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Psychosocial morbidity in skin disease

kin disease affects 23—33% of the

UK population at any one time,

rising to 54% over a 12-month

period (Schofield et al, 2009).

Up to 18% of consultations in
primary care concern dermatological issues
(Kerr et al, 2009). Despite the non-life-
threatening nature of many commonly
presenting skin disorders, they are often
associated with substantial morbidity and
can be ‘life-ruining’ (Koo and Lebwohl,
2001) because of their chronic or incurable
nature.

The psychological effects of skin disease
can not only distort the way individuals view
themselves but how they relate to others as
well. It can pervade many aspects of their
lives including work, relationships and even
influence what clothes they wear. Quality of
life can be profoundly affected by skin disease
and is comparable to the effects of other
chronic medical conditions such as heart
disease or cancer (Ahmed et al, 2013). This
burden of skin disease is often inadequately
recognized by health-care professionals, as
it can be multi-faceted and is not always
immediately apparent during a consultation.
This, in combination with health-care
professionals’ own perceived lack of skills in
exploring these issues, has led to inadequacies
in the provision of psychosocial support for
skin disease (Cordingley et al, 2012). As this
article highlights, addressing the psychosocial
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aspects of skin disease is essential in order to
provide holistic care for patients.

The psychosocial burden of skin disease
has implications that reach far beyond that of
the individual patient. It has both economic
and non-economic effects on society as
a whole (Basra and Shahrukh, 2009).
Economic ramifications include days lost
from work when a chronic skin condition
flares or even the inability to work at all.
This may be directly as a result of the skin
condition itself or as a result of associated
psychiatric comorbidities. Consideration
must also be given as to how to address the
lack of psychosocial support for patients with
skin disease in a health system that is already
stretched financially.

This article reviews the evidence regarding
the psychosocial morbidity of common skin
conditions such as psoriasis, eczema, acne
and skin cancers. It will equip the reader
with a better understanding of these often
complex issues and help them to identify
significant comorbidity in their patients with
skin disease.

Challenges

Health-care practitioners struggle to
recognize and acknowledge the complex
physical, psychological and social challenges
faced by patients with skin conditions
including psoriasis (Nelson et al, 2013).
This may be influenced by numerous factors
including lack of appropriate training, fear of
not being able to manage a patient’s emotions
and insufficient consultation time. In some
skin conditions patients can have difficulties
identifying and describing their own feelings,
also known as ‘alexithymia’. These factors can
make it challenging to identify psychosocial
morbidity in patients with skin and disease,
which is where quality of life tools can be of
some assistance.

Quality of life tools

Quality of life is a complex concept to
define but has previously been described
as ‘the difference, or the gap, at a particular
time between the hopes and expectations

of the individual and that individual’s
present experiences’. A common method of
understanding and quantifying psychosocial
issues in skin disease is through quality of life
assessment tools (Ahmed et al, 2013). These
are useful tools which come in the form of
questionnaires to help assess different aspects
of disease but also measure progress with
treatment and guide further management.
Key quality of life domains for patients
with dermatological conditions include the
following:

Symptoms and diagnosis

Treatment

Self-esteem and psychological health
Life-changing decisions and work
Social, sexual and leisure activities
Physical functioning

Family relationships

Sleep disturbance and schooling

Ethnic and cultural issues

Environmental issues (Ahmed et al,
2013).
General dermatology scales such as the
Dermartology Life Quality Index (Finlay and
Coles, 1995) can be used for a variety of skin
complaints. Other quality of life scales are
more disease specific such as the Assessment
of Psychological and Social Effects of Acne,
used for acne sufferers. These tools provide
a brief snapshot into a patient’s life which
can provide invaluable information for
the treating clinician. For example, the
Dermatology Life Quality Index looks at
various aspects of the patient’s life over the
previous week and how the current skin
condition has impacted on it. Dermatology
Life Quality Index scores can help chart a
patient’s journey from initial presentation
through to assessing response to various
treatments. However, they are unable to
consider the long-term implications of
chronic diseases so temporal measurements
which assess quality of life over time, such
as quality of life years, should be calculated
in order to gauge the reduction in a patient’s
health utility over his/her entire life.
Additional limitations are that these
tools provide no scope for patients to
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express alternative concerns outside of
the scoring framework. Individuals may
encounter difficulties with the forms as
a result of language barriers or illiteracy.
These tools are a helpful addition to face-
to-face exploration of the psychosocial
effects of skin disease but are in no way a
replacement. Manifestations of psychosocial
morbidity can also vary according to the type
of skin disease experienced and this article
looks in particular at psoriasis, eczema, acne
and skin cancers as common dermatological
presentations.

Specific conditions

Psoriasis

Psoriasis is a chronic, incurable, inflammatory
condition affecting approximately 2% of the
UK population. As the onset largely occurs
in people under the age of 40 years, sufferers
are likely to live with the condition for the
majority of their adult life. Individuals can
experience severe stress and distress living
with psoriasis, commonly reporting the most
troubling symptoms as itching, bleeding,
flaking and cosmetic disfigurement (Figures
1 and 2). Unfortunately the stress that these
symptoms induce can act as an aggravator to
the disease itself and exacerbate the problem,
feeding a repetitive cycle (Griffiths and
Barker, 2010). Psychological distress, in the
form of excessive worrying, has a significant
and negative impact on treatment outcomes
in patients with psoriasis. Patients who were
categorized as having high levels of worry
were 1.8 times slower to clear their psoriasis
with photochemotherapy compared with
those considered to have low levels of worry
(Fortune et al, 2003).

Health burdens for individuals affected
by psoriasis can be broadly categorized into
perceived quality of life, mental health,
effects on relationships, financial effects,
personal and societal. Five common themes
of stigma have been identified in patients
with psoriasis, all of which may have a
bearing on a patient’s mental health and
social functioning. These are:

1. Anticipation of rejection

2. Feelings of being flawed

3. Sensitivity to the attitudes of society

4. Guilt and shame

5. Secretiveness.

Often these patients will attempt to hide their
disease by wearing seasonally inappropriate
clothing and avoiding scenarios where skin
exposure is necessary, such as swimming,

What You Need To Know About IS

Figure 1. Psoriasis affecting the chest of a
young woman.

sports and commonly even sexual relations
(All Party Parliamentary Group on Skin,
2013).

These actions can be part of a maladaptive
schema which is more common in individuals
with psoriasis than in the general population
and has been termed ‘avoidance coping’.
These schemas are ‘ingrained cognitive
and emotional patterns’ that contribute to
a person’s self-image and are built up over
time by memories and repetitive behaviours.
These maladaptive schemas can be deep
seated and include emotional deprivation,
social isolation, defectiveness, vulnerability to
harm, subjugation and emotional inhibition
(Mizara et al, 2012).

Kleyn et al (2009) found that a small
cohort of male patients with psoriasis had
a diminished response to disgusted facial
expressions in others. This was demonstrated
by significantly smaller signal responses
(P<0.005) in the bilateral insular cortex on
function magnetic resonance imaging. They
hypothesized that this response developed
as a coping mechanism to protect those
individuals
responses by blocking the processing of these
expressions (Kleyn et al, 2009). Individuals
with psoriasis can exhibit alexithymia,
the inability to identify and describe their
own emotions. This has been found to
have little correlation to the extent of the
disease (Richards et al, 2005) and can make
identifying psychosocial morbidity in this

from stressful emotional

cohort even more of a challenge.

The personal cost in terms of time
and money can also be very significant
for patients. This includes purchasing
and applying emollients as well as the
time taken to attend treatments such as

Figure 2. Hyperkeratotic psoriasis affecting the
lower back and natal cleft.

phototherapy. Individuals commonly
report inconvenience, discomfort and
ineffectiveness of their treatment regimens.
Frequent voiced concerns are those regarding
perceived lack of control over the illness and
belief that there are no effective treatments.
This can result in dissatisfaction with the
health service, leading to disengagement
and inadequate management (Cordingley
etal, 2012).

Up to 35% of patients with psoriasis have
substantially altered careers as a result of their
illness (Finlay and Coles, 1995) and patients
most affected by their psoriasis were more
likely to have lower incomes and less likely to
be in full-time employment than those with
milder disease (Gelfand et al, 2004). Patients
with psoriasis have an increased likelihood
of divorce (Nelson et al, 2013) and a much
higher likelihood of smoking and drinking
excess alcohol, although the direction of
causation is not clear-cut (Behnam et al,
2005).

Complicating things further, there are
multiple comorbidities in psoriasis: psoriatic
arthritis, metabolic syndrome, heart disease
and hypertension (Cordingley et al, 2012).
Each may compound the effects of the
disease on a patient’s functioning, both
physically and socially — quality of life has
been found to be just as profoundly affected
in psoriasis as in other chronic diseases such
as cancer, arthritis, hypertension, heart
disease, diabetes and depression, when
measured with disease-specific and generic
tools (Rapp et al, 1999).

However, it has been demonstrated that
effective treatment of a patient’s psoriasis
can improve his/her overall psychological
wellbeing. A cognitive—behavioural symptom
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€ 6 The impact of acne can extend to family relations
causing emotional stress, worry and frustration,
particularly the impact of the attitudes of society. 99

management programme as an adjunct in
psoriasis therapy has been shown to result
in a greater reduction in the amount of skin
involvement in addition to reduced anxiety,
depression, psoriasis-related stress and
disability (Fortune etal, 2002), highlighting
the importance of a holistic approach to
these patients.

Atopic dermatitis

Atopic dermatitis (eczema) is an inflammatory
condition causing dry and sensitive skin. This
is most prevalent in childhood but can persist
into adulthood (Figure 3). It is frequently
associated with other atopic disorders such
as asthma and allergic rhinitis and there is
often a family history (Leung et al, 2004). It
is a highly prevalent condition constituting
up to 3% of primary care consultations and
15% of all skin-related consultations (Kerr
et al, 2009).

Childhood atopic dermatitis has a
significant impact on both the patient’s
and the family’s quality of life. In infancy
damage to the skin alters sensation and
as a result impacts on sensory perception
and communication, also affecting child
to parent bonding through skin to skin
contact (Koblenzer, 1996). The unremitting
pruritus of the disease can lead to many
sleepless nights for both the child and family,
consequently affecting school performance,
emotional wellbeing and social functioning
(Beattie and Lewis-Jones, 2006). The effects
of poor sleep for the parents can extend to

the whole family, causing added household
tensions, with anger, guilt and frustration as
commonly reported emotions (Lawson et al,
1998).

Young children who were embarrassed
by their eczema were found to be at high
risk of social isolation, low self esteem and
depression (Lewis-Jones and Finlay, 1995).
Atopic dermatitis has a greater impact on
quality of life than many other chronic
childhood disorders, with only cerebral palsy
scoring higher on generic quality of life tools
(Beattie and Lewis-Jones, 20006).

Eczema that persists to late adolescence
is associated with increased likelihood of
suicidal ideation and mental health problems
(Halvorsen et al, 2014). Additionally,
dermatitis has a financial burden in adults
through loss of productivity and expenditures
on emollients and treatments. Many adult
patients report concerns over attractiveness
and ability to form personal relationships
because of the disease (Graham-Brown,

1996).

Acne vulgaris

Acne is a common inflammatory dermatosis
affecting the pilosebaceous unit (Figure 4).
It is estimated that acne affects up to 80%
of young adults aged 11-30years (Leyden,
1997). Acne has been seen as a trivial
disease despite significant psychosocial
effects including depression and suicidal
ideation (Halvorsen et al, 2014), anxiety,
obsessive tendencies, problems with self-

Figure 3. Lichenified and excoriated eczema affecting the posterior neck.

esteem, body image and confidence, shame,
embarrassment and social inhibition (Tan,
2004). The impact of acne can extend to
family relations causing emotional stress,
worry and frustration, particularly the
impact of the attitudes of society (Basra and
Finlay, 2007).

The psychosocial effects of acne are
particularly profound because of its
manifestation on the face, an important
focus of body image, during vulnerable
adolescence. During this period of life patients
are trying to develop their personalities and
social worlds. The effects of such a disease
are alterations in self-image and assertiveness,
which can have long-term effects on their
social functioning. Older patients also report
significant psychosocial effects of the disease,
largely revolving around the consequences of
cosmetic disfigurement (Lasek and Chren,
1998). The propensity for acne to scar is an
important factor to consider in management
of the active disease; young men with residual
scarring are at high risk of depression and
suicide (Cotterill and Cunliffe, 1997). Body
image disorders are common in patients with
acne and can lead to mental health problems
even in patients with mild-moderate non-
cystic acne. Therefore, care must be taken
in determining the patient’s psychological
wellbeing and particular attention paid if
potentially mood-altering management
options, such as isotretinoin (Strahan and
Raimer, 20006), are used.

Skin cancer

Skin cancer is a significant and increasing
cause of mortality in dermatology, with nearly
2000 deaths from malignant melanoma
reported in the UK in 2005; almost 50% of
all deaths from skin disease. Roughly 10%

Figure 4. Facial ice pick scarring secondary to
severe acne vulgaris.
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Figure 5. A large basal cell carcinoma affecting
the left mandibular area.

of deaths from skin cancer in 2005 were in
patients under the age of 40 years (Schofield
etal, 2009). The most common types of skin
cancer are malignant melanoma (incidence
of 21 per 100 000) and non-melanoma skin
cancer which includes basal cell carcinoma
(Figure 5) and squamous cell carcinoma.
The literature has extensively reported on
the psychosocial burden of cancer and the
presence of distress, mental health effects
and financial repercussions in both sufferers
and those in remission, but the impact of
skin cancers specifically has received less
attention.

The life-threatening nature of malignant
melanoma has been found to have a
traumatic impact on patients, causing
shock, panic and challenging perceptions of
their future. In some cases patients develop
post-traumatic stress symptoms such as
avoidance and intrusive preoccupations like
nightmares, even in non-metastatic disease.
There is a role for post-traumatic symptom
questionnaires, such as the Impact of Events
Scale, alongside more generic anxiety and
depression scales (Kelly et al, 1995). As well
as the emotional distress and stress reported
in 30% of patients, melanoma can result in
multiple problems including disfigurement,
treatment challenges, pain, alteration of
personal role and independence as well as
relationship tensions, particularly where
a family member or partner takes on the
role of caregiver (Tan et al, 2014). These
problems can extend into survivorship and
have a far-reaching grief impact on family
and friends. Among caregivers 20-30% also
display clinical levels of psychological distress
(Tan et al, 2014).

What You Need To Know About IS

Despite the

nature of non-melanoma skin cancer, the

non-life-threatening

psychosocial burden and emotional impact
can be substantial. The majority of these
skin cancers (80%) are found on the face
and other sun-exposed sites which are
difficult to conceal. Scars from surgery can
persist and influence body image negatively,
particularly when treatments such as flaps
and grafts can cause a greater disfigurement
than the original lesion. Scars can result
in psychological sequelae including loss of
self-esteem, stigmatization, disruption to
daily activity and depression (Bayat et al,
2003). Facial scars have been found to cause
socially phobic and agoraphobic behaviours
(Rumsey and Harcourt, 2004). It is therefore
essential that patients are preoperatively
counselled regarding the size of the scar that
will remain after surgery and other possible
complications.

Conclusions

Significant psychosocial morbidity is
commonly associated with many skin
diseases. It can manifest in a variety of
ways depending on the individual and the
diagnosis. Until recently this aspect of skin
disease has been largely underestimated
and ignored in favour of treating the
‘visible’ problem. As clinicians providing
holistic care doctors should acknowledge
the psychosocial impact of skin problems
in their consultations whether in primary
or secondary care. In order to do this
effectively health-care professionals involved
in the management of skin disease should
have appropriate training to enable them to
identify and respond to the psychological
needs of patients.

Further research is also needed into the
poorly understood and complex relationship
between psychology and skin disease,
specifically how skin disease impacts on
behaviours, adherence to treatments and
engagement with health services. Doctors
should also be striving to develop more
comprehensive and specific enquiry tools to
objectively describe psychological wellbeing
in patients. BJHM
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