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Editorial

Psoriasis in India: Prevalence and pattern
Sunil Dogra, Savita Yadav

Psoriasis is an immune mediated genetically
determined common dermatological disorder which
affects skin, nails, joints and has various systemic
associations. There is evidence that the disease is
associated with a high impact on the health-related
quality of life and considerable cost. Large literature
has been published focusing on its varied aspects.
There is a no dearth of information available; however,
many questions remain that are still unanswered.
This review reflects basic epidemiological data on
Indian psoriasis patients to provide a comprehensive
overview of psoriasis in India.
PREVALENCE
There is a growing number of population-based
studies providing worldwide prevalence estimates of
psoriasis. Prevalence of psoriasis varies in different
parts of the world. According to published reports,
prevalence in different populations varies from 0% to
11.8%.[1-4] For most of the data given, the range extends
from around 0.5% to close to 2.5%. In the USA, the
prevalence of psoriasis was estimated to be around
4.6% while in Canada it was 4.7%. Data from Europe
show little variation in countries with a range from
1.4% (Norway), 1.55% (Croatia) and 1.6% (UK). In East
Africa, the figure was 0.7% and in the Henan district
of China only 0.7% were found affected.[5]
Most of the data on prevalence has been derived
from hospital-based studies while there are only few
well-defined large population based studies done to
find the exact prevalence of this dermatoses in the
community.[6-9]
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Prevalence studies from India are mostly hospitalbased. Table 1 presents the comparative data from
various epidemiological studies on psoriasis from
India. Okhandiar et al.[10] 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 Eastern India
and speculated that it may be related to different
environmental conditions (extremes of temperature),
dietary habits, and genetic differences. The ratio of
male to female (2.46:1) was very high which could not
be clearly accounted for. Highest incidence was noted
in the age group of 20-39 years and the mean age of
onset in males and females was comparable.
In another study from North India, Bedi[2] reported
the prevalence of psoriasis to be 0.8% among the skin
patients but the sample size of the study was very small.
Male to female sex ratio was 2.5:1. In this study, it was
observed that females had lower mean age of onset
compared to males. In a latter study by Bedi,[11] which
included larger number (530) of subjects, prevalence
of psoriasis among dermatology outpatients was found
to be 2.8% while male to female ratio continued to be
the same.
In a study from tertiary health care center from North
India, psoriasis patients accounted for 2.3% of the
total dermatology outpatients.[12] Of the total psoriasis
patients, 67% were men and 33% were women, male
to female ratio being 2.03:1. Ages of patients ranged
from infancy to eighth decade, mean age being 33.6
years. Children accounted for 4.4% of total psoriasis
patients. Women had slightly lower mean age of onset
(27.6 years) compared to the men (30.9 years).
So, it can be inferred that in India the prevalence of
psoriasis varies from 0.44 to 2.8%, it is twice more
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Table 1: Epidemiological studies on psoriasis from India
Okhandiar et al.[10]

Bedi[2]

Kaur et al.[1]

Bedi[11]

Kaur et al.[12]

Total no of patients

3573

162

782

530

1220

Prevalence (% of total
dermatology outpatients)

1.02

0.8

1.4

2.8

2.3

Male:female
Mean age in males and females
Peak onset of disease

2.46:1

2.5:1

2.3:1

2.4:1

2.03:1

Comparable

Lower in females

Lower in females

-

Slightly lower in
females

third and fourth
decade

third and fourth
decade

-

third and fourth
decade

-

common in males compared to females, and most
of the patients are in their third or fourth decade at
the time of presentation. These studies are limited
by the absence of commonly accepted and validated
diagnostic criteria. Furthermore, there is basically no
reliable information on time trends of the disease.
GENETICS AND FAMILIAL INCIDENCE
Psoriasis vulgaris is known to be associated with
certain HLA antigens and complement factors but most
of the studies published are in Western populations
with only little information about Indians. Chablani
et al.[13] in a study of 67 psoriasis subjects from Western
India found association with the A1, B17 and Cw6, but
not with B13 antigens. Pitchappan et al.[14] reported
association of HLA Bw57 and DR7 with psoriasis
vulgaris in South India. Rani et al.[15] showed that Cw
*0602 was the main allele that had high frequency in
psoriasis patients in North India.
Genetic predisposition has a significant role in the
etiopathogenesis of psoriasis and familial clustering of
the cases has been observed. Farber et al.[9] reported
familial occurrence in 36% of their patients. Familial
incidence is greater in childhood psoriasis compared
to adult onset psoriasis.[16-18]
Indian studies report lower familial incidence of the
disease. Bedi[11] reported positive family history of
psoriasis in 14% of their patients. While Kaur et al.[12]
reported family history in only 2% of their patients.
First degree relatives were affected in 84% of the
cases while second degree relatives in 12% cases.[12]
There are only few studies which have made record of
family history of psoriasis in their patients, so definite
statistical data on familial incidence is not available.
CLINICAL PATTERN
There are varied clinical presentations of psoriasis.
596

Broadly, it has been classified into non pustular
and pustular psoriasis. There are further clinical
phenotypes of each. It is important to recognize
precisely the clinical subtype as it has implications on
the choice of treatment modality and also reflects upon
the disease activity. Most common clinical type is the
classic chronic plaque type psoriasis. But even same
clinical subtype can behave differently in different
individuals.
Henseler and Christopher[19] on the basis of phenotype
database of 2147 patients, recognized two distinct
patient cohorts. One cohort had early onset (type I) of
psoriasis in the second decade and the other cohort
had late onset (type II) of the disease in the fifth decade.
Early onset cohort had more widespread and recurrent
disease, and also higher number had affected parents
compared to late onset cohort.
There are only few studies from India which have
analyzed the clinical spectrum of the disease in
psoriasis patients [Table 1]. Okhandiar et al.[10]
collected epidemiological data of 116 psoriasis
patients from various medical colleges. They found
that the extensors (93%) were the most common site
of involvement followed by the scalp (88%). Face,
palm, sole and nail were affected in one third of the
cases. Inverse psoriasis was uncommon. None of their
patient had mucosal involvement and also they did
not comment on the morphological types of psoriasis
in their patients.
Bedi[11] analyzed data of 530 psoriasis patients seen
over a period of five years. Chronic plaque type
psoriasis was the most common (90%) clinical
phenotype. The most common sites of involvement
in descending order of frequency were trunk, limbs,
scalp, face, palms-soles and flexures. The second
most common clinical phenotype was palmoplantar
psoriasis followed by flexural psoriasis. He found
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guttate psoriasis, mucosal involvement and psoriatic
erythroderma to be uncommon.

to nine years in their patients but 4% of their patients
never had complete remission of their disease.

Kaur et al.[12] reported scalp (25%) as the most common
first site of involvement followed by legs (20.6%) and
arms (11.7%). Oral (0.7%) and genital (0.4%) mucosal
involvement was found to be uncommon. Chronic
plaque type psoriasis (93%) was the most common
clinical phenotype. Palmoplantar pustulosis, guttate
and erythrodermic variants accounted for less than
2% of cases each. Generalized pustular, isolated nail,
flexural and arthropathic forms were very uncommon.

Bedi[2] noted seasonal variation in 46% patients, half
of whom felt worsening in winters. Similarly, Kaur
et al.[12] reported seasonal variation in half of their
patients, with 43% reporting improvement in summer
and 7% in winter.

Pattern of post-inflammatory pigmentation following
clearance of lesions was reported by Kaur et al.[12]
They noted that psoriasis lesions cleared leaving
no dyspigmentation in majority of the cases, while
hyperpigmentation and hypopigmentation followed
clearance of lesions in 9.7% and 7.3% of the patients,
respectively.
Two studies by Kaur et al.[1,12] have presented the data on
severity of disease in their patients. In the initial study
which included 782 patients, the extent of disease
was 50% body surface area (BSA) involvement in twothird of patients, 50-70% BSA involvement in 15%
and less in the rest. Recent study comprising of 1220
psoriasis patients reported, <25% BSA involvement in
three-fourth patients, one fifth had 26-50%, and <10%
had >50% BSA involvement.[12] There are no Indian
studies to provide data on severity of disease among
psoriasis patients based on PASI scores.
Besides being cosmetically disabling, psoriasis leads
to morbidity due to pruritus and, burning sensation
in many patients. Okhandiar et al.[10] found pruritus
to be present in 95% of their cases, while burning and
smarting sensation in around 15% cases. Bedi[2] noted
itching to be a significant complaint in 81% of the
patients. Kaur et al.[12] found that burning and stiffness
were uncommon (1%) while pruritus was complained
by 65% patients. So, the results of various studies
suggest that psoriasis is definitely a pruriginous
disorder adding to the morbidity of this dermatosis.
Relapses are common and the patterns of relapses
are also varied in different individuals. Some have
early and frequent relapses and others have long-term
remissions of their disease process with infrequent
relapses. There is scarcity of data on the relapse pattern
of psoriasis from India. Kaur et al.[12] reported that the
duration of remissions varied widely from two weeks

Erythrodermic psoriasis
Psoriasis is an important and common cause of
erythroderma. Psoriatic erythroderma can appear de
novo or it occurs when chronic plaque type psoriasis
leads to extensive involvement. Sarkar et al.[20] studied
17 cases of childhood erythroderma over a period
of five years suggesting that psoriatic erythroderma
is uncommon in children (18% of the total cases)
compared to the adults. In a recent study by Prakash
et al.,[21] psoriasis was clinically suspected in 12 of
the total 24 patients of erythroderma. Nanda et al.[22]
observed erythroderma in 2 (1.8%) out of 112 children
with psoriasis seen over nine years (1980 to 1988) at
North India.
Nail psoriasis
Nail involvement is common in psoriasis and can be
the initial and the only site of involvement in some
patients. Morphology of nail changes depends on
whether nail matrix, nail bed or hyponychium has
been affected. Nail involvement is more common
in those who have concurrent psoriatic arthritis.[23]
Bedi[2] noted nail changes in 74% of total patients
while isolated nail affliction was seen in 6% of cases.
Various nail changes observed in descending order of
frequency were pitting, thickening of nail plate, partial
onycholysis, subungual hyperkeratosis, yellow-brown
discoloration, paronychia, and complete onycholysis.
Kaur et al.[24] studied nail changes in 167 psoriasis
patients over a period of five years. Of the total cases,
3% had isolated nail involvement. Pitting was the
most common nail change, followed by onycholysis,
discoloration, subungual hyperkeratosis, longitudinal
ridging and thickening of the nail plate. Pits were
present in irregular pattern in 90% cases while in rest
10% they were arranged in transverse or longitudinal
lines. Two third of their subjects did not have nail fold
involvement. While one third cases who had proximal
and /or lateral nail fold involvement, had larger body
surface area involved and also had significantly higher
mean number of nail changes per subject.

Indian Journal of Dermatology, Venereology, and Leprology | November-December 2010 | Vol 76 | Issue 6

597

[Downloaded free from http://www.ijdvl.com on Sunday, December 19, 2010, IP: 202.131.114.134]

Dogra and Yadav

Psoriasis in India

Ghosal et al.[25] studied nail involvement in 100
psoriasis patients. Finger nails were involved in 32%
and toe nails in 24% cases. Pitting and subungual
hyperkeratosis were the most common finger and toe
nail changes noted in 65% and 33% cases, respectively.
Nail changes were more common in those with joint
pain (73%) compared to those who had no joint
complaints (30%) and odds ratio was 6.6. They also
noted significant association of nail changes with
Koebner phenomenon.
Palmoplantar psoriasis
Palmoplantar involvement can occur in isolation
but often occurs with psoriasis elsewhere on the
body. Though only small body surface area is
affected but because of the disabling sequalae, this
site of involvement carries a definite significance.
Palmoplantar involvement can occur in the form of
scaly plaques or pustular lesions which can present
as palmoplantar pustulosis or acrodermatitis continua
of hallopeau.
Kumar et al.[26] have done a comprehensive study
involving 540 patients having significant palmar and
/or plantar involvement with or without psoriasis
elsewhere over the body. Those having extensive
psoriasis (>30 % BSA) or erythrodermic psoriasis or
generalized pustular psoriasis were excluded from
the study. Out of total cases, only 15 (2.8%) had
pustular lesions, 11 had palmoplantar pustulosis and
4 had acrodermatitis continua of hallopeau. Males
outnumbered females and the male to female ratio
was similar to that observed in chronic plaque type
psoriasis. Most of the patients had involvement of both
palms and soles (47.5%) or palms alone (44.3%) while
isolated sole (8.1%) involvement was uncommon. The
most common pattern of involvement was of plaque
type lesions situated over pressure bearing areas on
palms and, discrete plaques present randomly over
the soles. Extension of lesions onto dorsum of hand
and feet and inter digital spaces was also observed.
Palmoplantar psoriasis leads to morbidity due to
itching, fissuring, difficulty in walking and performing
manual tasks. Author concluded that friction plays a
role in localizing the lesions over certain areas on palm
and sole in patients with pre-existing palmoplantar
psoriasis. High prevalence of plantar involvement
was ascribed to Indian custom of walking bare foot or
wearing open slippers most of the time which leads to
frequent minor trauma compared to closed footwear.
598

Childhood psoriasis
Psoriasis is relatively uncommon but a burdensome
disease in children. There are few epidemiological
studies on childhood psoriasis. Infantile psoriasis is less
defined as there is clinical overlap with other common
dermatoses of this age group like atopic dermatitis
and seborrhoeic dermatitis. Psoriasis in children has
few peculiar features which have been consistently
observed in studies on childhood psoriasis.[27,28] Guttate
psoriasis is more common, spontaneous remissions are
relatively more common than in adults while relapses
usually follow infections.[29] Certain clinical variants
like erythroderma, localized and generalized pustular
psoriasis and arthropathy are uncommon.[27-31]
Western literature reports psoriasis prevalence to be
around 0.71% in children.[32] The only comprehensive
prevalence analysis of juvenile psoriasis till date
showed the prevalence in United Kingdom of about
0.6% in children aged 0–9 years and 1.4% in children
aged 10–19 years.[33] In a large series of 1262 psoriasis
children from Australia, age of patients ranged from 1
month to 15 years, there was equal incidence in male
and female, family history was present in a significant
number of cases (71%), plaque type of psoriasis
was the most common clinical phenotype (34%),
facial involvement was common (38%) and infantile
psoriasis presented as diaper rash commonly.[34]
In a study from South India done to evaluate the pattern
of dermatoses in children, psoriasis accounted for 1.4%
of the total skin patients presenting in an out patient
department of a hospital over a period of one year.[35]
In India, largest series on childhood psoriasis was
reported by Kumar et al.[36] They presented data of 419
children with psoriasis. Children accounted for 12.5%
of total psoriasis patients over a period of 13 years.
Age of onset ranged from 4 days to 14 years, male and
female incidence was equal, and plaque type psoriasis
was the most common clinical presentation. Unlike
the study by Morris et al.[34] familial incidence was low
(4.5%) and facial involvement was uncommon.
Associations
There are several associations of psoriasis
including arthritis, immunobullous disorders,
vitiligo, metabolic syndrome and synovitis, acne,
pustulosis, hyperostosis, and osteitis (SAPHO)
syndrome. Arthritis is the most common association
first recognized by Jean Louis Alibert in 1818. In
1973, Moll and Wright[37] clearly defined psoriatic
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arthritis (PsA) as a distinct entity under seronegative
spondyloarthropathies and gave simple criteria for its
diagnosis which include; an inflammatory arthritis
(peripheral arthritis and/or sacroiliitis or spondylitis);
presence of psoriasis; absence (usually) of serological
tests for rheumatoid factor. They also described its
five main clinical patterns viz: distal interphalangeal
(DIP) arthritis, arthritis mutilans (destructive),
symmetric polyarthritis, asymmetric oligoarthritis
and spondyloarthropathy. Other manifestations of PsA
include enthesitis, tendonitis, fasciitis, and dactylitis.
The incidence of PsA is estimated to range from 7%
to 42% among all psoriasis patients.[38] There are
only few studies on PsA from India. Peak incidence
of PsA has been reported in the fifth and sixth
decade of life.[39-41] In most of the studies from India,
males outnumbered females unlike rheumatoid
arthritis (RA) which is more common in females.[39-43]
But the literature from west suggests female
preponderance.[23,44] The most common pattern of
PsA reported in Western literature is asymmetric
oligoarticular[45,46] However, Ray et al.[41] and Rajendran
et al.[39] found polyarticular pattern simulating RA as
the most common pattern. Isolated DIP arthritis is
uncommon and arthritis mutilans is rare.[39] Psoriasis
lesions precede the onset of PsA in more than 70%
cases.[39-43] PsA usually appears within 10 years of the
onset of psoriasis and the chances of development after
10 years are very low.. Significant number of psoriasis
patients (27.5%) have positive family history.[40]
The most common clinical phenotype observed in PsA
patients is the chronic plaque type which is otherwise
also the most common clinical presentation.[39-41] Nail
changes are common in psoriasis patients having
concurrent PsA occurring in around 70% patients.[39-40]
The most common findings observed are pitting,
subungual hyperkeratosis, discoloration, ridging and
thickening of nail plate.[40,41] HLA association has been
studied in few studies. Ray et al.[41] found positive
association of HLA-A1 and - B17 with the peripheral
psoriatic arthritis.
Recently, the association of psoriasis with metabolic
syndrome (MS) has gained considerable attention
in literature. Large number of studies in Western
literature suggests association of psoriasis with MS
comprising obesity, heart disease, hyperglycemia,
dyslipidemia and hypertension.[47,48] It has been
recognized to contribute to the mortality risk in this

Psoriasis in India

group of patients.[49,50] There are no Indian studies to
elucidate the role of MS in Indian patients. There is
evidence for association of several lifestyle factors
including alcohol and smoking and other diseases
with psoriasis. But it can be reliably confirmed by
appropriate study designs (cohort studies) which will
help to elucidate the true associations and disentangle
the temporal sequence.
Bullous pemphigoid and vitiligo are two autoimmune
diseases reported to be associated with psoriasis. More
than 50 cases have been reported in literature, with
coexisting psoriasis and bullous pemphigoid.[51,52]
Vitiligo coexisting and co-localizing with psoriasis has
been reported from India.[53-55] Dhar et al.[54] reported
co-localization of vitiligo and psoriasis in a 9-yearold boy and concluded that, there could be structural
similarities between anti stratum corneum antibodies
and anti melanocyte antibodies and that a common
neuropeptide might be responsible for co-habitation of
vitiligo and psoriasis. Kaur et al.[12] reported vitiligo as
the most common cutaneous disease (1.7%) found to
be associated with psoriasis. In a retrospective study
(1989-2003), Sandhu et al.[55] noted presence of vitiligo
in 38 out of 4700 total psoriasis patients seen over this
period. There was no definite pattern of distribution;
psoriasis and vitiligo were distributed separately in
18 (47.3%) patients, whereas overlapping pattern
where psoriasis lesions partly or completely covered
some of the vitiliginous patches and also occurred at
nonvitiliginous sites were seen in 13 (34.2%) patients.
They did not find increased incidence of concurrence
of both diseases, and the onset and course of the
psoriasis and vitiligo were independent of each other.
Psoriasis lesions occurred on vitiliginous areas and
normal skin with equal frequency, with strict colocalization being an uncommon feature.
Psychiatric comorbidity
Psoriasis produces significant adverse effects on the
psychological and social aspects of life mainly because
of its visibility.[56-58] There are few studies from India
addressing this aspect of the disease.
Rakhesh et al.[59] studied 50 psoriasis patients aged
more than 18 years assessing their clinical severity,
physical and psychosocial disability and stress
incurred by measuring psoriasis area severity index
(PASI), psoriasis disability index (PDI), and psoriasis
life stress inventory (PLSI), respectively. Among the
physical and psychosocial factors investigated, daily
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activities, employment, and treatment were most
affected. They also concluded that psoriasis sufferers
feel self-conscious, disturbed / inconvenienced by the
shedding of the skin, live in a constant fear of relapse,
and avoid social interactions.
Gaikwad et al.[60] in a study of 43 psoriasis patients
found that their disease affected the social functioning,
led to decreased work efficiency and subjective
distress at work in more than half of the subjects.
Around two third patients consented that psoriasis
has affected their interpersonal relationship resulting
in stress in home environment. Sixty-seven percentage
of the patients had psychiatric comorbidity. Mattoo
et al.[61] studied psychiatric morbidity in 103 psoriasis
patients and 113 vitiligo patients at hospital settings in
Chandigarh. The general health questionnaire (GHQ)
assessed psychiatric morbidity rates at 33.63% and
24.7% for vitiligo and psoriasis, respectively. The ICD10 psychiatric diagnoses in GHQ positive cases were
adjustment disorder (56% vs 62%), depressive episode
(22% vs 29%) and dysthymia (9% vs 4%) in vitiligo
and psoriasis, respectively. The comprehensive
psychopathological rating scale (CPRS) assessed that
depression, anxiety, and total psychopathology levels
were similar in the two GHQ positive subgroups.
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