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INTRODUCTION 

Psychodermatology is an evolving subspecialty that 

explores the complex relationship between skin and the 

mind. As the most visible organ, the skin often reflects 

emotional and psychological states, making dermatologic 

diseases a frequent source of psychological distress.1 

Although many skin conditions may appear clinically 

localized or benign, their impact on patients’ self-image, 

social interactions, and quality of life can be significant.2 

Previous research has demonstrated a strong association 

between dermatologic diseases and psychiatric 

comorbidities, particularly anxiety and depression. 

Psoriasis, for example, is a chronic inflammatory skin 

disease known to significantly impair psychological well-

being, while atopic dermatitis is closely linked to 

emotional stress and impaired skin barrier function.5 

Similarly, acne vulgaris and rosacea, which often affect 

visible areas such as the face, are associated with 

considerable psychosocial burden regardless of disease 

severity.6 Alopecia areata has also been linked to 

increased anxiety and depression due to its sudden onset 

and unpredictable course.7 

Despite growing global recognition of the psychological 

dimensions of dermatologic diseases, regional research in 
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ABSTRACT 

 

Background: Skin diseases can deeply affect patients’ mental health and social well-being, often more than what 

clinical assessments suggest. In the Middle East, data on the psychological burden of these conditions remain limited. 

This study aimed to evaluate anxiety and depression levels among Jordanian patients with common dermatologic 

conditions and explore their relationship with disease severity. 

Methods: A total of 100 patients diagnosed with psoriasis, atopic dermatitis, acne vulgaris, rosacea, and alopecia 

areata were recruited, with 20 patients representing each condition. Disease severity was assessed using standardized 

scoring tools, including psoriasis area and severity index (PASI), scoring atopic dermatitis (SCORAD), global acne 

grading system (GAGS), clinician erythema assessment (CEA), and severity of alopecia tool (SALT). Psychological 

status was evaluated using the hospital anxiety and depression scale (HADS). 

Results: Psychological symptoms were prevalent across all dermatologic conditions. Patients with mild acne and 

rosacea demonstrated the highest anxiety scores, while those with severe alopecia areata experienced the highest 

levels of depression. No direct correlation was observed between disease severity and psychological distress. 

Conclusions: Chronic dermatologic conditions may be associated with significant psychological distress regardless of 

their clinical severity. These findings highlight the importance of incorporating mental health assessment into routine 

dermatologic care. 
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Middle Eastern populations remains limited. Therefore, 

this study aimed to evaluate anxiety and depression 

among Jordanian patients with five common 

dermatologic conditions-psoriasis, atopic dermatitis, acne 

vulgaris, rosacea, and alopecia areata-and to examine 

their relationship with disease severity. 

METHODS 

Study design and participants 

This cross-sectional analytical study was conducted at the 

dermatology outpatient clinic of the University Health 

Center, Mutah University, Al-Karak, Jordan, between 

April 2025 and October 2025. The study included adult 

patients (≥18 years) diagnosed with one of five chronic 

dermatological conditions: psoriasis, atopic dermatitis, 

acne vulgaris, rosacea, or alopecia areata. 

Patients were eligible if they had a confirmed diagnosis 

of one of the selected dermatological conditions for at 

least six months. Patients with previously diagnosed 

psychiatric disorders, cognitive impairment, or those 

receiving psychiatric medications were excluded to 

minimize potential confounding factors affecting 

psychological assessment. A total of 100 patients were 

recruited using convenience sampling. To ensure 

balanced representation of the selected dermatological 

conditions, 20 patients were included for each disease 

category. This distribution allowed comparative analysis 

between the different dermatological conditions. 

Psychological assessment 

Psychological distress was assessed using the HADS, a 

widely validated instrument commonly used in non-

psychiatric clinical settings. The HADS consists of 14 

self-reported items divided into two subscales measuring 

anxiety (HADS-A) and depression (HADS-D). Each item 

is scored on a four-point Likert scale ranging from 0 to 3, 

with subscale scores ranging from 0 to 21. Scores 

between 8 and 10 indicate borderline abnormal levels, 

while scores of 11 or higher indicate clinically significant 

anxiety or depression. 

Assessment of dermatologic disease severity 

Disease severity was evaluated using validated disease-

specific clinical scoring systems according to the 

dermatological diagnosis. The PASI was used for 

psoriasis, the SCORAD index for atopic dermatitis, the 

GAGS for acne vulgaris, the CEA scale for rosacea, and 

the SALT for alopecia areata.9-12 

Data collection procedure 

Eligible patients were approached during their 

dermatology clinic visits. After obtaining written 

informed consent, participants completed the HADS 

questionnaire in a private setting. The clinical severity of 

each dermatological condition was assessed using the 

appropriate disease-specific scoring tool. 

Statistical analysis 

Data were analyzed using SPSS software (version 23). 

Descriptive statistics were used to summarize 

demographic and clinical characteristics, including 

means, standard deviations, and frequencies. The 

relationship between psychological scores and disease 

severity was assessed using Pearson or Spearman 

correlation tests depending on data distribution. Multiple 

linear regression analysis was performed to identify 

independent predictors of disease severity while 

controlling for potential confounding variables, including 

age, gender, and disease duration. A p value of less than 

0.05 was considered statistically significant. 

Ethical considerations 

The study was conducted in accordance with the 

principles of the Declaration of Helsinki and was 

approved by the Institutional Review Board of Mutah 

University. Written informed consent was obtained from 

all participants prior to enrollment. Participation was 

voluntary, and all collected data were anonymized to 

ensure participant confidentiality. 

RESULTS 

A total of 100 patients with chronic dermatological 

conditions were included in the study, with equal 

distribution across five disease groups: psoriasis (n=20), 

atopic dermatitis (n=20), acne vulgaris (n=20), rosacea 

(n=20), and alopecia areata (n=20). Among the 

participants, 41% were male and 59% were female. The 

majority of patients aged 18-30 years (49%), followed by 

31-45 years (27%) and over 45 years (24%) (Table 1). 

All participants completed the HADS, and disease 

severity was assessed using validated clinical scoring 

systems specific to each condition: PASI for psoriasis, 

SCORAD for atopic dermatitis, GAGS for acne vulgaris, 

CEA for rosacea, and SALT for alopecia areata. 

Psoriasis 

Among the psoriasis group (n=20), two patients were 

classified as having mild disease (PASI <7) and eighteen 

patients had severe disease (PASI≥12). The mean PASI 

score was 0.9 in the mild group and 39.1 in severe group. 

Mean anxiety (HADS-A) scores were 14.5 in mild group 

and 13.9 in severe group, while mean depression (HADS-

D) scores were 7.5 and 9.1 respectively (Table 2). 

Atopic dermatitis 

In the atopic dermatitis group (n=20), five patients had 

mild disease, four had moderate disease, and eleven had 

severe disease based on SCORAD scores. The mean 



Al-Refu K. Int J Res Dermatol. 2026 May;12(3):197-204 

                                           International Journal of Research in Dermatology | May-June 2026 | Vol 12 | Issue 3    Page 199 

anxiety scores ranged from 9.5 to 10.2 across severity 

groups, while mean depression scores ranged from 7.5 to 

10.4 (Table 3). 

Acne vulgaris 

Patients with acne vulgaris (n=20) were classified as mild 

(n=12), moderate (n=3), severe (n=2), and very severe 

(n=3) according to GAGS scores. The mean anxiety and 

depression scores in the mild group were both 10.2. In the 

severe group, anxiety scores were lower (4.5) while 

depression scores were higher (15.5) (Table 4). 

Rosacea 

Among patients with rosacea (n=20), disease severity 

according to CEA was distributed as follows: clear (n=4), 

almost clear (n=5), mild (n=5), moderate (n=3), and 

severe (n=3). The highest anxiety and depression scores 

were observed in the mild group (HADS-A=14.6, HADS-

D=13.0) (Table 5). 

Alopecia areata 

In the alopecia areata group (n=20), disease severity 

according to SALT was classified as mild (n=5), 

moderate (n=2), severe (n=5), and very severe (n=8). 

Patients with very severe disease showed the highest 

depression scores (HADS-D = 14.0), while anxiety scores 

remained elevated across most severity categories (Table 

6). 

Overall psychological findings 

Across all conditions, clinically significant anxiety 

(HADS-A ≥11) was observed in 52% of patients, while 

49% demonstrated clinically significant depressive 

symptoms (HADS-D≥11).  

The highest mean anxiety and depression scores were 

recorded in patients with atopic dermatitis, followed by 

psoriasis, while patients with rosacea showed the lowest 

mean scores. 

Table 1: Demographic characteristics of the study participants (n=100). 

Variables N Percentage (%) 

Gender 

Male 41 41 

Female 59 59 

Age group (in years) 

18-30 49 49 

31-45 27 27 

>45 24 24 

Dermatological condition 

Psoriasis 20 20 

Atopic dermatitis 20 20 

Acne vulgaris 20 20 

Rosacea 20 20 

Alopecia areata 20 20 

Table 2: Psoriasis-psychological impact summary. 

Severity 

level 
N 

Mean PASI 

score 

Mean HADS-

anxiety 

Mean HADS-

depression 
Interpretation 

Mild 2 0.9 14.5 7.5 

High anxiety despite low PASI; 

psychological burden not 

proportional to clinical severity. 

Severe 18 39.1 13.9 9.1 
High anxiety and depression, but the 

increase is not linear with severity. 

Table 3: Atopic dermatitis-psychological impact summary. 

Severity 

level 
N 

Mean SCORAD 

score 

Mean HADS-

anxiety 

Mean HADS-

depression 
Interpretation 

Mild 5 9.5 9.6 10.4 

Highest depression despite mild 

SCORAD; pruritus or lesion visibility 

may explain impact. 

Moderate 4 39.0 10.2 8.5 

Slightly elevated anxiety; moderate 

depression; distress linked to flare 

unpredictability.  
Continued. 
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Severity 

level 
N 

Mean SCORAD 

score 

Mean HADS-

anxiety 

Mean HADS-

depression 
Interpretation 

Severe 11 73.3 9.5 7.5 

Lower depression than expected; 

disease burden may be more physical 

than emotional. 

Table 4: Acne vulgaris-psychological impact summary. 

Severity 

level 
N 

Mean GAGS 

score 

Mean HADS-

anxiety 

Mean HADS-

depression 
Interpretation 

Mild 12 11.2 10.2 10.2 

Notable anxiety and depression 

despite low severity; cosmetic 

visibility plays a key role. 

Moderate 3 25.8 11.3 10.3 

Emotional burden increases, possibly 

due to treatment resistance and 

persistence of lesions. 

Severe 2 35.8 4.5 15.5 

Depression markedly high; possible 

shift from anxiety to emotional 

exhaustion. 

Very severe 3 29.7 10.0 8.0 

Anxiety remains high; perception and 

lesion location may drive 

psychological impact. 

Table 5: Rosacea-psychological impact summary. 

Severity 

level 
N 

Mean CEA 

score 

Mean HADS-

anxiety 

Mean HADS-

depression 
Interpretation 

Clear 4 0.0 6.2 10.2 

Moderate distress despite clear skin; 

possibly due to fear of recurrence or 

self‑image. 

Almost clear 5 1.0 9.8 10.2 

Residual emotional burden may 

persist due to past flare‑ups or social 

anxiety. 

Mild 5 2.0 14.6 13.0 

Highest anxiety and depression; 

facial redness may drive social and 

emotional discomfort. 

Moderate 3 3.0 8.3 12.7 

Significant depression levels, 

possibly linked to disease chronicity 

and facial involvement. 

Severe 3 4.0 8.3 9.3 

Surprisingly lower distress may 

indicate psychological adaptation in 

advanced cases. 

Table 6: Alopecia areata-psychological impact summary. 

SALT category N Mean SALT score HADS-A (Anxiety) HADS-D (Depression) 

Mild 5 14.5 11 11.4 

Moderate 2 - 10 5.5 

Severe 5 63.1 9.4 10.8 

Very severe 8 86.3 11.6 14 

 

DISCUSSION 

Chronic dermatological diseases are among the most 

prevalent non-communicable conditions worldwide and 

contribute substantially to morbidity and reduced quality 

of life across diverse populations.13 This burden is also 

evident in Jordan and the broader Middle East, where the 

dermatologic disorders are frequently encountered across 

all age groups.14 Beyond their physical manifestations, 

chronic skin diseases often impose a significant 

psychological burden. A large multicenter European study 

demonstrated that patients with dermatologic conditions 

experience higher levels of depression, anxiety, and 

suicidal ideation compared with the general population.15 

Despite the high prevalence of skin diseases in the region, 

relatively few studies in Jordan have explored their 
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psychological dimension. Previous research conducted in 

the country, including studies on vitiligo in children, 

demonstrated that even clinically mild dermatologic 

conditions may lead to substantial emotional distress, 

particularly when lesions are visible and socially 

stigmatized.16 

The present study was conducted within the growing field 

of psychodermatology, which recognizes the close 

relationship between dermatologic diseases and mental 

health.17 The inclusion of psoriasis, atopic dermatitis, 

acne vulgaris, rosacea, and alopecia areata was based on 

their chronic course and visible manifestations, which 

frequently contribute to psychosocial distress. Previous 

international studies have consistently reported strong 

associations between these dermatologic conditions and 

psychiatric comorbidities such as anxiety and 

depression.18,19 Even conditions often perceived as mild, 

including acne and rosacea, can significantly affect self-

esteem, social functioning, and quality of life.20,21 

Similarly, alopecia areata has been linked to considerable 

emotional distress due to its unpredictable course and 

visible hair loss.22 

In the present study, psychological distress was observed 

across all dermatologic conditions examined. Importantly, 

the emotional burden was not consistently proportional to 

clinical disease severity. In psoriasis, patients with mild 

disease reported anxiety levels comparable to those 

observed in severe cases. This finding supports previous 

research suggesting that the psychological impact of 

psoriasis is influenced more strongly by factors such as 

lesion visibility, disease chronicity, and perceived stigma 

than by objective clinical severity alone.23,24 Visible 

lesions on exposed areas may lead to embarrassment, fear 

of social rejection, and reduced social participation.25 

Furthermore, the unpredictable nature of psoriasis flares 

may contribute to persistent stress and emotional 

hypervigilance, while long disease duration and variable 

treatment responses may increase frustration and 

depressive symptoms.26,27 Cultural perceptions and social 

stigma surrounding skin diseases may further amplify 

psychological distress, particularly in conservative 

societies.25 These observations support clinical 

recommendations advocating routine psychological 

screening in psoriasis patients using tools such as HADS, 

DLQI, or PHQ-9.28,29 

A similar pattern was observed in atopic dermatitis.30-36 In 

the current study, patients with mild disease demonstrated 

unexpectedly high depression scores, while the 

relationship between SCORAD severity and 

psychological measures was modest. Previous studies 

have also reported that psychological distress in atopic 

dermatitis is influenced not only by disease severity but 

also by symptoms such as pruritus, sleep disturbance, and 

lesion visibility.30,31 Persistent itching and sleep 

disruption can significantly affect daily functioning and 

emotional well-being.32 Additionally, patients with mild 

disease may feel that their symptoms are underestimated 

during clinical consultations, which may further increase 

emotional distress.33 Conversely, patients with severe 

disease may develop coping mechanisms or 

psychological adaptation over time.34 

Acne vulgaris also demonstrated a considerable 

psychological impact in this study. Although often 

regarded as a cosmetic or self-limited condition, acne can 

significantly affect emotional well-being, particularly 

among adolescents and young adults. Patients with mild 

acne in this cohort showed elevated anxiety and 

depression scores, consistent with previous research 

suggesting that psychosocial impact of acne is influenced 

more strongly by facial visibility and body image 

concerns than by clinical severity alone.37-39 Adolescence 

represents developmental period characterized by 

heightened social comparison and sensitivity to physical 

appearance, which may increase vulnerability to 

emotional distress related to acne.40 Cultural and media 

influences emphasizing clear skin as a marker of 

attractiveness may further intensify psychological 

pressure.40 In some cases, severe acne was associated 

with lower anxiety but higher depression scores, possibly 

reflecting transition from acute emotional distress to 

chronic psychological fatigue/ resignation.41 Similar 

patterns have been described in previous studies 

examining psychosocial burden of acne.42 

Rosacea also demonstrated a complex relationship 

between clinical severity and psychological burden. 

Patients with mild rosacea reported the highest levels of 

anxiety and depression, indicating that psychological 

impact may be influenced more strongly by perceived 

cosmetic appearance and social stigma than by objective 

erythema severity.43,44 Because rosacea primarily affects 

the central face, even mild redness can significantly 

influence self-image and social confidence. Cultural 

misconceptions that associate facial redness with alcohol 

consumption or poor hygiene may further increase 

embarrassment and social withdrawal in some societies.45 

Previous studies suggest that patients with long-standing 

rosacea may develop coping mechanisms or emotional 

adaptation over time, which could explain lower anxiety 

scores in some individuals with more severe disease.46 

Nevertheless, some patients with clinically minimal or 

controlled disease continued to report psychological 

distress, possibly reflecting fear of recurrence or 

persistent body image concerns.47,48 

Alopecia areata demonstrated one of the most 

pronounced psychological impacts among the conditions 

examined. Although it does not cause physical pain or 

systemic illness, visible hair loss may significantly affect 

self-image and social identity. In the present study, both 

mild and very severe cases were associated with elevated 

psychological distress. Previous research has highlighted 

the strong cultural and emotional significance of hair, 

particularly among women, which may explain the 

profound emotional response to hair loss.49-51 Early stages 

of the disease may provoke anxiety related to uncertainty 
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about progression, whereas advanced disease may lead to 

emotional exhaustion and depressive symptoms.52 

Several studies have also reported increased rates of 

anxiety, depression, and adjustment disorders among 

patients with alopecia areata, particularly when hair loss 

affects highly visible areas.52,53 

Overall, the findings of this study demonstrate that 

psychological distress occurs across a wide range of 

dermatologic conditions and may be present even in 

patients with clinically mild disease. These results 

highlight an important discrepancy between objective 

clinical severity and the subjective emotional experience 

of patients. While clinical scoring systems such as PASI, 

SCORAD, and GAGS are valuable tools for assessing 

physical disease severity, they do not capture the full 

psychosocial burden experienced by patients. 

In Jordan, psychological screening is rarely integrated 

into routine dermatologic practice, which may contribute 

to the under recognition of anxiety and depressive 

symptoms among dermatology patients. Integrating 

validated psychometric tools and encouraging 

collaboration between dermatologists and mental health 

professionals may improve both clinical outcomes and 

overall patient well-being. 

Several limitations of the present study should be 

acknowledged. The relatively small sample size and 

recruitment from a single clinical center may limit the 

generalizability of the findings. In addition, psychological 

assessment relied solely on the HADS questionnaire 

without additional quality-of-life instruments such as 

DLQI. Finally, the cross-sectional design does not allow 

causal relationships between dermatologic severity and 

psychological distress to be established. 

CONCLUSION 

This study highlights substantial psychological burden 

associated with common chronic dermatological 

conditions among patients in Jordan. Anxiety and 

depressive symptoms were observed across all 

investigated diseases, often occurring even in patients 

with clinically mild disease. These findings suggest that 

the psychological impact of dermatological disorders 

does not necessarily correspond with objective disease 

severity and may instead be influenced by factors such as 

lesion visibility, chronicity, and social perception. Results 

emphasize importance of integrating psychological 

assessment into routine dermatological practice and 

adopting a holistic approach to patient care that addresses 

both physical and emotional dimensions of skin disease. 
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