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Phobic nature of social difficulty in facially

disfigured people

ROBERT NEWELL and ISAAC MARKS

Background Over 390 000 peoplein
the UK are disfigured. Facial disfigurement
distresses sufferers markedly but has been
studied little.

Aims To compare fearful avoidance of
people with a facial disfigurement with
that of a group of patients with phobia.

Method Comparison of Fear
Questionnaire agoraphobia, social phobia
and anxiety depression sub-scale scores of
112 facially disfigured people (who scored
high on Fear Questionnaire problem
severity inthree survey studies) with those
of 66 out-patients with agoraphobia and
68 out-patients with social phobia.

Results Facially disfigured people and
patients with social phobia had similar Fear
Questionnaire scores. In contrast, facially
disfigured people scored lower on the
agoraphobia sub-score but higher on the
social phobia sub-score than did patients

with agoraphobia.

Conclusions Facially disfigured people
with psychological difficulties resembled
people with social phobia on Fear
Questionnaire social phobia, agoraphobia
and anxiety /depression sub-scores but
were less agoraphobic and more socially
phobic than were people with
agoraphobia. Facially disfigured people
thus appeared to be socially phobic and to
deserve the cognitive—behavioural

therapy that is effective for such phobias.
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initially supported by the University of
Hull and by the University of Leeds
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About 390 000 people in the UK are said
to be disabled by disfigurement from trau-
ma, mutilating surgery, skin disease or
birth defect (Martin et al, 1988). These
disability
loosely and there is little clear evidence
to relate level of disfigurement to psycho-
social disturbance (Rumsey, 1983), so the
number of disabled people may be even

Government statistics define

higher because less severely disfigured peo-
ple with disabling distress may not appear
in the figures. Disfigured people have pro-
blems with social interaction (Macgregor,
1951, 1990; Rumsey, 1983; Malt & Ug-
land, 1989) and are discriminated against
(Houston & Bull, 1994). Negative stereo-
typing of disfigured people begins in child-
hood (Rumsey, 1983) and continues into
adulthood, where facially disfigured peo-
ple meet repeated verbal abuse, disgust
and pity from others (Macgregor, 1951,
1989).

Shortcomings of previous studies
of psychological difficulties in
disfigurement

Follow-up studies of the psychological diffi-
culties of disfigured people are problematic
(reviewed by Malt, 1981; Rumsey, 1983).
Numbers are small and response rates
low. Many of the studies followed up only
serious burns sufferers, and the study
groups were not divided into adults and
children, or by cause of the burn (Malt,
1981). Much of the work was carried out
with patients still awaiting or receiving
treatment (Rumsey, 1983), who might be
atypical because they might still have ex-
pectations of further improvement, further
treatment or recurrence of symptoms.
Studies often did not identify whether dys-
phoria was due to disfigurement, disability,
post-traumatic stress or premorbid per-
sonality. Comparisons with the general
population were rarely drawn.
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Emerging issues from previous
studies

Some issues have emerged. Of 70 burned
adults followed up 3-13 years later, 23%
had impaired psychological adjustment
and more severely injured people were
more disturbed (44%) than those with
minor injuries (16%) (Malt & Ugland
1989). Of 42 burned adults, 21% needed
psychological help 18 months later (Faber
et al, 1987), and 30-40% of 45 discharged
burns patients had severe psychological dif-
ficulties both six months and two years
after discharge (Wallace, 1988).

None of the above studies noted the site
of the burn. Facial involvement was the
best predictor of difficulty in 23 burns pa-
tients (Williams & Griffiths, 1991). More
caseness (General Health Questionnaire
(Goldberg & Williams, 1991) and Hospital
Anxiety and Depression Scale (Snaith &
Zigmond, 1994)) was found in 105 ex-
patients who had received plastic surgery
to the face than in general population sam-
ples (Newell, 1998). They were no longer in
treatment and so might be regarded as more
typical of facially disfigured people as a
whole than are patients still in contact with
services.

Approaches to treatment

Promising treatment for facial disfigure-
ment involves appropriate social skills
training (Feigenbaum, 1981; Partridge et
al, 1994; Robinson et al, 1996). For exam-
ple, in the social skills training package
taught by the self-help group ‘Changing
Faces’, subjects showed a modest fall in an-
xiety and a rise in confidence (Robinson et
al, 1996), although there was no control
group.

In a randomised controlled study, 106
disfigured people, who were offered a self-
help leaflet, improved modestly but statisti-
cally significantly more than the no-treatment
controls at three-month follow-up (Newell,
1998). The leaflet gave cognitive-behav-
ioural advice regarding the need for expo-
sure to social situations that were avoided
following disfigurement (Newell, 1991,
1998). It noted that disfigured people may
fear and avoid social situations because of
anxiety about their appearance and other
people’s possible responses to them, but
that these can be overcome, just as with re-
sponses to chronic back pain (Lethem et al,
1983) and to disturbed body image in
eating disorders (Slade, 1994).
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Rationale for the present study

Qualitative accounts (Macgregor, 1951,
1979) and surveys (Wallace, 1988; Wil-
liams & Griffiths, 1991; Newell, 1998) at-
test to disfigured people’s problems in
public and suggest the likely role of anxiety
in maintaining them. The present study ex-
tends this work by comparing fear and avoid-
ance in facially disfigured people with pre-
treatment scores of out-patients treated for
agoraphobia or social phobia.

METHOD

The study compared facially disfigured peo-
ple’s reported avoidances with those of out-
patients with agoraphobia and social
phobia on the agoraphobia and social phobia
sub-scores of the Fear Questionnaire. Since
the Fear Questionnaire was described by
Marks & Mathews (1979), it has been

widely used in clinical practice and research.

Participants

Facially disfigured people (25 men, 87
women) were drawn from surveys of
dermatology patients, plastic surgery ex-
patients and announcements in the media.
The out-patients with agoraphobia (27
men, 39 women) and social phobia (28
men, 40 women) had exposure therapy at
the Psychological Treatment Unit of the
Maudsley Hospital and their pre-treatment
Fear Questionnaire ratings were available
on its computerised database; the patients
with phobia were selected from this data-
base using a random selection facility built
into the database.

Ethics

For the disfigured people, ethical approval
was gained from the relevant local ethics
committees and from R.N.’s academic
school’s ethics committee. For the patients
with phobia, ethical approval was not
required for access to anonymised data.

Measures

The Fear Questionnaire comprises scales
rated 0-8, arranged as follows:

(a) Severity of the phobic difficulty that the
patient wants treated (main problem).

(b) Global impact of the patient’s problems
(0-8 global phobia sub-score).

(c) Fifteen items about avoided situations,
of which five concern agoraphobia,
five social phobia and five blood-
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injury, yielding five-item agoraphobia,
social phobia and blood-injury phobia
sub-scores (each score range 0—40).

(d) Five items concerning anxiety and
depression  (anxiety/depression  sub-
score, range 0—40).

The Fear Questionnaire has no formal
cut-off point for ‘caseness’, but higher
scores denote more pathology. Score 4 on
the global phobia scale shows a sufficiently
severe phobic problem to warrant treat-
ment (Newell, 1998). For facially disfig-
ured people, in the global phobia 0-8 sub-
score the word ‘problem’ was substituted
for ‘phobia’. This modification was also
used by Corney et al (1990) and forms the
global problem severity score referred to
in this paper. Re-validation of the Fear
Questionnaire might be considered neces-
sary in the light of this change, but it should
be noted that validity studies of this much-
used measure are, in any case, limited.
Further validation of the Fear Question-
naire in both its original form and the mod-
ified form used in the present study would
be valuable.

Procedure

Facially disfigured people were recruited
from dermatology out-patient clinics, ex-
patient lists of plastic surgeons and via the
media. Subjects completed a wide range of
measures of behavioural and psychological
disturbance (Newell, 1998). They were in-
cluded in the present study if they rated
Fear Questionnaire global problem severity
as 4 or more, so reaching a problem sever-
ity criterion commonly used for inclusion in
treatment by behaviour therapists.

For patients with phobia, the following
patient information was extracted from the
computer database: age at entry into treat-
ment, gender, diagnosis and pre-treatment
scores on Fear Questionnaire global phobia
(global problem severity score), agora-
phobia sub-score, social phobia sub-score
and anxiety/depression sub-score. These
scores were compared with those of the
facially disfigured subjects.

Data analysis

The current study predicts similarity be-
tween two groups. This is similar to an
estimation of equivalence between two
treatments and is problematic, particularly
with relatively small sample sizes (Senn,
1993). It may, however, be possible to
assert equivalence on the basis of no
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significant difference being found between
the groups when the sample sizes are
known to be sufficiently large to find such
differences, provided that an adequate defi-
nition of equivalence is made beforehand
(Gould, 1993).

The relevant power calculation is shown
in Table 1. Conventional alpha (5%) and
beta (80%) levels were used. In the absence
of previous studies, the effect size calculation
for the chosen sub-scores was based on the
variance of scores of disfigured subjects eligi-
ble to enter the study and an assumption of
clinical difference between the groups of 8
points on each sub-score, reflecting a differ-
ence of 1.6 on each item of each sub-score.
A difference of <2 points is unlikely to be
clinically important, so differences of this
magnitude or less are an appropriately strin-
gent test of equivalence. The advice of a med-
ical statistician was sought in the design of
the project and examination of the data.

This study’s 112 facially disfigured peo-
ple, 66 patients with agoraphobia and 68
patients with social phobia yielded enough
power to detect between-group differences,
except for the agoraphobia sub-score to
distinguish patients with agoraphobia from
facially disfigured people.

RESULTS

The agoraphobia and social phobia sub-
scores of the Fear Questionnaire discrimi-
nated between patients with agoraphobia
and social phobia using the numbers of sub-
jects available in the present study. The
anxiety/depression scale narrowly failed to
show such a difference (Table 2). The like-
lihood of a type 2 error due to subjects
being too few was thus small.

The facially disfigured group had an
even greater female preponderance than
did the patients with agoraphobia and
social phobia, was older by nine years than
these patients with social phobia and had
slightly less problem severity than patients
with agoraphobia or social phobia (Table
3).

To take into account potential inter-
action with the independent variables (facial
disfigurement v. agoraphobia and v. social
phobia), between-group agoraphobia and
social phobia Fear Questionnaire sub-score
differences were compared by analysis of
covariance using problem severity as a cov-
ariate for facial disfigurement v. patients
with agoraphobia and problem severity
plus age as covariates for facial disfigurement
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Table |

Minimum numbers necessary to detect differences between facially disfigured people and patients

with agoraphobia or social phobia, where such differences are present, according to Fear Questionnaire

sub-scales

Measure Effect size Required subjects per group

Comparisons between facially disfigured people

and patients with agoraphobia
Agoraphobia sub-scale 0.29 74
Social phobia sub-scale 0.36 47
Anxiety/depression sub-scale 0.32 60

Compatrisons between facially disfigured people

and patients with social phobia
Agoraphobia sub-scale 0.35 50
Social phobia sub-scale 0.37 45
Anxiety/depression sub-scale 0.33 60

All group size calculations allow for the different sizes of the groups in the study.

v. patients with social phobia. Gender as a
dichotomous categorical variable is not
generally recommended for consideration
as a covariate (Munro & Page, 1993) and
so was entered into the analysis as a further
independent variable for comparisons of

agoraphobia and social phobia. The results
are shown in Table 4.

There were no differences by gender on
the agoraphobia (F=0.32, d.f.=1, P=0.574,
NS) or social phobia sub-scores (F=3.38,
d.f.=1, P=0.068, NS), nor any significant

SOCIAL PHOBIA AND FACIAL DISFIGUREMENT

people and patients with social phobia on
social phobia, agoraphobia and anxiety/
depression scores. Compared with patients
with agoraphobia, facially disfigured peo-
ple had significantly less agoraphobic
avoidance, more social phobic avoidance
anxiety/depression. Group
mean differences were not clinically im-
portant (by the criteria suggested above)
between the facially disfigured and social
phobia groups. For facially disfigured v.
agoraphobia groups, only the agoraphobia
sub-score difference reflected group mean
differences likely to be clinically important.

and similar

DISCUSSION

Similarities between facially
disfigured people and patients
with agoraphobia

Facially disfigured people had similar agor-
aphobic and social phobic avoidance and
anxiety/depression to patients with social
phobia, with similar global problem scores.
They differed from patients with agora-
phobia in having less agoraphobic avoid-

facially disfigured people v. patients with differences between facially disfigured ance but more social phobic avoidance,

Table 2 Fear Questionnaire agoraphobia, social phobia and anxiety/depression sub-scales: comparisons between patients with social phobia or agoraphobia

Scale Critical value df. Significance Group means 95% ClI

Agoraphobia sub-scale t=9.26 141 <0.001 Agoraphobia: 24.2| 12.439 to0 19.195
Social phobia: 8.40

Social phobia sub-scale t=—4.92 141 <0.001 Agoraphobia: 15.77 —11.691 to —4.985
Social phobia: 24.11

Anxiety/depression sub-scale t=1.92 138 0.057 (NS) Agoraphobia: 24.93 —0.116t07.316
Social phobia: 21.33

Table 3 Age and problem severity of agoraphobia, social phobia and facially disfigured groups

Comparison Critical value df. Significance Group means 95% ClI

Facial disfigurement/agoraphobia groups

Age t=0.69 176 0.493 (NS) Facial disfigurement: 42.21 —2.839t0 5.874
Agoraphobia: 40.70

Problem severity t=—5.74 176 <0.001 Facial disfigurement: 5.20 —1.711to —0.835
Agoraphobia: 6.47

Gender 12=6.93837 | 0.00844 ! -

Facial disfigurement/social phobia groups

Age t=4.18 178 <0.001 Facial disfigurement: 42.21 4.507 to 12.568
Social phobia: 33.68

Problem severity t=—>5.12 178 <0.001 Facial disfigurement: 5.20 —1.542to0 —0.683
Social phobia: 6.31

Gender 12=17.24061 | 0.00713 ! -

|. These results indicated a difference in the overall proportions of males and females from those to be expected by chance. Visual inspection suggested that these differences were
accounted for by the greater proportion of female facially disfigured people.
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although their greater social avoidance was
unlikely to be clinically important. Num-
bers in the current study gave enough
power to distinguish between the groups in-
volved and did distinguish between patients
with agoraphobia and patients with social
phobia and between facially disfigured peo-
ple and patients with agoraphobia. Thus we
may be reasonably confident that the lack
of difference between facially disfigured
people and patients with social phobia
points to a genuine similarity rather than
a type 2 error. The differences between fa-
cially disfigured people and patients with
agoraphobia also suggest that the similar
scores of disfigured people and patients
with social phobia are unlikely to be due
to selecting disfigured people by their
global problem severity score on the Fear
Questionnaire.

Role of fear and avoidance in social
difficulty following facial
disfigurement

The similarities found suggest that the so-
cial difficulties reported by disfigured peo-
ple (Macgregor, 1951, 1990; Rumsey,
1983; Malt & Ugland, 1989) may be due
to phobic anxiety specific to social situa-
tions rather than to more generalised anxi-
ety. This
formulation of their difficulties (Newell,
1991, 1998) based on Lethem et al’s

supports a fear-avoidance

(1983) model of exaggerated pain percep-
tion. The model proposes that the difficul-
ties experienced by disfigured people in
social situations are maintained primarily
by fear of the responses of others to them
in such situations and associated avoi-
dances. Although there is ample evidence
that the actual responses given to disfigured
people in social situations are often nega-
tive, the model attempts to distinguish be-
tween those who develop psychological
difficulty following disfigurement and those
who do not, in much the same way as the
Lethem et al (1983) account does for re-
sponses to chronic back pain and Slade’s
(1994) model of body image does for eating
disorders. Although most disfigured people
show no marked social avoidance or psy-
chological difficulty, they probably have
higher rates of such difficulties than the
general population (Newell, 1998). Fear-
avoidance may explain why some people
develop psychological problems after dis-
figurement. Difficulty and anxiety in social
situations are the most frequent complaints
by disfigured people (Macgregor, 1979;
Rumsey, 1983). Moreover, in three surveys
of dermatology patients, plastic surgery ex-
patients and media-recruited disfigured
people (Newell, 1998), subjects showed
marked social avoidance on validated
scales, a measure of body attitudes and
avoidances owing to facial appearance, re-
sponse to an open-ended question about

Table 4 Fear Questionnaire agoraphobia and social phobia sub-scales: comparisons between facially

disfigured people and patients with phobia

Comparison Critical value

df. Significance

Group means

Facial disfigurement/agoraphobia groups'

Agoraphobia sub-scale F=52.24
Social phobia sub-scale F=11.33
Anxiety/depression sub-scale F=0.70

Facial disfigurement/social phobia groups?

Agoraphobia sub-scale F=3.49
Social phobia sub-scale F=0.081
Anxiety/depression sub-scale F=2.78

| 0.001 Agoraphobia: 25.4
Facial disfigurement: 10.5
| 0.001 Agoraphobia: 16.32
Facial disfigurement: 19.55
| 0.404 (NS) Agoraphobia: 25.68
Facial disfigurement: 20.06
| 0.063 (NS) Social phobia: 8.8
Facial disfigurement: 10.5
| 0.368 (NS) Social phobia: 24.3
Facial disfigurement: 19.6
| 0.097 (NS) Social phobia: 21.32

Facial disfigurement: 20.06

I. Main effects of independent variables only shown.Within the analysis of covariance, these reflect the exclusion of the
mediating influence of different levels of problem severity between the groups.

2. Main effects of independent variables only shown.Within the analysis of covariance, these reflect the exclusion of the
mediating influence of different levels of problem severity and different ages between the groups.
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avoidance and spontaneous comments.
Against this background, the social difficul-
ties of facially disfigured people seem to
reflect considerable phobic anxiety.

Clinical implications

Our findings have treatment implications.
Cognitive-behavioural therapy helps pho-
bias in general, including social phobia (Fo-
nagy & Roth, 1996), and can help even
with minimal therapist input (Newell,
1998). Given the large number of disfigured
people and the likelihood that few are in
contact with psychological services (Wal-
lace, 1988), this is an important issue. A
major initiative to reduce facially disfigured
people’s difficulties and evaluate the out-
come (Robinson et al, 1996) uses much
therapist time (at least a two-day ‘founda-
tion’ workshop, with the possibility of
further follow-up (Partridge et al, 1994)).
More emphasis on exposure therapy might
improve the value of this approach, but it
would still be expensive given the large
numbers in the
community. It could be made more cost-
effective by

of disfigured people
trying the self-treatment
approaches that have proved to be effective
in phobic disorders.

If the present study’s findings prove
robust, such an approach could also help
the prevention and early recognition and
treatment of psychological difficulties of
disfigured people. Preparation for surgery
could stress the need to expose one’s changed
body part in social situations, as suggested,
for example, by Newell (1991).

Limitations and possible further
work

The study would have benefited from ex-
amination of a wider range of measures
and an investigation of how far the disfig-
ured subjects were in fact subjected to ad-
verse comments from others. A structured
interview to determine how far the disfig-
ured subjects met established criteria for a
diagnosis of social phobia would also have
been useful. However, resource constraints
did not allow the addition of these ele-
ments. A replication of the present study
is required, and might include such compo-
nents. Additionally, controlled studies of
cognitive-behavioural self-treatment with
minimal therapist input for the difficulties
of disfigured people would be welcome,
because the plight of this group has long
been neglected.
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CLINICAL IMPLICATIONS

SOCIAL PHOBIA AND FACIAL DISFIGUREMENT

m Cognitive—behavioural therapy may be useful for facially disfigured people with
difficulty in social situations because of their similarities to people with social phobia.

m The possibility of offering treatment via self-help packages suggests that

considerable numbers may be offered treatment cost-effectively.

B Advice stressing exposure therapy and social contact may be useful as part of

preparation for surgery.

LIMITATIONS

m A broader range of measures would have offered the opportunity for further

comparisons between people with phobia and disfigured people.

m Stigma is an important issue in disfigurement but was not examined in the present

study.

m Establishing the extent to which disfigured people meet the diagnostic criteria for

social phobia may be valuable.
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