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Abstract

The aims of the study were to estimate the prevalence of body dysmorphic (BDD) symptoms
in a sample of children and adolescents with obsessive-compulsive disorder (OCD), possible
clinical correlates and whether BDD symptoms predict poorer treatment outcomes after
cognitive behavioral therapy (CBT). The study included 269 children and adolescents with
OCD, aged 7-17 years, from Denmark, Sweden, and Norway, who were treated with 14
weekly sessions of manualized, exposure-based CBT. Twenty-one patients (7.8%) had BDD
symptoms. BDD symptoms were associated with older age (p =0.003) and a higher prevalence
of comorbid anxiety disorders (p = 0.025). In addition, patients with BDD symptoms endorsed
a greater number of OCD symptoms than did those without BDD symptoms. Having
symptoms of BDD did not affect the CBT outcome on OCD. The results of the study suggest

that CBT for OCD is equally effective for those with and without comorbid BDD symptoms.
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Introduction

Obsessive-compulsive disorder (OCD) is a common chronic psychiatric disorder characterized
by unwanted reoccurring thoughts (obsessions) and repetitive behavior (compulsions).
Obsessions refer to thoughts, urges and/or mental images that cause fear, discomfort and
anxiety. Compulsions, refer to behaviors that the individual feels necessary to perform to
relieve the perceived threat associated with the mental images, thoughts or urges [1].

OCD childhood population surveys show a prevalence rate of about 1-3% [2-5] and
comorbidity is common. Epidemiological studies have shown that up to 78-85% of young
people with OCD have a comorbid psychiatric disorder that may interfere with their diagnosis,
assessment and treatment [6, 7].

Body dysmorphic disorder (BDD) is a psychiatric disorder in which the affected
individuals have distressing and intrusive thoughts about a perceived flaw or defect in their
physical appearance. The defect is either not or only slightly perceivable by others. BDD is
characterized by repetitive behaviors and mental acts as a response to the appearance
concerns [8]. Repetitive behaviors include mirror checking, excessive grooming and
reassurance seeking, while mental acts include comparing one’s appearance with those of
other people [8]. The most common preoccupations concern the skin, hair, nose, eyes,
eyelids, mouth, lips, jaw, and chin [9].

Limited systematic research has examined the course and prognosis of BDD, especially
in children and adolescents despite the relatively high prevalence rate among young
adolescents (1.1% for 12—14 years) and the young age of onset (mean age 16 years) [10-12].
Schneider, et al. [10] found a 1.7% prevalence rate for BDD in a community sample of children
and adolescents. Although milder symptoms developing in adolescence may dissipate over

time, more moderate or severe symptoms usually follow a chronic course with increasing



comorbidity and impairment [9, 13]. Individuals with BDD often meet the diagnostic criteria
for at least two other psychiatric disorders during their lifetime, most commonly mood and
anxiety disorders, OC spectrum disorders, eating disorders, substance use disorders and
personality disorders [14]. A recent study using a clinical sample of 172 patients with BDD,
aged 7-19 years, shows a comorbidity rate of 72% [15]. Unsatisfactory attempts to correct
one’s appearance can lead to depression and suicidal tendencies [9]. While the clinical
presentation of BDD regarding severity, comorbidity and level of impairment is similar
between adults and adolescents [10], young people are more likely to have suicidal
thoughts/attempts and poorer insight, with a recent study showing that over half (52%)
report self-harming behavior, about one in tenth (11%) have made a suicide attempt. In a
large and recent study [15] (N=172) of patients with BDD, 52% and 11% reported self-harm
or suicide attempt respectively, and 52% had poor or absent insight. Furthermore, adults with
BDD onset before 18 years of age are reported to have more comorbidity and higher

suicidality than those with adult onset [10].

Overlap in clinical features

Both OCD and BDD fall under the Obsessive compulsive and related disorders (OCRD) category
in DSM-5, as they both have similar symptoms across multiple domains but with different
phenotypic properties [16]. Both are characterized by recurrent, time-consuming and
intrusive thoughts that cause anxiety and distress. In both disorders, individuals engage in
repetitive, time-consuming behaviors to reduce negative feelings [16]. Individuals with
comorbid OCD-BDD also have a younger age of onset and a higher rate of comorbid anxiety

and mood disorders, such as suicidal behaviors, eating disorders, skin picking disorder and



Tourette's syndrome to name a few. As a result, many comorbid OCD-BDD individuals are
unemployed and have a lower socioeconomic status than those who do not have comorbid
BDD {Conceicao Costa, 2012 #15}. Despite these and other similar features, little research has
examined the connection, correlates and comorbidity between the two disorders, especially
for pediatric OCD and BDD [17, 18], and limited studies are available on BDD symptoms in

OCD {Conceicao Costa, 2012 #15HPascual-Vera, 2021 #65}

Treatment and treatment barriers

Cognitive behavioral therapy (CBT) is the recommended first-line treatment for OCD in
children and adolescents [9, 19-22]. CBT is also the treatment of choice for adults with BDD
[20, 23]. However, research examining treatment for children and adolescents with BDD is
lacking despite its severity and early onset both for those with or without comorbid OCD [24].
Therefore, NICE guidelines recommend that for children and adolescents with BDD, the
general principles of treatment for OCD may be relevant as long as the specific elements of
BDD are kept in mind [20].

Although BDD shares many features with OCD, there is a fundamental difference in
how individuals perceive their disorder, which could interfere with treatment outcome.
Obsessive thoughts in OCD are ego-dystonic [13] and individuals with OCD therefore usually
realize the exaggerated and unrealistic character of their intrusive thoughts [9, 13, 25].
However, in BDD, the preoccupation with appearance is perceived in a more ego-syntonic
fashion [13], usually with very limited insight into the exaggerated nature of the perception.
Many also have self-reference ideas, causing them to believe that other people are frequently

noticing their appearance flaw [18]. It is therefore common for individuals with BDD to seek



cosmetic treatment instead of psychotherapy [26]. This low insight has an undeniably
negative effect on psychotherapy, leading to a lack of motivation for and compliance with
treatment [27]. Conversely, individuals with OCD usually have more insight into their
disorders, leading them to seek treatment [27, 28].

About 10% of young people with OCD have been found to have poor insight [28]. Poor
insight is often correlated with younger age, increased OCD severity, impairment, family
accommodation, lower intellectual and adaptive functioning and more severe depressive
symptoms [28]. Studies on the association of poor insight and treatment effects, in children
with OCD, are few and have mixed results. One randomized trial showed that poor or absent
insight was associated with reduced response across different treatment groups such as CBT,
SSRI and their combination [29]. However, in a recent international mega-analysis, insight did
not have a significant impact on CBT [28]. Adult studies have found that insight is poorer in
BDD than in OCD, with 27—-60% of BDD patients having delusional beliefs compared with only
2% of OCD patients [12, 30]. Furthermore, poor insight in BDD is associated with higher
suicidality [31]. It is therefore crucial to assess a young person’s level of insight when

considering models for treatment.

The current study

The aims of the present study were to (1) estimate the prevalence of comorbid BDD
symptoms in a sample of pediatric OCD outpatients, (2) investigate differences in
demographic and clinical presentation, including OCD symptom severity between patients
with and without BDD symptoms and (3) explore whether comorbid BDD symptoms are

associated with poorer treatment outcomes of manualized CBT for OCD.



We hypothesized that children and adolescents with OCD and BDD symptoms have
lower insight in their OCD symptoms than the group without BDD symptoms. Furthermore,
we expected more severe OCD symptoms in the BDD symptom group and higher comorbidity
with depression and anxiety. Finally, we expected children and adolescents with BDD

symptoms to have poorer outcomes after OCD treatment than the non-BDD group.

Method

Participants

A total of 269 children and adolescents aged 7 to 17 years, recruited from Denmark, Sweden
and Norway between September 2008 and June 2012, were included in the Nordic Long-Term
OCD Treatment Study (NordLOTS) [32]. Included patients were referred from community
health centers, general practitioners, or when parents contacted the clinics directly, resulting
in a representative sample of pediatric patients seeking treatment for OCD. Inclusion criteria
were an OCD diagnosis based on the DSM-IV criteria confirmed by the Kiddie Schedule for
Affective Disorders and Schizophrenia (K-SADS-PL) and a Children’s Yale-Brown Obsessive-
Compulsive Scale (CY-BOCS) total severity score 216. Exclusion criteria, kept to a minimum,
included previous treatment with CBT or effective doses of selective serotonin reuptake
inhibitors (SSRIs) within six months before the start of the study, and the presence of another
psychiatric disorder with higher treatment priority. The study rationale and inclusion
procedures for the NordLOTS are described in detail elsewhere [33, 34].

Informed consent was obtained from all participants and their parents, and the trial
was approved by the Norwegian, Swedish, and Danish Committees for Medical and Health

Research Ethics and the Medical Products Agencies.



Measures
OCD Severity
The CY-BOCS is a semi-structured interview used in the present study by an independent
evaluator to assess OCD severity and symptom presentation. The scale comprises two parts.
The first part is a 74-item symptom checklist assessing a broad range of current and past
obsessions and compulsions. The second part, a severity scale, consists of 10 questions (five
concerning obsessions and five concerning compulsions) that measures severity on a five-

point scale, with a total score ranging from 0 to 40 [35].

BDD symptoms/body dysmorphic obsession

The CY-BOCS symptom checklist includes one item on body dysmorphic symptoms which was
used to classify the groups in this study. The item is a part of the somatic obsessions category,
and it probes whether the person has “excessive concern with body part or aspect of
appearance (e.g., worries that your face, ears, nose, eyes, or other part of your body is
hideously ugly)”. The item is identical to the core features of the DSM-5 BDD symptom

description [8]. However, BDD-related compulsions were not assessed in this study.

Insight

Insight was measured with an item on the CY-BOCS (item 11) based on a Likert scale ranging
from 0 = “good insight” to 4 = “poor insight” [36]. We also used categorically cut-offs of
good/high insight (scores of 0, 1, or 2) and poor/absent insight (scores of 3 or 4) as used in

previous studies {Storch, 2014 #50} {Storch, 2008 #64}



A score of <16 on the CY-BOCS was used to define a treatment response. This score
was originally chosen as it represents mild severity or less and has been used in several
previous studies [35].

The CY-BOCS has demonstrated reliability and validity in samples of children with OCD.
In the NordLOTS, the intra-class correlation coefficients (ICCs) of inter-rater agreement were
as follows: obsessions ICC = 0.94 (95% C/ 0.85-0.97), compulsions ICC = 0.87 (95% C/ 0.67—

0.93) and total score ICC =0.92 (95% C/ 0.78—0.97) [33].

K-SADS-PL:

The K-SADS-PL is a diagnostic, semi-structured interview designed to assess a broad range of
child and adolescent mental disorders according to the DSM-IV criteria. The interview

comprises an introductory interview, a screening interview and a diagnostic part. Symptoms

n u n

are scored as “not present,” “possible,” “in remission” and “certain.” The K-SADS-PL showed
good inter-rater reliability (98%), good 1-5-week test—retest kappa (0.80) for all included
anxiety diagnoses and good convergent and divergent validity [37-41]. This study used

present diagnoses classified as “certain.” In DSM-IV BDD was categorized as somatoform

disorder, and the DSM-IV K-SADS-PL does not cover BDD.

Child Obsessive-Compulsive Impact Scale — Revised (COIS-R):

The COIS-R is a 33-item self-report questionnaire designed to assess the psychosocial
functioning of children and adolescents at home, in school and in social settings as well as
how OCD affects such functioning. Parent and child rating versions are available. Scale items

are scored on a four-point Likert scale (0 = “not at all,” 1 = “just a little,” 2 = “pretty much,”



and 3 = “very much”). The scale has moderate to high internal consistency of o = 0.92-0.94

for the parent version and o = 0.78—0.92 for the child versions [42, 43].

Child Behaviour Checklist (CBCL):

The CBCL is used to evaluate child behavioral and emotional problems as well as academic
functioning and social competence. The scale, rated by parents, has 113 items on a three-
point scale (0 = “not true,” 1 = “somewhat or sometimes true,” and 2 = “very or often true”).
It has been shown to have good psychometric properties across different populations, mean
test—retest reliability between 0.95-1.00 and internal consistency from a = 0.78 to a = 0.97

[44].

The Mood and Feelings Questionnaire (MFQ):

The MFQ is a parent and child rated questionnaire used to assess symptoms of depression
based on the DSM-III-R. The scale comprises 13 items, scored from 0 to 26 [45]. The
assessment has sound psychometric properties, and the scale’s total score has demonstrated

internal consistency of @ = 0.75 to a = 0.90 [46, 47].

Autism Spectrum Screening Questionnaire (ASSQ):

The ASSQ is a questionnaire for parents to rate the presence of autism symptoms, consisting
of 27 items rated on a three-point scale (0 = “no,” 1 = “somewhat,” and 2 = “yes”). The scale’s
total score ranges from 0 to 54 and has an internal consistency of a = 0.86 [48]. The

instrument has been proven a reliable and valid tool for screening in both clinical and general
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populations [49, 50]. Good internal consistency has been found for the versions in different

languages this study used [51].

Screen for Child-Anxiety-Related Emotional Disorders (SCARED):

The SCARED is a 41-item inventory rated on a three-point Likert-type scale. It is a parent and
child rated questionnaire used to measure symptoms of anxiety based on the DSM-IV, scored
from 0 to 82. Its total score has demonstrated an internal consistency of a = 0.92 for both the

child- and the parent-rated versions [52, 53].

Treatment

The treatment protocol included 75 minutes weekly sessions of exposure-based CBT for 14
weeks. In eight sessions, individual therapy was given to the child for 45 minutes, while the
remaining time was used with the parents, either alone or with the child. Depending on the
child’s age or preference, parents could also join for the whole session. In the remaining six
sessions, child and parents were together for the full session. BDD symptoms were treated as
other OCD symptoms using exposure and response prevention to address them. Therapists
in the study were child and adolescent psychiatrists, clinical psychologists or certified
psychotherapists with at least five years of clinical experience [32] . Assessments with the CY-
BOCS and K-SADS-PL were conducted by appropriately trained independent evaluators [33].
Parent rating scales were scored by either one or both parents together. Therapy adherence
and fidelity were found to be excellent. The sample and treatment procedure have been

described in detail elsewhere [33].
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Statistical analysis

We split the sample into two groups based on the presence of BDD symptoms from the CY-
BOCS checklist. Differences in age and OCD severity between the groups were estimated using
independent sample t tests. We used the Mann—Whitney U test to compare non-normally
distributed data. Group differences in comorbid diagnoses, gender, and CBT completers were
evaluated using Chi-square tests.

A linear mixed-effect model (LME) was used to estimate group differences in CBT
outcome [54]. CY-BOCS score (measured at baseline, week 7, and week 14), were set as the
dependent variable over continuous time, with weeks from baseline, the presence or absence
of BDD symptoms, and interaction of BDD symptoms with time as fixed effects. The model
included a random intercept and linear slope.

All analyses were conducted using SPSS version 26, except for the LME model, which
was fit using the PROC MIXED procedure within the SAS Statistical Software, version 9.4. All

tests were two-tailed, and p < 0.05 was considered to indicate statistical significance.

Results

A total of 21 (7.8%) patients reported body dysmorphic obsessions on the CY-BOCS symptom
checklist. Table 1 shows the baseline demographics, clinical characteristics and group
differences. Patients with BDD symptoms were significantly older than those without (t =
2.994, p = 0,003). Surprisingly, there was no difference between the level of insight in the two
groups. Anxiety disorders were more common in the BDD group than in the non-BDD group
(X? = 5.039, p = 0.025). There were no other significant differences between the groups,
except a trend toward a higher frequency of tic disorders in the group with OCD and BDD

symptom (X? = 3.414, p = 0.065).
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Table 1. Baseline demographic, clinical characteristics and group differences.

Characteristics OCD with BDD  OCD without Group difference
symptoms BDD
(n=21) (n=247)

Age, M (SD) 14.52 (2.1) 12.62 (2..7) t=2.994 p=0.003

Gender, male (%)
CBT completers
Age of OCD onset, M (SD)
Baseline OCD severity, M (SD)
Baseline severity for obsessions, M (SD)
Baseline severity for compulsions, M (SD)
Insight (CY-BOCS), M (SD)
Good/high insight
COIS-R Parent, M (SD)
COIS-R Child, M (SD)
CBCL Internalizing, M (SD)
CBCL Externalizing, M (SD)
MFQ Parent, M (SD)
MFQ_Child, M (SD)
ASSQ Total, M (SD)
SCARED Parent, M (SD)
SCARED Child, M (SD)
Co-morbid disorders (KSADS-PL), n (%)
Depressive disorders
Anxiety disorders
Tic disorders
oDD/CD
ADHD

10 (47.6%)
17 (81%)
12.17 (3.2)
24.29 (5.0)
12.24 (2.6)
12.5 (2.8)
1.29 (0.9)
13 (61.9%)
21.0 (15.2)
20.30 (11.2)
13.82 (6.8)
8.83(10.2)
4.84 (4.7)
6.65 (4.5)
7.33(7.0)
18.71 (12.0)
23.61(12.9)

1(4.8%)
8 (38.1%)
7 (33%)
1(4.8%)
2 (9.5%)

121 (49%)
226 (91.5%)
11.58 (3..0)
24.63 (5.1)
12.29 (2.8)
12.36 (2.7)
1.11 (1.0)
166 (68%)
26.12 (18.9)
19.88 (14.6)
15.28 (9.0)
8.91(7.7)
6.72 (5..6)
6.42 (4.2)
7.21(7.0)
20.75 (13.5)
23.61(11.0)

9 (3.6%)
44 (17.9)
42 (17%)
9 (3.7%)
19 (7.7%)

X?=0.015, p=0.904
X?=12.545,p=0.111
X?=12.88, p=0.456
t=-0.295, p=0.738

t=-0.650, p=0.948

t=-0.493, p= 0.964

U= 2247.0, p=0.327
X?=0.331, p=0.565
U= 1574.5, p= 0.328
U=2172.0, p= 0.594
U= 2087.0, p= 0.635
U=2047.5, p= 0.524
U=1778.5, p= 0.146
U=2248.5, p= 0.681
U= 2474.0, p= 0.990
U=2284.0, p= 0.614
U=2111.5, p=0.326

X?=0.065, p=0.798
X?%=5.039, p= 0.025
X?=3.414, p=0.065
X?=0.065, p=0.798
X?%=0.087, p=0.769

2 Independent samples t-test, ® Pearson’s Chi-square test,  Mann—Whitney U test, Significant outcome is marked with bold; OCD = Obsessive-
Compulsive Disorder; M = Mean; SD = Standard Deviation; CY-BOCS = Children’s Yale-Brown Obsessive-Compulsive Scale; COIS-R = The Child
Obsessive-Compulsive Impact Scale; CBCL = Child Behavior Checklist; MFQ = The Moods and Feelings Questionnaire; ASSQ = Autism Spectrum

Screening Questionnaire; SCARED = Screen for Child-Anxiety-Related Emotional Disorders; KSADS-PL = Kiddie Schedule for Affective Disorders and

Schizophrenia; ODD = Oppositional Deviant Disorder; CD = Conduct Disorder; ADHD = Attention Deficit Hyperactivity Disorder.
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Children with BDD symptoms had significant increased rate of symptoms on almost every
OCD symptom category except for sexual and magical obsessions and counting compulsions

compared with those without BDD symptoms (Table 2).

Table 2. Differences in OCD symptoms, n (%)

CY-BOCS symptom category OCD with BDD OCD without BDD Group difference (Chi-

(n=21)

(n=1247)

Square, p-value)

Contamination Obsessions

Aggressive Obsessions
Sexual Obsessions
Magical Obsessions
Somatic Obsessions
Religious Obsessions

Symmetry Obsessions

Miscellaneous Obsessions

Washing Compulsions
Checking Compulsions
Repeating Compulsions

Counting Compulsions

Symmetry/Ordering Compulsions

Hoarding Compulsions

Magical Compulsions

Involve Others Compulsions

Mental Compulsions

Miscellaneous Compulsions

20 (95.0%)
18 (85.7%)
4 (19.0%)

11 (52.4%)
21 (100%)
12 (57.1%)
12 (57.1%)
19 (90.5%)
21 (100%)
20 (95.2%)
16 (76.2%)
10 (47.6%)
13 (61.9%)
11 (52.4%)
14 (66.7%)
18 (85.7%)
16 (76.2%)
20 (95.2%)

150 (60.7%)
134 (54%)
27 (10.9%)
82 (33.1%)
66 (26.6%)
51 (20.6%)
85 (34.3%)
144 (58.1%)
167 (67.3%)
146 (58.9%)
120 (48.4%)
73 (29.4%)
93 (37.5%)
49 (19.8%)
71 (28.6%)
152 (61.3%)
94 (37.9%)
153 (61.7%)

X?%=9.937, p= 0.002
X?=7.907, p=0.005
X?=1.265, p=0.261
X?=3.194, p=0.074
X?=47.65, p< 0.001
X?=14.443, p< 0.001
X?=4.391, p=0.036
X?%=8.518, p= 0.004
X?=9.814, p= 0.002
X?=10.837, p=0.001
X?=5.987, p=0.014
X?=3.000, p= 0.083
X?=4.829, p=0.028
X?=11.890, p= 0.001
X?=12.960, p< 0.001
X?=4.966, p=0.026
X?=11.742, p= 0.001
X?=9.492, p= 0.002

Significant outcome is marked with bold; OCD = Obsessive-Compulsive Disorder; CY-BOCS = Children’s Yale-Brown Obsessive-Compulsive
Scale

The estimated reduction from baseline to week 14 was 13.16 (SE = 0.60) for the non-BDD
group and 13.77 (SE = 1.49) for the BDD group. The estimated week 14 CY-BOCS total score
was 11.18 (SE = 0.40) for the non-BDD group and 10.57 (SE=1.44) for the BDD group. The

linear mixed effect analysis did not show a significant difference in OCD severity at
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posttreatment (p =.682), indicating that having BDD symptoms did not affect the CBT

outcome (Fig. 1).

25

20—

CY-BOCS score

5= T T T
Baseline 7 weeks 14 weeks

I OCD with BDD symptoms I OCD without BDD symptoms

Fig. 1. Estimated reduction in CY-BOCS total score for groups with and without BDD

symptoms during the 14 weeks of CBT

Discussion

The present study is the first study examining BDD symptoms in a pediatric OCD sample. A
total of 21 (7.8%) individuals in our sample reported BDD symptoms. The prevalence of BDD
has been reported as 2.4% in the general adult population [8] and 1.7% in a community
sample of children and adolescents [10]. The 7.8% of individuals reporting BDD symptoms is
in the lower range of previous studies of adult samples with primary OCD reporting comorbid

BDD symptoms ranging from 3% to 37% [55-65].
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We found notable group differences in certain demographic factors. Children with
BDD symptoms tended to be older than those without BDD symptoms. This might be
explained by post-pubertal young people being more preoccupied with physical appearance.

Children with BDD symptoms had more OC symptoms than children who did not have
BDD symptoms, especially contamination obsessions (95% vs. 60% without BDD symptoms)
and washing compulsions (100% vs. 58% without BDD symptoms). However, no differences
were found between groups in sexual and magical obsessions or counting compulsions. These
findings are consistent with those of [66].
Contrary to earlier findings and our first hypothesis, children with BDD symptoms did not
show reduced levels of insight into their OCD symptoms compared to the group without
BDD symptoms. One possible explanation could be the higher mean age in the group with
BDD symptoms. Children tend to have lower insight than adolescents and adults [67, 68].
Thus, the insight into the OCD symptoms may improve when they get older and more
mature. However, poor insight into the exaggerated nature of the preoccupation is a typical
feature of BDD and growing insight with age is very unlikely. Alternatively, as a participant in
this study, these young individuals, or their family, have sought treatment for their BDD
symptoms and are willing and able to participate in therapy. This could indicate better
insight compared to those individuals who do not seek and participate in treatment.
Surprisingly, in the current sample, both groups had relatively high levels of insight. This is
not in line with earlier findings from studies with adults indicating that individuals with OCD
have better insight into their symptoms than individuals with BDD [12, 27]. There are
several potential explanations: (1) Most importantly, the current study reports on the
presence of BDD symptoms, but a diagnosis of BDD was not assessed thoroughly. As

described in the methods section, the DSM-IV based K-SADS-PL interview did not cover the
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diagnosis of BDD. In DSM-IV BDD was classified as somatoform disorder, while it is
categorized in the group of Obsessive-Compulsive and Related Disorders in DSM 5 [8]. (2) In
our study insight was measured with the CYBOCS item asking for general insight into OCD,
and not specific for the BDD symptom. Therefore, the rater may have concluded with
overall “good insight”, while insight into the BDD symptom could have been masked. (3)
Studies about BDD without OCD may comprise a different population and therefore, the
studies are not directly comparable. (4) In addition, there is a possibility that the CY-BOCS
BDD item measures other types of preoccupations with the body, than those typically
characterizing BDD.

Our findings do not support our second hypothesis, that children with BDD symptoms
exhibit poorer treatment outcomes than children with OCD only. In this sample, both groups
responded equally well to CBT treatment. Which indicates that in the present study, BDD
symptoms as measured by the CY-BOCS checklist, do not predict poorer treatment outcomes.
However, as mentioned earlier, the children and adolescents in this sample did not have full
diagnoses of BDD, only symptoms, which could explain these results. Furthermore, the
treatment is designed to reduce OCD symptoms in general and not specifically BDD
symptoms.

Concerning comorbid disorders, there was no difference in the presence of
depression, ADHD, tic disorder and ODD/CD between both groups. However, anxiety
disorders were more frequent in the BDD symptom group. Our sample had very few cases
with depression (3.7%) [32] which could explain the null finding.

The strength of this study lies in its large and well-defined sample using a
comprehensive assessment of both OCD and comorbidities. CBT treatment was manualized,

and participants did not receive SSRI medication during CBT treatment.
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An important limitation of this study is that we only assessed BDD symptoms by using
the single item in the CY-BOCS checklist, and which only includes body dysmorphic obsessions
and not compulsion. Therefore, we cannot distinguish between milder symptoms of BDD and
severe clinical cases, making it difficult to evaluate whether reporting BDD symptoms is a part
of young people’s appearance concerns or pathology. In addition, we do not have any
information on BDD compulsions. Our sample consisted of children and adolescents with OCD
and therefore our results cannot extend to children with BDD symptoms without OCD. Finally,
the homogeneity of the Scandinavian sample limits the generalizability of its results to more

diverse populations.

Summary

About 8% of children and adolescents with OCD included in the NordLOTS had symptoms of
BDD. Those with BDD symptoms were older, had higher frequency of comorbid anxiety
disorders and a greater number of OC symptoms than those without BDD symptoms.
However, the exact rates of BDD in pediatric OCD is not known. More elaborate screening
and assessment of BDD in pediatric OCD is important. In contrast to previous studies, the
presence of BDD symptoms did not affect insight in OCD symptoms, and the treatment
response to CBT was similar for OCD patients with and without BDD symptoms. The present
study suggests that OCD can be treated successfully with CBT in the presence of BDD

symptoms.
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