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Abstract

:

Background: Chronic skin diseases have been recognised as having a detrimental effect on patients’ social functions. Objectives: To assess the perceived social support in patients with chronic skin disease and its associated factors. Methods: A cross-sectional study was conducted between January and April 2019 on patients with skin diseases taking treatment at Asir Central Hospital, Abha, Saudi Arabia. Patients of both sexes aged above 18 years undergoing treatment for a skin disease in ACH for more than 3 months (chronic skin disease) were recruited by simple random sampling, and a total of 249 patients returned completed questionnaires. A self-administered questionnaire was used to collect relevant information about the background and disease characteristics of the patients and the Multidimensional Scale of Perceived Social Support (MSPSS). The software package IBM SPSS Statistics for Windows, Version 23.0. Armonk, NY, USA: IBM Corp., was used for data entry and analysis. Descriptive statistics were used for patient characteristics, and perceived social support was analysed according to specific scoring criteria. The Kruskal–Wallis test and Mann–Whitney U test were used to find out the association of background and disease variables with the perceived social support. Correlation analysis was used to find the relationship of social support with the age of the patient. All associations were considered significant at p < 0.05. Result: The mean age of the study group was 36.52 ± 14.22 years. The majority of the patients were females (71.1%). Atopic dermatitis was the most common skin disease reported, with 22.1% of all patients suffering from it. Mean scores of perceived social support score were low globally (24.97 ± 12.31), as well as in the three dimensions of significant other (7.75 ± 4.14), friends (7.90 ± 4.59), and family support (9.40 ± 5.48). A significant difference in social support was perceived by patients with a disease duration of 3 months to 1 year and those with papulo-squamous skin disease as compared to acne. The presence of skin disease in a second-degree relative indicated a higher level of social support perception and had a significant positive correlation (r = 0.194, p = 0.002) with the age of the patient. Conclusion: Saudi patients with chronic skin disease have low social support. Some important insights into the functioning of social support were suggested by the study finding, which pointed to the significant effect of disease duration, type of disease, and presence of disease in second-degree relatives on the perception of social support in patients with a variety of chronic skin diseases. Qualitative exploratory and prospective research could help in understanding this aspect of psychosocial health in a better way and help to provide solutions.
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1. Introduction


The skin serves many functions, besides having an aesthetic role [1]. Skin diseases are fairly common, with up to 14% of all consultations in general practice representing a skin disease [2]. The burden of skin disease is added to by the psychological impact of visible skin lesions, and the patients have not only to cope with the effects of their disease but also the reaction of others to their condition [3]. There is stigma attached to a wide range of skin diseases, affecting many millions of people, just as there is for mental illness and sexually transmitted infections [3].



Usually, chronic skin conditions are not curable; however, they are managed using drugs and by modifying one’s lifestyle [4,5,6]. Chronic pruritis in atopic dermatitis; painful fissures seen in severe eczema; burning sensations reported in psoriasis; intractable itching in pemphigus vulgaris; and inflammatory, painful, deep-rooted lesions in hidradenitis suppurativa have severe effects on patients’ wellbeing [7,8,9], and side effects from treatments such as corticosteroids, dupilumab, and adalimumab can have a bad effect on patients’ overall appearance [5,8,9,10,11]. They can even have a significant impact on personal relationships [12]. Skin diseases can be debilitating to patients in many ways. When treating patients with skin diseases, more focus should be put on psychosocial interventions. Existing research has shown the value of psychosocial treatments such as structured educational training, in-person and online cognitive behavioural therapy, and mindfulness-based cognitive therapy. These interventions are helpful in encouraging adaptation and assisting patients cope with their condition in a positive way, which improves patient outcomes [13].



Many studies have addressed the physical, psychological, and social functioning of patients with skin diseases [1,2]. Psychosocial factors such as mental health, quality of life, self-esteem, self-efficacy, resilience, social support, and social connection contribute to the adaptation to living with a chronic disease [14]. Among these factors, the role of social support is outlined as care, help, and support perceived as available for an individual when adapting to a life with chronic disease [15]. This study measured three components of psychosocial health in patients with chronic skin disease, namely, quality of life, mental health, and perceived social support, as well as the relationship between these variables. This paper presents findings about the perceived social support component, and the mental health and quality of life components will be presented in separate articles.



Although different social support categories have been identified, five categories of social support: instrumental, informational, tangible, emotional, and spiritual, are relevant in the context of disease adaptation [14]. Instrumental support entails giving guidance and using other covert techniques to help the person handle a stressful situation more successfully. These could, for instance, be guidelines on how to handle a specific issue or act in a particular circumstance. Informational support is defined as giving a patient information that is pertinent to their illness or health. Such knowledge can be acquired from professional (such as physicians, nurses, and the scientific literature) or non-professional sources (such as other patients, superstitions), and it aids the patient in understanding their health-related circumstance [16]. Obtaining tangible support entails securing material aid, such as financial assistance or other required goods. Emotional support entails arousing in the patient the feelings and emotional states that can lessen the patient’s negative effects and, in turn, make it easier for them to cope emotionally with the illness. The actions of others (such as a minister or prayer group) that assist the patient in attributing a more profound, spiritual significance to their illness or pain are referred to as spiritual support. Globally speaking, therefore, disease-related social support is the sum of the perceived emotional and spiritual support, material and instrumental assistance, and information that is offered to a person when dealing with the disease [14].



In the recent past, there has been an increasing focus on the role of social support as a coping mechanism in patients with chronic disease [13,14]. Social support has been defined as an exchange of relationships or a transaction between individuals, which is believed by the provider of social support and/or the recipient to have a positive effect. Social support is provided by the community, family, or a close relation. It is described in various dimensions, such as directionality, content, or networks of social support. A number of scales have been designed to measure social support. Quantitative measures are designed to evaluate the number of social relationships and frequency of support incidents, while qualitative measures explore the perceptions of availability, adequacy, or value of the social support. Thus, there is a strong subjective dimension to this construct.



A review of the relevant literature showed that social support is vitally associated with the way a patient handles the disease-related physical and psychological changes that occur to their body [17]. People who receive support from their family, friends, or significant others are healthier and cope more easily with the difficulties caused by an illness. This seems to be significant for visually expressed disease such as skin disease; however, as far we know, it has not been adequately addressed in Saudi Arabia [18]. In order to adapt to the disease; affected individuals need to develop psychological mechanisms along with social support in the form of family and friend support. This has been substantiated by many studies that reported on factors that affect adaptation to living with a chronic skin disease, emphasising social support to be strongly involved in the process of adaptation [14].



From a clinical perspective, the issue is worthy of study because it may produce results that can be helpful in the management of dermatology patients. In Saudi Arabia, health services are delivered in both government and private sector [19]. All government sector services are free of cost for Saudi citizens, and patients with skin disease avail medical services at both primary and higher levels of care. Primary healthcare centres (PHCCs) in Saudi Arabia are the first contact between the dermatology patients and the healthcare system, where either general practitioners or family physicians cater to these patients, and, if needed, refer them to specialist services at the secondary and tertiary level hospitals [20]. In the private sector, dermatology clinics are available in most large cities, with the availability of paid specialists and superspecialist services. Thus, our research aims to analyse perceptions about social support in patients with chronic skin diseases under treatment in a tertiary care centre in Asir, Saudi Arabia, and find its associated factors.




2. Methodology


This study employed a cross-sectional design. The study was conducted between January and April 2019. The target population was chosen as patients with a chronic skin disease, and the sampling frame was the patients with skin diseases taking treatment at Asir Central Hospital, Abha. The Raosoft sample size calculator, available online, was used to estimate the sample size. To calculate the sample size, a comparative figure was needed; however, in the literature review, there was no local or regional study available for comparison, and consequently, to use the formula for calculating sample size, it was assumed that 50% of patients have poor social support. A 95% confidence interval and a 5% margin of error were applied, and the resultant target sample size was calculated to be 377. The required number of patients was selected by a simple random sampling method from the dermatology OPD of Asir Central Hospital. A total of 300 patients were identified who met the study criteria. The inclusion criteria encompassed all patients of age 18 years and above, of male or female sex undergoing treatment for a skin disease in ACH for more than 3 months (chronic skin disease). Child patients and those with a treatment window of less than 3 months were excluded. Consecutive sampling was used until the required sample size was reached. Out of 300 patients, 249 patients returned all completed questionnaires and were included as the final sample. Incomplete and incorrectly filled questionnaires were excluded.



A self-administered questionnaire was used for collecting the data. The questionnaire consisted of two parts. Part one included questions on basic background and disease characteristics of the patients. The background variables that were included for the study purpose were age, sex, education, and residence. The disease characteristics included clinical diagnosis, disease duration, and treatment duration.



The second part of the questionnaire consisted of various scales for assessing the psychosocial health, quality of life, and perceived social support. For mental health, the Depression, Anxiety and Stress Scale (DASS) was used [21]. The patient’s quality of life was assessed using the Dermatological Life Quality Index (DLQI) [22]. The third component that is perceived social support has been described in detail in this paper and was measured using the Multidimensional Scale of Perceived Social Support (MSPSS)—Arabic version [17]. The Multidimensional Scale of Perceived Social Support (MSPSS) has been widely used for some decades across cultures and languages [17,18]. It was developed by Zimet, Dalhem, Zimet, and Farley in 1988 [23], and it aims to measure the subjective dimension of social support from three specific sources, namely, family, friends, and significant others. This self-administered scale includes 12 items with 4 items for each dimension, namely, family, friends, and significant others. Support from a significant other may be interpreted variously to mean a particularly close relationship. Each of the twelve items is rated on a seven-point Likert-type scale ranging from 1 (very strongly disagree) to 7 (very strongly agree). The total score, calculated by summing the results for all items, is used to interpret the perception of social support. The score can possibly range from the lowest score of 12 to a highest of 84, with the higher score indicating higher perceived social support. In addition, support in the three subscales can be observed by calculating the score from the responses in each of the three dimensions on a scale of 4 to 28. The MSPSS instrument is short, with a reading level of comprehension of the third grade. Its validity and reliability has been established across different languages and cultures [17,18].



Data were entered into and analysed using Statistical Package for Social Sciences software (IBM SPSS Statistics for Windows, Version 23.0. Armonk, NY, USA: IBM Corp). Data were coded and entered into SPSS, specifying variable names. Initial analysis was conducted to find the frequency and percentages of the descriptive data for the study population, that is, the patient characteristics and disease characteristics. All basic characteristics are presented as frequency tables. To analyse the perceived social support, specific scoring criteria as described in the MPSS scale was used. The three dimensions of social support that were analysed were the dimensions of significant other, family and friends, and global perceived social support. The Kolmogorov–Smirnov goodness of fit test and Shapiro–Wilk test confirmed a non-normal distribution of the MPSS score, and thus the non-parametric tests of significance such as the Kruskal–Wallis and Mann–Whitney U test were used to find out the association of various variables with the perceived social support scores. Correlation analysis was used to determine the relationship of social support with age of the patient. In all cases, a p-value of ≤0.05 was considered as statistically significant. The study was conducted consequent to approval by the institutional ethics committee (King Khalid University Research Ethics Committee and Asir Central Hospital Ethics and IRB (Internal Review Board) Committee), approval number 2019-01-14. The patients were briefed about the objective of the study, and their consent was taken for participation. The study was entirely self-financed.




3. Result


Table 1 describes the background characteristics of the study group. The mean age of the study group was 36.52 ± 14.22 years. The majority of the patients were less than fifty years of age, with 40% being in the less than thirty years age group. The gender distribution showed that the majority of patients were females (71.1%). The educational level of the study group showed that 61% had acquired college education, and 21.3% had high school education. Fifty seven percent of the study group was married, while 36.9% was single. Almost three-quarters (72.3%) of the study group lived in cities, and 27.3% were living in villages.



Table 2 reveals the pattern of skin diseases in the study group. Hypersensitivity disorders, including atopic dermatitis, were the most common skin diseases, with (29.7%) of all respondents suffering from them. The other common disorders were pigmentation disorders (19.3%), acne (18.9%), and papulo-squamous disorders including psoriasis (12.4%).The disease duration varied across the study group almost evenly. More than half (52.6%) were suffering from skin disease for 3 months to one year. Treatment duration of 3 months to one year was reported by 91.2% of the patients, 1–3 years treatment duration was reported by 3.2%, and 5.6% had been continuing treatment for more than 3 years. Similar disease in the family was reported by more than half (55%) of the patients, of which most reported it in first-degree relatives.



The preliminary findings of the mental health component (DASS) and the quality-of-life component (DLQI) are presented in Table 3. All three components of mental health showed a low score, indicating low levels of stress, anxiety, and depression in the study group. For quality of life, DLQI scores from 6 to 10 represent a moderate effect on quality of life, while scores above 10 represent a very large or extreme effect on quality of life. In the study group, the mean DLQI score was 6.45 ± 4.29, which indicates a moderate effect on the patient’s life quality. These findings are presented here for providing context to the reader, and the detailed results will be published separately.



Table 4 presents the descriptive statistics of the Multidimensional Scale of Perceived Social Support score in the study group. In this scale, the minimum possible global score was 12, and the maximum possible score was 84. The mean global MSPSS score was 24.97 ± 12.31. The mean score in the three dimensions, that is, significant others, friends, and family, were low (7.75 ± 4.14, 7.90 ± 4.59, and 9.40 ± 5.48, respectively).



While no significant differences in perceived social support across the three dimensions were observed based on the socio-demographic factors except age, differences in mean scores were found to exist based on disease-related factors. Spearman’s rho was used to study the correlation of age with MPSS score, and it was found to be significantly positively related (r = 0.194, p = 0.002), suggesting that social support was perceived to be higher with increasing age. Post hoc analysis by the Dunn–Bonferroni method revealed that significantly low global MPSS score was attained in those patients with papulo-squamous skin disease as compared to acne (p < 0.05). There were significantly high scores of family social support in those with a second-degree relative with skin disease (p < 0.05). In patients with disease duration between 3 months and 1 year, significantly low scores of social support in the significant other, family, and global dimension were observed(p < 0.05). This information is presented in Table 5.




4. Discussion


Social support is an important construct in psychosocial health. In difficult life circumstances, social support helps to placate the person [14,15] and is strongly implicated in the process of adaptation to disease [24]. Although social factors have been reported as particularly essential in adaptation to disease, it is conspicuous that a small number of studies have investigated the role of social support in patients with skin diseases [25]. Considering this research gap, this study was undertaken, and it is the first study in this region to address this issue.



The study population was composed of a relatively young age group, with a majority of the patients being less than fifty years of age. Most of the study group comprised college-educated, female patients, with the majority living in urban areas. Hypersensitivity disorders including atopic dermatitis were the most common skin diseases. The other common disorders were pigmentation disorders, acne, and papulo-squamous disorders including psoriasis. The disease duration varied across the study group almost evenly. More than half of the study group were suffering from skin disease for 3 months to one year, as also the treatment duration of 3 months to one year was reported by the majority of the patients. An important aspect of disease characteristics we studied was the presence of a similar condition in the family. More than half of the patients reported similar disease in the family, mostly in first-degree relatives. This basic information of the socio-demographic characteristics and disease distribution in the patients will help to reflect on the study findings about the perceptions of social support from significant others, family, and friends.



In this study, the perception of social support by patients with chronic skin disease was poor. The overall (global) mean score of perceived social support as well as mean score in all three dimensions, i.e., significant other, family, and friends, was found to be low. Social support is a process that arises through interactions between people. The interactions and relationships that shape social support formulate perceptions of and expectations about those interactions [14]. Perceived social support, especially support from a significant other, might help explain the complexities of the relationship between social support and health. Relationships that provide a feeling of security, such as parents or spouse, might be more effective in buffering stress [15]. Additionally, a secure relationship is likely associated with a greater willingness to seek support with the belief that support would be available and effective if needed [15,24]. Previous studies have shown that a social phenomenon such as poor social support exerts a negative influence on psychosocial functioning in patients with skin diseases [26,27]. A recent study from Greece concluded that psychosocial factors such as patients’ social support influence their psychological health and the way they experienced their skin condition, before treatment as well as in the follow-up period [28]. Considering these factors, the study findings hold implication for the treatment outcomes and overall wellbeing of the patients.



In this study, no significant differences in perceived social support across the three dimensions were observed based on gender, income, or residence; however, significant differences in mean scores were found to exist based on some of the disease-related factors. Previously, some studies have reported gender-based differences in perceived social support [29,30,31]; however, other studies [13] showed that the women and men with chronic skin disease reported similar levels of perceived social support. This was corroborated by the findings in our study. Generally, women report better social networks and resulting support, and in closed societies such as Middle Eastern countries, this may be strongly exhibited. In the current study, patients with a second-degree relative having skin disease showed significantly higher scores of family social support as compared to those with first-degree relatives. This finding is interesting, as it emphasises how social networks are important in determining psychological well-being of patients with stigmatising diseases [32,33]. Perception of social support depends on the recipient and, coupled with the size of the social support network, it influences health [34].



In patients with disease duration between 3 months and 1 year, significantly low scores of social support from significant others, family, and the global dimension were observed. Chronicity complicates the psychosocial dimensions of disease and affects the social support–health relationship. Social support has been considered a major component of self-management for chronic diseases and is associated with improved outcomes [5,34,35]. This finding is important as it may help the clinicians to tailor the social support needs of their patients during the different phases of treatment.



There was a significantly low global MPSS score attained in those patients with papulo-squamous skin disease as compared to acne. These findings are in concordance with previous research. To understand these findings, it is important to project the clinical picture of psoriasis here. Psoriasis lesions are thick, red, and scaly, and they may appear on any part of the body. They are often accompanied with pain and itching. These characteristics expose psoriasis patients to significant psychological distress and psychiatric morbidity. Many studies have reported experiences of stigmatisation and decreased health-related quality of life in patients with psoriasis. A study from Norway showed that patients with psoriasis scored significantly higher than healthy controls concerning skin-related shame and disgust, along with feelings of stigmatisation because of their visible lesions coupled with feelings of social exclusion and devaluation [36,37]. Recently published reviews have reported that perceived social support is positively correlated to scores on health measures, which indicated higher functioning in patients with acne and eczema [38,39]. Though some studies have shown patients with acne to have levels of social, psychological, and emotional impairments similar to those of serious diseases [40], in the current study, acne did not have a significant difference in social support from other dermatological disorders. This may be due to the difference in the age group of this study subjects, as acne is known to affect adolescent age groups more commonly [3,28].




5. Conclusions and Recommendations


There have been huge strides in the management of skin diseases to ease their burden. However, the psychosocial dimension of chronic skin disease management has remained largely ignored [41]. This study is a step in the direction to provide baseline information about the existing perception about social support in patients with chronic skin disease in the Asir region of Saudi Arabia. Studies in other parts of the world have shown that improvement of social support through psychotherapeutic interventions may benefit patients with chronic skin diseases for better social adjustment [36]. Thus, taking a cue from the findings of this study, dermatologists and public health experts in the region need to develop a stronger database on the psychosocial aspects of chronic skin diseases, as well as identify and address focal issues related to psychosocial health of the patients. Performing longitudinal prospective randomised control studies and qualitative studies may provide further evidence. It is hoped that the findings of this study can serve to motivate health authorities to prioritise the integration of psychosocial health with therapeutic treatment of patients with chronic skin conditions.




6. Strengths and Limitations


This study is a first study in the region describing perceived social support by patients with chronic skin diseases and identifying significant factors associated with them. However, the researcher realises that there are several limitations of this work. Firstly, this is a single-centre, cross-sectional study, and thus it is not possible to draw any conclusions regarding causality and directionality. The results are not generalisable to other populations. Another factor that limits the study findings was the presence of a variety of skin disorders, with varying clinical patterns and outcomes that were included in a single study. Although this provided important comparisons, it will be more useful if larger samples of each different skin disease were studied individually. Skin diseases such as acne have different implications for adolescents, while other conditions such as hyper-pigmentation may affect females at different stages of their life. It would be ideal to conduct qualitative research by individual interviews to assess social support, rather than the perception of social support. Thus, it is necessary to address these issues in more detail in future studies.
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Table 1. Basic characteristics of the study group.






Table 1. Basic characteristics of the study group.





	
Characteristic

	
Frequency

	
Percentage






	
Age group

	
18–30 years

	
103

	
41.4




	
30–50 years

	
110

	
44.2




	
More than 50 years

	
36

	
14.5




	
Sex

	
Female

	
177

	
71.1




	
Male

	
72

	
28.9




	
Educational level

	
No formal education

	
19

	
7.6




	
Elementary school

	
17

	
6.8




	
Intermediate school

	
8

	
3.2




	
High school

	
53

	
21.3




	
Bachelor’s degree

	
152

	
61.0




	
Marital status

	
Divorced

	
13

	
5.2




	
Married

	
142

	
57.0




	
Single

	
92

	
36.9




	
Widow

	
2

	
0.8




	
Residence

	
Urban

	
181

	
72.7




	
Rural

	
68

	
27.3











 





Table 2. Disease characteristics in the study population.
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	Disease Characteristic
	Frequency
	Percent





	Disease
	
	



	Atopic dermatitis and hypersensitivity diseases
	74
	29.8



	Pigmentation disorders
	48
	19.3



	Acne
	47
	18.9



	Papulosquamous disorders (including psoriasis)
	31
