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Abstract 

Hair-related dysmorphophobia, more accurately termed hair-related body dysmorphic disorder (BDD), 
is a psychiatric condition characterized by obsessive preoccupation with perceived defects in hair ap-
pearance that are not observable or appear minor to others, causing significant distress and functional 
impairment. This mini-review examines clinical characteristics, prevalence, manifestations, relationship 
with other disorders, diagnostic criteria, therapeutic approaches, and psychosocial impacts of this con-
dition. Through analysis of current literature, we observe that 29.6% of patients seeking treatment for 
hair loss complaints meet criteria for BDD, representing approximately 10 times higher prevalence than 
in general dermatology patients (2.7%)¹. Early recognition of this condition is fundamental to avoid un-
necessary treatments and promote appropriate psychotherapeutic and pharmacological interventions. 
Assessment should include standardized anxiety instruments and specific BDD scales, allowing for a 
multidisciplinary approach that integrates dermatological and psychiatric aspects. The condition signif-
icantly impacts quality of life, with high rates of depression, anxiety, and social impairment. Treatment 
requires an interdisciplinary approach combining cognitive-behavioral therapy and selective serotonin 
reuptake inhibitors as first-line interventions. Future research should focus on developing hair-specific 
assessment and treatment protocols, large-scale epidemiological studies in diverse populations, and 
investigation of cultural and social factors influencing hair-related appearance standards. 
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1. Introduction 
The relationship between psychological aspects and hair manifestations has been the 

subject of growing scientific interest in recent decades. Hair-related dysmorphophobia, cur-
rently termed hair-related body dysmorphic disorder (BDD), represents a specific manifesta-
tion of a broader psychiatric disorder that significantly affects the quality of life of affected 
individuals¹,². 

Hair-related BDD is classified within the obsessive-compulsive and related disorders 
(OCRD) category in DSM-5, representing a significant clinical challenge due to its impact on 
psychological well-being and social functioning¹. BDD is defined as a psychiatric condition 
characterized by disabling preoccupation with non-existent or slight defects in appearance 
that are not observable or appear only slight to others¹. When focused on hair, this manifests 
as excessive concern with perceived hair defects, leading to compulsive behaviors and sig-
nificant functional impairment³. 

Understanding this condition requires a multidisciplinary approach that integrates 
knowledge from dermatology, psychiatry, and psychology, recognizing that hair possesses 
profound symbolic meanings related to identity, femininity, masculinity, and self-image. As 
demonstrated in previous studies, hair can represent fundamental elements of personal iden-
tity, becoming a target for dysmorphic concerns in predisposed individuals. 
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The interface between psychology and hair manifestations, termed psychotrichology, of-
fers important perspectives for understanding hair-related BDD. Stressful life events can trig-
ger or exacerbate hair problems through complex neuroimmunoendocrine mechanisms, sug-
gesting that psychological factors play a crucial role in hair health and related disorders. 

 
Clinical Definition and Characteristics 
Hair-related BDD presents specific clinical features that distinguish it from other normal 

appearance concerns. The condition manifests through a complex interplay of cognitive, be-
havioral, and physical symptoms that create significant distress and functional impair-
ment¹,²,³. Obsessive preoccupation with hair appearance, texture, thickness, or pattern con-
stitutes the central core of the condition, with patients developing intrusive thoughts about 
hair appearance that persist despite attempts to dismiss them. These cognitive distortions 
often involve catastrophic interpretations of minor hair changes, excessive self-monitoring 
and comparisons with others, and persistent beliefs that they are being negatively judged due 
to their hair appearance¹. 

The behavioral manifestations of hair-related BDD represent attempts to alleviate the 
intense anxiety generated by dysmorphic concerns. Patients typically engage in repetitive 
mirror checking or, conversely, complete mirror avoidance when the anxiety becomes over-
whelming. Excessive hair grooming, manipulation, and styling behaviors are common, often 
accompanied by frequent hair washing or compulsive touching of the hair. Many individuals 
seek constant reassurance from others about their hair appearance, yet remain unconvinced 
by positive feedback. Social avoidance becomes increasingly prominent, with patients with-
drawing from situations where they perceive their hair might be scrutinized. Camouflaging 
behaviors, such as wearing hats, choosing specific hairstyles, or positioning themselves to 
hide perceived defects, become integral parts of their daily routine¹. 

Paradoxically, individuals with hair-related BDD may engage in self-destructive behav-
iors that effectively damage the hair they are so concerned about protecting. This creates a 
vicious cycle where real hair problems develop secondary to the psychological condition, 
reinforcing the patient's distorted beliefs and intensifying their distress². The complexity of 
this phenomenon highlights the sophisticated interplay between psychological distress and 
physical manifestations, emphasizing the critical need for early recognition and intervention 
to prevent the escalation of both psychological and dermatological complications. 

 
Prevalence and Demographics 
Epidemiological data reveal a surprisingly high prevalence of BDD among patients seek-

ing treatment for hair issues, fundamentally challenging our understanding of the relationship 
between dermatological complaints and underlying psychiatric conditions. The landmark 
study by Doğruk Kaçar et al.¹ demonstrated that 29.6% of patients presenting hair loss com-
plaints meet criteria for BDD, representing approximately 10 times higher prevalence than in 
general dermatology patients (2.7%)¹. This striking disparity suggests that hair-related con-
cerns may be particularly vulnerable to dysmorphic interpretation, possibly due to the high 
visibility and cultural significance of hair in personal identity and social perception. 

The gender distribution of hair-related BDD presents interesting patterns that contrast 
with general BDD prevalence. Males demonstrate significantly higher rates of BDD among 
hair loss patients (52.4%) compared to females (25.6%)¹, a finding that diverges from the gen-
eral prevalence of BDD in the population, where no significant gender differences are typically 
observed⁴. This gender disparity in hair-related presentations may reflect cultural and social 
factors that place particular emphasis on male hair as a symbol of youth, virility, and attrac-
tiveness. The psychological impact of hair loss on male identity appears to create unique 
vulnerabilities to dysmorphic interpretations that warrant specific clinical attention. 

In the general population, BDD prevalence ranges from 0.5% to 3.2%, with relatively 
equal distribution across genders⁴. However, when examining specific body areas of concern, 
hair-related preoccupations show distinct demographic patterns that suggest hair holds par-
ticular significance for certain populations. The elevated prevalence among males seeking 
hair loss treatment indicates that this demographic represents a high-risk group requiring tar-
geted screening and intervention strategies. These epidemiological findings have important 
implications for clinical practice, suggesting that routine psychiatric screening should be con-
sidered standard care in dermatological settings treating hair-related complaints. 
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Relationship with Body Dysmorphic Disorder and Trichotillomania 
Hair-related BDD exists within a complex relationship with other hair-focused disorders, 

creating diagnostic and therapeutic challenges that require careful clinical consideration. The 
relationship with trichotillomania illustrates the complexity of hair-related psychopathology, 
as both conditions involve significant distress related to hair but differ fundamentally in their 
manifestations and underlying mechanisms. Trichotillomania involves the compulsive act of 
hair pulling, resulting in noticeable hair loss and often leaving distinctive patterns of alope-
cia⁵,⁶,⁷. In contrast, hair-related BDD focuses on perceived defects in hair appearance without 
necessarily involving hair-pulling behaviors, though the distress and functional impairment 
can be equally severe¹. 

The potential for comorbidity between these conditions adds another layer of complexity 
to clinical assessment and treatment planning. Some individuals experience both hair-pulling 
urges characteristic of trichotillomania and dysmorphic concerns about hair appearance typ-
ical of BDD⁸. This overlap highlights the intricate nature of hair-related disorders and empha-
sizes the need for comprehensive evaluation that considers multiple diagnostic possibilities. 
Clinicians must be prepared to identify and address both conditions when they co-occur, as 
treatment approaches may need to be modified to address the full spectrum of symptoms and 
behaviors. 

Within the broader spectrum of BDD, hair concerns represent one of the most common 
areas of focus, alongside skin, nose, and other facial features². The underlying psychological 
mechanisms remain remarkably consistent across different body areas of concern, involving 
similar patterns of perfectionism, cognitive distortions, and appearance-related anxiety. How-
ever, hair-related BDD may have unique features related to the particular symbolic and cul-
tural significance of hair. The visibility of hair, its role in personal identity, and its association 
with attractiveness, youth, and social status create specific vulnerabilities that may require 
targeted therapeutic approaches. Understanding these relationships is crucial for developing 
effective treatment strategies that address not only the symptoms but also the underlying 
psychological mechanisms that drive the condition. 

 
Diagnostic Criteria and Assessment 
The diagnostic framework for hair-related BDD follows the established DSM-5 criteria 

for body dysmorphic disorder, adapted specifically for hair-related concerns. The core diag-
nostic criteria include preoccupation with one or more perceived defects in hair appearance 
that are not observable or appear minor to others, representing the fundamental disconnect 
between subjective perception and objective reality that characterizes this condition. Patients 
must demonstrate repetitive behaviors or mental acts in response to their appearance con-
cerns, such as mirror checking, grooming rituals, or seeking reassurance. The condition must 
cause clinically significant distress or impairment in social, occupational, or other important 
areas of functioning, distinguishing pathological preoccupation from normal appearance con-
cerns. Additionally, the symptoms cannot be better explained by concerns about body weight 
in individuals with eating disorders². 

The assessment of hair-related BDD requires a multimodal approach that combines vali-
dated instruments with clinical interview techniques. The Body Dysmorphic Disorder Ques-
tionnaire (BDDQ) has proven particularly valuable, as demonstrated in the landmark study 
showing 29.6% prevalence among hair loss patients¹. The Yale-Brown Obsessive-Compulsive 
Scale Modified for BDD (BDD-YBOCS) provides a standardized measure of symptom sever-
ity, allowing clinicians to track treatment response and monitor disease progression⁹. Clinical 
interviews focusing on appearance-related distress and functional impairment remain funda-
mental for comprehensive assessment, providing context and nuance that standardized in-
struments may miss. 

The assessment of anxiety represents a crucial component of evaluation, given the high 
level of anxiety consistently associated with hair-related BDD. Multiple studies demonstrate 
that anxiety is frequently present in patients with hair loss¹⁰,¹¹, making standardized anxiety 
assessment tools essential for comprehensive care. The Beck Anxiety Inventory (BAI) and 
Hamilton Anxiety Rating Scale (HAM-A) are widely used instruments that complement spe-
cific BDD assessment and provide valuable information about comorbid anxiety symptoms. 
The Hospital Anxiety and Depression Scale (HADS) has also shown utility in dermatological 
settings, including studies with hair-related conditions¹². These anxiety assessment tools not 
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only aid in initial diagnosis but also provide valuable monitoring capabilities during treatment, 
helping clinicians adjust therapeutic approaches based on symptom response and overall clin-
ical improvement. 

 
Therapeutic Approaches and Effectiveness 
The treatment of hair-related BDD requires a comprehensive approach that addresses 

both the psychological and dermatological aspects of the condition. Cognitive Behavioral 
Therapy (CBT) stands as the first-line psychological treatment for BDD, including hair-related 
presentations, demonstrating consistent efficacy across multiple studies and clinical popula-
tions. The therapeutic framework of CBT incorporates several key components that directly 
target the core symptoms of hair-related BDD. Cognitive restructuring techniques help pa-
tients identify and challenge distorted thoughts about their hair appearance, addressing the 
catastrophic interpretations and negative self-evaluations that maintain the disorder. Expo-
sure and response prevention protocols systematically reduce avoidance behaviors while 
helping patients tolerate the anxiety associated with hair-related situations. Behavioral exper-
iments allow patients to test their catastrophic predictions about how others perceive their 
hair, often revealing the discrepancy between feared and actual outcomes². 

Emerging therapeutic approaches show promise for enhancing treatment outcomes in 
hair-related BDD. Acceptance and Commitment Therapy (ACT) represents a newer interven-
tion that focuses on psychological flexibility and value-based living rather than symptom elim-
ination. While research specifically examining ACT for hair-related BDD presentations re-
mains limited, preliminary studies suggest potential benefits for BDD and related disorders¹³. 
The integration of mindfulness-based approaches may also provide valuable tools for manag-
ing the intense anxiety and rumination characteristic of hair-related BDD. 

Pharmacological interventions play a crucial role in the comprehensive treatment of hair-
related BDD, with Selective Serotonin Reuptake Inhibitors (SSRIs) representing the gold 
standard for medication management. Clinical experience indicates that higher doses are of-
ten required compared to depression treatment, reflecting the neurobiological differences un-
derlying BDD. Treatment duration typically extends 12-16 weeks for optimal response, with 
many patients requiring longer-term maintenance therapy to prevent relapse⁴. The medica-
tion management requires careful monitoring and adjustment, as individuals with BDD may 
be particularly sensitive to side effects that could affect their appearance concerns. 

Alternative pharmacological approaches may be considered for treatment-resistant cases 
or as augmentation strategies. N-acetylcysteine has shown promise for glutamate system 
modulation in obsessive-compulsive and related disorders¹⁴. Tricyclic antidepressants may 
be beneficial in cases that do not respond adequately to SSRIs, while antipsychotic augmen-
tation can be considered in severe cases where delusional thinking predominates¹⁵. The se-
lection of pharmacological interventions must be individualized based on symptom severity, 
comorbid conditions, and patient preferences. 

The complex nature of hair-related BDD necessitates interdisciplinary treatment ap-
proaches that integrate expertise from multiple specialties. Collaboration between dermatol-
ogists, psychiatrists, and psychologists provides the most comprehensive care, addressing 
both the psychological aspects of the condition and any underlying dermatological concerns². 
This integrated approach recognizes that many patients with hair-related BDD may have con-
current dermatological conditions that require medical management alongside psychological 
treatment. The coordination between specialists ensures that all aspects of the patient's 
presentation are addressed while avoiding conflicting or counterproductive interventions. 

 
Psychological and Social Impacts 
Hair-related BDD creates profound and far-reaching consequences that extend well be-

yond the immediate symptoms, fundamentally altering the individual's psychological well-
being and social functioning. The psychological impact manifests through multiple intercon-
nected pathways that create a complex web of distress and impairment. High rates of depres-
sion and anxiety represent common comorbidities¹⁰, often developing as secondary conse-
quences of the chronic distress and social isolation associated with hair-related BDD. The 
persistent preoccupation with perceived hair defects creates a state of chronic psychological 
tension that can evolve into clinically significant mood disorders, requiring additional thera-
peutic attention and potentially complicating treatment approaches. 
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The risk of suicidal ideation and behavior appears elevated in individuals with hair-re-
lated BDD compared to the general population, reflecting the severe psychological distress 
and hopelessness that can accompany this condition. The combination of persistent appear-
ance-related distress, social isolation, and functional impairment creates a particularly vulner-
able psychological state that requires careful monitoring and intervention. Quality of life be-
comes significantly compromised across multiple domains, with individuals reporting de-
creased satisfaction with personal relationships, professional accomplishments, and overall 
life fulfillment. The development of avoidant behaviors and progressive social isolation rep-
resents a particularly insidious aspect of the condition, as patients gradually withdraw from 
social interactions to avoid perceived scrutiny of their hair appearance¹⁶. 

The social and occupational consequences of hair-related BDD create additional layers 
of impairment that can perpetuate and intensify the underlying psychological distress. Avoid-
ance of social situations becomes increasingly prominent, particularly in contexts where indi-
viduals perceive their hair might be subject to observation or judgment by others. Professional 
and academic performance often suffers as preoccupation with hair appearance interferes 
with concentration, productivity, and interpersonal effectiveness. The time consumed by hair-
related rituals, mirror checking, and grooming behaviors can significantly impact daily func-
tioning and professional responsibilities. 

Relationship difficulties emerge as a natural consequence of the anxiety, avoidance, and 
preoccupation characteristic of hair-related BDD. Intimate relationships may be strained by 
the individual's need for constant reassurance, avoidance of physical intimacy, or withdrawal 
from social activities. Family relationships can be affected by the patient's distress, time-con-
suming rituals, and resistance to social engagement. The economic burden associated with 
excessive grooming products, frequent dermatological consultations, unnecessary treat-
ments, and cosmetic procedures creates additional stress for both patients and their families¹⁷. 
This financial impact often compounds the psychological distress and can create additional 
relationship strain, particularly when family members disagree about the necessity or appro-
priateness of appearance-related expenditures. 

The pattern of comorbidity in hair-related BDD reveals the complex interplay between 
different psychiatric conditions and emphasizes the need for comprehensive assessment and 
treatment planning. Major depressive disorder, social anxiety disorder, and obsessive-com-
pulsive disorder frequently co-occur with hair-related BDD¹,¹⁰, creating diagnostic and thera-
peutic challenges that require careful consideration. Additionally, many patients develop 
other body dysmorphic concerns affecting different body areas, suggesting that hair-related 
BDD may represent part of a broader pattern of appearance-related distress rather than an 
isolated phenomenon. This comorbidity pattern has important implications for treatment 
planning, as interventions must address the full spectrum of symptoms and conditions rather 
than focusing exclusively on hair-related concerns. 

 
Discussion 
The current evidence base for hair-related dysmorphophobia demonstrates both 

strengths and limitations that warrant careful consideration. The landmark study by Doğruk 
Kaçar et al.¹ provides robust evidence for high BDD prevalence among hair loss patients, but 
this represents one of the few studies specifically examining hair-related presentations. Most 
BDD research examines the disorder broadly without differentiating between different areas 
of appearance concern, creating a significant gap in our understanding of this specific mani-
festation. 

The remarkably high prevalence of BDD among patients with hair concerns (29.6%) high-
lights the critical importance of psychiatric screening in dermatological practice. Healthcare 
providers, particularly dermatologists and primary care physicians, should be aware of this 
high prevalence and consider BDD in patients presenting with hair concerns¹. Early identifi-
cation and appropriate referral can prevent years of unnecessary medical treatments and psy-
chological distress. The finding that males show higher rates of hair-related BDD than females 
contrasts with general BDD prevalence patterns, suggesting that hair concerns may have par-
ticular significance for male identity and self-image. This observation has important implica-
tions for treatment approaches and public health initiatives, particularly given the cultural and 
social meanings attributed to hair across different populations. 
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The treatment literature, while extensive for BDD generally, lacks specificity for hair-re-
lated presentations. This represents a significant gap, as hair-related concerns may require 
modified approaches given the visibility and social significance of hair in many cultures. The 
integration of anxiety assessment tools into routine evaluation is crucial, given the high 
comorbidity with anxiety disorders demonstrated in multiple studies¹⁰,¹¹,¹². The psychotricho-
logical perspective offers valuable insights, suggesting that traumatic and conflicting life 
events may activate psychological complexes that, when associated with symbolic meanings 
related to hair, can direct stress responses specifically to hair follicles. This understanding can 
inform both assessment and treatment approaches, potentially leading to more targeted and 
effective interventions. 

Figure 1. Psychotrichological Perspectives on Psychological Disturbances Affecting Hair. 
 
In general Several important controversies and gaps remain in our understanding of 

hair-related dysmorphophobia. Most BDD research examines the disorder broadly rather 
than focusing on specific body areas like hair, limiting our ability to develop targeted inter-
ventions. There is a notable lack of research on whether hair-focused BDD requires modified 
treatment approaches compared to other BDD presentations. Cultural factors represent an-
other significant gap, with minimal research on how cultural variations in hair significance 
affect BDD presentation and treatment outcomes. The impact of technology, particularly so-
cial media and digital image manipulation, on hair-related BDD remains largely unexplored 
despite the increasing influence of these factors on appearance standards. Prevention strate-
gies also lack sufficient research, with limited data on early intervention and prevention ap-
proaches that could reduce the development or severity of hair-related BDD. 

Future research priorities should include the development of hair-specific assessment 
tools and treatment protocols that account for the unique aspects of hair-related concerns. 
Large-scale epidemiological studies in diverse populations are needed to better understand 
prevalence patterns across different cultural and demographic groups. Investigation of cul-
tural and societal factors influencing hair-related appearance standards could inform cultur-
ally sensitive treatment approaches. The effectiveness of novel treatment modalities, includ-
ing digital interventions that leverage technology for therapeutic purposes, requires system-
atic evaluation. Neuroimaging studies of hair-related appearance processing could provide 
insights into the neurobiological mechanisms underlying this specific manifestation of BDD. 

A clinical example illustrates the practical implications of these considerations. A 25-
year-old male presents to a dermatologist with concerns about "thinning hair" that is not ap-
parent to the clinician. Despite reassurance and normal clinical findings, the patient reports 
spending 2-3 hours daily examining his hair, avoiding social situations, and considering hair 
transplant surgery. This presentation suggests hair-related BDD requiring psychiatric evalua-
tion and treatment rather than dermatological intervention. The condition also highlights the 
importance of interdisciplinary care models that integrate dermatological and psychiatric ex-
pertise to provide comprehensive treatment for patients with appearance-related concerns². 

Hair-related dysmorphophobia has significant implications for both clinical practice and 
public health that extend beyond individual patient care. The development of screening 
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protocols for dermatological settings, training programs for healthcare providers, and inte-
grated care pathways could substantially improve outcomes for affected individuals. The eco-
nomic burden of this condition, manifested through unnecessary treatments and lost produc-
tivity, also warrants attention from healthcare policymakers. Early recognition and appropri-
ate treatment could reduce healthcare costs while improving patient outcomes, making this 
both a clinical and economic imperative. The integration of psychotrichological understand-
ing with traditional psychiatric and dermatological approaches offers promise for developing 
more comprehensive and effective treatment strategies that address both the psychological 
and dermatological aspects of this complex condition. 

 
Conclusion 
Hair-related dysmorphophobia, or hair-related BDD, represents a significant psychiatric 

condition that substantially affects the quality of life of affected individuals. With a prevalence 
of 29.6% among patients seeking treatment for hair loss¹, this condition requires recognition 
and appropriate intervention by healthcare professionals. 

Clinical characteristics include obsessive preoccupation with perceived defects in hair 
appearance, compulsive hair-related behaviors, and significant impairment in social and oc-
cupational functioning. Assessment should incorporate standardized instruments, including 
anxiety scales, given the high level of anxiety associated with the condition. 

Effective treatment requires a multidisciplinary approach combining psychotherapeutic 
interventions (primarily CBT) and pharmacological treatments (primarily SSRIs), with special 
attention to the specific needs of patients with hair concerns. Future research should focus 
on developing hair-specific assessment and treatment protocols, large-scale epidemiological 
studies in diverse populations, and investigation of cultural and social factors influencing hair-
related appearance standards. 

Early recognition of this condition can prevent years of unnecessary suffering and pro-
mote more effective treatment outcomes, highlighting the importance of professional educa-
tion and awareness about this specific manifestation of body dysmorphic disorder. The inte-
gration of psychotrichological perspectives with traditional psychiatric and dermatological 
approaches offers promise for more comprehensive understanding and treatment of this com-
plex condition. 
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