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PREFACE: AN INTRODUCTION TO THIS PORTFOLIO:   

The following portfolio contains a selection of work completed as part of the 

Practitioner Doctorate in Counselling Psychology at the University of Wolverhampton. 

It aims to be representative of the transition, on both professional and personal levels, 

that I have undergone throughout three years of the training. Thanks to this 

intellectually-stimulating and emotionally-demanding training programme, I have 

gradually acquired the skill to bridge the gap between the psychological theory and the 

world of clinical practice. This portfolio presents the process through which this 

learning experience has shaped me into a reflective and independent scientist-

practitioner (Health and Care Professions Council [HCPC], 2012), and equipped me 

with a strong sense of professional identity. 

The current portfolio consists of three sections: an Academic Dossier, a 

Therapeutic Dossier, and a Research Dossier. The Academic Dossier is composed of 

two essays completed on second and third years of the doctoral training programme. 

The first essay was submitted in fulfilment of the requirements of the Lifespan 

Approach module. The second essay was completed for the Working with Couples 

module. The Therapeutic Dossier contains two essays completed for the Professional 

Issues and the Supervised Practice modules. The former is a reflective account of the 

entirety of my training and demonstrates how different components of the training 

contributed to my personal and professional development. The latter documents my 

development as an independent practitioner on a range of clinical placements 

throughout the last three years. The above essays are presented in this portfolio in their 

original form, to demonstrate advancement of my reasoning and the academic ability. 

Finally, the Research Dossier consists of a critical literature review, an empirical study, 

and a critical appraisal of the research process.    
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Confidentiality has been maintained throughout this portfolio. In order to protect 

clients, research participants, and the people they refer to (e.g., family members), the 

names have been replaced with pseudonyms. All other identifiable information has been 

removed from this portfolio so that identities of individuals could not be inferred from 

this document. Separately to this portfolio, the Confidential Attachment has been 

submitted. It is not available to the public and contains a process report, a client study, 

three personal development summary essays, and raw data from this portfolio 

(transcripts, raw numerical data).   

The abovementioned Lifespan Approach essay included in the Academic 

Dossier is entitled ‘Could the attachment theory inform the understanding of 

psychological distress typical of middle adulthood?’. It was produced during the first 

semester of the second year of my training as a Counselling Psychologist. This piece of 

work is meaningful to me as it reflected a gradual formation of my professional interests. 

These include human emotional development, the attachment theory (Bowlby, 1982), 

the links between early life experience and mental health in adulthood, and the 

attachment styles in adulthood. My interest in these areas had its roots at one of the 

supervision sessions on my first year clinical placement. While working in a primary 

care adult service, my clinical supervisor suggested I did some extra-curricular reading 

on the attachment theory. He recommended a paper by Fraley (2010), and claimed this 

theoretical framework could enrich understanding of some of my clients’ emotional 

distress, as well as their experience of anxiety. I am grateful for my supervisor’s advice 

and I feel fortunate to have found the time to explore his ideas back then. Not only have 

I continued to use these theories to inform some of my clinical interventions, the human 

emotional development and the attachment theories were some of the major inspirations 

behind my doctoral research (see the Research Dossier). 
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The second essay that forms a part of the Academic Dossier of this doctoral 

portfolio is entitled ‘Compare and contrast similarities and differences between couple 

therapy and individual therapy’. It was completed during the first semester of the third 

year of my training, as part of the ‘Working with Couples’ module. It involves 

references to a practical component of this module - a video-taped practice sessions 

with professional actors. I selected this essay for the current portfolio for a number of 

reasons. Firstly, I found this particular module one of the most influential on the entire 

course. It allowed me to discover that I had potential to successfully manage and 

contain more than one client in a therapeutic room, and allowed me to notice subtle 

differences that exist between the individual and couple/family therapy. Secondly, it 

facilitated improvement of my negotiation and problem-solving skills, as well as my 

interest in a systemic therapy (Payne, 2010). Last but not least, it had enabled me to 

develop the therapeutic skills that I subsequently evolved even further through my 

clinical work with families in three Child and Adolescent Mental Health Services 

(CAMHS). 

With regards to the Therapeutic Dossier, both of the essays included in this 

dossier are compulsory parts of this doctoral portfolio. They were both written in the 

second semester of the third year of the course, and they both took a holistic and all-

encompassing outlook on specific elements of my training as a Counselling 

Psychologist. The Professional Issues essay is a reflective account of my personal 

development throughout the duration of the training. It explores how I arrived at my 

professional identity and the philosophy that has guided both my clinical practice and 

personal life. It describes the process of development of my mental flexibility which has 

allowed me to differentiate between my own thoughts and the beliefs of my clients, 

consider the sources of these reflections, and appreciate subjectivity and the individual 

differences in various psychological dimensions. My practice has generally been 
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underpinned by humanistic principles (Rogers, 1957), and I have placed an emphasis on 

establishing high-quality therapeutic relationships with clients. This essay also explains 

how my experience of clinical supervision and my familiarity with the ethical principles 

have informed my clinical practice. It also includes my reflections on where I would 

like my career to progress to in the future. 

On my journey towards becoming a Chartered Counselling Psychologist, I have 

encountered multiple learning experiences in a variety of services, and with clients 

covering the entire life spectrum. The second essay within the Therapeutic Dossier is 

entitled ‘Work portfolio’ and involves my reflection on the specific practical skills I 

have developed throughout the three years of my training (as well as the relevant work 

experience prior to it). This essay encouraged me to reflect on the specific issues I 

worked therapeutically with and learned from, and on the specific clients who I have 

found influential to my development as a practitioner. It includes a particular client on 

my first year clinical placement who indirectly inspired the topic of my doctoral 

research (see the Research Dossier). The ‘Work portfolio’ essay also specifies the 

theoretical models which informed my clinical practice in particular services, and 

describes the process through which I have developed the flexibility and adaptability to 

a wide range of mental health settings and client presentations.  

Finally, the Research Dossier presents an original piece of research entitled 

‘Emotional Intelligence and Sociotropy-Autonomy in Young Women with DSM-IV-TR 

Hypochondriasis’. It is also relevant to DSM-5 illness anxiety disorder. It reflects my 

attempts to develop and integrate extensive and diverse research skills on a doctoral 

level project. As part of this project, I used semi-structured interviews to explore 

emotions, interpersonal tendencies, and subjective perceptions of individual therapy in 

six female clients with hypochondriasis. The interviews were supplemented with 
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tailored questionnaires, which allowed the interview narratives to be placed in a wider 

context. The Research Dossier draws on a combination of the abovementioned learning 

experiences: the reflexivity, a range of theoretical frameworks, as well as my client 

experiences. All the above have contributed to why this piece of work means so much 

to me, both professionally and personally.   

In summary, it could be argued that the process of compiling this doctoral 

portfolio has been a learning experience in its own right. I am hopeful that this portfolio 

is seen as evidence of a solid foundation which could underpin my subsequent 

progression to a successful and emotionally rewarding career as a Chartered 

Counselling Psychologist.  
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ABSTRACT: 

DSM-IV-TR classifies hypochondriasis as a complex somatoform disorder, 

characterised by physical complaints for which no organic cause could be identified. 

DSM-5 replaced it with two new diagnostic terms: somatic symptoms disorder and 

illness anxiety disorder. The distinction was based on the presence or absence of 

somatic symptoms, and concerns have been raised with regards to the validity of these 

new diagnostic concepts. While there has recently been an increase in recognising the 

role of the underlying anxiety in this condition, the psychological needs of individuals 

with hypochondriasis remain unclear. It is conceivable that specific emotional and 

interpersonal dimensions play a mediating role in the onset of hypochondriacal 

presentations, and have explanatory power with regards to the improvement of tailored 

therapeutic interventions. The present study used a mixed methodology, with an 

emphasis on the qualitative component, to investigate emotions and the interpersonal 

aspects of hypochondriasis. Six young adult females meeting the diagnostic criteria for 

both DSM-IV-TR hypochondriasis and DSM-5 illness anxiety disorder formed a 

clinical group for the present study. Semi-structured interviews were administered and 

analysed in line with the Interpretative Phenomenological Analysis (IPA). Four major 

themes emerged from the qualitative data: 1) Early life experience; 2) Inward focus; 3) 

Learned helplessness; and 4) Experience of psychological therapy. Eight subordinate 

themes were identified: (i) Unmet emotional needs; (ii) Emotional isolation; (iii) There 

is something wrong with me; (iv) Emotional reasoning; (v) Self-fulfilling prophecy; (vi) 

External locus of control; (vii) Over-reliance on other people; and (viii) The experience 

of psychological therapy. Fifty-one female undergraduate psychology students formed a 

matched comparison group for the study and enabled a supplementary quantitative 

analysis to be conducted. The quantitative measures included measures of trait 
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(TEIQue-SF) and ability emotional intelligence (MSCEIT) as well as a measure of 

sociotropy-autonomy (SAS). The quantitative data showed that the clinical group scored 

significantly lower than the comparison group on the measures of trait emotional 

intelligence, understanding emotions, and autonomy. Additionally, the clinical group 

scored significantly higher than the comparison group on the measure of sociotropy. 

The theoretical and therapeutic recommendations are discussed in light of the 

limitations of the present study. In conclusion, emotional and interpersonal aspects of 

DSM-IV-TR Hypochondriasis and DSM-5 illness anxiety disorder in young women 

provide a useful framework for the conceptualisation and therapeutic management of 

these conditions. It appears that with its scientific knowledge base, therapeutic 

flexibility, focus on reflective practice, and the emphasis on an effective working 

relationship, the discipline of counselling psychology is well-suited to address the needs 

of participants with hypochondriacal presentations.   
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SEARCH STRATEGY: 

Science Direct, PsychInfo and Scopus search engines were used to conduct the literature 

search. Relevant resources were also identified by Google Scholar and Google Books. 

As part of the literature search process, the following combinations of terms were used: 

Hypochondriasis, DSM-IV-TR Hypochondriasis, Health Anxiety, Medically 

Unexplained Symptoms, Emotional Intelligence, Emotional Development, Sociotropy, 

Autonomy, Classification, Treatment, Interventions. The articles were evaluated for 

compatibility with the aims of the present research and their reference lists were used to 

identify further relevant resources. 
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Introduction: 

DSM-IV-TR Hypochondriasis is a mental health condition that may become 

disguised as a physical disorder (Deacon & Abramowitz, 2008; Olatunji, Deacon & 

Abramowitz, 2009) due to the central role of realistic bodily sensations and the fear of 

having a medical illness (DSM-IV-TR; American Psychiatric Association [APA], 2000). 

For this reason, it could be argued that hypochondriasis is located at the crossroads of 

the medical and psychological fields - both of which have historically had disparate 

views on the origin, nature, and interventions for many of the mental health conditions 

(The British Psychological Society [BPS], 2011; Kinderman & Tai, 2009). Notably, for 

a long time health care systems used to rigidly separate mental health from physical 

health (Epstein, Quill & McWhinney, 1999). In this literature review, it was deemed 

appropriate to adopt a dual medico-psychological approach to hypochondriasis, as 

opposed to a somewhat limiting one-sided psychological-only view.  

The literature review is divided into three parts. The first part addresses the 

medical perspective on hypochondriacal presentations. It begins with a short 

introduction to the concept of hypochondriasis and indicates why it is useful to conduct 

psychological research on this condition. The purpose of this part of the literature 

review was to critically evaluate available knowledge on the nature and interventions 

for DSM-IV-TR hypochondriasis, and investigate whether under-researched aspects of 

this complex condition could be identified. Following an introduction of a revision to 

the DSM manual (DSM-5; American Psychiatric Association [APA], 2013), the 

implications to understanding the concept of hypochondriasis are discussed and 

critiqued.  

The second part of this literature review introduces the psychological 

perspective on hypochondriacal presentations, and contrasts it with the medical view. 
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This section critically appraises research on the available psychological interventions 

for hypochondriasis, as well as the methodologies used. It also specifies how the 

discipline of counselling psychology could provide a valuable and unique contribution 

to the available literature.  

Finally, the third part of the literature review introduces the reader to the area of 

human emotional and interpersonal development. It proceeds to discuss the concepts of 

emotional intelligence and sociotropy-autonomy. All these are considered with 

reference to hypochondriacal presentations, and provide a bridge to presenting the 

rationale and aims of the present study.  

 

Why Hypochondriasis? 

Some degree of health anxiety, realistic or not, is a universal experience and has 

very important implications for effective health care delivery (Deale, 2007). However, 

some individuals develop illness-related preoccupations that may become lasting, all-

consuming, and disruptive to their social, occupational, and family functioning (Katon 

& Walker, 1998; Olatunji et al., 2009). Health anxiety and hypochondriasis are believed 

to be common (0.8 – 9.5% in primary care; Creed & Barsky, 2004), but due to the use 

of disparate definitions it has been difficult to establish precise prevalence estimates 

(Creed & Barsky, 2004).  

Historically, the concept of hypochondriasis has been plagued by controversies, 

many of which remain unresolved (Starcevic & Noyes, 2014). Over time, a wide range 

of medical terms have been used to describe patients who present with symptoms that 

could not be explained by an organic disease. Among others, these terms have included 

hypochondriasis, hysteria, medically unexplained symptoms, somatisation disorder, 

pain disorder, conversion disorder, and dissociative disorder (Kent & McMillan, 2009; 
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Noyes, Stuart, Watson & Langbehn, 2006). Such diversity in diagnostic terms has been 

difficult to embrace by classification systems and research (Kroenke, Sharpe & Sykes, 

2007; Wessley, 2004).   

For a substantial period of time, hypochondriacal symptoms were viewed as 

unresponsive to different forms of interventions, an ‘imaginary illness’, or a 

phenomenon secondary to another psychiatric disorder (Noyes, Kathol, Fisher, Phillips, 

Suelzer, & Woodman, 1994; Starcevic & Noyes, 2014). It is a subject of concern that 

despite substantial functional impairment and undeniable emotional suffering, clients 

with hypochondriasis have not always been taken seriously (Starcevic & Noyes, 2014). 

Hypochondriasis has been described as costly to manage within the health care systems 

(Olatunji et al., 2009). One study estimated that the total aggregate cost of somatisation 

(manifestation of psychological distress through bodily symptoms) among working 

adults in England is as high as £18 billion per year (Bermingham, Cohen, Hague & 

Parsonage, 2010). Notably, until relatively recently hypochondriasis lacked a unified 

conceptual model and a well-established psychological intervention (Starcevic & Noyes, 

2014).  

Barsky, Wyshak and Klerman (1992) found that hypochondriasis rarely exists in 

isolation. They specified that 86% of patients with hypochondriasis had one or more 

additional anxiety disorders, such as Generalised Anxiety Disorder (GAD), Panic 

Disorder (PD), or Obsessive Compulsive Disorder (OCD; Deacon & Abramowitz, 2008; 

Weck, Bleichhardt, Witthoft & Hiller, 2011). For instance, Fallon, Javitch, Hollander 

and Liebowitz (1992) identified that repetitive and pervasive preoccupation with health 

and disease, intrusive thoughts, generalised anxiety, and fear of contamination 

characterised both OCD and hypochondriasis. OCD is a complex condition underpinned 

by intense anxiety (Deacon & Ambramowitz, 2008). The overlap between these two 
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particular conditions is worth pointing out as Clark (2006) specified that the reported 

therapeutic recovery rates for OCD are visibly lower than the ones for any other 

anxiety-based conditions (including GAD, PD, or Post-Traumatic Stress Disorder 

[PTSD]). While hypochondriasis could be reliably distinguished from other anxiety-

based conditions (Deacon & Abramowitz, 2008), the presence of co-morbidity was 

reported to confound and complicate manifestation and interventions for this condition 

(Summerfeldt, Kloosterman, Antony, McCabe & Parker, 2011).  

Hartz, Noyes, Bentler, Damiano, Willardd and Momany (2000) administered 

surveys on unexplained medical symptoms to 439 primary care patients and 280 

medical practitioners. The doctors’ self-reported ability to manage the unexplained 

symptoms and their satisfaction with management of such patients were lower than the 

corresponding levels of confidence and satisfaction with management of depression and 

anxiety. Hartz and colleagues (2000) concluded that some medical practitioners could 

become perplexed by the bodily symptoms of unclear aetiology, and may take them as 

evidence that the patient might be seriously ill. This, in turn, could lead to repeated and 

unnecessary medical consultations and examinations, which rarely succeed in reassuring 

the patients (Olatunji, et al., 2009). Hartz et al. (2000) also found that while 

management of the unexplained symptoms was a source of dissatisfaction for 

physicians, the patients’ wellbeing and their overall satisfaction with care were affected 

by the perceived degree of doctors’ concern with their symptoms. 

In summary, the diagnosis and efficient management of hypochondriasis was 

long hampered by a stigmatising label, unclear aetiology, and lack of valid diagnostic 

criteria, which some argued may have led to an underestimation of its prevalence in the 

general population (Summerfeldt et al., 2011). DSM-IV-TR hypochondriasis is a 

heterogeneous and complex condition that causes a significant impairment to the quality 
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of life, and must therefore be taken seriously (Weck et al., 2011). The DSM-5 

classification will be discussed later. The nature of hypochondriasis needs to be better 

understood, so that its psychological needs could be identified and addressed by tailored 

interventions (Katon & Walker, 1998; Olatunij et al., 2009; Summerfeldt et al., 2011). 

 

Relevance of the ‘medical thinking’ to hypochondriasis 

The Diagnostic and Statistical Manual of Mental Disorders (DSM) is a 

classification and diagnostic tool published by the American Psychiatric Association 

(APA). The DSM is considered the ‘bible of psychiatry’ (Angell, 2009) as it is an 

internationally influential tool in psychiatry, health insurance, care management, 

pharmacy, and education (Pilgrim, 2007; Strand, 2011). It establishes common language 

and standard criteria which have long had practical implications for the 

conceptualisation of mental health and for research. The present study embarked upon 

investigation of the DSM IV-TR hypochondriasis (DMS-IV-TR; APA, 2000). Yet, as 

the fifth edition of the manual was recently introduced, the literature review considers 

the changes that affected the concept of hypochondriasis (DSM -5; APA, 2013).  

As its name suggests, the DSM aims to detect ‘mental disorders’ in individuals. 

The underlying assumption is that symptoms are objective indicators of disorders or 

illnesses, which could be ‘decoded’ by an ‘expert’ medical professional (Vanheule, 

2012). These diagnoses are assumed to be entities which are independent of time, 

individual differences, and culture (Vanheule, 2012). Despite their widespread influence, 

the DSM handbooks have been criticised for their poor scientific basis (Bentall, 2004; 

Kutchins & Kirk, 1999), and recently also for strong financial ties to the pharmaceutical 

industry (Cosgrove, Krimsky, Vijayaraghavan, & Schneider, 2006). Moreover, the 

DSM manuals assume that ‘disorder’ categories are distinct, which eventually led to an 
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increase in the diagnosis of co-morbidity of disorders and difficulty in classifying 

patients with complex or vague symptoms (Vanheule, 2012). Heterogeneity of 

hypochondriacal presentations and lack of clarity of what exactly underlies these 

presentations could be some of the reasons for why the DSM handbooks have struggled 

to conceptualise hypochondriacal symptoms (Weck et al., 2011).  

The ‘medical’ approach is based on a belief that mental health issues are 

‘symptoms’ which have its roots in neuro-biological imbalances, which in turn could be 

addressed by prescription of relevant medication (Angell, 2009; Vanheule, 2012). 

Importantly, while there is evidence of certain biochemical imbalances in many of the 

mental health conditions, the theory that psychiatric conditions stem from a biochemical 

imbalance is yet to be proven (Angell, 2009). Also, while many studies researched and 

found support for the effectiveness of combining medication and talking therapy for 

anxiety-based mental health symptoms, some others have suggested that the long-term 

outcome of the combined medication-talking therapy intervention could be worse than 

for the talking therapy alone (Barlow, Gorman, Shear & Woods, 2000; Wilhelm & Roth, 

1997). Bearing in mind the abovementioned overlap of hypochondriasis with other 

anxiety-based conditions, Barlow and colleagues (2000) conducted randomised, double-

blind, placebo-controlled clinical trials and found that the effect of cognitive 

behavioural therapy (CBT) for panic disorder (PD) was more durable than the effect of 

either medication or a combination of CBT and medication. Wilhelm and Roth (1997) 

used interviews and questionnaires to investigate flight phobia and concluded that 

anxiolytics (anxiety-relieving medication) were not useful to the clients in the long run. 

However, their conclusions were limited by the use of retrospective data. 

Taylor, Asmundson and Coons (2005) reviewed interventions for 

hypochondriasis and suggested that there was no conclusive evidence for the long-term 
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effectiveness of medication to this condition. While Taylor and colleagues 

recommended CBT as a primary intervention for hypochondriacal symptoms, they also 

acknowledged that non-specific factors, such as therapist’s understanding, warmth and 

empathy, were ‘likely to be very important’ (2005, p. 287). Moreover, in an exploratory 

study, Walker, Vincent, Furer, Cox and Kjernisted (1999) found that patients with 

hypochondriasis believed that therapy would be a more acceptable and more effective 

intervention to their symptoms than medication. Taylor, Thordarson, Jang and 

Asmundson (2006) compared the medical and environmental perspectives on 

hypochondriasis and concluded that it was advisable to consider the psychological or 

environmental perspectives in greater depth.  

In conclusion, the DSM’s intention to classify mental health conditions into 

distinct categories is a useful one. But because the abovementioned ‘medical’ 

conceptualisation of mental health is often incompatible with presenting talking 

therapies as a primary intervention for mental health issues, some researchers have 

indicated that it is high time a ‘psychological’ equivalent to the DSM manual was 

created (Vanheule, 2012).  

 

DSM-IV-TR Hypochondriasis 

Previous DSMs classified hypochondriasis as a somatoform disorder marked by 

a collection of signs and symptoms with a focus on the body (Starcevic & Noyes, 2014). 

In order to receive the DSM IV-TR diagnosis of hypochondriasis, a patient had to 

satisfy all of the following criteria:  

‘’1) preoccupation with fears of having, or the idea that one has, a serious 

disease based on the person's misinterpretation of bodily symptoms; 2) the 

preoccupation persists despite appropriate medical evaluation and reassurance; 
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3) the belief in Criterion 1 is not of delusional intensity and is not restricted to a 

circumscribed concern about appearance; 4) the preoccupation causes 

clinically significant distress or impairment in social, occupational, or other 

important areas of functioning; 5) the duration of the disturbance is at least 6 

months; 6) the preoccupation is not better accounted for by Generalized Anxiety 

Disorder, Obsessive-Compulsive Disorder, Panic Disorder, a Major Depressive 

Episode, Separation Anxiety, or another Somatoform Disorder.’’ (DSM-IV-TR, 

APA, 2000, p. 504). 

Forister and James (2007) scrutinised DSM-IV-TR hypochondriasis. They 

described it as a multifactorial mental illness with affective (health-related worry), 

cognitive (illness conviction), behavioural (reassurance-seeking), and perceptual 

dimensions (focus on bodily sensations). They argued these 4 dimensions held the key 

to ‘disrupting’ the mental events that maintain hypochondriasis. But, the largely 

descriptive and somewhat restrictive DSM-IV-TR criteria have found it challenging to 

embrace the heterogeneous nature of the ‘medically unexplained’ hypochondriacal 

symptoms (Goldfried, 2000; Kent & McMillan, 2009).  

The DSM-IV-TR criteria for hypochondriasis fail to acknowledge causal 

explanations for the symptoms (Starcevic, 2013). Instead, they base a diagnosis on the 

absence of an explanation for physical symptoms. Such an approach is problematic 

rendering both the reliability and validity of the medically unexplained symptoms 

questionable (Batstra & Thoutenhoofd, 2012; Starcevic, 2013; Hartz et al., 2000).  

 

The DSM-5 classification 

As aforementioned, the fifth edition to the DSM manual has recently been 

introduced (DSM-5, APA, 2013). DSM-5 admitted that in its previous edition (DSM-
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IV-TR) the ‘‘reliability of determining that a somatic symptom was medically 

unexplained was limited’’ (DSM-5, APA, 2013, p. 309). It planned to improve the 

classification system by defining conditions on the basis of positive symptoms 

(Starcevic, 2013). With reference to hypochondriasis, it means focussing on disturbing 

somatic (bodily) symptoms and the related ‘‘abnormal thoughts, feelings, and 

behaviours’’ (DSM-5, APA, 2013, p. 309). But, it appears that a subjective judgement 

would have to be made to determine such ‘abnormality’. The focus of the DSM-5 was 

presented in the following way: ‘‘The readiness of biological markers to serve as 

associated features, risk factors, or diagnostic criteria will be of major concern’’ (Regier, 

Narrow, Kuhl & Kupfer, 2009, p. 649). Indeed, it has been argued that the DSM 

manuals have gradually moved away from psychological explanations of mental 

distress. Openness to psychological theories explaining mental distress is near-absent in 

DSM-5 (Vanheule, 2012), which considering the abovementioned critique of the DSM 

may contribute to a ‘diagnostic bubble’ of mental health conditions (Batstra & 

Thoutenhoofd, 2012).  

DSM-5 removed the term ‘hypochondriasis’, which was claimed to have 

acquired a pejorative meaning, and replaced it with two new diagnoses (adding to an 

already wide range of terms that over time have referred to hypochondriacal symptoms; 

Noyes et al., 2006). Thus, the concept of hypochondriasis was somewhat arbitrarily 

divided on the basis of the presence or absence of somatic symptoms (Starcevic, 2013). 

The diagnosis of illness anxiety disorder is characterised by few or no somatic 

symptoms. The diagnosis of somatic symptom disorder is defined by the presence of at 

least one distressing or disruptive somatic symptom (DSM-5; APA, 2013). The manual 

specifies that ‘‘approximately 75% of individuals previously diagnosed with 

hypochondriasis are subsumed under the diagnosis of somatic symptom disorder. 

However, about 25% of individuals have high health anxiety in the absence of somatic 
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symptoms’’ (DSM-5, APA, 2013, p.310). This appears to be an arbitrary and 

unsupported argument. 

Firstly, it is unlikely that the potential stigma associated with hypochondriasis 

could be removed through a mere change in terminology (Starcevic, 2013). But more 

importantly, it is perplexing that even though many psychiatrists and psychologists 

acknowledge that the nature of hypochondriasis could be described in terms of 

psychological distress, the condition continues to be defined on the basis of somewhat 

superficial external manifestations of that distress (Olatunji et al., 2009).  

Crucially, neither of the new diagnostic concepts directly corresponds to the 

DSM-IV-TR hypochondriasis, and the resultant ‘loss of continuity’ may soon present 

considerable challenges to research and clinical practice (Starcevic, 2013). Questions 

have already been posed with regards to the validity of these new diagnostic terms. For 

instance, the chair of the DSM-IV task force, Allen Frances (2013) criticised the new 

concept of somatic symptom disorder as being even more heterogeneous and potentially 

even more confusing than the DSM-IV-TR hypochondriasis. He argued that the 

introduction of this unclear concept will inevitably lead to mislabelling many people as 

‘mentally ill’. The criteria for DSM-5 somatic symptom disorder are as follows: 

‘‘1) One or more somatic symptoms that are distressing or result in significant 

disruption in daily life; 2) Excessive thoughts, feelings, or behaviours related to the 

somatic symptoms or associated health concerns as manifested by at least one of the 

following: a) disproportionate and persistent thoughts about the seriousness of one’s 

thoughts, b) persistently high level of anxiety about health or symptoms, c) excessive 

time and energy devoted to these symptoms or health concerns; 3) Although any one 

somatic symptom may not be continuously present, the state of being symptomatic is 

persistent (typically more than 6 months).’’ (DSM-5, APA, 2013, p. 311). 
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Tyrer and Tyrer (2014) also suggested that the old diagnosis of hypochondriasis 

is not served well by the concept of somatic symptoms disorder. However, they argued 

that the diagnosis of illness anxiety disorder could become one of the strengths of the 

DSM revision. Tyrer and Tyrer (2014) emphasised that this diagnosis places ‘‘the 

former symptoms of hypochondriasis firmly amongst the anxiety disorders’’ (2014, p. 

772). Yet, their argument is undermined by the fact that DSM-5 actually classifies both 

of the new diagnoses in the category of ‘Somatic Symptom and Related Disorders’ (and 

not ‘Anxiety Disorders’), and specifies that ‘‘all of the disorders in this chapter share 

(…) the prominence of somatic symptoms’’ (DSM-5, APA, 2013, p. 309). It appears 

that an individual who meets the criteria for the DSM-IV-TR hypochondriasis would 

also meet the following criteria for the DSM-5 illness anxiety disorder: 

‘’1) Preoccupation with having or acquiring a serious illness; 2) Somatic 

symptoms are not present or, if present, are only mild in intensity. If another 

medical condition is present or there is a high risk for developing a medical 

condition (e.g., strong family history is present), the preoccupation is clearly 

excessive or disproportionate; 3) There is a high level of anxiety about health, 

and the individual is easily alarmed about personal health status; 4) The 

individual performs excessive health-related behaviours (e.g., repeatedly checks 

his or her body for the signs of illness) or exhibits maladaptive avoidance (e.g., 

avoids doctor appointments and hospitals); 5) Illness preoccupation has been 

present for at least 6 months, but the specific illness that is feared may change 

over that period of time; 6) The illness-related preoccupation is not better 

explained by another mental disorder, such as somatic symptom disorder, panic 

disorder, generalised anxiety disorder, body dysmorphic disorder, obsessive-

compulsive disorder, or delusional disorder, somatic type.’’ (DSM-5, APA, 

2013, p. 315). 
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Both of the new diagnoses may require subjective judgements to be made. With 

reference to the DSM-5 illness anxiety disorder, criterion 1 may require a judgement on 

which somatic symptoms are ‘mild’. Criterion 2 relies in part on a subjective judgement 

of intensity (preoccupation being ‘excessive’ or ‘disproportionate’). Also, it is worth 

pointing out that health anxiety is considered more prevalent than hypochondriasis 

(Sunderland, Newby & Andrews, 2013). Finally, it cannot actually be excluded that 

both of the DSM-5 diagnoses actually describe the same underlying psychological 

phenomenon. Considering the fact that clinicians will now take time to learn this new 

classification, it is questionable whether DSM-5 revision will aid communication, 

research and management of what used to be known as hypochondriasis (Starcevic, 

2013). For pragmatic reasons, the present research will use the term ‘hypochondriasis’ 

with reference to both DSM-IV-TR hypochondriasis and DSM-5 illness anxiety 

disorder. The implications of the DSM-5 revision will be discussed in greater depth 

later on.  

In conclusion, so far the literature review has introduced the concept of 

hypochondriasis and explored the relevance of the medical perspective to classification, 

understanding, and management of hypochondriacal presentations. This part of the 

literature review enables a more thorough understanding of the body-mind dualism in 

hypochondriasis (Starcevic & Noyes, 2014), and places the psychological 

conceptualisations of hypochondriasis in a much wider context. Some researchers have 

called for mental health care to be located more within a social, and not medical, 

framework (Kinderman & Tai, 2009). Vanheule (2012) argued that since the current 

developments in psychiatric diagnosis are so disparate from modern psychological 

theories, it could be worth reflecting on producing a ‘psychological’ alternative to the 

DSM. But in the meantime, the DSM is likely to continue to impact on our thinking, 

management, and the research on mental health and social behaviour (Watters, 2010). 
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This is despite the fact that physical manifestations of psychological distress have been 

described as a ‘blind spot’ of medicine (Kallivayalil & Punnoose, 2010). 

 

Psychological approaches to hypochondriacal presentations 

Having reviewed the medical perspective on hypochondriasis, this section 

proceeds to compare and contrasts the medical and psychological approaches to DSM-

IV-TR hypochondriasis (and DSM-5 illness anxiety disorder). It explores whether the 

psychological theories could enrich understanding or offer alternatives to the 

conceptualisation of the origin and nature of hypochondriacal presentations. It 

investigates psychological interventions for hypochondriasis. It attempts to explore 

whether any psychological aspects of this condition might deserve further empirical 

attention.  

Many of the mental health practitioners have criticised the medical perspective 

for its over-reliance on categories, determination to find an objective reality, and for 

failing to appreciate the significance of individual differences and the internal 

experiences of mental health clients (Markova & Berrios, 2009; Vanheule, 2012; 

Wakefield, 2010). The medical perspective does not acknowledge clients’ interpretation 

of their psychological state and neglects the importance of environmental context, 

relationships, and social and cultural influences (BPS, 2011). Neither DSM-IV-TR nor 

DSM-5 acknowledges the context or the cause of the physical symptoms (Forister & 

James, 2007). Interestingly, while the term ‘hypochondriasis’ is commonly associated 

with a severe version of health anxiety (Starcevic, 2013), the latter has never officially 

acquired a formal DSM diagnosis. Not only does this render the precise nature of the 

relationship between these two concepts unclear, it also obscures what exactly 

constitutes ‘health anxiety’ (Sunderland et al., 2013). 
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It has been argued that the DSM’s reliance on superficial similarities ignored the 

fact that the cardinal feature of hypochondriasis is anxiety about one’s health that 

patients feel they cannot manage, and not the presence of abnormal or excessive somatic 

symptoms (Mayou, Kirmayer, Simon, Kroenke & Sharpe, 2005). In recent years, some 

researchers argued that the fear and threat interpretations are common to anxiety 

disorders as well as hypochondriasis (Deacon & Abramowitz, 2008; Olatunji et al., 

2009). As such, they suggested greater importance could be attributed to the experience 

of anxiety, as opposed to the experience of physiological symptoms. Also, the fact that 

hypochondriasis overlaps and usually co-occurs with other anxiety disorders (GAD, PD, 

OCD) has not been addressed and explained convincingly (Olatunji et al., 2009). 

In their response to the American Psychiatric Association’s development of the 

DSM-5, the British Psychological Society (BPS, 2011) argued that the diagnostic 

systems of psychological factors proposed by DSM-5 were falling short of the criteria 

for legitimate medical diagnoses. They implied that in many cases subjective 

judgements (for instance, of whether symptoms were ‘disproportionate’ or ‘excessive’) 

were required for a diagnosis to be made. They expressed their concern that the natural 

and normal responses of the general public were continued to be medicalised. The BPS 

argued that the American Psychiatric Association paid insufficient attention to 

individual differences and that such an approach caused the relational context and social 

causation of many of the psychological disturbances to be missed. As a result, diagnoses 

implied that the problem lay within the individual (BPS, 2011). Also, they pointed out 

that the DSMs have long left the issue of false positives unaddressed (Wakefield, 2010).  

The BPS recommended the use of measures of severity for different symptoms 

over merely determining the presence or absence of symptoms. In line with this, Brown 

(2007) argued that the ‘medically unexplained’ hypochondriacal symptoms exist on a 
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continuum of severity. Such presentations may range from transient and mild symptoms 

to complex and debilitating unexplained symptoms. Such variations have to start being 

acknowledged when discussing classification and management of hypochondriacal 

presentations (Edwards, Stern, Clarke, Ivbijaro & Kasney, 2010). It has been argued 

that the use of formulations or symptom clusters was of superior utility to reliance on 

diagnostic categories in predicting response to interventions, including medication 

(Moncrieff, 2007).  

 

Contribution of counselling psychology 

In contrast to the medical view of hypochondriasis, the value system attached to 

the discipline of Counselling Psychology emphasises the importance of subjectivity and 

individual differences in the lived experience of individuals (Woolfe, Dryden & 

Strawbridge, 2003). The discipline of counselling psychology has its roots in the 

humanistic movement, which provides it with a solid value base (James, 2013). Rogers 

(1957) argued that people are unique and desire to realise their full potential (self-

actualisation), but that sometimes that desire could be overshadowed by other unhelpful 

drives. Rogers (1957) argued that given that certain conditions (empathy, congruence, 

unconditional positive regard) are met by a therapist, a client would be able to base their 

personal growth and development on such a positive interpersonal encounter. However, 

it is important to underline that counselling psychologists are flexible and can draw 

upon a wide variety of non-humanistic techniques to adjust to and meet the needs of 

their clients. 

Counselling psychology adheres to a scientist-practitioner model (Corrie & 

Callahan, 2000), and presents a psychologist as a producer of knowledge through 

scientific research and a user of this knowledge to underpin their professional practice. 
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Therefore, it could be argued that counselling psychology has adapted to the current 

demand for evidence-based therapeutic practice and met the demand for rigorous 

empirical enquiry, but that this process has been underpinned by an emphasis on the 

importance of the therapeutic relationship (Woolfe et al., 2003). Practitioners take pride 

in being able to adjust to a client: connecting with them on an emotional level as well as 

being able to draw upon a set of therapeutic techniques to gain shared understanding of 

the client’s experience and to co-operate with them to enable therapeutic progress 

(Walsh & Frankland, 2006). Such a pluralistic approach appreciates the uniqueness of 

each client, that individuals could have different therapeutic needs (Cooper, 2008), and 

that an exploration of a person should exceed the boundaries of experimental 

psychology and reductionist objectivity (Pugh & Coyle, 2000). All the above is based 

on the fact that clinical outcome studies have failed to identify superiority of one 

therapeutic approach over others (Athanasiadou, 2012) and that a therapist may be of 

greater importance to the therapeutic outcome than the model of therapy used (Lambert, 

2007).  

Counselling psychology has its roots in post-modernism (Crotty, 1998) and uses 

a variety of methods of therapeutic enquiry and practice to identify and meet client 

needs in non-prescriptive ways (Cooper & McLeod, 2011). It considers specific 

circumstances of clients and their subjective frameworks of understanding the world - 

the by-products of their life experience and learning (BPS, 2011). Therefore, while 

counselling psychology recognises the need for psychiatric diagnoses (e.g., to determine 

access to services), it often stands in opposition to the abovementioned medical model 

of mental health. Instead, it perceives mental distress in terms of spectrums shared with 

normality (BPS, 2011).  
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The concepts of DSM-IV-TR hypochondriasis (and the DSM-5 illness anxiety 

disorder) could benefit from an investigation and conceptualisation based on personal 

constructs and subjective meaning-making, which may be unique to the individual 

experiencing a specific mental state (Markova & Berrios, 2009). The exploratory nature 

of research could shed some light on some of the inconsistencies and uncertainties, 

which have long characterised hypochondriacal presentations.  

 

Psychological interventions for hypochondriasis 

As aforementioned, the DSM psychiatric classification is often considered a pre-

requisite for a psychological intervention (Vanheule, 2012). But the existing 

interventions have generally had limited therapeutic effects on DSM-IV-TR 

hypochondriasis (Williams, McManus, Muse & Williams, 2011), while research is yet 

to address the interventions for DSM-5 illness anxiety disorder in greater depth. Since 

research on psychological therapies for hypochondriacal symptoms is still at its early 

stages (Kallivayalil & Punnoose, 2010; Thomson & Page, 2009), there has been little 

clear guidance for clinicians and practitioners on how best to approach hypochondriacal 

presentations (Barsky, 2001). It is conceivable that for a long time practitioners had to 

rely on their own clinical expertise and use ‘educated guesses’. 

In recent years, the talking therapies in the United Kingdom have been provided 

in accordance with the guidelines by the National Institute for Health and Clinical 

Excellence (NICE), which has determined the standards of ‘best practice’ and issued 

clinical guidance for different ‘common’ mental health conditions (DoH, 2012). 

Scientific research on the effectiveness of therapies has placed an emphasis on 

repeatability and perceived objectivity. Therefore, recent years have witnessed rising 

popularity of ‘manualised’ therapies for specific mental health conditions (Vanheule, 
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2012), which have been criticised by some for being prescriptive and restrictive (Mollon, 

2009).  

Additionally, these therapies have been developed using randomised controlled 

trials (RCTs), which have not supported the effectiveness of any psychological 

approach other than CBT (Edwards et al., 2010). While the RCTs have been described 

as the most reliable method of determining the effects of treatments, there have been 

concerns regarding the external validity of many such trials (Rothwell, 2005). In other 

words, it is difficult to determine how generalisable the findings actually are. For 

example, Tyrer et al. (2014) conducted a series of RCTs and concluded that CBT for 

health anxiety benefited the medical patients they investigated. However, this 

conclusion was drawn on the basis of outcome comparison against the ‘standard care’ 

condition, as opposed to the effects of other psychological interventions which were 

tailored for health anxiety. 

CBT is founded on a principle that maladaptive thinking, assumptions, and 

interpretations lie at the foundation of emotional disorders (Beck, 1976; Meichenbaum, 

1977). It has been by far the most extensively researched psychological intervention for 

mental health conditions (Clark, 2006), which could justify an apparent predominance 

of CBT in understanding hypochondriasis (Williams, 2004). The CBT model for health 

anxiety (Figure 1; adapted from Westbrook, Kirk & Kennerley, 2007) emphasises the 

role of hypervigilance (excessive attention) and misinterpretation of harmless bodily 

sensations. It suggests that reassurance-seeking is a form of avoidance, which leads only 

to a temporary relief and produces further need for reassurance (Warwick & Salkovskis, 

1990). It is argued that a therapist’s role is to promote the patient’s acquisition of new 

coping skills and modify clients’ illness-related beliefs in order to reduce their 
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hypervigilance to bodily symptoms and to increase their tolerance to anxiety 

(Westbrook et al., 2007). 

 

Figure 1. Cognitive model of health anxiety. Adapted from Westbrook, Kirk and 

Kennerley (2007). 

 

The medical model assumes that specific conditions are independent (McLeod, 

2008). The CBT models of hypochondriasis do not distinguish between transient health 

anxiety and severe hypochondriasis. In other words, the importance of severity of the 

hypochondriacal beliefs and behaviours appears to remain unrecognised (Brown, 2007). 

Generally, the CBT interventions have been criticised for their over-emphasis on 

current and specific issues, at the expense of potential underlying causes of emotional 

suffering, which are often buried in early life experience (Ryle, 2012). Many clients 

with hypochondriasis reported feeling upset by comments such as ‘the symptoms are all 

in your head’ or ‘it is all related to stress and anxiety’ (Lin, 2009). This suggests that 

having their beliefs disproven, minimised, or discounted by others may not be what they 
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actually need. Alternatively, the clients could be upset, having realised that a health 

professional has no specific intervention to help them reduce their distress.  

Clinical CBT trials for ‘medically unexplained’ symptoms have found a modest 

improvement in clients' symptom severity (Escobar et al., 2007). But, it is important to 

emphasise that the underlying psychological distress usually remained less affected than 

other variables (Edwards et al., 2010). In other words, the psychological needs which 

may underlie the distress in hypochondriasis may not have been adequately addressed 

by these interventions (Starcevic & Noyes, 2014).   

These studies add to the evidence suggesting that the effectiveness of 

interventions that over-emphasise the role of illness-related cues at the expense of the 

underlying emotional and interpersonal anxieties may be limited (Starcevic & Noyes, 

2014). As such, it is conceivable that interventions that focus exclusively on thinking 

patterns address ‘symptoms’ of hypochondriasis, rather than its ‘cause’. Thomson and 

Page (2007) reviewed available therapeutic interventions for hypochondriasis and 

concluded that the focus on CBT overshadowed research on the efficacy of other 

therapeutic approaches. This is despite the fact that a Cochrane review failed to confirm 

superiority of CBT over other therapies for ‘health anxiety’ symptoms (Thomson & 

Page, 2007). Some attempts have been made to enhance the therapeutic interventions 

for hypochondriacal presentations. Mindfulness-based cognitive therapy (MBCT; 

McManus, Surawy, Muse, Vazquez-Montes & Williams, 2012) and Interpersonal 

Therapy (IPT; Stuart & Noyes, 2006) appear particularly encouraging, and will be 

discussed in greater depth later on. 

While the profession of counselling psychology respects and recognises the 

importance of therapeutic regulation (Nowill, 2010), it also recognises that 

transferability of therapeutic ‘protocols’ from the clinical trials to the actual therapeutic 
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practice has posed some challenges (Newnes, 2007). As suggested above, individual 

differences in both therapists and clients could reduce the alleged effectiveness of 

specific manualised therapies (Onwuegbuzie & Leech, 2005). It is also possible that the 

more complex conditions may not be well served by the idea of psychological change 

occurring in a step-by-step systematic fashion (Gianakis & Carey, 2008). The use of 

inflexible interventions is in conflict with the principles of counselling psychology 

which recognises subjectivity of psychological experience and subjective reactions to 

specific therapeutic models (Corrie, 2010). As aforementioned, the relationship between 

a client and a therapist may be of greater importance to the therapeutic outcome than the 

model of therapy used (Lambert, 2007). For instance, Wampold and Bolt (2006) argued 

that 46 to 69% of the variance of change was due to the therapist’s personal qualities.  

Interestingly, Smith, Shoemark, McLeod and McLeod (2014) investigated the 

utility of a standard person-centred intervention for hypochondriasis and reported that it 

produced a considerable level of recovery. Smith et al. (2014) argued that the positive 

change was triggered through emotions processing, facilitation of meaning-making, 

collaborative therapeutic relationship, and the therapist’s positive attitude and qualities. 

While their study did not aim for generalisability, all the above appears to suggest that 

CBT protocols may not be appropriate when the main needs of an individual are to be 

heard, supported and understood. This may represent a substantial proportion of 

hypochondriacal clients who drop out of structured therapy (Clark, 2013).  

Schwenzer and Mathiak (2011) investigated cognitive processes which might 

contribute to hypochondriacal attitudes. They concluded that hypochondriasis may 

reflect a general cognitive bias that is not limited to illness-related thoughts but also 

includes interpersonal interactions, namely fears of social failure (Hitchcock & 

Mathews, 1992). The potential role of interpersonal factors within therapy has also been 
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suggested by Starcevic and Noyes (2014), who argued that the reassurance a 

hypochondriacal patient seeks is more likely to be found in a trusting relationship, as 

opposed to verbal reassurance about their health status.  

The abovementioned arguments are further strengthened by Luca (2012) who 

used grounded theory to investigate how cognitive-behavioural and psychodynamic 

therapists conceptualised medically unexplained symptoms. She found that despite 

differing therapeutic orientations, the practitioners agreed that empathy, keeping an 

open mind, as well as adaptability and flexibility of a therapist provided a solid base 

which a successful therapeutic intervention could be built upon. A supportive and 

collaborative working relationship could facilitate reaching shared understanding of the 

client’s underlying issues (Luca, 2012). Arguably, this process could be aided by taking 

the focus of therapy away from the client’s experience of somatic symptoms (as 

suggested by psychodynamic therapists), and their underlying causes (as suggested by 

cognitive-behavioural therapists).    

In conclusion, it appears that in order to enhance the available psychological 

interventions, the relationship between hypochondriasis and health anxiety needs to be 

better clarified. Also, the origin and nature of the underlying anxiety needs to be better 

understood. This is because the pessimistic prognosis in hypochondriasis could be 

linked in part to the abovementioned struggle to comprehend what allows such extreme 

beliefs and behaviours (e.g., being ill, reassurance-seeking) to develop (Kent & 

McMillan, 2009). It may be useful to investigate the nature of the underlying emotional 

vulnerability to hypochondriasis. This is because the individuals’ focus on physical 

health or the presence of the somatic symptoms may only be a part of the problem. 

Finally, the above studies strongly suggest that establishing a good emotional and 

interpersonal connection with another person could be of critical importance to 
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hypochondriasis. As indicated above, it could even be more important than some of the 

content of the therapy itself (Lambert, 2007; Rogers, 1957; Wampold & Bolt, 2006). 

 

Human emotional development: 

So far, the available evidence suggests that in search for further insight into 

hypochondriacal presentations (both DSM-IV-TR hypochondriasis and DSM-5 illness 

anxiety disorder), it could be beneficial to research the emotional and interpersonal 

aspects of individuals meeting the criteria for these classifications. The origin of many 

of the emotional and interpersonal disturbances could be traced to emotional and 

interpersonal experience at the early stages of development (Music, 2011; Salovey & 

Sluyter, 1997), and hypochondriacal attitudes have previously been linked to childhood 

experiences (Brown, Schrag & Trimble, 2005). It is important to note that adverse early 

life experience tends to impede healthy emotional and interpersonal development 

(Music, 2011; Salovey & Sluyter, 1997). Empirical research has clearly stated that 

almost any mental health condition is linked to emotional problems or deficiencies 

(Johnson-Laird, Mancini, & Gangemi, 2006; Legenbauer, Vocks & Ruddel, 2008).  

Early life emotional needs include attention, approval, support, security, and 

comforting (Ainsworth, 1969). Bowlby (1982) claimed that human beings are born with 

an innate psychobiological system that motivates them to seek proximity to caregivers 

in times of emotional need, such as when experiencing emotional distress. He argued 

that at the early stages of human development, the primary caregiver’s responsiveness is 

the source of human stress regulation. In other words, a child may seek emotional 

comfort from a caregiver and adjust their behaviour to the level of the caregiver’s 

responsiveness to ensure their own ‘survival’ needs have been satisfied.  
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Bowlby’s critics argued he over-estimated the importance of the relationship 

between a mother and a child, and underestimated the importance of attachment with 

other figures of influence (Music, 2011). This is especially important bearing in mind 

the contemporary versions of a family, where child-rearing may not necessarily be 

primarily a mother’s responsibility. Yet despite the passage of time, many aspects of 

Bowlby’s ideas appear to have stood up to empirical scrutiny. 

Importantly, when parents consistently acknowledge a child’s mental states, it 

could help the child understand the meaning of their emotions (Meins et al., 2003). For 

instance, if a child’s state of mind is understood (e.g., anxiety), they can regulate their 

affect (e.g., calm down) following a soothing response of a parent (Trevarthen & Aitken, 

2001). Being in touch with one’s feelings and mental states leads to an 

acknowledgement that feelings (both positive and negative) could be understood and 

controlled. A child gains understanding of his or her emotional states through the eyes 

of important others, as the child’s emotional discomfort is assigned specific meaning. 

Alternatively, a child’s distress may not be well attended to by the caregivers. In such 

cases, a child could develop confusion about their feelings, the meaning of their feelings, 

distorted self-understanding, and a limited capacity to regulate their negative affect. It is 

important to underline that many patterns established early on in life are remarkably 

consistent over time, and are often carried by individuals into adulthood (Fonagy, 

Target & Gergely, 2000). 

Development of emotional skills and competencies has also been linked to the 

development of interpersonal competence and sociability (Music, 2011). If a child feels 

repeatedly rejected, isolated, or ignored, they are likely to infer that they cannot trust 

other people to protect them and that the world is a dangerous and scary place 

(Bartholomew & Horowitz, 1991). Individuals with attachment issues (unmet emotional 

needs) tend to struggle with emotional connection to others, management of their own 
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emotions, and they may experience anxiety due to feeling unsafe and lonely 

(Bartholomew & Horowitz, 1991; Fraley, 2010). Additionally, they may repeatedly 

seek the elusive emotional contact and the emotional proximity to others, fear 

interpersonal rejection, have low self-esteem and self-worth, and be prone to worrying 

(Mikulincer & Shaver, 2007). Interpersonal dependence suggests a state of helplessness, 

which has previously been linked to the experience of anxiety (Maier, 1993).  

At the same time, the experience of prolonged anxiety may impede being 

sympathetic to such feelings in other people, which could have consequences for the 

development of understanding the minds of other people (perspective-taking). Theory of 

mind [ToM] is the ability to acknowledge the beliefs, feelings, and intentions of others, 

as well as understand that these may differ from one’s own beliefs and feelings (Qualter, 

Barlow & Stylianou, 2011). 

So while humans are born with many potential social and emotional skills, in 

order to develop them a young person requires facilitative interactions with others. With 

regards to psychological therapies, it has previously been argued that provision of safe 

therapeutic space could mirror the conditions required for fostering secure attachment 

(Osofsky, 1988).  

With reference to hypochondriacal presentations, Luca (2011) interviewed 

cognitive-behavioural and psychodynamic therapists about their experience of working 

with clients presenting with medically unexplained symptoms. While the therapists’ 

responses were influenced by their theoretical background, they agreed that 

hypochondriacal individuals demonstrated avoidance of emotional pain, difficulty with 

perspective-taking, difficulty in negative affect regulation, and suggested that 

somatisation may only be a part of another underlying issue.  
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It has been argued that affect dysregulation (poor ability to regulate one’s affect) 

negatively affects thinking patterns and behaviour for many of the common mental and 

physical health conditions, including somatisation (Taylor, Bagby & Parker, 1997). 

Somatisation has previously been associated with the concept of alexithymia which is 

characterised by difficulties with describing feelings and distinguishing them from 

bodily sensations (Hendryx, Haviland & Shaw, 1991).  These difficulties may emerge 

as a result of negative early life attachment and bonding experiences (Taylor et al., 1997) 

and have been reported to increase at times of situational stress (Hendryx et al., 1991).  

The link between the attachment processes and development of capacity to 

envision mental states in the self and others could also be described using the term 

mentalisation (Fonagy, 2006). It is a concept related to ToM and refers to one’s capacity 

to conceive mental states as explanations of behaviour (Fonagy, 2006). It has been 

argued to develop in response to early social relationships and determine one’s capacity 

for affect regulation. Affect dysregulation is inevitably linked to elevated stress levels, 

which in turn could contribute to various forms of somatisation (Taylor et al., 1997).  

Based on the analysis of the Functional Somatic Syndromes (FSS; unexplained 

physical syndromes such as chronic fatigue), increased stress may lead to an excessive 

reliance on attachment hyperactivating strategies (anxious efforts to find support) to 

regulate affect, which could in turn give rise to mentalising impairments (Luyten, van 

Houdenhove, Lemma, Target & Fonagy, 2012). Mentalising difficulties could be one of 

the ways to conceptualise the body-mind link in hypochondriasis. Specifically, the 

interactions between biological and psychosocial factors could underpin the ‘medically 

unexplained’ symptoms, while the bodily symptoms could be perpetuated through one’s 

poor capacity to perceive body as a seat of emotions that arise in response to 

interpretations of mental states in the self and others (Luyten et al., 2012).     
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In summary, the quality of the early life emotional relationship between 

caregivers and a child may impact on the child’s development of a variety of 

psychological dimensions that appear to determine their subsequent mental and physical 

wellbeing. Music (2011) argued that the nature of such an emotional connection may 

correspond to the caregivers’ ability to reflect on their own emotional experiences, 

which includes their capacity for self-reflection, emotional sensitivity, and general 

understanding of the emotional experience (Music, 2011). Interestingly, the presence of 

these qualities is associated with the philosophy of counselling psychology (Woolfe et 

al., 2003), which could offer its unique contribution to scientific exploration and 

conceptualisation of this problem.  

 

Emotional Intelligence (EI): 

As mentioned above, the quality of early emotional and interpersonal 

development can impact on the development of emotional and interpersonal skills as 

well as mental health later on in life (Schilling, Aseltine & Gore, 2008). With regards to 

therapeutic interventions, it has recently been suggested that cognitive abilities (the 

focus of cognitive therapy) may not be a unique predictor of successful adaptation 

(Mikolajczak, Luminet & Menil, 2006). Emotional competencies and the therapeutic 

relationship may need to be taken into consideration, especially because there is 

evidence for the relationship between emotional competence and increased resistance to 

stress (Mikolajczak et al., 2006).  

The construct of EI refers to individual differences in perception, processing, 

regulation, and utilisation of emotional information (Mayer et al., 2002). These 

individual differences have been shown to have a significant impact on important life 

outcomes, which includes mental and physical health, work performance, social 
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relationships, and psychological well-being (Greven, Chamorro-Premuzic, Arteche, & 

Furnham, 2008; Schutte, Malouff, Thorsteinsson, Bhullar & Rooke, 2007; Smith, 

Heaven, & Ciarrochi, 2008).  

EI has attracted scientific attention because it appears to encompass the 

strategies individuals employ to cope with everyday problems (Mavroveli, Petrides, 

Rieffe & Bakker, 2007). The well-being component of EI may be especially relevant in 

the psychological adjustment process, since EI tends to increase with age (Salovey & 

Sluyter, 1997), and the positive emotions are conducive to the development of those 

physical, intellectual and social resources that are necessary for successful coping 

(Frederickson, 1998). Since almost any mental health condition is linked to emotional 

problems, it has been argued that enhancement of emotional competence should be 

allocated a central place in psychological interventions (Greenberg & Paivio, 2003).  

Research on EI distinguishes between trait (TEI) and ability emotional 

intelligence (AEI). The trait level has also been described as self-reported emotional 

self-efficacy (Petrides & Furnham, 2003) and refers to the propensity to behave in a 

certain way in emotional situations (Nelis, Quoidbach, Mikolajczak & Hansenne, 2009). 

The focus here is not on what people can do, but on what they do, which is measured 

via personality-like questionnaires (Nelis et al., 2009). Fernandez-Berrocal, Alcaide, 

Extremera and Pizarro (2006) investigated TEI and found that it was negatively related 

to levels of depression and anxiety.  

But self-report measures have generally been criticised for being susceptible to 

faking and bias (Day & Carroll, 2008). Day and Carroll (2008) argued that research on 

EI should start to directly measure the ability rather than the self-description of 

emotional competence. This is the main reason why performance based ‘ability’ tests 

were developed (Brackett & Salovey, 2006). AEI refers to how people respond 
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emotionally, and simultaneously and strategically apply their knowledge about 

emotions to situations of interpersonal relationship (Mayer, Salovey & Caruso, 2002). 

One of the well-established ability models (Mayer et al., 2002) conceives EI as an 

ability encompassing four dimensions:  emotions identification, emotions utilisation, 

emotions understanding, and emotions regulation (Murphy, 2014). AEI is assessed via 

intelligence-like tests (‘maximal performance’ tests). High AEI is associated with good 

mental health (Mayer et al., 2002). However, a major criticism of conceptualising EI as 

an ability is that emotional experience is subjective and therefore could not be scored 

objectively (Matthews, Zeidner & Roberts, 2012).  

Discussions on EI long pertained to its potential clinical utility. While evidence 

points to differential incremental contributions from trait and ability EI in the prediction 

of internalising (e.g., anxiety) versus externalising (e.g., aggression) symptomatology 

(Gardner & Qualter, 2010), the concept of EI has also attracted some criticism. 

Matthews et al. (2012) conducted a thorough examination of EI, as well as the strategies 

for measuring it. They argued that the weaknesses of EI include lack of clarity of 

conceptualisation, lack of a ‘gold standard’ measurement, overlap with existing 

constructs, lack of theoretical understanding, limitations in criterion-related validity, 

uncertain practical relevance, and the impact of cultural influences. Only relatively 

recently have the valid and well-established measures been identified (Ciarrochi, Deane 

& Anderson, 2002). Matthews et al. (2012) remained critical of the EI measurement 

methods, with the exception of a few tests addressing the AEI construct (Matthews et al., 

2012). However, it needs to be underlined that since there appears to be no single 

consensual definition of global EI, the utility of classifying emotional competencies in 

terms of a single EI value remains contentious (Murphy, 2014). There is a possibility 

that the ‘true’ EI does not exist, and therefore is impossible to measure (Murphy, 2014).   
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Up until recently, there have been few studies examining relationships between 

EI and clinical symptoms in patients with anxiety disorders. Lizeretti and Extremera 

(2011) used TEI measures to investigate Generalised Anxiety Disoder (GAD) and 

provided preliminary evidence for the deficits in the ability to attend to, discriminate 

among, and manage emotions in this clinical sample. They concluded that these EI 

deficits constituted a vulnerability factor in the development of GAD, in accordance 

with other studies (Roemer, Salters, Raffa & Orsillo, 2005). Hertel, Schutz and 

Lammers (2009) argued that it may even be possible to discriminate between different 

clinical groups based on profiles of their emotional skills and deficits. 

Emotional competencies are considered important for social interactions because 

they serve communicative and social functions, conveying information about people’s 

thoughts and intentions and coordinating social encounters (Keltner & Haidt, 2001). 

Parker, Summerfeldt, Hogan and Majeski (2004) argued that the concept of EI 

encompasses perception and control over one’s own emotions (intrapersonal focus) and 

those of others (interpersonal focus). Summerfeldt and colleagues (2011) examined 

social phobia and EI, using TEI measures. They concluded that anxiety disorders may 

be negatively correlated to one’s intrapersonal skills, which suggests poor 

understanding and control of emotions.  

Research on interventions that aim to improve EI has been encouraging. The 

well-designed EI training programmes facilitated solid improvements to participants’ 

social and emotional functioning and the newly acquired skills persisted over time 

(Durlak, Weissberg, Dymnicki, Taylor & Schellinger, 2011; Nelis et al., 2009). This 

means that once areas of emotional or interpersonal deficit have been identified, they 

could be addressed by tailored interventions. Such interventions could be adapted to 

different age groups (Ulutas & Omeroglu, 2007). Emotional skills education was 
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reported to help individuals gain self-awareness, confidence, empathy, emotional self-

control, and the ability to assert themselves without conflict (Ulutas & Omeroglu, 2007). 

Research with conceptually similar constructs, such as emotional self-awareness 

(Novick-Kline, Turk, Mennin, Hoyt & Gallagher, 2005), and alexithymia (Cox, 

Swinson, Shulman & Bourdeau, 1995) suggests that difficulties with monitoring, 

identifying, and using emotional information may characterise a range of anxiety-based 

conditions (Summerfeldt et al., 2011). This could be of relevance to the underlying 

anxiety in hypochondriasis. EI warrants further research, and this may be particularly 

true for conditions like hypochondriasis, whose nature has not yet been fully clarified 

(Olatunji et al., 2009). 

In summary, although not devoid of weaknesses, the concept of EI remains a 

useful way of conceptualising emotional competencies, and linking them to 

psychological wellbeing. However, it remains unclear whether EI should be 

conceptualised as a trait or an ability, and whether the ‘true’ EI does exist. It may be 

that research on TEI could provide valuable insight into how individuals evaluate their 

own emotional competencies, while AEI could hold more promise with regards to 

future clinical utility (Matthews et al., 2012; Murphy, 2014). Concluding, EI can 

provide a contribution to scientific research, especially when measures with the 

strongest psychometric properties are used. 

 

Sociotropy and Autonomy 

As aforementioned, the present research embarked to investigate emotional and 

interpersonal aspects of hypochondriasis. One of the ways to explore the interpersonal 

dimension is via the concepts of sociotropy and autonomy (Beck, Epstein, Harrison & 
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Emery, 1983). Sociotropy and autonomy are conceptualised as two personality 

dimensions that define individuals’ vulnerability to anxiety and depressive states, both 

of which have been associated with hypochondriasis (Edwards et al., 2010). Individuals 

who score high on sociotropy tend to desire close interpersonal relationships with a 

strong emphasis on feeling loved and accepted (Sato & McCann, 2004). Individuals 

who score low on the autonomy dimension are characterised by low concern with 

personal independence (Sato & McCann, 2004).  

As highly sociotropic individuals are excessively reliant on other people to 

achieve personal satisfaction (Bedel, 2009), Beck’s theory (1987) postulates that these 

individuals are at a heightened risk of anxiety and depression when a stressful life event 

places demand on their interpersonal experience (Robins, 1995).  High general levels of 

anxiety were also found to be related to sociotropy (Clark, Beck & Stewart, 1990). Sato 

and McCann (2004) found that sociotropy-related anxiety may be situation-specific. 

They contended that sociotropy was positively correlated with anxiety in situations of 

Physical Danger, Ambiguous Situations, and Social Evaluation. In other words, 

situations interpreted as ‘dangerous’ or the ones that involve a threat of a negative 

interpersonal experience are likely to increase anxiety in individuals scoring high on 

sociotropy. It is important to underline that the perception of danger, high general levels 

of anxiety, and high interpersonal anxiety have been associated with hypochondriasis 

(Edwards et al., 2010). Moreover, it has been suggested that excessive reassurance-

seeking (strongly linked to hypochondriacal presentations; Starcevic & Noyes, 2014) 

may mediate the relationship between sociotropy and the negative life events 

(Birgenheir, Pepper & Johns, 2010). 

Rotter (1966) argued that individuals with an internal locus of control tend to 

regard an event as manageable on the basis of their behaviour or personal characteristics. 
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Conversely, individuals with an external locus of control regard events as outside of 

their control, and tend to attribute event outcomes to chance, luck or an impact of other 

people (Skidmore, Dyson, Kupper & Calabrese, 2014). Bedel (2009) examined the 

relationship between sociotropy-autonomy and the locus of control. Bedel (2009) found 

a positive correlation between the external locus of control and sociotropy. Skidmore et 

al. (2014) administered surveys on illness behaviour, health anxiety, and health locus of 

control to 202 college women and concluded that health anxiety behaviour could be 

mediated by the external locus of control. It may be that individuals with 

hypochondriasis are sensitive to the negative aspects of interpersonal interactions, 

which coupled with a poor perception of control over the situation actively increase 

their anxiety and their perception of danger.  

Sato, Harman, Donohoe, Weaver and Hall (2010) asked their participants to 

complete the Sociotropy-Autonomy Scale (SAS) as well as two tasks requiring self-

control. Sato et al. (2010) found that sociotropy was negatively correlated with 

persistence on these tasks. Having completed the first of the two tasks, highly 

sociotropic individuals were found to be less motivated to persevere and expended less 

effort on the second task, while the opposite was true of the individuals scoring high on 

autonomy.  

Thus, with regards to the present study, the concept of sociotropy appears 

relevant to hypochondriasis due to its links to generalised anxiety, interpersonal anxiety, 

dependence on others for comfort and satisfaction, perception of being in danger, 

perceived ability to problem-solve, and perceived self-efficacy and perseverance in the 

face of a challenging situation. It is conceivable that a presentation high in sociotropy 

and low in autonomy could significantly increase the experience of helplessness and 

vulnerability to anxiety states at times of danger or interpersonal stress. Scores at the 
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extreme ends of the sociotropy-autonomy scales would be of particular interest, due to 

the fact that they have been linked to the experience of anxiety and depression 

(Birgenheir et al., 2010). 

 

The present study: 

The literature review suggested that hypochondriasis is a heterogeneous and 

multidimensional condition whose nature has not been fully understood (Weck et al., 

2011; Kent & McMillan, 2009). Nobody has been able to explain convincingly why 

some people develop ‘medically unexplained’ symptoms whereas others do not (Kent & 

McMillan, 2009; Forister & James, 2007). Williams (2004) also argued that a 

comprehensive model of hypochondriasis should be able to explain why some 

individuals exhibit hypochondriacal tendencies, but never develop hypochondriasis.  

Psychological perspectives indicate that individuals with hypochondriasis could 

be placed on the high end of a continuum that describes sensitivity to anxiety states 

(Brown, 2007; Edwards et al., 2010). The literature review also implied that such 

proneness to anxiety could play a pivotal role in this condition and that it could be much 

more relevant to this condition than focusing on fear of specific illnesses or the bodily 

symptoms (Olatunji et al., 2009). 

It is important to state that hypochondriasis has previously been associated with 

poor understanding of one’s bodily responses, poor emotion regulation skills, child-like 

behaviours, and difficulties to acknowledge other people’s point of view (Edwards et al., 

2010; Persing, Stuart, Noyes & Happel, 2000). The underlying anxiety in 

hypochondriasis could be related to specific areas of deficit in emotional and 

interpersonal functioning. Thomson and Page (2007) argued that individuals with 

hypochondriasis seek reassurance from other people, but that they may do so in a 
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manner that ultimately exacerbates their symptoms. It could therefore be useful to 

devote some research attention to interpersonal relationships in hypochondriasis. It was 

decided that an exploratory mixed-method study would be best equipped to help gain 

insight into these areas of interest. 

Seeking improvement to management of hypochondriasis is advisable, so that 

health practitioners’ lack of confidence does not negatively impact on patients’ 

motivation to engage in psychological interventions. With reference to the present study, 

the literature appears unclear with regards to defining exactly which aspects of the 

existing psychological interventions have been helpful or unhelpful to clients with 

hypochondriasis. In fact, it is unclear what the hypochondriacal clients’ psychological 

needs are, which makes it even more difficult to specify what interventions could be 

effective in addressing these needs. Research of an exploratory nature could be well-

suited to begin investigating this issue. With regards to the qualitative part of the study, 

it was hoped that it would provide insight into the participants’ emotional world, their 

interpersonal relationships, as well as to their experience of psychological therapy. The 

following research questions were identified: 

 

(Qualitative) Research Question 1: How do young females with hypochondriasis 

experience their emotions and interpersonal relationships? 

(Qualitative) Research Question 2: How do young females with hypochondriasis 

experience individual therapy? 

The quantitative part of the study was intended to act as a valuable supplement 

to the primary role played by the qualitative analysis (complementarity; Burke-Johnson 

& Onwuegbuzie, 2004). Also, convergence across the qualitative and quantitative data 

sources could be sought (triangulation; Burke-Johnson & Onwuegbuzie, 2004). In other 
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words, the numerical data were intended to provide an indication on whether emotional 

and interpersonal aspects could play a role in hypochondriasis. The psychometric 

instruments included the measures of TEI, AEI, and a measure of sociotropy-autonomy 

(social dependency and personal independence). The use of a comparison sample, 

matched on age and gender, allowed individuals with hypochondriasis to be placed in a 

wider context, giving meaning to the raw scores. The present study was designed in a 

way so that the quantitative outcomes did not impact on the qualitative analysis. The 

following predictions were identified for the quantitative part of the study: 

Quantitative Research Predictions: Based on the critical review of the literature, it is 

expected that the clinical sample will score lower on the measures of both TEI 

(TEIQue-SF) and AEI (MSCEIT) than the matched comparison group. It is also 

expected that the clinical sample will score higher on sociotropy and lower on 

autonomy (based on SAS) than the comparison group. 

 

In summary, empirical research has not investigated EI and sociotropy-

autonomy in individuals with DSM-IV-TR Hypochondriasis. There appears to be a gap 

in understanding the psychological needs of this clinical sub-group, which impedes the 

introduction and consolidation of tailored psychological interventions. Moreover, there 

is a dearth of research on experiences of females with hypochondriasis. Therefore, the 

current study offers something new to the available literature, and investigates this 

complex condition using a creative methodological approach. Its outcomes could 

potentially lead to a greater understanding of the experience of individuals with 

hypochondriacal presentations, as well as offering insight into psychological 

contributors to these presentations. While the current research did not aim for 
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generalisability, it was hoped meaningful findings could be drawn from the data. These 

could form the basis for further empirical research on the nature and therapeutic 

interventions for hypochondriasis, which could be addressed by the discipline of 

counselling psychology. 
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DETAILS OF METHOD: 

 

DESIGN, EPISTEMOLOGY, AND ONTOLOGY OF THE PRESENT STUDY: 

The critical review of the literature indicated that there was a need to further 

investigate emotional and interpersonal aspects in individuals presenting with 

hypochondriacal symptoms. This section will present the rationale for adopting a 

mixed-method design, discuss the epistemology and ontology behind the current 

research, and demonstrate how the use of qualitative and quantitative components was 

combined so that it could benefit the present study.  

Using mixed-methods research enables a researcher to collect both qualitative 

and quantitative data to enrich understanding of the investigated research area 

(Cresswell, 2002). Such an approach widens the scope of research and may offset the 

weaknesses of using either qualitative or quantitative approaches alone (Driscoll, 

Appiah-Yeboah, Salib & Rupert, 2007). Creative research designs fit well with 

methodological pluralism advocated by the discipline of counselling psychology 

(Cooper & McLeod, 2011). While not being committed to any system of philosophy, a 

philosophical stance of pragmatism allows for integration of diverse techniques and 

procedures in order to satisfy the research aims (Crotty, 1998). It focuses on practicality 

and therefore values the contribution of both subjective and objective knowledge 

(Cherryholmes, 1992), allowing for integration of idiographic and nomothetic 

components within a single study (Crotty, 1998). Since pragmatism has received 

support with regards to mixed-methods research (Feilzer, 2009), this stance guided the 

conduct of the present research. 
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Qualitatively-oriented studies are often exploratory and conducted in small 

samples (Tashakkori, Teddlie & Sines, 2012). They are individual-oriented and 

predominantly concerned with the process and context of the investigated phenomena. 

Qualitative approaches are usually associated with the constructivist paradigm (Crotty, 

1998). They often provide insight into the meaning-making process behind the 

investigated phenomena, but their exclusive use has attracted criticism due to the 

subjectivity of findings, usually small sample sizes, and limited generalisability of the 

findings (Madill & Gough, 2008). In the current study, the qualitative component 

adopted an exploratory stance (Lyons & Coyle, 2007).  It used semi-structured 

interviews to gain insight into participants’ meaning-making with regards to their 

emotions, interpersonal interactions, and relevance of therapeutic interventions to their 

mental state. The data were collected and analysed in line with the guidelines for the 

Interpretative Phenomenological Analysis (IPA; Smith, Flowers & Larkin, 2009). It was 

hoped that the qualitative part of this study would provide relevant examples from the 

lived experience of individuals, lending support for a considerable explanatory power of 

these dimensions with regards to the origin, nature, and effective therapeutic 

interventions for hypochondriasis.  

Quantitatively-oriented studies are often problem-oriented group-oriented and 

address the direction or magnitude of relationships between specific sets of constructs 

(Tashakkori et al., 2012). Quantitative research is often linked to the post-positivist 

paradigm (Crotty, 1998). The data are often analysed statistically in order to allow for 

generalisations with regards to the extent or frequency of the investigated phenomena 

(Maxwell & Loomis, 2003). However, the use of quantitative designs has been linked to 

difficulties with accounting for the context of the participants, individual differences or 

personal voice of participants, as well as for the potential of introducing the researcher’s 

personal bias (Cresswell & Plano-Clark, 2007). In the current study, the quantitative 



Karol Grzegorz Papis  Doctoral Portfolio In Counselling Psychology 
 

135 
 

component was intended to act as a valuable supplement to the qualitative analysis. It 

was intended to provide a numerical indication of specific emotional and interpersonal 

strengths, weaknesses, and preferences. The psychometric scores were to be compared 

against the comparison sample, which was matched to the clinical sample on age and 

sex.  

Plano-Clark, Huddleston-Casas, Churchill, O’Neil, Green, and Garrett (2008) 

argued that when carrying out mixed-methods designs it is important to consider the 

timing and weighing of the different methods. In the present study, the qualitative and 

quantitative data were collected concurrently. However, it was decided that the 

quantitative data would not be analysed until the qualitative analysis had been 

completed. Moreover, it was decided that the qualitative component would be given a 

greater emphasis. This is due to its potential to generate meaningful data and better 

address the study’s purpose (Morgan, 2007). Therefore, the quantitative component of 

the study was assigned a supplementary role to the qualitative outcomes. As 

aforementioned, the inclusion of quantitative data in the current study enabled a 

comparison of numerical data with the narratives, offering an opportunity to set the 

findings in a wider context, potentially strengthening the relevance of the conclusions 

drawn from the data. Due to a greater emphasis placed on the qualitative data, the aim 

of the current study was more to gain insight into emotions, interpersonal relationships, 

and therapeutic experience of investigated individuals, than to produce widely-

generalisable findings.   

In summary, such a mixed-method approach was designed to produce a 

complementary and meaningful outlook on the role that emotions and interpersonal 

interactions could play in hypochondriasis. The design was intended to maximise the 

benefits of qualitative and quantitative methodologies and gain insight which could 
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inspire therapeutic recommendations and further empirical research on this 

multidimensional condition. Additionally, the use of mixed methodology was to enable 

the primary investigator (Karol Papis – KP) to develop and integrate extensive and 

diverse research skills on a doctoral level project. 

 

QUALITATIVE PART OF THE STUDY: 

Approach – Interpretative Phenomenological Analysis (IPA): 

The qualitative methodology is particularly sensitive to multiple interpretations 

that individuals make in an attempt to make sense of their complex lived experience 

(Willig, 2001). This form of research aims to base understanding of the phenomena 

under investigation on the participant’s perspective. Qualitative methodology is often 

used when the aim is to understand and represent the experience and actions of people 

as they engage and live through this experience (Porter, 1996). Morrow (2007) argued 

that this type of research is particularly suitable to areas in which there may be variables 

that are difficult to identify, or the ones that have not yet been identified. As such, 

qualitative methodology is more concerned with enrichment of understanding of certain 

phenomena than it is with verification of previous findings.   

IPA is a research approach used to investigate individual meaning-making of 

certain shared aspects of human experience (Smith et al., 2009). IPA’s 

phenomenological focus is underpinned by a concept of symbolic interactionism, which 

assumes that people play an active role in interpreting and making sense of subjective 

reality (Brocki & Wearden, 2006). It is possible to connect the subjective accounts and 

find shared meaning about certain experiences (Dilthey, 1976). Usually, the researcher 

using IPA is concerned with gaining insight into experiences that have a larger 
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significance in the person’s life, making use of a universal inclination of people towards 

self-reflection (Chapman & Smith, 2002). Namely, an individual who thinks, feels, and 

reflects on the significance of a relatively rare transition, event, or circumstance could 

offer valuable or unique insight into their experiences. From this perspective, 

understanding of content and subjective meaning is considered of superior importance 

to measures of frequency or a search for an objective truth. In other words, as opposed 

to the ‘medicalised’ empirical framework that strives to find an objective reality, IPA is 

characterised by a ‘psychological’ constructivist framework which describes reality as 

being composed of subjective and social factors (Smith et al., 2009).  

In terms of its ontological and epistemological bases, IPA recognises that it is 

actually not possible to remove a person, their thoughts, and their meaning systems 

from the world (Smith et al., 2009). Therefore, IPA investigates the ‘person-in-context’ 

and accepts that ‘reality’ might be an intellectual or subjective construction, which is a 

function of a person’s relationship with the world (Larkin, Watts & Clifton, 2006). 

Social constructivism perceives reality as dynamic and emphasises that individuals are 

influenced by their personal experience and culture in their attempts to understand one 

another’s actions and assign meaning to them (Freeman & Mathison, 2009). In other 

words, phenomena of the social and cultural world and their meanings are not objective, 

which imposes limits on generalisability of such phenomena from one individual to 

another.  

In the social constructivist context the concepts of meaning and understanding 

appear to overlap, which suggests that participants’ and researchers’ roles in co-

construction of knowledge need to be recognised (Freeman & Mathison, 2009). 

Consequently, the participants’ interpretations of their experience should not be 

detached from the settings and the individual context in which they occur, and new 
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understandings should be perceived as partial and contextually-bound (Freeman & 

Mathison, 2009; Larkin et al., 2006). The researcher’s use of the reflective self will be 

discussed later. 

So while all knowledge and beliefs about the world are active human 

constructions (Freeman & Mathison, 2009), it is crucial to acknowledge that since 

social realities are complex, without knowing what the meaning is one will probably be 

unable to understand the phenomenon in question. In IPA, the participants have a story 

to tell. While their stories may be unique, the participants could provide valuable insight 

into their subjective experience, and how the interpretations of such experience link to 

their psychological wellbeing and behaviour (Willig, 2013). Such insight could be of 

particular interest to counselling psychologists, who seek to understand their clients’ 

experience and build meaningful therapeutic relationships with them.  

IPA is an established approach to investigating the personal and social world of 

participants, which offers a detailed procedural guide (Smith et al., 2009). Smith (2004) 

argued IPA could be described as idiographic, inductive, and interrogative. The 

idiographic nature of the IPA refers to the fact that direct access to participants’ 

thoughts cannot be accomplished and that it is only possible to interpret such thoughts 

(Smith et al., 1999). The inductive nature of IPA that Smith (2004) referred to defines 

the exploratory and ‘open’ nature of the IPA research. The researcher avoids making 

specific hypotheses that could impose limits on the themes that could emerge from the 

participant data. The interrogative feature of the IPA refers to contextualisation of the 

emergent data, which does not exist in isolation but could be interpreted in the light of 

the psychological theory (Smith, 2004). 

With regards to the idiographic nature of the IPA research, it is worth 

acknowledging the complex nature of the interpretative process by which the researcher 
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attempts to make sense of the participants’ attempts to interpret their own experience. 

This interpretative process has been referred to as ‘double hermeneutics’ (Eger, 1999). 

While it has previously been argued that it is possible the researcher could bias the data 

(Fischer, 1998), it is important to underline that it is not possible to separate ‘knowledge 

from the knower’ (Lynch, 1993). The recognition of the fact that the researcher plays an 

active role in the IPA research could be described using the term ‘reflexivity’, which 

constitutes an important component of the philosophy of counselling psychology 

(Woolfe et al., 2003). As such using IPA as a research method is compatible with the 

ethos of counselling psychology, which places emphasis on subjectivity, uniqueness of 

experience, and the influence of social factors (Woolfe et al., 2003). It has previously 

been argued that using the same philosophical stance in therapeutic practice and in 

research could produce beneficial outcomes (Willig, 2001).  

IPA helps a researcher develop a deeper psychological understanding of 

individual narratives, which cannot be achieved using questionnaires alone (Smith et al., 

2009). It was deemed the most appropriate to the present study because of its utility in 

investigating participants’ social cognitions (the meanings individuals ascribe to the 

events), as well as due to its established position in research on healthcare and illness 

(Smith et al., 2009). 

 Although IPA was found the most appropriate approach to address the purpose 

of the present study, it is important to mention other qualitative methods that had been 

considered, and list some of the reasons why they were found less suitable than IPA. 

For instance, thematic analysis may require a larger participant sample to be recruited 

(while the pool of potential participants for the present study was limited), and 

emphasises identification of patterns across the entire dataset, as opposed to IPA’s focus 

on the unique characteristics of individuals (Willig, 2013). Grounded theory aims to 
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generate theories grounded in data and has previously been critiqued for its potential to 

miss contextual data (Willig, 2013). Bearing in mind complexity of hypochondriasis 

and some anticipated recruitment difficulties, it was also unclear whether the phase of 

‘theoretical saturation’ (when addition of new data would no longer enrich the concepts; 

Willig, 2013) could be reached in the present study. Discourse analysis focuses on the 

use and role of the language (Willig, 2013). Although language is an important aspect 

of socially constructed knowledge, it was deemed less relevant to the purpose of the 

present study than the depth of meaning offered through IPA’s focus on participants’ 

subjective construction of reality. 

 

Trustworthiness: 

Due to abovementioned concerns regarding the reliability and validity of 

qualitative research, it is important to ensure the quality standards are maintained 

throughout the conduct of the research. Much attention has been devoted to the quality 

issues in order to maximise the utility of the qualitative outcomes in the present study. 

Guba (1981) produced criteria which he argued could maximise trustworthiness of 

qualitative research. These included credibility (internal validity), transferability 

(external validity), dependability (reliability), and confirmability (objectivity). These 

criteria were re-evaluated by Shenton (2004), and formed a basis for discussion on 

trustworthiness in relation to the present qualitative study.  

The issue of credibility was addressed via a choice of a well-established 

qualitative research method: IPA. Recommendations by Smith et al. (2009) were 

adhered to throughout the process. The use of psychometric measures could be 

considered one of the ways the present study attempted to provide the background for, 

and to compensate for the limitations of using a qualitative research method alone. At 
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the same time, it was decided that the psychometric data analysis would begin only once 

the qualitative analysis has been completed. This was to prevent potential cross-

contamination and to preserve independence of the qualitative part of the study.  

Before designing the present study, the author immersed himself in available 

information on the nature of the investigated phenomena. The author took great care 

that background information did not impact on his judgement and objectivity in the 

course of this research. The content of the interview schedule was consulted with 

research supervisors as well as with a chartered counselling psychologist. In order to 

minimise the bias and maximise objectivity of the qualitative section, an academic 

specialising in IPA read through the analysis and commented on it. The author of the 

present study consulted his research supervisors at regular intervals and valued their 

opinions and perspectives on his project. The author himself re-evaluated his research 

on multiple occasions, and at different stages of its development. Examination of 

previous research findings allowed for evaluation of the congruency of the present 

study’s findings with past research. Honesty in participants contributing the data was 

maximised through ensuring they volunteered to take part in the study, and that they 

were aware they could refuse to answer a question or withdraw from the study 

completely, without having to give a reason. The author acknowledges the limitations of 

using a small sample size and that the sampling technique was not random. This is 

because the data were not collected from multiple locations and (while many individuals 

made initial enquiries about the study) because only six participants eventually decided 

to take part in the present research. 

The above arguments also bear relevance to the transferability of the current data. 

As aforementioned, the recruitment process for the current study proved challenging. 

This was believed to be influenced by a relatively small target population of young 
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adults with hypochondriasis, a substantial degree of social anxiety in individuals with 

hypochondriasis, and because both the qualitative and quantitative methods used in the 

current study required a certain level of homogeneity in the participant sample (Smith et 

al., 2009). As the current study investigated young adult female participants only, the 

data may not be transferable to the male population or to different age groups. 

With regards to dependability (reliability), the abovementioned quality issues 

were intended to maximise the possibility that if the current research was to be repeated, 

it would produce similar findings.  The process of development of the current study has 

been described in detail to enable replication. The interview transcripts have been made 

available to supervisors and the examiners. The effectiveness of the process of inquiry 

undertaken in the current research was addressed in the ‘Critical Appraisal’ section of 

this portfolio. 

Although the relevant quality control was undertaken, it is worth recognising 

that there are limits to ensuring confirmability (objectivity) of qualitative research. At 

the same time, the course of this research and the decisions undertaken could be traced 

in a step-by-step fashion. Also, measures have been taken to ensure that the conclusions 

drawn from the current study are reflective of the participants’ experience rather than 

having been a result of characteristics or preferences of the author. This issue could be 

addressed by the author’s admission of his own beliefs, predispositions, and preferences, 

as well as the fact that drafts of this research have been read by several experienced 

academics. 
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Researcher Reflexivity: 

As demonstrated above, the interpretations and perceptions of the investigator 

are central to the IPA design. The investigator cannot completely exclude the impact of 

his values and own theoretical background from the interpretative process. 

Consequently, it is important that the investigator is transparent about their own 

perspective (Smith, 2008).  

The author of the present study (KP) is a 27 year old male, who describes his 

therapeutic style as eclectic. Specifically, KP places paramount importance on the 

quality of therapeutic encounter, and his practice is guided by tailored cognitive-

behavioural, solution-focused, systemic, person-centred, and psychodynamic techniques.  

His interest in hypochondriasis originated from his own clinical practice as a 

first year trainee counselling psychologist. While in primary-care settings, KP 

encountered a wide range of anxiety-based conditions and delivered NICE-compliant 

evidence-based interventions. The anxiety conditions tended to respond well to 

recommended CBT interventions. The exception was a client who met the criteria for 

DSM-IV-TR hypochondriasis. KP realised that there was not any guidance for working 

with hypochondriasis and that working in line with the recommendations for ‘health 

anxiety’ was not producing any lasting therapeutic progress in the client.   

The author of the present study noticed that the client experienced intense 

anxiety, but also that some of his characteristics were unlike any other anxiety-based 

condition KP encountered on his clinical placement. The client had experienced 

hypochondriasis for many years and over time had extensively researched his physical 

symptoms, accumulating rich knowledge on a variety of physical and psychological 

aspects of his condition. KP felt like the client’s theoretical background made it very 

difficult to challenge any of his unrealistic health-related beliefs.   
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The client was agreeable and co-operative in the therapy room and appeared 

willing to negotiate and implement simple cognitive and behavioural tasks, intended to 

increase self-confidence and reduce his avoidant behaviours. However, he did not 

perform any of these tasks in between of the sessions. At the same time, he continued to 

display intense anxiety and repeated self-examination of his health status. KP 

experienced a puzzling feeling that the client resisted therapy, but wished to be helped 

at the same time. After 6 sessions, the client dropped out of therapy. Hypochondriasis 

and health anxiety were not part of the author’s doctoral training curriculum as a 

counselling psychologist. Seeking to improve his own clinical practice, KP embarked 

on gathering information about this condition. This eventually led to designing this 

research project. It could be argued that KP’s passion for the subject was an asset to the 

present research. 

KP also noticed that some other clients with anxiety-based conditions displayed 

hypochondriacal traits, but of lesser intensity than the abovementioned client. This led 

KP to believe that hypochondriasis could be a severe version of health anxiety which 

exists on a continuum with normality. KP reasoned that hypochondriasis, as well as 

other anxiety-based conditions, could be characterised by some emotional and 

interpersonal skills deficits. However, KP was wary of not making too far-reaching 

conclusions on the basis of a single client and therefore did not have any specific 

expectations about the strength or particular pattern of areas of strength or weakness. 

KP aimed to design his interview schedule in a way that would not be leading or 

restrictive to participants and aimed data collection to be homogenous across 

participants. He planned to conduct qualitative data collection in a non-judgemental and 

sensitive way, in line with the values of humanistic therapy (Rogers, 1957). He planned 

to select valid and reliable psychometric measures that could complement and support 

qualitative data, thus reducing the impact of any unforeseen bias on the findings.  
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Participants and Recruitment of the clinical sample: 

Prior to the commencement of data collection, the study received ethical 

approval from the University of Wolverhampton (appendices 1, 2, and 3) and the 

National Health Service (NHS) Research Ethics Committee (REC; appendix 4). Further 

ethical considerations are discussed later.  

Smith (1996) suggested that in an IPA study it is important to balance the 

sample size so that similarities and differences in participants could be examined, but 

also so that the researcher is not overwhelmed by the amount of data that the study 

produces (Smith et al., 2009). He argued that five or six participants is a reasonable 

sample size for this qualitative research method (Smith, 1996).  

The present study intended to keep the clinical sample relatively homogenous so 

that the psychometric scores could later be compared against a matched comparison 

sample. Because the present study was of mixed-method design, it initially planned to 

recruit only four participants: two males and two females.  

Potential participants were to be screened in accordance with the DSM-IV-TR 

criteria for hypochondriasis (see the literature review). In order to verify the diagnosis 

of DSM-IV-TR hypochondriasis, all potential participants completed Health Anxiety 

Inventory (HAI; Salkovskis, Rimes, Warwick & Clark, 2002; appendix 12). The HAI is 

a satisfactorily reliable measure of health anxiety which is supported by a clearly 

interpretable factor structure that assesses perceived likelihood and perceived severity of 

becoming ill and body vigilance (Alberts, Hadjistavropoulos, Jones & Sharpe, 2013). 

Potential clinical sample participants were required to score within the ‘health anxiety’ 

range, in addition to verbal confirmation of satisfying the DSM-IV-TR criteria. 

Salkovskis et al. (2002) stated that the mean HAI score for the ‘health anxiety’ category 

is 37.9 out of 54 (SD= 6.8). The basic descriptive data for the clinical sample are 

presented in table 1. 
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Table 1.  

Pseudonyms, HAI Scores, Age, Time Since Diagnosis, and Major Presenting Symptoms 

for the Clinical Sample. 

Pseudonym HAI score 
a 

Age Time since 

diagnosis  

Major presenting symptoms 

Carly 46 23 2 years Fear of having a mental 

illness, generalised anxiety, 

catastrophic thoughts. 

Rachel 43 29 4 years Brain tumour and blood 

pressure worries, fear of death. 

Stephanie 42 30 8 years Flat sore worry, obsessive-

compulsive behaviours. 

Krista 47 23 10 years ‘Pins in legs’, headaches, 

depressive and agoraphobic 

presentation. 

Carol 37 23 8 years Blurred vision, numbness, 

tingling, rumination. 

Marion 41 21 1.5 years Panic attacks, shaky hands, 

palpitations, fear of death. 

Note: a Minimum score of 0; maximum score of 54. 

 

It was initially planned that the whole clinical sample would be recruited from 

the NHS settings. On completion of the NHS Ethics procedure in July 2013, an 

advertisement email summarising the present study (appendix 5) was circulated among 

the mental health professionals in the Dudley and Walsall Mental Health Trust and the 

Black Country Partnership Foundation Trust. The practitioners could use their 

professional judgement to see whether any of their clients, or anyone on their waiting 

lists, could meet the inclusion criteria for the present study. They could then make an 

informal query with potential participants asking whether they would be interested in 

taking part in the present study and pass on the information sheet to them. The potential 

participants could subsequently make an informed decision of whether to take part in 

the present study. One participant was recruited via this method. 
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The recruitment may have been impeded by the social anxiety associated with 

partaking in a face-to-face interview, because the inclusion criteria and the age 

requirements were too restrictive, and because participation in the study could be 

considered too effortful. The present study was approved to recruit participants on-line, 

and compensation for the time taken to participate in the study was introduced 

(appendices 6 and 7). As few males expressed interest in this study, it was approved to 

focus on the female population only (appendix 6). The difficulties with recruitment of 

male participants in the present study may reflect the masculine gender socialisation 

process by which men are more reluctant towards help-seeking behaviours and 

situations than women (Good & Robertson, 2010). 

In October 2013, the study began to be advertised on the ‘No More Panic’ 

website. Between October 2013 and January 2014, five participants were recruited via 

this method. The total size of the clinical group was therefore 6 females with DSM-IV-

TR hypochondriasis (also meeting the criteria for DSM-5 illness anxiety disorder). The 

age of the participants in the clinical sample ranged from 21 to 30. 

 

Developing an interview schedule: 

A semi-structured interview is the most appropriate way of collecting data for an 

IPA study (Smith, 1996). This is because IPA requires a flexible data collection method, 

and the semi-structured interview allows for the initial questions to be modified in light 

of the participants’ responses (Smith, 1996). Such an approach is compatible with the 

interviewer’s role to facilitate, rather than dictate, the content of the interview.  

To KP’s knowledge, other than the ones concerned with verification of specific 

diagnostic or therapeutic measures, few studies have investigated subjective accounts of 

individuals with hypochondriacal concerns (Persing et al., 2000). The purpose of this 
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interview was to explore participants’ subjective accounts on the emotional and 

interpersonal side of hypochondriasis, generate ideas that could inspire future research, 

and to relate the current study to the discipline of counselling psychology.  

The schedule of potential interview questions (appendix 8) for the current study 

was based on a review of relevant literature and the investigator’s professional interest 

and expertise in the relevance of emotional and interpersonal dimensions to 

psychological states. The content of the interview was discussed with research 

supervisors as well as with a practising chartered counselling psychologist. The 

questions were intentionally open-ended, which created a focused but flexible method 

of data collection (Smith & Osborn, 2008).  

The interview schedule was divided into four sections: hypochondriasis, EI, 

interpersonal experience, and experience of healthcare. The purpose of the section on 

hypochondriasis was to gently introduce participants to the experience of taking part in 

an interview and to add context to subsequent questions on emotional and interpersonal 

dimensions. It was assumed participants would find it calming to first be given space to 

talk about the nature of their condition.  

In other words, the initial questions about the nature of hypochondriasis could be 

considered from the perspective of gaining the ‘thick description’, which Shenton (2004) 

argued contextualises subsequent responses and enriches the quality of collected data. 

Towards the end of this section, participants were encouraged to engage in self-

reflection and self-evaluation of themselves. As aforementioned, cognitions about the 

self and the self in relation to others are believed to be at the heart of emotional 

problems which underlie mental health issues (Fennel, 2009). Such beliefs may often be 

reflective of the emotional and interpersonal learning that took place in one’s early life 

experience (Fennel, 2009). 
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Subsequent sections of the interview schedule were concerned with EI, 

interpersonal experience, and the perceived impact of hypochondriasis on these 

dimensions. The EI section was designed to be compatible with the aforementioned four 

branch model of EI (see figure 2 on page 151). Namely, the questions were intended to 

encourage participants’ sharing on perception, communication, understanding, and 

managing of their emotions.  

The ‘interpersonal experience’ section was intended to provide insight into 

interpersonal functioning in individuals with hypochondriasis. Namely, participants 

were encouraged to share their beliefs on how their condition was impacting on their 

interpersonal behaviour in the context of leisure, personal, and professional 

relationships. This section of the interview was intended to be compatible with the 

outcomes from the sociotropy-autonomy scale (appendix 15), which investigated the 

degree of individuals’ reliance on other people and personal independence.  

Finally, the fourth section of the interview schedule was entitled ‘experience of 

health care’ and explored participants’ meaning-making about having their condition 

managed in the healthcare settings. Participants were encouraged to try to make sense of 

their experience with medical (GPs) and psychological (therapists) professionals. 

Participants were encouraged to make suggestions as to what they believed their needs 

were and how they believed these needs could be better addressed in the healthcare and 

therapeutic contexts. 
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Procedure for the qualitative part of the study: 

The qualitative part of the study followed the administration of the quantitative 

part of the study (discussed below). Participants arranged the interview time at their 

convenience. They were sent the Information sheet (appendix 9), the consent form 

(appendix 10), and the interview schedule in advance. Before the actual interview began, 

clear verbal consent to participate in the study was obtained. Then, participants were 

asked two practice questions to make the whole experience easier and more comfortable.  

For the one participant recruited via the NHS, the interview was conducted 

straight after completion of the quantitative part. For the five participants recruited on-

line, it was arranged via Skype or telephone.  Participants recruited on-line were gently 

encouraged to consider scheduling their interviews as soon as possible after completion 

of the quantitative part of the study. It was predicted the interviews would last between 

45 and 60 minutes and the participants were informed of this.  

The interviews were carried out in line with the ‘Code of Ethics and Conduct’ 

by the British Psychological Society (2009). All interviews were audio-recorded and 

later transcribed (written transcripts can be found in the Confidential Attachment). 

Participants were encouraged to talk for as long as their narrative was relevant to the 

topics in question. Follow-up questions were asked by the investigator where and when 

appropriate in order to reach a shared understanding of investigated phenomena. All 

interviews were concluded with a debrief session in which participants were given an 

opportunity to ask as many questions as they wanted to. Members of the clinical sample 

were given an approximate completion date for this research and were made aware that 

they could contact KP and request feedback on this study upon its completion. As soon 

as an interview was completed, the investigator took notes that included his initial 

remarks and interpretations on the interview, to support the subsequent data analysis. 
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Qualitative data analysis: 

The idiographic nature of the Interpretative Phenomenological Analysis 

indicates that the investigator enters the analytical process via the reflective process of 

interpretation (Reid, Flowers & Larkin, 2005). Transcripts of participants’ lived 

experience were systematically analysed in accordance with the guidelines by Smith et 

al. (2009).  

Specifically, the first step of the analysis involved repeated reading of the 

original data and noting down some of the initial associations derived from such a 

global outlook on the process. Subsequently, exploratory notes and comments were 

taken on the side of the transcript. The investigator aimed to enter the participants’ 

frame of reference and see the world via their eyes, which included an emphasis on key 

objects of concern such as emotions, interpersonal relationships, and personal values.  

This set the foundation for subsequent focus on describing the content of the 

interview. Consequently, the participant’s account and the meaning-making were 

gradually enriched. The participant’s use of language was scrutinised, which included 

an emphasis on pauses, laughter, repetition, tone, and fluency (Smith et al., 2009).  

Then, in line with Smith et al. (2009), KP began to introduce more interpretative 

elements to his analysis. Some of the conceptual comments were made in an 

interrogative form, which could later lead to insightful associations within the transcript. 

Tentative ideas and answers were based on the investigator’s professional and 

experiential knowledge. More in-depth and critical engagement with the data led to 

identification of emergent themes. This process was characterised by reducing the 

volume of detail, while attempting to maintain the level of depth and complexity 

derived from the transcript.  
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Subsequently, the theme titles were analysed from the perspective of conceptual 

inter-relationships between them. KP organised the themes on the basis of how he 

believed they could fit together. At this stage, the two research questions were 

considered and used to guide this analytical process. This was to ensure that the themes 

are relevant to what the current study initially aimed to investigate. Once patterns 

between various themes were identified, the investigator moved on to analyse the next 

transcript.  

All interview transcripts followed the exact same analytical procedure (Smith et 

al., 2009). On completion of the entire data analysis process, patterns were sought 

across the participants. Again, this process was evaluated for relevance to the research 

aims of the present study. Links were sought to mainstream psychology. The final 

product of the abovementioned analysis was a table of superordinate and subordinate 

themes that described the participants’ lived experience with regards to the nature of 

their condition, their emotions, interpersonal relationships, and their experience of 

therapy (appendix 11).  

 

QUANTITATIVE PART OF THE STUDY: 

Materials: 

Measure of TEI:  

The Trait Emotional Intelligence Questionnaire (TEIQue; Petrides & Furnham, 

2003) has been recommended as an accurate measure of TEI (Gardner & Qualter, 2010). 

TEIQue-SF (Cooper & Petrides, 2010; appendix 13) is a short form of the TEIQue test. 

It investigates emotionality, self-control, sociability, and wellbeing (Cooper & Petrides, 

2010). The measure consists of 30 items, with the minimum score of 0 and the 
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maximum score of 210. Cooper and Petrides (2010) collected data from 1119 

participants and examined psychometric properties of the TEIQue-SF. The exploratory 

factor analysis found a sufficiently dominant trait EI factor in the data. Cooper and 

Petrides (2010) ran the Items Response Theory analysis and found that most items had 

good or very good discrimination and threshold parameters as well as high item 

information values. They concluded that TEIQue-SF demonstrated very good precision 

across the trait range (Cooper & Petrides, 2010).  The purpose of including this measure 

in the current study was to collect information about participants’ self-evaluation of 

their emotional skills (also known as emotional self-efficacy; Mavroveli, Petrides, 

Sangareau & Furnham, 2009). These were to be compared against the content of the 

narratives as well as the scores on the ability-based test of EI. 

 

Measure of AEI: 

The Mayer-Salovey-Caruso Emotional Intelligence Test (MSCEIT; Mayer et al., 

2002) measures how well people perform tasks and solve emotional problems (see 

appendix 14 for a sample MSCEIT item). This contrasts with the self-report nature of 

TEIQue-SF, which treats EI as a personality trait and essentially asks participants to 

subjectively assess their emotional skills.  MSCEIT features 141 items and is usually 

administered on-line (Mayer et al., 2002).  

Mayer et al. (2002) describe emotional skills using four branches that address 

the 1) perception, 2) facilitating (communication), 3) understanding and 4) managing of 

emotions (see figure 2 below). These branches measure specific abilities: 1) ability to 

accurately perceive emotions in self and others, 2) ability to assimilate emotions into 

thought and be creative, 3) ability to understand emotions, how they combine and relate 

to relationship transitions, and 4) ability to manage emotions in self and others to 
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promote personal understanding and personal growth. Branches 1 and 2 are described as 

‘experiential EI’, while branches 3 and 4 are described as ‘strategic EI’. Experiential 

and strategic EI contribute to total EI score. All of these scores could be interpreted as 

follows: 0 - <70 (improve); >= 70 and < 90 (consider developing); >= 90 and < 110 

(competent); >= 110 and < 130 (skilled); >= 130 (expert).  

 

Figure 2. The branch structure of the MSCEIT, together with the sub-tests that feed into 

the branch scores. 

MSCEIT is characterised by respectable psychometric properties. Mayer and 

colleagues (2002) report the MSCEIT to have a full scale reliability of .91, with area 

reliabilities of .90 (experiential) and .85 (strategic). They report the four branch score 

reliabilities (figure 2) range from .74 to .89. Brackett and Mayer (2003) found that the 

test-retest reliability for the full-scale MSCEIT is good (r = .86). Not only are the scores 

stable over time, they are reasonably successful in predicting various dimensions of 

wellbeing (Rivers Brackett, Salovey & Mayer, 2007). MSCEIT is characterised by very 

good structural equivalence and good discriminant validity, which is superior to 

measures of cognitive ability, personality, and empathy (Iliescu, Ilie, Ispas & Ion, 2013).  
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One of the criticisms of the MSCEIT test was that while it provides a coherent 

descriptive scheme of different aspects or four branches of EI, the psychological 

meaning and interpretation of scores based on theory could be less clear (Zeidner, 

Matthews & Roberts, 2009). It is important to underline that this issue is addressed in 

part by the present study’s use of qualitative methodology, which enables the MSCEIT 

scores to be placed in a wider context. More recently, Fiori et al. (2014) used the Item 

Response Theory analysis and argued that 19 out of 141 MSCEIT items were of little 

value. They concluded that the MSCEIT was much better suited to discriminate 

between individuals at the low end of the EI scores. So while Fiori et al. (2014) 

identified limitations in MSCEIT’s ability to detect differences among individuals 

scoring above-average, they stated that MSCEIT was an appropriate measure for 

research testing clinical subsamples that may score below-average on EI.  

Arguably, the ability data could be compared against participants’ self-reported 

emotional competence (TEI), as well as the content of the narratives. Thus, the 

participants’ emotional skills are set in a wider, more meaningful context. TEIQue and 

MSCEIT have previously been used together in research (Qualter et al., 2011). The use 

of both TEI and AEI measures may enable a better understanding of the emotional skills 

of individuals presenting with hypochondriasis, without having to opt for either a 

personality (TEI) or an ability-based (AEI) conceptualisation of EI.  

 

Measure of sociotropy-autonomy: 

In addition to EI, the present study explored the sociotropy-autonomy dimension, 

which measures interpersonal dependency (sociotropy) and personal independence 

(autonomy). These dimensions were investigated using the Sociotropy-Autonomy Scale 

(SAS; Beck et al., 1983). The Sociotropy-Autonomy Scale (appendix 15) consists of 
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two largely independent scales (r = -.18) derived from a single 60-item questionnaire 

(Beck et al., 1983). Cronbach alpha coefficients for the autonomy and sociotropy scales 

are .83 and .90, respectively (Beck et al., 1983). Test-retest reliabilities over a 4 to 6-

week period have been reported to be .69 for the autonomy scale and .75 for the 

sociotropy scale (Robins & Block, 1988). For both scales, the minimum score is 0 while 

the maximum score is 120. 

 

Health Anxiety Inventory (HAI): 

As aforementioned, in addition to the above measures all participants in the current 

study were asked to complete the HAI (Salkovskis et al., 2002). This was intended to 

support the screening process of the clinical sample, and to enable exclusion of 

participants in the comparison sample whose scores suggested they could have health 

anxiety. The HAI (appendix 12) is an 18-item satisfactorily reliable measure of health 

anxiety which is supported by a clearly interpretable factor structure that assesses the 

perceived likelihood and perceived severity of becoming ill and body vigilance (Alberts 

et al., 2013).  

 

Participants and recruitment of the comparison sample: 

The entire comparison sample was recruited from the Psychology Participant 

Pool at the University of Wolverhampton.  The eligibility criteria were 18 to 30 years of 

age and a good command of English. Fifty-three female undergraduate psychology 

students took part in the quantitative part of this research, forming a comparison sample. 

Thirty of them participated via the paper-and-pencil method at the University, while 

twenty-one completed the study on-line.  
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The Health Anxiety Inventory found two of the participants to score at the low 

end of the ‘health anxiety’ range. These participants were subsequently excluded from 

the present study, which brought the total size of the comparison sample from fifty-

three down to fifty-one female participants. The participants were between 18 and 27 

years of age (M= 20.14; SD= 2.07).  

Importantly, at no stage of the present study was anyone unfairly excluded from 

participation on the basis of their sex. All student participants who took part in this 

study received university course credits in return for their time. The results of seven 

male participants who took part in the study were not counted towards the final analysis. 

 

Procedure for the quantitative part of the study: 

All potential participants could familiarise themselves with the comparison 

sample information sheet (appendix 16) before deciding whether to take part or not. All 

participants from the comparison group provided either written or electronic consent 

(for on-line recruitment only) to take part in the present study (see appendix 18 for the 

comparison group consent form).  

Irrespective of the form of data collection, the quantitative part of the study 

followed a specific order of test administration. The MSCEIT test was taken first 

because its accuracy relied on a relatively high level of concentration. All participants in 

this study completed the on-line version of the MSCEIT because of cost-effectiveness 

and efficiency of on-line administration (the test was scored by its provider).  

MSCEIT was followed by the ‘questionnaire booklet’ which was composed of 

the TEIQue-SF, HAI, and SAS, respectively. Participants completed the booklets via 

paper-and-pencil method or on-line, depending on the recruitment method. For the 
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comparison sample only, the booklets’ cover sheet asked participants to provide basic 

demographic data (sex and age). This was necessary to verify the abovementioned 

inclusion criteria for the study. It was estimated that the quantitative part of the study 

would last between 35 and 55 minutes, and participants were made aware of it before 

making a decision on whether to take part in the present study.  

The comparison group completed the quantitative part of the study only. Verbal 

feedback was available upon completion of the study, and information on how to obtain 

the written feedback was included on the information sheet. For the clinical sample, the 

quantitative part of the study preceded the qualitative part of the study.  

 

Quantitative data analysis: 

The scores of the clinical and comparison groups were to be examined in detail 

to see if the data provided support for the quantitative research predictions. Independent 

samples t-tests were used to investigate whether the differences between the two groups 

reached statistical significance. The differences within the clinical sample could 

potentially be examined further using paired samples t-tests.  

However, it was also acknowledged that the unequal clinical and comparison 

sample sizes could limit the possibility of drawing meaningful conclusions based on the 

parametric tests (Kinnear & Gray, 1999). The effect size measures were to help 

establish the size of relationships between the samples. If no meaningful differences 

were found between the clinical and the comparison groups, a greater emphasis would 

be placed on analysing each member of the clinical group individually. In other words, 

the members of the clinical sample were to be treated as case studies and their 

psychometric scores were to be compared against the spectrums of scores established by 
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the comparison sample. The positioning of the clinical group members was to be 

expressed using percentiles, and was to be interpreted in light of the qualitative data.  

 

ETHICAL CONSIDERATIONS: 

With regards to the clinical sample, participation in both the quantitative and 

qualitative part of the study was expected. This information was clearly specified on the 

consent form (appendix 10) and confirmed when the participants registered their initial 

interest in the study. Participation in the study was voluntary. Participants could 

therefore refuse to answer a question, without having to give a reason, and could 

withdraw from the interview at any time, without giving a reason. This was specified on 

the consent form and was mentioned before the interviews. 

The interviews were audio-taped. The potential participants were notified of this 

prior to the study and were made aware exactly when the recorder was turned on and off. 

The resultant audiotape was transcribed by KP, and the transcripts were made available 

to his supervisor and examiners only. The audiotape, the transcripts, and the 

questionnaires were stored securely. They were assigned a pseudonym instead of the 

real name. The tape will be stored for a period of up to 5 years, after which it will be 

destroyed. 

The information sheet for the present study clearly specified that the interview 

was not a therapeutic session and that it did not affect, in any way, participants’ 

potential engagement in therapy in the future. The interview questions were carefully 

constructed to minimise potential participant distress. They were approved by a 

practising psychologist as non-intrusive, and deemed to ask only for information 

relevant to the research questions. Despite that, if a participant was to become distressed 

by any aspect of the interview, they were encouraged to discuss their concerns with a 
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GP or the Samaritans (the details were on the Information Sheet). Also, they could 

complain to the Patient Advisory Liaison Service (PALS). 

With regards to the comparison sample, participation in the quantitative part of 

the study was considered unlikely to cause any adverse effects. However, participants 

could still refuse to answer a question, without giving a reason. As their participation 

was voluntary, they could also withdraw from the study at any time, without giving a 

reason. That included the period after the questionnaires were completed as long as it 

was possible to trace back the data. Anonymity in the study was provided by the use of 

a numerical identifier assigned to each questionnaire set (on the booklet cover sheet). 

Confidentiality was maintained by storing the questionnaires in a secured locker, which 

only the investigator had direct access to. The data will be stored for up to 5 years, after 

which it will be destroyed. 

In terms of potential benefits of taking part in this study, the clinical sample 

could benefit from having their voice heard and listened to. They could also appreciate 

being a part of a research initiative that aimed to enhance understanding and insight into 

their condition. Participants recruited on-line received compensation for their time. As 

aforementioned, all members of the comparison sample were granted course credits for 

taking part in the present study. 
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FINDINGS FROM THE QUALITATIVE PART OF THE 

STUDY: 

The present study generated a coherent account of how young women 

experience DSM-IV-TR hypochondriasis (also relevant to DSM-5 illness anxiety 

disorder). The findings lend support for a claim that emotional and interpersonal 

dimensions could play an important role in DSM-IV-TR hypochondriasis and DSM-5 

illness anxiety disorder. Conceptual and therapeutic implications for hypochondriacal 

presentations are discussed.  

The present study suggested that early life emotional and interpersonal 

experience could be critical to the acquisition of specific skills that can facilitate coping 

with emotional and interpersonal stresses later on in life. The findings identified specific 

cognitions and unhelpful cognitive and interpersonal mechanisms that could underpin 

and maintain hypochondriasis. The table of super-ordinate and subordinate themes 

identified by the present study is provided below (table 2). 

Table 2.  

Super-ordinate and Subordinate Themes Identified by the Qualitative Part of the Study. 

Super-ordinate themes Subordinate themes 

Early life experience  Unmet emotional needs  

Emotional isolation  

Inward focus  ‘There is something wrong with me’ 

Emotional reasoning  

Self-fulfilling prophecy 

Learned helplessness  External locus of control  

  

Over-reliance on other people  

Experience of psychological 

therapy 

Experience of psychological therapy 
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Early life experience: 

This super-ordinate theme addresses the importance of participants’ early life 

experience. All participants (subjectively) reported having experienced considerable 

emotional distress at an early age. It may be that participants were finding it particularly 

difficult to establish a sense of emotional safety and security. This, in turn, could have 

impeded their emotional development and subject them to anxiety states. It could be 

argued that such early-established emotional vulnerability as well as certain relational 

and cognitive patterns have continued to impact on psychological wellbeing of 

participants, despite the passage of time. This super-ordinate theme incorporates two 

sub-themes: ‘Unmet emotional needs’, and ‘Emotional isolation’. 

 

Unmet emotional needs: 

As aforementioned, all participants reported having experienced unrelieved 

anxiety states, from an early age. At the same time all participants appeared to struggle 

with having their distress soothed by their parental figures, some of whom could have 

their parenting capacity restricted by their own mental health issues:    

 

(about dad) He is a sociopath. He was abusive. So I think it started cause I couldn’t 

control my childhood and I started trying to control other things. That’s what I believe 

in, anyway. Yeah, I was a scared child and it came out in that way. (Stephanie; p.4) 

 

Stephanie described her early life experience as a period of emotional 

uncertainty. In her eyes, her father was incapable of providing her with a stable and safe 

environment to grow up in. Bearing in mind the principles of emotional development 
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(see the literature review), Stephanie had limited opportunities to learn understanding of 

emotions and emotion management skills from this parental figure, which was a further 

impediment to an efficient management of her anxiety states.  

Later on in the interview, Stephanie stated that her mother was struggling with 

‘relationship issues’, which could also make this parental figure less emotionally 

available to her during upbringing. Struggling to obtain a sense of security from her 

immediate environment, Stephanie may have had to attempt managing the situation 

herself.  This could have been done by identification of areas of her emotional life she 

could exert control over, and devising predictable self-comforting routines. In other 

words, it could be hypothesised that routinised behaviours reduced the feeling of ‘not 

knowing what to do’ in times of distress. Consequently, perceived stability and 

predictability of these areas of life was increased, giving an enhanced sense of control 

over emotions and the immediate environment.  

In the current study, participants reported difficulties with establishing positive 

emotional attachment and trust towards authority figures. Repeated reassurance-seeking 

(discussed later) could have represented attempts to initiate an emotional connection 

with their caregivers. It could therefore be conceptualised as an ‘attachment behaviour’ 

(see literature review) and signify a desire to satisfy a basic need for feeling safe and 

cared for. It appears that many of such attempts failed to address this underlying sense 

of emotional insecurity in sufficient depth, which could prompt participants to seek 

further reassurance. Individuals also report the experience of emotional isolation, 

confusion, and helplessness (discussed later). As aforementioned, anxiety states are 

unhelpful to emotional development, which could include the development of 

independence: 
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(about parents) They will also like get frustrated that I’m not really doing anything? 

They keep telling me that you should be out doing stuff and … it’s like I know that but 

I’m too anxious to do it and … It’s almost as if they, I don’t know, haven’t got that much 

time for it. They’re like oh you’ll just like have to, I don’t know, get over it (Carly; p.13) 

 

The above quote could be argued to depict a mutual sense of misunderstanding 

between Carly and her parents. It appears that lack of effective communication about 

one another’s feelings, needs and expectations trapped all family members in a sense of 

emotional ‘stuckness’. It may be that no one within the family actually had the skills 

and capacity to comprehend and remedy the situation, which could in turn lead to a 

shared experience of frustration and impatience with such perceived ‘stuckness’. 

Parents could be frustrated with their inability to comprehend their daughter’s 

reassurance-seeking and her overall passivity, while Carly could be frustrated with not 

being heard and understood by her parents. 

The ‘immature’ nature of participants’ reassurance-seeking often led to what 

could be interpreted as an emotional rejection. Participants could be ‘trapped’ between 

wishing to have their emotional needs satisfied and a desire to avoid such a rejection 

(either through ‘frustrating’ others or having their worries laughed at). This, in turn, 

could negatively affect early formation of participants’ self-concept beliefs (who am I?) 

as well as their trust in authority figures. It may also be that such early relational 

patterns were later transferred outside of the family environment, especially that 

unchallenged anxiety states could support the existence patterned safety-seeking 

behaviours, despite the passage of time.  So while the participants continued to seek the 

elusive emotional security, they could remain vulnerable to re-producing the 
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aforementioned largely unconscious relational patterns with other individuals of 

authority:     

 

(about authority figures) I blush all the time. I’ll go bright red if anybody speaks to me 

… I’m not good at sort of speaking to my boss at work, and things like that. And the 

children’s teachers, I’m not good at speaking to them. Anybody really with any 

authority, I’m not good at. (Rachel; p.5) 

(about GPs) It’s not that they don’t care, cause realistically, it’s because they don’t 

have the time … to care. To actually … work in to realise what is wrong with me. So I 

guess it makes me have not as much confidence in their diagnoses. (Marion; p.17) 

 

In other words, when experiencing anxiety, participants could be regressing 

(returning) to earlier stages of psychological development, implementing the cognitive 

and behavioural patterns characteristic of their early life. The above quotes could 

signify that authority figures ‘did not have time’ to sacrifice towards participants’ 

expressions of emotional distress, which could re-produce the messages learnt from 

their early interactions with their parents. Speculating on the basis of the cognitive-

behavioural theory, these internal ‘core messages’ could state for example: I am not 

listened to, I am not understood, I can be rejected by others, or I cannot trust the 

reassurance of others because my anxiety is still there. The experiences of perceived 

rejection could be unhelpful to formation of self-confidence and positive self-regard. 

The former could lead to developing a sense of inadequacy while the latter which could 

discourage expression of uncomfortable thoughts and feelings to other people (poor 

assertiveness). 
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 Emotional Isolation 

Perception of threat, in conjunction with participants’ struggles to derive 

emotional comfort from other people could lead to magnified fear, helplessness, and the 

feeling of isolation. All participants described having encountered interpersonal 

difficulties, which could either affect or reinforce their unhelpful beliefs related to their 

self-concept and identity: 

 

Humiliating. I feel like people would talk about me and think I am a freak. It’s quite 

upsetting because you do want to tell people about it but you just feel embarrassed. It’s 

quite horrible. (Krista; p.10) 

(describing her dad) You don’t get over it. You often think well, if your dad can’t love 

you who else really can love you. (Stephanie; p.6) 

 

Krista and Stephanie describe a paradox by which they would like to derive 

emotional support from others, but fear rejection at the same time. This fear of 

interpersonal rejection may actually intensify their initial distress. Participants’ early life 

experience with parental figures appears to be generalised to their expectations about 

other people’s capacity to relieve their suffering in times of need. It is worth 

acknowledging the nature of the powerful feelings that are associated with the above 

process (‘humiliation’, embarrassment’), that further reinforce a sense of inadequacy. 

It is worth pointing out that anxiety-related avoidance restricts the amount of 

opportunities in which to encounter the ‘positive’ evidence that could ultimately 

challenge the unhelpful or maladaptive beliefs. Participants could be argued to have 

evolved strategies that had the potential to reduce their emotional vulnerability and 
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‘escape’ the anticipated rejection. Some participants appeared to put up a ‘happy’ front 

to others, while others appeared to have re-framed their situation in a way that diverted 

the blame away from themselves.  

 

(about having to put up a happy front) It makes me feel that … if they knew what I was 

like they’d probably stay clear of me and they’d think I was a crazy person. (Rachel; p. 

12) 

I’ve lost a lot of friends because of it I think it’s really horrible, because … it’s just 

getting sort of isolating and again it makes everything worse because you just feel sort 

of on your own. I guess some people (…) think, I guess, it’s my fault or something, I 

guess? It’s just me being ridiculous or me being stupid. (Marion; p.15)  

 

Rachel appears to be describing people-pleasing tendencies as a way to manage 

other people’s behaviour towards her. Namely, by trying hard to be ‘liked’, she 

decreases a chance of being rejected. In this particular example, Rachel is reluctant to 

‘risk’ being herself among others for fear of being found ‘crazy’. From a 

psychodynamic perspective, this statement could be reflective of a belief Rachel 

actually holds about herself and the expectations she holds about other people’s 

behaviour towards her. Putting up a front can be an emotionally exhausting process, 

which can drain the already small amount of Rachel’s emotional coping resources.  

Marion appears to describe a progressive nature of emotional isolation. At the 

same time, she appears to display a degree of denial as her perception of her situation is 

one-sided. Marion fails to acknowledge the totality of evidence that pertains to her 
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perceived illness and remains convinced that her perspective is the correct one. As such 

she perceives her situation in an egocentric way (see literature review). 

 

Inward focus: 

As detailed in the literature review, emotional and interpersonal reasoning early 

on in life can be guided by some rudimentary principles. Individuals could interpret 

situations in accordance with their mood or if they believed something to be true they 

would expect others to think likewise. As aforementioned, such an ‘egocentric’ or 

inwardly-focused interpretative template has been linked to difficulties in one’s capacity 

to acknowledge another person’s point of view (ToM; Qualter et al., 2011). And 

because for some individuals their unhelpful early-established emotional and 

interpersonal patterns are not sufficiently challenged by experience ‘to the contrary’, 

these individuals continue to be guided by the ‘old’ emotional and interpersonal 

patterns. This super-ordinate theme contains three sub-themes: ‘There is something 

wrong with me’, ‘Emotional reasoning’, and ‘Self-fulfilling prophecy’. 

  

‘There is something wrong with me’ 

This sub-theme could be understood in terms of the self-identity or core beliefs 

about the self (Fennel, 2009). The former refers to an early-established self-concept. 

The latter refers to the cognitive behavioural theory and its idea that individuals form 

deep-seated ‘core’ beliefs about who think they are. CBT posits that these core beliefs 

tend to organise and guide one’s perception of the self as well as behaviour in relation 

to others (Fennel, 2009). As such, the core beliefs ensure relative consistency of self-

perception and interpersonal interactions over time. But it is reasonable to assume that 



Karol Grzegorz Papis  Doctoral Portfolio In Counselling Psychology 
 

169 
 

some people’s core beliefs could be ‘contaminated’ by negative early-life experiences, 

which would result in inference of distorted conclusions about the self and others. But 

in line with cognitive behavioural theory, such individuals would still seek to adapt their 

everyday experience to their core beliefs, and expect everyday experience to fit into 

these beliefs.  

 

(having admitted to experiencing health anxiety) I don’t think I’m a hypochondriac. So 

other people said that to me in the past, but no I don’t think it’s actually it. Because 

obviously I’m not. I do think there is something wrong with me. (Krista; p.6) 

 

The above quote appears to describe an apparent rigidity of Krista’s core belief 

about something being wrong with her. She indicates her belief persisted despite the 

fact other people had challenged its validity. Paradoxically, once individuals with early-

established anxiety ‘get used to’ their experience of anxiety, they may begin to both 

‘worry about worrying’ as well as ‘worry about not worrying’. This could be because of 

restricted tolerance of uncertainty and their desire for stability and predictability. These 

assumptions would be consistent with participants’ description of their anxiety as 

‘constant’. 

 

I can sort of, I don’t know, I suppose maybe like get over one thing but then as soon as I 

do … something else wants to just take its place. And it’s as if , I don’t know, as if I’ve 

always got to be anxious about something. Like it doesn’t matter what it is. It’s just … 

gotta be something …(Carly; p.17) 
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It’s hard to pick things about me because I find it a lot easier to just define myself with 

all the anxiety cause that’s how I feel … it defines me mostly at the moment … (Marion; 

p.13) 

 

Arguably, people may not actively seek to question their beliefs. This includes 

beliefs about what is good and bad for them, who they think they are, and some of the 

assumptions about other people. Bearing in mind participants’ dislike of uncertainty, 

paradoxically, it may be ‘easier’ for them to remain in this unhelpful but ‘familiar’ state 

of things. Hypochondriasis may serve a protective role over some particularly strong 

feelings of anxiety, and as long as this anxiety continues to affect their psychological 

wellbeing, they may be unwilling to let anyone take their ‘protection’ away from them.  

 

(speculating what life without health anxiety would be like) I don’t know what life could 

be like. I ... a part of it would be scary, in a way. I think it’d be lovely. But it’d also be a 

little bit scary because … I think it kind of … protects me in a way because I think I’m 

in control or something .And without it I don’t know what life would be like. (Stephanie; 

p.15) 

 

Stephanie appears to lend support for the assumption that hypochondriasis may 

sometimes serve as a tool that protects her from feelings of vulnerability to anxiety. 

Additionally, it helps her maintain consistency and predictability in life, reducing the 

amount of challenging or ‘scary’ situations which could place considerable demands on 

her coping resources. In summary, it appears possible that hypochondriacal tendencies 

could be a ‘symptom’ of the intense underlying anxiety.  
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Emotional reasoning’ 

As aforementioned, early on in human emotional development basic patterns 

may guide the reasoning processes. It is conceivable that predominance of good mood 

could lead to increased optimistic thinking, whereas persistently bad mood could lead to 

pessimistic or catastrophic thinking. It appears plausible that hypochondriacal 

interpretations could have their roots in interpreting events on the basis of the early 

‘anxious’ emotions. Coupled with the aforementioned difficulty to acknowledge other 

people’s point of view and with potential difficulties to have their own emotional 

distress soothed by others, individuals may assume other people simply do not 

understand the way they feel. This could lead to feelings of confusion and panic, as the 

following extracts demonstrate:  

 

 I found it hard to sort of be convinced? Like I don’t know, the anxiety was still there 

(Carly; p.14) 

It’s frustrating because you feel like you’re not being listened to and you and your body, 

you can feel that there’s something not right … And that … to me personally, it makes 

me panic. (Krista; p.2) 

 

Carly and Krista both appear to suggest that the reactions of other people are 

important in hypochondriasis. Carly acknowledges that she experiences anxiety. What 

is more, she appears to be organising her perception of the world on this basis. Krista 

appears to underline that it is the fact that other people are unable to help her feel better 

that makes her panic. On the basis of Krista’s narrative, it could be inferred that when 

she would bring up the topic of health in conversations it would cause frustration to the 
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people around her, closing her in a vicious cycle.  As aforementioned, not having their 

‘genuine’ bodily symptoms acknowledged by other people could create a sense of 

confusion, helplessness, and frustration.  

Emotional reasoning could be at the core of misattribution of the source of the 

bodily symptoms. It is crucially important to acknowledge that the fear and the resultant 

anxiety-based physical reactions are genuine. Moreover, once a person finds themselves 

in a state of intense anxiety, it can be extremely difficult for them to direct their 

attention away from the source of perceived threat. Struggling to exert control over 

one’s unhelpful emotions, physical illnesses could provide a plausible explanation to 

what could be ‘wrong’ with one’s bodily reactions. The focus on the physical 

manifestations of anxiety appears to take some of the responsibility (for own wellbeing) 

away from the ‘sufferers’. But, because such a ‘trigger’ is located externally to an 

individual, it could also produce increased fear and a perception of being out-of-control 

with these bodily responses. 

 

In my head, as much as people tell me it’s because I’m more anxious about other things 

that I start worry about my health, I can’t see the link. Cause I guess when you’re 

actually really worrying about something that’s wrong with you, like cancer or having a 

heart attack, that’s all you can focus on. And any physical symptom you think ‘That’s 

definitely it’ (Marion; p.19) 

 I can’t focus on anything else … So I have to check. Yeah, it’s just basic anxiety 

symptoms, really: shakiness … sort of beating heart … (Stephanie; p.3) 
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It is important to note that the majority of conditions that participants worry 

about are life-threatening. And while individuals are not convinced about the exact 

origin or meaning of their bodily reactions to anxiety, it is worth underlining that they 

do not seek alternative explanations to their distress (despite lack of convincing 

evidence for a presence of a physical illness).  

The ‘sick role’ theory assumes that individuals with hypochondriasis benefit 

from avoiding the blame associated with their mental state (Goldberg & Bridges, 1988). 

However, establishing an unhelpful attachment in early life and not having their 

emotional distress soothed by important others are not entirely the fault of the 

individuals who experience the subsequent anxiety. As such, they are partially justified 

to believe they are not at fault for the way they feel.  

 

Self-fulfilling prophecy: 

As mentioned above, participants with hypochondriasis appear to be drawn to 

familiarity and a sense of stability. In the current study, all participants referred to 

cognitive and behavioural strategies that could ‘fuel’ their worries, and minimise the 

amount of time they did not experience any distress at all. It could be argued that a 

‘relaxed’ or ‘anxiety-free’ state was relatively unfamiliar to participants. Paradoxically, 

it was as if participants believed they ‘had to worry’ about something. 

Self-fulfilling prophecy refers to a link between one’s belief and behaviour by 

which a certain belief an individual holds influences their behaviour in such a way that 

the initial expectation is likely to be confirmed by evidence (Hedstrom & Bearman, 

2011). For instance, if an individual initially expected to be judged negatively by other 

people, they could display behaviours which would make such an outcome more likely 

to occur.  
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I’ve asked someone close to me if I’m alright or something and they just looked at me 

and said ‘yeah’, and I’m thinking in my head they don’t mean that, they’re thinking 

there is something wrong with me. Or even if I catch somebody sort of staring at me, 

I’m thinking they’re thinking there is something wrong with me, I’m going to die 

(Marion; p.12).  

 

It is important to notice that Marion’s conversant was asked a question which is 

rather unexpected of an adult. In fact, it does sound somewhat child-like, which again 

suggests the importance of unmet early-life emotional needs and the early life emotional 

development. Marion’s conversant may have been unsure or even confused about how 

best to respond to such an unexpected question. At the same time, Marion was 

selectively oriented towards any signals coming from them that could confirm her initial 

belief that there was something wrong with her. Additionally, Marion mentions fear of 

death, which also appears to play an important role in hypochondriasis (discussed later). 

Marion suggested she distrusted other people. It appears important to underline she 

believed that they would intentionally not protect her from a threatening situation or 

death.  

 

I have this thing in my mouth. It’s a little flat … sore, it’s been there for years. I’ve had 

lots of doctors and dentist telling me it’s fine. But I would still look at it half an hour 

with a flashlight in a mirror.(…) every time I look at it, it looks worse, in my head. 

Then, I pull myself around. Then I’ll get an ulcer or a sore because I’m poking my 

mouth, and then that makes me worry more. (Stephanie; p.2) 
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In the example above, Stephanie describes her main health fear. It is important 

to note Stephanie ‘expects’ something to go wrong with regards to her symptom, 

regardless of what she does. Stephanie’s catastrophic thinking leads her to experience 

considerable but consistent levels of emotional distress. Additionally, Stephanie 

provided an example of self-monitoring of a specific symptom. This appeared to be 

underpinned by hypervigilance (excessive attention) paid to a specific symptom, and 

associated attempts to control anxiety using self-reassuring strategies. The presence of 

intrusive thoughts and the use of self-reassuring strategies to help control distress is 

reminiscent of OCD, which is an anxiety-based condition that hypochondriasis was 

argued to share some characteristics with (see literature review). Paradoxically, while 

constant monitoring of this symptom could cause Stephanie additional anxiety, it could 

also provide her with some sense of control over it (due to a possibility to observe the 

source of the perceived threat).  

 

It’s just scary. I sort of have images in my head of telling them I’m poorly and I’m 

gonna die. I even have the conversation in my own head what I’m gonna tell them. 

(Rachel; p.4) 

 

Rachel appears to describe mental imagery about being seriously ill and being 

faced with a life-threatening condition. Similarly to Stephanie, Rachel appears to 

imagine the worst-case-scenario and elaborates on her imagery to equip it with realistic 

and upsetting details. According to psychodynamic and cognitive-behavioural theories, 

this way of thinking could be influenced by patterns derived from Rachel’s early life 

experience. Specifically, her interview indicates that there could be an underlying theme 

of ‘abandonment’ and ‘loneliness’ that made Rachel feel scared. In her interview, 
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Rachel admitted that her parents separated when she was a teenager, which suggests she 

experienced a ‘loss of a parent’. Bearing in mind the aforementioned difficulty with 

perspective-taking, it could be argued Rachel believed her children could experience the 

same situation, and in the same way as she had done.  

 

 When I am anxious about a certain symptom I’m having and then I go on Google and 

google that symptom, and it tells me that there is something wrong with me (Krista; p.9)  

 

Krista appears to provide further support for the idea that hypochondriasis is 

characterised by a core belief entitled ‘there is something wrong with me’ and that 

individuals filter their life experience through this template, trying to make the two 

compatible. The above quote refers to a phenomenon called cyberchondria (Starcevic & 

Noyes, 2014), which describes an escalation of concerns about common 

symptomatology based on reviewing Internet search results. It is worth pointing out that 

putting any common physical symptoms through an Internet search engine is likely to 

return a range of very serious conditions. In hypochondriasis, the focus of health 

worries switches from one condition to another once a specific symptom ‘wears off’, or 

becomes too unlikely to continue posing a threat to the self. The individuals appear to 

be selectively oriented towards illnesses and conditions whose symptoms are more 

serious but less clear and predictable. This in turn could increase perceived ‘danger’ 

coming from these conditions.  

Krista explained that finding an illness that fits into her symptoms initially feels 

like a relief, as if this problem was lifted off her shoulders. She admits that only later the 

relief turns into heightened anxiety, once she realises her condition is dangerous or life-

threatening. The above could be considered from the perspective of the ‘identity-crisis’ 
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that may characterise a transition from adolescence to adulthood. As such, having 

searched for and found a potential answer to ‘who she is’, Krista could experience an 

initial feeling of relief, which could later be overridden by fear and a belief that no one 

would help her with her illness.   

Self-diagnosing may reflect a search for meaning to the confusing physical 

sensations that arise from intense anxiety. According to psychodynamic theory, 

psychological defences might be in operation to help individuals deflect uncomfortable 

thoughts and feelings about themselves to a source of threat located ‘outside’ of 

themselves (a physical illness). As suggested above, self-diagnosing may give 

individuals a temporary understanding and sense of control over these feelings. In some 

cases, they would be able to set up self-comforting routines to monitor the relevant 

symptoms. Importantly, the Internet may be a particularly appealing source of 

information and ‘reassurance’, as it may provide answers without ‘risking’ an 

interpersonal rejection. 

 

Learned helplessness: 

As aforementioned, from early on in human development the emotional 

competencies are closely linked to the development of independence, initiative-taking, 

problem-solving, as well as the general interpersonal competence. This super-ordinate 

theme refers to the level of participants’ independent behaviour, reliance on other 

people, distress tolerance, emotions understanding, emotions management, willingness 

to take risks, as well as their perceived capacity to cope with challenges in life. This 

super-ordinate theme includes two sub-themes: ‘External locus of control’ and ‘Over-

reliance on other people’. 
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External locus of control 

All participants reported having repeatedly experienced unrelieved anxiety 

states, from an early age. All participants believed that the onset of their 

hypochondriasis was preceded by generalised anxiety, panic-like symptoms, obsessive-

compulsive traits, or a mixture of these. Rather than consider these ‘diagnoses’ as co-

occurring and separate from hypochondriasis, it could be more productive to consider 

them all by-products of being on a high end of the ‘sensitivity to anxiety states’ 

spectrum.  

For all participants in the current study, anxiety about health appears to have 

become a primary issue following a specific ‘scary and confusing’ event, in which an 

intense bodily reaction (e.g., elevated blood pressure, unexpected panic attack) was 

misinterpreted as a sign of an external danger to self. This event tended to occur in 

adolescence or early adulthood. These ‘trigger events’ appeared to feed into their 

vulnerability to anxiety. Namely, participants’ confidence and self-efficacy were not 

strong enough at the time to cope with and control their negative emotions. The 

majority of participants admitted that they generally did not feel they could influence or 

control their immediate environments. 

 

Like you can’t really control much in life. But that’s one thing that … you can control 

by checking all the time. I know it isn’t very healthy (Stephanie; p.2)  

 

Stephanie believed that there were few areas of her life she could feel in control 

of. It appears Stephanie could be supported and encouraged to identify and develop 

alternative areas in her life she could feel in control of. It may be that because of lack of 
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alternatives, Stephanie continued to focus on her anxiety-related symptoms. This was 

despite knowing that it was not helpful to her. 

I suppose like I feel sort of I don’t have like control over how I’m feeling. And it’s like 

… not much I can, I don’t know, do to sort of change how I feel (Carly; p.4) 

Like really panicky. Like I just wanna run away from everything even though I know I 

couldn’t. (Carol; p.5) 

 

Carly and Carol appear to lend further support for the idea that hypochondriasis 

is characterised by low self-efficacy with regards to both emotional and rational 

problem-solving. Feeling out-of-control with one’s own emotions and external 

situations could lead to a perception of vulnerability. Both Carly and Carol appeared to 

prefer to avoid this feeling by ‘running away’ from emotions or challenges, rather than 

facing them. This finding could be related to experiential avoidance, a concept related to 

low distress tolerance, which has previously been linked to health anxiety (Wheaton, 

Berman & Abramowitz, 2010). The participants’ ‘learned helplessness’ (Abramson, 

Seligman & Teasdale, 1978) appears to be underpinned by a lack of relevant coping 

skills which could be deployed to manage the situation, as well as low motivation to 

persevere and confront their fears. This coping strategy could be manifested through 

passivity, which Carly described as a sense of ‘stagnation’. Carol described a sense of 

feeling ‘trapped’ because she did not feel capable of solving problems on her own. 

 

I’m very fearful of everything. I can’t watch certain programmes in case I think I’ve got 

something. If I do take a medicine I can’t read a leaflet in case I’ve got something 

wrong with me. (Krista; p.5) 
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Krista’s narrative lends further support for the presence of the underlying 

anxiety in hypochondriacal presentations. She admits she was scared of ‘everything’. 

All participants in the present study admitted they felt generally anxious and scared. In 

order to make life more manageable, they all developed their own avoidant strategies, 

which could minimise the emotional stress they experienced. The above could be 

indicative of low self-efficacy and helplessness in the face of an environmental stressor.  

Hypervigilance (excessive attention) to specific environmental sources of danger 

could restrict participants’ willingness to engage in many potentially ‘positive’ activities 

(those that provide enjoyment or a sense of achievement). Consequently, individuals 

have a limited pool of coping resources which could be deployed at a time of an 

emotional crisis. At the same time, an external locus of control could create a sense of 

increased unpredictability of environment and magnify the fear of losing control over 

one’s own feelings in unfamiliar situations.  

The avoidant tendencies are consistent with the CBT model of health anxiety 

(figure 1). Krista could feel trapped between her underlying anxiety, hypervigilance to 

perceived danger, and a state of helpless passivity. On one hand avoidance of stressful 

situations could be the easiest emotion management strategy for the hypochondriacal 

individuals. On the other hand, they could experience a sense of frustration, inertia, and 

stagnation. This could make life appear monotonous and negative, increasing the 

possibility of co-occurring depressive states (see literature review).  

 

Over-reliance on other people 

Sociotropy refers to social dependence and a strong need for social acceptance. 

The concept of autonomy refers to one’s degree of independence and the belief that one 

could influence their immediate environment. The degree of autonomy of participants 
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with hypochondriasis is partially addressed by the sub-theme above. At the same time, 

all participants in the present study appear to portray themselves as considerably 

dependent on other people. The literature review indicated that individuals who are high 

on the sociotropy dimension have a strong need for social acceptance and may believe 

that problems in their lives can only be solved by powerful others. In some cases, this 

particular tendency could also be understood as a sense of inferiority. The literature 

review also indicated that high sociotropy is quite a stable personality trait which could 

be viewed as both a risk factor and a maintaining factor for anxiety states. This is 

because of the individuals’ sensitivity to interpersonal stress and their over-reliance on 

others in solving problems. 

 

I always have to ask people for reassurance, so sometimes when I’m going to sleep I say 

things like ‘promise I’m not going to die in my sleep’ and things like that, so I guess it 

can get very annoying to people? (Marion: p.14) 

 

Marion’s narrative appears somewhat child-like and untypical of an adult. 

Marion appears to lack a rudimentary sense of safety and security and openly requests 

protection from other people. She does not feel she has got control over her life. She 

does not feel strong enough to ensure she stays alive without help from outside. Fear of 

death sometimes occurs in early developmental stages, and will be discussed further in 

the Discussion section. Marion referred to her repeated comfort-seeking as ‘annoying’. 

It is possible it mirrors how the people she used to ask for comfort or reassurance in the 

past made her feel.   
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I relied on my doctors to make me feel good. And then it stopped and that’s not their 

fault. But then I was kind of completely on my own. I can’t just go to the doctors and 

have a quick fix now. (Stephanie; p.5) 

The dependence on other people and delegation of responsibility to others that 

emerges from participant narratives could be attributed in part to the fact that this 

coping strategy was initially an effective one. Although only a short-term solution, it 

may have remained in place in the absence of well-developed problem-solving skills.  

Crucially, while the development of their emotional and practical coping skills 

may have ‘stagnated’, the social expectations placed on individuals tend to rise with 

age. Thus, the widening gap between the environmental demands and the individuals’ 

perceived capacity to meet these demands may have become increasingly challenging to 

bridge.  

 

Other things I worry about is travelling by myself. At the moment, I wouldn’t like travel 

by myself. I’d always want someone with me. (Carol; p.17) 

(about feeling emotionally ‘stuck’) … quite needy. (…) Just sort of the feeling of … 

needing somebody to … look after you and just … be there for you. (Rachel; p.9)  

 

Carol worries about travelling on her own. The above statement again points 

towards the somewhat child-like nature of emotional distress and thinking patterns in 

DSM-IV-TR hypochondriasis (and DSM-5 illness anxiety disorder). Carol suggests she 

is unwilling to perform this activity on her own. In this particular example, having other 

people travel with her could be a secondary gain derived from the ‘sick role’ as well as 

an impediment to learning and development of personal independence.  
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Rachel’s narrative complements Carol’s statement as she explains that she needs 

other people to be there for her and look after her. She admitted feeling emotionally 

stuck and sometimes feeling like a vulnerable teenager. Both of the above quotes point 

towards the importance of the early life experience and the interpersonal and emotional 

patterns established during this period in life.  

 

Experience of psychological therapy:  

This superordinate theme is composed of only one subordinate theme. The 

rationale for including this theme is that while it stands alone, it is crucial to the current 

analysis and instrumental to addressing the purpose of this study. Notably, all of the 

aforementioned themes bring focus to specific psychological dimensions that could 

potentially enrich an intervention for hypochondriacal presentations. Should a therapist 

recognise the underlying themes in hypochondriasis, they could adjust their practice so 

that therapy does not perpetuate the unhelpful emotional and interpersonal patterns that 

could be characteristic of this presentation.  

Because all participants experienced significant emotional distress for a long 

time, they all have had at least one experience of a psychological intervention in relation 

to their issues. The narratives suggested that therapy did not successfully address their 

psychological needs, which is consistent with the literature review. Having re-

experienced negativity in a therapeutic context, individuals could become discouraged 

from accessing psychological interventions in the future. 
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There was nothing, absolutely nothing to help you out at all. I’ve had cognitive-

behavioural therapy. It was rubbish. The person who did it didn’t understand one bit. 

I’ve also had … a different course of therapy … who told me there was nothing wrong 

with me and they just wanted to give me anti-depressants. But I’m not depressed … 

(Rachel; p.14) 

I think I went into it with a really bad state of mind, and thought ‘This isn’t gonna help’. 

But I kept thinking they’re gonna think stuff if I say this and stuff so it was very … I 

guess I wasn’t actually opening up to them properly. (…) I just felt they weren’t even 

listening to me. It was just all a planned procedure that they were following. (Marion; 

p.18) 

 

As demonstrated by the above quotes, many of the patterns from an individual’s 

everyday experience could be easily transferred into the therapeutic context. Rachel 

suggests that therapy did not fulfil her needs, which appears to underline the need for 

comprehensive training on how to best manage hypochondriasis in primary care 

settings. Rachel stated that she did not believe anti-depressant medication would 

address her emotional or interpersonal needs.  

Marion appears to underline her negative expectations and her sensitivity to 

negative interpersonal interactions. She was preoccupied with what a therapist could be 

thinking of her. Marion might have feared that if she revealed her genuine self in 

therapy, she could have been rejected or that her worldview could have been discounted 

by the therapist. It points towards the importance of establishing a facilitative 

therapeutic relationship at the beginning of a therapeutic encounter. This is because 

Marion did not feel she could be assertive about her needs and beliefs, which could then 

restrict the effectiveness of any therapeutic intervention. 
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Interestingly, both Rachel and Marion provide an invaluable insight of what a 

structured and time-limited therapy could be experienced like from their perspective. 

Namely, manualised therapeutic interventions could perpetuate participants’ impression 

that they are not listened to and that their needs are not understood by people who are 

supposed to help them. Therapy did not help Rachel and Marion relieve their anxiety. 

Consequently, their therapeutic experiences could have magnified their helplessness, 

anxiety, the feeling that there is something wrong, and that no one could help them with 

their distress.  

 

 It seems to like focus like a lot on … perhaps sort of physical symptoms. (…) but … I 

suppose sometimes I don’t always have the physical symptoms and it’s more … it’s like 

all sort of in my head kind of thing? (Carly; p.17) 

I don’t always like talking about my feelings, but they always like to go like sort of 

really deep. What I really need is things to take my mind off. That is why I start getting 

panicky. (Carol; p.15) 

 

Carly and Carol provide insight into how the content of therapeutic interventions 

could be experienced from their perspective. Carly appears to suggest that a therapeutic 

intervention that targets her underlying anxiety could be more productive than focusing 

on her physical symptoms. She states that sometimes she experiences physical 

symptoms and sometimes she does not. Heterogeneous nature of hypochondriacal 

presentations is difficult to capture using restrictive criteria and this could be why the 

DSM manuals have struggled to accurately conceptualise such presentations (see 

literature review).  
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Generally, hypochondriasis could be characterised by high sensitivity to 

emotional and interpersonal stressors, low perception of control over such stress, and a 

focus on bodily responses to anxiety. The bodily focus could be a by-product of the 

underlying anxiety and an attempt to understand the emotional distress. It appears that 

similarly to other types of anxiety, hypochondriasis could be placed on a continuum of 

severity. Therapeutic interventions may not be effective to hypochondriasis if the 

underlying emotional distress is not addressed first (e.g., through establishing a safe 

therapeutic relationship). It appears that only after the ‘background’ anxiety has been 

reduced, individuals could risk letting go of their ‘protective mechanisms’. 

Carol appears to suggest that a therapeutic intervention she could benefit from 

would equip her with emotion regulation strategies. She appeared to suggest that 

without an ability to control her negative emotions, she would not be willing to 

overcome her fear of bringing these emotions to the surface in a therapeutic context.  

When enquired about their experience of therapy, none of the participants 

described their experience as positive overall. But, a few participants were able to give 

an example of a positive aspect of their therapeutic experience. These examples related 

mainly to the positive qualities of their therapist such as warmth and kindness, and not 

to the therapeutic technique employed in therapy.  
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FINDINGS FROM THE QUANTITATIVE PART OF THE 

STUDY: 

Table 3 presents the performance of the clinical and comparison groups on each 

of the quantitative test measures. The TEIQue-SF represents their performance on trait 

EI. The Total EI, Experiential EI, Strategic EI, Perceiving Emotions, Facilitating 

Thought, Understanding Emotions and Managing Emotions scores all correspond to the 

MSCEIT four branch structure (see Figure 2 on page 151). The Sociotropy and 

Autonomy scores were obtained via SAS. Finally, the HAI scores are presented to show 

the magnitude of health anxiety for both groups (see Appendix 18 for the relevant SPSS 

outputs). 

 

Table 3. 

Mean Scores of the Comparison and Clinical Groups on a Range of Psychometric Test 

Measures (with Standard Deviations in Parentheses). 

Psychometric Test Comparison Group Clinical Group 

TEIQue – SF 
a 

142.14 (20.11) 93.67 (26.65) 

Total EI 
b 

94.09 (14.76) 84.10 (11.63) 

Experiential EI 
b 

96.84 (16.39) 95.01 (20.72) 

Strategic EI 
b 

96.66 (13.80) 81.40 (7.33) 

Perceiving Emotions 
b 

96.76 (13.70) 93.41 (18.31) 

Facilitating Thought 
b 

97.88 (17.68) 97.45 (17.46) 

Understanding Emotions 
b 

101.47 (17.12) 83.87 (11.35) 

Managing Emotions 
b 

93.58 (12.04) 84.87 (8.72) 

Sociotropy 
c 

67.49 (17.79) 89.17 (8.93) 

Autonomy 
c 

71.39 (13.72) 44.17 (14.52) 

HAI 
d 

13.12 (6.49) 42.67 (3.61) 

Note: Minimum and maximum scores for each measure/ a scoring key. a 0 to 210. b  0 - < 70 (improve); >= 70 and < 

90 (consider developing); >= 90 and < 110 (competent); >= 110 and < 130 (skilled); >= 130 (expert).  c 0 to 120. d 0 

to 54. 
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The clinical group scored lower on trait EI (M = 93.66, SE = 10.88) than the 

comparison group (M = 142.13, SE = 2.81). The independent samples t-test showed that 

this difference was significant t (55) = 5.40, p < .001, which represented a large-sized 

effect, r = .59.   

The clinical group also scored lower on ability EI (Total EI; M = 84.10, SE = 

4.74) than the comparison group (M = 94.08, SE = 2.06). However, the independent 

samples t-test showed that this difference was not significant t (55) = 1.59, p > .05.  

As aforementioned, Total EI score is composed of the combined Experiential EI 

and Strategic EI scores. In turn, Experiential EI score is composed of Perceiving 

Emotions and Facilitating Thought branches, while the Strategic EI score consists of 

Understanding Emotions and Managing Emotions branches.  

The clinical group scored only marginally lower on Experiential EI (M = 95.01, 

SE = 8.46) than the comparison group (M = 96.84, SE = 2.29). This difference was not 

significant. However, the difference between groups in Strategic EI was much more 

pronounced. The clinical group scored lower (M = 81.40, SE = 2.99) than the 

comparison group (M = 96.66, SE = 1.93). The independent samples t-test showed that 

this difference was significant t (55) = 2.65, p < .05, with a medium effect size, r = .34. 

Upon further examination of the Strategic EI scores, the clinical group scored lower on 

Understanding Emotions (M = 83.87, SE = 4.64) than the comparison group (M = 

101.47, SE = 2.39) and lower on Managing Emotions (M = 84.87, SE = 3.56) than the 

comparison group (M = 93.58, SE = 1.69). However, only the scores for the 

Understanding Emotions branch represented a statistically significant difference t (55) = 

2.45, p < .05. This represented a medium-sized effect, r = .31. 

With regards to sociotropy-autonomy outcomes (SAS), the clinical group scored 

much higher on sociotropy (M = 89.17, SE = 3.65) than the comparison group (M = 

67.49, SE =2.49). This represented a statistically significant difference t (55) = -2.92, p 
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< .05, with a medium effect size, r = .37. They also scored much lower on autonomy (M 

= 44.17, SE = 5.93) than the comparison group (M = 71.39, SE = 1.92). The 

independent samples t-test demonstrated that this difference was also statistically 

significant t (55) = 4.57, p < .001. It represented a large-sized effect, r = .52. Finally, 

HAI scores were provided to demonstrate that there was a difference in the magnitude 

of health anxiety between the clinical (M = 42.67, SE = 1.48) and comparison samples 

(M = 13.12, SE = 0.91). This difference was statistically significant t (55) = -10.90, p < 

.001, which represented a large-sized effect, r = .83.  

In addition to the above, paired samples t-tests were run to investigate 

differences between pairs of variables within the clinical group. The test showed that the 

difference between the clinical group scores on sociotropy and autonomy was 

statistically significant t (5) = 4.97, p < .005, r = .91 (large-sized effect). The difference 

between Experiential EI and Strategic EI was not significant t (5) = 1.55, p > .05. 

However, it still represented a large effect size r = .57, which suggests that the 

relationship between these variables could have reached significance if a larger 

participant sample had been used.  

Furthermore, each clinical participant in the present research could be treated as 

a case study. In this manner, the relevant psychometric scores could be interpreted 

separately, in light of the respective qualitative outcomes for each member of the 

clinical group. Kolmogorov-Smirnov test, histograms and the Q-Q plots were inspected 

to check whether the comparison group established the normal distributions of scores 

for variables in the present study. The p values for all but one variable were non-

significant, which indicated that these variables met the criteria for normality and that 

the members of the clinical group could be compared against these scores. The variable 

that did not meet the criteria for a normal distribution of scores was ‘total EI’, which 

suggested its validity was limited in the present study.  
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The abovementioned scores were converted into percentiles. When calculating 

the percentile scores, it was decided that each member of the clinical group would be 

compared against the pool of scores established by both the comparison group and the 

clinical group. This measure was implemented to help distinguish between the clinical 

participants’ scores and to emphasise subtle differences that might have existed between 

these individuals. The outcomes of this process are presented in table 4 (for TEI and 

AEI variables) and table 5 (for SAS and HAI). The actual scores are provided in 

brackets. 
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Table 4. Clinical Participants’ Scores on TEI and AEI Variables (in percentiles). The Actual Scores Are Provided in Brackets. The Row Entitled 

‘Comparison Group’ Presents Mean (Actual) Scores of the Comparison Group. 

Pseudonym 

 

TEIQue- 

SF 
a 

Total EI
 b 

Experiential 

EI 
b 

Strategic 

EI 
b 

Perceiving 

Emotions 
b 

Facilitating 

Thought 
b 

Understanding 

Emotions 
b 

Managing 

Emotions 
b 

Carly 14
th   

(113) 14
th

 (75) 7
th

     (74) 21
st 

 (83) 7
th

   (77) 11
th

  (78) 41
st
  (96) 12

th
   (78) 

Rachel 1
st  

    (76) 9
th

   (74) 32
nd   

(88) 2
nd   

 (70) 24
th

 (86) 44
th 

 (93) 1
st
    (72) 8

th
     (74) 

Stephanie 26
th

  (125) 17
th

 (79) 12
th

   (78) 23
rd 

 (84) 9
th

   (77) 26
th 

 (86) 12
th

  (77) 67
th  

 (97) 

Carol 12
th 

 (109) 66
th

(104) 85
th

  (113) 42
nd

 (92) 99
th

 (120) 59
th

  (101) 48
th

  (98) 42
th

   (91) 

Krista 1
st 

     (54) 50
th

  (93) 99
th

  (127) 12
th

  (77) 84
th

 (112) 98
th

  (129) 3
rd

    (73) 32
nd

  (88) 

Marion 

Comparison 

Group 

3
rd 

    (85) 

         142 

26
th

  (81) 

         94 

37
th

   (90) 

          97 

16
th

  (81) 

         97 

32
nd

 (88) 

         97 

50
th

  (97) 

          98 

23
rd

  (87) 

         101 

14
th

   (80) 

          94 

 
Note:  a Minimum and maximum (actual) scores; 0 to 210. b Scoring key for the actual scores; 0 - < 70 (improve); >= 70 and < 90 (consider developing); >= 90 and < 110 (competent); >= 110 and < 130 
(skilled); >= 130 (expert). 
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In line with the t-test analysis, all clinical participants scored below the median 

on TEIQue-SF. With one exception (Stephanie’s Managing Emotions score), all clinical 

group members scored below the median on the measures of Strategic EI 

(Understanding and Managing Emotions). Stephanie’s unexpectedly high Managing 

Emotions score could be the reason why the difference between the clinical and 

comparison groups failed to reach statistical significance in the abovementioned t-test 

analysis (for the Managing Emotions branch).  

In contrast, there were substantial differences in how the clinical group members 

scored on the Experiential EI tasks. The individuals scored near either extreme on the 

measure of Perceiving Emotions. Those clinical participants who scored on the high end 

of this spectrum (Carol and Krista), also scored higher on the measure of Facilitating 

Thought than the rest of the clinical group. For each participant, their Experiential EI 

score appeared to heavily influence their Total EI score. So while Carol and Krista 

scored relatively high on the Total EI, it appeared unrelated to the magnitude of their 

health anxiety (which was high for all clinical participants; table 5). In line with the t-

test analysis, all members of the clinical group scored above the median on the measure 

of sociotropy, and below the median on the measure of autonomy. 
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Table 5. Clinical Participants’ Scores on SAS and HAI (in percentiles). The Actual 

Scores Are Provided in Brackets. The Row Entitled ‘Comparison Group’ Presents Mean 

(Actual) Scores of the Comparison Group. 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

Note: Minimum and maximum values for the actual scores. a 0 to 120. b 0 to 54. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

           

 

 

Pseudonym  

Sociotropy-Autonomy Scale 

(SAS) scores 

 

 

 

HAI 
b Sociotropy 

a 
Autonomy 

a 

Carly 72
th  

 (82) 46
th    

(68) 98
th

   (46) 

Rachel 96
th  

 (98) 1
st 

    (31) 95
th  

  (43) 

Stephanie 66
th  

 (78) 7
th       

(45) 94
th  

  (42) 

Carol 79
th  

 (87) 8
th 

    (46) 91
th  

  (37) 

Krista 85
th  

 (89) 10
th 

  (48) 99
th  

  (47) 

Marion 

Comparison 

Group 

99
th  

 (101) 

         67 

1
st   

   (27) 

          71 

93
rd  

  (41) 

          13 
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DISCUSSION: 

Thus far the critical review of the literature, the rationale for conducting the 

present study, the selected methodological approach, and the findings from the current 

research have been presented. This section begins with the overview and discussion of 

the identified themes and the numerical data, in relation to the existing literature. It 

proceeds to consider the implications of these findings to understanding and managing 

hypochondriacal presentations. Subsequently, this section discusses the strengths and 

limitations of the present study and suggests how future research could further address 

the ideas that this research aimed to investigate. 

Overview of the findings: 

The literature review demonstrated that hypochondriasis could be perceived 

differently from the medical and psychological perspectives (BPS, 2011; Kinderman & 

Tai, 2009). While both perspectives have encountered difficulties with accounting for 

the origin, diagnosis, and the efficient management of hypochondriasis, the literature 

review suggested that the psychological perspective could be better adapted to 

embracing the heterogeneous nature of this condition (e.g., Olatunji et al., 2009).  

The literature review indicated that hypochondriacal tendencies could exist on a 

continuum of severity and that they could be best managed through a talking therapy 

tailored to individual needs and the clinical presentations. The literature review 

suggested that investigation of the underlying anxiety in hypochondriasis as well as its 

emotional and interpersonal development could be of more relevance to 

hypochondriasis than the exploration of specific health-related cognitions or the 

presence or absence of somatic symptoms. It is important to state that the present study 

does not discount the potential contributory impact of the biomedical factors to 

hypochondriasis. However, it could be underlined that over-emphasising the role of 
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chemical imbalances to anxiety states is not compatible with promoting a talking 

therapy as a primary intervention for hypochondriasis (Vanheule, 2012). 

Despite some individual differences, the findings from the current study suggest 

that there are a number of similarities in how young women with hypochondriasis 

experience their condition. At the same time, the counselling psychology perspective 

would encourage adopting a balanced approach that would not discount the potential 

importance of subjective factors. The findings suggest that emotional and interpersonal 

dimensions could provide a coherent framework for understanding the origin, nature, 

maintaining factors, and therapeutic interventions for hypochondriacal presentations. 

Importantly, the findings are largely compatible with the assumptions of CBT and could 

therefore build upon the successes of these interventions.  

This research aimed to address two qualitative research questions. The first 

question was ‘How do young females with severe health anxiety experience their 

emotions and dependence on other people?’. This research question was addressed by 

three super-ordinate themes. The second question was ‘How do young females with 

severe health anxiety experience individual therapy?’ and was addressed by the fourth 

super-ordinate theme. 

 

‘How do young females with hypochondriasis experience their emotions and 

interpersonal relationships? 

The first super-ordinate theme that emerged from the qualitative data was 

entitled Early life experience. It suggested that unhelpful emotional and interpersonal 

aspects of early life experience or lack of positive learning in relation to these 

dimensions could contribute to the creation of a general psychological vulnerability to 
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anxiety. Specifically, vulnerability to various anxiety states could originate from a 

young person’s difficulty to effectively use their caregivers as a ‘secure base’ (Bowlby, 

1988). Higher levels of family conflict, significantly lower levels of family cohesion, 

emotional distance, and poor emotional support have all been linked to the presence of 

‘medically unexplained’ symptoms (Kirmayer & Looper, 2001). In other words, it could 

be that the members of the clinical sample struggled to have their distress soothed at 

times of need, and to learn basic emotion understanding and emotion regulation 

strategies from their parents.  

It was argued that a child initially relies on other people to learn specific skills 

that gradually enhance their sense of control over their environment (Music, 2011). It 

was argued that this process is dependent on the caregiver’s responsiveness to the 

child’s comfort-seeking behaviours, and that these behaviours could be defined as 

attempts to establish proximity and emotional connection to caregivers. The emotional 

proximity to caregivers helps to obtain a stable sense of emotional and physical security 

in the world. If caregivers, for any reason, have a restricted capacity to respond or attune 

to the child’s safety-seeking behaviours, the child may experience anxiety for extended 

periods of time. Anxiety impedes emotional and interpersonal development, and a child 

could continue to engage in reassurance-seeking. In other words, the child’s unmet 

emotional needs may manifest themselves through a range of comfort-seeking 

behaviours that are aimed to have their basic emotional needs satisfied (Ainsworth, 

1969).  

Should individuals fail to satisfy their emotional needs, they may instead 

experience feelings of emotional isolation, being not understood by others, and 

perceiving other people as unhelpful. It is important to note that attachment-related 

anxiety could also exist on a continuum of severity. Although (to KP’s knowledge) not 
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explicitly stated in the literature, it may be that the degree of attachment-related anxiety 

or the degree of emotional and interpersonal anxiety could correspond to the perceived 

severity of hypochondriasis. Even though the current research did not include any 

questions that specifically investigated attachment patterns, these could be inferred from 

the manner in which adults describe their present and past relationships (Meyer, 

Pilkonis, Proietti, Heape & Egan, 2001). However, more research is required to 

determine the relationship between early life emotional and interpersonal dimensions, 

and the anxiety that underlies hypochondriasis.  

The second super-ordinate theme was entitled Inward focus. As suggested in the 

literature review, unsophisticated thinking patterns tend to guide reasoning during the 

early stages of human development. One such thinking pattern is a tendency towards 

egocentric thinking (difficulties with perspective-taking; Piaget, 1962), which could 

partially account for the fact that individuals with hypochondriasis often fail to 

recognise their own contribution to unhelpful interpersonal relationships (Persing et al., 

2000). For instance, when Carly felt worried about something, she said she ‘forgot’ to 

consider how other people might be feeling (instead, she was focusing exclusively on 

how she was feeling). Unhelpful inward-oriented emotional and behavioural patterns 

could be described using the term ‘centre of the universe syndrome’ (Russianoff, 1988). 

Namely, individuals were argued to perceive the emotional and interpersonal events in 

reference to themselves alone, as if they were at the centre of the emotional universe 

(Russianoff, 1988). Epley, Carey and Keysar (2004) argued that perspective-taking may 

be a skill that could be developed, as opposed to a pre-set developmental milestone. 

They argued that adults may initially process information equally egocentrically to 

children, but that they are generally more able to subsequently correct the initial 

egocentric interpretation (and reach a more balanced view on a situation). Future 

research could address this idea in further depth.  
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It may be that having basic emotional and developmental needs met provides the 

foundation on which a gradual acquisition of the more complex emotion regulation and 

interpersonal skills could be based (Music, 2011). Alternatively, a young child could not 

have established these foundations which could turn out increasingly problematic as 

social demands placed on individuals tend to rise with age (Erikson, 1959). It is 

conceivable that such an impediment to emotional development could manifest itself 

later on in life through ‘child-like’ behaviours and reasoning (Jacobs, 2004). 

According to the cognitive-behavioural (Fennel, 2009) and attachment theories 

(Bowlby, 1988), individuals begin to organise their early emotional and interpersonal 

experience into a series of basic rules that then begin to guide their interpretation and 

understanding of their subsequent experience. These are embraced by the concepts such 

as core beliefs, rules for living, scripts, or schemas (Bowlby, 1988; Fennel, 2009). Fear 

and anxiety impede emotional development since a perception of threat tends to 

overshadow other emotions. It could also prompt a child to draw distorted conclusions 

about themselves and others (Hawton, Salkovskis, Kirk & Clark, 1989). The experience 

of unrelieved distress and associated physiological reactions, which other people do not 

successfully relieve, may lead a child to infer basic messages about themselves such as: 

‘There is something wrong with me’.  

Such an early-established core belief may prompt a child to organise the 

worldview on the basis of the presence of their anxiety states. Anxiety states produce 

genuine physiological reactions (Epstein et al., 1999). There is evidence for the 

presence of increased arousal, expectancy, autonomic and neuroendocrine activation in 

animals and humans faced with a perceived threat to wellbeing or survival (Steimer, 

2012). The physical manifestations of anxiety may include headaches, palpitations, 

stomachache, dizziness, as well as a variety of other physiological reactions (Epstein et 
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al., 1999). It has been argued that individuals who experience anxiety states often seek 

to develop strategies aimed at controlling their anxiety (Fennel, 2009). It may be that in 

hypochondriasis the physiological reactions could perpetuate emotional reasoning by 

which individuals’ attention is turned inwardly to monitor and try to control the 

presence or intensity of these bodily signals.  

The existence of the early-established emotional and interpersonal templates is 

important as it ensures that one’s experience is relatively predictable, consistent and 

understandable (Fennel, 2009). This is because the templates provide a ‘filter’ through 

which one’s experience in the world could be understood and contextualised. Distorted 

or unhelpful cognitive or emotional ‘templates’ may lead to the development of 

unhelpful self-perpetuating behaviours, or self-fulfilling prophecy (Fennel, 2009). In 

other words, unhelpful emotional and interpersonal templates may ‘trap’ an individual 

in a series of vicious cycles and the repetitive experience, by which they may expect and 

seek repetition of the early-established patterns. Any experience that is contradictory 

with their expectations could be ‘assimilated’ (adjusted) into the existing templates 

because human attention tends to be selectively oriented to these aspects of events or 

experiences which we expect (in advance) to be of importance (Hawton et al., 1989).  

Arguably, this could partially account for the cognitive rigidity in 

hypochondriasis: why the individuals find it difficult to trust other people’s reassurance 

about their ‘illnesses’, and why they appear to ‘ignore’ the evidence that is in 

contradiction to the long-standing beliefs they hold about themselves. However, all 

these suggestions should be approached with caution and it is recommended further 

empirical research addresses these ideas in greater depth.  

The interpersonal dimension and the contributory role of other people appear to 

be of considerable importance in hypochondriacal presentations. The human emotional 
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development occurs simultaneously to the interpersonal development (Music, 2011).  

Namely, a young human develops and evaluates their interpersonal abilities, self-

efficacy, and capacity to solve emotional and practical problems. As demonstrated in 

the literature review, heightened anxiety states are not conducive to early-life 

exploration of the environment, development of interests, learning, autonomy, and 

initiative-taking. Rather, anxiety states are more likely to contribute to the development 

of self-doubt, a sense of inferiority, low self-efficacy, and poor tolerance of uncertainty 

(Erikson, 1959).  

The third super-ordinate theme was called Learned helplessness. It is important 

to clarify that this concept does not describe one’s potential to cope with the challenges 

of life, but rather either one’s under-developed skills to do so efficiently, or one’s 

negative perception of self-efficacy which encourages subsequent avoidant or helpless 

behaviour. Perceived helplessness is facilitated by the presence of the external locus of 

control, which defines a subjective perception of poor sense of control over self, other 

people, and the immediate surroundings (Skidmore et al., 2014). Music (2011) argued 

that anxiety or fear involve uncertainty about one's ability to withstand or cope with a 

threatening situation. Both qualitative and quantitative data appear to strongly support 

the importance of the perceived low self-efficacy to hypochondriasis in young women. 

The majority of participants stated they feared they ‘would not cope’ with a challenge of 

emotional and interpersonal nature, which could be argued to underlie their avoidant 

behaviour.  

People tend to attribute their helplessness to a specific cause, which may affect 

their expectations of future helplessness as well as their levels of self-esteem (Abramson 

et al., 1978). Abramson and colleagues (1978) argued that a cause for a failure could be 

internal (themselves) or external (other people, the situation). Some participants openly 
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stated that they knew their health fears were unjustified, but despite that they felt they 

could not stop worrying about suffering from a physical condition. This could be a way 

to rationalise (explain) subjective feelings of continued anxiety, sense of inadequacy, 

and fear of interpersonal rejection (Goldberg & Bridges, 1988).  

Taking an example of a social failure, Goldberg and Bridges (1988) stated that 

learned helplessness is underpinned by attribution of failures to internal and stable 

causes. Interestingly, while some clinical participants’ may have openly said they 

attributed their problems to an external cause (a physical illness), some also appeared to 

express guilt when describing the restrictive nature of their lives. Further research could 

investigate the relationship between hypochondriasis and a sense of personal failure.  

Further research could also explore whether they use hypochondriasis as a form 

of social communication, in the absence of the more sophisticated social skills. Social 

Identity Theory (SIT; Tajfel & Turner, 1986) suggests individuals define themselves in 

terms of group membership, with the in-group similarities emphasised and the out-

group differences magnified. Although this model has been criticised for a reductionist 

understanding of social behaviour and disregard for meaning (Farr, 1996), it is worth 

underlining that many individuals with hypochondriasis join Internet forums, where 

they could find the belonging, acceptance, and support they might have been long 

looking for.   

When one’s locus of control is external (Skidmore et al., 2014), one does not 

believe they can control or influence events to achieve the desired outcome. Specifically, 

individuals may resort to their rudimentary ‘attachment behaviours’ or overreliance on 

other people in the face of challenging or stressful scenarios. Some participants 

described their repeated reassurance and comfort-seeking as ‘annoying’ to others, but 

they stated they continued with this behaviour despite having become adults. This 
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information could add to the big picture outlook on the long-term impact of the 

aforementioned ‘templates’ and the self-fulfilling behaviour. Namely, individuals with 

hypochondriasis could find themselves in a vicious cycle by which they seek to have 

their emotional needs met through other people, but expect a negative reaction or 

emotional rejection from them. Crucially, these emotional and interpersonal templates 

and patterns could be transferred to many other contexts. For instance, individuals could 

expect the same help-seeking patterns to be re-played in the context of individual 

therapy.   

 

‘How do young females with hypochondriasis experience individual therapy?’  

The three super-ordinate themes presented above are helpful to understanding 

the nature of hypochondriasis, with an emphasis on the role that the emotional and 

interpersonal factors play in the origin and maintenance of this condition. The fourth 

super-ordinate theme considered the above findings in the context of individual therapy. 

The clinical sample provided a unique insight into their Experience of psychological 

therapy. In line with the literature review (e.g., Persing et al., 2000), all participants 

indicated that their experience of psychological therapy was mostly unfulfilling and 

unsuccessful in addressing their needs.  

The interviews indicated that the majority of participants were oriented to 

interpersonal behaviour of a therapist and attended to the quality of their interpersonal 

interaction. They indicated that the ‘kindness’, ‘warmth’ and patience of a therapist 

could be at least as important as the therapeutic techniques they used, which is 

consistent with the literature review (Lambert, 2007; Wampold & Bolt, 2006). The 

participants appeared to suggest that ‘one-size-fit-all’ interventions that follow a 

manualised time-limited therapeutic protocol could actually facilitate re-creation of their 
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unhelpful interaction patterns, by which individuals with hypochondriasis felt they were 

not listened to, not understood, and prone to having their emotional needs rejected as 

unimportant by others (Edwards et al., 2000; Persing et al., 2000). Counselling 

psychology’s focus on subjective aspects of individuals and on personal meaning could 

be well-suited to address this issue.  

Also, the participants stated that various medical and mental health professionals 

misunderstood the nature of their condition or jumped to conclusions on the basis of 

other common anxiety-based conditions which typically co-occur with hypochondriasis 

(e.g., GAD, OCD, depression). This further supports the need for education on 

hypochondriasis and health anxiety in primary healthcare (Hartz et al., 2000).  

Moreover, the participants appeared to suggest that basing a psychological 

intervention on physical manifestations of their anxiety could be ineffective to 

improvement of their mental state. The findings of the present study suggest that 

participants may focus on their physical health and illness-related information in a self-

protective way against their underlying anxiety. Namely, health could be one of the few 

areas of their lives that the participants could try to ‘control’: for example through self-

examination of health, or avoidance of specific situations they perceive as threatening.  

Therefore, it appears that psychological interventions for hypochondriasis 

should focus on reducing the impact of emotional and interpersonal aspects of their 

underlying vulnerability to anxiety, rather than attempting to disprove or remove the 

clients’ self-protective strategy against such anxiety. Some participants also suggested 

that they would benefit from techniques that would directly help them increase their 

confidence with managing their emotions and anxiety, perhaps having recognised their 

struggles in this area. Again, the above suggestions should be considered in light of the 

limitations of the present study (discussed later). 
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Quantitative part of the study 

The use of a mixed-method approach in the present study was intended to widen 

the scope of research and offset the weaknesses of using either qualitative or 

quantitative approach alone (Driscoll et al., 2007). So while attempting to maximise the 

benefits of the qualitative and quantitative methodologies, the present research aimed to 

gain insight into hypochondriasis which could inspire therapeutic recommendations and 

further empirical research on this multidimensional condition.  

The quantitative part of the study was intended to act as a valuable supplement 

to the qualitative analysis. Based on the literature review, it was expected that the 

clinical sample would score lower on the measures of both TEI (TEIQue-SF) and AEI 

(MSCEIT) than the matched comparison group. It was also expected that the clinical 

sample would score higher on sociotropy and lower on autonomy (based on SAS) than 

the comparison group. 

In line with these predictions, the clinical sample scored significantly lower on 

TEI than the comparison group. As aforementioned, TEI could be defined as a self-

reported emotional competence (Petrides & Furnham, 2003). In the present study, 

TEIQue-SF strongly indicated that young females with hypochondriasis evaluated their 

emotional self-efficacy much poorer than the matched comparison group, which was 

consistent with the qualitative narratives.  

The AEI test provided rich data on a range of emotional variables, in line with 

MSCEIT branch structure. As expected, the clinical group scored lower on total AEI 

than the comparison group. However, this difference was insufficient to reach statistical 

significance. Interestingly, further down the MSCEIT branch structure, the data 

suggested little difference between the clinical and the comparison groups on the 

Experiential EI, and a substantial difference between the groups on the Strategic EI.   
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The Experiential EI (which is composed of Perceiving Emotions and Facilitating 

Thought) scores of the clinical group members were generally near either extreme. This 

outcome suggested that the ability to perceive emotions in other people and 

communicate these emotions may not be of paramount importance in explaining the 

nature of the DSM-IV-TR hypochondriasis. Ciarrochi et al. (2002) provided a potential 

explanation for how the unexpectedly high emotion perception scores for two of the 

participants (Carol and Krista) could still contribute to the elevated anxiety levels in 

hypochondriasis. They argued that a good ability to perceive emotions could produce 

heightened anxiety and hopelessness in individuals who believe they have poor skills at 

managing own emotions. This is because of a long-standing feeling that one is out-of-

control with emotions (Ciarrochi et al., 2002), which could be supported by an inward 

focus and hypervigilance to threatening stimuli. These suggestions appear consistent 

with the participants’ narratives as well as with the remainder of the quantitative data.  

The inferior scores of the clinical group on the Strategic EI (Understanding 

Emotions and Managing Emotions) may deserve particular attention. Arguably, the 

skills involved in understanding and managing of emotions could be among the most 

affected by unhelpful early life experience (see the literature review). This conclusion 

appears to be supported by the qualitative data. 

All clinical participants achieved below-median scores for the ‘Understanding 

Emotions’ and all-but-one scored below the median at tasks that defined the ‘Managing 

Emotions’ branches (Stephanie scored on 67
th

 percentile). However, during her 

interview, Stephanie admitted she ‘had to cope with a lot’ during her life and that 

anxiety about her health was the only area of her life she wished she was stronger at. 

Locus of control is a domain-specific area (Bedel, 2009). As such Stephanie may have 

had more opportunities to develop her coping skills than other members of the clinical 
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group, and may have felt somewhat more confident about management of at least some 

aspects of her life. This could have impacted on her superior performance at the 

‘management’ tasks and this confidence is also partially reflected in her slightly 

elevated TEI score (emotional self-efficacy), when compared to other clinical 

participants.  

Arguably, the abovementioned conclusions provide some support for the claim 

made in the literature review that it could be more practical for hypochondriacal 

presentations to be conceptualised via individualised clinical formulation, rather than 

via over-arching diagnoses or labels which could fail to acknowledge individual 

differences within this group. In summary, AEI scores indicated that young females 

with hypochondriasis are generally either unconfident about all of their emotional skills 

(Carly, Rachel, Marion) or they are more skilled at perceiving and communicating 

emotions than at understanding and managing these emotions (Carol, Krista). 

With regards to the sociotropy and autonomy scores, the data provided strong 

support for the quantitative research predictions. The independent samples t-test 

indicated that the clinical sample scored significantly higher on sociotropy and 

significantly lower on autonomy than the comparison sample. The pattern of SAS 

scores was consistent across the entire clinical sample (as supported by a statistically 

significant outcome of the paired samples t-test).  

Generally, slightly elevated sociotropy scores would not necessarily be linked to 

poor mental health. However, the high sociotropy scores suggests that individuals with 

hypochondriasis desire close interpersonal relationships with a strong emphasis on 

feeling loved and accepted (Sato & McCann, 2004), and that this desire could be much 

stronger for them than for a matched comparison group. Importantly, individuals 

scoring high on the sociotropy measure tend to have low perception of self-control and 
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low motivation to persevere when faced with a challenging task (Sato et al., 2010), 

which could partially account for the avoidant tendencies of the clinical group members. 

These conclusions appear consistent with the qualitative data, as well as with the 

literature review. 

As suggested in the literature review, sociotropy was found to be positively 

correlated with anxiety in situations of Physical Danger, Ambiguous Situations, and 

Social Evaluation (Sato & McCann, 2004). Each of these potential triggers to anxiety 

has been mentioned in the clinical group’s narratives. Skidmore et al.’s (2014) 

suggestion that health anxiety could be mediated by an external locus of control appears 

to be supported by the present study’s qualitative data. Skidmore and colleagues (2014) 

argued that hypochondriacal individuals may genuinely believe that they are in ‘danger’, 

but also that it is the healthcare providers who are fully responsible for solving this 

problem.   

The literature review also indicated that unhelpful early-life emotional 

development could impede the process of self-efficacy building. It may be that 

individuals with hypochondriasis are sensitive to the negative aspects of interpersonal 

interactions, which coupled with a poor perception of control over the situation, and low 

motivation to persevere, actively increase their perception of helplessness and their 

experience of anxiety.  This could further contribute to excessive reassurance-seeking or 

over-reliance on other people in emotional and practical problem-solving, in line with 

arguments by Birgenheir et al. (2010). 

Finally, the Health Anxiety Inventory (HAI) appeared to accurately distinguish 

between the individuals with hypochondriasis and the members of the comparison 

group. However, as mentioned above, it appears important that an individualised face-
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to-face assessment is conducted before the degree of health anxiety could be accurately 

evaluated. 

 

Relevance of the qualitative study to the medical model of hypochondriasis: 

All participants indicated that over time the focus of their health worries tended 

to switch from one condition to another. It is as if new illnesses were ‘sought’ in place 

of the ones which over time ‘wore off’ or became too unlikely to pose a threat. It 

appears that the process of self-diagnosing could be underpinned in part by participants’ 

seeking to explain and align their subjective everyday experience with their early-

established belief that there could be ‘something wrong’ with them. This process could 

potentially be maintained through an inward focus and emotional reasoning.  

The DSM-5 diagnostic categories are based on a premise that symptoms are 

relatively stable ‘entities’ (Vanheule, 2012). The data from the present study does not 

support the DSM-5 classification because the present study strongly suggests that the 

symptoms in hypochondriasis tend to be of variable intensity and changeable over time. 

In fact, participants indirectly questioned the validity and relevance of the DSM-5 

classification to hypochondriacal presentations. Carly described one of her fears to be of 

somatic nature (heart disease), which over time switched to one without somatic 

symptoms (anxiety ‘in her head’ and a fear of developing a serious mental illness). 

Marion explicitly stated that her health anxiety does not always come from a specific 

symptom. This raises doubts as to whether the psychological nature of the underlying 

anxiety in DSM-5 ‘illness anxiety disorder’ is considerably different to the one in DSM-

5 ‘somatic symptom disorder’. Crucially, the one aspect of hypochondriasis that appears 

relatively constant is the experience of heightened anxiety (Olatunji et al., 2009).  



Karol Grzegorz Papis  Doctoral Portfolio In Counselling Psychology 
 

209 
 

In other words, all the above appears to suggest that DSM-IV-TR and DSM-5 

conceptualisations of hypochondriasis could benefit from focusing more on the 

underlying anxiety than on the presence or absence of physical manifestations of such 

anxiety. The present study raises doubts as to the validity of both of the DSM-5 

concepts that replaced the definition of hypochondriasis. It is possible that they do not 

represent separate entities, but are ‘by-products’ of the underlying anxiety states. It is 

possible that the same argument pertains to OCD, which is not currently classified as an 

anxiety-based condition. The literature review indicated that OCD may share a 

considerable overlap with hypochondriasis, and this argument was supported by the 

present study. Namely, the overlapping elements included the presence of severe 

anxiety, intrusive and catastrophic thoughts, avoidance of specific distressing stimuli, 

and the presence of self-reassuring strategies intended to reduce distress. The present 

study supports the claim that hypochondriacal presentations should be understood as an 

anxiety-based condition (Olatunji et al., 2009). It may be that such a re-

conceptualisation could also address the DSM’s difficulty to account for high co-

morbidity rates of hypochondriasis with other anxiety-based conditions (Deacon & 

Abramowitz, 2008). Future research could address the above issues in greater depth. 

 

Theoretical implications for the discipline of counselling psychology: 

As aforementioned, clinical practice guidelines for the discipline of counselling 

psychology state that the profession is concerned with the subjective nature of a client’s 

symptoms or experiences (BPS, 2009). Counselling psychology emphasises the 

importance of subjectivity and individual differences in lived experience of individuals 

(Woolfe et al., 2003). Rogers (1957) argued that people are unique and that they desire 

to realise their full potential, unless that desire is overshadowed by other unhelpful 
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drives. Unmet emotional needs and limited opportunities to develop solid interpersonal 

skills could be some of the ways to conceptualise such ‘drives’ for the hypochondriacal 

individuals.  

In line with the psychological model (BPS, 2011), it may be that both the 

generalised anxiety and the attachment-related anxiety could be considered on a 

continuum of severity. It is possible that the severity of attachment problems is related 

to the severity of hypochondriasis. Rogers (1957) argued that given that certain 

conditions (empathy, congruence, unconditional positive regard) are met by a therapist, 

a client would be able to base their personal growth and development on such a positive 

interpersonal encounter. It has been argued that conditions under which a child’s 

attachment needs are satisfied are similar to the conditions established by effective 

therapeutic relationships (Osofsky, 1988). Formation of a meaningful therapeutic 

relationship could be crucial in fostering the atmosphere of hope (Rogers, 1957) and 

motivation to gradually exert control over challenging emotions and circumstances. 

Ideally, a therapist would facilitate a respectful and co-operative relationship, which 

empowers, rather than diminishes an emotionally vulnerable client (Mearns & Thorne, 

2007). Having done that, a therapist could move on to work co-operatively with a client, 

negotiating the content of intervention in line with the client’s needs and priorities 

(Hawton et al., 1989). 

Individuals with hypochondriasis may seek fulfilment of their unmet emotional 

needs for safety and security in therapy, but do so using their ‘unhelpful’ early-life 

templates (Bowlby, 1988). Also, individuals with attachment-based anxiety may display 

child-like social and emotional reactions (Bowlby, 1988). It appears important that a 

therapist takes time to recognise the unmet emotional needs and does not rush into 

‘lecturing’ the client on the nature of their anxiety (‘psycho-education’ is an important 
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component of CBT; Fennel, 2009). Therapists may at first need to adjust their practice 

to include more humanistic or even non-verbal methods of emotional soothing and 

comforting (Rogers, 1957). This is to help clients feel secure and in control in therapy 

and eventually to help them break their unhelpful early-established emotional and 

interpersonal patterns.  

In a way, the above suggests that a therapist could initially play a role of a 

‘parent’ when interacting with a client with hypochondriasis. Indeed, there is evidence 

that a therapist (or a GP) could function as an attachment figure to a client (Reading, 

2002). Moreover, there is a close relationship between attachment and the therapeutic 

phenomenon of transference, which defines clients’ repetition of emotional and 

interpersonal patterns derived from a person who was important in their childhood 

(Jacobs, 2004). Therefore, the therapist’s familiarity with the psychodynamic theory and 

concepts of transference and counter-transference could allow them to adjust 

appropriately to the client’s presentation and not perpetuate their unhelpful ‘helpless’ 

interpersonal patterns (Jacobs, 2004).  

Lizeretti and Extremera (2011) suggested that individuals with poor emotional 

competencies in anxiety-based conditions may find negative emotions frightening and 

try to distance themselves from them. It appears that by addressing the underlying 

emotional needs, improving their self-perception and self-efficacy, individuals could 

reduce their perceived over-reliance on other people. Mindfulness techniques (Hofmann, 

Sawyer, Witt & Oh, 2010) could help clients modify their reaction to experiencing such 

thoughts or images, and begin to see them as thoughts or images, rather than reality. 

Mindfulness-based cognitive therapy (MBCT; McManus et al., 2012) appears to 

merit further research because it addresses the fact that health-related cognitions are 

often resistant to modification in hypochondriacal individuals. Unlike the ‘standard’ 
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CBT, MBCT does not aim to disconfirm patients’ feared predictions. Instead, it focuses 

on modifying individuals’ relationship to their thoughts by teaching them attentional 

control and acceptance of uncomfortable feelings (Williams, McManus, Muse & 

Williams, 2011). It does not address the underlying distress but re-directs attention to 

bodily sensations and encourages focus on a present moment. These coping techniques 

are intended to enable individuals to distance themselves from their fear-oriented 

thoughts and feelings, decreasing the impact of hypochondriasis on their lives (Williams 

et al., 2011).  

Acceptance and Commitment Therapy (ACT; Eilenberg, Kronstrand & 

Frostholm, 2013) could be argued to have a somewhat similar focus. It emphasises 

changing the clients’ way of relating to their inner experiences (their experiential 

avoidance of upsetting emotions, thoughts, and memories), and increases their potential 

to cope with unpleasant emotions through enhancement of distress tolerance and 

psychological flexibility 

Alternatively, Stuart and Noyes (2006) argued that somatising behaviour is a 

form of interpersonal communication. Interpersonal Therapy (IPT) is a time-limited and 

manualised therapy, which is intended to address excessive care-seeking behaviour 

underpinned by insecure attachment (Stuart & Noyes, 2006). In line with the MBCT, 

IPT also appears to depart from the ‘medicalised approach’ which prioritises alleviation 

of physical symptoms in hypochondriasis. Stuart and Noyes (2006) argued that 

improvement of a patient’s interpersonal functioning and a strong working alliance 

between a therapist and a client would produce a therapeutic progress and a lasting 

positive change in hypochondriasis. Further research on MBCT, ACT, and IPT for 

hypochondriacal presentations is encouraged. 
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Importantly, it could be argued that the findings from the present study could 

also enrich the existing CBT interventions. For instance, the CBT interventions could 

benefit from acknowledging the participants’ beliefs identified by the present study. The 

following core beliefs drawn from the narratives appear particularly relevant: There is 

something wrong with me, I am annoying, and I cannot cope (with problems). These 

beliefs describe poor self-perception and the poor perceived ability to manage stressful 

situations. From a therapeutic perspective, it is important to provide clients with 

cognitive-behavioural strategies which could enhance their ability to manage and 

understand their negative emotions. Deficits in these two areas of EI are consistent with 

the findings for GAD in the study by Lizeretti and Extremera (2011). 

The findings of the present study appear to suggest that due to the initial strength 

of the unhelpful beliefs in hypochondriasis, an individual may find it difficult to sustain 

the positive changes if their interpersonal experience outside of therapy is not conducive 

to maintenance of these changes (Stuart & Noyes, 2006). It may be helpful to take into 

account the wider environmental context (systemic approach; Payne, 2010). It may also 

be helpful to see if a client wishes an important person from an immediate environment 

to temporarily accompany them at sessions to help them understand the nature of the 

clients’ condition (Stuart & Noyes, 2006). It may also be important to arrange a few 

follow-up sessions so that the clients do not feel unsupported or rejected. 

It is also important to consider that hypochondriasis may be underpinned by fear 

of death, as opposed to the ‘fear of becoming ill’. Slater and Griffiths (2007) examined 

fear of death in children and identified that emotional maturity was inversely related to 

the strength of the fear of death. Emotional maturity could also be described as social 

age (Kraus-Whitbourne, 2012) and should be acknowledged by a therapist when 

building a therapeutic relationship. Slater and Griffiths (2007) suggested that the fear of 



Karol Grzegorz Papis  Doctoral Portfolio In Counselling Psychology 
 

214 
 

death in children should ideally be approached by parents with patience and 

understanding, and that a ‘big picture’ approach should be taken, with an emphasis on 

the positives. Conversely, early on in life death anxiety could be perpetuated or 

magnified by having fears discounted by others as ‘silly’ or unfounded (expressed 

during interviews by Krista, Carly, Marion and Rachel). However, it is beyond the 

scope of the present study to speculate whether the fear of death is of central importance 

to hypochondriasis or not. This suggestion could be addressed by future research. 

Should the importance of fear of death in hypochondriasis be confirmed, work on death-

related interpretations could be incorporated into the CBT interventions. 

In summary, the present study has some important implications for theory and 

practice. As aforementioned, it suggests that the nature of hypochondriasis is not well-

represented by the DSM-5. However, it is encouraging that the suggested revisions to 

the International Classification of Diseases (ICD-11) do recognise a phenomenological 

overlap of hypochondriasis with anxiety conditions as well as OCD (van den Heuvel, 

Veale & Stein, 2014). While ICD cannot be discussed in greater depth here, the 

suggested ICD-11 revisions would be consistent with the outcomes of the present study 

and could bring hypochondriasis closer to the psychological theories (see literature 

review), which could in turn have a positive impact on recognition, research, and design 

of tailored interventions for individuals with hypochondriasis. 

In terms of practice, hypochondriasis should be recognised as a heterogeneous 

condition. As such, therapists should accept that there could be differences between 

individuals, which may require a therapist to be flexible and adjust their intervention to 

a client’s presentation. This, in turn, emphasises the need for conducting an 

individualised clinical formulation, which takes into account the client’s attempts to 

make sense of their mental state, and how such interpretations could link to their 
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emotions and behaviours. Therapists should consider the wider context which could 

have given rise to and maintained these interpretations (Fennel, 2009).  

While CBT is often presented in the literature as an effective intervention for 

hypochondriasis, standard CBT may not be appropriate when the main needs of an 

individual are to be heard, supported and understood (Mearns & Thorne, 2007). Many 

clients with hypochondriasis have previously reported feeling upset by ‘rushed’ psycho-

education on anxiety, or comments that questioned their subjective beliefs such as ‘the 

symptoms are all in your head’ or ‘it is all related to stress and anxiety’ (Lin, 2009).  

The present study suggests that the reassurance individuals with hypochondriasis 

seek is more likely to be found in a supportive and accepting therapeutic relationship 

(Starcevic & Noyes, 2014), than in verbal reassurance or questioning clients’ health-

related beliefs. It has previously been suggested that a good therapeutic alliance could 

be invaluable to the therapeutic success (Lambert, 2007), and the outcomes of the 

present study suggest that it may in fact be a prerequisite for a therapeutic success with 

hypochondriacal individuals.  

In contrast to principles of standard CBT, challenging of the unhelpful beliefs 

does not have to become the focus of a successful therapy for hypochondriasis. For 

instance, MBCT (Williams et al., 2011), ACT (Eilenberg et al., 2013), and IPT 

techniques (Stuart & Noyes, 2006) provided some evidence that emotional distress and 

health anxiety symptoms could be decreased without the need to re-structure the illness-

related beliefs. Instead, these therapies focus on changing the clients’ way of relating to 

their inner experiences (their experiential avoidance of upsetting emotions, thoughts, 

and memories; Eilenberg et al., 2013), increase their potential to cope with unpleasant 

emotions through enhancement of distress tolerance and psychological flexibility, and 

enhance their interpersonal competence. It appears that various sub-components of the 
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abovementioned techniques could indirectly address the emotional and interpersonal 

dimensions that the present study identified to be of importance to young females in 

hypochondriasis. These include the unmet emotional needs, perceived emotional 

isolation, inward focus and lack of psychological flexibility, lack of strategies that could 

be used to tolerate and deal with emotional distress, external locus of control, and poor 

ability to problem-solve. Further research on interventions for hypochondriasis is 

encouraged. 

In conclusion, hypochondriasis could be a serious and emotionally disturbing 

condition which needs to be taken seriously and addressed through further research and 

education for the primary care professionals (Hartz et al., 2000). The present study 

provided a coherent account of the role of emotional and interpersonal dimensions in 

the origin and maintenance of DSM-IV-TR Hypochondriasis (also relevant to DSM-5 

illness anxiety disorder). The findings suggest that vulnerability to hypochondriasis 

could be rooted in the early life experience and the distorted emotional and 

interpersonal learning. On the basis of the literature review and the outcomes of the 

present study, it may be suggested that more scientific attention could be sacrificed to 

interventions which do not over-emphasise the role of somatic symptoms, while 

providing the clients with the emotions understanding and emotions management 

strategies aimed to enhance their overall interpersonal functioning. At the same time, 

irrespective of the specific therapeutic model used, the interventions should be 

underpinned by a humanistic foundation, to help build a positive working alliance 

between the client and the therapist. Hypochondriasis requires an all-encompassing 

approach in which tailored therapeutic sub-components form a therapeutic intervention 

that is negotiated with the client, as opposed to imposed on the client. Such an approach 

would embrace the potential subjectivity of the emotional and interpersonal experience 
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and the individual differences, which form the basis for the philosophy of counselling 

psychology (Woolfe et al., 2003).  

 

Strengths and limitations of present research 

The present study has some areas of strength. Empirical research has not 

previously investigated EI and sociotropy-autonomy in individuals with DSM-IV-TR 

Hypochondriasis (or DSM-5 illness anxiety disorder). Moreover, research on 

hypochondriasis in females has been scarce. There also appeared to be a gap in 

understanding the psychological needs of this clinical sub-group, which could be argued 

to impede the introduction and consolidation of tailored psychological interventions. 

Therefore, the current study offered something new to the available literature, and 

investigated this complex condition using a creative methodological approach. Its 

outcomes could potentially lead to a greater understanding of the experience of the 

individuals with hypochondriacal presentations and offered insight into the 

psychological contributors to these presentations.  

The current research did not aim for generalisability. IPA’s focus could be 

characterised using a social constructivist framework which describes reality as a 

dynamic intellectual or subjective construction, which is a function of a person’s 

relationship with the world (Larkin et al., 2006). Social constructivism emphasises that 

individuals are influenced by their personal experience and culture in their attempts to 

understand one another’s actions and assign meaning to them (Freeman & Mathison, 

2009). Consequently, the participants’ interpretations of their experience should not be 

detached from the settings and the individual context in which they occur (person-in-

context; Larkin et al., 2006). In other words, phenomena of the social and cultural world 
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and their meanings are not objective, which imposes some limits on generalisability of 

the present findings from one individual to another.  

So while meaningful conclusions could be drawn from the data, these should be 

considered tentative. The present findings could form the basis for further empirical 

research on the nature and therapeutic interventions for hypochondriasis, which could 

be addressed by the discipline of counselling psychology. It is also recommended that 

practitioners make their own judgements with regards to relevance of the present 

findings to their work with hypochondriacal clients.  

The present study’s use of a mixed-methodology enabled the researcher to 

widen the scope of research, while offsetting the weaknesses of using either a 

qualitative or quantitative approach alone (Driscoll et al., 2007). It could be argued that 

such a design produced an enriched understanding of the investigated phenomena 

(Cresswell, 2000). Additionally, creative research designs fit well with the 

methodological pluralism advocated by the discipline of counselling psychology 

(Cooper & McLeod, 2011). The over-arching aim of the present study was to gain an 

insider’s perspective into the emotional and interpersonal aspects of DSM-IV-TR 

hypochondriasis, at a deeper experiential level (Smith et al., 2009). The present study’s 

use of a qualitative methodology could be argued to be particularly useful because it 

explored an under-researched condition, for which the available evidence has been 

inconsistent (Smith et al., 2009). It followed the IPA protocol by Smith et al. (2009). 

Additionally, the present study’s use of a quantitative methodology enabled the 

narratives to be put into a wider context.   

Emotional competence tends to rise with age (Salovey & Sluyter, 1997), and 

when investigating EI in clinical populations it was previously recommended that 

research uses homogenous participant samples (Lizeretti & Extremera, 2011). The 
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present study met this recommendation. Although it was not the focus of this research, 

it is worth pointing out that it investigated participants within the age range that 

corresponded to the highest onset of DSM-IV-TR hypochondriasis (DSM-IV-TR, 2000), 

which may potentially add value to this research. 

However, while it could be argued that the concept of EI is a plausible way to 

conceptualise and measure emotional competencies, it remains a controversial one. As 

mentioned in the literature review, there appears to be no single consensual definition of 

EI, and it was unclear whether ‘true’ EI could be reliably measured. It could be argued 

that EI research has been somewhat over-reliant on TEI (self-report) measures, which 

have generally been criticised for being susceptible to faking and bias (Murphy, 2014). 

In other words, TEI could simply be described as emotional self-efficacy.  

MSCEIT is one of the best scientifically-based EI tests and its four branch 

model has been described as one of the most comprehensive conceptualisations of EI 

(Murphy, 2014). MSCEIT is only modestly correlated with the existing personality and 

intelligence measures, suggesting that it measures some new construct (Murphy, 2014). 

However, it is unclear if this construct is ‘true’ EI. Murphy (2014) noticed that MSCEIT 

does not appropriately address some other constructs which have commonly been 

associated with EI: emotional expressiveness, empathy, perspective-taking, and self-

control. It also appears that the test does not account for the contextual information in 

emotion processing and judgement (basic aptitudes vs learned capabilities), and does 

not fully explain how exactly EI is to predict behaviour (Murphy, 2014).  

In the present study, MSCEIT outcomes proved more meaningful at the lower 

levels of the MSCEIT four branch model. The clinical group members tended to score 

lower than the comparison group on the Understanding Emotions and Managing 

Emotions tasks, which was consistent with the qualitative data and the literature review. 
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However, the ‘total EI’ score would have disguised the fact that there was no reliable 

difference between the clinical and comparison groups on the Experiential EI tasks 

(Perceiving Emotions and Facilitating Thought). On the basis of the above, it could be 

argued that the present study does not provide support for a claim by Mayer et al. (2002) 

that EI could be reliably and meaningfully represented in terms of a single value. 

Additionally, it is acknowledged that the concepts of EI and sociotropy-

autonomy are just some of the ways to conceptualise emotional competencies and 

interpersonal tendencies. As such, the use of other measures could theoretically produce 

different outcomes.  

Recruitment of participants for both the clinical and comparison groups proved a 

challenging process. It required modification of the recruitment strategy and re-

designing the present study to focus on a female population only. This could be 

considered both a strength and a limitation to the current study. On one hand, the 

research provided a more in-depth insight into young females with hypochondriasis. On 

the other hand, it did not allow for conclusions to be drawn with regards to the male 

population. It is possible that some of the outcomes would be different for males with 

hypochondriasis as evidence suggests there are some gender differences in emotional 

competencies as well as the interpersonal socialisation process (Good & Robertson, 

2010). 

For instance, women are typically better than men at decoding and 

communicating emotions non-verbally, and at remembering emotion-related 

information (Brody & Hall, 2008). Women have also been argued to score worse than 

men at measures of emotional control and may be more prone to anxiety because of 

their sensitivity to emotional cues (Furnham & Buchanan, 2005). In terms of 

interpersonal tendencies, men are believed to be more reluctant to rely on other people 
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in times of need, which may partly explain why men were reluctant to sign up for the 

present study (Good & Robertson, 2010). Also, men are less likely to display 

sociotropic personality traits than women, and more likely to display autonomous 

personality traits than women (McBride, Bacchiochi & Bagby, 2005). Further research 

could investigate emotional and interpersonal aspects of hypochondriasis in males. 

Generally, qualitative studies are often criticised because they use relatively 

small sample sizes, so the results cannot be generalised to the wider population (Smith 

et al., 2009). Although the IPA protocol was followed and the recommended number of 

participants involved in the study was adhered to, the participant numbers were still 

relatively small (Smith et al., 2009). It is important to acknowledge that while 

hypochondriasis is characterised by high overall anxiety, individuals who took part in 

the present study had had to somehow overcome such anxiety. There were many 

potential participants who expressed their initial interest in this research, but eventually 

withdrew their interest as they were reluctant to take part in the interview. This makes 

the present clinical sample somewhat ‘unique’ and potentially somewhat less 

representative of this population.  

All individuals from the comparison sample who chose to sign up for this study 

received course credits in return for their time. Importantly, there was no way to ensure 

that they completed the quantitative part of the study to the best of their ability, which 

could have some impact on the overall scores attained by the comparison group.  
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Conclusion: 

The aim of this study was to investigate the emotional skills and interpersonal 

tendencies in DSM-IV-TR Hypochondriasis in young women. It could be argued that 

the findings are equally relevant to the DSM-5 illness anxiety disorder. The present 

study aimed to relate the findings from the current research to the wider therapeutic 

context and the discipline of counselling psychology. It used a creative mixed-methods 

design, which enabled the researcher to produce an enriched understanding of the 

investigated phenomenon, while offsetting the weaknesses of using either a qualitative 

or quantitative approach alone. On the basis of this empirical study and the critical 

review of the literature, a number of suggestions could be made.  

Firstly, vulnerability to hypochondriasis could be rooted in early-life emotional 

and interpersonal development. Unmet emotional needs and a feeling of emotional 

isolation could lead to an experience of unrelieved anxiety. In line with the principles of 

emotional development, an individual could initially interpret the genuine physiological 

aspects of anxiety as a sign that there is something ‘wrong’ with them. Continued 

perception of threat could direct their attention inwards, while unsuccessful attempts at 

having their anxiety relieved could lead to the formation of unhelpful emotion 

regulation and interpersonal patterns. The experience of anxiety and the perceived 

emotional isolation could further impede the emotional and interpersonal development, 

as well as a gradual acquisition of the associated more sophisticated skills. As the social 

demands tend to rise with age, the low emotional and interpersonal self-efficacy could 

contribute to over-reliance on other people at times of the emotional or interpersonal 

stress. However, it is important to acknowledge the limitations to the present study.  
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Importantly, the present study lends support for the claim that hypochondriasis 

would be better described as an anxiety-based condition, as opposed to being defined on 

the basis of the presence or absence of somatic manifestations of the underlying anxiety. 

As such, the present study raises some doubts as to the validity of DSM-5 concepts and 

their relevance to understanding the origin, nature, and management of hypochondriacal 

presentations.  

It appears that hypochondriacal presentations could be best addressed using an 

individualised clinical formulation, which would be well-adjusted to embrace their 

heterogeneous nature. Therapeutic interventions should emphasise the importance of a 

safe therapeutic relationship and would be best negotiated with clients in a respectful 

and co-operative fashion, enabling clients to feel in control of the process. The 

interventions could aim for a gradual empowerment of a client, for example through 

enhancement of perceived emotional and interpersonal competence. Interventions based 

on mindfulness and interpersonal therapy could prove to be of particular relevance. 

Finally, the psychological interventions should be presented as a primary management 

method for hypochondriacal presentations.  
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Critical appraisal: 
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Throughout the conduct of this research I have encountered a variety of 

challenges, which offered me opportunities for professional and personal growth. In this 

section of my doctoral portfolio, I attempt to critically appraise the entire process that 

led to the emergence of the current research dossier. I embark to critically evaluate how 

this process has shaped me into a reflective and independent scientist-practitioner 

(Health and Care Professions Council [HCPC], 2012). 

 

Reflections on formulation of the idea for the current research: 

The first challenge I encountered on my route to completion of this doctoral 

research was deciding on a research topic. I had been particularly interested in the 

contribution of emotional and interpersonal factors to psychological distress, but 

initially I found myself struggling with narrowing this interest down to a specific 

research idea.  

I encountered the concept of emotional intelligence (Mayer et al., 2002) and I 

found it fascinating how a single concept could embrace such a wide range of emotional 

skills and competencies that impact on everyday functioning. I discovered that it had 

historically been difficult to produce a valid and reliable measure of this psychological 

dimension, but that some measures were characterised by satisfactory psychometric 

properties.  

I was glad to have my initial interest in emotional intelligence validated by my 

primary supervisor. He stated that emotional intelligence was a viable area for the 

doctoral level research. Bearing in mind I had previously noticed emotional 

intelligence’s relationship to interpersonal functioning, my supervisor suggested I also 
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explored the potential relevance of the dimension called sociotropy-autonomy (Beck et 

al., 1983). Having done so, I realised that the sociotropy-autonomy could be considered 

an extension to emotional intelligence, by defining how people adjust their emotional 

skills and weaknesses to an interpersonal context.  

However, finding a way to relate these measures to the discipline of Counselling 

Psychology proved to be a much more demanding task. Initially, I investigated the 

possibility of integrating my idea with one of anxiety-based conditions, which was the 

other area of my professional interest. I researched Generalised Anxiety Disorder, Panic 

Disorder, Post Traumatic Stress Disorder, and Obsessive Compulsive Disorder. Not 

only was I discouraged by the amount of research that has been done on these 

conditions, I was also struggling to figure out how my study could fit into and extend 

the existing literature.  

It was not until I encountered a client with severe health anxiety on my clinical 

placement that I thought of researching hypochondriasis. Although initially my search 

for information on the nature and psychological interventions for hypochondriasis was 

motivated by a desire to improve my own clinical practice, I gradually began to notice 

that this condition fit my research ideas perfectly (on both clinical and theoretical 

levels). Hypochondriasis was long classified on the basis of the physical manifestations 

of illness-related anxiety, and was therefore characterised by a dearth of relevant 

psychological research. I discovered that only in recent years evidence was emerging in 

favour of re-classification of hypochondriasis to an anxiety-based category. My clinical 

observation of the abovementioned client indicated high levels of anxiety, emotional 

distress, as well as unstable interpersonal relationships. Therefore, I realised 

hypochondriasis could in fact be a ‘disguised’ anxiety-based condition!  
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Among the research that had already been done, there appeared to be a lot of 

confusion about what hypochondriasis actually was. Its nature, aetiology, and poor 

responsiveness to existing psychological interventions were poorly understood. I 

decided that such a context was ideal for conducting an exploratory qualitative research. 

I believed that a mixed-method approach would help me to address the complex nature 

of this condition and that it would allow me to develop a variety of research skills at a 

doctoral level. Later on, I also decided it would be useful to try to gain an insider’s 

perspective into the participants’ experience of individual therapy. I assumed it would 

allow me to reach a better practical understanding of the phenomena under investigation. 

The only reservation I had was whether I would be able to ensure fluidity in the 

integration of the qualitative and quantitative parts of the research. I was concerned it 

could at times be difficult to link and report the two in a coherent manner, and this 

indeed turned out to be the case. At the time, I believed it would be more beneficial if I 

‘went an extra mile’ in terms of the workload. On reflection, it may be that I actually 

tried to do too much at once, which I would probably not do again if I was to conduct a 

similar study in the future.  

 

Philosophical context for the research design: 

Concurrently to my planning of this research, I was undergoing personal 

development and personal therapy sub-components of my professional training. I 

believe I used these modules to enhance my potential for self- reflection. I realised that 

as an investigator in a psychological research, I would indirectly impact on the research 

outcomes through the interview schedule I would design, through following on some of 

the interviewees’ responses, and through the interpretations I would make on the 

resultant data (Salmon, 2003). As such, I was aware I would have to find the right 
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balance: being an observer as well as a ‘participant’ in the present study (Potter, 1996). I 

was able to recognise that I would play an active interpretative role in this research and 

that I would be introducing my own personal and theoretical ‘templates’ to the research 

process, while trying to make sense of participants’ attempts at making sense of their 

own experience (double hermeneutics).  

As aforementioned, the philosophical underpinnings behind the discipline of 

counselling psychology emphasise individuality and subjectivity of the psychological 

experience (Woolfe et al., 2003; Gergen, 1997). In line with the psychological model, 

my role as a trainee counselling psychologist was to learn to define clients’ construction 

of reality in terms of perceptions and opinions as opposed to objective ‘truths’ or 

entities that describe their psychological functioning (Markova & Berrios, 2009). 

Trying to embrace such a phenomenological stance, I found myself adopting humanistic 

values (Rogers, 1957) as a foundation to my therapeutic style. From the very beginning 

of my training as a counselling psychologist, I was motivated to build my therapeutic 

skills and professional identity on appreciation and engagement with the clients’ 

subjective experience, values, and interpretations within and outside of the therapeutic 

encounter. My professional identity was compatible with the present study’s design 

(choosing IPA as a research method), the data collection (humanistic focus), as well as 

the data analysis process (seeking to understand participants’ subjective reality). When 

writing up this dossier, I became motivated to contrast my professional perspective with 

the medical interpretation of mental health, which I often encountered on my clinical 

placements as a trainee counselling psychologist. 
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Reflections on data collection and analysis: 

As aforementioned, the design, the amendments to the design, and the 

permission to use MSCEIT in the present study required a lot of preparation and 

approval-seeking from the ethics committees. However, the complexity of this process 

stimulated development of my problem-solving skills, self-discipline, and an enhanced 

understanding of the investigated areas of psychological enquiry. This was because I 

was repeatedly required to clarify, defend, and justify my research ideas and the 

research design, as if I was preparing for a viva. 

Having completed all the above, I was excited at the prospect of recruiting the 

participants for the clinical sample. But as soon as I started to feel proud of getting that 

far with my research idea, I found myself unable to recruit participants. I demonstrated 

flexibility and designed an on-line version of the study, which eventually enabled me to 

bring this research into completion. Before I embarked upon my research, I was advised 

by my research supervisor to keep my mind open for ideas because the initial research 

idea rarely turns out to be exactly the same as the end product of the research process. 

This was certainly the case for my research. At the same time, it helped me to enhance 

my self-confidence, the ability to cope with the ‘unexpected’ as well as my overall 

research skills. 

Being a trainee counselling psychologist, who was trained in several therapeutic 

approaches, I found my theoretical background extremely useful in trying to make sense 

of participants’ accounts of their lived experience (Smith, 2004). I believe the 

theoretical knowledge enabled me to get beyond the surface level and enrich my 

interpretation of participants’ lived experience.  
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Reflections on how the research process impacted on my clinical practice: 

Clinical practice guidelines for the discipline of counselling psychology 

specifically describe the profession as being concerned with the subjective nature of a 

client’s symptoms or experiences and distinguish it from clinical psychology on these 

grounds (BPS, 2009). Having conducted this research, I feel I have reinforced my 

commitment to using clinical formulations to investigate and interpret clients’ 

subjective meaning-making (as opposed to relying exclusively on the diagnostic labels). 

I believe it is important to recognise and appreciate individual differences in clients’ 

worldview, rather than impose a therapeutic protocol upon them. I believe a therapist 

should aim to build a facilitative power balance and a co-operative therapeutic 

relationship to empower a vulnerable client through a tailored approach. 

In response to the present research, I began to pay far greater attention to the 

emotional and interpersonal aspects of the anxiety-based presentations. The fact that 

anxiety-based conditions often co-exist may reflect a common psychological basis. In 

hypochondriasis, rather than trying to modify the illness-related beliefs of the clients, it 

may be more productive to target an insecure attachment, unmet emotional needs, 

improvement in emotions management and understanding, and improvement in self-

efficacy and personal independence.  

Having completed the Practitioner Doctorate in Counselling Psychology, I have 

become motivated to highlight (in my opinion) the generally poor preparation of 

primary care professionals to working with patients with hypochondriasis. I believe that 

it is important to point out that although the psychological suffering in hypochondriasis 

could be more intense than in many other psychological conditions, hypochondriasis 

has not yet received the research and clinical scrutiny that is comparable to other 

anxiety-based conditions. It is concerning that the nature of this condition is poorly 
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understood and that the lack of such preparation may impede the professionals’ ability 

to effectively facilitate therapeutic advancement in clients. Some professional training 

curricula for mental health practitioners do not include health anxiety or 

hypochondriasis. More research and education is required on this complex and 

emotionally disturbing condition. 

 

Conclusion: 

I believe the completion of this research portfolio has been a very challenging 

task. I appreciate the chance to investigate in-depth the nature of an important, but 

under-researched condition. In order to bring this research to completion, I was required 

to demonstrate independence, self-discipline, creativity, flexibility, and openness to 

things not going according to the plan. As part of this process, I have enhanced my 

initiative, clinical judgement and confidence, as well as my general understanding of the 

anxiety-based conditions. More generally, my undertaking of the practitioner doctorate 

in counselling psychology has been a stimulating and intellectually-demanding 

experience which has shaped me into an independent scientist-practitioner.  I now look 

forward to developing these skills further through my professional practice and the 

Continuous Professional Development (CPD) as a qualified Counselling Psychologist. 

In the nearest future, I plan to use my CPD to further enhance my knowledge on the 

therapeutic interventions for anxiety-based conditions.   
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Is ethical approval required from any external body?    

 

Yes, the NHS Ethics Committee.  

 

NB. Where another ethics committee is involved, the research cannot be carried out 

until approval has been granted by both the School committee and the external 

committee. 

 

 

 

 

Signed: Karol Papis  Date: 18/01/2012 

 (Investigator) 

 

  

 

Signed: 

   

Date: 

 

 (Supervisor)   

 

 

Except in the case of staff research, all correspondence will be conducted through the 

supervisor. 

 

FOR USE BY THE SCHOOL ETHICS COMMITTEE 

 

 

Divisional 

Approval Granted: 

 

 

___________________________

______ 

(Chair of Behav Sci Ethics 

Committee) 

  

Date: 

 

 

School Approval 

Granted: 

   

 

Date 
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 (Chair of School Ethics 

Committee) 

  

 

 

Rationale and expected outcomes of the study  

Hypochondriasis (i.e., health anxiety) is a prevalent and costly condition. However, its 

diagnosis is hampered by a stigmatising label and lack of valid diagnostic criteria. Thus, 

re-classification of hypochondriasis to the anxiety disorders group has been suggested 

(from the ‘somatoform’ category). In recent years, there has been an emphasis on 

conceding emotions a central place in treatment or at least implementing emotion work 

in psychotherapy. At the same time, clinical theorising and empirical research have 

clearly stated that almost any mental disorder is linked to emotional problems. Despite 

that, few studies have examined relationships between emotional intelligence (EI) and 

clinical symptoms in patients with anxiety disorders. Among those which have, a 

substantial proportion relied upon self-report data, which restricted generalisability of 

the results. Bearing in mind the absence of a unified conceptual model of 

hypochondriasis, the current study is the first to examine in detail the emotional 

intelligence in hypochondriasis, and will provide new insights into emotional skills and 

deficits in this clinical group.  

Study 1 will use self-report and ability EI measures, and a sociotropy-autonomy 

measure to enable a comparison (by inspection) of how the clinical sample responded in 

relation to the student sample on different measures. Due to unequal sample sizes, the 

clinical participants will be treated as case studies and no statistical analyses will be 

performed on them. Based on previous literature, it is expected that the clinical sample 

will be characterised by lower trait emotional intelligence (TEI), relative to the 

comparison sample (i.e., the clinical patients falling onto the lower ‘tail’ of the student 

group scores distribution). It is also predicted that the clinical sample will demonstrate 

below-the-average performance on the aspects of ability emotional intelligence (AEI; 

perceiving emotions, facilitating thought, understanding emotions and managing 

emotions). In addition to that, hypochondriacs are predicted to be characterised by 

higher sociotropy scores relative to the comparison group (the prediction is based on 

such a relationship existent for generalised anxiety, and on attachment literature), while 

their autonomy scores are expected to be either lower or equal to the student sample 

outcomes. 

In study 2, the 4 clinical participants will undergo an interview that will investigate how 

the patients understand and manage emotional material, thus enabling a comparison of 

clinical observations with the psychometric outcomes from Study 1. The interview will 

be one of relatively few thus far that focus on exploration of subjective accounts of this 

particular clinical group (as a considerable proportion of previous studies was 

concerned with verification of diagnostic instruments). It will be undertaken to enhance 

our knowledge of the experience of the emotional side of severe health anxiety, 

potentially generate new ideas inspiring future research, and to relate the current study 

to the practitioner’s perspective and to the discipline of counselling psychology. It will 
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be transcribed and analysed using Interpretative Phenomenological Analysis (IPA). This 

qualitative method was deemed the most appropriate to the current study because of its 

focus on exploring subjective experience, and more specifically, social cognitions (i.e., 

the meanings individuals ascribe to the events that appear to be crucial in 

hypochondriasis), as well as due to its established position in research on healthcare and 

illness. 

Should expected deficits in emotional intelligence scores of the patients with health 

anxiety be comparable to the scores of other anxiety-related clinical groups, the current 

study would lend further support for the re-classification of hypochondriasis from the 

somatoform category to the anxiety disorders group in the DSM-V. It could also 

provide important information about the role other people play in the disorder 

(sociotropy), and how autonomous the hypochondriacal patients consider themselves to 

be. Current findings could have implications for mental health practitioners and 

physicians’ approach to diagnosis and treatment of the condition. Arguably, the results 

could also influence provision of services to this clinical group, helping health care 

providers design more patient-centred approaches to treatment, which address the 

specific emotional deficits of hypochondriacal individuals. 

 

Details of method: Materials, Design and Procedure 

Study 1: 

Materials:                                                                                                                                                     

- Health Anxiety Inventory (HAI; Salkovskis, Rimes, Warwick & Clark, 2002): to 

be used for verification of the diagnosis in the clinical group only. 

- Trait Emotional Intelligence Questionnaire-Short Form (TEIQue-SF; Petrides & 

Furnham, 2003): Trait Emotional Intelligence Measure. 

- Mayer-Salovey-Caruso Emotional Intelligence Test (MSCEIT; Mayer, Salovey 

& Caruso, 2003): Ability Emotional Intelligence Measure 

-  The Sociotropy-Autonomy Scale (SAS; Beck, Epstein, Harrison & Emery, 

1983). 

All the above instruments are characterised by good psychometric properties. 

 

Design: 

The current study is of cross-sectional design, and uses quantitative methodology.  

 

Procedure: 
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Members of the student (comparison) group will be recruited from the University of 

Wolverhampton Psychology Participant Pool. They will provide informed consent to 

participate in the study. They will learn that they do not have to answer all the questions 

from the questionnaires, if they feel uncomfortable about doing so, and that they can 

withdraw from the study at any time.  

The students will take the above measures (i.e., MSCEIT, HAI, TEIQue-SF, and SAS) 

in groups of 8 to 12 at the University of Wolverhampton (60-80 participants in total). 

Because MSCEIT contains the most items (141), it will be administered first - when the 

participants’ concentration is at its highest (to reduce a potential sense of tedium). 

MSCEIT will be administered on a computer because of cost-effectiveness and 

efficiency of on-line administration (MSCEIT is expert-scored by the test provider). 

The questionnaires will be taken via a traditional ‘paper-and-pencil’ method. The 

questionnaire booklets (HAI, TEIQue-SF, and SAS) will be marked with numerical 

identifiers (to be entered into MSCEIT instead of one’s name). For the student sample 

only, the booklets’ cover sheets will collect basic demographic data (sex and age – 

necessary to verify the inclusion criteria and to adjust the sex ratio of the samples). In 

case of the student sample, HAI will enable identification (and subsequent exclusion) of 

those students who score highly on the health anxiety dimension. 

The above also applies to the clinical sample: 4 patients with DSM-IV-TR 

hypochondriasis (as determined by the qualified clinicians’ professional judgement). 

HAI will be used to confirm their diagnoses. The clinical participants will take the 

aforementioned questionnaires individually, on the NHS premises they were recruited 

from (but the option of being tested in their own home will also be given). The clinical 

sample will be made aware that their participation will involve both the questionnaires 

(Study 1) and the interview (Study 2). Overall testing time for Study 1 and 2 should not 

exceed 2 hours in total (up to 1 hour for each).  

The clinical participants will be treated as case examples and their psychometric scores 

will be compared to those of the students by inspection (i.e., where do they fall on a 

spectrum of scores established by the student sample?). Correlations between different 

variables (e.g., TEI and sociotropy) will also be analysed. 

 

Study 2: 

Materials: 

- The Semi-structured interview schedule and a voice recorder. 

 

Design: 

Study 2 is of qualitative design and will comprise a semi-structured interview. 
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Procedure: 

Study 2 will be undertaken by the clinical sample only. Study 2 will be separated from 

the Study 1 by a half-hour comfort break and will be conducted in the same place as 

Study 1. The semi-structured interview on the patients’ understanding and everyday use 

of emotions, their interpersonal relationships, and their approach to counselling and 

healthcare is expected to last up to an hour (i.e., up to 2 hours of total participation time 

for Studies 1 and 2). The questions will be related to the concepts investigated in Study 

1. The interview will be preceded by gaining informed consent, and providing the 

participants with information on their participation. Among other things, the consent 

form will inform the participants that they can refuse to answer a question without 

having to give a reason, and that they can withdraw from the interview at any time 

(including the period after the interview has terminated), without having to give a 

reason. The interview will be audio-taped so that it could later be transcribed. 
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Appendix 3. BSEC Ethical Approval Confirmation. 
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Appendix 4: Initial NHS REC Approval Confirmation 
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Appendix 5. Advertisement text. 
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Appendix 6. University Ethical approval of the amendments to the current study. 
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Appendix 7: NHS REC approval of amendments to the current study. 
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Appendix 8. Schedule of Potential Interview Questions. 

The semi-structured interview schedule: 

This interview schedule is for guidance only. The interviewer will rely on their skills as 

a Counselling Psychologist to support participants’ sharing. The use of open-ended 

prompts is optional as the participants may cover these areas without any prompts. The 

focus of the interview is on exploration of subjective experience and the meaning-

making in health anxiety (Interpretative Phenomenological Analysis; IPA). 

Experience of the study 1.  

 How did you find the questionnaires? What did you think of the questions? 

Please tell me if you found any of the questions easy to answer. Please tell me if 

you found any of the questions somewhat difficult to answer. 

 

Health anxiety: 

 Could you please describe in your own words what your health anxiety feels like?  

How do you experience anxiety? What does it mean to you to feel anxious? Tell 

me about the last time it happened. 

 

 Could you please give me a brief history of your health worries from when they 

started up to now?  

 

 How would you describe yourself as a person?  

What sort of person are you? What are your most important characteristics: 

happy, moody, nervy?  

 

 How would other people describe you?  

Can you think of the last time someone was describing you? How does that fit 

with you? 

 

Emotional intelligence: 

 What does the word emotion mean to you? 

Can you give me some examples of emotions? What do these feel like? What 

does the word feeling mean to you? 

 

 What does the term emotional intelligence mean to you? 

How does that fit with you? 

 

 Can you think of the last time you were confused by the emotions you were 

feeling? 

What was it like for you? What did you do with it?  

 

 If I talk about feeling lots of emotions at the same time, what does it mean to 

you? 

Can you tell me about the last time you felt that? How does it feel?  

 

 What does the word self-awareness mean to you? 
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 If I talk about self-awareness of your own emotions, what does it mean to you?  

 

 And if I talk of your awareness of what other people are feeling, how does that 

fit with you? 

Tell me about the last time it happened. 

 

 

 

Interpersonal experience: 

 

 If I talk about the impact of health anxiety on everyday life, what comes to mind? 

How about its impact on your work/study/hobbies/relationships? 

 

 If I talk about how other people react to someone who has health anxiety, how 

does that fit with you? 

 

 What does the word confidence mean to you? 

And how does that fit with you? In general, how confident are you about talking 

to other people about how you feel? 

 

 

NHS care and a psychological intervention: 

 

 If I talk about diagnosing diseases, what comes to mind? 

What do you think of your GP? 

 

 If I talk about therapy and health anxiety, what does it mean to you? 

What would overcoming your anxiety mean to you? What makes it difficult to 

overcome your health anxiety? 

 

 If you were conducting this study yourself, are there any questions you would 

have asked which I have not? 
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Appendix 9: Clinical Sample Information Sheet. 

    

 

Study 1: Emotional Intelligence and Dependence on Other People in Health Anxiety. 

Comparison to a Matched Student Sample. 

Study 2: How do People with Health Anxiety Experience and Make Sense of Emotions? 

Semi-Structured Interview. 

 

 

We would like to invite you to take part in our research study. It is up to you to decide 

to join the study. Before you decide, we would like you to understand why the research 

is being done and what it would involve for you. Part 1 tells you the purpose of this 

study and what will happen to you if you take part. Part 2 gives you more detailed 

information about the conduct of the study. If you agree to take part, we will then ask 

you to sign a consent form. You are free to withdraw at any time, without giving a 

reason. This would not affect the standard of care you receive. Please take time to read 

this Information Sheet, and feel free to ask us any questions you may have. Please talk 

to others about the study if you wish. 

 

Part 1: 

Health anxiety is a relatively common condition but quite often it is more complex than 

some people think. It may have an impact on the quality of life of the patients. Research 

into health anxiety may help improve the treatment programmes within the National 

Health Service. It has been suggested that researching emotions and interpersonal 

relationships may be a step in a right direction. We cannot promise the study will help 

you, but your participation could certainly help to advance our knowledge on health 

anxiety. This study looks into emotional skills and dependence on other people in health 

anxiety in males and females between 18 and 30 years of age. It is conducted as part of 

the Practitioner Doctorate in Counselling Psychology at the University of 

Wolverhampton. It has been fully approved by the University of Wolverhampton Ethics 

Committee and the NHS: National Research Ethics Service (NRES) Committee West 

Midlands – Solihull. 

This research includes 2 short studies which are designed to work best together. 

Therefore, your participation in this project involves both Study 1 and Study 2. Both 

studies are designed to last less than 45 minutes each. Because they are separated by a 

comfort break, the total participation time is up to 1.5 hours.  

  

The purpose of the Study 1 is to collect information on your emotional abilities - 

perception and use of emotions - and on your everyday interpersonal relationships. You 
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will be asked to complete an on-line emotional intelligence test and 3 short 

questionnaires, which will ask you, for example, to evaluate how much of a certain 

feeling is expressed in a given photograph, how able you consider yourself to adapt to 

new environments, how easy it is to say ‘no’ to people, and how much you worry about 

having a serious disease. It should not take longer than 45 minutes to complete Study 1. 

You have the right to refuse answering a question without giving a reason. You will be 

asked to provide basic demographic information (sex and age – necessary to verify the 

inclusion criteria), but you can refuse to provide this information. 

After a half-hour comfort break, Study 2 takes place. The Study 2 involves a face-to-

face interview. During the interview you are asked a number of open-ended questions 

about your experience of health anxiety. Your interviewer has had therapeutic 

experience of asking questions in a sensitive way. The interview schedule has been 

reviewed by research committees and the questions were classified as non-intrusive by a 

qualified psychologist. You will be asked, for example, to evaluate your relationships 

with other people, how you understand and use emotions in everyday life, how able you 

feel to tolerate uncomfortable feelings, and what your thoughts on counselling and 

psychotherapy are. The interview will be audio-taped so that it could later be transcribed, 

which is in line with the University of Wolverhampton guidelines.  

The interview is not a therapeutic session. Your participation in the interview does not 

affect, in any way, your potential engagement in therapy in the future. Your 

participation is voluntary, which means you can refuse to answer a question, without 

having to provide a reason.  You may also withdraw from either Study 1 or Study 2 

altogether at any time, without having to give a reason. That includes the period after 

the Study 1 and the Study 2 have been completed.  

The time and location of completing the questionnaires and the interview is arranged at 

your convenience. The studies take place at the NHS settings where you found out 

about them. 

You will receive compensation for the time you take to provide valid data for this 

research (£2 for every 10 minutes of your participation, with a ceiling of £20). 

We will follow ethical and legal practice and all information about you will be handled 

in confidence. The details are included in Part 2. This research project has been 

carefully designed so that it does not affect the participants in any negative way. Any 

complaint about the way you have been dealt with during the study or any possible 

harm you might suffer will be addressed. The detailed information on this is given in 

Part 2.  

If the information in Part 1 has interested you and you are considering participation, 

please read the additional information in Part 2 before making any decision. 

Part 2: 

We will follow ethical and legal practice and all information about you will be handled 

in confidence. Only the main researcher will have a direct access to information 

collected in the Studies 1 and 2. The audio-tape and transcription will be made available 

to the research supervisor and examiners, in line with the University of Wolverhampton 

procedures. Your data will be anonymous - a numerical identifier, rather than your 
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name will be used. The materials will be stored securely for a period of up to 5 years, in 

line with University of Wolverhampton regulations, after which they will be destroyed. 

If you withdraw from the study, all collected information will be destroyed. The results 

from this study will be used to write up a doctoral thesis. The thesis will not include 

information which could lead to identification of any of the participants in the study. 

The use of the emotional intelligence test in Study 1 is funded by the University of 

Wolverhampton.  

If you have a concern about any aspect of this study, you should ask to speak to the 

researchers who will do their best to answer your questions (please see the contact 

details at the bottom of this sheet). If you remain unhappy and wish to complain 

formally, you can do this. The NHS Patient Advisory Liaison Service (PALS) is a 

support service for patients, relatives and their carers. It provides on-the-spot advice, 

information and guidance on using health services. The service listens to concerns and 

queries regarding health services and resolves them on your behalf. It also provides 

information on how to make a formal complaint and the opportunity to share your 

experiences of services both good and bad. Please see the contact details below: 

Tel: 01902 445378; Email – PALS@wolvespct.nhs.uk; PALS, Wolverhampton City 

Primary Care Trust. Coniston House, Chapel Ash, Wolverhampton, WV3 0XE 

All research in the NHS is looked at by independent group of people, called a Research 

Ethics Committee, to protect your interests. This study has been reviewed and given 

favourable opinion by West Midlands - Solihull Research Ethics Committee. 

 

If you have any queries on the above study, the researcher or his supervisor can be 

contacted at the following addresses: 

Karol Papis       Dr Neil Morris               

Counselling Psychologist in Training    Senior Lecturer                     

University of Wolverhampton    University of 

Wolverhampton Department of Psychology     Department of Psychology      

WV1 1AD       WV11AD                         

karol.papis@wlv.ac.uk            n.g.morris@wlv.ac.uk                 

Tel. 01902 322667      Tel. 01902 321363 

  

 

 

 

 

 

 

 

 

mailto:PALS@wolvespct.nhs.uk
mailto:n.g.morris@wlv.ac.uk
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Appendix 10: Clinical Sample Consent Form. 

      

Centre Number:        

Study Number: 

Patient Identification Number for this trial: 

CONSENT FORM 

Title of Project: Emotional Intelligence and Dependence on Other People in Health Anxiety. 

Name of Researcher: Karol Papis 

Please initial all boxes  

1. I confirm that I have read and understand the information sheet (version 3) for the above study. 

I have had the opportunity to consider the information, ask questions, and have had these 

answered satisfactorily. 

2. I understand my participation involves completion of 4 questionnaires, which include questions 

on my perception and use of emotions, interpersonal relationships, and health anxiety.  

3. I understand my participation will also involve an audio-taped interview on my experience of 

health anxiety. The interview includes non-intrusive questions on my perception and use of 

emotions, and general questions on my interpersonal relationships. 

4. I understand that my participation is voluntary and that I am free to withdraw at any time 

without giving a reason, without my medical care or legal rights being affected. I understand I 

may refuse to answer a question without giving a reason. 

5. I understand that data collected during the study may be looked at by research supervisors from 

the University of Wolverhampton (for supervision purposes only). I give permission for these 

individuals to have access to the above records, only when it is relevant to my taking part in this 

research. 

6. I will receive compensation for the time I take to provide valid data for this research (£2 for 

every 10 minutes of my participation, with a ceiling of £20). 

7.  I agree to take part in the above study   

 

  

            

Name of Participant   Date    Signature                        

       

            

Name of Person   Date    Signature  

taking consent.  
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Appendix 11. Table of Superordinate and Subordinate Themes (Qualitative). 

 

Super-ordinate Subordinate Participant quotes 

Early Life 
Experience  

Unmet emotional 
needs  

Stephanie: (about ‘abusive’ dad) I couldn’t control 
my childhood and I started trying to control other 
things. That’s what I believe in, anyway. Yeah, I 
was a scared child and it came out in that way. 
(p.4) 
 
Carly: (about parents) They will also like get 
frustrated that I’m not really doing anything? They 
keep telling me that you should be out doing stuff 
and … it’s like I know that but I’m too anxious to 
do it and … It’s almost as if they, I don’t know, 
haven’t got that much time for it. They’re like oh 
you’ll just like have to, I don’t know, get over it 
(p.17) 
 
Marion: (about GPs) It’s not that they don’t care, 
cause realistically, it’s because they don’t have the 
time … to care. To actually … work in to realise 
what is wrong with me. So I guess it makes me 
have not as much confidence in their diagnoses. 
(p.20) 
 
Rachel: (about authority figures) I’m not good at 
sort of speaking to my boss at work, and things like 
that. And the children’s teachers, I’m not good at 
speaking to them. Anybody really with any 
authority, I’m not good at. (p.5) 
 
 
 
Carol and Krista mirrored this point 
 

Emotional isolation  Krista: Humiliating. I feel like people would talk 
about me and think I am a freak. It’s quite 
upsetting because you do want to tell people 
about it but you just feel embarrassed. It’s quite 
horrible. (p.12) 
 
Rachel: (about having to put up a front) It makes 
me feel that … if they knew what I was like they’d 
probably stay clear of me and they’d think I was a 
crazy person. (p. 13) 
 
Stephanie: (describing her ‘abusive’ dad) You don’t 
get over it. You often think well, if your dad can’t 
love you who else really can love you. (p.7) 
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Marion: I’ve lost a lot of friends because of it I 
think it’s really horrible, because … it’s just getting 
sort of isolating and again it makes everything 
worse because you just feel sort of on your own. I 
guess some people (…) think, I guess, it’s my fault 
or something, I guess? It’s just me being ridiculous 
or me being stupid. (p.18)  
 
Carly and Carol mirrored this point 

Inward focus  ‘There is something 
wrong with me’  

Marion: it’s hard to pick things about me because I 
find it a lot easier to just define myself with all the 
anxiety cause that’s how I feel … it defines me 
mostly at the moment … (p.16) 
 
Carly: I can sort of, I don’t know, I suppose maybe 
like get over one thing but then as soon as I do … 
something else wants to just take its place. And it’s 
as if, I don’t know, as if I’ve always got to be 
anxious about something. Like it doesn’t matter 
what it is. It’s just … gotta be something …(p.22) 
 
Stephanie: (speculating what life without health 
anxiety would be like) I don’t know what life could 
be like. I ... a part of it would be scary, in a way. I 
think it’d be lovely. But it’d also be a little bit scary 
because … I think it kind of … protects me in a way 
because I think I’m in control or something .And 
without it I don’t know what life would be like. 
(p.18) 
 
Krista: I am aware that I do have health anxiety, 
but it doesn’t stop me worrying that I do have a 
serious illness. (p.4) 
 
 

Emotional reasoning  Marion: In my head, as much as people tell me it’s 
because I’m more anxious about other things that I 
start worry about my health, I can’t see the link. 
Cause I guess when you’re actually really worrying 
about something that’s wrong with you, like 
cancer or having a heart attack, that’s all you can 
focus on. And any physical symptom you think 
‘That’s definitely it’ (p.23) 
 
Carly.: I found it hard to sort of be convinced? Like 
I don’t know, the anxiety was still there.(p.18) 
 
Krista.: It’s frustrating because you feel like you’re 
not being listened to and you and your body, you 
can feel that there’s something not right … And 
that … to me personally, it makes me panic. (p.3) 
 
Stephanie: I can’t focus on anything else … So I 
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have to check. Yeah, it’s just basic anxiety 
symptoms, really: shakiness … sort of beating 
heart … (p.3) 
 
Carol: if I’m feeling worried about something, 
sometimes I don’t mean to but I forget about how 
other people might be feeling. And just think how I 
might be feeling. (p.16) 
 
 
Rachel mirrored this point. 
 

Self-fulfilling prophecy Marion: I’ve asked someone close to me if I’m 
alright or something and they just looked at me 
and said ‘yeah’, and I’m thinking in my head they 
don’t mean that, they’re thinking there is 
something wrong with me. Or even if I catch 
somebody sort of staring at me, I’m thinking 
they’re thinking there is something wrong with 
me, I’m going to die (p.12).  
 
Stephanie: I have this thing in my mouth. It’s a 
little flat … sore, it’s been there for years. I’ve had 
lots of doctors and dentist telling me it’s fine. But I 
would still look at it half an hour with a flashlight in 
a mirror.(…) every time I look at it, it looks worse, 
in my head. Then, I pull myself around. Then I’ll get 
an ulcer or a sore because I’m poking my mouth, 
and then that makes me worry more. (p.2) 
 
Rachel: It’s just scary. I sort of have images in my 
head of telling them I’m poorly and I’m gonna die. 
I even have the conversation in my own head what 
I’m gonna tell them. (p.5) 
 
Krista: When I am anxious about a certain 
symptom I’m having … and then I go on Google 
and google that symptom, and it tells me that 
there is something wrong with me (…) whenever I 
know what that is, I do tend to think that I do have 
that. (p.10)  
 

Learned 
helplessness  

External locus of 
control  
  

Stephanie: Like you can’t really control much in 
life. But that’s one thing that … you can control by 
checking all the time. I know it isn’t very healthy 
(p.2)  
 
Carly: I suppose like I feel sort of I don’t have like 
control over how I’m feeling. And it’s like … not 
much I can, I don’t know, do to sort of change how 
I feel (p.5) 
 
Carol: Like really panicky. Like I just wanna run 
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away from everything even though I know I 
couldn’t. (p.6) 
 
Krista: I’m very fearful of everything. I can’t watch 
certain programmes in case I think I’ve got 
something. If I do take a medicine I can’t read … a 
leaflet in case I’ve got something wrong with 
me.(p.7) 
 
 
Marion and Rachel mirrored this point. 
 

Over-reliance on other 
people 

Marion:  I always have to ask people for 
reassurance, so sometimes when I’m going to 
sleep I say things like ‘promise I’m not going to die 
in my sleep’ and things like that, so I guess it can 
get very annoying to people? (p.17) 
 
Carly: when I’m not feeling so good, I’ll ask them 
for reassurance and then sort of … I suppose I’m 
like constantly asking them. And then I suppose 
they get sort of fed up with me sort of probably 
repeating the same sort of things like over and 
over again. Like asking if there’s something wrong 
with me. It’s like they just get really … irritated. 
(p.17) 
 
Carol: Other things I worry about is travelling by 
myself. At the moment, I wouldn’t like travel by 
myself. I’d always want someone with me. (p.22) 
 
Rachel: (about feeling emotionally ‘stuck’) … quite 
needy. (…) Just sort of the feeling of … needing 
somebody to … look after you and just … be there 
for you. (p.10)  
 
Stephanie mirrored this point. 
 

Experience of 
psychological 
therapy 

Experience of 
psychological therapy 

Marion: I think I went into it with a really bad state 
of mind, and thought ‘This isn’t gonna help’. But I 
kept thinking they’re gonna think stuff if I say this 
and stuff so it was very … I guess I wasn’t actually 
opening up to them properly. (…) I just felt they 
weren’t even listening to me. It was just all a 
planned procedure that they were following (p.22) 
 
Rachel: There was nothing, absolutely nothing to 
help you out at all. I’ve had cognitive-behavioural 
therapy. It was rubbish. The person who did it 
didn’t understand one bit. I’ve also had … a 
different course of therapy … who told me there 
was nothing wrong with me and they just wanted 
to give me anti-depressants. But I’m not 
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depressed … (p.16) 
 
Carly: It seems to like focus like a lot on … perhaps 
sort of physical symptoms. (…) but … I suppose 
sometimes I don’t always have the physical 
symptoms and it’s more … it’s like all sort of in my 
head kind of thing? (p.22) 
 
Carol: I don’t always like talking about my feelings, 
but they always like to go like sort of really deep. 
What I really need is things to take my mind off. 
That is why I start getting panicky. (p.20) 
 
 
Krista mirrored this point. 
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Appendix 12: Health Anxiety Inventory (HAI). 

HAI                                                                                    

Each question is this section consists of a group of four statements. Please read 

each group of statements carefully and then select the one which best describes 

your feelings, over the past six months (or other agreed time period).  Identify the 

statement by ringing the letter next to it, i.e. if you think that statement a.) is 

correct, ring statement a.).  It may be that more than one statement applies, in 

which case, please ring any that are applicable. 

 

1. a.) I do not worry about my health. 

 b.) I occasionally worry about my health. 

 c.)  I spend much of my time worrying about my health. 

 d.)  I spend most of my time worrying about my health. 

 

2.  a.)  I notice aches/pains less than most other people (of my age). 

 b.)  I notice aches/pains as much as most other people (of my age). 

 c.)  I notice aches/pains more than most other people (of my age). 

 d.)  I am aware of aches/pains in my body all the time. 

 

3.  a.)  as a rule I am not aware of bodily sensations or changes. 

 b.)  sometimes I am aware of bodily sensations or changes. 

 c.)  I am often aware of bodily sensations or changes. 

 d.)  I am constantly aware of bodily sensations or changes. 

 

4.  a.)  resisting thoughts of illness is never a problem. 

 b.)  most of the time I can resist thoughts of illness. 

 c.)  I try to resist thoughts of illness but am often unable to do so. 

 d.)  thoughts of illness are so strong that I no longer even try to resist them. 

 

5.  a.)  as a rule I am not afraid that I have a serious illness. 

 b.)  I am sometimes afraid that I have a serious illness. 

 c.)  I am often afraid that I have a serious illness. 

 d.)  I am always afraid that I have a serious illness. 

 

6.  a.)  I do not have images (mental pictures) of myself being ill. 
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 b.)  I occasionally have images of myself being ill. 

 c.)  I frequently have images of myself being ill. 

 d.)  I constantly have images of myself being ill. 

 

7.  a.)  I do not have any difficulty taking my mind off thoughts about my health.  

 b.)  I sometimes have difficulty taking my mind off thoughts about my health. 

 c.)  I often have difficulty in taking my mind off thoughts about my health. 

 d.)  Nothing can take my mind off thoughts about my health. 

 

8.  a.)  I am lastingly relieved if my doctor tells me there is nothing wrong. 

 b.)  I am initially relieved but the worries sometimes return later. 

 c.)  I am initially relieved but the worries always return later. 

 d.)  I am not relieved if my doctor tells me there is nothing wrong. 

 

9.  a.)  if I hear about an illness I never think I have it myself. 

 b.)  if I hear about an illness I sometimes think I have it myself. 

 c.)  if I hear about an illness I often think I have it myself. 

 d.)  if I hear about an illness I always think I have it myself. 

 

10. a.)  if I have a bodily sensation or change I rarely wonder what it means. 

 b.)  if I have a bodily sensation or change I often wonder what it means. 

 c.)  if I have a bodily sensation or change I always wonder what it means. 

 d.)  if I have a bodily sensation or change I must know what it means. 

        

 11. a.)  I usually feel at very low risk for developing a serious illness. 

  b.)  I usually feel at fairly low risk for developing a serious illness. 

  c.)  I usually feel at moderate risk for developing a serious illness. 

  d.)  I usually feel at high risk for developing a serious illness. 

 

 12. a.)  I never think I have a serious illness. 

  b.)  I sometimes think I have a serious illness. 

  c.)  I often think I have a serious illness. 

  d.)  I usually think that I am seriously ill. 
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13. a.) if I notice an unexplained bodily sensation I don't find it difficult to think about 

other things. 

  b.)  if I notice an unexplained bodily sensation I sometimes find it difficult to 

think about other   things. 

 c.)  if I notice an unexplained bodily sensation I often find it difficult to think 

about other things. 

 d.)  if I notice an unexplained bodily sensation I always find it difficult to think 

about other things. 

 

 14. a.)  my family/friends would say I do not worry enough about my health. 

  b.)  my family/friends would say I have a normal attitude to my health. 

  c.)  my family/friends would say I worry too much about my health. 

  d.)  my family/friends would say I am a hypochondriac. 

 

For the following questions, please think about what it might be like if you had a 

serious illness of a type which particularly concerns you (e.g. heart disease, cancer, 

multiple sclerosis & so on).  Obviously you cannot know for definite what it would be 

like; please give your best estimate of what you think might happen, basing your 

estimate on what you know about yourself and serious illness in general. 

 

 15. a.)  if I had a serious illness I would still be able to enjoy things in my life quite a 

lot. 

b.)  if I had a serious illness I would still be able to enjoy things in my life a little. 

c.)  if I had a serious illness I would be almost completely unable to enjoy things 

in my life. 

d.)  if I had a serious illness I would be completely unable to enjoy life at all. 

 

 16. a.)  if I developed a serious illness there is a good chance that modern medicine 

would be able to cure me. 

b.) if I developed a serious illness there is a moderate chance that modern 

medicine would be able to cure me. 

c.)  if I developed a serious illness there is a very small chance that modern 

medicine would be able to cure me. 

d.)  if I developed a serious illness there is no chance that modern medicine 

would be able to cure me. 

 

 17. a.)  a serious illness would ruin some aspects of my life. 
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  b.)  a serious illness would ruin many aspects of my life. 

  c.)  a serious illness would ruin almost every aspect of my life. 

  d.)  a serious illness would ruin every aspect of my life. 

 

 18. a.)  if I had a serious illness I would not feel that I had lost my dignity. 

b.)  if I had a serious illness I would feel that I had lost a little of my dignity. 

c.)  if I had a serious illness I would feel that I had lost quite a lot of my dignity. 

d.)  if I had a serious illness I would feel that I had totally lost my dignity. 
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Appendix 13 : Trait Emotional Intelligence Questionnaire Short Form (TEIQue-SF). 
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Appendix 14. Mayer-Salovey-Caruso Emotional Intelligence Test – sample item. 
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Appendix 15. Sociotropy-Autonomy Scale (SAS) 

Please indicate what percentage of the time each of the statements below applies to you, by 

using the scale to the right of the items. Choose the percentage that comes closest to how often 

the item describes you.  

 0% 25% 50% 75% 100% 

1. I feel I have to be nice to other people.      

2. It is important to me to be free and independent.      

3. It is more important that I know I’ve done a good job than 

having others know it. 

     

4. Being able to share experiences with other people makes 

them much more enjoyable for me. 

     

5. I am afraid of hurting other people’s feelings.      

6. It bothers me when people try to direct my behaviour or 

activities. 

     

7. I find it difficult to say “no” to people.      

8. I feel bad if I do not have some social plans for the 

weekend. 

     

9. I prize being a unique individual more than being a 

member of a group. 

     

10. When I feel sick, I like to be left alone.      

11. I am concerned that if people knew my faults or 

weaknesses they would not like me. 

     

12. If I think I am right about something, I feel comfortable 

expressing myself even if others don’t like me. 

     

13. When visiting people, I get fidgety when sitting around 

talking and would rather get up and do something. 

     

14. It is more important to meet your own objectives on a 

task than to meet another person’s objectives. 

     

15. I do things that are not in my best interest in order to 

please others. 

     

16. I like to take long walks by myself.      

17. I am more concerned that people like me than I am about 

making important achievements. 

     

18. I would be uncomfortable dining out in a restaurant by 

myself. 

     

19. I don’t enjoy what I am doing when I don’t feel that 

someone in my life really cares about me. 

     

20. I am not influenced by others in what I decide to do.      
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21. It is very important that I feel free to get up and go 

wherever I want. 

     

22. I value work accomplishments more than I value making 

friends. 

     

23. I find it is of importance to be in control of my emotions.      

24. I get uncomfortable when I am not sure how I am 

expected to behave in the presence of other people. 

     

 

25. I feel more comfortable helping others than receiving 

help. 

     

26. It would not be much fun for me to travel to a new place 

all alone. 

     

27. If a friend has not called for a while, I get worried that he 

or she has forgotten me. 

     

28. It is more important to be active and doing things than 

having close relations with other people. 

     

29. I get uncomfortable around a person who does not clearly 

like me. 

     

30. If a goal is important to me, I will pursue it even if it may 

make other people uncomfortable.  

     

31. I find it difficult to be separated from people I love.      

32. When I achieve a goal I get more satisfaction from 

reaching the goal than from any praise I might get. 

     

33. I censor what I say because I am concerned that the other 

person may disapprove or disagree. 

     

34. I get lonely when I am home by myself at night.      

35. I often find myself thinking about friends or family.      

36. I prefer to make my own plans, so I am not controlled by 

others. 

     

37. I can comfortably be by myself all day without feeling a 

need to have someone around. 

     

38. If somebody criticizes my appearance, I feel I am not 

attractive to other people. 

     

39. It is more important to get a job done than to worry about 

people’s reactions. 

     

40. I like to spend my free time with others.      

41. I don’t like to answer personal questions because they 

feel like an invasion of my privacy.  
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42. When I have a problem, I like to go off on my own and 

think through rather than being influenced by others. 

     

43. In relationships, people often are too demanding of each 

other. 

     

44. I am uneasy when I cannot tell whether or not someone 

I’ve met likes me. 

     

45. I set my own standards and goals for myself rather than 

accepting those of other people. 

     

46. I am more apologetic to others than I need to be.      

47. It is important to me to be liked and approved of by 

others. 

     

48. I enjoy accomplishing things more than being given 

credit for them. 

     

49. Having close bonds with other people makes me feel 

secure. 

     

50. When I am with other people, I look for signs whether or 

not they like being with me. 

     

51. I like to go off on my own, exploring new places without 

other people. 

     

52. If I think somebody may be upset at me, I want to 

apologize. 

     

53. I like to be certain that there is somebody close I can 

contact in case something unpleasant happens to me. 

     

54. I feel confined when I have to sit through a long meeting.      

55. I don’t like people to invade my privacy.      

56. I feel uncomfortable being a nonconformist.      

57. The worst part about being in jail would be not being 

able to move around freely. 

     

58. The worst part about growing old is being left alone.      

59. I worry that somebody I love will die.      

60. The possibility of being rejected by others for standing 

up for my rights would not stop me. 
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Appendix 16: Comparison Sample Information Sheet. 

Information Sheet (Study 1- Comparison Group) 

 

Emotional Intelligence, and Sociotropy-Autonomy in hypochondriacal patients. A comparison to a 

matched student sample. 

My name is Karol Papis and I am a student of the Practitioner Doctorate in Counselling Psychology at the 

University of Wolverhampton. As part of my training, I am conducting research on emotional 

intelligence, social dependency (dependence on others for gratification and support), and autonomy 

(personal independence) in hypochondriasis (severe health anxiety). The purpose of this part of the 

study is to examine emotional intelligence, social dependency, autonomy and health anxiety outcomes 

of undergraduate psychology students.  

 

Your participation will involve a set of four questionnaires (investigating the above concepts). You will 

be asked, for example, to evaluate how much of a certain feeling is expressed in a photograph, how 

capable you consider yourself in terms of adapting to new environments, how easy it is to say ‘no’ to 

people, and how much you worry about having a serious disease. One of the questionnaires will be 

taken on a computer, and the remaining three will be completed by hand. It may take up to an hour to 

complete all the questionnaires. Data collection will take place in small groups, in a computer room in 

the MC building. All information obtained in this study will be kept confidential, and only the researcher 

will have a direct access to it. It will be stored securely for a period of up to 5 years, after which it will be 

destroyed. A numerical identifier, rather than a name, will be assigned to each questionnaire set to 

provide anonymity.  

 

All participants can refuse to answer a question, without giving a reason. All participants have a right to 

withdraw from the study at any time, without giving a reason. That includes the period after the 

questionnaires have been completed. Feedback will be available to participants after the examination of 

the study. If you would like a summary of the findings, please email the researcher (Karol Papis) in June 

2014, when the project’s completion date is due.  

 

If you have any queries, the researcher or his supervisor can be contacted at the following addresses: 

Researcher      Research Supervisor 

Karol Papis      Dr Neil Morris                                                         

Counselling Psychologist in Training   School of Applied Sciences                           

School of Applied Sciences     Division of Psychology                                

Division of Psychology     Millenium City Building                     

Millenium City Building     University of Wolverhampton                 

University of Wolverhampton    WV1 1SB                                                          

WV1 1SB      n.g.morris@wlv.ac.uk                                 

karol.papis@wlv.ac.uk 

  

mailto:n.g.morris@wlv.ac.uk
mailto:karol.papis@wlv.ac.uk
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Appendix 17: Comaprison Sample Consent Form. 

 

Emotional Intelligence and Sociotropy-Autonomy in Undergraduate Psychology Student Sample. 

This research project investigates the emotional intelligence, social dependency (dependence on others 

for gratification and support), and autonomy (personal independence) in relation to health anxiety. Your 

participation will involve a set of four questionnaires measuring these concepts (i.e., ability and trait 

emotional intelligence, social dependence and autonomy, and health anxiety).  

I understand and confirm that: 

 

 I have read the information sheet and I understand its contents. 

 I will complete a set of four questionnaires which measure my emotional intelligence, social 

dependency, autonomy, and health anxiety. 

 The overall testing time for this study should not exceed 60 minutes. 
 I will be asked to specify my gender and age (on the front cover of the questionnaire booklet). 

These are basic demographic details which enable the researcher to verify the participants’ 

match against the inclusion criteria of the study. The gender composition from this part of the 

study will be matched to the gender ratio of the hypochondriacal sample. I understand I can 

refuse to answer these questions, without having to give a reason. 

 Anonymity in the study will be provided by the use of a numerical identifier assigned to each 

questionnaire set (on the booklet cover sheet). 

 Confidentiality will be maintained by storing the questionnaires in a secured locker which only 
the researcher (Karol Papis) will have direct access to. The data will be stored for the period of 
up to 5 years, after which it will be destroyed. 

 All questions will require a selection of the most appropriate answer from options provided. I 

understand I can refuse to answer a question, without giving a reason.  

 Participation in this study is unlikely to have any adverse effects on me.  
 My participation is voluntary. I can withdraw from the study at any time, without giving a 

reason. That includes the period after the questionnaires have been completed, as long as it 
could be traced back. 

 I understand I may request feedback on the study upon its completion (the details are on the 
Information Sheet). 
 

 

Please sign below to show that you have read and agreed with the contents. 

Researcher: Karol Papis  karol.papis@wlv.ac.uk 

    

Participant: 

Name………………………………………………………………………………………..            

Signature………………………………………………………………………………….. 
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Appendix 18: Relevant SPSS outputs from the quantitative analysis. 

 

 

 

Independent samples t-test. 

 

 

 

 

 

Paired samples t-test. 

 


