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ABSTRACT
Objectives. To determine the extent 
of body image dissatisfaction (BID) 
in patients with self-reported systemic 
sclerosis (SSc)-related telangiectases 
and to identify the demographic, psy-
chological and disease-related corre-
lates of BID within a cross-sectional 
study. 
Methods. Patients with SSc were in-
vited to participate in a questionnaire 
survey. Each completed the Adjusted 
Satisfaction with Appearance Scale 
(ASWAP), the Hospital Anxiety and 
Depression Scale (HADS) and an 
open-ended telangiectases question-
naire. Thematic analysis was utilised 
to describe the qualitative data.
Results. 141 patients with SSc par-
ticipated (83% female, 70% limited 
cutaneous SSc, median age 62 years). 
Telangiectases were reported by 113 
(80%). ASWAP ‘dissatisfaction with 
appearance’ scores were significantly 
higher in those reporting telangiectases 
(p=0.02). Anxiety and depression 
scores were similar in those with and 
without telangiectases. Those report-
ing telangiectases were more likely to 
be anticentromere positive (40% vs. 
18%, p=0.02) and to have a history of 
severe digital ischaemia (38% vs. 18%, 
p=0.04) than those not. Qualitative 
analysis revealed four themes: chang-
es in behaviour as a result of telangi-
ectases, public and private self-image, 
negative emotional impact of telangi-
ectases and appreciation of life.
Conclusions. BID, as measured by the 
ASWAP ‘dissatisfaction with appear-
ance’ subscale, was significantly higher 
in patients with telangiectases. Telangi-
ectases were associated with anticen-
tromere positivity and digital ischae-
mia, lending further support for telan-
giectases as a potential marker for vas-
cular involvement. Qualitative analysis 
provided new insights into the thoughts 
and feelings of patients with telangi-
ectases. Our findings highlight the im-

pact of telangiectases and the need to 
address and manage related concerns.

Introduction
Both the limited and diffuse cutaneous 
subtypes (1) of the multisystem disease 
systemic sclerosis (SSc) are associated 
with progressive appearance-related 
changes that vary considerably be-
tween individuals and may also fluctu-
ate over time. Telangiectases, which are 
abnormalities of microvessels caused 
by dilatation of primarily the post-
capillary venules, represent one of the 
most visible physical manifestations 
of SSc. They occur commonly on the 
face, necklace area and upper limbs and 
are part of the microvascular pathology 
which is a major contributor to the SSc 
disease process (2), representing the 
‘T’ in CREST (the term formerly used 
for the limited cutaneous subtype of 
SSc [lcSSc]). Although telangiectases 
affecting the skin (3) are by no means 
life-threatening, unlike many of the oth-
er clinical manifestations of SSc, their 
highly visible nature may adversely af-
fect body image in affected patients. 
Body image dissatisfaction (BID) rep-
resents a subjective construct (4) con-
sisting of beliefs and feelings about 
perceived body image in contrast to an 
ideal, or a previously held, body image 
that is subject to change by social in-
fluences and attitudes. Although early 
studies of BID focused predominantly 
upon the healthy body and on eating 
disorders, there has been growing in-
terest in recent years in acquired and 
highly visible conditions such as burn 
injuries and trauma (5-6). To date, the 
progressive physical changes in ap-
pearance associated with chronic dis-
ease, and anxiety over the wider social 
response to these changes, have at-
tracted less attention yet appear to be 
related to psychological distress and 
low self-esteem (7-9).
Perceived attractiveness in patients 
with SSc has been shown to be a signifi-
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cant predictor of anxiety and depression 
(10) and BID is especially important 
amongst younger women with SSc (11). 
Skin deformities have been identified 
as one of the most disturbing aspects of 
SSc although the impact of skin appear-
ance is less clear-cut (12). Clinician-
assessed skin thickness using the modi-
fied Rodnan skin score has been associ-
ated with increased dissatisfaction with 
appearance and social discomfort (13), 
although another study found that skin 
score was only weakly associated with 
psychosocial adjustment (14) and, else-
where, no association at all was found 
between skin thickness and appearance 
self-esteem (12).
In a previous study, we reported a non-
significant trend between increasing 
telangiectases severity and increased 
psychological distress (15). However, 
to date no studies have specifically 
examined the impact of SSc-related 
telangiectases on BID, or assessed the 
perceptions of affected patients al-
though a recent study examining body 
image distress in SSc generally found 
an association between the presence of 
upper-body telangiectases and greater 
social discomfort (13).
In this study our overall aim was to 
test the hypothesis that, amongst pa-
tients with SSc, greater BID would be 
endorsed in those patients with self-re-
ported telangiectases than those with-
out. Specific objectives were to:

1. Determine the extent of BID in pa-
tients with SSc-related telangiectases.

2. Identify demographic, disease-related 
and psychological correlates of BID 
in patients with SSc-related telangi-
ectases (hypothesising, with respect 
to psychological correlates, that there 
would be a positive association be-
tween BID and depressive symp-
toms).

3. Examine the perceptions of those 
with telangiectases using a qualitative 
approach.

Methods
Patients aged over 18 years of age with 
a confirmed diagnosis of lcSSc or dif-
fuse cutaneous SSc (dcSSc) were iden-
tified via a clinical database at Salford 
Royal NHS Foundation Trust, and in-

vited to take part in a questionnaire sur-
vey. Those who wished to participate 
completed a set of three questionnaires 
and returned them, together with signed 
informed consent, to researchers by 
mail. A single reminder letter was sent 
to all non-responders 4-6 weeks after 
the initial mailing. 

Measures
Three measures were used to assess the 
impact of telangiectases. These con-
sisted of:
a) Adjusted Satisfaction with Appear-

ance Scale (ASWAP): A 15-item 
questionnaire designed to measure 
‘body image dissatisfaction’ at mul-
tiple body sites and ‘social discom-
fort related to appearance’ (16), and 
validated for patients with SSc (17). 
Patients are asked to rate the de-
gree to which each item accurately 
reflects their thoughts and feelings 
about their appearance on a Likert 
scale from 1 to 7, which was then 
converted to scores between 0 and 
6, generating two subscale scores 
of 0 to 48 (‘dissatisfaction with ap-
pearance’) and 0 to 40 (‘social dis-
comfort’) and a total score of 0 to 90, 
with higher scores indicating greater 
dissatisfaction and distress. Internal 
consistency (coefficient alpha) of the 
ASWAP scores in the current study 
was 0.73 for ‘dissatisfaction with ap-
pearance’, 0.71 for ‘social discom-
fort’ and 0.71 for the total score.

b) The Hospital Anxiety and Depres-
sion Scale (HADS) (18): A 14-item 
scale assessing anxiety and depres-
sion in medical and surgical popula-
tions with each item scored between 
0 and 3, allowing scores ranging 
from 0 to 21 for each subscale with 
higher scores indicating greater lev-
els of distress and depression. The 
ability of the HADS to provide reli-
able indications of anxiety and de-
pression has been well-documented 
and the measure has also been ap-
plied within previous studies of SSc 
(19, 10). Internal consistency (coef-
ficient alpha) of the HADS scores in 
the current study was 0.80 for the 
anxiety score and 0.90 for the de-
pression score. 

c) Telangiectases questionnaire: An 11-

item questionnaire containing items 
generated specifically for the current 
study through patient report, availa-
ble literature and expert review. Four 
initial questions collected informa-
tion about marital and employment 
status, whether patients were af-
fected by telangiecases and the loca-
tion of telangiectases by zone: face, 
mouth, neck, hands and arms (more 
than one areas could be listed). The 
measure then gathered informa-
tion about the concerns and experi-
ences of patients with telangiectases 
through a series of 7 open-ended 
questions: ‘Do you ever try to cover 
up your telangiectases?’, ‘How do 
you feel your telangiectases affects 
your relationships with friends/fam-
ily/new people’, ‘How do you feel 
your telangiectases affect the way 
you interact with the public/people 
in general?’, ‘How do feel your tel-
angiectases affect your self-image?’, 
‘How would you describe your ap-
pearance in light of your telangi-
ectases?’, ‘What feelings and emo-
tions do you have as a result of your 
telangiectases?’ and ‘How do your 
telangiectases affect your lifestyle?’.

Clinical data
Following informed written consent, 
medical records for all patients were 
accessed via a clinical database. Vari-
ables consisted of gender, ethnicity, 
age at assessment, age at onset of first 
non-Raynaud’s clinical feature, disease 
duration since first non-Raynaud’s clin-
ical feature, subtype (lcSSc or dcSSc), 
presence or absence of severe digital 
ischaemia (as judged by a history of 
treatment with intravenous vasodila-
tors, digital debridement or amputation) 
and anticentromere antibody status.

Ethical approval
Ethical approval was granted by 
the Wrightington, Wigan and Leigh 
National Research Ethics Service 
(NRES) UK Committee. Permission 
was sought for a member of the direct 
clinical team to access a limited data-
set using a research database. Once 
consent was obtained, a more detailed 
dataset was extracted for use by the re-
search team.
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Data analysis
The ASWAP and HADS were scored 
according to published instructions 
(15-16). Variables did not meet the 
criteria for normal distribution and 
therefore were analysed using non-par-
ametric methods. Medians and inter-
quartile ranges were used to describe 
these data. Spearman’s correlations, 
χ2 and Fisher’s test accordingly were 
employed to investigate the relation-
ship between variables and differences 
between groups were examined with 
Mann Whitney U comparisons. Analy-
ses were performed using SPSS Ver-
sion 16.0.
The qualitative data arising from the 
telangiectases questionnaire were ana-
lysed by thematic analysis (20) un-
dertaking the following steps: (i) the 
identification of themes emerging di-
rectly from the raw data; (ii) utilising 
a systematic method to clearly identify 
themes; and (iii) checking the analysis 
for reliability. Thus initially a process 
of reading and rereading the free text 
was undertaken (HE, HLR) with a view 
to familiarisation with the data and rec-
ognising themes submerged within the 
data. From this a list of all emerging 
themes was developed (HE). Through 
discussion between two of the authors 
(HE, HLR), themes were reviewed 
and related themes were subsequently 

organised into ‘clusters’ in an effort 
to establish super-ordinate categories. 
Relevant quotations were highlighted 
and grouped under each theme. A de-
scription of each of the themes was 
then developed and headings identified 
which best described each of them. Fi-
nally the themes were checked against 
the original raw data. At each stage, 
the thematic arrangement and chosen 
illustrative quotations were discussed, 
expanded and agreed upon by the au-
thors (HE, HLR) in an effort to elimi-
nate personal researcher bias, promote 
validity of the results and achieve rigor.

Results 
Recruitment and baseline 
characteristics
A total of 227 patients were contacted. 
Of these, 141 (62%) agreed to partici-
pate in the study. A further 5 (2%) did 
not wish to participate and the remain-
der did not respond. Potential differ-
ences between respondents and non-
respondents were examined. The two 
groups did not differ significantly by 
gender or subtype, although age nearly 
reached statistical significance (re-
spondents’ median age=62 years, non-
respondents’ median ag=57, p=0.06). 
The demographic and clinical character-
istics of the 141 respondents are shown 
in Table I. Telangiectases were reported 

by 113 (80%) respondents. The major-
ity of respondents were married or co-
habiting (70%) and were retired (67%). 
No significant demographic differences 
were detected between those with and 
without self-reported telangiectases. 
Respondents with telangiectases were 
more likely to be anticentromere posi-
tive (40% vs. 18%, p=0.02) and have 
a history of severe digital ischaemia 
(38% vs. 18%, p=0.04) than those with-
out. The location of telangiectases was 
provided for all but one respondent: 30 
face and mouth; 1 neck only; 8 face, 
mouth and neck; 2 hands only; 2 hands 
and arms; 9 face, mouth, neck, hands 
and arms and 60 combinations involv-
ing both the upper limbs and face, 
mouth or neck area.

Body image dissatisfaction (BID)
The interquartile range (Table I) in-
dicated considerable variation in re-
spondents’ ASWAP scores. Median 
‘dissatisfaction with appearance’ scores 
were higher in respondents with telan-
giectases than those without (21 vs. 15, 
p=0.02).

Anxiety and depression
The interquartile range again indicated 
considerable variation (Table I) in re-
spondents’ HADS scores but there was 
no significant difference in median 
scores between those with and with-
out telangiectases in either the anxiety 
(7 for those with telangiectases vs. 8 
without, p=0.46) or depression (6 for 
those with telangiectases vs. 6 without, 
p=0.52) subscales. 

Associations between BID and 
demographic and clinical variables                                     
Respondents with dcSSc had signifi-
cantly higher total ASWAP and ‘dis-
satisfaction with appearance’ median 
subscale scores than those with lcSSc 
(39 in dcSSc vs. 34 in lcSSc, p=0.03 
and 23 vs. 18, p=0.003 respectively). 
Respondents who were not married 
or cohabiting had significantly higher 
ASWAP scores than those who were: 
ASWAP total (42.5 vs. 33.5, p=0.01), 
‘dissatisfaction with appearance’ (23 
vs. 18, p=0.05) and ‘social impact’ 
(17.5 vs. 13, p=0.02) respectively. 
Respondents who had retired had sig-

Table I. Respondent characteristics (n=141).
 
 Overall Telangiectases No p-value
 n=141 n=113  telangiectases (telangiectases
   n=28 vs. no 
       telangiectases)

Female, n (%) 117 (83) 96 (85) 21 (75) p=0.21
White Caucasian, n (%) 136 (96) 109 (96) 27 (96) p=0.99
Married/cohabiting, n(%) 98 (70) 78 (69) 20 (71) p=0.65
Retired, n(%) 94 (67) 80 (71) 14 (50) p=0.06
Median age in yrs (IQR) 62 (14) 63 (14) 60 (10) p=0.35
Median age at onset first non-RP feature, 46 (20) 46 (21) 48 (19) p=0.61 
   yrs, (IQR) 
Median duration of disease since onset, 11 (12) 12 (12) 9 (12) p=0.07 
   yrs (IQR) 
LcSSc, n (%) 100 (70) 81 (72) 19 (68) p=0.69
History digital ischaemia, n (%) 48 (34) 43 (38) 5 (18) p=0.04
Anticentromere positivity, n (%)* 50 (35) 45 (40) 5 (18) p=0.02
ASWAP Total score, median (IQR)* 36 (21) 37 (20) 26 (22) p=0.09
ASWAP Dissatisfaction with appearance, 20 (12) 21 (12) 15 (12) p=0.02 
   median (IQR)* 
ASWAP Social Impact, median (IQR)* 14 (14) 14 (14) 12 (13) p=0.66
HADS Anxiety, median (IQR)** 7 (6) 7 (6) 8 (8) p=0.46
HADS Depression, median (IQR)** 6 (6) 6 (6) 6 (6) p=0.52

*138. **140.



S-15

Body image dissatisfaction in SSc-related telangiectases / H. Ennis et al.

nificantly higher scores only for the 
‘dissatisfaction with appearance’ scale 
versus those who were not retired (21.5 
vs. 16, p=0.02). In terms of the loca-
tion of telangiectases, ASWAP scores 
differed significantly only for those 
with affected arms versus not (to-
tal ASWAP median score 24 in those 
with telangiectases on the arms vs. 18 
in those without, p=0.04; ‘dissatisfac-
tion with appearance’ median score 45 
vs. 33, p=0.01; ‘social impact’ median 
score 19 vs. 13, p=0.09 respectively). A 
negative correlation was also found be-
tween both age and age at onset of first 
non-Raynaud’s clinical feature (p=0.01 
and p=0.04 respectively) and the AS-
WAP ‘social impact’ subscale score, 
indicating higher scores were reported 
by younger respondents. 

Associations between anxiety and 
depression, and demographic and 
clinical variables                                     
No associations were detected between 
either of the HADS scores and any of 
the clinical or demographic variables. 

Qualitative data analysis
All respondents with telangiectases 
(n=113) provided qualitative data. 
Examination of these data provided a 
pattern of themes detailing individuals’ 
personal and social responses to telan-
giectases. From the analysis, 4 themes 
emerged: ‘changes in behaviour as a 
result of telangiectases’, ‘public and 
private self image’; ‘negative emotion-
al impact of telangiectases’ and ‘appre-
ciation of life’. The themes, and illus-
trative quotations, are detailed below. 
For presentation purposes, illustrative 
quotes have had spellings corrected 
and any changes made to the quote 
by the authors are illustrated in square 
brackets. Figures in round brackets af-
ter illustrative quotes indicate the num-
ber of the participant from whom the 
quote arose. 

Theme 1: Changes in behaviour as a 
result of telangiectases
The visible nature of telangiectases ap-
peared to impact upon respondents and 
many individuals described changing 
their behaviour as a result. Participants 
responded that they felt the need to 

explain their condition or provide in-
formation to others in relation to their 
telangiectases: “I usually explain what 
it is” (208), “[I] answer questions if 
people ask me what it is” (193) and “I 
feel I have to explain to people it’s not 
a rash” (25). Others reported compen-
sating for their appearance: “I tend to 
hold my head down. I do my best to ap-
pear light-hearted and amusing” (115).
For many respondents, changes in be-
haviour arose through forms of avoid-
ance. These included: social avoidance 
e.g. “I tend to avoid people because 
I think I look like death warmed up” 
(132); and avoidance of reminders to 
the self of appearance e.g. “it’s some-
thing I can live with as long as I stay 
away from mirrors” (83). For others 
the use of makeup and/or camouflage 
make-up was described as being a ne-
cessity: “[I] do not venture out without 
makeup” (115); “I wear foundation and 
then powder everyday and would not 
go out until I have put them on” (130). 
For some respondents the use of make-
up was seen as an important means of 
coping with telangiectases e.g. “no-
body has ever commented – I always 
wear cover” (218); “not a problem- 
just a make-up solution” (79); and “if 
I don’t use it I’m told I look poorly and 
so I use it every day and do not go out 
with out it [make-up]” (140).

Theme 2: Public and private self image
At an individual level many respondents 
said they felt self-conscious because of 
their telangiectases: “[I] feel very self 
conscious. I feel they are very unattrac-
tive” (2) and “I hate the way I look…I 
do feel very self conscious and unattrac-
tive” (1). This was particularly evident 
for individuals when meeting new peo-
ple: “I feel shy in front of new people 
and feel like people are looking at me” 
(224); and “with new people I feel self 
conscious and withdrawn” (161).
For many individuals there was a per-
ception of a noticeable difference in 
appearance when in the public domain 
with respondents feeling they are being 
stared at: “I don’t feel confident as I feel 
people are staring at red blotches” (19); 
“I feel self-conscious of my face and 
nose and feel as though people are star-
ing or noticing the blemishes” (52) and 

“People look at telangiectases instead 
of me” (7). For some this bordered on 
feeling stigmatised: “…sometimes they 
look at you as if you have the dreaded 
lurgy” (113); “I hate photographs being 
taken as I look like a drunken layabout, 
all red nosed with the hangover” (83); 
“A number of times people thought I 
had measles or chicken pox” (19); and 
“I try to explain it’s not contagious” 
(28).

Theme 3: Negative emotional impact 
of telangiectases
The negative emotional impact spe-
cifically related to their telangiectases 
emerged as a theme for a number of 
participants. The emotions reported in-
cluded: “I feel different, aggressive…
it makes me feel depressive and of 
low self-esteem” (174); “I feel stupid” 
(213); “feelings of sadness and loss of 
confidence” (185); “I feel like crying a 
lot. I hate them and I wish they were 
somewhere else on my body” (224); “I 
feel quite ugly” (154). 

Theme 4: Appreciation of life
Participants also described an appre-
ciation of life despite their SSc and 
telangiectases. For some, it concerned 
their outlook on life: “…it is the per-
son that is important – not how we 
look” (151) and “although myself more 
aware of many imperfections I try to 
take positive measures” (180); “Life 
is precious so I don’t want to spend 
it feeling constantly sorry for myself” 
(83). For others this was associated 
with relationships: “my family are very 
supportive” (185); “my husband tells 
me after 30 years of marrage we are 
the same people inside we just have 
different wrappers” (30). Some indi-
viduals recognised both the negatives 
and changes in outlook: “[I] continue 
to cope with everyday life but in many 
ways I am limited but thankful [I am] 
still able to walk and go outside” (180); 
“some days I feel depressed at the way 
I look but I feel that is far less impor-
tant than feeling well and being able to 
get about” (136).

Discussion 
In our study of 141 patients with SSc, 
respondents with self-reported telan-
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giectases had higher ASWAP ‘dissat-
isfaction with appearance’ subscale 
scores indicating greater BID. ASWAP 
median scores for all respondents were 
similar to published mean scores in a 
SSc sample (including both limited and 
diffuse subtypes) in the ‘dissatisfaction 
with appearance’ subscale (21 in the 
present study vs 24) and ‘social impact’ 
subscale (14 in the present study vs. 
12) (17), suggesting that our patients 
were comparable to other SSc cohorts.
Consistent with previous reports, pa-
tients with telangiectases were more 
likely than those without to be anticen-
tromere antibody positive (21). Also, 
patients with telangiectases were more 
likely to have severe digital ischaemia 
(as judged by a history of treatment 
with intravenous vasodilators, digital 
debridement or amputation), further 
supporting the suggestion that telangi-
ectases may serve as a potential clini-
cal marker for vascular involvement as 
suggested by Shah et al.; data on pul-
monary arterial pressure measurements 
were not collected as part of our study 
(22).
Respondents with dcSSc had signifi-
cantly higher scores in the ASWAP total 
score and ‘dissatisfaction with appear-
ance’ subscale (p=0.03 and p=0.003). 
The proportion of telangiectases was 
similar in those with lcSSc and dcSSc 
(81% vs. 78%) and the higher ASWAP 
scores in patients with dcSSc, consist-
ent with existing research (17), may 
reflect the rapid onset of changes in ap-
pearance often experienced by patients 
with dcSSc, whose disease can evolve 
very rapidly. Although ASWAP scores 
can be influenced by ethnicity (23), this 
is unlikely to have been an issue in our 
cohort, most of whom were Caucasian 
(n=96%). 
The themes arising from the qualitative 
analysis, therefore, both complement 
and allow an enhanced understanding 
of findings elicited from the quantita-
tive research reported above and are 
generally in lines with previous stud-
ies in the area. In particular the themes 
of ‘changes in behaviour’ and ‘public 
and private self-image’ mirror simi-
lar themes associated with avoidance 
and stigmatisation previously reported 
(24). Of particular interest within this 

population was the emergence of the 
theme reflecting ‘appreciation of life’. 
It is increasingly understood that there 
is a traumatic potential to serious ill-
ness (e.g. Odegard et al. (25)). Howev-
er many individuals also report various 
positive changes, often referred to in 
the literature as Post Traumatic Growth 
(PTG), which reflect the processes of 
beneficial psychological adjustment 
and personal growth and have been 
linked to better coping with the dis-
ease-related demands (26-28). Indeed 
it is clear from the current study that 
negative responses in terms of psycho-
logical distress and BID are not inevi-
table for individuals with telangectases 
and it would be of interest to examine 
how PTG is related to different disease 
variables and the emergence of such 
psychological factors. 
There are a number of important limi-
tations to this study. The methodology 
chosen was a postal survey and, there-
fore, selection bias was inherent within 
the study design. However, no sig-
nificant differences were identified be-
tween respondents and non-respondents 
in terms of age, gender or subtype. It is 
possible that patients with SSc-related 
telangiectases were over-represented in 
the survey: 80% of respondents in the 
current study reported having telangi-
ectases and, while this is higher than 
the 56% prevalence reported within a 
Japanese cohort by Ashida et al. (29), it 
is similar to the 78.9% reported by Jew-
ett et al. within a Canadian cohort (13). 
Although information sheets and ques-
tionnaires emphasised that the study 
was open to both those with and without 
telangiectases, those without may have 
decided not to participate. Patients with 
more severe disease may also have been 
less likely to participate. 
Within the current study, anxiety and 
depression were assessed by the HADS 
and, while scores varied considerably, 
the median scores were within normal 
ranges and no association was found 
between any of the clinical or demo-
graphic variables assessed within our 
study. While further studies using more 
detailed measures or structured clinical 
interviews may be indicated, existing 
literature suggests that high levels of 
depressive symptoms, in particular, are 

associated with disease severity and 
internal organ involvement (30-31), 
variables not assessed within the cur-
rent study.
The presence and absence of telangi-
ectases was determined in all cases by 
respondents: we were interested spe-
cifically in patients’ perception of their 
telangiectases, on the basis that this is 
what is likely to be important in terms 
of BID and psychological impact. It is 
possible that over – or under-reporting 
could therefore have occurred although 
information sheets did describe and 
define telangiectases. There was no at-
tempt to collect information about the 
spread, size or vividity of telangiectases 
and this may have provided further in-
sight into the impact of these lesions 
on BID. Current literature on BID indi-
cates that the extent and severity of dis-
figurement does not, however, predict 
greater psychological distress (5, 32) 
and the qualitative comments we report 
indicate that other factors, such as ease 
of concealment or the attitude of family 
and friends, are of greater importance 
to respondents. Co-morbidity and the 
range of physical manifestations asso-
ciated with SSc (including skin thicken-
ing, contractures and digital ulceration) 
may also have influenced the study re-
sults by impairing BID for reasons oth-
er than telangiectases. We tried to over-
come this by specifically asking about 
the impact of telangiectases in both the 
information sheets and questionnaires 
used. Qualitative data also indicated 
that respondents believed their telan-
giectases varied considerably not only 
over periods of weeks and months, but 
also on a day-to-day basis. Prospective 
studies, examining change over time 
and the correlates of this, would be of 
interest from both a body image and 
pathophysiology perspective.
A strength of this study is the qualita-
tive aspect which, for example, through 
questions asking specifically about ef-
forts to cover up telangiectases, indicat-
ed widespread concern about appear-
ance, the perceptions of others within 
society and unhappiness with the per-
ceived necessity or process of covering 
up telangiectases. While the methods 
of collating the qualitative data may be 
restricted by the postal survey method 
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utilised, nonetheless the qualitative as-
pect provides insight into the thoughts 
and feelings of those with SSc regard-
ing their physical appearance and the 
variability that exists in terms of the ap-
pearance and severity of telangiectases. 
In summary, as well as being a marker 
of vascular disease severity, SSc-related 
telangiectases are important because of 
their impact on body image. Clinicians 
should therefore not dismiss cutaneous 
telangiectases as being a ‘minor’ clini-
cal manifestation of SSc, but should lis-
ten to the patient’s concerns and explore 
possible treatment options including la-
ser or intense pulsed light therapy, or the 
use of cover or ‘camouflage’ cosmetics.
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