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ABSTRACT

Review Article

Validity of Current Treatment Protocols
to Overcome Hypochondriasis

SHRAYASH KHARE', MEHER NARAIN SRIVASTAVA?

Hypochondriasis has been difficult to define and its classification amongst diseases has been blurred since, time immemorial. Though
decades have been passed since its discovery and known to the people that the disorder is of the mind itself, the treatment options are
still limited for the disorder and therefore, in dire need of exploration and analysis. Hypochondriasis, also sometimes referred to as health
anxiety, is much more common in general health ward than previously accounted for. Thus, an efficient way of its management needs
to be formulated and this review article helps to shed out light on the current treatment protocol available for hypochondriasis and their
efficacy for the same. The treatment modules for hypochondriasis are unfortunately few and limited. None of the review articles have
evaluated the efficacy of the tried treatment interventions and through this review article we want to highlight the same. A Medline search
of the relevant publications and the references of the studies were incorporated to obtain the data.

INTRODUCTION

Mental disorder, though not recognized, is as old as mankind itself.
The two are so entwined together, that, as man progresses and
develops new methods of freeing himself from the thorns of infirmity,
it continues to mutate into a more and more vicious pathology. This
unceasing one-upping has led to an increased understanding of the
biological functioning of the human body and henceforth branching
of the field of medicine into hitherto unrecognized realms. One of
the vestiges to be opened during the search for cure is the effect
of brain and its neural circuits on the human mind, which has
continued to baffle physicians. The 20" century finally saw theories
of unconsciousness put forward by Sigmund Freud and his use
of psycho-analysis for the cure of psychiatric ailments, increasing
hope for future advancements [1].

One such psychiatric entity to be recognized was ‘Hypochondriasis’.
Referred to as "a step child” in the field of psychiatry by Macalpine
and as a “strange child” in Psychiatric disorder dimension by Jelliffe,
its definition and therefore, classification has been blurred since,
time immemorial. The term Hypochondriasis takes its origin from
two Greek words, ‘Hypo’ meaning below and ‘Chondriac’ meaning
cartilage, since, one of the most common presentations of the
patients was unexplained abdominal pain [2]. In his book, Anatomy
of Melancholy, Robert Burton describes Hypochondriasis as a
disorder ranging from "too much spittle" to "rumbling in the guts."”

As time rolled on, the knowledge about the enigmatic human mind
reached new levels, and soon enough, Hypochondriasis happened
to transform into a psychiatric disorder implying that a disease,
which was earlier associated with an abdominal organ, became an
ailment concerning the brain and the nervous system. Psychiatrists
then defined Hypochondriasis, as an unshaken belief of serious
medical illness that persists despite being assured of its vagueness
by appropriate medical evaluation. In hypochondriasis, as with
somatization disorder, a history of poor relationship with physicians
stemming from their sense that they have not been treated aptly
or correctly is present. Hypochondriasis causes debilitation due
to stress and its chronic course, and symptoms that may vary
with time in their intensity [3]. Furthermore, Hypochondriasis has
been labeled as a mental disorder instead of psychiatric disorder.
Since, psychiatry is only one of the disciplines that deals with
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hypochondriasis (besides, clinical psychology and psychosomatic
medicine). Therefore, the recent Diagnostic and Statistical Manual
of Mental Disorder (DSM 5) criterion has recommended using
the more neutral term “mental disorder” for Hypochondriasis [4].
Further the new DSM 5 system no longer addresses the disorder as
hypochondriasis, renaming it as ‘illness anxiety disorder’.

Another disorder, often flummoxed with hypochondriasis, is
Somatization. Both these terms though often used inter-changeably,
in reality, represent two different facets of the same psychiatric
ailment. Hypochondriasis is a situation in which a patient is too
apprehensive of some malady afflicting his body despite continuous
negative medical evaluations and assurances. In somatization,
patients present with various physical complaints that no known
medical condition can explain [5]. Though the relationship between
the two is not well understood, it is better to conceptualize
hypochondriasis as a distinct categorical designation rather than as
an element of somatization. Another way of isolating the difference
is to understand the concept in terms of cognitive and emotional
symptoms, which is a characteristic feature of hypochondriasis,
whereas, the description of somatization emphasizes upon
symptoms, which are mainly somatic [6]. It is imperative for the
primary care physician to recognize and understand somatization
and hypochondriasis as two different psychiatric conditions since
they are more liable to be found among patients paying a visit to
general medical care.

The prevalence of hypochondriasis has not been surveyed in a
substantial way in the field of psychiatry. In a study conducted in
Department of Psychiatry, Harvard Medical School, Boston, USA,
between 4.2% and 6.3% of the patients visiting the outpatient
ward in a period of 6 months were estimated to be suffering
from hypochondriasis [7]. In a similar study the prevalence of
hypochondriasis was found to be in between 1%-5% in the general
population and between 2% - 7% in the medical population. A
study conducted by Martin and Yutzy estimated hypochondriacs
to be between 3 to 13% in the medical population. Further, the
gender specificity for the disorder has also been not evaluated upon
with clarity. An article by Suzanne Feinstein, PhD, and Brian Fallon,
MD, MPH, reported that in psychiatric or medical clinics, women
were found to have hypochondriasis three to four times more
often than men. However, DSM-IV-TR, reports equal incidence of
hypochondriasis in both genders [7].
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Search Strategy

A Medline search of the relevant publications and the references
of the studies were incorporated to obtain the data. The search
strategy used keywords as Hypochondriasis crossed with terms,
definitions, epidemiology, incidence, prevalence, etiology and
various treatment modules. The search was limited from 1970 to
2014. Few very old studies were also referenced so as to highlight
upon the history of hypochondriasis needed for the review.

Current Treatment Modules

Hypochondriasis was defined by Barsky and Klerman as to comprise
four main characteristics: a) physical symptoms disproportionate
to demonstrable organic disease; b) fear of disease and the
conviction that one is sick; ¢) a pre-occupation with one’s body; d)
the persistent and unsatisfactory pursuit of medical care [8]. This
disorder is usually heterogeneous and mostly chronic [9,10]. Kaplan
(1991) reported that a hypochondriacal person complains of many
symptoms, focusing mainly on bodily sensations. This results in
misinterpretation and henceforth-undue alarm to the patient [11].
Though the treatment provides significant relief, some degree of
discomfort is likely to persist [12]. Floru suggests that behavioural
intervention is especially helpful in neurotic cases [13]. Health
anxiety, apart from having detrimental effects on the patient, causes
inconvenience and worry to the family members in terms of costs
incurred to avail higher medical care utilization [14]. The occupational
disability is an added setback [15]. Hence, development of effective
treatments should be prioritized, for the sake of both patients and
health care service providers.

1. Reassurance

The first step towards ensuring proper treatment is reassurance
which must be credible, educative specific, and directed at both,
expressed and concealed fears [16]. Certain theories suggest that
childhood experiences [17] and social reward [18] might encourage
somatic complaints under stress, thereby, causing such individuals
to misinterpret normal sensations [19] or feel them more sharply [20].
Hence, explanation of psycho-somatic symptoms to the patients,
coupled with careful examination and reassurance can prove to
be very effective [21]. Detailed reassurance has been documented
to become increasingly effective over time, and to reduce worries,
which might arise by fresh symptoms in the future. The therapeutic
effect of reassurance is further bolstered by family counseling on
reinforcement [22]. Reassurance therapy aims at reducing pre-
occupation with one’s assumed ill health by pointing to reproducible
evidences that nothing is wrong. Although the patient is temporarily
relieved, along-term positive outcome has not yet been documented
and the patients’fears relapse [23].

2. Pharmacotherapy

Reassurance can be coupled with pharmacotherapy. Drugs most
commonly used are Imipramine (Tofranil) [24], Clomipramine
(Anafranil) [25,26], Fluoxetine (Prozac) [27,28] and Amitriptyline
(Elavil, Etrafon) [29]. Apart from anti-depressants, various
Monoamine Oxidase (MAQ) inhibitors, like Pimozide (Orap) (for
monosymptomatic hypochondriacal obsession) have been used.
Nevertheless, anti-depressants seem to be more effective and are
therefore considered the treatment of choice. Systematic double-
blind studies, demonstrating the efficacy of pharmacotherapy, are
still lacking. This is exemplified by a case report in which a patient
with  monosymptomatic hypochondriasis exhibiting koro-like
symptoms not responding to pimozide, improved with a tricyclic
anti-depressant and remained symptom-free for 1.5 years [30] as
opposed to another patient responding better to MAO inhibitors
treatment of which lasted several months [31].

If there is paucity of knowledge on the long-term outcome of
hypochondriasis, it is nothing compared to that of the effect of
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treatment with anti-depressants such as Selective Serotonin
Reuptake Inhibitor (SSRI). A Long-term follow-up of hypochondriasis
after SSRI treatment in 46 patient was carried out [32] which revealed
that a substantial proportion of patients who received treatment with
SSRIs achieved remission over long term, concluding that interim
SSRI use may contribute to better prognosis. Similarly, a randomised
control study conducted to evaluate the efficacy of Fluoxetine (SSRI)
in patients suffering from hypochondriasis, proved that Fluoxetine was
moderately effective and well-tolerated [33]. Amitryptiline has also
been useful in relieving hypochondriac symptoms in nonpsychotic
inpatients with DSM-IIl diagnosis of melancholia [34].

The past two decades have seen the emergence of Pimozide as
the drug of choice for hypochondriasis. Although a few studies with
controls have been done to support the efficacy of pimozide, the
treatment recommendation is largely based on case reports [35].
Pimozide has significant adverse effects, including cardiac and
extrapyramidal defects (Drug induced Parkinsonism) [36], which
assume significance and are a matter of concern for the elderly.
Although pimozide is effective in some cases of somatic delusional
disorders, newer anti-psychotics such as risperidone, are gaining
precedence for the treatment of this perplexing cluster of disorders.
Risperidone is considered safer than pimozide and hence roped
in as first-line therapy for monosymptomatic hypochondriacal
psychoses [37].

3. Cognitive behavioural therapy (CBT)

Although previously considered a disorder extremely difficult to treat
CBT, in the past 15 years, has emerged as an effective, empirically
supported treatment for severe health anxiety [38]. Patients with
health anxiety are more inclined towards psychological treatments
than to drug treatments [39]. However, till date, the effects of
psychological treatments on health anxiety disorders have been
woefully limited [40]. Cochrane review concluded that the most
effective psychological therapy for hypochondriasis was CBT,
having many positive outcomes [41]. However, several limitation
of the existing trial data on the psychological treatment of health
anxiety were noted. First, the possibility that, improvements may be
due to non-specific factors frequently involved in regular therapist
contact could not be ruled out, emphasizing the need for mediational
analyses. Second, there was no possible way to determine what
proportion of patients was “cured” by the treatments, highlighting the
need to define diagnosis. And third, data on long-term outcome from
psychological treatments for health anxiety are minimal, highlighting
the need for elaborate follow-up periods. This lack of follow-up
data is especially detrimental given the low natural recovery rate of
health anxiety [42]. Furthermore, in some studies of psychological
treatments for health anxiety, only 30% of eligible participants
agreed to participate [43], with dropout rates of 25%-30% [44,45],
advocating that prevailing psychological interventions are either not
acceptable to patients with health anxiety or not efficacious enough
to meet the general expectations of the patients and hence offer
scope for improvement. Forster, Southern and Caprara [46,47]
have reported on the effectiveness of behavioural counseling.
A case report by Revar also demonstrates the effectiveness of a
behavioural strategy in the treatment of hypochondriasis [48].

Yet another facet of CBT is ‘Group CBT’ which is an improvised
methodology of psychodynamic models of pathology and developed
even before the practice of CBT was first described by Aaron Beck
and his colleagues [49]. As the name suggests, group psychotherapy
provides communication and interface between the group members
as a vehicle of change. Group models offer some for positive peer
modelling opportunities, reinforcement, and most importantly, social
support, in addition to being an approachable option with regard
to the limited availability of focused CBT therapists [50]. One of the
largest studies conducted in the field of hypochondriasis to compare
the usefulness of group CBT over individual CBT has shown CBT
group therapy to be more appropriate and cost-effective [51].
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4. Internet-delivered exposure-based Cognitive Behaviour
Therapy (ICBT)

Yet another technique for the effective treatment of severe health
anxiety has been developed by a research group is the ‘Internet-
delivered exposure-based CBT (ICBT)’, which has shown positive
results in two randomised controlled trials [62,53]. ICBT is
an internet-based bibliotherapy with a support from an online
psychiatrist through a classified asynchronous online system of
messaging [54]. ICBT offers a multitude of advantages, one of the
most essential being that it can upsurge the number of patients
who could receive the psychological treatment for severe health
anxiety as each psychiatrist can have up to 80 patients in ongoing
treatment. The only health economic evaluation of ICBT, which was
conducted, concluded that the treatment was highly economical
when compared to a basic attention control condition that did not
receive active treatment [55]. No study has, however, tried to find
out if ICBT is economically effective in comparison to an active and
inclusive psychological treatment. In the latest trial of ICBT, it was
compared with Internet-delivered Behavioural Stress Management
(IBSM), which is based on taking control over symptoms directly
through management of stress and applied relaxation. Though both
displayed impressive improvements in health anxiety, it was seen to
be more efficacious in participants receiving ICBT.

5. Exposure Therapy

Exposure therapy uses techniques to resolve mistaken beliefs. In
case of hypochondriasis, it involves gradual confrontation of the
situations and bodily sensations that person avoids because of
the fear of illness. During exposure, patients also learn to tolerate
the uncertainty regarding a sensation being a real symptom or not.
Initially, people tend to become anxious during exposure practice;
however, the distress is temporary as it subsides by a process called
habituation. It is this habituation which causes the person to realize
that their distress is transient, which in turn, helps them overcome
their fear of situations and sensations. They are then able to resist
the urge that they have to seek constant information or reassurance
about their health and perceived illness. Various randomized control
studies have been conducted to prove the efficacy of exposure
therapy on patients of hypochondriasis and they have proven it to
be as effective as CBT [56].

CONCLUSION

This review above helps to bring forth the issue that, somatoform
disorders are till date, one of the most controversial and mind
boggling areas of modern psychiatry. These disorders are
particularly demanding for psychiatrists exposed only to patients
who have become extensively disabled by chronic disorder. Under
these circumstances psychiatrists often insist that early intervention
should be able to prevent numerous secondary problems. Effective
early intervention will not be achieved unless general psychiatrists
working in primary or secondary general medical care encourage
medical and nursing staff to work towards quick and appropriate
management of all patients who present with bodily symptoms or
any illness relating to distress and worry.

As highlighted in this review, clinical and research efforts are lacking
a lot in various treatment areas of hypochondriasis and they need
to be greatly enhanced. It will be unfortunate if these disorders
received attention only because of the high health costs incurred,
as it will undermine the suffering of the patients. It reflects the sorry
state of affairs that, despite being one of the biggest areas of health
dollar expenditure, there are no clear guidelines for its treatment and
referral. Therefore, a massive research undertaking is needed to fully
understand and help these patients.
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