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Abstract
Naevus dysmorphia is a form of appearance concern/body image dissatisfaction, which describes a preoccupation with the appearance of a clinically small melanocytic naevus. The naevus is perceived by the patient to be disfiguring. Such perception leads to maladaptive behaviours and is often associated with low mood, as well as high levels of anxiety and social avoidance. Affected individuals form a diverse group. However, what they have in common is that the distress experienced is disproportionate to the objective visual appearance of the mole. There is a range of severity of the impact on the individual’s well being. Naevus dysmorphia may or may not be a cutaneous manifestation of body dysmorphic disorder (BDD). It is essential that patients with naevus dysmorphia are identified and distinguished from patients requesting removal of a mole for other uncomplicated cosmetic reason. Patients with naevus dysmorphia can be challenging to treat and communicate with. Surgical excision of the naevus will not address the underlying psychopathology and so it may not result in long-term positive outcome. Ideally, a detailed psychological assessment and formulation can be made potentially followed by psychological therapy tailored to the needs of the individual. A therapeutic trial of appropriate psychopharmacological course may be indicated in certain cases, e.g., when symptoms of a depressive disorder, anxiety disorder or BDD are present. A case series of 10 patients with naevus dysmorphia is presented, in order to highlight the above issues.
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INTRODUCTION

Naevus dysmorphia is a specific form of body image concern/appearance concern, which describes a morbid preoccupation with the appearance of a clinically small melanocytic naevus, which the individual is convinced is unsightly resulting in distress, behavioural adaptations and negative impact on their wellbeing. An extended history is desirable including assessment for associated psychiatric disorders including body dysmorphic disorder (BDD), depressive disorder and suicidal ideation. Patients often present to general or cosmetic dermatology or cosmetic surgery clinics requesting surgical removal of the “offending” mole. Simple excision does not necessarily address the underlying reasons for the person’s overvalued perceptions of their appearance and preoccupation with the feature. A detailed psychological assessment and appropriate psychological therapy is recommended. 

We are not aware of any previous detailed descriptions or case series of naevus dysmorphia per se.

CASE REPORT

Patient 1
A 16-year-old girl presented with 2 moles on her right arm and 2 moles on right lower leg which she had found “disgusting”. The appearance of the moles had distressed her to such an extent that she bought Dermatend®[1] on the internet and treated the areas in an attempt to remove them. Dermatend® contains the escharotic agent Sanguinaria canadensis which has been marketed as a skin tag and mole remover. On attendance at clinic it became apparent that she was generally distressed by the appearance her skin (cutaneous dysmorphia) stating that “she hated her pale skin and all her moles” and wished to have 3 further moles removed from her face.

Excision of the pink plaques at the site of the Dermatend® application was performed in order to obtain a histological diagnosis. A discussion around body image disorders appeared to be productive and a referral to health psychology was made. However, the patient did not attend for psychological therapy and was lost to follow-up.

Patient 2

A 36-year-old man presented with a small intradermal naevus above his left eyebrow. He had previously undergone multiple minor surgical procedures to correct perceived defects including 2 rhinoplasties and removal of a chickenpox scar. The index mole was small and inconspicuous, but was causing him such a high level of anxiety and distress that he stated he would “remove it himself with a kitchen knife”, if he was not offered excision. Significantly, he had been recently removed from his GP register for aggressive behaviour. 

He had had a shave excision of the naevus due to the favourable risk:benefit ratio. He was also referred to health psychology, but he failed to attend.

Patient 3

A 29-year-old woman presented with multiple small melanocytic naevi on her left check, neck and left lower lip. She appeared very self-conscious of the appearance of the moles and described them as “ugly”. She had adopted safety behaviours, such as covering her face with her hands regularly to hide the moles and constantly checking her appearance in the mirror. Her husband reassured her constantly that she “looked fine” and that he did not notice the moles.

Interestingly, she had a skin graft on her left neck following a burn in childhood adjacent to one of the problematic moles. However, the appearance of the graft did not seem to concern her, despite it being more obvious to the onlooker than the mole (Figure 1). She retained good insight of the fact that other people did not view the moles in the same way as she did. She had a shave biopsy of one mole and engaged in a course of cognitive behavioural therapy with good outcome.

Patient 4

An 18-year-old girl presented with a 1 cm congenital melanocytic naevus on her left thigh which she found “repulsive”. 

She had become more concerned with the appearance over the past 4 years and had started to adopt avoidance behaviours, such as wearing tights and avoiding swimming, in order to conceal the appearance of the mole. She reported doing gymnastics as a child and being ashamed to wear a leotard out of fear that the mole would be exposed. She recalled that her mother had advised her to “cover it with a plaster”. She was reassured of the benign nature of the mole and warned of the risks of excision including unpredictable scarring, bleeding and surgical site infection. Never​theless, she remained adamant that she “must have the mole removed”. She did not wish to undergo a psychological assessment. A separate referral was made by the GP to plastic surgery, who excised the mole.

Patient 5

A 16-year-old hairdresser presented with a mole on her left cheek. Over the past year she had become more aware of the mole. She described it as “dirty and horrible.” She stated that the mole was “all she could see when she looked in the mirror” and that she would be keen to remove it herself, if this was possible. She always wore heavy make-up and smiled as much as possible to try to hide the mole in the left nasolabial fold. She was advised of the risks of unpredictable scarring on a prominent part of the face and surgical intervention was not performed. She was offered referral to health psychology for further assessment and psychological therapy, but she declined.

Patient 6

A 16-year-old school girl presented with concern about the appearance of a small mole on her left infraclavicular skin which she had “hated” for 6 years. When she said or heard the word “mole” she her felt nauseous. She refused to expose the mole in public. She missed physical education classes and avoided wearing low-cut tops. On further enquiry, she also had significant concerns about several other aspects of her appearance, including “a big nose”, “large forehead, and “oily skin”, despite minimal objective findings. Depressive symptomatology with suicidal ideation were present. She did engage with clinical psychology and psychiatry and her psychological symptoms improved using a multidisciplinary approach (excision of the naevus, Cognitive Behavioural Therapy, and oral fluoxetine).

Patient 7

A 48-year-old woman presented with distress about the appearance of a mole on her cheek which had several terminal hairs growing within it. She thought about this mole every day and became anxious with social avoidance behaviours and ideas of reference, i.e., that people were noticing it and thinking it was “horrible”. She lived with a daily fear of negative evaluation of this mole. She had a past history of depressive disorder and panic attacks. A simple excision biopsy was performed. A discussion and psycho-education about body image and appearance distress was provided. The patient reported increased wellbeing 2 mo post-treatment at review.

Patient 8

A 28-year-old single woman demanded removal of multiple small moles from her body. She described these as “disgusting”. She claimed they had caused her to become depressed and unable to take appropriately care of her 3-year-old daughter on holiday. She said she had always “hated” her moles since her early teens. She avoided socialising and attributed this to her moles, which she considered “very ugly” and “making her look like a Dalmatian”. She blamed her moles for the fact that she can’t look after her child properly. She had a history of depressive disorder, self-harm and recreational drug misuse. She felt that removing all her moles would “fix” many of her problems in life. She threatened with suicide if she was refused excision. It was felt that her expectations were not realistic and a referral to health psychology was suggested in the first instance. However, she declined psychology referral and was lost to follow-up.

Patient 9
A 24-year-old single man, had asked his GP if he could have all his moles removed as he “hated” them so much. He said he’d “rather have lots of scars than lots of moles”. He was very anxious about going on holidays abroad, because he felt unable to take his top off at the beach or swimming pool. He attributed this to the shame he felt about his appearance. He avoided communal changing rooms or showers. He had a significant history of childhood psychological trauma.

On skin examination of his torso, several large tattoos were noticed (Figure 2). On further discussion he disclosed that he used tattoos to distract attention from the moles. In specific, he said that he “got tattooed to try and take people’s eye off the moles”, so they “noticed the tattoos more than the moles”. An excision biopsy of a naevus on the right flank was performed. This mole was particularly troubling him aesthetically. Efforts were also made to engage him in psycho-education about body image concerns. Referral to a Clinical/Health Psychologist was also suggested. However, the patient was lost to follow up. 

Patient 10
An 18-year-old man presented as extremely self-conscious about moles on his trunk, especially on his back, since the age of 13 years old. He said he had avoided swimming ever since. He exhibited several avoidance behaviours, e.g., persistently avoiding mirrors and refraining from using communal changing rooms. He was a body builder and had developed striae distensae around anterior axillary folds. On enquiry, he presented with considerable insight into his unhelpful perception about his skin and felt that his concerns may appear “stupid” to others. However, he was unable to change his beliefs and behaviours. He had a large circumferential tattoo on his left arm and another group of tattoos across his shoulders and right wrist (Figure 3). He said the reason for his tattoos was to distract his and others’ attention from the moles. However, despite this, he still thought about his moles every day, including the ones in the tattooed areas. Two naevi were excised from his back. Discussions around his body image were productive and advice on coping mechanisms was provided, whereas web-based cognitive behavioural therapy was suggested mainly to improve self-confidence and help reframing his negative thoughts about appearance. 

DISCUSSION

This case series illustrates a range of manifestations of naevus dysmorphia. The discrepancy between objective/clinical (visibility of the naevus) and perceived “severity” is common to all cases, as are obsessive thoughts, preoccupation, and social anxiety/avoidance. The use of emotionally charged language, such as “horrible” or “disgusting”, to describe the appearance of the naevi is another common feature. Non-attendance at clinic follow-up was common, which may be due to avoidance or denial of underlying emotional issues perhaps. In some cases there was a history of negative life events. In some cases there was associated low mood, self-harm and suicidal ideation, as well as anger/frustration. In our clinical experience, in most cases, the issues around the egosyntonic nature of naevus dysmorphia were striking, i.e., the statements and experiences about the naevi and the skin are actually reflective of basic cognitions and emotions about the self. This is further demonstrated by the use of emotionally charged language these patients use to describe their naevi, i.e., “hate, ugly, horrible, disgusting, repulsive”, etc., which are indicative of their low self-worth and point towards deeply seated feelings of shame about the self. When such feelings are verbalised during appropriate treatment positive outcomes can occur with great relief[2].

As depressive symptomatology, anxiety, shame and guilt can be indicative of psychological trauma, one could suggest that the above presentations might be manifestations of previous or ongoing complex and relational psychological trauma presentations. Psychological trauma in skin disorders and dermatology in general is largely under-researched. Some of the authors are currently undertaking a pilot study to establish the prevalence of psychological trauma in dermatology (AF and ZC). The findings of this investigation will be presented elsewhere.

In put clinical experience, the self-concept of the individual underlies their presentation and may explain the range of reactions and prognosis. The self-concept, i.e., how we see ourselves and how we think others see us, is very complex and evolves across the lifespan, with many factors both genetic and acquired contributing. The self-concept may be especially brittle in adolescence when a degree of appearance concern is common[3].

Modern society’s rigid “Barbie doll” stereotypes of health and beauty likely contribute to unrealistic expectations regarding appearance, which contribute to appearance-related concerns[4]. Children and adolescents are exposed to images of certain body sizes and shapes portrayed by the media, where some features are depicted as more beautiful and desirable than others, e.g., being very slim, having “flawless skin”, no body or facial hair and looking eternally youthful[3]. Other influences on body dissatisfaction include parents’ beliefs and behaviours and peers/social interaction. Genetic and neurochemical factors may have a role to play. Previous psychological trauma, which may not have been previously disclosed, may also contribute to body image anxiety and associated low self-esteem. Psychological trauma could also account for persistent and treatment resistant symptoms of depression and anxiety. By adolescence, some individuals are so anxious about their appearance that they seek to alter it by seeking cosmetic surgery, dieting to lose weight, taking supplements or even anabolic steroids to increase muscle mass or performing excessive exercise regimens to try and achieve “the perfect figure”. These behaviours are thought to be a response to an internalised sociocultural appearance ideal[5].
“Clear” skin is considered beautiful and desirable by many adolescents especially girls. Any minor blemish, such as a mole, may be considered undesirable. In certain individuals, their beliefs, feelings and behaviours around the mole start to impact considerably on daily life. 
When meeting a patient with disproportionate concern about the appearance of a small naevus, the dermatologist is called to be psychologically-minded and take a detailed history. Relational skills are vital with good communication being crucial in developing a therapeutic relationship based on person centred care, i.e., developing trust, empathy and acceptance of the patent's individual circumstances and needs.

A discussion around the topic of “body image concern” is useful in patient engagement. Appearance value and valence are important topics. In specific, a person may think he/she is not good looking, but, if appearance does not matter that much to them, then they will not be as distressed as someone else for whom appearance is a key aspect they use to define their self-worth. When “red flags” are found that suggest severe appearance distress and BDD[6], e.g., significant preoccupation, marked distress, lack of insight into the unrealistic nature of the cognitions about the naevus, extreme behaviours or avoidance related to the mole, regular checking behaviours, and large negative impact on daily life, then referral to psychiatry is desirable. However, in practice, the threshold for diagnosing BDD remains subjective and differentiation from “normal”-albeit excessive-appearance concern can be difficult. 

The three diagnostic criteria for the diagnosis of BDD are[7]; (1) Preoccupation with some imagined defect in appearance or markedly excessive concern about a slight physical anomaly; (2) The preoccupation causes clinically significant distress or impairment in social, occupational or other important areas of functioning; and (3) The preoccupation is not better accounted for by another psychiatric disorder.
The presence of disabling anxiety or depressive symptomatology, excessive concern about other aspects of body image, history of psychological trauma, history of mental illness, history of extreme dieting or self-induced vomiting/use of laxatives and/or diuretics for weight control, suicidal ideation[8]/self harm or suicidal attempts should prompt further assessment by clinical psychology or psychiatry. An empathic non judgemental approach is needed to facilitate engagement. A discussion around and psycho-education about the pros and cons of surgically excision of the mole is necessary. In individual cases when the risk: benefit ratio is favourable then excision might be a reasonable and even beneficial course of action.

It is desirable for Dermatologists to have a good up-to-date understanding of the psychology of appearance and appearance concerns, over and above BDD alone. A proportion of 65% of patients with BDD will present with a perceived defect on their skin and will attend Dermatology outpatient clinics[9].

A study by Phillips had shown that 11.9% of 268 patients attending dermatology outpatients screened positive for body dysmorphic disorder which is significantly higher than the general population level of 1%-2%[10].
BDD is undoubtedly a serious concern in der​matology. However, an understanding of the wider range of appearance distress and body image dissatisfaction is also very important, if we are to make effective, safe and person centred clinical decisions. Management of patients with naevus dysmorphia is challenging. On one hand, simply reassuring the patient and discharging will often result in “doctor-shopping” for another opinion, in seeking private treatment or in often risky attempts of “home treatment”. On the other hand, simply excising the lesion will not cure the problem as it does not address the underlying body image concern and the vicious circle of anxiety, low mood and anxiety, which can eventually lead to “revolving door” effects or disengagement with health services. The situation needs to be handled gently and empathetically. It is essential that the patient feels that you are on their side and want to help, rather than against them. Therefore, engaging the patient is the first step, whereas normalization, i.e., explaining that other people have similar problems and have managed to manage effectively, as well as psycho-education about appearance distress and how best to cope with it are essential. Psychology referral might also be required for some patients. There are several treatment options which need to be tailored to the individual and the level of insight that they retain. These include surgical removal of the lesion, psychological therapies, and use selective serotonin uptake inhibitors. Several of these options can be used alone or in in combination and a pragmatic approach is often required.

Physical removal of a mole BBD is controversial. A study carried out by Philips examined medical or physical treatment, e.g., removal of a lesion in patients with BDD. Twelve out of 16 patients in the study had a lesion excised and 75% of these did not report a change in symptoms of BDD. However, a second study by Mühlbauer et al[11] showed that there was a subset of patients that would benefit from removal a lesion and derived criteria for excision of lesions in BDD patients. They found patients with mild BDD, and a minor lesion, with realistic expectations of a simple procedure for a real, albeit minor defect would benefit from surgical excision[11].
COMMENTS

Case characteristics

Ten patients with obsessive thoughts, social anxiety and behavioural changes related to a disproportionate distress about the appearance of a clinically small mole.
Clinical diagnosis

Patients with naevus dysmorphia clinically have a small benign naevus or a number of naevi.

Differential diagnosis

The differential diagnosis is severe and often complex appearance concern or body dysmorphic disorder. 
Treatment

Removal of the naevus may be considered, but is cautioned when patient expectation is unrealistic and psychological “red flags” are present.

Related reports

Readers can get further information from texts on body dysmorphic disorder and the psychology of appearance.

Term explanation 

Dysmorphia–a disproportionate concern regarding an aspect of appearance [as been used in conjunction with muscle, acne and skin (cutaneous) previously in the literature].

Experiences and lessons

The paper highlighted main challenges in patient engagement, the blurred boundary between expected and pathological appearance concern and the lack of evidence to know when excision of the mole is safe, reasonable and justified, and when it is cautioned or contraindicated. Dermatologists need to be aware of the discrepancy between perceived and clinical severity and how this is manifested in patients with suspected naevi dysmorphia and other similar types of appearance disturbances. Being able to assess psychological “red flags” within the context of a non-judgmental and trusting therapeutic relationship are key for safe, effective and person centred clinical management of patient with such difficulties.

Peer-review

This is an interesting case series report concerning one naevus dysmorphia which is a traumatic problem of many people in “postindustrial society”. The considerable value of this work is presentation of psychological and sociological aspects of this body dysmorphic disorders, because these questions are often passed over in publications concerning somatic diseases.
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FIGURE LEGENDS
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Figure 1  The skin graft following childhood burn is more obvious to the onlooker than the neighbouring naevus that this 29-year-old woman perceives as “ugly”.

[image: image2.png]



Figure 2  Multiple small, banal naevi on trunk and 2 large, conspicuous tattoos on right and left chest.
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Figure 3  Muscular body habitus, several small melanocytic naevi and 4 tattoos.
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