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Abstract 

Background: Psoriasis is a chronic immune-mediated inflammatory skin disease that affects patients beyond visible 
skin lesions. Although clinical severity is commonly assessed using the Psoriasis Area and Severity Index (PASI), the 
daily burden experienced by patients is more broadly reflected by patient-reported measures such as the Dermatology 
Life Quality Index (DLQI). This review discusses quality-of-life impairment in patients with psoriasis beyond skin 
severity alone. 

Methods: A narrative review was conducted using literature from PubMed, Google Scholar, Scopus, and ScienceDirect. 
Relevant articles addressing psoriasis, quality of life, DLQI, PASI, symptom burden, psychosocial burden, treatment 
burden, adherence, and patient-reported outcomes were included. 

Results: Psoriasis may impair quality of life through persistent symptoms, sleep disturbance, embarrassment, stigma, 
emotional distress, social limitation, occupational difficulties, and treatment-related burden. PASI is useful for 
measuring erythema, induration, scaling, and body surface area involvement, but it does not directly capture how the 
disease affects sleep, confidence, relationships, daily activities, or treatment experience. DLQI provides a 
complementary view by assessing the patient’s perception of disease impact. Therefore, clinical severity and patient-
perceived burden may be related but not always proportional. 

Conclusion: Quality-of-life assessment should be integrated into routine psoriasis management alongside clinical 
severity scoring. A patient-centered approach that considers both objective disease activity and subjective burden may 
improve treatment planning, adherence, satisfaction, and long-term care outcomes. 

Keywords: Quality of life; Psoriasis; Dermatology Life Quality Index; Psoriasis Area Severity Index; Treatment burden; 
Patient-reported outcomes 

1. Introduction

Psoriasis is a chronic immune-mediated inflammatory skin disease that is commonly recognized by erythematous, scaly, 
and well-demarcated plaques. In clinical practice, however, the burden of psoriasis is not limited to what can be 
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observed on the skin. Many patients live with recurring symptoms, repeated treatment, uncertainty about flares, and 
concern about how their skin is perceived by others. For this reason, psoriasis should be understood not only as a 
disease of cutaneous inflammation, but also as a condition that can affect daily comfort, emotional well-being, social 
confidence, and long-term self-management [1,2]. 

The impact of psoriasis on quality of life can be substantial even when the visible extent of disease appears limited. 
Itching, pain, scaling, bleeding, and sleep disturbance may interfere with rest, concentration, work, and daily activities. 
At the same time, visible lesions may cause embarrassment, avoidance of social situations, and reduced self-confidence. 
These problems are not always proportional to the area of skin involved. A small lesion on the face, scalp, hand, nail, 
palm, sole, or genital area may disturb a patient more than a larger lesion located in a less visible or less functionally 
important site [3]. 

This difference between clinical appearance and patient experience is important because psoriasis severity is often 
assessed using physician-based instruments such as the Psoriasis Area and Severity Index (PASI). PASI is useful for 
evaluating erythema, induration, scaling, and body surface area involvement, and it remains important for monitoring 
disease severity and treatment response. However, PASI does not directly ask how the disease affects sleep, mood, work, 
relationships, clothing choices, treatment routine, or self-confidence. These aspects are better captured by patient-
reported outcome measures such as the Dermatology Life Quality Index (DLQI), which evaluates the effect of skin 
disease on symptoms, feelings, daily activities, leisure, work or school, relationships, and treatment [4,5]. 

However, the relationship between clinical severity and quality of life should not be interpreted as completely 
independent. Several studies have demonstrated that improvement in PASI scores, particularly achievement of near-
complete or complete skin clearance, is associated with meaningful improvement in DLQI and patient satisfaction. 
Greater reduction in inflammatory lesions may reduce visible disease, physical discomfort, and psychological distress, 
suggesting that controlling objective disease activity remains an important component of improving patient outcomes. 
Therefore, the limitation of PASI is not that it lacks clinical value, but rather that it may not capture the full spectrum of 
patient burden when used alone. A combined assessment incorporating both physician-based severity measures and 
patient-reported outcomes may provide a more comprehensive evaluation of treatment success [5-7]. 

Therefore, clinical severity and quality-of-life impairment should be viewed as related but not identical dimensions of 
psoriasis. Some patients with more extensive disease may adapt well or feel adequately supported, while others with 
limited disease may experience marked distress because of lesion location, pruritus, stigma, treatment inconvenience, 
or fear of recurrence. This explains why relying only on visible skin severity may lead to incomplete assessment of 
disease burden and may miss problems that are important to the patient [8]. 

Although PASI and DLQI are both widely used in psoriasis research and clinical care, the conceptual difference between 
visible disease severity and patient-perceived burden is often underemphasized in routine assessment. This narrative 
review discusses quality-of-life impairment in patients with psoriasis, focusing on symptom burden, psychosocial 
burden, treatment burden, and the relationship between clinical severity and patient-reported outcomes. The review 
emphasizes the need to evaluate psoriasis beyond skin severity scores, so that treatment decisions can better reflect 
both objective disease activity and the patient’s lived experience. 

2. Methods  

This narrative review was conducted through a literature search of electronic databases including PubMed, Google 
Scholar, Scopus, and ScienceDirect. Relevant articles were identified using combinations of keywords related to 
psoriasis, quality of life, Dermatology Life Quality Index, DLQI, Psoriasis Area and Severity Index, PASI, pruritus, sleep 
disturbance, psychological burden, stigma, treatment burden, adherence, and patient-reported outcomes. 

Articles were selected based on their relevance to quality-of-life impairment in patients with psoriasis. Original studies, 
review articles, clinical guidelines, and methodological papers were considered when they addressed clinical severity, 
patient-reported outcomes, symptom burden, psychosocial burden, treatment-related burden, or adherence in 
psoriasis. The selected literature was synthesized narratively according to major themes. Because this article is a 
narrative review, no formal systematic review protocol, meta-analysis, or risk-of-bias assessment was performed. 

In this review, quality-of-life impairment in psoriasis is understood as a multidimensional burden that extends beyond 
visible inflammatory severity. Four major dimensions are emphasized: physical symptom burden, psychosocial and 
social burden, treatment-related burden, and patient-centered assessment using DLQI. PASI primarily reflects clinician-
observed inflammatory severity, whereas DLQI helps capture how symptoms, social consequences, functional 
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limitations, and treatment demands affect the patient’s daily life. This framework allows psoriasis burden to be 
interpreted as both a clinical and patient-experienced phenomenon. 

2.1. Physical and Symptom Burden in Psoriasis  

Psoriasis produces a wide range of physical symptoms that can substantially impair daily life. Although the disease is 
often assessed through visible signs such as erythema, scaling, induration, and body surface area involvement, patients 
may experience symptoms that are not fully captured by clinical severity scores. Pruritus is one of the most common 
and disturbing symptoms in psoriasis and may lead to scratching, discomfort, skin injury, irritability, and reduced 
concentration. Pain, burning sensation, skin tightness, bleeding, and scaling may also interfere with daily activities and 
personal comfort [9,10]. 

Sleep disturbance is another important consequence of symptom burden in psoriasis. Persistent itching, discomfort, 
and pain may disrupt sleep initiation and sleep maintenance, resulting in fatigue, daytime sleepiness, reduced 
productivity, and impaired emotional regulation. Sleep problems may also worsen psychological distress and reduce 
the patient’s ability to cope with chronic disease. Therefore, symptom burden may contribute to quality-of-life 
impairment independently of the objective extent of skin lesions [10,11]. 

The anatomical location of lesions is also important in determining patient burden. Psoriasis affecting visible areas such 
as the face, scalp, hands, and nails may cause embarrassment and social discomfort, while involvement of palms, soles, 
and genital areas may produce pain, functional limitation, and interpersonal difficulties. Patients with relatively limited 
body surface area involvement may still experience significant quality-of-life impairment when lesions occur in 
sensitive, visible, or functionally important sites. This explains why physical burden in psoriasis should not be evaluated 
only through total lesion extent or clinical severity score [3,8,13,14]. 

These findings highlight the importance of assessing symptoms together with objective clinical severity. While PASI 
remains useful for evaluating inflammatory severity and treatment response, it does not directly measure itching, pain, 
sleep disturbance, discomfort, embarrassment, or functional impairment. Patient-reported outcome measures such as 
DLQI are therefore important because they capture aspects of disease burden that may be missed during physical 
examination alone [4,5]. 

2.2. Psychosocial and Social Burden of Psoriasis 

Beyond physical symptoms, psoriasis can substantially affect psychological well-being and social functioning. Because 
psoriatic lesions are often visible to others, patients may experience embarrassment, shame, reduced self-confidence, 
and concern about negative judgment. The visibility of the disease may lead patients to feel different from others or 
become overly aware of their appearance, particularly when lesions involve exposed areas such as the face, scalp, hands, 
or nails. These emotional responses contribute to the broader psychosocial burden of psoriasis beyond the 
inflammatory activity of the skin itself [11]. 

Stigma is one of the most important social consequences experienced by patients with psoriasis. Misconceptions that 
psoriasis is contagious or related to poor hygiene may result in discrimination, social rejection, or uncomfortable 
interactions. As a result, some patients may avoid activities involving skin exposure, including swimming, sports, social 
gatherings, or intimate relationships. This avoidance behavior may reduce social participation and negatively affect 
overall quality of life, even when the clinical severity of psoriasis appears limited [11-13]. 

The psychological impact of psoriasis may also include anxiety, depressive symptoms, frustration, and emotional 
distress. Living with a chronic relapsing disease can create uncertainty regarding future flares and treatment 
effectiveness. Patients may experience a loss of control over their condition, particularly when symptoms recur despite 
treatment. These psychological effects may further influence coping ability, treatment satisfaction, and adherence to 
long-term management plans [11,12,19]. 

The impact of psoriasis extends beyond individual emotional experiences and may affect occupational, educational, and 
interpersonal functioning. Visible lesions, discomfort, and concerns about appearance may influence workplace 
interactions, productivity, and confidence in professional environments. In younger patients, psoriasis may interfere 
with social development, self-image, and peer relationships. Furthermore, involvement of sensitive areas such as genital 
psoriasis may affect intimacy and sexual well-being, creating additional burdens that are often underreported during 
routine consultations [12,14]. 
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Therefore, assessment of psoriasis burden should consider not only the presence and severity of skin lesions, but also 
the psychological and social consequences experienced by patients. A patient with limited body surface area 
involvement may still experience substantial impairment when the disease affects self-esteem, social participation, or 
personal relationships. Recognizing these factors supports a more comprehensive and patient-centered approach to 
psoriasis management [3,5]. 

2.3. Treatment Burden and Adherence 

Treatment is intended to reduce psoriasis burden, but the treatment process itself can become part of the patient’s 
burden. Psoriasis often requires long-term management, repeated follow-up, and continuous self-care. Even when 
therapy is effective, the routine of applying medication, attending appointments, undergoing laboratory monitoring, 
managing side effects, and maintaining adherence may interfere with daily life. This is especially relevant in a chronic 
relapsing disease where treatment often continues beyond short-term symptom control [15,16]. 

Topical therapy illustrates this problem clearly. Topical medications are commonly used and clinically important, but 
they may be time-consuming, greasy, messy, or difficult to apply. Application may be particularly challenging when 
lesions are widespread or located on the scalp, back, palms, soles, or genital area. Patients may also become discouraged 
when improvement is slow or when plaques recur after treatment is stopped. In such situations, poor adherence may 
reflect not indifference, but the practical difficulty of fitting treatment into everyday life [17]. 

Phototherapy and systemic therapy may create different forms of burden. Phototherapy may require repeated clinic 
visits, which can interfere with work, school, transportation, and family responsibilities. Conventional systemic agents 
may require monitoring and may raise concerns about adverse effects. Biologic therapy can provide substantial clinical 
improvement for many patients, but cost, access, injections, long-term monitoring, and fear of side effects may still 
influence the patient’s experience. Therefore, improvement in skin signs does not always mean that treatment has 
become easy for the patient [18]. 

Treatment burden is closely related to adherence. Patients are more likely to follow a treatment plan when they believe 
it is effective, practical, safe, affordable, and clearly explained. Conversely, complicated regimens, poor communication, 
unrealistic expectations, or unpleasant treatment experiences may reduce adherence. Shared decision-making is 
therefore important because it allows treatment selection to consider disease severity together with patient preference, 
lifestyle, financial context, and tolerance for inconvenience [17,19]. 

This issue is directly relevant to quality-of-life assessment because DLQI includes a treatment domain. A patient may 
show visible improvement but still feel burdened by the treatment routine. Another patient with more severe disease 
may accept a more intensive treatment if the expected benefit is meaningful. Treatment burden should therefore be 
considered as a distinct component of psoriasis-related quality-of-life impairment, not merely as a secondary issue after 
clinical severity [15,20]. 

2.4. Clinical Severity, DLQI, and Patient-Centered Assessment 

DLQI is useful because it asks questions that clinical examination alone cannot answer. While PASI evaluates visible skin 
inflammation, DLQI evaluates how skin disease affects the patient’s life. Its domains include symptoms and feelings, 
daily activities, leisure, work or school, personal relationships, and treatment. These domains are important because 
they reflect the areas where psoriasis can become personally meaningful to the patient [20]. 

The value of DLQI is not that it replaces PASI. Rather, DLQI completes the clinical picture. PASI can show whether the 
skin is improving, but DLQI can show whether the patient is sleeping better, functioning better, feeling less embarrassed, 
tolerating treatment, and returning to normal activities. When both tools are used together, clinicians can better 
distinguish between visible improvement and meaningful improvement from the patient’s perspective [5]. 

This is especially important when PASI and DLQI do not align. A patient with low PASI but high DLQI may have hidden 
burdens such as severe pruritus, visible lesions, genital involvement, treatment frustration, or psychological distress. A 
patient with high PASI but lower DLQI may have better coping mechanisms, stronger social support, or different 
expectations. These situations are clinically important because they show that treatment decisions should not be based 
only on visible severity [8]. 

DLQI can also support communication between clinicians and patients. Patients may not always spontaneously report 
embarrassment, sexual difficulties, social avoidance, treatment dissatisfaction, or emotional distress during a short 
consultation. A structured quality-of-life questionnaire can help open discussion about these issues and identify areas 
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that require additional support. In this way, DLQI can function not only as a measurement tool, but also as a 
communication tool. However, DLQI should also be interpreted carefully. Like any questionnaire, it may be influenced 
by patient expectations, cultural context, coping style, disease duration, comorbidities, and personal circumstances. 
DLQI should therefore not be used mechanically, but interpreted together with clinical judgment, patient history, lesion 
location, treatment context, and patient priorities. Its greatest value lies in helping clinicians see what may otherwise 
remain invisible [4]. 

Table. 1 Comparison between PASI and DLQI in psoriasis assessment 

Aspect PASI DLQI 

Main focus Visible clinical severity Patient-perceived life impact 

Assessed by Clinician Patient 

Measures Erythema, induration, scaling, body surface 
area 

Symptoms, feelings, activities, leisure, 
work/school, relationships, treatment 

Strength Useful for objective severity and treatment 
response 

Captures hidden burden and daily-life impairment 

Limitation Does not directly assess symptoms, stigma, 
sleep, or treatment burden 

Subjective and influenced by context, expectations, 
and coping 

Best use Monitoring inflammatory skin disease Understanding patient burden and supporting 
communication 

Clinical 
implication 

Shows whether plaques improve Shows whether the patient’s life improves 

Note: PASI, Psoriasis Area and Severity Index; DLQI, Dermatology Life Quality Index 

2.5. Implications for patient-centered psoriasis care 

The main implication of evaluating psoriasis beyond skin severity is that treatment goals should be broader than lesion 
clearance alone. Clearing visible plaques remains important, but successful care should also aim to reduce symptoms, 
improve sleep, restore confidence, support social and occupational functioning, reduce treatment burden, and improve 
long-term adherence. This approach is more consistent with the chronic and patient-experienced nature of psoriasis 
[16,21]. 

In routine practice, combining PASI with DLQI may help clinicians identify patients whose burden is underestimated by 
clinical severity alone. For example, a patient with limited but visible lesions may need more attention than the PASI 
score suggests. A patient with persistent pruritus or sleep disturbance may require symptom-focused intervention even 
if the plaques appear clinically moderate. A patient struggling with topical application may benefit from treatment 
simplification or shared decision-making rather than repeated instruction alone [8,22]. 

Patient-centered assessment may also improve adherence. When treatment plans are selected only according to clinical 
severity, they may not fit the patient’s daily routine, financial situation, preferences, or tolerance for inconvenience. 
Discussing quality of life and treatment burden allows clinicians to choose therapies that are not only clinically 
appropriate, but also realistic for the patient to maintain. In chronic psoriasis care, this is essential because long-term 
outcomes depend not only on treatment efficacy, but also on whether patients can continue the treatment in real life 
[23,24]. 

Therefore, PASI and DLQI should be understood as complementary tools. PASI helps clinicians assess the skin, while 
DLQI helps clinicians understand the patient’s burden. Used together, these tools can support shared decision-making, 
improve communication, identify hidden impairment, and guide more individualized psoriasis management. This does 
not reduce the importance of clinical severity scoring; rather, it places clinical severity within a broader patient-
centered framework [5,21]. 
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Limitations of The Review  

This review has several limitations. Because it is a narrative review, the literature was synthesized thematically rather 
than through a systematic review protocol. No formal risk-of-bias assessment or meta-analysis was performed. 
Therefore, the findings should be interpreted as a conceptual synthesis of existing literature rather than as quantitative 
evidence of effect size. Nevertheless, the review highlights clinically relevant dimensions of psoriasis burden that may 
be missed when assessment relies only on visible skin severity. 

3.  Conclusion  

Psoriasis can impair quality of life in ways that are not fully explained by visible skin severity. PASI remains important 
for assessing inflammatory activity and monitoring treatment response, but it does not directly capture symptoms, 
sleep disturbance, stigma, emotional distress, functional limitation, or treatment burden. For this reason, clinical 
severity and patient-perceived burden should be understood as related but distinct dimensions of psoriasis. 

DLQI provides essential complementary information by showing how psoriasis affects daily activities, emotional well-
being, relationships, work or school functioning, and treatment experience. Integrating DLQI with PASI may help 
clinicians identify hidden disease burden and make treatment decisions that better reflect the patient’s lived experience. 
Future psoriasis management should move beyond lesion clearance as the only therapeutic goal and incorporate 
patient-reported outcomes as part of routine patient-centered care. 
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