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COMMENTS BY THE BMJ’S COMMITTEE MEETING 

 

COMMENT: Can you convince us that supportive therapy is indeed the appropriate 

comparator? Standard treatments include SSRIs and CBT, whereas supportive therapy is 

not considered as a treatment for BDD. Wouldn't meaningful comparisons be SSRI vs. CBT-

NET or CBT vs. CBT-NET? By doing CBT-NET vs. supportive therapy you are comparing an 

effective therapy (CBT) given through unconventional means vs. an unproven therapy 

given through unconventional means. Is this a valid comparison and informative enough 

for our readers? What does this comparison tell us? 

 

RESPONSE: We thank the editorial team for the opportunity to discuss this important 

design question. Whether BDD-NET is equivalent or non-inferior to traditional CBT for 

BDD is certainly an important question for the future. Similarly, head to head trials of 

CBT vs SSRIs are sorely needed. However, we first wanted to establish the efficacy of 

BDD-NET. After having established the feasibility and acceptability of BDD-NET in a pilot 

study (Enander et al BMJ Open, 2014), we set out to establish its efficacy and cost-

effectiveness against supportive therapy, which has high ecological validity because this 

is what most patients are offered in the real world (see next paragraph). Our design also 

allowed both groups to be on psychotropic medications, including SSRIs, further adding 

to the ecological validity of the study. In a sense, our design tested whether BDD-NET is 

more effective than treatment as usual. 

  

Our clinical experience in the UK and Sweden, and a small international literature clearly 

show that only a small minority of BDD patients receive CBT. For example, in the USA, 

Marques et al (2011) reported that only 17% of BDD patients received CBT, whereas in 

Germany, Buhlmann et al (2011) reported that figure to be less than 10%. The same 

studies showed that most patients received either no treatment or other forms of non-

evidence based talking therapies, such as psychoanalytic therapies or counselling. It is 

this shortage of CBT supply that led us to develop BDD-NET in the first place. 

  

In order to test our hypotheses, we felt it was critical to match the form of delivery of 

both treatments, so that any differences in outcome could only be attributable to the 

content of the treatment, rather than being confounded by different modes of delivery. 

  

In summary, given the current state of the field, we believe that we chose the most 

appropriate design to address our research question. Further studies will be needed to 

establish the equivalence or non-inferiority of Internet-based CBT against gold standard 

face-to-face CBT for BDD or SSRIs. In the meantime, Internet-based CBT seems a 

promising option for many BDD sufferers who currently do not have access to evidence-

based treatment.  

  

References: 
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treatment engagement among people with body dysmorphic symptoms. Journal of 

psychosomatic research 2011;70:286–93. doi:10.1016/j.jpsychores.2010.10.002 
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doi:10.1097/NMD.0b013e31821245ce 



 2 

 

Enander J, Ivanov VZ, Andersson E, et al. Therapist-guided, Internet-based cognitive-

behavioural therapy for body dysmorphic disorder (BDD-NET): a feasibility study. BMJ 

Open 2014;4:e005923–3. doi:10.1136/bmjopen-2014-005923 

 

COMMENT: Participants were self selected - responders to fliers and newspapers adds, 

probably highly motivated people, you tell us with decent insight. Can you discuss more 

about what this means for generalisability. Please also include this information in the 

abstract.  

 

RESPONSE: This is an important point to help readers put our research into context. A 

potential limitation of the trial is that the results may not be generalisable to the entire 

BDD population as the participants were self-referred and a majority had reasonably 

good insight. This means that participants in this trial may have been particularly 

motivated to engage in psychotherapy, compared to the more severe and delusional 

patients seen in specialist clinics. However, it is important to understand that BDD is 

severely under-recognised and under-treated. It may take many years before patients 

receive the correct diagnosis and are referred for specialist treatment. This means that 

patients seen in specialist clinics often represent the extreme end of the BDD severity 

continuum. From this perspective, our sample may be more representative of the BDD 

population than those seen in specialist clinics.  

 

We would like to further highlight that most of the participants in our sample had been 

ill for many years, had had previous contact with mental health services, and a fifth had 

undergone plastic surgery. However, only 12% had received previous CBT for BDD, 

despite the fact that a majority had had previous contact with mental health services. 

When asked why, most participants reported that they would not have sought help for 

their BDD if the treatment had not been delivered online, partly due to feelings of shame 

of talking about one’s appearance concern face-to-face with a mental health 

professional. We believe that therapist-guided Internet-based CBT has enormous 

potential to break current barriers to accessing specialist care, empowering sufferers to 

seek help in the first place.  

 

We have expanded the discussion about the generalisability of the findings on page 13. 

We have also updated the abstract, as requested.  

 

COMMENT: We need all the outcomes reported in the paper as they were defined at 

registration, and in that order. (https://clinicaltrials.gov/ct2/show/NCT02010619) 

Any outcomes or follow-up times not pre-specified need to be identified as such in the 

paper. 

 

RESPONSE: The results section of the paper has been rewritten and the outcomes are 

now reported in the order they were defined at registration (page 10). We have also 

highlighted the outcomes and follow-up time that were not pre-specified (page 4 and 8).  

 COMMENT: What information did participants have at onset regarding treatment after 

follow-up? As this was a single blinded trial, this might have introduced significant bias. 

We felt this should be at least mentioned as a limitation in the discussion.  
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RESPONSE: Prior to randomisation, all participants were informed that if they were 

randomised to the control condition, they would be offered BDD-NET at the 6-month 

follow-up (3 months after treatment). The potential biases associated with this 

approach are discussed on page 13.  

 

COMMENT: Description of length of follow-up/treatment: follow-up of 3-months after the 

12 week treatment? This would mean roughly a 6-month follow-up from baseline? 

 

RESPONSE: Thank you for the opportunity to clarify this point, which may have been a 

bit unclear in the paper. Follow-up times are 3 months (post-treatment) and 6 months 

from baseline. We have clarified this throughout the paper.   

 

COMMENT: Fig 2A and B -- it's not immediately obvious what these times are -- 12 weeks 

and 3 month followup, eg 6 months? 

 

RESPONSE: This is correct. The times have been changed to 3 and 6-month from 

baseline.  

 

COMMENT: The large expected effect might need to be highlighted. This clearly had an 

impact on the sample size estimation. Related to this, we did not think it was fair to say 

that this was a particularly large trial (as you state in the discussion).  

 

RESPONSE: We agree that the sample size in our trial (N=94) is relatively small if we 

compare it to other medical trials. What we wanted to express is that our trial is the 

largest clinical trial ever conducted in BDD. It was powered to detect at least a medium 

standardised effect size (Cohen’s d). To our knowledge, the efficacy of supportive 

therapy for BDD has not been established (although unspecific talking therapy is what 

most patients with BDD receive in the real world). In Obsessive Compulsive Disorder 

(OCD), a disorder similar to BDD, supportive therapy delivered online showed a medium 

standardized effect size (Andersson et al 2012). We based our power analysis on the 

results from our pilot trial, and the efficacy of supportive therapy for OCD. We have 

further expanded on the assumptions of our power calculations on page 8.  

 

Reference: 

Andersson, E., Enander, J., Andrén, P., Hedman, E., Ljotsson, B., Hursti, T., et al. (2012). 

Internet-based cognitive behaviour therapy for obsessive–compulsive disorder: a 

randomized controlled trial. Psychological Medicine, 42(10), 2193–2203. 

http://doi.org/10.1017/S0033291712000244 

 

COMMENT: The outcome measure at baseline should be used as a co-variate in the 

analysis instead of part of the outcome (used as repeated measure).  

 

RESPONSE: Thank you for this great suggestion. We have reanalysed the data using the 

baseline as a co-variate. The estimates from this model are nearly identical to our 

previous model. We have also taken the opportunity to rewrite large parts of the results 

section. We believe that this section is now more accessible for the regular clinician and 

BMJ reader.  

 

COMMENT: Please tell us more about the method of randomisation. 
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RESPONSE: Participants were randomised on a 1:1 ratio using simple randomisation 

with no constraints. In order to prevent potential selection bias related to the 

randomisation procedure, an external party not involved in the inclusion process used a 

true random number service (www.random.org). Allocation concealment was ensured 

through randomisation after the decision of inclusion of each participant had been 

made. Thus, there was no possibility of having foreknowledge of forthcoming 

allocations. Immediately after randomisation, the participants received information 

about which treatment they had been allocated to, and how they could log in to the 

secure website. This information has been added to page 7.  

 

COMMENT: Baseline differences aren't discussed, and it is not clear if there should be any 

adjustments. 

 

RESPONSE: As would be expected from a reasonably sized RCT, the two groups did not 

significantly differ on any baseline characteristics (p=0.08-1.00). We have now added 

this information to the manuscript (page 9).  

 

COMMENT: The average duration of symptoms was about 16 years; 3 month follow-up 

with 3 month extension seems a good start (i.e. outcomes measured AFTER, not during the 

intervention), but we would have preferred to see what happens in the long term given the 

chronicity of the condition. 

 

RESPONSE: We agree that long-term follow-up is important. Veale et al. (2015) recently 

published on the long-term outcome of CBT for BDD, concluding that the effectiveness of 

CBT is maintained 1-4 years after treatment. We have permission from the regional 

ethnical board to follow participants in this trial up to 2 years after treatment, and plan 

to do so. However, it will take some time before we complete this task. We plan to 

publish on the long-term effects of BDD-NET separately. 

 

Reference: 

Veale, D., Miles, S., & Anson, M. (2015). Long-Term Outcome of Cognitive Behavior 

Therapy for Body Dysmorphic Disorder: A Naturalistic Case Series of 1 to 4 Years After a 

Controlled Trial. Behavior Therapy, 1–33. http://doi.org/10.1016/j.beth.2015.06.003 

 

COMMENT: The effect size seems very large, can this be trusted? 

 

RESPONSE: The effect size (d=0.95) is very similar to the effect sizes reported in the last 

two RCTs of traditional CBT for BDD. Using a credible psychological placebo as a 

comparator, Veale et al (2014) reported an effect size of 0.99. Using an enhanced waitlist 

control in paediatric BDD patients, Mataix-Cols et al (2015) reported an effect size of 

1.13. Furthermore, in an on-going meta-analysis of all CBT trials ever conducted in BDD, 

the delta was 1.23, 95% CI 0.77 to 1.69 (unpublished data). Based on this, we believe 

that our effect sizes are reasonable and can be trusted. 

 

COMMENT: Could the  considerable response to the comparator suggest a strong 

Hawthorne effect at work? 
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RESPONSE: In both treatment arms, participants were contacted at least once a week by 

their therapist (using the built in e-mail system of the online platform). Participants in 

both arms could also send unlimited amounts of messages to their therapist and 

received a reply within 36 hours. To rule out the possibility that the amount of therapist 

contact (measured as time spent answering e-mails and giving guidance within the 

platform) drove the effects, we included this variable as a predictor in the linear models. 

Therapist contact did not significantly contribute to the estimates (p=0.11-0.98); this is 

discussed on page 13.  

 

COMMENT: I'm afraid we'll need you to remove the cost data from this paper and report 

them elsewhere. 

 

RESPONSE: We have removed the cost-effectiveness analysis from the paper.  

 

COMMENT: What should be the optimal role of primary care physicians in diagnosing 

and treating people with BDD? 

 

RESPONSE: This is a critical question, as BDD is severely under-detected in primary and 

secondary care. We are extremely pleased that the BMJ has recently published a piece by 

Dr David Veale, which in our opinion is highly educational for the general practitioner 

and an excellent companion to our paper. In our opinion, all patients presenting to GPs 

with general anxiety and mood symptoms should be screened for BDD. Some simple 

screening questions such as ‘are you very concerned about the way you look and you wish 

you did worry less about it?’ can lead to a productive dialogue that may result in a 

diagnosis of BDD. Once diagnosis has been established, referral to a specialist mental 

health team is warranted. ICBT solutions like BDD-NET will further ensure that all 

patients can access evidence-based treatment. 

 

Reference: 

Veale, D., & Bewley, A. (2015). Body dysmorphic disorder. BMJ 2015;350:h2278. 

 

COMMENT: Does BDD affect the prognosis of concurrent depression or anxiety? 

 

RESPONSE: Thank you for raising this important issue. It is our clinical experience that 

patients with BDD often report that the onset of BDD symptoms precedes the onset of 

depression, though this is not always the case. We have further analysed our data and 

found a statistically significant correlation between the improvement of BDD symptoms 

and improvement of depressive symptoms. Furthermore, of the 51 participants that 

were diagnosed with major depressive disorder at baseline, 32/57 (56%) no longer met 

diagnostic criteria for depression at 3 months and 27/57 (47%) were still in recovery at 

the 6-month follow-up. This is in line with our clinical experience. We have now added 

these new results to the paper (page 10).  

 

COMMENT: How did you account for switch overs at the end of the trial when looking at 

the three month outcomes?  

 

RESPONSE: Thank you for giving us a chance to clarify this. All participants were 

assessed at baseline and then received 12 weeks of treatment (3 months). Follow-up 

times were 3 and 6 months from baseline (in other words, at post-treatment and 3 
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months after treatment). All participants in the supportive therapy group were assessed 

at the same time points and offered BDD-NET after the 6-month follow-up. Thus, the 

main analysis is from baseline to 6 months before any participants got switched over. 

Post-hoc analysis of patients initially randomised to supportive therapy who later 

switched over to BDD-NET for 12 weeks was carried out using paired t-tests. These 

analyses clearly revealed clinically meaningful improvement in these switched over 

patients, further confirming the efficacy of the intervention. This has been clarified in 

the paper (page 11) and in Figure 2, panel B. 

 

COMMENT: What does a change of 4 points in the outcome scale mean clinically?  

 

RESPONSE: The power calculation was based on the previous literature and our pilot 

study. We wanted to detect at least a medium effect size (Cohen’s d=0.50), which 

corresponds to a 4-point difference on the primary outcome measure. Clinically, a 4-

point change on the BDD-YBOCS would indicate a modest change in symptoms. To avoid 

confusion amongst readers, we have reworded the power section to indicate that the 

trial was powered to detect at least a medium effect size (page 8).  

 

COMMENT: We weren't convinced you should refer to psychology students with no 

experience as “therapists”, even if they are in their final year. It is our understanding that 

this was not in fact a therapist guided intervention. 

 

RESPONSE: Thank you for the opportunity to clarify some aspects of clinical psychology 

training in Sweden. Unlike in the UK, where psychologists only commence their clinical 

training after graduation (DClinPsych programmes), in Sweden training follows more of 

a medical school model, whereby students have a substantial amount of supervised 

clinical experience by the time they graduate. Specifically, undergraduate students 

require 320 hours of supervised clinical work, spread over two semesters. The 

therapists in our trial had completed their basic clinical training (320 hours), and had 

provided therapy for milder cases under the supervision of a senior psychologist. During 

the trial, therapists were closely supervised by the lead author on a weekly basis, where 

all on-going treatments were discussed. There is a substantial body of evidence to 

indicate that closely supervised trainees can deliver high quality CBT and that their 

outcomes are not worse than those of more senior therapists (for example, see van 

Oppen et al 2010). 

  

For this reason, we believe that therapist-guided ICBT is an appropriate term. Please 

note that therapist does not equate to licensed clinical psychologist. We now provide 

more details on the training of therapists on page 6. 

 

Reference: 

van Oppen, P., van Balkom, A. J., Smit, J. H., Schuurmans, J., van Dyck, R., & Emmelkamp, 

P. M. (2010). Does the therapy manual or the therapist matter most in treatment of 

obsessive-compulsive disorder? A randomized controlled trial of exposure with 

response or ritual prevention in 118 patients. Journal of clinical psychiatry, 71(9), 1158. 

 

COMMENT: Please report the depression results in the abstract, as that was a prespecified 

secondary outcome.  
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RESPONSE: Thank you for pointing this out. The abstract has been updated and now 

includes the results of the MADRS-S.  

 

COMMENT: QOL and global function outcomes weren't mentioned in the trial registration, 

we believe they should be flagged up as post hoc in the paper.  

 

RESPONSE: As suggested, we have flagged QOL and global function up as post hoc in the 

paper on page 8.  

 

COMMENT: Why aren't results reported in the same terms you used for the sample size 

calculation? The study was powered to detect a change of 4 points on the BDD YBOCS scale 

yet you report the proportion of responders and response is defined by a 30% change. Does 

that correspond to the 4 points? Could we not have the odds ratio/CI for achieving the 

prespecified clinically important change in the treatment group compared with the 

comparator?  

 

RESPONSE: Thank you for giving us the opportunity to clarify this. The BDD-YBOCS is a 

continuous outcome measure, and the trial was powered to detect at least a medium 

effect size (Cohen’s d = 0.50), which happens to correspond to a 4-point mean difference 

between the two treatment arms. This means that we would be able to detect a 

significant difference between groups even if BDD-NET were a modestly efficacious 

treatment (which is fortunately not the case). The message we want to send to the 

reader is that the trial was adequately powered and we prefer to steer away from 

discussing specific point differences in a relatively arbitrary outcome measure (like all 

rating scales).  

 

The main outcome in all BDD trials (pharmacological and psychological) is change in 

symptoms, as measured with the BDD-YBOCS, from baseline to follow-up reported as a 

mean reduction between the groups. The 30% reduction of symptoms is widely used in 

our field and based on an empirically derived cut-off point (Phillips et al 2014). This cut-

off corresponds to a clinician-rated clinical global impression (CGI) score of 1 (“Very 

much improved”) or 2 (“Much improved”). Therefore it represents a simple way to 

express how many patients achieved clinically significant improvement in each group.  

 

The OR (using exact logistic regression) for being a responder at 3-month was 16.89 

95% CI 4.43 to 97.12, and at 6 month 8.01 95% CI 2.63 to 28.68. This clearly shows that 

BDD-NET is superior to supportive therapy. The large CI is due to that very few 

participants in the supportive therapy group were classified as responders. We do not 

feel that adding the OR provides the reader with any additional information. For this 

reason we opted to only report the proportion of responders in each group. 

Furthermore, we have added the denominator and numerator to the reported 

proportion for clarity (page 10 and 11).  If the editors strongly feel that we should report 

the OR, we will be happy to reconsider. 

 

Reference: 

Phillips, K. A., Hart, A. S., & Menard, W. (2014). Psychometric evaluation of the Yale–

Brown Obsessive-Compulsive Scale Modified for Body Dysmorphic Disorder (BDD-

YBOCS). Journal of Obsessive-Compulsive and Related Disorders, 3(3), 205–208. 

http://doi.org/10.1016/j.jocrd.2014.04.004 
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REFEREES COMMENTS 

 

Reviewer: 1 

 

Recommendation:  

 

COMMENTS: 

This is a welcome addition to the literature on CBT for body dysmorphic disorder. It is a 

well conducted study and I have only minor queries.  

 

RESPONSE: Thank you. 

 

COMMENT: Did the study contain any of the participants from the pilot study or was it a 

completely new sample? Or had the program significantly changed since the pilot study?  

 

RESPONSE: No, this is a completely new sample. Overall, the main components of BDD-

NET in this trial were the same as in the pilot study.  We only introduced some minor 

updates after interviewing the participants from the pilot study. The changes made 

consisted of clarifying some of the text material that had been unclear, and also adding 

more fictional patient characters used as examples to help clarify the treatment 

components throughout the treatment.  

 

COMMENT: Introduction – the authors make the point that people with BDD do not 

receive evidence-based treatments. At present the focus on the NHS and NICE etc but I 

think the argument should be made with a more international focus. 

 

RESPONSE: The paper was written with an international audience in mind but with 

specific references to the UK context, partly because our study was inspired by the NICE 

guidelines. The references that we provide to back our claims that BDD patients do not 

receive evidence-based treatments are from the US and Germany. The editors wanted us 

to remove the cost data from the paper, which included calculations in GB Sterling. The 

removal of that part of the paper has made the paper much less GB-focused. 

 

COMMENT: Strictly the term “safety behaviours” should be “safety seeking behaviours”.  

 

RESPONSE: Thank you for pointing this out. “Safety behaviours” has been replaced with 

“safety seeking behaviours” throughout the manuscript.   

 

COMMENT: Methods: There needs to be a bit more detail of what the non-directive 

supportive therapy consisted of.  

 

RESPONSE: The supportive therapy consisted of skills drawn from counselling 

techniques, and included minimal encouragers, reflecting, empathising and 

summarising. Participants were given the opportunity to talk freely about their 

experiences, thoughts, and feelings about BDD, and how it affected their life. We have 

added additional detail of what the supportive therapy consisted of in the methods 

section (page 7).  

 

COMMENT: Results: I think it would be preferable to present the 95% confidence intervals 
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for effect sizes (d) for between and within the group in the Table rather than 95% 

confidence interval for the difference in outcome scores in the text.   

 

RESPONSE: Thank you for this suggestion. 95% CIs for between group effect sizes (d) 

have been added to Table 2. The within-group effect sizes at follow-up were 1.42 (95% 

CI 0.95 to 1.89) for BDD-NET and 0.55 (95% CI 0.13 to 0.96) for supportive therapy. The 

within-group effect sizes are now reported on page 10.  

 

COMMENT: How was treatment integrity of CBT and supportive therapy maintained by 

the supervisor?  

 

RESPONSE: Reviewer 1 raises an important issue when it comes to interpreting the 

results of psychotherapy trials. One advantage of the BDD-NET platform (and ICBT in 

general) is that all online communication between the therapist and the participant are 

saved within the secure platform. The study coordinator (JE) monitored messages sent 

by the therapists throughout the study period in order to detect potential early therapist 

drift, e.g., the therapists in the supportive therapy group would inadvertently suggest 

exposure tasks. There was no therapist drift detected in either of the groups. This has 

been added to page 7 of the manuscript. Furthermore, everyone in the CBT group gets 

the exact same intervention, as the intervention itself is delivered within the BDD-NET 

platform as a series of lessons (e.g., psycho-educative text, instructions on how to do 

exposure and response prevention, worksheets, etc). This allows for complete control 

over the content given, and every participant gets the exact same treatment.  

 

COMMENT: I think the category of “responder” should really be >30% reduction on the 

YBOCS AND a CGI of “improved” or “much improved” rather than separating these out as 

two separate analyses.  

 

RESPONSE: We have chosen the 30% cut-off based on the current literature. Phillips et 

al (2014) have shown that a >30% reduction on the BDD-YBOCS has a high sensitivity 

and specificity for correctly classifying treatment response, and best corresponds to at 

least “much improved” on the CGI using data from pharmacological trials for BDD. We 

are currently doing a similar study of response in psychotherapy trials and have found 

that the same cut-off of >30% reduction on the BDD-YBOCS best corresponds to a CGI 

rating of “improved” or “much improved” (unpublished data). Given the nature of our 

study, where we manipulated the mode of treatment delivery, we feel that it is essential 

to use exactly the same definitions of treatment response as in previous 

pharmacological and CBT studies. 

 

Reference: 

Phillips, K. A., Hart, A. S., & Menard, W. (2014). Psychometric evaluation of the Yale–

Brown Obsessive-Compulsive Scale Modified for Body Dysmorphic Disorder (BDD-

YBOCS). Journal of Obsessive-Compulsive and Related Disorders, 3(3), 205–208. 

http://doi.org/10.1016/j.jocrd.2014.04.004 

 

COMMENT: Could some of the results and statistical tests in Primary and Secondary 

Outcomes not be presented better in the Table?  

 

RESPONSE: Table 2 has been clarified and we hope reviewer 1 is satisfied with how the 
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results are presented.  

 

COMMENT: Were there any predictors of responder status or improvement on the BDD-

YBOCS?  

 

RESPONSE: We are planning to analyse predictors and moderators of responder status 

and improvement, including neurocognitive functioning. However, we do not feel that it 

is within the focus of the current manuscript, and we would like to cover this important 

topic with the depth it deserves.  

 

COMMENT: I did not feel able to comment on the cost effectiveness analysis, as I am not an 

expert in this area. However I do not understand the sentence “given a societal willingness 

to pay of £0”.  Table 3 – are these average costs per patient? It is not clear what the costs of 

BDD-NET program (excluding therapist) might be for treating one patient?   

 

RESPONSE: The BMJ’s editorial board asked us to remove the cost-effectiveness analysis 

and it is no longer reported in the paper. For the reviewer’s information, we agree with 

the reviewer that the cost-effectiveness lingo is sometimes hard to follow. What the cost 

figure means is basically that, even if the society is not willing to pay something extra for 

an additional responder, the BDD-NET program has still a high probability (60%) of 

being cost-effective. The original Table 3 showed the average cost per patient. The mean 

societal cost of the BDD-NET program for treating one patient is estimated to be £1775.   

 

COMMENT: Discussion. Limitations: I think the main problem is that there is no rating of 

the credibility or expectancy of each treatment prior to randomization.  As I understand 

the control group did not have an internet program to work through. It would be 

important to state what participants were told about the study before randomization and 

what they could expect at the of the study if they had been allocated to the supportive 

therapy.  

 

RESPONSE: We thank reviewer 1 for giving us the opportunity to discuss this important 

issue. The control group had access to the BDD-NET platform including unlimited access 

to a therapist via the built in e-mail system (but they could not access the actual CBT 

modules). Prior to randomisation, all participants were informed that they would be 

offered BDD-NET at the 6-month follow-up (that is, 3 months post-treatment). Patients 

were not told that CBT was superior to supportive therapy. While we do not have 

credibility and expectancy ratings prior to randomisation, participants were asked 

about credibility and expectancy at week 2 of treatment. We reasoned that participants 

needed to have some exposure to the treatments before they could form an opinion.  

 

We have now analysed the week 2 credibility and expectancy data. Participants 

randomised to BDD-NET found the treatment more credible compared to participants in 

supportive therapy group. However, perceived credibility did not translate to greater 

expectancy of improvement, as there were no between-group differences on how much 

participants thought they would improve at end of treatment. We have added these 

results (page 11), and also discussed them (page 13).  

 

COMMENT: Tables: Can the authors describe the most common areas of the body. They 

were predominantly women and with a wide range on the BDD-YBOCS so it suggests that 
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quite a few of the sample would have been sub-clinical eating disorders worried by weight 

and shape? It would be helpful to know a little bit more about the sample if possible and 

that there were no biases between the groups before treatment – it does not like it from the 

data presented but this ought to be analyzed.  How many in each group had had previous 

CBT for BDD?  How many had past trials of a SSRI for BDD? What were the most plastic 

surgeries received? 

 

RESPONSE: Thank you for letting us elaborate on some of the participant 

characteristics. We have analysed baseline characteristics and the groups did not differ 

significantly on any variables prior to treatment (p=0.08-1.00). This information has 

been added (page 9).  

 

The most common body areas of concern were the same as those reported in the BDD 

literature, e.g., skin, nose, and hair. About half of the participants also reported concerns 

with body weight but none reported weight as their only body area of concern. Some of 

the participants may have had co-morbid sub-clinical eating disorder symptoms but 

those symptoms were not addressed or targeted in the treatment. We have added this 

information to Table 1. 

 

In the whole sample 12% had had previous CBT for BDD. This is in line with our clinical 

experience in the UK and Sweden, and the international literature clearly shows that 

only a small minority of BDD patients receive CBT. In total, 61% had had previous 

psychosocial treatment (e.g., supportive therapy, CBT, psychodynamic therapy) for 

depression or anxiety. This information has been added to Table 1. We agree with the 

reviewer that it would have been helpful to know more about past trials of SSRI for BDD 

and what type of plastic surgery the participants had received (e.g., rhinoplasty). 

Unfortunately this information was not systematically collected. 

 

Reviewer: 2 

 

Recommendation:  

 

COMMENTS: 

This is a well written paper, reporting clinically important results for a novel treatment for 

a disabling and fairly common psychiatric condition. I recommend its publication with 

minor amendments in the "paper" BMJ as a single page research article, with full 

publication on bmj.com.  

 

There is a huge gap in provision of effective treatment for BDD and allied disorders with no 

real attempt by commissioners to meet NICE guidance. Novel approaches, notably self-

administered therapy go some way to addressing this with therapist guidance improving 

adherence and outcomes. This paper addresses an important problem and offers a realistic 

real world treatment for well-motivated and computer literate patients who do not have 

severe disease. It is relevant world-wide, including in low-income countries, and to primary 

care practitioners and service commissioners, as well as to mental health professionals  

 

RESPONSE: Thank you for this positive feedback. 

 

To go through the paper in detail:  
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COMMENT: Abstract:page 3 line 48: conclusion should be rewritten to include limitations 

of applicability of BDD-NET mentioned in discussion ("not intended for the most risky and 

severe end of the BDD spectrum")  

 

RESPONSE: We thank reviewer 2 for this suggestion. The abstract now includes a 

statement to this effect. 

 

COMMENT: Introduction:  well written and (to the best of my knowledge) accurate.  

 

COMMENT: Method: Participants appropriate for this trial but likely to be milder and 

lower comorbidity than most cases seen in secondary care, hence the importance of not 

overgeneralising results of this trial.  Single blinding and supportive therapy as control 

groups are pragmatic and acceptable. If participants in the control group were aware that 

they would later be offered therapy, the bias this would introduce should be considered. 

Experimental & control treatments adequately explained & appropriate.  

Clinical measures appropriate and outcomes appropriately defined.  Cost effectiveness 

measures appear to rely on untested assumptions, both on cost of treatment (for example 

no mention of IT costs) and outcomes.  

 

RESPONSE: We agree with reviewer 2 that it is important not overgeneralise our 

results. Indeed the majority of the sample endorsed moderate BDD symptoms, and BDD-

NET is not intended to replace CBT given at specialised settings, but rather free up 

resources so more time can be allocated to the patients in need of greater care (we now 

state this in the abstract).  

 

Prior to randomisation, all participants were informed that they would be offered BDD-

NET at the 6-month follow-up but they were not explicitly told that we expected CBT to 

be superior to supportive therapy. It is still possible that some well-informed patients 

knew about the NICE recommendations and this introduced a bias. We include this as a 

limitation on page 13.  It is important to remember that unspecific talking therapy is the 

most common type of psychosocial intervention that BDD sufferers receive, making it 

reasonably ecologically valid as a control. Participants randomised to BDD-NET found 

the treatment more credible compared to participants in supportive therapy group but 

perceived credibility did not translate to greater expectancy of improvement, as there 

were no between group differences on how much participants thought they would 

improve at end of treatment.  

 

The cost effectiveness analysis has been removed from the paper as requested by the 

editorial board.  

 

COMMENT: Results: Largely clearly presented though I am unclear why beta values are 

given on page 12, rather than score changes. Also (as a non-statistician) I am puzzled by 

the report of "predicted means and treatment effects", page 12 & table 2. Why "predicted"? 

This may be my ignorance, not the fault of the authors.  

 

RESPONSE: We agree with reviewer 2 that the result section was a bit unclear. As 

recommended by the BMJ’s editorial board, we have redone the analysis and we now 

believe that the result section is more easily accessible for the average BMJ reader. 
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Instead of beta values, between group differences are now reported with 95% CI. We 

actually meant to write ”estimated” instead of ”predicted”. The reason for reporting 

estimated results instead of the observed results is that participants with missing data 

also contribute to the estimations of means and standard errors. This is common 

practice in modern clinical trials. 

 

COMMENT: Page 12, dose response effects. This paragraph ignores the likely bias that 

those continuing with treatment did so because they were experiencing more benefit. 

Should be redrafted or deleted (as it is not a major part of the paper).  

 

RESPONSE: We agree and we have now deleted the dose-response effects from the 

paper. 

 

COMMENT: Page 13, cross-over patients. Changes in GAF & MADRS-S should be reported, 

as well as beta values: these will mean more to most readers.  

 

RESPONSE: We now report the mean change of the outcomes after receiving BDD-NET 

(page 11).  

 

COMMENT: Page 13, adverse events. The general negative well-being feelings attributed 

by four (8%) of the experimental group to the treatment is a significant finding which must 

be explored and discussed further.  

 

RESPONSE: We agree. Two of the participants reported increased sleep disturbances 

due to a heightened anxiety level associated with doing exposure exercises. One 

participant reported depressive mood, and another participant reported that the insight 

gained about how much time was spent on the appearance concerns was emotionally 

painful, but also enhanced motivation to make changes.  

 

Three of these 4 participants reported that these AE had a little impact on their general 

well being, except one who felt that the AE (sleep disturbances) had a moderate impact 

on her general well being. Two of the participants that still reported an AE at the end of 

treatment were classified as “much improved” on the CGI, and the other 2 as “no 

change”. Overall, the occurrence of an AE was not associated with being a responder at 

the end of treatment (p=0.31). We have added this information to the results section 

(page 12), and also discussed them on page 13.  

 

COMMENT: Discussion: Generally good and balanced, though the possibility of harm due 

to the treatment (as mentioned above) is not covered. If the authors want to make the 

economic case for treatment, more robust discussion of the assumptions in their 

calculations is needed. Page 14 line 33: It is not clear if NNT quoted is for one responder or 

one remission. Maybe I'm missing something but I think this is unclear.  

 

RESPONSE: Thank you for pointing out that the NNT quoted was unclear. The NNT is for 

achieving one responder and this has been clarified in the discussion (page 12). 

Information about the AE has also been added to page 13.  

 

COMMENT: References: I am not aware of any errors or omissions 

 


