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In recent times, there has been a huge surge in the demand for cosmetology. However, not every patient is an ideal candidate for
cosmetic interventions, and this needs to be carefully evaluated at outpatient visit. Various patients have underlying undetected
psychiatric co-morbidities which prompt them to seek cosmetic care. One such condition is body dysmorphic disorder in which
patients are present with marked anxiety which seems out of proportion to their apparently trivial complaints. These patients are also
often unsatisfied with their cosmetic outcome, sometimes turning violent or pressing legal charges against their treatment providers.
It is therefore of utmost importance for dermatologists and cosmetic surgeons to be aware of this condition and work in liaison
with psychiatrists to provide holistic care to these patients. A literature search of PubMed-indexed journals using keywords “body
dysmorphic disorder,” “BDD in dermatology,” and “BDD in cosmetic surgery” was carried out from the year 2000 up to date for this

review.
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INTRODUCTION

Body dysmorphic disorder (BDD), also known as
dysmorphophobia and dermatological non-disease, is a
fairly common condition than is presumed, simply because
it is often underdiagnosed and hence left untreated.!
Most patients present to a dermatologist or a cosmetic
surgeon, concerned excessively with a seemingly trivial
complaint, which could be markedly bothersome for
them and associated with significant impairment in their
daily activity. They spend hours mirror gazing, obsessing
over their imagined/slight defect and often comparing
themselves to others.”! Their preoccupation can begin to
affect their personal, social, and professional life, with
even suicide and self-harming ideations being reported
in severe cases.”! These patients often have unrealistic
expectations and are almost always unsatisfied with their
physician consultations and cosmetic results. It is hence
of utmost importance to recognize these patients at the
earliest, so that they can be properly counselled and
referred to a psychiatrist for further management.®!
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This article gives a brief overview of BDD and how such
patients can present to a cosmetology or dermatology
outpatient. It focusses on how to recognize a patient with
BDD, challenges faced by a dermatologist or a plastic
surgeon, and highlights the importance of timely referral
and collaboration with a psychiatrist and psychologist.

PREVALENCE

The point prevalence of BDD in general population ranges
from 0.7% to 2-4%," whereas the prevalence was found to
be much higher in cosmetology setting: around 6—15%.6%
BDD is more common in patients with other psychiatric
conditions with frequency of 8-37% in patients with
obsessive compulsive disorder (OCD), 11-13% in patients
with social phobia, 2-35% associated with substance
abuse, 26% in patients with trichotillomania, and 39% in
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patients with anorexia nervosa.”’ Female-to-male gender
ratio ranges from 1:1 to 3:2.09

DiagnosTIC CRITERIA

For an individual to be diagnosed with BDD, the
Diagnostic and Statistical Manual of Mental Disorders,
5th Edition (DSM-5)!!% diagnostic criteria include:

* The person is preoccupied with one or more perceived
defects or flaws in physical appearance that are not
observable or appear very mild to others.

* At some point during the course of the disorder, the
individual has performed repeated mirror checking,
excessive grooming, skin picking, reassurance seeking,
or comparing one’s appearance with that of others.

* The preoccupation must cause significant distress or
impairment in social, occupational, or other important
areas of functioning.

» The appearance preoccupation cannot be explained by
concerns with body fat or weight or, in other words, do
not meet diagnostic criteria for an eating disorder.

CLinicAL FeEATURES

BDD symptoms typically emerge during early
adolescence. Although the exact cause for development
of BDD has not yet been established, most patients
give history of negative body-image-related experiences
during childhood. Teasing by peers or family members
or an excessive importance given to physical appearance
during childhood or adolescence can lead to development
of preoccupation about a physical defect, even when none
exists.''?l Sociocultural influences, for example, beauty
ideals portrayed by media, also play a role in shaping
one’s psyche about body image. Unrealistic standards set
by models or actors can lead to insecurities about one’s
own body.!"?

The clinical features may be divided into four subdivisions:

* Appearance concerns,
* Compulsive behaviors,
e Impaired functioning,
* Self-harm and suicidal tendencies.”!¥

Clinically, both men and women present with almost
similar symptoms, although some gender differences have
been reported.') Men were found to be more concerned
about their body build. Muscle dysmorphia is a form of
BDD that occurs exclusively in males, and it consists of
preoccupation with the idea that one’s body is too small
or not muscular enough. BDD symptoms in men were
also more specific to body parts, mainly with obsession
regarding their genitalia and receding hairline, and they
reported resorting to substance abuse. Women reported
obsessive thoughts about their weight and eating habits,
size of their breasts, buttocks, thighs, and toes and were
concerned about excess body hair. Mirror gazing and

comparison with others were also found to be more
common with women. The course is usually chronic with
waxing and waning of symptoms.[!>1

Patients with BDD experience distress to a varying degree
due to their perceived defect. While a few may continue
to lead a near normal social or professional life, others
may be affected severely. Their preoccupation can limit
their concentration abilities and memory power and lead
to loss of their job or dropout from school. They may
avoid relationships and social gatherings and cause them
to be home-bound.!'” This in turn may lead to significant
anxiety and depression, with suicide being reported in
extreme cases.'®1 There are reports of patients who have
attempted to perform self-surgery like cutting open their
fat with a knife or stapling their skin for tightening in a
bid to correct their apparent defect and in turn causing
life-threatening complications.?”!

Degree of insight about their illness can vary from good to
completely absent.'? Most patients with BDD attempt to
hide or camouflage their perceived defects using cosmetics
or clothing, or attempt excessive grooming, and may seek
care from multiple dermatologists or cosmetic surgeons.!!

CuinicaL Presentation oF BDD 1o A DermaToLOGY/

CosmEeToLoGY QUTPATIENT

A brief search of literature revealed BDD patients
in  dermatology, described in numerous ways:
dermatological hypochondriasis, dysmorphic syndrome,
dysmorphophobia, and dermatological non-disease.!'*?>24
These patients may seek cosmetic surgery too, and are
most often polysurgery patients who are insatiable or
difficult to treat. No matter how good the cosmetic results
attained may be, they are often unsatisfied.!

Patients with BDD may present with a wide range of
dermatological problems related to the skin or hair.
Concerns about skin pigmentation, acne, scars, excess
facial or body hair, facial asymmetry, thinning scalp
hair, and signs of aging are some of the presenting
complaints.?>*! They often report facing considerable
distress due to their problems, meeting multiple doctors,
and not finding a satisfactory solution. They may give
history of compulsive behaviors like spending long hours
in front of the mirror. Few attempt excessive grooming or
use of camouflage techniques to hide their perceived defect
like wearing a hat to hide balding or undergo tanning or
skin-lightening procedures to change their skin tone.

While this may be the case for any patient, what sets
BDD apart is that on examination their concern/apparent
defect is often absent or negligible from a conversational
distance or sometimes even on close inspection. For
example, a person with BDD may seek enhancement of a
body part like lips, breasts, buttocks which on inspection
is of regular size. Another indicator is that these patients
often seek reassurance from their physicians and their
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peers about their appearance. The delusional variant of
BDD lacks insight and hence are unconvinced if they are
told that their apparent defect is not so.?”

There is a subset of delusional BDD patients who present
with excessive and compulsive skin picking and hence
do not fit the criteria of having no apparent defect on
inspection. They may report picking their skin with their
fingers, pins, needles, or, in extreme cases, even blades and
knives.?¥

CHALLENGES FAceD BY A DERMATOLOGIST OR A

CosMETIC SURGEON

Most often, the first point of care for patients with BDD
is a dermatology or a cosmetology set-up. Many patients
do not openly discuss the degree of distress that they
face due to their perceived defect and thus it becomes
quite challenging in identification and recognition of
BDD. Few patients frankly explain their concerns and
expect that a certain cosmetic procedure will correct
their apparent defect and dramatically alter their life.
They are described as “difficult” or “insatiable” patients,
with unrealistic expectations.” Such patients also have a
tendency to consult multiple doctors, often hopping from
one to the next until their appearance preoccupations
are acknowledged and their demands are met. However,
studies have shown that even after procuring medical
or surgical appearance enhancing treatment, they had
no improvement, or in some cases even experienced
worsening of their symptoms.” There are a few reports of
BDD patients getting violent and even suing their doctors
for not providing satisfactory results.*32 All this underlies
the importance of screening of patients for BDD or other
psychiatric illness prior to undertaking any medical or
surgical intervention.??

ScRreeniNG FOR BDD in A DErmaToLoGY/CoSMETOLOGY
SET-UP

Dufresne et alB devised a simple modified method
called the BDD questionnaire-dermatology version
(BDDQ-DV) for screening of patients attending the
dermatology outpatient department. It was found to have
94.7% specificity, 100% sensitivity, 70% positive predictive
value, and 100% negative predictive value [Table 1]. In

order to meet the criteria for BDD, the patient’s physical
defect should be slight or absent for which a defect
severity scale was used [I—absent, 2—slight, 3—visible
at conversational distance, 4—moderate, 5—severe]. This
was followed up by a questionnaire by the dermatologist
to confirm the diagnosis [Table 2].534

Other screening tools that have been used in a dermatology
setting include Dysmorphic Concern Questionnaire
(DCQ)BI and Body Dysmorphic Symptom Scale
(BDSS).B A study done by Morselli e al.B7 utilizes the
E-pgm (pre-operative expectation questionnaire) for
ethical selection of patients who will benefit from cosmetic
surgery and the S-PGM (post-operative satisfaction
questionnaire) for assessing the level of satisfaction after
the surgery.

Another useful tool for pre-procedure screening is the
STEP model, originally described by Elsaie.®® Although
its application is not limited to screening of BDD, it is
a practical way to assess a patient’s psychological fitness
for a cosmetic intervention. “S” stands for stress, in which
a physician tries to assess the stress levels of the patient
based on his/her appearance and demeaner. “T” stands
for target, i.e. what is the target body part for intervention
and is their expectation of the results realistic. “E” is for
envision, i.e. in what way does the patient feel that their
life would improve after the intervention, and finally “P”
stands for proactive.¥

IMANAGEMENT

Management of a patient with BDD who presents to a
dermatology or cosmetology outpatient can be quite
challenging, especially when the typical tell-tale signs
are not noticeable. The patients are almost always
dissatisfied with their cosmetic results and it barely
relieves their BDD symptoms. Even if it successfully
addresses their problem, they may focus their attention on
a new perceived defect, thereby perpetuating the cycle.’
Studies done previously to assess patient satisfaction
with their appearance after an intervention using tools
such as the Overall Facial Appearance Scale (FACE-Q)
and Skin Rejuvenation Outcome Evaluation (SROE)
have confirmed this finding.?**? Another study done by
Wang et al®! revealed that there was no improvement
in the quality of life (QOL) and self-esteem in patients

Table 1: BDDQ-DVi34

Sl no. Questions

Yes No

What are these concerns?
How does it affect your daily life?

Does it significantly affect your school work/job?

X NN h Wb =

Do you avoid certain activities due to your defect?

Are you very concerned about the appearance of some body part?
If yes, do these concerns preoccupy and affect your daily life?

On a scale of 1-5 (with 1 being least) how much mental distress does it cause? — —
On a scale of 1-5 (with 1 being least) how much does it limit your social life and occupation? — —
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of BDD after undergoing cosmetic treatments. For this
reason, most dermatologists and cosmetic surgeons do
not prefer to perform any intervention on such patients.“?
Hence, the popular consensus is that BDD should be
considered as a contraindication for cosmetic treatment
and promptly referred for psychiatric management.®*4
Patients with delusional variant of BDD lack insight and
hence require considerable motivation to seek psychiatric
care. Few conditions like skin picking disorder will require
a combined treatment approach from a dermatologist as
well as a psychiatrist; hence, collaboration between the
two specialties is vital for providing wholesome care.*%

COUNSELING THE PATIENT

Key strategy while providing counseling to a patient with
BDD is to have empathy. It is not advisable to dismiss the
patient’s appearance concerns as trivial, as they already
face substantial distress regarding the same. However, it
is also not advisable to agree that they have any defect.
Instead, the focus should be on why and how their
concerns affect them and which treatment options could
be offered to improve their QOL. It is also essential to
educate patients about the duration of treatment, dose,
and possible side effects of the drugs given*” [Table 3].

Selective serotonin reuptake inhibitors (SSRIs) and
cognitive behavioral therapy (CBT), although not
US-FDA-approved for BDD, are used as first-line strategy
in the management of this condition.

SELECTIVE SEROTONIN REUPTAKE INHIBITORS

SSRIs are second-generation anti-depressant drugs.®
Fluvoxamine, fluoxetine, citalopram, and escitalopram
are the most common drugs from this class used for BDD.
Previous studies have shown patients on treatment to have

a significant improvement in their obsessive thoughts about
their perceived defect, reduced anxiety and depression, and
improvement in their QOL.*-2 Response to therapy on an
average takes at least 12 weeks, and in general higher doses of
SSRI are required for BDD. It is recommended to start with
one drug and gradually increase the dose to the maximum
tolerable amount. If ineffective, augmentation therapy can
be tried for 12 weeks before switching to a different drug.
SSRIs may need to be continued for months or even years
and gradually tapered to prevent the risk of relapse. Those
with severe BDD associated with suicidal ideation may need
to be put on SSRI for lifetime.’¥ Side effects of SSRIs are
dose-dependent and relatively less compared with other
anti-depressants. Nausea and GI disturbance are the most
common adverse effects. Anxiety, agitation, and insomnia
are most often reported with fluoxetine. Most disabling
long-term side effects are sleep disturbance, weight gain,
and sexual dysfunction.®s)

CocNiTiveE BEHAVIORAL THERAPY

Cognitive behavioral model for BDD states that these
patients base their self-worth entirely on minor flaws in
their appearance and resort to repetitive behaviors like
mirror checking and avoiding social situations as a coping
mechanism.® CBT aims to address these distressing
thoughts and behaviors through psychoeducation, cognitive
restructuring to address the distorted thought pattern
of these patients. CBT sessions, each lasting 1-1.5 h, are
given one to five times a week for several weeks. It may be
administered individually or as group CBT.5

OTHER TREATMENTS

Venlafaxine, a serotonin-norepinephrine reuptake
inhibitor, was found to be effective in a small open label

Table 2: Clinician’s questionnaire for confirmation of BDD3*

Questions

Criteria Yes No

Have you ever been too concerned about your appearance? Explain. Has anyone told you that you are

more concerned about it than you should be?
How has it affected your personal life and your family?

Has it affected you considerably in this past month?

Preoccupation with an
imagined/very slight anomaly
Preoccupation causes
significant distress OR
impairs social life/occupation

Table 3: Counseling and referral steps to be taken by a dermatologist dealing with a patient of BDD

Patient presents to a dermatologist with unrealistic cosmetic demands

!

Take detailed history of similar complaints in the past, meeting multiple doctors, spending long hours mirror gazing, whether the appearance
preoccupation is affecting their personal/professional life or causing them significant distress

!
Yes No

!

Examination to confirm that the observed anomaly is indeed slight/absent

!

Offer empathetic counseling on how a cosmetic intervention will not benefit them and that they may need psychiatric referral for further

management
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study.”® Another clinical trial showed the efficacy of
an anti-epileptic drug, levetiracetam, in treating the
symptoms of BDD including insight and psychosocial
functioning.®” However, larger studies are required to
confirm these findings.

Electroconvulsive therapy (ECT) was found to be effective
in only two out of 25 cases in a previous study and is to be
considered only in patients with severe depression having
suicidal ideation.?

Surgical interventions such as modified leucotomy,
capsulotomy, subcaudate trachotomy, and bilateral
anterior cingulotomy are the last resort for cases of severe
BDD not responding to any medications.“”

CoNcLusION

BDD is an unrecognized and underdiagnosed condition,
and majority of these patients first present to a cosmetic
outpatient. They are often unsatisfied with their cosmetic
treatments and at times may resort to legal action or
violence against the treatment provider for not satisfying
their demands. This stresses the need for dermatologists as
well as cosmetic surgeons to be well versed and equipped
with screening techniques for BDD in order to detect them
at the earliest and refer them to a psychiatrist colleague.
A collaboration between the two specialties is hence of
utmost importance, for holistic management of patients
with BDD.
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