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Background: Skin diseases are symptomatic, visible, and stigmatizing and it is acknowledged that they can
be associated with stress. However, large studies comparing disease-specific stress are scarce.

Objectives: To investigate stress in a large, diverse sample of patients with different skin conditions and
identify predictors of stress.

Methods: A cross-sectional, multicenter study was conducted in 22 dermatology clinics across 17 European
countries (response rate 82.4%). The study included 5487 patients diagnosed with various dermatological
conditions and 2808 skin-healthy controls. The Perceived Stress Scale, 10 items was used to measure stress.

Results: Patients reported significantly higher stress levels, more stressful life events during the last 6 months, and
more economic difficulties than controls. Patients with psychodermatological conditions, hyperhidrosis,
hidradenitis suppurativa, atopic dermatitis, acne, and urticaria experienced the highest stress levels. 44% of the
variance of perceived stress in patients with skin conditions could be predicted by sociodemographic data and
disease-related and psychological variables (depression, anxiety, stigmatization, and body dysmorphic concerns).

Limitations: As with all cross-sectional studies, causality and directionality cannot be inferred.

Conclusion: Stress poses a significant psychosocial burden to dermatological patients, especially to
vulnerable subgroups. Health interventions targeting stress may be essential to improve clinical outcomes.
(JAAD Int 2026;25:69-77.)
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stigmatization; stress.
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INTRODUCTION

Stress is a state of real or
perceived threat to homeosta-
sis, eliciting responses
involving the nervous, endo-
crine, and immune systems.'
Chronic stress is defined as the
repeated  occurrence  of
various stressors with uncon-
trollable consequences over a
sustained period in the
absence of adaptive coping
mechanisms.” While stressors
such as illness, interpersonal
conflict, or financial strain are common, individuals
differ significantly in how they perceive and respond to
these challenges.’

In the context of chronic disease, stress can interfere
with disease management. Conversely, chronic illness
may serve as an ongoing stressor, particularly when
symptoms are visible or stigmatizing, as in dermato-
logical conditions.””

Studies have shown elevated stress levels among
patients with psoriasis, atopic dermatitis (AD), chronic

clinical outcomes.

CAPSULE SUMMARY diseases.””

« Patients with various skin diseases
experience greater stress and
psychological burden compared with
skin-healthy controls.

Integrating stress assessment and
psychosocial care particularly in
inflammatory or stigmatizing
dermatologic conditions may improve
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urticaria, acne, and other skin
These patients
frequently also report high
levels of anxiety, depression,
social withdrawal, and
impaired sleep, which may
further exacerbate disease
severity through psychoneur-
oimmunological mechanisms.
Other studies”™"" support a
bidirectional relationship be-
tween stress and skin diseases,
where stress may worsen
inflammation and the derma-
tological ~ symptoms,  while  visible lesions
and discomfort may increase the emotional
burden.”*'* Previous research indicates that stress
and mental health disorders can result from skin
diseases and also worsen them.”

Zhang et al'’ describe the neuroendocrine-
immune mechanisms by which stress acts as a crucial
factor in the development of several skin diseases'” in
which stress plays a significant role by triggering the
release of inflammatory cytokines, which in turn
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Abbreviations used:

AD: atopic dermatitis
BDC:  body dysmorphic concerns
BDD:  body dysmorphic disorder

HS: hidradenitis suppurativa

MM: malignant melanoma

NMSC: nonmelanoma skin cancer

PSQ: Perceived Stigmatization Questionnaire
PSS: Perceived Stress Scale

worsens inflammation and further exacerbates the
inflammatory skin disease."’

Misery et al” examined perceived stress, quality of
life, and self-reported disease severity in 7273 adults
with acne, AD, psoriasis, and hidradenitis suppura-
tiva (HS). Stress levels were very high across all
conditions. Higher disease severity correlated with
higher perceived stress and severe stress was regis-
tered in 70.4% of acne patients, 66.3% of psoriasis
patients, 65.3% of AD patients, and 52.8% of HS
patients.”

Risk factors influencing stress and coping mecha-
nisms may be sociodemographics (age, sex,'* and
income) or factors such as comorbidity,” disease
severity,” itch,””  stigmatization,'”"® and  body
dysmorphic  concerns (BDC)/body  dysmorphic
disorder (BDD)."*"” The meta-analysis conducted by
Salari et al” confirmed a link between skin diseases and
mental health issues, with the highest rate of stress
observed in patients with acne (75.7%).

Despite growing recognition of the role of psy-
chological factors in dermatology, previous studies
of stress in skin diseases have often been limited by
small sample sizes, narrow diagnostic focus, or the
absence of appropriate control groups, making it
difficult to draw conclusions about the overall
burden of stress and its relationship with other
psychosocial variables in dermatological patients.

As a result, there is a need for larger, controlled
studies involving broader patient populations to better
understand the extent of stress experienced by derma-
tological patients and how it relates to common
comorbidities such as anxiety and depression.

To address this gap, the present study examines a
large sample of dermatological outpatients to inves-
tigate whether patients with skin conditions differ
from skin-healthy controls in terms of stress as
measured by the Perceived Stress Scale (PSS),
10 items and their reported economic difficulties
and stressful life events. In addition, we investigate
whether certain groups of dermatological patients
are more affected by stress than others. Finally, the
study examines whether stress is related to socio-
demographic, disease-related, and psychological
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variables (depression, anxiety, stigmatization, and
BDC/BDD) across diagnostic groups.

By providing a broader understanding of stress in
dermatological populations, this study may help to
identify subgroups which might benefit from
psychosocial support as part of their treatment.

METHODS
Study design, ethics, participants, and
procedure

This observational cross-sectional multicenter study
included dermatology outpatients and controls from
22 dermatology clinics in 17 European countries
treated between September 2017 and December
2019. It was approved by the Institutional Review
Board of the Department of Medicine at the University
of GieBen (protocol number 87/17) and at each
recruitment center. The study was registered at the
German Registry for clinical studies (Registration
number: DRKS00012745) and conducted in concor-
dance with the Declaration of Helsinki.”’

Each site recruited 250 consecutive, adult derma-
tological outpatients and 125 skin-healthy controls.
Controls with healthy skin were recruited by inviting
hospital staff and visitors to participate, for example,
using written notices and announcements at staff
meetings. They were excluded if they had any skin
condition. Study participants had to be at least
18 years old and abletoread and understand the
questionnaires as well as able to give consent. All
participants signed a written, informed consent
before inclusion."”

The current paper analyzes data from a large
study (the second project of the European Society for
Dermatology and Psychiatry [European Society for
Dermatology and Psychiatry study IID) designed to
explore multiple aspects of psychological burden in
dermatological patients. The large dataset collected
allows for various analyses regarding psychoderma-
tological issues, and the present paper addresses the
stress component, while other publications have
focused, or will focus, on other psychological
outcomes from the same dataset.""*'%*”

Variables

Sociodemographic and general health-
related wvariables. Age, sex, and income level
were self-reported. Physical comorbidities (diabetes,
cardiovascular, chronic respiratory, rheumatological
disease, or other) were recorded by the dermatologist,
while controls self-reported their comorbidities and
were excluded if they reported having a skin disease.

Disease-related variables. Clinical assessment
was performed by the dermatologist, who classified
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the skin condition according to International
Classification of Diseases, 10th Revision criteria
with a precision of at least 1 numeral after the digit."”
Disease severity was rated as ‘mild’, ‘moderate’, or
‘severe’ by the dermatologist. The prevalence of itch
was investigated by the question: ‘Have you suffered
from itch in the last 24 hours? (yes/no).

Stress. Perceived stress was measured using the
PSS-10, a 10-item scale (range: 0-40) that assesses the
degree to which individuals perceive their lives as
unpredictable, uncontrollable, and overloading
when external demands are judged to have
exceeded their ability to cope during the previous
month.”"** Contrary to measures which assess if
stressful life events occurred, the PSS measures the
degree to which situations in one’s life are appraised
as stressful.”** One dimension is related to
‘perceived helplessness’, another to ‘reduced
perceived self-efficacy’.”* PSS has demonstrated
good reliability and stability over time.”

The occurrence of stressful life events and
economic difficulties were evaluated by asking if
the participant had experienced stressful life events
and economic difficulties during the last 6 months
(yes/no).

Psychological variables. Presence of depression
and anxiety was screened using the Patient-Health-
Questionnaire  2-item and the General-Anxiety-
Disorder 2-item® using a cut-off score of =3 for
screened depression or anxiety.

Perceived stigmatization. Perceived stigmatiza-
tion was assessed with the 2l-item Perceived
Stigmatization Questionnaire (PSQ),”’ consisting of
3 subscales: ‘absence of friendly behavior’,
‘confused/staring behavior’, and ‘hostile behavior’.
This questionnaire can be used across different health
conditions.” " Items are answered on a 5-point Likert
scale (0-4 points), with higher scores reflecting higher
levels of perceived stigmatization. PSQ was designed
to sample stigmatizing behaviors commonly reported
by people with appearance distinctions.”” Low, me-
dium, and high perceived stigmatization were defined
based on terciles of the distribution of PSQ total score.

Self-assessed HRQOL. Participants rated their
health state on a visual analog scale from zero (worst
imaginable) to 100 (best imaginable), using the
European quality of life 5 dimension, Visual Analog
Scale.”

Body dysmorphic disorder/body dysmor-
phic concerns. BDD/BDC symptoms were
measured using a validated self-reported screening
instrument for Diagnostic and Statistical Manual of
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Mental Disorders, Fourth Edition criteria, the
Dysmorphic Concern Questionnaire,”” which mea-
sures concerns about one’s own body appearance.
The instrument has 7 items which are answered on a
scale from 0 to 3. Total scores range from 0 to 21.

Extensive information on these instruments is
given in the study protocol.”’

Statistical analysis

Differences between patients and controls in the
sociodemographic variables were tested using
Chi-square tests, t-tests, or analyses of variance.

T-tests were performed to determine whether
patients with different skin conditions and skin-
healthy controls differed regarding stress (PSS-10 total
score, PSS score for helplessness, and PSS score for
self-efficacy). In addition, Chi-square tests were con-
ducted to compare the occurrence of economic
difficulties and stressful life events during the last
6 months between patients with different skin condi-
tions and skin-healthy controls.

A linear regression model including the different
skin diseases was performed to investigate whether
perceived stress could be predicted by sociodemo-
graphic variables (sex, age, income; step 1), disease-
related variables (itch, comorbidities, severity of the
skin disease, general health status; step 2), and
psychological  variables  (screened  depression,
screened anxiety, screened BDD/BDC, perceived
stigmatization: absence of friendly behavior, confused
behavior by others and hostile behavior by others;
step 3).

Continuous variables were described with mean
and standard deviation (*standard deviation) and
categorical variables with number and percentage.

RESULTS
Sample characteristics

Atotal of 5487 dermatological outpatients (response
rate 82.4%) and 2808 healthy controls were included in
the study. Among patients, n = 5265, and among
controls, n = 2748, gave valid responses to the PSS
items used to construct scales. As shown in Table I,
there were significant differences (P < .001) between
patients and controls in all measured variables (sex,
age, income, comorbidities, and itch). A large propor-
tion of patients (65%) had a moderate to severe skin
disease.

Females (56.9%) had stress levels significantly
higher compared to males (mean [standard deviation]:
17.3 [7.0] vs 14.6 [6.9], P < .001). Likewise, younger
participants and those with lower income reported
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Table 1. Sample characteristics

Patients Controls
Variable (n = 5265) (n = 2748) P value
Sex, n (%) <.001
Male 2251 (43.1%) 904 (33.0%)
Female 2976 (56.9%) 1837 (67.0%)
Age, mean 48.3 (17.5) 42.8 (15.5) <.001
(£standard
deviation), y
Income, n (%) <.001
Low 1438 (28.2%) 504 (18.6%)
Middle 3188 (62.6%) 1763 (64.9%)
High 470 (9.2%) 448 (16.5%)
Comorbidities, <.001
n (%)
No 2724 (52.8%) 1946 (72.9%)
Yes 2433 (47.2%) 724 (27.1%)
Itch, n (%) <.001
No 1995 (38.3%) 2306 (84.6%)
Yes 3216 (61.7%) 420 (15.4%)
Clinical severity,
n (%)
Mild 1772 (35.2) - -
Moderate 2291 (45.5)
Severe 976 (19.4)

Description of the 8013 participants whose data were used in the
further analyses.

significantly higher stress levels (P < .001). Clinical
factors associated with higher perceived stress
included the presence of comorbidities, moderate to
severe disease severity, and chronic itch (P < .001).
Patients with depression, anxiety, or BDD/BDC
reported markedly higher stress levels than those
without these conditions (Table D).

Stress levels varied substantially across diagnostic
groups (Table IID). Patients with psychodermatolog-
ical conditions, hyperhidrosis, HS, AD, acne, and
urticaria reported the highest PSS scores (PSS range:
17.9-21.2). These groups also showed high scores of
perceived helplessness and reduced self-efficacy. In
contrast, patients with nonmelanoma skin cancer
(NMSC), malignant melanoma (MM), and melano-
cytic nevi had the lowest PSS scores (12.7-13.7).

Comparison between patients and skin-
healthy controls

Patients with dermatological conditions reported
significantly higher total stress scores than controls
(PSS mean: 16.3 vs 14.3, P < .001). This difference was
evident for both PSS subscales—perceived helpless-
ness (10.2vs 9.0, P <.001) and reduced perceived self-
efficacy (6.1 vs 5.3, P < .001) (Table I1). In addition,
dermatological patients were more likely to report
stressful life events and economic difficulties within
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Table II. Mean Perceived Stress Scale (PSS) score
with standard deviation (SD) according to different
sociodemographic and clinical variables

PSS total
Variable N* (%) mean (+SD) P value'
Sex
Male 2251 (43.1) 14.9 (6.9) <.001
Female 2976 (56.9) 17.3 (7.0)
Age (terciles, y)
<39 1723 (33.0) 17.4 (6.8) <.001
39-57 1771 (34.0) 16.8 (7.2)
>57 1723 (33.0) 14.6 (6.9)
Income
Low 1438 (28.2) 184 (7.2) <.001
Middle 3188 (62.6) 15.7 (6.8)
High 470 (9.2) 13.7 (6.6)
Itch
None 1995 (40.0) 14.6 (6.8) <.001
Acute 1089 (21.8) 17.1 (6.5)
Chronic 1906 (38.2) 17.6 (7.3)
Comorbidities
No 2724 (52.8) 16.0 (6.8) <.001
Yes 2433 (47.2) 16.6 (7.3)
Clinical severity
Mild 1772 (35.2) 15.3 (6.7) <.001
Moderate 2291 (45.5) 16.5 (6.8)
Severe 979 (19.4) 17.7 (7.9)
Depression
No 3859 (74.6) 144 (6.3) <.001
Yes 1311 (25.4) 21.9 (6.3)
Anxiety
No 3810 (73.6) 14.1 (6.1) <.001
Yes 1364 (26.4) 22.4 (5.9)
Screened BDD/BDC
No 4650 (89.4) 15.5 (6.7) <.001
Yes 550 (10.6) 22.6 (6.6)

BDD/BDC, Body dysmorphic disease/body dysmorphic concerns;
PSS, Perceived Stress Scale; SD, standard deviation.

*Totals may vary because of missing values.

tFrom t-test or ANOVA.

the past 6 months (Fig 1), further confirming a higher
overall burden of stress in this population.

Sociodemographic, clinical, and psychological
variables as predictors of stress in dermatological
patients

Psychological factors were significantly related to
stress in the hierarchical regression analysis, while
sociodemographic variables (age, sex, income)
explained 8.5% of the variance in PSS scores in the
stepwise modeling. Adding disease-related variables
(itch, comorbidities, severity, European quality of life
5 dimension, Visual Analog Scale health status)
increased the explained variance to 24.2%. The inclu-
sion of psychological variables (depression, anxiety,



74 Balieva et al

JAAD INT
ArriL 2026

Table III. Mean and standard deviation (= SD) for Perceived Stress Scale (PSS) total score, PSS-perceived
helplessness and PSS-reduced perceived self-efficacy for all skin disease groups and significance compared with

PSS-reduced
perceived self-efficacy mean (+SD)

PSS-perceived
helplessness mean (=SD)

controls

PSS total
Diagnosis (nz = 8013) mean (+=SD)
Controls (2748) 14.3 (6.3)
Patients (5265) 16.3 (7.1)%
Psychodermatological conditions' (18) 21.2 (7.9)%
Hyperhidrosis (25) 20.5 (8.2)*
Hidradenitis suppurativa (136) 19.5 (7.3)%
Atopic dermatitis (344) 18.1 (6.5)*
Acne (231) 18.0 (6.6)*
Urticaria (168) 17.9 (6.7)%
Allergies/hypersensitivity reactions (114) 17.6 (5.5)*
Alopecia areata (83) 17.5 (7.6)°
Psoriasis (1380) 17.0 (7.2)%
Chronic prurigo (124) 16.8 (6.7)*
Rosacea (86) 16.6 (6.3)*
Connective tissue disease (214) 16.5 (6.0)*
Papulosquamous disorders' (117) 16.3 (7.2)*
Bullous diseases (138) 16.2 (7.1)°
Pruritus (106) 16.1 (6.3)*
Dermatitis, not otherwise specified” (243) 15.8 (7.3)*
Vitiligo (46) 16.9 (7.8)
Venous insufficiency (73) 16.1 (7.5)
Seborrheic dermatitis (58) 15.9 (7.1)
Hand eczema (71) 15.8 (5.9)
Alopecias, other than alopecia areata (64) 15.8 (6.1)
Infections (240) 15.5 (6.9)
Metabolic/systemic diseases (102) 15.5 (7.4)
Benign tumors” (212) 15.0 (6.7)
Skin malformations** (53) 14.7 (7.0)
Melanocytic nevi (225) 13.7 (6.6)
Malignant melanoma (95) 12.9 (7.2)
Nonmelanoma skin cancer (440) 12.7 (6.8)*
Others't (59) 15.5 (6.2)

9.0 (4.8) 53 (3.1)
10.2 (5.4)* 6.1 (3.3)
143 (6.4)* 6.9 (3.2)
12.9 (5.4)" 7.7 (3.7)°
12.5 (5.6)* 7.0 (3.0
11.9 (5.0)* 6.1 (2.6)*
11.5 (5.0)* 6.5 (3.1)*
11.7 (4.8)* 6.2 (2.8)"
11.4 (4.5)* 6.2 (3.3)F
11.3 (5.3)* 6.2 (3.2)
10.8 (5.5)* 6.2 (3.4)
11.0 (5.0)* 5.8 (3.0)
10.5 (5.4) 6.0 (3.4)
10.2 (4.9)* 6.3 (3.4)
10.4 (5.4)* 5.9 (3.1)

9.8 (5.6) 6.4 (3.7)"
10.2 (5.0) 6.0 (3.1)
10.0 (5.6) 5.9 (3.3)
11.0 (5.9) 5.9 (3.5)
10.1 (5.8) 6.0 (3.4)
10.1 (5.0) 5.8 (3.3)
10.1 (4.5) 5.7 (2.9)

9.7 (4.6) 6.1 (2.8)

9.7 (5.3) 5.8 (3.3)

9.7 (5.5) 5.9 (3.4)

9.1 (5.1) 6.0 (3.6)

8.8 (4.8) 5.9 (3.5)

83 (5.1) 5.4 (3.6)

7.6 (5.2) 5.2 (3.6)

7.0 (5.1)* 5.7 (3.9)

9.3 (4.9) 6.2 (3.4)

Conditions with significant values are highlighted in bold.

P values from t-tests are corrected with Holm-Bonferroni method for multiple comparisons.

PSS, Perceived Stress Scale; SD, standard deviation.
*P < .001.

tParanoid psychosis, obsessive compulsive disorder, somatoform disease, trichotillomania, hallucinations.

P < .05.
p < .01
IExcluding psoriasis.

YExcluding atopic dermatitis, hand eczema, and seborrheic dermatitis.

#Lipomas, hemangiomas, granulomas, tumors of the connective and soft tissue (excluding melanocytic nevi), benign cysts, seborrheic

keratosis, cutaneous horn, hypertrophic scars, pyogenic granuloma.
**V/ascular malformations, epidermal nevi, ichthyosis, neurofibromatosis.

TTUndefined tumor, disease of the oral mucosa, nail disorders, balanoposthitis, burns/injuries, observation.

BDD/BDC, perceived stigmatization) yielded an
adjusted R* = 0.44 (Table 1V), indicative of a high
goodness-of-fit.*> Anxiety (B = 4.13, P < .001),
depression (B = 274, P < .001), BDD/BDC
(B = 1.76, P < .00D), and all perceived stigmatization
categories were significantly associated with elevated
stress levels. Notably, perceived hostile behavior
from others showed the strongest association with

perceived stress among the stigmatization subscales
(B =0.20, P <.00D).

DISCUSSION
This large multicenter study confirms that
dermatological patients experience  significantly

higher psychological stress than individuals with
healthy skin. Across the total sample, stress was
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Fig 1. Economic difficulties and stressful life events in the
last 6 months.

more prevalent in women, younger participants, in-
dividuals with lower income, and those reporting
comorbidities or more severe disease. Importantly,
stress was most strongly associated with psychological
comorbidities (depression, anxiety, BDC, and
perceived stigmatization).

The PSS allows for a nuanced understanding
of stress appraisal by distinguishing between
perceived helplessness and reduced self-effi-
cacy.”* Both dimensions were higher in patients
compared to controls, indicating not only higher
emotional burden but also a reduced ability to cope.
This supports theories that chronic, visible, or
stigmatizing illness may impair one’s sense of control
and amplify distress.”"

Our findings are in line with previous research
showing elevated stress in dermatological popula-
tions.”” Misery et al” reported very high stress levels in
patients with acne, AD, psoriasis, and HS, as in our
sample. However, our study, besides having a control
group, also showed perceived helplessness and
reduced self-efficacy in these conditions and in
psychodermatological conditions, hyperhidrosis, urti-
caria, allergies, chronic prurigo, and connective tissue
diseases. The results underscore the vulnerability of
several other dermatological conditions, not yet
explored.

The role of stigmatization in stress was clearly
demonstrated. All 3 subscales of perceived stigmati-
zation were significantly associated with higher
stress scores, especially perceived hostile behavior.
This aligns with previous research which indicated
that stigmatization contributes to psychological
distress and social withdrawal in dermatological
populations.' !’

While sociodemographic and disease-related
factors explained some of the variance in stress,
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psychological variables, especially anxiety and
depression, accounted for the largest share. This
highlights the importance of integrated care models
which address not only the physical but also the
emotional and social dimensions of skin disease.

Not all skin conditions were associated with
elevated stress levels. Patients with solitary, noninflam-
matory skin conditions (NMSC, MM, and melanocytic
nevi) showed lower perceived stress than the controls
(eg, NMSC, P < .001). Patients with NMSC and MM
were significantly older than the controls which may
partly explain lower stress. The availability of effective
curative treatments and lack of chronic inflammation
may also be important. Several previous studies have
likewise shown lower disease burden in patients with
solitary lesions compared to patients with inflamma-
tory skin conditions.”

Stress may be important in triggering cutaneous
inflammation and several recent epidemiological
studies demonstrate that stress often predates the
onset of skin disease in subsets of patients.”'"' Our
study indicates an association between stress, mental
health symptoms, and dermatological conditions
and supports a bidirectional relationship, consistent
with some previous studies and biological
neuroendocrine-immune models of skin—brain
interaction.” "

Strengths and limitations

A key strength of this study is its large, diverse
sample and inclusion of a skin-healthy control
group, which improves generalizability. By identi-
fying subgroups at particular risk, such as those with
psychodermatological conditions, hyperhidrosis,
HS, AD, acne, and urticaria, the findings provide
targets for intervention. Although the PSS does not
have validated subscores or established clinical
cut-offs, the consistent and statistically significant
differences observed support a higher stress burden
among dermatological patients. The large sample
size is likely to have contributed to detecting
statistically significant differences, although the
mean differences were rather small.

The cross-sectional design limits causal inference
on whether stress exacerbates skin disease or vice
versa. Self-reported measures may be affected by
recall or response bias. The patient and control
populations differed significantly in several baseline
characteristics, which represent a potential source of
bias. The PSS is a well-validated tool; however, it
does not capture the type or duration of stressors.
Moreover, the sample size for some patient groups
was rather small.
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Table IV. Linear regression model with Perceived Stress Scale (PSS) total score as dependent variable: PSS in
dermatological patients is associated with sex, age, income, comorbidities, disease severity, EQ-VAS health
status, screened depression, anxiety, and body dysmorphic disease/concerns and all stigmatization subgroups

Unstandardized B

Unstandardized B Unstandardized B

(95% CD (95% CD (95% CD)
Step 1 Step 2 Step 3

Constant 20.42 (19.27; 21.58)* 27.91 (26.47; 29.36)* 18.33 (16.96; 19.71)*
Sex (female vs male) 2.06 (1.64; 2.48)* 1.76 (1.38; 2.14)* 1.40 (1.07; 1.73)*
Age (continuous) —0.07 (—0.08; —0.06)* —0.08 (—0.10; —0.07)* —0.05 (0.06; —0.04)*
Income (low, middle, high) —2.32 (—2.67; —1.97)* —1.53 (—1.85; —1.21)* —0.85 (—1.13; —0.57)*
Step 2

Itch (yes vs no) 0.64 (0.42; 0.86)* 0.16 (—0.03; 0.35)

Comorbidities 0.66 (0.24; 1.07)" 0.47 (0.12; 0.83)"

Disease severity 0.03 (—0.24; 0.31) —0.37 (—0.61; —0.13)"

EQ-VAS health status —0.13 (—0.14; —0.12)* —0.06 (—0.07; —0.05)*
Step 3

Screened depression 2.74 (2.29; 3.20)*

Screened anxiety 4.13 (3.68; 4.58)*

Screened BDD/BDC 1.76 (1.19; 2.33)*

PSQ—absence of friendly behavior 0.11 (0.09; 0.14)*

PSQ—confused behavior 0.11 (0.08; 0.14)*

PSQ—hostile behavior 0.20 (0.14; 0.27)*
Adjusted R? 0.085 0.242 0.440

The adjusted R? for the overall model was 0.44, indicative of a high goodness-of-fit. Sociodemographic, disease-related, and psychological
variables were able to statistically significantly predict the value of the PSS total scale, F (13, 4162) = 253.73, P < .001.
BDD/BDC, Body dysmorphic disorder/body dysmorphic concerns; Cl, confidence interval; EQ-VAS, EuroQol5D Visual Analog Scale; PSQ,

Perceived Stigmatization Questionnaire.
*P < .001.
tp < o1

CONCLUSION

These findings reinforce the need for dermatologists
to be aware of general stress experience and psycho-
logical comorbidity in their patients. Particular atten-
tion should be paid to patients with high-risk
conditions, such as stigmatizing experiences, BDD/
BDC, or co-occurring depression and anxiety.
Psychosocial interventions, stress management tech-
niques, and referral to mental health services when
integrated into dermatological care are likely to
improve clinical outcomes, especially for patients
reporting  reduced  self-efficacy or perceived
helplessness.
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