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Body dysmorphic disorder (BDD) is common in childhood abuse survivors. Nonetheless, the relation
between symptoms of BDD, posttraumatic stress disorder (PTSD), and complex PTSD, aswell as the
effects of different forms of childhood abuse in explaining these symptoms, remains unclear. This
study explored (a) BDD scores as a function of childhood abuse; (b) the relationship between
symptoms of BDD, PTSD, and disturbances in self-organization (DSO) in childhood abuse sur-
vivors; and (c) the effect of levels of different forms of childhood abuse on BDD, PTSD, and DSO
symptoms. An online survey was conducted among a convenience sample of 404 Israeli adult
women, of whom 53.7% (n = 217) were classified as having a history of childhood abuse.
Background variables, BDD symptoms, and the classification and symptoms of PTSD and complex
PTSD were assessed online via self-report measures. Results indicated elevated BDD scores in
childhood abuse survivors and relationships between symptoms of BDD, PTSD, and DSO in
childhood abuse survivors. Levels of emotional abuse served as a trans-diagnostic risk factor for
PTSD, DSO, and BDD symptoms, whereas sexual abuse was associated with PTSD symptoms, and
physical abuse had no significant effect. The strongest noncausal effect was found for PTSD and
DSO symptoms, followed byBDDandDSO symptoms andBDDandPTSD symptoms. The present
findings suggest that childhood abuse may be a risk factor for BDD and that trauma-related disorders
and BDD are strongly associated in childhood abuse survivors.

Public Policy Relevance Statement
This study underscores the profound and lasting mental health effects of childhood abuse,
particularly emotional abuse, which was found to be associated with symptoms of posttraumatic
stress disorder, complex posttraumatic stress disorder, and body dysmorphic disorder. Sexual
abuse was also found to be linked to posttraumatic stress disorder symptoms. These findings
highlight the urgent need for trauma-informed policies and clinical practices that fully recognize
the enduring psychological impact of emotional abuse—an often overlooked but equally
damaging form of maltreatment, comparable to physical and sexual abuse. Furthermore, the
current findings emphasize the importance of prevention, early identification, and tailored in-
terventions to mitigate the long-term psychological harm of emotional and sexual abuse and
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improve outcomes for survivors. Prevention efforts must include widespread public education
campaigns, parenting support programs, and targeted interventions in high-risk communities to
reduce the incidence of emotional and sexual abuse. Early identification and intervention should
be prioritized through systematic screening in schools, pediatric settings, and child welfare
systems. Treatment policies must ensure that children exposed to abuse receive timely, sustained
access to trauma-focused, developmentally appropriate mental health care, including therapies
that address the unique and complex needs associated with emotional abuse.

B ody dysmorphic disorder (BDD) is a debilitating mental
health condition characterized by preoccupation with
perceived physical deformations or flaws, which are

unobservable or appear only slight to others, but nevertheless fuel
substantial distress. Individuals with BDD may exhibit preoccu-
pation with any feature of their appearance (e.g., nose, eyes, skin, or
hair) and execute repetitive behaviors, such as mirror checking,
excessive grooming and skin picking, or mental acts, such as
comparing their appearance with that of others, in response to these
concerns (American Psychiatric Association, 2013). The prevalence
of BDD ranges between 1.7% and 2.9% in the general population
and is substantially higher in psychiatric inpatient, psychiatric
outpatient, and medical settings, such as dermatology or cosmetic
surgery clinics (Buhlmann et al., 2010; Gieler et al., 2016; Schieber
et al., 2015; Veale et al., 2016).
BDD is associated with high rates of functional impairment across

multiple domains (e.g., occupational impairment, unemployment,
social dysfunction), hospitalization, psychiatric comorbidity (e.g.,
major depressive disorder, social anxiety disorder, and obsessive–
compulsive disorder) as well as suicidal ideation and suicide at-
tempts (Angelakis et al., 2016; Phillips, Didie, et al., 2006; Rautio et
al., 2022). BDD often becomes chronic and has been found to have
low levels of remission, if left untreated (Phillips et al., 2013).
Therefore, identifying risk factors for BDD is imperative.
Childhood abuse, a global health concern that affects the well-being

ofmillions of childrenworldwide (Stoltenborgh et al., 2015), appears to
be one such risk factor. Evidence has indicated a plethora of negative
outcomes of childhood abuse such as anxiety, depression, substance use
disorders, eating disorders, dissociative disorders, nonsuicidal self-
injury, suicidality, sexual dysfunction, and poor physical health (Ford&
Gómez, 2015; Gewirtz-Meydan & Lahav, 2020, 2021; Halpern et al.,
2018; Lahav, 2021; Lahav&Elklit, 2016; Lindert et al., 2014; Liu et al.,
2017; Nelson et al., 2017; Vonderlin et al., 2018, Wegman & Stetler,
2009; Wegman & Stetler, 2009). In addition, two trauma-related
disorders, International Classification of Diseases, 11th Revision (ICD-
11) Posttraumatic Stress Disorder (PTSD) and ICD-11Complex PTSD
(CPTSD), have been consistently documented among this population
(e.g., Cloitre et al., 2019; World Health Organization, 2022).
ICD-11 PTSD consists of three symptom clusters relating to trauma

exposure: reexperiencing the trauma in the present, avoiding traumatic
reminders, and sense of threat (World Health Organization, 2022).
Reexperiencing trauma symptoms refers to the perception of past
traumatic events as occurring in the present moment. These symptoms
commonly manifest as vivid intrusive memories or images, flash-
backs, and distressing nightmares. Symptoms of avoidance involve
efforts to evade trauma-related stimuli, either internally—by avoiding
thoughts or memories associated with the trauma—or externally—by
avoiding people, conversations, activities, or environments that serve

as reminders of the traumatic experience. Finally, persistent percep-
tions of current threat are characterized by heightened arousal
symptoms such as hypervigilance, an exaggerated startle response, and
a sustained sense of being on alert.

Exposure to repeated and prolonged interpersonal trauma—such as
childhood abuse—is associated with pervasive and enduring psy-
chological effects that may extend beyond the symptomatology of
PTSD (Brewin et al., 2017; Cloitre, 2020; Maercker et al., 2022; van
der Kolk et al., 2005). These cumulative impacts can lead to wide-
spread and persistent disruptions to core self-functions. Recognizing
such outcomes, the ICD-11 introduced the diagnosis of CPTSD.
CPTSD encompasses the three core PTSD symptom clusters—
reexperiencing, avoidance, and a persistent sense of threat—as well as
an additional set of symptoms termed disturbances in self-organization
(DSO). These include affect dysregulation, a persistently negative self-
concept, and enduring difficulties in forming and maintaining inter-
personal relationships. The affect dysregulation cluster encompasses
symptoms indicative of pervasive difficulties in emotional regulation,
including heightened emotional reactivity to relativelyminor stressors,
episodes of intense anger or violent outbursts, engagement in reckless
or self-destructive behaviors, dissociative experiences, and emotional
numbing. The persistent negative self-concept cluster is characterized
by enduring beliefs of being diminished, defeated, or worthless, often
accompanied by intense feelings of shame, guilt, or failure. The
persistent difficulties in relationships cluster reflects chronic impair-
ments in interpersonal functioning, including consistent avoidance of
or disinterest in social connections or, alternatively, engagement in
relationships that are unstable or difficult to maintain.

Research has indicated that CPTSD is particularly prevalent
among individuals with histories of early-life interpersonal trauma,
especially childhood abuse (Cloitre et al., 2019; Karatzias et al.,
2017; Omidbakhsh et al., 2025). Additionally, it has been found that,
in contrast to PTSD, CPTSD is more consistently linked to pro-
nounced functional impairments and a broader range of co-occurring
psychological difficulties, including symptoms of depression, gen-
eralized anxiety, and dissociation (Hyland et al., 2018; Karatzias
et al., 2017; van Dijke et al., 2012).

This study is grounded in the ICD-11 conceptualization of
CPTSD, which distinguishes core PTSD symptoms from DSO
symptoms (Cloitre et al., 2019; Karatzias & Cloitre, 2019). This
framework is particularly relevant given evidence that chronic and
relational forms of childhood abuse contribute significantly to DSO
symptomatology. Given the clinical overlap between features of
DSO and BDD, including negative self-evaluation and difficulties
in affect regulation, the ICD-11 model provides a useful lens for
investigating how different forms of childhood abuse relate to these
co-occurring symptoms. By integrating this theoretical perspective,
the present study seeks to extend trauma research by elucidating the
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associations between PTSD, DSO, and BDD symptoms among
childhood abuse survivors.
Although research comparing childhood abuse survivors to in-

dividuals without a history of childhood abuse in BDD scores has
been limited (Malcolm, Pikoos, Grace, et al., 2021), evidence has
suggested a link between childhood abuse and BDD (Buhlmann
et al., 2012; Didie et al., 2006; Malcolm, Pikoos, Grace, et al., 2021;
Neziroglu et al., 2006). For example, a study conducted by Didie et
al. (2006) involving 75 BDD patients found that 56.0% reported a
history of emotional abuse, 34.7% reported physical abuse, and
28.0% reported sexual abuse. Another study indicated more ret-
rospective reports of childhood sexual and physical abuse in the
BDD group compared to a healthy control group (Buhlmann et al.,
2012). Lastly, a recent study of BDD patients (n = 52) and matched
controls (n = 57) revealed higher prevalence of emotional abuse
among BDD participants than among matched controls (61.5% vs.
33.3%; Malcolm, Pikoos, Grace, et al., 2021).
Nonetheless, two important questions remain unanswered. First, the

impact of the levels of distinct forms of childhood abuse—namely,
emotional, physical, and sexual abuse—on the development of BDD
remains largely unknown. Previous research has indicated that different
types of childhood abuse may vary in their associations with mental
health outcomes (Dye, 2020; Haselgruber et al., 2020; Norman et al.,
2012; Spinazzola et al., 2014) and suggested that emotional and sexual
abuse may be more strongly associated with PTSD and CPTSD
symptoms compared to physical abuse (Gallagher et al., 2023;
Haselgruber et al., 2020; Pederson & Wilson, 2009). For instance, a
study among 207 women found that only emotional and sexual abuse
significantly predicted PTSD symptoms after controlling for other types
of abuse and the total number of abuse experiences (Pederson&Wilson,
2009). Additionally, a study exploring the relative contributions of
childhood maltreatment and intimate partner violence to CPTSD
symptoms in a sample of 553 women identified childhood emotional
abuse as the primary predictor of CPTSD (Gallagher et al., 2023).
Finally, a study among 208 Austrian foster children found emotional
abuse, sexual abuse, and emotional neglect to be the strongest predictors
of CPTSD (Haselgruber et al., 2020). It is possible that similar patterns
exist with regard to BDD, suggesting that emotional and sexual abuse
may be more strongly associated with BDD symptoms than physical
abuse; to date, no study has systematically explored this association.
Second, the relationships between BDD and trauma-related

symptoms—specifically PTSD and DSO symptoms among survi-
vors of childhood abuse—are poorly understood. It appears that
symptoms of both PTSD and DSO may contribute to the devel-
opment of BDD. For instance, PTSD symptoms such as intrusive
reexperiencing may reinforce feelings of humiliation and negative
self-appraisal tied to past abuse, potentially leading to distorted
perceptions of physical appearance (Valderrama et al., 2020).
Additionally, DSO symptoms—including affect dysregulation, a
persistently negative self-concept, and relational difficulties—may
further increase survivors’ vulnerability. Survivors with prominent
DSO symptomatology may internalize feelings of defectiveness and
unworthiness, which could manifest as preoccupation with per-
ceived bodily flaws (Buhlmann et al., 2012). Moreover, difficulties
with affect regulation, a hallmark of DSO (Cloitre, 2020), may
intensify appearance-related distress and drive compulsive beha-
viors aimed at managing this distress.
Research in this area remains limited. Existing studies examining

the relationship between BDD and PTSD have largely focused on

individuals diagnosed with obsessive–compulsive disorder who
have been exposed to various types of traumas, including non-
interpersonal trauma. These investigations have yielded inconsistent
findings—some reporting no significant associations (Phillips et al.,
2007; Stewart et al., 2008), while others have identified positive
associations between PTSD and BDD symptoms (Conceição Costa
et al., 2012; Valderrama et al., 2020). However, these studies may
not adequately capture the unique dynamics between PTSD and
BDD in the context of childhood abuse, underscoring the need for
targeted research among this specific population.

Moreover, no known study to date has simultaneously examined
BDD, PTSD, and DSO symptomatology—either in the general
population or specifically among survivors of childhood abuse. As a
result, the nature and direction of potential associations among these
constructs remain unclear. The present study seeks to address this
gap by examining (a) BDD symptom severity as a function of
childhood abuse history; (b) the relationships between symptoms of
BDD, PTSD, and DSO; and (c) the effect of the levels of different
forms of childhood abuse (emotional, physical, and sexual) on
BDD, PTSD, and DSO symptomatology.

Method

Participants and Procedure

An online survey was conducted among a convenience sample of
Israeli adult women aged 18 and older residing in Israel. A secure
web-based survey data collection system was published on social
media and accessible through Qualtrics. The survey was advertised
as a study exploring the implications of early adverse life events,
took an average of 25 min to complete, and was open from
September 28, 2022, to January 12, 2023. It was anonymous, and no
data were collected linking participants to recruitment sources. The
Tel Aviv University institutional review board approved all pro-
cedures and instruments. Clicking the link to the survey guided
potential respondents to a page with information about the purpose
of the study, the nature of the questions, and a consent form.
Participants were also provided with contact information of the
research team and of several Israeli organizations that provide
support/treatment, in case they feel discomfort or distress and need
help. To avoid duplicate entries to the survey, a built-in option of the
Qualtrics platform (“Prevent Ballot Box Stuffing”) was utilized.
Additionally, to detect potential fraudulent entries from bots, re-
cords associated with duplicated IP addresses in the data set were
discarded.

A total of 550women began the survey and completed some of the
study questionnaires. Of those, 404 (73.5%) provided data regarding
the study variables, forming the current sample (see Table 1). As
shown in Table 1, most participants were secular (i.e., nonreligious or
not affiliated with any religious tradition), were in a relationship, held
a bachelor’s degree or higher, worked in full-time or part-time jobs,
and reported an income below the average.

Measures.
Background Variables. Participants completed a Brief

Demographic Questionnaire that assessed age, education, and
relational status. These data were collected to assess the repre-
sentativeness and inclusiveness of the sample.
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History of Childhood Abuse and Levels of
Different Forms of Abuse. Childhood abuse history was
assessed using two methods: (1) direct self-report and (2) the
Childhood Trauma Questionnaire–Short Form (CTQ-SF; Bernstein et
al., 2003). Participants were asked directly whether they had expe-
rienced emotional, physical, or sexual abuse before the age of 18.
Additionally, they completed the CTQ-SF, a self-report measure that
assesses childmaltreatment through questions phrased as “experiences
growing up.” For this study, we utilized the emotional, physical, and
sexual abuse subscales, each consisting of five items rated on a 5-point
Likert scale (1 = never true to 5 = very often true). Subscale scores
range from 5 to 25, with higher scores indicating higher levels of
abuse. Participants were classified as having a history of childhood
abuse if their subscale scores met or exceeded the thresholds proposed
by Tietjen et al. (2010): physical abuse ≥ 8, sexual abuse ≥ 6, and
emotional abuse ≥ 9. We found no inconsistencies between partici-
pants’ self-reported abuse (via the direct question) and their classi-
fication based on the CTQ-SF. The levels of each type of abuse were
treated as a continuous variable, using total subscale scores. The CTQ-
SF has demonstrated strong convergent and discriminant validity as
well as high internal consistency (Bernstein & Fink, 1998). In this
study, internal consistencywas 0.87 for physical abuse, 0.94 for sexual
abuse, and 0.89 for emotional abuse.

Symptoms of BDD. Symptoms of BDD were assessed via a
Hebrew version of the Dysmorphic Concern Questionnaire
(Schieber et al., 2015). The Original Inventory (Schieber et al.,
2015) was separately translated into Hebrew by two independent
translators. These translations were discussed, differences resolved
in consensus, and a final translation was done, which was then back-
translated into English. After comparing the back-translation to the
original, several minor revisions were made.

The Dysmorphic Concern Questionnaire consists of seven items
that assess concerns regarding physical appearance and related
behavioral patterns (e.g., “Been very concerned about some aspect
of your physical appearance”; “Spent a lot of time covering up
defects in your appearance/bodily functioning”; “Consulted or felt
that you needed to consult a plastic surgeon/dermatologist/physician
about these concerns”). All items are answered on a 4-point scale
that ranges from 0 (not at all) to 4 (much more than most people).
The total score, which ranges from 0 to 21 and is calculated by
summing all items, reflects the severity of dysmorphic concerns
(Mancuso et al., 2010). The Dysmorphic Concern Questionnaire has
demonstrated good reliability and validity in previous studies and is
sensitive to dysmorphic concerns (Jorgensen et al., 2001; Mancuso
et al., 2010). In the present study, the internal consistency was
excellent, with a Cronbach’s α of .90.

Symptoms of PTSD and DSO. The International Trauma
Questionnaire (ITQ; Cloitre et al., 2018), a self-report scale, was
used to measure symptoms of ICD-11 PTSD and CPTSD following
childhood abuse. Only participants identified as having a history of
childhood abuse (based on direct report and/or CTQ-SF scores)
were asked to complete the ITQ. Distinct items assess PTSD and
DSO symptoms, allowing for separate evaluation of each symptom
cluster in accordance with the ICD-11 diagnostic framework.

There are six items measuring PTSD symptoms across the
clusters of “reexperiencing in the here and now,” “avoidance,” and
“sense of threat.” These items are answered in terms of how much
the respondent has been bothered by that symptom in the past
month. Three questions assess functional impairment in social,
occupational, and other important domains. An additional six items
measure DSO symptoms across the clusters of “affective dysre-
gulation,” “negative self-concept,” and “disturbed relationships.”
The DSO symptoms are answered in terms of how respondents
typically feel, think about themselves, and relate to others. Three
additional items assess the functional impairment associated with
these symptoms. All items are answered on a 5-point Likert scale
that ranges from 0 (not at all) to 4 (extremely), and a symptom is
considered to be present based on a score of ≥2 (moderately) on the
Likert scale. In this study, the internal consistency was high: 0.90 for
PTSD symptoms, 0.88 for DSO symptoms, and 0.91 for the total
CPTSD symptom score, which includes all 12 items from both the
PTSD and DSO symptom clusters.

Although not the primary focus of this investigation, PTSD and
CPTSD classifications were also assessed using the ITQ. For a
classification of PTSD, at least one symptom must be present from
each cluster, and at least one indicator of functional impairment
associated with these symptoms must be endorsed. For a classifi-
cation of CPTSD, at least one symptommust be present from the six
symptom clusters, and endorsement of functional impairment
associated with the PTSD and DSO symptoms must be present.
According to the ICD-11 diagnostic guidelines, a person can be
classified as having either PTSD or CPTSD, but not both.

Data Analysis

The analyses were performed using SPSS 27 and R. None of the
data were missing, and thus no imputation procedures were needed
in order to fit the data in our study. All continuous data were tested
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Table 1
Description of Demographic Characteristics Among Participants
(n = 404)

Variable M (SD) or n (%)

Age, M (SD) 36.68 (10.94)
Education, n (%)
High school diploma or less 67 (16.6)
Some higher education 33 (8.2)
Bachelor’s degree 154 (38.1)
Master’s degree and above 124 (30.7)
Other 26 (6.4)

Relationship status, n (%)
In a relationship 252 (62.4)
Not in a relationship 147 (36.4)
Other 5 (1.2)

Religiosity, n (%)
Secular 274 (67.8)
Religious/traditional 116 (28.7)
Other 14 (3.5)

Employment status, n (%)
Working in a full or part-time job 305 (75.5)
Not working 48 (11.9)
Other 51 (12.6)

Income, n (%)
Below-average income 288 (71.3)
Average income or above 116 (28.7)
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for the group-wise normality assumption, using the Shapiro–Wilk
test. For variables that failed to meet the normality assumption, we
examined the main indices of the shape of their distribution, spe-
cifically kurtosis and skewness, to assess their compatibility to
parametric hypothesis testing routines. In cases where these as-
sumptions are not met, standard nonparametric statistical hypothesis
testing is applied.
To explore the differences between participants with a history of

childhood abuse and participants without such a history in BDD, a
Mann–Whitney U test was conducted. Next, to explore the re-
lationships between the symptoms of BDD, PTSD, and DSO among
participants with a history of childhood abuse, correlation analyses
were conducted. Correlation was calculated using Pearson’s cor-
relation coefficient, where applicable, and Kendall’s τB and τC
where the values were limited to less than four (i.e., in the PTSD and
DSO subscales; Hollander & Wolfe, 1999). To test for the effect of
the levels of different forms of childhood abuse on BDD, PTSD, and
DSO symptoms, path analysis was conducted. Since the data
violated the multivariate normality assumption, a standard maxi-
mum likelihood estimation technique could not be applied. To
guarantee unbiased and efficient estimators, we applied an esti-
mation technique with robust standard errors, and the Satorra–
Bentler scaled test statistics (Chou et al., 1991). Model significance
was tested for using a χ2-based model comparison test. We tested for
multicollinearity in both the measurement model and the structural
one by estimating the variance inflation factor of each variable,
setting a highly conservative threshold of variance inflation factor
< 4, as suggested by O’brien (2007).

Results

Symptoms of BDD Among the Present Sample

The average BDD score was 7.53 (SD = 5.17, range = 0–21),
indicating a moderate level of symptom severity. Of the total
sample, 42.3% did not endorse any BDD symptoms, and 11.1%
reported only one BDD symptom. In contrast, 46.6% reported two
or more BDD symptoms.

History of Childhood Abuse and BDD

Of the current sample (N = 404), 217 participants (53.7%) were
classified as having a history of childhood abuse, while the re-
maining 187 participants (46.3%) did not report such a history. Of
the subgroup of childhood abuse survivors, 106 (48.8%) had a
history of childhood physical abuse; 158 (72.8%) had a history of
childhood sexual abuse; and 195 (89.9%) had a history of childhood
emotional abuse. Among participants classified as having a history
of childhood abuse, the majority (n= 166; 76.5%) experienced more
than one type of abuse. Specifically, two participants (0.9%)
experienced both sexual and physical abuse, 28 (12.9%) experi-
enced emotional and physical abuse, 60 (27.6%) experienced
emotional and sexual abuse, and 76 (35.0%) experienced all three
types: emotional, sexual, and physical abuse. In contrast, a smaller
proportion experienced only one type of abuse: 20 (9.2%) expe-
rienced sexual abuse only, and 31 (14.3%) experienced emotional
abuse only.
The distribution of the BDD score for subjects with a history of

childhood abuse and those without failed to meet the normality

assumption (W = 0.95, p < .001, and W = 0.89, p < .001,
respectively) and presented vastly different kurtosis and skewness
values, sk= 0.5 (SE= 1.76), k = 2.4 (SE= 4.16), and sk = 1.4 (SE=
3.17), k = 5.8 (SE = 6.64), respectively, as well as some influential
outliers. To explore group differences in BDD scores, we replaced
the common independent samples t test for mean differences with its
nonparametric equivalent, the Mann–Whitney U test. Results re-
vealed a significantly higher BDD score in participants with history
of childhood abuse (mean rank = 223.8) than in participants without
history of childhood abuse (mean rank = 153.3, U = 11198.0; p <
.001), demonstrating a large effect size for the stochastic dominance
of the childhood abuse group over the nonchildhood abuse one
(rg = 0.89).

BDD, PTSD, and DSO Symptoms Among
Childhood Abuse Survivors

Exploring trauma-related classifications indicated that 8.3% of
childhood abuse survivors met requirements for PTSD classifica-
tion, and an additional 36.9% met diagnostic requirements for
CPTSD classification. Frequencies of symptom cluster endorsement
were the following: 77.0% endorsed symptoms of current threat,
71.4% endorsed symptoms of avoidance, 52.1% endorsed symp-
toms of reexperiencing, 91.7% endorsed symptoms of affective
dysregulation, 80.2% endorsed symptoms of disturbed relation-
ships, and 71.9% endorsed symptoms of sense of negative self-
concept. As shown in Table 2, correlation analysis indicated a
positive and statistically significant association between symptoms
of BDD, PTSD, and DSO—higher symptoms of PTSD and DSO
were associated with higher BDD scores.

Effect of Levels of Different Forms of Childhood
Abuse on BDD, PTSD, and DSO Symptoms

To estimate the effect of the levels of different forms of childhood
abuse on symptoms of PTSD, DSO, and BDD, path analysis was
conducted (see Figure 1). Levels of emotional abuse, sexual abuse,
and physical abuse were tested as explanatory variables for the
PTSD, DSO, and BDD scores, which were allowed to covary in our
model. Age was used as a covariate in the model. Since the model is
saturated, we used a model without the explanatory effect of the
levels of different forms of childhood abuse, similar to the null
model (i.e., a restricted model where regression coefficients are fixed
to zero). A model comparison test indicated that the overall model
was statistically significant (χ29 = 55.88, p < .001).

Results are presented in Table 3 and Figure 2. Emotional abuse
served as a trans-diagnostic risk factor for BDD, PTSD, and DSO
symptoms, with a moderate significant effect: Higher levels of
emotional abuse were associated with elevated symptom levels
across all three types of symptomatology (.33 < β < .35, p < .001).
Sexual abuse had a slightly weaker effect (β= .19, p= .003) and was
associated with higher levels of PTSD symptoms. Physical abuse
had no significant effect on any of the study variables. Age had a
significant weak negative effect in explaining PTSD symptoms (β =
−.14, p = .025). The estimated model’s variance was primarily
explained by PTSD (19.6%), followed by DSO (14.1%) and BDD
(11.2%). Association between the outcome variables was positive
and significant. The strongest noncausal effect was measured for
symptoms of PTSD and DSO (rp = .47, p < .001), followed by
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symptoms of DSO and BDD (rp = .26, p < .001) and symptoms of
PTSD and BDD (rp = .17, p = .01).

Discussion

Although BDD is a highly debilitating condition that is associated
with a history of childhood abuse (Buhlmann et al., 2012; Didie et
al., 2006; Malcolm, Pikoos, Grace, et al., 2021; Neziroglu et al.,
2006), little is known about the factors that might explain BDD in
childhood abuse survivors. The present investigation explored, for
the first time, the relationships between trauma-related symptoms
and BDD, as well as the impact of varying levels of different forms
of childhood abuse on BDD, PTSD, and DSO symptoms.
The present results replicated previous evidence that indicated an

association between childhood abuse and BDD (Buhlmann et al.,
2012; Didie et al., 2006; Malcolm, Pikoos, Grace, et al., 2021;
Neziroglu et al., 2006). As expected, our findings revealed elevated

BDD scores among childhood abuse survivors compared to parti-
cipants with no history of childhood abuse and imply that being
subjected to abuse during childhood intensifies the risk for future
BDD. Moreover, our results examining the levels of different forms
of childhood abuse indicated that while the level of physical abuse
was unrelated to any symptoms, and the level of sexual abuse was
related only to PTSD symptoms, the level of emotional abuse was
associated with elevated symptoms of BDD, PTSD, and DSO.
These findings are consistent with evidence on the strong effects of
childhood emotional abuse on PTSD (Pederson & Wilson, 2009;
Sullivan et al., 2006) and CPTSD symptoms (Gallagher et al., 2023;
Haselgruber et al., 2020).

Children exposed to abuse are deprived of the essential conditions
needed for healthy physical, emotional, and cognitive development.
Instead, they find themselves in environments marked by harm, pain,
objectification, and exploitation (Herman, 1992a, 1992b; Lahav et
al., 2017, 2025; van der Kolk, 2005). Emotional abuse, in particular,
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Figure 1
Conceptual Path Model Illustrating Hypothesized Relationship Between Different Forms of
Childhood Abuse and Symptoms of PTSD, DSO, and BDD

Note. PTSD = posttraumatic stress disorder; DSO = disturbances in self-organization; BDD = body
dysmorphic disorder.

Table 2
Correlations Between Symptoms of BDD, PTSD, and Disturbances in Self-Organization (n = 217)

Variable 1 2 3 4 5 6 7 8 9

1. BDD total score —

2. Reexperiencing .20*** —

3. Avoidance .19** .5*** —

4. Sense of threat .21*** .43*** .55*** —

5. PTSD total score .27*** .83*** .80*** .72*** —

6. Affective dysregulation .19** .28*** .34*** .34*** .35*** —

7. Negative self-concept .33*** .22*** .32*** .37*** .33*** .41*** —

8. Disturbed relationships .21*** .34*** .42*** .37*** .40*** .51*** .44*** —

9. CPTSD total score .35*** .31*** .40*** .37*** .49*** .64*** .69*** .65*** —

Note. Kendall’s τB and Kendall’s τC serve as a measure of association, where Pearson or Spearman correlation is inapplicable. PTSD = posttraumatic
stress disorder; BDD = body dysmorphic disorder; CPTSD = complex posttraumatic stress disorder.
** p < .01. *** p < .001.
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involves chronic assaults on a child’s self-worth, oftenmanifesting as
rejection, ridicule, and verbal degradation (Xiao et al., 2023; Zhang
et al., 2023). These experiences—marked by a deep sense of being
unwanted and unloved, when coupled with frequent derogatory
remarks about the child’s physical appearance—can be especially
damaging, laying the groundwork for later appearance-related dis-
tress. Importantly, unlike physical or sexual abuse, emotional abuse
often lacks visible bodily marks or physical indicators and is less
clearly condemned by societal norms (Spinazzola et al., 2014). This
invisibility can hinder survivors’ recognition of their trauma (Porat-
Moeller et al., 2025) and complicate their ability to process and
integrate these experiences meaningfully (Lahav et al., 2025).
Consequently, emotional abuse may not only increase vulnerability
to PTSD and DSO but also contribute to lasting negative and dis-
torted perceptions of the body, as seen in symptoms of BDD.

As expected, our findings indicated significant associations
between symptoms of PTSD, DSO, and BDD in childhood abuse
survivors—specifically, higher levels of PTSD and DSO symptoms
were associated with higher BDD scores. These results suggest that
both forms of trauma-related symptomatology are significantly
related to BDD. However, given that the current investigation
cannot determine the temporal sequencing of the relationship
between PTSD symptoms, DSO, and BDD, several nonmutually
exclusive explanations could account for the present results.

The consequences of childhood abuse, which occur during a critical
developmental period, are often deep and extensive and may be
manifested in multiple mental difficulties (MacMillan et al., 2001).
Thus, the present findings may reflect the simultaneous emergence of
trauma-related symptomatology (i.e., PTSD and DSO symptoms) and
BDD rooted in the trauma of childhood abuse. On the other hand, it
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Table 3
Results of the Path Analysis Modeling Scheme (N = 404)

Measurment variable

PTSD symptom DSO symptom BDD symptom

β̂ (SE) β̂ (SE) β̂ (SE)

Structural model
Age −0.14* (0.06) −0.08 (0.06) −0.09 (0.06)
Levels of emotional abuse 0.33*** (0.07) 0.35*** (0.07) 0.34*** (0.07)
Levels of physical abuse −0.001 (0.07) −0.006 (0.07) −0.08 (0.08)
Levels of sexual abuse 0.19** (0.07) 0.03 (0.06) 0.006 (0.07)
R2 .19 .11 .26

Association between outcome variable
DSO symptoms 0.47*** (0.06)
BDD symptoms 0.17** (0.07) 0.26*** (0.06)

Note. β values are standardized. PTSD = posttraumatic stress disorder; DSO = disturbances in self-
organization; BDD = body dysmorphic disorder; SE = standard error.
* p < .05. ** p < .1. *** p < .001.

Figure 2
Results of Path Analysis Showing Standardized Coefficients of Associations Between Different Forms of
Childhood Abuse and Symptoms of PTSD, DSO, and BDD

Note. PTSD = posttraumatic stress disorder; DSO = disturbances in self-organization; BDD = body dysmorphic disorder.
** p < .01. *** p < .001.
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might be that BDD symptomatology intensifies symptoms of PTSD and
DSO.Childhood abuse survivorswho suffer fromBDDmay experience
alleged defects in their appearance as reminders of their traumatic
memories. In this way, their preoccupation with perceived physical
deformations may exacerbate the reliving of past abuse and increase
their posttraumatic distress. Alternatively, trauma-related symptoms of
PTSD andDSOmay intensify BDD symptomatology among survivors.
Survivors experiencing PTSD symptoms may be haunted by intrusive
memories of abuse, including episodes of humiliation, mockery, or
being viewed through a distorted, degrading lens by their perpetrators.
These reexperiencing symptoms can reinforce negative self-perceptions,
particularly regarding one’s physical appearance, and may contribute to
increased preoccupations with appearance. Additionally, DSO, as
defined within the CPTSD framework, may further elevate the risk of
developing BDD. Individuals with DSO symptoms, characterized by a
pervasive sense of worthlessness, relational instability, and emotional
dysregulation—may externalize their internal struggles by focusing
distress on perceived bodily flaws. A fragmented self-identity and
chronic difficulty in regulating emotions may lead survivors to overly
rely on physical appearance as a primary source of self-definition and
self-worth. This dependence can, in turn, drive the adoption of mal-
adaptive coping strategies, such as excessive grooming, appearance-
based comparisons, and compulsive rituals, as attempts to manage
overwhelming emotional pain. Last, a fourth explanation suggests a
reciprocal association between trauma-related symptomatology and
BDD over time, so that PTSD and DSO symptoms fuel BDD
symptomatology and vice versa. This way, a vicious cycle that deepens
childhood abuse survivors’ distress, is formed.
Research in the BDD field has revealed some trends that are in line

with some of the explanationsmentioned above. For example, a previous
study indicated that BDD patients experience elevated rates of spon-
taneously occurring negative images related to their appearance, which
are linked to early stressful memories (Osman et al., 2004). Additionally,
studies have documented negative attitudes toward oneself, such as
hatred of one’s self as a person and poor self-esteem (Brohede et al.,
2016; Phillips et al., 2004; Weingarden et al., 2018), “loss” of the sense
of self (Silver & Reavey, 2010), and identity disruption (Malcolm,
Pikoos, Castle, et al., 2021) in individuals with BDD. Nevertheless,
given that these studies have not explored the aforementioned processes
directly, more research is required to explore these paths over time.
This study contributes to the literature in several important ways. First,

it extends prior research linking childhood abuse to BDD by demon-
strating that emotional abuse, in particular, plays a critical role in the
development of BDD symptoms, beyond its known association with
PTSD and DSO. Second, it provides the first empirical evidence of
significant associations between trauma-related symptomatology—
especially DSO—and BDD, suggesting that BDD should be concep-
tualized not only as an obsessive–compulsive-related disorder but also as
potentially trauma-related. These findings support an emerging theo-
retical framework that emphasizes the interplay between trauma, self-
organization disturbances, and body image pathology, indicating that
trauma-informed approaches may be essential for effective assessment
and treatment of BDD.
Some study limitations are worth noting. First, its cross-sectional

design prevented conclusions about the directionality or causality of
the observed relationships among PTSD, DSO, and BDD symptoms.
Second, this study has relied on convenience sampling and self-report
measures, which may be subject to response biases and shared method
variance. Third, the ITQ was administered only to participants with a

history of childhood abuse, which limited the ability to examine PTSD
and DSO symptoms related to other types of trauma exposure. Fourth,
important characteristics of the abuse—such as the quality of the
relationship with the perpetrator and age of onset—were excluded
from the analysis due to substantial missing data. Fifth, while the study
highlights the differential impact of abuse subtypes, it did not
investigate the potential mechanisms underlying the particularly
strong association between emotional abuse and symptomatology.
Additionally, while this study did not explicitly assess poly-
victimization, the high rate of co-occurrence among types of childhood
abuse highlights the need for future research to explore how exposure
to multiple forms of abuse may relate to PTSD, DSO, and BDD. Last,
the present investigation was conducted solely among Israeli women,
which limits its generalizability. Future research should include more
diverse populations in terms of gender and cultural background, assess
a broader range of abuse characteristics, and explore potential me-
chanisms linking specific abuse types to symptoms of BDD, PTSD,
and DSO.

Implications for Practice

Despite these limitations, the present study provides the first
empirical evidence on the relationships between symptoms of
PTSD, DSO, and BDD, as well as the impact of the levels of various
forms of childhood abuse on these symptoms among survivors of
childhood abuse. This research has important implications. First,
given its high prevalence and strong predictive power, childhood
emotional abuse must be recognized as a serious and distinct form of
maltreatment that requires focused clinical and societal attention.
Mental health and social service training programs should prioritize
the identification and conceptualization of emotional abuse as a
standalone trauma with significant psychological consequences.
Second, there is an urgent need for comprehensive public health
strategies—including mental health outreach, psychoeducational
resource development, and large-scale awareness campaigns—to
enhance societal recognition of the pervasive and enduring impact
of childhood emotional abuse.

While emotional abuse emerged as the strongest predictor across
outcomes, the study also highlights the significant impact of childhood
sexual abuse, particularly its association with PTSD symptoms. When
considered together, the high prevalence of emotional and sexual
abuse identified in this sample highlights a public health crisis that
demands trauma-informed approaches to address the distinct and
overlapping effects of multiple types of abuse. Third, our findings
emphasize the importance of clinicians recognizing the elevated risk of
BDD among individuals with a history of childhood abuse, especially
those presenting with symptoms of PTSD or DSO. Routine screening
for BDD in this population is essential, given the substantial functional
impairment associated with the disorder and its frequent underdiag-
nosis and undertreatment (Phillips, Pagano, & Menard, 2006).
Individuals presenting with primary BDD symptoms should also be
thoroughly screened for histories of childhood abuse, due to the
significant associations observed in this study.

Cognitive–behavioral therapy remains the first-line, evidence-
based intervention for BDD (Rasmussen et al., 2017) and has
demonstrated effectiveness in reducing symptom severity (Harrison
et al., 2016; Wilhelm et al., 2019). However, response rates are
variable, and many patients do not achieve full remission (Krebs et
al., 2017; Veale et al., 2015; Weingarden et al., 2021). Moreover,
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individuals with complex trauma histories, such as those with
CPTSD, may benefit less from traditional cognitive–behavioral
therapy due to difficulties in emotional regulation and impaired
access to higher order cognitive processes. In such cases, phase-
based or modular interventions may offer a more suitable thera-
peutic framework. Approaches like Skills Training in Affective
and Interpersonal Regulation, followed by trauma-focused therapy,
have been recommended for CPTSD and may better address the
underlying dysregulation and interpersonal challenges often co-
occurring with BDD (Karatzias & Cloitre, 2019). Further research is
warranted to examine the effectiveness of these integrative ap-
proaches for individuals presenting with both BDD and trauma-
related symptoms.

Keywords: body dysmorphic disorder, childhood abuse, posttrau-
matic stress disorder, complex posttraumatic stress disorder,
trauma
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