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Abstract:  
 

Nursing care for patients presenting with overlapping physical symptoms and 

psychological distress poses significant challenges in clinical practice. Often, these 

patients exhibit complex profiles where physical ailments, such as chronic pain, fatigue, 

or gastrointestinal issues, coalesce with psychological conditions like anxiety and 

depression. This interplay creates a diagnostic dilemma, requiring nurses to adopt an 

integrative approach for care. Accurate assessment is crucial; nurses need to utilize 

effective communication skills to elicit a comprehensive understanding of the patient's 

symptoms while being sensitive to the emotional factors influencing their health. 

Furthermore, distinguishing between somatic and psychological origins of symptoms 

demands a nuanced perspective, as medical interventions may inadvertently overlook 

underlying mental health issues, potentially exacerbating the patient's condition and 

hindering recovery. The complexity of managing these patients is further compounded 

by the stigma associated with mental health. Nurses often encounter resistance or 

disbelief from patients who may fear being labeled as hypochondriacal or 'not really 

sick.' This presents an additional barrier to providing holistic care, as it can inhibit 

patients from fully engaging in their treatment plans. Integrating psychosocial support 

into nursing care, while maintaining vigilance in monitoring physical symptoms, is 

essential for fostering a therapeutic environment. Collaboration with interdisciplinary 

teams, including mental health professionals, can enhance the quality of care provided 

to these individuals. Ultimately, a compassionate approach that acknowledges the 

intertwined nature of physical and emotional health is vital for effective management, 

leading to improved outcomes for patients experiencing these overlapping challenges. 

 

1. Introduction 
 

The contemporary healthcare landscape presents 

clinicians with a patient population of increasing 

complexity, where the clear delineation between 

physical disease and psychological illness has 

become profoundly blurred. At the heart of this 

challenge lies the care of patients presenting with a 

confounding intertwining of somatic symptoms and 

significant psychological distress. This overlap 

creates a clinical labyrinth for nursing 

professionals, who are tasked with providing 

holistic, patient-centered care amidst diagnostic 

uncertainty, intricate symptom interplay, and 

systemic barriers. The phenomenon is not rare; it is 

a pervasive reality across medical specialties, from 

cardiology and gastroenterology to neurology and 

oncology. Patients with conditions such as irritable 

bowel syndrome, chronic fatigue syndrome, 

fibromyalgia, non-cardiac chest pain, and many 

chronic illnesses frequently experience a 

constellation of physical symptoms—pain, fatigue, 

gastrointestinal upset, palpitations—that exist in a 

dynamic, bidirectional relationship with 

psychological states like anxiety, depression, 

trauma, and health-related fear [1, 2]. 

This confluence presents a fundamental challenge 

to the traditional biomedical model, which often 

seeks a singular, pathophysiological cause for 

somatic complaints. When such a cause is not 

readily identifiable, or when the severity of 

symptoms seems disproportionate to observable 

pathology, patients can find themselves on a 

frustrating odyssey of specialist referrals, 

inconclusive tests, and, unfortunately, sometimes 

implicit or explicit dismissal of their suffering as 

"all in their head" [3]. This iatrogenic journey often 

exacerbates psychological distress, fostering 

feelings of invalidation, helplessness, and alienation 

from the healthcare system. Consequently, the 

patient’s presentation becomes further complicated 

by iatrogenic harm and profound distrust. 

For the nurse, positioned at the epicenter of direct 

and sustained patient contact, these challenges are 

magnified. Nursing’s philosophical commitment to 

holistic care—attending to the biological, 

psychological, social, and spiritual dimensions of 

the person—is both the most appropriate 

framework for managing such patients and the 

source of immense professional strain. The nurse 

must concurrently be a skilled clinician assessing 

vital signs and symptom progression, a detective 

piecing together clues from the patient’s narrative, 

a therapeutic communicator building trust amidst 

frustration, a patient educator navigating 

misinformation, and a care coordinator within a 

often-fragmented system. This role is executed 

while navigating the inherent tension between the 

patient’s subjective, lived experience of illness and 

the objective, sometimes contradictory, data from 

diagnostic tests [4]. 

The scope of the problem is vast. Epidemiological 

studies consistently demonstrate a high prevalence 

of comorbid anxiety and depressive disorders in 

patients with chronic physical conditions. For 

instance, the prevalence of major depression in 

patients with coronary artery disease is estimated to 

be three times higher than in the general population, 
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significantly impacting recovery and mortality [5]. 

Conversely, individuals with primary psychiatric 

disorders, such as panic disorder or severe 

depression, frequently present with prominent, 

disabling physical symptoms that are the initial 

reason for seeking medical care [6]. This overlap is 

not merely coincidental but is underpinned by 

shared neurobiological pathways. The 

dysregulation of the hypothalamic-pituitary-adrenal 

(HPA) axis, inflammatory cytokine activity, and 

autonomic nervous system dysfunction serve as 

common final pathways that can manifest as both 

physical symptoms (e.g., pain, fatigue, GI motility 

changes) and psychological states (e.g., anhedonia, 

anxiety, cognitive fog) [7, 8]. 

 

2. The Diagnostic Conundrum: Assessment and 

Differentiation Challenges 

 

The initial and perhaps most formidable challenge 

in caring for patients with overlapping symptoms 

lies in the domain of assessment and diagnostic 

ambiguity. Nurses are often the first and most 

consistent clinicians to engage with the patient’s 

story, making their observational and assessment 

skills critical. However, this process is fraught with 

complexity. The primary difficulty is differentiating 

between symptoms that have a primary 

pathophysiological origin, those that are 

psychosomatic or somatoform in nature, and those 

that exist in a perpetuating cycle. For example, a 

patient presenting with chest pain may be 

experiencing angina, a panic attack, 

gastroesophageal reflux, musculoskeletal pain, or a 

terrifying combination thereof. The nurse’s initial 

triage and ongoing assessment directly influence 

diagnostic trajectories and resource utilization. 

A significant challenge is the phenomenon of 

symptom amplification. Psychological distress, 

particularly anxiety and hypervigilance, can lower 

the threshold for perceiving bodily sensations and 

intensify their perceived severity. A normal somatic 

cue, like a skipped heartbeat or a transient muscle 

twinge, can be catastrophically interpreted by an 

anxious patient, leading to heightened distress and 

further autonomic arousal, which in turn generates 

more physical symptoms (e.g., tachycardia, 

dyspnea) [9, 10]. The nurse must assess the 

symptom’s characteristics while simultaneously 

gauging the patient’s cognitive and emotional 

response to it. This requires moving beyond a 

simple checklist of symptoms to explore their 

meaning, timing, triggers, and the associated 

emotional state. However, without adequate time 

and training in psychosomatic medicine, nurses 

may feel ill-equipped to conduct such nuanced 

assessments, potentially defaulting to a purely 

physical or a dismissively psychological 

framework. 

Furthermore, nurses must contend with the 

limitations and potential harms of the medical 

investigative process. Patients with medically 

unexplained symptoms or complex overlaps often 

undergo extensive, repetitive, and invasive 

diagnostic testing in a quest for certainty. Nurses 

are involved in facilitating these tests, educating 

patients about them, and managing the anxiety they 

provoke. When tests repeatedly return "within 

normal limits," a crisis of meaning occurs for both 

patient and clinician. The patient may feel their 

experience is invalidated, while the nurse may 

grapple with frustration and uncertainty about how 

to proceed. This dynamic can inadvertently 

reinforce illness behavior, as the patient seeks yet 

another test to prove the reality of their suffering 

[11, 12]. The nurse’s role in navigating this 

"diagnostic odyssey" is delicate: advocating for 

necessary medical investigation to rule out serious 

pathology, while also helping the patient and the 

team recognize when further testing may be more 

harmful than helpful, shifting the focus toward 

management and functional improvement. 

 

3. The Crucible of Trust: Establishing and 

Maintaining the Therapeutic Relationship 

 

The foundation of effective nursing care for any 

patient, but especially for this population, is a 

strong, trusting therapeutic relationship. However, 

establishing this trust is uniquely challenging. 

Many patients with overlapping physical and 

psychological distress have past experiences of 

feeling dismissed, labeled, or misunderstood by 

healthcare providers. They may approach new 

clinical encounters with defensiveness, anger, or a 

detailed, rehearsed narrative of their medical 

history—a phenomenon sometimes termed "the 

catalogue of illnesses" [13]. The nurse must break 

through this wall of justifiable mistrust to form a 

collaborative partnership. 

This requires a radical form of validation. 

Validation does not mean uncritically agreeing with 

a specific etiological belief the patient may hold, 

but rather acknowledging the authenticity of their 

suffering and the reality of their symptoms. A 

statement like, "I can see how exhausting and 

frightening these symptoms have been for you, 

regardless of what the tests show," can be 

profoundly powerful in building rapport [14]. The 

nurse must resist the urge to offer premature 

reassurance (e.g., "There’s nothing wrong with you, 

it’s just stress"), which patients often experience as 

dismissive. Instead, skillful communication 

involves listening actively to the full narrative, 
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expressing empathy for the distress caused by both 

the symptoms and the frustrating healthcare 

journey, and explicitly aligning with the patient 

against the problem of their suffering. 

Countertransference—the nurse’s emotional 

reaction to the patient—poses a significant threat to 

this relationship. These patients can evoke strong, 

often negative, emotional responses in caregivers, 

including frustration, helplessness, aversion, and 

even anger. When a patient’s distress seems 

disproportionate, their demands excessive, or their 

progress minimal despite considerable effort, 

nurses may experience burnout and compassion 

fatigue. Unconscious feelings of incompetence can 

arise when standard nursing interventions fail to 

alleviate symptoms [15, 16]. If unacknowledged 

and unmanaged, these feelings can lead to subtle 

behavioral changes: spending less time with the 

patient, adopting a cold or mechanical demeanor, or 

engaging in avoidant care. Recognizing and 

managing countertransference through reflective 

practice, clinical supervision, and peer support is 

not a luxury but a clinical necessity to prevent 

relationship rupture and provide consistent, 

compassionate care. 

 

4. The Communication Tightrope: Balancing 

Truth, Hope, and Reality 

 

Effective communication is the vehicle for both 

assessment and therapeutic intervention, yet it 

presents a constant tightrope walk for the nurse. 

One of the most delicate tasks is explaining the 

biopsychosocial model to patients in a way that is 

acceptable and empowering, rather than offensive 

or re-traumatizing. Many patients have deep-seated 

fears that their symptoms are being attributed to 

"madness" or that they are being accused of 

fabricating their illness. Introducing the concept of 

the mind-body connection must be done with 

immense sensitivity, emphasizing that 

psychological distress can have very real, physical 

manifestations through well-established 

physiological pathways (e.g., stress hormones 

affecting gut motility or muscle tension) [17]. 

Framing this as a sign of the body’s 

interconnectedness, not a weakness of character, is 

crucial. 

Nurses must also navigate the patient’s, and often 

the family’s, health beliefs and explanatory models. 

Patients may arrive with self-diagnoses from 

internet research, strong beliefs about specific 

causes (e.g., toxins, rare infections), or entrenched 

views that only a purely physical treatment will 

suffice. Challenging these beliefs directly often 

leads to resistance and breakdown of the alliance. 

Instead, a motivational interviewing approach can 

be invaluable. This involves exploring the patient’s 

perspective with curiosity, acknowledging their 

own expertise in their experience, and gently 

guiding them toward considering additional 

information or alternative strategies that align with 

their core values, such as improving function or 

reducing suffering [18]. For example, rather than 

debating the cause of chronic pain, a nurse might 

say, "I hear that finding the root cause is very 

important to you. While we continue to explore 

that, would you be willing to also work with me on 

some strategies that others in similar situations have 

found helpful for managing the pain day-to-day?" 

Furthermore, communication with the broader 

healthcare team about these patients is laden with 

potential pitfalls. Documenting and presenting a 

patient’s case requires precise language to convey 

complexity without perpetuating stigma. Terms like 

"somatizer" or "frequent flyer" are pejorative and 

clinically unhelpful. Instead, objective description 

of symptoms, functional impact, observed affective 

states, and the patient’s own concerns is essential 

[19]. The nurse often acts as a translator and 

advocate within the team, ensuring the patient’s 

subjective experience is accurately represented in 

rounds and care plans, and challenging any 

tendency toward dismissive labeling. 

 

5. The Management Paradox: Interventions for 

Intertwined Symptoms 

 

Developing and implementing a plan of care for 

patients with overlapping symptoms is fraught with 

paradoxical challenges. The first paradox is that 

traditional, single-modal interventions often fail. 

Administering analgesia for pain that is maintained 

by central sensitization and catastrophizing 

thoughts, or providing a benzodiazepine for anxiety 

that is triggered by dyspnea from an underlying 

lung condition, offers only partial and temporary 

relief at best, and risks iatrogenic harm at worst 

[20]. Nursing care must therefore be inherently 

multimodal and integrative. 

Non-pharmacological interventions become 

paramount, yet their implementation requires skill 

and persistence. Techniques such as mindful 

breathing for anxiety and pain, pacing activities for 

fatigue management, and graded exercise for 

deconditioning are core nursing responsibilities for 

patient education and coaching. However, 

introducing these when a patient is desperately 

seeking a "cure" can be met with resistance or 

perceived as the nurse not taking their physical 

symptoms seriously. The nurse must frame these 

strategies as active, evidence-based treatments that 

target the underlying dysregulated physiological 

systems (e.g., calming the nervous system, 
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rebuilding tolerance) rather than as psychological 

coping tips [21, 22]. 

The management of polypharmacy presents another 

major challenge. These patients are often on 

complex medication regimens from multiple 

specialists: analgesics, gastrointestinal agents, 

antidepressants, anxiolytics, and sleep aids. Nurses 

are responsible for administering these medications, 

monitoring for side effects, and assessing for 

effectiveness. A critical challenge is identifying and 

managing iatrogenic contributions to the symptom 

complex. For instance, the sedating side effects of 

certain medications can exacerbate fatigue and 

cognitive dysfunction, while the withdrawal effects 

or tolerance development to opioids or 

benzodiazepines can create new cycles of physical 

and psychological symptoms [23]. The nurse must 

be a vigilant observer, connecting changes in 

symptom patterns to medication schedules and 

advocating for regular, collaborative medication 

reviews with the prescribing team to simplify 

regimens and reduce harm. 

Perhaps the ultimate goal of nursing management in 

this context is fostering self-efficacy and functional 

improvement, rather than aiming for complete 

symptom elimination—a goal often perceived by 

patients as settling for less. Helping a patient shift 

their focus from "Why do I have this?" to "How can 

I live well despite this?" is a profound therapeutic 

endeavor. This involves collaborative goal-setting 

around concrete, achievable functional outcomes 

(e.g., "attending my daughter’s school play" or 

"cooking a meal twice a week") rather than abstract 

symptom reduction. The nurse’s role is to celebrate 

these functional victories, however small, thereby 

reinforcing a sense of agency and progress in a 

journey often characterized by stagnation [24]. 

 

6. The Systemic Maze: Interdisciplinary 

Collaboration and Healthcare Barriers 

 

The complexity of these patients’ needs inherently 

demands a cohesive, interdisciplinary team (IDT) 

approach, ideally involving physicians, nurses, 

psychologists, physiotherapists, social workers, and 

pharmacists. The nurse frequently serves as the 

central coordinator and communicator of this team. 

However, effective interdisciplinary collaboration 

is often more an ideal than a reality, creating a 

significant systemic challenge. Different disciplines 

may operate from conflicting paradigms; a 

physician may prioritize ruling out organic disease, 

a psychologist may focus on cognitive 

restructuring, and a physiotherapist on movement, 

while the nurse tries to integrate all approaches at 

the bedside. Without clear, shared goals and 

regular, structured communication, care can 

become fragmented and contradictory, leaving the 

patient confused and the nurse frustrated [25, 26]. 

A major barrier is the prevailing structure of most 

healthcare systems, which are siloed and 

reimbursed based on discrete, billable diagnoses 

and procedures. The time-intensive, relationship-

based, and non-procedural care that these patients 

require is poorly valued in such economies. 

Nursing time is often rationed, leaving inadequate 

minutes for the deep listening and therapeutic 

communication essential for this population. 

Furthermore, access to integrated services, such as 

concurrent psychiatry and medical consultation, or 

specialized pain or psychosomatic medicine clinics, 

is severely limited in many settings [27]. The nurse 

is left trying to bridge these gaps with inadequate 

resources, often bearing the emotional burden of 

knowing what comprehensive care should look like 

but being unable to enact it due to systemic 

constraints. 

The electronic health record (EHR), while designed 

to improve communication, can also pose a 

challenge. Previous notes that include stigmatizing 

language or premature conclusions can bias 

subsequent caregivers, creating a "digital shadow" 

that follows the patient and influences care before 

the nurse even meets them. The nurse must 

consciously work to form an independent 

assessment and may need to advocate for charting 

that is descriptive and non-judgmental to mitigate 

this effect for future encounters [28]. 

 

7. The Human Cost: Educational Needs and 

Support for Nursing Staff 

 

The cumulative effect of these challenges exacts a 

significant human cost on nursing professionals. 

Caring for this population is intellectually 

demanding, emotionally draining, and often feels 

professionally unrewarding when progress is slow 

or absent. The risk of burnout, compassion fatigue, 

and moral distress—the anguish of being unable to 

provide care one believes is ethically required—is 

exceptionally high [29, 30]. Yet, nursing education 

and ongoing professional development often lack 

sufficient depth in the knowledge and skills 

required for this work. 

There is a critical need for enhanced education in 

several key areas. Firstly, foundational knowledge 

in psychosomatic medicine, health psychology, and 

the neurobiology of stress and trauma is essential 

for understanding the patient’s experience at a 

mechanistic level [31]. Secondly, advanced 

communication skills training, including 

motivational interviewing, validation techniques, 

and strategies for managing difficult conversations, 

must move beyond theory to supervised practice 
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[32]. Thirdly, nurses need training in specific 

evidence-based interventions they can employ, such 

as basic cognitive-behavioral techniques for 

symptom coping, mindfulness-based stress 

reduction principles, and activity pacing guidelines 

[33]. 

Beyond education, structural support systems are 

non-negotiable. Regular, facilitated clinical 

supervision—a standard in mental health 

professions—should be integrated into medical-

surgical and primary care nursing settings. This 

provides a safe space for nurses to process 

countertransference, debrief challenging cases, and 

receive guidance without fear of judgment [34]. 

Institutional cultures must also shift from blaming 

clinicians for "difficult patients" to creating systems 

that support complexity. This includes developing 

clear clinical pathways for patients with medically 

unexplained symptoms, establishing dedicated 

interdisciplinary consultation teams, and protecting 

nursing time for the relational work that is central 

to effective care [35, 36]. 

 

8. Conclusion:  

 

The nursing care of patients with overlapping 

physical symptoms and psychological distress 

represents one of the most complex, demanding, 

and yet profoundly human aspects of modern 

healthcare. It is a practice that exists at the 

uncomfortable frontier of medical knowledge, 

where diagnostic certainty recedes and the 

subjective experience of illness takes center stage. 

The challenges are multilevel, emanating from the 

intrinsic complexity of the conditions, the 

intricacies of the nurse-patient relationship, the 

limitations of communication, the paradoxes of 

management, the fragmentation of healthcare 

systems, and the paucity of support for caregivers. 

To navigate this labyrinth successfully, nurses 

cannot rely on technical proficiency alone. They 

must cultivate a dual competence: a deep, science-

based understanding of biopsychosocial interplay, 

paired with the advanced art of therapeutic 

relationship-building and communication. They 

must become comfortable with uncertainty, 

advocates within flawed systems, and architects of 

hope focused on function and quality of life. This 

requires a recommitment from the nursing 

profession and healthcare institutions to provide the 

necessary education, time, interdisciplinary 

structures, and emotional support. Only then can 

nurses fully embody their holistic mandate, guiding 

patients and their families from a place of 

bewildering distress toward a path of understood 

suffering, managed symptoms, and restored agency. 

In doing so, nursing practice not only addresses a 

critical gap in healthcare but also reaffirms its 

foundational commitment to caring for the whole 

person in all their intricate, mind-body unity. 
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