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Psychological Assessment Of Skin 
Dysmorphophobia And Response To Drug 
Therapy 

By Sanaa Sayed; Sanaa Ahmed; Yousria Amin and M, A. 
Kh iro /la 

ABSTRACT 
A group of 20 skin dysmorphophobic patients ( I 6  females 

and 4 males) complaining of hair fall, big sore tongue, excessive 
facial hair, wide pores of sebaceous glands, and 2 plastic surgical 
nose problems , were subjected to full psychiatric sheet Middle 
sex Hospital Questionnaire . Another group of 20 non - 
dysmorphophobic skin patients was studied as a control. 
Therapeutic evaluation of pimozide alone in comparison to an 
antidepressant (Amitriptyline) alone and in combination with the 
first was performed. The dysmorphophobic patients scored higher 
in depression, and obsession than the control group. 

Marital disharmony was found to be commoner in 
dysmorphophobicpatients than in the control group. 
Also we found that dysmorphophobia is commoner in females 
than males in the age group ranging from 30-40 years. 

INTRODUCTION ., 
Morselli (1886) first coined the term dysmorphophobia for the complaint of 

some physical defect which the patient thinks is noticeable to others, 
although his appearance is within normal limits. Cotterill (1981) described 
dysmorphophobia as fo1lows:A complaint of some physical defect which the 
patient thinks is noticeable to others but in reality there are no objective 
changes on examination. The definition of dysmorphophobia in Hay's concept 
(1970b) was more or less the same as that of Morselli (1886) and Corterill 
(1981) who stated that patients are seen whose concern is for some external 
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physical dcfcct which is noticcablc to olhcr pcoplc whcrcas objectively they 
have no cause at all for the complaint; thcir appcarancc bcing wcll within 
normal limits. Stcdman's Mcdical Dictionary (1972) uscs the term 
"dysmorphophobia" to dcscribc a morbid fcar of deformity .This term has 
bcen critisized by Schachtcr (1973) saying that only some of thc cascs can be 
rcgardcd as phobic, and this vicw was supported by Diclr-ich (1962). who said 
that the term phobia is uscd bccausc thc palicnls prcscnt with fcar of upsetting 
olhcr mcmbcrs of' the society. Thc dysrnorphophobic group of Cotcrill 
complaincd of syrnptomalology conlincd lo thc facc, scalp and pcrincum. The 
symptoms rclatcd to k c  includcd hirsulics, intcnsc burning , itching, rcdncss 
and swelling of thc facc or any part of it, while scalp symptoms includcd hair 
loss; in the gcnital arca intcnsc itching, discomfort, swclling and rcdncss wcrc 
the common symptoms. Hay (1970b) on 17 dysrnorphophobic paticnts 
dcscribcd thcir symptomatology as folows: small pcnis, thin arms , disfigured 
mouth, lincs under thc cycs, rcccding clun and small brcasts. 

Many authors stress the difficulty in thc diagnosis, dilfcrcntiation of 
dysmorphophobia and similar cascs, c.g. monosyn~ptomatic hypochondriacal 
psychosis, which in Hay's conccpt (1970a) rncant a single hypochondriacal 
complaint which appcarcd to reach delusional intcnsiry and which was 
sustained for a very long pcriod. In othcr rcspccts, the pcrsonalily is wcll 
retaincd, though thc individual life stylc may be morc or lcss alfcctcd by his 
rcsponsc to the complaint and di ffcrcntiatcd from d ysmorphophobia by 
neurotically detcrmincd factors. Schachter (1963) dislinguishcd bctwcen 
dysmorphic neurosis and dysmorphic delusions. Waltcrs (1965) contrasted the 
hypochondriac with dysrnorphophobic as thc fornlcr wanting to draw attcnlion 
to himself by saying that llc is not no~mal; thc lallcr wishing to appcar 
norm1 but feeling that others noticc that he is not. 

I'aticnts are of intcrcst in psychiatry as dysmorphophobia has often becn 
considcrcd an ominous symptom in thc scnsc that thc paticnt may bc an carly 
schizophrenic (Hay. 1970b). (Stckcl 1950) mcntioncd dysmorphophobia to 
illuslrate a discussion as to whcthcr obsessions can dcvelop into delusions; 
there arc pcople who occupy thcmsclvcs coniinuously with a spccific part of 
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thc body. Thoughts can bc vcry tormcnling and frcqucnlly conncctcd with 
fcclings of inferiority. Thcy can be claboratcd inlo a wholc compulsive 
systcm. The initial diagnosis may be obsessive compulsive neurosis but fcw 
ycars later the patient is Sound to be suflcring from scllizophrcnirt. 

Anderson (1964) although stressing the diagnostic difficully in such 
patients fcll that thc mr~jority wcrc probably mild cascs of schizophrenia. 

Thcrc is thus abundant evidcnce for considering dysmorphophobia as a 
malignmt symptom, in the scnse that it may bc dclusionaI and even if it 
appears to bc an obscssional prcoccupalion ~ h c  case may still be one of 
pscudoncurotic schizophrcnia (Hay, 1970b) . Yct, from the classical writcrs 
on wards, it has bccn rculizcd h t  ccrtain dcviant and scnsilivc pcrsonalitics 
may have supcrlicially similar complaints and be prcoccupicd with and 
complain of Lhcir appcarancc for no apparcnt reason. Morsclli (1886) described 
it along wilt1 phobic and obscssional sl:ilc. Jmct (1908) dcscribcd numerous 
patients who had an unwarranted fccling of diss~\tisfxtion wilh lllcir physical 
appcarancc . Mc thought that tl~csc paticnts wcrc ncurolic and although thcy 
rcscrnblcd hystcricals, in  sornc way thcrc wcrc important diffcrcnccs and hc 
strcsscd thc obscssional side of thcir symplomatology. 

Managcmcnt of dysinorphophobia is extraordinarily difficult. A cdmplcte 

failure to rcspond to any medication, whclhcr placcbo or more specific; is 
sadly h c  rulc rathcr than Lhc cxccption (Cotlcrill, 1981). The use of thc drug 
"Pimozidc"1ias rcvolulioniscd thc case in the majority of paticnts (Gould and 
Gragg, 1976). Munn(1980) Sound that 60% of a group of dysmorphophobia 
and monosymptomatic hypochondriacal dclusion had a morc or less complete 
disappcarancc of symptoms with satisfrtctory rclurn to thcir normal social 
cxislcncc. 

The aim of this work is  to asscss thc psychiatric condition of skin 
dysrllorphophobic paticnls in comparison with control group of non- 
dysmorphophobic skin discascd paticnts . Also , the cxpcricncc wilh pimozide 
and some antidcprcsscms was tricd lor ~ h c  managculcnt of this group. 
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SUBJECT AND hIETIIOD : 
All rhc 20 palicnts (16 fcmalcs and 4 ma1cs)wcrc rcfcrrcd from the 

dermatology clinic, cxccpt two c a m  which wcrc from h e  plastic surgery 
clinic. 
Thc twenty cascs fittcd thc rcscasch c~itcsia, thcir complaints werc fcclings of :  
- Hair fall 7 paticnts 
- Big sore tongue 1 patient 
- Excessive facial hair (Hirsutism) 5 palienls 
- Nosc psoblcms 2 patients 
- Widc porcs of scbaccous glands 3 paticnts 
- Scrota1 penilc abnormality 2 paticnts 

All subjccts of thc group wcrc cxamincd fully to exclude any physical 
dermatological dcfcc~s. 

- Another 20 non-dysmorphophobic palicnls wiih actual skin lesions were 
takcn as thc conlrol group. Both tllc dysmorphophobic and the control 
groups wcrc nlatchcd in age, scx rind marital status. Both the 
dysmorphophobic group and thc conirol group werc subjccted to the 
following: 
1. A full psychiatric history was takcn, and rull psychiatric shcct was done. 
2. Middlescx Hospital Questionnairc was npplicd for both groups. 
3.We divided the dysn~orphophobic group randomly into 3 subgroups, 

Pimozidc alone was givcn to thc first group, h c  dose varied from 2-4 mg 
daily, antidepressants (Tricyclic) amitrip~ylinc wcre givcn to the sccond 
subgroup in a dose of 25-75 mg, and anlidcprcssant in combination with 
Pimozide werc given to the third subgroup. All such medication was applied 
for 'wc months. Psychiatric asscssmcnt was donc by two senior psychiatrists 
at t :~e cnd of cach month, the numbcr of "improved" paticnts in each group 
wacf compmd by the other. 
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RESULTS 

Table 1 ( A  & Il) s h o w i ~ ~ g  the  classification of the 
dysmorphophubic group and the control group-(regarding the 

Dysmospl~ophobia (A) 

Diagnosis 
Feeling and complaining of No.01 palicnts % 

Hair fall 7 35 
Iiirsuries 5 25 
Sorc big tongue 1 5 
Wide porcs of glmd 3 15 
Nose problc~us 2 10 
Pcnilc scrot: abnomn~alitics 2 10 

-- 
Diagnosis NO. % 

Warrs 1 60 
Herpes simplex 5 25 
I~npctigo 3 15 

Total 20 100 
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'Table 2 (A6:Ij) showing the age classification o f  a 
dysmorphophobic group and the control group. 

Dysmosphophobia (A) 

No. 6 12 2 20 
% 30% 60% 10% 100 

20 - 30 30-40  40 - 50 Total 
No. 8 8 4 20 
% 40% 4070 20% 100 

Table 3 (A&B) showing thc tliffcrcnt sex in dysmorphophobia 
group and the control group. 

Dysmosphophobh (A) 

Fcmrilc Malc Total 
scx 

N 5% N % N  % 

Conuol (I3) 

Fcmalc Male Total 
scx 

N 5% N % N  % 
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T a b l e  4 ( A & B )  showing  t h e  i n a r i t a l  s t a t u s  in  bo th  
dysmorphophobic group ant1 control group. 

Dysrnorphophobic (A) 

Marital N 
status 

Single 6 30% 
Manied 10 50% 
Divorced 2 10% 
Widow 1 5% 
Separated 1 5% 

Total 20 100% 

Control (B) 

Marital N % 
status 

Single 4 20% 
Manicd 16 80% 
Divorccd 
Widow - 
Separated 

Total 20 100% 

Corrcctcd for con~inuily : 
X2 = 0.89 1; dl'= 4; P>O. 1 O(n.s.) 
mar-ricd vs non married 
x2 -1.406; dl.= 1; P>O.lO(n.s.)Frorn table (2),(3),(4) wc can 

concludc that no statisticul difl'crcncc ktwccn thc two group as rcgard rhc agc, 
scx, marital slalus is shown. 
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Table 5(A&B) showing the marital relation in the married 
group of both dysmorphophobia patients and the control (as 
judged by the senior psychiatrist in clinical interview). 

Dysrnorphophobia (A) Control 

Marital harmony 2 20% Marital harmony 14 
87.5% 

Marital dysham~ony 8 80% 
Marital dysharmony 2 19.5% 

From table (5) we can concludc the marital dysharmony was signifiantly 
higher in the dysmorphophobic group than the control group ;80% in the first 
and 12.5% in the second at Pc0.02. 

Tab le  (6) showing the  anxiety scale of Middlesex 
Questionnaire for both the dysmorpliopl~obic group and the 
control group.(Morbidity score from 9 - 16). 

Dysmorphophobic gp Control t 
N % N % 

Total 20 100 

Mean 9.85 9.50 

From table (6) we can observc that thc dil'fcrc~pc bctwccr~ both groups on the 
anxiety scale was non significant. 
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Table (7) showing the phobia scale of Middlesex 
Questionnaire for both the dysmorphophobic group and the 
control group. 

Dysmorphopi~obic group Control group t 
N % N % 

9 - 16 12 60 3 45 

Total 20 100 20 100 

From table (7) we can obscrvc that, although thc dysmorphophobic group 
showed higher percentage on thc pathological scalc (9 - 12) than the control 
group, 60% and 45% rcspcctivcly , the di ffcrcnce was not 'statistically 
significant. 
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Table (8) showing the obsessive scale of Middlesex 
Questionnaire for both the dyslnorpliopl~obic group and the 
control group. 

Dysmorphophobic group Control group t 
N % N % 

Total 20 100 20 100 

Mean 11.9 6.50 

*P<0.001 highly significant 

From table (8) we can obscrvc that thc dysmorphophobic group scored 
higher than the control group on the obsessive scalc. this rcsult was highly 
significant CP<0.001). 
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Table (9) showing the somatization scale for both the 
dysmorphophobic group and the control group. 

Dysmorphophobic group . Control group t 
N % N % 

Total 20 1 0  20 100 

From Table (9) we can scc that there was no significant diffcrcnce bctwccn 
the two groups on somatization scale. 
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Table (10) showing the depression scale of Middlesex 
Questionnaire for both the dysn~orphophobic group and the 
control group. 

Dysmorphophobic group Control group t 
N % N % 

Total 20 100 20 100 

Mean 13.65 7.30 
+7.023* 

S.D k1.93 d . 3 1  

*P <0.001 highly significant. 

From table (10) we can conclude that the d~smorphopliobic group scored 
higher on depression scale, than the control group, this result u as stadstically 
significant (P<0.001). 
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Table (11) showing the hysteria scale of Middlesex 
Questionnaire for both the dysmorphophobic group and the 
control group. 

Dysmorphophobic group Control group t 
N % N % 

9 -  16 4 20 6 30 

Total 20 100 20 100 

Mean 5.6 76.7 

From table (11) we can observe that both groups scored high, non 
pathological group between (0 - 8), and the diffcrence bctwccn the two groups 
was non significant. 
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Table (12) showing the management of dysmorpliophobic 
patients. 

Pimozide Pimozide(2- -8mg)+ Amiuiptylinc 
(2 -8mg) Amitriptylinc(25 - 75mg) (25-75mg) 

No. % No. % No. % 

No.of 6 33.33 6 33.3 6 33.3 
Patients 

From table (12) we can sce that thc total numbcr of thc paticnLs rccciving 
medication are (18). The two schizophrenic paticnts wcre cxcludcd as U~cy 
discontinued thc drug 2 days after taking it. 
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Table (13) showing the rate of recovery after one and two 
months periods, in the three dysmorphophobic groups of 
patients. 
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DISCUSSION 

In our findings, most of the patients were females (80%) and thcir ages 
ranged between (30-40) years old (60%), followed by age group between (20- 
30)(30%). This result was in agreement with that of Cotterill (1981) who 
found that most of his patients wcre fcmales in thcir 30's. 40's around 80% of 
his dysmorphophobic patients. France (1978) in his study on 
dysmorphophobia recorded that the mean age was 32 years. 

We obse~ved that 80% of our group of patients were unsatisfied in thcir 
mamage (marital dyshannony) in contrast to 20% of thc married group who 
wcre in harmony in their marriage. This was almost the reverse in the control 
group in which 87.2% were in marital harmony contrasted with 12.7% who 
were not in good relations with thcir panncrs. This rcsult bctwcen the 
dysmorphophobic group and control group was statistically significant at 
P<0.02. Eckert(1975) found that marital dysharmony was 70% in his 
dysmorphophobic group. However, we cannot conclude that such a disorder 
is the cause of the dysharmony. Perhaps both dysmorphophobia and marital 
dysharmony are two aspects of personality difficulty to adapt at different levcls 
(self and object relational level).To a lesser extent the dysharmony could be 
sccondary to the nagging of the dysrnorphophobic spouse. 

Most of our patients wcre severcly psychologically disturbed and in fact 
two wcre psychotics. The presented complaint of the twenty 
dysmorphophobic patients appcared as overvalued ideas. The two cases 
referred from plastic surgery depamcnt as possible candidates for rhinoplasty, 
proved to be psychotics. This agrecs with Connclly and Gipson (1978) who 
suggested that nose concern is a schizophrenic symptom. This result was 
obtaincd from their study in which Hay (1970a) found a high incidence of 
schizophrenia in patients who had undergone rhinoplasty for cosmetic reasons 
compared wilh control group who had undergone cosmctic surgery on the nose 
following trauma. However, this docs not necessitate gcncralization that 
dysmorphophobia is more psycholic than ncurotic. The remaining 18, in our 
study, wcre clinically equivalent to some neurosis or another. This agrees 
with Morselli (1886). Janet (1908). Dictrish (1962) and Waltcrs (1965), who 
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considcrcd that dysmorphophobia as a ncurotic illness and disagrees with 
IIychowski (1943), Stckcl (1950) and Gillics (1958) who considcrcd 
dysmorphophobia as a psychotic illncss. We can concludc that 
dysnlorphophobia should bc considcrcd its a symptom in whatcvcr diagnostic 
category that is justified to ctist. 

Eighteen paticnts in our study slioivcd dcprcssion as asscsscd by our 
research tool (Middlcscx qucstionn~irc) . Scvcntccn scorcd morbidly high on 
obsession scale, the diffcrcncc was s~;ttistically significant from the control 
group at Pc0.001 in both. This rcsult was in some ways with and in othcr 
ways contradicting with similar research in dysmorphophobia studied by Iiay 
(1970a) who found that ihc paticnts wcrc n~orc"obscssoid"and introverted and 
tended to bc intropunitivc with highly significant findings. Hay (19703) in his 
17 cascs did not find affcctivc disorder (dcprcssion) cxccpt in onc casc. Our 
15"deprcsscd" cascs (out of twcnly) look much morc Illan could bc cxpccted. 
Howcvcr, this could be explained by the fact that we arc dcaling with 

dcprcssion as a symptom c lk i~cd  by a spccil'ic sclf q u c s t i o ~ a i r c  rathcr thm rt 

diagnosis. Also most of our group of paticn~s wcrc skin dysmorphophobia , 
which differed from that hctcrogcnous group of kIay (1970b) . The interesting 
finding is that thc only paticnt in Hay's group complained of skin 
dysmorphophobia (linc under the cycs and fccling of fullncss in Ihc cycs) was 
diagnosed as dcprcssion. Fccling of disfigured hair f d l  or  wide scbaccous 
glands o r  hirsuties sccmcd to havc arisen in thc sclting of scvcre 
dcpcrsonalization, sclf dcvduation mci disfigurcmcnt , which arc pronlincnt 
fcstures of depression. Lastly the concept of how olhcrs pcrccive this 

disfigurement may explain such dcprcssion. Our rcsult parallels that of Eckcrt 
(1975) who found that the most common psychological illncss in his 
dysmorphophobic group was a high incidcncc of successful suicidc and 
attempted suicide prcscnt in palicrits with f x i d  pathology. The high scorc of 
dcprcssion was found in many olhcr studies (Morsclli 1886, Stckcl 1950 and 
many otIicrs). 

As regards the significantly highcr incidcncc of obscssivc scorc, this could 

favour the opinion that dysmorphopllobia is of a morc obscssivc nature (on 
intellcctual Icvcl) than phobic rcxtion (on al'kctivc Icvcl). This is rcallirn~cd 
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by the non significant diSScrencc bc~wccn bolh groups (dysmorphophobic 
group and the control group), on phobic scalc as comparcd with the 
obscssivc. Frcc floating anxicty is again morc an affective experience than 
intcllcciual prcoccuprttion. Thus it :Igrccs with the phobic reaction more thm 
with obscssivc phobias. The same argumcnl fits ~ h c  non significant diffcrcncc 
in anxicty as in phobia. 

As rcgards the non significan~ rcsults on bolh hysteria and somatization 

scorc, this could bc some indicalion that dysmorphophobia as an outlct 
pathological n~cclxinism is occupying a wide arca of defcnce , so much so that 
i t  dispcnscs with my morc corivcrsion or somatization dcfcnccs. 

In our results, the use of pimo~idc in dysmorphophobic patients gave a 
good rcsult after ~nonths of lrcatrncnt (GG.G%) and thc result was much better 
when we combincd it with thc anlidcprcssant (amilriplylinc). Pimozide did 
not provc to bc supcrior alonc il l  ~rcating such group of paticnts than the 
antidcprcssant alonc. Tllcre arc othcr succcssful rcpolU of thc ucatmcnt with 

pimozidc by Ricllcy ct al(1978) and Haman and Avnstrop (1982). The 
superiority of cornbin;ilion of pimozidc and amitriptylinc ovcr either alone 
should be considcrcd as a step furlhcr alter lhc succcssful trial mentioned with 
pimozidc alonc. We do not bclicvc that nnlitriptyinc is dcaling simply with 
the possible secondary depression. Pcrhaps such response Favours thc 

assunlption that dysmorphophobir~ is both a dcprcssive equivalent and 
impending disorganization controllcd by this dcScnsivc intellectual phobia. 
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EVALUATION PSYCI-IOLOGIQUE ET PHARMACO 
THERAPEUTIQUE DE LA DYSMORPHOPHOBIE DERMALE. 

A I3 STRAIT 

Une controvcrsc a toujours txist t  h propos dc la dtfmition ct du 

diagnosticluc dc la dysmorphophobie. Le dictionnairc mkdicalc dc Stcdnlan 
(1972) l'a dCfinit coInmc &ant une peur morbide dc dCformitC , Morsclli 
(1986), Hay (1970b) et Cortcrill(l981) mentionncnt que lc souci dcs maladcs 
se rapportait h une d6fcctuositt5 physique extcrne pour laquclle ils n'avaicnt , 
objectivemcnt . acunc cause , lcur apparencc &ant h la limite norn~alc . 

Nous avons assujctlt 20 patients (16 fcmmcs ct 4 hommcs) soulfrant dc 
dysmorphophobic dcnnde , (chute dc chcvcux , grossc ct doulcurcusc langue . 
chcvcux CxcCssiPs au visage, porcs larges dcs glandes scbackcs) aimi quc dcux 

maladcs avcc dcs problkmcs dc ncz dOc ii unc chirurgic plastiquc, a unc 

Cvsluation psychiatriquc colnplktc qui comprcnait lc quCstionnairc dc l'h6pital 
dc Middlcscx .Un autrc groupe dc 20 paticnts non-dysmorphophobcs a scrvit 
cornme groupe contrblc. Nous avons ainsi CvaluC 1'CPlicacilC thdrapcutiquc du 
P i n ~ o ~ i d c  compare 3 l'amilriptyline airisi qu' A la combinaison dcs dcux 
agcnts. 

Lcs paticnts dysmorphophobcs ont marqu6 un rhultat plus 6lcv6 sur 
1'6ch6lle de dcprcss~on suivit par ccllc dc l'obsscssion du qu6slionnairc dc 

hliddlcscx comparl au groupc contr6le. Lcs rlsultats ltaicnt statistiquemcnt 

significrttifs (P<0,01 ct P<0,001 rcspcctivcmcnt). La malcnknte nlririlalc, 

c h c ~  Ics ~rlaladcs dysmorphophobcs , C t i t  prtscnlC fi un point slatist~c]ucmcnl 
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significatif. h i ~ i u s  m o m  aussi trouvd que la dysmorphophobie dtait plus 
f~tcpcntc  chcz 1cs fclnmcs plutBL quc lcs hommcs , dms lc groupc d'age 30 
40 am.  


