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Abstract Background: Skin disorders (SDs) consists of 12.4% of all diseases seen by the family physicians and a
number of them need to biopsy. The aim of the study is to evaluate the epidemiology of non-malignant SD in the
West of Iran. Materials and Methods: Between Jun 2012 to Des 2014 in a descriptive study, 401 patients with nontumoral SD referred to the Special Clinic of Dermatopathology, Kermanshah city, Iran. We asssessed age, sex,
referral year, residential place, referral season and clinical characteristics of SD in the patients . Results: The mean
age at diagnosis for patients was 38 years. We divided patients based on age to 8 groups that most patients were
between 25 to 34 years. . One hundred and seventy six patients (44%) were male. Two hundred and thirty eight
patients (86%) were living in Kermanshah city. Autumn and then summer were the most referral season of patients
with 30% and 29%, respectively. Four SDs with the most prevalence were discoid lupus erythematosus, psoriasis,
lichen planus and morphea with 17.5%, 16.3%, 9.7% and 5%, respectively. Scalp (23.8%), cheek (21.1%) and hand
(10.7%) were the most sites of biopsy, respectively. Conclusions: The definition of skin disorder prevalence is vital
in planning for prevention and therapy in healthcare services. We can also use the results, for more focusing on more
prevalent biopsy-based diagnoses in education of pathology residents in academic centers.
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1. Introduction
Skin disorders consist 12.4% of all diseases seen by the
family physicians [1]. Epidemiologic data are important to
understanding the implications of human disease. An
understanding of the incidence of specific diseases is
fundamental to decision making regarding allocation of
resources for clinical care and research. Population-based
studies are the gold standard for the study of epidemiology
and yield the most accurate and extensible estimates of
incidence. Reports demonstrate a rise in the incidence of
the majority of skin disorders over the last decades. The
reasons for the increase in the incidence of many of the
skin disorders is unknown but may include a true change
in incidence, changes in patterns of diagnosis over the
decades, greater physician awareness of the diagnoses,
and other specific risk factors for each of the reported skin
disorders [2]. The development of skin disorder is influenced
by external factors, such as geographic region, climate,
socioeconomic status, and personal habits, and internal
factors, such as age, gender, and heredity. Therefore, the
prevalence of SDs differs between regions because of
these factors [3]. SDs are the most common presenting

health problems and take a remarkable public health
problem in developing and developed countries [4]. Recent
prevalence data are favorable considering the reported
increase in the prevalence of specific SDs (e.g., atopic
dermatitis and skin cancer) [5,6]. Skin biopsy is a method
for confirmation of clinical diagnoses in dermatology.
The aim of the study is to evaluate epidemiology of
non-malignant SD based on the results of biopsy in the
West of Iran.

2. Materials and Methods
From Jun 2012 to Des 2014 in a descriptive study, 401
patients with non-tumoral SD referred for histopathological
diagnosis of skin biopsies to the Dermatopathology
Special Clinic, Kermanshah city, Iran. We assessed age,
sex, referral year, residential place, referral season and
clinical characteristics of SD in the patients.

3. Results
The mean age at the diagnosis for patients was 38 years
(Table 1). We divided patients based on the age to 8
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groups that most patients were between 25 to 34 years.
One hundred and seventy six patients (44%) were male
and 225 (56%) were female. Two hundred and thirty eight
patients (86%) were living in Kermanshah city. One
hundred and thirty eight patients (35%), 137(34%) and
126 (31%) referred to Clinic in 2012, 2013 and 2014,
respectively. Autumn and then summer were the most
referral season of patients with 30% and 29%, respectively.
Table 1. The baseline variables in patients with non-tumoral skin
disease (n=401)
Variables

n(%)

Age, year
Mean

38

<15

14(3.5)

15-24

71(17.7)

25-34

103(25.7)

35-44
45-54

Other cities of Kermanshah Province
Village
NA

Scale

82(12.5)

Papule

77(11.7)

Alopecia

68(10.4)

Scar

24(3.7)

Hyperpigmentation

18(2.7)

Patch

15(2.3)

Nodule

14(2.1)

Bulla
Keratosis

13(2)
10(1.5)
8(2)

78(19.5)

83(21.1)

Hand

42(10.7)

4(1)

Foot

31(7.9)

Thigh

26(6.6)

Abdomen

25(6.4)

Leg

24(6.1)

Forearm

23(5.8)

Flank

14(3.5)

High back

12(3.1)

Unknown Location in face

11(2.8)

138(35)

Nose

5(1.2)

137(34)

Lower

4(1)

176(44)
225(56)

126(31)

Residential place, n=276
Kermanshah city

95(14.5)

94(23.8)

Referral year

2014

111(17)

Erythema

Cheek

Sex

2013

114(17.3)

Plaque

Site of biopsy
Scalp

24(5.9)

2012

n(%)

65(16.2)

65-74

Female

Primary lesions
Itch

7(1.1)

42(10.5)

Male

Variables

Ulcer

55-64

>74

Table 2. Clinical characteristics of skin disease in the patients with
non-tumoral skin disease (n=401)

Atrophy

Age group, year

50

238(86)
25(9)
13(5)
125

Referral season

NA

7

Type of skin disease
Discoid lupus erythematosus

70(17.5)

Psoriasis

65(16.3)

Lichen planus

39(9.7)

Morphea

20(5)

Eczema

16(4)

Seborrhoeic dermatitis

16(4)

Pityriasis lichenoides chronica

13(3.2)

Spring

78(20)

Dermatitis herpetiformis

9(2.2)

Summer

117(29)

Lichen sclerosus et atrophicus

8(2)

Atopic dermatitis

8(2)

Autumn

121(30)

Winter

85(21)

NA: not available.

Pemphigus
Verruca
Vasculitis
Others

Table 2 shows the clinical characteristics of SD in the
patients with non-tumoral SD. Four SDs with the most
prevalence were discoid lupus erythematosus, psoriasis,
lichen planus (LP) and morphea with 17.5%, 16.3%, 9.7%
and 5%, respectively. Out of 170 patients, duration of
disease for 42.9% and 27.1% patients was 0 to 6 months
and 7 to 12 months. Out of 656 lesions, itch (17.3%),
plaque (17%), erythema (14.5%), scale (12.5%), papule
(11.7%) and alopecia(10.4%) were the most, respectively.
Scalp (23.8%), cheek (21.1%) and hand (10.7%) were the
most sites of biopsy, respectively.

8(2)
7(1.7)
7(1.7)
115(28.7)

Duration of disease, month
0-6

73(42.9)

7-12

46(27.1)

13-24

17(10)

25-36

7(4.1)

37-48

6(3.5)

49-60

4(2.4)

>60

17(10)

NA

231

Abbreviation: NA, not available.

51
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4. Discussion
We present the epidemiology of the skin disorders
based on the skin biopsy data in the west of Iran which is
different, in some aspects, from the data obtained merely
from clinical impression .Many of the previous studies
considered clinical diagnosis by dermatologist for
epidemiologic assessment but with no confirmatory skin
biopsy evaluation by dermatopathologist. This may be the
reason for controversy in the prevalence of diseases in
non-confirmed clinical diagnoses. In some cases like acne
vulgaris treatment is based on clinical diagnosis and skin
biopsy is not an ordinary approach. In one study in
Australia, a total of 1457 respondents from a random
selection of adults aged 20 years and over from Victoria,
Australia were analyzed. Atopic dermatitis was 6.9%,
seborrheic dermatitis 9.7%, asteatotic dermatitis 8.6% and
psoriasis 6.6% [7]. Another study [8] reported that the mean
age of patients with SD was 28.01+/-16.2 years, 40.4%
male. The most referral season was in summer (33.4%)
but in our study autumn and then summer was the most
referral season with very close results (30% versus 29%).
Acne, androgenetic alopecia and infections were the most
common observed causes respectively. We know that
many cases with these three leading causes of admission,
are not referred for biopsy. Two studies [9,10] reported
that more patients were women. Onayemi et al. (2005) in
Nigeria [11] analyzed seven hundred and forty-six patients
with SD. The median age was 27 years. Eczema, acne,
papulosquamous, and pigmentary skin disorders were
observed in 14.1%, 7.0%, 6.4%, and 6.0% of cases,
respectively. Another study in Nigeria [12], in patients with
SD, the male: female ratio was 1.3:1 and eczemas/dermatitis
were found to be the most prevalent (24.9%) followed by
infections/infestations (19.1%). A study in Turkey included a
total of 11,040 new patients with 12,174 skin problems
that 55.7% were female and 44.3% male. The most
commonly encountered diseases were: acne (13.1% of
patients), fungal infections (8.5%), contact dermatitis
(8.5%), urticaria (8.3%), psoriasis (5.5%), viral warts
(4.1%), lichen simplex chronicus (3.0%), callus, atopic
dermatitis, and seborrheic dermatitis (2.2% each). While
the rate of psoriasis was higher than those reported in
South Africa and England, it was lower than those in the
neighboring countries of Turkey, Iraq, Greece, and Iran.
Dermatitis and eczema were the most commonly
encountered SDs in previous studies conducted in Iraq,
Saudi Arabia, Yemen, Mali, South Africa, Japan, Egypt,
Nigeria, Peru, and Greece [3]. Fatani et al. [13] reported
that higher age group peak was 20-39 years for patients
with skin disorders and in our study, was 24-35 years. The
results were close to each other. Hartshorne ST in South
Africa [14], reported that eczema was the commonest
disease, accounting for one-third of all diagnoses in the
total population surveyed. In black patients eczema was
32.7% and in white patients was 17.8%. He wrote in
Indian patients, eczema was 30.4% and psoriasis 9.6%.
Olsson et al. [15] concluded that the prevalence of LP in
the genital area is much lower than lichen sclerosus that
our study confirmed it. In this study, discoid lupus
erythematosus (17.5%), psoriasis (16.3%) and LP (9.5%)
had the highest prevalence. Eczema and seborrhoeic
dermatitis, each one were 4%. Therefore, the prevalence

of psoriasis in our area (Western Iran) may be higher than
other studies, but for eczema is lower than other studies.
This may be due to higher rate of biopsy-based diagnosis
of psoriasis than eczema, not higher prevalence. Discoid
lupus erythematosus was the most common of SD in our
study that in other studies, based on our information and
searching, this disease has not been mentioned. This may
also be due to higher rate of biopsy in scarring lesions
including scarring alopecia and scars of the face, not
higher prevalence. The mean age was 38 years and higher
than other studies. Therefore, in our area, SD is lower in
young people or younger people do not intend to seek
medical care. In more studies and also in our study, the
percentage of women was more than men for SD. This
may be due to higher rate of medical care seeking in women.

5. Conclusions
The definition of skin disorder prevalence is vital in
planning for prevention and therapy in healthcare services.
We can also use the results, for more focusing on more
prevalent biopsy-based diagnoses in education of
pathology residents in academic centers.
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