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Abstract: 

Background: Psoriasis is an obvious systemic problem that affects somatic, psychologic and social aspects of 

life. Therefore, quality of life (QoL) of psoriasis patients is often significantly impaired. 

 Objectives: The present study aimed to assess the quality of life of patients with psoriasis and to compare the 

impact of different grades of disease severity on patients’ quality of life domains.  

Setting: Dermatology Outpatient Clinic of Alexandria Main University Hospital.   

Patients and Methods: This is a descriptive study. Data were collected from 110 patients attending the pre-

mentioned health setting. A socio demographic, clinical characteristics structured questionnaire, and the 

Dermatological Quality of Life Scale DQOLS, were utilized for data collection. Each patient was interviewed 

individually after brief explanation of the aims of the study. The interview took about 30 minutes for each 

patient. 

Results: Significant relationships were noted between quality of life of patients' activities of daily living and 

physical activities percent scores and severity of psoriasis (χ
2
 = 68.723 & P <0.001)., (χ

2
 = 32.440 & P < 

0.001). Working conditions, financial status, social status were significantly related with the severity of the 

disease. The majority of the studied patients had poor quality of life in relation to physical activity, social 

relationships, working conditions, and financial status (62.7%, 56.4%, 52.7% & 99.1%, respectively. 

Conclusion: Psoriasis has negative impact on the majority of patients’ quality of life and there were positive 

associations between disease severity and patients' poor quality of life 

Recommendations  : Develop rehabilitation programs to enhance psoriasis patient's self management and 

quality of life. 
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I. Introduction 
Psoriasis is a chronic non-communicable skin disease characterized by red papules and plaques with a 

silver colored scale in a spontaneous remission and relapse course with no clear cause or cure
(1,2)

. Although, 

there is evidence for genetic predisposition; the role of the immune system in psoriasis causation is being 

studied
(3)

. As, psoriasis is suggested to be an autoimmune disease; no autoantigen that could be responsible has 

been defined yet. External and internal triggers, including mild trauma, sunburn, infections, smoking, high 

alcohol consumption, seasonal and hormonal changes, systemic drugs and stress might be responsible for 

Psoriasis provocation
(4)

.
 

Psoriasis affects people of all ages, its onset can be at any age with peak at 50-69 years, both males and 

females are equally affected in all countries
(5)

. It has become a significant health problem in modern society 

affecting about 0.09%–11.43% of the world population making psoriasis a serious global problem with at least 

100 million individuals affected worldwide
(5)

. Recent review also suggests that globally the prevalence of 

psoriasis may be increasing 
(6)

. 

Roughly, Psoriasis affects 3 percent of the US population and about 250,000 new cases develop the 

disease every year
(7,8)

. In most developed countries, the prevalence is between 1.5 and 5%
(9)

. In Egypt, Few 

epidemiological surveys have been carried out to determine the prevalence of skin diseases in the Egyptian 

population 
(10).

 

Since Psoriasis is an obvious systemic problem that affects somatic, psychologic and social aspects of 

the life, quality of life (QoL) of psoriasis patients is often significantly altered
(11,12)

. Disfiguration, disability and 

marked loss of productivity are common challenges for people with psoriasis. Evidence also reported an 

association between psoriasis and severe physical conditions such as psoriatic arthritis, cardiovascular disease, 

metabolic syndrome, and Crohn’s disease. In addition, life expectancy is reduced by several years in individuals 

with severe disease, mainly caused by increased risk of heart disease
(13-16)

.  

The significant cost to mental well-being, such as higher rates of depression, negatively impacts 

individuals and society 
(17,18)

. Social exclusion, discrimination and stigma are psychologically devastating for 

individuals suffering from psoriasis and their families. Psoriasis affects relationships at home, school and work 
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as well as sexual relationships and thus reduce QoL and adds to the social and psychological strain
(19,20)

. 

Moreover, the chronic recurrent nature of the disease, the erythema and scaliness lead to the hopelessness of 

complete cure to its treatment and have a great impact on patient self-esteem and confidence and reported cases 

of suicidal attacks
(21-23)

.
 
 

 Psoriasis management is another challenge affecting the patient's quality of life as regards; the way of 

application, cost, side effects, access to health care and beneficial results
(24)

. Additionally, functional 

impairment, lost opportunities in professional life and elevated economic burden for treatment expenses can add 

to significant socioeconomic burden in the affected patients
(25)

. Care for patients with psoriasis requires not only 

treating physical manifestations, but it is also very important to identify and manage psychological 

conditions
(26)

. 

               As the primary goal of QoL is to ensure the high level of well being of people despite their disabilities, 

nurses have a positive role in patient education, and planning nursing interventions aiming at minimizing the 

consequences of psoriasis, and improving patients’ quality of life through effective management 
(27)

. In addition, 

nurses are in a unique position to address the multidimensional impact of psoriasis on patients' QoL by allowing 

them to verbalize fears and concerns, meeting with significant others, teaching patients about the disease 

process, assisting patients to participate in their usual activities, encouraging patients to comply with their 

treatment and suggest lifestyle modifications that will potentially improve patients’ quality of life 
(28)

. 

There is a great challenge to improve the quality of life in psoriasis patients. Specific therapeutic and 

psychologic strategies are needed to improve the negative impact of the disease on the general health. As, 

literature review revealed limited studies assessing the impact of Psoriasis on patients' quality of life in Egypt, 

lack of data necessitates the design of this study. 

Aims of the study 

- To assess the QoL of psoriasis patients in Alexandria. 

- To compare the impact of different grades of disease severity on patients’ QoL domains. 
 

Research questions 

o How does Psoriasis affect QoL of the affected patients? 

o What is the impact of different grades of psoriasis disease severity on patient's QoL? 

 

II. Materials and method 
Materials 

Design: A descriptive research design was used for the purpose of study. 

Settings:. The Dermatology Outpatient Clinic of Alexandria Main University, Hospital, Alexandria, Egypt.  

Subjects: The study comprised a purposive  sample of 110  adult Psoriasis patients attending the pre-mentioned 

health setting and meeting the following criteria: 

o Age:  20- 60 years old 

o Had a definite diagnosis of psoriasis confirmed by the dermatologists. 

o Absence of uncontrollable illnesses  (Hypertension, Heart diseases, ….etc) or any other dermatology 

diseases. 

 

Sample size calculation: Epi info -7 programs was used to estimate the sample size using the following 

parameters: 

1- Population size = 150 

2- Expected frequency = 50 % 

3-Acceptable error = 5% 

4-Confidence co efficient =95 % 

5-Minimum sample size =108 patients 

 

Tools: based on an extensive review of related literature; two tools were used for the purpose of data collection. 

Tool I:  Socio demographic and clinical characteristics structured questionnaire: It includes questions 

related to the socio demographic characteristics of the studied patients (area of residence, age, sex, education, 

occupation, social status, family type, income) and questions related to the clinical characteristics of the studied 

patients ( severity of psoriasis, area covered or exposed & onset of the disease).  

 

Tool II:  The Dermatological Quality of Life Scale (DQOLS): This scale was adapted and translated into 

Arabic by the researchers from Morgan et al. (1997)
(29)

. The adapted questionnaire comprised six domains with 

a total of 26 questions. Affected activities of daily livings as eating & sleep (4 questions), affected physical 

activity (5 questions), social relationships items (5 questions), psychological and sexual feeling items (6 

questions), affected working items (2 questions), and affected financial items (4 questions). Patients were asked 

to respond on a 5 point likert scale representing grades from “not at all” to “all the time. One score was given to 
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the "not at all" answer, 2 for "very seldom", 3 for "sometimes", 4 for "nearly always", and 5 for "always". 

Missing answers were deleted from the total score. Answers of the studied patients were recorded, scored, then 

summed together. The total score was categorized into three levels as follows:- 

o Poor quality of life: less than 50% 

o Fair quality of life: 50% to less than 75% 

o Good quality of life: equal or more than 75% 

 

Method 

Ethical considerations: The current study was accepted by the Research Institutional Review Board of the 

Faculty of Nursing, Alexandria University. 

 Permission to carry out the study was obtained from the directors and the responsible authorities of the 

identified setting after explaining aims of the study. 

 Psoriasis patients (study participants) were approached and given a covering letter preceding the 

questionnaire which included a written description of the purpose and nature of the study and a written 

consent to participate in the study was obtained from them. For illiterate patients, an oral explanation and 

the covering letter was read to them. 

 Assurance of anonymity was addressed prior to the request for participation, thus all information remained 

confidential. In addition, the studied patients were reassured that their participation in the study is 

voluntary. All patients were informed that they could withdraw from the study at any time if they wish not 

to participate.   

 Confidentiality was maintained by data coding to eliminate identifying data with personal information. 

 Tool I was developed and tool II was adapted, and translated into Arabic after extensive review of relevant 

and current literature. 

 Content and construct validity, as well as the domains representative of the developed instruments were 

ascertained by a jury of 5 experts in the fields of medical surgical nursing, community health nursing and 

dermatology. The necessary modifications were modified accordingly. 

  Internal consistency was used in ascertaining reliability of the instrument using Cronbach Alpha 

Coefficient Test (0.942), which means that the data were reliable.  

 

Pilot study 

Tools were pre-tested on 10% of the studied patients who were not included in the further study sample. 

Data obtained from the pilot study were analyzed, some questions were restated and some items were added 

accordingly. 

 

Data collection: 

 Every patient was interviewed individually after brief explanation of the aims of the study. The interview 

took around 30 minutes each.  

 Data was collected over a period of 4 months starting from January to April 2016. 

 

Statistical analysis: 

After data collection, it was coded and transferred into a specially designed format to be suitable for 

computer feeding. Following data entry, checking and verification process were carried out to avoid any error 

during data entry.  

Statistical analysis was performed using Statistical package for Social Sciences (SPSS version 20) and 

data tabulated. The level of significance selected for this study was p equal to or less than 0.05. 

 

The following statistical measures were used: 

 Descriptive measures included: frequency and percentages used for describing and summarizing variables. 

Arithmetic means, standard deviation, range (maximum and minimum) were used as measures of control 

tendency and dispersion respectively, for normally distributed quantitative data. 

 Statistical tests included:  

1- Chi-square test: for categorical variables, to compare between different groups 

2 - Monte Carlo correction: for correction for chi-square when more than 20% of the cells have expected 

count less than 5  

3 - F-test (ANOVA): for normally quantitative variables, to compare between more than two groups  

 

III. Results 
Among the 118 psoriasis patients who were initially approached, 110 agreed to participate in the study 

giving a response rate of 93.2%. Lack of time, disease stigma, and absence of interest, were mainly the reasons 
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for refusal to participate in the study. Demographic and clinical characteristics are shown in (Table 1). Nearly 

three quarters (75.2%) of the included psoriasis patients reside urban areas, their age ranged between 30 and 60 

years with a mean age of 51.43±8.57 years. Males, illiterate patients represented slightly more than half of the 

studied sample (55.5%, 54.5%) respectively. Also, the majority of the studied patients were unemployed, 

married, and had monthly income less than 1000 pounds.   

 

Table (1): Distribution of the studied patients according to their socio-demographic and clinical characteristics 

(n=110) 
Socio-demographic & Clinical characteristics No. Percent (%) 

Residence   

Urban  83 75.5 

Rural  27 24.5 

Age (years)   

30 >40 22 20.0 

40>50 17 15.5 

50 – 60 71 64.5 

Min-Max (Age) 30.0 – 60.0 

Mean ± SD 51.43 ± 8.57 

Median 55.0 

Sex   

Male  61 55.5 

Female  49 44.5 

Education level   

Illiterate 60 54.5 

Read and write      19 17.3 

High school or less 24 21.8 

University education or more 7 6.4 

Occupation   

Clerical/Technical 9 8.2 

Manual  49 44.5 

Unemployed 50 45.5 

Retired 2 1.8 

Social status   

Single  3 2.7 

Married 95 86.4 

Widow  12 10.9 

Family type 

Nuclear 

Extended 

 

98 

12 

 

89.1 

10.9 

Monthly income (EGP per month) 

< 1000  

1000- 2000  
>2000  

 

69 

38 
3 

 

62.7 

34.5 
2.7 

Severity of psoriasis   

Mild 34 30.9 

Moderate 

Severe 

43 

33 

39.1 

30.0 

Psoriasis area Covered 

Exposed (visible) 

Covered (not visible) 

 

48 

62 

 

43.6 

56.4 

History of psoriasis 
<1 year 

> 1year 

 
54 

56 

 
49.1 

50.9 

 

Figure (1) illustrates that the majority of the studied patients had poor QoL in relation to physical activity, 

social relationships, working conditions, and financial status (62.7%, 56.4%, 52.7% & 99.1%, respectively), 

while more than three quarters (75.5%) of the participants had fair QoL in relation to activities of daily livings 

as eating and sleeping. On the other hand, the figure shows that slightly less than half (48.2%) of the studied 

patients had good QoL in relation to psychosocial and sexual status.   
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Figure (1): Distribution of the studied patients according to their percent score of psoriasis Quality of life 

Domains (n=110) 

 

Table (2) Strong statistically significant relationships were detected between Psoriasis severity and patient's 

education, social status, family type and having the disease for more than one year χ
2
 =13.148 & P = 0.030, χ

2
 

=14.577 & P = 0.001, χ
2
 =8.801 & P = 0.008 & χ

2
 =67.195 & P <0.001, respectively. However, there was no 

statistical association between psoriasis severity and place of residence, age, sex, occupation and monthly 

income of the studied patients. 

 

Table (2): Relationship between severity of psoriasis and socio-demographic and clinical characteristics of the 

studied patients 
Socio-demographic & Clinical 

Characteristics 

Severity Of Psoriasis 

Test of 

Sig. 
P 

Mild 

(n= 34) 

Moderate 

(n= 43) 

Severe 

(n= 33) 

 No % No % No % 

Residence         

Urban  25 73.5 30 69.8 28 84.8 


0.303 

Rural  9 26.5 13 30.2 5 15.2 

Age         

30 >40 7 20.6 6 14.0 9 27.3 



0.644 40>50 6 17.6 6 14.0 5 15.2 

50 – 60 21 61.8 31 72.1 19 57.6 

Min. – Max. 28.0 – 67.0 35.0 – 63.0 38.0 – 63.0 
F


0.188 Mean ± SD. 51.85 ± 10.96 53.28 ± 7.38 49.48 ± 8.39 

Median 57.50 54.0 53.0 

Sex          

Male  16 47.1 24 55.8 21 63.6 


0.393 

Female  18 52.9 19 44.2 12 36.4 

Education level         

Illiterate 21 61.8 28 65.1 11 33.3 





MCp= 
0.030* 

Read and write      7 20.6 7 16.3 5 15.2 

High school or less 5 14.7 7 16.3 12 36.4 

University education  1 2.9 1 2.3 5 15.2 

Occupation         

Clerical/Technical 5 14.7 4 9.3 0 0.0 


MCp= 
0.116 

Manual  15 44.1 17 39.5 17 51.5 

Unemployed 14 41.2 22 51.2 14 42.4 

Retired 0 0.0 0 0.0 2 6.1 

Social status         

Single  0 0.0 0 0.0 3 9.1 




MCp= 

0.001* 
Married 31 91.2 42 97.7 22 66.7 

Widow  3 8.8 1 2.3 8 24.2 

Family type         
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Nuclear 31 91.2 34 79.1 33 100.0 



MCp= 
0.008* Extended 3 8.8 9 20.9 0 0.0 

Monthly income         

< 1000  22 64.7 31 72.1 16 48.5 



0.080 1000- 2000  10 29.4 11 25.6 17 51.5 

>2000  2 5.9 1 2.3 0 0.0 

History of Psoriasis 

<1 year 
> 1year 

 

34 
0 

 

100 
0.0 

 

20 
23 

 

46.5 
53.5 

 

0 
33 

 

0.0 
100 




<0.001* 



: Chi square test                        MC: Monte Carlo for Chi square test 

F: F test (ANOVA)            *: Statistically significant at p ≤ 0.05 

 

Table (3) presents high statistically significant relationships between severity of psoriasis and all domains of 

patients' quality of life. Patients with moderate to severe psoriasis had poor to fair quality of life, while patients 

with mild psoriasis had good quality of life in all domains, except the financial one, which was poor (χ
2
 =2.008 

& P = 0.608). 

 

Table (3): Relationship between quality of life scores and severity of psoriasis (n=110) 

  

 Chi square test                        MC: Monte Carlo for Chi square test 

F: F test (ANOVA)             *: Statistically significant at p ≤ 0.05 

 

Table (4) demonstrates that there were statistical significant relationship between Psoriasis severity and QoL 

scores, as the majority of patients with moderate to severe psoriasis had poor QoL.  Also, there were statistical 

significant relationships between QoL scores and the disease history, as the majority of patients with psoriasis 

for more than one year had poor QoL, while the majority of patients with psoriasis for less than one year had 

quality of life domains scores severity of psoriasis 

Test of Sig. P 
Mild 

(n= 34) 

Moderate 

(n= 43) 

Severe 

(n= 33) 

 No  % No  % No  % 

Daily Living activities         

Poor quality  0 0.0 12 27.9 15 45.5 


 
<0.001* Fair quality  34 100.0 31 72.1 18 54.5 

Good 0 0.0 0 0.0 0 0.0 

Mean ± SD. 61.95 ± 2.37 54.36 ± 7.16 43.37 ± 18.08 F=24.423* <0.001* 
Physical Activity         
Poor quality  0 0.0 43 100.0 26 78.8 



 
MCp<0.001* Fair quality  1 2.9 0 0.0 7 21.2 

Good 33 97.1 0 0.0 0 0.0 

Mean ± SD. 96.47 ± 8.92 26.05 ± 4.16 17.42 ± 21.87 F=374.459* <0.001* 
Social status         
Poor quality  0 0.0 32 74.4 30 90.9 



 
MCp<0.001* Fair quality  1 2.9 11 25.6 0 0.0 

Good 33 97.1 0 0.0 3 9.1 

Mean ± SD. 97.35 ± 9.71 31.40 ± 11.04 29.85 ± 20.75 F= 253.689*
 <0.001* 

Psychological status         
Poor quality  0 0.0 23 53.5 14 42.4 



 
<0.001* Fair quality  1 2.9 0 0.0 19 57.6 

Good 33 97.1 20 46.5 0 0.0 

Mean ± SD. 97.67 ± 9.47 55.41 ± 22.59 41.99 ± 14.79 F= 98.308* <0.001* 
Working conditions         
Poor quality  0 0.0 32 74.4 26 78.8 



 
<0.001* Fair quality  0 0.0 11 25.6 7 21.2 

Good 34 100.0 0 0.0 0 0.0 

Mean ± SD. 97.79 ± 7.20 24.42 ± 18.49 20.08 ± 17.66 F= 273.980*
 <0.001* 

Financial status         

Poor quality  33 97.1 43 100.0 33 100.0 


2.008 
0.608 Fair quality  1 2.9 0 0.0 0 0.0 

Good 0 0.0 0 0.0 0 0.0 

Mean ± SD. 27.02 ± 7.80 13.37 ± 11.21 18.94 ± 11.95 F= 15.983* <0.001* 
Overall          
Poor quality  0 0.0 43 100.0 33 100.0 



 
MCp<0.001* Fair quality  4 11.8 0 0.0 0 0.0 

Good 30 88.2 0 0.0 0 0.0 

Mean ± SD. 81.0 ± 5.10 36.13 ± 7.85 29.95 ± 9.75 F= 444.416*
 <0.001* 
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fair to good QoL. No significant relationships between QoL scores of the studied patients and the rest of socio-

demographic and clinical characteristics.  

Table (4) Relationship between QoL Scores of the studied patients and their socio-demographic and clinical 

characteristics. 
socio-demographic and 

clinical characteristics 

QoL the studied Scores 


MCp 

<50% poor quality of 

life 

50<70% fair 

quality of life 

>=75% good 

 No % No % No % 

Residence         

Urban  58 76.3 3 75.0 22 73.3 
 0.918 

Rural  18 23.7 1 25.0 8 26.7 

Age/year          

30 >40 15 19.7 0 0.0 7 23.3 

 0.458 40>50 11 14.5 2 50.0 4 13.3 

50 – 60 50 65.8 2 50.0 19 63.3 

Sex          

Male  45 59.2 0 0.0 16 53.3 
 0.063 

Female  31 40.8 4 100.0 30 100.0 

Education level         

Illiterate 39 51.3 1 25.0 20 66.7 

 0.105 
Read and write      12 15.8 2 50.0 5 16.7 

High school or less 19 25.0 0 0.0 5 16.7 

University education or more 6 7.9 1 25.0 0 0.0 

Occupation         

Clerical/Technical 4 5.3 1 25.0 4 13.3 

 0.183 
Manual  34 44.7 0 0.0 15 50.0 

Unemployed 36 47.4 3 75.0 11 36.7 

Retired 2 2.6 0 0.0 0 0.0 

Social status         

Single  3 3.9 0 0.0 0 0.0 

 0.460 Married 64 84.2 3 75.0 28 93.3 

Widow  9 11.8 1 25.0 2 6.7 

Family type         

Nuclear 67 88.2 4 100.0 27 90.0 
 1.000 

Extended 9 11.8 0 0.0 3 10.0 

 Monthly income (Egyptian 

pounds) 

      
  

< 1000 47 61.8 2 50.0 20 66.7 

 0.193 1000 - 2000  28 36.8 1 25.0 9 30.0 

>2000  1 1.3 4 100.0 30 100.0 

Psoriasis severity         

Mild 0 0.0 4 100.0 30 100.0 



0.001* Moderate 43 56.6 0 0.0 0 0.0 

Sever 33 43.4 0 0.0 0 0.0 

Psoriasis area Covered         

Exposed 32 42.1 0 0.0 16 53.3 



 
0.129 Covered 44 57.9 4 100.0 14 46.7 

Psoriasis history         

<1 year 20 26.3 4 100.0 30 100.0 
58.914* 0.001* 

> 1year 56 73.7 0 0.0 0 0.0 



 Chi square test                                         MC: Monte Carlo for Chi square test 

 *: Statistically significant at p ≤ 0.05 

 

Table (5) shows that all mild cases of psoriasis had poor appetite, however, most moderate and severe grades of 

psoriasis had both poor to fair appetite, and the proportion increased significantly with increased psoriasis 

severity (χ2 = 68.723 & P <0.001). All mild grade cases of psoriasis had higher scores in avoid eating certain 

foods (χ2 = 32.440 & P < 0.001). 

 

Concerning sleep criteria, the table illustrates that all mild grade cases of psoriasis had good quality of 

sleep contrary to moderate cases. The majority of severe cases who had poor sleep because of itching and pain, 

and this result was statistically significant (χ
2
 = 77.227 & P < 0.001). Day sleep was more often affected in 

severe cases of psoriasis (48.5%) than in moderate (46.5%) and mild cases (2.9%), although the difference was 

statistically significant (χ
2
 = 72.566 & P < 0.001). 

In general, mild cases of psoriasis had good score in all physical activity items (swimming, walking for 

long distance, housekeeping, out of door, and selecting clothes), but moderate and severe case were extremely 

affected in all physical activity items and this result was highly significant (χ
2
 = 135.410 & P < 0.001, χ

2
 = 
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40.694 & P< 0.001, χ
2
 = 62.631 & P < 0.001, χ

2
 = 110.0 & P< 0.001, and χ

2
 = 102.938 & P < 0.001) 

respectively. 

 

Table (5) Relationship between severity of psoriasis and patients' activities of daily living and physical 

activities  QoL scores 
Patients' activities of daily living and 

physical activities' QoL scores 

 

Severity of psoriasis 

 P 
Mild 

(n = 34) 
Moderate 

(n = 43) 
Severe 

(n = 33) 

No % No % No % 

 Patient's activities of daily livings (eating, sleep) 

Appetite          

<50% poor  34 100.0 12 27.9 15 45.5 

68.723* <0.001* 50 <75% fair  0 0.0 11 25.6 18 54.5 

≥ 75%  good  0 0.0 20 46.5 0 0.0 

Avoid eating certain foods         

<50% poor  0 0.0 12 27.9 21 63.6 

32.440* <0.001* 50 <75% fair 0 0.0 0 0.0 0 0.0 

≥ 75%  good 34 100.0 31 72.1 12 36.4 

Sleep problems due to itching &pain         

<50% poor  0 0.0 43 100.0 19 57.6 

77.227* <0.001* 50 <75% fair  0 0.0 0 0.0 0 0.0 

≥ 75%  good  34 100.0 0 0.0 14 42.4 

 Day naps.         

<50% poor  1 2.9 20 46.5 16 48.5 

72.566* <0.001* 50 <75% fair  31 91.2 0 0.0 10 30.3 

≥ 75%  good  2 5.9 23 53.5 7 21.2 

Physical activities 

Summer activities (swimming)         

<50% poor  1 2.9 23 53.5 33 100.0 

135.410* <0.001* 50 <75% fair  0 0.0 20 46.5 0 0.0 

≥ 75%  good  33 97.1 0 0.0 0 0.0 

Walking for long distances         

<50% poor  1 2.9 23 53.5 26 78.8 

40.694* <0.001* 50 <75% fair  0 0.0 0 0.0 0 0.0 

≥ 75%  good  33 97.1 20 46.5 7 21.2 

Housekeeping activities         

<50% poor  0 0.0 32 74.4 29 87.9 

62.631* <0.001* 50 <75% fair  0 0.0 0 0.0 0 0.0 

≥ 75%  good  34 100.0 11 25.6 4 12.1 

 Out door activities         

<50% poor  0 0.0 43 100.0 33 100.0 

110.000* <0.001* 50 <75% fair  0 0.0 0 0.0 0 0.0 

≥ 75%  good  34 100.0 0 0.0 0 0.0 

Selecting of clothes         

<50% poor  1 2.9 43 100.0 30 90.9 

102.938* 
MCp 

<0.001* 
50 <75% fair  1 2.9 0 0.0 0 0.0 

≥ 75%  good ` 32 94.1 0 0.0 3 9.1 


2
: Chi square test                                      MC: Monte Carlo for chi square test   

*: Statistically significant at p ≤ 0.05 

 

Table (6) depicts that all patients with mild psoriasis had good QoL and that the majority of patients with severe 

psoriasis had poor QoL in both social and psychological domains. Those results were statistically significant. 

Surprisingly, more than three quarters (77.3%) of the studied patients didn't embarrassed during sexual activities 

 

Table (6): Relationship between severity of psoriasis and patients' social relations and Psychological  and 

sexual feeling QoL scores 
patients' social relations and Psychological  

and sexual feeling QoL  scores 

 

Severity of psoriasis 

 p 
Mild 

(n = 34) 

Moderate 

(n = 43) 

Severe 

(n = 33) 

No % No % No % 

 Social relationships  

- Psoriasis affects my social status generally         

<50% poor. 0 0.0 32 74.4 26 78.8 

79.486* 
MCp 

<0.001* 
50 <75% fair  0 0.0 0 0.0 4 12.1 

≥ 75%  good  34 100.0 11 25.6 3 9.1 

I Prefer being way from my family         

<50% poor . 0 0.0 23 53.5 7 21.2 
36.007* MCp<0.001* 

50 <75% fair  1 2.9 0 0.0 4 12.1 
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≥ 75%  good  33 97.1 20 46.5 22 66.7 

Psoriasis affects my family role         

<50% poor . 0 0.0 32 74.4 30 90.9 

114.585* MCp<0.001* 50 <75% fair  1 2.9 11 25.6 0 0.0 

≥ 75%  good  33 97.1 0 0.0 3 9.1 

Avoid Making friends and meeting people         

<50% poor . 0 0.0 32 74.4 30 90.9 

114.585* MCp<0.001* 50 <75% fair  1 2.9 11 25.6 0 0.0 

≥ 75%  good  33 97.1 0 0.0 3 9.1 

Worry about reactions of others         

<50% poor . 1 2.9 43 100.0 30 90.9 

93.204* <0.001* 50 <75% fair 0 0.0 0 0.0 0 0.0 

≥ 75%  good 33 97.1 0 0.0 3 9.1 

 Psychological  and sexual feelings 

Feel embarrassed         

<50% poor . 1 2.9 23 53.5 11 33.3 

85.337* <0.001* 50 <75% fair 0 0.0 0 0.0 19 57.6 

≥ 75%  good 33 97.1 20 46.5 3 9.1 

Feel short tempered         

<50% poor . 1 2.9 23 53.5 7 21.2 

102.532* <0.001* 50 <75% fair  0 0.0 20 46.5 23 69.7 

≥ 75%  good  33 97.1 0 0.0 3 9.1 

I have no body to talk         

<50% poor . 0 0.0 23 53.5 6 18.2 

33.901* MCp<0.001* 50 <75% fair  1 2.9 0 0.0 0 0.0 

≥ 75%  good  33 97.1 20 46.5 27 81.8 

Feel hopeless         

<50% poor  0 0.0 23 53.5 33 100.0 

85.736* MCp<0.001* 50 <75% fair  1 2.9 0 0.0 0 0.0 

≥ 75%  good  33 97.1 20 46.5 0 0.0 

Feeling of stigma         

<50% poor . 0 0.0 43 100.0 30 90.9 

123.719* MCp<0.001* 50 <75% fair 1 2.9 0 0.0 3 9.1 

≥ 75%  good 33 97.1 0 0.0 0 0.0 

Feel embarrassed during sexual relations (not 

applicable = 15) 

        

<50% poor . 0 0.0 0 0.0 0 0.0 

10.211* MCp0.002* 50 <75% fair . 1 3.2 0 0.0 5 22.7 

≥ 75%  good.  30 96.8 42 100.0 17 77.3 


2
: Chi square test             MC: Monte Carlo for chi square test   

*: Statistically significant at p ≤ 0.05 

 

Table (7) demonstrates that there were significant relationships between  QoL  of patients' working conditions 

and the severity of the disease, since the majority of patients with mild psoriasis had good working conditions, 

while the majority with severe cases had poor working conditions (

=110.285

*
,  p<0.001) and (


=105.838

*
, p 

<0.001) respectively. Also, there were significant relationships between QoL of patients' financial status and the 

severity of the disease, as all patients with severe psoriasis, had poor QoL since they couldn't afford treatment 

costs and had no health insurance.  

 

Table (7): Relationship between severity of psoriasis with patients' working conditions and financial status QoL 

scores 
patients' working conditions and financial 

status QoL scores 

 

Severity of psoriasis 

 p 
Mild 

(n = 34) 

Moderate 

(n = 43) 

Severe 

(n = 33) 

No % No % No % 

  Working conditions 

Psoriasis oppose my working conditions         

<50 % poor  0 0.0 32 74.4 26 78.8 

110.285* <0.001* 50 <75% fair  0 0.0 11 25.6 7 21.2 

≥ 75%  good  34 100.0 0 0.0 0 0.0 

My performance affected by psoriasis         

<50% poor 0 0.0 32 74.4 26 78.8 

105.838* <0.001* 50 <75% fair  1 2.9 11 25.6 7 21.2 

≥ 75%  good  33 97.1 0 0.0 0 0.0 

 Financial status 

I can't afford treatment costs         

<50% poor 3 8.8 43 100.0 33 100.0 
96.485* <0.001* 

50 <75% fair  31 91.2 0 0.0 0 0.0 
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≥ 75%  good 0 0.0 0 0.0 0 0.0 

Hospital is away from home         

<50% poor  27 79.4 23 53.5 9 27.3 

74.470* <0.001* 50 <75% fair  4 11.8 20 46.5 0 0.0 

≥ 75%  good  3 8.8 0 0.0 24 72.7 

Have no health insurance         

<50% poor 34 100.0 23 53.5 33 100.0 

38.088* <0.001* 50 <75% fair  0 0.0 20 46.5 0 0.0 

≥ 75%  good  0 0.0 0 0.0 0 0.0 

Treatment negatively affects other 

financial requirements 

      
  

<50% poor 4 11.8 43 100.0 33 100.0 

94.363* 
MCp 

<0.001* 
50 <75% fair  28 82.4 0 0.0 0 0.0 

≥ 75%  good  2 5.9 0 0.0 0 0.0 


2
: Chi square test                      MC: Monte Carlo for chi square test    

*: Statistically significant at p ≤ 0.05 

 

IV. Discussion: 
Psoriasis is a serious dermatological disease extending beyond the physical symptoms experienced by 

the patient, and seriously affecting the way in which the patient sees him /herself and the way he/she is seen by 

others. The main findings revealed by the current study were the negative impact of psoriasis on the majority of 

Psoriasis patients’ quality of life and the positive association between disease severity and patients' poor quality 

of life. Supporting our results, Głowacka et al (2014) illustrated that Psoriasis had its negative effect on patients’ 

QoL 
(30)

. In addition, Barot et al (2015) reported in a similar study that the majority of psoriasis patients had 

moderate to large negative impact on their QoL
 (31)

. 

Results of the present study found that patients with moderate to severe psoriasis had poor to fair QoL, 

while patients with mild psoriasis had good QoL in all domains except the financial, which was poor for all 

levels of disease severity, nevertheless these results were insignificant. These findings were comparable to 

previous studies, which established a good correlations between disease severity and QoL
(32-36)

.  

However, the current study findings differ from those findings of Perira da Silva et al (2013) who 

mentioned that severity of the disease as evaluated by health practitioners was not associated with impaired QoL 

reported by the patients
(37)

. The authors concluded that the impact of psoriasis on QoL is not always correlated 

with clinical severity, as mild lesions may have severe psychosocial problems 
(38)

.  

Moreover, the current study indicated that the majority of the studied patients had poor QoL in relation 

to physical activity, social relationships, and some items of psychosocial status. Similarly, Mazeedi et al (2006) 

found that living with psoriasis affect patients’ physical, psychological, social functioning, and well-being, and 

that moderate to severe cases were more affected than mild cases
 (39)

. In this regard, Gelfand et al (2004) and 

EL-Moselhy et al (2105) cleared that patients with severe psoriasis had higher rates of physical and 

psychosocial disabilities which confirming the results of previous studies
 (40,41)

. Hrehorów et al (2007), also 

illustrated that itching and pain had made physical activities difficult task for patients with psoriasis
(42)

 .    

Psoriasis affects patients’ role in the family, hinders them from meeting people, and increase their 

worry about reactions of others. The present study demonstrated significant negative association between 

Psoriasis severity and social relationships. This finding is consistent with Bronikowska-Kolasa (2008)
(43)

. In this 

context, Bhosle et al (2006) reported that the majority of their studied patients, were impressed by the way they 

are seen by others who observe their lesions
 (44)

.   

As regards psychological feelings, the results showed that all patients with severe psoriasis had poor 

QoL regarding feeling lack of hope and stigma. This could be related to the disfigurement effect of psoriasis 

since it is a visible disease.  In the same line, Kirby et al (2001) and, Fortune et al (2005) mentioned that feelings 

of stigma, and shame regarding their appearance are frequent in patients with Psoriasis
(45,46)

.  

Surprisingly, the majority of the studied patients didn't feel embarrassed during sexual activities 

regardless severity of the disease. Contrary to our results, Mazeedi et al (2006) found significant associations 

between disease severity and sexual activity as patients with severe psoriasis were more affected than those with 

mild and moderate psoriasis
 (39)

. Also, Głowacka et al (2014) illustrated that psoriasis limit patients' sexual life 

because of their embarrassment
 (37)

.  

The current study also demonstrated that most moderate and severe cases of psoriasis either had poor 

or fair appetite, and the proportion increases significantly with increased Psoriasis severity. For example, all 

mild cases of Psoriasis had higher score in avoid eating certain foods than moderate to severe cases. This 

probably related to itching, pain, and poor sleeping hours reported by patients. Those results are coherent with 

the findings of Khwaja et al (2015) who found alteration in dietary habits associated with disease severity
(47)

.  In 

addition, high statistical significant association was found between severity of the disease and sleep. This could 
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be related to itching, pain reported by the studied patients. Similar findings were reported by Głowacka et al 

(2014)
(30)

. This is also consistent with previous studies
 (48,49)

.   

Absenteeism is a greater concern for people suffering from psoriasis 
(44)

. Significantly in the current 

study, QoL related to patients' working conditions was negatively associated with severity of the disease, since 

the majority of patients with severe cases had poor working conditions. This could be attributed to the missing 

work days due to treatment schedule or Psoriasis complications as reported by the study subjects.  In this 

context, Milcic et al (2015) mentioned that unemployment was significantly correlated with severity of psoriasis 
(50)

. Also, many studies had reported a high proportion of reduction in work productivity and sick leaves in 

patients with severe disease which added a greater financial burden 
(51,52, 53)

. In this regard, the present study 

revealed a significant negative association between severity of psoriasis and patients' financial status, as almost 

all patients with severe psoriasis couldn't afford treatment costs and had no health insurance coverage. Financial 

burden to the patient and family and its interference with work, a decrease in QoL, and money matters was 

reported in previous studies
 (54-56)

. 

However, our findings revealed that there were no statistical associations between psoriasis severity 

and patients' age or sex. Also, Ross (1997( did not find any significant association between patients age, sex, 

and QoL scores
(57)

. In this regard, Głowacka et al (2014) illustrated that age played insignificant role, since there 

was no significant difference between older and younger patients and the severity of the disease 
(30)

. However, 

Zachariae et al (2002) reported that older patients had better QoL compared with the younger
 (58)

. Sampogna et 

al (2006) mentioned that older patients with psoriasis had poorer life QoL
(59)

.  This difference could mean that 

the impact of age factor on the QoL of patients with psoriasis may vary among patients and should be studied.  

On the other hand, Głowacka et al (2014) found that Women have poorer quality of life than men since women 

are overwhelmed with their appearance 
(30)

. 

According to the current study results, there were insignificant associations between QoL scores and 

patient's education, or involvement of visible area. Contrary to our results, Ross (1997( found that  patients with 

higher education had good quality of life as education increase their knowledge, and allow them to manage 

themselves better
(57)

. Touw et al (2001) found that involvement of visible areas of the body causes more 

negative impact on patients QoL than involvement of invisible areas
(60)

. 

There was a statistical significant relationship between QoL scores and the disease history, as the 

majority of patients with psoriasis for more than one year had poorer QoL, while the majority of patients with 

psoriasis for less than one year had fair to good QoL. On the contrary, Ross et al (1997( did not find any 

significant association between duration of the disease, and quality of life
(57)

. 

Nurses have a unique role in patient education, and planning nursing interventions aiming at 

minimizing the consequences of psoriasis, and improving patients’ quality of life through effective management. 

They also have the responsibility of encouraging patients to comply with their treatment and suggest lifestyle 

modifications that will potentially improve patients’ quality of life. 

 

V. Conclusion 
In conclusion, our results document that psoriasis exerts significant, negative impact on patients’ 

quality of life. The majority of the studied patients had poor QoL in relation to physical activity, social 

relationships, working conditions, and financial status, fair QoL in relation to activities of daily living as eating 

and sleeping, and good QoL in relation to psychosocial and sexual health. Results highlighted strong statistically 

significant association between Psoriasis severity and some demographic and clinical factors as patient's 

education, social status, and having the disease for more than one year. In addition, high statistical significant 

associations were found between severity of psoriasis and all domains of patients' QoL. Patients with moderate 

to severe psoriasis had poor to fair QoL, while patients with mild psoriasis had good QoL in all domains except 

the financial one, which was poor.  

 

VI. Recommendations 
 Studies including both the private and governmental sectors of patients with psoriasis should be 

implemented. 

 More research should be carried out in different areas in Egypt, to understand the impact of psoriasis on 

patients' QoL. 

 Standard of care should be developed to improve the psoriasis patients' QoL  

 Develop rehabilitation programs to enhance psoriasis patient's self management and QoL. 

 Establishment of a hot line contact for patients' counseling is required  
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