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Background: Although Axis I hypochon-
driasis is closely related to certain personality
characteristics, the nature and extent of per-
sonality dysfunction in these patients still needs
clarification. This study assessed the prevalence of
personality disorders observed in hypochondriacal
patients, described the types and comorbidity of
personality disorders, and compared the psycho-
logical distress of patients with and without the
most common comorbid personality disorder.

Method: One hundred fifteen patients meeting
Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition, criteria for hypochondriasis
completed self-administered assessments, includ-
ing the Personality Diagnostic Questionnaire-4+
(PDQ-4+), the Hopkins Symptom Checklist-90-
Revised (SCL-90-R), the Whiteley Index, and the
Somatic Symptom Inventory. These data were
taken from a study conducted between September
1997 and November 2001.

Results: Eighty-eight patients (76.5%) had 1
or more personality disorders, whereas 27 patients
(23.5%) had no personality disorders. Fifty-one
patients (44.3%) had more than 3 personality dis-
orders. The most common personality disorder
in the hypochondriacal patients was obsessive-
compulsive personality disorder (OCPD; 55.7%),
followed by avoidant personality disorder (40.9%).
The comorbidity of OCPD and avoidant person-
ality disorder was 53.1% (34 of 64 patients with
OCPD). The total PDQ-4+ score of the 64 patients
with OCPD was significantly higher than that of
the 51 patients without OCPD. On the SCL-90-R,
the 64 patients with OCPD showed significantly
higher scores on all of 3 global indices and 7 of 10
primary symptom dimensions (paranoid ideation,
depression, anxiety, phobic anxiety, obsessive-
compulsive, interpersonal sensitivity, and
psychoticism) on the SCL-90-R compared
to the 51 patients without OCPD.

Conclusions: The high prevalence of personal-
ity disorders, particularly OCPD, among patients
with hypochondriasis suggests that consideration
of personality features is important in assessment
and therapeutic interventions for hypochondriasis.
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P eople who suffer from hypochondriasis experience
a great deal of distress with few effective treatment
options. Hypochondriasis also poses unique problems of
high utilization of medical care, high medical cost, and
patient-provider dissatisfaction. There have also been sev-
eral suggestions about the possible association between
hypochondriasis and personality disorders,'*® particularly
obsessive-compulsive personality disorder.>® Although
the symptoms of hypochondriasis and personality disor-
ders are well described in the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV),”
2 fundamental questions remain unanswered: (1) “How
closely is hypochondriasis associated with Axis II person-
ality disorders?™ and (2) “What is the relationship between
hypochondriasis and obsessive-compulsive personality dis-
order (OCPD)?”**

In order to measure the prevalence of personality disor-
der, functional impairment, and hypochondriacal symptoms
among hypochondriacal patients, Barsky et al* administered
diagnostic interviews and self-report questionnaires to 118
patients, who were divided into 2 groups by a cutoff score
for hypochondriacal symptoms. They reported that patients
above the hypochondriasis cutoff had twice as many life-
time Axis I diagnoses, twice as many symptoms, and 3 times
the level of personality disorder symptoms as the patients
below the cutoff score. In the Barsky et al study,” a cutoff
score on the PDQ (Personality Diagnostic Questionnaire)
was used to identify high and low personality disorder
groups; however, the types of personality disorders and their
relationship to hypochondriasis were not explored fur-
ther. Garyfallos et al® administered the Structured Clinical
Interview for DSM-III-R Axis II Disorders (SCID-II) in a
psychiatric outpatient sample and found that 74% (17 of 23)
hypochondriacal patients had some personality disorder; of
these, 22% (5 of 23) had either histrionic personality disor-
der or OCPD. However, the sample with hypochondriasis
in the Garyfallons et al study’ was small, and there are few
data regarding personality disorders among hypochondria-
cal patients. Therefore, the prevalence, nature, and extent of
personality disorders among patients with hypochondriasis
still need further investigation and clarification.
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¢ The prevalence and types of comorbid personality disorders in hypochondriasis are now

emerging.

¢ More than three-quarters of the patients with hypochondriasis had personality disorders,
and the most common type was OCPD (obsessive-compulsive personality disorder).

¢ Clinicians may consider personality features in therapeutic interventions for

hypochondriasis.

The aims of this study are (1) to assess the prevalence
of personality disorders in patients with hypochondriasis,
(2) to identify the particular personality disorders most
commonly associated with hypochondriasis, and (3) to
compare the level and type of psychological distress of
hypochondriacal patients with or without the most com-
mon personality disorder.

METHOD

Sample

The data were taken from a study® of 187 hypochondria-
cal patients, including 115 patients who were diagnosed
with DSM-IV hypochondriasis. Signed informed consent
was obtained in accordance with the Brigham and Wom-
en’s Hospital Human Research Committee requirements.
Patients who met initial eligibility criteria and exceeded the
screening cutoff completed the baseline research battery,
which included self-report questionnaires, a structured
diagnostic interview, and a determination of their medical
morbidity. The precise cutoff score of 150 (range, 52-258),
derived from the Whiteley Index”'* and Somatic Symptom
Inventory (SSI),"™* was determined from previous stud-
ies.'”"” The formula for this cutoff score was designed to
assess equally the 4 major dimensions of hypochondriacal
symptoms: disease conviction, disease phobia, and dis-
ease preoccupation (evaluated by Whiteley Index) and
somatization (evaluated by the SSI). The cutoff score was
weighted such that three quarters of the score was based on
the Whiteley Index and one quarter of the score on the SSI.
The DSM-IV diagnosis of hypochondriasis was made using
the Structured Diagnostic Interview for Hypochondriasis
(SDIH), which was developed in previous work'® and has
been subsequently integrated into the Structured Clinical
Interview for DSM-IV Axis I Disorders (SCID-1/P)." The
SDIH has good concurrent, external, and discriminant
validity and interrater reliability."

The inclusion criteria were age older than 18 years, Eng-
lish fluency and literacy, and having seen a primary care
physician in the last 12 months. Exclusion criteria included
major medical morbidity expected to worsen significantly
in the next 12 months; somatoform pain disorder; psychosis
or suicide risk; and ongoing, symptom-contingent disabil-
ity determinations, workers’ compensation proceedings,
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or litigation.® Data were collected from September 1997
through November 2001.*

Assessment Tools

The Personality Diagnostic Questionnaire-4+ (PDQ-
4+)” is a self-rating questionnaire that assesses the extent
and nature of personality disorders. The PDQ-4+ is a re-
vised form of the Personality Diagnostic Questionnaire
(PDQ),*"* and it assesses the 10 types of personality
disorders in DSM-IV (cluster A: paranoid, schizoid, and
schizotypal; cluster B: histrionic, narcissistic, antisocial,
and borderline; and cluster C: avoidant, dependent, and
obsessive-compulsive) as well as negativistic and depres-
sive personality disorders in the Appendix of DSM-IV.>**
The PDQ-4+ consists of 99 true/false items, with a higher
score indicating more severe traits of personality disorders.
Each personality disorder is determined by its own cutoff
score. The PDQ-4+ shows a reasonable degree of reli-
ability and validity, ** with a test-retest reliability of .868.
Item scores of subscales and means of subscales in the
PDQ-4+ showed high correlation coefficients (ie, high
internal consistency).*

The Hopkins Symptom Checklist-90-Revised (SCL-
90-R)*** is used to assess psychiatric morbidity. It is a
widely used 90-item instrument that has excellent psy-
chometric properties and provides an overall measure of
generalized psychiatric distress. It provides 3 global indices
and 10 primary symptom dimensions. A higher score signi-
fies more severe psychological distress.

The Whiteley Index™"’ is used to assess hypochondriacal
attitudes and beliefs. It is a widely used 14-item question-
naire whose validity, reliability, and sensitivity to change
have been demonstrated. It consists of 3 subscales with
higher scores indicating more severe symptoms.

The Somatic Symptom Inventory (SSI)''~'*'®' is a
questionnaire that evaluates hypochondriacal somatic
symptoms. The reliability, internal consistency, and con-
vergent validity of this 26-item questionnaire have been
demonstrated.'""*'*'” A higher score indicates more so-
matic distress.

Statistical Analysis

Analyses were done using SPSS version 16.0 (SPSS Inc.,
Chicago, Illinois) for personal computers. Comparisons
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Table 1. Demographic and Clinical Characteristics of Patients
(N=115) With DSM-1IV Hypochondriasis*

Table 2. Distribution of Personality Disorders Evaluated by
PDQ-4+ in Patients (N=115) With DSM-IV Hypochondriasis

Characteristic Value Personality Disorder Cluster in DSM-IV. N %
Sex Patients with PDQ-4+ diagnosis
Female 93 (80.9) Two or more personality disorders NA 65 56.5
Male 22 (19.1) One personality disorder NA 23 20.0
Ethnicity Type of personality disorder
White, not Hispanic 84 (73.0) Obsessive-compulsive C 64 557
Black, not Hispanic 19 (16.5) Avoidant C 47 409
Other 12 (10.4) Paranoid A 42 36.5
Marital status Schizotypal A 29 252
Married, live together 46 (40.0) Borderline B 28 243
Single 46 (40.0) Schizoid A 25 21.7
Divorced 15 (13.0) Narecissistic B 25 21.7
Other 8 (7.0) Histrionic B 16 139
Total family income, $/y Dependent C 13 113
>50,000 50 (43.5) Antisocial B 4 3.5
30,000-49,999 21 (18.3) Abbreviations: DSM-1V = Diagnostic and Statistical Manual of Mental
0-29,999 44 (38.3) Disorders, Fourth Edition; NA =not applicable; PDQ-4+ = Personality
Educational level Diagnostic Questionnaire-4+.
Graduate/professional school 28 (24.3)
4 years of college 37 (32.2)
1-3 years of college 26 (22.6)
No further than high school 24 (20.9)
Health insurance Since OCPD was the most common comorbid person-
miﬁout Hi 865')5) ality disorder, we examined the features of this subgroup
Disability status further. We compared these 64 patients with OCPD to the
Not receiving 97 (84.3) remaining 51 patients without OCPD (Table 3). The total
c Rece“’;ﬂg 18 (15.7) PDQ-4+ score of those with OCPD was significantly higher
ourse of symptoms
Chronic 95 (82.6) than the score of those of without OCPD. After removing
N Episodic - 412? 4(171-‘21)82 the score comprising the OCPD subscale from the total
ge, mean*3D,y A4 +12. .
Age at onset of hypochondriasis, mean+SD, y 29.70+13.81 RDQ_4+ scorg, the_ meal_l +SD PDQ_4+ score 'rema'lned
Duration of hypochondriasis, mean +SD, y 11.44+12.28 significantly higher in patients with OCPD than in patients

*Values shown as N (%) unless otherwise noted.
*Due to rounding, not all percentages sum to 100.

between 2 groups were performed using an independent
t test for normally distributed continuous variables. For
categorical data, the Fisher exact test for qualitative vari-
ables was used. Significance values are P<.05 (2-tailed). In
order to compare our data with the normal data sample
from the SCL-90-R manual,”® we used GraphPad Software
(GraphPad Software Inc., La Jolla, California) and evaluated
t test based on Bonferronis P, values (=.05/N).

new

RESULTS

The 115 patients meeting DSM-IV criteria for hypochon-
driasis were predominantly female and middle-aged and
reported a history of hypochondriasis for approximately
11 years (Table 1).

On the PDQ-4+, 88 patients (76.5%) met criteria for
one or more personality disorders, whereas 27 patients
(23.5%) had no personality disorders (Table 2). Fifty-one
patients (44.3%) had more than 3 personality disorders. The
most common personality disorder was OCPD r (55.7%),
followed by avoidant personality disorder (40.9%). The
comorbidity of OCPD and avoidant personality disorder
was 53.1% (34 of 64 patients with OCPD).
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without OCPD (34.52+12.90, 24.18 £12.12, respectively,
P<.001). The 8 items in the PDQ-4+ endorsing the OCPD
score are shown in Table 4.

On the SCL-90-R, the patients with OCPD had signifi-
cantly higher scores than patients without OCPD in 3 of the
global indices and 8 of 10 primary symptom dimensions
(excluding somatization and hostility subscales). On the
Whiteley Index, patients with OCPD showed significantly
higher scores in disease conviction than patients without
OCPD, although no significant differences were shown in
the other subscales.

We also compared the 47 patients with avoidant per-
sonality disorder to the 68 patients without avoidant
personality disorder (Table 5). The data distribution in
SCL-90-R showed a similarity to that of the analysis with
OCPD; those with avoidant personality disorder showed
significantly higher scores in all of the global indices and
primary symptom dimensions except somatization. On the
Whiteley Index, patients with avoidant personality disorder
showed significantly higher scores on every subscale than
did patients without avoidant personality disorder.

In order to evaluate the extent to which our patients are
basically somatized in comparison to a psychiatric outpa-
tient group, we compared the somatization scores of the
115 patients in the current study with a representative
sample of 1,002 psychiatric outpatients in the SCL-90-R
manual.”® The somatization score of the current study was
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Table 3. Questionnaire Scores of Patients (N =115) With DSM-IV Hypochondriasis Without and With OCPD

Without OCPD With OCPD (N =64), P Value® Without vs
Inventory Scale (N=51), Mean +SD Mean +SD With OCPD
PDQ-4+
Total score 26.49+12.57 39.45+13.31 .000 o
OCPD score 2.31+0.93 4.94+1.10 .000 **
SCL-90-R (global indices)
Global Severity Index 1.04+0.58 1.44+0.77 .002 **
Positive Symptom Total 45.94+15.82 55.28+19.14 .005 ok
Positive Symptom Distress Index 1.92+0.52 2.22+0.57 .004 ok
SCL-90-R (primary symptom dimensions)
Paranoid ideation 0.58+0.68 1.25+1.08 .000 ok
Additional item 1.26+0.73 1.76 £0.87 .001 o
Depression 1.28+0.82 1.76 £0.85 .003 ok
Anxiety 1.19+0.80 1.66+0.91 .004 ox
Phobic anxiety 0.45+0.58 0.84+0.95 .007 ok
Obsessive-compulsive 1.27+0.73 1.71+£0.99 .008 ok
Interpersonal sensitivity 1.01+0.76 1.44+1.03 .012 *
Psychoticism 0.76£0.55 1.05+0.80 .025 *
Somatization 1.30+0.74 1.53+0.91 .143
Hostility 0.74+0.76 0.91+0.77 232
Whiteley Index (mpi) 3.54+0.55 3.75+0.67 .077
Disease conviction 2.86+0.69 3.38+0.80 .000 oK
Disease phobia 3.69+0.80 3.77+£0.96 .624
Disease preoccupation 3.92+0.68 3.97+0.75 .665

“The P value for the ¢ test between patients without and with OCPD was P <.05.

*P<.05.
**P<.01.

Abbreviations: DSM-1V = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; mpi=mean per item;
OCPD =obsessive-compulsive personality disorder; SCL-90-R = Hopkins Symptom Checklist-90-Revised.

Table 4. Comparison of PDQ-4+ OCPD Subscale Responses in Patients (N =115) With DSM-IV Hypochondriasis

Without and With OCPD

Without OCPD ~ With OCPD

(N=51) (N=64) Rate of Endorsement by
PDQ-4+ Item Endorsed® True False True False PValue® OCPD Patients (N =64), %
If others can’t do things correctly I would prefer to do them myself 30 21 62 2 <.001 96.88
I waste time trying to make things too perfect 18 33 52 12 <.001 81.25
I have accumulated lots of things I don’t need that I can’t bear to throw out 15 36 44 20 <.001 68.75
I have a higher sense of morality than other people 17 34 44 20 .001 68.75
I often get lost in details and lose sight of the “big picture” 20 31 42 22 .004 65.63
People complain that 'm “stubborn as a mule” 7 44 34 30 <.001 53.13
I see myself as thrifty, but others see me as being cheap 4 47 21 43 .001 32.81
I put my work ahead of being with my family or friends or having fun 7 44 20 44 .022 31.25

“To be positive for OCPD traits on PDQ-4+, 4 or more of these 8 items must be endorsed as true.

PFisher exact test between patients without and with OCPD.

Abbreviations: DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; OCPD = obsessive-compulsive personality disorder;

PDQ-4+ = Personality Diagnostic Questionnaire-4+.

significantly higher than that of the psychiatric outpatient
sample (P<.001; f test; the mean+ SD scores of somatiza-
tion subscales of our 115 patients and the 1,002 normative
sample were 1.42+0.84 and 0.87 £ 0.75, respectively). There
were no differences found on the other subscales of the
SCL-90-R.

DISCUSSION

While there are several studies of the prevalence of
personality disorders among somatizing patients in gen-
eral, none have thoroughly investigated the prevalence of
personality disorders specifically among hypochondriacal
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patients. It is helpful to start with a discussion of the preva-
lence of personality disorder in somatizing patients, since
the hypochondriacal patients in the current study showed
significantly higher somatization scores than the psychiatric
outpatients in the SCL-90-R scoring manual.*®

In a prevalence study of personality disorders among
somatizing patients in a general internal medicine clinic,
Noyes et al” administered the Structured Interview for
DSM-1V Personality (SIDP) and the NEO Five-Factor Inven-
tory to both somatizing and nonsomatizing patients. Noyes
et al reported that 51% of somatizing patients met criteria
for one or more DSM-IV personality disorders, whereas
29% of nonsomatizing patients did.” In this Noyes et al
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Table 5. Questionnaire Scores of Patients (N =115) With DSM-IV Hypochondriasis Without and With Avoidant

Personality Disorder

Without Avoidant PD (N =68),

With Avoidant PD (N =47),

P Value® Without vs

Inventory Scales Mean +SD Mean+SD With Avoidant PD

PDQ-4+
Total score 26.59+11.72 44.00+11.62 .000 ok
Avoidant PD score 1.87+1.09 5.15+1.02 .000 o

SCL-90-R (global indices)
Global Severity Index 1.03+0.59 1.60+0.75 .000 ok
Positive Symptom Total 45.10+16.70 59.87+17.03 .000 ok
Positive Symptom Distress Index 1.95+0.52 2.29+0.56 .001 o

SCL-90-R (primary symptom dimensions)
Depression 1.24+0.73 1.99+0.86 .000 o
Obsessive-compulsive 1.27+0.79 1.87+0.96 .000 o
Interpersonal sensitivity 0.81+0.70 1.88+0.89 .000 o
Paranoid ideation 0.67+0.86 1.37£1.00 .000 ok
Psychoticism 0.69+0.54 1.25+0.81 .000 o
Anxiety 1.24+0.83 1.76 £0.91 .002 ok
Additional item 1.36+0.74 1.80+£0.93 .005 o
Phobic anxiety 0.50+0.56 0.92+1.06 .016 *
Hostility 0.70+0.76 1.03+£0.74 .023 *
Somatization 1.30+£0.82 1.60+0.85 .059

Whiteley Index (mpi) 3.49+0.63 3.90+£0.55 .000 ok
Disease conviction 2.94+0.73 3.45+0.78 .001 ok
Disease phobia 3.59+0.95 3.95+£0.76 .028 *
Disease preoccupation 3.80+0.75 4.16+0.62 .009 o

*The P value for the ¢ test between patients without and with avoidant PD was P<.05.

*P<.05.
**P<.01.

Abbreviations: DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; mpi=mean per item;
PD = personality disorder; PDQ-4+ = Personality Diagnostic Questionaire-4+, SCL-90-R = Hopkins Symptom Checklist-90-

Revised.

study, a significant difference was observed in obsessive-
compulsive personality disorder (OCPD) with somatizers
meeting criteria more often than nonsomatizers. One of the
reasons for the similarity between our results and those of
the Noyes et al study might be the symptomatic overlaps
between somatization and hypochondriacal symptoms.

In another study using the PDQ-4, Dammen et a
examined the prevalence of personality disorder in patients
with medically unexplained chest pain. They found that
39% of patients scored positive for at least 1 personality
diagnosis and that the most common personality disorders
were OCPD (23.3%), followed by avoidant (13.8%) and
paranoid (13.2%) personality disorders. Our results showed
a generally higher percentage of personality disorders in
hypochondriacal patients compared to the rates Dammen
et al identified. The order of the most prevalent personality
disorders in both studies was similar.

Another study by Garyfallos et al’ showed that the preva-
lence of personality disorders in patients with somatoform
disorders was 63% (110 of 175) and significantly higher
than the rate of 52% (664 of 1,273) found in psychiatric
outpatients; in addition, the prevalence of personality dis-
orders in hypochondriasis was 74% (17 of 23). Although the
sample with hypochondriasis in the Garyfallos et al study is
small, our high prevalence of personality disorder supports
the Garyfallos et al report.

The high rate of OCPD and psychological features of
OCPD among hypochondriasis in our study also sup-
ports the close relationship between hypochondriasis and

128
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OCPD.* Patients with OCPD showed evidence of more psy-
chopathology by scoring higher on the PDQ-4+ and most
of the subscales of SCL-90-R. Patients with OCPD scored
significantly higher on the disease conviction subscale of the
Whiteley Index compared to those without OCPD, but there
was no significant difference between these groups on the
disease phobia subscale. A previous study” pointed out that
hypochondriacal disease conviction, a false belief of hav-
ing a disease, was predominantly associated with elevated
levels of somatization, whereas hypochondriacal disease
phobia was associated with anxiety. Since our patients have
higher somatization than a normal outpatient sample in the
SCL-90-R, the elevation of the subscales, both disease con-
viction and somatization, in patients with OCPD support
the previous study.”

These higher scores seen in patients with OCPD are also
congruent with the diagnostic features of OCPD, which
include overconscientiousness; scrupulousness; inflexibility
of morality, ethics, or values; and rigidity and stubborn-
ness.” Higher levels of perfectionism were also indicated
by the PDQ-4+ items endorsing OCPD traits. Starcevi¢®
pointed out the principal components of the psychopa-
thology common to both hypochondriasis and OCPD: the
perception of excessive threat to oneself with the conse-
quent experience of vulnerability and insecurity, mistrust
in oneself and others, greatly increased need for control,
an inordinate search for security, poor tolerance and fear
of uncertainty and ambiguity, and a cognitive style char-
acterized by a struggle for control. He also mentioned that
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the essence of hypochondriasis and OCPD could be cap-
tured by the term chronic disorders of the measure of control
and suggested that hypochondriasis could be regarded as a
developmentally arrested form of OCPD.” In concordance
with Starcevi¢’s formulation, we found a high prevalence
and features of OCPD in hypochondriacal patients. This
relationship also suggests the possibility that the traits of
OCPD might predispose or are a vulnerability factor for
hypochondriasis.

A high prevalence of avoidant personality disorder
among hypochondriacal patients also seems reasonable,
since clinically both are associated with social dysfunction
and inhibition in new interpersonal situations. The high
comorbidity of OCPD and avoidant personality disorder also
supports the report of Garyfallos et al’ in that OCPD and
cluster C disorders are predominant in hypochondriasis.

There are several limitations to this study. First, our
study did not include a nonhypochondriacal group, and
thus the findings may not distinguish hypochondriacal
from nonhypochondriacal patients. Second, the PDQ-4+ is
not a clinical interview but a self-administered assessment.
Although it has been found to be valid and reliable* there
are questions about its high sensitivity and likelihood
of false positive results when compared to structured in-
terviews.” Consequently, the high prevalence of Axis II
diagnoses in the current study might be inflated. Third, the
higher psychopathology in the patients with OCPD may be
caused by the traits of other personality disorders; since the
PDQ-4+ score that resulted from removing the OCPD sub-
scale from the total PDQ-4+ score also remained significantly
higher than that of patients without OCPD. Fourth, there
are questions about the external validity of our results, since
589 patients out of the total 776 eligible participants who
scored over the cutoff screening score for hypochondriasis
were excluded from the previous study.® This exclusion was
also discussed as a limitation in the previous study. Reasons
for exclusion described in the previous study are declined
participation or unreachability of potential participants
as well as failure to meet additional criteria. Furthermore,
the patients who did consent to participate were predomi-
nantly female and highly educated and therefore might
constitute a sample more receptive to a psychosocial treat-
ment approach (ie, cognitive-behavioral therapy). It cannot
be estimated whether the 589 patients were more severely
hypochondriacal or suffered from any other psychiatric or
personality disorders. One of the major problems in studies
of somatoform disorders or hypochondriasis is that patients
often resist psychosocial interventions, believing that their
symptoms are medically rather than psychologically based.
Future studies could be improved by integrating psychoso-
cial treatments into primary care settings.

In recent decades, there has been much debate as to
whether hypochondriasis should remain categorized as a
somatoform disorder, be reclassified as an anxiety disorder
placed within an obsessive-compulsive spectrum,’ > or still
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be treated as “hypochondriacal personality disorder” from
Axis Il aspects.’ This study, which showed a high prevalence
of personality disorders, particularly OCPD, among patients
with hypochondriasis, might contribute to the reconceptual-
ization of diagnostic criteria for hypochondriasis. Moreover,
from clinical aspects, this high prevalence of personality
disorder also suggests that more attention should be paid
to personality aspects in the assessment of hypochondriasis
and also when considering a therapeutic intervention for
hypochondriasis.
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