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OUTLINE AND SETTING OF THE THESIS
Outline
The present dissertation examines health anxiety (HA) and
illness behaviours in children of mothers with severe HA.
During the initial planning of the PhD study, it became clear
that no prior systematic review was published regarding the
influence of family and childhood factors associated with the
development of HA. The first part of this dissertation therefore
deals with a systematic review, whereas the second part is
based on original data from a family case-control study.
The dissertation starts with a general introduction to HA and
an overview of the current knowledge on HA in children and
adolescents. The aims and considerations about study design

and methods used are also laid out.
Then three papers are presented: Paper I, which is a systematic review on the influence of family and childhood factors
associated with the development of HA followed by paper II
and III, which are both based on original data from a family
case-control study including 150 families. Paper II describes
results on HA symptoms and related constructs in children of
mothers with 1) severe HA, 2) rheumatoid arthritis (RA) and 3)
healthy mothers and thereby focuses on the potential intergenerational transmission of HA. The writing of Paper III was
inspired by our findings in Paper II and examines illness perception, illness behaviour and HA by proxy in mothers with
severe HA. HA by proxy is a newly introduced term that describes parental excessive concern and preoccupation with
their child’s symptoms.
The presentation of the papers is followed by a general discussion of methods and results, perspectives for future research,
a summary and a complete reference list.
Setting
This PhD dissertation origins from the Research Clinic for Functional Disorders and Psychosomatics, Aarhus University Hospital, Denmark. The original data for paper II and III are based on
a family case-control study where the case group, i.e. mothers
with severe HA, were recruited from three different University
Hospitals (Aarhus, Køge and Bispebjerg) in Denmark specialised in somatoform disorders including HA. Control group 1,
i.e. mothers with RA, were recruited from 3 University Hospitals (Aarhus, Aalborg and Odense) and one Regional Hospital
(Silkeborg) in Denmark specialised in rheumatologic disorders.
The planning, conducting, recruitment and assessment for this
study and the subsequent evaluation of its data were the
primary objectives of the present PhD dissertation.
INTRODUCTION
The aim of this chapter is to give an introduction to health
anxiety (HA) in adults and children. Throughout the dissertation, severe HA will be used synonymously with diagnostic
designations such as hypochondriacal disorder used in the ICD10 [1], hypochondriasis used in the DSM-IV [2] and somatic
symptom disorder and illness anxiety disorder used in DSM-5
[3].
What is health anxiety in adults?
Transient health worries are common in the population and
may begin after a newly perceived symptom or following inforDANISH MEDICAL JOURNAL
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mation about an illness in the media [4]. If the worries motivate
an individual to seek appropriate medical care and thereby
reduce his/her risk of morbidity and mortality, it is considered
adaptive behaviour [5]. However, if the worries are out of proportion with the actual degree of medical risk, it becomes maladaptive and may be labelled HA.
Severe and persistent HA in adults is estimated to be 3.4% in
the general population [6] and 9.5% in primary care consultations [7]. Severe HA is persistent and associated with great
personal distress and a high health care use [8,9]. In addition, a
recent study found that severe HA is associated with a considerable societal burden in terms of sickness-related benefits [10].
The disorder is characterised by core cognitive, somatic and
behavioural features [5], where the cognitive feature includes
worries and ruminations about illness [7], which usually occurs
due to the (mis)interpresentations of bodily sensations that are
interpreted as signs of serious illness [11].
Somatosensory amplification, a tendency to experience normal
somatic sensations as unusual intense, noxious or disturbing, is
proposed to be involved in the somatic perception of symptoms, and because of the intensity, they may be perceived as
pathological [12-14].
Finally, a characteristic safety-seeking behaviour with a need for
reassurance is often seen and may include self-investigations of
the body (e.g. lymph nodules or heart rate) and/or frequent
doctor visits. This behaviour can lead to a transient reduction in
HA symptoms [15], but can in the long run aggravate the symptoms of severe HA [16].
•
•
•

The prevalence of severe HA in the general population is 3.4
%.
Severe HA is associated with personal suffering and a high
health care use.
Severe HA is characterised by core cognitive, somatic and
behavioural features features.

Catastrophic perceptions of most often transient and benign
bodily sensations and symptoms are the defining psychological
mechanism involved in the experience and maintenance of
severe HA [17]. That is, a person with severe HA often has very
maladaptive perceptions of the cause, consequences and the
timeline perspective of experienced sensations/symptoms.
Believing a benign sensation/symptom is a sign of e.g. cancer
increases worries and apprehension, and the individual will as a
consequence be aware of any sensations or signs that could be
indicative of such a serious disease leading to a selective attention toward the body (Figure 1).
Figure 1 is a simple, frequently used model also in patient psychoeducation that illustrates the vicious circle that is supposed
to maintain severe HA.
Figure 1. The perception model [18]
Sensation/symptom

Selective attention
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Diagnostic classification of health anxiety
Thirty years ago, Kellner stated that “the history of hypochondriasis is more about the history of a term rather than that of a
disorder or a syndrome” [19], and today the debate is still
ongoing regarding the classification of severe HA [20,21]. At
present, severe HA is included under the somatoform disorders in the diagnostic classification system ICD 10 and under
the group of somatic symptom and related disorders in the
new DSM-5.
The hypochondriasis diagnosis in the previous DSM-IV-TR [22]
is characterised by preoccupations with fears of having, or the
idea that one has, a serious disease based on misinterpretations of bodily signs or symptoms, and that the preoccupation
is persistent despite of appropriate medical evaluation and
reassurance (Table 1). In the ICD-10 [1], severe HA is known as
Hypochondriacal disorder. The criteria used either require a
persistent belief that one has a specifically named serious
illness or a persistent preoccupation with a presumed deformity. The ICD-10 as well as the DSM-IV criteria have been critised
for being too narrow and overlapping with other somatoform
disorders, and Fink et al. introduced in 2004 new empiricallybased diagnostic criteria for HA [7] (Table 1).
In the new DSM-5 [3], severe HA is classified under two different diagnoses; somatic symptom disorder and illness
anxiety disorder. Both disorders share HA as a key symptom,
but in somatic symptom disorder, it is the somatic symptoms
that are distressing, whereas illness anxiety disorder excludes
patients with moderate and severe somatic symptoms (Table
1).
Overall, the lack of expert consensus and empirically validated diagnostic criteria of severe HA [23] has resulted in different diagnostic labels and criteria, which has hampered the
research.
•
•

Clinical aspects
Untreated, severe HA has a recovery rate below 50% in adults
[24], and the disorder is found difficult to threat [25]. However, newer studies suggest that especially cognitive behavioural
therapy (CBT) is an effective treatment in adults [26-28], and
CBT is recommended as the gold standard in the treatment of
severe HA in the latest Cochrane review [29]. Furthermore,
pharmacotherapy with Fluoxetine [30] and Paroxetine [31] is
found to be effective.
A potential new focus points in treatment, though still speculative, could be family-oriented such as targeting health-related
worries directed towards significant others, i.e. children, in
parents with severe HA [32] or child-oriented such as preventive strategies towards children and adolescents with expressions of HA early in life [33,34].
•
•
•

Apprehension/
worries

Reassurance/relief

Severe HA is classified as a somatoform disorder in the ICD10.
A lack of expert consensus and empirically validated diagnostic criteria of severe HA has resulted in different diagnostic labels.

Untreated severe HA has a recovery rate below 50%.
Cognitive behavioural therapy is an effective treatment for
HA in adults.
A new focus in severe HA could be family-oriented treatment.
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Table 1. Different diagnostic classification for health anxiety
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Differential diagnosis and boundaries of health anxiety
Psychiatric comorbidity is common in severe HA [31], the most
prevalent being depression or anxiety disorders [35]. According to a population-based study, 11.8% of those with current
HA had a comorbid major depression and 31.8% had an anxiety disorder [6].
As seen in Figure 2, misinterpretation of bodily symtoms /
sensations is also seen in other psychiatric disorders, and the
following section gives a short overview of important differential diagnoses and diagnostic boundaries of severe HA.
Figure 2. The relation of HA to other types of anxiety disorders and somatisation disorder (modified after Rachman [36])
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Panic Disorder
Individuals with panic disorder misinterpret their symptoms
[37], which is also a central feature in severe HA [11]. However, the misinterpretations in panic disorder are related to an
acute anxiety response (i.e. symptoms from the autonomic
nervous system), whereas symptoms involved in severe HA
include autonomic symptoms as well as other physical sensations and signs [38]. Moreover, it is characteristic that individuals with panic disorder fear dying, whereas individuals with HA
fear death [39]. Finally, where reassurance is a common behaviour seen in severe HA, escape/avoidance behaviour more
often occurs in panic disorder [38].
Generalised Anxiety Disorder
Generalised anxiety disorder (GAD) is characterised by excessive worries about several domains of life [40,41] that may
include persistent health-related worries. The prevalence of
health-related worries in GAD has been fund to vary considerably in different studies ranging from 3% [41] to 76% [40]. In
addition, the catastrophic misinterpretations of bodily sensations seen in severe HA, which may lead to autonomic hyperactivity, is generally lacking in individuals with GAD [42].
Obsessive Compulsive Disorder
Somatic obsessions seen in Obsessive Compulsive Disorder
(OCD) can be indistinguishable from the intrusive fears of
illness in severe HA [43], and moreover reassurance performed
to reduce stress [44] only has a transient effect in both disorders [45,46]. However, individuals with OCD experience their
illness worries as unrealistic trying to resist them and moreover, they do not necessarily have accompanying bodily sensations [45]. In addition, individuals with OCD have obsessions
and compulsions beyond health- and illness-related areas [43],
and their symptom insight and control over obsessions and/or
compulsions are different from that seen in severe HA, where

less symptom insight and a lower degree of resistance and
control have been described [36,44,45]
Medically unexplained symptoms/other somatoform
disorders
Medically unexplained symptoms are symptoms that after
appropriate medical assessment cannot be explained by conventionally defined medical disease [47]. Individuals with
medically unexplained symptoms are encountered in psychiatric settings (e.g. patients diagnosed with somatisation disorder), but mainly in medical departments where they often get
diagnoses of functional somatic syndromes (e.g. fibromyalgia,
irritable bowel syndrome, chronic fatigue syndrome). The new
diagnostic term, currently only used as a research diagnosis,
Bodily Distress Syndrome (BDS), is suggested to cover most of
the various functional syndromes as well as somatoform disorders except for HA [48]. Patients with severe HA may as patients with other somatoform disorders/functional somatic
syndromes or BDS present physical symptoms for which no
organ-pathology can be found. However, for individuals with
the latter diagnosis, the physical symptoms are the primary
problem, whereas in severe HA, the illness worries themselves,
suggested to arise from bodily sensations or minor symptoms,
are dominant and the most distressing feature [49].
All in all, severe HA shares phenomenological and functional
similarities with various anxiety disorders and other somatoform disorders, and hence a shared aetiology between these
disorders has been suggested [50].
•

•

Severe HA shares phenomenological and functional similarities with especially anxiety disorders and other somatoform
disorders.
Comorbidity is common, the most prevalent being depression and anxiety disorders.

The aetiology of health anxiety
The DSM-5 [3] highlights that early risk factors are suggested
to contribute to the development of severe HA also described
in two separate theoretical models, namely the cognitive
behavioural model [16,51] and the interpersonal model
[52,53]. Both models conceptualise how early environmental
factors may be associated with severe HA. This section will
focus on the aetiology of severe HA as described in the two
models.
The cognitive-behavioural model
The most well-established and empirically supported model
[54] is the cognitive-behavioural model. This model describes
the origins and maintenance of misinterpretations and healthrelated assumptions in individuals with HA as being a product
of environmental factors [51] that may include illness in self or
significant others, illness-focused information in the media and
unsatisfactory medical management. This can result in negative illness beliefs, physical reactions and maladaptive illness
behaviours and thereby predispose an individual to develop
severe HA (Figure 3). Empirical data that have supported the
model with regard to past illness-related experiences are
based on retrospective studies on adults with severe HA which
have investigated 1) illness experiences in self during childhood [55,56] and 2) the experience of illness in a family member or close friend [56-59]. The model furthermore suggests
that an important maintenance of HA is safety-seeking behaviour.
DANISH MEDICAL JOURNAL
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The model has been criticised for not taking genetic factors
into account [54].

•

The interpersonal model
The interpersonal model like the cognitive-behavioural model
conceptualises how environmental factors may be associated
with severe HA. The focus is negative parental style and exposure to early aversive experiences that leads to an insecure

•

Figure 3. Cognitive model of how assumptions, critical incidents, and misinterpretations interact in health anxiety [51]

•

Two models - the cognitive behavioural and the interpersonal models - suggest that early childhood and family factors are important in the development of HA.
The cognitive behavioural model focuses on the origins and
development of HA as a product of environmental factors
that include illness in self or significant others.
The interpersonal model focuses on negative parental style
or exposure to aversive experiences, including early illness
experiences, that leads to an insecure attachment style.

Figure 4. The medical and personal transactional cycles in
health anxiety [60]
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attachment style. Inadequate parental care or adverse childhood experiences (e.g. illness in a parent who is hospitalised
for a longer period or physical or sexual abuse) may cause an
inadequate relation with caregivers that result in insecure
attachment. Furthermore, the experience of illness in childhood can heighten the fear of separation and reinforce reassurance-seeking behaviour. The insecurely attached individual
can later in life express strong need for reassurance by family
members or a doctor in an attempt to seek emotional and
interpersonal support as may be done through physical complaints [52]. This communication of attachment needs often
evokes rejecting responses from others if it is performed over
a longer period [52].
William et al. have elaborated on the interpersonal model and
suggested a model (Figure 4) that focuses on transactional
cycles in relation to family members and health care providers
[60]. When an individual expresses bodily symptoms or worries
to family members, it will initially lead to reassurance and
reinforcement, but over time, the repeated complaints will tire
the family members, which in an insecurely attached individual
can be perceived as rejection and criticism. In the meeting with
the health care system, the same pattern is seen in that reassurance is initially obtained when the doctor fails to find a
medical cause of the bodily sensations. However, over time the
doctor recognises the individual as having medically unexplained symptoms, and the insecurely attached individual will
feel criticised instead of being supported [60] (Figure 4).
Most of the empirical evidence supporting the interpersonal
model is found in the literature on somatisation in general.
However, a handful of studies on HA have found an association
with insecure attachment [52,61-65] as well as adverse childhood experiences [66-68].

•

Can children suffer from health anxiety?
Severe HA is believed to be fairly uncommon in children and
adolescents [69], and even though it may arise at any age, the
most common age is proposed to be in early adulthood [3].
However, preliminary results from a recent study, based on a
medical record review, on the onset of HA symptoms in 121
patients diagnosed with severe HA and treated at the Research
Clinic for Functional Disorders, Denmark [70] support that HA
can present early as 17.4% of the patients reported their first
HA symptoms to have emerged in childhood (age 2-12 years),
16.5% in adolescence (age 13-18 years), while 66.1% reported
onset in adulthood (age > 18 years) [71].
Few studies have investigated the prevalence of severe HA in
children and adolescents using diagnostic criteria, but those
that have found that none or only very few meet the full diagnostic criteria [72-74]. This may reflect the inadequacy of the
criteria used for children and adolescents [75] rather than the
disorder being uncommon in this age group. However, based
on children’s self-reports [34,76-80] and parental proxy reports
DANISH MEDICAL JOURNAL
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[81], there is now growing support for potential clinical expressions of HA symptoms in children and adolescents.
Figure 5 shows the distribution of HA symptoms in a Danish
population-based sample of 1886 children in the age group 1112 years [34] measured by self-reports using the Childhood
Illness Attitude Scales (CIAS) questionnaire [80]. As seen, HA
symptoms frequently occur in this group of children. The children with the highest CIAS scores also presented significantly
more emotional symptoms and a higher health care use than
children with lower scores [34]. Thus, these results in combination with other studies suggest that HA in children shares the
same cognitive and behavioural features as seen in adults
[79,82].

Frequency *

Figure 5. Distribution of CIAS total scores among 11-12-yearold Danish children, N= 1886 [83].

* Frequency of children
•
•
•

There is growing support for the presence of HA symptoms
in children and adolescents.
HA in youth shares the same cognitive and behavioural
features as seen in adults.
Only few children meet the diagnostic criteria for severe HA.

Measuring health anxiety in children and adolescents
Health anxiety is a neglected area in child and adolescent
psychiatry, which can be a reflection of lack of available and
appropriate assessment tools for use in children and adolescents. Some frequently used diagnostic interviews assessing
psychopathology in children and adolescents do for instance
not include a diagnostic section for the assessment of HA (e.g.
the Schedule for Affective Disorders and Schizophrenia (KSADS) [84], the Development and Well-Being Assessment
(DAWBA) [85] and the Anxiety Disorders Interview Schedule
(ADIS) [86].
In 2003, Wright and Asmundson developed the first self-report
measure of HA symptoms in children and adolescents, namely
the Childhood Illness Attitude Scales (CIAS) [80]. It was developed to evaluate beliefs, fears and attitudes associated with
HA as well as abnormal illness behaviour in children aged 8-15
years. It was adapted from the Illness Attitude Scales (IAS) [87],
a frequently used questionnaire assessing HA in adults, and the
IAS has been suggested to be the gold standard for dimensional assessment of HA symptoms in adults [88].
The development of CIAS was done by simplifying the language
and rating scale as well as adding 7 items to evaluate child

help-seeking behaviour. The questionnaire has been found to
posses a high test-retest (10-14 days), reliability (r=0.86) and
concurrent validity with a similar construct, i.e. the Childhood
Anxiety Sensitivity Index [80]. The Danish version of the CIAS
has been tested in a Danish normal population and showed
good internal consistency (α=0.80) [34].
•
•

There is a lack of available and validated tools to assess HA
in children and adolescents.
The CIAS is currently the only questionnaire to specifically
assess HA symptoms in youngsters (aged 8-15 years).

Health anxiety by proxy
Recently, the term HA by proxy has been introduced in the
literature and refers to parents who have excessive concerns
and preoccupations with their child’s health and symptoms
[32]. It should not be confused with Münchhausen by Proxy,
where a parent seeks personal attention by causing or fabricating symptoms in their child to attract medical attention. However, both conditions can lead to a high health care use on
behalf of the child, and the child can therefore be at risk for
iatrogenic harm as a result of repeated unnecessary and inappropriate medical investigations [89]. The very sparse
knowledge about HA by proxy comes from clinical observations, and the condition has to date not been well researched.
To the best of my knowledge, intergenerational transmission
of illness beliefs from a parent to a child has only been investigated in three studies, which all found a positive association
with parental HA symptoms and child HA symptoms/negative
illness beliefs [76,77,79]. The mechanisms for the transmission
are not well examined, but are suggested to include genes and
environmental factors [90]. It is possible - although still speculative - that HA by proxy can be a risk factor in this transmission. Parental worries regarding the child’s health and bodily
sensations can due to modelling (vicarious learning) learn the
child that bodily sensations need to be taken seriously. Furthermore, bodily sensations can be reinforced (instrumental
learning) if the child receives something desirable as a consequence of these (such as special attention) or that something
undesirable is removed (for instance performing duties) which
can result in extra attention towards body functions.
•
•
•

HA by proxy is a term describing parental excessive concern
and preoccupation with their child’s health and symptoms
HA by proxy must not be mistaken for Münchhausen by
proxy
HA by proxy can be a mechanism involved in the possible
intergenerational transmission of health worries.

Summary
Severe HA in adults is persistent and associated with great
personal distress and a high health care use [8,9], and there is
now growing evidence for an early onset of HA with the presence of HA symptoms in children and adolescents [34,76-80].
The literature on early childhood and family factors that may
be involved in the later development of HA is scarce and has
not been reviewed systematically previously. One of the prevailing suggested factors is the intergenerational transmission
of HA symptoms from a parent to a child [76,77,79]. However,
only three studies have investigated this phenomenon, and
more research is needed, including potential mechanisms
involved in the suggested transmission.
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HA by proxy refers to parents who have excessive concerns
and preoccupations with their child’s health and symptoms
[32], and these worries could be associated with the transmission of HA symptoms. However, HA by proxy has, to the best
of my knowledge, not been addressed empirically in the current research literature. This PhD dissertation aims to expand
the limited knowledge on early childhood and family factors
involved in the development of HA.
Aims
To investigate early risk factors associated with the development of HA by exploring the empirical evidence for the potential role of childhood and family factors associated with the
development of HA (part I) by:
1. Performing a systematic review identifying studies which
have investigated childhood and family variables as potential aetiological factors for HA (Paper 1).
Next, based on a family case-control study (part II) to:
2. Investigate the possible intergenerational transmission of
HA by examining occurrence of HA symptoms and related
constructs in three groups of children with different exposure to maternal health status (HA, RA and healthy) (Paper
2).
3. Investigate the level of HA by proxy, illness perceptions and
illness behaviour in mothers with severe HA compared to
mothers with RA and healthy mothers (Paper 3).
A priori, it was hypothesised that children of mothers with
severe HA compared to children of both mothers with RA and
healthy mothers 1) have more HA symptoms and more negative illness behaviours and 2) a higher level of physical, emotional and anxiety symptoms. Finally, it is hypothesised that
mothers with severe HA expressed a higher level of HA by
proxy, a more negative illness perception and illness behaviour
compared to mothers with RA and healthy mothers.
CONSIDERATIONS FOR STUDY DESIGN AND METHODS OF THE
DISSERTATION
Data for the present study were obtained from four sources
1) Systematic search in three research literature databases as
part of a systematic review.
2) Self-reported questionnaires filled in by children, mothers
and fathers.
3) Data obtained from schools and school nurses.
Part I
Rationale for chosen methods
The review followed a predefined protocol (registered in
PROSPERO) and was conducted in accordance with the Preferred Reporting Items for Systematic Reviews and MetaAnalyses, the PRISMA statement [91,92] to minimise bias and
to ensure the reproducibility of the findings. The PRISMA
statement consists of a 27-item check list and a four-phase
flow diagram. As not enough studies with comparable designs
were available to perform a meta-analysis, a narrative synthesis of the data finally included in the review was preformed.
Part II
Rationale for chosen study design
We used a family case-control design to explore degree of HA
and related concepts in children and adolescents. A case-

control design has several advantages such as being good for
examining rare outcomes, relatively quick to conduct, relatively inexpensive, it requires comparatively few subjects and
multiple exposures or risk factors can be examined [93].
In the present PhD study, a family case-control design gave the
opportunity to include children based on their mothers’ health
status (HA, RA and healthy mothers). The fact that mothers
were recruited from hospital departments ensured that they
had a diagnosis of either severe HA or RA and that the diagnoses were given based on a relevant medical examination.
Families with a mother having severe HA were defined as the
case group since the children a priori were regarded as being
at higher risk of developing HA symptoms themselves due to
potential genetic and environmental risk factors [90]. Mothers
with RA were chosen to represent a control group with a
chronic disorder characterised by functional impairment and
chronicity similar to severe HA. Because the children were
exposed to a maternal physical disorder, they might have a
moderate risk of developing HA as mentioned previously.
Healthy mothers were chosen as a second control group as
they did not expose their child to either a physical or mental
disorder.
Rationale for included participants
In this study, the inclusion was based on the mothers’ health
status, not the fathers’, since the vast majority of referred
patients to the Research Clinic for Functional Disorders, Denmark with HA were women when the study was planned and
since RA is a disorder predominantly affecting women. Further,
we wanted a homogeneous group of parents to avoid gender
bias in the proxy report of the child’s symptoms and well-being
[94,95], and finally, as some studies have suggested that there
is a stronger familiality between maternal anxiety than paternal anxiety [96,97], it seemed sensible.
Rationale for chosen measures
Very few children and adolescents fulfil the present diagnostic
criteria for HA in the ICD and DSM, and therefore a dimensional approach to measure HA symptoms in the children was
used. The CIAS, the only validated self-reported measurement
developed for children, was chosen as a main measure to
assess HA symptoms and already existed in a Danish version
used in the Copenhagen Child Cohort [34]. This in addition
gave the opportunity to compare the results from the two
studies.
Because HA shares similarities with anxiety disorders and other
somatoform disorders, standardised questionnaires measuring
symptoms of these (separation anxiety, social anxiety, OCD,
panic disorder, GAD, and physical symptoms) were included.
Tools measuring life quality and emotional symptoms were
included to investigate if children raised by a mother with
severe HA were more broadly affected .
Additional projects
As part of the data collection, mobile phone-based data were
collected. These data were part of a one-week experience
sampling, where the children received text messages on a
mobile phone 4 times a day regarding their physical and emotional symptoms. This design gave the opportunity to examine
the children’s real-time physical and emotional symptoms.
However, this sub-study is not part of the PhD dissertation and
will not be discussed further.
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The development of a vignette - as an alternative way to assess
the children’s illness perceptions - was also carried out during
the current PhD study¨. However, the data analyses based on
this measure are planned for a future paper and therefore not
further described in this dissertation.
GENERAL DISCUSSION OF METHODS
This chapter aims to discuss general methodological issues
related to the systematic review and the family case-control
study. The discussion of the family case-control study has a
special focus on selection and information bias in relation to
the design and data sources of the study. In the individual
papers, some of the strengths and limitations of the studies
have already been stated, and therefore not all of these will be
presented in this section.
Part I
A systematic review (Paper I)
Identification of studies
The search terms were constructed to include studies with an
exclusive focus on HA rather than somatoform disorders in
general, and although we included several search terms for HA
(i.e. hypochondriasis, hypochondria, health anxiety, illness
anxiety disorder, illness phobia, disease phobia and somatic
symptom disorder), some studies may have been left out by
this procedure. To identify potential missed studies, hand
search (based on titles only) of reference lists were made and
provided six additional papers. Another limitation of the
search strategy was that only published papers written in
English were included. Detailed inclusion and exclusion criteria
were made, and the pairwise inter-rater agreement, the kappa
(k) [98] was estimated as a measure for agreement between
the reviewers. Any disagreements on inclusion were subsequently discussed by all three authors in order to avoid biased
selection of papers and that relevant papers were excluded.
Study quality
Currently, no agreed gold standard appraisal tool to systematically measure the methodological quality in observational
studies exists. In a systematic review on tools to assess quality
and susceptibility to bias in observational studies, the Newcastle–Ottawa Scale (NOS) [99] applied for case-control studies
was proposed to be suitable for future use [100]. We therefore chose to use this simple check list to systematically evaluate the methodological quality of the studies included in the
review. The original form was applied for case-control studies,
and a later modified version for cohort studies [101] for the
evaluation of cross-sectional studies. The strengths of the NOS
scale are 1) it is specifically developed to be used for systematic reviews and meta-analyses to assess the quality of nonrandomised studies, 2) it is easily applicable and 3) it assesses
control of confounding. In addition, the modified version for
cohort studies also included items concerning used statistics.
However, some of the limitations are that the development of
the tool is not described in detail and that the psychometric
properties are not properly studied.
Data synthesis
A narrative synthesis of the data was performed because only
a small number of studies could be included for the final analysis, and the data could not be lumped together in a meta-

analysis due to different study designs and measures. Because
of the narrative synthesis, it was not possible to calculate the
effect sizes that examined the strength (or lack thereof), and
further if a meta-analysis could have been performed, this
could potentially have provided a more unbiased view at the
data. However, in order to avoid a biased view, a Data Extraction Sheet was developed and used to gather information
regarding main results in a standardised way. All three authors
made an independent data extraction to avoid potential errors, and the extraction was then discussed jointly to form the
narrative synthesis. In addition, the level of evidence was
evaluated according to the criteria described by [102]
Part II
A family case-control design (Paper II+III)
Pilot testing
Prior to the main study, a pilot test was performed to test the
recruitment, practical procedures and the face validity of the
questionnaire battery to the child and parents. Twelve families
participated; five children with a mother with severe HA, four
children with a mother with RA and three children with a
healthy mother. The pilot test gave the impression that the
procedure for recruitment could be optimised in that overall
52% of the invited mothers (N = 13) declined participation. A
specific issue related to the HA group was that a main reason
for declining was that mothers feared that their child could be
armed by participating and being presented for questionnaires
concerning illness and death.
To optimise the recruitment procedure and thereby increase
the participation rate, the following modifications were therefore made:
•
Revision of the participant information towards more
pictures and less text, i.e. making it more inviting and
readable.
•
Individual feedback to families regarding the child’s
self-reports of HA and physical symptoms after participation was offered.
•
The possibility to perform the assessment at home
was made available.
•
All participating families received a compensation of
75 dollars.
•
Five additional departments took part in the recruitment process (2 departments specialised in outpatient treatment of somatoform disorders and 3 in
rheumatoid arthritis).
•
Not only newly referred mothers with severe HA but
also mothers who participated in a treatment programme or had received prior treatment at any of
the three specialised departments could be included.
Study population and the representativeness of the sample
Participants with HA
Initially, the plan was to recruit participants from only one
clinic (the Research Clinic for Functional Disorders and Psychosomatic, Aarhus, Denmark). However, due to an unexplained
shift in the pattern of referred patients to the clinic towards
less women with children in the right age group and more
younger males and the fact that a higher proportion than
expected did not want to participate in the study, we had to
recruit from other clinics as well. This hampered the process of
ensuring that all potential consecutive participants from the
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other clinics were invited to participate and of ensuring that
everyone declining participating was systematically registered
as “decline to participate”. However, those who took part in
the recruitment from the two other hospital departments had
received instructions on how to record all patients who declined to participate.
Indeed, the modifications made as a result of the pilot test
increased the participation rate significantly to 66.7%. In comparison, a case-control study on parents with somatoform
disorders and their offspring had a participating rate of 60%
[77]. Thus, the participation rate in the current study seems to
be satisfactory for this patient group, but despite of this, the
participation rate was moderate and selection bias cannot be
ruled out. The main reason for declining participation was still as found in the pilot study - concerns about whether the children could be harmed by participation, and the mothers often
described their child as being particular sensitive. This may
have led to exclusion of mothers with the most severe health
worries related to their child and perhaps, although speculative, also those children with higher levels of HA thereby leading to an underestimation of potential differences on the
examined parameters between the children in the case and
two control groups.
A further selection bias could be the recruitment of mothers
with severe HA referred to specialised psychiatric clinics as this
group may represent mothers who understand their disorder
as a psychological problem rather than physical, and therefore
also may be more willing to receive psychological treatment.
Again, this possible higher level of ‘psychological insight’ in this
particular group compared to mothers with severe HA in general, may have led to an underestimation of our results as it is
likely that mothers without such insight would not try to resist
their worries and thereby potentially impose these more
strongly on their child. Also, the fact that we extended the
inclusions criteria by including mothers who already had received treatment for severe HA or currently were in a treatment programme, which may have reduced their symptoms or
even cured some of them. This could also have reduced the
exposure of the child and thereby a possible transmission of
HA symptoms from mother to child.
In sum, selection bias might have occurred leading to a sample
of mothers with severe HA, but probably without those most
affected by their disorder and who had the highest level of HA
by proxy, which all together might have led to an underestimation of the results described in both paper II and III.
Participants with RA
Mothers with RA were recruited from three different university hospital departments and one regional hospital, all with a
specialised outpatient function related to this disorder. Initially, this group was planned to be recruited from one department (the Department of Rheumatology, Aarhus University
Hospital, Denmark), but due to the fact that 1) the majority of
the patients were women without children in the age group 817 years and 2) more than expected had comorbid diseases
(e.g. severe asthma and diabetes mellitus I) that excluded
participation, we had to recruit from other departments as
well. The participation rate in this group was high (83.1%), but
despite a satisfactory participation rate, it can not be ruled out
that those with the lowest functional level declined participating, e.g. due to the lack of energy. Thus, strict exclusion criteria
were applied where those with a severe comorbid somatic

disorder were excluded, which may have led to a selected
group with a relatively high functional level.
In summary, it is likely that RA outpatients with a relatively
high functional level were overrepresented in this study. Having a mother with a chronic physical disorder who has a high
functional level despite of her disease may perhaps serve as a
protective factor rather than a risk factor for the development
of HA symptoms in the offspring [103]. If this were the case, it
may actually work against the a priori hypothesis in this project, where children of mothers with RA were hypothesised to
display lower levels of HA symptoms than children of mothers
with HA, but with higher levels than children of healthy mothers due to the exposure of early experience of serious illness in
a significant other, which, as mentioned previously, has primarily been regarded as a risk factor for HA.
Healthy participants
This group was planned to be recruited through general practitioners who systematically were supposed to ask healthy
mothers if they would like to participate in the study. However, this was not possible within the given time frame due to
lack of time among the general practitioners. Therefore, this
group was self-referred by announcements on facebook, in the
waiting rooms in eight general practices and on the intranets
on six public schools. This may have lead to selection bias if it
attracted mothers with a particular interest in this study, e.g.
mothers of children displaying symptoms of HA or other anxiety problems.
Contrary to the two other groups of mothers, the healthy
mothers were recruited in the Aarhus area and not from the
entire country which could have caused sociodemographic
bias. However, the three groups did not differ with regard to
level of maternal education.
All in all, selection bias might have been present in all groups
of mothers, which potentially could have blurred the results,
especially in relation to our main aims in the PhD dissertation;
1) differences in HA symptoms and related constructs between
the three groups of children and 2) the report of HA by proxy.
Thus, children of mothers with HA and RA were probably less
exposed to maternal illness worries and illness than the “true
sample of patients from the different hospital departments”.
In addition, the children themselves may also have been selected. Children of mothers with severe HA, who were described as sensitive by the mother were not included, and the
group of included children of healthy mothers might have
attracted those displaying HA symptoms.
Procedure of collection of questionnaire data
Children and mothers separately filled in an electronic questionnaire battery on an iPad or tablet to avoid mutual influence on their responses.
Participants with a long travelling distance were offered that
the assessment took place in their own home. Otherwise, the
assessment took place at four different hospitals across the
country. A research assistant was present during the entire
assessment helping with the technical procedures and to help
with any questions regarding the questionnaire battery.
The research assistant was not blinded with regard to the
child’s risk status which may have induced information bias
due to specific expectations toward the child if it needed help
understanding a question (if the assistant systematically faciliDANISH MEDICAL JOURNAL
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tated the answers in a certain direction depending on which
group the child belonged to). However, a detailed manual was
made to ensure that all questions were reformulated in the
same manner, and the research assistants (two medical students at their last year of medical school) were thoroughly
instructed by the PhD student in how to use the manual.
Validity of used measures
Procedure for translation of the questionnaires into Danish
Four questionnaires were translated into Danish for use in the
PhD study;
1) the Adult Responses to Children’s Symptoms (ARCS, protect
scale, parent and child version)
2) the Illness worry scale (IWS-P)
3) the Children’s Illness Perception Questionnaire (CIPQ).
The translation into Danish and back translation followed
international guidelines for translation and cultural adaptation
of questionnaires after permission from the original authors
[104]. The guidelines were used to reach equivalence between
the original source and the translated Danish version of the
questionnaires.
However, two exceptions from the guidelines were made; 1)
the back translation was only performed by one native speaker
and 2) the Danish version was not pre-tested on 30-40 persons
as recommended in the guidelines, but the overall face validity
was tested in the pilot study.
Procedure for modification of the questionnaires
Three questionnaires were modified for the use in the present
study (for the description of the modification of CIPQ).
The ARCS protect scale
The original version was developed to measure parental protective behaviour towards the child when it had stomach ache
or abdominal pain [105]. For the current study, physically
healthy children were included, and therefore it would be too
limiting only to ask for parental protective behaviour towards
the child when it had stomach ache (i.e. if the child rarely had
it). Therefore, the initial wording of the questionnaire was
slightly modified to evaluate parental protective behaviour
towards the child when “it feels unwell” (e.g. having a cold,
stomach ache). However, this modification was relatively
unspecific and some may have responded the questionnaire
according to when they were sick (e.g. with fever), and others
when they felt unwell but not sick. This could have influenced
the answers so that those who completed the questionnaire
according to when they were sick rather than “just” unwell,
would probably have rated a more protective parenting style.
Illness Perception Questionnaire (B-IPQ)
The original version measures illness perception and consists
of nine items (consequences, timeline, personal control,
treatment control, illness identity, comprehensibility, causal
attributions, concern, and emotional representations) [106].
The questionnaire was modified to capture participants that
were either healthy or had a physical or mental disorder. The
word “illness” was replaced with “symptoms”, and the item
“how much do you experience symptoms from your illness”
was left out. Only those with symptoms during the past 4
weeks were asked to fill in the questionnaire. In this study, we
included participants with emotional symptoms and partici-

pants with physical symptoms with very different impairment
which could have reduced the validity. However, the questionnaire’s internal consistency in the current study was good (α=
0.81).
Face validity
The face validity of the questionnaire battery (checking if items
in the questionnaires covered the intended topic clearly and
unambiguously) [107] was pre-tested on 10 children and then
tested in a pilot test involving 12 children and their mothers.
The youngest children (age 8-9) in general had problems reading the whole questionnaire battery themselves, and it became
clear that some of the questions were difficult to understand
or answer for this age group (e.g. “have you had enough money for your expenses”, “have you got along well with your
teachers”, “how many doctors have you seen in the past
year”). This may have influenced the validity of the collected
data.
Test of internal reliability
The Chronbach’s alpha coefficient (the extent to which the
items are inter-related) was used to estimate the internal
consistency of the modified and translated questionnaires. A
coefficient above 0.7 was regarded as acceptable for psychometric scales [107]. Further, an exploratory factor analysis was
performed on the IWS-p since it was not previously validated.
The IWS-p captures parental worries regarding the child’s
health and consists of 10 items. The exploratory factor analysis
showed that the items best fit a two-factor model with items
1-7 as one subscale named “illness worries” and items 8-10 as
a second subscale named “disability”. Crohnbach’s alpha was
satisfactory on both subscales; 0.87 (illness worry subscale)
and 0.76 (disability subscale).
Statistical considerations
Prior to inclusion, a statistical power calculation based on the
average CIAS total score (total score=59, SD=9.41) reported in
a normal Canadian population of school children [80] was
performed. At that time, these were the only reported data on
the questionnaire, and the results from this questionnaire
were the main outcome of the study. The power calculation
was based on different scenarios for CIAS total scores in the
three groups (children of mothers with HA: 66-85; children of
mothers with RA: 62-70; and children of healthy mothers 59
and SDs (8-11). This power calculation showed that data from
50 subjects in each of the three groups should offer sufficient
stability for statistical analysis to demonstrate a difference
between the groups (power=0.9).
Descriptive statistics were used to characterise the participants, the family functioning and the mothers’ satisfaction
with the latest visit at the general practitioner with their child.
Sum scores of scales and questionnaires were calculated in
agreement with existing manuals (with the exception of IWS-p
as no manual exists), and all scores were summarised using a
percentage, the mean and standard deviation (SD) or the
median and inter quartile range (IQR). For the non-normally
distributed variables as well as those that did not have equal
standard deviation within the three groups, we used the Kruskal-Wallis and Wilcoxon’s ranksum tests to compare the distribution of the groups.
For all other continuous variables, the between-group comparison was done using a one-way ANOVA, whereas in cases
DANISH MEDICAL JOURNAL

10

where the dependent variable was dichotomous, a χ2-test was
used.
When relevant, Bonferroni was used to adjust for multiple
testing [108].
In general, there were very few missing data, and in order to
take these into account, participants who had answered < 50%
of the items in a questionnaire were not included in the analysis with regard to the specific questionnaire (complete case
analysis).
The responses in two of the questionnaires were dichotomised
(EUROPEP/ PSCQ-7 and FAD) in an attempt to make the results
more communicable even though dichotomisation entails loss
of information.
The items regarding satisfaction with general practitioners,
based on items from the EUROPEP, were categorised according
to principles used in a previous study [109] with a dichotomisation of the two most positive answers (very good/excellent) vs.
the three last answer options (poor/fair/good). The same
procedure for dichotomisation was made for the items from
the PSCQ-7 questionnaire [110] as it seemed sensible to dichotomise these into “a lot/very much” vs. “not at
all/little/some” because this would group those who were
most satisfied with their last visit at the general practitioner.
The dichotomisation of the items regarding the family function
was done by combining strongly agree/agree vs. disagree/strongly disagree making it possible to examine the descriptive differences in perceived family function in the three
groups.
All analyses were performed using Stata 13.
Generalisability
As discussed, there may have been methodological issues
which have led to both selection and information bias in our
case-control study and thereby reduced the generalisability of
the results. Because we included mothers with severe HA
recruited from specialised hospital settings, they might represents those with the most severe HA, which may hamper the
generalisation of the results to patients being less affected.
However, due to a moderate participation rate, those with the
most severe HA or health worries towards their child might
also have been more prone to decline participation. This suspicion is supported when comparing the WI-7 score for participating mothers with severe HA in the present study to participants in another study conducted at the Research Clinic for
Functional Disorders, Aarhus, Denmark. This other study recruited 126 adult patients with severe HA for a treatment
programme, and they had a higher score on the WI-7 (0-100
score), mean = 56.9 [70] indicating more HA symptoms compared to the participants in the present study WI-7 (0-100
score), mean = 49.3.
Further, we excluded mothers with RA who had a comorbid
severe somatic disorder and thereby those included in the
study may also have represented those with a relatively high
functional level thereby reducing the generalisability to the
general population of outpatients with RA. A new study on
consecutive outpatients with RA may confirm this assumption
in that it found lower mental (MCS, mean = 41.7) and physical
(PCS, mean = 31.7) health-related quality of life measured by
the SF-36 [111] compared to the present study (MCS, mean =
54.8) and (PCS, mean = 42.3) - a higher score on the SF-36
indicating a higher health-related quality of life.
Finally, the self-referral of the healthy group of mothers could
have attracted individuals with a special interest in the study,

although the baseline characteristics (HA symptoms, physical
and mental well-being) validated their healthy health status.
However, the CIAS total score in the group of children of
healthy mothers was 54.8 in the current study compared to
51.9 found in a Danish cohort of children aged 11-12 years
[34]. This higher score and hence more HA symptoms in children of self-referred mothers could support the suspicion
regarding selection bias in this group with the inclusion of
children with a higher degree of health worries than children
of healthy mothers in general.
Furthermore, we only included mothers and not fathers with
either HA or RA, which limits the generalisability since it may
affect children differently whether they are exposed to paternal or maternal illness. Thus, this study can only conclude on
the influence of maternal health exposures and can not further
investigate the impact on the child if both parents has HA
(dose-responses relationship) [112]. Information bias may also
have affected the validity and generalisability of the results as
the IWS-P was not validated and other measures were modified (ARCS, B-IPQ). Therefore, the results from the IWS-p have
to be interpreted with caution, and the modified questionnaires are not comparable with other studies that have used
the original versions of the questionnaires. The youngest children had difficulties reading the questionnaire battery themselves, and some of the questions were difficult for them to
understand and answer, which may have lowered the validity
of their answers.
Finally, recall bias could be an important error source, e.g. if
mothers with HA due to their worries better recall the number
of visit to the general practitioner with their child as well as the
child’s physical and emotional symptoms than the two other
groups [113]. This potential artefact could alone explain a
higher report of contacts to the general practitioner in the
group of mothers with severe HA and their higher reporting of
symptoms in their children.
PRESENTATION OF RESULTS
Main results in relation to Paper I
The review included 25 papers based on 23 studies.
Sixteen papers used a cross-sectional design and nine a casecontrol design.
Only four papers included children and adolescents.
The included papers were categorised under three different
key headings (some of the papers were categorised under
more than one of the headings):
1. Childhood learning (n = 9), divided into the subgroups
a. transmission of HA and illness beliefs .
b. vicarious and instrumental learning.
2. Negative life events (n = 15), divided into the subgroups
a. traumatic childhood experiences.
b. childhood experiences with illness and/or death.
3. Attachment (n = 10), divided into the subgroups
a. attachment styles.
b. parental care and protection.
The study quality in the included studies varied. The crosssectional studies in general had low scores regarding 1) the
sample size which was not justified and satisfactory and/or 2)
the description of non-respondents (comparability between
respondents and non-respondents). The case-control studies
especially had methodological problems with regard to 1) case
representativeness (not consecutive or obvious representative
series of cases), 2) selection of controls (the control series used
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was not derived from the same population as the cases), 3)
validity of the exposure assessment (e.g. interview not blind to
case/control state) and finally 4) the description of the nonrespond rate (e.g. not same rate for the case and control
groups).
The narrative synthesis of the results showed a trend towards
an association between the presentation of HA and intergenerational transmission of negative illness beliefs, illness experiences during childhood and an anxious attachment style. A
developmental model based on the synthesis of the findings
from the review was proposed as inspiration for future research.
Main results in relation to Paper II & III
Sample characteristics
• The study sample consisted of 150 families: an HA group of
50 families with a mother diagnosed with severe HA, an RA
control group of 49 families with a mother diagnosed with
RA and a healthy control group of 51 families with a healthy
mother.
• Mothers with RA were significantly older than the two other
groups of mothers; HA group 41.1 years (SD 4.2), the RA
group 45.1 years (SD 5.5) and the healthy group 42.3 years
(SD 5.2), (F(2,147) = 8.30, p<0.001, ANOVA) and had the
lowest physical health-related quality of life; HA group;
mean: 50.3 (SD 6.2), RA group; mean: 42.3 (SD 9.8), healthy
group; mean 52.5 (SD 5.9); p<0.001, (Kruskall Wallis).
• Mothers with HA had significantly more HA symptoms as
measured by WI-7 (HA group: median = 46.4 [IQR 28.664.3]; RA group: median = 7.14 [IQR 0.0-14.3] and the
healthy group: median = 0.0 [IQR 0.0-7.1], p< 0.001, Kruskall
Wallis).
• The children did not differ significantly with regard to age:
the HA group 11.8 years (SD 2.40), the RA group 12.3 years
(SD 2.50) and the healthy group 11.6 years (SD 2.32),
(F(2,147) = 1.17, p = 0.314, ANOVA), nor with regard to gender: The ratio for girls/boys in the three groups: HA group:
58% (29/50), RA group: 45% (22/49), healthy group: 55%
(28/51), Chi2(2) = 1.859, p = 0.395.
• For fathers, no statistically significant differences were
found between the three groups with respect to degree of
HA symptoms or physical and mental health-related quality
of life (all p-values > 0.05).
Paper II
Child self-reports
Children of mothers with HA reported statistically significantly,
although weakly, more HA symptoms compared to children of
mothers with RA (p = 0.041, ANOVA), but not compared to
children of healthy mothers (p = 0.167, ANOVA) (Table 1).
A cut-off value of ≥ 62 on the CIAS total score was made to
define a probable case of HA, and a significantly higher proportion, i.e. 24.0 %, of children of mothers with severe HA, reported HA symptoms at a level defined as “being a probable
case of HA” compared to only 4.0 % (Chi2(1): 8.09, p = 0.004 of
the children who had a mother with RA, whereas there was
only a trend towards a difference in comparison with children
with healthy mothers (21.6%) (Chi2(1): 0.08, p = 0.771).
The children of mothers with severe HA did not differ on the
reports on physical symptoms during the past 2 weeks com-

pared to children of mothers with RA: HA vs. RA, p < 0.495 and
healthy mothers: HA vs. healthy p < 0.562), (ANOVA).
No statistically significant differences in the total sum score on
self-reported anxiety symptoms were seen between children
of mothers with severe HA and the two control groups; (HA:
median 20 [IQR 14-32], RA: median 19 [IQR 9-27], healthy:
median 19 [IQR 11-27]; HA vs. RA, p = 0.223, HA vs. healthy p =
0.141, Kruskall Wallis).
The three groups of children did not differ significantly in their
self-reported health-related quality of life: psychological wellbeing: (HA: mean 51.4 (SD 7.5), RA: mean 52.8 (SD 7.8),
healthy: mean 51.9 (SD 7.5); HA vs. RA, p < 0.353 and HA vs.
healthy p < 0.727, ANOVA), and physical well being: (HA: mean
50.0 (SD 7.3), RA: mean 49.8 (SD 10.1), healthy: mean 52.7 (SD
8.3); HA vs. RA, p < 0.906 and HA vs. healthy p < 0.129, ANOVA).
Maternal proxy reports of physical and anxiety symptoms
Mothers with HA reported statistically significantly more physical symptoms in their child compared with the two other
groups of mothers; HA vs. RA, p < 0.006 and HA vs. healthy p <
0.004, (ANOVA) (Table 1). They also reported more total anxiety symptoms in their child compared with the two other
groups; HA: median 11 [IQR 6-23], RA: median 8 [IQR 5-14],
healthy: median 8 [IQR 4-14]; HA vs. RA, p < 0.029, HA vs.
healthy p< 0.011, (Kruskall Wallis). When corrected for multiple testing, there was no longer a statistically significant difference with regard to anxiety symptoms.
Table 1. Child health anxiety, physical symptoms and illnessrelated behaviour

HA = health anxiety; RA = rheumatoid arthritis; CIAS = the Childhood
Illness Attitude Scales; SD = standard deviation; CSI-24 = the Children’s
Somatization Inventory; GP = general practitioner; 1ANOVA; 2Chi2.

Significantly more mothers with HA reported 3 or more visits
to their general practitioners with their child during the past
year compared to mothers with RA, (HA vs. RA p = 0.007, Chi2),
but not compared to healthy mothers (HA vs. healthy, p =
0.067, (Chi2) (Table 1).
Paper III
Maternal health anxiety by proxy
Mothers with severe HA reported significantly more worries
regarding their child’s health on the IWS-p (median 35 [IQR 2045]) than mothers with RA (median 10 [IQR 5-20]); p < 0.001
and healthy mothers (median 10 [IQR 5-15]; p < 0.001 (Figure
1).
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Figure 1. Maternal score of health anxiety and health anxiety
by proxy related to her child.

p=0.053, HA vs. healthy p=0.052). This pattern was also seen in
general in the descriptive presentation of maternal evaluation
on various qualitative aspects of the consultation and on service availability.
GENERAL DISCUSSION OF RESULTS
The first section of this chapter discusses findings from the
systematic review (Paper I) and will focus on the results regarding two of the key headings examined, namely social
learning and illness experiences during childhood. These key
headings are the most relevant in relation to the subsequent
family case-control study, whereas I refer to the overall discussion in paper I regarding the last heading ‘attachment’. In the
second part of this chapter, I will discuss and evaluate the
results from the family case-control study (Paper II and III).

HA: health anxiety: RA: rheumatoid arthritis. Median and inter-quartile
range.

Maternal illness perception
Overall, mothers diagnosed with severe HA reported more
negative illness perceptions measured by the sum score on the
modified B-IPQ (Table 2).
Table 2. Maternal illness perceptions of most troublesome
symptoms within the last 4 weeks.

HA = health anxiety; RA = rheumatoid arthritis; IQR = Inter-quartile
range; B-IPQ = Brief Illness Perception Questionnaire. Single item
score: range 0-10, total sum score: range 7-70. High scores indicate
more negative illness perceptions.
* The questions were only to be answered if the mother had
experienced symptoms during the past 4 weeks.
** Kruskal-Wallis test.

Maternal protective behaviour
Measured with the modified version of the ARCS protect scale,
mothers with severe HA reported more protective parenting
when their child felt unwell (median 18 [IQR 11-32]) than
mothers with RA (median 14 [IQR 8-22]), p=0.031, but not
compared to the healthy mothers (median 20 [IQR 11-25]), p =
0.596.
Maternal satisfaction with the general practitioner
The between-group difference on the overall maternal evaluation of her last consultation at the general practitioner with
her child was near significant with a lower proportion of mothers with HA being satisfied than the mothers in the control
groups (HA 69.4%, RA 90.1%, healthy 89.2%; HA vs. RA

Paper I
Main conclusions
The findings from the review showed a small trend toward a
positive association with the development of HA and intergenerational transmission of HA symptoms/negative illness beliefs, childhood experience with illness and an anxious attachment style. However, due to high heterogeneity and
methodological problems in the studies along with a small
number of existing studies for comparison, the evidence is
weak and needs to be interpreted with caution.
Childhood learning
Social learning (i.e. vicarious and instrumental learning) and
intergenerational transmission were categorised under one
key heading called childhood learning. Due to the complex
interplay between genetics and different environmental factors including social learning that are believed to be involved in
the transmission of HA/negative illness behaviour [90] it can be
discussed whether this categorization is adequate. However,
since our focus in the review was early psychosocial aspects
involved in the development of HA - and social learning could
be involved in the intergenerational transmission of HA - these
two factors were combined under one key heading.
A critical discussion of the methods used in the included
studies regarding social learning
The intergenerational transmission of HA symptoms/negative
illness beliefs from a parent to a child was investigated in three
studies included in the review [76,77,79]. They all used a dimensional approach (i.e. questionnaires) to collect data on HA
symptoms/negative illness beliefs at the same point in time for
both child and parent thus avoiding recall bias.
Two of the studies [76,79] used a cross-sectional design, and
therefore the data warrant caution with regard to interpretation on causality. Finally, one study used a case-control design
[77] with a small sample size (n=33) and included parents with
any somatoform disorder, not specifically HA.
In sum, very little research has been done regarding the intergenerational transmission of HA symptoms/negative illness
beliefs from a parent to a child, and none of the previous
studies have been designed to investigate more specific mechanisms involved in a potential transmission.
Vicarious and instrumental learning
Six papers investigated vicarious and instrumental learning
[58,66,67,114-116]. All studies used a retrospective design,
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and the four studies that failed to find any association
[58,66,114,115] used study-specific questions with one or two
items to explore social learning. The validity of these results
can therefore be questioned. The two studies that found an
association [67,116] investigated undergraduate students, and
therefore the representativeness of the sample and the generalisability of the findings may be reduced. Finally, none of the
studies used a prospective design and therefore could not take
the child developmental stage into account, and they were all
prone to recall bias due to the retrospective nature of the
collected information.
Thus, studies investigating social learning as a potential risk
factor for the development of HA are few and have methodological problems and therefore it is difficult to draw any clear
conclusions based on the findings.
Discussion of the findings in relation to related disorders
Empirical research on the intergenerational transmission of
anxiety disorders supports the trend found in our review [117],
but we could not confirm a clear association with vicarious and
instrumental learning and the development of HA, which otherwise is suggested to contribute to the development of anxiety disorders [118]. Beyond vicarious and instrumental learning
genetic factors have also been suggested to be involved in the
development of anxiety [119-121], and research has indicated
that genetic factors may play a role across anxiety disorders in
general rather than being disorder-specific [122]. The tendency
to shared heredity is also found in a broader group of disorders
classified under affective spectrum disorders such as major
depression, obsessive compulsive disorders, panic disorders,
and functional somatic syndromes e.g. irritable bowel syndrome, and fibromyalgia [123]. If a shared genetic vulnerability
for the development of anxiety disorders exists, the shaping
into a specific anxiety disorder could be due to a learned childhood behaviour (e.g. parental expression of shame and embarrassment could lead to social anxiety) as suggested in a comprehensive review on childhood learning and anxiety [118]. In
our review, only one of the included studies used a specific
questionnaire to measure vicarious and instrumental learning
around bodily symptoms. The findings from this study showed
a significant, positive association between higher levels of HA
symptoms in adulthood and vicarious and instrumental learning in childhood [116]. Indeed, the lack of evidence found in
our review regarding an association with vicarious and instrumental learning and the development of HA could be due to
methodological problems found in almost all included studies
in this area.
However, it is important to remember that it is a challenged
area of research, where several factors interact [120]. Developmental aspects such as the child’s age when being exposed
to social learning should be taken into account as well as genetic innovation, where genes become active or decline in
influence depending on the child’s age [124,125]. Thus, the
duration, timing and intensity of parental exposure have to be
taken into account in the complex interplay of different factors.
Childhood experience with illness
Discussion of the methodological problems in the included
studies
Childhood experiences with illness in self or significant others
were the most researched area in the review. In total, 11 papers investigated a potential association between childhood

experience with illness in self or significant others and the
development of HA [55-59,65,66,77,114,115,126], and the
majority of these studies did provide some support for an
association.
All studies which found an association were retrospective, thus
recall bias can not be ruled out as an artifact of the findings.
Individuals with HA may remember illness related events in
childhood better than those without HA in that they may be
biased towards a more illness-focused memory [113]. Further,
the majority of the studies used single items or non-tested
study-specific questions, and hence the validity of the information obtained could be questioned. The fact that some of
the studies only found an association with HA and healthrelated interference in the children’s daily life (e.g. school
absence) but not with higher reports of illness as such, could
reflect an overprotective and symptom-focused parental style
as important rather that the exposure for illness [58].
Finally, most of the studies did not have control groups consisting of individuals with other mental disorders, e.g. anxiety or
depression, and therefore based on the current research it can
no be concluded whether childhood experience with illness is a
specific risk factor involved in the development of HA or if it
more broadly contributes to the development of mental disorders [126].
Discussion of the findings in relation to their specificity to
health anxiety
The cognitive behavioural [51] and the interpersonal models
[52,53] as well as the DSM-5 [3] all suggest that previous illness
experiences can contribute to the origin of HA, and the findings from this review support this suggestion to some extent.
However, research also suggests that childhood experiences
with illness are associated with other mental disorders, and
concerns regarding health are also present in anxiety disorders
and obsessive compulsive disorder [127]. A cohort study found
that frequent hospitalisations due to physical conditions during
childhood increased the risk of different mental disorders later
in life [128]. Furthermore, exposure to illness in significant
others has also been found to have an association with a broad
spectrum of internalising and externalising problems [129].
In sum, the probable complexity of and interaction between
various different factors involved in the development of HA
have not been explored in the current research. Based on the
mixed findings from the systematic review, we developed a
model with an integrative developmental approach for the
understanding of HA with the intention to provide a starting
point and a source of inspiration for future research.
Strengths and limitations of the review
The systematic review on childhood and family factors’ influence on the development of HA is, to the best of my
knowledge, the first of its kind and thereby an important supplement to the existing literature as limited research in this
area has been conducted. The focus on HA and not the broader category of somatoform disorders is a distinction not often
seen and could provide more specific knowledge on HA. The
review was conducted in accordance with the PRISMA statement, and standardised methods for selection of the studies
was performed independently by all three authors to avoid
selections bias.
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The review has some limitations. First of all, the search strategy was limited because it only searched for papers written in
English, and we did not search for “grey literature” because it
was out of the scope of this dissertation. Therefore, some
important studies may have been missed, and because a limited number of studies were included, a more thorough understanding of the influence of childhood and family factors for
the development of HA may have been missed. Finally, a narrative synthesis of the data was performed entailing the risk of
a biased interpretation of the results, but due to the small
number of included studies and the different methods used, it
was not possible to perform a meta-analysis.
Paper II and III
Main conclusions in relation to predetermined aims
This family case-control study found that maternal HA was not
a strong risk factor for the development and presentation of
severe HA symptoms in children aged 8-17 years. Children of
mothers with severe HA had weakly but significantly more selfreported HA symptoms compared to children of mothers with
RA, but not compared to children of healthy mothers.
However, the results did indicate that mothers with severe HA
perceive their children as having more symptoms, they have
far more health-related worries related to their child - a condition we used the term “HA by proxy” for in paper III, and less
satisfaction with general practice visits regarding the child
compared to mothers with RA and healthy mothers. We also
found that mothers with severe HA more often reported that
they took their child to the general practitioner and had a
more protective behaviour towards their child when it felt
unwell, but only in comparison with mothers with RA - not
healthy mothers.
Discussion of the results in relation to other studies
The findings of the present PhD study only partly confirmed
our hypothesis that was based on previous studies [76,77,79],
which have found a positive correlation between parental and
child HA symptoms/negative illness beliefs. Further, it was
somewhat conflicting with previous studies where the majority
have found an association with childhood exposure to illness
from significant others (e.g. parents) and HA [56-59] that children of mothers with a chronic physical disorder characterised
by pain and disability (i.e. RA), had the lowest level of selfreported HA in the present study.
Beyond a suggested genetic heredity for HA, although still in its
infancy [90,130,131], our findings indicate that children of
mothers with severe HA were exposed to more maternal worries regarding their symptoms along with a more symptomfocused parental style compared to the two control groups.
However, despite of this exposure, it did not significantly increase their children’s level of HA symptoms at this point in
their life, nor had it more broadly an influence on their wellbeing in that their own report of anxiety symptoms and healthrelated quality of life did not differ from the two control
groups of children.
The majority of the included children in the present study
(77.7%) were under the age of 14, which could partly explain
why our findings differed from previous studies. The mechanisms behind a presumed transmission of HA symptoms may
not be similar for all, but is influenced by a wide range of factors, among which the parents’ own HA, and the duration and
nature of the exposure may be important. A transmission of

HA symptoms/negative illness beliefs in younger children could
therefore be dependent on a larger parental influence and a
longer exposure of a certain parental behaviour before the
symptoms become evident, or the symptoms may not appear
until adulthood. It is stated in the DSM-5 that HA may arise at
any age, although the most common age is proposed to be in
early adulthood [3]. It could be that the exposure to sustained
parental health worries along with a symptom-focused parental style could form a vulnerability and a lower threshold for
the development of maladaptive cognitions around illness in
the child. Perhaps in interaction with other environmental
factors, such as exposure to illness or stress, could trigger the
development of HA symptoms later in life [5].
In the present PhD study, the children had been exposed to
severe maternal HA for minimum two years, but beyond that,
it was not possible to measure the duration and its potential
relation to the child’s developmental stage. Furthermore, the
study design could not distinguish between the influence of
environmental and genetic factors.
In our study, we did find that children of mothers with severe
HA were exposed to more protective maternal behaviour
when they felt unwell and also had more contacts to the doctor during the past year compared to children of mothers with
RA, but not compared to children of healthy mothers. Since we
only found a statistically significant difference in HA symptoms
between children of mothers with severe HA and children of
mothers with RA, but not children of healthy mothers, this
finding could indicate that a protective parental behaviour
toward the child’s health complaints is involved in the development of HA symptoms.
Children and adolescents tend to have high levels of somatic
complaints [132-134] and a protective parental style towards
the child’s health complaints could result in more maladaptive
cognitions around illness. As a result of overprotection in
relation to health complaints, the child may start focusing on
bodily sensations and thereby indirectly increase an emotional
reaction leading to a belief that these sensations are threatening [135]. A general overprotective behaviour is found to be a
risk factor for the development of mental disorders [136], and
it could be that a specific overprotection regarding the child’s
health is a stronger risk factor for the development of HA than
overprotection in general.
Health care utilisation of a child very much depends on the
parents [137], and therefore it may be assumed that the health
care utilisation of the child is an expression of parental behaviour more than that of the child, and several studies have
reported a high health care use in adults with severe HA
[8,9,138,139]. In the present study, we found that mothers
with severe HA not only had worries regarding their own
health, but also had a higher level of health worries concerning
their child, i.e. HA by proxy, and compared to mothers with RA
had more doctor visits with their child during the past year.
This is an overlooked aspect of HA [32], and recognising and
addressing this could probably reduce unnecessary health care
visits in relation to the child.
Information on the child’s own contacts to the school nurse
was obtained as part of the present study. These contacts
could reflect the independent illness behaviour of the children
as they could contact a school nurse without parental involvement as opposed to seeing the general practitioner. However,
in additional analyses we found no statistically significant
differences between the three groups of children with regard
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to number of contacts to the school nurse during the past
year. These findings could therefore suggest that the higher
uses of health care visits seen in children of mothers with HA
compared to children of mothers with RA rather reflects the
mothers’ illness behaviour, not the children’s.
Information on school absence due to illness in the past year
was obtained from two different sources; maternal report and
data obtained directly from the schools, and no differences
were found between the three groups of children regardless of
the data source. This could to some degree validate the mothers’ replies to the questionnaires as their answers did not
differ significantly from the objective data obtained from the
schools. Despite the fact that we found a more protective
maternal behaviour, this did not cause more school absence
regarding their child. This finding may indicate that mothers
with severe HA do not encourage their children to a maladaptive behaviour regarding school absence but rather encourage
to more doctor visits, which may reflect the mothers’ tendency
to seek medical reassurance [5].
Strengths and limitations of the family case-control study
This case-control study has several strengths. It is the first
larger study using a case-control design and including a case
group of children of mothers diagnosed severe HA. Previous
studies have either used a cross-sectional design [76,79] or a
smaller case-control design with children of parents with any
somatoform disorder, not specifically HA [77]. Second, using a
case-control design with two control groups makes it possible
to compare the influence of not only the exposure to maternal
HA, but also the influence of having a mother with a chronic
physical disorder and a healthy mother. Third, the three
groups of children were matched on age and gender in order
to control for potential age and gender differences in symptom
reports. The age of onset of specific anxiety disorders has been
shown to vary in that specific phobias have an early onset,
while Obsessive Compulsive Disorder often onsets in mid or
later adolescence [140,141]. Gender differences have also
been found with regard to self-reported functional symptoms
[142]. Fourth, all children underwent a brief physical examination to exclude any undiscovered physical disorder that could
lead to increased physical symptoms or health worries.
The present study has some limitations to be considered. As
already discussed in the section “Discussion of methods”,
selection bias could have occurred in all three groups of mothers. In order to reduce selection bias, children of mothers with
severe HA were randomly selected to participate if the mother
had more than one child available for inclusion. However, this
procedure could have resulted in a lower participation rate in
this group if the mother declined participation due to her
worries about whether the child could be harmed by participation if she perceived the selected child as being particularly
sensitive. If this were the case, it could indeed have skewed
the results.
To summarise, selection bias could have blurred the picture
seen in the present study towards a direction where the group
of children of mothers with severe HA may have had a lower
level of HA symptoms and children of healthy mothers may
have had a higher level of HA symptoms.
Finally, information bias may have occurred as the use of questionnaires to assess complex concepts such as health beliefs
and attitudes in younger children may be of limited reliability
[143], and the youngest children had difficulties reading the
questionnaire battery. Furthermore, the questionnaire regard-

ing HA by proxy (IWS-p) was not validated, and although the
internal reliability for the present study was satisfactory, the
results concerning this questionnaire have to be interpreted
with caution. Finally, maternal recall bias may have occurred especially mothers with severe HA could have a selected
memory regarding health-related areas (i.e. health care visits).
FUTURE PERSPECTIVES
Future research related to the present PhD study
As part of the PhD dissertation, data was collected regarding
the children’s illness perception using a vignette developed for
the study. These data can provide information on whether a
negative illness perception as seen in the group of mothers
with severe HA is transmitted to the children.
A real time assessment - using mobile phone data - was also a
part of this PhD dissertation, where the children received four
questions by text message 4 times a day during a week in a
random sample design. The children were asked about their
physical and emotional symptoms. These data can provide
more detailed information on the presence of and fluctuations
in emotional and physical symptoms and possible differences
in the three groups of children when they are in their normal
living environment. Furthermore, the feasibility of using text
messages to measure physical and emotional symptoms in this
particular sample of 8-17 years children can be tested.
Finally, register data can be used to obtain detailed information on whether children of mothers with severe HA had a
higher health care use over an extended period of time (both
before and after the study period) compared with children of
mothers with RA and children of healthy mothers. This can
extend the results from the present study, based on the mothers’ self-reported data, suggesting that mothers with severe
HA more often took their child to see the doctor than mothers
with RA.
Suggestions for future research in general
Prospective studies gathering information on different potential risk factors associated with the development of HA and
their duration and timing in relation to the child’s developmental stage are needed. In a prospective study design, it will be
possible to investigate whether there is a cumulative influence
of multiple types of negative childhood experiences involved in
the development of HA, and whether the experience of a
single specific risk factor such as early experience of illness in
self or significant others could be more important.
Additional research on the family environment, parental characteristics (e.g. their physical and mental disorders, own illness
behaviour and overprotection in relation to the child’s health
with modelling and reinforcement) and the child’s underlying
personality and attachment style could provide unique information on the putative complex interacting factors that may
be involved in the development of HA. As clinical presentations
of HA most often origin in adulthood, well-planned and wellconducted long- term, large epidemiological cohort studies
with follow-up into adulthood will be optimal.
Clinical perspectives
Results from the family case-control study indicate that mothers with severe HA have health worries towards their child
and, compared to mothers with RA, also had a higher health
care use on behalf of their child - a behaviour that could induce the risk of unnecessary medical investigations of the
child. Early identification of the problem (i.e. parental worries)
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in medical settings could reduce unnecessary medical investigations of the child and probably reduce family stress and
increased health-related worries with regard to the child in the
parent as this could be fueled by medical tests and investigations of the child. Acknowledging the clinical phenomenon and
also involving these aspects in the treatment of parents with
severe HA could be an important target point in preventing the
child itself from developing maladaptive illness behaviour. In
addition, though speculative, this may prevent parents wrongly
being accused for the serious suspicion of being perpetrators
of fabricated or induced illness in children and instead offer
them proper treatment. However, whether this is a real clinical
issue needs to be further elucidated, e.g. through qualitative
interviews with both patients and health professionals.
SUMMARY
Excessive health anxiety, still designated as hypochondriasis in
ICD-10, refers to worries and anxiety about harbouring serious
illness. It is common in both primary and secondary health care
with prevalence rates up to 9% and causes great suffering for
the individual as well as high health care costs when untreated. Growing research suggests that health anxiety may originate in childhood, and studies have demonstrated that cognitive and behavioural features similar to those described for
health anxiety in adults may be present.
The development of health anxiety probably has a complex
nature involving a number of interacting factors such as genetics and environmental factors. A few studies have highlighted a
possible transmission of health anxiety symptoms from a parent to a child and found significant associations between child
and parental self-reported health anxiety symptoms. Theoretical perspectives also assume an association between childhood
experiences and family factors and a later development of
health anxiety.
This dissertation is based on a systematic review and a family
case-control study and aims to answer the following questions:
1) What is the empirical evidence for the influence of childhood and family factors for the development of health anxiety?
2) Does exposure to severe maternal health anxiety contribute
to health anxiety symptoms in their children or perhaps more
broadly affect the children emotionally?
3) Do mothers with severe health anxiety express more health
anxiety on behalf of their child, more maladaptive illness perceptions and behaviours compared to mothers with rheumatoid arthritis and healthy mothers?
The first part, the systematic review, was performed in accordance with the PRISMA statement and focused on the current
empirical evidence for childhood and family factors involved in
the development of health anxiety. In total 25 papers were
examined emanating from 23 studies. The results, based on
this limited research, suggested potential relationships between the development of health anxiety and 1) the intergenerational transmission, i.e. from parent to child, of health
anxiety symptoms, 2) early childhood experience involving
illness and 3) the expression of an anxious attachment style.
The second part, the family case-control study, adds to the
limited knowledge of health anxiety symptoms in childhood
with one paper presenting original data on health anxiety,
related symptoms and illness behaviour in three groups of
children exposed to different maternal health status. Another
paper examines the phenomenon of maternal health anxiety
by proxy in mothers with severe health anxiety. The data for

these two papers stem from 150 families with a child in the
age group 8-17 years. These were grouped into a case group of
children of mothers with severe health anxiety and two control
groups; children of mothers with rheumatoid arthritis and
children of healthy mothers. The children completed a questionnaire battery including items on health anxiety and related
constructs. The mothers and fathers filled in questionnaires
regarding their own mental and physical health including
health anxiety, and the mothers moreover filled in questionnaires regarding illness perceptions, illness worries and illness
behaviour related to their children.
The findings suggest that severe maternal health anxiety only
weakly affects children’s own report of health anxiety symptoms and hence may not be a strong risk factor for the development and clinical presentation of excessive health anxiety
symptoms early in life, i.e. in children aged 8-17 years. However, mothers with severe health anxiety perceived their children
as having more emotional and physical symptoms compared to
mothers with RA and healthy mothers and accordingly more
often took their child to see a doctor compared to mothers
with rheumatoid arthritis. They reported a more negative
illness perception and more health anxiety on behalf of their
child, i.e. health anxiety by proxy, as well as more dissatisfaction with their medical consultation in general practice regarding their child compared to mothers with rheumatoid arthritis
and healthy mothers. Thus, although we in the first study did
not find that the children of mothers with severe health anxiety themselves reported more physical symptoms compared to
children in the control groups, the findings of the second study
raise the possibility that the upbringing by a parent with negative illness perceptions and health anxiety in the long run could
learn the child that minor bodily changes (i.e. feeling unwell)
are unusual and need extra attention. Targeting health anxiety
by proxy in the treatment of mothers who suffer from severe
health anxiety may therefore be important to prevent not only
iatrogenic harm to the child but also the exposure of the child
to a maladaptive illness behaviour, which potentially could be
a risk factor for the child to develop this behaviour itself when
growing up.
REFERENCES
[1] World Health Organisation 1993. ICD-10 Classification of
Mental and Behavioural Disorders. Diagnostic criteria for research. World Health Organization, Geneva.
[2] American Psychiatric Association 1994. Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV). American
Psychiatric Association, Washington DC.
[3] American Psychiatric Association 2013. Diagnostic and
Statistical Manual of Mental Disorders (DSM-V). American
Psychiatric Association, Washington DC: APA.
[4] Taylor S, Asmundson GJG 2004. Treating health anxiety. A
cognitive-behavioral approach. The Guilford Press, New York.
[5] Asmundson GJG, Abramowitz JS, Richter AA, Whedon M
(2010) Health anxiety: Current perspectives and future directions. Curr Psychiatry Rep. 12:306-312.
[6] Sunderland M, Newby JM, Andrews G (2013) Health anxiety
in Australia: prevalence, comorbidity, disability and service
use. Br J Psychiatry. 202:56-61. doi:
10.1192/bjp.bp.111.103960 [doi].
[7] Fink P, Ørnbøl E, Toft T, Kaj Christensen Sparle, et al (2004)
A New, Empirically Established Hypochondriasis Diagnosis. Am
J Psychiatry. 161:1680-91.
DANISH MEDICAL JOURNAL

17

[8] Fink P, Ornbol E, Christensen KS (2010) The outcome of
health anxiety in primary care. A two-year follow-up study on
health care costs and self-rated health. PLoS One. 5:e9873. doi:
10.1371/journal.pone.0009873 [doi].
[9] Bobevski I, Clarke DM, Meadows G (2016) Health anxiety
and its relationship to disability and service use: Findings from
a large epidemiological survey. Psychosom Med. 78:13-25. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1097/PSY.000
0000000000252.
[10] Eilenberg T, Frostholm L, Schroder A, Jensen JS, Fink P
(2015) Long-term consequences of severe health anxiety on
sick leave in treated and untreated patients: Analysis alongside
a randomised controlled trial. J Anxiety Disord. 32:95-102. doi:
10.1016/j.janxdis.2015.04.001 [doi].
[11] Marcus DK, Gurley JR, Marchi MM, Bauer C (2007) Cognitive and perceptual variables in hypochondriasis and health
anxiety: A systematic review. Clin Psychol Rev. 27:127-139. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.cpr.20
06.09.003.
[12] Barsky AJ, Wyshak G, Klerman GL (1990) The somatosensory amplification scale and its relationship to hypochondriasis.
J Psychiatr Res. 24:323-334. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/00223956(90)90004-A.
[13] Barsky AJ, Klerman GL (1983) Overview: Hypochondriasis,
bodily complaints, and somatic styles. Am J Psychiatry.
140:273-283.
[14] Barsky AJ (1992) Amplification, somatization, and the
somatoform disorders. Psychosomatics: Journal of Consultation and Liaison Psychiatry. 33:28-34. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/S00333182(92)72018-0.
[15] Haenen M, de Jong PJ, Schmidt AJ, Stevens S, Visser L
(2000) Hypochondriacs' estimation of negative outcomes:
domain-specificity and responsiveness to reassuring and
alarming information. Behav Res Ther. 38:819-833.
[16] Salkovskis PM, Warwick HM (1986) Morbid preoccupations, health anxiety and reassurance: A cognitive-behavioural
approach to hypochondriasis. Behav Res Ther. 24:597-602. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/00057967(86)90041-0.
[17] Eilenberg T, Kronstrand L, Fink P, Frostholm L (2013) Acceptance and commitment group therapy for health anxiety—
Results from a pilot study. J Anxiety Disord. 27:461-468. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.janxdis
.2013.06.001.
[18] Fink P, Rosendal M, Toft T (2002) Assessment and treatment of functional disorders in general practice: The extended
reattribution and management model--an advanced educational program for nonpsychiatric doctors. Psychosomatics:
Journal of Consultation and Liaison Psychiatry. 43:93-131. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1176/appi.psy
.43.2.93.
[19] Kellner R 1986, Somatization and hypochondriasis. Praeger-Greenwood, New York, pp 7.
[20] van den Heuvel OA, Veale D, Stein DJ (2014) Hypochondriasis: Considerations for ICD-11. Rev Bras Psiquiatr. 36:S21-S27.
[21] Bailer J, Kerstner T, Witthöft M, Diener C, Mier D, Rist F
(2015) Health anxiety and hypochondriasis in the light of DSM5. Anxiety, Stress, & Coping. :1-21.
[22] American Psychiatric Association 2000, Diagnostic and
Statistical Manual of Mental Disorders (DSM--IV-TR), 4th ed.,

text rev. edn. American Psychiatric Association, Washington
DC: Author.
[23] Starcevic V (2013) Hypochondriasis and health anxiety:
conceptual challenges. Br J Psychiatry. 202:7-8. doi:
10.1192/bjp.bp.112.115402 [doi].
[24] olde Hartman TC, Borghuis MS, Lucassen PL, van de Laar
FA, Speckens AE, van Weel C (2009) Medically unexplained
symptoms, somatisation disorder and hypochondriasis: course
and prognosis. A systematic review. J Psychosom Res. 66:363377. doi: 10.1016/j.jpsychores.2008.09.018 [doi].
[25] Barsky AJ, Fama JM, Bailey ED, Ahern DK (1998) A prospective 4-to 5-year study of DSM-III-R hypochondriasis. Arch
Gen Psychiatry. 55:737-744.
[26] Olatunji BO, Kauffman BY, Meltzer S, Davis ML, Smits JA,
Powers MB (2014) Cognitive-behavioral therapy for hypochondriasis/health anxiety: a meta-analysis of treatment outcome
and moderators. Behav Res Ther. 58:65-74.
[27] Tyrer P, Cooper S, Salkovskis P, Tyrer H, Crawford M,
Byford S, Dupont S, Finnis S, Green J, McLaren E, Murphy D,
Reid S, Smith G, Wang D, Warwick H, Petkova H, Barrett B
(2014) Clinical and cost-effectiveness of cognitive behaviour
therapy for health anxiety in medical patients: a multicentre
randomised controlled trial. Lancet. 383:219-225. doi:
10.1016/S0140-6736(13)61905-4 [doi].
[28] Sørensen P, Birket-Smith M, Wattar U, Buemann I, Salkovskis P (2011) A randomized clinical trial of cognitive behavioural therapy versus short-term psychodynamic psychotherapy
versus no intervention for patients with hypochondriasis.
Psychol Med. 41:431-441. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1017/S003329
1710000292.
[29] Thomson A, Page L (2007) Psychotherapies for hypochondriasis. The Cochrane Library.
[30] Fallon BA, Petkova E, Skritskaya N, Sanchez-Lacay A,
Schneier F, Vermes D, Cheng J, Liebowitz MR (2008) A doublemasked, placebo-controlled study of fluoxetine for hypochondriasis. J Clin Psychopharmacol. 28:638-645. doi:
10.1097/JCP.0b013e31818d21cf [doi].
[31] Greeven A, van Balkom AJLM, van der Leeden R, Merkelbach JW, van den Heuvel OA, Spinhoven P (2009) Cognitive
behavioral therapy versus paroxetine in the treatment of
hypochondriasis: An 18-month naturalistic follow-up. J Behav
Ther Exp Psychiatry. 40:487-496. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jbtep.2
009.06.005.
[32] Lockhart E (2016) Health anxiety in children and parents.
BMJ. 353:i2891.
[33] Villadsen A, Thorgaard M, Hybel K, Jensen JS, Thomsen P,
Rask C (2016) Health Anxiety Symptoms in Children and Adolescents Diagnosed with OCD. J Psychosom Res. 85:86.
[34] Rask CU, Munkholm A, Clemmensen L, Rimvall MK, Ørnbøl
E, Jeppesen P, Skovgaard AM (2016) Health anxiety in preadolescence—Associated health problems, healthcare expenditure, and continuity in childhood. J Abnorm Child Psychol.
44:823-832. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1007/s10802015-0071-2.
[35] Noyes R, Kathol RG, Fisher MM, Phillips BM, Suelzer MT,
Woodman CL (1994) Psychiatric comorbidity among patients
with hypochondriasis. Gen Hosp Psychiatry. 16:78-87. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/01638343(94)90049-3.
DANISH MEDICAL JOURNAL

18

[36] Rachman S (2012) Health anxiety disorders: A cognitive
construal. Behav Res Ther. 50:502-512. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.brat.20
12.05.001.
[37] McNally RJ (1990) Psychological approaches to panic
disorder: A review. Psychol Bull. 108:403.
[38] Salkovskis PM, Clark DM (1993) Panic disorder and hypochondriasis. Advances in Behaviour Research and Therapy.
15:23-48.
[39] Warwick HM, Salkovskis PM (1990) Hypochondriasis.
Behav Res Ther. 28:105-117. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/00057967(90)90023-C.
[40] Lee S, Lam IM, Kwok KP, Leung CM (2014) A communitybased epidemiological study of health anxiety and generalized
anxiety disorder. J Anxiety Disord. 28:187-194. doi:
10.1016/j.janxdis.2013.10.002 [doi].
[41] Borkovec TD, Shadick RN, Hopkins M (1991) The nature of
normal and pathological worry.
[42] Starcevic V, Fallon S, Uhlenhuth EH, Pathak D (1994) Generalized anxiety disorder, worries about illness, and hypochondriacal fears and beliefs. Psychother Psychosom. 61:93-99.
[43] Rasmussen SA, Eisen JL (1992) The epidemiology and
differential diagnosis of obsessive compulsive disorder. J Clin
Psychiatry. 53:4-10.
[44] Fallon BA, Qureshi AI, Laje G, Klein B (2000) Hypochondriasis and its relationship to obsessive-compulsive disorder.
Psychiatr Clin North Am. 23:605-616.
[45] Barsky AJ (1992) Hypochondriasis and obsessive compulsive disorder. Psychiatr Clin North Am. 15:791-801.
[46] Fallon BA, Javitch JA, Hollander E, Liebowitz MR (1991)
Hypochondriasis and obsessive compulsive disorder: Overlaps
in diagnosis and treatment. J Clin Psychiatry. 52:457-460.
[47] Wessely S, Nimnuan C, Sharpe M (1999) Functional somatic syndromes: one or many?. The Lancet. 354:936-939.
[48] Fink P, Schröder A (2010) One single diagnosis, bodily
distress syndrome, succeeded to capture 10 diagnostic categories of functional somatic syndromes and somatoform disorders. J Psychosom Res. 68:415-426. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jpsych
ores.2010.02.004.
[49] Allen LA, Woolfolk RL (2010) Cognitive behavioral therapy
for somatoform disorders. Psychiatr Clin North Am. 33:579593. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.psc.20
10.04.014.
[50] Longley S, Calamari JE, Noyes R, Meyers K, McDowell E
(2014) Health anxiety (hypochondriasis): An emotional disorder in an alternative taxonomy. Curr Psychiatry Rev. 10:3-13.
[51] Salkovskis PM, Warwick HMC 2001, Making sence of
Hypochondriasis: A Cognitve Model of Health Anxiety. In: G. J.
G. Asmundson, S. Taylor, B. Cox (eds) Health Anxiety: clinical
and research perspectives on hypochondriasis and related
conditions. John Wiley, Toronto, pp 46-64.
[52] Noyes R, Jr., Stuart SP, Langbehn DR, Happel RL, Longley
SL, Muller BA, Yagla SJ (2003) Test of an interpersonal model of
hypochondriasis. Psychosom Med. 65:292-300. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1097/01.PSY.0
000058377.50240.64.
[53] Stuart S, Noyes Jr. R (1999) Attachment and Interpersonal
Communication in Somatization. Psychosomatics. 40:34-43.
doi:

http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/S00333182(99)71269-7.
[54] Taylor S, Jang KL, Stein MB, Asmundson GJG (2008) A
behavioral-genetic analysis of health anxiety: Implications for
the cognitive-behavioral model of hypochondriasis. Journal of
Cognitive Psychotherapy. 22:143-153. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1891/08898391.22.2.143.
[55] Noyes R,Jr, Happel RL, Yagla SJ (1999b) Correlates of hypochondriasis in a nonclinical population. Psychosomatics.
40:461-469. doi: S0033-3182(99)71183-7 [pii].
[56] Barsky AJ, Wyshak G (1990) Hypochondriasis and somatosensory amplification. Br J Psychiatry. 157:404-409.
[57] Noyes R, Jr., Carney CP, Hillis SL, Jones LE, Langbehn DR
(2005) Prevalence and correlates of illness worry in the general
population. Psychosomatics: Journal of Consultation and Liaison Psychiatry. 46:529-539. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1176/appi.psy
.46.6.529.
[58] Fernandez C, Fernandez R, Amigo DI (2005) Characteristics
and one-year follow-up of primary care patients with health
anxiety. Prim Care Community Psychiatry. 10:81-93.
[59] Alberts NM, Hadjistavropoulos HD, Sherry SB, Stewart SH
(2014a) Linking Illness in Parents to Health Anxiety in Offspring: Do Beliefs about Health Play a Role?. Behavioural &
Cognitive Psychotherapy.
[60] Williams PG, Smith TW, Jordan KD 2010, Health anxiety
and hypochondriasis: Interpersonal extensions of the cognitive–behavioral perspective Interpersonal processes in the
anxiety disorders: Implications for understanding psychopathology and treatment. American Psychological Association,
Washington, DC, Washington, DC, US, pp 261-284.
[61] Schmidt S, Strauss B, Braehler E (2002) Subjective physical
complaints and hypochondriacal features from an attachment
theoretical perspective. Psychology and Psychotherapy: Theory, Research and Practice. 75:313-332. doi:
10.1348/147608302320365217.
[62] Wearden A, Perryman K, Ward V (2006) Adult attachment,
reassurance seeking and hypochondriacal concerns in college
students. J Health Psychol. 11:877-886. doi: 11/6/877 [pii].
[63] Sherry DL, Sherry SB, Vincent NA, Stewart SH, Hadjistavropoulos HD, Doucette S, Hartling N (2014) Anxious attachment and emotional instability interact to predict health anxiety: An extension of the interpersonal model of health anxiety.
Personality and Individual Differences. 56:89-94. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.paid.20
13.08.025.
[64] Jordan KD, Williams PG, Smith TW (2015) Interpersonal
distinctions among hypochondriacal trait components: Styles,
goals, vulnerabilities, and perceptions of health care providers.
Journal of Social and Clinical Psychology. 34:459-475. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1521/jscp.201
5.34.6.459.
[65] Alberts NM, Hadjistavropoulos HD (2014b) Parental illness, attachment dimensions, and health beliefs: Testing the
cognitive-behavioural and interpersonal models of health
anxiety. Anxiety Stress Coping. 27:216-228.
[66] Barsky AJ, Wool C, Barnett MC, Cleary PD (1994) Histories
of childhood trauma in adult hypochondriacal patients. Am J
Psychiatry. 151:397-401.
[67] Salmon P, Calderbank S (1996) The relationship of childhood physical and sexual abuse to adult illness behavior. J
Psychosom Res. 40:329-336. doi: 0022399995005803 [pii].
DANISH MEDICAL JOURNAL

19

[68] Reiser SJ, McMillan KA, Wright KD, Asmundson GJ (2014)
Adverse childhood experiences and health anxiety in adulthood. Child Abuse Negl. 38:407-413. doi:
10.1016/j.chiabu.2013.08.007 [doi].
[69] Schulte IE, Petermann F (2011) Somatoform disorders: 30
years of debate about criteria!: What about children and adolescents?. J Psychosom Res. 70:218-228. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jpsych
ores.2010.08.005.
[70] Eilenberg T, Fink P, Jensen JS, Rief W, Frostholm L (2015a)
Acceptance and commitment group therapy (act-g) for health
anxiety: A randomized controlled trial. Psychol Med. . doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1017/S003329
1715001579.
[71] Rask C, Morina B, Eilenberg T, Thorgaard M, Frostholm L
(Unpublished) Health anxiety and age of onset.
[72] Essau CA (2007) Course and outcome of somatoform
disorders in non-referred adolescents. Psychosomatics.
48:502-509.
[73] Bisht J, Sankhyan N, Kaushal RK, Sharma RC, Grover N
(2008) Clinical profile of pediatric somatoform disorders. Indian Pediatr. 45:111.
[74] Lieb R, Pfister H, Mastaler M, Wittchen H (2000) Somatoform syndromes and disordersin a representative population
sample of adolescents and young adults: prevalence, comorbidity and impairments. Acta Psychiatr Scand. 101:194-208.
[75] Fritz GK, Fritsch S, Hagino O (1997) Somatoform disorders
in children and adolescents: a review of the past 10 years. J Am
Acad Child Adolesc Psychiatry. 36:1329-1338. doi: S08908567(09)63274-3 [pii].
[76] Koteles F, Freyler A, Kokonyei G, Bardos G (2014) Family
background of modern health worries, somatosensory amplification, and health anxiety: A questionnaire study. J Health
Psychol. . doi: 1359105313516661 [pii].
[77] Marshall T, Jones DP, Ramchandani PG, Stein A, Bass C
(2007) Intergenerational transmission of health beliefs in somatoform disorders: exploratory study. Br J Psychiatry.
191:449-450. doi: 191/5/449 [pii].
[78] Sirri L, Ricci Garotti MG, Grandi S, Tossani E (2015) Adolescents' hypochondriacal fears and beliefs: Relationship with
demographic features, psychological distress, well-being and
health-related behaviors. J Psychosom Res. . doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jpsych
ores.2015.07.002.
[79] Wright KD, Reiser SJ, Delparte CA (2015) The relationship
between childhood health anxiety, parent health anxiety, and
associated constructs. J Health Psychol. . doi:
1359105315610669 [pii].
[80] Wright KD, Asmundson GJ (2003) Health anxiety in children: development and psychometric properties of the Childhood Illness Attitude Scales. Cogn Behav Ther. 32:194-202. doi:
8NUW8F0PYMUBNCAF [pii].
[81] Rask CU, Elberling H, Skovgaard AM, Thomsen PH, Fink P
(2012) Parental-reported health anxiety symptoms in 5- to 7year-old children: the Copenhagen Child Cohort CCC 2000.
Psychosomatics. 53:58-67. doi: 10.1016/j.psym.2011.05.006
[doi].
[82] Eminson M, Benjamin S, Shortall A, Woods T (1996) Physical symptoms and illness attitudes in adolescents: An epidemiological study. Child Psychology & Psychiatry & Allied Disciplines. 37:519-528. doi: http://dx.doi.org/10.1111/j.14697610.1996.tb01438.x.

[83] Rask CU, Munkholm A, Clemmensen L, Rimvall M,
Jeppesen P, Skovgaard AM (2013) Health anxiety in childhood:
A general population study of 11–12year-old Danish children. J
Psychosom Res. 74:556. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jpsych
ores.2013.03.071.
[84] Kaufman J, Birmaher B, Brent D, Rao U (1997) Schedule for
Affective Disorders and Schizophrenia for School-Age ChildrenPresent and Lifetime version (K-SADS-PL): Initial reliability and
validity data. Journal of the American Academy of Child &
Adolescent Psychiatry. 36:980-988.
[85] Goodman R, Ford T, Richards H, Gatward R, Meltzer H
(2000) The Development and Well-Being Assessment: Description and initial validation of an integrated assessment of child
and adolescent psychopathology. Journal of Child Psychology
and Psychiatry. 41:645-656. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1111/j.14697610.2000.tb02345.x.
[86] Silverman WK, Albano AM 1996. The anxiety disorders
interview schedule for children (ADIS-IV): child and parent
combination specimen set. Graywind.
[87] Kellner R 1987. Abridged manual of the illness attitude
scale. Department of Psychiatry, School of Medicine, University
of New Mexico.
[88] Sirri L (2014) Dimensional assessment of hypochondriacal
fears and beliefs. Curr Psychiatry Rev. 10:50-57.
[89] Garralda ME, Rask CU, Thapar A, Pine DS, Leckman JF,
Scott S, Snowling MJ, Taylor E (2015) Somatoform and related
disorders. Rutter's Child and Adolescent Psychiatry. :10351054.
[90] Taylor S, Thordarson DS, Jang KL, Asmundson GJ (2006)
Genetic and environmental origins of health anxiety: a twin
study. World Psychiatry. 5:47-50.
[91] Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC,
Ioannidis JPA, Clarke M, Devereaux PJ, Kleijnen J, Moher D
(2009) The PRISMA statement for reporting systematic reviews
and meta-analyses of studies that evaluate health care interventions: explanation and elaboration. J Clin Epidemiol. 62:e1e34. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jclinepi
.2009.06.006.
[92] Moher D, Liberati A, Tetzlaff J, Altman DG (2009) Preferred
Reporting Items for Systematic Reviews and Meta-Analyses:
The PRISMA Statement. J Clin Epidemiol. 62:1006-1012. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jclinepi
.2009.06.005.
[93] Song JW, Chung KC (2010) Observational studies: cohort
and case-control studies. Plast Reconstr Surg. 126:2234-2242.
doi: 10.1097/PRS.0b013e3181f44abc [doi].
[94] Davé S, Nazareth I, Senior R, Sherr L (2008) A comparison
of father and mother report of child behaviour on the
Strengths and Difficulties Questionnaire. Child Psychiatry Hum
Dev. 39:399-413. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1007/s10578008-0097-6.
[95] Duhig AM, Renk K, Epstein MK, Phares V (2000) Interparental agreement on internalizing, externalizing, and total
behavior problems: A Meta‐analysis. Clinical Psychology: Science and Practice. 7:435-453.
[96] Cooper PJ, Fearn V, Willetts L, Seabrook H, Parkinson M
(2006) Affective disorder in the parents of a clinic sample of
children with anxiety disorders. J Affect Disord. 93:205-212.
doi:
DANISH MEDICAL JOURNAL

20

http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jad.200
6.03.017.
[97] McClure EB, Brennan PA, Hammen C, Le Brocque RM
(2001) Parental anxiety disorders, child anxiety disorders, and
the perceived parent–child relationship in an Australian highrisk sample. J Abnorm Child Psychol. 29:1-10.
[98] Landis JR, Koch GG (1977) The measurement of observer
agreement for categorical data. Biometrics. :159-174.
[99] Wells G, Shea B, O’connell D, Peterson J, Welch V, Losos
M, Tugwell P (2000). The Newcastle-Ottawa Scale (NOS) for
assessing the quality of nonrandomised studies in metaanalyses.
[100] Sanderson S, Tatt ID, Higgins JP (2007) Tools for assessing
quality and susceptibility to bias in observational studies in
epidemiology: a systematic review and annotated bibliography. Int J Epidemiol. 36:666-676. doi: dym018 [pii].
[101] Herzog R, Alvarez-Pasquin MJ, Diaz C, Del Barrio JL, Estrada JM, Gil A (2013) Are healthcare workers' intentions to
vaccinate related to their knowledge, beliefs and attitudes? A
systematic review. BMC Public Health. 13:154-2458-13-154.
doi: 10.1186/1471-2458-13-154 [doi].
[102] Phillips Bea (cited 2016) Oxford Centre for Evidencebased Medicine - Levels of evidence (March 2009).
http://www.cebm.net/oxford-centre-evidence-basedmedicine-levels-evidence-march-2009/.
[103] Fergus S, Zimmerman MA (2005) Adolescent resilience: A
framework for understanding healthy development in the face
of risk. Annu Rev Public Health. 26:399-419.
[104] Beaton DE, Bombardier C, Guillemin F, Ferraz MB (2000)
Guidelines for the process of cross-cultural adaptation of selfreport measures. Spine. 25:3186-3191.
[105] Van Slyke DA, Walker LS (2006) Mothers' responses to
children's pain. Clin J Pain. 22:387-391. doi:
10.1097/01.ajp.0000205257.80044.01 [doi].
[106] Broadbent E, Petrie KJ, Main J, Weinman J (2006) The
Brief Illness Perception Questionnaire. J Psychosom Res.
60:631-637. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/j.jpsych
ores.2005.10.020.
[107] Fayers P, Machin D 2007. Quality of Life. The assessment,
analysis and interpretation of patient-reported outcomes.
pp. 123. Wiley, England.
[108] Holm S (1979) A simple sequentially rejective multiple
test procedure. Scandinavian journal of statistics. :65-70.
[109] Grol R, Wensing M, Mainz J, Jung HP, Ferreira P, Hearnshaw H, Hjortdahl P, Olesen F, Reis S, Ribacke M, Szecsenyi J
(2000) Patients in Europe evaluate general practice care: An
international comparison. Br J Gen Pract. 50:882-887.
[110] Frostholm L, Fink P, Oernboel E, Christensen KS, Toft T,
Olesen F, Weinman J (2005) The uncertain consultation and
patient satisfaction: the impact of patients' illness perceptions
and a randomized controlled trial on the training of physicians'
communication skills. Psychosom Med. 67:897-905.
[111] Matcham F, Norton S, Steer S, Hotopf M (2016) Usefulness of the SF-36 Health Survey in screening for depressive and
anxiety disorders in rheumatoid arthritis. BMC musculoskeletal
disorders. 17:1.
[112] Ramchandani PG, Stein A, Hotopf M, Wiles NJ (2006)
Early Parental and Child Predictors of Recurrent Abdominal
Pain at School Age: Results of a Large Population-Based Study.
Journal of the American Academy of Child & Adolescent Psychiatry. 45:729-736. doi:

http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1097/01.chi.0
000215329.35928.e0.
[113] Witthöft M, Kerstner T, Ofer J, Mier D, Rist F, Diener C,
Bailer J (2016) Cognitive Biases in Pathological Health Anxiety
The Contribution of Attention, Memory, and Evaluation Processes. Clinical Psychological Science. 4:464-479.
[114] Alex Mabe P, Hobson DP, Ralph Jones L, Jarvis RG (1988)
Hypochondriacal traits in medical inpatients. Gen Hosp Psychiatry. 10:236-244. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1016/01638343(88)90029-1.
[115] Noyes R,Jr, Stuart S, Langbehn DR, Happel RL, Longley SL,
Yagla SJ (2002) Childhood antecedents of hypochondriasis.
Psychosomatics. 43:282-289. doi: S0033-3182(02)70381-2 [pii].
[116] Watt MC, Stewart SH (2000) Anxiety sensitivity mediates
the relationships between childhood learning experiences and
elevated hypochondriacal concerns in young adulthood. J
Psychosom Res. 49:107-118. doi: S0022-3999(00)00097-0 [pii].
[117] van Santvoort F, Santvoort F, Hosman (2015) The Impact
of Various Parental Mental Disorders on Children’s Diagnoses:
A Systematic Review. Clin Child Fam Psychol Rev. 18:281; 281299; 299.
[118] Fisak B, Jr., Grills-Taquechel AE (2007) Parental modeling,
reinforcement, and information transfer: Risk factors in the
development of child anxiety?. Clin Child Fam Psychol Rev.
10:213-231. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1007/s10567007-0020-x.
[119] Hettema JM, Neale MC, Kendler KS (2001) A review and
meta-analysis of the genetic epidemiology of anxiety disorders.
Am J Psychiatry. 158:1568-1578. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1176/appi.ajp.
158.10.1568.
[120] Rapee RM (2012) Family factors in the development and
management of anxiety disorders. Clin Child Fam Psychol Rev.
15:69-80.
[121] Eley TC (2001) Contributions of behavioral genetics research: Quantifying genetic, shared environmental and nonshared environmental influences. The developmental psychopathology of anxiety. :45-59.
[122] Gregory AM, Eley TC (2007) Genetic influences on anxiety in children: What we’ve learned and where we’re heading.
Clin Child Fam Psychol Rev. 10:199-212.
[123] Hudson JI, Mangweth B, Pope HG, De Col C, Hausmann A,
Gutweniger S, Laird NM, Biebl W, Tsuang MT (2003) Family
study of affective spectrum disorder. Arch Gen Psychiatry.
60:170-177.
[124] Kendler KS, Gardner CO, Annas P, Neale MC, Eaves LJ,
Lichtenstein P (2008) A longitudinal twin study of fears from
middle childhood to early adulthood: evidence for a developmentally dynamic genome. Arch Gen Psychiatry. 65:421-429.
[125] Kendler K, Gardner C, Lichtenstein P (2008) A developmental twin study of symptoms of anxiety and depression:
evidence for genetic innovation and attenuation. Psychol Med.
38:1567-1575.
[126] Weck F, Neng JMB, Goller K, Muller-Marbach AM (2014b)
Previous Experiences With Illness and Traumatic Experiences:
A Specific Risk Factor For Hypochondriasis?. Psychosomatics.
55:362-371.
[127] Becker ES, Goodwin R, Hölting C, Hoyer J, Margraf J
(2003) Content of Worry in the Community: What Do People
With Generalized Anxiety Disorder or Other Disorders Worry
About?. J Nerv Ment Dis. 191:688-691. doi:
DANISH MEDICAL JOURNAL

21

http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1097/01.nmd.
0000092198.20420.fc.
[128] Liang W, Chikritzhs T (2012) Childhood Hospitalisations
for Physical Disease and Risk of Mental Disorders During Adolescence and Early Adulthood. Adolesc Psychiatry. 2:263-270.
[129] Thastum M, Watson M, Kienbacher C, Piha J, Steck B,
Zachariae R, Baldus C, Romer G (2009) Prevalence and predictors of emotional and behavioural functioning of children
where a parent has cancer. Cancer. 115:4030-4039.
[130] DiLalla DL, Carey G, Gottesman II, Bouchard TJ, Jr. (1996)
Heritability of MMPI personality indicators of psychopathology
in twins reared apart. J Abnorm Psychol. 105:491-499. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1037/0021843X.105.4.491.
[131] Gottesman II (1962) Differential inheritance of the psychoneuroses. Eugenics Quaterly. 9:223.227.
[132] Domènech-Llaberia E, Jané C, Canals J, Ballespí S, Esparó
G, Garralda E (2004) Parental reports of somatic symptoms in
preschool children: prevalence and associations in a Spanish
sample. Journal of the American Academy of Child & Adolescent Psychiatry. 43:598-604.
[133] Berntsson LT, Kohler L, Gustafsson JE (2001) Psychosomatic complaints in schoolchildren: a Nordic comparison.
Scand J Public Health. 29:44-54.
[134] Rask CU, Olsen EM, Elberling H, Christensen MF, Ørnbøl
E, Fink P, Thomsen PH, Skovgaard AM (2009) Functional somatic symptoms and associated impairment in 5–7-year-old children: the Copenhagen Child Cohort 2000. Eur J Epidemiol.
24:625-634.
[135] Walker LS, Williams SE, Smith CA, Garber J, Van Slyke DA,
Lipani TA (2006) Parent attention versus distraction: impact on
symptom complaints by children with and without chronic
functional abdominal pain. Pain. 122:43-52.
[136] Overbeek G, ten Have M, Vollebergh W, de Graaf R
(2007) Parental lack of care and overprotection. Soc Psychiatry
Psychiatr Epidemiol. 42:87-93.
[137] Janicke DM, Finney JW, Riley AW (2001) Children's health
care use: A prospective investigation of factors related to careseeking. Med Care. 39:990-1001. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1097/0000565
0-200109000-00009.
[138] Hansen MS (2005) Mental illness and health care use: a
study among new neurological patients. Gen Hosp Psychiatry.
27:119; 119-124; 124.
[139] Martin A, Jacobi F (2006) Features of hypochondriasis
and illness worry in the general population in Germany. Psychosom Med. 68:770-777. doi: 68/5/770 [pii].
[140] Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR,
Walters EE (2005) Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National Comorbidity Survey Replication. Arch Gen Psychiatry. 62:593-602.
[141] Öst L (1987) Age of onset in different phobias. J Abnorm
Psychol. 96:223-229. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1037/0021843X.96.3.223.
[142] Vila M, Kramer T, Hickey N, Dattani M, Jefferis H, Singh
M, Garralda ME (2009) Assessment of somatic symptoms in
British secondary school children using the Children's Somatization Inventory (CSI). J Pediatr Psychol. 34:989-998. doi:
http://dx.doi.org.ez.statsbiblioteket.dk:2048/10.1093/jpepsy/j
sp005.
[143] Ramchandani PG, Murray L, Romano G, Vlachos H, Stein
A (2011) An investigation of health anxiety in families where

children have recurrent abdominal pain. J Pediatr Psychol.
36:409-419. doi: 10.1093/jpepsy/jsq095 [doi].

DANISH MEDICAL JOURNAL

22

