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The modern medicine’s impact on human life is extensive, from physiology and exogenous influences (Kowalski et al, 2018), to genetics and the very evolution (Zampieri, 2017). However, despite its advances, there still are shortfalls in what it can offer (Cassell, 2013). Quill (1985) ponders the way that somatization disorders perplex experts, proving difficult to recognize and diagnose; the individuals with the disorder use their otherwise unaccounted symptoms as a communication tool, expressing their emotions and needs through them. In other terms, it is a set of conditions defined as a predisposition, where psychological distress is experienced and communicated under the disguise of somatic symptoms for which the individual seeks medical help (Höglund, Hakelind and Nordin, 2020). While Quill (1985) calls the somatoform disorder “one of medicine’s blind spots” (p. 3075), Jablensky (1999) mentions it has been called an illness that challenges systematists and inspires philosophers, with its unpredictability and pushing known medical boundaries. In the light of the indisputable burden that somatization disorders are on individuals, the wider society and the economy, a short history of the group of conditions will be described, the classification of the disorder considered, the symptoms discussed, which will lead to explaining the challenges in reaching a definite diagnosis, the existing treatment options, as well as recommendations for future practice. 
In the long history of medical science and its development, the elements of a person’s illness that were related to psychological, spiritual and social disorders got disconnected from the knowledge relating to the bodily functions and disease (Cassell, 2013). The separation was one of the factors that prompted the acknowledgement of the somatization disorders as a separate group in the International Statistical Classification of Diseases and Related Health Problems, 10th Revision (ICD-10), as well as an improvement in the psychiatric provision in primary and secondary care and the community (Cooper, 1999). The history of the disorder is interesting and distinctive; from the times when it was related to as hysteria caused by a wandering womb in Greece and Egypt more than two thousand years ago, through the Middle Ages, when it was attributed to witchcraft and became punishable, to the 17th century, when it was granted an association with mental health, getting less supernatural connotation and became increasingly more somatic and chronic in its nature (Trimble, 2004). Trimble (2004) mentions the way wartime and military service provided an abundance of cases to study and a new perspective on the disorder, a sentiment shared by Linden, Hess and Jones (2012), as they expand the understanding of implications of stress and trauma on mental health and as the cause of functional disorders. What is more, World War I and the richness of battle experience resulting in surging numbers of servicemen suffering from nervous collapse and experiencing a variety of symptoms, such as fits, gaits, loss of speech and paralyses with no apparent physical injury, triggered a debate about the source of the disorders, as well as a search for a method of treating them (Linden and Jones, 2013). Linden and Jones (2013) mention the consensus shared amongst the contemporaneous psychiatry experts regarding the war trauma occurring as a result of certain psychopathic traits and a specifically susceptible constitution and that if the affected individuals were removed from the circumstance triggering the disorder, it prevented relapse. There are also suggestions, that the profusion of the occurrence during wartime stimulated some pioneer quantitative investigation and intervention in the field (Linden and Jones, 2013). 
Due to the varied nature of the symptoms and the fact that these cannot be sufficiently explained medically or supported by adequate psychopathological factors, they became categorised independently as somatoform disorder group in the ICD-10, as well as in the Diagnostic and Statistical Manual for Mental Disorders (DSM), where an explanation of classification and diagnoses routes are also provided (Haller et al, 2015); literature, however, offers many names the disorder has been given, such as somatic symptom disorder, somatoform, or bodily distress disorder (Weigel et al, 2017). Haller et al (2015) indicate that recent literature offers variable prevalence rates for somatoform disorders, suggesting that the overall incidence is higher than is commonly assumed. There appears to be a lack of current research and data on functional somatic syndrome based in Wales or within the United Kingdom, which might be due to the broad and unspecified character of the disorder group. Even more current literature (Höglund, Hakelind and Nordin, 2020) resorts to using outdated research and data, which points to a prevalence of between approximately six percent in 2010 (Wittchen et al, 2011) and nine percent in 2013 (Kocalevent, Hinz and Brähler, 2013) in the general population in Europe, and between eight and 30% in healthcare settings (Leiknes et al, 2007; Fink et al, 1999). While van Dessel et al (2014) quote approximately 30% of all symptomatic individuals to present with  medically unexplained physical symptoms, Henderson (2017) briefly mentions epidemiological studies revealing a prevalence rates between 0.1 and 0.2 percent in the general population. Hilderink et al (2013) offer evidence to support the claim that somatoform disorders are common in all age groups, with prevalence rates declining notably in adults 65 years of age and above. It is also indicated that most commonly the onset of the disorder is under 30 years of age (Kallivayalil and Punnoose, 2010) and that the prevalence is higher in females (Shidhaye et al, 2013). 
Burton et al (2020) explain that functional somatic disorder is characterised by a complex aetiology  with a multitude of processes, supposably involving physiological and psychological mechanisms; the multiplicity is said to be a common trait shared across the spectrum, with particular disorders including varying processes between them, a suggestion made earlier by Nimnuan et al (2001). Burton et al (2020) discuss how it is their understanding, that the symptoms reflect the integrated functions, as well as disfunctions, of the body and brain system, which are influenced by various biological and psycho-social elements. The particular challenge with tackling somatoform disorders lies in the fact, that the mental health issues that the individuals report with to their general practitioners get manifested as typical and frequent somatic symptoms, resulting in misdiagnosis and the underlying mental health problem remaining unnoticed (Olariu et al, 2015). The symptoms observed most in somatoform disorders are fatigue and low levels of energy, disrupted sleep, gastrointestinal issues, as well as pain in various body parts, such as in the chest, abdominal, backache and headache (Höglund, Hakelind and Nordin, 2020). Henderson (2017) lists a broader spectrum of symptoms, adding cardiac, neurological and urogenital to encompass 23 commonly quoted manifestations of somatoform. Henningsen (2018) points out that the symptoms individuals suffer from expand beyond physical complaints; most frequently the bodily aspect is accompanied by psychological and behavioural elements, such as higher levels of health-related anxiety and compulsive checking behaviours. Moreover, depending on the medical speciality confronting the disorder, the diagnostic and therapeutic approaches differ, with the management across various specialties not only rarely complementary, but also frequently contradictory (Henningsen, 2018). 
In the United Kingdom, recent changes in categorisation and simplified diagnostic routes offer more flexibility and inclusiveness, allowing to consider more individuals for the treatment; the recent improvements include consolidation of all the disorders associated with somatization under the general heading of somatic symptom disorder (SSD) and more lenient approach to existing organic comorbidities, which now ceased to exclude the individuals from getting a positive SSD diagnosis (Henderson, 2017). Henderson (2017) proposes that often an approach of exclusion of diagnoses must be adopted to arrive at a definite conclusion, however there are certain clues in diagnosing the somatic symptom disorder; multiplicity of various and seemingly unconnected symptoms, chronicity of the issues, excessive need for diagnostic testing and a presence of other psychiatric disorder could all point in favour of a positive somatoform diagnosis. Until recently the symptoms must have been showing chronicity (Kleinstäuber et al, 2014); currently, the symptoms must be consistent with the diagnosis and present for a minimum of three months to receive a positive SSD diagnosis (Burton et al, 2020). Henderson (2017) mentions the stigma surrounding the somatic symptom disorder and the fact that the explanation of the symptoms might at times be contrary to the affected individual’s reasoning, which requires sensitivity and avoiding implications of a psychosomatic nature of the symptoms. Van Dessel et al (2014) also mention that due to the explicit physicality of the somatic symptoms a proportion of the affected individuals might refuse psychological treatments. Henningsen (2018) suggests that due to its persistent character, patients presenting with the somatic symptom disorder are perceived as demanding and difficult to manage. Goldberg et al (2016) also mention somatoform and the existence of mental co-morbidity, with recent research pointing to a high prevalence of depression and anxiety, with their associated disabilities; it has been observed that this coexistence is partially responsible for generating more stigmatization, as well as difficulties in reaching a conclusive diagnosis (Burton et al, 2020). 
Recent years have resulted in many improvements in the recognition and understanding somatoform disorders, however, increased efforts are called for, especially when treatment is considered (Weigel et al, 2017). Henningsen (2018) highlights the recent attempts and achievements in aggregating up-to-date research and evidence that is driving management and helping to identify effectiveness of various treatment options, inconsistencies in provision, as well as unmet needs of the affected individuals and barriers to offering prompt diagnosis and adequate treatment. The latest Cochrane review gathers that treatment guidelines suggest a combination of talking therapies and pharmacological interventions, which appear to be adopted from other mental health issues treatments, mainly depression and anxiety; it is mentioned, however, that the reason behind such medication having effect in somatoform disorders remains partially unclear, that the evidence gathered to prove such efficacy was of low quality and that there was no evidence considering effects of long-term use of such pharmaceuticals (Kleinstäuber et al, 2014). Henderson (2017) offers that evidence exists in favour of effectiveness of psychotherapeutic approaches based on cognitive behavioural therapy in reducing the severity of complaints in somatic symptom disorder and improving functionality and quality of life, an argument proposed earlier by Jackson, George and Hinchey (2009) and supported by van Dessel et al (2014). Fjorback et al (2013) also mention mindfulness oriented therapeutic approach as a viable treatment option, giving results comparable to cognitive behavioural therapy. There are opinions that complementary medicine interventions such as osteopathic manipulation (Tozzi, Bongiorno and Vitturini, 2012; Goyal, et al, 2017), as well as yoga (Sutar et al, 2015, 2016) are effective in decreasing pain perception and other symptom severity, improving mobility, therefore they could be considered as adjunctive treatment options.  
The scientific literature offers not only statistical data and diagnostic analyses, but also an outlook for the future and recommendations for improving standards, outcomes and research used to broaden the understanding of clinical decisions. In the context of somatic symptom disorders, a brief psychological intervention called BATHE is suggested to explore the psycho-social stressors in line with recent research proving that it helps relieve the tensions caused by individuals who were frequent users of the healthcare services and made the presenting issue clearer, more contained, structured, more validating and person-centred, as well as exposing new insights of the underlying concerns (Thomas et al, 2019). Burton et al (2020) recommend establishing de-stigmatised patterns in care, including at the primary stage, when the diagnosis of functional somatic disorder is being considered; facilitating prompt decisions with universally accepted diagnostic classification tools used across various medical fields would shorten the time taken to exclude conditions when coming to a conclusion, diminishing ineffective and potentially harmful examinations and symptom-treating approach to disorders management. Cassell (2013) describes that the whole of the person is involved in its ailment and suggests a holistic approach to treating somatic disorders, highlighting the necessity to investigate circumstances outside the body to consider illnesses more precisely. In general, wider approaches, such as online public health prevention intervention programs are recommended, however, it is pointed out that these are in the early stages of development, although showing promising results (Weigel et al, 2017). Burton et al (2020) suggests that establishing a universal classification system might encourage research of the aetiological mechanisms of the somatization disorders, reserving the ability for it to evolve as new knowledge comes to light. Hilderink et al (2013) suggest that current understanding of the correlation between prevalence, age and the decline in rates in older populations is fragmented and in need of more systematic input and research. Höglund, Hakelind and Nordin (2020) conclude that more effort is necessary to develop and validate better preventative interventions and treatment methods within the primary care; they suggest the provision could be important to males in particular, as they are said to be less likely to seek medical help in general than females.  
Somatic symptom disorder is proved to be persistent, common and real, being responsible for causing suffering and distress, limiting functionality, as well as significantly contributing to the healthcare burden and costs (Husain and Chalder, 2021). It is apparent that much has been learnt about the elusive disorder of somatoform, however, more is still left to uncover, rationalize and systematize (Boone, 2017). Looking forward, it is crucial that the recommendations made are validated and get sufficient attention in order to improve the wellbeing of so many individuals suffering real, physical symptoms of their unexpressed psychological and emotional tensions. 
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