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specific body area can be of concern to someone with this disorder, although hair, skin, and the 
nose are commonly seen as a problem. There are sex differences in terms of which body parts are 
of concern. Men are more concerned about their genitals, body build, and thinning hair. Women 
are more concerned with their skin, stomach, and weight. Women also tend to be preoccupied 
with more areas in comparison with men. Individuals with body dysmorphic disorder may 
spend 3–8 hours a day with these preoccupations. Prevalence is estimated to be about 2.5% of 
U.S. female adults and 2.2% of U.S. males (APA, 2013). Shame and stigma often prevent individu-
als with this disorder from seeking treatment.

Another disorder included in the OCRD category is trichotillomania (hair pulling disorder). 
A person with this disorder pulls out her hair frequently. It may be one long episode or short brief 
periods in which hair pulling occurs. It usually involves the scalp, eyebrows, and eyelids but can 
occur on any part of one’s body. It can be triggered by anxiety, tension, or boredom. The hair pull-
ing is usually done in private. Prevalence is about 1% to 2%. There is a 10-to-1 ratio of females to 
males who engage in hair pulling.

A similar disorder is excoriation or skin picking. This is a disorder in which one picks at one’s 
own face, arms, hands, and other body sites. The person may pick at healthy skin as well as pimples 
or scabs. The DSM criterion requires that this picking result in a skin lesion. Most individuals pick 
with their fingernails but may also use other objects such as tweezers. Skin picking can be triggered 
by similar emotional states as noted with hair pulling. Lifetime prevalence is around 1.4%.

OCD and OCRD are similar in that the person performs repetitive behaviors and has intru-
sive thoughts about his or her body or related to actions and other thoughts. The underlying 
processes appear to be part of the human condition. For example, it is estimated that 50% of the 
general population engage in some type of ritualized behaviors and that 80% of all people experi-
ence intrusive, unpleasant, or unwanted thoughts (Stewart et al., 2016). However, in most people, 
these experiences do not occupy the same amount of time or cause the distress required of an 
OCD/OCRD disorder. Since there is less data associated with brain processes and OCRD, in the 
next section I will focus on brain processes related to OCD.

Brain Processes Associated With OCD
Researchers have asked what the problems of thinking are that are found in those with OCD. 
Individuals with OCD have problems in shifting from one idea to another. They also have dif-
ficulty not thinking about a certain idea. Overall, specific cognitive dysfunction associated with 
OCD, such as response inhibition, the ability to shift between different tasks, working memory, 
and planning, suggest involvement of the dorsolateral prefrontal cortex (DLPFC), the insula, the 

temporal and parietal lobes, and the cerebellum 
(Gilbert, Gilbert, de Almeida, & Szeszko, 2011; 
Gu, Kang, & Kwon, 2011; Menzies et al., 2008). 
In addition to cognitive dysfunction, motor 
responses have been related to networks connect-
ing the basal ganglia with the orbitofrontal cortex 
(OFC). Individuals with OCD show less volume in 
the OFC than normal controls. This is also true of 
ACC, basal ganglia, and thalamus. Imaging stud-
ies suggest overactivation of these circuits in indi-
viduals with OCD, which is related to motivational 
aspects of behavior and the inhibition of unneces-
sary responses.

OCD appears to run in families, with first-
degree relatives of a person with OCD having an 
eightfold chance of developing OCD themselves. 
This would lead one to expect the existence of a The cluttered and overcrowded home of a patient with hoarding disorder. 
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