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Introduction 
 The main aim of this thesis was to examine various forms of validity of the 
psychoeducational approach for hypochondriasis. Internal validity in terms of 
effect and acceptability of the psychoeducational approach was established both 
for the course ‘Coping with health anxiety’ and bibliotherapy. Also the construct 
validity was examined in terms of whether the cognitive-behavioural course 
‘Coping with health anxiety’ outperformed a problem-solving course, and 
whether metacognitive aspects were related to hypochondriasis and ‘Coping 
with health anxiety’. Furthermore, external validity in terms of predicting who 
benefits from psychoeducational treatment for hypochondriasis was studied. In 
this general discussion, the primary findings of this thesis, and their practical 
implications, were summarised and elaborated on. Additionally, participants of 
our studies were compared to participants of other treatment effect studies. 
 
Methodological implications of this thesis 
Internal validity of the psychoeducational approach 
 A treatment is called internally valid if the intervention itself, rather than 
extraneous influences, is considered to account for the results (Kazdin, 1998). In 
this section, the internal validity will be discussed of the psychoeducational 
approach, in the forms of both the ‘Coping with health anxiety’ course and 
bibliotherapy.  
 
 Earlíer findings 
 In recent years it has become clear that hypochondriasis can effectively be 
treated both through individual cognitive-behavioural therapy (CBT) (Barsky & 
Ahern, 2004; Visser & Bouman, 2001; Warwick, Clark, Cobb & Salkovskis, 
1996; Taylor & Asmundson, 2004), and a psychoeducational derivative of CBT 
(Avia, Olivares, Crespo, Guisado, Sánchez & Varela, 1996; Bouman, 2002; 
Bouman & Polman, submitted; Stern & Fernandez, 1991).  
 A cognitive-behavioural  psychoeducational course (‘Coping with health 
anxiety’) has been designed for use in the Netherlands. The findings with regard 
to outcome, in terms of decreasing hypochondriacal complaints, depressive 
complaints and trait anxiety, have been very positive (Bouman, 2002; Bouman 
& Polman, submitted). Furthermore, results were maintained at six months 
follow-up, and the course outperformed a waiting list period.  
 
 Effect of the course ‘Coping with health anxiety’ as studied in this thesis 
 In chapter 3, the cognitive-behavioural psychoeducational course ‘Coping 
with health anxiety’ was compared to a psychoeducational problem-solving 
course, which was similar in format, but different in terms of content. The 
results of this study showed that both courses were very effective in reducing 
hypochondriacal complaints, depression, and trait anxiety, and that results were 
maintained at six months follow-up. These findings have led us to conclude that 
the psychoeducational format as a whole, and not just the specific cognitive-
behavioural course, can be considered an effective treatment for 
hypochondriacal complaints. 
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 In chapter 4, the cognitive-behavioural version of the course was studied in 
relation to metacognitive aspects. The course proved again to be effective in 
reducing hypochondriasis, depressive complaints, and trait anxiety. In this study, 
a waiting list control group was included. As expected none of the scores on the 
outcome measures decreased significantly during this waiting list period, 
whereas they did during the experimental period. The scores remained stable at 
follow-up of one month and six months. 
 These findings, coupled with the earlier results found by Bouman (2002), 
and Bouman and Polman (submitted), showed that the psychoeducational group 
format was effective in treating hypochondriacal complaints, as well as certain 
comorbid complaints.  
 However, in future research into psychoeducational treatment for 
hypochondriasis, longer follow-up periods are needed. In this thesis, the last 
follow-up assessment was undertaken after six months, which is not long 
enough to make solid statements about the course’s long term effect on 
hypochondriacal complaints. 
 
 Effect of cognitive-behavioural bibliotherapy 
 The acceptability and effect of bibliotherapy, another form of 
psychoeducational treatment for DSM-IV-TR hypochondriasis, the application 
of which was studied in this thesis for the first time, was examined in chapter 6. 
In this study, participants were randomised into an immediate treatment group 
and a waiting list control group. The immediate treatment group received the 
book ‘Doctor, I hope it’s nothing serious?’ (Bouman & Visser, 1993), its content 
being several chapters of cognitive-behavioural theory, with accompanying 
exercises at the end of each chapter. The participants were given a period of six 
weeks to work through this book independently, without the guidance of a 
therapist. Participants in the waiting list group waited for six weeks and were 
then sent the book. Hypochondriacal complaints, depressive complaints and trait 
anxiety were measured at  pre-treatment, post-treatment, and at follow-up after 3 
months.  
 Results showed that bibliotherapy was effective in reducing hypochondriacal 
complaints, depressive complaints, and trait anxiety, at post-assessment. Effects 
were maintained at 3 months follow-up. Another important finding of this study 
was that participants were accepting of receiving guidance in this treatment 
form, and indicated that they found the cognitive-behavioural theory offered in 
the book very interesting and useful. However, they did not find the exercises as 
useful, and usually performed them only once or partly, and future studies 
should address the question why participants preferred the theoretical part of the 
book, and how participants can be motivated to do the exercises.  
 
 Effect sizes  
 The effect sizes found in the bibliotherapy study were comparable to the 
effect sizes found for the course ‘Coping with health anxiety’. Effect size found 
for the bibliotherapy, with regard to hypochondriacal complaints measured with 
the GIAS, was 0.86 at post-assessment. Effect sizes for the psychoeducational 
course, calculated for all the studies in which effect of the course was examined 
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(Bouman, 2002; Bouman & Polman, submitted; Buwalda, Bouman & Van 
Duijn, in press; Buwalda, Bouman, & Van Duijn, accepted pending revisions) 
ranged from 0.84 to 1.11 at post-assessment, and from 1.08 to 1.49 at six months 
follow-up, with regard to the GIAS. These figures show that both 
psychoeducational treatments can be called highly effective. 
 In comparison, effect sizes for individual cognitive and/or behavioural 
interventions, reported in a meta-analysis by Looper and Kirmayer (2002), 
ranged from 1.31 to 1.98. This slight difference in effect between the 
psychoeducational treatments and individual cognitive-behavioural therapy is 
not surprising, because of several important differences. During cognitive-
behavioural bibliotherapy as studied here, there was no therapist contact, and 
during the psychoeducational group course, participants had brief contact (once 
a week during six weeks) with two facilitators. Individual cognitive and/or 
behavioural therapy usually lasts for several months and includes a rather 
intensive one-to-one contact. Although the psychoeducational interventions 
studied in this thesis are not as intensive, and not therapist-delivered, effect sizes 
for both the ‘Coping with health anxiety’ course and the bibliotherapy can be 
called large. This indicates that both psychoeducational interventions can be a 
feasible option for hypochondriacal patients, and that teaching hypochondriacal 
participants more about their complaints and how to handle them can be 
effective in itself. However, it is surprising that both psychoeducational 
interventions have similar effect sizes, while the course does incorporate 
guidance by course facilitators, and the bibliotherapy does not. It is as yet 
unclear why this is the case, and the mechanisms of change of both 
psychoeducational treatments should be studied further.  
 
 Clinical significance 
 With regard to clinical significance, as defined by the reliable change index 
(Jacobson & Truax, 1991), results show that several participants achieved 
reliable change after following one of the psychoeducational treatments. More 
specifically, reliable change was observed in 16 participants (75 %) of 
participants of the bibiliotherapy (waiting list group and immediate treatment 
group taken together) at post-assessment, and in 12 participants (61. 4 %) at the 
3 month follow-up. When comparing these figures to those found in the first 
study into the ‘Coping with health anxiety’ course of this thesis (chapter 3), they 
are largely similar: at post-assessment, 16 participants (72.7 %) achieved 
reliable change, and at the six months follow-up, 8 participants (57.1 %) 
achieved reliable change. These findings indicate that clinical significant change 
was effected for a substantial number of participants. 
 However, clinical significance has a two-fold criterium, the second being that 
participants can only be called ‘changed’ when they are undistinguishable from 
a well-functioning people (Jacobson, Roberts, Berns, & McGlinchey, 1999). 
Because of this criterium, in both chapter 3 and 6, participants were compared to 
an unselected group of people with regard to their scores on the GIAS (Visser, 
2000). Results indicated that after psychoeducational treatment, participants 
were still distinguishable from the unselected group, and had not reached 
clinically significant change in this respect. However, in chapter 3 it was shown 
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that the participants could also be distinguished from the patient norm group 
(Visser, 2000), whereas they scored within the range of these patients at 
baseline. These findings indicate that after psychoeducational treatment, the 
complaints of many of our participants have changed in a clinically significant 
way, but that they have not achieved ‘normality’. I will return to this issue later 
on in this discussion. 
 
 Possible threats to internal validity 
 There are several known threats to internal validity (Kazdin, 1998). Firstly, 
history, referring to any event occurring in or outside the experiment which may 
account for the results other than the intervention, can play a part in threatening 
internal validity of a given intervention.  
 When reviewing our studies it seems unlikely that the results are due to 
history. In chapter 4, in which participants who were immediately enrolled in 
‘Coping with health anxiety’ were compared to a waiting list control group, it 
was found that scores on none of the measures had decreased significantly 
during this waiting period. This lack of effect during the waiting list period was 
also found in the waiting list controlled study of the course by Bouman and 
Polman (submitted), and for the waiting list period of the bibliotherapy. These 
findings indicate that the constructs measured (hypochondriacal complaints, 
depressive complaints, and trait anxiety) were relatively stable during the 
waiting period.  
 Another threat to internal validity is selection bias, which refers to the use of 
different methods for selecting subjects for experimental conditions. This threat 
can also largely be ruled out with regard to the studies described, because all the 
participants were screened with the same instrument. This was a semi-structured 
interview, based on the Anxiety Disorders Interview Schedule (Bouman, De 
Ruiter & Hoogduin, 1997; DiNardio et al., 1994) set up around the inclusion- 
and exclusion criteria of the respective studies. Therefore, inclusion of 
participants was largely standardised. 
 Furthermore, randomisation into the group course or the bibliotherapy took 
place irrespective of participant characteristics. Recruiting participants took 
place in largely the same fashion over time, by use of several media, and we feel 
it is unlikely that different groups of hypochondriacal participants were reached 
over time.  
 In the separate studies it was examined whether groups (such as the problem-
solving group versus the cognitive-behavioural group in chapter 3, and the 
waiting list control groups versus the immediate treatment groups in chapter 4 
and 6) differed with regard to demographic variables and the constructs studied 
at baseline, which they did not. All this makes selection bias playing a role in 
these studies unlikely. 
 A third threat to internal validity is attrition, which refers to drop out out of a 
study over time. In our separate studies, few participants dropped out of the 
’Coping with health anxiety’ course. More participants dropped out of the 
bibliotherapy, possibly because of the lack of contact with a therapist or course 
facilitator.  
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 However, attrition in the form of missing data did occur in our separate 
studies. Therefore, multilevel analysis was used as the analytic method of 
choice, because this method includes separate assessments of all participants in 
its model, even if cases are not complete. In chapter 4, those participants with 
missing data showed not to differ from those who returned all assessments. 
However, in future studies, ways to reduce missing data should be implemented, 
for example by asking participants to complete their questionnaires while 
attending the course. Furthermore, it should be studied which variables play a 
role in data-attrition. 
 Concluding, it seems that the course ‘Coping with health anxiety’ has 
sufficient internal validity. The internal validity of bibliotherapy for 
hypochondriasis should be studied further.  
 
Construct validity of the ‘Coping with health anxiety’ course 
 Construct validity refers to interpreting the basis of the causal relation 
demonstrated within an experiment, and with which mechanisms within a given 
intervention can be held responsible for a found effect (Kazdin, 1998).  
 In this section, the construct validity of the psychoeducational approach will 
be discussed. With regard to construct validity it was studied whether one course 
could outperform another (chapter 3), and whether metacognitive aspects 
mediated the effect of the course on hypochondriacal complaints, and whether 
metacognitive aspects decreased during treatment (chapter 4). Construct validity 
of the bibliotherapy will also be discussed. 
 
Cognitive-behavioural psychoeducation versus problem-solving 
psychoeducation 
 Both psychoeducational group courses, studied in chapter 3, were similar in 
format and based on a clear theoretical model, so that only their specific content 
would differ. It was hypothesised that the cognitive-behavioural course, 
focusing particularly on hypochondriacal complaints and its separate 
components, such as cognitions, attention, and behaviour, would yield a larger 
effect than the problem-solving course would. Results indeed showed that the 
cognitive-behavioural course performed significantly better at post-assessment 
in reducing trait anxiety and problems experienced in daily life. Furthermore, 
scores on the measures of hypochondriasis and depression also indicated a 
slightly larger benefit for the cognitive-behavioural group at post-assessment. 
However, these differences between conditions disappeared at both follow-up 
measurements, leading us to conclude that one course did not outperform the 
other. Therefore, it seems plausible that the effect found can be explained by 
fact that psychoeducation is offered, which is designed around a credible model 
(either the cognitive-behavioural model or the problem-solving flow-chart). The 
specificity of the model might not make a difference in terms of effect. 
 The cognitive-behavioural course was based on the cognitive model of 
hypochondriasis (Bouman & Visser, 1998b; Warwick & Salkovskis, 1990). 
Although several of the mechanisms described in the model were studied, such 
as beliefs (Barsky & Wyshak, 1989; Haenen et al., 1997; Rief et al., 1998) and 
attention (Kellner et al., 1987; Haenen et al., 1996; Schmidt et al., 1994; 
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Vervaeke et al., 1999), and found to be playing a part in the maintenance of 
hypochondriasis, these were not targeted specifically during the problem-solving 
course. Therefore, it is clear that the cognitive model of hypochondriasis is not 
the only model that can dominate treatment for hypochondriasis, or can give a 
clear conceptualisation of the mechanims that sustain hypochondriacal 
complaints. Future research should examine the role of lack of problem-solving 
skills in the maintenance of hypochondriacal complaints. 
 
Hypochondriasis, metacognition and the ‘Coping with health anxiety’ course. 
 Wells (2000) proposed the role of metacognition in the etiology and 
maintenance of several emotional disorders. Bouman and Meijer (1999) were 
the first to study metacognitive aspects in relation to hypochondriacal 
complaints, and found some evidence that metacognitive aspects were related to 
hypochondriacal complaints. In chapter 4 of this thesis, the course’s effect was 
examined on metacognitive aspects, such as uncontrollability of thoughts 
surrounding disease, cognitive self-consciousness, responsibility (to protect 
oneself from getting a serious disease), negative consequences of worrying, and 
positive consequences of disease cognitions.  
 It was expected that ‘Coping with health anxiety’, which does not explicitly 
target metacognitive aspects, would be able to influence metacognition and 
could therefore be considered a metacognitive intervention. This was 
hypothesised because during psychoeducational treatment, participants are 
taught implicitly that their hypochondriacal cognitions and behaviours are not as 
uncontrollable and dangerous as they seem. Furthermore, participants are taught 
how to monitor, appraise and control their thoughts and behaviour in a different 
and more adaptive way.  
 The most important findings of this study were that, firstly, aspects of 
metacognition (uncontrollability of cognition, cognitive self-consciousness, 
negative consequences, responsibility, and positive beliefs) decreased during the 
course, and remained stable at follow-up after 6 months. Furthermore, several 
aspects of metacognition (uncontrollability and negative consequences) partly 
mediated the course’s effect on hypochondriacal complaints.  
 These findings lead us to conclude that psychoeducational treatment in the 
form of a group course might be called a metacognitive intervention. 
Psychoeducational treatment might trigger changes in metacognitive aspect 
because the treatment is introduced as a course, in which the patient becomes 
participant whose independence is thereby empowered (Authier, 1977). This 
could bring about a reduction in negative metacognitive beliefs about the patient 
role some of the participants had adopted.  
 Furthermore, being in a psychoeducational group with other hypochondriacal 
patients will probably strengthen this shift in metacognition. Barsky, Geringer 
and Wool (1988), who were the first to develop a psychoeducational approach 
for hypochondriasis, state that group cohesion is reported to form readily and 
rapidly, meeting the patient’s need for social support and a sense of acceptance 
by others. Our clinical experience in teaching the course is very similar. In 
metacognitive terms, the sense of acceptance by other participants experiencing 
the same, but also by the facilitators encouraging disclosure, may be of special 
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importance. This could lead to a reduction of negative beliefs about the 
complaints and the controllability of disease related thoughts. Group practice 
models set the stage for within-group dialogue, social learning, expansion of 
support and cooperation, the potential for group reinforcement of positive 
change, and network building (Lukens & McFarlane, 2004). They reduce 
isolation and serve as a forum for both recognising and normalising experience 
and response patterns among participants. Targeting these aspects seemed to 
mediate the course’s effect on hypochondriacal complaints. 
 However, it was not studied whether metacognitive aspects cause and 
maintain hypochondriacal complaints. This should be studied further in the 
future. Additionally, the findings have implications in terms of preferred 
treatment for hypochondriasis. In light of metacognitive aspects decreasing with 
psychoeducational treatment, coupled with the results found in chapter 3, in 
which both cognitive-behavioural psychoeducation and problem-solving 
psychoeducation performed equally well, it seems that treatments that are 
metacognitive in nature are able to reduce complaints, without targeting specific 
metacognitive aspects of the disorder. It would therefore be interesting to 
compare a specific metacognitive treatment (such as described by Wells, 2000, 
for generalised anxiety disorder) to a psychoeducational treatment. 
 
 Cognitive-behavioural bibliotherapy 
 The findings with regard to effect of the bibliotherapeutic intervention 
(studied in chapter 6 of this thesis) also have implications in terms of construct 
validity. Although the bibliotherapy has not been compared directly to the 
psychoeducational course, by outperforming a waiting list period, it is likely that 
it was the bibliotherapeutic intervention that  produced the effect found on 
hypochondriacal complaints, depressive complaints, and trait anxiety. This 
indicates that psychoeducation as a treatment form can be effective in reducing 
complaints, and does not necessarily have to be therapist-delivered. It might be 
hypothesised that those mechanisms that are employed in psychoeducational 
treatment, such as teaching rather than curing, can be responsible for the 
observed effects. However, the specific mechanisms underlying 
psychoeducational treatment were not specifically studied, and should be 
examined in the future. Furthermore, since this was the first time that 
bibliotherapy for hypochondriasis was studied, future studies should further 
examine the construct validity of this form of treatment. 
 
 Possible threats to construct validity 
 One of the possible threats to construct validity of a given intervention is 
‘single operations and narrow stimulus sampling’ (Kazdin, 1998), meaning that 
for example, only therapists skilled in a certain intervention delivered it in a 
certain study. In chapter 3, in which cognitive-behavioural psychoeducation is 
compared to problem-solving psychoeducation, this threat is unlikely to play a 
part, because none of the course’s facilitators could be considered an expert in 
either of the interventions. Several facilitators delivered both interventions, and 
a total of 8 facilitators taught the courses. However, because of the small 
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number of groups that was studied, it could not be examined whether there was 
a facilitator effect in that one facilitator outperformed other facilitators. 
 Furthermore, it is unlikely that effect of the intervention was found only 
because of an experimental or academic environment in which the course was 
delivered. The courses were held at many different locations over the years, and 
usually in homecare institutions in which many other courses were held.    
 Bibliotherapy and the cognitive-behavioural version of ‘Coping with health 
anxiety’, offering similar information in different formats, are roughly equally 
effective. This leads us to conclude that psychoeducational treatments may have 
sufficient construct validity. However, several aspects of construct validity of 
both forms of psychoeducation for hypochondriasis should be studied further. 
 
External validity of the psychoeducational approach 
 External validity refers to the extent to which the results of an experiment 
can be generalised beyond the conditions of the experiment to other populations, 
settings and conditions (Kazdin, 1998). In this section, external validity of the 
‘Coping with health anxiety’course will be discussed. 
  
 Prediction of treatment effect of the ‘Coping with health anxiety course’ 
 Clinicians who know who fail in treatment, and why, are better able to 
modify their treatment regimes effectively and to delineate critical variables for 
matching clients to the most suitable treatment program (Steketee & Chambless, 
1992). Therefore, in this thesis it was examined which variables were able to 
predict therapy outcome for the course. Furthermore, this study was conducted 
to examine whether findings could be generalised across hypochondriacal 
patients. A pooled group (N = 140) of participants of the cognitive-behavioural 
version of the ‘Coping with health anxiety’ course were studied. They were the 
participants who had taken part in the pilot study (Bouman, 2002), the waiting 
list controlled study (Bouman & Polman, submitted), the study comparing the 
cognitive-behavioural course to the problem-solving course (chapter 3 of this 
thesis), and the study in which metacognitive aspects were studied (chapter 4 of 
this thesis). 
 Few prediction studies of treatment outcome have been conducted in the 
field of hypochondriasis and other somatoform disorders. When studied, 
prediction variables were usually demographic variables, variables pertaining to 
complaints and comorbidity, and variables pertaining to participant 
characteristics. The observed results were usually contradictory, with the only 
significant predictor for less treatment effect usually being higher age, for other 
somatoform disorders (Aronoff & Evans, 1982; Blanchard, Lackner, Gusmano, 
Gudleski, Sanders, Keefer, & Krasner, 2006; Michaelson, Sjölander, & 
Johansson, 2004), but not for hypochondriasis (Hiller, Leibbrand, Rief, & 
Fichter, 2002; Speckens, Spinhoven, Van Hemert, Bolk, & Hawton, 1997; 
Visser, 2000). More severe hypochondriacal complaints at baseline did predict 
more severe hypochondriacal complaints after treatment in these studies (Hiller 
et al., 2002; Speckens et al., 1997; Visser, 2000). Therefore, in the prediction 
study described in chapter 5 of this thesis, only one clear hypothesis could be 
formulated, namely that those participants suffering more at pre-assessment 
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from hypochondriacal complaints, would still suffer more at subsequent 
assessments. Apart from this hypothesis, the study had an explorative nature.  
 Results showed that, indeed, higher scores on the measurement of 
hypochondriasis at pre-assessment were significantly correlated with higher 
scores with regard to hypochondriacal complaints at post-assessment, and at the 
six months follow-up. Furthermore, higher scores on the GIAS at post-
assessment were significantly correlated with higher scores at the six month 
follow-up. However, the general pattern over time revealed a decrease in 
hypochondriacal complaints. 
 The only two variables predictive of residual gain (constructed out of the 
GIAS, measuring hypochondriacal complaints) at post-assessment and follow-
up were higher age at baseline and higher trait anxiety. Age was earlier found to 
be connected to treatment outcome for other somatoform disorders (Aronoff & 
Evans, 1982; Blanchard et al., 2006; Michaelson et al., 2004), but not for 
hypochondriasis. Trait anxiety predicting worse outcome had been found earlier 
in a prediction study of PTSD (Van Minnen, Arntz, & Keijsers, 2002), but this is 
the first time that trait anxiety was also predictitive of negative treatment 
outcome for hypochondriasis. 
 Several participants stated to suffer from depressive complaints during the 
telephone diagnostic interview held at baseline, and the mean duration of 
complaints in the group of participants under study was 11.3 years. However, 
depressive complaints or duration of hypochondriacal complaints were not 
predictive of treatment outcome. 
 We concluded that not being able to fully predict treatment effect is not 
necessarily disadvantageous, because it indicates that there is no direct need to 
sharpen in- and exclusion criteria. It seems safe to conclude that the short-term 
and focused course can be suitable for a variety of people suffering from 
hypochondriasis, and not only those who have not suffered for very long, or 
whose hypochondriacal complaints are not very severe. However, the 
expectations of this course, only held once a week during a total of six weeks, 
should be realistic, and participants who score very high on the GIAS at baseline 
should not expect to have recovered fully from their hypochondriacal complaints 
when the course is over. 
 Furthermore, participants who have taken part so far were all self-referred, 
and were open to a psychological interpretation of their physical complaints. It 
is possible that they are a subgroup of hypochondriacal patients. Therefore, we 
would like to recommend the course to be studied in a general mental health 
care setting. These hypochondriacal patients are hypothesised to suffer more 
from hypochondriacal complaints, are not as open to psychological 
interpretation of their complaints, and are expected to suffer more from 
comorbid complaints. 
 
 Possible threats to external validity  
 A possible threat to the external validity of ‘Coping with health anxiety’ is 
sample characteristics, meaning that the results of an investigation are only 
demonstrated within a particular sample (Kazdin, 1998). The prediction study 
summarised above, and described in chapter 5 of this thesis, showed that few 
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variables could predict (lack of) treatment effect for the psychoeducational 
course. This might mean that the course is suitable for a variety of sufferers 
from hypochondriasis. However, the course, as well as the bibliotherapy, should 
be studied in general mental health care before anything conclusive can be said 
about their external validity.  
 Moreover, it would be interesting to study the course with those 
hypochondriacal patients who suffer from more disease conviction than the 
participants studied in this thesis.  
 Another possible threat to external validity are stimulus characteristics and 
settings, including setting, facilitators, and other factors related to the 
experimental arrangement (Kazdin, 1998). This threat is very similar to the 
‘single operations’ threat to construct validity. In our opinion it is unlikely that 
this threat influenced the course’s external validity, since the course was taught 
by several facilitators at several different locations. 
 
Comparison of the participants with other hypochondriacal patients.  
 Participants 
 In this thesis, participants receiving two different psychoeducational 
treatment forms (a group course, and bibliotherapy) were studied. They had 
referred themselves to the treatments, which were delivered in the community. 
This section focuses on the characteristics of these participants (in terms of 
demographic variables, degree and duration of hypochondriacal complaints, and 
comorbidity), and how well they can be compared to patients suffering from 
hypochondriasis as discussed in epidemiology studies, and hypochondriacal 
patients who have been treated in other treatment studies, who are usually not 
self-referred.  
 
 Gender and  age  
 Hypochondriasis has been termed an equal opportunity diagnosis, apparently 
unrelated to any given demographic factor (Escobar et al., 1998). With regard to 
gender, few differences were found for people suffering from hypochondriasis 
in epidemiology studies (Barsky, Wyshak, Klerman & Latham, 1990; Creed & 
Barsky, 2004; Gureje, Üstün, & Simon, 1997; Speckens, Van Hemert, 
Spinhoven, & Bolk, 1996). However, the patients who seek help for 
hypochondriacal complaints, or are referred to psychotherapy by physicians, 
seem to differ. 
 Generally, more females than males take part in studies on treatment for 
hypochondriasis. In the studies on psychoeducational treatment as reported in 
this thesis, in chapter 3, 72.7 % of the completers of the cognitive-behavioural 
condition were female, as were 77.2 % of the completers of the problem-solving 
condition. In chapter 4, 67.7 % of the completers of ‘Coping with health 
anxiety’ were female, and in chapter 6, 77.5 % of the initial participants taking 
part in the bibliotherapy study were female. 
 These numbers are comparable to those found in the broader literature 
examining cognitive-behavioural treatment for hypochondriasis. In a recent 
large treatment study, 74.5 % of the 102 participants were female (Barsky & 
Ahern, 2004), and in another recent study (Martínez & Botella, 2005), 66.6 % of 
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the 12 participants were female. In other studies of cognitive-behavioural 
treatment for hypochondriasis also more females took part (Clark et al., 1998; 
Fava, 2000; Greeven et al., in press; Hiller et al., 2002; Wattar et al., 2005). The 
only recent small scale treatment study reporting as many females as men taking 
part was the study by Visser and Bouman (1998a).  
 These findings seem to reflect that more women than men are willing to seek 
counseling, or be referred to therapy, for their hypochondriacal complaints. 
However, it remains to be studied whether more women than men are treated in 
general mental health care. If this is the case, it should be studied why these 
gender differences exist, and how more men can be enrolled in treatment. 
 With regard to age, it has been reported that people of all ages can develop 
hypochondriacal complaints. However, in the studies described in this thesis, the 
average age of those taking part in the psychoeducational course was 39.6, and 
of those participants taking part in the bibliotherapy, mean age was 43.8. Other 
treatment studies of hypochondriasis reported roughly the same mean ages of 
participants, ranging from 31.7 to 47 (Barsky & Ahern, 2004; Clark et al., 1998; 
Fava, 2000; Greeven et al., in press; Hiller et al., 2002; Martínez & Botella, 
2005; Wattar et al., 2005).  
  
 Duration of hypochondriacal complaints 
 The mean duration of hypochondriacal complaints of the participants studied 
in this thesis was 8.3 years, for those described in chapter 3, 12.3 for those 
described in chapter 4, and 14.2 years for those taking part in the bibliotherapy 
study, as described in chapter 6. 
 Other studies have also reported on the duration of complaints of the 
participants, which varied substantially over these studies. Fava and colleagues 
(2000) reported a relatively short mean duration of complaints of 2.6 years. 
Participants studied by Clark and colleagues (1998) suffered from their 
complaints for four years, participants studied by Barsky and others (2004) 
reported a mean duration of 10.1 years, and Hiller and others (2002) reported a 
mean duration of 10 years.  
 In chapter 5, it was found that the duration of hypochondriacal complaints 
did not predict therapy effect. However, in the future it should be examined 
further whether duration of complaints does not influence outcome. Also, it 
seems necessary that more patients learn about possible treatment for their 
hypochondriacal complaints, so that they can be offered help sooner, avoiding 
unnecessarily large costs both in life satisfaction and health care utilisation. A 
low threshold approach such as psychoeducation, which does not have 
psychotherapeutic connotations and is easily accessible for participants is a 
useful tool in this respect.  
 
 Comorbidity 
 Several epidemiology studies showed strong positive correlations between 
depressive, anxiety, and somatic symptoms and hypochondriacal concerns 
among medical inpatients (Barsky et al., 1986; Creed & Barsky, 2004; Faravelli, 
1997; Noyes et al., 1993).  
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 During the diagnostic phase of the studies described in this thesis, 
participants were asked about comorbid complaints. Complaints were diagnosed 
through a structured 30-minute telephone interview, which is a condensed 
version of the Anxiety Disorders Interview Schedule (Bouman, De Ruiter & 
Hoogduin, 1997; DiNardio et al., 1994). This instrument screens for DSM-IV 
(APA, 1994) somatoform, anxiety, and mood disorders. All the participants 
described in the studies fulfilled the diagnostic critera for hypochondriasis. 
Whether they fulfilled specific diagnostic criteria for other disorders is not clear 
from the data obtained in this study. However, it became clear that many 
sufferers from hypochondriasis studied in this thesis also suffered from 
depressive complaints (participants usually indicated that these were related to 
the hypochondriacal complaints), and anxiety symptoms, such as generalised 
anxiety, panic, agoraphobic complaints and obsessive compulsive complaints.  
 High comorbidity was also found by others who studied treatment for 
hypochondriasis. When examining an inpatient treatment programme for 
hypochondriasis, Hiller and others (2002) reported that as many as 84.1% of the 
patients also suffered from major depression. Furthermore, many people 
suffered from anxiety complaints such as social phobia, panic, agoraphobia and 
substance abuse. These rates were not only found in inpatient treatment centers, 
Visser and Bouman (2001) also reported that a substantial number of patients 
included in their study suffered from panic, general anxiety symptoms, 
obsessive compulsive complaints, and other somatoform disorders. Remarkably, 
only 5.1% of their sample suffered from depressive complaints. 
 It seems clear that comorbidity is present in many people seeking help for 
their hypochondriacal complaints. Therefore, comorbidity should be assessed 
carefully at baseline, and future studies should examine if and how comorbid 
complaints might influence treatment for hypochondriasis.    
 
 Health anxiety and disease conviction   
 There are several dimensions to hypochondriacal complaints, such as health 
anxiety, and disease conviction. Both of them might perpetuate other 
components important in the maintenance of hypochondriacal complaints, such 
as selective attention, and behavioural components.  
 It seems that the participants of the psychoeducational treatments studied in 
this thesis, who referred themselves usually because of their anxiety, suffered 
mostly from the health anxiety component of hypochondriasis, and possibly less 
from disease conviction. It might be hypothesised that those suffering 
predominantly from disease conviction dwell in general health care, and are less 
willing to adopt a psychological perspective of their physical complaints than 
those who suffer predominantly from health anxiety. It remains to be studied 
whether those hypochondriacal patients suffering primarily from strong disease 
conviction could benefit as much from psychoeducational treatments as those 
who suffer primarily from health anxiety. 
 
 Drop out 
 Participants of the different studied described in this thesis were those who 
identified themselves as being hypochondriacal in articles about the course in 
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newspapers, or when they heard about the course on the radio or on television. 
This already made the participants of the study a preselected group of people, 
who were ready to adopt a psychological explanantion for their physical 
complaints and anxiety. The people who took part in the ‘Coping with health 
anxiety’ course over the years were usually very enthusiastic about the course, 
resulting in high scores on the post-treatment evaluation, and a low drop out 
rate. Out of 140 participants of the course (as described in chapter 5), 17 
participants did not complete the course, which is a drop out rate of 12.1 %. 
Those who dropped out usually stated that they dropped out for reasons other 
than not being content with the course. 
 Drop out rates of other studies examining cognitive-behavioural treatment 
for hypochondriasis are variable, left unreported, or the drop out definition is 
unclear. The highest drop out rate was found in a study by Visser and Bouman 
(2001), who compared cognitive and behavioural treatment conducted in a 
university clinic and several mental health institutions. They reported a drop out 
rate of 28.2% (22 participants out of 78 dropped out). The lowest drop out rate 
was reported by Clark and colleagues (1998), who compared cognitive-
behavioural treatment to behavioural stress management. The rate they reported 
was 4.16% (two out of 48 participants dropped out of treatment). Taylor and 
Asmundson (2004) provided an overview of drop out from studies into 
cognitive-behavioural treatments (including psychoeducation, explanatory 
therapy, and behavioural stress management), ranging from 4 % to 22 %. This 
variability in drop out rates indicates that little is as yet known about who drops 
out and who stays in treatment. 
 An early identification of possible treatment dropouts enables the therapist to 
adjust treatment delivery and planning (Van Minnen et al., 2002). A goal for the 
future of clinical practice would be to match the patients with the most suitable  
treatment, resulting in less drop out. However, this cannot be realised without 
more knowledge about who drops out and who remains in treatment.  
 Little research into predicting drop out has been undertaken in the area of 
hypochondriasis. Visser (2000) studied drop out of an individual cognitive-
behavioural treatment for hypochondriasis, and found that the patient who was 
not severely suffering from his hypochondriacal complaints, was more likely to 
drop out of treatment. It seemed that the drop outs in this study had made their 
own cost-benefit analysis, and expected to benefit too little from the treatment in 
relation to the costs. In the same study, Visser (2000) did not find demographic 
variables (age, gender, marital status, educational level, medication and 
occupation), to be predictive of dropout. 
 In the future, an effort should be made to examine who drops out and who 
stays in treatment, to be able to tailor treatments better to the need of the 
individual patient. 
 
Practical implications of the findings 
Low-threshold and easy to deliver treatments are needed 
 Finding that treatments such as the psychoeducational course, and 
bibliotherapy, are acceptable and effective is important for several reasons. 
Firstly, many people who need treatment are not receiving it (Bebbington, 
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Brugha, Meltzer, Jenkins, Ceresa, Farrell, & Lewis, 2000). Research has shown 
that, in a sample of 10.000 people suffering from psychiatric symptoms in Great 
Britain, less than 14 % of them were receiving treatment for their complaints. 
Within the previous year, a third of these people had made contact with their 
GP, and less than 30 % had received treatment. Overall, 9 % of the people 
studied were given medication, and 8 % counselling or psychotherapy. Our 
experience with the ‘Coping with health anxiety course’ and the cognitive-
behavioural bibliotherapy teaches us that these treatment forms are perceived as 
low threshold. More people could be treated if bibliotherapy and/or other forms 
of psychoeducational treatment were offered in general mental health care, and 
if enough publicity was given to the availability of these methods. We have done 
this by informing the (local) media, resulting in many people assigning 
themselves to one of the treatments studied.  
 A second reason why the findings with regard to the effect of 
psychoeducational treatment are important is that there seems to be a shortage of 
therapists, and that the levels of service delivery are merely scratching the 
surface of the population’s need for CBT (Lovell & Richards, 2000). Although 
the problem described by these authors was observed in Great Britain, the same 
problems seem to occur in the Netherlands, as can be seen by lengthy waiting 
periods that are common in general mental health care. Lovell and Richards 
(2000) stated that one way to solve this is by making entry levels to CBT more 
flexible, and not so much rooted in traditional services characterised by 9-5 
working, hourly appointments, and face-to-face therapy. This could be done by 
offering short-term, psychoeducational, treatments that do not necessarily have 
to be delivered by trained therapists, and by offering people bibliotherapy 
without therapist guidance during the time they are placed on a waiting list. 
 
Psychoeducational treatment reduces costs 
 Another reason the findings described in this thesis can be considered 
important, is because psychoeducational treatment forms can reduce costs 
associated with hypochondriacal complaints. For one, effects have shown that 
not only hypochondriacal complaints have been reduced after psychoeducation, 
but also trait anxiety and depressive complaints. Clinical experience from the 
booster sessions, held one month after the course, showed that after the course, 
many participants’ life satisfaction, for example in terms of relationship- and 
work satisfaction, has increased. Furthermore, costs in terms of medical services 
utilisation have probably also been reduced considerably after the course. 
Bouman (2002), when examining the ‘Coping with health anxiety’ course in a 
pilot study, found that it also reduced medical services utilisation, in terms of 
visits to GPs, visits to medical specialists, and the usage of prescribed and 
unprescribed medication. This has not been studied in the present thesis, but 
should be examined further in future studies. 
 Psychoeducational treatments also reduce costs because they are more cost-
effective than traditional forms of therapy. They do not last as long, and do not 
have to be administered by costly therapists. The form of cognitive-behavioural 
bibliotherapy studied in this thesis does not require therapist guidance.   
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Stepped care possibilities for hypochondriasis 
 In the separate chapters of this thesis, it was found that both the course 
‘Coping with health anxiety’ and cognitive behavioural bibliotherapy are 
acceptable and effective. However, effect sizes for both the psychoeducational 
course ‘Coping with health anxiety’ and cognitive-behavioural bibliotherapy 
were not as large as those found for individual cognitive-behavioural therapy. 
This is not surprising, considering that both psychoeducational treatments are 
short-term. However, none of the participants reached ‘normality’ after having 
been treated with one of those treatment forms, indicating that they might need 
additional treatment. Furthermore, results of the prediction study, described in 
chapter 5 of this thesis, showed that higher scores on a hypochondriasis measure 
predicted higher hypochondriasis scores at pre-test and follow-up. This also 
indicates that people who suffer more from hypochondriasis at pre-assessment 
might need additional treatment after having received psychoeducational 
treatment. 
 A way in which treatments might be implemented for hypochondriasis, 
having found that treatment forms of different intensities are a feasible option 
for this disorder, is through stepped care treatment. This is a more flexible 
approach to treatment than traditional service models. Stepped care, according to 
Bower and Gilbody (2005), makes use of several treatments of differing 
intensity. It has two main features: a) the recommended treatment in a stepped 
care model should be the least intense and time-consuming of those available, 
but still likely to provide significant health gain, and b) it is a model that is self-
correcting, meaning that the results of treatments, and decisions about treatment 
provision, are monitored systematically. Going on to the next step in the model 
is done when current treatment is not achieving significant health gain.   
 Stepped care intervention relies on three assumptions (Bower & Gilbody, 
2005). Firstly, minimal interventions used in stepped care can provide 
significant health gain, equivalent to that of traditional psychological therapies, 
at least for a proportion of patients. Secondly, using minimal interventions will 
allow current health care resources to be used more efficiently. Thirdly, minimal 
interventions and the stepped care approach are acceptable to both patients and 
professionals. Both psychoeducational treatments studied in this thesis comply 
with these three assumptions.    
 We would like to recommend research of the possibilities of stepped care for 
hypochondriasis, with preferrably the implementation of bibliotherapy as a first 
step, the psychoeducational course as a second step, and individual cognitive-
behavioural treatment ( perhaps differing in intensity) as a third step. Other 
treatment options are system therapy and medication. 
  
Conclusion 
 In the separate chapters of this thesis, short-term psychoeducational 
treatments, in the form of a course and bibliotherapy, have shown to be effective 
in reducing hypochondriacal complaints, but also in reducing depressive 
complaints and trait anxiety. Metacognitive aspects have shown to mediate the 
effect of the course on hypochondriacal complaints, and were reduced during the 
cognitive-behavioural version of ‘Coping with health anxiety’. Only higher trait 
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anxiety and age were able to predict less treatment effect, indicating that the 
course is suitable for many different hypochondriacal participants, in spite of 
them having suffered from their complaints for a long time, or having high 
depression scores. Problem-solving psychoeducation was as effective as the 
cognitive-behavioural version of the psychoeducational course, indicating that 
treatment does not necessarily have to be dictated by a cognitive-behavioural 
model. 
 The psychoeducational approach, delivered in different ways, can be 
considered an important asset for general mental health care, but its practical 
implications and usefulness for general mental health care should be studied 
further.



 

 



 




