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ABSTRACT
Background: The purpose of the study was to document the prevalence and pattern of psychiatric morbidity in dermatology outpatient clinics and to identify the risk factors for development of psychiatric disorders in patients with skin diseases. 

Study Design: Descriptive study.

Patients and Methods: A random sample of one hundred and fourteen patients attending Out Patient Department (OPD) of Dermatology at C.M.H Lahore was screened for psychiatric complaints by using Urdu version of General Health Questionnaire – 12. Patients scoring “two” and above on GHQ-12 were selected for the stage two interview based on Present State Examination. The final diagnosis was on criteria of International Classification of Diseases – 10. Those who had no diagnosable psychiatric illness were placed in non-ill or group “N”. Those scoring ≥ 2 on GHQ - 12 and confirmed to have psychiatric morbidity on clinical interview by a psychiatrist were placed in ill group “D”. 

Results: Out of 114 patients having dermatological disorders, 39 (34.11%) had psychiatric morbidity. Amongst psychiatric disorders depression was seen in 25 (21.9%), and Anxiety in 11 (9.64%), other diagnoses are uncommon. Commonest psychological symptoms reported by patients are loss of interest, reduced self-esteem, tendency to avoid people, depressed mood, disturbed sleep and ideas of self-harm. Extensive skin lesions on the exposed parts of the body and more than six months duration of skin complaints were major risk factors for psychiatric illness. Patients with chronic disfiguring lesions like acne, eczema, psoriasis and vitiligo have more chances to develop psychiatric morbidity. 

Conclusion: It is concluded that one-third of dermatology patients have significant psychiatric morbidity and with little training dermatologists can reliably identify psychiatric morbidity by simple inquiry and use of GHQ – 12, as screening instrument, which can be helpful in early detection and management of psycho-dermatological disorders.
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The association between disorders of skin and brain is recognized since antiquity, lepers and lunatics were often abandoned in caves and prisons together, away from their curse on the society. Even in present days skin disorders frequently results in social rejection, isolation and severe disability in the affected persons [1]. In dermatology practice a wide range of somatization related symptoms including cutaneous sensory syndromes, pain, numbness, local or generalized pruritic states, are seen without any evidence of demonstrable skin pathology [2]. Dermatological clinics are known to have a higher prevalence of psychiatric morbidity than the general medical in-patients [3]. Psychiatric and psycholological factors play an important role in at least 30% of dermatological disorders [4]. In many cases the impact of skin disorder is a stronger predictor of psychiatric morbidity than the clinical severity of the disorder. Consideration of psychiatric and psychosocial factor is important both for the management and prevention of a wide range of dermatological disorders. It is useful to use bio-psycho-social model, which takes into account the biological aspects and course of the dermatological condition, the psychiatric co-morbidity such as major depression as well as the impact of the skin disorder on the quality of life and the social aspects such as the impact of skin disease upon social and occupational functioning [5}. In management of such cases, a psychiatrist may be helpful because dermatological conditions often respond better to psycho-pharmacological agents than to traditional dermatological therapy [6]. Psycho-dermatology liaison clinics help patients having skin lesions, which exacerbate due to emotional stress and those patients who experience distress because of obvious disfigurement and patients who only present with cutaneous sensory complaints but without any visible skin lesions [7]. The ways to help patients manage the psychiatric impact of their skin disease include an empathic doctor-patient relationship, education of patients and where indicated expert psychiatric consultation [8].

The purpose of present work is to study the prevalence and pattern of psychiatric morbidity in dermatology outpatients and to identify risk factors that predispose a patient with skin disease to develop psychiatric morbidity. In addition it shall provide awareness to doctors as to where to look and how to identify psycho-dermatological disorders.

PATIENTS AND METHODS
A randomly selected cross-section of one hundred and fourteen patients attending Out Patient Department (OPD) of Dermatology at CMH Lahore was screened using GHQ -12 (General Health Questionnaire - Goldberg 1972) [9,10], for possible psychiatric morbidity. The responses of patients were recorded in English with Urdu translations. Patients scoring “two” and above on GHQ-12 and one out of ten of the scorers below two, were selected for the stage two interview. Those who had no diagnosable psychiatric illness on psychiatric interview were placed in non-ill or group “N”. Those scoring ≥ 2 on GHQ - 12 and confirmed to have psychiatric morbidity on clinical interview by a psychiatrist were placed in ill group “D”. The psychiatric interview was based on guidelines from manual of PSE (Present State Examination – Wing et al 1976) [11]. The final diagnosis was reached using diagnostic criteria as laid down in ICD -10 (International Classification of Diseases - WHO 1992) [12]. 

To ensure confidentiality, transparency and dilute the influence of positive or negative bias in the study, every participant in the study was assured of the secrecy and confidentiality of his / her identity and views. An informed consent for inclusion in the study was obtained from all the participants. All queries were translated in the language best understood by the participant.

All analyses were carried out with the help of computer software of Statistical Package for Social Sciences (SPSS V-7.5) and statistical significance has been calculated as per normal procedure. 

RESULTS
The demographic data shows maximum patients 18 (15%) in Group ‘D’; were of age range 18 to 30 years with preponderance of males 29 (25.4%).  More patients were married 28 (24.5%), were in active service 24 (21%) and had positive past history 11 (9.6%) and positive family history 10 (8.7%) of psychiatric illness (table-1).

Out of 114 patients with dermatological complaints 39 (34.21%) had psychiatric morbidity, defined as GHQ score of more than two and a psychiatric interview resulting in an ICD – 10 diagnosis. The mean GHQ - 12 scores for various psychiatric conditions were: Depressive episode (7.1 - SD 3.59), Generalized Anxiety Disorder (6.7 - SD 3.56), Obsessive Compulsive Disorder (5.0), delusional disorder (3.0) and schizophrenia (2.6) as shown in (table-2). 

The psychiatric diagnoses were; depression 25 (21%), Anxiety 11 (9.6%), OCD 1 (0.87%), Delusional disorder 1 (0.87%) and schizophrenia 1 (0.87%) as shown in (figure). The commonest psychiatric symptoms seen in these patients were: loss of interest 31 (27.1%), reduced self-esteem 27 (23.6%), tendency to avoid people 23 (19.2%), depressed mood 21 (19.2%), disturbed sleep 18 (10.5%), and ideas of self-harm 8 (7%) as shown in (table-3).

In Group D, 24(21%) patients had lesions on the exposed parts of the body and 15(13%) had lesions on unexposed parts of the body (p-value < 0.05). Similarly 38 (33%), had more than six months duration of skin complaints and 1 (0.87%) patient, had illness duration of less than six month (p-value < 0.05) as shown in (table-4).

Within Group ‘D’ the frequency and percentages of commonest dermatological conditions were: acne 7 (17.9%), eczema 6 (15.4%), psoriasis 5 (12.9%), and vitiligo   4 (10.2%). The mean GHQ scores for these conditions were; acne 7.6, eczema 6.9, psoriasis 5.7, and vitiligo 6.3 (table-5).

DISCUSSION

Patients report to dermatologists with a wide range of symptoms, which may be attributed to the duration, site and severity of the skin lesions. A typical profile of a patient with skin disease and associated psychiatric morbidity in this study is a young serving, married, male having a skin lesion on exposed part of the body for more than 06 months, with a positive past and family history of a psychiatric illness (table-1). 

In the present study, 39 out of 114 patients screened in dermatology clinic had psychiatric illness. This figure constitutes more than one third (34.11%) patients of dermatology clinic and appears much higher than the prevalence of psychiatric illness in general population, which has been reported as 11% by Goldberg et al [9] and 15.3% by Minhas and Mubashar [10]. However, this association of dermatological disorders and psychiatric morbidity is not unique to our setup. Studies from other parts of the world also have reported a high prevalence of psychiatric morbidity with skin disorders. According to Hughes et al [3] 30% and Wessely et al [13] 40.2% patients in dermatology OPD had psychiatric illness. More recently Gupta et al report one third of dermatological disorders have significant psychiatric morbidity [4,5].

It can be seen in (figure) that Depression is seen in 25 (21%), Anxiety in 11 (9.6%), OCD in 1 (0.87%), Delusional disorder in 1(0.87%) and schizophrenia in 1 (0.87%). These figures confirm the findings of other studies [3-5,15], which also show that at any point in time the prevalence of depression in general population as well as in a dermatology clinic is highest, followed by anxiety and other psychiatric disorders. Several studies have shown that patients’ scoring more than two on GHQ-12, have increased chances of having a psychiatric illness [10,11]. Table-2 shows that all 39 cases identified to have psychiatric morbidity have mean GHQ scores above 2. It is important to note here that the mean GHQ score for depression is 7.12 (SD 3.59), for anxiety is 6.64 (SD 3.56) and for OCD is 5 indicating the reliability of GHQ as a measuring scale for these disorders. In a similar study of screening for psychiatric disorders in patients with skin diseases by use of 12- item General Health Questionnaire it is concluded that the performance of GHQ-12 was reasonably good for a self administered questionnaire requiring only few minutes to be completed and scored. Its routine use was recommended to increase the recognition of psychiatric disorders in dermatological patients [16]. 

However the identification of psychotic nature may at times require the help of a psychiatrist. However dermatologists can feel comfortable that with little training they can reliably identifying and treat depression and other neurotic disorders, which comprises major portion of psychiatric morbidity in dermatology clinics. 

Table-3 lists the psychiatric symptoms in diseased group. All those patients presenting with loss of interest, reduced self-esteem, tendency to avoid people, disturbed sleep, depressed mood and ideas of self-harm have been found to have significant psychiatric illness to warrant treatment with psychotropic drugs. Hughes et al [3], also observed disturbed sleep in 48%, tendency to avoid people and situations in 34%, and reduced interest in 30%, all indicative of depression and seen in patients with conditions like psoriasis, which tend to be chronic and disfiguring. Ideas of self-harm / suicide in present work, seen in 7% of cases is similar to that quoted by Gupta and Gupta [5], who report suicidal thoughts in 5.6-7.2%, of patients with cosmetically disfiguring conditions especially psoriasis and acne. This highlights the importance of inquiring about suicidal intent amongst patients with disfiguring conditions. 

Site of skin disease and duration of skin complaints being the most important variables in the present study and has been studied in detail. Table-4 shows that in group ‘D’, only one patient had illness duration of less than 06 months and 38 patients had illness duration of more than six months as compared to group ‘N’ in which 65 patients had illness duration of less than 6 months and 10 patients had illness duration of more than 6 months. It is also seen that in Group ‘D’, 24 patients had exposed lesions and 15 had unexposed lesions as compared to Group ‘N’ in which 22 patients had exposed lesions and 53 had unexposed lesions. These figures reflect a positive and statistically significant association between increased duration of skin symptoms and exposed lesions contributing towards development of psychiatric illness. 

Amongst psychiatrically ill group the dermatological diagnosis as shown in (table-5) were; acne 7 (17.9%), eczema 6 (15.4%), psoriasis 5 (12.9%), vitiligo 4 (10.2%). Almost similar results have been reported by Gould [7] and Woodruff et al [8]. The classical psycho-dermatological disorders like delusions of parasitosis, factitious disorders, neurotic excoriations, and dermatological non-disease are less frequent, and this finding is consistent with most of the studies [7,8,13,14].

In the present study, the comparison of mean G.H.Q-12 score of group ‘D’, reveal that high scores are seen in dermatological conditions like acne, eczema, psoriasis and vitiligo (table-5). These results support the observation that extensive skin disease especially on exposed parts of the body puts significant stress so as to cause psychiatric symptoms. These results are similar to the observation made by Hughes et al and Gupta [3,5], who found high GHQ scores in patients with chronic, extensive and easily visible skin conditions, like acne, eczema and psoriasis. 

The current study therefore does not highlight any departure from the convention elsewhere. The common theme amongst these conditions is chronicity, the distressing nature and predilection for exposed parts. This adds up to explain the prevalence of anxiety and depression amongst these patients. This may suggest a hypothesis that the anxiety & depression seen in majority of these patients may be reactive in nature and calls for future studies on the subject. 

CONCLUSION
The psychiatric morbidity is prevalent in a significant proportion of dermatological patients, which is higher than the general population. Early detection of depression and anxiety with the use of a screening instrument like General Health Questionnaire (G.H.Q. – 12) can assist to formulate psychiatric interventions and possible reduction in morbidity and cost of treatment. Efforts should be made to increase the liaison between dermatologists and psychiatrists. Therefore the possibility of the selective use of psychotropic drugs, as an adjunct to conventional dermatological treatments, in the management of psycho-dermatological disorders, may be studied in future works. 
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Table-1:	Demographic variables / risk factors (group ‘D’& ‘N’): (n=114).





Variable�
Group ‘D’


(n=39)�
Group ‘N’


(n=68)�
Chi-square


(pearson)�
(df)�
P-value�
Significant (S) or not Significant (NS)�
�
Age


    18-30 years


    31-45 years


    46-60 years


    > 60 years�



18


14


06


01�



33


20


12


10�



3.850�



3�



.278�



NS�
�
Sex


      Male


      Female�



29


10�



65


10�



2.687�



1�



.101�



NS�
�
Occupation


    In service


    Retired


    Student


    Housewife�



24


02


04


09�



44


21


05


05�



12.733�



3�



.005�



S�
�
Education


    Illiterate


    Primary


    Middle


    Matriculate


    Graduate�



05


08


11


12


03�



07


08


23


30


07�



2.793�



4


�



.593�



NS�
�
Marital status


    Married


    Unmarried�



28


11�



57


18�



.239�



1�



.625�



NS�
�
Past history of psychiatric illness�



11�



03�



13.955�



1�



.000�



S�
�
Family history of psychiatric illness�



10�



01�



17.390�



1�



.000�



S�
�
Site of skin lesions


    Exposed lesions


    Unexposed lesions �



24


15�



22


53�



11.056�



1�



.001�



S�
�
Duration of skin complaints


   0-6 months


   > 6 months�






01


38�






65


10�






74.450�






1�






.000�






S�
�



Table 2: Psychiatric morbidity in dermatology out patients and mean GHQ scores (n=39)





Psychiatric Diagnosis�
 No. of patients in group ‘D’�
  Percentage of      


   total (n =114)�
Percentage within group D’ (n =39)�
Mean GHQ score�
Standard deviation�
�
Depressive Episode/Disorder�
25�
21.9 %�
64.11 %�
7.12�
3.59�
�
Generalized Anxiety Disorder�
11�
9.6%�
28.21 %�
6.64�
3.56�
�
Obsessive-Compulsive Disorder�
1�
0.87%�
2.56 %�
5.0�
-�
�
Delusional disorder�
1�
0.87%�
2.56 %�
3.0�
-�
�
Schizophrenia�
1�
0.87%�
2.56 %�
2.0�
-�
�
�
39�
34.11%�
100%�
�
�
�






Table-3:	Psychiatric symptoms group D.





Symptoms�
Group D (n=39)�
�
Loss of interest and enjoyment�
31�
27.1%�
�
Reduced self esteem�
27�
23.6%�
�
Avoiding people/situations�
23�
20.17%�
�
Depressed Mood�
21�
18.42%�
�
Disturbed sleep�
18�
15.78%�
�
Ideas of self-harm�
8�
7%�
�
Diminished appetite�
7�
6.14%�
�
Ideas of guilt �
6�
5.26%�
�
Headache�
5�
4.38%�
�
Ideas of reference�
3�
2.63%�
�
Obsessions/compulsions�
01�
.87%�
�
Delusions�
01�
.87%�
�



Table-4:	Comparison - site of skin lesions and duration of skin complaints (group D& N). 





Variable�
Group D (n=39)�
Group N (n=68)�
P-Value�
�
Duration of skin complaints


 0-6 months


 > 6 months�






01


38�






65


10�









< 0.05�
�
Site of skin lesions


 Exposed lesions


 Unexposed lesions�



24


15�



22


53�






< 0.05�
�



� EMBED Excel.Chart.8 \s ���


Figure:	Psychiatric morbidity in dermatology out patients (n=39).





Table-5:	Dermatological diagnosis and psychiatric diagnosis in comparison.





Skin Diagnosis�
Mean GHQ Score�
Psy - ill & Percent within Group D�
Depressive


Episode/Disorder�
Gen Anxiety


Disorder�
Other Psychiatric Diagnosis�
�
Acne vulgaris�
7.6�
7(17.9%)�
5(12.8%)�
1(.87%)�
1(.87%) OCD�
�
Eczema�
6.9�
6(15.4%)�
4(10.2%)�
2(1.8%)�
-�
�
Psoriasis�
5.7�
5(12.9%)�
3(7.7%)�
2(1.8%)�
-�
�
Vitiligo�
6.3�
4(10.2%)�
3(7.7%)�
1(.87%)�
-�
�
Dermatitis�
4.2�
3(7.7%)�
2(5.1%)�
1(.87%)�
-�
�
Melasma�
7.1�
3(7.7%)�
2(5.1%)�
1(.87%)�
-�
�
Ch.fungal inf�
6.4�
2(5.1%)�
1(.87%)�
1(.87%)�
-�
�
Urticaria�
4.7�
2(5.1%)�
2(5.1%)�
-�
-�
�
Pruritis�
5.1�
1(.87%)�
1(.87%)�
-�
-�
�
Alopecia areata�
6.2�
1(.87%)�
1(.87%)�
-�
-�
�
Hyperhiderosis�
3.2�
1(.87%)�
-�
1(.87%)�
-�
�
Leprosy�
2.8�
1(.87%)�
1(.87%)�
�
-�
�
Factious Synd.�
4.9�
1(.87%)�
-�
1(.87%)�
-�
�
Del.of Parasitosis�
3.7�
1(.87%)�
-�
-�
1(.87%) 


Del disorder�
�
Derm.non-diseae�
6.2�
1(.87%)�
-�
-�
1(.87%) 


Schizophrenia�
�
Total�
�
39�
25�
11�
3�
�
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