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Abstract

Background: Psoriasis is a relatively common inflammatory skin disease characterized by red, scaly plaques in different parts of
the body. Although the etiology of the disease is not fully understood, psychological stress is mentioned as a potential factor in
developing the disease.
Objectives: In this study, in response to the lack of sufficient information obtained from assessing the influence of psoriasis on
mental health, an attempt has been made to evaluate the prevalence of mental health problems in a sample of patients with psori-
asis.
Methods: This study was conducted following an applied, descriptive-correlational study design. A total of 104 patients with psori-
asis were selected using the census sampling method. Data were collected using the standardized Symptom Checklist-90 (SCL-90)
questionnaire. This self-administering questionnaire contains 90 items. The reliability and validity of the questionnaire were con-
firmed.
Results: The mean score of mental health was 177.51±69.35, which indicates moderate psychiatric disorders. The positive symptom
distress index (PSDI) was 0.22±0.08. There was a significant association between all dimensions of mental health and the total score
of mental health with gender (P < 0.05). Also, a significant association was found between paranoid ideation and marital status (P
= 0.024). There was no significant association between obsessive-compulsive, anxiety, and the total score of mental health with
income level (P > 0.05), but there was a significant association between other dimensions of mental health and income level (P <
0.05).
Conclusions: Although in the present study, psychiatric disorders in patients with psoriasis were moderate, psychological coun-
seling and psychiatric consultation are key to reduce the consequences of the disease and its progression.
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1. Background

Psoriasis, which is known as a psychosomatic disorder,
is an inflammatory skin disease characterized by red, scaly
plaques in different parts of the body, impacting about 2%
of the population (1, 2). Its prevalence ranges from 1.3 to
2.5% in Iran (3). Psoriasis may begin at any age (4).

In the United States, about 2 - 2.6% of the population
suffers from psoriasis, and its annual incidence ranges
from 150 to 260,000 cases (5). Chronic, incurable disease
such as psoriasis causes several problems. Patients with
psoriasis may avoid public places, may experience prob-
lems with interpersonal communication due to changes
in appearance-related concerns (6), and even, 2.4 - 9.7%

of these patients mentioned having suicidal thoughts
(2). Several studies reported an association between ap-
pearance or exacerbation of symptoms with psychologi-
cal factors (7). So psoriasis can be maintained or exacer-
bated by a psychiatric condition within a vicious cycle. In
other words, psychiatric conditions like anxiety symptoms
worsen skin diseases (8).

On the other hand, the psychosomatic origin of the dis-
ease has also been emphasized and stressors are referred to
as the most important factors that initiate or intensify the
disease process (8). Also, some studies found therapeutic
methods based on psychological principles caused signifi-
cant improvements in clinical manifestations of psoriasis
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during 6 weeks after starting the treatment, and this im-
provement has continued for up to 6 months after apply-
ing the treatment (9).

In the present era, mental health is regarded as one
of the most important indicators of a society’s health and
has been deeply considered by psychiatrists, psycholo-
gists, and other scientists in behavioral and social sciences.
Mental health means that an individual realizes his/her
daily activities well, can properly communicate with fam-
ily members and the environment, and behave appropri-
ately according to the norms of the culture and society.
In other words, it can be argued that mental health is the
knowledge and the art to help people to adapt to their en-
vironment psychologically and emotionally and choosing
more optimal solutions to their problems by developing
the right methods because, if the psychological pressures
constantly threaten an individual, s/he won’t be able to be
cheerful, strong, and capable of fulfilling his/her social re-
sponsibilities (10).

A study conducted in Brazil by Marco et al. reported a
strong association between psoriasis and different dimen-
sions of mental health (11). Another study found that pa-
tients with psoriasis have a high risk of depression, anxiety,
and suicide (12).

2. Objectives

Despite the high prevalence of psoriasis, especially in
Iran, there has been no accurate assessment of the disease
or the association between mental health and its conse-
quences in our society. Therefore, in this study, an attempt
has been made to evaluate the prevalence of mental health
problems in a sample of patients with psoriasis, which can
provide better information for the clinical management of
the disease.

3. Methods

3.1. Data Collection

Following an applied, descriptive-correlational study
design, this study was conducted on all patients with
psoriasis referred to the rheumatology clinic of Golestan
Hospital in Ahvaz in the first half of 1398. After ob-
taining approval from the ethics committee of Ahwaz
Jundishapur University of Medical Sciences (AJUMS) (No
IR.JUMS.REC.1397.936), the researcher referred to the study
site (the rheumatology clinic of Golestan Hospital in Ah-
vaz). A total of 104 patients with psoriasis were identified

and all of them were included in the study using a cen-
sus sampling method. The inclusion criteria were a defini-
tive diagnosis of psoriasis by a dermatologist and willing-
ness to participate in the study. The exclusion criteria in-
cluded having a history of neurological disease, suffering
from severe cognitive impairment, using psychiatric med-
ications during the study, addiction to any drugs; patients
with uncontrolled chronic diseases such as diabetes, hy-
pertension, and heart disease; and unwillingness to partic-
ipate.

3.2. Diagnostic Evaluations

After obtaining written informed consent from all par-
ticipants, they were provided with the standardized Symp-
tom Checklist-90 (SCL90) questionnaire [Derogatis et al.
(1973)]. The questionnaire is revised based on clinical ex-
periences and psychometric analyses (in 1976). If they
requested further information, the researcher provided
them all the necessary information about the objectives of
the study. Of 114 questionnaires distributed, 104 responded
for a response rate of 91%.

A study by Mirzaei (1980) has standardized the SCL90
in Iran. Derogotis (1976) evaluated the internal consistency
of this test. The highest and lowest correlation coefficients
were associated with depression (0.95) and psychoticism
(0.77), respectively. To evaluate the reliability of the ques-
tionnaire, a pilot study was conducted on 94 patients with
mental health problems using the test-retest method. The
correlation coefficients ranged from 0.78 to 0.90 after one
week of administration. Regarding the validity of the test,
the highest and lowest reported correlations are 0.73 and
0.36 for phobic anxiety, respectively.

Test scoring and interpretation were based on three in-
dices of global severity index (GSI), positive symptom dis-
tress index (PSDI), and positive symptom total (PST). On av-
erage, administering the test lasted about 12 to15 minutes.
The SCL90 intends to evaluate the individual’s conditions
since the last week. It contains 9 different dimensions as
follows: (1) somatization (SOM), the individual perceives
the pathological function of his/her body; (2) obsessive-
compulsive (O-S), the individual focuses on thoughts, im-
pulses, and actions that are unintentional; (3) interper-
sonal sensitivity (INS), the individual experiences feelings
of inadequacy, inferiority, and discomfort when commu-
nicating with others; (4) depression (DEP), experiencing
helplessness and hopelessness, a loss of interest in pleasur-
able things in life, and a dysphoric mood; (5) anxiety (ANX),
the individual experiences a great deal of anxiety; (6) hos-
tility (HOS), the individual has thoughts, actions, and feel-
ings that characterize the state of anger; (7) phobic anxiety
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(PHO), the individual experiences strong, irrational fear of
a particular stimulus; (8) paranoid ideation (PAR), the in-
dividual is pessimistic about others and feels suspicious of
others; (9) psychoticism (PSY), the individual has psychotic
symptoms (with low to severe intensity).

Besides, to prevent subjects’ awareness about the na-
ture of the test, 7 items are embedded in a scattered man-
ner, which are scored similarly to the rest of the items. Re-
garding the deletion of 7 scattered questions, the achiev-
able score is between 0 and 332, and the mental health sta-
tus of each individual. Based on the obtained score, par-
ticipants can be categorized into groups of no psychiatric
disorder (score of 0 to 84), mild psychiatric disorder (85 to
168), moderate psychiatric disorder (169 to 253), and severe
psychiatric disorder (254 to 332). Regarding the prevalence
of psychiatric symptoms, a score of 0 to 1 represents no dis-
order, 1.01 to 2 mild disorder, 2.01 to 3 moderate disorder,
and 3.01 to 4 severe disorder.

This 90-item questionnaire is scored on a five-point Lik-
ert scale, ranging from zero ("not at all" to 4 ("extremely")
(1 = a little bit, 2 = moderately, and 3 = quite a bit). In scor-
ing, the first step is to provide the key to calculating the to-
tal score on each dimension. To do this, ten keys are pre-
pared to calculate the scores on the nine symptom dimen-
sions and other items. In the second step, the total score of
each dimension should be transferred to the table used for
recording the subjects’ scores in an answer sheet. The total
score is the sum of scores obtained for each dimension. In
the third step, to obtain the mean score of the symptoms in
each dimension, the total score obtained of each subject in
all dimensions of the questionnaire (except for additional
items) should be divided by the number of items in each
dimension. Then, the mean score of the symptoms in each
dimension should be specified in the summary table de-
signed for displaying the information of each subject. Af-
terward, the global severity index (GSI) can be calculated,
meaning that the total score obtained for each subject in
the nine symptom dimensions and the additional items
should be summed up and then be divided by 90 (the to-
tal number of items) to obtain the GSI. Then, the number of
items in which the subject has obtained a zero score should
be subtracted from the total number of items (i.e. 90) to
calculate the PST. In the next step, the total GSI score should
be divided by the total PSI score to obtain the PSDI score.

3.3. Statistical Analysis

For quantitative variables, the mean and standard devi-
ation were used to describe the data. While for qualitative
variables, the frequency distribution and percentage were

used to describe the findings. The chi-squared test and t-
test were used to evaluate the association between mental
health and its dimensions with demographic factors. The
Kolmogorov-Smirnov test was applied to test for a normal
distribution. Statistical significance was considered when
P-value < 0.05. Data were analyzed using SPSS version 22.

3.4. Ethical Consideration

The current study was conducted following the ethi-
cal principles of the Jundishapur University of Medical Sci-
ences. Besides, it’s confirmed by the Ethical Committee
of the university. Informed written consent was obtained
from all participants, and they were informed that they can
withdraw from the study at any time. In addition, they
were ensured about the confidentiality of their informa-
tion.

4. Results

Information on mental health dimensions are pro-
vided in Table 1, as mean ± standard deviation.

As shown in Table 1, the mean age of participants was
38.24 ± 12.38, and 60 of them (57.6%) were younger than
38 years old, and 44 (42.4%) were older than 38 years old.
According to the mean mental health score, patients un-
der the age of 38 had moderate psychiatric disorders, and
those older than 38 years had mild psychiatric disorders.
Patients over 38 years of age had better mental health.
There was no significant association between any of the di-
mensions of mental health and the total score of mental
health with age, separated by age groups (P > 0.05).

The percentage frequency and frequency distribution
of mental health subscales separated by gender are pro-
vided in Table 2.

According to Table 2, 55 (52.8%) patients were female,
and 49 (47.2%) were male. Male patients had a moder-
ate psychiatric disorder, and female patients had a mild
psychiatric disorder. Overall, females had better mental
health. There was a significant association between all di-
mensions of mental health and the total score of mental
health with gender (P < 0.05).

Table 3 shows the association between study variables
and mental health subscales.

As shown in Table 3, the mean disease duration was
10.31 ± 8.30. According to the mean score of mental
health, patients who developed the disease when they were
younger than 10 years or older than 10 years had moder-
ate psychiatric disorders. Patients who developed the dis-
ease when they were younger than 10 years old had bet-
ter mental health. There was no significant association be-
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Table 1. Mean ± SD of Age by Mental Health Subscales

Variables Younger Than 38 Years Older Than 38 Years P-Value

Somatization 27.01 ± 11.11 24.52 ± 10.10 0.236

Obsessive-compulsive 21.26 ± 8.77 18.65 ± 8.43 0.129

Interpersonal sensitivity 18.08 ± 7.13 16.02 ± 7.13 0.149

Depression 26.85 ± 10.79 23.84 ± 10.47 0.156

Anxiety 21.31 ± 9.78 18.72 ± 8.75 0.160

Hostility 12.61 ± 5.44 10.88 ± 4.26 0.072

Paranoid ideation 12.46 ± 6.43 10.65 ± 4.97 0.109

Phobic anxiety 13.51 ± 5.32 12 ± 5.59 0.167

Psychoticism 18.63 ± 8.35 16.20 ± 6.81 0.106

Other 14.73 ± 5.53 13.75 ± 6.17 0.404

Mental health 186.50 ± 71.17 165.27 ± 65.61 0.119

Table 2. Percentage (Frequency) Distribution Mental Health Subscales Separated by Gender

Variables Male Female P-Value

Somatization 29.07 ± 11.41 22.46 ± 8.74 0.001

Obsessive-compulsive 22.03 ± 8.80 18.06 ± 8.14 0.019

Interpersonal sensitivity 19.27 ± 7.13 14.89 ± 6.54 0.002

Depression 29.49 ± 10.54 21.18 ± 9.16 0.0001

Anxiety 23.05 ± 9.53 17.04 ± 8.24 0.001

Hostility 13 ± 4.92 10.63 ± 4.71 0.016

Paranoid ideation 12.98 ± 6.57 10.26 ± 4.85 0.016

Phobic anxiety 14.14 ± 5.70 11.44 ± 4.85 0.011

Psychoticism 19.07 ± 7.61 15.95 ± 7.76 0.042

Other 15.38 ± 5.47 13.12 ± 5.98 0.048

Mental health 197.50 ± 68.31 155.08 ± 64.03 0.001

Table 3. Association between Study Variables and Mental Health Subscales

Variables Duration of the Disease Disease Severity Education Marital Status

Somatization 0.538 0.289 0.343 0.623

Obsessive-compulsive 0.834 0.347 0.133 0.355

Interpersonal sensitivity 0.621 0.650 0.127 0.151

Depression 0.656 0.768 0.278 0.329

Anxiety 0.969 0.644 0.212 0.121

Hostility 0.685 0.864 0.240 0.092

Paranoid ideation 0.583 0.963 0.277 0.024

Phobic anxiety 0.649 0.882 0.114 0.278

Psychoticism 0.679 0.722 0.286 0.298

Other 0.871 0.408 0.249 0.129

Mental health 0.781 0.637 0.235 0.178

tween any of the dimensions of mental health and the total
score of mental health with the duration of the disease (P
> 0.05).Most of the patients (n = 48; 46.1%) had mild symp-
toms, followed by moderate (n = 36; 34.6%) and severe (n =
20; 19.3%). According to the mean score of mental health,
patients with different severities of the disease had mod-
erate psychiatric disorders. Patients with less severe symp-
toms had better mental health. There was no significant as-
sociation between any of the dimensions of mental health

and the total score of mental health with the severity of the
disease (P > 0.05).

Two patients (1.9%) were illiterate, 12 (11.5%) were ed-
ucated up to primary, 40 (38.5%) were educated up to
high-school diploma, and 50 (48.1%) had a university de-
gree. According to the mean score of mental health, illit-
erate patients had mild psychiatric disorders, and other
patients with different levels of education had moderate
psychiatric disorders. Illiterate patients had better mental
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health. There was no significant association between any
of the dimensions of mental health and the total score of
mental health with the level of education (P > 0.05).

Also, 83 (79.8%) patients were married, and 21 (20.2%)
were single. According to the mean score of mental health,
single and married patients had moderate psychiatric dis-
orders. Single patients had better mental health. There was
no significant association between any of the dimensions
of mental health and the total score of mental health with
marital status (P > 0.05), but there was a significant asso-
ciation between paranoid ideation and marital status (P =
0.024).

The mean score of mental health and its dimensions in
patients with psoriasis is presented in Table 4.

Table 4. Mean Score of Mental Health and Its Dimensions

Variables Mean ± SD

Somatization 25.96 ± 10.72

Obsessive-compulsive 20.16 ± 6.68

Interpersonal sensitivity 17.21 ± 7.17

Depression 25.71 ± 10.71

Anxiety 20.22 ± 9.40

Hostility 11.88 ± 5.02

Paranoid ideation 11.70 ± 5.90

Phobic anxiety 12.87 ± 5.46

Psychoticism 17.60 ± 7.80

Other 14.31 ± 5.80

Mental health 177.51 ± 69.35

According to Table 4, the mean score of mental health
in patients with psoriasis was 177.51 ± 69.35. According to
the mean score of mental health, patients had moderate
psychiatric disorders. The PSDI was 0.22 ± 0.08.

5. Discussion

Psoriasis, as one of the most common inflammatory
skin diseases, is affected by a variety of predisposing fac-
tors such as race, geographical location, genetic factors,
and environmental conditions. Recent studies reported
that the highest and lowest prevalence of psoriasis is in
Western European countries and Southeast Asian coun-
tries, especially Japan, respectively. Given that in recent
years, there has been a consensus on the association be-
tween psychiatric factors and the appearance or exacerba-
tion of disease symptoms, this study aimed to investigate
mental health in patients with psoriasis.

Pompili et al. (2016), in a study on 157 people (91 with
psoriasis and 66 subjects with other problems such as al-
lergy), reported that patients with psoriasis, compared
to those with other skin diseases, experienced significant
stressful events in their lives 12 months before the diagno-
sis of the disease. They also reported that patients with
psoriasis suffered from a psychiatric disorder and had sui-
cidal thoughts (as the disease progressed) as well (13). Al-
though the two studies are inconsistent in their objectives,
it is clear that patients with psoriasis experience different
types of psychiatric disorders. Therefore, the results of the
two studies are in line.

Kurd et al. (2010) showed that patients with psoria-
sis are at risk of depression, anxiety, and suicide (12). This
study is inconsistent with the objectives of the present
study, but the presence of a level of psychiatric disorder in
these patients has been confirmed by the two studies. It
can, therefore, be argued that these two studies are in line
with one another in this regard.

A study conducted in Brazil by Marco et al. (2018) on
210 subjects (157 of them were healthy) with psoriasis. Re-
ported a strong association between psoriasis and differ-
ent dimensions of mental health, which is recommended
to be considered clinically and for clinical treatment as
well (11). This study is not consistent with the objectives of
the present study; however, both studies have confirmed
the presence of a level of psychiatric disorder as well as the
need to pay more attention to mental health in these pa-
tients. It can, therefore, be inferred that these two studies
are consistent in this regard.

Janoska et al. (2016) recommended that, due to the role
of psychological factors, especially stress, in the develop-
ment and course of psoriasis, it is necessary to perform psy-
chotherapy for patients as well as their family as a part of
the treatment regimen (14). This study is inconsistent with
the objectives of the present study; however, in both stud-
ies, the presence of a level of psychiatric disorder and the
role of underlying and psychological factors have been in-
vestigated. A study conducted by Biljan et al. (2009) on 70
patients reported a prevalence rate of 90% for psychiatric
disorders in patients with psoriasis. Of these patients, only
28.6% were aware of their psychiatric disorder or were re-
ceiving treatment (15). Although the two studies are incon-
sistent in their objectives, there are differences in their re-
sults. So that in the present study, the level of psychiatric
disorder in patients was moderate.

In their study on 70 patients in Semnan, Behnam et al.
(2010) mentioned psychiatric pathology, especially depres-
sion, obsession, and anxiety symptoms, as common prob-
lems of patients with psoriasis. They also reported that
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these symptoms are strongly associated with the severity
and duration of psoriasis (16), which is inconsistent with
the findings of the present study. In the present study, no
significant association was found between the severity and
duration of the disease and the level of psychiatric disor-
der. The reason for this discrepancy may reside in the dif-
ferences in the study period (a ten-year interval between
the two studies) and the advancement of science in drugs
and therapies, as well as the cultural differences of the
cities that the studies were performed in.

The current study had limitations, including not in-
vestigating patients’ medications. Regarding that medica-
tions such as methotrexate and other immunosuppressive
drugs affect mental health, future studies should consider
their impact.

5.1. Conclusion

Although in the present study, psychiatric disorders
were moderate, some studies reported high levels of psy-
chological variables such as anxiety and depression in pa-
tients with psoriasis. To prevent possible psychological
damages to patients, psychological counseling, as well as
psychiatric consultation, are necessary, which not only
help to reduce the consequences of the disease progres-
sion but also accelerate the recovery process. However, fur-
ther studies are needed to investigate and evaluate the ef-
fects of other psychological dimensions such as perceived
stress (stress management) and self-compassion (being
kind to oneself). On the other hand, special attention
should be paid to assessing and improving the family and
marital relations of patients with psoriasis while empha-
sizing the extent and duration of the disease.
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