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Abstract  Background: Psoriasis is a common chronic dermatological disease that has a negative impact on the 
psychological status and the social interaction of the patient and their overall quality of life (QoL). Objectives: The aim of 
this study was to assess the QoL of patients with psoriasis in Makkah using the Dermatology Life Quality Index (DLQI), and 
to evaluate the correlation between the DLQI and clinical severity of psoriasis. Materials and Methods: This observational, 
cross-sectional study took place over a three-month period, from January to March 2015, at Hera General Hospital in Makkah, 
Saudi Arabia. All patients with psoriasis attending the dermatology clinic during this period were included in the study. 
Results: A total of 79 patients who attended Hera general hospital were enrolled in the study, with male patients representing 
48.1% of the psoriatic patients and female patients representing 51.9% (sex ratio 1:1.1). The mean age is 35.27 and the mean 
psoriasis area and severity index (PASI) was 10.67. Onset occurred before 40 years of age in the majority of patients (60.8%), 
27.3% had positive family history, and 73.2% had associated comorbidities. The mean DLQI score in all patients was 10.67 ± 
5.54. Conclusions: The present data suggest that age, gender, and clinical severity are associated with the QoL of patients 
with psoriasis. The observations reported here provide significant new insights into factors affecting the life quality of 
patients with psoriasis in Makkah, but the study was limited in several ways that might be addressed in further research. 
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1. Introduction 
Psoriasis is a chronic immunologic disease characterized 

by red papules and plaques with a silver-colored scale [1] 
that affects about 0.6%–4.8% of the global population. 
Although psoriasis usually is not a life threatening condition 
(with the exception of cardiovascular and psychiatric 
comorbidities) and can be treated in an outpatient setting, it 
is a challenging and frustrating condition for patients and 
often for their physicians as well. 

A diagnosis of psoriasis is informed by an examination of 
the skin. The classic symptoms of Psoriasis Vulgaris are 
highly visible chronic erythematous plaques covered with 
silvery-white scales on the elbows, knees, scalp, umbilicus, 
and lumbar area [2]. 

Treatments are chronic and sometimes complicated, but 
are commonly divided into three main types: topical 
treatments,  light  therapy,  and  systemic  medications.  
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Treatment planning is further complicated by the need to 
take into consideration patients’ individual preferences, 
expectations, and quality of life (QoL). Besides the 
complexity of treatment, there are some other management 
challenges in the treatment of psoriasis such as poor 
adherence to treatment, the risk of comorbidities, childhood 
psoriasis, and lifestyle modification and maintenance [3]. 

There are many different tools to evaluate the severity of 
psoriasis including the psoriasis area and severity index 
(PASI), physician global assessment (PGA), and QoL. The 
concept of the latter has been divided into several 
components, including psychological, social, and physical 
domains [4], all of which have been well documented [5]. 
The severity of psoriasis closely correlates with the severity 
of depression and, in turn, with the frequency of suicidal 
ideation [6, 7]. 

However, disease severity, as measured by instruments 
such as the PASI, is not the sole factor that determines the 
burden of illness because relatively minor psoriasis located 
on visible parts of the body may also have a detrimental 
effect on health-related quality of life (HR-QoL) [8]. 

Simple QoL measures are often used by psoriatic patients 
who wish to express their feelings, and the measurement of 
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the severity of psoriasis is based on the signs and symptoms 
of the disease [9].  

One of the tools used in psoriasis to measure the QoL is 
the Dermatology Life Quality Index (DLQI), a reliable and 
validated 10-item questionnaire covering six dimensions [6]. 
Each question has four different answers that correspond to a 
score of 0 (not at all), 1 (a little), 2 (a lot), and 3 (very much). 

The six domains of the DLQI cover symptoms and 
feelings (questions 1 and 2), daily activities (questions 3 and 
4), leisure (questions 5 and 6), work/school (question 7), 
personal relationships (questions 8 and 9), and treatment 
(question 10). The maximum score is 30 and the minimum is 
0. The higher the score, the more the QoL is impaired. A 
DLQI score of 0-1 is interpreted as no effect at all on the 
patient’s life, 2-5 as a small effect, 6-10 as a moderate effect, 
11-20 as a very large effect, and 21-30 as an extremely large 
effect. The reliability and validity of the Persian version of 
the DLQI have been confirmed previously in patients with 
vitiligo [6]. 

2. Purpose of the Study 
The objective of this study is to assess the QoL of patients 

with psoriasis in Makkah using the DLQI and to evaluate the 
correlation between the DLQI and clinical severity of 
psoriasis. 

3. Methods and Materials 
Data were collected between January 1st and March 30th, 

2015, after enrolling patients with Psoriasis Vulgaris 
attending the Dermatology Clinic at Hera General Hospital 
in Makkah, Saudi Arabia. Data collection was conducted via 
the dermatologists. The Arabic version of the DLQI 
questionnaire was administered to the patients, and an 
assessment of the disease was carried out using the PASI and 
PGA.  

Patient data were documented on a special form, including 
gender, age, BMI, smoking status, and detailed information 
about the type of treatment, including dose, frequency, and 
duration. 

Data were entered and analyzed using Statistical Package 
for the Social Sciences IBM SPSS-14.0. All quantitative 
variables were expressed as a mean ± standard deviation, and 
p<0.05 was considered statistically significant. 

4. Results 
A total of 79 patients were enrolled in the study, all of 

whom attended Hera General Hospital in Makkah, Saudi 
Arabia. All patients completed the DLQI questionnaire. 
Male patients represented 48.1% and female patients 
represented 51.9% of the psoriatic patients (sex ratio 1:1.1). 

Table 1 demonstrates the age group in relation to gender. 

The mean age of our patients is 35.27 (SD=13.16). The mean 
PASI was 10.67 (SD=5.54) with a range of 0 to 24. Most of 
our patients’ (60.8%) psoriasis occurred before 40 years of 
age with a mean age at onset of 35 (SD=13.16) years, and the 
median is also 35 (minimum = 6, maximum = 56). Among 
psoriatic patients, we found that 27.3% have positive family 
history and 73.2% have associated comorbidities as seen in 
Table 2. The site involvement is shown in Table 3. 

The HR-QoL was assessed with the DLQI questionnaire, 
and the detailed DLQI scores are summarized in Table 4. A 
total of 5, 12, 19, 41, and 2 of the 79 patients scored 0-1, 2-5, 
6-10, 11-20, and 21-30, respectively, which indicates that 
6.3%, 15.2%, 24.1%, 51.9%, and 2.5% of all patients report 
that psoriasis has "no effect at all," a "small effect," a 
"moderate effect," a "very large effect," or an "extremely 
large effect" on their life, respectively. The section for 
symptoms and feelings had the highest score while the 
section for personal relationships (sexual difficulty) had the 
lowest score. Tables 5 and 6 demonstrate the relation 
between age group and patient gender to the DLQI severity 
for psoriatic patients. 

The correlation between DLQI and clinical severity scores 
based on the PASI and PGA scores are shown in Tables 7 
and 8. The mean DLQI score in all patients was 10.67 ± 5.54, 
with a range from 0 to 24. The mean PASI score in all 
patients was 14.67 ± 10.15, with a range from 0 to 46. Table 
9 shows the correlation between psoriasis severity score and 
patient gender. 

Table 1.  Age group in relation to gender 

Age Group 
Gender 

Total Percentage 
Male Female 

0-9 1 1 2 2.5 

10-19 2 4 9 11.4 

20-29 10 10 20 25.3 

30-39 7 10 17 21.5 

40-49 9 8 17 21.5 

50-59 6 8 14 17.7 

Total 38 41 79 100 

Table 2.  List of co-morbidities among psoriatic patients 

Diseases Percentage 

Diabetes mellitus 25% 

Hypertension 16.1% 

Heart failure, hepatitis, osteoarthritis, 
mycosis fungoides, vitiligo, eczema, 
inflammatory bowel disease, infertility 

1.8% 

Asthma 8.9% 

Hypothyroidism 5.4% 

Dyslipidemia 5.4% 

Obesity 46.4% 
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Table 3.  Detail of site involvement for our patients  

Site Percentage Site Percentage 

Scalp 37 (46.8%) Lower limbs 80 (99%) 

Face 14 (17.7%) Hands 34 (43.1%) 

Neck 6 (7.6%) Palms 1 (1.3%) 

Chest 19 (24.1%) Soles 1 (1.3%) 

Back 27 (34.2%) Feet 20 (25.9%) 

Abdomen 12 (15.2%) Elbows 24 (30.4%) 

Genitals 9 (11.4%) Knees 26 (32.9%) 

Buttocks 14 (17.7%) Nail pitting 18 (22.8%) 

Upper limbs 70 (95%) Joint assessment 14 (17.7%) 

Table 4.  DLQI scores of patients with psoriasis (n = 79) 

Question Mean (SD) 

Symptoms and feelings 
1.  Over the last week, how itchy, sore, painful, or stinging has your skin been? 
2.  Over the last week, how embarrassed or self-conscious have you been because of your skin? 

 
1.75 (0.87) 
1.46 (0.90) 

Daily activities 
3.  Over the last week, how much has your skin interfered with your activities (e.g., shopping, 

looking after your home)? 
4.  Over the last week, how much has your skin influenced the clothes you wear? 

 
0.86 (0.79) 

 
1.28 (1.06) 

Leisure 
5.  Over the last week, how much has your skin affected any social or leisure activities? 
6.  Over the last week, how much has your skin made it difficult for you to do any sport? 

 
0.96 (0.88) 
0.61 (0.87) 

Work and school 
7.  Over the last week, has your skin prevented you from working or studying? 

 
0.75 (0.88) 

Personal relationships 
8.  Over the last week, how much has your skin created problems with your partner or any of your 

close friends or relatives? 
9.  Over the last week, how much has your skin caused any sexual difficulties? 

 
0.63 (0.75) 

 
0.49 (0.69) 

Treatment 
10. Over the last week, how much of a problem has the treatment for your skin been, for example by 

making your home messy or by taking up time? 

 
1.75 (1.03) 

Table 5.  Age group related to DLQI score for psoriasis patients  

Age Group 
DLQI Severity Score 

Total 
No effect Small effect Moderate  

effect 
Very large  

effect 
Extremely  
large effect 

0-9 0 1 0 1 0 2 

10-19 2 0 3 3 1 9 

20-29 1 5 4 9 1 20 

30-39 1 3 5 8 0 17 

40-49 0 1 3 13 0 17 

50-59 1 2 4 7 0 14 

Total 5 12 19 41 2 79 
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Table 6.  Gender of our psoriatic patients in relation to DLQI score 

Gender 
DLQI Severity Score 

Total 
No effect Small effect Moderate 

effect 
Very large 

effect 
Extremely 
large effect 

Male 3 5 11 17 2 38 

Female 2 7 8 24 0 41 

Total 5 12 19 41 2 79 

Table 7.  Severity of psoriasis based on PASI in relation to DLQI severity score 

Severity of 
psoriasis based 

on PASI 

DLQI Severity Score 
Total 

No effect Small effect Moderate 
effect 

Very large 
effect 

Extremely 
large effect 

Mild 3 6 1 4 0 14 

Moderate 2 5 12 19 1 39 

Severe 0 1 6 18 1 26 

Total 5 12 19 41 2 79 

P value: 0.005 

Table 8.  Severity of psoriasis based on PGA in relation to DLQI severity score 

Severity of psoriasis based 
on PGA 

DLQI Severity Score 
Total 

No effect Small 
effect 

Moderate 
effect 

Very large 
effect 

Extremely 
large effect 

Mild 0 1 2 0 0 3 

Mild-Moderate 0 2 0 2 0 4 

Moderate 2 1 2 4 0 9 

Moderate-Severe 0 2 5 8 0 15 

Severe 1 5 5 16 1 28 

Total 3 11 14 30 1 59 

P value: 0.41 

Table 9.  Correlation between psoriasis severity score and patient gender 

Clinical Severity Score Male Female P value 

PASI (mean SD) 15.98 (SD=9.85) 13.45 (SD=10.390) 0.848 

DLQI (mean SD) 10.89 (SD=6.01) 10.46 (SD=05.14) 0.323 

Table 10.  Cross-sectional studies of DLQI and PASI in patients with psoriasis 

Country Patient 
number 

Duration of 
psoriasis 

Onset of 
psoriasis Mean DLQI Mean PASI Reference 

Germany 1511 17.6 (14.5) 33.5 (17.6) 8.6 12.0 27 

USA 332 ----- ---- 10.8 (7.1) 9.5 (8.9) 24 

Italy 900 12.1 (11.9) 33 (17.2) 8.8(6.1) 8.2(5.6) 25 

Taiwan 480 11.1i (9.3) 32.0 (16.1) 
9.16 

(SD = 6.3) 
10.5 

(SD = 9.9) 
15 

Our study 75 -------- 35.27     
(SD = 13.16) 

10.67 
(SD = 5.54) 

14.67 
(SD = 10.15) 

---- 

Abbreviations: DLQI: dermatology life quality index; PASI: psoriasis area and severity index; SD: standard deviation. 
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5. Discussion 
Psoriasis is a distressing and recurrent disease that 

significantly impairs QoL and has no permanent cure. The 
QoL of psoriasis patients is reported to be lower than other 
diseases such as hypertension, diabetes mellitus, and cancer 
[8], and the QoL score for psychological factors is also lower 
in psoriasis patients [9, 10]. 

Studies have shown that doctors and patients differ in their 
assessments of severity [11, 12] because doctors define the 
severity of psoriasis based on symptoms and area of skin 
lesions, while patients focus on impaired daily activities or 
QoL [11, 12]. As such, when assessing the severity of the 
disease it is important to assess not only the severity of the 
skin lesions but also patient QoL. In our study, we therefore 
use the DLQI as a tool to measure the QoL of our psoriatic 
patients.  

Psoriasis does not discriminate by gender [13], despite the 
fact that some reports have suggested that it is more 
prevalent in men than in women [14, 15]. The proportion of 
women was higher than that of men in our study (51.9.5% vs. 
48.1%), which is comparable with another study [16]. This 
could be explained by the tendency in men to keep 
themselves removed from the social effects of psoriasis, 
while women, in contrast, are more likely to feel upset in 
social settings [17] and may be more likely to perceive a 
greater impact on mental QoL [18]. However, the gender 
factor was not associated with the DLQI score in our study, 
which was statistically insignificant (p= 0.393). 

Age is an important factor that affects the QoL in patients 
with psoriasis. A greater impact of psoriasis on physical 
health has been found in older patients, whilst a greater 
impact on psychosocial aspects has been found in younger 
ones [19-21]. 

Interestingly, we observed that patients less than 40 years 
had higher DLQI scores in this study, which is comparable 
with other studies [14, 20]. However, another study from 
Italy showed that older patients with psoriasis have worse 
life quality [16]. This difference could be explained by the 
fact that the age factor in relation to the QoL of psoriasis 
patients may vary in different countries, and further research 
is necessary to explain this diversity. 

Our data show that the mean DLQI score was 10.67 
(SD=5.54), and the mean PASI score was 14.67 (SD=10.15), 
roughly in line with previous cross-sectional studies (Table 
10). In the DLQI questionnaire, our study showed higher 
scores for symptoms and feelings and lower scores for the 
sexual problems, which is in line with previous studies [22, 
23]. 

Interestingly, 82% of our patients had moderate to severe 
psoriasis according to the above definition of psoriasis 
severity [24, 25], and 78.5% reported that their condition had 
a moderate to extremely large effect on their life (DLQI > 6), 
which is statistically significant (p=0.005). 

The results of this study confirm that clinical severity is 
related to QoL in psoriasis patients, which is consistent with 
another study showing that DLQI scores have a positive 

correlation with PASI and PGA scores [26]. However, some 
studies reported weak correlations between clinical severity 
and QoL [23, 24]. This variation may have occurred because 
patients with a worse HR-QoL have greater dissatisfaction 
with their current treatment compared with those with a 
better HR-QoL [25]. 

6. Conclusions 
The presented data suggest that age, gender, and clinical 

severity are associated with the QoL of patients with 
psoriasis. The observations reported here provide significant 
new insights into factors impacting the life quality of patients 
with psoriasis in Makkah that might be addressed in further 
research in the future.  
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