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ABSTRACT 

 

Background: Psoriasis is a chronic 

immune-mediated inflammatory disease that 

can substantially impair physical, 

psychological, social, and occupational 

well-being, resulting in reduced quality of 

life (QoL). 

Objectives: To assess QoL among patients 

with mild-to-moderate psoriasis and 

examine its association with age, disease 

duration, and disease severity. 

Methods: This hospital-based cross-

sectional study included 70 adults aged 18–

65 years with mild-to-moderate psoriasis 

attending the outpatient clinic between July 

2016 and April 2017. QoL was assessed 

using the Dermatology Life Quality Index 

(DLQI), while disease severity was 

evaluated using the Psoriasis Area and 

Severity Index (PASI). Associations 

between DLQI scores and demographic and 

clinical variables were analysed using 

Pearson’s correlation coefficient and 

appropriate statistical tests. A P-value <0.05 

was considered statistically significant. 

Results: The mean age of participants was 

41.24 ± 11.56 years, with a mean disease 

duration of 5.09 ± 5.30 years. The mean 

DLQI score was 9.63, indicating a moderate 

effect on QoL. All participants experienced 

some degree of QoL impairment; 45% 

reported a very large effect and 3.3% 

reported an extremely large effect on their 

lives. DLQI scores showed no significant 

association with age, disease duration, or 

PASI score. However, female participants 

had higher DLQI scores than males. 

Limitations: The single-centre setting, 

relatively small sample size, and cross-

sectional design limit generalisability and 

preclude assessment of temporal changes or 

causal relationships. Although data were 

collected during 2016–2017, validated 

DLQI and PASI instruments support the 

continued relevance of the findings. 

Conclusion: Mild-to-moderate psoriasis 

significantly affects QoL irrespective of 

clinical severity. Routine QoL assessment 

http://www.ijrrjournal.com/
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alongside clinical evaluation may facilitate 

more comprehensive, patient-centred care, 

particularly among women. 

 

Keywords: Psoriasis; Dermatology Life 

Quality Index; Psoriasis Area and Severity 

Index; Quality of Life; Cross-sectional 

study. 

 

INTRODUCTION 

In medical history, psoriasis is one of the 

oldest known skin diseases. 1 The term was 

first used by Jalinoos (Galen, 133–200 AD), 

who derived it from the Greek word 

"psora," meaning a desquamative condition. 

He described psoriasis as a skin disorder 

marked by scaliness, especially around the 

eyelids, eye corners, and scrotum, and noted 

its association with itching and 

excoriations.2 It is a long-standing, 

relapsing, immune-mediated, chronic 

inflammatory condition manifested by 

cycles of remission and flare-ups.3 Globally, 

it affects 2-3 of the population, with nearly 

25% experiencing moderate-to-severe 

cases.4,5, Besides skin symptoms, psoriasis 

is linked to systemic diseases such as 

inflammatory joint disease and 

cardiovascular manifestations, neurological 

disorders, and inflammatory bowel 

syndrome, underscoring its multisystem 

impact.6 Despite progress with topical 

treatments, systemic agents, biologics, and 

phototherapy, many patients still face 

recurrent flare-ups, dissatisfaction with 

treatment, and ongoing disease burden.7–9 

Psoriasis deeply affects patients' 

psychological, social, work, and economic 

well-being, beyond its physical symptoms.10 

Visible skin lesions often lead to stigma, 

social withdrawal, low self-esteem, anxiety, 

depression, and limited participation in daily 

life, significantly reducing quality of life 

(QoL).11,12, Psychological stress can be both 

a result of psoriasis and a factor that 

worsens the disease, highlighting the 

complex two-way relationship between 

mental health and chronic skin 

inflammation.13 As a result, evaluating QoL 

has become a vital part of comprehensive 

psoriasis care, alongside traditional clinical 

assessments of disease severity.14,15 

The subjective questionnaire DLQI16 is a 

well-established patient-reported instrument 

that offers valuable insights into patients' 

daily lives and helps to guide patient-

centered clinical decisions.17 While multiple 

studies have examined QoL in patients with 

psoriasis, data specific to the Indian 

population, especially those with mild-to-

moderate disease, are still limited. 

Consequently, the present study was 

undertaken to assess health-related quality 

of life in mild-to-moderate psoriatic patients 

and to explore its relationship with 

demographic factors, disease duration, and 

severity. 

 

METHODOLOGY 

(a) Study design and participants 

The study adopted a hospital-based cross-

sectional observational design, collecting 

baseline demographic, clinical, and quality 

of life data from the adult population with 

psoriasis who visited the outpatient 

department of a tertiary care hospital & 

research institute from July 2016 to April 

2017, before starting of any treatment. 

Eligible participants were adult individuals 

aged between 18 and 65 years who were 

diagnosed with mild to moderate psoriasis 

by using the Psoriasis Area and Severity 

Index (PASI) scoring between 3 and 20.  

Exclusion criteria included patients with 

erythrodermic, pustular, or guttate psoriasis; 

those with severe systemic illnesses; 

pregnant or breastfeeding women; 

individuals with known psychiatric 

conditions that might hinder questionnaire 

completion; or those unable to provide 

informed consent. Only participants who 

provided complete baseline data on 

demographics, clinical measures, PASI, and 

DLQI were included in the study. 

Baseline demographic factors, duration of 

illness, smoking habits, and pertinent 

clinical information were documented using 

a predesigned case record form before the 

start of any treatment. Quality-of-life 

evaluations and clinical assessments took 
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place during the participants' initial study 

visit. The study protocol received approval 

from the Institutional Ethics Committee of 

the research institution. All participants who 

met the inclusion criteria provided written 

informed consent before the initiation of the 

study. Participant confidentiality and 

privacy were upheld throughout the study. 

 

(b) Study Instruments 

(i) Dermatology Life Quality Index 

(DLQI)16 

The validated 10-item survey developed by 

Finlay & Khan was used to evaluate quality 

of life.16 We administered the survey in 

Kannada, Hindi, English, and Urdu, based 

on each participant's language preference. 

The DLQI assesses six areas: symptoms and 

feelings, daily activities, leisure, work or 

school, personal relations, and treatment. 

Every question is rated on a 4-point Likert 

scale (0–3), with higher scores reflecting 

greater impact on patients' quality of life. 

The overall score ranges from 0 to 30 and is 

interpreted as follows: 0–1 (no effect), 2–5 

(small effect), 6–10 (moderate effect), 11–

20 (very large effect), and 21–30 (extremely 

large effect on patients' quality of life).16 

 

(b) Psoriasis Area and Severity Index 

(PASI) 18 

The disease severity is evaluated by 

assessing the Psoriasis Area and Severity 

Index PASI, A well-recognized and widely 

utilized clinical tool for assessing the 

severity of psoriasis. PASI measures  

Erythema, induration, scaling, and the 

extent of skin involvement across 4 body 

regions: head, upper limb, trunk, and lower 

limb. Each clinical manifestation is rated on 

a scale from 0 to 4, while the extent of body 

surface area affected is scored from 0 to 6 

for each region (head=0.1, upper limb =0.2, 

trunk=0.3, and lower limb=0.4), and these 

weighted scores are combined to arrive at 

the total PASI score.18 

 

(c) Analysis of statistics 

R software version 3.2.2 and SPSS version 

18.0 were used to analyse the data that had 

been entered into Microsoft Excel. 

Categorical data were shown as frequencies 

and percentages, whereas continuous 

variables were given as means ± standard 

deviation or median as applicable. 

The independent Student’s t-test was used to 

analyze differences in continuous variables 

between groups. The association between 

DLQI scores and age, duration of disease, 

and PASI scores was assessed using 

Pearson’s correlation coefficient. Statistical 

significance was predefined as 2 tailed p-

value < 0.05. 

 

RESULTS  

(a)Baseline Demographic Data 

A total of 70 patients with mild to moderate 

psoriasis were included in the study. Out of 

these, 46 (65.7%) were male, and 24 

(34.3%) were female. The average age of 

participants was 41.24± 11.56 years, while 

the duration of disease was 5.09 ± 5.30 

years. 

Most participants (47, or 67.1%) had had 

psoriasis for less than 6 years, followed by 

16 (22.9%) with a duration of 6–12 years, 4 

(5.7%) with 12–18 years, and 3 (4.3%) with 

more than 18 years. Thirty-three (47.1%) 

participants used tobacco, including 32 

(45.7%) who smoked cigarettes and one 

(1.4%) who chewed tobacco. Thirty-seven 

(52.9%) did not use tobacco. Two (2.8%) 

participants had a family history of 

psoriasis. Sixty-three (90.0%) had received 

previous treatment for psoriasis. The 

baseline demographic and clinical features 

of the participants are given in Table 1. 

 
Table 1. Characteristics of Research Subjects and Their Relation with Quality of Life 

Variable Value t-

value 

P-value 

Total number of patients 70 – – 

Males 46 (65.7%) – – 

Females 24 (34.3%) – – 
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Family history positive 2 (2.8%) – – 

Addiction history positive 33 (47.1%) – – 

Treatment history positive 63 (90.0%) – – 

Mean age of patients (years) 41.24 ± 11.5 – – 

Mean duration of disease (years) 5.09 ± 5.3 – – 

Mean DLQI score 9.628 ± 3.01 – – 

DLQI score in females vs. males 10.51 ± 3.00 vs. 9.00 ± 2.73 2.050 0.0442* 

DLQI score in married vs. unmarried patients 9.428 ± 3.009 vs. 11.571 ± 

2.440 

1.815 0.0739 

DLQI score in smokers vs. non-smokers 9.969 ± 3.274 vs. 10.027 ± 

3.167 

0.0744 0.9409 

DLQI score in patients with positive vs. negative 

treatment history 

10.333 ± 3.14 vs. 7.00 ± 

1.826 

2.740 0.0078** 

DLQI = Dermatology Life Quality Index. *P < 0.05, statistically significant. **P < 0.01, highly statistically 

significant. 

 

(b)Quality of life and its relationship with 

demographic and clinical variables.  

All participants experienced some level of 

impact on their quality of life as measured 

by DLQI. The average DLQI score was 9.63 

± 3.01 (ranging from 4 to 17). Based on the 

DLQI severity categories, 11 (15.7%) had a 

small effect on their quality of life, 25 

(35.7%) had a moderate effect, 32 (45.7%) 

had a very large effect, and 2 (2.9%) had an 

extremely large effect. None of the 

participants had a DLQI score indicating no 

impact on quality of life. No significant 

differences in DLQI scores were found 

based on marital status or tobacco use. 

Female participants had higher average 

DLQI scores than males, and those with a 

history of previous treatment also had 

higher scores. Detailed results are presented 

in Table 1. 

 

(c) Association between disease severity, 

age and disease duration with quality of 

life 

The average PASI score was 13.46 ± 2.90 

(ranging from 7 to 19). Pearson’s 

correlation analysis reveals no statistically 

significant association between PASI scores 

and overall DLQI Scores (r = 0.229, 

p=0.559). Analysis also found no 

statistically significant link between DLQI 

scores and age (r = −0.155, p = 0.209) or 

disease duration (r=0.078, p=0.519), as 

shown in Figure 1. 

 

 
Fig. 1: Association between disease severity, age, and disease duration with quality of life 
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(d)Association between DLQI domains 

and Quality of life 

Similarly, no statistically significant 

connection was found between PASI scores 

and any of the individual DLQI domains, 

such as symptoms and feelings, daily 

activities, leisure, work or school, personal 

relations, and treatment. Among the six 

DLQI domains, symptoms and feelings had 

the highest average score (3.95 ± 1.20), 

followed by daily activities (1.95 ± 1.09), 

work or school (1.13 ± 0.44), personal 

relationships (1.04 ± 0.64), leisure (0.84 ± 

0.82), and treatment (0.61 ± 0.54). This 

suggests that symptoms and emotional 

distress were the most affected aspects of 

quality of life in individuals with psoriasis, 

as shown in Table 2. 
 

Table 2. Pearson’s Correlation Coefficient to Assess the Relation Between DLQI Domains and PASI 

DLQI domain No. of affected patients (%) Mean ± SD Correlation with PASI 

Symptoms and feelings 70 (100) 3.95 ± 1.20 r = 0.177; P = 0.140 

Daily activities 65 (92.8) 1.95 ± 1.09 r = 0.146; P = 0.227 

Leisure activities 43 (61.4) 0.84 ± 0.82 r = −0.010; P = 0.931 

Work or school 67 (95.7) 1.128 ± 0.44 r = 0.119; P = 0.323 

Personal relationship 59 (84.2) 1.04 ± 0.64 r = 0.088; P = 0.464 

Treatment 41 (58.5) 0.61 ± 0.54 r = 0.135; P = 0.263 

 

DISCUSSION 

The current study, conducted in a hospital 

setting and using a cross-sectional design, 

assessed the quality of life (QoL) of patients 

with mild to moderate psoriasis. It also 

evaluated how factors like age, gender, and 

disease severity were associated with QoL. 

The demographic profile of the study 

population was comparable with previous 

reports. The mean age of patients was  41.24 

years, with most individuals being in their 

4th-5th decade of life, which aligns with 

findings from Dogra et al.19. A majority of 

the participants were male (65.7%), similar 

to previous studies in India that observed 

greater prevalence of psoriasis among 

men.19,20 Nearly half of the participants 

reported using tobacco, which supports 

earlier research indicating that smoking is a 

significant environmental factor associated 

with the onset, persistence, and flare-ups of 

psoriasis.21,22 Only 2.8% of participants had 

a family history of psoriasis. While this is in 

agreement with findings from Kaur et al.23 it 

is lower than what has been reported in 

some population-based studies. This 

difference might be due to the smaller 

sample size, differences in the groups 

studied, or the possibility of underreporting 

family history. In the current study, 90% of 

patients had a positive treatment history, 

indicating that psoriasis is a chronic 

condition and that patients often develop 

resistance to treatment over time. This 

finding aligns with the explanations 

provided by Susan Burge et al., Sarma N et 

al., and Kerdel F et al., who emphasize that 

treating psoriasis is difficult due to its long-

term course, recurring remissions, treatment 

resistance, and the toxic effects of systemic 

treatments. 24,25  

The results showed that psoriasis 

significantly affected patients' quality of 

life, with all participants experiencing some 

impairment, even though their condition 

was not severe. Every participant 

experienced a reduction in quality of life, 

with almost half reporting a very significant 

impact on their daily activities. These 

findings are similar to those reported by Ali 

Al-Raddadi et al 26 and support the idea that 

psoriasis causes considerable psychosocial 

challenges. The condition’s visible effects, 

recurring flare-ups, cosmetic issues, and 

ongoing treatment needs all contribute to 

emotional distress, difficulties in social 

interactions, and a lower overall quality of 

life, as reported by Pompili M et al.27 

Women in the study had higher DLQI 

scores than men, indicating a greater impact 

on their quality of life. This is consistent 

with previous research by Renata 

Petraskiene et al., that women with psoriasis 

often experience more psychosocial stress. 
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Women may feel more concern about 

appearance, face greater social judgment, 

and experience more emotional challenges 

due to visible skin lesions.28The 

psychological well-being of patients with 

psoriasis did not differ significantly 

according to marital status or smoking 

habits. Also, the study found that QoL was 

not strongly linked to age, how long the 

disease had been present, or the level of 

disease severity as quantified by the PASI 

objective scale. This suggests that 

psychological and social effects of psoriasis 

are influenced by various factors beyond 

basic demographic traits. This aligns with 

earlier observations made by Tomasz 

Hawro et al 29 

A key result from this study was that there 

wasn't a strong connection between PASI 

and DLQI scores. This means that how 

severe a patient's condition appears to a 

doctor might not fully show how much the 

disease is affecting their life. Similar results 

were found by Ahmed A et al.,30 but other 

studies given by Pakran J et al. showed that 

PASI and quality of life issues do often go 

together.31 These different results might be 

because of differences in the people studied, 

cultural views, how long they've had the 

disease, how they deal with it, and the way 

the studies were done. 

Among the six areas covered by the DLQI, 

the one about symptoms and feelings was 

the worst affected, followed by daily 

activities, work or school, personal 

relationships, leisure, and treatment. This 

has also been found by Vettuparambil A et 

al.32 and El-Moselhy EA et al.33. These 

findings show that emotional stress and 

physical pain are the main reasons why 

quality of life is affected in people with 

psoriasis. 

 

Declaration by Authors 

Ethical Approval: Approved 

Acknowledgement: None 

Source of Funding: None 

Conflict of Interest: No conflicts of interest 

declared. 

 

Creative Commons Attribution License 4.0 

This is an open-access article published under the 

terms of the Creative Commons Attribution 4.0 

International License (CC BY 4.0). 

https://creativecommons.org/licenses/by/4.0  

 
REFERENCES 
1. Holubar K. Psoriasis 100 years ago. 

Dermatologica. 1990; 180:1–4. 

2. Bolognia JL, Jorizzo JL, Schaffer JV, Cerroni 

L, editors. Dermatology. 3rd ed. Vol. 1. 

London: Elsevier Saunders; 2012. p. 135. 

3. Longo DL, Fauci AS, Kasper DL, Hauser SL, 

Jameson JL, Loscalzo J, et al., editors. 

Harrison's Principles of Internal Medicine. 

17th ed. Vol. 1. New York: McGraw-Hill 

Medical; 2008. p. 315–316. 

4. Boehncke WH, Schön MP. Psoriasis. Lancet. 

2015; 386:983–994. 

5. Heffernan MP. Combining traditional 

systemic and biologic therapies for psoriasis. 

Semin Cutan Med Surg. 2010; 29:67–69. 

6. Mrowietz U, Lauffer F, Sondermann W, 

Gerdes S, Sewerin P. Psoriasis as a systemic 

disease. Dtsch Arztebl Int 2024; 121:467-72. 

7.  Sundarrajan S, Arumugam M. Comorbidities 

of psoriasis: Exploring the links by network 

approach. PLoS One. 2016;11: e0149175 

8. Menter A, Korman NJ, Elmets CA, Feldman 

SR, Gelfand JM, Gordon KB, et al. Guidelines 

of care for the management of psoriasis and 

psoriatic arthritis. Section 3. Guidelines of 

care for the management and treatment of 

psoriasis with topical therapies. J Am Acad 

Dermatol. 2009; 60:643–659.  

9. Menter A, Korman NJ, Elmets CA, Feldman 

SR, Gelfand JM, Gordon KB, et al. Guidelines 

of care for the management of psoriasis and 

psoriatic arthritis. Section 1. Overview of 

psoriasis and guidelines of care for the 

treatment of psoriasis with biologics. J Am 

Acad Dermatol. 2008; 58:826–850. 

10. Evers AW, Duller P, van de Kerkhof PC, van 

der Valk PG, de Jong EM, Gerritsen MJ, et al. 

The impact of chronic skin disease on daily 

life (ISDL): A generic and dermatology-

specific health instrument. Br J Dermatol. 

2008;158:101–108. 

11. Deshpande H, Shivakumar, Kavita MB, 

Tripathy TB, Chaturvedi A. Assessment of 

quality of life in patients with skin disorders 

undergoing Ayurvedic Panchakarma 

(biopurification) as management. J Evid 

Based Complementary Altern Med. 2016; 

21:215–220.  

12. Wahl A, Loge JH, Wiklund I, Hanestad BR. 

The burden of psoriasis: A study concerning 

https://creativecommons.org/licenses/by/4.0


Dr Masarat Fatima et al. Impact of psoriasis on quality of life: the hospital-based cross-sectional study 

                                      International Journal of Research and Review (ijrrjournal.com)  462 

Volume 13; Issue: 9; September 2026 

health-related quality of life among 

Norwegian adult patients with psoriasis 

compared with general population norms. J 

Am Acad Dermatol. 2000; 43:803–808.  

13. Richards HL, Fortune DG, Chong SL, Mason 

DL, Sweeney SK, Main CJ, et al. Divergent 

beliefs about psoriasis are associated with 

increased psychological distress. J Invest 

Dermatol 2004; 123:49-56. 

14. Owczarek K, Jaworski M. Quality of life and 

severity of skin changes in the dynamics of 

psoriasis. Postepy Dermatol Alergol 2016; 

33:102-8. 

15. Böhm D, Stock Gissendanner S, Bangemann 

K, Snitjer I, Werfel T, Weyergraf A, et al. 

Perceived relationships between severity of 

psoriasis symptoms, gender, stigmatization 

and quality of life. J Eur Acad Dermatol 

Venereol 2013; 27:220-6. 

16. de Bes J, Legierse CM, Prinsen CA, de Korte 

J. Patient education in chronic skin diseases: 

A systematic review. Acta Derm Venereol 

2011; 91:12-17. 

17. Reich K, Griffiths CE. The relationship 

between quality of life and skin clearance in 

moderate-to-severe psoriasis: Lessons learnt 

from clinical trials with infliximab. Arch 

Dermatol Res 2008; 300:537-544. 

18. Berth-Jones J, Grotzinger K, Rainville C, 

Pham B, Huang J, Daly S, et al. A study 

examining inter- and intrarater reliability of 

three scales for measuring severity of 

psoriasis: Psoriasis Area and Severity Index, 

Physician's Global Assessment and Lattice 

System Physician's Global Assessment. Br J 

Dermatol 2006; 155:707-713. 

19. Dogra S, Yadav S. Psoriasis in India: 

Prevalence and pattern. Indian J Dermatol 

Venereol Leprol 2010; 76:595-601.   

20. Dogra S, Mahajan R. Psoriasis: Epidemiology, 

clinical features, co-morbidities, and clinical 

scoring. Indian Dermatol Online J 2016; 

7:471-480.  

21. Armstrong AW, Harskamp CT, Dhillon JS, 

Armstrong EJ. Psoriasis and smoking: A 

systematic review and meta-analysis. Br J 

Dermatol 2014; 170:304-314. 

22. Bélanger A, de Oliveira CP, Maheux M, 

Pouliot R. Plaque psoriasis: Understanding 

risk factors of this inflammatory skin 

pathology. J Cosmet Dermatol Sci Appl 2016; 

6:67-80.  

23. Kaur I, Handa S, Kumar B. Natural history of 

psoriasis: A study from the Indian 

subcontinent. J Dermatol 1997; 24:230-4.   

24. Burge S, Wallis D. Oxford Handbook of 

Medical Dermatology. 1st ed. Oxford: Oxford 

University Press; 2011. p. 178-94. 

25. Kerdel F, Zaiac M. An evolution in switching 

therapy for psoriasis patients who fail to meet 

treatment goals. Dermatol Ther 2015; 28:390-

403. 

26. Al Raddadi A, Jfri A, Samarghandi S, Matury 

N, Habibullah T, Alfarshoti M, et al. Psoriasis: 

Correlation between severity index (PASI) 

and quality of life index (DLQI) based on the 

type of treatment. J Dermatol Dermatol Surg 

2016; 20:15-8. 

27. Pompili M, Innamorati M, Trovarelli S, 

Narcisi A, Bellini S, Orsini D, et al. Suicide 

risk and psychiatric comorbidity in patients 

with psoriasis. J Int Med Res 2016;44(Suppl 

1):61-66. 

28. Petraškienė R, Valiukevičienė S, 

Macijauskienė J. Associations of the quality of 

life and psychoemotional state with 

sociodemographic factors in patients with 

psoriasis. Medicina (Kaunas) 2016; 52:238-

243 

29. Hawro T, Maurer M, Hawro M, Kaszuba A, 

Cierpiałkowska L, Królikowska M, et al. In 

psoriasis, levels of hope and quality of life are 

linked. Arch Dermatol Res 2014; 306:661-6. 

30. Ahmed A, Leon A, Butler DC, Reichenberg J. 

Quality-of-life effects of common 

dermatological diseases. Semin Cutan Med 

Surg 2013; 32:101-109. 

31. Pakran J, Riyaz N, Nandakumar G. 

Determinants of quality of life in psoriasis 

patients: A cluster analysis of 50 patients. 

Indian J Dermatol 2011; 56:689-693. 

32. Vettuparambil A, Asokan N, Narayanan B. 

Psoriasis can markedly impair the quality of 

life of patients irrespective of severity: Results 

of a hospital-based cross-sectional study. 

Muller J Med Sci Res 2016; 7:111-4. 

33. El-Moselhy EA, Atlam SA, Mohammed AS, 

Hassan HM, Ebrahim AM. Psychosocial 

impact and quality of life among adult 

Egyptian patients with psoriasis. Dermatol 

Case Rep 2015; 1:104. 

 

 

How to cite this article: Masarat Fatima, 

Tanzeel Ahmad, Firdous Ahmad, Saba Ibrahim, 

Ayesha Naroon. Impact of psoriasis on quality 

of life: the hospital-based cross-sectional study. 

International Journal of Research and Review. 

2026; 13(9): 456-462. DOI:  

https://doi.org/10.52403/ijrr.20260943 

 

****** 


