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Abstract
The relationship between obsessive–compulsive disorder (OCD) and body dysmorphic disorder
(BDD) is unclear. BDD has been proposed to be an OCD-spectrum disorder or even a type of OCD.
However, few studies have directly compared these disorders’ clinical features. We compared
characteristics of subjects with OCD (n = 210), BDD (n = 45), and comorbid BDD/OCD (n = 40).
OCD and BDD did not significantly differ in terms of demographic features, age of OCD or BDD
onset, illness duration, and many other variables. However, subjects with BDD had significantly
poorer insight than those with OCD and were more likely to be delusional. Subjects with BDD were
also significantly more likely than those with OCD to have lifetime suicidal ideation, as well as
lifetime major depressive disorder and a lifetime substance use disorder. The comorbid BDD/OCD
group evidenced greater morbidity than subjects with OCD or BDD in a number of domains, but
differences between the comorbid BDD/OCD group and the BDD group were no longer significant
after controlling for BDD severity. However, differences between the comorbid BDD/OCD group
and the OCD group remained significant after controlling for OCD severity. In summary, OCD and
BDD did not significantly differ on many variables but did have some clinically important
differences. These findings have implications for clinicians and for the classification of these
disorders.
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INTRODUCTION
The relationship between obsessive–compulsive disorder (OCD) and body dysmorphic
disorder (BDD) is unclear. BDD, a distressing or impairing preoccupation with an imagined
or slight defect in appearance, is classified in DSM-IV as a somatoform disorder, whereas OCD
is classified as an anxiety disorder [American Psychiatric Association, 1994]. However, BDD
has been proposed to be a member of the OCD-spectrum—a group of disorders that may be
related to OCD—or a variant of OCD [e.g., Hollander, 1993; Jaisoorya et al., 2003; Simeon et
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al., 1995]. More than a century ago, Morselli [1891] noted that patients with BDD have
prominent obsessions and compulsive behaviors, similar to patients with OCD. In 1903, Janet
classified BDD within a group of syndromes similar to OCD, referring to BDD as “obsession
with shame of the body.” More recently, Solyom et al. [1985] suggested that BDD may be a
type of “obsessive psychosis”—an atypical and more malignant form of OCD. During the
DSM-IV development process, consideration was given to classifying BDD in the same section
of DSM-IV as OCD; however, this change was not made because of a lack of research
examining their similarities and differences [Phillips and Hollander, 1996]. Such research is
needed, because it has implications for these disorders’ classification and for clinical practice.

Few studies have directly compared BDD to OCD, and to our knowledge only two studies
have compared a broad range of demographic and clinical features. One from the United States
compared 53 patients with BDD to 53 patients with OCD [Phillips et al., 1998], and the other,
from Italy, compared 34 patients with BDD to 79 patients with OCD [Frare et al., 2004]. Both
found similarities and differences between the disorders, with some discrepant findings
between the two studies. The U.S. study found that BDD and OCD were similar in terms of
most demographic features, illness severity, certain aspects of impairment, most aspects of
illness course (retrospectively assessed), comorbidity, and family history. Both the U.S. and
Italian studies found, however, that patients with BDD were younger and less likely to be
married (even when controlling for age). The Italian study (but not the U.S study) found that
BDD had a significantly earlier age of onset than OCD. Patients with BDD in the U.S. study
had higher rates of lifetime major depression and social phobia; those in the Italian study had
higher rates of substance-related disorders and a lower rate of generalized anxiety disorder
(GAD). Several findings suggested that patients with BDD may have greater morbidity than
patients with OCD in terms of employment and marital status, educational attainment, living
situation, and suicidality [Frare et al., 2004; Phillips et al., 1998].

A consistent finding in the literature is that appearance beliefs that underlie BDD
preoccupations (e.g., “I look deformed”) are characterized by poorer insight than the beliefs
underlying OCD obsessions (e.g., “If I touch this doorknob I’ll get ill”; Eisen et al., 2004;
McKay et al., 1997; Phillips et al., 1998]. In the largest study to examine this topic, 39% of 85
subjects with BDD were currently delusional, compared to only 2% of 64 subjects with OCD
[Eisen et al., 2004]. Data are more mixed regarding severity of depressive and anxiety
symptoms. One study [Saxena et al., 2002] found that these symptoms were more severe in
BDD than in OCD, whereas another study did not [McKay et al., 1997] both studies, however,
were limited by relatively small sample sizes.

Studies that have compared comorbid BDD/OCD to BDD or OCD found many similarities
but also some differences, which suggest that the comorbid group may have greater morbidity.
For example, both Frare et al. [2004; n = 24] and Phillips et al. [1998; n = 33] found that their
comorbid BDD/OCD group was more functionally impaired in terms of several demographic
characteristics. Simeon and colleagues [1995] found that subjects with comorbid BDD/OCD
had more anxious, impulsive, and schizotypal features, as well as poorer insight, than those
with only OCD.

Taken together, these data suggest that BDD and OCD have many similarities but also some
differences. They suggest that BDD may be associated with greater morbidity than OCD in
several domains. They also suggest that patients with comorbid BDD/OCD may have greater
morbidity than those with only BDD or OCD. However, studies on this topic are very limited,
and some findings are discrepant. In our study, we compared 210 subjects with OCD, 45
subjects with BDD, and 40 subjects with comorbid BDD/OCD. Although it is unclear what
types of similarities would best support the theory that BDD and OCD are related, one would
expect similarities across a variety of domains [Hollander, 1993; Hollander et al., 2005]. In
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this study, we examined a number of relevant domains: demographic features, phenomenology,
course of illness (retrospectively assessed), functional impairment, and comorbidity. To our
knowledge, this is the largest study to compare OCD and BDD. We also examined some
clinically important characteristics that were not investigated in previous comparison studies
(e.g., Axis II disorders). Based on previous findings, we hypothesized that subjects with BDD
would have poorer insight than those with OCD. We also predicted that those with BDD would
be younger and less likely to be married. Based on some previous findings and our clinical
experience, we additionally hypothesized that subjects with BDD would be more likely than
subjects with OCD to experience suicidality, and that they would be more likely to have lifetime
major depression, social phobia, a substance use disorder, and avoidant personality disorder,
whereas subjects with OCD would be more likely to have a tic disorder and obsessive–
compulsive personality disorder.

METHODS
SUBJECTS

Subjects were participants in two very similar longitudinal studies, one examining the course
of OCD (n = 355) and the other examining the course of BDD (n = 200). This report includes
data only from these studies’ intake (baseline) assessment. The two studies were done at the
same site, over a similar time period, and used nearly identical methodology and measures (see
below). The OCD study had the following inclusion criteria: age 6 or older, a primary diagnosis
of DSM-IV OCD (defined as the disorder that participants considered their biggest problem
overall across their lifetime), and having sought treatment for OCD. The OCD study did not
exclude subjects with delusional OCD. The BDD study inclusion criteria were as follows:
lifetime (i.e., past or current) DSM-IV BDD or its delusional variant, age 12 or older, and
availability for an in-person interview. Both studies required that subjects be willing to
participate in annual interviews. The only exclusion criterion for either study was the presence
of a mental disorder (e.g., mental retardation) that would interfere with the collection of valid
interview data.

As can be seen, some inclusion criteria differed between the two studies, with the BDD study
obtaining a more broadly inclusive sample and the OCD study having an earlier age of entry.
Therefore, to minimize the possibility of bias due to differences in sample ascertainment, we
selected the following subset of both samples for this report: (1) subjects in the OCD study
with a primary diagnosis of OCD (all of the subjects with OCD), and subjects in the BDD study
with a primary diagnosis of BDD (84% of the 200 subjects with BDD; “primary” diagnosis
was defined as in the OCD study); (2) those who were receiving mental health treatment at the
time of the intake interview (95% of all 355 subjects with OCD and 67% of all 200 subjects
with BDD); (3) only adults from each study (children and adolescents were excluded; 83% of
all 355 subjects with OCD and 82% of all 200 subjects with BDD); and (4) subjects meeting
full criteria for either OCD or BDD) at the time of the intake interview (80% of the 355 subjects
with OCD and 89% of all 200 subjects with BDD). The last criterion was used to match the
samples and because some analyses in this report examine current symptom severity.

Participants in the OCD study were recruited from the Rhode Island/southeastern
Massachusetts area and were obtained from psychiatric treatment settings, including
consecutive admissions to an out-patient OCD specialty clinic, inpatient units of a private
psychiatric hospital, community mental health centers, two general outpatient psychiatric
clinics, and the private practices of three experts in cognitive-behavioral therapy for OCD.
Participants in the BDD study were obtained from the same geographic area. All BDD study
participants included in this report were currently receiving mental health treatment and were
obtained from diverse clinical settings, primarily settings that do not specialize in BDD. Of the
BDD group, 67.1% were referred to the BDD study by treating clinicians and 32.9% were
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obtained from advertisements. The proportion of subjects obtained from an inpatient setting
did not significantly differ between the two studies (4.9% for the OCD study and 7.1% for the
BDD study).

Finally, for this report, subjects from the BDD study who had current or past OCD were
excluded from the BDD group, and subjects from the OCD study who had current or past BDD
were excluded from the OCD group. Excluded subjects who had both current BDD and current
OCD (and who met the other inclusion criteria noted earlier) are included in this report’s “BDD/
OCD comorbid group” (n = 40). Twenty-five subjects in the comorbid group were obtained
from the BDD study (all of whom had primary BDD), and 15 were obtained from the OCD
study (all of whom had primary OCD). The preceding selection process yielded 210 OCD-
only subjects, 45 BDD-only subjects, and 40 subjects with both BDD and OCD (the comorbid
BDD/OCD group) for inclusion in this report. The study was performed in compliance with
the Code of Ethics of the World Medical Association (Declaration of Helsinki), and the study
was approved by the Butler Hospital Institutional Review Board. All subjects signed statements
of informed consent after the nature of the procedures was explained. The clinical features of
the full BDD sample of 200 subjects and the OCD adult sample of 293 subjects have been
previously described [Phillips et al., 2005b; Pinto et al., 2006].

PROCEDURES AND ASSESSMENTS
All data in this report were obtained in person by experienced clinical interviewers who were
closely supervised by senior study staff. Both studies used the same interviewer training and
monitoring procedures. Interviewers for both studies received careful and rigorous training,
much of which was provided by the same personnel, and is the same as that for similar studies
conducted at Brown University [e.g., Goisman et al., 1994]. Interviewer training included
discussing videotapes, conducting mock interviews with experienced interviewers, and being
closely supervised during training sessions and initial interviews. All interviews were
thoroughly edited both clinically and clerically by senior staff.

We obtained the variables used in this report using the same measures. The Structured Clinical
Interview for DSM-IV [SCID-I; First et al., 1996, 2002] and the Structured Clinical Interview
for DSM-IV Axis II Personality Disorders [SCID-II; First et al., 1997] were used to diagnose
BDD, OCD, and comorbid disorders (not otherwise specified [NOS] diagnoses are not included
in this report). Tic disorder and trichotillo-mania, which are not included in the SCID, were
assessed using SCID-like modules based on DSM-IV criteria. When making diagnoses, care
was taken to follow DSM-IV criteria and not overdiagnose disorders that were due to BDD or
OCD. For example, social anxiety secondary to BDD was not diagnosed as social phobia. A
semistructured instrument [Phillips, unpublished data] used in previous BDD studies [e.g.,
Phillips et al., 1998] was used in both the BDD and OCD studies to obtain data on these
disorders’ clinical characteristics (body areas of concern and compulsive behaviors for BDD,
age of onset and duration of illness, lifetime functional impairment, and suicidality).

The 10-item, semistructured Yale–Brown Obsessive Compulsive Scale (Y-BOCS) assessed
current OCD severity, with scores ranging from 0 to 40 [Goodman et al., 1989]. Subjects were
asked to endorse the specific types of OCD obsessions and compulsions experienced over their
lifetime on the Y-BOCS Symptom Checklist. The Yale–Brown Obsessive Compulsive Scale
Modified for BDD (BDD-YBOCS) assessed current BDD severity in subjects obtained from
the BDD study [Phillips et al., 1997]. The BDD-YBOCS was derived from the Y-BOCS, and
the measures are therefore very similar. The first five items on both scales assess obsessions/
preoccupations, and items six through 10 assess compulsive behaviors. The BDD-YBOCS has
two additional items (insight and avoidance). Scores on the 12-item BDD-YBOCS range from
0 to 48. Insight/delusionality was assessed with the Brown Assessment of Beliefs Scale
(BABS), a 7-item, semistructured scale that assesses insight/delusionality in various disorders
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[Eisen et al., 1998]. The BABS provides a dimensional score ranging from 0 to 24 and also
categorizes individuals as delusional or nondelusional by using an empirically derived cutpoint.
In BDD, a typical belief might be “I look deformed,” and in OCD, it might be “If I touch this
ashtray I’ll get cancer.” The 25-item Modified Hamilton Rating Scale for Depression (Modified
HAM-D) assessed depressive symptoms [scores range from 0 to 72; Miller et al., 1985]. The
above symptom measures generate reliable and valid scores; higher scores indicate greater
severity. The Global Assessment of Functioning scale [GAF; First et al., 2002] assessed
severity of global symptomatology and impairment in functioning; scores range from 1 to 100,
with lower scores reflecting greater morbidity.

STATISTICAL ANALYSIS
Statistical analyses were performed using SPSS 11.0 for Windows. Means, standard deviations,
frequencies, and percentages were calculated. The 210 subjects with OCD, 45 subjects with
BDD, and 40 subjects with comorbid BDD/OCD were compared with regard to demographics,
clinical characteristics, and comorbidity. Between-group differences were tested using χ2

analyses for categorical variables and analysis of variance (ANOVA) for continuous variables,
with post hoc analyses using Tukey’s “Honestly Significant Difference” (HSD) test when
significant differences were obtained among the three groups. Except for analyses of BDD and
OCD severity, the comorbid BDD/OCD group was excluded from disorder-specific analyses
(e.g., days missed from work or school due to OCD or BDD), because this would have required
a large number of comparisons with an already relatively small group of comorbid subjects.
Effect sizes are presented for three-way analyses and also for analyses of BDD versus OCD,
because the latter comparisons are of particular interest [Cohen, 1988]. Effect sizes are reported
as Φ for χ2 analyses and η for ANOVA (0.10 = small, 0.30 = medium, 0.50 = large for both
effect size measures). The comorbid BDD/OCD group had significantly more severe BDD
symptoms than the BDD group on the BDD-YBOCS (P = .004). Therefore, to further examine
significant differences between the two groups, we performed secondary analyses, using
analysis of covariance (ANCOVA) for continuous variables or logistic regression for
categorical variables and controlling for BDD-YBOCS score. The comor-bid BDD/OCD group
had more severe OCD symptoms than the OCD group on the OCD-YBOCS at a trend level
(P = .048), so a similar statistical approach was used for analyses of the comorbid BDD/OCD
group vs the OCD group.

All tests were two tailed. We decided a priori not to apply a full Bonferroni correction, because
this approach tends to be overly conservative [Rosner, 1995]. However, to diminish the
possibility of type I error, we used a partial α correction with P<.01 to determine statistical
significance. We considered values from P = .01 to P<.05 to constitute a trend.

RESULTS
Contrary to our hypothesis, the OCD, BDD, and comorbid BDD/OCD groups did not
significantly differ at the intake interview in terms of age or marital status (see Table 1). Nor
did they differ on any other demographic variables. There was a trend for a higher proportion
of subjects in the comorbid group to be unemployed compared to the OCD and BDD groups.

As shown in Table 2, OCD and BDD subjects had similar severity of OCD and BDD symptoms,
respectively, as measured by the OCD-YBOCS and the BDD-YBOCS. Scores for both groups
reflected moderate to severe symptoms. On the BDD-YBOCS, the comorbid group had
significantly more severe BDD symptoms than the BDD-only group (P = .004). On the OCD-
YBOCS, the comorbid group had more severe OCD symptoms than the OCD-only group at a
trend level (P = .048).
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The most common obsessions in the OCD group focused on contamination, pathological doubt,
and a need for symmetry or exactness. In the comorbid BDD/OCD group, the most common
OCD obsessions focused on contamination, symmetry/exactness, and hoarding. The most
common OCD compulsions were the same in both of these groups (cleaning/washing,
checking, and repeating rituals). The most common areas of bodily preoccupation were similar
in the BDD group and the comorbid BDD/OCD group, focusing on the skin, hair, and nose.
These two groups were also similar in terms of the most common BDD
“compulsions” (comparing appearance with other people, camouflaging the perceived defects,
and mirror checking).

Consistent with our hypothesis, subjects with BDD had significantly poorer insight on the
BABS, with a large effect size (Table 2). The mean BABS score for subjects with BDD
reflected poor insight and for subjects with OCD it reflected good insight. Similarly, a
significantly higher proportion of subjects with BDD had delusional beliefs. The OCD and
BDD groups reported similar ages of onset for both subclinical and threshold symptoms, and
a similar duration of illness. Depressive symptoms were significantly more severe for subjects
with comorbid BDD/OCD than for those with OCD or BDD. However, the difference between
the comorbid group and the BDD group was no longer significant when controlling for BDD
severity (F = 2.5, df = 1, 66; P = .115, η= .19). The difference between the comorbid group
and the OCD group remained significant when controlling for OCD severity (F = 33.02, df =
1, 242, P<.001, η= .33).

Consistent with our hypothesis, a significantly higher proportion of subjects with BDD than
subjects with OCD had experienced suicidal ideation (see Table 3). A higher proportion of
BDD subjects than OCD subjects had experienced suicidal ideation due to the subjects’
disorder (BDD or OCD) at a trend level. In addition, a higher proportion of the comorbid group
had experienced suicidal ideation compared to the subjects with OCD. This finding remained
significant when controlling for OCD severity (Wald χ2 = 10.19, df = 1, P = .001, odds ratio
(OR) = 4.43, 95% confidence interval (CI) = 1.78–11.06). Regarding suicide attempts, BDD
and OCD did not significantly differ, contrary to our hypothesis. A higher proportion of the
comorbid group (40%) had attempted suicide compared to both the OCD and BDD groups.
The difference between the comorbid group and the BDD group was significant at only a trend
level when controlling for BDD severity (Wald χ2 = 5.06, df = 1, P = .025, OR = 4.05, 95%
CI = 1.20–13.68). The difference between the comorbid group and the OCD group remained
significant when controlling for OCD severity (Wald χ2 = 9.08, df = 1, P = .003, OR = 3.17,
95% CI = 1.50–6.72).

Nearly all participants with OCD and BDD reported interference in social, work, academic, or
role functioning due to their symptoms. The BDD group, on average, missed more than 2.5
times as many days of work or school due to BDD, although the two groups did not significantly
differ in terms of school dropout due to their illness. The three groups also did not significantly
differ in terms of the proportion receiving disability. All three groups had mean GAF scores
in the “serious” symptoms/impairment range. GAF scores for the comorbid group were
significantly worse than for the OCD group, which remained significant after controlling for
OCD severity (F = 12.24, df = 1, 247; P = .001, η= .18). GAF scores for the comorbid BDD/
OCD and BDD groups differed at a trend level (P = .031).

As hypothesized, a significantly higher proportion of subjects with BDD than with OCD had
lifetime major depressive disorder, as well as dysthymia and any mood disorder (Table 4). The
comorbid group was more likely than subjects with OCD to have any mood disorder. Contrary
to our hypothesis, subjects with BDD were not significantly more likely than those with OCD
to have social phobia; however, there was a trend for a higher rate of social phobia in the
comorbid group compared to the OCD group. As hypothesized, a higher proportion of subjects
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with BDD than OCD had a substance use disorder (both alcohol and other drugs). This was
also the case for the comorbid group compared to the OCD group. A higher proportion of
subjects with BDD than those with OCD had paranoid personality disorder. Contrary to our
hypothesis, subjects with BDD were not significantly more likely than subjects with OCD to
have avoidant personality disorder, although the comorbid group was. Regarding our
hypothesis that subjects with OCD would be more likely than subjects with BDD to have
obsessive–compulsive personality disorder, this was found at a trend level for both the OCD
and comorbid groups. Subjects with OCD were not significantly more likely to have a tic
disorder. When controlling for OCD severity, all significant comorbidity differences between
the OCD and comorbid groups remained significant, except for results for a lifetime mood
disorder (although a lifetime mood disorder was still more frequent in the comorbid group at
a trend level [P = .016]).

DISCUSSION
This study found more similarities than differences between OCD and BDD. The two disorders
were similar in terms of demographic characteristics, age of onset and illness duration, most
functioning measures, and most comorbidity. However, subjects with BDD evidenced greater
morbidity than subjects with OCD in having poorer insight, greater comorbidity with certain
disorders, days missed from work or school due to their illness, and a higher rate of suicidal
ideation. Suicidality findings have varied somewhat across studies. We found a significantly
higher rate of lifetime (current or past) suicidal ideation in subjects with BDD than in those
with OCD, but the previously noted Italian study did not find this for current suicidality [that
study, however, did not examine lifetime suicidality; Frare et al., 2004]. Another previous study
found that a significantly higher proportion of subjects with BDD than those with OCD had
experienced suicidality due to BDD or OCD [Phillips et al., 1998], which our study found at
a trend level. The only previous comparison study to examine suicide attempts found that 29%
of subjects with BDD had attempted suicide versus 19% of subjects with OCD, a nonsignificant
difference [Phillips et al., 1998]. However, that study did find that subjects with BDD were
significantly more likely to have attempted suicide due to their disorder [22% for BDD vs. 8%
for OCD; Phillips et al., 1998].

Our finding that subjects with BDD had poorer insight than those with OCD, and that a higher
proportion of them were delusional, is consistent with clinical observations, which have noted
that BDD preoccupations tend to be held with greater conviction than do OCD obsessions
[DeLeon et al., 1989; McKenna, 1984; Vitiello and DeLeon, 1990]. In one previous study,
more subjects with BDD than those with OCD received a psychotic disorder diagnosis, which
in nearly all cases was entirely attributable to delusional BDD [Phillips et al., 1998]. Two
subsequent studies used standard measures of delusionality, and both found that patients with
BDD have poorer insight than those with OCD [Eisen et al., 2004; McKay et al., 1997].

Our finding that subjects with BDD were more likely to have lifetime major depressive disorder
and any mood disorder is consistent with a previous study [Phillips et al., 1998]. However, in
our study, severity of depressive symptoms on the HAM-D did not significantly differ in the
two groups. This latter finding is similar to that of McKay et al. [1997; although power was
limited for that study], but differs from Saxena et al.’s [2001] finding that subjects with BDD
had higher HAM-D scores than subjects with OCD. Our finding that substance use disorders
were significantly more common in subjects with BDD than in those with OCD concurs with
the Frare et al. study [2004] but not the previous Phillips et al. study [1998]. The latter study,
however, found that a higher proportion of first-degree relatives of subjects with BDD than
those with OCD had a substance use disorder [Phillips et al., 1998].
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The question of whether BDD is more likely than OCD to be associated with social phobia
and avoidant personality disorder is interesting, because BDD has been proposed to involve
more social anxiety than OCD [Phillips et al., 1998], and BDD is conceptualized in Eastern
cultures as a form of social phobia [taijin kyofusho; Kleinknecht et al., 1997]. Individuals with
BDD tend to worry about being scrutinized by others and to feel socially anxious, ashamed,
and fearful of embarrassment, rejection, and ridicule [Wilhelm et al., 1997]. They have been
shown to have elevated levels of social anxiety similar in severity to patients with generalized
social phobia [Veale et al., 1996]. One study found that subjects with BDD were more likely
than both subjects with OCD and healthy controls to choose threatening interpretations for
ambiguous social scenarios [Buhlmann et al., 2002]. If social anxiety is indeed a core feature
of BDD, individuals with BDD might also be expected to have high rates of avoidant
personality disorder and perhaps comorbid social phobia. Indeed, several studies found that
avoidant personality disorder is the most common Axis II disorder in BDD [Phillips and
McElroy, 2000; Veale et al., 1996], and a previous study found that a higher proportion of
subjects with BDD than those with OCD had comorbid social phobia [Phillips et al., 1998].
Our study, however, found that a high proportion of both groups had comorbid social phobia,
with no significant between-group difference. This high prevalence of social phobia in subjects
with BDD is similar to that found in previous BDD studies [Gunstad and Phillips, 2003], and
the rate found in OCD subjects is somewhat higher than in previous OCD studies [e.g., LaSalle
et al., 2004]. In future studies it would be valuable to compare severity of social anxiety. A
higher proportion of subjects with OCD than those with BDD had obsessive–compulsive
personality disorder or a tic disorder. These differences were not statistically significant,
contrary to our hypothesis, although there was a trend for a difference for obsessive–
compulsive personality disorder.

The comorbid BDD/OCD group evidenced greater morbidity than the other two groups in a
number of domains. However, differences between the comorbid group and the BDD group
were no longer significant after we controlled for BDD severity, suggesting that greater BDD
severity accounted for differences in depressive symptoms and suicide attempts. Indeed, in a
previous report from the full BDD sample, suicide attempts were significantly predicted by
greater BDD severity [as well as comorbid PTSD and a substance use disorder; Phillips et al.,
2005a]. In previous studies [Frare et al., 2004; Phillips et al., 1998], subjects with comorbid
BDD/OCD had greater morbidity in terms of suicidality, employment and marital status,
educational attainment, and living situation; however, those studies did not assess severity of
BDD or OCD symptoms in the comorbid group or examine whether greater symptom severity
might have accounted for the comorbid groups’ greater morbidity. It is unclear why the
comorbid group had more severe BDD in our study; future studies are needed to confirm this
finding.

Our findings have several implications for classification. On the one hand, BDD and OCD did
not significantly differ across numerous domains, and effect sizes for most comparisons were
small or small-to-medium. This finding, combined with notable similarities in the disorders’
core features of obsessional preoccupation and compulsive behaviors, supports the hypothesis
that BDD and OCD are related conditions. In future editions of DSM, it may be advisable to
classify BDD in the anxiety disorders section alongside OCD, or in a section of “OCD-spectrum
disorders,” if such a section is added. Supporting such a change, a controlled family study
found that BDD occurred significantly more frequently in first-degree relatives of OCD
probands than of control probands, suggesting that BDD can be considered part of a familial
OCD spectrum [Bienvenu et al., 2000]. However, our study and others have found some
differences between BDD and OCD, suggesting that they are not identical disorders. Further
complicating the classification question is that it is unclear what characteristics should qualify
disorders for membership in the proposed OCD spectrum [Phillips et al., 2003]. For example,
in how many domains and in exactly what ways must disorders be similar to one another to be
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classified together? A variety of domains, including those examined in this report, have been
noted to be important [Hollander, 1993; Hollander et al., 2005]; however, some characteristics
may be more important than others. For example, some authors have argued that the functional
relationship between anxiety-evoking thoughts (obsessions) and strategies to reduce anxiety
(compulsions) may be particularly important in determining the relatedness of putative
spectrum disorders [Abramowitz and Deacon, 2005]. From this perspective, some disorders
(e.g., impulse control disorders) often considered part of the OCD-spectrum appear quite
different from OCD [Abramowitz and Deacon, 2005]. Additional research is needed that
compares OCD to BDD and other disorders across a variety of domains. In our view, etiology
and patho-physiology are arguably the most valid basis for determining disorders’ relatedness
[Hyman, 2003; Phillips et al., 2003]. A neuropsychological study in BDD found evidence for
memory impairment implicating frontal–striatal pathology, similar to findings from the same
laboratory for subjects with OCD [Deckersbach et al., 2000]. However, in a small
morphometric magnetic resonance imaging (MRI) study, subjects with BDD evidenced
abnormalities that differed somewhat from those found in the same laboratory for subjects with
OCD [Rauch et al., 2003]. (Neither study, however, directly compared individuals with BDD
and OCD.) However, causal and maintenance factors in BDD and OCD are undoubtedly
complex, and investigation of a variety of potentially relevant factors is needed (e.g., genetics,
neurocircuitry, neurochemistry, environmental factors, and cognitive-behavioral variables). In
addition, constructs such as spectrum and subtype, which are imprecisely defined and
operationalized, need to be better defined. Studies are also needed that compare BDD to other
somatoform disorders (with which BDD is classified), because no such studies have been done.

This study has a number of limitations. Our sample was one of convenience from the Rhode
Island/southeastern Massachusetts area rather than a probability sample, and may therefore
have unknown biases. This geographic area is considered “metropolitan” (http://
www.ers.usda.gov), and it is unclear how generalizable our results are to individuals in more
urban or more rural areas. Because our sample consisted of treated subjects, our results may
be more applicable to treated than to untreated individuals. To minimize the possibility of bias
due to differences in sample ascertainment in the BDD and OCD studies, we matched the BDD
and OCD samples on a number of variables (including a requirement that all subjects currently
be receiving mental health treatment). However, recruitment sources differed somewhat in the
two studies, and it is possible that this contributed unknown bias. Another limitation is that we
did not establish interrater reliability for the two studies, although all interviewers underwent
the same thorough interviewer training process and were largely trained by the same personnel.
Also, a somewhat higher proportion (25/40) of the comorbid group had primary BDD. Thus,
findings for the comorbid group may be more reflective of the presence of BDD than OCD. It
would be interesting for future studies to compare a comorbid group ascertained for BDD to
a comorbid group ascertained for OCD. Another limitation is that the sample sizes for the BDD
and comorbid groups were relatively small, which raises the possibility of type II error. For
example, subjects with BDD and OCD did not significantly differ in terms of the proportion
with obsessive–compulsive personality disorder (although a trend was found), even though
this personality disorder was nearly three times more common in patients with OCD. However,
effect sizes for most comparisons were small or small-to-medium. Nonetheless, larger
comparison studies are needed. In addition, base rates should be kept in mind when interpreting
nonsignificant results. Some nonsignificant results may reflect low base rates of the variable.
For example, GAD and tic disorders have low base rates in this sample and significant
differences were not found, even though GAD and tic disorders were three times more frequent
in subjects with OCD than in those with BDD. Our study also has some strengths. To our
knowledge, it is the largest study to examine a broad range of clinical features in BDD versus
OCD. In addition, we used standard measures with strong psychometric properties, and we
examined some clinically important domains that have not previously been compared across
these disorders.
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Additional studies are needed to address this study’s limitations. All BDD versus OCD
comparison studies have been done in clinical samples; studies in non-clinical samples may
be more generalizable to individuals with these disorders in the community. Comparison
studies are also needed in different geographic areas, in individuals of different socioeconomic
groups, and in various racial/ethnic groups and cultures. In the meantime, clinicians need to
be aware that BDD and OCD appear to have many similarities, but that patients with BDD, or
both BDD and OCD, may evidence greater morbidity in several clinically important domains.
Thus, it seems important to identify and diagnose both disorders when present, and to target
both disorders in treatment.
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