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ABSTRACT

Introduction: Psychosocial problems of
patients with chronic dermatoses, such as pso-
riasis, add to their somatic ailments, which
results in the lack of illness acceptance, lowered
self-esteem, deteriorated quality of life, and an
array of somatic comorbidities. The aim of this
study was to analyze the effect of psoriasis on
the quality of life, sense of stigmatization, self-
esteem, and satisfaction with life in patients
with psoriasis.
Methods: The study was based on a short sur-
vey prepared by the authors and five validated
scales: Dermatology Life Quality Index (DLQI),
6-Item Stigmatization Scale, 33-Item Feelings of
Stigmatization Questionnaire, Rosenberg Self-
Esteem Scale (SES), and Satisfaction With Life
Scale (SWLS). The study included 111 patients

with psoriasis (46.8% women and 53.2% men).
The inclusion criteria of the study were the
diagnosis of plaque psoriasis and written
informed consent to participate.
Results: DLQI scores ranged between 0 and 28
points (pts) (mean 10.8 pts). Mean stigmatiza-
tion scores determined with the 33- and 6-Item
Stigmatization Scale were 81.6 pts and 7.5 pts,
respectively. The mean SWLS score for the study
group (18.5 pts) was slightly below the average.
The mean score SES of 27 pts implies that the
study respondents’ self-esteem level was slightly
above the average.
Conclusions: Satisfaction with life turned out
to be significantly modulated by overall
stigmatization level on the 33-Item Stigmatiza-
tion Scale (the stronger the sense of stigmati-
zation, the lower the satisfaction with life) and
education (respondents with higher education
presented with higher satisfaction with life than
those with non-higher education).
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Key Summary Points

Why carry out this study?

Skin lesions cause stigmatization of
patients with psoriasis, contribute to the
deterioration of their life quality and
psychosocial problems.

Psoriasis may be also associated with a
plethora of somatic complications and
increased socioeconomic burden.

We assumed that the levels of self-esteem
and satisfaction with life determine the
quality of life and sense of stigmatization
of an individual. We hypothesized that
patients with psoriasis present with high
stigmatization levels, which translates
into poor quality of life. These two
problems are aggravated by lower
satisfaction with life and lower self-esteem
and can be modulated by
sociodemographic variables.

What was learned from the study?

Psoriatics presented with lowered quality
of life measured with the DLQI, and their
self-esteem and satisfaction with life were
significantly modulated by the
stigmatization level.

Localization of psoriatic lesions exerted a
significant effect on only two components
of the 33-Item Stigmatization Scale, Guilt
and Shame and Positive Attitudes, and
was not associated with the overall quality
of life (DLQI) and other psychometric
variables, SWLS and SES.

While the relationships mentioned above
are relatively well understood, future
research should verify whether and how
they evolve in response to social changes,
and if this evolution warrants the
adjustment of psychotherapeutic
approaches and/or modification of the
forms and objectives of social campaigns
supporting patients with psoriasis.

INTRODUCTION

Skin is the largest organ of the human body. It
has many roles, among others being involved in
thermoregulation, perception of external stim-
uli, and playing protective and esthetic roles.
Appearance and condition of the skin are a
‘‘trademark’’ of each human being, given that
they are visible to others; likewise, most der-
matological diseases and skin lesions are easily
noticeable, which has a profound effect not
only on the psychological condition of patients
but also on their social relations. Psoriasis is an
example of a burdensome, incurable dermato-
sis. This is an inflammatory disease with a
strong tendency to recur, which manifests pri-
marily with skin lesions but may also involve
nails and joints [1]. It is estimated that psoriasis
affects 2–3% of the Polish population and
approximately 2% of persons worldwide [2–7].
Psoriasis can be triggered by an array of extrinsic
and intrinsic factors, including genetic and
immunological predispositions, diet, some
medications, infections, mechanical injuries,
psychological stress, and traumatic experiences
[8–13].

Contemporary humans are exposed to a
mass media-promoted cult of striving for per-
fection in each aspect of life and socially desired
young and pure body image. Any deviation
from such a media-enforced concept is disap-
proved by the general public. As a result, per-
sons who do not follow the promoted canon of
beauty are not infrequently socially marginal-
ized. Therefore, the presence of skin lesions
being visible to others often leads to social
rejection of the patients [14–19].

The visibility of skin lesions and frequent
flares of psoriasis may provoke disgust and
hostility towards the patients, as many layper-
sons are concerned that the condition may be
contagious. As a result, the patients may be
socially rejected, and some of them can even
feel worthless or considered a threat by others.
This mechanism contributes to emotional
problems, distortion of body image and body
self, depression, and fear of being stigmatized
[20–23]. The sense of being worse, unattractive,
and useless translates into a belief that life has
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no sense, whereas the inability to cope with
everyday problems, stress, and negative emo-
tions associated with the disease exacerbate
psoriatic lesions [20–24]. Psychosocial problems
of patients with chronic dermatoses, such as
psoriasis, add to their somatic ailments, leading
to the lack of illness acceptance, lowered self-
esteem, deteriorated quality of life, and an array
of somatic comorbidities (e.g., obesity, sub-
stance abuse, depression, cardiovascular dis-
eases) [24–33] and sexual disorders (loss of
libido, erectile problems, reluctance to under-
take sexual activities) [22, 34, 35].

The aim of the study was to determine:

• Effect of psoriasis on the quality of life, sense
of stigmatization, and self-esteem

• Satisfaction with life and self-esteem in
patients with psoriasis

• Effect of sociodemographic variables and
location of psoriatic lesions on skin disease-
specific and generic psychometric measures

We assumed that self-esteem and satisfaction
with life determine the quality of life and
stigmatization level in psoriasis. We hypothe-
sized that patients with psoriasis present with a
strong sense of stigmatization which con-
tributes to a decrease in their quality of life. This
relationship is more evident whenever the sat-
isfaction with life and self-esteem of the
patients are lower and is additionally modu-
lated by sociodemographic variables. These
associations are clinically relevant given that
psoriasis is known to co-exist not only with
somatic comorbidities but also with problems in
psychological and social spheres. Moreover,
psoriasis is a markedly more stigmatizing con-
dition than diseases that cannot be noticed by
others and even evoke sympathy, such as car-
diovascular disorders and diabetes mellitus. It
needs to be also stressed that difficulty coping
with stressful situations and excessive emo-
tional response are factors exacerbating the
course of psoriasis, which is likely to be reflected
by both the disease-specific and generic psy-
chometric measures.

METHODS

Participants

The study included patients recruited at two
private clinics of dermatology and medical
cosmetology in Bialystok (Poland), headed by
Prof. Wiaczesław Niczyporuk and Dr. Piotr
Aleksiejczuk, respectively. The study group
consisted of 111 patients with plaque psoriasis,
among them 46.8% women and 53.2% men.

The inclusion criteria of the study were the
diagnosis of plaque psoriasis and written
informed consent to participate. The authors
initially planned to obtain at least 200 complete
surveys. However, collection of the study
material was hindered because of the COVID-19
pandemic. Given the epidemic risk and related
restrictions, the target number had to be
reduced to 100 complete surveys. A total of 200
surveys were distributed, but some were not
returned, and others missed some data or were
returned incomplete as the respondents decided
to withdraw from the study at the last minute.
As a result, final response and rejection rates
were 55.5% (N = 111) and 44.5% (N = 89),
respectively.

The study was conducted in January and
February 2020. The respondents received prin-
ted questionnaires along with the instructions
on how to complete them. Most patients com-
pleted the surveys onsite, alone or with the
assistance of the investigator. However, some
respondents preferred to complete the survey at
home; such persons were provided with a pre-
addressed stamped return envelope.

The research conforms with the Good Clin-
ical Practice guidelines, and the procedures fol-
lowed were in accordance with the Helsinki
Declaration of 1975, as revised in 2000 (con-
cerning the ethical principles for the medical
community and forbidding release of the
patient’s name and initials, or the hospital evi-
dence number). The study was reviewed and
approved by the Bioethics Committee of the
Medical University in Białystok (statute no. R-I-
002/285/2018).
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Measures

The study was based on a short survey prepared
by the authors and several validated scales,
including three psychometric scales analyzing
the effects of psoriasis: Dermatology Life Qual-
ity Index (DLQI) developed by Finlay and Khan
[29] and adapted to Polish conditions by
Szepietowski et al. [36], 6-Item Stigmatization
Scale by Lu et al. [37] in Polish adaptation by
Hrehorów et al. [38], and 33-Item Feelings of
Stigmatization Questionnaire by Ginsburg and
Link [39] in Polish version by Hrehorów et al.
[38], as well as two generic psychometric scales:
Satisfaction With Life Scale (SWLS) by Diener,
Emmons, Larsen, and Griffin [40], adapted to
Polish conditions by Juczyński [41], and
Rosenberg Self-Esteem Scale (SES) in Polish
adaptation by Dzwonkowska, Lachowicz-
Tabaczek, and Łaguna [42].

Sociodemographic Survey

The authors’ survey contained questions about
the respondents’ sociodemographic character-
istics (gender, age, marital status, education,
place of residence) and location of psoriatic
lesions.

Dermatology Life Quality Index

DLQI is a validated scale to measure the impact
of skin disease on the quality of life within a
week preceding the study. The scale centers
primarily around disability and functional
impairment caused by the disease and, to a
lesser extent, around the emotional aspect of
the condition (only 1 out of 10 items) [29, 36].
DLQI measures the negative impact of skin
disease on the quality of life; hence, the higher
the score, the more deteriorated the quality of
life in a given patient. The scale consists of ten
questions with the answers scored on a 4-point
Likert-type scale: ‘‘very much’’ (3 pts), ‘‘a lot’’
(2 pts), ‘‘a little’’ (1 pt), and ‘‘not at all’’ (0 pts).
The overall score can range between 0 and
30 pts [29, 36].

6-Item Stigmatization Scale

The 6-Item Stigmatization Scale consists of six
single-choice questions, each with four possible
answers: ‘‘not at all’’ (0 pts), ‘‘sometimes’’ (1 pt),
‘‘very often’’ (2 pts), and ‘‘always’’ (3 pts). The
overall score can range between 0 (lack of
stigmatization) and 18 pts (maximum stigmati-
zation level); the higher the score, the higher
the level of stigmatization, rejection, and
embarrassment associated with a dermatologi-
cal disease [37, 38].

Feelings of Stigmatization Questionnaire

The 33-Item Feelings of Stigmatization Ques-
tionnaire consists of 33 single-choice questions
with answers scored from 0 to 5 pts: ‘‘definitely
yes’’(5 pts), ‘‘yes’’ (4 pts), ‘‘rather yes’’ (3 pts),
‘‘rather no’’ (2 pts), ‘‘no’’ (1 pt), and ‘‘definitely
no’’ (0 pts). The overall score can range from 0
(lack of stigmatization) to 165 pts (maximum
stigmatization level). The higher the score, the
stronger the sense of stigmatization in the
respondent in the following six domains:
Anticipation of Rejection, Feeling of Being
Flawed, Sensitivity to the Opinions of Others,
Guilt and Shame, Positive Attitudes, and Secre-
tiveness [38, 39].

Satisfaction With Life Scale (SWLS)

The level of satisfaction with life was deter-
mined with the SWLS. The scale consists of five
statements referring to lifetime experiences of
the respondent, each with answers scored from
1 (‘‘strongly disagree’’) to 7 pts (‘‘strongly
agree’’). The overall score can range between 5
and 35 pts, with higher scores corresponding to
greater satisfaction with life. The raw results can
also be converted into the sten scores with 1–4,
5–6, and 7–10 sten corresponding to a low,
moderate, and high level of satisfaction with
life, respectively. Sten scale (ten standard)—a
scale of the psychological test normalized so
that the population mean is 5.5 and the stan-
dard deviation is 2. There are 10 units on the
scale. The current Polish standards for SWLS are
raw score: 5–9 (1 sten); 10–11 (2 sten); 12–14 (3
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Table 1 Distributions of skin disease-specific and generic psychometric measures in patients treated for psoriasis

Questionnaire/measure Mean Std. dev. Min Max

Skin disease-specific measures

DLQI A measure of skin ailment severity 10.8 (9.4; 12.2) 7.3 0 28

33-Item Stigmatization Scale Overall score 81.6 (77.0; 86.2) 24.3 33 132

Anticipation of rejection 22.9 (21.4; 24.3) 7.6 7 40

Feeling of being flawed 13.3 (12.1; 14.5) 6.5 2 26

Sensitivity to the opinions of others 12.1 (11.1; 13.2) 5.5 1 28

Guilt and shame 14.0 (13.2; 14.8) 4.1 6 23

Positive attitudes 8.8 (8.1; 9.6) 3.8 1 17

Secretiveness 10.5 (9.7; 11.3) 4.4 3 20

6-Item Stigmatization Scale A measure of stigmatization 7.5 (6.6; 8.3) 4.7 0 18

Generic measures

SWLS A measure of satisfaction with life 18.5 (17.3; 19.7) 6.5 6 35

SES Self-esteem measure 26.8 (26.1; 27.5) 3.6 16 36

Table 2 Effect of sex on generic psychometric measures (mean with 95% CI)

Psychometric measure Sex p

Women (N = 52) Men (N = 59)

SWLS 18.3 (16.6; 20.0) 18.7 (16.9; 20.5) 0.7410

SES 26.0 (24.9; 27.0) 27.5 (26.6; 28.4) 0.0220*

p value was calculated using t test; test probability: *p\ 0.05 - statistically significant relationship; **p\ 0.01 - highly
significant relationship; ***p\ 0.001 - very highly statistically significant relationship

Table 3 Effect of education on generic psychometric measures (mean with 95% CI)

Psychometric measure Education p

Non-higher (N = 74) Higher (N = 37)

SWLS 18.4 (17.0; 19.8) 18.7 (16.2; 21.2) 0.8284

SES 26.7 (26.0; 27.4) 26.9 (25.5; 28.4) 0.7534

p value was calculated using t test
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Table 4 Relationships between the location of psoriatic lesions and skin disease-specific and generic psychometric measures

Psychometric measure Location of psoriatic lesions p

Absent (N = 34) Some body parts (N = 44) Entire body
(N = 33)

Skin disease-specific measures (mean with 95% CI)

DLQI 10.7 (8.4; 13.0) 10.7 (8.3; 13.1) 11.1 (8.5; 13.7) 0.9591

Overall score 79.0 (70.6; 87.5) 80.9 (72.8; 88.9) 85.2 (77.7; 92.8) 0.5630

Anticipation of rejection 20.9 (18.9; 22.9) 23.0 (20.2; 25.7) 24.7 (22.2; 27.2) 0.1267

Feeling of being flawed 11.6 (9.4; 13.7) 14.1 (12.0; 16.2) 14.0 (11.9; 16.1) 0.1756

Sensitivity to the opinions of others 10.9 (8.9; 12.8) 13.0 (11.1; 14.8) 12.3 (10.7; 13.9) 0.2381

Guilt and shame 16.1 (14.6; 17.6) 12.8 (11.7; 13.8) 13.5 (12.1; 14.9) 0.0010**

Positive attitudes 9.8 (8.3; 11.4) 7.7 (6.6; 8.8) 9.3 (8.2; 10.5) 0.0321*

Secretiveness 9.8 (8.4; 11.2) 10.4 (9.1; 11.7) 11.3 (9.6; 13.1) 0.3652

6-Item Stigmatization Scale 6.6 (4.9; 8.2) 8.1 (6.6; 9.7) 7.5 (6.1; 8.9) 0.3558

Generic measures (mean with 95% CI)

SWLS 17.8 (15.4; 20.3) 19.8 (17.8; 21.8) 17.4 (15.5; 19.3) 0.2058

SES 26.4 (25.3; 27.4) 27.5 (26.3; 28.7) 26.3 (25.0; 27.6) 0.2716

p value was calculated using ANOVA, test probability: *p\ 0.05 - statistically significant relationship; **p\ 0.01 - highly
significant relationship; ***p\ 0.001 - very highly statistically significant relationship

Table 5 Correlations of skin-disease specific scales with SWLS and SES scores

Skin disease-specific measures Generic psychometric measures

SWLS SES

DLQI - 0.49 (0.0000***) - 0.39 (0.0000***)

33-Item Stigmatization Scale (overall) - 0.56 (0.0000***) - 0.61 (0.0000***)

Anticipation of rejection - 0.46 (0.0000***) - 0.54 (0.0000***)

Feeling of being flawed - 0.41 (0.0000***) - 0.51 (0.0000***)

Sensitivity to the opinions of others - 0.49 (0.0000***) - 0.47 (0.0000***)

Guilt and shame - 0.29 (0.0021**) - 0.28 (0.0030**)

Positive attitudes - 0.50 (0.0000***) - 0.48 (0.0000***)

Secretiveness - 0.36 (0.0001***) - 0.44 (0.0000***)

6-Item Stigmatization Scale - 0.44 (0.0000***) - 0.45 (0.0000***)

(test probability: *p\ 0.05 - statistically significant relationship, **p\ 0.01 - highly significant relationship,
***p\ 0.001 - very highly statistically significant relationship)
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sten); 15–17 (4 sten); 18–20 (5 sten); 21–23 (6
sten); 24–26 (7 sten); 27–28 (8 sten); 29–30 (9
sten); 31–35 (10 sten) [41].

Rosenberg Self-Esteem Scale (SES)

The SES measures the global level of self-esteem
in the respondent. The scale consists of ten
statements, each with answers scored from 1
(‘‘strongly agree’’) to 4 pts (‘‘strongly disagree’’).
The overall score can range between 10 and
40 pts. Reference tables can be used to convert
the raw results into the sten scores, with 1–2,
3–4, 5–6, 7–8, and 9–10 sten corresponding to a
very low, low, moderate, high, and very high
level of self-esteem, respectively [42].

Statistical Analysis

The results underwent statistical analysis with
Statistica 13 software. The distributions of the
psychometric measures were presented as
descriptive statistics (arithmetic means with
95% confidence intervals, standard deviations,
minimum and maximum values). The signifi-
cance of differences in the mean values of psy-
chometric measures according to gender,
education, and location of psoriatic lesions was
verified with Student t test (for two groups) or
analysis of variance (ANOVA) (for three and
more groups). Relationships between skin dis-
ease-specific and generic psychometric mea-
sures were analyzed on the basis of Pearson’s
coefficients of linear correlation. Total effects of
skin disease-specific psychometric measures and
demographic variables on SES and SWLS scores
were verified on regression analysis.

The following explanatory variables were
included in the two regression models with
SWLS and SES as dependent variables:

• Skin disease-specific psychometric measures
(33- and 6-Item Stigmatization Scales, DLQI)

• Demographic characteristics (age, gender,
education)

• Location of psoriatic lesions

The two strongest predictors of the depen-
dent variable in each model were identified
using the stepwise regression method [43, 44].

The results of all analyses were considered sig-
nificant at p\ 0.05 [43, 44].

RESULTS

Values of Psychometric Measures
in the Entire Study Population

DLQI scores ranged between 0 and 28 pts. The
majority of the respondents presented with low
DLQI scores, with a mean value of 10.8 pts.
Mean stigmatization scores determined with
the 33- and 6-Item Stigmatization Scale were
81.6 pts and 7.5 pts, respectively (Table 1).

The mean SWLS score for the study group
(18.5 pts) was slightly below the average. The
scores for the self-report SES instrument can
range between 10 and 40 pts; hence, the mean
score of 27 pts implies that the study respon-
dents’ self-esteem level was slightly above the
average (Table 1).

Relationships Between Generic
Psychometric Measures
and Clinicodemographic Characteristics

We analyzed the effects of selected clinicode-
mographic factors on the values of generic
psychometric measures, SWLS and SES. The list
of explanatory variables included gender, age,
education, duration of psoriasis, and location of
psoriatic lesions. Male respondents presented
with higher levels of satisfaction with life and
higher self-esteem than women (Table 2).

Age did not correlate significantly with the
satisfaction with life (SWLS) and self-esteem
(SES) scores. A comparison of mean SWLS and
SES scores for various age groups of patients did
not show statistically significant differences.

Participants with higher education chose
avoidance-focused style (SSU) and sought social
contacts significantly more often than persons
with non-higher education (Table 3).

Duration of psoriasis did not correlate sig-
nificantly with the satisfaction with life (SWLS)
and self-esteem (SES) scores, with the coeffi-
cients of linear correlation of - 0.01
(p = 0.9546) and 0.05 (p = 0.5985), respectively.
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We also analyzed the scores for psychometric
measures according to the location of psoriatic
lesions. The analysis included three groups of
patients, without psoriatic lesions (30.63%),
with lesions covering only some body parts
(39.64%) and with lesions spread across the
entire body (29.73%). The significance of
between-group differences was verified with
ANOVA.

Among skin disease-specific psychometric
measures, the location of psoriatic lesions
exerted significant effects solely on two com-
ponents of the 33-Item Stigmatization Scale,
Guilt and Shame and Positive Attitudes. The
location of psoriatic lesions was not associated
with other skin disease-specific measures and
did not significantly influence any generic psy-
chometric measures (Table 4).

Relationships Between Skin Disease-
Specific and Generic Psychometric
Measures

We verified whether and how the values of the
skin disease-specific scales (DLQI, both stigma-
tization scales) influenced the values of the
generic psychometric measures, SWLS and SES.
The results were presented as linear correlation
coefficients.

The scores for skin disease-specific scales
showed relatively strong correlations with the
values of generic psychometric measures. The
powers of DLQI and stigmatization scale corre-
lations with SWLS and SES were similar. All
correlations were inverse which implies that an
increase in psoriasis-related discomfort had a
detrimental effect on the overall well-being of
the respondents measured with SWLS and SES
(Table 5).

Relationships between DLQI and SWLS
scores and the overall score for the 33-Item
Stigmatization Scale and SES score are depicted
in Fig. 1.

Effect of Skin Disease-Specific
Psychometric Measures
and Clinicodemographic Characteristics
on Generic Psychometric Measures

None of the generic psychometric measures was
significantly modulated by clinicodemographic
characteristics of the patients, such as gender,
age, education, location of psoriatic lesions, and
duration of psoriasis.

SWLS scores turned out to be significantly
modulated by the overall score for the 33-Item
Stigmatization Scale (the stronger the sense of
stigmatization, the lower the satisfaction with
life, with a 1-pt increment in the stigmatization

Fig. 1 Relationships between DLQI and SWLS scores and the overall score for the 33-Item Stigmatization Scale and SES
score
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score associated with a 0.158-pt decrease in the
SWLS score) and education, with a mean dif-
ference between the satisfaction levels of
respondents with higher and non-higher edu-
cation of 1.253 pts (Table 6).

SES scores were shown to be significantly
modulated by the overall score for the 33-Item
Stigmatization Scale and one component of this
scale, Sensitivity to the Opinions of Others
(Table 6).

The two regression models described above
explained approximately 35–40% of the vari-
ance in SWLS and SES scores, which should be
considered a relatively high value. Presumably,
this reflected the fact that psoriasis, despite
being a burdensome illness, affects negatively
only some limited aspects of patients’ life.

DISCUSSION

Psoriasis is one of the most burdensome der-
matoses, which results primarily from its
chronic and recurrent character and spread of
the lesions across large areas of the body, not
infrequently visible to others. Distorted body
image, skin ailments, and social rejection are
the sources of stress which in turn exacerbates
manifestations of the disease [13]. Similarly, the
lesions can be activated or exacerbated by
traumas, mechanical injuries to the skin, and
infections. While it is postulated to reduce the

risk of infection through vaccination [45],
according to Kraśnicka et al. [46], this attitude is
not universally accepted given the fear of vac-
cination side effects and disease induction.

DLQI scores for participants of the present
study ranged between 0 and 28 pts. The mean
DLQI score for the study group was 10.8 pts
which is a relatively low value. Mean levels of
stigmatization determined with the 33-Item
and 6-Item Stigmatization Scales were 81.6 pts
and 7.5 pts, respectively.

According to some previously published
reports, mean DLQI scores for patients with
psoriasis can be even lower: 9.16 pts according
to Lin et al. [47], 8 pts according to Moradi et al.
[48], and 6.13 pts according to Rencz et al. [49].
However, some authors reported higher DLQI
scores than in the present study: 13.8 pts
according to Sendrasoa et al. [50], 13.32 pts
according to An et al. [51], and approximately
14 pts according to Kowalewska et al. [52].
Finally, mean DLQI scores in some studies were
only slightly lower than in our patients: 12 pts
according to Martı́nez-Garcı́a et al. [53], 12.4 pts
according to Jung et al. [54], and 12.61 accord-
ing to Kouris et al. [55].

Salaffi et al. [56] analyzed the quality of life
in patients with psoriasis with the SF-36 ques-
tionnaire. The study demonstrated that psoria-
sis contributed to the deterioration of the
quality of life in all domains of the SF-36 scale.

Table 6 Independent predictors of generic psychometric measures (SWLS, SES)

B (95% CI) p b

SWLS R2 = 34.8%, F = 28.8, p = 0.0000***

33-Item Stigmatization Scale (overall) - 0.158 (- 0.199; - 0.116) 0.0000*** - 0.59

Education (higher vs. non-higher) 1.253 (0.215; 2.292) 0.0185* 0.19

SES R2 = 40.5%, F = 36.8, p = 0.0000***

33-Item Stigmatization Scale (overall) - 0.138 (- 0.185; - 0.091) 0.0000*** - 0.93

Sensitivity to the opinions of others 0.232 (0.026; 0.438) 0.0274* 0.36

Overall statistics: R2, coefficient of determination (the percentage of the response variable variation that is explained by a
model); Test statistic F and p value for assessment of significance of whole model
Results for each predictor variables: B, regression coefficient (with 95% confidence interval)
p, assessment of significance; b, standardize regression coefficient; test probability: *p\ 0.05 - statistically significant
relationship, ** p\ 0.01 - highly significant relationship, ***p\ 0.001 - very highly statistically significant relationship
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Published data on the association between
psoriasis severity and quality of life are incon-
clusive. While some authors did not find a link
between the two variables [57], others demon-
strated correlations between psoriasis severity
and quality of life [58–61]. In our present study,
the values of psychometric scales were stratified
according to the location of psoriatic lesions.
The comparative analysis included three
groups: without psoriatic lesions (30.63% of the
study participants), with lesions limited only to
some body parts (39.64%), and with lesions
spread across the entire body (29.73%). The
severity of the disease defined as above did not
correlate with the overall quality of life and
other generic psychometric measures non-
specific for skin diseases (SWLS, SES). However,
significant between-group differences were
observed regarding the two components of the
33-Item Stigmatization Scale: Guilt and Shame
(p = 0.0010) and Positive Attitudes (p = 0.0321).

The study conducted by Soliman [62] inclu-
ded 199 Arabian patients with psoriasis. Up to
96% of the respondents experienced stigmati-
zation of various degree, with the mean score
for the 6-Item Stigmatization Scale of 7 pts. The
vast majority of the respondents complained
that others stared at their skin disease (83.4%)
and avoided them because of their skin condi-
tion (78.9%). In that study, the level of
stigmatization did not depend on such
explanatory variables as gender, education, and
visibility of the skin lesions. Lower stigmatiza-
tion levels were found in older persons, with a
longer duration of the disease and higher levels
of illness acceptance. The study group presented
with lower levels of satisfaction with life (scores
between 5 and 38 pts, mean 21.2 pts), especially
in persons with diminished quality of life.
Deteriorated quality of life turned out to be the
strongest predictor of stigmatization and
decreased satisfaction with life, whereas higher
levels of illness acceptance were associated with
a greater satisfaction with life.

According to Hawro et al. [63], all patients
with psoriasis experienced stigmatization of
some degree because of their skin condition;
higher levels of stigmatization were reported by
persons whose skin lesions were visible to others
(p = 0.025) and female patients (p = 0.001). The

level of stigmatization was identified as the
strongest determinant of the quality of life in
the study group.

Perrot et al. [64] analyzed relationships
between psoriasis severity, quality of life, and
stigmatization, as well as psychosocial conse-
quences of the disease in a group of 101
patients. The study showed that psoriasis
severity had a weak effect on the quality of life
and stigmatization levels. Dimitrov et al. [15]
analyzed the level of stigmatization due to
psoriasis in an Arabian population. Stigmatiza-
tion was experienced by all 108 participants of
the study. Mean scores for the 6-Item and
33-Item Stigmatization Scales were 5.6 ± 4.5 pts
and 98.4 ± 26.4 pts, respectively, with the
Feeling of Being Flawed identified as the main
contributor to stigmatization on the latter scale.

An interesting research question has been
addressed by Sommer et al. [65], who analyzed
the perception of stigma by patients with pso-
riasis, their families, and healthcare personnel.
All three groups confirmed that psoriasis leads
to stigmatization. The main form of stigmati-
zation experienced by patients with psoriasis
was self-stigma, which in the respondents’
opinion imposed limitations on psychosocial
functioning and role functioning. Interestingly,
the problem of self-stigma was recognized not
only by the patients but also by their families
and healthcare personnel.

In the present study, the mean level of sat-
isfaction with life measured with SWLS was
18.5 pts, i.e., slightly below the average. Mean-
while, the mean SES score was 26.8 pts, imply-
ing that the level of self-esteem in the study
participants was slightly above the average.

We also analyzed the effects of selected
clinicodemographic factors on the values of
generic psychometric scales, SWLS and SES. The
list of explanatory variables included patients’
gender, age, and education, duration of psoria-
sis, and location of the skin lesions. Men turned
out to present with higher SES and SWLS scores
than women (27.5 vs. 26.0 pts and 18.7 vs.
18.3 pts, respectively). The age of the study
respondents did not correlate significantly with
either their satisfaction with life (SWLS) or self-
esteem (SES). Respondents with higher educa-
tion chose avoidance-focused style (SSU) and
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sought social contacts significantly more often
than those with non-higher education. Dura-
tion of psoriasis did not correlate significantly
with satisfaction with life (SWLS) and self-es-
teem (SES), with the coefficients of linear cor-
relation of - 0.01 (p = 0.9546) and 0.05
(p = 0.5985), respectively.

In a study of 81 psoriatics, Basińska and
Drozdowska [66] found a moderate correlation
between the body area covered with skin lesions
and the level of satisfaction with life. In the
study conducted by Soliman [62] in a group of
199 Arabian patients with psoriasis, quality of
life turned out to be the strongest determinant
of a higher sense of stigmatization (b coefficient
0.39, 95% CI 0.30, 0.47) and lower satisfaction
with life (- 0.36, 95% CI - 0.53, - 0.20).

Solovan et al. [67] found a strong correlation
between the presence of psoriasis and a decrease
in the subject’s body satisfaction, sexual satis-
faction, social satisfaction, family satisfaction,
professional satisfaction, and satisfaction con-
cerning health condition (p\0.01). Also,
according to Eskin et al. [68], patients with
psoriasis presented with lower levels of satis-
faction with life than non-psoriatic controls.

Interestingly, Rzeszutek et al. [69] observed
the lowest levels of satisfaction with life in
patients with psoriasis with a negative self-im-
age, whereas patients with a positive self-image
did not differ in terms of their satisfaction with
life from healthy controls. While satisfaction
with life did not correlate significantly with the
age of the participants of that study (p[0.05),
it turned out to be significantly higher in mar-
ried than in non-married respondents
(18.63 ± 6.13 vs. 17.07 ± 6.37 pts, p\0.01).
Patients with higher education presented with
more than the average level of satisfaction with
life (18.79 ± 6.22 pts), whereas the mean value
of this parameter in respondents with non-
higher education was 17.62 ± 6.25 pts.

In the present study, we analyzed the coef-
ficients of linear correlation to verify how the
values of the skin disease-specific scales (DLQI,
both stigmatization scales) influenced the
scores for generic psychometric measures (SWLS
and SES).

The values of skin disease-specific scales
correlated relatively strongly with generic

psychometric measures. Correlations of DLQI
and stigmatization scales with SWLS
(p = 0.0000) and SES (p = 0.0000) were equally
strong. All six correlations turned out to be
inverse which implies that an increase in pso-
riasis-related discomfort had a detrimental
effect on the overall well-being of the patients
expressed by SWLS and SES scores. Clinicode-
mographic characteristics of the respondents,
such as gender, age, location of psoriatic lesions,
and duration of the disease, did not exert a
significant effect on the analyzed psychometric
measures. Satisfaction with life measured with
SWLS was significantly modulated by the over-
all stigmatization level (the higher the sense of
stigmatization, the lower the satisfaction with
life, with a 1-pt increase in the stigmatization
score corresponding to a 0.158 decrease in the
satisfaction with life score, p = 0.0000) and
education (with mean satisfaction with life
score for respondents with higher education
being approximately 1.253 pts higher than in
those with non-higher education, p = 0.0185).

The results for SES were similar to those for
SWLS, with the overall level of stigmatization
measured with the 33-Item Stigmatization Scale
(p = 0.0000) and one component of this scale,
Sensitivity to the Opinions of Others
(p = 0.0274), identified as significant determi-
nants of the SES scores.

Psoriatics included in the study conducted
by Kowalewska et al. [52] presented with low
levels of satisfaction with life; men reported low
levels of satisfaction with life slightly more
often than women (p = 0.147). The mean score
for the 6-Item Stigmatization Scale in the entire
study group was 8.73 pts (± 4.02) and did not
differ significantly between women and men
(p = 0.940). A mean DLQI score of 13.86 pts
(± 6.87) corresponded to a moderate-degree
decrease in the quality of life. However, the
analysis of individual scores suggested that the
quality of life was substantially deteriorated in
nearly half of the respondents. Similar to the
study conducted by Soliman [62], poor quality
of life was associated with lower satisfaction
with life and a stronger sense of stigmatization.

Tzur Bitan et al. [70] demonstrated that in
persons with low SES scores, the presence of
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psoriasis was associated with concomitant anx-
iety and depression (p = 0.001).

According to Brihan et al. [71], self-esteem
measured with the SES decreased significantly
with psoriasis severity, which had a detrimental
effect on the quality of life. The difference in
the self-esteem of patients with severe and mild
psoriasis was statistically significant.

In the study conducted by Nazik [72], the
presence of psoriasis, as well as lower self-es-
teem and poor body image, correlated signifi-
cantly with a decrease in the quality of life (all
relationships at p = 0.001). A decrease in the
self-esteem of patients with psoriasis was also
reported by Hassani et al. [73] and Alariny et al.
[74].

A strength of this study is the use of the skin
disease-specific quality of life and stigmatiza-
tion scales, along with two generic instruments,
SWLS and SES; this provided a better insight
into the mechanisms involved in the percep-
tion of the disease and its manifestations.
However, given potential limitations of this
study, such as the relatively small sample size,
the results should be verified in a larger group
and perhaps in a broader context, e.g., consid-
ering the effect of the emotional condition of
the respondents on the quality of life and
stigmatization. Another potential direction of
future research could be a comparative analysis
of the results obtained with the instruments
used in the present study in groups of patients
with different severity of psoriatic lesions and/
or patients before and after anti-psoriatic
treatment.

To summarize, the results of this study imply
that the sense of stigmatization contributes to a
deterioration of the quality of life in patients
with psoriasis. This relationship is more evident
whenever the satisfaction with life and self-es-
teem of the patients are lower and can be
additionally modulated by sociodemographic
variables. The associations mentioned above are
clinically relevant, given that psoriasis may co-
exist not only with somatic ailments but also
psychosocial problems. Moreover, psoriasis is a
more stigmatizing condition than other dis-
eases that involve internal organs and thus are
not visible to others, e.g., metabolic diseases,
including diabetes mellitus, and cardiovascular

disorders. Unlike people with psoriasis, patients
with the aforementioned conditions are not
stigmatized but may even experience sympathy
from others.

It also needs to be stressed that problems
coping with stressful situations and excessive
emotional responses may exacerbate the course
of psoriasis, which is probably reflected by the
values of both the disease-specific and generic
psychometric scales.

While the relationships mentioned above are
relatively well understood, future research
should verify whether they evolve in response
to social changes and how. Perhaps, the evolu-
tion includes both perception of patients with
psoriasis by others (more/less favorable attitude)
and functioning of the patients in various psy-
chosocial contexts. If such changes indeed
occurred, they may warrant the adjustment of
therapeutic approaches, especially in the psy-
chological sphere, and/or modification of the
forms and objectives of social campaigns sup-
porting patients with psoriasis.

CONCLUSION

Most study respondents presented with low
DLQI scores (mean 10.8 pts), slightly higher
than the average levels of self-esteem (mean SES
score of approximately 27 pts) and slightly
lower than the average levels of satisfaction
with life (SWLS score of 18.5 pts). Men had
higher levels of satisfaction with life (SWLS) and
higher self-esteem (SES) scores than women.
The age of the respondents and duration of
psoriasis did not correlate significantly with
satisfaction with life (SWLS) and self-esteem
(SES). Persons with higher education preferred
avoidance-focused style (SSU) and sought social
contacts significantly more often than respon-
dents with non-higher education. The location
of psoriatic lesions significantly affected two
components of the 33-Item Stigmatization
Scale, Shame and Guilt and Positive Attitudes,
and was not associated with the overall quality
of life (DLQI) and other generic psychometric
measures (SWLS, SES). The values of the skin
disease-specific scales correlated relatively
strongly with generic psychometric measures.
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The powers of correlations between DLQI,
stigmatization, SWLS and SES scores were simi-
lar, implying that an increase in psoriasis-re-
lated discomfort exerted a detrimental effect on
the overall well-being of the patients expressed
with SWLS and SES scores. Satisfaction with life
turned out to be significantly modulated by
overall stigmatization level on the 33-Item
Stigmatization Scale (the stronger the sense of
stigmatization, the lower the satisfaction with
life) and education (respondents with higher
education presented with higher satisfaction
with life than those with non-higher educa-
tion). The self-esteem of patients with psoriasis
was significantly modulated by overall stigma-
tization level measured with the 33-Item
Stigmatization Scale and one component of this
scale, Sensitivity to the Opinions of Others.
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