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Body dysmorphic disorder: from clinical aspects to treatment  
 
ABSTRACT 
 
     Body dysmorphic disorder (BDD), also known as dysmorphophobia, is a relatively 
common disorder, with a point prevalence of 0.7% to 2.4% among the general population, 
that consists of a distressing or impairing preoccupation with imagined or slight defects 
in appearance, associated with repetitive behaviors and where insight regarding the 
appearance beliefs is often poor. Failure to recognize and diagnose this disorder can lead 
to poor physical and psychiatric outcomes for patients, thus it is important for the 
physicians to be aware to the clinical aspects of this disorder, for early detection of the 
condition and consequently give an appropriate treatment to the patients. The criteria for 
diagnosing BDD are described according to the DSM-IV and DSM 5. 
      The search for bibliographic information was held on the Pubmed platform with the 
keywords: body dysmorphic disorder. Only articles that obeyed the following conditions 
were analyzed: written in English or Portuguese and with free full access; having 
analyzed 494 articles, between 1994 and 2020. There were included 41 articles that 
appeared to be relevant for the Body dysmorphic disorder, and which aimed to clarify the 
clinical, diagnostic and therapeutic aspects of this clinical entity. 
    Serotonin reuptake inhibitors (SRIs) are currently considered the medication treatment 
of choice. According to all studies conducted do date, for an improvement of symptoms, 
a relatively high SRI dose and at least 12 weeks of treatment is often needed. The 
psychosocial treatment of choice is cognitive behavioral therapy. Additional treatment 
development and efficacy studies are urgently needed to better understand the therapeutic 
approach of this entity, in order to improve the quality of life of these patients. 
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Introduction 
 
      Body dysmorphic disorder is characterized by excessive concern and preoccupation 
with an imagined or a slight defect in body appearance that is not better accounted by 
another mental disorder.  Patients with BDD typically describe themselves as looking 
ugly, abnormal, deformed, or disfigured. 1 
The concerns caused by the appearance are intrusive, unwanted, time-consuming and 
difficult to resist or control.1 In response to their physical concerns, patients with BDD 
will follow compulsive behaviors in order to reduce the distress caused by their perceived 
deformations. 3 These preoccupations are associated with low self-esteem, feelings of 
shame, depressive symptoms, anxiety, and guilt and patients are often highly sensitive 
and vulnerable to rejection experiences. 3 
      In 1891, Enrico Morselli, an Italian psychiatrist, coined the term dysmorphophobia to 
describe the condition of people who perceive themselves as flawed but with no apparent 
physical deformities.6 This term was derived from the Greek word “dysmorfia,” which 
means “ugliness.”6 Cases of this condition have been discussed by Pierre Janet, a French 
psychologist, who labeled it as “l’obsession de la honte du corps,” which translates to 
“obsessions of shame of the body.”6  Sigmund Freud also detailed a case known as “Wolf 
Man,” a man with an obsession with his nose, which caused him significant social 
distress. 6  
      This condition was first recognized in the DSM in 1980 as an atypical somatoform 
disorder.6 In 1987, it was classified as a distinct somatoform disorder.6 DSM 5 now 
classifies BDD under obsessive-compulsive and related disorders, given its similarities 
with OCD in phenomenology, epidemiology, comorbidity, familial aggregation and 
response to treatment.2, 40 
      Body dysmorphic disorder (BDD) is a relatively common and severe illness that often 
presents to both mental health professionals and nonpsychiatric physicians.19 However, 
for several reasons BDD usually goes unrecognized and undiagnosed in clinical 
settings.19 Many patients are too ashamed of their symptoms to voluntarily disclose them 
to a clinician, even though most patients want their clinician to know about their 
appearance concerns.19 In addition, many patients present to nonpsychiatric physicians 
(eg, primary care physicians, dermatologists, surgeons), often seek unnecessary 
dermatologic treatment and cosmetic surgery.1, 19 However those treatments appear 
ineffective for BDD and may even be risky for physicians to provide.19  
     That BDD appears to be relatively common underscores the importance of its 
recognition in clinical settings.19 
 
Epidemiology  
 
     Epidemiologic studies have reported a point prevalence of 0.7% to 2.4% in the general 
population, making it more common than obsessive-compulsive disorder (OCD), 
anorexia nervosa or schizophrenia.5,7 

BDD is sometimes considered a “female disorder” because the symptoms involve 
appearance. However, BDD appears as common or nearly as common in males as in 
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females.19 The gender ratio appears to be in the range of 1:1 to 3:2 (female:male), 
although it has varied in different studies.19 Larger epidemiologic studies that examine 
BDD’s gender ratio are needed.19  
      A recent systematic review highlighted the prevalence of BDD within different 
settings. They found the weighted prevalence of BDD in adults in the community was 
estimated to be 1.9% though this was increased when looking at specific psychiatric 
settings (adult psychiatric outpatients (5.8%) and adult psychiatric inpatients 7.4%) and 
even further increased in the context of other nonpsychiatric specialties such as general 
cosmetic surgery 13.2%; in rhinoplasty surgery 20.1%; in orthognathic surgery 11.2%; in 
orthodontics/cosmetic dentistry settings 5.2%; in dermatology outpatients 11.3%; and in 
cosmetic dermatology outpatients 9.2%. 4 This suggests that dysmorphic concerns need 
to be incorporated into pre-operative and other non-psychiatric contexts. 3 
      Studies in outpatient settings have reported rates of 8%-37% in patients with OCD, 
11%-13% in social phobia, 26% in trichotillomania, 8% in major depression and 14%-
42% in atypical major depression (MDD).8 In a study of atypical depression, BDD was 
more than twice as common as OCD, and in another it was more common than many 
other disorders, including OCD, social phobia, simple phobia, generalized anxiety 
disorder, bulimia nervosa, and substance abuse or dependence. 8 
       However, these numbers may underreport its prevalence.5 Many individuals with 
BDD feel ashamed of their appearance and the fact that they are so focused on it and as 
a consequence, they may not report their BDD symptoms to clinicians.5 In one study of 
psychiatric inpatients, only 15.1% had revealed their body image concerns to their mental 
health clinicians, and the most common reason for not disclosing their concerns was 
embarrassment (in 31. 3 %). 5 
       
Risk Factors 
 
      Emerging findings indicate that, like other psychiatric disorders, the 
etiology/pathophysiology of BDD is likely to be multifactorial and complex; BDD is 
currently understood to arise from a combination of biological, psychological, and 
environmental factors.3,7. The development of BDD is associated with past experiences 
of abuse, violence, and trauma; patients are not only more likely to have a history of 
traumatic experiences but also to experience them as more painful and to be able to recall 
them clearly.3A survey of patients with BDD found high rates of emotional neglect 
(68.0%), emotional abuse (56.0%), physical abuse (34.7%), physical neglect (33.3%), , 
and sexual abuse (28.0%).41In fact, patients with BDD have a distorted body image, 
which may be associated with bullying or abuse during childhood or adolescence. 20 

    In addition, these findings indicate that BDD is a brain-based disorder - not vanity.7 
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Criteria for BDD diagnosis 
 
      Detection of BDD is by clinical suspicion and, as such, knowledge of the DSM-IV 
criteria provides a good reference point for clinicians.16 The DSM-IV criteria have been 
adapted to a self-report questionnaire with good sensitivity and specificity for detection 
of the disorder and clinicians likely to be in frequent contact with BDD could consider 
this simple and effective identification measure. 16 
     The DSM-IV criteria for diagnosis of BDD are (1) preoccupation with an imagined or 
barely perceptible defect in appearance, (2) the preoccupation causes marked distress and 
impairment in social and occupational functioning, and (3) the appearance concern is not 
better accounted for by another mental disorder.20 Appearance concerns are common in 
the general population; in BDD, the preoccupation must cause clinically significant 
distress or impaired social or occupational functioning, which differentiates the disorder 
from normal appearance concerns. 20 

        According to the criteria adopted by the DSM-IV-TR (Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition, Text Revision), BDD is classified as a 
somatoform disorder, although its delusional variant may also be classified as a psychotic 
disorder (delusional disorder, somatic type).27 Phillips et al investigated the 2 BDD 
variants (delusional and nondelusional) and found that 36% of BDD subjects were 
delusional (in which patients are completely convinced that they appear ugly or 
abnormal). 20 

Despite their separate classification, available evidence indicates that BDD's delusional 
and nondelusional forms have many similarities, suggesting that they may actually be the 
same disorder, characterized by a spectrum of insight. 18 In fact, it is one of the diagnostic 
entities that falls on the borderline between neurotic and psychotic spectrum of 
disorders.18 However, the delusional variant appears more severe than non delusional 
BDD; delusional BDD patients had significantly lower educational attainment, were more 
likely to have attempted suicide, had poorer social functioning on several measures, were 
more likely to have drug abuse or dependence, were less likely to currently be receiving 
mental health treatment, and had more severe BDD symptoms.18 DSM-TV allows BDD 
and its delusional disorder variant to be doublecoded; in other words, patients with 
delusional BDD can receive a diagnosis of both delusional disorder and BDD.5 This 
double coding reflects evidence that BDD's delusional and nondelusional variants may in 
fact be variants of the same disorder.5 Patients with delusional BDD beliefs would receive 
a DSM-TV-TR diagnosis of delusional disorder, or DSM-TV-TR diagnoses of both 
delusional disorder and BDD.5 
      The ICD-10 also classifies BDD as a somatoform disorder, ie, as a type of 
hypochondria. 27 
      During the c development process, is has been taken into account the combination of 
BDD's delusional variant with its nondelusional variant into one disorder (BDD) while 
specifying degree of insight (with good or fair insight, with poor insight, or with 
delusional BDD beliefs).5 
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There have already been proposals in order to consider BDD as part of the obsessive-
compulsive spectrum disorders in the DSM-5, even though current findings indicate that 
it is not simply a subtype of OCD. 20 
      Body dysmorphic disorder, or BDD, formally known as dysmorphophobia, is a 
psychiatric condition defined in the DSM 5 as a preoccupation with a perceived defect or 
flaw in one’s physical appearance that is either not noticeable or only slightly observable 
by others. (DSM-5 criterion A). 6 ,7The individual at some point during the illness must 
engage in repetitive behaviors (such as excessive mirror checking, camouflaging, skin 
picking, excessive grooming, excessive weight lifting) or pervasive mental acts (such as 
comparing one’s appearance to others) (DSM-5 criterion B).6, 11To meet DSM-5 BDD 
criteria, the appearance preoccupations and resulting repetitive behaviors must cause 
clinically significant distress or impairment in social, occupational or other important 
areas of functioning. (criterion c). 11 The appearance preoccupation is not better explained 
by concerns with body fat or weight in an individual whose symptoms meet diagnostic 
criteria for an eating disorder. (criterion D). 11 

Once the clinician has diagnosed BDD, he/she should consider the following two 
specifiers, which are new to DSM-5 and identify important subgroups of individuals with 
BDD: 7 

(1) Muscle dysmorphia: this specifier identifies individuals (usually men) who are 
preoccupied with the belief that their body build is too small or insufficiently muscular, 
even though they look normal or even very muscular because of excessive weight lifting 
or anabolic steroid use. This specifier is used even if a patient has additional, nonmuscle-
focused preoccupations, which is usually the case. 
(2) Insight: this specifier indicates the level of insight regarding BDD beliefs. Levels of 
insight in DSM-5 are ‘with good or fair insight', ‘with poor insight', and ‘with absent 
insight/delusional beliefs'. This new insight specifier in DSM-5 is important for several 
reasons: (i) it clarifies that individuals who are completely convinced that their BDD 
belief is true should be diagnosed with ‘BDD with absent insight/delusional beliefs' rather 
than a psychotic disorder; (ii) it implies that delusional and nondelusional BDD should 
be treated similarly - indeed, studies indicate that both delusional and nondelusional BDD 
respond to serotonin reuptake inhibitor (SRI) monotherapy and to cognitive-behavioral 
therapy (CBT), and (iii) specifying the level of insight allows the identification of patients 
with poorer insight, who may be more reluctant to accept the idea that they have a mental 
disorder (BDD) rather than actual physical deformities. Such patients may need more 
motivational interviewing and attention to the therapeutic alliance in order to engage and 
retain them in mental health treatment. 7 
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Differential Diagnosis  
 
     Clinicians need to distinguish BDD from other disorders with similar symptoms. 13 
     Differential diagnoses include eating disorders, other obsessive-compulsive disorders, 
illness anxiety disorders, depressive disorders, anxiety disorders, and psychotic disorders. 
BDD symptoms should not be better explained by any of these conditions, although these 
can co-occur with BDD.6 
      Social phobia and avoidant personality disorder share symptoms of self-
consciousness and anxiety in social situations.13 However social avoidance in social 
anxiety disorder is driven by a fear of saying or doing something that embarrass oneself. 
On the other hand, in BDD social anxiety is exclusively linked to a fear of negative 
judgements about perceived appearance defects. 40 
    Both BDD and depression can involve feelings of ugliness as part of pervasive low 
self-esteem.40 However concerns about appearance are not the primary concern in 
depression and not typically associated with the repetitive behaviors that are characteristic 
of BDD (eg, mirror checking, grooming). 40 

Sometimes, depressive symptoms, which coexist with BDD, are diagnosed but BDD is 
missed, or BDD symptoms are considered a symptom of depression.19 It is also important 
for a clinician to ask about BDD symptoms in depressed patients and diagnose BDD if 
present, without assuming that appearance concerns are simply secondary signs of 
depression. 19 
     It is not uncommon for individuals with BDD to be housebound, because they feel too 
ugly to be seen and are very anxious around other people.19 Patients with features of 
agoraphobia should be asked why they are reluctant to go out, and BDD should be 
diagnosed if present.19 
       Both BDD and OCD are characterized by obsessions and compulsive behaviors.19 
However, these disorders have some important clinical important differences.19 If the 
obsessions and compulsions focus on appearance, BDD is the more appropriate 
diagnosis.19 BDD patients also have more delusional beliefs, greater suicidal feelings, and 
a higher prevalence of major depressive disorder than patients with OCD.23 
      Some people with BDD pull out or pluck their body hair resulting in noticeable hair 
loss. However, hair pulling in trichotillomania is not driven by an attempt to improve 
appearance, whereas hair pulling in BDD is intended to improve the appearance of 
perceived defects in facial or body hair. 19,40  
      Because appearance beliefs may be delusional, and because ideas or delusions of 
reference may be prominent, BDD may be misdiagnosed as schizophrenia or psychotic 
Disorder-Not Otherwise Specified. If the psychotic symptoms are limited to BDD 
symptoms, BDD is the more appropriate diagnosis. 19 
      Both BDD and excoriation disorder are characterized by repetitive skin picking. 
However, skin picking in excoriation disorder is not driven by an attempt to improve 
appearance, whereas skin picking in BDD is intended to improve the appearance of 
perceived defects in the skin. 40 
       BDD and eating disorders are both characterized by distressing and impairing 
preoccupation with appearance.40 However appearance preoccupation in eating disorders 
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is focused on body weight and shape, leading to dysfunctional eating behaviors in an 
attempt to lose weight.40 Therefore, a patient with anorexia who focus their body image 
concerns only on the weight, should be diagnosed with anorexia, and not with BDD.19 
Patients with BDD are also concerned with other body parts (typically not weight) than 
eating disorder patients are, and they have more negative self-evaluation and self-worth, 
more avoidance of activities, and poorer functioning and quality of life due to appearance 
concerns.23  

However, BDD and eating disorders commonly co-occur  and this comorbidity can be 
particularly challenging to diagnose since both illnesses share a distorted body image and 
low self-esteem. 7,15 

However body image is a concept different from BDD, and those who have body image 
disturbance are not necessarily suffering from BDD. 20 
Many patients with anorexia have appearance concerns other than weight and body 
shape.20 Kollei et al assessed 49 subjects with anorexia nervosa and 51 subjects with 
bulimia nervosa and found that 12% of individuals with eating disorders had comorbid 
BDD, with their body dysmorphic concerns being unrelated to weight and shape, focusing 
instead on skin, hair, teeth, nose, and height. 20 

In a study of 41 cases of anorexia nervosa, Grant and colleagues found that 16 (39%) also 
fulfilled diagnostic criteria for BDD unrelated to concerns about weight.15 Comorbid 
cases appeared to have a more severe form of illness than non-comorbid BDD, with 
higher levels of delusional thinking and poorer social function. 15 

 
Appearance concerns 
 
      Individuals with BDD obsess over certain aspects of their appearance. These minimal 
or nonexistent appearance flaws are perceived by the patient to be unattractive, 
devastating, and the cause of great anxiety and distress.5,12 Any part of the body may be 
implicated in BDD. However, the most common is the face/head, particularly the skin 
(73%), hair (56%), and nose (37%).5  
The skin, which is the most common area of concern, most often perceived acne or 
scarring.19 However patients may obsess about any aspect of their skin. Hair concerns 
which is the second most common, most often focus on hair loss, thinning, balding, or 
excessive facial or body hair. Nose concerns are also very common, with many patients 
worrying that their nose is too large or misshapen.19 These concerns can be focused on 
any combination of body parts, and focus on multiple perceived defects is common.3 The 
types of bodily concerns tend to vary with gender 
being the male gender, generally, more concern with their height, genitals, body hair and 
build, while females with their breasts, hips, legs and body weight.10,33 
On average, over their lifetime, people with BDD are preoccupied with 5–7 different body 
parts.4 Concerns may also involve the appearance of the entire body for instance the 
muscle dysmorphia form of BDD which consists on the belief that one's body is too small 
and/or insufficiently muscular. 4 

     Approximately 40% of individuals with BDD actively think about the disliked body 
parts for 3 to 8 hours per day, and 25% report thinking about them for more than 8 hours 
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per day.5 The preoccupations are intrusive, unwanted, and associated with distressing 
emotions such as shame, disgust, anxiety, and sadness.4 For this reason, it is ineffective 
to simply tell patients to stop worrying about how they look. 19 

 
Insight regarding perceived appearance defects 
 
     Insight regarding the perceived appearance defects varies.5 
    An important aspect of BDD is that insight is usually poor or absent. Approximately 
35% to 40% of patients currently have no insight and are delusional.19 In other words, 
they are completely convinced that their appearance beliefs are accurate and 
undistorted.19 

       Most nondelusional patients have poor insight, believing that the way they realize 
their appearance is probably accurate. Thus, prior to treatment very few patients have 
good insight. They do not recognize that their view is distorted and that their appearance 
concerns are due to a psychiatric disorder. Consistent with this poor or absent insight, 
many patients seek nonpsychiatric treatment to fix the problem they perceive. 19 

In fact, studies have consistently found that insight is poorer in BDD than in OCD, with 
27% to 60% of BDD patients having delusional beliefs versus only 2% of OCD patients.5 

       About two thirds of BDD patients have past or current ideas or delusions of reference, 
that is, they think that other people take special notice of the supposed defect and perhaps 
talk about it or mock it.5,12 Clinical impressions indicate that such referential thinking 
may lead to feelings of rejection and to anger (even violence, such as attacking someone 
they believe is mocking them).5    
       Patients with delusional BDD beliefs would receive a DSM-TV-TR diagnosis of 
delusional disorder, or DSM-TV-TR diagnoses of both delusional disorder and BDD.5 
Studies comparing delusional and nondelusional BDD patients reveal more similarities 
than differences between the two groups, and that the primary difference is BDD 
symptom severity.5 Delusional BDD appears to respond to SRI monotherapy and may 
not respond to antipsychotic medications, suggesting that delusional BDD is not a typical 
psychotic disorder.5 Thus, it may be more accurate to view insight as existing on a 
continuum and to consider BDD to encompass both delusional and nondelusional 
appearance beliefs. 5 
Furthermore, some individuals with BDD describe fluctuations in insight, such that they 
are completely convinced that they are ugly at some times but not convinced at others. 5      
 
Compulsions, safety behaviors, and avoidance 
 
      The DSM-IV-TR diagnostic criteria for BDD make no reference to compulsive and 
safety behaviors that are commonly associated with BDD. During the DSM-5 
development process, the addition of these symptoms to BDD's diagnostic criteria are 
being taken in consideration.5    
     Nearly all people with BDD perform compulsive behaviors which are repetitive, time-
consuming (about half of BDD patients spend 3 or more hours per day engaged in them) 
and hard to control and resist.5, 9, 19These behaviors arise in response to the obsessive 
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thoughts about appearance and focus on examining, improving, being reassured about, or 
hiding the perceived defect and are meant to reduce anxiety and other painful emotions.5,9  
As in OCD, the behaviors are not pleasurable. 5 

       Most BDD patients perform multiple compulsive behaviors. One common behavior 
is comparing themselves with other people. Clinical impressions suggest that this usually 
happens quite automatically, and can cause anxiety and inability to concentrate. About 
90% of BDD patients check themselves repeatedly and excessively in mirrors or other 
reflective surfaces. Typically, they do this hopping to see an acceptable look, but often, 
after seeing their reflection, they feel worse.5 
      Some behaviors, such as camouflaging disliked body parts, are called safety 
behaviors, because their function is to reduce or avoid painful emotions or prevent 
something bad from happening, such as being humiliated or embarrassed. 5 

     Other common repetitive behaviors are excessive grooming (eg, combing their hair or 
washing their skin repeatedly), tanning (to improve their skin color or skin imperfections), 
reassurance seeking (asking whether one's appearance is acceptable), excessive shopping 
for beauty products (which can lead to financial indebtedness), changing their clothes 
repeatedly to find a more flattering outfit, excessive exercise (eg, weightlifting in the case 
of muscle dysmorphia), seeking surgery or medical treatment, and using potentially 
dangerous anabolic steroids to bulk up. 5, 9 

      Many BDD patients (27% to 45%) pick at their skin in an attempt to improve 
perceived blemishes or imperfections; however, this behavior sometimes causes 
observable appearance defects and can even cause severe damage such as skin infections 
and rupture of blood vessels.5Skin picking, also described as neurotic excoriation, 
behavior varies in severity level patterns and often occurs in the presence of other 
psychiatric disorders. This disorder initially relieves tension and provides its own source 
of distress, shame, embarrassment, and impairment. It is time-consuming (often lasting 
5–60 minutes per episode) and it may cause significant lesions, scarring, or even life-
threatening injury by picking through major blood vessels. 19,20. 

     Avoidance is a common behavior in BDD and may serve a similar purpose as the 
compulsive behaviors in the short term - that is, to temporarily relieve BDD-related 
anxiety and distress. However, clinical experience indicates that compulsions and 
avoidance seldom improve anxiety or reduce the intensity of BDD-related thoughts; 
rather these behaviors may contribute to the chronicity and severity of BDD.5 
 
Course of illness 
 
      BDD usually begins during adolescence with two studies reporting a mean age at 
onset of 16 and a mode of 13 and can even occur in childhood, although treatment seeking 
for BDD is delayed an average of approximately 11 years after illness onset. 5, 19 Thus, 
many patients suffer for years without being treated.19  

     The disorder appears to be chronic, although patients who receive appropriate 
psychiatric treatment appear to have a generally favorable course.12 RCTs have shown a 
response rate of 50% to 80% with pharmacological treatment and relapse rates were 
shown to decrease with long-term pharmacologic treatment.6 
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      The only prospective study of BDD's course, it was found that the probability of full 
remission from BDD over 1 year of follow-up was only 0.09, which is lower than has 
been reported for mood disorders, most anxiety disorders, and personality disorders in 
other longitudinal studies.5 

      More severe BDD symptoms at intake, longer duration of BDD, and the presence of 
one or more comorbid personality disorders at intake predicted a lower likelihood of 
remission from BDD.5 
A recent study found a low cumulative probability (20%) of full remission over 4 years 
of treatment.3 

In addition, complete remission seems to be rare even after treatment.20 
 
 
Psychosocial functioning and quality of life 
 
     BDD is associated with substantial impairment in psychosocial functioning and 
markedly poor life quality. Individuals with BDD have, on average, much poorer mental 
health, emotional well-being, social functioning, and overall lower life quality of life than 
the general population.5 

      In the only prospective study of BDD, overall functioning continued to be poor over 
1 to 3 years, and poorer functioning was predicted by more severe BDD and greater 
delusionality of BDD beliefs at intake.5 

      Preoccupations and related behaviors can also impair concentration and consume a 
great deal of time.12 Many individuals avoid work, relationships, and social situations 
because they worry that they look ugly or that others are laughing at them.12 BDD can 
cause severe depression and anxiety, and can lead to unemployment.12They may have 
few or no friends, and they often avoid dating and other social interactions.13 Housebound 
and psychiatric hospitalization is also relatively common.12 In two studies, 27% to 31% 
of individuals with BDD had been completely housebound for at least 1 week due to BDD 
symptoms, and more than 40% had been psychiatrically hospitalized.5  
      Levels of functioning varies, however. Individuals with milder symptoms may, with 
effort, function well despite their distress, although usually below their capacity. Those 
with severe BDD may be completely incapacitated by their symptoms.12  
      Available data indicate that mental health-related quality of life is markedly poorer 
for these patients than for the general population, and it appears even poorer than for 
patients with type II diabetes, a recent myocardial infarction, or clinical depression (major 
depressive disorder and/or dysthymia). Available data also suggest that quality of life and 
psychosocial functioning in patients with BDD appear as poor as, or poorer than, in those 
with OCD.13 
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Risk behaviors: suicide, substance abuse, and violence 
 
      The associated feelings of guilt and shame appear to contribute to high rates of 
suicidal ideation and suicide attempts in BDD patients. Rates of suicide completion are 
significantly higher in psychiatric inpatients with BDD relative to those without, and 
relative to most other mental disorders as well. 3 Individuals with BDD have been found 
to be 2.6 times more likely to attempt suicide and 4 times more likely to experience 
suicidal ideation than someone without the condition.6 
Approximately 80% of individuals with BDD report past or current suicidal ideation, and 
about one quarter have attempted suicide, which is often attributed to BDD symptoms.5 
The annual rate of completed suicide, while very preliminary because only one study has 
been done, appears markedly high at 0.3%, and may even be higher than for major 
depressive disorders, bipolar disorders, or eating disorders.13, 19. When controlling for age, 
gender, and geographic region, the standardized mortality ratio is markedly elevated.24 
These findings underscore the importance of screening patients for BDD and 
implementing appropriate treatment.19 Consequently, a risk assessment is always 
necessary.1 Suicide risk increases vastly if the patient considers to have come to the end 
of the line as far as possible treatment options are concerned and it also is higher in 
patients with delusional beliefs.1 
Moreover, adolescent-onset BDD is associated with the development of more severe 
symptoms, greater lifetime comorbidity, and higher rates of attempted suicide, compared 
with adult-onset BDD.29 

        Approximately one third of people with BDD report violent behavior that they 
attribute primarily to BDD symptoms.5 Clinical impressions suggest that anger or 
violence may be fueled by anger about looking “deformed,” inability to fix the “defect,” 
delusions of reference, and feeling rejected by others because of the “defect.”5 In addition, 
anger or even violent behavior may be caused by dissatisfaction with cosmetic 
procedures.5 In fact such treatment appears to only rarely improve overall BDD 
symptoms which can lead to serious negative consequences for both patients and 
physicians.5 According to one survey of cosmetic surgeons, 40% of the respondents 
indicated that dissatisfied BDD patients had threatened them physically or legally. There 
are also occasional reports of individuals with probable BDD who attacked and even 
killed their plastic surgeon after being distraught by the outcome of a cosmetic 
procedure.5 In fact, patients report a high degree of dissatisfaction with cosmetic surgery 
and frequently an increase in symptoms of BDD.16 
      Many individuals with BDD abuse of alcohol or drugs. In one study, 48.9% of BDD 
participants were diagnosed with a lifetime substance-use disorder, with 42.6% reporting 
an alcohol-use disorder and 30.1% reporting a cannabis-use disorder. Onset of BDD 
preceded onset of a substance-use disorder by at least 1 year in 60% of the participants, 
followed onset of the substance-use disorder in 19% of the participants, and began in the 
same year in 21%. When asked about the relationship between substance use and BDD 
symptoms, 68% said that BDD symptoms contributed to the substance use becoming 
problematic.5 
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Comorbidity 
     Many psychiatric illnesses have been reported to cooccur with BDD, the most 
common being major depressive disorder, social phobia, obsessive-compulsive disorder, 
and substance misuse disorders.4 
     In the two largest phenomenology studies of individuals ascertained for BDD, which 
assessed all participants with the Structured Clinical Interview for DSM, major 
depressive disorder was the most common comorbid disorder, with a lifetime prevalence 
of about 75% in both samples. The other most common lifetime comorbid disorders were 
substance-use disorders (30% to 48.9%), OCD (32% to 33%), and social phobia (37% to 
39%).5 In addition, a majority of patients with BDD also have a personality disorder (most 
often, avoidant).8,12  

      Over the past century, BDD has been hypothesized to be related to OCD; but, more 
recently, BDD has also been hypothesized and argued to be a form of affective spectrum 
disorder. Nearly all studies report a high level of comorbidity with depression and social 
phobia, which is estimated to occur in more than 70% of BDD patients and could explain 
the response of the disorder to selective serotonin reuptake inhibitors SSRIs.20 
In this study, onset of major depression most often occurred after onset of BDD, 
consistent with clinical impressions that depression is often (although not always) 
secondary to BDD. 8 
     Anxiety disorders frequently co-occur with BDD. Over 60% of BDD patients were 
reported to have a lifetime history of an anxiety disorder. The lifetime co-occurrence rate 
for social phobia is roughly 38%, which tends to predate the onset of BDD.20  
In a study of BDD among individuals with anxiety disorders, Wilhelm and colleagues 
(1997) found that BDD was most common among individuals with SAD (social anxiety 
disorder) (12%) and less common among individuals with OCD (7.7%), generalized 
anxiety disorder (6.7%), and panic disorder (1.5%). Moreover, among all individuals with 
comorbid SAD and BDD in that study, the onset of SAD preceded that of BDD. Taken 
together, these findings suggest that BDD symptoms may be elevated among individuals 
with SAD and that SAD may be a risk factor for the development of BDD symptoms and 
full-blown BDD. 28 

      The psychiatric literature focused on the obsessions and repetitive behaviors of BDD 
has debated its relationship with OCD. On the basis of the high comorbidity of BDD with 
OCD, the concept of shared etiology/pathophysiology was proposed to explain this co-
occurrence, and it was suggested that BDD may be considered an obsessive-compulsive 
spectrum disorder because of similarities between both conditions.20 
     A study of Axis I comorbidity in patients with BDD showed that 21.7% of BDD 
participants had 1, 28.6% had 2, and 41.4% had 3 or more Axis I psychiatric 
comorbidities. 20 
Gunstad and Phillips found co-occurrence of OCD plus major depression was the second 
most frequent Axis I comorbid disorder in BDD (25%). 20 

     Patients with BDD have high levels of distress, are highly symptomatic, and have poor 
well-being; they also have high scores for depression, anxiety, and anger-hostility on 
assessment questionnaires compared with normal controls. However, the delusional BDD 
variant is associated with more comorbidity than the nondelusional variant. 20 
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Pharmacological treatment  
 
     Pharmacological intervention is often more readily available than CBT, and may 
present a flexible modality by which comorbidities can also be addressed; such 
comorbidities include MDD, social anxiety disorder, and OCD. 3 Medication treatment is 
appropriate for individuals who meet full DSM-IV criteria for BDD, and it is essential 
for more severely ill and suicidal patients. 36 

     First-line pharmacological treatment of BDD (including delusional BDD) is centered 
on the use of selective serotonin reuptake inhibitors (SSRIs), with the incorporation of 
clomipramine when necessary. 3, 23, 36Following reports of cases that responded to SRIs, 
a largely retrospective study of 30 patients found that 58% responded to SRIs compared 
to only 5% for other medications.8  
     SRI medication refers to all of the selective SRI (SSRI) class of antidepressants 
(fluoxetine, sertraline, paroxetine, citalopram, escitalopram, and fluvoxamine) and one 
antidepressant from the tricycle class, clomipramine, which is a potent SRI.4 They are the 
medication of choice for OCD and they are widely used to treat a broad range of disorders 
such as major depressive disorder, panic disorder, social phobia, post-traumatic stress 
disorder, hypochondriasis, bulimia, and binge eating disorder.36 A growing literature also 
suggests that SRIs are also often effective for compulsive skin picking.12 
     Successful SRI treatment results in less frequent and intense appearance 
preoccupations, decreased BDD related distress, less intense urges and less time spent 
performing compulsive/safety behaviors, and better control over BDD preoccupations 
and compulsions.5 Most studies have found that associated symptoms, such as depressive 
symptoms, anxiety, anger-hostility, functioning and life quality, often improve as well.13 
In addition, most studies have found that insight regarding the perceived appearance flaws 
improves with SRI treatment.5 Importantly, SRIs may protect against worsening of 
suicidal behaviors and decrease suicidal ideation in individuals with BDD.7 
       Symptoms significantly improved in open-label studies of fluvoxamine, citalopram, 
and escitalopram (Ns ranging from 15 to 30), and response rates across these studies 
ranged from 53% to 73%. 13 
Five open-label trials of fluvoxamine, citalopram, and escitalopram found that these SRI's 
improved BDD and associated symptoms in 63%–83% of patients.4  
Among SSRIs, there is currently no particularly beneficial drug of choice, although 
escitalopram and fluoxetine are often administered. The exception is citalopram; BDD 
treatment requires relatively high doses, and citalopram has been associated with cardiac 
side effects at the dosages required. 3 

      Although fluvoxamine and clomipramine are the most thoroughly studied SRIs, 
clinical experience suggests that all of the SRIs may be effective for BDD.3 For an 
individual patient, one SRI may be more effective than another, although the SRI that is 
most effective for a given patient must be determined by trial and error and cannot be 
predicted. 12 
      SRI monotherapy appears as efficacious for patients with delusional BDD beliefs as 
for those with nondelusional beliefs.7 SRIs also appear more efficacious than non-SRI 
antidepressants or other types of psychotropic medication.7 Althougt some non-SRI 
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psychotropic medications may be useful as adjunctive treatments with SRIs, they are 
generally ineffective for BDD when used as single agents.12  
Of interest, SRIs as monotherapy appear to effectively treat delusional BDD, whereas 
antipsychotics—as either monotherapy or SRI augmentors—do not appear to. 34 
      SRIs have not been directly compared to one another in a prospective study. However, 
in a chart-review study of 90 patients treated in the first author’s clinical practice, 
response rates were similar for each type of SRI (these data did not include citalopram or 
escitalopram). Overall, 63% (n=55) of adequate SRI trials led to clinically significant 
improvement (much or very much improvement on the Clinical Global Impressions Scale 
for BDD). In this study, no non-SRI medications (haloperidol, perphenazine, imipramine, 
carbamazepine, clonidine, lithium, methylphenidate, and dextroamphetamine; n=8 trials) 
were effective for BDD.36 
      In addition, while the above studies indicate that a majority of patients with BDD 
significantly improve with SRI treatment, response is often partial, and a substantial 
minority of patients do not improve in a significant clinically significant degree. 35 
     SSRIs are recommended for moderate-to- severe BDD, with the proviso that a high 
rate of relapse is likely to occur on their discontinuation. 26 In fact, in a study – a small 
chart-review study from a clinical practice – 83% (N=31) of patients who discontinued 
an effective SRI experienced subsequent relapse of BDD. 30 

 
 
Clomipramine 
 
     In a controlled and blinded crossover study (N=29), clomipramine (a tricyclic 
antidepressant with SRI properties) was significantly more efficacious than desipramine 
(a non-SRI antidepressant) for BDD symptoms, depressive symptoms, and functional 
disability, with 8 weeks of treatment with each medication.13, 36 Treatment efficacy was 
independent of the presence or severity of comorbid OCD, depression, or social phobia. 
This study suggests that SRIs may be more efficacious for BDD than non-SRI 
antidepressants (or at least, a non-SRI tricyclic antidepressant). 36 
   In fact the clomipramine-desipramine study is the most methodologically rigorous 
study to examine the efficacy of a non-SRI medication for BDD and it was consistent 
with a retrospective study of 50 patients, which found that 35 SRI trials resulted in 
improvement in BDD symptoms, whereas 18 non-SRI tricyclic antidepressant trials led 
to no overall improvement in BDD symptoms.36 
However clomipramine is usually reserved for cases in which SSRIs have not proven to 
be of benefit, as the side effect profile of SSRIs tends to be milder than that of tricyclic 
antidepressants (TCAs). 3 
      Of interest, in this series 30% of 23 trials with MAO inhibitors were efficacious. 
Combined with some positive case reports, this finding suggests that MAOIs might be 
tried with more treatment-refractory patients.36 
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Venlafaxine 
 
      A small open-label trial (n=11) found that venlafaxine significantly improved BDD 
symptoms in study completers. However, until more methodologically rigorous studies 
in larger samples are done, it is recommended an SRI rather than an SNRI such as 
venlafaxine as a first-line medication for BDD.36 

Results of a small open-label trial (N=17) also suggested that venlafaxine may be 
efficacious for BDD; however, serotonin-norepinephrine reuptake inhibitors have not 
received additional investigation, and therefore they are not currently considered a first-
line treatment.13  
The use of medications should be considered within a broader framework of their 
potential benefits and adverse effects. 5 
 
Citalopram 
 
     In an open-label study of citalopram in 15 patients, BDD-YBOCS scores decreased 
from 30.7 ± 4.9 at baseline to 15.3 ± 10.6 at termination (p<0.001), with 73.3% (n=11) 
of subjects responding. 36 
Psychosocial functioning and mental health-related quality of life also significantly 
improved. 36 

 
Escitalopram 
 
        An open-label study of escitalopram in BDD that included 14 subjects found that 
almost one-half of subjects were very much improved, and one-third were much 
improved. There also was a significant decrease in delusionality of appearance beliefs. 20 
Similar results were obtained in an open-label study of escitalopram (n=15), with 
significant improvement in BDD symptoms, functioning, and quality life. In an intention-
to-treat analysis, 73% of subjects responded.36  
      The first study to investigate the efficacy and tolerability of escitalopram in BDD 
found significant improvement across numerous domains.31 Fifteen subjects with BDD 
were treated with escitalopram and assessed with reliable and valid measures. BDD 
symptoms significantly improved (P < 0.001), and 73.3% (n = 11) of subjects were 
responders. 31 
Of note, delusional patients were as likely to improve as nondelusional patients, which is 
consistent with previous BDD studies.31 Functioning and quality of life also significantly 
improved after only 12 weeks of treatment, as in previous studies. SF-36 and Q-LES-Q 
scores were markedly poor at baseline (mean of 1.8 SD poorer compared to the general 
population or community norms); at study termination, mean scores were only 0.2 SD 
poorer. 31 It is notable that almost one-half (46.7%) of patients were very much improved 
on the BDD-CGI. 31 BDD responded relatively quickly (4.7 ± 3.7 weeks), which is similar 
to a study with citalopram (4.6 ± 2.6 weeks). By contrast, the mean time to response in 
other SRI studies was 6–9 weeks. However, these comparisons should be made with 
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caution because no direct study has been made comparing different SRIs, and such studies 
are needed to better understand the time of response and the degree of response. 31  
      In another study 100 adults with DSM-IV BDD received open-label escitalopram for 
14 weeks (Phase 1); 58 responders were then randomized to double-blind continuation 
treatment with escitalopram versus switch to placebo for six months (Phase 
2).30Consistent with the prior research, BDD-related insight, depressive symptoms, 
psychosocial functioning, and quality of life also improved significantly with open-label 
escitalopram. The mean Phase 1 escitalopram dose (26.2 ± 7.2 mg/day) is higher than 
doses often used to treat anxiety disorders and depression but similar to doses usually 
recommended for OCD and typically used for BDD. However, no dose-finding studies 
have been conducted in BDD. 30  
Of note, delusional patients were as likely to improve as nondelusional patients, which is 
also consistent with previous BDD studies. However, unlike prior studies, there was a 
trend for those with nondelusional BDD beliefs to be more likely to respond to 
escitalopram. 30  
       A recent trial of open-label escitalopram for use in maintenance therapy for six 
months found that the time to relapse was longer with the administration of escitalopram 
relative to placebo and that the rates of relapse were less for those on escitalopram 
compared to those switched to placebo (18% vs. 40%). This study highlights that 
escitalopram is an effective treatment for BDD compared to placebo and additionally that 
there is a risk of relapse when an efficacious SRI medication is stopped.3, 4 These findings 
are particularly relevant clinically because BDD is often chronic. 30 
      Indefinite continuation of therapy may maintain remission but may be associated with 
side-effects due to medication profile. Discontinuation, if chosen, should occur slowly, 
with a tapering process over several months.3           
 
Fluvoxamine 
 
     The best-studied SRIs in BDD are fluvoxamine and clomipramine. 12 A 16-week open-
label fluvoxamine treatment study that included 27 subjects showed significant 
improvement in BDD symptoms for both delusional and nondelusional patients. 20 
    In a 16-week open-label fluvoxamine study (n=30), BDD-YBOCS scores significantly 
decreased, from 31.1 ± 5.4 at baseline to 16.9 ± 11.8 at termination (p<.001). Of the 30 
subjects, 63% responded to fluvoxamine and fluvoxamine response was not related to 
illness severity. 36 
    In another 10-week open-label fluvoxamine study of 15 patients, 10 of them resulted 
in a much or very much improvement on the Clinical Global Impressions Scale (CGI) 
and ten of the 12 patients who completed the study were responders. 36 
 
Fluoxetine    
 
       A 12-week randomized trial compared fluoxetine with placebo in 67 subjects with 
BDD. As measured by the Yale-Brown Obsessive Compulsive Scale, Modified for Body 
Dysmorphic Disorder (BDD-YBOCS), fluoxetine response (53%) was markedly greater 
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than with placebo (18%). Delusionality did not influence response to treatment, and 
treatment response was independent of symptom severity, duration, and the presence of 
any comorbidities. 3 

      In another study including 74 patients with BDD or its delusional variant found 
fluoxetine to be safe and more effective than placebo in delusional and nondelusional 
patients with BDD. 20   
        In a 12-week placebo-controlled study of fluoxetine in the treatment of BDD, the 
authors investigated change in psychosocial functioning and mental health-related quality 
of life in 60 subjects. It is notable that psychosocial functioning as assessed by the SOFAS 
and LIFE-RIFT improved significantly more with fluoxetine than placebo after only 12 
weeks of treatment. 32 The mean LIFE-RIFT scores in the fluoxetine group were generally 
in the range of satisfactory functioning to mildly impaired functioning. The mean SOFAS 
score in the fluoxetine group at study endpoint (mean = 71.1 [SD = 17.8]) approached the 
low end of the normal range. These improvements were similar to those in a small open-
label study of citalopram in BDD. 32 Once functioning and quality of life are critically 
important components in treatment efficacy, further studies are needed to confirm those 
findings and to determine how generalizable those results are to other body dysmorphic 
disorder patients.32 
     Of note, fluoxetine was not associated with worsening or emergence of suicidality in 
BDD, a disorder with a high risk of suicidality.38 In fact, fluoxetine was found not to 
differ from placebo in the emergence of suicidality in subjects with BDD, suggesting that 
fluoxetine also has a specific effect in reducing suicidality. 3 This result is consistent with 
recent studies in other disorders suggesting that antidepressants are associated with a 
decrease, rather than an increase, suicide tendencies. 38 
 
Levetiracetam 
 
      A reason to examine the efficacy of the antiepileptic levetiracetam for BDD is that an 
open-label study suggested that levetiracetam may be efficacious for social phobia, which 
has similarities to BDD.35 Similarities include, in BDD, high levels of social anxiety, 
avoidance of social and a tendency to misinterpret ambiguous social scenarios as 
threatening. In addition, the presences of high rates of comorbid lifetime social phobia in 
BDD, suggest that BDD and social phobia may be related disorders.35  
     In a pilot study which explored the efficacy and safety of the antiepileptic medication 
levetiracetam for BDD, 17 subjects with DSM-IV BDD participated in a 12-week open-
label levetiracetam trial. Subjects were assessed at regular intervals with standard 
measures.35 In intention-to-treat analyses, scores on the BDD-YBOCS, the primary 
outcome measure significantly decreased, and 52.9% of subjects responded to 
levetiracetam. The response rate was higher (63.6%) in a secondary analysis of those 
subjects who completed the study.35 This pilot study provides preliminary data suggesting 
that levetiracetam may diminish BDD symptoms, BDD-related delusionality, and 
depressive symptoms, and may also improve psychosocial functioning/quality of life.35 

Importantly, levetiracetam was relatively well tolerated.35  
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      The underlying mechanism of levetiracetam for improving BDD symptoms is 
unknown. However, levetiracetam's effects on gamma‐aminobutyric acid (GABA) 
receptors might have a role in treating BDD, and this possibility should be explored in 
further studies. 37 

 
SRI Dosing 
 
    There is an absence of dose-finding studies of SRI medications in BDD; however, the 
clinical experts in the field have suggested that higher doses are required comparing to 
depression and to those typically recommended for eating disorders, 4, 14 
In a chart-review study (n=90), the mean SRI doses were 66.7 ± 23.5 mg/day of 
fluoxetine, 308.3 ± 49.2 mg/day of fluvoxamine, 55.0 ± 12.9 mg/day of paroxetine, 202.1 
± 45.8 mg/day of sertraline, and 203.3 ± 52.5 mg/day of clomipramine. Some patients 
only respond to higher doses than the maximum recommended dose.8      
      The current recommendations are that the SRI should be taken for at least 12 weeks 
before determining whether it is efficacious. 5  In most studies, in which fairly rapid dose 
titration were used, the average time required for BDD to respond was 6-9 weeks and in 
some cases 12 or even 14 weeks. It is therefore recommended that patients receive an SRI 
for at least 12 weeks before switching to another SRI, and that the highest SRI dose 
recommended by the manufacturer (if tolerated) is reached if lower doses are ineffective.8 
However, not uncommonly, for some patients, the response is optimized when the 
maximum SRI dose recommended by the manufacturer is exceeded. In other words, some 
patients may benefit from SSRI doses that exceed the maximum dose recommended by 
the pharmaceutical company (although this dose should not be exceeded for 
clomipramine or citalopram).7,36 These higher doses are best suited to patients who have 
only partially responded to the highest dose recommended by the pharmaceutical 
company and who are tolerating the medication well. This approach is also more 
appealing for patients who have not responded to several previous SRIs or SRI 
augmentation trials, as remaining medication options are becoming more limited for such 
patients. Clomipramine doses, however, should not exceed 250 mg/day. 36 
      How rapidly the dose is raised will depend on several factors. Generally it is suggested 
quicker titration for very ill and suicidal patients, but titration will also depend on how 
well the medication is tolerated, the frequency of office visits/patient monitoring, and 
patient preference. It is also suggested attempting to reach the maximum SRI dose 
recommended by the pharmaceutical company by week 5 to 9 of treatment, if tolerated.  
Titrating the dose fairly rapidly, may make it more difficult to determine whether a lower 
dose might be effective for a particular patient. However, a slower titration has the 
potential disadvantage of an unnecessarily protracted treatment trial. SRI titration, 
however, needs to be tailored to each patient depending on the clinical circumstances. 36 
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SRI Trial Duration 
 
     Response to an SRI usually develops gradually and may not be evident for 12 or, 
occasionally, even 14–16 weeks. The above studies of fluvoxamine and fluoxetine 
reported a mean time to BDD response of 6 to 9 weeks, whereas citalopram and 
escitalopram studies reported a mean time to response of 4.6 ± 2.6 weeks and 4.7 ± 3.7 
weeks, respectively. These studies used a fairly rapid titration schedule, so an even longer 
time to response might be expected with a slower dose increase.36 
     It is possible that SRI trials longer than 12–16 weeks would result in a higher response 
rate, but longer treatment durations have not been studied. In the authors’ clinical 
experience, it is unlikely for patients to first evidence a medication response (at least 30% 
improvement on the BDD-YBOCS) after 12–16 weeks of treatment, unless the dose 
titration has been slow.36 
 
Continuation and Maintenance SRI Treatment 
 
      No published continuation or maintenance studies have been done. The only available 
empirical data are from a chart-review study in which 25 patients who responded to an 
SRI continued SRI treatment for 6 additional months. Over the next 6 months, 40% of 
these patients had further improvement in BDD symptoms, and only 8% relapsed. 
Relapse of BDD was defined as worsening on the BDD-Psychiatric Symptom Rating 
scale by at least 2 points plus meeting full DSM-IV criteria for BDD; improvement was 
defined as at least 1point improvement on this scale between the beginning and end of 
the 6-month continuation phase. This finding is consistent with clinical experience in 
suggesting that relapse with continued SRI treatment is rare and that many patients who 
respond to an SRI by 12 to 16 weeks of acute treatment continue to experience further 
gradual improvement with continued SRI treatment.36 Based on clinical experience, it is  
recommended that an effective SRI should be continued for several years, if not longer. 
It appear to be no major risks of continuing an SRI over years. However, the duration of 
SRI treatment needs to be tailored to each patient and based on clinical judgment.36 

 
Discontinuation of an Effective SRI 
 
    Only limited data are available on the important issue of relapse risk after 
discontinuation of an effective SRI.  The only data available are from a chart-review study 
in which life table analysis estimated that 87% (n=20) of patients who discontinued an 
effective SRI relapsed within the next 6 months, compared to 8% (n=2) in the group who 
continued an effective SRI (p<.0001). The average time to relapse in the SRI 
discontinuation group was approximately 75 days. While preliminary, these data suggest 
that caution should be used if an SRI is discontinued, as relapse may be likely. 36  
      Relapse appears to be common after discontinuation of an effective SRI, and longer-
term SRI treatment is often needed.13 For patients who appear at high risk for suicide, 
lifelong SRI treatment is recommended, as suicides have been known to occur after SRI 
discontinuation.13 
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SRI Side Effects 
 
     The side effects associated with the use of SRIs in BDD are similar to those found in 
other disorders treated with SRIs, such as major depression or OCD, although since the 
dosages of SRIs used in BDD may be higher than in other disorders, the side effects may 
be proportionally dose related. SRI side effects are not uncommon, but they are often 
tolerable and often resolve over time.36  

SRI-associated side effects may include sedation or activation, insomnia, gastrointestinal 
symptoms such as nausea, delayed orgasm, and symptoms such as vivid dreams or 
dizziness upon discontinuation. For such reasons, it is always a good idea to slowly titrate 
up or down when adjusting the dose. 36 

 

Efficacy of SRIs for Delusional BDD 
 

       Available data indicates that SRIs are currently the medication of choice for patients 
with delusional BDD beliefs, as well as those who have some insight regarding their 
appearance defects.36 
      Although delusional symptoms in other disorders are typically treated with 
antipsychotics, every BDD study that has examined this issue has had the same finding: 
delusional BDD patients are as likely to respond to SRI monotherapy as nondelusional 
patients. In the placebo-controlled fluoxetine study, fluoxetine was as efficacious for 
those with delusional BDD as for those with nondelusional BDD, with a response rate of 
50% and 55%, respectively. In the desipramine/clomipramine study clomipramine was 
even more effective for delusional patients than for nondelusional patients. 36 
These findings are consistent with earlier findings from case reports, clinical series and 
open-label trials which also indicated that delusional patients have a high response rate 
to SRIs alone (i.e., without an antipsychotic). These data also suggest that antipsychotics 
alone are only rarely effective for delusional BDD. Thus, it is currently recommended the 
treatment of delusional BDD with an SRI and not with an antipsychotic alone.36 

    In contrast, available data also suggest that greater delusionality/overvalued ideation 
in BDD may be associated with a poorer response to CBT.36 
 
If an SRI Isn’t Adequately Effective: Switching to another SRI or Augmenting the 
SRI 
 
     An SRI should be tried for 12–16 weeks before drawing conclusions about its 
effectiveness.36 
Ideally, by this time the highest dose recommended by the pharmaceutical company (if 
necessary) or tolerated by the patient will have been tried for at least 3 weeks of the 12–
16 weeks. If tolerated, higher doses than this can be cautiously tried to obtain or optimize 
a response (excluding clomipramine). If this approach is not adequately effective, 
switching to another SRI or augmenting the SRI with another medication is indicated at 
this time. 36 
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      Switching from one SRI to another is a good option. In a chart-review study, 43% of 
patients who did not adequately respond to an initial adequate SRI trial responded to at 
least one subsequent adequate SRI trial, and 43.5% of subsequent adequate SRI trials 
received by these patients were effective. 36 
    Only one controlled study has examined SRI augmentation in BDD. A small double-
blind randomized study (n=28) examined the addition of pimozide versus the addition of 
placebo to ongoing fluoxetine treatment, after subjects had received an adequate 
fluoxetine trial. Pimozide was not more efficacious than placebo; the effect size was 
small, and the response rate to pimozide was 18.2% versus 17.6% with placebo and there 
was no significant effect of baseline delusionality on endpoint BDD severity (i.e., more 
delusional patients did not have a better response). 36 
However, data are still very limited, and additional studies of SRI augmentation with 
antipsychotics are needed. Adding an antipsychotic to an SRI may be worth trying, 
especially for patients who are delusional, have prominent delusions of reference, are 
very agitated or appear at risk of suicidal or violent behavior. 
In addition an atypical (or second-generation) antipsychotic may be more helpful than a 
typical antipsychotic, and ziprasodone seems particularly promising. According to this 
study patients should receive an antipsychotic for BDD only in combination with an 
SRI.36 
        Augmentation with buspirone, a 5HT1A partial agonist, is appealing because this 
medication is usually well tolerated. In a small open study, 13 patients with BDD who 
had not responded or had only partially responded to an adequate SRI trial had buspirone 
added to the SRI. Six subjects (46%) improved. In a chart-review study, 33.3% (n=12) of 
SRI augmentation trials with buspirone led to significant improvement, with a large effect 
size. The mean buspirone dose was 56.5 ± 15.2 mg/day. 36   
      Adding clomipramine to an SSRI, or vice versa, is another option. In a chart-review 
study, this approach resulted in a response of 44.4% (n=4) of cases, with a small to 
medium effect size. While this approach is generally well tolerated, it should be used with 
caution, because SSRIs have the potential to unpredictably and sometimes dramatically 
increase clomipramine blood levels, which has a low therapeutic index. Thus, when 
adding clomipramine to an SSRI clomipramine levels should be monitored, starting at a 
clomipramine dose of only 25 – 50 mg/day. 36 
        Clinical experience suggests that occasional patients respond well to SRI 
augmentation with lithium or methylphenidate. These approaches may also improve 
depressive symptoms, suicidality, or anergia.36        
    Venlafaxine augmentation of SSRIs is also promising.36  
     Adjunctive benzodiazepines should be considered for very anxious or agitated 
patients. The potential for substance abuse or dependence must be considered, although 
clinical experience suggests that relatively few BDD patients abuse these medications. 36 
    However, all of the above augmentation approaches need to be studied. No 
methodologically rigorous studies have compared one augmentation agent to another. In 
addition, it is unclear what an optimal duration is for an augmentation trial, although 
clinical experience suggests that 6–8 weeks is probably adequate to determine whether 
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the augmentation approach will be effective (it is probably best to use a 12-week trial for 
clomipramine or venlafaxine augmentation, however). 36 

    It not also clear whether augmentation is better than switching to another SRI, or vice 
versa. In a chart-review study, patients who had not adequately responded to an SRI and 
who received subsequent SRI augmentation had a response in 33% (n=8) of trials, 
whereas switching to a different SRI led to response in 44% (n=10) of trials.  Response 
to SRI augmentation was better when the augmenting agent was added to a partially 
effective SRI, as opposed to an ineffective SRI (response rates of 41% versus 18%).36 

Whether to switch or augment is a complex decision that requires clinical judgment and 
understanding of the particular patient. 36 
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Cognitive Behavioral Therapy 
 
     Available research suggests that cognitive-behavioral therapy (CBT) may be 
efficacious for BDD.5 Most studies have examined a combination of cognitive 
components (eg, cognitive restructuring that focuses on changing appearance-related 
assumptions and beliefs) with behavioral components, consisting mainly of exposure and 
response prevention (ERP) to reduce avoidance and compulsive and safety behaviors.5 
Exposure consists on having patients exposing the perceived defect in social situations 
(for example, going to formerly avoided restaurants or stores without a hat or heavy 
makeup, or sitting in a crowded waiting room).12 Response prevention consists on helping 
patients avoiding BDD behaviors, using techniques such as covering or removing mirrors, 
limiting grooming time, covering skin areas that are picked, and stopping makeup use 
and seeking reassurance. Cognitive restructuring, which helps patients change erroneous 
beliefs about their appearance and the importance attributed to appearance, is also often 
part of treatment.12 
      CBT for BDD is based on a neurobiologically informed cognitive behavioral model 
of BDD. This treatment consists of psychoeducation; case formulation; setting valued 
goals; motivational enhancement; cognitive restructuring; exposure and ritual prevention; 
mindfulness and attentional retraining; and advanced strategies to modify self-defeating 
assumptions about the importance of appearance and to enhance self-acceptance, self-
esteem, and self-compassion.22 An intensive ritual prevention is a core component of 
treatment for BDD, which is not needed for depression or social phobia.23 

In addition, certain BDD symptoms may require specialized techniques, such as the use 
of habit reversal training for compulsive skin-picking or hair-plucking.5 
     Treatment must also target other problematic symptoms linked to BDD, such as 
surgery seeking and skin picking/hair pulling done in an attempt to improve one’s 
appearance.23 Some protocols include additional modules that allow for the therapist to 
address BDD-specific symptoms that might not affect all patients (eg, skin picking/hair 
pulling, surgery-seeking, and shape/weight concerns) in a flexible manner. 27 
      Treatment with CBT involves determining the maladaptive thoughts and behaviors 
that are maintaining the patient’s BDD symptoms and undermining their functioning and 
finding ways to change these maladaptive thoughts and behaviors.20 The treatment also 
usually involves relaxation training, including deep breathing and muscle relaxation, 
which could also be applied for patients with BDD. 20 

     Although there is some evidence that both the behavioral and cognitive aspects of CBT 
are effective in isolation, the relative contribution of these respective elements in 
combined treatment requires further investigation. Nevertheless, there are preliminary 
indications that the behavioral component of CBT may result in lower relapse rates that 
those found in SRI trials. 33 
Early case reports indicated a successful outcome with exposure therapy and cognitive 
plus behavioral techniques.8 
     Findings from neuropsychological research support the use of cognitive-behavioral 
strategies to help patients reducing the focus on minor details of their appearance and to 
instigate a view of their body in a much “holistically” way.5 



 

 24 

In adult populations, six RCTs have demonstrated CBT to be efficacious in reducing BDD 
severity compared with no treatment or wait-list control conditions, supportive therapy, 
and anxiety management.29 They have demonstrated the efficacy of CBT for BDD in 
adults, with response rates ranging from 48% to 82%. 21 
     A pilot controlled trial conducted by Veale et al tested a specific CBT model for BDD 
patients, patients with real disfigurements who seek cosmetic surgery but are emotionally 
well-adjusted, and healthy controls without any defect. They found significant changes 
in the group treated with CBT who obtained a 50% reduction in symptoms using the Yale-
Brown Obsessive Compulsive Scale (modified for BDD) and Depression Rating Scale as 
outcome measures.20  
     As insight regarding the appearance beliefs is often poor and patients may be very 
reluctant about initiate or remain in psychological treatment, motivational interviewing 
techniques will often need to be applied at later stages of therapy as well.4,23 In fact BDD 
patients typically need more intensive engagement and ongoing motivational 
interventions than patients with other disorders such as OCD. 23 
     Cognitive interventions are more complex and intensive for BDD than for OCD or 
social phobia because of the delusional nature of BDD beliefs and delusions of reference. 
Exposure exercises and behavioral experiments are needed for prominent social 
avoidance, unlike treatment for OCD, depression, or eating disorders. 23  
     In a report of five patients with BDD, four improved using such approaches in 90-
minute sessions one day or five days per week.12 

Early case reports indicated that exposure therapy may be effective. In a subsequent 
series, in which BDD patients (n=17) received 20 sessions of daily individual 90-minute 
CBT, BDD symptom severity significantly decreased.5 In an open trial of group CBT 
(n=13), administered in twelve- 90-minute sessions, BDD and depressive symptoms 
significantly improved (from severe to moderate).5  
Two wait-list controlled studies have been published.8 In a randomized study of 
individual CBT (N=19) patients who received 12 weekly sessions of 60-minute individual 
CBT improved significantly more than those in a no-treatment wait-list control 
condition.8, 13 In another study (n=54), women randomized to cognitive therapy plus ERP 
(provided in 8 weekly 2-hour group sessions) improved more than those randomized to a 
no-treatment wait-list control condition.8 BDD symptoms were significantly decreased in 
therapy subjects and the disorder was eliminated in 82% of cases at posttreatment and 
77% at follow-up.20 Overall psychological symptoms and self-esteem also improved in 
therapy subjects. 17  

In another study, exposure and response prevention plus cognitive techniques were 
effective in 77% of 27 women who received this treatment in eight weekly two-hour 
group sessions. 12  
      In a study of ten participants who received thirty 90-minute individual of ERP 
sessions without a cognitive component, and 6 months of relapse prevention, 
improvement was maintained at up to 2 years. 5                       
    There is only one study that has compared CBT for BDD versus another type of 
therapy. This study randomly allocated 46 adult patients with BDD to either receive CBT 
(with individual sessions of 1h at weekly intervals) or anxiety management (AM) 
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(provided once a week for 12 weeks, with each session lasting 1h). AM treatment 
followed a standard protocol and consisted of (1) practicing progressive muscle relaxation 
and breathing daily, (2) identifying triggers and physical symptoms associated with 
appearance-related anxiety and (3) utilizing brief muscle relaxation and breathing 
techniques in trigger situations.4,26   
Fifty-four percentage of participants were classified as having a delusional BDD. 4 At 12 
weeks, CBT was found to be significantly superior to AM in what concerns reducing 
symptom severity and on improving the secondary outcome measures such as quality of 
life and level of insight.4 Outcomes improved even further after 4 additional CBT 
sessions, and gains were maintained at the 1-month follow-up.7  
This effect was also seen for those individuals with delusional beliefs or depression 
suggesting that CBT is just as effective as reducing BDD severity in these more impaired 
groups. 4   
     The National Institute for Health and Clinical Excellence guidelines recommend CBT 
that is specific for BDD, which follows a protocol over 16–24 sessions. 4 
      Although it is well established that CBT for BDD is associated with significant 
symptom relief in the short term, longer-term outcomes are less clear. A recent meta-
analysis of CBT for BDD concluded that gains are likely to be maintained for a least 2–
4 months following treatment.29 
Existing RCTs in adults have included follow-up periods ranging from 1 to 6 months and 
have shown preservation of gains over this period. 29 
    Only two studies have examined longer-term outcomes (McKay, 1999, Veale et al., 
2015). McKay (1999) found that gains were maintained at 2-year follow-up among 10 
patients who had received behavior therapy with or without an additional relapse 
prevention program. In a larger study, Veale et al. (2015) examined outcomes among 30 
patients 1–4 years after completing CBT. Overall, symptoms remained stable and the 
relapse rate was relatively low (n = 4, 13.3%). However, it is of note that 12 patients 
(30.8%) were on medication at the long-term follow-up and 10 (25.6%) had received 
further psychological treatment, which may have contributed to the positive outcomes. 29 
 
Individual vs Group CBT 
 
    Although methodologically heterogeneous, studies suggest that individual and group 
CBT are empirically supported treatments for BDD. 27 
     Two open studies and at least one controlled study (using a waiting list) have 
suggested that individual CBT is an effective treatment for BDD. The combination of 
ERP and cognitive therapy (ie, CBT) has been shown to be potentially effective in BDD 
in different forms, ie, weekly or intensive CBT, CBT associated with role playing, 
“modular” CBT, and CBT associated with medication or psychosocial rehabilitation, 
even among patients who present comorbidity with various personality disorders.  
     Patients treated with individual CBT showed decreased concern with their imagined 
physical defects, their overvalued and delusional ideas, their obsessive and compulsive 
symptoms, anxiety and depression, as well as in their professional performance and social 
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activities.27 Nevertheless, one controlled study suggests that cognitive therapy added to 
ERP does not result in significant gains as compared with pure ERP.27  
    On the other hand, one open study and one controlled study (using a waiting list) 
revealed favorable effects of group CBT in the treatment of BDD, both in relation to 
symptomatology of the disorder and in relation to comorbid depression. These results 
reinforce the importance of controlled studies which investigate the use of group CBT on 
the treatment of BDD because this method of treatment may be financially advantageous 
for the public health system, as it allows the treatment of a greater number of patients at 
a lower cost. 27 
 
 
Modular Cognitive–Behavioral Therapy for Body Dysmorphic Disorder 
 
      This CBT model is based on the premise that individuals with BDD misinterpret 
visual input of normal appearance features or minor appearance flaws in biased ways that 
result in negative cognitive, emotional, and behavioral consequences of BDD.  
Furthermore, according to this cognitive–behavioral model, individuals with BDD tend 
to elevate the meaning and importance of these minor, or even nonexistent, physical 
imperfections and react to negative interpretations with anxiety, depressed mood, shame, 
and further excessive attention to the perceived flaws. Additionally, the model postulates 
that negative feelings resulting from this faulty cognitive processing lead to attempts to 
neutralize these feelings with ritualistic behaviors (e.g., surgery seeking) and avoidance 
of situations (e.g., social situations) that trigger these unpleasant feelings. Because these 
ritualistic behaviors and avoidance behaviors sometimes temporarily diminish painful 
emotions, they are negatively reinforced, and, in this way, are hypothesized to maintain 
dysfunctional BDD-related behaviors. 24 
     This manual which is broadly applicable to BDD patients, including those with 
delusional beliefs, includes core treatment elements and optional treatment modules that 
allows a more flexible, personalized treatment for each patient. 24  
     Briefly, subjects received 22 sessions of CBT-BDD that included the following core 
components: 1) psychoeducation and case formulation based on the information obtained 
during the assessment, the therapist and patient together derived a cognitive–behavioral 
model for the patient’s specific BDD symptoms, including hypothesized mechanisms that 
were causing and/or maintaining the symptoms; 
 2) motivational enhancement strategies to be used whenever patients exhibited 
ambivalence about starting treatment or to enhance motivation as needed during the 
course of their treatment. 3) cognitive restructuring, identifying unrealistic negative 
thoughts and beliefs about appearance; 4) exposure and ritual prevention: after 
identifying avoidance behaviors, the therapist and the patient developed an exposure 
hierarchy of situations that provoked anxiety or discomfort. To reduce ritualistic 
behaviors like excessive mirror checking, participants monitored the frequency and 
contexts in which they performed their rituals, and identified strategies to resist them in 
order to reduce avoidance and safety behaviors/rituals; 5)mindfulness interventions and 
perceptual retraining to help patients learn to broaden their perspective and attend to 
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aspects of appearance other than perceived defects. This helped patients learn to observe 
and describe their entire body in objective, non-judgmental language while standing a 
normal distance (e.g., two to three feet) from the mirror and refraining from safety or 
ritualistic behaviors while in front of the mirror. In addition, patients learned to retrain 
their attention when interacting with other people; rather than just comparing their 
disliked body parts to the same body parts of others, they learned to pay attention to other 
aspects of appearance and nonappearance characteristics of others, as well as their 
surroundings. 6) Advanced cognitive restructuring helped patients learn to modify deeply 
held core beliefs and included interventions to decrease the importance of appearance 
which help patients to base their self-esteem on other aspects of themselves (e.g., talents, 
intelligence, moral values). 7) relapse prevention focused on consolidation of skills and 
maintenance of gains. During relapse prevention, therapists helped patients prevent, 
expect, and react effectively to setbacks, and taught patients to conduct self-therapy 
sessions. 24, 25 8) modular interventions: In addition to these core components, which all 
participants received, the treatment included four optional treatment modules selected for 
use by therapists if relevant to a participant’s particular symptoms. Therapists chose from 
the following modules:24,25 (a) Skin picking and hair plucking: this module uses habit 
reversal for compulsive skin picking and hair pulling, which more than one-third of BDD 
patients engage in to try to improve their appearance; (b) Muscularity and shape/weight 
module: this module is more often used for patients (mostly males) with muscle 
dysmorphia, a particularly malignant form of BDD associated with anabolic steroid abuse 
in which patients think they are insufficiently big and muscular. This module is also used 
for patients who think they are too fat 24 ;  
(c) Cosmetic treatment module: this module contains psychoeducation for patients who 
are considering cosmetic treatment (e.g., surgical, dermatologic) for BDD symptoms.  
A majority of BDD patients receive cosmetic treatment for their perceived appearance 
flaws.24 In fact in the largest study to date, 76% of 250 adults with BDD sought, and 66% 
received non-psychiatric treatment for their perceived appearance defect, most commonly 
dermatological and surgical.16 However, nonpsychiatric treatment rarely improves 
overall BDD symptoms. 39 In fact, in a study conducted with 200 individuals with BDD, 
subjects retrospectively reported that only 3.6% of all treatments resulted in overall 
improvement in BDD.5  Cognitive and motivational strategies are used to address 
maladaptive beliefs about the perceived benefits of surgery as well as to enhance patients’ 
engagement in CBT.24; 
 (d) Mood management module: this module includes activity scheduling and other 
approaches for more severely depressed patients.24 Usually a therapist would select 
specialized modules after the patient had been introduced to all core CBT-BDD skills. 25 

     Results from this pilot study suggest that this modular manualized CBT treatment for 
BDD is feasible to implement and appears to be an effective treatment for patients with 
this disorder.  
Mean BDD symptom severity scores improved from moderately severe to the subclinical 
range, and depressive symptoms significantly improved from moderate to mild.  The 
relatively high retention rate suggests that this intervention is acceptable to most patients, 
as more than 80% of those who began treatment completed it. Moreover, follow-up data 
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showed that patients who completed treatment maintained their gains for at least 6 months 
following treatment completion. In addition, patients reported very high levels of 
satisfaction with the treatment (88.9%) based on the CSI. 24 
       When examining the efficacy of CBT-BDD relative to a waitlist control condition in 
adults with BDD,  the high response rate after 22 sessions of treatment (81-83%) is similar 
to what was reported in an open trial of this new treatment in which 75% of the ITT 
sample and 80% of treatment completers were responders based on the BDD-YBOCS 
criterion. Consistent with earlier CBT studies, this research showed that post-treatment 
gains of CBT-BDD were maintained during an extended follow-up period.25 These 
findings suggest that CBT specifically developed for BDD also improves BDD-related 
insight and associated symptoms such as depression and disability.  
The seven (19%) participants who dropped out or were withdrawn early from the study 
had a higher BDD-YBOCS total score, a higher BDI-II total score, and were more likely 
to have a personality disorder than those who completed the study. 25 From a clinical 
perspective, it appears that those who terminated early were more severely ill. Of the 
seven patients who dropped out, four terminated prior to beginning CBT (2 at baseline 
and 2 during/immediately after the waitlist). It might not have been tolerable for those 
who were suffering to this degree to comply with all of the study procedures and a delayed 
start of treatment. The remaining three drop-outs dropped during CBT-BDD (1 at week 
4 and 2 at week 8).  Thus, while this study is small and available information is limited, 
it appears that dissatisfaction with treatment does not appear to be the primary reason for 
dropout, other reasons appear to be more compelling (e.g., moving out of the area).25  
      Predictors of early termination indicate that in future treatment studies special 
attention may be needed to retain participants with more severe BDD, more severe 
depression, and those with comorbid personality disorders. 25  
 
Predictors of Response to CBT for Body Dysmorphic Disorder 
 
     While CBT for BDD is effective, not everyone improves or improves fully. 
Additionally, BDD often requires a longer treatment (e.g., 22 sessions), thus utilizing 
significant resources. Identifying predictors of CBT response could inform important 
targets to address prior to or at the onset of treatment to optimize outcome. 21 
      This propose treatment was delivered in weekly individual sessions over 18–22 weeks 
and results indicated that greater motivation/readiness to change (University of Rhode 
Island Change Assessment Questionnaire), greater treatment expectancy (Treatment 
Credibility/Expectancy Questionnaire), and better baseline BDD-related insight (Brown 
Assessment of Beliefs Scale) significantly predicted better CBT response at post-
treatment.21 
On the other hand, poorer BDD-related insight at baseline significantly predicted a lower 
chance of treatment response.  However, another study of CBT for BDD did not find that 
poorer insight predicted CBT response, although statistical power was limited (n=46, 13 
responders; Veale et al., 2014). Thus, the relationship between BDD-related insight and 
treatment outcome is not entirely clear. 21 
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      In addition, baseline BDD symptom severity, depression, and impairment in 
psychosocial functioning were not significant predictors of post-treatment outcome, 
consistent with the results from a recent meta-analysis Harrison et al., (2016) and the 
Veale et al. (2014) trial, in which baseline depression did not predict response. These 
results suggest that even individuals with severe BDD, severe depression, and high levels 
of functional impairment can be treated successfully with CBT for BDD. This is 
encouraging, given the frequency of comorbid major depressive disorder and often high 
levels of depression, as well as substantial functional impairment, in individuals with 
BDD. The results support previous findings that depression and psychosocial impairment 
improve in response to a targeted CBT for BDD, without requiring additional treatment.21 
       Taken together, CBT for BDD is often efficacious even for those who are severely 
ill, depressed, and functionally impaired (none of which significantly predicted treatment 
outcome). However, because these patients may be at greater risk of dropping out in an 
early stage of the treatment, specific strategies, such as behavioral activation, in addition 
to motivational enhancement, may be needed early and often to ensure these individuals 
receive the full treatment.21 
 
Pharmacologic treatment vs CBT  
 
     At this time it is not known whether medication or CBT are more efficacious for BDD, 
as no randomized controlled studies have directly compared them.4 Furthermore, it is not 
known whether a combination of medication and CBT is more efficacious than either 
treatment alone.5 However, based on clinical experience, the authors recommend that all 
patients with severe BDD, severe depressive symptoms, or active suicidal ideation 
receive an SRI and ideally both treatments.5 An SRI is recommended for those patients, 
as partial response may make CBT more tolerable and enable patients to participate in 
CBT treatment. 8  
     However, clinical experience suggests that some patients respond well to either an SRI 
or CBT alone, whereas others benefit from treatment with both types of treatment.9 
     Before instituting an SRI and/or CBT, it is also important to provide psychoeducation 
on BDD. For patients who are reluctant to accept the diagnosis and treatment (e.g., 
delusional patients), it can be helpful to emphasize that treatment is likely to decrease 
their suffering and improve functioning.8 
      
Alternative psychosocial treatments 
 
     Currently, CBT is the only psychosocial treatment with preliminary empirical support. 
Some patients, however, refuse CBT or terminate prematurely the therapy. Therefore, 
alternative treatments are needed. 5 

    Interpersonal psychotherapy (IPT) may offer a promising substitute. Individuals with 
BDD often have a history of emotional abuse, long-standing interpersonal conflicts, and 
may suffer from crippling social anxiety and interpersonal problems. IPT enables patients 
to develop more effective strategies to reduce interpersonal distress, poor self-esteem, 
and depressed mood, which are hypothesized to maintain body image concerns. Results 



 

 30 

from a small open trial pilot (n=9) regarding the preliminary efficacy of IPT for BDD are 
promising, and a randomized controlled trial is currently under way. 5 
     Research on insight-oriented and supportive psychotherapy is extremely limited but 
suggests that BDD symptoms - especially severe symptoms - are unlikely to significantly 
improve with these treatments alone. However, they can be helpful for other problems 
the patient may have and may be a useful adjunct to CBT and/or an SRI. 8 

    Supportive psychotherapy focuses on maintaining, improving, and restoring self-
esteem and adaptive coping skills as well as on reflecting and expressing emotions about 
current life issues. The intent of this nondirective treatment is to help patients learn to 
cope with external and psychological challenges, emphasizing the therapeutic 
relationship and self-esteem as vehicles for patient improvement. 22 
In the first comparative study of therapist-delivered CBT-BDD and supportive 
psychotherapy, CBT-BDD was more consistently efficacious in reducing BDD-symptom 
severity, whereas the outcome was more variable with supportive psychotherapy. 
Changes in secondary symptoms mirrored those observed in BDD severity, although 
most were not statistically significant.22 Of note, the supportive psychotherapy response 
rate (69.2% at MGH Massachusetts General Hospital and 45.5% at RIH Rhode Island 
Hospital among completers) exceeds the anxiety disorders and is much higher than the 
rate in a 12-week trial of internet-based CBT (54%) vs supportive psychotherapy (6%) 
for BDD. 22 Thus BDD severity and associated symptoms appeared to improve with both 
CBT-BDD and supportive psychotherapy, although CBT-BDD was associated with more 
consistent improvement in symptom severity and quality of life. 22 
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Conclusion 
 
      Despite BDD's prevalence and severity, this disorder remains underdiagnosed in 
clinical settings. 5 Given the markedly poor functioning and quality of life as well as high 
rates of suicidality among these patients, it is important that BDD is recognized and 
accurately diagnosed.5 Of note, undiagnosed BDD commonly complicates affective and 
anxiety disorders, in particular social anxiety disorder. 15 
     Available data suggest that cosmetic treatment is almost never effective for BDD; can 
make symptoms worse, and can trigger even violent behavior towards clinicians who 
provide such treatment.7 
    In contrast, an appropriate psychiatric treatment is often effective and can even be life-
saving.19 

Interventional research on BDD is still limited. However, available treatment data are 
promising and indicate that most patients improve with appropriate treatment that targets 
BDD symptoms specifically.5 
No medication is approved by the FDA for the treatment of BDD. In fact, studies that are 
required for FDA approval have not been conducted in BDD.5 
     However, SRIs appears to be efficacious. In fact, all studies conducted to date, report 
that the majority of BDD patients shows an improvement, particularly when relative high 
doses are given. Therefore, they are recommended as the first-line medication for BDD, 
including delusional BDD.5,9,36 It is suggested the use of the maximum SRI dose 
recommended by the pharmaceutical company, if tolerated, unless a lower dose is 
effective and for some patients it can be helpful to exceed this dose. 36 Additionally long-
term treatment appears often necessary.8 
      In addition, CBT, using a combination of cognitive and behavioral techniques, may 
also be beneficial.9 In fact, CBT is the best tested and most promising psychosocial 
treatment for adults with BDD.23 
     To sum up, treatment mainstays of BDD typically involve some combination of 
cognitive behavioral therapy (CBT) modalities and pharmacotherapy.3 However, 
additional treatment development and efficacy studies are urgently needed, including 
larger CBT studies, CBT studies with control groups that receive treatments commonly 
used in the community (e.g. supportive psychotherapy), studies of CBT augmentation of 
SRIs and vice versa, and studies of other psychotherapies, non-SRI medications, and 
other somatic treatments.7 
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