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Chapter

Assessing the Effectiveness

of Brief and Low Intensity
Psychological Interventions for
Medically Unexplained Symptoms
and Health Anxiety: A Systematic
Review of the Literature

Orla McDevitt-Petrovic and Karen Kirby

Abstract

This chapter presents a systematic review of the literature to assess the effec-
tiveness of brief psychological interventions for medically unexplained symptoms
(MUS)/somatic symptom disorder, non-cardiac chest pain, and illness anxiety
disorder or health anxiety (HA). Google Scholar, PubMed, and Web of Science
were searched as data sources. Reference lists were subsequently examined for other
relevant articles. Studies were assessed according to specified inclusion criteria and
extracted according to PRISMA guidelines. A total of 23 studies were included in
the final synthesis. Significant effects for intervention groups relative to control
groups were reported in 19 studies, whilst 4 studies did not determine any signifi-
cant benefits of interventions compared with controls. All of the brief interventions
(CBT, psychosocial, psychophysiological, psychosomatic, relaxation and group
therapy), with the exception of metaphor therapy, showed significant effects rela-
tive to controls in at least one study. The evidence suggests that brief psychological
interventions, more specifically time limited CBT based interventions may be effec-
tive in treating HA and MUS with psychological distress. Findings are comparable
with other reviews. Future research may facilitate the piloting of an intervention,
and there remains a need to provide more robust evidence of cost effectiveness.

Keywords: LICBT, MUS, HA, depression, anxiety

1. Introduction
1.1 Definitions, diagnostic criteria and comorbidities

There has been considerable dispute around the classification and terminologies
used in relation to medically unexplained symptoms (MUS) and associated syndromes
[1, 2]. MUS is a general term for syndromes without a known pathological cause. The
use of the term itself is also often problematic given the negative connotations. Indeed,
many patients prefer the use of alternative terms, for example ‘persistent physical
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symptoms’ [3]. The current review assesses the effectiveness of brief interventions for
MUS, illness anxiety disorder, somatic symptom disorder, health anxiety (HA) and
non-cardiac chest pain (NCCP). Although there may be a degree of overlap within
these, it is important to outline what distinguishing features there may be.

Some of the most pronounced revisions within the latest version of the DSM-V
relate to MUS [4]. A new category (‘Somatic Symptom and Related Disorders’)
has been created, wherein MUS fits. The category includes diagnoses of Somatic
Symptom Disorder (SSD) which replaces the term MUS, and Illness Anxiety
Disorder (IAD) which replaces HA. The term hypochondriasis is no longer referred
to. The key difference between MUS and SSD is that SSD accounts for cases where
symptoms may have an underlying pathology, but there remains an exaggerated
response. However, given that SSD also includes cases where there is an absence
of pathological cause (i.e. MUS), the term has been included in the current review
in addition to a specific SSD and NCCP. The terms IAD and HA are both used to
refer to the preoccupation with having a serious illness; somatic symptoms may
not be present, or may present in mild form. MUS and IAD may therefore present
in isolation or comorbidly; this is determined by the presence (or not) of physical
symptoms without pathological cause, and the subsequent response to these.

Up to one third of individuals with physical heath presentations have MUS [5].
The prevalence of MUS within the general population, and more particularly within
medical settings, is high [6, 7]. MUS and HA are both associated with increased
costs accrued through frequent and inappropriate use of healthcare services,
absenteeism and long-term unemployment [8, 9]. It has been estimated that annual

healthcare service costs resulting from psychosomatic symptoms are approximately
£3 billion in the UK [10].

1.2 The role of depression and anxiety

Pain is one of the most commonly presented MUS [11]. Physical symptoms are
highly prevalent in depression and may result in chronic pain and impede treatment
effectiveness. Depression and pain are influenced by the same neurochemical pro-
cesses, therefore both must be treated simultaneously in order to achieve improve-
ments. Previous research has demonstrated that improvements in depressive
symptoms was correlated with the improvement of some physical symptoms [12].
The prevalence of depression and anxiety among MUS patients has been estimated
at 70% [11]. The division between services for physical health problems and mental
health disorders reinforces the notion of body and mind as entirely separate enti-
ties, consequently adding to the psychological distress associated with MUS [13].

In relation to NCCP specifically, higher levels of anxiety have been detected among
individuals with NCCP compared with health individuals [14]. Given that MUS
and pain have high levels of psychiatric comorbidity, it has been suggested that a
multidisciplinary intervention strategy may be appropriate [15].

1.3 Psychological interventions: MUS/SSD

Qualitative research has reported that individuals with MUS have a tendency to
reject psychological constructs of their problems [16], resulting in an unwillingness to
engage in psychological treatments [8, 17, 18]. However other studies have suggested
that a significant percentage of these patients would consent to undergo psychological
or psychiatric interventions [19]. Evidence suggests that cognitive behaviour
therapy (CBT) is beneficial in the treatment of MUS [20, 21]. A systematic review
and meta-analysis of non-pharmacological interventions for somatoform disorders
and MUS in adults determined that psychological therapies irrespective of modality
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were more beneficial overall than standard care or waiting lists in relation to reducing
symptoms severity [22]. Fourteen from twenty one studies included in the review and
subsequent analysis focused on CBT based interventions. CBT was determined to be
more effective in reducing the severity of MUS, but there was insufficient evidence

to support the efficacy of other modalities. Furthermore, although there is a robust
evidence base demonstrating the effectiveness of high intensity CBT for somatoform
related disorders, there are limited reviews investigating the effectiveness of low
intensity or brief psychological interventions.

A critical review of 31 controlled clinical trials including 1600 patients where
CBT was employed as an intervention for somatization and symptoms syndromes,
found that CBT contributed to the improvement of physical symptoms in 71%
of studies, functional status in 47% and psychological distress in 38% [23]
Furthermore, group therapy and brief treatments of 5 sessions were also found to
be effective, with benefits maintained for up to one year. The review concluded
that CBT is an effective intervention for this patient population, and that benefits
were achievable even if psychological distress was not entirely alleviated. Similarly,
although the focus was not on brief or low intensity treatments, a randomised
clinical trial comparing an intensive psychodynamic therapy and CBT for patients
with medically unexplained pain indicated that both groups achieved reductions
in psychological distress, catastrophic thinking and depression; and interventions
were deemed to be equally effective at a three month follow up [24]. The CBT group
however, demonstrated an improvement in self-efficacy that was not observed in
the other group.

In relation to low intensity (brief) interventions, patients attending an IAPT
pilot site specifically tailored for long term conditions (LTC)/MUS referrals were
offered either a low intensity CBT (guided self-help delivered by a Psychological
Wellbeing Practitioner) based intervention, or a mindfulness-based stress reduc-
tion treatment (brief, low intensity interventions). Subsequent thematic analysis
of qualitative interviews indicated that patients typically reported a positive treat-
ment experience, and felt better able to manage symptoms, even if this was not
necessarily reflected by psychometric scores on the Patient Health Questionnaire-9
(PHQ9), Generalised Anxiety Disorder-7 (GAD7), and the WSAS. Although these
interventions have been determined as appropriate for these patient groups, it
has been suggested in terms of evaluation, that routine outcome measures may
not entirely capture the true benefits of interventions [25]. It is also important to
consider the clinical implications of these initial findings, namely that there were a
higher number of LTC referrals compared with MUS. This may be partly explained
by previous reports that GPs feel inadequate and discouraged when dealing with
MUS cases [26]. Furthermore, as previously highlighted, research has indicated
that MUS patients believe there is disparity between their physical symptoms and
a psychological intervention [27]. The difference in referral rates between LTC
and MUS patients suggest a need for separate dedicated services for each of these
patient groups [28].

1.4 Psychological interventions: NCCP

Current reviews of clinical care have highlighted a failure to appropriately man-
age NCCP despite the substantial prevalence rates [29]. Studies to date have pointed
to the efficacy of CBT [30, 31]. The efficacy of CBT as an intervention for NCCP has
been evaluated in a number of randomised controlled trials [32]. A comparison of
CBT and standard clinical advice among NCCP patients found major reductions in
both the frequency and severity of symptoms in the CBT group, and only modest
improvements within the control group [13].
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Similarly, an RCT with UCP patients and found that those who had com-
pleted a course of CBT had a significantly higher treatment response when
compared with placebo and medication groups [30]. A LICBT intervention,
more specifically ‘coping skills’ resulted in significant improvement relating to
the catastrophizing of pain symptoms and anxiety when compared to a placebo
group [33].

Recent research has also emphasised the success of brief cognitive behavioural
therapy, with a three session CBT intervention determined as effective for UCP
patients in terms of illness perception [34]. A recent study concluded that a brief
cognitive behavioural intervention significantly reduced levels of anxiety and
depression in patients with NCCP, with a diagnosis of panic and/or a depressive
disorder based on Hospital anxiety and depression scale (HADS) scores [35]. Based
on these findings, it was recommended that individuals presenting with NCCP
should be assessed for psychopathology, and a cognitive behavioural intervention
offered in cases where psychological difficulties are detected. Cognitive behavioural
interventions as brief as even a single session initiated within two weeks of an emer-
gency attendance for the primary complaint of chest pain, have also been found
to be effective for panic disorder [36]. Furthermore, it has been recommended
that increased efforts should be employed to implement these interventions in the
emergency department/primary care setting, considering the high prevalence of
panic disorder there.

1.5 Psychological interventions: HA/IAD

A recent systemic review and meta-analysis evaluating CBT for health anxiety
found a large effect size for CBT compared with several control conditions
including standard care, waiting lists, medications and other psychological
therapies [37]. In Van Gils et al. [38], another systematic review and met-analysis
suggested self-help was associated with significant reduction in symptom sever-
ity and improvement in quality of life measures among individuals with MUS
[38]. Low intensity interventions which are brief and facilitate flexible delivery
have been determined as effective for identified health anxiety within medical
settings [39].

1.6 Aims of the current review

A recent study determined that 58.7% of all chest pain presentations to an ED
across a three year period resulted in a diagnosis of NCCP [40]. However, care
pathways and guidance on the most appropriate interventions for this patient
population are very unclear. To date a consolidated and systematic review has not
been carried out. In light of these findings, and given the lack of reviews focused
on brief or low intensity treatments, the purpose of the current review was to assess
the effectiveness of brief interventions which may be suitable for these particular
and similar patient populations. Given that there is a high prevalence of MUS
within primary care with possible associated anxiety, this review sought to examine
evidence for brief interventions which may in principle, improve ease of access to
appropriate treatment within a stepped care approach, and be implemented at a
reduced cost compared with higher intensity or longer term treatments in second-
ary care. To ensure a more robust assessment, conditions which may exist comor-
bidly with NCCP were included. Therefore the current review specifically aimed
to assess the effectiveness of brief interventions for MUS, illness anxiety disorder,
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SSD, HA and NCCP, accounting also for the recent changes in terminologies
and diagnostic criteria within the DSM-V.

2. Method
2.1 Eligibility criteria

Studies were assessed for eligibility for inclusion as per the following criteria: (1)
written in the English language; (2) published in a journal; (3) included a quantita-
tive evaluation of a brief intervention, with brief defined as ten or fewer individual
of group based treatment sessions; (4) interventions were aimed at reducing the
frequency and/or impact of MUS, HA, SSD, illness anxiety disorder, or NCCP; (5)
participants were over 18 years of age; (6) outcome measures indicated the degree
of MUS, and/or psychological wellbeing pre and post intervention; and (7) ran-
domised controlled trial, with control group(s).

2.2 Search strategy

Three databases, specifically Google Scholar, PubMed, and Web of Science
were searched for full-text articles which were published in peer reviewed journals.
Combinations of the following keywords were used: brief* and intervention®,
treatment”, therapy”. The key search terms were (1) medically unexplained symp-
toms (2) health anxiety, (3) somatic symptom disorder, (4) illness anxiety disorder
and (5) non-cardiac chest pain. Table 1 indicates the complete search strategy
employed in Google Scholar advanced searches, which was subsequently modified
for the remaining searches. The reference lists of the articles selected from database
searches were also examined.

2.3 Study selection and data extraction

Studies were selected by (1) screening the titles; (2) screening the abstracts and
methodologies; (3) reviewing the complete paper if the title, abstract and method-
ologies did not present conclusive evidence that the inclusion criteria were achieved.
Studies which did not meet inclusion criteria were subsequently disregarded. Data
were extracted according to PRISMA guidelines, onto an Excel workbook which was

Searches

a. brief intervention®

b. brief treatment™®

c. or brief therapy*

d. and exact phrase medically unexplained symptoms

e. or somatic symptom disorder (exact)

f. or illness anxiety disorder (exact)

g. or health anxiety (exact)

h. or non-cardiac chest pain (exact)

Table 1.
Search strategy.
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used throughout the searches and the review. This was used specifically to record
information about study and participant characteristics, details of interventions,
outcome measures and analyses.

2.4 Risk of bias

The Cochrane Collaboration Risk of Bias Tool was used in order to assess the risk
of bias in the studies selected for the review. This involved screening for bias risk in
relation to sequence generation, allocation concealment, blinding of participants
and assessors, incomplete data, selective reporting and any other relevant bias. Both
authors independently reviewed the selected studies and subsequently agreed on
the level of risk of bias as either low, unclear or high.

3. Results
3.1 Study selection

The literature search and search of references from fully screened articles
yielded a total of 1674 studies. After removal of duplicates the total was 885.
Figure 1 indicates the process of exclusion and final selection.

3.2 Study characteristics
3.2.1 Location

A summary of the selected studies is presented in Table 2. Studies originated in
the USA (n = 6), Spain (n = 2), Germany (n = 2), Netherlands (n = 3), UK (n = 4),
Iran (n = 2), Norway (n = 1), Sweden (n = 1) and Canada (n = 2). In seven of the
studies, the purpose was to evaluate the effect of interventions on medically unex-
plained symptoms. The remaining studies investigated intervention effects on soma-
tisation (n = 3), health anxiety (n = 2), hypochondriasis (n = 2) and non-cardiac
chest pain [10]. All studies considered effectiveness in terms of physical symptoms
and psychological wellbeing.

3.3 Participants

All of the included studies involved both male and female participants, and ages
ranged from 16 to 81. The total number of participants varied in each of the studies.
Eleven of the studies included less than 60 participants, 4 studies included between
61 and 100 participants, 3 studies included between 101 and 150 participants, 4
studies included between 151 and 200 participants and one study involved 444
participants.

3.3.1 Sample size

All studies employed selective sampling methods (purposive), whereby poten-
tial participants were initially identified by health professionals prior to subsequent
additional eligibility screening using diagnostic interview and psychometric
questionnaires. Five studies concurrently used opportunistic sampling methods
(through public advertising) prior to the additional screening. Six studies provided
some details of power calculations made in order to determine optimum sample
sizes. The remaining studies did not describe how sample size was calculated.
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Records identified through Additional records identified
database searching through other sources
(n=823) (n=851)
A 4 \ 4
Total
(n=1674)

l

Records after duplicates removed

(n=884)
Records excluded as did
not meet initial
inclusion criteria
(n=785)
Records screened _
(n=884 )
Full-text articles
excluded, with reasons
(n=76)
Full texts screened
(n=099) Not a brief intervention
=99 (n=40)
Not an RTC with control
l group (n=35)
Full publication not in

English (n=-1)

Studies included in

qualitative synthesis
(n=23)

Figure 1.
Prisma flow diagram of search results and selected studies.

3.3.2 Unit of allocation and risk of bias

All of the included studies used random allocation to intervention or control
groups. However, one of these studies [41] did not allocate participants in a conven-
tional way, given that they were not actually randomly assigned to conditions, but
rather the decision was taken by the authors (for ethical reasons) that the order of
the three condition cohorts should be randomly predetermined.

3.3.3 Theoretical basis of the interventions

All of the interventions had a psychological basis. Cognitive behavioural therapy
formed the theoretical basis of the interventions in 17 of the studies. Two studies
described the intervention as psychosocial and communicative. One study described
the intervention as psychophysiological, and one study used a brief psychosomatic
intervention. Two studies used relaxation and metaphor therapies. Interventions
were delivered as individual sessions in the majority of studies (n = 20), and inter-
ventions were delivered in a group basis in the remaining studies (see Table 2).

3.3.4 Duration

The studies selected for the current review varied in their duration from six
months to four years.
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Study Type of intervention Duration of Duration of Measures
session treatment
[45] Time limited CBT-type 45-60 minutes Maximum of 10 CGI-S, CGI-I, VAS,
sessions MOS-10, HAM-D,
HAM-A
[50] Psychosocial and 30 minutes Maximum of six MOS, SF-36, CIDI,
communication sessions PRIME-MD, SLE,
intervention NAS
[46] Single session CBT 3-4 hours One session BSI-SOM, SOMS-7
BSI-GSI, WI, BDI,
KKG-I
[47] Time limited CBT 45 minutes Maximum of 5 PSC-51, HADS,
sessions MOS SF-36
[52] Time limited Not specified Maximum of 10 CGI-S, HAM-A,
psychophysiological sessions HAM-D
intervention
[53] Brief multimodal 45 minutes Maximum of 9 VAS, NHL, 4DSQ,
psychodynamic therapy sessions SF-36 MAF
[55] Time-limited mindfulness 2 hours Maximum of 8 DSM-1V (structured
cognitive therapy sessions clinical interview),
SHAL WI, BAL BDI
[39] Time limited CBT Not specified 5-10 sessions HADS, SFQ-36,
EQ-5D
[59] Brief psychoeducation 1 hour 1 face to face BDI, STAI, SF-36,
based on CBT session and 2 WI, SCL-90
brief follow-up
phone calls
[41] Short-term CBT 60-90 minutes Maximum of 3 BSQ, SF-36, BDI,
sessions HRQOL
[62] Relaxation training or 2 hours Maximum of 4 BPL, JIBT
metaphor therapy sessions
[61] Guided internet therapy Not specified Maximum of 4 CAQ, BSQ, PHQ-9
(CBT based) sessions
[35] Brief CBT 45 minutes Maximum of 6 CGI, HADS, MINI,
sessions STAIL FQ
[60] Brief 1 hour 1 session Chest Pain
Interview, ASI,
CAQ, SF-36, BSI
[57] Time limited CBT 90 minutes Maximum of 6 WI, HAI, HCQ, SSI,
sessions FSQ, SCL-90, SIS
[63] Metaphor therapy 2 hours Maximum of 4 PDS, DASS,
sessions
[58] Brief CBT or 1 hour Maximum of 7 ADIS-1V, ACQ, ASI,
pharmacological treatment sessions PAS, BDI, CAQ
[49] Time limited CBT Not specified Maximum of 10 CGI-SD, SF-36, SSS
sessions
[51] Brief psychosocial 20 minutes Maximum of 6 HADS, SF-36,
sessions GHQ,-12, SOMS
[36] Brief panic management 2 hours (PM) 1 session (PM) ADIS-IV, BSQ, PAS,
(PM) or brief CBT 1 hour (CBT) 7 sessions (CBT) ASI, CAQ, ACQ
[54] Short-term group therapy 2 hours 8 sessions SF-36
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Study Type of intervention Duration of Duration of Measures
session treatment

[42] Short-term group based 90 minutes 6 sessions IAS, SDIH, BDI,

educational CBT FSS, DAS, QOL,
DHBQ, NEO-PI

[43] Short-term group 2 hours 6 sessions HADS, NHL, SIP,
psychological (CBT based) NHP
treatment

SSP: Somatoform Symptoms Scale; BSI-GSI: Global Severity Index; BDI: Beck Depression Inventory; KKG-I:
‘Internal Control’ Multidimensional Self-Report Questionnaire; WI: Whitely Index; PSC-51: Physical Symptoms
Checklist; HADS: Hospital Anxiety And Depression Scale; NHL: Nijmegen Hyperventilation List;4DSQ:
Four-Dimensional Symptom Questionnaire (Distress, Anxiety, Depression, Somatization); MAF: Measure of
General Functioning; EQ-5D: Health Related Quality Of Life; STAIL State Trait Anxiety Inventory; SCL-90:
Symptom Checklist; BSQ: Bodily Sensations Questionnaire; HRQOL: Health Related Quality of Life; BPIL: Brief
Pain Inventory; JIBT: Jones Irrational Belief Test; PHQ-9: Patient Health Questionnaive (Depression); CAQ:
Cardiac Anxiety Questionnaire; FQ: Fear Questionnaive; MINL: Mini International Neuropsychiatric Interview;
ASI: Anxiety Sensitivity Index; HCQ; Hypochondrial Cognitions Questionnaire; SSI: Somatic Symptoms
Inventory; FSQ; Functional Status Questionnaire; SIS: Severity of Illness Scale; PDS: Pain Discomfort Scale;
DASS: Depression, Anxiety, Stress Scale; PAS: Panic, Agoraphobia Scale; ADIS-IV: Anxiety Disorder Interview
Schedule; SSS: Severity of Somatic Symptom Scale; GHQ: General Health Questionnaive; SUL Summary Utility
Index; ACQ: Agoraphobic Cognitions Questionnaire; 1AS: Illness Attitude Scale; SDIH: Structured Diagnostic
Interview, Hypochondriasis; FSS: Fear Survey Schedule; DAS: Dysfunctional Attitude Scale; QOL: Quality of Life
Questionnaire; DHBQ: Dysfunctional Health Beliefs Questionnaire; NEO-PI: Personality Inventory; SIP: Sickness
Impact Profile; NHP: Nottingham Health Profile.

Table 2.
Key characteristics of selected studies.

3.3.5 Control conditions

The vast majority of the selected studies (n = 21), employed a ‘treatment as
usual’ control condition. The remaining 2 studies [42, 43] employed ‘waiting list’
control conditions.

3.4 Interventions: Description and impact
3.4.1 MUS/SSD
3.4.1.1 Brief CBT

The cognitive behavioural model considers predisposing, precipitating and
perpetuating factors [44]. Psychological distress may be triggered and maintained
in individuals with physical health symptoms via a cycle of inaccurate perceptions,
avoidance behaviours and subsequent intensification of symptoms. Four of the
selected studies included brief CBT based interventions targeting MUS/SSD. One
of these, assessed the effectiveness of a 10 session treatment (averaging 50 min-
utes duration), which had been modified to target somatization problems. More
specifically it applied relaxation training, emotional awareness, cognitive restruc-
turing (CR) and communication [45]. Another study facilitated a single session
(34 hours) which focused primarily on developing psychophysiological expla-
nations of symptoms, relaxation, cognitions and healthcare use [46]. The third
of these studies based their brief CBT intervention on the Consequences model
within which the focus is on the consequences as opposed to the causes of physical
symptoms; applied techniques aim to alter the consequences of symptoms [47, 48].
Participants were offered a maximum of 5, 45 minute sessions. The final study
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assessing brief CBT for MUS, offered a 10 session manualized intervention adapted
for somatization disorder aimed at coping with stress and physical discomfort [49].
Of the five studies which implemented brief CBT interventions targeting
MUS/SSD, significant effects were observed in three whereby the intervention
was deemed to be effective relative to control groups. No significant effects were
observed in one study. One study reported medium effect sizes, and found that the
intervention group had a higher percentage of patients with ‘very much’ or ‘much’
improved physical symptoms as reported by blinded evaluators (60% vs. 25.8%
odds ratio = 4.1; 95% CI, 1.9-8.8; p < .001). There was a significant improvement
in the intervention vs. the control group (p < 0.5) for depressive symptoms. Effects
however were no longer noticeable at six month follow-up [45]. Small to medium
effect sizes were observed in another study and a stronger effect size was detected
for the intervention group in relation to reduction of doctors’ visits (1)° = 0.031),
and the reduction of somatization severity (1]2 = 0.048). Although significant
improvements in all other measures were observed for both groups, all participants
were still highly impaired with the degree of somatization, health anxiety and
depression all above clinical thresholds at a six month follow-up. [46]. One study
observed large effect sizes and found that somatization symptoms were signifi-
cantly improved in the intervention group relative to the control group (p < 0.01),
with the intervention also associated with improved self-reported functioning [49]
The remaining study determined that the intervention was not more effective than
care as usual, although approximately 30% of participants in both groups demon-
strated improvements on the clinically relevant outcomes [47].

3.4.1.2 Brief psychosocial interventions

Two of the included studies used psychosocial and communication interven-
tions targeting MUS/SSD. One study trained GPs to explain symptoms in a physi-
cal tangible way as result of hormone imbalance, to subsequently attribute this
imbalance to irrational thinking, and to explore psychosocial issues indirectly.
Participants were offered six sessions of 30 minutes [50].

Similarly, the second study trained GPs to gather a thorough psychosocial history,
evaluate subjective understanding, demonstrate empathy, explain the relationship
between symptoms and emotional distress, use symptom diaries, identify stressors
and develop new behaviours; six 20 minute sessions were offered [51].

The first study, observed small to medium effect sizes and large effects sizes
for bodily pain, social and emotional functioning, and mental health [50]. More
specifically, quality of life dimensions in the intervention group were significantly
improved relative to the control group in relation to several SF-36 subscales,
namely bodily pain (p < 0.03), mental health (p < 0.063), physical functioning
(p < 0.01), vitality (p < 0.039), social functioning (p < 0.033), and utility index
(p < 0.039). The second study [51] found significant improvements were observed
for the intervention group relative to the control group in relation to a reduction of
physical symptoms (p = 0.07), reduction of depression (p = 0.211) and reduction
of anxiety (p = 0.388). Effect sizes however were modest and were not maintained
at six month follow up.

3.4.1.3 Brief psychophysiological interventions
One of the selected studies used a brief psychophysiological intervention targeting
MUS/SSD. This was a ten session manualized treatment designed specifically for MUS;

it was described as a treatment to assist with stress and physical discomfort, and spe-
cific components were emphasised depending on individual symptoms profiles [52].

10
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3.4.1.4 Brief multimodal psychosomatic therapy

One study used a brief multimodal psychosomatic therapy targeting MUS. The
treatment is based on the biopsychosocial model and involved relaxation, mindful-
ness, CBT techniques and activation therapy; up to 9 sessions of 45 minutes dura-
tion were offered [53].

At 12 months post intervention, improvement in perceived symptom severity
was observed [adjusted mean difference —2.0, 95% confidence interval (CI) —3.6
to —0.3], in somatization (adjusted mean difference —4.4, 95% CI —7.5 to —1.4) and
in symptoms of hyperventilation (adjusted mean difference —5.7, 95% CI —10.5
to —0.8). Although the small sample size was deemed to be efficient, the authors
concluded that a larger trial would be helpful and feasible. This pilot trail was not
powered to indicate treatment effect size.

3.4.1.5 Brief group therapy

One study, implemented a short-term group therapy for MUS/SSD (8 sessions
of 2 hour durations), within which the aims were to develop peer support, share
coping strategies and improve perceptions and expressions of emotions [54].

In relation to a brief group therapy, the intervention group demonstrated
significant improvements compared with the control group on both physical health
(p < 0.05), and mental health (p < 0.01) at post-treatment and at 12 month follow-
up. Treatment effect sizes were not indicated.

3.4.2 HA/IAD
3.4.2.1 Brief CBT

Four of the included studies implemented brief CBT interventions targeting
HA/IAD. The first offered 5-10 sessions of brief CBT which had been adapted for
HA [39]. Similarly, another of the studies, employed a 6 session individualised
intervention which was designed specifically to target and restructure hypochon-
drial thoughts [9]. One study implemented a time-limited group mindfulness-
based CBT intervention, which was described a skills training programme
adapted for HA [55-56]. A group based intervention was also employed in
another study. This took the form of an educational course aimed at improving
coping skills for HA, focused specifically on selective attention, muscle
tension, breathing, environmental factors, stress, mood and explaining somatic
symptoms [42].

Four of the included studies implemented brief BCT interventions targeting
HA/IAD and all reported significant effects for intervention groups relative to con-
trol groups. More specifically, one determined small effect sizes, and found that at
12 month follow-up point, the intervention group demonstrated an improvement in
health anxiety symptoms which was 2.98 points greater than the control group and
these symptomatic improvements were maintained at 2 years follow up. However,
there were no significant differences between groups in relation to social function-
ing or health related quality of life [39]. At a 12-month follow-up, another study
found significantly lower levels of hypochondriacal symptoms, beliefs, and atti-
tudes (P < .001) and health-related anxiety (P = .009). in the intervention group.
Furthermore significantly less impairment of social role functioning (P = .05) and
intermediate activities of daily living (P < .001) were also observed. Effect sizes
were reported as small to medium and hypochondriacal somatic symptoms were
not improved significantly by treatment. The third of these studies determined

11
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medium effect sizes; their intervention group demonstrated significantly lower
health anxiety than the control group both immediately following treatment

(d = 0.48), and at a 12 month follow-up (d = 0.48) [55]. In the final study significant
improvement was observed in the intervention group relative to the control group
on all measures including physical symptoms (p = 0.03), dysfunctional health
beliefs (p = 0.02), vulnerability (p = 0.03) and lack of control (p = 0.06); effect
sizes were not reported [42].

3.4.3 NCCP
3.4.3.1 Brief CBT

Seven of the selected studies involved brief CBT based interventions target-
ing NCCP. One of these implemented a 7 session treatment which incorporated
psychoeducation on chest pain, panic disorder (PD), exposure and CR [58].
Two interventions were evaluated in another study [36], namely a single session
panic management intervention and a 7 session CBT treatment for NCCP and
PD [36]. Another also trialled a single individualised information session with
psychoeducational materials [59] One study used a single session of brief CBT
(60 minute duration) which included psychoeducation, breathing exercises and
CR [62]. Psychoeducation was again a component of the intervention offered
in another of the studies, which also included CR, and strategies to influence
avoidance behaviours over 6 sessions of 45 minutes [35]. One study offered a 3
session programme (60-90 minutes) which focuses on the CBT model of panic
and exposure therapy [41]. Guided brief CBT was delivered online in another
study and involved 4 sessions of psychoeducation, physical activity advice and
relaxation [61].

Of the seven selected studies which implemented brief CBT based interventions
targeting NCCP, five reported significant effects for interventions relative to
control groups and two observed no significance. Large treatment effect sizes
were observed in one study; both intervention groups demonstrated significant
improvements relative to the control group in relation to the severity of panic
disorder (p = 0.12), frequency of panic (p = 0.48), and depressive symptoms
(p = 0.27) [58]. Similarly large effect sizes were also observed in another study;
both interventions also achieved significant reductions in the severity of panic
disorder relative to the control group (n” = 0.07), although no superiority was
demonstrated by one intervention as compared with the other [36]. Medium
effect sizes with significant improvements for the intervention versus control
in relation to frequency and fear of chest pain, and anxiety sensitivity, but not
in relation to severity of chest pain, quality of life and psychological distress
were determined on one study [60]. In another study, significant improvements
were observed for intervention versus control group in relation to reduction
of disease severity, anxiety and depression symptoms but effect sizes were not
determined [35]. A brief CBT intervention was effective compared to care as
usual and reported medium to large effect sizes. Significant differences were
observed for fear of bodily sensations, avoidance of physical activities and
depression. However, the sample size was small and no power analysis was
carried out [41]. Another study concluded that although improvements were
demonstrated by both intervention and control groups in relation to cardiac
anxiety, fear of bodily sensations and depression, no significant differences
were observed between the groups [61]. Similarly, the remaining study found
that although both groups achieved slight improvements on the main outcomes,
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specifically chest pain, mood and limitation of activities, no significant effects
were observed [59].

3.4.3.2 Relaxation and metaphor therapy

Two studies evaluated relaxation and metaphor therapies targeting NCCP
[62, 63]. Both treatments consisted of 4 2 hour sessions. The relaxation therapy
was group based involving learning and practising relaxation and breathing
techniques. Metaphor therapy involved challenging and connecting metaphoric
stories of hopelessness, with the ultimate goal of challenging unhelpful beliefs.

The first of these reported small to medium effect sizes, and determined signifi-
cant differences between the relaxation group and both control groups for hopeless-
ness (DM = 9.79, p < 0.05), pain severity (DM = 1.96, p < 0.05), and emotional
irresponsibility (DM = 4.80, p < 0.05). No significant effects were observed in
relation to the metaphor therapy intervention group [62]. The subsequent study
assessed the effectiveness of metaphor therapy only, and again determined no
significant treatment effects relative to the control group [63].

3.4.3.3 Short-term group therapy

One study implemented a short-term (8 session of 2 hours) group therapy for
NCCP within which the focus was on sharing experiences and coping strategies,
education on chest pain, relaxation and breathing exercise, physical exercise, CR
and graded exposure [43]. Significant improvements were observed in the interven-
tion group relative to the control group in relation to chest pain episodes (p < 0.01)
and anxiety and depression (p < 0.05), with benefits maintained at a six month
follow-up. Treatment effect sizes were not indicated.

3.5 Delivery of the intervention

Therapists trained specifically in the relevant interventions were used in eleven
of the studies. Primary care physicians (GPSs) delivered interventions in four of
the studies, and four of the studies used clinical psychologists to deliver treatments
Cardiac nurses delivered interventions in two studies.

3.6 Outcome measures

Several combinations of primary and secondary outcome measures including
questionnaires and diagnostic interviews were used in the selected studies at pre,
post and follow-up points. The measures assessed medically unexplained symp-
toms, mental health, health related quality life and general functioning. The most
frequently used outcome measure was the MOS SF-36 (medical outcomes study 36
item short-form health survey), which was used in ten of the selected studies. A
full list of the outcome measures used in each of the included studies is presented in
Table 2. Intervention effects are presented in Table 3.

3.7 Pre, post and follow-up data
The majority of the studies (n = 17) included in the review adapted longitudinal
designs and evaluated outcomes at pre and post intervention points and at one or

more follow-up points. Six of the included studies evaluated outcomes at pre and
post intervention points only and did not use a longitudinal design.
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Study Intervention Outcomes

[45] Time limited CBT type therapy The intervention group had a higher percentage
delivered in primary care of patients with ‘very much’ or ‘much’ improved
for patients with medically physical symptoms as reported by blinded evaluators
unexplained physical symptoms (60% vs. 25.8% odds ratio = 4.1; 95% CI, 1.9-8.8;

p < 0.001). There was a significant improvement

in the intervention vs. the control group (p < 0.5)

for depressive symptoms. Effects were no

longer noticeable at six month follow-up. Effect sizes
medium.

[50] A psychosocial and communication Improvements in all dimensions of the SF-36 were
intervention delivered by GPs demonstrated by patients in both groups. The
for patients with medically intervention group demonstrated significantly more
unexplained symptoms. improvement in bodily pain, mental health, physical

functioning, social functioning and vitality (p < 0.039).
Effect sizes: small to medium (large effect sizes for
bodily pain, social and emotional functioning and
mental health).

[46] A one session CBT intervention for There was a stronger effect size in the intervention
medically unexplained symptoms group in relation to reduction of doctors’ visits
delivered by clinical psychologist (1]2 = 0.031), and the reduction of somatization

severity (1]2 = 0.048). Although significant
improvements in all other measures were observed

for both groups, all participants were still highly
impaired with the degree of somatization,

health anxiety and depression all above clinical
thresholds at a six month follow-up. Effect sizes: small
to medium

[47] Cognitive behavioural treatment The intervention was not more effective than care
delivered by family physician for as usual; approximately 30% of participants in both
medically unexplained symptoms groups demonstrated improvements on the clinically

relevant outcomes. No significance observed:
intervention not effective as compared with control
group. Effect sizes: N/A.

[52] Psychophysiological treatment There was a significantly greater improvement in
(described to participants as an the frequency and severity of physical symptoms
intervention to assist in coping in the interventions group (p < 0.05). Effect
with physical comfort and distress) sizes also indicated a greater improvement in
delivered by psychologists the interventions group for depression symptoms

(d=0.81)

[53] Brief multimodal psychodynamic Significant differences between groups were observed
therapy for medically unexplained at 12 month follow up; the intervention group
symptoms delivered by trained demonstrated greater improvement in perceived
practitioners. symptom severity, somatization and hyperventilation.

Effect sizes: unknown (trial not powered to indicate
treatment effect sizes)

[55] Time-limited mindfulness-based The intervention group demonstrated significantly
cognitive therapy for health anxiety lower health anxiety than the control group both
delivered by trained practitioners immediately following treatment (d = 0.48), and
and clinicians. at a 12 month follow-up (d = 0.48). Effect sizes:

medium

[39] CBT for health anxiety delivered by At a 12 month follow-up point, the intervention group

trained health professionals

demonstrated an improvement in health anxiety
symptoms which was 2.98 points greater than the
control group. Significance observed: intervention
effective as compared with control group. Effect sizes
small
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Study Intervention Outcomes

[59] Brief psychoeducational and Although both groups achieved slight improvements
cognitive behavioural intervention on the main outcomes, specifically chest pain, mood
for non-cardiac chest pain, and limitation of activities, no significant effects were
delivered by cardiac nurses observed. Effect sizes: NA

[41] Short-term CBT for non-cardiac The intervention was effective compared to care as
chest pain delivered by trained usual; significant differences were observed for fear of
therapists. bodily sensations, avoidance of physical activities and

depression. Effect sizes medium to large

[63] Relaxation training versus There were significant differences observed between
metaphor therapy for non-cardiac the relaxation group and both control groups for
chest pain delivered by clinical hopelessness (DM = 9.79, p < 0.05), pain severity
psychologists. (DM =1.96, p < 0.05), and emotional irresponsibility

(DM = 4.80, p < 0.05).
Effect sizes small to medium.

[61] Guided internet therapy (CBT Although improvements were demonstrated by both
based) for non-cardiac chest pain groups in relation to cardiac anxiety, fear of bodily
delivered by cardiac nurses sensations and depression, no significant differences

were observed between the groups. No significance
observed.
Effect sizes: N/A

[35] Brief CBT for non-cardiac chest Significant improvements were observed for
pain with associated depression intervention versus control group in relation to
and panic disorder delivered by reduction of disease severity, anxiety and depression
clinical psychologists symptoms. Effect sizes: unknown (trial not powered to

indicate treatment effect sizes.

[60] Brief CBT for non-cardiac chest Significant improvements were observed for
pain intervention versus control in relation to frequency

and fear of chest pain, and anxiety sensitivity, but not
in relation to severity of chest pain, quality of life and
psychological distress.

Effect sizes: medium

[57] CBT for hypochondriasis delivered Significant differences were observed for the

by trained therapists intervention group versus control group in relation to
hypochondrial symptoms, beliefs and attitudes, health
anxiety, and social functioning. Effect sizes: small to
medium

[63] Metaphor therapy for non- There were no significance differences demonstrated
cardiac chest pain delivered by by the intervention group compared with control group
psychologists on any of the outcome variables (depression, anxiety,

stress and pain discomfort). No significance observed:
intervention not effective as compared with control
group

Effect sizes: NA

[58] Brief CBT or pharmacological Both intervention groups demonstrated significant
treatment for non-cardiac chest improvement relative to the control group in relation to
pain with associated panic disorder the severity of panic disorder (p = 0.12), frequency of
delivered by psychologists. panic (p = 0.48), and depressive symptoms (p = 0.27).

Effect sizes large.
[49] Time limited CBT for somatization Somatization symptoms were significantly improved

disorder

in the intervention group relative to control group
(p < 0.01).
Effect sizes large.
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Study Intervention Outcomes
[51] Psychosocial intervention for Significant improvements were observed for the
somatising patients delivered by intervention group relative to the control group in
general practitioners relation to a reduction of physical symptoms (p = 0.07),
reduction of depression (p = 0.211) and reduction of
anxiety (p = 0.388). Effects were not maintained at six
month follow up. Effects not maintained at 6 month
follow-up.
Effect sizes small
[36] Brief psychological interventions Both interventions demonstrated significant reductions
(panic management and CBT) for in the severity of panic disorder relative to the control
panic disorder with non-cardiac group (1]2 = 0.07) although no superiority was
chest pain delivered by trained demonstrated by one intervention as compared with
therapists. the other. Effect sizes large (time)
[54] Short-term group therapy for The intervention group demonstrated significant
somatization disorder delivered by improvements relative to the control group on
trained therapists both physical health (p < 0.05), and mental health
(p < 0.01) at post-treatment and at 12 month follow-up.
Effect sizes: Unknown (trial not powered to indicate
treatment effect sizes
[42] Short-term group therapy (CBT Significant improvements were observed in the
based) for hypochondriasis intervention group relative to the control group on all
delivered by trained therapists measures including physical symptoms (p = 0.03),
dysfunctional health beliefs (p = 0.02), vulnerability
(p = 0.03) and lack of control (p = 0.06). Effect sizes
unknown (trial not powered to indicate treatment
effect sizes
[43] Time limited group psychological Significant improvements observed in the intervention
treatment for non-cardiac chest group relative to the control group in relation to chest
pain delivered by trained therapists pain episodes (p < 0.01) and anxiety and depression
(p < 0.05), with benefits maintained at a six month
follow-up. Effect sizes: Unknown (trial not powered to
indicate treatment effect sizes.
Table 3.

Summary of results for included studies.

4, Discussion

4.1 Summary of evidence

This is the first systematic review which examined evidence for brief or
time-limited interventions for both MUS/SSD, HA/IAD and NCCP specifically.
Significant effects for the intervention groups relative to control groups were
reported in 19 studies, and 4 studies did not determine any significant benefits of
interventions compared with control groups. Significant effects relative to controls
were determined for all of the brief interventions in at least one study (CBT, psycho-
social, psychophysiological, psychosomatic, relaxation and group therapy), with the
exception of metaphor therapy for which no significant effects were reported. [63].
Of those studies reporting significance, large treatment effects were reported in 3
[39, 49, 58], medium effect sizes were reported by 3 [45, 55, 60], medium to large
effects were reported in 2 [34, 52], four studies observed small to medium effect
sizes [46, 50, 57, 62], and small effect sizes were determined in 2 [39, 51]. Five studies
did not indicate effect sizes (see Table 3). All of the studies within which the largest
effect sizes were reported, involved brief CBT for either MUS or NCCP [36, 49, 58].
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There are several possible explanations for the lack of effect on medically
unexplained symptoms and psychological wellbeing in the trials within which no
significance was observed. The findings specifically, that time limited CBT deliv-
ered by GPs for MUS did not result in significantly better outcomes than care as
usual, are consistent with other research which has outlined the limited feasibility
and effectiveness of CBT for MUS delivered by primary care doctors [47, 64, 65].

Although it was found that brief online CBT guided by cardiac nurses was feasible
for NCCP given that it decreased cardiac anxiety, frequency of chest pain and depres-
sion symptoms, no significant differences were observed relative to the control group
[61]. These findings were comparable with another study where no significant treat-
ment effects were determined after a brief single session CBT intervention for NCCP
again delivered by cardiac nurses [59]. Authors of both studies have highlighted the
limitations of small sample sizes and recruitment difficulties, possibly due to the fact
that patients found it difficult to reject a physical explanation for the cause of chest
pain. As outlined earlier, previous research has suggested that individuals with MUS
have a tendency to reject psychological constructs of their problems resulting in an
unwillingness to engage in psychological treatments [8, 16-18].

Regarding the use of metaphor therapy for NCCP after which no significant
benefits were observed in terms of discomfort, anxiety or depression, the authors
suggested that the nature of the intervention itself may not be suitable given that it
is dependent on an individual’s ability to visualise [62, 63]. However, some evidence
exists to support the use of this intervention, and it was a component of a group
psychological intervention for NCCP included in the current review within which
significant treatment effects were observed [43].

Some included studies reported significant treatment effects compared with
controls after brief CBT for MUS/SSD [45, 46, 49]. As previously highlighted,
findings in one indicated a more marked reduction in the amount of doctor’s visits
and in the severity of somatization in the CBT group compared with the standard
care group [46]. Although actual treatment effects were smaller for this single
session intervention when compared with more intensive CBT approaches, brief
interventions still facilitate the treatment of a greater number of MUS patients. It
has been suggested that brief intervention could improve the general management
of MUS at the primary care level and subsequently aid access to more special-
ist interventions if clinically required. Furthermore, the importance of early
intervention should be highlighted given that the condition becomes much less
manageable and complex over time [9]. It has been suggested that a brief treat-
ment such as a single session CBT/LICBT intervention could be an appropriate
and effective first point of treatment within a stepped care approach in order to
improve management of MUS [46, 66].

4.2 Variations in outcomes

Differences in the outcomes observed in the selected studies, may be a result of
variations in the components and theoretical frameworks of the interventions, the
duration of the interventions, sampling issues, the selection strategies employed to
recruit participants, the outcome measures used to determine MUS and psychologi-
cal wellbeing, the experience levels of persons delivering the interventions, and
how data was collected and analysed.

The psychological framework of the interventions evaluated in the selected
studies included CBT, psychosocial, psychosomatic, relaxation, metaphor, and gen-
eral group therapy. Significant effects at the post-intervention stage (at least), were
reported by all included studies except 3 studies which implemented brief CBT, and
2 studies which implemented brief metaphor therapy.
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However, 13 studies did determine significant effects for brief CBT, as did both
studies which used psychosocial treatments. Furthermore each of the single studies
evaluating either psychosomatic, relaxation or general group therapy also reported
significance. It is not possible therefore to concretely conclude if one of these brief
interventions might offer superior benefits to the other, given the more limited
available outcomes from trials assessing interventions other than those which are
CBT based. Rather, it may concluded that some evidence exists to support the use
of all of the interventions for medically unexplained symptoms and associated
psychological distress, with the exception of metaphor therapy. More specifically
there is substantial evidence within the current review supporting the use of brief/
time-limited CBT, and existing but more limited evidence supporting the use of the
remaining included interventions.

Several studies highlighted issues with sampling and sampling size, which might
have influenced outcomes. Despite screening 6409 potential participants, only 65
were included in the trial for one study [47]. Some were excluded due to a natural
reduction of symptoms or due to the presence of severe and comorbid conditions.
Chronic issues with somatization are likely to follow a path of highs and lows in
relation to the severity of and response to symptoms, much like depression and
anxiety disorders, however, a majority of eligible participants declined the interven-
tion as they had ‘accepted’ symptoms were part of their life.

As indicated earlier, there was a large variation in sample size in the selected
studies. Eleven of the studies included 60 or fewer participants, and one study
included 444 participants. Given that the power of the study may be affected by
a sample which is either too large or small, it is reasonable to suppose that at least
some of the included studies may have been under-powered to clearly indicate
between-group differences of statistical significance [67, 68].

The selection of an appropriate outcome measure is an important consid-
eration which can impact the value of results from clinical studies. Selection of
measures has tended to concentrate more on the psychometric properties, but
less on the actual suitability of the instruments for their intended purpose. It has
been suggested that in addition to an evaluation of basic psychometric proper-
ties, researchers should consider that different instruments may capture different
aspects of complex phenomena and may therefore not be equally valid for everyone.
Furthermore, a good fit between the measure and what the researcher expects to
change post treatment is required to facilitate a valid interpretation of the out-
comes. As indicated earlier, a considerably large variety of primary and secondary
outcome measures were included in the selected studies, and it may be the case that
not all of those were the optimum instruments [69].

The interventions evaluated in the selected studies were delivered by either
therapists who had been trained specifically in the relevant interventions, GPs,
clinical psychologists, or cardiac nurses. Both studies using cardiac nurses
reported no significant intervention effects, and 2 of the 4 studies within which
interventions were delivered by GPs also reported no significant intervention
effects. A systematic review and meta-analysis of randomised controlled tri-
als of psychological treatments found psychological interventions were more
beneficial when delivered by psychotherapists compared with GPs, and more
specifically that psychotherapists had a greater effect on physical symptoms than
GPs [70]. An earlier systematic review considered the prevalence of medically
unexplained physical symptoms, the extent of comorbidity with psychiatric
disorders, the importance of psychological processes and the effectiveness of
interventions. It was reported that there was significant overlap between symp-
toms and syndromes, and that patients with MUS should therefore be considered
as having complex adaptive systems within which cognitive, physiological and
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environmental factors interact. CBT and antidepressants are effective, however
these benefits are heightened when patients feel empowered by their own doctors
to address their problems [71]. The importance of the GP role was consequently
highlighted i.e. to validate the patient experience, provide positive and empower-
ing explanations of symptoms and to offer evidence based interventions including
CBT. Further research has suggested that GP-patient interactions did impact
consultation and communication patterns but did not subsequently impact
patient outcomes [72].

It is also important to acknowledge that while the current review focused on
time-limited intervention, the duration of the course of treatments evaluated in
the included studies ranged from a single session to ten sessions, with sessions also
varying in length in addition to varying times between sessions, and the point
at which follow up data was collected. The potential impact of this on outcomes
cannot be disregarded. In order to reach more robust conclusions regarding the
confounding factors which impact clinical outcome in MUS, larger sample sizes and
longer follow —ups should be employed, given the effects of clustering and generally
modest effects observed.

There are other methodological issues to consider including that there a were
variety of methodologies employed in relation to data analysis. Not all of the
included studies reported specifically how data was cleaned or how missing data
was handled, and there is a possibility this may account for variability between
outcomes. Furthermore, some studies employed power analysis and reported
effect sizes, and some did not. It is therefore recommended that any future trial
addresses this methodological weakness in order to improve and determine the
most effective treatment.

4.3 Risk of bias

All of the included studies employed random allocation to intervention or con-
trol group, although many lacked precise details regarding how this was achieved,
and the risk of bias remained unclear in several studies.

4.4 Strengths and limitations

The main strength of this systematic review is the focus on brief interventions
which are feasible to offer as part of a stepped care approach. A limitation is that the
included studies were screened by only one author (except for risk of bias examina-
tion), increasing the possibility that a study might have been missed.

5. Conclusion

The evidence suggests that brief psychological interventions, more specifically
time limited BCT based interventions may have small to large effects in reduc-
ing the severity of MUS and associated psychological distress. These findings are
comparable with other reviews which have assessed the efficacy of higher intensity
and/or longer term interventions. Given that there is a broad range of symptom
severity and willingness to engage in psychological treatments among MUS patients
in primary care, it is reasonable to suggest that a stepped care approach may be
suitable thereby facilitating a more specialist intervention in chronic cases [73-75].
However, there remains a need to provide more robust evidence of cost effective-
ness is relation to mild and moderate cases for which briefer interventions such as
those evaluated here, tend to be recommended.
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