
INTRODUCTION:
Psoriasis is almost universally present in the human population.  
Prevalence studies from India are mostly hospital-based.  Okhandiar 

1et al.   collected a comprehensive data from various medical 
colleges located in Dibrugarh, Calcutta, Patna, Darbhanga, 
Lucknow, New Delhi and Amritsar. They found that the incidence of 
psoriasis among total skin patients ranged between 0.44 and 2.2%, 
with overall incidence of 1.02%. They noted that the incidence in 
Amritsar (2.2%) was higher as compared to other centers in 
Northern and Eastern India and speculated that it may be related to 
different environmental conditions (extremes of temperature), 
dietary habits, and genetic differences.The mean worldwide 

2prevalence of psoriasis is considered to be around 2% . Moreover, it 
has been reported that the prevalence of psoriasis varies with 
climatic conditions and is more common in colder climates than in 

2   tropical regions . It is known that psoriasis has a substantial impact 
on quality of life (QoL). A systematic review of literature established 
that patients with psoriasis suffer physical discomfort,  impaired 
emotional functioning, a negative body self-image and limitations 

3in daily activities, social contacts , work and suicidal tendencies .

The purpose of this study was to determine epidemiological 
features and the impact on QoL of psoriasis in patients coming to 
the psoriasis clinic of the dermatology department of Tirunelveli 
medical college and  hospital.

METHODOLOGY:
An observational and cross-sectional study evaluating clinical, 
epidemiological and QoL-related features of psoriasis  was carried 
out from august 2013 to september 2013 at the psoriasis clinic of the 
Dermatology Department of the Tirunelveli medical college and  
hospital.

 INCLUSION CRITERIA:        
All psoriasis patients who attended the psoriasis clinic within the 
age group of 10 to 60 years regardless of sex, race, religion, social 
status , occupation and treatment history.

EXCLUSION CRITERIA:
Ÿ Patients below the age group of 10 years and above 60 years . 

Ÿ Conditions like eczema which mimicks psoriasis. 
Ÿ Psychiatric and mentally deranged patients & those who are 

terminally ill.

A proforma was designed, including information on gender, current 
age, clinical type of psoriasis with duration , body surface area (BSA) 
affected by psoriasis, family history, previous treatment details 
including treatment for Diabetes mellitus, Hypertension , any 
psychiatric illness,  age at onset of psoriasis, co-morbidities.  All  
psoriatic patients seen during the study period were informed of the 
survey and consent was obtained prior to participation.

Patients then completed the tamil version of the Dermatology Life 
Quality Index (DLQI), which includes 10 questions and is designed 
for use in adults. It is self-explanatory and can be simply handed to 
the patient who is asked to �ll it in without the need for detailed 
explanation. The scoring of each question is as follows: very much, 3; 
a lot, 2; a little, 1; not at all, 0; not relevant, 0; question unanswered, 0. 
The DLQI is calculated by summing up the score on each question, 
resulting in a maximum of 30 and a minimum of 0. The higher the 
score,  the greater the impairment of QoL. The DLQI can also be 
expressed as a percentage of the maximum possible score of 30. 
DLQI scores are interpreted as follows: 0-1, no effect at all on QoL; 2-
5, small impact on patient's QoL; 6-10, moderate impact on patient's 
QoL; 11-20, very large impact on patient's QoL; 21-30, extremely 
large impact on patient's QoL.

 For the analysis of early versus late onset psoriasis, we separated the 
sample into 2 groups. Early onset was de�ned as psoriasis that 
appeared at 0 to 30 years and late onset as that appearing in patients 

6older than 30 years .

RESULT:
Between August 2013 to september 2013, 63 outpatients with a 
diagnosis of psoriasis attending the Dermatology Department of 
the Tirunelveli medical college and  hospital were included in the 
study.

The overall incidence of psoriasis in our OP  clinic was about 3.15%.  
Men accounted for 50.79% of the sample and women 49.2%.  The 
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distribution in age ranges was as follows:10-20 years ,26.98% ; 21-40 
years, 30.15% ;and 41-60 years ,53.96%.

Psoriasis vulgaris  was the predominant morphological type 
(52.38%), followed by palmoplantar  psoriasis (22.22%) and  inverse 
type (4.76% ). Uncommon types were erythrodermic psoriasis 
(7.93%) (Figure 1), generalized pustular psoriasis (3.17%), and nail 
or scalp psoriasis (4.76%)  ( Figure 2) . Most children manifest with 
plaque-type psoriasis vulgaris (6.34%) in similar patterns to adult 
patients, with lesions localized to the scalp, post auricular region 
,trunk,  elbows, and knees. (Table1)

Nearly 31.74% of patients had less than 10% of BSA affected, while 
41.26% had 10% to 30%, and 26.98% had >30.0%  BSA  involved. 
Women had a higher BSA affected than men.(Table 2).

The duration of the disease at the time of the study was less than 1 
year in 46.0% of patients, 1 to 4 years in 20.0%, 5 to 9 years in 30.0%, 
10 to 20 years in 2.0%  of patients.

Among reported selected comorbidities, 17.46% of our sample had 
high blood pressure and 9.52% had diabetes mellitus (Table 3). 
There was no signi�cant joint involvement  among the patients.

In order to �nd differences between patients with early and late 
psoriatic onset, patients were classi�ed into the 2 different groups 

4,5(onset up to or after the age of 30)  .The early-onset group included 
20 patients and the late-onset group 43 patients.  However, in the 
early-onset group there was a slight but signi�cantly greater 
number of women (13 women versus 7 men). The late-onset group 
had more  psoriasis vulgaris than the early-onset group . All patients 
with pustular  psoriasis belonged to the early-onset psoriasis group. 
The late-onset group had proportionally more erythrodermic 
psoriasis than the early-onset one.(Table 4)

In order to evaluate the impact on QoL, the Tamil version of DLQI was 
applied. The mean DLQI was 28.66 (“extremely large impact”). The 
impact on QoL was signi�cantly higher for women (mean DLQI 
15.33) than for men (mean DLQI 13.33) (Table 5) . The most affected 
QoL domains were symptoms and feelings , daily activities, and 
treatment. There were statistically signi�cant differences between 
sexes in the leisure, personal relationships, and treatment domains. 
Though the mean impact was greater for men,  women within the 
age group of 10-20 years(women 4.6 versus men 2) were more 
affected in all these domains compared with men .

DISCUSSION:
This study includes outpatients with psoriasis seen in our 
department over a period of 2 months .   

The distribution of psoriasis subtypes in our sample was similar to 
published data. A recent study from the Iberian region reported the 
following distribution of psoriasis subtypes: vulgaris (79.8%), 
guttate (6.7%), palmoplantar (4.0%), erythrodermic (4.3%), pustular 

6(1.8%) and other types (3.3%)  . All of the proportions were very 
similar to our data, except for palmoplantar psoriasis which is 
greater in our study. Another study from Japan, which enrolled over 
28 000 patients with psoriasis, reported 86.0% plaque psoriasis, 
2.8% guttate psoriasis, 0.8% psoriatic erythroderma, 0.9% 
generalized pustular psoriasis, and 0.5% localized pustular 

7psoriasis.  The most frequent manifestation of psoriasis in all these 
6,7 studies is chronic plaque-type psoriasis,  as in our study.

Comparing early- and late-onset psoriatic groups, psoriasis vulgaris 
was more frequent in the late  onset group, whereas pustular  
psoriasis were more frequent in the early-onset group. These 
differences were not signi�cant but are in agreement with the 
results of the previously mentioned Spanish study that separated 

4patients with psoriasis into early and late onset of disease.

In relation to anatomical distribution, we found that the most 

frequently involved areas (from greater to lesser) were lower limbs, 
7 upper limbs, trunk and scalp. Kawada et al  reported similar results 

from a large study. In our study, women had a larger affected BSA 
than men, and more than 66% of our patients had more than 10% of 
BSA involved. Similar results were reported in the Iberian 

4,6population. .

High blood pressure and diabetes mellitus were present as 
comorbidities in 22.0% and 12.0% of our sample, respectively. 
Again, these data are very similar to those described by García-Díez 

6 et al  for Spanish and Portuguese patients (20.2% for high blood 
pressure and 8.3% for diabetes). 

Current studies have given some evidence of an association 
between psoriasis and diabetes mellitus, hypertension, 

8 atherosclerosis, obesity, and ischemic heart disease.  However, 
further studies are needed to support these observations. 

Health professionals tend to underscore the impact of skin diseases 
because most of them are not life threatening and have a chronic 

3course.  Psoriasis ful�lls these characteristics and many physicians 
underestimate patients' feelings about their condition; neverthe-
less, it is well known that psoriasis has a major impact on patient 

9 QoL.  Furthermore, psoriasis has been shown to impact patient QoL 
to the same degree as other more life-threatening disorders such as 

10 diabetes, heart disease, and cancer,  and this has been associated 
10, 11 12 with depression  and suicidal ideation. Psoriatic patients report 

physical discomfort, impaired emotional functioning, a negative 
body- and self-image, and limitations in daily activities, social 

3,4 contacts, outdoor activities, and work.

 Mean DLQI in our patients was 28.66 (“very large effect” on patient's 
life). This value is similar to or higher than that reported in the 
international literature.5 This may be due to disease characteristics 
(more than 66 % of our patients had >10% BSA affected).  A recent 
study suggested that psoriatic patients from different countries 
answer differently on the DLQI, despite having the same grade of 
underlying health-related QoL impairment.13 Even among native 
English-speaking patients, some differences were found; this may 
be due to cultural equivalence or the use of the original DLQI. 
Sensitive words expressing emotions may be translated but still 
have different connotations between different cultures. This point 
may interfere in the comparison between our results and those 
reported in the international literature.

It has been proposed that shame related to psoriasis is greatest in 
individuals under 30 years, when they are initiating social 

14 relationships and starting their career.  It has also been suggested 
that psoriasis has a greater impact on QoL when the disease affects 
“sensitive areas”(face,hands and genitalia) , more extended areas, 

15and in the �rst years following onset.

Recent work has identi�ed that pathological worry and anxiety 
occur in at least a third of patients with psoriasis and  that 
psychological interpersonal difficulties impinge on all aspects of the 

16,17 patient's daily life.  The two main contributors to stress in patients 
with psoriasis are engaging in avoidance behaviour and the belief 
that they are being evaluated on the basis of their skin disease. This 
constraining, avoidance behaviour may lead to low grade persistent 
stress.

CONCLUSION:
In our study we found out that  Psoriasis vulgaris was the most 
common among the various skin conditions identi�ed in patients 
(age between 10 and 60 years) attending the outpatient depart 
ment of Department of Dermatology. 

This study veri�es that clinical features in  psoriatic patients are 
comparable to international patterns and that the disease has a 
negative impact on patient QoL.

However further longterm studies are needed in order to obtain the 
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real prevalence and incidence of the disease and to detail these 
noteworthy �ndings in relation to DLQI in indian patients with 
psoriasis.

Table 1:Morphology of psoriasis in realtion to sex and age .

Table 2: Co-morbidities in psoriasis

Table 3. Body surface area affected in relation with age and sex

Table 4: Sex distribution of Psoriasis in Patients With Early-
Onset and Late-Onset Disease (N=63).

Table 5: Comparison of Dermatology Life Quality Index (DLQI) 

According to Sex and  onset of age.
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LEGENDS FOR ILLUSTRATIONS:
FIGURE 1: SCALP  PSORIASIS .Well de�ned scaly plaques seen in the 
scalp of a 12 year old female patient.
FIGURE 2: ERYTHRODERMIC  PSORIASIS .Erythromatous scaly 

plaques seen in the extensor aspect of lower limb of a 45 year old 
female patient.

REFERENCES
1. Okhandiar RP, Banerjee BN. Psoriasis in the tropics: An epidemiological survey. J 

Indian Med Assoc 1963;41:550-6
2. Christophers E. Psoriasis—epidemiology and clinical spectrum. Clin Exp Dermatol. 

2001;26:314-20. 
3. de Korte J, Sprangers MA, Mombers FM, Bos JD. Quality of life in patients with 

psoriasis: a systematic literature review. J Inves Dermatol Symp Proc. 2004;9:140-7. 
4. Ferrándiz C, Pujol RM, García-Patos V, Bordas X, Smandia JA. Psoriasis of early and late 

onset: a clinical and epidemiologic study from Spain. J Am Acad Dermatol. 
2002;46:867-73.

5. Henseler T, Christophers E. Psoriasis of early and late onset: characterization of two 
types of psoriasis vulgaris. J Am Acad Dermatol. 1985;13:450-6. 

6. García-Díez A, Foraster CF, Sebastián FV, Tudela LL, Llach XB, Fernández GS. What 
characterizes the severity of psoriasis? Results from an epidemiological study of over 
3,300 patients in the Iberian region. Dermatology. 2008;216:137-51. 

7. Kawada A, Tezuka T, Nakamizo Y, Kimura H, Nakagawa H, Ohkido M, et-al. Igarashi A; 
Japanese Society for Psoriasis Research. A survey of psoriasis patients in Japan from 
1982 to 2001. J Dermatol Sci. 2003;31:59-64.

8. Cohen AD, Sherf M, Vidavsky L, Vardy DA, Shapiro J, Meyerovitch J. Association 
between psoriasis and the metabolic syndrome. A cross-sectional study. 
Dermatology. 2008;216:152-5. 

9. Weiss S, Kimball A, Liewehr D, Blauvelt A, Turner M, Emanuel E. Quantifying the 
harmful effect of psoriasis on health-related quality of life. J Am Acad Dermatol. 
2002;47:512-8. 

10. Rapp S, Feldman S, Exum M, Fleischer A, Reboussin D. Psoriasis causes as much 
disability as other major medical diseases. J Am Acad Dermatol. 1999;41:401-7.  

11. Heydendael V. The burden of psoriasis is not determined by disease severity only. J 
Invest Dermatol. 2004;9:131-5. 

11. Gupta M, Schork N, Gupta A, Kirkby S, Ellis C. Suicidal ideation in psoriasis. Int J 
Dermatol. 1993;32:188-90. 

12. Nijsten T, Meads DM, de Korte J, Sampogna F, Gelfand JM, Ongenae K, et-al. Cross-
cultural inequivalence of dermatology-speci�c health-related quality of life 
instruments in psoriasis patients. J Invest Dermatol. 2007;127:2315-22

13. Gupta MA, Gupta AK. Age and gender differences in the impact of psoriasis on quality 
of life. Int J Dermatol. 1995;34:700-3. 

14. Gelfand JM, Feldman SR, Stern RS, Thomas J, Rolstad T, Margolis DJ. Determinants of 
quality of life in patients with psoriasis: a study from the US population. J Am Acad 
Dermatol. 2004;51:704-8.

15. Savin JA. Patients’ beliefs about psoriasis. Trans St Johns Hosp Dermatol Soc 
1970;56:139–42.

16. Fortune DG, Main CJ, O’Sullivan TM, Griffiths CE. Assessing illness related stress in 
psoriasis: the psychometric properties of the Psoriasis Life Stress Inventory. J 
Psychosom Res 1997;42:467–75.

MORPHO
LOGY

MALE FEMALE TOTAL(
%)AGE(10

-20YRS
)

AGE(21
-40YRS)

AGE 
(41-60 
YRS)

AGE(10-
20YRS)

AGE(21
-40YRS)

AGE 
(41-60 
YRS)

Psoriasis 
vulgaris

2 7 9 3 6 6 33(52.38
%)

Palmoplan
tar 

psoriasis

0 2 4 1 1 6 14(22.22
%)

Inverse 
psoriasis

1 0 1 0 1 0 3 (4.76%)

Erythroder
matic 

psoriasis

0 1 2 0 0 2 5 (7.93%)

Pustular 
psoriasis

0 0 0 1 1 0 2 (3.17%)

Scalp 
psoriasis

0 0 1 1 0 1 3 (4.76%)

Nail 
psoriasis

0 0 2 1 0 0 3 (4.76%)

CO-
MORBIDITIES

MALE FEMALE AGE(10-
20YRS)

AGE(21-
40YRS)

AGE (41-60 
YRS)

Diabetes 
mellitus

3(4.76%) 3(4.76%) 0 (0.0%) 2 (3.17%) 4 (6.34%)

Hypertension 7(11.11
%)

4(6.34%) 0 (0.0%) 3 (4.76%) 8 (12.69%)

BSA MEN WOMEN TOTAL(%)
AGE(10-
20YRS)

AGE(21-
40YRS)

AGE 
(41-60 
YRS)

AGE(10
-20YRS)

AGE(21-
40YRS)

AGE 
(41-60 
YRS)

<10% 1 5 3 3 4 4 20(31.74%)
10%-
30%

1 3 9 2 4 7 26(41.26%)

>30% 1 2 7 2 1 4 17(26.98%)

 ONSET MALE FEMALE
Early Onset (0-30 y) (n=20), n (%)  7 (35.0%) 13 (65%)
Late Onset (> 30 y) (n=43), n (%)  21 (48.83%) 22 (51.16%)

 DLQI
Total 28.66
DLQI DLQI
Men women
13.33 15.33
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