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Abstract
Background: Two Phase III randomized controlled clinical trials were conducted to assess the
efficacy, safety, and tolerability of weekly subcutaneous administration of efalizumab for the
treatment of psoriasis. Patient reported measures of psoriasis-related functionality and healthrelated quality of life and of psoriasis-related symptom assessments were included as part of the
trials.
Objective: To assess the reliability, validity, and responsiveness of the patient reported outcome
measures that were used in the trials – the Dermatology Life Quality Index (DLQI), the Psoriasis
Symptom Assessment (PSA) Scale, and two itch measures, a Visual Analog Scale (VAS) and the
National Psoriasis Foundation (NPF) itch measure.
Methods: Subjects aged 18 to 70 years with moderate to severe psoriasis for at least 6 months
were recruited into the two clinical trials (n = 1095). Internal consistency reliability was evaluated
for all patient reported outcomes at baseline and at 12 weeks. Construct validity was evaluated by
relations among the different patient reported outcomes and between the patient reported
outcomes and the clinical assessments (Psoriasis Area and Severity Index; Overall Lesion Severity
Scale; Physician's Global Assessment of Change) assessed at baseline and at 12 weeks, as was the
change over the course of the 12 week portion of the trial.
Results: Internal consistency reliability ranged from 0.86 to 0.95 for the patient reported outcome
measures. The patient reported outcome measures were all shown to have significant construct
validity with respect to each other and with respect to the clinical assessments. The four measures
also demonstrated significant responsiveness to change in underlying clinical status of the patients
over the course of the trial, as measured by the independently assessed clinical outcomes.
Conclusions: The DLQI, the PSA, VAS, and the NPF are considered useful tools for the
measurement of dermatology-related limitations of functional ability and the frequency, severity
and impact of psoriasis symptoms on patients' lives and psoriasis-related quality of life.
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Psoriasis has been demonstrated to have substantial
impacts on dermatology-related functional limitations
and health-related quality of life (HRQL) [1–7]. The itching and other physical symptoms associated with psoriasis negatively impacts patients' functional well-being and
their social relationships. Concerns about the appearance
of one's skin can result in distress [8], worry, and embarrassment leading to restrictions in social, recreational, and
work activities. Sexual functioning has also been demonstrated to be adversely impacted by psoriasis [9]. Psoriasis
results in economic burden in terms of direct cost of care
[10] and in terms of indirect cost of lost productivity at
work and home [11]. In addition, some psoriasis treatment regimens have time costs associated with administration, such as doctor visits for ultra-violet treatment or
safety monitoring for topical administration. Studies of
psoriasis patients will often include both physicianassessed clinical endpoints and dermatology-specific
patient-reported HRQL and limitations of functional ability to obtain a more comprehensive view of the impacts of
the disease and its treatment on the patient [12]. A
number of measures have been developed for measuring
psoriasis-related HRQL and functional limitations [2].
Along with measuring patient-reported HRQL and dermatology-specific functional limitations, measuring patientreported psoriasis symptoms is an important adjunct to
clinical assessments of the disease. In fact, for some symptom domains, such as itch or pain associated with psoriatic plaques, the patient report is the primary source of
assessment. Some disease specific measures of HRQL used
in dermatology contain items that assess patient-reported
symptoms as well [13–17].
The purpose of the current analyses was to examine the
psychometric properties of four patient-reported measures – a psoriasis symptom assessment measure, two single-item itch scales, and one dermatology-specific HRQL
measure – when used in a moderate to severe psoriasis
population. Specifically, the psychometric properties
investigated were reliability, validity, and the responsiveness to underlying clinical change for each of the patientreported measures. The HRQL measure under investigation is the Dermatology Life Quality Index (DLQI), a validated questionnaire that was developed as a practical
measure for use in dermatology clinical settings [17]. The
first symptom measure, the Psoriasis Symptom Assessment (PSA) scale, was adapted from the symptom scale of
the validated Skindex-29 [14], a measure intended to
assess the effects of skin disease on the patients' HRQL.
The single-item itch measures were an itch Visual Analog
Scale (VAS), used in Study A, and the itch scale from the
National Psoriasis Foundation [18] – the NPF itch scale,
used in Study B. These four patient-reported measures
were used in two randomized clinical trials of a new ther-
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apy for moderate to severe psoriasis patients (combined n
= 1095) thereby providing a substantial data-set for indepth examination of their psychometric properties. Evidence supporting psychometric qualities such as reliability, validity, responsiveness for patient-reported outcomes
is needed for clinical trials comparing therapies and to
support claims of HRQL and symptom benefit [19].

Methods
The data for the analyses came from two Phase III randomized, double-blind, parallel group, placebo-controlled,
multi-center clinical trials that were conducted to assess
the efficacy, safety, and tolerability of weekly subcutaneous administration of efalizumab for the treatment of
psoriasis. The two studies are labeled Study A and Study B,
and were similar in design. Details of these studies are
reported elsewhere [20]. Subjects were randomized to
receive either the study drug or placebo. Both studies
involved an initial twelve week treatment period that
included assessments at baseline and after twelve weeks;
the primary safety and efficacy endpoints of the trials
focused on this twelve week treatment period. The analyses described in the present report do not evaluate treatment effects. This report focuses on a blinded
examination of psychometric properties of the patientreported instruments included in the two clinical studies.
Subjects signed informed consent forms, and the study
complied with FDA Good Clinical Practices, Health Protection Branch guidelines, and all other applicable ethical,
legal, and regulatory requirements.
Subjects and Inclusion Criteria
Subjects volunteering for the study were screened for eligibility. Subjects had to have been classified with at least
moderate psoriasis (e.g., at least 10% of body surface area
covered with plaques and screening PASI score ≥ 12) for at
least six months, and had to have been between the age of
18 and 70. Excluded from the study were patients with
any of a number of concomitant diseases or allergies to
the class of medications used in the trials, as well as pregnant or lactating females. There were 498 subjects in Study
A and 597 subjects in Study B. Both studies recruited subjects from multiple clinical centers located throughout the
United States and Canada.
Clinical Measures
Psoriasis Area and Severity Index (PASI)
The PASI [21] is frequently used as an endpoint in psoriasis clinical trials [22], and the proportion of subjects
achieving PASI-75, defined as ≥ 75% improvement in
PASI score from baseline, was the primary efficacy endpoint in both Study A and Study B. The PASI is a composite index indicating the severity of the three main
characteristics of psoriatic plaques (erythema, scaling, and
thickness) weighted by the amount of coverage of these
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plaques in the four main body areas (i.e., head, trunk,
upper extremities, and lower extremities). PASI scores can
range from 0 to 72, with higher scores indicating greater
severity.
Overall Lesion Severity Scale (OLS)
The OLS is a physician global rating of psoriasis severity at
a given point in time. The physician assigns a number
from 0 ("clear") to 5 ("very severe") indicating his/her
judgment of psoriasis severity. The physician is guided in
this judgment by the status of three characteristics of the
plaque (i.e., plaque elevation, scaling and erythema). The
OLS was developed for use in these and related clinical
trials.
Physician's Global Assessment of Change (PGA)
The PGA corresponds to the physician's global assessment
of changes in all psoriatic lesions compared to the baseline condition (using photographs from baseline to aid in
making the assessment). The possible scores are "Cleared"
(100% improvement); "Excellent" (75%–99% improvement); "Good" (50%–74% improvement); "Fair" (25%–
49% improvement); "Slight" (1%–24% improvement);
"Unchanged"; and "Worse". For purposes of the analyses
in this report, these categories were scored from 5 to negative 1, corresponding to "excellent" to "worse",
respectively.
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respond to each item in terms of their perception at
present (e.g., "my skin hurts").
Dermatology Life Quality Index
The DLQI was developed as a simple and practical questionnaire for use in dermatology clinical settings to assess
limitations related to the impact of skin disease [17]. The
instrument contains ten items dealing with the subject's
skin. The ten items were based upon the most commonly
identified impacts upon dermatology-specific HRQL that
were elicited from patients with skin disease. The score on
the DLQI has a possible range of 0 to 30, with 30 corresponding to the worst HRQL. The DLQI has evidence supporting reliability and validity when used in a
dermatology setting [17]. The DLQI was developed to
contain six subscale scores: symptoms and feelings; daily
activities; leisure; work/school; personal relationships;
and treatment.

Patient-Reported Outcome Measures
Four patient reported outcome measures were used in
these studies: the PSA, DLQI, and two measures of itching.

Itch Measures
Study A and Study B used slightly different single-item
measures to assess itchiness. Study A used a single item
itch VAS, anchored by the terms "no itching" at the 0
point to "severe itching" at the 10 end of the scale. Subjects were asked to respond in terms of their itching "at the
present time." Study B used the itch scale from the
National Psoriasis Foundation score [18]. The itch scale is
a single, 6-point Likert-type item assessing itching over the
past 24 hours, with responses from 0 ("no itching") to 5
("severe, constant itching, distressing; frequent sleep disturbance; interferes with activities").

Psoriasis Symptom Assessment (PSA) Scale
The PSA contains eight symptom questions related to psoriasis, to which the patient responds twice, once in terms
of frequency of occurrence (4-point scale, ranging from
"always" to "never"), and once in terms of troublesomeness/ bothersomeness (4-point scale, ranging from "a
great deal" to "not at all") [14]. Two scores are derived
from the PSA, one for frequency and one for severity (e.g.,
from the troublesomeness/ bothersomeness ratings).
Each PSA score ranges from 0 to 32, with higher scores
indicating worse psoriasis symptoms.

Statistical Methods
The psychometric properties of the patient-reported outcome measures were assessed to determine the different
instrument's reliability, validity and responsiveness
[23,24]. For the PSA, internal consistency reliability – i.e.,
the extent to which items on a scale are all measuring the
same concept – was evaluated for the original 7 item and
new 8 item scale, and for both the PSA frequency and
severity scores. Internal consistency reliability was evaluated for all the multi-item scores using Cronbach's coefficient α statistic [25].

The PSA was adapted from the symptom scale of the validated Skindex-29 [14,15]. The first seven symptoms of the
PSA are identical to the original Skindex-29 symptoms
scale. An eighth item ("Your skin was scaling") was added
based upon clinical judgment as to the importance of this
symptom and based on a review of results from earlier
efalizumab clinical trials. The PSA requires the subject to
rate both frequency and severity over the previous two
weeks. The Skindex-29 requires the subject to respond
only in terms of frequency, and the subject is asked to

Validity represents the extent to which the instrument
actually measures the construct it is intended to measure
[23]. Validity of patient-reported outcomes is assessed by
specifying and testing hypotheses about the relationship
between the patient-reported outcome measures and
other independent measures (e.g., severity of disease, clinician rated clinical status) and other health related measures. The strength of the correlation between measures
intended to assess similar concepts was examined. Specifically, the correlation of the single-item itch scale (i.e.,
VAS or NPF itch) with item 3 on the PSA ("your skin
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itched") was compared to the correlation of the itch scale
with other items on the PSA. The correlation of the PSA
score with the symptom scale of the DLQI was compared
with its correlation with the other DLQI scales, with the
hypothesis that as a measure of patient-reported symptoms, the PSA would correlate higher with this DLQI scale
than with the other five DLQI scales. To further investigate
the validity of the scales, an assessment was made of the
relationship between the patient-reported outcomes and
the clinical measures, both at baseline and at week 12.
Moderately strong correlations between the clinician rated
and patient-reported symptom measures, and between
clinician rated symptoms and the DLQI were expected.
Pearson product-moment correlations were used to assess
relationships between the clinical and patient-reported
outcome measures.

ment group was not known. Given that Study A and Study
B were independently conducted studies; the results of the
two clinical trials were analyzed separately. Two-sided
tests with alpha = 0.05 were used to determine statistical
significance, and there was no adjustment for multiple
statistical tests.

Results
The average age of the 498 subjects enrolled in Study A
was 44.1 (s.d. = 12.0) and of the 597 subjects in Study B
was 45.6 (s.d.= 12.7). Males comprised 72.3% of the sample in Study A and 64.8% of the sample in Study B. The
baseline PASI scores for Study A and Study B were 18.84
(7.05) and 20.01 (8.35), respectively; and the baseline
OLS scores for the two studies were 3.46 (0.63) and 3.31
(0.85), respectively. These scores indicate that the subjects
in both studies had moderate to severe psoriasis (e.g., the
OLS score of 3 corresponds to physician ratings of "moderate" psoriasis, and a 4 corresponds to "severe"
psoriasis).

Responsiveness of a patient-reported outcome deals with
the extent to which changes in the scores are associated
with changes in the underlying clinical status of the subject over some defined time period. Two approaches were
used to assess the responsiveness of the patient-reported
outcome measures. First, changes in these measures from
baseline to week 12 were correlated with the changes in
the physician-assessed clinical measures over this 12 week
period, as well as with the physician's global assessment
of change at week 12. The second approach to assessing
responsiveness involved categorizing subjects into three
groups based on the change in their PASI scores from
baseline to week 12: PASI improved ≥ 75%; PASI
improved ≥ 50% – 74.9%; and PASI got worse or
improved < 50%. Analyses of variance were performed
among these three groups on the changes from baseline to
the 12-week endpoint in the patient-reported outcome
measures.

The means, standard deviations, and reliability coefficients (Cronbach's coefficient α) of the patient reported
outcomes are shown in Table 1. Complete baseline and
12 week data were available for 89.7–90.5% of the subjects in Study A and for 93.5–97.4% of the subjects in
Study B. In general, the PSA, DLQI and VAS itch, and NPS
itch scores decreased over the 12-week studies.
The internal consistency reliability coefficients of all the
patient-reported measures are satisfactory, ranging from
approximately 0.86 to 0.95 (see Table 1). Internal consistency reliabilities were somewhat better at the 12-week follow-up in both studies. For the PSA, no substantive
differences in reliabilities were observed between the 7item and 8-item versions.

Analyses were performed on blinded data, that is, the status of the subject with respect to his/her assigned treatTable 1: Means, Standard Deviations, and Coefficient α for Patient Reported Outcome Measures, Baseline and Week 12
STUDY A
Baseline
Patient-reported outcome
measure
PSA Frequency: 8-item scale
PSA Frequency: 7-item scale
PSA Severity: 8-item scale
PSA Severity: 7-item scale
DLQI
VAS Itch
NPS Itch
1 Coefficient

STUDY B
Week 12

Baseline

Week 12

N

Mean (s.d.)

Coefficient α

N

Mean (s.d.)

Coefficient α

N

Mean (s.d.)

Coefficient α

N

Mean (s.d.)

Coefficient α

493
493
494
494
483
497
-

13.21 (5.07)
n/a
14.08 (5.55)
n/a
11.75 (6.80)
5.90 (2.68)
-

0.858
0.865
0.874
0.874
0.871
n/a1
-

446
446
445
445
437
446
-

8.22 (5.57)
n/a
8.55 (6.42)
n/a
6.69 (6.51)
3.74 (3.03)
-

0.927
0.922
0.942
0.939
0.921
n/a1
-

594
594
595
595
586
597

13.79 (5.22)
n/a
14.38 (5.62)
n/a
12.18 (6.71)
3.05 (1.41)

0.875
0.876
0.891
0.889
0.869
n/a1

572
572
573
573
571
558

8.51 (6.24)
n/a
8.66 (6.71)
n/a
7.07 (6.74)
1.80 (1.50)

0.940
0.936
0.946
0.941
0.919
n/a1

α is not applicable for single-item scales
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Table 2: Correlations Between the PSA Frequency and Severity Scores and the DLQI Total and Scale Scores and the Itch Measures,
Baseline and Week 12
STUDY A

STUDY B

Baseline

Week 12

Baseline

Week 12

Scale/Subscale

PSA Freq

PSA Severity

PSA Freq

PSA Severity

PSA Freq

PSA Severity

PSA Freq

PSA Severity

DLQI Total Scale
DLQI
Symptoms
and Feelings
Subscale
DLQI Daily
Activities
Subscale
DLQI Leisure
Subscale
DLQI Work
and School
Subscale
DLQI
Personal
Relationship
Subscale
DLQI
Treatment
Subscale
NPF Itch Scale
VAS Itch Scale

0.59
0.62

0.61
0.64

0.78
0.83

0.79
0.84

0.62
0.66

0.63
0.68

0.78
0.83

0.79
0.84

0.44

0.46

0.65

0.67

0.48

0.48

0.68

0.69

0.38

0.40

0.60

0.61

0.43

0.44

0.61

0.60

0.45

0.48

0.58

0.60

0.41

0.40

0.55

0.54

0.37

0.37

0.55

0.54

0.42

0.42

0.53

0.54

0.43

0.42

0.66

0.67

0.38

0.39

0.60

0.62

n/a
0.60

n/a
0.59

n/a
0.78

n/a
0.80

0.67
n/a

0.68
n/a

0.81
n/a

0.82
n/a

All correlations are significant at p < 0.001

Table 3: Correlations Among DLQI Scores and Itch Measures, Baseline and Week 12
STUDY A

DLQI Total Scale
DLQI Symptoms and Feelings
Subscale
DLQI Daily Activities Subscale
DLQI Leisure Subscale
DLQI Work and School
Subscale
DLQI Personal Relationship
Subscale
DLQI Treatment Subscale

STUDY B

Baseline
VAS Itch Scale

Week 12
VAS Itch Scale

Baseline
NPF Itch Scale

Week 12
NPF Itch Scale

0.45
0.57

0.66
0.74

0.52
0.59

0.73
0.79

0.32
0.26
0.28

0.56
0.49
0.45

0.39
0.34
0.35

0.62
0.55
0.54

0.26

0.45

0.34

0.47

0.30

0.56

0.32

0.54

All correlations are significant at p < 0.001

The correlations at baseline and week 12 among the
patient reported outcomes are summarized in Table 2.
The PSA frequency and severity scores correlate in the
range of 0.59 to 0.63 with the DLQI total score at baseline
and in the range of 0.78 to 0.79 at 12 weeks. As hypothesized, the PSA frequency and severity scores correlate most
strongly with the DLQI symptoms and feelings subscale
than with the other DLQI subscales. The PSA scores correlate in the range of 0.59 to 0.82 with the two itch scores.
The correlations between scores on the DLQI and scores
on the VAS (Study A) and NPF (Study B) itch scales are significant (see Table 3). The DLQI symptoms and feelings

subscale correlates strongly and significantly with the itch
measures. Combined, these data demonstrate that the itch
scale correlates more highly with the patient-reported outcome measures that deal specifically with the symptom of
itching (e.g., PSA; DLQI symptoms and feelings subscale)
than with the other patient-reported outcome measures.
The relationship between the patient-reported outcomes
and the physician-based clinical assessments was also
evaluated. The patient reported outcome measures – the
PSA, the DLQI, and the itch scales – all correlate significantly with both the PASI score and the OLS (Table 4).
These correlations were significantly stronger at the end of
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Table 4: Correlations Between Patient Reported Measures and the Psoriasis Area and Severity Index (PASI) and Overall Lesion
Severity Scale (OLS) at Baseline and at Week 12.
STUDY A

STUDY B

Baseline
Patientreported
outcome
measure
PSA Frequency
PSA Severity
DLQI Total Scale
DLQI
Symptoms
and Feelings
Subscale
DLQI Daily
Activities
Subscale
DLQI Leisure
Subscale
DLQI Work
and School
Subscale
DLQI
Personal
Relationship
Subscale
DLQI
Treatment
Subscale
NPF Itch Scale
VAS Itch Scale

Week 12

Baseline

Week 12

PASI

OLS

PASI

OLS

PASI

OLS

PASI

OLS

0.19
0.16
0.20
0.17

0.19
0.16
0.18
0.16

0.57
0.55
0.51
0.54

0.60
0.59
0.48
0.55

0.19
0.19
0.25
0.18

0.22
0.23
0.19
0.18

0.53
0.54
0.59
0.56

0.58
0.58
0.58
0.61

0.10b

0.12a

0.44

0.44

0.20

0.12a

0.51

0.50

0.11b

0.08

0.39

0.32

0.21

0.13a

0.47

0.46

0.18

0.15

0.37

0.34

0.19

0.16

0.35

0.32

0.13a

0.13a

0.31

0.29

0.11a

0.10b

0.41

0.36

0.27

0.19

0.48

0.43

0.29

0.24

0.53

0.47

n/a
0.14a

n/a
0.14a

n/a
0.53

n/a
0.54

0.16
n/a

0.17
n/a

0.52
n/a

0.54
n/a

All correlations are significant at p < 0.001 unless otherwise noted ap < 0.01. bp < 0.05.

the study than at baseline. For example, the PSA severity
score at baseline was correlated 0.19, in both studies, with
PASI scores, but at 12 weeks this correlation increased to
0.57 in Study A and 0.53 in Study B. Similar patterns of
small to moderate correlations were observed for the two
itch scales and the PASI and OLS.
The responsiveness of the patient-reported outcomes to
clinical change was evaluated using the two approaches
discussed in the methods section. The correlations
between the change scores for the clinical and patientreported outcomes over the 12-week period are reported
in Table 5. The patient-reported outcomes used in these
studies demonstrate very good associations with changes
in clinical status. Specifically, the correlations of changes
in the PSA scores, the NPF itch score, and the DLQI total
score with the changes in the PASI and OLS clinical measures and with the PGA are all highly significant and in the
0.44 to 0.57 range. The DLQI subscale demonstrating the
strongest relationship with changes in PASI or OLS scores
was the symptoms and feelings subscale. The other subscales, which focus on other HRQL impacts of psoriasis,
are not quite as strongly correlated with clinical changes,
as might be expected. The 8-item PSA was slightly more
correlated to changes in clinical status than the original 7item version (see Table 5). There was also a moderate and
significant correlation between change in the patient-

reported outcome measures and the PGA of change in the
patient's psoriatic symptoms.
The second approach to assessing responsiveness of the
patient reported outcomes relied upon the classification
of subjects into three categories based upon the change in
PASI scores from baseline to the end of the 12-week treatment period. The results of analysis of variance to assess
differences among the three groups categorized by % of
PASI improvement from baseline to week 12 are summarized in Table 6. There were significant differences among
the groups on all the outcome measures, and in all cases,
the post hoc analyses indicated significant differences
between all pair-wise comparisons of groups. For all
patient-reported outcomes there was a consistent trend of
greater improvement on the respective patient reported
outcome corresponding to greater improvement on the
PASI.

Discussion and Conclusions
Two randomized clinical trials for a new therapy for psoriasis provided the opportunity to evaluate the reliability,
validity, and responsiveness to change in clinical status of
several patient-reported outcome measures. The results of
the present study provide evidence supporting the reliability, construct validity and responsiveness of the PSA, the
DLQI, and the two itch scales.
Page 6 of 9
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Table 5: Correlations Among Change Scores for PSA Frequency and Severity Scores, DLQI Scores and NPF Itch Scores with Change
Scores on Clinical Measures and with the Physician's Global Assessment of Change (PGA) at Week 12

Difference Scores:
Baseline to Week 12
Scale/Subscale
Total Score PSA
Frequency – 8 item
scale
Total Score PSA
Frequency – 7 item
scale
Total Score PSA
Severity – 8 item scale
Total Score PSA
Severity – 7 item scale
DLQI Total Scale
DLQI Symptoms
and Feelings
Subscale
DLQI Daily
Activities Subscale
DLQI Leisure
Subscale
DLQI Work and
School Subscale
DLQI Personal
Relationship
Subscale
DLQI Treatment
Subscale
NPF Itch Scale
VAS Itch Scale

STUDY A

STUDY B

Clinical Measure

Clinical Measure

PASI

OLS

PGA1

PASI

OLS

PGA1

0.49

0.47

0.54

0.53

0.54

0.57

0.46

0.44

0.51

0.51

0.51

0.54

0.50

0.49

0.55

0.52

0.53

0.57

0.47

0.47

0.53

0.51

0.51

0.55

0.47
0.53

0.43
0.48

0.46
0.52

0.54
0.52

0.46
0.51

0.53
0.56

0.38

0.37

0.40

0.44

0.35

0.43

0.34

0.29

0.33

0.36

0.27

0.31

0.18

0.16

0.20

0.27

0.26

0.30

0.23

0.20

0.25

0.32

0.29

0.33

0.38

0.32

0.35

0.44

0.36

0.38

n/a
0.50

n/a
0.47

n/a
0.51

0.46
n/a

0.44
n/a

0.52
n/a

All correlations are significant at p < 0.001 1 PGA is assessed only at end of treatment

Table 6: Analyses of Variance of Patient Reported Outcome Measures Among Three Groups of PASI Improvement Scores:≥ 75%;
Between 50% and 75%; and < 50%.
STUDY A

STUDY B

Mean Change Score (N)
Outcome Measure

PSA Frequency (8 items)
PSA Frequency (7 items)
PSA Severity (8 items)
PSA Severity (7 items)
PSA TOTAL Scale (16 items)
DLQI TOTAL
DLQI Symptom and Feelings
DLQI Daily Activities
DLQI Leisure
DLQI Work and School
DLQI Personal Relationships
DLQI Treatment
NPF Itch Scale
VAS Itch Scale

Mean Change Score (N)

<50%

≥50% and
<75%

≥75%

F statistic

p value

< 50%

≥50% and
<75%

≥75%

F statistic

p value

2.38 (232)
1.90 (232)
2.45 (231)
1.95 (231)
4.79 (230)
2.48 (223)
0.74 (235)
0.45 (234)
0.40 (235)
0.28 (226)
0.20 (236)
0.22 (236)
n/a
0.79 (235)

6.48 (97)
5.15 (97)
7.05 (97)
5.76 (97)
13.53 (96)
5.33 (97)
1.70 (98)
1.13 (98)
0.96 (98)
0.46 (97)
0.45 (98)
0.65 (98)
n/a
2.97 (98)

8.75 (110)
7.12 (111)
9.93 (111)
8.19 (111)
18.63 (110)
9.57 (104)
2.94 (110)
2.14 (110)
1.81 (111)
0.62 (106)
1.20 (111)
1.05 (111)
n/a
4.34 (111)

61.71
49.81
69.06
58.82
69.76
54.61
69.64
41.11
27.70
5.41a
17.89
24.90
n/a
56.96

<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
n/a
<0.0001

2.35 (269)
1.90 (269)
2.52 (271)
2.05 (271)
4.88 (269)
2.49 (268)
0.79 (271)
0.61 (270)
0.60 (271)
0.17 (269)
0.12 (271)
0.14 (271)
0.59 (273)
n/a

7.16 (149)
5.94 (149)
7.87 (149)
6.47 (149)
15.03 (149)
6.83 (146)
2.14 (150)
1.47 (150)
1.08 (150)
0.52 (147)
0.75 (150)
0.81 (149)
1.65 (150)
n/a

9.71 (125)
7.98 (125)
10.52 (125)
8.79 (125)
20.23 (125)
10.03 (122)
2.95 (127)
2.17 (127)
1.89 (126)
0.73 (123)
1.21 (126)
1.08 (126)
2.34 (127)
n/a

85.65
72.61
88.46
77.04
91.77
75.05
94.27
42.37
22.34
16.44b
25.21
41.70b
58.13
n/a

<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
n/a

Note: Post-hoc comparisons of groups indicate all groups differ from one another for each of the measures, p < .05, unless otherwise specified. a PASI change ≥75% different from PASI
change <50% only. b PASI change ≥75% not significantly different from middle group (PASI change ≥50% and <75%.
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Although developed for a general dermatologic population, the DLQI has been applied to patients with psoriasis.
For example, Badia et al. [26] used the DLQI in a sample
of patients with mild to moderate eczema or psoriasis
(approximately half the sample had psoriasis). Their
results on the combined sample demonstrated that the
DLQI was responsive to change, although they reported
that the great majority of change occurred in the symptom
and feeling scale of the DLQI. Zachariae et al. [27] tested
a Danish version of the DLQI on a mixed sample of
patients with dermatological diseases, including psoriasis.
They found significant relationships between DLQI scores
and physician-rated severity. Nichol et al. [28] reported a
significant relationship between the DLQI and psoriatic
symptoms in a sample enrolled in multi-center clinical trials. Ellis et al. [29] used the DLQI and the SF-36 in a Phase
II clinical trial of a new treatment for psoriasis. Their
results show greater responsiveness to treatment for the
DLQI than to the SF-36. These and other studies [30,31]
support the use of the DLQI as a HRQL measure in psoriatic populations.
The current study further establishes the reliability and
validity characteristics of the DLQI and expands on this by
demonstrating the responsiveness of the DLQI to change
in clinical status over the course of two independently
conducted clinical trials with initial treatment periods of
12 weeks. Changes in the DLQI total score, as well as in all
of the DLQI subscales, demonstrated significant and sizeable correlations with independently obtained physicianassessed changes in the clinical status of patients. As in the
Badia et al. study [26], changes in the symptom and feelings scale demonstrated the greatest association with
changes in clinical status. However, the other scales were
also very responsive. For example, the daily activities
scale, which is comprised of two items dealing with the
interference of the skin disease on activities like shopping
or with the choice of clothing, demonstrates the second
highest responsiveness to clinical changes. This indicates
that the alleviation of psoriatic symptoms, as determined
by clinical assessments, results in significant and marked
improvements to the dermatology-specific HRQL of psoriasis patients.

http://www.hqlo.com/content/1/1/53

In addition to demonstrating that the PSA is a reliable and
valid instrument for a psoriasis population, the present
study also confirms that the addition of an item on scaling
of skin specific to psoriasis to the symptom scale of the
Skindex-29, as well as slight changes in instructions to the
subjects (as described in Methods) results in good reliability and validity, and increases its responsiveness. The 8symptom scale was shown to be as reliable as the 7-symptom scale. In addition, the very high correlations between
the PSA frequency and severity scores would indicate that
it may not be necessary to ask both questions about the
symptoms – one measure would suffice.
The present study demonstrates the validity, reliability,
and responsiveness of several patient-reported outcome
measures in the study of psoriasis, specifically the PSA, the
DLQI and two itch scales. Although the DLQI has been
used frequently in studies of psoriasis, the results presented here represent a very broad assessment involving
the DLQI, two different itch measures, and patientreported symptom assessments. Moreover, the results
were derived from two independently conducted clinical
trials using a combined study population that is greater
than any other study using patient reported outcomes in
assessing the impact of a psoriasis drug on these outcomes. The results of the psychometric analyses conducted confirm that these patient-reported measures are
appropriate endpoints in clinical trials of psoriasis and
that they relate well to the clinical endpoints of PASI, OLS
and PGA. The use of patient-reported outcome measures
with demonstrably good psychometric properties is a
highly recommended when using such measures in a psoriatic population [32]. Based upon previous evidence and
the results of the present study, the DLQI, the PSA, the
VAS itch measure, and the NPF itch measure are considered useful tools for the measurement of dermatologyrelated limitations of functional ability and the frequency,
severity and impact of psoriasis symptoms on patients'
lives. These measures provide information about the
change in subject's psoriatic symptoms that supplement
and provide assessments from a different perspective than
the clinical assessments obtained by physicians.

Competing interests
In addition to the dermatology-specific HRQL measure,
this study included patient-reported symptom scales.
Both the PSA and itch scales demonstrated responsiveness
to changes in clinical status. They also demonstrated significant correlations with the clinical indicators obtained
at the same time period, especially so at the end of the 12week portion of the trial. Taken together, these data indicate that patient reports of their symptoms are an important and valid indication of clinical status.

The research reported here was performed under a contract from Genentech Inc., South San Francisco, CA to
MEDTAP International, Inc.
Three of the authors (RS, DAR, CT) have no current or past
commercial associations and no known conflict of interest related to this research. One author (BWB) is currently
employed by Genentech, Inc. Two authors (SPT, JK) are
clinical investigators for and consultants to Genentech,
Inc.

Page 8 of 9
(page number not for citation purposes)

Health and Quality of Life Outcomes 2003, 1

http://www.hqlo.com/content/1/1/53

Authors contributions

16.

RS developed the analytical approach and had primary
responsibility for interpreting results and preparing the
manuscript.

17.
18.

BB reviewed results of the analyses, suggested additional
analyses, and helped prepare the manuscript.

19.

SS provided critical revision of the manuscript for important intellectual content.

20.

CT programmed the analyses reported here, assisted in the
interpretation of results, and helped to modify the analysis plan.
JK provided critical revision of the manuscript for important intellectual content.
DR provided critical revision of the manuscript for important intellectual content.

21.
22.
23.

24.

References
1.
2.
3.

4.
5.
6.

7.
8.
9.
10.
11.
12.
13.

14.

15.

de Arruda LH and De Moraes AP: The impact of psoriasis on
quality of life. Br J Dermatol 2001, 144(Suppl 58):33-6.
Finlay AY: Quality of life assessments in dermatology. Seminars
Cutan Med Surg 1998, 17:291-6.
Krueger G, Koo J, Lebwohl M, Menter A, Stern RS and Rolstad T:
The impact of psoriasis on quality of life: results of a 1998
National Psoriasis Foundation patient-membership survey.
Arch Dermatol 2001, 137(3):280-4.
Rapp SR, Cottrell CA and Lary MR: Social coping strategies associated with quality of life decrements among psoriasis
patients. Br J Dermatol 2001, 145:610-6.
Wahl A: The impact of psoriasis on psychosocial life domains.
A review. Scand J Caring Sci 1997, 11:243-9.
Wahl A, Loge JH, Wiklund I and Hanestad BR: The burden of psoriasis: a study concerning health-related quality of life among
Norwegian adult patients with psoriasis compared with general population norms. J Am Acad Dermatol 2000, 43:803-8.
Weiss SC, Kimball AB, Liewehr DJ, Blauvelt A, Turner ML and
Emanuel EJ: Quantifying the harmful effect of psoriasis on
health-related quality of life. J Am Acad Dermatol 2002, 47:512-8.
Gupta MA and Gupta AK: The Psoriasis Life Stress Inventory: a
preliminary index of psoriasis-related stress. Acta Derm
Venereol 1995, 75:240-3.
Gupta MA and Gupta AK: Psoriasis and sex: a study of moderately to severely affected patients. Int J Dermatol 1997,
36:259-62.
Javitz HS, Ward MM, Farber E, ail L and Vallow SG: The direct cost
of care for psoriasis and psoriatic arthritis in the United
States. J Am Acad Dermatol 2002, 46:850-60.
Finlay AY and Coles EC: The effect of severe psoriasis on the
quality of life of 369 patients. Br J Dermatol 1995, 132:236-44.
Kirby B, Richards HL, Woo P, Hindle E, Main CJ and Griffiths CE:
Physical and psychologic measures are necessary to assess
overall psoriasis severity. J Acad Am Dermatol 2001, 45:72-6.
Chren MM, Lasek J, Quinn LM, Mostow EN and Zyzanski SJ: Skindex,
a quality-of-life measure for patients with skin disease: reliability, validity, and responsiveness. J Investig Dermatol 1996,
107:707-13.
Chren MM, Lasek J, Flocke SA and Zyzanski SJ: Improved discriminative and evaluative capability of a refined version of Skindex, a quality-of-life instrument for patients with skin
diseases. Arch Dermatol 1997, 133:1440-3.
Chren MM, Lasek RJ, Sahay AP and Sands LP: Measurement properties of Skindex-16: a brief quality-of-life measure for
patients with skin diseases. J Cutan Med Surg 2001, 5:105-10.

25.
26.

27.
28.

29.

30.

31.

32.

Finlay AY, Khan GK, Luscombe DK and Salek MS: Validation of
Sickness Impact Profile and Psoriasis Disability Index in
psoriasis. Br J Dermatol 1990, 123:751-6.
Finlay AY and Khan GK: Dermatology Life Quality Index
(DLQI) – a simple practical measure for routine clinical use.
Clin Exp Dermatol 1994, 19:210-6.
National Psoriasis Foundation: New method being developed for
assessing psoriasis. NPF Forum 1999, 5(4):.
Revicki DA, Osoba D, Fairclough D, Barofsky I, Berzon R, Leidy NK
and Rothman M: Recommendations on health-related quality
of life research to support labeling and promotional claims in
the United States. Qual Life Res 2000, 9:887-900.
Koo JY, Leonardi C, Papp KA, Tyring S, Glazer S, Harvey D, McCall
CO, Stone SP, Abuabara F, Hamlin R, Korman N, Wang X, Garovoy
M, Walicke P and Lebwohl M: Subcutaneous Efalizumab (antiCD11a) is Safe and Well Tolerated in the Treatment of Moderate to Severe Plaque Psoriasis: Pooled Results of 2 Phase
III Clinical Trials, poster presentation, 60th Annual Meeting
of the American Academy of Dermatology. 2002.
Fredriksson T and Pettersson U: Severe psoriasis – oral therapy
with a new retinoid. Dermatologica 1978, 157:238-44.
Ashcroft DM, Li Wan Po A, Williams HC and Griffiths CE: Clinical
measures of disease severity and outcome in psoriasis: a critical appraisal of their quality. Br J Dermatol 1999, 141:185-91.
Hays RD, Anderson RT and Revicki DA: Assessing reliability and
validity of measurement in clinical trials. In: Quality of Life Assessment in Clinical Trials: Methods and Practice Edited by: Staquet M, Hays
RD, Fayers P. New York: Oxford University Press; 1998.
Nunnally J: Psychometric Theory Secondth edition. New York: McGrawHill; 1978.
Cronbach LJ: Coefficient alpha and the internal structure of
tests. Psychometrika 1951, 16:297-34.
Badia X, Mascaro JM and Lozano R: Measuring health-related
quality of life in patients with mild to moderate eczema and
psoriasis: clinical validity, reliability and sensitivity to change
of the DLQI. Br J Dermatol 1999, 141:698-02.
Zacharie R, Zachariae C, Ibsen H, Mortensen JT and Wulf HC: Dermatology life quality index: data from Danish inpatients and
outpatients. Acta Dermatol Venereol 2000, 80:272-6.
Nichol MB, Margolies JE, Lippa E, Rowe M and Quell J: The application of multiple quality-of-life measurements in individuals
with mild-to-moderate psoriasis. Pharmacoeconomics 1996,
10:644-53.
Ellis CN, Mordin MM and Adler EY: Effects of Alefacept on
Health-Related Quality of Life in Patients with Psoriasis:
Results from a Randomized, Placebo-Controlled Phase II
Trial. Am J Clin Dermatol 2003, 4(2):131-9.
Bagel J, Garland WT, Breneman D, Holick M, Littlejohn TW, Crosby
D, Faust H, Fivenson D and Nichols J: Administration of
DAB389IL-2 to patients with recalcitrant psoriasis: a doubleblind, phase II multicenter trial. J Am Acad Dermatol 1998,
38:938-44.
Touw CR, Hakkaart-Van Roijen L, Verboom P, Paul C, Rutten FF and
Finlay AY: Quality of life and clinical outcome in psoriasis
patients using intermittent cyclosporin. Br J Dermatol 2001,
144:967-72.
Ashcroft DM, Li Wan Po A, Williams HC and Griffiths CE: Quality
of life measures in psoriasis: a critical appraisal of their
quality. J Clin Pharm Ther 1998, 23:391-8.

Page 9 of 9
(page number not for citation purposes)

