Journal of Psychosomatic Research 132 (2020) 109994

journal homepage: www.elsevier.com/locate/jpsychores

Contents lists available at ScienceDirect

Journal of Psychosomatic Research

Review article

Linguistic and interactional aspects that characterize consultations about R

Check for

medically unexplained symptoms: A systematic review Rt

Inge Stortenbeker™*, Wyke Stommel®, Sandra van Dulmen”“, Peter Lucassen”, Enny Das”,

Tim olde Hartman”

2 Centre for Language Studies, Radboud University, Nijmegen, The Netherlands

Y Radboud University Medical Center, Radboud Institute for Health Sciences, Department of Primary and Community Care, Nijmegen, The Netherlands

¢ NIVEL (Netherlands Institute for Health Services Research), Utrecht, The Netherlands

d Faculty of Hedlth and Social Sciences, University of South-Eastern Norway, Drammen, Norway

ABSTRACT

Objective: The apparent absence of any specific underlying diseases challenges patient-provider communication about medically unexplained symptoms (MUS).
Previous research focused on general communication patterns in these interactions; however, an overview of more detailed interactional and linguistic aspects is
lacking. This review aims to gain a detailed understanding of communicative challenges in MUS consultations by synthesizing evidence from conversation and
discourse analytic research.

Methods: A systematic review of publications using eight databases (PubMed, Embase, CINAHL, PsychINFO, Web of Science, MLA International Bibliography, LLBA
and Communication Abstracts). Search terms included ‘MUS’, ‘linguistics’ and ‘communication’. Additional studies were identified by contacting experts and
searching bibliographies. We included linguistic and/or interactional analyses of natural patient-provider interactions about MUS. Two authors independently
extracted the data, and quality appraisal was based on internal and external validity.

Results: We identified 18 publications that met the inclusion criteria. The linguistic and interactional features of MUS consultations pertained to three dimensions: 1)
symptom recognition, 2) double trouble potential (i.e. patients and providers may have differing views on symptoms and differing knowledge domains), and 3)
negotiation and persuasion (in terms of acceptable explanations and subsequent psychological treatment). We describe the recurrent linguistic and interactional
features of these interactions.

Conclusions: Despite the presence of a double trouble potential in MUS consultations, validation of symptoms and subtle persuasive conduct may facilitate agreement

on illness models and subsequent (psychological) treatment.

1. Introduction

The apparent absence of a specific underlying disease challenges
patient-provider communication about medically unexplained symp-
toms (MUS). Whereas patients feel that their symptoms have biome-
dical causes, healthcare providers tend to highlight the importance of
the psychosocial context in which symptoms have emerged [1]. This
incongruence can make patients and healthcare providers feel power-
less and frustrated [2,3]. Healthcare providers often feel unable to
provide the right support [4] and no single effective treatment strategy
exists for these patients [5], who account for 3-20% of all medical
consultations [6,7]. This leaves the clinical encounter, and thus the
communication between healthcare providers and patients, as a major
site for symptom management [8]. Interactional and linguistic research
can reveal important insights in communication patterns by studying
the actions that are performed, their design (e.g. grammar, pitch or
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intonation) and what happens next (i.e. the sequentiality) [9]. By
gaining a more detailed understanding of linguistic (e.g. word choice)
and interactional (e.g. turn-by-turn sequence design) aspects of com-
munication, this type of research can facilitate improvement in clinical
practice and policy [e.g. [10]].

Previous research has documented several relevant communication
patterns in the MUS context, but an overview of interactional and dis-
course analytical research is still lacking. A systematic review of how
linguistic and interactional aspects characterize natural patient-pro-
vider interactions about MUS can reveal important insights into com-
munication patterns in various medical settings and provide a deeper
understanding of such patterns [11,12].

2. Methods

We performed a synthesis of results according to the principles of
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meta-ethnography [13]. The review follows PRISMA guidelines [14].’
2.1. Literature search

We searched for relevant publications in eight databases that in-
clude research in medicine, communication and linguistics (PubMed,
Embase, CINAHL, PsychINFO, Web of Science, MLA International
Bibliography, LLBA and Communication Abstracts) in April 2019. The
search string combined search queries related to medically unexplained
symptoms, communication and linguistics. For medically unexplained
symptoms, we combined search terms used by Olde Hartman et al. [15],
Hoedeman et al. [16] and terms used in the Dutch multidisciplinary
guideline for MUS and somatoform disorders [17,18]. We based our
search string for communication on a review by Mistiaen et al. [19] and
the search string for linguistics on a review by Parry & Land [20]. The
full search strategy is shown in Appendix 1. We searched for additional
studies by screening the reference lists in the included studies and other
work by the included authors, by consulting experts on MUS or lan-
guage and interaction, and by screening handbooks on health com-
munication.

2.1.1. Inclusion and exclusion

We only included observational studies that analysed video and
audio recordings of natural patient-provider interactions dealing with
MUS. We adopted a broad definition of MUS as an umbrella term for
various ‘unexplained’ symptoms, since we aimed to provide an over-
view of all relevant research conducted in this area. This included
single-symptom MUS (e.g. tension headache or persistent dizziness),
functional syndromes (e.g. fibromyalgia or irritable bowel syndrome)
and undifferentiated somatoform/somatic symptom disorders
[15,17,18]. All healthcare providers operating in medical or para-
medical settings were eligible for inclusion. We considered studies to be
linguistic or interactional when the methodology encompassed such
analysis (e.g. conversation, narrative or discourse analysis) or when the
study described linguistic categories, actions and/or prosodic or para-
linguistic phenomena. Conversation analysis (CA) is a data-driven,
ethno-methodological approach to studying ‘sequences’ in natural in-
teractions, which aims to reveal structural patterns in spoken interac-
tions [21,22]. Narrative analysis in medical settings focuses on how
patients construct their illness stories [23], and discourse analysis en-
compasses a variety of research methods focusing on “language,
meaning and context” [24]. Studies coding content features only
without consideration of linguistic features were excluded [e.g. 25-27]1.
Qualitative and quantitative research methods were considered. All
inclusion criteria are described in Table 1.

2.1.2. Study selection

Two reviewers (IS and either NH [medical student] or IP [PhD
student]) independently screened the titles and abstracts of all the ci-
tations produced by the database search. They met up to discuss the
findings. The reviewers independently read full the publications that
seemed to match the inclusion criteria and subsequently discussed these
publications. Disagreements were resolved through discussion and by
consulting a third reviewer (PL). After selecting the relevant studies, we
contacted experts and screened the reference lists of the selected pub-
lications to search for additional relevant publications. These studies
were also discussed by two reviewers (IS and IP).

2.2. Data extraction and synthesis
The data were synthesized in an iterative process in which the in-

terdisciplinary review team of CA experts, communication researchers
and clinicians collaborated closely. We aimed to compare individual

! The study protocol was registered in PROSPERO (CRD42018095405).
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Table 1
Eligibility criteria for study selection.

Inclusion

Study eligibility criteria

Participants Patients with MUS in (para)medical settings

Data Video and audio recordings of natural patient-provider
interactions

Outcomes Linguistic and interactional aspects

Design Observational studies

Report eligibility criteria

Language All languages (English abstract)

Year Start database — April 2019

Publication status Published studies or accepted for publication, book chapters,
dissertations, case reports

findings and create potential new interpretations. IS, ToH and PL
screened all the included studies and established for each commu-
nicative practice what was addressed by whom and - if described — when,
how and why. The data from each study were synthesized by at least two
team members. All identified communicative practices in the individual
studies were compared and grouped in an iterative process. We iden-
tified candidate dimensions by comparing the concepts and practices in
one paper with practices assessed in others. We compared studies based
on addressing specific practices (e.g. ‘category-constrained questions’
[28] and restricted question answer sequences [29]) or their commu-
nicative implications (e.g. dramatizing expressions to emphasize in-
voluntary nature [30] and historical present to recreate a vivid ex-
perience [31]). Candidate dimensions were further refined in ongoing
interdisciplinary team discussions, and by going back and forth to the
original studies. This process continued during the writing of the re-
view. Eventually, the team agreed upon three main dimensions cov-
ering most of the communicative practices addressed in the papers. To
make sure no potentially relevant details were missed, IS read all the
papers once more to further refine the analysis wherever possible.

2.3. Quality appraisal

This research additionally aimed to gain an understanding of the
strengths and weaknesses of the methodological and analytical aspects
of the included studies. Parry and Land [20] propose that, since it is not
possible to perform a single assessment of quality for interactional re-
search, two separate dimensions should be assessed: 1) the type and
amount of data; and 2) the detail and depth of analysis. We compared
these criteria to other reporting criteria for qualitative research [32,33]
and a checklist for reporting CA research [34]. Ongoing team discussion
generated a quality appraisal form based on criteria given by Parry and
Land [20], supplemented with additional items describing CA princi-
ples and participant characteristics [34]. The form (see Appendix 2)
allowed us to gain an understanding of the data characteristics and the
depth and detail of analysis. The description of data characteristics,
representing the external validity, included items such as ‘number of
interactions’, ‘patient characteristics’ and ‘provider characteristics’. The
depth and detail of the analysis, representing the internal validity, in-
cluded items such as “Are established analytic findings used as ‘tools’ in
the analysis?” and "Does analysis include examination of the sequential
environment in which practices occurs?". Four included studies were
scored by IS and WS. IS continued the quality appraisal for the re-
maining studies since no major interpretation differences were ob-
served between the scorers. Doubts about the quality appraisal were
resolved in discussion with WS.

3. Results

The database search yielded 5367 publications after removing du-
plicates. Of these, 108 records seemed to meet the inclusion criteria
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a other resources
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8 Consult reference lists (n = 4) v
= Consult experts (n = 1)
E Screen handbooks (n = 1) Eligible records for review
= (n=18)
\\7 (n of studies = 14 )

Fig. 1. Flow of inclusion.

based on the title and abstract. After assessing the full publications, 12
articles were selected for inclusion. Important reasons for exclusion
were that the studies did not describe natural patient-provider inter-
actions (n = 58) or any linguistic or interactional aspect (n = 17). We
identified only one quantitative study [35], which was excluded from
further analysis since its methodology differed too much from the
qualitative studies. Our additional search yielded six additional pub-
lications. One publication retrieved by screening publications from the
included authors also appeared in the database search but had been
missed by both reviewers [36]. Another study, retrieved by screening
reference lists, did not appear in the database search (no full publica-
tion available; search strategy corresponded with information provided
in full text) [29]. Other studies were book chapters (n = 3) [37-39],
and a chapter from an unpublished PhD dissertation [30]. This resulted
in a total of 18 included publications (Fig. 1), based on 14 different
studies.

Eight publications were based on neurology settings, five on general
practice, two on chronic fatigue syndrome clinics, two on phy-
siotherapy and one study involved internal medicine (Table 2). Most of
the studies were performed in the United Kingdom. Five publications
were based on the same dataset about functional neurological symp-
toms [37,38,40-42]. Most of the studies analysed consultations with
patients suffering from severe MUS, e.g. based in specialized secondary
care units [29,43] or neurology centres [28,37,38,40-42,44,45], pre-
senting at least four-six symptoms for more than a year [46], or with a
complex case history [30].

Thirteen publications used conversation analysis, four used dis-
course analysis and one narrative analysis. Collections contained be-
tween six and 51 interactions, and two publications were based on a
single case analysis [30,36]. Between one and 18 healthcare providers
participated, and the studies included between one and 116 patients,
with 297 patients in total. The quality of the analysis (i.e. internal va-
lidity) was assessed as high for 11 studies, moderate for five and low for

two studies. We refer to Appendix 3 for a general description of the data
(i.e. external validity).

We could distinguish three main interrelated interactional and lin-
guistic dimensions in the included studies: 1) symptom recognition; 2)
double trouble potential; and 3) negotiation and persuasion. These di-
mensions were loosely related to the phases of the consultation, i.e.
problem presentation, problem exploration, and diagnosis and treat-
ment respectively.

3.1. Symptom recognition

Eight studies reported that recognition of symptoms as real and
potentially severe is made relevant during the medical interaction. This
is evident from additional interactional work addressing the legitimacy
of the patient's visit and complaints. Below, we describe how patients
pursue recognition and how healthcare providers legitimize patients'
experience of unexplained symptoms.

3.1.1. Patients in pursuit of recognition

Patients claim legitimacy for their visit by presenting symptoms as
worthy of medical attention. They describe experiencing abnormal [29]
and involuntary symptoms [30] that threaten their daily functioning
[31], despite having behaved as “morally sound” [29-31,39,47]. To
underline their need for medical attention, patients refer to previous
illnesses [31,43] and inconclusive or negative results from previous
examinations [29]. Patients thus position themselves as responsible
patients suffering from symptoms that are not yet explained and in need
of medical attention.

Patients also account for the visit by illustrating the severity of their
complaints with intensified language and variations in verb tenses.
Intensified language includes extreme case formulations [48] such as
“excruciating pain” [31], “very very sick” [46] or “terrible flushings”
[30] (Box 1). Variations in verb tenses are also used to emphasize the
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Table 2
Characteristics of included studies.
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Study Year Country Setting Illness Sample Analysis Focus of analysis

Aiarzaguena 2013 Spain General practice MUS 10 CA Physicians' symptom explanations and patient responses

Banks 2001 UK CFS Clinic CFS 16 DA Lay and professional ideas about the nature of CFS

Ekberg 2015 UK Neurology Seizures” 38 CA History taking style and linguistic differential diagnostic pointers
Elderkin-Thompson 1998 us Internal medicine MUS 116 NA Narratives of somatising & non-somatising patients

Hyden 1998 Sweden CFS clinic CFS 15 DA Negotiation of relevant symptoms, collaborative diagnosis work
Monzoni® 2011a UK Neurology FNS 20 CA Passive vs. overt patient resistance

Monzoni” 2011b UK Neurology FNS 20 CA Formulation effort and accounting activities

Monzoni® 2014 UK Neurology FNS 20 CA Psychosocial attributions

Monzoni® 2015 UK Neurology FNS 20 CA Self-restricted practices

Monzoni® 2016 UK Neurology PNES 17¢ CA Use of diagnostic labels and formulations

Nessa 1998 Norway General practice IBS 1 DA Relationship between observation and talk through medical gaze
Opsommer 2014 Switzer-land ~ Physiotherapy LBP 6 CA Exploration and assessment of pain experience during initial encounters
F. Roberts 2014 Us General practice MUS 21 CA Discussion of medication and addiction

L. Roberts 2018 UK Physiotherapy LBP 25 cA“ Interruption and overlap by patients and providers

Robson 2016 UK Neurology Seizures” 13 CA Companion behaviour to differentiate between epilepsy and PNES
Tarber 2013 Denmark General practice Chronic pain 1 CA Orientations to the purpose of the encounter

Toerien 2011 UK Neurology Seizures 13 CA Offering of choices in providing treatment options

Undeland 2008 Norway General practice MUS 2 DA Discourse contributing to unexplainedness

NB: UK = United Kingdom, US = United States of America, CFS = Chronic fatigue syndrome, MUS = medically unexplained symptoms, FNS = functional

neurological symptoms, PNES = psychogenic non-epileptic seizures, IBS =
DA = discourse analysis, NA = narrative analysis.
@ Based on same dataset

¢ Focused on labelling of PNES, excluded patients with other FNS
4 CA-based framework approach

severity of complaints. A patient in the study by Elderkin-Thompson,
Silver and Waitzkin [31] uses non-progressive verbs (e.g. “I get
numbness”) to emphasize that the condition is static and unlikely to
disappear in order to endorse the current need for medical attention,
while another patient in F. Roberts & Kramer's (2014) study uses pro-
gressive verbs (e.g. “it's getting, it's getting ba::d”) to show the im-
mediacy and discomfort of complaints. Another variation in verb use
includes the use of the present tense when talking about past events
(e.g. “the pain increases” rather than “the pain increased”) [31].

After the diagnostic phase, patients still perform interactional work
in pursuit of recognition. They comment on the diagnosis [29], present
additional symptoms [29], express their concerns [30] or return to
topics discussed earlier [30]. The data suggest that the purpose of this

irritable bowel syndrome, LBP = Low back pain, CA = conversation analysis,

Compared PNES and epilepsy; this review only considered PNES consultations

additional interactional work is to make sure all potentially relevant
problems are evaluated.

3.1.2. Healthcare providers validating the experience of unexplained
symptoms

We could distinguish explicit and implicit approaches to support a
patient's decision to seek medical care. Healthcare providers explicitly
approve of the patient's story [47] or current visit (e.g. “it is good that
you came since you have been having pain for a few days already” [36])
to legitimize symptom experiences. Implicit support includes providing
diagnostic labels and syndrome descriptions that are in common use for
MUS (e.g. “chronic fatigue syndrome”) [29,36]. Such medical labels
transform patients' subjective experience of symptoms into diseases that

disappear without any appropriate treatment.

Box 1: Extreme case formulations justify the current visit; [Tarber, 2013, ex. 1]

50a P: -hhhh Because er >*er ay ay*<

5la I: am * I mean and that's also why -hhh

52a — ~I (am in) HHH am #PRT# (.) by god I wish

53a — #PRT# with all my heart~ that by [god] there’s no
54a [°m®]

55a — sign whatsoever that there is a tumor;

56a °m[:°

57a - [But those terrible flushings that are

58a — just (.) about to kill me,

(NB: Extreme case formulations in bold [emphasis added])

The patient demonstrates her resistance to being sick with dramatizing expressions in lines 52a-
55a (“by god | wish with all my heart™ there’s no sign whatsoever that there is a tumor”). Yet at
the same time, she stresses the severity of her complaints with extreme case formulations
(“terrible flushings that are just (.) about to kill me”). This choice of wordings legitimizes the
claims that are made (42) and emphasizes that the complaints are rather severe and unlikely to

-hh

Box 1. Extreme case formulations justify the current visit; [Tarber, 2013, ex. 1].
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18 P: very very si::ck.

Box 2: Tangible explanations legitimize suffering; [Aiarzaguena, 2013, ex. 2]

06 D: .hhh there are some:: substances <you- are you familiar >for example<

07 when you uh:::: when you were a student and that, or that you: (.) .h

08 that you had a test o::r (0.3) (that you) that you had like diarrhea when
09 you have a t[est or tha::t_

10 p: [oh yes. that makes me very very sick=

11 D: =sure=,

12 P: =[I with my driver’s licen-

13 D: =[yes hasn’t it happened to you, <tha- you’ve heard this has happened

14 to somebo[dy,

15 P: [T you know what? With my tests i- in school no, but with thi::
16 thing the: with the driver’s li:cense?, (0.5)

17 D: with the driver’s license for example.

In lines 6 to 9, the healthcare provider describes a situation that the patient might have encountered in
her life, i.e. symptoms due to exam stress. The patient relates this explanation to her experience of
getting sick during her driver’s licence exam, thereby translating the provider’s hypothetical example
into a personal experience. Such elaborate responses in which patients show extensive agreement with
the physician’s explanation indicate that tangible explanations are “legitimizing and exculpating” (39).

Box 2. Tangible explanations legitimize suffering; [Aiarzaguena, 2013, ex. 2].

are generally recognized by society [29]. Another implicit approach to
legitimize the experience of complaints is providing tangible explana-
tions (see Box 2) that are co-constructed with patients [46]. This ap-
proach allows patients to relate explanations to their personal experi-
ences.

It was found that if healthcare providers do not acknowledge pa-
tients' experience of symptoms, that arouses defensiveness and hope-
lessness in those patients [47]. A neutral stance towards patient's prior
talk about illness behaviour leads to more elaborate accounts by pa-
tients [39], while neglecting the emotional content does not provide the
acknowledgement that patients are pursuing [30].

3.2. Double trouble potential

Based on the evidence reported in 12 studies, we noted that con-
sultations about MUS carry a double trouble potential that may hinder
successful communication between healthcare providers and patients.
The double trouble potential refers to two different aspects that we
recognized in the included studies: pre-existing differing ideas about
the origin of symptoms, and the differing knowledge domains of
healthcare providers and patients. The latter is based on CA research
about epistemics [49], which Monzoni et al. [40,41] related to the
context of MUS.

3.2.1. Differing views on symptoms

Healthcare providers and patients often have differing views about
the nature of MUS. Some patients do not accept psychosocial ex-
planations for their symptoms [31], as they provide accounts of phy-
sical causes, while healthcare providers provide explanations in which
the patient's mental functioning causes the complaints [43]. Patients
may also focus on the pervasive consequences of symptoms, whereas
their healthcare providers are mapping out the onset and duration of
complaints [30].

Patients exhibit resistance — passively or overtly — during con-
sultations when these conflicting ideas become manifest. Passive re-
sistance consists of remaining silent when turn-taking could take place
[42,46] and minimal continuers or acknowledgement tokens (e.g. “hm
hm”) [37,42]. Overt resistance is performed with rejections or

disagreements [e.g. “no:::”, 41], questioning the explanation (e.g. “well
I don't know, if it'll be tha:t”) [31,46] or epistemic claims with extreme
case formulations (e.g. “I never remember what happens during a sei-
zure” [44]). Patients sometimes affirm potential psychosomatic attri-
butions for symptoms in general, but they deny the possibility for their
own case [41,42,46].

Expression of passive or overt resistance mainly depends on two
interactional features. First, sometimes healthcare providers do not
invite patients to respond or leave no room for them to do so [42,46].
For instance, symptom explanations in extended turns cast patients as
passive recipients of the diagnosis [37]. The second feature relates to
the phase of the consultation. Patients mainly display passive resistance
during the diagnostic phase and express their disagreement more
overtly during discussion of psychosocial attributions or treatment re-
commendations [41] (Box 3).

3.2.2. Differing knowledge domains

Another determinant for double trouble potential in consultations
about MUS relates to the differing knowledge domains of healthcare
providers and patients [cf. 40, 41]. When healthcare providers diagnose
MUS, they cannot rely on their professional authority alone (the epis-
temics of expertise [49]), because their sources of information (e.g. test
results) are inconclusive. Instead, healthcare providers rely on patient
experiences, i.e. information that pertains to the patient's domain (the
epistemics of experience [49]) [29,47]. Healthcare providers and pa-
tients orient to this knowledge asymmetry with different turn design
features. For instance, patients do not overtly refute conclusions based
on test results, whereas healthcare providers are cautious when raising
psychosomatic attributions.

We could distil three practices that demonstrate how healthcare
providers explain MUS with caution, i.e. 1) vagueness and mitigation,
2) detached footing, and 3) indirect constructions. First, psychosocial
attributions are introduced with vague language (e.g. “things in your life
or have been in your life”) [42,46] and mitigated constructions (e.g.
“maybe it sounds a little strange” [37,42,46]. With such language use,
healthcare providers demonstrate how they approach symptom ex-
planations with considerable caution because they are in the patient's
knowledge domain (Box 4).
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11 (.6)

13 D:

Box 3: Passive during the explanation, and overt resistance afterwards; [Monzoni 2015; ex. 2]

quite (.4) a bit closer to

1 D: and often there are other stresses that have=have

2 triggered them (.) comin’=on life. Um: even

3 though the o-=origins of it may go back, way back to
4 childhood;=it’s something (.6

5 home that’s causing the immediate problems.

6 (.6)

7 D: .hhh but not unfortunately very very easy to treat.
8 (4.2)

9 D:

Does that sound a plau:sible explanation for you=to you?=

10 S: To=to be honest I- I don’t believe in things like that.

12 S: I'm a::=I'm a counsellor, I'm well edul[cated and (1.0)

The patient is passively resistant by withholding uptake during the explanation and at transition-
relevant places (.6 and 4.2 seconds’ pause in lines 6 and 8 respectively). However, she verbalizes her
resistance to the explanation when invited to express her opinion after the healthcare provider
finishes his explanation. Even though the question design prefers a response that aligns with the
explanation (“does that sound a plau:sible explanation for you= to you?=", line 9), the patient
explicitly rejects the possibility (“To=to be honest I- | don’t believe in things like that.”, line 10).

o

[ “mm.

Box 3. Passive during the explanation, and overt resistance afterwards; [Monzoni 2015; ex. 2].

Second, healthcare providers often do not attribute the explanation
directly to the patient's current situation, but rather to what others in
similar situations may experience (e.g. “may undermine (.8) >people's
confidence <”, Box 4, lines 9-10). Such detached footing [50] allows
the healthcare provider to mention potentially difficult topics and gives
room for patients to display disagreement (e.g. accepting an

explanation, but denying it for their own case) [37,39,42]. Finally,
symptom explanations are communicated cautiously with indirect lin-
guistic constructions. These constructions include general non-medical
labels (e.g. ‘emotions’ instead of ‘psychological’) [42] and negations
(e.g. “it is not epilepsy”) [37,38,40,41], which help to avoid using direct
terms (e.g. ‘dissociation’).

Box 4: Delicate explanation; [Monzoni, 2011b, ex. 2]

D: Um::, (1.5) you know, things like bullying or::=um:: problems at

ho[me
[®yeah.®
or with their fami[lies or:: (w:). .hhhh er::

[ ((coughs))
that=that it doesn't necessarily need to happen the week before

the attacks *sta:[rt.*

®w oo s W N
U = u =X

[yea:h.
9 D: but sometimes er: this sort of experience, (.7) may undermine
10 (.8) >people’s confidence< or, or, you know, may:: er:: .h (2.7)
11 teach them to deal with th-=things in certa- in, in, in ways or:,
12 or: may just, maybe um:::, this expression be, er:: if=if you're
13 a child then you=you have, a .hhh a limited number of things you
14 can do.

The healthcare provider uses vague references (“things like bullying”, line 1) and mitigations (“may
just, maybe um::, this expression be”, line 12), and his turns are constructed with different markers of
hesitation such as re-starts (“deal with th-=things in certa- in, in, in ways or: or:”, lines 11-12), fillers
(“um::” inline 1 and 12; “er::”, line 10), repetitions (“if=if you’re a child then you=you have”, lines 12-
13), silences (lines 1, 9 and 10) and vowel elongations (“may:: er::”, line 10) (32, 39). Finally, he
presents general formulations at a distance from the patient (“but sometimes er: this sort of
experience, (.7) may undermine (.8) >people’s confidence<”, lines 9-10). These practices show that
the healthcare provider orients to explaining MUS as a delicate activity.

Box 4. Delicate explanation; [Monzoni, 2011b, ex. 2].
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3.3. Negotiation and persuasion

We discuss data from 17 studies that reported on the relationship
between how healthcare providers gather information and how they
provide acceptable explanations to patients. We label specific commu-
nicative actions of healthcare providers that pursue patient acceptance
of symptom explanations or treatment recommendations as having a
persuasive orientation [cf. 51].

3.3.1. Information gathering

Question-answer sequences are a central device during the history-
taking phase [29]. Some consultations start with open-ended questions
(e.g. “Tell me”) [29,52] but opening and follow-up questions are fre-
quently closed-ended and category-constrained (e.g. “So when did you
fi:rst have these attacks”) [28,29,43,52]. By doing this, healthcare
providers control what information is relevant for them [29,30] and
when patients' answers suffice, e.g. by interrupting patients in the midst
of their accounts [28,53]. Interruptions serve to seek or clarify in-
formation, which may enhance communication or it may lead to par-
allel conversations where each follows their own agenda [53].

If healthcare providers and patients disagree about the relevance of
certain symptoms, traditional question-answer sequences may become
problematic for patients as their response options are rather limited
[29]. We observed several approaches patients use to resist healthcare
providers' history-taking questions. Patients state their inability to an-
swer a question with epistemic disclaimers (e.g. “I don't know”), turn to
their companions, dispute the relevance of previous questions (e.g.
“you'll have to answer that because”) [44] or expand their answers to
other issues they consider important [30,31,44]. A final approach in-
cludes reframing information, which encompasses the framing of their
actions to refit certain diagnostic criteria (e.g. “I haven't been doing it
[walking] since I've been like this, [...], but I'm usually out about an
hour each day walking”) [29]. Healthcare providers' questioning thus
heavily influences the possibility to obtain agreement about what is
going on with patients, while patients implicitly influence the relevance
of topics to accommodate their own agenda.

3.3.2. Working towards agreement

Healthcare providers pursue agreement with patients because dis-
agreement about the diagnosis hinders further management [29,31,41].
They engage in (subtle) communicative actions that to establish ac-
ceptable explanations within the medical interaction [37]. We label
such actions constituting persuasive conduct [51]. These actions may
avoid friction and enhance agreement and could, eventually, lead to
(psychological) treatment. Persuasive conduct occurs even when pa-
tients already aligned or extensively agreed with their healthcare pro-
vider [40,46]. We could distinguish three kinds of communicative ac-
tions in persuasive conduct, i.e. 1) tailoring explanations, 2) framing,
and 3) subtle action recommendations.

First, healthcare providers tailor symptom explanations by referring
to relatable situations [46] or issues discussed earlier [42]. They first
solicit the patient's perspective before delivering the diagnosis [37,42]
and sometimes elicit patients' responses with questions such as “does
that sound like a plausible explanation to you?” [37,42] or “How do
you see it?” [46]. Though some patients disagree with such retro-
spective perspective display sequences, a co-construction of symptom
explanations promotes agreement and validates the patient's knowledge
of symptoms [47].

Second, healthcare providers elicit agreement with rhetorical de-
vices that align with the patient's view. They frame explanations with
plain, simple language in terms of physiology rather than psychology
(e.g. “that's caused by the same chemical as gives rise to fatigue”) [43].
Delicate issues that pertain to the patient's knowledge domain are re-
placed with technical, medical terms (a “language of chemistry”),
which allows healthcare providers to discuss psychosocial attributions
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without mentioning any (potentially stigmatizing) psychological diag-
noses [43].

Thirdly, healthcare providers continue their persuasive conduct
when making treatment recommendations [30,40,45]. Common treat-
ment opportunities for MUS are limited to psychological or behavioural
interventions [43], but patients often pursue reassurance [31] or so-
matic treatments [41,43]. When patients resist psychosocial explana-
tions, they implicitly invalidate a diagnosis and thus the rationale for
psychological treatment [36,41]. As a consequence, healthcare provi-
ders cautiously [40] recommend psychosocial treatment opportunities
rather than other options. They introduce treatment options such as
further testing or increasing drug intakes, while framing psychotherapy
as preferred (“another reason why why you might want to choose this
option”) to other possibilities (“I am a bit reluctant to go with that
option”) [45]. This suggests that healthcare providers continue their
persuasive conduct until the end of the consultation.

4. Conclusions and discussion
4.1. Conclusions

This review aimed to gain a detailed understanding of commu-
nication practices and their functions in consultations about MUS. By
carefully analysing 18 studies of natural patient-provider interactions,
we distinguished three main dimensions characteristic of MUS con-
sultations. First, patients need their symptoms recognized during the
medical interaction, as is demonstrated by their intensified language.
Second, consultations have a double trouble potential due to the dif-
fering ideas and knowledge domains of healthcare providers and pa-
tients. This is manifested in patient resistance and cautious symptom
explanations, e.g. with indirect linguistic constructions. Third, within
the medical interaction healthcare providers construct symptom ex-
planations that are acceptable for patients. Persuasive conduct such as
tailoring explanations and framing facilitates consultation management
by avoiding friction and eventually facilitating discussion of treatment
options in these sometimes challenging interactions.

4.2. Comparison with the literature

A recent meta-synthesis of focus group and interview studies de-
monstrated that, according to doctors, patients and doctors have ne-
gative experiences in MUS interactions [1]. Patients risk legitimacy and
want providers to acknowledge their symptom experience [54]. We
show that this becomes manifest during the medical encounter. This is a
universal issue for all patients presenting at the doctor's office [55], and
can become problematic when symptoms have no medical explanation.
Our review demonstrates that patients then account for seeking medical
care [56], and claim legitimacy of the visit so their problems are treated
as “doctorable” [55].

Previous research demonstrated that patients can have different
explanatory models for the experience of complaints [1]. This review
shows that both differing ideas and differing knowledge domains give
potential for trouble in MUS consultations. This manifests itself in more
complex turn designs (e.g. references to diagnostic evidence) that are
generally observed for uncertain or disputed diagnoses [57-59]. This
double trouble potential challenges the healthcare providers' role as a
medical expert [59], which, we argue, could contribute to their feelings
of discomfort and powerlessness [3].

Furthermore, Johansen and Risor [1] indicate that healthcare pro-
viders work towards successful consultation management with delicate
approaches, e.g. by enhancing the relationship. This review indicates
that they adopt several subtle strategies, such as tangible explanations
or labelling symptoms, to help validate symptom experiences, though
medical labels such as fibromyalgia may be perceived as an empty
promise [60]. Healthcare providers carefully manoeuvre through the
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consultation to avoid predicating that patients suffer from a potentially
stigmatized mental illness [61]. This avoids overt friction (too) early in
the consultation.

We have demonstrated that instead of merely informing patients
about a diagnosis and treatment options, healthcare providers engage
in subtle (but sometimes extensive) persuasive interactional work in
pursuit of patient acceptance. When healthcare providers use persua-
sion, it is not to sell patients something they might not want or need;
rather, they take the sting out of a potentially difficult conversation. A
negotiation of the patient's problem including the use of persuasive
strategies thus serves to find common ground, which sometimes ap-
pears difficult to achieve [26].

Finally, the involvement of patients in the diagnostic phase is also
observed in the delivery of bad news [62] and other situations for which
cautious communication is warranted [63]. Specifically, the diagnostic
news delivery is preceded by a (brief) pre-sequence that first elicits the
patient's view. This enables healthcare providers to “confirm his [the
patient's] experience, affirm the clinical diagnosis, and thereby co-im-
plicate the patient's perspective in the delivery of the news” [64]. The
diagnosis is thus communicated in a sensitive manner. ‘Good’ news in-
dicating that no severe causes underlie the complaints is delivered as a
form of bad news. Depending on patient expectations, ‘good’ diagnostic
news is closely akin to bad news [65] without its potentially life-threa-
tening consequences. Whereas some patients find the diagnosis of MUS a
relief since they worried about potentially harmful underlying diseases,
others perceive the diagnosis as ‘bad’ news since uncertainty remains
about the cause (and treatment) of symptoms. Treating the delivery of a
MUS diagnosis as a form of bad news may help facilitate the commu-
nication between healthcare providers and some patients with MUS
during consultations that are frequently perceived as challenging.

4.3. Strengths and weaknesses

This review was the first to synthesize interactional studies of
medical consultations about MUS. Rather than examining post-hoc
patient views or provider experiences, we reviewed previous studies of
naturally-occurring patient-provider interactions. We performed a sys-
tematic review according to PRISMA guidelines with extensive sear-
ches, independent selection and assessment of the included studies
based on updated quality assessment instruments, and extensive dis-
cussions about the dimensions arising from the studies.

There are, however, some limitations to the review. First, consulta-
tions were mostly recorded in specialized healthcare settings with
healthcare providers who had a special interest in the care of MUS pa-
tients. Patients experienced relatively severe complaints, and studies
applied very diverse inclusion criteria since no gold standard exists for
the operationalization of MUS (e.g. a minimum of four to six complaints
[46], or follow-up consultations [41]). Though research has shown that
certain practices in MUS consultations may be universal for different
medical settings (i.e. neurology and psychotherapy) [66] or for different
types of complaints [63], we found no evidence that specific practices
described in individual studies account for all MUS interactions.

Second, though studies in this review [28,44] and quantitative
analyses [35,67] suggest that healthcare providers and patients some-
times use language differently depending on the type of complaints
patients present, our review did not compare consultations involving
patients with medically unexplained symptoms with consultations
where the symptoms did have a medical explanation. Future research is
required to assess the generalizability of these findings for various
medical settings and for different types of complaints.

Furthermore, we faced some challenges with the quality appraisal of
the included studies. For instance, though carefully developed, our in-
ternal validity quality appraisal hardly discriminated between CA stu-
dies, whereas the remaining methods received weaker scores. It re-
mains unclear whether this scoring difference is a result of a stronger
internal validity for CA or a mere product of the quality assessment tool
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itself [68]. For this reason, we did not provide internal validity as-
sessment tables for individual studies. Moreover, external validity was
estimated through description of the data characteristics. Yet some
studies did not provide data characteristics such as patients' demo-
graphic information. This informed us about the quality (or extent) of
reporting rather than external validity issues. Future research should
strive to further develop a method for appraising the internal and ex-
ternal validity of interactional and linguistic research, and critically
assess its applicability for reviewing practices.

4.4. Practice implications

This systematic review shows that healthcare providers and patients
manoeuvre carefully in medical consultations about MUS. Fine-grained
analyses demonstrate that consultations carry a double trouble poten-
tial, and healthcare providers should treat the patient's visit as legit-
imate and attempt to overcome potential friction. Negotiation and
persuasion may enhance agreement between healthcare providers and
patients, which is required for the successful recommendation of
(psychological) treatment. By eliciting patient views and tailoring
symptom explanations, healthcare providers involve patients in con-
structing symptom explanations and treatment opportunities colla-
boratively. Attention to subtle linguistic and interactional aspects is key
for the successful management of MUS consultations.
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