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from both groups.  Conclusions:  Short-term psychothera-
peutic interventions for somatizing patients in general hos-
pitals have a moderately better effect on motivation for psy-
chotherapy and contacting a psychotherapist than psycho-
educational reading material alone. Future studies should 
attempt to prove the effectiveness of short-term psychoed-
ucational interventions for somatizing patients in the gen-
eral hospital.  Copyright © 2007 S. Karger AG, Basel 

 Introduction 

 Previous studies have shown that about 50% of all 
medical inpatients fulfill criteria for medically unex-
plained symptoms  [1]  and that 10–20% have a somato-
form disorder  [2–4] . More than a third of all patients with 
somatoform disorders who participated in the Catch-
ment Area Study  [5]  reported having been hospitalized 
during the previous year, compared to only 12% of all pa-
tients without any somatoform disorders. Since patients 
with somatizing behavior by definition have no psycho-
logical attribution to the symptoms, treatment accep-
tance and motivation for psychotherapy is low and the 
early treatment dropout rates are up to 55%  [6, 7] . How-
ever, high acceptance of psychotherapy and more psycho-
therapeutic expectations of treatment have a positive in-
fluence on the long-term treatment outcome  [8] . This is 
why psychotherapeutic interventions during the patient’s 
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 Abstract 

  Background:  Treatment acceptance and motivation for psy-
chotherapy of somatizing patients in the general hospital is 
low.  Methods:  Patients (n = 91) fulfilling the criteria for so-
matization were randomized into an intervention group
(n = 49) and a control group (n = 42). The patients in the in-
tervention group attended 5 psychotherapeutic sessions 
based on the modified reattribution model. The patients in 
the control group received psychoeducational reading ma-
terial. The primary outcomes were motivation for psycho-
therapy and contacting a psychotherapist after discharge. 
The secondary outcomes consisted of changes regarding so-
matoform symptoms, emotional distress and quality of life. 
 Results:  Patients from the intervention group were signifi-
cantly more motivated for psychotherapy (p = 0.001) than 
patients from the control group. At the 3-month follow-up, 
42% of the patients from the intervention group had con-
tacted a psychotherapist, compared to 20% of the patients 
from the control group (p = 0.045). At the 6-month follow-
up, however, the ratio of patients having contacted a psy-
chotherapist had changed to 44 and 29%, respectively, and 
was no longer significant. The intensity of somatoform 
symptoms and the anxiety symptoms decreased and mental 
functioning improved significantly over time for patients 
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hospitalization become the key to success. If diagnostic 
and psychotherapeutic interventions are part of the so-
matic therapy, they are much more likely to be accepted 
 [9] .

  The primary goal of these interventions for somatiz-
ing inpatients should be to increase their motivation for 
psychotherapy. The following factors are considered rel-
evant to increased motivation  [10, 11] : severe suffering, 
hope for improvement or complete recovery, low illness 
benefit, desire for self-reflection, readiness to change per-
ception and behavior, interest in information about the 
therapy, independent therapy efforts, positive overall at-
titude regarding psychotherapy and little concern re-
garding possible social consequences (e.g. stigmatiza-
tion). The main goal of our study was to find out if the 
factors mentioned above can be positively influenced by 
psychotherapeutic interventions helping the patient bet-
ter understand his physical symptoms by taking the 
symptoms seriously, providing him with additional in-
formation regarding the psychophysiological interac-
tions and discussing psychosocial stress  [12–15] .

  Hypotheses 

 1 After short-term psychotherapeutic interventions, pa-
tients have a higher motivation for psychotherapy and 
a higher percentage of them have a first contact with a 
psychotherapist after discharge than patients of the 
control group. 

 2 After short-term psychotherapeutic interventions, pa-
tients show more of a decrease in somatoform symp-
toms and emotional distress and more improvement 
in quality of life than patients of the control group. 

 Methods 

 Patient Eligibility Criteria 
 Using a broader definition of somatization  [16] , patients were 

screened with the Screening for Somatoform Symptoms (SOMS-
2)  [17]  and the General Health Questionnaire (GHQ-12)  [18] . The 
screening criteria for SOMS were 4 somatoform symptoms for 
men and 6 for women  [19] , and the cutoff for the GHQ was  6 2. 
Patients were consecutively included in the study if they tested 
positive for both questionnaires and if the attending hospital phy-
sician was not able to provide a clear physical explanation for the 
complaints.

  Other inclusion criteria weree: persistent symptoms for at least 
3 months, 5 or more annual doctor’s visits or 2 hospitalizations 
during the past year as a result of the respective symptoms, 18–65 
years of age and availability for at least 6 months. Criteria for ex-
clusion were severe mental disorders, e.g. major depression with 

suicidal ideation, eating disorders, alcohol or substance abuse, an 
organic disease deemed responsible for most of the symptoms, 
psychotherapy – ongoing or completed during the past 3 years, 
pregnancy and low intellectual capacity. In addition, patients un-
derwent a standardized diagnostic interview, the DIA-X  [20, 21] , 
a computerized version of the Composite International Diagnos-
tic Interview  [20] .

  Setting and Location 
 Data were collected in the Departments of Neurology (n = 51), 

Internal Medicine (gastroenterology, n = 23; rheumatology, n = 8; 
nephrology, n = 3; cardiology, n = 1), General Medicine (n = 1), 
ENT (n = 2) and Orthopedics (n = 2).

  A research assistant visited the participating units 3 times per 
week and systematically examined all new patients. Patients with 
unexplained physical symptoms then underwent a screening pro-
cess including the above-mentioned inclusion and exclusion cri-
teria.

  Interventions 
 Our treatment program is predominantly based on the reat-

tribution model  [12, 14] , the World Health Organization training 
package for primary care physicians  [22] , cognitive behavioral 
techniques  [23]  and a psychodynamic approach  [24–26] . A short-
ened version of this therapy approach has already been success-
fully implemented and evaluated by primary care physicians  [27, 
28] .  Table 1  addresses the topics during the 5 psychotherapeutic 

Table 1. Schedule for psychotherapeutic sessions

First session
Extensive discussion of the complaints
Somatic and psychosocial medical history
Subjective health belief
Disclosure and feedback about the results of the tests
Discussion of frustrations and anger

Second session
Development of a mutual understanding of the illness:
• Explanation of psychophysiological interaction
• Symptom diary
• Exercises to increase body perception
• Exercises to recognize and differentiate emotions

Third session
Application to the patient’s current life situation:
• Symptom diary
• Stress model
• Discussion of psychosocial conflicts

Fourth session
Family or couple therapy
Alternatively, in-depth review of topics previously covered

Fifth session
Closing: emphasis on resources
Motivation and referral to outpatient or inpatient professional
psychotherapy
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sessions. For more information, please refer to the manual regard-
ing therapy goals, basic concepts and operationalization of the 
individual therapy steps during the 5 sessions, each lasting about 
50 min  [29] . The patients of the control group received psycho-
educational reading material consisting of 9 pages describing the 
etiology, course and treatment recommendation of somatoform 
symptoms.

  Therapy Adherence 
 All therapists are licensed psychotherapists (3 physicians and 

2 psychologists) and have all been working with somatizing pa-
tients for several years. They received special training on how to 
use the manual. All therapeutic sessions were audio-taped and 
randomly reviewed by a trained research assistant. Excerpts of 
recorded sessions were compared and discussed in regular super-
vision sessions. This guaranteed fidelity of and adherence to the 
manual and uniformity of procedure. After each session, the ther-
apist filled in therapy protocols listing the most relevant interven-
tions. The following therapeutic interventions were used most 
frequently: subjective health belief (98%), verbalization of anger, 
frustration or disappointment (96%), empathy for physical com-
plaints (93%), extensive discussion of the symptoms and experi-
ences with the health care system (91%), somatic and psychosocial 
medical history (91%), disclosure and feedback about the results 
of the tests (82%), development of a mutual understanding   of the 
illness by explanation of psychophysiological interactions (82%), 
images to foster perception and differentiation of emotions (56%), 
discussion of psychosocial conflicts (51%), symptom diary (44%) 
and relaxation exercises (36%).

  Outcome Measures 
 Primary outcome measures: motivation for psychotherapy 

was evaluated with the Psychotherapy Motivation Questionnaire 
(FPTM)  [11] . The FPTM consists of 26 items and 6 subscales: suf-
fering emotional distress, hope for amelioration, denial of need 
for help, knowledge about psychotherapy, initiative, symptom-re-
lated benefits and a total score for overall motivation for psycho-
therapy (mean of the 6 subscales). Cronbach’s  �  for all scales was 
between 0.74 and 0.80. The primary outcome measure was the 
total score. The dichotomous question ‘Have you contacted a psy-
chotherapist since your discharge?’ was addressed in question-
naires at the 3- and 6-month follow-ups. More detailed categories 
as ‘on a waiting list’, ‘contacted health insurance for preapproval 
for psychotherapy’, ‘started psychotherapy’ and ‘discontinued 
psychotherapy’ were addressed to the patient who answered 
‘yes’.

  The secondary outcome measures looked at changes regarding 
the number and intensity of somatoform symptoms (SOMS-7) 
 [17] , changes regarding emotional distress [Hospital Anxiety and 
Depression Scale (HADS), GHQ]  [18, 30, 31]  and quality of life 
(SF-12)  [32, 33] .

  Sample Size 
 Due to the lack of studies regarding the effect of consultation-

liaison services for somatizing patients, it was not possible to pre-
cisely determine the effect size. We had established a time frame 
of 2 years for the recruitment of patients and had calculated a 
sample size of n = 96 as the optimal sample size for the MANOVA 
and  �  2  statistics ( �  = 0.05). The aim was to prove a weak to mod-
erate effect (f 2  = 0.08) with a type II error of approximately 20%. 

We expected to include 96 patients. The minimum power to toler-
ate for this study was to prove an effect of f 2  = 0.1 with the same 
type II error level.

  Randomization 
 Randomization was performed by an independent statistician. 

He was not aware of the therapy allocation or the details of the 
study design. Envelopes containing the allocation information 
were created in a random order. Patients who had fulfilled all in-
clusion criteria were assigned to the 2 different groups. Patients 
were not blinded due to the study conditions.

  Informed Consent 
 The study was approved by the Ethics Review Committee of 

the Freiburg University. All patients gave their informed con-
sent.

  Statistical Methods 
 Data were collected by independent research assistants. Data 

control was performed on all outcome measures by way of data 
cleaning and 100% double data entry. The outcome was deter-
mined independently by one of the authors (A.S.). For the calcula-
tions, the researchers used SPSS release 11.5. Access version 7.0 
was used for data entry. Statistical analysis included analysis of 

Assessed for

eligibility (n = 263)

Not randomized (n = 72)
Did not meet inclusion
criteria (n = 127)
Refused to participate
(n = 29)
Other reasons (n = 16)

Randomized (n = 91)

Allocated to intervention
(n = 49)
Did not receive allocated
intervention (n = 0)

Post-test (T1):
n = 45
3-month follow-up (K1):
n = 34
6-month follow-up (K2):
n = 35

Allocated to control
(n = 42)
Did not receive allocated
intervention (n = 0)

Post-test (T1):
n = 39
3-month follow-up (K1):
n = 31
6-month follow-up (K2):
n = 32

Analyzed (n = 49) Analyzed (n = 42)
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  Fig. 1.  Flowchart of patients. 
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variance for repeated measurement. Models for the whole period 
of observation (T0–K2) as well as contrasts between certain time 
points (e.g. T0, T1) were computed. The item ‘contact with a psy-
chotherapist’ was evaluated and compared with a  �  2  test. An in-
tention to treat approach was applied, using the last observation 
carried forward method.

  Results 

 Flow of Participants 
 Of the 263 potential candidates, 136 patients fulfilled 

the inclusion and exclusion criteria. Of the 127 patients 
who had to be excluded at this stage, 26 were excluded due 
to ongoing or completed psychotherapy, 11 due to severe 

organic diseases and 90 for other reasons, e.g. symptoms 
had not been occurring for the required length of time, 
less than 5 doctor’s visits in the previous year, insufficient 
intellectual or communication capabilities, outside of the 
age requirements and alcohol and/or drug abuse. Twenty-
nine patients refused participation and 16 were dis-
charged prior to randomization ( fig. 1 ).

  A total of 91 patients was included in the study. The 
intervention group (IG) consisted of 49 patients and the 
control group (CG) of 42. The most common reasons for 
missing data were refusal to participate (n = 7) or inabil-
ity to contact the patients (n = 17).

  Patients of the intervention group received on average 
4.2 sessions (SD = 1.3).

Intervention
group

Control
group

p

Mean age 8 SD, years 44.43813.329 49.22811.084 0.068
�2 = 
0.508

Gender
Male 15 (30.6) 12 (28.6)
Female 34 (69.4) 30 (71.4)

Marital status 0.771
Single 13 (26.5) 8 (19.0)
Married/partner 29 (59.2) 26 (61.9)
Divorced 6 (12.2) 5 (11.9)
Widowed 1 (2.0) 3 (7.1)

Occupational status 0.700
Employed, full-time 19 (40.4) 13 (31.7)
Employed, part-time 9 (19.1) 8 (19.5)
Retired 9 (19.1) 7 (17.1)
Other 10 (21.3) 13 (31.7)

Children 0.510
0 18 (36.7) 17 (40.5)
1 7 (14.3) 9 (21.4)
≥2 24 (49.0) 16 (38.1)

Occupation 0.793
Pupil/student/vocational education 5 (10.2) 2 (4.8)
Household 8 (16.3) 6 (14.3)
Laborer 13 (26.5) 8 (19.0)
Employee 20 (40.8) 21 (50.0)
Executive 2 (4.1) 3 (7.1)
Self-employed 1 (2.0) 2 (4.8)

Education 0.661
Secondary school 23 (46.9) 18 (42.9)
Junior high school 16 (32.7) 12 (28.6)
Grammar school (A-level) 10 (20.4) 12 (28.6)

Nationality 0.544
German 46 (93.9) 38 (90.5)

Values are numbers of patients (with percentages in parentheses).

Table 2. Sociodemographics
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   Recruitment 
  Patients were recruited between June 2002 and May 

2004. The last follow-up assessments were done in No-
vember 2004. The data were assessed 4 times: T0 at the 
beginning of hospitalization, T1 at the end of hospitaliza-
tion, but at the most 2 weeks after T0, follow-up after 3 
months (K1) and follow-up after 6 months (K2).

  Baseline Data 
 The basic demographics of each group are shown in 

 table 2 .
  There was no difference between the IG and the CG 

regarding the amount and intensity of somatoform symp-
toms, quality of life, emotional distress and motivation for 
psychotherapy compared to the baseline. About 5% of the 
patients were taking antidepressants and tranquilizers.

  On average, the patients had seen a physician a total of 
5.93 times (SD = 5.11) during the past 3 months and had 
been hospitalized 0.82 times (SD = 0.98). The patients 
had missed an average of 2.33 weeks of work (SD = 
3.76).

  We conducted diagnostic interviews with 60 patients 
(66 %). Unfortunately, we could not conduct interviews 
with all patients because of early discharge, refusal or in-
ability to contact them. Fifty-five of the patients (92%) 
had a somatoform disorder, 24 (40%) were suffering from 
depression and 18 (32%) from an anxiety disorder. Some 
of the patients had more than 1 diagnosis. There were no 
differences between the 2 groups.

  Primary Outcomes 
  Changes regarding Motivation for Psychotherapy . In 

the FPTM, we observed a significant interaction effect for 
the total score with a more pronounced increase in the 
IG. This difference was particularly pronounced from T0 
to T1 (F = 11.01; d.f. = 1; p = 0.001; f 2  = 0.110) and from 
T0 to K2 (F = 4.82; d.f. = 1; p = 0.031; f 2  = 0.051). A simi-
lar effect was found for the subscale knowledge. In addi-
tion, there were decreases over time in denial and im-
provements over time for both groups in knowledge and 
initiative.  Table 3  presents the changes for all 4 assess-
ment points.

   Contact with a Psychotherapist . Regarding contact 
with a psychotherapist, the assessment at the 3-month 
follow-up (K1) showed 41.5% (n = 17) of the patients in 
the IG had contacted a psychotherapist, compared to 20% 
(n = 7) of the patients in the CG (p = 0.045). At K2, how-
ever, the difference was no longer significant, since 1 ad-
ditional patient from the IG and 3 additional patients 
from the CG had contacted a psychotherapist. The dif-
ferentiation between the various categories (see Outcome 
Measures) did not show any significant differences be-
tween the 2 groups. More patients from the IG started an 
inpatient therapy (n = 7) compared to patients from the 
CG (n = 2).

  Secondary Outcomes 
 There was no interaction effect between time and 

group for any of the instruments.

Table 3. Changes in psychotherapy motivation for all 4 assessment times (general linear model)

FPTM Effects F d.f. p f2 Group n T0 T1 K1 K2

Suffering time ! group 1.56 3 0.205 0.051 I 49 2.153 2.168 2.015 2.087
time 0.62 0.604 0.021 C 42 1.982 1.857 1.935 1.863

Hope time ! group 1.07 3 0.365 0.036 I 49 2.978 3.128 2.976 3.071
time 0.91 0.438 0.031 C 42 2.946 2.994 2.968 2.863

Denial time ! group 0.62 3 0.602 0.021 I 49 1.946 1.784 1.861 1.751
time 2.75 0.047 0.087 C 42 1.655 1.548 1.619 1.624

Knowledge time ! group 2.83 3 0.043 0.089 I 49 1.994 2.232 2.345 2.327
time 4.54 0.005 0.135 C 42 2.200 2.124 2.331 2.298

Initiative time ! group 1.70 3 0.173 0.055 I 49 1.917 2.051 2.056 2.245
time 3.67 0.015 0.112 C 42 1.976 1.917 2.066 2.143

Benefits time ! group 0.52 3 0.669 0.018 I 49 2.031 1.990 2.010 2.019
time 0.26 0.857 0.009 C 42 1.913 2.000 2.000 2.066

Total score time ! group 6.33 3 0.001 0.179 I 49 2.515 2.634 2.557 2.659
time 1.84 0.146 0.060 C 42 2.587 2.587 2.622 2.577

f2: small effect ≥0.02, medium effect ≥0.15, large effect ≥0.35.
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  The intensity of symptoms decreased over time in 
both groups. Physical and mental functioning increased 
significantly from T0 to K1 and from T0 to K2. The anx-
iety and depression score decreased significantly from T0 
to T1 and the GHQ scores decreased with a significant 
change from T0 to K1 ( table 4 ).

  Discussion 

 Interpretation 
 This is the first controlled randomized study examin-

ing the effectiveness of short-term psychotherapeutic in-
terventions for somatizing patients in the general hospi-
tal. With regard to the primary goals, motivation for psy-
chotherapy and contacting a psychotherapist, the group 
of patients who had received psychotherapeutic interven-
tions fared slightly better than the group of patients who 
had only received psychoeducational reading material. 
Since it is absolutely typical of most somatizing patients 
to adamantly attribute their complaints to a physical ill-
ness and to reject psychotherapy, the motivational in-
crease is of utmost importance.

  With regard to the second hypothesis, there were sig-
nificant changes in both groups over time regarding so-
matoform symptoms, quality of life, and emotional dis-
tress, but the group receiving psychotherapeutic inter-
ventions did not fare better than the control group.

  This study is subject to several methodological limita-
tions. First, the patients who refused to participate in the 
study may have been particularly persistent somatizers 
(‘true somatizers’) and thus difficult to motivate for psy-
chotherapy. Second, it is possible that the psychothera-
pists differed slightly in the manner in which they con-
ducted the therapy. We tried to minimize this possibility 
by training the therapists in the use of the manual prior 
to the interventions and by continuously supervising the 
manner in which they conducted the sessions. Third, be-
cause of the small sample size, there is little statistical sig-
nificance for small outcome differences, which has to be 
considered as a type II error between the 2 groups. Fourth, 
missing data at 6-month follow-up for psychotherapy mo-
tivation and the secondary outcomes were up to 28.5% in 
the IG and 23.8% in the CG, which is within the range of 
the dropout rate (5–55%) in the reviewed studies.

  Generalizability 
 This study was conducted with a representative sam-

ple consisting of somatizing patients from the psychoso-
matic consultation and liaison service, mainly from the 
internal medicine and neurology departments at a uni-
versity hospital. The patients were consecutively recruit-
ed into the study.

  Overall Evidence 
 In a small nonrandomized study of short-term cogni-

tive behavioral therapy for hospitalized somatizing pa-

Table 4. Changes in secondary outcomes over 4 assessment times (general linear model)

Effects F d.f. p f2 Group n T0 T1 K1 K2

SOMS-7 frequency time ! group 0.31 3 0.816 0.011 I 49 12.76 11.98 12.02 12.76
time 2.06 0.112 0.066 C 42 14.98 12.93 13.45 14.26

SOMS-7 intensity time ! group 0.77 3 0.510 0.026 I 49 0.531 0.472 0.491 0.528
time 3.99 0.010 0.121 C 42 0.629 0.478 0.528 0.543

SF-12 physical time ! group 0.70 3 0.556 0.023 I 49 37.00 38.72 40.48 40.92
time 2.64 0.054 0.084 C 42 36.83 37.12 38.24 37.68

SF-12 mental time ! group 1.54 3 0.209 0.051 I 49 41.21 41.42 44.37 45.38
time 5.24 0.002 0.153 C 42 43.75 47.51 47.01 48.01

HADS anxiety time ! group 1.24 3 0.301 0.041 I 49 7.510 6.918 7.408 7.633
time 4.31 0.007 0.129 C 42 6.310 5.643 5.929 6.357

HADS depression time ! group 0.20 3 0.894 0.007 I 49 7.286 6.388 6.714 6.755
time 2.51 0.064 0.080 C 42 6.262 5.429 5.571 6.095

GHQ time ! group 1.70 3 0.173 0.055 I 49 4.674 4.694 3.653 3.388
time 2.06 0.111 0.066 C 42 3.584 2.745 3.126 2.935

f2: small effect ≥0.02, medium effect ≥0.15, large effect ≥0.35.
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tients  [15] , the patients who had received cognitive behav-
ioral therapy experienced a significant decrease in their 
physical complaints and were highly motivated for subse-
quent psychotherapy. Similar to our study, there were no 
significant differences regarding depression scores be-
tween the 2 groups. Two studies conducted in the frame-
work of the psychosomatic consultation and liaison ser-
vice found a rate of acceptance of recommendation for 
psychotherapy and start of psychotherapy of 40–50%  [34, 
35] . The percentage of somatizing patients within this 
population, however, was only approximately 30%. Fol-
low-up assessments of a noncontrolled study regarding 
the effects of psychological treatment of somatizing pa-
tients at general hospitals  [36]  showed that 37.5% of the 
patients followed recommendations regarding psycho-
therapeutic-psychiatric therapy (psychiatrist, psychother-
apist, psychosomatic clinic) within 3 years. It is surprising 
that a high percentage (29%) of the patients from the con-
trol group became involved in psychotherapy. It is possible 
that the diagnostic interview, the psychoeducational read-
ing material and the filling in of the questionnaires also 

constituted an intervention for the control group, which 
clearly changed its attitude towards psychotherapy  [37, 
38] .

  The next step for research could be to include a spe-
cific treatment module for patients with comorbid de-
pression and anxiety disorder  [39–42] . Future studies 
should also attempt to prove the effectiveness of short-
term psychoeducational interventions for somatizing in-
patients to increase the treatment acceptance and the mo-
tivation for psychotherapy.
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