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Abstract 
    

Back ground: This study was done to provide the prevalence and pattern of  

psychiatric morbidity in dermatological outpatient attendees. Three hundred 

dermatological patients attending the dermatology outpatient clinic in Ibn-Sena 

teaching hospital in Mosul. The  Arabic version of general health questionnaire 

version-28 (GHQ-28), was applied as a screening tool in this study. Those  scoring 6 

and above were considered possible cases on the GHQ-28, were interviewed  using 

the ICD-10 checklist. Conclusion:- One hundred twenty three of them (41%) were 

confirmed as actual psychiatric cases. Younger age group, females, economically 

poor, those with long duration of illness, those with lesions in exposed parts of the 

body  had higher prevalence  rates.  
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Introduction   

       The skin occupies a powerful 

position as an organ of communication 

& plays an important role in the 

socialization throughout the life cycle, 

it has a special place in psychiatry with 

its responsiveness to emotional stimuli 

and ability to express emotions such as 

anger, fear, shame and frustration, and 

by providing self-esteem
(1)

 . The 

relationship between skin and the brain 

that the brain is the center of 

psychological functions, and the skin, 

have the same ectodermal origin and 

are affected by the same hormones and 

neurotransmitters
(2)

. 

Psychodermatology describes an 

interaction between dermatology and 

psychiatry and psychology. The 

incidence of psychiatric disorders 

among dermatological patients is 

estimated at about 30 to 60%.
(3) 

. So 

there is a need for a biopsychosocial 

approach to patients with skin disease. 

Example psoriasis which is chronic 

inflammatory hyperproliferative skin 

disease that occasionally requires 

systemic therapy, stress has long been 

reported to trigger it. Psoriasis is 

associated with a variety of 

psychological difficulties, including 

poor self-esteem, sexual dysfunction, 

anxiety, depression and suicidal 

ideation. 

Five dimensions of the stigma 

associated with psoriasis have been 

identified: (1) Anticipation of 

rejection, (2) feelings of being flawed, 

(3) sensitivity to the attitudes of 

society, (4) guilt and shame and (5) 

secretiveness. Depressive symptoms 

and suicidal ideation was frequently 

associated in psoriasis.
(4,5)

. In general, 

psychological factors, including 

perceived health, perceptions of 

stigmatization and depression are 
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stronger determinants of disability in 

patients with psoriasis than are disease 

severity, location and duration.
(5) 

.  

Psychiatric comorbidity associated 

with increased subjective perception of 

pruritus, is higher among patients 

whose skin condition does not get 

better with treatment, and may affect 

treatment compliance.
(6)

 .It has been 

suggested that psychological states and 

psychiatric disorders, such as anxiety 

and depression, are associated with 

allergic contact dermatitis and atopic 

dermatitis 
(7)

 . Indeed, depressive 

disorders  and anxiety  are more 

common in the population affected by 

dermatologic disorders. Stressful life 

events are often involved in the 

induction or exacerbation of psoriasis, 

chronic urticaria and other skin 

conditions  
(8)

 . The relationship 

between dermatological diseases and 

psychiatric morbidity can be 

established as follows: 1) The 

appearance of skin lesions and the 

chronic progression of the disease may 

frequently affect the quality of social 

and work life of patients, thus, 

psychiatric morbidity may arise as a 

complication, 2) less frequently, these 

skin diseases may result from primary 

psychological diseases as obsessive 

compulsive and delusional disorders, 

3) both the skin findings and 

psychiatric complaints may develop 

secondary to a disease such as systemic 

lupus erythematosus, 4) some drugs, 

such as corticosteroids, used in 

dermatological treatment may trigger 

psychiatric symptoms, or lithium and 

some antipsychotic drugs may cause  

dermatological diseases 
(9)

 .  

The prevalence of psychiatric diseases 

in the patients presenting to 

dermatology clinics has been reported 

as 25-43%. Stress may aggravate the 

cutaneous disease in 40-100% of 

patients. In general, patients prefer the 

treatment of their dermatological 

diseases rather than psychiatric 

disorders and seek dermatologic 

consultation. Consequently, 

dermatologists often see patients who 

also have psychiatric conditions
(10)

 . 

The most efficient treatment of 

dermatological diseases is achieved 

with combined evaluation of emotional 

factors
(11)

 .  

 

Methodology 

The research is a prospective, 

observational, cross-sectional study. 

The study  was conducted on three 

hundred  patients attending the 

dermatology outpatient clinic in Ibn-

Sena teaching hospital in Mosul  . The 

study lasted from 1st January to 31
st
 of 

March, 2012. 

Both sexes, whose age range was 16-

60 years old, were invited to 

participate in the study. Twenty six 

participants were excluded from the 

study, some of them refused to 

continue participation; the others didn't 

take the matter seriously. Informed 

consent, which contained 

statements describing the study and the 

nature of the subjects involved in it, 

was submitted to the respondents. 

Written permission was taken from the 

general directorate of health in Mosul 

city to accomplish the research in Ibn-

Sena teaching hospital. 

The general health questionnaire 

version-28 (GHQ-28), which was 

translated to Arabic language by expert 

bilingual psychiatrists, was applied as a 

screening tool in this study 
(12)

 . It is a 

self-administered instrument to  screen 

for current psychiatric disorders in the 

general population. It is divided into 

four subscales (somatic complaint, 

anxiety/insomnia, social dysfunction 

&severe depression).The response to 

the questions are of the Likert type 

format. This version of the 
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questionnaire is of good validity and 

reliability when using a cut-off score 6, 

i.e. those who scored six and above in 

each subscale, or respond to at least 

twenty three out of twenty eight 

questions were designated as possible 

cases of mental disorders. All of the 

respondents  categorized as possible 

cases on the GHQ-28, were 

interviewed using  the WHO-ICD-10 

checklists 
(13)

 . WHO-ICD checklists 

are a set of semi-structured instruments 

designed for clinician assessment of 

mental and  behavioral disorders 

according to ICD-10 criteria by 

psychiatrists.  

To pretest the instruments used 

in the research, a pilot study was 

conducted on fifty dermatological 

patients of both sexes, they were given 

the GHQ-28, the Arabic version. The 

pilot study found that the questions in 

the tool were clear and  without any 

ambiguity as well as the response to 

them was reliable. The possible cases 

who scored positive on the GHQ-28, 

(nineteen cases), were subjected to the 

ICD-10 symptoms checklist to confirm 

the diagnostic criteria according to the 

ICD-10 system. The check list 

assessment was conducted as joint 

interviews with one psychiatrist acted 

as interviewer & the other acted as 

observer. At the end of each interview 

the observer was allowed to repeat & 

record in different colored ink his 

clinical standard those ICD-10 

symptoms for which, according to his 

clinical standard, produced incomplete 

& ambiguous results. Both the 

interviewer & the observer alternated 

their roles randomly & reported their 

checklist independently for each other. 

The Kappa for overall agreement 

between the two clinician on the main 

ICD-10 diagnosis was 0.82, indicating 

a good inter-rater reliability of the 

instrument. 

The collection of the data of the 

research was performed by the 

researchers, from attendees of the 

dermatology outpatient clinic. They 

were randomly selected and 

interviewed in a separate room from 

that used by the dermatologist and  

before knowing the dermatological 

diagnosis to avoid bias.   

  After the informed consent was 

given by the respondents, socio-

demographic data were collected. Then 

the general health questionnaire 

version-28 (translated to Arabic 

language) was submitted to every 

respondent . The interviewers read the 

questions to the illiterate respondents 

and they were sure that those 

respondents understood the questions 

and  gave the appropriate responses. 

The respondents who were 

found as possible psychiatric cases on 

GHQ-28( cut off score of 6 and above)  

and  10% of the negative cases on the 

same tool (selecting one negative case 

from every ten negative cases on 

GHQ-28), were psychiatrically 

evaluated using  the ICD-10 symptoms 

checklist version 1.1 to arrive at the  

psychiatric diagnosis. Then the 

dermatological diagnoses were given 

by the senior dermatologists, along 

with information about  the severity, 

duration of the disease and  its 

distribution in the body. All the data 

collected were subjected to 

STATISTICA.99 package for windows 

& statXact 3.1package for windows, to 

estimate the chi square value and p 

value (the statistical significance
(14)

 . 

Fisher exact test was used to calculate 

p value in the religion status variable, 

while z-test (which is a statistical test 

used in inference which determine if 

the difference between sample mean 

and  population mean is sufficiently 

different as to be statistically 

significant), was used to calculate the p 

value in the distribution of psychiatric 

morbidity among different 

dermatological diseases from which 

the respondents were complained of. 
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Results 

       Three hundred  patients  diagnosed 

with  different dermatological diseases 

were  included in the study. One 

hundred twenty two respondents were 

considered as possible cases  after the  

screening test.  All the possible cases 

on  GHQ-28,(122 respondents) and 

10% of those who were judged free of 

psychiatric symptoms on GHQ-28  (17 

respondents) were interviewed 

according to ICD-10 checklists. One 

hundred twenty three of them (41%) 

were categorized as  psychiatric cases  

and  given psychiatric diagnosis 

according ICD-10 criteria. (Table1). 

Note: the number of false negative 

respondents (10%) who were subjected 

to ICD-10 checklist and were proved 

as positive cases is multiplied by 10 

and added to the number of cases. 

    The younger age groups respondents 

show higher psychiatric morbidity than 

the older age groups. Females who had 

psychiatric disorders outnumbered 

males patients (57.8% versus 

21.6%).Separated, divorced, singles, 

showed the highest psychiatric 

morbidity in this study (90%, 72.2%, 

44.6% consecutively).The marital 

status variable has a significant impact 

on the prevalence of psychiatric 

morbidity. (Table 3).Persons with more 

than high school education and high 

school education respondents had the 

highest psychiatric morbidity. The 

highest psychiatric morbidity was 

found in Muslims (46.2%), followed 

by that in Christians (26.08%).The 

highest psychiatric morbidity was 

found in Kurdish respondents followed 

by that in Arabic respondents (48.08%, 

.47.9%).Psychiatric morbidity was low 

in Shabak ethnicity which was 

statistically significant (p<0.001). 

Income  has an impact on the 

psychiatric morbidity (p<0.001), which 

was high in those who didn’t earn 

regular income. Those who perceived 

that  they had insufficient food supply 

in quantity or in quality had a 

significant higher psychiatric 

morbidity than those who didn’t 

perceive such 

dilemma,(p<0.001).(Table 2). 

Generalized anxiety disorders, 

depression, phobias, post-traumatic 

stress disorder, formed the majority 

(36.58%, 29.62%, 9.75%, and 8.13%) 

successively, while other mental 

disorders recorded a smaller numbers. 

(Table 3). 

Psychiatric morbidity was 

insignificantly high in eczematous 

lesions, psoriasis, acne vulgaris but is 

was significantly high in urticaria 

alopecia areata, warts, and significantly 

low in dermatophytes infections, 

scabies, pityriasis rosea .(Table4) 

The distribution of psychiatric 

morbidity among respondents 

according to the duration of the 

dermatological disease, the prevalence 

rate  increased in direct proportion to 

the increase of the duration of illness. 

(Table 5). 

     Patients whose dermatological 

diseases were on the exposed parts of 

the body had higher rates of  

psychiatric morbidity (56.3%) than 

those located on the hidden parts of the 

body(17.5%)(Table7). 

The prevalence of psychiatric 

disorder was inversely correlated with  

the severity of dermatological diseases. 

(Table 6).  

 

Discussion 
         It has been  well recognized that 

some patients presenting with 

dermatological symptoms, may have 

underlying psychological problems and  

that stress  and  psychological factors 

may play a role in the course of many 

skin diseases. In the current study, the 

point prevalence of psychiatric 

morbidity among respondents 

complaining of dermatological 
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diseases in dermatology outpatient is 

41%. These  results agree with of 

Wessely et al
(15)

 , Fritzche 
(16)

 , Sharma 
(17)

 , Hussain A 
(18)

 ,(40%, 46%, 39%, 

39.1% consecutively).  

Generally speaking, the results in 

studies used the general health 

questionnaire tool of its different 

versions were approximately 

comparable with that in the current 

study.  

Generalized anxiety state was 

the main psychiatric disorder 

(36.5%).This is probably due to the 

impact of the skin diseases on the 

patient's lives, especially if the site of 

the lesion was on the exposed parts of 

the body and  the associated 

disfigurement perceived by the 

patients, as well as the feeling that their 

social lives were impaired or  caused  

work related problems. Another factor  

is the   cultural belief of  

dermatological diseases as contagious 

disorders. Depression was the next 

commonest diagnosis in (29.6%). 

Depression  was more prevalent in 

those  with a long duration  of illness,  

and of   higher severity. Conditions in 

which  even clinically mild to 

moderate skin disease associated with 

depression were eczema, psoriasis and 

acne vulgaris 
(19)

 . It is important to 

mention that steroids and  

antihistamines used in the treatment of 

skin conditions could be  playing  a 

role in the pathogenesis of anxiety and 

depression. The traumatic  events in 

Mosul city ( violence and  terrorism  

and bad economic status), might have 

contributed to the occurrence  of 

depression.  

The highest psychiatric 

morbidity was found in pimphigus, 

icthyosis, & in the dermatological 

diseases of psychogenic origin 

(dermatitis artefacta, delusional 

parasitosis) but the results were 

insignificant because of the small 

sample size of each skin disease.  

 There was a significant, direct 

relationship between the duration of 

the dermatological diseases and  

psychiatric morbidity. Dean, reported 

that more psychiatric morbidity was 

associated with chronic illnesses, while 

other studies  a  correlation  more with 

the prognosis of medical conditions
(20)

 

.Participants, who had skin lesions on 

the exposed parts of the body, had a 

significantly higher rates of  

psychiatric morbidity than those whose 

skin lesions were on the hidden parts 

of the body. They perceived their skin 

lesions disfiguring, with feelings of a 

social exclusion. Younger age patients 

had higher rates. This is compatible 

with the study of Robin
(21)

 , 

Noorbala
(22)

 , but not with those of 

Yasamy
(23)

 . Any disfigurement may 

cause an impact on the psychosocial 

life of these age groups, as they are 

over concerned with their external 

appearance. 

Psychiatric morbidity was 

significantly higher in women than 

men. This finding is in line many 

otrher studies. Women are likely to be 

more  concerned with their body 

image, especially if the skin lesions 

were on the exposed parts of the body 

and caused marked disfigurement. 

Cultural factors which lead the women 

to bind to their social roles must not be 

forgotten as an additional burden on 

their lives; hence, they can  be at more 

risk of mental disorders 
(24)

 . 

Freeman considered marriage 

to be a protective factor against mental 

illnesses. Divorce and  separation 

caused the highest rate of psychiatric 

morbidity in those participants, 

because of the social stigma the 

patients felt in our culture. Single 

persons  had high psychiatric 

morbidity as most of them were  of 

young age group. The highest 

psychiatric morbidity occurred in the 

highly educated group which may be 

attributed to their excessive social 
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contacts in the society, besides the 

work related problems caused by the 

skin diseases.  

Most of the residents in Mosul 

city were Moslems, Arabic and  

Kurdish ethnicities who formed the 

major groups of the attendees to the 

dermatology out-patient there. The 

psychiatric morbidity was the highest 

in those groups in the current study. 

The bad economical status, besides the 

violence in the city might attribute to 

the irregular income they earned, 

which reflected its effect on their 

psychic lives. It is necessary to 

mention that there is no rational or 

religious discrimination in this city. 

          The striking finding of nearly 

half of the patients having co-

morbidity of a psychiatric disorder is 

the most significant finding of the 

study.  There is an urgent need to 

address the provision of psychiatric 

care in the dermatological clinics.  

There are two specific approaches 

available to address this issue. First is 

to develop  manuals for use by the 

dermatologists  so that the simple skills 

of psychiatric care are integrated into 

the routine carte of the patients. This 

approach is in line with the 

recommendation of the world health 

Report 2001 
(25)

 . The second approach 

is to develop  psychiatric liaison 

services.  Psychocutaneous diseases  

can be  complex  and  some patients  

can be  difficult to manage. There is 

need for liaison between the  

psychiatry and dermatology. Such 

collaboration will help to alleviate 

suffering of many patients whose 

underlying illnesses may not have been 

clearly identified  and  appropriately 

treated. 

Conclusions and Recommendations  

          The findings of the current study 

show that psychiatric morbidity is very 

common in dermatological patients. 

Generalized anxiety disorder, 

depression predominated in patients 

with skin lesions, especially those who 

were young, females, divorced, 

separated or single, in those who were 

highly educated, in respondents who 

didn’t earn regular income and  those 

who  did not perceive that they had 

sufficient food in quality or in quantity. 

Psychiatric morbidity was significantly 

prevalent in alopecia areata, warts 

urticaria. There was a close association 

between duration of dermatological 

diseases and the site of the lesions on 

the body and psychiatric morbidity. 

This study suggested that evaluation of 

mental health and emotional factors are 

necessary in management of 

dermatological diseases. 
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Table 1:The actual psychiatric morbidity in dermatological patient based on ICD-10 checklist 

Psychiatric evaluations based on 

ICD-10 checklist (probable cases) screen 

positive on GHQ-28+10% of the false 

negative respondents 

Cases Non-cases 

Statistical 

significance 
No. % No. % 

 123 41 177 59 X
2
=9.72 P<0.01 

 

Table 2 Socio demographic characteristics of the respondents in the study 

P 

value 
X

2 
95%CI OR        PM   % 

Total 

no. 
Socio demographic 

>0.05  

2.64 

 

p>0.05 

0.9-2.53 1.51 65(45.7%) 142 15-34 years old 

Age group >0.05 --- --- 38(35.8%) 106 35-54 years old* 

>0.05 0.56-2.22 1.12 20(38.5%) 52 55-65 years old 

<0.001 40.37 

P<0.001 

2.98-8.28 4.97 93 (57.8%) 161 Female  

Sex 
<0.001 --- --- 30(21.6%) 139 Male*  

>0.05  

 

   26.83 

P<0.001 

--- --- 36 (36%) 100 Married * 

Material status 

>0.05 0.83-2.47 1.43 54 (44.6%) 121 Single  

<0.01 1.52-14.02 4.62 13 (72.2%) 18 Divorced  

<0.001 0.22-1.07 0.49 11 (21.5%) 51 Widowed  

<0.001 1.95-131.4 16 9  (90%) 10 separated 

<0.001  

 

40.37 

P<0.001 

--- --- 17 (20.8%) 82 None * 

Education 

<0.05 1.07-3.97 2.06 41(35.05%) 117 Primary  

0.001 3.21-12.49 6.34 58 (62.4%) 93 High school 

<0.01 3.08-232.6 26.76 7 (87.5%) 8 
More than high 

school 

<0.001 

P<0.001 

Fisher 

Exact      

test 

 

1.11-10.55 3.42 107(46.2%) 232 Muslim  

Religion 

<0.05 0.39-5.07 1.41 12(26.08%) 46 Christian  

<0.05 ---- --- 4   (20%) 20 Yazidi*  

>0.05 ---- --- 0   (0) 2 other 

>0.05  

17.44 

  P<0.01 

2.14-16.13 5.88 56 (47.9%) 117 Arab  

Ethnicity 

>0.05 2.15-17.21 6.09 39 (48.8%) 80 Kurd 

>0.05 1.26-11.22 3.77 20(37.03%) 54 Turkmen  

<0.001 --- --- 5 (13.5%) 37 Shabak*  

>0.05 0.42-10.68 2.13 3 (25%) 12 Ashur 

   26.44 

 P<0.001 

2.14-5.61 3.47 78 (56.9%) 137            No  
Do you earn a regular 

income  ----- --- 45 (27.5%) 163 Yes* 

 

 

     

Do you perceive that you 

and your family have 

sufficient food 

 67.25 

P<0.001 

5.98-21.95 11.46 61 (81.3%) 75           No  

In quantity 
 ----- --- 62 (27.5%) 225           Yes*  

 65.42 

P<0.001 

 

4.93-14.95 8.58 72 (74.3%) 97           No  

In quality 
 ---- ---  51 (25.2%) 203 Yes * 
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Table 3: Diagnostic Distribution 

 

Table 4: The distribution of dermatological among the respondents in the study  

Statistical significance 

( Z- Test )  

Number of 

psychiatric       

morbidity  

Total number 

of 

respondents  

dermatological disorders 

                P> 0.05                          24 (47.05%) 51 Eczema  

                P>0.05                             16 (40%)    40 Psoriasis  

P>0.05              7 (58.3%)   12 Vetiligo  

P>0.05                    6 (60%)     10 Chloasma  

P>0.05             14 (37.83%) 37 Acne vulgarize  

      P<0.05 (S)     14 (63.6%) 22 Warts  

P>0.05           3 (50%)       6 Lichen  planus 

      P<0.01 (S)          5 (16.21%) 31 Dermatophytes infections 

     P<0.05 (S)    12 (66.6%) 18 Alopecia areata 

     P<0.01 (S)    1 (6.6%)     15 Scabies 

     P<0.01 (S)       3 (16.6%)   18 Chill blain 

     P<0.01 (S)    7 (100%)             7          Urticaria 

                P>0.05           4 (44.4%)             9          Dermatitis herpitiformis 

      P<0.05 (S)    0 8 Pityriasis rosea 

P>0.05          2 (100%)    2 Dermatitis artefacta 

P>005           1 (100%)    1 Delusional parasitosis 

P>0.05          1 (100%)    1 Icthyosis 

P>0.05          1 (100%)     1 Pimphigus 

P>0.05             2 (28.57%) 7 Cutaceous leshmaniasis 

P>0.05          0 4 Pediculosis 

 123 300 Total 

Statistical 

significance 
% number The actual mental disorders 

P<0.001 (S) 

36.58 45 Generalized anxiety disorder 

29.62 36 Depression 

9.75 12 Phobias 

8.13 10 Post-traumatic stress disorder 

0.8 1 Alcohol harm use 

1.62 2 Schizophrenia 

1.62 2 Obsessive compulsive disorder 

2.43 3 Somatoform disorders 

0.8 1 Bulimia nervosa 

0.8 1 Agoraphobia with panic attacks 

2.43 3 Anxious personality 

0.8 1 Histrionic personality 

1.62 2 Emotional unstable personality 

3.25 4 Co morbidities 
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Table 5 Prevalence of Psychiatric diagnosis and duration of the dermatological 

disorder 

  

 

 
Table 6 Prevalence  psychiatric morbidity  and  the severity of the dermatological 

diseases 

Statistical significance Non-cases 
Psychiatric  

cases 

Severity of dermatological 

diseases  

P>0.05(N.S) 75            58 Mild 

P>0.05(N.S) 67 49 moderate 

P>0.05(N.S) 35 16 Severe 

     

 
Table 7 Prevalence  of psychiatric morbidity  and  the location of the dermatological 

disease  

 

Statistical significance Non-cases 
Psychiatric  

cases 

The location of the  dermatological disease 

on the body  

P<0.001(s) 50 (43.47%) 65 (65.52%) On the exposed parts of the body  

P<0.001(s) 52 (82.53%) 11 (17.46%) On the hidden parts of the body 

           P>0.05 75 (61.47%) 47 (38.52%) 
On both exposed and hidden parts of the 

body 

 

Statistical 

significance 
Non-psychiatric cases Psychiatric cases 

Duration of the dermatological 

disorders 

P<0.001(s) 89   (76.6/)        28    (23.93%)        Less than 1 month 

    P>0.05          74    (63.8)         42    (36.2%)       1-3 months 

    P<0.001(s)          24 (31.16%)           53     (68.83%) More than 3 months 


