellbeing of counseling and health professionals, 
clients, and the community at large.
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