
1280 Am J Psychiatry 163:7, July 2006ajp.psychiatryonline.org

Brief Report

Suicidality in Body Dysmorphic Disorder: A Prospective Study

Katharine A. Phillips, M.D.
William Menard, B.A.

Objective: Cross-sectional/retrospective data have indicated
that individuals with body dysmorphic disorder (BDD) have
high rates of suicidal ideation and attempts. However, no study,
to the authors’ knowledge, has prospectively examined suicid-
ality in BDD.

Method: In the first prospective study of BDD’s course, the au-
thors examined suicidality in 185 subjects for up to 4 years.

Results: Suicidal ideation was reported by a mean of 57.8% of
the subjects per year, and a mean of 2.6% attempted suicide
per year. Two subjects (0.3% per year) completed suicide.

Conclusions: Individuals with BDD have high rates of suicidal
ideation and attempts. The completed suicide rate is prelimi-
nary but suggests that the rate of completed suicide in BDD is
markedly high.

(Am J Psychiatry 2006; 163:1280–1282)

Many case reports underscore the suicidal ideation,
suicide attempts, and completed suicides that can occur in
people with body dysmorphic disorder (BDD) (e.g., refer-
ence 1). In cross-sectional/retrospective studies, 45%–70%
of the patients reported a history of suicidal ideation attrib-
uted primarily to BDD (2, 3). Reported rates of past suicide
attempts are 22%–24% (4, 5). To our knowledge, the only
study of completed suicide is a retrospective study of pa-
tients in two dermatology practices known to have commit-
ted suicide over 20 years; most who committed suicide had
acne or BDD (6). However, suicidality in BDD has been
minimally studied, and no study has examined any aspect
of suicidality prospectively, to our knowledge. Therefore, we
examined suicidal ideation, suicide attempts, and com-
pleted suicide in the first prospective study of BDD’s course.

Method
Two hundred subjects were enrolled in this prospective obser-

vational study of BDD’s course. The study did not provide treat-
ment. Inclusion criteria were meeting criteria for DSM-IV BDD
or its delusional variant, being age 12 or older, and being able to
be interviewed in person. The only exclusion criterion was an or-
ganic mental disorder. Fifty-two percent of subjects were self-re-
ferred; 48% were referred by professionals. An institutional re-
view board approved the study, and the subjects signed
statements of informed consent (assent plus parental consent
for adolescents). The subjects were interviewed at intake and
then annually. Because the subjects were enrolled over 2.4 years,
they had varying follow-up durations. Of the 200 enrolled sub-
jects, 185 (92.5%) had a 1-year follow-up interview, 163 (81.5%)
had a 2-year interview, 95 (47.5%) had a 3-year interview, and 25
(12.5%) had a 4-year interview.

The Longitudinal Interval Follow-Up Evaluation, a semistruc-
tured rating system for assessing the course of mental disorders
(7), assessed weekly BDD severity during follow-up with the 7-
point Psychiatric Status Rating for BDD; scores of 1 and 2 indi-
cate minimal or no BDD symptoms, 3 and 4 indicate subthresh-
old symptoms, and 5–7 reflect full BDD criteria. The Longitudi-
nal Interval Follow-Up Evaluation also assessed treatment
received and suicide attempts during follow-up, including medi-
cal threat and intent. We determined the importance of BDD in
precipitating the attempt (in the subject’s view) using a 5-point

scale; attempts were considered attributable to BDD if BDD was
a moderate, major, or primary reason. We used the semi-
structured BDD Form (3, 5) to assess suicidal ideation during the
year since the previous interview. Suicidal ideation was attrib-
uted to BDD if BDD was considered primarily responsible for the
ideation. This measure also obtained data on demographics and
BDD’s clinical features, including past suicidal ideation and at-
tempts (cross-sectional/retrospective suicidality data from the
intake assessment are reported elsewhere [8]). Means, standard
deviations, frequencies, annual weighted means, and 95% confi-
dence intervals (CIs) were computed. Rates are based upon the
number of subjects interviewed at follow-up; the rates of com-
pleted suicide are based on the number of subjects interviewed
or due for an interview. Suicides were determined by searches of
the Social Security Death Index, other search procedures, and ex-
amination of death certificates.

Results

A total of 126 of 185 subjects (68.1%) were women, 138
(74.6%) were unmarried, 157 (85.8%) were white, and 13
(7.2%) were Hispanic. At intake, the mean age was 33.0
years (SD=12.2), and the mean duration of BDD was 16.0
years (SD=12.5). At intake, 164 (88.6%) of the subjects met
full DSM-IV BDD criteria (11.4% were in partial or full re-
mission but had met full BDD criteria in the past).

At intake, 147 of 185 subjects (79.5%) reported a history
of suicidal ideation; 51 (27.6%) had a history of a suicide
attempt. Table 1 shows prospective suicidality data. The
mean score on the Psychiatric Status Rating for BDD over
1–4 years of follow-up was 4.6 (SD=1.4) for the entire
group and 4.9 (1.2) for subjects who met full criteria for
BDD at intake. A total of 167 (90.3%) of the subjects re-
ceived mental health treatment at some point during the
follow-up period. The nine subjects (four men and five
women; age: mean=37.1 years, SD=11.6) who attempted
suicide during follow-up made a total of 30 suicide at-
tempts; when we considered all attempts, the maximum
level of medical threat was minimal for one subject, mod-
erate for four subjects, severe for one, extreme for one, and
resulted in death for two. The maximum level of intent (ex-
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cluding the suicides) was definite but ambivalent in one,
serious in three, very serious in two, and extreme in one.

Two subjects committed suicide (both were receiving
psychiatric treatment at the time of their deaths). One was
a 31-year-old single white man who was receiving disabil-
ity pay and had no past hospitalizations or suicide at-
tempts who hanged himself. The other was a 54-year-old
single white unemployed man who stabbed himself. He
had four past hospitalizations, all primarily for BDD, and
one prior suicide attempt, attributed primarily to BDD. At
their last interview, both subjects had extremely severe
BDD (score of 7 on the Psychiatric Status Rating for BDD),
and both considered BDD their primary (most problem-
atic) diagnosis.

Discussion

Consistent with previous studies of past suicidality (2–
5), this prospective study found that individuals with BDD
had high rates of suicidal ideation and attempts. The
mean annual suicidal ideation rate of 57.8% is approxi-
mately 10–25 times higher than in the U.S. population,
and the mean annual suicide attempt rate of 2.6% is an es-
timated 3–12 times higher (9, 10). With adjustment for age,
gender, and geographic region, our completed suicide rate
was approximately 45 times higher than in the general
population (11), that is, the standardized mortality ratio
for BDD was approximately 45. Although rates of com-
pleted suicide for other disorders vary, depending on the
study, and comparisons should be made with caution, ex-
amples of estimated standardized mortality ratios for sui-
cide for other mental disorders (based on meta-analyses)
are 23 for eating disorders, 20 for major depression, and 15
for bipolar disorder (12). Thus, our standardized mortality
ratio for BDD appears markedly high. This result is prelim-
inary. However, individuals with BDD have many suicide
risk factors, including having high rates of psychiatric hos-
pitalization, being single or divorced, and having high co-
morbidity, poor social supports, poor self-esteem, and
high levels of anxiety, depression, and hostility (8).

Our study’s limitations include the lack of a control
group or data directly comparing subjects with BDD to in-

dividuals with other disorders, use of different instru-
ments than in studies of other disorders, and conduction
of the study in a BDD specialty setting, which may attract
more severe cases. On the other hand, our rate of suicide
could be an underestimate because our methods may not
have detected all suicides. Our group size and limited du-
ration of follow-up limited the stability and precision of
our suicidality estimates. Studies are needed over longer
follow-up periods and in other BDD samples and settings.
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Objective: Problems with inhibiting certain pathological be-
haviors are integral to obsessive-compulsive disorder (OCD), tri-
chotillomania, and other putative obsessive-compulsive spec-
trum disorders. The authors assessed and compared motor
inhibition and cognitive flexibility in OCD and trichotillomania
for the first time, to their knowledge.

Method: The Stop-Signal Task and the Intradimensiona/Extradi-
mensional Shift Task were administered to 20 patients with OCD, 17
patients with trichotillomania, and 20 healthy comparison subjects.

Results: Both OCD and trichotillomania showed impaired inhi-
bition of motor responses. For trichotillomania, the deficit was
worse than for OCD, and the degree of the deficit correlated sig-
nificantly with symptom severity. Only patients with OCD
showed deficits in cognitive flexibility.

Conclusions: Impaired inhibition of motor responses (impul-
sivity) was found in OCD and trichotillomania, whereas cogni-
tive inflexibility (thought to contribute to compulsivity) was lim-
ited to OCD. This assessment will advance the characterization
and classification of obsessive-compulsive spectrum disorders
and aid the development of novel treatments.

(Am J Psychiatry 2006; 163:1282–1284)

Growing evidence suggests that obsessive-compulsive
disorder (OCD), trichotillomania (compulsive hair pull-
ing), and other conditions may represent an obsessive-
compulsive spectrum or family of disorders (1). The symp-
toms of OCD and trichotillomania suggest problems inhib-
iting motor behavior (impulsivity). However, OCD is also
characterized by repetitive mental acts or behaviors per-
formed according to rigid rules (DSM-IV). It has been pro-
posed that these compulsive symptoms may be mediated
by problems with cognitive flexibility, such as the ability to
shift attentional focus (2). We compared motor inhibition
and cognitive flexibility in subjects with OCD and trichotil-
lomania using two well-validated neurocognitive tasks.
Motor inhibition was assessed with the Stop-Signal Task
(3), which provides a sensitive estimate of the time taken to
internally suppress motor responses. This task has been
shown to be sensitive to motor impulsivity associated with
attention deficit hyperactivity disorder (ADHD) and dam-
age to the right inferior frontal gyrus (4, 5). Cognitive flexi-
bility was assessed with the Intradimensional/Extradimen-
sional Shift Task, developed from the Wisconsin Card
Sorting Test of frontal lobe integrity (6). The Intradimen-
sional/Extradimensional Shift Task examines different
components of attentional flexibility, including reversal

learning, set formation, and the ability to shift attention
between stimulus dimensions (7). We predicted that sub-
jects with OCD would show deficits in motor inhibition
and cognitive flexibility but that subjects with trichotillo-
mania would show deficits in motor inhibition only.

Method

Twenty OCD patients, 17 trichotillomania patients, and 20
healthy comparison subjects gave written informed consent and
were administered the tasks. The groups were matched for age,
education, and IQ (8) (Table 1) (analysis of variance [ANOVA], all
p>0.10). DSM-IV diagnoses were made by a fully certified consult-
ant psychiatrist using an extended clinical interview supple-
mented by the Mini International Neuropsychiatric Interview (9).
For OCD, only archetypal illness involving contamination or
checking was allowed (no hoarding). The participants were ex-
cluded if they had significant comorbidities, including major de-
pression (Montgomery-Åsberg Depression Rating Scale score
[MADRS] >16) (10), Tourette’s syndrome, psychosis, eating disor-
ders, and other anxiety disorders. OCD severity was assessed with
the Yale-Brown Obsessive Compulsive Scale (11). The patients
with OCD scored >16 on the scale; 16 of 20 were receiving selec-
tive serotonin reuptake inhibitors (SSRIs), and the remainder
were unmedicated (free from psychotropic medications for at
least 6 months before cognitive testing). The severity of trichotil-
lomania was assessed with the Massachusetts General Hospital
Hairpulling Scale (12), and patients with trichotillomania were


