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Abstract 

The study aimed to examine symptoms of hypochondriasis in relation to obsessive-

compulsive disorder (OCD), by investigating the prevalence of hypochondriacal symptoms in 

OCD, the effect hypochondriacal symptoms has on OCD treatment outcome, and how OCD 

treatment affects hypochondriacal symptoms. Another objective of the study was to explore 

the role of metacognition in symptoms of hypochondria. A sample of 313 patients with a 

primary diagnosis of OCD and 382 community controls were compared on the Whiteley 

Index of hypochondriasis, the Metacognitions Questionnaire, and the Yale-Brown Obsessive-

Compulsive Scale. Results showed that the prevalence of hypochondriasis symptoms was 

30.7% in the OCD sample, significantly higher than in the control group. Furthermore, 

symptoms of hypochondria did not have a significant effect on OCD treatment outcome. 

Hypochondriacal symptoms improved moderately following OCD treatment. Finally, 

symptoms of hypochondriasis were found to be moderately correlated with metacognition and 

improvement in hypochondriasis was associated with changes in metacognitive beliefs. 

Implications for treatment and future research is discussed. 

 Keywords: hypochondriasis, obsessive-compulsive disorder, comorbidity, and 

metacognition. 
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Hypochondriasis describes a condition were one is preoccupied with fears and ideas of having 

a serious disease due to misinterpretation of somatic symptoms (American Psychiatric 

Association [APA], 1994). The preoccupation lasts for at least six months and persists despite 

medical reassurance that there is no underlying disease warranting the experienced distress. 

Because those who have hypochondria are usually disinclined to regard their problems as 

anything other than physical, they typically surface in primary and specialty medical settings 

rather than in psychiatric clinics. Moreover, they usually make frequent telephone inquiries 

and office visits concerning relatively minor or undetectable symptoms, seeking constant 

reassurance that they are not severely ill (Abramowitz, 2005). The prevalence of 

hypochondriasis in the normal population is unknown, but in general medical practice it has 

been reported to be between 4 and 9% (APA, 1994). The relatively high prevalence rate, 

reluctance to accept referral to psychiatric clinics, and excessive health care utilization have 

made hypochondriacs a social concern both from a public health, and cost effectiveness 

perspective (Greeven et al., 2007).  

For a long time, hypochondriasis had a reputation of being chronic and relatively 

refractory to treatment (Greeven et al., 2007). However, relatively recent advances in 

cognitive-behavioral conceptualizations have lead to more effective management (Beck, 

Emery, & Greenberg, 1985; Bouman & Visser, 1998; Speckens et al., 1995; Warwick & 

Salkovskis, 1990). According to the cognitive-behavioral model, a hypochondriacal “loop” 

starts out with bodily sensations triggering catastrophic misinterpretations. These 

misinterpretations are hypothesized to elicit anxiety. The anxiety is in turn assumed to initiate 

maladaptive hypochondriacal behavior such as checking, reassurance seeking, and avoidance 

of disease related stimuli. Furthermore, hypochondriacal behavior is thought to result in 

selective attention towards bodily sensations and disease-related stimuli, which further 

increases anxiety and causes more bodily symptoms. Essentially, the hypochondriac ends up 

being caught in a vicious circle where the problem is maintained by erroneous beliefs about 

health as well as maladaptive behavioral responses. Cognitive-behavioral therapy (CBT) is 

currently established as the leading treatment for hypochondriasis (Kroenke, 2007; 

Seivewright et al., 2008). Predominantly, CBT treatment constitutes techniques helping 

patients recognize and modify erroneous beliefs about illness, such as “all bodily sensations 

are signs of serious illness” (Abramowitz, 2005). Furthermore, CBT attempts to eliminate 

behavioral responses considered barriers to self-correction of faulty beliefs.  

The observation of overlapping features in hypochondriasis and obsessive-compulsive 

disorder (OCD) has resulted in an upsurge of interest in how the two disorders are related 
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(Savron et al., 1996). OCD is characterized by the presence of obsessions and compulsions 

(APA, 1994). An obsession is a thought, image or impulse that repeatedly appears in a 

person’s consciousness in a stereotypic form. Obsessions are experienced as anxiety 

provoking because their content is usually violent or obscene, or perceived as meaningless. 

Examples of obsessions are impulses to harm one’s own children, and thoughts of 

contamination. The person experiencing obsessions usually attempts to ignore or neutralize 

them by respectively avoiding triggers, using thought suppression, or performing a 

compulsion. A compulsion is a specific behavior or mental act, which has to be performed in 

a rigid manner in response to an obsession. Examples of compulsive behaviors are checking, 

ordering, and washing, while compulsive mental acts can be counting, praying, or silently 

repeating words. The purpose of a compulsion is to prevent anxiety or a feared event from 

happening, both usually having their origin in a previous obsession. However, the behavioral 

or mental act of a compulsion will usually be either clearly excessive or not realistically 

designed considering what the person wants to prevent.  

Hypochondriasis resembles OCD in that anxiety is evoked by specific reoccurring 

intrusive thoughts or ideas and reduced by ritualistic reassurance seeking, and symptom 

checking (Fallon, Javitch, Hollander, & Liebowitz, 1991; Neziroglu, McKay, &Yaryura-

Tobias, 2000; Warwick & Salkovskis, 1990). Furthermore, patients with OCD often fear 

illness, injury or contamination, which is considered the core theme of the hypochondriasis 

diagnosis (Savron et al., 1996). In fact, 55% of OCD patients have been reported to have 

contamination obsessions, while 34% are suggested to have somatic obsessions (e.g. fear of 

breast cancer, with a resulting compulsion to check for this) (Rasmussen & Tsuang, 1986). 

Furthermore, 47.6% of OCD patients conduct washing/cleaning compulsions (Ball, Baer, & 

Otto, 1996) typically associated with contamination-related obsessions (Tolin & Meunier, 

2008).  

However, there are also important differences distinguishing hypochondriasis and 

OCD. The main differences is that obsessions related to illness and disease are typically 

characterized by fear of getting sick in the future, rather than having become ill already, 

which is the hypochondriac’s conviction (Fallon, Klein, & Liebowitz, 1993). Also, OCD 

patients generally have more insight in their illness than hypochondriacs, being aware that 

their thoughts and actions are unrealistic (Neziroglu et al., 2000).  

The similarities and differences between hypochondriasis and OCD have resulted in a 

debate regarding whether they’re related or not. In conjunction with this, it’s discussed if 

hypochondriasis might be best defined as a subtype of OCD (focused on illness fears and 
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bodily sensations), or should belong to the obsessive-compulsive spectrum, which is a 

collective term for disorders seemingly closely related to OCD (Fallon et al., 1991; Fallon, 

Qureshi, Laje, & Klein, 2000; Neziroglu et al., 2000). These questions have lead to 

substantial research in the field addressing the link between hypochondriasis and OCD, and 

possible treatment implications of a potential connection. In particular, research has addressed 

whether what we know about treating OCD can be of help in curing hypochondria, because 

treatment research and success was obtained in OCD prior to that of hypochondriasis (Fallon 

et al., 1993). Conducting studies on hypochondriasis applying methods found effective in 

OCD treatment has been profitable and to a great extent contributed to our current knowledge 

base of hypochondriasis (Neziroglu et al., 2000).  

 

Prevalence of symptoms of hypochondriasis in patients with OCD 

Patterns of comorbidity between hypochondriasis and OCD are among the central 

matters in research addressing the relationship between the two (Fallon et al., 2000; Neziroglu 

et al., 2000; Savron et al., 1996). Most studies have investigated prevalence rate of OCD in 

patients with hypochondriasis rather than the reverse comorbidity. Currently, findings on the 

prevalence of hypochondria in OCD patients are inconclusive, but the most recent and 

methodological robust studies suggest a prevalence rate of 13-15%, significantly higher than 

that in controls.  

One Indian study investigating the prevalence of hypochondriasis in 231 OCD 

subjects (Jaisoorya, Janardhan Reddy, & Srinath, 2003), revealed a significantly higher 

prevalence among the clinical sample compared with a control group consisting of relatives to 

neurologically ill patients (n = 200). Here, the prevalence rate in OCD patients was found to 

be 13%, while 0% of the controls exhibited symptoms of hypochondria. In their study, adults 

and children were mixed. Adult patients and controls were assessed for hypochondriasis using 

the Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I), and the children 

were measured by means of the Schedule for Affective Disorders and Schizophrenia for 

School-Age Children (K-SADS).   

Another study examining the relationship of OCD to possible spectrum disorders, 

found similar results as the study from India mentioned above (Bienvenu et al., 2000). Results 

revealed that the prevalence of hypochondriasis was significantly higher in a group of 80 

patients with OCD compared to 73 healthy controls. Hypochondriasis was measured using the 

Schedule for Affective Disorders and Schizophrenia - Lifetime Anxiety Version, while 
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collateral information for diagnostic evaluation was gathered from knowledgeable informants 

associated to each subject. The lifetime prevalence of hypochondriasis was reported to be 

15% in the OCD patient sample, and 0% in the control group. Additionally, hypochondriasis 

occurred more frequently in first-degree relatives with OCD, regardless of whether case 

probands had hypochondriasis or not. 

Two studies with smaller sample sizes have found different results. One trial measured 

hypochondriacal symptoms by administering the subscale “hypochondriac beliefs” – a part of 

the Illness Attitude Scale to 30 patients with DSM-IV OCD and 30 socio-demographically 

similar controls (Savron et al., 1996). In this study, three from the patient group (10%) and 

two from the control group (6.67%) displayed characteristic hypochondriacal responses. 

Furthermore, unpublished observations also found that the hypochondriasis prevalence rate in 

OCD patients was not significantly different from that of controls (Fallon et al., 2000). Here, 

the Whiteley Index (WI) was administered to 17 patients with DSM-III-R hypochondriasis, 

21 with DSM-III-R OCD, and 24 controls. As expected, hypochondriasis patients had a 

significantly higher degree of hypochondria than both OCD patients and controls. Comparing 

the results for the OCD patients and controls, patients with OCD had a 16.7% prevalence rate 

of hypochondriasis, not significantly greater than the 10% prevalence rate found in controls. 

The applied cutoff score was not accounted for. 

In summary, previous research show that prevalence rates of hypochondriacal 

symptoms in patients with OCD range from 10 to 16.7%. Only half of the existing studies 

suggest a significantly greater prevalence rate in OCD patients compared to controls, possibly 

due to limited sample sizes.  Finding out whether symptoms of hypochondriasis are more 

common amongst those with OCD, and identifying the exact hypochondriacal symptoms 

prevalence rate in the OCD group is important for a better understanding of both 

hypochondriasis and OCD. Furthermore, prevalence findings can imply what future research 

is needed. If the prevalence is established to be high, it will be necessary to further examine 

how hypochondriasis and OCD affect each other, whether they can be explained by common 

mechanisms, and how knowledge on these matters can contribute to efficient treatment.  

 

Do symptoms of hypochondria affect OCD treatment outcome? 

Empirical research show that the presence of comorbid disorders in mental illness may 

affect treatment response negatively by adding to patient distress (Abramowitz, Franklin, 

Street, Kozak, & Foa, 2000). Looking at OCD in particular, most patients with OCD have at 
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least one co-morbid mental disorder (Steketee, 1993), and at least 50% have a comorbid axis I 

disorder (Tükel, Polat, Özdemir, Aksüt, & Türksoy, 2002). Comorbid conditions in OCD 

have been found to raise anxiety and depression levels in OCD patients, and most 

importantly, the severity of obsessions and compulsions, as well as lowering patient insight 

(Tükel et al., 2002). In compliance with these findings, those who are non-responsive to OCD 

treatment are more likely to meet criteria for comorbid axis I or axis II disorders (Pallanti et 

al, 2002).  

The effect of comorbid symptoms of hypochondria on OCD treatment outcome has 

never been examined. However, previous studies have addressed treatment effects of several 

other coexisting mental disorders. Overall, comorbid severe depression (Abramowitz et al., 

2000; Keeley, Storch, Merlo, & Geffken, 2008; Steketee, Chambless, & Tran, 2001), 

generalized anxiety disorder (Hansen, Vogel, Stiles, & Götestam, 2007; Steketee et al., 2001), 

and panic disorder (Hansen et al., 2007) seem related to poorer OCD treatment outcome. 

Results regarding comorbid personality disorders are somewhat inconclusive, but it seems 

that especially schizotypal personality disorder hinder the treatment of OCD (Baer et al., 

1992; Cavedini et al., 1997; Dreessen, Hoekstra, & Arntz, 1997; Fricke et al., 2006; Haan et 

al., 1997; Hansen et al., 2007; Moritz et al., 2004). Finally, comorbid tic disorder does not 

seem to influence the outcome of OCD treatment (Himle, Fischer, Van Etten, Janeck, & 

Hanna, 2003). In general, it seems like some comorbid disorders could have a negative effect 

on OCD treatment response. Nevertheless, it remains unknown how results of OCD treatment 

are affected by symptoms of hypochondriasis in particular. 

 

Changes in hypochondriacal symptoms following OCD treatment 

Treatment studies have never addressed whether OCD treatment affects 

hypochondriacal symptoms. However, a variety of treatment trials have been conducted to see 

if effective OCD treatment strategies adapted to address hypochondriacal symptoms are 

effective for hypochondriasis (Fallon et al., 1993). Looking into existing research on 

hypochondriasis, cognitive-behavioral strategies applied effectively in OCD treatment 

(Marks, 1981; Salkovskis & Warwick, 1985) have been successfully implemented in the 

treatment of hypochondriacal patients (Fallon et al., 1993; Salkovskis & Warwick, 1986; 

Warwick, Clark, Cobb, & Salkovskis, 1996; Warwick & Salkovskis, 1989; Yaryura-Tobias & 

Neziroglu, 1997). Although previous studies have tried out treatments of hypochondriasis 

inspired by strategies from OCD treatment, hypochondriacs have traditionally been treated 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

9	
  

with manuals adapted specifically to hypochondriasis. Moreover, several studies suggest that 

pharmacotherapy reduce hypochondriacal symptoms when applying dosage levels of 

serotonergic medication originally modeled after studies of OCD (Bodkin & White, 1989; 

Fallon et al., 1991). If strategies utilized in the treatment of OCD also can be successfully 

applied in hypochondriasis treatment, one might think that OCD treatment could improve 

symptoms of hypochondriasis.  

 

Metacognitions and symptoms of hypochondria 

The CBT-model is currently established as the leading conceptualization of 

hypochondriasis. Recently however, it’s been suggested that psychopathology due to 

disturbance in metacognitions might necessitate a different understanding of the condition 

(Bailey & Wells, 2013a, 2013b). Metacognition is known as the appraisal of thought content 

or cognitive processes (Flavell, 1979). Furthermore, metacognition is assumed to comprise 

knowledge (beliefs), processes, and strategies that appraise, monitor or control cognition 

(Wells, 2000). In other words, metacognitions reflect attitudes about one’s own cognitions 

such as believing that one should control thinking, that worrying is dangerous, or that one is 

bad for thinking certain thoughts. These attitudes will in turn affect how a person experiences 

their cognitive process, and strategies applied with the purpose of creating harmony between 

thoughts, and thoughts about thoughts. According to metacognitive theory, the cause of 

psychopathology is not to be found in the content of thought, but in the individual’s 

metacognitions.  

Metacognition is predicted to be particularly important for emotional distress in 

disorders characterized by uncontrollable cognition (Wells, 1995). OCD is a disorder 

presenting uncontrollable cognition, characterized by unwanted, recurrent, and persistent 

obsessions (APA, 1994). Thus, metacognitions should be important in the psychopathology of 

OCD, which also seems to be the case (Janeck, Calamari, Riemann, & Heffelfinger, 2003; 

Ladouceur et al., 1995; Ladouceur, Rheaume, & Aublet, 1997; Lopatka & Rachman, 1995; 

Rachman & de Silva, 1978; Solem, Håland, Vogel, Hansen, & Wells, 2009; Wells, 1995). 

Considering that metacognition is theorized especially influencing in disorders where 

uncontrollable cognition is prominent, the same should be true for hypochondriasis. 

Comparisons between metacognition and established hypochondriacal symptom 

correlates demonstrate that metacognition has superior predictive power over other influential 

variables in hypochondria (Bailey & Wells, 2013a). One study looked at somatosensory 
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amplification, illness cognition, and neuroticism relative to metacognition. An analogue 

sample of 351 completed a questionnaire battery revealing that metacognitions correlated 

significantly and positively with hypochondriacal symptoms. Three metacognitive 

dimensions, namely negative beliefs about the uncontrollability of thoughts and danger, 

cognitive confidence, and beliefs about the need for control, accounted better for substantial 

variance than the control variables. Moreover, controlling for metacognition also had a large 

effect on the strength of the relationship between cognition and hypochondriacal symptoms.  

A clinical case study provides preliminary evidence for the effectiveness of applying a 

metacognitive treatment protocol when treating hypochondriasis (Bailey & Wells, 2013b). 

Here, an A-B single case series methodology (N=4) with a six month follow up was 

implemented. Therapy was guided by a generic metacognitive therapy (MCT) treatment plan. 

The hypochondriacs’ metacognitions demonstrated clinically significant improvements after 

treatment, and MCT resulted in reduction of hypochondriacal symptoms. Patients maintained 

recovery status at follow up.   

A study investigating worry and metacognitions in hypochondriasis found 

hypochondriacals to be more concerned about the lack of control, and the excess of 

interference they experienced in relation to illness-worry (Bouman & Meijer, 1999). Meta-

worry appeared to be the best predictor for hypochondriasis, as well as an increased 

awareness of one’s thoughts. Superstitious beliefs about worry have also been revealed by 

worry being assumed to provide protection from “tempting fate” (Wells & Hackmann, 1993). 

In summary, existing research points towards metacognition as an important component in 

accounting for the psychopathology of both OCD and hypochondriasis. Thus, metacognition 

seems to be significant regardless of diagnosis, and possibly a sustaining factor in both 

disorders.  

 

Aims and hypotheses of the current study 

There are four aims of the present study. First, the intension is to further examine the 

prevalence of hypochondriacal symptoms in patients with OCD. Overall, most studies have 

addressed prevalence rate of OCD symptoms in patients with hypochondriasis, rather than the 

reverse comorbidity. Currently, studies examining the prevalence of hypochondriacal 

symptoms in patients with OCD are few with relatively small sample sizes. Existing findings 

are inconclusive, but the robust and most recent studies are consistent suggesting that the 

prevalence rate is in the range of 13-15%, and significantly higher than in controls. In light of 
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previous research, the first hypothesis in this study will be: There is a higher prevalence of 

symptoms of hypochondria in patients with OCD than in controls, and the prevalence rate is 

in the range of 13-15%.  

A second aim of the study is to explore whether patients’ obsessive-compulsive 

symptom levels after OCD treatment are affected by symptoms of hypochondriasis at 

treatment startup. This has not been done prior to the current study. However, regarding 

comorbidity effects of other Axis I disorders, comorbid hypochondriacal symptoms could 

have a similar influence. The hypothesis tested, will therefore be that comorbid symptoms of 

hypochondriasis in OCD patients predicts poorer OCD treatment outcome.  

Third, this paper aims to examine if changes in hypochondriacal symptoms follow 

OCD treatment. Due to lack of previous research on this matter, a hypothesis has not been 

formulated.  

The fourth and final purpose of the current study is to further investigate whether 

metacognitions is related to symptoms of hypochondria and if change in metacognitions is 

related to symptom reduction. Considering previous research suggesting that metacognition is 

related to, and plays an important role in hypochondria, we expect compatible findings. Thus, 

our last hypothesis is that metacognition is related to hypochondriacal symptoms, and 

furthermore, change in metacognitions is related to improvement in symptoms of 

hypochondria.  

 

 

Method 

Procedure 

The study was conducted in Norway, and included 313 patients with OCD, and 382 

community controls. Between 2007-2013, OCD patients were recruited mainly through 

referrals from general practitioners or psychiatric outpatient clinics. Whereas 216 of the 

patients were inpatients at St. Olav’s Hospital in Trondheim, 32 were outpatients from a 

multisite study on exposure and response prevention for OCD, and 63 were outpatients at 

Sørlandet Hospital in Kristiansand (Håland et al., 2010). The main criterion for inclusion in 

the study was having a primary diagnosis of OCD. At St. Olav’s Hospital, this was obtained 

with the Anxiety Disorder Interview Schedule (ADIS-IV; Brown, DiNardo, & Barlow, 1994), 

while the Structured Clinical Interview for DSM-IV (SCID-1; First, Spitzer, Gibbon, & 

Williams, 1995) was used at Sørlandet Hospital, and in the multisite study. The same 
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exclusion criteria were applied across patient groups. Furthermore, patients using anti-

obsessional medication were encouraged to maintain stable dosage levels throughout 

treatment. A description of the patient sample’s demographic information is provided in table 

1. Within the patient sample, 43.6% of the St. Olav’s patients, 47.8% of the multisite patients, 

and 40.3% of the patients at Sørlandet received disability benefits. The remaining patients 

were either full-time students, part-time students, working full-time or part-time. The data 

collection was conducted by having patients fill out self-report inventories pre, and post-

treatment. Participants were measured on OCD symptoms, hypochondriacal symptoms, 

depressive symptoms, and metacognitive domains considered important in exploring, and 

conceptualizing psychopathological processes.  

Healthy controls were recruited through social media. The author encouraged 

acquaintances to respond to an internet survey consisting of the Yale –Brown Obsessive-

Compulsive Scale-Self-Report (Y-BOCS-SR), the Whiteley Index (WI), and the 

Metacognitions Questionnaire (MCQ-30). Of the 453 participants responding to the 

invitation, 382 completed the WI, 326 the MCQ-30, and 280 the Y-BOCS. A description of 

the control sample’s demographic information is provided in table 1. Among the controls, 

45.5% were full time students, 43.5% in full time jobs, and 0.2% were retired. Furthermore, 

8.8% were either in part time jobs or preoccupied with part time studies, while 2.0 % received 

disability benefits. In addition to the demographic descriptions of both patient and control 

sample, table 1 presents a comparison of the samples.  

 

Table 1 

Demographic Descriptions and Comparisons of the Patient and Control Sample 

 OCD Controls p 

N 313 453  

Age 34.55 (11.98) 26.15 (5.72) .000 

Age at debut of OCD 18.50 (9.41)   

Female gender 65.4% 55.2% .000 

Civil status   .000 

   Single 51.9% 42.6%  

   Married/cohabitant 44.0% 56.5%  

   Separated/divorced 4.1% 0.9%  

Disability benefits 40.3-47.8% 2.0% .000 

Note: OCD = Obsessive-Compulsive Disorder. 
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Treatment and therapists 

Patients were enrolled in different treatment programs based on exposure and response 

prevention (ERP) for OCD (Foa & Kozak, 1997). These programs involved psycho-

education, construction of a symptom hierarchy, ERP, and maintenance/relapse prevention. 

However, the treatment was given in different formats. The majority of St. Olavs patients 

received inpatient treatment, those from Sørlandet Hospital underwent outpatient group 

therapy, and the multisite patients were given outpatient treatment. The group therapy was 

based on a manual on OCD group therapy, developed by Krone, Himle, and Nesse (1991). 

The therapists were all trained in ERP, and consisted of mainly psychologists, but also 

psychiatrists, and psychiatric nurses. 

 

Measures 

OCD-symptoms. OCD symptoms were measured with the Yale-Brown Obsessive-

Compulsive Scale (Y-BOCS; Goodman et al., 1989a) or the Yale-Brown Obsessive-

Compulsive Scale-Self-Report (Y-BOCS-SR; Baer, Brown-Beasley, Sorce, & Henriques, 

1993; Steketee, Frost, & Bogart, 1996). Y-BOCS is a clinician-rated scale measuring severity 

of cardinal symptoms of OCD along dimensions of time, interference, distress, resistance, and 

control. The scale has ten items, and a two-factor structure (obsessions, and compulsions). 

Each item is rated from 0-4, higher numerical score corresponding to greater illness severity. 

This makes the total range 0-40. Only total scores were used in our study. Y-BOCS has good 

psychometric properties in terms of being a reliable, and valid instrument for assessing OCD 

symptom severity (Goodman et al.,1989a, 1989b) and is considered the gold standard 

assessment for this purpose (Grabill et al., 2008).  

The Y-BOCS-SR (Baer et al., 1993; Steketee et al., 1996) is a reliable and valid 

measure (Steketee et al., 1996), derived from the clinician-administered version (Goodman et 

al.,1989a, 1989b). The Y-BOCS-SR instrument is designed with the same items and scoring 

system as Y-BOCS. Pearson correlations for the total score between Y-BOCS-SR and Y-

BOCS interview version (Goodman et al., 1989a, 1989b) were 0.79 in a clinical population, 

and 0.75 in a non-clinical population (Steketee et al., 1996). The psychometric properties of 

the Y-BOCS and the Y-BOCS-SR have not been assessed with Norwegian samples. The 

Cronbach’s alpha value for the total scale was .83 in the patient sample, and .87 in the control 

sample.   
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Hypochondria symptoms. The Whiteley Index (WI; Pilowsky, 1967) was utilized to 

measure hypochondriacal symptom severity. WI is a self-report questionnaire mapping 

hypochondriacal attitudes and beliefs. The scale comprises 14 items about worry and 

conviction about illness, attention to self and body, and reaction to doctor’s reassurance. 

Factor analysis has extracted a 3-factor structure, subscales being disease fear, disease 

conviction, and bodily preoccupation (Pilowsky, 1967). Responses are scored on a five-point 

Likert-scale, with a total score range of 14-70. High scores reflect a greater occurrence of 

hypochondriacal attitudes and beliefs (Barsky et al., 1992). The WI has shown to be satisfying 

regarding psychometric properties, with established test-retest reliability, internal consistency, 

and validity (Beaber & Rodney, 1984; Hanback & Revelle, 1978; Kasteler et al., 1976; 

Pilowsky, 1967, 1978). The total scores and a cutoff set to 40 were applied to detect probable 

hypochondriacals. This cutoff was based on a previous study where a cutoff at 40 

distinguished nearly all interview-diagnosed patients from controls (Noyes et al., 1993). The 

Cronbach’s alpha value for the total scale was .92 in the patient sample, and .89 in the control 

sample.   

Metacognitive dimensions. The Metacognitions Questionnaire (MCQ-30; Wells & 

Cartwright-Hatton, 2004) was used to measure metacognition. The MCQ-30 is a 30-item self-

report scale assessing a range of metacognitive domains considered important in exploring 

and conceptualizing psychopathological processes. These domains constitute positive beliefs 

about worry, negative beliefs about the controllability of thoughts and corresponding danger, 

cognitive confidence, negative beliefs about thoughts/need to control thoughts, and cognitive 

self-consciousness. Each of the 30 items has a four-point scale ranging from one to four. 

Higher scores reflect greater difficulties with the metacognitive dimension in question. The 

MCQ-30 possesses good internal consistency (Spada, Mohiveddini, & Wells, 2008) and 

convergent validity, as well as acceptable test-retest reliability (Wells & Cartwright-Hatton, 

2004). The Cronbach’s alpha value for the total scale was .92 in the patient sample, and .91 in 

the control sample.   

Depressive symptoms. Depressive symptoms were measured with the revised Beck 

Depression Inventory (BDI; Beck & Steer, 1993) or the Beck Depression Inventory-II (BDI-

II; Beck, Steer, & Brown, 1996). BDI is a self-report instrument consisting of 21 items, each 

employing a 4-point scale ranging from 0-3. Total scores range from 0-63, higher scores 

indicating greater depression symptomatology. BDI is a reliable and valid measure of 

depression severity (Beck, Steer & Garbin, 1988; Nuevo et al. (2009).  

BDI-II (Beck, Steer, & Brown, 1996) is an upgraded version of BDI. In general, the 
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psychometric characteristics of BDI-II are highly congruent with those of BDI, with the 

correlation between BDI and BDI-II being 0.93 in a non-clinical population, despite several 

instrument alterations in format and content (Dozois, Dobson, & Ahnberg, 1998). The 

psychometric properties of BDI-II have been replicated with a Norwegian non-clinical sample 

(Aasen, 2001). The Cronbach’s alpha value for the total scale was .83 in the patient sample. 

 

Overview of statistical analyses 

For the first analyses, the patient sample was compared to the control group on 

demographic variables using independent t-tests and one way ANOVA. Furthermore effect 

sizes and a paired samples t-test was utilized for evaluating treatment effect. To compare 

patients and controls on the different variables, independent t-tests were conducted, and 

correlation and regression analyses were used to investigate whether hypochondriacal 

symptoms in OCD patients affected symptoms of OCD after treatment. Finally, we calculated 

the correlation between metacognitions and symptoms, and rendered regression analyses to 

assess whether change in metacognition was related to treatment outcome measured with WI-

post-treatment.  

 

 

 

 

Results 

Prevalence 

Figure 1 and 2 illustrate the distribution of WI scores in the patient sample and control 

group respectively. The vertical line indicates the cut-off score of 40. Figure 1 shows that 

30.7% of the OCD patients scored above the suggested cut-off on WI total at pre-treatment. 

Figure 2 reveals a significantly lower hypochondriacal symptoms prevalence rate of 4.7% in 

the control group.  
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Figure 1. Hypochondriacal Symptoms in the OCD Sample                                  

 
Figure 1. The vertical line represents the cut-off score (>39) for the WI questionnaire 

detecting probable hypochondriasis.  
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Figure 2. Hypochondriacal Symptoms in the Control sample 

 
Figure 2. The vertical line represents the cut-off score (>39) for the WI questionnaire 

detecting probable hypochondriasis.  

 

 

 

Do symptoms of hypochondria affect OCD treatment outcome? 

Symptoms of pre-treatment hypochondria were almost significantly correlated with 

post-treatment Y-BOCS (r = .12, p = .053). A regression analysis controlling for Y-BOCS 

pre-treatment in step 1 suggested that pretreatment levels of OCD were significantly related to 

post-treatment Y-BOCS (Adj R square = .09, p = .000), while WI pre-treatment in step two 

did not add significantly to the equation (p = .257). In other words, there were no sign of 

hypochondriacal symptoms affecting OCD treatment outcome.  However, by transforming 

WI scores into z-scores, and comparing patients with ±1SDthere is a significant difference 

between the high WI and the low WI group (equal to an effect size of .56). Patients with high 
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scores exhibit poorer YBOCS post scores (13.2, [SD = 6.13]), while those with low cores get 

better results on YBOCS post (9.9, [SD = 5.7]). This means that patients with a high 

hypochondriasis symptom level at pre-treatment exhibit more symptoms of OCD after OCD 

treatment, compared with those who have less symptoms of hypochondria at treatment start. 

 

 

Changes in hypochondria symptoms following OCD treatment 

Overall, the results showed a significant decrease in all variables after treatment. OCD 

treatment was effective in reducing OCD symptoms, as documented by a large effect size (d = 

2.12). Results also revealed significant changes with large effect sizes in depressive 

symptoms (d = 1.22) and metacognitions (d = 1.25) following treatment. For all variables, 

there was found a significant difference between the samples. Table 2. Illustrates sample 

comparison and treatment effects on symptoms and beliefs. 

The share of participants exhibiting WI scores above cutoff went from 30.7% before 

treatment to 9.0% after treatment in the OCD sample. Effect size calculations suggested that 

symptoms of hypochondria changed moderately (d = .60) following OCD treatment. Paired 

samples t-test suggested that these changes were significant. At post-treatment, the 

differences between the patient sample and the control sample were relatively small (d = .25). 

Paired samples t-test for WI scores from post-treatment to follow-up suggested that the 

changes in hypochondria symptoms were stable (p = .892).  
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Table 2  

Sample Comparison and Treatment Effects on Symptoms and Beliefs 

 Controls OCD Controls vs. OCD Pre-post 

  pre post p d p d 

WI 23.27 

(7.65) 

33.16 

(12.14) 

25.85 

(12.31) 

.000 .97 .000 .60 

WI* 4.7% 30.7% 9.0%     

Y-BOCS 3.74 

(4.64) 

24.55 

(5.31) 

11.95 

(6.49) 

.000 4.17 .000 2.12 

BDI 
n. a. 

17.75 

(9.68) 

7.18 

(7.46) 

  .000 1.22 

MCQ 48.99 

(12.31) 

66.01 

(16.21) 

47.05 

(14.10) 

.000 1.18 .000 1.25 

Pos 8.77 

(3.12) 

9.96 

(4.31) 

7.91 

(3.00) 

.000 .32 .000 .55 

Neg 10.19 

(3.52) 

15.62 

(4.20) 

9.87 

(3.66) 

.000 1.40 .000 1.46 

CC 9.37 

(3.36) 

12.21 

(4.81) 

9.73 

(3.89) 

.000 .68 .000 .57 

Control 9.36 

(3.15) 

13.26 

(4.43) 

8.65 

(3.06) 

.000 1.01 .000 1.21 

CSC 11.31 

(3.58) 

14.96 

(4.39) 

10.88 

(4.17) 

.000 .91 .000 .95 

Note: WI = Whiteley Index, WI* = percentage above WI cutoff score, Y-BOCS = Yale-Brown Obsessive 

Compulsive Scale,  BDI = Beck Depression Index, MCQ =Metacognitive Questionnaire , Pos = Positive beliefs, 

Neg = Negative beliefs, CC = Cognitive confidence, Control = Need to control thoughts, CSC = Cognitive self-

consciousness. 

 

 

Metacognitions in symptoms of hypochondria and OCD 

As can be seen in table 3, pre-treatment correlations suggested that WI was 

moderately correlated with depression and metacognitions. All metacognitive dimensions 

were positively correlated with symptoms of hypochondriasis. The dimension “beliefs about 

the controllability of thoughts and corresponding danger” had the highest correlation with WI. 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

20	
  

“Need to control thoughts” had the second highest correlation, while “cognitive confidence” 

and WI were most weakly correlated. Y-BOCS showed a weak positive correlation with WI, 

and a weak to moderate positive correlation with metacognitions. The correlations showed a 

similar pattern at post-treatment. Change-score correlations revealed similar patterns and 

changes in metacognition were related to both changes in symptoms of OCD, depression, and 

hypochondriasis. Y-BOCS scores at post-treatment were more strongly correlated with the 

other measures than at pre-treatment, probably due to increase in range of Y-BOCS scores. 

The correlation patterns observed in the patient sample were similar to the pattern observed in 

the control sample as displayed in table 4. 

A regression analysis entering WI pre at step 1 and MCQ change on step two 

suggested that pre-treatment levels of hypochondria explained 35.5% of the variance in post-

treatment WI. Changes in metacognition added significant variance and explained an 

additional 11.8% of post-treatment scores in WI. Adjusted R square for the model was .47.  

 

Table 3  

Correlations Between Symptoms and Metacognitive Beliefs in the OCD Sample 

Pre-treatment correlations 

 WI Y-BOCS BDI MCQ Pos Neg CC Control CSC 

WI  .16** .43** .46** .31** .48** .23** .39** .30** 

Y-BOCS   .34** .26** .13* .35** .09ns .24** .18** 

BDI    .42** .17** .40** .30** .40** .27** 

Post-treatment correlations 

WI  .33* .41** .49** .35** .47** .33** .41** .36** 

Y-BOCS   .50** .59** .37** .62** .40** .47** .45** 

BDI    .52** .32** .51** .41** .42** .39** 

Change-score correlations 

WI  .25** .38** .48** .14ns .44** .35** .34** .41** 

Y-BOCS   .33** .38** .14* .43** .25** .22** .33** 

BDI    .46** .15* .34** .41** .45** .33** 
Note. WI = Whiteley Index, Y-BOCS = Yale-Brown Obsessive Compulsive Scale, BDI = Beck Depression 

Index, MCQ =Metacognitive Questionnaire , Pos = Positive beliefs, Neg = Negative beliefs, CC = Cognitive 

confidence, Control = Need to control thoughts, CSC = Cognitive self-consciousness, * = p < 0.05, ** =  p < 

0.01. 
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Table 4  

Correlations Between Symptoms and Metacognitive Beliefs in the Control Sample 

 Y-BOCS MCQ Pos Neg CC Control CSC 

WI .43 .47 .22 .53 .23 .37 .35 

Y-BOCS  .56 .43 .55 .27 .41 .39 
Note. WI = Whiteley Index, Y-BOCS = Yale-Brown Obsessive Compulsive Scale, MCQ =Metacognitive 

Questionnaire , Pos = Positive beliefs, Neg = Negative beliefs, CC = Cognitive confidence, Control = Need to 

control thoughts, CSC = Cognitive self-consciousness, p = <0.01 for all correlations. 

 

 

 

Discussion 

Prevalence of symptoms of hypochondriasis in patients with OCD 

Symptoms of hypochondria were more common in OCD patients compared with that 

of the community sample. However, results revealed a prevalence rate of 30.7%, which is 

more than twice as high as foreseen based on previous research (Jaisoorya et al., 2003; 

Bienvenu et al., 2000).  

Perhaps the WI cut-off applied in this study detecting probable hypochondriacals was 

set too low, creating a falsely high prevalence of hypochondriacal tendencies among the 

participants. On the other hand, the cutoff in this trial was based on the one set in a previous 

study where the researchers successfully distinguished nearly all interview-diagnosed patients 

from controls (Noyes et al., 1993). In other words, the current cut-off should be relatively 

precise in detecting symptoms of hypochondria. 

 In the two previous studies that are emphasized here, SCID-I, K-SADS (Jaisoorya et 

al., 2003), and SADS-LA (Bienvenu et al., 2000) were used to measure hypochondriasis. It’s 

possible that the WI questionnaire generally tends to give a higher prevalence rate than the 

diagnostic interviews used in the other studies. According to Fallon et al. (1993), the WI 

questionnaire clearly detects fear of having a serious disease rather than fear of getting one in 

the future, which is one of the main differences between hypochondriasis and OCD. 

However, the results might be due to the WI separating poorly between hypochondriasis and 

health-related obsessions in OCD after all.   

Certain OCD subtypes seem to be more closely related to comorbid hypochondriasis 

than others (Lochner et al., 2005; Abramowitz, McKay, & Taylor, 2008). For example, 
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Abramowitz and colleagues (1999) compared OCD patients with and without health 

concerns. Results revealed that OCD patients with health concerns scored higher on 

contamination obsessions and washing compulsions, whereas the “pure” OCD patients were 

more engaged in harming obsessions and checking compulsions. Regarding this, an especially 

high share of the OCD subtype themed around contamination and decontamination in the 

patient group, would most likely contribute to increase the number of patients also exhibiting 

hypochondria.  

Another possible explanation for the high prevalence estimate could be that depressed 

individuals exhibit mood-congruent recall (Matt, Vàzquez, & Campbell, 1992). This means 

that stimuli of the same affective valence as their present mood are learned and retrieved 

better than stimuli of valence disagreeing with this mood. Thus, when depressed patients 

rapport their hypochondriacal symptoms, it’s possible that they’re biased towards an 

exaggerating reporting style creating inflated scores.  

Looking at the correlation between the hypochondriacal symptoms and other 

symptomatology, symptoms of hypochondria exhibited a closer relationship with depressive 

symptoms than those of OCD. It could be that the high prevalence rate is a result of high 

symptom pressure in general. Considering the previously mentioned similarities between 

hypochondriasis and OCD however, the disorders are likely to co-occur due to similar 

underlying mechanisms.   

 

Do symptoms of hypochondria affect OCD treatment outcome? 

Hypochondriasis was not found to affect OCD treatment outcome negatively. This is 

inconsistent with the general negative effects often found for comorbidity in treatment of 

emotional disorders and OCD more specifically (Abramowitz et al., 2000; Hansen et al., 

2007; Keeley et al., 2008; Steketee et al., 2001; Tükel et al., 2002). However, when 

comparing high and low scorers on the WI there was a difference in treatment outcome for the 

two groups similar to previous findings on the role of depression in OCD (Abramowitz et al., 

2000). Patients with high scores on the WI had significantly higher Y-BOCS post-treatment 

scores than the low group and these patients also exhibited higher symptom levels of OCD, 

depression, and metacognitions when starting treatment.  

Perhaps sub-clinical symptoms of hypochondriasis do not hinder OCD treatment while 

severe OCD- and hypochondriasis symptoms could interfere with treatment. This could be 

due to general symptoms severity and because of how the two disorders overlap and share 
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common underlying mechanisms such as metacognitions. As shown in this study both OCD 

and hypochondriasis were related to metacognitive beliefs which were significantly reduced 

following treatment. Also, as mentioned initially, hypochondriasis resembles OCD in that 

evocation and regulation of anxiety unfold much like obsessions and compulsions (Fallon et 

al., 1991; Neziroglu et al., 2000; Warwick & Salkovskis, 1990). Furthermore, the core 

characteristic of hypochondriasis (fear of illness) is a common theme of obsessions and 

compulsions (Savron et al., 1996). Taken together, this might make the patients with 

hypochondriasis symptoms able to generalize what they’ve learned about dealing with 

intrusive thoughts and coping strategies.  

 

Changes in hypochondriacal symptoms following OCD treatment 

The findings suggest a significant improvement in hypochondriacal symptoms of 

moderate strength following OCD treatment. This is in line with numerous controlled studies 

have shown that manual based treatment directed towards treating one particular disorder can 

lead to symptom improvement in other disorders as well (Wilson, 1997). As mentioned 

previously, there are significant overlaps between hypochondriasis and OCD (Fallon et al., 

1991; Neziroglu et al., 2000; Savron et al., 1996; Warwick & Salkovskis, 1990). Considering 

these overlaps, it’s possible that they might cause OCD treatment to be effective on 

hypochondriacal symptoms as well. The finding that symptoms of hypochondria and OCD are 

both related to metacognitions is in line with metacognitive theory as one would expect that 

symptoms of emotional disorder decrease when dysfunctional metacognitive beliefs are 

adjusted. Another possible explanation for these findings is that health related intrusions and 

behaviours have been addressed during the treatment. This might be due to health personnel 

viewing hypochondriacal symptoms as part of- or related to the OCD. 

 

Metacognitions in symptoms of hypochondrias and OCD 

Hypochondriacal symptoms were moderately correlated with metacognition, and 

changes in metacognitions explained of a significant proportion of hypochondriacal 

symptoms at post-treatment. These results correspond with existing research (Bailey & Wells, 

2013a, 2013b; Bouman & Meijer, 1999; Solem et al., 2009; Wells & Hackman, 1993). Two 

particular metacognitive domains that could be relevant in a metacognitive model of 

hypochondriasis were identified. These are “negative beliefs about thoughts concerning 

uncontrollability and danger”, and “negative beliefs concerning the consequences of not 
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controlling thoughts”. The strong correlations between these two metacognitive dimensions 

and hypochondria is in accordance with the previous study reporting hypochondriacals to be 

more concerned about the lack of control, and the excess of interference experienced in 

relation to worry (Bouman & Meijer, 1999). However, here hypochondriasis was found to be 

a dimension best predicted by specific meta-worries about lack of control over thoughts about 

illness, as well as a cognitive self-consciousness, suggesting the existence of disorder-spesific 

meta-worries.  

The design of this study does not allow for conclusions concerning causality between 

change in metacognitions and symptom improvements during treatment. In accordance with 

the metacognitive model (Wells, 2000), improvement in metacognitions might have lead to 

improvement in hypochondriacal symptoms. It could however, be that improvements in 

symptoms of hypochondriasis post OCD treatment caused a change in metacognitions. Also, 

an undetected/unknown factor accounting for both reduction of hypochondriasis symptoms 

and improved metacognitive functioning might be present.  

 

Strengths and limitations 

The strengths in this study were that diagnostic interviews were applied detecting 

OCD before inclusion in the patient sample, that there was a relatively large sample size, that 

a community group matching the size of the patient group was applied, and that two out of 

four problem formulations had not been addressed in previous research.  

Limitations are that no conclusions about causation can be made, that data were 

collected using self-report measures, and that follow-up data were not included. Furthermore, 

the control group was a convenience sample, which did not match the patient sample 

demographically. Other limitations are that the study also lacked a control group with a 

different psychopathology, that our patient sample consisted of patients from three different 

ERP-treatment programs, and that there was no adherence measurement. A final limitation of 

these findings is that the diagnoses described in the present study were based on DSM-4, 

rather than DSM-5 criteria (APA, 2013). Diagnostic criteria for OCD did not change 

appreciably from one edition to the next, but the diagnosis of hypochondriasis has been 

eliminated as a disorder. Two diagnoses, namely illness anxiety disorder and somatic 

symptoms disorder are assumed to cover the former hypochondriasis diagnosis (Changes 

DSM 5). Because these are new as of DSM-5, we cannot be sure of the transfer value of the 

research that’s been done in this thesis. 
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Conclusion and Clinical Implications 

The present study confirms that there is a relatively high occurrence of comorbid 

hypochondriasis in OCD. This implies that future research is needed to further examine how 

hypochondriasis and OCD affect each other, whether they can be explained by common 

mechanisms, and how knowledge on these matters can contribute to efficient treatment of 

both OCD and hypochondriasis. Findings suggest that patients enrolled in OCD treatment 

programs seem able to profit from treatment despite having comorbid hypochondriasis, unless 

the degree of hypochondriasis is fairly severe. In fact, most patients receiving treatment for 

their OCD who also suffer from hypochondriasis actually seem to exhibit improvements in 

both conditions. This suggests that there might be common mechanisms causing both OCD 

and hypochondriasis, and considering the results of the current study, these mechanisms 

might take the form of metacognitions. The clinical implications of these findings are that 

comorbid hypochondriasis should not be an exclusion criteria from being enrolled in OCD 

treatment, except for cases of particularly severe hypochondriasis where enrollment is 

dissuaded. Actually, if a person suffers from both OCD and symptoms of hypochondriasis, 

OCD treatment could be cost effective considering that both conditions might improve. 

Furthermore, examining and focusing on improving metacognitions in patients with OCD, 

hypochondriasis or both is adviced.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

26	
  

References 

Aasen, H. (2001). An empirical investigation of depressive symptoms: Norms, psychometric 

characteristics and factor structure of the Beck Depression Inventory II. (Master 

thesis, University of Bergen). Bergen: Department of psychosocial sciences. 

Abramowitz, J. S. (Ed.). (2005). Hypochondriasis: Conceptualization, treatment, and 

relationship to obsessive-compulsive disorder [Special section]. Annals of Clinical 

Psychiatry, 17, 211-217.  

Abramowitz, J. S., Brigidi, B. D., & Foa, E. B. (1999). Health concerns in patients with 

obsessive-compulsive disorder. Journal of Anxiety Disorders, 13, 529-539.  

Abramowitz, J. S., Franklin, M. E., Street, G. P., Kozak, M. J., & Foa, E. B. (2000). Effects of 

comorbid depression on response to treatment for obsessive-compulsive disorder. 

Behavior therapy, 31(3), 517 -528. 

American Psychiatric Association, (2013). Highlights of Changes from DSM-IV-TR to DSM-

5. Retrieved from http://www.dsm5.org/Pages/Default.aspx. 

American Psychiatric Association (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.). Arlington, VA: American Psychiatric Publishing.  

American Psychiatric Association (1994). Diagnostic and statistical manual of mental 

disorders (4th ed.). Washington, DC: American Psychiatric Publishing. 

Baer, L., Brown-Beasley, M. W., Sorce, J., & Henriques, A. I. (1993). Computer-assisted 

telephone administration of a structured interview for obsessive-compulsive disorder. 

The American Journal of Psychiatry, 150, 1737-1738. 

Baer, L., Jenike, M. A., Black, D. W., Treece, C., Rosenfeld, R., & Greist, J. (1992). Effect of 

axis II diagnoses on treatment outcome with clomipramine in 55 patients with 

obsessive-compulsive disorder. Archives of General Psychiatry, 49, 862-866. 

Bailey, R., & Wells, A. (2013a). Does metacognition make a unique contribution to health 

anxiety when controlling for neuroticism, illness cognition, and somatosensory 

amplification? Journal of Cognitive Psychotherapy: An International Quarterly, 

27(4), 327-337. 

Bailey, R., & Wells, A. (2013b). Metacognitive therapy for health anxiety: A case series. 

Paper presented at the Second International Conference of Metacognitive Therapy, 

Manchester, UK. 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

27	
  

Ball, S. G., Baer, L., & Otto, M. W. (1996). Symptom subtypes of obsessive-compulsive 

disorder in behavioral treatment studies: A quantitative review. Behaviour Research 

and Therapy, 34(1), 47-51. 

Barsky, A. J., Barnett, M. C., & Cleary, P. D. (1994). Hypochondriasis and panic disorder: 

Boundary and overlap. Arch Gen Psychiatry, 51, 918–925. 

Barsky, A. J., Cleary, P. D., Wyshak, G., Spitzer, R. L., Williams, J. B. W., & Klerman, G. L. 

(1992). A structured diagnostic interview for hypochondriasis: A proposed criterion 

standard. The Journal of Nervous and Mental Disease, 180(1), 20-27. 

Barsky, A. J., Wyshak, G., Latham, K. S., & Klerman, G. L. (1991). Hypochondriacal 

patients, their physicians, and their medical care. Journal of General Internal 

Medicine, 6(5), 413-419. 

Beaber, R. J., & Rodney, W. M. (1984). Underdiagnosis of hypochondriasis in family 

practice. Psychosomatics, 25(1), 39-40, 42-43, 46. 

Beck, A. T., Emery, G., & Greenberg, R. (1985). Anxiety Disorders and Phobias: A Cognitive 

Perspective. New York: Basic Books.  

Beck, A. T. & Steer, R. A. (1993). Manual for the Beck Depression Inventory. San Antonio, 

TX: Psychological Corporation. 

Beck, A. T., Steer, R. A., & Brown, G. K. (1996). Manual for the BDI-II. 

San Antonio, TX: Psychological Corporation. 

Beck, A. T., Steer, R., & Garbin, M. C. (1988). Psychometric properties of the Beck 

Depression Inventory: Twenty-five years of evaluation. Clinical Psychology Review, 

8, 77-100. 

Bienvenu, J. O., Samuels, J. F., Riddle, M. A., Hoehn-Saric, R., Liang, K.Y., Cullen, B. A.M., 

Grados, M. A., & Nestadt, G. (2000). The relationship of obsessive-compulsive 

disorder to possible spectrum disorders: Results from a family study. Biological 

Psychiatry, 48(4), 287-293. 

Bodkin, J. A., & White, K. (1989).  Clonazepam in the treatment of OCD associated with 

panic disorder in one patient. Journal of Clinical Psychiatry, 50, 265-266.  

Bouman, T. K. (2008). Hypochondriasis. In J. S. Abramowitz, D. McKay, & S. Taylor (Eds.), 

Obsessive-compulsive disorder: Subtypes and spectrum conditions (pp. 196-212). 

New York, NY: Elsevier. 

Bouman, T. K., & Meijer, K. J. (1999). A preliminary study of worry and metacognitions in 

hypochondriasis. Clinical Psychology and Psychotherapy, 6, 96-101. 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

28	
  

Bouman, T. K., & Visser, S. (1998). Cognitive and behavioural treatment of hypochondriasis. 

Psychotherapy and Psychosomatics, 463, 214-221.  

Brown, T. A., DiNardo, P. A., & Barlow, D. H. (1994). Anxiety disorders interview schedule 

(4th ed.). Boulder, CO: Graywind Publications. 

Cavedini, P., Erzegovesi, S., Ronchi, P., & Bellodi, L. (1997). Predictive value of obsessive–

compulsive personality disorder in antiobsessional pharmacological treatment. 

European Neuropsychopharmacology, 7, 45–49. 

Dozois, D. J. A., Dobson, K. S., & Ahnberg, J. L. (1998). A psychometric evaluation of the 

beck depression inventory – II. Psychological Assessment, 10(2), 83-89. 

Dreessen, L., Hoekstra, R., & Arntz, A. (1997). Personality disorders do not influence the 

results of cognitive and behavior therapy for obsessive-compulsive disorder. Journal 

of Anxiety Disorders, 11, 503-521.  

Fallon, B. A., Javitch, J. A., Hollander, E., & Liebowitz, M. R. (1991). Hypochondriasis and 

obsessive- compulsive disorder: Overlaps in diagnosis and treatment. Journal of 

Clinical Psychiatry, 52, 457-460. 

Fallon, B. A., Klein, B. W., & Liebowitz, M. R. (1993). Hypochondriasis: Treatment 

strategies. Psychiatric Annals, 23, 374-381. 

Fallon, B. A., Qureshi, A. I., Laje, G., & Klein, B. (2000). Hypochondriasis and its 

relationship to obsessive-compulsive disorder. The Psychiatric Clinics of North 

America, 23(3), 605-616.  

First, M. B., Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (1995). Structured clinical 

interview for DSM-IV axis I disorders patient edition (SCID I/P, version 2.0). New 

York, NY: Biometrics Research Department. 

Flavell, J. H. (1979). Metacognition and cognitive monitoring: A new area of cognitive-

developmental inquiry. American Psychologist, 34(10), 906-911. 

Foa, E. B., & Kozak, M. J. (1997). Mastery of your obsessive-compulsive disorder: Client 

workbook. New York: Oxford University Press, Inc.  

Goodman, W. K., Price, L. H., Rasmussen, S. A., Mazure, C., Fleischmann, R. L., Hill, C. L., 

. . . Charney, D. S. (1989a). The Yale-Brown Obsessive Compulsive Scale, I: 

Development, use, and reliability. Archives of General Psychiatry, 46, 1006-1011.  

Goodman, W. K., Price, L. H., Rasmussen, S. A., Mazure, C., Delgado, P., Heninger, G. R., 

& Charney, D. S. (1989b). The Yale-Brown Obsessive Compulsive Scale, II: Validity. 

Archives of General Psychiatry, 46, 1012-1016. 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

29	
  

Grabill, K., Merlo, L., Duke, D., Harford, K. L., Keeley, M. L., Geffken, G. R., & Storch, E. 

A.  (2008). Assessment of obsessive-compulsive disorder: A review. Journal of 

Anxiety Disorders, 22(1), 1-17. 

Greeven, A., van Balkom, A. J. L .M., Visser, S., Merkelback, J. W., van Rood Y. R., van 

Dyck, R.,…Spinhoven, P. (2007). Cognitive behavior therapy and paroxetine in the 

treatment of hypochondriasis: A randomized controlled trial. The American Journal of 

Psychiatry, 164, 91-99. 

Haan, D. E., Oppen, V. P., van Balkom, A. J. L. M., Spinhoven, P., Hoogduin, K. A. L., & 

van Dyck, R. (1997). Prediction of outcome and early vs. late improvement in OCD 

patients treated with cognitive behaviour therapy and pharmacotherapy. Acta 

Psychiatrica Scandinavica, 96, 354-361. 

Hanback, J. W., & Revelle, W. (1978). Arousal and perceptual sensitivity in hypochondriasis. 

Journal og Abnormal Psychology, 87(5), 523-530.  

Hansen, B., Vogel, P. A., Stiles, T. C., & Götestam, G. K. (2007). Influence of co-morbid 

generalized anxiety disorder, panic disorder and personality disorders on the outcome 

of cognitive behavioural treatment of obsessive-compulsive disorder. Cognitive 

Behaviour  Therapy, 36(3), 145-155.  

Hollfield, M., Paine, S., Tuttle, L., & Kellner, R., (1999). Hypochondriasis, somatization, and 

perceived health and utilization of health care services. Psychosomatics, 40, 380–386. 

Håland, Å. T., Vogel, P. A., Lie, B., Launes, G., Pripp, A. H., & Himle, J. A. (2010). 

Behavioural group therapy for obsessive-compulsive disorder in Norway: An open 

community-based trial. Behaviour Research and Therapy, 48, 547-554. 

Janeck, A. S., Calamari, J. E., Riemann, B. C., & Heffelfinger, S. K. (2003) Too much 

thinking about thinking? Metacognitive differences in obsessive-compulsive disorder. 

Anxiety Disorders, 17, 181-195. 

Jaisoorya, T. S., Janardhan Reddy, Y. C., & Srinath, S. (2003). The relationship of obsessive-

compulsive disorder to putative spectrum disorders: Results from an Indian study. 

Comprehensive Psychiatry, 44(4), 317-323. 

Kasteler, J., Kane, R. L., Olsen, D. M., & Thetford, C. (1976). Issues underlying prevalence 

of ”doctor-shopping” behavior. Journal of health and social behavior, 17(4), 329-339. 

Keeley, M. L., Storch, E. A., Merlo, L. J., & Geffken, G. R. (2008). Clinical predictors of 

response to cognitive-behavioral therapy for obsessive–compulsive disorder. Clinical 

Psychology Review, 28, 118–130. 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

30	
  

Kroenke, K. (2007). Efficacy of treatment for somatoform disorders: A review of randomized 

controlled trials. Psychosomatic Medicine, 69, 881-888. 

Krone, K., Himle, J., & Nesse, R. (1991). A standardized behaviour group treatment program 

for obsessive-compulsive disorder: Preliminary outcomes. Behaviour Research and 

Therapy, 23, 627-631.  

Ladouceur, R., Rheaume, J., & Aublet, F. (1997). Excessive responsibility in obsessional 

concerns: A fine-grained experimantal analysis. Behaviour Research and Therapy, 35, 

423-427. 

Ladouceur, R., Rheaume, J., Freeston, M. H., Aublet, F., Jean, K., Lachance, S., . . . De 

Pokomandy-Morin, K. (1995). Experimental manipulations of responsibility: An 

analogue test for models of obsessive-compulsive disorder. Behaviour Research and 

Therapy, 33, 937-946.  

Lochner, C., Hemmings, S. M. J., Kinnear, C. J., Niehaus, D. J. H., Nel, D. G., Corfield, V., . 

. . Stein, D. J. (2005). Cluster analysis of obsessive-compulsive spectrum disorders in 

patients with obsessive-compulsive disorder: Clinical and genetic correlates. 

Comprehensive Psychiatry, 46, 14-19. 

Lopatka, C., & Rachman, S. (1995). Perceived responsibility and compulsive checking: An 

experimental analysis. Behaviour Research and Therapy, 33, 673-684. 

Marks, I. M. (1981). Cure and care of neurosis: Theory and practice of behavioral 

psychotherapy. New York, NY: John Wiley & Sons, Inc.  

Matthews, G., Deary, I. J., & Whiteman, M. C. (2003). Personality traits (2nd ed.). 

Cambridge: The University Press. 

Matt, G. E., Vàzquez, C., & Campbell, W. K. (1992). Mood-congruent recall of affectively 

toned stimuli: A meta-analytic review. Clinical Psychology Review, 12, 227-255. 

Neziroglu, F., McKay, D., & Yaryura-Tobias, J. A. (2000). Overlapping and distinctive 

features of hypochondriasis and obsessive-compulsive disorder. Journal of Anxiety 

Disorders, 14(6), 603-614. 

Noyes, R., Kathol, R. G., Fisher, M. M., Phillips, B. M., Suelzer, M., T., & Holt, C. S. (1993). 

The validity of DSM-III-R hypochondriasis. Archives of General Psychiatry, 50, 961-

970. 

Nuevo, R., Dunn, G., Dowrick, C., Vàzquez-Barquero, J. L., Casey, P., Dalgard, O. S., . . . 

Ayuso-Mateos, J. L. (2009). Cross-cultural equivalence of the Beck Depression 

Inventory: A five-country analysis from the ODIN study. Journal of Affective 

Disorders, 114, 156-162. 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

31	
  

Pallanti, S., Hollander, E., Bienstock, C., Koran, L., Leckman, J., Marazziti, D., . . . The 

International Treatment Refractory OCD Consortium. (2002). Treatment non-response 

in OCD: Methodological issues and operational definitions. International Journal of 

Neuropsychopharmachology, 5, 181-191. 

Perugi, G., Akiskal, H. S., Pfanner, C., Presta, S., Gemignani, A., Milanfranchi, A., . . . 

Cassano, G. B. (1997). The clinical impact of bipolar and unipolar affective 

comorbidity on obsessive–compulsive disorder. Journal of Affective Disorders, 46, 

15–23. 

Perugi, G., Akiskal, H. S., Ramacciotti, S., Nassini, S., Toni, C., Milanfranchi, A., & Musetti, 

L. (1999). Depressive comorbidity of panic, social phobic, and obsessive-compulsive 

disorders re-examined: Is there a bipolar II connection? Journal of Psychiatric 

Research, 33, 53-61.  

Pilowsky I. (1967). Dimensions of hypochondriasis. The British Journal of Psychiatry, 113, 

89-93. 

Pilowsky I. (1978). A general classification of abnormal illness behaviors. The British 

Journal of Medical Psychology, 51, 131-137. 

Rachman, S., & de Silva, P. (1978). Abnormal and normal obsessions. Behavior and 

Research Therapy 16, 233-248  

Rasmussen, S. A., & Tsuang, M. T. (1986). Clinical characteristics and family history in 

DSM-III obsessive-compulsive disorder. American Journal of Psychiatry, 143, 317-

322. 

Salkovskis, P. M., & Warwick, H. M. C. (1985). Cognitive therapy of obsessive-compulsive 

disorder: Treating treatment failures. Behavioral Psychotherapy, 13, 243-255. 

Salkovskis, P. M., & Warwick, H. M. C. (1986). Morbid preoccupations, health anxiety and 

reassurance: A cognitive behavioral-approach to hypochondriasis. Behavior Research 

and Therapy, 24(5), 597-602. 

Savron, G., Fava, G. A., Grandi, S., Rafanelli, C., Raffi, A. R., & Belluardo, P. (1996). 

Hypochondriacal fears and beliefs in obsessive-compulsive disorder. Acta 

Psychiatrica Scandinavica, 93, 345-348 

Seivewright, H., Green, J., Salkovskis, P., Barrett, B., Nur, U., & Tyrer, P. (2008). Cognitive-

behavioral therapy for health anxiety in a genitourinary medicine clinic: Randomized 

controlled trial. The British Journal of Psychiatry, 193, 332-337. 

Solem, S., Håland, Å. T., Vogel, P. A., Hansen, B., & Wells, A. (2009). Change in 

metacognitions predicts outcome in obsessive-compulsive disorder patients 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

32	
  

undergoing treatment with exposure and response prevention. Behaviour Research 

and Therapy, 47, 301-307. 

Spada, M. M., Mohiyeddini, C., & Wells, A. (2008). Measuring metacognitions associated 

with emotional distress: Factor structure and predictive validity of the metacognitions 

questionnaire 30. Personality and Individual Differences, 45, 238-242.  

Speckens, A. E. M., van Hemert, A. M., Spinhoven, P. H., Hawton, K. E., Bolk, J. H., & 

Rooijmans, G. M., (1995). Cognitive behavioural therapy for medically unexplained 

physical symptoms: A randomized controlled trial. British Medical Journal, 311, 

1328-1332.  

Steketee, G. S. (1993). Treatment of obsessive compulsive disorder. New York: The Guilford 

Press. 

Steketee, G., Chambless, K. L., & Tran, G. Q. (2001). Effects of axis I and II comoribidity on 

behavior therapy outcome for obsessive-compulsive disorder and agoraphobia. 

Comprehensive Psychiatry, 42, 76-86. 

Steketee, G., Frost, R., & Bogart, K. (1996). The Yale-Brown Obsessive Compulsive Scale: 

Interview versus self-report. Behaviour Research and Therapy, 34(8), 675-684. 

Storch, E. A., Shapira, N. A., Dimoulas, E., Geffken, G. R., Murphy, T. K., & Goodman, W. 

K. (2005). Yale-Brown Obsessive Compulsive Scale: The dimension structure 

revisited. Depression and Anxiety, 22, 28-35. 

Tolin, D. F., & Meunier, S. A. (2008). Contamination and decontamination. In J. S. 

Abramowitz, D. McKay, & S. Taylor (Eds.), Obsessive-compulsive disorder: Subtypes 

and spectrum conditions (pp 3-18). New York, NY: Elsevier. 

Tükel, R., Polat, A., Özdemir, ¨Ö., Aksüt, D., & Türksoy N. (2002). Comorbid conditions in 

obsessive-compulsive disorder. Comprehensive Psychiatry, 43(3), 204–209. 

Warwick, H. M., Clark, D. M., Cobb, A. M., & Salkovskis, P. M. (1996). A controlled trial of 

cognitive-behavioral treatment of hypochondriasis. The British Journal of Psychiatry, 

169, 189-195. 

Warwick H. M., and Salkovskis, P. M. (1989). Hypochondriasis. In J. Scott, J. Williams, & 

A. T. Beck (Eds.), Cognitive Therapy: a Clinical Casebook (pp 78-102). London: 

Routledge.  

Warwick H. M., & Salkovskis, P. M. (1990). Hypochondriasis. Behaviour Research and 

Therapy, 28(2), 105-117. 



SYMPTOMS OF HYPOCHONDRIA IN OCD 

	
  

33	
  

Weissman, M. M., Bland, R. C., Canino, G. J., Greenwald, S., Hwu, H. G., Lee, C. K., . . . 

Yeh, E. K (1994). The cross-national epidemiology of obsessive-compulsive disorder: 

The Cross National Collaborative Group. The Journal of Clinical Psychiatry, 55(3), 5 

-10. 

Wells, A. (1995). Meta-cognition and worry: A cognitive model of generalized anxiety 

disorder. Behavioural and Cognitive Psychotherapy, 23, 301-320. 

Wells, A. (2000). Emotional disorders & metacognition: Innovative cognitive therapy. 

Chichester, England: John Wiley & Sons, Inc. 

Wells, A., & Cartwright-Hatton, S. (2004). A short form of the metacognitions questionnaire: 

Properties of the MCQ-30. Behaviour Research and Therapy, 42, 385-396.  

Wells, A., & Hackmann, A. (1993). Imaginary and core beliefs in health anxiety: Content and 

origins. Behavioural and Cognitive Psychotherapy, 21, 265-273.  

Wilson, G. T. (1997). Treatment manuals in clinical practice. Behaviour Research and 

Therapy, 35(3), 205-210. 

Yaryura-Tobias, J. A., & Neziroglu, F. (1997). Bio-behavioral treatment and management of 

obsessive-compulsive spectrum disorders. Boston, MA: Norton.  


