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ABSTRACT

Introduction

Body dysmorphic disorder, also known as dysmorphophobia, is a severe psychiatric
disorder characterized by DSM-V as preoccupation with one or more perceived defects or
flaws in physical appearance, that are not observable or appear slight to others. BDD can
cause significant distress or impairment in social and occupational areas of life. It is often
comorbid with other psychiatric conditions like major depressive disorder. Current ways of
treatment include a combination of pharmacotherapy and cognitive-behavioral therapy.
Aim of the study

To summarize current knowledge of body dysmorphic disorder, its pharmacological
and non-pharmacological treatment, outline possible areas for further research, and raise the
awareness of the disorder.
Material and methods

The review was based on the PubMed database and was carried out using keywords to
determine the latest publications.
Summary

Body dysmorphic disorder is a relatively common and severe condition that greatly
diminishes patients' quality of life. While helpful diagnostic tools exist, BDD diagnosis
remains relatively uncommon, posing challenges for patients to receive adequate treatment
and continuing their suffering. Despite identifying several factors contributing to the disorder,
much remains unknown. Many patients do not respond to standard treatment options,

highlighting the need for further studies into the disorder's neurobiology, causes, and alternate
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treatment approaches to achieve a deeper comprehension of BDD as the number of new cases

increases every year.

Keywords: Body dysmorphic disorder, BDD, dysmorphophobia, Body dysmorphic disorder

treatment, BDD treatment,

INTRODUCTION

Body dysmorphic disorder is a severe psychiatric condition that is characterized by
excessive self-absorption with one’s perceived flaws and defects that are invisible to others in
their presence or are seen as insignificant. It was described for the first time in 1891 by Italian
psychiatrist Enrico Morselli, who invented the term “dysmorphophobia” from the Greek
“dysmorphia”, meaning: misshapness and ugliness [2]. This condition significantly
deteriorates the patient’s quality of life. Especially in the social-media era, it deserves more
attention and interest than it has been given as the prevalence of BDD and dissatisfaction with

self-image gradually arises [19, 20].

CLINICAL MANIFESTATION

Patients with BDD experience intrusive thoughts which consume an average of 3-8
hours daily [14,23,24]. Circa 25% of patients suffering from BDD claim that they are
absorbed by their flaws day-to-day for more than 8 hours [2,24]. Those thoughts tend to be
unwanted and intrusive, generally uncontrollable. They may vary in intensity from “not right”
and “unattractive” to “disgusting”, “ugly” or even “deformed” [22] and are accompanied by
feelings of shame, discomfort, sadness, remorse, and regret, which can cause much distress.
[2,14,24]. To hide what they are ashamed of, they often camouflage it by clothing, wearing
hats and glasses, using make-up products, or simply by specific body positions [14]. People
experiencing Body Dysmorphic Disorder (BDD) tend to fixate on specific features of their
appearance. Any body part might be a source of concern, although the face and head,
especially the nose, hair, and skin (features like acne, wrinkles, skin tone, scars) are most
commonly affected [2]. Typically, individuals with BDD are preoccupied with 5 to 7 different
parts of their body throughout their lifetime [2].

Although the prevalence of the disorder is similar for both genders, there are

differences in the way Body Dysmorphic Disorder (BDD) appears. Women usually state

concerns about their weight, and the size of breasts, hips, or legs and are more prone to have
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co-existing eating disorders, whereas men commonly manifest apprehension about the
appearance of their genitalia and their overall physique, a phenomenon termed muscle
dysmorphia [22,25]. Individuals (usually fit men) [14] believe their bodies are too small, not
slim enough, or lack sufficient muscularity when in most cases their bodies are average and
perfectly normal or excessively muscular due to intensive training and/or usage of anabolic
steroids [2,14].

Throughout the disorder in response to those unwanted thoughts, patients perform
repetitive actions often called compulsions or rituals (named due to their similarity to those
experienced in obsessive-compulsive disorder [8,24]) such as checking their appearance in the
mirror, undergoing cosmetic procedures, inspecting, skin-picking, or excessive grooming
(combing, plucking, hair pulling or shaving). Sometimes those acts might be invisible to
others as they tend to be purely mental like comparison, self-assurance, and counting [14,23].
Actions like those mentioned above tend to be hard to resist and uncontrollable and can
intensify feelings of anxiousness and distress [22]. Conducted studies have displayed that 24-
28% of patients suffering from body dysmorphic disorder attempted suicide [8] and from 17
to 77% of individuals experience suicidal ideations [7]. In general, those suicidal thoughts are
linked with one’s social isolation, negative ideations and anxiousness which all arise from
one’s distorted body image [8,17]. What is more, the risk of suicidality rises with the
comorbidity of major depressive disorder [14], borderline personality disorder, bipolar

disorder, PTSD, or substance use disorder [8].

DIAGNOSING

In the 5th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
V) presented by the American Psychiatric Association, Body Dysmorphic Disorder is
classified in the Obsessive-Compulsive and Related Disorders (OCRD) section [22].

Diagnostic Criteria of Body Dysmorphic Disorder in DSM-V [22]:

A. [Preoccupation with one or more perceived defects or flaws in physical appearance

that are not observable or appear slight to others.

B. [At some point during the course of the disorder, the individual has performed
repetitive behaviors (e.g., mirror checking, excessive grooming, skin picking,

reassurance seeking) or mental acts (e.g., comparing his or her appearance with that




of others) in response to the appearance concerns.

C. [The preoccupation causes clinically significant distress or impairment in social,

occupational, or other important areas of functioning.

D. [The appearance preoccupation is not better explained by concerns with body fat or
weight in an individual whose symptoms meet diagnostic criteria for an eating

disorder

* Specify if: With muscle dysmorphia: The individual is preoccupied with the idea
that his or her body build is too small or insufficiently muscular. This specifier is
used even if the individual is preoccupied with other body areas, which is often thej
case.

Specify if: Indicate degree of insight regarding body dysmorphic disorder beliefs
(e.g., “I look ugly” or “I look deformed”). With good or fair insight: The individual
recognizes that the body dysmorphic disorder beliefs are definitely or probably not]
true or that they may or may not be true. With poor insight: The individual thinks|
that the body dysmorphic disorder beliefs are probably true. With absent
insight/delusional beliefs: The individual is completely convinced that the bodyj

dysmorphic disorder beliefs are true.

Individuals with BDD can vary in their insight regarding the disorder. Typically
insight is poor [2,15] which in fact can lead to reluctancy in psychiatric treatment and seeking
help in aesthetic and cosmetic procedures, therefore many individuals find it hard to accept
that they have a psychiatric condition rather than real body deformation and that there is
another explanation for their symptoms [2,14]. Studies have displayed that 32-38% of
individuals with BDD experience delusional beliefs. Absent insight or delusional thoughts are
indicators of a worse prognosis which is usually connected with a more acute and intensive
form of the disorder. [2,22]. ICD-11, states the importance of insight and divides individuals
into two subcategories: patients with fair to good insight and poor to absent insight.
Individuals from the first subcategory can consider that their disorder-related experience
might not be accurate and are open to other explanations of their concerns apart from the
states of high anxiousness and distress when occasionally this insight may vanish. In poor to

absent insight, the patient is mostly or always convinced that their beliefs regarding BDD are



true and cannot possibly acquire other explanations for their experience. This lack of insight
remains consistent regardless of their anxiety level [2,25]

Due to patients’ preoccupation, high level of emotional distress, and fear of rejection,
they usually experience impairment in various aspects of their lives: social, educational, and
occupational, and as a result they tend to avoid intimate relationships or withdraw from them
and be absent at school or work which sometimes results in complete isolation at home [2].

When it comes to mental status examination, observable findings may vary, there
might be visible wounds from hair or skin-picking. The practitioner may also witness
compulsive behaviours like grooming, covering certain body parts, or skin-picking. During
physical examination, which in contrast to mental status examination is usually performed
also outside psychiatric settings it is crucial to distinguish perceived flaws from actual
physical defects. Yet the examiner should focus on areas previously indicated by the patient
as concerning [23].

Despite its chronic course, prevalence and severity, BDD is still undiagnosed [7].
There are various factors contributing to that state such as poor insight and preferability of
choosing a non-psychiatric form of treatment. However, even when a patient decides to seek
psychiatric help they are often unlikely to voluntarily present their concerns due to fear of
being judged as “vain” or “egocentric”.Thus, asking questions directly is critical in forming a
diagnosis [1,7]. Reluctance to spontanecously reveal troubling problems [23] and little
awareness of the disorder amongst healthcare providers often results in incorrect diagnosis
and inaccurate classification of the patient’s symptoms as those resulting from another
disorder, most often one that frequently coexists with BDD such as major depressive disorder
or social anxiety disorder [7].

Regardless of difficulties in stating a diagnosis, screening tools have been created to
detect BDD among patients. The Body Dysmorphic Disorder Questionnaire (BDDQ) is a
form that healthcare providers can use to assess the probability of BDD in an individual. It
consists of 4 main steps that refer to the patient’s worry about his appearance, whether and
how it has influenced their life and the time they spend every day thinking about their body
image. BDDQ has proven high sensitivity (94%-100%) and specificity (89%-93%) in
identifying BDD [7]. Apart from BDDQ, the BDD version of the Yale-Brown Obsessive—
Compulsive Scale (BDD-YBOCS) has been designed. It consists of 12 steps during which the
examiner assesses the intensity of symptoms in the past week. While BDD-YBOCS is

considered a gold standard in measuring and evaluating BDD severity, it has limited use in
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routine settings due to its length and advancement. A decrease of at least 30% in BDD-

YBOCS score from before to after treatment is typically considered a “treatment response”[7].

ETIOLOGY & NEUROIMAGING FINDINGS

It is known that psychological, environmental and biological factors contribute to the
development of Body Dysmorphic Disorder [3,4]. The development of BDD is related to
painful experiences in the past like trauma, abuse, and neglect [3,4]. One survey conducted
among patients with BDD revealed that the majority experienced emotional neglect and abuse
in the past (68% and 56% respectively) [3]. What is more around one-third of patients
admitted that they were victims of sexual abuse (28.0%), physical neglect (33.3%), and
physical abuse (34.7%) [3]

Although neuroimaging is not necessary to diagnose Body Dysmorphic Disorder,
various studies have researched brain morphology, neuronal pathways and activation patterns
in patients with BDD. Volumetric MRI studies have generated mixed results. While certain
studies have identified abnormalities in brain areas linked to obsessive-compulsive disorder
(OCD), implying a potential connection between BDD and OCD [9,27], other analyses failed
to confirm these results, emphasizing variability among individuals with BDD [9,26].
Moreover, cortical thickness analyses have presented contradictory findings, with some
studies detecting differences in particular brain regions while others have noted no significant
variations. Diffusion Tensor Imaging (DTI) studies have displayed disruption in white matter
tracts connecting visual and emotion/memory processing systems in individuals with BDD
[28]. These abnormal findings may lead to difficulty accurately perceiving visual stimuli and
contribute to problems with regulating emotions [9]. Functional MRI studies have
demonstrated altered brain activation patterns in response to faces and objects and differences
in connectivity within visual processing networks. These researches implicate that individuals
with BDD may process optical information in an alternative way, potentially leading to a
distorted perception of body image [29,30]. Lastly, a SPECT study demonstrates anomalies in
the dopaminergic pathway in BDD patients, specifically in regions associated with reward
system and habit formation [31]. However, no correlations were detected between dopamine
receptor availability and clinical factors such as insight or symptom severity. [9] Despite
varied outcomes studies have provided valuable insight into the neural mechanisms behind

BDD and highlighted the complex nature of its neurobiological foundation.



PREVALENCE

The estimated prevalence of BDD in a community is 1.9% in adults [1,15]. It appears
more common in females (2.1%) than males (1.6%) [1]. However, a study from 2015 suggests
that 2.9% of the general population sample meets all the criteria for BDD based on DSM-V
[15,18]. BDD typically begins at the age of 17 [4]. The overall weighted prevalence of BDD
changes in different settings. It is higher in psychiatric settings: 7.4% and 5.8% for psychiatric
inpatients and psychiatric outpatients respectively [1]. Many patients suffering from BDD
instead of treating it as a psychiatric condition try to subside their flaws by undergoing
aesthetic procedures often with worse satisfaction compared to healthy individuals [21].
Studies have displayed that in cosmetic dermatology and surgery settings, the overall
prevalence of patients suffering from BDD was 12.2% (CI 8.4-17.4) [1]. What is more, BDD
is still underdiagnosed and the estimated prevalence might be indeed higher than predicted
due to misdiagnosing BDD as another psychiatric condition [1,8]. Moreover, failure to seek
psychiatric help due to a lack of insight, feeling shame and discomfort [1,8], and little

knowledge about possible treatment of their symptoms adds to underestimated occurrence [3].

TREATMENT

The main first-line treatment consists of SSRI and cognitive-behavioral therapy
[3,4,5,7,11]. There are no studies regarding whether CBT or pharmacotherapy is more
successful in managing symptoms of BDD [2,23]. Because the majority of individuals with
BDD have poor or absent insight, repeated encouragement to treatment and psychoeducation
are advisable to increase patients’ compliance and trust as BDD has a chronic and recurrent

course and long-term treatment is usually advised [3].

Pharmacotherapy

Doses of SSRIs used in the pharmacotherapy of BDD are usually higher than those
used, for example, in a major depressive episode, and similar to those used in OCD [2,3,14,15]
which strikes another problem as more frequent and severe side effects contribute to
withdrawal from treatment or incoherence [3,4]. In general, studies have shown that SSRIs
are more effective in treating BDD symptoms than placebo [2], however, there is no evidence
suggesting the superiority of any particular SSRI in the treatment of BDD [3,23]. The
effectiveness of the treatment does not depend on whether delusional thoughts occur or not

and therefore it should be treated likewise [11,14]. If one drug from the SSRI group is not
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well tolerated or does not alleviate the patient’s symptoms, treatment can be switched to
another medication within the same class [3]. Escitalopram, sertraline, or fluoxetine are
usually preferred as the first-line agents [3]. Augmentation with a second drug such as
buspirone, second-generation neuroleptics, clomipramine, or venlafaxine can be considered
but further research is required [3,7]. Not only do SSRIs help with the symptoms, but also
reduce the risk of suicide and improve the overall quality of life in individuals with BDD
[3,14]. Treatment for BDD can also be useful in managing symptoms of comorbid conditions
like major depressive episode, OCD, or social anxiety disorder [3,15]. The dose should be
gradually increased while monitoring the patient’s tolerance to the maximum stated by the
manufacturer within 5 to 9 weeks [3]. Response to SSRIs occurs gradually and generally, it
takes 12 to 16 weeks to assess response to treatment fully [3,11]. Clomipramine is advised if
SSRI treatment is ineffective [3,11], however, clomipramine being a drug from the tricyclic
class (TCA) should be administered cautiously as it has a more severe side effect profile than
the SSRI group [3]. Patients with BDD who experience symptom improvement should
maintain treatment for a relatively long duration of time to decrease the risk of relapse as
discontinuation is significantly linked with it [3,11,16]. Continuous therapy may sustain
remission but could lead to side effects due to the medication's profile. If discontinuation is

chosen, it should be slow and gradual, a tapering process over several months is advised [3].

Psychotherapy

Cognitive-behavioral therapy (CBT) is considered a first-line therapy option for
managing the disorder [2,7,14,23]. However, the limited availability of CBT [3,23] and often
higher costs compared to pharmacotherapy, make medication a more frequent strategy option
[7]. Recent studies have stated a potential use of Internet-based CBT in treating BDD [2,6,23]
which could greatly enhance the availability of CBT. It is advised that therapy should last at
least 16-24 weeks [2], as one study has shown that only 48% of patients responded to 12-
week CBT [14]. Few studies have displayed that CBT was more efficacious in handling BDD
than waitlist, supportive therapy, lack of treatment, or anxiety management [2,7,14]. CBT's
main core strategies in treating BDD consist of gradual exposure and fear management [2].
Guided management throughout therapy is crucial as many patients feel skeptical and hesitant
about treatment due to disbelief and poor insight [2]. The key role of cognitive behavioral
therapy is to reduce self-absorption and ruminations, change patients’ attitudes toward their

bodies, and develop healthy coping mechanisms [2].
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Future directions

Although CBT and SSRIs are proven efficacious in the management of the disorder,
further research is required about other possible treatment options, as a considerable number
of patients do not respond to therapy. There are many factors contributing to this complex
state like comorbidity of other psychiatric conditions and severity of the disorder [4]. A recent
report of a 50-year-old woman diagnosed with comorbid treatment-resistant major depressive
disorder and body dysmorphic disorder found that electroconvulsive therapy, which has
proven value in the treatment of medication-resistant depression, resolved and sustained
remission of both conditions for 2 months [4]. Although these findings are initial and further
research is required, they suggest that electroconvulsive therapy may be useful in managing
more severe cases [4,12]. Other studies have found a potential effect of psychedelics in the
treatment of primary features in BDD, but more data about safety and efficiency is necessary
[10]. Currently, there are studies involving the use of Repetitive transcranial magnetic
stimulation (rTMS) in the management of major depressive disorder, psychosis and anxiety
disorders [4]. It is believed that rTMS might balance the excitation and inhibition of brain
pathways [4]. RTMS administered to the medial prefrontal cortex in both hemispheres led to
symptom improvement in a young woman with Autism Spectrum Disorder, particularly in
social interaction abilities [4]. This result implies that rTMS could have wider implications for

other disorders sharing similar indications, like BDD [4].

CONCLUSIONS

Body dysmorphic disorder is a serious, quite frequent, and debilitating condition that
significantly reduces the patient’s quality of life. Useful tools helpful with diagnosing have
been created, yet BDD diagnosis is relatively uncommon, which generates challenges that
patients will not receive appropriate treatment and persist in ongoing distress. Various factors
contributing to the development of the disorder have been discovered, however, there is still
much unknown, and numerous questions are unanswered. Many individuals are treatment-
resistant, indicating that further research into neurobiology, etiology, and alternative treatment

options is required to gain a more thorough understanding of the disorder.
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