
208� © 2016 Indian Dermatology Online Journal | Published by Wolters Kluwer - Medknow

Letters to the Editor

An analysis of 
dermatological 
quality‑of‑life scores in 
relation to psychiatric 
morbidity in psoriasis
Psoriasis is a common immune‑mediated, chronic skin disorder 
with significant impact on Quality of life (QOL) of the patient.[1] 
The Dermatology Life Quality Index (DLQI) is a commonly used 
instrument to assess QOL in psoriasis.[2,3] The DLQI consists of 
10 patient‑rated items with a maximum score of 30. The 10 items 
are grouped under six headings.[3] Impairments in QOL seem to 
be associated with the development of psychiatric disorders in 
psoriasis.[4] Although DLQI scoring is used in a variety of research 
settings in psoriasis, data regarding the contribution of individual 
headings to the final score is scarce. We report the results of an 
analysis of DLQI scores in patients with psoriasis who were then 
evaluated for presence of any psychiatric disorder. This study 
was carried out as a part of a larger study that investigated the 
prevalence and determinants of psychiatric disorders in patients 
with psoriasis . 

This study was conducted from January to November 2013 
in a tertiary care hospital in north India after clearance from 
the institutional ethics committee. Consecutive patients with 
chronic plaque psoriasis who provided written informed 
consent were included in the study. Patients with psoriatic 
arthritis, erythrodermic and pustular variants of psoriasis were 
excluded. In the first stage, sociodemographic details were 
noted and participants were assessed by a dermatologist for 
clinical details and the Psoriasis Area Severity Index (PASI).[5] 
Participants were also asked to fill out the DLQI. In the second 
stage, patients were assessed by a psychiatrist and a 
psychiatric diagnosis was generated using the Mini International 
Neuropsychiatric Interview (MINI) [Table 1].[6] Data were then 
analyzed. using SPSS software (Version 18.0) for Windows. 
Wald test was used for regression analysis.

A total of 104  patients  (79  males and 25  females) with a 
mean age of 36.49  years  (standard deviation  =  13.79) 
consented to participate in the study. The mean PASI was 
6.67 (standard deviation = 6.16) and mean DLQI score was 
6.85 (standard deviation 6.22). The PASI and DLQI scores 
indicate that most patients were suffering from mild‑to‑moderate 
psoriasis.[7] Forty‑seven patients had at least one MINI 
diagnosis. Depressive disorders (DD) were the most common 
diagnoses, prevalence of DD was 39.4% and majority of them 

had dysthymia  (28.84%). About 7% patients had more than 
one MINI diagnosis. The results of the study are presented in 
Table 2. A regression  analysis (Wald test) with the scores of the 
different headings as covariates and a positive MINI diagnosis 
as the dependent variable was carried out. It revealed that the 
score of the heading of symptoms  and feelings predicted a 
MINI diagnosis (Wald = 8.721, P = 0.003).

The mean scores across each heading of the DLQI and the total 
were significantly more in the group with any diagnosed psychiatric 
disorder. However, the percentages of contribution of the mean 
score of each heading to the total mean DLQI score was not 
significantly different across the two groups. The percentages 
of contribution of individual headings show that in our sample, 
symptoms and feelings contributed most to the total score. On the 
other hand, the headings of Leisure and Personal relationships 
were not endorsed as much. Our study suggests that feelings 
and reactions to the symptoms of disease is the main contributor 
to impaired QOL in patients with mild‑to‑moderate psoriasis and 
also predicts psychiatric morbidity. The headings of Daily activities, 
Work and school, and Treatment “performed as expected.” The 
results also suggest that impairments in leisure and personal 
relationships are either not affected as much in mild‑to‑moderate 
psoriasis or are deemed to be relatively unimportant. This may be 
reflective of socioeconomic reasons that prevent many patients in 
our country to indulge or give due importance to meaningful leisure 
or sport activities or cultural reasons that prevent sufferers from 
responding readily to enquiries about sexual issues. Responses 
on personal or sexual issues are limited by patients because of 
social prohibitive reasons. It might be interesting to see these 
responses in more educated patients from urban settings who 
understand their anonymity and the idea of this being a research 
tool. In light of the high prevalence of psychiatric disorders in this 
population and the obvious contribution of impairment in QOL to 
the same, the question of the socioeconomic–cultural applicability 
of the items used in measurement of QOL becomes important.[8] 
Our results suggest that emotional reactions to the symptoms 
of the disease are a major contributor to the impairment in QOL 
and should be given more importance in QOL measurements. 
An exploration of QOL in patients with even mild‑to‑moderate 
psoriasis is warranted. Although it does not imply that impairment 
of QOL results in psychiatric comorbidities or vice versa; greater 
impairments reflected in higher DLQI scores may warrant screening 
for psychiatric disorders, especially DD. Active management of 
symptoms and a sympathetic exploration of reactive emotions 
along with need‑based referral to psychiatric services are likely 
to be important in the improvement of QOL in patients with 
mild‑to‑moderate psoriasis.
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Table  1: Diagnostic groups and diagnoses generated by MINI
Broad diagnostic groups

Affective disorders Anxiety disorders Substance use disorders Psychotic disorders Eating disorders Personality disorders

Major depressive 
episode

Dysthymia

Suicidality

Manic episode

Hypomanic episode

Panic disorder

Agoraphobia

Social phobia

Obsessive‑compulsive disorder

Posttraumatic stress disorder

Generalized anxiety disorder

Alcohol dependence and 
abuse

Nonalcohol substance 
dependence and abuse

Psychotic disorders

Mood disorders 
with psychotic 
features

Anorexia nervosa

Bulimia nervosa

Antisocial personality 
disorder

Table  2: Correlation between quality of life and psychiatric comorbidity
DLQI items Maximum 

possible score 
(% of total)

Without any MINI 
psychiatric diagnosi

Mean (standard 
deviation) (% of total 

mean DLQI score)

With any MINI 
psychiatric diagnosis

Mean  (standard 
deviation) (% of total 

mean DLQI score)

P value Total study population
Mean  (Standard 

deviation)  (% of total 
mean DLQI score)

Symptoms and feelings 6 (20) 1.80 (1.44) (41.28) 3.55 (1.75) (35.89) 0.08 2.59 (1.80) (37.81)

Daily activities 6 (20) 0.87 (1.22) (19.95) 2.23 (1.82) (22.54) 0.02 1.49 (1.66) (21.75)

Leisure 6 (20) 0.47 (0.96) (10.77) 1.25 (1.43) (12.63) <0.01 0.82 (1.25) (11.97)

Work and school 3 (10) 0.31 (0.82) (7.11) 1.06 (1.35) (10.71) <0.01 0.65 (1.15) (9.48)

Personal relationships 6 (20) 0.49 (0.92) (11.23) 1.06 (1.37) (10.71) <0.01 0.75 (1.18) (10.94)

Treatment 3 (10) 0.36 (0.58) (8.25) 0.82 (0.91) (8.29) <0.01 0.57 (0.78) (8.32)

Total DLQI score 30 4.36  (4.44) 9.89  (6.58) <0.01 6.85  (6.22)

P significant when ≤0.05
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