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Background: Psoriasis is a chronic, inflammatory, multisystem disease which
predominantly affects skin, joint, scalp and nail. Treatment strategies for psoriasis
include topical therapy, systemic therapy and phototherapy (PT). Treatment
usually depends on the severity, location and extent of lesion. Drug prescription
studies are necessary for the recognition of areas for improvement and improving
drug prescribing practices in hospitals. There are very few reports regarding drug
prescription pattern in psoriasis patients. Hence we conducted this study.
Methods: This was a cross-sectional study conducted on 50 newly diagnosed
psoriasis patients who attended Dermatology and Venereology outpatient
department of a tertiary care hospital. The prescriptions from the patients were
collected for the duration of 18 months and details of prescription were collected
in case record forms. The assessment of disease severity was done by psoriasis
area severity index (PASI) score.
Results: Majority of the patients (46%) belonged to the age group of 41-55years.
The mean age of the patients was 42.48±12.29 years. Most of the patients with
mild form of psoriasis were treated with topical therapy. Topical therapy included
high potency steroids alone or in combination with salicylic acid and calcipotriol.
Patients with more severe form of disease received combination of topical,
systemic and phototherapy. Systemic therapy included oral Methotrexate and
phototherapy was given as narrow band UVB (NBUVB). Further long term study
is required to for proper assessment of prescription pattern in psoriasis patients.
Conclusions: Most of the patients with psoriasis can be effectively treated with
topical medications, and additional systemic and/or phototherapy may be
required only for severe cases.
Keywords: Psoriasis, Phototherapy, PASI score, Systemic therapy, Topical
therapy

INTRODUCTION

the rational use of drugs. Drug prescription pattern can
explain the profile, extent and quality of drug use.1

Drugs have an important role in the improvement of
human health and promotion of well-being. However,
drugs should be safe, efficacious and have to be used
rationally to produce the desired effect. Because of
underuse, overuse or misuse of drugs, often optimal
benefits of drug therapy are often not achieved.1 Irrational
use of drugs can lead to ineffective and unsafe treatment,
exacerbation or prolongation of illness, distress and harm
to the patient and higher costs.2 Without the knowledge on
how drugs are being prescribed, it is difficult to understand

Psoriasis is a genetically determined immune mediated
common dermatological disorder which affects skin, nails,
and joints and also has various systemic associations.3
During the last few years, psoriasis therapy has been
evolved rapidly and at present, newer and more effective
medication and various combination regimens have
become available. For patients presenting with mild psoriasis
the recommended initial treatments are topical agents such as
topical corticosteroids, emollients, coal tar, topical vitamin
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D3 analogues (calcipotriol) and topical retinoid. Moderate to
severe psoriasis are required more intense treatment with
phototherapy and with systemic agents.4 So, treatment of
psoriasis has now become complicated due to the availability
of various topical agents, systemic agents and phototherapy.5
The pattern of therapy depends upon the type, severity, and
duration of the disease.6
Because of the availability of wide therapeutic options, the
pattern of treatment may vary in different geographical
regions and also in different medical establishments,
depending upon the facilities and resources. There are very
few reports and systematically analyzed data available in
the Indian literature, regarding the pattern of drug use in
psoriasis. Hence this study was conducted.
METHODS

The present study was a cross sectional study conducted to
assess the drug prescription pattern in psoriasis patients
attending Dermatology and Venereology Department in a
Rural Tertiary Care Teaching Hospital of central India for
a period of 18 months (from January 01, 2014 to June 30,
2015).
The patients were enrolled with prior written informed
consent in English, Hindi and Marathi languages after
fully explaining the study procedure to their satisfaction.
Permission for collection of data from Dermatology and
Venereology Department had been taken for conducting
the study. Approval and clearance from the Institutional
Ethics Committee was obtained before conducting the
study.
Sample size
The present study was conducted on newly diagnosed
psoriasis patients attending Dermatology and Venereology
(D and V) OPD during the 18 months study period. During
this study period, 50 newly diagnosed psoriasis patients
attended the D and V OPD and all of them fulfilled the
inclusion and exclusion criteria and were included in our
study.
Inclusion criteria

•

New cases of psoriasis patients attending
Dermatology and Venereology OPD during the study
period.
Patients who gave their written informed consent for
participation in the study.

Exclusion criteria
•
•

Drug induced psoriasis.
Lack of consent for participation in the study.

Study procedure
After signing the consent form, relevant data were
collected from the prescription of the patients,
immediately following consultation. Information about
general particulars of the patients and the drugs prescribed
to patients were noted. Collected data are as follows:
•
•
•
•

Particulars of the patients which included patient
initials, age, sex, address of the patients, date of visit.
Diagnosis of the patients.
Psoriasis area severity index (PASI) score
Drug details noted were as follows:

Name, dose and frequency, route, duration, total number
of drugs.

Study design

•

•
•

Patients who were already under treatment for
psoriasis.
Drugs used for other reasons associated with these
diseases.

The above data was recorded using a Case Record Form
(CRF).
The severity of psoriatic lesions was assessed by
measuring psoriasis area severity index (PASI) score.
PASI score is the current gold standard for severity
assessment of psoriasis.7 PASI quantifies extent and
severity of skin involvement in different body regions as a
score from 0 to 72.8 It is the measure of the average of the
redness, thickness, and scaliness of the psoriatic lesions.7
Statistical analysis
Statistical analysis was done by using descriptive and
inferential statistics using Chi- square test. The software
used in the analysis was SPSS 17.0 version and Graph Pad
Prism 5.0. p -value <0.05 was considered as level of
significance.
RESULTS
Table 1: Age and gender distribution (n = 50).
Age
distribution
10-25
26-40
41-55
56-70
Total
Mean ± SD
א2-value

Gender (%)
Male
Female
1(2%)
3(6%)
8(16%)
6(12%)
12(24%)
11(22%)
6(12%)
3(6%)
27(54%)
23(46%)
44.37±10.65 40.26±13.89
2.02, p=0.56, NS, p>0.05

Total
4(8%)
14(28%)
23(46%)
9(18%)
50(100%)
42.48±12.29

n-Number of patients, א2-value -Chi-square value, SD-Standard
deviation, NS-Non-significant.

Table 1 shows that out of the 50 patients, 27 (54%) were
males and 23 (46%) were females. The mean age in
psoriasis patients was 42.48 ± 12.29 years and majority of
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the patients (46%) were in the age group of between 41-55
years (n=23).
Table 2: PASI scores of different types of psoriasis.
PASI Scores
Minimum Maximum
1.3
32
4
16.2
4.4
5.4
21.5
21.50

Mean±SD
9.33±8.22
9.08±6.28
5.08±0.36
21.50±0.00

5.9

5.90

5.90±0.00

1.30

32

8.97±7.63

CPP- Chronic plaque psoriasis, CP and SCLP- Chronic plaque
with scalp psoriasis, GP- Guttate psoriasis, PS- Pustular
psoriasis, CP and PPLNT- Chronic plaque with palmoplantar
psoriasis.

Table 2 show that, in patients with chronic plaque psoriasis
the mean PASI score was 9.33±8.22. The mean PASI score
was 5.08±0.36 in guttate psoriasis, 21.50 in pustular
psoriasis, and 5.90 in chronic plaque with palmoplantar
psoriasis and 9.08±6.28 chronic plaque with scalp
psoriasis indicating most severe form of disease in pustular
psoriasis. Out of all the psoriasis patients the mean PASI
score was 8.97±7.63.

Mean PASI Score and SD

30

20.51
15.91

25
20
15
10

6.66
4.28
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Figure 2: Different types of treatment modalities and
PASI score.

% of patients
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PS
CP and
PPLNT
Total

the mean PASI score was 15.91±8.0. In patients with
topical+phototherapy (T+P), the mean PASI score as
6.66±0.73. In patients with topical+ systemic+ phototherapy
(T+S+P) the mean PASI score was 20.51±5.85.
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Figure 1: Prescription pattern of different of
treatment modalities.
Figure 1 shows that out of 50 patients, 28 patients (56%)
were treated with topical therapy (T) alone, 18% of
patients (n=9) with combination of topical and systemic
therapy (T+S), 12% of patients (n=6) with combination of
topical and phototherapy (T+P). 14% of patients (n=7)
with combination of topical agents, systemic agents and
phototherapy (T+S+P).
Figure 2 shows that, topical therapy (T) was given in
patients with PASI score<6 with mean PASI score of
4.28±1.13. In patients with topical+systemic therapy (T+S),

Figure 3: Different types of topical therapy.
Figure 3 shows that among topical therapy, corticosteroid
(CS) alone was prescribed in 17 patients (34%), in
combination with salicylic acid (CS+SA) was prescribed
in 9 patients (18%) and in combination with calcipotriol
was prescribed in 2 patients (4%).
CS monotherapy was prescribed in 32% patients with CPP
(n=16) and 2% patients with GP (n=1); CS+SA
combination therapy was prescribed in 6%patients with
CPP (n=3),6% patients with CP and SCLP (n=3) and 6%
patients with GP (n=3); CS+CAL combination therapy
was prescribed in 2% patients with CPP (n=1) and
2%patients with GP (n=1). None of the patients with PS
and CP and PPLNT received topical therapy alone.
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DISCUSSION

Similar treatment pattern was shown in the study
conducted by Raghunandan et al.6

In the present study, the drug prescription pattern was
assessed in 50 newly diagnosed psoriasis patients, who
attended the Dermatology and Venereology OPD. All
these 50 newly diagnosed psoriasis patients fulfilled the
inclusion and exclusion criteria.
The mean age of the patients was 42.48±12.29 years which
was similar to that observed in other studies.9-11 Majority
of the study patients (46%) were in the age group of
between 41-55 years (n-23). Although psoriasis is
considered to have a “dual peak” in age of onset, in our
study we could not find “dual peak” in age of onset and
instead we found that the incidence of psoriasis increases
steadily with age until approximately the 6th decade of life,
with a more rapid increase in the rate of incidence in
between age 41-55 followed by age 26-40. In a similar
study, Megha M et al, also found steady increase in
incidence of psoriasis until 7th decade with rapid increase
in the rate of incidence until age 30-35.12
In present study, higher prevalence of psoriasis was
observed in males as compared to females, though there
was no significant difference in the mean age in male and
female patients. Similar prevalence was observed in
various other studies.9-11,13
The patient with pustular psoriasis had the most severe
form of disease and guttate psoriasis had the mildest form
of disease. This severity pattern of psoriasis was in
accordance with literature which stated that, pustular
psoriasis is a very serious and life threatening
condition.14,15 The mean baseline PASI score in all
psoriasis patients was 8.97±7.63. Similarly, Mehta S et al,
also observed mean PASI score of 9.04 ± 8.90 in their
study.16
In this study, the therapy for psoriasis mainly involved
topical application of various medications alone or in
combination with systemic and phototherapy in selected
cases.
In the present study, topical therapy alone was considered
in all patients with the baseline PASI score<6. It was
similar to the finding observed by Raghunandan R et al,
where topical therapy alone was prescribed in patients with
PASI score<4.6
Combination of topical and systemic therapy was
prescribed in patients with more severe psoriasis with
baseline PASI score>8. Similarly, Sabiqa Haider et al, in
his study used Methotrexate in patients with PASI>10.10
Combination of topical + phototherapy was used in
patients of moderate psoriasis with baseline PASI score
of>6 and combination of topical + systemic +
phototherapy was used only for severe cases of psoriasis
with extensive lesions with baseline PASI score >10.

Majority of the patients in our study, were treated with
topical medications which included corticosteroids (CS),
salicylic acid (SA), calcipotriol and coal tar, either as
monotherapy or in combination of two or more drugs, in
the form of creams, ointments and lotions. CSs used were
Clobetasol (n-24), Halobetasol (n-2) and Betamethasone
(n-2). Similarly, in a study conducted by Raghunandan R
et al, majority of patients (78.51%) were treated with
topical therapy.6 One study conducted in UK reported that
94% of patients were treated with topical therapy alone.17
In our study, CS was prescribed for maximum up to 4
weeks. SA and CAL were advised to continue for the rest
of the treatment period. Most of the topical corticosteroids
were very potent and according to National Institute for
Health and Care Excellence (NICE) guideline, these
should not be used continuously at any site for longer than
4 weeks. Continuous application of very potent psoriasis
may cause irreversible skin atrophy and striae, unstable
psoriasis and systemic side effects. Therefore, non steroidbased topical therapy should be considered to maintain
psoriasis disease control during rest of the period.18 This
might be the reason for 4 weeks duration of CS therapy in
our study.
T+S was prescribed in 18% of patients with baseline PASI
score >8. Systemic therapy included oral Methotrexate and
oral acitretin. Systemic therapy with oral Methotrexate 7.5
mg once weekly, supplemented with folic acid was used in
6 patients (12%). The weekly dose of Methotrexate (7.5
mg) was divided into 3 doses of 2.5 mg at 12 hourly
intervals, and was continued for 12 weeks. Folic acid was
given 5 mg once daily for 6 days a week for 12 weeks in
all of these patients. In patients who received
Methotrexate, investigations including Hb%, TLC, platelet
count, RBS, ESR, LFT, RFT were done at baseline and at
the end of 12 weeks. Raghunandan et al, reported systemic
therapy with Methotrexate in patients with PASI>7 and
similar dose pattern of Methotrexate was used.6
In present study, topical agents given along with systemic
therapy included CS alone or in combination with SA and
CAL. Methotrexate starts acting within one month and
maximum effects develop within 2 months. On the other
hand, topical corticosteroid rapidly decreases acute
inflammation. For this reason, combination of
Methotrexate and topical Corticosteroid is beneficial in
psoriasis.19
T+P was used in 6 patients of moderate psoriasis with
baseline PASI score of>6. Phototherapy was given as
narrow band UVB irradiation (NBUVB) twice weekly for
12 weeks. The initial dose was calculated based on
minimal erythema dose (MED) given for 2 minutes, and
the titration of dose and duration of irradiation was based
upon treatment response as assessed in subsequent visits.
MED is referred to as the lowest UVB dose producing
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defined perceptible erythema at the test site. CS+SA
combination was used as topical therapy in all these 6
patients. Topical adjunctive therapy can be considered
with phototherapy in psoriatic lesions present at difficultto-treat or covered sites.18
In our study, T+S+P was used only for very severe cases
of psoriasis with baseline PASI score >10. British
Association of Dermatologists (BAD) treatment
guidelines for psoriasis also recommend using of very
potent therapies including phototherapy, systemic drugs
such as Methotrexate, acitretin, for severe cases of
psoriasis.20 Combined use of UVB with systemic therapy
is helpful in patients with severe psoriasis.21 In our study,
topical therapy including CS in combination with salicylic
acid was used along with systemic and phototherapy.
Similar pattern of therapy was reported by Raghunandan
et al, in their study, where combination of topical,
systemic, phototherapy was given in patients with
PASI>8.6
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