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Abstract

Background: Psoriasis has significant negetive impact on
paientsqudity of life Dermaology Life Qudity Index (
DLQ)I) isan easy and practicd way of quantifying the impact of
skin disease. Socio-demographic and clinical factors can
affectthe quality of lifein psoriasis.

Aim of Sudy: To detect different demographic and dinica
factorsthat affect qudity of lifein Egyptian psoriatic patients.

Patients and Methods. This study was conducted on 400
psoriasis patients of both sex with age above 16 years. Full
higtory taking, clinica examination and investigations were
done to detect different demographic and clinica data that
would affect DLQI. DLQI questionnaire was used in this
study to assess the impact of psoriasis on quality of life.

Results: DLQI ranged from O to 30 with mean £ SD =
12.23+6.91. Podtive corrdation was detected between
DLQI and each of extent of the lesions (p<0.001, r=0.418)
and Psoriass Areaand Severity Index scoring (p<0.001, r=0.403).
Significant relations were detected between DLQI and
each of the following: The course of the disease (p=0.038),
the site of the lesions (p<0.001), the type of psoriasis (p<0.001)
. No correlations or relations were detected between DLQI
andother studied factors.

Conclusion: Psoriasis extent and severity, site of lesions
in exposed areas, course of the disease and type of psoriasis
affect DLQI significantly. Socio-demographic factors didn't
affect DLQI in our patients. Handling conditions that affect
DLQI sioudy would improve the qudity of life in psoriasis
patients. This gpproach could be an important target in the
treatment of this chronic disease.

Key Words: Psoriasis— DLQI — Demographic data— Clinical
data.

I ntroduction

PSORIASI Sisacommon chronic inflammatory
skin disease associated with a variety of comorbid-
ities[1]. It is associated with a multitude of psy-
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chologica impairments as patients lives become
difficult especially when psoriasis is present in
highly visible areas of the skin such as the face
and hands. It affects every day socid activities and
work. It causes embarrassment, lack of sdlf-esteem,
anxiety and depression [2,3].

Measuring the impact of diseases on Quality
of Life (QOL) is vauable in clinical practice and
evaluation of therapy [4,5].

The Dermatology Life Quality Index (DLQI)
is an easy and practical way of quantifying the
impact of skin disease on QOL [6]. It has been
shown to have good reliability and validity when
used in a dermatological setting [7,8]. Moreover,
the DLQI can be used as a mgjor criterion for the
selection of type of treatment for psoriasis regard-
less its severity i.e. systemic therapies may be the
firgt choice in patients with mild psoriasis and high
QOL impairment [9]. Various socio-demographic
and clinical factors can affect the quality of life in
psoriasis [10].

The aim of our study is to detect different
demographic and clinical factors that affect QOL
in Egyptian psoriatic patients, in atrial to handle
the possible one.

Patientsand M ethods

This hospital-based cross-sectional study was
conducted on 400 Egyptian patients with psoriasis
collected from Kasr Al-Ainy Psoriasis Unit, Der-
matology Department, Cairo University from
March 2017 to August 2018. The study protocol
was agpproved by the Loca Medica Ethics Com-
mittee. An informed consent form was signed by
al patients before participation in the study.


http://www.medicaljournalofcairouniversity.net

244 DLQI Correlation with Different Demographic & Clinical Factors in Psoriasis Patient:

Patients of both sex, above 16 years and with
any clinica type of psoriasswere included in the
study. Patients with an associated dermatologic
disease with a known impact on QOL were exclud-
ed from the study.

Full history was taken from each patient includ-
ing age, marital status, residence, occupation,
smoking, family history of psoriass, precipitating
factors, onset, course and duration of psoriasis in
addition tohistory of any associated diseases. Pso-
riasis assessment was done to identify the type of
psoriasis, Ste of lesons, extent and severity of the
disease using rule of nine [11] and Psoriasis Area
and Severity Index (PASI) score [12]. Measuring
weight, height, waist circumference and blood
pressure as well as calculating Body Mass Index (
BMI) (weight in kilograms divided by height in
meter square) was also done for each patient. Lab
investigations were done including fasting blood
sugar, triglycerides, cholesteral, high densty lipo-
protein and low density lipoprotein. Metabolic
syndrome was estimated according to the New
International Diabetes Federation (IDF) [13]. The
impact of psoriasis on QOL was assessed using
DLQI guestionnaire. This questionnaire is designed
for use in patients over the age of 16. It is self-
explanatory and can be smply handed to the patient
who is asked to fill it in without the need for
detailed explanation. It is usually completed in
one or two minutes. The DLQI consists of 10
guestions concerning symptoms, feelings, daily
activities, leisure, work, school, persona relation-
ships and treatment [6]. Each question has four
answers scoring from 0-3. The patient is asked to
choose one answer for each question. The DLQI
score is then calculated by summing the score of
each question resulting in a maximum of 30 and
a minimum of 0. The higher the score, the more
quality of life isimpaired. In our study we used
the Arabic verson of DLQI (https: //www.cardiff.
questio
nnaires/dermatol ogy-life-quality-index) .
According to the score of the DLQI the impact of
psoriasis on QOL is then graded into: no effect at
al on patient's life (0-1), small effect (2-5), mod-
erate effect (6-10), very large effect (11-20) and
extremely large effect on patient's life (21-30).

Socio-Economic Status (SES) questionnaire
was a0 used in this sudy to determine the socio-
economic level of the patients. We used a scale
including 7 domains with a total score of 84 [14].
The socioeconomic level was then classified into
very low (0-21), low (22-42), middle (43-63) and
high levels (64-84) depending on the calculated
score. The seven main domains are: Education and

culturd (score=30), Occupaion domain (score=10),
Family possessions domain (score=12), Family
domain (score=10), Home sanitation domain (score
=12), Economic domain (score=5) and Hedth care
domain (score=5).

Data were coded and entered using the satidticd
package SPSS (Statistical Package for the Socia
Sciences) verson 25. Data was summarized using
mean, standard deviation, median, minimum and
maximum in quantitative data and using frequency (
count) and relative frequency (percentage) for
categoricd data. Comparisons between quantitative
variables were done using the non-parametric
Kruskd-Wallis and Mann-Whitney tests [15]. For
comparing categorical data, Chi square (x?) test
was performed. Exact test was used instead when
the expected frequency is less than 5 [16]. Correla
tions between quantitative variables were done
using Spearman correlation coefficient [17]. p-
values less than 0.05 were conddered as datidticaly
significant.

Results

This study included 400 psoriadsis patients. Their
ages ranged from 16 to 81 years old with mean +
SD = 48.5+32.5 and median of 48.5 years. Socio-
demographic and clinical data of the patients are
illustrated in (Tables 1-3).

Table (1): Socio-demographic data of the patients.

Number of patients %

Sex:

Male 228 57.0

Female 172 43.0
Marital status:

Single 70 175

Married 325 81.25

Divorced 5 1.25
Residence:

Urban 302 75.5

Rural 98 245
Occupation:

Outdoors 110 27.5

Indoors 93 2325

Unemployed 197 49.25
Smoking:

Yes 116 29.0

No 284 71.0
Socio-economic satus
score (grading):

Very low 34 85

Low 287 7175

Middle 77 1925

High 2 05
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Table (2): Clinica data of the patients (numerical).

Mean + SD Median Range
e Duration of the 112.14+114.61 7450 1-720
disease (months)
* BSA (extent"rule 27.55+25.58 20.00 1-97
of 9" %)
» PASI score 10.72+9.08 8.05 0.10-49.80
* BMI (Kg/m?) 30.16+7.52 29.20 13.84-59
* DLQI 12.23+6.91 12.00 0-30

SD : Standard Deviation. BSA :

Body Surface Area. PASI : Psoriasis
Areaand Severity Index.

BMI : Body Mass Index.

DLQI: Dermatology Life Quality Index.

Table (3): Clinical data of the patients (non-numerical).

Number of patients %

Precipitating factors:

Yes 295 7375
No 105 26.25
Onset:
Sudden 66 16.5
Gradual 334 835
Course:
Stationary 3 0.75
Remission & exacerbation 184 46.0
Regressive 13 3.25
Progressive 200 50.0
Affected sites:
Hidden 15 3.75
Non-hidden 120 30.0
Both 265 66.25
BMI (grading):
Under weight 9 2.25
Normal 105 26.25
Over weight 105 26.25
Obese 141 3525
Morbidly obese 40 10.0
Family history of psoriasis:
Negative 334 83.5
Positive 66 16.5
Type of psoriasis:
Erythrodermic psoriasis 15 3.75
Classic psoriasis plaque 354 88.5
Guttate psoriasis 20 5.0
Palmoplantar psoriasis 11 2.75
Associated diseases:
Hypertension 67 16.75
Diabetes mellitus 55 1375
Cardiac problems 16 4.0
HCV 21 5.25
Metabolic syndrome 131 3275

BMI : Body Mass Index.
HCV: Hepatitis C Virus Disease.

Results of DLQI:
DLQI ranged from 0 to 30 with mean £ SD =
12.23+6.91 (Table 2). Regarding DL QI grades of
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the 400 patients, 25 (6.25%) had no effect on
DLQI, 41 (10.25%) had smdl effect, 109 (27.25%)
had moderate effect, 125 (44.75%) had very large
effect and 46 (11.5%) had extremely large effect
on DLQI.

Effect of patients' data on DLQI:

Positive correlation was detected when corre-
lating DLQI with extent of the disease and PASI
score (p<0.001, r=0.418 & p<0.001, r=0.403 re-
spectively) Fig. (1).
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Fig. (1): (A) Positive correlation between extent of lesions
and DLQI. (B) Positive correlation between PASI
scoreand DLQI.

Significant relation was detected between DLQI
and course of psoriasis (p=0.038) where patients
with progressive course of psoriasis had the worst
DLQI (mean + SD = 12.98+6.53) followed
by patients with remission and exacerbations (11.
57+ 7.17) then patients with regressive course of
psoriass (11.08+8.35) and findly those with
dationary course (7.33+4.62) Fig. (2A).

Significant relation was detected between DLQI
and affected sites (p<0.001). Patients with lesions
in both hidden and non-hidden sites of the body
had the worst DLQI (mean + SD = 13.30+6.
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followed by the non-hidden sites (10.25+6.64)
thenthe hidden sites (9.20+8.26) Fig. (2B).

Significant relation was detected between DLQI
and types of psoriasis (p<0.001). Patients with
erythrodermic psoriass had the worst DLQI (19.60 +
7.93), followed by those with classic plaque
psoriasis (12.24+6.60), followed by those with
guttate psoriasis (9.45+7.31) then, those with pal-
moplantar psoriasis (6.27+5).

No correlations were found in our study be-
tween DLQI and patients socio-demographic data (
age, sex, occupation, marital status, residence,
smoking and socio-economic status) or with their
BMI, the duration of the disease or the presence
of any associated comorbidities (Hypertension,
Diabetes Mdlitus, Hepatitis C virus and Metabolic
syndrome).
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Fig. (2): (A) Significant relation between DLQI and
course of psoriasis. (B) Significant relation between
theaffected sitesand DLQI.

Discussion

In psoriasis, physical aswell as QOL measures
are necessary to assess disease severity when

decisions are taken over psoriasis treatment and
when ng the outcome of such decisions [1g].
In our study we observed that most of the patients
had considerable disability of their QOL where
125 (44.75%) had moderate effect, 109 (27.25%)
had very large effect and 46 (11.5%) had extremedy
large effect on DLQI while only 25 (6.25%) had
no effect on DLQI, 41 (10.25%) had small effect
on DLQI. This could illuminate the negative impact
of psoriasis on QOL of patients. Our results are in
agreement with Eid & Elweshahi, [19] study which
was done on 274 Egyptian psoriasis patients,
Aghaei et al., [20] study in Iran and Tejada Cdos
et al., [21] studyin southern Brazil.

Positive correlation was detected in our study
between DLQI and both, the extent of psoriasis
and PASI score. That was in agreement with Tang
et al., [22] studywho reported that the impact of
disease on QOL was found to be greater in those
with more extensive psoriatic lesion involvement.
The same with Nayak et al., [23] and Sojevi'c
Timotijevi'c et d., [24] who reported in their studies
dgnificant postive correlation between PASl score
and DLQI score. In addition to Mattei et d., [25]
study who reported that reduction in PASI score
of at least 75% can be translated to significant
QOL improvement in treated psoriasis patients.
Other studies reported the same results as Eid and
Elweshahi, [19] & Aghad et d., [20]. These corre-
|ations account for the more visible lesions, more
symptoms like itching and scaling and the more
mess the patient could face as the extent and PASI
score increase in addition to deterioration in the
generd condition. Thus, more psychologicd burden
and increase in the DLQI score.

In addition, significant relation was detected
in our study between DLQI and course of the
disease where progressive course had the largest
effect on DLQI than other types of disease course.
That was in agreement with Nayak et d., 2018 [23]
study who reported that the chronic progressive
course of psoriasis along with disease severity,
impairs QOL. That's to say, with progressive course,
the disease was often seen by patients as incom-
prehensible, incurable, and uncontrollable, hence,
increasein DLQI.

Type of psoriasis aso affect DLQI significantly.
We found in our study that erythrodermic psoriasis
had the largest effect among other types of psoriasis
on DLQI. That was logic regarding that erythro-
dermic psoriasis has the largest extent of BSA than
other types of psoriasis in addition to the worst
general condition of the patient. That was contra-
dictory to the results of an Iranian study by Moradi
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et d., 2015 [26] who found no gatidicaly sgnificant
difference in QOL regarding clinical types of
psoriasis in Iran. But our results agree with another
dudy in Iran by Zandi, et d. 2011, [27] who reported
that erythrodermic type of psoriasis were predictors
of the greatest QOL imparment measured by DLQ)I.

Also the affected site whether hidden, non-
hidden or both, had significant relation with DLQI.
We found that patients with lesions in both hidden
and non-hidden sites had the highest DLQI, most
probably due the generalized digtribution of pso-
riasis, followed by the non-hidden sites which are
visible to other people causing psychologica em-
barrassment and stigmatization in addition to the
low saf-esteem, then the hidden sites which defi-
nitely affect patient's quality of life but are not
visble to other people. That was in agreement with
Sojevi’c Timotijevi'c et d., [24] study who reported
that improvement of psoriasis in visible body
regions has an appreciable influence on QOL im-
provement, and may positively affect treatment
success in patients with psoriasis.

Women and men have different subjective per-
ceptions of how symptoms affect their socid inter-
actions, emotional states and, ultimately, their
QOL. Men can find it eeder to distance themselves
from the social effects of psoriasis. Women, in
contrast, are more likely to report feeling 'upset’,
disturbed' or 'ashamed' in social settings [28].
However, in our study no significant relaions were
detected between sex of the patients and DLQI.
Our results were in agreement with Singhal et d., [
29] study. While contradictory with Sojevic
Timotijevi'c e d., [24] study, who reported that sex
of the patients affects DLQI score significantly
where men were more affected than women, and
Mabuchi et al., [30] study who reported that QOL
is serioudly affected in females more than males.

Factors such as age, disease duration and pres-
ence of comorbidities can all be associated with
reduced QOL in people with psoriasis [31]. In our
study no correlations were detected between DLQI
of the patients and their age which was in agreement
with Singhal et d., [29] study while contradictory
with Sojevi’c Timotijevi'c et a., [24] study who
reported that the older the age the more the impact
of psoriasis and Y oung, 2005 [32] study who report-
ed more impact of psoriasis on young adults. In
addition, Lépez-Estebaranz et d., [33] study detected
that the mean DLQI total score varied sgnificantly
across age groups.

Regarding disease duration, no correlation was
detected in our study between disease duration and
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DLQI. That was in agreement with Singhal et a., [
29] study but in contrast to Sojevi’c Timotijevi'c et
al., [24] study who detected negative impact of the
disease duration on the QOL of patients.

In our study, no significant relations were de-
tected between family history of psoriasis in pa
tients and DLQI. That was contradictory with
L épez-Estebaranz et d., [33] study who detected
that the presence of a family history of psoriasis
significantly affect the patient's QOL regardless
of disease severity.

Psoriasis and obesity are accompanied by low-
grade systemic inflammation, and in theory, obes-
ity-derived pro-inflammatory mechanisms may
worsen the severity of psoriasis in overweight
individuals with psoriasis [34]. In our study, no
correlations were detected between DLQI and BMI
of the patients. That was in agreement with Petridis
et a., 2018 [35] Sudy. However, Jensen et ., 2016 |
36] reported in their study that losing weight
showed PAS] improvement and a significant re-
duction in DLQI in overweight patients with pso-
riasis.

Patients with psoriasis, like those with other
major medical disorders, have reduced levels of
employment and income as well as impaired QOL.
The combined cogs of long-term thergpy and socid
costs of the disease have a mgjor impact on hedlth
care systems and on society in generd [37]. How-
ever, no correlation was detected in our study
between DLQI and socio-economic status or pa
tients occupation. Singhal et al., [29] also reported
no significant relation between DLQI and occupa-
tion in their study. In the contrary, Nayak et al., |
23] sudy reported a sgnificant negative correation
between family incomeand DLQI and Jung et d., [
38] study reported that QOL in patients with pso-
riasis was significantly associated with their socio-
economic characteristics and employment status.

We observed in our study that patients with
high socio-economic status showed the highest
DLQI scores (however they were only two pa-
tients), followed by very low SES, then low SES
and finally middle SES. This could be explained
by the more concern of body image and good
presentation in high socio-economic status people
in general.

Psoriasis is an immune-mediated inflammatory
skin disease that is strongly associated with the
clinicd features of the Metabolic Syndrome (M&tS) |
39]. In our study, metabolic syndrome was positive
in 131 (32.75%) of the patients and negative in
269 (67.25%). A study was done in Turkey on 563
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psoriasis patients, metabolic syndrome was found
in 12.6% of the patients [40]. The prevalence of
metabolic syndrome in psoriasis patients in the
United States was 34.7% in 2011-2012 [41]. When
we correlated DLQI with the associated comor-
bidities (Hypertension, Diabetes Mdllitus, Hepatitis
C virus, Cardiac diseases and Metabolic syndrome)
in our patients, no significant relations were de-
tected. Our results are contradictory with Souza
et al., [42] study who reported that Metabolic
syndrome has an important effect on DLQI of
psoriasis patient.

In conclusion, different factors affect DLQI in
psoriasis. Psoriasis extent of BSA and PASI score
in addition to site of lesions in exposed areas,
course of the disease and type of psoriasis affect
DLQI significantly. Other data such as age, sex,
occupation, residence, marital status and smoking
in addition to BMI and socio-economic status did
not affect DLQI significantly. Furthermore, the
onset, duration, family history of psoriasis, in
addition to the presence of comorbidities including
metabolic syndrome aso showed no significant
effect on DLQI of patients. Handling conditions
that affect DLQI serioudy would improve the QOL
in psoriasis patients which is a very important
target in the treatment of this chronic disease.
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