Using health psychology to help patients: managing chronic physical symptoms
Chest pain and palpitations, non-malignant pain, breathlessness and fatigue often endure despite
the receipt of appropriate nursing and medical care. This is distressing for patients, impacts on their
quality of life and ability to function and is associated with high healthcare usage and costs. The
cognitive behavioural approach offers nurses a model to understand how people's perceptions and
beliefs and their emotional, behavioural and physiological reactions are linked. Common ‘thinking
errors’ which can exacerbate symptom severity and impact are highlighted. Understanding of this
model may help nurses to help patients cope better with their symptoms by helping them to come
up with alternative more helpful beliefs and practices. Many Improving Access to Psychological
Therapy services offer support to people with chronic physical symptoms and nurses are encouraged
to sign post patients to them.
In this article, the authors discuss how health psychology can help nurses to help patients to manage
physical symptoms which have become chronic. That is those symptoms which continue despite the
patient receiving appropriate nursing and medical care. Effective management of chronic symptoms
is important for the NHS since patients with such symptoms incur high healthcare costs often
through frequent but avoidable use of primary and emergency care (Celano et al, 2016; Kohlmann,
Gierk, Hilbert, Brähler and Löwe, 2016; Kroenke, 2014; McDaid and Park, 2015). Nurses in a variety
of fields will encounter patients with chronic physical symptoms. Among the most common are nonmalignant pain, acute chest pain and palpitations, breathlessness and fatigue. These symptoms, the
scale of the problem and their impact is summarized briefly below. We then discuss the dominant
health psychology model for understanding chronic symptoms – the cognitive behavioural model.
Non-malignant pain
Normal tissue healing time is considered to be between three to six months. Non-malignant pain is
termed chronic when it has persisted beyond this time and is without apparent biological cause
(Mersky and Bogduk, 1994). Chronic pain is extremely common. In one study across 15 European
countries and Israel 19% of adults surveyed (n= 46,394) reported chronic pain of moderate to severe
intensity (Breivik et al, 2006). Over 25% of adult Americans report chronic pain (National Centers for
Health Statistics, 2006). The most common types of chronic pain are musculoskeletal, back, and
headache/migraine (Kroenke, 2014; National Centers for Health Statistics, 2006). Chronic pain is
associated with impaired quality of life, high levels of psychological distress and reduced levels of
employment resulting in economic disadvantage for affected individuals and their families (Breivik et
al, 2006). However, management of chronic pain is often less than optimal. Breivik and colleagues
reported that a third of the people with chronic pain were not receiving pain management and only
2% were receiving specialist pain treatment (Breivik et al, 2006).
Chest pain
Chest pain may be due to angina pectoris where insufficient oxygenated blood can reach the heart
muscle due to coronary arteries being blocked by atheroma (fatty deposits). Angina, which occurs at
rest, worsens (crescendo angina), is severe and new onset may be an indicator of an impending
heart attack. This kind of angina is termed unstable or atypical angina. Patients need to be educated
about this so that they will seek appropriate and timely help. However, here we are concerned with
stable angina (also known as typical angina or effort angina). This kind of angina is predictable,
brought on by exercise or emotion, and is often relieved following pro re nata glyceryl trinitrate
medication (prn GTN). However, enduring chest pain is common in people with coronary heart
disease (CHD). In one UK cohort study (n = 803) of primary care CHD patients, 44% reported current
chest pain despite receiving treatment (Walters et al, 2014). Chest pain may also be experienced by

people with normal coronary arteries known as ‘non-cardiac chest pain (NCCP)’ or ‘non-specific
chest pain’. Up to 75% of people attending rapid access chest clinics may have NCCP (Debney and
Fox, 2011). NCCP is associated with high levels of psychological distress, work absenteeism and
impaired quality of life (Fass and Achem, 2011; Parkash et al, 2009; Robertson et al, 2008). The
experience of chest pain is similar whether or not chest pain has a cardiac origin (Marks et al, 2014).
Palpitations
Cardiac palpitations may also be experienced by people with or without heart disease (Lee et al
2014). Palpitations are rapid thumping or fluttering sensations in the chest or throat which last from
a few seconds to several minutes. Palpitations may be due to an adrenaline surge following
emotional excitement or physical exertion, lifestyle factors (eating rich foods, excess
caffeine/alcohol, recreational drugs/ tobacco) or panic attacks. They are also commonly associated
with anaemia, hypotension (low blood) pressure, thyroid problems, hypoglycaemia (low blood sugar
levels), dehydration, menopause, menstruation and pregnancy. Some medications, such as ventolin
or thyroxine, may cause palpitations (Lee, Hemingway, Harb, Crake and Lambiase, 2012).
Alternatively, palpitations may be due to cardiac arrhythmias. The most common being atrial
fibrillation (AF), a risk factor for stroke (Lane et al, 2013). Whatever their origin, palpitations are
associated with increased anxiety and reduced quality of life (Hoefman et al 2007, Thrall et al 2006).
Breathlessness
Chronic breathlessness or shortness of breath is associated with a range of conditions including
respiratory diseases (for example chronic bronchitis, emphysema, asthma), heart diseases (for
example heart failure, coronary heart disease, atrial fibrillation), anaemia, panic attacks and lung
cancer. Breathlessness may also occur in the absence of a physiological origin in ‘hyperventilation
syndrome’ where the individual breathes too deeply or rapidly. This causes other symptoms
including chest tightness, dizziness, tremor and paraesthesia (Jones et al, 2013). In chronic
obstructive pulmonary disease (COPD), breathlessness, along with reduced mobility and function,
has been found to have the biggest impact on quality of life (Wortz et al, 2012; Barnett, 2005).
Fatigue
Fatigue is extreme or unusual tiredness and represents a continuum from tiredness to exhaustion
(Ahlberg et al, 2003). The physiological mechanisms of fatigue are poorly understood (Sharpe and
Wilks, 2002) but it is a commonly reported symptom in many long term conditions. It may also be an
individual’s main problem, for instance with chronic fatigue syndrome, which has no known or
agreed medical cause. The prevalence of persistent fatigue in the general population has been
reported to be from 5-20%. In 5-10% percent of primary care patients, fatigue will be the reason for
their visit, and a secondary symptom in a further 5-10% (Sharpe and Wilks, 2002).
Cognitive behavioural understanding of chronic physical symptoms
The cognitive behavioural model (CBM) was first proposed to describe human mental distress (Beck,
1967). It describes how people’s perceptions of and beliefs about situations and their emotional,
behavioural, and physiological reactions are linked. More recently, CBM has been used to explain
the importance of cognitive and behavioural factors in the development and maintenance of
common physical symptoms. Symptom management informed by CBM has been found to be
effective (Kroenke, 2014). CBM proposes that some thoughts and beliefs unhelpful to the individual,
and if changed would facilitate healthier behaviours. These are known as ‘thinking errors’ or
‘cognitive distortions’. Common thinking errors and symptom-specific examples are described in
Table 1.
Table 1: Common thinking errors
Thinking error
Definition

Symptom-specific example

Magnification

Over-estimating the seriousness

Rumination

Compulsively focusing

Helplessness

Under-estimating amount of
control
Predicting the worse possible
outcome

Catastrophizing

I am always so tired, there must be
something seriously wrong with me
I can’t stop thinking about this pain, I will
never be better
I am too breathless to do anything
I have chest pain again, I could have a
heart attack at any minute

It is easy to see how the thoughts in table 1 may cause individuals distress and affect their health;
this has been demonstrated through research. For instance, in chronic pain a combination of these
thinking errors was associated with impaired physical and psychological health and function, worse
response to treatment and increased pain intensity (Quartana et al, 2009; Sullivan et al, 2004).
People with chest pain or palpitations commonly demonstrate a fear of these bodily sensations and
believe that they are always serious/catastrophizing (Jonsbu et al, 2010). In coronary heart disease,
non-cardiac chest pain and palpitations, catastrophizing and fear of bodily sensations have been
found to be associated with panic, worse health and unnecessary health service use (Furze et al,
2003; Jonsbu, et al 2010).
Panic may also make breathlessness worse. The cognitive behavioural model of panic predicts a
vicious cycle of catastrophic misinterpretation of the cause and/or consequences of breathlessness
(i.e believing that the breathlessness is worse than it is), which leads to increased fear and
sympathetic arousal(Clark, 1986). This in turn exacerbates breathlessness. Carers or other observers
of breathlessness and panic may also respond with alarm, due to feelings of helplessness,
inadvertently reinforcing the individual’s panic and escalating the problem (Howard and Dupont,
2014). Thinking errors also lead to unhelpful behaviours, for example, in people who are
experiencing breathlessness, concurrent panic has been linked to overuse of medication, constant
over-vigilance for signs of breathlessness and inappropriate use of health services (Heslop and Foley,
2009). Another common but unhelpful behavior is avoiding any activity that may trigger symptoms.
The ‘Fear-avoidance model’ below explains why this happens (Vlaeyen and Linton, 2000).
Fear-Avoidance Model (Vlaeyen & Linton 2000)
A belief that a symptom means that the body is damaged and that disability will ensue leads to an
excessive fear of that symptom and avoidance of any activity the individual believes might cause it
(Vlaeyen and Linton, 2000), illustrated in Figure 1.
Figure 1: Example of Fear-Avoidance model
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In pain, fear-avoidance is associated with lower tolerance of pain (Verbunt et al, 2010). In fatigue,
leads to reduced exercise tolerance leading to a vicious cycle of further deconditioning and inactivity
(White et al, 2011). Breathless people have also been observed to avoid any activity which causes
breathlessness, resulting in worse health, social isolation, depression, continued smoking and a lack
of motivation for self-management (Heslop and Foley, 2009; Livermore et al, 2010).
Furthermore, not being able to perform desired activities may lead to feelings of frustration,
particularly the case for ‘perfectionists’, who have thinking errors such as “I should do more”, “I am
useless because I can’t do anything”. In fatigue, these thinking errors may motivate the person to
‘push themselves’ or overdo things during the times when they are feeling better. This may cause
more fatigue requiring increased resting, more frustration and then more ‘overdoing of things’,
known as a ‘boom and bust’ cycle (Burgess and Chalder, 2009). It is this pattern of behaviour that
may prevent people from developing a balanced lifestyle.
Symptom Management
Understanding of common thinking errors and behaviours associated with chronic physical
symptoms has led to the development of effective cognitive-behavioural therapy (CBT) for all the
symptoms discussed here:
 Non-malignant pain (Glombiewski et al, 2010)
 Chest pain in people with diagnosed CHD (Lewin et al, 2002)
 Chronic stable angina (Moore et al, 2007)
 Non-cardiac chest pain (Kisely et al, 2012)
 Palpitations (Jonsbu et al, 2010)
 Breathlessness (Coventry and Gellatly, 2008; Howard and Dupont, 2014)
 Fatigue (White et al, 2011)
Protocols for specific symptoms vary, but the CBT approach is to challenge misconceptions that all
symptoms are bad and should be avoided. CBT therapists use education, behavioural experiments
(helping the patient to test the effect of activity) and opportunities to experience symptoms in a safe

environment (known as exposure, for example from pulmonary or cardiac rehabilitation). Through
this, the individual learns to accept and manage their symptoms, leading to less restriction and
improved functioning (Farver-Vestergaard, Jacobsen and Zachariae,2014). In England all nurses can
refer patients for CBT to their local Improving Access to Psychological Therapy (IAPT) service, a
primary care level talking therapies service for mild to moderate anxiety and depression (Clark,
2012). Many of these services offer specific support for people living with long term physical health
conditions Despite this service being widely available in England there is a low take up from certain
groups, particularly those over the age of 65 years and from the BAME community (Brown et al
2014). Nurses can play an important role in helping people who are struggling to manage chronic
physical symptoms in accessing this support and a directory of IAPT services is provided on the NHS
Choices website (http://www.nhs.uk/pages/home.aspx). Nurses may also be able to help patients to
cope better with their symptoms by identifying and challenging unhelpful beliefs and by helping
them to come up with alternative beliefs which disrupt the fear-avoidance cycle.
Conclusion
This article focuses on a cognitive behaviour understanding of chronic physical symptoms.
Furthermore, as with all chronic conditions, self-management is key. Most symptoms will be
improved by losing weight, staying active, taking medications, adhering to treatment regimens such
as physiotherapy, and coping with distress. The behaviour change techniques described in our
previous articles, and detailed in Barley 2016, will therefore be relevant when managing patients
who are experiencing chronic physical symptoms.
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