
J Clin Psychiatry 61:4, April 2000316

Sponsored by Physicians Postgraduate Press

CME: CATEGORY 1

CME ACTIVITY
© Copyright 2001 Physicians Postgraduate Press, Inc.

One personal copy may be printed

This activity has been planned and implemented in accordance with the Essentials and
Standards of the Accreditation Council for Continuing Medical Education (ACCME).
To obtain credit, please read the following article and complete the posttest on
page 323.

CME Objectives
After completing this CME activity, the psychiatrist should be able to:
• Describe the explanatory therapy model.
• Use explanatory therapy in a patient with hypochondriasis.

Statement of Need and Purpose
A substantial number of patients present with somatic complaints that have no
apparent physiologic cause. Physicians responding to surveys in The Journal of
Clinical Psychiatry have requested information on the management of these patients.
This CME enduring material reports on the effectiveness of explanatory therapy in
the subgroup of these patients diagnosed with hypochondriasis. There are no
prerequisites for this activity.

Accreditation Statement
Physicians Postgraduate Press is accredited by the ACCME to sponsor continuing
medical education for physicians. Physicians Postgraduate Press takes responsibility
for the content, quality, and scientific integrity of this CME activity.

Credit Designation
Physicians Postgraduate Press designates this educational activity for a maximum
of 1 hour in Category 1 credit toward the American Medical Association Physician’s
Recognition Award. Each physician should claim only those hours of credit that
he/she actually spent in the educational activity.

Faculty Disclosure
In the spirit of full disclosure and in compliance with all ACCME Essentials,
Standards, and Guidelines, all faculty for this CME activity were asked to complete
a full disclosure statement. The information received is as follows:

Drs. Fava, Grandi, Rafanelli, Fabbri, and Cazzaro have no significant commercial
relationships to disclose relative to the presentation.



J Clin Psychiatry 61:4, April 2000 317

CME: ARTICLE

© Copyright 2001 Physicians Postgraduate Press, Inc.

One personal copy may be printed

Explanatory Therapy in Hypochondriasis

Giovanni A. Fava, M.D.; Silvana Grandi, M.D.; Chiara Rafanelli, M.D., Ph.D.;
Stefania Fabbri, Psy.D.; and Manuela Cazzaro, Ph.D.

Objective: The aim of the study was to eval-
uate the effectiveness of individual explanatory
therapy in hypochondriasis.

Method: Twenty patients with DSM-IV hypo-
chondriasis were randomly assigned to 2 groups.
One received explanatory therapy and was
assessed again after a 6-month follow-up. The
other was first assigned to a waiting list and sub-
sequently treated with explanatory therapy. All
patients received usual medical care from their
physicians. Assessments involved both observer
and self-rated instruments.

Results: In both groups, explanatory therapy
was significantly associated with a reduction of
hypochondriacal fears and beliefs, improvement
in affective disturbances and anxiety sensitivity,
and a decrease in health care utilization. Thera-
peutic gains were maintained at follow-up. Sub-
stantial residual symptomatology, however,
remained.

Conclusion: The results suggest that hypo-
chondriasis is a treatable condition and that
explanatory therapy is a viable therapeutic tool.
Further research should disclose the actual com-
ponents of the mechanism of change in hypo-
chondriacal patients.

(J Clin Psychiatry 2000;61:317–322)
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ypochondriasis is often a chronic and disabling
condition, long regarded as refractory to treat-H

ment.1 In the early 1980s, Kellner2 challenged this pessi-
mistic stance. In an uncontrolled investigation, he applied
explanatory therapy to 36 patients with hypochondriacal
fears and beliefs. Explanatory therapy is mostly derived
from research findings of studies concerned with patients
with functional somatic symptoms.3 It consists in provid-
ing accurate information, teaching the principles of selec-
tive perception (attention to one part of the body makes
the patient more aware of sensations in that part of the
body than in other parts), reassurance, clarification, and
repetition.3 Kellner’s approach never underwent con-
trolled validation. Its components became, however, the
basis for the cognitive-behavioral approach to patients
with functional somatic symptoms and abnormal illness
behavior.4 Central to the model is the way a person thinks
about bodily sensations, which leads to emotional dis-
tress. This latter in turn leads to further somatic symptoms
and an increase in illness behavior. These processes may
become linked in self-perpetuating vicious circles.4

Cognitive-behavioral therapy (CBT), by using a com-
plex mixture of cognitive and behavioral techniques, at-
tempts to modify dysfunctional assumptions about health.
Explanatory therapy differs from the cognitive-behavioral
approach in the following aspects: (1) it uses fewer thera-
peutic components; (2) it is much simpler and does not re-
quire specific psychotherapeutic skills; (3) it does not
introduce specific behavioral techniques (e.g., response
prevention for repeated bodily checking and reassurance
seeking); and (4) it is not based on a specific theoretical
framework (e.g., idiosyncratic dysfunctional automatic
thoughts).

A few controlled studies using cognitive-behavioral
strategies in hypochondriasis are available. Warwick et
al.5 compared CBT with a waiting list period in 32 pa-
tients with hypochondriasis. CBT was significantly more
effective than waiting list. Only one therapist was used,
however, and assessment measures mainly involved vi-
sual analog scales. A subsequent study6 attempted to repli-
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cate and extend the investigation by Warwick et al.5 in 48
patients with hypochondriasis randomly assigned to ei-
ther CBT, in the format of the previous study,5 behavioral
stress management (an equally credible alternative treat-
ment which involved the same amount of therapist con-
tact but was not aimed at directly challenging patients’
hypochondriacal beliefs), or a waiting-list control group.
Both active treatments were more effective than waiting
list but were not substantially different at follow-up. Eight
clinical psychologists were used as therapists. Like the
Warwick et al.5 study, assessments in this study6 were also
mainly based on visual analog scales. Avia et al.7 com-
pared group CBT and a waiting-list control in 14 patients
with hypochondriasis. CBT resulted in significant ther-
apeutic gains by means of several validated assessment
instruments. Finally, after a preliminary study,8 Bouman
and Visser9 compared a purely cognitive treatment with a
purely behavioral one (exposure in vivo with response
prevention) in 17 patients with hypochondriasis. Patients
were used as their own controls by observing a 4-week
period without interventions before and after treatment.
Both treatments were effective to a comparable degree, as
measured by means of several self-rating scales.

The aim of the present study was to provide a con-
trolled evaluation of explanatory therapy in hypochon-
driasis, using a wide range of assessment instruments that
might shed some light on the mechanisms of change.

METHOD

Twenty consecutive outpatients satisfying the criteria
described below, who had been referred by primary care
physicians to a psychosomatic outpatient clinic, were en-
rolled in the study. The patients’ diagnoses were estab-
lished by the consensus of a psychiatrist (G.A.F.) and
a clinical psychologist (C.R.) independently using the
Structured Clinical Interview for DSM-III-R in its Italian
version,10 supplemented by specific questions on the dif-
ferential diagnosis of hypochondriacal fears and beliefs,11

with special reference to nosophobia (disease phobia) and
thanatophobia (fear of dying).12 This interview covered
the content addressed in DSM-IV criteria for hypochon-
driasis.13

Patients had to meet the following criteria: (1) a cur-
rent diagnosis of hypochondriasis according to DSM-IV
criteria13; (2) absence of psychiatric comorbidity on the
first or second Axis of DSM-IV; (3) no active medical ill-
ness; (4) a minimum global severity score of 7 in a 1–9
scored global scale of illness severity,14 which ranges
from being well (score = 1) to incapacitating illness (score

= 9), for the current episode of hypochondriasis. All pa-
tients gave written consent after the procedures were fully
explained to them.

Patients were randomly assigned to either immediate
explanatory therapy by a psychiatrist (S.G.) or waiting-
list control. Patients in the waiting-list group received no
treatment for 6 months, after which they received ex-
planatory therapy by another psychiatrist (G.A.F.). All pa-
tients, however, received usual medical care from their
physicians. Treatment consisted of 8 sessions over a 16-
week period, following Kellner’s guidelines.1–3 Each ses-
sion lasted half an hour.

Assessments were at pretreatment/pre–waiting list,
posttreatment/post–waiting list, and 6-month follow-up/
posttreatment after waiting list. They were performed by
a clinical psychologist (C.R.) blind to treatment assign-
ment. Assessment included the following measures:

1. The Clinical Interview for Depression (CID)15 is an
observer-rated scale found to be extremely sensi-
tive in detecting change in treatment outcome stud-
ies.15–19 A shortened version of the scale (Change
Version), encompassing 20 items, each rated on
a 1- to 7-point scale, was used. The CID-Change
Version has a total score that ranges from 20 (mini-
mum) to 140 (maximum). It includes depressive
and anxiety symptoms. The hypochondriasis item
from the full scale was also used (score 1–7).
Additional 1–7 scored items assessing disease
phobia, thanatophobia, and bodily preoccupations
were used.

2. The Rating Scale of Somatic Symptoms (RSSS)20

is a 9-item observer-rated scale on common so-
matic complaints. Each item is scored on a 1–9
scale, with anchor points. The total score may
range from 9 to 81.

3. The number of visits to physicians and laboratory
tests (including radiology) in a 3-month period.

4. The Illness Attitude Scales (IAS)1 are self-rating
scales that measure psychopathology associated
with hypochondriasis and abnormal illness behav-
ior. They consist of 7 scales: worry about illness,
concern about pain, health habits, hypochondria-
sis, thanatophobia, nosophobia, and bodily preoc-
cupations. Each scale consists of 3 questions with
a self-rated response on a 5-point scale and a total
score that ranges from 0 to 12. They have been
extensively used in clinical research, including
most of the controlled treatment trials of hypo-
chondriasis.7–9
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Table 2. Sociodemographic and Clinical Characteristics of
Patients Assigned to Waiting List and, Subsequently, to
Explanatory Therapy (group B)
Characteristic

Age at entry, mean (SD), y 33.9 (7.9)
Sex (male/female) 0/10
Marital status (married/unmarried) 5/5
Social class

(middle-upper/working) 6/4
Duration of illness, mean (SD), mo 34.8 (33.0)

Pre–Waiting Post–Waiting
 List List Posttreatment

Mean SD Mean SD Mean SD

CID change* 39.9 4.0 40.9 3.1 33.8 4.8
CID hypochondriasis* 6.0 0.8 6.0 1.1 3.5 1.2
CID nosophobia* 3.8 1.6 4.2 1.6 2.7 1.3
CID thanatophobia* 4.5 1.0 4.7 1.5 2.8 1.2
CID bodily

preoccupations* 6.7 0.9 6.8 0.4 3.8 1.8
RSSS* 29.3 7.2 26.9 4.1 21.0 5.0
Number of visits

to physician* 11.9 5.9 10.6 7.9 3.0 2.7
Number of laboratory 4.5 3.8 4.3 5.2 0.5 0.5

tests*
IAS worry about

illness** 10.9 1.4 11.2 1.2 7.7 2.4
IAS concern about

pain* 10.3 1.8 10.4 1.8 6.7 2.8
IAS health habits 7.1 4.1 7.6 4.0 7.1 3.7
IAS hypochondriasis* 6.4 3.9 7.1 3.5 3.4 2.9
IAS thanatophobia* 9.9 2.6 9.7 3.2 6.0 3.0
IAS nosophobia* 8.1 3.9 7.7 3.5 3.6 3.1
IAS bodily

preoccupations* 9.6 2.1 9.6 2.1 7.0 2.1
ASI* 28.9 14.1 32.4 14.1 19.2 10.2
*p < .01 by 1-way ANOVA for repeated measurements.
**p < .001 by 1-way ANOVA for repeated measurements.

Table 1. Sociodemographic and Clinical Characteristics of
Patients Assigned to Explanatory Therapy and 6-Month
Follow-Up (group A)a

Characteristic

Age at entry, mean (SD), y 29.5 (7.6)
Sex (male/female) 2/8
Marital status (married/unmarried) 3/7
Social class

(middle-upper/working) 6/4
Duration of illness, mean (SD), mo 27.3 (14.4)

Pretreatment Posttreatment Follow-Up

Mean SD Mean SD Mean SD

CID change** 49.4 9.0 35.3 8.3 31.4 6.2
CID hypochondriasis** 6.2 0.8 3.8 1.3 3.4 1.6
CID nosophobia* 5.1 1.7 3.6 1.4 2.4 1.2
CID thanatophobia* 4.6 1.3 2.7 1.6 2.6 1.6
CID bodily

preoccupations 6.3 0.8 4.2 2.0 3.9 2.0
RSSS* 39.9 6.3 24.7 9.7 21.8 8.0
Number of visits to

physicians** 9.9 6.0 4.6 4.7 4.4 5.3
Number of laboratory 3.1 3.3 2.4 3.2 2.1 3.2

tests
IAS worry about

illness* 10.2 1.7 8.3 2.5 7.9 2.8
IAS concern about

pain* 9.4 2.0 7.8 3.0 6.6 3.8
IAS health habits 8.0 3.3 7.1 2.2 6.1 3.5
IAS hypochondriasis 6.4 3.7 5.8 4.1 5.2 3.9
IAS thanatophobia* 10.1 1.9 7.9 2.6 7.1 3.1
IAS nosophobia** 7.5 3.0 4.9 3.5 4.9 3.3
IAS bodily

preoccupations* 9.0 2.2 7.5 2.8 6.1 2.9
ASI** 34.8 11.5 24.8 11.4 21.9 11.4
aAbbreviations: ANOVA = analysis of variance, ASI = Anxiety
Sensitivity Index, CID = Clinical Interview for Depression,
IAS = Illness Attitude Scales, RSSS = Rating Scale of Somatic
Symptoms.
*p < .01 by 1-way ANOVA for repeated measurements.
**p < .001 by 1-way ANOVA for repeated measurements.

5. The Anxiety Sensitivity Index (ASI)21 is a 16-item
self-rating questionnaire developed to measure the
fear of becoming anxious. For each item of the
ASI, subjects rate the magnitude of concern on a
5-point scale.

Higher scores on the rating scales correspond to greater
clinical severity. All the scales were administered in their
independently validated Italian versions.17–19,22–24

A nonparametric method adapted by Pesarin,25 the per-
mutation test, was used to evaluate treatment effects. This
test is an analog of the 2-tailed Student test and a parametric
analysis of variance (ANOVA) and covariance without,
however, being conditioned by normal distribution hypoth-
eses. The method is based on a simulation or resampling
procedure, conditional on the data, which provides a simu-
lated estimate of the permutation distribution of any statis-

tic. In fact, the data are repeatedly permuted—a test statis-
tic is computed for each data division, and the proportion
of the data permutations with as large a test statistic value
as the value for the obtained experimental results deter-
mines the significance of the results. This straightforward
method also directly provides the p value. This test is par-
ticularly suitable for multidimensional (multivariate and/or
multiparametric) cases, since it allows a combination pro-
cedure whereby all or part of the comparisons performed
are combined in the same analysis. This procedure provides
a very effective control for multiple testing.25 Endpoint (in-
tent-to-treat) analysis was used for repeated measurements.
Results are expressed as means with standard deviations.
Statistical analysis was performed by M.C.

RESULTS

Randomization yielded 2 groups of 10 patients each:
group A, which was immediately treated (Table 1), and
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group B, which was assigned to a waiting list (Table 2).
There were significant differences (p < .05) in CID change
score and RSSS between the 2 groups at pretreatment
(group A) and pre–waiting-list (group B) assessments, by
permutation test. Eight patients in group A completed treat-
ment; the same patients were available for the 6-month
follow-up. Nine patients in group B were available for
evaluation after the waiting-list period, and 8 of these pa-
tients completed treatment afterwards.

In group A, 1-way ANOVA for repeated measurements,
by permutation test (df = 29), yielded significant changes
in CID change (p < .001), CID hypochondriasis (p < .001),
CID nosophobia (p < .01), CID thanatophobia (p < .01),
RSSS (p < .01), number of visits to physicians (p < .001),
IAS worry about illness (p < .01), IAS concern about pain
(p < .01), IAS thanatophobia (p < .01), IAS nosophobia
(p <.001), IAS bodily preoccupations (p < .01), and ASI
(p < .001) (Table 1). When Pesarin’s combination proce-
dure encompassing all measurements was used, 1-way
ANOVA for repeated measurements was highly significant
(p < .001), as it was also in the 4 CID scales (p < .001)
and 7 IAS (p < .001) components. Significant changes
(p < .05) took place between baseline and posttreatment
measurements for CID change, CID hypochondriasis, CID
thanatophobia, RSSS, number of visits to physicians, IAS
worry about illness, IAS nosophobia, and ASI, whereas
significant changes occurred only for nosophobia (p < .05)
between posttreatment and follow-up. The significant
changes were thus induced by treatment—as shown also
by the global combined difference (p < .05) with its CID
(p < .01) and IAS (p < .001) components—and were main-
tained at follow-up. (The combined differences were not
significant.)

In group B, 1-way ANOVA for repeated measurements,
by permutation test, yielded significant changes in CID
change (p < .01), CID hypochondriasis (p < .01), CID
nosophobia (p < .01), CID thanatophobia (p < .01), and
CID bodily preoccupations (p < .01), as well as RSSS
(p < .01), number of visits to physician (p < .01), number
of laboratory tests (p < .01), IAS worry about illness
(p < .001), IAS concern about pain (p < .01), IAS hypo-
chondriasis (p < .01), IAS thanatophobia (p < .01), IAS
nosophobia (p < .01), IAS bodily preoccupations (p < .01),
and ASI (p < .01). The combined difference encompassing
all measurements was highly significant (p < .001) and
remained so when it involved the 4 CID scales (p < .001)
and the 7 IAS scales (p < .001). There were no significant
changes—except for ASI (p < .05)—after waiting-list as-
signment, and this finding was also supported by the com-
bined difference. There were significant changes between

the second and third measurements (after treatment) on the
following instruments: CID change (p < .01), CID hypo-
chondriasis (p < .01), CID nosophobia (p < .01), CID
thanatophobia (p < .01), CID bodily preoccupations
(p < .01), RSSS (p < .01), number of visits to physicians
(p < .01), number of laboratory tests (p < .01), IAS worry
about illness (p < .01), IAS concern about pain (p < .01),
IAS hypochondriasis (p < .01), IAS thanatophobia
(p < .01), IAS nosophobia (p < .05), IAS bodily preoc-
cupations (p < .05), and ASI (p < .01). The combined dif-
ference in this case was highly significant (p < .01),
remaining so when it involved the 4 CID scales (p < .01)
and the 7 IAS scales (p < .01).

When the 2 groups were compared at their second
measurements (posttreatment for group A and post–
waiting list for group B), using their initial measurements
(pretreatment for group A and pre–waiting list for
group B) as covariates, a significant effect of treatment in
group A was detected in the following variables: CID
change (t = 4.54, df = 18, p < .001), CID hypochondriasis
(t = 3.54, df = 18, p < .01), CID thanatophobia (t = 2.20,
df = 18, p < .05), CID bodily preoccupations (t = 2.60,
df = 18, p < .05), RSSS (t = 2.96, df = 18, p < .01), IAS
worry about illness (t = 2.49, df = 18, p < .05), IAS con-
cern about pain (t = 1.93, df = 18, p < .05), IAS bodily
preoccupations (t = 2.09, df = 18, p < .05), and ASI
(t = 1.92, df = 18, p < .05). The combination of the 16
variables yielded a significant difference (p < .01), as well
as the combination of the CID individual scales (p < .01)
and IAS scales (p < .05).

Residual symptoms concerned with abnormal illness
behavior were assessed in the 16 patients who completed
treatment. Patients were classified according to the pres-
ence of a score of 3 or more in the CID,15 as had been done
in previous research.18 After explanatory therapy, 9 of the
16 patients had a score of 3 or more in CID hypochondria-
sis, 6 in CID nosophobia, and 14 in CID thanatophobia,
and 13 in CID bodily preoccupations.

DISCUSSION

The results of this controlled investigation indicate that
explanatory therapy induces a significant improvement in
illness behavior and affective disturbances and decreases
health care utilization in patients with DSM-IV hypo-
chondriasis, compared with assignment to a waiting list.
Such improvement appears to persist at a 6-month follow-
up. The results were supported by both observer-rated and
self-rated methods and by the use of a statistical analysis
that allowed control for a potential effect of multiple test-
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ing (a nonparametric combination method for dependent
permutation tests). Further, the sample in this study was
devoid of psychiatric comorbidity and presented with a
considerable degree of severity. Hypochondriasis, in fact,
frequently coexists with other psychiatric disorders, par-
ticularly anxiety disturbances.22,26,27 Since the presence of
anxiety is conducive to hypochondriacal fears and be-
liefs,22 it is difficult to ascertain whether improvement in
illness behavior is secondary to a reduction in anxiety.
These potentially spurious effects might have occurred in
previous controlled trials,5–9 and particularly in a recent
one,6 in which there were no substantial differences be-
tween specific (cognitive therapy) and nonspecific (be-
havioral stress management) treatment strategies. Finally,
clinical variants of hypochondriasis (particularly disease
phobia), which might entail differential therapeutic re-
sponses,11 were also assessed. The results lend support to
other controlled investigations5–9 suggesting that hypo-
chondriasis is a treatable condition.

Kellner’s explanatory therapy is a relatively simple,
short-term psychotherapeutic strategy. From the first ses-
sion, patients are encouraged to keep a diary in which
they report the most threatening hypochondriacal fears
and beliefs that occurred from one session to another, in a
2-week period. As long as therapy progresses, patients are
encouraged to write alternative interpretations of their so-
matic sensations.

Several types of feedback are provided by the therapist.
The first is concerned with accurate information. Hypo-
chondriacal patients mistakenly believe good health to be
a symptom-free state28 and believe common somatic sen-
sations to be indicative of disease more than nonhypo-
chondriacal patients.28–30 It is emphasized to the patients
that only a very small proportion of somatic symptoms is
caused by organic pathology. There is evidence from re-
search in psychophysiology that accurate information
about the relationship of a threatening stimulus and its so-
matic consequences can influence several phenomena, in-
cluding the severity of autonomic responses and subjective
distress.1 The attentional correlates of illness anxiety31 are
emphasized. For instance, a patient may realize that he
does not experience hypochondriacal worries when he is
busy at work. Indeed, explanatory therapy was associated
with a significant improvement in dimensions such as
worry about illness and concern about pain.

A second essential component involves explaining to
patients that there is a strong tendency to pay attention to
some parts of the body and to perceive threatening stimuli
accordingly (selective perception). If one is anxious about
the arrival of another person, one hears footsteps in the

corridor, whereas if one does not have a motive, many of
the footsteps are not perceived.3 It takes a long period of
time for patients who have become experts in the detec-
tion of bodily symptoms to unlearn these skills and the
active pursuit of strategies such as distraction (unlearning).

An additional component involves clarification, both
of previous faulty communications with physicians and of
common psychophysiologic reactions. Patients are in fact
often unable to attribute somatic symptoms to anxiety, but
they can learn what type of symptoms may be induced by
anxiety and how to pay attention to their concomitant af-
fective state. Patients also learn that stress may not result
immediately in somatic symptoms but that a delayed re-
sponse may occur. As a result, certain symptoms second-
ary to anxiety and tension may occur and/or persist even
when these latter have abated and may require a certain
time to fade away. Indeed, a significant decrease in anxi-
ety sensitivity, the fear of becoming anxious, occurred af-
ter explanatory therapy.

Finally, Kellner emphasized the difficulties that hypo-
chondriacal individuals have in registering and retaining
complex information.1 As a result, repetition becomes an
important aspect of treatment and may also take the form
of written statements by the therapist in the diary.

Even though improvements that were highly statisti-
cally significant ensued after explanatory therapy as mea-
sured by both observer and self-rated instruments, most of
the patients displayed substantial residual symptomatol-
ogy. They still had symptoms concerned with hypochon-
driasis and other fears (such as bodily preoccupations).
Therapy did not induce disappearance of hypochondriacal
beliefs but led to a decrease in their intensity and facili-
tated a better control of the subject over them. This is in
line with the presence of substantial residual symptom-
atology in mood and anxiety disorders.32 The aim of
therapy may thus be for the patient to regain control over
hypochondriacal symptoms rather than to expect their
complete disappearance.

Explanatory therapy requires a considerable degree of
individual attention. It is not possible to know from this
study whether patient improvement was due to these spe-
cific components or was a nonspecific attention-related
effect. This question should be elucidated by further in-
vestigations comparing different treatment approaches.6,9

There is now evidence that different therapeutic ap-
proaches may lead to similar results.33,34 The challenge of
future research is to identify the most simplified treat-
ments (in terms of components) and their relation with
pretreatment individual variables. Our findings, however,
confirm previous investigations on the stability of un-
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treated hypochondriacal fears and beliefs,35,36 and on per-
sistence of therapeutic gains at follow-up,5,6 which run
counter to a temporary nonspecific effect.

Individual therapeutic sessions were used in this study.
However, Barsky37 has developed a group therapy ap-
proach for hypochondriasis. Group discussions and cogni-
tive and behavioral exercises are used to teach patients to
moderate 4 factors that amplify somatic distress and hypo-
chondriacal fears and beliefs: the attention they pay to
their symptoms, their thoughts about them, the context in
which they experience their symptoms, and their affects.37

Such strategy underwent controlled validation.7 It is thus
conceivable, even though yet to be tested, that explanatory
therapy may also be suitable for a group format.

Hypochondriasis is a common and invalidating disor-
der in medical practice.37,38 Even though treatment was ad-
ministered by 2 psychiatrists in this study, the principles
of explanatory therapy are relatively simple1 and do not
require highly specialized training. If the results of this in-
vestigation are confirmed by other studies, explanatory
therapy may play a considerable role in the health care of
hypochondriacal patients.

Disclosure of off-label usage: The authors have determined that, to the
best of their knowledge, no investigational information about pharma-
ceutical agents has been presented in this article that is outside U.S.
Food and Drug Administration–approved labeling.
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CME: POSTTEST
Explanatory Therapy in Hypochondriasis

1. Selective perception means that:
a. The patient worries about a specific part of the body and

disregards other parts.
b. Attention to one part of the body makes the patient more

aware of sensations in that part.
c. The patient is concentrated only on a few sensations.
d. The patient selects the type of medical information that

is consistent with his/her worries.

2. The key aspect of cognitive-behavioral interpretation
of hypochondriasis is that:
a. Anxiety determines somatic symptoms.
b. Hypochondriasis is a learned response.
c. It is the way a person thinks about bodily sensations that

causes hypochondriasis.
d. The patient is unaware of the physiological correlates of

anxiety.

3. All these are components of explanatory therapy, except:
a. Explanation
b. Accurate information
c. Repetition
d. Response prevention

4. All these aspects characterize hypochondriasis, except:
a. Generalized worries
b. Fear of dying
c. Bodily preoccupations
d. Fear of a specific disease

5. Hypochondriacal patients:
a. Believe that health is a symptom-free status
b. Are reassured only by laboratory tests
c. Are reassured only by physical examinations
d. Do not seek medical attention

6. Controlled treatment trials in hypochondriasis
indicate that:
a. All treatments are effective but benefits wane.
b. Cognitive-behavioral approaches are superior to other

treatments.
c. Several treatments are effective and benefits persist.
d. Explanatory therapy is superior to other treatments.

7. After treatment, hypochondriacal patients:
a. No longer have hypochondriacal beliefs
b. Still have hypochondriacal beliefs, but have achieved a

better control over them
c. No longer have hypochondriacal beliefs, but are still

worried about illness
d. Avoid medical treatment

8. Explanatory therapy could be suitable for different
kind of settings such as:
a. Individual and group setting
b. Only individual therapeutic sessions
c. Only group therapeutic sessions
d. Family sessions

Physicians may receive up to 1 hour of Category 1 credit
toward the American Medical Association Physician’s
Recognition Award by reading the article starting on page
317 and correctly answering at least 70% of the questions in
the posttest that follows.

1. Read each question carefully and circle the correct
corresponding answer on the Registration form.

2. Type or print your full name and address and Social
Security, phone, and fax numbers in the spaces provided.

3. Send the Registration form along with a check, money
order, or credit card payment in the amount of $10 to:
Physicians Postgraduate Press, Office of CME, P.O. Box
752870, Memphis, TN 38175-2870.

4. For a credit certificate to be issued, answers must be
postmarked by the deadline shown on the CME
Registration form. After that date, correct answers to the
posttest will be printed in the next issue of the Journal.

All replies and results are confidential. Answer sheets,
once graded, will not be returned. Unanswered questions
will be considered incorrect and so scored. Your exact score
can be ascertained by comparing your answers with the
correct answers to the posttest, which will be printed in
the Journal issue after the submission deadline. The
Physicians Postgraduate Press Office of CME will issue
a certificate 4–6 weeks from receipt and will keep only a
record of participation, which indicates the completion of
the activity and the designated number of Category 1 credit
hours that have been awarded.

Instructions

Answers to the October 1999 CME posttest
1.  c     2.  d     3.  b     4.  b     5.  a     6.  c     7.  d
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TEAR OUT AND MAIL THIS PAGE, ALONG WITH YOUR PAYMENT, TO:
PHYSICIANS POSTGRADUATE PRESS • OFFICE OF CME • P.O. BOX 752870 • MEMPHIS, TN 38175-2870
IF YOU ARE PAYING BY CREDIT CARD, YOU MAY FAX THIS PAGE TO: OFFICE OF CME AT 901-751-3444

QUESTIONS? CALL 1-800-489-1001 X123

CME: REGISTRATION/EVALUATION
Explanatory Therapy in Hypochondriasis

© Copyright 2001 Physicians Postgraduate Press, Inc.

One personal copy may be printed

Circle the one correct answer for each question.
1. a b c d 5. a b c d

2. a b c d 6. a b c d

3. a b c d 7. a b c d

4. a b c d 8. a b c d

Print or type

Name ________________________________________

Social Security number _______ – _____ – _________
(for CME credit recording purposes)

Degree __________Specialty _____________________

Affiliation _____________________________________

Address _______________________________________

City, State, Zip _________________________________

Phone (       ) _________________________________

Fax (       ) ___________________________________

E-mail ________________________________________

Hospital: ❏ Private Practice: ❏ Resident: ❏ Intern: ❏

Deadline for mailing
For a credit certificate to be issued, the envelope must be

postmarked no later than September 30, 2000.

Keeping a copy for your files
Retain a copy of your answers and compare them with the

correct answers, which will be published after the submission
deadline.

Payment
A $10 payment must accompany this form. You may pay by

check, money order, or credit card (Visa or MasterCard). Make
check or money order payable to Physicians Postgraduate
Press. If paying by credit card, please provide the information
below.

Check one: ❏  Visa    ❏  MasterCard

Card number ___________________________________

Expiration date _________________________________

Your signature _________________________________

Please evaluate the effectiveness of this CME activity by
answering the following questions.

1. Was the educational content relevant to the stated
educational objectives?  ❏  Yes ❏  No

2. Did this activity provide information that is useful in
your clinical practice?  ❏  Yes ❏  No

3. Was the format of this activity appropriate for the content
being presented?  ❏  Yes ❏  No

4. Did the method of presentation hold your interest and
make the material easy to understand?  ❏  Yes ❏  No

5. Achievement of educational objectives:

A. Enabled me to describe the explanatory therapy
model.  ❏  Yes ❏  No

B. Enabled me to use explanatory therapy in a patient
with hypochondriasis.  ❏  Yes ❏  No

6. Did this CME activity provide a balanced, scientifically
rigorous presentation of therapeutic options related to the
topic, without commercial bias?  ❏  Yes ❏  No

7. Does the information you received from this CME
activity confirm the way you presently manage your
patients?  ❏  Yes ❏  No

8. Does the information you received from this CME
activity change the way you will manage your patients in
the future?  ❏  Yes ❏  No

9. Please offer comments and/or suggested topics for future
CME activities.

___________________________________________

___________________________________________

___________________________________________

___________________________________________

10. How much time did you spend completing this CME
activity?

___________________________________________
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