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ABSTRACT

Objectives This study aims to assess the relative of social
support and psychological distress in disease activity
among patients with Crohn’s disease (CD) in China, and
explore whether sex moderates the relationship between
disease activity and social support and psychological
distress in CD.

Design Our study has a cross-sectional design.

Setting This was a single-centre study, which was
conducted in Wuhan, China.

Participants A total of 184 patients with CD at Union
Hospital, Tongji Medical College, Huazhong University of
Science and Technology were enrolled in this study; of
these,162 patients were included in the final analysis.
Primary and secondary outcome measures The

main study outcome was the CD patients’ clinical and
questionnaire data. The association of disease activity,
social support and psychological distress with patients
with CD was also evaluated based on the collected data.
Results A total of 162 patients with CD were enrolled.
Compared with patients with CD in remission (CD-R), the
patients with CD in activity (CD-A) had higher C reactive
protein (CRP) (p=0.001), anaemia (p<0.001) and relapse
rates in the last year (p<0.001). Independent samples
t-tests indicated that the CD-A group reported lower
Social Support Rating Scale scores and higher Symptom
Checklist-90 scores than the CD-R group. Moreover, men
with CD had lower somatisation (p=0.030) and anxiety
(p=0.050) scores than women. In binary logistic regression
models, the subjective support (beta=0.903, p=0.013),
the clinical factors of CRP (beta=1.038, p=0.001) and
psychological distress factors of anxiety (beta=1.443,
p=0.008) and other (beta=1.235, p=0.042) were disease
activity predictors.

Conclusion The findings highlight the importance of the
psychological distress and social support factors that may
play a role in CD patients’ health. Interventions to address
these issues should be part of management in CD.

INTRODUCTION

Crohn’s disease (CD) is a chronic, non-
specific intestinal inflammatory disease char-
acterised by recurrent abdominal pain and

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Our study improved the understanding of the differ-
ences in psychological distress and social support
among patients with Crohn’s disease (CD) at differ-
ent active stages in low/middle-income countries,
especially in central China.

= Provide evidence for subsequent studies attempting
to establish a relationship between social support
and psychological well-being and disease activity.

= In this study, gender differences were considered in
the analysis.

= However, this cross-sectional study could not ad-
dress the causality between disease activity and
psychological change factors of patients with CD.

diarrhoea that peaks in young adulthood.'
In addition to gastrointestinal manifesta-
tions, patients with CD experience other
systemic manifestations and complications.
As 0of 2017, inflammatory bowel disease (IBD)
affected 6.8million people worldwide. The
USA reported the highest incidence of IBD,
followed by the UK.? Epidemiological studies
have shown that the incidence of IBD in China
is 3.44 cases per one million people, which is
the highest in Asia, and the incidence of IBD
in mainland China is higher in the south and
lower in the north.” In recent years, the inci-
dence of CD has increased rapidly in China.*’

Due to bowel damage and a long medical
history, patients have a high prevalence of
psychological impairment, such as anxiety
and depression, compared with the general
population.® 7 Although medical treatments
are effective in controlling gastrointestinal
inflammation, the relapsing behaviour of CD
can cause psychological disorders. Moreover,
patients with CD typically require lifelong
medication, which seriously affects their quality
of life and increases psychological distress.
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The CD is associated with high medical costs, high rates of
psychological disorders and illness burdens associated with
reduced productivity and activity. Studies have shown that
approximately 20% of patients with IBD may have symp-
toms of anxiety, and approximately 15% have symptoms
of depression.”’ Large population studies showed that the
prevalence of psychological distress and injury in patients
with IBD was significantly higher than that in non-IBD
adults.'” " Regarding the relationship between the psycho-
logical state of patients with IBD and gender differences,
studies have pointed out that female patients with IBD are
more prone to anxiety, depression and other psychological
problems than male patients.” For example, the prevalence
of comorbidity anxiety and depression in female patients
with IBD was 33.8% and 21.2%, respectively, compared
with 22.8% and 16.2% in male patients with IBD."?

The uncertainty of treatment results and psycholog-
ical disorders may lead to disease recurrence, aggravate
the course of the disease, and directly lead to the decline
of patients’ quality of life and the increase of treatment
costs.””'* Patients with IBD and anxiety or depression have
a higher risk of hospitalisation, emergency room visits,
readmissions and use of outpatient services than patients
without these symptoms.'” Thus, healthcare services for
CD are more demanding and costly for patients with
symptoms of anxiety and depression. Xu et alreported that
poor sleep quality, anxiety and depression were related
to inflammatory activity."® In addition, disease activity
was found to be associated with depression and anxiety,
and psychological distress may increase the likelihood of
disease relapse.'” However, most previous studies have
focused on anxiety or depression, rarely focusing on other
dimensions. Social support might be another dimension
that plays a role in disease severity. Interestingly, there are
few studies on the association between social support and
disease activity in patients with IBD."® "

This study aimed to improve the understanding of the
differences in psychological distress and social support
among patients with IBD at different active stages in China
to provide evidence for subsequent research attempts
to establish an association between social support and
psychological well-being and disease activity. In addition,
we considered whether sex moderates the relationship
between disease activity and social support and psycho-
logical distress in CD. Previous studies of patients with
IBD have found that older patients have higher symp-
toms of anxiety and depression. Therefore, in this study,
age was used as a control variable. Thus, we proposed the
following hypotheses: there were significant differences
in psychological disorders and social support between
patients with IBD in activity (CD-A) and CD patients in
remission (CD-R), and there may be gender differences
as well.

METHODS

Patient and public involvement

Patients or the public were not involved in the design,
conduct, reporting or dissemination plans of this research.

Participants

This study was a cross-sectional, single-centre study.
Participants were recruited between March 2020 and
March 2022 at Union Hospital, Tongji Medical College,
Huazhong University of Science and Technology in China.
The inclusion criteria were patients with a diagnosis of
CD,” adult patients (aged 18 years or more), patients
with sufficient ability in spoken and written Chinese to
complete all the questionnaires, patients without a diag-
nosis of concomitant mental disorders or dementia and
patients not taking psychotropic medication for CD. The
exclusion criteria were as follows: (1) patients who could
not complete the questionnaires; (2) patients who had
tumours or other medical comorbidities and (3) patients
who were pregnant. The flow diagram of the enrolled
patients and healthy controls is shown in figure 1.

Data collection

Clinical and demographic data were collected, including
age, sex, body mass index, employment status, living
status, educational status, marital status and disease
duration. The severity of CD was assessed using Crohn’s
Disease Activity Index (CDAI) scores.?’ A CDAI score of
less than 150 was defined as disease in remission. A CDAI
score of 150 or more was defined as disease in activity.

Social support was assessed using the Social Support
Rating Scale (SSRS).*** The participants’ social support
was evaluated by the Chinese version of the SSRS,
which was previously demonstrated to have reliability
and validity. It can measure the characteristics of social
support and its relationship with participants’ mental
health levels, mental illness, and various physical diseases.
The scale has 10 items, including items regarding objec-
tive support (3 items), subjective support (4 items) and
the utilisation of social support (3 items). The total score
ranges from 11 to 59 and is acquired by adding the scores
of each item. Lower scores on indices of the SSRS indi-
cate less social support.

The psychological state was assessed using the Symptom
Checklist-90 (SCL-90).** ?® The scale has a total of 90
items regarding a wide range of psychiatric symptoms,
including feelings, emotions, thinking, consciousness,
behaviours, habits, interpersonal relationships, diet
and sleep. Ten factors are used to reflect 10 aspects of
psychological symptoms, including psychoticism, para-
noid ideation, phobic anxiety, hostility, anxiety, depres-
sion, interpersonal sensitivity, obsessive—compulsive
behaviours and somatisation. The statistical standard of
the SCL-90 mainly consists of two items: the total score
and the various factor scores. The total score is the sum
of the scores of the 90 items, which reflects the severity
of the disease. The factor score is the average score of
all factors, which ranges from ‘0’ (‘no problem’) to ‘4’
(‘very serious’). Each factor reflects a certain aspect of the
participant’s symptoms, so the symptom distribution char-
acteristics of the participants can be understood through
the factor score. According to the results of the Chinese
norm, if the total score exceeds 160 points, the positive
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184 Crohn’s disease patients were recruited

A 4

Exclusion (n=22)
-not finished the Questionnaire (n=14)
-Associated with other diseases (n=8)

Y

A total of 162 Crohn’s disease patients were included

Y

Y

Crohn’s disease patients
in Activity (n=93)

Crohn’s disease patients
in remission (n=69)

Figure 1 Flow diagram of the enrolled patients.

items exceed 43 points or any factor score exceeds 2
points, the participants are considered to have a posi-
tive screening, and further examination is needed. This
version has excellent internal consistency for all items.

Statistical analysis

All statistical analyses were performed in SPSS V.26.0,
GraphPad Prism V.8.0 and Origin 2021 software. The
independent sample t-test was used to determine the rela-
tionship between disease status and sex differences and
scale factors. Correlation analysis was applied to evaluate
the relationship among the clinical, psychological and
social support factors. Hierarchical multiple regression
analysis was used to examine the unique contribution of
participant characteristics, psychological distress scores
and SSRS factor scores on the composite factors of disease
status. A p<0.05 was considered statistically significant.

RESULTS

Sample characteristics

A total of 162patients with CD with complete survey
responses were analysed (CD-A n=93, CD-R n=69). Partic-
ipants in the CD-A group reported a disease course of 13
months, and those in the CD-R group reported a disease
course of 11 months. The independent sample t-test and
x” tests indicated no statistically significant difference in
age, employment status, living status, marital status or
years of education between the two groups. Compared
with the CD-R group, the CD-A group had higher C reac-
tive protein (CRP) (p=0.001) and ESR values (p<0.001).
In addition, these patients tended to have higher anaemia
rates and relapse rates in the last year (p<0.001), which is
shown in table 1. Independent samples t-tests indicated
differences between the two groups, with the CD-A group
reporting lower SSRS scores and higher SCL-90 scores
than the CD-R group, which is shown in table 2. Moreover,

women showed higher levels of anaemia rate (p=0.021),
relapse rates in the last year (p=0.020) and somatisation
(p=0.030) and anxiety (p=0.050) than men, as shown in
table 3 and online supplemental table 1.

Preliminary analyses

Figure 2 shows the correlation between social support and
the psychological distress scale. The results showed that
objective support was negatively correlated with psycho-
logical distress (obsessive—compulsive, interpersonal
sensitivity, anxiety, hostility, phobic anxiety, paranoid,
psychoticism and other factors) (p<0.05). Subjective
support was negatively correlated with psychological
distress (somatisation, obsessive-compulsive, interper-
sonal sensitivity, depression, anxiety, hostility, phobic
anxiety, paranoid, psychoticism and other) (p<0.05).
Availability was negatively correlated with psychological
distress (somatisation, obsessive-compulsive, interper-
sonal sensitivity, depression, anxiety, hostility, paranoid,
psychoticism and other factors) (p<0.05).

Binary logistic regression models

Univariate analysis suggested that CRP levels (p=0.001),
somatisation  (p=0.007), obsessive compulsiveness
(p<0.001), interpersonal sensitivity (p<0.001), depres-
sion (p<0.001), anxiety (p=0.039), hostility (p=0.015),
phobic anxiety (p=0.002), paranoid (p=0.001), psychot-
icism (p<0.001), other factors (p<0.001) and subjective
support (p=0.003) were statistically significant and were
included in the subsequent binary logistic regression anal-
ysis. Binary logistic regression analyses showed that the
social support factors of subjective support (beta=0.903,
p=0.013), the clinical factors of CRP levels (beta=1.038,
p=0.001), the psychological distress factors of anxiety
(beta=1.443, p=0.008) and other factors (beta=1.235,
p=0.042) were predictors of disease activity, as shown in
table 4.
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Table 1 Baseline characteristics of the study population

Characteristics CD-A (n=93) CD-R (n=69) P value
Age 3112 35+15 0.096
Sex (female) 36 (38.7%) 31 (44.9%) 0.427
Body mass index 19.5+3.9 20.8+4.3 0.049
Employment status — — 0.961
No 27 (29.0%) 21 (30.5%)
Retired 6 (6.5%) 3 (4.3%)
Yes 60 (64.5%) 45 (65.2%)
Living status - - 0.248
Alone 3 (3.2%) 6 (8.7%)
With others 90 (96.8%) 63 (91.3%)
Education - - 0.705
Up to 6 years 5 (5.4%) 4 (5.8%)
Up to 9 years 28 (30.1%) 18 (26.1%)
Up to 12 years 44 (47.3%) 34 (49.3%)
College 16 (17.2%) 13 (18.8%)
Marital status - - 0.579
Married/cohabitating 53 (57.0%) 34 (49.3%)
Widowed/divorced 7 (7.5%) 5 (7.2%)
Single 33 (35.5%) 30 (43.5%)
Montreal location - - 0.808
lleal (L1) 35 (37.6%) 28 (40.7%)
Colonic (L2) 15 (16.2%) 5 (7.2%)
lleocolon (L3) 39 (41.9%) 33 (47.8%)
Upper gastrointestinal tract (L4) 1 (1.1%) 0 (0%)
L4+L1/L2/L3 3 (3.2%) 3 (4.3%)
Montreal behaviour - - 0.401
Inflammatory 52 (55.9%) 45 (65.2%)
Structuring 24 (25.8%) 16 (23.2%)
Penetrating 17 (18.3%) 8 (11.6%)
Perianal disease 35 (37.6%) 28 (40.6%) 0.704
Current therapy - - 0.169
No treatment 0 (0%) 2 (2.9%)
Corticosteroids 8 (8.6%) 7 (10.1%)
5-aminosalicylates 21 (22.6%) 17 (24.6%)
Immunomodulators 27 (29.0%) 22 (31.9%)
Antitumour necrosis factor 16 (17.2%) 9 (13.0%)
Combined therapy 21 (22.6%) 12 (17.5%)
Anaemia - - <0.001
No 36 (38.7%) 55 (79.7%)
Mild 49 (52.7%) 10 (14.5%)
Moderate 6 (6.5%) 3 (4.3%)
Severe 2 (2.1%) 1(1.5%)

Continued
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Table 1 Continued
Characteristics CD-A (n=93) CD-R (n=69) P value
Relapses in the last year - - <0.001
0 13 (14.0%) 35 (50.7%)
1-2 57 (61.3%) 24 (34.8%)
3 8 (8.6%) 8 (11.6%)
>4 15 (16.1%) 2 (2.9%)
Disease duration (months) 13+25 11£19 0.594
C reactive protein 24.3+34.4 8.8+18.8 0.001

Note: Data are presented as the number (%) or mean+SD.

CD-A, Crohn'’s disease patients in activity; CD-R, CD patients in remission.

DISCUSSION

In this study, we described clinical, social support and
psychological distress differences, and we also assessed
the relationships between disease activity and dimensions
of psychological distress and social support symptoms in a
cohort of patients with CD. As we previously hypothesised,
our present results showed that patients with CD-A had
higher SCL-90 and lower SSRS scores than patients with
CD-R, and social support factors were related to psycho-
logical distress factors, both of which had an impact on
disease activity. We also found that women showed higher
levels of somatisation and anxiety than men, but this was
not observed for social support. Finally, we found that
CRP, subjective support, anxiety and other factors were

Table 2 Questionnaire survey in for patients with Crohn’s
disease

CD-A CD-R
Variable (n=93) (n=69) P value
SCL-90
Somatisation 18.8+5.9 16.3x4.7 0.004
Obsessive—-compulsive  19.0+5.4 15.4+4.4 <0.0001
Interpersonal sensitivity 15.4+5.8 12.1+4.0 <0.0001
Depression 24.7+9.1 18.3+5.2 <0.0001
Anxiety 16.2+5.3 12.4+3.2 <0.0001
Hostility 10.3+3.8 8.8+3.6 0.012
Phobic anxiety 9.7+3.3 8.2+2.0 0.001
Paranoid 8.9+3.2 7.3+2.3 <0.0001
Psychoticism 14.9+4.3 12.3+3.6 <0.0001
Other 12.6+£3.9 9.9+25 <0.0001
SSRS
Objective support 8.8+2.8 9.3+2.4 0.239
Subjective support 15.1+5.6 18.0+6.2 0.003
Availability 6.9+1.7 7.4+£1.7 0.080

Note: Data are presented as the mean+SD.

CD-A, Crohn'’s disease patients in activity; CD-R, Crohn’s disease
patients in activity; SCL-90, Symptom Checklist-90; SSRS, Social
Support Rating Scale.

relevant determinants of disease activity in patients with
CD.

Psychological factors such as anxiety and depression
have been studied about CD,26 but the roles of other
factors such as social support have been poorly investi-
gated. The high correlations of social support factors with
psychological distress symptoms in patients with CD are
consistent with a previous study about other illnesses®’
and indicate that the three factors of social support are
likely a concept that reflects another dimension of psycho-
logical states. Social support is defined as behavioural or
emotional support provided by family members, other
people or other groups.

Social support is a positive health resource that contrib-
utes to the well-being of people with chronic diseases.
The ability of an actor to derive benefits from his or her

Table 3 Differences in questionnaire survey results
between men (n=95) and women (n=67)

Variable Men Women P value

SCL-90

Somatisation 17.2+5.0 19.5+6.4 0.030

Obsessive-compulsive  17.2+5.0 18.1£5.9 0.345

Interpersonal sensitivity 13.9+5.1 14.1+6.2 0.811
Depression 21.2+7.4  24.0+10.0 0.089
Anxiety 14.2+4.4  15.8+5.6 0.050
Hostility 9.6+3.6 9.5+4.3 0.932
Phobic anxiety 8.8+2.6 9.7+3.6 0.124
Paranoid 8.1+2.8 8.5+3.4 0.515
Psychoticism 13.7+4 1 13.9+4.3 0.734
Other 11.4+3.4 11.7+4.3 0.614

SSRS
Objective support 8.9+2.7 9.1+2.6 0.641
Subjective support 16.4+5.7 16.1+6.6 0.757
Availability 7.0+1.7 7.3+1.7 0.471

Note: Data are presented as the mean+SD.
SCL-90, Symptom Checklist-90; SSRS, Social Support Rating
Scale.
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membership in a social network or other social struc-
ture. This positive support helps individuals overcome
difficulties and challenges in life, especially stress related
to coping with chronic illness. This is consistent with a
biobehavioural model in which patients’ responses to
illness and health are influenced by family and peer
relationships. Social support can be divided into three
categories, namely: objective support, subjective support
and availability.” However, in populations of patients with
chronic disease, there are individual differences in the
use of social support. Some people can receive support at
any time but refuse the help of others. In addition, inter-
personal support is a process of individual interaction.
Past research has shown that social support has different
effects on different diseases.”

IBD is considered a biopsychosocial disease charac-
terised by psychological distress and psychological or
psychiatric disorders, which is associated with stress,
social interactions and attachment insecurity.” *” Chronic
diseases are thought to affect a patient’s mental capacity
and determine the patient’s transition to attachment
insecurity. Recently, several studies have begun investi-
gating attachment dimensionality in people with IBD.
According to attachment theory and research and social
interaction are regulated by individual’s attachment
system, which begins to develop in infancy. Individuals
with secure attachment styles may form positive relation-
ships, experience a sense of self-confidence and have
realistic perceptions of others. Conversely, people with
anxious attachment types may have a sense of insecurity

Huang M, et al. BMJ Open 2023;13:€076219. doi:10.1136/bmjopen-2023-076219



Table 4 Results of the analysis of binary logistic regression analysis on disease activity

Hosmer and

The factors Lemeshow test SE Wald Beta 95% ClI P value
Univariate - - - -
Age 0.466 0.012 2.727 0.980 0.957 to 1.004 0.099
Body mass index 0.155 0.040 3.760 0.925 0.855 to 1.001 0.053
Disease duration 0.494 0.007 0.284 1.004 0.990 to 1.018 0.594
C reactive protein 0.000 0.011 11.378 1.039 1.016 to 1.062 0.001
Objective support 0.434 0.061 1.389 0.931 0.827 to 1.049 0.239
Subjective support 0.339 0.028 8.551 0.921 0.872 t0 0.973 0.003
Availability 0.504 0.095 3.017 0.849 0.705 to 1.021 0.082
Somatisation 0.090 0.034 7.296 1.096 1.025to 1.171 0.007
Obsessive compulsive 0.163 0.037 16.349 1.161 1.080 to 1.248 <0.001
Interpersonal sensitivity 0.130 0.038 13.650 1.153 1.069 to 1.243 <0.001
Depression 0.785 0.032 19.579 1.154 1.083 to 1.230 <0.001
Anxiety 0.039 0.058 20.748 1.301 1.162 to 1.456 0.039
Hostility 0.056 0.049 5.876 1.126 1.023 to 1.240 0.015
Phobic anxiety 0.601 0.079 9.578 1.275 1.093 to 1.488 0.002
Paranoid 0.212 0.081 10.490 1.300 1.109 to 1.523 0.001
Psychoticism 0.029 0.055 13.645 1.224 1.099 to 1.362 <0.001
Other 0.382 0.061 18.473 1.301 1.154 to 1.467 <0.001
Multivariate - - - - -
Subjective support 0.519 0.041 6.216 0.903 0.834 t0 0.979 0.013
C reactive protein 0.012 10.486 1.038 1.105 to 1.062 0.001
Anxiety 0.138 7.009 1.443 1.100 to 1.893 0.008
Other 0.103 4.155 1.235 1.008 to 1.512 0.042

Note: SE, Durbin-Watson:1.980.

in relationships. Sound social support may provide indi-
viduals with positive emotional experiences and secure
attachment styles.”’ ** Social support for family members
and friends includes the ability to communicate stress
problems, discuss fears and worries, make decisions
together, plan social activities together, and get along
together in difficult situations. This positive support
helps individuals overcome difficulties and challenges
in life, especially the stress associated with coping with
chronic diseases. On the contrary, patients with insecure
attachment may be less able to form positive relationships
with doctors and less able to receive help and support
from close people, which can lead to worsening disease
management.

Consistent with previous research, the depressive,
anxiety and somatisation factors of patients with CD are
different for different disease severities.” * The three
factors of social support are negatively correlated with
psychological distress (somatisation, anxiety, anxiety
and other factors). Somatisation mainly reflects the
subjective body discomfort of patients, including discom-
fort due to cardiovascular, gastrointestinal, respiratory
and other systems, as well as headaches, backaches and

muscle soreness. Interestingly, the relationship between
disease severity and most psychological distress and social
support factors in addition to anxiety and subjective
support factors was no longer significant after including
social support factors in the model.

In binary logistic regression models, we also found that
subjective support factors, anxiety, other psychological
distress factors and CRP remained significant predictors
of disease severity, which may be related to the fluctuating
course of progression and remission that characterises
this disease. Namely, patients with CD attach particular
importance to their subjective feelings and may be
inclined to interpret any physical or subjective discom-
fort they experience as a sign of psychological distress,
leading them to report lower levels of subjective support.
However, these lower levels of subjective support result
in worsening disease activity. This biopsychosocial expla-
nation is consistent with what has been found in people
with CD.**

In our study, the psychological dimension data were
obtained from the SCL-90. The results indicate that the
psychological state of CD-A is affected in some dimen-
sions, compared with CD-R. This is consistent with the
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results of Goodhand et al”” Neither CD-A nor CD-R met
the criteria for anxiety and depression in our study. In
recent years, an increasing number of doctors have real-
ised that psychological disorders are common in patients
with IBD and may affect the disease condition and quality
of life.”” *® However, the aetiology of psychological disor-
ders appears to be multifactorial; for example, environ-
mental factors may include stressful life events, disease
activity, disease course, medications, income or marital
status.” *” Regarding clinical factors, the inflammatory
performance of CD may play a role in disease activity
and quality of life. CD-A had higher anaemia rates, CRP
values, erythrocyte sedimentation rate (ESR) values and
relapse rates. It is possible to improve the psychological
state and quality of life of patients with CD through early
identification and intervention.

In recent years, some scholars have also studied the
gender difference of IBD. At present, many studies have
found that the differences in the psychological perfor-
mance of patients with IBD are related to gender, and
females are predictors of IBD combined anxiety and
depression.”! ** However, the study of Nahon et al pointed
out that the incidence of anxiety and depression in
female patients with IBD was not significantly increased,
and gender was not correlated with the occurrence of
anxiety and depression.” In this study, we also found
that women with CD tend to report greater depressive
symptoms than men, which was consistent with previous
research.”* * At the same time, epidemiological studies
have confirmed that there are significant gender differ-
ences in the incidence of IBD, and this difference shows
significant regional differences. In the USA,* Canada,*®*’
Israel,28 Spain48 and Denmark,49 the incidence of women
is higher than that of men. In Asian countries such as
South Korea,50 India® and China,52 the incidence is
higher in men than in women. The results indicate that
female patients with IBD are more prone to anxiety and
depression, which was mainly reflected in three aspects.
First, women have a higher rate of anaemia symptoms and
disease recurrence than men, which may be more prone
to psychological problems due to illness and reduced
quality of life. Second, women are less likely than men to
use immunosuppressives and biological agents. Although
there were no statistically significant differences in these
clinical characteristics between genders of patients with
CD, which may be due to the insufficient sample size
included in this study. Third, women’s psychological
activities are more delicate, more concerned about their
symptoms, and pregnant with the next generation of
problems. Therefore, in daily clinical diagnosis and treat-
ment, more attention should be paid to whether women
have mental and psychological abnormalities and their
severity, and effective health education and psycholog-
ical support should be provided according to the specific
circumstances.

To our knowledge, this is the first study to compare the
relationship between social support and disease activity
across men and women with CD. The strengths of this

study include the diversity of the sample in terms of social
support and psychological distress scores, which allow us
to assess somatisation in patients with different levels of
disease activity.

Several limitations should be considered in this study.
First, this was a single-centre study in which all partici-
pants were of Han nationality and from Hubei Province,
China. Second, the cross-sectional nature of the data
precludes us from concluding the causality of the rela-
tionships among social support, psychological distress
and disease activity. In the future, longitudinal research
should be conducted to establish a more robust connec-
tion between various clinical, psychological, and social
support factors and disease activity in patients with CD.

CONCLUSIONS

In conclusion, this study indicates the importance of
considering a broader range of psychological distress and
social support factors that may play a role in the health
of patients with CD. Further exploration of these factors
in longitudinal and intervention studies may help to
develop effective CD management models.
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