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Dentists and primary care physicians are the health professionals who are most commonly confronted with the clinical problem of halitosis. The condition may be identified by the medical doctor or dentist, or brought as a complaint by the patient. The patient who comes with this complaint frequently has had the malodour identified by a spouse, family member, or friend. 

Occasionally, a patient presents complaining of halitosis, but at no time does the medical doctor or dentist detect a foul odour. The patient may be greatly distraught by the presumed malodour, stating that bad breath is separating him or her from friends, is interfering with a job, or is causing avoidance of social interaction. Such a person may be experiencing a syndrome called the olfactory reference syndrome. This syndrome might best be introduced by a case report. 

  

Case 1. GN - A 36 year old female 

This woman consulted the physician for the complaint of halitosis. GN recently had become "aware" of bad breath. She believed that people readily noticed the odour and distanced themselves from her. This was most evident, according to her perception, at sales presentations. Not long before she had noticed the odour, she had received a promotion to a direct sales position from a telemarketing job. 

GN had no current illnesses or physical complaints. She had had no surgeries or hospitalizations. She had normal menstrual cycles and had never been pregnant. She did not take medications or vitamin supplements. GN did not smoke cigarettes and, while she drank alcohol occasionally, she never drank during the workday. She ate meals three times daily, only infrequently skipping lunch. 

The patient was unmarried. Her job promotion had resulted in a recent move to Kansas City and she had no roommate or close friend. 

The general physical examination was normal; at no time during the visits was an oral malodour noticed. Blood and urine tests, along with radiographs of the sinuses and chest, were normal. An esophagograrn and upper gastrointestinal series were also normal. 

At each subsequent visit, GN was more distraught. She was convinced that her odour was interfering with her success in sales work. She refused to believe that no odour was noticed, and no disease was detected. Sherefused a trial of antidepressants or a neuroleptic agent. She left the practice and has not returned. 

There are a series of syndromes which are classified by psychiatrists as monosymptornatic hypochondriachal psychoses. 

Among the groupings of the monosymptornatic hypochondriachal psychoses are the syndromes categorized by the following three delusions 

· delusion of being infested with parasites

· delusion of being physically misshapen

· delusion of emitting offensive body odour.

The delusion of emitting offensive body odour has acquired multiple synonyms over the years (Table 1). These names reflect the changes in thinking regarding this syndrome. Earlier characterization of these disorders suggested that the patient was psychotic (group "a"). 

Subsequent investigation led to the description of these disorders as either hallucinations (group "b") or phobias (group "c"). Current thinking, not completely accepted by all psychiatrists, describes the syndrome in terms that encompass several different etiologies. 

  

Table 1 : Synonyms for the false perception of a body odour 

a. Monosymptornatic hypochondriacal psychosis
Monosymptornatic psychosis
Solitary psychosis

b. Chronic tactile hallucinosis
Tactile delusional hallucinosis

c. Hypochondriacal paraphrenia
Bromidrosiphobia
Autodysosmophobia

d. Olfactory delusional syndrome
Olfactory reference syndrome

  

The term often used to define a delusion of emitting offensive body odour is the "olfactory reference syndrome". This syndrome is variously described as "a delusion (involving) bodily functions or sensations" (1) and as "a single hypochondriacal, delusional system, distinct from the remainder of the personality ... (the) delusion may be accompanied by illusional misperceptions or, at times, by poorly defined hallucinations." (2). The caveat in these definitions is that, while the patient is deluded or obsessed with an imagined odour, the remainder of the personality is relatively intact. 

The term "olfactory reference syndrome" was first coined by Pryse-Phillips in 1971 (3). He described patients, like GN in case 1, who have a preoccupation with imagined body odours. These patients believe that an internal source of odour, be it sweat, intestinal gas or breath, is eminating from their bodies. These patients also feel that others can readily detect the odour. The belief that the odour offends other people is deeply distressing to the patients. Pryse-Phillips noted that the age of onset of this disorder is relatively young, averaging about 25 years. The majority of patients are male (78%). A large percentage (35%) do not work, although his sample was drawn mostly from mental hospitals and psychiatric practices. It is acknowledged that most patients with the olfactory reference syndrome never present to psychiatrists or psychiatric wards because the disorder, although interfering with their lives, uncommonly results in their incapacitation (4,5). 

The olfactory reference syndrome typically is present for some time, often years, before recognition. The patients may have sought medical help on numerous occasions, usually unsuccessfully, because of both an actual absence of bad breath and poor recognition of the olfactory reference syndrome by professionals. "Unfortunately, many physicians, especially ENT specialists, are unaware of this condition and many patients are over-investigated and even surgically treated to no avail." (4). The onset is most often insidious, although a third of affected patients may describe a sudden, precipitating event. Precipitating events include sino/pulmonary infection, comments by family or friends regarding halitosis, job change, personal loss or any of a wide range of other factors. The majority of patients have an antecedent psychiatric history, though usually for personality disorders, not psychotic illness. 

Patients with the olfactory reference syndrome often have a pre-morbid personality characterized by obsessional, perfectionist traits (6). Patients may also have been insecure or sensitive persons, greatly influenced by the comments or actions of others. The disorder is considered a discrete maladaptation, with maintenance of what otherwise is a functional personality. However, when the syndrome fully develops the effect on the patient's life can be dramatic and the disruption profound. Patients adopt compulsive and obsessive activities. These complicated activities are counterphobic rituals which reflect a "contrite reaction" (7). Patients withdraw from social situations. Frequent toothbrushing, cleansing and use of mouthwash are common. These obsessive traits reflect the lengths to which patients will go to prevent their perceived malodour from affecting others. One patient even believed that other drivers on the streets kept their windows rolled up to avoid his smell (4). 

Patients with this syndrome are extremely sensitive to minor facial grimaces, body movements or innocent comments by others. Typical movements of persons during normal conversation are misinterpreted and magnified by the patient. This misinterpretation reinforces the belief that others are offended by the patient's breath. Rumination on these false beliefs results in heightened anxiety and embarrassment. Patients become "quietly paranoid," isolating themselves from social contact and, if untreated, become almost reclusive (5). 

Patients with the olfactory reference syndrome may either fail in selected endeavors, excuse past failure, or fear future failure as a consequence of the perceived oral malodour. Their delusions of halitosis become an excuse for poor work performance, loss of friends, separation from family, or lack of confidence in social settings. In many cases, this fear of failure becomes self-fulfilling (8). The woman in case 1, GN, was fearful of not succeeding in her new position, which required much closer social interaction than her previous telemarketing job. It is not difficult to imagine her attributing a substandard job performance to the perceived halitosis. 

A second case may illustrate additional characteristics of the olfactory reference syndrome. 

  

Case 2. VA - A 29 year old male 

This man consulted the physician with complaints of excessive perspiration and halitosis. He was a trainee for the ministry and needed to complete his current year successfully to be considered for ordination and placement in his own parish. He had become increasingly self-conscious around congregants because of a perception of his own excessive perspiration and halitosis. Even during the winter, VA thought he perspired excessively. He took up to four showers a day and used a bottle of mouthwash (16 ounces or 450 ml) every three to four days. 

He was convinced that his congregants were repelled by his odours. He described in great detail how innocent gestures "really" meant people were "disgusted" with his smell. Normal group movement was interpreted as a deliberate attempt to avoid him. VA was certain that poor performance marks from the congregation would prevent his advancement. He had no current illnesses or physical complaints. He did not take any medications except for several vitamin preparations daily. His only surgery had been an appendectomy. VA admitted to several previous medical workups for his complaints. 

The patient was unmarried with no roommate or close friends. He did not smoke or drink alcohol. He had no atypical dietary habits. He was only temporarily in Kansas City for this training internship. 

Physical examination performed at several office visits was normal with no halitosis and no excess perspiration noted. Blood and urine tests, thyroid studies, urine for catecholamines, chest x-ray and even a 24-hour monitor for blood pressure were all normal. 

A trial of medication was started for the exessive perspiration; this trial eventually included aluminium chloride (hexahydrate), propantheline, and clonidine (both oral and patch). The patient complained bitterly of poor response to these interventions, and that the problem continued unabated. 

Eventually VA was transferred out of Kansas City. A chance conversation at a later time with several congregation members confirmed that his obsessive characteristics had been noticed and that, in fact, a mediocre evaluation had been forwarded to church headquarters. 

The two cases, GN and VA, share several salient features. Both patients had jobs in which there was a new requirement to work closely with people who would determine the patient's success. Both perceived their disorders with no "independent" confirmation; neither patient was married, had a roommate, close friend, or family member living with them. They felt they could trust no one to give a correct response as to whether the offending odour existed. 

Both patients had developed complex rituals designed to hide or deflect the perceived odour from others. GN stood close to her displays rather than more directly encountering clients; she frequently refused dining invitations, and she rarely offered clients a ride in her car. VA showered and gargled obsessively. Both patients refused to believe that no organic diagnosis was forthcoming, and both failed any attempted intervention. Both left the practice before psychiatric assistance could begin. 

Patients with the olfactory reference syndrome may have elements of several conditions, including symptoms of depression, neurosis, or somatization to accompany their obsessive-compulsive thoughts and rituals. Although the patients may otherwise be quite rational, a profound illogicality exists regarding the delusion. The patient places strong demands on the physician or dentist to intervene but often refuses to consider psychiatric treatment.
Because of the many manifestations of the syndrome, a single treatment regimen has not proven to be uniformly successful. Psychotherapy has been attempted and may be useful for patients who have neurotic components to their personality. Obsessive-compulsive patients are particularly difficult to treat. Patients with identifiable depressive symptoms have responded to the use of anti-depressants (4, 5, 9). Tricyclic antidepressants have been most widely reported for this latter symptom; use of the newer serotonin uptake inhibitors has not been described. 

Many reports advocate the use of the neuroleptic pimozide (2, 5, 7, 8, 9). Pimozide is an inhibitor of dopamine uptake in the central nervous system. In the United States, pimozide officially carries an indication for treatment of complex tics such as those found in the Tourette syndrome. When used in patients with the olfactory reference syndrome, pimozide interrupts the delusional thinking and provides some degree of symptom relief in a few days. Successful amelioration of the syndrome requires 6-8 weeks of therapy. For those who do respond, pimozide appears to be required as maintenance therapy for an indefinite length of time. Early discontinuation of the medication results in the return of delusions and re-adoption of avoidance activities. Three-quarter of the patients treated with pimozide respond; the remainder of patients are suspected of having a second, underlying disorder requiring a different treatment. 

Even though the olfactory reference syndrome is described almost exclusively by psychiatrists, it should be more widely appreciated by other health deliverers. Dentists, periodontologists, primary care physicians, and otolaryngologists are occasionally consulted by patients with the complaint of halitosis. Most true oral malodour is caused by an identifiable, treatable condition. But not all cases will have an organic cause, and early recognition of the olfactory reference syndrome is a far more appropriate response than extensive investigation or surgery. 
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