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Major precipitating factors for Major precipitating factors for 
stigma among stigmatized vitiligo stigma among stigmatized vitiligo 
and psoriasis patients with and psoriasis patients with 
brown-black skin shadesbrown-black skin shades

Sir,
Numerous earlier studies had presented the correlation 
between clinical and demographic parameters and 
stigmatization; however, their samples were (i) always 
either on total vitiligo or psoriasis population and 
were (ii) mostly from light skinned Western-Caucasian 
cultural backgrounds.

  This letter is a part of a larger project that looked into 
the stigma among psoriasis and vitiligo.[1] Our earlier 
study[2] was a cross sectional comparative study 
conducted at Karigiri, South India with a sample of 
150 cases each of psoriasis and the same number 
of vitiligo, a total of 300 subjects.[2] Nearly all of 
their unexposed skin shades were brown-black and 
fitted into Fitzpatrick skin type VI[3] and from South 
Indian cultural background. A detailed clinical, 
socioeconomic and stigma assessment of these two 
conditions was done. It measured the level of stigma 
among these patients and quantified the percent of 
vitiligo and psoriasis patients minimally participated 
in domestic and social life, which we defined as stigma 
by using a recently developed tool called Participation 
Scale (P-Scale).[4] The reason for using P-Scale was 
because it uses the framework of the International 
classification of functioning (ICF), Disability and 
Health to measure domestic and social participation 
in such stigmatizing diseases whereas Dermatology 
Life Quality Index (DLQI) which numerous other 
studies in psoriasis and vitiligo had administered in 
the past hardly elaborated ICF model theoretically.[2]

  Stigma measurement was among vitiligo and psoriasis 
patients in comparison to a third group enrolled in 
the study, serving as controls, comprised 150 adults 
from both sexes who accompanied the cases to the 
clinic and who had no dermatological and psychiatric 
morbidities. During the time of data collection no 
matching among cases or controls was attempted. The 
conclusion of stigma was based on this comparison 
with a control group population. Thus, 26 vitligo and 
42 psoriasis patients were identified as suffering from 
stigma.

In the second part of the study, only these stigmatized 
patients were taken for further analysis of each 
condition individually after adjusting for other 
covariants using logistic regression.

  Careful literature search showed that stigma studies 
based on brown-black skin shade are unavailable. 
Such studies will also have an added advantage 
of extrapolating its findings to other South Indian, 
African and Aborigine population who share similar 
skin type. We specifically investigated the clinical and 
demographic profile of the above patients in order to 
find out the factors that influenced it.

The results depicted that with age increase (41-year 
and above), stigma also increases among vitiligo 
and psoriasis; vitiligo have 2.74 times and psoriasis 
have 2.32 times higher chances of stigma to those 
who aged 40 years and below with brown-black skin 
type. Stigma impact increases by 3.37 times with 
less education among vitiligo population, whereas 
in psoriasis, increase in the percentage of body parts 
affected contributes to add stigma by 2.52 times 
higher chances. The overall predictive power of its 
equation for vitiligo and psoriasis was 82.7% and 72%, 
respectively.

  The uniqueness of this study is it focused only on 
the stigmatized sections of these diseases population 
to specify the factors which influenced it; as well, it 
fulfilled the need to investigate this problem from 
a population with brown-black skin shade. As per 
Fitzpatrick skin shade classification[3] South Indians, 
Africans and Aborigines share this color blend. This 
study also considered the original skin color of vitiligo 
and psoriasis patients as one among the essential 
parameters to measure stigma.

  In order to systematically analyze different factors 
that precipitates stigma, firstly univariate analysis 
was done. It did not show any significance except 
the body parts affected and that in psoriasis patients 
alone. Regarding the site of disease in psoriasis, if 
lesion is present in both exposed and unexposed parts 
of the body, they had significant stigma compared 
to the lesions only in the exposed parts of the body 
[P  0.008, Table 1]. Therefore, logistic regression 
analysis was undertaken as the next phase. Results of 
this analysis with this study population showed that 
both in vitiligo and psoriasis, as their age increases, 
stigma also increased, whereas a Polish study with 
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predominantly Caucasian population showed that 
there were no significant relationship between 
increase in age and stigmatization in psoriasis.[5]

  Two explanations we offer for the association between 
age increase and increase in the intensity of stigma. 
One is the culture of arranged marriages. It is largely 
practiced in South Asia and in Africa, to some extent. 
In an arranged marriage, one of the factors considered 
in match making is the parents’ health, generally to be 
without any visible stigmatizing diseases. Individuals 
with psoriasis and vitiligo may have hard time finding 
a mate for their children and get married. Second, in 
India, elders have a major role in community, social 
and civic life.

  Similarly, we found in psoriasis, increase in the 
percentage of body parts affected contributed to the 
stigma in their domestic and social lives. A study 
from North America showed that stigma is not always 
proportional to or predicted by measure of body 
surface area involvement.[6] Another three earlier 
studies from Europe and North America corroborated 
this finding.[7-9] Such results clearly bring out that 
the clinical and demographic parameters that are 
responsible for stigma differ widely not only between 
different cultures, but also the skin shades play a 
major role for this dichotomy. The common perception 
is that more educated vitiligo individuals are likely to 
suffer from the stigma, whereas the results showed 
when education decreased the participation restriction 
increased. Hence, awareness among Dermatologists 
treating black skin type population with these health 
problems about their educational level, age, and body 
parts involved suffer more from stigma is a message 
from this study.

At this juncture, we recommend readers to also refer 
to another important publication on related issue by 

Porter et al.[10] One important conclusion drawn from 
this study is that the clinical and demographic factors 
that influenced stigma among vitiligo and psoriasis 
population in brown-black skin shade of South Indian 
culture is by and large different to that of light-skinned 
Caucasian societal backgrounds.
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   Role of polymerase chain    Role of polymerase chain 
reaction in detection genital reaction in detection genital 
herpesherpes

Sir,
Genital herpes is a significant public health disease 
worldwide. Clinical diagnosis of genital herpes 
simplex virus (HSV) infection is insensitive and 
non-specific and requires laboratory confirmation. 
We evaluated the utility of polymerase chain 
reaction (PCR) for the diagnosis of genital herpes in 
25 patients suspected of genital herpes. After taking an 
informed consent, swab samples were collected from 
the genital ulcers for Tzanck smear, antigen detection 
by indirect immunofluorescence (indirect IF), virus 
isolation in vero cell line and HSV DNA detection 
by targeting Glycoprotein D region by nested PCR as 
described previously by Read and Kurtz.[1] The blood 
samples were collected using aseptic conditions 
for antibody detection (IgG and IgM) by Enzyme-
linked immunosorbent assay (ELISA). All the 
enrolled patients were prescribed acyclovir by the 
dermatologist. Positive control (tissue culture isolates 
of HSV-1 and HSV-2) and negative control (reaction 
mix containing no DNA) were included in each run 
to rule out false negative and false positive reactions. 
Among the 25 subjects, male:female ratio was 11.5:1 
with a mean age of 32.8 years. Three patients were 
found to be human immunodeficiency virus positive 
on routine screening. None of the patients were 
reactive to Venereal Disease Research Laboratory test 
(VDRL). Majority (92%) of the patients presented with 
recurrent infection. Minute painful genital ulcers 
were the common presentation in each patient with 

multiple lesions in 80% of them. Five patients (20%) 
showed the presence of multinucleated giant cells 
in Tzanck smear examination. HSV-2 antigen was 
demonstrated by indirect IF in 6 (24%) patients. 
None of the patients showed the presence of HSV-1 
antigen. The cytopathological effect (CPE) suggestive 
of HSV was observed on second passage in 2 (8%) 
samples. The CPE was confirmed by indirect IF, 
both the samples were positive for HSV-2. All the 
patients demonstrated IgG antibodies but none of 
the patients showed IgM specific antibodies, against 
HSV type 1 or 2. Following nested DNA PCR, the 
272 bp amplified product was visualized in ethidium 
bromide stained gel showing the presence of HSV 
DNA in 14 (56%) samples [Figure 1]. The sensitivity 
of conventional methods, i.e., Tzanck smear, type 
specific antigen detection and virus isolation was 
35.71%, 42.85% and 14.28% respectively when 
compared to HSV DNA detection by PCR. The DNA 
detection by PCR was able to detect an additional 
12 (48%) cases, which were missed by tissue culture 
alone and 8 (32%) cases, which were missed by 
indirect-IF, 9 (36%) cases, which were missed by 
Tzanck smear alone. Thus, overall PCR was able to 
detect 7 (28%) additional cases which were missed 
by all the conventional techniques [Table 1].

  Though, virus isolation in cell culture has been 
considered the gold standard for diagnosis of early 
genital infections but has several limitations. It is 
less reliable in patients presenting with ulceration, 

Figure 1: Results of HSV PCR in representative genital herpes 
patients. Lane 1: Molecular marker (100 bp), Lane 2: Positive 
control (272 bp), Lane 3, 5, 6, 7, 8, 9, 10, 14: Positive samples, 
Lane 4, 11, 12, 13: Negative samples, Lane 15: Negative control

Table 1: Test wise positivity of laboratory confi rmed 
genital herpes type-2 patients (n=14); + (test positive), 

− (test negative)

Tzanck smear IF Virus isolation PCR No. of samples
+ + + + 2
+ + − + 2
− + − + 2
+ − − + 1
− − − + 7
IF: Immunofl uorescence, PCR: Polymerase chain reaction
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