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Evaluation of life quality,
 anxiety, and depression
in patients with skin diseases
Fei Guo, MMa, Qin Yu, MMb, Zhaoxia Liu, MMa, Chenghui Zhang, MMa, Pengying Li, MMa, Youlu Xu, MMa,
Yongjie Zuo, MMa, Guirong Zhang, BSa, Yuanyuan Li, MMc, Hongxia Liu, MMa,∗

Abstract
To investigate the incidence of skin diseases, the factors affecting the life quality, anxiety, and depression of patients with skin
diseases and the correlation among the 3.
A total of 1127 patients with skin diseases were selected online from March 2018 to June 2018. Logistic regression was used to

analyze the factors influencing life quality, anxiety, and depression. Spearman rank correlation was used to analyze the correction
among the life quality, anxiety, and depression.
There was no significant difference in ethnicity, education, and time of question among patients (P> .05). Sex ratio, age, marital

status, and occupation were statistically significant difference among patients with different skin diseases (P< .05). The life quality
index of patients with psoriasis, atopic dermatitis, acne, steroid-dependent dermatitis, and alopecia were 11.96±6.74, 9.84±6.99,
11.57±6.85, 13.86±6.31, 7.86±6.82, respectively. The differences were statistically significant (P< .05). Themain factors affecting
quality of life included age, family history, and types of skin diseases. The age, ethnicity, education, and family history of skin diseases
were the main factors affecting anxiety of patients with different skin diseases. Additionally, sex, marital status, education, and family
history of skin diseases were the main factors influencing depression. Spearman rank correlation analysis showed that the life quality,
anxiety, and depression were positively correlated.
Psoriasis, atopic dermatitis, acne, steroid-dependent dermatitis, and alopecia have a certain impact on the life quality of most

patients, and may cause different degrees of anxiety and depression.

Abbreviations: BMI = body mass index, DLQI= dermatology life quality index, SAS = self-rating anxiety scale, SDS= Self-Rating
Depression Scale.
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1. Introduction

Skin diseases are common conditions and often accompanied by
flushing, itching, desquamation, pain, and burning of epidermis
or mucosa. Compared with other diseases, skin diseases are more
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likely to cause psychological problems.[1,2] Certain chronic skin
diseases significantly reduce the quality of life of patients.[3] For
example, psoriasis is mainly characterized by itchy, which affects
the work, life, study, and sleep of patients, and seriously affects
the quality of life of patients. Acne, hair loss, and atopic
dermatitis affect physical appearance of the patient and have a
great psychological impact on emotional, psychological, and
social situations of patients.[4,5] At the same time, some skin
diseases may cause allergies, infections, and dietary contra-
indications. Skin diseases are risk factors for mood disorders and
acute anxiety disorders, which can affect the course of the disease
and the therapeutic effect. Study has shown that more than 10
kinds of skin diseases such as psoriasis, acne, and alopecia are
closely related to psychological problems.[6] People with chronic
skin diseases can become depressed because of the difficulty in
treating the disease,[7] and depression can seriously decrease the
quality of life of patients.
The prevalence of skin diseases is on the rise in recent years.

Compared with healthy people, patients with acne, atopic
dermatitis, psoriasis, steroid-dependent dermatitis, and alopecia
usually have different degrees of depression or anxiety, and severe
cases even have suicidal tendencies.[8–10] Poor emotional state can
also aggravate existing symptoms, and have an important impact
on the patient’s prognosis, thus forming a vicious circle.[11] Based
on the bio-psychological-social model,[12] some skin diseases
have been attributed to psychosomatic medicine, and psycholog-
ical intervention has become an important means of dermato-
logical adjuvant therapy.[13] However, previous studies have
focused on the relationship between a single skin disease and
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psychological state. Studies on the horizontal comparison of
psychological states among different skin diseases are rare.[14–16]

To understand the prevalence and distribution of common skin
diseases and the psychological impact of skin diseases on patients
of north and east regions in Xinjiang, we conducted a skin disease
survey of some regions inXinjiang fromMarch to June 2018. The
depression and anxiety in patients with 5 common skin diseases
including psoriasis, atopic dermatitis, acne, steroid-dependent
dermatitis, and alopecia were evaluated and the differences were
identified. This provides a preliminary theoretical basis for
targeted psychological intervention.
2. Materials and methods

2.1. Subjects

In total 1127 outpatients and inpatients from March to June
2018 were selected from 12 hospitals in Xinjiang, including
Xinjiang Uygur Autonomous Region ChineseMedicineHospital,
Hami City Xinshi Skin Hospital, Altay Regional People’s
Hospital, Jixian People’s Hospital, Midong District People’s
Hospital, Yili State Hospital of Traditional Chinese Medicine,
Karamay People’s Hospital, Changji People’s Hospital, Fuhai
County Chinese Medicine Hospital, Tacheng City Traditional
Chinese Medicine Hospital, Dushanzi Central Hospital, and
Fukang Chinese Medicine Hospital. The inclusion criteria were
as follows: Voluntary participation; patients who can correctly
read and understand the questionnaire; patients who met 1 of the
5 diagnostic criteria for skin diseases in China Clinical
Dermatology.[17] Exclusion criteria were as follows: patients
who had concurrent other skin diseases; patients who had serious
physical and mental illnesses; pregnant women; patients who
were alcohol and drug dependence. Written and informed
consent were obtained from every patient and the study was
approved by the ethics review board of Xinjiang Uygur
Autonomous Region Chinese Medicine Hospital.

2.2. Questionnaires

The “Skin Disease Questionnaire” was designed by our lab. The
general information of the questionnaire included the ethnicity,
age, sex, marital status, education, occupation, time of question,
and bodymass index. The dermatology life quality index (DLQI),
Self-Rating Depression Scale (SDS), and self-rating anxiety scale
(SAS) scales were used.
TheDLQI[18] scalewasused.The scale consists of 10 items. Each

itemwas rated from0 to 4. The total score of the scalewas equal to
the sum of the scores of items. SDS scale revised by Self-Rating
Depression Scale and Depression Status Inventory was used.[19] It
consists of 20 items. Each item was rated from 1 to 4. The total
score was equal to 1.25 times of the sum of the scores of items. The
reliability and validity met the measurement requirements.
SAS scale[20] consists of 20 items. Each item was rated from 1

to 4. The total score of the questionnaire was 25 to 100 points,
equal to 1.25 times of the sum of the scores of items.

2.3. Questionnaire collection

In March 2018, the questionnaire was issued through the online
platform and the QR code of the questionnaire was generated.
The survey respondents were determined by cluster sampling.
The respondents filled in the questionnaires through the web link
or mobile phone after scanning the WeChat QR code.
2

2.4. Statistical analyses

Statistical analysis was performed using SAS JMP10.0. Quanti-
tative data (age, body mass index, time of question and DLQI
score) were expressed as the mean± standard deviation. One-way
ANOVA were used for comparison among groups followed by
least significant difference for comparison between groups.
Qualitative data (ethnicity, sex, marital status, education,
occupation, family history of skin diseases, and disease course)
were expressed as absolute numbers and composition ratios and
analyzed with the x2test. Logistic regression was performed to
determine the factors affecting life quality. Spearman rank
correlation analysis was used to analyze the correlation among
the life quality, anxiety degree, and depression degree. The test
level was set at a=0.05 (2-side). The comparison between the 2
groups was corrected according to the number of comparisons
a=0.05/n.
3. Results

3.1. Basic information of the respondents

In this study, in total 1127 patients were enrolled, including 159
patients with psoriasis, 572 patients with atopic dermatitis, 277
patients with acne, 50 patients with steroid-dependent dermatitis,
and 114 patients with alopecia patients. Among them, 373
patients were males and 754 were females. There were 962 Han
and 165 Minority patients. As shown in Table 1, there was no
significant difference in ethnicity, education, and time of question
among different skin disease patients (P> .05). Meanwhile, the
factors of sex ratio, age, marital status, and occupation among
different skin disease patients were significantly different
(P< .05). After correction of a=0.05/10=0.005, the proportion
of men with psoriasis was higher than that of atopic dermatitis,
acne, and steroid-dependent dermatitis, respectively (P< .05); the
average age of psoriasis patients was higher than that of atopic
dermatitis and acne patients, respectively (P< .05); the average
age of patients with atopic dermatitis, steroid-dependent
dermatitis, and alopecia was higher than that of acne patients,
respectively (P< .05); proportion of unmarried psoriasis patients
was higher than that of atopic dermatitis, steroid-dependent
dermatitis, and alopecia patients, respectively (P< .05); propor-
tion of unmarried acne patients was lower than that of atopic
dermatitis, steroid-dependent dermatitis, and alopecia patients,
respectively (P< .05); proportion of student alopecia patients was
higher than that of psoriasis, atopic dermatitis, acne, steroid-
dependent dermatitis patients, respectively (P< .05). Additional-
ly, there was significant difference in family history and disease
course among different skin disease patients. Psoriasis patients
had a higher family history than atopic dermatitis patients
(P< .05); the proportion of psoriasis patients with disease course
more than 5 years was higher than that of atopic dermatitis, acne,
steroid-dependent dermatitis, and alopecia patients, respectively
(P< .05). These indicate that sex, age, marriage, occupation,
family history, and disease course are different among different
patients with different skin diseases.
3.2. DLQI score of each skin disease and its effect on life
quality of patients

To assess the life quality of patients, the DLQI Questionnaire was
used. The DLQI score of psoriasis was 11.96±6.74, of atopic
dermatitis was 9.84±6.99, of acne was 11.57±6.85, of steroid-



Table 1

Basic information of the respondents.

Items Psoriasis Atopic dermatitis Acne Steroid-dependent dermatitis Alopecia F/x2 P

Time of question (min) 8.11±8.3 8.29±7.68 6.79±6.49 9.1±11.03 7.69±9.31 2.049 .085
Age 33.23±0.9 30.21±0.49

∗
25.88±0.68

∗,† 31.06±1.61‡ 32.36±1.06‡ 13.785 <.001
BMI (kg/m2) 23.72±6.16 22.01±3.59

∗
21.84±4.03

∗
22.04±3.68 22.72±3.36 6.503 <.001

Sex
Male 70 (44.03) 161 (30.55)

∗
85 (30.69)

∗
10 (20.00)

∗
47 (41.23) 18.123 .001

Female 89 (55.97) 366 (69.45) 192 (69.31) 40 (80.00) 67 (58.77)
Ethnic group
Han 145 (91.19) 444 (84.25) 232 (83.75) 42 (84.00) 99 (86.84) 5.697 .223
Minority 14 (8.81) 83 (15.75) 45 (16.25) 8 (16.00) 15 (13.16)

Marital status
Married 54 (33.96) 260 (49.34) 211 (76.17) 25 (50.00) 53 (46.49) 94.757 <.001
Single 103 (64.78) 256 (48.58)

∗
63 (22.74)

∗
23 (46.00) 57 (50.00)

∗

Divorced 2 (1.26) 11 (2.09) 3 (1.08) 2 (4.00) 4 (3.51)
Education
Primary School or below 8 (5.03) 21 (3.98) 8 (2.89) 2 (2.00) 4 (3.51) 13.43 .098
Secondary education 42 (26.42) 111 (21.06) 45 (16.25) 16 (32.00) 20 (17.54)
College/university and above 109 (58.55) 395 (74.96) 224 (80.87) 33 (56.00) 90 (78.95)

Occupation
Student 20 (12.58) 113 (21.44) 104 (37.55) 9 (18.00) 24 (21.05)

∗,†,‡,x 60.235 <.001
Administration/institution 34 (21.38) 124 (23.53) 50 (18.05) 10 (20.00) 24 (21.05)
Sales/advertising/marketing 15 (9.43) 51 (9.68) 26 (9.39) 6 (12.00) 13 (11.40)
Professionals 21 (13.21) 57 (10.82) 39 (14.08) 11 (22.00) 18 (15.79)
Others 69 (43.4) 182 (34.54) 58 (20.94) 14 (28.00) 35 (30.70)

Family history
No 106 (66.67) 423 (80.27)

∗
198 (71.48) 43 (86.00) 83 (72.81) 19.102 <.001

Yes 53 (33.33) 104 (19.73) 79 (28.52) 7 (14.00) 31 (27.19)
Disease course
<6 mo 41 (25.79) 240 (45.54) 71 (25.63) 20 (40.00) 36 (31.58) 123.288 <.001
6 mo–3 y 28 (17.61) 156 (29.60) 114 (41.16) 23 (46.00) 48 (42.11)
3–5 y 48 (30.19) 94 (17.84) 72 (25.99) 6 (12.00) 24 (21.05)
Over 5 y 42 (26.42) 37 (7.02)

∗
20 (7.22)

∗
1 (2.00)

∗
6 (5.26)

∗

BMI = body mass index.
∗
The difference was statistically significant after psoriasis and other diseases were corrected a=0.05/10=0.005.

† The difference was statistically significant after atopic dermatitis and other diseases were corrected a=0.05/10=0.005.
‡ The difference was statistically significant after acne and other diseases were corrected a=0.05/10=0.005.
x The difference was statistically significant after steroid-dependent dermatitis and other diseases were corrected a=0.05/10=0.005.
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dependent dermatitis was 13.86±6.31, and of alopecia was 7.86
±6.82 (Table 2). DLQI score of psoriasis, atopic dermatitis, and
alopecia patients was significantly lower than that of acne and
steroid-dependent dermatitis patients, respectively (P< .05).
Then, the DLQI score of each patient was rated from 0 to 30,
indicating no effect (0–1), little effect (2–5), general effect (6–10),
great effect (11–20), and very great effect (21–30). There was a
statistically significant difference in the life quality among the
Table 2

The DLQI score of each skin disease and its effect on life quality of

Psoriasis Atopic dermatitis Acn

DLQI score 11.96±6.74 9.84±6.99
∗

11.57±
No effect (0–1 DLQI score) 13 (8.18) 78 (14.8) 22 (7
Little effect (2–5 DLQI score) 14 (8.81) 85 (16.13) 34 (1
General effect (6–10 DLQI score) 44 (27.67) 129 (24.48) 74 (2
Great effect (11–20 DLQI score) 69 (43.4) 192 (36.43) 120 (4
Very great effect (21–30 DLQI score) 19 (11.95) 43 (8.16) 27 (9
∗
The difference was statistically significant after psoriasis and other diseases were corrected a=0.05

† The difference was statistically significant after atopic dermatitis and other diseases were corrected a
‡ The difference was statistically significant after acne and other diseases were corrected a=0.05/10
x The difference was statistically significant after steroid-dependent dermatitis and other diseases were

3

different skin disease patients (Table 2). The proportion of no
effect on life quality in alopecia patients was higher than that in
psoriasis and acne patients, respectively (P< .05). Patients with
psoriasis, atopic dermatitis, acne, and steroid-dependent derma-
titis had a great effect on the life quality. The life quality of the
above patients was higher than that of alopecia patients,
respectively (P< .05). These demonstrate that skin diseases have
a certain impact on the quality of life of patients.
patients.

e Steroid-dependent dermatitis c x2 P

6.85† 13.86±6.31† 7.86±6.82
∗,‡,x 11.864 <.001

.94) 3 (6.00) 26 (22.81)
∗,‡ 59.106 <.001

2.27) 3 (6.00) 25 (21.93)
6.71) 7 (14.00) 32 (28.07)
3.32) 30 (60.00) 24 (21.05)

∗,†,‡,x

.75) 7 (14.00) 7 (6.14)

/10=0.005.
=0.05/10=0.005.
=0.005.
corrected a=0.05/10=0.005.
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3.3. Factors affecting the life quality of patients

Factors affecting the quality of life of patients with different skin
diseases were analyzed. Multivariate regression analysis of
logistic regression was performed. The age, family history, and
types of skin disease were used as independent variables. The
effect on life quality was used as dependent variables. The results
showed that the age, family history, and types of skin disease
were the main factors affecting life quality (Table 3). For each
additional year of age, the probability of affecting life quality was
1.021 (95% CI 1.003–1.039) times of the previous year; patients
with a family history were more likely to affect life quality for
2.221 (95% CI 1.333–3.703) times than those without family
history; the possibility of alopecia patients affecting life quality
was 0.318 (95%CI 0.154–0.655) times of psoriasis patients. The
effect of steroid-dependent dermatitis on life quality was 1.628
(95% CI 0.441–6.005) times than psoriasis; that of acne on life
quality was 1.219 (95%CI 0.589–2.52) times than psoriasis; that
of atopic dermatitis on life quality was 0.591 (95% CI 0.317–
1.102) times than psoriasis; that of alopecia on life quality was
0.318 (95% CI 0.154–0.655) times than psoriasis. These results
show that age, family history, and types of skin diseases are the
main factors affecting quality of life.
3.4. Influential factors of moderate–severe anxiety

Logistic regression was used to analyze the influencing factors of
anxiety in patients with different skin diseases. Patients were
grouped into anxiety group and nonanxiety group based on SAS
score. The SAS score<50 points was defined as nonanxiety
whereas that>50 points was defined as anxiety. As shown in
Table 4, ethnicity, marital status, education, family history,
DLQI score, and SAS score were statistically significant between
the nonanxiety group and the anxiety group, respectively
(P< .05). The DLQI score, SDS score, divorce rate, and
proportions of patients with family history or received secondary
education were higher in the anxiety group than those in the
nonanxiety group, respectively (P< .05). The college/university
degree proportion was lower in the anxiety group than that in the
nonanxiety group (P< .05).
Logistic regression was performed using anxiety as the

dependent variable (0=none or mild, 1=moderate–severe) and
the aforementioned possible influencing factors as independent
variables. The results showed that age, ethnicity, education,
family history were the main factors of moderate–severe anxiety
in patients with skin disease. For each additional year of age, the
probability of moderate–severe anxiety was 1.015 (1.001–1.030)
times of the previous year; the possibility of moderate–severe
Table 3

Logistic regression analysis of factors affecting life quality.

Variable b S.E

Constant 1.547 0.408
Age 0.021 0.009
No family history 0.798 0.261
Skin disease
Psoriasis – –

Atopic dermatitis �0.526 0.318
Acne 0.198 0.371
Steroid-dependent dermatitis 0.487 0.666
Alopecia �1.146 0.369

4

anxiety in minority patients was 2.329 (1.482–3.659) times of
Han patients; the probability of moderate–severe anxiety in
patients with college/university or above was 0.400 (0.175–
0.914) times that of primary school; the probability of moderate–
severe anxiety in patients with family history was 2.221 (1.333–
3.703) times than that without family history. These demonstrate
that age, ethnicity, education, and family history of skin diseases
are the main factors of moderate–high anxiety in patients with
different skin diseases.

3.5. Influential factors of moderate–severe depression

Logistic regression analysis was used to analyze the influencing
factors of depression in patients with different skin diseases.
Patients were grouped into depression group and nondepression
group based on SDS score. The SDS score<50 points was defined
as nondepression whereas that > 50 points was defined as
depression. As shown in Table 5, time of question, age, sex,
marital status, education, disease course, family history, DLQI
score, and SDS score were statistically significant between the
nondepression group and the depression group, respectively
(P< .05).
Logistic regression was performed using depression as the

dependent variable (0=none or mild, 1=moderate–severe) and
the aforementioned possible influencing factors as independent
variables. The results showed that sex, marital status, education,
and family history were the main factors of moderate–severe
depression in patients with skin disease. The possibility of
moderate–severe depression in female patients was 0.767 (0.594–
0.992) times of male patients; the possibility of moderate–severe
depression in unmarried patients was 0.660 (0.517–0.841) times
of married patients; the probability of moderate–severe depres-
sion in patients with college/university or above was 0.385
(0.193–0.769) times that of primary school; the probability of
moderate–severe depression in patients with family history was
1.409 (1.063–1.867) times than that without family history.
These indicate that sex, marital status, education, family history
of skin diseases are the main factors of moderate-to-severe
depression in patients with dermatosis.

3.6. Correlation analysis among the effect degree on life
quality, anxiety, and depression

Spearman rank correlation analysis was performed on the effect
degree on life quality of skin disease patients (no effect, little
effect, general effect, great effect, and very great effect), degree of
anxiety (none, mild, moderate, and severe), and degree of
depression (none, mild, moderate, and severe). Results showed
Wald x2 P OR (95% CI)

14.405 <.001 4.697
5.198 .023 1.021 (1.003–1.039)
9.375 .002 2.221 (1.333–3.703)

22.897 <.001
2.735 .098 0.591 (0.317–1.102)
0.285 .594 1.219 (0.589–2.52)
0.536 .464 1.628 (0.441–6.005)
9.645 .002 0.318 (0.154–0.655)



Table 4

Influential factors of moderate–severe anxiety.

Degree of anxiety Univariate analysis Logistic multivariate analysis

Items Nonanxiety group Anxiety group F/x2 P Wald x2 P OR (95%CI)

Time of question 7.9±7.62 7.6±9.76 0.405 .686 –

Age 29.61±10.7 31.64±17 �1.835 .067 4.38 .036 1.015 (1.001–1.03)
Ethnicity
Han 873 (86.78) 89 (73.55) 15.117 <.001 1
Minority 133 (13.22) 32 (26.45) . 13.429 0 2.329 (1.482–3.659)

Marital status
Married 546 (54.27) 57 (47.11) 7.664 .022 3.255 .196
Single 444 (44.14) 58 (47.93)
Divorced 16 (1.59)

∗
6 (4.96)

∗

Education
Primary School or below 34 (3.38) 8 (6.61) 12.213 .002 1
Secondary education 197 (19.58)

∗
37 (30.58)

∗
.49 0.484 .733 (0.307–1.748)

College/university and above 775 (77.04)
∗

76 (62.81)
∗

4.72 0.03 .4 (0.175–0.914)
Family history
No 774 (90.74) 232 (84.67) 7.424 .006 1
Yes 79 (9.26) 42 (15.33) 5.947 0.015 1.665 (1.105–2.508)

DLQI score 10.15±6.94 13.81±6.68 �5.503 <.001 –

SAS score 54.94±10.36 63.95±7.13 �9.303 <.001 –

The logistic regression equation did not include the P> .05 variable. Therefore, the variable had no OR value. The SAS was not an independent factor and thus multivariate analysis was not performed for them.
Patients were grouped into anxiety group and nonanxiety group based on SAS score. The SAS score<50 points was defined as nonanxiety whereas that>50 points was defined as anxiety.
SAS = self-rating anxiety scale.
∗
There were differences between the 2 groups after correcting a=0.05/3=0.017.
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that there was a positive correlation among effect on life quality
and degrees of anxiety and depression, respectively (Table 6).
These data show that the 3 factors interact with each other and
are positively correlated.
Table 5

Influencing factors of moderate–severe depression.

Degree of depression U

Items Nondepression group Depression group F

Time of question 9.17±9.09 6.62±6.25
Age 30.59±10.1 29.09±12.76
Sex
Male 162 (29.29) 211 (36.76)
Female 391 (70.71) 363 (63.24)

Marital status
Married 271 (49.01) 332 (57.84) 1
Single 275 (49.73) 227 (39.55)
Divorced 7 (1.27)

∗
15 (2.61)

∗

Education
Primary school or below 12 (2.17) 30 (5.23) 2
Secondary education 87 (15.73)

∗
147 (25.61)

∗

College/university and above 454 (82.10)
∗

397 (69.16)
∗

Disease course
<6 mo 183 (33.09) 225 (39.20)
6 mo–3 y 200 (36.17)

∗
169 (29.44)

∗

3–5 y 112 (20.25) 132 (23.00)
over 5 y 58 (10.49) 48 (8.36)

Family history
No 438 (51.35) 115 (41.97)
Yes 415 (48.65) 159 (58.03)

SDS score 46.29±7.87 51.92±8.03 �1
DLQI score 10.12±6.52 10.95±7.42 �
The logistic regression equation did not include the P> .05 variable. Therefore, the variable had no OR val
grouped into depression group and nondepression group based on SDS score. The SDS score <50 po
SDS = Self-Rating Depression Scale.
∗
There were differences between the 2 groups after correcting a=0.05/3=0.017.

5

4. Discussion
Psoriasis, atopic dermatitis, acne, alopecia, and steroid-depen-
dent dermatitis mostly affect the skin of the head and face, while
psoriasis and atopic dermatitis can spread to the skin of the trunk
nivariate analysis Logistic multivariate analysis

/x2 P Wald x2 P OR (95%CI)

5.511 <.001 –

2.182 .029 0.009 .926

7.088 .008 1
4.101 0.043 .767 (0.594–0.992)

3.283 .001 1
11.24 0.001 .66 (0.517–0.841)
.856 0.355 1.553 (0.611–3.945)

6.535 <.001 23.272 0 1
.651 0.42 .74 (0.357–1.537)
7.309 0.007 .385 (0.193–0.769)

9.133 .0276 7.469 .058

1

7.325 .007 5.699 .017 1.409 (1.063–1.867)

1.888 <.001 —

1.987 .04 —

ue. The SDS was not an independent factor, so no multivariate analysis was performed. Patients were
ints was defined as nondepression whereas that >50 points was defined as depression.
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Table 6

Spearman rank correlation analysis among the effect degree of life quality, anxiety, and depression.

Degree of anxiety Degree of depression

Items P r P r

Effect degree of life quality <.001 0.325 .004 0.087
Degree of anxiety – <0.001 .349
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and limbs.[21–24] The treatment period is long. These diseases will
be seriously affecting the life quality of patients.[25]

In this study, atopic dermatitis had the highest incidence
among the investigated patients, followed by acne, psoriasis,
alopecia, and steroid-dependent dermatitis. The main influencing
factors of various skin diseases were age, sex, occupation, and
disease course. Atopic dermatitis, psoriasis, steroid-dependent
dermatitis, and alopecia occurred between 30 and 34 years old,
and acne occurred around 26 years old; there was no significant
difference between male and female. The main skin diseases of
student patients were acne and atopic dermatitis, and that of the
general staff patients was atopic dermatitis. The disease course of
psoriasis patients was usually 3 to 5 years, accounting for
30.19% of all patients, and that of atopic dermatitis patients was
generally<6 months, accounting for 45.54% of all patients,
which had the highest number of cases. The disease course of
acne, steroid-dependent dermatitis, and alopecia patients was 6
months to 3 years, accounting for 41.16%, 46%, and 42.11% of
all patients, respectively.
This study shows that DLQI score for psoriasis, acne, and

steroid-dependent dermatitis were in the range of 11 to 20, which
has a great impact on quality of life. DLQI scores in patients with
atopic dermatitis and alopecia were in the range of 6 to 10, which
has a certain impact on the quality of life. Multivariate regression
analysis of logistic regression showed that types of skin disease
were independent factors affecting life quality. Steroid-dependent
dermatitis may have relatively higher effect on life quality than
alopecia. This may be because that the treatment cycle of
psoriasis, atopic dermatitis, acne, and steroid-dependent derma-
titis is long, and the recurrence rate is high, which affects the
external beauty, thereby aggravating the patient’s psychological
burden and stress, leading to disordered endocrine function, and
causing dysfunction of skin function and repeated skin
disease.[26,27] Alopecia also causes certain psychological stress,
which aggravates repeated illnesses, but the impact was relatively
lower as compared with the other 4 skin diseases. However, the
sample sizes of different disease types in the present study were
different, which may affect the solidity of the results. Further
studies with larger and balanced sample sizes are needed to verify
our results.
There were significant differences in anxiety and depression

among patients with various skin diseases, indicating that
different skin diseases have different degrees of psychological
damage to patients. The recurrent episodes and the low cure rate
of skin diseases make patients vulnerable to adverse emotions.
These also imply that patients with skin diseases are prone to be
in a bad state of mind and are closely related to psychological
disorders. Moderate-to-severe anxiety and depression suggest
that patients need professional psychological intervention.[28]

Therefore, dermatologists should pay attention to check the bad
moods of patients with skin diseases, increase psychological
treatment in time, and establish a mind–body medical concept.
On the other hand, dermatologists should guide the patients with
6

skin diseases to take the initiative to adjust their emotions and
reduce mental burden while taking the prescribed medicine.
Furthermore, dermatologists should strengthen family support
and offer individualized patient education.
This study is limited in that the data of lifestyle habits, eating

habits, and hospital visits that may have effect on depression and
anxiety were not collected or analyzed.
5. Conclusions

In conclusion, psoriasis, atopic dermatitis, acne, steroid-depen-
dent dermatitis, and alopecia can affect the life quality of most
patients, and may cause different degrees of anxiety and
depression. Our findings may provide evidence for clinical
psychotherapy of anxiety and depression in patients with skin
diseases.
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