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Introduction: Psoriasis is a chronic disease with intermittent flares and remissions. Each 
individual perceives the disease, its somatic effects, resultant dysfunction and related pro
blems differently. This attitude is primarily determined by one’s characterological traits and 
type of illness. A primary response to the diagnosis can be denial, underestimation, accep
tance or overestimation of the disease. The aim of the study was to analyze the level of 
illness acceptance and its effect on the quality of life in moderate psoriasis depending on 
sociodemographic and clinical characteristics of the patients.
Materials and Methods: The study included 186 patients with plaque psoriasis with Psoriasis 
Area Severity Index (PASI) scores ≤10. The inclusion criteria of the study were duration of 
psoriasis >2 years, age ≥18 years, and lack of other somatic or mental disorders during three 
months preceding the study. The study participants completed the Acceptance of Illness Scale 
(AIS), Dermatology Life Quality Index (DLQI) as well as an original survey containing ques
tions about their sociodemographic characteristics and information about their disease.
Results: Mean AIS score for the study group was 24.3 pts. Patients older than 40 years presented 
with lower levels of illness acceptance than younger persons (p = 0.0311). Also, patients’ sex and 
duration of psoriasis significantly affected the acceptance of the illness, with lower AIS scores 
found in women (p = 0.0092) and persons with a longer history of the disease (p = 0.0362). Mean 
DLQI score for the study group was 13.3 pts. A lower level of illness acceptance turned out to exert 
an unfavorable effect on the quality of life (QOL) in psoriasis (p = 0.0015; R = −0.33).
Conclusion: In this study, patients with psoriasis presented with a moderate level of the 
illness acceptance, and a significant correlation was found between this parameter and QOL.
Keywords: illness acceptance, psoriasis, psychodermatology, quality of life

Introduction
Psoriasis is a chronic disease with intermittent flares and remissions. Aside from 
genetic predisposition and immunological disorders, psychological stress, emo
tional conflicts, and a tendency to suppress one’s emotions are principal factors 
modifying the disease’s course.1–4

Given the chronic and recurrent character of psoriasis and multiple triggering 
factors, treatment of this condition requires a thorough insight into health problems 
of a given patient, and a physician in charge needs to be experienced in terms of 
therapy selection. While many anti-psoriatic treatments exist, the therapy should be 
tailored in each case; the treatment lasts long, and excellent patient-physician 
cooperation is needed to achieve the desired outcome.5

Psoriasis may lead to physical disability (psoriatic arthritis), has an unfavor
able effect on the patient’s comfort and quality of life, and disrupts normal 
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functioning to various degree. Not infrequently, the dis
ease, especially its severe form (erythroderma),2–4 is 
associated with pain and suffering. In other forms of 
psoriasis, the disease’s impact depends on the area of 
the skin being affected; patients whose skin lesions are 
visible to others often withdraw from social activities, 
stay in isolation and may even develop depression. Such 
persons experience dissatisfaction, guilt, fear and embar
rassment, which has a detrimental effect on their quality 
of life (QOL). Due to the deterioration of QOL, patients 
with psoriasis may be reluctant to involve in social, 
family and occupational activities.1,2,6 Furthermore, anti- 
psoriatic treatment requires self-discipline and can be 
burdensome, especially in the case of topical therapies.5

Psoriasis is a challenge and requires the patient to face 
a new reality. Coping with the disease and normal function
ing are to a large extent dependent on one’s level of illness 
acceptance.7 Each individual perceives the disease, its 
somatic effects, resultant dysfunction and related problems 
differently. This attitude is primarily determined by one’s 
characterological traits and type of illness. A primary 
response to the diagnosis can be denial, underestimation, 
acceptance or overestimation of the disease.8 Some patients 
accept their illness and self-motivate themselves to partici
pate in the therapeutic process; in such cases, a higher level 
of illness acceptance is associated with better adjustment to 
the disease and lesser psychological discomfort. If the dis
ease causes mobilization of one’s resources and despite 
experiencing health problems the patient can pursue his/her 
objectives and satisfy all vital needs, the level of illness 
acceptance increases and the QOL is better.9,10 However, 
some patients do not accept their diagnosis and respond 
with a rebellion, lack of medication compliance, emotional 
instability and denial. This eventually leads to a low level of 
illness acceptance and the resultant deterioration of life 
quality.11,12

Acceptance of the illness enables the patients to func
tion normally despite various risks, constraints and pro
blems associated with health loss. Knowing the causes and 
consequences of their illness, and potential complications 
thereof, the patients are capable of adequate self-control 
and can undertake health-oriented behaviors to improve 
their quality of life and longevity.9,10

Therefore, to improve the quality of life in chronically 
ill persons, healthcare providers should not merely monitor 
their somatic symptoms, but also assess their current 
needs, psychosocial, emotional and spiritual wellbeing, 
and illness acceptance level.

The aim of the study was to analyze the level of illness 
acceptance and its effect on the quality of life in moderate 
psoriasis depending on sociodemographic and clinical 
characteristics of the patients.

Materials and Methods
The study included patients recruited at private clinic of 
dermatology and medical cosmetology in Bialystok 
(Poland). The study group consisted of 186 patients with 
plaque psoriasis, including 103 of women (55.4%) and 83 
of men (44.6%). The study participants were recruited by 
experienced dermatologist who determined their Psoriasis 
Area Severity Index (PASI) scores and recorded them in 
the patients’ documentation. The inclusion criteria of the 
study were: PASI ≤ 10, duration of psoriasis >2 years, age 
≥18 years, and lack of other somatic or mental disorders 
during three months preceding the study.

Two hundred and twenty-five patients were invited to 
complete a questionnaire. Eighteen patients those who did 
not express their consent to participate were excluded from 
the study, and 21 patients did not provide complete 
answers. Final response and rejection rates were 82.7% 
(n=186) and 17.3% (n=39), respectively.

The study was conducted from June to September 2020. 
The respondents received questionnaires along with the 
instructions on how to complete them. The responses were 
self-reported or filled in by an investigator, either at the 
clinic or home. Respondents who completed the question
naire at home received a self-addressed return envelope.

The research conformed with the Good Clinical 
Practice guidelines, and the procedures followed were in 
accordance with the Helsinki Declaration.

The study protocol of the was approved by the Local 
Bioethical Committee at the Medical University of 
Bialystok (decision no. APK.002.212.2020).

The study patients completed Acceptance of Illness 
Scale (AIS), Dermatology Life Quality Index (DLQI) 
and a survey developed by the authors of this study, con
taining questions about sociodemographic characteristics 
of the participants (gender, age, place of residence, marital 
status, education, employment status) and information 
about their disease (location of psoriatic lesions, time 
elapsed since the diagnosis of psoriasis).

The level of illness acceptance was measured with the 
AIS developed by BJ. Felton, TA. Revenson and GA. 
Hinrichsen and adapted to Polish conditions by 
Z. Juczyński.13
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Given its psychometric characteristics, AIS is considered 
an accurate “predictor of health-related quality of life, reflect
ing one’s satisfaction with life and actual health status”.13

The scale measures the respondent’s ability to cope 
with the illness based on eight statements regarding his/ 
her actual status of health. Each statement is graded on 
a 5-point Likert-type scale, from 1 (definitively agree), to 
2 (agree), 3 (do not know), 4 (disagree) and 5 (definitively 
disagree). The level of illness acceptance, being the sum of 
scores for all eight statements, can range from 8 pts (lack 
of acceptance) to 40 pts (high level of acceptance).

DLQI contains 10 single-choice questions referring to the 
quality of life in dermatological disorders. The answer to each 
question is scored on a scale from 0 to 3, where 3 corresponds 
to “very much”, 2 to “a lot”, 1 to “a little”, and 0 to “not at all”. 
The overall DLQI score can range from 0 to 30. The higher the 
score, the worse the quality of life in a given patient.14

Statistical Analysis
To obtain a better insight into the problem in question, the 
levels of illness acceptance were analyzed according to the 
respondents’ sociodemographic characteristics: gender, age, 
place of residence, marital status, education and occupation, 
as well as according to clinical characteristics: duration of 
psoriasis and location of psoriatic lesions. Statistical signif
icance was verified with the Student’s t-test in the case of 
comparison between two groups or ANOVA if the number 
of compared groups was larger than two. The results were 
considered statistically significant at p<0.05.

An integral part of the study was to analyze the rela
tionship between illness acceptance and quality of life. 
The analysis was based on Spearman’s coefficient of cor
relation between the two psychometric variables, which is 
an appropriate statistical measure to investigate non-linear 
relationships of a monotonous (positive or inverse) type.

The statistical analysis was carried out with 
STATISTICA 12.5 package.

Results
The study group consisted exclusively of adult patients 
(Me=36; SD=12,0; Min./Max.=18/74 years), with the 
mean age of 39.4 years.

Mean duration of psoriasis in the study group was 14.8 
years (Me=14; SD=10,3; Min./Max.=2/57 years).

The study group included 52.7% of married persons, 
23.6% of singles, 12.4% of divorcees and 11.3% of 
widows/widowers. The proportions of respondents with 

higher and secondary education were 50% and 32.8%, 
respectively, the proportion of participants with primary 
or vocational education was 18.2%. The vast majority of 
the study participants were city-dwellers (75,2%). The 
largest occupational group were blue-collar workers 
(46.8%), followed by white-collar workers (38.7%). The 
remaining 14.5% are: retirees and pensioners (6.5%), stu
dents (4.8%), farmers (2.2%) and the unemployed (1.1%).

The illness acceptance scores (AIS) of the study 
patients were summarized as descriptive statistics. Mean 
AIS score for the study group was 24.3 pts (Me=24; 
SD=6,1; Min./Max.=10/40). However, based on the values 
of the lower and upper quartiles values, most participants 
scores between 20 and 28 on the AIS scale.

The majority of the respondents (64%) scored 19–29 
pts on the AIS. The proportions of patients presenting with 
full acceptance of the illness and complete lack of illness 
acceptance were similar, 19% and 17%, respectively.

Table 1 Relationships of Sociodemographic and Clinical 
Characteristics with AIS Scores

Sociodemographic and 
Clinical Characteristics of 
the Patients

AIS

�x SD 95% c.i. p

Women 21.6 6.7 20.4–25.7 0.0092**
Men 24.9 5.2 23.2–26.5

Countryside 24.2 5.2 21.9–26.5 0.9603
Town/City 24.3 6.4 22.7–25.9

Age <40 24.2 4.8 22.5–25.9 0.0311*
Age ≥40 22.4 6.6 21.2–26.6

Married 24.3 5.9 22.6–26.0 0.9900
Unmarried 24.3 6.5 22.2–26.4

Higher education 25.3 5.3 23.7–26.9 0.1314
Non-higher education 23.3 6.8 21.2–25.4

Duration of psoriasis <15 24.9 6.1 23.0–26.8 0.0362*
Duration of psoriasis ≥15 21.7 4.4 21.7–25.6

Blue-collar workers 22.9 6.2 20.6–25.1 0.1806
White-collar workers 24.7 5.6 23.0–26.5

Location – exposed body 
parts (head, hands)

22.8 5.7 21.9–25.8 0.6575

Location – unexposed body 

parts (torso, legs)

24.6 6.5 22.8–26.4

Notes: *Indicate statistical significance (p <0.05), **Indicate statistical significance 
(p <0.01). �x- arithmetic mean, 95% c.i. – 95% confidence interval for mean value in 
a given population. p-values from the Student’s t-test. 
Abbreviation: SD, standard deviation.
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The level of illness acceptance correlated significantly 
with some sociodemographic characteristics of the study 
participants (Table 1). Patients older than 40 years pre
sented with lower levels of illness acceptance than 
younger persons (p=0.0311). Also, patients’ sex and dura
tion of psoriasis significantly affected the acceptance of 
the illness, with lower AIS scores found in women 
(p=0.0092) and persons with a longer history of the dis
ease (p=0.0362). The illness acceptance scores for patients 
living in the cities and countryside were similar (24.2 pts 
vs 24.3 pts), whereas the mean scores for married persons 
and singles were the same (24.3 pts).

DLQI is a scale that measures the negative impact of 
the disease on QOL; hence, the higher the DLQI score, the 
more unfavorable the effect of the illness.

Mean DLQI score for the study group was 13.3 pts 
(Me=13; SD=8,1; Min./Max.=0–30). Based on the values 
of the lower and upper quartiles values of the DLQI 
measure ranged from 6.5 to 19 pts.

More than half (58%) of the respondents scored no 
more than 14 pts on the DLQI, which suggests that their 
quality of life was better than in the remaining 42% of the 
patients with DLQI scores higher than 15 pts.

Respondents with primary, vocational or secondary 
education had worse quality of life than those with higher 
education (14.8 pts vs 11.6 pts). Also, persons with longer 
duration of the disease presented with higher DLQI scores, 
corresponding to worse quality of life (Table 2).

An integral part of the study was to analyze a link 
between the level of illness acceptance (AIS score) and 
the quality of life (DLQI score). The relationship was 
analyzed based on Spearman’s coefficient of correlation 
between the two psychometric measures.

A lower level of illness acceptance turned out to exert 
an unfavorable effect on the QOL in psoriasis. While not 
strong (R=−0,33), the correlation between these two psy
chometric measures was statistically significant (p = 
0.0015) - Figure 1.

The DLQI scores were also stratified according to the 
level of illness acceptance, and the significance of 
between-group differences was verified on variance analy
sis (Table 3). The between-group differences in DLQI 
scores were shown to be statistically significant (p = 
0.0202).

Spearman’s coefficients of correlation were also used to 
analyze the effects of age and duration of psoriasis on the 
levels of illness acceptance and DLQI scores. The 

Table 2 Relationships of Sociodemographic and Clinical 
Characteristics with DLQI Scores

Sociodemographic and 
Clinical Characteristics of 
the Patients

DLQI

�x SD 95% c.i. p

Women 12.7 8.2 10.0–13.9 0.2054
Men 14.4 7.5 11.6–15.8

Countryside 14.7 7.8 11.4–18.1 0.2883
Town/City 13.7 8.3 10.0–14.3

Age <40 13.9 8.3 11.5–16.3 0.4246
Age ≥40 12.5 7.9 9.9–15.1

Married 12.2 7.6 10.0–12.4 0.1525
Unmarried 14.6 8.1 12.5–17.5

Higher education 11.6 7.6 9.2–14.2 0.0562
Non-higher education 14.8 8.2 12.6–17.5

Duration of psoriasis <15 11.4 7.9 9.3–14.3 0.0660
Duration of psoriasis ≥15 15.8 8.2 12.4–17.3

Blue-collar workers 14.7 8.3 12.0–17.3 0.1528
White-collar workers 12.2 7.8 9.9–14.4

Location – exposed body parts 

(head, hands)

15.8 8.0 13.0–18.7 0.0583

Location – unexposed body 
parts (torso, legs)

12.3 7.6 10.0–14.7

Notes: �x- arithmetic mean, 95% c.i. – 95% confidence interval for mean value in 
a given population. p-values from the Student’s t-test. 
Abbreviation: SD, standard deviation. Figure 1 Correlation between the level of illness acceptance and the quality of life.
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correlation coefficients between AIS and age and AIS and 
duration of the disease were 0.03 (p=0.7793) and −0.09 
(p=0.4016), respectively, and did not reach the threshold of 
statistical significance. The correlation coefficients between 
DLQI and age and DLQI and duration of the disease were 
0.00 (p=0.9764) and 0.12 (p=0.2723), respectively, and also 
did not reach the threshold of statistical significance.

We analyzed DLQI and AIS scores according to the 
location of psoriatic lesions (face, arms, legs, trunk); we 
restricted the analysis to those four body areas as more 
detailed stratification would produce too small subgroups, 
and hence, negatively affect the accuracy of the results. 
Statistical significance was verified with the Student’s 
t-test for independent samples. No statistically significant 
relationships were found between the location of psoriatic 
lesions, quality of life and illness acceptance.

Discussion
Adaptation to a chronic illness, including acceptance of 
the disease, is a complex process modulated by many 
factors. However, only a few studies analyzed the level 
of illness acceptance in patients with psoriasis; instead, 
researchers centered around the quality of life in this 
disease. We combined these two aspects in our present 
study, using selected demographic and clinical parameters 
as exploratory variables, patients with psoriasis.

Aside from somatic morbidities, patients with psoriasis 
may also present with mental problems, such as anxiety, 
dissatisfaction, sense of guilt, fear and embarrassment,15–19 

and psychological disturbances, eg lowered self-esteem, 
inability to establish social contacts, which may contribute 
to a substantial deterioration of the QOL.20–24 Frequently, 
a problem is not the disease itself but its perception by the 
patients, their involvement in the diagnosis and treatment, 
and finally, acceptance of the illness. Therefore, attempts to 
improve the quality of life in psoriasis should not be limited 

merely to the monitoring of somatic symptoms, but also 
expand onto the assessment of patients’ needs, their psy
chosocial, emotional and spiritual wellbeing, and illness 
acceptance.25

Illness acceptance is a positive attitude towards chronic 
disease, strengthening the patients and preventing dete
rioration of their quality of life. Previous studies high
lighted the beneficial effects of illness acceptance in 
terms of psychological and physical comfort.9,26,27

In the study conducted by Zielińska-Więczkowska et al28 

psoriasis patients presented with a high mean level of illness 
acceptance (30.37±7.936 pts). High levels of illness accep
tance were found in 62.4% (30–40 pts) of the patients with 
psoriasis, whereas moderate and low levels were documented 
in 26.7% (19–29 pts) and 10.9% (8–18 pts), respectively.

The mean level of illness acceptance in our present 
study was lower than the one mentioned above (24±6 pts); 
also, the distribution of AIS scores differed, with 19% of 
the patients scoring 30–40 pts, and 64% and 17% having 
the results in a bracket of 19–29 pts and 8–18 pts, 
respectively.

The difference in the levels of illness acceptance might 
be associated with the fact that the majority of patients 
examined by Zielińska-Więczkowska et al28 were persons 
aged 51–60 years and older, who constituted 56.4% of the 
entire study group. In our present study, the respondents 
were stratified into different age groups, up to 40 years and 
older. One could hypothesize that longer duration of psor
iasis and older age facilitate coping with the disease and 
promote its acceptance. According to Harrison et al29 and 
Mniszewska et al7 the disease with skin manifestations is 
less likely to negatively affect interpersonal relations of 
older persons, who have usually achieved stability in their 
social life and professional career.

However, our findings do not seem to support the 
hypothesis mentioned above, as these were older respon
dents who presented with lower levels of illness acceptance.

Similar findings were also reported by Hawro et al30 who 
showed that the sense of guilt, shame and social rejection in 
psoriasis increased with age. Older persons were shown to 
feel rejected, avoided social contacts with their relatives and 
friends, and presented with lower illness acceptance levels.

However, it needs to be stressed that in the studies 
conducted by Basińska et al10 the levels of illness accep
tance in psoriasis did not correlate significantly with 
patients’ age.

Patients with longer duration of psoriasis were shown 
to present with lower illness acceptance levels, 

Table 3 Relationship Between the Level of Illness Acceptance 
and the Quality of Life

The Level of Illness 
Acceptance (Points)

DLQI (p = 0.0202*)

N �x SD 95% c.i.

8–18 32 15.7 8.7 10.9–20.6
19–29 116 14.1 8.0 11.9–16.2

30–40 38 8.6 6.4 5.3–11.9

Notes: *Indicate statistical significance (p <0.05). �x - arithmetic mean, 95% c.i.– 95% 
confidence interval for mean value in a given population. p-values from on variance 
test (ANOVA). 
Abbreviation: SD, standard deviation.
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a phenomenon also observed in our present study. 
According to van Beugen31 and Ogarczyk,32 patients 
with a longer history of psoriasis reported more difficulties 
in social functioning, which corresponded to the lack of 
illness acceptance and worse quality of life.

In the study conducted by Basińska et al10 patients with 
psoriasis presented with higher levels of illness acceptance 
(27.46 pts) than in our present study (24.3 pts). The 
authors did not find a significant difference in the illness 
acceptance levels of female (26.49 pts) and male patients 
(28.41 pts). This observation is consistent with the results 
of some previous studies, conducted by Sampognab et al33 

Mniszewska et al34 and other authors, which also did not 
demonstrate a significant effect of patients’ sex on 
QOL.35,36 In the study conducted by Zielińska – 
Więczkowska et al28 female patients had lower AIS scores 
than male psoriatics (54.2 pts vs.73.8 pts), but the differ
ence was not statistically significant. Also, in our present 
study women scored lower than men in terms of illness 
acceptance (24.9 pts vs 23.6 pts).

According to Hawro et al30 female psoriatics also pre
sented with lower quality of life scores. Psoriasis makes 
female patients feel embarrassed, frustrated and irritated. 
Due to the altered appearance of their skin, women with 
psoriasis found themselves unattractive and avoid contacts 
with others. Similar results were also reported by 
Zachariae et al37 and Kowalewska et al.27 However, 
according to other authors, these were male patients with 
psoriasis who presented with lower QOL scores than 
female patients.7,26

To summarize, the results of previous studies analyzing 
the effects of age and sex on illness acceptance and quality 
of life in psoriasis are inconclusive.20,37,38

Location of psoriatic lesions is known to influence both 
the illness acceptance and QOL.30,31,39 Krueger et al2 

demonstrated that the lesions on exposed body parts 
attracted more attention from the others and had 
a negative effect on the social relationships of patients 
with psoriasis. To cover their skin lesions, patients with 
psoriasis not infrequently wear uncomfortable clothing. 
Hiding psoriatic lesions from others is considered an 
unpleasant duty and was shown to have a detrimental 
effect on QOL, especially in female patients.1,2 

According to Hrehorów et al40 psoriasis exerts an unfavor
able effect on the social contacts of the patients. Patients 
with visible skin lesions experience a growing sense of 
shame and embarrassment since they believe that other 
healthy persons avoid them not to be infected.

Our present study showed that visible psoriatic lesions 
were a factor contributing to the lack of illness acceptance.

This problem was previously highlighted by 
Orzechowska et al41 according to whom psoriatic lesions 
are a primary factor resulting in the stigmatization of the 
patients and resultant disruption of their social functioning. 
The patients who do not approve their disease-altered 
appearance may share a common misbelief that their 
image is also not accepted by others; thus, such patients 
not infrequently may self-stigmatize themselves. 
According to Russo et al, up to 89% of patients with 
psoriasis experienced shame and embarrassment because 
of their skin lesions.42

In Devrimci-Ozguven’s et al43 Hrehorów et al40 opi
nion, psoriasis may have a detrimental effect on a patient’s 
mood, and some patients with psoriasis may even have 
suicidal thoughts. Such persons cannot accept their self- 
image and are exhausted with long-term treatment of skin 
lesions. Another risk factor for the suicidal ideation in 
patients with psoriasis is social rejection resulting from 
the lack of acceptance from others.40,42–44

Education and occupation do not seem to influence the 
level of illness acceptance in psoriasis,28 which has also 
been confirmed in our present study. Perhaps, this phe
nomenon resulted from a relative stability of work 
environment.

In our study, married persons and singles have the 
same mean Scale AIS scores (24.3 pts), and hence, marital 
status was not confirmed as a significant determinant of 
the illness acceptance. However, in previous studies, con
ducted by Lu et al36 van Beugen et al31 and Ginsburg 
et al45 singles were shown to be more prone to stigmatiza
tion, which was also reflected by their worse quality of 
life.

Published data show unequivocally that psoriasis exerts 
a detrimental effect on the QOL. The disease constitutes 
a considerable burden for the vast majority of the patients, 
which is reflected by unfavorable changes in their quality 
of life. In turn, acceptance of the illness was associated 
with a better quality of life in psoriasis,46 the relationship 
also observed in our present study (p = 0.0015).

The persistence of psoriatic skin manifestations instead 
of treatments could deeply influence the patient attitude 
toward the disease.5,25 According to Verhoeven et al47 

deterioration of the quality of life in psoriasis is associated 
with somatic manifestations of the disease. As emphasized 
by Ograczyk et al32 persistent itchiness and flares of the 
disease contribute to the escalation of anxiety and 
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psychological discomfort. According to Hrehorów et al46 

itchiness is the main obstacle in illness acceptance. 
Persons with clinical manifestations of psoriasis were 
shown to have lower self-esteem and lower levels of 
satisfaction with life. Patients with psoriasis are well 
aware that their illness is chronic and incurable, with 
symptomatic treatment and maintenance of the remission 
being the only viable therapeutic options. Patient′s per
spective is important not only in terms of symptoms but 
also on the well-being impact.25

According to literature, the higher the level of illness 
acceptance, the better the adjustment to the disease and the 
lesser the negative emotions experienced by patients with 
psoriasis.26,27,40,42 Thus, the patients who give less meaning 
to their condition are more likely to accept the illness and to 
choose more appropriate coping strategies to avoid unfavor
able negative psychosocial consequences of psoriasis.

Conclusions
In this study, patients with moderate psoriasis presented with 
a moderate level of the illness acceptance, and a significant 
correlation was found between this parameter and QOL. This 
implies that both illness acceptance and subjectively assessed 
QOL are accurate psychometric measures that should be 
considered during anti-psoriatic treatment planning.
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