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Abstract
Background— Although research on body dysmorphic disorder (BDD) is increasing, no follow-
up studies of this disorder’s course of illness have been published.

Methods— The status of 95 outpatients with BDD treated in a clinical practice was assessed by
chart review. Standard scales were used to rate subjects at baseline and the most recent clinic visit
(mean duration of follow-up, 1.7 ± 1.1; range, 0.5–6.4 years). Ratings were also done at 6-month
intervals over the first 4 years of follow-up.

Results— Allowing for censoring, life table analysis estimated that the proportion of subjects who
achieved full remission from BDD at the 6-month and/or 12-month assessment was 24.7%; the
proportion who attained partial or full remission at 6 months and/or 12 months was 57.8%. After 4
years of follow-up, 58.2% had experienced full remission, and 83.8% had experienced partial or full
remission, at one or more 6-month assessment points. Of those subjects who attained partial or full
remission at one or more assessment points, 28.6% subsequently relapsed. Between baseline and the
most recent assessment, BDD severity and functioning significantly improved: at the most recent
assessment, 16.7% of subjects were in full remission, 37.8% were in partial remission, and 45.6%
met full criteria for BDD. Greater severity of BDD symptoms and the presence of major depression
or social phobia at baseline were associated with more severe BDD symptoms at study end point.
All subjects received at least one medication trial, and 34.3% received some type of therapy during
the follow-up period.

Conclusions— A majority of treated patients with BDD improved, although improvement was
usually partial. Prospective longitudinal studies are needed to further elucidate the course of BDD.

1. Introduction
Body dysmorphic disorder (BDD), a distressing or impairing preoccupation with an imagined
or slight defect in appearance, is a relatively common disorder [1,2]. It is associated with high
rates of functional impairment and suicide attempts [3,4], high levels of perceived stress [5],
and markedly poor quality of life [6,7]. Although research on BDD is rapidly increasing, this
disorder’s course of illness has received virtually no investigation. Available data are from
case reports [8], which generally report a chronic course, and 2 studies (n = 188 and n = 200)
that asked subjects to retrospectively describe the past course of their BDD symptoms [9,10].
These 2 studies reported a similar mean duration of BDD: 15.7 ± 11.9 years (range, 1–69 years)
in one study [9] and 15.8 ± 12.3 years (range, 1–51 years) [10] in the other. Both studies also
retrospectively reported a chronic course of BDD symptoms (ie, less than 1 month of remission
since onset) in a majority of cases (82% [9] and 81% [10]) as well as a generally worsening
course over time (in 61% [9] and 53% [10] of patients). In these studies, information on illness
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course was limited to these few questions, standard measures were not used to assess course,
and all information on course of illness was obtained retrospectively.

Although these data suggest that BDD is usually chronic, results from short-term treatment
studies (up to 16 weeks) indicate that a majority of patients improve with cognitive-behavioral
therapy (CBT) [11–14] or a serotonin-reuptake inhibitor (SRI) [15–18]. Many of these studies,
however, found that treatment typically results in only partial remission, with most patients
having remaining symptoms; this is particularly the case for studies with more severely ill
patients [13–17]. To our knowledge, no continuation or maintenance treatment studies have
been done in BDD except for a small study (n = 10) which found that intensive exposure and
response prevention followed by relapse prevention maintained improvement at 2 years [19].

This paper reports on a chart-review study of 95 outpatients with BDD who were treated in a
specialty BDD clinical setting for up to more than 6 years. To our knowledge, there are no
published follow-up studies on the course of BDD. We hypothesized that although available
retrospective data suggest that BDD is usually chronic, a majority of this treated cohort would
improve (consistent with results from short-term treatment studies) or further improve after
short-term treatment, but that improvement would usually be partial. We also hypothesized
that delusional patients and those with more severe BDD symptoms would have a worse course
of illness, as these patients tend to be more functionally impaired [20] and have higher levels
of perceived stress [5] and poorer quality of life [6,7]. We also predicted that patients with a
personality disorder would have a worse course of illness, consistent with the literature on other
Axis I disorders [21].

2. Methods
2.1. Subjects and treatment

The sample consisted of 95 outpatients with Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV) BDD referred to a BDD specialty program for treatment
of BDD. Patients were selected for this study from the larger number of patients who received
a BDD consultation or treatment based on the following: (1) they were treated in the BDD
program clinical practice “naturalistically” (ie, treatment was not protocol-based) for at least
6 months (mean duration, 1.7 ± 1.1 years; range, 0.5–6.4 years); patients were accepted for
treatment depending on whether they were interested in receiving treatment and whether there
were openings in the practice; (2) patients had to live within driving distance of the clinic,
which was in the Northeast; (3) because treatment occurred in a private hospital setting, patients
were either insured (in the majority of cases) or paid for treatment themselves; and (4) 54.7%
(n = 52) of subjects had previously participated in a descriptive study of BDD’s clinical
characteristics (which had no exclusion criteria) [3], and 45.3% (n = 43) had previously
participated in an open-label [15] or placebo-controlled [17] BDD pharmacotherapy study.
Pharmacotherapy study participants were included in the present study only if they were
subsequently treated in the program’s clinical practice for at least 6 months after completion
of the clinical trial. Clinical trial data are not included in the present study’s analyses.

All patients received pharmacotherapy in the specialty BDD setting. However, in nearly all
cases in which psychotherapy was received, it was provided outside the BDD specialty setting
by other clinicians at the hospital where the BDD program is located or by community
therapists. Some patients who sought treatment in the BDD program were already receiving
ongoing therapy, whereas others were referred for therapy by the first author after she began
treating them. Patients were referred for psychotherapy for a variety of reasons: if patients
requested it (although therapy was sometimes not received because of insurance/financial
restrictions), if the first author thought that their BDD symptoms might benefit from CBT, or
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if it appeared that problems other than BDD (eg, psychosocial stressors) would potentially
benefit from psychodynamic and/or supportive psychotherapy.

The sample’s mean age was 30.6 ± 11.7 years (range, 6–65 years); 80.0% (n = 76) were adults,
18.9% (n = 18) were adolescents, and 1.0% (n = 1) was a child; 54.7% (n = 52) were female;
62.4% (n = 58) were single, 26.9% (n = 25) were married, and 10.8% (n = 10) were divorced.
The mean age of BDD onset was 17.2 ± 8.1 years (range, 5–44 years). The most common
current comorbid disorders were major depression (52.8%, n = 47), social phobia (29.2%, n =
26), and obsessive-compulsive disorder (OCD; 26.9%, n = 24).

2.2. Assessments
2.2.1. Baseline assessments—The Psychiatric Status Rating Scale for Body Dysmorphic
Disorder (BDD-PSR) evaluated whether subjects met full criteria for BDD or were in partial
or full remission. PSRs are disorder-specific, reliable, and valid global ratings of disorder
severity used in numerous longitudinal studies to track course of illness [22–24]. A PSR for
BDD, based on DSM-IV criteria, was adapted from PSRs for mood and anxiety disorders. The
BDD-PSR has good interrater and test-retest reliability (intraclass correlation [ICC] = 0.95 and
0.81, respectively) as well as good convergent validity (KAP, unpublished data). The BDD-
PSR is a 7-point scale that reflects whether BDD symptoms currently meet full DSM-IV criteria
for BDD, are in partial remission, or are in full remission. A score of 1 or 2 indicates full
remission (1 = no symptoms of BDD; 2 = some appearance concerns but no distress or
impairment in functioning due to BDD); a score of 3 or 4 indicates partial remission (3 = some
appearance concerns with either mild distress or mildly impaired functioning; 4 = appearance
concerns with both mild distress and mild impairment in functioning); and a score of 5, 6, or
7 indicates full criteria for BDD (5 = appearance concerns present for at least 1 hour per day,
and either moderate distress or moderate functional impairment; 6 = appearance preoccupations
cause significant distress and significant functional impairment; 7 = appearance concerns cause
severe or extreme distress and functional impairment). The Yale-Brown Obsessive Compulsive
Scale Modified for Body Dysmorphic Disorder (BDD-YBOCS) is a reliable and valid 12-item
semistructured clinician-administered instrument that evaluates current BDD severity [25]. It
assesses BDD-related preoccupations, repetitive behaviors, insight, and avoidance. The mean
baseline BDD-YBOCS score was 29.3 ± 6.6, reflecting moderately severe BDD.

The Clinical Global Impressions (CGI) Scale, a 7-point scale, was used to evaluate global
severity of illness and improvement or worsening of symptoms [26]. Severity ranges from
“normal” to “among the most extremely ill patients,” and improvement ratings range from
“very much worse” to “very much improved.” Much or very much improvement (score of 1
or 2) on the CGI Scale was defined as improvement in BDD, OCD, or depression. Subjects
were also evaluated with the Global Assessment of Functioning (GAF), a global measure of
symptom severity and psychological, social, and occupational functioning [27]; scores range
from 0 to 90, with more severe illness corresponding to lower scores. The Social and
Occupational Functioning Assessment Scale (SOFAS) was added later during the study to
assess functioning; it is a 100-point global measure of overall functioning, with scores of 81
to 100 reflecting good or excellent functioning, and scores below 50 reflecting serious or major
impairment in functioning [28]. The Structured Clinical Interview for Diagnostic and
Statistical Manual of Mental Disorders, Revised Third Edition (DSM-III-R) (SCID-P) [29,
30] was used to obtain comorbidity data, and subjects who had previously participated in a
pharmacotherapy study were evaluated with the Structured Clinical Interview for DSM-III-R
Personality Disorders [31,32] (n = 43).

Because the SCID-P does not include BDD, this disorder was diagnosed with a reliable
semistructured SCID-like diagnostic instrument based on DSM-IV criteria [33]. A
semistructured instrument (KAP, unpublished data) used in other BDD research [3,9,17] was
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used to obtain data on demographics and BDD’s clinical characteristics, such as age of BDD
onset. Subjects who were evaluated after the Brown Assessment of Beliefs Scale was developed
(n = 52) were assessed with this reliable and valid clinician-administered measure to determine
the current delusionality of appearance-related beliefs (ie, how convinced they were that their
appearance was abnormal) [34]. At baseline, the mean score was 17.4 ± 4.9 (poor insight–
delusional range), and 42.3% (n = 22) of subjects were classified as delusional.

2.2.2. Follow-up assessments—Clinical records of treatment in the first author’s BDD
program were reviewed to obtain follow-up ratings. Ratings were done for the most recent
clinic visit and also at 6-month (±2 months) intervals over the first 4 years of follow-up. Ratings
were available for 67 subjects after 1 year, 28 subjects after 2 years, 12 subjects after 3 years,
and 3 subjects after 4 years. Six-month interval ratings were not done beyond 4 years because
data were available for too few subjects to permit meaningful statistical analyses. Assessments
done at 6-month intervals and the most recent clinic visit were (1) BDD-PSR; (2) the first 3
items of the BDD-YBOCS (only the first 3 items were used because this rating could be
obtained from charts; these 3 items correspond to DSM-IV diagnostic criteria for BDD and
assess preoccupation, interference in functioning, and distress due to appearance concerns on
a scale of 0 [no symptoms] to 4 [extreme symptoms]); (3) CGI severity for BDD; (4) CGI
improvement for BDD, depression (if major depression was present at baseline), and OCD (if
OCD was present at baseline); (5) GAF; and (6) SOFAS.

Information was obtained on treatment received during the entire follow-up period. This
included type of medication or therapy, maximum medication dosage, and number of clinic
visits. Subjects were considered to have received CBT if treatment included exposure, response
prevention, or cognitive techniques that focused on BDD symptoms. Differentiation of
supportive from insight-oriented psychotherapy was not attempted, as many treatments
consisted of a combination of the 2 approaches.

2.3. Statistical analysis
Kaplan-Meier survival curves [35] estimated the probability of recovery from BDD during up
to 4 years of follow-up. Between-group differences were tested using χ2 analysis and Fisher
exact test for categorical variables and independent-samples t tests for continuous variables.
Within-group differences were measured using the dependent-samples t test. Correlations
between selected variables were examined using the Pearson product moment correlation
coefficient. Because data were obtained from clinical records, some data are missing; all
missing data were excluded on a pairwise basis for analyses. All tests were 2-tailed; a P value
of less than .05 was used to determine statistical significance.

3. Results
The life table analysis in Fig. 1 (allowing for censoring) shows the estimated partial remission
rates and the partial or full remission rates achieved at one or more 6-month assessment points
(as assessed by the BDD-PSR) during the 4-year follow-up period. For example, by 1 year,
24.7% of subjects had achieved full remission and 57.8% had achieved partial or full remission
at the 6-month and/or 12-month assessment point. After 4 years, 58.2% of subjects had
achieved full remission, and 83.8% had achieved partial or full remission, in at least one
assessment point. Of those subjects who achieved partial or full remission at one or more
assessment points, and who had at least one 6-month assessment subsequent to attaining
remission, 71.4% (n = 25) remained in remission (either partial or full) at all subsequent 6-
month follow-up assessments (ie, 28.6% subsequently relapsed at one or more 6-month
assessment points). Twenty-nine (30.5%) patients discontinued treatment during the follow-
up period; excluding the 7 patients who discontinued treatment because the first author moved

Phillips et al. Page 4

Compr Psychiatry. Author manuscript; available in PMC 2006 October 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



her practice, the treatment dropout rate was 23.2% (n = 22). Patients dropped out of treatment
for the following reasons: lost contact/unknown (n = 13), the patient moved (n = 2), poor insight
and belief that treatment was not necessary (n = 2), financial (n = 2), the patient was doing well
with no treatment (n = 1), the patient wanted a different provider (n = 1), and excessive driving
distance (n = 1).

Table 1 shows ratings at baseline and the most recent clinic visit. Baseline BDD-PSR and
BDD-YBOCS scores indicate that at baseline most subjects met full criteria for BDD, which
was moderately severe. Body dysmorphic disorder symptom severity significantly decreased,
as assessed by the BDD-PSR, BDD-YBOCS, and BDD-CGI severity scale. The mean BDD-
PSR score decreased from 5.7 ± 1.0 at baseline to 4.1 ± 1.5 at the last assessment (t = 9.9, df
= 89, P < .001). Patients who dropped out of treatment were significantly less ill at the last
assessment than those who remained in treatment (end point BDD-PSR score of 3.7 for
dropouts vs 4.4 for nondropouts; t = 2.04, df = 88, P = .045). On the BDD-CGI improvement
scale, 59.1% of patients were improved at the most recent visit. (This CGI result is roughly
comparable to the survival data because, as noted above, of the 83.8% of subjects who achieved
partial or full remission at some point during follow-up, 28.6% subsequently relapsed, leaving
59.8% in remission at all remaining follow-up assessments.) Overall symptom severity and
level of functioning as assessed by the GAF and SOFAS also significantly improved.

Regarding predictors of outcome, baseline BDD severity (BDD-YBOCS score), as
hypothesized, was significantly positively correlated with BDD severity (BDD-PSR score) at
the most recent assessment (r = 0.34, P = .003). Current major depression (r = 0.33, P = .002)
and current social phobia (r = 0.24, P = .03) at baseline were also significantly correlated with
BDD severity at the most recent assessment. However, there was no significant association
between end point BDD severity and the presence of a personality disorder (r = 0.22, P = .19)
or OCD (r = 0.21, P = .06) at baseline, baseline delusionality (r = −0.11, P = .44), or BDD
duration (r = −0.04, P = .73).

Of those subjects whose BDD improved (on the BDD-CGI) between baseline and the most
recent assessment, 13 of 15 with major depression at baseline also had improvement in
depression, and 6 of 6 with OCD at baseline also had improvement in OCD. Conversely, of
subjects with current OCD at baseline, 6 of 10 had improvement in OCD, all 6 of whom also
had improvement in BDD. Of subjects with major depression at baseline, 18 (54.5%) of 33
had improvement in depression, 13 (76.5%) of whom also had improvement in BDD.

During the follow-up period, all subjects received psychotropic medication, with 2.8 ± 2.3
(range, 1–13) medication trials and 17.2 ± 24.2 (range, 2–164) medication visits per subject;
on average, medication visits occurred every 5 weeks. All subjects received an SRI, 36.4% (n
= 32) received buspirone, 26.1% (n = 23) an antipsychotic, 12.5% (n = 11) a benzodiazepine,
9.1% (n = 8) a non-SRI antidepressant, 8.0% (n = 7) a mood stabilizer, and 5.7% (n = 5) a
stimulant. The mean maximum SRI doses were: fluoxetine, 68.3 ± 26.7 mg/d (range, 20–140
mg/d; n = 72 trials); clomipramine, 165.5 ± 76.0 mg/d (range, 50–250 mg/d; n = 21 trials);
fluvoxamine, 229.4 ± 93.2 mg/d (range, 25–350 mg/d; n = 17 trials); sertraline, 164.7 ± 76.1
mg/d (range, 25–300 mg/d; n = 17 trials); and paroxetine, 41.5 ± 14.6 mg/d (range, 20–70; n
= 13 trials). There was a trend for subjects meeting full BDD criteria at the most recent
assessment to have received more medications than those who did not meet full criteria (3.5 ±
2.3 vs 2.5 ± 2.5, t = −1.8, df = 81, P = .08). A total of 48.6% (n = 36) of subjects received
therapy: 34.3% (n = 24) received supportive or insight-oriented psychotherapy, and 21.7% (n
= 20) received CBT. The mean number of therapy sessions was 20.9 ± 23.8 (range, 3–88).
Subjects who met full BDD criteria at the most recent assessment were as likely to have
received CBT as those who did not meet full criteria (57.9% [n = 11] vs 42.1% [n = 8], χ2 = .
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47, df = 1, P = .47); this was also the case for non-CBT psychotherapy (50.0% [n = 11] for
both groups).

4. Discussion
Although BDD has been considered a chronic disorder [3,8,9], a majority of the treated patients
in this study improved. Between the baseline and final assessments, BDD symptom severity
significantly decreased, and level of functioning significantly improved. In addition, a majority
of subjects attained remission at one or more 6-month assessment points. Because patients who
dropped out of treatment were significantly less ill than those who remained in treatment
(although the difference was only marginally significant), the course of treated patients may
actually be somewhat more favorable than found in this study. Nonetheless, more than one
quarter of subjects who remitted during the follow-up period subsequently relapsed. Also, at
study end point, partial remission was more common than full remission. Thus, BDD symptoms
tended to improve but continued to be present to some degree over time.

The remission rates found in this study are higher than those suggested by previous course
data. This finding probably reflects the fact that earlier data indicating a more chronic course
of illness corresponded to a period when BDD was less recognized by mental health
professionals [36] and less was known about what constituted effective treatment [8]. It seems
likely that a study of course of illness in untreated patients would find a more chronic and
unremitting course than the present study, in which all patients were treated in a BDD program.
Nonetheless, although it is likely that the current study’s remission rates are at least partly
attributable to treatment, a causal relationship between treatment received and course of illness
cannot be established in a naturalistic study such as this.

It is interesting that the proportion of subjects who were very much improved on the CGI
between baseline and the last assessment (39.8%) was the same as in a small citalopram study
(40%) [37] but higher than in 2 short-term BDD pharmacotherapy studies (12% in a placebo-
controlled fluoxetine trial [17] and 30% in an open-label fluvoxamine trial) [15]. Thus,
although in this study the relationship between treatment and outcome is unclear, these results
nonetheless suggest that longer-term treatment may be associated with a more favorable
outcome.

It is worth noting that there was a trend for subjects who met full BDD criteria at the last
assessment to have received more medication trials than subjects who did not meet full criteria.
This outcome is counterintuitive because if treatment is effective, subjects with worse
outcomes would be expected to have received less medication treatment than those with better
outcomes. This result is similar, however, to results of other naturalistic studies [38,39] and
probably reflects continued provision of treatment to subjects who failed previous treatments
and remained ill (ie, confounding by severity).

It is notable that only 21.7% of patients received CBT, although clinical series and studies
using waiting list controls suggest that CBT is often effective for BDD [11–14,19]. Although
we did not collect data on the reasons CBT was received by relatively few patients, our
impression is that this was generally attributable to several factors: lack of adequate insurance
coverage; limited availability of CBT-trained therapists; some patients’ reluctance to engage
in a treatment perceived as requiring effort; and acceptable response to an initial
pharmacotherapy trial. Our finding that subjects who received CBT did not have a more
favorable course than those who did not receive CBT may in part reflect referral bias, in that
patients who had an acceptable response to pharmacotherapy were not referred for CBT,
whereas attempts were made to refer those with more refractory symptoms. Approximately
one third of subjects received non-CBT psychotherapy, which very limited data suggest is
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generally ineffective for BDD [3]; some patients were already receiving this treatment before
they received medication in the BDD specialty program, whereas in other cases the program
referred them for this treatment to focus on symptoms and issues other than BDD (eg,
psychosocial stressors). Because our study was a naturalistic follow-up study that investigated
course of illness, we did not focus on outcomes of specific treatments; further efficacy and
effectiveness studies are needed to examine this issue. Our clinical impression, however, is
that BDD often improves with CBT, consistent with published efficacy trials [11–14], and that
supportive and/or psychodynamic therapy may be helpful for other issues and problems, such
as coping with psychosocial stressors.

Although this study had limited power to investigate predictors of outcome, more severe BDD
symptoms at baseline predicted poorer outcome, as is often found with other Axis I disorders
[38,40–42]. Our finding that patients with a personality disorder did not have a worse outcome
is inconsistent with many, although not all, studies of other Axis I disorders [21] and with a
previous report that patients with BDD who have a personality disorder tend to have more
severe BDD symptoms [43]. Our hypothesis that more delusional subjects would have a poorer
outcome was not supported. However, the number of subjects in these analyses was relatively
small, and larger studies are needed to investigate predictors of outcome in BDD.

It is interesting that BDD always improved concurrently with comorbid OCD and often, but
not always, improved concurrently with comorbid major depression. These results suggest that
BDD may be closely related to OCD and depression, as has been hypothesized [44–46]. An
alternative explanation is that the treatments patients received (SRIs) are effective for OCD
and depression as well as BDD. It is worth noting, however, that although BDD and depression
usually improved concurrently, 23.5% of individuals whose major depression improved did
not have improvement in BDD, suggesting that BDD is not simply a symptom of depression.
This finding is consistent with results from pharmacotherapy studies, in which improvement
in BDD and depression has been significantly correlated but with correlation coefficients of
only 0.40 [15] to 0.65 [17].

This study’s major limitation is that ratings were based on chart review, and follow-up ratings
were done retrospectively. Some ratings could not be obtained; for example, the clinical records
had inadequate information on the course of social phobia, which has been hypothesized to be
related to BDD [8,47]. In addition, more detailed assessments of psychosocial functioning
(other than the GAF, SOFAS, and item 2 of the BDD-YBOCS) were not done. Another
limitation is that ratings were done at only 6-month intervals; some remissions and relapses
likely occurred between rating points, so that remission and relapse rates may actually be
somewhat higher than were captured by doing ratings only every 6 months. Analyses of
predictors of outcome were limited by the relatively small number of subjects with personality
disorder ratings. In addition, there are a number of factors that may limit the generalizability
of the results. First, all subjects were treated in a BDD specialty program, which may have led
to better outcomes than might occur in other settings. On the other hand, many patients were
treated in an era before it was known what constituted efficacious treatment of BDD (and
knowledge about this is still limited), so that even “specialty” treatment has limitations. Second,
most patients were seen in a private psychiatric hospital setting in the Northeastern United
States and were insured; thus, there is a need for follow-up studies in other settings. Third, it
is possible that because patients were seen in a specialty setting they tended to be more severely
ill than community patients. On the other hand, it is possible that they were less severely ill
because nearly half were first treated in a pharmacotherapy study, which excluded certain
patients (eg, those with clinically significant suicidality or a current substance-related disorder).
Despite these limitations, the study also has a number of strengths, including the well-
characterized nature of the sample, use of standard rating scales, and nonretrospective
assessments at baseline.
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In conclusion, this study—the first to investigate the course of BDD—suggests that a majority
of patients treated in a clinical outpatient setting improve over time, although many improve
only partially. Further course studies are needed in which larger and more diverse samples are
assessed (eg, nonspecialty clinical samples, community samples), follow-up data are obtained
prospectively, and ratings are done at more frequent intervals. Such studies will further
elucidate the course of this relatively common and severe psychiatric disorder.
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Fig. 1.
Time to full or partial remission of BDD. The life table analysis above (allowing for censoring)
shows the estimated partial remission rates and the partial or full remission rates achieved at
one or more 6-month assessment points (as assessed by the BDD-PSR) during the 4-year
follow-up period. For example, by 1 year, 24.7% of subjects had achieved full remission and
57.8% had achieved partial or full remission at the 6-month and/or 12-month assessment point.

Phillips et al. Page 11

Compr Psychiatry. Author manuscript; available in PMC 2006 October 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Phillips et al. Page 12

Table 1
Symptom severity and functional impairment at baseline and the most recent assessment for patients with BDD

Measure Baseline (n = 90) Most recent
assessment (n =

90)

Test statistic df P

BDD-PSR 11.1 4 .026
 Full remission 2 (2.2) 15 (16.7)
 Partial remission 4 (4.4) 34 (37.8)
 Full criteria 84 (93.3) 41 (45.6)
BDD-YBOCS
 Preoccupation 3.0 ± 0.8a 2.0 ± 1.0a 7.5 60 <.001
 Interference in functioning 2.5 ± 0.8b 1.2 ± 1.2b 7.8 55 <.001
 Distress 2.5 ± 0.8c 1.7 ± 1.0c 7.4 56 <.001
BDD-CGI severity 4.5 ± 0.9d 3.4 ± 1.3d 5.9 52 <.001
BDD-CGI improvement
 Very much improved – 33 (39.8)
 Much improved – 16 (19.3)
 Minimally improved – 14 (16.9)
 Unchanged – 20 (24.1)
GAF 50.6 ± 11.9 65.0 ± 16.2 −6.4 55 <.001
SOFAS 58.0 ± 10.2 68.6 ± 19.9 −4.1 27 <.001

Values are expressed as mean ± SD or as n (%). BDD-CGI severity indicates CGI scale for BDD severity; BDD-CGI improvement, CGI scale for BDD
improvement.

a
2 = 1 to 3 hours per day, 3 = >3 to 8 hours per day.

b
1 = mild interference, 2 = moderate interference, 3 = severe interference.

c
1 = mild distress, 2 = moderate distress, 3 = severe distress.

d
3 = mildly ill, 4 = moderately ill, 5 = markedly ill.
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