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ABSTRACT
Introduction and aim: Chronic skin diseases are associated
with significant morbidity in the form of physical discomfort and
impairment of patient’s quality of life (QOL). This study was
aimed to assess the impact of various chronic dermatoses
on the QOL.
Materials and methods: This was a hospital-based, crosssectional study done on 180 consenting outdoor patients
between 20 and 60 years of age clinically diagnosed to have
a chronic skin disorder, including acne, psoriasis, atopic dermatitis (AD), vitiligo, chronic urticaria (CU), or androgenetic
alopecia (AGA) for more than 6 months duration. Quality of life
was assessed by using the World Health Organization (WHO)
QOL-BREF (Hindi version) which had four domains—physical,
psychological, social relationship, and environmental health.
Results: Out of total 180 cases, 100 (55.6%) were males and
80 were females (44.4%). Most cases (43.3%) were in the age
group of 20 to 30 years. Urban patients (143, 79.4%) were
more than rural patients (37, 20.6%). Chronic urticaria and
AGA had significant impact on psychosocial domain.
Conclusion: All the six dermatoses showed impact on the
patient’s QOL. This raises the need to have an assessment
by psychologists and counselors within dermatology services
in treating the chronic dermatoses.
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Organization quality of life-BREF.
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INTRODUCTION
Skin diseases are among the most common health problems worldwide and are associated with considerable
impairment in QOL. Patients with visible skin symptoms
are often glared at or even avoided for fear of infection or
for disgust. The experience of stigmatization in chronic
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skin conditions because of their visible effect may have
profound consequences in the life of patients, such as
increased anxiety or social avoidance.1
The WHO defines QOL as “an individual’s perception of their position in life in the context of culture and
value systems in which they live and in relation to their
goals, expectations, standards, and concern”.2 Healthrelated QOL is a related term that denotes a state of an
individual’s QOL pertaining to health and disease and/
or its treatment.3
The impact of skin disorders on patient’s QOL is well
recognized. A multidisciplinary approach is needed to
comprehensively evaluate triggers and response to treatment, address confounding factors including sleep disruption, and educate patients to improve QOL of the patient.
The evaluation of QOL due to chronic dermatoses and
measures of QOL are routinely included in clinical trials.
Nevertheless, very often the influence of chronic skin
diseases on QOL might be underestimated in comparison
with life-threatening diseases like cancer or heart diseases. Previous studies have concentrated on individual
dermatoses when measuring QOL. We therefore, plan to
study the effect of six chronic dermatoses (skin conditions
lasting for more than 6 months), which included acne,
psoriasis, AD, vitiligo, CU, and AGA on QOL.

MATERIALS AND METHODS
This was a hospital-based, cross-sectional study conducted in Department of Dermatology of Mahatma
Gandhi Medical College & Hospital (MGMCH), Jaipur,
Rajasthan, India. A total of 180 outdoor, consenting
patients, clinically diagnosed to have a chronic skin disorder of more than 6 months duration in the age group
of 20 to 60 years of both sexes were included in the study.
Patients with preexisting psychiatric illness or family
history of the same, those suffering or taking medicine
for other major systemic illness, and pregnant or lactating
females were excluded from the study. Ethical clearance
was taken from the Ethics Committee, MGMCH, Jaipur.
The chronic skin dermatoses included were as follows:
• Acne
• Psoriasis
• Atopic dermatitis
• Vitiligo
• Chronic urticaria
• Androgenetic alopecia
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A detailed history pertaining to the parameters like
demographic data, presenting illness, personal history,
presence of medical/surgical diseases, family and treatment history was elicited. The interview schedule for
assessment of QOL was done by WHOQOL-BREF 4-6
Hindi version, which consisted of four domains: Physical health, psychological health, social relationship, and
environmental domain.

Scoring of the Scale
Domain scales were scaled in positive direction, i.e.,
higher scores denote higher QOL. The mean score of
items within each domain is used to calculate the domain
score. Mean scores are then multiplied by 4 in order to
make domain score comparable with the scores used
in WHOQOL-100. The score of the WHOQOL-BREF
questionnaire was processed and converted to raw score,
which is then converted to the final score by calculating
the average/mean and standard deviation of the evolved
data. The score less than mean score was assigned as
decreased QOL, and vice versa.

Data Analysis
Descriptive statistics like percentages, mean, and standard deviation were used. One-way analysis of variance
(ANOVA) was used to find the F ratio and p-value in
QOL scores. Chi-square test was used, or the association
between chronic dermatoses, in each domain of the QOL
affected patient.

Observations and Results
A total of 180 consenting patients with 30 patients each
of acne vulgaris, psoriasis, AD, vitiligo, CU, and AGA
attending the Skin outpatient department of MGMCH,
Jaipur, India, were included in the study. One of their
family members was interviewed. There were 100 (55.6%)
males and 80 (44.4%) females and urban patients (143,
79.4%) outnumbered rural patients (37, 20.6%).
The age-wise distribution of the patients is shown in
Table 1.
The highest number of patients with acne, vitiligo,
CU, and AGA (78, 43.3%) was observed in group I. The
highest number of patients with AD was in group II.
Psoriasis was found to be almost similar in groups I
(8, 26.67%), II (9, 30%), and III (8, 26.67%) and slightly less
in group IV (5, 16.66%).
Atopic dermatitis was found to be highest in group II
(11, 36.67%) and least in group III (3, 10%).
Males outnumbered females in acne (19, 63.33%),
psoriasis (21, 70%), AD (16, 53.33%), and AGA (24, 80%),
whereas females outnumbered males in vitiligo (18, 60%)
and CU (13, 43.33%; Table 2).
Urban patients (143, 79.4%) were more than rural
patients (37, 20.6%; Table 3).
The largest group of patients were students (51,
28.3%), followed by semiskilled (32, 17.8%), skilled (30,
16.7%), service class (26, 14.4%), unemployed (25, 13.9%),
and farmers (12, 6.7%; Table 4).
The income-wise distribution is shown in Table 5.
The monthly income of the patients is compiled under

Table 1: Age-wise distribution of the patients (n = 180)
Age groups
I
II
III
IV

Age in years
20–30
31–40
41–50
51–60
Total

Acne
n = 30 (%)
21 (70)
8 (26.67)
1 (3.33)
0
30 (100)

Psoriasis
n = 30 (%)
8 (26.67)
9 (30)
8 (26.67)
5 (16.66)
30 (100)

AD
n = 30 (%)
7 (23.3)
11 (36.67)
3 (10)
9 (30)
30 (100)

Vitiligo
n = 30 (%)
13 (43.33)
7 (23.3)
8 (26.67)
2 (6.67)
30 (100)

CU
n = 30 (%)
12 (40)
9 (30)
6 (20)
3 (10)
30 (100)

Androgenetic
n = 30 (%)
17 (56.67)
11 (36.67)
2 (6.67)
0
30 (100)

Total
n = 180 (%)
78 (43.32)
55 (30.56)
28 (15.56)
19 (10.56)
180 (100)

Table 2: Sex-wise distribution of the patients (n = 180)
Gender
Males
Females
Total

Acne
n = 30 (%)
19 (63.33)
11 (36.67)
30 (100)

Psoriasis
n = 30 (%)
21 (70)
9 (30)
30 (100)

AD
n = 30 (%)
16 (53.33)
14 (46.67)
30 (100)

Vitiligo
n = 30 (%)
12 (40)
18 (60)
30 (100)

CU
n = 30 (%)
13 (43.33)
17 (56.67)
30 (100)

AGA
n = 30 (%)
24 (80)
6 (20)
30 (100)

Total
n = 180 (%)
100 (55.6)
80 (44.4)
180 (100)

Table 3: Rural/urban distribution of the patients (n = 180)
Domicile
Rural
Urban
Total
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Acne
n = 30 (%)
7 (23.33)
23 (76.67)
30 (100)

Psoriasis
n = 30 (%)
11 (36.67)
19 (63.33)
30 (100)

AD n = 30 (%)
9 (30)
21 (70)
30 (100)

Vitiligo
n = 30 (%)
3 (10)
27 (90)
30 (100)

CU n = 30 (%)
2 (6.67)
28 (93.33)
30 (100)

AGA
n = 30 (%)
5 (16.67)
25 (83.33)
30 (100)

Total
n = 180 (%)
37 (20.6)
143 (79.4)
180 (100)
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Table 4: Occupation-wise distribution of the patients (n = 180)
Occupation
Unemployed
Semiskilled
Farmers
Students
Skilled
Service
Total

Acne
n = 30 (%)
2 (6.67)
3 (10)
1 (3.33)
17 (56.67)
4 (13.33)
3 (10)
30 (100)

Psoriasis
n = 30 (%)
6 (20)
4 (13.33)
5 (16.67)
2 (6.67)
8 (26.67)
5 (16.67)
30 (100)

AD n = 30 (%)
6 (20)
11 (36.67)
5 (16.67)
2 (6.67)
3 (10)
3 (10)
30 (100)

Vitiligo
n = 30 (%)
4 (13.33)
5 (16.67)
0 (0)
12 (40)
3 (10)
4 (13.33)
30 (100)

CU n = 30 (%)
5 (16.67)
2 (6.67)
0 (0)
15 (50)
5 (16.67)
3 (10)
30 (100)

AGA
n = 30 (%)
2 (6.67)
7 (23.33)
1 (3.33)
5 (16.67)
7 (23.33)
8 (26.67)
30 (100)

Total
n = 180 (%)
25 (13.9)
32 (17.8)
12 (6.7)
51 (28.3)
30 (16.7)
26 (14.4)
180 (100)

Table 5: Income-wise distribution of the patients
Groups
I
II
III
IV
V

Income
Up to 1,000
1,001–10,000
10,001–20,000
20,001–30,000
More than 30,000
Total

Acne
n = 30 (%)
19 (63.33)
2 (6.67)
2 (6.67)
5 (16.67)
2 (6.67)
30 (100)

Psoriasis
n = 30 (%)
8 (26.67)
7 (23.33)
3 (10)
8 (26.67)
4 (13.33)
30 (100)

AD
n = 30 (%)
4 (13.33)
10 (33.33)
9 (30)
5 (16.67)
2 (6.67)
30 (100)

Vitiligo
n = 30 (%)
14 (46.67)
4 (13.33)
5 (16.67)
6 (20)
1 (3.33)
30 (100)

CU
n = 30 (%)
18 (60)
3 (10)
4 (13.33)
4 (13.33)
1 (3.33)
30 (100)

AGA
n = 30 (%)
6 (20)
5 (16.67)
8 (26.67)
6 (20)
5 (16.67)
30 (100)

Total
n = 180 (%)
69 (38.3)
31 (17.2)
31 (17.2)
34 (18.9)
15 (8.3)
180 (100)

Table 6: Quality of life among study groups according to different QOL domains
QOL domains
1. Physical health
  Mean
  SD
2. Psychological health
  Mean
  SD
3. Social relationship
  Mean
  SD
4. Environmental health
  Mean
  SD
SD: Standard deviation

Acne

Psoriasis

AD

Vitiligo

CU

AGA

15
± 2.6

15
± 3.31

14.57
± 3.47

13.3
± 4.21

15.23
± 2.84

16.5
± 8.8

15
±3

14
± 3.53

14.8
± 3.46

14
± 3.15

15
± 3.18

15.36
± 2.9

14
± 3.34

15
± 2.9

14.3
± 3.36

15.07
± 3.42

14.4
± 2.86

14
± 3.39

14
± 3.02

13
± 1.67

14.63
± 3.35

14.83
± 2.7

14.63
± 3.6

13.3
± 3.52

F ratio
1.449

p-value
0.209

0.934

0.460

0.646

0.664

1.902

0.096

Table 7: Chi-square in the physical domain of the QOL (n = 180)
Acne
Domain 1 physical
n = 30 (%)
Low QOL
14 (47)
Average QOL
3 (10)
High QOL
13 (43)
Total
30 (100)
χ2 = 7.12; df = 10; p = 0.714

Psoriasis
n = 30 (%)
14 (47)
4 (13)
12 (40)
30 (100)

AD n = 30 (%)
14 (47)
4 (13)
12 (40)
30 (100)

five groups. Group I comprises monthly income of up
to Rs. 1,000; group II has monthly income of Rs. 1,001 to
10,000; group III comprises monthly income of Rs. 10,001
to 20,000; group IV has monthly income of Rs. 20,001 to
30,000; and group V has monthly income of more than
Rs. 30,000.
Quality of life in chronic dermatoses according to
different QOL domains as described by WHOQOL-BREF
questionnaire was assessed statistically by applying
ANOVA scale (Table 6).

Vitiligo n = 30 (%)
12 (40)
6 (20)
12 (40)
30 (100)

CU n = 30 (%)
19 (63.33)
5 (16.7)
6 (20)
30 (100)

AGA n = 30 (%)
17 (56.6)
5 (16.8)
8 (26.6)
30 (100)

The QOL on chronic dermatoses was assessed statistically by applying ANOVA scale.
The physical health domain of QOL is more hampered
in patients with AGA (16.5) followed by CU (15.23), acne
(15), psoriasis (15), AD (14.57), and vitiligo (13.3). Because
F ratio is not significant, physical health dimension of
QOL is equally affected in all dermatoses (Table 7).
Table 7 shows that there was no significant difference
in the physical domain of the QOL among the different
dermatoses as the mean values were almost equal.
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Table 8: Chi-square in the psychological domain of the QOL (n = 180)
Domain 2
Acne
Psoriasis
psychological
n = 30 (%)
n = 30 (%)
Low QOL
14 (47)
11 (37)
Average QOL
4 (13)
4 (13)
High QOL
12 (40)
15 (50)
Total
30 (100)
30 (100)
χ2 = 29.8; df = 10; p = 0.001 (highly significant)

AD n = 30 (%)
12 (40)
4 (13)
14 (47)
30 (100)

Vitiligo
n = 30 (%)
15 (50)
4 (13)
11 (36.7)
30 (100)

CU n = 30 (%)
22 (73.3)
5 (16.7)
3 (10)
30 (100)

AGA n = 30 (%)
26 (86.7)
3 (10)
1 (3.33)
30 (100)

Table 9: Chi-square in the social relationships domain of the QOL (n = 180)
Acne
Domain 3 social
n = 30 (%)
Low QOL
16 (53)
Average QOL
2 (7)
High QOL
12 (40)
Total
30 (100)
χ2 = 14.1; df = 10; p = 0.171

Psoriasis
n = 30 (%)
16 (53)
5 (17)
9 (30)
30 (100)

AD n = 30 (%)
16 (53)
5 (17)
9 (30)
30 (100)

Vitiligo n = 30 (%)
10 (33.33)
7 (23.33)
13 (43.33)
30 (100)

CU n = 30 (%)
20 (66.7)
3 (10)
7 (23.33)
30 (100)

AGA n = 30 (%)
22 (73.33)
3 (10)
5 (16.67)
30 (100)

Table 10: Chi-square in the environmental domain of the QOL (n = 180)
Domain 4
Acne
environmental
n = 30 (%)
Low QOL
9 (30)
Average QOL
6 (20)
High QOL
15 (50)
Total
30 (100)
χ2 = 9.11; df = 10; p = 0.522

Psoriasis
n = 30 (%)
8 (27)
3 (10)
19 (63)
30 (100)

AD n = 30 (%)
8 (27)
3 (10)
19 (63)
30 (100)

The QOL in the psychological health domain is again
more hampered in AGA (15.36) followed by CU (15) and
acne (15). Then comes AD (14.8) and least mean was
showed by psoriasis (14) and vitiligo (14). Because F
ratio was not significant, therefore psychological health
dimension of QOL was equally affected in all dermatoses
(Table 8).
Table 8 indicates that the psychological domain was
significantly hampered in all the dermatoses. Although
there was no significant difference in the psychological
levels within the dermatoses itself, but CU and AGA were
the most affected conditions.
Social relationship was found hampered more in vitiligo (15.07) compared with psoriasis (15), followed by
CU (14.4), AD (14.3), acne (14), and AGA (14). Because F
ratio was not significant, social relationship dimension of
QOL was equally affected in all the dermatoses (Table 9).
Table 9 shows that none of the chronic dermatoses had
significant effect on patient’s social relationship domain
of the QOL. But majority of the patients of CU (20, 66.7%)
had low QOL in this domain.
The environmental health was found hampered in
vitiligo (14.83), followed by AD (14.63), CU (14.63), acne
(14), AGA (13.3), and psoriasis (13). Because F ratio was
not significant in all four domains, QOL was affected in
all the dermatoses (Table 10).
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Vitiligo
n = 30 (%)
12 (40)
4 (13)
14 (47)
30 (100)

CU n = 30 (%)
13 (43.4)
7 (23.3)
10 (33.3)
30 (100)

AGA n = 30 (%)
9 (30)
4 (13.3)
17 (56.7)
30 (100)

Table 10 shows that the environmental domain of
the QOL of the patient was not hampered significantly.
Here also majority of the patients of CU had low QOL in
context of their environmental domain.
Overall, AGA had greater impact on physical and psychological health of patient, whereas vitiligo had greater
impact on the social relationship and environmental
health of the patient.

DISCUSSION
The present study aims to assess the effect of chronic dermatoses (skin conditions lasting for more than 6 months)
on QOL of the patient. The study group included 180
patients; 30 patients in each of acne, psoriasis, vitiligo,
CU, AD, and AGA (CU) were analyzed (total male = 100;
55.6%, female = 80; 44.4%).
Quality of life of the patient was assessed in the following domains:
• Physical health
• Psychological health
• Social relationship
• Environmental domain
(A) Acne: There were 30 patients of acne included in
the study and most of the patients were males (19, 63.33%;
Table 2). Maximum number of patients were in the age
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group of 20 to 30 years (Table 1). The urban patients
(23, 76.67%) were more than rural patients (Table 3).
In this study, the incidence of acne was found to be
more in urban population probably due to more awareness and consciousness about the looks. However, rural
population took acne as granted for the adolescent agerelated and self-limiting disorder.
In the present study, it was found that majority of the
patients, i.e., 14 (47%), had low QOL in the psychological
domain (Table 8) and 14 (47%) patients out of 30 had low
QOL in the physical domain too (Table 7).
Majority of the patients (15, 50%) had high QOL in
the environmental health domain (Table 10). In all four
domains, 7 to 20% of the patients had average QOL
(Tables 7 to 10). Similar findings were reported by Koo
et al,7 who stated that although acne does not cause direct
physical impairment, it can produce a significant psychosocial burden on the patient. Our study showed that acne
had psychological impacts and had negative emotional
reactions in the patients. The impact of acne on QOL is
independent of gender and age but shows association
with disease severity.
A study by Tan 8 and Tallab 9 reported that acne
leads to both anxiety and depression, leading to low
self-esteem, low self-confidence, low self-assertiveness,
embarrassment, social inhibition, shame, altered
body image, psychosomatic symptoms (e.g., pain and
discomfort), obsessive-compulsiveness, and suicidal
ideation. In our study, it was found that majority of the
patients (16, 53%) had low QOL in the psychological
domain as stated in Table 8. Younger patients are subjected to scorn, teasing, and stigmatization. However,
the impact of acne on a particular patient is not always
easy to judge. There is very scant literature available
on the impact of acne on QOL in Indian patients. Compared with France, where adolescents worry even about
getting acne, 10 Indians appear to accept acne more
readily and its impact on QOL in our population is of
lower magnitude.11
Tasoula et al12 had conducted study on 1,560 patients
of acne and found that these patients experience greater
psychosocial and emotional impairment. The present
study although containing less number of patients
showed similar kind of impairment in the psychological,
social relations, and environmental domain of the QOL
(Tables 8 to 10).
Behnam et al13 had showed, however, that the emotional impact of acne can be difficult to predict because of
the presence of many underlying factors, such as patient’s
age and gender, psychosocial development period,
clinical severity of the disease, family and peer support
systems, and other underlying psychopathology. Thus,

the impact of acne appearance on psychological status of
individuals might be varied in different populations. Our
findings are consistent with the study as the psychological
domain was significantly affected in 47% of the patients
(Table 8). We also found that there is no significant impairment of the other domains of the QOL of the patient, viz.,
physical health (Table 7), social relationship (Table 9), and
environmental health (Table 10).
(B) Psoriasis: In this study, there was dominance of
males (21, 70%) compared with the females (9, 30%;
Table 2). Maximum number of patients (9, 30%) were in
the age group of 31 to 40 years (Table 1). Urban patients
(19, 63.33%) were more than rural patients (11, 36.67%;
Table 3).
In the present study, 47% of the patients had low
QOL in the physical domain (Table 7) and 37% had
low QOL in the psychological domain (Table 8) 53% of
patients had low QOL in social relationships (Table 9),
63% had high QOL in the environmental domain (Table
10), and 10 to 17% of the patients had scored average
QOL (Tables 7 to 10).
In a study by Manjula et al,14 overall Psoriasis Disability Index (PDI) score showed that the QOL was affected
in 75% of patients.
Another study conducted by Rakhesh et al,15 in over
50 patients with psoriasis using Psoriasis Area Severity
Index, PDI, and Psoriasis Life Stress Inventory showed
that psoriasis had affected the physical and psychological
health of the patient, which was similar to the findings
of our study.
(C) Atopic dermatitis: In the present study, the
maximum number of patients (11, 36.67%) were in the age
group of 30 to 40 years (Table 1) and males (16, 53.33%)
were more than females (14, 46.67%; Table 2). Maximum
patients (21, 70%) belonged to urban areas (Table 3).
Mozaffari et al16 reported that AD has a major impact
on physical well-being. In our study, majority of patients
(14, 47%) had low QOL in physical domain (Table 7).
Coghi et al17 showed AD affecting mental status of the
patient more than any other domain. In our study, 12
(40%) patients of AD had low QOL in psychological
domain.
In social relationship and environmental domain,
16 (53%) and 8 (27%) patients had low QOL respectively.
(D) Vitiligo: Out of 30 patients of vitiligo, 18 (60%)
were females (Table 2). Maximum patients were in the
age group of 20 to 30 years (13, 43.33%; Table 1). Urban
patients (27, 90%) were more than rural patients (3, 10%;
Table 3).
In the present study, 40% patients of vitiligo had
low QOL comparable to study by Karelson et al18 and
Al-Mubarak et al.19
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In our study, 50% patients of vitiligo had low QOL in
psychological domain (Table 8). The study by Karelson
et al18 also showed that vitiligo causes notable psychological impairment. Sampogna et al20 reported that the
adverse impact of vitiligo on QOL seems to be centered
on psychological domain and the most common problems
included worry of vitiligo getting worse (60%), anger
(37%), embarrassment (34%), depression (31%), impact
on social life (28%), and shame (28%). Ramakrishna
and Rajni21 showed that vitiligo affects well-being and
self-esteem by predisposing subjects to social isolation
and depression and hence disturbed QOL. In our study,
10 (33.3%) and 12 (40%) patients had low QOL in social
relationship and environmental domain respectively
(Tables 9 and 10).
(E) Chronic urticaria: In this study, females (17, 56.7%)
were more than males (13, 43.3%; Table 2). Most patients
belonged to urban area (28, 93.3%; Table 3). Maximum
number of patients (12, 40%) belonged to the age group
of 20 to 30 years (Table 1).
Ue et al22 found that most affected domains were
“symptoms and feelings” and “daily activities,” while
the most affected domains in the Short Form 36 (the tool
used by them) were “physical role” and “vitality.” In the
present study, QOL in CU patients was most hampered
in the psychological domain (Table 8).
As per the survey done by Ben-Shoshan et al,23 psychological factors play a role in pathogenesis of CU and
that CU can be best understood as a physical reaction to
a condensation of biological and psychological elements
arising out of the personal history of an individual under
the stress of a particular set of life circumstances.
(F) Androgenetic alopecia: Out of 30 patients, 24 (80%)
were males (Table 2). Majority (17, 56.67%) belonged to
age group between 20 and 30 years (Table 1). Most of them
belonged to urban area (25, 83.33%; Table 3).
Psychological domain was affected in maximum
26 (86.7%) patients followed by physical domain in 17
(56.6%) patients. A study on AGA done by Sawant et al24
showed that patients appeared to have more psychological symptoms on almost all scales scoring highly on obsessive-compulsive, interpersonal sensitivity, and depression
subscales. In our study, QOL was equally affected in males
and females. Cash et al25 reported AGA was more stressful for women than men. Interestingly, studies done by
Van der Donk et al26 and Van Passchier et al27 negate the
view of psychological impairment accompanying AGA,
although QOL does cause psychosocial problems.

CONCLUSION
This study yielded that all six chronic dermatoses showed
impact on the patient’s QOL. The intensity of the impact
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of a dermatosis on different individuals differs from
person to person. Some are excessively worried and devastated by few blemishes, while others even with a visible
and chronic skin problems are not bothered due to their
busy daily routine. There is highly significant association
of QOL with type of chronic dermatoses. Patients with
CU and AGA have low QOL in comparison to others.
The psychological impact of chronic skin disease can
be dealt with an understanding and supporting doctor–
patient relationship and education of the patient and
community about the nature of skin disease. This raises
the need to have an access to psychologists and counselors within dermatology services in treating the chronic
dermatoses.

REFERENCES
1. Wilson E. Lectures on dermatology. Vol. 1. London: J & A
Churchill; 1871. pp. 106-113.
2. The World Health Organization Quality of Life Assessment
(WHOQOL): position paper from the World Health Organization. Soc Sci Med 1995 Nov;41(10):1403-1409.
3. Halioua B, Beumont MG, Lunel F. Int J Dermatol 2000
Nov;39(11):801-806.
4. WHOQOL Group. Development of the WHOQOL: rationale
and current status. Int J Ment Health 1994;23(3):24-56.
5. The World Health Organization Quality of Life Assessment
(WHOQOL): development and general psychometric properties. Soc Sci Med 1998 Jun;46(12):1569-1585.
6. Noerholm V, Groenvold M, Watt T, Bjorner JB, Rasmussen NA,
Bech P. Quality of life in the Danish general populationnormative data and validity of WHOQOL-BREF using
Rasch and item response theory models. Qual Life Res 2004
Mar;13(2):531-540.
7. Koo JY, Shellow WV, Hallman CP, Edwards JE. Alopecia
areata and increased prevalence of psychiatric disorders. Int
J Dermatol 1994 Dec;33(12):849-850.
8. Tan JK. Psychological impact of acne vulgaris: evaluating the
evidence. Skin Therapy Lett 2004 Aug-Sep;9(7):1-3, 9.
9. Tallab TM. Beliefs, perceptions and psychological impact of
acne vulgaris among patients in the Assir region of Saudi
Arabia. West Afr J Med 2004 Jan-Mar;23(1):85-87.
10. Pawin H, Chivot M, Beylot C, Faure M, Poli F, Revuz J,
Dréno B. Living with acne: a study of adolescents’ personal
experience. Dermatology 2007;215(4):308-314.
11. Kubba R, Bajaj AK, Thappa DM, Sharma R, Vedamurthy M,
Dhar S, Criton S, Fernandez R, Kanwar AJ, Khopkar U, et al.
Acne in India: guidelines for management – IAA consensus
document. Indian J Dermatol Venereol Leprol 2009 Jan;75
(Suppl 1):1-62.
12. Tasoula E, Gregoriou S, Chalikias J, Lazarou D, Danopoulou I,
Katsambas A, Rigopoulos D. The impact of acne vulgaris
on quality of life and psychic health in young adolescents
in Greece. Results of a population survey. An Bras Dermatol
2012 Nov-Dec;87(6):862-869.
13. Behnam B, Taheri R, Ghorbani R, Allameh P. Psychological
impairments in the patients with acne. Indian J Dermatol 2013
Jan;58(1):26-29.
14. Manjula VD, Sreekiran S, Saril PS, Sreekanth MP. A study of
psoriasis and quality of life in a tertiary care teaching hospital
of Kottayam, Kerala. Indian J Dermatol 2011 Jul;56(4):403-406.

JMGUMST
Assessment of Quality of Life in Chronic Dermatoses
15. Rakhesh SV, D’Souza M, Sahai A. Quality of life in psoriasis:
a study from South India. Indian J Dermatol Venereol Leprol
2008 Nov-Dec;74(6):600-606.
16. Mozaffari H, Pourpak Z, Pourseyed S, Farhoodi A, Aghamhammadi A, Movahadi M, Ghaaraghozloo M, Moin M.
Quality of life in atopic dermatitis patients. J Microbiol
Immunol Infect 2007 Jun;40(3):260-264.
17. Coghi S, Bortoletto MC, Sampaio SA, Andrade Junior HF,
Aoki V. Quality of Life is severely compromised in adult
patients with atopic dermatitis in Brazil, especially due
to mental components. Clinics (Sao Paulo) 2007 Jun;62(3):
235-242.
18. Karelson M, Silm H, Kingo K. Quality of life and emotional
state in vitiligo in an Estonian sample: comparison with psoriasis and healthy controls. Acta Derm Venereol 2013 Jul 6;93(4):
446-450.
19. Al-Mubarak L, Al-Mohanna H, Al-Issa A, Jabak M, Mulekar SV.
Quality of life in Saudi vitiligo patients. J Cutan Aesthet Surg
2011 Jan;4(1):33-37.
20. Sampogna F, Raskovic D, Guerra L, Pedicelli C, Tabolli S,
Leoni L, Alessandroni L, Abeni D. Identification of categories
at risk for high quality of life impairment in patients with
vitiligo. Br J Dermatol 2008 Aug;159(2):351-359.

21. Ramakrishna P, Rajni T. Psychiatric morbidity and quality of life
in vitiligo patients. Indian J Psychol Med 2015 Jan-Mar;37(1):111.
22. Ue AP, Souza PK, Rotta O, Furlani Wde J, Lima AR, Sabbag DS.
Quality of life assessment in patients with chronic urticaria.
An Bras Dermatol 2011 Sep-Oct;86(5):897-904.
23. Ben-Shoshan M, Blinderman I, Raz A. Psychosocial factors
and chronic spontaneous urticaria: a systematic review. Eur
J Allergy Clin Immunol 2013 Feb;68(2):131-141.
24. Sawant N, Chikhalkar S, Mehta V, Ravi M, Madke B,
Khopkar U. Androgenetic alopecia: quality-of-life and associated lifestyle patterns. Int J Trichol 2010 Jul;2(2):81-85.
25. Cash TF, Price VH, Savin RC. Psychological effects of androgenetic alopecia on women: comparisons with balding men
and with female control subjects. J Am Acad Dermatol 1993
Oct;29(4):568-575.
26. Van Der Donk J, Hunfeld JA, Passchier J, Knegt-Junk KJ,
Nieboer C. Quality of life and maladjustment associated with
hair loss in women with alopecia androgenetica. Soc Sci Med
1994 Jan;38(1):159-163.
27. Van Passchier J, Dutree-Meulenberg RO, Stolz E, Verhage F.
Psychological characteristics of men with alopecia androgenetica and their modification. Int J Dermatol 1991 Jan;30(1):
22-28.

Journal of Mahatma Gandhi University of Medical Sciences and Technology, May-August 2017;2(2):71-77

77

