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Psychiatric morbidity among dermatology inpatients

S. PULIMOOD, B. RAJAGOPALAN, M. RAJAGOPALAN, M. JACOB, J. K. JOHN

ABSTRACT
Background. Research on psychiatric morbidity among

patients with dermatological diseases generally fo~uses ~n
outpatients and questionnaire-based surveys. The aim of thl~
study was to determine the preva!en~e an? natur~ of psy~hl-
atric morbidity among dermatological Inpatients with the dla~-
nosis being made by psychiatric interview, and asce~am
whether demographic and clinical details in dermatol09l.cal
inpatients with psychiatric morbidity differed from those with-
out it.

Methods. Charts of all inpatients admitted by the dermatol-
ogy department between 1 January 1991 and 31 July 1995
were analysed for socio-demographic data, clinical features,
treatment and course in hospital. For those patients who were
referred to a psychiatrist, all records of the psychiatric consul-
tation were obtained and analysed.

Results. A total of 1073 patients were admitted during the
study period. Ninety-eight patients (9%) were diagnosed to
have a psychiatric illness. Patients with psychiatric illnes~were
likely to have had more admissions and longer duration of
hospital stay. The most common psychiatric diagnoses were
depressive episodes (34%) and adjustment disorders (29%).

The highest rates of psychiatric morbidity were found
among patients with chronic urticaria, exfoliative dermatitis
and sexually transmitted diseases, including human immuno-
deficiency virus infection. The prevalence of psychia!ric disor-
ders was significantly higher in those who had received long
term (more than six weeks) treatment with high-dose steroids
(more than 1 mglkg body weight o! pre~nisolone): ..

Conclusion. Some dermatology Inpatients have psychiatric
morbidity, which affects the course of the dermatologic~1
condition as well as the duration of hospitalization. The avail-
ability of psychiatric consultation at dermatology clin~csand
regular liaison between psychiatrists and dermatologists are
essential for appropriate management.
Natl Med J India 1996;9:208-10

INTRODUCTION
Studies on psychiatric disorders in patients with skin diseases
have mostly been based on the use of questionnaires or self-report
scales administered to outpatients 1-3 or inpatients. 1.4There are few
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data on the actual prevalence of various psychiatric disorders in
the inpatient setting, particularly when the diagnosis is based on
a psychiatric interview.

There is a broad interface between dermatology and psychia-
try. Hypothetical mechanisms responsible for the coexistence of
dermatological and psychiatric disorders have been classified as
follows: 1

I. Psychosomatic mechanisms may precipitate skin disease in
predisposed subjects.

2. Psychiatrically disturbed patients may present to the
dermatologist on account of hypochondriasis, delusions or
hallucinations related to the skin, or self-mutilation.

3. Disfigurement, social stigma or disruption oflifestyle resulting
from skin disease may precipitate psychiatric symptoms.

4. Drugs used to treat skin diseases, for instance steroids, may
cause psychiatric disturbance; and drugs used in psychiatry,
e.g. chlorpromazine and lithium, may affect the skin.

5. Systemic diseases such as systemic lupus erythematosus or
porphyria may produce both skin lesions and psychiatric
disturbances.

We undertook this investigation to determine:

1. the prevalence and nature of psychiatric morbidity among
dermatology inpatients.

2. whetherthese inpatients with psychiatric morbidity differed in
socio-demographic and clinical details from those without
psychiatric morbidity.

MATERIAL AND METHODS
The charts of all inpatients admitted to the Dermatology Depart-
ment, Christian Medical College between 1 January 1991 and 31
July 1995 were reviewed and analysed for socio-demographic
data, clinical features, treatment and course in hospital. Whenever
the treating dermatologist felt that a patient had features of
psychiatric illness, a formal psychiatric consultation was sought.
For those patients who were referred to a psychiatrist, records of
the consultation in the hospital were analysed. All relevant
diagnoses were classified using the ICD-IO classification of
mental and behavioural disorders.' (During the study period,
there was a change in the psychiatric classification system from
ICD-96 to ICD-! O.To ensure homogeneity, all ICD-9 diagnoses
were converted to the nearest ICD-IO diagnostic category by
consensus, based on findings recorded by the psychiatrist.) The
Chi-square, Fisher'S exact probability and Mann-Whitney tests
were used for statistical analysis.

RESULTS
Of the I073 patients admitted during the study period, 682 (64%)
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TABLE I. Age distribution of patients with and without psychiatric
illness

Age in years Psychiatric illness Total

Present Absent
n (%) n (%)

0-19 2 (I) 169 (99) 171
20--39 37 (10) 335 (90) 372
40--59 37 (10) 338 (90) 375
>60 22 (14) 133 (86) 155

Total 98 (9) 975 (91) 1073

TABLE II. Frequency and distribution of psychiatric illness

Psychiatric diagnosis n (%)

Organic manic disorder
Organic depressive disorder
Other organic psychosis
Alcohol dependence syndrome
Schizophrenia
Delusional disorder
Acute and transient psychosis
Manic episode
Bipolar affective disorder (currently depressed)
Depressi ve episode
Dysthymia
Generalized anxiety disorder
Adjustment disorder
Dissociative (conversion)
Sexual dysfunction
Personality disorder
Trichotillomania
Marital disharmony

7 (7)
2 (2)

3 (3)
4 (4)

2 (2)
2 (2)

i (0.9)
1 (0.9)
4 (4)

36 (34)
4 (4)
I {0.9)

30 (29)
I (0.9)
I (0.9)
1 (0.9)
2 (2)
3 (3)

were males and 391 (36%) females. Ninety-eight patients (9%)
were diagnosed to have psychiatricillness, with patients underthe
age of20 years having a lower psychiatric morbidity (I %) than the
other age groups (Table I). There was no significant difference in
psychiatric morbidity between males (8%) and females (10%).
There was also no association between psychiatric illness and
marital status.

A larger number of patients with psychiatric illness had two or
more admissions during the study period compared to those
without (18% v. 4%; p<O.OOI).One patient diagnosed to have
chronic urticaria and prolonged depressive reaction had as many
as seven admissions.

Patients with psychiatric morbidity also had a longer hospital
stay (mean 32.5 days, SD 30.7) compared to those without (mean
15.6 days, SD 12.6; p<O.OOI).The median duration of stay among
patients with and without psychiatric illness was 22 days and II
days respectively.

Table II depicts the frequency of various psychiatric disorders
encountered. The commonest psychiatric diagnoses were depres-
sive episodes (34% of all psychiatric diagnoses) and adjustment
disorders (29%).

The prevalence of psychiatric illness in patients with different
dermatological diseases is shown in Table III. The highest rates of
psychiatric morbidity were found among patients with chronic
urticaria (75%), exfoliative dermatitis (erythroderma; 24%), sexu-
ally transmitted diseases (STDs) including human immunodefi-
ciency virus (HN) infection (17%), pemphigus and other bullous
disorders (15%) and air-borne contact dermatitis (15%).
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TABLE III. Distribution of psychiatric illness among the various
dermatological diseases

Dermatological diagnosis Total Psychiatric illness n (%)

Psoriasis 120 13 (II)
Atopic dermatitis 25 0 -
Airborne contact dermatitis 40 6 (15)
Other dermatitis 95 7 (7)
Erythroderma 34 8 (24)
Bullous disorders 93 14 (15)
Drug rash 44 4 (9)
Erythema multi forme 41 2 (5)
Acute urticaria 66 2 (3)
Chronic urticaria 20 15 (75)
Hansen's disease 216 10 (5)
Infectious disease 112 2 (2)
STD and HIV infection 30 5 (17)
Collagen disorders 55 5 (9)
Others 82 5 (6)

Depressive episodes were most frequently present in patients
with chronic urticaria (60%) and air-borne contact dermatitis
(50%). Adjustment disorder with depressed mood was the com-
monest type of mental illness among those with SID and HN
infection (80%) and exfoliative dermatitis (50%).

The prevalence of psychiatric disorders was higher in those
who received long term (more than six weeks) high-dose treat-
ment with steroids (> I mg/kg body weight of prednisolone; 21%)
than in those who did not (8%; p<O.OOl). Among patients with
pemphigus and other bullous diseases (those most likely to
receive high-dose steroids on a long term basis), 50% of the
psychiatric morbidity was attributed to organic mood disorders
(steroid-induced), the manic presentation being more common
than the depressed (ratio of 5:2).

Seven patients had two psychiatric diagnoses, with no particu-
lar combination being common. Four out of 44 patients (9%) with
a drug rash and 2 out of 41 (5%) with erythema multi forme (EMF)
had a psychiatric illness. In two cases of drug rash and both cases
of EMF, the rash was caused by psychiatric medication given for
a pre-existing psychiatric illness. The offending drug was carba-
mazepine in all four cases.

DISCUSSION
In this study the prevalence of psychiatric illness among derma-
tology inpatients was 9%, with depression accounting for 3% and
adjustment disorders 3%. Fava et al:" reported a prevalence of
33% depression among inpatients in various hospital wards, using
two self-report scales for screening. Hughes et al. I specifically
studied dermatology inpatients and reported that 60% obtained
high scores on the General Health Questionnaire (GHQ). These
authors reported that dermatology outpatients had a higher per-
centage of GHQ high scorers than the general population, and that
dermatology inpatients had higher scores than medical inpatients.
As these authors used different measures and did not comment on
the presence or absence of actual psychiatric disorders, it is
difficult to compare our findings with theirs.

Maguire et al.7 reported a psychiatric morbidity of 20% in
general medical inpatients using a two-stage procedure-GHQ as
a screening test, followed by a psychiatric interview for the high
scorers. Only 58% of the GHQ high scorers were found to have
psychiatric illness on psychiatric interview. In view of this, it is
possible that the figures reported by the earlier questionnaire-
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based studies of dermatological patients I,. may have overesti-
mated the actual prevalence of psychiatric morbidity diagnosable
by psychiatric interview.

In a study on general medical inpatients, Sachdeva et al.8

reported that only 6% of patients with a diagnosable psychiatric
illness were referred for psychiatric evaluation. Maguire et al. 7

found that the medical staff had detected the existence of psychi-
atric problems in only 49% of patients who had them. Low rates
of detection of psychiatric disorders by dermatologists' (38%)
and physicians (20% to 28%) have been reported earlier."!' Since
all patients in this study were referred by their dermatologists for
a psychiatric interview, it is likely that a higher prevalence may
have been obtained on screening or routine psychiatric interview.

Of the psychiatric illnesses seen at a dermatology outpatient
clinic, Wessely and Lewis' reported that the majority of cases
were of 'minor affective disorders'. Maguire et al,' reported that
affective disorders accounted for 80% of the psychiatric morbid-
ity among general medical inpatients, with depressive illness as
the commonest diagnosis. In 38% of patients with an affective
disorder, the mood disturbance was judged to represent an ad-
verse psychological response to physical illness. Sachdeva et al.8

reported that 52% of patients with psychiatric illness were diag-
nosed to have affective disorders and 36% had reactive depres-
sion. These rates are comparable to our finding that depressive
episodes and adjustment disorders were the commonest psychiat-
ric illnesses in dermatology inpatients.

Steroid usage appears to have contributed markedly to psychi-
atric morbidity particularly in those with bullous diseases. This is
in keeping with the finding of Hughes et al. I who found that
dermatology patients on high potency steroids had high GHQ
scores more often than those on low potency steroids. There were
only four cases of primary psychiatric disorders with dermato-
logical manifestations. Two were cases of trichotillomania and
two patients had delusional disorders-delusional dysmorpho-
phobia and delusional parasitosis. In the dermatology outpatient
clinic, patients thought to have a primary psychiatric problem are
usually referred directly to a psychiatrist for evaluation and
treatment. This may possibly explain the low prevalence of
primary psychiatric disorders with skin manifestations among our
inpatients.

Green et al. 12 in a retrospective review of 236 cases of chronic
urticaria, classified 22% of the cases as 'psychogenic' and re-
ported that psychological factors were the most frequent primary
cause. We found psychiatric problems in the majority (75%) of
patients with chronic urticaria, a finding at variance with that of
Sheehan- Dare et al. 13 (This study, however, was a questionnaire-
based one.) The high prevalence of adjustment disorders with
depressed mood in exfoliative dermatitis is explained by the
severity and protracted nature of the skin involvement. The
relatively high prevalence of psychiatric morbidity in those with
STDs and HIV infection is consistent with other reports and
emphasizes the need for psychiatric help among this group. 14-16

Although psychological factors have been said to play a
dominant role in atopic dermatitis, with the possible existence of
an atopic personality, we found no psychiatric morbidity in any of
our patients. 17 This is probably because most of the patients with
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atopic dermatitis were either below the age of two years or had the
onset of the disease in adulthood. Similarly, though psoriasis has
been found to cause psychological distress," the prevalence of
psychiatric morbidity among psoriatic patients was only 11%.
The prevalence of psychiatric morbidity among our patients with
Hansen's disease was low (5%). However, other workers have
reported much higher rates, though none are from comparable
samples. 19,20

Our retrospective study, therefore, reveals that many derma-
tology inpatients have psychiatric morbidity, which is more
frequent in those with chronic diseases, on long term steroids and
STD and HIV infection. Psychiatric morbidity is associated with
a longer duration of hospital stay and more frequent admissions.
Psychiatric input in dermatology clinics and regular interaction
between psychiatrists and dermatologists are essential for appro-
priate management.
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