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Physical Burden of Symptoms
in Patients With Localized Scleroderma
and Eosinophilic Fasciitis

L ocalized scleroderma (also called morphea) can
be classified into several subtypes: generalized,
plaque-type, bullous, linear, and deep morphea.

In addition, eosinophilic fasciitis can be distinguished from
these.1 It is important to know more about the preva-
lence and severity of the frequently reported symptoms
of itch, pain, and fatigue to develop guidelines for man-
aging sclerotic skin diseases.2

Methods. We evaluated all patients seen at the Radboud
University outpatient clinic from 1995 to 2007 for scle-
rotic skin disease (eg, localized scleroderma or eosino-
philic fasciitis confirmed by dermatologic, rheumato-
logic, and if necessary pathologic investigation) (n=120).
Exclusion criteria consisted of severe psychiatric or men-
tal disabilities, age younger than 16 years, systemic scle-
rosis according to American College of Rheumatology3

criteria, or pseudosclerosis.4

The demographic variables of age and sex were de-
termined from the medical records. Time since diagno-
sis was measured in years. Comorbidity was measured

using the comorbidity item of the Impact of Chronic Skin
Disease on Daily Life instrument (ISDL).5 Disease sever-
ity was assessed using a validated 9-item skin status scale
from the ISDL that measures the extent of the disease on
different parts of the body (scale range, 9-36). Mean lev-
els of itch, pain, and fatigue over the previous 4 weeks
were estimated using the visual analog scale (VAS) of the
ISDL (range, 0-100 mm). A VAS higher than 20 mm in-
dicated experience of symptoms, while a VAS higher than
50 mm indicated relatively severe symptoms.2 Disease-
related quality of life was measured with the 10-item scale
of the Dermatology Life Quality Index (DLQI).6

Mean (SD) values were calculated for the whole group
and for the disease subtypes. In addition, percentages for
the previously validated cutoff scores2 were calculated.
The relationship of symptoms to age, comorbidity, time
since diagnosis, disease severity, and disease-related qual-
ity of life was explored by calculating Pearson correla-
tion coefficients or binary correlations in case of sex, using
P� .05 as the level of significance (2-sided).

Results. Seventy-four completed questionnaires were suit-
able for analysis (62%). No significant differences were
found between responders and nonresponders with re-
gard to sex, age, duration of disease since diagnosis, or
disease subtype. Demographic data, time since diagno-
sis, disease severity, and prevalence of the symptoms are
summarized in the Table. Comorbidity was reported in
30% of patients (n=22), with 18% reporting 1 comor-

Table. Demographic Data, Time Since Diagnosis, Disease Severity, DLQI and Prevalences of Itch, Pain, and Fatiguea

Characteristic
Total Population

(n=74)

Morphea Type
Eosinophilic

Fasciitis
(n=12)

Generalized
(n=16)

Plaque
(n=36)

Linear
(n=10)

Women 56 (75) 15 (94) 11 (31) 8 (80) 8 (67)
Men 18 (24) 1 (6) 25 (69) 2 (20) 4 (33)
Age, mean (SD), y 47.0 (19.2) 45.8 (19.4) 49.7 (18.1) 24.9 (8.9) 59.1 (14.4)
Time since diagnosis, mean (SD), y 11.0 (8.1) 7.5 (5.1) 12.2 (8.1) 12.6 (4.6) 11.5 (12.0)
Disease severity, mean (SD)b 12.6 (3.2) 13.3 (2.4) 12.1 (1.7) 11.9 (2.0) 13.9 (6.8)
Overall DLQI, mean (SD) 4.2 (5.1) 5.8 (5.9) 2.8 (3.8) 2.0 (1.8) 9.3 (6.6)

Itch, mean (SD), score 15.4 (22.2) 18.9 (23.5) 13.7 (22.2) 3.5 (6.3) 25.4 (25.4)
VAS �20 mm 16 (22) 5 (31) 5 (14) 0 6 (50)
VAS �50 mm 7 (10) 2 (13) 3 (8) 0 2 (17)

Pain, mean (SD), score 19.0 (24.4) 20.3 (17.4) 13.8 (22.2) 12.5 (21.0) 38.3 (32.8)
VAS �20 mm 24 (32) 7 (44) 8 (22) 1 (10) 7 (58)
VAS �50 mm 11 (15) 2 (13) 3 (8) 1 (10) 5 (42)

Fatigue, mean (SD), score 30.6 (27.0) 48.5 (19.4) 20.4 (23.9) 24.1 (30.6) 41.4 (27.1)
VAS �20 mm 41 (55) 15 (94) 14 (38) 4 (40) 9 (75)
VAS �50 mm 22 (30) 8 (50) 7 (19) 2 (20) 5 (42)

Abbreviations: DLQI, 10-item scale of the Dermatology Life Quality Index6; VAS, visual analog scale (0-100 mm) of the Impact of Chronic Skin Disease on Daily
Life instrument (ISDL).5

aUnless otherwise indicated, data are reported as number (percentage) of subjects.
bDisease severity was assessed using a validated 9-item skin status scale (9-36) from the ISDL.5
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bidity (n=13), 10% reporting 2 (n=7), and 3% report-
ing 3 comorbidities (n=2).

Fatigue was the most frequently experienced symp-
tom (n=41; 55%) (Table), followed by pain (n=24; 32%)
and itch (n=16; 22%). Forty-six patients experienced at
least 1 of the 3 symptoms (62%), while 27 patients re-
ported at least 1 severe symptom (VAS �50 mm) (36%).
Most patients with generalized morphea (n=15; 94%) and
eosinophilic fasciitis (n=9; 75%) reported fatigue. Pain
and itch were experienced most often by patients with
eosinophilic fasciitis.

Fatigue, itch, and pain were significantly related to a
lower disease-related quality of life (r=0.62, r=0.44, and
r=0.43, respectively) (P� .01). Fatigue and pain, but not
itch, were significantly associated with greater self-
reported disease severity (r=0.39 and r=0.37, respec-
tively) (P� .01). Fatigue was significantly related to a
shorter duration since diagnosis of the sclerotic disease
(r=0.27) (P� .05).

Comment. Fatigue, pain, and/or itch were experienced
by 62% of patients (n=46). Fatigue was the most com-
monly reported symptom. Correlations with the DLQI,
disease severity, and duration indicate that the physical
symptoms were consequences of skin disease and might
be particularly relevant in the early stages. Most pa-
tients with generalized morphea and eosinophilic fasci-
itis reported fatigue, and a substantial proportion of pa-
tients noted severe fatigue. Patients with eosinophilic
fasciitis particularly reported pain and itch. In eosino-
philic fasciitis, the sclerosis is more extensive and deeper
than it is in localized morphea, and it is associated with
peripheral eosinophilia. These facts may explain why pa-
tients with eosinophilic fasciitis experienced more pain
and itch than other patients.

The study has several limitations, such as absence of
a control group and small sample sizes, thus limiting com-
parison possibilities. Also, more detailed assessments of
comorbidities and medications would be worthwhile. The
disease severity was based on patient assessment rather
than physician assessment. The questionnaires were not
necessarily completed during a stage of active disease;
thus, the presence and severity of symptoms might have
been underestimated.2

This study describes the high impact of fatigue, pain,
and to a lesser extent itch in patients with localized sclero-
derma and eosinophilic fasciitis. Physicians should be en-
couraged to assess these symptoms and, where appro-
priate, focus treatment on them.
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YouTube as a Source of Information
on Tanning Bed Use

Y ouTube is a free online video streaming service
that allows users to view and share videos as well
as post comments in a threaded discussion for-

mat. Since its creation in 2005, YouTube has grown im-
mensely in popularity, currently offering over 59 mil-
lion videos.1 YouTube is an ideal place to broadcast
information and has increasingly become a public fo-
rum, hosting major events such as the CNN/YouTube
presidential debates in 2007 and 2008.

Any user may post videos regardless of the message
contained; this may be a source of medical misinforma-
tion. Two recent articles have found that YouTube has
misinformation regarding immunization safety and util-
ity,2 while another article found both positive and nega-
tive views on tobacco use.3 We thought that this might
also be true of information on tanning bed use. There-
fore, we undertook a search of YouTube for videos per-
taining to tanning bed use, specifically on the safety, risks,
and benefits of tanning.

Methods. On December 19, 2007, we searched http://
www.YouTube.com for the following individual phrases:
tanning bed, tanning booth, tanning salon, and tanning par-
lor. Videos were included in the study only if they com-
mented on the pros or cons of tanning. Videos that ap-
peared under more than 1 search phrase were reviewed
once. Most videos reviewed were judged to be irrel-
evant to the study.

Videos were assigned to 1 of 3 groups based on over-
all tanning message: positive (described mostly the ben-
efits or safety of tanning), negative (described mostly the
risks and adverse effects of tanning or discouraged pa-
tients from tanning), or neutral. If specific benefits and
risks of tanning were mentioned, that was also re-
corded. We also made note of whether the video ap-
peared to be professionally made or amateur. All video
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