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Abstract

Body dysmorphic disorder (BDD) is deined by a recurring and persistent concern char-

acterized by psychic sufering caused by a possible physical imperfection in appearance. 
It is a severe psychiatric condition, duly conirmed by neuroanatomical indings, very 
peculiar repetitive behaviors, and speciic personalities. The prevalence of BDD is increas-

ing around the world and difers between countries, because of cultural diferences and 
diferent health-care systems. This increase is worrying because BDD is a pathology that 
presents comorbidity like severe depression, suicidal ideation, and functional and social 
impairment. However, BDD is an unrecognized and often not diagnosed in our soci-
ety. Many patients are ashamed of their complaints and do not usually seek psychiatric 
help with ease, and unfortunately, they seek help in cosmetic and surgical treatments to 
improve their appearance, and these professionals are not yet prepared to assist in the 
diagnosis of this disorder. Therefore, this chapter presents not only the psychopathology 
of BDD but also its associations with other pathologies and their main factors of inlu-

ence. Finally, we present a clinical experience with a detailed description of a clinical 
case. The aim is to contribute to the diagnosis and treatment of this pathology and also to 
future research that may beneit society and these patients.

Keywords: body dysmorphic disorder, appearance disorders, social anxiety disorder, 
obsessive–compulsive disorder, behavior
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1. Introduction

In the context of a society where beauty is directly related to success and simultaneously hard 
to achieve, this is the background for the manifestation of the most of the appearance disor-

ders. Among them, we observe the body dysmorphic disorder (BDD), classiied as the most 
fragilizing and alictive pathology related to body image [1–3].

The body dysmorphic disorder (BDD), previously denominated as dysmorphophobia, con-

sists in a severe psychiatric condition, with high incidence and frequently incapacitating. It is 
characterized by psychic sufering caused by a possible physical imperfection in appearance, 
always focused in a speciic body part, as a common example, nose, hair, freckles, or breast 
size. Any part can or body characteristic can be the focus, including the presence of body hair 
excess or the body shape as a whole [4–6].

Although BDD is an unrecognized and often not diagnosed in our society, it causes sig-

niicant clinical sufering to the patient, social, and professional prejudice and afects 
others spheres of the individual life. Nowadays, new characteristics have been added 
to the disorder as repetitive behavior and mental acts related to self-image preoccupa-

tion. To acquire a beter knowledge and help in BDD diagnosis should be a priority, not 
only for psychological and psychiatric professionals but also for aesthetical, cosmetic, and 
physical educators, because these patients may search for the solution with appearance-
enhancing treatments, an action that can worsen the psychological symptoms caused by 
the disorder [7, 8].

2. Deinitions and characteristics

BDD is deined by a recurring and persistent concern about a speciic trait or a group of char-

acteristics, noticed in the self-image. The etiology is associated to a perfectionist pre-morbid 
personality, teasing in school, or a traumatic event. Recent research suggests that more than 
three-quarters of individuals with BDD reported a perception of childhood maltreatment [2]. 
The patient relates that these traits are ugly, unatractive, abnormal, or even crippled. The self-
noticed laws are not necessarily bad or abnormal to other individuals. These appearence con-

cerns range from seem unatractive or inappropriate, to horrible, repulsive or often described 
as monstrous. Patients can focus in speciic details or several parts. It is very frequent that the 
skin is the focus of the disorder, for example, acne, scars, wrinkles, pale skin, or body hair, 
characteristics of hair, hair loss, and unwanted facial hair, nose (size and shape). However, 
any part can be the focus of this disorder. Some even present concern about the perception 
of asymmetry of body parts. The perceptions are intrusive, unwanted, and take time (about 
3–8 h a day); it is usually hard to avoid or control [9–11].

The BDD can be classiied according to the level of insight. In the good or reasonable insight, 
the individual can recognize that the beliefs of BDD may not be true. In the case of poor 
insight, the individual believes that it is most likely true. In the absence of an insight or a 
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 delusional state, the individual is completely convinced that his/her beliefs are true. The 
degree of compromise afects the treatment of the patient [9, 12].

BDD can also be divided into delusional and not delusional. The delusional type is more 
severe because the individual presents visual hallucinations, in which he/she perceives his/
her defect as monstrous, whereas in the non-delusional mode, the subject only overevaluates 
a litle imperfection, which was already there. It is believed that 36–60% of the cases of BDD 
are delusional [13]. However, both BDD delusional and non-delusional usually have good 
treatment response to the same type of therapeutic. Nevertheless, it is important to establish 
the diferential diagnostics in order to determine the severity of the disease, the comorbidities, 
and the risk factors [13, 14].

Some variations were found in brain structure and function. Research suggests that BDD 
patients may have some alteration in the white substance of the brain, leading to a functional 
impairment due to disorganization in the tract which connects the vision with emotional 
issues and memory [13, 15].

BDD, which was primarily called dysmorphophobia, is a severe psychiatric disorder usual 
and disabling. It is marked by deep psychological sorrow, directly proportional to the imagi-
nary or delusional physical defect. This “defect” is always focused in a given area of the body, 
such as, nose, hair, freckles, or breasts. Any part of the body can be “chosen”; it can include 
the presence of unwanted body hair or the body weight or the body shape [4–6].

Even though BDD being still an underrecognized and underdiagnosed pathology in our soci-
ety, it causes too much pain, social, and professional impairment to the patients. It afects 
another important area of their lives too: most of them have deep emotional issues and can-

not keep a marriage or a long-term relationship because of BDD. Recently, some repetitive 
behaviors and mental acts related to appearance concerns were added to the list of symptoms 
too [8, 9].

Most of these patients look for appearance-enhancing treatments, trying to get rid of their 
sorrow and frustration, but it usually exacerbates the psychological symptoms and leads to 
more dissatisfaction [7, 8]. Therefore, it is paramount that not only psychologists and psy-

chiatrists know more about BDD, but also, professionals of esthetics area, cosmetology and 
gyms, which include alternative specialty doctors, physiotherapists and personal trainers. 
They could identify potential patients and referral to specialized treatment.

3. Neuroanatomic indings

In the past, BDD used to be part of somatoform disorder spectrum [16], which now is known 
as somatic symptoms disorders [9]. This spectrum is featured by the presence of physical 
symptoms, which suggests a medical general condition underlying the behavior symptoms, 
because there is no detectable neurobiological imbalance or other psychiatry disorders to jus-

tify the symptoms. It is important to emphasize that this classiication has changed much and 
do not include BDD anymore [9].
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Nowadays, BDD has been included in the range of obsessive compulsive disorders (OCDs), 
because the neuroanatomic indings presented new evidences about BDD, pointing biologi-
cal features to its etiopathogeny. One study detected that orbitofrontal cortex and anterior 
cingulate cortex volumes of BDD patients were signiicantly smaller than healthy individuals. 
It means that their brain has more white substance than the control group. Besides, there is a 
tendency of an increase of thalamic volume in BDD patients compared with that in the control 
group [17, 18].

Neuroanatomic evidence in the limbic system was also found, more speciically in the 
amygdalas, between BDD, anxiety, and self-evaluating visual process. Self-image is cap-

tured by ventral visual system, which is later interpreted by the brain’s amygdalas. That 
structure is involved in emotional control in a higher level, like companionship, love, afec-

tion, mood swings, fear, rage, and hostility. They are involved in some anxiety manifesta-

tions too. Interestingly, only the right amygdala volume has shown a signiicant correlation 
with BDD symptom severity, which suggests a diferent lateral involvement of these brain 
regions [19].

One study conducted by researchers at the University of California, Los Angeles, shows that 
people with BDD may process visual information diferently than people without the disor-

der. Researchers showed 25 people, half with BDD and half without the disorder, three dif-
ferent images of faces in high, regular, and low resolutions. Magnetic resonance image (MRI) 
results showed that participants with BDD used the left side of the brain (the analytical side) 
to process all three images. The other participants used the brains’ left hemisphere for only 
the high-resolution images. This could mean that the minds of people with BDD strive to 
acutely process visual details, even when there is nothing to process. This might be why they 
can see laws in themselves, even when those laws might not exist [20].

Another biological factor under consideration is that people with BDD seem to have a chemi-
cal imbalance of the neurotransmiter serotonin, because they often respond well to the selec-

tive serotonin reuptake inhibitor (SSRI) class of antidepressants. While doctors know that the 
diferences in brain and neurotransmiter functions exist, they do not know whether BDD 
causes the diferences or if the diferences cause BDD. For this reason, it is so important to 
know and to analyze the other factors involved in BDD [21].

4. Behavior and personality of the BDD patient

Currently, there are many studies comparing BDD patients’ behavior with personality. These 
are very important clinical evidences of the disorder. As said before, BDD patients usually 
have perfectionist personality, as a natural trait or a pathological feature; between them, it 
is possible to observe a very large range of anankastic (obsessive) behaviors, according to 
each afected individual. Nevertheless, when the BDD is already detected, the patient is very 
often anguished, alicted, and tormented; they have social, emotional, and labor impairment. 
They have maladapted thoughts about their appearance: “if I’m not good looking, I can’t 
be happy.” That kind of thought leads to negative self-evaluation, which provokes speciic 
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behavior known as repetitive acts. Some studies sustain that 90% of people with BDD engage 
in compulsive behaviors [10, 22].

Among the repetitive acts of compulsive behavior of BDD patients, there are check, camou-

lage, dressing-up excessively, and self-mutilation. In check behavior, patients spend most of 
their time checking their own image in front of the mirror; it is known as “mirror checking” 
or “mirror gazing.” Around 80% of people with BDD usually have mirror gaze behavior. 
There are reports of patients who can spend 11 h per day looking themselves at the mir-

ror [23]. It can be explained as a cycle, and it begins when a person views an external or 
an internal representation of their appearance. External events include looking at a mirror. 
Internal events include somatic sensations or intrusive thoughts. Such events activate a dis-

torted mental image or a “felt” impression of the self. People with BDD selectively focus on 
this image, which leads to a magniication of perceived imperfections. It showed that people 
with BDD endorse assumptions such as “if my appearance is inadequate, life is not worth liv-

ing.” Negative assumptions result in rumination, decreased mood, and safety behaviors such 
as mirror gazing, which uphold the distorted mental image, increase doubts, and reinforce 
the cycle [24]. The mirror checking is perceived as being uncontrollable, addictive, and trap-

ping. On a “bad day,” motivations for mirror gazing are punitive and tortuous as patients 
usually report. Some patients describe what they see in the mirror by comparing themselves 
to inanimate creatures like monsters [10].

In the camoulage, patients waste too much time trying to hide the defect [3, 25, 26]. It includes 
the habit of buying compulsively objects like make-up items, scarfs, and so on [19, 27]. In the 
dressing-up excessively, patients spend most of the day beautifying themselves and trying to 
look beter. They imagine that people are constantly observing and evaluating them; this feel-
ing creates a great emotional pain and functional impairment [28].

The self-mutilation behavior is considered the most severe and harmful of the symptoms. A 
typical self-mutilation injury is called neurotic excoriations (or pathological skin picking), 
which is deined for the irresistible impulse of causing or worsening skin damage, by scratch-

ing, biting, clawing with nails, ingers, or objects. The self-mutilation can be used to provoke 
the amputation of the “ugly” part of the body [29, 30]. The lesions are polymorphic. Newer 
lesions are angulated excoriated crusted erosions, while older lesions have depigmented 
scarred center and hyperpigmented periphery. Lesion numbers vary from few to hundred 
and are in all stages of development. Prurigo nodularis is an extreme variant of this entity. 
Distribution of the lesions relects their self-inlicted nature with lesions concentrated over 
the most accessible sites. Neurotic excoriation is diferentiated from dermatitis artefacta by its 
conscious and compulsive nature. However, a patient should be evaluated for all cutaneous 
and systemic causes of pruritus before making this diagnosis [31].

Acne excoriee is a variant of neurotic excoriation where patients have either only facial or pre-

dominant facial involvement. Few patients develop lesions after picking acne lesions while 
majority did not have acne at any time. It is most common in females with an average age of 
30 years. Another very common habit is “tricolomania,” which is characterized by the act of, 
recurrently, pulling the own hair or body hair, for pleasure, satisfaction, or tension relief. The 
most usual areas are scalp, eyelashes, and eyebrow. This behavior patern is relevant only if it 
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is frequent enough to cause injuries or irreversible hair loss or diary. Normally, it is followed 
by the atempt of hiding the injuries. There is a female preponderance, and the average age of 
onset of this syndrome varies between 30 and 50 years [29, 31].

There is an important trait of BDD, established by essays, which is the capability of these 
individuals of observing “irregularities and defects” in their own appearance. Any minimal 
asymmetry can be the starter for the development or worsening of the disease. Only patients 
with BDD may have such a powerful intensiied selective atention able to ind or imagine 
defects on their own face. Moreover, it also happens with another person’s body’s area, for 
example, the defect they imagine on him/her and they also observe too much in the others 
[33]. Indeed, the symmetry obsession is considered one of the most obvious traits of the BDD, 
and very often, it is found in OCD patients, who sufer from a chronic and disabling disor-

der characterized by uncontrollable, persistent, and repetitive obsessions and compulsions. 
Around 25% of BDD patients present this symptom, and it has a direct impact in the low qual-
ity of life of these individuals [27].

BDD is also characterized by mental acts, in which the patient wastes most of his/her time 
thinking about his/her appearance or concerned about it; in addition to it, the person cannot 
stop comparing his/her appearance with the others [8]. Unwanted mental intrusions might be 
a transdiagnostic variable across diferent disorders such as OCD, BDD, eating disorders, and 
hypochondriasis, and they might contribute to explaining the phenomenological similarities 
among them. Unwanted mental intrusions in BDD have been deined as discrete, untimely, 
and unexpected conscious cognitive products that can be experienced as thoughts, images, 
sensations, or impulses. They interfere with the normal low of thoughts, tend to be recur-

rent, and promote subjective resistance eforts, although they are highly uncontrollable [33].

Still regarding personality, individuals with BDD have been postulated to have schizoid, 
narcissistic, and obsessional personality traits and to be sensitive, introverted, perfectionist, 
and insecure. However, data on personality traits and disorders in BDD are limited. In one 
research involving patients diagnosed with BDD, 57% had one or more personality disorders, 
with avoidant personality disorder (43%) being most common, followed by dependent (15%), 
obsessive–compulsive (14%), and paranoid (14%) personality disorders [34, 35]. In another 
assessment in patients seeking cosmetic surgery and diagnosed with BDD, it was also found 
that the presence of a psychopathological reaction to imagined defects in appearance in sub-

jects pursuing a surgical correction is associated with the severity of schizotypal and paranoid 
personality disorders [36].

In another trial, more recent, three groups of personality were veriied in patients diagnosed 
with BDD. The irst group includes pessimistic, shy, insecure subjects; people with fragile and 
immature personality and poor self-esteem; individuals concerned about the way they look 
and those who spend more time thinking about it. The second group includes subjects that are 
more conident, with a stronger personality and a greater self-esteem. A third, less diferenti-
ated group, includes subjects who are more impulsive and spend an intermediate amount of 
time thinking about the way they look [37].

Pathophysiology - Altered Physiological States8



An antisocial personality can also be atributed to BDD. Clinical observations suggest that 
both BDD and social anxiety disorder (SAD) are characterized by a fear of negative evaluation 
in social situations, as well as avoidance of social interactions, although in BDD, social fear 
and avoidance are largely related to the perceived bodily “defects.” Individuals with BDD 
also have a tendency to misinterpret neutral interpersonal cues as more negative and threat-
ening when compared to healthy controls. Moreover, the high SAD comorbid rates in BDD 
(37–40%) suggest that BDD and SAD may be related disorders [38, 39].

5. Prevalence, comorbidities, inluencing factors, and association 
with other disorders

The prevalence of BDD is increasing around the world. Prevalence in the general population 
may difer between countries, because of cultural diferences and diferent health-care sys-

tems. Studies have found a BDD prevalence of 1.9 in German women [40]; 2.5% in American 
women [41]; 2.0% in American women in another time frame [42]; 4.4% in German women in 
another time frame [43]; 2.1% in Swedish women [8]. In mixed populations (both genders), the 
prevalence of BDD was 1.7% in English population and 2.4% in French population [44]; 0.7% 
in Italian population [45], and around 28% in the population of American college students 
[48]. In the worldwide population, the prevalence of BDD is around 1–2% [3, 14, 46]; it can 
reach 3% of global population [25]. In the dermatological patient population, the prevalence 
is predominantly higher, with 8.8% of Turkish dermatology patients [47]; 14% of US derma-

tology patients [8]; 6.7% of Brazilian dermatology patients [48]; 4.2% of Turkish dermatology 
patients in another time frame [49]; 4.9% of Swedish dermatology patients [8]; and from 2.9 to 
24.9% in patients of multiple nationalities [3].

BDD afects each individual in a diferent way; so, its prevalence can be modiied according 
to not only the population regarding its inding, but also regarding the original physical trait 
that the person assumed as a “defect.” The prevalence of BDD in patients who underwent 
plastic surgery procedures is around 6–20%. In patients undergoing rhinoplasty, it raises 
to 20.7% [50]. An essay was conducted with patients seeking for plastic surgery, and 7.7% 
showed BDD. Most of these patients (85.7%) were diagnosed before surgery, and the remain-

ing (14.3%) in the post-surgery period, after they have reported dissatisfaction with the surgi-
cal results [51].

According to diferent researches, the prevalence of BDD in plastic surgery is around 7–15% 
[29]; another study points to a prevalence of 16–24% [50], and there is another that points to 
about 53% [52]. In Iran, a research was conducted with patients who were seeking plastic sur-

gery. It was noticed that 41% of them had shown mental disorder, of which 24.5% were diag-

nosed as BDD patients. Most of the subjects of the survey were seeking for rhinoplasty and 
80% of them were women [53]. The rhinoplasty surgery, in special, is a common practice in 
BDD patients’ community, and the diagnoses of severe cases of BBD before surgery are very 
frequently connected to the high level of dissatisfaction with the results after surgery [54, 55].
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Among BDD patients, 76% have already considered plastic surgery as a “treatment” for their 
“defects,” of which most of them, 64–66%, have previously undergone some plastic surgery 
[53]. Although the dissatisfaction level with the results is high, the idea of perfection is based 
on delusional thoughts about one’s esthetics complaints, which are not reachable by cosmetic 
treatments or surgeries [50]. For this reason, a more comprehensive psychiatric evaluation 
is indicated for the patients who look for an esthetic procedure, because in the case of BDD 
patient, the psychological intervention is more indicated than a surgical procedure [53, 56].

Regarding the prevalence of BDD between genders, diferent studies have shown that 
although seeking for surgical esthetic treatments is more frequent in feminine population 
(86.4%) than in masculine population (13.6%), BDD is more prevalent in masculine gender. 
Among men of the sample, 33.3% presented BDD, while only 14% of women presented the 
disorder [36]. Therefore, although men are the minority in the researches regarding esthetics 
treatments, they have presented always equal or larger prevalence of BDD than women. In 
a German study involving 133 college students, in which 71.4% were women, there were no 
diferences of prevalence between genders; with 5.1% of women and 5.7% of men diagnosed 
with BDD [57]. In another population of patients with BDD clinically diagnosed, 89% of the 
sample was female [58]. There is another study, in which case 64.2% of the sample is com-

posed of women [38]. In all these reports, the prevalence of BDD was larger among men.

Comparing prevalence between genders, considering patients of general dermatological 
clinics, women are the most frequent costumers (69.7%), against 30.3% of men. Considering 
individuals who look for treatment in dermatological clinic specialized in acne, the preva-

lence between genders do not change compared to the irst case (general dermatologic clinic). 
Women were 66.7% of the patients and men were 33.3%. However, in the dermatological 
clinics with aesthetic purposes, an increase of women clients (85.2%) and a decrease of men 
clients (14.8%) can be noticed [25]. In general, the prevalence of BDD is larger in esthetics 
dermatological clinics (14%); compared to general dermatological clinics (6.7%) and in the 
control group (2%), the prevalence of BDD was almost equal to the general population [48].

Comparing the prevalence of BDD and considering the level of schooling of the subjects, 
it has been reported in most of the samples that the BDD patients usually were atending 
middle school (63.3%), followed by patients who were atending primary school (36.4%). In 
this sample, none of the patient with BDD was atending university education [36]. In another 
study where patients were clinically diagnosed with BDD, 72.4% of the sample [38] and 77% 
of another sample [58] had university education complete or incomplete.

Regarding the prevalence of BDD and marital status of the patients, BDD patients usually 
have emotional impairment, remaining single (56.3%) [59]. Some studies have shown a 72.7% 
rate that has never been married [60]. This scenery does not seem to be modiied through the 
years, considering that in a precedent study, the rate of BDD patients that were never married 
was 60.4%, the married were 25.4%, the divorced were 13.4%, and the widowers were 0.7% 
[38]. The age of the onset of the symptoms seems to be related to the marital status. When 
it shows up before 18 years old, the prevalence of singles in the sample seems to be higher 
(77.9%) than if it begins after 18 years old, when the prevalence of singles is a litle lower 
(64.5%) [58].
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The same happens to the work capability of the BDD patients: when the disorder starts earlier 
in life, the social and labor impairment usually is worse. BDD patients in which the disease 
started before 18 years old had more issues regarding work (65.8%) than patients in which the 
disorder started after this age (58.1%) [58].

Among BDD patients in treatment, 57.5% were unemployed, only 38.5% were working 
full time, 22.5% were working half time, and 3% were removed from work due to Medical 
Certiicate of Health related to BDD [38].

More recently, another study showed that among OCD patients, less than half were in a 
full-time employment, and 27.2% was receiving work incapacity beneit [60]. Almost 39% 
of patients reported removal from work and 79.7% indicated some level of labor functional 
impairment because of the pathology. It is been noticed that patients who were removed from 
work because of the psychopathology of BDD presented more severe form of the disease and 
tended more to chronicity as well. The worse cases were usually composed by males with a 
lower scholarship, more severe depressive symptoms, higher rates of comorbidities, worse 
quality of life, worse social skills, higher rates of suicides, and higher propensity to psychiat-
ric internment. One study concluded that being removed from work can worsen the outcome 
of the treatment for the patient, because it would intensify the tendency to self-isolation and 
depression [60]. It has to be considered, however, on the other hand, that some of these cases 
may be condemned to evolve badly since the onset of the disorder, due to possibly neuroana-

tomic lesions or malfunctions (already described earlier). The characteristics as lower scholar-

ship, worse social skills, poverty, and worse quality of life may be associated to brain damage. 
We also know that male gender is more vulnerable to express this type of symptomatology. 
Therefore, it is possible that the same patients have to be removed from work with special 
care, because the removal is necessary at some point of the treatment, but the prolonged 
removal without care will lead to psychological worsening [60].

Hispanics or “non whites” were considered the minority of patients (19.1%) with BDD com-

paring the prevalence of the disease among the diferent ethnic groups [59], or even less than 
that (9.1%) in another study [60]. The Caucasian was 87.9% of BDD population under treat-
ment in another study [38].

Concerning the way of living, 44.8% of the BDD individuals live with a spouse, 28.4% with 
their parents, 25.4% alone, and 1.5% need home supervision because they have special needs 
or comorbidities that imply in additional risks [38].

Although BDD is more often present in athletes than in regular people, the intensity of psy-

chological problems usually is more severe in non-athletes. Therefore, the current practice of 
physical activity is very good for mental health. In both samples, the rate of satisfaction with 
body self-image presented equally low [61].

Regarding diferences between genders in BDD, there are more points of similarities than dif-
ferences, although much disparity can be found. Initially, the areas elected as central “loci” of 
BDD were diferent between genders, for example, men were obsessed about genitals, muscle 
mass amount, and hair loss. Women, on the other hand, were obsessively concerned about 
skin, breasts, butocks, thighs, legs, hips, toes, and body hair, among many other parts of 
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the body. Women were also more predisposed to behave repetitively (compulsion), using 
resources like camoulage of the presumed defects and constant image check; they tend more 
to the neurotic excoriation and to eating disorder, as well [62].

BDD individuals usually have lower scores of self-evaluation regarding appearance and high 
levels of dissatisfaction to their own body compared with normal population, in both genders 
[4, 63]. It means that the disorder directly afects the self-body image of the patients and it 
is frequently associated with other disorder in which the individuals refer the fear of being 
negatively evaluated by other people, which is the same as what occur in the social pho-

bia disorder (SAD). In fact, SAD is considered an outstanding feature of BDD [32, 60], even 
though there are remarkable diferences between this theoretical constructs.

Some pathologies can be associated to BDD. A research involving BDD population sample 
found that the majority of the patients (71%) have not shown concerns related to body weight, 
but they have bigger concerns related to body parts, such as skin, hair, nose, belly, and teeth. 
Most of these patients were female, white, single, and have incomplete superior education. 
All subjects of the sample demonstrate some concern regarding another very speciic area of 
the body, besides depressive symptoms [64].

Early surveys have been investigated SAD in BDD and concluded that these patients can 
have high scores of SAD, regarding appearance concerns [39, 65]. BDD rates were higher in 
patients with SAD compared to control population [66]. Patients with BDD had higher scores 
at Social Phobia Inventory (SPIN), even not having SAD diagnosed as comorbidity. It was also 
detected that the typical social aversion of the SAD has contributed to the functional impair-

ment of the patients with BDD [39].

Some features in common of both pathologies have been pointed, such as anxiety and denial. 
One study also compared sociodemographic and clinical aspects of BDD and SAD, observ-

ing that SAD is more common in younger people with lower educational level than BDD 
[18]. In addition, BDD patients seem to be less propensed to marry and presented more often 
historic of psychiatric internment than patients with SAD [18]. Another assessment claims 
that individuals diagnosed with BDD are often single, avoid dating, and report high levels of 
social isolation [67]. With regard to comorbidities, BDD and SAD have diferent probabilities. 
Patients with BDD tend more to evolve with eating disorder or OCD, whereas patients with 
SAD are more likely to develop anxiety disorders [18].

Based on the above, it is important to emphasize that there are ways to distinguish BDD from 
SAD. One way is to consider that in BDD, there are repetitive behaviors, already mentioned, 
such as checking and neurotic excoriation. Besides, in BDD, the main concern of the person is 
focused on his/her physical appearance and his/her imaginary “defects”; whereas in the SAD, 
the patient is worried about the judgment that the other can do about his/her behavior and 
about his/her social exposure. Besides, the comorbidities in BDD are much more in number 
and gravity than in SAD: eating disorders (bulimia, anorexia, and vigorexia), severe depres-

sion, self-mutilation, and suicide [18, 62].

Usually, BDD begins in childhood or puberty. It starts always gradually and its development 
is related with low quality of life; however, there is no evidence of any diference of quality 
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of life or functional loss between patients in which the disorder started early or later in life 
[68]. Although, depending of the history of life of the individual, the outcome of the disorder 
can be suicidal or other comorbidity even more severe than BDD [58, 72], the majority of 
BDD patients have suicidal ideas (80%), and a considerable percentage of them have already 
presented suicidal atempts (24%) [60, 69]. Among American population, it has been noticed 
that suicide rates are 45 times larger in BDD patients when related to the rest of the popula-

tion. It means there is a higher mortality rate in BDD than compared with what is observed in 
pathologies like “anorexia nervosa,” severe depression, and bipolar disorder [29, 70]. Suicidal 
rates are most frequently observed in patients with dermatological complaints [71].

Comparing the existence of comorbidities in BDD with OCD, the rates were 27.5% and 10.4%. 
Both conditions presented SAD and severe depression (major depression) as the main comor-

bidities [72]. The association of BDD cases with psychiatric internment is estimated in 14% of 
the cases, while the suicide atempts are present in 22–27.5% of the cases [14, 70, 73]. Based on 
these possible comorbidities linked to BDD, there are studies showing that among patients 
with BDD, 76.4% present mood disorder, 1.8% present psychotic disorder, 70.9% present anx-

iety disorder, 16.4% present some type of drug abuse or addiction, 10.9% present eating dis-

orders, 3.6% present somatoform disorder, 66.7% present some type of personality disorder, 
and only 1.5% do not present any kind of comorbidity [60].

Therefore, BDD at most of the time presents an important association with another psychiat-
ric morbidity, and it can evolve to more severe conditions, like anorexia, vigorexia, bulimia, 
major depression, and a very high risk of suicide, besides leading to a low capability and qual-
ity of life [64, 74]. BDD is linked to other psychiatric symptoms: 80% of the cases are connected 
with depressive symptoms, 12% has SAD, 48.9% are linked with drug abuse, and 32.5% of the 
patients diagnosed with BDD have eating disorders as well [50].

There are some diseases more acknowledged and shared by media, characterized as eating dis-

order, but, actually, they are all derived from a primary BDD and ultimately evolve with very 
own traits which make easier to diagnose and to treat them. Anorexia, bulimia, and vigorexia are 
examples of such case [75–77]. In anorexia, BDD gets evident regarding body weight, in which 
case the patient’s self-image is distorted and the person imagines herself/himself with lots more 
weight than actually has. Trying to compensate it, the patient seeks compulsively to lose these 
“imaginary” extra pounds by refusing to eat, exercising too much, taking pills (laxatives and 
diuretics), and/or self-inlicted vomiting episodes. In bulimia, BDD shows up just like anorexia, 
but there are previous episodes of binge eating followed by extreme regret, which leads the 
patient to the already described compulsive behavior to try to lose weight immediately. In vigore-

xia, BDD is related to body size and strength. Patient’s self-image is small and weak, which makes 
the person eat and exercise compulsively, trying to get the maximum of possible muscle mass 
that one can reach, frequently using steroids to get bigger enough. There is a condition called 
plasticomania too, in which BDD is evident in one or multiple areas of the body, and the patient 
do not hesitate to undergo several plastic surgeries, trying to solve the frustration [76, 78, 79].

Although several researches have been concluded, BDD is still an underdiagnosed disease. Too 
many professionals that should be involved in this disorder recognition ignore the  condition 
and its severity. In studies with patients diagnosed with depression, there are elevated rates of 
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BDD, but most of these patients have their BDD not noticed as the primary pathology, which, 
usually, lead to a failure of treatment [59]. Some patients may resist referral to psychiatrists and 
psychologists, because they continue to believe that their problems are physical and not psy-

chological. It is often fruitless to try to convince these patients that their beliefs are irrational [8]. 
Appearance-enhancing treatments should not be implemented, because these may even exacer-

bate the psychological symptoms [76]. Concluding, the diiculty in recognizing and diagnosing 
BDD has been appointed as the main factor of morbidity and mortality of this pathology [29].

6. The diagnosis and treatment by a clinical perspective

This topic presents a personal perspective of a clinical psychiatrist who has practiced in sev-

eral mental health setings and who aims to present one illustrative case.

During almost 20 years of clinical practice of psychiatry, I have observed several patients with 
what was once called “epileptical personality,” possibly involving temporal lobe disorders. 
They do not necessarily have seizures or absence of crises. Some of them have what it is called 
Geshwin’s syndrome. They usually have migraine, with photophobia and misophonia (these 
last two symptoms may occur not necessarily during migraine crisis). They often have reports 
of somnambulism (i.e., sleepwalking), night terror, nocturnal enuresis while infants or during 
puberty (or even in adults), and/or history of feverish crisis while in infants.

An important number of them have some relatives (grandparents, parents, cousins, siblings) 
with classical epilepsia, involving seizures or partial epilepsy complex, which suggests that 
they may have inherited a low threshold to resist a convulsion. However, they usually also 
have an acquired factor: premature birth delivery with complications, head trauma in the irst 
year of life, encephalitis, and so on.

A large number of these patients evolve, usually, after puberty with changes in behavior. 
Some of them develop episodes of rage and mood swing. In girls, it is notorious after the 
menarche and gets worse during the menstrual period, showing that hormones play a very 
important role in these phenomena.

In males, the symptoms can be more constant because there is no hormones see-saw involved, 
but the onset of behavioral disturbance is related to puberty too. In addition, it can be related 
to violence or hostility more frequently, reminding of the explosive intermitent disorder’s 
described features.

With this in mind, the aim of presenting this previous information is to report a few cases 
of BDD patients I have seen all over these years too. They are 12 patients, and in all of them, 
I could ind traits of epileptical personality; some of them had alterations in the electroen-

cephalogram (EEG) test, frequently on the right temporal lobe or in both. A reduced number 
of cases had alterations in the frontal lobe too.

I am going to report a case of a young man who was 19 years old at the time of his irst appoint-
ment. He was taken to my private practice by his parents, because he had no conscious of his 
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sickness. At the day before the appointment, he had punched his father’s face. It never hap-

pened before. The patient was really regreted and scared with his own behavior. His parents 
were really worried and shocked because, on top of all, he had just given up on Law School 
and was obsessed by his own image on the mirror, spending 6–9 h a day in gym working out 
and more than 3 or 4 h in front of the mirror, checking each part of his body. However, he 
wasn’t happy with himself, like in the case of Narcissus myth; he was in real pain, frustrated, 
and the parents could hear him whispering “I’m weak, I’m thin.” No mater how strong his 
body was, he could not notice it. He was very concerned about his hair too.

His mother said she noticed 6 months before that he was becoming a litle agitated and hos-

tile. She tried to talk to him. But he was evasive and avoidant, then she looked through his 
medicines and found out he was taking steroids for muscles and inasteride for hair loss. I 
asked about his neonatal history; his mother answered she had a litle trouble during labor 
delivery and he was born with a reduced Apgar score, but nothing that compromised his 
development; he had some episodes of feverish crisis until 5 years old. But lately, in the past 
4 or 5 months, he started to have night terror episodes, which he never had before. However, 
his younger brother used to have it at the age of 3–4 years. In addition to the night terror, he 
started to have intense migraine episodes during the day, with photophobia and misophonia.

The parents said he was “normal” until 6–8 months before; described him as “just a litle over 
concerned about physical shape, but like other youngster.” They conirm that he was intro-

vert and shy during his childhood and became a litle more conident after 16 years old when 
he started to work out. He said to me, after geting beter with medication, that he used to be 
teased at school for being shorter than the other boys.

I deduced that this patient had some temporal lobe level of instability which leads him to 
feel very intense about his emotional pains. The use of steroids and inasteride may have 
impaired some of his brain functions, reducing his convulsive threshold. The result was more 
aggressivity, mood swing, and the severe BDD symptoms escalating from an original simple 
unhappiness with his body features.

He mentioned social anxiety since he was a boy. Therefore, he decided to work out to get 
stronger. At certain point, inluenced by a friend, he started to take steroids and inasteride.

He started to get beter after quiting the hormones and inasteride. The social anxiety and the 
BDD were controlled after a week taking oxcarbazepine 600 mg/day and citalopram 10 mg/day. 
After 6 months of treatment, he stopped medication and continued psychotherapy. I have not 
heard from him since 4 years ago.

7. Conclusions

In summary, this chapter has addressed the main characteristics and related psychopathology 
of the body dysmorphic disorder, as well as some clinical associations and inluencing factors. 
Moreover, this chapter has also presented one illustrative case of the diagnosis and treatment 
of body dysmorphic disorder symptoms by an experienced clinical psychiatrist.

Body Dysmorphic Disorder: Characteristics, Psychopathology, Clinical Associations, and…
http://dx.doi.org/10.5772/intechopen.76446

15



We hope that this chapter contributes to the diagnosis, prevention, treatment, and manage-

ment of body dysmorphic disorder in diferent health-care setings, by providing a more com-

prehensive and integrated understanding of this underdiagnosed mental disorder.

Author details

Patricia Tatiana Soler1*, Cristina Michiko Harada Ferreira2, Jeferson da Silva Novaes3 and 
Helder Miguel Fernandes4,5

*Address all correspondence to: patisioterapia@hotmail.com

1 Unigran Capital University, Campo Grande, Brazil

2 Psychiatry Residence Training Program of Santa Casa, Campo Grande, Brazil

3 Federal University of Rio de Janeiro, Rio de Janeiro, Brazil

4 Research Centre in Sports Sciences, Health Sciences and Human Development, CIDESD, 
Portugal

5 Research in Education and Community Intervention, RECI, Portugal

References

[1] Buhlman U, Teachman BA, Naumann E, Fehlinger T, Rief W. The meaning of beauty: 
Implicit and explicit self-esteem and atractiveness beliefs in body dysmorphic disorder. 
Journal of Anxiety Disorders. 2009;23:694-702. DOI: 10.1016/j.janxdis.2009.02.008

[2] Silver J, Reavey P. “He’s a good-looking chap aint he?”: Narrative and visualisations. 
Social Science & Medicine. 2010;70:1641-1647. DOI: 10.1016/j.socscimed.2009.11.042

[3] Veríssimo F, Andrade P, Correia L, Rocha I. Perturbação Dismórica Corporal – um desa-

io em Dermatologia. Revista da SPDV. 2012;70(1):35-44

[4] Buhlmann U, Winter A, Kathmann N. Emotion recognition in body dysmorphic disor-

der: Application of the reading the mind in the eyes task. Body Image. 2013;10:247-250. 
DOI: 10.1016/j.bodyim.2012.12.001

[5] Onden-Lim M, Grisham JR. The relationship between body dysmorphic concerns and 
the efects of image suppression: Implications for models of body dysmorphic disorder. 
Journal of Obsessive-Compulsive and Related Disorders. 2012;1:189-195. DOI: 10.1016/j.
jocrd.2012.05.001

[6] Reese HE, McNally RJ, Wihelm S. Probabilistic reasoning in patients whith body dys-

morphic disorder. Behavior Theraphy and Experimental Psychiatry. 2012;42:270-276. 
DOI: 10.1016/j.jbtep.2010.11.005

Pathophysiology - Altered Physiological States16



[7] Crerand CE, Phillips KA, Menard W, Fay C. Nonpsychiatric medical treatment of body 
dysmorphic disorder. Psychosomatics. 2005;46:549-555. DOI: 10.1176/appi.psy.46.6.549

[8] Brohede S. Body dysmorphic disorder: capturing a prevalent but a under-recognized 
disorder. [dissertation]. Linköping: Linköping University; 2017. DOI: 10.3384/diss.
diva-133368ISBN

[9] American Psychatric Association. Diagnostic and Statistical Manual of Mental Disorders V. 
5th ed. Arlington VA: Author; 2013

[10] Silver J, Farrants J. ‘I Once Stared at Myself in the Mirror for Eleven Hours.’ Exploring 
mirror gazing in participants with body dysmorphic disorder. Journal of Health 
Psychology. 2016;21(11):2647-2657. DOI: 10.1177/1359105315581516

[11] Bewley A. The neglected psychological aspects of skin disease. British Medical Journal. 
2017;358:j3208. DOI: 10.1136/bmj.j3208

[12] Bonim GW, Nascimento IPC, Borges NB. Body dysmorphic disorder: Literature review. 
Contextos Clínicos. 2016;9(2):240-252. DOI: 10.4013/ctc.2016.92.09

[13] Smith AK. Delusions of body image in the prodrome. Schizophrenia Research. 
2013;146:366-367. DOI: 10.1016/j.schres.2013.01.033

[14] Bohon C, Hembacher E, Moller H, Moody TD, Feusner JD. Nonlinear relationships 
between anxiety and visual processing of own. Psychiatry Research: Neuroimaging. 
2012;204:132-139. DOI: 10.1016/j.pscychresns.2012.09.003

[15] Feusner JD, Arienzo D, Li W, Zhan L, GadElkarim J, Thompson PM, Leow AD. White 
mater microstructure in body dysmorphic disorder and its clinical correlates. Psychiatry 
Research: Neuroimaging. 2013;211:132-140. DOI: 10.1016/j.pscychresns.2012.11.001

[16] American Psychiatric Association. Diagnostic and Statistical Manual Mental Disorders. 
1st ed. Washington: Author; 1952

[17] Atmaca M, Bingol I, Aydin A, Yildirim H, Okur I, Yildirim MA, et al. Brain morphology of 
patients with body dysmorphic disorder. Journal of Afective Disorders. 2010;123:258-263.  
DOI: 10.1016/j.jad.2009.08.012

[18] Kelly MM, Zhang J, Phillips KA. The prevalence of body dysmorphic disorder and its 
clinical correlates in a VA primary care behavioral health clinic. Psychiatry Research. 
2013;228:162-165. DOI: 10.1016/j.psychres.2012.08.009

[19] Feusner JD, Townsend J, Bystritsky A, McKinley M, Moller H, Bookheimer S. Regional 
brain volumes and symptom severity in body dysmorphic disorder. Psychiatry Research: 
Neuroimaging. 2009;172:161-167. DOI: 10.1016/j.pscychresns.2008.12.003

[20] Feusner JD, Townsend J, Bystritsky A, Bookheimer S. Visual information processing of 
faces in body dysmorphic disorder. Archives of General Psychiatry. 2007;64:1417-1426. 
DOI: 10.1001/archpsyc.64.12.1417

Body Dysmorphic Disorder: Characteristics, Psychopathology, Clinical Associations, and…
http://dx.doi.org/10.5772/intechopen.76446

17



[21] Toothman J. howstufsworks: Biological Causes of Body Dysmorphic Disorder [Internet]. 
Updated: 2017. Available from: htp://science.howstufworks.com/life/inside-the-mind/
human-brain/body-dysmorphic-disorder2.htm [Accessed: July 15, 2017]

[22] Buhlmann U, Teachman BA, Kathmann N. Evaluating implicit atractiveness beliefs in 
body dysmorphic disorder using the Go/No-go association task. Journal of Behavior 
Therapy and Experimental Psychiatry. 2011;42:192-197. DOI: 10.1016/j.jbtep.2010.10.003

[23] Veale D, Riley S. Mirror, mirror on the wall, who is the ugliest of them all? The psy-

chopathology of mirror gazing in body dysmorphic disorder. Behaviour Research and 
Therapy. 2001;39:1381-1393

[24] Veale D, Bewley A. Body dysmorphic disorder. British Medical Journal. 2015;350:h2278. 
DOI: 10.1136/bmj.h2278

[25] Bowe WP, Leyden JJ, Crerand CE, Sarwer DB, Margolis DJ. Body dysmorphic disor-

der symptoms among patients with acnes vulgaris. Journal of American Academy of 
Dermatology. 2007;57(2):222-230. DOI: 10.1016/j.jaad.2007.03.030

[26] Windheim K, Veale D, Anson M. Mirror gazing in body dysmorphic disorder and healthy 
controls: Efects of duration of gazing. Behaviour Research and Therapy. 2011;49:555-564.  
DOI: 10.1016/j.brat.2011.05.003

[27] Hart AS, Phillips KA. Symmetry concerns as a symptom of body dysmorphic disorder. 
Journal of Obsessive-Compulsive and Related Disorders. 2013;2:292-298. DOI: 10.1016/j.
jocrd.2013.04.004

[28] Phillips KA, Pinto A, Hart AS, Coles ME, Eisen JL, Menard W, Rasmussen SA. A com-

parison of insight in body dysmorphic disorder and obsessive-compulsive disorder. 
Journal of Psychiatric Research. 2012;46:1293-1299. DOI: 10.1016/j.jpsychires.2012.05.016

[29] Brito MJA, Nahas FX, Ortega NRS, Cordás TA, Dini GM, Neto MS, Ferreira LM. Support 
system for decision making in the identiication of risk for body dysmorphic disorder: 
A fuzzy model. International Journal of Medical Informatic. 2013;89(9):844-853. DOI: 
10.1016/j.ijmedinf.2013.04.007

[30] Chan JK, Jones SM, Heywood AJ. Body dysmorphia, self-mutilation and the reconstruc-

tive surgeon. Journal of Plastic, Reconstructive & Aesthetic Surgery. 2011;64:4-10. DOI: 
10.1016/j.bjps.2010.03.029

[31] Yadav S, Narang T, Kumaram MS. Psychodermatology: A comprehensive review. 
Indian Journal of Dermatology, Venerology and Leprology. 2013;79(2):176-192. DOI: 
10.4103/0378-6323.107632

[32] Grocholewskia A, Kliemb S, Heinrichsa N. Selective atention to imagined facial ugli-
ness is speciic to body dysmorphic. Body Image. 2012;9:261-269. DOI: 10.1016/j.
bodyim.2012.01.002

[33] Pascual-Vera B, Sanchís MR, Fuster AB. Are unwanted mental intrusions a transdiagnos-

tic variable? Psicothema. 2017;29(2):166-171. DOI: 10.7334/psicothema2016.199

Pathophysiology - Altered Physiological States18



[34] Phillips KA, McElroy SL. Personality disorders and traits in patients with body dysmor-

phic disorder. Comprehensive Psychiatry. 2000;41(4):229-236. DOI: 10.1053/comp.2000. 
7429

[35] Buhlmann U, Etcof NL, Wilhelm S. Facial atractiveness ratings and perfectionism 
in body dysmorphic disorder and obsessive-compulsive disorder. Journal of Anxiety 
Disorders. 2008;22:540-547. DOI: 10.1016/j.janxdis.2007.05.004

[36] Bellino S, Zizza M, Paradiso E, Rivarossa A, Fulcheri M, Bogeto F. Dysmorphic concern 
symptoms and personality disorders: A clinical investigation in patients seeking cos-

metic surgery. Psychiatry Research. 2006;144:73-78. DOI: 10.1016/j.psychres.2005.06.010

[37] Pecorari G, Gramaglia C, Garzaro M, Abbate-Daga G, Cavallo GP, Giordano C, Fassino S. 
Self-esteem and personality in subjects with and without body dysmorphic disorder traits 
undergoing cosmetic rhinoplasty: Preliminary data. Journal of Plastic, Reconstructive & 
Aesthetic Surgery. 2010;63:493-498. DOI: 10.1016/j.bjps.2008.11.070

[38] Phillips KA, Menard W, Fay C, Weisberg R. Demographic characteristics, phenomenol-
ogy, comorbidity, and family history in 200 individuals with body dysmorphic disorder. 
Psychosomatics. 2005b;46(4):317-325

[39] Kelly MM, Dalrymple K, Zimmerman M, Phillips KA. A comparison study of body dys-

morphic disorder versus social phobia. Journal of Psychiatry Research. 2013;205:109-116. 
DOI: 10.1016/j.psychres.2012.08.009

[40] Rief W, Buhlmann U, Wilhelm S, Borkenhagen A, Brahler E. The prevalence of body dys-

morphic disorder: A population-based survey. Psychological Medicine. 2006;36:877-885. 
DOI: 10.1017/S0033291706007264

[41] Mufaddel A, Osman OT, Almugaddam F, Jaferany M. A rewiew of body dysmorphic 
disorder and its presentation in diferent clinical setings. The Primary Care Companion 
for CNS Disorders. 2013;15. pii: PCC.12r01464

[42] Buhlmann U, Glaesmer H, Mewes R, Fama JM, Wilhelm S, Bröhler, Rief W. Updates on 
the prevalence of body dysmorphic disorder: A population-based survey. Psychiatry 
Research. 2010;178:171-175. DOI: 10.1016/j.psychres.2009.05.002

[43] Schiebe K, Kollei I, De Zwaan M, Martin A. Classidication of body dysmorphic disorder 
– What is the advantage of the new DSM-5 criteria? Journal of Psychosomatic Research. 
2015;78:223-227. DOI: 10.1016/j.jpsychores.2015.01.002

[44] Tignol J, Martin-Guehl C, Aouizerzate B. Body dysmorphic disorder. Revue systéma-

tique. 2012;41:22-35. DOI: 10.1016/j.lpm.2011.05.021

[45] Faravelli C, Salvatori S, Galassi F, Aiazzi L, Drei C, Cabras P. Epidemiology of somato-

form disorders: A community survey in Florence. Social Psychiatry and Psychiatric 
Epidemiology. 1997;32(1):24-29. DOI: 10.1007/BF00800664

[46] Fits SN, Gibson P, Redding CA, Deiter PJ. Body dysmorphic disorder: Implications for 
its validity as a DSM-III-R clinical syndrome. Psychological Reports. 1989;64:655-658

Body Dysmorphic Disorder: Characteristics, Psychopathology, Clinical Associations, and…
http://dx.doi.org/10.5772/intechopen.76446

19



[47] Uzun O, Basoglu C, Akar A, Cansever A, Ozsahin A, Cetin M, Ebrinc S. Body dysmor-

phic disorder in patients with acne. Comprehensive Psychiatry. 2003;44:415-419. DOI: 
10.1016/S0010-440X(03)00102-0

[48] Conrado LA, Hounie AG, Diniz JB, Fossaluza V, Torres AR, Miguel EC, et al. Body 
dysmorphic disorder among dermatologic patients: Prevalence and clinical features. 
Journal of American Academy of Dermatology. 2010;63(2):235-243. DOI: 10.1016/j.
jaad.2009.09.017

[49] Dogruk Kacar S, Ozuguz P, Bagcioglu E, Coskun KS, Uzel Tas H, Polat S, et al. The fre-

quency of body dysmorphic disorder in dermatology and cosmetic dermatology clinics: 
A study from Turkey. Clinical and Experimental Dermatology. 2014;39:433-438. DOI: 
10.1111/ced.12304

[50] Alavi M, Kalai Y, Dehbozorgi GR, Javadpour A. Body dysmorphic disorder and 
other psychiatric morbidity in aesthetic rhinoplasty candidates. Journal of Plastic, 
Reconstructive & Aesthetic Surgery. 2011;64:738-741. DOI: 10.1016/j.bjps.2010.09.019

[51] Lai C, Lee S, Yeh Y, Chen C. Body Dysmorphic disorder in patients with cosmetic 
surgery. Kaohsiung Journal of Medical Sciences. 2010;26(9):478-482. DOI: 10.1016/
S1607-551X(10)70075-9

[52] Vindigni V, Pavan C, Semenzin M, Granà S, Gambaro F, Marini M, Basseto F, Mazzoleni F. 
The importance of recognizing body dysmorphic disorder in cosmetic surgery patients: 
Do our patients need a preoperative psychiatric evaluation? European Journal of Plastic 
Surgery. 2002;25(6):305-308. DOI: 10.1007/s00238-002-0410-8

[53] Callaghan GM, Lopez A, Wong L, Northcross J, Anderson KR. Predicting consideration 
of cosmetic surgery in a college population: A continuum of body image disturbance 
and the importance of coping strategies. Body Image. 2011;8:267-274. DOI: 10.1016/j.
bodyim.2011.04.002

[54] Picavet VA, Hellings PW. Reply: Preoperative symptoms of body dysmorphic disorder 
determine postoperative satisfaction and quality of life in aesthetic rhinoplasty. Plastic 
and Reconstructive Surgery. 2014;133(1):62e. DOI: 10.1097/01.prs.0000437262.08822.8a

[55] Masieiro LM. Cultural changes: A relection about the evolution of plastic surgery. 
Revista Antropología del Cuerpo, Salamanca. 2015;0:62-77

[56] Ellison N, Werner TG, Dodhia R, Serfaty MA, Clarke A. Development of a cosmetic pro-

cedure screening questionnaire (COPS) for body dysmorphic disorder. Correspondence 
and Communications. 2011:530-532. DOI: 10.1016/j.bjps.2011.09.007

[57] Bohnea A, Wilhelma S, Keuthena NJ, Florinb I, Baera L, Jenike MA. Prevalence of 
body dysmorphic disorder in a German college student sample. Psychiatry Research. 
2002;109:101-104. DOI: 10.1016/S0165-1781(01)00363-8

[58] Bjornssona AS, Didie ER, Grant JE, Menard W, Stalkere E, Phillips KA. Age at onset 
and clinical correlates in body dysmorphic disorder. Comprehensive Psychiatry. 
2013;54(7):893-903. DOI: 10.1016/j.comppsych.2013.03.019

Pathophysiology - Altered Physiological States20



[59] Conroy MC, Menard W, Fleming-Ives K, Modha P, Cerullo H, Phillips KA. Prevalence 
and clinical characteristics of body dismorphic disorder in a adult inpatient. General 
Hospital Psychiatry. 2008;30:67-72. DOI: 10.1016/j.genhosppsych.2007.09.004

[60] Didie ER, Menard W, Stern AP, Phillips KA. Occupational functioning and impairment 
in adults with body dysmorphic disorder. Comprehensive Psychiatry. 2008;49:561-569. 
DOI: 10.1016/j.comppsych.2008.04.003

[61] Ghasemi A, Ardakani ZP, Momeni M, Falahati M, Azimzade E. The investigation of the 
relationship between body dysmorphic disorder and psychological problems and com-

prise it among female athletes and non athletes students. Procedia Social and Behavioral 
Sciences. 2010;5:1799-1803. DOI: 10.1016/j.sbspro.2010.07.367

[62] Phillips KA, Wilhelm S, Koran LM, Didie ER, Fallon BA, Feusner J, et al. Body dysmor-

phic disorder: Some key issues for DSM-V. Depression and Anxiety. 2010;27(6):573-591. 
DOI: 10.1002/da.20709

[63] Anson M, Veale D, de Silva P. Social-evaluative versus self-evaluative appearance con-

cerns in body dysmorphic disorder. Behaviour Research and Therapy. 2012;50:753-760. 
DOI: 10.1016/j.brat.2012.09.003

[64] Kitler JE, Menard J, Phillips KA. Weight concerns in individuals with body dysmorphic 
disorder. Eating Behaviors. 2007;8:115-120. DOI: 10.1016/j.eatbeh.2006.02.006

[65] Coles ME, Phillips KA, Menard W, Pagano ME, Fay C, Weisberg RB, et al. Body dysmor-

phic disorder and social phobia: Ccross-sectional and prospective data. Depression and 
Anxiety. 2006;23(1):26-33

[66] Connor KM, Davidson JR, Churchill LE, Sherwood A, Weisler RH, Foa E. Psychometric 
properties of the social phobia inventory (SPIN): New self-rating scale. British Journal of 
Psychiatry. 2000;176(4):379-386

[67] Didie ER, Tortolani CC, Pope CG, Menard W, Fay C, Phillips KA. Childhood abuse and 
neglect in body dysmorphic disorder. Child Abuse & Neglect. 2006;30:1105-1115. DOI: 
10.1016/j.chiabu.2006.03.007

[68] Borda T, Neziroglu F, Santos N, Donnelly K, Rivera RP. Status of body dysmorphic 
disorder in Argentina. Journal of Anxiety Disorders. 2011;25:507-512. DOI: 10.1016/j.
janxdis.2010.12.004

[69] Phillips KA, Didie ER, Menard W. Clinical features and correlates of major depressive 
disorder in individuals with body dysmorphic disorder. Journal of Afective Disorders. 
2007;97:129-135. DOI: 10.1016/j.jad.2006.06.006

[70] Phillips KA, Menard W, Fay C. Gender similarities and diferences in 200 individu-

als with body dysmorphic disorder. Comprehensive Psychiatry. 2006;47:77-87. DOI: 
10.1016/j.comppsych.2005.07.002

[71] Picardi A, Lega I, Tarolla E. Suicide risk in skin disorders. Clinics in Dermatology. 
2013;31:47-56. DOI: 10.1016/j.clindermatol.2011.11.006

Body Dysmorphic Disorder: Characteristics, Psychopathology, Clinical Associations, and…
http://dx.doi.org/10.5772/intechopen.76446

21



[72] Frias A, Palma C, Farriols N, Gonzàlez L. Comorbidity between obsessive-compulsive 
disorder and body dysmorphic disorder: Prevalence, explanatory theories, and clini-
cal characterization. Neuropsychiatric Disease and Treatment. 2015;11:2233-2244. DOI: 
10.2147/NDT.S67636

[73] Koran LM, Abujaoude E, Large MD, Serpe RT. The prevalence of body dysmorphic dis-

order in the United States adult population. CNS Spectrums. 2008;13(4):316-322. DOI: 
10.1017/S1092852900016436

[74] Madsen SK, Bohon C, Feusner JD. Visual processing in anorexia nervosa and body dys-

morphic disorder: Similarities, diferences, and future research directions. Journal of 
Psychiatry Research. 2013;47(10):1483-1491. DOI: 10.1016/j.jpsychires.2013.06.003

[75] Farah MHS, Mate CH. Uma discussão sobre as práticas de anorexia e bulimia como 
estéticas de existência. Educação e Pesquisa. 2015;41(4):883-898. DOI: 10.1590/s1517- 
97022015021539

[76] Soler PT, Fernandes HM, Damasceno VO, Novaes JS. Vigorexy and levels of exercise 
dependence in gym goers and body builders. Revista Brasileira de Medicina do Esporte. 
2013;19(5):343-348. DOI: 10.1590/S1517-86922013000500009

[77] Vargas CS, Moraes CB, Mozzaquatro NF, Kirsten VR. Prevalência de dismoria muscular 
em mulheres frequentadoras de academia Revista Brasileira de Nutrição Esportiva, São 
Paulo. 7. 37. p.28-34. 2013 Jan/Feb. ISSN 1981-9927

[78] Goez ER, Camargo BV. Atitude scale health and beauty: Construction and vali-
dation. Fractal Revista de Psicologia, DOI. 2014;26(1):199-222. DOI: 10.1590/S1984- 
02922014000100015

[79] Goez ER, Camargo BV, Bertoldo RB, Justo AM. Social representation of the body in 
press media. Psicologia & Sociedade. 2008;20(2):226-236

Pathophysiology - Altered Physiological States22


