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ABSTRACT 
Background: Psoriasis is an autoimmune human skin disease. It is a chronic and recurrent lesion characterized by erythema 
patches with well-defined borders with rough, multi-layered, and transparent scales with a significant negative impact on 
patients' quality of life. Several risk factors for psoriasis can decrease patient’ quality of life. Purpose: To determine the risk 
factor profile and quality of life of psoriasis patients at the dermatology and venereology outpatient clinic at Dr. Soetomo 
General Academic Hospital Surabaya.  Methods: This was a cross-sectional study involving new and control psoriasis pa-
tients. Their risk factors were evaluated using questionnaires, and their quality of life was measured using the DLQI ques-
tionnaires. The data was collected at the Dermatology and Venereology outpatient unit Dr. Soetomo General Academic 
Hospital Surabaya. Result: Of the 24 patients, the biggest risk factor for psoriasis patients was trauma/ Koebner phenome-
non, as reported in 15 patients (62.5%), and 11 patients’ (45.8%) quality of life was affected. Conclusion: Trauma was the 
largest risk factor for psoriasis, and psoriasis has significantly affected patient’ quality of life. 
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BACKGROUND 
Psoriasis is a chronic autoimmune human skin 

disease. It is chronic and recurrent in nature, which is 
characterized by the presence of well-defined erythe-
ma patches with a rough, multi-layered, and transpar-
ent scale, accompanied by the phenomenon of candle 
grease, Auspitz and Koebner signs. Psoriasis is influ-
enced by genetic factors, causing epidermal growth 
and differentiation, and multiple biochemical, immu-
nological, and vascular abnormalities.1,2 

Psoriasis can adversely impact patient’s quality 
of life. Psoriasis can occur at any age, but mostly in 
the 50–69 age group. The prevalence of psoriasis is 
reported in various countries between 0.09% and 
11.4%, making psoriasis a serious global problem.3 
From January 1st, 2016 to December 31st, 2017, there 
were 36 psoriasis vulgaris patients at the Inpatients 
Installation Kemuning I and II Dermatology and Ve-
nereology Outpatients Unit Dr. Soetomo General Ac-
ademic Hospital Surabaya.4 

Risk factors that cause psoriasis include trau-
ma/Koebner phenomenon, sunlight, cigarettes, alco-
hol, drug consumption, infection.5 Lewis and Finlay 
reported that DLQI is the most widely used question-
naire in the field of dermatology and studies of pa-
tients with skin diseases. The Dermatology Life Qual-

ity Index consists of ten questions regarding symp-
toms and feelings, daily activities, leisure, work and 
school, personal relationships, and therapy.6 There-
fore, psoriasis can occur unexpectedly, and research 
on the risk factor for psoriasis and the quality of life 
of psoriasis disease still lacks, especially in Surabaya. 
This research is expected to provide additional infor-
mation related to risk factors for psoriasis related to 
the quality of life and further reduce the incidence of 
psoriasis. 
 
METHODS 

This was a cross-sectional study. The sample 
population was all psoriasis patients at the Dr. Soe-
tomo General Academic Hospital Surabaya admitted 
from December 2019 to February 2020. The sample 
size was 24, and it was in line with the Slovin’s for-
mula.7 

Sampling was done using consecutive sam-
pling. The research variables were risk factors 
and quality of life. The data were collected and 
grouped based on the research variables and arranged 
in a frequency distribution table. The data were ana-
lyzed using descriptive methods to evaluate risk fac-
tors and quality of life. 

129



This research has been reviewed and approved 
by the Ethics Committee of Dr. Soetomo General Ac-
ademic Hospital Surabaya (1672/KEPK/XI/2019). 

 
RESULT 

This study involved 24 patients who have met 
the inclusion criteria. The study variables were the 
risk factors and the quality of life for psoriasis. 
 

Table 1. Distribution of Subjects   
  Category Frequency Percent (%) 

Sex 

Male 13 54.2 

Female 11 45.8 

Total 24 100 

Age 

Teenager (11–
24 years) 4 16.7 

Adult (25–
44 years) 5 20.8 

Elderly (≥45 
years) 15 62.5 

Total 24 100 
  

Table 1 shows 13 male psoriasis patients (54.2 %) 
and 11 female psoriasis patients (45.8%). There were 4 
patients (16.7%) in the 11–24 years age group, fol-
lowed by 5 patients (20.8%) in 25–44 years, and 15 
patients (62.5%) in ≥ 45 years age group. 

Nine patients (37.5 %) had no trauma (fric-
tion/pressure), and 15 patients (62.5%) had trauma 
(friction/pressure). Also, 18 patients (75%) had out-
door jobs, and 6 patients (25%) had indoor jobs. Four-
teen patients (58.3%) stayed outdoor for ≤ 1 hour per 
day, 5 patients (20.8%) stayed outdoor for 2–3 hours 
per day, 1 patient (4.2%) stayed outdoor for 3– hours 
per day, and 4 patients (16.7%) stayed outdoor for > 5 
hours per day. 

Eleven patients (45.8%) did not use any protec-
tion when they were outdoor, and 13 patients (54.2%) 
used protection, such as an umbrella, hat, 
or sunscreen, when they were outside. Fourteen pa-
tients (58.3 %) were smokers, and 10 patients (41.7%) 
were not smokers. One patient (10%) has smoked for 
≤ 2 years, 3 patients (30%) have smoked for 3–5 
years, and 6 patients (60%) have smoked for > 10 
years. Seven patients (70%) smoked 1–5 cigarettes 
per day, 1 patient (10%) smoked 6–10 cigarettes per 
day, 1 patient (10%) smoked 1 pack per day, and 1 
patient (10%) smoked > 2 packs per day. 

Fifteen patients (62.5 %) were not alcohol con-
sumers, 9 patients (37.5%) were alcohol consumers. 
Two patients (22.2%) have been drinking alcoholic 
beverages for ≤ 2 years, 4 patients (44.5%) have been 
drinking for 3–5 years, 1 patient (11.1%) has been 
drinking for 6–10 years, and 2 patients (22.2%) has 
been drinking for > 10 years. Eight patients (88.9 %) 
consumed alcohol as much as ≤ 2 bottles per week, 
and 1 patient (11.1%) consumed > 10 bottles per 
week. 

Thirteen patients (54.2 %) were not coughing 
and cold since affected by psoriasis, and 11 (45.8%) 
were coughing and cold for 4 weeks since affected by 
psoriasis. Nine patients (37.5 %) reported no tooth 
pain since affected by psoriasis, and 15 patients 
(62.5%) reported tooth pain since affected by psoria-
sis. Six female patients (54.5%) had vaginal discharge 
since affected by psoriasis, and 5 female patients 
(45.5%) did not have vaginal discharge since affected 
by psoriasis. All patients (100%) did not take drugs 
containing lithium, antimalarials, inderal, quinidine, 
and indomethacin. 

All patients were successfully studied for their 
quality of life on how much psoriasis has affected 
their life within a week using the Dermatology Life 
Quality Index questionnaire. This questionnaire con-
sists of ten questions about symptoms and feelings, 
daily activities, leisure activities, work and school, 
personal relationships, and therapy. The symptom and 
feeling aspects consist of two questions (number 1 
and 2). The aspect of daily activities consists of two 
questions (number 3 and 4). The aspect of activities in 
spare time consists of two questions (number 5 and 
6). The aspect of work and school only consists of one 
question (number 7). The personal relationship aspect 
consists of two questions (number 8 and 9), and the 
therapeutic aspect consists of one question (number 
10). 

Each number has 0–3 scored. A higher score in-
dicates a poorer quality of life. Here are the results of 
the score indicator from the Dermatology Life Quality 
Index questionnaire. 

Table 3 shows that in the aspects of the symp-
toms and feelings, 4 patients (16.7%) scored 2, 2 pa-
tients (8.3%) scored 3, 6 patients (33.3%) scored 4, 4 
patients (25%) scored 5, and 8 patients (33.3%) 
scored 6. In the aspects of daily activities, 6 patients 
(25%) scored 0, 4 patients (16.7%) scored 2, 1 patient 
(4.2%) scored 3, 5 patients (20.8%) scored 4, 3 pa-
tients (12.5%) scored 5, and 5 patients (20.8%) scored 
6. 
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tion when they were outdoor, and 13 patients (54.2%) 
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were not smokers. One patient (10%) has smoked for 
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years, and 6 patients (60%) have smoked for > 10 
years. Seven patients (70%) smoked 1–5 cigarettes 
per day, 1 patient (10%) smoked 6–10 cigarettes per 
day, 1 patient (10%) smoked 1 pack per day, and 1 
patient (10%) smoked > 2 packs per day. 

Fifteen patients (62.5 %) were not alcohol con-
sumers, 9 patients (37.5%) were alcohol consumers. 
Two patients (22.2%) have been drinking alcoholic 
beverages for ≤ 2 years, 4 patients (44.5%) have been 
drinking for 3–5 years, 1 patient (11.1%) has been 
drinking for 6–10 years, and 2 patients (22.2%) has 
been drinking for > 10 years. Eight patients (88.9 %) 
consumed alcohol as much as ≤ 2 bottles per week, 
and 1 patient (11.1%) consumed > 10 bottles per 
week. 

Thirteen patients (54.2 %) were not coughing 
and cold since affected by psoriasis, and 11 (45.8%) 
were coughing and cold for 4 weeks since affected by 
psoriasis. Nine patients (37.5 %) reported no tooth 
pain since affected by psoriasis, and 15 patients 
(62.5%) reported tooth pain since affected by psoria-
sis. Six female patients (54.5%) had vaginal discharge 
since affected by psoriasis, and 5 female patients 
(45.5%) did not have vaginal discharge since affected 
by psoriasis. All patients (100%) did not take drugs 
containing lithium, antimalarials, inderal, quinidine, 
and indomethacin. 

All patients were successfully studied for their 
quality of life on how much psoriasis has affected 
their life within a week using the Dermatology Life 
Quality Index questionnaire. This questionnaire con-
sists of ten questions about symptoms and feelings, 
daily activities, leisure activities, work and school, 
personal relationships, and therapy. The symptom and 
feeling aspects consist of two questions (number 1 
and 2). The aspect of daily activities consists of two 
questions (number 3 and 4). The aspect of activities in 
spare time consists of two questions (number 5 and 
6). The aspect of work and school only consists of one 
question (number 7). The personal relationship aspect 
consists of two questions (number 8 and 9), and the 
therapeutic aspect consists of one question (number 
10). 

Each number has 0–3 scored. A higher score in-
dicates a poorer quality of life. Here are the results of 
the score indicator from the Dermatology Life Quality 
Index questionnaire. 

Table 3 shows that in the aspects of the symp-
toms and feelings, 4 patients (16.7%) scored 2, 2 pa-
tients (8.3%) scored 3, 6 patients (33.3%) scored 4, 4 
patients (25%) scored 5, and 8 patients (33.3%) 
scored 6. In the aspects of daily activities, 6 patients 
(25%) scored 0, 4 patients (16.7%) scored 2, 1 patient 
(4.2%) scored 3, 5 patients (20.8%) scored 4, 3 pa-
tients (12.5%) scored 5, and 5 patients (20.8%) scored 
6. 
 
 
 

Table 2. Risk Factor of Psoriasis 
Parameter Category Frequency Percent(%) 

Koebner 
phenomenon 

Not 9 37.5 
Yes 15 62.5 
Total 24 100 

Outdoor 
work 

Not 18 75 
Yes 6 25 
Total 24 100 

Length of 
stay outdoors 
per day 

≤ 1 hour 14 58.3 
2–3 hours 5 20.8 
3–5 hours 1 4,2 
> 5 hours 4 16.7 
Total 24 100 

Outdoor 
Protection 

Not 11 45.8 
Yes 13 54.2 
Total 24 100 

Smoke 
Not 14 58.3 
Yes 10 41.7 
Total 24 100 

How long to 
smoke 

≤ 2 years 1 10 
3-5 years old 3 30 
> 10 years 6 60 
Total 10 100 

Consumption 
of cigarettes 
in a day 

1–5 sticks 7 70 
6–10 sticks 1 10 
1 pack 1 10 
> 2 packs 1 10 
Total 10 100 

Consumption 
of alcohol 

Not 15 62.5 
Yes 9 37.5 
Total 24 100 

Duration of 
consuming 
alcohol 

≤ 2 years 2 22.2 
35 years old 4 44.5 
6–10 years 1 11.1 
> 10 years 2 22.2 
Total 9 100 

Weekly al-
cohol con-
sumption 

≤ 2 bottles 8 88.9 
> 10 bottles 1 11.1 
Total 9 100 

Cold cough 
frequency 
rate 

Not 13 54.2 
Yes 11 45.8 
Total 24 100 

Tooth pain 
Not 9 37.5 
Yes 15 62.5 
Total 24 100 

Vaginal 
discharge 

Not 6 54.5 
Yes 5 45.5 
Total 11 100 

Take medi-
cine 

Irrelevant 24 100 
Lithium 0 0 
Antimalarial 0 0 
Inderal 0 0 
Quinidine 0 0 
Indomethacin 0 0 
Total 24 100 

  

Table 3. DLQI score 
  Score Frequency Percent (%) 

Symptoms 
and feeling 

0 0 0 
1 0 0 
2 4 16.7 
3 2 8.3 
4 6 25 
5 4 16.7 
6 8 33.3 

Total 24 100 

Daily  
activities 

0 6 25 
1 0 0 
2 4 16.7 
3 1 4.2 
4 5 20.8 
5 3 12.5 
6 5 20.8 

Total 24 100 

Leisure 

0 5 20.8 
1 5 20.8 
2 6 25 
3 3 12.5 
4 1 4.2 
5 2 8.3 
6 2 8.3 

Total 24 100 

Work and 
school 

0 13 54.2 
1 5 20.8 
2 0 0 
3 6 25 
4 0 0 
5 0 0 
6 0 0 

Total 24 100 

Personal 
relationship 

0 14 58.3 
1 4 16.7 
2 2 8.3 
3 2 8.3 
4 1 4.2 
5 0 0 
6 1 4.2 

Total 24 100 

Treatment 

0 11 45.8 
1 5 20.8 
2 4 16.7 
3 4 16.7 
4 0 0 
5 0 0 
6 0 0 

Total 24 100 
DLQI: Dermatology life quality index 
 
 
 
 
 

131

Original Article Risk Factor Profile and Quality of Life of Psoriasis Vulgaris



Table 4. Interpretation of DLQI Scores 
  Category Frequency Percent (%) 

Interpreta-
tion of DLQI 

Scores 

Small 2 8.3 
Moderate 7 29.2 
Very 
large 

11 45.8 

Extremely 
large 

4 16.7 

Total 24 100 
DLQI: Dermatology life quality index 
 

In the aspects of activities in leisure time, 5 pa-
tients (20.8%) scored 0, 5 patients (20.8%) scored 1, 6 
patients (25%) scored 2, 3 patients (12.5%) scored 3, 
1 patient (4.2%) scored 4, 2 patients (8.3%) scored 5, 
and 2 patients (8.3%) scored 6. In the aspects of work 
and school, 13 patients (54.2 %) scored 0, 5 patients 
(20.8%) scored 1, and 6 patients (25%) scored 3. In 
the aspects of personal relationships, 14 patients 
(58.3%) scored 0, 4 patients (16.7%) scored 1, 2 pa-
tients (8.3%) scored 2, 2 patients (8.3%) scored 3, 1 
patient (4.2%) scored 4, and 1 patient (4.2%) scored 
6. In aspects of therapy, 11 patients (45.8 %) scored 0, 
5 patients (20.8%) scored 1, 4 patients (16.7%) scored 
2, and 4 patients (16.7%) sored 3. 

Table 4 shows that psoriasis mildly affected 2 
patients (8.3%), moderately affected 7 patients 
(29.2%), significantly affected 11 patients (45.8%), 
and extremely affected 4 patients (16.7%). 

  
DISCUSSION              

This study involved 24 individuals with psoria-
sis. This study covers the risk factor data (Koebner 
phenomenon, outdoor work, cigarettes, alcohol, cold 
cough, tooth pain, vaginal discharge, allergies) and 
quality of life data assessed by the dermatology life 
quality index questionnaire. 

We found that most psoriasis patients were 
males, as many as 13 patients. Psoriasis is not gender-
specific. Studies on routine clinical measurement of 
symptoms reported no difference in the severity of 
physical symptoms between males and females.8 Most 
psoriasis patients were in the range of 46–65 years 
age group, as many as 13 patients. Disability-
Adjusted Life Year (DALY) increases as one reaches 
60 years old or older, and this applies to both males 
and females. Research showed that the most burden of 
disease occurs in the 50–69 years age group.3 In this 
study, 62.5% of patients (15 patients) of psoriasis 
were mostly found in elderly patients (>45 years old), 
20.8% adults (25-44 years old) and the last was 16.7% 
teenagers (11-24 years old). This is comparable with 
previous studies, which stated that the most common 

age in psoriasis patients was 45-65 years old. There is 
no specific classification of age groups in this study, 
because the research subjects were taken from adult 
patients from the Allergy Division, at the Dermatolo-
gy and Venereology outpatient unit Dr. Soetomo 
General Academic Hospital Surabaya. 

Most psoriasis patients experienced Koebner's 
phenomenon, as observed in 15 patients (62.5%), in 
which psoriasis lesions were known to appear in areas 
of trauma and body areas that are often scratched or 
subjected to friction, according to research conducted 
in 2013 by Camargo et al. after ten scratches made at 
the same time, the psoriasis lesions did not appear in 
all areas simultaneously but gradually over the next 
days, indicating that lesion response time varies. In 
general, the time interval for koebnerization is 10–20 
days.9 

In this study, most psoriasis patients, which was 
18 patients (75%), worked indoors. We found that 
those psoriasis patients are mostly going outdoor for 
less than 1 hour per day. We also found that 13 pa-
tients (54.2%) wear protection when outdoor. Sun 
exposure is generally beneficial, but in 5–20% of pso-
riasis patients, it can cause psoriasis and summer ex-
acerbations on exposed skin.  In 2013, Balato et al. 
reported a significant impact of sun introduction and 
conceivable photo-induced decline in some cases. In 
psoriasis arthritis, patients are affected by humidity, 
warmer, and colder temperature. Lower humidity in-
crements skin permeability, and this induces the 
thickening of the epidermis, and stimulating the gen-
eration of inflammatory mediators; therefore, worsen-
ing psoriasis. In higher humidity, instep, it unfavora-
bly influences joint conditions.10 

Ten patients (41%) with psoriasis were smokers, 
6 of them (60%) have smoking for more than 10 
years, 7 of them (70%) smoked 1–5 cigarettes per 
day. Smoking is found to be an autonomous chance 
for psoriasis in both sexes. Psoriasis progresses faster 
in individuals with longer smoking.11 This suggests 
that smoking can contribute to the chronic nature of 
psoriasis. 

Psoriasis is mediated by Th1 and Th17 helper T 
cells. Smoking produces free radicals, which will en-
act as signaling pathways in psoriasis, such as the 
mitogen-activated kinase, nuclear factor κB, and Ja-
nus kinase-STAT pathways. Byproducts from smok-
ing, such as nicotine and dioxin, actuate T cells that 
deliver interleukin 12 (IL-12), IL-17, and IL-22.6 

Since IL-17 is one of the major cytokines included 
within the pathogenesis of psoriasis, there are mecha-
nistic reasons to accept that smoking seem to contrib-
ute to the improvement of psoriasis.12 
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physical symptoms between males and females.8 Most 
psoriasis patients were in the range of 46–65 years 
age group, as many as 13 patients. Disability-
Adjusted Life Year (DALY) increases as one reaches 
60 years old or older, and this applies to both males 
and females. Research showed that the most burden of 
disease occurs in the 50–69 years age group.3 In this 
study, 62.5% of patients (15 patients) of psoriasis 
were mostly found in elderly patients (>45 years old), 
20.8% adults (25-44 years old) and the last was 16.7% 
teenagers (11-24 years old). This is comparable with 
previous studies, which stated that the most common 

age in psoriasis patients was 45-65 years old. There is 
no specific classification of age groups in this study, 
because the research subjects were taken from adult 
patients from the Allergy Division, at the Dermatolo-
gy and Venereology outpatient unit Dr. Soetomo 
General Academic Hospital Surabaya. 

Most psoriasis patients experienced Koebner's 
phenomenon, as observed in 15 patients (62.5%), in 
which psoriasis lesions were known to appear in areas 
of trauma and body areas that are often scratched or 
subjected to friction, according to research conducted 
in 2013 by Camargo et al. after ten scratches made at 
the same time, the psoriasis lesions did not appear in 
all areas simultaneously but gradually over the next 
days, indicating that lesion response time varies. In 
general, the time interval for koebnerization is 10–20 
days.9 

In this study, most psoriasis patients, which was 
18 patients (75%), worked indoors. We found that 
those psoriasis patients are mostly going outdoor for 
less than 1 hour per day. We also found that 13 pa-
tients (54.2%) wear protection when outdoor. Sun 
exposure is generally beneficial, but in 5–20% of pso-
riasis patients, it can cause psoriasis and summer ex-
acerbations on exposed skin.  In 2013, Balato et al. 
reported a significant impact of sun introduction and 
conceivable photo-induced decline in some cases. In 
psoriasis arthritis, patients are affected by humidity, 
warmer, and colder temperature. Lower humidity in-
crements skin permeability, and this induces the 
thickening of the epidermis, and stimulating the gen-
eration of inflammatory mediators; therefore, worsen-
ing psoriasis. In higher humidity, instep, it unfavora-
bly influences joint conditions.10 

Ten patients (41%) with psoriasis were smokers, 
6 of them (60%) have smoking for more than 10 
years, 7 of them (70%) smoked 1–5 cigarettes per 
day. Smoking is found to be an autonomous chance 
for psoriasis in both sexes. Psoriasis progresses faster 
in individuals with longer smoking.11 This suggests 
that smoking can contribute to the chronic nature of 
psoriasis. 

Psoriasis is mediated by Th1 and Th17 helper T 
cells. Smoking produces free radicals, which will en-
act as signaling pathways in psoriasis, such as the 
mitogen-activated kinase, nuclear factor κB, and Ja-
nus kinase-STAT pathways. Byproducts from smok-
ing, such as nicotine and dioxin, actuate T cells that 
deliver interleukin 12 (IL-12), IL-17, and IL-22.6 

Since IL-17 is one of the major cytokines included 
within the pathogenesis of psoriasis, there are mecha-
nistic reasons to accept that smoking seem to contrib-
ute to the improvement of psoriasis.12 

Nine patients (37.5%) did not consume alcohol, 
9 patients have consumed alcohol for 3–5 years, and 4 
patients (44.5%) consumed 2 bottles per 
week. Psoriasis patients with excessive alcohol con-
sumption tend to have more severe inflamma-
tion. Alcohol can affect psoriasis through several 
mechanisms, such as increased susceptibility to infec-
tion, stimulation proliferation of lymphocytes and 
keratinocytes, and the production of proinflammatory 
cytokines.12 The research subjects identify themselves 
as social alcoholics. This means that they consume 
alcoholic beverages mainly for social purposes. 

A study conducted by 36 subjects showed that 
20 of 36 guttate psoriasis patients had a history of 
upper respiratory tract infection.14 

The majority of patients reported that they had 
tooth pain. This is in line with the study conducted by 
Dalmady et al. in 2019. Periodontal infection may be 
considered a common comorbid condition in psoria-
sis. Psoriasis and periodontal disease share a few 
standard immunologic, microbiological and natural 
pathogenetic components.15 In 2020, Yu Su et al. also 
found that the incidence rate of periodontitis was 
higher in patients with psoriasis arthritis.16 Duarte et 
al. in 2010 suggest that the immune response caused 
by psoriasis can make a patient susceptible to the de-
velopment of chronic odontitis and vice versa.17 

A smaller number of female psoriasis patients 
experienced vaginal discharge. A common infectious 
cause of vaginal discharge that affects about 75% of 
women at some time during their reproductive 
years is vulvovaginal candidiasis.18 However, research 
reported that Candida infection in psoriasis patients 
usually does not worsen the psoriasis itself.19 

None of psoriasis patients taking drugs contain-
ing lithium, anti malarial, inderal, quinidine, and in-
domethacin. In 2016, Burden et al. stated that drugs 
that can worsen psoriasis in current clinical practice 
are lithium salt and synthetic antimalarials.5 

The most patients were affected by psoriasis sig-
nificantly. This is in line with research by Kowalew-
ska et al. in 2020. They reported that patients with 
psoriasis appeared to have direct levels of illness ac-
ceptance and stigmatization, lower quality of life, and 
decently deteriorated quality of life. Acceptance of 
illness was considerably modulated by patient sex. 
The level acceptance of illness among men was sig-
nificantly higher than among women.20 Psoriasis is 
associated with limitations in daily activities, work, 
and sexual function. All of these factors negatively 
affect the patients' quality of life.21 

Patients with psoriasis are prone to negative 
emotions, such as fear, dissatisfaction, anger, guilt 

and mental strain. Chronic stress and the lack of ef-
fective self-picture additionally cause social rejection 
which also exacerbate the psoriatic symptoms. Psoria-
sis might also have an effect on the patients interper-
sonal relations, both personal and professsional. Pso-
riasis cause a change in skin appearance which might 
also additionally purpose disgrace and embarrass-
ment, causing the patients to withdrawal from inter-
personal contacts. Some people even consider that 
psoriasis is contagious. Psoriasis also have a poor 
impact on professional and financial aspects, and ad-
ditionally on their potential to work. Patients quality 
of life in professional and financial aspects depend on 
the cost of treatment, and the number of days they had 
off work. According to British data, almost 60% of 
patients are on sick leave for 26 days of a year. Nota-
bly, a few sufferers with psoriasis cannot do their jobs 
because of the change in their skin. An alarming rate, 
80% of patients have issues with pariticipating in in-
terpersonal relations at work.22 

This research has some advantages, for instance 
increasing awareness of specific risk factors as the 
origins of psoriasis disease. Through identifying pa-
tient's quality of life, holistic treatment, which in-
cludes patient's quality life and patient's psychologic 
side, should also be considered in addition to medical 
treatment. However, this study has its limitation, i.e. 
lack of research subjects. It is because of the frequent 
findings of control patients who were respondents in 
our study before. As a suggestion for future research, 
longer period and larger sample size are needed to 
strengthen research potency. In addition, carrying out 
a DLQI assessment of psoriasis patients should also 
be conducted. It is because the majority of patients 
suffered from impaired quality of life. It is recom-
mended to follow up consultations in other related 
fields of science. 

In conclusion, the characteristics of the risk fac-
tors for psoriasis patients are trauma, sunlight, smok-
ing, alcohol and infection. In symptoms and feelings 
aspects, most patients scored 6, which means signifi-
cant effect. In daily activities aspects, most patients 
scored 0, which means no effect at all. In activities in 
leisure time aspects, most patients scored 2, which 
means small effect. In work and school aspects, most 
patients scored 0 or no effect at all. In personal rela-
tionship aspects, most patients scored 0 or did not 
affect at all. Finally, in therapy aspects, most patients 
scored 0, which means no effect. Based on the inter-
pretation of the Dermatology Life Quality Index 
score, most patients scored higher, which means sig-
nificant effect to their quality of life.  
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