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ABSRACT

Background: Body dysmorphic disorder (BDD) is a common, often undiagnosed, serious condition. 
The relationship between body dysmorphic disorder and cosmetic surgery is rather complex, as many 
patients with body dysmorphic disorder search for cosmetic solutions for the imagined defect in 
appearance. Aims: To assess the prevalence of body dysmorphic disorder and its relationship to the 
acceptance and use of cosmetic services and body-related variables among Hungarian adults. Methods: 
Body weight and height, body satisfaction, health state, aesthetic intervention-related experiences, 
and plans were assessed by a self-report online questionnaire that included the Body Dysmorphic 
Disorder Questionnaire and the Acceptance of Cosmetic Surgery Scale. Six hundred three subjects 
(94% women, n = 567, 6% men, n = 36, age M = 40.16 years, SD = 13.32 years) joined the research on a 
social media platform. Results: The prevalence of BDD is 8.1% (n = 49), 8.1% (n = 46) in women, and 
8.3% (n = 3) in men. The BDD-positive group had higher BMI (U = 9641.5, p = 0.028), more plastic 
surgeries (χ2(1) = 19.682, p = 0.012), and more acceptance of cosmetic surgery (U = 6664, p < 0.001). 
The risk of BDD is significantly higher in those who have a lower education (OR = 0.424, p = 0.031), 
accept cosmetic surgery (OR = 1.031, p = 0.025), plan plastic surgery (OR = 0.351, p = 0.027) and are 
more dissatisfied with their body (OR = 0.397, p < 0.001). Consideration of cosmetic surgery (U = 7433, 
p = 0.006) and planning for future plastic surgeries χ2(1) = 7.943, p = 0.019) are more frequent in 
females. Sixty-six women (11.6%) have already had some intervention, 26.4% plan, and 10.4% probably 
plan cosmetic surgery, while these data are 11.1%, 8.3% and 5.6% in males. These symptoms occur 
more frequently among women according to Body Dysmorphic Disorder Questionnaire: avoidance 
behavior (33.9% vs. 16.7%, χ2(1) = 4.539, p = 0.033), significant mental suffering caused by the perceived 
flaw(s) (29.8% vs. 13.9%, χ2(1) = 4.178, p = 0.041). The Acceptance of Cosmetic Surgery Scale total score 
has a significant positive relationship with BDD caseness (β = 0.100, p = 0.011) and the number of 
blepharoplasties (β = 0.111, p = 0.005) and significant negative relationship with the planning 
of cosmetic surgery (β = –0.491, p < 0.001). Conclusions: The prevalence of body dysmorphic disorder 
is high in this non-clinical, unselected Hungarian sample. The risk for body dysmorphic disorder is 
higher in those interested in cosmetic services; screening for this body image disorder is necessary.

KEYWORDS 

body dysmorphic disorder, body satisfaction, cosmetic surgery, Body Dysmorphic Disorder Questionnaire, 
Acceptance of Cosmetic Surgery Scale

A testdiszmorfiás zavar prevalenciája és a kozmetikai 
sebészet elfogadottsága magyar felnőttek vizsgálati mintáján
ABSZTRAKT 

Elméleti háttér: A testdiszmorfiás zavar gyakori, amit többnyire nem ismernek fel. A testdiszmorfiás 
zavar és a kozmetikai sebészet kapcsolata meglehetősen összetett, mivel sok páciens keres kozmetikai 
megoldást a külső megjelenésében észlelt probléma miatt. Célkitűzés: Felmérni a testdiszmorfiás zavar 
prevalenciáját, elemezni kapcsolatát a kozmetikai szolgáltatások elfogadottságával, igénybevételével, 
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1 	 INTRODUCTION
Body-related attitudes, satisfaction with one’s body, and 
body modification have changed over the past 50 years, 
especially among adolescents and young women (Abraham 
& Zuckerman, 2011). The artificial appearance corres
ponding to the beauty standards is spreading worldwide; 
cosmetic surgery is nevertheless not accepted by the public. 
This paradox process motivates unrealistic beauty standards 
and creates more extremes (Bonell, Barlow, & Griffiths, 
2021). Plastic surgery patients report increased satisfaction 
with their bodies, but the operation is ineffective for body 
image disorders (Sarwer, 2019). For this reason, the authors 
detail a particular body image disorder, namely body 
dysmorphic disorder (BDD), and present the results of 
prevalence research, focusing on aesthetic surgical interest.

1.1	 Body dysmorphic disorder

Body dysmorphic disorder is a relatively little-known and 
underdiagnosed psychiatric disorder that causes significant 
suffering to patients who often seek cosmetic services to 
improve their state (Lai, Lee, Yeh, & Chen, 2010; Sarwer 
& Spitzer, 2012). The diagnostic criteria for BDD according 
to DSM-5 (APA, 2013) are presented in Table 1.

Table 1 � DSM-5 diagnostic criteria for body dysmorphic disorder 
(APA, 2013)

(a) �Preoccupation with one or more perceived defects or flaws 
in physical appearance that are not observable or appear 
slight to others.

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

(c) �The preoccupation causes clinically significant distress 
or impairment in social, occupational, or other important 
areas of functioning.

(d) �The appearance preoccupation is not better explained by 
concerns with body fat or weight in an individual whose 
symptoms meet diagnostic criteria for an eating disorder. 
Specify if

(i) With muscle dysmorphia: the individual is preoccupied 
with the idea that his or her body build is too small or 
insufficiently muscular. This specifier is used even if the 
individual is preoccupied with other body areas, which is often 
the case.
Indicate degree of insight regarding body dysmorphic disorder 
beliefs (e.g., “I look ugly” or “I look deformed”).

valamint a testtel összefüggő változókkal, magyar felnőttek körében. Módszerek: A testtömeget és 
-magasságot, a testtel való elégedettséget, az egészségi állapotot, az esztétikai beavatkozással kapcso-
latos tapasztalatokat és terveket önkitöltő, online kérdőívvel vizsgáltuk, amely tartalmazta a Testdisz-
morfiás Zavar Kérdőívet és a Kozmetikai Sebészet Elfogadottsága Skálát is. 567 személy (94% nő, 6% 
férfi; átlagéletkor = 40,16 év; SD = 13,32 év) töltötte ki a kérdőívet közösségimédia-felületen. Ered­
mények: A testdiszmorfiás zavar prevalenciája 8,1% (n = 49) a teljes mintán, 8,1% (n = 46) a nőknél és 
8,3% (n = 3) a férfiaknál. A testdiszmorfiás zavarban érintett csoportban magasabb a testtömegindex 
(U = 9641,5; p = 0,028), több plasztikai műtétet végeztek (χ2(1) = 19,682; p = 0,012), és jobban elfogad-
ják a kozmetikai sebészetet (U = 6664; p < 0,001), mint a testdiszmorfiás zavartól mentes csoportban. 
A testdiszmorfiás zavar kockázata szignifikánsan nagyobb azoknál, akik alacsonyabb iskolai vég-
zettségűek (OR = 0,424, p = 0,031), elfogadják a kozmetikai sebészetet (OR = 1,031, p = 0,025), tervezik 
a műtéti beavatkozásokat (OR = 0,351, p = 0,027) és elégedetlenebbek a testükkel (OR = 0,397, p < 
0,001). A nők gyakrabban mérlegelik a kozmetikai sebészet lehetőségét (U = 7433; p = 0,006), és 
gyakrabban terveznek műtétet (χ2(1) = 7,943; p = 0,019), mint a férfiak. 66 nőnek (11,6%) már volt 
esztétikai beavatkozása, 26,4%-uk tervez, 10,4%-uk pedig valószínűleg tervez szépészeti műtétet, míg 
a férfiaknál alacsonyabbak ezek az értékek (a fenti sorrendben 11,1%; 8,3% és 5,6%). A Testdiszmorfiás 
Zavar Kérdőív alapján a következő tünetek szignifikánsan gyakoribbak nőknél, mint a férfiaknál: 
elkerülő magatartás (33,9% vs. 16,7%; χ2(1) = 4,539; p = 0,033), a megjelenés észlelt hibája által okozott 
jelentős lelki szenvedés (29,8% vs. 13,9%; χ2(1) = 4,178; p = 0,041). A Kozmetikai Sebészet Elfoga
dottsága Skála összpontszáma szignifikáns pozitív kapcsolatban van a BDD pozitivitással (β = 0,100; 
p = 0,011) és a szemhéjműtétek (β = 0,111; p = 0,005) számával, míg a műtétek tervezésével (β = –0,491; 
p < 0,001) szignifikáns negatív kapcsolatban áll. Következtetések: A testdiszmorfiás zavar prevalen
ciája meglepően magas ebben a véletlenszerűen kiválogatott nem-klinikai magyar felnőtt mintában. 
A kozmetikai szolgáltatások iránt érdeklődőknél nagyobb a testdiszmorfiás zavar kockázata, ezért 
szükséges náluk ennek a testképzavarnak a szűrése.

KULCSSZAVAK

testdiszmorfiás zavar, testtel való elégedettség, kozmetikai sebészet, Testdiszmorfiás Zavar Kérdőív, 
Kozmetikai Sebészet Elfogadottsága Skála
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(ii) 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.
(iii) With poor insight: the individual thinks that the body 
dysmorphic disorder beliefs are probably true.
(iv) With absent insight/delusional beliefs: the individual is 
completely convinced that the body dysmorphic disorder 
beliefs are true.

Based on a meta-analysis of 56 prevalence studies, the point 
prevalence of BDD is 2.1% in the general population (men 
1.6%, women 2.1%; Veale, Gledhill, Christodoulou, & 
Hodsoll, 2016). Table 2 summarizes the point prevalence of 
body dysmorphic disorder in unselected samples and the 
screening tools applied to identify BDD (Szabó, & Szászi, 
2021). 

Table 2  The point prevalence of body dysmorphic disorder in unselected samples

Authors Country,  
time

Instruments Participants (n) Prevalence (%)

All Men Women All Men Women

Faravelli et al., 
1997 Italy, 1990 Personal interview 673 304 369 0.7 – 1.4

Otto et al., 2001 USA, 2000 Structured 
interview 976 0.8a

Rief et al., 2006 Germany, 2004 DSM-IV criteria 2552 1206 1346 1.7 1.9 1.9

Koran et al., 2008 USA, 2004 Interview 2048 739 1309 2.4 2.2 2.5

Buhlmann et al., 
2010 Germany, 2004 DSM-IV criteria 2510 1215 1295 1.8 1.4 2.2

Brohede et al., 2015 Sweden, 2009 BDDQ 2891 2.1

Schieber et al., 
2015 Germany, 2011 DSM-5 criteria

2129 976 1153 3.2 1.7 4.4

2.9 1.3 4.3b

Gieler et al., 2016
Germany, 2002

DCQ
1934 1032 902 0.5 0.1 0.8

Germany, 2013 2504 1331 1203 1.0 0.8 1.2

Cerea et al., 2018 Italy, 2014–2016 DSM-5 criteria 615 188 427 1.6 0.5 2.1

Enander et al., 
2018

Sweden, 
2013–2014 DCQ 4671 1764 2907 1.1 0.6 1.3c

Alghamdi et al., 
2022

Saudi Arabia, 
2021 BDDQ 514 241 273 8.9 5.8 11.7

Note: BDDQ = Body Dysmorphic Disorder Questionnaire; DCQ = Dysmorphic Concern Questionnaire. a The age range is limited to 36-
44 years. b The prevalence was calculated according to DSM-5. c The age range is limited to 20–28 years.

The prevalence of BDD is higher in certain groups (Ribeiro, 
2017; Veale et al., 2016): in adult psychiatric inpatients 
(7.4%); in general cosmetic surgery (13.2%); in rhinoplasty 
surgery (20.1%); in dermatology outpatients (11.3%); in 
cosmetic dermatology outpatients (9.2%).

The most commonly affected body areas are skin, hair, 
nose in both sexes, in addition, many female patients are 
dissatisfied with their abdomen, breasts, buttock, thighs, 
legs, hips, their body size or weight, while male patients are 
often unhappy because of their hair, body build and genitals 
(Anderson, 2003; Higgins & Wysong, 2018; Phillips, 
Menard, & Fay, 2006). 

The average onset of the disease is at 16.7 years of age, 
and its course is typically chronic (Szabó, & Szászi, 2021). 
Patients with BDD have, on average, more than two co
morbid psychiatric disorders (Gunstand & Phillips, 2003). 

These include social phobia, major depressive disorder, 
obsessive-compulsive disorder, eating disorders, substance 
abuse, and personality disorders (Collins, Gonzalez, 
Gaudilliere, Shrestha, & Girod, 2014; Gunstand & Phillips, 
2003; Phillips, 2005). Among personality disorders, 
avoidant (22.5%), obsessive-compulsive (12%), borderline 
(9.5%), and paranoid (8%) types are the most common 
comorbidities (Szabó, 2010; Wever, Wever, & Constantian, 
2020).

The degree of the conviction of BDD patients about the 
physical flaw varies along an extensive continuum from 
mild to severe (delusional) beliefs (Ribeiro, 2017). It is not 
worth carrying out the surgery with poor or absent insight. 
Plastic surgery is contraindicated in most BDD patients 
because it does not improve their condition, and body dis
satisfaction persists (Saade, de Castro Maymone, & Vashi, 
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2018). In the preoperative phase, it is recommended for 
plastic surgeons to use psychological tests and structured 
interview questions and cooperate with mental health 
professionals (clinical psychologists, psychiatrists) to screen 
for BDD and establish psychological suitability (Clarke, 
Lester, Withey, & Butler, 2005).

1.2 	 The acceptance of cosmetic surgery

The cosmetic surgery paradox is that its general social 
acceptance is still low despite its growing popularity (Bonell 
et al., 2021). Cosmetic surgery impacts the parameters 
of  ideal female beauty standards and the development of 
extreme, unrealistic beauty standards (Bonell et al., 2021). 
Aesthetic surgery can also affect the attitude toward the 
body and its individual and social evaluation. Therefore, 
it is better to understand the general population’s thinking 
about cosmetic surgery. In this way, the construct and 
disorders of body image can be better comprehended.

Body image and cosmetic surgery are closely related. On 
the one hand, body image is a central component of the 
psychological aspect of cosmetic surgery (Sarwer, 2019). On 
the other hand, cosmetic surgery determines body image: 
in Cash’s cognitive-behavioral model, aesthetic interventions 
are mentioned as a factor of cultural socialization (Cash, 
2002). Cosmetic surgery provides many solutions to correct 
body-related defects and increase body satisfaction. It impacts 
body investment and body objectification from the beginning 
of adolescence (Abraham & Zuckerman, 2011).

Acceptance of cosmetic surgery has attracted scientific 
attention for more than 20 years (Henderson-King & 
Henderson-King, 2005; Stefanile & Nerini, 2014; Swami, 
Chamorro-Premuzic, Bridges, & Furnham, 2009). This 
attitude positively correlates with age in women but not in 
men (Henderson-King & Henderson-King, 2005; Swami 
et  al., 2009). Previously, intrapsychic (better feel) and 
interpersonal factors (matchmaking, job search) have been 
identified behind the acceptance of cosmetic surgery 
(Pruzinsky & Edgerton, 1990). These motivations are en
riched by sociocultural and body-related factors (Beos, 
Kemps, & Prichard, 2021; Bradshaw, Leyva, Nicolas, & Hill, 
2019; Callaghan, Lopez, Wong, Nothcross, & Anderson, 
2011; Stefanile & Nerini, 2014).

Intrapsychic factors can be attributed to some person
ality traits (openness, emotional stability; Swami et al., 
2009), increased external orientation (Sarwer, Cash, Magee, 
Williams, & Thompson, 2005), and a problematic coping 
mechanism, the appearance fixing (Callaghan et al., 2011). 
High scores for these variables positively correlate with ac-
ceptance and consideration of cosmetic surgery procedures.

In the case of interpersonal factors, people accept and 
plan for cosmetic surgical interventions in order to achieve 
social goals. Henderson-King and Henderson-King (2005 
have found that acceptance of cosmetic surgery negatively 
correlated with body satisfaction. This attitude is not related 
to the hope of attractiveness but rather to the fear of not be-
ing attractive. Bradshaw et al. (2019) revealed that the more 

increased short-term mating effort is, the more the accept
ance of expensive appearance-enhancement procedures 
is  in women. Sociocultural factors include the impact of 
visual media on body image (appearance orientation, body 
dissatisfaction, internalization of thinness; Callaghan et al., 
2011; Sarwer et al, 2005; Stefanile, & Nerini, 2014). Women 
who modify more of their photos uploaded to social media 
platforms are more dissatisfied with their faces. Photo 
manipulation predicted cosmetic surgery attitudes and the 
intention to choose cosmetic surgery (Beos et al., 2021).

In summary, personality, age, gender, relationship to the 
body, and appearance fixing are associated with the accept-
ance of cosmetic surgery. However, most patients choose 
plastic surgery primarily because of their body dissatisfac-
tion, which improves after surgery in 85–95% of cases. Thus, 
5–15% of the patients remain dissatisfied with their bodies 
and are likely to have body dysmorphic disorder (Sarwer, 
2019).

1.3	� Body dysmorphic disorder  
and cosmetic surgery

Generally, patients decide on aesthetic services to improve 
their physical appearance and satisfy their psychological 
needs (Clarke et al., 2005); Ricci, Prstojevich, Langley, 
& Hlavacek, 2010). As a result, patients with mental health 
problems may also visit elective plastic surgical consul
tations instead of mental health care (Clarke et al., 2005). 
The body image disorder that forms the basis of BDD is 
when the patient perceives non-existing flaws or boosts mi-
nor aesthetic problems. To improve this frustrating state, 
patients often search for external modifying services (plastic 
surgery, dermatology, cosmetic dentistry, and other cos
metic services; Ribeiro, 2017; Veale et al., 2016).

Numerous research data confirm that most BDD pa-
tients (64–68.7%) have already received some form of me
dical treatment to treat their actual minor or perceived 
physical defect (Saade et al., 2018). Eighty percent of plastic 
surgeons reported that they had already operated on at least 
one patient who was supposed to have had BDD, or the sus-
picion of BDD arose in the postoperative phase (Sarwer 
& Spitzer, 2012).

Mulkens et al. (2012) demonstrated that patients 
dissatisfied with the operation result are more likely to have 
symptoms of BDD. The group with more severe BDD 
symptoms showed a significant difference from those with 
no or fewer BDD symptoms. They had lower self-esteem, 
more psychopathological abnormalities, and were more 
dissatisfied with the outcome of the surgery.

Lai et al. (2010) studied 817 patients applying for plastic 
surgery for three years. BDD was found in 7.7% of patients 
(n = 63), of whom 85.7% (n = 54) were diagnosed before 
surgery, and these patients were not operated. A common 
feature of the patients was that their focus was on a non-
existing or mild bodily defect that disturbed them, and they 
were convinced that their defect attracted the attention of 
many people. Typically, they demonstrated their expectation 
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to the physician with photos of models or movie stars and 
expressed hard critics about the performance of the pre
vious surgeon(s). Similarly, Wever et al. (2020) described 
BDD patients among facial surgical patients as often 
arguing, angry, and, aggressive, physically and legally, after 
surgery. Due to postoperative dissatisfaction, low effect
iveness of surgical interventions, and the danger of hetero- 
and autoaggressivity, it is crucial that BDD patients be 
screened for cosmetic surgery at the preoperative stage and 
be referred to psychiatric care (Lai et al., 2010; Mulkens et 
al., 2012).

Some research examines the relationship between body 
image disorders and cosmetic surgery choices. Callaghan 
et  al. (2011) examined 544 participants, 55 of whom had 
BDD. According to the results of logistic regression analy-
sis, higher scores of body image disorder and a problematic 
coping mechanism (appearance fixing) predict the con
sideration of cosmetic surgery. Patients with BDD have un-
realistic and extreme expectations regarding the outcome of 
cosmetic surgical operations. In conclusion of the authors, 
it is important to screen for this mental disorder in the pre-
operative phase (Callaghan et al., 2011).

On this basis, the present study’s authors aim to exam-
ine the prevalence of BDD and its relationship with cosmet-
ic surgery services. Besides, the acceptance of cosmetic sur-
gery and some body-related variables (anthropometric data, 
health status, body satisfaction) are researched among Hun-
garian women. Genders, age groups, and BMI categories are 
compared.

The authors’ hypotheses were as follows:
1.	� BDD prevalence is expected to be greater than re-

ported in the average population (2%), without gen-
der difference.

2.	� BDD scores are positively correlated with the accept-
ance and the number of cosmetic surgeries and with 
body dissatisfaction.

3.	� BDD caseness is higher among operated women.
4.	� In females, the operated group has higher body satis-

faction, greater acceptance of cosmetic surgery, and 
planning more other cosmetic surgeries.

5.	� Women are more dissatisfied with their bodies, have 
had and plan more plastic procedures, have higher 
BMI and more BDD-positivity.

6.	� Among females, the acceptance of cosmetic surgery is 
positively associated with the number of surgeries and 
negatively associated with body satisfaction scores.

2 	 METHOD

2.1	 Participants and procedure

A total of 603 respondents (94% women, n = 567; 6% men, 
n = 36, mean of age 40.16 years, SD = 13.32 years, range = 
18–78 years) completed the online questionnaire as paid 
advertisement on a social media platform (Facebook) in 
2020 from January to March. The Regional and Institutional 

Research Ethics Committee of the University of Debrecen 
approved the cross-sectional research. The number of ethics 
licence is DE RKEB/IKEB 4893-2017. A short, self-report 
online questionnaire was used; Hungarian adults (over 18 
years of age) were targeted, independent of their interests. 
This non-selected convenience sample does not represent 
the adult Hungarian population. Most participants have 
secondary and higher education graduates (0.3% unfinished 
primary school, n = 2; 1.5% primary school, n = 9, 35.7% 
secondary school, n = 215, 59.5% college or university 
degree, n = 359, 3% postgraduate education, n = 18). Due to 
the small subgroups, two new education groups were 
created: responders of lower education (unfinished primary 
school, primary school, and secondary school, n = 209, 
36.9%) and the group of responders of higher education (n = 
358, 63.1%). As male participation is low, the data of adult 
females are in focus. At the end of the results, gender 
differences are briefly described.

2.2	 Measures

The questionnaire contained demographic variables (age, 
gender, education) and self-reported anthropometric vari
ables (body weight, height, from which body mass index 
[BMI] was calculated). 

Body satisfaction was rated on a 5-point Likert-scale 
(“How satisfied are you with your body?” ranging from 1 = 
complete dissatisfaction, 5 = complete satisfaction).

Health state was assessed with one item of the Health 
Survey (SF-36; Ware & Sherbourne, 1992): “In general, 
would you say your health is: 1 = excellent, 2 = very good, 
3 = good, 4 = fair, 5 = poor”.

Body Dysmorphic Disorder Questionnaire (BDDQ; 
Phillips, 2005) is used to screen for body dysmorphic 
disorder; diagnosis requires other questionnaires and a 
structured interview. Questions fit the criteria of the BDD 
according to DSM-IV (APA, 1994). BDDQ was adapted into 
Hungarian by the authors, with the back translation of 
independent translators, in a multi-step process. Finally, the 
translation was approved by bilingual proofreaders. The 
questionnaire consists of four main issues; questions to be 
decided (yes/no) and open questions. The first part (2 items, 
“Are you worried about how you look?”) deals with concerns 
about the body, and the second part (1 item, “Is your main 
concern with how you look that you are not thin enough or 
that you might get too fat?”) is about body weight or body 
shape. The third part (5 items, e.g., “Has it caused you any 
problems with school, work, or other activities?”) examines 
the effect of perceived flaws on mental health state and life 
management, and the fourth part (1 item, “On an average 
day, how much time do you usually spend thinking about 
how you look?”) assesses the time spent on the look. The 
participant is likely to have BDD if the answer to both 
questions of the first part is yes, and regarding the third 
part to any of the questions is yes, and if the fourth part’s 
answer is “b” or “c” (Phillips, 2005). In the present study, 
BDDQ was a categorical variable, the sample was divided 
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into two groups (BDD group vs. non-BDD group). The 
questionnaire showed good validity in the Swedish female 
population with appropriate sensitivity (94%), specificity 
(90%), and likelihood ratio (9.4) (Brohede, Wingren, Wijma, 
& Wijma, 2013).

The Acceptance of Cosmetic Surgery Scale (ACSS; 
Henderson-King & Henderson-King, 2005) measure the at-
titudes about cosmetic surgery. The process of translation is 
the same as for BDDQ. A seven-point Likert scale (1 = 
strongly disagree, 7= strongly agree) contains three sub-
scales (5 items/subscale). The Intrapersonal subscale refers 
to the benefits of self-orientated changes due to cosmetic 
surgery (e.g., “Cosmetic surgery can be a big benefit to peo-
ple’s self-image.”). The Social subscale measures the social 
motivations behind choosing cosmetic surgery (e.g., 
“I  would seriously consider having cosmetic surgery if I 
thought my partner would find me more attractive.”). The 
Consider subscale assesses the likelihood that the respond-
ent plans to undergo aesthetic surgery in the future (e.g., 
“I  have sometimes thought about having cosmetic sur-
gery.”). ACSS total score is calculated from the addition of 
scores to the items. Higher scores reflect the greater accept-
ance of cosmetic surgery. According to the results of pre
vious research, the questionnaire’s internal and test-retest 
reliability is high, with good convergent and divergent va-
lidity (Henderson-King & Henderson-King, 2005; Stefanile 
& Nerini, 2014). In the present study, the internal reliability 
of the global measure is excellent (Cronbach’s alpha = 
0.928), while Cronbach’s alphas for the three subscales were: 
Intrapersonal subscale 0.892, Social subscale 0.859, Consid-
er subscale 0.928. The three subscales were strongly inter-
correlated.

2.3 	 Statistical analyses

The data were analyzed with SPSS 25.0 program; first of all, 
the Shapiro–Wilk test was performed to examine normality. 
Most variables do not show a normal distribution (p < 0.05); 
therefore, nonparametric tests were used.

For correlation analyses, Spearman’s rank correlation 
analysis was calculated. Subgroups were created and com-
pared according to age groups, education, BMI categories, 
BDD caseness and performed operations. The age groups 
were defined as follows: 18–25, 26–35, 36–45, 46–55, and 
over 55 years. The Mann–Whitney U-test (applied effect 
size: rank-biseral r) was used to compare two subgroups, 
and the Kruskal–Wallis H-test (applied effect size: η2) was 
used to compare more than two subgroups. Chi-square tests 
(applied effect size: Cramér’s V) were performed to investi-
gate gender differences. Multiple binary logistic regression 
analysis with enter method was performed to determine 
which factors are associated with suspected BDD cases. 
Multiple linear regression analysis with enter method has 
been applied to determine what variables affect body satis-
faction and ACSS total score.

3 	 RESULTS

3.1 	 Descriptive statistics

Due to the low number of male respondents, most analyses 
were performed on the sub-sample of women (n = 567, mean 
of age 39.98 years, SD = 13.36 years, range = 18–78 years). In 
terms of health, 36.7% of the women (n = 208) had excellent 
and very good health, 45.5% of them (n = 258) reported good 
health, and 17.8% of them (n = 101) had fair or poor health.

Sixty-six women (11.6%) already had invasive or mini-
mally invasive plastic surgery. 26.4% of the participants (n = 
149) plan to undergo plastic surgery in the future, 10.4% of 
them (n = 59) are uncertain, and 63.1% (n = 356) do not want 
to resort to such treatment at all. Breast plastic surgery was 
the most commonly performed: 44 operations in 27 women 
(4.8%). Abdominoplasty for 1.9% of women (n = 10), blepha-
roplasty, facelifting surgery for 2.6% (n = 15), ear surgery, 
thigh lift surgery for 0.5% (n = 3), rhinoplasty for 2.5% (n = 
14); 0.4% of women (n = 2) had neckplasty, 0.7% (n = 4) had 
arm lift surgery, 0.2% (n = 1) had buttock lift surgery, and 
1.6% (n = 9) had other plastic surgery. By computing these 
variables, “the number of plastic surgery per person” varia-
ble was created (M = 0.28, SD = 1.46, range = 0–24). Detail-
ing the minimally invasive interventions, 3.7% of women (n 
= 21) had fillers, 4.6% (n = 26) had peeling intervention, 5.8% 
(n = 33) had laser treatment, 1.2% (n = 7) had facial rejuvena-
tion with a thread lift, and 3.9% (n = 22) had other minimal-
ly invasive interventions. By computing these variables, “the 
number of minimally invasive interventions per person” 
variable was created (M = 0.52, SD = 2.08, range = 0–25).

The respondents’ BMI (kg/m2) ranges from 14.69 to 
58.64 (M = 24.74, SD = 5.71). The applied BMI categories 
(Figler, 2015) are underweight (below 18.5), normal weight 
(18.5–24.99), overweight (25–29.99), and obesity (above 30). 
Thirty women (5.4%) are underweight, 55.3% of them (n = 
309) have normal weight, 24.5% (n = 137) are overweight, 
and 14.8% (n = 83) are obese.

Almost half of the females (43.2%, n = 245) are comple
tely satisfied or satisfied with their bodies. Two hundred 
twenty-nine participants (40.4%) rate their body satisfaction 
as average/moderate, 9.5% of them are dissatisfied (n = 54), 
and 6.9 % of them (n = 39) are completely dissatisfied.

3.2 	 Body Dysmorphic Disorder Questionnaire

In the total sample, descriptive statistics of the items of the 
Body Dysmorphic Disorder Questionnaire (BDDQ) (Table 3) 
about body-related thinking and behavior are eloquent. Al-
most a third of women (32.1%) are very concerned because 
of some body part, and 48.4% of the subjects’ (n = 274) main 
problem is the weight or shape of the body. The perceived 
physical defect causes marked mental suffering to 29.8% of 
the women, interferes with social relationships in 15.2%, 
33.9% of female responders apply avoidance behavior, and 
in 3.7% of the participants, the flaw causes a significant 
problem in their lifestyle.
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According to BDDQ results, the prevalence of BDD is 8.1 % 
(n = 46) among female responders. The female sample was 
divided into two subgroups based on the results of the 
BDDQ, and the data of the BDD group were compared 
with those of the non-BDD group. The BDD group has 

higher BMI, has undergone more plastic surgeries, and 
scores significantly higher in all subscales of the ACSS in 
comparison with the non-BDD group (Table 4). For the 
listed variables, the effect sizes are small.

Table 3 � Descriptive statistics of the items of the Body Dysmorphic Disorder Questionnaire (BDDQ) in females and males

BDDQ items Answers
Respondents n (%)

χ2(1)
pFemales

(n = 567)
Males

(n = 36)

1.  �Are you very concerned about the appearance of part(s) of your 
body that you consider especially unattractive? Yes 182

 (32.1%)
7 

(19.4%)
2.519 
0.112

If yes, do these concerns occupy you? That is, you think about 
them a lot and wish you could think about them less? Yes 141 

(24.9%)
7 

(19.4%)
0.104 
0.747

2.  �Is your main concern about your appearance that you are not 
thin enough or you might become too fat? Yes 274 

(48.4%)
13 

(36.1%)
2.052
0.152

3.  What effect has your preoccupation with your appearance had on your life?

Has your defect(s) caused you a lot of distress, torment, or pain? Yes 169 
(29.8%)

5 
(13.9%)

4.178
0.041

Has it significantly interfered with your social life? Yes 86 
(15.2%)

5 
(13.9%)

0.043
0.835

Has your defect(s) significantly interfered with your  
school work, your job, or your ability to function in your role  
(e. g., as a homemaker)?

Yes 21
(3.7%)

2
(5.6%)

0.316
0.574

Are there things you avoid because of your defect(s)? Yes 192 
(33.9%)

6 
(16.7%)

4.539
0.033

Have the lives or normal routines of your family or friends been 
affected by your defect(s)? Yes 38

(6.7%)
3

(8.3%)
0.142
0.706

4.  �How much time do you spend thinking about your defect(s) per 
day on average? (circle one)

Less than  
1 hour a day

508 
(89.6%)

33 
(91.7%)

2.701
0.259

1–3 hours  
a day

46
(8.1%)

1
(2.8%)

More than  
3 hours a day

13
(2.3%)

2
(5.6%)

Table 4  Differences between BDD and non-BDD female groups

Variables BDD group
(n = 46)

Non-BDD group
(n = 521)

Mann–Whitney-U
χ2 p r / 

Cramér-V

Cosmetic operation 
% (n)

21.7 
(10)

10.9 
(57) χ2(1) = 19.682 0.012 V = 0.186

BMI
M (SD)

27.49 
(8.97)

24.49 
(5.27) U = 9641.5 0.028 r = 0.09

ACSS total score
M (SD)

74.67  
(18.97)

59.29 
(20.26) U = 6664 < 0.001 r = 0.20

ACSS Intrapersonal
M (SD)

28.15 
(6.01)

24.59 
(6.50) U = 7627 < 0.001 r = 0.16

ACSS Social
M (SD)

18.58 
(8.85)

14.21 
(7.35) U = 8451.5 0.001 r = 0.14

ACSS Consider
M (SD)

28.26 
(7.31)

20.54 
(9.22) U = 5910.5 < 0.001 r = 0.24

Note: BDD = Body Dysmorphic Disorder, BMI = Body Mass Index, ACSS = Acceptance of Cosmetic Surgery Scale.
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Table 5  Risk of Body Dysmorphic Disorder (binary logistic regression analysis)

Variables B Wald p OR

Age –0.026 2.549 0.110 0.975

BMI –0.004 0.011 0.915 0.996

Health state 0.264 1.488 0.223 1.302

Education –0.859 4.642 0.031 0.424

Number of cosmetic operation per person –0.011 0.025 0.875 0.989

Number of minimally invasive operation per person 0.078 1.076 0.299 1.081

ACSS total score 0.031 5.058 0.025 1.031

Planning of plastic surgery –1.046 4.869 0.027 0.351

Body satisfaction –0.954 19.159 < 0.001 0.397

Note: n = 505, dependent variable is BDDQ (categorical variable), ACSS = Acceptance of Cosmetic Surgery Scale, BMI = Body Mass Index.

According to the results of multiple binary logistic 
regression analysis, the risk of BDD is significantly related 
to education (OR = 0.424, p = 0.031), ACSS total score (OR = 
1.031, p = 0.025), body satisfaction (OR = 0.397, p < 0.001). 
BDD-suspected cases are associated with lower education, 

higher acceptance of cosmetic surgery, intensive planning 
of cosmetic surgery intervention, and higher body dissatis-
faction. Age, BMI, health status, and the number of plastic 
surgery interventions are not related significantly to BDD 
caseness (Table 5). 

3.3	 Comparisons by subgroups

According to BMI subgroups, differences are found in the 
body satisfaction. There was no significant difference be-
tween the other main variables (Table 6). Based on the pair-

wise comparison results, the BMI groups show a significant 
difference in body satisfaction, except for the comparison of 
underweight and normal weight groups. The effect size is 
large in the case of body satisfaction.

Table 6  Body satisfaction, BDD caseness, number, acceptance, and planning of cosmetic operations by BMI groups in females

BMI (kg/m2) <18.5
(n = 30)

18.5–24.99
(n = 309)

25–29.99
(n = 137)

≥29.99
(n = 83)

Kruskal–Wallis-H
 / χ2 p

η2 /
Cramér-V

Body satisfaction
M (SD)

3.67 
(0.80)

3.51  
(0.76)

2.99 
(0.90) 2.43 (0.94) H = 105.918

p < 0.001 η2 = 0.18

BDD caseness
% (n)

6.7% 
(2)

6.5%
(20)

10.2% 
(14)

10.8%
(9)

χ2(3) = 2.862
p = 0.413 V = 0.72

ACSS total score
M (SD)

62.06 
(20.91)

60.27 
(19.03)

62.48 
(22.03) 58.75 (23.15) H = 2.231

p = 0.808 η2 = 0.00

Planning of cosmetic operation
% (n)

yes 40% 
(12)

28.1%  
(86) 25.5% (35) 16.9% (14)

χ2(3)= 8.445
p = 0.207 V = 0.123maybe 13.3% 

(4) 
9.8% 
(30) 

9.5% 
(13) 13.3% (11) 

no 46.7% (14) 62.1%  
(190)

65% 
(89) 69.9% (58)

Cosmetic operation 
% (n)

16.7% 
(5)

12.9% 
(39)

10.2% 
(14) 8.4% (7) χ2(3) =17.789

p = 0.813 V = 0.178

Minimally invasive operations % (n) 20% 
(6)

14.9% 
(46)

10.2% 
(14) 12% (10) χ2(3) = 32.718

p = 0.847 V = 0.140

Note: BDD = Body Dysmorphic Disorder, BMI = Body Mass Index, ACSS = Acceptance of Cosmetic Surgery Scale.
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All age groups differ significantly in BMI scores, except for 
the two youngest and two oldest groups, where there is no 
significant difference in the pairwise comparison results. 
The effect size is large in these analyses. The score of the 

ACSS Consider subscale shows a significant difference 
between the youngest and the oldest groups (p = 0.012) 
(Table 7). However, for these variables, the effect size is 
small.

Table 7 � BMI, BDD caseness, ACSS Consider subscale and the number of some cosmetic interventions per person, by age groups in females

Age (years) 18–25
(n = 79)

26–35
(n = 173)

36–45
(n = 143)

46–55
(n = 84)

over 55
(n = 88)

Kruskal–Wallis-H 
 / χ2 p

η 2 /
Cramér-V

BMI 
M (SD)

22.13
(4.04)

23.02
(4.46)

24.94
(6.40)

27.10
(6.51)

27.85
(4.82)

H = 96.131
p < 0.001

η2 = 0.160

BDD caseness 
% (n)

16.5%
(13)

6.4%
(11)

6.3%
(9)

8.3%
(7)

6.8%
(6)

χ2(4) = 8.929 
p = 0.063

V = 0.125

ACSS Consider
M (SD)

22.93
9.86

21.67
8.73

21.8
8.70

20.27
10.14

18.42
9.60

H = 12.137
p = 0.016

η2 = 0.014

Note: BDD = Body Dysmorphic Disorder, BMI = Body Mass Index, ACSS = Acceptance of Cosmetic Surgery Scale.

Comparing cosmetic operated and non-operated groups 
(Table 8), the average age of operated women is significantly 
higher than that of non-operated women. The operated 
group’s scores are significantly higher on each subscale and 

the total score of the ACSS. The frequency of BDD caseness 
is also higher in the operated group. For the listed variables, 
the effect sizes are small.

Table 8 � Age, BMI, BDD caseness, and the scores on the Acceptance of Cosmetic Surgery Scale in the female operated and non-operated 
subgroups

Variables operated
(n = 66)

non-operated
(n = 501)

Mann–Whitney-U p 
/ χ2 p

 r /
Cramér-V

Age (year)
M (SD)

43.88
(13.14)

39.47
(13.32)

U = 13132.5
p = 0.007 r = 0.11

BMI
M (SD)

24.14
(5.79)

24.81
(5.69)

U = 15241.5
p = 0.302 r = 0.23

BDD caseness 
% (n)

15.2%
(10)

7.2%
(36)

χ2(1) = 4.964
p = 0.026 V = 0.09

ACSS total score
M (SD)

74.20
(16.52)

58.73
(20.39)

U = 9158
p < 0.001 r = 0.23

ACSS Intrapersonal
M (SD)

28.46
(4.84)

24.41
(6.58)

U = 9752.5
p < 0.001 r = 0.22

ACSS Social
M (SD)

18.71
(8.18)

14.02
(7.32)

U = 10902
p < 0.001 r = 0.18

ACSS Consider
M (SD)

27.27
(6.40)

20.36
(9.34)

U = 9387.5
p < 0.001 r = 0.23

Note: BDD = Body Dysmorphic Disorder, BMI = Body Mass Index, ACSS = Acceptance of Cosmetic Surgery Scale.

Regarding education, female respondents with lower educa
tion have higher BMI scores, worse self-rated health state, 
and lower body satisfaction compared to respondents with 
higher education group. Education groups were similar in 

accepting cosmetic surgery. The frequency of suspected 
cases of BDD is higher among those with lower levels of 
education (Table 9).
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Table 9  Comparison of the female with lower and higher education

Variables Lower education
(n = 209)

Higher education
(n = 358)

Mann–Whitney-U
p / χ2 p

 r /
Cramér-V

BMI
M (SD) 25.85 (6.59) 24.09 (5.02) U = 31474.5 

p = 0.002 r = 0.13

Health state
M (SD) 2.95 (0.96) 2.66 (0.84) U = 31129.5 

p < 0.001 r = 0.14

Body satisfaction
M (SD) 3.03 (0.98) 3.35 (0.86) U = 30554 

p < 0.001 r = 0.16

BDD caseness 
% (n) 13.4% (28) 5.0% (18) χ2(1) = 12.399

p < 0.001 V = 0.138

Note: BDD = Body Dysmorphic Disorder, BMI = Body Mass Index.

3.4	 Multivariate analyses
Women’s body satisfaction scores (Table 10) are related to 
BMI, and BDDQ score. In the case of women, body 
satisfaction is not related to the number of cosmetic 
operations per person. Neither type of surgery nor age and 

education are related to physical satisfaction. According 
to  the results, women with a lower BMI and lower body 
dysmorphic symptoms are characterized by higher body 
satisfaction.

Table 10  Female body satisfaction – linear regression analysis

Variables β t p R 2

Age 0.077 1.889 0.059

0.291

Education 0.055 1.432 0.153

BMI –0.456 –11.038 < 0.001

BDDQ score –0.230 –5.950 < 0.001

Number of cosmetic operations per person –0.066 –1.742 0.082

Number of breast surgeries per person 0.123 0.461 0.645

0.040

Number of abdominoplasties per person 0.220 0.077 0.938

Number of blepharoplasties per person 0.293 –1.083 0.279

Number of facelifting per person 0.148 0.261 0.794

Number of nose surgeries per person 0.261 0.071 0.943

Number of ear surgeries per person 0.550 0.594 0.553

Number of labiaplasties per person 0.514 0.220 0.826

Note: Values of education: 1 – lower education, 2 – higher education.

According to the results of linear regression analysis, the to-
tal score of acceptance of cosmetic surgery shows significant 
positive relationship with the BDD caseness and the number 
of blepharoplasties per person. Besides, ACSS Total score has 
a significant negative relationship with the planning of cos-

metic surgery (Table 11). With a greater acceptance of cos-
metic surgery, women who have more BDD symptoms, plan 
more cosmetic operations and have been undergoing eyelid 
surgery more frequently.
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Table 11  ACSS total score among females – linear regression analysis

Variables β (Stand.) t p R2

Age 0.016 0.379 0.705

0.319

Education 0.030 0.800 0.424

BDDQ caseness 0.100 2.558 0.011

Planning of cosmetic surgery 0.491 12.315 <0.001

BMI 0.019 0.478 0.633

Number of cosmetic surgery per person 0.009 0.153 0.878

Number of breast surgery 0.040 0.701 0.484

Number of blepharoplasty 0.111 2.839 0.005

Note: n = 501. Dependent variable is ACSS Total score, ACSS = Acceptance of Cosmetic Surgery Scale, BMI = Body Mass Index, BDDQ = Body 
Dysmorphic Disorder. Values of education: 1 – lower education, 2 – higher education. Values of Planning of cosmetic surgery: 1-yes, 2-no. 

Table 12  Gender differences

Variables Females  
(n = 567)

Males  
(n = 36)

Mann–Whitney-U
p / χ2 p  r / Cramér-V

Age 
M (SD)

39.98 
(13.36)

42.89  
(12.51)

U = 8577 
p = 0.108 r = 0.06

Education 
% (n)

lower education 36.9 
(209)

47.2  
(17) χ2(1) = 1.551 

p = 0.213 V = 0.051
higher education 63.1 

(358)
52.8 
(19)

Body satisfaction 
M (SD)

3.23 
(0.92)

3.5 
(1.08)

U = 8609 
p = 0.092 r = 0.158

Health state
M (SD)

2.77 
(0.89)

2.86 
(1.04)

U = 9594 
p = 0.520 r = 0.063=

BMI 
M (SD)

24.74 
(5.71)

26.97 
(3.9)

U = 6505 
p < 0.001 r = 0.157

BDD caseness 
% (n)

8.1% 
(46)

8.3% 
(3)

χ2(1) = 0.002 
p = 0.963 V = 0.002

ACSS total score
M (SD)

60.53 
(20.57)

55.45  
(23.74)

U = 8353 
p = 0.138 r = 0.06

ACSS interpersonal
M (SD)

24.88 
(6.53)

24.8 
(8.14)

U = 9485.5 
p =0.686 r = 0.01

3.5	 Gender differences

In the present study, the number of male respondents was 
low. However, the authors provide the gender differences 
and descriptive statistics of men since the data of Hunga
rian men are currently lacking in this regard. Compared to 
men, women have lower BMI (p < 0.001), are planning more 
cosmetic surgery (p = 0.019), and have higher scores on the 
ACSS Consider subscale (p = 0.006). Significantly more fe-
males than males report tension and mental suffering be-
cause of the perceived flaw. Avoidance behavior caused by a 

perceived physical defect is also higher among women than 
among men. Regarding the other BDDQ items (Table 3), 
there was no difference between men and women (concerns 
about the body, body weight or body shape concern, dis-
turbed social relationships, daily activities, impact on the 
social environment, and the amount of time they spent with 
their appearance).

There are no gender differences in the other variables 
examined (age, education, health state, body dissatisfac
tion,  cosmetic surgical procedures, and BDDQ status) 
(Table 12).
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Variables Females  
(n = 567)

Males  
(n = 36)

Mann–Whitney-U
p / χ2 p  r / Cramér-V

ACSS social
M (SD)

14.57 
(7.57)

13.61 
(8.16)

U = 9138 
p = 0.330 r = 0.03

ACSS Consider
M (SD)

21.16 
(9.31)

16.63 
(9.88)

U = 7433 
p = 0.006 r = 0.11

Cosmetic operation
% (n)

11.2% 
(67)

11.1% 
(4) χ2(1) = 7.104 p = 0.525 V = 0.109

Planning of cosmetic 
operation
% (n)

yes 26.4% 
(149)

8.3% 
(3)

χ2(1) = 7.943 
p = 0.019 V = 0.115no 63.1% 

(356)
86.1% 
(31)

maybe 10.5% 
(59)

5.6% 
(2)

Note: BDD = Body Dysmorphic Disorder, BMI = Body Mass Index, ACSS = Acceptance of Cosmetic Surgery Scale.

4	 DISCUSSION
While the rise of cosmetic services (plastic surgery, derma-
tology, aesthetic dentistry) is increasing, body dysmorphic 
disorder (BDD) is becoming more frequent. BDD patients 
are often interested in cosmetic interventions because of 
concerns about their perceived physical defects. The present 
study aimed to establish BDD’s prevalence and to assess the 
acceptance of cosmetic surgery among Hungarian adults. 
However, the authors emphasize that the sample does not 
consist of randomly selected applicants, therefore, does not 
represent the adult Hungarian population.

The prevalence of BDD is 8.1 (for women, 8.1%, and for 
men, 8.3%), which is higher in both sexes compared to the 
results of most non-selected and general population studies 
(0.5–8.9%; see Table 2). Hypothesis 1 is confirmed, however, 
the selection of the participants’ results may have been in-
fluenced by the title of our research. Probably more subjects 
were dissatisfied with their appearance and wanted to 
change their bodies than the responders with no cosmetic 
interest. Hence their attitude towards cosmetic surgery may 
also be more accepting. These relationships may also ex-
plain higher prevalence rates and low male participation. By 
comparison, the prevalence of BDD is about 15% in plastic 
surgery and cosmetic clinics (Ribeiro, 2017). Lai et al. (2010) 
found BDD in 7.7% of the applicants for plastic surgery care. 
Our results are similar to those of a Saudi Arabian cross-sec-
tional study where 514 adults (241 males and 273 males) 
were examined with Body Dysmorphic Disorder Question
naire (BDDQ), and the prevalence of BDD was 8.9% 
(5.8% in males, 11.7% in females; Alghamdi et al. 2022). In 
a  multicentre study by Corazza et al. (2019), the results of 
British, Italian, Dutch, and Hungarian fitness room at
tendants were compared. BDD risk was assessed with the 
Appearance Anxiety Inventory (Veale et al., 2014). The risk 
of BDD was 38.5% in the overall sample (47.2% in women 

and 21.4% in men). The risk was the highest among the 
Hungarian respondents (51.5%), and that in the Dutch, 
British, and Italian samples were 38.1%, 30%, and 29.3%.

Based on the result of multiple binary logistic regression 
analysis, BDD caseness is associated with the level of educa-
tion, the acceptance of cosmetic surgery, planning of plastic 
surgery and body satisfaction scores. Regarding educational 
attainment, there is more BDD positivity in respondents 
with lower education. They probably are not aware of hav-
ing psychiatric symptoms and, therefore, cannot ask for 
adequate help. Body dissatisfaction is the main symptom of 
BDD. Therefore, it is evident that lower body satisfaction 
scores accompany BDD caseness. The BDDQ score has no 
significant relationship with the number of plastic surgery; 
thus, this part of hypothesis 2 needs to be verified. However, 
the planning of plastic surgery is related to BDD scores. 
These patients usually seek aesthetic interventions to cure 
their bodily flaw(s). Cosmetic treatments are ineffective, the 
patient’s condition usually impairs, and conflicts with the 
therapists generally arise due to dissatisfaction (Lai et al., 
2010; Sarwer & Spitzer, 2012). The positive correlation be-
tween body dissatisfaction and BDD caseness has been cer-
tified. In an Arabic sample, Alghamdi et al. (2022) found 
higher BDD prevalence among respondents under 40, 
women, and non-married respondents, where education 
did  not affect BDD positivity. Present results show higher 
BDD scores with lower levels of education and higher body 
dissatisfaction. In the case of unrealistic expectations of 
surgery (higher Acceptance of Cosmetic Surgery Scale 
[ACSS] scores, high body dissatisfaction), it is worth pro-
viding sufficient oral and written information to the pa-
tients about the course of surgery, their risks, healing, and 
scarring (Clarke et al., 2005; Hirsch & Stier, 2009). This 
preparation also includes educating the patient and sta
bilizing the doctor–patient relationship (Beynet, Greco, & 
Soriano, 2009).

Table 12  (continued)
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BDD patients are intensively interested in plastic inter-
ventions (Callaghan et al., 2011; Higgins & Wysong, 2018). 
For specialists, a summary of surgically contraindicated 
mental disorders is a starting point: psychosis, bipolar dis-
order, major depression, eating disorders, and body image 
disorders (Veale, 2004). It may be helpful to consider other 
aspects as well. According to the present results, the 
BDD-positive group had higher BMI, more plastic surger-
ies, and more acceptance of cosmetic surgery. However, the 
effect sizes were small.

The results of the pairwise comparison indicate that 
BMI categories differ in body satisfaction scores. A signifi-
cant positive correlation exists between BMI and body dis-
satisfaction. No significant differences were found among 
the most important variables (ACSS, BDD status, number 
of cosmetic procedures).

BDD caseness is higher among operated women, this 
confirms hypothesis 3, and plastic surgery is more accepted 
in BDD-positive persons/subjects. However, this group is 
similar to non-operated women in terms of body satisfac-
tion, planning of cosmetic intervention, or health status. 
Due to the lack of significant difference, hypothesis (4) 
is  not confirmed. The mean age of the operated group is 
higher, and older women had the opportunity to undergo 
these kinds of interventions because of their circumstances 
(financial causes, decisions). The popularity of interventions 
may be explained by increased family income, greater me-
dia exposure, and decreasing stigma associated with plastic 
surgery (Swami et al., 2008). The older the respondents are 
the more cosmetic intervention is used. The US data show 
that most cosmetic surgery patients (41%) are aged 36–50 
(ASPS, 2022), similar to the present result. The results 
showed a significant difference between the age of the oper-
ated and non-operated females, but the effect size was small. 
The women planning the surgeries are younger, have al-
ready had some aesthetic interventions (operation, fillers), 
are more accepting of plastic surgery, or have more BDD 
symptoms. This result can be explained by the number of 
BDD and reconstructive patients among women planning 
the surgery. According to screening tools, reconstructive 
patients usually have more BDD symptoms because of a 
physical defect. Therefore, a structured interview and ex-
amination of the bodily defect are essential for diagnosing 
BDD (APA, 2013, 2022).

Females (94%) are overrepresented in the present study 
and are generally more interested in plastic surgery. This 
fact is also confirmed by the American Society of Plastic 
Surgeons’ annual report (2022), where men’s proportion in 
the field of plastic surgery was 6%. Frederick, Lever, and 
Peplau (2007) also indicate the gender difference in interest 
in plastic surgery. American adults were asked if they would 
resort to aesthetic surgery if adequate funding were availa-
ble. According to their results, many women were interested 
(48%) or likely to be interested (23%), while fewer men were 
interested (23%) or likely to be interested (17%) in aesthetic 
surgery. This popularity is lower in the present Hungarian 
sample: 26.4% of women plan, 10.4% are likely to plan cos-
metic surgery, while 8.3% of men plan, and 5.5% are likely 

to plan the intervention. More than one-third of women 
think about some body modification to reach the ideal ap-
pearance because 56.8% are unsatisfied with their body. 
Cosmetic surgery was used by 11.6% of the respondents 
(4.8% of them had breast surgery, and 3.7% had some mini-
mally invasive interventions.) The feeling of being very con-
cerned because of some body part is frequent (32.1%). Com-
pared to men, there is more avoidance behavior and mental 
suffering in women due to the perceived physical defects.

About the body, the comparison of education groups 
gave exciting results. Women with a lower level of education 
have a higher BMI, worse perceived health, less satisfaction 
with their bodies, and more BDD positivity. 

The acceptance of cosmetic surgery in women is higher-
than in men, as supported by several other studies (Hender-
son-King & Henderson-King, 2005; Swami et al., 2009). 
Contrary to this, according to the present results, men and 
women differ significantly only in the Consider subscale 
of ACSS, with no gender differences in other subscales and 
total scores. The ACSS score positively correlates with the 
number of eyelid surgeries and the BDD-positivity. Accord-
ing to these results, the first part of hypothesis 6 was veri-
fied. At the same time, it is essential to emphasize that bleph-
aroplasty patients greatly accept cosmetic surgery services.

There are gender differences in body satisfaction, atti-
tudes, and behaviors about the body: women’s dissatisfac-
tion is higher (Murnen & Don, 2012). According to Feingold 
and Mazzella (1998), body satisfaction in gender compari-
son has shown a significant difference since the 1980s that 
increased by the 1990s. Among women, poor body image 
has risen dramatically; nevertheless, men are also affected 
by body dissatisfaction (Feingold & Mazzella, 1998). Men 
with vulnerable body image show a similar prevalence of 
body-related behavior as women (Murnen & Don, 2012). 
Metrosexuality from the 1990s (Murnen & Don, 2012) di-
rects men’s attention to more intense occupation and inves-
tigation of the body. In our study, men differed from women 
in BMI, in the Consider subscale of ACSS, and planning 
plastic surgery. Women have lower BMI, plan more cosmet-
ic operations, and have higher scores on Consider subscale. 
In women, appearance is more significant in achieving 
well-being (Murnen & Don, 2012); their self-esteem is more 
closely related to body evaluation than that of men (Myers 
& Crowther, 2009). These data are also reinforced by the re-
sults obtained in the women’s group: more frequent avoid-
ance behavior, significant mental suffering caused by the 
actual or perceived flaw(s). Women with greater body dis-
satisfaction who have more BDD symptoms and positivity, 
greater BMI, and planning for future plastic surgeries. 
These results confirm hypothesis (5).

There is a considerable need for Hungarian epidemio-
logical data to help specialists screen BDD more effectively 
and understand the relationship between interest in cos-
metic surgery and BDD. Like the US sample, it would be 
necessary to have central statistics in cosmetic surgery care 
(e.g., number of interventions, the demographic data of par-
ticipants). These factors would be a starting point for screen-
ing mental disorders and implementing interventions.
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This paper analyzed a non-selected study sample, which 
does not qualify as a sample representing the Hungarian 
population. In order to determine the valid prevalence of 
BDD, it would be necessary to use a structured interview 
and the test, which confirms the diagnosis. BDDQ is a 
screening questionnaire that has limited diagnostic value. 
However, several other studies also used it to establish 
BDD prevalence (Alghamdi et al., 2022; Brohede et al., 
2013; Weingarden, Curley, Renshaw, & Wilhelm, 2017). 
The  generalization of results is limited; however, the fol-
lowing findings can be summarized. Those who already 
had eyelid surgery are more likely to accept cosmetic sur-
gery. This procedure can therefore be a milestone to further 
interventions. Body satisfaction of operated and non-oper-
ated women does not differ, so cosmetic interventions 
probably do not affect body satisfaction after surgery. The 
number of invasive surgeries (breast, abdomen, eyelid, face, 
nose, ear, labia) does not correlate with body satisfaction 
among women. It is possible that these surgeries only im-

prove satisfaction with the body part rather than overall 
body satisfaction. The present results show that BDD case-
ness, the planning of cosmetic surgery, and the number of 
blepharoplasties are associated with women’s acceptance 
of  cosmetic surgery. The prevalence of BDD is higher 
among those interested in cosmetic surgery. Therefore, 
professionals performing cosmetic interventions must pay 
special attention to screening for BDD.
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