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Why a cognitive behavioral approach?


The approach this book takes in attempting to help you overcome your body image problems is a ‘cognitive behavioral’ one. A brief account of the history of this form of intervention might be useful and encouraging. In the 1950s and 1960s a set of therapeutic techniques was developed, collectively termed ‘behavior therapy’. These techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by dealing with those symptoms themselves, rather than their deep-seated underlying historical causes (traditionally the focus of psychoanalysis, the approach developed by Sigmund Freud and his associates). Second, they were scientifically based, in the sense that they used techniques derived from what laboratory psychologists were finding out about the mechanisms of learning, and they put these techniques to scientific test. The area where behavior therapy initially proved to be of most value was in the treatment of anxiety disorders, especially specific phobias (such as extreme fear of animals or heights) and agoraphobia, both notoriously difficult to treat using conventional psychotherapies.


After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal with the internal thoughts which were so obviously central to the distress that many patients were experiencing. In particular, behavior therapy proved inadequate when it came to the treatment of depression. In the late 1960s and early 1970s a treatment for depression was developed called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck. He developed a theory of depression which emphasized the importance of people’s depressed styles of thinking, and, on the basis of this theory, he specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.


The techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a therapeutic approach which has come to be known as ‘cognitive behavioral therapy’ (or CBT). This therapy has been subjected to the strictest scientific testing and has been found to be highly successful for a significant proportion of cases of depression. It has now become clear that specific patterns of disturbed thinking are associated with a wide range of psychological problems, not just depression, and that the treatments which deal with these are highly effective. So, effective cognitive behavioral treatments have been developed for a range of anxiety disorders, such as panic disorder, generalized anxiety disorder, specific phobias, social phobia, obsessive compulsive disorders, and hypochondriasis (health anxiety), as well as for other conditions such as drug addictions, and eating disorders like bulimia nervosa. Indeed, cognitive behavioral techniques have been found to have an application beyond the narrow categories of psychological disorders. They have been applied effectively, for example, to helping people with weight problems, couples with marital difficulties, as well as those who wish to give up smoking or deal with drinking problems. They have also been effectively applied to dealing with low self-esteem. In relation to the current self-help manual, over several years effective CBT techniques have been developed for helping people overcome their problems with their body image.


The starting-point for CBT is the realization that the way we think, feel and behave are all intimately linked, and changing the way we think about ourselves, our experiences, and the world around us changes the way we feel and what we are able to do. So, for example, by helping a depressed person identify and challenge their automatic depressive thoughts, a route out of the cycle of depressive thoughts and feelings can be found. Similarly, habitual behavioral responses are driven by a complex set of thoughts and feelings, and CBT, as you will discover from this book, by providing a means for the behavior, thoughts and feelings to be brought under control, enables these responses to be undermined and a different kind of life to be possible.


Although effective CBT treatments have been developed for a wide range of disorders and problems, these treatments are not currently widely available; and, when people try on their own to help themselves, they often, inadvertently, do things which make matters worse. In recent years the community of cognitive behavioral therapists has responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavioral therapies for particular problems and present them in manuals which people can read and apply themselves. These manuals specify a systematic programme of treatment which the person works through to overcome their difficulties. In this way, cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.


The use of self-help manuals is never going to replace the need for therapists. Many people with emotional and behavioral problems will need the help of a qualified therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of these self-help manuals is at an early stage, the work done to date indicates that for a great many people such a manual is sufficient for them to overcome their problems without professional help. Sadly, many people suffer on their own for years. Sometimes they feel reluctant to seek help without first making a serious effort to manage on their own. Sometimes they feel too awkward or even ashamed to ask for help. Sometimes appropriate help is not forthcoming despite their efforts to find it. For many of these people the cognitive behavioral self-help manual will provide a lifeline to a better future.


Peter J Cooper


The University of Reading, 2009
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Appearance matters


First impressions


Appearance is important. First impressions depend partly on what we look like and partly on how we behave. Faces, in particular, have a number of functions. Our faces allow us to express ourselves and communicate. Our emotions – such as happiness and sadness, disgust and anger – are all conveyed through our facial expressions. When we communicate with someone, we are constantly noting (whether consciously or not) what their eyes, mouth and stance are telling us, as well as what we are hearing in their words and tone. Is the other person interested in what we are saying? Or are they bored? Faces communicate vital information as we find our way through a conversation, showing that we are listening, indicating questions or taking turns to speak. Faces also indicate age and attractiveness, ethnicity, gender, and familial or racial characteristics. There are many reasons, therefore, why faces are important in human behavior, and this is why it can be particularly difficult if something about your own face worries or disturbs you.


Similarly, we all pay attention to ‘body language’ (meaning the way we use our bodies and behave to convey additional information to other people). If you are excessively concerned or anxious about your appearance, changing the way that you look may seem the obvious or only way of changing how you feel. But you can also manage your concern about your appearance by thinking and behaving differently. So the goal in this book is for you to become less preoccupied with your appearance rather than to radically change your appearance in itself. It also means being able to get on with what is important in life, despite what your mind is telling you. This will be explored in later chapters. First we will discuss appearance and body image in more detail. What is a normal appearance? And what is normal in terms of how much we think about it and try to change it?


What is body image?


Psychologists use the term ‘body image’ to describe our internalized sense of what we look like. This can be thought of as a mental representation or map of our body, against which we judge our external appearance. The idea of body image was first developed by neurologists, who were investigating how the brain interprets information that it receives from different parts of the body. For example, after people lose a limb they often experience phantom pain or sensation – as if the limb were still there. For this to occur, the brain must have some kind of internalized representation of the limb. This mental image takes time to adjust once the external appearance has been altered. The body image of people with eating disorders has also been studied, and their perception of their body size may differ greatly from their actual size. People with anorexia may feel normal or fat even though, in reality, they are very thin. Once again, their internal body image is providing inaccurate information about what they look like.


For most of us, there is a relatively good match between what we think we look like (subjective appearance) and how we appear to other people (objective appearance), although it is interesting how often people dislike photographs of themselves. To some extent, our body image is idealized (based on how we would like to look). It is also based on a mirror image of our actual appearance. Other people see animated or moving images, whereas we view our own image mainly through photographs or mirrors where expression is still. Body image also changes slowly as we get older. We recognize our image as ‘our self’ when we are children and as we grow into adults. However, when our appearance changes suddenly, perhaps after an accident or as a result of disease, it can be very disconcerting, and it can take quite a long time before we ‘see ourselves’ once more when looking in the mirror. Even a dramatically different haircut can be quite shocking when we catch sight of an unexpected reflection, for example in a shop window.


Body image can also be studied in terms of what we look like in the eyes of an observer. What other people see and what we think they can see – the outside and inside view of body image – are like two sides of a coin, as they both contribute to how we feel about our looks. For example, we might receive positive or negative feedback about our appearance that might influence the way we think and feel. Equally, the way we act and feel about our appearance will have an impact on others. For example, if you keep your head down, don’t make eye contact and say very little then others will think you are not interested in them. They could be critical and reject you, not because of your appearance but because of your actions.


Body image can therefore be positive or negative and can vary over time. It is just one aspect of the way you feel about yourself. For instance, you might have a negative body image and a high sense of worth about other aspects of yourself or vice versa. Ideas about body image overlap with feelings of high or low self-esteem. If low self-esteem is a problem then it may take longer to overcome your body image problems, and we will discuss this in Chapter 2.


Body image changes as we get older


Attractiveness is difficult to define but there are several common factors across different cultures. For instance, someone with a very symmetrical, balanced face is usually rated attractive. More symmetrical features may be a sign of good health and fertility, as an infection at a young age can interfere with facial symmetry. One theory is that the human brain has a built-in mechanism for detecting symmetry because it demonstrates to others that the person has good genes and does not have any serious illness. Even babies are born with a tendency to pay attention to attractive faces. Studies have found that a baby’s attention is held for slightly longer by images of faces that that have been rated as very attractive compared to images of unattractive faces. Older children also play for slightly longer with attractive dolls.


Very young children show little awareness of their own appearance, and they don’t make value judgements about other people based on the way they look. However, from the age of about seven, children become more aware of their own appearance, and may begin to discriminate between ‘good’ and bad’ appearance and ascribe characteristics to other people based on what they look like. Children’s literature reinforces this development by linking the ideas of beauty and goodness. Fairytales such as ‘Cinderella’ or ‘Beauty and the Beast’ (variations of which can be found in all cultures) reinforce the idea that beauty is rewarded and is therefore to be prized, and ugliness is associated with evil. This assumption appears even in films where the hero is generally strong and good-looking and the villain characterized with a scar or disfigurement. One of the few ‘plain’ heroines in literature is Jane Eyre, but she is not married to Mr Rochester until he has been blinded in a fire and has acquired additional disabilities! Media images from publications such as Hello! and OK! magazine increasingly link physical attractiveness with exceptional success and celebrity, although in reality the celebrities featured often seem to find that their fame brings them problems rather than happiness.


Adolescence is the period when people’s appearance changes most noticeably, and over a very short period of time, as they reach puberty. Before puberty, male and female children have very similar body shapes. After puberty, girls develop breasts and curvier hips. For boys, the trunk slims, the shoulders broaden, facial features become more masculine, and facial hair starts to grow. Although breast development is characteristic of girls, some boys also experience breast changes. ‘Man boobs’, as they are sometimes called, can be very worrying for teenage boys and may lead to teasing but they usually disappear as puberty continues.


Most importantly, appearance becomes linked with sexuality during puberty. The way people look affects their attractiveness in the eyes of other people. It also influences the way they see themselves. Whilst girls are usually thought to worry most about their physical appearance, young men are also very concerned with how they look. However, whilst girls aspire to an ideal weight and shape, boys focus more on fitness and bulging muscles.


The hormonal surge that occurs at puberty not only triggers the physical changes mentioned earlier; it can also impact on other very visible aspects of appearance, such as people’s skin. For example, acne (caused by excessive production of sebum in the skin) can cause very visible and painful pimples across the face and shoulders in particular. Although associated with adolescence, acne can continue throughout someone’s life and often causes considerable unhappiness and anxiety about appearance. Fortunately, this condition can usually be well controlled with a combination of medications, which reduce the production of sebum and combat infection. Acne is a good example of a condition that is common but often misunderstood. Although it is usually seen as a minor issue or a ‘normal’ part of growing up, the level of distress experienced by some acne sufferers may be highly significant. While it may be assumed that someone with severe facial burns will experience more distress than someone with acne, this is not necessarily true. Any form of altered appearance may cause distress if the individual feels that it makes them different from their peer group, and puts them at a disadvantage compared with other people.


The self-consciousness associated with these rapid changes in appearance is perfectly normal. Adolescence is a time when people can become acutely aware of body changes, particularly if they are either first or last in their peer group to, for example, develop breasts. Whilst some people enjoy the sense of being different or exceptional, it is far more common to want to ‘fit in’ or to be ‘unremarkable’. Therefore comments about appearance can make people feel acutely uncomfortable. Unfortunately, adolescence is also a time when bullying is most common. And, since appearance is the most immediately obvious thing about people, bullying remarks will often concern their appearance. Thus weight, shape, hair or skin colour, height, obvious scars or birthmarks, and skin conditions such as acne, can all become the focus of bullying.


However, it is important that the problem here is recognized as the bullies’ behavior rather than the young person’s appearance. Bullies pick on the things about which people feel vulnerable, and schools should therefore take measures to prevent bullying about appearance in the same way as they try to prevent the expression of racism and sexism. Bullying is not a good reason for seeking to make changes in your appearance, particularly during adolescence. But it is a good reason to develop some strategies for managing intrusive or bullying behavior from other people. Furthermore, ‘ghosts from the past’ can influence us in the present. People who have been bullied or abused when they were younger often feel, in adulthood, that they are still being humiliated by others (when they are not) and may become excessively preoccupied with their appearance.


Body image is often assumed to be less important for older people. Look at the vast and lucrative industry devoted to helping people slow down or prevent the obvious signs of ageing, however, and a different picture emerges. Many older people are clearly still very interested in their appearance. Likewise, younger people often anticipate that they will be more relaxed about their appearance once they ‘reach 40’ but people whose sense of self-worth is largely determined by their appearance are unlikely to change as they grow older. In some work settings, particularly those in the media, such as television, personal appearance has great importance and an attractive individual is likely to do better when competing for a high-status job. This has led many older employees to worry about the effects of ageism and pursue a more youthful appearance in order to protect their employment.


Cultural factors and changes in the body image ideal


Some body image ‘ideals’ have remained relatively unchanged over the centuries. For example, a smooth and unblemished skin has been prized in women across all the cultures that have been studied throughout history. Thus smallpox, which left the skin very pockmarked in previous centuries, led to women wearing veils and being considered less attractive as potential wives. In modern times women in some developing countries are sometimes attacked with acid in order to cause facial burns that may result in them being unable to find a husband. Unblemished skin is thought to be prized because it is associated with youth and therefore fertility; ageing is most visible in the skin, compared with other organs. Disease is also very apparent in skin appearance, so smooth, healthy skin is likely to have a strong evolutionary advantage and to be prized in all cultures.


Other aspects of appearance may vary with socioeconomic conditions. Weight is a good example. In cultures or at times when food is short, plumpness becomes a sign of wealth and is valued. However, with the advent of cheaper mass-marketed food in the West, obesity is becoming prevalent, and a slimmer, more muscular, ‘physically fit’ ideal has developed. Tanned skin, associated with wealth in European populations before the advent of cheap travel, is becoming less desirable as it becomes more easily achievable for all, although this may also be a result of the negative link between sun exposure and skin cancer and premature ageing. This particular change in ideal body image therefore associates appearance with wealth and status.


Promotion of unattainable ideals


Playboy magazine centrefolds, as well as images of models used in fashion advertising, from different decades of the twentieth century show that our idealized female body shape has become increasingly androgynous, and in some ways more male than female. Over the years, models’ hips have become slimmer and their waist-to-hip ratios have been reduced. (However, well-defined breasts are still widely valued, leading some women to opt for cosmetic surgery.) This change in the ideal female body shape is probably partly due to the requirements of the fashion industry, clothes being easier to drape and photograph on a thinner form. However, an idealized female form that is unattainable (or only attainable by means of extreme dieting) is a potential problem for all of us. If we compare ourselves to the ideal and find ourselves wanting, we are more likely to become anxious about our appearance.


Those who are influential in fashion are now being asked to select models from a wider range of body shapes and sizes in order to help reduce the pressure felt by vulnerable young women. However, there is much that still needs to be done to redress this balance. Another related problem arises from the increased use of modified photographic images, in which a perceived defect can be airbrushed out, or the image can be created by combining images from a variety of sources. For the average person, it is impossible to tell a real image from a fabricated one, and this is an additional concern for those working in the field of body image research where images are still idealized and sought after by some people even when they are impossible to achieve. Different racial characteristics may also be idealized. Thus fairer or whiter skin is prized and promoted by manufacturers of skin-whitening creams in Asia; while plastic surgeons may be asked to modify Chinese eyelids to provide wider, more characteristically Western-looking eyes.


‘Normal’ body image


How can we define a normal body image, if it is clear from research and from the vast amounts spent on clothes and make-up that most of us attempt to modify or change our appearance to some extent on a regular basis? Even without knowing the cultural history of body image, most of us recognize that there is a certain pressure on women, and increasingly on men, to look good. Magazines that promote celebrity status and unachievable body images also carry critical articles that mock popular figures for their appearance, weight and choice of clothing. Whilst this does help to show that no one looks like a magazine photo all the time, it is very similar to the bullying experienced in the school or workplace by those whose appearance is unusual. Most people respond to this pressure, for example, by dressing in an appropriate way for work.


In the Western world, the majority of us shower or bath regularly. We have more than one set of clothing, and whilst most of us have a certain ‘style’ that we adhere to, there is a tendency to take more time and trouble over our appearance in situations where we are meeting people for the first time. This is perhaps because we know that, whilst some judgements about us will be made on the basis of our appearance in an initial meeting, subsequent meetings will focus much more on our behavior, personality, and competence (in a work setting). Appearance therefore becomes less important in longer established relationships.


Use of make-up, removal of some body hair, colouring of hair, body piercing and tattooing are all regarded as normal in modern western society. Using surgery to enhance our appearance is much more accepted than it used to be, although someone who undergoes multiple or repeated procedures may be excessively concerned with his or her appearance.


The factors that distinguish someone with a normal body image from someone who has a body image problem are linked with the way they think and act. Different kinds of body image problems will be described more fully in Chapter 2. However, it is important to realize that you don’t have a body image problem simply because you dislike certain parts of your body, think that you would like to lose a few pounds, regularly wear make-up or love clothes. Nor do you have a body image problem if you have a significant disfigurement or an unusual appearance. Many people whose appearance falls outside the ‘norm’ live perfectly happy lives and celebrate the things that make them exceptional. Body image disorders are much more to do with thinking about your appearance to the exclusion of other activities, and avoiding social situations, workplaces or relationships because of the way you look. Believing that you can only feel confident or be happy if you change the way you look or that your appearance is preventing you from participating in certain activities are also typical of body image disorders. Excessive worry, repeatedly checking your appearance, consistent use of very heavy make-up or refusal to leave the house without make-up are all extremes of normal behavior, though they tend to reinforce the idea that your appearance is abnormal, thus increasing body image anxiety.


Why does being attractive matter?


Being attractive might have a ‘halo effect’; in other words others might believe that ‘what is beautiful is good’. For instance, all things being equal, a very attractive person might have a very slight advantage in getting a particular job. Attractiveness is important in the first encounter and influences initial impressions; other qualities, such as social skills and self-confidence, are then more important in the long term. However, being attractive is about much more than just your physical appearance. For example it includes:




•   Your body language and posture. For example, are you playful and do you flirt appropriately? (Or do you keep your head down, make little eye contact and hope that others will go away?)


•   Your sense of style. Do you dress well in clothes that suit you? (Or do you wear worn-out, badly fitting clothes?)


•   Your manner. Do you act as if you have charisma and enthusiasm? (Or are you someone with little to say and not much interest in others?)





There are many couples in which one partner is much less physically attractive than the other. In such cases, the less attractive partner may be valued highly because of their other qualities. Being very attractive can also have disadvantages such as attracting unwanted attention, or inhibiting others who feel that they can’t match such a high standard.


Research has shown that the way someone feels about their appearance has far more influence on their quality of life than how physically attractive they are to others. Thus an individual who is extremely disfigured can have a good quality of life and an individual who is generally considered attractive may be deeply distressed and have a poor quality of life. The examples of Katherine and Tom, described below, illustrate either end of this spectrum.


KATHERINE


Katherine’s face was severely disfigured from burns in a road traffic accident. Most people would rate her appearance as unusual and would not have come across someone who looks so visibly different in their everyday experience. To start with, after the accident, Katherine was shocked by her appearance, and failed to recognize herself in the mirror. After a period of rehabilitation, she is now familiar with her new looks, accepts that no amount of surgery is going to restore her previous appearance, and has rebuilt her self-esteem by acknowledging all her talents, abilities and skills. She is a good partner and parent and a full member of the community, functioning well in society. Sometimes the questions and curiosity about her story get her down, but generally she has learned to manage other people’s curiosity and is confident and at ease in social situations.


TOM


Tom is someone who most people would agree now has a reasonably attractive appearance. However, he was teased and bullied as a child about his acne and has carried the feeling of being insecure and conspicuous into adult life. He believes that others will be critical of him and blames his appearance for his lack of confidence. He repeatedly checks his facial appearance in mirrors and avoids a wide range of social situations and intimacy because of his fear of being humiliated. Like many people with body image problems, he believes that if he could change what he looks like he would feel more confident and be more successful, both in his social life and in close relationships.


We are not saying that individuals who are disfigured do not experience problems or that an attractive person does not have an advantage in life – but we are saying that people’s quality of life does not depend on their objective appearance. What makes the difference is how you think and act about your appearance. For instance, Katherine knows that she has a disfigured appearance but she also recognizes that this is only a small part of how she is perceived by other people – particularly those who know her best. Tom, however, sees his appearance as the major factor defining who he is and how he relates to others. But rather than changing his appearance, the key to changing his quality of life lies in changing the way he thinks and acts. This is the key to understanding and changing all body image problems. We understand this is not going to be easy, as these patterns of thinking and behaving have often built up over many years, but many people have succeeded in overcoming body image problems using this approach.


Making the most of life


Appearance is important. It influences how people view us, particularly when they meet us for the first time. Beauty has always been and remains highly prized, though most of us aim to fit in rather than stand out. This may lead us to modify our appearance to some extent to fit in with our job, lifestyle and peer group. Feeling happy with our appearance may make us feel positive about ourselves, as well as giving us the sense of others being attracted to us and being positively regarded.


If we don’t keep this in proportion, however, we can become excessively preoccupied with appearance in a way that is very unhelpful. Far from working to our advantage, this will increase any beliefs about being abnormal and viewed negatively by others. If we check our features excessively or avoid certain situations, we end up not only limiting our own lives severely, but also affecting those around us, and this in turn has an effect on how attractive we are to others.


In the following chapters we will help you to assess the way you think and act. We will also help you to make changes that will allow you to enjoy taking an interest in your appearance without this limiting your life and opportunities.
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Have you got a body image problem?


This book will discuss a whole range of problems that are broadly described as body image problems. We will cover body dysmorphic disorder (including compulsive skin-picking), eating disorders and certain medical disorders. For example, skin problems (such as acne and eczema) and disfigurements, such as burns, sometimes cause difficulties that are the same as those caused by other body image problems, in terms of the resulting preoccupation and distress interfering with people’s day-to-day lives. For this reason, we are including these conditions within the scope of this book, although we recognize that not everyone who has a visible difference in appearance is distressed or worried by it.


We will start by describing each of these problems and how they affect body image.


Body dysmorphic disorder (BDD)


Body dysmorphic disorder (BDD) involves an extreme preoccupation with one or more features that are not that noticeable or abnormal to others. People with BDD usually feel they are ugly, that they are ‘not right’ and are very self-conscious. They usually have compulsive behaviors such as mirror checking that are difficult to resist. They may resort to needless cosmetic and dermatological procedures with which they are either dissatisfied or that have little impact on their preoccupation and distress. People with BDD also tend to be very secretive and reluctant to seek help because they are afraid that others will think them vain or narcissistic. (Of course they are not vain at all, as their goal is to fit in rather than to stand out and they usually hate their appearance.)


The older term for BDD, ‘dysmorphophobia’, is sometimes still used. The media sometimes refer to BDD as ‘Imagined Ugliness Syndrome’. This isn’t particularly helpful, as the ugliness is very real to the individual concerned.


Some people with BDD acknowledge that they may be blowing things up out of proportion. At the other extreme, others are firmly convinced of the reality of their supposed abnormality. Whatever the person’s degree of insight into their own condition, someone with BDD usually knows that others believe their appearance to be ‘normal’ and will have been told so many times.


The degree of disability caused by BDD varies from slight to very severe. Many people with BDD are either single or divorced, which suggests that they find it difficult to form relationships. It can make regular employment and family life impossible. Those who are in regular employment or who have family responsibilities would almost certainly find life more productive and satisfying if they did not have the symptoms of BDD. Their partners may also become involved and suffer greatly.


The questionnaire below highlights the key characteristics of BDD and your answers should indicate whether or not you have the condition.




QUESTIONNAIRE 2.1: HAVE I GOT BDD?


1.   Do you feel that you have one or more features that are very noticeable, abnormal, ugly or ‘not right’?


Yes [image: Image]   No [image: Image]


2.   Have others close to you or a health professional said that the feature(s) are not that noticeable, abnormal or ugly or look ‘OK’?


Yes [image: Image]   No [image: Image]


3.   If you add up all the time your feature(s) is/are at the forefront of your mind and make the best estimate for a typical day, do you worry (or brood) about it/them for an hour or more a day?


Yes [image: Image]   No [image: Image]


If you answered ‘yes’ to all the first three questions, proceed to question 4. If you did not answer ‘yes’ to all these questions, then you don’t have BDD and there is no need to finish the questionnaire.


4.   Does your worry about your feature(s) cause you marked distress?


Yes [image: Image]   No [image: Image]


5.   Does your worry about your feature(s) significantly interfere with your ability to work or study, or in your role as a homemaker?


Yes [image: Image]   No [image: Image]


6.   Does your worry about your feature(s) significantly interfere with your social life? Or do you try to avoid social situations because of your feature(s)?


Yes [image: Image]   No [image: Image]


7.   If you have no current partner: Has your worry about your feature(s) had a significant effect on dating or interfered with your ability to form an intimate relationship?


If you have a regular partner: Has your worry about your feature(s) significantly interfered in the relationship with your partner?


Yes [image: Image]   No [image: Image]


If you answered ‘yes’ to the first three questions and to one or more of questions 4 to 7 then you may have BDD. However, only a health professional can give you a firm diagnosis, as there could be another problem (such as an eating disorder) that may account better for your body image concerns. Thus if you are mainly preoccupied about being ‘too fat’ or overweight and are significantly restricting your food or binge eating, then this is probably not BDD. However, some individuals with an eating disorder may also have a form of BDD, which does not involve their weight or shape. (For example, a person with anorexia and BDD may also be preoccupied by their weight and shape as well as feeling ugly and scarred on their face.)


 





Up to 1 per cent of the world’s population may have BDD, and it may be more frequent in some cultures where cosmetic surgery is more common. It is recognized to be a hidden disorder, as many people with BDD are too ashamed to reveal their problem.


Both sexes are equally affected by BDD. People with BDD are most commonly concerned with their skin, followed by concerns about their nose, hair, eyes, chin, lips or overall body build. People with BDD may complain of a lack of symmetry, or feel that something is too big or too small, or that it is out of proportion to the rest of the body. Any part of the body may be involved in BDD, including the breasts or genitals. Although women are more likely to have hair concerns (e.g. that hair is the wrong colour, or it lacks body, or there is excessive body hair), men are significantly more concerned with hair thinning or baldness.


The sex differences also occur with body size and shape. Women are more likely to be preoccupied by their breasts, hips, weight and legs, usually believing that they are too large or fat. In contrast, men tend to be preoccupied with their body build, which has also been described as muscle dysmorphia (described below). Another significant sex difference is that men are more likely to report preoccupation with their genitals (usually a concern that their penis is too small), or be concerned about breast development, which they see as too feminine. Women may also feel that their genitalia or labia are too large and seek cosmetic surgery to reduce their size.


Muscle dysmorphia is a variation of BDD in which a man is usually worried about being too small or too skinny or not muscular enough. Despite such concerns, many such men are unusually muscular and large. Many of them spend hours lifting weights and pay great attention to nutrition. Others may abuse steroids. In our experience, such individuals are less likely to seek help than other people with BDD and may be less disabled by the condition.


BDD usually begins in adolescence, a time when people are generally most sensitive about their appearance. However, many people wait for years before seeking help. They may repeatedly consult dermatologists or cosmetic surgeons but often get little satisfaction from these treatments. When they do finally seek help from mental health professionals, they often ask about other symptoms such as depression, social anxiety or obsessive compulsive disorder (OCD) and do not reveal their real concerns. However, people with BDD are often also depressed with a high rate of attempted suicide.


Treatments for body dysmorphic disorder


In the UK, the body responsible for producing treatment guidelines is the National Institute for Health and Clinical Excellence (NICE), which is highly regarded throughout the world. Experts in BDD, including doctors, therapists, and individuals who have experienced BDD, have got together to review the evidence and produce the guidelines, based on published research into BDD. At present, unfortunately, there is very little research into BDD – compared with, say, depression. Furthermore, the published research is only a snapshot of current evidence, which will be updated as new evidence becomes available.


The treatment guidelines on OCD and BDD can be downloaded from the NICE website (see Appendix 1).


The guidelines are based on scientific ‘evidence’ – that is, studies in which people with BDD are randomly selected to receive one or more different treatments or to remain on a waiting list. One group might be given a placebo (or dummy) treatment so that researchers can see to what extent the attention of a doctor or therapist and the passage of time affects the outcome. At the end of the study the researchers then re-test participants to see which treatments are more effective.


In all the guidelines, there is particular emphasis on patient choice and on the patient’s experience with previous treatment. However, treatment options partly depend on the availability of therapists and local resources. If you are seeing a doctor or therapist, he or she will advise you as to what is best for you given the resources available. It isn’t always obvious which treatment is most effective for a particular person. Sometimes you may have to try two or three different approaches before you find one that works for you. The core message is that there is evidence that BDD is treatable and you can get back to a normal life.


COGNITIVE BEHAVIOR THERAPY (CBT) FOR BDD


CBT was initially described by Aaron T. Beck, who revolutionized the psychological treatment of depression in the early 1970s. It has been adapted for BDD and has been shown to be effective for adults in a few small studies. CBT is therefore recommended by NICE for treating BDD. This book is based upon the principles of CBT and is ideally used with the support of an accredited therapist (see Chapter 15). However, change is possible with the support of a friend, family member, or even alone. Many people with body image problems find that they may have to wait many months to see a therapist, so getting started with self-help can be a really good first step.


MEDICATION FOR BDD


Anti-obsessional medication (a serotonergic reuptake inhibitor) is not recommended for mild symptoms of BDD. However, it may be recommended if a patient’s doctor believes that the BDD symptoms are likely to get worse (or if the symptoms have lasted for a long time). Anti-obsessional medication is also a recommended option in treating moderate to severe symptoms of BDD. We discuss the use of medication in both adolescents and adults in more detail in Chapter 14.


COMBINING MEDICATION WITH CBT


In general, we do not recommend using medication alone because there is usually a higher rate of relapse when a person stops taking his or her medication. Results tend to be better when the medication is combined with CBT (and for relapse prevention purposes most people need to take medication for at least a year, which may be beyond the course of therapy). However, a few people can do fine on medication alone – the difficulty lies in identifying such individuals.


If you are seeking treatment for BDD, you need to think about the function of medication for you. If you have tried more than one course of medication and you are hoping that your doctor will come up with a drug that will get rid of your bad feelings, you are not really helping yourself. As we will show in Chapter 4, trying to escape from a bad feeling actually becomes part of the problem and maintains the problem. The main goal of medication is to stop you feeling distressed, whereas the psychological approaches described in this book are generally geared to helping you do the things you value in life, despite the way you feel. We have no evidence that one approach interferes with the other. People with more severe problems may do better on a combination of medication and CBT.


It’s worth being aware, though, that more research is needed on the long-term effects of combining medication and effective psychological therapies. Mental disorder is complex and there are no easy answers. Whatever approach you take, make sure you monitor your progress with the rating scales in this book so you can decide (with your therapist or doctor) what is helping and whether to try something else.




INEQUALITIES IN FUNDING FOR MEDICATION AND PSYCHOLOGICAL TREATMENTS


After you recover from your body image problem, we hope that you will think seriously about campaigning for better access to evidence-based psychological treatments so that there is a real choice for everyone. For this to happen, there needs to be better funding for research into the use of psychological treatments in BDD. For example, we need to measure the effectiveness of combining CBT and medication and compare it with the effectiveness of using either treatment alone for severe BDD in the long term.


We also need to measure the relative cost-effectiveness of each treatment. For example, medication may seem a cheaper option in the short term, but if there is a high rate of relapse it can, in the long term, become a more expensive option, as patients have to take the medication for many years. Proving this can be difficult and expensive because researchers need to recruit a very large number of participants. Pharmaceutical companies have plenty of money for research, whereas scientists who want to investigate psychological treatments have great difficulty in obtaining grants because the pot of money available is much smaller. This is partly related to the stigma of mental disorder – scientists studying cancer or heart diseases have a relatively easier time raising funds for research.


 






Psychogenic excoriation


Psychogenic excoriation is popularly known as ‘compulsive skin-picking’. However, it includes a broader range of behaviors such as excessive scratching, picking, gouging, lancing, digging, rubbing or squeezing of the skin. ‘Psychogenic’ implies a psychological factor for the excoriation. Psychogenic excoriation is not yet recognized as a formal diagnosis but is sometimes referred to as a habit disorder or compulsive skin-picking.


People with compulsive skin-picking (CSP) often have body image problems and feel ashamed about the damage they have caused. A minority of patients may pick skin only in response to sensations such as a feeling of itchiness or an underlying dermatological condition. CSP may be a symptom of BDD, as a way of coping with minor irregularities in the skin that are hardly noticeable to others. However, once the skin-picking has started, then it may develop into an automatic or impulsive behavior and the original reason for picking may be forgotten. CSP can also be a symptom of other mental health problems such as borderline personality disorder or obsessive compulsive disorder.
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