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The prevalence of psoriasis in African Americans:
Results from a population-based study

Joel M. Gelfand, MD, MSCE,a Robert S. Stern, MD,b Tamar Nijsten, MD,c Steven R. Feldman, MD, PhD,d
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Background: Psoriasis is a common disease with substantial effects on quality of life. The prevalence of
psoriasis in African Americans has been previously reported as rare. However, there have been no
population-based studies to assess the prevalence and burden of psoriasis in African Americans.

Objective: We sought to measure the prevalence and burden of psoriasis in African Americans compared
with Caucasians.

Methods: Patients were randomly selected from the United States population and were asked standard
demographic questions. Patients who reported a physician diagnosis of psoriasis were asked additional
questions related to quality of life.

Results: The total sample included 27,220 individuals of which 21,921 were Caucasian and 2443 were
African American. The prevalence of psoriasis was 2.5% in Caucasian patients and was 1.3% in African
American patients. African Americans had an approximately 52% reduction in the prevalence of psoriasis
compared with Caucasians (P\.0001). African Americans and Caucasians had similar impacts on quality of
life and treatment satisfaction based on single global questions.

Conclusion: Although psoriasis is less common in African Americans than in Caucasians, it is not rare in
either demographic and carries a substantial burden in both groups. ( J Am Acad Dermatol 2005;52:23-6.)
P
soriasis is a common chronic condition char-
acterized by thick scaling red plaques that
can be localized or widespread. A variety of

studies from a diverse set of countries have estimated
the prevalence of psoriasis to be 0.6% to 4.8% of the
population.1 In the United States, the prevalence of
psoriasis has been estimated at 2.2% to 2.6% using
samples randomly selected from the US popula-
tion.2,3 The estimates of psoriasis prevalence are
variable based on country studied, definition of
prevalence used (eg, point prevalence, period
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The prevalence of psoriasis may also vary based
on patient ethnicity. For example, psoriasis was
undetectable in 25,000 Latin American Indians.1

Psoriasis has also been described as rare in African
Americans.4 The prevalence of psoriasis in African
Americans has been estimated at 0.7% based on 3860
consecutive patients seen in a private dermatology
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practice in Cleveland, Ohio.5 This study was not
population-based and, therefore, may suffer from
bias and generalizability concerns, limiting the val-
idity of the findings. To our knowledge, there have
been no population-based studies of the prevalence
of psoriasis in African Americans. Understanding if
the prevalence of psoriasis varies between US Cau-
casians and African Americans is important to un-
derstanding genetic and environmental determinants
of psoriasis. Furthermore, in a diverse population
it is important to understand the burden of an ill-
ness in various subpopulations to properly address
varying health needs. The purpose of this study
was to determine the prevalence of psoriasis in
African Americans compared with Caucasians using
population-based methods.

METHODS
Survey development, administration, and
sampling techniques

A questionnaire was created to survey the epide-
miologic characteristics of psoriasis in the continental
US population. The survey items were generated by
a committee of dermatologists in collaboration with
the National Psoriasis Foundation. Items included
sociodemographic variables, extent and treatment of
disease, and quality of life. Patients were classified as
having psoriasis if they reported having been given
a diagnosis of psoriasis by a physician in the past.
Those individuals with psoriasis were also asked
global questions to determine the degree to which
psoriasis was a problem in everyday life and the
degree to which they were satisfied with treatment
based on a 10-point scale. Patients were also asked to
report their current extent of psoriasis based on the
amount of psoriasis that could be covered by the
palm of the respondent’s hand. Respondents could
choose no or very little psoriasis, only a few patches
that could be covered by 1 to 2 palms, scattered
patches that could be covered by between 3 and 10
palms, or extensive psoriasis covering large areas of
the body that would require more than 10 palms to
cover. Previous investigators have demonstrated that
patients can reliably report body surface area of
involvement with psoriasis.6

Table I. Demographic characteristics of study
population

Demographic

characteristic Total

No. self-reporting

a diagnosis of

psoriasis by

a physician

Prevalence of

psoriasis (95%

confidence

interval)

Caucasian 21,921 541 2.5% (2.2, 2.7)
African American 2443 27 1.3% (0.7, 1.8)
Between November and December 2001, the
National Psoriasis Foundation commissioned two
contract survey organizations to interview a repre-
sentative sample of the general population aged 18
years or older who were residents of the contiguous
48 United States to identify people who reported
having been given a diagnosis of psoriasis by
a physician. The questions about psoriasis were part
of a larger omnibus survey on a variety of other
unrelated topics, and occurred at the end of the
survey. The respondents did not know that psoriasis
was the topic of the survey and, therefore, comple-
tion of the surveywas unlikely to be related to having
psoriasis.

The two organizations conducted their sur-
veys independently and on different study partici-
pants, but used the same sampling method and
questionnaires. More than 11,000 cities and towns
were included in the sampling schema. Participants
with a residential telephone number from the
contiguous 48 United States were selected by ran-
dom-digit dialing techniques and were weighted for
inclusion based on age, sex, income, and region. The
sampling weights were created to ensure that the
randomly selected sample was representative of
the US population based on census data. House-
holds to be contacted were called up to 3 times in
the evening before being replaced by a next ran-
domly selected telephone number. This study was

Table II. Characteristics of patients with psoriasis

Caucasian

N (%)

African American

N (%)

Sex
Male 219 (40.48) 10 (37.04)
Female 322 (59.52) 17 (62.96)

Amount of psoriasis
that can be
covered with
the palm of
the patient’s hand
None or very
little

302 (55.82) 15 (55.56)

1-2 palms 144 (26.62) 3 (11.11)
3-10 palms 58 (10.72) 8 (29.63)
[10 palms 18 (3.33) 0 (P = .023,

Fisher’s exact)
Don’t know/
refused

19 (3.51) 1 (3.70)

Age, y
\25 26 (4.81) 3 (11.11)
25-34 78 (14.42) 7 (25.93)
35-44 117 (21.63) 4 (14.81)
45-54 115 (21.26) 10 (37.04)
55-64 92 (17.01) 2 (7.41)
[65 111 (20.52) 1 (3.70)
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Table III. Psoriasis quality of life, treatment, and education

Question Caucasians African Americans

Problem in everyday life (1, no problem; 10, very large
problem)

Mean 3.57 (median, 3,
25th percentile 1,
75th percentile 5)

Mean 3.76 (3, 2, 5) P = .66

Treatment satisfaction (1, very unsatisfied; 10, very satisfied) Mean 6.45 (7, 4,10) Mean 6.33 (7, 4, 10) P = 0.66
Has seen a general practitioner for care of psoriasis N = 402 (74.86%) N = 18 (66.67%) (P = .37)
Has seen a dermatologist for care of psoriasis N = 370 (68.90%) N = 20 (74.07%) (P = .67)
Has looked up psoriasis info on the Internet N = 137 (25.56%) N = 4 (14.81%) (P = .26)
Has sought psoriasis information from organizations N = 84 (15.64%) N = 1 (3.7%) (P = .102)
Has read about psoriasis in magazines N = 263 (48.98%) N = 12 (44.44%) (P = .70)
Has spoken to family members or friends who have psoriasis N = 238 (44.32%) N = 9 (33.33%) (P = .32)
approved by the Western Institutional Review Board
and by the University of Pennsylvania Institutional
Review Board.

Data analysis
The prevalence of psoriasis was determined by

dividing the number of patients who identified
themselves as having been given a diagnosis of
psoriasis by a physician by the number of people
in the study with adjustment for the sampling pro-
cedure. Descriptive data were generated to deter-
mine the demographic characteristics of the study
population. Categoric outcomes were tested using
the Wilcoxon rank sum test. Dichotomous variables
were tested simultaneously using the Chi-square test
or Fisher’s exact test. Missing data were dropped
from the analysis. For any given question the
maximum amount of missing data was less then
4%. Data were analyzed using software (Version 7.0,
STATA, College Station, Tex).

RESULTS
Approximately 37% of people who could be

reached by a residential telephone number agreed
to be interviewed regarding a variety of unrelated
topics, of which approximately 77% completed the
survey up to the point that psoriasis was addressed.
The total sample analyzed included 27,220 in-
dividuals who completed the psoriasis questions of
which 21,921 were Caucasian and 2443 were African
American. Similar to US census figures, African
Americans were more likely to report lower income
and fewer years of education compared with
Caucasians (P\.0001, chi-square, data not shown).7

The prevalence of psoriasis was 2.5% in Caucasian
patients and was 1.3% in African American patients
(see Table I). African Americans had an approxi-
mately 52% reduction in the prevalence of psoriasis
compared with Caucasians (P\.0001, Fisher’s exact
test). In both groups women were more likely to
report having been given a diagnosis of psoriasis
than men (see Table II). African Americans were
more likely to have 3 to 10 palms of psoriasis than
Caucasians and were less likely to have only 1 to 2
palms of skin involvement (P = .023).

Several factors related to psoriasis-related quality
of life, treatment, satisfaction, and education were
explored (see Table III). Caucasians and African
Americans had similar effects of psoriasis on their
everyday life and similar satisfaction levels with
treatment. Both groups sought care for their psoriasis
from general practitioners and dermatologists at
similar rates. African Americans were less likely to
have sought information about psoriasis from the
Internet or advocacy organizations and were less
likely to discuss their disease with family members or
friends who also have psoriasis; however, these
observations were not statistically significant. Both
groups read about psoriasis in magazines at similar
rates.

DISCUSSION
To our knowledge, this is the first population-

based study to investigate the prevalence of psoriasis
in African Americans. A particular strength of this
study is that it surveyed more than 27,000 individuals
whowere randomly selected from the US population
and interviewed over the telephone to determine the
prevalence of psoriasis. Given the broadly represen-
tative nature of the sample studied, it is expected that
the findings of this study would generalize to the
broader US population. Furthermore, to our knowl-
edge, this is the largest and most representative
sample of African Americans used to study the
prevalence of psoriasis.

The results suggest that African Americans are
approximately 52% less likely to report having been
given a diagnosis of psoriasis by a physician in the
past. African Americans may have a lower preva-
lence of psoriasis caused by genetic or environmen-
tal factors. In Africa, variations in the prevalence of
psoriasis have been observed between West African
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countries such as Nigeria (0.8%) and East African
countries such as Kenya (2.6%).8,9 It is unclear if
these observed variations are caused by genetic or
environmental differences or because of bias in the
study designs.

Our findings confirm previous investigations that
have suggested that psoriasis is less common in
African Americans than in Caucasians. However,
according to our study, psoriasis is certainly not rare
in African Americans. Therefore, it is important to
recognize the health burden associated with psoria-
sis in the African American community. The burden
a disease creates in a population is also measured
through the impact a disease has on quality of life.
Health-related quality of life measures the impact
a disease has on patients’ physical, mental, and social
well-being. It is possible that the burden psoriasis
creates on health-related quality of life may vary
between people of different ethnic backgrounds. For
example, the National Center for Health Statistics
reported that African Americans are consistently
more likely to report poor health status compared
with Caucasians based on 1998 data.10 Ibrahim et al10

recently demonstrated that African Americans have
greater impairment in quality of life related to
arthritis compared with Caucasians after controlling
for potential demographic, clinical, and psychosocial
confounding variables. In our study, based on single
global questions, there was no difference in treat-
ment satisfaction or the degree to which psoriasis
was a problem in everyday life based on racial
demographics. Interestingly, African Americans
appeared to have more extensive psoriasis (eg,
reporting 3-10 vs 1-2 palms of involvement). This
observation may be because of differences in psori-
asis severity or treatment use. Additional studies are
needed to confirm this observation and to further
investigate its determinants.

As with any study, there are limitations to con-
sider. First, people identified by random-digit dialing
who complete telephone surveys may differ from
nonresponders (eg, those who could not be reached
by telephone or who refused to participate) on
sociodemographic characteristics.11 Response rates
to studies using random-digit dialing methods have
declined over the years, in part because of wide-
spread frustration with telemarketing, and the in-
creased use of caller identification and answering
machines to screen calls.12 If the probability of
responding to this omnibus study was somehow
related to the probability of having psoriasis then the
generalizability of the results to the broader pop-
ulation may be limited. Second, similar to most in-
vestigations of the epidemiology of psoriasis, we did
not confirm the patients’ diagnosis clinically with
an examination by a dermatologist. Self-report of
chronic conditions such as hypertension has been
shown to be reasonably accurate13; however, the
validity of patient self-report of a physician diagnosis
of psoriasis has not been well documented. If the
ability to accurately self-report a physician diagnosis
of psoriasis varies by race then our estimates of the
differences in psoriasis prevalence in African
Americans compared with Caucasians would be
subject to systematic error (bias). Additional studies
are, therefore, necessary to confirm the prevalence
of psoriasis in the United States using the gold
standard of physician confirmation of the diagnosis.
Finally, detailed studies using comprehensive mea-
sures of quality of life in a larger population of pa-
tients with psoriasis are necessary to determine if
there are meaningful differences in the impairment
psoriasis creates in quality of life between African
Americans and Caucasians.
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