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Background. Body dysmorphic disorder (BDD) is a relatively common and often-disabling obsessive compulsive spectrum
disorder that often goes unrecognized in clinical practice.
Methods. The present review examines the clinical features of BDD, its relationship to other disorders, and what is known
about effective treatment.
Results. BDD consists of a distressing and impairing preoccupation with imagined or slight defects in appearance that can
focus on any body area. Insight is usually poor or absent; nearly half of patients are delusional. Typical associated
behaviors include skin picking, mirror checking, excessive grooming, and camouflaging. It appears that higher doses of
serotonin reuptake inhibitors and longer treatment trials than those used for many other psychiatric disorders, including
depression, are often needed to effectively treat BDD. Cognitive-behavioral therapy also appears efficacious and is
currently considered the psychotherapy of choice for BDD. Core techniques are cognitive restructuring, behavioral
experiments, response (ritual) prevention, and exposure.
Conclusions. Further research is needed to minimize the underrecognition of BDD and to improve proper treatment.
Because of the high rates of comorbidity in patients with BDD, treatment studies need to include subjects with co-occurring
disorders and thereby attempt to understand how these other disorders affect treatment response. Finally, more research
needs to address the pathophysiology of BDD (for example, by incorporating imaging and genetics).
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INTRODUCTION

Most people are dissatisfied with some aspect of their appear-
ance. In fact, more than half of all women and nearly half of all
men in the United States are dissatisfied with the way they look
(1). For some people, however, they are preoccupied with imag-
inary defects in appearance and their concerns about appearance
are excessive (2). These patients suffer from body dysmorphic
disorder (BDD), a disorder characterized by significant distress,
impaired functioning, social withdrawal, and repeated attempts
to hide or correct the imagined defect (3).

Despite having been described around the world for more
than a century (4), BDD was not included in diagnostic sys-
tems until DSM-III and ICD-10 (56). DSM-III included BDD

as an example of an atypical somatoform disorder, and DSM-
III-R provided diagnostic criteria (7). Although DSM-IV
allows people with delusional BDD to receive a diagnosis of
both delusional disorder and BDD, ICD-10 classifies delu-
sional BDD as a variant of delusional syndrome (2,6).

BDD is a relatively common disorder. Although studies
within the general population have found prevalence rates
ranging from 0.7% to 5.3% (8–12), studies of clinical samples
suggest higher rates: 8.8%–12% among dermatology patients
(13–14); 7% among cosmetic surgery patients (15); 14%–42%
in patients with atypical major depression (16–18); 11–13% in
patients with social anxiety (19–20); 8%–37% in patients with
obsessive compulsive disorder (20–22); and 39% in patients
with anorexia nervosa (23).

BDD affects both children and adults (2,24). BDD usually
starts in adolescence and appears to be about equally common
in men and women or slightly more common in women (5).

Address correspondence to Jon E. Grant, J.D., M.D., Department of
Psychiatry, University of Minnesota, 2450 Riverside Avenue, Minneapolis,
MN 55454, USA. E-mail: grant045@umn.edu



206 J.E. GRANT AND K.A. PHILLIPS

annals of clinical psychiatry vol. 17 no. 4 2005

CLINICAL FEATURES

Individuals with BDD are preoccupied with the idea that some
aspect, or aspects, of their appearance looks abnormal. They
may describe these body areas as being unattractive, deformed,
disfigured, ugly, hideous, or “not right.” In reality, the perceived
appearance flaw is actually minimal or nonexistent; in other
words, individuals with BDD look normal. Preoccupations usu-
ally involve the face or head, most often the skin, hair, or nose
(e.g., acne, scarring, marks, pale or red skin, thinning hair, exces-
sive body hair, or a large or crooked nose) (25). However, any
body part can be the focus of concern, and most patients are pre-
occupied with numerous body areas (24). Individuals with BDD
typically think about their perceived flaws in the range of three to
eight hours a day, and the thoughts are usually difficult to resist or
control (26). Before treatment, most individuals with this disorder
have poor or absent insight; in other words, they do not recognize
that the flaw they perceive is actually minimal or nonexistent and
that their concern is due to a psychiatric illness (27).

Nearly all persons with BDD perform repetitive, time-
consuming behaviors. These behaviors focus on examining,
improving, being reassured about, or hiding the perceived
defect (28–29). These behaviors are often described as “com-
pulsive” in the sense that the urge to perform them is strong
and difficult to resist. They are also sometimes referred to as
“safety behaviors,” meaning that they are performed to prevent
a feared catastrophe (e.g., camouflaging “ghost-like” skin with
bronzer to prevent feared scrutiny by other people).

The most common behaviors are camouflaging (e.g., with
hair, a wig, makeup, body position, sunglasses, a hat or other
clothing), comparing one’s appearance with that of other peo-
ple, excessively checking the perceived flaw in mirrors or other
reflecting surfaces (e.g., windows), excessively grooming (e.g.,
applying makeup or tweezing, styling, or cutting hair), and
seeking reassurance that the body area looks normal or accept-
able to others (25–26). The behaviors are unlimited and varied,
however, and may consist of dieting, excessive exercising or
weightlifting, touching or measuring the body part, tanning,
buying excessive amounts of beauty products and compulsive
shopping (which can lead to financial indebtedness), repeated
clothes changing, seeking surgery or medical treatment, and
using potentially dangerous anabolic steroids to bulk up (30).

Nearly all patients with BDD experience impairment in
social and occupational/academic functioning as a result of
their appearance concerns (Table 1). People with BDD also

have markedly poor quality of life (31,32), and approximately
one quarter of patients with BDD are so distressed that they
attempt suicide (24). However, the severity of BDD varies,
with some people appearing to lead relatively normal lives
despite the suffering and interference they experience. Of note,
one recent study found that 49% of 176 broadly ascertained
individuals with BDD had a lifetime substance use disorder,
68% of whom reported that their BDD symptoms contributed
to their substance use disorder (33).

CASE EXAMPLE

The following case illustrates a fairly common presentation
of BDD and the difficulties of treatment.

Jane, a 32-year-old single Hispanic female, had been
obsessed since high school with her “huge” nose and “pock-
marked” skin. She reported being “absolutely convinced” that
she looked “deformed and atrocious.” She could not be talked
out of her beliefs. Additionally, she was convinced that people
on the street took special notice of her “hideous” nose and skin,
and that they talked about her and snickered behind her back
because she was so ugly. Due to these beliefs, Jane became
severely depresed. She was unable to work or even leave her
home. She attempted suicide twice and was hospitalized psy-
chiatrically after both attempts.

Although advised against it, Jane received two rhinoplas-
ties for a nose that outwardly appeared normal. She also
received a course of isotreninoin (Accutane). These treat-
ments left Jane even more obsessed with her appearance and
feeling more depressed because her “last hopes” hadn’t
cured her perceived ugliness. Jane underwent psychody-
namic psychotherapy without any benefit. In addition, she
had trials of several medications (several antipsychotics and
low doses of antidepressants), which failed to improve her
symptoms. Only after a trial of escitalopram (30mg/d) did
Jane report improvement in her BDD symptoms. In fact,
while Jane continued the medication, her improvement was
sustained. After stopping the medication, however, Jane’s
symptoms recurred.

ETIOLOGICAL THEORIES

Although the etiology of BDD is most likely multifactorial
(biological, psychological, sociocultural), one possible reason
for the fact that Jane improved with escitalopram is that seroto-
nin dysregulation is associated with BDD (24). BDD symptoms
have been exacerbated after tryptophan depletion and have had
their onset after abuse of ciproheptadine, a serotonin antagonist
(34–35). Neuropyschological and brain imaging studies have
also suggested that there may be impairment of the frontal-
striatal and temporo-parietal-occupital circuits which process
facial images and emotional information (36–40).

Table 1 Complications of BDD (N = 434)

Social Impairment 99%
Professional/Academic Impairment 90%
Psychiatric Hospitalization 46%
Housebound 29%
Suicidal Ideation 80%
Suicide Attempts 25%

Unpublished data.
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DIAGNOSING BDD

Numerous studies have found that BDD usually goes unrecog-
nized in clinical settings, probably because clinicians don’t screen
for it and patients are too ashamed of their symptoms to spontane-
ously reveal them (41). However, diagnosing BDD is usually
straightforward and can be done by asking patients if they are
unhappy with how they look or if they worry a lot about their
appearance. An affirmative answer can be followed up with ques-
tions determining the degree of distress that these concerns cause
and whether they cause functional impairment. DSM-IV criteria
are met when the patient reports being preoccupied with a nonex-
istent or minimal appearance flaw that causes clinically significant
distress or impairs functioning (2). It must also be ascertained that
the appearance concerns are not better accounted for by an eating
disorder. Simple self-report and clinician-administered screening
and diagnostic measures are available (24). It is especially impor-
tant to screen for BDD in patients who present with some of the
disorder’s clues—for example, the behaviors described above,
ideas or delusions of reference, or being housebound.

RELATIONSHIP TO OTHER MENTAL ILLNESSES

Although BDD is classified as a somatoform disorder in
DSM-IV, it has many similarities to OCD—most notably, the
presence of prominent obsessions and repetitive compulsive
behaviors (42). However, there appear to be differences
between these disorders; for example, BDD patients are less
likely to be married, have poorer insight, and are more likely to
think about suicide or make a suicide attempt due to their dis-
order (43). They also have higher lifetime rates of major
depression and social phobia than individuals with OCD (42).
In addition, BDD appears more often characterized by shame,
embarrassment, low self-esteem, and rejection sensitivity—
features that it shares with social phobia.

BDD has also been postulated to be related to depression
(24). BDD and depression often co-occur, and both disorders
are characterized by low self-esteem, rejection sensitivity, and
feelings of unworthiness. However, unlike depression, a core
feature of BDD is prominent obsessional preoccupations and
repetitive compulsive behaviors. Many depressed patients
focus less on their appearance, even neglecting it, rather than
overfocusing on it. In addition, onset of BDD usually precedes
that of major depression, suggesting that BDD is not simply a
symptom of depression. Perhaps most important, BDD appears
to respond to serotonin-reuptake inhibitors (SRIs) but not non-
SRI antidepressants, which is an important difference between
BDD and depression that has clinical implications. Another
apparent difference is that BDD does not appear to respond to
ECT, although data on this topic are very limited.

BDD and eating disorders share disturbed body image and a
preoccupation with perceived appearance flaws (44–45). The
behaviors performed by some individuals with BDD are simi-
lar to behaviors characteristic of eating disorders, such as

dieting, excessive exercise, body measuring, and mirror checking.
However, patients with eating disorders tend to dislike their
weight and overall body size, whereas those with BDD tend to
dislike more specific body parts. Furthermore, while 90% of
patients with anorexia are female, this appears to be the case
for only 50%–70% of patients with BDD (23,44). The two dis-
orders also have somewhat different comorbidity patterns. In a
controlled family study of OCD, BDD was more common in
first-degree relatives of OCD probands than control probands,
whereas the eating disorders were not; this finding suggests
that BDD but not the eating disorders can be considered part of
a familial OCD spectrum. Importantly, BDD and anorexia
seem to respond differently to treatment. Unlike patients with
anorexia, a majority of patients with BDD improve with SRIs.
And unlike bulimia, BDD appears to respond preferentially to
SRIs, whereas bulimia responds to a variety of antidepressant
agents. Nonetheless, in some cases BDD does overlap with eat-
ing disorders (in particular, eating disorder NOS), as both dis-
orders may be characterized by excessive concern with weight
and being too fat, as well as behaviors such as excessive exer-
cise and dieting. Additional research is needed to clarify
BDD’s relationship to other “near neighbor” disorders, such as
eating disorders, OCD, social phobia, and depression.

TREATMENT

Many people suffering from BDD seek and receive surgical
and nonpsychiatric medical treatments (e.g., dermatologic, den-
tal) for their perceived appearance flaws. Available data suggest
that such treatments are usually ineffective and that appearance
concerns usually persist unchanged (30). This makes sense,
since BDD involves an obsessional body image disturbance that
is not reality based; changing a physical feature would not be
expected to diminish the disorder’s core pathology.

Pharmacotherapy

Because no medication is currently approved by the Food and
Drug Administration (FDA) for treating BDD, patients should
be informed of “off-label” use of medications for this disorder,
as well as the empirical basis for considering medication treat-
ment (Table 2). Clinical care necessitates perseverance and
patience on the part of both patient and clinician. Although treat-
ment studies of BDD are still limited, these studies are very con-
sistent in finding that SRIs are often efficacious and in fact
appear more efficacious than other medications, including non-
SRI antidepressants (46). Response to medication usually
improves functioning and decreases appearance-related preoccu-
pations, distress, and behaviors. Treatment response often
requires 10–12 weeks and use of relatively high SRI doses.
Long-term treatment is often needed, and SRI efficacy for BDD
appears to usually be sustained over time, although data are
limited. Although SRIs appear to be efficacious, future research
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needs to examine whether different classes of medications (for
example, anticonvulsants, stimulants, and atypical antipsychot-
ics) (47–48) may also be beneficial.

Psychotherapy

Cognitive-behavioral therapy (CBT) is another promising
approach for BDD (49). Studies have found that BDD often
significantly improves when the following approaches are used:
cognitive restructuring (e.g., developing more accurate and helpful
beliefs about appearance), exposure (e.g., exposing the perceived
defect in social situations and preventing avoidance behaviors),
response prevention (stopping compulsive behaviors, such as
mirror checking), and behavioral experiments (empirically testing
hypotheses, i.e., dysfunctional thoughts and beliefs). Additional
components, such as mirror retraining and mindfulness, may also
be used. CBT has demonstrated effectiveness in treating BDD in
both individual and group formats (50–53).

No studies have examined the relative efficacy of medica-
tion versus CBT, or their combination, for BDD. However,
clinical experience suggests that some patients respond well to
either an SRI or CBT alone, whereas others benefit from treat-
ment with both types of treatment.

CONCLUSION

BDD causes significant distress and impairment in func-
tioning, and it is associated with an unusually poor quality
of life. Because this disorder appears relatively common, it

is important to screen for BDD in clinical settings. Research
on the treatment of BDD is in an early stage, so our under-
standing of the most effective treatments is still incomplete.
SRIs, however, appear efficacious, particularly when used
at relatively high doses. In addition, CBT, using a combina-
tion of cognitive and behavioral techniques, may also be
beneficial.

Future research needs to address clinical strategies to mini-
mize the underrecognition of BDD and to improve proper
treatment. Because of the high rates of comorbidity in patients
with BDD, treatment studies need to include subjects with co-
occurring disorders and thereby attempt to understand how
these other disorders affect treatment response. Finally, more
research needs to address the pathophysiology of BDD (for
example, by incorporating imaging and genetics). As with any
disorder, understanding etiology should allow for more effec-
tive treatments.
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