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ABSTRACT

Aim: Body dysmorphic disorder (BDD) is characterized by the
presence of an imaginary defect of oneself and an increased men-
tal occupation which causes either an impairment in functionality
or clinical distress. The aim of our study was to detect BDD preva-
lence and its clinical features in hospitalized psychiatric patients.

Material and Method: Hospitalized patients in our clinics were
evaluated. All the patients in our study were evaluated by us-
ing a questionnaire that was prepared in accordance with the
BDD literature by the authors, a sociodemographic data form,
Structured Clinical Interview for DSM-IV Axis | Disorders (SCID-I)
and Structured Clinical Interview for Axis Il Disorders (SCID-I).

Results: BDD prevalence was found to be 7% in hospitalized psy-
chiatric patients. It was also observed that all patients with BDD
had self-image anxiety, had mirror checking behaviour, tended to
camuflage the perceived defect, spent more than one hour in self-
image anxiety and had personality disorders. Howeve, none of the
BDD patients ever mentioned any symptoms related to BDD un-
less they were asked and none of them had been diagnosed with
BDD by the psychiatric team who were treating them.

Conclusion: BDD is relatively common in hospitalized psychiatric
patients. Therefore most BDD patients are not diagnosed. BDD
diagnosis rate might be improved by questioning BDD as well as
inspecting self-image anxiety.

Key words: body dysmorphic disorder; prevalence; inpatients; body image;
Turkey

OZET
Amac: Beden dismorfik bozuklugu (BDB), klinik olarak belirgin
sikinti yaratan veya islevselligin 6nemli alanlarinda bozukluga yol
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acan, kisinin gérindsindeki hayali bir kusur ile artmis zihinsel ug-
rasin varligi ile karakterizedir. Yatarak tedavi géren psikiyatri hasta-
larinda BDB yayginligini ve klinik ézelliklerini belilemeyi amagcladik.

Materyal ve Metot: Klinigimizde cesitli nedenlerle yatarak tedavi g6-
ren hastalar degerlendirildi. Calismaya katilan her hasta tarafimizdan
hazirlanan sosyodemografik veriler ve BDB ile ilgili sorulardan olustur-
dugumuz anket formu, Structured Clinical Interview for DSM-IV Axis
| Disorders DSM-IV Eksen | Bozukluklan Icin Yapilandinimis Klinik
Goériisme (SCID-I) ve Il. Eksen Kisilik Bozuklukiari icin Yapilandirimis
Kilinik Gériisme (SCID-II) kullanilarak degerlendirildi.

Bulgular: Yatarak tedavi géren psikiyatri hastalarinda BDB yaygin-
Iigini %7 olarak tespit edildi. BDB’li hastalarin tamaminda gériinim
endisesi, ayna kontrol(i, kusurlu buldugu bélgeyi gizleme davranisi,
gérinim endisesi ile ilgili olarak bir saatten fazla zaman harcama
davranisi ve kisilik bozuklugu oldugu, ayrica hicbir BDB’lu hastanin
sorulmadikgca BDB ile ilgili belirtiyi séylemedigi ve hi¢ birinin BDB
teshisinin tedaviyi ylirtiten ekipgce koyulamadigi bulundu.

Sonug: Yatarak tedavi géren pskiyatri klinigi hastalarinda BDB nis-
peten yaygin bir hastaliktir. Bu duruma ragmen teshis edilememek-
tedir. Bdb ye yénelik gbriiniim endisesi yaninda kolayca sorgulana-
bilecek sorularla inceleme BDB teshis oranini artirabilir.

Anahtar kelimeler: beden dismorfik bozuklugu; yayginhk; hastane yatarak
tedavi; beden imaji, Tiirkiye

Introduction
Body dysmorphic disorder (BDD) is a psychological

disorder which includes anxiety and obsession about a
perceptional body defect. While men tend to have anx-
ieties about their reproductive organs, body structure
and hair, women tend to have anxieties about their skin,
stomach and weight'2. These defects are usually not re-
ally present or present but hardly noticable. However



this kind of concerns affect functionality in various ar-
eas such as social and work areas and cause distress and
anxiety. BDD was first described as “dysmorphopho-
bia” by Emil Kraepelin in the last century. Although
BDD was not included in the first and the second
editions of the Diagnostic and Statistical Manual of
Mental Disorders, in the third edition which was pub-
lished in 1980, BDD was defined as “dysmorphopho-
bia” under the atypical somatoform disorders category.
It was included in the somatoform disorders category
until the DSM-V was published. Since BDD had simi-
larities to the Obsessive-Compulsive Disorder (CAD),
it was defined under the OCD and related disorders
category in DSM-V>,

Patients with BDD tend to be ashamed of their sta-
tus. They are not persuaded by others’ comments’.
They tend to be reluctant to seek psychiatric help
due to their anxieties about self-image and also eco-
nomical problems, shame, stigma and concerns about
the benefits of the treatment prevent their treatment
seek™®. About one third of BDD patients lack insight
and their body perceptions tend to be delusional.
Due to the lack of insight, these patients tend to look
for non-psychiatric solutions®”. Most of them under-
go unnecessary dermatological and cosmetic surgical
interventions®. This disorder causes a decrease in the
overall life quality. The physical health subscale scores
of BDD patients are usually lower than the mean
population score. Their mental health subscale scores
are usually lower than patients with acute heart at-
tack, depression, OCD, bipolar disorder, schizophre-
nia and diabetes’. Most BDD patients are unable to
continue their daily routines such as going to work or
school. Their life appreciation and satisfaction scores
are usually lower than patients with major depression,
chronic major depression, dysthymia, premenstrual
dysphoric disorder, OCD, social phobia, panic dis-
order and post-traumatic stress disorder (PTSD)>".
They have higher rates of hospitalization and sui-
cide. About 80% of BDD patients develop suicidal
thoughts and about 25% attempt to commit suicide.
Completed suicide risk of BDD patients are higher
than patients with eating disorders, major depressive
disorder and bipolar disorder and even 40 times high-
er than the mean population rate''.

BDD prevalence varies between 2.4% and 1.7%. BDD
prevalence in outpatients and hospitalized patients are
6.7-1.8% and 16.0-13.1%, respectively’. This rate may
be as high as 25% in plastic surgery and dermatology
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departments">'>"3, In psychiatric outpatients clinics
BDD prevalence is 3.2-0.8%'*"¢. As far as we know,
there are only 4 studies about the prevalence of BDD
in hospitalized psychiatric patients. All of these studies
were performed in either Europe or the USA. There are
no studies on this subject in Turkey. In these 4 stud-
ies prevalence rates vary between 16% and 1.9%. This
high range in prevalence might be both due to cultural
differences and methodological differences®!¢". In
our study we both aimed to evaluate the prevalence in
Turkey and decrease the literatural ambiguity.

Material and Method

Study Group

Study group consisted of hospitalized patients in the
Psychiatry Department of Trakya University Medicine
Faculty, Edirne, TURKEY. Trakya University
Medicine Faculty Hospital is a third grade hospital
which serves in educational, research and treatment
areas in a wide populated region. Psychiatric patients
who apply to our department, are first examined in the
outpatients clinic and hospitalized if needed. Upon
their hospitalization, patients are re-evaluated by a psy-
chiatry specialist and prescribed relevant treatment.
At least once a week all the hospitalized patients are
re-evaluated by a Psychiatric Committee that includes
psychiatry lecturers and treatments might be re-ar-
ranged on their advice.

The inclusion criterias of our study were being hospi-
talized and being volunteer to participate in the study.
Patients older than 65 years of age and patients young-
er than 18 years, patients who were either in acute ma-
nia/manic exacerbation or psychosis phase/psychotic
exacerbation and patients who were unable to under-
stand the questionnaire or unable to complete the in-
terview due to mental retardation were excluded from
the study.

Evaluation Tools

Data Evaluation Form: A questionnaire which was de-
veloped by the authors of the study in order to evaluate
sociodemographic data and BDD related symptoms of
patients and their families.

SCID-I/CV (Structured Clinical Interview for DSM-
IV/Clinical Version): It was developed by First et al.
in order to diagnose axis disorders in DSM-IV*. Its
use is convenient in patients whose age are 18 years or
older. It is administrated by an interviewer®. Validity
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and reliability of the Turkish language translation is
available®".

SCID-II (Structured Clinical Interview for DSM-
II-R Personality Disorders): It was developed by
Spitzer et al.** in order to diagnose Axis-II disorders in
accordance with the DSM-III-R. It is an half structured
test. Patient fills the form first, then the interviewer
asks the questions, the answers of which are positive or
suspicious. The validity and reliability of the Turkish

language translation is available®.

Procedure

Institutional Ethics Committee approval was gained
for the study. Our study was performed in the psy-
chiatric patients who were hospitalized in the
Psychiatry Department of Trakya University Medicine
Faculty, (Edirne, TURKEY) between 15.01.2012-
15.07.2012. During this period 160 patients were hos-
pitalized. Hospitalization diagnosis was recorded as
the Psychiatric Committee’s diagnosis. Patients were
called into the examination room and informed about
the study. Psychiatric interview was performed with
patients who volunteered to participate in the study
and they were asked to fill the forms. 40 patients were
excluded from the study as they did not meet the inclu-
sion criterias and 15 patients refused to participate in
the study. Thus, 100 patients in total were included in
the study.

Statistical ~analyses were performed using the
STATISTICA AXA Software, Version 7.1. Frequency
(n) and percentage (%) parameters were used to define
the categorical data and mean+SD was used to define
the continuous data. Comparisons between groups
were performed using Chi-Square and Fisher’s exact
test for the categorical data and Mann Whitney U test
for the continuous data. Statistical significance was de-
termined as p<0.05.

Results

Average age of in-patients is 37.4+10.6, and 51% of
them is female, whereas 49% is male. And, 64% of
them is married while 36% is single; 2% is literate,
29% is primary school graduate, 32% has elemen-
tary school degree, 28% has high school, 6% has as-
sociate degree and 3% has bachelor degree (Table 1).
Most diagnosed disorders in in-patients are bipolar
affective disorder, acute manic attack, major depres-
sive disorder, psychotic depression; alcoholism and
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schizophrenia, also, percentage of others are seen as

3% and less (Table 2).

Age, body mass index and hospitalization number of
patients with and without BDB comorbidity are found
36.6+13.4, 37.4+10.5, p=0.607; 23.7+4.5, 26.5+5.8,
p=0.337;1.8611.46,1.88+1.86, p=0.942, respectively.

Patients with and without BDB comorbidity; when
compared according to gender (male 6.1%, 93.9%; fe-
male 7.8%, 92.2%; p=1000), place of birth (city 8.3%,
91.7%; district 10.8%, 89.2%; village 100%; p=0.282),
marital status (single 8.3%, 91.7%; married 6.3%, 93.8,
p=0.700) no difference is found. However, in terms of
appearance concerns (100, 0, p<0.001), mirror control
(100, 0, p<0.001), behavior of masking the defected
part (100, 0, p<0.001) differences are found.

In terms of personality disorders, all of BDB patients
were diagnosed with personality disorders whereas
59.1% of other patient group without BDB comorbid-
ity is diagnosed with personality disorder (p<0.05).
The personality disorders distribution in both groups
demonstrated no difference (p<0.05) (Table 1). In
BDB comorbidity group, 71.4% of patients were
spending more than 3 hours in consequence of appear-
ance concern; whereas, one person (1.1%) in other
group without comorbidity was spending more than
one hour.

According to BDB comorbidity, when amount of daily
consumed time in favor of appearance concern is com-
pared between groups, reported as statistically signifi-

cant (p<0.05) (Table 3).

Discussion
This study is the first study that shows the BDD preva-

lence in hospitalized psychiatric patients in a Turkish
clinic is 7%. It is also the Sth study on this subject
throughout the world and the 1st one performed in a
mostly muslim country.

Our study confirmed that BDD is often neglected
even by the psychiatrists. Diagnosis rates tend to im-
prove if the patients are questioned about it. In our
study all the patients with BDD had self-image anxi-
ety, had mirror checking behaviour, tended to camu-
flage the perceived defect, tended to spend more than
1 hour about self-image anxiety and had personality
disorders. None of the patients gave any information
about BDD unless when they were questioned about
BDD. Hospitalized patients were diagnosed after
questioning about BDD.



Table 1. Demographic data of inpatients

Frequency (n)  Percentage (%)
Gender Female 51 51
Male 49 49
Maritial Status Married 64 64
Single 36 36
Educational Status Literate 2 2
Primary School 29 29
Secondary School 32 32
High School 28 28
Collage 6 6
Bachelor’s Degree 3 3
Table 2. Distribution of hospitalization diagnoses
Diagnoses n %
Psychotic depression 10 10
Generalized anxiety disorder 2 2
Bipolar disorder acute mania 33 33
Schizophrenia 9 9
Atypical psychosis 1 1
Major depression 15 15
Schizoaffective disorder 3 3
Post traumatic stress disorder 1 1
Bipolar disorder depressive attack 1 1
Alcohol dependence 10 10
Alcohol abuse 1 1
Drug dependence 2 2
Anorexia nervosa 2 2
Obsesive compulsive disorder 2 2
Adjustment disorder 1 1
Schizophrenia+body dysmorphic disorder 3 3
Alcohol dependence + body dysmorphic disorder 1 1
Bipolar disorder acute mania+ body dysmorphic disorder 1 1
Major depression+body dysmorphic disorder 1 1
Somatoform disorder+body dysmorphic disorder 1 1
Total 100 100

Table 3. Comparison of patients with and without BDB comorbidity, in
terms of time spent more than 1 hour due to appearance concern and

personality disorder
BDB comorbidity p
Negative n (%) Positive n (%)
Personality disorder
Negative 38 (100) 0(0) 0.042
Positive 55 (88.7) 7(11.3)
Time spent
Negative 92 (97.9) 2(2.1) <0.001
Positive 1(16.7) 5(83.3)

BDD: Body dysmorphic disorder
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Our study has many similarities and differences to the
previous studies. In the American studies BDD preva-
lence was found to be 12.9-11%, in the German and
the British studies the prevalence rates were 1.9% and
5.8%, respectively®!¢®. Our findings are lower than
the American studies whereas they are in accordance
with the British study. However, the German study’s
prevalence rate of 1.9% is much more lower than ours.
These differences might be due to a few reasons. In the
first place, the number of the study groups are different.
In the second place these differences might be result-
ing from the methodological differences. In the third
place, it might be resulting from the different range of
diagnosis for hospitalization. Cultural differences may

also be playing a role.

We consider it as an interesting issue that none of
the patients in our study were diagnosed with BDD,
although they had been examined by all the psychia-
trists in our department. Whereas, this issue is also in
accordance with the current literature. Studies in the
current literature show that BDD is often neglected.
In the study of Conroy et al. only one patient was able
to be diagnosed by the first treating physician. In the
studies of Grant et al. and Kollei et al. none of the phy-
sicians were able to diagnose BDD'*"*%, In their study
Dyl et al. showed that BDD in hospitalized patients is
not only frequent in adult patients but also frequent
in adolescents*. Their study was performed in 208 pa-
tients, 6.7% (n=14) of them had definite or possible
BDD diagnoses but only one physician patient was
able to detect BDD in only one patient.

In our study we found that all of the patients with
BDD had self-image anxiety, mirror checking and ca-
muflaging behaviours. We suggest that our findings are
important since it might be useful to question mirror
checking and camuflaging behaviours as well as ques-
tioning the self-image anxiety. Therefore it is not pos-
sible to claim that these findings are pathognomonic
for BDD. The possibility of false positivity should also
be kept in mind. A recently published study supports
this claim. In their study Veale et al. evaluated the use
of self-image anxiety as a tool for screening in England
in 2005. Their results showed that in 95 out of 432 pa-
tients (22%) self-image anxiety was present but other
BDD diagnosis criterias were not covered. It was sug-
gested that questioning self-image anxiety could lead
to false positive results®. Our study supports this claim.
In our study all the patients with BDD had self-image
anxiety but also 12 out of the 81 (14.8%) patients who

Kafkas J Med Sci 2017; 7(1):124-129



128

were not meeting the BDD diagnosis criteria, had self-
image anxiety. Our results suggest that questioning the
self-image anxiety might lead to false positive BDD
diagnosis. We believe that further studies with larger
study groups would be useful to determine the screen-
ing tools.

According to our study, all the BDD patients had at
least one personality disorder. Our results are not rel-
evant with other BDD prevalence studies in hospital-
ized patients. In 2 previous American studies this rate
was found as 0% and 1%, respectively'”'®. In the British
study only 4 out of 435 hospitalized patients were diag-
nosed with personality disorders®. Since there were 25
BDD patients in their study, their rate of concurrent
personality disorders is lower than our rate. This differ-
ence might be resulting from our study design in which
we used structured clinical interviews to diagnose per-
sonality disorders. It is also possible that researchers in
the previous studies might have neglected personality
disorders since they did not specially question it.

We believe that our results might have some benefits.
First of all, we suppose that our findings would be use-
ful for clinical psychiatrists. Since BDD is hard to di-
agnose unless questioned specially, it would be useful
to question outclinics patients as well as the hospital-
ized ones. Secondly, our findings might be important
for psychiatric academicians and medicine lecturers.
During psychiatry education it might be emphasized
that BDD is easily neglectable and must be questioned
specially. It might also be important for clinical cos-
meticians. Their awareness of BDD and its easily ne-
glectability, might lead them to consult psychiatrists.
Last of all, our study might be helpful for psychiatric
researchers. Althrough we have found that all the pa-
tients with BDD had mirror checking and camuflaging
behaviours, tended to spend more than 1 hour in self-
image anxiety and had personality disorders, it is not
clear whether these findings apply to all geographic re-
gions and all cultures. Further validity studies in other
geographic regions and cultures would help better di-
agnose the disease.

Our study has some limitations. One of these limita-
tions is the small number of our study group. But study
sample size might not be an important issue consider-
ing the similar sized previous studies which had 100
and 101 patients, respectively'”'®. The second limita-
tion of our study is that it was performed in just one
region and in a third grade hospital. Therefore it is
possible to claim that our study is not representing the
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status in other regions and other hospitals. Our third
limitation is only evaluating the BDD diagnosis with-
out evaluating its severity. It would be useful to per-
form further studies without these limitations.

In conclusion, BDD was not diagnosed in any of our
patients during the first examinations and all our BDD
patients had mirror checking behaviour, tended to ca-
muflage the perceived defect and spent more than one
hour with self-image anxiety and all had at least one
personality disorder. We believe that our study will be
beneficial both to the literature and the clinical prac-
tice. There are a few reason for our claim. In the first
place our study is the 5th study worldwide and the 1st
study in Turkey on this subject. In the second place,
it was performed in a mainly Muslim country. In the
third place, our findings suggest that all the BDD pa-
tients have mirror checking and camuflaging behav-
iours and tend to spend more than one hour in self-
image anxiety and have a personality disorder.
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