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Distress Levels and Psychopathologic
Symptoms in Dermatology Patients

Dermatoloji Hastalarinin Stres Diizeyi ve
Psikopatolojik Semptomlar Yoniinden
Degerlendirilmesi

ABSTRACT Objective: Psychodermatologic diseases recently gained more attention and are believed to be tre-
ated only by a multidisciplinary approach. In this study, evaluating stress levels and psychopathologic symp-
toms of dermatology patients, with and without psychodermatologic diseases, compare their results within
themselves and with controls is aimed. Materials and Methods: Study group included 348 patients admitting to
dermatology policlinic and 148 age and sex matched controls. Brief Symptom Inventory is given to groups in a
silent room. First patient and control groups, then patients with and without psychodermatologic diseases are
compared within themselves and with controls. Finally, patients with distinct diagnoses are evaluated for psy-
chopathologic symptoms. Results: Points of distress, somatization, obsession-compulsion, interpersonal sensiti-
vity, hostility and paranoid ideation were higher in patients than controls. Acne patients had higher depression,
anxiety, hostility and psychoticism; urticaria patients had higher depression, anxiety and somatization; eczema
patients had higher anxiety and hostility; patients with idiopathic pruritus had higher anxiety and somatizati-
on points than controls. Besides, patients with psychodermatologic diseases had higher distress, depression, an-
xiety and psychoticism points than other patients and controls. Conclusion: Although points of dermatology
patients on general distress and certain psychopathologic symptoms were higher, this difference is detected to
originate from patients with psychodermatologic diseases for general distress, depression, anxiety and psycho-
ticism points. Thus, evaluating patients for psychologic symptoms according to their diagnoses may give more
reliable results. Some dermatologic diseases seem to be less related with psychologic symptoms. Multidiscipli-
nary treatments may increase the chance of successful outcomes in patients with psychodermatologic disea-
ses.

Key Words: Dermatologys; stress, psychological; psychophysiologic disorders

OZET Amag: Psikodermatolojik hastaliklar son yillarda artan bir ilgiyle incelenmekte ve ancak multidisipliner bir
yaklagimla tedavi edilebilecekleri diisiiniilmektedir. Bu galigmada, psikodermatolojik hastalig1 olan ve olmayan
dermatoloji hasta gruplarinin genel stres diizeyi ve psikopatolojik semptomlar yoniinden degerlendirilmesi, ken-
di aralarinda ve saglikhi kontrollerle kargilagtirilmas: amaglanmigtir. Gereg ve Yontemler: Caligmaya dermatoloji
poliklinigine bagvuran 348 hasta ile yas ve cinsiyet uyumlu 148 saglikli kontrol alindi. Gruplara Kisa Semptom
Envanteri sakin bir ortamda uygulandi. Once hasta ve kontrol gruplar karsilastirildi. Daha sonra psikodermato-
lojik hastalig1 olan-olmayan hasta gruplar1 kendi aralarinda ve kontrol grubu ile karsilagtirildi. Son olarak hasta
gruplar psikopatolojik semptomlar yoniinden degerlendirildi. Bulgular: Hasta grubunun stress, somatizasyon,
obsesyon-kompulsiyon, kisileraras1 duyarlilik, anksiyete, hostilite ve paranoid diisiince puanlar1 kontrollerden
yiiksek bulundu. Hasta alt gruplarinda; akneli hastalarin depresyon, anksiyete, hostilite ve psikotizm puanlari, tirti-
kerli hastalarin depresyon, anksiyete ve somatizasyon puanlari, allerjik egzemali hastalarin anksiyete ve hostili-
te puanlari ile idiyopatik priirili hastalarin anksiyete ve somatizasyon puanlar1 kontrollere gére yiiksek bulundu.
Psikodermatolojik hastalig1 olan hastalarin stres diizeyi, depresyon, anksiyete ve psikotizm puanlari kontrol gru-
bu ve psikodermatolojik hastaligi olmayanlardan yiiksekti. Sonug: Dermatoloji hastalarinin genel stres diizeyi ve
baz1 psikopatolojik semptomlar: kontrol grubuna gore yiiksek bulunmakla beraber, farkin genel stres, depresyon,
anksiyete ve psikotizm yoniinden psikodermatolojik hastalig1 olan gruptan kaynaklandig: saptanmugtir. Dolay1-
siyla hastalarin psikolojik semptomlar agisindan tanilarina gére degerlendirilmesi daha giivenilir sonug verebil-
mektedir. Bazi dermatolojik hastaliklar, digerlerine gore psikolojik semptomlarla daha az iligkili gérinmektedir.
Psikodermatolojik hastaligi olanlara multidisipliner tedavi programlar1 uygulanmasi tedavi bagarisini arttirabile-
cektir.

Anahtar Kelimeler: Dermatoloji; psikolojik stres; psikofizyolojik hastaliklar
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he relation between psychological factors

and skin diseases deserve a special attention.

Psychodermatologic diseases recently gai-
ned more attention and are believed to be treated
only by a multidisciplinary approach. Psychoph-
ysiologic disorders refer to skin disorders that are
worsened by psychological stress; whereas primary
psychiatric disorders are primarily psychologic and
skin manifestations are self induced. Secondary
psychiatric disorders include many disorders from
psychodermatologic group and are considered as
psychologic disorders that are associated with dis-
figuring skin disorders."**® That is, dermatologic
disorders, at least a subgroup of them, are accepted
to deteriorate due to psychological factors and thus
bring about even stronger psychological symptoms
in return. Whether or not these patients had alre-
ady a tendency to certain psychological or derma-
tological conditions right from the start due to their
emotional responses is still debated.’

In the recent studies it has been suggested that
a new fourth category of cutaneous sensory disor-
ders is also included.?’ Cutaneous sensory disorders
refers to cases in which the patient presents with
only a disturbance in skin sensations like burning,
stinging or itching without apparent primary skin
lesions.

According to these classifications, some der-
matologic disorders are accepted to be included in
psychodermatologic disorders as acne, alopecia are-
ata, atopic dermatitis, eczema, seborrheic dermati-
tis, rosacea, psoriasis, urticaria and vitiligo; whereas
some dermatologic disorders of infectious origin or
of physical factors as verruca vulgaris, impetigo, ac-
tinic keratoses or seborrheic keratoses are not.*®

This study aims to evaluate the psychological
distress levels and psychopathologic symptoms of
a group of dermatologic patients, to compare their
results with age and sex matched controls and to
analyse these patients based on their diagnoses in
order to determine whether or not a significant
psychological correlation exists between certain
subgroups.

We evaluated patients and controls by means
of using brief symptom inventory (BSI) which is
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developed and based on as the short alternative to
symptom checklist (SCL-90-R). Being a brief psy-
chological self-report symptom scale, in BSI, the
patients are asked to assess themselves according to
the convenience of 53-item sentences on a scale
from 1 to 4 points.

Enabling us to obtain information directly
from the patient, BSI is designed to detect and as-
sess psychological symptoms which can be used
with clinical populations as well as the general
public. BSI is used in an effort to detect the psycho-
logical symptoms both on general and specific
terms under nine subgroups: Somatization, obses-
sive-compulsive thinking, interpersonal sensitivity,
anxiety, depression, hostility, phobic anxiety, pa-
ranoid ideas and psychoticism.?

Tested by many studies in terms of its reliabi-
lity, validity and utility, BSI instrument has also
proved to be completely reliable for the Turkish
population with a standardized form being avai-
lable."

BSI has two different dimensions. First calcu-
lations are made to determine three indices of dis-
tress, on the general assessment, global severity
index (GSI) to assess average psychologic distress,
positive symptom total (PST) total number of
symptoms experienced by the individual, and posi-
tive symptom distress index (PSDI) to evaluate in-
tensity of symptoms detected.!®!* BSI also reflects
nine primary symptom dimensions to detect psy-
chological status in different medical conditions
which are;

Somatization (SOM): Psychological distress
arising from the perception of bodily dysfunction
(e.g., dermatologic).

Obsessive-compulsive (O-C): Checking and
double checking actions, difficulty making decisi-
on, and trouble concentrating.

Interpersonal sensitivity (I-S): Self-deprecati-
on, uneasiness, and discomfort during interperso-
nal interactions.

Depression (DEP): Dysphoric affect and mo-
od, withdrawal of interest in life activities, and loss
of energy.
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Anxiety (ANX): Restlessness, nervousness, and
tension.

Hostility (HOS): Annoyance, irritability, urges
to break things, and frequent arguments.

Phobic anxiety (PHOB): Symptoms consistent
with phobic anxiety states or agoraphobia (e.g.,
phobic fears of travel, open spaces, crowds, and
public places).

Paranoid ideation (PAR): Thoughts that are
hostile, suspicious, and central.

Psychoticism (PSY): Symptoms of psychoti-
cism like alien life style to extreme forms of psy-
chotic states.

BSI can not only be used by psychologists and
psychiatrists but also by all physicians, nurses, and
other healthcare professionals, which renders it a
practical and widely-used instrument.

I MATERIAL AND METHODS

Patients admitting to dermatology outpatient unit
are enrolled to the study provided that they have
the specified the criteria: Being between 17 to 60
years of age, literacy to read and comprehend, will-
ingness to complete the test, with no other syste-
mic diseases or psychiatric diseases, non-user for
any psychiatric medications including antidepres-
sants and tranquilizers, not being pregnant nor lac-
tating.

Age and sex matched controls were selected
among voluntary medical personnel or patient’s re-
latives with no present nor past dermatologic dise-
ases and fulfilling the same criteria.

The number of the control patients is calcula-
ted according to patient sample size to achieve a
85% power in order to detect a difference of 0.15
between the null hypotheses that both group me-
ans are 0.70 and the alternative hypothesis includes
the mean of group 2 is 0.85 with estimated group
standard deviations of 0.5 and 0.5 and with a signi-
ficance level (alpha) of using two sided Mann
Whitney U test assuming that the actual distribu-
tion is normal.

All patients and controls were asked to comp-
lete the test in a silent room. Those tests, if partly
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completed, were excluded from the statistical
analysis.

First, patient and control groups are compared
in terms of their total points, GSI, PST, and PSDIL
Then, nine sub dimensions are also separately eval-
uated and compared among groups. As the second
step, we divided patients according to having a dis-
order mentioned in psychodermatologic disorders
or not. Therefore patients with acne, alopecia area-
ta, allergic eczema, seborrheic dermatitis, rosacea,
psoriasis, urticaria, idiopathic pruritus and vitiligo
are considered as “highly” psychosomatic, whereas
patients with disorders of infectious origin or of
physical factors are classified as “weakly” psychoso-
matic which are dermatophyte infections, verruca
vulgaris, impetigo, furonculosis, ingrown nail, ne-
vi, actinic keratoses or seborrheic keratoses. Then
we compared these two groups in the light of Mann
Whitney U test.

As the third step, we compared both patients
with or without a psychodermatologic disorder and
controls with Kruskal Wallis variance analysis in
order to determine whether or not a statistically
significant difference existed among these three
groups and if so, to determine which group created
the difference.

As the fourth step, we evaluated patients with
distinct diagnoses, the patient number of which is
sufficient to allow statistical evaluation to detect
whether or not a certain disease or disease group
has a relation with certain psychologic condition
or symptom. Number of patients with acne, urtica-
ria, idiopathic pruritus, allergic eczema and derma-
tophyte infection was sufficient to make statistical
analysis. All these patient groups, except derma-
tophyte infection group, were within highly psy-
chosomatic disorder group so we compared four
highly psychosomatic patient groups within them-
selves and as the last step, with controls and we-
akly psychosomatic group as a whole. Then we
re-evaluated the groups to find the group creating
the statistical difference.

I RESULTS

We disregarded the uncompleted forms. As a re-
sult we had 348 patients, 237 female and 111 ma-
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le. We had 89 female and 59 male controls. Distri-

bution of patients based on diagnoses is given on
Table 1.

Average age was 36.27 + 6.28 for the patients
and 34.37 + 6.97 for the controls. Groups were sta-
tistically similar according to age (p= 0.12, t test)
and sex distribution (p= 0.087, chi square).

We evaluated results on 5 steps:
1. Patients versus controls;

Patient group had higher GSI scores compa-
ring with the controls while PSDI were similar
(Table 2).

Patients’ points on somatization, obsession
compulsion, interpersonal sensitivity, depression,
anxiety, hostility and paranoid ideation were sta-
tistically higher than the controls (Table 2).

2. Comparing patients with and without a psy-
chodermatologic disorder;

Comparison of “highly” and “weakly” psycho-
somatic groups, points of GSI, depression, anxiety
and psychoticism were statistically higher in highly
psychosomatic group (Table 2) while age was statis-
tically higher in weakly psychosomatic group (p=
0.016, not on the table).

DISTRESS LEVELS AND PSYCHOPATHOLOGIC SYMPTOMS IN DERMATOLOGY PATIENTS

TABLE 1: Distribution of patients according to diagnoses.

Diagnosis

Acne vulgaris

Allergic eczema

Pruritus {idiopathic)
Dermatophyte infection
Utticaria

Verruca vulgaris

Rosacea

Recurrent aphtous stomatitis
Ingrown nail

Alopecia (diffuse or localized)
Furunculosis

Psoriasis

Lichen planus

Melasma

Herpes zoster

Solar keratosis

Pitriasis rosea

Vitiligo

Others

Number of patients
(n)
71
53
42
32
23
18
12
11
11

W w M~ 1 O O WO ©

el
w

3. Comparing patients with and without a psy-

chodermatologic disorder and controls;

TABLE 2: Comparison of patient- control and patients with highly and weakly psychosomatic groups according to indexes
of distress and symptom subdimensions.

Patients Controls

(n=348) (n=148)
mean + SD mean + SD
GSI 0.87 +0.58 0.71+0.54
PSDI 1.73£0.62 1.70 + 0.62
Somatization 0.88+0.76 0.59+0.59
Obssesive-compulsive 1.18£0.85 0.98 +0.83
Interpersonal sensitivity 0.98 £ 0.82 0.80£0.84
Depression 0.78 £0.74 0.66 + 0.69
Anxiety 0.84 £ 0.70 0.68 +0.71
Hostility 0.97 +0.76 0.80 +0.84
Phobic anxiety 0.51+0.59 0.49 £ 0.540
Paranoidthinking 1.09+0.78 0.90+0.72
Psychoticim 0.60 £ 0.62 0.52+0.54

P
Mann
Whitney
<0.001
0.468

< 0.001
0.03
0.02*
0.001*
0.001*
0.01*
0.891
0.010*
0.011*

H P
mean + SD
U (n=234)
* 0.92 £ 0.59
1.76 £ 0.62
* 0.91+£0.76
1.21+0.88
1.03£0.82
0.84 +£0.73
0.89+0.71
1.03£0.79
0.54 + 0.64
1.12+0.80
0.66 + 0.64

WP*+
mean + SD
(n=114)
0.79+0.54
1.67 £ 0.61
0.82+0.76
113+0.78
0.89 + 0.83
0.64 +0.75
0.75+ 0.68
0.87 +0.69
0.48 +0.43
1.02 £0.74
0.49 £ 0.57

=]
Mann
Whitney U
0.028*
0.100
0.245
0.557
0.46
0.001*
<0.001*
0.083
0.476
0.365
0.011*

HP: Highly psychosomatic, WP: Weakly psychosomatic, GSI: Global severity index, PSDI: Positive symptom disterss index.

SD: Standard deviation
*  Signifies statistically significant difference,
** Patients with psychodermatologic disorders are referred as ‘highly psychosomatic’,

*** Patients without psychodermatologic disorders are referred as “weekly” psychosomatic’.
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Evaluating these two patient groups and con-
trols, age was the first variable that is statistically
different among the groups. Weakly psychosoma-
tic group had a higher age than the rest (p= 0.021).

GSI points were statistically higher in highly
psychosomatic group (p< 0.001) and were different
than both weakly psychosomatic group and con-
trols.

PST points were statistically higher in highly
psychosomatic group than controls (p< 0.001) but
there was no significant difference between con-
trols and weakly psychosomatic group.

Somatization points were significantly lower
in controls than both patient groups (p< 0.001)
while obsessive-compulsive points were statisti-
cally higher in highly psychosomatic group (p=
0.005) than controls but not higher than weakly
psychosomatic group. Highly psychosomatic gro-
up had also significantly higher points on interper-
sonal sensitivity (p=0.001), hostility (p< 0.001) and
paranoid ideation (p= 0.003) comparing with con-
trols but not with weakly psychosomatic group.
Depression (p=0.001), anxiety (p< 0.001) and psy-
choticism (p= 0.011) points were statistically hig-
her only in highly psychosomatic group whereas

Fatma Giilru ERDOGAN et al

both weakly psycosomatic and control groups had
similar points.

4. Comparison of patients with distinct psy-
chodermatologic disorders;

Patients with acne, urticaria, idiopathic pruri-
tus and allergic eczema were compared within
themselves and all these patients belonged to
highly psychosomatic group. There was no statisti-
cal difference in any points among these groups.
Only age was lower in acne group (p< 0.001) com-
paring with the others.

5. Comparison of patients with distinct psy-
chodermatologic disorders, patients without psy-
chodermatologic disorders and controls;

Control group had statistically lower points on
GSI (p=0.01) and PST (p=0.003) than other groups
(Table 3).

Age was statistically lower in acne group (p<
0.001, data not on the table) than all other groups
while patients with idiopathic pruritus had signifi-
cantly higher age score (p< 0.001, data not on the
table) comparing with controls.

Somatization points were similar between
controls and patients with acne while both groups

TABLE 3: Comparison of patients with distinct psychodermatologic disorders, patients without
psychodermatologic disorders and controls.
Acne Urticaria Pruritus Weakly**
(n=72) (n=24) (n=42) Eczema Control group Psychosomatic
(mean = SD) (mean = SD) (mean = SD) (n=43) (mean = SD) (mean = SD)

GSI 0.90 £ 0.57 0.95+ 0.57 0.90+ 0.62 0.90+05 0.70 + 0.54" 0.78 + 0.54
PST 25.91+10.22 26.9+11.09 25.67 +10.93 25.7+0.6 20.76 + 10.93* 23.65 +10.42
Somatization 0.75+ 0.68 1.11+0.85* 1.07 £ 0.84" 0.90+0.7 0.59+0.59 0.81+0.76
Obssession compulsion 1.20+0.85 1.15+0.85 1.16+0.85 1.2+09 0,98 +0.83 1.12+0.77
Interpersonal sensitivity 0.96 +0.77 1.0£083 1.01£0.87 0.94+0.74 0.80+0.83 0.89 + 0.83
Depression 0.86 + 0.68" 0.87 + 0.67* 0.79+0.75 0.76 + 0.60 0.66 + 0.69 0.64 +0.75
Anxiety 0.83+0.71 0.90 + 0.67 0.96+0.76 0.85 + 0.67 0.67+ 0.7 0.74 £ 0.67
Hostility 1.06 +0.79 1.06 £0.92 0.91+0.80 1.011+0.73 0.80 +0.83 0.86 + 0.68
Phabic anxisty 0.52 + 0.66 0.56 +£0.43 0.58 +0.71 0.47 £ 0.54 0.48 + 0.54 0.43+0.47
Paranoid ideation 1.07 £ 0.66 1.13+0.78 1.13+0.89 1.12+0.83 0.9+0.71 1.02+0.73
Psychoticism 0.72+£0.62* 0.61+0.54 0.51+ 0.61 0.60+ 0.47 0.51+0.53 0.49 + 0.57

GSI: Global severity index, PST: Positive symptom total, SD: Standart deviation,

* Signifies the group(s) of patients representing statistical difference,

**Patients without psychodermatologic disorders are referred as “weekly” psychosomatic’.
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had statistically lower points than urticaria (Con-
trol-Urticaria p= 0.002) (acne-urticaria p= 0.049)
and idiopathic pruritus (control-pruritus p= 0.001)
(acne-pruritus p= 0.049) (Table 4).

Depression points were lowest in “weakly
psychosomatic” group but difference with con-
trols was not statistically significant. Patients with
acne had statistically higher depression points
comparing with controls (p= 0.011) and weakly
psychosomatic group (p= 0.004). Comparing with
weakly psychosomatic group, patients with urti-
caria had also higher depression points (p= 0.046)
(Table 4).

Anxiety points were similar between controls
and weakly psychosomatic groups whereas controls
had statistically lower points than patients with ac-
ne (p= 0.033), urticaria (p= 0.038), allergic eczema
(p=0.013) and idiopathic puritus (p= 0.003) (Table
4).

Control group had statistically lower hostility
points when compared with acne (p= 0.003) and
eczema (p=0.009) (Table 4).

Acne patients had statistically higher points on
psychoticism than controls (p= 0.013), idiopathic
pruritus (p=0.018) and weakly psychosomatic gro-
up (p=0.004) (Table 4).

I DISCUSSION

As an overall assessment, our results revealed statis-
tically higher GSI in dermatological patients which
indicates a higher level of “percieved” distress. Pa-
tients also had higher PST meaning their number
of symptoms are more than those in controls.

On the assessment of sub dimensions, we had
two subsets of results, first group showing a statis-
tical difference between all patients, including
“weakly and highly psychosomatic ones”, and con-
trols. The second subset of results showed a statis-
tical difference between “highly” psychosomatic
group and “weakly” psychosomatic group where
“weakly” psychosomatic group was statistically si-
milar to controls.

A. Results where “highly” and “weakly” psy-
chosomatic patients were statistically different
than controls;

134
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TABLE 4: List of significant statistical differences

between certain patient subgroups and/or control group.
Control group Urticaria p

Somatization 0.59+£0.59 1.07 £ 0.85 0.002
Acne Urticaria p

Somatization 0.75 + 0.68 1.07 £ 0.85 0.049
Control group Pruritus p

Somatization 0.59+£0.55 1.11+£0.84 0.001
Acne Pruritus p

Somatization 0.75+£0.68 1.11+£0.84 0.049
Acne Control group p

Depression 0.86 £ 0.68 0.66 = 0.69 0.011
Acne Weakly p

Depression 0.86+0.68 0.64 +0.75 0.004
Urticaria Weakly group p

Depression 0.87 £ 0.67 0.64 £ 0.75 0.046
Acne Control group p

Anxiety 0.83+0.71 0.167 £ 0.71 0.033
Urticaria Control group p

Anxiety 0.90 £ 0.67 0.167 £ 0.71 0.038
Eczema Control group p

Anxiety 0.85+0.67 0.167 £ 0.71 0.013
Pruritus Control group p

Anxiety 0.97 £ 0.76 0.167 £ 0.71 0.003
Acne Control group p

Hostility 1.06+0.8 0.80 + 0.84 0.003
Eczema Control group p

Hostility 1.011£0.73 0.80 = 0.84 0.009
Acne Control group p

Psychoticism 0.72£0.62 0.51£0.53 0.013
Acne Weakly group p

Psychoticism 0.72 £ 0.62 0.48 £ 0.57 0.004
Acne Pruritus p

Psychoticism 0.72 £ 0.62 0.51 + 0.61 0.018

Patients had significantly higher somatization
points except for “acne patients” comparing with
controls meaning that they might have distress ari-
sing from their “bodily dysfunction” or their der-
matologic disorder.

Patients also had statistically higher interper-
sonal sensitivity points which may be in favor of
“perceived” inferiority or inadequacy. They had
significantly higher hostility scores which may sug-
gest that they have an increased irritability and a
tendency for frequent arguments. They also recei-
ved statistically higher obsessive compulsive sco-

Turkiye Klinikleri ] Dermatol 2009;19(3)
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res, which signals at behaviour patterns such as do-
uble checking everything, difficulty in concentra-
ting and decision making. As a last item, patients
had significantly higher points on paranoid ideati-
on than controls which may show thay have suspi-
cious and central thoughts.

B. Results where “weakly” psychosomatic gro-
up was similar to controls and where they were
both statistically different than “highly” psychoso-
matic group;

For increased distress level in patients, one can
assume that being in a hospital environment may
be a contributing factor, however, patients in “we-
akly psychosomatic” group had lower GSI scores si-
milar to those of controls. Actually patients with
“highly psychosomatic” disorders seem to be res-
ponsible from the increased distress level in pati-
ents’ group.

PST is higher in “highly psychosomatic” group
in comparison to “weakly psychosomatic” and con-
trol groups, which means that patients with “highly
psychosomatic” disorders or psychodermatologic
diseases, had higher number of symptoms. There-
fore, distress level is lower and the number of
symptoms are less and statistically similar to con-
trols for patients in “weakly psychosomatic” group.

Points on depression, anxiety and psychoti-
cism were statistically higher in patients with
“highly psychosomatic” disorders or psychoderma-
tologic diseases, whereas controls and patients with
“weakly psychosomatic” disorders were similar.

PSDI levels were similar in controls and pati-
ents showing the intensity of symptoms were si-
milar in all groups or that dermatological patients
respond to distress as normal controls.

Acne and depression were found to be related
in many previous studies, which our study also
confirmed.!>!® Another point worth attention was
the results revealed by acne patients. First, patients
with acne had low somatization scores which was
similar to controls. This may show that in acne pa-
tients distress is not due to the perception of bodily
dysfunction or “acne” unlike in patients with urti-
caria and pruritus whose dermatologic diseases may
be the possible source of distress.

Turkiye Klinikleri ] Dermatol 2009;19(3)
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Depression, anxiety, hostility and psychoti-
cism scores were statistically higher in patients
with acne showing that acne patients represent a
special sub group displaying multiple psychologi-
cal symptoms.

Urticaria was shown to be related with dep-
ression, anxiety and general stress in previous stu-
dies as well as in our results.””'® We also detected
high points of somatization, depression and anxi-
ety in patients with urticaria. It was also suggested
that a stressor event within 6 months before the
onset of the cutaneous manifestations or a post tra-
umatic stress were usually present in urticaria ca-
ses, we evaluated general psychopathologies rather
than a specific event.!”18

Previous studies showed that acute and chro-
nic stress and post traumatic stress syndrome might
trigger or enhance pruritus.'®!® Although burn re-
lated pruritus was found to be anxiety related, pru-
ritus itself was found to be leading to agitation,
difficulty in concentration and anxiety as well.2%!
Our results confirmed high anxiety and somatiza-
tion points in patients with idiopathic pruritus, ho-
wever whether it is the reason or the result of
pruritus stays unanswered.

Although relation between aggressive fee-
lings and dermatitis has been defined long ago,
association between hostility and eczema has not
been recently investigated.?” Our results showed
high points of hostility and anxiety in patients
with eczema. Previous studies defined eczema as
a psychophysiologic disorder which is not di-
rectly connected to mind but that react to emoti-
onal states, such as stress.?> On the other hand,
hand eczema has been shown to be related with
anxiety, depression and even sexual dysfuncti-

on.%

As a result, BSI evaluation of dermatological
patients confirmed that patients had higher distress
levels than controls. On the other hand, having ca-
tegorized patients under “highly” and “weakly” psy-
chosomatic, we had results confirming that there
has been statistically significant and basic differen-
ces among these groups. Patients with “highly” psy-
chosomatic disorders on the other hand represented
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uniform results within themselves and no statisti-
cally significant difference was detected among pa-
tients with distinct diagnoses like acne, urticaria,
eczema or idiopathic pruritus except for age.

When compared, highly psychosomatic group
is statistically different from both weakly psycho-
somatic patients and controls in GSI, PST, depressi-
on, anxiety and psychoticism points. Therefore,
weakly psychosomatic patients and controls in fact
seem to be statistically similar in general distress le-
vels. Dermatologic diseases have been found to be
associated with certain psychopathologic findings.

This may lead to the assumption that not all
dermatological patients have high distress levels but
rather “certain” dermatological diseases seem to be
related with increased distress. This may or may not
be related with the chronicity of the disease.

On the other hand, highly and weakly psycho-
somatic groups were statistically similar to each ot-
her in terms of somatization, interpersonal
sensitivity, hostility, obsessive compulsive and pa-
ranoid ideation points and both groups were statis-
tically different than controls.

In previous studies, dermatology patients we-
re shown to have high psychological stress and
symptoms like somatization, anxiety and depressi-
on.”? According to our results only acne patients
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had statistically lower somatization points, where-
as anxiety and depression scores were statistically
higher only in “highly” psychosomatic group.

I CONCLUSION

All dermatologic patients, whether they have psy-
chodermatologic diseases or not, had higher points
of somatization, interpersonal sensitivity, hostility,
obsessive compulsive and paranoid ideation. Pati-
ents having a psychodermatologic disease, additio-
nally, had higher points on general distress,
depression, anxiety and psychoticism. Acne pati-
ents had high points on depression, anxiety, hosti-
lity and psychoticism, patients with urticaria had
high points of depression, anxiety and somatizati-
on, eczema patients had high points of anxiety and
hostility and patients with idiopathic pruritus had
high points of anxiety and somatization.

Evaluating distinct dermatologic patient sub-
groups gives better focus than evaluating all der-
matology patients together. There seems to be some
dermatologic conditions less likely to be related
with psychologic symptoms and there seems to be
certain psychopathologies related with certain der-
matologic diseases. Multidisciplinary treatment re-
gimens will increase the chance of successful
treatment outcomes in patients with psychoder-
matologic diseases.
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