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ABSTRACT

Introduction: Psoriasis is a chronic, autoim-
mune, inflammatory skin disease affecting
2–4% of the general population, which nowa-
days is even perceived as a systemic illness. The
nature of this dermatosis may negatively influ-
ence patients’ general condition, life

expectancy, and quality of life, which high-
lights the severity of the problem and the need
to perform further investigation. We aimed to
assess quality of life, stress severity, and physical
activity of patients with psoriasis in relation to
demographic and clinical data and comparison
to the control group without dermatoses.
Methods: A set of surveys was conducted in 56
patients with psoriasis hospitalized at the Depart-
ment of Dermatology, Medical University of Bia-
lystok. Questionnaires used involved the
Dermatology Life Quality Index, WHO Quality of
Life questionnaire, International Questionnaire of
Physical Activity, and a self-invented stress survey.
Obtained data were compared to a sex- and age-
matched control group without dermatoses. Statis-
tical analysis was performed using GraphPad Prism.
Results: Patients with psoriasis were found to
be significantly less satisfied with their health
and had lower scores in WHO social, environ-
mental, and psychological domains, comparing
to controls. Patients reported higher stress
severity and lower satisfaction with sex life and
physical appearance than controls. Patients
with psoriasis also tended to perform less
intensive physical activity than controls.
Conclusions: This study highlights the percep-
tion of psoriasis as not only affecting skin but
also having a multifactorial impact on psycho-
logical and internal condition. Described life-
style abnormalities can be easily evaluated with
validated questionnaires, which could be
introduced to patients in order to raise their
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awareness of comorbidities and mobilize them
to modify incorrect lifestyle habits. Screening
for other disorders and introduction of a holis-
tic approach to every patient could be beneficial
because the improvement of patients’ life
quality is one of the most important issues.

Keywords: Psoriasis; Life quality; Social life;
Physical activity; Sex life; Quality of life;
Physical appearance

Key Summary Points

Why carry out this study?

Psoriasis is one of the most common
chronic skin diseases, which is a great
medical, social, and economic problem
nowadays. It leads to shorter life
expectancy and is accompanied by
multiple comorbidities; therefore studies
investigating patients with this dermatosis
are needed in order to better manage these
persons.

We presume that patients with psoriasis
have decreased quality of life, lower
satisfaction with different life domains,
and they require psychological support.
We would like to add our own
contribution to the current state of
knowledge on this subject.

What was learned from the study?

Patients with psoriasis have decreased
quality of life, lower satisfaction with their
sexual life and physical appearance,
experience greater stress, and are not able
to take physical activity to the same
extent as people free from skin diseases.

We suggest that psychosocial aspects
should be analyzed in patients with
psoriasis on a regular basis and they
probably should undergo screening with
simple tests, such as we performed, to
identify subjects who require special
attention. This matter requires more in-
depth research on larger cohorts to
establish reliable guidelines.

INTRODUCTION

Psoriasis is a chronic autoimmune, inflamma-
tory disease which affects 2–4% of people
worldwide. It is characterized by the presence of
papules, scales, infiltration, and erythema; hair
scalp and nails can also be involved [1]. Skin
lesions are not just an esthetic defect. They can
cause severe subjective symptoms such as
intensive pruritus or pain [1]. Psoriasis is also
known as a systemic disease accompanied by
multiple comorbidities [1]. First of all, it is
associated with psoriatic arthritis (PsA) which
affects about 5–40% of people with psoriasis
and frequently leads to physical impairment.
Not only do patients who develop PsA have to
take medications but they also require time-
consuming rehabilitation of the locomotor
system and sometimes specific devices in order
to improve moving ability [2]. Similar to PsA, a
specific subtype of psoriasis—acrodermatitis
continua of Hallopeau—may lead to manual
function impairment [3]. Besides PsA, psoriasis
is also associated with different cardiometabolic
disorders (CMDs) which result in high cardio-
vascular risk and therefore greater mortality.
People with psoriasis are more frequently
affected by arterial hypertension, diabetes mel-
litus, coronary artery disease, dyslipidemia,
obesity, and metabolic syndrome [4–6]. The
multifactorial relation between psoriasis and
obesity leads to acceleration of systemic
inflammation, development of CMDs but also
often to intensification of skin lesions,
decreased activity, stigmatization, and poor
eating habits or psychological disorders. Some
publications have confirmed the decreased
quality of life of patients with psoriasis [7, 8]
and more frequent depression, anxiety, or
alcohol abuse [4, 8]. One study reported the
hazard ratio of the clinical diagnosis of depres-
sion in patients with psoriasis to be 1.39, anxi-
ety 1.31, and suicidal thoughts 1.44 [9].
Moreover, research revealed that the quality of
life of patients with psoriasis is comparable to
that observed in patients with different chronic
internal diseases, such as arterial hypertension,
diabetes mellitus, and cancer [10]. Psoriasis may
be therefore nowadays perceived as some kind
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of psychosomatic disorder [8]. This skin disease
has been also associated with various sleep dis-
orders which we proved in recently published
research [11]. Decreased sleep quality, increased
risk of obstructive sleep apnea syndrome, and
more severe symptoms of restless legs syndrome
negatively influence patients’ ability to sleep
and rest which exacerbates mental and also
physical deterioration and worsen quality of life
[12].

Taking into account subjective symptoms
related to skin lesions, comorbidities and often
time-consuming or cost-effective treatment
have a great impact on the decreased quality of
life of patients with psoriasis. It was reported
that patients with psoriasis are more often
absent from work and are less efficient
employees, which obviously exacerbate their
stress and therefore the disease [13, 14].

Considering often inconsistent information
coming from medical publications regarding
different issues related to the quality of patients
with psoriasis, physical and mental health
combined together, we decided to investigate
some aspects of such patients’ everyday being
and search for correlations between psoriasis
severity and laboratory data.

METHODS

A set of multiple surveys, both validated and
original (own authorship), regarding different
matters of patients’ life, was conducted in the
group of 56 patients with the diagnosis of pla-
que psoriasis, hospitalized at the Department of
Dermatology. Psoriasis severity was assessed by
the same dermatologists using the Psoriasis Area
and Severity Index (PASI). Applied exclusion
criteria were malignancies, renal diseases,
infectious diseases, anemia, pregnancy, depres-
sion, and anxiety disorders. Every volunteer
signed an informed written consent before the
enrollment and the study was approved by the
local bioethics committee (No. R-I-002/315/
2018). The study was conducted according to
the principles of the Declaration of Helsinki.

Patients’ life quality was assessed using the
Dermatology Life Quality Index (DLQI) [15] and
WHO Quality of Life Questionnaire–short

version (WHOQoL-BREF) [16]. The minimum
score in DLQI is 0 and the maximum is 30
points. The higher the score in DLQI, the lower
the dermatological life quality. Moreover,
points have been transferred into a descriptive
scale of life quality. We also analyzed three
questions separately, assigning from 1 to 4
points for each answer; the higher the score, the
bigger the problem. This applies to the analysis
of time spent on skin care, impairment in
undertaking physical activity, and embarrass-
ment about one’s own appearance. In the
WHOQoL-BREF, which consists of 26 questions,
there are four domains distinguished: somatic,
psychological, environmental, and social. The
life quality is assessed for each domain separately
by transforming the score into a scale ranging
from 0 to 100, according to which the higher the
score, the better the life quality. We separately
evaluated subjective satisfaction with own
health, healthcare, sex life, as well as acceptance
of physical appearance. These parameters were
assessed between 1 to 5 points, where 5 meant the
best satisfaction with healthcare, sex life, and
acceptance of appearance.

The ability to take physical activity and
sports habits were analyzed using the short
version of International Physical Activity
Questionnaire (IPAQ) [17]. On the basis of this
tool, physical activity (walking, moderate or
vigorous), performed during the past 7 days,
was assessed in MET-min (metabolic equivalent)
energy expenditure. Total weekly activities were
expressed in MET-min/week expenditure by
multiplying the ratio specific for an activity,
number of days it was performed, and the
number of minutes per day the activity lasted.
In general, the higher the MET-min score, the
more intensive the activities performed,
although other variables must be taken into
consideration. According to the principles of
this survey, only activities lasting longer than
10 min were taken into account and the fre-
quency of performing the activity is important
because it puts every individual in a particular
group of intensity in a descriptive IPAQ scale.
Therefore, patients were subsequently divided
into three groups regarding the intensity: low,
moderate, and high level of physical activity.
The high-level activity group comprised
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individuals who took any combination of
physical activity for 7 days of total more than
3000 MET-min/week or people who took a vig-
orous physical activity for 3 days of total at least
1500 MET-min/week. The moderate-level activ-
ity group comprised individuals who reported
at least 3 days of vigorous activity for at least
20 min per day or people who performed at
least 5 days of moderate activity or walking for
at least 30 min per day or who took at least
5 days of any combination of activity of total
more than 600 MET-min/week. Individuals who
did not meet the criteria of the aforementioned
activity intensities were put into the low-level
physical activity group.

Stress severity in patients and their nutri-
tional habits were assessed in two original, self-
invented surveys. Stress questionnaire con-
tained three questions regarding potentially
stressful experiences in everyday life. One
question was used to evaluate stress severity on
a scale from 1 to 5, where 1 means the lowest
stress, and 5 means the most severe.

All obtained data were compared to a sex-
and age-matched control group of 36 volunteers
without dermatological disorders.

The normality of gathered data was tested
using the Shapiro–Wilk test. Data with a normal
distribution were analyzed using the Student
t test, non-Gaussian data were subjected to
Mann–Whitney non-parametric analysis,
whereas binary data underwent chi-square test-
ing. The correlations between analyzed variables
were determined using Spearman’s rank correla-
tion. The data is presented as mean ± SEM,
unless otherwise stated. Two-tailed p\ 0.05 was
considered as statistically significant. Computa-
tions were performed using GraphPad 7 Prism
Software (GraphPad Software, San Diego, CA,
USA). The power of the analysis was estimated
using StatMate2 Software (GraphPad Software,
San Diego, CA, USA). All the heatmap graphs
were drawn using GraphPad 7 Prism software.

The study was conducted according to the
guidelines of the Declaration of Helsinki, and
approved by the Ethics Committee of Medical
University of Bialystok, Poland (R-I-002/315/
2018, 28/06/2018). Every volunteer signed an
informed written consent before the
enrollment.

RESULTS

A total of 56 patients were enrolled into the
study. Baseline characteristics of patients and
controls are presented in Table 1. The patients’
group consisted of 31 men and 25 women,
mean age was 49.03 ± 2.2 years old. Mean BMI
was 27.33 ± 0.83 which reflects overweight,
although comparing to controls, the difference
is not significant. Mean PASI before treatment
was 14.12 ± 1.2, and after the treatment it
decreased to 8.53 ± 0.86.

Dermatology Life Quality Assessment

The median score in the numerical scale was
10.5 points (1–28) out of a maximum 30, which
indicates an effect just between ‘‘moderate’’ and
‘‘very large’’ of psoriasis on patients’ quality of
life. Twelve patients (21.4%) reported an

Table 1 Baseline parameters in patients with psoriasis and
controls

Parameter Controls
(n = 36)

Patients with psoriasis
(n = 56)

Sex (F/M) 19/17 25/31

BMI 25.34 ± 0.58 27.33 ± 0.83

Age 51.40 ± 2.8 49.03 ± 2.2

ALT – 24.91 ± 2.75

AST – 26.4 ± 2.19

Total

cholesterol

– 155 ± 5.1

HDL – 42.43 ± 2.99

LDL – 95.67 ± 11.37

TG – 132.6 ± 8.42

Uric acid – 5.86 ± 0.37

Glucose – 92.64 ± 3.87

CRP – 10.25 ± 2.43

PASI Psoriasis Area and Severity Index, TGs triglycerides,
HDL high-density lipoproteins, LDL low-density
lipoproteins, CRP C-reactive protein, ALT alanine
transaminase, AST asparagine transaminase
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extremely large effect on their life quality and
17 patients (30.35%) a very large effect. There
was no correlation between PASI and DLQI
(NS). DLQI was on the other hand negatively
correlated with the life quality in psychological,
environmental, and social domains (R = - 0.4,
p\0.01; R = - 0.311, p = 0.0732; R = - 0.292,
p\0.05, respectively). The time spent on skin
care was negatively correlated with life quality
in the psychological domain (R = - 0.52,
p\0.0001) and positively with embarrassment
about skin condition, difficulties in taking
physical activity, as well as stress severity
(R = 0.54, p\ 0.01; R = 0.6, p\ 0.0001;
R = 0.41, p\ 0.01, respectively) (Fig. 1).

General Life Quality Assessment

General life quality assessment was performed
using WHOQoL-BREF and the results are pre-
sented in Fig. 2a–f. Quality of life was evaluated
in four domains and the maximum score in
each domain was 100 points. The mean score
was 63.61 ± 2.62, 69.28 ± 1.74, 58.46 ± 1.75,
and 54.62 ± 1.33 for patients in the social,
environmental, psychological, and somatic
domain, respectively; and for the controls it was
74.82 ± 2.99, 78.28 ± 2.49, 63.97 ± 2.15, and
54.62 ± 1.33, respectively. The results for three
of four domains were statistically significantly
different from the controls—the patients

reported lower satisfaction in social, psycho-
logical, and environmental domains (p\ 0.001,
p = 0.504, p = 0.0029). Nearly half of all patients
(42.85%) reported dissatisfaction with their
health: 8.9% (5/56) reported being very unsat-
isfied and 33.9% (19/56) unsatisfied. The mean
result of satisfaction with patients’ own health
was 2.82 ± 0.11 out of 5 maximum, and
3.875 ± 0.12 for the controls, which means
statistically significantly poorer satisfaction
with health for patients with psoriasis than
controls (p\0.0001). Satisfaction with own
health was positively correlated with satisfac-
tion in somatic and psychological domains
(R = 0.48, p\0.0001; R = 0.46, p\ 0.01,
respectively). Only 12.5% of patients reported
being unsatisfied or very unsatisfied with the
healthcare. The mean result of satisfaction with
healthcare for patients was 3.55 ± 0.97 out of 5
maximum. There was no meaningful correla-
tions between PASI and WHO domains (NS).

Seventeen individuals (30.35%) reported
unsatisfying sex life (unsatisfied/very unsatis-
fied) with the mean score of 3.03 ± 0.16 points
out of a maximum 5, comparing to 5.6% of
unsatisfied volunteers and the mean score of
3.91 ± 0.13 out of a maximum 5 points, which
was statistically significant (p\ 0.0001)
(Fig. 3a). Only 35.7% of all patients fully
accepted their physical appearance (they were
satisfied or very satisfied), with the mean score
of 3.23 ± 0.137 points, comparing to healthy
controls, in which 97.2% accepted their look
with the mean of 4.58 ± 0.092 out of a maxi-
mum 5 points, which indicates significantly
worse acceptance in patients (p\ 0.0001)
(Fig. 3b). Satisfaction with sex life was nega-
tively correlated with PASI (R = - 0.36,
p\0.01), but PASI was not correlated with the
acceptance of physical appearance (NS). There
was a positive correlation between the satisfac-
tion of the patients with their sex life and psy-
chological, social, and environmental domains
in the WHO questionnaire (R = 0.4, p\ 0.01;
R = 0.7, p\ 0.0001; R = 0.5, p\0.0001,
respectively) and between the acceptance of
physical appearance and life satisfaction, psy-
chological, somatic, and environmental
domains (R = 0.394, p\0.01; R = 0.672,
p\0.0001; R = 0.4, p\ 0.01; R = 0.38, p\ 0.01,

Fig. 1 Correlations between WHO domains, inability to
take physical activity, stress severity, embarrassment with
physical appearance, and time spent on skin care
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respectively) (Table 2). There was a negative
correlation between satisfaction with sex life
and age (R = - 0.421, p\0.01).

Stress Assessment

The results of stress assessment are presented in
Fig. 1f. The mean stress score in the patients’
group was 2.84 ± 0.11 out of a maximum of 5

and it was significantly higher than in controls
(2.55 ± 0.11, p\ 0.05). There was no correla-
tion between PASI and stress severity (NS). A
reported stressful event preceded the eruption
of psoriatic lesions in 23 patients (41%). Stress
severity was positively correlated with the time
spent on skin care (R = 0.54, p\ 0.0001),
embarrassment about skin condition, and dis-
ruption in taking physical activity (both
R = 0.41, p\ 0.01). Obviously, stress severity

Fig. 2 General quality of life and its domains according to
WHO-QoL: a satisfaction with own health , b psycholog-
ical domain, c somatic domain, d social domain, e envi-
ronmental domain, and f stress assessment including
comparison between patients and controls. Asterisks mean

the existence of statistically significant difference between
values in the patients’ and control group with *p\ 0.05;
**p\ 0.01; ***p\ 0.0001

400 Dermatol Ther (Heidelb) (2022) 12:395–406



was negatively correlated with the quality of life
in WHO somatic, psychological, and environ-
mental domains (all R = - 0.5, p\0.01).

Physical Activity Assessment

Physical activity analysis is presented in Fig. 4.
Every participant was evaluated in the terms of
intensity of activity and expressed in MET-min/
week. The majority of patients with psoriasis—
27/56 (48.2%) performed low-level physical
activity according to the descriptive scale, 18/56
(32.14%) performed moderate-level activity,

and 11 (19.64%) performed high-level activity.
Among the controls the majority—17 persons
(47.22%)—took moderate physical activity, 12
(33.33%) high, and only 7 persons (19.44%)
low. The median activity expressed in MET-
min/week in the patients’ group was 693
(3–4158); in the subgroup of patients with low-
level activity it was 198 (3–2772), in the sub-
group of moderate-level activity it was 1990
(495–2829), and in the subgroup of high-level
activity it was 3883 (1653–4158). For the con-
trols it was 2106 (231–10,542) in total, and in
each subgroup it was 292 (231–462), 1773
(462–2470), and 4812 (3342–10,542),

Fig. 3 Satisfaction with sex life (a) and physical appearance (b) in patients and controls. ***Statistically significant difference
between values in the patients’ and control group with p\ 0.0001

Table 2 Correlations between satisfaction with sex life and acceptance of physical appearance and WHO life quality
domains

Parameter Satisfaction with sex life (R/p) Acceptance of physical appearance (R/p)

Satisfaction with own health 0.139/NS 0.394/0.0029

Somatic domain 0.245/0.0718 0.400/0.0024

Psychologic domain 0.401/0.0024 0.672/< 0.0001

Social domain 0.714/< 0.0001 0.223/NS

Environmental domain 0.503/< 0.0001 0.380/0.0042

Satisfaction with sex life X 0.231/0.076

Acceptance of physical appearance 0.231/0.076 X

Italic font means the existence of a trend. Bold font means statistical significance
NS non-significant, R Spearman’s rank
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respectively. There was a statistically significant
difference in the physical activity intensity
expressed in MET-min/week and on the
descriptive scale between the patients and con-
trols (p\ 0.01, p\ 0.0001, respectively). There
was neither correlation between the physical
activity level and PASI (NS) nor with quality of
life in any of the WHO domains (except for
environmental R = 0.284, p\0.05) or the sex
life quality (NS).

DISCUSSION

Food, water, shelter, sleep, and rest are the
physiological human needs that are presented
in Maslow’s hierarchy of needs as the most
fundamental which have to be satisfied [18]. It
highlights the essence of this research and the
need to consider not only treatment in the
psoriasis management but also other issues
which affect patients’ well-being.

In our study patients with psoriasis had sig-
nificantly lower scores in three out of four WHO
domains: psychological, social, and environ-
mental but surprisingly not somatic. A lower
score in the environmental domain suggests
worse functioning in everyday life and

satisfaction with one’s own, broadly defined,
surrounding environment, including home,
work, and financial situation. A lower score in
the psychological domain shows that patients
with psoriasis experience less joy and have
worse concentration than healthy individuals.
Patients also reported lower scores in the social
domain of life quality. Clearly, patients with
psoriasis suffer from the consequences of an
unsatisfactory skin condition, which not only
affects their comfort in a negative way but also
disturbs relationships with other people. Social
withdrawal and stigmatization contribute to a
higher risk of depression in patients with pso-
riasis as well. What is interesting is that the
severity of psoriasis is not directly related to
patients’ mood [19]. In this paper patients with
psoriasis have significantly decreased sex life
quality compared to persons free from derma-
tological diseases, which correlates with psoria-
sis severity in PASI. This issue seems difficult to
investigate thoroughly since people are usually
embarrassed to talk about such matters. Never-
theless, other studies confirm our outcomes
that psoriasis negatively affects the sexual lives
of patients with psoriasis and their partners, and
the rate of sexual dysfunction is significantly
higher in this group compared to healthy con-
trols [20, 21]. Although genital psoriasis is
observed in about 60% of cases, it seems not to
be the only significant factor for sexual dys-
function [22]. As for the reason for such dis-
turbances, studies show it is mainly
psychogenic [20]. Current American Academy
Dermatology–National Psoriasis Foundation
(AAD-NPF) recommendations suggest talking
about this delicate issue with patients with
psoriasis [22]. In our research satisfaction with
sex life was positively correlated with psycho-
logical and social life, which suggests the
importance of such matters in mental health
maintenance. People with psoriasis are often
ashamed of their appearance and are badly
perceived in social matters, which we were able
to confirm as well. Acceptance of physical
appearance was also positively correlated with
the general satisfaction with life, psychological
and somatic domains, which means it is an
important issue for patients with psoriasis.

Fig. 4 Physical activity assessment with comparison
between patients and controls. Asterisks mean the
existence of statistically significant difference between
values in the patients’ and control group with
**p\ 0.01/***0.0001

402 Dermatol Ther (Heidelb) (2022) 12:395–406



The median DLQI in the studied patients was
10.5 points which reflects just about a very large
effect on patients’ life quality according to the
descriptive scale of this questionnaire. More-
over, as higher DLQI was significantly associ-
ated with worse scores in psychological,
environmental, and social WHO domains, it
suggests that skin condition is an essential fac-
tor influencing general life quality.

Although there are various therapeutic
options, psoriasis is difficult to treat, often
resistant to applied agents, and recurrent. These
features reflect why the mean satisfaction with
healthcare of patients with psoriasis was
3.55 ± 0.97 out of a maximum 5 points, which
is rather disappointing. It could be associated
with worse availability of biologic drugs in our
country, as well as frequently observed fear of
introduction of systemic agents in patients with
psoriasis. An important issue in dermatological
diseases, especially psoriasis, is skin care. Not
only does it require one to visit doctors often
but it also involves an everyday skin care rou-
tine, which also takes a lot of time and effort.
Our research confirmed this discomfort since
the more time is spent on skin care, the worse
the life quality in the psychological domain is,
the greater the embarrassment about the skin
condition, difficulties in taking physical activ-
ity, and stress severity are.

An unesthetic appearance, subjective symp-
toms such as pruritus or pain, time-consuming
treatment, skin care, and doctors’ appointments
favor stress in patients with psoriasis. In our
original survey patients had significantly higher
stress severity compared to controls. As in the
majority of similar studies, there was no corre-
lation between PASI and stress severity [23].
Eruptions of psoriatic lesions are well known to
appear after stressful events and in our study
such a situation occurred in 41% of patients [8].
Currently there are no guidelines particularly
considering stress management in patients with
psoriasis. AAD-NPF recommendations mention
psychological care focusing on depression and
anxiety in patients with psoriasis but no specific
stress-detection procedures, and our local Polish
recommendations do not [22]. Therefore, fur-
ther investigation of this problem in patients
with psoriasis and finding an optimal diagnostic

tool for identifying patients who cope with a lot
of stress would be reasonable. Stress is tightly
associated with stigmatization and deteriora-
tion in patients’ quality of life, especially in the
matter of social relationships, work, sex life, and
everyday activities [23]. Our research shared this
point of view, since it revealed the negative
correlation between stress severity and quality
of life in three WHO domains, which indicates
the big influence of stress on patients’ well-
being.

Almost half of patients with psoriasis repor-
ted only low-level physical activity and the
smallest group of them (19.64%) reported high-
level activity. Comparing to the controls, the
majority of healthy persons performed moder-
ate-level physical activity. This clearly shows
that patients with psoriasis have a decreased
ability to take physical exercise and choose low-
intensity activity mostly, comparing to controls
who significantly exercise more intensely.
Moreover, patients with psoriasis had signifi-
cantly lower physical activity intensity com-
pared to controls both on the descriptive scale
and in MET-min/week. This dermatosis itself
leads to either physical impairment resulting in
inability to do exercise or it decreases the life
quality and patients’ mood so severely that they
are not keen on taking such activities [24]. All of
the aforementioned lead to lower physical
activity, worse general condition of patients,
and favor putting on weight. Excessive body
weight has multiple adverse effects. It does not
simply result in greater risk of metabolic syn-
drome and all associated diseases [5]. Extensive
research confirms the negative influence of
excessive body weight on the course and treat-
ment of psoriasis. Regular physical activity, and
therefore losing weight, results in improvement
of skin lesions [25]. This may be associated with
the anti-inflammatory impact of physical exer-
cise and reduction of anti-inflammatory
cytokines, involved also in psoriasis pathogen-
esis [24]. Some research revealed also significant
reduction of DLQI after a course of physical
activity (along with diet and stress reduction)
[7]. Regular physical activity may even reduce
the risk of psoriasis development [24, 26].
Accordingly, contemporary guidelines advise
patients with psoriasis to exercise regularly;
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however, AAD-NPF guidelines for psoriasis
management do not specify the quantity and
frequency [22]. Psoriasis is known to be associ-
ated with different cardiovascular diseases and
physical activity is one of the easiest ways of
preventing such disorders. Therefore, it seems
that there is a vicious circle between psoriasis,
its comorbidities, and physical activity because
psoriasis favors CMDs; these should be pre-
vented by taking physical exercise which sub-
sequently cannot be performed because of skin
condition or bad attitude or psoriatic arthritis.

Dermatological patients, especially those
with chronic diseases such as psoriasis, are a
specific group of patients. Their disease is often
easily seen by other people which implicates
stigmatization and therefore lower life quality.
Internal diseases, on the other hand, involve
body organs and, although they are often severe
in consequence, it is not frequently obvious for
others to find out that an encountered indi-
vidual is ill. Besides mental health impairment,
psoriasis leads to physical deterioration:
unpleasant subjective symptoms, multiple sys-
temic comorbidities and their serious conse-
quences, inability to take physical activity, and
inappropriate diet or addictions.

As for limitations of our study, it was a sin-
gle-center research program based only on
hospitalized patients, with a relatively small
number of participants included. Moreover, we
encountered plenty of obstacles regarding
physical activity assessment, considering the
nature of IPAQ, and the direct comparison
between patients and controls was difficult to
perform. Also sexual activity and addictions
could not be fully reliably evaluated considering
patients were usually not willing to talk about
such matters and stress was assessed using our
own questionnaire instead of a validated
instrument.

CONCLUSIONS

This study confirmed that patients with psoria-
sis have decreased satisfaction with their own
health, social, psychological, and environmen-
tal issues as well sex life and worse acceptance of
physical appearance than individuals free from

this dermatosis. Patients with psoriasis also take
less intensive physical activity than people
without dermatological disorders, which pre-
disposes to obesity, whose risk is already
increased by the dermatosis itself. The study
highlights the perception of psoriasis as not
only affecting skin but also having a multifac-
torial impact on psychological and internal
condition. Described coexisting abnormal life-
style habits could be easily and reliably evalu-
ated with validated questionnaires, which can
be handed over to patients for efficient com-
pletion in order to raise their awareness of
comorbidities and mobilize them to modify
incorrect lifestyle habits. We believe doctors
should not only focus on treating skin but also
consider screening for other disorders and
introduce a holistic approach to every patient
because, all in all, the improvement of patients’
life quality is what matters most.
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Gutiérrez-Rojas L, González-Domenech P, Gurpegui
M. Quality of life, anxiety and depressive symptoms
in patients with psoriasis: a case-control study.
J Psychosom Res. 2019;124:109780.

9. Kurd SK, Troxel AB, Crits-Christoph P, Gelfand JM.
The risk of depression, anxiety, and suicidality in
patients with psoriasis: a population-based cohort
study. Arch Dermatol. 2010;146:891–5.

10. Rapp SR, Feldman SR, Exum ML, Fleischer AB Jr,
Reboussin DM. Psoriasis causes as much disability
as other major medical diseases. J Am Acad Der-
matol. 1999;41:401–7.

11. Nowowiejska J, Baran A, Lewoc M, Grabowska P,
Kaminski TW, Flisiak I. The assessment of risk and
predictors of sleep disorders in patients with psori-
asis—a questionnaire-based cross-sectional analysis.
J Clin Med. 2021;10:664.

12. Nowowiejska J, Baran A, Flisiak I. Sleep disorders in
psoriasis. Dermatol Rev. 2020;107:272–80.

13. Mansouri P, Valirad F, Attarchi M, et al. The rela-
tionship between disease, work and sickness
absence among psoriasis patients. Iran J Public
Health. 2015;44(11):1506–13.

14. Nowowiejska J, Baran A, Flisiak I. Mutual relation-
ship between sleep disorders, quality of life and
psychosocial aspects in patients with psoriasis.
Front Psychiatry. 2021;12:674460.

15. DLQI. http://luszczycowezapaleniestawow.pl/wp-
content/uploads/2018/02/ocena_zaawansowania_
uszczycy_-_dlqi.pdf. Accessed 10 June 2018.

Dermatol Ther (Heidelb) (2022) 12:395–406 405

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://luszczycowezapaleniestawow.pl/wp-content/uploads/2018/02/ocena_zaawansowania_uszczycy_-_dlqi.pdf
http://luszczycowezapaleniestawow.pl/wp-content/uploads/2018/02/ocena_zaawansowania_uszczycy_-_dlqi.pdf
http://luszczycowezapaleniestawow.pl/wp-content/uploads/2018/02/ocena_zaawansowania_uszczycy_-_dlqi.pdf


16. WHO QoL-BREF questionnaire. https://www.who.
int/tools/whoqol/whoqol-bref/docs/default-source/
publishing-policies/whoqol-bref/polish-whoqol-
bref. Accessed 10 June 2018.

17. IPAQ short version. https://www.academia.edu/
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