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The impact of dermatological diseases goes beyond
symptoms and often includes psychosocial burden.
Self-stigmatization plays a key role in this relation-
ship and was compared in patients with psoriasis and
atopic dermatitis to evaluate the validity of cross-di-
sease stigmatization models. In total, 101 patients per
indication were included in this cross-sectional study.
Besides sociodemographic and clinical data, patient-
reported outcome measures relating to self-stigma-
tization, depression, anxiety, and quality of life were
compared across groups. Sociodemographic and clini-
cal factors were tested for their moderating effects
between self-stigmatization and quality of life. Group
mean comparisons yielded no significant differences
in self-stigmatization between patient groups. In both
diseases, self-stigmatization significantly predicted
depression and anxiety symptoms as well as quality
of life. Current symptoms, not having close social re-
lationships, and lower age predicted self-stigma in
patients with psoriasis, whereas the involvement of
sensitive body areas, the sum of previous treatments,
and female sex were predictors in patients with atopic
dermatitis. In both groups, symptoms had significant-
ly moderating effects. The results underline the rele-
vance of self-stigmatization in patients with chronic
skin diseases. Awareness should be raised, screening
implemented, and psychosocial support offered early
on. Assessments, conceptual models of self-stigma,
and interventions are probably applicable for both di-
seases.
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Psoriasis and atopic dermatitis (AD) are common
chronic inflammatory skin diseases, with the former
affecting approximately 2% of children (1) and 1-5% of
adults (2), and the latter affecting approximately 20% of
children and 1-9% of adults in Europe (3). Their visible
and burdensome symptoms often give rise to negative
emotions, exclusion, discrimination, social damage

SIGNIFICANCE

Patients with chronic skin diseases often experience psy-
chosocial impairment alongside somatic effects. This can
have a considerable influence on their entire lives. Stigma-
tization, especially when generated by oneself, is a key ele-
ment in the relationship between social, demographic, and
clinical factors and quality of life, feelings of depression,
and anxiety. Therefore, the mechanisms of self-stigmatiza-
tion should be studied so that screenings can be develop-
ed, and appropriate interventions devised, thus reducing
the psychological and social burdens on affected individuals
and thereby empowering them throughout their lives.

(including socioeconomic constrains), as well as nega-
tive self-perceptions, stigmatization, and exacerbation
of existing conditions (4, 5). Consequently, patients
experience sustained impacts on their somatic and
psychological health as well as quality of life (QoL), and
can face lifelong challenges as a result of the effects of
these conditions on their careers and relationships (6, 7).
Some researchers have characterized these challenges as
“cumulative life course impairment” (8). Stigmatization
plays a key role in this (4). WHO, in a 2014 resolution,
called for a need to “raise awareness regarding the
disease of psoriasis, including awareness of stigmatiza-
tion” to foster acceptance and treatment solutions for
people with psoriasis (9). This led to further research
and the development of destigmatization programs. The
authors of one German study (10) have suggested that
self-stigmatization is a persistent thread running through
all stages of an affected person’s life.

According to Link & Phelan (11), stigma can be
viewed as manifested in a series of events whereby
“elements of labeling, stereotyping, separation, status
loss, and discrimination co-occur in a power situation
that allows these processes to unfold”. Corrigan & Wat-
son (12) expanded on this argument by distinguishing
between external or public stigmatization and internal
or self-stigmatization; in other words, when affected
people are aware of, agree to, and apply the stereotypes
that are conferred on them by external, predominantly
social attitudes, this leads to them legitimating these
preconceptions and therefore stigmatizing themselves
(12). Some psychology researchers into stigma have
suggested further refining the notion of self-stigma into
internalized stigma, felt or perceived stigma, and enacted
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stigma (13) (middle part of Fig. 1). Felt stigma has been
the most commonly studied phenomenon (14) in visible
skin diseases (VSD). It is important to distinguish the
types and subtypes of stigma and the correlations between
them in order to devise tailored and effective approaches
to combat stigma. Summarizing the inter-relationships
between (self-)stigmatization and its underlying drivers,
QoL, impacts, and coping strategies, Germain et al. (15)
devised the first conceptual model of stigma in VSD. As
well as taking into account sociodemographic variables,
we can identify clinical characteristics, such as severity
and localization/visibility, as key drivers. Lower age, a
younger age of onset, as well as a lower age of (self-)
diagnosis, all influence the manifestations and impacts
of stigma. Psoriasis and AD have both been associated
with depression and anxiety, which are themselves cor-
related with the age of (self-)-diagnosis or the time since
diagnosis, and stigmatization of these conditions can, this
contribution argues, lead to impairment of QoL (Fig. 1).

Based on the conceptual model in VSD and its im-
plications, it is advisable first to study different VSD to
complement the generic model. Secondly, identifying
disease-specific drivers may help to specify interventions
and hence reduce or prevent stigma (15). Several studies
have found evidence that the type of VSD influences ex-
ternal and perceived stigmatization, such that the extent
of stigma and its impacts may also vary with different
manifestations of VSD (15). In this context, a cross-

disease model is applied here for examining occurrences
of stigma for compared diseases. It can be applied if
predictors for stigma are similar, and in cases where its
extent and impacts are identifiable with similar degrees
of intensity. A cross-disease model enables common
destigmatization programs to be more effectively devi-
sed for larger patient groups. So far, interventions have
tended to focus only on specific VSD (16). Research into
stigmatization (more than 60% of the studies) has mainly
concentrated on patients with psoriasis (15). A knowledge
gap could be identified for AD. It is well known that this
erythematous scaly skin condition, presenting similar
symptoms to psoriasis, is one of the most stigmatized
conditions, although stigmatization and its correlations
have rarely been studied, and usually with respect to
incidence in children (5, 17). These studies found that
severity (5, 18), involvement of sensitive body regions
(19), and visibility (19) were associated with stigmatiza-
tion. However, Halioua et al. (17) found no predictive
evidence for sex, severity, and disease duration, only a
younger age was predictive. Compared with the relative
lack of studies relating to AD, we benefit from more
widely studied factors in patients with psoriasis, such
as lower age (20, 21), female sex (22), lower levels of
educational attainment (21, 23), being unemployed (24),
early age of onset (20, 24), longer disease duration (20,
21, 25), not having a partner (21), severity (21, 26), in-
volvement of genital areas (27), visibility (21, 25, 27),
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Fig. 1. Model of (self)-stigmatization (summarized from (11-13, 15)).
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itching/frequency of scratching (28, 29), living in the
countryside (20), and type D personality (21). However,
age, sex, education, employment status, relationship
status, and involvement of genital areas have only been
intermittently discussed regarding predictive effects and
tendencies. Other characteristics have also been less
studied, e.g. body mass index (BMI), subjective seve-
rity, having children, and the application of biological
treatment (18, 22). Moreover, there have so far been
few comparisons regarding feelings of stigmatization
between patients with psoriasis and those with AD (18,
23) and the only common predictor examined to date has
been the feeling of helplessness (23).

Therefore, the primary aim of this study was to
compare the conceptual self-stigma models in patients
with psoriasis and those with AD, in order to determine
whether a cross-disease model is applicable and hence
whether common screenings and anti-stigma interven-
tions can be envisaged as effective treatment options.

Specifically, this study analysed self-stigmatization
comparatively, with a focus on: the level of self-stig-
matization; sociodemographic and clinical predictors;
impacts on depression, anxiety, and QoL; and moderators
in terms of the relationship between self-stigma and QoL.

MATERIALS AND METHODS

Recruitment

Data were collected in four German dermatology centers from
January to July 2021. Patients were approached during their visits
and included in the study if: they were at least 18 years old; they
understood the project and the questions; had signed a document
giving their informed consent; and had received a diagnosis either
of plaque-type psoriasis or of AD.

Participants as well as medical staff completed a questionnaire.
The study is based on a quantitative cross-sectional data collection.
It was approved by the ethics commission for psychological studies
at the University Medical Center Hamburg-Eppendorf (UKE) in
Germany based on the Declaration of Helsinki.

Materials

The patient questionnaire consisted of three parts.
In the first part, sociodemographic data was gathered, regarding:
* age; sex; education (without, low, middle, and high education);
relationship status (single [dichotomous]; in a partnership/
married [dichotomous]; separated/divorced/widowed [dicho-
tomous)), living alone (dichotomous); having children (dicho-
tomous); having children in the household (dichotomous);
currently having close social relationships (dichotomous);
being employed (dichotomous);
as well as clinical data, relating to:

* time between first symptoms and diagnosis; disease dura-
tion; anogenital involvement, either currently or ever (both
dichotomous).

Patients also completed a form detailing a list of treatments they
had received, for each of their previous treatments. The sum of
these was included as a variable. Afterwards, patients were asked
to draw the extent of their skin lesions on a body grid map that
featured a total of 1,424 squares (30). From this map the extent
of affected visible body areas (hands, forearms, head, neck) and
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sensitive body areas (axillary, breast and nipples, submammary,
genital, anal, inguinal, gluteal) was calculated with the aid of
circled squares. Participants were also asked to estimate the se-
verity of their skin lesions and the intensities of their symptoms,
in terms of pain, itching, and burning on numerical rating scales.
The second part of the patient questionnaire applied:
 the German version of the Feelings of Stigmatization Ques-
tionnaire (FSQ) (24) for psoriasis and an adapted version for
AD: 33-item score, from “strongly disagree” (0 points) to
“strongly agree” (5 points), range 0—165, with higher values
specifying greater self-stigmatization, subscales/factors: 1.
Anticipation of rejection, II. Feelings of being flawed, III.
Sensitivity to the opinions of others, IV. Guilt and shame,
V. Positive attitudes, VI. Secretiveness. (see Appendix S1).
The third part of the patient questionnaire used:

* the Perceived Health Questionnaire (PHQ-2) and the Genera-
lized Anxiety Disorder Scale (GAD-2) (31, 32): 2-item scores,
range 0—6, cut-off scores >3 indicating severe symptoms of
depression/anxiety;

 the Dermatology Life Quality Index (DLQI) (33): 10-item
score, range 0-30, with higher values implying lower QoL;
>10 was considered as very extensive impairment.

The physician questionnaire included information about height,
weight, the current treatment based on whether this was: topi-
cal therapy (dichotomous); systemic (not biological) therapy
(dichotomous); biological therapy (dichotomous); phototherapy
(dichotomous); and information about comorbidities (for des-
criptive purposes).

The authors also deployed the following measures:

* Global Clinical Assessment (GCA) (34): 1-item score, range
0—4, 0 standing for “none”, 1 “mild”, 2 “moderate”, 3 “in-
tense”, and 4 “very intense” severity;

* Body surface area (BSA) (35): range 0—100%, <10 considered
as mild, > 10 as moderate to severe skin disease;

 Psoriasis Area and Severity Index (PASI) (35): range 0-72,
score > 10 indicating moderate to severe psoriasis;

» Eczema Area and Severity Index (EASI) (36): range 0-72,> 1
“mild”, >7 “moderate”, >21 “severe”, >50 very severe AD.

Statistical analyses

All analyses are based on a group comparison between patients
with psoriasis and AD. Descriptive analyses were performed
using standard parameters (absolute/relative frequencies, means,
standard deviation). For comparisons, either a Mann-Whitney U
test, a y? test, or f-tests were calculated. The subscales of the FSQ
were compared based on their mean values (range 0-5) since the
subscales consisted of varying numbers of items. An analysis of
variance (ANOVA) was used to identify significant differences
between subscales and diagnoses. To identify predictors for self-
stigmatization, linear regression analyses were undertaken, taking
into account sociodemographic parameters (e.g., age) and clinical
variables (e.g., GCA) after a common variable selection, inclu-
ding calculations of correlations and z-tests as well as variable
exclusion for reasons of multicollinearity. Afterwards, three linear
regressions were computed to gauge the impact of the FSQ on
PHQ-2, GAD-2, and DLQI. Finally, selected variables associated
with the FSQ were tested to explore their possible moderating ef-
fects on the relationship between FSQ and DLQI. QoL was chosen
among the impacts as this can be affected by stigma (15) and is
assumed to reflect the occurrence of everyday impairments in all
patients. All statistical analyses were performed by the program
Statistical Package for the Social Sciences version 26.0 (SPSS by
IBM, Armonk, NY) and the add-on PROCESS version 4.0 (writ-
ten by Andrew F. Hayes, Calgary, Alberta, Canada). Statistical
significance was determined at the p <0.05 level.
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RESULTS

Table I. Sociodemographic and clinical characteristics

In total, 101 patients with plaque-type psoria-
sis and 101 patients with AD were included.

Comparison between

A total of 32 patients refused to participate
or had to be excluded due to lack of time Sex, n (%)
(68.75%) or interest (31.25%). Patients e
with psoriasis were mainly inpatients at a

specialist clinic in Bad Bentheim (71.3%),
whereas the most of the participants with
AD were outpatients recruited at the Institute
for Health Services Research in Dermato-
logy and Nursing (IVDP), at the University
Medical Center Hamburg-Eppendorf (UKE)
(73.3%). Sociodemographic and clinical data
are shown in Table I and Table SI. -

Despite these differences, neither the total

score of the FSQ nor any of its subscales
revealed significant differences between

Without

No
Yes

High school graduation, n (%)

Low graduation

Middle graduation

High graduation

Close social relationships, n (%)

Sensitive body areas, mean +SD¢
Visible body areas, mean +SD®
Intensity of symptoms, mean+SD

groups
Psoriasis AD t/Z/y? p-value
Age, years, mean + SD 53.05+11.43% 40.41+16.43 t=6.339 <0.001%**

¥2=1.996 0.158

60 (59.4) 50 (49.5)
41 (40.6) 51 (50.5)
Z=-6.343 <0.001%**
3 (3)° 1(1)?
34 (33.7)° 8 (7.9)%
39 (38.6)° 23 (22.8)?
25 (24.8)° 68 (67.3)7
x2=8.659 0.003**
33 (32.7)? 15 (14.9)P
67 (66.3)? 84 (83.2)°
Duration of disease, years, mean+SD 19.44+ 15.65° 29.3 +16.01¢ t=-4.440 <0.001%**
Past or current anogenital involvement, n (%) x2=3.164
36 (35.6) 58 (57.4)
65 (64.4) 43 (42.6)

20.18+26.32° 12.62+22.45 t=2.191 0.030*
34.39+40.91% 53.20+53.83 t=-2.790 0.006**

: > HHE ¢ Pain 3.2142.91  2.84+3.00 t=0.881 0.380
patients with psoriasis and those with AD. Pruritus 4.42+330  4.01+2.85  t=0.937  0.350
In both groups, the total scores made up Burning . 3.45+3.13  3.25+3.16  t=0.447  0.655
. 1 44 45(V f h . Body mass index, kg/m*, mean+SD 30.11+6.03° 25.72+5.25 t=5.505 <0.001%**
approximately 44-45% of the maximum GCA, mean+SD 2.03+1.100 1.43+0.931 t=4.213  <0.001%**
possible FSQ score of 165 points. Moreover, PASI, mean+SD 10.1311.17  N/A - -
. Min-Max 0-59.40 N/A - -
the means of subscale.s were ranke.d. in j[he EASL. mean 5D WA coiraa B}
same way, on the basis of: 1. Anticipation Min-Max N/A 0-35.30 _ _

of rejection, 2. Guilt and shame, 3. Positive
attitudes, 4. Sensitivity to the opinions of
others, 5. Feelings of being flawed, and 6.
Secretiveness (Fig. 2, Table II and Table
SII). The subscales “Anticipation of rejec-
tion”, “Guilt and shame”, and “Secretiveness” differed
highly significantly from each other and from all the
other subscales (Table SIII).

Regarding further patient-reported outcomes, patients
with psoriasis reported significantly more feelings of
depression and anxiety than patients with AD, though
both groups recorded mean scores below the cut-off
points (<3), such as not having severe symptoms of
depression or anxiety. The mean scores of QoL were
moderately lower in both groups, with no significant
distinction (Table II).

Assessing sociodemographic and clinical characteris-
tics for their associations with the FSQ in both diseases,
this study could identify significant correlations with:
female sex, lower education, not having currently close
social relationships, having been affected at some point
(“ever”) in anogenital areas, a higher sum of previous
treatments, sensitive body areas, and reported symptoms
of pain, itching, and burning. Age was significant only in
patients with psoriasis, while patients with AD showed
significant correlations with objective severity scores
(GCA and EASI). These significant variables were in-
cluded in the regression model. For reasons of multicol-
linearity, the variable “burning” was chosen, having the
greatest degree of correlation among highly correlating
symptoms. The GCA was prioritized as a generic seve-
rity score. In both diseases, significant differences in the
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@Missing values: 1, bmissing values: 2, and “missing values: 7 (of 101 in total). dMax. 141 squares
of the body grid map. ®Max. 264 squares of the body grid map.

AD: atopicdermatitis; SD: standard deviation; t: t-test; Z: Mann-Whitney Utest; N/A: notapplicable;
GCA: Global Clinical Assessment (range 0-4); PASI: Psoriasis Area and Severity Index (range
0-72); EASI: Eczema Area and Severity Index (range 0-72 ; ¥*p<0.05, **p<0.01, ***p <0.001.).

extent of the FSQ could not be identified when it came
to the variables relationship status, living alone, having
children, having children in the household, employment
status, time between first symptoms and diagnosis, disease

FSQ9
FSQI0 B poogres

FSQll - —— Psoriasis
——  Atopic Dermatitis

* p<0
** p<0.01 FSQ24
***p<0.001 FSQ25  psQaers*

Fig. 2. Distributions of the Feelings of Stigmatization Questionnaire
(FSQ).

FSQ27
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Table II. Patient-reported outcomes

Comparison between groups

Psoriasis AD t p-value
FSQ total, mean+SD 75.06+25.112 72.92+24.342 t=0.590 0.556
Min-Max 18.00-123.00° 17.00-127.00%
Factor I: Anticipation of rejection, mean+SD 3.22+0.93° 3.03+0.90 t=1.525 0.129
Min-Max 0.5-5.00° 0.38-4.88
Factor II: Feelings of being flawed, mean+SD 1.99+1.08 1.78+1.21 t=1.285 0.200
Min-Max 0-4.83 0-4.83
Factor III: Sensitivity to the opinions of others, mean+SD 2.07+1.06¢ 2.07+1.149 t=0.310 0.976
Min-Max 0-4.80¢ 0-4.40¢
Factor IV: Guilt and shame, mean+SD 2.52+1.11¢ 2.76+0.97¢ t=-1.565 0.119
Min-Max 0-4.80° 0.60-4.609
Factor V: Positive attitudes, mean+SD 2.10+1.01 2.10+1.07° t=0.037 0.970
Min-Max 0-4.25 0-4.75°
Factor VI: Secretiveness, mean+SD 1.11+0.84 0.99+0.78 t=1.111 0.268
Min-Max 0-4.00 0-3.60
PHQ-2, mean+SD 2.10+1.73 1.58+1.35 t=2.310 0.022*
GAD-2, mean+SD 2.02+1.86 1.52+1.47¢ t=2.110 0.036*
DLQI, mean+SD 9.29+7.26 7.68+6.75 t=1.626 0.105

@Missing values: 8, bmissing values: 2, ‘missing values: 4, dmissing values: 3, ®missing values: 1 (of 101 in total).
AD: atopic dermatitis; SD: standard deviation; t: t-test; FSQ: Feelings of Stigmatization Questionnaire (range 0-165); factors I-VI (range 0-5); PHQ: Patient Health
Questionnaire (range 0-6); GAD: Generalized Anxiety Disorder (range 0-6); DLQI: Dermatology Life Quality Index (range 0-0); * p<0.05, ** p<0.01, *** p<0.001.

duration, BMI, BSA, and type of treatment. However,
the following variables were associated with higher
stigma scores in patients with psoriasis: having children
(»=0.207), having children in the household (p=0.058),
and being employed (p=0.070). In both groups links to
more stigmatization were: subjective severity (p=0.075),
current anogenital involvement (p=0.195), being treated
with topical therapy (p=0.122) and with non-biological
systemic therapy (p=0.162), although receiving bio-
logical (»p=0.157) or phototherapeutic interventions
(»=0.181) were both connected with less stigmatization.
Prevalence in visible body areas showed no link to the
FSQ (p=0.512), but was included in the
regression model because of evidence
of this variable in the literature.

ever, the effect sizes were high in patients with psoriasis
and only medium in patients with AD with the strongest
impact on QoL. In these models, more variance could be
explained for patients with psoriasis (27.6-28.6%) than
for patients with AD (10.1-14.1%). Thus, the model for
the effects of self-stigmatization applied more closely to
patients with psoriasis. Nevertheless, feelings of depres-
sion, anxiety and a lessening of QoL can be considered as
impacts of self-stigmatization in both diseases (Table I'V).

The moderation analysis in the psoriasis group showed
an interaction of the symptoms burning, itching and pain
as well as of the GCA on the relationship between the

Table III. Regression analyses explaining predictors for feelings of stigmatization
with the Feelings of Stigmatization Questionnaire (FSQ) total as the predicted variable

. . Model

Looking at predictors from the FSQ Model coefficients summary
amqng Sele(_:ted socwdemographlc and Unstandardized Standardized Cohen’s p- Adjusted
clinical variables, the results from the Predictor variables B [95% CI] beta f2 value R2
linear regression analyses revealed the Psoriasis

. . . Age -0.534 [-0.966; -0.102]  -0.238 0.08  0.016% 0.209

symptom Sk.m burplng, not having close Sex 8.391 [-1.561; 18.343]  0.164 0.04  0.097
social relationships and a lower age Graduation -3.085 [-9.038; 2.868]  -0.101 0.01  0.305
with decreasing effect size as significant Close social relationships ~ -15.046 [-25.564; -4.527] -0.284 0.10  0.006%*

. . . . Visible body regions -0.570 [-0.198; -0.084] -0.096 0.01 0.424
predictors for patients with psoriasis, Sensitive body regions 0.009 [-0.221; 0.238] 0.009 0.00  0.941
accounﬁng for 20.9% of the variance. Sum of previous treatments  0.637 [-0.564; 1.838] 0.109 0.01 0.295

. . Anogenital involvement ever  6.779 [-3.590; 17.147] 0.129 0.02 0.197
On the O?her hal’lfi, fOI' patlents WlthAD’ Burning of skin 2.709 [0.914; 4.505] 0.330 0.12 0.004**
the predictors higher sum of previous GCA -3.760 [-9.213; 1.693]  -0.167 002 0.174
treatments, greater involvement of Atopic dermatitis

o Age -0.019 [-0.332; 0.294]  -0.012 0.00  0.903 0.348
sensitive body areas, and female sex Sex 10.459 [1.455; 19.464] 0.215 0.07  0.023*
Slgnlﬁcantly inﬂuenced (11'1 descending Graduation -6.434 [-13.001; 0.133] -0.180 0.05 0.055

d th tent fth FS t- Close social relationships -1.259 [-14.095; 11.576] -0.019 0.02 0.846
order) the extent o c Q, accounting Visible body regions 0.002 [-0.091; 0.095] 0.004 0.00  0.968
for 34.8% of the variance. There was Sensitive body regions 0.337 [0.092; 0.582] 0.311 0.10  0.008%*

. . . : : Sum of previous treatments  1.493 [0.527; 2.459] 0.289 0.17 0.003**
not a Slngle s1gn1ﬁcant predlctor m Anogenital involvement ever 9.078 [-0.400; 18.557] 0.185 0.05 0.060
common (Table III). Burning of skin -0.198 [-1.767; 1.371]  -0.025 0.00  0.802

In turn, the FSQ predicted with high GCA 4.047 [-1.254; 9.348] 0.158 0.03  0.133

significance the PHQ-2, GAD-2, and
the DLQI scores in both groups. How-
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B: regression coefficient; 95% CI: 95% confidence interval; Beta: standardized regression coefficient;
Cohen’s f2: effect size; R2: coefficient of determination; GCA: Global Clinical Assessment (range 0-4);
*p<0.05, **p<0.01, ***p<0.001.
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FSQ and the DLQI, with a stronger effect,

Table IV. Regression analyses explaining impacts of feelings of stigmatization

indicated by higher point values. For pa-
tients with AD the moderating effect of the
GCA was not significant, although in this

Predicted Predictor

Model
Model coefficients summary
Unstandardized Standardized Cohen’s Adjusted

= X variable variables B [95% CI] beta f2 p-value R2
group all three symptoms also indicated P—
. . soriasis
stronger moderating effects with related PHQ-2  FSQ - Total 0.038 [0.028; 0.050] 0.532 0.39 0.001%** 0.276
higher point values. All moderating inter- GAD-2 0.040 [0.030; 0.051] 0.542 0.42 0.001*** 0.286
. . . . DLQI 0.158 [0.106; 0.210] 0.535 0.40  <0.001%** 0.278
actions were significant, with medium and AD
strong effects (Tables SIV and SV), PHQ-2  FSQ - Total 0.018 [0.004; 0.033] 0.332 0.12 0.021*  0.101
. - GAD-2 0.021 [0.010; 0.034] 0.363 0.15 0.001%** 0.122
To sum up, in spite of the heterogeneous DLQI 0.108 [0.055; 0.161] 0.388 0.18  <0.001%** 0.141

samples, the extent, impacts and moderators
of self-stigmatization are comparable in
patients with psoriasis and AD, albeit its
predictors differed.

DISCUSSION

This study assessed the extent, sociodemographic fac-
tors, clinical aspects, and psychosocial impacts of self-
stigmatization in patients with psoriasis and AD, with
the aim of determining whether a cross-disease stigma
model is applicable, and with a view to the feasibility
in applying previously unproven common anti-stigma
interventions.

Both patient groups showed moderate levels of
feelings of stigmatization without any significant dif-
ferences and with the same ranking of the subscales.
For patients with psoriasis, the total FSQ score is in
accordance with some earlier studies, e.g. (37), and
slightly lower compared with more recent studies (22,
25). This discrepancy could be explained by various
environmental, cultural, socio-economic and clinical
factors (16). Caution is needed when comparing FSQ
scores, because studies carried out in different countries
have rated response possibilities in different ways (20,
28). One of the few comparisons of feelings of stig-
matization in patients with psoriasis and AD also did
not reveal distinct differences (18). The most apparent
feelings of stigmatization were reported in the subscales
“Anticipation of rejection” and “Guilt and shame”. An
explanation could be that educational work and public
campaigns might address risks involved in keeping the
conditions secret or may recommend patients not to
associate their disease with some perceived personal
“weakness”. Nevertheless, patients may experience
deeply internalized and persistent feelings, sometimes
built up over a period of years. This underlines the
need for specific self-stigma interventions that target
patients. With regard to particular types of self-stigma,
one treatment approach could be to address the ways in
which people feel stigmatized, in order to explore more
tailored approaches. It might be worthwhile enhancing
self-esteem and self-efficacy if internalized stigma pre-
vails (12) and introducing coping strategies for enacted
stigma (13). To sum up, the results relating to felt stigma
confirm the relevant levels and similarities of perceived
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B: regression coefficient; CI: confidence interval; Beta: standardized regression coefficient; Cohen’s
f2: effect size; R2: coefficient of determination; PHQ: Patient Health Questionnaire (range 0-6);
GAD: Generalized Anxiety Disorder (range 0-6); DLQIL: Dermatology Life Quality Index (range 0-30);
AD: atopic dermatitis; FSQ: Feelings of Stigmatization Questionnaire (range 0-165); *p<0.05,
**p<0.01, ***p<0.001.

stigmatization in both diseases, and this is a strong case
for adopting cross-disease models. The FSQ seems ap-
propriate as a measuring instrument, not just for patients
with psoriasis, but also for patients with AD.

The similar extent of self-stigma in patient groups
is unexpected, considering that patients with AD were
mainly outpatients having biological treatments and
presenting lower severity. Interestingly, neither subjec-
tive severity, objective severity, or visibility could be
identified as predictors for feelings of stigmatization in
both diseases, although they have been described as key
drivers for stigma in VSD (15). Nonetheless, there was
a small, yet significant, correlation of objective severity
to patients with AD, being in line with earlier studies (5,
18), and a moderating effect of objective severity on the
relationship between self-stigma and QoL in patients with
psoriasis. These findings emphasize that the development
of self-stigma tends to be determined by personal evalua-
tion of present lesions and the individual perception of
self-efficacy (23) rather than by objective severity and
visibility (7,21, 25). The current study found sensation of
burning, currently close social relationships, and younger
age to be predictors in patients with psoriasis. In contrast,
in patients with AD, the sum of previous treatments, the
involvement of sensitive body areas, and female sex
were identified as factors underlying the propensity to
self-stigmatize. Symptoms moderated the relationship
between felt stigma and QoL in both diseases. Confir-
ming earlier studies, e.g. in (21), younger patients with
psoriasis might care more about social integration (29),
beauty stereotypes, and supposed ideals of perfection
(38), leading to higher FSQ scores. It is important to note
that all symptoms would probably have had a predictive
effect in patients with psoriasis as they exhibited high
multicollinearity, although the variable “burning” had
the highest correlation in both diseases. A relatively mi-
nor skin lesion might soon be forgotten or its impact in
everyday life minimized, but perceiving this as evidence
of a skin disease might lead someone to constantly feel
different, thereby reinforcing a propensity to identify
with stigmatized groups. A recent study found evidence
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that patients with moderate/severe itching yearned for
a decrease in sensation of burning (29). By scratching,
patients can relieve for a short while the sensation of it-
ching, but, as a consequence, the skin barrier is destroyed,
and patients may feel powerless in the face of an in-
creased sensation of burning. A feeling of being helpless
has been identified by some researchers as a strong pre-
dictor in psoriasis and AD (23). Having currently close
social relationships significantly lowered the incidence of
self-stigmatizing for patients in both diseases and can be
viewed as a form of psychological protection, as a
previous study had also suggested (23). However, it
seems that social factors influence the development of
self-stigma in patients with psoriasis more than in those
with AD. As such, close social contacts predicted the
occurrence of felt stigma in patients with psoriasis, while
the variables related to having children (especially those
still living in the household) and being employed also
tend to increase feelings of stigmatization. In contrast
to a recent study (17), this study could identify sex dif-
ferences in felt stigma in patients with AD. Reflecting
gender stereotypes, women face greater social pressure
to fulfill stereotypes of appearance, as women’s accom-
plishments tend to be assessed by their appearance (38).
Thus, having a VSD creates double distress for women
with AD because they might be stigmatized both for their
VSD and because they are female. The sum of previous
treatments reflects how many different therapies someone
has tried and the switch to other medical approaches be-
cause of unsuccessful results. As a consequence, patients
might feel, similar to patients with psoriasis and their
symptoms, hopeless and powerless, thus supporting the
presence of the predictor “helplessness™ (23). An earlier
study has suggested that sensitive body areas were more
important than visible body areas (19), and this is in line
with the current study, which provides evidence that
sensitive body areas are a predictor for self-stigma in
patients with AD. One explanation could be that these
areas are particularly relevant for intimate relationships
and the perception of oneself in terms, e.g. self-disgust
and self-acceptance (39). The results of the current study
further indicate that, in both diseases, it is not the effect
of any particular episode of anogenital involvement that
is important for participants, rather, their experience of
having been affected at any point (“ever”) in their lives is
associated with feelings of stigmatization. This suggests
that, that even if an episode occurred in the past, negative
emotions associated with this experience can neverthe-
less accumulate and reinforce self-stigmatization. Regar-
ding drivers for self-stigma, psoriasis and AD differed
in all their predictors. This suggests that different condi-
tions shape self-stigma in these VSD. Notwithstanding,
a feeling of helplessness could probably be a common
predictor. The regression model also fitted more closely
for patients with AD, accounting for 14% more of the
variance. This argues against a cross-disease model for
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drivers of stigma and for disease-specific approaches
when tackling and treating the origins of self-stigma.

The results of the current study imply, for both patient
groups, that self-stigma leads, with high significance,
to feelings of depression, anxiety and QoL impairment.
Levels of impacts can be seen in the data, especially
impairment of QoL, which accords with other findings
(6,7, 15). However, the levels of depression and anxiety
were slightly (but still significantly) lower in patients
with AD than in patients with psoriasis. Lower severity
and the existence of current social contacts as a protective
factor (23) could be responsible for these differences.
Furthermore, self-stigmatization accounted for 39-40%
of the variance in the regression models in psoriasis,
which is more than double that of patients with AD. Thus,
for patients with AD, other factors might play a role in
the development of the impacts mentioned and would
repay further study. In the context of social neuroscience,
it might be taken into account that psoriasis and AD
differ in pathomechanisms and in various activities of
body mediators. This might lead to different biological
impacts on the development of psychological comorbi-
dities. Again, further research is needed in this field (40).
Considering impacts as a component of any effective
stigma model, the same impacts on and connections with
self-stigma were found, although few differences in their
extent could be identified.

Study limitations

Firstly, patient groups differed in sociodemographic
and clinical variables, which complicates comparisons.
Secondly, patients were recruited at special care units
after passing through other healthcare services, often
for years and without treatments that were satisfactory
over the long term. Thirdly, participants were selected
based on the recruiting day rather conducting a fully re-
presentative preselection. Finally, a cross-section study is
only a snapshot of a sometimes long-lasting impairment
and cannot be expected to demonstrate unambiguous
causality.

Conclusion

In summary, a cross-disease model is not fully applicable.
However, all the overlaps in extent, impacts, moderators,
and their interconnections can be used for introducing
common screening instruments and anti-stigma inter-
ventions with a focus on “Anticipation of rejection”
and “Guilt and shame”. Apart from the importance of
dermatological treatment for alleviating symptoms in
patients with psoriasis and the involvement of sensitive
body areas in patients with AD, interventions in both
groups should be introduced on an intrapersonal basis.
Counselling, skills building, coping strategies (problem
or emotion-based), reinforcement of self-esteem and
self-efficacy, and psychological education to change
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attitudes, implicit beliefs, behavior responses, and self-
concepts seem promising when it comes to both diseases
(12, 13, 16) and could be accomplished in both groups
together, in particular for younger patients with psoriasis
and women with AD. Cognitive behavior therapy should
be offered early on if depression and anxiety occur (7)
and social support encouraged in both groups. In future
research, predictors for AD should be better explored
and reviewed for psoriasis.

Concluding from this study, the following practical
implications should be taken into consideration:

 Screenings for self-stigma, depression, anxiety, and
QoL should be implemented in all dermatological
visits in order to raise awareness and reinforce psy-
chosocial care.

* Dermatological treatment should focus particularly
on reducing symptoms in patients with psoriasis and
limiting changes in treatments and the involvement
of sensitive body areas in patients with AD in order
to mitigate the development of self-stigmatization.

* If self-stigmatization occurs, its impact on feelings of
depression, anxiety, and QoL can be diminished by
reducing symptoms in both diseases.

» Common anti-stigma interventions on an intrapersonal
level should be introduced and offered, especially to
young patients with psoriasis and women with AD.

» Psychological and social support should be offered
and given to both patient groups.
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