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ABSTRACT 

 

Psychophysiological skin disorders affect a large number of people and are associated with a 

heavy burden of disease worldwide. It was reported that at least 30% of patients with skin 

disorders have significant psychological co-morbidities. Many studies only focus on the 

pathological aspects of these skin ailments, as well as the impact of psychological distress and 

poor mental health. However, it remains imperative to establish factors that enable these 

patients to develop their personal strength, to increase their self-esteem, and to receive adequate 

support. Thus, the aim of this study was to expand on this body of research by investigating 

the relationship between self-esteem and posttraumatic growth, as well as whether perceived 

social support moderates or mediates the relationship between self-esteem and posttraumatic 

growth in participants living with psychophysiological skin disorders.  

A sample of 100 participants aged between 18 and 60 years, who met one of the four types of 

psychophysiological skin disorders that this study included namely, Atopic Dermatitis, 

Psoriasis, Pruritus, and Alopecia were obtained from a hospital in Bloemfontein, Free State. 

Participants were selected using a non-probability, convenience sampling method. For the 

purpose of this study, a quantitative, non-experimental and correlational research design was 

utilised.  

The Statistical Package of the Social Sciences (SPSS) version 28 was employed to analyse the 

results of the study. In particular, the Pearson product-moment correlation coefficients and 

multiple hierarchical regression analyses were performed to investigate the research objectives 

respectively. Results indicated that there is indeed a significant positive relationship between 

self-esteem and posttraumatic growth, with coefficients indicating a moderate to large effect 

size. Emotional-informational support, as an aspect of perceived social support, acts as a 

moderator between self-esteem and posttraumatic growth. Further, tangible support as an 

aspect of perceived social support did not moderate/mediate the relationship between self-

esteem and posttraumatic growth.  

The current study’s findings emphasise the implication of distinguishing between the 

emotional-informational and tangible dimensions of perceived social support in aiding 

increased self-esteem and posttraumatic growth amongst participants living with 

psychophysiological skin disorders.  

 

Keywords: Perceived social support, emotional-informational support, tangible support self-

esteem, posttraumatic growth, psychophysiological skin disorders.
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INTRODUCTION 

 

The role of perceived social support in the relationships between self-esteem and 

posttraumatic growth in participants living with psychophysiological skin disorders 

 Psychophysiological skin disorders such as Psoriasis, Eczema, Alopecia, and Acne, 

are recognised as disorders significantly influenced by stress (Folks & Warnock, 2001; 

Koo & Lebwohl, 2001; Papadopoulos et al., 1998). These skin ailments vary from one 

another but are all associated with substantial burdens (Koo & Lee, 2001; Walker & 

Puder, 2019). Significantly, they unfavourably affect patients' quality of life and can 

induce posttraumatic distress (Shen et al., 2020; Van Der Donk et al., 1994; Zhai at al., 

2014). In addition, people with these disorders may experience low self-esteem, loss of 

efficiency and personal strength, problematic interpersonal relationships, and 

stigmatisation (Nevitt & Hutchinson, 1996; Picardi & Abeni, 2001; Picardi et al., 2005; 

Ahmed et al., 2013; Sharma et al., 2018). At least 30% of patients with skin disorders 

have significant psychological co-morbidities (Picardi & Abeni, 2001). However, the 

possibilities for mitigating psychological stressors and identifying post-trauma growth or 

intervention are often ignored in this population because many skin disorders are 

dismissed as insignificant and of minor cosmetic consequence (Kantor, 2021).  

Previous studies focused extensively on the pathological aspects of 

psychophysiological disorders concerning self-esteem, perceived social support, and skin 

research in general (Ahmed et al., 2013; Lyakhovitsky et al., 2017; Sharma et al., 2018).   

The addition of positive psychology perspectives to treatment modalities for these 

patients, and their feasibility, have been essentially ignored in the context of 

psychophysiological skin patients (Ghosh & Deb, 2017; Koblenzer, 2005). Subsequently, 
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an abundance of literature reports has been generated that show the benefit of having 

perceived social support and high self-esteem, which undoubtedly play a role in 

developing positive psychological changes after trauma (Tedeschi & Calhoun, 1996; 

2004; Thompson & Kent, 2001; Walker & Papadopoulos, 2005). In exploring 

psychosocial effects, Teoh and Rose (2001) reported that perceived social support was 

low in the psychophysiological population and found that anxiety, social difficulties, and 

low self-esteem were significant contributing factors. Studies that focused on positive 

psychological outcomes were conducted mainly amongst patients with chronic pain and 

physical disability to determine the feasibility of positive psychological outcomes (Müller 

et al., 2016; Ghosh & Deb, 2017). Gosh and Deb (2017) realised that positive psychology 

perspectives were largely ignored amongst patients with skin conditions. Hence, the 

current study aims to examine the role of perceived social support on the relationship 

between self-esteem and posttraumatic growth among participants with particular 

psychophysiological skin disorders.
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Literature Review 

 

Overarching Theoretical Frameworks  

 Positive Psychology 

 

 Positive psychology has been defined as the “scientific study of human strengths and 

values” (Sheldon & King, 2001). It is concerned with developing knowledge of the processes 

and factors that allow individuals to flourish. The philosophical approach of positive 

psychology underpins this study because it makes important contribution to understanding 

responses following adverse events (Brooks, 2018). Traditionally, clinical psychology was 

dominated by a rigid ‘illness ideology’ that was concerned with distress and dysfunction in 

the form of psychopathology (Cowen & Kilmer, 2002; Maddux, 2008). Psychological 

disorders were therefore viewed as the individual’s burden, rather than their interactions 

within the social environment (Maddux & Lopez, 2015). A further consequence of this 

focused on only alleviating distress, at the expense of promoting positive wellbeing (Maddux, 

2008).   

In contrast to the illness ideology, the positive psychological perspective is more 

flexible and inclusive. It is concerned with everyday problems that affect many people, as 

well as more ‘extreme’ psychopathology which affects a smaller proportion of the population 

(Csikszentmihalyi &Seligman, 2000; Magyar-Moe et al., 2015). Therefore, positive 

psychology recognises the role of the social, cultural, and environmental factors in 

aetiological difficulties (Maddux & Lopez, 2015; Seligman & Csikszentmihalyi, 2014). In 

relation to this study and looking at the wider positive psychological context, the goal of 

researchers is to emphasise the potential for positive as well as negative change, and 

challenge assumptions that any distress is somehow reflective of pathology (Calhoun & 

Tedeschi, 2014). 
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 The Functional-Descriptive Model (FDM) 

The Functional-Descriptive model (FDM) which was introduced by Tedeschi and 

Calhoun (1996) and subsequently revised (Calhoun et al., 2010; Tedeschi & Calhoun, 

2004), was the first theory that outlined the psychological processes responsible for 

posttraumatic growth (PTG).  This model presents the argument that adverse experiences 

perceived to be sufficiently profound can destroy existing views about the self and the 

world (Calhoun et al., 2010; Tedeschi et al., 2018). This can trigger automatic and 

intrusive rumination processes which may be distressing, but ultimately lead to more 

deliberate attempts to consider the meaning behind the experience (Brooks, 2018). This 

deliberate form of rumination can promote the search for meaning (Calhoun et al., 2010). 

However, individual differences may predispose some people to more growth than others. 

Tedeschi and Calhoun (2004) suggest that the transition from intrusive to deliberate forms 

of rumination is aided by socio-cultural factors, such as social support and coping. 

FDM focuses on five factors that identify positive changes that take place during 

PTG. These changes are named as:  "perception of self, improved interpersonal relationships, 

altered life philosophy, changes in religion and spirituality, and new directions in life" 

(Calhoun et al., 2010; Linley & Joseph, 2004, p.11; Tedeschi & Calhoun, 1996). Such 

positive changes can underpin a whole new way of living that embraces the central tenets of 

positive psychology, specifically, the experience of positive emotion, the finding of purpose 

and meaning, a higher capacity of coping, and building strengths and virtues (Juczyński & 

Ogińska-Bulik, 2012; Seligman, 2012; Taku & Britton, 2018). 
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Psychophysiological Skin Disorders 

Psychophysiological skin disorders are diseases of the skin known to be precipitated, 

or exacerbated, by stress (Kantor, 2021; Koo & Lee, 2003; Walker & Papadopoulos, 

2005). Moreover, they are classically described as associated with emotional and 

psychological states of the patient (Shen et al., 2020; Koo & Lebwohl, 2001). Jafferany 

(2007) explains that they are more than an affliction of the skin; they also affect the mind 

of individuals and their families. They typically give rise to vicious scratching cycles that 

can lead to increased inflammation with subsequent pruritus, and sometimes excoriation 

and infection, simultaneously affecting psychological functioning (Jafferany, 2007).  

Despite the differences in explaining psychophysiological skin disorders, the common 

consensus is that they are exacerbated by emotional stress and/or anxiety in a significant 

number of cases (Jafferany, 2007; Kantor, 2021; Koo & Lee, 2003).  

The adverse effects people with psychophysiological skin disorders often relate to 

are challenges with appearance. The skin is the body's most visible and largest organ, and 

outside appearance influences how a person perceives oneself and equally how this 

person is perceived by other people (Fox et al., 2007; Sharma et al., 2018). In addition, 

the quality of the skin may be significant in terms of coping in social situations, receiving 

social support, adaptation to fulfilled roles, fulfilling social and professional 

requirements, and personal needs (Miniszewska, 2015; Shen et al., 2020; Walker & 

Papadopoulos, 2005). As a result, patients with psychophysiological skin disorders often 

experience low self-esteem and limited perceived social support, that leads to impeding 

growth from such a challenging disorder.  
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Posttraumatic Growth 

 PTG refers to positive psychological changes that develop due to attempts to cope 

with the consequences of highly challenging life circumstances (Tedeschi & Calhoun, 

1996; 2004; Tedeschi et al., 2018).  Similarly, other studies have described PTG as the 

experience of positive adjustment resulting from how a person responds and rebuilds 

following a life-altering event (Kashdan & Kane, 2011). A significant drawback amongst 

PTG studies is that their authors tend to equate PTG implicitly or explicitly with resilience 

(Westphal & Bonanno, 2007).  Tedeschi and Calhoun (2006) distinguish the two 

concepts, emphasising that development following trauma results from transformation, 

which means cognitive rebuilding. Resiliency assumes an ability to move forward with 

life after adversity, whereas PTG involves a movement beyond pre-trauma levels of 

adaptation (Ogińska-Bulik & Kobylarczyk, 2016; Westphal & Bonanno, 2007).  

Evidently, qualitative studies have revealed themes of personal growth after living 

with chronic pain conditions, the process of grief, and severe physical trauma (Collins et 

al., 2014; Tallman & Hoffman, 2017). One study of Swedish women with fibromyalgia, 

or chronic fatigue syndrome, described positive aspects of their illness experience, 

including increased self-respect, integrity, and an enhanced sense of what is essential in 

life (Asbring, 2001). Thus, the development of PTG can lead to a “sense of wisdom and 

greater satisfaction” (Jayawickreme & Blackie, 2014). 

While PTG increases personal strength, when considered within the 

psychophysiological skin population, it is limiting. By itself, traditional psychology's 

approach to transformative change is a problem-oriented one, because it is assumed that 

distress is the problem and that change means avoiding, or fixing the problem, to maintain 

baseline well-being (Shuwiekh et al., 2018). Thus, positive psychology perspectives are 
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often ignored, reflecting the relative lack of importance attached to the psychological 

growth of those with skin disorders (Evers et al., 2005; Kanji, 2019; Walker & 

Papadopoulos, 2005). Due to the health benefits of PTG (Sztonyk & Formella, 2020; Zhai 

et al., 2014), clinicians working with this population could benefit by understanding how 

to foster PTG to ensure a holistic approach. A critical study that addressed PTG within 

the psychophysiological population was conducted by Zhai et al. (2014). The study found 

that similar to other populations dealing with trauma and adversity, these patients reported 

PTG (Zhai et al., 2014). The changes people experience is also dependent on their own 

predictors of self-esteem; previous literature supports a positive association between self-

esteem and PTG (Taku & Britton, 2018). 

Self-esteem 

Self-esteem is one of the most widely studied constructs in the social and behavioural 

sciences; in fact, self-esteem is defined by research in various ways. For instance, it is a 

subjective state of feeling, formed by the individual's realistic evaluation of himself or 

herself (Sharma et al., 2018); a personal psychological characteristic relating to self-

judgment based on one's values (Alesi et al., 2012), and an awareness of one's emotional 

evaluation of one's self-worth (Schunk, 1985). Significantly, self-esteem is also one of 

the most controversial constructs. Persistent debate surrounds nearly all aspects of self-

esteem, including whether it is more trait- or state-like, if it is causally related to important 

life outcomes, and whether it is distinct from constructs such as depression or narcissism 

(Donnellan et al., 2011, as cited in Chamorro-Premuzic et al., 2015). The most common 

definition of self-esteem is Rosenberg’s global self-esteem: ‘the individual's positive or 

negative attitude toward the self as a totality’, which is further defined as the value of the 

sense of worth an individual subjectively perceives about themselves (Rosenberg, 1989; 

Rosenberg, et.al., 1995). From this perspective, it is irrelevant how a person's self-esteem 



8 
 

is compared to a particular validity criterion (Donnellan et al.,2011, as cited in Chamorro-

Premuzic et al, 2015). 

Studies have primarily pointed out predictors of self-esteem (Taku & Britton, 2018). 

Typically, having a higher level of self-esteem as a baseline serves as a protective factor 

(Tedeschi & Calhoun, 1996; 2004; Thompson & Kent, 2001; Walker & Papadopoulos, 

2005). Individuals who have high self-esteem are equipped with inner resources such as 

identifying positive evaluations about the self, and a high sense of efficacy to cope with 

adversity (Carver & Scheier, 2001; Giannopoulou et al., 2006; Joseph et al., 2012; Linley 

& Joseph, 2004). According to Rosenberg (1989), a high self-esteem emerges from an 

individual’s feelings of worthiness, thus thinking well of themselves; conversely, low 

self-esteem creates the feeling of self-rejection and self-disapproval. 

Low self-esteem can reduce the quality of a person’s life in many different ways, not 

the least of which is constant self-criticism, leading to persistent feelings of sadness, 

depression, anxiety, anger, shame or guilt (Orth & Robins, 2014). It can also lead to 

relationship problems, doubting abilities or avoiding challenges. Thus, a person with low 

self-esteem finds it hard to cope with a challenging life event because they already believe 

themselves to be ‘hopeless’ (Orth & Robins, 2014). Ginsburg and Link (1989) identified 

five dimensions that contribute to low self-esteem: 1) anticipation of rejection, 2) feelings 

of being flawed, 3) sensitivity to the attitudes of others, 4) guilt and shame, and 5) 

secretiveness. These dimensions can be caused from many factors such as poor treatment 

from a partner, financial trouble, and even from an ongoing medical condition like a 

psychophysiological skin disorder. 

Consequently, people living with psychophysiological skin disorders experience 

adverse effects on their self-esteem, especially pertaining to undesirable psychological 
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changes and coping mechanisms (Ahmed et al., 2013; Nevitt & Hutchinson, 1996; Picardi 

et al., 2005; Thompson & Kent, 2001; Verhoeven et al., 2008). People with skin problems 

feel embarrassment and distress due to the fact that their affliction is visible to others, 

which further impairs their self-esteem (Fox et al., 2007; Ginsburg & Link, 1989; Reddy 

et al., 2017; Walker & Papadopoulos, 2005). They have also suffered immense neglect 

and stigmatisation by friends, family members, and even healthcare professionals 

(Bewley, 2017; Shah, 2018; Thompson & Kent, 2001; Walker & Papadopoulos, 2005; 

Zaidi et al., 2019). Specifically, this stigmatisation reinforces the feelings of shame (Fox 

et al., 2007; Kantor, 2021). It is therefore crucial to investigate whether people with 

psychophysiological disorders can reach higher self-esteem, that is linked to social 

evaluation and perceived social support (Cobb, 1976; Thompson & Kent, 2001). 

Perceived Social Support 

Perceived social support refers to the adequacy of a social connection, specifically 

how an individual evaluates the relationship (Eagle et al., 2019). This contrasts with 

general social support, which is the experience of being cared about and loved by others 

present in one's life, without necessarily questioning its adequacy (Yasin & Dzulkifli, 

2010). Because perceived social support has been hampered by vague definitions, this 

contrast is significant, (Procidano & Smith, 1997). As such, Sarason et al. (1990) defined 

it as a sense of acceptance, whereas others have demonstrated that general, support-

related cognitive schemas predict more specific support perceptions (Lakey & Cassady, 

1990; Lakey & Dickinson, 1994). Therefore, with the help of academic enrichment, 

attention to the assumptions reflected in assessment approaches, and increased specificity 

regarding contexts in which support perceptions arise, has revolutionised how perceived 

social support is contemporarily defined.  



10 
 

Studies have suggested that perceived social support is a critical determinant of 

efficient coping with trauma and resultant positive changes (Ogińska-Bulik, 2013). 

However, perceived social support is complex because it plays an intervening variable 

between an individual's personal characteristics and the process of developing positive 

posttraumatic changes (Ogińska-Bulik, 2013; Sztonyk & Formella, 2020). Studies 

investigating perceived social support primarily focus on tangible support and emotional-

informational support (Beutel et al., 2017; Zimet et al., 1988). Tangible support refers to 

providing financial assistance, material goods, or services such as preparing meals if one 

cannot do it themselves (Beutel et al., 2017). Emotional-informational support refers to 

giving guidance, the availability to share sad and pleasant events, and obtain support when 

faced with stress (Beutel et al., 2017; Evers et al., 2005; Zimet et al., 1988). Many studies 

have revealed that the perceived support that family members and friends provide may 

protect people from developing psychological distress (Cohen & Wills, 1985; Evers et 

al., 2005; Poudel et al., 2015). 

According to Lakey and Orehek (2011), people need continuing personal 

relationships for psychological well-being. Relationships provide opportunities for 

everyday ordinary social interactions and shared activities, and primarily through these 

routine interactions and exchanges, recipients regulate their affect, actions, and thoughts. 

Social interactions that successfully regulate affect assist to affirm perceived social 

support and psychological well-being (Rodriguez et al., 2019). Thus, the observed main 

effects between perceived social support and mental health can reflect these routine, 

ordinary social interactions. 

People living with psychophysiological skin disorders typically perceive having 

limited social support because their disorder is often associated with contagion 
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(Kleinman, 1988; Walker & Papadopoulos, 2005; Shah, 2018). Perceptions have also 

shown that visibility of a skin disfigurement prevents others from approaching (Basavaraj 

et al., 2010; Thompson & Kent, 2001; Walker & Papadopoulos, 2005). These stilted 

reactions of others typically result in spirals of aversive emotional responses and social 

avoidance (Cash & Smolak, 2011; Thompson & Kent, 2001). Based on the 

aforementioned, the following research problem and objectives were formulated (below). 

 

Research Aims and Objectives 

 

The aim of the study was to investigate the role of perceived social support in the 

relationship between self-esteem and posttraumatic growth in participants living with 

psychophysiological skin disorders. In helping to achieve the aim, the following research 

objectives were identified: 

Research Objective 1 

To investigate whether a significant relationship exists between self-esteem and 

posttraumatic growth in participants living with psychophysiological skin disorders. 

Research Objective 2 

To investigate if perceived social support mediate/moderate the relationship 

between self-esteem and posttraumatic growth in participants living with 

psychophysiological skin disorders. 

The research design and methodology will be discussed in the next paragraph. 
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Research Design and Methodology 

 

In order to address the above research objectives, a quantitative approach with a non-

experimental   and correlational research design was utilised (Stangor, 2015). A quantitative 

research method is a scientific approach that permits statistical, systematic and objective 

collection of data (Stangor, 2015). It allows for a study using a large sample group whereby 

results can be generalised and used to make predictions (Brent & Kraska, 2010). Non-

experimental research does not control, manipulate or interfere with the variables of the study 

(Brent & Kraska, 2010; Fouche & De Vos, 2009; Gravetter & Forzano 2003). A cross-

sectional design was utilised to determine the strength and direction of the relationships 

between two or more variables (Stangor, 2011). 

Participants and sampling procedure 

 

A sample of 100 participants with psychophysiological skin disorders, namely, Psoriasis, 

Atopic Dermatitis, Alopecia and Pruritus were recruited. All participants were screened and 

diagnosed by a designated dermatologist employed at a hospital in Bloemfontein, Free State. 

Specifically, after their visit by the dermatologist, the participants were introduced to the 

study and if interested, were sent to the researcher’s office to participate.  Thus, participants 

were selected using a non-probability, convenience sampling method. This indicated that 

participants were not selected randomly from a population, but were selected based on 

convenient access, diagnosis, as well as availability (Maree & Pietersen, 2010).  Inclusion 

criteria were all participants aged between 18 and 60 years, diagnosed with 

psychophysiological skin disorders within the past six (6) to seventy-two (72) months. 

Participants younger than 18 years and older than 60 were excluded from the study, and those 

diagnosed with other skin disorders such as pathophysiological disorders. The participants 

further comprised of all genders and all races.  
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Ethical Consideration and Data collection 

 

Permission to collect the data was granted by the Ethics Committee of the Faculty of 

Humanities (GHREC), the Health Sciences Research Ethics Committee at the University of 

the Free State (UFS-HSD2020/1880/2004), and the Department of Health, Free State. 

Permission was also granted by the Dermatology department at one of the Bloemfontein 

hospitals, specifically by Dr Makhakhe. The written informed consent of participants was 

obtained before the commencement of data collection. Other ethical principles considered 

included confidentiality, anonymity, voluntary participation, and withdrawal, as well as 

justice and non-maleficence (National Commission for the Protection of Human Subjects of 

Biomedical and Behavioral Research, 1979).  

Letters explaining the study, including the risks thereof, were distributed to all 

participants. Data were collected using standardised questionnaires administered to 

participants at the hospital during clinic days. They were also given the opportunity to ask 

questions related to the intended research. According to the Health Professions Council of 

South Africa (HPCSA, 2016), participating in a research study is voluntary.  Participants 

were informed that they have the right to withdraw from the study at any time. Once they 

agreed to take part in the study, participants were asked to provide written consent.  

Each participant’s anonymity was respected throughout the process by ensuring that no 

personal information, such as their name and surname, were placed on the questionnaires. 

Questionnaires were made available in booklet form and were verbally administered to 

participants in their own home language if there was a need (Sesotho, Afrikaans and English). 

The questionnaires took approximately ten minutes to complete. The researcher/research 

assistant were available to answer and clarify any questions from the participants.  

Participants were informed that any identifiable information would be held in the strictest 
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confidence and that hard copies of their answers would be stored by the researcher for a 

period of five years, in a locked cupboard/filing cabinet in the Department of Psychology for 

future academic purposes. Additionally, participants were informed that electronic 

information is stored on a password-protected computer and encrypted word document files.  

Finally, the basic ethical principles that are particularly relevant to the ethics of research 

involving human participants : the principles of respect of persons, beneficence and 

justice were dutifully upheld (National Commission for the Protection of Human 

Subjects of Biomedical and Behavioral Research, 1979)   In this regard, participants 

entered into the research study voluntarily and with adequate information. The study 

was conducted with the intention to ensure that there will not be any physical, social, 

psychological, or economic harm caused to the participants. Efforts were also made to 

secure participants’ wellbeing as they were informed that counselling and support 

services were available for participants who experienced any emotional distress during 

the study at either Gateway Mental Health Clinic or Pelonomi Academic Hospital, both 

in Bloemfontein, and within reasonable proximity to the site of the study. This would be 

via the casualty/outpatient Department with a referral (see Appendix H). Finally, Allan 

(2015) explains that the ethical principle of justice pertains to treating participants 

fairly, objectively and without bias. This was achieved by ensuring that all potential 

participants had an equal chance of being chosen to participate in the study.   

 

Characteristics of sample 

The 100 participants were heterogenous, comprising of all genders and ethnic groups. 

With the exception of age and how long they have been diagnosed, all other biographical 

variables were measured on the nominal scale. The average age of the total study group was 

39.9 years with a standard deviation of 12.5 years. Their ages range from 18 to 60 years. The 
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average number of months that they were diagnosed was 39.7 (3 years and 3 months) with a 

standard deviation of 18.9 months. Information on the distribution of the 100 participants 

regarding the four variables that were measured on the nominal scale are presented in Table 

1. 

 

Table 1  

Frequency distribution of biographical variables 

Biographical variables N % 

Gender:   

  Male 39 39.0 

  Female 61 61.0 

Ethnicity:   

  African/Black 72 72.0 

  Coloured 4 4.0 

  Indian 1 1.0 

  White 23 23.0 

Home language:   

  English 13 13.0 

  Afrikaans 17 17.0 

  isiXhosa 12 12.0 

  isiZulu 1 1.0 

  SeSotho 52 52.0 

  Tshivenda 1 1.0 

  Setswana 4 4.0 

Type of skin disorder   

  Atopic Dermatitis 34 34.0 

  Psoriasis 25 25.0 

  Alopecia (Clinical sign) 12 12.0 

  Pruritus (Clinical sign) 29 29.0 

 

Of the total group 61% consisted of female while 39% were male. With regard to 

ethnicity, African/Black was the predominant ethnic group at 72%, followed by White 

at 23%, Coloured at 4%, and Indian comprised 1% of the study population. 

Furthermore, the majority of the population’s home language was Sesotho (52%), 

Afrikaans (17%), and English (13%). In addition, the psychophysiological skin 
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conditions were reported in terms of occurrence: Atopic Dermatitis (34%), followed by 

Pruritis (29%), Psoriasis (25%), and Alopecia (12%). It is important to note that these 

disorders were reviewed independently from pruritis because pruritis i.e., itching, can be 

a symptom of the other skin disorders mentioned.  

Measuring instruments 

 

The measuring instruments used to measure the variables (above) will now be discussed.   

The Posttraumatic Growth Inventory (PTGI) (Tedeschi & Calhoun, 1996) was used to 

measure the participants’ positive outcomes after the experience of a traumatic event.  It 

consisted of 21 items with on a six-point Likert- type scale, ranging from 0 (“No change as a 

result of my crisis”) to 5 (“I experienced a great change as a result of my crisis”). Lower 

scores indicated minor changes, with higher scores indicating a greater degree of change in 

the experience of positive growth. It also utilises five factors namely, new possibilities, 

relating to others, personal strength, spiritual change, and appreciation of life (Tedeschi & 

Calhoun, 1996).  The PTGI demonstrated good psychometric properties, with the Cronbach´s 

alpha suggesting an internal consistency of .67 to .85 depending on the population and the 

traumatic event (Tedeschi & Calhoun, 2006). In a South African study, the Cronbach’s alpha 

was .95 suggesting that the PTGI is suitable in the South African context (Walker-Williams 

et al., 2012). 

The Brief Social Support Scale (Beutel et al, 2017) was used to determine the 

participants’ perceived social support based on the amount of tangible, emotional and 

informational support available. It consisted of six items and two subscales (tangible and 

emotional- informational support; three items each) on a four-point Likert-type scale ranging 

from 1 (“never”) to 4 (“always”). Lower scores indicated negative perceived support, and 

higher scores indicated positive perceived support. It demonstrated good psychometric 

properties, with Cronbach´s alpha suggesting a strong internal consistency: “emotional-
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informational support” α = .87; “tangible support” α = .86; “overall” α = .86 (Beutel et al., 

2017, p.9). 

The Rosenberg Self-esteem Scale (RSES) (Rosenberg, 1965) was used to assess the 

participants’ level of self-esteem based on perception of worth. It consisted of 10 items on a 

four-point Likert-type scale ranging from 1 (“strongly disagree”) to 4 (“strongly agree”). 

Total scores ranged from 10 to 40, with lower scores representing lower self-esteem. It 

demonstrated good psychometric properties, with Cronbach’s alpha suggesting a strong 

internal consistency ranging between .77 and .88 (Rosenberg, 1965). In an African study, 

Cronbach’s alpha was .63 for the RSES, which is generally considered good (Oladipo & 

Kalule-Sabiti, 2014). 

The reliability coefficients of the respective measuring instruments were calculated 

using Cronbach's  coefficients and the Omega coefficient. This is displayed in Table 2.  

 

Table 2  

Reliability of Measuring Instruments and Subscales  

Measurement scale -coefficient Omega-coefficient 

Posttraumatic Growth   

  Factor 1: Relating to Others .913 .915 

  Factor 2: New possibilities .892 .894 

  Factor 3: Personal Strength .865 .869 

  Factor 4: Spiritual Change .656 .656 

  Factor 5: Appreciation of Life .855 .855 

Self-esteem .827 .835 

Perceived Social Support   

  Tangible .933 .935 

  Emotional-informational 0.883 .887 
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Reliability coefficients of 0.7 or higher is deemed acceptable in studies within the 

social sciences context (Lance et al. 2006). From Table 2 it is clear that except for 

Spiritual Change, all the scales had acceptable reliability indices and that they can be 

used in the analyses that will follow. 

Data analysis procedure 

 

The Statistical Package of the Social Sciences (SPSS) version 28 (IBM Corp, 2017) 

was employed to analyse the results of the study. The Pearson product-moment 

correlations coefficients were used to investigate the first research objective. Multiple 

hierarchical regression analyses were performed to investigate the second research 

objective, specifically the possible role that perceived social support may play in the 

relationship between self-esteem and post-traumatic growth in participants living with 

psychophysiological skin disorders. The possible role referred to is whether perceived 

social support mediates or moderates the relationship. A mediator variable is identified 

by the degree to which it manages to explain the relationship between the predictor 

(independent) and the criterion variable (dependent). In other words, mediation refers to 

the situation where the relationship between the predictor variable and the criterion 

variable can be explained by their relationship to a third variable (the mediator). A 

moderator variable also influences the direction and/or strength of the relationship 

between the predictor and criterion variables (Baron & Kenny, 1986; Field, 2013; Gelman 

& Hill, 2006). 

To determine whether the intervening variable(s) appear as a mediator or moderator in 

the relationship between the independent and dependent variables, different steps are 

performed in the hierarchical regression procedure. In the first step, the analysis of single 

variables is handled. One of the psychological well-being variables is firstly added to the 
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regression equation to determine its unique contribution. During step two, both the 

independent and intervening variables (self-esteem variable and one of the perceived 

social support scales) are added to the equation. In this way, each of the predictor 

variables' significant proportional contribution to the prediction of the criterion variable 

(one of the post-traumatic growth scales, eg personal growth) is determined. In the third 

step, the product is examined between the independent variable (self-esteem) and 

perceived social support (each scale separately), in the prediction of post-traumatic 

growth (each scale separately). 

When dealing with the product between two variables, it is important to avoid multi-

collinearity (Howell, 2013). For this purpose, the variance scores of the relevant variables 

were first calculated and then the product was calculated between the two sets of variance 

scores. By following this procedure, you can make the following deductions: 

 If the calculated Beta coefficient of the independent variable (self-esteem) 

produces a significant Beta-coefficient in step 1, but a negligible coefficient in 

step 2 (when one of the perceived social support scales, e.g., tangible support, is 

added) it can be concluded that tangible support indeed mediates the relationship 

between self-esteem and post-traumatic growth (e.g., personal growth). 

 If the calculated beta coefficient of the product term (step 3, in this case, between 

self-esteem and tangible support) is significant, it can be deduced that there is a 

significant interaction, which is then indicative of a moderator effect (Howell, 

2013). 

Both the 1% as well as 5% level 1 – to – 5% level of significance were used. To 

determine a significant interaction effect, a lessened p-value of 0.1 was applied (Aiken et 

al., 1991). 
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Results 

In this section the results obtained in this study will be presented and discussed. 

Firstly, the distribution of data for the relevant variables will presented. Table 3 

provides more detail on the distribution of data by means of descriptive statistics 

(means, standard deviations, skewness, and kurtoses) for the variables that will be used 

in the analyses. 

Table 3  

Means, Standard Deviations, Skewness and Kurtoses for the Variables 

Variable Mean Sd* Skewness Kurtosis 

Posttraumatic Growth     

  Factor 1: Relating to 

Others 

21.00 8.16 -.335 -.792 

  Factor 2: New possibilities 13.51 6.31 -.125 -.869 

  Factor 3: Personal 

Strength 

12.64 4.53 -.322 -.791 

  Factor 5: Appreciation of 

Life 

8.58 4.18 -.345 -.951 

Self-esteem 28.99 4.28 .040 -.080 

Perceived Social Support     

  Tangible 6.85 3.30 .276 -1.312 

  Emotional-informational 7.69 2.57 -.028 -.954 

Note: * standard deviation 

According to Peat et al. (2008), a range between -1 and +1 indicated slight skewness, 

while values between -2 and +2 indicated moderate skewness. For kurtosis, a normal 

distribution is between -3 and +3 (Brown, 1997). From Table 3, it is clear that for all the 

relevant variables the skewness, and kurtoses values fall within the normal limits and 

can therefore be used to investigate the formulated research objectives. 
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To investigate the first research objective, Pearson's product moment correlation 

coefficients were utilised to analyse the relationship between self-esteem and post-

traumatic growth in participants living with psychophysiological skin disorders. The 

correlation coefficients between all the relevant variables (independent, dependent and 

intervening) are presented in Table 4 for the total group. 

Table 4  

Correlations between all the Variables for the Total Group (N=100) 

Variable F1 F2 F3 F5 Ros Tan Emo 

Factor 1 (F1) - .79* .81* .73* .56* .36* .56* 

Factor 2 (F2)  - .83* .85* .39* .52* .58* 

Factor 3 (F3)   - .82* .48* .40* .48* 

Factor 5 (F5)    - .45* .47* .49* 

Self-esteem (Ros)     - .15 .32* 

Tangible (Tan)      - .65* 

Emotional (Emo)       - 

*  p ≤ 0.01 

From Table 4, it can be noted that the posttraumatic growth variables show a significantly 

positive relationship with self-esteem together with perceived social support. Cohen (2004) as 

cited in Aron et al. (2013) postulates that correlation coefficients of .10 and above hold a 

small effect size, .30 and above a medium effect size, and .50 and above a large effect size; 

thus, indicative of the practical significance of the correlations. The self-esteem variable in 

particular,  reported significantly positive correlations (1% significant level) with the PTG 

variables (F1, F2, F3,F5). Correlations reportedly ranged between moderate to large effect 

sizes which gives great practical value to the results. In answer to the first research objective, 

results show that the higher an individual’s self-esteem, the more likely they are to possess 

posttraumatic growth factors.  Similarly, the PSS variables (Tan and Emo) reported 

significantly positive correlations (1% significance level) with the PTG variables (F1, F2, F3, 
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F5), also ranging between moderate to large effect sizes. Thus, the more supported an 

individual perceives themselves to be, the more likely they are to reach posttraumatic growth. 

 

In addition, the correlation between self-esteem and emotional-informational support were of 

a large effect size, suggesting that if one perceives oneself as feeling cared for and supported 

from an empathic stance, there is a likelihood of having a higher self-esteem. However, the 

effect size in terms of the correlation between self-esteem and tangible support were of small 

effect and should be interpreted with caution. It appears as though self-esteem is related to the 

type of perceived social support and posttraumatic growth factors within an individual.  

 

To investigate the second research objective, multiple hierarchical regression 

analyses were conducted to determine the possible role (mediator or moderator) effect 

of perceived social support (two scales) on the relationship between self-esteem and 

posttraumatic growth (four scales) in participants living with psychophysiological skin 

disorders. Before the regression analyses were performed, the data were checked to 

ensure that all assumptions were met. Possible outliers, normality, multicollinearity, and 

homoscedasticity were investigated. Outliers were investigated through calculating 

Cook’s Test. The maximum value for the Cook’s Test was 0.258, thus, no outliers were 

identified (a value higher than 1 indicates the presence of outliers). To investigate the 

normality of data, the Shapiro-Wilk Test was used. Except for the self-esteem scores, 

the assumption of normality was violated (Shapiro-Wilk = p < 0.05). The violation was 

in line with the expected results, in that participants with a specific skin disorder would 

tend to obtain scores that deviate from the scores of a sample from a normal population. 

In other words, the distribution accurately reflected where the group should be in terms 

of the measured variables. The assumption about multicollinearity was investigated 

through the Variance Inflation factor (VIF). According to De Jongh et al. (2015) the 
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VIF thresholds of 5 are common for relatively small data sets and 10 for large data sets. 

The VIF-value ranged from 1.121 to 1.911 which are significantly lower than 5. It can 

be concluded that the assumption of multicollinearity was not violated. Lastly, the 

assumption of homogeneity of variance was investigated. Standardised residual values 

were calculated for each of the four dependent measurements. The lowest minimum and 

highest maximum standardised residual values were -3.036 and 2.467 which fall within 

the acceptable ranges of -3 and +3.  

The analysis reflected in Table 5 investigated the role of tangible support (as 

perceived social support aspect) in the relationship between self-esteem and 

posttraumatic growth (relating to others, new possibilities, personal strength, and 

appreciation of life) in participants living with psychophysiological skin disorders. 

Table 5:   

Hierarchical Regression Analysis Predicting Posttraumatic Growth with Self-esteem as 

Independent Variable and Tangible (perceived social support) as Intervening Variable 

Variables Step 1 Step 2 Step 3 

Factor 1: Relating to Others 

+Self-esteem .557 .516 .516 

+Tangible  .280 .286 

+Self-esteem x Tangible  
 

-.043 

Model R² .310 .387 .389 

Model ΔR² .310 .077 .002 

Factor 2: New Possibilities 

+Self-esteem .389 .319 .319 

+Tangible  .470 .475 

+Self-esteem x Tangible  
 

-.031 

Model R² .151 .367 .368 

Model ΔR² .151 .216 .001 

Factor 3: Personal Strength 

+Self-esteem .475 .425 .425 

+Tangible  .338 .338 

+Self-esteem x Tangible  
 

.005 

Model R² .226 .337 .337 

Model ΔR² .226 .112 .000 

Factor 5: Appreciation of Life 

+Self-esteem .454 .394 .394 

+Tangible  .408 .409 
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+Self-esteem x Tangible  
 

-.007 

Model R² .207 .369 .369 

Model ΔR² .207 .163 .000 

**  p ≤ 0.01   *   p ≤ 0.05  

+ Standardised beta coefficients are indicated 

When self-esteem was entered in Step 1 to investigate the relationship with the 

participants’ post-traumatic growth (relating to others), it was significant at the 1% level 

[R² = .310; F1;988 = 44.124; p ≤.001]. In Step 2, the intervening variable, tangible 

support, as well as the independent variable self-esteem, were both entered as 

predictors, and it was still significant on the 1% level [R² = .387; F2;97 = 30.621; p 

≤.000]. In Step 3, the product term between self-esteem and tangible support was 

entered. The result indicated that no statistically significant interaction effect was found 

[β = -.043; t = -.533; p ≤.595]. It can be concluded that tangible support does not 

mediate or moderate the relationship between self-esteem and posttraumatic growth 

(relating to others) for participants living with psychophysiological skin disorders. From 

Table 5 it is clear that the relationship between self-esteem and the remaining post-

traumatic growth aspects (new possibilities, personal strength, and apprciation of life) 

were not mediated or moderated by tangible social support. 

The analysis reflected in Table 6 investigated the role of emotional-informational 

support (as social support aspect) in the relationship between self-esteem and post-

traumatic growth (relating to others, new possibilities, personal strength, and 

appreciation of life) in participants living with psychophysiological skin disorders. 

 

 

 

 



25 
 

Table 6 

Hierarchical Regression Analysis Predicting Posttraumatic Growth with Self-esteem 

as Independent Variable and Emotional-informational Support (percieved social 

support) as Intervening Variable 

Variables Step 1 Step 2 Step 3 

Factor 1: Relating to Others 

+Self-esteem .557 .421 .408 

+Emotional  .428 .434 

+Self-esteem x Emotional  
 

.103 

Model R² .310 .475 .485 

Model ΔR² .310 .164 .010 

Factor 2: New Possibilities 

+Self-esteem .389 .226 .213 

+Emotional  .509 .516 

+Self-esteem x Emotional  
 

.113 

Model R² .151 .384 .397 

Model ΔR² .151 .233 .013 

Factor 3: Personal Strength 

+Self-esteem .475 .359 .343 

+Emotional  .364 .371 

+Self-esteem x Emotional  
 

.129 

Model R² .226 .344 .361 

Model ΔR² .226 .119 .016* 

Factor 5: Appreciation of Life 

+Self-esteem .454 .333 .326 

+Emotional  .380 .384 

+Self-esteem x Emotional  
 

.060 

Model R² .207 .336 .340 

Model ΔR² .207 .130 .004 

*  p ≤ 0.1 

+ Standardised beta coefficients are indicated 

Table 6 shows that for the dependent variable, personal strength (factor 3) a 

statistically significant relationship [R² = .226, F1;98 = 28.534, p ≤.001] with self-esteem 

was found (Step 1). In Step 2, emotional-informational support was added. The 

additional variance explained by emotional-informational support [ΔR² = .119, F1;97 = 

17.601; p ≤.001] was also significant. The relationship between self-esteem and 

personal strength was still significant which indicated that emotional-informational 

support did not mediate the relationship. In the final step, the interaction effect between 

self-esteem and emotional-informational support (Self-esteem x Emotional support) was 
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entered. The result indicated that a statistically significant interaction effect was found 

at the 10% level [ΔR² = .016, F1;96 = 2.463; p ≤ .010]. It can therefore be concluded that 

emotional-informational support indeed moderates the relationship between self-esteem 

and personal strength in participants living with psychophysiological skin disorders. 

The nature of this moderator effect was investigated by calculating the strength and 

direction of the relationship between self-esteem and personal strength for those patients 

who achieved low and high scores on the moderator variable (emotional-informational 

support). For this purpose, two separate regression lines were calculated – one for those 

high on emotional-informational support (at or above the 75th percentile, N = 22; a 

score of 10 or higher) and one for those low on emotional-informational support (at or 

lower than the 25th percentile, N = 22; scored a score of 5 or lower). The regression 

lines are represented in Figure 1. 

 

 

 

 

 

 

 

 

 

 

 

Figure 1  

Regression lines for participants experiencing low and high levels of emotional-

informational support respectively, with self-esteem as a predictor of personal strength 
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For participants with high levels of emotional-informational support their levels of 

personal strength increase with an increase in self-esteem. A significant positive correlation 

(r =.396; p ≤ 0.050) was identified for this group between self-esteem and personal growth. 

However, for the group with low levels of emotional-informational support, a slight decrease 

in personal strength was identified, with an increase in self-esteem. In this case, no 

statistically significant relationship (p ≤-.106; p ≤ 638) was identified. Only in the case of 

participants with high perceived emotional-informational support levels was an increase in 

self-esteem noted to also increase their personal strength. 

Discussion  

 

The overall aim of the study was to examine the role of perceived social support in 

the relationship between self-esteem and posttraumatic growth amongst participants 

living with psychophysiological skin disorders. The study sought to respond to two 

objectives. First, to investigate whether a significant relationship exists between self-

esteem and posttraumatic growth in participants living with psychophysiological skin 

disorders. Second, to explore whether perceived social support mediates/moderates the 

relationship between self-esteem and posttraumatic growth in participants living with 

psychophysiological skin disorders. 

 

Self-esteem as the predictor variable, posttraumatic growth as the outcome variable, 

and perceived social support as the moderating/mediating variable were measured 

through means of The Rosenberg Self-esteem Scale, The Posttraumatic Growth 

Inventory and the Brief Social Support Scale (Beutel et al, 2017; Rosenberg, 1965; 

Tedeschi & Calhoun, 1996).  The reliability score (internal consistency) for the above-

mentioned scales and subscales were shown to be acceptable in studies within the social 
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sciences context, (see Table 2), (Lance et al. 2006) with the exception of spiritual 

change. In addition, all variables, skewness and kurtoses (see Table 3) values fell within 

normal limits. 

 

To address the first objective, the present study investigated if there is a significant 

relationship between self-esteem and posttraumatic growth, where correlations between 

the various variables were calculated (see Table 4). As expected, the results indicated 

that self-esteem showed significantly positive relationships with posttraumatic growth. 

In other words, the higher the level of self-esteem, the higher the development of 

posttraumatic growth. This finding resonates with a study by Zhai et al. (2014) in which 

they found that aspects of self-esteem promote posttraumatic growth, and that similar to 

other populations with trauma and adversity, people with psychophysiological skin 

disorders reported posttraumatic growth.  

 

To address the second objective, this study sought to investigate whether perceived 

social support moderates/mediates the relationship between self-esteem, and 

posttraumatic growth in participants with psychophysiological skin disorders. 

Significant findings are discussed below. 

 

The current study revealed a significantly positive relationship between self-esteem, 

the intervening variable of perceived social support, in particular emotional-

informational support (validation and empathy) and posttraumatic growth (See Table 6). 

Intrinsically, the higher one’s self-esteem, the higher one perceives feeling cared for and 

validated by their close relatives and friends, which will enhance posttraumatic growth. 

This finding resonates with Bryson and Bogart’s (2020) study in which they found that 
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emotional-informational support is thought to be helped by self-esteem and feelings of 

personal strength in individuals with rare diseases.  Griffiths et al. (2011) postulate that 

support from friends as well as family holds a superior position to support from other 

sources. Thus, perceiving a high emotional-informational support is especially relevant 

in gaining a greater feeling in self-reliance, better handling of difficulties and accepting 

the way things work out. Subsequently, a study found that individuals with low self-

esteem are less receptive to emotional-informational support that positively reframes 

their experience than are individuals with high self-esteem (Marigold et al., 2014).  

 

Findings further yield interesting results in exploring whether perceived social 

support, in particular tangible support (practical, material aid and behavioural 

assistance), moderates or mediates the relationship between self-esteem and 

posttraumatic growth (relating to others, new possibilities, personal strength, and 

appreciation of life) (See Table 5). As the results indicated, tangible support did not 

succeed in having any moderating or mediating effects in participants living with 

psychophysiological skin disorders. This concurs with findings in a study where 

patients with social anxiety and Type D personality often needed emotional support, 

which appeared to be more important than practical, tangible support (Beutel et al., 

2017). In contrast, studies have found that tangible support is more typically 

predominant when physical dependency is necessary. A study by Huang et al. (2013) 

reported that tangible support was found to moderate the relationship between 

depressive symptoms and quality of life in breast cancer patients which is suggestive 

that the more physically disabling the disease, the more tangible the support benefits.  
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The results from the multiple hierarchical regression analyses emphasised the 

practical implications of distinguishing between the emotional-informational and 

practical, tangible dimensions of perceived social support in participants living with 

psychophysiological skin disorders. 

Limitations of the Study 

 

While this study can be regarded as having somewhat achieved its goal, there are certain 

limitations that need to be indicated, which include the following: 

 

First, the nature and size of the sample pose a limitation of the study. The results of 

this study cannot be generalised to the larger South African population, since the 

research study was conducted on a small sample of participants at a hospital in 

Bloemfontein, Free State province, South Africa, limiting the generalisability of the 

study. 

 

 Second, a non-probability, convenience sampling method was utilised; thus, not 

allowing everyone in the population the same chance of being selected.  

 

Thirdly, this was a quantitative, correlational study and causality could not be 

determined. Despite the fact that the temporality of association is a strong criterion for 

causality, cross-sectional studies cannot prove causality, although they do help to 

generate causal hypotheses (Makhubela, 2021). 

 

Fourthly, all variables were measured by means of self-reporting scales that were 

completed by the participants, which can offer an opportunity for the distortion of 
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results given the inherent intentions of the participant. The researcher did try to mitigate 

this effect by being available, with the assistance of an assistant familiar in other 

languages, to assist participants with any questions they might have.  

 

Fifthly, participants could have provided socially conforming information that might 

not be a true reflection of their perceived social support, self-esteem or posttraumatic 

growth factors, regardless of all attempts to ensure that this did not occur.  

 

Finally, the last factor that we took cognisance of was the overlaps in skin conditions 

that were occasionally experienced by our participants, which were factored in during 

data collection. Examples included participants with psoriasis that also had alopecia 

(hair-loss), atopic and psoriatic participants invariably presenting with pruritus (itching).  

 

Recommendations 

 

The inclusion of alternative forms for assessing self-esteem, perceived social support 

and posttraumatic growth, in combination with self-report measures, could make the 

findings more robust and applicable within the South African context. For instance, it 

would be appropriate to add additional items on health behaviours, for instance, to the 

instrument for measuring PTG in participants with psychophysiological skin diseases.  

A mixed method approach where qualitative interviews are added and analysed may 

yield a more in-depth experience of the various variables. Longitudinal research studies 

could be added to assess the long-term effects of perceived social support on self-

esteem and posttraumatic growth, and this would also be beneficial in measuring and 

analysing change in the variables over time.   
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Implications and future directions 

 

Despite the abovementioned limitations, this study augments the body of knowledge 

in terms of perceived social support on self-esteem and posttraumatic growth in 

participants living with psychophysiological skin disorders within the South African 

context. As previously mentioned, positive psychology perspectives and their feasibility 

have been largely ignored amongst the psychophysiological skin population, thus, this 

study significantly contributes to highlighting the need for a holistic approach in 

treating people with skin conditions. The findings of this study can be utilised to create 

interventions / psycho-educational programmes in which families, and communities, 

can be educated about the aforementioned factors. 

 

Interventions should be extended to the participants’ families and communities, as it 

became evident that emotional-informational support can have a positive effect on 

participants. Family involvement is a significant factor to consider in any intervention, 

and in the care and treatment of people s with psychophysiological skin conditions, it is 

possibly crucial to optimally increase the collaboration between dermatology and 

psychology.   
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APPENDIX A 

Demographic Questions and Questionnaires 

 

Thank you for agreeing to participate in this research study. Your data will be treated 

confidentially at all times. You may withdraw from this study at any given moment 

during the completion of the questionnaire. The results of the study may be published. 

 

INSTRUCTIONS: Please check  one of the boxes which apply to you.  

 

1. What is your home language? 

 

English   Sesotho   

Afrikaans   siSwati   

isiNdebele   Tshivenda   

isiXhosa   Xitsonga   

isiZulu   Setswana   

Sepedi   Other (Please Specify):   

 

2. Which Ethnic Group are you? 

Asian   Indian   

Black / African   White / Caucasian   

Coloured  
  

Other (Please 

Specify): 
  

 

 

3. My age is: _____________ years. 

 

 

 

 

4. Which gender are you? 

Male   

Female   

Other (Please Specify):   
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5. Type of psychophysiological skin disorder:  

Atopic Dermatitis   

Psoriasis 
  

Alopecia 
 

Pruritus 
 

 

 

6. How long have you been diagnosed? 

I have been diagnosed for ___________ year(s) 

I have been diagnosed for ___________ month(s) 
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Brief Social Support Scale 

 

Thank you for agreeing to participate in this research study.  Your data will be treated 

confidentially at all times. You may withdraw from this study at any given moment 

during the completion of the questionnaire. The results of the study may be published. 

 

INSTRUCTIONS: Please read each statement carefully and mark  the answer on the 

answer sheet that best describes your perceived social support system: 

 

1 

(Never) 

2 

(Occasionall

y) 

3 

(Mostly) 

4 

(Always) 

If you need it, how often is someone 

available…                                                                                
    

1. To take you to the doctor if you 

need it 

    

2. To prepare your meals if you are 

unable to do it yourself 

    

3. To help with daily chores if you 

were sick 

    

4. To give you good advice about a 

crisis 

    

5. To confide in or talk to about 

yourself or your problems 

    

6. Who understands your problems 
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Rosenberg Self-Esteem Scale 

 

Thank you for agreeing to participate in this research study. Your data will be treated 

confidentially at all times. You may withdraw from this study at any given moment 

during the completion of the questionnaire. The results of the study may be published. 

 

INSTRUCTIONS: Below is a list of statements dealing with your general feelings about 

yourself. Place a check  mark in the box to indicate your answers. 

 

1 

(Strongly 

Disagree) 

2 

(Disagree) 

3 

(Agree) 

4 

(Strongly 

Agree) 

1. On the whole, I am satisfied with myself.     

2. At times, I think I am no good at all.     

3. I feel that I have a number of good 

qualities 

    

4. I am able to do things as well as most 

other people 

    

5.I feel I do not have much to be proud of     

6. I certainly feel useless at times)     

7. I feel that I'm a person of worth, at least 

equal to others 

    

8. I wish I could have more respect for 

myself 

    

9. All in all, I am inclined to feel that I'm a 

failure 

    

10. I take a positive attitude toward 

myself 

    

 

 

 



51 
 

 

Posttraumatic Growth Inventory 

 

Thank you for agreeing to participate in this research study. Your data will be treated 

confidentially at all times. You may withdraw from this study at any given moment 

during the completion of the questionnaire. The results of the study may be published. 

 

INSTRUCTIONS: Please indicate for each of the statements below the degree to which 

this change occurred in your life as a result of the crisis/disaster.  Place a check  mark 

in the box to indicate your answers. 

Please look at the descriptions below to write your answers in the correct column: 

0: I did not experience this change as a result of my crisis 

1: I experienced this change to a very small degree as a result of my crisis 

2: I experienced this change to a small degree as a result of my crisis 

3: I experienced this change to a moderate degree as a result of my crisis 

4: I experienced this change to a great degree as a result of my crisis 

5: I experienced this change to a very great degree as a result of my crisis 

Possible Areas of 

Growth and 

Change 

0 

 

1 

 

2 

 

3 

 

4 

 

5 

 

1. I changed my 

priorities about 

what is important 

in life. 

      

2. I have a greater 

appreciation for the 

value of my own 

life. 
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0: I did not experience this change as a result of my crisis 

1: I experienced this change to a very small degree as a result of my crisis 

2: I experienced this change to a small degree as a result of my crisis 

3: I experienced this change to a moderate degree as a result of my crisis 

4: I experienced this change to a great degree as a result of my crisis 

5: I experienced this change to a very great degree as a result of my crisis 

 

Possible Areas of 

Growth and 

Change 

 

 

0 

 

 

1 

 

 

 

2 

 

 

 

3 

 

 

 

4 

 

 

 

5 

 

3. I developed new 

interests. 

      

4. I have a greater 

feeling of self-

reliance. 

      

5. I have a better 

understanding of 

spiritual matters. 

      

6. I more clearly see 

that I can count on 

people in times of 

trouble. 

 

      

7. I established a 

new path for my 

life. 

      

8. I have a greater 

sense of closeness 

with others. 

      

9. I am more 

willing to express 

my emotions. 

      

10. I know better 

that I can handle 

difficulties. 
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0: I did not experience this change as a result of my crisis 

1: I experienced this change to a very small degree as a result of my crisis 

2: I experienced this change to a small degree as a result of my crisis 

3: I experienced this change to a moderate degree as a result of my crisis 

4: I experienced this change to a great degree as a result of my crisis 

5: I experienced this change to a very great degree as a result of my crisis 

 

 

Possible Areas of 

Growth and 

Change 

 

 

0 

 

 

 

1 

 

 

 

2 

 

 

 

3 

 

 

 

4 

 

 

 

5 

 

 

11. I am able to do 

better things with 

my life. 

      

12. I am better able 

to accept the way 

things work out. 

      

13. I can better 

appreciate each 

day. 

      

14. New 

opportunities are 

available which 

wouldn't have been 

otherwise 

      

15. I have more 

compassion for 

others. 

      

16. I put more 

effort into my 

relationships. 

      

17. I am more likely 

to try to change 

things which need 

changing. 
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0: I did not experience this change as a result of my crisis 

1: I experienced this change to a very small degree as a result of my crisis 

2: I experienced this change to a small degree as a result of my crisis 

3: I experienced this change to a moderate degree as a result of my crisis 

4: I experienced this change to a great degree as a result of my crisis 

5: I experienced this change to a very great degree as a result of my crisis 

 

Possible Areas of 

Growth and 

Change 

 

 

0 

 

 

 

1 

 

 

 

2 

 

 

 

3 

 

 

 

4 

 

 

 

5 

 

18. I have a 

stronger religious 

faith. 

      

19. I discovered 

that I'm stronger 

than I thought I 

was. 

      

20. I learned a 

great deal about 

how wonderful 

people are. 

      

21. I better accept 

needing others. 
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APPENDIX B 

Information leaflet and Informed Consent form in English, Afrikaans and Sesotho 
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APPENDIX C 

Approval from the General Human Research Ethics Committee and the Health Sciences 

Research Ethics Committee 
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