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INTRODUCTION

The upsurge of cosmetic procedures places the 
dermatologist and cosmetic surgeon in a unique position 
to identify patients suffering from body dysmorphic 
disorder (BDD). BDD is a distressing and impairing 
pre‑occupation with an imagined or slight defect in 
appearance.[1] The marked negative effect on the patient’s 
social and professional life differentiates BDD from 
simple concern.[2] The reported rates of suicidal ideation 
of 57.8% in BDD patients[3] alerts the clinician to the 
gravity of identifying patients of BDD.

Although BDD is primarily a psychiatric condition, 
patients with BDD are more likely to present to 

a dermatologist and/or plastic surgeon than to a 
psychiatrist.[4,5] The prevalence of BDD is estimated to 
be 1.8–2.4%[6,7] in the general population and tends to 
be higher in specific medical populations such as those 
attending dermatology and cosmetic clinics.[8] Because 
patients are typically ashamed of and embarrassed 
by their symptoms, they usually do not reveal them 
to clinicians unless specifically asked.[8] To diagnose 
a case of BDD, the patients should satisfy the criteria 
laid out in the Diagnostic and Statistical Manual‑5 
criteria.[8] However, a simple questionnaire such as the 
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BDD questionnaire‑dermatology version (BDD‑DV)[9] 
has been found to be reliable and valid for screening 
for BDD.

This study aims to screen the patients attending a 
dermatology clinic at a tertiary care centre for BDD 
using the BDD‑DV questionnaire. To the best of our 
knowledge, a study assessing the prevalence of BDD 
in dermatology outpatients has not been done in India.

METHODS

This cross‑sectional study was conducted in the 
Dermatology Department of a tertiary care centre 
and enroled 245 consecutive patients who were seen 
in the dermatology outpatient clinic between April 
and May 2015. Patients aged <18 and >65 years were 
excluded from the study. The Dermatology Department 
of the hospital deals with both general and cosmetic 
dermatology patients and performs minimally invasive 
procedures.

The basic demographic details of the patients, clinical 
diagnosis, any previous cosmetic procedures, level of 
satisfaction with the treatments received and history 
of psychiatric illness were recorded. Next, the BDD 
questionnaire‑DV was administered to the included 
patients in the regional language by researcher 1. This 
questionnaire was developed and validated by Dufresne 
et al.[9] and has been shown to have 100% sensitivity and 
92.3% specificity. After completion of the questionnaire, 
the existence of any flaws reported in the questionnaire 
was evaluated by two independent investigators using 
a severity scale ranging from 1 to 5 (1 = non‑existent 
defect, 2 = slight defect, 3 = defect recognizable from 
conversational distance, 4 = moderately severe defect 
and 5 = severe defect.) patients who scored ≥3 were 
excluded from the study.

The results were statistically analysed. Differences 
between the groups were investigated by Chi‑square 
analysis for categorical variables, and Fisher exact test 
wherever required.

RESULTS

A total of 245 consecutive patients were enrolled in the 
study. Forty‑five patients (18.36%) refused to participate 
in the study, and 23 patients had an objective assessment 
of >or = 3 on the Likert’s scale and hence were excluded 
from the study. The remaining 177 patients constituted 
the final sample.

Of the 177 patients, 43 patients (24%) had the presence 
of pre‑occupation and out of these eight patients (4.5%) 
were screened to be positive for BDD. The rate of BDD 
in patients presenting with cosmetic complaints was 

7.5% and in those with general dermatology, complaints 
were 2.1%, with no significant difference between the 
two groups (P = 0.156).

The summary of the demographic details of the BDD 
positive group and the BDD negative group are 
summarised in Table 1.

The patients in the BDD group were younger (24.125 ± 6.83) 
than the patients in the non‑BDD group (30.83 ± 9.97) but 
the difference was not statistically significant (P = 0.141). 
There was a female predominance in the non‑BDD 
group, and there was an equal number of males and 
females in the BDD group. Majority of the patients had 
undergraduate qualifications in the non‑BDD (56.4%) and 
BDD (75%) groups. There was no statistical association 
between gender (P = 1.000) and education (P = 0.695) 
with BDD in this study.

A significant association was seen with the history of 
seeking treatment for psychiatric complaints in the BDD 
group compared to the non‑BDD group (25% vs. 1.76%; 
P = 0.017). None of the patients reported a history of 
suicidal attempt; however, one of the patients in the 
BDD group stated that she had harboured suicidal 
ideation. 4.7% (n = 8) in the non‑BDD group gave a 
history of seeking treatment for their cosmetic complaints 
whereas it was significantly higher (P = 0.009) in the 
BDD group (37.5%, n = 3). All the three patients in the 
BDD group reported dissatisfaction with their previous 
treatments while only three of the eight non‑BDD 
patients were dissatisfied.

The details of the concern expressed by the patients are 
given in Table 2. Five patients (62.5%) reported more 
than one area of concern.

An inhibition to meet people and a fear of comments 
was observed in all patients. Other effects reported 

Table 1: Demographic and clinical characteristics of 
the patients according to presence or absence of body 
dysmorphic disorder
Variable BDD, 

(n=8) (%)
Non‑BDD, 

(n=169) (%)
P

Age (years), mean±SD 24.125±6.83 30.83±9.97 0.141
Female gender, n (%) 4 (50) 91 (53.8) 1.000
Undergraduates, n (%) 6 (75) 96 (56.4) 0.695
Unemployed, n (%) 5 (62.5) 90 (53.2) 0.726
Poor socioeconomic 
status, n (%)

6 (75) 117 (69.23) 0.752

Urban residence, n (%) 7 (87.5) 110 (65) 0.272
Hindu religion, n (%) 5 (62.5) 151 (89.3) 0.134
History of psychiatric 
treatment, n (%)

2 (25) 3 (1.76) 0.017

History of previous 
treatment, n (%)

3 (37.5) 8 (4.7) 0.009

BDD: Body dysmorphic disorder
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were refusing to work in dusty surroundings, avoiding 
marriage, effect on studies and wearing particular 
clothing.

DISCUSSION

In 1886, Morselli first coined the term dysmorphophobia 
and described patients who were obsessed about their 
ugliness.[10] The dermatologic literature contains many 
descriptions of patients with BDD, often under rubrics 
as dysmorphophobia, dysmorphic syndrome and 
monosymptomatic hypochondriasis.[5]

To our knowledge, this is the first study to assess the 
prevalence of BDD in the Indian population. In India, 
the last 20–30 years have witnessed a tremendous 
growth in the surgical component of dermatology and 
dermatologists have widely adopted various surgical 
and cosmetic procedures.[11] Thus, it has become more 
important to identify patients with BDD.

Koran et al.[7] reported a point prevalence of 2.4% of BDD 
among the US adult population while in the German 
population it was 1.8%.[6] The frequency of BDD in 
dermatology outpatients ranges from 6.3–11.9%[1,2] to 
8.6–29.4%[12‑14] in patients seeking cosmetic treatment 
in previous studies. We report a comparable but lower 
rate of 4.5% in this study. Social and cultural factors, as 
well as the exposure to media, have been reported to 
influence body image and appearance satisfaction.[15,16] 
The sociocultural characteristics of the Indian population 
and a varied exposure to media might be responsible for 
the difference. Further studies need to be done to confirm 
the lower rates and identify the factors responsible.

BDD usually begins in adolescence[17] and the disorder 
appears to be chronic, and the establishment of an 
accurate diagnosis may take several years. Although 
considered to be more frequent in women, sex differences 
were not significant in some samples.[12,13] The results 
from our study appear to be in agreement with previous 
studies regarding age and gender.

Dunai et al.[18] reported that though BDD patients have 
executive function deficits, there was no difference in the 
number of years of education. There was no significant 
difference in the number of years of education in this 
study.

Facial flaws have been reported to be the most common 
focus in BDD,[19,20] but any part of the body can be of 
concern. In this study, 5 (62.5%) patients stated concerns 
regarding the face which included dullness of the skin, 
wrinkling, facial scars and dark circles under the eyes. 
Conrado et al.[13] reported dyschromia as the most 
frequent dermatological concern, it is interesting to note 
that 2 (25%) of our patients were concerned about dark 
circles under the eyes.

Body asymmetry was the most frequent concern noted 
by Dogruk Kacar et al.;[12] 2 (25%) of our patients also 
reported concerns about disproportionately sized body. 
Phillips and Diaz[4] noted that men were more likely to 
obsess about their genitals and body build.

Muscle dysmorphia, a pre‑occupation that one’s body 
is too small, ‘puny’ and inadequately muscular is a 
relatively recently recognised form of BDD that occurs 
almost exclusively in men.[21] In this study, we had one 
male patient with concerns about ‘papules on penis’ and 
another with concern about a ‘lean body’.

An unusual finding in our study was that of a patient 
with a concern about an abnormality of her voice which 
has not been reported previously.

Patients with BDD often have comorbidity with 
psychiatric disorders such as depression, social phobia 
and obsessive‑compulsive disorder.[22] A significant 
association with seeking treatment for psychiatric 
complaints was seen in our patients, but the records 
were not available.

BDD patients repeatedly seek treatments to find solutions 
for their defects and majority are dissatisfied with their 
results and consultations.[23] All the BDD patients in this 
study who had sought previous treatments expressed 
dissatisfaction.

The distress caused by BDD in the social and professional 
spheres of life may be extreme in some individuals.[23] 
One of our patients avoided marriage, and another 
patient refused to work in dusty surroundings limiting 
his job opportunities.

The major limitation of this study was the use of BDD 
questionnaire in the regional language (Hindi). The 
questionnaire has been validated in the dermatology 
setting but not in the Hindi version. The establishment 

Table 2: Areas of concern in the body in eight patients 
screened positive for body dysmorphic disorder
Area of concern* n
Dull skin on face 3
Dark circles under the eyes 2
Disproportionately sized body# 2
Hair thinning 2
Facial scars 1
Pigmentation over back 1
Abnormality of sound 1
Wrinkling on face 1
Papules over penis 1
Lean body 1

*Patients may have concern about more than one part of body, #Hip, 
stomach and/or thighs. BDD: Body dysmorphic disorder
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of validity and reliability in the Hindi version would 
maximise the accuracy. A non‑response bias was also 
possible, as the patients who refused to participate in 
the study might have caused underestimation of the 
prevalence of BDD, as patients with BDD may be more 
likely to refuse to participate. Despite these limitations, 
this is the first study for the screening for BDD in the 
Indian population, and further studies are needed to 
evaluate if there is a significantly lower prevalence in the 
Indian population compared to the Western population 
and to assess the sociocultural and media factors which 
might influence the same.

CONCLUSION

Awareness of the manifestations of BDD is important 
especially for cosmetic dermatologists who are more 
likely to encounter such patients. BDD is primarily a 
psychiatric disorder and thus requires a multidisciplinary 
approach to its treatment.
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