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 ■ABsTRACT
The modern modus vivendi has promoted a growing discontentment in 
regard to self body image, and imagining a perfect body leads to a desire 
in an individual that is not always compatible with reality. With no limits 
in transfiguration, the body is modeled based on the dream of a perfect 
body structure, which is most times unattainable and requires numerous 
proposed surgical procedures. Therefore, it is of utmost importance for 
plastic surgeons to become aware of Body Dysmorphic Disorder (BDD), or 
dysmorphophobia. This is a disorder that is prevalent in both sexes, in which 
self visual appearance is distorted. It is also characterized by an excessive 
concern over a tiny physical imperfection or delusive physical imperfections. 
The diagnosis can remain unnoticed due to lack of knowledge, misdiagnosis, 
or concern only over body alterations, which may lead to personal damage, 
legal claims, and also risk of prolonging the disorder.

Keywords: Dysmorphophobia; Body dysmorphic disorder; Plastic sur-
gery; Body image; Somatoform disorders.

 ■REsUmO
O modus vivendi moderno tem produzido cada vez mais um crescente 
descontentamento em relação à anatomia corporal e a imaginação a respeito 
do corpo perfeito desperta um desejo no indivíduo nem sempre condizente 
com sua realidade. Sem limitação para as transfigurações, o corpo é modelado 
com base no sonho de uma estrutura corporal perfeita, na maioria das 
vezes, inalcançável, com os inúmeros procedimentos cirúrgicos propostos. 
Assim, é fundamental que os cirurgiões plásticos conheçam o Transtorno 
Dismórfico Corporal (TDC) ou dismorfofobia, desordem esta prevalente em 
ambos os sexos, em que a visão da aparência é deturpada, caracterizada 
pela inquietação excessiva de uma imperfeição física minúscula ou por 
imperfeições corporais ilusórias. O diagnóstico pode passar despercebido 
pelo não conhecimento, pelo subdiagnóstico ou pela preocupação apenas 
com a alteração corporal, o que pode trazer prejuízos pessoais, demandas 
jurídicas e até ajudar a manter o distúrbio.

Descritores: Dismorfofobia; Transtorno dismórfico corporal; Cirurgia 
plástica; Imagem corporal; Transtornos somatoformes.
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INTRODUCTION

Body image concerns used to be a predominantly 
female issue; however, in recent years, men have 
also become concerned with their body images. 
Discontentment with physical image is the main 
reason for most psychiatric disorders and is 
especially important for plastic surgeons to consider. 
Dysmorphophobia, or Body Dysmorphic Disorder 
(BDD)1, exposes the surgeon to a pathology that is little 
known, understudied, and so far under-diagnosed.

With the economic improvements occurring in 
Brazil and worldwide, plastic surgery, which was 
previously seen as being restricted to just some 
individuals, became available to members of the 
population who did not previously have access to 
such a service, resulting in aesthetic and functional 
improvements. Most plastic surgeons have decreased 
their holistic view of the patient and have started to 
worry more about specific forms or distortions, rather 
than the “whole” view. This fact, in addition to the 
manifestations of a patient with BDD, comprises a 
perfect combination for failure of surgery and the 
beginning of a series of dissatisfactions experienced 
by both patient and surgeon.

Dysmorphophobia is a Greek word meaning 
ugliness, especially in the face, which was used 
for the first time a hundred years ago by Morselli1; 
however, the first reference to this concept appeared 
in Herodotus’s Histories, in the myth of the “The 
Ugly Girl from Sparta,” who was taken every day 
by her family to the temple to free herself from her 
lack of beauty and attractiveness.

There are many different names used to describe 
it, such as beauty disease, body image distortion 
syndrome, aesthetic hyper valorization, globalization 
of beauty, and standardization of forms; however, this 
condition is best described as a somatoform disorder, 
characterized by excessive concern over repairing a 
defect. Most of the time, this defect is either imaginary 
or trivial in its physical characteristics, but it is 
capable of creating emotional stress that can lead to 
the damaging of social, professional, and/or affective 
interactions. However, in 1987, a mere century after 
being first described, dysmorphophobia classified as 
an atypical somatoform disorder and was entered 
into the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-III-R), currently in its fourth edition. 
In Brazil, the first reference to this disease appeared 
in a work published in 1976 by Pitanguy et al., which 
raised the importance of psychological and psychiatric 
issues in plastic surgery.

In 2009 alone, more than 600 thousand aesthetic 
surgeries were performed in Brazil, which makes 
us wonder what percentage of this sample could 
represent BDD. Has this disorder been under-
diagnosed and overlooked?

OBJECTIVE

The objective of this work is to present, through 
a bibliographic review and personal evaluations, 
some relevant information to help the plastic surgeon 
in regard to dysmorphophobia, its diagnosis, its 
treatment, and the clinical management of patients 
carrying this mental alteration, since these cases are 
increasingly present in the plastic surgery practice.

body dysmorphic disorder AS 
DISEASE

This pathology, despite not being much 
investigated, was described more than a century 
ago, with several cases being reported, attesting to 
the potential problems associated with continuous 
plastic surgeries. Even if it is used in different ways, 
this term comprises excessive concern over a small 
or delusive defect in regard to body image; i.e., a 
feeling of ugliness perceived by the patient2,3.

According to Fontenelle2, body dysmorphic 
disorder is described by Phillips as “a new name 
given to an old syndrome.” Torres  et  al.4,5 note 
that the BDD definition is based on the distortion 
of perception manifested as anxiety, obsession, or 
overvalued or excessive thoughts in regard to body 
form or to some specific parts of the body6,7. It is 
multicausal in origin and includes biological, genetic, 
psychological, and even cultural and/or environmental 
factors that combine in a way that is still unclear. It 
equally affects men and women, despite the fact that 
women naturally show a higher concern with their 
body image compared to men, which is the reason 
why women search for plastic surgery, and demand 
better results, more frequently. In men, the disease 
can present itself as vigorexy, which corresponds 
to the muscle dysmorphia disorder, or “academy 
syndrome,” concern with hair loss, dental changes, 
and even with biotype. Its peak is manifested in 
adolescence. It shows a floating trend, progressive 
worsening throughout the years in cases in which 
treatment has not been established.

Some studies have evaluated dysmorphophobic 
patients in samples from the general population, 
indicating an incidence of 1 to 7%, in Germany, 
and 2 to 4% in the USA8-11. Among plastic surgery 
patients, studies revealed that the incidence varies 
between 7 and 8% in the USA12,13, and 6.3 to 9.1%, in 
Europe13-15. In Brazil, it is believed that the numbers 
are similar to the worldwide incidence; however, 
there is no way to measure such data.

Hodgkinson16 stated that individuals dissatisfied 
with plastic surgery results may show body dysmorphic 
disorder. Overall, studies with individuals who have 
great concerns over their body images and who 
searched for aesthetical, dental, and plastic surgery 
treatments to improve them showed rates of 3 to 15%17-19. 
Sarwer et al.13 analyzed one hundred individuals who 
were subjected to aesthetical surgery and identified 
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dysmorphophobia in 7%, a higher percentage than 
that reported by Andreasen & Bardach, which was 
2% among the same type of population20. Warnick9 
reported that previous evidence indicated that 
dysmorphophobia is regularly diagnosed with equal 
incidence among both sexes. Additionally, studies by 
Connolly & Gipson and Hay found the same rates 
between the two sexes2,5,11,21,22.

The first signs usually occur in the beginning 
of adolescence and extend until approximately the 
age of 20 years, because it is during this period that 
several body development problems occur6,14,18,21. 
In dysmorphophobia, the individual demonstrates 
exaggerated concern over a small physical abnormality, 
which causes great suffering at a clinical level and 
damage to social and professional interactions, and 
to other important areas of the patient’s life, leading 
to relevant morbidity22,23.

Many of these individuals live isolated at home for 
many years, many progress with significant social and 
professional losses, and most of them seek surgical or 
aesthetical treatment, without psychological support, 
which clearly results in failure24-26. Often, patients with 
dysmorphophobia seek and find surgical treatment 
or a doctor with the aim of correcting their fictitious 
defects; however, they continue to treat their body, or 
parts of their bodies, with discrimination. Therefore, 
treatment may result in an increase of body image 
obsession or may promote new concerns, which may 
then result in many unsuccessful surgeries that leave 
these individuals dissatisfied.

The suffering BDD may cause has been well 
documented in the literature. It can result in social 
and marital problems that completely disassemble the 
life of an individual, and it can even lead to thoughts 
of suicide. This may occur as a result of the time 
spent by some individuals on their afflictions, which 
is time spent disregarding other areas of their lives.

diagnosis

The wish for a perfect body image does not 
imply that one suffers from a mental disease, but 
it increases the possibilities that these disorders 
may occur and should, therefore, be regarded as 
a disease. The Diagnostic and Statistical Manual 
of Mental Disorders IV (DSMV-IV) describes the 
disease as belonging to the obsessive-compulsive 
spectrum, like bulimia and anorexia, and stipulates 
relevant diagnostic criteria (Table 1). In some cases, 
the diagnosis is difficult if the disease manifests itself 
along with other mental disorders7.

Deformity, which is insignificant to other individuals, 
is apprehended by the patient as devastating and 
causes stress, anxiety, and apprehension, which 
leads the patient to incessantly, and unwisely, seek 
physical perfection and harmony1,5,11,19. It also causes 
apprehension, displeasure, exaggeration in the 
perception of the deformity, significant degeneration 
in social and occupational performance, and anguish.

The diagnosis is based on a clinical consultation, 
since many of these patients will show anxiety, 
perfectionism, low self-esteem, and introversion, 
and their complaints may change over time. It may 
be associated with other diseases, such as anxiety-
depressive disorder and phobias (panic syndrome), 
with suicidal ideation being present in up to 80% 
of the patients. The most serious cases may lead to 
progressive functional incapacity and social isolation.

Usually, the complaints are based on illusory or 
minimal defects in the head or face, such as acne, 
swelling, scars, wrinkles, excessive hair, lack of hair, 
disproportionate or lack of face symmetry, and form 
and/or size of the nose, eyes, mouth, eyebrows, ears, 
teeth, chin, mandible, and cheek. However, any part 
of the body may be cause for distress, such as the 
genitals, abdomen, buttocks, hips, and shoulders, 
and this can also comprise a group of various body 
parts26-28,.

Some common behaviors are frequently 
observed in these patients, such as comparing 
the defected part with that of others; looking at 
the defect repeatedly in the mirror or reflective 
surfaces, despite generally avoiding looking at it in 
order to decrease discomfort and concern; thinking 
about it often throughout the day and letting those 
thoughts dominate their lives; not taking pictures of 
themselves; using clothes, hats, and excessive makeup 
to disguise the imperfection; using their hands or 
posture to hide the defect; performing elaborate 
rituals to take care of their appearance; excessively 
searching for information about the “defected” part 
of the body; seeking surgery or medical treatment 
in spite of contrary recommendations; looking for 

Table 1. Obsessive-compulsive spectrum disorders.

1- Obsessive-compulsive disorder

2- Body dysmorphic disorder

3- Eating disorders

3.1- Vigorexy

3.2- Anorexia

3.3- Bulimia

4- Impulse-control disorders

4.1- Trichotillomania

4.2- Tic disorders

4.3- Tourette syndrome

4.4- Compulsive sex

4.5- Compulsive gambling

4.6- Pyromania

4.7- Compulsive buying

4.8- Internet addiction

Source: DSM-IV (Diagnostic and Statistical Manual of Mental 
Disorders)6.
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confirmation in regards to the defect or trying to 
convince others that it is abnormal; avoiding social 
events in which the imperfection may be noted; 
experiencing social phobia due to the defect; feeling 
social isolation; and showing introversion and low 
self-esteem. In severe dysmorphophobia cases, 
the patients may quit school, jobs, or even avoid 
leaving the house altogether23,24,29-31. Some indicators 
of dysmorphophobia are as follows: feelings of 
discomfort when in public, excessive concern and 
negative evaluations of one’s appearance, tendency 
to overrate appearance when determining self-worth, 
avoiding social circumstances and physical contact 
with others, and excessive alteration of appearance 
through clothes and cosmetics6,25-27,30.

According to the DSM-IV, the criteria required to 
diagnose dysmorphophobia are as follows: (a) concern 
with imaginary body image defects or excessive 
concern over a small physical defect (b) significant 
disruption or damage in social or occupational 
functioning or in other important areas due to the 
excessive concern; and (c) the inability to attribute 
the concern to another mental disorder, such as 
anorexia nervosa6.

Patients with a dysmorphophobia profile are 
usually shy, susceptible to rejection, socially impatient, 
and perfectionistic. Most of them have problems with 
depression, and these are frequently manifested 
through intense anguish or feelings of inferiority, as 
exhibited by very severe eating disorders.

In addition, these patients can perform an 
adequate self-evaluation, under a doctor’s request, 
by excluding what disturbs them the most. If they 
excessively overrate a small defect, their confidence 
may be destroyed. Even in the presence of a large 
amount of evidence against the perceived imperfection, 
the patient completely believes in its existence and 
cannot stop worrying, although these worries are 
groundless13,15,31-33.

According to Bárbara Machado34, patients may 
assume one of the four temperament forms described 
by Ferreira35. Such a personality type indicates the 
direction of post-surgery recovery and expectation 
levels regarding treatment. Thus, the following 
personalities may be seen among dysmorphophobic 
patients:

–	 Choleric patients are determined, dominant, 
impulsive, and tend to take charge of the 
situation. If the input by the doctor contradicts 
their expectations, they argue against it. If 
the doctor insists, they may not even follow 
indications and may end up searching for 
another professional who will support their 
ideas. In these situations, to eliminate challenges, 
conducting the dialogue in a way so that the 
patient feels stimulated and thinks in a different 
way and observes new aspects related to him 
and to his deformity may be a good approach, 
although this would require additional free 
time or even more consultations.

–	 Phlegmatic patients are calm observers, passive, 
deductive, and usually accepting of the input 
given to them by the doctor. They think in a 
methodical and careful way, seek new data 
that will allow them to better evaluate the 
situation, and may also require more time to 
digest everything they hear. It is important to 
make available to them all data and information 
that they might require.

–	 Melancholic patients are sensitive, emotional 
and intuitive. They generally develop a small 
number of relationships, however deep. Special 
care should be given when informing them, in 
particular when the information given may 
generate some sort of fear or anxiety, since 
they tend to become depressed. They need to 
be assured that the doctor is someone they can 
count on, who will offer them all the possible 
resources to deal with the situation.

–	 Sanguine patients are labile, seductive, attractive, 
and of easy and numerous relationships; however, 
they tend to be shallow. They will probably 
easily accept the arguments and directions 
given by the doctor, which does not mean they 
are completely convinced by what the doctor 
said. They may not correctly follow all the 
instructions, claiming forgetfulness and lack of 
time or excessive activities, among other excuses. 
If the doctor identifies the predominance of 
this temperament in a patient, it is important 
not to criticize, but to see to it, in a calm and 
firm way, that the patient gains self-awareness 
and follows instructions33,35.

Obviously, it is difficult to find patients that 
manifest only one of the four above described 
temperaments; nevertheless, there is always the 
predominance of one, and knowing how to deal with 
the patient greatly increases the chances of success35. 
The dysmorphophobic patient may assume any of 
the four temperaments. This will differ according 
to personality. However, there are some questions 
that can be asked to a patient suspected of having 
dysmorphophobia during consultations:

1-	 Was any “problem” or alteration identified? 
Can the surgeon treat the patient?

2-	 Is the patient manageable? Would the doctor 
like to have the patient in his office?

3-	 In case of complications, will the patient 
cooperate?

4-	 Does the patient understand the margin of 
error associated with the procedure?

Based on the replies obtained, the plastic surgeon 
may infer the type of patient when approaching him/
her, but it should be noted that the diagnosis may 
often be overlooked if the doctor focuses only on the 
body change of the patient, giving no emphasis to 
adequate clinical and psychological examinations, 
since approximately 10% of plastic surgery patients 
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show some level of dysmorphophobia. Although it 
has been described in different ways in the literature, 
such a topic remains unclear to numerous medical 
colleagues who do not diagnose these patients and 
subject them to surgical procedures that, in addition 
to not bringing benefits, do not solve the problems 
pointed out by the patients.

HOW TO TREAT dysmorphic PATIENTS

Besides having been reported more than one 
hundred years ago, and being the cause of much 
suffering, dysmorphophobia is believed to be 
adequately treated in only 10% of all cases17,18. 
Usually, treatment consists of a combination of 
antidepressant drugs, which help in decreasing 
depression symptoms, and psychotherapy, which 
increases safety and confidence. Applied together, 
these methods help the patient dominate their 
obsessions and anxiety, which are related to body 
image21,22. With the aid of antidepressant drugs, the 
patients are able to decrease their concerns, their 
feelings of discomfort, and behavioral rituals, and 
improvements in social and occupational behavior 
are observed. Although the defect is still noted, 
because it never stops being a defect, in a general 
way it will cause less discomfort1,13,17,18,31.

In cognitive-behavioral therapy, the methods 
applied include self-monitoring thoughts; checking 
the time spent in front of the mirror; trying to change 
thoughts about body image, if in a social situation; and 
preventing and avoiding compulsive behaviors25,31,35. 
The surgery does not bring benefits to this group 
of patients and is contraindicated, since due to the 
image distortion, even the most beautiful result will 
still not meet their expectations, which are, in fact, 
unsurpassable.

CONCLUSIONS

Dysmorphophobia, or body dysmorphic disorder, 
was described for the first time in 1886 as being a 
“subjective feeling of ugliness or physical defect in 
which patients feel that they are being observed by a 
third party, although their appearance is considered 
within normal limits.”4 Thus, the body is a cause 
of much suffering, being rejected and considered 
worthless without passion and, as a result, submitted 
to unnecessary extreme procedures or isolation and 
neglect. Usually, this condition is not diagnosed 
because doctors do not adequately research patients’ 
complaints or because they tend to worry with only 
somatic alterations.

The dysmorphic patient lives in constant stress 
because he cannot control the disturbances associated 
with his negative body image, which he believes he 
possesses, even when he is assured that all is well and 
the defect is insignificant, minimal, or nonexistent. It 
is a concern that damages his comprehension or body 
recognition. These disturbances distort the image 

that the patient has of himself, leading him to be 
obsessed with a perfect body image and transforming 
small imperfections into real monstrosities, which 
causes much suffering and social, occupational, and 
familiar isolation. With the aim of changing their 
appearances, patients with dysmorphophobia seek 
treatment from diverse professionals, including plastic 
surgeons; subsequently, after being dissatisfied with 
the results, they undergo new procedures for the 
same complaint or for a different part of the body 
that becomes then the new focus of attention14,16,18,21.

It is of the utmost importance that health services 
professionals know how to recognize the symptoms 
of dysmorphophobia and thoroughly investigate 
the disturbances presented by the patients before 
any procedures are administered. It is essential to 
underline that the plastic surgeon may have some 
difficulties in identifying dysmorphophobia, and since 
dysmorphic patients create delusional expectations 
of the aesthetic procedures – and generally are 
not satisfied with them – they may hold the doctor 
responsible for it, which can lead to legal claims.

A plastic surgeon uninformed in respect to 
dysmorphophobia may cause personal damage or 
even help to prolong the disorder of the patient over 
time, while the procedures are being performed. 
This professional will be faced with a psychologically 
altered patient who, in the post-operative phase, is 
dissatisfied, returns frequently to the doctor’s office 
showing baseless complaints, and even proposes 
the need for new surgical procedures as a form of 
“mitigating” his dissatisfaction with the recently 
performed procedure.

Surgery is formally contraindicated for these 
patients, since, besides not being in agreement 
concerning their expectations, the disorder may 
worsen, which can result in legal claims, or verbal, 
or even physical, aggression. The treatment is based 
on specialized monitoring by a psychiatrist and 
psychologist, and drugs are prescribed in order to 
help treat anxiety and obsession.
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