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Psychological correlates of quality of life
in dermatology patients: the role of
mental health and self-acceptance

A. Potocka, K. Turczyn-Jabloñska, and D. Merecz

Objectives: Chronic skin diseases have been recognized as having a detrimental effect on patients’
quality of life, also causing considerable mental discomfort. Reduced self-acceptance, low self-es-
teem, a negative body image, and a low sense of self-worth have been noted in patients with visible
skin disorders. Yet in the available literature we could not find any data concerning the relationship
between mental health status, self-image, and quality of life. This research, then, analyzes potential
relationships between self-acceptance, mental health status, and quality of life in dermatology patients.

Materials and Methods: In total, 112 patients of the Occupational Diseases Outpatient Clinic and the
Occupational and Environmental Allergy Centre of the Nofer Institute of Occupational Medicine (NIOM)
were examined. The General Health Questionnaire (GHQ) was used to assess the patients’ mental
health; a Polish version of the Dermatology Life Quality Index (DLQI) was employed to assess life
quality; and the Self-Acceptance Scale (SAS) served to obtain the patients’ self-image. Results showed
that there were statistically significant differences in self-assessment of mental health and quality of life
depending on one’s level of self-acceptance. People with high self-acceptance are characterized by
better mental health than those with low self-acceptance (t = 4.8; p = 0.00). Patients with a negative self-
image (compared to those with a positive self-image) also deem their quality of life to be poor (t = 3.1;
p = 0.00). Results of regression analysis show that mental health status significantly affects the quality
of life in dermatology patients; the standardized coefficient was β = 0.42 (p < 0.0001).

Conclusion: Relationships have been found to exist between the patient’s mental health and both their
subjective assessment of life quality and self-image. Taking into account the role of mental health as a
potential determinant of quality of life among dermatology patients, and considering the strong corre-
lation between self-acceptance and well-being, treatment should also focus on counseling.

Introduction

One’s self-image constitutes an essential element
in the personality structure affecting both one’s internal
mental life, and also his or her attitude toward the exter-

nal world. Self-image controls human activities, relation-
ships with the environment, and behaviors – particu-
larly in difficult circumstances (1, 2). Self-image is com-
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prised of people’s assumptions and notions about them-
selves – about their appearance, abilities and skills, atti-
tudes towards other people, and also the way they per-
ceive their environment (2–4). Self-image is a predic-
tor of general life satisfaction and thus affects self-as-
sessment of the quality of life (5).

Quality of life (QOL) is a multidimensional concept
that is difficult to define and measure (6–9). Our ap-
proach is based on Gill’s and Feinstein’s definition of
QOL. They defined QOL as the way patients sense and
react to their health conditions and to non-medical as-
pects of their lives (6). According to this viewpoint,
one’s QOL comprises factors such as physical, functional,
emotional, and intellectual well-being, work, family,
friends, and other particulars. In spite of numerous con-
cepts and definitions of QOL, a majority of researchers
agree that factors affecting QOL should be divided into
two groups: objective and subjective (9–11). Subjec-
tive factors (personal subjective opinion) include self-
assessment of one’s physical condition (e.g., general
efficiency and fitness, ailments); mental condition (e.g.,
anxiety, depression, self-esteem, self-image); social situ-
ation (e.g., satisfaction with work, earnings, leisure time);
and interpersonal relations (e.g., social support, inter-
actions with other people). The term “objective com-
ponents of QOL” refers to the medical/psychological
diagnosis, results of laboratory testing, and indicators of
socio-economic status (e.g., net income per capita in
the family).

As stated above, patients’ health, both physical and
mental, is an essential predictor in their assessment of
QOL. Self-image is also one of the factors that may af-
fect well-being. One’s self-image may be favorable and
give rise to favorable emotions, or it may be unfavor-
able, leading to unfavorable emotions that give rise to
anxiety, fear, and various symptoms of maladjustment.
Thus, self-image, by affecting mental health, also indi-
rectly influences one’s quality of life. Self-assurance, a

sense of one’s own worth, and self-acceptance consti-
tute a source of personal confidence in one’s vitality
and of convictions about personal self-reliance (12). If a
person starts to think that he/she has become worth-
less and less valuable than other people due to illness,
he will develop a negative self-image. Moreover, a sense
of inferiority releases adverse emotions (such as anger
and depression), which is significant because, as already
stated, a person’s mental condition is a major factor in
their assessment of the QOL. It is worth emphasizing
here that self-image may be of paramount importance
in diseases that obviously change a patient’s looks. Cu-
taneous diseases certainly fall into that category. Most
authors agree that skin diseases that change the ap-
pearance of patients’ skin cause psychological reactions
in these patients, such as shame, anger, anxiety, and
depression (13–15). Thus, cutaneous diseases consid-
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Fig. 1. Conceptual framework of the effects of
skin disease on patients’ quality of life

Fig. 3. Distribution of the results of subjective
assessment of the quality of life in both the
higher self-acceptance group and the lower self-
acceptance group

Fig. 2. Distribution of results of mental health
assessment of the group with higher self-
acceptance versus the group with lower self-
acceptance
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erably affect a patient’s mental condition, self-accep-
tance, ability to function socially, and adaptability (16–
23). Reduced self-acceptance, low self-esteem, a nega-
tive body image, and a low sense of self-worth were
noted in patients with visible skin disorders (13, 15, 24,
25). Distasteful physical ailments (e.g., burning, itch-
ing, or painful skin), and the necessity of applying vari-
ous agents (such as ointments) result in numerous
changes in the patient’s everyday life (they impede or
completely prevent normal functions), all of which re-
sults in considerable mental discomfort (14, 26). Thus,
in most cases, self-assessment of the QOL among der-
matology patients is low (16, 17, 19–22, 26). People
affected by skin problems must, in the first place, cope
with their own emotional reactions and, in the second
place, cope with constraints on their everyday (i.e., pro-
fessional, family, and social) lives. The progression of
each disease that detrimentally affects QOL takes place
not only on the biological, but on the mental level as
well. Patients undergoing treatment in a depressed state
of mind or with low self-acceptance lose the advantage
of the full mobilization of their defenses (12). Thus, in
our opinion, both patients’ mental conditions and their
self-images constitute major determinants of their QOL,
and are worth monitoring not only in dermatology pa-
tients, but in other patients as well.

Based on a literature review, we developed a con-
ceptual framework for the effects of skin disease on
patient QOL (Fig. 1).

The model illustrates the complexity of the rela-
tionship between skin disease and QOL. Discussing all
the assumptions that could be drawn from the model is
not in the scope of this paper. What we wish to empha-
size here is that, apart from traditional factors affecting
QOL, this model also includes the patient’s self -image
as a factor. The assumption was made that self-image,
as shown in Fig. 1, may affect QOL directly or indirectly,

via mental health status and social functioning. As stated
earlier, people in our study with visible skin changes
quite often perceived these changes as unsightly and
causing aversion in others. Such beliefs (to some extent
justified) may strongly affect their self-perception, self-
acceptance, and ability to function on an everyday level.
Clinical observations quite often show that a withdrawal
from social interaction and a depressed mood are con-
current with skin diseases. This configuration of prob-
lems faced by dermatology patients seems to be signifi-
cant in terms of their QOL; however, as far we know, it has
never been the subject of systematic studies. From a psy-
chological perspective, the highlighted issue is worthy of
study because it may produce results that can be helpful
in the treatment of dermatology patients. For this reason,
our research aims to analyze potential relations between
self-image, mental health, and QOL.

Materials and methods

The group under study comprised patients of the
Occupational Disease Outpatient Clinic, the Occupa-
tional and Environmental Allergy Centre, and the Nofer
Institute of Occupational Medicine (NIOM) in Lódz,
Poland. The study was conducted from January 2005 to
December 2006. The following criteria were applied in
the enlistment of participants: a) women and men not
younger than 18; and b) people with one of the follow-
ing allergic skin diseases: urticaria, atopic dermatitis, and
allergic contact dermatitis.

In total, 112 patients were examined, including 37
diagnosed with urticaria, 50 with allergic contact der-
matitis, and 25 with atopic dermatitis. The subjects in-
cluded 75 women and 37 men, ranging from 18 to 72
years of age. The mean age of the study group was 38,
and was dominated by individuals with secondary and

Table 1. Study group characteristics

Characteristics Total Urticaria Allergic contact dermatitis Atopic dermatitis
N = 112 n = 37 n = 50 n = 25

Sex (n)

Women 75 29 28 7
Men 37 8 22 18

Age (years)

Mean 38.32 40.89 39.92 31.32
SD 13.15 13.45 12.12 12.54

Education (%)
Primary 10 11 8 12
Vocational 26 19 30 28
Secondary 44 46 48 32
Bachelor’s 5 5 4 8
Master’s 15 19 10 20
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vocational-type training. Table 1 provides these and
other basic characteristics of the group.

A 28-item scaled version of the General Health
Questionnaire (GHQ) was used to diagnose the sub-
jects’ mental health. This self-administered screening
instrument is designed to detect current diagnosable
changes in the subject’s mental health status and to iden-
tify cases of potential mental disorders. A detailed diag-
nosis was subsequently conducted by a psychiatric in-
terview. The validation studies of the Polish version of
GHQ-28 showed that the internal consistency coeffi-
cients (Cronbach alpha) reached a value of 0.934. The
test-retest reliability (r

u
 = approximately 0.7) seems to

be adequate. The response options were scored 0, 1, 2,

or 3. The total possible score on the GHQ-28 ranges
from 0 to 84 and allows for means and distributions to
be calculated, both for the total, as well as for the four
sub-scales (somatic symptoms, anxiety and insomnia,
social dysfunction, and severe depression). A higher
score indicates poorer psychological health (27).

Quality of life was assessed by calculating an index
showing how skin symptoms affect the patient’s ev-
eryday functions by means of the Dermatology Life
Quality Index (DLQI). Reliability for the Polish version
is satisfactory (correlation coefficient = 0.56), and inter-
nal consistency is good (Cronbach alpha = 0.90). All
items may be added together to form a total score indi-
cating the overall degree of QOL, with higher scores
indicating greater impairment in life quality. Items may
be aggregated into the following 6 categories: symp-
toms and feelings, daily activities, leisure, work and
school, personal relationships, and treatment (28).

Because we could not find any method for assess-
ing self-image in the Polish literature suitable for use in
this study, we developed the Self-Acceptance Scale
(SAS). The SAS questionnaire comprises 12 items refer-
ring to the patient’s level of self-acceptance, the feel-
ing of self-confidence, and self-knowledge. Theoreti-
cal foundations underlying its construction are Reykow-
ski’s regulatory theory of personality and Arygle’s view-
point (1, 2). According to these, self-image consists of a
person’s assumptions and notions about appearance,
abilities and skills, attitudes towards other people, and
also about the means of perception; self-image con-
trols human activities, relationships with the environ-
ment, and behaviors (1–4). There were two sources of
questionnaire items: a) existing tools designed for as-
sessment of different aspects of personality (e.g., the
Minnesota Multiphasic Personality Inventory (29); the
Gough Adjective Check List (30); b) experts. The pre-
liminary version of the SAS consisted of 25 items.
After statistical analysis 12 items were included in
the final SAS version. Each item includes a response
scale in the Likert format (from 1 = I definitely do not
agree to 5 = I definitely agree). A higher score indicates
a more positive self-image. The psychometric charac-
teristics of the questionnaire are considered to be satis-
factory. A preliminary 14-day test-retest comparison of

Table 2. Pearson’s correlation coefficients (r) between the condition of mental health and assessment of the
quality of the life and the level of self-acceptance

         Mental health (GHQ)

Variable Somatic Anxiety and Social Severe Total Quality
symptoms insomnia dysfunction depression score of life (DLQ)

Self-acceptance (SAS) - 0.29 - 0.50 - 0.40 - 0.56 - 0.52 - 0.33

p < 0.05; GHQ = General Health Questionnaire; SAS = Self-Acceptance Scale; DLQ = Dermatology Life Quality Index.

Table 3. Differences in mental health and subjective
quality of life in relation to self-image

              Self-image
Variable High Low t-test p

n = 40 n = 72

Mental health M 29.3 18.7
4.8 0.00condition SD 12.3 8.3

Subjective M 8.8 12.9
3.1 0.00quality of life SD 6.7 6.5

Table 4. Results of regression analysis on quality of
life in dermatology patients.

         Quality of life

Independent variables   Beta B SE p

Gender 0.02 0.40 1.28 0.75
Age 0.03 0.02 0.04 0.68
Education - 0.01 - 0.07 0.51 0.88
Mental health status 0.43 0.24 0.06 0.00
Self acceptance level - 0.08 - 0.09 0.11 0.42
constant

Total R² = 0.24, F = 0.83, p < 0.00

Quality of life in dermatologic patients C l i n i c a l   s t u d y
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total scores conducted with a sample of 100 volunteers
showed satisfactory reliability (correlation coefficient =
0.72). The scale’s internal consistency is good (Cronbach
alpha = 0.85).

Results

The data obtained were analyzed using STATISTICA
software. Distributions of analyzed variables were ap-
proximated to the norm. During the first stage of the
analysis, Pearson’s correlation coefficients (r) were cal-
culated for the relationship between the mental health
condition and the subjective assessment of the QOL
and level of self-acceptance. Table 2 displays the re-
sults.

The correlation coefficients presented above point
to a connection between the patients’ mental health
status and both their subjective assessment of QOL and
self-acceptance. The lower a person’s self-acceptance,
the poorer is his or her mental health status. The weak-
est association was found to occur between the level of
self-acceptance and somatic symptoms. This means that
self-acceptance is not associated with somatic symp-
toms in a person. The correlation coefficients given
above point to a relationship between self-acceptance
and the subjective assessment of the QOL. The QOL is
assessed higher among individuals whose self-accep-
tance is higher.

The next step of our analysis was to find out whether
self-image affects either mental health or the subjec-
tive QOL as assessed by the patients themselves. The
patients were divided into 2 groups, one comprising
those with more positive self-images, and the other
comprising those with more negative self-images. The
patients with the more positive self-images are those
that obtained high SAS scores, while patients with poorer
self-images are those with low SAS scores. Low SAS scores
are those that are lower than or equal to the median
value, while high SAS scores are those above the me-
dian value for the test group (Table 3).

Analysis of the results shows that there were statisti-
cally significant differences in the assessment of mental
health and QOL depending on the patient’s level of
self-acceptance. Individuals with high self-acceptance
are characterized by better mental health than those
with low self-acceptance. People’s self-images also af-
fect their assessment of QOL. Patients with poorer self-
acceptance (compared to those with positive self-ac-
ceptance) also deem their QOL to be poor.

While doing our analysis, we decided to check the
GHQ and DLQI results in 2 groups of patients – those
with higher self-acceptance, and those with lower. One
of our aims was to find out what proportion of non-self-
accepting patients experienced mental health distur-

bances, and how many of them report an unsatisfactory
QOL. Graphs 2 and 3 show the distribution of the results.

From the graph above one may conclude that as
many as 46% of patients with lower levels of self-ac-
ceptance suffer some mental health problems. At the
same time, mental health problems were detected in
only 15% of subjects with higher levels of self-accep-
tance.

When analyzing the distribution of the results of the
QOL assessment by patients with either a higher or a
lower level of self-acceptance, one may conclude that
as many as 67.5% of the high self-acceptance individu-
als assess the quality of their lives as high; in contrast,
only 43% of low self-acceptance patients provide a high
QOL assessment.

The next stage of the analysis was to determine
whether the basic effects recorded in the second step
were sufficiently robust to survive controls for three
potentially complicating factors, namely background
variables (e.g., gender, age, education). We decided to
include both mental health status and self-acceptance
level in the model.

The summary results of multiple regression analysis
for the QOL are presented in Table 4. The beta coeffi-
cients presented in the table provide information on
the strength and direction of relationships between in-
dependent and dependent variables. Because the beta
is based on the standard deviation, it is regarded as a
useful tool for comparison of predictors in terms of their
size effect on the dependent variable. It is evident that
the only variable that significantly affects the QOL is
mental health status. Neither demographic characteris-
tics nor self-acceptance have a significant effect on der-
matology patients’ QOL. The whole model explains
24% of variance in the DLQ indexes.

Discussion

The lack of data on the role of self-image in the
treatment of dermatology patients – as well as reports
on the mental health and QOL of such patients – in-
spired us to initiate the research that resulted in the
findings presented in this paper. Professionals working
on a daily basis with dermatology patients are able to
note, during observation, that a considerable number of
these patients are characterized by low self-acceptance,
low self-esteem, a negative body image, or a low sense
of self-worth. The conclusions from these observations
are not surprising; visible skin changes are known to
adversely affect the human mental condition and result
in depression, anxiety, and pessimistic attitudes (31–
33). It is worth noting here that the frequency of mental
disorders among dermatology patients is higher than in
the general population; it is as high as 30% (32, 34–37).
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This is confirmed by numerous studies; for example,
Fritzsche’s examination of 86 dermatology patients
concludes that in 46% of cases mental (affective and
anxiety-related) and behavioral disorders can be diag-
nosed (38). Another study demonstrated that 30% of
outpatient clinic patients and 60% of hospital patients
with skin problems are affected by mental disorders
(Hughes, et al., 35). Wesseley and Lewis confirm the
prevalence of mental disorders in 40% of subjects (37),
and Aktan et al. came up with a total of 33.4% of all
examined patients experiencing mental disorders (in-
cluding 12% suffering from anxiety and 10% suffering
from depression). Because skin diseases are often asso-
ciated with notable changes in a patient’s appearance,
they may cause patients to develop a negative body
image (15, 21, 25). A negative body image and the
subsequent severe stress magnify the sense of anxiety
and helplessness; this may even lead to suicide attempts
(21, 37). Indeed, Gupta and Gupta (36) report that
suicidal tendencies were detected in 7.2% of hospital-
ized patients with psoriasis and in 5.6% of patients with
acne. In another study, the same authors showed that
skin changes that were extensive or located in places
critical to a patient’s self image (i.e., the face, hands,
etc.) might significantly contribute to the development
of depressive symptoms.

Although the method used in this study does not
allow for a diagnosis of mental health in terms of DSM-
IV or ICD-10, the results obtained point to a significant
correlation between mental health status and QOL in
dermatology patients. Moreover, it was found that the
patients that appraise themselves in a more negative
manner generally obtained higher GHQ scores, indi-
cating at least some sub-clinical mental health prob-
lems. When one takes into account that a comparison
of Pearson’s correlation coefficients between the GHQ
score, the QOL indexes, and self-acceptance demon-
strates that self-acceptance correlates more strongly with
the GHQ than with QOL scores, one may conclude that
self-acceptance may indirectly affect the QOL in der-
matology patients. The results obtained in the study
are consistent with other research reports.

After taking into account the dearth of reports on
the relationship between the patient’s self-image, on
the one hand, and the patient’s mental health and QOL
on the other, and after considering the above examples,
we are convinced that the problem should be analyzed
more extensively.

Conclusion

This paper reports the results of a cross-sectional study
of self-image and QOL in a relatively small sample (N =
112), so it has an exploratory character. The aim of this
study is to assess mental health and QOL in dermatology
patients with regard to their level of self-acceptance. The
results demonstrate a distinct relationship between men-
tal health, subjective assessment of the QOL, and self-
acceptance. The mental health status of individuals with
a higher level of self-acceptance is better than that of
those whose self-acceptance is lower. Self-image also
correlates with the assessment of QOL. Patients whose
self-acceptance is lower tend to assess the quality of their
lives as worse when compared to those that value them-
selves more highly. However, this relationship loses its
significance when the direct effect of mental health on
QOL is controlled. Such a distribution of results supports
the hypothesis that one’s level of self-acceptance has an
indirect impact on QOL. Taking into account the role of
mental health as a potential determinant of QOL among
dermatology patients, and considering the strong corre-
lation between self-acceptance and well-being, treatment
should also focus on counseling. Psychological support
should be available, especially for patients with a low
level of self-acceptance. Intervention should be focused
on the development of an appropriate, realistic self-im-
age. Any intervention should also concentrate on reduc-
ing self-defeating beliefs if they are thought to be factors
negatively affecting mental health, self-worth, and QOL.

Taking into consideration the cross-sectional charac-
ter of the study and size of the sample, the results pre-
sented cannot be generalized and discussed in cause-
effect terms. However, we believe that preliminary con-
clusions drawn from this study will focus the attention of
both researchers and practitioners on the role of self-ac-
ceptance as a potential determinant of mental health and
QOL among dermatology patients. Our hope is to stimu-
late a deeper exploration of the problem.

Acknowledgment
The authors wish to thank Marta Kie}-Swierczyñska

and Beata Krêcisz of the Outpatient Clinic for Occupa-
tional Diseases (Nofer Institute of Occupational Medi-
cine, Lódz, Poland) for their kind cooperation and sup-
port of this research.

R E F E R E N C E S
1. Tomaszewski T, editor. Psychologia [Psychology]. Warsaw: PWN; 1982. xxx p. Polish.

2. Argyle M. Psychologia stosunków miêdzyludzkich [The Psychology of Interpersonal Behaviour].
Warsaw: PWN; 1999, 364 p. Polish.

3. Pilecka W. Chronic somatic illness in life and development of the child. WUJ, Cracow, 2002. Note:
Are the authors of this article Malgorzata Myœliwiec and Anna Balcerska? I can’t find this reference
anywhere. Is it a book or a journal article?

2_09_d.pmd 7/6/2009, 8:04 AM58



60      Acta Dermatoven APA Vol 18, 2009, No 2

4. Zebrowska M, editor. Psychologia rozwojowa dzieci i mlodziezj [Developmental Psychology of
Children and Adolescents]. Warsaw: PWN; 1987. Polish.

5. Schimmack U, Radhakrishnan P. Culture, personality, and subjective well-being: integrating process
models of life satisfaction. J Pers Soc Psychol. 2002;82:582–593.

6. Kowalczuk-Zieleniec E, Nowicki R, Majkowicz M. [Quality of life in dermatology. Methods to
measure quality of life]. Przegl Dermatol. 1999;86:153–158. Polish.

7. Sokolnicka H, Mikula W. Medicine versus quality of life. Med Rodz. 2003;24:3–4. Polish.

8. Jaeschke R, Guyatt G, Cook D, et al. [Definition and measuring of health related quality of life]. Med
Prakt. 1999;4:155–162. Polish.

9. Zelazny I, Nowicki R, Majkowicz M, et al. [Quality of life in skin diseases]. Przew Lek. 2004;9:60–
65. Polish.

10. O’Connor R. Measuring quality of life in health. Edinburgh: Churchill Livingstone; 2004. 288 p.

11. Jarema M. [Research on the quality of life]. In: Sklodowski H, editor. [Psychosomatic medicine and
psychology of patients with psychosomatic diseases in accordance with threat and challenges of civili-
zation in the modern world]. Lódz: UL; 1996. p. 300–333. Polish.

12. Sarwa A, Polak K, Sarna D. [The influence of the patient’s self-image on aetiopathogenesis of the
disease]. In: Sklodowski H, editor. [Psychosomatic medicine and psychology of patients with psycho-
somatic diseases in accordance with threat and challenges of civilization in the modern world]. Lódz:
UL; 1996. p. 143–146. Polish.

13. Koo J, Lebwohl A. Psychodermatology: the mind and skin connection. Am Fam Physician.
2001;64:1873–1879.

14. Steuden S, Jankowski K. [The application of the quality-of-life questionnaire SKINDEX in patients
with psoriasis]. Przegl Dermatol. 2001;88:41–48. Polish.

15. Papadopoulos L, Walker C, Aitken D, et al. The relationship between body location and psychologi-
cal morbidity in individuals with acne vulgaris. Psychol Health Med. 2000;5:431–438.

16. Finlay AY, Khan GK. Dermatology Life Quality Index (DLQI) – a simple practical measure for routine
clinical use. Clin Exp Dermatol. 1994;19:210–216.

17. Holness DH. Results of quality of life questionnaire in a patch test clinic population. Contact
Dermatitis. 2001;44:80–84.

18. Smith JA. The impact of skin disease on quality of life of adolescents. Adolesc Med. 2001;12:343–
354.

19. de Korte J, Mombers FMC, Sprangers MAG, et al. The suitability of quality of life questionnaires for
psoriasis research: a systematic literature review. Arch Dermatol. 2002;138:1221–1228.

20. Herd RM, Tidman MJ, Ruta DA. Measurement of quality of life in atopic dermatitis: correlation and
validation of two different methods. Brit J Dermatol. 1997;136:502–507.

21. Zalewska A, Miniszewska J, Woznicka A, et al. [Coping with illness and quality of life of psoriatic
patients. A pilot study]. Przegl Dermatol. 2003;90:267–272. Polish.

22. Chren MM, Lasek RJ, Quinn LM. Skindex, a quality of life measure for patients with skin diseases:
reliability, validity and responsiveness. J Invest Dermatol. 1996;107:707–713.

23. Miniszewska J, Chodkiewicz J. [Psychodermatology – a new challenge for psychology]. Nowiny
Psychol 2004;3:21–29. Polish.

24. Brzêcki A, Cielica W. [Psychological aspects in psoriasis]. Nowa Med 2002;116:40–42. Polish.

25. Papadopoulos L, Bor R, Legg C. Psychological factors in cutaneous disease: an overview of re-
search. Psychology Health Med. 1999;4:107–127.

26. Kadyk DL, McCarter K, et al. Quality of life in patients with allergic contact dermatitis. J Am Acad
Dermatol. 2003;49:1037–1048.

27. Makowska Z, Merecz D. [Mental Health Assessment on a Research Basis by David Goldberg
Questionnaires]. Lódz: Nofer Institute of Occupational Medicine; 2001. Polish.

Quality of life in dermatologic patients C l i n i c a l   s t u d y

2_09_d.pmd 7/6/2009, 8:04 AM60



62      Acta Dermatoven APA Vol 18, 2009, No 2

Quality of life in dermatologic patients C l i n i c a l   s t u d y

A U T H O R S '
A D D R E S S E S

28. Szepietowski J, Salomon J, Finlay AY, et al. [Dermatology life quality index (DLQI): Polish version].
Dermatol Klin. 2004;6:63–70. Polish.

29. Butcher JN, Dahlstrom WG, Graham JR, et al. The Minnesota multiphasic personality inventory-2
(MMPI-2): manual for administration and scoring. Minneapolis: University of Minnesota Press; 1989.

30. Gough HG, Heilbrun, AB. The adjective check list manual. Palo Alto: Consulting Psychologists
Press; 1983.

31. Spila B, Jazienicka I, Pucula J. [Analysis of psychological factors in patients with skin diseases].
Dermatol Klin. 2004;6:137–141. Polish.

32. Gupta MA, Gupta AK, Ellis ChN, Koblenzer CS. Psychiatric evaluation of the dermatology patient.
Dermatol Clin. 2005;23:591–599.

33. Gupta MA, Gupta AK. Depression and suicidal ideation in dermatology patients with acne, alopecia
areata, atopic dermatitis and psoriasis. Br J Dermatol 1998;139:846–850.

34. Kulak W, Krajewska-Kulak E, Niczyporuk W, Sobaniec W, Sobaniec H. [Influence of the central
nervous system on the development of skin disorders]. Przegl Dermatol. 1999;86:407–415. Polish.

35. Hughes JE, Barraclough BM, Hamblin LG. Psychiatric symptoms in dermatology patients. Br J
Psychiatry. 1983;143:51–54.

36. Fried RG, Gupta MA, Gupta AK. Depression and skin disease. Dermatol Clin. 2005;23:657–64.

37. Steuden S, Janowski K. [Dermatological diseases and psychological disorders]. Przegl. Dermatol.
2000;87:257–261. Polish.

38. Gieler U, Kupfer J, Niemeier V, Brosig B. Psyche and Skin: What’s new? J Eur Acad Dermatol
Venereol. 2003;17:128–130.

Adrianna Potocka, MA, Department of Work Psychology, Nofer
Institute of Occupational Medicine, Sw. Teresy 8, 91-348 Lódz,
Poland, corresponding author, E-mail: garczar�imp.lodz.pl
Katarzyna Turczyn-Jabloñska, MA, same address
Dorota Merecz, PhD, Head of the Department of Work Psychology,
same address

2_09_d.pmd 7/6/2009, 8:04 AM62


