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STIGMA AND ASSOCIATED QUALITY OF LIFE IN PATIENTS WITH SKIN DISEASE
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Abstract

Introduction. Skin and skin problems lead to a speci-
fic set of psychological manifestations of shame, em-
barrassment, poor self-image and self-esteem for many.
The perception of one's own attractiveness is determi-
ned by social experiences and existing cultural values.
Most of us respond positively to those who are attrac-
tive and negatively to those who are unattractive. The-
refore, patients with skin diseases have an increased
risk of developing feelings of stigmatization and self-
injurious ideas.

Attracting attention to others, skin changes lead to si-
tuations of avoidance, public ignoring, distancing and
reactions of disgust. Ginsburg and Link[1] identify six
(6) aspects associated with stigma-anticipation of
rejection, feeling guilty, sensitivity to the "attributes"
of others, guilt and shame, secrecy, absence of positive
attitudes. The authors consider that a basic predictor of
stigma is the feeling of rejection. Gupta et al. [2] in
their research they confirm that 26% of patients with
dermatological disease were publicly shunned. Sampogna
et al. [3] talk about frequent or continuous humiliating
experiences where shame is one of the leading emotions
that follow the experienced unpleasant experiences.
Ginsburg et al. [1] talk about how 99 out of 100 pa-
tients described real stigmatizing experiences related
to their appearance. The feeling of shame and stigmati-
zation leads to a disturbed quality of life and sexual
life, as its important component.

Although completely and insufficiently, it has been in-
vestigated that individuals with skin disease can stig-
matize themselves in conditions where they themselves
do not accept their own appearance, assuming that
others will react in the same or similar way.

Method. The research was conducted as a clinical,
prospective study at the University Clinic of Dermatolo-
gy. Seventy respondents participated in the research,
who answered the questions questionnaires, after pre-
viously signed consent to participate.

Results. In our study, the way the patient subjectively
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experiences and copes with the disease or the percep-
tion of the disease as a problem that includes preoccu-
pation with the disease, stigmatizing feelings and expe-
riences related to it, reduced self-esteem was shown to
have a greater impact on what concerns the feeling of
well-being.

Conclusion. The overlapof the prevalence of experien-
cing stigmatization, reduced self-esteem among respon-
dents with skin disease and their impact on quality of
life may lead to various therapeutic possibilities that
will result in reducing the consequences of it.
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AbdcTpakT.

Bosen. Koxara 1 koxxHuTe IpoOJIEeMH Kaj MHOI'YMHHA
JOBEIyBaaT 10 CHelu]UUeH CET Ha IICUXOJIOIIKH Ma-
Hu(ecTalMu Ha CpaM, 3aCPaMEHOCT, CUPOMAIIIHA CIIMKaA
3a cebe u camonount. [lepuenuujara 3a concrseHara
HPUBIEYHOCT € AETEPMUHMpPAHA OJ] COLMjalHUTE HC-
KyCcTBa M IOCTOE€YKHUTE KyITYPOJOIIKH BPEIHOCTH.
[ToBekeTo ox HAC IMO3UTHBHO pearupaar Ha OHHE KOH
ce aTPaKTUBHU W HETaTMBHO KOH OHUE KOU Ce HeaT-
paktuBHU. Criopen Toa, MaIMeHTUTe CO KOYKHHU Ooec-
TH MMaaT 3rojeMEeH PU3UK 3a Pa3Boj Ha WyBCTBAa Ha
CTUTMAaTH3UPAHOCT HO ¥ CAaMOTTOBPE/TYBayuKH MJICAIINH.
[IpuBnekyBajku roO BHUIMaHUETO Kaj APYTHTE, KOXKHUTE
MIPOMEHN JIOBEJyBaaT JI0 CHTYyalluu Ha M30erHyBame,
jaBHO WTHOpHpame, IUCTaHIHMpamke WM Peakliy Ha
srpo3eroct. Ginsburg m Link [1] mmertmnduxyBaat
mecT (6) acmeKTH KOM Ce acoIlpaHd cO CTHTMara-
aHTUIIMTIAINja Ha OT¢pJiarme, YyBCTBO Ha TPEIIHOCT,
CEH3UTHBHOCT KOH ,,aTpHOyTHTE Ha OPyTUTE, BUHA H
CpaMm, TajHOBHTOCT, OTCYCTBO Ha MO3UTUBHH CTABOBH.
ABTOpUTE cMeTaar JeKa OCHOBEH MPEIUKTOp Ha
cTHrMaTa € 4yBCcTBOTO Ha ordpieHoct. Gupta u cop.
[2] Bo cBoMTE HMCTpaxkyBama NOTBpAyBaaT jaeka 26 %
0]l IAIMeHTHUTE CO NEePMaTONIOLIKO 3a00ilyBame Ouie
jaBHO m30erHyBaHH. Sampogna u cop. [3] 300pyBaat
3a YeCTH WJIM KOHTUHYHPAHH IIOHWKYBAaYKH HCKYCTBa
Kajie cpaMoT € €JIeH O]l BOJECUYKUTE EMOIMN KOU CE Ha-
JIOBp3yBaaT Ha JOKMBEAHUTE HENPHjaTHU HCKYCTBA.
Ginsburg u cop. [1] 360pyBaar 3a Toa aeka 99 ox 100
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MAIMEHTH OIUIIAJIe BUCTHHCKU CTUTMaTH3UPAYKH UC-
KyCTBa Bp3aHH 32 HUBHATa I0jaBa. UyBCTBOTO Ha cpam
M CTUTMATH3UPAHOCT JIOBEIyBaaT J0 HapyIIeH KBaJIATET
Ha )KUBOTOT M HA CEKCYaJTHOTO KHBEEHE, KAKO HETOBa
Ba)KHa KOMIIOHEHTA.

Mako 1enocHo ¥ HEJOBOJIHO, UCIIMTAHO € JIeKa MHAIU-
BHAYHUTE CO KOXKHa OojiecT MoKaT camMuTte cebecu aa
Ce CTUrMaTU3MpaaT BO YCIIOBH KOr'a M THE CaMHTE He ja
npuakaar concTBeHara 10jasa, PETIOCTaByBajKH JeKa
U IpYyTUTE Ke pearupaaT Ha UCT WIK CIMYCH HAUNH.
Metoau. Bo ncrpaxyBameTo Koe Oemie Tu3ajHIpaHo
KaKo KIMHMYKA MPOCHEKTHBHA CTyHMja YUecTByBaa ce-
JIyMIleceT WCIUTaHWIN, KOW OATOBOpHja Ha 3a/1a/JICHU
TIPAIIATHALN, TT0 TMPEAXOMHO TOTIHIIAHA COTIACHOCT
3a y4eCTBO.

PesyaraTu. Bo Hamero uctpaxyBame ce MOTBPAM Je-
Ka HAYMHOT Ha KOj MAIMEHTUTE ja TEePIeMpaaT KoXK-
Harta 0OJIeCT U ce CIpaByBaaT co Hea Ha HaYMH KOj TOJI-
pazdupa npeoKynupaHocT co OoJiecTa, YyBCTBO HA CTHI-
MAaTH3UPAHOCT W JI0)KHBYBaWa aCOIMPAHU CO CTHIMa
BJIMjae BP3 UyBCTBOTO Ha OJIarococTojoa kaj marueHTHTe.
3akaydok. [Ipeno3HaBameTO HA 3acTaleHOCTa HA JI0-
JKUBYBamETO HA CTUIMAaTH3HPAHOCT, HAMaJICHa CaMO-
noBepOa Kaj UCIATAHUIMTE CO KOXKHA OOJIECT M HUB-
HOTO BJIMjaHHE BP3 KBAIUTETOT Ha )KUBEEHE MOXKE Ja
JIOBEJIe JI0 Pa3HHU TEpareBTCKU MOKHOCTH KOHM Ke pe-
3yJNTHPAAT CO peayLHparbe Ha MOCTIEAULIUTE Ol UCTATA.

Kiyunu 360poBu: KOKHA 00JIECT, CTUTMA, CTPEC,
KBAJINTET HA )KUBOT

Introduction

Skin and skin problems lead to a specific set of psycho-
logical manifestations of shame, embarrassment, poor
self-image and self-esteem for many. The perception
of one's own attractiveness is determined by social ex-
periences and existing cultural values. Most of us res-
pond positively to those who are attractive and nega-
tively to those who are unattractive. Therefore, patients
with skin diseases have an increased risk of develo-
ping feelings of stigmatization and self-injurious ideas.
Attracting attention to others, skin changes lead to si-
tuations of avoidance, public ignoring, distancing and
reactions of disgust. Ginsburg and Link[1] identify six
(6) aspects associated with stigma-anticipation of rejec-
tion, feeling guilty, sensitivity to the "attributes” of others,
guilt and shame, secrecy, absence of positive attitudes.
The authors consider that a basic predictor of stigma is
the feeling of rejection. Gupta ef al. [2] in their research
they confirm that 26% of patients with dermatological
disease were publicly shunned. Sampogna et al. [3] talk
about frequent or continuous humiliating experiences
where shame is one of the leading emotions that fo-
llow the experienced unpleasant experiences. Ginsburg
et al. alk about how 99 out of 100 patients described

real stigmatizing experiences related to their appearance
[1]. The feeling of shame and stigmatization lead to a
disturbed quality of life and sexual life, as its impor-
tant component. Stigma in an individual can appear in
different ways and mainly conditioned by two types of
negative experiences. In the first case, stigma refers to
a direct negative experience when the individual is
faced with direct rejection. In the second case, stigma
occurs when a person witnesses someone else's expe-
rience linked to stigma. Bondura talks about how we
humans gather more information about our environ-
ment by looking at the experiences of others. In doing
so, we expect to be treated in a similar way to how
others have been treated, depending on how similar we
are to others or behave similarly [4]. Third, although
not to that extent specific to stigma, is when the envi-
ronment does not reject directly, but considers it accep-
table to treat and treat people as curiosities because of
their skin condition or illness.

Finally, although fully and insufficiently investigated,
individuals with skin disease can stigmatize themselves
in conditions where they themselves do not accept
their appearance, assuming that others will react in the
same or similar way.

It is surprising how little research has been done on the
true nature of stigmatizing experiences. A better under-
standing of what stigma actually looks like, under what
conditions it occurs, as well as knowledge of the cha-
racteristics of those who stigmatize is necessary. Ex-
periences with stigmatization have a huge impact on
the individual's well-being, his quality of life, and the-
refore deserve a deeper analysis.

Objectives of the research

Social stigmatization, physical limitations, employment
problems and others psychosocial comorbidities and
their impact on patients' quality of life with skin disease.

Material and methods
Study design

The research was conducted as a clinical, prospective
study at the University Clinic of Dermatology. Respon-
dents with a diagnosed skin disease according to the
criteria of ICD 10 (International Classification of Di-
seases) were included in the research.

Sample

Subjects with the following diagnosed skin diseases
were included in the research: Vitiligo, Urticaria, Der-
matitis atopica, Alopecia areata.

Population

70 subjects with a diagnosed skin disease took part in
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the research, and at the beginning of the research,
aDLQI!-A scale for assessing the impact of derma-
tological disease on the psychosocial functioning and
quality of life of the respondents.

Methodology

The examination was conducted using the following
structured tests and procedures:

- A non-standardized questionnaire for demographic,
socioeconomic data designed for research purposes
and containing the following data:

a) general data: gender, age, education, employment,
profession, ethnicity, marital status.

b) age when the disease was diagnosed, length of it,
number of hospitalizations due to the disease, type of
treatment and therapeutic response.

- DLQI>- A scale for assessing the impact of
dermatological disease on the psychosocial
functioning and quality of life of the respondents.

The scale was designed in 1994 and is the first derma-
tologically specific instrument for investigating the
impact of skin disease on the respondent's daily phy-
sical, social and psychological life. Its value has been
described in more than 1000 publications, including
many multinational studies.

The instrument contains 10 questions that evaluate the
impact of the dermatological problem on the respon-
dent's life in a certain period of time. The minimum

value obtained -0, indicates the absence of influence,
and the maximum value -30, particularly large influen-
ce. The scale has a particularly important role in asse-
ssing the limitations that the skin disease causes in the
patient's daily functioning.

The DLQI-questionnaire is a self-assessment instrument,
it is simple to apply and without the need for detailed
explanations. It usually takes two minutes to complete.

Results

At the beginning of this section, the data obtained by
processing and analyzing 70 subjects, patients with a
diagnosed dermatological disease, aged from 21 to 59
years, with an average age of 41.2+10.7 years, are
presented. The gender structure of the respondents
consisted of 31(44.29%) male patients and 39(55.71%)
female patients (Table 1, Figure 1).

Table 1. Demographic characteristics of the respondents

Variable n(%)

Sex
Men 31(44.29)
Women 9(55.71)
Age
N (70) mean £SD (41.2410.7) min - max (21-59)

Education
1 12(17.14)
2 36(51.43)
3 4(5.71)
4 18(25.71)

X
55,71%

non

Fig. 1. Graphic representation of the gender distribution of respondents

The results of the questionnaire for assessing the
degree of influence of the dermatological disease on
the disruption of the quality of life among the respon-
dents [1] showed that in the majority of patients the
dermatological disease has a large and extremely large
impact - 39 (55.71%). Dermatological disease has no
impact on the quality of life only in 6 (8.57%) of the
patients (Table 2, Figure 2).

Table 2. Distribution of Dermatology life quality index

DLQI n (%)
Without effect 6(8.57)
Little effect 15(21.43)
Moderate 10(14.28)
Golem 29(41.43)
Extreme 10(14.28)
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Fig. 2. Graphic display of Dermatology life quality index

Discussion

The purpose of the conducted research was to deter-
mine the existence of the complex relationship and the
impact of the skin disease and the experience of it on
the quality of life.

In our study, the way the patient subjectively expe-
riences and copes with the disease or the perception of
the disease as a problem that includes preoccupation
with the disease, stigmatizing feelings and experiences
related to it, reduced self-esteem was shown to have a
greater impact on what concerns the feeling of well-
being.

Early experiences and cultural stereotypes related to
skin conditions are factors that greatly influence the
way of dealing with the skin disease and thus directly
the quality of life associated with the disease.
Unexpectedly, in the research we came across an in-
teresting finding, which is little described in the litera-
ture and refers to the specificities related to the cultural
ideal of how someone should look. What people fear
the most is being judged, shunned, ridiculed because
of their appearance and appearance. Anticipating nega-
tive criticism leads to low self-esteem and self-blame
which, on the other hand, conditions a reduction of so-
cial capacities.

In the research carried out, the quality of life was
affected in a large number of subjects with skin di-
sease, which is in line with other studies that supported
it.present the finding that the stress reaction in respon-
se to the disease affects the exacerbation of the skin
condition, which in turn affects the quality of life.

The impact of the skin disease on the quality of life is
conditioned by the disease itself, by stressful situational
events (social stigmatization), anticipatory social stigma
and changes in the previous life style.imposed by the
disease itself. Psychosocial themes and manifestations
are an integral part of skin disease and rightfully so-
they attract attention in daily practice and also indicate
the necessity of biopsyhosocial approach in patients
with dermatological diseases.

Conclusion

The overlapof the prevalence of experiencing stigmati-
zation, reduced self-esteem among respondents with
skin disease and their impact on the quality of life and
changes in the lifestyle imposed by the disease itself
can lead to various therapeutic possibilities that will
result in reducing the consequences of the disease.
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