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physical sensations that are interpreted as serious threats
to health. Patients who suffer from hypochondriasis fre-
quently resort to anxiety-reducing behaviors in order
to relieve their fears. Examples of anxiety-reducing be-
haviors are checking the body for feared symptoms or
seeking reassurance from physicians and family mem-
bers. Unfortunately, however, these feelings of reassur-
ance are only temporary for patients with hypochondria-
sis. Once they experience physical symptoms again, the
fear returns, resulting in a renewed irresistible drive to be
reassured.

Because of their inability to delay or inhibit repetitive
thoughts and anxiety-reducing behavior, patients with
hypochondriasis bear a phenomenological resemblance
to patients with obsessive-compulsive disorder (OCD), as
noted by several authors (e.g., Barsky2 and Fallon et al.3).
Furthermore, patients with hypochondriasis and OCD re-
spond to the same kind of treatments (i.e., cognitive-
behavioral therapy4–7 and pharmacologic treatment with
selective serotonin reuptake inhibitors [SSRIs]8–10). For
these reasons, hypochondriasis has been traditionally con-
sidered to belong to the obsessive-compulsive spectrum.11

To date, research on this topic has been scarce. One
study12 found equivalent levels of obsessionality among
patients with hypochondriasis and those with OCD. Pa-
tients with OCD, however, exhibited higher levels of
compulsivity (unrelated to a serious disease). Unfortu-
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ccording to the DSM-IV,1 the essential feature
of hypochondriasis is the presence of innocuous
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nately, because no control group was included in that
study, it remains unknown whether the symptoms ex-
ceeded the subclinical level.12 Another study13 found that
patients with OCD scored significantly higher on the Ill-
ness Attitude Scales (IAS) than did healthy control-group
subjects who were matched for socio-demographic vari-
ables, thereby providing some evidence for a clinical
overlap between the 2 disorders. To date, no studies have
examined whether patients with the contamination/clean-
ing subtype of OCD have more hypochondriacal symp-
toms than do OCD patients who do not have these specific
obsessions.

In addition to the similarities discussed above, patients
with hypochondriasis differ from OCD patients on at least
one important aspect. Patients with hypochondriasis have
a tendency to overestimate the likelihood that ambiguous
symptoms are indicative of serious disease, a fear that is
unique to this disorder.14–18 Although patients with anxiety
disorders also frequently express a heightened alertness to
somatic sensations,19 it can be argued that the nature of the
physical symptoms of patients with anxiety disorders, like
OCD, differs from that of patients with hypochondriasis.
It is possible that OCD patients initially suffer from recur-
rent and intrusive thoughts about contracting a serious
disease (or similar fears), which subsequently cause
marked anxiety and somatic distress. In contrast, patients
with hypochondriasis may initially experience physical
sensations that subsequently provoke thoughts about a se-
rious illness. It is therefore conceivable that patients with
hypochondriasis suffer from different physical symptoms
(diffuse and vague symptoms that are associated with a
serious disease) than do patients with OCD (who primar-
ily experience such anxiety symptoms as tachycardia and
sweating) (c.f., Cote et al.20). At present, however, which
types of physical symptoms are reported by patients with
hypochondriasis and which symptoms evoke fear remain
unknown.

The foregoing discussion suggests that current knowl-
edge about the phenomenological boundaries between hy-
pochondriasis and OCD is based largely on clinical expe-
rience and requires further empirical examination. We
therefore decided to compare hypochondriacs, OCD pa-
tients, and healthy individuals on (1) the presence and se-
verity of diagnosis-specific symptoms and (2) the number
and nature of physical symptoms and whether they evoke
fear. Finally, we investigated (3) whether patients with the
contamination/cleaning subtype of OCD experience more
hypochondriacal symptoms and physical sensations than
do patients who suffer from other OCD subtypes.

METHOD

Study Population
All patients who participated in this study were se-

lected within the framework of 2 randomized controlled

trials. A convenience sample of normal control-group
members, with no formal DSM-IV diagnosis, who were
matched with patients as closely as possible for gender
and age, was recruited among psychology students and
relatives of students, all of whom were unaware of the
purpose of the study. Subjects who reported having re-
ceived any psychological or psychiatric help in the past
were excluded. We chose to include a healthy control
group instead of a control group of psychiatric patients
in order to investigate whether the severity of hypochon-
driacal symptoms in OCD patients and, conversely, the
severity of OCD symptoms in patients with hypochon-
driasis are higher than the severity of either among nor-
mal control-group members.

Patients
Patients who were at least 18 years of age and who met

the DSM-IV criteria for hypochondriasis or OCD1 (estab-
lished by means of the Structured Clinical Interview for
DSM-IV Axis I Disorders21 [SCID]) were selected within
a framework of 2 separate randomized controlled trials
(RCTs) conducted at 2 outpatient clinics for anxiety disor-
ders in Leiden and Amsterdam. Exclusion criteria in both
RCTs were as follows: comorbid diagnoses of psychotic
disorders, substance use disorders, organic mental dis-
orders, an allergy to SSRIs, and having received psy-
chotherapy elsewhere. Pregnant and lactating women and
patients using concomitant antidepressants, mood stabi-
lizers, antipsychotics, and anticoagulants were also ex-
cluded. Patients with comorbid diagnoses of mood disor-
ders, anxiety disorders, and other somatoform disorders
were included if they indicated that hypochondriasis or
OCD was the psychiatric disorder from which they suf-
fered the most. Medical records were reviewed to ensure
that hypochondriacal complaints could not be explained
by somatic illness. No patients were excluded because of
a medical diagnosis.

Thirty-one of the 112 consecutive hypochondriasis pa-
tients in the RCT and 45 of the 125 consecutive OCD pa-
tients in the RCT participated in the present substudy, for
which no special eligibility criteria were required. Of the
patients with hypochondriasis, 66% had been referred by
their general practitioners and 34% had responded to ar-
ticles in newspapers. The corresponding percentages for
the OCD patients were 73% and 27%. Written informed
consent was obtained from each patient. The study re-
ceived ethical approval from the participating medical
centers, and it was conducted between January 1998 and
July 2002.

Measurements
To assess the severity of obsessive-compulsive com-

plaints, we used 2 questionnaires. The first was the Padua
Inventory-Revised22 (PI-R), which is a self-report ques-
tionnaire consisting of 41 items that are rated on a 5-point
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Likert scale ranging from 0 (not at all) to 4 (very much),
from which we used the total score. The questions con-
cerned the extent of impulses, washing, checking, rumi-
nation, and precision.22 The PI-R does not specify an ori-
enting time frame for responding. In order to identify the
content of current obsessions and compulsions, we used
the Yale-Brown Obsessive Compulsive Scale (YBOCS)
symptom checklist, which is a semistructured, clinician-
administered interview that assesses the following 8
types of obsessions: aggressive, contamination, sexual,
hoarding/saving, religious, need for symmetry/exactness,
somatic, and miscellaneous. The instrument also assesses
the following 7 compulsions: cleaning/washing, check-
ing, repeating, counting, ordering/arranging, hoarding/
collecting, and miscellaneous.23,24 The severity of these
obsessive-compulsive symptoms during the past week
was assessed using the YBOCS. The interview consists
of 2 subscales that measure the severity of obsessions
and the severity of compulsions. Each subscale consists
of 5 items. Each item is rated from 0 (no symptoms) to 4
(extreme symptoms).23,24 To determine the YBOCS sever-
ity score, we asked our hypochondriacal patients about
the frequency and severity of those obsessions unrelated
to serious disease.

To assess the severity of the core features of hypo-
chondriasis, we used the 4-point Likert scale version of
the Whiteley Index. The Whiteley Index is a 14-item self-
report questionnaire with scores ranging from 0 (almost
never) to 4 (almost always).25,26 Second, we used 2 sub-
scales of the IAS, which were revealed in a Dutch factor-
analytic study: Health Anxiety (11 items) and Illness Be-
havior (6 items).26 These items are rated on a 5-point
Likert scale ranging from 0 (never) to 4 (mostly).26 Be-
cause the IAS and the Whiteley Index aim to assess the
frequency and intensity of hypochondriacal symptoms in
general, they specify no specific time frame for respon-
ding. Finally, we used a version of the YBOCS that had
been adapted for hypochondriasis.

The hypochondriasis YBOCS is an unpublished, semi-
structured, clinician-administered interview designed to
assess the severity of hypochondriacal symptoms during
the past week. The interview consists of 3 subscales,
which measure the severity of obsessions (preoccupation
with thoughts of having a serious disease), compulsions
(active safety-seeking behavior), and avoidance (passive
safety-seeking behavior). The first subscale has 6 items;
each of the other scales has 5 items. Each item is rated
from 0 (no symptoms) to 4 (extreme symptoms). For all
items, a higher numerical score corresponds to greater ill-
ness severity. The total of the first subscale is the sum of
items 1 through 6 (range, 0–24). The total of the second
and the third subscale is the sum of items 7 through 11
(range, 0–20) and items 12 through 16 (range, 0–20), re-
spectively. The total hypochondriasis YBOCS score is
the sum of items 1 through 16 (range, 0–64). Except for

an extra item assessing “insight” (item 6) that was added
to the first subscale, the items of the hypochondriasis
YBOCS are identical for each subscale. The severity of
obsessions, compulsions, and avoidance is assessed with
regard to (1) the amount of time a patient is occupied by
them, (2) their interference with daily functioning, (3) the
distress they cause, (4) the amount of resistance a patient
can offer to them, and (5) the actual amount of control a
patient experiences.

The number and the nature of the physical symptoms
during the past week were assessed by the Physical Symp-
tom Checklist (PSC), a checklist of 55 physical symptoms
that form part of the different diagnoses in the DSM-III.27

It included a broad array of symptoms, including most or-
gan symptoms. The PSC includes 51 non–gender-specific
items and 4 gender-specific items, 1 for men and 3 for
women. We excluded the gender-specific items to rule out
bias. There are 11 general/neurologic items, 10 autonomic
items, 8 musculoskeletal/pain items, 13 gastrointestinal
items, 5 urological/genital items, and 4 items concerning
warm/cold. Items in the list are dichotomous (i.e., they are
scored as either present or absent with a range between 0
and 51), and symptoms are scored for the previous week.
In addition, patients were asked to note any complaints
that they feared (also on a dichotomous answering format
with a range between 0 and 51).

Statistical Analysis
Differences between 2 groups according to demo-

graphic and clinical variables were analyzed with inde-
pendent t tests and between 3 groups with 1-way analysis
of variance (ANOVA). For categorical variables, χ2 tests
were used. Post hoc comparisons were made using a
Scheffé test, as the sample sizes of the 3 groups were un-
equal. In case of unequal variances, we used the Games-
Howell test, which also takes into account unequal sample
sizes. Although this study involved a number of compari-
sons, we chose not to apply a Bonferroni correction, be-
cause of the explorative and descriptive nature of this
study. All tests were 2-tailed with α set at .05. For cases
that failed to meet the assumptions of the 1-way ANOVA
or independent t test, we used their nonparametric equiva-
lents (Kruskal-Wallis test and Mann-Whitney U test). The
relative magnitude of the differences between the 2 disor-
ders and the control group was calculated by means of ef-
fect sizes (Cohen’s d) by subtracting the group means and
dividing the difference by the pooled standard deviation.

RESULTS

The study included a total of 101 subjects. Thirty-one
of these patients had received a diagnosis of current
DSM-IV hypochondriasis and 45 patients met the criteria
for current DSM-IV obsessive-compulsive disorder.1

Twenty-five healthy subjects served as control-group
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members. Hypochondriacs with comorbid OCD (N = 3,
10%) and OCD patients with comorbid hypochondriasis
(N = 3, 7%) were not included in these analyses. The
number and proportion of female subjects in the 3 groups
were as follows: hypochondriasis, 17 (61%); OCD, 22
(52%); and control group, 15 (60%) (χ2 = 1.026, df = 2,
p = .60). The mean (± SD) age in years was 43.2 (11.2)
for patients with hypochondriasis, 35.5 (8.3) for patients
with OCD, and 44.7 (11.6) for the members of the control
group (F = 8.147, df = 2,92; p = .001). When the Games-
Howell post hoc comparison was conducted, patients with
OCD appeared to be significantly younger than the other
2 groups (p = .01). A significant interaction effect be-
tween age and group made it impossible to repeat the
analyses with statistical adjustment for group differences
in age. We therefore decided to divide age, for the OCD
group, into aliquots below and above the median. There
appeared to be no differences between the responses of
younger participants and those of older participants on
any of the questionnaires. We can therefore conclude that
age was not a confounding factor.

When we studied the number of current comorbid di-
agnoses, significantly more hypochondriacal patients ap-
peared to have comorbid diagnoses than did patients with
OCD. Only 4 patients (14%) suffered from hypochondria-
sis without comorbid diagnoses. In contrast, 23 patients
(55%) from the OCD group had no comorbid diagnoses
(χ2 = 16.000, df = 1, p < .001). For both groups, the most
frequently reported diagnoses were major depressive epi-
sode (hypochondriasis, 39%; OCD, 10%) and panic dis-
order (hypochondriasis, 50%; OCD, 7%).

In order to rule out the possibility that hypochondriacal
symptoms in patients with OCD and, conversely, that
OCD symptoms in patients with hypochondriasis could
be explained by the presence of additional diagnoses, we
also compared subgroups with or without comorbidity
and found no significant differences. The hypochondria-
cal symptoms of OCD patients and the OCD symptoms
of hypochondriacal patients, therefore, seem to be inde-
pendent of comorbidity.

The finding that fully half of the patients with hypo-
chondriasis had comorbid panic disorder, however, is of
particular concern. As are hypochondriacs, patients with
panic disorder are characterized by a tendency to misin-
terpret physical symptoms as indicative of a serious con-
dition (e.g., chest pain or palpitations as signs of a heart
attack). We therefore cannot be sure whether our findings
relate to differences between hypochondriasis and OCD
or to differences between panic disorder and OCD. To
increase confidence in our results, we divided the hypo-
chondriacs into 2 groups; 1 group consisted of patients
with comorbid panic disorder, and the other group was
comprised of patients without comorbid panic disorder.
We repeated the analyses on age, gender, measures for
hypochondriasis, and the PSC (number of reported symp-

toms and feared symptoms) within each of these 2
groups. Hypochondriacs with comorbid panic disorder
appeared to be significantly younger (38.1 ± 8.4 vs.
48.4 ± 11.6 years; U = 48.500, N1 = 14, N2 = 14, p = .02)
and reported significantly more physical symptoms (t =
–2.968, df = 28, p < .01) than did hypochondriacs with-
out panic disorder. Because our main aim was to examine
the differences between hypochondriasis and OCD, we
present the PSC results only from hypochondriacs with-
out comorbid panic disorder. We must nevertheless
be cautious in interpreting the results, given the small
sample sizes.

Table 1 summarizes the mean scores on the Whiteley
Index, the IAS, the YBOCS for hypochondriasis, the
PSC, the PI-R, the YBOCS, and the YBOCS symptom
checklist. To gain insight into the magnitude of the dif-
ferences between hypochondriacs, OCD patients, and
healthy control-group members with regard to hypochon-
driacal and OCD symptoms, we calculated effect sizes,
which are also listed in Table 1.

First Objective
Our first objective was to investigate the extent of

diagnosis-specific symptoms in patients with OCD and
hypochondriasis as compared with healthy individuals.
Table 1 indicates that, as expected, patients with hy-
pochondriasis do have significantly more hypochondria-
cal symptoms (e.g., disease fear, disease conviction, ill-
ness behavior, and physical symptoms). Analyses also
revealed significant differences between all 3 groups
on the Whiteley Index (F = 93.051, df = 2,92; p < .001),
the Health Anxiety subscale (F = 73.716, df = 2,90;
p < .001), and the Illness Behavior subscale (F = 23.865,
df = 2,90; p < .001) of the IAS. Games-Howell post hoc
comparisons revealed significant differences between
all 3 groups on the Whiteley Index (all p ≤ .001). On the
Health Anxiety subscale and the Illness Behavior sub-
scale of the IAS, patients with hypochondriasis differed
significantly from patients with OCD and healthy con-
trol-group members (all p < .001). Patients with OCD
differed from control-group members on these scales as
well, but to a lesser degree (all p < .05).

The hypochondriasis YBOCS also showed a signi-
ficant group effect on the scores on the obsessions sub-
scale (χ2 = 65.741, df = 2, p < .001), the compulsions
subscale (χ2 = 66.951, df = 2, p < .001), the avoidance
subscale (χ2 = 53.418, df = 2, p < .001), and the total
scale (χ2 = 67.990, df = 2, p < .001). Analyses comparing
the different groups separately revealed significant differ-
ences across all scales between patients with hypochon-
driasis and both of the other groups (all p < .001). Pa-
tients with OCD also differed significantly from the
control-group members (all p < .05).

The questionnaires that assessed the extent of
obsessive-compulsive symptoms revealed opposite re-
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sults; the scores of OCD patients were higher than those
of either the hypochondriacal patients or the members of
the control group (Table 1). An ANOVA on the PI-R re-
vealed that the difference between all 3 groups was
significant (F = 66.568, df = 2,92; p < .001). The Games-
Howell post hoc procedure showed all 3 groups to differ
significantly from each other (all p < .001). For the
YBOCS, there was also a significant group effect
on the scores on the obsessions subscale (χ2 = 76.372,
df = 2, p < .001), the compulsions subscale (χ2 = 77.104,
df = 2, p < .001), and the total scale (χ2 = 76.112, df = 2,
p < .001). Analyses comparing the groups separately on
these 3 scales revealed significant differences between
the OCD group and the other 2 groups (all p < .001). The
scores of hypochondriacal patients also differed signi-
ficantly from those of the control group (all p < .05). On
the YBOCS symptom checklist, an overall analysis
appeared to be significant for obsessions (χ2 = 60.177,
df = 2, p < .001), as well as for compulsions (χ2 =
65.764, df = 2, p < .001). With regard to 2-group com-
parisons, both patient groups appeared to have more ob-
sessions and compulsions than did the control group (all
p ≤ .001). Patients with OCD had significantly more ob-
sessions and compulsions than did patients with hypo-
chondriasis (p < .001).

Second Objective
Our second objective was to investigate the number

and nature of physical symptoms in patients with hypo-

chondriasis, patients with OCD, and control-group mem-
bers and to investigate which symptoms evoked fear. For
this analysis, we included only those hypochondriacs
who had no comorbid panic disorder. On the PSC, pa-
tients with hypochondriasis and OCD reported signifi-
cantly more symptoms than did the members of the con-
trol group (Table 1). The ANOVA revealed a significant
main effect between the 3 groups (F = 10.699, df = 2,78;
p < .001) and significant differences between both psy-
chiatric groups and the control group (both p < .05). Hy-
pochondriacs did not differ significantly from OCD pa-
tients in the number of physical symptoms (calculated
according to the Games-Howell procedure). Figure 1 il-
lustrates the 5 most frequently reported physical symp-
toms for each group.

Patients with hypochondriasis did not worry about
significantly more complaints than did OCD patients
(U = 208.000, N1 = 14, N2 = 42, p = .08). Figure 2 illus-
trates the 5 most-reported feared complaints.

Third Objective
Our final objective was to investigate whether OCD

patients who suffer from contamination obsessions and
cleaning or washing compulsions (i.e., contamination/
cleaning subtype) actually have more hypochondriacal
symptoms and physical sensations than do OCD patients
who do not have these specific obsessions. We therefore
subdivided the OCD group into 2 subgroups: OCD
contamination/cleaning subtype (N = 20; 48%) and other

Table 1. Mean (SD) Scores on the Whiteley Index, the Illness Attitude Scales, the Yale-Brown Obsessive Compulsive Scale
(YBOCS) for Hypochondriasis, the Physical Symptom Checklist, the Padua Inventory-Revised, the YBOCS, and the YBOCS
Symptom Checklist

Hypochondriasis Obsessive-Compulsive Healthy Control
Questionnaire (range) (N = 28) Disorder (N = 42) Group (N = 25) Effect Sizesa Effect Sizesb,c

Whiteley Index (0–56) 24.6 (6.4) 9.9 (6.3) 5.4 (3.4) 2.3 0.9b

Illness Attitude Scales
Health Anxiety (0–44) 29.5 (7.2) 12.4 (7.8) 8.4 (4.7) 2.3 0.6b

Illness Behavior (0–24) 15.8 (4.3) 10.6 (5.3) 7.4 (2.9) 1.1 0.7b

YBOCS for hypochondriasis
Obsessions (0–24) 12.4 (3.6) 1.9 (3.7) 0 (0) 2.9 0.7b

Compulsions (0–20) 9.5 (3.3) 0.9 (2.2) 0 (0) 3.1 0.6b

Avoidance (0–20) 7.8 (5.4) 1.1 (3.0) 0 (0) 1.9 0.5b

Total (0–64) 29.6 (9.7) 3.8 (7.6) 0 (0) 3.0 0.7b

Physical Symptom Checklist (0–51)
Reported symptomsd 12.1 (8.0) 11.0 (6.9) 4.5 (2.7) 0.2 1.2b

Reported feared symptomsd 2.3 (2.6) 0.9 (1.0) 0 (0) 0.7 1.3b

Padua Inventory-Revised (0–164) 26.3 (14.8) 60.9 (22.8) 12.8 (8.4) 1.8 1.1c

YBOCS
Obsessions (0–20) 1.9 (3.1) 13.1 (3.0) 0 (0) 4.0 0.9c

Compulsions (0–20) 1.4 (3.1) 13.7 (3.1) 0 (0) 4.0 0.6c

Total (0–40) 3.2 (5.0) 26.7 (5.4) 0 (0) 4.5 0.9c

YBOCS symptom checklist (0–15)
Obsessions (0–8) 1.7 (0.8) 3.4 (1.7) 0 (0) 1.3 3.0c

Compulsions (0–7) 0.8 (1.3) 3.6 (1.7) 0 (0) 1.9 0.9c

aEffect sizes for hypochondriasis versus OCD comparisons.
bEffect sizes for OCD versus healthy control-group members comparisons.
cEffect sizes for hypochondriasis versus healthy control-group members comparisons.
dFourteen patients with hypochondriasis were included in these analyses.
Abbreviations: OCD = obsessive-compulsive disorder, YBOCS = Yale-Brown Obsessive Compulsive Scale.
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subtypes (N = 22; 52%). We compared both subgroups
of OCD patients with each other and with patients with
hypochondriasis on all measures for hypochondriasis and
the number of symptoms and fears (PSC) using Kruskal-
Wallis tests. We found a significant main effect on all
questionnaires (all p < .01). Subgroup analyses with the
Mann-Whitney U test revealed that the hypochondriacal
symptoms of patients with hypochondriasis were signi-
ficantly more severe (significant effects on all question-
naires) than were those of patients with either OCD
subtype (all p < .05). Hypochondriacs did not differ sig-
nificantly from the contamination/cleaning subtype in the
number of physical symptoms. The 2 OCD subtypes did
not differ significantly from each other on measures for
hypochondriacal and physical symptoms.

DISCUSSION

The first objective of our study was to investigate the
extent of diagnosis-specific symptoms in patients with
OCD and hypochondriasis, as compared with healthy

control subjects, in order to determine whether the sever-
ity of hypochondriacal symptoms in patients with OCD
and, conversely, OCD symptoms in patients with hypo-
chondriasis are higher than those that are observed in
healthy individuals.

The ANOVA results and the magnitude of the effect
sizes demonstrated that each disorder has its own specific
symptom presentation; hypochondriacal patients experi-
ence significantly more fear of suffering from a serious
disease than do OCD patients, and patients with OCD
have significantly more OCD symptoms than do patients
with hypochondriasis. A certain degree of clinical over-
lap, however, exists between the 2 disorders. On all ques-
tionnaires concerning these disorders, patients with hypo-
chondriasis reported significantly more OCD symptoms
and patients with OCD reported significantly more hypo-
chondriacal symptoms than did the members of the con-
trol group. Our findings are similar to the results of a
former study, which also found that patients with OCD
reported significantly higher scores on the Illness Attitude
Scales than did healthy control subjects.13
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aThe letters above the bars indicate the 5 most frequently reported feared physical complaints among hypochondriacal patients without panic
disorder (h) and patients with OCD (o). Hypochondriacal patients feared chest pain, tingling, and trembling (not shown) significantly more often
than OCD patients did (p < .05).
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Figure 1. Most Frequently Reported Bodily Symptoms in All 3 Groups Based on Physical Symptom Checklist Scoresa

aThe letters above the bars indicate the 5 most frequently reported symptoms among hypochondriacal patients without panic disorder (h), OCD
patients (o), and healthy control-group members (c). Comparisons between groups revealed that hypochondriacal patients and OCD patients
reported tiredness and tensed muscles significantly more frequently than the control-group members did. Furthermore, hypochondriacal patients
reported significantly more bloating and flatulence (not shown) than did either of the other groups. Finally, OCD patients reported sleeping more
than the members of the control group did (all p < .05).
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The second objective of our study was to examine
the number and the nature of physical symptoms in pa-
tients with hypochondriasis (without comorbid panic dis-
order), patients with OCD, and healthy control subjects,
and to determine whether these symptoms evoked fear.
Both psychiatric groups reported significantly more phys-
ical symptoms than did the members of the control group,
and they did not differ significantly from each other.
Control-group members most frequently reported pain
complaints (e.g., aching joints, back, muscles, and head),
while both patient groups were particularly likely to men-
tion general complaints (e.g., tensed muscles and tired-
ness). Our results indicate that somatic symptoms, par-
ticularly general complaints, are strongly related to
current psychological distress, independent of the kind of
disorder. Furthermore, these results are similar to those of
several other studies, which revealed that patients with so-
matoform, mood, or anxiety disorders tend to present
more physical complaints than do healthy individuals.28,29

Strikingly, patients with hypochondriasis did not fear
significantly more physical symptoms than OCD patients
did. This finding can possibly be explained by the fact that
the variation in reported symptoms appeared to be too
large (with only a few patients mentioning specific com-
plaints) to elicit significant results between the 2 patient
groups. Furthermore, the most frequently reported symp-
toms were not the most frequently feared. It is conceivable
that the most-reported symptoms are a consequence of
stress brought about by the misinterpretation of the feared
physical symptoms. We must be cautious with this sugges-
tion, however, as it implies uninvestigated causality.

Our third and final objective was to investigate whether
OCD patients who suffer from contamination obsessions
and cleaning or washing compulsions (i.e., contamination/
cleaning subtype) have more hypochondriacal symptoms
and physical sensations than do patients who suffer from
the other subtypes of OCD. We found that, with the excep-
tion of the number of physical symptoms, patients with
the contamination/cleaning subtype reported significantly
fewer hypochondriacal and feared somatic symptoms than
did patients with hypochondriasis, and they did not differ
significantly from the other OCD patients.

This study has several statistical limitations that should
be considered when evaluating the findings. First, the
number of subjects for some of the analyses was small,
and low statistical power may have therefore influenced
the results. In particular, the comparison between hypo-
chondriacs with and without comorbidity must be inter-
preted with caution, as very few patients had no comorbid
diagnoses. The same applies to the results of the PSC. Be-
cause we sought to disentangle physical symptoms that
are related to hypochondriasis from physical symptoms
that are related to panic disorder, we compared only hypo-
chondriacs without comorbid panic disorder to OCD on
the number and type of feared physical symptoms. Only

14 (50%) of the hypochondriacal participants, however,
had no comorbid panic disorder. The finding of a trend
towards significance concerning more feared physical
symptoms among hypochondriacs is one indicator of the
influence of low statistical power on the results.

With respect to the presence of comorbidity, the high
percentage of comorbidity (86%) among the patients in
the hypochondriacal group in this study is consistent with
percentages (between 62%30 and 88%31) that have been
found in previous studies. In contrast, the comorbidity
rate of the OCD group is 45%. This percentage is lower
than percentages that are reported in the literature; be-
tween half and three quarters of all OCD patients are par-
ticularly likely to suffer from comorbid depressive and
anxiety disorders.32 Because the presence of a comorbid
depressive, anxiety, or somatoform disorder was not an
exclusion criterion for either OCD patients or hypochon-
driacal patients, we must conclude that our finding that
OCD patients have fewer comorbid problems than do hy-
pochondriacs occurred by chance as an unintended conse-
quence of the selection process.

Second, although we tried to correct for a possible con-
founding role of age, we cannot rule out the possibility
that the age difference between the 2 patient groups influ-
enced our results. The finding that the OCD patients were
significantly younger than were the members of the other
2 groups must be explained in the same way as the differ-
ences in comorbidity rates, as the age at onset is the same
for both groups, according to the literature on the OCD
spectrum,33 and because the eligibility for this study from
age 18 was the same for both patient groups.

Third, the combination of multiple comparisons
and the lack of correction for type I errors (using the
Bonferroni adjustment) may have contributed to an over-
estimation of the effect. Because most of the results were
robust, however, it is unlikely that these limitations af-
fected the outcomes severely.

One limitation concerning the content is the absence of
a psychiatric control group for comparison. We cannot
rule out the possibility that the finding that patients with
hypochondriasis had more OCD symptoms and those
with OCD had more hypochondriacal symptoms is par-
tially attributable to a nonspecific increase of symptoms
found among psychiatric patients in general. In order to
be more conclusive, future research should include a psy-
chiatric control group (e.g., major depressive episode) for
comparison.

When elaborating on the implications of our findings
for the OCD spectrum, we would like to stress that the
validity of psychiatric diagnoses does not rely solely on
differences in clinical features; it also depends on biologi-
cal markers, family studies, course of illness, and differ-
ences in treatment response. In our opinion, therefore, a
serious discussion about the place of hypochondriasis
within this spectrum cannot be conducted before all im-
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portant aspects have been investigated. To date, the litera-
ture provides just as much information supporting the hy-
pothesis that hypochondriasis belongs to the OCD spec-
trum as it does information that dismisses this hypothesis.
Support for placing hypochondriasis within the spectrum
can be found in the phenomenological overlap with OCD
and amelioration after treatment with cognitive-behavioral
therapy or an SSRI. On the other hand, hypochondriasis
and OCD differ neurobiologically,34 and the percentages
of comorbid hypochondriasis in OCD patients and of co-
morbid OCD in hypochondriasis are relatively low.30,31 As
this study has shown, the differences in diagnosis-specific
symptoms largely exceed the similarities.
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