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Body Dysmorphic Disorder (BDD)

Primary Disciplinary Field(s): Psychiatry, Clinical Psychology

1. Core Definition and Diagnostic Criteria

Body Dysmorphic Disorder (BDD) is a serious and often debilitating mental illness characterized by

an overwhelming and pervasive preoccupation with one or more perceived flaws or defects in

physical appearance, which are often either nonexistent or so slight that they are unobservable to

others. This preoccupation must be severe enough to cause clinically significant distress or

impairment in social, occupational, or other important areas of functioning. Importantly, the level of

concern exceeds typical body dissatisfaction or vanity, reflecting a true pathology that dominates

the individual's cognitive landscape. While historically categorized as a somatoform disorder in

classifications such as the DSM-IV-TR, BDD is now classified in the Diagnostic and Statistical

Manual of Mental Disorders, Fifth Edition (DSM-5), under the obsessive-compulsive and related

disorders chapter, due to its strong symptomatic overlap with obsessive-compulsive disorder

(OCD).

The diagnostic criteria for BDD require two primary components to be met. First, the individual

must experience preoccupation with perceived flaws in appearance. This preoccupation is typically

intrusive, unwanted, and time-consuming, consuming several hours per day. The perceived flaws

can involve any body area, but common concerns include the skin (acne, scars, wrinkles), hair

(thinning, excessive body hair), and facial features (nose size, facial symmetry). Unlike non-

pathological appearance concerns, the perceived defect in BDD is judged as extremely

conspicuous or deformed by the sufferer, regardless of objective evidence to the contrary.

Second, the individual must engage in repetitive, compulsive behaviors in response to the

appearance concerns. These are attempts to examine, fix, hide, or seek reassurance about the

perceived flaws. Examples include excessive mirror checking, comparing one's appearance with

others, seeking cosmetic procedures, compulsive grooming, camouflaging the perceived defect

(e.g., using heavy makeup or clothing), or skin picking (excoriation). These repetitive behaviors are

maintained despite the distress they cause and, critically, they are not effective in reducing anxiety;

instead, they often exacerbate the preoccupation, creating a reinforcing cycle of obsession and

compulsion that severely limits quality of life. The BDD diagnosis is also differentiated from an

eating disorder; if the preoccupation is solely restricted to concerns about body fat or weight, the

diagnosis of an eating disorder, such as anorexia nervosa or bulimia nervosa, is more appropriate.

2. Etymology and Historical Evolution

The conceptual origins of Body Dysmorphic Disorder can be traced back to the late 19th century.
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The term dysmorphophobia, meaning 'fear of deformity,' was first coined in 1891 by Italian

psychiatrist Enrico Morselli. Morselli described patients who were intensely distressed by

imagined physical defects, recognizing that this condition was distinct from simple hypochondriasis

or melancholia. He noted the disproportionate degree of suffering experienced by these individuals

concerning minor or nonexistent aesthetic imperfections, laying the groundwork for modern

understanding of the disorder. For many decades following Morselli's description, the condition

remained largely confined to European psychiatric literature and was often categorized

ambiguously.

The formal recognition of this condition in standardized diagnostic manuals marked a significant

shift in its understanding and treatment. It was first introduced into the American Psychiatric

Association's nomenclature in the DSM-III (1980) under the umbrella of Atypical Somatoform

Disorder. Later, in the DSM-III-R (1987), it was designated as its own distinct category: Body

Dysmorphic Disorder. This move recognized the unique clinical presentation and severity of the

condition, distinguishing it from broader somatoform complaints where physical symptoms often

lack a medical explanation but are not focused strictly on appearance.

The subsequent iteration, the DSM-IV-TR, maintained BDD within the Somatoform Disorders

chapter, defining it, as noted in the source material, as a condition wherein the person is

"excessively concerned and preoccupied with the slightest anomaly or imagined defect in physical

appearance." However, the strong clinical evidence showing the obsessive-compulsive nature of

BDD ultimately led to a critical reclassification in DSM-5 (2013). By moving BDD into the

Obsessive-Compulsive and Related Disorders chapter, alongside conditions like hoarding disorder

and trichotillomania (hair-pulling disorder), the DSM recognized the shared genetic risk factors,

underlying neurocircuitry, and treatment efficacy of selective serotonin reuptake inhibitors (SSRIs)

and cognitive-behavioral techniques that are characteristic of the OCD spectrum. This

reclassification has been pivotal in guiding research and clinical practice toward effective

interventions rooted in exposure and response prevention.

3. Key Symptomology and Behavioral Manifestations

The defining feature of BDD is the overwhelming preoccupation (the obsession), which is invariably

accompanied by specific repetitive behaviors (the compulsions). The content of the preoccupation

is highly variable but often centers on areas that are easily observable to others, such as the face,

head, or skin, though genital BDD and muscle dysmorphia (a specific type where the individual

believes they are not muscular enough, almost exclusively affecting males) are also recognized

forms. The severity of the preoccupation is often far outside the realm of common experience; the

individual may believe their nose is monstrously large, their skin is riddled with hideous blemishes,

or their hair loss is catastrophic, even when all objective evidence suggests they appear normal or

attractive.
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The compulsive behaviors are performed in an attempt to manage the intense anxiety triggered by

the perceived flaw, yet they paradoxically intensify the distress and preoccupation. The original

source highlights the most common example: mirror-checking. Individuals with BDD may spend

multiple hours per day examining themselves in reflective surfaces, looking for the flaw, assessing

its visibility, or attempting to find a 'better' angle. This checking behavior is often characterized by

intense scrutiny and critical self-evaluation, rarely providing reassurance, but instead confirming

the perceived defect, leading to increased shame and anxiety. When attempts to view the flaw are

blocked, the anxiety heightens further, demonstrating the core feature of the disorder as an

anxiety-driven, obsessive-compulsive process.

Other critical behavioral manifestations include excessive grooming, such as repetitive shaving,

plucking, or applying makeup; camouflaging behaviors, which involve using specific clothing,

hats, or posture to hide the perceived defect; and reassurance seeking, where the individual

repeatedly asks friends, family, or partners if they look normal or if the defect is visible. Crucially,

many individuals with BDD engage in skin picking (dermatillomania) or compulsive hair pulling

(trichotillomania) aimed at 'fixing' the perceived flaw, often resulting in real, rather than imagined,

physical damage. Furthermore, the intense desire to correct the perceived defect drives many

sufferers to seek non-psychiatric interventions, often undergoing multiple, costly, and sometimes

invasive cosmetic procedures (surgical or dermatological). These procedures are almost

universally unsuccessful in alleviating the BDD symptoms, as the core problem is psychological,

not physical.

4. Comorbidity and Differential Diagnosis

BDD rarely occurs in isolation; it demonstrates significant comorbidity with other major psychiatric

conditions, which complicates diagnosis and treatment planning. The most frequent co-occurring

condition is Major Depressive Disorder (MDD), affecting up to 75% of BDD sufferers lifetime,

reflecting the profound suffering, social isolation, and functional impairment caused by the disorder.

The chronic self-criticism, shame, and hopelessness associated with BDD often directly precipitate

depressive episodes.

Given its classification, BDD also shares a high comorbidity rate with other disorders on the

obsessive-compulsive spectrum, including generalized OCD, hoarding disorder, and excoriation

(skin picking) disorder. Furthermore, Social Anxiety Disorder (Social Phobia) is frequently

present, as the fear that others will notice and judge the perceived defect leads to severe social

avoidance. Individuals may avoid school, work, or public gatherings entirely due to paralyzing fear

of exposure or ridicule.

Differential diagnosis is critical to distinguish BDD from conditions that might present with similar

symptoms. While BDD is defined by preoccupation with appearance, its distinction from normative
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body dissatisfaction or cultural pressures is based on intensity, duration, distress, and functional

impairment. Crucially, BDD must be differentiated from psychotic disorders, such as schizophrenia,

where severe delusions concerning appearance might occur. In BDD, while the belief about the

defect is often intensely held and approaching delusional intensity, most sufferers retain at least

partial insight--they can sometimes acknowledge that their belief might be excessive or

unwarranted, a quality often absent in frank psychosis. When insight is completely lost (the

individual is absolutely convinced of the defect), the specifier 'with absent insight/delusional beliefs'

is applied, but the core disorder remains BDD.

5. Etiological Models

The development of Body Dysmorphic Disorder is understood through a multi-factorial lens,

involving a complex interplay of genetic, neurobiological, psychological, and sociocultural factors.

There is strong evidence for a genetic component, demonstrated by higher rates of BDD and

related disorders (like OCD) among first-degree relatives of BDD patients, suggesting a heritable

vulnerability towards obsessive-compulsive traits and anxiety processing. Neurobiologically,

studies using functional magnetic resonance imaging (fMRI) suggest abnormalities in brain regions

responsible for visual processing, specifically those involved in integrating fine visual details and

emotional regulation. Individuals with BDD often exhibit a bias toward detailed, local processing of

faces and objects, rather than global processing, potentially leading them to focus excessively on

minor imperfections rather than perceiving the whole.

Psychological models emphasize the role of childhood experiences, personality traits, and

cognitive distortions. Many individuals with BDD report a history of childhood teasing or trauma

related to appearance. This may contribute to the development of core maladaptive beliefs about

the self, such as the idea that one's worth is entirely dependent on physical attractiveness. The

dominant cognitive model highlights specific biases, including a tendency towards perfectionism,

black-and-white thinking regarding appearance (e.g., "If I have one blemish, I am ugly"), and

excessive self-focused attention. The obsessive cycle is maintained because the individual

interprets ambiguous social information (e.g., a glance from a stranger) as confirmation that their

perceived defect is visible and being judged negatively.

Finally, sociocultural factors play a significant role in triggering and shaping BDD symptoms.

Contemporary Western society places an intense and often unattainable value on flawless physical

appearance, fueled by media portrayals, advertising, and the prevalence of social media platforms

which encourage constant self-monitoring and comparison. While these cultural pressures do not

cause BDD outright, they can provide the content for the preoccupations (e.g., specific aesthetic

ideals) and contribute to the internalization of stringent beauty standards, making those with an

underlying biological vulnerability more susceptible to the disorder's onset, particularly during

adolescence when self-identity is forming.
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6. Treatment Approaches

Effective treatment for Body Dysmorphic Disorder typically involves a combination of

psychotherapy and pharmacological intervention, tailored to the severity of the symptoms and the

degree of insight the patient possesses. The gold standard psychological treatment is a specialized

form of Cognitive Behavioral Therapy (CBT), particularly Exposure and Response Prevention

(ERP).

CBT for BDD focuses on identifying and challenging the core dysfunctional beliefs about

appearance and self-worth. It also addresses the cognitive biases, such as mirror-gazing scrutiny

and comparative behaviors, which maintain the cycle of distress. Exposure and Response

Prevention is critical in treating the compulsive behaviors. In ERP, patients are systematically

exposed to situations that trigger anxiety about their appearance (the exposure), while

simultaneously being prevented from engaging in their habitual BDD rituals (the response

prevention), such as mirror checking, camouflage, or reassurance seeking. For instance, a patient

might be instructed to sit in front of a mirror for a prescribed time without scrutinizing their

perceived flaw, or to go out in public without heavy makeup. Over time, this process helps the

patient habituate to the anxiety and learn that avoiding the rituals does not lead to catastrophic

social outcomes, thereby breaking the obsessive-compulsive loop.

Pharmacological treatment primarily involves Selective Serotonin Reuptake Inhibitors (SSRIs),

often prescribed at high doses, similar to those used for severe OCD. SSRIs, such as fluoxetine or

escitalopram, are effective because BDD is fundamentally related to serotonin system dysfunction,

aligning with its classification as an OCD-related disorder. These medications help reduce the

frequency and intensity of the obsessions and compulsions, making the patient more receptive to

psychological therapy. Treatment response rates for BDD are positive, especially when combined

therapy is used; however, treatment often requires persistence, as symptoms are typically chronic

and tend to relapse if treatment is discontinued prematurely. Given the high risk of suicidal

ideation, treatment must also include constant monitoring for depression and safety planning.

7. Significance and Societal Impact

The significance of BDD lies in its severity and the profound functional impairment it causes, often

leading to a quality of life comparable to that of individuals with severe chronic physical illnesses.

Although the perceived flaw is minor or nonexistent, the suffering is real and intense. BDD is

associated with alarmingly high rates of suicide attempts and completed suicide, making it one of

the mental disorders with the highest suicide risk, underscoring the urgency of accurate diagnosis

and aggressive intervention.

The impact of BDD extends far beyond the individual, affecting family dynamics, professional life,

and the healthcare system. The avoidance behaviors typical of BDD often lead to academic failure,
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unemployment, and complete social withdrawal, resulting in significant economic burden both on

the sufferer and society. Furthermore, the persistent seeking of cosmetic treatments puts a strain

on the medical system, as patients frequently undergo unnecessary procedures that yield no

psychological benefit and may increase distress. By raising awareness of BDD as a severe

psychiatric condition rather than mere vanity, clinicians can ensure that sufferers receive

appropriate mental health care instead of harmful or ineffective cosmetic interventions.

Further Reading

American Psychiatric Association (APA) - Body Dysmorphic Disorder

International OCD Foundation (IOCDF) - BDD Information

Mayo Clinic - Body Dysmorphic Disorder Overview
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