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Abstract
Background Frequent attenders in primary care (FAs) consume a disproportionate amount of healthcare resources and
often have depression, anxiety, chronic health issues, and interpersonal problems. Despite extensive medical care, they
remain dissatisfied with the care and report no improvement in quality of life.
Objective To pilot a Telephone-based Interpersonal Counseling intervention for Frequent Attenders (TIPC-FA) and assess
its feasibility and efficacy in reducing symptoms and healthcare utilization.
Method Top10%ofprimary care visitorswere randomly assigned toTIPC-FA,TelephoneSupportiveContact (Support), or
Treatment as Usual (TAU). TIPC-FA and Support groups received six telephone sessions over twelve weeks, while the TAU
group was interviewed twice. Multilevel regression tested for changes over time, considering patient and counselor variance.
Results TIPC-FA and Support groups demonstrated reduced depressive symptoms, and the TIPC-FA group showed decreased
somatization and anxiety. The TIPC-FA group demonstrated a trend towards less healthcare utilization than the TAU group.
Conclusion Thispilot study suggests that IPCvia telephoneoutreach is a feasible approach to treatingFAs, achievinga reduction in
symptoms not seen in other groups. Promising reduction in healthcare utilization in the TIPC-FA group warrants further
exploration in larger-scale trials.

Keywords: frequent attenders; interpersonal psychotherapy; TIPC-FA; depression; somatization; primary care;
randomized controlled trial

Clinical or methodological significance of this article: The results of this pilot study suggest that Telephone-based
Interpersonal Counseling intervention for Frequent Attenders (TIPC-FA) may be a feasible and effective approach to
reducing symptoms of depression, anxiety, and somatization in primary care patients. The trend towards less healthcare
utilization in the TIPC-FA group also suggests a potential benefit in reducing healthcare costs. However, further research
is necessary to confirm these findings and explore the long-term impact of TIPC-FA on patient outcomes and healthcare
utilization.

Introduction

Frequent attenders (FAs) represent a significant
portion of primary care visits, accounting for 20-
30% of all visits (LaCalle & Rabin, 2010) and

ranking among the top 10% of patients in terms of
visit frequency (Shukla et al., 2020). Despite receiv-
ing medical treatment, FAs tend to suffer for pro-
longed periods (Kivelä et al., 2018; Matalon et al.,
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2009), which puts pressure on limited medical
resources. Additionally, FAs consume 67% of
medical expenses regardless of socio-economic class
(Hammerman et al., 2021; Vedsted et al., 2002;
Vedsted & Olesen, 2005; Wammes et al., 2018)
and are more likely to receive a disability pension
(Reho et al., 2021). These findings highlight the
urgent need to address the underlying issues that
lead to frequent attendance.
Notably, FAs also report higher levels of psychologi-

cal distress, particularly in the form of depression and
anxiety (Dowrick et al., 2000; Gili et al., 2011; Given
et al., 2005; Kapur et al., 2004; Kersnik et al., 2001;
Patel et al., 2015; Ronalds et al., 2002; Wyke et al.,
2003). Although FAs tend to have more physical
issues than other patients (LaCalle & Rabin, 2010),
these differences are inconsistent and do not account
for the excessive use of healthcare resources (Foster
et al., 2006; Smits et al., 2013). As a result, a growing
body of research has aimed to reduce medical visits
by identifying and addressing the underlying psycho-
logical issues that drive frequent attendance. Some
studies have screened FAs for psychological issues
and provided medication or counseling, leading to
improvements in mental health but no significant
decrease inprimary carevisits (Barsky et al., 2013;Ras-
mussen et al., 2006; Simon et al., 2001).
However, this approach neglects the multifaceted

factors that contribute to consistent attendance. For
example, research suggests that FAs tend to place
greater value on their physician visits than other patients
(Huhtakangas et al., 2021;Sledge et al., 2011), andmay
prioritize discussing psychological and social issues over
medical issues during these visits (Andersson et al.,
1995). Furthermore, FAsmay havemore interpersonal
issues than other patients, such as insecure or preoccu-
pied attachment patterns styles (Taylor et al., 2000,
2012; Thompson & Ciechanowski, 2003), and may
have poorer social functioning and support networks
(Bellón et al., 1999; Patel et al., 2015; Scaife et al.,
2000; Vedsted & Olesen, 2005). These findings
suggest that addressing the relational and psychological
issues contributing to frequent attendancemay bemore
effective in reducing healthcare utilization among FAs
(Stuart & Noyes, 2006).
For this purpose, we explored Interpersonal Coun-

seling (IPC), a brief and adaptive mental health treat-
ment (Weissman et al., 2014). IPC is based on
Interpersonal Psychotherapy (IPT), which was
created to treat depression by Klerman, Weissman,
and colleagues (1984). Numerous research has
looked into the efficacy of IPT, particularly for
depression [see Van Hees et al. (2013) for a review,
and Cuijpers et al. (2016) for a meta-analysis], but
also for a variety of other illnesses (Allan et al.,
2016; Bernecker et al., 2017; Ravitz et al., 2019).

For this patient population and setting, IPC
appears to be a suitable fit: IPC was developed for
non-professionals in primary care (Klerman et al.,
1987) and is shorter than IPT [six sessions in early
editions, three sessions in later versions (Weissman
& Verdeli, 2012)]. Though not as extensively tested
as IPT, many studies have successfully utilized IPC
in various settings and conditions (Menchetti et al.,
2010; Neugebauer et al., 2007; Rafaeli et al., 2021;
Yamamoto et al., 2018).

Telephone Interpersonal Counseling for
Frequent Attenders (TIPC-FA)

Several critical changes were needed to adapt IPC to
the unique challenges of FAs, resulting in themodified
protocol for Telephone-based Interpersonal Counsel-
ing for Frequent Attenders used in the current study
(TIPC-FA). One of these modifications was to
assign patients a flexible “sick role” not predefined
(e.g., depression, frequent attendance) but instead
generated by the patient’s current life struggles.
Another significant change was the substitution of a
referral of patients to counselors [in which patients
may feel “rejected” by the referee due to attachment
insecurities that characterize them (Thompson & Cie-
chanowski, 2003; Waller et al., 2004)] with a two-step
outreach process in which counselors first outreached
to patients and only after establishing a primary
relationship with them offer them the intervention,
inside the relationship.
Furthermore, as notedpreviously, another significant

difference between traditional IPC and TIPC-FA was
that it was delivered over the phone, making FA treat-
ment more accessible than seeing a therapist in
person. Furthermore, because FAs seek medical treat-
ment rather thanmental health counseling, a counseling
intervention may feel unusual, even intimidating, or as
further invalidation of their concerns. Because tele-
phone conversations do not always resemble the
typical “counseling session” that a patient might
expect, refusals toparticipate in counselingmaybeover-
looked. Telephone-based psychological therapies have
been widely and successfully used in various health
and mental health settings in recent years, producing
results that are often comparable to face-to-face inter-
ventions (Castro et al., 2020; Irvine et al., 2020).

The present study. TIPC-FA was compared to
unstructured supportive contact (Support) and treat-
ment as usual (TAU) in a randomized trial to assess
IPC’s feasibility and preliminary efficacy for FAs. We
included a supportive contact group to assess the role
of interpersonal intervention beyond simple personal
contact with counselors on unstructured topics.
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The study’s hypotheses were as follows:

1. The TIPC-FA intervention would be accep-
table to patients and feasible to implement
in this population if delivered in the
stepped-outreach manner proposed here.

2. The two intervention groups would exhibit
symptom reduction and quality of life gains
that the control group would not, with the
TIPC-FA group outperforming the TAU
group.

3. Participants in the TIPC-FA group will have
lower primary care attendance following the
intervention, whereas no such change will be
seen in the TAU or support groups.

Method

Study Design, Therapists, and Setting

This study was a randomized multi-arm design, with
participants randomly assigned to one of three paral-
lel groups (1:1:1 ratio).

Participants and setting. All adults in Israel
aged 21–70 registered with a large public health
care provider and had a primary care visit frequency
in the top 10% in 2010 were eligible. No exclusion
criteria were used. Between February and July
2012, all patients were contacted by phone (no
face-to-face contact was made).

Interventions
TIPC-FA. The intervention was based on the IPC

protocol (Weissman & Klerman, 1993), with modifi-
cations to make it more suitable for FAs patients.
The counseling process is divided into three stages,
according to the framework of interpersonal psy-
chotherapy: the initial phase, the intermediate
phase, and the termination phase. In the current con-
figuration, the initial and termination phases were
each one session long, with the remainder constitut-
ing the intermediate phase. In the initial phase of
IPC, counselors choose, together with patients, one
of four interpersonal problem areas that serve as the
primary focus for treatment (Klerman et al., 1984):
Grief, role transition, role dispute, or interpersonal
deficit. Focusing on a specific interpersonal
problem area facilitates symptom reduction by acti-
vating four essential change mechanisms (Lipsitz &
Markowitz, 2013): expressing emotions and learning
better interpersonal skills to help resolve the problem
in the chosen interpersonal domain; in turn, resol-
ving an interpersonal problem increases the avail-
ability of social support and decreases interpersonal
stress related to the problem; both factors are
related to better mental and physical health.

A necessary modification to the protocol that made
it more suitable for FAs was related to their problem
definition. The “pathology,” or most noticeable
“symptom,” of FAs is their maladaptive care-
seeking behavior and difficulty recognizing this be-
havior as problematic. As a result, it is impossible
to create a standard IPT formulation in which
patients are educated about their disorder and
assigned to the transitional “sick role,” designed to
temporarily alleviate the responsibility and shame
associated with current difficulties and malfunction-
ing (Stuart & Robertson, 2003). In addition, FAs
have a wide range of medical and psychological
symptoms. As a result, no single condition could be
identified and presented as the “problem domain”
for all patients. As an alternative to the diagnosis-
focused problem, the TIPC-FA-defined problem
was tailored based on the problem(s) most apparent
in the initial evaluation (e.g., fatigue, malaise, pain
complaints, irritation, inactivity, or low quality of
life). After identifying the specific problem that is
now the patient’s “diagnosis,” the counselor will
present a formulation explaining the relationship
between interpersonal difficulties and problems in
general, without explicitly discussing their specific
condition, followed by explaining the patient’s
problem using the interpersonal model through a
specific interpersonal problem area. After the
problem is specified and an interpersonal domain is
selected, the treatment plan can be identical to stan-
dard IPT/IPC.

Support. The support group was a “pseudo-
placebo” group in which no specific therapy factors
were included (Wampold & Imel, 2015). The ses-
sions were unstructured, with no set topic or
theme. Counselors were told to let the patients lead
the dialogue during each session without supervision
or interpretation. Just attentive listening and
empathy were allowed.

Measures
Demographic factors.The age and gender of the

patients were obtained from the healthcare provider’s
database. The initial interview also included ques-
tions about the birth country (to ascertain immigra-
tion status) and marital status.

Health andmental health.Data from the health
care provider’s database were retrieved in 2010 for
three primary chronic health conditions (Diabetes,
heart conditions, and chronic high blood pressure)
and the purchase of psychiatrically labeled drugs
(antidepressants, hypnotics/sedatives/anxiolytics,
and antipsychotics).
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Psychiatric symptoms. Symptoms were
measured using the widely used Patient Health
Questionnaire (PHQ-SADS; Kroenke et al., 2010),
a combined brief measure of Depression, Somatiza-
tion, and Anxiety. Internal reliability for the various
scales was α= 0.88, α= 0.82, and α= 0.88,
respectively.

Quality of life. The Quality of Life Scale (QoLS;
Flanagan, 1978) assessed satisfaction levels in several
life categories. Prior studies indicated that this
measure had adequate reliability and validity (Burc-
khardt & Anderson, 2003). In the current sample,
α= 0.895 for the total scale.

Healthcare utilization. During January 2013,
data on healthcare utilization were obtained from
medical records for all participants, regardless of par-
ticipation status. The latter allowed for varying
lengths of follow-up for participants, with some
receiving up to 9 months. The data included
monthly counts of primary care visits and monthly
expenses for doctor visits, hospitalizations, and
ambulatory expenses [in New Israeli Shekels (NIS)].

Procedure. The study was approved by the
Soroka Hospital Helsinki Committee. In all pro-
cesses, the CONSORT statement was used (Mon-
tgomery et al., 2018). As we did not have direct
access to the data source, a list of FA patients who
met the inclusion criteria was drawn randomly from
the healthcare provider’s database by their data
analyst. The patients’ first names and phone
numbers are the only information on the list. The
first author used an Excell application to generate
random numbers (1,2, 3, in balance) and assigned
them to each patient on the list of patients provided.
Because the interviewers conducting the initial inter-
views with patients were to become their counselors
later, the patients had to be assigned to a group
before any contact was made with them. As a
result, the group assignment was not hidden from
any of the counselors or interviewers. Because not
all of the patients on our list had adequate contact
information or could not be reached for other
reasons, they were excluded from the study (n = 72).
This study used a phased “outreach approach,”

recognizing the necessity of avoiding the intervention
referral process. Consequently, rather than having
FAs initiate contact with therapists after being
referred, therapists initiate communication with them.

Initial interview. All patients with whom tele-
phone contact was established were invited to partici-
pate in a telephone-based survey of mental health

and quality of life, for which consent was given
orally. A telephone interview was conducted for con-
senting patients, with the interviewers instructed to
conduct it “in an empathetic manner” to establish a
primary relationship with their interviewees during
the interview and leverage this fundamental relation-
ship to continue telephone sessions.

Invitation to take part in the intervention.
Following the initial interview (on the same phone
call), interviewers in the TIPC-FA and Support
groups mentioned the treatment program, offering
their interviewees the opportunity to continue tele-
phone communication with their interviewers for
six more sessions over the next 12 weeks and the
next telephone session was then scheduled with con-
senting patients as the intervention’s first session.
Patients in the Control group were asked to
consent to be interviewed again twelve weeks later.

Intervention. The TIPC-FA and support groups
included six 30-minute phone calls spaced out over
twelve weeks (four weekly sessions, then two bi-
weekly sessions).

Counselors. The counselors were ten Ben-
Gurion University third-year bachelor of psychology
students who had completed psychopathology and
theories of personality courses. Participants received
a series of lectures from the last author about the
treatment to be administered. Weekly group supervi-
sion meetings were held (by the first and last authors)
separately for TIPC-FA counselors and Support
counselors. Furthermore, the first author provided
personalized supervision in biweekly meetings
lasting 30 min to one hour.

Final interview. Patients in all groups were called
again 12 weeks after the initial contact to be re-inter-
viewed by an interviewer (other than the one who
counseled them).

Statistical analysis
Scale scores. The study measured quantitative

scale scores for depression, anxiety, somatization,
and quality of life at two different time points: once
during the initial interview before the intervention
and again during a follow-up interview one week
after the last intervention session (12 weeks later).
The initial and final interviews for the control
group where these scale scores were collected were
also 12 weeks apart.
We utilized multilevel linear regression (ML) to

examine the outcome measures, accounting for the
nested structure of the data. The time points (x2)
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were positioned on Level 1, nested within subjects on
Level 2, and counselors/interviewers on Level 3. Due
to the limited number of observations, we only used
random intercepts and did not apply a random slope
and intercept model for all measures. We tested the
Time x group interaction to identify any variations
between groups in the change from the pre- to post-
intervention period. The Group was treated as a
Level 2 variable, given that counselors worked across
groups. We used dummy coding to treat “Groups”
as a categorical variable, with the TAU group as the
reference category and being compared separately to
the TIPC-FA and the Support group. The dummy
coding was reversed so that the interaction term
could also be tested for the difference between the
Support and TIPC-FA groups. Any significant inter-
actions that arose were further investigated through
a simple slope analysis. Equations for these 3-level
models are provided in Appendix A.

Health care utilization. Analysis of utilization
scores was performed using Multilevel Linear
Regression (ML), with monthly time points begin-
ning a month before the intervention and follow-up
until eight months after the intervention in Level 1,
nested within subjects on Level 2, and interviewers/
therapists at Level 3. Since healthcare utilization
variables were all positively skewed, these variables
were log-transformed before entering regression
equations, and results were interpreted accordingly
[as exponentiated Relative Risk (RR)].
An unconditional model examining variance par-

tition among the three levels of analyses showed that
none of the variance in primary care visits was attrib-
uted to differences among therapists. Therefore,
nesting within therapists was not included in the
final ML equation. In the final model, the Group
was a Level 2 variable. We tested the Time x Group
interaction to detect differences in monthly rates of
change in the number of visits from the fourth
month after the intervention. Equations for these 2-
level models are provided in Appendix B.
We performed a separate extra analysis for the log

visits to primary care variable, just for the period of 3
months before intervention up to 8 months after
intervention initiation, to try and detect other differ-
ences in the specific outcome that was of interest in
this study, using the same ML model.

Results

Sample Characteristics

We received from the healthcare provider a random
sample of n = 369 FAs. n = 207 refused to take part

in the initial interview. Therefore, the final sample
included n = 90 patients who completed the inter-
view (n = 21 in the TAU group, n = 39 in the
TIPC-FA group, and n = 30 in the support group).
N = 2 patients in the TIPC-FA did not complete at
least two counseling calls and were therefore
removed from the analysis. The remaining patients
were all included in the analysis of healthcare utiliz-
ation. Some patients were lost to the follow-up inter-
view, so a second measurement of the scale scores
was missing. The sample for analysis of scale
measurements included n = 17, n = 9, and n = 8
patients in the TAU, TIPC-FA, and support group,
respectively. See Figure 1 for complete details.
Characteristics of the sample analyzed for health-

care utilization are presented in Table 1. The total
sample consisted mainly of men (56.2%), with a
mean age of 56.3 years (SD= 10.5). There were no
significant differences between groups on any pre-
intervention demographic or other variables, except
for the rates of Diabetes, which were slightly lower
in the TIPC-FA group (p= .036).

Treatment Effectiveness

Psychiatric symptoms and quality of life.
Means and standard errors of the different scores in
different groups are presented in Table 2. Uncondi-
tional models examining variance partitioning
across the three levels of analyses revealed that differ-
ences in depression, anxiety, somatization, and QoL
scores were attributed to differences between coun-
selors (ICC= 0.16, ICC= 0.19, ICC= 0.22, and
ICC= 0.2, respectively) as well as differences
between participants (ICC= 0.66, ICC= 0.44,
ICC= 0.61, and ICC= 0.65). As a result, nesting
within therapists was incorporated into the ML
equation. The results of theMLManalysis, including
all levels, are presented in Table 3.
There were no main effects for Group in any scale

scores, nor were there any group differences in the
pre-intervention or post-intervention scores. There
was a significant main effect for Time for depression
(b =−2.31, t(29) =−2.95, p= .006), anxiety (b =
−1.96, t(30) =−2.08, p= .046), and somatization (b =
−1.66, t(30) =−2.56, p= .016), indicating a reduction
in symptoms above and beyond group membership.
The interaction between Time and Group (TIPC-

FA vs. TAU) was significant only for depression (b =
−4.38, t(29) =−2.37, p= .024) and somatization (b =
−3.42, t(30) =−2.28, p = .03), but not for anxiety or
QoL. The interactions between Time and Group
(Support vs. TAU) and Time and Group (TIPC-
FA vs. Support) were insignificant for any scale
scores.
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Figure 1. CONSORT flow diagram.

Table I. Baseline characteristics of the sample.

Variable Overall (n= 48)

Study group

TAU TIPC-FA Support
P∗(n= 21) (n= 15) (n= 12)

Gender - Women (%) 21 (43.8) 8 (38.1) 7 (46.7) 6 (50.0) 0.773
Age - M (SD) 56.3 (10.5) 56.5 (11) 52.4 (11) 60.8 (7.4) 0.119
Birth Country - Israel (%) 27 (56.2) 9 (42.9) 9 (60.0) 9 (75.0) 0.189
Marital status (%) 0.564
Married 39 (81.2) 15 (71.4) 13 (86.7) 11 (91.7)
Single 5 (10.4) 3 (14.3) 1 (6.7) 1 (8.3)
Separated 4 (8.3) 3 (14.3) 1 (6.7) -
Currently cohabiting with another person (%) 39 (81.2) 15 (71.4) 13 (86.7) 11 (91.7) 0.29
Any children (%) 44 (91.7) 19 (90.5) 14 (93.3) 11 (91.7) 0.954
Primary Care visits during 2010 - M (SD) 43 (12.1) 39.3 (6.3) 44.8 (12.6) 47 (17.4) 0.163
Chronic Health Conditions
Chronic heart condition (%) 10 (20.8) 5 (23.8) 2 (13.3) 3 (25) 0.687
Chronic High Blood Pressure (%) 30 (62.5) 12 (57.1) 10 (66.7) 8 (66.7) 0.796
Chronic Diabetes (%) 19 (39.6) 10 (47.6) 2 (13.3) 7 (58.3) 0.036
Purchase of Psychiatrically labeled drugs during 2010
Hypnotics/ Sedatives/ Anxiolytics (%) 21 (56.8) 9 (47.4) 7 (70) 5 (62.5) 0.471
Antidepressants (%) 26 (70.3) 14 (73.7) 8 (80) 4 (50) 0.344
Antipsychotics (%) 5 (13.5) 3 (15.8) 2 (20) - 0.429

∗ Groups were compared using a chi-square test for categorical variables and ANOVA for continuous variables.
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Table II. Comparison of scale scores before and after the intervention in the different groups.

Group

Outcome measure
TAU TIPC-FA Support

(n = 17) (n = 9) (n = 8)

Before After Effect size
(Cohen’s d)

Before After Effect size
(Cohen’s d)

Before After Effect size
(Cohen’s d)

Depression 8.21 (2.01) 8.49 (2.04) 0.14 9.47 (2.16) 5.37 (2.43) −1.89 6.16 (2.42) 3.04 (2.55) −1.29
Anxiety 7.20 (1.73) 6.14 (1.77) −0.61 7.87 (1.85) 3.25 (2.18) −2.5 3.66 (2.07) 3.46 (2.27) −0.1
Somatization 9.83 (1.78) 9.90 (1.81) 0.04 9.67 (1.91) 6.32 (2.08) −1.75 9.83 (2.12) 8.14 (2.23) −0.8
QoL 76.06 (5.55) 73.39 (5.62) −0.48 77.97 (5.97) 81.61 (6.49) 0.61 75.60 (6.71) 80.21 (6.98) 0.69

Note. Numbers stand for Means (SE).

P
sychotherapy

R
esearch

561



Probing the significant interaction for depression
revealed a significant simple slope for Time in the
TIPC-FA group (b =−4.10, t(29) = 2.66, p= .013)
that was not present in the TAU group (b =−0.28,
t(29) =−0.27, p= .787).
For the significant interaction found for somatiza-

tion, simple effects analysis showed a significant
reduction in the TIPC-FA group (b = 3.35, t(30) =
2.73, p= .011) that was not present in the TAU
group (b =−0.1, t(30) =−0.08, p= .937 for
somatization).

Further exploratory analysis. Although most
interaction effects were insignificant and did not
reveal a difference in slopes between groups, explora-
tory simple slopes analyses were performed for the
effect of time in all groups and for all measures

separately to detect trends. These are also presented
in Table 3.
An exploratory simple slopes analysis revealed a

significant decrease in depression over time in the
Support group (b =−3.11, t(29) =−2.14, p= .041),
as well as a significant decrease in anxiety in the
TIPC-FA group (b = 4.62, t(30) = 2.6, p= .014),
which was not found in the TAU or Support
groups. However, as previously stated, the difference
between slopes across groups were minor due to
insignificant interactions.
Figure 2 illustrates the significant interactions.

Health Care Utilization

One month prior to the intervention, into the
eight months follow-up. The Group x time inter-
action was significant only when comparing the

Table III. Results of the multilevel model predicting scale scores from group and time.

Depression (PHQ-9) Anxiety (GAD-7) Somatization QoL

Estimate 95%CI Estimate 95%CI Estimate 95%CI Estimate 95%CI

Fixed effects
Intercept 8.21 [4.3,12.1] 7.20 [3.8,10.6] 9.83 [6.3,13.3] 76.06 [65.2,86.9]
Main effect of Group
TIPC-FA – TAU −0.93 [−5.7,3.9] −1.11 [−5.0,2.8] −1.88 [−5.8,2.0] 5.06 [−7.8,17.9]
Support – TAU −3.75 [−8.9,1.4] −3.11 [−7.2,1.0] −0.88 [−5.1,3.3] 3.18 [−10.6,17.0]
Support - TIPC-FA −2.82 [−8.4,2.7] −1.99 [−6.5,2.5] 0.99 [−3.6,5.6] −1.88 [−16.8,13.1]

Group differences at pre-
treatment
TAU - TIPC-FA −1.25 [−6.1,3.6] −0.67 [−4.8,3.4] 0.17 [−3.8,4.2] −1.90 [−15.1,11.3]
TAU – Support 2.06 [−3.2,7.4] 3.54 [−0.9,8.0] 0.00 [−4.4,4.4] 0.47 [−13.9,14.8]
TIPC-FA – Support 3.31 [−2.3,8.9] 4.21 [−0.5,8.9] −0.16 [−4.8,4.5] 2.37 [−12.9,17.7]

Group differences at post-
treatment
TAU - TIPC-FA 3.12 [−2.3,8.5] 2.90 [−1.8,7.6] 3.58 [−0.8,7.9] −8.22 [−22.4,5.9]
TAU – Support 5.45 [−0.1,11.0] 2.68 [−2.2,7.5] 1.76 [−2.8,6.3] −6.82 [−21.7,8.1]
TIPC-FA – Support 2.32 [−3.9,8.6] −0.22 [−5.8,5.3] −1.82 [−7.0,3.3] 1.40 [−15.2,18.0]

Main effects for Time −2.31∗∗ [−3.8,−0.8] −1.96∗ [−3.8,−0.1] −1.66∗ [−2.9,−0.4] 1.86 [−2.3,6.0]
Interactions
Group (TIPC-FA vs.
TAU) x Time

−4.38∗ [−8.0,−0.8] −3.57 [−7.8,0.7] −3.42∗ [−6.4,−0.5] 6.31 [−3.2,15.8]

Group (support vs.
TAU) x Time

−3.39 [−6.9,0.1] 0.86 [−3.4,5.2] −1.76 [−4.7,1.2] 7.29 [−2.3,16.9]

Group (TIPC-FA vs.
Support) x Time

0.99 [−3.17,5.15] 4.43 [−0.51,9.37] 1.66 [−1.75,5.07] 0.98 [−10.31,12.27]

Pre-post change, by
Group
TAU −0.28 [−2.3,1.7] 1.06 [−1.4,3.5] −0.07 [−1.7,1.6] 2.67 [−2.6,7.9]
TIPC-FA 4.10∗ [1.1,7.1] 4.62∗ [1.1,8.1] 3.35∗ [0.9,5.8] −3.64 [−11.6,4.3]
Support 3.11∗ [0.2,6.0] 0.20 [−3.3,3.7] 1.69 [−0.7,4.1] −4.62 [−12.6,3.4]

Random effects
Residual 2.95 [2.29,3.81] 3.71 [2.88,4.77] 2.51 [1.95,3.23] 7.83 [6.05,10.12]
Counselors / Interviewers
(Intercept)

1.2 [3.18,8.39] 1.2 [2.89,6.94] 1.31 [3.24,7.96] 3.62 [9.23,23.55]

Participants (Intercept) 4.87 [6.33,8.23] 3.22 [4.53,6.36] 3.96 [5.17,6.76] 13.09 [17,22.09]

∗p< .05; ∗∗p< .01; ∗∗∗p< .001
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TIPC-FA and TAU groups for the Log of Total
Expenses (b =−0.1, p = .013) and Log of Visit
Expenses (b =−0.1, p= .047). Simple slopes analysis
for log total expenses revealed a significant increase
in the control group (RR = 1.07, 95%CI
[1.01,1.13], p = .025) but no change in the IPC or
support groups, indicating a monthly increase in
the control group but not in the treatment groups.
A simple slopes analysis of log visits expenses
revealed a similar pattern, with a marginally signifi-
cant increase in the control group (RR = 1.08, 95%
CI[1.1,1.16], p= .054) and no significant change in
the other groups. An exploratory simple slopes analy-
sis for non-significant interaction revealed a signifi-
cant decrease in the IPC group only for the log of
expenses related to hospitalizations (RR= 0.84,
95%CI[0.71,1], p= .049). Table 4 shows the specific
changes in each Group.

Follow-up (3–8 months from the beginning of
the intervention). The Time x Group interaction
was significant when comparing the TIPC-FA
group to the Control (b =−0.35, p= .041) but not
when comparing Support to the Control (b =
−0.13, p= .415). The Control group had a signifi-
cant increase in visit rates (RR= 1.22, 95% CI
[1.01, 1.48], p = .045), while the TIPC-FA group
had a non-significant decrease (RR= 0.86, 95% CI
[0.66, 1.12], p= .272) and the Support group had

no change (RR = 1.07, 95% CI [0.83, 1.38], p
= .608). The outcomes are depicted in Figure 3.

Acceptability and Feasibility

The study enrolled n= 21, n= 39, and n= 30 partici-
pants from the TAU, TIPC-FA, and Support groups
who completed the initial interview and were offered
the intervention in the active groups. Among the
patients offered treatment in the TIPC-FA group,
38% (n = 15) agreed to participate and completed
at least two sessions, and 23% (n= 9) completed all
sessions and the follow-up interview. In the
Support group, 40% (n= 12) of patients agreed to
participate and completed at least two sessions,
while 27% (n = 8) completed all sessions and the
follow-up interview.

Discussion

We developed TIPC-FA, a version of IPC adapted to
suit the unique needs of individuals with FAs, given
the significant interpersonal characteristics of this
population and the potential for interpersonal
aspects in their medical care. Our study compared
the feasibility and preliminary effectiveness of
TIPC-FA to an unstructured, non-therapeutic sup-
portive contact (Support) and treatment as usual

Figure 2. Illustration of the Group x Time interaction predicting depression and somatization.
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(TAU) in a small randomized controlled trial. The
study had several objectives, including evaluating
the applicability of TIPC-FA among individuals
with FAs, comparing its effectiveness and tolerability
to the two control groups, and investigating whether
it could serve as a valuable alternative to the standard
treatment as usual for this population.
The results of our study indicate that it is possible

to engage individuals with FAs in a rigorously con-
trolled study, although it can be challenging.
Despite being initially guarded, many FAs estab-
lished a meaningful rapport with their interviewers
over the phone. Approximately 40% agreed to

participate in brief counseling, with a reasonable
portion completing the recommended six telephone
sessions. Notably, individuals with FAs are known
to reject psychological explanations for their physical
complaints and decline referrals to mental health
professionals (Karlsson et al., 1995). Therefore, the
consent rate achieved in our study is considered
acceptable and not low.
In terms of efficacy, our preliminary study yielded

promising results. We observed a significant
reduction in depression and somatization in the
TIPC-FA group, which was not evident in the
TAU group. Moreover, the exploratory analysis

Table 4. Mixed model results predicting change in health care utilization by time and group.

Outcome Group
Exponentiated estimate (RR)

[95%CI] p

Total Expenses (log) TAU 1.07 (1.01–1.13) ∗ 0.025
Support 1 (0.94–1.06) 0.995
TIPC-FA 0.97 (0.92–1.02) 0.209

Expenses related to Doctor Visits (log) TAU 1.08 (1–1.16) 0.054
Support 0.98 (0.91–1.06) 0.587
TIPC-FA 0.97 (0.91–1.04) 0.395

Hospitalization Expenses (log) TAU 1.02 (0.86–1.21) 0.829
Support 0.99 (0.81–1.2) 0.889
TIPC-FA 0.84 (0.71–1) ∗ 0.049

Ambulatory Expenses (log) TAU 0.95 (0.83–1.08) 0.433
Support 1.01 (0.88–1.16) 0.851
TIPC-FA 0.95 (0.84–1.08) 0.419

Number of Primary Care Visits (log) TAU 1 (0.97–1.03) 0.847
Support 1.01 (0.98–1.05) 0.439
TIPC-FA 0.99 (0.96–1.02) 0.497

∗p< .05

Figure 3. The trend of change in outcomes over the follow-up period.
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found a trend for reducing anxiety symptoms in the
TIPC-FA group and reducing depressive symptoms
in the Support group. None of those were found in
the TAU group.
Furthermore, we discovered several significant

differences between groups regarding visits to
primary care physicians and related expenses. In
general, we discovered a slight increase in visits and
visit-related expenses in the TAU group that was
not seen in the TIPC-FA or Support groups, as
well as a non-significant trend for a decrease in
those expenses and visits in the TIPC-FA group.
During the follow-up period, a distinct difference
between groups was discovered, with increased
visits observed in the control group but not in the
TIPC-FA or Support groups.
These findings add to the growing body of evi-

dence supporting the efficacy of IPT/IPC in reducing
levels of psychopathology (Bernecker et al., 2017;
Rafaeli et al., 2021; Stuart & Robertson, 2003;
Yamamoto et al., 2018) and extend it to the unique
context of frequent attendance at primary care.
Our study’s results provide evidence that the TIPC-

FA group showed greater improvements compared to
both the Support and TAU groups. While there were
some improvements in the Support group, they were
more limited, suggesting that while basic human
contact may be important, the specific techniques
and formulation incorporated in TIPC-FA played a
crucial role in the observed improvements. The IPT
framework’s focus on current interpersonal problems
in the patient’s life and either resolving them or chan-
ging one’s perspective towards them is a suggested
factor associated with this change (Lipsitz & Marko-
witz, 2013). By addressing interpersonal stress and
enhancing social support, the TIPC-FA group experi-
enced significant reductions in depression, somatiza-
tion, and potentially anxiety symptoms, as well as a
potential change in visits and related expenses to
primary care physicians.
Given the well-established finding of lower inter-

personal functioning and social support among FAs
(e.g., Vedsted & Olesen, 2005) and their unmet
attachment needs (Hunter & Maunder, 2001), the
TIPC-FA’s unique approach of focusing on interper-
sonal problems and helping patients to gain a new
perspective may be particularly beneficial.
In that regard, it is worth noting that throughout

the study, counselors consistently expressed clinical
impressions that patients were largely unaware of
the link between interpersonal problems and distress.
Patients were initially skeptical when therapists
suggested solutions such as contacting family
members, resolving disputes, and challenging
assumptions and expectations from their surround-
ings. On the other hand, patients in the TIPC-FA

group had the opportunity to explore and experiment
with these ideas throughout the intervention. Some
were surprised to discover they could openly
discuss and resolve painful interpersonal conflicts.
Furthermore, the differences between contact

alone (i.e., Support group) and implementation of
a specific formulation and technique (i.e., TIPC-
FA) are even more intriguing when FAs are already
de facto seeing their physicians on average once a
week; in other words, FAs are already engaging in
human contact regularly, but with no relief. As a
result, it appears that when there is a meaningful
therapeutic factor, as in the TIPC-FA treatment
group, rather than merely social interaction, it may
further contribute to FAs and can even make a mean-
ingful difference in patients’ lives.
The one-of-a-kind, stepwise outreach procedure

utilized in this study provides a significant advantage
in practicability. It has been demonstrated that the
conventional method of discussing therapy is ineffec-
tive when dealing with FAs. As was previously stated,
patients referred to another person may experience
feelings of rejection at the hands of that person
(Bursztajn & Barsky, 1985). There is significant
potential in forming a relationship first and only
then introducing a therapeutic process within the
context of this relationship. However, this intriguing
aspect calls for additional research, not only as part of
this particular program of TIPC-FA but also in the
general approach to dealing with FAs with case man-
agers, nurses, and other paramedical professionals
involved in their care.
Taken as a whole, the strength of this study lies in

the novel approach used to treat a distinct group of
patients who are suffering without relief and are
known to refuse psychological treatment for their
physical complaints.

Limitations

The primary limitation of this study is the small
sample size, which stems from the preliminary
nature of the study, limited resources, and difficulty
in recruiting participants. Because of the small
number of participants, the study was ultimately
underpowered; as previously discussed, some
results were insignificant. More research with larger
samples and a longer-term follow-up is needed to
determine whether the potential effects of the inter-
vention are sustained or only become apparent after
a long time. The small sample size and the relatively
large number of counselors contribute to significant
variation in treatment delivery. Second, while the
counselor effects were considered in the analysis,
no measure of adherence was implemented; thus,
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further evaluation of counselors’ adherence to the
model should be considered in future research.
Furthermore, there were no measurements of

change or process mechanisms because the current
feasibility study was so limited. As a result, our
assumptions that the difference between the
support and TIPC-FA groups is due to specific tech-
niques or formulations used only in the TIPC-FA
group remain speculative. Future research would
benefit from measures to evaluate purported mech-
anisms of change. These could be IPT-hypothesized
change mechanisms like emotional expression, inter-
personal skills, social support, and interpersonal
stress, or processes like the therapeutic alliance.

Conclusions

To the best of our knowledge, this is the first study to
attempt and report on a feasibility and efficacy study
using an RCT design involving a new IPC interven-
tion on this population—FAs to primary care.
TIPC-FA is only six sessions long and can be deliv-
ered by non-expert clinicians over the phone,
making it potentially appropriate for FAs. The pre-
liminary evidence from this trial suggests that larger
trials in amore controlled environment, testing coun-
selor adherence and the mechanisms of change
involved, are needed to confirm these initial findings.
Despite the limitations discussed, the tentative
results of this study demonstrated the potential of
TIPC-FA intervention in reducing psychological dis-
tress and medical service misutilization among FAs.
The findings provisionally support the use of

psychological interventions, specifically an interper-
sonal-relational model for FAs (e.g., Barsky, 1996;
Bowlby, 1969; Simon et al., 2001; Sullivan, 1953),
as well as the unique outreach approach used in
this study. TIPC-FA appears acceptable to FAs;
therefore, this approach warrants further investi-
gation with this patient population. This may be
especially important given the population’s unique
characteristics, namely the need for interpersonal
relationships and a lack of knowledge or personal
resources to obtain psychological assistance. Our
findings also tentatively suggest that other interven-
tions for this population could benefit from addres-
sing interpersonal needs and challenges through
formal counseling or as part of the medical system’s
more integrated approach.
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Appendices

Appendix A: Equations for Multilevel
Modeling Predicting Scale Scores
(Symptoms and Quality of Life)

The 3-level models were based on these equations:
Level-1 Model:

ytij = p0ij + p1ij · Timetij + etij

etij � N(0, s2)

Level-2 Model:

p0ij = b00j + b01j · TIPCFAij + b02j · Supportij + r0ij

p1ij = b10j + b11j · TIPCFAij + b12j · Supportij

r0ij � N(0, t200)

Level-3 Model:

b00j = g000 + u0j

b01j = g010

b02j = g020

b10j = g100 + u1j

b11j = g110

b12j = g120

u0i
u1i

( )
� N

0
0

( )
,

tb00 0
0 tb11

( )[ ]

Where:
ytij represents the outcomemeasure (e.g., depression,
anxiety, somatization, or quality of life score) for
subject i with therapist j at time t
Timetij is a variable representing the time point (pre-
intervention or post-intervention) for subject i with
therapist j at time t
TIPCFAij and Supportij are dummy variables for the
TIPC-FA and Support groups, respectively, for
subject i with therapist j (compared to the TAU group)
p0ij and p1ij are Level-2 intercept and slope par-
ameters, respectively, for subject i with therapist j
b00j, b01j, b02j, b10j, b11j, and b12j are Level-3
fixed-effect parameters for therapist j
g000, g010, g020, g100, g110, and g120 are the fixed-
effect coefficients at Level-3
etij is the Level-1 residual for subject i with therapist j
at time t, assumed to be normally distributed with a
mean of 0 and variance s2

r0ij is the Level-2 random effect for the intercept for
subject i with therapist j, assumed to be normally dis-
tributed with a mean of 0 and variance st200
u0j and u1j are Level-3 random effects for the inter-
cept and slope, respectively, for therapist j, assumed
to be multivariate normally distributed with a mean
vector of 0 and a covariance matrix defined by tb00
and tb11

Appendix B: Equations for Multilevel
Modeling Predicting Measures of Healthcare
Utilization

The 2-Level models were based on these equations
for assessing the various outcome measures:
Level-1 Model:

yti = p0i + p1i × Phaseti + eti

eti � N(0, s2)

Level-2 Model:

p0i = b00 + b01i · IPCi + b02i · Supportir0i

p1i = b10i + b11i · IPCi + b12i · Supporti + r1i

r0i
r1i

( )
� N

0
0

( )
,

tp00 0
0 tp11

( )[ ]
A

Where:
yti represents the utilization score for subject i at

time t
Phaseti is a variable representing the monthly time

point starting from a month before the intervention
and follow-up until eight months after the
intervention
IPCi and Supporti are dummy variables for the IPC

and Support groups, respectively, for subject i (com-
pared to TAU as a reference category)
p0i and p1i are Level-2 intercept and slope par-

ameters, respectively, for subject i
b00, b01i, b02i, b10i, b11i, and b12i are Level-2

fixed-effect parameters
etiis the Level-1 residual for subject i at time t,

assumed to be normally distributed with a mean of
0 and variance s2

r0i and r1i are Level-2 random effects for the inter-
cept and slope, respectively, for subject i, assumed to
be multivariate normally distributed with a mean
vector of 0 and a covariance matrix defined by tp00
and tp11
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