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Psoriasis is a common skin disease that may impair health-related quality of life (HRQOL). We
sought to describe the HRQOL among local Chinese people with psoriasis by SF-36 Health Survey
and to examine the relationship between HRQOL and clinical severity. The SF-36 scores of 132
adult Chinese patients with psoriasis were significantly lower than that of the sex- and age-matched
HK healthy controls. This reduction of functioning in psoriasis was comparable to that of Severe
Acute Respiratory Syndrome or bronchiectasis. The SF-36 scores had weak correlations with modified
PASI suggesting that patient-reported HRQOL and physician-assessed clinical severity were two
independent outcome measures.
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Introduction

Psoriasis is a common skin disease that can
considerably impair the health-related quality of
life (HRQOL). In an early report, the prevalence
rate of psoriasis in the Mongoloid races of the
Far East including Hong Kong was reported to be
0.3%.1 Although this prevalence rate was lower
than that was reported in the US, it was the fifth
most common skin disease attending Hong Kong
government skin clinics in 2001.2 While this
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common skin disease is rarely life threatening, it
can be life ruining due to pruritus, cosmetic
disfigurement and social stigmatisation.3 This
negative impact on HRQOL was confirmed by
studies in the Western population.4-6

Nevertheless, impact of psoriasis on Chinese
people cannot be generalised from the Western
literatures because different cultural background
may generate different perception of HRQOL.7

We sought to describe the HRQOL among the
Chinese people with psoriasis in Hong Kong by a
validated generic HRQOL questionnaire and to
examine the relationship between HRQOL and
clinical severity.

Method

All adult Chinese patients (aged 18 to 65 years
old) attending the government skin clinics from
October 2003 to April 2004 were invited to join
the study. These clinics were Fanling Integrated
Treatment Centre (ITC), Lek Yuen Social Hygiene
Clinic (SHC), Tuen Mun SHC, Yau Ma Tei
Dermatological Centre (DC), Yung Fung Shee DC,
and Kowloon Bay ITC. All subjects had clinical
diagnosis of psoriasis (without co-morbidity) for
more than one year.

Each subject was asked to complete the Chinese
(HK) SF-36 Health Survey. Simultaneously, the
attending physicians collected the demographic
data and measured the clinical severity by
Modified Psoriasis Area and Severity Index
(MPASI).

The study protocol was approved by the Ethics
Committee, Department of Health, HKSAR.

Measurement

SF-36
MOS 36-item Short Form Health Survey (SF-36)
is one of the most commonly used generic HRQOL
instrument worldwide. It consists of 36 questions

that assess the health status in 8 domains: physical
function (PF), role physical (RP), bodily pain (BP),
general health (GH), mental health (MH), role
emotional (RE), social functioning (SF) and vitality
(VT). These domains can be summarised into two
aggregate summary scores: Physical Component
Score (PCS) and Mental Component Summary
(MCS).

We used the validated Chinese version [The
Chinese (HK) SF-36] that had been confirmed to
have high internal consistency (Cronbach's alpha
>0.7 in all scales) and test-retest reliability in the
local setting.7

The HK normative values of SF-36 was established
after studying 2,410 healthy individuals.7 Since
the gender and age had significant effects on the
SF-36 scores, we reported our results after sex
and age-specific standardisation of HK normative
values (mean 50, SD10).8 Higher SF-36 scores
indicated better HRQOL.

MPASI
MPASI was a modified version of PASI (Psoriasis
Areas and Severity Index) that had been used in a
local study of psoriasis.9 It was a summation of
extent  and les ional sever i ty  (ery thema,
desquamation and induration) with higher value
indicating worse clinical status.

Results

We recruited 132 psoriasis patients without co-
morbidity (response rate = 91%), of which 94
(71%) were male. The mean age was 41.3 years
old. The most common clinical type was chronic
plaque psoriasis (95.1%). The majority (93.4%)
had stable diseases that had not required
hospitalisation in the preceding year.

SF-36 scores of psoriasis
The SF-36 scores of these psoriasis patients without
co-morbidity were lower than that of 2,410 sex
and age-matched HK healthy controls. Although
the General Health score and Vitality score in
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psoriasis patients were close to the normal
population (mean 50, SD 10), the remaining six
scale scores were significantly lower (P<0.01).
Bodily Pain [mean BP score (SD) = 41.10
(11.98)] and Social Function [mean SF score (SD)
= 37.01 (14.54)] scored the lowest in the physical
component and mental component respectively
(Table 1). Both the Physical Component Summary
(PCS) and the Mental Component Summary (MCS)

Table 1. SF-36 scores of 132 psoriasis patients without
co-morbidity
SF-36 Mean (SD) P value*
PF 43.21 (17.58) P <0.0011111
RP 44.59 (13.98) P <0.001
BP 41.10 (11.98) P <0.001
GH 48.65 (10.73) P = 0.13
VT 49.99 (10.12) P = 0.99
SF 37.01 (14.54) P <0.001
RE 47.67 (10.73) P <0.01
MH 45.31 (10.66) P <0.001

PPPPPCS 43.63 (13.22) P <0.001
MCS 46.33 (11.03) P <0.01
* P value between psoriasis patients and healthy controls
(standardised to mean 50 and SD 10) by unpaired t test

Table 2. Subgroup comparisons of SF-36 summary scores among 132 psoriasis patients

Potential predictors N PCS MCS
Mean (SD) P value Mean (SD) P value

Gender Male 97 43.56 (12.93) 0.91* 46.36 (11.06) 0.96*
Female 35 43.84 (14.19) 46.25 (11.13)

Age group <40 y 64 42.50 (14.25) 0.34* 46.28 (11.08) 0.96*
41-65 y 68 44.71 (11.93) 46.39 (11.07)

Working/studying Yes 101 44.67 (12.41) 0.11* 46.13 (11.11) 0.70*
No 31 40.26 (15.31) 47.01 (10.92)

Duration of illness <5 y 42 45.12 (10.60) 0.55+ 45.79 (10.65) 0.92+

5-10 y 40 41.90 (14.84) 46.56 (13.42)
>10 y 50 43.77 (13.92) 46.70 (9.32)

Head involvement Yes 114 43.08 (13.36) 0.23* 45.76 (11.11) 0.13*
No 18 47.11 (12.10) 49.98 (10.11)

*P values between subgroups by unpaired t-test; +P values between subgroups by ANOVA test

of psoriasis patients were significantly lower than
that of healthy controls.

Subgroup analysis of SF-36 scores
There was no statistically difference (P>0.05) in
PCS or MCS between the subgroups that were
identified by their gender, age group, working
status, duration of illness and head involvement
(Table 2).

However, arthropathy was found to be a predictor
poor physical functioning. The PCS of psoriasis
patients with arthropathy [Median PCS score (IQR)
= 26.05 (15.51-44.78); P<0.01; Table 3] was
significantly lower than that without arthropathy
[median PCS score (IQR)= 48.59 (38.14-53.86)].
This reduction in physical functioning was
attributed to significantly reduced Physical Function
Score [median PF score (IQR) = 23.40 (-1.80 to
49.00); P<0.01] and Bodily Pain Score [BP score
(IQR) = 27.56 (13.55 to 31.54); P<0.001].

Comparison of SF-36 scores between psoriasis
and other illnesses
Both bronchiectasis and SARS are severe
respiratory diseases that were shown to impair
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the HRQOL.10,11 Our result showed that the
disability of psoriasis was comparable to these
respiratory diseases (Figure 1).

Table 3. Comparison of SF-36 scores between psoriasis patients with and without arthropathy

SF-36 Without arthropathy (N=122) Arthropathy (N=10) *P values
Median (IQR) Median (IQR)

PCS 48.59 (38.14 - 53.86) 26.05 (15.51 - 44.78) <0.01
MCS 46.60 (39.80 - 53.32) 51.77 (37.03 - 59.86) =0.29

PF 45.06 (42.04 - 55.50) 23.40 (-1.80 - 49.00) <0.01
RP 54.83 (36.75 - 55.15) 31.57 (18.47 - 55.01) =0.09
BP 43.13 (34.97 - 50.66) 27.56 (13.55 - 31.54) <0.001
GH 50.11 (40.52 - 56.39) 43.90 (38.01 - 53.31) =0.20
VT 50.19 (41.48 - 58.15) 45.03 (42.31 - 55.93) =0.47
SF 39.35 (24.90 - 48.18) 32.36 (30.60 - 41.98) =0.59
RE 50.29 (39.40 - 57.52) 52.02 (33.48 - 57.52) =0.96
MH 46.52 (39.15 - 53.07) 39.21 (32.94 - 54.00) =0.20

*P value between two groups by Mann-Whitney test

Although the reduction in physical functioning by
psoriasis (mean psoriasis PCS score = 46.93) was
not as severe as that by bronchiectasis (mean PCS

Figure 1. SF-36 summary scores of psoriasis and other illnesses.
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scores of bronchiectasis with sputum <10 ml/day
and >/=10 ml/day were 32.81 and 40.45
respectively), the reduction of mental functioning
by psoriasis (mean psoriasis MCS = 45.10) was
the worst among the three illnesses (mean
bronchiectasis MCS = 47.77 and 51.07; mean
SARS MCS = 50.50).

Relationship between SF-36 score and MPASI
Of note, the weak correlation between PCS and
MCS (Pearson's coefficient r = 0.11, P>0.05, Table
4) supported the notion that these two summary
scores were two distinct health dimensions
(divergent validity).

As expected, negative correlations between SF-36
scores and MPASI were observed as higher SF-36
scores represented better HRQOL. Again, we
found weak correlations between MPASI and
SF-36 (rs= -0.14 & -0.12, P>0.05).

Discussion

This study suggested that the HRQOL of 132
patients was significantly worse than that of 2,410
sex and age-matched HK healthy controls. The
greatest mental burden among our subjects was
the impairment in social functioning. This result is
not surprising because psoriasis, as a skin disease,
can cause cosmetic disfigurement and social
embarrassment. Of the almost 18,000 people
responded to the survey conducted by National
Psoriasis Foundation, 79% felt embarrassed when
people viewed their psoriasis.12 Similarly, Weiss
found that three-fourths of psoriasis patients felt
the need to hide their psoriasis and the same
proportion of patients avoided activities like
swimming.13 The impairment of social functioning,

in part, stems from the general public 's
repugnance for ugliness and fear of contagious
skin conditions.3 Perhaps the misnomer " "
which carries a meaning of contagious fungal
infection should be avoided in the local settings
and replaced by a more appropriate Chinese
translation " ".

The greatest physical burden among our subjects
was bodily pain. This bodily pain could not be
explained by psoriatic arthropathy alone because
only 10 subjects (7.6%) had arthropathy. We
speculated that some of the pain was due to
excoriation secondary to pruritus. Further study is
needed to clarify the source of pain. Nevertheless,
psoriatic arthropathy was a significant predictor
of poor HRQOL. This suggests that people with
psoriatic arthropathy deserves a priority of
treatment.

There is often a misconception that skin diseases
are somewhat less serious than other medical
illnesses. Our results refuted this by confirming
that the degree of disability experienced by people
with psoriasis was comparable to that of people
with SARS or bronchiectasis. This result echoed
the comparative study by Rapp et al in which the
disability measured by SF-36 in 317 US psoriasis
patients were more than that in people with cancer
or myocardial infarction.6

Our results also had some resource implication
to the local health care system because the
impairment measured by SF-36 (HK) Health
Survey was related to increased health service
utilisation rate in HK, including monthly outpatient
consultation rate and hospitalisation rate.14

The weak correlation between HRQOL and MPASI
suggested that patient-reported HRQOL and
physician-assessed clinical severity were two
independent outcome measures. This weak
correlation is partly attributed to the different
perspectives between patients and physicians. For
example, patients may consider "embarrassment
over appearance" the greatest burden on HRQOL,
while physicians do not assign it as an indicator

Table 4. Correlation matrix

PCS MCS
PCS 1
MCS 0.11a 1
MPASI -0.14b -0.12b

a Pearson correlation; b Spearman's rho correlation
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of clinical severity. We propose that both clinical
severity and HRQOL should be used as outcome
measures in clinical trial of psoriasis.

This study had several limitations. Firstly, the
convenience sampling and the collection method
could introduce bias. While the HK normative
values of SF-36 were established by telephone
interview, our data were collected by self-
administered questionnaire. Studies in the US and
Australia had found that the SF-36 scores obtained
by telephone interview and self-completion could
be significantly different, especially for mental
health score.15,16 Furthermore, the comparisons
of SF-36 scores between the three illnesses were
neither sex- nor age-matched. This might distort
the relative burden of mental and physical
component. Although MPASI was easier to use
than the conventional PASI, it was not a
standardised assessment and was less sensitive
in detecting the clinical severity.

In conclusion, psoriasis is not a trivial disease.
Appropriate resources should be allocated to
improve the HRQOL. This effort is likely to be
rewarded by a lessening of the health service
utilisation rate. Clinicians should pay attention to
the impairment of social functioning that is often
the most resentful disability.
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