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ABSTRACT

Background: Psychiatric morbidity in psoriasis is influenced by socio-cultural factors. Most of the studies in this
perspective are done in western setup; to extrapolate them on Indian patients with different demographic and socio-
cultural profile may not be appropriate. Our study was designed to evaluate the prevalence and its correlation to
various socio-economic variables in Indian patients.

Methods: This was a non-interventional, cross-sectional study, in which 125 consecutive psoriasis patients over one
year were screened for psychiatric morbidity. Demographic and disease parameters including Psoriasis Area and
Severity Index (PASI), Psoriasis Disability Index (PDI), General Health Questionnaire (GHQ), Comprehensive
Psychopathological Rating Scale (CPRS) were recorded along with the severity assessment of psychiatric morbidity
and its relation to these variables was analyzed.

Results: Among 125 psoriasis patients, 43 (35.2%) had psychiatric morbidity. Thirty two (26.4%) had depression, 3
(2.4%) had dysthymia, generalized anxiety disorder and adjustment disorder each, and 2 (1.6%) suffered social
phobia. A significant increase in psychiatric morbidity was seen with increase in PDI and PASI scores.

Conclusions: There is a significant psychiatric morbidity associated with psoriasis and it increases with severity of
the disease.
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INTRODUCTION

Psychiatric morbidity in psoriasis has been defined as
psychiatric disorder associated with psoriasis, as a result
of the disease. Due to its chronic and disfiguring nature
psoriasis leads to immense stress. Endocrine as well as
neurological factors resulting from abnormal activation of
hypothalamic pituitary adrenal axis due to stress play an
important role in causation of psychiatric morbidity.*
Stress is a trigger as well as exacerbating factor in
pathogenesis of psoriasis.? Very high rates of stressful life
events, ranging from 43 to 68%, have been reported to be
preceding the onset of the illness in various studies.®*

The data on prevalence of psychiatric morbidity in
psoriasis among patients of the psoriasis varies from
26.25% to 95% in previous studies done abroad.’

Data on Indian patients is limited as only a few studies
have been done.®” Indian studies reported a psychiatric
morbidity ranging from 32.33% to 84%.%% Another study
from India found functional impairment in two third of
their patients.’

With few studies, comprehensive data about prevalence
of psychiatric morbidity of psoriasis is limited in the
Indian setup. It is perhaps underestimated in Indian
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settings or may not be considered important in
management of the disease. In this study, we analyzed the
prevalence of psychiatric morbidity in psoriasis and its
correlation to various socioeconomic and demographic
variables.

METHODS
Study design

This was a non-interventional, cross-sectional study in
which patients attending the psoriasis clinic of our centre
between August 2011 and July 2012 were screened for
the presence of psychiatric  morbidity. Two
dermatologists and one psychiatrist were involved in this
study.

Data collection

All consecutive psoriasis patients and an equal number of
age, sex and socioeconomically matched controls over
this period were screened for the presence of psychiatric
morbidity after an informed consent. Psoriasis was
diagnosed clinically based on the presence of
characteristic skin lesions. Demographic and disease data
were recorded in a predesigned proforma including age of
onset of disease, family history of psoriasis, duration of
skin lesions, marital status, locality (rural/urban),
occupation and years of education. Severity of disease
was assessed by the Psoriasis Area and Severity Index
(PASI score ranges from 0 to 72, mild 0-3, moderate 3-
10, and severe >10) and Psoriasis Disability Index (PDI)
respectively (PDI score ranges from 0 to 45). The study
was approved by the competent ethics committee.****

Diagnosis of psychiatric morbidity

Diagnosis of psychiatric morbidity was made on the basis
of a self-administered questionnaire, Hindi version of the
General Health Questionnaire-12 (GHQ-12).*? Score of
three or more was considered positive and such patients
were further assessed with Comprehensive
Psychopathological Rating Scale (CPRS).?* All 65
symptoms included in this scale were assessed according
to intensity, frequency and duration on severity grading
of zero to three. International Classification of Diseases-
10th Revision (ICD-10) 14 was used to diagnose
psychiatric morbidity.

Statistical analysis

Statistical analysis was carried out using Fisher exact test
analysis while parametric variables were analyzed using
Paired Student's t-test. To find the correlation among
various variables, Spearman's rank correlation analysis
was carried out for select variables.*

RESULTS

Overall, 125 patients with psoriasis were seen over this
period. The mean age of the study group was
39.92+12.94 (range, 16-70 years), and the male-to-female
ratio was 1.6:1 (78:47). Forty five (36%) patients were
below the age of 35 years. Single to married ratio was
1.3:1 (71:54). The mean age of onset of psoriasis was
26.23+11.2 years (range, 4-53 years), and mean duration
of disease was 8.86+9.93 years (range, 1-5lyears).
Family history of psoriasis was present in 16.7% and
mean education years were 11.0+3.74. Rural to urban
ratio was 3.2:1 (95:30), 27 (21.6%) were smokers, sixteen
(12.8%) reported job stress due to the disease, and
46 (36.8%) reported disease aggravation following
stressful life events. There were 20 (16%) migrants in the
study; half of them had psychiatric morbidity.

Table 1: Diagnostic break-up of patients with
psychiatric morbidity.

Psychiatric disorder n=125 %
GHQ positive 60 48
Depression 33 28.8
Dysthymia 3 2.4
Adjustment disorder 3 2.4
Anxiety 3 2.4
Social phobia 2 1.6
Alcohol abuse 4 3.2
Total psychiatric morbidity 48 38.4

In GHQ assessment sixty patients (48%) and five controls
screened positive. Assessment of symptoms in CPRS
revealed that forty three (35.2%) psoriasis patients and
two controls had one or the other psychiatric disorder on
the basis of ICD-10. Among the psoriasis patients, thirty
two (26.4%) had depression (mild, 12; moderate, 18;
severe, 3), three (2.4%) had dysthymia, generalized
anxiety disorder and adjustment disorder each, and
2 (1.6%) suffered social phobia. Alcohol abuse was seen
in four patients but none fulfilled the criteria of addiction
(Table 1). Suicidal ideation and sexual dysfunction was
seen in 7 (5.6%) and 15 (12%) patients respectively.
However there was no history of suicidal attempts.
Significantly increased in psychiatric morbidity was seen
in younger patients (below age 35 years), migrants,
stressed and unmarried/single patients, There was no
correlation of psychiatric morbidity to gender, smoking
habit, locality (rural/urban), duration of disease, years of
education and occupation.

Psoriasis is a chronic, disfiguring, inflammatory disease
affecting 2-3% of the world population.® It accounts for
2.3% of total dermatology outpatients in India.’®
Recognition of co-morbidities associated with psoriasis is
important in its management as psychiatric morbidity
leads to decrease quality of life of the patients and
hampers the treatment outcomes.” Improvement in

International Journal of Research in Medical Sciences | July 2016 | Vol 4 | Issue 7 Page 2525



Kashyap S et al. Int J Res Med Sci. 2016 Jul;4(7):2524-2527

disease severity lead to decreased frequency of
psychiatric morbidity.!” Difference in prevalence rates
found in some studies could well be due to difference in
demographic profile of the patients. Some studies also
used different diagnostic system for psychiatric disorders
accounting for the difference in the reported
prevalence. 2’

The prevalence of psychiatric morbidity reported in
previous studies varies worldwide, ranging from 26.4%
to 95%.>"° Earlier studies in India reported prevalence
ranging from 30.2 to 84%.°%' A lower prevalence
(35.2%) in our study may be explained as most of our
patients were from rural background with less appearance
related concern, as observed earlier.® They found
increased impairment with duration with disease which is
in contradiction to our study and other studies 11 as it is
reasoned that patients tend to adjust to the disease with
time.

Depression has been reported as the most common
psychiatric morbidity in psoriasis, in Indian as well as
international studies ranging from 23.3% to 44%, in
agreement with our study (24.8%)."*'"*® However,
Mattoo et al from Chandigarh found adjustment disorder
as the commonest psychiatric morbidity.® This study was
done in urban population and involved patients from
higher socioeconomic status which may be the reason for
the different results. Similarly generalized anxiety
disorder was also slightly lower (4%) in our study than
Saleh et al and Esposito et al, who found anxiety in
12%and 8% psoriasis patients respectively.  While
Kumar et al also found higher percentage of anxiety in
their patients in Jodhpur.3*78

Depression leads to increased risk of suicide and sexual
dysfunction in these patients. Suicidal ideation ranges
from 2.5% to 9.7%." Suicidal ideation was again on the
lower side in this study as compared to western study by
Gupta et al in which 9.7% reported suicidal ideation and
5.5% had attempted suicide.” Sexual dysfunction is
reported in psoriasis patients in various studies. This
study found reduced sexual interest in fifteen (12%)
patients. In western literature the prevalence of sexual
dysfunction in psoriasis is reported to by 22.4% women
and 20.8% men.” Ramsay et al reported inhibition in
sexual relationships in 50% of South American psoriasis
patients.?® Cultural differences may be the reason for the
difference in reporting sexual problems. However,
Gaikwad et al from India reported sexual dysfunction in
20.9% of their psoriasis patients.’ In our study alcohol
abuse was found in four (3%) of patients in agreement
with previous studies.”*

Among the 20 migrant patients in our study, psychiatric
morbidity was found in half of them, slightly higher than
other patients. Similar finding were reported by Sinniah
et al from Malaysia where they found increased
psychiatric morbidity in migrant Indian and Chinese
patients.”

Previous studies found increased psychiatric morbidity in
stressed patients.?®? Similarly, 81.3% of psoriasis patients
having stress in this study were diagnosed with
psychiatric disorder. 62.5% of single patients had
psychiatric morbidity in our study, similar to an earlier
report by Magin et al.”

Appearance-related concerns dominate the experiences of
young people with psoriasis. Younger psoriatic patients,
below the age of thirty five, had significant increase in
psychiatric morbidity in this study. Higher level of
psychiatric morbidity in younger psoriasis patients is in
accordance with previous study by Kurd et al.® A
statistically significant proneness of younger patients to
ps31/7chiatric morbidity was also found study by Saleh et
al.

Increase in severity of psoriasis lead to increased
psychiatric morbidity. Similar trend was noticed in
previous studies.*®**"? This can well be explained as
patients with severe psoriasis have poor quality of life."!
A positive correlation seen in our study between PDI and
GHQ positivity is a reflection of this trend. Psoriasis
severity was not significantly related to disease duration,
level of education, occupation and socioeconomic
status.®’

Thus we conclude that 44 (32.5%) patients had
psychiatric morbidity most commonly manifesting as
depression. Psychiatric morbidity increases with severity
of disease and in special patient groups like migrants,
stressed, singles and younger patients. There is a need to
assess all patients of psoriasis for psychiatric morbidity to
improve treatment outcome and quality of life in patients
of this chronic dermatological condition.
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