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Quality of Life in Patients with Psoriasis in Northern Taiwan
Tung-Yi Lin, MD; Lai-Chu See1,2, PhD; Yu-Ming Shen1,2; Chung-Yu Liang, MD;
Hsin-Ning Chang, MD; Yin-Ku Lin, MD, PhD
Background: Psoriasis has a significant negative impact on quality of life. The aim of this
study was to identify factors associated with the quality of life of patients
with psoriasis in Taiwan.
Methods:
A retrospective study analyzing data from psoriasis patients who visited the
outpatient clinics in the Department of Traditional Chinese Medicine, Chang
Gung Memorial Hospital at Taipei, Taoyuan and Keelung from July 2009 to
January 2010 was performed.
Results:
A total of 480 patients who had completed the assessment of disease severity
and the dermatology life quality index (DLQI) questionnaire were analyzed.
Of these patients, 67.5% were men. The mean score on the DLQI was 9.16
Ų 6.3 and 67% of all patients reported a moderate to extremely large impact
on their quality of life (DLQI > 6). A higher psoriasis area and severity index
(PASI), younger age and initial lesions on the nails significantly negatively
impacted patients’ quality of life. Smoking, alcohol intake and gender were
also weakly correlated.
Conclusion: The clinical severity, age and site of initial lesions are associated with negative impacts on the quality of life of patients with psoriasis. These findings
provide significant new insights into factors that affect the life quality of
patients with psoriasis in Taiwan.
(Chang Gung Med J 2011;34:186-96)
Key words: psoriasis, dermatology life quality index (DLQI), psoriasis area and severity index
(PASI)

P

soriasis is a chronic inflammatory skin disease
characterized by raised, well-demarcated, erythematous plaques with adherent silvery scales. Classic
psoriasis vulgaris has a predilection for certain areas
such as the elbows, knees and scalp. Although not
life-threatening or contagious, psoriasis substantially
affects health-related quality of life (HRQoL) and
has negative psychological and social implications.(1)
Ethnic factors appear to influence the preva-

lence of psoriasis. The condition affects 2%-11% of
the Caucasian population but only 0.3% of the
Mongoloid population.(2,3) In fact, the worldwide incidence of psoriasis varies considerably. Reasons for
such variations range from racial to geographic and
environmental.(4) For example, psoriasis tends to be
more frequent at higher latitudes than lower latitudes.(5) A recent epidemiological study of psoriasis
in Taiwan reported the mean one-year prevalence
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rate of psoriasis was 0.19%.(6) One possible explanation for the relatively lower occurrence of psoriasis
compared with that in Caucasian populations might
be the lower frequency of the HLA-Cw6 gene in the
Taiwanese population.(7)
Generally, a diagnosis of psoriasis is based on
the appearance of the skin. People with psoriasis typically have sharply demarcated chronic erythematous
plaques covered by silvery white scales, which most
commonly appear on the elbows, knees, scalp,
umbilicus and lumbar area.(8) Sometimes, a skin biopsy or scraping may be needed to rule out other disorders and to confirm the diagnosis.
Most accepted treatments for psoriasis were
developed empirically or found by chance.
Treatments for psoriasis range from topical therapies
for mild disease to phototherapy or systemic therapies for more widespread disease. These treatments
improve the quality of life for most patients by ameliorating lesions and decreasing itching, pain and discomfort. However, patients’ psychosocial suffering
due to psoriasis is usually neglected. Numerous
studies with a variety of questionnaires report a significant negative impact on HRQoL in patients with
psoriasis.(9-11) Patients with a worse HRQoL experience a greater impact on work productivity and
employment- related limitations relative to symptom
severity. Therefore, the severity of psoriasis may be
better defined in clinical practice by its impact on the
HRQoL than by the psoriasis area and severity index
(PASI).(12)
In previous studies, the HRQoL for patients
with psoriasis was evaluated by self-assessment
questionnaires that were either generic, dermatologyspecific, or disease-specific.(13) The dermatology life
quality index (DLQI) is a dermatology-specific measure and is reportedly more sensitive to improvements in psoriasis-related symptoms than generic
health status measures and has a positive correlation
with the PASI.(14,15)
Several studies of psoriasis in Taiwan have been
reported including biological therapy trials, traditional Chinese herbal therapies, and genetic analysis.(16-22)
However, the quality of life of patients with psoriasis
in Taiwan has not been previously studied. The aim
of this study was to evaluate the disease severity and
HRQoL of patients with psoriasis in Taiwan. We
conducted a retrospective chart review of 1472
patients with psoriasis and the factors that affect
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their life quality were identified.

METHODS
Patients

This study was a retrospective chart review and
data analysis from the records of patients with psoriasis who visited the outpatient clinics of the department of traditional Chinese medicine, Chang Gung
Memorial Hospital at Taipei, Taoyuan and Keelung
between July 2009 and January 2010. The patients
enrolled were limited to those who had been diagnosed with psoriasis by at least one dermatologist
based on clinical presentation or biopsy.
Patients below the age of 20 years, and those
with severe medical diseases that may affect their
life quality including malignant disease, chronic
obstructive pulmonary disease, heart failure, liver
cirrhosis or end stage renal disease were excluded
from the study. Patients with severe psychiatric disorders, mental disorders, seizures, organic brain disease, or other skin diseases (such as eczema, dermatophytoses, pityriasis rubra pilaris, mycosis fungoides, lichen simplex chronicus) were also excluded.
The data analyzed in the study included epidemiological and psoriasis-related records, and were
recorded during the patients’ initial visit to our clinic. The epidemiological records included age, gender, co-morbid diseases, regular medication, smoking
and alcohol intake, allergy history and employment
status. In some cases, data on prior smoking habits
was difficult to evaluate; therefore, only data on current smoking habits were considered. The psoriasisrelated records included age at onset, duration, site of
initial lesions, triggers and exacerbating factors,
diagnosis by biopsy, family history of psoriasis, therapeutic history (Western or Chinese medicine), body
surface area (BSA), PASI and DLQI.
Clinical measures

In our outpatient clinic, the patients underwent a
physical examination to assess the severity of psoriasis (BSA and PASI) by a well-trained research fellow
(TY Lin, or CY Liang) with confirmation by a senior
physician (YK Lin). A “Rule of Nines” method was
used to estimate the BSA. PASI assessment combines assessment of the severity of lesions (the
degree of erythema, scaling and induration) and the
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area affected into a single score in a range of 0 (no
disease) to 72 (maximal disease). Composite photographs from our previous study were used as
examples to rate and score scaling, erythema, and
induration on a scale of 0-4 with 0 indicating none, 1
mild, 2 moderate, 3 severe and 4 very severe (Fig.
1).(19) The severity of psoriasis according to the PASI
was defined as mild (PASI < 7), moderate (PASI 712), and severe (PASI > 12).(23) Feldman suggests that
if patients have at least 10% body surface area
involvement and a PASI score ≥ 12 they have severe
disease.(12)
Health-related quality of life assessment

In this study, HRQoL was assessed with a dermatology-specific instrument (DLQI). Patients were
Severe

asked to complete a Chinese translation of the DLQI
in our clinic. The DLQI is a self-reported questionnaire to measure how much a skin problem has
affected the life of the patient over the previous 7
days. It consists of 10 questions, 6 sections and 1
overall summary score. Each question has 4 alternative answers: “not at all”, “a little”, “a lot”, or “very
much”, with scores of 0, 1, 2 and 3, respectively.
The 6 sections cover symptoms and feelings (questions 1 and 2), daily activities (questions 3 and 4),
leisure (questions 5 and 6), work/school (question 7),
personal relationships (question 8 and 9) and treatment (question 10). The DLQI is calculated by summing the score of each question resulting in a maximum of 30 and a minimum of 0. The higher the
score, the more the quality of life is impaired. A
Moderate

Mild

None

Induration

Erythema

Scaling

Very severe
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Fig. 1 Clinical photographic examples to rate scaling (A-E), erythema (F-J) and induration (K-O). Source: Clinical assessment of
patients with recalcitrant psoriasis in a randomized, observer-blind, vehicle-controlled trial using indigo naturalis.(19)
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DLQI score of 0-1 is interpreted as no effect at all on
patient’s life, 2-5 as a small effect, 6-10 as a moderate effect, 11-20 as a very large effect, and 21-30 as
an extremely large effect.(24)

Table 1. Patient Characteristics (n = 480)

Statistical analysis

Gender, No. (%)

All data were expressed as mean (standard deviation, SD) or as a percentage. The PASI and BSA
were grouped into tertiles to examine how the DLQI
varied among the three tertile groups. Tertiles are
two points which divide an ordered distribution into
three equal parts. Continuous variables among
groups were compared using analysis of variance
(ANOVA) with post-hoc Scheffe’s multiple comparisons. Multiple linear regression with forward selection was used to analyze the relationships between
the dependent variables (DLQI scores) and independent variables (patient characteristics, history and
severity of psoriasis). Residual analysis was performed in the final multiple linear regression to
check whether the assumptions of multiple linear
regression were met. Index influence plots (plotting
Cook’s distance vs. ID) were made to check the outline or influence on the multiple linear regression.
The significance level of this study was 0.05. All
analyses were performed using Statistical Analysis
Software (SAS) version 9.1.

Characteristics
Age, years
Mean (SD), range

Men

42.8 (14.8), 20 - 88

324 (67.5%)

Smoking, No. (%)
Men
Women

120 (37.0%)
4 (2.6%)

Alcohol intake, No. (%)
Men
Women
Employed, No. (%)
Allergy history, No. (%)
Concomitant diseases, No. (%)

93 (28.7%)
11 (7.1%)
340 (70.8%)
48 (10%)
131 (27.3%)

Diabetes 7.3% / Hypertension 14.6% /
Hepatitis 7.8% / Other 14%
PASI, Mean (SD), range

10.5 (9.9), 0 - 44.7

BSA, %, Mean (SD), range

20.0 (21.5), 0 - 100

Abbreviations: PASI: psoriasis area and severity index; BSA:
body surface area involved; SD: standard deviation.

RESULTS
Patient characteristics

A total of 1,472 patients with psoriasis were
enrolled in this study. Only 480 patients with psoriasis completed the BSA, PASI and DLQI questionnaire. As shown in Table 1, 67.5% of all patients
were men. The age of the patients ranged from 20 to
88 years with a mean of 42.8 Ų 14.8 years. Among
the 480 patients, 25.8% were active smokers and
21.7% regularly drank alchohol. Smoking was more
common in men (37.0%) than women (2.6%) and
drinking was also more common in men (28.7%)
than women (7.1%). Concomitant medical conditions and regular medication were reported by
27.3%; of these, 7.3% had diabetes, 14.6% hypertension, 7.8% hepatitis and 14% other diseases. The
mean PASI was 10.5 (SD = 9.9) with a range of 0 to
44.7 and the mean BSA was 20.0% (SD = 21.5%)
with a range of 0-100%. In addition, most patients
(70%) came from northern Taiwan including Taipei
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county (28.8%), Taipei city (20.2%), Taoyuan county
(17.1%) and Keelung city (3.5%) (data not shown).
The psoriasis-related history of the patients is
summarized in Table 2. Psoriasis first occurred
before 40 years of age in the majority (71.3%) of
patients with a mean age at onset of 32.0 (SD = 16.1)
years. The initial site of psoriatic lesions was the
scalp in 49.8%, the arms in 25.0%, the legs in 17.7%,
the trunk in 10.8%, the nails in 5.8%, and multiple
regions in 2.5%. Only 84 (18.9%) patients had a
diagnosis of psoriasis by skin biopsy and about 112
(25.5%) of patients had a family history of psoriasis.
Almost all patients (97.2%) had been treated with
western medicine and 60.4% had been treated with
Chinese medicine for their psoriasis. Stress, irregular
sleep habits, and seasonal weather changes were the
three main factors that were perceived to trigger and
aggravate psoriasis.
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Table 2. History of Patients with Psoriasis (n = 480)
History of psoriasis
Age at onset, years
< 19
20-29
30-39
40-49
50-59
Above 60
Mean (SD)
Duration, years
<1
1-5
6-10
Above 10
Mean (SD)
Site of initial lesions*
Head
Arms
Legs
Trunk
Nails
Multiple body areas
Others
Trigger factors*
Stress
Irregular sleep habits
Seasonal weather changes
Sickness
Diet
Other
Unknown
Exacerbating factors*
Irregular sleep habits
Seasonal weather changes
Stress
Diet
Sickness
Other
Unknown
Diagnosis by biopsy
No
Yes
Family history of psoriasis
No
Yes
Western medicine therapeutic history
No
Yes
Chinese medicine therapeutic history
No
Yes

190

DLQI scores

n

%

97
131
90
54
46
28
32.0 (16.1)

(21.8%)
(29.4%)
(20.2%)
(12.1%)
(10.3%)
(6.3%)

33
124
121
175
11.1 (9.3)

(7.3%)
(27.4%)
(26.7%)
(38.6%)

239
120
85
52
28
12
8

(49.8%)
(25.0%)
(17.7%)
(10.8%)
(5.8%)
(2.5%)
(1.7%)

151
146
89
63
47
45
95

(31.5%)
(30.4%)
(18.5%)
(13.1%)
(9.8%)
(9.4%)
(19.8%)

209
206
197
83
76
21
43

(43.5%)
(42.9%)
(41.0%)
(17.3%)
(15.8%)
(4.4%)
(9.0%)

361
84

(81.1%)
(18.9%)

327
112

(74.5%)
(25.5%)

12
409

(2.9%)
(97.2%)

120
183

(39.6%)
(60.4%)

The HRQoL was assessed with the DLQI questionnaire and the detailed DLQI scores are summarized in Table 3. The mean DLQI score was 9.16 (SD
= 6.3). There were 45, 113, 150, 143 and 29 of the
480 patients scoring 0-1, 2-5, 6-10, 11-20, and 21-30,
respectively. This indicates that 9.4%, 23.5%, 31.3%,
29.8%, and 6% of all patients indicated “no effect at
all”, “small effect”, “moderate effect”, “very large
effect”, or “extremely large effect” on their life. The
section for symptoms and feelings had the highest
score while the section for personal relationships
(sexual difficulty) had the lowest score.
Factors that affect the DLQI

Abbreviations: SD: standard deviation; *: multichoice.

The data in Table 4 show the correlations
between the DLQI and age and site of initial lesions,
as well as disease severity. We used the PASI and
BSA score tertiles to group the patients to examine
how the DLQI varied. In univariate analysis, a higher
PASI score and BSA involvement, younger age, and
initial lesions on the nails or on multiple regions
were statistically significantly associated with the
DLQI.
Independent variables significantly associated
with the DLQI were entered into multiple linear
regression analysis. PASI, age, and initial lesions on
the nails were included in the final model and
explained 15.1% variation in the DLQI (Table 5).

DISCUSSION
Psoriasis is a distressing, recurrent disease that
significantly impairs quality of life and has no permanent cure. It represents a lifelong burden for
affected patients. Various environmental factors have
been suggested as aggravating psoriasis including
physical trauma, stress, withdrawal of systemic corticosteroids, excessive alcohol consumption, and
smoking but few have shown statistical significance.
A comparative study reported reduction in physical
functioning and mental functioning comparable with
that seen in cancer, arthritis, hypertension, heart disease, diabetes and depression.(25) Depending on the
severity and location of outbreaks, individuals may
experience significant physical discomfort and some
disability. In this present study, we first evaluated
factors that impact the quality of life in patients with
psoriasis in Taiwan. The results revealed higher PASI
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Table 3. DLQI Scores of Patients with Psoriasis (n = 480)
Question

Mean (SD)

Symptoms and feelings
1. Over the last week, how itchy, sore, painful or stinging has your skin been?

2.63 (1.46)
1.35 (0.84)

2. Over the last week, how embarrassed or self conscious have you been because of your skin?
Daily activities

1.28 (0.89)
1.84 (1.55)

3. Over the last week, how much has your skin interfered with you going shopping or looking after your home or garden?
4. Over the last week, how much has your skin influenced the clothes you wear?
Leisure

0.88 (0.83)
0.96 (0.91)
1.73 (1.54)

5. Over the last week, how much has your skin affected any social or leisure activities?
6. Over the last week, how much has your skin made it difficult for you to do any sport?
Work and school

1.02 (0.88)
0.71 (0.84)
0.84 (1.07)

7. Over the last week, has your skin prevented you from working or studying?
If “no”, over the last week how much has your skin been a problem at work or studying?
Personal relationships

0.84 (1.07)

1.18 (1.39)

8. Over the last week, how much has your skin created problems with your partner or any of your close friends or relatives?

0.65 (0.79)

9. Over the last week, how much has your skin caused any sexual difficulties?

0.53 (0.81)

Treatment
10. Over the last week, how much of a problem has the treatment for your skin been, for example by making your home messy,

0.93 (0.93)
0.93 (0.93)

or by taking up time?
Total*

9.16 (6.3)

Abbreviations: DLQI: dermatology life quality index; SD: standard deviation.
*: Distribution of the sum of the DLQI scores revealed 45 patients scored 0-1, 113 scored 2-5, 150 scored 6-10, 143 scored 11-20, and 29 scored 21-30.

scores, younger age, and initial lesions on the nails
significantly negatively impacted patients’ quality of
life. Smoking, alcohol intake and gender were weakly correlated with quality of life.
Our data showed the mean DLQI score was 9.19
(SD = 6.2) and the mean PASI score was 10.5 (SD =
9.9), roughly in line with previous cross-sectional
studies (Table 6). In the DLQI questionnaire, our
study also showed higher scores for the section of
symptoms and feelings, and lower scores for sexual
problems, also in agreement with previous
research.(26-28) Interestingly, over half of patients had
moderate to severe psoriasis according to the above
definition of psoriasis severity (12,23) and 67% of
patients had a moderate to extremely large effect on
their life (DLQI > 6). The results of this study confirm that clinical severity is related to quality of life
in patients with psoriasis, which is consistent with
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previous studies showing that DLQI scores have a
positive correlation with PASI scores.(15) However,
some studies reported weak correlations between
clinical severity and quality of life.(29,30) This variation
may have occurred because patients with a worse
HRQoL have greater dissatisfaction with their current treatment compared with those with a better
HRQoL.(31)
Age is another important factor affecting the
quality of life in patients with psoriasis. A greater
impact of psoriasis on physical health has been found
in older patients, but a greater impact on psychosocial aspects has been found in younger ones.(9,29,32)
Interestingly, we observed that younger patients had
higher DLQI scores in this study. This finding was
consistent with the Lundberg study in Nordic countries in which elderly patients reported less impairment in quality of life compared with younger
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Table 4. Univariate Analysis of the DLQI among Patients with
Psoriasis (n = 480)
No. of

Mean of

Patient

DLQI (SD)

20-29
30-39

84
97

9.80 (6.69)*
10.33 (5.87)*

40-49
50-59

59
87

8.19 (5.81)
8.07 (5.92)†

0.0340

7.72 (6.32)†

Missing

99

9.79 (6.75)*†

Site of initial lesions
Nails

Multiple regions
No
Yes

0.0461
9.02 (6.25)†
11.46 (6.85)*
0.0227
468

9.05 (6.17)†

12

13.25 (9.82)*

PASI (range)

7.73

0.72

p value

Cumulative
R2

< 0.0001

151
163

6.58 (5.31)*
8.97 (5.61)†

Tertile 3 (10.9-44.7)

166

11.69 (6.81)

152

6.61 (5.19)*

Tertile 2 (6-19)

146

8.94 (5.87)†

Tertile 3 (20-100)

182

11.47 (6.66)‡

10.91%

Tertile 1 (0-4)
Tertile 2 (4.1-10.7)

Reference
2.40

0.67

< 0.0001

Tertile 3 (10.9-44.7)

5.34

0.67

< 0.0001

Age (years)
20-29

Reference

13.95%

30-39

–0.44

0.88

0.6186

40-49
50-59

–2.39
–2.78

1.00
0.91

0.0171
0.0024

Above 60
Missing

–2.94
–0.89

1.03
0.88

0.0045
0.3085

Initial lesions on nails
< 0.0001

Tertile 1 (0-4)
Tertile 2 (4.1-10.7)

BSA (%)
Tertile 1 (0-5)

Intercept

error

PASI (range)

†

54

452
28

Regression Standard
coefficients

†

Above 60

No
Yes

Table 5. Multiple Linear Regression of DLQI Scores of Patients
with Psoriasis

p value

Age, years

192

No
Yes

15.14%
Reference
2.95

1.15

0.0105

Abbreviations: DLQI: dermatology life quality index; PASI: psoriasis
area and severity index.

‡

< 0.0001

Abbreviations: DLQI: dermatology life quality index; PASI:
psoriasis area and severity index; BSA: body surface area
involved; SD: standard deviation.
*, †, ‡: Scheffe’s multiple comparisons, different and same symbol represents a difference and no difference between groups,
respectively.

patients.(29) However, another study in Italy showed
that older patients with psoriasis had worse life quality.(33) This difference could mean that the impact of
the age factor on the quality of life of patients with
psoriasis may vary in in different countries and further study is necessary to explain this diversity.
Nail psoriasis affects 10-78% of patients with
psoriasis and 80-90% of patients with psoriasis experience nail changes during their lives.(34) This often
represents a significant cause of distress because of
the visible localization of the lesions and the chronic

course of the disease. Nail psoriasis shares the chronic course of its skin counterpart with occasional
flare-ups and remission. However, unlike the
advances in the treatment of skin psoriasis during
recent years, therapy for psoriatic nails remains a
challenge. The present study revealed that initial psoriatic lesions on the nails may be significantly associated with higher DLQI scores. Our study supports
previous reports in which patients with nail-involved
psoriasis had a significantly impacted quality of
daily life.(35)
Cigarette smoking and alcohol may be triggering factors and, in addition, complicate the treatment
of patients with psoriasis. Excessive alcohol intake
and smoking are more common in patients with psoriasis, particularly in those who are severely affected,
compared with that in the general population.(36) A
limitation of our study was a lack of a general population for control, so we could not confirm whether
the prevalence of smoking and alcohol intake in our
study was greater than in the general population.
Furthermore, no assessment of the correlation
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Table 6. Cross-sectional Studies of DLQI and PASI in Patients with Psoriasis
Duration of
psoriasis

Onset of
psoriasis

Mean DLQI
score (SD)

Mean
PASI

(y, SD)

(y, SD)

(SD)

score

57.8

17.6 (14.5)

33.5 (17.6)

8.6

12.0

(38)

42.7 (11.5)

38.8

–

–

10.8 (7.1)

9.5 (8.9)

(31)

359

46.0 (16.3)

57.4

12.0 (11.6)

34.0 (17.4)

8.7 (6.0)

–

(39)

2007

2009

44.3

–

–

–

7.5

10.4

(40)

2000-2002

900

–

60.0

12.1 (11.9)

33 (17.2)

8.8 (6.1)

8.2 (5.6)

(27)

Duration

No. of

Mean Age

Men

of study

Patients

(y, SD)

(%)

2004-2005

1511

50.5 (14.9)

USA

2005

332

Italy

2000-2001

Country
Germany

Germany
Italy

Reference

Abbreviations: DLQI: dermatology life quality index; PASI: psoriasis area and severity index; SD: standard deviation.

between disease severity and smoking habits or alcohol intake in patients with psoriasis was performed in
this study. A study in Nordic countries showed a
weak but positive correlation between cigarette
smoking and impaired psoriasis-related quality of
life measures.(37) Our results showed no significant
correlation between smoking habits or alcohol intake
and impaired psoriasis-related quality of life. A possible explanation for this difference may be that our
definitions of smoking and alcohol intake were
ambiguous and may be a limitation of this analysis.
Although previous reports suggested that psoriasis is equally common in male and female
Caucasians,(2) the mean one-year prevalence of psoriasis in Taiwan was higher in men than in women
(0.23% v.s. 0.16%). (6) One report from mainland
China also showed that psoriasis is more common in
men than in women.(3) The proportion of men was
higher than that of women in this study (67.5% v.s.
32.5%). Taken together, the prevalence of psoriasis
in Taiwanese men appears to be higher than in
Taiwanese women, which is opposite that in
Caucasians. One explanation for this higher prevalence could be that poor life behavior, poor diet control, more cigarette smoking and higher alcohol
intake in Taiwanese men increases the risk of developing psoriasis. It is necessary to identify the determinants of the increased prevalence of psoriasis in
men in further studies. In addition, previous studies
have shown women to be more likely than men to
report impairment of psoriasis- related quality of
life,(33) and it is believed that women generally report
greater psychological disease severity, but men have
higher PASI scores than women.(29) In fact, women
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have more invested in appearance and tend to be less
satisfied with their body image in general. However,
the gender factor was weakly associated with the
DLQI scores in our study. This different observation
may be be affected by ethnic, cultural or other factors, but the evidence is insufficient and further
investigation is warranted.
There are several limitations in the present
study. First, our sample may not be representative
because the subjects analyzed in this study were confined to a single physician in northern Taiwan and
only 32.6% (480/1472) of records were used in this
study. Hence, selection bias is inevitable. Second,
this study design lacks a comparative or control population and it is unknown whether most patients with
psoriasis in Taiwan have negative impacts on their
life quality. Finally, many factors were not considered in this study, including compliance with medical
regimens, the choice of treatment and the response to
therapy, all of which may affect clinical severity and
HRQoL in patients with psoriasis.
In conclusion, the present data suggest that the
clinical severity, age and site of initial lesions are
associated with the quality of life of patients of psoriasis. The observations reported here provide significant new insights into factors impacting the life
quality of patients with psoriasis in Taiwan, but the
study was limited in several ways that might be
addressed in further research.
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έ៉Δొᝓঽˠ۞Ϡ߿ݡኳ
ڌڒላ Ϋᚊ1,2 ՔߒЩ1,2 ୖЅц ૺ͕ှ ڒ
ࡦ ഀĈ ᝓົ၆ঽˠ۞Ϡ߿ݡኳౄјځព۞ࢬᇆᜩĂώࡁտϫ۞ࠎԱົᇆᜩέ៉ᝓ
ঽˠϠ߿ݡኳ۞࠹ᙯЯ̄Ą
͞ ڱĈ ώࡁտࠎа໖̶ّژҘ̮ 2009 ѐ 7 ͡ҌҘ̮ 2010 ѐ 1 ͡дهࡔطܜᗁੰέΔăॿ
ૄษੰડ̚ᗁܝ෧ಶᗁ۞ᝓঽˠྤफ़Ą
ඕ ڍĈ ԧࣇ̶ژѣԆፋ۞়ঽᚑࢦޘෞҤϩቲঽϠ߿ݡኳณܑ (DLQI) ̝ 480 ࣎ঽˠྤ
फ़ĂշّΚ 67.5%ĂDLQI ۞πӮ̶ᇴࠎ 9.16 Ų 6.3Ă̚ѣ 67% ঽˠ۞Ϡ߿ݡኳצ
ޘ̚זҌܧ૱̂۞ޘᇆᜩ (DLQI > 6)Ąдᝓࢬ᎕ᚑࢦޘᇴ (PASI) ྵ۞ă
ѐࡔྵᅅ۞ܐ൴ঽիдϥ۞ঽˠϠ߿ݡኳົځזצព۞ࢬᇆᜩĂ٩ඵăಅ੧
ّҾᄃঽˠϠ߿ݡኳᙯᓑّྵऴĄ
ඕ ኢĈ ᝓᓜԖা۞ېᚑࢦޘăঽˠѐ᛬̈́ܐ൴ঽիҜཉົֹঽˠ۞Ϡ߿ݡኳࢬזצ
ᇆᜩĂ࣎൴ன၆ᇆᜩέ៉ᝓଈ۰Ϡ߿ݡኳ۞࠹ᙯЯ৵೩ֻ˞າ۞࠻ڱĄ
(طܜᗁᄫ 2011;34:186-96)
ᙯᔣෟĈᝓĂϩቲঽϠ߿ݡኳณܑ (DLQI)Ăᝓࢬ᎕ᚑࢦޘᇾ (PASI)

طܜᗁᒚੑဥڱˠૄษهࡔطܜᗁੰ ̚ᗁࡊć̂طܜጯ ᗁጯੰ 1̳ВϠጯࡊ Ϡۏࢍ͕̚Ă2̶̄ᗁጯࡁտ͕̚ Ϡۏ
ࢍ८͕၁រވ
͛͟צഇĈϔ઼99ѐ3͡10͟ćତצΏྶĈϔ઼99ѐ7͡30͟
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