Psoriasis Registry in Public Health Hospital
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Background: The Institute of Dermatology Thailand in cooperation with the hospitals across the country had conducted
the psoriasis patient registry in Thailand between 2005 and 2008.

Objective: To explore the epidemiology of psoriasis, distribution of disease and type of psoriasis in Thailand, and establish
the systematic psoriasis database in Thailand.

Material and Method: This patient registry recorded the demographic, severity and quality of life of psoriasis patients. The
patients will be assessed for the severity and asked to complete the questionnaire only one time of enrollment.

Results: There have been 11,548 patients enrolled from 32 dermatological centers across Thailand. The male: female ratio
was 1.3:1. The chronic plaque type is the majority of psoriasis type (85.6%,). The average age of onset is 32.88 years and
females have an earlier age of onset than males. Mostly is early onset type of psoriasis (64.2%). Head, body, and leg are
the first three ranks of area of skin lesion at first onset. Twenty-five percent of patients have been rated as moderate-to-severe
psoriasis as rated by BSA. Fifty-six point six percent of patients report that psoriasis has an impact to their quality of life.
The most exacerbating factors are weather; stress, and alcohol drinking. About half of the population reported that they feel
embarrassed and are distressed.

Conclusion: This registry establishes the first systematic psoriasis patient database in Thailand. With it, the epidemiology

of psoriasis in Thailand is better understood.
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Psoriasis is a common chronic inflammatory
disease of the skin, nails, and joints. The lifetime
prevalence generally estimates at 1% to 3% of the
general population but still varies in different
populations and countries¥. Furthermore, it has been
reported that the estimates prevalence vary by
geographic location, more common in colder north
than in the tropics®. Many publications reported that
the psoriasis incidence has been increasing overtime®©.
To better understand the disease, many epidemiology
studies and review articles had been published-"-.
Nevertheless, even though many studies explored the
epidemiology of psoriasis, a national psoriasis database
should be available to better understand the exact
epidemiology in a country.

Regarding this data gap, the Institute of
Dermatology cooperated with Department of Health,
Thailand and launched the psoriasis registry program
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in 2005 to establish the local data and complete this
data gap.

Material and Method

The thirty-two dermatological centers
including hospitals, dermatological clinics and
university hospitals had participated in the registry
across Thailand. Each center had been requested to
complete the questionnaire only one time for each
psoriasis patient. The data collection form included
age, age of onset, gender, marital status, educational
level, career, type of psoriasis, distribution of skin
lesions, exacerbating factors, comorbidities, patient’s
problem, previous treatment, and quality of life (QoL).

Specific dermatology quality of life
questionnaire, Dermatology Life Quality Index
(DLQI), had been employed in this registry. DLQI
is a 10-item instrument measures symptoms (1 item),
feeling (1 item), daily activities (2 items), leisure
(2 items), work/school (1 item), relationship (2 items),
and treatment (1 item), with each item graded on a
Likert scale of 0 to 3 for a maximum score of 30(2.
The validated Thai language version was used'®. Each
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subject will be asked to complete the questionnaire
only once at the time of enrollment.

The severity of disease had been measured
by using ‘Body Surface Area (BSA)’ and ‘Psoriasis
Area and Severity Index (PASI)’. The investigator
will assess the severity of psoriasis by rated affected
body surface area and PASI only once at the time of
enrollment. PASI is a calculation based on the severity
grading of erythema, scaling, and induration of the
four body areas, head, upper extremities, trunk, and
lower extremities!®.

For BSA, PASI, DLQI, exacerbating factors,
nails abnormalities, comorbidities, previous treatment
and patient’s problems, the data were collected from
the Institute of Dermatology only.

The data were collected between 2005 and
2008 and analyzed with SPSS 15.0 software (Serial
number. 5078617). Demographic data were presented
as the percentage, mean = SD depending on their
distribution. Differences in continuous variables were
calculated using the unpaired t-test. Discrete variables
were analyzed using Chi-square test or Fishers’ exact
test as appropriate. A p-value less than 0.05 was set for
statistical significance different.

Results
Population

The 11,548 psoriasis patients were enrolled
in the registry from the Institute of Dermatology,
together with five other hospitals in Bangkok and
26 public health regional hospitals from every part of
Thailand between 2005 and 2008. Males (58%) were
predominant over females (42%). The male: female
ratio was similar for each region; north (1.3:1), central
(1.4:1), east (1.2:1), northeast (1.3:1), south (1.4:1) and
Bangkok (1.3:1) (no data presented). Demographic
data is shown in Table 1.

Type of psoriasis

The majority of enrolled subjects had the
chronic plaque type (85.6%), as shown in Table 2. In
addition, the data had been shown that erythroderma
type is common in males while pustular type occurred
more often in females.

Age of onset

The age of onset ranged from one month to
87 years with the mean age of 32.88 years in the study
population (35.33 for male and 29.41 for female). From
further analysis, it had been found that the age of onset
has statistical significant difference (p<0.001) among
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genders. In regarding the age of onset, Henseler and
Christopher reported that there are two types of age of
onset in Psoriasis; early and late onset®. The early
onset is the psoriasis patients who had developed the
first symptoms before 40 years old and late onset is the
patients who had developed the first symptom after
that. The difference of onset age was not found among
the region as shown in Table 3.

Of the study population, the early onset type
(64.2%) was predominantly over the late onset type
(35.8%) (no data presented).

Twenty-one percent of subjects had a positive
sibling history of psoriasis (Table 1). The data has
shown that the subjects who had a sibling history of

Table 1. Demographic data

Item n (%)
Age at enrollment date (year £ SD) 43.76+£15.84
Min-max 2 mo-98 yrs
Career (n=11,217)
Housekeeper 2,929 (26.11)

2,063 (18.39)
1,422 (12.68)

Civil servant
Business owner

Unemployed 1,228 (10.95)
Agriculture 1,132 (10.09)
Labor 1,136 (10.13)
Private company staff 852 (7.60)
Student 455 (4.06)
Educational level (n = 11,399)
Primary school 4,604 (40.39)
Secondary school 2,701 (23.70)
Diploma 1,399 (12.27)
Vocational education 1,155 (10.13)
Bachelor or higher 1,149 (10.08)
None 327 (2.87)
Others 64 (0.56)
Marital status (n = 11,507)
Married 7,389 (64.20)
Single 2,988 (25.90)
Divorced 437 (3.80)
Widow 351 (3.10)
Separated 250 (2.20)
Others 92 (0.80)
Smoking history (n = 551)
Yes 244 (44.30)
No 307 (55.70)
Alcohol consumption history (n = 551)
Yes 340 (61.70)
No 211 (38.30)
Sibling history of psoriasis (n = 11,260)
Yes 2,363 (21.00)
No 8,897 (79.00)
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Table 2. Type of psoriasis (n = 10,828)

Type No. of patients % Mean age of onset (year = SD) % female % male
Chronic plaque type 9,267 85.6 33.51+16.19 40.25 59.75
Guttate type 706 6.5 24.64£14.33 58.44 41.56
Scalp only 348 3.2 30.43+14.67 49.43 50.57
Erythroderma type 142 1.3 39.43£17.73 31.69 68.31
Palmoplantar type 108 1.0 36.98+20.18 44.44 55.56
Nail only 97 0.9 31.01£15.15 48.45 51.55
Pustular type 89 0.8 28.40+18.99 71.91 28.09
Inverse type 38 0.4 32.55+15.41 39.47 60.53
Psoriasis arthritis 33 0.3 35.43+£16.05 36.36 63.64

Table 3. Age and age of onset in each region (n = 11,185)

Area No. of patient Age Age of onset

(year £ SD) (year = SD)
North 1,353 43.55+14.84 34.96+18.02
Central 3,295 45.00£15.65 35.02+18.48
East 774 44.64+17.19 34.43£20.08
North east 2,246 42.28+14.34 33.36£16.76
South 1,793 44.40£17.26 34.23+20.84
Bangkok 1,690 42.16£16.17 33.79£19.36
Others 34 41.94+19.98 37.56+27.16

psoriasis, had an earlier age of onset with statistically
significant difference (p<0.001), as shown in Table 4.

Distribution of skin lesions of onset

The distributions of skin lesion of the first
onset of symptoms were mostly seen in the head
area (53.1%), followed by body, leg, and arm area,
respectively as shown in Table 5.

Only 1,577 patients from the Institute of
Dermatology were assessed for the severity of
psoriasis, exacerbating factors, comorbidities, patient’s
problem, previous treatment, and quality of life (QoL).
Of the present study population, 1,404 subjects
responded to the nail-affecting question as shown in
Table 6. Onycholysis is the most common nail
abnormality (53.9%).

Severity of psoriasis

The affected body surface area (BSA) was
categorized into two levels of affecting; mild (<10%
affected) and moderate-to-severe (>10% affected).
The majority of subjects had been graded as mild
affected, 1,027 patients (74.85%), and moderate-to-
severe (345 patients, 25.15%) (no data presented).

962

Table 4. Age of onset, categorized by sibling history

(n=11,260)
Sibling history Mean SD p-value*
Yes 29.36 14.82 <0.001
No 33.88 16.54

* p-value by student unpaired t-test

Table 5. Distribution of skin lesion of onset (n = 11,548)

Region No. of patients (%)
Head 6,130 (53.1)
Body 2,752 (23.8)
Leg 2,490 (21.5)
Arm 1,938 (16.7)
Nail 961 (8.3)
Others 908 (7.8)
Hand 755 (6.5)
Foot 719 (6.2)
Face 655 (5.6)
Foldable joint 306 (2.6)

Table 6. Nail abnormality (n = 1,404)

Type of nail defect No. of patients (%)
Onycholysis 758 (53.9)
Pitting nail 672 (47.9)
Subungual hyperkeratosis 299 (21.3)
Onychodystrophy 259 (18.4)
Oil drop 245 (17.5)

For PASI, there were only 553 subjects
who had the available PASI score, which range from
1 to 50. The mean PASI score was 8.33+£7.89, which
represented at mild severity level. The PASI score had
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been stratified into different levels of score, as shown
in Table 7.

Referring to Psoriasis Practice Guideline of
Dermatology Society Thailand!®, the severity of
psoriasis using PASI score can categorize the patients
into two groups. The PASI score more than 10 is
indicating the moderate-to-severe psoriasis and less
than 10 is indicating mild severity. From Table 7,41.9%
of subjects had been categorized as moderate-to-severe
psoriasis with PASI score.

Comorbidities

The most common comorbidities were allergy
(12.2%), diabetes mellitus (9.6%), and HIV infection
(1.6%). In addition, 35.5% of subjects had reported
the joint pain as one of the other symptoms (no data
presented).

Exacerbating factors

The trigger factor of flare up occurrence had
been reported from 553 subjects. There were 25.8% of
subjects who reported ‘not known’ of flare up factor.
The most flare up factor was hot/cold weather (50.5%),
followed by stress, and alcohol drinking (Table 8).
Some subjects reported that there was more than one
exacerbating factor that can bring them to flare up.

Quality of life (QoL)

The Dermatology Life Quality Index (DLQI)
had been completed by 440 subjects. The mean DLQI
score was 3.5644.02 from a maximum of 30. It can be
divided into five levels that effect the quality of life,
as shown in Table 9. The subjects had mostly rated that
psoriasis had no effect on their quality of life (43.4%).
Moreover, the patients had reported that psoriasis had
led them to hospitalization (5.7%) and absent from
work (11.7%).

Previous treatment

The previous treatment of each subject had
been recorded in the data collection. Some of them
received more than one treatment. From 553 subjects
who participated at the Institute of Dermatology.

Almost all subjects had been treated with
topical treatment (98.2%). Only 13.1% of this group
had been treated with systemic treatment and 3.6%
with phototherapy (Table 10).

Almost half of this group had been treated at
a government hospital/center, followed by a private
clinic (35.8%), self-medicine (20%), private hospital
(14%), and herbal medicine (9.9%). Interestingly, about
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Table 7. PASI score (n =553)

Score No. of patients (%)
0-5 219 (39.60)
6-10 102 (18.44)
11-15 57 (10.31)
>15 175 (31.65)

PASI = psoriasis area and severity index

Table 8. Trigger factors (n = 553)
Factors n (%)
Hot/cold weather 278 (50.5)
Stress 249 (45.2)
Alcohol drinking 148 (26.9)
Food 136 (24.7)
Others 87 (15.8)
Skin trauma 61 (11.1)
Infections 47 (8.5)
Medicines 17 (3.1)
Not known 143 (25.8)

Table 9. Impact to quality of life (QoL) (n = 440)

Level of impact to QoL n (%)
No effect at all on patient’s life (0-1) 191 (43.4)
Small effect on patient’s life (2-5) 139 (31.6)
Moderate effect on patient’s life (6-10) 67 (15.2)
Very large effect on patient’s life (11-20) 43 (9.8)
Extremely large effect on patient’s life (21-30) -
Table 10. Previous treatment (n = 553)
Treatment n (%)
Topical therapy
Steroids 527 (95.3)
Coal tar 487 (88.1)
Vitamin D 17 (3.1)
Anthralin 3(0.5)
Systemic therapy
MTX 57 (10.3)
Retinoid 13(2.4)
Steroids 2(0.4)
Phototherapy
PUVA 9 (1.6)
Broad UVB 4(0.7)
Narrow band UVB 6(1.1)

MTX = methotrexate; PUVA = psoralen-ultraviolet A;
UVB = ultraviolet B
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Table 11. Patient’s problems (n = 546)

Problems n (%)
Feel embarrass and be detested 276 (50.5)
Don’t know the exacerbating factors 226 (41.4)
Socioeconomic 235 (43.0)
Don’t think that psoriasis is chronic disease 210 (38.5)
and can be cured

Tough to go to the center on a scheduled visit 196 (35.9)
Difficult to work or run habitual practice 196 (35.9)
Health care professionals didn’t explain or 60 (11.0)

answer the patient’s question

26.6% of subjects had never been treated at any center
(no data presented).

Patient’s problems

To better understand the subjects’ perception
about the treatment and disease. The list of questions
had been asked to the subjects. The recent data had
shown that about a half of this group reported that they
feel embarrassment and are distressed from their
surrounding’ (50.5%) and socioeconomic problems
(43%) (Table 11).

Discussion and Conclusion

The current registry data concluded that the
gender ratio is almost equally common in males and
female (1.3:1) and generally similar across all regions
in Thailand. This finding is allied with previous
studies!'®!”. The chronic plaque type is the most
commonly diagnosed (85.6%) followed by Guttate
type.

It also shows that females have an earlier age
of onset than males (p<0.001). The majority of enrolled
subjects had an early onset type of psoriasis (64.2%)@.
As studied by Farber et al!®, the patients who had a
positive family history had an earlier age of onset
than negative history. Similar to the current finding,
the patients who had the positive sibling history of
psoriasis had the early age of onset (29.36 years) than
the negative group (33.88 years).

The most common beginning area
involvements are head, trunk, leg, and arm. The
proportion of patients who had been graded as
moderate-to-severe is different for BSA and PASI
assessment, 25.15% and 41.9%, respectively. About
56.6% of patients reported that psoriasis had impact
to their quality of life and led them to hospitalization
and absence from work.
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The previous treatment record has not
shown any surprising information; almost all patients
had been treated with topical therapy. Since the recent
review by Kerkhof P!®, the phototherapy should be
the next sequence of treatment after topical treatment.
Additionally, the treatment can be rotated during the
course of treatment. However, current data supported
systemic therapy more than phototherapy.

Interestingly, there were almost 30% who did
self-medicine and had been treated with herbal
medicine. These findings are important issues because
herbal medicine can lead to many side effects in the
near future.

Most of the patients rated that to have
psoriasis made them feel embarrassed and detested in
public (50%).

Gathering all findings as mentioned earlier,
the disease awareness, burden of disease, and disease
education in public are really needed to let the public
know about the disease. It is important to let the public
know that the disease is not transmitted but chronic
and recurrent. With these activities, the affected
patients may feel more comfortable in public and
improve their quality of life, even just a little bit.
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