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Psychiatric disorders are frequent among patients with skin facilitate the identi® cation of patients with psychiatric dis-

orders. A few studies have reported that easily detectablediseases. We aimed at identifying factors associated with psychi-

atric morbidity in dermatological outpatients. All adults factors, such as female gender (4), presence of extensive lesions

on exposed parts of the body (1), widowhood (4), andattending the outpatient clinics of a dermatological hospital on

predetermined days were given the 12-item General Health diagnosis of eczema (1), psoriasis (1), pruritus (4), urticaria

(4), acne (1, 4) and alopecia (1, 4, 6, 7), are associated withQuestionnaire. The dermatologists indicated the diagnosis and

location of skin lesions and rated the disease severity. A total increased prevalence of psychiatric morbidity. However, these

® ndings need further con® rmation, since not all these studiesof 1389 patients were asked to take part in the study. Of the

722 who accepted, 389 had a complete set of data and were were performed on large samples and used multivariate

statistical techniques.included in the analysis. To verify the representativeness of

our sample, we used the administrative registries to compare The present study was performed on a large sample of

dermatologicaloutpatients with a wide variety of skin diseases,participants with the total population of patients who attended

the clinics during the same period, and we examined the distribu- and multivariate statistics were used to identify which variables

of easy clinical detection are associated with the presence oftion of missing data. There was a tendency towards a younger

age in the sample studied, but no evidence of substantial selection psychiatric disorders. The study is part of a larger research

project on satisfaction with care, quality of life and psycho-bias. The prevalence of psychiatric morbidity was 20.6%. We

found higher probability of psychiatric disorders in women, logical well-being of dermatological patients.

controlling for age, clinical severity and localization of lesions.

In women, but not in men, the prevalence of psychiatricmorbidity
SUBJECTS AND METHODSwas higher in patients with lesions on the face or hands. Given

that the identi® cation and appropriate management of psychiat-
The study was carried out during the period January± March 2000 at

ric morbidity are important, it seems that the dermatologist the outpatient clinics of the Istituto Dermopatico dell’Immacolata
should be particularly alert to the possibility of a concurrent (IDI-IRCCS), a large dermatological institute located in Rome. This

institution has the entire population of Rome and province as its mainpsychiatric disorder in women with lesions on the face or hands.
catchment population (approximately 3,800,000 people, of whichKey words: body image; GHQ-12; psychosomatic medicine.
3,200,000 are aged 18 or above). In addition, a number of patients
are referred to IDI-IRCCS from other regions, mainly from central(Accepted September 10, 2001.)
and southern Italy. In more than 80% of cases, the referral is made
by the patient’s general practitioner.
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The study protocol was approved by the institutional committee

for ethics. All patients of Italian nationality aged 18 years or older
Angelo Picardi, Clinical Epidemiology Unit, Dermatological who were present in waiting rooms of the dermatological outpatient
Institute IDI-IRCCS, Via dei Monti di Creta, 104, IT-00167 clinics between 8.00 a.m. and 10.00 a.m. were contacted by three

research assistants who explained the study and asked them toRome, Italy. E-mail: a.picardi@idi.it
participate. All patients who accepted were invited to sign an informed
consent form, to complete the research questionnaire before being
visited, and to return it to the dermatologist during the visit.

The presence of a psychiatric disorder is fairly frequent among Throughout the morning, the research assistants remained in the
waiting rooms to provide further information and assistance inpatients with skin diseases. Epidemiological studies have
answering the questionnaire, if this was needed.reported prevalence estimates of psychiatric morbidity in der-

The questionnaire included various instruments, among which was
matological outpatients ranging from 25% to 43% (1 ± 4).

a small section on sociodemographic variables, and the Italian version
Recently, attentionhas been drawn to the necessity of recogniz- of the 12-item General Health Questionnaire (GHQ-12). The GHQ-12

is a self-administered questionnaire designed to detect current non-ing this issue and to take appropriate measures (5).
psychotic psychiatric disorders in general practice settings and in theEstimating the magnitude of the problem is important, but
community. The Italian version of the questionnaire has been showneven more important would be to identify factors associated
to be valid and reliable (8± 10).

with a higher risk of psychiatric morbidity. Although no factor The dermatologists were asked to indicate the diagnosis and the
can be expected to be constantly and invariably associated location of skin lesions. They were also requested to rate the severity

of the disease on a ® ve-point score, answering the following question:with the presence of a psychiatric disorder, there may be some
`̀ In your experience, among all patients you have seen with thisfactors that could alert the clinician to a higher risk of
condition, how severe is this patient’s condition?’’ The possible

psychiatric morbidity in a given patient. Knowledge of such
responses were `̀ very mild’ ’ (1), `̀ mild’ ’ (2), `̀ moderate’’ (3), `̀ severe’’

factors, and especially of those that can readily be seen by the (4) and `̀ most severe’’ (5). Questionnaires were then collected by the
research assistants at the end of the morning.dermatologist during a routine clinical examination, might
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Data were entered in an electronic database. GHQ-12 scores were Table I. Sociodemographic and clinical characteristics of the
computed by collapsing adjacent responses to obtain a dichotomous patients
scoring (0-0-1-1). Frequency distributions, cross-tabulations, strati® ed
analyses and multiple logistic regression analyses were performed with

Age range n %
the statistical package SPSS, version 8.0 for Windows (11). Con® dence

<30 168 43.2
intervals for prevalence estimates were computed with the Epi-Info

30± 39 103 26.5software (12).
40± 49 41 10.5

50± 59 31 8.0

µ60 46 11.8RESULTS
Sex

Male 152 39.1A total of 1389 patients were asked to take part in the study,
Female 237 60.9and 722 accepted participation. The administrative registries

Marital statuswere used to compare participants with the total population
Unmarried 219 56.3of patients attending the outpatient clinics during the same
Married 134 34.4period. The proportion of residents in the province of Rome
Separated or divorced 17 4.4

and the male/female ratio were similar in the two groups. The
Widower or widow 8 2.1

only diŒerence we found was a tendency toward a younger
Missing information 11 2.8

age in participants. Education
The dermatologists speci® ed the diagnosis for 625 particip- 0± 5 years 14 3.6

ants, rated the severity of skin condition in 593 cases, and 8 years 55 14.1

High school 207 53.2registered the location of skin lesions in 420 cases. The vast
University 105 27.0majority of patients completed the GHQ-12, and only 47
Missing information 8 2.1subjects did not answer all items. Patients who had not been

Diagnosisrated for clinical severity did not diŒer from the other patients
Acne 73 18.8with regard to gender, age, educational level, marital status or
Alopecia androgenetica 9 2.3

mean GHQ-12 score. Also, patients for whom the location of
Alopecia areata 9 2.3

skin lesions had not been registered were not signi® cantly
Alopecia, unspeci® ed 5 1.3

diŒerent from other patients with regard to gender, age, Balanitis 2 0.5
educational level, marital status, clinical severity or mean Keratosis 11 2.8
GHQ-12 score. A comparison of subjects who completed the Various forms of dermatitis 111 28.5

Changes in pigmentation 5 1.3GHQ-12 and subjects who returned it blank or incomplete
Bacterial infections 7 1.8showed no signi® cant diŒerences regarding gender, marital
Warts and other viral infections 19 4.9status and severity of the skin condition. However, respondents
Lichen 3 0.8were younger and tended to be more educated.
Mycosis 16 4.1For the analysis, we decided to retain only subjects with
Benign skin neoplasms 9 2.3

a complete set of data. The analysis was therefore carried
Naevi 27 6.9

out on a total of 389 patients (54% of all patients initially
Nail disorders 4 1.0

enrolled in the study), whose sociodemographic and clinical Urticaria 6 1.5
characteristics are summarized in Table I. Pruritus 5 1.3

The recommended threshold score for case identi® cation Psoriasis 20 5.1

Skin tumours 3 0.8with the GHQ-12 is usually 3 or more (8, 9). However, given
Vitiligo 3 0.8the lack of a second-phase con® rmatory assessment with a
Miscellaneous 42 10.8structured clinical interview, we decided to adopt a more

stringent criterion for psychiatric case identi® cation. We there-

fore selected 5 or more as the cut-oŒthreshold. The results of

an Italian study, performed in a general practice setting, Data on variables other than diagnosis possibly associated

with psychiatric morbidity were examined by univariate ana-suggest that this cut-oŒthreshold increases positive predictive

value as much as possible, while still retaining an acceptable lysis. The prevalence of psychiatric disorders was found to be

much higher among women (24.5%, with a 95% CI oflevel of sensitivity (10). A total of 135 patients scored above

the selected threshold on the GHQ-12, yielding a prevalence 19.2% ± 30.5%) than among men (14.5%, with a 95% CI of

9.5% ± 21.3%) (x2 5 5.07, df 5 1, p 5 0.02). Psychiatric morbidityestimate of psychiatric morbidity of 20.6%, with a 95% con® d-

ence interval (CI ) of 16.7% ± 25.0%. The prevalence of psychiat- was also found to be higher in patients with lesions localized

on the face or hands (22.9%, with a 95% CI of 17.6% ± 29.2%),ric morbidity among patients with a skin disease aŒecting at

least ® ve individuals in our sample is reported in Table II. as compared to patients without lesions on these parts of the

body (17.7%, with a 95% CI of 12.5% ± 24.4%). This diŒerenceSubstantial diŒerences in the prevalence of psychiatric morbid-

ity were observed among the various skin conditions, with between patients with lesions on exposed parts of the body

and patients without such lesions appears substantial, despitehigh prevalence rates (>20%) in patients with acne, psoriasis,

vitiligo and other changes in pigmentation, pruritus and not reaching statistical signi® cance in univariate analysis. The

dermatologist’s rating of the severity of skin condition wasvarious forms of dermatitis. However, the large majority of

diagnostic groups in our sample consisted of only a few dichotomized, with scores of 1 (very mild) and 2 (mild) being

coded as `mild’ and scores of 3 (moderate), 4 (severe) and 5patients, a situation which limits the precision of these preval-

ence estimates and does not allow us to make meaningful (most severe) being coded as `moderate to severe’. Although

the diŒerence between the two groups failed to reach statisticalcomparisons between groups.
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Table II. Prevalence of psychiatric morbidity among diagnostic
categories

Psychiatric cases as

identi® ed by the

Diagnostic category GHQ-12 (%)

Benign skin neoplasms 0

Naevi 18.5

Keratosis 0

Warts and other viral infections 15.8

Bacterial infections 14.3

Fungal infections 6.3

Changes in pigmentation including vitiligo 37.5

Psoriasis 25

Acne 21.9

Alopecia 17.4

Urticaria 16.7

Various forms of dermatitis 24.3

Pruritus 20 Present
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signi® cance, a higher prevalence of psychiatric morbidity with
Fig. 1. Prevalence (and 95% con® dence interval) of psychiatric mor-

increasing clinical severity was noted: the prevalence of psychi- bidity, by gender and presence/absence of skin lesions on face and/or
atric morbidity was 18.0% (95% CI 12.7% ± 24.8%) in the ® rst hands. 5 females; ] 5 males.
group of patients, and 22.6% (95% CI 17.3% ± 28.8%) in the

second group. No substantial eŒect of age, marital status or

educational level on the prevalence of psychiatric morbidity patients with acne, alopecia and naevi, in order to examine

whether diŒerences in diagnosis between men and womenwas observed.

Subsequently, in order to examine in more depth the rela- might have accounted for the diŒerent in¯ uence of the localiz-

ation of lesions on psychiatric morbidity. The results suggesttionship between psychiatric morbidity and the variables that

emerged in univariate analysis as possibly associated with its that a confounding eŒect of diagnosis is unlikely, since in the

remaining 266 patients the prevalence of psychiatric disorderspresence, controlling also for age, we performed a multiple

logistic regression analysis. The detection of a psychiatric was still smaller in men with lesions localized on the face or

hands (9.1%) than in men with lesions on other parts of thedisorder by the GHQ-12 was de® ned as the dependent variable.

Age, gender, clinical severity and localization of lesions on the body (17.8%), whereas in women the presence of skin lesions

localized on the face or the hands still implied a high increaseface or hands were entered in the model as independent

variables. Only being female was found to be signi® cantly in the prevalence of psychiatric disorders (from 16.9% to

33.3%).( p 5 0.02, Wald test) associated with psychiatric morbidity,

with an odds ratio of 1.94 (95% CI 1.11± 3.38).

Prompted by this ® nding, we examined, separately in men
DISCUSSION

and women, the eŒect of clinical severity and of localization

of the lesions. The eŒect of clinical severity on the prevalence This study con® rmed that psychiatric disorders are frequent

among dermatological outpatients (1± 4, 13, 14). Of our sub-of psychiatric morbidity was similar in both genders. With

greater clinical severity, the prevalence of psychiatric disorders jects, 20.6% were identi® ed as having signi® cant psychiatric

morbidity, an estimate that appears reliable since the sampleincreased from 10.2% to 17.2% in men and from 22.1% to

26.6% in women. Notably, the eŒect of localization of lesions was fairly large and included a wide variety of skin diseases.

This prevalence estimate is about twofold compared to one-on exposed parts of the body was much greater in female

patients than in male patients (Fig. 1). In men, the prevalence month or point prevalence estimates of psychiatric disorders

in Western countries (15, 16), a diŒerence that can be explainedof psychiatric disorders was even less in patients with lesions

localized on the face or hands (11.8%) compared to patients only in small part by the higher female/male ratio in our

sample with respect to community samples.with lesions on other parts of the body (16.7%), whereas in

women the presence of skin lesions localized on the face or Of course, the majority of patients identi® ed as `̀ psychiatric

cases’’ by the GHQ-12 are not grossly ill in terms of psycho-hands implied a very large increase in the prevalence of

psychiatric disorders (from 18.7% to 28.1%). pathology. Conceivably, most of them suŒer from a depressive

disorder or an anxiety disorder, while some would not receiveThe interaction between gender and localization of skin

lesions was tested by adding it to the logistic model described a formal psychiatric diagnosis despite experiencing substantial

psychological distress.above, with a borderline signi® cant result ( p 5 0.10). A further

analysis was performed to control for a possible confounding The administration of a structured psychiatric interview

would have enabled us to con® rm the presence of a psychiatriceŒect of diagnosis. In three diagnostic groups, namely acne,

alopecia and naevi, the percentage of female patients (82%, disorder and to make a detailed psychiatric diagnosis in each

subject. Unfortunately,the administrationof such an interview30% and 78%, respectively) was substantially diŒerent from

that expected given the gender distribution of the whole in patients scoring high on the GHQ-12 was not feasible

because of the very busy clinical routine of the clinics. In anysample. We therefore repeated the analysis after excluding

Acta Derm Venereol 81



Psychiatric morbidity in women with skin lesions 413

case, the high cut-oŒthreshold selected for the GHQ-12 should detecting psychiatric disorders and choosing the appropriate

course of action.have yielded a conservative estimate of the prevalence of

While some patients with a psychiatric condition can bepsychiatric morbidity. Also, in another study of dermatological

successfully treated by the dermatologist, for others the referralpatients there was only a modest diŒerence between the GHQ
to a mental health professional is preferable. In this regard,and a structured psychiatric interview with regard to their
given that the referral to a liaison psychiatrist seems to beability to detect psychiatric cases and to distinguish cases from
bene® cial in many patients (27), it is advisable that dermatolo-non-cases (17).
gical institutions identify pathways of care and referral to aAdmittedly, psychiatric morbidity might be over-estimated
consultant psychiatrist or clinical psychologist (5).in patients actively seeking care. Not all subjects were new to

the outpatient clinic, and it is well known that chronic patients

are more prone to depression. However, the patients we ACKNOWLEDGEMENTS
studied are representative of the situation that dermatologists

We thank Elisabetta Agostini, Simone Bolli and Valentina Salvatori,actually face in their everyday practice. This issue has to be
all of whom assisted in the data collection; Luciano Sobrino of the

recognized if we are to improve skin disease management (5)
hospital information system who provided administrative data; and

and, ultimately, health outcome. all employees and dermatologists of the hospital whose kind collabora-
The cross-sectional design of our study does not allow tion made the study possible. The study was ® nancially supported in

causal inferences to be drawn. However, it is adequate for part by the `̀ Progetto Ricerca Corrente 2000’’ of the Italian Ministry

of Health. Competing interests: none.detecting associations, and we have identi® ed some easily

noticeable variables associated with an increased frequency of

psychiatric disorders in dermatological outpatients. REFERENCES
The main ® nding is the association between psychiatric

1. Hughes JE, Barraclough BM, Hamblin LG, White JE. Psychiatricmorbidity and the presence of lesions on the face or hands in
symptoms in dermatology patients. Br J Psychiatry 1983; 143:

female patients. Other investigators reported an association
1± 54.

between psychiatric morbidity and the presence of lesions on
2. Wessely SC, Lewis GH. The classi® cation of psychiatric morbidity

exposed body parts (1). Regrettably, in our previous study of in attenders at a dermatology clinic. Br J Psychiatry 1989;
psychiatric disorders among dermatologicaloutpatients (4) we 155: 686± 691.
did not collect information about the localization of skin 3. Aktan S, Ozmen E, Sanli B. Psychiatric disorders in patients

attending a dermatology outpatient clinic. Dermatology 1998;lesions. The increased psychological vulnerability of female
197: 230± 234.patients might be related to a higher impact on self-esteem of

4. Picardi A, Abeni D, Melchi CF, Puddu P, Pasquini P. Psychiatricchanges in body image among women compared to men. This
morbidity in dermatological outpatients: an issue to be recognized.interpretation is corroborated by recent studies pointing out
Br J Dermatol 2000; 143: 983± 991.

that women are more invested in appearance (18) and less
5. Millard L. Dermatological practice and psychiatry. Br J Dermatol

satis® ed with their body image (19± 21) compared to men. 2000; 143: 920± 921.
Our ® nding of increased prevalence of psychiatric disorders 6. ColoÂ n EA, Popkin MK, Callies AL, Dessert NJ, Hordinsky MK.

in patients with acne, psoriasis and vitiligo is consistent with Lifetime prevalence of psychiatric disorders in patients with

alopecia areata. Compr Psychiatry 1991; 32: 245± 251.previous studies (1, 4, 22± 24). However, the small proportion
7. Koo JY, Shellow WV, Hallman CP, Edwards JE. Alopecia areataof many skin diseases in our sample probably reduces the

and increased prevalence of psychiatric disorders. Int J Dermatoldetection of associationsbetween speci® c diagnosesand psychi-
1994; 33: 849± 850.atric morbidity. Other studies have shown that psychiatric

8. Bellantuono C, Fiorio R, Zanotelli R, Tansella M. Psychiatric
disorders are also frequent among patients with alopecia (1,

screening in general practice in Italy. A validity study of the
4, 6, 25), and among subjects coming for a dermatological

GHQ. Soc Psychiatry 1987; 23: 113± 117.
visit in the absence of objective clinical signs of skin disease 9. Lattanzi M, Galvan U, Rizzetto A, Gavioli I, Zimmermann-
(2, 4). Tansella C. Estimating psychiatric morbidity in the community.

The ® nding of a higher prevalence of psychiatric disorders Standardization of the Italian versions of GHQ and CIS. Soc

Psychiatry Psychiatr Epidemiol 1988; 23: 267± 272.in women than in men is consistent with previous ® ndings (4)
10. Piccinelli M, Biso� G, Bon MG, Cunico L, Tansella M. Validityand also with the common notion that in the general popula-

and test± retest reliability of the Italian version of the 12-itemtion depressive disorders and anxiety disorders are more
General Health Questionnaire in general practice: a comparison

frequent in women than in men (26).
between three scoring methods. Compr Psychiatry 1993; 34:

In conclusion, this study has drawn further attention to the
198± 205.

common presence of psychiatric disorders in dermatological 11. Norusis MJ. SPSS for windows professional and advanced statist-
outpatient settings. Such disorders are not always detected ics, release 8.0. Chicago: SPSS Inc., 1998.
(2); they are the cause of substantial suŒering; and they might 12. Dean AG, Dean JA, Coulombier D, Brendel KA, Smith DC,

Burton AH, et al. Epi Info, Version 6: A Word-Processing,in¯ uence the course of the skin disease and the outcome of
Database, and Statistics Program for Public Health on IBM-treatment. Their identi® cation and appropriate management
compatible Microcomputers. Atlanta: Centers for Disease Controlis therefore particularly important. Dermatologists should be
and Prevention, 1995.alert to the possibility of a concurrent psychiatric disorder in

13. Attah Johnson FY, Mostaghimi H. Co-morbidity between derma-
female patients with lesions on the face or the hands.

tologic diseases and psychiatric disorders in Papua New Guinea.
A questionnaire of easy administration and scoring, such as Int J Dermatol 1995; 34: 244± 248.

the GHQ-12, might help increase identi® cation of psychiatric 14. Carney O, Ross E, Bunker C, Ikkos G, Mindel A. A prospective
disorders. Alternatively, dermatologists can be put on short study of the psychological impact on patients with a ® rst episode

of genital herpes. Genitourin Med 1994; 70: 40± 45.training programmes aimed at increasing their skills in

Acta Derm Venereol 81



414 A. Picardi et al.

15. Hodiamont P, Peer N, Syben N. Epidemiological aspects of 22. Kent G, Al’Abadie M. Psychologic eŒects of vitiligo: a critical

incident analysis. J Am Acad Dermatol 1996; 35: 895± 898.psychiatric disorder in a Dutch health area. Psychol Med 1987;

17: 495± 505. 23. Root S, Kent G, Al’Abadie MS. The relationship between disease

severity, disability and psychological distress in patients undergoing16. Regier DA, Boyd JH, Burke Jr JD, Rae DS, Myers JK, Kramer

M, et al. One-month prevalence of mental disorders in the United PUVA treatment for psoriasis. Dermatology 1994; 189: 234± 237.

24. Gupta MA, Gupta AK. Depression and suicidal ideation inStates. Arch Gen Psychiatry 1988; 45: 977± 986.

17. Lewis G, Wessely S. Comparison of the General Health dermatology patients with acne, alopecia areata, atopic dermatitis

and psoriasis. Br J Dermatol 1998; 139: 846± 850.Questionnaire and the Hospital Anxiety and Depression Scale. Br

J Psychiatry 1990; 157: 860± 864. 25. Koo JY, Shellow WV, Hallman CP, Edwards JE. Alopecia areata

and increased prevalence of psychiatric disorders. Int J Dermatol18. Smith, DE, Thompson JK, Raczynski JM, Hilner JE. Body image

among men and women in a biracial cohort: the CARDIA Study. 1994; 33: 849± 850.

26. Horwath E, Weissman MM. Epidemiology of depression andInt J Eating Disord 1999; 25: 71± 82.

19. Pingitore R, Spring B, Gar® eld D. Gender diŒerences in body anxiety disorders. In: Tsuang MT, Tohen M, Zahner GEP, editors.

Textbook in psychiatric epidemiology. New York: John Wiley &satisfaction. Obes Res 1997; 5: 402± 409.

20. Stowers DA, Durm MW. Does self-concept depend on body Sons; 1995. p. 317± 344.

27. WoodruŒPW, Higgins EM, du Vivier AW, Wessely S. Psychiatricimage? A gender analysis. Psychol Rep 1996; 78: 643± 646.

21. Feingold A, Mazzella R. Gender diŒerences in body image are illness in patients referred to a dermatology-psychiatry clinic. Gen

Hosp Psychiatry 1997; 19: 29± 35.increasing. Psychol Sci 1998; 9: 190± 195.

Acta Derm Venereol 81


