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ABSTRACT
Chronic dermatophytosis, a persistent fungal infection lasting over six months, is a significant
public health concern. The study examines the psychosocial well-being, psychological distress, and
financial burden experienced by patients with chronic and recurrent dermatophytosis. A hospital-
based cross-sectional desigh was employed, enrolling 316 patients from a tertiary care
dermatology outpatient department in South India over six months. Participants completed
guestionnaires of quality of life (Dermatology Life Quality Index, DLQI), financial burden (Financial
Burden and Worry questionnaire, FBW), and psychological distress (Hospital Anxiety and
Depression Scale, HADS). Findings revealed a substantial impact on the quality of life, with 71.6%
of participants reporting a very large effect as per DLQl scores. Factors such as itching,
embarrassment, and daily routine disturbances were significantly associated with higher DLQI
scores. Financial challenges were prominent, with 56.6% of participants delaying treatment due
to financial constraints and 30.7% reducing overall expenses. The economic burden was further
evident as 26.2% used savings, 12.9% borrowed money, and 16.1% reduced essential healthcare
spending for other family members. Psychological distress was significant, with 31.6% and 29.7%
of participants showing abnormal anxiety and depression scores, respectively, on HADS. A strong
positive correlation was observed between DLQI scores, anxiety, and depression, highlighting the
interdependence between disease severity and mental health. This study underscores the need
for a holistic approach to managing chronic dermatophytosis, addressing not only medical but also
psychosocial and financial aspects. Integrating affordable treatment options, public health
awareness campaigns, and psychological counselling can significantly alleviate the burden on
affected individuals. These findings provide critical insights for clinicians and policymakers to
design comprehensive care strategies aimed at improving patient outcomes and quality of life.
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Introduction
Chronic dermatophytosis, which is the fungal infection caused by dermatophytes lasting for more
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than 6 months, has emerged as one of the most arduous and cumbersome diseases prevalent in
our current Indian clinical scenario. Misinformation, lack of awareness, wrong medications,
trivialization by patients, and low socioeconomic status are some of the most common causative
factors for the same. Due to the obvious visibility of these lesions, it has a deep-seated
repercussion on the self-perception and social interactions of the individual, severely impacting
their emotional, physical, and social well-being. With the rampant spread of dermatophytosis
within the community, more upscale drugs with longer duration have become the mainstay of
treatment, which is imposing a hefty financial burden on our patients. Along with the physical
discomfort and pruritus, patients often feel depressed, anxious, and stigmatized, especially in their
social and sexual relationships.* The incidence of this disease has increased enormously in our
country in these years.? The incidence of dermatophytosis is not easy to estimate due to a dearth
of community-based surveys, which resulted in a wide range of prevalence of 6.09% in South India
to 61.5% in North India.’> Several studies have examined individual aspects of the burden
associated with dermatophytosis. For example, Das et al (2022) conducted a cross-sectional study
assessing psychological morbidity and found that approximately 30% of chronic dermatophytosis
patients suffered from anxiety and depression, with impaired quality of life.* Similarly, Narang et
al (2019) reported high rates of psychological morbidity in patients with superficial cutaneous
dermatophytosis, emphasizing the link between disease visibility, stigma, and emotional distress.”
Patel et al (2020) explored both psychosocial and financial impacts in a smaller sample, noting that
a significant proportion of patients delayed or interrupted treatment due to financial constraints.*
Furthermore, Varshney et al (2020) highlighted that chronic dermatophytosis considerably affects
patients’ daily activities, social interactions, and emotional stability, while Salari et al (2022), in a
meta-analysis, confirmed elevated rates of anxiety and depression among patients with skin
diseases, including dermatophytosis.®”’

However, while prior studies have individually explored psychological morbidity, quality of
life impairment, or financial stress among dermatophytosis patients, few have comprehensively
assessed these domains together in a single study population. Moreover, very limited data exist
from South India, where socioeconomic and healthcare access conditions may differ significantly.
Previous studies either lacked a structured evaluation of financial burden using standardized
instruments or focused on a narrower set of psychosocial variables. There is also a lack of detailed
analysis correlating disease severity (body surface area involved) with psychological distress,
financial strain, and quality of life outcomes.

Therefore, the present study addresses these critical gaps by systematically assessing
psychosocial well-being (anxiety, depression), quality of life, and financial burden in patients with
chronic and recurrent dermatophytosis attending a tertiary care centre in South India. By analysing
the interrelationships between clinical severity, psychological distress, and financial hardship, this
study aims to provide a more integrated and holistic understanding of the full impact of chronic
dermatophytosis on affected individuals. The findings are intended to inform not only clinical
practice but also healthcare policy and public health interventions aimed at comprehensive
patient-centered care. The aims of our study were: 1) To examine the overall impact of chronic
and recurrent dermatophytosis on patients, including its effects on quality of life, financial burden,
and psychological distress. 2) To examine the associations of quality of life, financial burden, and
psychological distress with the demographic and clinical characteristics of patients with chronic
and recurrent dermatophytosis. 3) To examine the associations of financial burden and
psychological distress with quality of life.

Materials and methods
Participants and Procedures
A hospital-based cross-sectional study was conducted at the outpatient department of
Dermatology, Venerology, and Leprosy in a tertiary care center in South India. The study was
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conducted after obtaining ethical clearance from the Ethics Committee of the hospital and
according to the Declaration of Helsinki (1995) as revised in Edinburgh (2000) for a period of 6
months from April 2022 to September 2022. Three hundred and sixteen patients were enrolled in
the study. All patients of both genders above 18 years, diagnosed to have chronic dermatophytosis
(presence of glabrous tinea for six months or longer, continuous, or recurrent, with or without
treatment) or recurrent dermatophytosis (reoccurrence of the glabrous tinea after 4 weeks of
stopping treatment following clinical cure) were included. Patients with other concomitant skin
disorders, on medication for other illnesses, pregnant and lactating females, patients with any
major illness in the preceding 3 months, and any pre-existing psychiatric illnesses were excluded.
Written informed consent was taken from all the study subjects.

A demographic history of the patient was obtained, including age, sex, total family members,
monthly family income, educational status, and occupation, after obtaining informed consent. A
clinical history including the onset, duration of disease, area of involvement (body surface
assessment, BSA, was calculated), and family history of similar complaints was taken. An extensive
treatment history, including topical, over-the-counter medications, herbal/home remedies, etc.,
was taken. Patients were asked to fill out three questionnaires in the language of their choice
(English/ Kannada/ Malayalam). In case the patient was unable to comprehend the questionnaires,
the interview method was used.

Instruments

The Dermatology Life Quality Index (DLQI) questionnaire was used to measure the impact of skin
diseases on the quality of life of an affected person.® After obtaining necessary permissions, the
Kannada and Malayalam translated versions were created according to the ISPOR guidelines.® It
consists of 10 questions, such as symptoms, embarrassment, shopping, home care, clothes, social
and leisure, sport, work or study, close relationships, sex, and treatment. These questions
evaluated the skin problems that had affected life over the previous week. Scoring of each
guestion is from 0 to 3. The higher the score, the more quality of life is impaired: 0-1, no effect on
the patient’s life; 2-5, small effect; 6-10, moderate effect; 11-20, very large effect; 21-30,
extremely large effect.

The Financial Burden and Worry questionnaire (FBW) consists of 9 questions that assess how
chronic or recurrent dermatophytosis or its treatment is affecting their finances.>*° After obtaining
necessary permissions, the Kannada and Malayalam translated versions were created according
to the ISPOR guidelines.’ The financial burden was calculated as the sum of selected responses.
Financial worry was self-reported by the patient on a scale of 1 to 5, with 1 being “some worry”
and 5 being “very much worried.”

The Hospital Anxiety and Depression Scale (HADS) is a self-assessment questionnaire for
detecting states of anxiety and depression in the setting of a hospital outpatient department.*
After obtaining necessary permissions, the Kannada and Malayalam translated versions were
created according to the ISPOR guidelines.® It has seven items, each for depression and anxiety
subscales. The scores for each aspect range from zero to three, with three denoting the highest
anxiety or depression level. A total score of >8 points out of a possible 21 indicates clinically
significant symptoms of anxiety or depression, and the anchor points of each subscale are: 0-7,
normal; 8-10, borderline abnormal; 11-21, abnormal.

Statistical Analysis

Comparisons between categorical variables (e.g., gender, education level, income group, support
status) and DLQI severity groups were performed using Pearson’s Chi-square test. When expected
cell counts were less than five, Fisher’s Exact test was used instead. Associations between
continuous or ordinal variables (e.g., DLQI scores, financial burden scores, worry scores, anxiety
scores, depression scores) were analyzed using Spearman’s rho correlation coefficient, given the
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non-parametric nature of the data. Comparisons of mean financial burden scores across
demographic subgroups (e.g., age groups, family size, income levels, education levels, body
surface area involvement) were conducted using Welch’s t-test (for two groups) and Welch-
adjusted one-way ANOVA (for more than two groups), as Levene’s test indicated unequal
variances across groups, making the use of standard Student’s t-test inappropriate. A p-value of
<0.05 was considered statistically significant in all analyses. Data were analyzed using SPSS version
28.

Results

Table 1 denotes the demographic data of study participants. Males outnumbered females, and a
majority of the participants were in the age group of 18 to 40 years. Participants who were
dependent and self-dependent were comparable. About 36.1% of the participants were educated
up to high school, and about 34.8% of the participants were educated beyond high school. About
63.3% of participants had a family size of up to 9 members, and about 62.7% were earning less
than INR 15,000. The BSA (in %) of less than or equal to 10 was observed among 84.2% of
participants. In addition, 45.6% of participants had been suffering from the diseases for the last 1
to 2 years, respectively.

Table 1

Table 2 shows the impact of dermatophytosis on the quality of life. A total of 90 (28.4%)
participants reported some effect on quality of life based on DLQI scores, while 226 (71.6%)
participants experienced a very large effect, as expected from the method of group classification.
Dermatophytosis thus had a considerable impact on the quality of life for the majority of
participants. Since the DLQI groups were defined based on cumulative scores across individual
domains, higher levels of symptoms such as itching, embarrassment, difficulty in socialization, and
impacts on social and leisure activities and daily routine were inherently more frequent among
participants with a very large effect. Therefore, these differences reflect the criteria used for
classification rather than independent associations.

Table 2

Table 3 shows the effect of dermatophytosis on financial burden and psychological stress. Around
56% of participants had to delay their treatment due to financial problems, about 30.7% of the
participants had to cut down their expenses, and another 26.2% used all their savings. In addition,
16.1% of participants ended up cutting down expenses on healthcare for their family members.
Furthermore, 12.9% of participants had to take a loan and/or borrow money for their treatment.
About 31.4% of participants worried about their illness. About 15.9% of participants had
abnormally high anxiety scores and 13.9% of participants were categorized as having borderline
abnormal depression, and 70.3% had normal scores. About 21.2% of participants had abnormally
high depression scores and 10.4% of participants were categorized as borderline abnormal, and
68.4% had normal scores.

Table 3

Table 4 shows the correlation between quality of life, financial burden, and psychological stress.
There was a high positive correlation between total DLQI scores and anxiety and between anxiety
and depression scores, respectively. In addition, a moderate positive correlation existed between
financial burden and worry and between DLQI score and depression score. Furthermore, there
was a low positive correlation between financial burden and anxiety and depression scores.



Table 4

Table 5 shows the associations of DLQI with HADS and FBW. It was found that among those with
a very large effect on quality of life, 43.4% of participants had higher anxiety scores compared to
2.2% of participants who had some statistically significant effect. In addition, among those with a
very large effect, 37.6% of participants had higher depression scores compared to 10% of
participants who had some statistically significant effect. In addition, the financial burden was
statistically significantly higher among participants who had a very large effect on quality of life.

Table 5

Discussion
In the present study, the financial and psycho-social burden of patients suffering from chronic and
recurrent dermatophytosis is established. Most chronic diseases will have an impact on the quality
of life (QOL) of the person. Skin diseases being visible will have direct consequences on the self-
consciousness of the person, their feeling of looking not attractive, and thereby social withdrawal,
which may add to psychological and emotional stress.*?

DLQI is a simple, feasible, and valid tool employed to assess the QOL of a person suffering
from any dermatological disorder. Chronic and recurrent dermatophytosis is a rapidly spreading
disease; thus, it requires a more elaborate study. Estimating the impact of disease on QOL and the
psychological status of the person may be especially useful to understand the disease burden. The
impact of dermatophytosis on the DLQI score varied among the present study population, with a
mean score of 11.1147.308. The present finding correlated with the previous study conducted by
Patel et al, where the mean DLQI score was 12.25." The skin lesion and itching associated with
dermatophytosis may have an impact on the social well-being of the affected person, thus on the
quality of life.

QOL, though, is a subjective factor, has a more complex understanding and expression, and
may be a mixture of many attributes like the individual’s self-esteem, social life, physical and
mental health, and economic and psychological well-being.”>* Embarrassment, itching, and
disturbance of daily activities were reported to be more common factors affecting the QOL of
patients with dermatophytosis in a previous study.'*In our study, the components of quality of life
were found to be adversely affected by dermatophytosis. However, itching, embarrassment, and
daily routine were the components that had an exceptionally large impact. Similar findings were
found in a study conducted by Varshney et al, assessing the quality of life in chronic
dermatophytosis, where domains of symptoms and feelings, which included embarrassment and
itching, followed by the disturbance in daily activities.® In an earlier Eastern Indian study on the
QOL of patients suffering from tinea corporis, the QOL was adversely affected by the disease.’ In
our study, female participants had a larger effect on DLQI compared to male participants, which
was also corroborated in another study.'®

Added financial burdens arising from the cost of treatment may also have an impact on the
QOL of the individuals, as analyzed in previous studies. The present study is in agreement with this
statement, where slightly more than half of the study population agreed that there was a delay in
the treatment due to financial problems, and they also said that the cost of treatment was a
barrier. More than half of the present study population had a monthly income of less than Rs
15,000/-. Meeting the other expenses and spending for this treatment was difficult because the
treatment may have to be continued for a long duration. Similar findings were seen in a study
where financial burden showed a notable correlation between the financial burden experienced
and factors such as the estimated cost of prior treatments, concerns about financial matters, and
the DLQL." The financial strain experienced by participants was evident in their coping mechanisms,
with 26.2% using savings, 12.9% borrowing money, and 16.1% cutting down on essential expenses
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such as healthcare for other family members. These findings echo those of Salari et al,” who
highlighted the economic hardship faced by dermatophytosis patients in low- and middle-income
countries and its detrimental effect on treatment adherence.

Moreover, financial burden was significantly correlated with psychological distress, with
participants experiencing greater financial strain reporting higher levels of worry, anxiety, and
depression. These findings highlight the cyclical relationship between economic hardship and
emotional well-being, where financial difficulties exacerbate stress and hinder effective disease
management.

The psychological burden of dermatophytosis was another key finding of this study. Anxiety
and depression were highly prevalent, with 31.6% and 29.7% of participants, respectively, scoring
above the threshold for clinical concern on the HADS. These rates are consistent with Narang et
al’s findings, which demonstrated that dermatophytosis patients often experience significant
psychological distress due to the persistent and visible nature of the disease.’

The strong correlations between DLQI scores and both anxiety and depression highlight the
interdependence of psychological well-being and QOL in dermatophytosis patients. This
relationship underscores the need to integrate mental health support into dermatological care.
Psychological counselling, as emphasized by Das et al,* has been shown to improve coping
strategies and reduce stigma, thereby enhancing patients’ ability to manage their condition.

These findings align with previous research studies that have also established connections
between chronic dermatophytosis and its impact on various aspects of well-being."” These
included studies that have explored the relationship between disease severity and impaired
quality of life, financial stress, and psychological distress. Together, these investigations emphasize
that chronic dermatophytosis not only affects physical health but also exerts a substantial toll on
emotional and financial well-being. Earlier studies showed that social and psychological support
helped the patients to overcome the disorders, such as anxiety and depression associated with
dermatophytosis, and brought improvement in their coping strategies."

Addressing these challenges requires a holistic approach that integrates medical,
psychological, and financial interventions. Early diagnosis, affordable treatment options, and
psychological support should be prioritized to improve outcomes. Public health initiatives, such as
awareness campaigns and subsidized treatment programs, can help reduce stigma and alleviate
financial barriers.

Among several limitations of our study, the most important was that the translated versions
of the study tools have not yet been psychometrically tested.

Conclusion
In conclusion, the study sheds light on the substantial psychological and financial burdens that
individuals grappling with chronic dermatophytosis often face. These burdens extend beyond the
physical symptoms, encompassing various aspects of their quality of life.

The intricate interplay between the disease's visible manifestations, the emotional toll of
dealing with a chronic condition, and the financial strain resulting from treatment costs
underscores the need for a comprehensive care approach. By closely monitoring treatment
adherence, healthcare providers can optimize therapeutic outcomes and alleviate physical
discomfort. However, the significance of providing psychological support should not be
underestimated. By addressing the emotional challenges tied to the condition, patients can
experience improved mental well-being, enhanced self-confidence, and better overall quality of
life.

Acknowledging the financial implications and offering guidance on cost-effective treatment
options or financial assistance programs can help alleviate the economic burden. This holistic
approach recognizes that treating chronic dermatophytosis goes beyond medical management; it



involves fostering resilience, restoring confidence, and improving the overall life experience for
patients.

Ultimately, the insights gleaned from this study emphasize that by addressing the
psychological, emotional, and financial dimensions of chronic dermatophytosis, healthcare
practitioners can make a meaningful impact on the lives of patients, enhancing their quality of life
and overall well-being. It may be concluded that psychological and financial burdens were
experienced by the patients of chronic dermatophytosis. Close monitoring of the patients
regarding treatment adherence and psychological support may improve the QOL of these patients.

References

1. Patel NH, Padhiyar JK, Patel AP, et al. Psychosocial and Financial Impact of Disease among
Patients of Dermatophytosis, a Questionnaire-Based Observational Study. Indian Dermatol
Online J 2020, 11:373-377, doi: 10.4103/idoj.IDOJ_331_19

2. Dogras, Uprety S. The menace of chronic and recurrent dermatophytosis in India: Is the
problem deeper than we perceive? Indian Dermatol Online J 2016, 7:73-76, doi:
10.4103/2229-5178.178100

3. Verma SB, Panda S, Nenoff P, et al. The unprecedented epidemic-like scenario of
dermatophytosis in India: |. Epidemiology, risk factors and clinical features. Indian J
Dermatol Venereol Leprol 2021, 87:154-175, doi: 10.25259/1JDVL_301_20

4. DasA,Sil A, Fatima F, et al. Impact of chronic and recurrent dermatophytosis on quality of
life and psychologic morbidity —a cross-sectional study. J Cosmet Dermatol 2022, 21:3586-
3592, doi: 10.1111/jocd.14676

5. Narang T, Bhattacharjee R, Singh S, et al. Quality of life and psychological morbidity in
patients with superficial cutaneous dermatophytosis. Mycoses 2019, 62:680-685, doi:
10.1111/myc.12930

6. Varshney AP, Gahalaut P, Pardal PK, et al. Quality of Life in Patients with Chronic
Dermatophytosis. Nepal J Dermatol Venereol Leprol 2020, 18:44-51, doi:
https://doi.org/10.3126/njdvl.v18i1.27249

7. Salari N, Heidarian P, Hosseinian-Far A, et al. Global Prevalence of Anxiety, Depression, and
Stress Among Patients with Skin Diseases: A Systematic Review and Meta-analysis. J Prev
(2022) 2024, 45:611-649, doi: 10.1007/s10935-024-00784-0

8. Finlay AY, Khan GK. Dermatology Life Quality Index (DLQI)—a simple practical measure for
routine clinical use. Clin Exp Dermatol 1994, 19:210-216, doi:10.1111/j.1365-
2230.1994.tb01167

9. Wild D, Grove A, Martin M, et al. Principles of Good Practice for the Translation and
Cultural Adaptation Process for Patient-Reported Outcomes (PRO) Measures: report of the
ISPOR Task Force for Translation and Cultural Adaptation. Value Health 2005, 8:94-104, doi:
10.1111/j.1524-4733.2005.04054.x

10. Veenstra CM, Regenbogen SE, Hawley ST, et al. A composite measure of personal financial
burden among patients with stage Ill colorectal cancer. Med Care 2014, 52:957-962, doi:
10.1097/MLR.0000000000000241

11. Zigmond AS, Snaith RP. The Hospital Anxiety and Depression Scale. Acta Psychiatr Scand
1983, 67:361-370, doi:10.1111/j.1600-0447.1983.tb09716.x


https://doi.org/10.3126/njdvl.v18i1.27249

12. Bashir S, Hassan |, T Wani R. Influence of dermatophytosis on quality of life: a cross-
sectional study from Kashmir Valley in North India. Int ] Community Med Public Health 2020,
7:1711-1716, https://doi.org/10.18203/2394-6040.ijcmph20201570

13. Mushtaq S, Faizi N, Amin SS, Adil M, Mohtashim M. Impact on quality of life in patients with
dermatophytosis. Australas J Dermatol 2020, 61:€184-e188, doi: 10.1111/ajd.13191.n

14. D’Souza MJ, Hundi G. Awareness of risk factors for dermatophytoses and its impact on
quality of life among adults in Mangalore: A cross-sectional study. /IOSR J Dent Med Sci 2018,
17:64-70, doi: 10.9790/0853-1706016470

15. Das NK, Das S. A study to assess the quality of life (QOL) of patients suffering from tinea
corporis attending dermatology OPD of a tertiary care center of Eastern India. Int J Med Res
Rev 2019, 7:490-495, doi: https://doi.org/10.17511/ijmrr.2019.i06.08

16. Patro N, Panda M, Jena AK. The Menace of Superficial Dermatophytosis on the Quality of
Life of Patients Attending Referral Hospital in Eastern India: A Cross-sectional Observational
Study. Indian Dermatol Online J 2019, 10:262-266, doi: 10.4103/idoj.IDOJ_342 18

17. Das A, Fatima F, Sil A, et al. Therapeutic management of psychological morbidity and
impaired quality of life in patients with persistent dermatophytoses. Dermatol Ther 2020,
33:e14124, doi: 10.1111/dth.14124

Table 1. Distribution of study participants according to sociodemographic details

Sociodemographic details Frequency Percentage
(n=316) (%)
Gender Male 162 51.3
Female 154 48.7
Age group 18-30 114 36.1
(in years) 31-40 100 31.6
41-50 62 19.6
51-60 34 10.8
>60 6 1.8
Support Dependent 156 49.4
Self-supportive 160 50.6
Educational Illiterate 14 4.4
level Primary and higher primary 78 24.7
Upto 10" standard 114 36.1
10™ std and above 110 34.8
Family size 14 94 29.7
5-9 200 63.3
>10 22 7.0
Monthly <15,000 198 62.7
income 15,000-30,000 84 26.6
(InRs) >30,000 34 10.8
BSA (%) <10 266 84.2
11-30 48 15.2
>30 2 0.6
Duration of 6 months -1 year 102 323
disease 1to 2 years 144 45.6
More than 2 years 70 22.2
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Table 2. Distribution of study participants according to DLQI score and its impact on individual

quality of life (only with impact)

Some effect N =90

Very large N = 226

Quality of life component  (Scores 0 to 10) (Score 211) X p
N (%) N (%)

Itching 67 (74.4) 226 (100) 62.2 <0.001
Embarrassment 47 (52.2) 218 (96.5) 93.07 <0.001
Daily routine 15 (16.7) 183 (81) 113.7 <0.001
Choice of clothing 8(8.9) 140 (61.9) 72.77 <0.001
Social and leisure activity 6 (6.7) 174 (77) 129.8 <0.001
Sports 6 (6.7) 69 (30.8) 20.5 <0.001
Loss of work or study 2(2.2) 111 (49.1) 61.6 <0.001
Socialization 15 (16.7) 180 (79.6) 108.04 <0.001
Sexual life 5(5.6) 143 (63.6) 86.8 <0.001
Time spent on treatment 4 (4.4) 130 (57.5) 74.2 <0.001

Table 3. Distribution of study participants according to financial burden and worry, and HADS

score
. . Frequency
Financial burden (n=316) Percentage
Use savings 83 26.2
Borrow money or take out a loan 41 12.9
Could not make payments on other bills 30 9.5
Cut down on spending for food and clothes 36 114
Cut down on spending for health care for other family
51 16.1
members
Cut down on recreational activities 46 14.6
Cut down on expenses in general 97 30.7
Delay/interrupt treatment due to financial problems 179 56.6
Cost was the barrier 179 56.6
Worry 1 58 18.3
2 51 19.0
3 60 16.5
4 52 14.9
5 47 314
HADS score
Depression score
Normal 0-7 22 70.3
Borderline abnormal 8-10 44 13.9
Abnormal case 11-21 50 15.8



Normal

Borderline abnormal
Abnormal case

Anxiety score

0-7 216
8-10 33
11-21 67

68.4
104
21.2

Table 4. Spearman's Rank correlation coefficients between DLQI, FBW, and HADS scores

bLal Financial Worry Anxiety Depression
Total burden
DLQI Total 1.000 0.43* 0.47* 0.71* 0.62*
Financial burden 1.000 0.64"  0.45* 0.45*
Worry 1.000 0.50* 0.48*
Anxiety 1.000 0.86*
Depression 1.000
*p<0.05 is statistically significant
Table 5: Associations of DLQI with HADS and FBW
Some effect Very large effect Total . p
N (%) N (%) N
Anxiety Normal 88 (97.8) 128 (56.6) 216 50.3 <0.001
Abnormal  2(2.2) 98 (43.4) 100
Depression Normal 81 (90) 141 (62.4) 222 234 <0.001
Abnormal 9 (10) 85 (37.6) 94
Mean £ SD Mean £ SD df
Welch t
Financial 1.19+1.8 2.83+2.3 206.5 445 <0.001
Burden
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OUVIOTA ONUOVTLKO TPOPANUa Snuodotag uyesiag. H mopoloo peAEtn efetalel v
JUXOKOLWVWVLKNA eunuepia, TNV PUXOAOYIKA KATATTIOVNGN KAL TNV OLKOVOULKA EMLBAPUVCN TTOU
Buwvouv oL acBeveic pe ypovia Kal umotporidlouca SepuatodUtwon. Alevepynbnke

OUYXPOVLKI] €PEUVA. OE VOOOKOMELAKO TEPLBAANAOV UE TN cuppetoxn 316 acBevwv amod
EWTEPLKO LoTpeio Seppatoloyiag tpitofdbulou voookopeiov otn Notia Ivdia og Staotnua
£€€L punvwv. Ol CUUMETEXOVIEG CUMMANPWOAV EPWTNUATOAGYLO Yla TNV ToLoTNTA (WAC
(Dermatology Life Quality Index, DLQI), tnv owkovouikn emiBdapuvon (Financial Burden and
Worry questionnaire, FBW), kot tnv Yuxoloyikr katamovnon (Hospital Anxiety and
Depression Scale, HADS). Ta supnpata €6el€av onpavtikn emdsivwon g motdtntag {wng,
Ue to 71,6% TWV CUUUETEXOVTWY Va avadépouv TOAU coBapr] entnmtwon, cUudwva PE TG
BaBuoioyieg Tou DLQI. Mapdyovteg OMwWG 0 KVNOUOC, N apnyovia kat ol Slatapaxeg otnv
KaBnUepPWVA pouTiva CUCXETIOTNKAV ONUOVTLIKA He uPnAOTEpeg TLUEG DLQI. OL OLKOVOULKEG
Suokolieg Atav évtoveg, KaBwE To 56,6% TwWV CUHUETEXOVTWY avéBaiav Tn Bepameia Aoyw
OLKOVOLILKWV TIEPLOPLOUWY, evw To 30,7% TEePLOPLOE YeVIKA TG damaves. H olkovoulkn
erupapuvon avadelxbnke TepAlTéEPW ATIO TO YeYovog OTL TOo 26,2% Xpnoluomnoinoe
amotapleloelg, To 12,9% Saveiotnke xpripata kot to 16,1% peiwoe damdveg yla Baoikn
Latpkn dpovtida GAAwWV HeAWV TNG olkoyévelag. H PuxoAoyikn katamdvnon frav eniong
ONUOVTLKA, Ue To 31,6% Kal To 29,7% TWV CUUUETEXOVTIWY VA TIAPOUCLA{ouV Tto0 OAOYLKES
TLMEG Ayxoug Kol kataBAupng avtiotowa, cuudwva pe tnv KAipako HADS. Mapatnpndnke
Loxupn BTk cuoXETon PeTafL Twv Tipwv DLQI, Tou dyxoug kat Tng KatabAung, yeyovog
miou avadelkvuel tn SlaocUvbeon petall g BaplTnTog TG vooou Kal tng Puxikng vyelac. H
UEAETN QUTA UTOYPOUUIZEL TNV avayKn Yyl Hla OALOTIKA Tipoogyylon otn Slaxeiplon tng
Xpoviag depuatodputwong, n ool Ba AapBavel urtoPn OxtL LOVO TNV LATPLK OANG KOl TNV
UXOKOLVWVLKH KOL OLKOVOULKH 8LAoTaon. H eVowUATWaoN MPoottwy BepameuTIKWY ETILAOYWY,
EKOTPATELWV EVNUEPWONG TOU KOWOU Kal YUXOAOYLKAG UTIOOTHPLENG Wmopel val cuuBalet
OUOLOOTLKA OTNV avakoudlon twv acBevwy. Ta guprpata mopEXOUV Kploleg TAnpodopleg
yla KALVIKOUC LoTpoUC Kol umeUBUvVOUC Xapa&ng TOALTIKAG, TIPOKELUEVOU Vo oxeblaotolv



OANOKANPWUEVEG OTPATNYLKEC PPOVTLSAC e OTOXO TN BeATiwaon TN £KBaONC KoL TNC TTOLOTNTOG
{wNG Twv acBevwy.

AEZEIZ EYPETHPIOY: Xpovia deppatodutwon, SeEpUATOAOYLKH TTOLOTNTA WG, OLKOVOLLLKN)
emPBapuvon, PuxoloyLkn Katamovnon, ayxoc, KatabAwpn.
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