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Introduction
Psoriasis is a chronic T‑cell‑mediated 
multisystem disease with worldwide 
prevalence of 1–3%.[1] The treatment of 
psoriasis is on the whole unsatisfactory as 
there are no known methods which lead to a 
permanent control of the disease though there 
are many modalities which may cause partial 
and temporary remission. The literature 
available on the real-world physician 
perspectives on the impact of psoriasis and 
its treatment on patients’ daily lives, including 
perceptions and satisfaction with current 
therapies is very less. Hence, we sought 
to explore the details of current practice in 
treatment for psoriasis among dermatologists 
in Kerala, a state in Southern India.

Materials and Methods
This was a questionnaire‑based survey 
involving practicing dermatologists of 
teaching and non‑teaching hospitals and 
those working independently without any 
hospital attachment in Kerala, South India.

A structured 21‑point questionnaire was 
distributed to dermatologists directly and 
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Abstract
Introduction: The management of psoriasis is a daily challenge for dermatologists as most patients 
present with varied morphological presentations and exacerbations at every visit. This exerts a 
heightened responsibility on the dermatologists to tailor their treatments according to each patient. 
Aims: This study was conducted to assess the variation in treatment practices in the management of 
psoriasis patients among dermatologists of Kerala. Materials and Methods: A  questionnaire‑based 
survey was conducted among the practicing dermatologists of Kerala, South India. Conclusions: At 
the end of this questionnaire‑based study, we concluded that there is a wide variation in the treatment 
practices among practicing dermatologists of Kerala. Dermatology Life Quality Index  (DLQI) 
is not assessed by majority of dermatologists while planning treatment. Most dermatologists rely 
on body surface area while planning treatment due to time constraints and did not perform PASI 
(Psoriasis Area and Severity Index) or PGA (Physician Global Assessment) scoring. Satisfaction and 
challenges related to current therapies also impact treatment rates. Our dermatologists adhered to 
their own individual guidelines while treating and expressed a dire need for a unified guideline.
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few questionnaires were also distributed at 
the regional conferences. The questionnaire 
contained 21 questions; pertaining 
guidelines followed for treatment, treatment 
approaches, scoring systems, and the unmet 
need for a unified guideline. Variables 
included average weekly number of 
psoriasis patients seen, different treatment 
modalities employed, treatment options, 
dosages, and counseling. The association 
of the above variables was analyzed by the 
Chi‑square test and the data described on 
the basis of frequencies and percentages.

Observations and Results
Out of 200 dermatologists to whom 
the questionnaires were distributed, 85 
returned the questionnaires  (response rate, 
42.5%). Non‑teaching dermatologists 
comprised 77/85  (90.6%), while the 
rest of the respondents were teaching 
professionals (9.4%).

On an average, dermatologists were visited 
by 41  ±  5 psoriasis cases per week. Sixty 
out of 85  (70.6%) respondents agreed 
that the increasing burden of disease 
is frequently underestimated. About 
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44.7%  (38 out of 85) preferred a combination of topical 
steroids and emollient as the first line of treatment. 
Phototherapy was chosen by only 4.6%  (4/85)  [Table  1] 
of respondents and 51 out of 85  (60%) expressed the 
unmet need for more phototherapy facilities in this 
region. Methotrexate was the most preferred modality of 
treatment for moderate‑to‑severe psoriasis in 62 out of 85 
dermatologists  (73.2%); 15 out of 85  (17.3%) used topical 
steroids, 4 out of 85  (4.7%) used phototherapy  [Table  2]. 
Out of 85, only 11 dermatologists  (12.9%) frequently 
used biologicals and preferred it only when body surface 
area  (BSA) was more than 20% and when patients were 
not responding to conventional modalities of treatment.

About 72 out of 85  (84.7%) of dermatologists recognized 
the importance of assessment of severity before 
deciding treatment. Thirty‑nine out of 85  (45.9%) used 
Psoriasis Area and Severity Index  (PASI) scoring for 
severity assessment, whereas the remaining preferred 
BSA  [Figure 1]. Dermatologists who saw less than 
5  patients per week did PASI scoring in comparison to 
those who saw more than 20 patients per week and resorted 
to BSA [Table 3] (P value: 0.033).

Even though all dermatologists believed in counseling 
before beginning treatment, only 19 out of 85  (22.3%) 
actually counseled their psoriatic patients on a daily basis. 
While the role of exercise was frequently emphasized 
by dermatologists to patients, only a minority suggested 
dietary modifications to their patients. Dermatologists 
who saw less number of patients per week discussed 
co‑morbidities and treatment modalities more frequently 
compared to those with more number of patients per week 
with significance [Table 4] (P value = 000).

About 38 out of 85 dermatologists  (44.7%) felt that 
Ayurveda and Siddha forms of treatment are interfering in 
the course of treatment leading to multiple relapses in their 
psoriatic patients.

Discussion
Psoriasis is currently one of the most prevalent autoimmune 
diseases in the world. The dermatologists in our study saw 
an average increase in number of patients seen per week. 
This is in concordance with the rising burden of psoriasis 
in India with a prevalence of 0.44–2.8%.[2] The prevalence 
of psoriasis in adults ranged between 0.91% (United States) 
while in Africa and Asia the prevalence is below 0.5%.[1]

Majority of the surveyed dermatologists opted for a 
combination of methotrexate and emollients to treat 
moderate‑to‑severe psoriasis. In a similar survey by 
Knuckles et  al.[3] 47% US patients with moderate plaque 
psoriasis received biologics as their primary therapy. This 
variation could be attributed to the large number of insured 
patients in the West and lack of expertise with the use of 
biologics in our population. Many dermatologists failed to 
initiate biologics due to their long‑term safety, tolerability, 

efficacy, and costs.[4,5] In a global cross‑sectional survey 
by Manalo et  al.[6] 116 total dermatologists completed the 
questionnaire and 62.9% were unfamiliar with biosimilars. 
Despite the growing number of biological therapies that 
are entering the clinical arena more studies are needed for 
validating its use as a first line agent. Phototherapy was 
chosen by only 4.6% of our respondents and they expressed 
an unmet need for the same. Most of our hospitals lack 
adequate infrastructure facilities for bath psoralen with 
ultraviolet A  (PUVA) treatment. McMichael et  al.[7] 
reported high potency topical steroids  (68%) and topical 
vitamin D analogues (41%) to be the most sought treatment 

Table 1: Primary treatments for mild‑to‑moderate 
psoriasis: Dermatologist (n=85) response to the 

question: What is your first choice of treatment in 
mild‑to‑moderate psoriasis?

Modalities Percentage
Topical steroids 60.7 (51/85)
Emollients 15.4 (13/85)
Phototherapy 4.6 (4/85)
Steroids 2.4 (2/85)
Others 17 (15/85)

Table 2: Primary treatments for moderate‑to‑severe 
psoriasis: dermatologist (n=85) response to the 

question: what is your first choice of treatment in 
moderate‑to‑severe psoriasis?

Modalities Percentage
Phototherapy 4.7 (4/85)
Biologicals 3.5 (3/85)
Methotrexate 73.2 (62/85)
Cyclosporine 2.4 (2/85)
Topical medication 17.3 (15/85)

Table 3: Scoring system compared with number of 
patients seen per week: (P value: 0.033)

Scoring system assessed
No of patients seen per week PGA BSA PASI Total
<5 3 4 13 20
5-10 1 20 15 41
11-20 0 7 2 10
>20 0 8 6 14
PGA=Physician Global Assessment; BSA=Body surface area; 
PASI=Psoriasis Area and Severity Index

Table 4: Counseling and number of patients per week 
co‑relation: (P value=000)

No of patients seen per week Co‑morbidities discussed Total
No Yes

<5 0 20 20
5-10 16 25 41
11-20 5 5 10
>20 7 7 14
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for mild‑to‑moderate psoriasis in African‑Americans. 
The Multinational Assessment of Psoriasis and Psoriatic 
Arthritis  (MAPP)[8] survey concluded that approximately 
half of dermatologists and one‑quarter rheumatologists 
wanted to leave their practice because of frustration or 
dissatisfaction with current therapies.

Mean PASI and DLQI correlate predictably in patients with 
chronic moderate‑to‑severe plaque psoriasis undergoing 
treatment with biological agents. PASI tends to be more 
validated and detailed and hence it remains the scoring 
system of choice for clinical trials. In a systematic review[9] 
PASI was the most commonly used clinical measure in 
current research. Our respondents preferred BSA over PASI 
due to its ease of use and convenience. However, BSA has 
multiple shortcomings such as low response distribution, 
no consensus on interpretability, and low responsiveness 
in mild disease.[10] Knuckles et  al.[3] reported the use of 
BSA and location of lesion in 60% respondents while 
determining severity. A  review[11] on 30 randomized 
controlled trials concluded that PASI and PGA  (Physician 
Global Assessment) are substantially loquacious and either 
alone is a sufficient tool for assessing moderate‑to‑severe 
psoriasis. On the other hand, since PGA is more complex, 
it may be well suited for community‑based projects. 
DLQI is also a reliable tool but as it involves a lengthy 
questionnaire, it might be impractical for use in a busy 
dermatology clinic. DLQI was not assessed by majority 
of our dermatologists who saw more than 20  patients per 
week  (statistically significant). Hence time constraint is an 
associated factor for choosing a particular scoring system 
in our set up.

Diets that modify the polyunsaturated fatty acid metabolism 
and influence the eicosanoid profile help to suppress the 
inflammatory process in psoriasis.[12] In our study, even 
though dermatologists believed in the importance of diet 
in psoriasis only few were able to counsel these patients 
in reality. This creates major lacunae in our practice 

as the latest dimension in treatment of psoriasis is to 
control the associated metabolic syndrome.[13] However, 
dermatologists who saw less number of patients per week 
discussed co‑morbidities and treatment modalities more 
frequently compared to those with more number of patients 
per week with significant P  value. In an Indian healthcare 
system with a surplus patient count there is always a time 
constraint to counsel patients on a daily basis. Educational 
pamphlets about the modification of lifestyle can be 
distributed by physicians to patients to counter this issue.

In India, practitioners of traditional medicine still remain 
primary healthcare providers for millions of people in 
rural India where herbal preparations of Wrightia tinctoria 
oil and ayurvedic massages[14] are used to treat psoriasis. 
Patients should be educated not to resort to Ayurveda and 
Siddha forms of treatment especially in unstable psoriasis 
as it may lead to frequent flares.

Pediatric psoriasis presents with a wide variety of clinical 
psoriasis including plaque‑type, guttate, erythrodermic, 
napkin, and nail‑based disease.[13] Findings suggest that 
dermatologists recognize pediatric psoriasis to be difficult 
and different to manage compared to adult psoriasis. 
Pediatric psoriasis needs a holistic approach of treatment 
owing to the emotional and psychological stress on a 
child’s mind and their parents.[15] The earlier diagnosis 
and evaluation of pediatric psoriasis can prevent or delay 
co‑morbidities in the future.

Conclusion
The treatment practices vary among practicing 
dermatologists in Kerala. This is the first study from India 
that has incorporated physician perspectives and treatment 
guidelines in psoriasis. The need of the future is to formulate 
a unified guideline acceptable to all dermatologists. DLQI 
is not assessed by majority of dermatologists while 
planning treatment and most dermatologists rely on BSA 
due to time constraints. The need of the hour is to make 
use of technology to create and propagate the utility of 
apps for easy scoring of disease severity. This study clearly 
underscores the need for popularizing the distribution of 
educational pamphlets at the first visit to every psoriatic 
patient.

Limitations: Small response rate and as in many surveys, 
predefined choices may limit analysis options.
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