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Background
Severe health anxiety is a chronic and costly disorder if
untreated. Patient self-referral may lower barriers to treatment
and decrease diagnostic delay.

Aims
This study evaluated the accuracy of self-referral for severe
health anxiety and compared characteristics of patients self-
referred to internet-delivered treatment with patients referred by
a clinician to face-to-face treatment.

Method
Two trials in the same clinic employed different referral methods
for health anxiety, namely self-referral and clinician-referral (trial
registration: clinicaltrials.gov: NCT01158430 and NCT02735434).
The trials were conducted at different time points but with largely
comparable eligibility criteria. The accuracy of the recruitment
methods was compared by looking at the number of eligible
patients in the two trials. Patients completed a baseline ques-
tionnaire and subsequently underwent a diagnostic interview by
experienced clinicians. Mean differences in self-report and clin-
ical data explored between-group demographic and clinical
characteristics.

Results
In total, 101/151 (67%) self-referred patients were eligible com-
pared with 126/254 (50%) clinician-referred patients (P = 0.001).
Self-referred patients were 3.4 years older (P = 0.008) and had a
somewhat higher educational level (P = 0.030). Patients who
self-referred reported significantly higher levels of health anxiety,

emotional distress and somatic symptoms compared with clin-
ician-referred patients. Yet, they had less clinician-assessed
comorbid anxiety disorders (P<0.001) and better physical health-
related quality of life (P<0.001) suggesting a more distinct
symptom profile.

Conclusions
Self-referral was found to be an accuratemethod to recruit highly
relevant patients with treatment-demanding health anxiety.
Thus, both self-referral and clinician-referral seem feasible and
valid referral methods, but they may recruit patients with slightly
different characteristics.
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Background

Severe health anxiety is a highly disabling and costly disorder1,2

affecting approximately 1–5% of the adult population.3,4 It is char-
acterised by exaggerated rumination with fears of suffering from a
serious illness.3 In DSM-5, health anxiety is now classified as
illness anxiety disorder or somatic symptom disorder if severe
somatic symptoms are present, respectively.5 Even though empiric-
ally supported psychological therapies for health anxiety exist,6 the
limited availability and barriers to treatment challenge the dissem-
ination and potential impact. Common barriers to psychological
treatment are the geographical distance to treatment, the interfer-
ence with work and daily life, and the fear of stigmatisation.7–9 In
patients with self-identified health anxiety, a study found that
only 20.7% currently received therapy or counselling, and 53.4%
reported past experiences with either of these.10 This treatment
gap is also widely recognised for common mental disorders.11

Although patients with health anxiety are frequently seen in
medical care settings, they are hesitant to mention their illness
worries2,12 and thus risk a chronic, undetected course.1 These bar-
riers call for new approaches to improve access to psychological
treatment.

The potential role of self-referral

In many countries, referrals are initiated by a general practitioner
(GP) in primary care who serves as a gatekeeper to more specialised
services. One of the explicit ideas is that this will result in reduced
demand for specialised care, since health clinicians are better
informed than patients to make the right referrals.13 However, the
use of patient self-referral and internet-delivered treatment pro-
grammes are recent developments that may improve treatment
access and reduce barriers for patients with severe health
anxiety.14 These innovative programmes consist of highly struc-
tured online modules with homework assignments and communi-
cation with a clinician via email, telephone or an embedded
online forum.15,16 The content mirrors the same techniques and
material as in traditional face-to-face treatment. Additionally, self-
referral where the patients themselves and not healthcare clinicians
initiate the treatment contact may help reduce barriers to treatment.

In recent years, self-referral has become increasingly used partly
because of the increased amount and quality of online health infor-
mation making patients more knowledgeable about their conditions
and treatment options.17 However, the accuracy is dependent on
patients’ ability to preliminarily self-assess their problems and their
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need for treatment. At best, self-referral may provide access for
patients who for years have remained untreated for their health
anxiety.11 Still, a common concern among healthcare providers is
whether the already limited services will primarily be used by
people with mild symptoms and limited impairment instead of by
those with the highest treatment demand.18 Therefore, knowledge
about the appropriateness of self-referral among patients with
health anxiety as well as which patients use it is needed. This is
important for several reasons. First, this question relates to the gener-
alisability of findings from treatment studies. That is, if there are
marked differences between patient populations self-referred and
clinician-referred, comparisons of effect estimates may be done
with caution. Second, knowledge about potential differences or simi-
larities is of great relevance for healthcare providers andpolicymakers
when making prioritisations within a limited healthcare budget.
Third, this information is valuable for treatment developers as treat-
ments can be tailored to fit the patients most likely to receive it.

Aims

The present study aims to (a) evaluate the accuracy of self-referral
for health anxiety based on the number of patients being clinically
assessed to have sufficient levels of health anxiety after a self-referral
procedure in relation to a trial of internet-delivered treatment; and
(b) explore self-referred patients’ demography (for example age,
gender, education) and clinical characteristics in comparison with
clinician-referred patients recruited to a trial of face-to-face treat-
ment in the same clinical setting.

Method

Setting and participants

This study took place at the Research Clinic for Functional
Disorders and Psychosomatics at Aarhus University Hospital,
Denmark, which is a specialised unit with a combined research
objective and a routine clinical function. Participants were retrieved
from two separate randomised controlled trials (RCTs, trial registra-
tion: clinicaltrials.gov: NCT01158430 and NCT02735434) con-
ducted in the research clinic. In the primary trial, the patients
were recruited through self-referral from April 2016 to May 2017
to an internet-delivered acceptance and commitment therapy pro-
gramme (iACT),14 whereas in the comparison trial the patients
were recruited from March 2010 to April 2012 by clinicians
working in other hospital settings or in general practice referring
patients to a group-based acceptance and commitment therapy pro-
gramme (ACT-G).19 Study information was available on the clinic’s
webpage and sent to GPs in the catchment areas. In the iACT trial,
information was also provided on a nationwide anxiety association
webpage. In both trials, the recruitment, diagnostic interview and
treatment were performed at the research clinic. The treatment
content in iACT was based on ACT-G. Thus, the main differences
between the two trials were the mode of referral and the face-to-face
versus online treatment delivery.

The eligibility criteria were, in general, comparable in the two
trials (Table 1). The main exception was the different age limit,
which was 18 years or older in the iACT trial compared with 20–
60 years in the ACT-G trial. The different catchment areas were
both large thus minimising the risk of geographic interference.
Furthermore, recent changes in anxiety medication were only an
exclusion criterion in the iACT trial where patients, if on pharma-
cological treatment for their anxiety, had to be on a stable dose
for 2 months prior to treatment initiation. In total, 227 patients
with severe health anxiety were included; 101 self-referred patients
from the iACT trial (the self-referred group) and 126 clinician-

referred patients from the ACT-G trial (the clinician-referred
group).19

The two studies were approved by the Ethical Committee in
Central Region Denmark (iACT ID: 1-10-72-321-15 and ACT-G
ID: 20090201) and the Danish Data Protection Agency (iACT
case: 1-16-02-51-16 and ACT-G case: 1-16-02-40-13). All partici-
pants provided written informed consent.

Referral and assessment procedures

In the iACT trial, patient self-referral was carried out through a web
portal through the research clinic’s webpage. The self-assessment
and referral was enhanced by extensive online information encom-
passing two patient videos about health anxiety and internet-deliv-
ered treatment, a guide on how to self-refer, and core criteria on
health anxiety. Interested patients logged in using their unique
Danish personal identification number and completed a baseline
questionnaire. All self-referrals were preliminarily screened by a
psychologist from the research clinic (D.H.) in accordance with
the eligibility criteria. Subsequently, patients were invited for a diag-
nostic interview.

In the ACT-G trial, the clinician-referrals were primarily carried
out by the patient’s GP or by a clinician in another hospital depart-
ment. The referrals were subsequently screened by medical doctors
from the research clinic in accordance with the eligibility criteria
and eligible patients were invited for a diagnostic interview.
Patients completed a baseline questionnaire prior to this interview.
This procedure has been thoroughly described elsewhere.19

Patients in both groups underwent a thorough diagnostic inter-
view with the semi-structured interview Schedules for Clinical
Assessment in Neuropsychiatry (SCAN) assessing both health
anxiety and comorbid disorders.20 In both groups, experienced clin-
icians trained in using SCAN conducted the diagnostic interviews
(one psychiatrist and four to five psychologists in each trial).
However, patients in the clinician-referred group underwent the
interview face-to-face, whereas patients in the self-referred group
underwent the interview via video conferencing. The video-based
SCAN interview was modified and shortened based on a procedure
from a large Danish epidemiology study21 (1–2 h) compared with
the longer face-to-face interview (3–4 h). This modification per-
tained primarily to the length of history taking and amount of psy-
choeducation provided at the time of the interview. Both versions
covered clinical questions regarding health anxiety, depression
and obsessive–compulsive disorder (OCD). The number of ques-
tions regarding other anxiety disorders and somatoform disorders
were reduced in the video session. Video-recorded diagnostic inter-
views were discussed, and consensus rating among the assessors was
frequently performed in order to secure diagnostic validity and reli-
ability. Non-face-to-face assessment of diagnoses has proven to be a
reliable method.22,23

Study design

This study was a secondary and exploratory analysis based on data
from two separate RCTs. We evaluated the accuracy of self-referral
by comparing the number of excluded patients in the group of self-
referred and clinician-referred patients, respectively. The accuracy
of referrals was evaluated based on (a) the number of clinician-
excluded patients prior to the diagnostic interview following the
initial screening at the research clinic in accordance with the eligi-
bility criteria, (b) the number of patients failing to attend the inter-
view, (c) the number of patients excluded by clinicians following the
interview because of ineligibility, (d) the number of patients declin-
ing participation, and (e) the total number of eligible patients in the
two trials. To explore demographic and clinical characteristics of
self-referred patients (for example do they represent less severe
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cases of health anxiety or do they differ in terms of age, gender, edu-
cation), eligible self-referred patients were compared with the other
sample of clinician-referred patients with severe health anxiety.
Demographic variables were measured by self-report question-
naires. Clinical characteristics partly comprised self-report mea-
sures, as well as clinician-assessed illness onset, duration and
comorbidity assessed at the diagnostic interview. In both groups,
all questionnaires were administered before treatment start.

Measures
Accuracy of self-referral versus clinician-referral

The accuracy of self-referral was evaluated based on the number of
excluded self-referred and clinician-referred patients prior to the
diagnostic interview, following the diagnostic interview and in total.

Sociodemographic characteristics

This included the self-reported variables of age, gender, living status,
highest education qualification, employment status and current sick
leave.

Clinical characteristics

Health anxiety severity. We measured health anxiety severity
using a seven-item version of the Whiteley Index (Whiteley-7),24

assessing worrying and convictions about illness. The Whiteley-7
employs a five-point Likert scale from 1, ‘not at all’ to 5, ‘a lot’
with a scale range from 7 to 35. It includes items such as ‘Do you
worry a lot about your health’. Higher scores indicate more health
anxiety. The Whiteley-7 has demonstrated satisfactory internal val-
idity in a Danish primary care sample and good external validity for
screening DSM-IV somatisation disorder and hypochondriasis.24,25

In the present study, the internal consistency was α = 0.88 and 0.77
for ACT-G and iACT, respectively.

Health anxiety onset and duration. This was calculated based on
the patient-reported onset of health anxiety noted by the clinician
at the diagnostic SCAN interview.

Clinically assessed comorbidity. Comorbidity encompassing
depression, anxiety disorders and OCD was summarised based on
the diagnostic SCAN interview using the diagnostic classification
of the 10th edition of the International Classification of Diseases
and Related Health Problems (ICD-10).26

Emotional distress, somatic symptoms and obsessive–compulsive
symptoms. These were all measured using questions from the
Symptom Checklist scale (SCL-92).27 All questions employ a five-
point Likert scale from 1, ‘not at all’ to 5, ‘a lot’. Emotional distress
was measured on eight items assessing anxiety and depression
(SCL-8).28 Items include ‘feeling fearful’ and ‘feelings of worthless-
ness’ with a scale range from 8 to 40. Higher scores indicate more
emotional distress. This brief screening tool has shown good validity
in non-psychiatric medical settings in Denmark,29 and in the
present study, the internal consistency was α = 0.86 in both
samples. Somatic symptoms were measured on the 12-item soma-
tisation subscale (SCL-SOM)30 with a scale range from 12 to 60.
This subscale checks for 12 common physical symptoms such as
headaches or pains in the heart or chest. Higher scores indicate
more symptoms. The internal consistency of the SCL-SOM in this
study was α = 0.84 for ACT-G and α = 0.83 for iACT.

Obsessive–compulsive symptoms were measured on the ten-
item obsessive–compulsive subscale (SCL-OCD)31 with a scale

Table 1 Recruitment and eligibility criteria

Study procedures Clinician-referral, ACT-G (n = 126)a Self-referral, iACT (n = 101)

Recruitment
Enrolment March 2010 to April 2012 April 2016 to May 2017
Study information On the clinic’s webpage, letters with information to the general

practitioners in the western part of Denmark
On the clinic’s webpage, electronic information to the general

practitioners nationwide, notice on a webpage for a nationwide
anxiety association

Catchment area The Region of Southern Denmark and Central Region Denmark
(2.5 million people, approximately 40% of the Danish
population)

Nationwide (5.7 million persons)

Referral Patients referred by a clinician from primary or secondary care Patients self-referred through the clinic’s webpage
Eligibility criteria

Inclusion criteria Severe health anxiety >6 monthsb

Whiteley Index-7 score >21.4 (0–100)c

Health anxiety is the primary diagnosis if comorbid disorders are
present

20–60 years
Patients of Scandinavian origin who speak, read, write and

understand Danish

Severe health anxiety >6 monthsb

Whiteley Index-7 score >21.4 (0–100)c

Health anxiety is the primary diagnosis if comorbid disorders are
present

18 years or older
Patients who speak, read and write Danish
Computer and internet access

Exclusion criteria Acute suicidal risk
Abuse of narcotics or alcohol and (non-prescribed) medicine
Life-time diagnosis of psychoses, bipolar affective disorder or

depression with psychotic symptoms (ICD-10: F20-29,
F30-31, F32.3, F33.3)

Pregnancy
No informed consent

Acute suicidal risk
Abuse of narcotics or alcohol and (non-prescribed) medicine
Life-time diagnosis of psychoses, bipolar affective disorder or

depression with psychotic symptoms (ICD-10: F20-29, F30-31,
F32.3, F33.3)

Pregnancy
No informed consent
Former treatment at the clinic i.e. ACT-G
Changes in anxiety medication within past 2 months

Assessment Full version SCANd interview conducted face-to-face (3–4 h.) Shortened version of the SCANd interview conducted through video
conferencing (1–2 h.)

ACT-G, group-based acceptance and commitment therapy programme; iACT, internet-delivered acceptance and commitment therapy programme; SCAN, Schedules for Clinical
Assessment in Neuropsychiatry.
a. Trial reported by Eilenberg et al.19

b. Diagnostic, empirically-based criteria by Fink and colleagues.3

c. Established cut-off for non-clinical cases based on Whiteley Index-7 score >21.4 (scale range 0–100).1

d. Schedules for Clinical Assessment in Neuropsychiatry: a semi-structured clinical diagnostic interview.
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range from 5 to 50. Higher scores indicate more symptoms, and the
subscale includes items such as ‘Having to check and double check
what you do’. In the present study, the internal consistency of SCL-
OCD was α = 0.85 and 0.88 for ACT-G and iACT, respectively.

Health-related quality of life. We measured on two dimensions of
the 12-item Short-Form Health Survey (SF-12),32,33 namely the
physical component summary (PCS) and the mental component
summary (MCS) with a scale range from 12 to 47. Higher scores
indicate better physical and mental health. The internal consistency
was high in a large Danish population-based sample, namely α =
0.90 for PCS and α = 0.85 for MCS.34

Psychological flexibility. We measured psychological flexibility
with the Acceptance and Action Questionnaire (AAQ-II),35,36

which is a seven-item measure encompassing questions like ‘I’m
afraid of my feelings’. Overall, psychological flexibility assesses
patients’ ability to behave flexibly when distressing thoughts and
feelings are present. Items are rated on a seven-point Likert scale
from 1, ‘never true’ to 7, ‘always true’ with a scale range from 7 to
49. The scale was reversed with higher scores indicating more flexi-
bility and less experiential avoidance. The AAQ-II has shown a
mean Cronbach’s alpha coefficient of 0.84 (ranging from 0.78 to
0.88) and good test–retest reliability at 12 months (α = 0.79)
across six different samples.35 In the present study, the internal con-
sistency was α = 0.88 for ACT-G and α = 0.86 for iACT.

Non-reactivity. We measured non-reactivity with the seven-item
subscale of the Five Facet Mindfulness Questionnaire (FFMQ
non-react).37 This facet of mindfulness covers the ability to be
non-reactive towards inner experiences such as thoughts, feelings
and bodily sensations. Questions such as ‘I perceive my feelings
and emotions without having to react to them’ are rated on a five-
point Likert scale from 1, ‘never or very rarely true’ to 5, ‘very
often or always true’ with a scale range from 7 to 35. Higher
scores of non-reactivity indicate less avoidance. The FFMQ has
shown good psychometric properties with a Cronbach’s alpha coef-
ficient ranging from 0.72 to 0.92.37 Non-reactivity is the only sub-
scale of the FFMQ found to mediate a positive treatment outcome
in treatment for severe health anxiety across two studies.38,39 In
the present study, the internal consistency of the FFMQ non-react
was α = 0.76 for ACT-G and α = 0.88 for iACT.

Statistical analysis

The number of patients with clinically relevant health anxiety
consenting to treatment was compared using equality of propor-
tions z-test based on excluded patients following self-referral and
clinician-referral. The distribution of all other data was judged by
inspection of QQ plots. Sum scores that followed a normal distribu-
tion were summarised using the mean and standard deviation,
whereas sum scores not following a normal distribution were sum-
marised using the median and interquartile range. The mean differ-
ences in continuous data were compared between the two groups
using independent two-sample t-tests, whereas categorical data
were analysed using χ2-tests or Fisher’s exact test for small sample
sizes. All symptom scales were converted into a scale range 0–100
points (((score –min)/(max –min)) × 100). One variable – dur-
ation of health anxiety – was not normally distributed and was
thus analysed using the Wilcoxon rank-sum (Mann–Whitney)
test. To check the impact of the different age criteria in the two
groups, a subanalysis comparing only participants from 20 to 60
years of age across the groups was performed. Themultiple variables
compared between these study populations are exploratory; hence
we did not do any formal correction for P-values. Instead, we

provided exact P-values for each test. Analyses were performed
using Stata version 13 for Windows. Statistical significance was
set at P<0.05 using two-tailed tests.

Results

Accuracy of self-referral versus clinician-referral

In total, 151 patients self-referred to the iACT trial and 254 patients
were referred by a clinician to the ACT-G trial (Fig. 1). Out of these
patients, 101/151 (67%) self-referred patients were finally included
for the primary trial compared with 126/254 (50%) of the clinician-
referred patients for the comparison trial (z =−3.39, P = 0.001).
This significant difference pertained to pre-assessment where clin-
ician-referred patients to a larger extent failed to attend the diagnos-
tic interview (z =−3.03, P = 0.003) and were excluded based on the
eligibility criteria by the screening clinicians in the research clinic
(z =−2.68, P = 0.007). There were no differences found in eligibility
for trial participation between patients undergoing the diagnostic
interview in the two groups. The overall participation rate was
high in both trials, i.e. 98/101 (97%) self-referred patients and
116/126 (92%) clinician-referred patients completed questionnaires
at the end of treatment (z =−1.08, P = 0.282).

Sociodemographic characteristics

Sociodemographic characteristics of the included patients in the two
trials are displayed in Table 2. The mean age of self-referred patients
was significantly higher than those referred by a clinician with a
mean difference of 3.4 years (95% CI 0.9–5.8, t(225) = 2.69,
P = 0.008). A secondary analysis controlling for the different age cri-
terion in the two trials by excluding patients in the iACT trial
younger than 20 years and older than 60 years found a significant
3.3-year mean difference in age between groups (95% CI 0.9–5.7,
t(219) = 2.76, P = 0.006). Furthermore, there was a significant differ-
ence in educational qualification between the groups showing that
25/101 (25%) of self-referred patients had more than 4 years
of higher education (for example university-level education)
compared with 15/123 (12%) of the clinician-referred patients
(χ2(4) = 10.69, P = 0.030). There were no differences in gender
distribution, living status or employment status. Even though not
significant, a higher proportion of clinician-referred patients were
on full-time sick leave (15%) than the self-referred patients (7%)
(χ2(3) = 3.91, P = 0.271).

Clinical characteristics

Self-referred patients reported more symptoms of health anxiety
compared with the clinician-referred patients (Table 3). The mean
difference between groups was 5.6 points (95% CI 1.0–10.2,
t(224.80) = 2.38, P = 0.018). Patients in both groups had an
average onset of health anxiety in their early twenties, and no differ-
ence in health anxiety duration was found. In terms of clinical
comorbidity, self-referred patients had fewer clinician-assessed
comorbid anxiety disorders (χ2(1) = 12.86, P<0.001).

As opposed to this, the self-referred patients reported higher
levels of emotional distress and somatic symptoms compared with
the clinician-referred patients. Also, they had a lowered mental
health-related quality of life with a mean difference of 10.0 points
(95% CI 7.1–12.9, t(201) =−6.85, P<0.001) in comparison with
the clinician-referred patients, whom in contrast reported 6.3
points lower physical health-related quality of life (95% CI 3.1 to
9.4, t(201) = 3.92, P<0.001). There was no difference between the
two groups’ level of obsessive–compulsive symptoms.

Moreover, the self-referred patients were more reactive com-
pared with the clinician-referred patients as shown by a 6.0 points
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lower non-reactivity towards distressing thoughts, feelings and
images (95% CI 1.8 to 10.2, t(224) =−2.83, P = 0.005). In addition,
both groups had comparable and low psychological flexibility
namely 40.0 (s.d. = 17.7) in the self-referred group and 41.6
(s.d. = 21.7) in the clinician-referred group. Both groups were
below the suggested cut-off score for clinically relevant distress of
50.0–59.5 (scale range 0–100, i.e. >24–28 (scale range 7–49) on
the original non-reversed and transformed scale).35

Discussion

This study evaluated the accuracy of self-referral in patients with
severe health anxiety. Themain findings were the greater percentage
of patients found to have sufficient levels of health anxiety after a
self-referral procedure in relation to a trial of internet-delivered
treatment compared with clinician-referred patients recruited to a
trial of face-to-face treatment in the same clinical setting. The

broader question for this study was whether patients with severe
health anxiety seeking treatment through self-referral differed on
clinical characteristics from clinician-referred patients in these
two trials. Overall, the results suggest that relevant patients self-
referred. In fact, the self-referred patients had more symptoms of
health anxiety, emotional distress and poorer mental health-
related quality of life. In addition, they were more reactive
towards distressing thoughts, feelings and images. This indicates
that their need for treatment was at least comparable with the clin-
ician-referred patients.

On the other hand, the self-referred patients had less clinician-
assessed psychiatric comorbidity and better physical-health-related
quality of life, which might suggest a more distinct symptom profile
of self-referred patients. Furthermore, the self-referred group had a
somewhat higher educational level and was slightly older, but there
was no statistically significant difference in age at onset and dur-
ation of health anxiety between the groups. Even though the two
patient groups differed, the differences were relatively minor. All

Comparison
a) z = –2.68, P = 0.007 

b) z = –3.03, P = 0.003

Self-referred patients
iACT

n = 151 (100%) 

Clinician-referred patients
ACT-Ga

n = 254 (100%) 

Clinical assessment
n = 132 (87%)

Clinical assessment
n = 173 (68%)

(c) Clinician excluded: n = 38 (15%)
     20 did not meet criteria for health anxiety
     15 with primarily other disease
     1 due to pregnancy
     1 with substance abuse
     1 with life-time diagnosis of psychosis

(d) Declined participation: n = 9 (4%)
     6 improved in symptoms
     3 were not able to get time of from work

Eligible patients
n = 126 (50%)

Eligible patients
n = 101 (67%)

(a) Clinician excluded: n = 35 (14%)
     3 were not 20–60 years old
     17 with only minor symptoms
     4 with other primary disease
     7 were not of Scandinavian origin
     3 with substance abuse
     1 with life-time diagnosis of psychosis

(b) Failed to attend assessment: n = 46 (18%)
     24 declined participation without reason
     20 improved in symptoms
     2 with other reasons

c) z = 0.43, P = 0.668

d) z = 0.22, P = 0.825

(a) Clinician excluded: n = 8 (5%)
     2 did not meet inclusion criteria
     4 were in ongoing treatment
     2 were too ill to enter randomisation

(b) Failed to attend assessment: n = 11 (7%)
     5 declined participation without reason
     6 did not show up for assessment

(c) Clinician excluded: n = 25 (17%)
     3 did not meet criteria for health anxiety
     12 with primarily other disease
     5 were in ongoing treatment
     2 were too ill to enter randomisation
     3 with other reasons

(d) Declined participation: n = 6 (4%)
     1 improved in symptoms
     5 were not motivated

Comparison in total
(e) z = –3.39, P = 0.001

Fig. 1 Flow chart of recruitment.

a. Eilenberg et al.19

ACT-G, group-based acceptance and commitment therapy programme; iACT, internet-delivered acceptance and commitment therapy programme.
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in all, this suggests that self-referral can be an accurate method to
recruit patients with health anxiety and possibly is non-inferior
compared with clinician-referral.

Accuracy of patient self-referral

We found that 19% less clinician-referred patients were eligible for
the diagnostic interview compared to the self-referred patients. This
was partly because of more patients being excluded by clinicians at
the research clinic (for example only presenting subclinical health
anxiety symptoms) and partly because the clinician-referred
patients more frequently failed to attend the diagnostic interview
(i.e. declining participation without a reason or having improved
in symptoms).

There can be several reasons for declining participation such as
low motivation, lack of acceptance of the diagnosis and the treat-
ment plan or barriers to assessment (for example transportation,
going to a hospital). Self-referring patients may be more motivated
when they initiate the treatment contact themselves, and barriers
may be reduced when patients can undergo the diagnostic interview
via video conferencing in their own home. However, many clin-
ician-referred patients’ symptoms also improved during the rela-
tively longer waiting time for the diagnostic interview as
compared with the faster procedure following self-referral. This
might suggest that the more direct and faster pathway through
self-referral may result in treatment initiation of some patients
whose condition would have improved anyway. On the other
hand, health anxiety tends to fluctuate but reoccur if left untreated.1

Hence, self-referral may increase chances of timely treatment
initiation.

There may be many possible explanations why self-referral
seemed to be more accurate than clinician-referral in this study
(for example motivation, less barriers to assessment and a faster
procedure). As our results are based on only one trial applying a spe-
cific self-referral procedure with extensive patient educational
material in a particular setting (Danish public healthcare system),
we cannot draw any conclusions regarding self-referral for health

anxiety in general. Only one other trial relied solely on self-referral
for recruiting patients with health anxiety.40 In this internet-deliv-
ered cognitive–behavioural therapy trial, 495 patients commenced
self-referring, 197 never completed the online procedure and only
102 patients were found eligible. This resulted in a total of 102/
298 (34%) patients compared with 101/151 (67%) patients in our
trial undertaking the treatment. Therefore, the accuracy of self-
referral may depend on the individual procedure. Unfortunately,
the self-referral procedure was not described by Newby and collea-
gues hampering a further comparison between the trials. However,
it may well be that simply advertising is not sufficient. Our self-
referral procedure was based on patient education material consist-
ing both of clinical information and patient videos. This may have
enhanced the accuracy in our study. Most clinical trials on health
anxiety use a combination of self-referral and clinician-referrals
from hospital settings or general practice.6 However, an efficient
self-referral system has the potential to be cost-effective in that clin-
icians do not use resources related to referral, and therapists do not
waste as much time waiting for unmotivated patients failing to
attend an assessment.

Patient characteristics preceding recruitment

Self-referral has often been used as one recruitment method along-
side clinician-referral in internet-delivered trials and results show
that relevant patients tend to be captured across different psychi-
atric disorders.41–43 However, self-referred patients generally tend
to be better educated,16 which was also the case in our study. We
also found some support for the suggestion that self-referred
patients may have a more distinct symptom profile in terms of
less comorbidity and better physical-health-related quality of life
compared with patients referred from primary care. This may
seem contradictory since the self-referred patients also had higher
levels of self-reported health anxiety symptoms and overall distress.
However, the results also showed that self-referred patients were
more reactive towards inner experiences compared with clinician-
referred patients.37 This is proposed to be a central mechanism in

Table 2 Demographic characteristics

Clinician-referral, ACT-Ga (n = 126) Self-referral, iACT (n = 101) t-test (d.f.) Pearsons, χ2 (d.f.) P

Age, years: mean (s.d.) 36.2 (8.9) 39.6 (9.9) 2.69 (225) 0.008
Gender, n (%) – 0.72 (1) 0.395

Women 89 (71) 66 (65) – – –

Men 37 (29) 35 (35) – – –

Living status, n (%)b – 0.17 (2) 0.919
With someone 99 (79) 81 (80) – – –

Alone 24 (19) 19 (19) – – –

Other 2 (2) 1 (1) – – –

Highest education, n (%)b – 10.69 (4) 0.030
Unskilled 19 (15) 10 (10) – – –

Skilled 21 (17) 12 (12) – – –

Higher education (<4 years) 55 (45) 50 (50) – – –

Higher education (>4 years) 15 (12) 25 (25) – – –

Other 13 (11) 4 (4) – – –

Employment, n (%)b – 0.71 (3) 0.871
Employed or student 85 (68) 73 (72) – – –

Unemployed 15 (12) 9 (9) – – –

Disability pension or flexible work 10 (8) 8 (8) – – –

Other (for example maternity leave) 15 (12) 11 (11) – – –

Current sick leave, n (%)b – 3.91 (3) 0.271
Full-time sick leave 19 (15) 7 (7) – – –

Part-time sick leave 13 (10) 11 (11) – – –

No absence 80 (64) 73 (72) – – –

Not working 13 (10) 10 (10) – – –

ACT-G, group-based acceptance and commitment therapy programme; iACT, internet-delivered acceptance and commitment therapy programme.
a. Eilenberg et al.19

b. Missing data in the ACT-G sample for living status (n = 1), highest education (n = 3), employment (n = 1) and current sick leave (n = 1).
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health anxiety,38,39 and patients who are more reactive towards
inner experiences might also be more inclined to search the internet
for reassurance and seek treatment in a peak episode of health
anxiety.44 Therefore, the higher levels of distress could reflect that
patients self-referred in a peak episode of health anxiety.

Self-referral may address patients with certain characteristics, or
even require certain levels of illness recognition or health literacy to
find and use a self-referral system.45 Even though these speculations
need further investigation, it is important to consider possible
health inequalities if access is only granted through self-referral.
On the other hand, only relying via clinician-referral may limit
access to the more avoidant patients who tend to avoid health pro-
fessionals and hospitals because of their fear of illness.

Strengths and limitations

The strengths of this study were the large number of participants
from two RCTs carried out in the same research clinic. The
amount of similar clinical data available in both trials enabled a com-
prehensive comparison. Furthermore, the empirically established
diagnostic criteria and diagnostic interviews applied in the two
trials ensured that the differences between the two patient groups
were less likely to be caused by inclusion of different patient popula-
tions. The main limitation of this study was the different catchment
areas entailing a risk that the patients may differ as a result of geo-
graphics rather than recruitment method. However, the catchment
areas were both large (i.e. 2.5 to 5.7 million people), which reduces
the risk considerably. Furthermore, the different recruitment
periods with a few years in between might suggest that the two
patient groups differ as a consequence of changing referral patterns
over time rather than the different referral procedures and treatment
preferences per se. However, ACT-G was also available in regular

care, during the period when iACT recruited patients through self-
referral, and information about both treatments was available on
the clinic’s webpage and through the GPs. Thus, patients self-refer-
ring to iACT probably preferred this treatment format. Also, as for
the clinician-referred patients, we do not know the relative propor-
tion of GP and hospital clinician referrals. There could be a differ-
ence in accuracy between specialties, that is, GPs might be more
literate in picking up health anxiety, which would mean the results
do not generalise to all clinicians. This needs further investigation.

Finally, the slightly different eligibility criteria may have affected
the characteristics of the included patients. The main difference in
inclusion criteria between the trials was the age criteria, which
turned out not to affect the results. Even though the two RCTs
were not set up for this comparison, the large trials and overall com-
parability enabled an investigation of an important but largely unex-
plored area.

Clinical implications and future perspectives

Although the results of this studymay primarily inform future study
designs regarding the choice of recruitment method, they were
based on two trials that were both embedded in a specialised hos-
pital unit with a routine clinical function. Therefore, the results
may also have some clinical implications. This study found that
self-referral for psychological treatment seemed to work well in a
patient population that most commonly seek medical reassurance
or simply avoid the healthcare system. Patients with severe health
anxiety were capable of preliminary self-assessment and self-referral
to treatment. From a broader clinical perspective, self-referral and
internet-delivered treatment ensure equal access to treatment for
patients living in rural areas or patients simply not wishing to
have face-to-face treatment. Instead of treating all patients similarly,

Table 3 Clinical characteristics

Category
Clinician-referral, ACT-Ga

(n = 126)
Self-referral, iACT
(n = 101)

Mean difference
(95% CI) t-test (d.f.) Pearsons, χ2 (d.f.) z P

Health anxiety
Onset, years: mean (s.d.) 23.3 (10.6) 23.7 (12.0) – 0.28 (223) – – 0.781
Duration, years: mean (s.d.) 13.0 (10.3) 15.9 (11.9) – – – –

Duration, years: median (IQR)b 11 (4–21) 12.5 (5.5–25) – – – 1.79 0.073
Comorbidity, n (%)

Anxiety disorderc 59 (47) 24 (24) – – 12.86 (1) – <0.001
Depressive disorderd 32 (25) 21 (21) – – 0.66 (1) – 0.415
OCDe 9 (7) 3 (3) – – – – 0.234f

Symptom profile, mean (s.d.)g

Health anxiety
Whiteley-7 69.3 (19.9) 74.9 (15.5) 5.6 (1.0 to 10.2) – – – 0.018

Emotional distress
SCL-8 52.2 (20.3) 57.5 (19.5) 5.3 (0.1 to 10.6) – – – 0.047

Somatic symptoms
SCL-SOM 36.4 (18.5) 41.5 (20.0) 5.1 (0.1 to 10.2) – – – 0.047

OCD symptoms
SCL-OCD 33.8 (18.3) 38.7 (20.4) 4.9 (−0.2 to 9.9) – – – 0.061

Health-related quality of life
SF-12 PCS 46.6 (10.6) 52.9 (12.2) 6.3 (3.1 to 9.4) – – – <0.001
SF-12 MCS 35.8 (9.7) 25.8 (11.1) 10.0 (7.1 to 12.9) – – – <0.001

Psychological flexibility
AAQ-II 41.6 (21.7) 40.0 (17.7) 1.5 (−3.6 to 6.7) – – – 0.560

Non-reactivity
FFMQ non-react 31.3 (15.8) 25.2 (16.0) 6.0 (1.8 to 10.2) – – – 0.005

ACT-G, group-based acceptance and commitment therapy programme; iACT, internet-delivered acceptance and commitment therapy programme; z, Wilcoxon rank-sum (Mann–Whitney);
OCD, Obsessive–compulsive disorder; SCL, Symptom Checklist; SOM, Somatisation; SF-12, Short-Form Health Survey; PCS, Physical Component Summary; MCS, Mental Component
Summary; AAQ, Acceptance and Action Questionnaire; FFMQ, Five Facet Mindfulness Questionnaire.
a. Eilenberg et al.19

b. Median and interquartile range reported because of a skewed distribution.
c. ICD-10 (F40.0–F40.2; F41.0–F41.1).
d. ICD-10 (F32.0–F32.2; F33.0–F33.2).
e. ICD-10 (F42.0–F42.1).
f. Fisher’s exact test.
g. High score, more symptoms, except for health-related quality of life, psychological flexibility and non-reactivity.
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different ways of accessing treatment andmodes of delivery enable a
higher degree of individually tailored treatment. The increase in
behavioural intervention technologies may have considerable impli-
cations for the delivery of future healthcare services.22

National initiatives such as the English Improving Access to
Psychological Therapy (IAPT) harness the internet to bridge the
treatment gap by employing internet-delivered treatment and
now self-referral for the treatment of depression and anxiety.46

They have found that self-referred patients more accurately mir-
rored the general population including minority groups, who are
often underrepresented among clinician-referrals. Harnessing tech-
nology in the dissemination of healthcare services has only just
begun, and the future implications are numerous.47 To start with,
self-referral may generalise to other psychiatric disorders, and in
the case of severe health anxiety, it may be a feasible supplement
to clinician-referral. There is a need for studies directly comparing
different recruitment methods in the same clinical trial to further
investigate patient preferences and possible predictors for treatment
outcome such as motivation.

In conclusion, patient self-referral and clinician-referral are
both feasible and valid methods for recruiting patients with severe
health anxiety although they may recruit patients with different
characteristics. We found that the self-referred patients had
higher levels of health anxiety and poorer mental health-related
quality of life compared with the clinician-referred patients, under-
lining that self-referral is not primarily undertaken by people with
mild symptoms and limited impairment. In addition, the self-
referred patients were slightly older, better educated and had less
comorbid anxiety disorders. Thus, allowing self-referral may
lower barriers to treatment for a group of patients with considerable
distress and a more distinct symptom profile.

Ditte Hoffmann , MSc, PhD, Postdoctoral Researcher, The Research Clinic for
Functional Disorders and Psychosomatics, Aarhus University Hospital, Denmark;
Charlotte Ulrikka Rask, MD, PhD, Professor, Child and Adolescent Psychiatric Centre,
Risskov, Aarhus University Hospital, Denmark; Erik Hedman-Lagerlöf, MSc, PhD,
Associate Professor, Department of Clinical Neuroscience, Karolinska Institute, Sweden;
Trine Eilenberg, MSc, PhD, Clinical Psychologist, Department of Occupational Medicine,
Aarhus University Hospital, Denmark; Lisbeth Frostholm, MSc, PhD, Associate
Professor, The Research Clinic for Functional Disorders and Psychosomatics, Aarhus
University Hospital, Denmark

Correspondence: Ditte Hoffmann, The Research Clinic for Functional Disorders and
Psychosomatics, Aarhus University Hospital, Noerrebrogade 44, bldg. 2C, 1., 8000 Aarhus
C, Denmark. Email: dittjese@rm.dk

First received 13 Nov 2018, final revision 28 Jun 2019, accepted 28 Jun 2019

Funding

This research was supported by the Danish foundation TrygFonden (grant numbers: 102644).
The funding sources were not involved in designing and conducting the study or preparing
this manuscript for publication.

Acknowledgements

We would like to thank PhD Tina Carstensen, psychologists Greta Lassen Lund and Katrine
Ingeman Beck from the Research Clinic for Functional Disorders and Psychosomatics at
Aarhus University Hospital for assisting with the diagnostic interviews and treatment. Also,
we thank Jens S. Jensen for statistical assistance and Malene Skjøth for language revision.
We would also like to thank all participants in our study.

References

1 Fink P, Ornbol E, Christensen KS. The outcome of health anxiety in primary care.
A two-year follow-up study on health care costs and self-rated health. PLoS
One 2010; 5: e9873.

2 Tyrer P, Cooper S, Crawford M, Dupont S, Green J, Murphy D, et al. Prevalence
of health anxiety problems inmedical clinics. J PsychosomRes 2011; 71: 392–4.

3 Fink P, Ornbol E, Toft T, Sparle KC, Frostholm L, Olesen F. A new, empirically
established hypochondriasis diagnosis. Am J Psychiatry 2004; 161: 1680–91.

4 Sunderland M, Newby JM, Andrews G. Health anxiety in Australia: prevalence,
comorbidity, disability and service use. Br J Psychiatry 2013; 202: 56–61.

5 American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders (5th edn) (DSM-5). American Psychiatric Association, 2013.

6 Cooper K, Gregory JD, Walker I, Lambe S, Salkovskis PM. Cognitive behaviour
therapy for health anxiety: a systematic review and meta-analysis. Behav
Cogn Psychother 2017; 45: 110–23.

7 Perreault M, Lafortune D, Laverdure A, Chartier-Otis M, Belanger C,
Marchand A, et al. Barriers to treatment access reported by peoplewith anxiety
disorders. Can J Psychiatry 2013; 58: 300–5.

8 Marques L, LeBlanc NJ, Weingarden HM, Timpano KR, Jenike M, Wilhelm S.
Barriers to treatment and service utilization in an internet sample of individuals
with obsessive-compulsive symptoms. Depress Anxiety 2010; 27: 470–5.

9 Rusch N, Angermeyer MC, Corrigan PW. Mental illness stigma: concepts,
consequences, and initiatives to reduce stigma. Eur Psychiatry 2005; 20:
529–39.

10 Soucy JN, Hadjistavropoulos HD. Treatment acceptability and preferences for
managing severe health anxiety: perceptions of internet-delivered cognitive
behaviour therapy among primary care patients. J Behav Ther Exp Psychiatry
2017; 57: 14–24.

11 Kohn R, Saxena S, Levav I, Saraceno B. The treatment gap inmental health care.
Bull World Health Organ 2004; 82: 858–66.

12 Tyrer P, Eilenberg T, Fink P, Hedman E, Tyrer H. Health anxiety: the silent, dis-
abling epidemic. BMJ 2016; 353: i2250.

13 Pichlhofer O,MaierM. Unregulated access to health-care services is associated
with overutilization–lessons from Austria. Eur J Public Health 2015; 25: 401–3.

14 HoffmannD,RaskCU,Hedman-Lagerlof E, LjótssonB, FrostholmL.Development
and feasibility testing of internet-delivered acceptance and commitment
therapy for severe health anxiety: pilot study. JMIR Ment Health 2018; 5: e28.

15 Andrews G, Basu A, Cuijpers P, Craske MG, McEvoy P, English CL, et al.
Computer therapy for the anxiety and depression disorders is effective, accept-
able and practical health care: an updated meta-analysis. J Anxiety Disord
2018; 55: 70–8.

16 Andersson G, Titov N. Advantages and limitations of internet-based interven-
tions for common mental disorders. World Psychiatry 2014; 13: 4–11.

17 Kim EH, Linker DT, Coumar A, Dean LS, Matsen FA, Kim Y. Factors affecting
acceptance of a web-based self-referral system. IEEE Trans Inf Technol
Biomed 2011; 15: 344–7.

18 Brown JS, Boardman J, Whittinger N, Ashworth M. Can a self-referral system
help improve access to psychological treatments? Br J Gen Pract 2010; 60:
365–71.

19 Eilenberg T, Fink P, Jensen JS, Rief W, Frostholm L. Acceptance and commit-
ment group therapy (ACT-G) for health anxiety: a randomized controlled trial.
Psychol Med 2016; 46: 103–15.

20 World Health Organization. SCAN: Schedules for Clinical Assessment in
Neuropsychiatry (Version 2.1 edn). World Health Organization, Division of
Mental Health, 1998.

21 Dantoft TM, Ebstrup JF, Linneberg A, Skovbjerg S, Madsen AL, Mehlsen J, et al.
Cohort description: the Danish study of Functional Disorders. Clin Epidemiol
2017; 9: 127–39.

22 Mohr DC, Burns MN, Schueller SM, Clarke G, Klinkman M. Behavioral interven-
tion technologies: evidence review and recommendations for future research
in mental health. Gen Hosp Psychiatry 2013; 35: 332–8.

23 Hajebi A, Motevalian A, Amin-Esmaeili M, Hefazi M, Radgoodarzi R, Rahimi-
Movaghar A, et al. Telephone versus face-to-face administration of the
Structured Clinical Interview for Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition, for diagnosis of psychotic disorders. Compr
Psychiatry 2012; 53: 579–83.

24 Fink P, Ewald H, Jensen J, Sorensen L, Engberg M, Holm M, et al. Screening for
somatization and hypochondriasis in primary care and neurological in-patients:
a seven-item scale for hypochondriasis and somatization. J Psychosom Res
1999; 46: 261–73.

25 American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV-TR) 4th ed. text rev. APA, 2000.

26 World Health Organization, Collaborating Centres for Classification of Diseases.
ICD-10: International Statistical Classification of Diseases and Related Health
Problems. WHO, 2014.

27 Olsen LR, Mortensen EL, Bech P, Elsass P, Ivanouw J, Poulsen S, et al. Symptom
Checklist (SCL-90, SCL-90-R og SCL-92. In Assessmentmetoder. Håndbog for
psykologer og psykiatere [Assessment Methods. Handbook for Psychologists
and Psychiatrists] (1st edn) (eds LR Olsen, EL Mortensen, P Bech, P Elsass, J.
Ivanouw, S Poulsen, et al.): 183. Dansk Psykologisk Forlag, 2006.

Hoffmann et al

8

https:&sol;&sol;orcid.org&sol;0000-0001-8549-4115
mailto:dittjese@rm.dk


28 Fink P, Ornbol E, Huyse FJ, De Jonge P, Lobo A, Herzog T, et al. A brief diagnostic
screening instrument for mental disturbances in general medical wards. J
Psychosom Res 2004; 57: 17–24.

29 Fink P, Orbol E, HansenMS, Sondergaard L, De Jonge P. Detectingmental disor-
ders in general hospitals by the SCL-8 scale. J Psychosom Res 2004; 56: 371–5.

30 Derogatis LR, Cleary PA. Confirmation of the dimensional structure of the SCL-
90: a study in construct validation. J Clin Psychol 1977; 33: 981–9.

31 KimSW, DyskenMW, KuskowskiM. The symptomchecklist-90: obsessive-com-
pulsive subscale: a reliability and validity study. Psychiatry Res 1992; 41: 37–44.

32 Bjorner JB, Damsgaard MT, Watt T, Groenvold M. Tests of data quality, scaling
assumptions, and reliability of the Danish SF-36. J Clin Epidemiol 1998; 51:
1001–11.

33 Ware Jr JE. SF-36 Health Survey Update. In The Use of Psychological Testing for
Treatment Planning and Outcome Assessment (3rd edn) (ed ME Maruish):
693–718. Lawrence Erlbaum Associates Publishers, 2004.

34 Christensen LN, Ehlers L, Larsen FB, Jensen MB. Validation of the 12 item short
form health survey in a sample from region central Jutland. Soc Indic Res 2013;
114: 513–21.

35 Bond FW, Hayes SC, Baer RA, Carpenter KM, Guenole N, Orcutt HK, et al.
Preliminary psychometric properties of the Acceptance and Action
Questionnaire–II: a revised measure of psychological inflexibility and experien-
tial avoidance. Behav Therapy 2011; 42: 676–88.

36 Hayes SC, Strosahl K, Wilson KG, Bissett RT, Pistorello J, Toarmino D, et al.
Measuring experiential avoidance: a preliminary test of a working model.
Psychol Rec 2004; 54: 553–78.

37 Baer RA, Smith GT, Lykins E, Button D, Krietemeyer J, Sauer S, et al. Construct
validity of the five facet mindfulness questionnaire in meditating and nonmedi-
tating samples. Assessment 2008; 15: 329–42.

38 Eilenberg T, Hoffmann D, Jensen JS, Frostholm L. Intervening variables in group-
based acceptance & commitment therapy for severe health anxiety. Behav Res
Ther 2017; 92: 24–31.

39 Hedman E, Hesser H, Andersson E, Axelsson E, Ljotsson B. Themediating effect
of mindful non-reactivity in exposure-based cognitive behavior therapy for
severe health anxiety. J Anxiety Disord 2017; 50: 15–22.

40 Newby JM, Smith J, Uppal S, Mason E,Mahoney AEJ, Andrews G. Internet-based
cognitive behavioral therapy versus psychoeducation control for illness anxiety
disorder and somatic symptom disorder: a randomized controlled trial.
J Consult Clin Psychol 2018; 86: 89–98.

41 Titov N, Andrews G, Kemp A, Robinson E. Characteristics of adults with anxiety
or depression treated at an internet clinic: comparison with a national survey
and an outpatient clinic. PLoS One 2010; 5: e10885.

42 Spence J, Titov N, Solley K, Dear BF, Johnston L,Wootton B, et al. Characteristics
and treatment preferences of people with symptoms of posttraumatic stress
disorder: an internet survey. PLoS One 2011; 6: e21864.

43 Wootton BM, Titov N, Dear BF, Spence J, Kemp A. The acceptability of internet-
based treatment and characteristics of an adult sample with obsessive com-
pulsive disorder: an internet survey. PLoS One 2011; 6: e20548.

44 Muse K, McManus F, Leung C, Meghreblian B, Williams JM. Cyberchondriasis:
fact or fiction? A preliminary examination of the relationship between health
anxiety and searching for health information on the Internet. J Anxiety Disord
2012; 26: 189–96.

45 Bo A, Friis K, Osborne RH, Maindal HT. National indicators of health literacy:
ability to understand health information and to engage actively with healthcare
providers - a population-based survey among Danish adults. BMC Public Health
2014; 14: 1095.

46 Clark DM. Realizing the mass public benefit of evidence-based psychological
therapies: the IAPT program. Annu Rev Clin Psychol 2018; 14: 159–83.

47 Holmes EA, Ghaderi A, Harmer CJ, Ramchandani PG, Cuijpers P, Morrison AP,
et al. The Lancet Psychiatry Commission on psychological treatments research
in tomorrow’s science. Lancet Psychiatry 2018; 5: 237–86.

Accuracy of self-referral in health anxiety

9


	Accuracy of self-referral in health anxiety: comparison of patients self-referring to internet-delivered treatment versus patients clinician-referred to face-to-face treatment
	Outline placeholder
	Background
	The potential role of self-referral
	Aims

	Method
	Setting and participants
	Referral and assessment procedures
	Study design
	Measures
	Accuracy of self-referral versus clinician-referral
	Sociodemographic characteristics
	Clinical characteristics


	Health anxiety severity
	Health anxiety onset and duration
	Clinically assessed comorbidity
	Emotional distress, somatic symptoms and obsessive–compulsive symptoms
	Health-related quality of life
	Psychological flexibility
	Non-reactivity
	Statistical analysis

	Results
	Accuracy of self-referral versus clinician-referral
	Sociodemographic characteristics
	Clinical characteristics

	Discussion
	Accuracy of patient self-referral
	Patient characteristics preceding recruitment
	Strengths and limitations
	Clinical implications and future perspectives

	Funding
	Acknowledgements
	References


