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Introduction: Psoriasis is a chronic inflammatory disease of the skin having a profound 
effect on the quality of life and contributing to the sense of stigmatization in the affected 
patients. The aim of this study was to analyze the effect of psoriasis severity on the quality of 
life and sense of stigmatization in psoriatics and to investigate relationships between these 
measures and sociodemographic variables.
Patients and Methods: The study included 111 patients with psoriasis. The inclusion 
criteria of the study were the diagnosis of psoriasis and written informed consent to 
participate. The study was based on a short survey prepared by the authors and four validated 
scales: Dermatology Life Quality Index (DLQI), 6-item Stigmatization Scale, 33-item 
Feelings of Stigmatization Questionnaire, and Psoriasis Area and Severity Index (PASI).
Results: Mean PASI score for the study group was 14 pts. Most respondents presented with 
low DLQI scores, with the mean value of 10.8 pts suggesting that the disease-related 
ailments were not extremely burdensome for the majority of the patients. Mean stigmatiza-
tion scores for the 6- and 33-item scale were 7–8 and 81–82 pts, respectively.
Conclusion: The severity of psoriasis was the strongest determinant of the quality of life 
measured with the DLQI. Also, the levels of stigmatization determined with the 6- and 33- 
item scale correlated significantly with PASI scores.
Keywords: psoriasis, quality of life, stigmatization, psoriasis severity, psychodermatology, 
DLQI, PASI

Introduction
Chronic diseases of the skin with no doubt affect the quality of life of the 
patients. Psoriasis, an inflammatory, recurrent, and incurable dermatological 
disease, is a leading condition from this group. Psoriasis manifests with scaling 
skin lesions resulting from epidermal hyperproliferation. Aside from affecting the 
skin, the disease may also cause damage to the nails and joints, with psoriatic 
arthritis diagnosed in approximately every third patient with psoriasis.1 The 
prevalence of psoriasis is estimated at approximately 2% worldwide; also, in 
Poland, psoriatics constitute about 2–3% of the general population.2,3 Typical 
psoriatic lesions are well-demarcated patches with scales on top that heal entirely 
without leaving a scar. The lesions show a tendency to recur, involving pre-
viously unaffected skin or the same region as before, albeit with markedly higher 
severity.4 The development of psoriasis can be triggered by a plethora of extrin-
sic and intrinsic factors, among them genetic and immune predispositions, diet, 
some medications, infections, mechanical injuries, psychological stress, and 
traumatizing experiences.5–8
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Social stigmatization is a specific problem experienced 
by psoriatics. Mass culture promoted via various media 
created the concept of a socially desirable body image. 
Hence, people strive for perfection in every aspect of their 
life, including physical appearance. Furthermore, 
a deviation from such an ideal body image may become 
socially unacceptable, and as a result, individuals who do 
not fit in are frequently socially marginalized. One reason 
behind the social exclusion may be the presence of derma-
tological pathologies, as healthy skin is considered 
a necessary attribute of the ideal body image. Many lay-
people believe that all skin lesions are contagious, result 
from poor hygiene or inadequate care; this may eventually 
result in social exclusion and stigmatization of dermatolo-
gical patients.9–14

Skin lesions being visible to others may stimulate 
aversion or disgust, which inevitably leads to social mar-
ginalization of affected persons. The social exclusion may 
frequently be a source of emotional problems in the 
patients, triggering depression and fear of stigmatization, 
disrupting their self-image, evoking the sense of being 
inferior, worthless, and unattractive.15–18 In turn, stress 
and negative emotions associated with the illness may 
cause exacerbation of skin lesions in a mechanism of 
emotional stimulation addressed previously by many 
researchers.15–20 Along with somatic ailments related to 
the primary disease, the psychosocial problems experi-
enced by patients with psoriasis and other chronic derma-
toses may eventually lead to the lack of illness acceptance, 
deterioration of the quality of life, and a whole spectrum 
of comorbidities, such as obesity, cardiovascular disorders, 
depression, substance abuse, to mention a few.19,21–29 

Moreover, patients with chronic dermatoses were shown 
to present with various sexual disorders such as erectile 
problems, decreased libido and reluctance to have sex due 
to distorted body image and unpleasant experiences asso-
ciated with the presence of skin lesions in the genital 
area.17,30–32

The aim of this study was to analyze the effect of 
psoriasis severity on the quality of life and sense of stig-
matization in psoriatics.

Research hypothesis: Severity of psoriasis determines 
the quality of life and stigmatization level in patients with 
this disease.

Research question 1. Is an increase in psoriasis severity 
associated with a decrease in the quality of life of the 
patients?

Research question 2. Is an increase in psoriasis severity 
associated with an increase in the level of stigmatization 
associated with this dermatological disease?

Research question 3. Is a decrease in the quality of life 
associated with an increase in social stigmatization experi-
enced by psoriatics?

Patients and 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 con-
sisted of 111 patients with plaque psoriasis, among them 
46.8% of women and 53.2% of men.

The inclusion criteria of the study were the presence of 
skin lesions typical for plaque psoriasis, duration of the 
disease longer than six months, and written informed con-
sent to participate. Patients in remission, with the disease 
lasting less than six months and those who did not express 
their consent to participate were excluded from the study.

The study participants were recruited by experienced 
dermatologists who determined their PASI scores and 
recorded them in the patients’ documentation. Each 
respondent could withdraw from the study at any time 
without specifying the reason.

We reasoned that patients treated at randomly selected 
centers were representative for the entire population of 
Polish psoriatics. In the case of a widespread disease, 
such as psoriasis, patient’s decision to refer to a given 
center is primarily determined by the location of the latter 
in relation to one’s place of residence. We initially planned 
to enroll approximately 200 patients with plaque psoriasis. 
However, the enrollment period coincided with the spread 
of SARS-CoV-2 in Poland, and hence, the target number 
of completed questionnaires could not be reached. 
Assuming some dropouts, a total of 200 patients were 
eventually recruited, but some respondents withdrew 
from the study after receiving the study questionnaire. 
Final response and rejection rates were 55.5% (n=111) 
and 44.5% (n=89), respectively.

The study was conducted in January and March 2020. 
The respondents received printed questionnaires along 
with the instructions on how to complete them. The 
responses were self-reported or filled in by an investigator, 
either at the clinic or home. The respondents who decided 
to complete the questionnaire at home were provided with 
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a pre-addressed stamped return envelope. The research 
conformed with the Good Clinical Practice guidelines, 
and the procedures followed were in accordance with the 
Helsinki Declaration of 1975, as revised in 2000 (concern-
ing the ethical principles for the medical community and 
forbidding the release of the patient’s name and initials or 
the hospital evidence number). The study was reviewed 
and approved by the Local Bioethics Committee at the 
Medical University in Bialystok (decision no. R-I-002/ 
285/2018).

Measures
The study was based on a short survey prepared by the 
authors, and four validated scales, among them three 
instruments measuring the impact of psoriasis: 
Dermatology Life Quality Index (DLQI) developed by 
Finlay and Khan25 and adapted to Polish conditions by 
Szepietowski et al33 6-item Stigmatization Scale by Lu 
et al34 in Polish adaptation by Hrehorów et al35 33-item 
Feelings of Stigmatization Questionnaire by Ginsburg and 
Link36 in Polish version by Hrehorów et al35 and Psoriasis 
Area and Severity Index (PASI) by Fredriksson and 
Pettersson.37,38

Sociodemographic Survey
The survey prepared by the authors contained questions 
about sociodemographic characteristics of the respondents 
(gender, age, marital status, education, place of residence), 
the time elapsed since the diagnosis of psoriasis.

Psoriasis Area and Severity Index
PASI is an objective measure which takes into account the 
severity of psoriatic lesions and the area affected, rather 
than subjective feelings of the patient. The result can range 
from 0 to 72 pts, with higher scores corresponding to more 
severe psoriasis. The results below 10 pts are interpreted 
as mild psoriasis, whereas the PASI scores of 10–50 pts 
and more than 50 pts correspond to moderate to severe and 
severe disease, respectively.38,39

Dermatology Life Quality Index
DLQI is the most commonly used instrument to measure 
the impact of skin diseases on the quality of life.25,33 The 
questionnaire refers to patient’s condition within a week 
preceding the study, in particular to disability and func-
tional impairment caused by the dermatological disease, 
and to a lesser extent, to the emotional aspect of the 
condition (only 1 out of 10 items).25,33 The scale consists 

of 10 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. DLQI measures the negative 
impact of skin disease on the quality of life, and hence, the 
higher the score, the more deteriorated the quality of life in 
a given patient.25,33

6-Item Stigmatization Scale
The 6-item stigmatization scale consists of six single-choice 
questions, with the answers from “not at all”, to “sometimes”, 
“very often”, and “always” scored from 0 (“not at all”) to 3 
pts (“always”). The overall score can range between 0 (lack of 
stigmatization) and 18 pts (maximum stigmatization level). 
The higher the score, the higher the level of stigmatization, 
rejection, and embarrassment associated with the dermatolo-
gical disease.34,35

The Feelings of Stigmatization 
Questionnaire
The 33-item Feelings of Stigmatization Questionnaire con-
sists of 33 single-choice questions, with the answers from 
“definitely yes”, to “yes”, “rather yes”, “rather no”, “no” and 
“definitely no” scored from 0 (“definitely no”) to 5 pts 
(“definitely yes”). 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. Aside from the overall score, the instru-
ment measures the levels of stigmatization in six domains: 
Anticipation of Rejection, Feeling of Being Flawed, 
Sensitivity to the Opinions of Others, Guilt and Shame, 
Positive Attitudes, and Secretiveness.35,36

Statistical Analysis
The results were subjected to statistical analysis with 
Statistica 7 package (StatSoft, Poland). Qualitative charac-
teristics of the study group are presented as percentages, and 
quantitative variables are shown as descriptive statistics: 
arithmetic means, standard deviations, medians, lower and 
upper quartiles, minimum and maximum values. Statistical 
significance of between-group differences in the values of 
normally distributed variables was verified with Student’s 
t-test for two groups or analysis of variance (ANOVA) or 
its more advanced form, analysis of covariance (ANCOVA) 
for three and more groups. The relationships between two 
quantitative (ordinal) variables were interpreted based on 
Spearman’s coefficients of rank correlation (R) and relevant 
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tests for statistical significance. The relationships between 
the quality of life, stigmatization, and other variables 
expressed on a ratio scale were determined based on 
Pearson’s coefficients of linear correlation. The effects of 
independent variables (eg, gender) on the values of numeric 
dependent variables were verified on regression analysis. The 
threshold of statistical significance for all analyses was set at 
p<0.05.39,40

Results
The respondents were divided into two age groups, 30 to 50 
years (53.2%) and older than 50 years (46.8%). The largest 
proportion of the study participants (46.8%) completed sec-
ondary education, and every third respondent (33.3%) had 
higher education; the proportion of participants with primary 
or vocational education was 19.8%. The largest group of the 
respondents (55.9%) were married persons; the remaining 
44.1% of the patients were singles, including 19 (17.1%) 
divorcees. The vast majority of the participants (82.9%) 
were city-dwellers. The largest occupational group were 
blue-collar workers (39.6%), followed by white-collar work-
ers (29.7%) and retirement pensioners (19.8%). The remain-
ing 10.8% of the participants who received a disability or 
unemployment benefits were farmers or students.

Duration of psoriasis in the study group varied con-
siderably, from half a year to more than 50 years. 

However, based on the lower and upper quartile values, 
the majority of the participants were diagnosed with psor-
iasis within 4 to 20 years.

Only 1.8% of the respondents had never sought 
a dermatological consultation; nearly two-thirds (64.9%) 
visited their dermatologist whenever necessary (most 
likely in the case of the disease exacerbation), and one- 
third (33.3%) were seen by the physician regularly.

Emotional relationship of the respondents to their ill-
ness varied. The most common response to the diagnosis 
of psoriasis was astonishment (27%), followed by a sense 
of horrible stigma (17.1%), exhaustion (16.2%), indiffer-
ence (14.4%), and considering the disease as a fate 
(12.6%). Some respondents were unable to specify their 
relationship to the illness.

PASI
Mean PASI score for the study group was 14 pts, with 
a median value of 11.3 pts (Table 1).

Psychometric Measures Associated with 
Psoriasis-Related Ailments

DLQI
Most respondents presented with relatively low DLQI 
scores, with the mean value of 10.8 pts suggesting that 
the disease-related ailments were not extremely 

Table 1 Statistical Characteristics of Psoriasis Severity, Quality of Life and Stigmatization Levels Determined with the 6- and 33-Item 
Scale

Psychometric Measures Mean Median Std. dev. Q1 Q3 Min Max

PASI

Severity of psoriasis 14.0 11.3 10.1 6.7 18.8 1.7 49.2

DLQI

Quality of life 10.8 10 7.3 5 16 0 28

33-item questionnaire (stigmatization)

Overall score 81.6 80 24.3 61 99 33 132

Anticipation of rejection 22.9 23 7.6 17 29 7 40

Feeling of being flawed 13.3 11 6.5 8 19 2 26
Sensitivity to the opinions of others 12.1 12 5.5 8 17 1 28

Guilt and shame 14.0 14 4.1 11 17 6 23

Positive attitudes 8.8 9 3.8 7 11 1 17
Secretiveness 10.5 10 4.4 7 14 3 20

6-item questionnaire

Stigmatization 7.5 8 4.7 3 11 0 18

Abbreviations: Std. dev., standard deviation; Q1 and Q3, lower and upper quartile, respectively; min., minimum value; max., maximum value.
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burdensome for the majority of the patients. The indivi-
dual DLQI scores ranged from 0 to 28 pts (Table 1).

Stigmatization Measured with the 6- and 33-Item 
Scale
Mean stigmatization scores for the 6- and 33-item scale 
were 7–8 and 81–82 pts, respectively (Table 1).

The largest proportion of the respondents scored 60–69 
pts (16%), 70–79 pts (14%), or 90–95 pts (17%) on the 33- 
item scale (Figure 1A). The most frequently observed 
scores for the 6-item scale were 9–11 pts (24%), 3–5 pts 
(20%), and less than 3 pts (18%) (Figure 1B). The most 
common DLQI scores were 5–9 pts (25%), less than 5 pts 
(23%), and 10 to 14 pts (19%) (Figure 1C).

Relationship Between the Severity of Psoriasis and 
the Psychometric Measures
Analysis of correlations between PASI scores and the quality 
of life and stigmatization measures demonstrated that the 
severity of psoriasis exerted the strongest effect on the 
DLQI scores (R=0.62; p=0.0000). Also, the stigmatization 
levels measured with both scales (whether the overall scores 
or the scores for the domains of the 33-item scale) correlated 
significantly with PASI scores. However, these associations 
were weaker, with none of the correlation coefficients greater 
than 0.50. The only relationship which did not reach the 
threshold of statistical significance was the association 
between PASI scores and the score for the Guilt and Shame 

domain (R=0.07; p=0.4584) (Table 2). Correlations of PASI 
scores with DLQI (Figure 2A) values and overall scores for 
the 33-item scale are depicted as scatter plots (Figure 2B).

Relationship Between Demographic Factors and 
Quality of Life in Psoriasis
We verified if and to what extent demographic factors, 
such as gender, age, and education, as well as the duration 
of psoriasis, correlated with the quality of life measured 
with DLQI, and what was the relationship between the 
stigmatization levels and the severity of psoriasis.

Univariate Analysis
A significant relationship was found between gender and 
psoriasis severity (p=0.0082). The severity of psoriasis 
among women was significantly higher than in men 
(mean PASI scores of 16.6 and 11.6 pts, respectively). 
Moreover, women had significantly higher scores for the 
Secretiveness domain of the 33-item scale (p=0.0143). The 
effect of gender on the overall scores for both stigmatiza-
tion scales was at a threshold of statistical significance 
(p-values below 0.10) (Table 3).

Age of the respondents did not exert a significant effect 
on the severity of the disease (p=0.7017), quality of life in 
psoriasis (DLQI) (p=0.7230), and stigmatization levels 
(p=0.4446 and p=0.2975 for the 33-item and 6-item 
scale, respectively). However, visual inspection of the 
scatter plots suggested that respondents aged 31–50 years 
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Figure 1 Distributions of the quality of life (C) scores and stigmatization levels determined with the 6- (B) and 33-item scale (A).
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might present with more severe psoriasis, higher stigmati-
zation levels, and lower quality of life (Table 3).

Education exerted significant effects on the quality of 
life in psoriasis (DLQI) (p=0.0212) and the scores for the 
two domains of the 33-item scale: Anticipation of 

Rejection (p=0.0413) and Feeling of Being Flawed 
(p=0.0197) (Table 3).

No statistically significant correlations were found 
between the duration of psoriasis, PASI scores, DLQI 
values, and stigmatization levels (Table 3).

Analysis of Covariance
Because the quality of life in psoriasis was shown to be 
affected by the severity of the disease, the effects of 
gender, age, and education on DLQI values were con-
trolled for the PASI scores during the analysis of covar-
iance. In the case of education and age, the analysis was 
carried out after stratification of the respondents into those 
with higher and non-higher education and those aged 
31–50 years and older than 50 years, respectively.

After the results were controlled for PASI scores, gender 
no longer exerted a significant effect on the stigmatization 
levels. Only in the case of the scores for the Secretiveness 
domain of the 33-item scale, the relationship with gender 
was at a threshold of statistical significance, with men pre-
senting with slightly lower (by 1.5 pts on average) stigma-
tization levels than women (p=0.0779) (Table 4).

Regardless of the severity of psoriasis (PASI), no sig-
nificant differences in DLQI values were found between 
male and female patients, with nearly identical regression 

Table 2 Relationships of Psoriasis Severity with the Quality of 
Life and Stigmatization Levels (Spearman Correlation 
Coefficient)

Quality of Life, Stigmatization Severity of Psoriasis 
(PASI)

DLQI 0.62 (p = 0.0000)

33-item 

scale

Overall score 0.46 (p = 0.0000)

Anticipation of rejection 0.48 (p = 0.0000)

Feeling of being flawed 0.38 (p = 0.0000)

Sensitivity to the opinions of 
others

0.36 (p = 0.0001)

Guilt and shame 0.07 (p = 0.4584)

Positive attitudes 0.41 (p = 0.0000)

Secretiveness 0.29 (p = 0.0024)

6-item scale 0.48 (p = 0.0000)

Notes: p – assessment of significance.

B

p – assessment of significance
rS - Spearman correlation coefficient 

A

p – assessment of significance
rS - Spearman correlation coefficient 

Figure 2 Distributions of DLQI scores (A) and overall scores for the 33-item scale (B) according to PASI.
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lines for either gender (Figure 3A). In the case of the 
scores for the Secretiveness domain of the 33-item scale, 
visual inspection of scatter plots suggested that the effect 
of gender increased proportionally to the severity of psor-
iasis (Figure 3B).

As differences in disease severity might modulate rela-
tionships between demographic factors and quality of life, 
a series of additional covariance analyses (ANCOVA) 
were carried out with PASI score as a covariate. Table 4 
contains information about the statistical significance of 
analyzed demographic factors in covariance models 
adjusted for PASI score (for simplicity, the results for 
PASI score, used only as a covariate, were not shown in 
the table; nevertheless, PASI score turned out to be 
a significant variable in all models). Most relationships 
that reached the threshold of statistical significance on 
univariate analysis were no longer significant after the 
adjustment for PASI scores (Table 4).

However, the PASI-controlled analysis of covariance 
identified also one statistically significant association. 
After controlling the results for the severity of psoriasis, 
patients with higher education presented with lower (by 
1.5 pts on average) stigmatization scores for the Positive 
Attitudes domain of the 33-item scale, which implies that 
they had a more positive attitude to life than the respon-
dents with non-higher education (Table 4).

The results for the analysis of the effects of education 
on the scores for the Positive Attitudes domain of the 33- 
item scale (Figure 4B) and DLQI values are depicted on 
scatter plots (Figure 4A).

Regression Analysis
The regression model including DLQI values as the out-
come variable, and PASI score, gender, education (higher 
vs non-higher), age (31–50 years vs more than 50 years), 
and duration of psoriasis as independent variables was 
used. Also, interactions between PASI scores, gender, 
education, and age were considered during the regression 
analysis.

Except for PASI scores (p=0.0000), none of the inde-
pendent variables and interactions turned out to be 
a significant predictor of the DLQI values (Table 5).

Based on beta-values, the effect of PASI was the 
strongest in the case of DLQI. The DLQI values were 
not modulated significantly by any factor other than the 
severity of psoriasis. The severity of the disease explained 
approximately 35% of the variance in DLQI values (coef-
ficient of determination calculated for a model with one Ta
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significant predictor, PASI score). Based on the regression 
coefficient, each one-point increment in PASI score was 
associated with a 0.425-point increase in DLQI value, ie, 
with a deterioration of the quality of life.

Discussion
Skin plays multiple functions in the human body, among 
others, separating internal organs from the environment; this 
largest organ of the body is vital from a perspective of its 
esthetic perception. The symptoms of dermatological diseases 
are usually visible to others, which causes psychological 
discomfort of the patients, decreases their self-esteem and 
quality of life, and eventually, leads to social stigmatization.41

Mean PASI score for our study group was 14 pts, with 
median, minimum and maximum values of 11.3, 1.7, and 49.2 
pts, respectively. The severity of psoriasis was significantly 
higher in women than in men, with mean PASI scores of 16.6 
and 11.6 pts, respectively. In the study conducted by 
Kanikowska et al42 mean PASI score for 120 psoriatics was 
15.2 pts (range 0.3–41.9 pts). In another study, carried out by 
Bronikowska-Kolasa et al43 in a group of 110 patients, PASI 
scores ranged from 1 to 27.3 pts, with the mean value of 12.7 
±5.6 pts corresponding to moderate to severe psoriasis. Jin 
et al44 followed 85 patients with psoriasis for six months of 

etanercept treatment, assessing their PASI 75/90 response at 
each visit. The study demonstrated that depression symptoms 
at the baseline were associated with worse clinical response to 
etanercept, as shown by reduced PASI 75/90 response rates.

A limitation of the PASI stems from the fact that this scale 
neither measures the effect of psoriasis on the quality of life 
nor considers subjective ailments reported by the patients.37,38 

To overcome this limitation, aside from the PASI, we also used 
the Dermatology Life Quality Index, a scale measuring the 
impact of skin ailments on the quality of life.

The DLQI scores for our study group ranged from 0 to 
28 pts, with a mean score of 10.8 pts. The scores for 
women were higher than for men (11.8 vs 10.0 pts.) In 
the study conducted by Kanikowska et al42, the DLQI 
values varied between 0 and 30 pts, with the mean result 
of 11.0 pts. Similar to our present study, those authors also 
found higher DLQI values in women than in men. Mean 
DLQI score for 161 psoriatics examined by Jung et al45 

was 12.4 pts (SD=7.6), with 53.8% of the study partici-
pants showing a considerable deterioration of the quality 
of life. In the study carried out by Petraškienė et al8 

a severe deterioration of the quality of life (DLQI ≥10 
pts) was shown to be 1.8 times more likely among women 
than in men, and 2.7 times more likely in patients with 

BA

p – assessment of significance
rS - Spearman correlation coefficient 

Figure 3 Analysis of regression; relationships of the quality of life (A) and secretiveness (B) scores with PASI, stratified according to patient gender.
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moderate to severe psoriasis (PASI >10) than in those with 
mild disease (PASI ≤10).

In the study conducted by Sendrasoa et al among 
psoriatics from Madagascar,46 mean DLQI was 13.8 pts; 
deterioration in the quality of life was more evident in 
young patients, single persons, and those with medium 
level education. Importantly, an increase in PASI scores 
was associated with a significant deterioration of the qual-
ity of life in the study patients (p = 0.002). The effect of 

psoriasis severity on the quality of life in patients from 
Kuwait was analyzed by Al-Mazeedi et al47. The disease 
turned out to disrupt social relationships, sexual life, and 
physical activity of the respondents and deteriorated their 
quality of life.

Other authors, among them Sakson-Obada,48 demon-
strated that gender is a significant moderator of the relationship 
between psoriasis and disturbances in several aspects of body 
self, and should be considered during a therapeutic 

A B

p – assessment of significance
rS - Spearman correlation coefficient 

Figure 4 Analysis of covariance; relationships of the quality of life (A) and positive attitudes (B) scores with patient education.

Table 5 Analysis of Regression. Relationships Between DLQI (Quality of Life) and Independent Variables – Results for Models with All 
Independent Variables

Effects DLQI 
R2 = 36.9% F = 7.4 p = 0.0000

B (95% c.i.) p β

Gender (male vs female) −0.903 (−5.209; 3.403) 0.6783 −0.06

Education (higher vs other) 0.624 (−3.753; 5.000) 0.7780 0.04

Age (31–50 vs others) 0.014 (−4.065; 4.093) 0.9946 0.00
PASI [pts] 0.434 (0.302; 0.565) 0.0000 0.60

Duartion of psiorasis [years] −0.006 (−0.101; 0.088) 0.8936 −0.01

Gender × PASI 0.122 (−0.162; 0.405) 0.3971 0.14
Education × PASI 0.077 (−0.172; 0.327) 0.5396 0.09

Age × PASI 0.053 (−0.184; 0.290) 0.6588 0.06

Notes: 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. B – regression coefficient (with 95% confidence interval). p – assessment of significance; ß – standardize regression coefficient.
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intervention. Body self consists of three dimensions: function, 
representation, and body identity. The functions of body self 
include perception of experiences, interpretation thereof in 
terms of emotions and body needs, and finally, regulation. 
The second aspect of body self is representation, namely self- 
satisfaction with one’s body image and physical fitness, and 
acceptance of biological gender. Disease, especially the one 
associated with long-term physical discomfort and changes in 
body image, such as psoriasis, may cause significant distur-
bances in one’s body self with resultant aggravation of skin 
lesions. According to the literature, women are adjusted to their 
illness worse than men, assess their health-related quality of 
life lower,42,49 more often present with depression symptoms50 

and regardless of the disease severity, suffer from higher levels 
of related stress.51 Women are also less satisfied with their 
physical appearance, with a substantial increase in this phe-
nomenon observed in the second half of the 20th century.52,53 

Clinical reports on the acceptance of gender-related body 
features suggest that women more often present with self- 
criticism and lack of satisfaction.54 Compared with men, 
women consider their appearance as more important compo-
nent of self-image and self-esteem.50 All the gender-specific 
features mentioned above seem to be reflected by the severity 
of psoriasis and PASI scores in female and male patients.

In an American study conducted in 2002, 74% of psoriatics 
declared that the disease had a negative effect on their self- 
confidence at least often.55 According to Ginsburg et al36, the 
sense of stigmatization showed a strong correlation with bleed-
ing from psoriatic lesions and was often associated with treat-
ment non-compliance and resultant worsening of patient’s 
condition. Physicians are not infrequently concerned that the 
evaluation of patient’s quality of life may prolong the duration 
of control visits. Such an approach is unjustified given than in 
three out of four studies dealing with the problem in question, 
duration of the visits was the same, and in one increased by 
merely 0.5–2.7 min.36 The results of randomized studies ana-
lyzing the effect of information about patient’s quality of life on 
the treatment effectiveness and outcome are inconclusive. 
Some of those studies showed an improvement in both quality 
of life and emotional status of the patients. However, in other 
studies, the outcomes were similar as in patients whose physi-
cians were kept ignorant about their quality of life. Perhaps, 
these discrepancies were associated with too short time allo-
cated to the analysis of information obtained from patients, the 
use of an inappropriate method for quality of life assessment, 
insufficient education of physicians in terms of the use and 
interpretation of the quality life scales, or too short follow-up 
time. Regardless of their reason, the discrepancies mentioned 

above warrant further research on the problem in question, to 
identify appropriate methods for quality of life assessment in 
psoriasis, and to popularize the quality of life as a prognostic 
factor and/or outcome measure in the therapeutic process.56

Furthermore, the fact that psoriasis manifests periodi-
cally, and its exacerbations are separated by periods of 
nearly complete remission, may contribute to the lack of 
treatment compliance. Not infrequently, psoriatics tend to 
“forget” to follow a proper diet and lifestyle, quit smoking, 
and refrain from drinking alcohol; this eventually leads to 
exacerbation of the disease, complications, and resultant 
deterioration of the quality of life. Thus, education of 
patients is an inevitable component of the therapeutic 
process; noticeably, the patients should be provided not 
only with relevant knowledge, skills, and psycho- 
emotional motivation but also equipped with a set of 
new personal and moral values.

Not only the influence of psoriasis on the quality of life 
but also its effect on social stigmatization of the patients 
need to be emphasized. Not infrequently, the quality of life 
indices, the measures of disease severity and stigmatiza-
tion levels correlate and modulate one another in psoria-
tics. It needs to be stressed that the quality of life is 
a highly subjective measure which depends not only on 
the underlying disease but also on the psychological con-
dition of the patient.

The analysis of a relationship between PASI scores, 
quality of life, and stigmatization levels demonstrated that 
the severity of the disease was the strongest determinant of 
DLQI values in our patients (R=0.62). However, also the 
stigmatization levels measured with both questionnaires 
(either the overall scores or the scores for specific domains 
of the 33-item scale) correlated significantly with PASI. 
An increase in PASI by one point was associated with 
a 0.425-point increase in DLQI score, ie, with 
a deterioration in the quality of life. Vardy et al57 demon-
strated that the severity of skin lesions expressed as PASI 
score correlated inversely with the quality of life in psor-
iatics, but not in the control group consisted of persons 
with mixed skin problems. Moreover, psoriatics presented 
with higher levels of stigmatization than the controls, 
which had an unfavorable effect on both severity of the 
disease and quality of life. Böhm et al58 examined 381 
inpatients treated for psoriasis. Similar as in the study 
conducted by Vardy et al,57 presence of more severe 
symptoms was associated with greater discomfort, higher 
level of stigmatization, and worse quality of life.
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Ginsburg et al36 identified characteristic traits of persons 
who experience stigmatization: sensitivity to others’ attitudes, 
the anticipation of rejection, lower self-esteem, feeling of being 
flawed, guilt and shame, and secretiveness.

In our present study, the stigmatization levels were shown 
to be significantly modulated by the gender and education of 
the respondents. Compared to men, women presented with 
significantly higher scores for the Secretiveness domain of 
the 33-item scale (p=0.0143*), and the gender-related differ-
ences in the overall scores for both stigmatization scales were 
at a threshold of statistical significance (p-values lesser than 
0.10). Education exerted a significant effect on the scores for 
two domains of the 33-item scale: Anticipation of Rejection 
(p=0.0413) and Feeling of Being Flawed (p=0.0197). 
Moreover, patients with higher education presented with 
lower (by 1.5 pts on average) stigmatization scores for 
Positive Attitudes domain than the respondents with non- 
higher education. A stronger sense of stigmatization among 
women was previously reported by Zięciak et al11. Hawro 
et al13 and Schmid-Ott et al12 probably, this phenomenon 
should be linked to the fact that women pay more attention to 
their physical appearance than men. However, the effect of 
patient gender on the stigmatization was not confirmed by 
other authors, namely Kowalewska et al,59 Hrechorów et al,14 

and Lu et al34. This, in turn, implies that the groups of patients 
examined by those authors might include a certain proportion 
of men who also followed current trends and strived for perfec-
tion in their body image. In the case of men, this tendency may 
be inter alia reflected by seeking professional cosmetology 
services to improve their physical appearance. In the study 
conducted by Böhm et al58 social consequences of psoriasis 
in female and male patients differed, but the effect of stigma-
tization on the quality of life in both groups was similar.

Because of impaired esthetic, communicative, and percep-
tive function of the skin, psoriatics are particularly sensitive 
about their appearance. As shown by Zacharie et al,23 

Kowalewska et al,24 Türel Ermertcan et al,30 Hrehorów et al,35 

and Zarek,60 dermatological diseases may have a profound 
impact on all areas of patients’ life, including occupational 
and social activities and interpersonal relationships. 
Dermatological patients have a sense of social stigmatization 
and rejection by others and suffer from deteriorated quality of 
life. Importantly, psoriasis may also negatively affect patients’ 
sexuality and make their partners avoid intimate contacts, as 
demonstrated by Dauendorffer et al31.

In the study conducted by van Beugen et al,61 up to 
73% of psoriatics experienced stigmatization to some 
degree. Stigmatization turned out to be associated with 

lower education, higher disease visibility, severity and 
duration, higher levels of social inhibition, having a type 
D personality, and not having a partner.

Schmid-Ott et al62 followed-up a group of 166 psoriatics 
for one year; while the level of stigmatization in male patients 
correlated with actual condition of their skin, in women this 
parameter was also modulated by other, psychological factors.

In our present study, mean stigmatization scores obtained 
with the 6-item and 33-item scale were 7–8 and 81–82 pts, 
respectively. After the scores measured with the 6-item scale 
were transformed into an adjective scale, the study group was 
shown to consist predominantly of patients with low to mod-
erate stigmatization levels (42.3% each), with persons with 
a strong sense of stigmatization constituting 15.4% of the 
sample. Presumably, this distribution of stigmatization scores 
reflected both the severity of psoriasis in the study group and 
individual experiences of the patients who presented with skin 
lesions being visible to others.

In the study conducted by Liasides et al63 9.8% of 
psoriatics did not experience stigmatization at all, and 
another 18.3% presented with minimum stigmatization 
levels measured with the 6-item scale; all other partici-
pants suffered from various degree of stigmatization. The 
analysis of the results obtained within the same group with 
the 33-item scale demonstrated that the primary domains 
in which the respondents experienced stigmatization were 
Anticipation of Rejection and Guilt and Shame.

A strength of this study stems from the fact that it analyzed 
the quality of life and stigmatization in psoriasis in relation to 
PASI scores, an objective measure of the disease-related ail-
ments. However, it needs to be stressed that due to potential 
limitations, such as a relatively small sample size, the results of 
this study should be verified in a larger, more representative 
group of patients, and perhaps also expanded onto other areas, 
eg, to verify whether the location of skin lesions modulates the 
quality of life and stigmatization levels in psoriatics. Another 
potential direction of future research is a comparative analysis 
of the results obtained with the instruments used in this study in 
other groups of patients, eg, in persons before and after an anti- 
psoriatic treatment.

Conclusion
1. The severity of psoriasis was the strongest determi-

nant of the quality of life measured with the DLQI. 
Also, the levels of stigmatization determined with 
the 6- and 33-item scale correlated significantly 
with PASI scores.
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2. Gender exerted a significant effect on the disease 
severity, with significantly higher PASI scores 
found in women than in men. Moreover, women 
presented with significantly higher scores for 
Secretiveness domain of the 33-item scale.

3. Duration of psoriasis did not exert a significant 
effect on PASI and DLQI scores and stigmatization 
levels.

4. The education-related differences in DLQI values 
and stigmatization levels were not statistically sig-
nificant when the results were controlled for PASI 
scores. Hence, lower quality of life and stronger 
sense of stigmatization observed in patients with 
university education seem to result from higher 
severity of psoriasis in this group.
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