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Psoriasis has major physical, psychological, and social 
impacts: its management should not be restricted by 
individual financial considerations in Western countri-
es as these have well-structured health systems and 
social/insurance coverage. We investigated if the so-
cioeconomic characteristics of patients were associa-
ted with severity of psoriasis and access to healthcare. 
In a cross-sectional study, we included 903 patients 
with psoriasis that were consulting for the first time. 
We showed that low educational level was associated 
with severity of disease in multivariate analyses. Mo-
reover, patients of lower class and lower educational 
level, with severe psoriasis, had seen fewer physicians 
and had less frequently received a systemic treatment. 
Thus, physicians need to be vigilante of patients with 
a low socioeconomic status. Both low socioeconomic 
status and less access to dermatologists are associa-
ted with clinical severity of psoriasis at a first consul-
tation. 
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Psoriasis is a chronic skin and articular disease that 
affects 2–4% of the population (1, 2). It is known to 

have major physical, psychological, and social impacts 
(2–4). Recently physical (i.e., cardiovascular, metabolic) 
and psychological (i.e., depression) comorbidities have 
been associated with psoriasis (5–8). 

Topical and systemic treatments can improve clinical 
aspects, quality of life (QoL), and social discomfort. It 
has been suggested that the use of systemic treatments 
for severe forms of psoriasis could reduce the cardio-
vascular risk linked with psoriasis-associated chronic 
inflammation (9–14). Thus, adequate management and 

adherence to treatments are important. The management 
of psoriasis should not be restricted by individual finan-
cial considerations in most Western countries, which 
have well-structured health systems and offer social or 
insurance coverage.

Socioeconomic and demographic inequalities are ma-
jor determinants of health status (15, 16). These differ 
from one country to another, but also within countries. 
Infectious diseases are probably the diseases most im-
pacted by these inequalities because, for instance, of 
sanitary factors caused by socioeconomic inequalities. 
More recently, it has been shown that the stage of can-
cers is more advanced at diagnosis in populations with 
a low socioeconomic status (17, 18). This is also true 
for chronic cardiovascular and metabolic diseases, and 
for acute events, such as stroke or myocardial infarction 
(19–21). The consequences can be tremendous for the 
patient as the prognoses of these diseases depend on their 
early diagnosis. 

Despite the high frequency of psoriasis, few and dis-
cordant data are evaluable on its link with socioeconomic 
and demographic status, on adherence to medication, 
severity of the disease, or access to treatments (22–25). 
Thus, we have investigated if the socioeconomic and 
demographic characteristics of patients consulting for the 
first time with psoriasis are associated with its severity 
and access to healthcare.

MATERIALS AND METHODS
The “R-ens” study (“Resopso - Evaluation Nationale du parcours 
de Soins pour un psoriasis”) was a non-interventional, cross-
sectional, multicenter study that included adults with psoriasis. 
R-ens was designed to evaluate the impact of the socioeconomic 
and demographic characteristics of the patients with the severity 
of psoriasis at a first consultation. 

Investigative centers

R-ens was performed in 40 French dermatology centers, which 
were all members of the GEM Resopso between January and No-
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vember 2014. GEM Resospo (http://resopso.fr/le-gem) is a French 
association of dermatologists involved in the care and research of 
patients with psoriasis (26). The 40 centers were within universi-
ties (n = 9), general practice (n = 5), military hospitals (n = 3), and 
private practitioners (n = 13). 

Evaluation of patients

We consecutively included all adults aged ≥ 18 years who consul-
ted for plaque psoriasis. Because we did not want to modify the 
ongoing management of patients, we only included patients that 
were visiting the investigative center for the first time. A protocol 
for evaluation was implemented that included collecting informa-
tion on age, sex, age at onset of psoriasis, its clinical characteristics, 
family history (including first-degree relatives only), severity of 
psoriasis [Psoriasis Area Severity Index (PASI), Body Surface 
Area (BSA), Dermatology Life Quality Index (DLQI)], psoriasis 
arthritis, previous treatments for psoriasis, previous consultation 
to a general practitioner (GPs) and/or dermatologist, associated 
cardiovascular and metabolic comorbidities, hypertension, current 
smoking status, body-mass index (BMI), presence of diabetes 
and/or dyslipidemia, alcohol consumption, and any history of 
depression.

Severity of plaque psoriasis was graded as mild, moderate, or 
severe. We used 3 definitions for severity: (i) The concept of the 
“Rule of Tens”: mild disease was defined as body-surface area 
(BSA) ≤ 10, PASI ≤ 10, and DLQI ≤ 10; moderate-to-severe pso-
riasis was defined as BSA > 10, and/or PASI > 10, and/or DLQI 
>10 (27). (ii) Clinical severity focused on the PASI definition of 
severity: moderate-to-severe psoriasis was defined as PASI >10. 
(iii) Severity of psoriasis according to QoL, which focused on the 
DLQI definition of severity where moderate-to-severe psoriasis 
was defined as DLQI > 10. 

Comorbidities

Definitions of cardiovascular and metabolic comorbidities have 
been reported in a previous publication (26). Smokers were defined 
as smoking at least one cigarette per day; alcohol consumption was 
defined as people who drank at least one glass of alcohol per day. 
Depression was defined as patients that said they were consulting 
for depression or were receiving anti-depressive drugs.

Socioeconomic and demographic definitions

Socioeconomic and demographic parameters were evaluated as 
the living environment, impact of living in a rural area, life as a 
couple and/or with children, occupational activity, contact with 
the public through an occupation, sporting activities, education 
level, and household income. 

To identify households with low and high incomes, the cut-off 
value used was the French median household income, i.e., 2,300 € 
per month (28). 

In France, dermatologists are not established in rural areas because 
they consider them as “medical deserts” for specialists. Thus, it was 
difficult to evaluate kilometric distance to a dermatological center; 
consequently, to represent the difficulty in receiving access to health-
care, we use data on the size of towns to evaluate ease-of-access to 
healthcare. The French definition for a population density of a rural 
town is <3,000 people. 

We first analyzed patients according to having or not having an 
occupational activity. We then separated the working activities as be-
ing “lower-” or “upper”-class activities (29). In France, lower-class 
activities are considered to be manual work, farmers, and employees; 
and upper-class activities as artisans, teachers, nurses…, heads of 
companies, executives, and intellectual occupations. Finally, we 
asked patients if they had “contact with the public” during there 

working activities. We also compared patients that had a working oc-
cupation with those that were unemployed, retired, or were students.

Statistical analyses

We planned to include 800 patients with plaque psoriasis, to 
include a representative sample of younger and older people, and 
to include at least 150 patients from private office. According 
to previous studies, performed by the GEM Resopso group, we 
needed a 1-year period for inclusions. Our objective was reached 
within 11 months and so the study was stopped at this time.

Quantitative data are expressed as means ± standard devia-
tions (SD), qualitative data as n (%). Continuous variables were 
compared using Student’s t-test and proportions with the χ2 test. 
We evaluated 3 severity outcomes: PASI >10, DLQI >10, and 
moderate-to-severe psoriasis according to the “rule of tens” (27). 
We conducted univariate analyses on each of these. Multiple reg-
ression analyses were then conducted to evaluate the relationship 
between severity of psoriasis and medical and socioeconomic 
status. Included in the latter were variables that achieved a statis-
tical value of p < 0.05 in the univariate analyses, for at least one 
of the 3 severity criteria. 

Assessment of socioeconomic status showed that occupational 
activity, income, and educational level were linked. Thus, in the 
multivariate analyses, we only included educational level because 
income takes into account that of the household and not only that 
of the patient, and occupational activity was only correlated with 
severity of PASI. A p-value of < 0.05 was considered as being 
statistically significant. Statistical analyses were computed using 
SAS software v 9·3 (SAS Institute Inc., Cary, NC, USA).

RESULTS

Population
A total of 1,328 patients were included during the 
11-month inclusion period. Of these, 26 were excluded 
because of incomplete data (age, sex) or duplicated 
data. Among the 1,302 patients, 926 (71.1%) had pla-
que psoriasis. PASI or DLQI were not evaluated in 23 
cases. Thus, 903 patients with plaque psoriasis were 
finally included: 54.5% were males, overall mean age 
was 45.9 ± 16.1 years. The characteristics of psoriasis, 
the number of physicians seen for psoriasis, the treat-
ments used, and the comorbidities are detailed in Table 
I. Severe psoriasis represented 73.0% of cases, and 
45.7% and 45.0%, respectively, if only PASI or DLQI 
are considered. The socioeconomic and demographic 
characteristics are detailed in Table II.

Psoriasis and medical parameters associated with 
severity
Univariate analyses on “global” severity of psoriasis sho-
wed that severity of disease at the first consultation was 
associated with male sex (p = 0.002), younger age at onset 
of psoriasis (p < 0.0001), familial psoriasis (p = 0.048), 
psoriasis arthritis (p = 0.02), a higher number of derma-
tologists seen for the disease (p < 0.0001), and higher fre-
quencies of local treatments, phototherapy, and traditional 
systemic therapies (p < 0.0001). Hypertension (p = 0.04), 
depression (p = 0.01), and tobacco consumption (p = 0.001) 
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were more frequent in the moderate-to-severe group. Pa-
tients with moderate-to-severe psoriasis more frequently 
consulted in a hospital setting (p < 0.0001) (Table I). In 
the multivariate analysis, severity was associated with 
male sex (p = 0.001), age of onset of psoriasis (p < 0.0001), 
psoriasis arthritis (p = 0.04), depression (p = 0.009), and 
tobacco consumption (p = 0.01) (Table III).

If we take “clinical” severity into account (i.e., 
PASI >10), in the univariate analyses, severity of the 
disease at the first consultation was associated with 
male sex (p < 0.0001), younger age at onset of psoriasis 
(p < 0.0001), psoriasis arthritis (p = 0.03), greater number 

of dermatologists seen for the disease (p < 0.0001), higher 
frequency of local treatments (p = 0.002), and more pho-
totherapy and traditional systemic therapies (p < 0.0001). 
Alcohol consumption (p = 0.005) was more frequent in 
the severe group. Patients with PASI ≥10 more frequently 
consulted in a hospital setting (p < 0.0001) (Table I). In 
the multivariate analyses, severity was associated with 
male sex (p = 0.001), age of the patient (p = 0.036), and 
age at onset of the disease (p < 0.0001) (Table III).

If we take the severity of psoriasis into account, ac-
cording to changes to QoL (DLQI >10), in the univariate 
analyses, severity of disease at the first consultation was 

Table I. Influence of medical data on severity of psoriasis at the first consultation in a dermatology center. Univariate analyses

Population All patients

Severity of psoriasis Clinical severity: PASI Quality of life: DLQI

Mild 
Moderate-
to-severe p-value ≤ 10 > 10 p-value ≤ 10  > 10 p-value 

Patients, n (%) 903 244 (27.0) 659 (73.0) 490 (54.3) 413 (45.7) 406 (45.0)
Males, n (%) 492 (54.5) 112 (45.9) 380 (57.7) 0.002 230 (46.9) 262 (63.4) < 0.0001 234 (57.6) 258 (51.9) NS
Age, years, mean ± SD 45.9 ± 16.1 47.1 ± 6.5 45.5 ± 15.9 NS 45.8 ± 16.1 46.1 ± 16.1 NS 48.0 ± 17.1 44.3 ± 15.0 0.0007
Psoriasis (missing data)
Age at onset, years, mean ± SD (n = 18) 30.4 ± 17.6 35.1 ± 18.6 28.5 ± 16.8 < 0.0001 32.6 ± 17.9 27.8 ± 16.9 < 0.0001 33.8 ± 19.1 27.6 ± 15.7 < 0.0001
Familial psoriasis, n (%) (n = 12) 357 (40.1) 85 (34.8) 272 (42.1) 0.048 182 (37.7) 175 (43.0) NS 151 (37.4) 206 (42.4) NS
Psoriasis arthritis, n (%) 146 (16.5) 28 (11.7) 118 (18.2) 0.02 67 (14.0) 79 (19.5) 0.03 54 (13.5) 92 (18.9) 0.03
PASI, mean ± SD 11.1 ± 8.8 3.7 ± 2.2 13.8 ± 8.7 < 0.0001 4.9 ± 2.6 18.4 ± 7.9 < 0.0001 7.8 ± 7.3 13.7 ± 9.0 < 0.0001
BSA, mean ± SD 15.6 ± 17.1 3.4 ± 2.1 20.0 ± 18.0 < 0.0001 6.0 ± 5.4 26.9 ± 19.1 < 0.0001 10.7 ± 14.3 19.5 ± 18.1 < 0.0001
DLQI, mean ± SD 10.9 ± 6.6 4.4 ± 2.6 13.4 ± 6.0 < 0.0001 8.7 ± 6.0 13.6 ± 6.4 < 0.0001 5.1 ± 2.6 15.8 ± 4.8 < 0.0001

Physicians previously seen for psoriasis (missing data n = 32)
GPs, mean ± SD 1.6 ± 2.2 1.3 ± 2.0 1.7 ± 2.3 NS 1.6 ± 2.7 1.6 ± 1.4 NS 1.3 ± 1.7 1.8 ± 2.5 0.001
Dermatologists, mean ± SD 2.1 ± 2.5 1.4 ± 1.7 2.4 ± 2.7 < 0.0001 1.8 ± 2.5 2.6 ± 2.4 < 0.0001 1.6 ± 2.0 2.5 ± 2.8 < 0.0001

Therapies previously used, n (%) (missing data n = 7)
Topical 751 (83.2) 117 (48.0) 574 (87.1) < 0.0001 390 (79.6) 361 (87.4) 0.002 315 (77.6) 436 (87.7) < 0.0001
Phototherapy 154 (17.1) 17 (7.0) 137 (20.8) < 0.0001 52 (10.6) 102 (24.7) < 0.0001 39 (9.6) 115 (23.1) < 0.0001
Traditional systemic 241 (26.7) 30 (12.3) 211 (32.0) < 0.0001 88 (18.0) 153 (37.0) < 0.0001 68 (16.3) 173 (34.8) < 0.0001
Biological systemic 40 (4.4) 11 (4.5) 29 (4.4) NS 19 (3.9) 21 (5.1) NS 15 (3.7) 25 (5.0) NS

Comorbidities, n (%)
Hypertension 173 (19.2) 36 (14.8) 137 (20.8) 0.054 85 (17.3) 88 (21.3) NS 81 (20.0) 92 (18.5) NS
Dyslipidemia 143 (15.8) 34 (13.9) 109 (16.5) NS 76 (15.5) 67 (16.2) NS 69 (17.0) 74 (14.9) NS
Diabetes 67 (7.4) 18 (7.4) 49 (7.4) NS 34 (6.9) 33 (8.0) NS 36 (8.9) 31 (6.2) NS
Depression 99 (11.0) 16 (6.6) 83 (12.6) 0.01 49 (10.0) 50 (12.1) NS 32 (7.9) 67 (13.5) 0.007
Tobacco 360 (39.9) 76 (31.1) 284 (43.1) 0.001 181 (36.9) 179 (30.3) NS 133 (32.8) 227 (45.7) < 0.0001
Alcohol 184 (20.4) 45 (18.4) 139 (21.1) NS 83 (16.9) 101 (24.5) 0.005 88 (21.7) NS NS

Body mass index (kg/m2), mean ± SD 
(missing data n = 15)

26.5 ± 5.8 26.0 ± 5.1 26.7 ± 6.0 NS 26.2 ± 5.6 26.8 ± 6.0 NS 26.4 ±  5.4 26.6 ± 6.6 NS

Private office  177 (19.7) 80 (32.9) 97 (14.8) < 0.0001 122 (25.1) 55 (13.3) < 0.0001 114 (28.2) 63 (12.7) < 0.0001

GPs: general practitioners; SD: standard deviation; NS: not significant; BSA: Body Surface Area; DLQI: Dermatology Life Quality Index; PASI: Psoriasis Area Severity Index.

Table II. Influence of socioeconomic and demographic data on severity of psoriasis at the first consultation in a dermatology center. 
Univariate analyses

Demographic or socioeconomic 
data (missing data)

All the 
patients

Severity of psoriasis Clinical severity: PASI Quality of life: DLQI

Mild 
Moderate-
to-severe p-value ≤ 10 > 10 p-value ≤ 10  > 10 p-value 

Rural area type (n = 12) 241 (27.1) 57 (23.8) 184 (28.3) NS 119 (24.7) 122 (29.9) NS   98 (24.5) 143 (29.2) NS
Familial structure
Live as a couple (n = 30) 264 (30.2) 69 (29.4) 195 (30.6) NS 142 (29.8) 122 (30.8) NS 120 (30.7) 144 (29.9) NS
Child at home (n = 42) 335 (38.9) 83 (36.7) 252 (39.7) NS 186 (39.9) 149 (37.7) NS 139 (36.1) 196 (41.2) NS

Working activity
Occupational activity (n = 18) 533 (67.4) 141 (67.5) 392 (67.4) NS 299 (70.4) 234 (63.9) NS 218 (63.4) 315 (70.5) NS
Lower classes (n = 43) 374 (61.3) 89 (56.7) 285 (62.9) NS 189 (57.1) 184 (66.3) 0.02 150 (59.3) 224 (62.7) NS
Contact with the public (n = 83) 384 (71.8) 87 (64.4) 297 (74.3) NS 210 (70.7) 174 (73.1) NS 136 (62.4) 248 (78.2) < 0.0001

Socio-economic data
High educational level (n = 18) 498 (56.1) 154 (63.6) 344 (53.3) 0.005 296 (61.4) 202 (49.8) 0.0001 232 (57.9) 266 (54.6) NS
High household income (n = 163) 347 (48.2) 97 (54.8) 250 (46.0) 0.04 201 (52.5) 146 (43.3) 0.01 146 (47.7) 201 (48.6) NS

Reimbursement system
Social security (n = 19) 869 (98.3) 235 (98.7) 634 (98.1) NS 473 (98.5) 396 (98.0) NS 389 (98.2) 480 (98.4) NS
Complementary insurance (n = 22) 774 (88.0) 206 (86.9) 538 (88.3) NS 424 (88.7) 350 (87.1) NS 346 (87.8) 428 (88.1) NS

The percentages are calculated as a function of the number of patients in the group described in column.
SD: standard deviation; SLC: school-leaving certificate; NS: not significant; DLQI: Dermatology Life Quality Index; PASI: Psoriasis Area Severity Index.
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associated with a younger age of patient (p = 0.0007), 
younger age at onset of psoriasis (p < 0.0001), psoriasis 
arthritis (p = 0.03), higher number of GPS (p = 0.001), 
number of dermatologists seen (p < 0.0001), and high-
er frequency of local treatments, phototherapy, and 
traditional systemic therapies (p < 0.0001). Depression 
(p = 0.007) and tobacco consumption (p < 0.0001) were 
more frequently associated with the moderate-to-severe 
group. Patients with DLQI >10 more frequently con-
sulted in a hospital setting (p < 0.0001) (Table I). In the 
multivariate analysis, severity was associated with age 
of onset (p < 0.0001), depression (p = 0.026), and tobacco 
consumption (p = 0.005) (Table III).

Whatever the severity score obtained, there was no 
association between severity and the use of biological 
therapies, diabetes, dyslipidemia, or BMI (Table I).

Socioeconomic and demographic parameters associated 
with severity
If we take “global” severity of psoriasis into account, in 
the univariate analyses, severity of psoriasis at the first 
consultation was associated with a lower education level 
(p = 0.005) and a lower household income (p = 0.04) (Ta-
ble II). In the multivariate analyses, severity was associa-
ted with a lower educational level (p = 0.02) (Table III).

If we take “clinical” severity of psoriasis into account, 
in the univariate analyses, severity of psoriasis at the 
first consultation was associated with lower working 

class (p = 0.02), a lower education level (p = 0.0001), 
and a lower household income (p = 0.01) (Table II). In 
the multivariate analyses, severity was associated with a 
lower educational level (p = 0.004) (Table III).

If we take severity of psoriasis into account according 
to changes to QoL, in the univariate analyses, severity of 
disease at the first consultation was associated with con-
tact with the public in occupational activity (p < 0.0001) 
(Table II). In the multivariate analyses, severity was not 
associated with educational level (Table III).

Whatever the severity score obtained, there was no 
impact of living in a rural area, familial structure, or reim-
bursement system on the severity of disease (Table II).

Access to healthcare of patients with low socioeconomic 
status
Among patients with clinically severe psoriasis, patients 
with a lower household income and educational level 
had seen fewer dermatologists (p ≤ 0.0001), and fewer 
patients had received a systemic therapy (p = 0.01 for 
household income, p = 0.1 for educational level) (Table 
IV). In these two groups, duration of psoriasis and PASI 
were not statistically associated (data not shown).

DISCUSSION

During an 11-month period, in 40 French centers, we 
evaluated the association of socioeconomic and demo-

Table III. Impact of demographic and socioeconomic data on severity of psoriasis at the first consultation in a dermatology center. 
Multivariate analyses

Moderate-to-severe psoriasis PASI ≥ 10 DLQI ≥ 10

Univariate 
analyses 
p-value

Multivariate analyses Univariate 
analyses 
p-value

Multivariate analyses Univariate 
analyses 
p-value

Multivariate analyses

p-value OR [95% CI] p-value OR [95% CI] p-value OR [95% CI]

Male gender 0.002 0.001 1.73 [1.24–2.42] < 0.0001 < 0.0001 2.00 [1.48–2.71] 0.09 0.27 0.85 [0.63–1.14]
Age of the patient 0.21 0.1 2 1.01 [1.00–1.03] 0.76 0.036 1.01 [1.00–1.03] 0.0007 0.99 1.00 [0.99–1.01]
Age at onset of psoriasis <  0.0001 < 0.0001 0.97 [0.96–0.98] < 0.0001 < 0.0001 0.97 [0.96–0.98] < 0.0001 0.0004 0.98 [0.97–0.99]
Familial psoriasis 0.05 0.39 1.16 [0.83–1.62] 0.10 0.47 1.12 [0.83–1.50] 0.10 0.64 1.07 [0.80–1.43]
Psoriasis arthritis 0.02 0.044 1.61 [1.03–2.61] 0.03 0.07 1.43 [0.97–2.11] 0.03 0.09 1.39 [0.95–2.05]
Depression 0.01 0.009 2.19 [1.24–4.09] 0.31 0.06 1.55 [0.97–2.47] 0.007 0.026 1.71 [1.07–2.77]
Tobacco use 0.001 0.01 1.58 [1.12–2.24] 0.20 0.15 1.25 [0.92–1.69] < 0.0001 0.005 1.55 [1.14–2.09]
Alcohol use 0.40 0.65 1.10 [0.72–1.70] 0.005 0.054 1.44 [0.99–2.08] 0.38 0.83 0.96 [0.67–1.39]
Education level 0.005 0.023 0.68 [0.48–0.95] < 0.0001 0.004 0.65 [0.48–0.87] 0.33 0.19 0.82 [0.67–1.10]

OR: odds ratio; CI: confidence interval; PASI: Psoriasis Area Severity Index.

Table IV. Impact of household income and educational level on access to treatments and physicians, among patients with clinically severe 
psoriasis (PASI >10)

Household income ≥ 2,300€ per month Educational level

No Yes p-value Low High p-value

Patients, n (%) 191 (56.7) 146 (43.3) – 204 (50.2) 202 (48.8) –
Physicians previously seen for psoriasis, mean ± SD
GPs 1.4 ± 1.2 1.8 ± 1.7 0.05 1.5 ± 1.2 1.6 ± 1.6 NS
Dermatologists 2.3 ± 1.8 3.1 ± 2.7 0.001 2.2 ± 2.1 2.9 ± 2.6 0.002

Therapies previously used, n (%) 
Local 173 (90.6) 130 (89.0) NS 181 (88.7) 176 (87.1) NS
Phototherapy 48 (25.1) 34 (23.9) NS 47 (23.0) 53 (26.2) NS
Traditional systemic 63 (33.0) 68 (46.6) 0.01 68 (33.3) 83 (41.1) NS
Biological systemic 9 (4.7) 9 (6.2) NS 10 (4.9) 10 (5.0) NS

SD: standard deviation; GPs: general practitioners; NS: not significant; PASI: Psoriasis Area Severity Index.
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graphic characteristics with severity of psoriasis among 
903 patients consulting for the first time for plaque pso-
riasis. We show that low educational level, low household 
income, and a lower-class type of work were associated 
with severity of psoriasis at the first consultation. More-
over, patients of lower class with severe psoriasis had 
seen fewer physicians and had received less systemic 
treatments. 

The assessment of the severity of psoriasis is debated: 
do we need to evaluate immediate severity (PASI, DLQI, 
BSA), clinical aspects, QoL, lifelong severity, impact of 
the disease on social activities, use of treatments, or not …? 
(30) Herein we chose to evaluate clinical severity and 
impact of QoL on the day of a first consultation, inde-
pendently of the treatments received. We have shown 
that demographic and socio-economic characteristics 
were associated with severity according to the score 
obtained. If we evaluated differences in clinical severity, 
there was an important role for socioeconomic factors; if 
we evaluated differences in QoL, there was an important 
role for depression and addiction; if we evaluated both 
together, both criteria were identified. 

In the field of dermatology, infectious diseases, such 
as scabies, tinea, leprosy, can affect everybody but are 
clearly linked to promiscuity and socioeconomic status 
(31, 32). Many evaluations have been performed to eva-
luate the impact of socioeconomic status on the severity 
of some skin diseases: information has been mainly 
derived from oncology. For instance, in a German study, 
the vertical depth of invasion of basal cell carcinomas 
depended of the type of health insurance, which was 
lowest in urban areas (33). For melanoma, there is a 
deprivation gradient for patients according to melanoma 
stage: the most deprived patients have a higher proba-
bility of having advanced-stage cancer at diagnosis (18, 
34). In chronic inflammatory diseases, such as lupus or 
systemic sclerosis, the same evidence has been reported: 
lower socioeconomic status is associated with a worse 
prognosis (35, 36). 

Two major explanations are proposed: a delay in 
consultation and lower adherence to treatments. Conver-
sely, atopic diseases seem to be more frequent in higher 
socioeconomic populations (37–39), but adherence 
to treatments is altered by low socioeconomic status 
(23–25). Herein we have shown that patients with pso-
riasis have the same socioeconomic inequalities as those 
with various other skin and non-skin-related diseases. 
Socioeconomic status is mainly correlated with clinical 
severity of the disease and not alteration to QoL at a first 
consultation.

In another French study, among 142 psoriatic patients, 
occupation, education, and monthly income were not as-
sociated with a delay in systemic treatment as assessed by 
the patients (22). We did not confirm this result. Herein, 
even though education level was not associated with 

access to a systemic treatment, income was, although 
this difference was not statistically important. In the first 
study on this topic (22), population size was relatively 
small, and thus was probably not statically powerful. 
French social security protects 95% of the French po-
pulation, but incompletely. Complete medical coverage 
needs complementary private insurance, which can be a 
limitation for those of lower socioeconomic status.

Unlike cancer, lupus, or psoriasis arthritis, for instance, 
we have no proof that the clinical outcome of psoriasis is 
influenced by the early management of this disease, nor 
by skin evolution, nor the frequency of psoriasis arthritis 
(26, 40). However, recent data show that psoriasis is 
associated with several co-morbidities including an in-
creased risk of cardiovascular diseases, probably caused 
by the inflammatory load over time (5–8). This increased 
risk can be reduced, at least partly, if psoriasis receives 
systemic treatment, such as methotrexate or a biological 
treatment (9–14). In our study, access to a dermatologist 
and receipt of a systemic therapy in moderate-to-severe 
psoriasis were linked to income. 

Finally, we know that familial, professional, social, and 
moral aspects are impacted by severe disfiguring forms 
of psoriasis, which increase with the clinical severity of 
this disease (40). The social stigma of psoriasis can be 
devastating for patients (41, 42). Thus, social difficulties 
increase the delay in psoriasis management, and this 
delay can, by itself, increase social stigma (42). Conse-
quently, dermatologists need to break this vicious circle. 

Conclusion
In real-life practice, we need to be very vigilante of 
patients with a low socioeconomic status. Both low 
socioeconomic status and less access to dermatologists 
and to general treatments are associated with the clinical 
severity of psoriasis at a first consultation. These fac-
tors directly impact on the burden of this disease, and 
moderate-to-severe psoriasis may also increase the risk 
of cardiovascular and metabolic complications.
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