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Body Dysmorphic Disorder

Synopsis

The paper gives a summary of current knowledge of body dysmorphic disorder (BDD) across
the lifespan. An overview of the epidemiology and phenomenology of this condition is
provided, as well as clinical perspectives on assessment and treatment. Barriers to accessing
treatment are considered, along with recent developments to improve access. Future

directions in research and clinical care for this population are summarised.

Keywords
Body dysmorphic disorder (BDD); cognitive behaviour therapy (CBT); selective serotonin

re-uptake inhibitors (SSRIs); cosmetic procedures; risk assessment.

Key points/clinical care points

e BDD is a common and treatable condition, with evidence-based recommended
treatments including cognitive behavior therapy (CBT) and serotonin reuptake
inhibitor (SRI) medication.

e BDD is strikingly underdiagnosed, for a range of reasons including shame and
embarrassment about disclosing appearance concerns, sufferers seeking cosmetic
procedures instead of mental health support, and BDD being misdiagnosed as another
conditions (e.g. social anxiety disorder or depression).

e A thorough and dynamic risk assessment is key, and it is important to assess whether
they desire or have undertaken cosmetic procedures, including ‘DIY’ procedures.

e Barriers to accessing CBT are being tackled with the development of internet and

app-based CBT, which show promising outcomes.
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The nature of BDD

The cardinal feature of body dysmorphic disorder (BDD) is excessive and persistent
preoccupation with perceived flaws in physical appearance 2. These perceived flaws are
unobservable or appear very minimal to other people but are nevertheless a source of great
distress for the BDD sufferer. The focus of preoccupation can vary greatly in BDD, but the
most commonly reported appearance concerns relate to facial features, such as nose, eyes,
teeth, skin, and hair **. Most individuals with BDD have worries about multiple features,
although some of these may be more prominent than others. On the other hand, some
individuals with BDD cannot pinpoint their concerns to specific aspects of their appearance,
but instead describe general appearance worries, and may say that they look ‘ugly’, ‘hideous’

or even ‘abnormal’.

In an attempt to cope with appearance concerns, BDD sufferers typically engage in a range of
repetitive behaviours and mental acts, often aimed at checking, camouflaging or correcting
their perceived defects 2. Checking behaviours may involve repeatedly looking in mirrors or
other reflective surfaces, taking selfies or physically touching the perceived flaw.
Camouflaging can include concealing perceived flaws with excessive make up or clothing
(e.g. covering hair with a hat) or using other body parts to hide perceived flaws (e.g. holding
a hand in front of mouth when talking to cover teeth). Attempts to correct perceived flaws
can involve lengthy and costly grooming routines (e.g. excessive use of skin and hair
products), skin-picking and seeking cosmetic treatments. Additionally, avoidance is a
common feature of BDD, which can range from subtle behaviours (e.g. avoiding looking in

reflective surfaces) to extreme and pervasive avoidance (e.g. becoming housebound).
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BDD typically develops during teenage years, with two-thirds of adults retrospectively
reporting an onset during adolescence °. Without treatment, the disorder typically persists ©
and is associated with marked functional impairment across multiple domains. Among adults,
BDD is associated with poor quality of life, high rates of occupational impairment,
unemployment, and social isolation *. Similarly, among young people, BDD results in
reduced academic performance, dropping out of school and social withdrawal 4. BDD often
co-occurs with other psychiatric disorders, such as depression, social anxiety disorder,
obsessive—compulsive disorder (OCD) and eating disorders *7. BDD is also associated with
concerningly high rates of suicidality; it is estimated that one in four individuals with BDD

attempt suicide ®.

A striking characteristic of BDD is that many, although not all, sufferers have poor insight 34,
That is, they do not recognise that their appearance concerns are excessive and are convinced
that there is a physical problem with their appearance. There has been some debate about
whether this feature of BDD should be viewed as a delusionality or lack of insight °, with the
latter conceptualisation being reflected in the current diagnostic symptoms, in which insight
is a specifier for BDD !, Importantly, an individual’s level of BDD-insight is not static, and

can vary greatly over short time intervals '° and improve with treatment !!.

Prevalence

BDD has an estimated point prevalence of approximately 2% in population-based samples of
adults and young people 2. Not surprisingly, BDD is substantially more common in certain

settings, including psychiatric clinics and cosmetic surgery settings 2. For example, it has
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been estimated that approximately one in five people who seek rhinoplasty meet diagnostic

criteria for BDD ', highlighting the importance of screening for BDD in such settings.

Among young people, BDD has been found to be more common in girls than boys, but the
sex difference appears to reduce in adulthood, where there is only a slight female
preponderance '>!3, This raises the possibility that BDD may emerge later in men than
women. The features of BDD are broadly similar in males and females. However, males are
more likely to experience concerns about muscularity than females (referred to as muscle

dysmorphia) %4

. It has also been reported that males are more likely to be preoccupied with
their genitals and thinning hair, while females are more likely to be preoccupied with hips,

breasts, legs and excessive body hair 5.

Little is known about whether the prevalence and phenomenology of BDD varies across
countries, ethnic and/or cultural groups. Most community-based prevalence studies have been
conducted within Europe and North America, but BDD has been reported across the world,
including in Africa, Asia and South America. Existing studies suggest that the prevalence and
core features of BDD are similar across countries '6, but also highlight some potential
differences. For example, a survey study conducted in the United States among adults with
probable BDD found that Asian participants were more likely to report concerns about
straight hair and dark skin, whereas Caucasian participants were more likely to report body
shape concerns (e.g. stomach, hips, buttocks) !7. Thus, it has been suggested that individuals
from ethnic minority groups who develop BDD may be more likely to be concerned about
body parts that are characteristic of their ethnic background, and differentiate from the ethnic

majority group 7.
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Assessment

BDD can often be overlooked or misdiagnosed in routine clinical practice '%. This in part can
be due to similarities with a range of other conditions. Table 1 summarises disorders where
differential diagnosis challenges often arise, highlighting similarities and important differences

with BDD.



Table 1 Common differential diagnoses in BDD

Body Dysmorphic Disorder

Similarity to BDD

Key differentiating features

OCD

Repetitive behaviours e.g.

grooming rituals, checking.

BDD rituals are driven by attempts to correct perceived flaw(s) in appearance. OCD rituals
can be driven by a range of obsessions (e.g. contamination, ‘just right’ or need for

symmetry).

Excoriation disorder

Repetitive skin picking

BDD skin picking is undertaken to fix a perceived appearance flaw in one’s skin. Skin
picking in excoriation disorder is typically described as being purely habitual or providing

general tension-relief.

Trichotillomania

Repetitive hair pulling

In BDD sufferers may pluck or pull facial or body hair to improve appearance. Hair pulling
in trichotillomania is typically described as being purely habitual or providing general

tension-relief.

Eating disorders

Distressing preoccupation

with body image

In eating disorders, the focus of appearance concern are shape and weight and sufferers

engage in eating behaviours and exercise to lose weight.

Social anxiety disorder

Distress and avoidance of

social situations

In BDD social avoidance is driven by fear of negative judgement about perceived
appearance flaws. In social anxiety disorder this is driven by fear of doing or saying

something embarrassing.
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associated with sex
signifying aspects of

appearance

Depression Can involve feelings of In depression, appearance concerns are not the primary preoccupation and they are not
ugliness and low self esteem | typically accompanied by repetitive behaviours (e.g. grooming, mirror checking).
Gender Dysphoria Preoccupation and distress In gender dysphoria, appearance distress is focussed specifically on sex signifiers (e.g.

breasts, penis) as they represent the gender they do not identify with, accompanied by
distress of possessing other sex signifiers e.g. tone of voice, and a feeling of not being the
gender they wish to be. In BDD whilst appearance concerns can be focussed on a range of
areas, including sex signifiers, the distress is focussed on their appearance rather that what

they represent.

Visible difference in

appearance

Preoccupation and distress

associated with appearance

In BDD, the perceived ‘flaw’ in appearance is not noticeable, or appears as minor, to others.
Whereas in those with visible difference, this is seen by others and there may not be a

mismatch in perceived and actual appearance.

Adapted from Krebs, Fernandez del la Cruz & Mataix-Cols (2017) '°; with permission.
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Studies have indicated that BDD is rarely spontaneously disclosed in routine clinical
assessments 182923, However, if sufferers are explicitly asked about appearance concerns, they
often disclose their symptoms 2*. For example, a single screening item assessing worries about
appearance, as used in the BDD section of the Development and Well-Being Assessment 25,
was found to correctly identify 97% of young people with BDD ¢, Beyond screening, the Body

27

Dysmorphic Disorder Yale-Brown Obsessive-Compulsive Scale is the gold-standard

clinician administered measure of BDD severity. This measure has good psychometric

t 282 and adolescent versions *°. For young people, it is helpful to

properties in both the adul
have other informants, such as parents, to help assess BDD, especially as young people have

poorer insight into their BDD .

Risk is a common characteristic of BDD and often brings sufferers to the attention of mental
services. It is therefore important to conduct a thorough and dynamic risk assessment, with
regular reviews. An assessment of suicidality and self-harm is vital given that around 25% of
sufferers attempt to end their lives ¥, 80% have suicidal ideation 32 and 50% self-harm 4.
Additionally, given nearly half of sufferers report substance misuse '8, this is also important to

aSSEess.

A unique feature of the BDD risk profile is seeking cosmetic procedures; it is estimated that
up to 75% of individuals with BDD seek cosmetic procedures, including surgical interventions,
in an attempt to ‘fix’ their perceived defects *!. The available evidence indicates that BDD
symptoms do not improve following cosmetic interventions, and such procedures result in
dissatisfaction, disappointment and a deterioration in mental health *!. Thus, cosmetic

procedures are not recommended in individuals with BDD. In some instances, often when
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individuals are unable to access the cosmetic procedures that they desire through services, they
attempt at ‘DIY’ surgery, such as bleaching their own skin or injecting saline solution into their
lips ¥, which is clearly associated with substantial physical, as well as psychological, risk. In
addition, approximately a third of BDD sufferers pick their skin in an attempt to improve its
appearance >3, and use instruments such as needles, razors and knives to correct their perceived
flaw. These repetitive behaviours could cause physical health consequences such as infections
and damage to appearance which could fuel distress. Therefore, it is important to consider the

impact of repetitive behaviours in a risk assessment.

Treatment
The recommended evidence-based treatments for BDD are Cognitive Behaviour Therapy
(CBT) and selective serotonin reuptake inhibitors (SSRIs) medication **. CBT for BDD

35-37

protocols typically involve 12-22 sessions and generally entail the components

summarised in Table 2.
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Table 2 Overview of CBT for BDD

Treatment component

Overview

Psychoeducation

Education on BDD, anxiety and other emotions related to BDD (e.g. shame, disgust).

Formulation and goal

setting

Develop a shared psychological formulation considering how early experiences may have informed beliefs about
appearance and how these feed into a cycle of thoughts, behaviours and feelings which maintain the problem. Processes
such as selective attention, perceptual distortions and self-focussed attention are discussed in relation to how they
contribute to BDD cycle. Patients are asked to consider this as an alternative formulation for their difficulties i.e.
psychological vs. physical problem. Treatment goals that are specific, measurable, achievable, relevant and time-bound

are discussed.

Exposure and response

prevention (ERP)

This is a key element of therapy whereby patients are supported to be exposed to feared and avoided situations whilst
resisting the urge to engage in repetitive or safety behaviours. This can be guided by a hierarchy and it is completed
both in session and for homework to maximise the benefits. The goal of ERP is to learn to tolerate the distress and

experience distress habituation.

Behavioural experiments

Similar to ERP, however the aim is to gather evidence for and against their beliefs about appearance.

Evaluating thoughts

Patients learn to identify, track and label maladaptive thoughts about appearance and are supported to look for patterns

of cognitive errors e.g. mind-reading, all or nothing. Using Socratic questioning, therapists ask them to consider
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evidence for and against beliefs and consider a more balanced view. Behavioural experiments can be used to gather

evidence as part of this process.

Mirror retraining

The goal of mirror retraining is two-fold; one is to look at the body as a whole rather than focus in on perceived flaws
and second, for the patient to be able to objectively describe their body without judgement. Patients are asked to stand
in front of a full length mirror to look at their entire body and are asked to describe it from head to toe in detail, using
objective and non-judgemental language (e.g. ‘I have two eyes, they are 6¢cm long and 4cm wide, they are brown and [

have black eyelashes”).

Attention retraining

Like mirror retraining, the aim is to shift perspective from a narrow view to the bigger picture. For example, when
engaging in ERP or behavioural experiments, it is helpful for patients to learn to focus externally by processing the five
senses (e.g. things they can see, hear, smell, taste and feel). This can reduce self-focussed attention which allows them

to take in external information and for distress to habituate.

Habit reversal therapy

(optional)

When patients engage in skin picking or hair pulling, habit reversal techniques may help to augment ERP, especially to

manage strong urges.

Motivational interviewing

(optional)

This technique may be used before you start treatment or can be used at various points of treatment when patients are
struggling to engage in CBT, especially due to poor insight and often wanting cosmetic procedures instead. Miller and

Rollnick (2012) 3® motivational interviewing techniques can be helpful.
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Treatment for adults and young people is broadly similar, however for young people CBT is
developmentally tailored with an emphasis on behavioural components, and inclusion of a

parent/carer as co-therapists *°.

Evidence for CBT for BDD is primarily centred on adults, with ten randomised controlled trials
(RCTs) conducted to date. Only one RCT of CBT for BDD has been conducted in young people
40 Early trials compared CBT with a waitlist control 64143 with more recent trials using

credible psychological control treatments such as anxiety management 3°

and supportive
psychotherapy 3744, Harrison et al. (2016) !! conducted a meta-analysis including RCTs up to
2015 (k=7; N=299) and found CBT to be superior to waitlist and control treatments in reducing
BDD symptoms (Cohen’s d=1.22). Additionally, significant improvement in depression and

BDD-related insight was evident !!.

To date, the most promising treatment outcomes come from the largest adult RCT (N=120)
where patients were randomised 22 sessions of CBT or supportive psychotherapy 37. The CBT
response rate (defined by a reduction on BDD Y-BOCS <30%) at post-treatment was 83-85%
across two treatment sites, which is higher than previous trials which included 8-16 sessions
364142 There was also a significant reduction in depression, and an improvement in BDD-

related insight and functioning. In their trial, Wilhelm and colleagues *’

found patients
continued to make gains after session 12 and 16, which would have been the end of treatment
point in other trials (e.g. *>*°). Evidence suggests that even if there is minimal reduction in
BDD symptoms within the first 4-12 sessions, patients can respond to a 24-session package of

treatment *°, Treatment for young people has improved with increasing number of sessions,

with response rate of 40% to a 14-session package of CBT #° to 79% to an extended 20 session
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package 3°. Taken together, these studies suggest that BDD patients may benefit from longer

treatment protocols.

Durability of outcomes has been found with treatment gains being maintained in follow-up of
between two to 12 months and some further improvements in BDD symptoms, depression and
functioning 37394446 Several studies have examined predictors and moderators of treatment
outcomes. The most replicated finding is that baseline BDD symptom severity 47 is
associated with less improvement in BDD symptoms. Some studies have also found higher
motivation to change, greater treatment expectations, greater treatment credibility, expectation

of improvement, better insight, shorter duration of BDD and lower levels of depression to

predict better outcomes %47-* although findings have been inconsistent.

There is no consensus yet on the active ingredients for effective CBT. Wilhelm et al (2019) 7
found no significant differences in outcomes between supportive psychotherapy and CBT in
one of their two treatment sites, potentially indicating that certain non-specific therapy factors
are associated with improvements in BDD (e.g. feeling understood) *7. A recent study
examining mechanisms of improvement in CBT for BDD found that within-subject cognitive
(e.g. negative beliefs about the importance of appearance) and behavioural (e.g. checking,
grooming and avoidance) factors mediated treatment outcomes. This reinforces the
importance of addressing beliefs about appearance (e.g. “If my appearance is defective, [ am

worthless™) and repetitive behaviours in CBT for BDD .

In keeping with the current evidence-base, clinical guidelines recommend SSRIs for the
treatment of BDD, particularly among individuals with more severe impairment and/or those

who decline CBT. Ideally, SSRIs should be offered in combination with CBT ** but are
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effective as a standalone intervention >!. A range of SSRIs have been used in the treatment of
BDD, including fluoxetine > fluvoxamine 3, citalopram >* and escitalopram 3, as well as
non-selective serotonin reuptake inhibitors (SRIs) such as clomipramine >°. The bulk of the
evidence for the efficacy of these pharmacological treatments for BDD comes from open

d 525557 Encouragingly, these RCTs have

trials, and only four RCTs have been conducte
found S/SRIs to be associated with response rates ranging from 53-70% among adults with

BDD 323, but they have also highlighted a need to remain on S/SRIs medication for

relatively long periods to reduce the likelihood of relapse occurring 3.

Formal dose-finding studies have yet to be conducted in BDD, but the available evidence and
expert clinical opinion indicates that BDD typically requires relatively high doses of S/SRIs;
higher than those required to treat depression 3. At present, it is unclear whether certain
SSRIs are more effective than others in the treatment of BDD, and further research is needed
to compare efficacy. There is also a need to further evaluate pharmacological augmentation
strategies for BDD patients who do not respond to initial trials of S/SRIs. Clinical guidelines
suggest that S/SRI augmentation with an atypical antipsychotic can be beneficial >, but this
is largely based on clinical experience as opposed to empirical evidence. Lastly, there have
been no SSRI trials among young people with BDD, although clinical observational studies

have highlighted the potential benefit of pharmacological treatments in this population *.

Barriers to access
BDD is strikingly under-diagnosed and under-treated. For example, previous survey studies
conducted in Germany indicate that only 15 - 23% of adult BDD sufferers had received an

accurate diagnosis >%°. Furthermore, a survey study conducted in the US found that only
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17% of adults with BDD had received CBT, and 34% had been prescribed an SSRI
medication ®!. These findings are concerning, not least because BDD typically has a chronic
course if left untreated %2, and causes profound impairment for the individual as well as

potentially high costs for healthcare systems.

Understanding barriers to diagnosis and treatment are crucial in order to improve healthcare
provision for BDD. Such barriers are likely to be multifaceted, encompassing characteristics
related to the BDD sufferer (e.g. shame, lack of insight), broader cultural and societal issues
(e.g. stigma), and constraints within healthcare settings (e.g. lack of expertise and resources

for accurate diagnostic assessment and treatment).

Undoubtably one of the main barriers to accessing CBT for BDD is the lack of trained
therapists, and costs associated with the treatment **3. In recent years, efforts have been
made to address these obstacles by developing digitalised CBT for BDD programmes, which
combine self-help components with therapist-support. For example, a therapist-assisted
online CBT for BDD programme has been developed and evaluated in an RCT, and shown to
be effective relative to supportive therapy *4. In this trial, therapists were clinical psychology
students with no prior experience of BDD, and the average therapist time per patient per
week was 13 minutes, highlighting the potential scalability of the programme. More recently,
an app-based CBT for BDD programme has been developed and shown to be effective
relative to waitlist control in an RCT 4. In this trial, patients were supported by a bachelor’s-
level coach, as opposed to a trained clinician, which again demonstrates the scalability of this

approach.

Future directions
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Research and understanding of BDD continues to develop but is still lagging compared other
related conditions such as OCD, despite the similar prevalence and morbidity. Further
research is needed to better understand the mechanism underpinning the development of
BDD, which may inform early detection as well as prevention and/or early intervention
strategies. Additionally, predictors of treatment response and mechanism of change is an
important area for future research, since these remain poorly understood 63947496566 Thig
may lead to a move towards an understanding of what works for whom and the development
of individualised and tailored multi-modal treatment packages. Research into low-intensity
modes of delivery of CBT for BDD aims to increase access to effective treatments. Such low-
intensity CBT-based programmes may be best utilised as part of a stepped-care approach,
with more severe or complex presentations requiring higher intensity therapy. Nevertheless,
the challenge to support sufferers to access mental health services remains, highlighting the
importance of efforts to increase awareness of BDD in the wider community and in settings

where BDD sufferers are likely to present, such as cosmetic clinics.
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