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Abstract 

Background Health care providers often struggle with the management of patients with medically unexplained 
symptoms (MUS), especially in case of a different ethnicity and/or cultural background. These challenges are insuffi‑
ciently addressed in their training.

Objectives A systematic review on education in the field of MUS in a diverse context to improve MUS healthcare 
provider–patient interaction focused on intercultural communication.

Methods Screening of PubMed, Web of Science, Cinahl and Cochrane Library on the keywords ‘Medical unexplained 
(physical) symptoms (MUS)’, ‘Somatoform disorder’, ‘Functional syndrome’, ‘Diversity’, ‘Migrants’, ‘Ethnicity’, ‘Care models’, 
‘Medical education’, ‘Communication skills’, ‘Health literacy’.

Results MUS patients, especially with a different ethnic background, often feel not understood or neglected. Health 
care providers experience feelings of helplessness, which may provoke medical shopping and resource consumption. 
Attitudes and perceptions from undergraduate trainees to senior physicians tend to be negative, impacting on the 
quality of the patient/health care provider relationship and subsequently on health outcomes, patient satisfaction and 
therapeutic adherence. Current undergraduate, graduate and postgraduate education and training does not prepare 
health care providers for diagnosing and managing MUS patients in a diverse context. A continuum of training is nec‑
essary to achieve a long term and lasting change in attitudes towards these patients and trainers play a key role in this 
process. Hence, education should pay attention to MUS, requiring a specific competency profile and training, taken 
into account the variety in patients’ cultural backgrounds.

Conclusions This systematic review identified significant gaps and shortcomings in education on MUS in a diverse 
context. These need to be addressed to improve outcomes.

Key messages 

– Current dominantly biomedical thinking hampers adequate management.

†An Mariman and Peter Vermeir contributed equally to this work

*Correspondence:
Peter Vermeir
Peter.vermeir@uzgent.be
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s40001-023-01105-7&domain=pdf
http://orcid.org/0000-0002-5274-4058


Page 2 of 9Mariman et al. European Journal of Medical Research          (2023) 28:145 

– A continuum of education and training focusing on a biopsychical approach is largely lacking and should be 
enhanced.

– Increasing competencies in intercultural communication in the different levels of health care is needed to 
address the additional complexity of MUS management in a context of increasing diversity.

– In view of the high prevalence of MUS and the obvious gaps detected, research and dedication of health care 
resources should be intensified.

Keywords Medical unexplained symptoms (MUS), Somatoform disorder, Functional syndrome, Diversity, Migrants, 
Ethnicity, Care models, Medical education, Communication skills, Health literacy

Introduction
Offering an acceptable explanatory model to patients 
with medically unexplained symptoms (MUS) remains 
a challenge, especially due to controversy on etiology 
and pathophysiology. Different theoretical explanatory 
frameworks have been validated only to a limited extent, 
and these, in general, integrate biological, psychological 
and social factors (e.g., in the biopsychosocial model, the 
stress–vulnerability model, the stress model, the percep-
tual–cognitive model, the neurobiological model, vicious 
circles and emotions) [1–4]. Even with an acceptable 
explanatory model, the quality of communication will 
determine the health care provider–patient relationship, 
and, in MUS, both this quality of communication and this 
relationship have a positive impact on health outcomes, 
patient satisfaction and therapeutic adherence [5, 6].

Difficulties in communication and appropriate 
approach are even greater in patients with a different 
ethnic background. In an increasingly multicultural and 
diverse society, patients with different racial and eth-
nic backgrounds and refugees experience disparities in 
access to qualitative healthcare [7].

These challenges are insufficiently addressed both in 
graduate and postgraduate training of health care profes-
sionals. To improve healthcare provider–patient interac-
tion in these domains we performed a systematic review 
of the literature on education on MUS in the setting of 
increasing diversity to define gaps as well as areas for 
improvement and derive recommendations.

Materials and methods
A systematic search was conducted on the databases 
PubMed, Web of Science, Cinahl and The Cochrane 
Library using the keywords: ‘Medically unexplained 
(physical) symptoms (MUS),’ ‘Somatoform disorder’, 
‘Functional syndrome’, ‘Diversity’, ‘Migrants’, ‘Ethnicity’, 
‘Care models’, ‘Medical education’, ‘Communication skills’, 
‘Health literacy’. The keywords were internally validated 
by the co-authors. To qualify articles needed to be (1) 
published between January 1, 2002, and September 30, 

2019; (2) available as full text in English; (3) categoriz-
able as original research, reviews, meta-analyses or let-
ters to the editor. Database screening was closed 31st of 
May 2021. Titles and abstracts were reviewed to verify 
inclusion criteria. If all inclusion criteria were present or 
if this remained unclear, the articles were fully read. All 
studies were screened for eligibility by two independent 
reviewers (PV, AM) who reviewed titles, abstracts, and 
full text. All disagreements were resolved by discussion 
and, if necessary, a third reviewer (DV) was consulted. 
Additional literature was obtained through searching ref-
erences in the manuscripts (snowball method).

The results of the search process are summarized into 
a PRISMA flow diagram (Fig. 1) [8]. Out of a total of 909 
papers selected, 326 duplicates were removed.

After screening 583 papers on title and abstract 63 
papers remained for full-text screening. From these, 36 
articles were subjected to quality assessment [9].

Results
MUS or functional syndromes are largely absent from 
the curricula of undergraduate medical training [10]. 
This lack of specific undergraduate training was also 
underpinned in semi-structured interviews of UK 
medical students in their  3rd year of training. Despite 
discussing many matters surrounding chronic fatigue 
syndrome/myalgic encephalomyelitis (CFS/ME), all 
participants reported having received no formal CFS/
ME training to date. Some felt that CFS/ME was not 
included, because the condition was too controver-
sial, complex and unclear; nevertheless, the students 
indicated they would find training to be beneficial in 
their future roles as physicians. Despite this, CFS/ME 
was viewed as psychosocial or psychosomatic and, 
therefore, perceived of lower priority than other ill-
nesses [11]. In interviews with medical educators from 
UK medical schools, different barriers for dedicating 
time in the curriculum to teaching about “unexplained 
symptoms” were identified, such as low priority in 
competition for teaching time or negative attitudes of 
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educators towards functional syndromes. This reflects a 
very low status of “unexplained symptoms” in the pres-
tige hierarchy of diseases among physicians and medi-
cal students as well as the perception of complexity as 
difficult to handle [12–14]. The tendency to look for 
single explanations instead of recognizing the broader 
context of complexity seems strongly embedded in 
both societal and educational thinking [15].

Undergraduate and graduate training fully focuses on 
biomedical disease perspectives. There is an apparent 
discrepancy between the ideal of diagnosable and cur-
able diseases with biological causes and objective find-
ings, learned during medical training, and the reality 
encountered in practice of people suffering from illness 
and social distress, presenting with subjective symptoms 
and need of care. This is evidenced by semi-structured 
interviews of Swedish general practitioners (GPs) and 
specialists from different fields experienced with MUS 
patients. This discrepancy may challenge the physician 
role model and lead to skepticism about conditions, such 
as CFS and fibromyalgia. Conditions regarded as illness 
in the absence of established pathogenetic mechanisms 
and a simple cause–effect relationship were considered 
as less serious than those with recognized disease status 
with established pathogenesis. Moreover, it was shown 
that these patient groups, in particular with fatigue and 
severe disability, do not always gain full access to the sick 
role or recognition of the impact on their disability, in 

part as a consequence of the conditions not being defined 
as diseases [16].

In qualitative in-depth interviews junior doctors in 
the UK identified a significant gap in their training on 
the topic of MUS, particularly in their awareness of this 
topic, the appropriate level of investigations, possible 
psychological comorbidities, the formulation of suitable 
explanations for patients’ symptoms and longer term 
management strategies. Many junior doctors expressed 
feelings of anxiety, frustration, and a self-perceived lack 
of competency in this area. They indicated over-investi-
gating patients or avoiding patient contact altogether due 
to the challenging nature of MUS and experienced dif-
ficulty in managing the accompanying uncertainty. They 
reported feeling helpless and unsure about their role in 
patient management and thought information about 
appropriate referral options, community-based support 
and psychological services would be helpful in ensuring 
longer term management. Finally, they also identified the 
negative attitudes of some senior clinicians and potential 
role models towards patients with MUS as a factor con-
tributing to their own attitudes and management choices. 
Most reported a need for more training during the foun-
dation years and recommended interactive case-based 
group discussions with a focus on providing meaningful 
explanations to patients for their symptoms. Case-based 
discussions and practical communication skills sessions 
were recommended as appropriate teaching methods, 
besides problem-based learning, the use of videos and 

Fig. 1 Review stages based on PRISMA flow diagram
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roleplay with peers or simulated patients. Lecture-based 
teaching on the other hand was not recommended as it 
was considered that the topic of MUS requires an inter-
active approach [17].

Recommendations for improvement include address-
ing tutors’ negative attitudes and behavior towards 
functional syndromes, managing students’ exposure to 
patients with MUS or functional syndromes and identi-
fying credible teachers and champions [10]. A short-cut 
strategy to improve consultations and management in 
this patient group would be to transfer knowledge and 
skills from reflexive and experienced GPs to students and 
junior doctors, enhancing a philosophy shift from cur-
ing to caring [18]. This multimodal approach could also 
include reliable coding methods to evaluate medical clini-
cians’ behavioral care skills in patients with MUS (Behav-
ioral Health Treatment Model), to measure initial skills 
and improvement with training [19]. There is a general 
recognition that the treatment of illness behavior is most 
likely to be effective if it is integrated into the primary 
care medical context, where most patients present for 
care [3]. It has been demonstrated that care recommen-
dations for structuring patient visits, providing reassur-
ance and limiting unwarranted investigations, improve 
physical functioning but not necessarily the psychosocial 
distress that accompanies functional syndromes [3].

In a randomized control study two parallel groups of 
39 patients and 156 patients were interviewed at baseline 
and at 3, 8 and 12  months after an intervention aiming 
to assess the effect of specific communication techniques 
on the self-perceived health of somatizing patients. In 
the intervention group (IG) GPs were trained in offer-
ing a physical explanatory framework and approaching 
sensitive topics in the patient’s experience indirectly. In 
the control (CG) group the GPs used the standard Gold-
berg reattribution technique [20]. Patients in both groups 
improved in all dimensions of the 36 item Medical Out-
comes Study Short Form (MOS SF 36). The evolution 
over time of quality of life was, however, significantly bet-
ter for the IG in five of the eight scales of the MOS SF-36, 
including bodily pain, mental health, physical function-
ing, vitality, and social functioning, and in the utility 
index [5, 21].

In a 2 level cluster randomized trial, GPs were rand-
omized to receive training in reattribution techniques or 
non-specific psychosocial intervention to be applied to 
MUS patients. In the IG a 12 h specific training focused 
on specific skills necessary for the management of soma-
tizing patients consisted of video feedback, role playing, 
video demonstrations, case discussions and modeling 
of desired behavior by the trainers. The CG relied on 
psychosocial primary care, an established compo-
nent of standard GP postgraduate training in Germany. 

Multilevel modeling revealed a reduction of physi-
cal symptoms (P = 0.007), an improvement in physical 
functioning (P = 0.0172), and a reduction of depression 
(P = 0.0211) and anxiety (P = 0.0388) in the IG compared 
with the CG at the 3-month follow-up. However, results 
no longer remained significant after controlling for base-
line and covariate variables besides a reduction of physi-
cal symptoms at 6-month follow-up (P = 0.029) [22].

A program for setting up an Intensive Short Term 
Dynamic Psychotherapy Service for MUS included 
teaching by MUS psychologists involved in university 
teaching programs for medical residents. The primary 
goal of this educational curriculum was to build skills in 
emotional awareness for self and patients. Various educa-
tional tools were integrated in the content areas and the 
learning objectives, including didactic seminaries with 
focus on patients or clinicians, group sessions with role 
play and other experiential exercises, videotaped physi-
cian/patient consultations, creating a library of learning 
resources and collaboration research with opportunities 
for elective placements. In this inclusive educational pro-
gram patients reported significantly decreased somatic 
symptoms in the Patient Health Questionnaire-15 
(d = 0.4). A statistically significant (23%) decrease in 
family physicians’ visits was found in the 6 months after 
attending the MUS service compared to the 6  months 
prior to the intervention. Both patients and primary care 
clinicians reported a high degree of satisfaction with the 
service [23].

The “train the trainer” principle was explored in the 
assessment of the hypothesis that a trained medical fac-
ulty can train residents effectively in a mental health care 
model. In a first step, medical faculty were trained in pri-
mary care mental health in a 15-month program; these 
trained educators subsequently taught internal medi-
cine residents. The latter received approximately 75 h of 
predominantly experiential and comprised training in 
each of three training years. Significant improvements 
were documented in the IG, whereas the CG remained 
unchanged in pre- and post-test measurements for the 
primary endpoint variables of educating and informing, 
motivating, treatment statements, establishing com-
mitment and goals, negotiating a treatment plan, using 
patient-centered non-emotional skills and, finally patient-
centered emotional skills using a dichotomous coding 
procedure. Findings were similarly positive for models of 
patient-centered interviewing and informing and moti-
vating. These improvements in mental health education 
seem highly relevant to MUS patients [24].

Weiland et  al. described the stepwise development 
of an evidence-based post-graduate communication 
skills training program for medical specialists focused 
on patients with MUS to improve specialist interaction. 



Page 5 of 9Mariman et al. European Journal of Medical Research          (2023) 28:145  

A 14-h pilot training program was conducted in two 
groups for a total of 22 neurologists (both staff and 
residents), directed by two senior trainers. The train-
ing model was based on experiential learning and par-
ticularly focused on the improvement of exploration 
and information skills. Especially skills for symptom 
exploration, informing patients about the nature of 
MUS and effectively reassuring patients proved very 
useful. Knowledge about the epidemiology, etiology, 
and treatment of patients with MUS and somatoform 
disorders was selected as the first objective in the train-
ing program. Acquisition of skills in explanation such 
as informing patients about the nature of MUS and 
providing effective reassurance was the second major 
objective. Answering main patient concerns, paying 
attention to the somatic symptoms, sharing conclusions 
based on findings and using clinical experience are key 
elements of effective reassurance. Adequate report-
ing to the referring GP, containing the explanation and 
advice given to the patient about MUS (rather than lim-
iting the approach, analysis, and reporting to the mes-
sage that no explanations were found in the particular 
specialist domain) was defined as the third objective of 
the course. Structured learning techniques and Cumu-
lative Micro Training were used in the design of the 
communication; techniques from Cognitive Behaviour 
Therapy (CBT) were adjusted to improve symptom 
exploration and explanation of MUS by medical spe-
cialists. Medical specialists and residents valued this 
evidence-based training program as highly relevant; 
they reported to profit from the acquired skills and 
experienced more satisfaction in their medical encoun-
ters with MUS patients [25].

In a multicenter RCT Weiland et al. assessed the effec-
tiveness of this 14-h evidence-based communication 
training to improve specialists’ interviewing, informa-
tion-giving skills in MUS consultations. An IG and a CG 
of medical specialists and co-assistants from 11 differ-
ent specialties were compared using videotapes of MUS 
patients attending outpatient internal medicine (n = 193) 
or neurology (n = 94) clinics at baseline (n = 278) and at 
follow-up (n = 200). Education was performed mainly 
on secondary (60%) or tertiary (27%) level. The training, 
concerning exercises, skills, literature, duration and feed-
back was assessed as very useful for daily practice. There 
were indications that trained medical specialists had 
better interviewing and information-giving communica-
tion skills in MUS consultations. Nevertheless, medical 
specialists and residents still experienced consultations 
with MUS patients from different ethnic background 
as extremely difficult. The structure, which facilitated a 
more comfortable relationship with MUS patients, and 
the potential transfer of skills to a broader spectrum of 

patients with psychosocial problems were key elements 
valued by the specialists and medical residents [26].

In a multicenter cluster-randomized trial, the same 
research group evaluated the effects of a communica-
tion training for specialists on the quality of their reply 
letters to GPs about MUS patients. In an analysis of 478 
MUS patients referred to 123 specialists, 80% of the phy-
sicians wrote at least one reply letter; in the assessment 
of 285 reply letters, trained physicians were more likely 
to report (61% vs 37%) and to answer (63 vs 33%) patient 
questions as compared to their untrained colleagues [27]. 
Training improved reply letters in addressing patient 
questions in contrast to GP’s referral questions, as is also 
documented in the mutual communication between spe-
cialists and GPs in general [28]. The issue of insufficiently 
reporting and answering GP’s referral questions may 
depend on the extent and the quality of GP referral let-
ters to specialists [29]. Hence, likely both GPs and medi-
cal specialists need to be trained in writing appropriate 
referral and reply letters to improve health care to MUS 
patients. The reporting of somatic symptoms and of addi-
tional testing were well-developed among specialists with 
little room for improvement and are more likely to be 
part of classic training programs. In contrast, explanation 
of MUS with perpetuating factors in the bio-psychosocial 
model and the procurement of advice to patient and GP 
were only present in 27–41% and 54–69% of the reply let-
ters, respectively, and hence remained areas for improve-
ment. The authors advocated to discuss referral and reply 
letters about MUS patients with experts, to learn about 
ways of improving the exchange of valid information in 
MUS care at the interface between primary and second-
ary care [27].

In a position paper, Betancourt et  al. described the 
contribution of cultural competence training to improv-
ing health outcomes and as one of the multiple strate-
gies for addressing racial/ethnic disparities in health 
care [30]. Cultural competence education is considered 
by the Institute of Medicine a requirement for medical 
school and residency accreditation as well as for continu-
ing medical education credits and medical licensure in 
some US states. Cultural competence training should be 
held to the same standards as other educational interven-
tions and activities and should be evaluated in a stepwise 
fashion using the tools of health services research and the 
principles of quality improvement [30].

In a Delphi panel approach involving 34 experts from 
11 countries a framework was developed of core cul-
tural competencies (CC) for medical schoolteachers. A 
foremost key competency consists of knowledge on key 
concepts including culture and ethnicity, on how social 
and cultural factors can affect health, health-related 
behaviors, and health care and on key patient population 
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groups to be identified in local sites (including but not 
limited to migration history, social conditions, specific 
health care needs, epidemiological data, and risk fac-
tors). A second key competency focuses on attitudes, 
defined as awareness of one’s implicit attitudes, including 
how personal norms, values and biases may affect health 
care provision and how culture shapes individual behav-
ior and thinking, including the cultures of medicine. The 
third and final key competency identified relates to skills, 
defined as the ability to work effectively with an inter-
preter and identify and take into account socio-cultural 
factors that may influence patient care (e.g., provide 
a treatment plan that takes into account the patient’s 
social and cultural context). Cultural competence can 
be included in the curriculum in several ways, either as 
a specific core mandatory component or by ensuring 
CC is integrated into the curriculum wherever relevant. 
Success of integrating CC into the curriculum depends 
heavily on the support of those who develop institutional 
policies [31].

In a systematic review including 34 studies, excellent 
evidence was found that cultural competence training 
improves the knowledge of health care professionals (17 
out of 19 studies in this domain demonstrating a benefi-
cial effect) and good evidence that cultural competence 
training improves their attitudes and skills (beneficial 
effect in 21 of 25 studies evaluating attitudes and in all 
14 studies evaluating skills). Moreover, all three studies 
assessing patient satisfaction turned out positive; how-
ever, no study at that time evaluated patient health status 
outcomes and a single study did not provide clear evi-
dence for a positive impact on adherence [32].

Discussion and recommendations
Current undergraduate training and education does not 
prepare medical students for diagnosing and managing 
patients with MUS, as evidenced in the study by Stenhoff 
et  al. focusing on CFS/ME as a major syndrome within 
MUS. Educational interventions are needed to provide 
students with an acceptable and coherent model of CFS/
ME and to give them the skills and confidence for diag-
nosis and management in their future medical practice. 
Training should not simply focus on students themselves, 
as opinions of senior doctors and medical establishment 
are frequently and through osmotic assimilation acquired 
by students, who perceive their trainers as authorities 
on medical knowledge, through a “hidden curriculum”, 
which includes negative attitudes from clinical staff [11]. 
“Teachers” often consider themselves insufficiently com-
petent to deliver this specific training to students because 
of the lack of standardized training programs and insuf-
ficient clarity and explicitness of the required core com-
petencies [30].

These shortcomings are related to the current medi-
cal culture strongly geared to biomedical thinking, 
stressing disease diagnosis and insufficiently focusing 
on illness and disability, which are prominent in MUS. 
Cultural and socioeconomic factors proved powerful 
predictors of individual somatic symptom perception 
and health care utilization in the domain of functional 
neurologic syndromes [33]. Dualistic health care sys-
tems with separation between somatic and mental 
health disciplines produce delayed diagnoses (with a 
mean estimated duration between onset of somato-
form disorder and first psychotherapeutic and psychi-
atric treatment of 25  years) and increase stigma for 
mental disorders. They stress the need to include avail-
able and validated self-report instruments for screen-
ing and early diagnosis of functional disorders and 
somatic symptom disorders. With the aim to improve 
diagnosis, treatment and health care in patients with 
persistent somatic symptoms the European Network 
published recommendations for core outcome domains 
in the evaluation of interventions (EURONET–SOMA) 
[34]. Early recognition and treatment prevent unneces-
sary suffering and inappropriate health care utilization. 
The approach of functional disorders requires explana-
tory models for the pathway from symptom perception 
to functional syndromes. Access to effective diagnosis 
and treatment for all patients, accounting for cultural 
background, an emphasis on patient empowerment and 
early participation in the treatment process are key to 
outcome improvements. This implies enhancements in 
interdisciplinary training and collaboration between 
somatic and mental health disciplines.

It all starts at the roots of training health profession-
als. In spite of a lack of research into training students to 
diagnose and manage MUS, it needs to be acknowledged 
that there is a need to raise awareness about MUS during 
undergraduate teaching, with more formalized in-depth 
and clinically relevant, interactive teaching and training 
provided at times of greater clinical exposure such as 
during the foundation years or later during core medical 
training [35]. This should be based on own case experi-
ences to encourage (inter)active group discussion [17]. 
Training should focus on communication techniques, 
particularly in relation to the communication of negative 
test results and specific examples of delivering physiolog-
ical and psychological explanations for symptoms. Future 
interventions in the communication between trained GPs 
and their patients need to help patients to make sense of 
the complex nature of their problems. The aim is to reas-
sure that medical attention to psychosocial factors does 
not preclude vigilance to physical disease and to establish 
a quality of relationship in which patients do not perceive 
psychosocial enquiry as inappropriate and thus create 
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an environment in which physicians can support patient 
self-management [36]. Even after single and focused 
training programs, booster sessions will be required to 
retain long term teaching effects.

These possible interventions include evidence-based 
but understandable simplifications of biological mecha-
nisms, such as pain sensitization in chronic pain, as well 
as the use of encompassing metaphors (“if the human 
being cannot talk, the body will talk” or “the body keeps 
the score”, applicable to a significant number of chronic 
pain/fibromyalgia/PTSD patients). These biological 
mechanisms nevertheless need to remain embedded in 
the broader conceptualization of illness within a bio-psy-
chosocial framework.

At the next career level, there is an urgent need to 
improve postgraduate training on MUS and avoid over-
investigation, as current training does not equip jun-
ior physicians with the necessary knowledge and skills 
to effectively and confidently treat these patients whose 
prevalence and relevance are found in virtually all areas 
of medicine. Training needs to focus on practical skill 
development to increase clinical knowledge in areas, 
such as delivering suitable explanations, and to incorpo-
rate individual management strategies to help junior doc-
tors tolerate the uncertainty and complexity associated 
with MUS [17]. Finally, it is recommended that patients 
with MUS are involved in the development of training 
and how it should be delivered [11].

Postgraduate education in MUS focused on knowledge 
and communication skills is both relevant and necessary 
in general as well as in specialist care [25]. A structured 
MUS focused communication training program sig-
nificantly increases the interviewing and information-
giving skills of medical specialists and residents [26]. 
This approach proved feasible and effective. It is recom-
mended to incorporate these training models into post-
graduate education for medical specialists and residents, 
who often encounter MUS patients. In view of the high 
prevalence of these functional syndromes across special-
ties, this training probably should be generic. Interven-
tion studies in primary care have demonstrated that GP 
training in specific communication techniques on self-
perceived health as well as in reattribution techniques 
or psychosocial intervention improved patient physical 
and mental quality of life, although high levels of health 
anxiety are likely to mitigate the positive effects of reat-
tribution [20, 37]. Although cultural competence training 
improved knowledge, attitudes and skills in health care 
professionals, this translation into effective improve-
ments of quality of life in MUS patients has not been 
documented yet [32]. Monitoring and evaluating patient-
centered care for ethno-cultural communities allows for 
improvements in the delivery of culturally competent 

health care; future research should include development 
of patient-centered quality indicators for measuring cul-
tural competence that also reflect cultural humility and 
the involvement of ethno-cultural communities in their 
development and implementation. This recent systematic 
review confirmed that the focus has rather been on struc-
tural and process than on outcome indicators [38].

Achieving a continuum of training is hence necessary 
to achieve a long term and lasting change in attitudes 
towards MUS patients. Senior or peer health profes-
sionals are significant role models and are key in shaping 
and altering trainees’ attitudes; hence, negative attitudes 
towards MUS patients are likely to be passed on to train-
ees. Attitude development through increased knowl-
edge and skills needs to cut as transversally as possible 
through the whole of health care, and not remain lim-
ited to specialized units, as MUS presentations are likely 
and often prevalent in many health care settings. Atti-
tudes of clinical tutors towards patients with MUS hence 
need to be addressed and rendered more positive, hope-
ful and evidence-based. The effectiveness of interven-
tions aimed at improving attitude needs to be assessed 
in future research. This underscores that educational 
interventions to equip students to work effectively with 
patients presenting with functional syndromes/somatiza-
tion/MUS needs to be supplemented by addressing the 
learning needs of medical educators and clinical tutors 
to have significant impact. This probably holds true even 
stronger for patients with a different ethnic backgrounds 
and migrants or refugees.

Indeed, increasing diversity due to migration and the 
presence of large groups of refugees from crisis areas 
leads to specific challenges, such as taking into account 
health competencies or “health literacy”, proper com-
munication in spite of language barriers. Misunder-
standings due to cultural differences in perceptions of 
illness/disease concepts and their treatment need to be 
avoided [38]. These challenges and barriers need to be 
recognized as well as acknowledged by caregivers and 
be approached in the correct manner to guarantee and 
enhance the delivery of high-quality care. This requires 
specific knowledge, attitudes, and skills. Medical teach-
ers agree that this can only be achieved through specific 
training in the medical curriculum [31]. Specific train-
ing programs should be mandatory and aim at enhanc-
ing cultural competence both in health organizations and 
individual health professionals, including cultural com-
petencies specific for the care of immigrant patients [38]. 
These programs may include training in working with 
interpreters and in other cultural competences to allow 
effective and safe practice in a multicultural society. Cul-
turally competent health care settings include the provi-
sion of interpreters, clear policies, and procedures about 
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how to use them effectively, and cultural competency 
education for health service providers that contains edu-
cation on how culture (including their own) affects their 
institutions, practices and attitudes. This again needs to 
be included early in the training of health care profes-
sionals as well as throughout their professional careers in 
a philosophy of life-long learning. Cultural competence 
among health professionals indeed needs to be viewed 
as a strategy to ensure equal access to healthcare across 
diverse groups and to ensure that patients receive care in 
proportion and in accordance with their needs [31].

Conclusion
Educational policy makers need research-based curricu-
lar information to guide a restructuring of medical educa-
tion, that better aligns with societal needs. The reported 
interventional trials on feasible programs of communica-
tion and reporting teaching on MUS and on improved 
mental health education using the mental health care 
model as well as patient-centered interviewing, inform-
ing, and motivating, provide inspiration for such reforms 
of under- and postgraduate teaching [26]. There is a need 
for a competency framework that describes the knowl-
edge, attitudes, and skills on (intercultural) communica-
tion and MUS to be acquired throughout the continuum 
of medical education.
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