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Abstract

Background: In this study, we aimed to perform the validity and reliability study for Turkish version of
Skin Picking Impact Scale (SPIS).

Methods: This study included 80 patients diagnosed with SPD according to DSM-5 diagnostic criteria.
Patients were given Sociodemographic Data Form, Beck Depression Inventory (BDI), Beck Anxiety
Inventory (BAIl), Short Form-36 Quality of Life Scale (SF-36), Yale-Brown Obsessive Compulsive Scale
Modified for Neurotic Excoriation (NE-YBOCS) and Turkish version of SPIS. Cronbach’s alpha coefficient
and item-total correlation were examined for the reliability of the scale. Confirmatory factor analysis
(CFA) was used to examine the factor structure of the scale and ROC (Receiver Operating Characteristics)
was performed to the discriminatory validity analysis.

Results: Cronbach’s alpha internal consistency coefficient was determined to be 0.942. Item-total
correlation coefficients of all questions ranged between 0.665 and 0.849. The one-factor structure
showed a good model fit in CFA. Good correlations were observed between SPIS and number of sites
of picking (rho=0.265, p=0.037), duration of skin picking per day (r=0.453, p<0.001), NE-YBOCS score
(r=0.509, p<0.001), BDI (r=0.273, p=0.014), and total scores for SF-36 subscales (r= - 0.262, p=0.019).
SPIS was determined to be a good scale for distinguishing SPD patients and controls.

Conclusions: Our study shows that the ten-item version of SPIS, which consists of a single factor, can
be used in a reliable and valid way for Turkish population.
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INTRODUCTION

Skin picking is a body-focused repetitive behavior which
may occur very commonly in humans. Skin picking behavior
has been reported to be observed at high prevalence,
reaching 46-90% [1-3] in university students and 17-63%
in adults [4, 5]. Skin picking behavior can be classified
as normal or pathological based on its frequency and
intensity, and by considering if the behavior is of repetitive
nature and if negative emotions or distress occur after the
behavior [6]. Picking behavior is of repetitive nature in
some individuals and persists despite the suppression or
reduction attempts; thus, a significant skin injury occurs
resulting in marked distress or functional impairment.
Such individuals meet diagnostic criteria for skin picking
disorder (SPD).

SPD has been first included in diagnostic categories in
DSM-5 [7]. Epidemiological studies have reported that SPD
affects about 1.2-5.4% of the population [1,4,5,8]. Patients

spend most of their time during a day with skin picking
and checking and concealing the site of picking (putting
on make-up, applying bandage etc.) [9,10]. Patients often
tend to be late for work or school because of the time they
spend on skin picking. This disorder can also cause skin
injury, ulceration, infection and serious sequelae [10], or
even increased healthcare costs for the affected people
[9]. Injuries lead to shame and social isolation, and thus,
the patients avoid most of the activities and spend most
of their time at home with consequent negative effects on
professional and academic life [9, 11]. One study reported
lower psychosocial functioning and poor quality of life for
patients with SPD compared to the healthy volunteers [12].
A study in Israeli adults found increased disease severity,
perceived stress, depressive and obsessive-compulsive
symptoms and increased likelihood of diagnosis of SPD
in first-degree relatives, and decreased psychosocial
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functioning in patients with SPD compared to the patients
with subclinical skin picking disorder [13].

Keuthen et al. developed the Skin Picking Impact
Scale (SPIS) to demonstrate the degree of psychosocial
dysfunction caused by the disease severity in SPD and
conducted a validity and reliability study. SPIS measures
some emotional (e.g. “l feel embarrassed because of my
skin picking”), social (e.g. “My relationships have suffered
because of my skin picking”), and behavioral (e.g. “There
are some things | can’t do because of my skin picking”)
outcomes caused by skin picking. An increase in scale score
indicates decreased psychosocial functioning [6]. Scoring 7
and above on the scale indicates that the person has a self-
destructive skin picking behavior. Functional impairment is
a key criterion and the scale can be used as a determinant
in differentiating between skin picking behavior and
SPD. SPIS is a scale with good validity and reliability[6],
[14] and is frequently used in treatment studies [15-17].
However, validity and reliability studies have not yet
been conducted for Turkish version of SPIS. In this study,
we aimed to perform the validity and reliability study for
Turkish version of SPIS scale.

METHODS

Sample

For the study, SPD patients diagnosed according to the
DSM-5 diagnostic criteria were included among the
patients who applied to the Dermatology and Psychiatry
Outpatient Clinics and subsequently were referred to the
Psychodermatology Outpatient Clinic. Exclusion criteria
were as follows: i) diagnosis of mental retardation or
psychotic disorder; ii) current diagnosis or history of
dementia; and iii) illiteracy. This study enrolled 80 SPD
patients and 80 healthy controls without any psychiatric
disorders. Participants were instructed on the purpose
and design of the study, and the informed consents were
obtained. The study was approved by the Ethics Committee
of University of Health Sciences, Sisli Hamidiye Etfal
Training and Research Hospital (Number: 1489).

Data Collection

Participants were given Sociodemographic Data Form,
Beck Depression Inventory (BDI), Beck Anxiety Inventory
(BAI), Short Form-36 Quality of Life Scale (SF-36), Yale-
Brown Obsessive Compulsive Scale Modified for Neurotic
Excoriation (NE-YBOCS) and Turkish version of SPIS scale.
Other scales were chosen based on the original study
to investigate correlations with the SPIS scale. Current
comorbidities of patients were determined according to
the Structured Clinical Interview for DSM-1V (SCID-1).

Skin Picking Impact Scale (SPIS): The scale was developed
by Keuthen et al. from Trichotillomania Impact Scale (TIS)
[18], a 28-item scale to evaluate the psychosocial outcomes
of repetitive skin picking [6]. This study concluded that
the ten-item structure shows a high internal consistency

following the psychometric analysis in 31 patients with
self-destructive skin picking (provided that the patient
meets the requirements for tissue loss due to repetitive
skin picking and functional loss due to skin picking), and 78
university students with non-self-destructive skin picking.
The self-report scale is 5-point Likert type. Items are
scored from O to 5 with questions evaluating the period
of last one week. Total score ranges between 0 and 50.
The cut-off point is 7. Scores at or above the cut-off
point differentiate the patients with self-destructive skin
picking from those with milder skin picking. SPIS has a high
internal consistency value (Cronbach’s alpha=0.93), and a
good structural validity. SPIS scores of patients with self-
destructive skin picking correlate with BDI (r=0.47, p<0.05),
BAI (r=0.52, p<0.05), duration of skin picking (r=0.42,
p<0.05), sense of satisfaction during skin picking (r=0.36,
p<0.05), and shame following the skin picking (r=0.51,
p<0.05), while no correlations are observed between SPIS
scores of patients with non-self-destructive skin picking
and above-listed measures. In an internet-based research,
factor analysis was performed for SPIS in 650 patients
with SPD. This analysis showed that the one-dimensional
structure of the scale (eigenvalue=6.57) explained 62.02%
of the variance and the item loadings were high, while the
confirmatory factor analysis revealed the following values:
x* = 60.28.86, df = 30, p < 0.001; RMSEA = 0.056; CFI =
1.0; NNFI = 0.99; thus, a good model fit was reported with
these values. Cronbach’s alpha value of the scale was 0.94.
SPIS was reported to be highly correlated with Sheehan
Disability Scale (SDS) and Depression Anxiety Stress Scale
(DASS) [14].

Sociodemographic Data Form: A data form was designed
for study, which included questions about patients’ age,
gender, educational status, employment status, family
history of psychiatric disorders, age of onset, duration of
disorder, sites of picking, time spent with skin picking per
day, and frequency of skin picking.

The Structured Clinical Interview for DSM-IV Axis |
Disorders (SCID-1): The interview was developed by First
et al. for the current and lifetime prevalence of other
psychiatric disorders [19]. Its Turkish validity and reliability
was prepared by Ozkurkcugil et al. [20]

Beck Depression Inventory (BDI): A 21-item self-report
scale was used to determine the presence and severity of
depressive symptoms, for which the reliability and validity
study for Turkish population was performed by Hisli [21].

Beck Anxiety Inventory (BAIl): This is a self-report
questionnaire designed to differentiate between anxiety
symptoms and depression symptoms by questioning the
common anxiety symptoms such as feeling angry, fear and
fear of death using 21 items. It is a 4-point Likert-type
scale. Reliability and validity study for Turkish population
was performed by Ulusoy et al. [22].

Short Form-36 Quality of Life Scale (SF-36): This scale is
used to measure the quality of life in patients with physical
and psychiatric disorders, and in healthy subjects. It
evaluates the eight dimensions of health including physical
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functioning, role limitations due to physical and emotional
problems, social functioning, mental health, vitality
(energy), pain and general health perception using 36
questions. The total score of eight subscales is calculated.
Scores of subscales range between 0 and 100 with higher
scores indicating good health status [23]. Validity and
reliability study of SF-36 was performed in Turkey [24].

Yale-Brown Obsessive Compulsive Scale Modified for
Neurotic Excoriation (NE-YBOCS): This is a clinician-rated
scale adapted from YBOCS scale by Arnold et al. to measure
the severity of neurotic excoriation [25]. It consists of 10
items with the first five items evaluating urge/impulse to
skin picking, and the last five items evaluating skin picking
behavior. Scoring is similar to that of YBOCS. Total score
ranges between 0 and 40. Good reliability and validity of
the scale were demonstrated in a treatment study [26].

Procedure

For adaptation studies of SPIS scale, the permissions of
the authors who developed the scale were obtained via
e-mail. The scale was then translated into Turkish using
translation-back translation method. Scale items were
translated into Turkish by two psychiatrists with a good
command of English and Turkish. Items translated into
Turkish were then re-translated into English by a translator
who is proficient in English. Afterwards, experts in the
field performed an evaluation by comparing original and
back-translated versions of the scale. All recommendations
were reviewed, and the items of the Turkish version were
edited.

Statistical Analysis

SPSS 20.0 for Windows program was used for statistical
analysis. Descriptive statistics were expressed as mean,
standard deviation, minimum and maximum for numerical
variables, and as number and percentage for categorical
variables. Cronbach’s alpha coefficient and item-total
correlation and Spearman-Brown reliability coefficients
obtained by the split-half method were examined for
the reliability of SPIS scale. A Cronbach’s alpha value of
0.70 and above indicates the good internal consistency
of the scale. Data fit for factor analysis was examined by
performing Kaiser-Meyer-Olkin (KMO) test and Bartlett’s
test of sphericity. For data fit, KMO value should be higher
than 0.60 and Chi-square value calculated by Bartlett’s
test should be statistically significant [27]. Confirmatory
factor analysis (CFA) was used to examine the factor
structure of the scale. Model fit was evaluated via AMOS
22 program. The goodness of fit of the model tested in
CFA was evaluated by several fit indices such as x? /sd,
RMSEA, CFI, AGFI, GFI, NFl, and SRMR [28]. For validity of
the scale, Pearson’s correlation analysis was used in case
of the normal distribution, and Spearman’s correlation
analysis was used in case of the non-normal distribution.
Student’s t test was performed to compare the SPIS score
between the patients and healthy controls. ROC (Receiver
Operating Characteristics) analysis was performed
between the patients and healthy controls to determine

the discriminate validity of the scale. Area under the curve
(AUC), cut-off point, sensitivity and specificity values
were presented. Statistical alpha significance level was
considered to be p <0.05.

RESULTS

Sociodemographic of Participants

Comparisons of sociodemographic data and SPIS score
between patients and healthy controls were given in Table
1. The mean of age of patients was 32.7+14.9 and of the
healthy controls was 25.4+8.7 and there was statistical
difference (t=3.701, p<0.001). In terms of gender, 72.5%
of the patients was female whereas 75% of controls was
female and there was no statistical difference (x2=0.129,
p=0.719). The mean of education years of patient was
9.91+4.57, of the controls was 12.1+2.4 and there was
statistical difference (t=-3.843, p<0.001). There was
statistical difference between patients and controls in
terms of marital status (x?=0.682, p=0.033) while no
statistical difference in terms of employment status
(x2=5.086, p=0.166).

Table 1. Comparisons of sociodemographic data and SPIS
score between patients and healthy controls.

SPD Healthy

(n=80)  controls (n=80) P
Age (years), mean 32.7+14.9 25.6+8.7 <0.001
Gender, Female n (%) 58 (72.5) 60 (75) 0.719
Marital status, n (%)
Single 40 (50) 54 (67.5)
Married 32 (40) 24 (30)
Divorced/Widow 8 (10) 2 (2,5) 0.033
Education, years 9.91+4.57 |  12.1:2.4 <0.001
Employment status, n (%)
Employed 33 (41.2) 38 (47.5)
Student 19 (23.7) 22 (27.7)
Homemaker/Retired 17 (21.3) 19 (23.8) 0.166
Unemployed 11 (13.8) 1(1,2)
SPIS, mean 15.6+12.9 15£2.5 <0.001

Clinical Characteristics of Patients

Clinical characteristics, frequency of comorbidities and
means of clinical scale of the patients were given in Table
2. The mean of age of onset was 21.4+15.1 years, the
mean cited of picked was 2.6x1.3. 46.7 % of the patients
(n=35) had family history of psychiatric disorder. 32.5 %
of patients (n=26) had psychotropic treatments. The mean
score of SPIS, NE-YBOCS, BDI, BAI, SF-36-Physical Health
and SF-36-Mental Health were respectively 15.6+12.9,
19.7+6.2, 15.7+10.7, 17.5+14.1, 68.3+22.4 and 52.6+23.04.
Current prevalence of onychophagia (30%), OCD (20%),
OCD (10-36%), adjustment disorder (17.5%), generalized
anxiety disorder (16.3%), anxiety disorder NOS (12.5%),
somotoform disorder (12.5%), bipolar disorder (11.3%),
major derpessive disorder (11.3%), trichotillomania
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(8.8%), special phobia (7.5%) panic disorder (6.3%) social
phobia (5%), alcohol/substance addiction (3.8%), eating
disorder (3.8%), dysthmia (2.5%), tic disorder (1.3%) and
posttraumatic stress disorder (1.3%) was found in patient
group according to the SCID-I. Sites of picking were back
in 54.9% (n=43), face in 52.6% (n=42), fingers in 38.3%
(n=31), trunk in 28.8% (n=23), legs in 26.3% (n=21), arms
in 22.5% (n=18), scalp in 21.3% (n=17), genital area in 6.3%
(n=5), endaural area in 3.8% (n=3), and foot in 3.8% of
the patients. Picking frequencies per day were 4-6 times
in 27.5% (n=22), 7-10 times in 23.8% (n=19), >20 times in
20% (n=16), 1-3 times in 17.5% (n=14), and 11-20 times in
11.3% (n=9) of the patients. Time spent with skin picking
per day was 1-3 hours in 32.5% (n=26), 31-60 minutes in
32.5% (n=26), 16-30 minutes in 25% (n=20), 6-15 minutes
in 7.5% (n=6), and >4 hours in 2.6% (n=2) of the patients.

Table 2. Clinical characteristics, frequency of comorbidities
and means of clinical scales of the patients.

SPD (n=80)

Number of sited picked, mean 2.6+1.3
Duration of disorder (month) 108+130.8
Age of onset (years) 21.4+15.1
Family history of psychiatric disease, n (%) 35 (46.7)
Psychotropic treatment, n(%) 26 (32.5)
Comorbidities (current), n(%)

Onychophagia 24 (30)
Obsessive compulsive disorder 16 (20)
Adjustment disorder 14 (17.5)
Generalized anxiety disorder 13 (16.3)
Anxiety disorder NOS 10 (12.5)
Somotoform disorder 10 (12.5)
Bipolar disorder 9 (11.3)
Major derpessive disorder 9 (11.3)
Trichotillomania 7 (8.8)
Special phobia 6 (7.5)
Panic disorder 5 (6.3)

Body dysmorphic disorder 4 (5)

Social phobia 3 (3.8)
Alcohol/substance addiction 3 (3.8)
Eating disorder 3 (3.8)
Dysthmia 2 (2.5)
Tic disorder 1(1.3)
Posttraumatic stress disorder 1(1.3)
Clinical scales

NE-YBOCS 19.7+6.2
BDI 15.7+10.7
BAI 17.5+14.1
SF-36-Physcical Health 68.3+22.4
SF-36-Mental Health 52.6+23.04

Validity Results

KMO and Bartlett’s tests were used to evaluate the data
fit for factor analysis. The analysis resulted in a KMO value
of 0.848, and x?=503.69 and p<0.001 in Bartlett’s test,

indicating suitability for factor analysis.

Confirmatory factor analysis (CFA): CFA was conducted
for investigating factor structure and dimensionality
of the SPIS. One-factor structure of the SPIS showing
in orginal study was tested in CFA. Following values
obtained in primary analysis indicated a poor model fit:
x2=139.761, d.f=35, x? /sd=3.993 CFI=0.785, GFl= 0.753,
AGF1=0.612, RMSEA=0.195, NFl= 0.737 and SRMR=0.082.
Factor loadings were ranged between 0.613-0.814 and
t values were ranged between 5.838-7.964. If t values
exceed 1.96, p value is at 0.005; t values exceed 2.56,
then p value is at 0.001 [28]. Error variances were
ranged between 1.073-2.060 and t values were ranged
between 5.198 - 5.953 (p<0.001). Factor loadings were
found sufficient and each item’s p value was at statistical
significant [29]. Hence, no item preferred to exclude
from analysis. Thus, modification recommendations were
considered. Based on these recommendations, errors in
items 4 and 8 were associated with each other. Second
model analysis resulted as unacceptable fit (x?=97.957,
d.f=34, x? /sd=2,881, CFI=0.869, GFI=0.805, AGFI=0.684,
RMSEA=0.154, NFI= 0.816 and SRMR=0.072). And then
errors in items 3 and 7 were associated with each other.
Third analysis resulted as: x?=75.027, d.f=33, x? /sd=2.274,
CFI1=0.914, GFI=0.850, AGFI=0.750, RMSEA=0.127, NFl=
0.859 and SRMR=0.061. Some fit indices were improved
but RMSEA had not acceptable level. According to the
modification indices, items 5 and 8 errors were associated
and analysis repeated (x?=58.722, d.f=32, x? /sd=1.838,
CFI1=0.945, GFI=0.883, AGFI=0.798, RMSEA=0.103,
NFl= 0.890 and SRMR=0.057). RMSEA has not still been
acceptable levels though the other fit indices were good.
Based on modification suggestion, covariance was formed
between items 6 and 9 errors. This resulted in following
values: x?=43.703, d.f=31, x? /sd=1.410, CFI=0.974,
GFI=0.909, AGFI=0.838, RMSEA=0.072, NFI= 0.909 and
SRMR=0.052. Thus, the fit indices reached acceptable
levels. Loading values of one-factor structure ranged
between 0.637 and 0.819 (p<0.001). Error variances were
ranged between 0.870-2.090. And t values of unobserved
variables changed between 3.763-6.019 (p<0.001)

Concurrent Validity Analyses: Correlations between
SPIS and frequency of skin picking per day, duration
of skin picking per day, number of sites of picking, NE-
YBOCS severity, BDI, BAl and SF-36 subscale scores were
examined to determine the validity of the scale. Spearman
rank correlations between SPIS and the other scales was
given in Table 3. Good correlations were observed between
SPIS and number of sites of picking (r=0.265, p=0.037),
duration of skin picking per day (r=0.453, p<0.001), NE-
YBOCS score (r=0.509, p<0.001), BDI (r=0.273, p=0.014),
and total scores for SF-36 subscales of physical health (r=
- 0.262, p=0.019) and mental health (r=- 0.262, p=0.019),
while poor correlations were observed with BAI (r=0.186,
p=0.098) and frequency of skin picking per day (r=0.143,
p=0.207)
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Table 3. Spearman rank correlations between SPIS and the other scales

1 2 3 4 5 6 7 8 )
(1)SPIS-Total 0.265* 0.145 0.453* | 0.509** | 0.273* | 0.186 -0.262 -0.262
(2)Number of sited picked 0.045 0.369** | 0.485** | -0.015 | -0.03 -0.212 -0.103
(3)Frequency of picking (per day) 0.550** |0.231* |0.071 |-0.066 |0.078 0.159
(4)Time spent picking (per aday) 0.620** |0.05 |-0.073 |-0.037 |0.089
(5)NE-YBOCS 0.044 |-0.006 |-0.218 -0.036
(6)BDI 0.550** |-0.292** | -0.587**
(7)BAI -0.363** |-0.533**
(8)SF-36-Physical Health 0.563**
(9)SF-36-Mental Health
*p<0.05, **p<0.001

Discriminatory Validity Analyses: The mean score of SPIS
was 15.6+12.9 in patient group, 1.5+2.5 in healthy control
group and there was statistical significant difference
(t=9.586, p<0.001) (Table 1).

At the same time, ROC analysis was performed to evaluate
whether it was a good criterion for distinguishing SPD
patients and healthy control group. As a result of the
analysis, AUC for SPIS was found to be 0.868 (95% CI =
0.810-0.927, p <0.001). >5 was accepted as a cut-off point
for SPIS; its sensitivity was 72.5 % and specificity was 90 %.

Reliability Results

Item-total correlation and Cronbach’s alpha coefficients
were given in Table 4. Cronbach’s alpha internal consistency
coefficient of SPIS was determined to be 0.942. Item-total
correlation coefficients of all questions ranged between
0.665 and 0.849. Cronbach’s alpha coefficients if item
deleted were ranged between 0.932-0.940. Spearman-
Brown coefficient by split-half method was calculated
as 0.935. The analysis revealed that the scale is highly
reliable.

Table 4. The mean of SPIS’s items, factor loadings, item-total correlation and Cronbach’s alpha coefficient

Scale Items

Mean+SD

Cronbach’s alpha if item

Item-total correlation deleted

Factor loadings*®

1.1 don’t look people in the eye because of my skin picking | 1.35+1.66 0.739 0.782 0.935
zl.(:nthink my social life would be better if | didn’t pick my 1.65¢1.76 0.697 0.763 0.936
3.1 hate the way | look because of my skin picking 2.06+1.86 0.763 0.849 0.932
4.1t takes me longer to go out because of my skin picking 1.06+1.47 0.701 0.738 0.938
5.1 feel embarrassed because of my skin picking 1.99+1.91 0.649 0.739 0.938
6.There are some things | can’t do because of my skin picking | 1.33+1.64 0.819 0.801 0.934
7.1 feel unattractive because of my skin picking 1.89+1.81 0.712 0.807 0.934
8.1t takes me longer t.ha.n others to get ready in the morning 1.0341.48 0.684 0.708 0.939
because of my skin picking

;Ick?r?_gr,] t like people looking at me because of my skin 2.1041.97 0.789 0.811 0.934
10.My relationships have suffered because of my skin picking | 1.14+1.59 0.637 0.665 0.940

*Last CFA analysis

DISCUSSION

This study analyzed the validity and reliability of Turkish
version of SPIS scale developed by Keuthen et al. [6].
Overall, the scale consisting of ten items and one dimension
was found to be valid and reliable after being translated
into Turkish and examined for psychometric measures.

In our study, values (x?=503.69, p<0.001) obtained in
KMO and Bartlett’s tests suggested that our data was
sufficient for factor analysis [27]. Factor analysis could
not be performed due to the small sample size for SPIS

in the original study of the scale [6]. Snorrason et al.
then performed the factor analysis for both the original
and shortened versions of the scale in 650 patients with
SPD in an internet-based research. Similar to our study,
they reported that the one-dimensional factor structure
(eigenvalue=6.57) explained 62.02% of the variance [14].
However, a Brazilian study on the scale showed that the
two-factor structure was valid and reliable [30].

We used CFA to test if the one-factor structure was
confirmed. In the process of deciding the validity of the
model established in CFA, goodness of fit indices, factor
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loadings, t values are taken into consideration [31]. In our
study, factor loadings were determined to be very good
levels [29] and t values were found at statistical significant
(p<0.001) while some items had high error variances.
Even then, any items were not preferred to exclude from
the model because of significance of t values. As the
acceptable values could not be reached for CFl, GFl, AGFI,
RMSEA, NFI and SRMR fit indices in primary CFA, and then
modification recommendations were considered. In line
with modification recommendations, errors in items 4 and
8, items 3 and 7, items 5 and 8 and items 6 and 9 were
associated with each others. Last analysis showed a good
model fit (x2=43.703, d.f=31, x? /sd=1.410, CFI=0.974,
GF1=0,909, AGFI=0.838, RMSEA=0.072, NFI= 0.909 and
SRMR=0.052). As a result, even if the model with one -
factor structure was demonstrated good fit and validity,
the results need to be interpreted carefully caused by using
too much modifications. The covariance values between
the errors shown in the modification indices indicate the
measurement error. It is thought that these measurement
errors may be due to the characteristics of the respondents
as well as the expressions of items [32]. Errors of item 4
(“It takes me longer to go out because of my skin picking”)
and 8 (“It takes me longer than others to get ready in the
morning because of my skin picking”) which were associated
with each other in our study are about behavior outcomes
caused by skin picking. Errors of item 3 (“I hate the way |
look because of my skin picking”) and 7 (“I feel unattractive
because of my skin picking”) are about body perception
or appearance caused by skin picking. These expressions
of items as mentioned above may have been perceived
in the same way by participants. Errors of item 5 (“I feel
embarrassed because of my skin picking”) and 8 (“It takes
me longer than others to get ready in the morning because of
my skin picking”) and item 6 (“There are some things | can’t
do because of my skin picking”) and 9 (“I don’t like people
looking at me because of my skin picking”) which were
associated with each others in our analysis, indicate social
isolation, avoiding daily activities and shame caused by skin
picking. Skin picking behavior lead to injuries, shame and
subsequently checking and concealing the site of picking.
Hereby, patients often tend to be late for work or school
because of the time spending on skin picking or concealing
behaviors. Moreover, patients avoid engaging intimial
relationship or group activities or vacations for hiding
skin injuries [9,11]. Expressions about embarrassment and
behaviors related to avoidance may have been perceived
as interweaving processes while patients was answering the
questions. Our study population comprised patients who
were referred from dermatology and psychiatry outpatient
clinics. At this point, it is not wrong to say as an important
part of patients have not awareness of their illness or
tend to hide their problems. In addition, it is known that
SPD patients are more impulsive [33] and have difficulties
in recognizing and decribing emotions [34]. Probably, the
characteristics of the patients and similar aspects in the
items expressions may have caused this confusion. So it is
still important to consider the results carefully.

In line with our results, Snorrason et al. reported that the
one-factor structure for SPIS showed a good model fit in
CFA (x? = 60.28.86, df = 30, p < 0.001; RMSEA = 0.056; CFI
= 1.0; NNFI = 0.99) [14]. This study population included
SPD patients from internet unlike our study which enrolled
treatment seeking SPD patients. The difference in model
fit indices between this study and ours may have been
caused by this point. Our study found that the reliability of
the one-factor scale was acceptable. Internal consistency
coefficients of the factor were comparable to those
in other studies in the field [6,14,30]. Reliability was
considered to be sufficient based on the Spearman - Brown
coefficient and Cronbach’s alpha level of >0.70 and item-
total correlations of >0.30 [35].

Also within the scope of investigation on validity of the
scale, SPIS was determined to be highly correlated with
NE-YBOCS score and answers to questions “number of
sites of picking” and “duration of picking per day” in
Sociodemographic Data Form as well as BDI and total
scores for SF-36 subscales of physical health and mental
health. Other studies similarly reported that SPIS was
highly correlated with DASS and SDS [14], BDI, BAI,
emotions following the picking behavior [6], and CGI [30].
In our study, score of SPIS was found different between
SPD patients and healthy controls (p<0.001). AUC value of
0.868 was determined to be good in distinguishing between
the patient and control groups [36]. In the study of Keuthen
et al. the cut-off point of the scale was reported to be
7 and above for differentiating between self-destructive
skin picking and milder ones. The cut-off point has high
sensitivity and specificity in differentiating between self-
destructive and non-self-destructive skin picking [6]. In our
study, >5 was accepted as a cut-off point for distinguishing
SPD patients from healthy controls; its sensitivity was 72.5
% and specificity was 90 %. Unfortunately, we could not
perform to determine cut-off point for separating between
severe skin picking and mild skin picking.

In conclusion, SPIS is a self-report scale which can rapidly
provide insight on the degree of psychosocial dysfunction
caused by skin picking behavior and the severity of
disorder. Since this form of SPIS does not have to be applied
by the clinician, it can be applied by dermatologists and
psychologists consulted by patients with SPD, besides the
psychiatrists. Our study evaluated the one-factor, ten-item
version of SPIS by psychometric analysis and demonstrated
that this version is valid and can be reliably used in our
country. Future studies with a population-based sample
can contribute the factor structure of the scale.
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