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Review Article

Intersecting Realities: Body Dysmorphic Disorder and Substance Abuse in Women - A
Holistic Treatment Approach

Metin Cinaroglu Abstract: The intersection of Body Dysmorphic Disorder (BDD) and substance abuse in
) women presents a clinical tableau rich with complexity and challenges. This review
Istanbul Nisantas: University, explores the intricate relationship between BDD—a disorder characterized by an
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Tiirkiye, metincinaroglu@gmail.com obsessive preoccupation with perceived physical flaws—and substance abuse, where

women may turn to drugs or alcohol as a maladaptive coping mechanism to alleviate the
distress associated with BDD. A literature-focused methodology was employed in the
study. In this context, databases such as PubMed, DergiPark, WoS, and ScienceDirect were
utilized to explore the relevant literature. The analysis delves into the unique
manifestation of BDD in women, influenced by societal, cultural, and psychological factors
that often impose stringent beauty standards and exacerbate body image concerns.
Patterns of substance abuse among women are discussed, highlighting the rapid
progression from usage to dependency, known as telescoping, and the impact of societal
stigma that compounds the struggles of women with addiction. Risk factors for both
conditions are examined, with a focus on shared contributors such as trauma, mental
health comorbidities, and societal pressures. Current treatment approaches are reviewed,
advocating for an integrated model that combines psychotherapy, pharmacotherapy, and
holistic or alternative interventions. The review emphasizes the importance of Cognitive
Behavioral Therapy for BDD and Medication-Assisted Treatment for substance abuse, as
well as the inclusion of mindfulness, meditation, and gender- The conclusion reinforces
the imperative of a cohesive treatment strategy, underscoring the need for gender-
specific, trauma-informed care that understands and addresses the complex interplay
between BDD and substance abuse in women. This comprehensive approach promises
more effective support and a hopeful pathway to recovery for women entangled in the
web of these co-occurring disorders.
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1. Introduction

In the intricate landscape of mental health, certain conditions stealthily intertwine, creating complex
challenges that often go unrecognized in clinical settings. BDD and substance abuse (Phillips & Susser,
2023a) are two such conditions that, when converged, particularly among women, present a tapestry of
psychological distress warranting comprehensive understanding and nuanced care. This review article
seeks to shed light on the intersectionality of BDD and substance abuse in women, underscoring the
multifaceted nature of their coexistence and the critical need for gender-specific research and
therapeutic interventions.

Body Dysmorphic Disorder is a pervasive and often debilitating condition characterized by an excessive
preoccupation with one or more perceived defects or flaws in physical appearance, which are not
observable or appear slight to others (Phillips & Susser, 2023b). In women, this condition frequently
incubates within a sociocultural milieu saturated with unattainable beauty standards, leading to a
pervasive sense of inadequacy and self-criticism. While BDD affects both men and women, the
expression and implications of the disorder can be significantly different in women, influenced by
gendered experiences and societal expectations.

Concurrently, substance abuse, which encompasses the harmful or hazardous use of psychoactive
substances, including alcohol and illicit drugs, presents its own spectrum of health challenges (Cormier,
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Dell & Poole, 2004a). Women contending with substance abuse often face a distinct set of societal
stigmas and biological susceptibilities, which can aggravate their mental health struggles (Wyshak,
2000).

The confluence of BDD and substance abuse in women has not been extensively explored, yet the
available literature indicates a concerning correlation. Women grappling with the relentless demands
of BDD may turn to substance use as a coping mechanism to alleviate their psychological pain, only to
find themselves ensnared in the cyclical trap of addiction. This interrelation not only exacerbates the
severity of each condition but also complicates the recovery process, necessitating a tailored approach
to treatment that addresses the intricate dynamics at play.

This review aims to navigate the contours of BDD and substance abuse among women, examining the
prevalence, potential causal linkages, and the psychological impact of these intertwined conditions. It
will also evaluate the effectiveness of current treatment modalities and propose directions for future
research. By comprehending the complexities of this dual diagnosis, we can move towards a more
empathetic and effective framework for supporting the mental health of women across the globe.

1.1. Body dysmorphic disorder

BDD is a distressing mental health condition where an individual has a pervasive preoccupation with
one or more perceived defects in their appearance. These perceived flaws are typically minor or
completely imperceptible to others. However, to those suffering from BDD, these concerns are intensely
real and can be debilitating (Ray et al,, 2012).

Women with BDD face unique challenges, often rooted in the intersection of societal, cultural, and
psychological factors. Societal and cultural influences, such as media representations of beauty and the
value placed on physical appearance, can exacerbate the focus on perceived imperfections. These
external pressures often compound internal psychological struggles, such as low self-esteem or
perfectionistic tendencies, that can be particularly pronounced in women (Bjornsson et al., 2010).

Psychologically, BDD can lead to significant distress and can impact various areas of life, including
personal relationships, social interactions, and professional performance. The constant rumination over
perceived flaws can lead to severe anxiety, depression, and even suicidal thoughts (Phillips & Crino,
2001). Women may engage in repetitive behaviors, such as mirror checking or excessive grooming, and
may avoid social situations for fear of being judged or scrutinized. These behaviors, while meant to
alleviate distress, can instead lead to a cycle of increased preoccupation and avoidance.

1.1.1. Symptoms of BDD in women

Body Dysmorphic Disorder (BDD) is a complex and often debilitating condition that significantly affects
an individual’s perception of their physical appearance. Understanding the symptoms in depth can help
in identifying and treating BDD, especially in women who may face unique societal pressures regarding
beauty standards.

Preoccupation with physical appearance and extreme self-consciousness manifest as constant
rumination and worry over one's looks, which might be perceived as defective or unattractive. This
preoccupation goes beyond normal appearance concerns; it is intrusive and often leads to significant
distress or impairment in social, occupational, or other important areas of functioning (Phillips & Diaz,
1997). Women with BDD may spend hours obsessing over what they consider flaws, which might not
be noticeable to others.

Frequent checking in the mirror or avoidance of mirrors altogether is another symptom that represents
the polarized behaviors associated with BDD. Some individuals may engage in compulsive mirror-
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checking (Veale & Riley, 2001), seeking to find reassurance about their appearance, while others may
avoid mirrors completely (Phillips 2005) due to distress from seeing their reflection. This avoidance can
also extend to any reflective surfaces, including windows or screens, due to the fear of confronting their
perceived flaws.

Excessive grooming behaviors or cosmetic procedures can be indicative of BDD, with sufferers going to
great lengths to alter or hide what they believe to be defects. This might include excessive makeup
application (Phillips et al., 2006), hair styling (Phillips, 2009), skin care routines (Castle et al. 2004), or
even seeking out multiple cosmetic surgeries. These behaviors are often time-consuming and may not
provide the individual with any lasting sense of satisfaction or relief from their concerns.

Seeking reassurance about physical appearance (Perkins, 2019) is common in individuals with BDD.
They may frequently ask others for feedback on their looks or seek validation that their perceived flaws
are not noticeable. This reassurance seeking is typically repetitive and becomes a significant part of the
individual's interaction with others, often to the point of straining relationships.

Avoidance of social situations due to feelings of self-consciousness about appearance is a symptom that
can lead to isolation (Phillips, 1991). Individuals with BDD might avoid parties, meetings, or any public
settings for fear of being judged or scrutinized. This can have a profound impact on their social life and
can exacerbate feelings of loneliness and depression, further entrenching the cycle of BDD.

Each of these symptoms can be severe and persistent, often requiring professional intervention.
Treatment may involve cognitive-behavioral therapy to address the distorted beliefs about appearance
and to develop healthier coping mechanisms. In some cases, medication may also be prescribed to help
manage the symptoms of BDD.

1.1.2. Diagnostic criteria

Criterion A - Preoccupation with Perceived Defects: According to the DSM-5 (APA, 2013), the
individual must have a preoccupation with one or more perceived defects or flaws in physical
appearance that are not observable or appear slight to others. This preoccupation goes beyond a general
concern with attractiveness; it is characterized by frequent obsessive thoughts that can be invasive and
unwanted. The individual often engages in behaviors to hide or improve these flaws, even though these
flaws are not perceived by others.

Criterion B - Repetitive Behaviors or Mental Acts: This criterion involves engagement in repetitive
behaviors (e.g., mirror checking, excessive grooming, skin picking) or mental acts (e.g., comparing one’s
appearance with that of others). These behaviors or mental acts are performed in response to the
appearance concerns and are intended to reduce distress or address the perceived defects. However,
these behaviors are either not effective or they are excessive.

Criterion C - Clinically Significant Distress or Impairment: The preoccupation must cause clinically
significant distress or impairment in social, occupational, or other important areas of functioning. This
means that the preoccupation with the perceived defects has a notable impact on the individual’s quality
of life, hindering their ability to maintain relationships, function at work or school, or engage in social
activities.

Manifestation in Women: BDD in women often focuses on skin, hair, breasts, thighs, or other body
parts that are culturally associated with femininity and attractiveness. The prevalence of BDD may be
higher in women (Phillips & Susser, 2023c), likely due to greater societal pressure to conform to certain
standards of beauty. Media portrayal of idealized body images can exacerbate the condition, leading to
a constant comparison with these unrealistic standards.
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Societal Factors: Society plays a significant role (Laughter et al, 2023) in the development and
perpetuation of BDD in women. Cultural narratives around beauty, often disseminated through media,
advertising, and social networks, can create and reinforce unattainable beauty ideals. This societal
emphasis on appearance can fuel dissatisfaction and preoccupation with perceived flaws.

Cultural Factors: Cultural influences also shape (Ng, 2023) the manifestation of BDD. Different cultures
have varying standards of beauty, and individuals may experience BDD symptoms on these specific
cultural norms. In some cultures, lighter skin or a certain body shape might be idealized, which can
influence the focus of BDD symptoms.

Psychological Factors: Psychological factors, including low self-esteem, perfectionism, and a tendency
toward comparison with others (Feusner et al., 2010), are also significant contributors to BDD. These
factors can be particularly salient for women, who may feel increased pressure to meet certain
standards of beauty and femininity. Anxiety and depression are common comorbidities that can further
complicate the clinical picture of BDD in women.

In conclusion, BDD is a multifaceted disorder with a unique presentation in women, influenced by a
confluence of societal pressures, cultural norms, and psychological predispositions. Understanding
these factors is crucial for effective diagnosis and treatment, and for fostering a more supportive
environment for women struggling with BDD.

1.2. Body dysmorphic disorder and substance abuse

Substance abuse in women is a critical public health issue that encompasses the misuse of a variety of
substances, including alcohol, prescription medications, and illegal drugs. The patterns and implications
of substance abuse can differ significantly between genders due to biological, psychological, and
sociocultural factors.

Patterns of Substance Abuse Among Women: Women may progress more quickly from using an
addictive substance to dependence, a phenomenon known as "telescoping.” This can result in women
experiencing the adverse health effects of substance abuse sooner than men, despite possibly starting
to use substances later or consuming less over time (Prabhu & Goyal, 2023).

Risk Factors: Risk factors for substance abuse in women often include:

History of Trauma or Abuse: Women with a history of trauma or abuse, including physical, sexual, or
emotional abuse, are at a heightened risk for substance abuse. The experience of trauma can lead to
psychological distress and may contribute to the development of post-traumatic stress disorder (PTSD),
among other mental health conditions. Substances may be used as a coping mechanism to manage the
intense emotions and symptoms that arise from such experiences. The self-medication theory suggests
that women may use drugs or alcohol to numb the pain of traumatic memories, to reduce anxiety, or to
temporarily escape from their reality (Gallagher & Brunelle, 2023).

Mental Health Conditions: Co-occurring mental health conditions such as anxiety, depression, or
eating disorders are prevalent in women and can influence the likelihood of substance abuse (Firth-
Cozens 2023). These disorders may share common risk factors with substance abuse, such as genetic
vulnerabilities, brain chemistry, and life stressors. For instance, women with depression may turn to
alcohol or drugs to lift their mood or escape from feelings of sadness or hopelessness (Nesse, 2023).
Similarly, those with eating disorders might abuse substances to control weight or appetite or to cope
with poor self-image.

Relationship Issues: Substance use in women can also be influenced by relationship dynamics. This
can include using substances to fit in with a partner's social circle, to cope with an abusive relationship
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(Chung et al., 2023), or to self-medicate feelings of loneliness or inadequacy within a relationship. Peer
pressure and the desire to bond with a partner may lead to the initiation or escalation of substance use.
In some cases, substance use can become a shared activity that reinforces the behavior and makes
cessation more challenging.

Stress Related to Societal Roles: The stress associated with societal roles, particularly around
caregiving and the expectation to balance work and family life, can be a risk factor for substance abuse
in women (Wood & Tirone, 2013). The pressure to fulfil multiple roles - such as mother, spouse,
caregiver, and employee - can lead to significant stress and may push some women towards substance
use as a form of relief or escape. Alcohol or drugs might be used to manage stress, to cope with the
demands of juggling multiple responsibilities, or to provide a temporary respite from the expectations
placed upon them.

Each of these risk factors interacts with individual vulnerabilities and life circumstances to influence the
development of substance abuse disorders in women. Recognizing these factors is crucial for targeted
prevention strategies and for developing gender-specific treatment programs that address the unique
challenges faced by women.

Types of Substances Commonly Abused: Women may be more likely to abuse prescription
medications, especially those for anxiety, panic disorders, and sleep. This can include benzodiazepines
and sedative-hypnotics (Wesson et al.,, 2008). Opioid misuse is also a concern, particularly given the
potential for prescription opioids to lead to addiction. Alcohol abuse is another significant issue, with
unique health consequences for women, who metabolize alcohol differently than men, leading to
quicker impairment and heightened risk of liver damage and certain cancers.

Impact of Societal Attitudes: Societal attitudes towards women with addiction are often marked by
stigma and judgment (Cormier et al. 2004), which can be more severe than those faced by men. Women
may be labelled as morally deficient or irresponsible, especially if they are mothers. This stigma can be
abarrier to seeking treatment due to fear of social repercussions, loss of child custody, or judgment from
healthcare providers.

The intersection of these factors can affect the presentation and progression of substance abuse
disorders in women and highlights the necessity for gender-specific approaches to prevention,
treatment, and recovery support. Understanding and addressing the unique experiences of women with
substance abuse disorders is essential for effective intervention and fostering a more compassionate
societal response to this complex condition.

1.3. Intersection of BDD and substance abuse

The intersection of BDD and substance abuse represents a nexus of psychological vulnerability, where
the coping mechanisms for one condition may inadvertently exacerbate the other (Bendelow, 2009).
Literature examining this co-occurrence, though not abundant, provides valuable insights into the
complexities of dual diagnosis and the intricate web of causation and maintenance factors involved.

Co-occurrence of BDD and Substance Abuse: Substance use may temporarily provide relief from the
constant scrutiny and negative thoughts associated with BDD (Simmons and Phillips, 2017). However,
this relief is often short-lived and can lead to a cyclical pattern of abuse as the effects of the substances
wear off. Moreover, substances may initially seem to enhance one's appearance or reduce anxiety in
social situations, but over time, they can exacerbate BDD symptoms and lead to additional health
problems, including the development of a substance use disorder.

The co-occurrence of BDD and substance abuse can also complicate the course and treatment of both
conditions. Individuals with BDD may be less likely to seek or adhere to treatment if they are using
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substances to cope with their symptoms (Schulte et al., 2020). Substance abuse can also interfere with
the effectiveness of psychotherapeutic interventions for BDD, such as cognitive-behavioral therapy, as
well as pharmacological treatments. Furthermore, the shame and stigma associated with both BDD and
substance abuse can lead to increased secrecy and isolation, making it harder for these individuals to
reach out for help.

Given the high prevalence of substance abuse among individuals with BDD, it is critical for healthcare
providers to screen for both conditions. Integrative treatment approaches (Cororve & Gleaves, 2022)
that address the symptoms of BDD and the challenges of substance abuse concurrently may offer the
most effective means of helping individuals struggling with these comorbid conditions. This may include
combining psychological therapies aimed at improving body image and self-esteem with support for
substance abuse recovery, such as addiction counseling and support groups.

Self-Medication Theory: One of the prominent theories explaining the co-occurrence of BDD and
substance abuse is the self-medication hypothesis (Bizzarri et al., 2009). According to this theory,
individuals with BDD may turn to alcohol or drugs in an attempt to self-soothe and mitigate the intense
anxiety, depression, and social phobia that often accompany BDD. Substances may temporarily dull the
acute self-awareness and negative body image, but chronic use can lead to dependency and a host of
other health issues, potentially worsening BDD symptoms over time.

Coping Mechanisms: Substance abuse often emerges as an unhealthy coping mechanism in the context
of Body Dysmorphic Disorder (BDD). Individuals grappling with BDD are typically entangled in a
persistent battle with their self-image, experiencing significant emotional pain due to their intense
preoccupation with perceived body defects. The distress can be so overwhelming that substances like
alcohol, prescription drugs, or illicit drugs may be used (Houchins et al., 2019) to achieve temporary
solace. This relief, however, is fleeting and deceptive. While substances may momentarily dull the
emotional anguish and provide an escape from the pervasive self-criticism, they do not offer a
sustainable solution to the core issues of BDD.

Moreover, substance use as a coping strategy often becomes a double-edged sword. Initially, it may seem
effective in mitigating the symptoms of BDD, such as social anxiety or the depressive moods that
accompany it. Yet, this respite is illusory, and the cycle of use quickly becomes problematic. As tolerance
to the effects of the substances builds, individuals may find themselves using more frequently or in
greater quantities to achieve the same numbing effect (Craggs-Hinton, 2012). This escalation can lead
to a host of new problems, including physical dependency, withdrawal symptoms, and additional mental
health issues, such as substance-induced mood or anxiety disorders.

Furthermore, the use of substances can lead to a psychological reliance, where the individual feels
incapable of facing daily life or BDD symptoms without the substance (Fetting, 2015). This reliance not
only perpetuates the cycle of abuse but also detracts from the opportunity to develop healthy coping
mechanisms. In the long term, the substance abuse can aggravate the symptoms of BDD, as substances
can alter mood, cognition, and perception, potentially heightening the preoccupation with appearance
and impeding the individual’s ability to engage in effective treatment for BDD.

Addressing substance abuse in the context of BDD requires a nuanced understanding of both conditions.
Effective treatment plans should incorporate strategies to help individuals develop healthier coping
mechanisms, such as cognitive-behavioral techniques (Rasmussen et al., 2017), stress management
skills (Claiborne & Pedrick, 2002), and supportive therapies that focus on building self-esteem and body
acceptance. By fostering resilience and teaching adaptive coping strategies, individuals can begin to
break the cycle of substance abuse and confront BDD with more sustainable and healthful approaches.
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Shared Risk Factors: Both BDD and substance abuse may share common risk factors, such as genetic
predispositions (Weiffenbach & Kundu, 2015), neurobiological vulnerabilities (Li et al. 2013), and
environmental influences (Celik et al., 2011). For example, early life trauma and low self-esteem are risk
factors for many mental health conditions and could predispose an individual to both BDD and
substance abuse. Additionally, personality traits such as perfectionism and impulsivity may also play a
role in the development of both disorders.

Impact on Treatment and Recovery: The co-occurrence of BDD and substance abuse complicates
treatment, as the two conditions can interact and impact each other. For instance, the use of substances
can impair cognitive functioning (Jefferies-Sewell et al. 2017), making it more challenging for
individuals to engage in the cognitive-behavioral strategies (Buhlmann et al., 2008) often employed to
treat BDD. Conversely, the failure to address BDD in substance abuse treatment can lead to relapse if
body image distress triggers substance use as a form of self-medication.

In conclusion, while the intersection of BDD and substance abuse requires further research, existing
literature underscores the need for integrated treatment approaches that address both conditions
simultaneously. This integration is crucial for breaking the cyclical pattern of substance use as a coping
mechanism for BDD and for establishing long-term recovery and improved quality of life for affected
individuals.

1.4. Treatment and Interventions

Treatment and intervention strategies for Body Dysmorphic Disorder (BDD) and substance abuse,
particularly when these conditions co-occur, require a multifaceted approach that is sensitive to the
unique experiences of women. The treatment of BDD and substance abuse often involves a combination
of psychotherapy, pharmacotherapy, and holistic or alternative methods.

1.4.1. Psychotherapy

Cognitive Behavioral Therapy (CBT): Cognitive Behavioral Therapy (CBT) is widely recognized as one
of the most effective treatments for BDD. This therapeutic approach is grounded in the understanding
that distorted thinking patterns and beliefs about one's appearance are central to BDD, and that by
altering these cognitive processes (Wilhelm et al. 2012), one can influence emotions and behaviors. CBT
for BDD involves a series of structured steps that guide patients to identify irrational beliefs and
negative thought patterns that contribute to their disorder.

During CBT, patients engage in exercises to confront and challenge the accuracy of their beliefs about
their perceived flaws. For example, they might be asked to consider the evidence for and against their
beliefs, to explore the origins of these beliefs, or to assess the probability of the feared outcomes they
anticipate due to their perceived appearance defects. Therapists also teach patients cognitive
restructuring techniques to develop more balanced and less critical ways of thinking about their bodies.

Behavioral experiments are another key component of CBT for BDD. Patients are encouraged to
gradually face situations they usually avoid due to their preoccupation with their appearance. This could
involve gradually reducing mirror-checking or going out in public without concealing perceived flaws.
These behavioral experiments help patients learn that the feared consequences of not engaging in their
safety behaviors are often not as severe or likely as they anticipate.

For women, CBT protocols can be particularly tailored to address the unique aspects of their experience
with BDD. This might involve a focus on issues of self-esteem that are impacted by societal and cultural
expectations of beauty. Women are often bombarded with messages about how they should look
(Wester 2003), and this can form a backdrop to the development of BDD. CBT can help women dissect
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and challenge these societal messages, reinforcing a more positive and self-accepting attitude towards
their bodies.

Furthermore, CBT for women with BDD may incorporate modules that address issues such as
comparison with others, the impact of social media on body image, and the pressures of ageing in a
society that often values youth. By addressing these specific issues, CBT can help women develop a more
resilient and compassionate view of themselves, reducing the reliance on appearance as a measure of
self-worth.

Overall, CBT’s structured approach provides a solid framework for women with BDD to understand and
change their thought patterns and behaviors, leading to a significant reduction in the symptoms of BDD
and improvements in quality of life.

Motivational Interviewing (MI): Engaging the client's own drive for transformation lies at the heart of
Motivational Interviewing (MI), a counseling method that nurtures a person's inherent motivation to
evolve their behavior (Phillips, 2015). This approach is characterized by its cooperative nature and
focus on setting clear objectives, paying close attention to the discourse that fosters change. Its purpose
is to amplify an individual's drive and pledge to a distinct ambition, by prompting and examining their
personal justifications for transformation, within a realm of empathy and understanding.

The success of MI in addressing substance dependence is substantiated by empirical evidence (Cushing
etal., 2014). It tactfully navigates the prevalent dilemma of indecision regarding transformation, aiding
clients in picturing an improved future and bolstering their drive to realize it. MI shifts away from
instructing clients to adhere to a rigid procedure. Instead, it acknowledges that the individual harbors
the authentic capacity for change. Utilizing strategies like probing questions, empathic reflection, and
validation, therapists employing MI assist clients in voicing their intrinsic aspirations for behavioral
change, which often holds more sway than external guidance or pressure.

In the sphere of substance dependence treatment, MI proves especially beneficial during initial phases,
where denial and uncertainty about the issue prevail. A practitioner might, for instance, assist a client
in evaluating the advantages and disadvantages of substance consumption, guiding the client towards
recognizing the value of abstinence in their own existence. This is achieved through a supportive and
non-adversarial dialogue, which grants the client the space to contemplate varying viewpoints without
the sensation of being judged or pressured.

Moreover, MI includes acknowledging and celebrating the client’s milestones, fostering self-assurance
and endorsing a self-image aligned with the ability to change. This affirming tactic is pivotal for
individuals who might doubt their capacity to surmount substance dependence or who have
encountered recurrent setbacks in their efforts to alter their behavior.

When integrated into the management of substance misuse within the context of BDD, MI also aids
clients in navigating the intricate emotional states and actions intertwining the two afflictions. By
resolving ambivalence, clients may find a renewed dedication to partake in the rigorous endeavor of
confronting their BDD symptoms and lessening their dependency on substances for coping.

Dialectical Behavior Therapy (DBT): Dialectical Behavior Therapy (DBT) is a form of cognitive-
behavioral therapy that emphasizes the psychosocial aspects of treatment (Lungu & Linehan 2017). DBT
focuses on helping individuals develop new skills to manage painful emotions and decrease conflict in
relationships. While it was initially designed to treat borderline personality disorder, its principles are
applicable to a broad range of issues, including those found in individuals with BDD who struggle with
emotion regulation.
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The mindfulness component of DBT is particularly beneficial for individuals with BDD, as it encourages
an increased awareness and acceptance of the present moment. This can be especially helpful for those
who are preoccupied with perceived bodily defects, as mindfulness fosters a non-judgmental
understanding of one’s thoughts and feelings, reducing the compulsion to engage in negative thought
cycles about one’s appearance.

Distress tolerance is another key aspect of DBT that can aid those with BDD. It teaches strategies to
endure and survive emotional crises without resorting to self-destructive behaviors such as substance
abuse. This skill is crucial for individuals with BDD who may experience intense emotional distress
related to their body image.

Emotion regulation skills provided by DBT are essential for individuals with BDD, as they often deal
with severe emotional fluctuations. DBT offers tools to identify and label emotions, increase positive
emotional events, and decrease vulnerability to emotion mind. Learning to regulate emotions can
reduce the overwhelming emotional response to negative body image and decrease the urge to use
substances as a coping mechanism.

Interpersonal effectiveness, another cornerstone of DBT, can help individuals with BDD improve their
relationships, which are often impacted by the disorder. Effective communication, assertiveness, and
the ability to say no are important skills that can improve a patient's social interactions and
relationships, reducing the feelings of isolation that can accompany BDD.

In sum, DBT provides a multi-faceted approach that can be tailored to address the specific challenges
faced by individuals with BDD, particularly when complicated by substance abuse. By learning to
manage their emotions, distress, and interpersonal relationships more effectively, individuals with BDD
can gain greater control over their lives and reduce the need to engage in substance abuse as a form of
self-medication.

1.4.2. Pharmacotherapy

Selective Serotonin Reuptake Inhibitors (SSRIs): Selective Serotonin Reuptake Inhibitors (SSRIs) are
commonly prescribed as a pharmacological treatment for BDD (Hong et al,, 2019). SSRIs work by
increasing the levels of serotonin, a neurotransmitter in the brain that is believed to influence mood,
social behavior, appetite, digestion, sleep, memory, and sexual desire and function. By modulating
serotonin, SSRIs can help alleviate the obsessive-compulsive symptoms and improve mood in
individuals with BDD. They are particularly beneficial for BDD patients who also suffer from co-
occurring anxiety and depression, conditions that frequently accompany substance abuse. The use of
SSRIs can lead to a reduction in the anxiety and depressive symptoms that often drive the substance
abuse behavior, thereby addressing multiple aspects of a patient's mental health.

Medication-Assisted Treatment: Medication-Assisted Treatment (MAT) is a holistic approach to
treating substance abuse disorders (Roman et al, 2011), which combines pharmacological
interventions with counselling and behavioral therapies. This comprehensive approach is grounded in
the understanding that substance abuse is a multifaceted condition requiring an integrated treatment
plan. Medications such as naltrexone and buprenorphine are used to manage withdrawal symptoms and
cravings in opioid use disorders, making it easier for individuals to engage in and benefit from other
forms of therapy. Similarly, medications like disulfiram and acamprosate are used to support the
treatment of alcohol dependence, helping to maintain sobriety. MAT has been shown to improve patient
survival, increase retention in treatment, and decrease illicit opiate use and other criminal activity
among people with substance use disorders. For individuals with BDD, MAT can be especially helpful as
it can directly reduce the substance use that may be exacerbating their BDD symptoms, thereby allowing
more focused and effective treatment of the underlying disorder.
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1.4.3. Holistic or alternative approaches

Mindfulness and Meditation: Mindfulness and meditation are practices that focus on bringing
attention to the present moment in a non-judgmental way. These practices can be particularly helpful
for individuals with BDD as they can help reduce the hyper-focus on perceived body flaws and decrease
the intensity of obsessive thoughts (Gu and Zhu, 2023). By learning to observe their thoughts without
getting caught up in them, individuals with BDD can gain greater control over their reactions to negative
body image. Additionally, mindfulness and meditation can be powerful tools in the treatment of
substance abuse (Zgierska et al., 2009), serving as core components of relapse prevention strategies.
They help individuals recognize the triggers and cravings that lead to substance use and develop
healthier responses to these cues.

Yoga and Physical Fitness: Yoga and physical fitness activities offer numerous benefits for both the
mind and body (Frayeh, 2015). For those struggling with BDD, yoga can be particularly therapeutic. It
emphasizes bodily awareness and acceptance, which can foster a more positive body image and help
break the cycle of negative thoughts about one's appearance. Physical fitness routines can also release
endorphins (Benson 2017), which are natural mood lifters, and can reduce stress, ultimately supporting
both mental health and sobriety. Regular engagement in physical activities can provide structure and a
sense of accomplishment, which are beneficial for those in recovery from substance abuse and those
managing BDD.

Nutritional Counseling: Nutritional counseling is another integral component that can support the
recovery process from substance abuse and aid in the management of BDD (Parsons, 2021). Substance
abuse can often lead to nutritional deficiencies and poor eating habits, which can exacerbate health
problems and affect one's appearance, potentially triggering BDD symptoms. A nutritional counsellor
can provide education on proper nutrition, which is an important aspect of overall well-being and can
significantly impact mental health (Grant et al., 2004). For individuals with BDD, understanding and
implementing a balanced diet can improve physical health, which may help to improve body image and
reduce preoccupation with perceived physical flaws.

Gender-Specific Treatments: Gender-specific treatments acknowledge the unique challenges and
needs that women face in the context of substance abuse (Greenfield & Pirard, 2009). These programs
are designed with an understanding of the biological, psychological, and social factors that can influence
women's experiences with substance use and recovery. For example, women may progress more
quickly from using an addictive substance to dependence, a phenomenon known as "telescoping.” They
may also have different emotional and relational issues related to substance use, which can be better
addressed in a treatment program tailored specifically for women. Women-specific treatment programs
for substance abuse are designed to address the particular biological, psychological, and social needs of
women. These programs often include:

Trauma-Informed Care: Trauma-informed care is an approach that recognizes the prevalence and
impact of trauma in the lives of women seeking treatment for substance use disorders (Levenson, Willis
and Prescott 2017). Many women with substance abuse histories have experienced trauma, such as
physical or sexual abuse (Wilsnack et al., 1997) which can play a significant role in the initiation and
continuation of substance use. Trauma-informed care involves creating a treatment environment that
is aware of, and sensitive to, trauma-related issues. This approach can help ensure that therapy does not
inadvertently re-traumatize individuals and is instead supportive and healing.

Parenting Support and Childcare: Parenting support and childcare services within substance abuse
treatment programs can be crucial for women (Cosden & Cortez-Ison, 1999). These services allow
mothers to engage in treatment without the added worry of childcare, which can be a significant barrier
to seeking help. Parenting support can also help women improve their parenting skills and manage the
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stress associated with balancing recovery and motherhood, ultimately leading to better outcomes for
both the women and their children.

Group Therapy with a Gender-Specific Focus: Group therapy with a gender-specific focus provides a
safe space for women to discuss issues that may be unique to their experiences (Greenfield et al. 2014).
Women may feel more comfortable sharing and discussing sensitive topics such as body image, sexual
abuse, or parenting challenges in a single-gender environment. Such groups can offer mutual support
and understanding, which can be empowering and validating, and can contribute to more effective
treatment outcomes.

Integrated Treatment Programs: For individuals with co-occurring BDD and substance abuse,
integrated treatment programs (Milligan et al., 2010) that address both conditions simultaneously are
crucial. These programs provide comprehensive care that can reduce the risk of treating one condition
while neglecting the other, which could potentially lead to relapse.

In conclusion, effective treatment of BDD and substance abuse in women requires a personalized
approach that considers the interplay between body image, psychological distress, and substance use.
Interventions should be flexible and adaptable to meet the changing needs of women throughout the
course of treatment.

2. Conclusion

The convergence of Body Dysmorphic Disorder (BDD) and substance abuse in women constitutes a
nuanced clinical challenge that demands an integrated and empathetic approach to treatment. The
review has highlighted the multifaceted nature of BDD—a condition deeply rooted in the psychological
distress caused by perceived physical imperfections, which is often exacerbated by societal pressures
and cultural beauty standards. When coupled with substance abuse, the intricacy of care required is
compounded, underscoring the necessity for treatments that address the symbiotic relationship
between these disorders.

Key takeaways from the review include the recognition that women with BDD are more susceptible to
substance abuse as a form of self-medication, seeking temporary solace for their intense body-related
anxiety and depression. Treatment modalities such as Cognitive Behavioral Therapy, which is effective
for BDD, must be thoughtfully integrated with substance abuse interventions like Medication-Assisted
Treatment to ensure a comprehensive care plan. Furthermore, gender-specific treatments that account
for the unique societal, biological, and psychological experiences of women are paramount in fostering
a therapeutic environment conducive to recovery.

Holistic and alternative approaches, including mindfulness, meditation, yoga, and nutritional
counseling, have been identified as beneficial adjuncts to traditional therapies, offering women tools for
self-empowerment and management of distress beyond the clinical setting. The incorporation of these
methods can promote a more profound healing process, addressing the whole person rather than
isolated conditions.

Finally, this review underscores the critical importance of sensitivity and specificity in the treatment of
BDD and substance abuse among women. It is not enough to treat the symptoms alone; healthcare
providers must endeavor to understand the underlying causes, cultural implications, and gender-
specific issues that influence these conditions. Only through a comprehensive, integrative approach that
acknowledges the complex realities of women's lives can we hope to provide effective support and pave
the way for sustained recovery and improved quality of life for women grappling with the dual
challenges of BDD and substance abuse.
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