
IP Indian Journal of Clinical and Experimental Dermatology 2020;6(1):71–75

Content available at: iponlinejournal.com

IP Indian Journal of Clinical and Experimental Dermatology

Journal homepage: www.innovativepublication.com

Original Research Article

Assessment of dermatology life quality index in chronic venous insufficiency: A
cross- sectional study

Asha G S1,*, Fairuza A N1, Leelavathy B1, Shilpa K1

1Dept. of Dermatology, BMCRI - Bangalore Medical College and Research Institute, Bengaluru, Karnataka, India

A R T I C L E I N F O

Article history:
Received 25-10-2019
Accepted 26-11-2019
Available online 21-04-2020

Keywords:
Chronic venous insufficiency
DLQI
Quality of Life

A B S T R A C T

Introduction: Chronic venous insufficiency (CVI) may have an impact on the daily lives of afflicted
individuals.
Objectives: The study is aimed at identifying impact of CVI on patients’ quality of life (QoL) using
Dermatology Life Quality Index (DLQI).
Materials and Methods: A cross-sectional non probabilistic sampling study was conducted among 100
patients with Chronic venous Insufficiency over a period of 16 months. A sociodemographic survey and
clinical grading using CEAP classification along with duplex ultrasound scanning was performed for
each patient. DLQI questionnaires in English and the native languages of Kannada and Urdu were used.
Statistical analysis was performed using Pearson’s chi-squared test.
Results: 100 patients with a male to female ratio of 7.8:1 were assessed. Mean age was 48.5 years.
Majority of the patients in the study belonged to CEAP clinical grade C4a. 66% of the patients had mild
to moderate impact while 34% had great impact of the disease on their QoL. The disease severity showed
positive correlation with DLQI score (p <0.05).
Conclusion: CVI has an adverse impact on various facets of life and the impact increases proportionately
with severity of the disease. Hence incorporation of QoL assessment tools like DLQI helps in a
multipronged management of the disease.
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1. Introduction

The World Health Organization (WHO) defines quality of
life as ”the individuals’ perception of their position in life,
in the context of the culture and value systems in which they
live and in relation to

their goals, expectations, standards and concerns.”1 QoL
measures have only recently been used as assessment
parameters in the management and evaluation of chronic
skin diseases. In dermatology, HRQOL can be assessed
with generic instruments such as Short Form-36 &12(SF-36
and -12), NHP (Nottingham Health Profile), SIP (Sickness
Impact Profile), dermatology specific instruments such as
DLQI, DQOLS (Dermatology Quality Of Life Scales)
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and DSQL(Dermatology Specific Quality Of Life) and
condition specific instruments such as those for diseases
like acne vulgaris, melasmas. Its use in clinical and research
fields allow a more humanized therapeutic approach.

The quality of life of patients with chronic venous
disease can be impaired by various aspects including
physical symptoms, complications of the disease, functional
capacity, mobility, social and employment limitations.
Though disease specific QoL measures for CVI exist
namely CIVIQ (Chronic Venous Insufficiency Quality of
Life Questionnaire) and VEINES-QOL, the native language
adaptations of the same have not been made available yet.

DLQI, developed by A.Y. Finlay and G.K. Khan in the
year 1994, is considered as the first specific assessment
instrument of QoL in dermatology. It comprises of ten
questions divided into six domains. The answers are on

https://doi.org/10.18231/j.ijced.2020.016
2581-4710/© 2020 Innovative Publication, All rights reserved. 71



72 Asha G S et al. / IP Indian Journal of Clinical and Experimental Dermatology 2020;6(1):71–75

a Likert scale. It has been validated for 33 different skin
conditions and is available in 55 language adaptations. The
total score ranges from 0 to 30. Higher the DLQI score,
greater is the disease impact.2

The objective of this study is to determine the DLQI
score in 100 patients suffering from CVI using the English,
Kannada and Urdu adaptations of DLQI questionnaire3 and
to correlate the score with clinical disease severity.

2. Materials and Methods

An analytical and descriptive cross-sectional study was
conducted between the period from November 2014 to
July 2016 among 100 patients with CVI who attended the
dermatology outpatient department of Bangalore Medical
College and Research Institute. Approval had been obtained
from the Institution Ethics Committee.

We employed a non-probabilistic sampling method.
The inclusion criteria were: Untreated patients with CVI
who gave an informed consent to participate in the study
and exclusion criteria were: arterial disease, congenital
venous disease, obstructive venous disease such as deep
vein thrombosis and neuropathic disease. A detailed socio-
demographic and clinical survey of each patient was
performed. Details including age, gender, occupation, parity
in females, history of trauma or surgery, family history of
varicosities, BMI were collected. Clinical grading of each
patient was performed using CEAP clinical classification
(Table 1).4 A Venous Doppler ultrasound scan was
performed in all patients. Each patient was asked to fill the
DLQI questionnaire based on their experience over the past
one week. In case of patients who were illiterate or had
difficulty reading, they were assisted in filling the same.

To date, no studies have validated the use of DLQI
as QoL assessment tool in patients with CVI. However,
previously too studies have been conducted in other
conditions for which its use has not been validated.
The availability in native language adaptations, ease of
administration and interpretation led to choosing DLQI
as the preferred tool of QoL measurement in CVI. The
collected data was analyzed using R software. The internal
consistency (reliability) of DLQI in the sample was tested
using Cronbach’s alpha and was found to be acceptable. The
correlation between DLQI score and clinical severity was
assessed using Pearson’s chi-squared test.

3. Results

Among the 100 patients included in the study, there were 88
males and 12 females. The male to female ratio was 7.3:1.
The mean age of the study population was 48.5 years. In
the study, 42% of the patients had complaints for around 9
months, while in few patients it extended over a period of
10 years. The occupation wise distribution of the patients
has been given in Table 2. 39% of patients had a healthy

weight while 47% were overweight and 14% patients were
obese (Table 3). The obstetric score of the 12 females in the
study: 4 (33.3%) were P5, 2 (16.7%) each were P2, P3 and
P4 while 1(8.3%) each were P7 and Gl. The CEAP clinical
profile of patients with CVI is given in Table 4. Among
the 100 patients in our study, there were 4 females (33.3%)
of CEAP grade C3, 58(70%) males and 4(33.3%) females
of grade C4a, 9(10.2%) males and 2(16.7%) females of
grade C4b, 3(3.4%) males of grade C5, 18(20.4%) males
and 2(16.7%)females of grade C6. Table 5 shows DLQI
domain scores and average total score for each CEAP
clinical category. Figure 1 shows DLQI total score plotted
against CEAP clinical category while in Figure 2 DLQI
domain score is plotted against CEAP clinical category.
The correlation between average of total DLQI score and
clinical disease severity graded according to CEAP system
was analyzed using chi square test which showed positive
correlation (p<0.05). When the average of DLQI domain
scores was analyzed against clinical disease severity, all
docorreltion. While the DLQI domain scores’ correlation
with age and gender were assessed (Figures 3 and 4 ), no
statiswas seen (p-values = 0.59 and 0.93 respectively).

Fig. 1: Avg. of DLQI score by CEAP Grade

Fig. 2: Avg. of DLQI Parameters

4. Discussion

A wider understanding of the concept of QoL and its use
in clinical practice and research will help in providing
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Table 1: CEAP classification

C Clinical status E Etiology A Anatomy P Pathophysiology
C0 no visible disorder Ec Congenital As superficial Pr reflux
C1 telangiectases or reticular Ep Primary Ap perforated Po obstruction
veins Es secondary (post) Ad deep Pro combination
C2 varicose venis thrombotic) An no known venous Pn no known venous
C3 Oedema En no known venous location pathophysiology
C4a pigmentation, oedema etiology C4b lipo-et dermatosclerosis, White atrophy
C5 healed ulcer
C6 active, venous ulcer
S Symptomatic
A Asymptomatic

1 (8.3%) each wereP7 and Gl.

Table 2: Occupation Wise Distribution of Patients

Occupation No. of Patients %
Security Guard 21 21
Shopkeeper 14 14
Hotel Worker 11 11
House Wife 9 9
Driver 8 8
Conductor 5 5
Farmer 5 5
Salesman 5 5
Civil Engineer/Supervisor 5 5
Coolie 4 4
Factory Worker 2 2
Construction Worker 2 2
Police Officer 2 2
Misc. 7 7
Total 100 100

Table 3: BMI distribution of patients

BMI Male n(%) Female n(%) Total
Normal 35(39.8) 4(33.3) 39
Overweight 41(46.6) 6(50.0) 47
Moderately obese 12(13.6) 2(16.7) 14
Grand Total 88 12 100

Table 4: Distribution based on clinical impression

Ceap Grade Males Females Total
C3 n(%) 0(00.0) 4(33.3) 4
C4a n(%) 58(70.0) 4(33.3) 62
C4b n(%) 9(10.2) 2(16.7) 11
C5 n(%) 3(03.4) 0(00.0) 3
C6 n(%) 18(20.4) 2(16.7) 20
Total 88 12 100

Table 5: Correlation between DLQI (domain and total) score and CEAP clinical grade of disease

DLQl domains C3 N=4 C4a n=62 C4 n=11 C5 n=3 C6 n=20 X 2 p value
Physical Symptoms & Feelings 1.50 2.87 4.45 5.00 5.05 60.4 p<.05
Daily Activities 1.25 1.58 3.00 2.00 4.20 101.9 P<.05
Leisure 1.00 1.13 2.00 1.33 2.47 45.3 p<.05
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Table 6: Correlation between DLQI (domain and total) score and CEAP clinical grade of disease

DLQl domains C3 N=4 C4a n=62 C4 n=11 C5 n=3 C6 n=20 X 2 p value
Work 1.61 2.36 2.00 2.90 65.9 P<.05
Personal Relation 1.00 1.00 1.25 0.6 P=1
Treatment 1.67 1.61 2.45 2.67 2.95 73.8 P<.05
DLQl domains 4.75 8.00 14.09 13.33 17.70 165.9 P<.05

Fig. 3: Avg. DLQI Score vs. Age of Respondent

Fig. 4: Avg. DLQI Score by Gender

a therapeutic approach closer to the patients’ needs.
The choice of QoL assessment tool depends on various
factors such as availability in the patients’ language,
ease of distribution and handling and, inevitably its
comprehensibility. In our study, DLQI was the selected tool
as it complied with most of our requirements. The total
DLQI score ranges between 0-30. The interpretation of
scores is as follows: 0-1- No effect, 2-5- Small effect, 6-10-
Moderate effect, 11-20- Very large effect, 21-30-Extremely
large effect on patient’s life. A higher DLQI score highlights
the need for active intervention.

The socio-demographic characteristics of the sample
showed a higher proportion of males compared to females
and the predominant age group was 40-49 years. Majority
of our patients had reported prolonged standing during their
occupation. In their studies on chronic venous disease by
Ruckley et al.5 in 2002 and Criqui et al.6 in 2003, male

predominance was observed. Scott et al.7 ” had observed
a 6% increase in risk of CVI per 1 year increase in
age. Abramson et al.8 , in his community based study in
Jerusalem in men and women aged 20-64 years, also found
prevalence of chronic venous disease higher among subjects
with protracted orthostasis.

In our study, 46.6% of men and 50% of women were
overweight and 13.6% and 16.7% of men and women
respectively were obese while the remaining population had
a normal BMI. We also observed that increased BMI is
correlated positively with severity of disease more in women
compared to men. Gourgou et al.9 had observed in their
study a two fold increase in likelihood of developing CVI
among obese subjects.

CVI includes the severe forms of CVD - CEAP clinical
grades C3 to C6. The distribution of subjects in our study
was as follows: 4 females (33.3%) of CEAP clinical grade
C3, 58(70%) males and 4(33.3%) females of grade C4a,
9 (10.2%) males and 2(16.7%) females of grade C4b,
3(3.4%) males of grade C5, 18 (20.4%) males and 2(16.7%)
females of grade C6. The common clinical manifestations
of CVI found in the study population were edema, stasis
eczema, LDS and ulcers whereas PPD, atrophie blanche
were less common. Kurosh Parsi in his review article10

has mentioned edema, corona phlebectatica paraplantaris
(ankle flare), stasis dermatitis, pigmentary changes, atrophie
blanche, LDS and skin ulceration as the common cutaneous
manifestations of CVI, while PPD, Pseudo KS are seen
less commonly. The average total DLQI scores for CEAP
clinical grades C3, C4a, C4b, C5 and C6 in our study
were 4.75, 8.00, 14.09, 13.33 and 17.70 respectively. The
average total DLQI scores showed positive correlation with
the clinical disease severity. The worst affected parameters
in descending order of significance were physical symptoms
and feelings, daily activities, work and treatment. Most of
the patients were reluctant in disclosing effect of disease on
their personal lives.

In our study, no significant difference was noticed in both
DLQI total and domain scores based on age and gender.
When literature was reviewed for impact of chronic venous
disease on QoL, studies using SF- 36 as assessment tool
were available. In the San Diego population study by Kaplan
et al.11 ” on more than 2257 participants, SF- 36, which
includes eight subscales clustered into two groups: physical
and mental health, was used as the QoL assessment tool.
In their study, it was observed that venous disease affects
the functional scales but does not have much impact on the
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well-being aspects of patients. In the study by Kurz et al.12

too similar observations were made.
Amongst the 100 subjects, 4% had a small impact of

disease on their lives, 62% had a moderate impact whereas
the rest 34% had their lives affected very much by CVI.

Although the use of DLQI for QoL assessment in
patients with CVI has not been reported in literature, it
still remains the most commonly preferred assessment tool
in dermatology, hence its use in this study. The major
limitations to this study are a very small sample size.
Simultaneous assessment of depression was not performed
going by the observation that depression leads to a poorer
perception of QoL. DLQI is yet to be validated for use in
CVI.

In summary, venous disease is a prevalent, less
reported condition with a lot of accompanied morbidity.
Dermatologists, when approached, treat CVI as a cosmetic
problem but its tentacles extend beyond its appearance. It
tarnishes the self-esteem, diminishes the functional aspects
of life and taints the emotional health of the patients. Thus,
incorporating QoL assessment tools in treatment of CVI
helps in a holistic approach to the patient. This can result
in better patient gratification
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