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While psychological factors are relevant in many patients with chronic pruritus, not all patients can be offered psychologic, psychosomatic or psychiatric consultation. The aim of this exploratory study was to
identify criteria suggestive of psychological factors
relevant for the etiology of chronic pruritus and of somatoform pruritus. Routine data from the database of
the Center for Chronic Pruritus of the University Hospital Münster were used, including the Neuroderm
Questionnaire, Dermatology Life Quality Index and
Hospital Anxiety and Depression Scale. Chronic pruritus patients (n = 3,391) without a psychiatric diagnosis in their medical history were compared to the 331
chronic pruritus patients with diagnoses of “psychological factors associated with etiology and course of
chronic pruritus” (ICD-10:F54) or “somatoform pruritus” (F45.8) confirmed by an expert. The latter reported more pruritus triggers, especially “strain” and
“emotional tension” and used more emotional adjectives to describe their pruritus. They reported more
often scratching leading to excoriations, higher levels
of pruritus, impairment of quality of life, anxiety and
depression. These aspects suggest the presence of
psychological factors in the etiology of chronic pruritus and somatoform pruritus. Prospective validation,
however, needs to be carried out.
Key words: chronic pruritus; psychological factors; somatoform
pruritus; psychogenic pruritus.
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C

hronic pruritus (CP) is a frequent symptom of dermatologic, internal, neurologic or psychiatric diseases
(1–5). The classification by the International Forum for
the Study of Itch (IFSI) discriminates between: I. CP on
lesional skin, II. CP on non-lesional skin, III. CP with
chronic scratch lesions. As diagnostic categories, IFSI
proposes the following: Pruritus induced by I: Dermatosis;
II: Systemic disease; III: Neurologic disease; IV: Psychiatric / psychosomatic disease; V: Multifactorial origin; VI:
Unknown origin (5, 6).
Diagnosis of “pruritus induced by psychiatric/psychosomatic disease” presents special challenges. When pruritus
is not sufficiently explained by somatic diseases and can

SIGNIFICANCE
Psychological aspects can cause or enhance chronic pruri
tus, but not all pruritus patients can be seen by a psycho
logist or psychiatrist. Patients with psychological factors in
pruritus reported more pruritus triggers, especially “strain”
and “emotional tension” and used more emotional adjec
tives to describe their pruritus. They reported more often
scratching till excoriations, higher levels of pruritus, higher
impairment in life quality and higher levels of anxiety and
depression. These aspects could help dermatologists to con
sider whether their patient should be presented to a psycho
logist or psychiatrist for further diagnoses or therapy.

be better explained by psychosocial factors, it can be
diagnosed as “Somatoform Pruritus” (F45.8). However,
as much research is going on regarding somatic causes
of pruritus and some causes may still be unknown, this
diagnosis is hard to confirm in pruritus patients.
If there are underlying somatic causes and in addition,
there are psychosocial factors that explain or influence CP
and its management, the diagnosis “Psychological factors
in diseases classified elsewhere” (F54) applies (5, 7, 8).
According to the IFSI classification, this type of pruritus
may be classified as “multifactorial”.
The diagnoses F45.8 and F54 must be differentiated
from adjustment disorders (F43.2 in ICD-10). In these
disorders psychological complaints arise due to a burdensome event, for example developing CP (7). However,
in adjustment disorders the psychological symptoms follow the pruritus, and not vice versa. Of course, CP patients
who have psychological influences on their pruritus may
also develop adjustment disorder as a reaction to CP.
The presence of psychological factors in CP is usually
diagnosed in patients that have been referred to a psychiatric or psychosomatic consultation after an expert
interview of about one hour. Since not all CP patients can
be referred within a reasonable time for such extensive
diagnostic evaluation, availability of criteria suggestive of
psychological factors underlying itch would help decide
which patients should be referred for psychiatric/psychosomatic/psychological consultation. The main objective
of this study was to make a first exploratory approach to
identify such criteria.
In the scientific literature, the terms “functional or
psychogenic itch/pruritus” are more commonly used than
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the diagnosis “somatoform pruritus” or “psychological
factors in pruritus”. Diagnostic criteria for “functional”
or “psychogenic” itch have been proposed by the French
Psychodermatology Group (9, 10) (Table I). However,
these criteria have been verified only in a small group of
31 CP patients without external validation in a second
cohort or long-term follow-up studies (10). As these criteria are more widely used in the scientific and clinical
community, we wanted to know if these criteria are helpful
as possible criteria suggestive of psychological factors in
itch (secondary objective).
Using the local CP database, we identified a subsample
of CP patients in whom psychosomatic /psychiatric (PP)
consultation had resulted in the diagnosis somatoform
pruritus (ICD-10: F45.8) or psychological factors in pruritus (ICD-10: F54) and compared it with a subsample
of CP patients with no current or known previous PP
diagnosis. As this is an explorative study, we formulated
no hypotheses in advance. However, we plan to validate
the differences thus identified prospectively.
METHODS
When patients present at the Center for Chronic Pruritus (CCP),
they undergo extensive diagnostic evaluation and complete a set of
questionnaires on mobile electronic devices such as a patient itch
questionnaire (Münster NeuroDerm questionnaire) (11) and wellestablished and validated self-report scales assessing depression,
anxiety (Hospital Anxiety and Depression scale, HADS) (12) and
dermatologic quality of life (Dermatological Life Quality Index,
DLQI) (13). These data, together with the data on demographics,
medical history and investigations recorded by the physician, are
transferred to the electronic patient records and, if the patient
agrees, into a patient database (11).
The local ethics committee approved the collection of patient data
in the database and its use for research (2007-413-f-S). We used this
database to identify patients who were referred for a PP consultation. Such referrals made by the treating dermatologists were not
based on well-defined criteria. The differences between patients
who were and those who were not referred for a PP consultation
were examined in an earlier study (14). Those referred for this consultation were evaluated in a clinical interview lasting about 1 h by
specialists trained in PP investigation in order to determine if they

met the criteria for F45.8 or F54 of the International Classification
of Diseases (ICD-10) (7). According to ICD-10, the diagnosis of
F45.8 (“other somatoform disorder”) requires A) the exclusion of a
somatic cause which explains the symptom and B) the symptom is
related to burdensome psychosocial factors/events. If only B) applies, the diagnosis F54 (“psychological factors in diseases classified
elsewhere”) is made. In adjustment disorder (F43) psychological
complaints arise due to a burdensome event, for example developing CP (7). Therefore, in adjustment disorders the psychological
symptoms follow the pruritus, and not vice versa. Adjustment
disorder (F43) was diagnosed by asking the patient whether their
psychological impairment (e.g. anxiety, depressed mood) developed
after the CP started, as a reaction to CP. Psychologic influences on
pruritus (F54 or F45) were diagnosed by asking the patients if at
onset of CP there were any special life events and whether they
experienced influences of life events, stress or emotions on CP.
The results of the PP consultation were extracted from the
documentation of the Department of Psychosomatics and Psycho
therapy. Patients with a diagnosis of F45.8 (somatoform pruritus) or
F54 (psychological factors in pruritus) according to ICD-10 were
compared to patients without a psychiatric/psychosomatic history
(this item is part of the medical data recorded by the dermatologists), with regard to sociodemographic data, the Neuroderm items
and DLQI and HADS scores of the first presentation at the center.
The exclusion criteria were age < 18 years and a history of
psychiatric disease/diagnosis other than the diagnoses F45/F54
in the psychosomatic consultation.
Measures
The Neuroderm Questionnaire was developed by Ständer et al.
(11) and comprises questions and descriptions deemed to be
clinically relevant for chronic pruritus. It consists of a general
part (which is reported here) and special modules. In the tables,
only the Neuroderm items which show significant differences are
reported; all the Neuroderm items and also the complete results
are presented in detail in Appendix S11.
The Hospital Anxiety and Depression Scale (HADS) (12) was
employed to assess the CP patients’ levels of depression and
anxiety. The HADS consists of 14 items, which build an anxiety
(HADS-A) and a depression subscale (HADS-D). It assesses the
psychological symptoms of anxiety and depression but not their
somatic manifestations (e.g. fatigue, lack of appetite). Therefore,
it can be used to detect symptoms of depression and anxiety in
the medically ill.
https://doi.org/10.2340/00015555-3424
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Table I. Criteria for psychogenic itch postulated by the French Psychodermatology Group that are part of the routine diagnostics at the
Center for Chronic Pruritus (CCP) and the way they are collected
Compulsory criteria
-Localized or generalized pruritus sine materia (without
primary skin lesions)
-Chronic pruritus (> 6 weeks)
-No somatic cause
Optional criteria (3/7)
-A chronologic relationship of pruritus with one or several
life events that could have psychological repercussions
-Variations in intensity associated with stress
-Nocturnal variations
-Predominance during rest or inaction
-Associated psychological disorder
-Pruritus that could be improved by psychotropic drugs

-Pruritus that could be improved by psychotherapies

www.medicaljournals.se/acta

-Corresponds to IFSI classification group II: CP on non-lesional skin
-Neuroderm Question: Since when have you been suffering from pruritus? 5 answer categories; category
one: days to < 6 weeks
-Corresponds to IFSI diagnostic category IV ”Psychiatric/psychosomatic disease” or ”unknown origin”
-Not asked
Neuroderm (ND) question: What enhances your itch? 11 answer categories, among them: 1. stress and
5. emotional stress
ND question: At what time of the day do you experience itch? a) day and night b) only during daytime c)
only during the night
ND question: What increases your itch? 11 answer categories, among them: 2. Rest/inaction
”Associated” is not clearly defined. Questions for co-morbidity are part of routine history taking at the CCP
Selective serotonin reuptake inhibitors (paroxetine) are part of the guideline treatment for CP even without
psychic comorbidity, and have been shown to improve pruritus even when there is no psychiatric comorbidity
(15), therefore this criterium cannot be applied
- Not asked
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HRQoL was assessed according to Dermatology Life Quality
Index (DLQI; 10 items, each with a score of 0–3 points; total
score range 0–30 points) (13). A higher score signifies a higher
QoL impairment.
Table I shows the criteria for psychogenic itch as postulated by
the French Psychodermatology Group that are part of the routine
diagnostics at the CCP and the way they are collected.

n = 6,374
CP-patients in database
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RESULTS
Between 2007 and 2016, data on 6,374 CP inpatients were
entered into the database. As reported before (14, 17), 560
(8.8%) of them had been referred for a PP consultation.
Fig. 1 gives an overview.
Of the 5,814 patients not referred for PP consultation,
n = 2,556 self-reported a psychiatric or psychosomatic
diagnosis in their medical history and were excluded
from further analysis. Patients who had a medical history
of other psychiatric/psychosomatic diagnoses in the PP
referrals (n = 96) were also excluded from the analysis.

n = 3,258
No history of
psychiatric
comorbidities

n = 560
Psychosomatic
consultation

Statistics
As these are clinical data, unfortunately substantial amounts of
data are missing concerning different variables. Therefore, it was
not practicable to include only patients with complete data sets
for all variables. As this is an explorative pilot study, we did not
formulate hypotheses in advance. We included all cases which
did not meet exclusion criteria, which resulted in different case
numbers for each statistical comparison.
We employed χ2 tests for detection of distribution differences
of nominal data and Student’s t-tests for detection of differences
in means of continuous data. As this is an exploratory pilot study,
we did not correct for multiple testing and regarded probability
(p) levels of ≤ 0.05 as significant.
Where possible, we calculated effect sizes (Cohen’s d for t-tests
and for χ2 tests with 1 degree of freedom) (16).
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n = 2,556
History of psychiatric
comorbidities
n = 3,391
No psychiatric/
psychosomatic comorbidity
in Psychosomatic
consultation and history
(Non-Psych-CP)

n = 133
No
Psychiatric/psychosomatic
comorbidity
n = 331
Somatoform pruritus (F45) or
psychological factors in etiology
or course of CP (F54)
(Psych-CP)
n = 96
Other
psychiatric/psychosomatic
comorbidity
Fig. 1. The sample. CP: chronic pruritus.

Those 3,391 patients without a psychiatric diagnosis
in the PP referral (n = 133) or in their medical history
(n = 3,258) (Non-Psych-CP) were compared to the 331
CP patients with the diagnoses “psychological factors associated with etiology and course of CP (F54 in ICD-10)”
or with “somatization disorder” or “somatoform pruritus”
(F 45.0 or F45.8 in ICD-10) (Psych-CP).
Table II presents the basic sociodemographic characteristics and the IFSI classification of the two subgroups
Psych-CP and Non-Psych-CP.
Psych-CP were significantly younger and more often
female than Non-Psych-CP. They were more often single,
divorced or widowed, while there was no significant
difference in their occupational status. Regarding IFSI

Table II. Comparison of chronic pruritus (CP) patients diagnosed with somatoform (“psychogenic”) pruritus (ICD-10: F45) or psychological
factors associated with pruritus (ICD-10: F54) (Psych-CP) with patients with no psychiatric history/diagnosis (Non-Psych-CP), regarding
sociodemographic and clinical variables and International Forum for the study of Itch (IFSI) classification
Psych-CP (n = 331)

Non-Psych-CP (n = 3,391)

Sociodemographic variables

Mean (SD)

Mean (SD)

Age (n = 3,722)

56.8 (15.7)

Sex (n = 3,722)
Male
Female
Family status (n = 1,254)
Single, divorced or widowed
Living with partner, married
Occupational status (n = 1,230)
Employed
Not working
IFSI classification
IFSI group (n  = 3,605)
- I: CP on lesional skin
- II: CP on non-lesional skin
- III: CP with chronic scratch lesions
IFSI diagnostic category (n  = 3,604): Pruritus is induced by
- I: Dermatosis
- II: Systemic disease
- III: Neurologic disease
- IV: Psychiatric / psychosomatic disease
- V: Multifactorial origin
- VI: Unknown origin

n (%)

n (%)

61.0 17.4

Statistics
T

Chi2

DF

4.65

p≤

d

0.001

0.24

95 (28.7)
236 (71.3)

1,623 (47.9)
1,768 (52.1)

44.6 1

0.001

0.22

46 (41.1)
66 (58.9)

286 (25.0)
856 (75.0)

13.5 1

0.001

0.21

43 (38.1)
70 (61.9)

482 (43.2)
635 (56.8)

1.1 1

0.296

0.01

37 (12.8)
131 (45.3)
121 (41.9)

949 (28.6)
1,635 (49.3)
732 (22.1)

69.2 2

0.001

61 (19.8)
20 (6.5)
11 (3.6)
10 (3.2)
186 (60.4)
20 (6.5)

1,279 (38.8)
322 (9.8)
324 (9.8)
27 (0.8)
1,062 (32.2)
282 (8.6)

124.5 5

0.001
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Table III. Comparison of the Neuroderm items between patients with somatoform (“psychogenic”) pruritus or psychological factors
associated with pruritus (ICD-10: F45 orF54) with those without a psychiatric history
Psych-CP
(n = 331)
Neuroderm items

Mean (SD)

Clinical characteristics
1. Duration of itch (n = 3,659)
- Days–weeks
- Weeks–months
- A couple of months
- 1–10 years
- > 10 years
4. How was your itch in the last 4 weeks? (n = 1,212)
- Worst
- Best
5. Variations of itch (n = 3,084)
- Day and night
- Only in daytime
- Only at night
8. Please mark all currently itching body regions (n = 296)
- Scalp (n = 142)
10. Please mark all body regions where itch started (n = 296)
- Neck (n = 59)
- Scalp (n = 73)
- Hands (n = 61)
12. Intensity of CP (Visual analog scale) (w=weeks)
- Average itch (n = 3,034) in the past 4 w.
6.89 (2.3)
- Worst itch (n = 2,699) in the past 4 w.
8.48 (1.9)
- Itch in the past 24 h (n = 2,572)
6.18 (2.8)
13. Quality of itch
- Localized deep inside (n = 1471)
- Like pinpricks (n = 1,702)
- Painful (n = 1,965)
- Localized on the surface (n = 1,436)
- Warm feeling (n = 1,825)
- Biting (n = 1,858)
- Drilling (n = 1,587)
Number of itch qualities
3.24 (2.85)
15. I experience my itch as
- Cruel (n = 1,476)
- Agonizing (n = 1,484)
- Nasty/vile (n=1,469)
- The itch makes me aggressive(n=1,470)
- Agitating (n=1,465)
- Terrible (n = 1,468)
- The itch oppresses me (n = 1,479)
Number of emotional itch descriptions
1.65 (2.43)
16. What increases your itch?
- Strain (n = 1,438)
- Bed warmth (n = 1,429)
- Physical effort (n = 1,773)
- Emotional tension (n = 2,042)
- Sweating (n = 2,108)
- Touch (n = 2,050)
Number of triggers that increase itch
2.73 (2.36)
21. What do you do against /in reaction to your itch?
- Scratching (n = 1,173)
- Applying cream (n = 1,523)
- Notching skin with my nails (n = 1,473)
- Staying alone (n = 1,461)
Number of measures in reaction to itch
1.79 (2.20)
22. Scratching: Answer ”yes”
- Scratching alleviates itch (n = 2,312)
- I scratch myself even when I do not experience itch (n = 1,412)
- Scratching leads to open wounds on my skin? (n = 1,415)
- I scratch automatically (n = 2,375)
23. How does your itch impair your quality of life?
- Impairment in LQ (n = 296)
- Sleep disturbances (n = 296)
DLQI -Score (n = 2,465)
14.00 (6.93)
HADS-Anxiety Score (n = 1,714)
10.27 (4.12)
HADS-Depression Score (n = 1,722)
8.92 (4.16)

Non-Psych-CP
(n = 3,391)
n (%)

Mean (SD)

2 (0.6)
15 (4.6)
42 (12.8)
183 (55.6)
87 (26.4)

Statistics

n (%)

T

31 (0.9)
597 (17.9)
290 (8.7)
1,813 (54.41)
599 (8.0)

Chi2

DF

p≤

49.3

4

0.001

d

84 (77.8)
24 (22.2)

753 (68.2)
51 (31.8)

4.22

1

0.040

96 (42.5)
123 (54.4)
7 (3.1)

1,029 (36.0)
1,671 (58.5)
158 (5.5)

5.31

2

0.070

8 (72.7)

134 (47.0)

2.81

1

0.094

0.20

7 (63.6)
5 (45.5)
5 (45.5)

52 (18.2)
68 (23.9)
56 (19.6)

13.67
2.66
4.31

1
1
1

0.001
0.103
0.038

0.44
0.19
0.24

0.001
0.001
0.001

0.34
0.31
0.38

6.07 (2.4)
7.81 (2.2)
5.07 (2.9)
33
87
98
17
68
64
24

(26.0)
(56.9)
(57.6)
(14.0)
(44.7)
(40.8)
(17.5)

5.30
5.11
5.76
188
703
727
283
622
545
157

(14.0)
(45.4)
(40.5)
(21.5)
(37.2)
(32.0)
(10.8)

3.19 (2.21)
64
84
35
67
48
54
95

(50.0)
(65.6)
(27.6)
(52.3)
(37.5)
(42.2)
(74.2)

(27.4)
(54.1)
(20.9)
(32.0)
(20.3)
(23.2)
(52.8)

1.18 (1.80)
79 (57.2)
77 (60.2)
72 (43.1)
135 (68.5)
134 (67.7)
61 (37.0)

271 (20.8)
651 (50.0)
456 (28.4)
785 (42.5)
1,095 (57.3)
875 (46.4)

(86.4)
(75.6)
(40.9)
(24.0)

1
1
1
1
1
1
1

0.001
0.007
0.001
0.053
0.066
0.026
0.019
0.739

0.19
0.13
0.20
0.10
0.08
0.10
0.12
0.02

28.87
6.25
3.09
21.52
20.36
22.53
21.55

1
1
1
1
1
1
1

0.001
0.012
0.079
0.001
0.001
0.001
0.001
0.001

0.28
0.13
0.09
0.24
0.24
0.25
0.24
0.25

89.76
4.77
15.68
48.53
7.90
5.46

1
1
1
1
1
1

0.001
0.029
0.001
0.001
0.005
0.019
0.001

0.52
0.12
0.19
0.31
0.12
0.10
0.30

3.94
3.89
12.47
22.03

1
1
1
1

0.047
0.049
0.001
0.001
0.471

0.12
0.10
0.18
0.25
0.05

3.45

2.15 (1.90)
95
96
52
30

13.08
7.38
18.74
3.74
3.39
4.97
5.55
0.33

369
734
280
430
271
311
714

4.29
832
936
354
135

(78,3)
(67.0)
(26.3)
(10.1)

1.70 (1.92)

0.12

0.72

133 (71.5)
13 (10.5)
67 (54.5)
83 (43.7)

1,379 (64.9)
73 (5.7)
506 (39.2)
803 (36.8)

3.34
4.59
10.92
3.59

1
1
1
1

0.068
0.032
0.001
0.058

0.08
0.11
0.18
0.08

11 (100)
10 (90.9)

213 (74.7)
182 (63.9)

3.67
3.40

1
1

0.055
0.065
0.001
0.001
0.001

0.22
0.22
0.81
0.98
0.90

8.80 (6.34)
6.40 (3.92)
5.25 (4.06)

10.59
11.59
10.62

The numbers given within brackets in the first column refer to the number of patients who answered this question.
Only significantly different items (p < 0.05) or with a trend towards statistical significance (p < 0.10) are reported here; for complete item report, see Table SI1.
CP: chronic pruritus; Psych-CP: CP patients with somatoform itch or psychological factors associated with itch as diagnosed by a specialist; Non-Psych-CP: CP patients
without psychiatric diagnosis/history; DLQI: Dermatological Life Quality Index; HADS: Hospital Anxiety and Depression Scale.
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classification, Psych-CP more frequently belonged to the
group with chronic scratch lesions (IFSI group III) and
more seldom to the group with lesional skin (IFSI group I).
Correspondingly, a smaller percentage of them fitted into
the diagnostic category of “dermatosis” and a significantly
higher percentage into that of “multifactorial origin”.
The significant differences between the two subgroups
in the NeuroDerm Questionnaire are shown in Table III.
A higher percentage of Psych-CP reported CP duration
longer than 10 years. More often, CP started on their neck,
scalp or hands with a trend to localization on the scalp at
presentation. They had higher pruritus intensity (average/
worst/today) on their first presentation. Itch was reported
as being localized deep inside, painful and experienced
as pinpricks. They used more emotional adjectives while
describing their CP, especially such descriptions as “cruel,
makes me aggressive, agitating, terrible, oppresses me”.
They reported a higher number of triggers increasing their
itch, especially strain, emotional tension, physical effort
and sweating. In reaction to their CP, Psych-CP reported
more often to notch the skin with their nails and isolating
themselves, and scratching until open wounds develop. In
the psychometric scores, they scored higher for depression, anxiety and impaired life quality.
With regard to our second objective, a comparison of
the Psych-CP and the Non-Psych-CP group the diagnostic
criteria for psychogenic itch (9) is displayed in Table IV.
There were no significant differences in the distribution of
the 3 compulsory criteria, but only a small percentage of
Psych-CP patients fulfilled all 3 compulsory criteria. This
was mainly due to the criterium “no somatic cause”, which
applied to only 9–10% of our CP patients. Regarding
the optional criteria, the Psych-CP reported significantly
more frequently variations in intensity associated with
stress, and more often took antidepressants. Contrary
to the formulated criterium which postulates nocturnal
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variations in “psychogenic itch”, they showed a trend to
less nocturnal variations. As we compared only patients
without a present or past psychiatric history, the optional
criterium “associated psychological disorder” was absent
in all CP patients of the latter subgroup. In both subgroups,
only a small percentage of the patients fulfilled all three
compulsory criteria and even fewer all compulsory criteria
and at least one optional criterium.
DISCUSSION
Using data from a large sample of adult CP patients,
we made a retrospective comparison of clinical and
self-reported features between patients who fulfilled the
criteria for the ICD diagnoses “somatoform pruritus” or
“psychological factors in the etiology or course of CP”
(Psych-CP) with patients with no history of a psychiatric
diagnosis.
Interestingly, 2,556 CP patients (40.1% of all CP patients) reported previous or current psychiatric comorbidities, which corresponds to a higher lifetime prevalence
than reported for the German general population in the
Federal Health Survey (25.3% for men and 37% for women) (18). This could be due to the high burden of CP or
to the fact that pruritus is frequent in psychiatric patients
(19). The aim of the study was to identify features suggestive of these diagnoses and thus help dermatologists
decide which patients should be considered for a specialist
PP consultation.
We further tried to apply the criteria regarding “psychogenic or functional” itch formulated by the French
Dermatology Group (9, 10).
We found some differences between the subsamples.
Psych-CP were more often female, single and belonged to
the IFSI-group III with chronic scratch lesions. The association between psychological factors in CP, female sex and

Table IV. Comparison of chronic pruritus (CP) patients diagnosed with somatoform (“psychogenic”) pruritus or psychological factors
associated with pruritus (Psych-CP; n = 331) (ICD-10: F45 or F54) and those without a psychiatric history (Non-Psych-CP ; n =3,391)
group regarding fulfillment of the diagnostic criteria for psychogenic itch (9)

Compulsory criteria
- Localized or generalized pruritus ”sine materia” (without primary skin lesions) (n = 3,722)
- Chronic pruritus (> 6 weeks) (n = 3,659)
- No somatic cause (n = 3,265)
All 3 compulsory criteria fulfilled (6,374)
Optional criteria
- Chronologic relationship of pruritus with one or several life events that could have
psychological repercussions
- Variations in intensity associated with stress (n = 2,060)
- Nocturnal variations: itch (n = 3,084)
- only in daytime
- only at night
- day and night
- Predominance during rest or inaction (n = 1,521)
- Associated psychological disorder (psychological disorder in anamnesis) (n = 3,722)
- Pruritus that could be improved by psychotropic drugs?
Improvement not asked
Medication with antidepressants: (n = 1,025)
- Pruritus that could be improved by psychotherapies
All 3 compulsory criteria and ≥1 optional criteria fulfilled (n = 3,722)

Psych-CP
n (%)

Non-Psych-CP
n (%)

131 (45.3)
327 (99.4)
30 (9.7)
18 (5.4)

Statistics
Chi2

DF

p≤

d

1,635 (49.3)
3,299 (99.1)
309 (9.4)
221 (6.5)

1.68
0.35
0.44
0.58

1
1
1
1

0.195
0.554
0.834
0.445

0.04
0.02
0.02
0.02

157 (77.7)

906 (48.8)

61.2

1

0.001

0.35

123 (54.4)
7 (3.1)
96 (42.5)
61 (45.2)
240 (72.5)

1,671 (58.5)
158 (5.5)
1,029 (36.0)
527 (38.0)
0 (0.0)

5.31

2

0.070

2.66
2,628.2

1
1

0.103
0.001

0.08
3.10

26 (20.6)
Not asked
15 (4.5)

41 (12.0)

5.55

1

0.018

0.15

0.12

1

0.734

0.01

Not asked

168 (5.0)
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chronic scratch lesions is in line with previous findings. In
the general population, somatoform disorders have a higher
prevalence among women than among men (15% vs. 7%)
(18). Among CP patients, higher psychiatric comorbidity
has been reported for female CP patients than for male CP
patients (20, 21). Ständer et al. (22) reported that women
had more psychosomatic diseases underlying CP and that
they significantly more often showed a worsening of CP by
emotional and psychosomatic factors and also that women
significantly more often showed chronic scratch lesions
and prurigo nodularis, in contrast to men, who significantly
more frequently had CP on non-inflamed skin. A high prevalence of psychiatric comorbidity in patients with chronic
prurigo (which belong to IFSI group 3) has been reported
before, but in these patients, mainly anxiety and depression were investigated, and not specifically somatoform
pruritus or psychological factors in the etiology of pruritus
(8, 23–26). Akarsu et al. (27) reported psychological factors
associated with CP in 41.3% of a female sample (n = 80)
of CP patients with prurigo nodularis.
Psych-CP self-reported more pruritus triggers, especially “strain” and “emotional tension” and used more
emotional adjectives to describe their pruritus. Beginning
of the pruritus was more often on scalp, neck or hands and
they reported more often scratching till their skin showed
excoriations. They also had higher intensities of pruritus
at their first presentation at the CCP. In self-report scales,
they reported more impairment in life quality, anxiety
and depression. Of course, no single feature of these can
lead to the diagnosis of F45 or F54, as no feature occurs
exclusively in the Psych-CP group.
Also the fact that they reported more anxiety and depression in the self-report scales does not mean that these
aspects are necessarily triggering CP. Impairment of life
quality, depression and anxiety are often sequelae of CP,
suggesting the diagnosis of adjustment disorder (F43)
as a reaction to CP. This cannot be differentiated by the
questionnaires, as these are cross-sectional. The differentiation was made in the diagnostic interview, in which
the CP patients were asked whether their psychological
impairment (e.g. anxiety, depressed mood) developed after
the CP started, as a reaction to CP. Psychologic influences
on pruritus (F54 or F45) were diagnosed by asking the
patients if at onset of CP there were any special life events
and whether they experienced influences of life events,
stress or emotions on CP. This differentiation relies on the
patient`s memory and anamnestic statements and might
be faulty. Patients with psychologic influences on CP
may also develop adjustment disorder, in the sense of a
co-morbidity between F54/F45 and F43.2.
In a former paper we reported that (44.7%) of CP patients which were referred to our specialist consultation
and diagnosed with a psychiatric morbidity fulfilled criteria for more than one psychiatric/psychosomatic diagnosis
(14). The main factors associated with a specialist PP
referral were female sex, number of comorbidities, chronic
www.medicaljournals.se/acta

scratch lesions and psychological burden (14). Of these,
female sex, chronic scratch lesions and psychological
burden were also associated with psychologic influences
on CP in our present analysis. This could be an indicator
that dermatologists already associate these factors with a
need for a specialist PP referral.
The 3 compulsory diagnostic criteria for psychogenic
of the French Dermatology Group were fulfilled only by a
very small number of patients. This was mainly due to the
criterium “no somatic cause” which necessitates extensive
work-up and follow-up of the patient and is thus hard to
confirm in CP. From the optional criteria, the clearest
applicability could be found for “variations in intensity
associated with stress” while “nocturnal variations” showed only a trend towards significance.
We conclude that these criteria, as they are formulated now, may be helpful in diagnosing somatoform itch
(F45.8), which, however seems to occur quite rarely.
The compulsory criteria are, however, not helpful for the
diagnosis of psychological factors in itch (F54), as these
may occur in addition to an organic cause of pruritus and
also in patients with primary skin lesions. However, some
of the optional criteria might be helpful for the diagnosis
of psychological factors in itch (F54), namely variations
in CP intensity associated with stress and a chronologic
relationship of pruritus with life events that could have
psychological repercussions (9).

Limitations
However, there are a number of limitations to our approach. As this is a clinical study, heterogeneous numbers of patients filled in the Neuroderm items and other
questionnaires. It would be preferable if all CP patients
responded to all items. Statistically, the numbers between
the subgroups were very different and we did not correct for multiple testing. Most effect sizes were in the
small to medium range. The subgroup with no history
of psychiatric disease did not undergo specialized PP
diagnostics. Accordingly, it cannot be ruled out that a
certain percentage of them also fulfilled the F45/F54
diagnostic criteria. However, this would probably only
diminish the differences between the subgroups, not
enhance them; therefore, the differences we found can be
regarded as relevant, but there may be others which we
did not detect. Also, this is an exploratory retrospective
study. The differences we found have to be reproduced
and validated prospectively. Not all of the criteria for
psychogenic itch of the French Dermatology Group are
part of the routine diagnostics at the CCP.
Conclusions
From our data, we can still draw some preliminary conclusions. The criterium “no organic cause” seems to be
hard to confirm in CP, pruritus of multifactorial origin
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is much more frequent. There is a clinically relevant
number of patients among those with CP of multifactorial
origin in whom pruritus is influenced by psychological
factors; these also could be relevant for treatment response and should be taken into consideration in their
treatment (8, 17). In a previous study, our group found
predominant psychogenically induced pruritus, in the
sense of dissociative or somatoform disorder (F44, F45),
in only 5.5% of the sample (6 out of 109 patients). The
most frequent diagnosis was “psychological or behavioral factors associated with disorders or diseases classified
elsewhere” (F54), in the sense of a psychological component in the etiology and course of CP (8). This finding
has been replicated by the data presented here. Therefore,
we conclude that the diagnosis “psychological factors
associated with etiology and course of CP (F54 in ICD10)” is clinically more relevant than that of “somatoform
pruritus” (F45.8).
Indicators for Psych-CP could be relevant in chronic
scratch lesions, scratching until occurrence of excoriations,
reporting of the triggers stress, strain, emotional tension
and using emotional adjectives when describing their CP.
Some of these might be useful in dermatological practice,
e.g. the question whether CP was increased by stress or
emotional tension could be easily integrated into the dermatological case history. Also higher levels of pruritus,
impairment in life quality, anxiety and depression (which
could be recorded by questionnaires) might be suggestive
of the diagnosis of “psychological factors associated with
etiology and course of CP (F54 in ICD-10)”. In our next
study, we plan to validate these criteria prospectively.
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