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Chapter

Body Dysmorphic Disorder in
Oral and Maxillofacial Surgery

Tiirker Yiicesoy

Abstract

Body dysmorphic disorder (BDD) may be related to the appearance of a body part
or may sometimes arise from concerns about a body function. Currently, this disorder
was included in contemporary classification systems with DSM-5. The majority of BDD
patients first consult dermatologists, surgeons, and more often plastic surgeons, rather
than psychiatrists. Therefore, it is difficult to determine the prevalence of this disorder
in the psychiatric society. The oral and maxillofacial region is highly associated with
face deformities, and the patients with BDD are applying to those clinics even without
self-awareness of their disorders. It has been reported that most of the orthognathic
surgical patients are associated with the facial appearance of surgical motivations and
will have similar psychological motivations to cosmetic surgery patients. Moreover,
the orthodontics, prosthetic and restorative dentistry are the branches of dentistry
that mostly the patients come with esthetic complaints. Studies on BDD have not yet
received the value they deserve concerning the prevalence and severity. Researches in
dentistry and oral and maxillofacial surgery are much less, and the individuals suffer-
ing from BDD are not well-known among dentists/oral and maxillofacial surgeons;
therefore, the frequency of BDD patients is not noticed and treated properly.

Keywords: body dysmorphic disorder, maxillofacial surgery, esthetics, dentistry,
psychiatry

1. Description

Most people are not completely satisfied with their appearance. But some individ-
uals are very concerned about a slight or imaginary flaw in their appearance. These
individuals could have a “problem” not only physically but also psychiatrically.

Body dysmorphic disorder (BDD) is a condition not only in which a person over-
estimates and exaggerates a body defect but also one may believe in the existence
even if there is not a body defect. This engagement can lead to significant unrest or
impaired functionality. BDD is a severe illness and relatively common which often
presents to both mental health professionals and nonpsychiatric physicians [1].

1.1 History

The disorder was defined as “compulsive neurosis” in the first place. After, it was
called “obsession with shame of the body” and “dysmorphophobia,” respectively.
Dysmorphophobia is preferred to explain the sudden emergence and continuation
of the idea of a deformity; it is defined as an individual’s fear of the occurrence of
this deformity and feeling the anxiety of this awareness considerably [2].
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Body dysmorphic disorder was first shown in the DSM-IV in 1980 and described as
an atypical somatoform disorder [3]. The American Psychiatric Association (APA)
classified this “problem” as a distinct somatoform disorder in 1987, and since then
it has gained popularity in the media and in clinical researches [4]. Currently, BDD
is included in contemporary classification systems with DSM-5 (the Diagnostic and
Statistical Manual of Mental Disovders, 5th Edition), the classification system of

the APA [5].

1.2 Diagnosis

The changes between DSM 4 and DSM 5 criteria for diagnosing BDD are
shown in Figure 1. On the other hand, many tests have been established to
diagnose BDD or measure its severity. However, some tests are performed
more frequently for specific reasons, such as easy application and providing
more effective results, for example, the Body Image Disturbance Questionnaire
(BIDQ) [6], Yale-Brown Obsessive—Compulsive Scale Modified for BDD
(BDD-YBOCS) and Body Dysmorphic Disorder Questionnaire (BDDQ) [7],
the Cosmetic Procedure Screening (COPS) questionnaire [8], the Appearance
Anxiety Inventory (AAI) [9], BDD Dimensional Scale (BDD-D) [10], the Body
Image Disturbance Questionnaire (BIQLI) [11], and the Dysmorphic Concern
Questionnaire (DCQ) [12].

1.3 Epidemiology

BDD is a relatively common disorder. Despite its prevalence and severity, the
diagnosis can be missed in clinical settings [13]. The majority of BDD patients
first consult dermatologists, internists, surgeons, and more often plastic surgeons,
rather than psychiatrists. Therefore, it is difficult to determine the prevalence of
this disorder in the psychiatric society. Although the studies in the general popula-
tion range from 0.7 to 5.3% [14-18], clinical studies reveal higher rates: 8.8 to 12%
[19, 20] among dermatology patients; 7% in cosmetic surgery patients [21]; 14-42%
in patients with atypical major depression [22-24]; 11-13% in patients with social
anxiety [25, 26]; 8-37% in patients with obsessive—compulsive disorder [26-28];
and 39% in patients with anorexia nervosa [29].

DSM-1V DSM-5
Disorder Class: Somatoform Disorders Disorder Class: Obsessive-Compulsive and Related Disorders

A. Preoccupation with an imagined defect in appearance. If a slight A. Preoccupation with one or more perceived defects or flaws in physical appearance that are not observable or appear slight to others.
physical anomaly is present, the person’s concern is markedly
exeessive,

B. At some point during the course of the disorder, the individual has performed repetitive behaviors (e.g., mirror checking, excessive
grooming, skin picking, reassurance secking) or mental acts (e.g., comparing his or her appearance with that of others) in response to the
appearance Concems.

B. The preoccupation causes clinically significant distress or C. The preoccupation causes clinically significant distress or impairment in social, occupational or other areas of functioning.
impairment in social, occupational, or other important areas of
functioning.

C.Thep pation is not better for by another mental D. The app p P is not better by concerns with body fat or weight in an it whose symp! meet di;
disorder (e.g., dissatisfaction with body shape and size in anorexia criteria for an eating disorder.
nervosa).

Specify if:

With muscle dy: : The indi is d with the idea that his or her body build is 100 small or insufficiently muscular.
This specifier is used even if the individual is preoccupied with other body areas, which is often the case.

Specify if:
Indicate degree of insight regarding body dysmorphic diserder beliefs (e.g., “I look ugly™ or “I look deformed”™).

With good or fair insight: The individual recognizes that the body dysmorphic disorder beliefs are definitely or probably not true or
that they may or may not be true.

With poer insight: The individual thinks that the body dysmorphic beliefs are probably true.

With absent insight/delusional beliefs: The individual is i that the body ic beliefs are true.

Figure 1.
DSM-IV to DSM-V body dysmorphic disorder comparison.
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Despite the presence of BDD cases beginning in adulthood or childhood, symp-
toms often begin in adolescence or young adulthood [30]. In particular, men and
young people do not want to report their complaints because of humiliation and
embarrassment or do not see them as a mental problem. Although the age of onset
goes down to 6 years, in many studies the age of onset is reported to be between the
ages of 15 and 20, with an average age of 16-18 [31].

1.4 Quality of life and functionality

The main cognitive feature of BDD is the belief that extreme anxiety and imag-
ined defect represent a personal disability. One’s quality of life can vary consider-
ably. Many people can at least limit their social functions and resort to avoidance
in order to prevent their imperfections from appearing fully in the public sphere.
These avoidance strategies may include camouflage by wearing makeup or con-
cealed clothing. Some individuals may never leave the house. Phillips et al. reported
that men with BDD had a higher rate of single or single living than women, whereas
another study found that 30% of BDD patients were individuals who could not
leave their homes at least 1 week before the study [32, 33]. Other compulsive
behaviors are to examine, heal, or conceal the perceived defects and include exces-
sive mirror control, excessive care, styling hair, camouflaging the defect, comparing
oneself with others, picking skin, and trying to convince the ugliness of the defect
to others [34]. Therefore, psychosocial functioning of BDD is associated with
suicidal tendencies and especially poor quality of life [35].

1.5 Classification

Although BDD was classified as a somatoform disorder in DSM-1V, it is cur-
rently accepted as a disorder of the obsessive-compulsive spectrum disorders
(OCSD) group because of its overlapping aspects with OCSD in DSM-V. However,
it is frequently emphasized that BDD not only is a clinical variant of OCSD but is
also associated with mood disorders, social anxiety disorders, and eating
disorders [36].

1.6 Clinical symptoms

The main clinical features of BDD are disproportionately dealing with an
imaginary or mild physical defect, which leads to significant clinical distress or a
significant loss of functionality in work, private, and social life. It is known that
most patients with BDD do not consult with psychiatrists and apply to nonpsychiat-
ric physicians, such as esthetic surgeons, to eliminate the perceived physical defects.
Sixty eight to ninety-eight percent of BDD patients experience concerns about
multiple body regions [32, 37].

BDD may be related to the appearance of a body part or may sometimes arise
from concerns about a body function. Sweating and related thoughts about the
secretion of bad odor can be given as an example. Concerns of BDD cases become
more apparent in social settings. Avoidance behaviors such as being unable to
go out of the house or going out in the dark only, not being able to enter social
environments due to concerns, and leaving school or work are common symp-
toms. Most of the patients believe that their physical defects are seen and noticed
by others, and therefore they look at the mirror in excessive levels or try to stay
away from the objects that reflect the mirror image as much as possible, make use
of makeup material, and make dress changes in order to hide the areas that they
believe to be defective.
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1.7 Co-diagnosis

The most common comorbid diagnoses in BDD are major depression, social
phobia, drug addictions, and OCD [38]. Phillips et al. showed that the frequency of
OCD was 37% among 100 cases [39], and similarly the incidence of OCD was found
to be 39% of the study of 50 cases by Hollander et al. [37].

1.8 Differential diagnosis

Because BDD and OCD have similar features in many respects, BDD is often
accepted as an OCD [40-42]. However, poorer insight than OCD, higher suicide
rates, and higher comorbidity of depression differentiate the two disorders [41,
43, 44]. A significant proportion of patients diagnosed with BDD show avoidance
behaviors in social settings. This situation evokes the avoidance behaviors of social
phobic patients [43]. Social phobia cases are comfortable as long as they stay away
from crowded environments that cause anxiety for them.

Social phobia patients also know that their concerns are meaningless, but they
cannot resist their anxiety. While individuals with BDD do not think their concerns
are meaningless, staying away from social settings does not reduce the anxiety of
such patients. Also, in social phobia, the reason for staying away from the social
environment is not usually exaggerated physical defects [13, 35].

1.9 Treatment

Many individuals with BDD resort to nonpsychiatric medical and surgical treat-
ments to correct perceived defects in their physical appearance. Dermatological
treatment is the most desirable and applied treatment (mostly acne agents). It is
followed by surgical treatment, most commonly rhinoplasty. In a study in which
12% of subjects received isotretinoin, treatment rarely increased BDD. Therefore,
nonpsychiatric medical treatments do not seem to be effective in the treatment of
body dysmorphic disorder. Crerand et al. stated that individuals were also evalu-
ated, and the results reported that individuals who refused psychiatric treatment
did not observe any change and their condition worsened [45]. The somatic subtype
of delusional disorder needs to be distinguished from BDD. The somatic subtype
of delusional disorder provides more benefits than antipsychotic medication; BDD
patients benefit from treatment with selective serotonin reuptake inhibitors (SSRIs)
[38, 41]. The general opinion is that the use of high-dose SSRIs in BDD will be
beneficial [46, 47]. The use of SSRI is considered to be the ideal treatment when the
highest dose recommended by the manufacturer for 12 weeks or more is used. Daily
fluvoxamine 150 mg, fluoxetine 40 mg, paroxetine 40 mg, sertraline 150 mg, cita-
lopram 40 mg, and escitalopram 20 mg SSRI doses are considered as the minimum
and adequate doses [48]. Any treatment of “defect” in patients with BDD is contro-
versial. However, the general idea is that surgical treatments should be performed if
only these individuals still need surgery after psychiatric treatment [49].

1.10 Translation of the scales and questionnaires

Due to almost all the scales being prepared in English, the translation of those
forms into other languages and validity and reliability studies should be performed,
and it must be proven that it is equivalent to the original language. For example,
the translation of the YBOCS-BDD scale into Brazilian Portuguese was performed
among 93 selected rhinoplasty patients of both sexes. Also, the test-retest method
was used for reliability at 1-week intervals, and statistical analysis was performed
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using correlation coefficient and intraclass correlation coefficient (ICC) [50]. It has
also been translated into Persian, German, French, and Italian, and these studies
have shown significant results [51, 52]. In the German reliability and validity study
of the BIDQ-S scale, which is a modification of the BIDQ scale for scoliosis patients,
259 patients with idiopathic scoliosis were included in the study [53].

2. Body dysmorphic disorder in oral and maxillofacial surgery

The developed scales have been mentioned in many studies in the world, includ-
ing esthetics such as dermatology, esthetic surgery, maxillofacial surgery, and
orthodontics, and have been used to detect individuals with BDD (Figure 2). But
the maxillofacial region is highly associated with face deformities, and the patients
with BDD are applying to those clinics even without self-awareness of their disor-
ders. Particularly, orthognathic surgery, also known as corrective jaw surgery, is
considered functional surgery in the treatment of maxillomandibular dysfunction.
However, the correction of maxillomandibular deformity creates highly esthetic and
satisfactory results. In the studies in the literature, it has been reported that 52-74%
of orthognathic surgical patients are associated with the facial appearance of surgi-
cal motivations and will have similar psychological motivations to cosmetic surgery
patients. After this type of surgery, satisfaction with the outcome is as high as 92%,
resulting in improved quality of life [54-56]. In a small number of patients (<10%)
who are not satisfied with the surgical outcome, the underlying cause may be a
psychological condition experienced by the individual rather than a failed surgical
procedure. The underlying psychological condition may be BDD, which is believed
to be increased in patients seeking orthognathic surgery [56]. It was found that
10% of orthognathic surgery patients met significantly higher BDD criteria than
reported rates (between 0.7 and 4.0%) in the general adult population [15, 57-59].
This rate is similar to the prevalence of cosmetic surgery and dermatology patient
population of BDD, which is between 6 and 16% [60].

DERMATOLOGY OTHERS

ORTHODONTICS

Figure 2.
Nonpsychiatric departments where body dysmorphic disovder patients generally apply to.
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Although researches on BDD and dental treatment are relatively rare, published
case reports showed the BDD patients involved in general dentistry and maxil-
lofacial surgery. Some authors applied a questionnaire to 40 adult patients who
participated in orthodontic treatment and estimated the prevalence of BDD to be
7.5%, suggesting that individuals with BDD had a high demand for orthodontic
treatment [34]. De Jongh et al. reported the frequency of occupation of individuals
with a defect in their appearance and stated that the rate of whitening and orth-
odontic treatment of those who reported that they were engaged in such defect was
nine times higher [60]. These studies have shown that clinicians working in esthetic
dentistry are likely to be visited by BDD patients and therefore need to be aware of
the condition of such patients and to know how to evaluate and manage patients
suspected of having BDD [49].

In addition to areas such as plastic surgery and dermatology, another important
part where the patient comes with esthetic complaints is dentistry. Maxillofacial
surgery, orthodontics, prosthetic, and restorative dental treatment, which isa
branch of dentistry, are among the important parts that patients come with esthetic
complaints. The inability to detect individuals with possible BDD in these depart-
ments and to try to eliminate the esthetic complaint before the treatment of psychi-
atric disorder adversely affects the success of the treatment.

Eventually, all of those studies show that the prevalence of BDD among den-
tist individuals is much more severe than the general population. Moreover, the
incidence of BDD patients among individuals who apply to clinics is unknown.

To increase the success rate of the treatment by increasing the satisfaction rate
obtained as a result of the esthetic treatments, further studies should be planned

to identify the individuals with BDD. The importance of informing the patients
preoperatively in dentistry/maxillofacial surgery must be well-known. The studies
should aim to increase the frequency of application of the tests for BDD in dentistry
to determine the real epidemiology of this disease among this field.

3. Conclusion
* The patients with BDD apply to all clinics to relieve their esthetic concerns
which are the main complaint despite the lack of self-awareness of the psycho-

logical disorder.

* These clinics may be dental, maxillofacial surgery, dermatology, and esthetic
surgery that provide esthetic treatment to a large extent.

* Worldwide research on BDD has not yet received the value it deserves concern-
ing the prevalence and severity of the disease.

* Researches in dentistry and oral and maxillofacial surgery are much less than
in other departments. Individuals suffering from BDD are not well-known
among dentists/oral and maxillofacial surgeons; therefore, the frequency of
BDD patients is not noticed.
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