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Abstract: 
Introduction: Psoriasis is a chronic, immunomediated inflammatory skin disorder affecting 1-3% of the global 
population, with significant impacts on patients' quality of life. Risk factors include genetic predisposition, 
environmental triggers, smoking, obesity, and stress. Psoriasis often requires lifelong management to control 
symptoms and prevent complications, such as arthritis, cardiovascular diseases, and diabetes. This study 
examines the clinical and epidemiological features of psoriatic patients at a tertiary care hospital.  
Material and Methods: This cross-sectional study, conducted over a year in a tertiary care center in Gujarat, 
included patients aged 18 years or above with clinically confirmed psoriasis. Demographic, clinical, and 
lifestyle data were collected using structured proformas. Psoriasis severity was assessed using the PASI score, 
while clinical patterns were categorized into plaque, guttate, erythrodermic, pustular, or inverse types. Nail and 
scalp involvement were documented, and psoriatic arthritis screening was performed using CASPAR criteria. 
Laboratory investigations and histopathological examinations were done as needed. Data were analyzed with 
SPSS 21.1, presenting results as frequencies, percentages, and p-values (<0.05).  
Results: The mean age of psoriasis patients was 38.43 ± 14.88 years, with a mean BMI of 22.90 ± 3.31 and a 
mean disease duration of 4.92 ± 5.54 years, indicating a chronic course primarily affecting middle-aged 
individuals. Severity assessments revealed a mean PASI score of 7.65 ± 5.88, suggesting moderate disease 
severity. Psoriasis was most prevalent in males (63.2%), with common symptoms including itching (84.2%) and 
white scales (72.4%). Lower limbs, upper limbs, and the scalp were the most affected sites. Nail changes were 
present in 38.2% of patients, with pitting being the most frequent. Methotrexate was used by 32.2% of patients, 
while Psoriasis Vulgaris was the most commonly identified subtype in biopsies (61.2%), underscoring the 
diverse clinical and systemic manifestations of the disease.  
Conclusion: Psoriasis is a prevalent dermatological condition in India, resembling patterns observed in Western 
countries, with a higher prevalence in males and younger individuals (20-40 years). Psoriasis vulgaris was the 
most common subtype, with pruritus and scalp involvement as dominant features, alongside notable 
comorbidities like hypertension and diabetes. 
Keywords: Psoriasis, Epidemiology, Psoriasis Vulgaris, Comorbidities, Pruritus. 
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Introduction 
 

Psoriasis is a chronic, immunomediated, polygenic, 
inflammatory dermatosis affecting 1% to 3% of the 
general population. [1,2] It is a lifelong disease 
with a negative effect on patients' quality of life. [2] 
Although the exact causes of psoriasis are not fully 
understood, several risk factors are recognized, 
including family history and environmental risk 
factors, such as smoking, stress, and obesity. [3] 
The worldwide prevalence of psoriasis is estimated 
to be approximately 2–3%. [4] Although the 

disease is known to have higher prevalence in the 
polar regions of the world, its burden in a 
tropical/subtropical country like India cannot be 
underestimated. In a diverse country such as India, 
the prevalence of psoriasis may vary from region to 
region due to variable environmental and genetic 
factors. [5] The reported prevalence of psoriasis in 
countries ranges between 0.09% and 11.4%. [6] 
According to various reported prevalence of 
psoriasis in India varies from 0.44 to 2.8%. [7] The 
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risk factors for psoriasis include alcoholism, 
obesity, mental stress, recurring infections and 
genetic predisposition. Regular tobacco smoking 
not only increases the risk of developing psoriasis 
but also its severity. [8] 

The disease is incurable and requires lifelong 
control to minimize the development of skin 
lesions and to relieve existing symptoms. [9] 
Psoriasis can be more serious disease when it is 
complicated by other diseases such as arthritis, 
heart attack, diabetes and psychology making more 
adverse effect on health. The current study presents 
the clinical and epidemiological features of 
psoriatic patients attending the dermatology 
department of our tertiary care hospital. 

Material and Methods 

This cross-sectional observational study was 
conducted at the Dermatology Department of a 
tertiary care center in Gujarat over a one-year 
duration. A total of [Insert Number] patients 
clinically diagnosed with psoriasis were included 
after obtaining written informed consent. Patients 
were enrolled using consecutive sampling. 
Inclusion criteria comprised individuals of both 
genders aged 18 years or above with clinically 
confirmed psoriasis. Patients with coexisting 
autoimmune conditions, severe systemic diseases, 
or those unwilling to participate were excluded. 

Data were collected using a structured proforma 
that recorded demographic information, clinical 
history, and examination findings. Variables 
included age, gender, duration of disease, family 
history of psoriasis, comorbidities (such as 
diabetes, hypertension, or obesity), and lifestyle 
factors like smoking and alcohol consumption. 
Dermatological examinations were performed to 
assess the type, distribution, and severity of 
psoriasis. The severity was quantified using the 
Psoriasis Area and Severity Index (PASI) score, 
documenting the extent of skin involvement. 

Psoriasis was categorized into clinical patterns such 
as plaque, guttate, erythrodermic, pustular, or 
inverse psoriasis using standard dermatological 
criteria. Nail and scalp involvement were 
documented, including features like nail pitting, 
onycholysis, and subungual hyperkeratosis. 
Patients were also screened for psoriatic arthritis 

using the CASPAR (Classification Criteria for 
Psoriatic Arthritis) guidelines, and joint symptoms 
were recorded as part of the clinical assessment. 

Laboratory investigations were conducted as 
needed, including complete blood counts, liver and 
renal function tests, and fasting blood sugar, to 
identify underlying conditions or comorbidities. 
For cases requiring confirmation, histopathological 
examination of skin biopsy samples was 
performed. Photographs of lesions were taken (with 
patient consent) for documentation and clinical 
discussion. 

Data were entered into Microsoft Excel and 
analyzed using SPSS 21.1. Descriptive statistics 
summarized demographic and clinical 
characteristics. Associations between clinical 
patterns and demographic or lifestyle factors were 
analyzed using appropriate statistical tests, with 
results presented as frequencies, percentages, mean 
± SD, and p-values, considering a significance level 
of <0.05. 

Results 

In our study, the mean age of participants was 
38.43 ± 14.88 years, with a mean BMI of 22.90 ± 
3.31, indicating that psoriasis predominantly affects 
individuals in their middle age with normal weight 
profiles. The mean onset age of the disease was 
33.90 ± 14.27 years, highlighting its common 
manifestation in early adulthood. The mean disease 
duration was 4.92 ± 5.54 years, reflecting 
variability in the chronic course of psoriasis. 
Severity assessments revealed a mean PASI score 
of 7.65 ± 5.88 and a mean BSA involvement of 
12.71% ± 15.82%, indicating moderate severity 
with a wide range of skin involvement across cases.  

In our study, the majority of psoriasis patients were 
aged 31-40 years (25%), followed by 21-30 years 
(23%) and 41-50 years (19.7%), indicating a higher 
prevalence in younger to middle-aged adults. Males 
(63.2%) outnumbered females (36.8%) among the 
152 participants. Regarding BMI, 21.1% were 
overweight, 3.9% obese, and 6.6% underweight. 
Educational status showed that most patients were 
illiterate (30.3%), while 26.3% had secondary 
education, 16.4% were graduates, 12.5% had 
education up to 10th class, and 8.6% completed 
12th class. 

 
Table 1: Characteristic of the patients with psoriasis 

Parameter Mean ± SD 
Hemoglobin (HB) 13.21 ± 1.97 
RBC Count 4.22 ± 0.95 
WBC Count 8429.32 ± 2418.97 
Platelet Count (PLT) 3.06 ± 1.08 
Random Blood Sugar 102.70 ± 25.59 
TSH 4.07 ± 2.59 
SGOT 29.27 ± 6.61 
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SGPT 26.92 ± 7.35 
Creatinine (CREAT) 0.81 ± 0.29 
Urea 17.27 ± 4.43 
Total Cholesterol 173.25 ± 28.22 
LDL Cholesterol 100.74 ± 25.47 
HDL Cholesterol 49.74 ± 16.15 
Triglycerides (TG) 144.55 ± 49.89 
 
The onset of psoriasis was most commonly 
observed between 21-30 years (25.7%), followed 
by 31-40 years (21.7%) and 41-50 years (21.1%). 
Symptoms predominantly included itching 
(84.2%), fissures (73%), white scales (72.4%), red 
raised lesions (65.1%), and scaly scalp (68.4%). 
The majority of patients had a disease duration of 
1-5 years (70.3%), with 19.1% having it for 6-10 
years and 7.2% for more than 10 years, while 3.3% 
had a duration of less than 1 year. The most 
commonly affected sites were the lower limbs 
(63.8%), upper limbs (63.8%), trunk (59.9%), and 
scalp (69.7%), followed by palm/soles (36.2%), 
genitals (30.3%), and face (17.1%). This highlights 
the chronic nature and varied presentation of 
psoriasis. In our study, erythroderma was observed 

in 4.6% of psoriasis patients, while 95.4% did not 
exhibit this condition. Psoriatic arthritis was noted 
in 5.9% of patients, with symmetrical polyarthritis 
being the most common subtype (3.9%), followed 
by asymmetrical oligoarthritis (1.3%) and DIP 
arthritis (0.7%). Nail changes were present in 
38.2% of patients, with pitting being the most 
frequent (28.3%), followed by subungual 
hyperkeratosis (9.9%) and onycholysis (6.6%). 
Hypertension (17.1%) and diabetes mellitus 
(14.5%) were the most common co-morbid 
conditions, while associated skin conditions 
included tinea cruris (13.8%), onychomycosis 
(4.6%), and tinea corporis (3.9%). These findings 
underscore the systemic and multifaceted nature of 
psoriasis.

 

 
Figure 1: Subtypes of Psoriasis 

 
In our study, Methotrexate intake was reported in 
32.2% of patients, while 67.8% did not receive this 
treatment. Skin biopsy findings revealed Psoriasis 
Vulgaris as the most common subtype (61.2%), 
followed by Palmoplantar Psoriasis (2.6%), 
Pustular Psoriasis (2.0%), Sebopsoriasis (1.3%), 
and Inverse Psoriasis (0.7%).  

A significant proportion of patients (32.2%) did not 
undergo skin biopsy. These findings highlight the 
predominant clinical presentations and the 
variability in diagnostic approaches among 
psoriasis patients. 

Discussion 

The worldwide prevalence of psoriasis is estimated 
to be approximately 2–3%. Although the disease is 
known to have higher prevalence in the polar 
regions of the world, its burden in a 
tropical/subtropical country like India cannot be 
underestimated.  Psoriasis was more common in the 
age group of 31-40 (25%) followed by 35 (23%) 
patients who had age between 21-30 years and 30 
(19.7%) who were between 41-5 years old. 
Psoriasis was more common among males (63.2%) 
than females (36.8%). In majority of the patients 
with psoriasis, age of onset was between 21-30 
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years in present study. A higher prevalence in 
males has been reported with a peak age at onset is 
in the third and fourth decade of life. [11,12] In one 
of the larger studies from Northern India, point 
prevalence of pediatric psoriasis was estimated to 
be 0.0002%. [13]  

The sociodemographic characteristics of our 
patients were comparable to those of patients from 
Asian countries such as Nepal and Malaysia. Male 
predominance (56%) was similar to that reported 
from Nepal, Maghreb, and Malaysia (53.7%, 
55.7%, and 56.6%, respectively). [2,14] In contrast, 
a female predominance was reported by some 
Western counties such as Denmark (53.2%) and in 
Minnesota. [15,16] In accordance with previous 
reports,11 the mean age at onset was 30.5 years, 
with 69.8% of patients classified as having type 1 
psoriasis, 14.2% of whom were younger than 16 
years. This was minimally different than onset at 
aged 26.4, 29.1, 33.6 to 33.4, and 35.1 years in 
Nepal, Spain, Italy, and Malaysia, respectively. 
[2,17–19]  

A study by Wahl et al. [20] found several 
significant associations between selected 
demographic and clinical variables and knowledge. 
Being a woman, living with someone, higher 
educational level, having more severe disease, and 
previous participation in CT were significantly 
related to better knowledge at baseline. However 
contrast to these findings Lanigan and Layton [21], 
Lubrano et al. [22] and Tham and Tay [23], who 
reported no associations between demographic and 
clinical variables and knowledge level in patients 
with psoriasis or psoriatic arthritis. However, 
Lubrano et al. [24], found a significant association 
between educational level and knowledge. It is 
reasonable to expect that people with a higher 
educational level are more interested in knowledge, 
and perhaps this is also the case for women.  

Most common clinical condition among the 
patients with psoriasis was itching (84.2%) 
followed by fissures (73%), white scales (72.4%), 
red raised (65.1%) and scaly scalp (68.4%). The 
most common symptom in El-Komy et al. [25] 
recorded was itching, which was reported by 82.4% 
patients. Itching has been shown to be a very 
common symptom among psoriasis patients, and its 
incidence ranges from 60% to 90%, depending on 
the population studied. [26] Egyptian psoriasis 
patients in this study showed one of the highest 
incidences of psoriasis-associated pruritus. Patients 
complaining of pruritus had a higher median PASI 
score than those without pruritus (P < .001) in El-
Komy et al. study [25], which was comparable to 
the findings of Bahali and colleagues [27] among 
Turkish patients with psoriasis.  

In majority of the patients with psoriasis lower limb 
side was affected in 63.8% and upper limb in 

63.8%. Trunk was affected in 59.9%, palm/soles in 
36.2%, face in 17.1%, and scalp in 69.7% and 
genitals in 30.3% patients. In El-Komy et al. [25] 
study, the most commonly affected sites with 
psoriasis were the lower limbs (75.8%) and upper 
limbs (70%), whereas the least affected were the 
neck (17%) and soles (16.9%). Scalp involvement 
was evident in 61.6% of patients, whereas genitalia 
were affected in 17.5% of patients. [25] Narkhede 
et al. [12] also reported the most common affected 
sites were upper extremities (83.125 %), lower 
extremities (75 %), scalp (70 %), trunk (64.37 %), 
and nails (61.25 %) Narkhede et al. study. Both 
latter sites may significantly affect patients' quality 
of life, which seems to be related not only to the 
body surface area affected but also the site. [28] 
The relatively high prevalence of scalp 
involvement among Indian patients with psoriasis, 
men and women, who share head coverings for 
cultural or religious reasons, requires further 
research to determine the effect of head coverings 
on scalp psoriasis. [25] It also should alert 
physicians to inquire thoroughly about scalp 
involvement to avoid missing a diagnosis that has 
deleterious effects on quality of life. Similar to 
previous reports from different regions of the 
world, [2,18,29] the most common type of psoriasis 
in our patients was the chronic plaque type.  

In our study, most common co-morbid condition 
associated with psoriasis was hypertension (17.1%) 
followed by presence of diabetes mellitus (14.5%) 
and alcohol consumption was reported in 5.9%. In 
recent years, there has been an enormous interest 
on the association of psoriasis with conventional 
cardiovascular risk factors (e.g., metabolic 
syndrome, obesity, low physical activity, smoking, 
alcohol, lipid abnormalities, and hypertension), 
nonconventional cardiovascular risk factors such as 
deranged homocysteine metabolism, cardiovascular 
comorbidities, and increased risk of myocardial 
infarction and myocardial infarction. [30]  
Armstrong et al. in their systematic review also 
found similar results, especially in severe psoriasis. 
[31]  

In our study, the most common associated skin 
conditions in our study patients with psoriasis were 
Tinea Cruris (13.85) followed by Onychomycosis 
(4.6%) and Tinea Corporis (3.9%). A recent study 
by Chadeganipour et al. [32] study, forty-six out of 
289 psoriatic patients had fungal infections 
(15.9%). Dermatophytes (54.3%), Candida spp. 
(19.5%), Malassezia spp. (15.2%), Aspergillus spp. 
(6.5%), and Fusarium spp. (4.3%) were the 
causative agents of fungal infections. 

Most common subtypes of psoriasis in present 
study were psoriasis vulgaris in 61.8% followed by 
palmoplantar psoriasis (23%). Our results are in 
line with the findings by Narkhede et al. [12] study 
reported the most common type of psoriasis in our 
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study was psoriasis vulgaris (69.38%), followed by 
Palmoplantar psoriasis (16.25 %), scalp psoriasis 
(8.13%). Other types such as generalized pustular 
psoriasis (2.50%), nail psoriasis (1.88%), other 
psoriatic arthropathy (1.25%), distal 
interphalangeal psoriatic arthropathy (0.63%) were 
also noted but in less amount in Narkhede et al. 
study [12]. 

The limitations of our study include its cross-
sectional design, which restricts the ability to 
establish causal relationships, and the single-center 
setting, which may limit generalizability to broader 
populations. Additionally, certain subtypes and 
comorbidities of psoriasis might be 
underrepresented due to the sample size. 

Conclusion 

Psoriasis is a common dermatological disorder in 
India, with characteristics similar to those observed 
in Western countries. Despite this, there is limited 
data on Indian psoriasis patients regarding its 
genetics, epidemiology, and specific subtypes like 
pustular and childhood psoriasis, as well as disease 
severity, relapse, and remission patterns.  

Our findings align with other epidemiological 
studies, highlighting a predominance in the 
younger age group (20-40 years) and a higher 
prevalence in males. Pruritus emerged as the most 
common symptom, with the scalp being the most 
frequently affected area. Psoriasis vulgaris and 
palmoplantar psoriasis were the most prominent 
subtypes, and comorbidities like hypertension and 
diabetes were prevalent. 
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