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HYPOCHONDRIASIS:
DEMOGRAPHIC CHARACTERISTICS AND COMORBIDITY
WITH OTHER PSYCHIATRIC DIAGNOSES IN GREECE
Garyfallos G., Adamopoulou Ar., Karastergiou An., Bozikas V., Voikli M., Vaxevanis Ath.,
Stylopoulos El., Christoforidis G.
Community Mental Health Center of Northwestern District. Thessaloniki, Greece.
Background: Hypochondriasis is classified as a somatoform disorder. However, some findings indicate that it is
differentiated from the other somatoform disorders regarding demographic characteristics and clinical parameters.
Hypochondriasis has a high comorbidity both with other clinical syndromes and with personality disorders. The
present study aims to investigate: 1) the demographic characteristics of hypochondriasis in comparison to other
somatoform disorders, 2) the comorbidity of hypochondriasis with other clinical syndromes and personality
disorders, 3) whether the presence of a personality disorder represents an increase in overall psychopathology.
Method: The study sample consisted of 51 consecutive outpatients who attended a Mental Health Center between
1990 and 2002 and received a DSM-III-R or DSM-IV diagnosis of hypochondriasis. All other patients (N=2695)
who attended the Center during the same period and received any other Axis I and/or Axis II diagnosis were used
as a control group for Axis II diagnoses. Patients with an Axis I diagnosis of any other somatoform disorder
(N=250) were used as a control group regarding the investigation of the demographic characteristics of the
hypochondriacal patients. All patients included in the study completed the Eysenck Personality Questionnaire
(EPQ) and those with at least a ninth grade of education additionally completed the Minnesota Multiphasic
Personality Inventory (MMPI).
Results: Forty one (80%) of the hypochondriacal patients had another current Axis I diagnosis and this rate
increased to 88% when lifetime diagnoses were recorded. The most frequent comorbid diagnoses were anxiety
disorders (59%), mainly panic disorders (45%), followed by depressive disorders (45%). Thirty five (68%) patients
met the criteria for a personality disorder, a rate significant higher than that of the control group (53%). Obsessivecompulsive personality disorder and personalities of cluster C in generally appeared significantly more frequently
in the study than in the control group. Hypochondriacal patients with a concomitant personality disorder
manifested significantly higher scores on almost all the MMPI scales and on scale N of the EPQ and significantly
lower score on scale E of the latter in comparison to those without. The group of hypochondriasis has a significantly
higher proportion of men, more years of education and higher rate of comorbidity with OCD than the group of
other somatoform disorders. Conclusions: Hypochondriasis has a high rate of comorbidity with other clinical
syndromes and personality disorders. The presence of a personality disorder is related to more severe overall
psychopathology. Hypochondriasis is differentiated from the rest of somatoform disorders regarding sex ratio,
educational level and comorbidity with OCD. If, in addition, the high comorbidity with anxiety disorder in general
is taken into account, previous suggestions to place hypochondriasis in the anxiety disorders section may be worth
reconsidering.
Key words: hypochondriasis; demographic characteristics; comorbidity.

Hypochondriasis is defined as an intense preoccupation
with fears of having or the idea that one has a serious
disease based on misinterpretation of one or more bodily
signs or symptoms1. According to the classification of
APA, DSM-III/-R/IV hypochondriasis is classified in the
section of somatoform disorders. However, during the
development of DSM-VI there have been suggestions that
hypochondriasis is placed within the anxiety disorders
section2. Furthermore, it is well known that hypochondriasis

is among the disorders which have been proposed to
constitute the so called obsessive-compulsive
spectrum3,4.
Hypochondriasis manifests a high comorbidity with other
clinical syndromes (axis I diagnoses) although there are
few recent studies investigating the topic in detail5,6. The
co-occurrence of more than one clinical syndromes has
important clinical implications regarding symptom
severity, prognosis, course and treatment response and
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also provides useful information regarding etiology6, 7-11.
Similarly interesting is the correlation of clinical syndromes
with personality disorders (axis II diagnoses). This topic
does not simply have a theoretical interest, but mainly
practical implications as there are reports supporting that
the presence of a personality disorder is associated with
severer symptomatology, more relapses, poorer prognosis
and treatment response, as well as worse psychosocial/
occupational functioning10, 12-18. Unfortunately, there are
no studies investigating in detail the comorbidity between
hypochondriasis and personality disorders in general and
specific personality disorders in particular.
The aim of the present study is to investigate:
1) the demographic characteristics of hypochondriasis in
comparison to those of other somatoform disorders,
2) the comorbidity of hypochondriasis with other clinical
syndromes (axis I) and personality disorders (axis II),
and
3) whether patients with a concomitant personality
disorder have more severe overall psychopathology
compared to those without a personality disorder.

adapted for use in Greece21. The MMPI, a test for assessing
personality characteristics, is also a useful device in
assessing psychopathology22 and thus has been used for
this purpose in many comparative studies between groups
of patients. MMPIs that were invalid (i.e. false positive or
false negative) were excluded. Finally, all the
hypochondriacal patients who had at least a sixth-grade
education completed in addition the Eysenck Personality
Questionnaire (EPQ), which had also been adapted for use
in Greece23.

RESULTS
From a total sample of 2746 outpatients who attended the
Center, 51 (1.9%) received a DSM-III-R or DSM-IV
diagnosis of hypochondriasis. Their demographic
characteristics compared to those of patients with other
somatoform disorders (N=250) are presented in Table 1.
Table 1. Demographic characteristics of the patients
with hypochondriasis compared to those with other
somatoform disorders

METHOD
The Sample of the study consisted of consecutive
outpatients who attended the Community Mental Health
Center of North-Western district of Thessaloniki in Greece
for a period of 12 years (1990-2002) and received a
diagnosis of hypochondriasis according to DSM-III-R or
DSM IV criteria. A DSM (III, III-R and IV) diagnosis is a
standard practice in the Center and all the scientific
personnel involved in diagnostic interviews are trained
and experienced in its use. The Axis I diagnoses were
made at the disposition conference by consensus of the
whole therapeutic team. All the Axis II diagnoses were
made according to DSM-III-R criteria using the Structured
Clinical Interview from DSM-III-R Axis II (SCID-II) in
conjunction with the SCID Personality Questionnaire19.
These instruments have been translated into Greek and
their diagnostic sensitivity has been validated for the
Greek population20. All other patients who attended the
Center during the same period (1990-2002) followed the
same diagnostic procedure and received any other Axis I
and/or Axis II diagnosis were used as a control group for
Axis II diagnoses. Patients with an Axis I diagnosis of any
other somatoform disorder were used as a control group
regarding the investigation of the demographic
characteristics of the hypochondriacal patients. The
current level of functioning was assessed with the Global
Assessment of Functioning (GAF) scale of the DSM-III-R/
DSM-IV. All patients under study who had at least a
ninth-grade education completed the Minnesota
Multiphasic Personality Inventory (MMPI), which was

Hypochondriasis

Other somatoform

(N=51)

(N=250)

n

%

n

%

Male

22

Female

29

43

58

23

57

192

77

Single

28

55

127

51

Married

19

37

95

38

Divorced/

4

8

28

11

Sexa

Marital Status

Widowed
Age (years)

35.6±10.0

36.3±11.3

Education (years)b

11.8±3.3

9.7±4.0

a: chi-square, df=1, x2=8.63, p<0.01
b: two-tailed t-test, df=299, t=9.72, p<0.001

The group of hypochondriasis has a significantly higher
proportion of men and also more years of education than
the group of other somatoform disorders. The age of onset
of hypochondriasis was 28.9±8.5 years and the duration
of the illness 6.7±4.2 years. Of the hypochondriacal
patients 80% qualified for another Axis I diagnosis of
current disorder and 88% for another lifetime disorder
(Table 2). The most frequent comorbid disorders were
anxiety disorders (51% current and 59% lifetime), mainly
panic disorder with or without agoraphobia followed by
depressive disorder (39% current and 45% lifetime),
mainly major depression. It is worth mentioning the high
comorbidity of hypochondriasis with obsessive-compulsive
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Table 2. Comorbid Axis I diagnoses in patients with
hypochondriasis (N=51)
Current

Lifetime

n

%

n

%

Major depression

14

27

16

31

Dysthymia

3

6

4

8

Depression NOS

3

6

3

6

Depressive disorders
(total)

20

39

23

45

Panic disorder ± AGF

20

39

23

45

Generalized anxiety

2

4

3

6

Social phobia

3

6

4

8

Specific phobia

2

4

2

4

OCD

9

18

9

18

Anxiety NOS

1

2

1

2

Anxiety disorders

26

51

30

59

(total)

Other somatoform

7

14

9

18

Sexual disorders

1

2

1

2

Alcohol abuse

0

0

3

6

Any Axis I

41

80

45

88

No Axis I

10

20

6

12

NOS: Not otherwise specified, AGF: Agoraphobia, OCD: Obsessive-compulsive disorder

disorder (OCD) (18% - 9 out of 51), while the patients with
another somatoform disorder manifested it in only 3% (7
out of 250) of cases. This difference was statistically
significant (x2=18.55, df=1, p<0.001). Needless to say that
obsessions and/or compulsions were unrelated to concerns
about illness.
An effort was made to determine the temporal relationship
of coexisting disorders and hypochondriasis. In 20
subjects, anxiety disorders preceded the onset of
hypochondriasis by six months or more, in 5 the onset of
anxiety disorder and hypochondriasis were coincident
and in 5 the onset of anxiety followed the onset of
hypochondriasis by six months or more. In contrast, only
in 4 subjects the onset of a depressive disorder preceded
that of hypochondriasis by six months or more, in 5 the
onset of the two disorders coincided and in 14 the onset of
depression followed the onset of hypochondriasis by six
months or more. The comparison of the above data
indicates a statistically significant difference (x2=14.26,
df=2, p<0.001). Hypochondriacal patients with a comorbid
axis I disorder had a significantly earlier age at onset of
hypochondriasis and a significantly lower score in GAF
(i.e. worse level of functioning) compared to subjects with
no coexisting axis I disorder (27.9±8.6 vs. 36.3±8.0,
t=2.28, df=49, p<0.05) and (54,2±8.5 vs. 63.6±10.3,
t=2.14, df=49, p<0.05).

Hypochondriacal patients exhibited significantly more
frequently any personality disorder, obsessive-compulsive
and cluster C personalities compared to the patients with
other diagnoses (Table 3). Patients under study with a
concomitant personality disorder (N=35) had a
significantly earlier age at onset of hypochondriasis and a
significantly lower score on GAF (i.e. worse level of
functioning) compared to the hypochondriacal patients
without a personality disorder (N=16) (26.7±7.4 vs.
33.8±9.4, t=2.67, df=49, p<0.05) and (53.1±8.8 vs.
60.2±10.1, t=2.42, df=49, p<0.05).
Table 3. Distribution of personality disorders in
patients with hypochondriasis and those with other
diagnoses (n=2746)
Personality disorder

Hypochondriasis

Other (n=2695)

(n=51)

Any

n

%

n

%

35

69

1401

52*

Cluster A

3

6

125

5

Cluster B

12

24

602

23

Cluster C

16

31

410

16

Paranoid

1

2

54

2

Schizoid

0

0

12

<1

Schizotypal

2

4

65

2

Antisocial

0

0

17

<1

Borderline

7

14

411

16

Histrionic

8

16

254

10

Narcissistic

1

2

55

2

Avoidant

4

8

139

5

Dependent

5

10

125

5

195

7***

22

*

Obsessive-Compulsive

11

Passive-Aggressive

1

2

47

2

NOS

7

14

395

15

Self-defeating

2

4

51

2

NOS: Not otherwise specified,
*p<0.05, **p<0.01, ***p<0.001;
X2 with Yates correction when necessary; df=1

Out of 51 patients 46 completed the MMPI and their tests
were valid. Table 4 presents the statistical comparison
between hypochondriacal patients with (N=31) and
without (N=15) a personality disorder for the MMPI
scores on the clinical scales, the sum of clinical scales and
research scales such as A (anxiety), Mas (manifested
anxiety), Dy (dependency), Mor (poor moral), Soc (social
maladjustment), D1 (depression), Dep (subjective
depression) and Es (ego strength). Patients with a
personality disorder had significantly higher scores on all
but two (Mf and Ma) scales compared to those without.
It should be pointed out that on scale Es a higher score
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Table 4. Mean MMPI T scores on clinical, sum of
clinical and research scales of hypochondriacal
patients with and without a personality disorder
Scale

Personality disorder
Yes (N=31)

No (N=15)

Hs

78.5±11.4

70.2±10.0*

D

72.3±10.7

64.0±8.4**

Hy

71.0±11.6

61.8±9.3**

Pd

62.6±8.3

56.1±6.7**

Mf

52.0±11.3

51.8±11.0

Pa

62.7±8.4

56.6±9.1*

Pt

76.4±7.9

64.9±8.8***

Sc

63.7±7.5

57.4±8.6*

Ma

52.2±9.6

50.4±11.5

Si
Sum

60.8±5.6

56.0±6.5*

652.1±47.0

589.2±55.6***

A

59.3±7.6

53.2±8.3*

Mas

63.4±7.6

57.2±6.9**

Dy

61.1±8.3

54.2±8.5*

Mor

61.2±8.3

55.1±8.6*

Soc

58.3±8.4

52.1±7.3*

D1

67.7±6.9

59.1±8.9**

Dep

61.5±7.8

54.6±7.6**

Es

34.6±7.7

41.8±8.4**

Es: A higher score indicates better psychological state
*p<0.05, **p<0.01, ***p<0.001: two tailed t test; df=44

means better psychological state. Similarly, patients with
a comorbid personality disorder (N=35) manifested a
significantly higher score on scale N (Neuroticism) and a
lower score on scale E (Extraversion) than those without a
personality disorder (N=16) (Table 5).
Hypochondriacal fears/beliefs were distributed in the 51
patients as follows: 21 subjects (41%) had the fear/belief of
having cancer, 12 (23%) of having a cardiac disease or of
developing a stroke, 2 (4%) of having cancer plus another
disease, 7 (14%) of having cardiac disease or stroke plus
another disease and finally 9 (18%) of having cancer and a
cardiac disease or stroke. Obviously the most frequent
fears/beliefs were of having cancer which exists alone or
in combination with other fears in 63% of the patients,
while fears/beliefs of having a cardiac disease or developing
a stroke manifested the 55% of the hypochondriacal
subjects. As the fear to have a heart attack or stroke is a
very common fear during a panic attack, hypochondriacal
patients with or without a comorbid diagnosis of panic
disorder were compared regarding the presence or not of
the above fears. Of the 23 patients with a lifetime comorbid
diagnosis of panic disorder, 12(52%) had the above
mentioned hypochondriacal fear/belief compared to the

Table 5. Mean EPQ score of hypochondriacal patients
with and without a personality disorder
Scale

Personality disorder
Yes (N=35)

No (N=16)

P

4.5±2.6

3.4±2.6

Ν

18.7±2.7

15.2±3.0**

Ε

9.7±3.7

12.1±2.4*

Λ

10.4±2.4

11.2±2.9

*p<0.05, **p<0.01, ***p<0.001: two tailed t test; df=49

16(57%) out of 28 patients without a comorbid panic
disorder diagnosis. This difference did not reach statistical
significance (x2 =0.12, df=1, p>0.1).
In 32 out of 61 patients (63%), a death of a family member
or close relative had happened in the past, before the
onset of hypochondriasis. Twenty eight out of these 32
patients (87.5%) developed a fear/belief, alone or in
combination with other fears/beliefs, of the illness which
was the cause of the death of the family member or
relative, while in 19 (59%) subjects this was the only fear/
belief they manifested.

DISCUSSION
The percentage of 1.9% of the total sample with
hypochondriasis is quite similar to the 1.6% of an Italian
study24 in psychiatric outpatients and inpatients.
Unfortunately, there are no recent studies investigating
hypochondriasis in psychiatric outpatient samples. Most
recent existing studies are dealing with patients attending
primary care settings or medical outpatients in general,
and they present higher percentages of hypochondriasis
3.4-8.5%6, 25-27. An earlier English study carried out 40
years ago, in psychiatric outpatients, but without the use
of specific diagnostic criteria, reported a much lower
prevalence of hypochondriasis (0.9%)28. The difference
may be at least partly due to cultural differences and it is
congruent with other research findings suggesting that
Greeks and other culturally similar populations, like
Italians, “somatize” more than the Anglo-Saxons29-31.
The frequent comorbidity of hypochondriasis with both
depressive and anxiety disorders raises a question
regarding what exactly is the nature of the comorbidity. In
a study like this, one cannot clearly answer the question,
but only suggest some hypotheses. One possibility may be
that hypochondriasis is a masked expression of depression
or anxiety and, in the case of comorbidity, it is a
“subsymptom” of a depressive and/or an anxiety syndrome.
However, the use in the present and other similar studies
of DSM-III-R/DSM-IV criteria does not support this view.
An additional argument against this possibility, at least
regarding panic disorder, is the finding of the present
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study that fears/beliefs of a heart attack or a stroke were
not more frequently manifested in hypochondriacal
patients with a comorbid panic disorder than in those
without. A second possibility may be that depressive and
anxiety disorders are complications of hypochondriasis.
When an individual constantly lives with a fear/belief that
he/she has a serious disease potentially fatal, it is quite
understandable that he/she subsequently develops anxiety
and/or depression. This possibility seems to apply to
comorbid depressive disorders, which according to the
present and previous studies6 followed the onset of
hypochondriasis, but not to comorbid anxiety disorders
which usually preceded the onset of hypochondriasis.
Furthermore, Pillowsky and Spence39 concluded that
hypochondriacal fears and beliefs are predominantly
associated with anxiety and that the association with
depression is usually secondary. Therefore, a third
possibility regarding the nature of comorbidity between
hypochondriasis and anxiety disorders may be that these
disorders share common underlying processes. In a family
study40, it was found that the relatives of hypochondriacal
patients significantly more frequently manifested any
anxiety disorder and GAD than the relatives of the control
subjects. Otto et al41 reported that hypochondriacal
concerns most strongly associated with anxiety sensitivity.
Thus they related hypochondriasis to the abnormal cognitive
style characteristic of patients with panic disorder42.
Furthermore, Demopoulos et al43 supported that, even
among depressed patients, hypochondriacal preoccupations
are more closely related to anxiety than to depressive
symptoms. In that study depressed outpatients with a
lifetime history of panic disorder reported greater
hypochondriacal concerns than those without this diagnosis.
In addition, some studies suggested that serotonin reuptake
inhibitors i.e. fluoxetine and fluvoxamine were a beneficial
treatment for patients with hypochondriasis even for those
without a comorbid anxiety or depressive disorder44-46.
Therefore one can hypothesize that hypochondriasis and
anxiety disorders may share a common diathesis that can
be defined as “anxiety diathesis”. This diathesis may lead
some patients initially to develop an anxiety disorder and
later hypochondriasis. As it was shown in the present and
other studies6, 38, the onset of anxiety disorder preceded the
onset of hypochondriasis. Furthermore, patients with
hypochondriasis may also exist who never manifest an
overt anxiety disorder. It is possible, that developmental
experiences and life events such as a death of a family
member could play an important role in the manifestation
of hypochondriasis. An impressive finding of the present
study was that almost two thirds of the hypochondriacal
patients had the experience of a death in their family
environment and that 9 out of 10 of the above patients later
developed a fear/belief of the disease which had been the
cause of death of their family member. Fear of death
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appears to be an integral part of hypochondriasis47, while,
psychodynamically, hypochondriasis has been looked upon
as a defence against the fear of death48, which fear can be
reinforced by the experience of death of a close relative.
Furthermore, other environmental factors, such as
childhood illness49-51 and physical or sexual abuse50, may
play an important role in the development of the disorder.
Of special interest is the relationship of hypochondriasis
and OCD. Striking phenomenological similarities exist
between the two disorders46,52 and the notion supported by
some investigations is well known that hypochondriasis
may fall within the OCD spectrum46. The high comorbidity
of OCD in hypochondriacal patients found in the present as
well as in other studies36 and vice versa the higher
comorbidity of hypochondriasis in OCD than in control
groups53 provide further support for a link between the two
disorders. Furthermore, a family study of OCD53 identified
a higher frequency, although not statistical significant, of
hypochondriasis among the first-degree relatives of OCD
patients compared to those of control subjects. In addition
serotonin reuptake inhibitors i.e. fluoxetine, fluvoxamine
have been shown effective for OCD were also reported to be
effective for hypochondriasis45,46. A final argument arises
from the finding of the present study that OCD comorbids
considerably more with hypochondriasis than with other
somatoform disorders. The onset of OCD preceded the
onset of hypochondriasis according to the present as well as
other studies54. Therefore, one can hypothesize that a share
diathesis may exist between OCD and hypochondriasis, at
least in some hypochondriacal subjects, which leads at first
in the manifestation of OCD and later in that of
hypochondriasis. It is worth noting that it has been
supported that hypochondriasis may have several distinct
subtypes one of which is more similar to OCD and the other
more similar to somatization disorder52.
The relatively low comorbidity of hypochondriasis with
other somatoform disorders in the present study, compared
to the results of other studies5,37, in conjunction with the
findings that the two entities i.e. hypochondriasis and
other somatoform disorders differ significantly regarding
sex ratio, educational level and frequency of comorbidity
with OCD are indications that hypochondriasis may be
differentiated from the rest of somatoform disorders.
From the above and also given the high comorbidity of
hypochondriasis with anxiety disorders in general, the
question might be asked again whether to place
hypochondriasis within the anxiety disorder section, in a
future diagnostic classification.
Hypochondriacal subjects with comorbid axis I diagnosis
were more impaired in overall functioning and had an
arlier onset of hypochondriasis, findings which are in line
with other reports6.
Hypochondriasis also has a high comorbidity with
personality disorders (Axis II diagnoses], significantly
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higher (69% vs. 52%) than the control group. There are no
other recent studies investigating thoroughly and analytically
this issue, as the present one did. The only two other existing
studies5,6 use the 5-item impairment/distress subscale of
the Personality Diagnostic Questionnaire for personality
disorder assessment. Using this instrument one can only
report on the probability of the patients having a personality
disorder but cannot address the specific nature of the
disorder5 as with the SCID-II. However, these two studies
also concluded that hypochondriacal subjects were more
likely to have a probable personality disorder than controls.
The strong association of hypochondriasis with obsessivecompulsive personality disorder and personalities from
cluster C confirms the results of earlier studies (without use
of DSM classification) by Kenyon28 and Pillowsky55 who
found that in hypochondriasis the most frequent personality
traits were obsessional and anxious. Furthermore, this is an
additional indication in favour of a link between
hypochondriasis and anxiety disorders as it has been
reported that obsessive compulsive personality disorder and
personalities from cluster C are significantly comorbid with
GAD18,56,57, OCD58,59 or panic disorder60. A further argument
regarding the differentiation of hypochondriasis from other
somatoform disorders i.e. somatization, undifferentiated
somatoform and conversion disorder is that these coexist
more frequently with histrionic personality disorder and
personalities from cluster B17,61,62.
As was shown by the results of MMPI, hypochondriacal
patients with a personality disorder had severer overall
psychopathology compared to those without, while also
manifested a higher neuroticism and lower extraversion
level according to the results of EPQ. In the only previous
existing study Noyes et al6 confirmed the above findings
regarding neuroticism, but not regarding extraversion and
also reported that the presence of a personality disorder
was related to more hypochondriacal symptoms.
Furthermore, there are studies on other clinical syndromes
such as major depression63, panic disorder8, social
phobia64,65, OCD66, GAD18,67 or anxiety and/or depressive
disorder in general10, stating that the co-occurrence of
Axis I and Axis II diagnoses indicates more severe
psychopathology. In addition, it has been suggested that
this co-occurrence predicts a negative treatment outcome,
more relapses and generally a poorer prognosis8,10,12-18
and worse psychosocial/occupational functioning.

The last finding has also been confirmed for the
hypochondriacal patients by the results of the GAF and
the Soc scale of the MMPI in the present study. It has also
been shown that the presence of a personality disorder is
related to an earlier age of onset of hypochondriasis.
It is not clear whether there is a pre-existing personality
disorder that leads to a more severe psychopathology of
the clinical syndrome, i.e. hypochondriasis, or whether a
syndrome with more severe clinical picture influences the
patient’s personality and “creates” personality disorders.
Furthermore, it should be mentioned that some existing
reports are claiming that symptom severity may be a
confounding factor in personality assessment, the so
called trait-state artifact68,69, whereas different opinions
also exist70. All the above highlight the importance of
personality assessment in the evaluation of the clinical
syndrome, i.e. hypochondriasis, in clinical practice.
In conclusion, the present study conducted with a sample
of Greek outpatients indicated that hypochondriasis is
frequently associated with other clinical syndromes,
mainly anxiety and depressive disorders, as well as with
personality disorders, mainly obsessive-compulsive
personality disorder and personalities from cluster C.
There are indications that this association is stronger with
anxiety disorders, the onset of which usually precedes that
of hypochondriasis, while depressive disorders usually
follow the onset of hypochondriasis and may be seen as a
complication. Psychosocial stressors, in particular a death
in the family environment, may significantly contribute in
the development of hypochondriasis. Hypochondriasis is
differentiated from other somatoform disorders regarding
sex ratio, educational level and comorbidity with OCD.
From the above and also given the high comorbidity with
anxiety disorders in general, it might be worth examining
again the possibility of including hypochondriasis among
anxiety disorders in future diagnostic classifications. The
comorbidity of hypochondriasis with other axis I diagnoses
is related to worse level of functioning and earlier onset of
hypochondriasis, while the comorbidity with axis II
diagnoses is additionally associated with more severe
overall psychopathology. All the above underline the
importance of comorbidity issues both at the level of
clinical practice and at the level of psychiatric research
and ought to be investigated further.
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