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Background: Although body dysmorphic
disorder (BDD) has many features in common
with obsessive-compulsive disorder (OCD) and
is frequently comorbid with OCD, few studies
have directly compared the 2 disorders. Although
BDD and OCD respond to similar medications and
cognitive-behavioral therapy (CBT), their response
to treatment has never been directly compared.

Method: We studied 107 consecutive patients
with DSM-I11-R OCD (N = 96) or BDD (N = 11)
treated openly for 6 weeks with intensive CBT,
medication, and psychosocial rehabilitation, in a
specialized partial hospitalization program for se-
verely ill OCD patients. All patients were assessed,
before and after treatment, with the Yale-Brown
Obsessive Compulsive Scale (Y-BOCS), Hamilton
Rating Scale for Depression (HAM-D), Hamilton
Rating Scale for Anxiety (HAM-A), and Global
Assessment Scale (GAS). Retrospectively, we com-
pared the clinical characteristics, symptom severity,
and response to treatment of BDD patients with
those of OCD patients.

Results: BDD patients and OCD patients had
similar sex ratio, age, treatment duration, prevalence
of comorbid major depression, and pretreatment
Y-BOCS and GAS scores. BDD patients had signifi-
cantly higher pretreatment HAM-D and HAM-A
scores. The proportions of patients treated with sero-
tonin reuptake inhibitors and antipsychotics did not
differ between groups. Both groups improved with
treatment, with significant (p < .001) changesin
Y-BOCS, HAM-D, HAM-A, and GAS scores.
Changein Y-BOCS did not differ between groups,
but changesin HAM-D and HAM-A were signifi-
cantly greater in BDD patients than in OCD patients.

Conclusion: While BDD may be associated
with greater severity of depressive and anxiety
symptoms than OCD, this study suggests that BDD
may respond to intensive, multimodal treatment.

(J Clin Psychiatry 2001;62:67—72)
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B ody dysmorphic disorder (BDD), a disorder char-
acterized by preoccupation with an imagined or
slight defect in appearance, is more common than previ-
ously realized, affecting up to 2% of nonclinical popula-
tion samples* and up to 12% of psychiatric outpatients.?
BDD can be quite severe and potentially disabling, caus-
ing marked distress, severe social and occupationa im-
pairment, and high rates of comorbid mood disorders,
suicide attempts, and hospitalization.*®

BDD is widely considered to be closely related to
obsessive-compulsive disorder (OCD) and is considered
an “obsessive-compulsive spectrum disorder”® because it
shares several features with OCD, such as intrusive, ob-
sessional fears and compulsive rituals. In BDD (previ-
ously called dysmorphophobia’), the obsessional fears are
about some imagined defect in the appearance, shape, or
size of some body part. Common foci of distress include
the face, nose, ears, eyes, skin, and hair, but can involve
any body part.” Compulsions include mirror-checking,
skin-picking, camouflaging, repeated cosmetic surgeries,
and avoidance of any situation in which the distressing
body part might be seen. BDD also shares a similar sex
ratio, early age at onset, and chronic course with OCD
and has higher-than-expected rates of comorbidity with
OCD.® Moreover, BDD responds preferentialy to the
same type of treatments used for OCD: serotonin reuptake
inhibitors (SRIs)®*° and behavioral therapy with exposure
and response prevention.™** However, BDD differs from
OCD in important ways. BDD involves loss of insight
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much more often than OCD. Up to half of patients with
BDD develop delusional levels of belief of their somatic
obsessions, firmly believing that their imagined problems
are real,*> compared with only 10% to 15% of patients
with OCD whe are delusional .**

Although-BDD has many features in common with
OCD, few previous studies have directly compared the 2
disorders, and none have compared their response to spe-
cific treatments. Simeon et al.* compared OCD patients
with comorbid BDD (comprising 12% of the patients in
the DSM-1V field trial for OCB) with OCD patients with-
out BDD and found that comorbid patients had more anx-
ious, impulsive, and schizotypalfeatures than did patients
with OCD alone. Insight was more-impaired for BDD
symptoms than for OCD symptoms. OCDpatients with
and without BDD did not differ in demographic charac-
teristics or in the total severity of OCD symptoms, but
OCD patients with comorbid BDD had significantly.more
sexual obsessions. No patients with BDD" alone (without
comorbid OCD) were included in that study..Treatment
response was assessed only in a small subset of ‘patients
who underwent an undescribed treatment and was re-
ported only in terms of global clinical improvement, not
with specific symptom severity scales, and depressive
symptoms were not assessed in that study.* McKay and
colleagues® found that BDD patients were similar to OCD
patients on severity measures of obsessions, compulsions,
depressive symptoms, and cognitive symptoms of anxiety,
but had higher levels of overvalued ideation and lower
levels of physical anxiety symptoms. The authors did not
assess treatment response in that report. Phillips et al.®
compared BDD patients with OCD patients and found
that the 2 groups did not differ in sex ratio, most demo-
graphic variables, illness severity, or family history of
most psychiatric disorders. BDD patients in their study
were younger; had higher lifetime rates of major depres-
sion, socia phobia, and psychotic disorders, were more
likely to have suicidal ideation; and were less likely to be
married than the OCD patients. However, neither the se-
verity of depressive and anxiety symptoms nor treatment
response was assessed in their study.

BDD has been described in the psychiatric literature as
“extremely difficult to treat.”*® As seen in OCD," clinical
trials indicate that 40% to 50% of BDD patients may not
have an adequate response to SRIs aone,>* and 20% to
30% may not respond to trials of cognitive-behavioral
therapy (CBT) alone.*"*? Although not all studies agree,
recent trialsin OCD suggest that the combination of med-
ications and CBT is superior to either modality alone.’®*°
The same would be expected in BDD, but to our knowl-
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edge, no studies to date have assessed the efficacy of
multimodal treatment for BDD. Intensive treatment ap-
proaches combining aggressive medication management
with daily CBT and psychosocial rehabilitation in a con-
trolled setting have been found to be effective for severe
and disabling OCD.2*% Qur group had previously found
that over 70% of previously treatment-refractory OCD
patients responded to treatment in the University of Cali-
fornia Los Angeles (UCLA) OCD Partial Hospitalization
Program (OCD PHP), a specialized partial hospitalization
program for patients with severe and refractory OCD and
related disorders that utilized the intensive, multimodal
treatment approach.? If the treatment-response character-
istics of patientswith severe BDD were similar to those of
patients with severe OCD, similar effectiveness of inten-
sive treatment would be expected in BDD patients. There-
fore, we sought to compare the clinical characteristics,
symptom severity, and response to treatment of BDD pa-
tients versus OCD patients treated with the same ap-
proach, combining medications and intensive CBT. On
the basis of the previous studies reviewed above, we hy-
pothesized that BDD patients and OCD patients would
have similar severity of obsessive and compulsive symp-
toms, but that BDD patients would have higher rates of
comorbid major depression, greater severity of depressive
and anxiety. symptoms, and poorer overall functioning.
Weturther hypothesized that intensive, multimodal treat-
ment would significantly improve symptoms and func-
tioning in‘severelyill BDD patients, but to alesser degree
than in OCD patients:

SUBJECTS AND METHOD

Subjects were 107 consecutive patients with
DSM-I11-R OCD and/or BDD, treated openly between
1993 and 1997 in the UCLA OCD PHP. Compared with
outpatient treatment, this program has'the advantages of
strict enforcement of compliance with medication and
CBT, aswell as massed exposure and response prevention
on a daily basis. Eleven of the 107 patients (10%) met
DSM-I11-R criteria for BDD. For purposes of analysis,
patients were retrospectively divided into 2 groups: BDD
(N =11) versus OCD (N = 96). Patients were included in
the OCD group only if they met DSM-I1I-R criteria for
OCD but did not have BDD symptoms. BDD patients
who met DSM-I11-R criteria for comorbid OCD (N =7)
were combined with BDD patients without comorbid
OCD (N =4) in the BDD group. Regardless of the pres-
ence or absence of comorbid OCD symptoms, all patients
with BDD had treatment that focused primarily on their
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specific BDD symptoms. Patients with the delusional
variants of BDD or OCD were included because previous
data suggest that these disorders encompass arange of in-
sight from full awareness to delusional beliefs.>**? The
majority of the patients had failed to respond to outpatient
trials of SRIsand at least one outpatient trial of exposure
and response prevention.

Diagnoses were ymade by semistructured clinical
interview, as well as with standardized screening and
rating scales, including the Anxiety Disorders Interview
Schedule-Revised (ADIS-R),2 the Yale-Brown Obsessive
Compulsive Scale (Y-BOGCS);**“and the Y-BOCS symp-
tom checklist. Thelatter instrument also provided alisting
of the specific OCD symptom facters-present in each pa-
tient, including the obsessions and compulsions regarding
harm and aggression, checking and.repeating, contam-
ination and cleaning, sex, hoarding and saving; religion/
scruples, symmetry and order, somatic symptoms (includ-
ing BDD symptoms), and miscellaneous’symptoms. Pa-
tients presented with awide range of comorbid.diagnases;
including major depression, bipolar disorder, psychotic
disorders, other anxiety disorders, and substance abuse
disorders, that were addressed with medication but not
symptom-specific behavioral therapy.

Symptom severity and level of functioning were as-
sessed at entry into the program and at discharge. OCD
symptom severity was measured with the Y-BOCS. Be-
cause patientsin this study were treated between 1993 and
1997 (before the specifically modified BDD-YBOCS®
was published), BDD symptoms were included on the
Y-BOCS symptom checklist and their severity was also
measured with the standard Y-BOCS. The severity of
depressive and anxiety symptoms was measured by Ham-
ilton Rating Scale for Depression (HAM-D)? and Hamil-
ton Rating Scale for Anxiety (HAM-A).? Overall
functioning was measured with the Global Assessment
Scale (GAS).®

As described in our previous report,® all patients
treated in the OCD PHP received intensive, daily CBT (in
both individual and group settings) for several hours a
day, primarily involving exposure and response pre-
vention targeted to their individual obsessive fears and
compulsive behaviors. For BDD patients, exposure and
response prevention was individually tailored to each
patient’s dysmorphophobic symptoms and included re-
petitive imaginal and in vivo exposure to the distressing
thoughts and fears each patient had about the specific
body parts with which they were preoccupied; prevention
of mirror-checking, grooming, skin-picking, and cam-
ouflaging rituals; and gradually increasing exposure to
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anxiety-provoking social situations without hiding the rel-
evant body parts.

All patients in the program also received medication
and psychosocial rehabilitation. Medications included
SRIs, as well as medications prescribed to augment the
response to SRIsof BDD and OCD symptoms®*° and treat
comorbid disorders. These included buspirone, antipsy-
chotics, antidepressants, mood stabilizers, and anxiolytics.
Pharmacotherapy proceeded according to the algorithm for
treatment-refractory OCD described in our previous re-
port.?* Medication selection was based on diagnosis, clini-
cal judgment of the study physicians (A.B., R.R., or S.S.),
history of efficacy and tolerability, and patient preference.
Psychosocial rehabilitation was based on the multimodal
approach developed by Liberman and colleagues™ and
included groupsto educate patients about diagnoses, medi-
cations, and CBT aswell as groups focusing on communi-
cation skills, anxiety management, vocational assessment,
time management, and independent living skills. Our ear-
lier data showed that more than 70% of OCD patients
treated in the OCD PHP for an average of 6 weeks had
clinically significant responses (as defined by > 25% de-
crease in Y-BOCS score and > 10-point increase in GAS
score).and that treatment response was sustained over an
18-month follow-up period.#

Statistical-‘Analysis

Weretrospectively compared the clinical characteristics,
symptom severity,-and.response to treatment of BDD pa-
tients versus/OCD~patients. Data were entered into a
Microsoft Excel® database and analyzed using SPSS sta-
tistical software (Chicagos 1II.). Fisher exact testswere used
to compare the proportion of patients in each group who
had comorbid major depression aswell as the proportions
treated with SRIs and antipsychotic medications. A series
of 4 Student t tests for independent sampleswith equal vari-
ances were used to compare the pretreatment Y-BOCS,
HAM-D, HAM-A, and GAS scores of BDD patients
versus OCD patients. A series of 4 split-plot, repeated-
measures multivariate analyses of variance (MANOVAS)
were performed to analyze change with treatment in
Y-BOCS, HAM-D, HAM-A, and GAS scoreswith time as
the within-subjects factor and diagnosis of BDD versus
OCD as the between-subjects factor. Repeated-measures
MANOVAs were also performed on the obsessions and
compulsions subscales of the Y-BOCS, making atotal of 6
repeated-measures MANOVAS. All analyses are intent-to-
treat with last observation carried forward. All subjectswho
completed at least the initial week of treatment were in-
cluded in the analyses.
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Table 1. Demographic Features and Treatment of Subjects
With Body Dysmorphic Disorder (BDD) vs.
Obsessive-Compulsive Disorder (OCD)*

BDD OCD

Variable (N =11) (N =96)

Age, y, mean £ SD 325+85 34.3+128
Male/total N (%-male) 5/11 (45.6) 55/96 (57.3)
Duration of treatment, d, 346+21.2 405%37.0

mean + SD

Treated with SRIs, N (%) 9 (81.8) 77 (80.4)
Treated with antipsychotics, N (%) 4 (36.4) 31 (32.3)
Treated with intensive CBT, .N"(%) 11 (100) 96 (100)
Current comorbid major 5 (45.6) 43 (44.8)

depression, N (%)

@Abbreviations: CBT = cognitive-behavioral therapy, SRI = serotonin
reuptake inhibitor.

RESULTS

BDD patients (N = 11) and OCD patients (N =96) did
not differ significantly in mean age, sex'ratio, or mean
duration of treatment (Table 1). The preval ence of,comar-
bid major depression was similar for the 2 groups(5/11
vs. 43/96, Fisher exact test, p = 1.000). The proportion.of
patients treated with SRIs (9/11 vs. 77/96, Fisher exact
test, p=1.000) and antipsychotic medications (4/11 vs.
31/96, Fisher exact test, p =.747) also did not differ sig-
nificantly between groups (see Table 1).

Pretreatment total Y-BOCS and GAS scores were very
similar in the 2 groups, as were the obsessions and com-
pulsions subscale scores (Table 2). However, BDD pa
tients had significantly higher pretreatment scores on
the HAM-D (t=2.83, df =105, p=.006) and HAM-A
(t =3.23, df =105, p =.002) than did OCD patients, indi-
cating greater severity of pretreatment depressive and anx-
iety symptoms. Repeated-measures MANOVAs indicated
that both groups improved substantially with treatment,
with highly significant main effects for time on Y-BOCS
(F=162.28, df = 1,105; p<.001), HAM-D (F = 55.49,
df =1,105; p<.001), HAM-A (F=68.22, df =1,105;
p<.001), and GAS (F=7354, df =1,105; p<.001)
scores. Change in Y-BOCS score did not differ between
groups (diagnosis x time F = 0.05, df = 1,105; p = .831),
but repeated-measures MANOVAS revealed significant
diagnosis x timeinteractionsfor HAM-D scores (F = 7.51,
df =1,105; p=.007) and HAM-A scores (F=9.77,
df = 1,105; p =.002), with significantly greater improve-
ment in depressive and anxiety symptomsin BDD patients
than in OCD patients. When the Y-BOCS obsessions and
compulsions subscales were analyzed separately, repeated-
measures MANOVA revealed highly significant main ef-
fects for time for each subscale (F = 117.94, df = 1,105;
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p <.001 for obsessions; F = 106.77, df = 1,105; p <.001
for compulsions), but no significant diagnosis x time in-
teractions, indicating that both groups had significant
improvements in both obsessions and compulsions with
treatment. After treatment, BDD patients and OCD pa-
tients did not differ on any of the rating scales (see
Table 2).

DISCUSSION

To our knowledge, this is the first published study di-
rectly comparing response to treatment in BDD versus
OCD. Our results are consonant with previous studies
showing that patients with BDD have similar levels of
obsessive and compulsive symptom severity and overall
functional impairment compared with patients with
OCD,*** |ending further support to the conceptualization
of BDD as an obsessive-compulsive spectrum disorder.
However, despite the fact that the small sample size of
BDD patients limited the statistical power of this study,
significant differences between the BDD and OCD
groups were found in the severity of depressive and anxi-
ety symptoms, as well as in the magnitude of response of
those .symptoms to treatment. Both BDD patients and
OCD patients in this study were found to have robust
improvements in obsessive, compulsive, depressive, and
anxiety symptoms with treatment, suggesting that the
combination-of “aggressive medication treatment, inten-
sive CBT;and psychosocial rehabilitation can be effective
for not only the core’symptoms of these disorders but also
arange of associated and comorbid affective syndromes.

Although the prevalenceof comorbid major depres-
sion was not significantly different between groups, BDD
patients had greater pretreatment severity of depressive
symptoms than did OCD patients:This finding differs
somewhat from those of McKay and'colleagues,”® who
found depression severity to be dlightly higher, but not
significantly different, in BDD patients than OCD pa-
tients. One possible reason for the greater severity of de-
pression in our sample was that it consisted of severely ill
patients in a partial hospitalization setting, most of whom
had failed prior trials of medication or CBT, whereas the
patients in the study by McKay et a.® were all outpa-
tients. The McKay et a.® study also used a different
depression rating scale than our study. Our finding of sig-
nificantly higher pretreatment anxiety scoresin BDD pa-
tients than in OCD patients replicated the results of 2
previous studies.**® Taken together, these findings sug-
gest that BDD is associated with a more severe affective
disturbance than is OCD. The greater amount of anxiety
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Table 2. Clinical Characteristics and Symptom Severity of Subjects With Body
Dysmorphic Disorder (BDD) vs. Obsessive-Compulsive Disorder (OCD) Before and
After Intensive Multimodal Treatment®

BDD OCD BDD vs OCDP
(N=11) (N =96) Diagnosis Time Diagnosis x Time

Variable Mean SD Mean SD F p F p F p
Y-BOCS total

Pretreatment 296 37 280 4.7 093 .338

Posttreatment 169 51 158 59 162.28 .000 0.05 .831
Y-BOCS obsessions

Pretreatment 148 /21 142 25 150 .223

Posttreatment 96 29 83 31 117.94 .000 0.35 .554
Y-BOCS compulsions

Pretreatment 147 28439 32 117 .281

Posttreatment 84 36 7334 106.77 .000 0.02 .887
HAM-D

Pretreatment 247 71 17.9 <7:6°+3.43 .067

Posttreatment 136 73 127 7.1 55.49 .000 7.51 .007
HAM-A

Pretreatment 380 82 305 719 491 .029

Posttreatment 267 7.3 255 65 68.22 .000 9.77 .002
GAS

Pretreatment 458 11.5 505 108 0.45 .506

Posttreatment 62.9 10.3 619 9.2 73.54 .000 2.90 .092

#Abbreviations: GAS = Global Assessment Scale, HAM-A"= Hamilton Rating Scale for Anxiety,

gcAalM-D = Hamilton Rating Scale for Depression, Y-BOCS = Yale-Brown Obsessive Compulsive
e

PEffects of diagnosis, time, and diagnosis x time interactions used répeated-measures multivariate

analyses of variance, df = 1,105.

‘Student t = 2.83, df = 105, p = .006.

dStudent t = 3.23, df = 105, p = .002.

and depression in BDD may be due to poorer insight into
theillness and a stronger belief that the imagined ugliness
or defect isreal.®

Contrary to our hypothesis that BDD symptoms would
be less responsive to treatment, BDD symptoms and OCD
symptoms responded equally well to open, multimodal
treatment. Both groups had a mean 43% decrease in
Y-BOCS score after treatment, similar to the magnitude of
improvement seen in severa previous studies of outpa
tients with BDD treated with either SRIS* or CBT,***
even though many of our patients had failed trials of SRIs
or outpatient CBT prior to admission into the OCD PHP.
Our results indicate that, as found with patients with
refractory OCD, patients with previously treatment-
refractory BDD can improve significantly with intensive,
multimodal treatment. The duration of treatment required
to achieve improvement in symptoms and functioning
(mean = 34.6 days) was relatively short compared with
several previoustreatment trialsthat have reported that up
to 10 to 14 weeks of treatment may be required for many
patients.™* While short-term responses in intensive treat-
ment settings do not always translate into long-term re-
sponses when patients return to their usual environment,
our previous data showed that the treatment response

provement.*
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of OCD patients treated in the
UCLA OCD PHP for an average
of 6 weeks was sustained over an
18-month follow-up period.?* Lon-
gitudinal follow-up studiesof BDD
patients to assess long-term symp-
tomatic and functional outcome are
currently underway to determine
whether BDD patientswill be simi-
larly able to retain the improve-
ments made in the program.

A surprising finding was that
BDD patients had significantly
greater improvement in depressive
and anxiety symptoms with treat-
ment than experienced by OCD pa-
tients, athough this may merely
represent regression to the mean
from the higher pretreatment de-
pression and anxiety scoresin BDD
patients. GAS scores also improved
significantly in both groups, sug-
gesting that comprehensive treat-
ment impacts not only psychiatric
symptoms but also overall func-
tioning. Other data from our pro-

gram have shewn that both subjective indices of quality
of life and objective measures of general and social activ-
ity improved_significantly in severely ill OCD patients
treated in our<program,.independent of symptomatic im-

In addition to the small<sample of BDD patients, this
study had the usual limitationsassociated with anaturalis-
tic case series. Therefore, caution must be exercised in
making conclusions based on its results. Patients were not
rated by independent, blinded raters;-and treatments were
administered openly and without standardization. How-
ever, the blend of medications and intensive CBT admin-
istered was virtually identical for BDD versus OCD
patients. The same algorithm* was followed for both
groups. The proportion of patients treated with SRIs and
antipsychotics was the same, as was the duration of treat-
ment. CBT was administered to both patient groups by the
same therapists, using the same techniques of exposure,
response prevention, and cognitive restructuring. Further-
more, both groups of patients attended the same group
meetings for psychosocial rehabilitation. Another limita-
tionisthat BDD symptoms were not rated independent of
OCD symptoms, since the BDD-YBOCS, the instrument
designed for that purpose, was not available until after
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this study was done. However, validation studies of the
Y-BOCS and BDD-YBOCS show that the 2 scales are
highly correlated,® making it unlikely that our results
would have differed significantly had the newer measure
been used. Our use of the same scale for BDD and OCD
symptoms 'did/allow for a direct comparison of their re-
sponse to treatment.

Controlled studi€es of either medication treatment or
psychotherapy™*? for BDD are very few in number; more
will be required to establish which treatments are effec-
tive for the disorder. The results of the present, open study
suggest that controlled studiesof-combined treatment uti-
lizing medications and intensive’ CBT for refractory BDD
are warranted. In summary, our results-suggest that al-
though BDD patients often present with-acomplex array
of severe compulsive, depressive, and-anxiety symptoms,
they may respond well to a comprehensive, multimodal
approach, very similar to that found effective for refrac-
tory OCD.

Drug name: buspirone (BuSpar).
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CME POSTTEST
A Retrospective Review of Clinical Characteristics and Treatment Response
in Body Dysmorphic Disorder Versus Obsessive-Compulsive Disorder

Instructions

Participants may receive up to 1 hour of Category 1
credit toward the American Medical Association Physician's
Recognition Award by reading the CME article and correctly
answering at least 70% of the questions in the posttest that
follows.

1. Read each question carefully and circle the answer on
the Registration form.

2. Type or print the registration information in the spaces
provided, and complete the evaluation.

3. Send the Registration Form along with a check, money
order, or credit card payment in the amount of $10 to the
address or fax number listed on the Registration Form.

4. For acredit certificate to be issued, answers must be
postmarked by the deadline shown on the CME
Registration Form. After that date, correct answers to the
posttest will be printed in the next issue of the Journal.

All replies and results are confidential. Answer sheets,
once graded, will not be returned. Unanswered questions will
be considered incorrect and so scored. Your exact score can
be ascertained by comparing your answers with the correct
answers to the posttest, which will be printed in the Journal
issue after the submission deadline. The Physicians
Postgraduate Press, Inc. Office of Continuing Medical
Education will keep only arecord of participation, which
indicates the completion of the activity and the designated
number of Category 1 credit hours that have been awarded.

. A common symptom of body dysmor phic disar.der
(BDD) is:

a. Repetitive hand-washing

b. Repetitive bingeing and purging

c. Repetitive mirror-checking

d. Repetitive hair-pulling

. Thetype of psychotherapy found to be preferentially
effective for BDD is:

a. Interpersona psychotherapy

b. Psychodynamic psychotherapy

c. Interoceptive exposure to physiologic cues

d. Exposure and response prevention

. BDD has not been found to respond to:
a. Serotonin reuptake inhibitors

b. Electroconvulsive therapy

c. Cognitive-behavioral therapy

d. Intensive, multimodal treatment

. Multimodal treatment that combines medications

and cognitive-behavioral therapy:

a. Appears to be more effective for severe
obsessive-compulsive disorder (OCD)
than either modality alone

b. Ameliorates OCD symptoms but not depressive
symptoms

c. Ameliorates OCD symptoms but does not
improve overall functioning

d. Does not help patients who have previously
failed outpatient behavioral therapy
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5. BDD patients have been found to differ significantly
from OCD patientsin:
a Impairment of insight
b. Ageat onset
¢. Scores on the Yale-Brown Obsessive Compulsive Scale
d. .Male-female prevalence ratio

6. Thisstudy: found significant, pretreatment differences
between OCD patients and BDD patientsin:
a. Severity of obsessions
b. Severity.of compulsions
c. Severity of. anxiety symptoms
d. Overall functional impairment

7. Inthisstudy:
a. OCD symptoms improved morethan BDD symptoms.
b. BDD symptoms improved more than OCD symptoms.
¢. Compulsions improved, but obsessions did not.
d. BDD and OCD symptoms responded equally well.

8. In this sample of BDD patients treated with'intensive,
multimodal treatment, all of the following occurred,
except:

a. BDD symptoms improved significantly.

b. Obsessions improved, but compulsions did not.
c. Depressive symptoms improved significantly.
d. Anxiety symptoms improved significantly.

Note: Because the expiration date for The Journal of Clinical
Psychiatry CME activities has been extended from 6 months
to 1 year, no answers will be published until July 2001.
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CME REGISTRATION/EVALUATION
A Retrospective Review of Clinical Characteristics and Treatment Response
in Body Dysmorphic Disorder Versus Obsessive-Compulsive Disorder

Circle the one correct answer for each question.

1. a b c¢ d 5 a b ¢ d
2 a b ¢ d 6. a b ¢ d
3 a b ¢ d 7 a b c¢ d
4. a b ¢ d 8 a b ¢ d

Print or type

Name

Social Security number - -

(for CME credit recording purposes)

Degree Specialty

Affiliation

Address

City, State, Zip

Phone ( )

Fax ( )

E-mail

O Hospital O Private Practice 0 Resident O Intern

Deadline for Submission

For acredit certificate to be issued, please fax or mail this
Registration Form and payment no later than January 31, 2002.
You will receive your credit certificate within 6 to 8 weeks.

Keeping a copy for your files

Retain a copy of your answers and compare them with the
correct answers, which will be published after the submission
deadline.

Payment

A $10 payment must accompany this form. You may pay by
check, money order, or credit card (Visa or MasterCard). Make
check or money order payable to Physicians Postgraduate
Press, Inc. If paying by credit card, please provide the
information below.

Check one: 0O Visa 0O MasterCard
Card number
Expiration date

Your signature

Please evaluate the effectiveness of this CME activity by
answering the following questions.

1. Was the educational content relevant to the stated
educational objectives? [ Yes 0 No

2. Did this activity provide information that is useful in
your clinical practice? [ Yes O No

3. Was the format of this activity appropriate for the content
being presented? [ Yes O No

4. Did the method of presentation hold your interest and
make the material easy to understand? [ Yes [J No

5. Achievement of educational objectives:

A. Enabled me to list features shared by body
dysmorphic disorder and obsessive-compulsive
disorder. [ Yes 00 No

B. Enabled me to describe differences between body
dysmorphic disorder and obsessive-compulsive
disorder. [ Yes 00 No

C. Enabled meto identify strategies to treat body
dysmorphic disorder. [0 Yes [0 No

6. Did this CME activity provide a balanced, scientifically
rigorous presentation of therapeutic options related to the
topic, without commercia bias? [ Yes [0 No

7. Does the information you received from this CME
activity confirm the way you presently manage your
patients? [ Yes [0 No

8. Does the information you received from this CME
activity change the way you will manage your patientsin
the future? [ Yes [0 No

9. Please offer comments and/or suggested topics for future
CME activities.

10. How much time did you spend completing this CME
activity?

11. Please rank the format for future activities in order of
your preference (1 is most preferred):

___ Audiotape ~ CD-ROM __ Telephone
___ Internet __ E-Mmall ___ Symposium
__ Journd ____ Supplement to Journal

12. Do you have convenient access to the Internet?
U Yes UJ No

TEAR OUT AND SEND THIS PAGE, ALONG WITH YOUR PAYMENT, TO:
PHysiciaNs PosTGRADUATE PrESss, INC. ¢ OrrFice oF CoNTINUING MEDICAL EpucaTion ¢ P.O. Box 752870 « MempHis, TN 38175-2870

| F YOU ARE PAYING BY CREDIT CARD, YOU MAY FAX THIS PAGE TO: OFFICE oF COoNTINUING MEDICAL EpucaTion AT 901-751-3444

QuEesTtions? CaLL 1-800-489-1001 ext. 8
WWW.PSY CHIATRIST.COM
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