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Background: The present study examined the prevalence of and risk factors for symptoms of body dysmorphic disorder (BDD) in the
general population of Jeddah, a large port city in Saudi Arabia.
Methods: This cross-sectional study surveyed a convenience sample of 520 adults. We used a validated self-screening measure to
assess BDD, the body dysmorphic disorder questionnaire (BDDQ).
Results: The prevalence of significant BDD symptoms among the general Saudi population was 8.8% (ie, those scoring above the cut
off for BDD on the BDDQ). Over half (52%) of all respondents reported concerns about the attractiveness of their body parts, and of
those expressing such concerns, 66% were preoccupied with these thoughts. Only 3% of all respondents opted for cosmetic surgery
because of these concerns, and most of those individuals (69%) had only one surgery. Nearly 9% of all respondents reported that these
concerns affected their relationships with family and friends. Almost 15% of all participants spent an hour or more each day thinking
about these concerns. Patients who reported a history of depression were 3.8 times more likely to have BDD. Other variables included
in the model predicting high BDD scores (eg, age, job status, and marital status) did not achieve statistical significance.
Conclusion: Significant symptoms of BDD (based on the BDDQ) are not uncommon among the general population of Jeddah, Saudi
Arabia. Risk factors for this condition were female gender, younger age, being unmarried, and in bivariate and multivariate analyses,
history of depression and female gender. These findings underscore the need for increased awareness by clinicians of this disorder,
particularly when treating patients with depressive disorder, particularly among women.
Keywords: body dysmorphic disorder, body image, prevalence, Saudi Arabia

Introduction
Body dysmorphic disorder (BDD) is an under-recognized body image disorder that has been associated with a high rate
of delusional symptoms and suicide attempts. It is characterized by preoccupation with non-existent or slight defects in
physical appearance. As a result, patients suffering from BDD believe that they look abnormal, unattractive, or deformed,
when in reality their physical appearance is normal.1 These preoccupations can involve any body part, although, in the
majority of the cases, it involves the nose, the ears, the face, hair, or features related to sexuality (eg, breasts in women;
muscular build or penis size in men).2,3

Individuals with BDD are likely to present to mental health professionals and other clinicians such as dermatologists,
plastic surgeons, primary care physicians, pediatricians, and dentists.4 Most BDD patients seek non-psychiatric treatment
(most commonly dermatologic and surgical) for their perceived physical defects. However, this treatment appears
ineffective for most patients and can be risky for clinicians.5 In contrast, the most effective treatment is pharmacotherapy
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(eg, selective serotonin reuptake inhibitors or clomipramine) and cognitive-behavioral therapy explicitly tailored to
BDD.3 The prevalence of BDD in the general population ranges between 0.7% and 2.4% when diagnosed using the
DSM-III-R or DSM-IV criteria.6

BDD is more common than most clinicians believe. Up to 1.9% of nonclinical samples, 6–12% of psychiatric
outpatients, and 3–40% of patients in other clinical settings may have the disorder.7 However, the actual prevalence is
uncertain given that there are relatively few epidemiological studies on BDD prevalence.6 In addition, the mean age of
onset of BDD is approximately 14–19 years, and it usually develops gradually rather than abruptly, reducing insight into
the disorder.6 BDD risk factors include having blood relatives with BDD or obsessive-compulsive disorder, negative life
experiences (childhood teasing and trauma), certain personality traits (perfectionism, societal pressure or expectations of
beauty), and psychiatric disorders (anxiety or depression).2,8–10

The actual prevalence of those suffering from BDD is underestimated because of feelings of shame and shyness that
prevent individuals from seeking medical attention.8 At times, the delusional nature of such concerns and the lack of
insight associated with the disorder may both be contributive factors. Thus, many people seek non-psychiatric treatment
or no treatment at all (or present only late in the course of the disease) and therefore go undetected. Understanding the
prevalence in Saudi Arabia is important because of cultural and religious factors that may influence the importance
placed on physical appearance, which may increase such bodily concerns. Furthermore, identifying risk factors for BDD
is crucial because it allows clinicians to screen those at particularly high risk for this condition. However, to the best of
the authors’ knowledge, no studies have been reported from Saudi Arabia on the prevalence or risk factors for BDD in
the general population. The present study seeks to fill that gap.

Materials and Methods
Study Design and Participants
A cross-sectional study was conducted to assess the prevalence and risk factors for BDD. A convenience sample of 520
adults in Jeddah, Saudi Arabia, completed a questionnaire. The response rate approached 90% (520 out of approximately
580 who were asked to complete the questionnaire).

Ethical Consideration
Written consent was obtained from each participant before asking them to complete the questionnaire. The purpose of the
study was explained, and confidentiality was assured. Approval from the institutional review board (IRB) of King
Abdulaziz University was obtained before beginning the study. The IRB approval number is 374–17. This study was
conducted in accordance with the Declaration of Helsinki.

Data Collection and Measures
The first part of the questionnaire asked about age, gender, education level, nationality, occupation, income, and marital
status. Participants were also asked if they had a history of depression or obsessive-compulsive disorder (yes or no, for
each question). The second part of the survey focused on BDD-related questions using the self-rated Body Dysmorphic
Disorder Questionnaire (BDDQ), a measure that has shown good concurrent validity when compared to the Structured
Clinical Interview for DSM-IV (SCID), having a sensitivity of 94% in detecting BDD, a specificity of 90%, and a
likelihood ratio of 9.4.11 One question was added in addition to the BDDQ: “Have you ever done any cosmetic surgery
due to concerns about your appearance?” The original English version of the BDDQ was translated into Arabic by two
independent native Arabic physicians fluent in English, and then the Arabic version was translated back to English by
two independent native English physicians fluent in Arabic.

Statistical Analysis
Analyses were performed using the Statistical Package for Social Science (SPSS), version 22 (IBM, Armonk, NY, USA).
The difference between respondents scoring positively on the BDDQ screening questionnaire and those scoring below
the cutoff was determined by the independent samples t-test chi-square statistic and Fisher’s Exact test (for categorical
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variables). Odds ratio and 95% confidence intervals were derived from a logistic regression model. All variables were
categorical in nature in bivariate and multivariate analyses, with the exception of age, which was treated as continuous in
the multivariate analyses to increase the precision of the estimate. Statistical significance was set at 0.05.

Results
Table 1 describes the distribution of sociodemographic characteristics of the sample by significant BDD symptoms.
Younger age was associated with significant BBD symptoms (p = 0.043). BDD-positive cases were more prevalent in
those less than 40 years of age. Gender also distinguished the two groups (p = 0.019), with BDD cases more prevalent
among females. BDD was more common in unmarried participants (p = 0.014). A self-reported past diagnosis of
depression was also related to BDD (p = 0.020). No significant associations were found with nationality, education, living
status, job status, income, or self-reported history of obsessive compulsive disorder.

Table 2 describes the distribution of responses to BDDQ. More than half (52%) of all respondents reported concerns
about the attractiveness of their body parts, and of those, 66% were preoccupied with these concerns. Most of the
respondents reported concern about their hair (33.5%), breast (17.9%), and skin (9.6%), while 13.1% of respondents
reported multiple sites. Only 3.1% of all respondents opted for cosmetic surgery, and most of these individuals had only
one surgery (68.8%). Emotional and social distress due to perceived appearance were reported by 25.8% and 15.2% of all
respondents, respectively. Ten percent indicated they had difficulty performing tasks at school and in the workplace
because of BDD concerns. Nearly one in five respondents said their concerns limited their participation in outdoor
activities. In addition, 9% of all participants reported that their relationships with family and friends were affected by
these concerns. Almost 15% of all respondents spent more an hour per day or more thinking about these concerns.

Table 3 presents the results of logistic regression modeling. The overall model was significant, χ2(7) = 25.9, p <
0.001, suggesting that age, sex, job status, marital status, and history of depression had a significant effect on the
likelihood of scoring above the cutoff on the BDDQ (case status). The regression coefficient for gender (B = 0.74, OR =
2.09, 95% CI = 1.04–4.21) indicated that women were more than twice as likely as men to score above the cutoff on the
BDDQ. Similarly, a history of depression was also found to be a significant predictor (B = 1.34, OR = 3.83, 95% CI =
1.45–10.13). Participants with a history of depression were nearly four times more likely to have BDD. Age, job status,
and marital status were unrelated to case status in the logistic regression model.

Discussion
The present study examined the prevalence and risk factors for significant BDD symptoms in the general population of
Jeddah, Saudi Arabia. Nearly one in ten (8.8%) scored above the cutoff on the BDDQ. This prevalence rate was
significantly higher than in the United States and Germany, with 2.4% and 1.7% rates, respectively.12,13 The international
weighted prevalence of BDD has been reported to be 1.9%.7 Several studies have been conducted to assess the
prevalence of BDD in Saudi Arabia in specific clinical populations, but none until the present study has done so in
the general community. One study assessed BDD among patients visiting dermatology clinics, finding a prevalence of
18.6%.14 Another study that examined Arab dermatology patients reported a prevalence of 14.1%.15 Other studies of
patients seeking facial plastic surgery and female medical students have reported a prevalence of 14.2% and 4.4%,
respectively.16,17 The differences between our study and the studies in the US and Germany could be explained by
methodological factors. The US study used experienced interviewers administering structured diagnostic interviews, and
the German study used the face-to-face method of conducting its self-rating scales. The present study identified cases
using a self-reported questionnaire, the BDDQ; thus, an accurate comparison could not be made. Another explanation for
the high rate reported here may have been due to social or cultural factors. For instance, women in Saudi society may
feel that their physical appearance affects their options with regard to marriage, which may lead to increased BDD
concerns.18 In contrast to the present findings, several studies have found no difference in rates of BDD between males
and females.7,12,13 The cultural norms in Saudi Arabia, which include the segregation between genders at school and
college, may affect how Saudi women view their bodies, leading to anxiety, shame, and more severe judgment about
physical appearance.8
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Table 1 Sociodemographic and Mental Health Characteristics of Participants by Cut-off Score on the BDDQ Indicating Significant BDD Symptoms

Case Status P-value

No BDD BDD

n (%) n (%)

Age in Years <40 Years 382 (81.6) 43 (93.5) 0.043*a

≥40 Years 86 (18.4) 3 (6.5)

Nationality Saudi 423 (90.4) 41 (89.1) 0.793b

Non-Saudi 45 (9.6) 5 (10.9)

Sex Male 227 (48.5) 14 (30.4) 0.019*a

Female 241 (51.5) 32 (69.6)

Education Intermediate 9 (1.9) 0 (0.0) 0.633b

Secondary 120 (25.7) 15 (32.6)

Bachelor 300 (64.2) 29 (63.0)

High degree 38 (8.1) 2 (4.3)

Social situation Single 228 (48.7) 31 (67.4) 0.014*b

Married 231 (49.4) 13 (28.3)
Divorced 7 (1.5) 1 (2.2)

Widowed 2 (0.4) 1 (2.2)

Living With friends 7 (1.5) 1 (2.2) 0.730b

Alone 20 (4.3) 1 (2.2)
With family 441 (94.2) 44 (95.7)

Job Student 159 (34.0) 16 (34.8) 0.964a

Employed 199 (42.5) 20 (43.5)

Unemployed 110 (23.5) 10 (21.7)

Monthly income <5K SR 216 (46.2) 26 (56.5) 0.437a

5–10K SR 117 (25.0) 7 (15.2)
11–15K SR 58 (12.4) 5 (10.9)

>15K SR 77 (16.5) 8 (17.4)

Have you ever been diagnosed with depression? Yes 26 (5.6) 7 (15.2) 0.020*b

No 442 (94.4) 39 (84.8)

Have you ever been diagnosed with obsessive-

compulsive disorder?

Yes 25 (5.3) 5 (10.9) 0.174b

No 443 (94.7) 41 (89.1)

Notes: *p ≤ 0.05. aChi-square test. bWhere more than 20% of cells had expected cell counts less than 5, Fisher’s Exact test was used.
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Age, marital status, and employment status were not significant risk factors for BDD in the present study. This varies
from reports in Germany, which found that those with BDD were more likely to be unemployed and not married.13

Although we found that being unmarried was associated with BDD in bivariate analyses, other factors appeared to
explain this finding in multivariate analyses. The difference between the German study and the present study could be
attributed to the social differences between the two societies and how BDD effects could depend on cultural factors.
Multiple studies in Saudi Arabia, Beirut and Qatar showed female and male perception of ideal weight as being
overweight.19–22 While an international study showed that in Western countries, including United States and Germany,
the perception of ideal body is thin and even underweight.23 The differences in body perception between the Arabian and
Western societies could be explained in part by differences in terms of privacy and conservativeness, since the Saudi
society is closed one where privacy is among the most important values. Furthermore, religious beliefs in Islam require
conservative clothing for women, which may affect the ideal standards for body image in this country.

Table 2 Distribution of Participant Responses to Body Dysmorphic Disorder Questionnaire

Are you very concerned about the appearance of

parts (or parts) of your body that you specifically
consider unattractive?

Yes 270 (51.9) If yes, do these concerns occupy your thinking?

So, you think about it a lot and wish if you can
think less about them?

Yes 179 (66.0)
No 250 (48.1) No 91 (34.0)

What are these concerns? (Multiple responses) Hair 174 (33.5)
Breasts 93 (17.9)

Skin 50 (9.6)

Mouth 34 (6.5)
Genitals 19 (3.7)

Lips 18 (3.5)

Jaw 11 (2.1)
Hips 10 (1.9)

Nose 9 (1.7)

Other parts 18 (3.5)
Multiple parts 68 (13.1)

No Answer 16 (3.1)

Have you ever done any cosmetic surgery due to

concerns about your appearance?

Yes 16 (3.1) If yes, how many? One 11 (68.75)
No 504 (96.9) Two 2 (12.5)

Three 3 (18.75)

Is your main concern about your appearance that you are not thin, or
are you becoming too fat?

Yes 183 (35.2)
No 337 (64.8)

Has your appearance caused you a lot of distress and emotional pain? Yes 134 (25.8)
No 386 (74.2)

Has this problem significantly interfered with your social life? Yes 79 (15.2)
No 441 (84.8)

Does your preoccupation with your appearance greatly affect your

school, work, or your ability to Do other tasks?

Yes 52 (10.0)
No 468 (90.0)

Are there things you avoid because of your appearance? Such as going

out with friends or events or exercising activities such as swimming

Yes 102 (19.6)
No 418 (80.4)

Is your family life or friend’s life affected in any way because of your

concerns about your appearance?

Yes 46 (8.8)
No 474 (91.2)

How long does it take a day to think about your appearance? 1 hrs 432 (83.1)
1–3 hrs 55 (10.6)
>3 hrs 23 (4.4)

Note: Adapted from Psychiatry Res, 210(2), Brohede S, Wingren G, Wijma B, Wijma K. Validation of the body dysmorphic disorder questionnaire in a community sample of
Swedish women. 647–652, Copyright 2013, with permission from Elsevier.11
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A history of depression was a risk factor for BDD in the present study, which is consistent with most of the literature
indicating a close relationship between depressive disorder and BDD.8,24 A temporal relationship, however, could not be
established here in terms of causality. BDD was found to have an increased risk of suicide based on the presence of other
psychiatric comorbidities, including major depressive disorder and personality disorders.25 Depression could develop due
to having BDD, a result of prolonged anxiety and shame associated with BDD and the resulting social dysfunction.18

Alternately, BDD may be more likely to develop in those with pre-existing depression due to greater sensitivity over
physical appearance caused by depression.

Study Limitations
Several limitations of the present study may affect the generalizability and interpretation of the results reported here. The
first is the possible overestimation of BDD prevalence due to the self-reported nature of the BDDQ screening measure,
rather than using a structured diagnostic interview administered by a clinician. Secondly and finally, the convenience
nature of the sample acquired from a large port city in Saudi Arabia, which likely prevents generalizing these results to
the entire country.

However, several strengths also deserve mention. First, to our knowledge, this is the first study examining the
prevalence of BDD symptoms among a general community population in Saudi Arabia. Second, the BDDQ is a
psychometrically valid measure of BDD symptoms that has been used in many countries throughout the world, allowing
for comparison. Third, logistic regression analyses were used to control for potential confounders and variables, helping
to identify independent risk factors for BDD.

Conclusions
The present study found a relatively high prevalence rate (8.8%) of significant BDD symptoms (based on scoring above
the cutoff on the BDDQ) in a general community sample in Jeddah, Saudi Arabia. Risk factors associated with significant
BDD symptoms were female gender and a history of depression. Given the relatively high prevalence of this condition in
Saudi Arabia, clinicians need to become more aware of BDD and consider screening for BDD among patients presenting
with depression, particularly female patients. Likewise, screening for depressive disorder among those with BDD should
also be considered, as BDD is a debilitating disorder that often runs a chronic course without treatment and screening
may facilitate earlier detection and intervention. Future studies, particularly longitudinal studies, are needed to determine
the causal nature of risk factors for BDD identified in this study.

Table 3 Results of Logistic Regression Analysis

95% Confidence Interval

Predictor Estimate SE Z p Odds Ratio Lower Upper

Intercept −1.78 1.14 −1.56 0.119 0.17 0.02 1.58

Gender
Female – Male 0.74 0.36 2.06 0.039 2.09 1.04 4.21

Job

Student – Unemployed −0.76 0.50 −1.52 0.130 0.47 0.17 1.25
Employed – Unemployed 0.54 0.43 1.25 0.210 1.72 0.74 4.04

Social Situation

Single – Married 0.73 0.46 1.59 0.112 2.08 0.84 5.12
Widowed/Divorced – Married 1.26 0.85 1.49 0.136 3.53 0.67 18.54

Diagnosed with depression

Yes – No 1.34 0.50 2.71 0.007 3.83 1.45 10.13
Age −0.06 0.03 −1.81 0.071 0.95 0.89 1.00

Note: Estimates represent the log odds of scoring above the cut-off on the BDDQ.
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BDD, body dysmorphic disorder; BDDQ, body dysmorphic disorder questionnaire.
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