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Abstract

Background: Chronic skin diseases impact not only physical health but also psychological and
social well-being, often leading to stigma, emotional distress, and reduced quality of life (QOL).
However, limited data exist on the psychosocial effects of these conditions in Ethiopia. This study
aimed to assess the prevalence of depression, anxiety, low self-esteem and poor QOL among
patients with chronic skin diseases at St. Paul’s Hospital Millennium Medical College in Addis

Ababa, Ethiopia.

Methods: A cross-sectional study was conducted among 316 patients diagnosed with chronic
skin diseases, selected through systematic random sampling. Data were collected via structured
interviews using validated tools: PHQ-9 for depression, GAD-7 for anxiety, RSES for self-esteem
and DLQI for QOL assessment. Binary and multivariable logistic regression analyses were

performed using SPSS version 25 to identify associated factors.

Results: Anxiety was reported by 37.3% of patients, depression by 31.6%, low self-esteem by
23.7%, and poor QOL by 40.5%. Factors influencing QOL included age, sex, marital status, site
of involvement, symptom presence, and specific diagnoses. Anxiety was associated with sex,
education, marital and employment status, and symptoms. Depression was linked to employment,
marital status, education, income, and treatment history. Self-esteem was influenced by marital

status, education, employment, diagnosis, site of involvement, and treatment history.

Conclusion: Chronic skin diseases significantly affect mental health and QOL. The findings
underscore the need for integrated care approaches that address both dermatological and

psychological health to improve patient outcomes.
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ACRONYMS AND ABBREVIATIONS

ACD == Allergic contact dermatitis

AOR - Adjusted odd ratio

COR ------m-mmmmeeee- Crude odd ratio
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DLQI--------=mmmmmom- Dermatology life Quality Index

GAD e Generalized Anxiety Disorder
HRERB - Health Research Ethics Review Board
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PHQ - Patient Health Questionnaire

QOL e Quality of life

RSES - The Rosenberg Self-Esteem Scale
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1. Introduction

1.1. Background

Chronic skin diseases present a significant global health challenge, impacting millions of
individuals and affecting not only physical health but also psychological and social well-being.
The skin, as the largest organ, serves critical functions, yet over 2,000 identified skin conditions—
ranging from mild acne to life-threatening disorders like toxic epidermal necrolysis—pose
substantial health risks (1,2). In developing countries, skin diseases affect 20-50% of the
population and account for 15-20% of primary care visits, but the psychological impacts of these

conditions often go unaddressed (1).

The visible nature of chronic skin diseases frequently leads to stigma, discrimination, and
diminished self-esteem, contributing to anxiety, depression, and social isolation (3). This creates
a cycle where psychological stress exacerbates the skin condition, further impacting quality of
life. Factors such as body image issues, social withdrawal, professional challenges, and disrupted

sleep collectively undermine patients' ability to participate fully in society (4,5).

In Ethiopia, where healthcare infrastructure and awareness are limited, these challenges are
magnified. Cultural stigma around visible skin conditions further discourages timely medical
care, perpetuating poor outcomes (6). Saint Paul’s Hospital in Addis Ababa, a major referral
center, offers a unique opportunity to study the dual burden of chronic skin diseases and mental
health disorders. Insights from this research can inform culturally sensitive interventions that

integrate mental health care with dermatological services (2).

Addressing chronic skin diseases requires a multidisciplinary approach to mitigate their profound
psychological and social impacts. This research aims to provide evidence-based
recommendations for holistic care strategies to improve outcomes and quality of life for affected

individuals in Ethiopia and similar low-resource settings (3,6).



1.2. Statement of the Problem

Chronic skin diseases are long-term conditions that affect millions globally, extending beyond
physical symptoms to profoundly impact psychosocial well-being. Patients with these conditions
often experience anxiety, depression, low self-esteem, and social stigma, which diminish their
quality of life. Studies estimate that up to 30% of individuals with chronic skin diseases suffer
from anxiety or depression, with higher rates observed in regions with limited healthcare access

and significant stigma (4).

In sub-Saharan Africa, including Ethiopia, the psychosocial burden of chronic skin diseases is
intensified by cultural beliefs, economic constraints, and resource-limited healthcare systems.
Saint Paul’s Hospital in Addis Ababa, a major referral center, treats many patients with severe
chronic skin conditions. However, there is limited data on the psychosocial impact of these
conditions in Ethiopia, underscoring the need for research to inform effective, context-specific

interventions (2,6).

The psychosocial challenges associated with chronic skin diseases are driven by multiple
interrelated factors: Underlying factors: Genetic predispositions and biological links between skin
diseases and mental health disorders (3). Intermediate factors: Physical symptoms such as pain,
itching, and disfigurement that disrupt daily life and contribute to anxiety and depression (5).
Distal factors: Societal influences, including cultural stigma, misconceptions, economic barriers,

and limited access to healthcare, further compound the problem (1,6).

Despite global studies exploring the relationship between chronic skin diseases and mental health,
research in low-resource settings like Ethiopia is sparse. Most studies focus on physical symptoms
or overlook sociocultural and systemic factors. Furthermore, existing research often lacks
standardized, quantitative approaches to assess anxiety, depression, self-esteem, and quality of

life (7,8).

This study aims to address these gaps by quantitatively assessing the psychosocial impact of
chronic skin diseases among adult patients at Saint Paul’s Hospital in Addis Ababa. It will explore
the prevalence and severity of anxiety, depression, self-esteem challenges, and quality of life
impairments, while identifying contributing demographic, clinical, and systemic factors. Findings
are expected to guide the development of integrated, multidisciplinary approaches that address
both physical and mental health needs, ultimately improving outcomes for affected populations
(1,6).



1.3. Significance of the study

This study enhances understanding of the psychological and emotional challenges faced by adults
with chronic skin diseases, particularly in Ethiopia. By examining the prevalence of anxiety and

depression, it highlights the need for integrating mental health support into dermatological care.

Additionally, the research explores how chronic skin conditions influence self-perception and
overall well-being. These insights can inform targeted interventions to improve both

psychological resilience and quality of life.

The study's findings hold practical significance for healthcare providers by advocating a holistic
approach that addresses both physical and emotional aspects of care. In Ethiopia, where mental
health issues are often overlooked, integrating psychological support into dermatology can

significantly enhance patient outcomes.

Moreover, the study provides culturally relevant data, ensuring that interventions align with
Ethiopia’s unique social and cultural dynamics. Understanding these factors enables the

development of tailored strategies that resonate with patients’ lived experiences.

Beyond clinical practice, the study has policy implications, underscoring the importance of
incorporating mental health services into dermatological care. This integration can improve
resource allocation and foster a more supportive healthcare system for individuals with chronic

conditions.

In summary, this research contributes to a more comprehensive approach to dermatological care
by linking mental health, self-esteem, and quality of life. Its findings aim to improve patient
outcomes and inform healthcare policies that better address the psychosocial burden of chronic

skin diseases in Ethiopia.



2. Literature review

2.1. Introduction

Chronic skin diseases not only affect physical health but also take a significant toll on mental
well-being. Persistent symptoms can reduce quality of life and contribute to psychological
distress. Growing research highlights the strong connection between dermatological conditions
and mental health, emphasizing the need for comprehensive studies on this relationship (3). This
literature review examines the psychosocial impact of chronic skin diseases, the importance of
integrating mental health considerations, and the relevance of these issues in Ethiopia, with a

focus on patients at Saint Paul’s Hospital in Addis Ababa.

2.2. Theoretical Background

Lazarus and Folkman’s stress and coping model (1984) explains how individuals manage chronic
illness-related stress. Skin conditions with visible symptoms and social stigma can be significant
stressors, requiring coping strategies:

Problem-focused coping addresses the root cause of stress.

Emotion-focused coping helps regulate emotional responses.

Effective coping can reduce distress, while maladaptive strategies may worsen anxiety and
depression. Understanding these mechanisms is key to developing interventions that support
patients’ mental health (5).

Rosenberg’s self-esteem theory (1965) highlights how chronic skin diseases can impact self-
worth, especially when appearance is altered. The symbolic interactionist perspective suggests
that social interactions shape self-esteem—negative feedback or self-stigmatization can lead to
emotional distress, creating a cycle of low self-worth. Addressing this is crucial for boosting self-
esteem and psychological well-being (6).

The Ryff model of psychological well-being (1989) identifies key components like autonomy,
personal growth, and self-acceptance, which chronic skin diseases often disrupt. Similarly, the
WHO Quality of Life model emphasizes the physical, psychological, and social domains of well-
being, all of which are affected by chronic skin conditions. These frameworks highlight the need
for holistic care that goes beyond treating physical symptoms (7).

The biopsychosocial model provides a comprehensive view of how chronic illnesses like skin
diseases impact mental health. Persistent and visible conditions can lead to isolation,

embarrassment, and emotional distress, increasing the risk of anxiety and depression. Studies



confirm higher rates of mental health issues among individuals with chronic skin conditions,

reinforcing the need for integrated care that addresses both physical and psychological health (8).

2.3. Magnitude of the problem

While research on the psychosocial impact of chronic skin diseases in Ethiopia and East Africa is
limited, it is growing. Studies show that conditions like psoriasis, eczema, and vitiligo often lead
to significant psychological distress, largely due to stigma and limited access to specialized care
(12). A 2019 study in Addis Ababa found that over 50% of patients with chronic skin conditions
experienced moderate to severe anxiety and depression, worsened by cultural misconceptions and
social exclusion.

Similar findings have been reported in Kenya and Uganda, where visible skin diseases contribute
to reduced quality of life and emotional distress (13). In Nigeria, a study found that 60% of
dermatology patients suffered from anxiety, with many also facing depression—yet mental health
support in dermatology care remains scarce (14). In South Africa, social and economic factors
further compound the stigma, leading to low self-esteem and poorer mental health outcomes (15).
Outside Africa, research is more extensive. In Europe, studies in the UK, Germany, and France
have confirmed a strong link between chronic skin conditions and mental health issues, with a
2020 UK survey showing that 70% of psoriasis patients reported a significant decline in quality
of life due to self-esteem issues (16). However, access to psychosocial support in healthcare
systems helps mitigate some of these effects. In Asia, societal stigma plays a major role—patients
in India and China often face social exclusion, while a 2018 study in South Korea found that
patients with chronic skin diseases had notably lower self-esteem scores than the general
population (17,18).

In North and South America, research highlights a high psychological toll. A 2021 U.S. study
found that 30% of adults with chronic dermatological conditions reported severe psychological
distress (19). In Brazil, cultural emphasis on physical appearance intensifies the stigma, leading
to low self-esteem and social withdrawal among affected individuals (20).

These findings highlight the urgent need for integrated care that addresses both the physical and
mental health aspects of chronic skin diseases, especially in regions where psychosocial support

is lacking.

2.4. Psychological Impact of Chronic Skin Diseases

Chronic skin diseases are closely linked to psychological distress, with anxiety and depression

being the most common mental health issues reported among affected individuals. These



psychological impacts stem from both the visible nature of these conditions and the chronic
discomfort they cause.

Individuals with chronic skin diseases often experience heightened anxiety, primarily due to
concerns about their appearance and social acceptance. The persistent visibility of these
conditions can trigger fears of judgment, leading to increased self-consciousness. Studies show
that patients with severe skin conditions like psoriasis or eczema are more likely to suffer from
generalized anxiety, social anxiety, or specific phobias related to their appearance. Additionally,
triggers such as flare-ups and the unpredictability of the disease contribute to ongoing anxiety.
The emotional burden is significant, with depression frequently arising as a consequence. Factors
such as chronic pain, sleep disturbances, and the impact on social and professional life play a role
in this emotional toll. Social stigma and negative body image further exacerbate feelings of
isolation and embarrassment. Research indicates that individuals with conditions like vitiligo or
severe eczema often report lower happiness levels and greater feelings of helplessness, which are
hallmark symptoms of depression.

Both anxiety and depression can create a cycle that worsens physical and psychological health,
diminishing overall quality of life. If left untreated, this psychological distress can lead to chronic
mental health disorders, further exacerbating the physical symptoms of skin conditions and

hindering effective management.

2.5. Quality of Life in Patients with Chronic Skin Diseases

Chronic skin diseases significantly affect quality of life (QoL), impacting a patient’s physical,
emotional, and social well-being. QoL reflects an individual’s overall sense of well-being and life
satisfaction, which can be severely compromised by persistent symptoms. These conditions often
cause discomfort, pain, and functional limitations. Symptoms like itching, burning, and pain can
disrupt daily activities such as work, school, and social interactions. For instance, patients with
severe psoriasis or eczema may struggle to sleep due to constant itching, leading to fatigue and
reduced daytime functioning. Additionally, the visibility of these conditions can make individuals
self-conscious, limiting their participation in social and physical activities. The emotional burden
is significant, as the visible nature of these conditions can lead to negative body image, low self-
esteem, and increased stress. Many patients report feelings of embarrassment or shame, resulting
in social withdrawal and isolation. The unpredictability and persistence of these diseases often
heighten feelings of frustration and hopelessness, intertwining emotional well-being with physical

health.



Furthermore, social stigma poses a major challenge, adversely affecting relationships and
professional opportunities. Visible skin conditions can lead to discrimination and negative
judgments, making it difficult to form new connections or maintain existing ones. Many patients
also face employment challenges due to appearance-related biases, further complicating their

social interactions.

2.6. Self-esteem and Chronic Skin Diseases

Self-esteem reflects how individuals perceive their worth and is shaped by both internal feelings
and external influences. Chronic skin diseases, particularly due to their visible nature, can
significantly impact self-esteem, as skin appearance is closely linked to body image and social
acceptance.

Conditions like eczema, psoriasis, and vitiligo can alter a person's appearance, leading to negative
self-perceptions. The visibility of these conditions often makes individuals feel unattractive or
different, diminishing their sense of self-worth. For instance, vitiligo, which causes skin
depigmentation, can be especially distressing and may lead to social exclusion (29). This negative
body image creates a cycle of self-criticism and reduced self-esteem (32).

Moreover, the stigma associated with chronic skin diseases further erodes self-esteem. Those with
visible conditions frequently face discrimination, teasing, and exclusion, reinforcing feelings of
inadequacy and embarrassment (24). The fear of judgment in social or professional settings can
lead to avoidance behaviors, increasing isolation and feelings of worthlessness. This stigma is
particularly intense in cultures that place a high value on physical appearance, adding to the

psychological burden (7).
2.7. Mediating and Moderating Factors

2.7.1. Clinical and Disease-Related Factors

Severity and Chronicity: The severity of chronic skin diseases significantly impacts psychological
well-being. Severe conditions, assessed using tools like the Psoriasis Area and Severity Index
(PASI), are often linked to higher anxiety, depression, and lower self-esteem (28). The chronic
nature of these diseases can exacerbate feelings of helplessness and frustration over time (7).
Symptom Burden: Persistent symptoms such as itching and pain can greatly disrupt daily life.
Conditions like pruritus lead to sleep disturbances and increased irritability, while painful issues

like hidradenitis suppurativa further complicate social interactions and daily activities (27, 23).



Flares and Relapses: The unpredictability of disease flares increases stress and anxiety. Frequent
or severe relapses are associated with higher rates of depression and a decreased quality of life
(22).

Treatment Side Effects: Side effects from treatments, such as weight gain from corticosteroids,
can worsen body image issues and lower self-esteem (33). Additionally, fear of these side effects
can lead to non-compliance with treatment, further intensifying symptoms and psychological
distress (34).

Type of Skin Disease: The type of skin condition also influences psychological outcomes. Highly
visible diseases like psoriasis and vitiligo often result in greater anxiety and stigma (21). Even
non-visible conditions, such as genital eczema, can cause significant distress due to discomfort
and intimacy issues (35).

Visibility of Lesions: Lesions in visible areas, like the face or hands, heighten psychological
distress due to stigma and discrimination (30). While patients with non-visible lesions may face
less stigma, they can still struggle with self-perception and intimacy challenges (11).

2.7.2. Demographic Factors

Age: Young adults often face significant psychological distress due to societal pressures around
appearance. Studies reveal that adolescents with conditions like acne or psoriasis report higher
rates of depression and anxiety (36). In contrast, older adults may have better coping strategies
but still experience distress from the chronic nature of their conditions (37).

Gender: Women typically report greater psychological distress than men, largely due to societal
beauty standards (38). While men may be less likely to express their emotional struggles, they
can still suffer severe psychological impacts, especially with stigmatizing conditions like psoriasis
(39).

Socioeconomic Status (SES): Individuals from lower SES backgrounds often bear a heavier
psychological burden due to limited access to healthcare and financial stress. Stigma is more
pronounced in these communities, further diminishing self-esteem and quality of life (40).
Cultural and Social Context: Cultural attitudes toward skin conditions can heighten psychological
distress. In societies where physical appearance is closely linked to social acceptance, patients

often report increased stigma and discrimination (29).

2.8. Cultural and Contextual Influences on Mental Health

Cultural and contextual factors play a vital role in how chronic skin diseases affect mental health,
especially in Ethiopia. Visible skin conditions often carry a heavy stigma, leading to social

rejection and feelings of shame, anxiety, and depression (45). In a collectivist society, support
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from family and community is crucial, but stigma can isolate individuals, making their emotional
struggles even harder to bear (46). Access to healthcare is another significant factor.

In Ethiopia, limited resources and economic challenges can prevent patients from seeking the care
they need, increasing their stress and anxiety (47). To truly help, mental health interventions must
be culturally sensitive. Community programs and educational initiatives can reduce stigma and
encourage individuals to seek help, fostering understanding and support (48). By integrating
mental health into dermatological care and promoting cultural awareness, we can improve

outcomes for patients and create a more supportive environment (49).

2.9 Gaps in Existing Literature and the Need for the Current Study

Despite extensive research on the psychological effects of chronic illnesses, there remain
significant gaps in understanding the mental health challenges faced by individuals with chronic
skin diseases, particularly in Ethiopia and similar low-resource settings. This study aims to
address these gaps and provide locally relevant insights. Most research on the psychological
impact of chronic skin diseases originates from Western or high-income countries, often
overlooking the cultural, social, and economic factors unique to Ethiopia. The lack of context-
specific studies limits healthcare providers' ability to develop effective interventions tailored to
Ethiopian patients (45). While studies have established links between chronic skin conditions and
mental health issues like anxiety and depression, few integrate these findings into holistic care
models. The predominant focus on either dermatology or mental health in isolation results in
fragmented care. Research emphasizing the need for integrated dermatological and psychological

support is essential to enhance patient outcomes (46).

Although anxiety and depression are well-documented in chronic illness research, fewer studies
explore the impact on self-esteem and quality of life, particularly in non-Western settings. A
deeper understanding of these interconnected factors in Ethiopian patients is necessary to develop

targeted psychosocial interventions (48).

Given these gaps, this study is both timely and essential. By examining the psychological impact
of chronic skin diseases—specifically anxiety, depression, self-esteem, and quality of life—
among patients at Saint Paul’s Hospital in Addis Ababa, it will provide valuable insights into the
local context. Findings from this research will not only contribute to academic understanding but
also inform healthcare policies and practices, promoting a more holistic and culturally sensitive

approach to patient care.



2.10. Conceptual frame work
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3. OBJECTIVES
3.1. General Objective

To assess the psychosocial impacts of chronic skin disease and associated factors among adult

patients visiting SPHMMC, Addis Ababa, 2024

3.2. Specific Objectives

A e e

To evaluate the level of depression among patients with chronic skin disease.

To assess the anxiety levels experienced by individuals with chronic skin disease.
To determine the impact of chronic skin disease on self-esteem in patients.

To examine the quality of life (QoL) of patients with chronic skin disease.

To explore the relationship between demographic factors and the psychosocial
outcomes.

To investigate the influence of disease-related factors (such as duration, treatment

history, site of involvement, and symptom presence) on psychosocial outcomes.
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4. METHODS AND MATERIAL
4.1. Study Design

An Institution-based prospective cross-sectional study.
4.2. Study Setting and Period

The study was conducted in Dermatovenereology outpatient department at St. Paul’s Hospital
Millennium Medical College, Addis Ababa, Ethiopia. SPHMMC is the second largest tertiary
hospital in the country. It was established in 1968 by the late Emperor Haile Selassie and the
medical school was launched in 2007.The college has more than 2800 clinical, academic and
administrative and support staffs. While the inpatient capacity is more than 700 beds, the hospital
sees an average of 1200 emergency and outpatient clients daily. At dermatovenereology OPD we
see about 40-50 daily and an average of 530 new and follow up patients each month. The
department is graduating its 3rd batch dermatovenerologists in the coming few months. It has a
total of six OPDs and one minor operation room. It has 8 dermatovenerology specialist, 1
dermatosurgeon and 20 residents, and 6 nurses. At dermatology OPD different medical and
surgical management is given for various inflammatory infectious congenital and neoplastic
conditions.

The study was conducted from April 2024 — September 2024
4.3. Population

4.3.1. Source population
All patients with chronic skin disorders visited Saint Paul’s Hospital Millennium Medical

College.

4.3.2. Study Population
All patients with chronic skin disease who fulfilled inclusion criteria visiting dermatovenerology

OPD at SPHMMC during the study period.

4.4. Eligibility Criteria
4.4.1. Inclusion Criteria
All selected patients with skin disease attending dermatologic outpatient department in SPMMC

during the study period, whose Age is >16 years and with disease duration at least six months.

4.4.2. Exclusion Criteria
» Patients who had serious physical and mental illness

» patients who had alcohol and drug dependence
12



» If they had any medical condition that could affect their psychological wellbeing, body
image and quality of life, if they had any physical disability and in case of pregnancy.

4.5. Sample Size and Sampling
Sample size is determined using sample size determination formula for cross sectional study,
considering the following assumptions. Since there are no previous studies in the study area
prevalence is taken as 50%. Marginal error assumed to be 5%, with 95% confidence interval.
Sample size (n) = (Z a/2)2 p(1-p) d2
Where: n = the desired sample size
Z =is level of confidence at 95% confidence interval (standard value of 1.96)
d = the marginal error tolerated degree of confidence (5%=0.05)
P = is expected prevalence (50%)
n= (1.96) "2*0.5(1-0.5)/ (0.05)2
n=384
Based on the data taken from OPD HMIS, within 6 months around 1200 adult patients with
chronic skin disease visit dermatovenereology OPD. Since this number is less than 10,000, I used
correction formula: nf =n/(1+n/N)
Where: nf = final sample size
n = sample size from infinite population which is 384
N = total population which is 1200
nf= 384/ (1+384/1200)

nf =384/1.32

nf =291
By adding 10% for non-response rate: 291*0.1+291=320
nf =291 Sample size is 320

4.6. Sampling technique and procedures

A systematic random sampling method used to employ participants who are attending SPHMMC.
On average, 1200 patients with chronic skin disease visit the hospital in six months. Using the
sampling fraction (K = 1200/320), every 3™ patient selected to participate in the study. The first

participant selected by a lottery method.

4.7. Study variable
4.7.1. Dependent variable

» Depression, anxiety, self-esteem, and Quality of life,

13



4.7.2. Independent variables
» Sociodemographic characteristics: Age, Sex, religion, marital status, educational status,
Occupation, Income, Place of residence
» Disease characteristics: Diagnosis, Site of involvement, Symptoms, Duration, and

treatment history.

4.8. Operational definitions

Psychosocial Impact

The psychosocial impact in this study refers to the effect of chronic skin disease on an individual's
mental and social well-being. It is measured using four dependent variables with binary outcomes:
Depression: The presence of depression is defined as a Yes outcome if the PHQ-9 total score is
>10, indicating moderate to severe depression. A No outcome is assigned if the PHQ-9 score is
<10, indicating minimal to mild depression (50).

Anxiety: The presence of anxiety is defined as a Yes outcome if the GAD-7 total score is >10,
indicating moderate to severe anxiety. A No outcome is assigned if the GAD-7 score is <10,
indicating minimal to mild anxiety (51).

Self-Esteem: Self-esteem is classified as Poor if the RSES total score is <15, indicating low self-
esteem. A score of >15 indicates Normal self-esteem (52).

Quality of Life (QoL): The quality of life is categorized as Poor if the DLQI total score is >10,
indicating a high degree of impairment. A score of <10 indicates good quality of life, meaning
lower levels of impairment (28).

2. Chronic Skin Disease

Chronic skin disease refers to any skin condition that persists for a prolonged period (typically
more than 6 months) and is characterized by recurring symptoms or continuous medical treatment.
Examples of chronic skin diseases include psoriasis, eczema, and chronic acne (22,7).

3. Associated Factors

Factors influencing the psychosocial impact, including:

Demographic Factors: Age, sex, income, occupation, residence, marital status, and educational
status (7).

Disease-Related Factors: Diagnosis, duration, site of involvement, symptoms, and treatment

history (53).

4.9. Data collection procedure and tools

The study employed validated Amharic versions of several questionnaires: the Dermatology Life

Quality Index (DLQI), Patient Health Questionnaire-9 (PHQ-9), Generalized Anxiety Disorder-
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7 (GAD-7), and the Rosenberg Self-Esteem Scale (RSES). In addition, a checklist covering
disease-related and sociodemographic information was used. Data collection was conducted
through face-to-face interviews using structured questionnaires. Participants who meet the
inclusion criteria was informed clearly about the study objectives and provided written consent
prior to participation. Three trained data collectors were assigned after undergone a 2-day training

to ensure consistency and accuracy in data collection. The questionnaires include:

DLQI: This 10-item tool assesses the impact of skin disease on quality of life using a 4-point
scale ranging from O (not at all) to 3 (very much).

PHQ-9: Comprising 9 items, this scale measures depression severity over the past 2 weeks on a
4-point scale (0 = not at all, 3 = nearly every day).

GAD-7: The 7-item GAD-7 assesses anxiety severity over the past 2 weeks using a similar 4-
point scale.

RSES: The Rosenberg Self-Esteem Scale includes 10 items and uses a 4-point Likert scale
ranging from strongly disagree to strongly agree.

All questionnaires and the checklist were translated into Amharic and verified by bilingual experts
to ensure cultural relevance and accuracy. Amharic was the primary language used during data
collection. These tools enabled a comprehensive assessment of depression, anxiety, quality of

life, and self-esteem among patients with chronic skin diseases.

4.10. Data Quality Control

A contextually appropriate structured questionnaire was prepared, and data collectors received
proper training. To ensure validity and reliability, a pre-test was conducted on 5% of the sample
size one week before data collection. The pre-test assessed question clarity, response accuracy,
estimated completion time, potential difficulties, and application functionality, with modifications
made accordingly. The investigator checked questionnaires for completeness, provided on-site
supervision, and reviewed entries daily. Data were entered into SPSS, and double data entry was

used to ensure data quality.

4.11. Data Analysis

After collecting the questionnaires, completeness was checked, cleaned, and coded, then
exported to SPSS version 25 for further analysis. Descriptive statistics, including means, standard
deviations, frequency counts, and percentages, were used to summarize continuous and
categorical variables, such as age, depression scores (PHQ-9), anxiety scores (GAD-7), quality
of life (DLQI), and self-esteem (RSES). Chi-square tests were performed to examine associations

between categorical variables and mental health outcomes, helping to identify risk factors for
15



poorer outcomes. Logistic binary regression analysis was conducted to identify predictors of
mental health outcomes and quality of life, including factors like age, sex, and disease duration.
A p-value threshold of <0.05 was used for significance testing, and 95% confidence intervals
were reported. The Cronbach's alpha test showed very good internal consistency for the

instruments used.

4.12. Ethical consideration

Ethical approval was sought and obtained from SPHMMC and the HRERB before data collection.
Written assent and/or consent were obtained from each participant after explaining the study's
purpose, benefits, and risks, as outlined in the information sheet. Participants were informed of
their rights, including the voluntary nature of participation, confidentiality of their information,
and the assurance of continued care regardless of their participation decision, as clearly stated in

the information sheet.

4.13. Dissemination of result

The results of the study will be submitted to the Dermatology Department and Psychiatry
Department of St. Paul Hospital Millennium Medical College, the Ministry of Health, as well as
national and international dermatology associations and relevant stakeholders. Efforts will also
be made to present the findings at scientific conferences and publish the results in academic

journals.
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5. Results

5.1 Sociodemographic Characteristics of Patients

The socio-demographic characteristics of the 315 respondents attending St. Paul’s Hospital
Millennium Medical College are summarized in Table 1. The majority of participants are female
(58.5%) and young adults aged 18-35 years (66.8%). Most respondents reside in urban areas
(95.6%) and identify as Orthodox Christian (60.1%). In terms of marital status, 48.4% are single,
while 42.4% are married. The highest proportion of participants have college or university
education (43.7%), and the most common employment statuses are employed (31.0%) and
students (28.2%). Regarding income, the largest group (35.8%) falls into the low-income category
(<5,000).

Table 1. Sociodemographic characteristics of patients with mean and SD of the outcomes

Sociodemographic Characters Frequency (%)
Variables
Male 131 (41.5)
Sex Female 185 (58.5)
<18 27 (8.5)
Age (in years) 19-35 211 (66.8)
35-55 72 (22.8)
>55 6(1.9)
Single 153 (48.4)
Marital Status Married 151 (47.8)
Divorced 8(2.53)
Widowed 4(1.23)
No Formal Education 17 (5.4)
Educational Status Primary 51(16.1)
Secondary 110 (34.8)
Higher Education 138 (43.7)
Low (<5000) 113(35.8)
Monthly Income* Medium (5000-10000) 94(29.7)
High (10000-15000) 64(20.3)
Very High (>15000) 45(14.2)
Employed 135 (42.7)
Occupation Farmers 9(2.8)
Merchant 44 (13.9)
Daily Worker 17(5.4)
Student 52 (16.45)
Housewife 51 (16.1)
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Others 8(2.5)

Orthodox 190(60.1)
Religion Muslim 100(31.6)

Protestant 26(8.2)

5.2 Clinical Characteristics of Patients

The study revealed a diverse range of chronic skin conditions, with Atopic Dermatitis (14.6%)
being the most common, followed by Acne Vulgaris (12.0%), Seborrheic Dermatitis (8.9%),
Vitiligo (7.6%), and Psoriasis (6.3%). These conditions often require long-term management and
have a significant impact on daily life.

Regarding disease duration, 39.9% of participants had experienced their condition for over five
years, while 29.1% had it for 2-5 years, 15.8% for 1-2 years, and 15.2% for 6-12 months. The
prevalence of long-term conditions indicates a need for ongoing medical and psychological
support.

Most participants (79.1%) were receiving treatment, while 20.9% were not. Additionally, 69.6%
of participants were symptomatic, with 30.4% being asymptomatic. The majority (69.0%) had
visible skin involvement, primarily on exposed areas, highlighting the potential psychosocial
impact of these conditions.

Table 2. Clinical characteristics of patients

Frequency
Category (%)
Atopic dermatitis 46(14.56)
Acne vulgaris 38(12.0)
Seborrheic dermatitis 28(8.86)
Vitiligo 24((7.6)
Diagnosis Psoriasis 20(63)
Rosacea 19(6.0)
Melasma 14(4.4)
Lichen planus 13(4.1)
Others 113(36.0)
6-12 months 134(42.4)
Duration of 1-2 years 67(21.2)
illness 2-5 years 75(23.7)
>5 years 40(12.7)
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Diagnosis

S Symptomatic 220(69.6)
ymptoms Asymptomatic 96(30.4)
Site of Exposed 218(69.0)

involvement Nonexposed 98(31.0)
Treatment On treatment 250(79.1)
history

Not on treatment 66(20.9)

Site of involvement

m Exposed = Nonexposed =

Table 3. Distribution site of involvement among participants
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Table 4 the pattern of chronic skin disease among the participants



5.3. Psychosocial Outcomes in Chronic Skin Conditions

Among 315 participants at St. Paul’s Hospital, 31.6% reported depression (PHQ-9: M = 7.38,
SD =5.97, Md = 6), 37.3% reported anxiety (GAD-7: M = 8.04, SD =5.51, Md = 6), and
40.5% reported poor quality of life (DLQI: M = 10.34, SD = 6.46, Md =9), all indicating mild
impairment with significant variability. Additionally, 76.3% had normal self-esteem (RSES: M
=16.85, SD =4.66, Md = 16).

5grevalence of Negative Psychosocial Outcomes in Chronic Skin Disease Patients

40.5%

40 37.3%
—_ 31.6%
Q
£ 30
o]
= 23.7%
()
©
D 20
j =
a.

10

(0]
o W
. x© ot
esc"\o“ 6"/\&’% 2
¢ \p\ﬂ X
o

Qo
Psychosocial Outcomes

Table 5 prevalence of depression, anxiety, low self-esteem, and poor QoL
5.4 Factors associated with psychosocial impact of skin disease

In this analysis, certain variables were merged and recategorized to enhance interpretability and
facilitate meaningful comparisons. Income was classified into low-income (<5000 ETB) and
high-income (>5000 ETB) to assess economic disparities. Site of involvement was classified into
exposed (visible areas like the face, neck and hands) and non-exposed (covered areas such as
axilla, groin, proximal extremities and trunk), reflecting the potential psychosocial impact of
visible skin conditions. Additionally, disease duration was categorized as less than 5 years and 5
years or more to assess differences in psychological and quality-of-life outcomes based on
chronicity. Patients with itching, discharge, pain, burning sensation, bleeding or scaling classified

as symptomatic otherwise, classified as asymptomatic.

20



5.4.1 Influential factors of depression

This study identified key factors associated with depression among patients with chronic skin
diseases using bivariate and multivariate binary logistic regression analyses. In the bivariate
analysis, factors that had p-value < 0.25 were selected for as a candidate’s variable for the
multivariable analysis. Marital status, education, occupation, treatment history, and income were
selected as a candidate variable for multivariate logistic regression model. Patients were
categorized into two groups based on their PHQ-9 score: those with scores <10 were classified as

having no depression, while those with scores >10 were considered to have depression.

The multivariate logistic regression analysis revealed that high-income individuals had lower
odds of depression (AOR = 0.16; CI (0.06-0.43), suggesting financial stability as a protective
factor. Government Employees also had significantly lower odds of depression (AOR = 0.01; CI
(0.001-0.19). Interestingly, while students initially showed higher odds of depression (COR =
1.92; (1.04-3.53), this association diminished after adjustment, indicating the influence of other

factors like social support.

Marital status was protective, with married individuals showing lower odds of depression (AOR
= 0.07; (0.004-1.10). Education, particularly secondary education, also played a protective role
(AOR = 0.07; (0.01—0.26). Patients receiving treatment for their skin condition had over twice
the odds of experiencing depression (AOR =2.15; (0.90-5.14), possibly due to symptom severity

and associated distress (table 6).
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Variables Category COR (95%CI) AOR (95%CI) P-value
Age interval 16-18 1.30(0.57,2.95) | 3.5(0.41,30.23) 0.24
19-35 1.64(0.97,2.77) | 0.60(0.14,2.50) 0.065
35-55
Marital status Single 3.74(2.25,6.21) 3.48(0.19,61.20) 0.39
Married 0.17(0.10,0.30) 0.07(0.004,1.10) 0.049
Educational No formal
status Primary 0.47(0.24,0.94) | 0.09(0.02,0.43) 0.2
Secondary 0.36(0.20,0.64) | 0.07(0.01,0.26) 0.0001
Higher 0.82(0.28,2.37) | 0.02(0.001,0.37) 0.07
education
Occupation Housewife 0.47(0.23,0.99) | 1.26(0.11,14.04) 0.85
Farmer 1.08(0.26,4.41) | 1.22(0.10,14.50) 0.87
Employee 0.80(0.49,1.29) | 0.01(0.01,0.19) 0.001
Student 1.92(1.04,3.53) | 0.009(0.0005,0.16) | 0.001
Trader 1.009(0.50,2.00) | 0.24(0.02,2.76) 0.25
Others 1.30(0.30,5.57) | 0.40(0.01,10.04) 0.59
Income Low <=5000
High >5000 0.57(0.35,0.92) | 0.16(0.06,0.43) 0.0002
Body site Exposed
Nonexposed 0.44(0.25,0.77) | 0.47(0.19,1.14) 0.05
Treatment On treatment 2.17(1.12,4.21) | 2.15(0.90,5.14) 0.049
Not on
treatment (new
patient)

Table 6 Influencing factors of depression.

5.6.2 Influential factors of anxiety

This study identified key factors associated with anxiety among patients with chronic skin
diseases using bivariate and multivariate binary logistic regression analyses. In the bivariate
analysis, factors that had p-value < 0.25 were selected for as a candidate’s variable for the
multivariable analysis. Age, marital status, education, occupation, treatment history, income, and

site of involvement were selected as a candidate variable for multivariate logistic regression
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model. Patients were categorized into two groups based on their GAD-7 score: those with scores
<10 were classified as having no anxiety, while those with scores >10 were considered to have

anxiety.

The analysis revealed that males had significantly higher odds of experiencing anxiety (AOR =
2.77; (1.19-2.97), possibly due to societal expectations and stigma. Marital status was protective,
with married individuals showing 93% lower odds of anxiety (AOR = 0.07; (0.01-0.57).
Education level also played a significant role; individuals with no formal education had 95%
lower odds of anxiety (AOR = 0.05;(0.008-0.36), also those with primary (AOR =0.38, p=0.02)
and secondary education (AOR = 0.20; (0.09-0.44) had lower odds. Employment status
contributed to anxiety levels, with government employees (AOR = 0.14; (0.03-0.55) and traders
(AOR = 0.04; (0.008-0.018) showing lower odds. Symptomatic skin conditions were strongly
associated with higher odds of anxiety (AOR = 4.54; (2.26-9.09). (Table 7)

Table 7 Influencing factors of anxiety.

Variables Category COR (95%CI) | AOR (95%CI) | P-value

Sex Male 1.40(0.88,2.22) | 2.77(1.19-2.97) | 0.007
Female

Marital status | Single
Married 0.35(0.22,0.57) | 0.07(0.01,0.57) 0.01

Educational | No formal 0.63(0.22,1.81) | 0.05(0.008,0.36 | 0.002

status education )
Primary 0.88(0.49,1.58) | 0.38(0.16,0.87) | 0.02
Secondary 0.58(0.35,0.97) | 0.20(0.09,0.44) | 0.00007
Higher education

Occupation | Housewife 1.00(0.23,4.29) | 0.28(0.03,2.24) | 0.23
Farmer 0.83(0.20,3.40) | 0.45(0.05,3.67) | 0.46
Employee 0.98(0.61,1.55) | 0.14(0.03,0.55) | 0.005
Student 1.70(0.03,3.10) | 0.25(0.05,1.19) | 0.08
Trader 0.51(0.25,1.06) | 0.04(0.008,0.18) | 0.000003
Others

Symptoms | Symptomatic 2.07(1.22,2.52) | 4.54(2.26,9.09) | 0.000019
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5.6.3 Influential factors of low self-esteem

To identify factors associated with low self-esteem among patients with chronic skin disease,
bivariate and multivariate binary logistic regression analyses were conducted. In the bivariate
analysis, variables with a p-value < 0.25 were selected as candidate variables for the multivariable
model. The selected variables included marital status, educational status, occupation, specific
diagnosis, site of involvement, duration, treatment history. Patients were classified into two
groups—Ilow self-esteem and normal self-esteem—based on their RSES total score. A RSES
score of <15 was categorized as low self-esteem, whereas a score of >10 indicated normal self-

esteem.

This study identified several factors associated with low self-esteem among patients with chronic
skin diseases. Marital status also played a crucial role, as married individuals were 75% less likely
to experience low self-esteem (AOR = 0.25; CI (0.099-0.64), highlighting the protective benefits

of social and emotional support in marriage.

Education emerged as a complex factor, with individuals lacking formal education having 3.17
times higher odds of low self-esteem (AOR = 3.17; CI (0.77-13). However, higher and secondary
education significantly reduced this risk. Employment status was also important, with government
employees showing a 93% lower risk of low self-esteem (AOR = 0.07; CI (0.02-0.21),

emphasizing the role of job stability in enhancing self-worth (table 8).

Chronic skin conditions were strongly associated with low self-esteem, particularly visible
conditions. For example, individuals with rosacea had nearly 10 times higher odds of low self-
esteem (AOR = 9.58; (2.50-36.66), and those with atopic dermatitis had 4.65 times higher odds
(AOR = 4.65; CI (1.47-14.46). Conversely, individuals with conditions on non-exposed body
areas had lower odds of low self-esteem (AOR = 0.31, CI (0.12-0.77), suggesting that visibility
plays a key role in the psychological impact of these diseases. Individuals who are receiving

treatment had 1.93 times higher odd of low self-esteem (AOR 1.93; CI (0.84-4.42).

Variables Category COR (95%CI) | AOR (95%CI) P-value
Marital status Single

Married 0.53(0.31,0.90) | 0.25(0.099,0.64) 0.004
Educational

ucationa No formal 5.74(2.14,15.41 3.16(0.77,13.0) 0.0000001

status )

Primary

Secondary 0.56(0.30,1.0) 0.27(0.10,0.71) 0.009
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Higher 0.86(0.44,1.70) | 0.32(0.11,0.87) 0.027
education

Occupation | Housewife 0.98(0.48,1.998 0.32(0.09,1.17) 0.08
Farmer :
Employee 0.47(0.27,0.82) 0.07(0.025,0.217) 0.001
Student 1.37(0.70,2.68) | 0.17(0.05,0.060) 0.006
Trader 1.61(0.80,3.23) | 0.69(0.198,2.40) 0.56
Others 3.34(0.81,13.68 | 2.61(0.23,29.37) 0.00000001

)

Diagnosis Psoriasis 2.28(0.90,5.80) 3.75(0.97,14.48) 0.055
Acne vulgaris
Atopic 1.01(0.48,2.10) | 4.65(1.47,14.64) 0.0086
dermatitis
Lichen planus 2.90(0.94,8.93) | 6.08(1.16,31.72) 0.03
Melasma 3.44(1.16,10.15 | 12.27(2.68,56.08) 0.001

)

Rosacea 1.96(0.74,5.18) | 9.58(2.50,36.66) 0.0009
SD 1.32(0.55,3.13) | 2.15(0.59,7.82) 0.000002
Vitiligo 1.35(0.53,3.40) | 3.21(0.69,14.90) 0.00013
Other

Body site Exposed
Nonexposed 0.42(0.22,0.81) 0.31(0.12,0.77) 0.011

Treatment On treatment 3.14(1.37,7.23) 1.93(0.84,4.42) 0.00000011
Not on
treatment

Duration <5 years 0.42(0.21,0.84) | 0.69(0.33,1.430.321) | 0.321
>5 years

Table 8 Logistic regression analysis of factors affecting low self-esteem

5.6.4 Factors affecting the life quality of patients

This study identified key factors associated with poor quality of life (QoL) among patients with
chronic skin diseases through bivariate and multivariate binary logistic regression. In the bivariate
analysis, variables with a p-value < 0.25 were selected as candidate variables for the multivariable
model. The selected variables included gender, age, marital status, educational status, occupation,
specific diagnosis, site of involvement, and presence of symptoms. Patients were classified into
two groups—poor QoL good QoL—based on their DLQI total score. A DLQI score of <10 was

categorized as normal QoL, whereas a score of >10 indicated poor QoL.
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The analysis found that males had significantly lower odds of reporting poor QoL compared to

females (AOR = 0.42; CI (0.19-0.93).

Skin conditions like psoriasis (AOR = 5.54; CI (2.02-23.82) and atopic dermatitis (AOR = 4.84;
CI (1.04,22.49) were linked to poorer QoL, whereas individuals with vitiligo exhibited better QoL

(AOR = 0.03; CI (0.009-0.23), suggesting resilience despite visibility. Non-exposed site

involvement correlated with better QoL (AOR = 0.23; CI (0.10-0.55), while symptomatic

conditions were associated with worse QoL (AOR =5.7; (). (Table 9)

Variables Category COR (95%CI) AOR (95%CI) P-value

Sex Male 0.38(0.23,0.61) 0.42(0.19,0.93) 0.03
Female

Age 16-18 3.25(1.41,7.50) 0.41(0.07,2.29) 0.31

intervals 19-35 0.72(0.45,1.16) | 0.57(0.22,1.46) 0.24
36-55
>55 0.28(0.03.2.50) | 0,07(0.002,1.90) 0.11

Marital status Single
Married 0.72(0.45,1.13) 0.47(0.049,4.50) 0.51

Educational

St No formal 0.93(0.35,2.46) 0.32(0.05,2.14) 0.24
Primary 0.56(0.31,1.04) 0.20(0.06,0.600) 0.004
Secondary 1.76(1.09,2.86) 0.69(0.25,1.87) 0.46
Higher education

Occupation | Housewife 1.03(0.56,1.90) 0.14(0.01,1.09) 0.06
Farmer 0.72(0.18,2.96) 0.07(0.009,0.66) 0.01
Employee 0.62(0.39,0.98) 2.05(0.26,1.59) 0.49
Student 4.20(2.1,7.98) 20.64(2.02-209.98) | 0.01

Diagnosis Psoriasis 2.32(0.92-5.86) 5.54(2.02,23.82) 0.012
Atopic dermatitis 1.04(0.55,1.96) 4.84(1.04,22.49) 0.043
Lichen planus 1.75(0.57,5.34) 0.22(0.02,1.97) 0.17
Melasma 0.38(0.10,1.41) 0.33(0.04,2.40) 0.27
Rosacea 2.11(0.82,5.41) 0.73(0.12,4.45) 0.73
SD 0.80(0.35,1.79) 2.59(0.56,11.97) 0.22
Vitiligo 0.36(0.13,0.99) 0.03(0.004,0.23) 0.0008
Acne vulgaris

Site of Exposed

. Nonexposed 0.54(0.32,0.90) 0.23(0.10,0.55) 0.0007

involvement

Symptoms Symptomatic 3.66(2.09,6.40) 5.71(1.89-23.11) 0.009
Asymptomatic

Table 9 Logistic regression analysis of factors affecting life quality
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6. Discussion

The aim of this study was to investigate the psychosocial impact of chronic skin diseases in
patients at St. Paul's Millennium Medical College in Addis Ababa, Ethiopia. The findings
highlight the significant burden of mental health problems and reduced quality of life (QOL) in
this population, particularly in those with visible and chronic skin conditions. These findings add
to a growing body of literature highlighting the interplay between dermatological conditions and

psychosocial well-being.
6.1 The prevalence of psychosocial impact

The findings from this study, revealing a significant prevalence of depressive symptoms (31.6%),
anxiety (37.3%), and low self-esteem (23.7%) among individuals with chronic skin conditions,
are consistent with trends observed in other studies conducted in Ethiopia, other African countries,
and globally. In Ethiopia, a study conducted in Addis Ababa found a similar prevalence of
depression (30%), though with higher severity in terms of PHQ-9 scores compared to the mild
depressive symptoms observed here (68). Studies from South Africa (69), reported a higher
depression prevalence (38%), suggesting that cultural factors, healthcare access, and disease
visibility may vary across regions, affecting the severity of depressive symptoms. Globally, a
meta-analysis by Lobo found depression in dermatology patients ranged from 20% to 60%,
placing the Ethiopian prevalence of 31.6% on the lower end, indicating less severe depression
among this population compared to others worldwide (70).

Anxiety was reported by 37.3% of participants in this study, which is in line with findings from
studies in Ethiopia, such as Ayalew, who reported 42% of participants with anxiety (71). In Kenya,
a study found a similar anxiety prevalence of 35%, indicating that emotional distress due to
chronic skin conditions is a common issue across African populations (72). Internationally, a
global study found anxiety in dermatology patients ranged from 40% to 55%, higher than the
prevalence observed in this study, which may be attributed to differences in healthcare resources
and social support between developed and developing countries (73). This suggests that while
anxiety is widespread, the extent to which it affects individuals may vary depending on regional
and societal factors.

Self-esteem was found to be low in 23.7% of participants in this study, which is similar to findings
from Ethiopia, where individuals with chronic skin diseases often report low self-esteem due to
disease visibility and social stigma (68). In South Africa, a study reported 27% of participants

with low self-esteem, slightly higher than the findings here, likely due to differences in societal
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standards of beauty and body image (69). Globally, a study found that 30% of patients with
chronic dermatological conditions reported low self-esteem, aligning more closely with the South
African findings (74). However, the slightly lower percentage in this study could be reflective of
cultural differences in how skin diseases and beauty are perceived in Ethiopian society.

Regarding quality of life, 40.5% of participants in this study reported a poor quality of life, which
is slightly lower than the 45% reported in an Ethiopian study (68), possibly due to differences in
the severity of the skin conditions or healthcare access. In Kenya, reported that 38% of
participants experienced a poor quality of life, which is close to the findings here (72). Globally,
a review by Lobo indicated that 30% to 50% of dermatology patients experience significant
reductions in quality of life, consistent with the moderate impairment observed in this study (70).
However, patients in developed countries often report better quality of life outcomes due to
improved treatment access and psychological support, as highlighted in studies from the United

States (62).

6.2. Influential Factors of Depression in Chronic Skin Diseases

Income was found to be a protective factor, with high-income individuals showing lower
depression rates, consistent with studies in Ethiopia and Nigeria, where economic stability
improves mental health outcomes (57,75). Employment status also played a significant role, as
employed individuals reported lower depression odds, mirroring findings from South Africa,
where employment fosters social connections and purpose (76).

The role of marital status in reducing depression risk is supported by research from Uganda, where
married individuals benefit from emotional and social support (77). Similarly, educational status
correlated with lower depression odds, especially among those with secondary education,
reflecting findings in Ethiopia that higher education enhances coping mechanisms (61,68).

An interesting finding was the association between treatment history and increased depression
odds. Unlike in developed countries, where treatment improves mental health (16), Ethiopian care
may focus on physical symptoms, and neglecting psychological aspects (79). Patients on long-
term follow-up may also face higher depression rates due to prolonged disease duration, treatment
side effects, and greater disease severity. Persistent symptoms, frequent medical visits, and
frustration with treatment outcomes can contribute to emotional distress. This underscores the

need for integrated care that addresses both dermatological and psychological well-being.
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6.3. Influential Factors of Anxiety in Chronic Skin Diseases

This study found that males exhibited higher odds of anxiety, a result that aligns with research
from Ethiopia, where men with visible skin diseases experience increased anxiety due to societal
expectations around masculinity (57). In contrast, studies from Western countries often report
higher anxiety levels among women, indicating the influence of cultural factors on psychological
responses to chronic conditions (80). This underscores the need for culturally tailored mental
health interventions in Ethiopia.

Marital status was a protective factor, with married individuals showing lower levels of anxiety.
This finding mirrors studies from Uganda, where strong marital support helps reduce anxiety in
chronic illness (77).

Lower educational attainment was associated with higher anxiety, consistent with findings from
Ethiopia, where education correlates with access to mental health resources (68). Globally, higher
education is linked to better healthcare access, highlighting the importance of mental health
education for those with limited education (16). Employed individuals, particularly in stable jobs,
exhibited lower anxiety levels, reflecting findings from Kenya where employment fosters
economic stability and social engagement (61).

Symptoms emerged as a significant predictor of anxiety, a result consistent with research from
Nigeria and South Africa, where factors such as itching, burning sensations, and pain associated
with dermatological conditions contribute to increased anxiety (75). In Ethiopia, the
psychological impact of visible skin diseases may be underappreciated, leading to underreporting
of anxiety symptoms (61). This highlights the importance of integrating mental health

assessments into dermatological care.

6.4. Factor associated with low self esteem

This study identified key factors affecting low self-esteem in patients with chronic skin diseases,
with findings both consistent and divergent from prior research. Marital status was protective,
aligning with research from Ethiopia and other African nations, but traditional gender roles in
rural Ethiopia can complicate this effect, particularly for women (77,78). Educational attainment
was linked to self-esteem, with lower education correlating with poorer self-worth, consistent
with Ethiopian studies and global research showing education's role in accessing mental health
resources (68,16). Employment status significantly impacted self-esteem, with government

employees reporting lower risk, supported by Kenyan studies emphasizing job stability (76).
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The visibility of symptoms was strongly associated with low self-esteem, reflecting findings from
South Africa, where visible conditions lead to stigma (75). In Ethiopia, the psychological impact
of visible skin diseases may be underrecognized, highlighting the need for integrated
dermatological and mental health care (61). Notably, treatment did not alleviate self-esteem
issues, contrasting with studies that suggest improvement over time. This discrepancy may stem
from the treatment approach in Ethiopia, which tends to prioritize physical symptoms over
psychological support. Consequently, patients may still grapple with low self-esteem due to the
persistent visibility of their skin conditions and the associated societal stigma. Chronic conditions

may perpetuate feelings of inadequacy, underscoring the importance of comprehensive care (82).

6.5. Factors Associated with Poor Quality of Life in Chronic Skin Disease

Patients

This study identified several key factors influencing the quality of life (QoL) among patients with
chronic skin diseases. Gender differences emerged, with males reporting better QoL than females.
This finding is consistent with research from multiple studies, which indicate that women often
experience greater psychosocial burdens due to societal expectations and stigma associated with
visible skin conditions (16,84). In comparison to Western studies, which often show that women
report lower QoL, African studies have highlighted that gender norms and expectations

significantly influence mental health outcomes for chronic illness patients (85).

Age was another critical factor, with older adults showing better QoL scores. This is in line with
findings suggesting that older individuals may develop better coping mechanisms over time,
providing resilience against chronic conditions (82). However, some studies have indicated that
older adults may face additional challenges, such as comorbidities, which negatively impact their
QoL (66). Therefore, while age may provide some protective benefits, its role in QoL should be

further examined, particularly in the context of other health challenges that may emerge with
aging.

Marital status emerged as an important determinant, with single individuals experiencing lower
QoL. This aligns with studies conducted in Ethiopia and other African countries, where marital
support has been associated with better mental health and QoL outcomes (86, 87). However, in
some rural regions of Ethiopia, traditional gender roles within marriages can complicate the
positive effects of marital support, especially for women (88). This suggests that cultural norms
should be considered when assessing the role of marital status in the QoL of chronic skin disease

patients.
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Specific skin conditions also contributed to QoL, with conditions such as psoriasis and atopic
dermatitis leading to significantly poorer QoL. These findings align with existing literature, which
shows that visible and symptomatic skin conditions have a profound negative impact on daily
functioning and mental health (91). However, individuals with vitiligo showed relatively better
QoL in this study, which contrasts with studies suggesting that vitiligo’s stigmatizing effects
negatively affect self-esteem and QoL (92). This discrepancy may be attributed to the site of
involvement difference. These differing experiences underscore the need for individualized care

plans, as perceptions of stigmatization vary based on social and cultural contexts.

The role of symptoms in QoL was evident, as symptomatic conditions were linked to lower QoL,
consistent with research that emphasizes the direct impact of visible symptoms on life satisfaction

(93).
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7. Conclusion

This study highlights the substantial psychosocial burden of chronic skin diseases in patients at
St. Paul's Millennium Medical College in Addis Ababa, Ethiopia. In conclusion, this study
highlights the significant psychosocial impact of chronic skin diseases on patients, focusing on
the factors that influence anxiety, depression, self-esteem, and quality of life. Gender differences
were found to be crucial, with males generally experiencing higher anxiety levels, while females
were more likely to report poor quality of life. Age, marital status, and employment emerged as
protective factors, contributing to better mental health outcomes and quality of life.

The presence of visible symptoms and specific skin conditions like psoriasis and atopic dermatitis
were strongly associated with poor quality of life, reflecting the psychological distress caused by
stigma and social exclusion. Furthermore, psychological factors such as depression, anxiety, and
low self-esteem were found to exacerbate the impact of chronic skin diseases, creating a cyclical
relationship that worsens patients' overall well-being. The findings are consistent with existing
studies in Ethiopia and other African regions, emphasizing the need for culturally tailored
interventions that address both the physical and psychological aspects of chronic skin disease
management.

This study underscores the importance of addressing not only the physical symptoms but also the
mental health challenges faced by individuals with chronic skin diseases, ensuring that both

aspects are integrated into healthcare strategies for better patient outcomes.

Recommendations

Based on the findings of this study, the following recommendations are proposed to address the
psychosocial impact of chronic skin diseases:

Integrating mental health services into dermatology care

Routine screening for depression and anxiety should be instituted in dermatology clinics so that
mental health problems can be identified and addressed early.

Psychological counseling and support services should be available to patients, especially those
diagnosed with conditions such as atopic dermatitis and acne vulgaris, which are strongly
associated with mental health problems.

Patient education and support

Create educational programs to help patients understand their condition, treatment options, and

self-care strategies.
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Create peer support groups where patients can share experiences, reduce feelings of isolation and
build coping strategies.

Public awareness campaigns

Conduct community initiatives to reduce stigma and misconceptions about visible skin conditions
and foster a more supportive environment for individuals affected by chronic skin conditions.
Work with the media and health organizations to spread the word about the psychological impact
of skin conditions and promote understanding.

Training for healthcare providers

Provide training for dermatologists, nurses and other health care providers to recognize the
psychosocial aspects of chronic skin conditions and provide holistic patient-centered care.
Incorporate mental health management as an essential part of dermatology practice.

A multidisciplinary approach

Collaborate with psychologists, psychiatrists and social workers to provide comprehensive patient
care that addresses both physical symptoms and mental health issues.

Create tailored intervention programs that take into account individual disease severity, personal
coping mechanisms and social context.

Further research

Conduct longitudinal studies to examine the long-term psychosocial impact of chronic skin
conditions and evaluate the effectiveness of integrated care models.

Explore factors influencing quality of life variability among patients with the same skin disease
to obtain more personalized interventions.

Political advocacy

Promote a policy that prioritizes mental health services within dermatology departments in
healthcare settings.

Allocate funds to programs and resources aimed at improving the mental health and quality of
life of dermatology patients.

By implementing these recommendations, health care providers and policy makers can better
address the psychosocial burden of chronic skin diseases and ultimately improve patient outcomes

and overall well-being.
Limitations of the Study:
1. Cross-sectional Design:

The study utilized a cross-sectional design, which limits the ability to draw causal conclusions.

As data was collected at a single point in time, it is difficult to assess the long-term effects of
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chronic skin diseases on mental health or determine the directionality of relationships between
variables like self-esteem, anxiety, and quality of life.

2. Limited Generalizability:

The study focused on patients at Saint Paul's Hospital, which may not be representative of all
individuals with chronic skin diseases in Ethiopia or other regions. The findings might not be
applicable to patients in rural areas or those seeking treatment at smaller healthcare facilities.

3. Self-Reported Data:

The reliance on self-reported data for measures such as anxiety, depression, self-esteem, and
quality of life introduces the possibility of response bias. Patients may underreport or overreport
their mental health status due to social desirability bias or lack of awareness of their condition.
4. Lack of Longitudinal Data:

Without longitudinal data, the study could not assess how changes in disease severity, treatment
progress, or other factors influence the psychosocial outcomes over time. This limits the ability
to track improvements or deterioration in patients' mental health as they manage their chronic
skin conditions.

5. No Focus on Specific Dermatological Treatments:

The study did not differentiate between types of dermatological treatments or their effectiveness
in managing both the physical and psychological aspects of chronic skin diseases. Different

treatments could have varying impacts on patients' quality of life and mental health outcomes.
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9. Annexes

Annex L. Information sheet English version

Title of the research: -psychosocial impact of chronic skin disease on patients attending
outpatient department of Saint Paul’s Hospital Millennium Medical College, Addis Ababa,
Ethiopia 2023.

Greeting: Hello, how are you? I am ------------- I am a data collector on behalf of Dr Haddis
Mesfen who is a Dermatovenerology resident in SPHMMC who want to conduct this survey. |
am interviewing you to assess the psychosocial impact of skin disease at Saint Paul’s Hospital
Millennium Medical College. I am going to ask you some questions that are very important for
the health care decision makers, patient’s, clinicians and policy makers among others make well
informed decision and thereby improve the quality of life of patients with skin disease. If you
are willing to participate in the research, you need to sign the consent form then; you will be
interviewed for about 5 minutes. There is no special benefit by participating in the study but it
will take few minutes of your time and some personal questions may make you uncomfortable.
Discussing psychological, emotional, and/or relationship issues occasionally causes some pain
and anxiety, and making important changes will require effort on your part. You are most likely
to see improvement when you are willing to be open and work through difficult issues, even
when doing so is hard. I will support you in addressing these issues. Otherwise, no anticipated
risk to the participants, no physical harm, social discrimination or economic loss. Your
identification (name, house number, phone number) will not be written in the form and I assure
you that all information that you give will be kept strictly confidential. Your participation is
voluntary, and you are not obliged to answer any question you do not wish to answer. If you are
not still comfortable with interview, please be free to stop me any time you like. You will not be
denied any of the services for not participating on the study.

We would be thankful if you spend some time with us answering questions related to the issues

described above.

If you agree Participant’s Signature Interviewer’s Signature---------- Date -----------
For more information and question, here is the contact address of investigator.

Addis Mesfen (MD) Phone number: +251912950600 Email: haddismesfin @ gmail.com
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Annex 2 Ascent and consent form
Annex 2.1 Consent form (Age >18 years) English Version

I have read or heard what is written in the information sheet and willing to participate on the

study to be conducted by DR. Addis Mesfen on the psychosocial impact of patients attending
out

patient department of Saint Paul’s Hospital Millennium Medical College, Addis Ababa,
Ethiopia 2024. I have understood that my information will be kept confidentially and
participation to this study is voluntary and I can stop the interview anytime I felt uncomfortable.

I fully consent to participate in this study.

Participant/s Signature Interviewer signature---------------- Date---------
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Annex 3 Information sheet in Amharic
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Annex 4 Ascent and Consent form in Amharic
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Annex 5 Questionnaire

Annex 5.1 Sociodemographic status

Primary education ---------
Secondary education ---------

Tertiary education --------

1 Sex Male --------- Female ---------

2 | Age

3 | Residence Urban ----------- Rural-----—----

4 | Marital status Single -------- married ----------- divorced/widowed-----
5 Educational status Cannot read and write --------

6 | Occupation

Employee -----
Unemployed ---------
House wife --------

Student ---------

7 | Monthly income in
ETB

Annex 5.2 disease characteristics

1 | Diagnosis

2 Duration of illness (in

months)
3 | Site of involvement Face v
Hand --------
Feet -----mm--
Genitalia ----------
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Palm and sole -----—---

Trunk and back ---------

4 Treatment

Annex 5.3 DERMATOLOGY LIFE QUALITY INDEX (DLQI) English form

SCOTE: vnviiie i e, Diagnosis: ................

The aim of this questionnaire is to measure how much your skin problem has affected your life
OVER THE LAST WEEK. Please tick ( ) one box for each question.

No. Questions

Response

Not
relevant(
0)

Notat
all(0)

Alittle
(1)

Alot
(2)

Very
much(3)

1 Over the last week, how itchy, sore,
painful or stinging has your skin been?

2 Over the last week, how embarrassed or
self-conscious have you been because of
your skin?

3 Over the last week, how much has your
skin interfered with you going shopping
or looking after your home or garden?

4 Over the last week, how much has your
skin influenced the clothes you wear?

5 Over the last week, how much has your
skin affected any social or leisure
activities?

6 Over the last week, how much has your
skin made it difficult for you to do any
sport

7 a) Over the last week, has your skin
prevented you from working or
studying?

b) If "No" to Q7, over the last week
how much has your skin been a
problem at work or studying?

8 Over the last week, how much has your
skin created problems with your partner
or any of your close friends or relatives?

9 Over the last week, how much has your
skin caused any sexual difficulties?

46



10

10, Over the last week, how much of a
problem has the treatment for your skin
been, for example by making your home
messy, or by taking up time?

Please check you have answered EVERY question. Thank you.

Annex 5.4 Sociodemographic Status (Amharic version)
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Annex 5.6 patient health questionnaire

ID #:

PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

DATE:
Over the last 2 weeks, how often have you been
bothered by any of the following problems?
(use “v*" toindicate your answer) Not at an| Several More than |  Nearly
days half the every day
days
1. Little interest or pleasure in doing things 0 1 2 3
2.Feeling down, depressed, or hopeless o 1 2 3
. . . 0 1 2 3
3.Trouble falling or staying asleep, orsleeping too much
4.Feeling tired or having little energy 0 1 = e
§.Poor appetite or overeating o 1 2 3
6. Feeling bad about yourself —orthat you are a failure or 0 1 2 3
hav e let yourself or yourfamily down
7.Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television
8.Moving or speaking so slowly that other people could
hav e noticed. Orthe opposite —being so figety or 0 1 2 3
restless that you have been moving around a lot more
than usual
9.Thoughts that you would be better off dead, or of o 1 2 a
hurting yourself

add columns

(Health care professional: For interpretation of TOTAL, TOTAL:
please referto accompanying scoring card).

10. If you checked off any problems how difficult
have these problems made it for you todo
your work, take care of things at home, or get

along with other people?

Not difficult at all
Somewhat difficult
Very difficult

Extremely difficult

Interpretation of Total Score
Total Score Depression Severity
1-4 Minimal depression
5-9 Mild depression
10-14 Moderate depression
15-19 Moderately severe depression
20-27 Scvere depression
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Annex 5.7 GAD-7 anxiety severity

Over the last two weeks, how often have you Not Several More Nearly
been bothered by the following problems? at all days than half every
the days day
1. Feeling nervous, anxious, or on edge
0 1 2 3
2. Not being able to stop or control worrying
0 1 2 3
3. Worrying too much about different things
0 1 2 3
4. Trouble relaxing
0 1 2 3
5. Being so restless that it is hard to sit still
0 1 2 3
6. Becoming easily annoyed or irritable
0 1 2 3
7. Feeling afraid, as if something awful
might happen 0 1 2 3
Column totals + + + = Total score

Scoring GAD-7 Anxiety Severity

This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively,
of “not at all,” “several days,” “more than half the days,” and “nearly every day.”

GAD-7 total score for the seven items ranges from 0 to 21. 0—4: minimal anxiety 5-9: mild
anxiety 10—14: moderate anxiety 15-21: severe anxiety

Annex 5.8 Rosenberg Self-Esteem Scale (RSE)

Please read each statement and record a number 0, 1, 2 or 3 which indicates how much the
statement applied to you over the past two weeks. There are no right or wrong answers. Do not
spend too much time on any one statement.

0 = Strongly disagree 1 = Disagree 2 = Agree 3 = Strongly agree

For items marked with an (R), reverse the scoring (for example, 0=3,1=2,2=1, 3 =0). For
those items without an (R) next to them, simply add the score. Typical scores on the Rosenberg
scale are around 22, with most people scoring between 15 and 25. A score of less than 15
suggests low self-esteem may be an issue. Remember that this assessment is just for

information, it is not a diagnosis.
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| feel that | am a person of worth, at least on an equal plane with others

I feel that I have a number of good qualities

Allin all, I am inclined to feel that | am a failure (R)

[ am able to do things as well as most people

| feel | do not have much to be proud of (R)

I take a positive attitude toward myself

On the whole, | am satisfied with myself

I wish I could have more respect for myself (R)

| certainly feel useless at times (R)

At times I think that I am no good at all (R)

Total score
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