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Facial Psoriasis: Hard to hide a serious psoriasis 
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Facial psoriasis is one of the most obvious presenta�ons of psoriasis, associated with and directly 
contributes to a greater func�onal, psychologicaland aesthe�c burden of life in psoria�c pa�ents. Facial 
involvement may be a marker of severe psoriasis. The face is o�en involved for pa�ents with long dura�on 
or early onset of disease; with the nail or joint involvement; and those requiring more extensive 
treatments. Common evalua�on tools are Psoriasis Area and Severity Index (PASI) and Dermatology Life 
Quality Index (DLQI). The treatment of facial psoriasis is considered challenging and is therefore subjected 
to be assessed on an individual basis according to the severity of the disease. In this review, we have 
highlighted the different presenta�ons of facial psoriasis, emphasized the debilita�ng nature and also 
explored the targeted therapies for Facial PsO (FP).
Keywords: Face, Psoriasis.  

Abstract:

Psoriasis is a chronic, inflammatory, immune-medi-
ated skin disorder that affects 0–6.6% of the world’s 
popula�on.1-2 Lesions of psoriasis are commonly 
seen on extensor surfaces, including the elbows and 
knees, as well as on the scalp, the umbilicus, and the 
lumbar region.2-3 The presenta�on of psoriasis may 
be localized to one or more of these regions or may 
be generalized. Less frequently, lesions of psoriasis 
are seen on the face, palms, soles, genital area and 
intertriginous regions.4 Face is rela�vely spared in 
adults, however, in infants lesions tend to develop 
frequently on the face and flexures.5
Some studies indicate that facial involvement in 
adults is much more common than it was previously 
considered, besides being a predictor of severity in 
psoriasis, since the pa�ern of facial lesions influenc-
es the behaviour/progression of the disease.6-7 Facial 
psoriasis may cause embarrassment, emo�onal 
distress and nega�ve psychosocial impact, as well as 

pruritus-like symptoms, because of its occurrence in 
a high-visibility region. All these ac�vi�es together in 
a nega�ve way, influence pa�ents’ quality of life.8

Facial psoriasis results in psychosocial debilita�onas 
well as physical challenges, including impaired 
vision, hearing, and chewing. Studies evalua�ng the 
quality of life indices showed a greater nega�ve 
impact in pa�ents diagnosed with facial psoriasis 
than in those diagnosed with plaque psoriasis of the 
body9. In addi�on to those with facial involvement, 
high-risk groups include young pa�ents and pa�ents 
with severe diseases.10 Although both genders are at 
risk for suicidal idea�on and depression, women 
present with greater distress about psoriasis.11

Growing observa�on on the impaired quality of life 
associated with facial disfigurement and psychologi-
cal impairment has currently evolved our a�en�on 
to reviewing Facial psoriasis.
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avoidance of scratching. Sunscreen is to be applied 
daily to avoid sunburn that aggravates psoriasis. 
Lo�on, cream, moisturizer and cold compression on 
psoria�c lesions make the skin feel be�er, cease 
itching, scaling and dryness.22

Therapy for facial psoriasis includes low potency 
cor�costeroids like hydrocor�sone 1% cream, 
rinsing with saline solu�on, calcineurin inhibitors, 
re�noids, such as tazarotene,  vitamin D analogs, 
coal tar and salicylic acid in shampoo form, UVB 
phototherapy and excimer laser.  Crisaborole 2% 
ointment is a safe and effec�ve nonsteroidal treat-
ment op�on for facial psoriasis.31 

Apremilast, cyclosporine, low-dose re�noid, and 
methotrexate are commonly used when topical 
treatment fails. More recently, biologic therapies 
have become the mainstay for the treatment of 
moderate to severe plaque psoriasis, despite their 
high cost and need for subcutaneous administra-
�on.32 
A recent study on 1100 pa�ents with facial psoriasis 
showed that ixekizumab, an interleukin 17A antago-
nist, is an effec�ve treatment alterna�ve to tradi-
�onal therapies.32 Adalimumab is also efficacious in 
the treatment of facial psoriasis, with superior 
responses when compared to methotrexate or 
placebo.4 The selec�on of adalimumab as biologic 
therapy was based on the pa�ent’s insurance cover-
age in this case. The use of biologic therapies may 
provide both a physical and a psychosocial benefit 
through the improvement of facial psoriasis. 

Although some studies indicate that Facial psoriasis 
could be a predictor of psoriasis severity, facial 
lesions are neglected in most descrip�ons in current 
literature. The increased risk of depression, anxiety, 
and suicide among pa�ents diagnosed with psoriasis 
is o�en not fully valued by physicians; dermatolo-
gists should be accomplishedof markers of increased 
risk, including the presence of facial lesions.
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Fig-3: shows different subtypes of facial psoriasis

3.Mixed.type.: the most common subtype and 
consists of classic plaque psoriasis morphology with 
well-defined lesions.4,22

4.Confluent or Mask like Rare and newer type. 
Extensive confluent involvement of the eyelids and 
upper lip, loca�ons not characteris�c of mixed type, 
and there isno history or evidence of coalescence at 
the hairline or central face involvement. The 
plate-like appearance of the scale is not typically 
seen in facial psoriasis and is more similar to that 
some�mes seen on the trunk and limbs.23

Assessment of facial psoriasis24

Grade 1. A few patches but no scale
Grade 2. A few red patches with scale
Grade 3. Thick plaque with scale involving <25% of 
face
Grade 4. Thick plaques with scale involving <50% >25 
% of face
Grade 5. Thick plaques with scale involving >50% of 
face

The severity of Facial psoriasis is accessed by using 
PASI. PASI ≥ 10 isclassified as having moderate/se-
vere psoriasis. Whereas if PASI <10, the pa�ent is 
told to have mild disease. The impact of Facial psori-
asis on subjects’ quality of life is done by the DLQI. 
DLQI results range from 0 to 30 points and can be 
interpreted as follows: 2–5 (li�le impact on the 
pa�ent’s quality of life), 6–10 (moderate impact), 
11–20 (very large impact), and 21–30 (extremely 
large impact).18

Previous data demonstrated that PASI scores were 

significantly higher (14) in pa�ents with facial 
involvement, with the absolute difference between 
the groups being 8.0 points, and consequently 
should be accepted as clinically relevant (greater 
than 4.5 points). Mean DLQI scores were found to be 
7.5 points (with facial lesions) and 4.7 points (with-
out facial lesions).19

Hence, it can be inferred that there is an associa�on 
between the presence of lesions on the face with the 
severity of psoriasis evaluated by PASI and also with 
themoderate impact on quality of life measured by 
DLQI.

The diagnosis of psoriasis is mainly clinical. Though 
skin biopsy for histopathology, an invasive proce-
dure, is the confirmatory test, thus delaying the diag-
nosis and correct treatment25 Considering histo-
pathological findings, only Munro-microabscesses 
and Spongiform pustules of Kogojare truly diagnos-
�c,26

For facial involvement, the cosme�c concern 
isimportant. Therefore, dermoscopy as a noninva-
sive diagnos�c tool can help to diagnose without the 
need for a biopsy27. Light red background with regu-
larly distributed do�ed vessels and white diffuse 
scales under dermoscopyis reported to help in the 
diagnosis of psoriasis with 80%–88% specificity and 
84.9%–87.8% sensi�vity as studied in Caucasian 
pa�ents.27-28 Recent dermoscopic data reveals that 
white scale (75%), dull red background (72.7%), 
diffuse distribu�on of red dots and globules (75.9%), 
dominated twisted loops of vessels, and less pres-
ence of bushy vessels (35%).29

Facial psoriasis is readily visible and imposes an extra 
psychological burden of fear for social judgment 
which intends to feel ashamed, isolated and 
depressed. Facial psoriasis may be cause of challeng-
es in rela�onship, in�macy and occupa�on which 
may leads even to suicidal idea�on. 30 

Psoriasis on the face is difficult to treat as the facial 
skin is thinner and may become more sensi�ve to 
treatment.

Stress is a possible trigger for psoriasis and can be 
relieved by exercise, medica�on and making �me to 
relax. The skin should be treated gently with the 

The prevalence of facial psoriasis doesn’t vary widely 
in different regions of the world. Iranian pa�ents, as 
well as English ones, presented a very high frequen-
cy of facial involvement (55.0%, and 58.7%, respec-
�vely).In Koreans, the prevalence of facial lesions 
was found to be 67.7%.6-7 In our country, s�ll there is 
no data regarding such informa�on.
With reported data, approximately 50% of psoriasis 
pa�ents a�ending psoriasis clinics have facial 
involvement.7,14-15 Facial psoriasis is more common 
in younger individuals (30- to 35- year- old group) 
and those with a higher mean Psoriasis Area Severity 
Index (PASI).15 There is no predominant gender 
differences.7,14-15 However, a 1.6–2.5 �mes greater prev-
alence of facial involvement in males was found in 
two studies,this feature was somehow related to the 
younger popula�on.7,14 As to the age of onset, facial 
psoriasis occurred a li�le later( a�er 5 years)than in 
other areas7.

The exact cause of facial involvement is unknown. As 
to external factors, seasonal exacerba�on and the 
Koebner response have been suggested as evidence 
of severe facial psoriasis. The Koebner or isomorphic 
response is associated with the early onset of 
disease and mul�ple previous therapies.16-17 A high 
incidence of facial involvement in photosensi�ve 
psoriasis also suggests that the Koebner response 
may be a pathway to disease severity.18 Recent stud-
ies showed that a family history of psoriasis, alcohol, 
smoking, diabetes, hypertension, and dyslipidemia 
was associated with facial involvement, respec�ve-
ly.19 Bernhard and Person reported that systemic 
therapy withdrawal may be another cause of facial 
psoriasis because it is associated with relapse or 
rebound phenomena in which the disease can be 
more severe than it was before treatment.18 Howev-
er, another study revealed that pa�ents with BMI ≥ 
25 presented not only more psoria�c arthri�s but 
also more facial involvement when compared with 
those with BMI <25 (18.3% vs. 8.4%) (P = 0.02).20

Facial psoriasis is a chronic skin condi�on in which 
there are one or more persistent, thickened, red and 
dry patches on the face. Eyebrows, skin between the 
nose and upper lip, upper forehead and hairline are 
the commonly affected area. Scales usually cover the 

eyelashes, the eyelid’s edges get red and crusty. Eyes 
become dry, inflamed, and irritated. 

Fig-1: Facial psoriasis on eyelid and lateral face

Fig-2: Facial psoriasis on forehead and chick 

Psoriasis does not affect the inner ear usually, the 
ear canal may be blocked by scales.The facial lesion 
also may be present as a white and grayish lesion on 
the gums or tongue, inside the cheek, nose, and lip.21

Clinically facial involvement of psoriasis is classified 
into 4 subtypes-

1.Centrofacial: Centro facial is the most severe form 
and is characterized by lesions localized to the sebor-
rheic areas.4,22

2.Peripherofacial: lesions confined within the 
hairline only.22
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Introduc�on:



Psoriasis is a chronic, inflammatory, immune-medi-
ated skin disorder that affects 0–6.6% of the world’s 
popula�on.1-2 Lesions of psoriasis are commonly 
seen on extensor surfaces, including the elbows and 
knees, as well as on the scalp, the umbilicus, and the 
lumbar region.2-3 The presenta�on of psoriasis may 
be localized to one or more of these regions or may 
be generalized. Less frequently, lesions of psoriasis 
are seen on the face, palms, soles, genital area and 
intertriginous regions.4 Face is rela�vely spared in 
adults, however, in infants lesions tend to develop 
frequently on the face and flexures.5
Some studies indicate that facial involvement in 
adults is much more common than it was previously 
considered, besides being a predictor of severity in 
psoriasis, since the pa�ern of facial lesions influenc-
es the behaviour/progression of the disease.6-7 Facial 
psoriasis may cause embarrassment, emo�onal 
distress and nega�ve psychosocial impact, as well as 

pruritus-like symptoms, because of its occurrence in 
a high-visibility region. All these ac�vi�es together in 
a nega�ve way, influence pa�ents’ quality of life.8

Facial psoriasis results in psychosocial debilita�onas 
well as physical challenges, including impaired 
vision, hearing, and chewing. Studies evalua�ng the 
quality of life indices showed a greater nega�ve 
impact in pa�ents diagnosed with facial psoriasis 
than in those diagnosed with plaque psoriasis of the 
body9. In addi�on to those with facial involvement, 
high-risk groups include young pa�ents and pa�ents 
with severe diseases.10 Although both genders are at 
risk for suicidal idea�on and depression, women 
present with greater distress about psoriasis.11

Growing observa�on on the impaired quality of life 
associated with facial disfigurement and psychologi-
cal impairment has currently evolved our a�en�on 
to reviewing Facial psoriasis.
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avoidance of scratching. Sunscreen is to be applied 
daily to avoid sunburn that aggravates psoriasis. 
Lo�on, cream, moisturizer and cold compression on 
psoria�c lesions make the skin feel be�er, cease 
itching, scaling and dryness.22

Therapy for facial psoriasis includes low potency 
cor�costeroids like hydrocor�sone 1% cream, 
rinsing with saline solu�on, calcineurin inhibitors, 
re�noids, such as tazarotene,  vitamin D analogs, 
coal tar and salicylic acid in shampoo form, UVB 
phototherapy and excimer laser.  Crisaborole 2% 
ointment is a safe and effec�ve nonsteroidal treat-
ment op�on for facial psoriasis.31 

Apremilast, cyclosporine, low-dose re�noid, and 
methotrexate are commonly used when topical 
treatment fails. More recently, biologic therapies 
have become the mainstay for the treatment of 
moderate to severe plaque psoriasis, despite their 
high cost and need for subcutaneous administra-
�on.32 
A recent study on 1100 pa�ents with facial psoriasis 
showed that ixekizumab, an interleukin 17A antago-
nist, is an effec�ve treatment alterna�ve to tradi-
�onal therapies.32 Adalimumab is also efficacious in 
the treatment of facial psoriasis, with superior 
responses when compared to methotrexate or 
placebo.4 The selec�on of adalimumab as biologic 
therapy was based on the pa�ent’s insurance cover-
age in this case. The use of biologic therapies may 
provide both a physical and a psychosocial benefit 
through the improvement of facial psoriasis. 

Although some studies indicate that Facial psoriasis 
could be a predictor of psoriasis severity, facial 
lesions are neglected in most descrip�ons in current 
literature. The increased risk of depression, anxiety, 
and suicide among pa�ents diagnosed with psoriasis 
is o�en not fully valued by physicians; dermatolo-
gists should be accomplishedof markers of increased 
risk, including the presence of facial lesions.
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Fig-3: shows different subtypes of facial psoriasis

3.Mixed.type.: the most common subtype and 
consists of classic plaque psoriasis morphology with 
well-defined lesions.4,22

4.Confluent or Mask like Rare and newer type. 
Extensive confluent involvement of the eyelids and 
upper lip, loca�ons not characteris�c of mixed type, 
and there isno history or evidence of coalescence at 
the hairline or central face involvement. The 
plate-like appearance of the scale is not typically 
seen in facial psoriasis and is more similar to that 
some�mes seen on the trunk and limbs.23

Assessment of facial psoriasis24

Grade 1. A few patches but no scale
Grade 2. A few red patches with scale
Grade 3. Thick plaque with scale involving <25% of 
face
Grade 4. Thick plaques with scale involving <50% >25 
% of face
Grade 5. Thick plaques with scale involving >50% of 
face

The severity of Facial psoriasis is accessed by using 
PASI. PASI ≥ 10 isclassified as having moderate/se-
vere psoriasis. Whereas if PASI <10, the pa�ent is 
told to have mild disease. The impact of Facial psori-
asis on subjects’ quality of life is done by the DLQI. 
DLQI results range from 0 to 30 points and can be 
interpreted as follows: 2–5 (li�le impact on the 
pa�ent’s quality of life), 6–10 (moderate impact), 
11–20 (very large impact), and 21–30 (extremely 
large impact).18

Previous data demonstrated that PASI scores were 

significantly higher (14) in pa�ents with facial 
involvement, with the absolute difference between 
the groups being 8.0 points, and consequently 
should be accepted as clinically relevant (greater 
than 4.5 points). Mean DLQI scores were found to be 
7.5 points (with facial lesions) and 4.7 points (with-
out facial lesions).19

Hence, it can be inferred that there is an associa�on 
between the presence of lesions on the face with the 
severity of psoriasis evaluated by PASI and also with 
themoderate impact on quality of life measured by 
DLQI.

The diagnosis of psoriasis is mainly clinical. Though 
skin biopsy for histopathology, an invasive proce-
dure, is the confirmatory test, thus delaying the diag-
nosis and correct treatment25 Considering histo-
pathological findings, only Munro-microabscesses 
and Spongiform pustules of Kogojare truly diagnos-
�c,26

For facial involvement, the cosme�c concern 
isimportant. Therefore, dermoscopy as a noninva-
sive diagnos�c tool can help to diagnose without the 
need for a biopsy27. Light red background with regu-
larly distributed do�ed vessels and white diffuse 
scales under dermoscopyis reported to help in the 
diagnosis of psoriasis with 80%–88% specificity and 
84.9%–87.8% sensi�vity as studied in Caucasian 
pa�ents.27-28 Recent dermoscopic data reveals that 
white scale (75%), dull red background (72.7%), 
diffuse distribu�on of red dots and globules (75.9%), 
dominated twisted loops of vessels, and less pres-
ence of bushy vessels (35%).29

Facial psoriasis is readily visible and imposes an extra 
psychological burden of fear for social judgment 
which intends to feel ashamed, isolated and 
depressed. Facial psoriasis may be cause of challeng-
es in rela�onship, in�macy and occupa�on which 
may leads even to suicidal idea�on. 30 

Psoriasis on the face is difficult to treat as the facial 
skin is thinner and may become more sensi�ve to 
treatment.

Stress is a possible trigger for psoriasis and can be 
relieved by exercise, medica�on and making �me to 
relax. The skin should be treated gently with the 
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The prevalence of facial psoriasis doesn’t vary widely 
in different regions of the world. Iranian pa�ents, as 
well as English ones, presented a very high frequen-
cy of facial involvement (55.0%, and 58.7%, respec-
�vely).In Koreans, the prevalence of facial lesions 
was found to be 67.7%.6-7 In our country, s�ll there is 
no data regarding such informa�on.
With reported data, approximately 50% of psoriasis 
pa�ents a�ending psoriasis clinics have facial 
involvement.7,14-15 Facial psoriasis is more common 
in younger individuals (30- to 35- year- old group) 
and those with a higher mean Psoriasis Area Severity 
Index (PASI).15 There is no predominant gender 
differences.7,14-15 However, a 1.6–2.5 �mes greater prev-
alence of facial involvement in males was found in 
two studies,this feature was somehow related to the 
younger popula�on.7,14 As to the age of onset, facial 
psoriasis occurred a li�le later( a�er 5 years)than in 
other areas7.

The exact cause of facial involvement is unknown. As 
to external factors, seasonal exacerba�on and the 
Koebner response have been suggested as evidence 
of severe facial psoriasis. The Koebner or isomorphic 
response is associated with the early onset of 
disease and mul�ple previous therapies.16-17 A high 
incidence of facial involvement in photosensi�ve 
psoriasis also suggests that the Koebner response 
may be a pathway to disease severity.18 Recent stud-
ies showed that a family history of psoriasis, alcohol, 
smoking, diabetes, hypertension, and dyslipidemia 
was associated with facial involvement, respec�ve-
ly.19 Bernhard and Person reported that systemic 
therapy withdrawal may be another cause of facial 
psoriasis because it is associated with relapse or 
rebound phenomena in which the disease can be 
more severe than it was before treatment.18 Howev-
er, another study revealed that pa�ents with BMI ≥ 
25 presented not only more psoria�c arthri�s but 
also more facial involvement when compared with 
those with BMI <25 (18.3% vs. 8.4%) (P = 0.02).20

Facial psoriasis is a chronic skin condi�on in which 
there are one or more persistent, thickened, red and 
dry patches on the face. Eyebrows, skin between the 
nose and upper lip, upper forehead and hairline are 
the commonly affected area. Scales usually cover the 

eyelashes, the eyelid’s edges get red and crusty. Eyes 
become dry, inflamed, and irritated. 

Fig-1: Facial psoriasis on eyelid and lateral face

Fig-2: Facial psoriasis on forehead and chick 

Psoriasis does not affect the inner ear usually, the 
ear canal may be blocked by scales.The facial lesion 
also may be present as a white and grayish lesion on 
the gums or tongue, inside the cheek, nose, and lip.21

Clinically facial involvement of psoriasis is classified 
into 4 subtypes-

1.Centrofacial: Centro facial is the most severe form 
and is characterized by lesions localized to the sebor-
rheic areas.4,22

2.Peripherofacial: lesions confined within the 
hairline only.22

Epidemiology:

E�ology:

Clinical manifesta�on:



Psoriasis is a chronic, inflammatory, immune-medi-
ated skin disorder that affects 0–6.6% of the world’s 
popula�on.1-2 Lesions of psoriasis are commonly 
seen on extensor surfaces, including the elbows and 
knees, as well as on the scalp, the umbilicus, and the 
lumbar region.2-3 The presenta�on of psoriasis may 
be localized to one or more of these regions or may 
be generalized. Less frequently, lesions of psoriasis 
are seen on the face, palms, soles, genital area and 
intertriginous regions.4 Face is rela�vely spared in 
adults, however, in infants lesions tend to develop 
frequently on the face and flexures.5
Some studies indicate that facial involvement in 
adults is much more common than it was previously 
considered, besides being a predictor of severity in 
psoriasis, since the pa�ern of facial lesions influenc-
es the behaviour/progression of the disease.6-7 Facial 
psoriasis may cause embarrassment, emo�onal 
distress and nega�ve psychosocial impact, as well as 

pruritus-like symptoms, because of its occurrence in 
a high-visibility region. All these ac�vi�es together in 
a nega�ve way, influence pa�ents’ quality of life.8

Facial psoriasis results in psychosocial debilita�onas 
well as physical challenges, including impaired 
vision, hearing, and chewing. Studies evalua�ng the 
quality of life indices showed a greater nega�ve 
impact in pa�ents diagnosed with facial psoriasis 
than in those diagnosed with plaque psoriasis of the 
body9. In addi�on to those with facial involvement, 
high-risk groups include young pa�ents and pa�ents 
with severe diseases.10 Although both genders are at 
risk for suicidal idea�on and depression, women 
present with greater distress about psoriasis.11

Growing observa�on on the impaired quality of life 
associated with facial disfigurement and psychologi-
cal impairment has currently evolved our a�en�on 
to reviewing Facial psoriasis.
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avoidance of scratching. Sunscreen is to be applied 
daily to avoid sunburn that aggravates psoriasis. 
Lo�on, cream, moisturizer and cold compression on 
psoria�c lesions make the skin feel be�er, cease 
itching, scaling and dryness.22

Therapy for facial psoriasis includes low potency 
cor�costeroids like hydrocor�sone 1% cream, 
rinsing with saline solu�on, calcineurin inhibitors, 
re�noids, such as tazarotene,  vitamin D analogs, 
coal tar and salicylic acid in shampoo form, UVB 
phototherapy and excimer laser.  Crisaborole 2% 
ointment is a safe and effec�ve nonsteroidal treat-
ment op�on for facial psoriasis.31 

Apremilast, cyclosporine, low-dose re�noid, and 
methotrexate are commonly used when topical 
treatment fails. More recently, biologic therapies 
have become the mainstay for the treatment of 
moderate to severe plaque psoriasis, despite their 
high cost and need for subcutaneous administra-
�on.32 
A recent study on 1100 pa�ents with facial psoriasis 
showed that ixekizumab, an interleukin 17A antago-
nist, is an effec�ve treatment alterna�ve to tradi-
�onal therapies.32 Adalimumab is also efficacious in 
the treatment of facial psoriasis, with superior 
responses when compared to methotrexate or 
placebo.4 The selec�on of adalimumab as biologic 
therapy was based on the pa�ent’s insurance cover-
age in this case. The use of biologic therapies may 
provide both a physical and a psychosocial benefit 
through the improvement of facial psoriasis. 

Although some studies indicate that Facial psoriasis 
could be a predictor of psoriasis severity, facial 
lesions are neglected in most descrip�ons in current 
literature. The increased risk of depression, anxiety, 
and suicide among pa�ents diagnosed with psoriasis 
is o�en not fully valued by physicians; dermatolo-
gists should be accomplishedof markers of increased 
risk, including the presence of facial lesions.
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Fig-3: shows different subtypes of facial psoriasis

3.Mixed.type.: the most common subtype and 
consists of classic plaque psoriasis morphology with 
well-defined lesions.4,22

4.Confluent or Mask like Rare and newer type. 
Extensive confluent involvement of the eyelids and 
upper lip, loca�ons not characteris�c of mixed type, 
and there isno history or evidence of coalescence at 
the hairline or central face involvement. The 
plate-like appearance of the scale is not typically 
seen in facial psoriasis and is more similar to that 
some�mes seen on the trunk and limbs.23

Assessment of facial psoriasis24

Grade 1. A few patches but no scale
Grade 2. A few red patches with scale
Grade 3. Thick plaque with scale involving <25% of 
face
Grade 4. Thick plaques with scale involving <50% >25 
% of face
Grade 5. Thick plaques with scale involving >50% of 
face

The severity of Facial psoriasis is accessed by using 
PASI. PASI ≥ 10 isclassified as having moderate/se-
vere psoriasis. Whereas if PASI <10, the pa�ent is 
told to have mild disease. The impact of Facial psori-
asis on subjects’ quality of life is done by the DLQI. 
DLQI results range from 0 to 30 points and can be 
interpreted as follows: 2–5 (li�le impact on the 
pa�ent’s quality of life), 6–10 (moderate impact), 
11–20 (very large impact), and 21–30 (extremely 
large impact).18

Previous data demonstrated that PASI scores were 

significantly higher (14) in pa�ents with facial 
involvement, with the absolute difference between 
the groups being 8.0 points, and consequently 
should be accepted as clinically relevant (greater 
than 4.5 points). Mean DLQI scores were found to be 
7.5 points (with facial lesions) and 4.7 points (with-
out facial lesions).19

Hence, it can be inferred that there is an associa�on 
between the presence of lesions on the face with the 
severity of psoriasis evaluated by PASI and also with 
themoderate impact on quality of life measured by 
DLQI.

The diagnosis of psoriasis is mainly clinical. Though 
skin biopsy for histopathology, an invasive proce-
dure, is the confirmatory test, thus delaying the diag-
nosis and correct treatment25 Considering histo-
pathological findings, only Munro-microabscesses 
and Spongiform pustules of Kogojare truly diagnos-
�c,26

For facial involvement, the cosme�c concern 
isimportant. Therefore, dermoscopy as a noninva-
sive diagnos�c tool can help to diagnose without the 
need for a biopsy27. Light red background with regu-
larly distributed do�ed vessels and white diffuse 
scales under dermoscopyis reported to help in the 
diagnosis of psoriasis with 80%–88% specificity and 
84.9%–87.8% sensi�vity as studied in Caucasian 
pa�ents.27-28 Recent dermoscopic data reveals that 
white scale (75%), dull red background (72.7%), 
diffuse distribu�on of red dots and globules (75.9%), 
dominated twisted loops of vessels, and less pres-
ence of bushy vessels (35%).29

Facial psoriasis is readily visible and imposes an extra 
psychological burden of fear for social judgment 
which intends to feel ashamed, isolated and 
depressed. Facial psoriasis may be cause of challeng-
es in rela�onship, in�macy and occupa�on which 
may leads even to suicidal idea�on. 30 

Psoriasis on the face is difficult to treat as the facial 
skin is thinner and may become more sensi�ve to 
treatment.

Stress is a possible trigger for psoriasis and can be 
relieved by exercise, medica�on and making �me to 
relax. The skin should be treated gently with the 
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The prevalence of facial psoriasis doesn’t vary widely 
in different regions of the world. Iranian pa�ents, as 
well as English ones, presented a very high frequen-
cy of facial involvement (55.0%, and 58.7%, respec-
�vely).In Koreans, the prevalence of facial lesions 
was found to be 67.7%.6-7 In our country, s�ll there is 
no data regarding such informa�on.
With reported data, approximately 50% of psoriasis 
pa�ents a�ending psoriasis clinics have facial 
involvement.7,14-15 Facial psoriasis is more common 
in younger individuals (30- to 35- year- old group) 
and those with a higher mean Psoriasis Area Severity 
Index (PASI).15 There is no predominant gender 
differences.7,14-15 However, a 1.6–2.5 �mes greater prev-
alence of facial involvement in males was found in 
two studies,this feature was somehow related to the 
younger popula�on.7,14 As to the age of onset, facial 
psoriasis occurred a li�le later( a�er 5 years)than in 
other areas7.

The exact cause of facial involvement is unknown. As 
to external factors, seasonal exacerba�on and the 
Koebner response have been suggested as evidence 
of severe facial psoriasis. The Koebner or isomorphic 
response is associated with the early onset of 
disease and mul�ple previous therapies.16-17 A high 
incidence of facial involvement in photosensi�ve 
psoriasis also suggests that the Koebner response 
may be a pathway to disease severity.18 Recent stud-
ies showed that a family history of psoriasis, alcohol, 
smoking, diabetes, hypertension, and dyslipidemia 
was associated with facial involvement, respec�ve-
ly.19 Bernhard and Person reported that systemic 
therapy withdrawal may be another cause of facial 
psoriasis because it is associated with relapse or 
rebound phenomena in which the disease can be 
more severe than it was before treatment.18 Howev-
er, another study revealed that pa�ents with BMI ≥ 
25 presented not only more psoria�c arthri�s but 
also more facial involvement when compared with 
those with BMI <25 (18.3% vs. 8.4%) (P = 0.02).20

Facial psoriasis is a chronic skin condi�on in which 
there are one or more persistent, thickened, red and 
dry patches on the face. Eyebrows, skin between the 
nose and upper lip, upper forehead and hairline are 
the commonly affected area. Scales usually cover the 

eyelashes, the eyelid’s edges get red and crusty. Eyes 
become dry, inflamed, and irritated. 

Fig-1: Facial psoriasis on eyelid and lateral face

Fig-2: Facial psoriasis on forehead and chick 

Psoriasis does not affect the inner ear usually, the 
ear canal may be blocked by scales.The facial lesion 
also may be present as a white and grayish lesion on 
the gums or tongue, inside the cheek, nose, and lip.21

Clinically facial involvement of psoriasis is classified 
into 4 subtypes-

1.Centrofacial: Centro facial is the most severe form 
and is characterized by lesions localized to the sebor-
rheic areas.4,22

2.Peripherofacial: lesions confined within the 
hairline only.22

Quan�fica�on method:

Diagnos�c tool:

Psychological impact:

Treatment:

General measures:



Psoriasis is a chronic, inflammatory, immune-medi-
ated skin disorder that affects 0–6.6% of the world’s 
popula�on.1-2 Lesions of psoriasis are commonly 
seen on extensor surfaces, including the elbows and 
knees, as well as on the scalp, the umbilicus, and the 
lumbar region.2-3 The presenta�on of psoriasis may 
be localized to one or more of these regions or may 
be generalized. Less frequently, lesions of psoriasis 
are seen on the face, palms, soles, genital area and 
intertriginous regions.4 Face is rela�vely spared in 
adults, however, in infants lesions tend to develop 
frequently on the face and flexures.5
Some studies indicate that facial involvement in 
adults is much more common than it was previously 
considered, besides being a predictor of severity in 
psoriasis, since the pa�ern of facial lesions influenc-
es the behaviour/progression of the disease.6-7 Facial 
psoriasis may cause embarrassment, emo�onal 
distress and nega�ve psychosocial impact, as well as 

pruritus-like symptoms, because of its occurrence in 
a high-visibility region. All these ac�vi�es together in 
a nega�ve way, influence pa�ents’ quality of life.8

Facial psoriasis results in psychosocial debilita�onas 
well as physical challenges, including impaired 
vision, hearing, and chewing. Studies evalua�ng the 
quality of life indices showed a greater nega�ve 
impact in pa�ents diagnosed with facial psoriasis 
than in those diagnosed with plaque psoriasis of the 
body9. In addi�on to those with facial involvement, 
high-risk groups include young pa�ents and pa�ents 
with severe diseases.10 Although both genders are at 
risk for suicidal idea�on and depression, women 
present with greater distress about psoriasis.11

Growing observa�on on the impaired quality of life 
associated with facial disfigurement and psychologi-
cal impairment has currently evolved our a�en�on 
to reviewing Facial psoriasis.
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avoidance of scratching. Sunscreen is to be applied 
daily to avoid sunburn that aggravates psoriasis. 
Lo�on, cream, moisturizer and cold compression on 
psoria�c lesions make the skin feel be�er, cease 
itching, scaling and dryness.22

Therapy for facial psoriasis includes low potency 
cor�costeroids like hydrocor�sone 1% cream, 
rinsing with saline solu�on, calcineurin inhibitors, 
re�noids, such as tazarotene,  vitamin D analogs, 
coal tar and salicylic acid in shampoo form, UVB 
phototherapy and excimer laser.  Crisaborole 2% 
ointment is a safe and effec�ve nonsteroidal treat-
ment op�on for facial psoriasis.31 

Apremilast, cyclosporine, low-dose re�noid, and 
methotrexate are commonly used when topical 
treatment fails. More recently, biologic therapies 
have become the mainstay for the treatment of 
moderate to severe plaque psoriasis, despite their 
high cost and need for subcutaneous administra-
�on.32 
A recent study on 1100 pa�ents with facial psoriasis 
showed that ixekizumab, an interleukin 17A antago-
nist, is an effec�ve treatment alterna�ve to tradi-
�onal therapies.32 Adalimumab is also efficacious in 
the treatment of facial psoriasis, with superior 
responses when compared to methotrexate or 
placebo.4 The selec�on of adalimumab as biologic 
therapy was based on the pa�ent’s insurance cover-
age in this case. The use of biologic therapies may 
provide both a physical and a psychosocial benefit 
through the improvement of facial psoriasis. 

Although some studies indicate that Facial psoriasis 
could be a predictor of psoriasis severity, facial 
lesions are neglected in most descrip�ons in current 
literature. The increased risk of depression, anxiety, 
and suicide among pa�ents diagnosed with psoriasis 
is o�en not fully valued by physicians; dermatolo-
gists should be accomplishedof markers of increased 
risk, including the presence of facial lesions.
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Fig-3: shows different subtypes of facial psoriasis

3.Mixed.type.: the most common subtype and 
consists of classic plaque psoriasis morphology with 
well-defined lesions.4,22

4.Confluent or Mask like Rare and newer type. 
Extensive confluent involvement of the eyelids and 
upper lip, loca�ons not characteris�c of mixed type, 
and there isno history or evidence of coalescence at 
the hairline or central face involvement. The 
plate-like appearance of the scale is not typically 
seen in facial psoriasis and is more similar to that 
some�mes seen on the trunk and limbs.23

Assessment of facial psoriasis24

Grade 1. A few patches but no scale
Grade 2. A few red patches with scale
Grade 3. Thick plaque with scale involving <25% of 
face
Grade 4. Thick plaques with scale involving <50% >25 
% of face
Grade 5. Thick plaques with scale involving >50% of 
face

The severity of Facial psoriasis is accessed by using 
PASI. PASI ≥ 10 isclassified as having moderate/se-
vere psoriasis. Whereas if PASI <10, the pa�ent is 
told to have mild disease. The impact of Facial psori-
asis on subjects’ quality of life is done by the DLQI. 
DLQI results range from 0 to 30 points and can be 
interpreted as follows: 2–5 (li�le impact on the 
pa�ent’s quality of life), 6–10 (moderate impact), 
11–20 (very large impact), and 21–30 (extremely 
large impact).18

Previous data demonstrated that PASI scores were 

significantly higher (14) in pa�ents with facial 
involvement, with the absolute difference between 
the groups being 8.0 points, and consequently 
should be accepted as clinically relevant (greater 
than 4.5 points). Mean DLQI scores were found to be 
7.5 points (with facial lesions) and 4.7 points (with-
out facial lesions).19

Hence, it can be inferred that there is an associa�on 
between the presence of lesions on the face with the 
severity of psoriasis evaluated by PASI and also with 
themoderate impact on quality of life measured by 
DLQI.

The diagnosis of psoriasis is mainly clinical. Though 
skin biopsy for histopathology, an invasive proce-
dure, is the confirmatory test, thus delaying the diag-
nosis and correct treatment25 Considering histo-
pathological findings, only Munro-microabscesses 
and Spongiform pustules of Kogojare truly diagnos-
�c,26

For facial involvement, the cosme�c concern 
isimportant. Therefore, dermoscopy as a noninva-
sive diagnos�c tool can help to diagnose without the 
need for a biopsy27. Light red background with regu-
larly distributed do�ed vessels and white diffuse 
scales under dermoscopyis reported to help in the 
diagnosis of psoriasis with 80%–88% specificity and 
84.9%–87.8% sensi�vity as studied in Caucasian 
pa�ents.27-28 Recent dermoscopic data reveals that 
white scale (75%), dull red background (72.7%), 
diffuse distribu�on of red dots and globules (75.9%), 
dominated twisted loops of vessels, and less pres-
ence of bushy vessels (35%).29

Facial psoriasis is readily visible and imposes an extra 
psychological burden of fear for social judgment 
which intends to feel ashamed, isolated and 
depressed. Facial psoriasis may be cause of challeng-
es in rela�onship, in�macy and occupa�on which 
may leads even to suicidal idea�on. 30 

Psoriasis on the face is difficult to treat as the facial 
skin is thinner and may become more sensi�ve to 
treatment.

Stress is a possible trigger for psoriasis and can be 
relieved by exercise, medica�on and making �me to 
relax. The skin should be treated gently with the 
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The prevalence of facial psoriasis doesn’t vary widely 
in different regions of the world. Iranian pa�ents, as 
well as English ones, presented a very high frequen-
cy of facial involvement (55.0%, and 58.7%, respec-
�vely).In Koreans, the prevalence of facial lesions 
was found to be 67.7%.6-7 In our country, s�ll there is 
no data regarding such informa�on.
With reported data, approximately 50% of psoriasis 
pa�ents a�ending psoriasis clinics have facial 
involvement.7,14-15 Facial psoriasis is more common 
in younger individuals (30- to 35- year- old group) 
and those with a higher mean Psoriasis Area Severity 
Index (PASI).15 There is no predominant gender 
differences.7,14-15 However, a 1.6–2.5 �mes greater prev-
alence of facial involvement in males was found in 
two studies,this feature was somehow related to the 
younger popula�on.7,14 As to the age of onset, facial 
psoriasis occurred a li�le later( a�er 5 years)than in 
other areas7.

The exact cause of facial involvement is unknown. As 
to external factors, seasonal exacerba�on and the 
Koebner response have been suggested as evidence 
of severe facial psoriasis. The Koebner or isomorphic 
response is associated with the early onset of 
disease and mul�ple previous therapies.16-17 A high 
incidence of facial involvement in photosensi�ve 
psoriasis also suggests that the Koebner response 
may be a pathway to disease severity.18 Recent stud-
ies showed that a family history of psoriasis, alcohol, 
smoking, diabetes, hypertension, and dyslipidemia 
was associated with facial involvement, respec�ve-
ly.19 Bernhard and Person reported that systemic 
therapy withdrawal may be another cause of facial 
psoriasis because it is associated with relapse or 
rebound phenomena in which the disease can be 
more severe than it was before treatment.18 Howev-
er, another study revealed that pa�ents with BMI ≥ 
25 presented not only more psoria�c arthri�s but 
also more facial involvement when compared with 
those with BMI <25 (18.3% vs. 8.4%) (P = 0.02).20

Facial psoriasis is a chronic skin condi�on in which 
there are one or more persistent, thickened, red and 
dry patches on the face. Eyebrows, skin between the 
nose and upper lip, upper forehead and hairline are 
the commonly affected area. Scales usually cover the 

eyelashes, the eyelid’s edges get red and crusty. Eyes 
become dry, inflamed, and irritated. 

Fig-1: Facial psoriasis on eyelid and lateral face

Fig-2: Facial psoriasis on forehead and chick 

Psoriasis does not affect the inner ear usually, the 
ear canal may be blocked by scales.The facial lesion 
also may be present as a white and grayish lesion on 
the gums or tongue, inside the cheek, nose, and lip.21

Clinically facial involvement of psoriasis is classified 
into 4 subtypes-

1.Centrofacial: Centro facial is the most severe form 
and is characterized by lesions localized to the sebor-
rheic areas.4,22

2.Peripherofacial: lesions confined within the 
hairline only.22

Topical therapy:

Systemic therapy:

Conclusion:
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Psoriasis is a chronic, inflammatory, immune-medi-
ated skin disorder that affects 0–6.6% of the world’s 
popula�on.1-2 Lesions of psoriasis are commonly 
seen on extensor surfaces, including the elbows and 
knees, as well as on the scalp, the umbilicus, and the 
lumbar region.2-3 The presenta�on of psoriasis may 
be localized to one or more of these regions or may 
be generalized. Less frequently, lesions of psoriasis 
are seen on the face, palms, soles, genital area and 
intertriginous regions.4 Face is rela�vely spared in 
adults, however, in infants lesions tend to develop 
frequently on the face and flexures.5
Some studies indicate that facial involvement in 
adults is much more common than it was previously 
considered, besides being a predictor of severity in 
psoriasis, since the pa�ern of facial lesions influenc-
es the behaviour/progression of the disease.6-7 Facial 
psoriasis may cause embarrassment, emo�onal 
distress and nega�ve psychosocial impact, as well as 

pruritus-like symptoms, because of its occurrence in 
a high-visibility region. All these ac�vi�es together in 
a nega�ve way, influence pa�ents’ quality of life.8

Facial psoriasis results in psychosocial debilita�onas 
well as physical challenges, including impaired 
vision, hearing, and chewing. Studies evalua�ng the 
quality of life indices showed a greater nega�ve 
impact in pa�ents diagnosed with facial psoriasis 
than in those diagnosed with plaque psoriasis of the 
body9. In addi�on to those with facial involvement, 
high-risk groups include young pa�ents and pa�ents 
with severe diseases.10 Although both genders are at 
risk for suicidal idea�on and depression, women 
present with greater distress about psoriasis.11

Growing observa�on on the impaired quality of life 
associated with facial disfigurement and psychologi-
cal impairment has currently evolved our a�en�on 
to reviewing Facial psoriasis.
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avoidance of scratching. Sunscreen is to be applied 
daily to avoid sunburn that aggravates psoriasis. 
Lo�on, cream, moisturizer and cold compression on 
psoria�c lesions make the skin feel be�er, cease 
itching, scaling and dryness.22

Therapy for facial psoriasis includes low potency 
cor�costeroids like hydrocor�sone 1% cream, 
rinsing with saline solu�on, calcineurin inhibitors, 
re�noids, such as tazarotene,  vitamin D analogs, 
coal tar and salicylic acid in shampoo form, UVB 
phototherapy and excimer laser.  Crisaborole 2% 
ointment is a safe and effec�ve nonsteroidal treat-
ment op�on for facial psoriasis.31 

Apremilast, cyclosporine, low-dose re�noid, and 
methotrexate are commonly used when topical 
treatment fails. More recently, biologic therapies 
have become the mainstay for the treatment of 
moderate to severe plaque psoriasis, despite their 
high cost and need for subcutaneous administra-
�on.32 
A recent study on 1100 pa�ents with facial psoriasis 
showed that ixekizumab, an interleukin 17A antago-
nist, is an effec�ve treatment alterna�ve to tradi-
�onal therapies.32 Adalimumab is also efficacious in 
the treatment of facial psoriasis, with superior 
responses when compared to methotrexate or 
placebo.4 The selec�on of adalimumab as biologic 
therapy was based on the pa�ent’s insurance cover-
age in this case. The use of biologic therapies may 
provide both a physical and a psychosocial benefit 
through the improvement of facial psoriasis. 

Although some studies indicate that Facial psoriasis 
could be a predictor of psoriasis severity, facial 
lesions are neglected in most descrip�ons in current 
literature. The increased risk of depression, anxiety, 
and suicide among pa�ents diagnosed with psoriasis 
is o�en not fully valued by physicians; dermatolo-
gists should be accomplishedof markers of increased 
risk, including the presence of facial lesions.
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Fig-3: shows different subtypes of facial psoriasis

3.Mixed.type.: the most common subtype and 
consists of classic plaque psoriasis morphology with 
well-defined lesions.4,22

4.Confluent or Mask like Rare and newer type. 
Extensive confluent involvement of the eyelids and 
upper lip, loca�ons not characteris�c of mixed type, 
and there isno history or evidence of coalescence at 
the hairline or central face involvement. The 
plate-like appearance of the scale is not typically 
seen in facial psoriasis and is more similar to that 
some�mes seen on the trunk and limbs.23

Assessment of facial psoriasis24

Grade 1. A few patches but no scale
Grade 2. A few red patches with scale
Grade 3. Thick plaque with scale involving <25% of 
face
Grade 4. Thick plaques with scale involving <50% >25 
% of face
Grade 5. Thick plaques with scale involving >50% of 
face

The severity of Facial psoriasis is accessed by using 
PASI. PASI ≥ 10 isclassified as having moderate/se-
vere psoriasis. Whereas if PASI <10, the pa�ent is 
told to have mild disease. The impact of Facial psori-
asis on subjects’ quality of life is done by the DLQI. 
DLQI results range from 0 to 30 points and can be 
interpreted as follows: 2–5 (li�le impact on the 
pa�ent’s quality of life), 6–10 (moderate impact), 
11–20 (very large impact), and 21–30 (extremely 
large impact).18

Previous data demonstrated that PASI scores were 

significantly higher (14) in pa�ents with facial 
involvement, with the absolute difference between 
the groups being 8.0 points, and consequently 
should be accepted as clinically relevant (greater 
than 4.5 points). Mean DLQI scores were found to be 
7.5 points (with facial lesions) and 4.7 points (with-
out facial lesions).19

Hence, it can be inferred that there is an associa�on 
between the presence of lesions on the face with the 
severity of psoriasis evaluated by PASI and also with 
themoderate impact on quality of life measured by 
DLQI.

The diagnosis of psoriasis is mainly clinical. Though 
skin biopsy for histopathology, an invasive proce-
dure, is the confirmatory test, thus delaying the diag-
nosis and correct treatment25 Considering histo-
pathological findings, only Munro-microabscesses 
and Spongiform pustules of Kogojare truly diagnos-
�c,26

For facial involvement, the cosme�c concern 
isimportant. Therefore, dermoscopy as a noninva-
sive diagnos�c tool can help to diagnose without the 
need for a biopsy27. Light red background with regu-
larly distributed do�ed vessels and white diffuse 
scales under dermoscopyis reported to help in the 
diagnosis of psoriasis with 80%–88% specificity and 
84.9%–87.8% sensi�vity as studied in Caucasian 
pa�ents.27-28 Recent dermoscopic data reveals that 
white scale (75%), dull red background (72.7%), 
diffuse distribu�on of red dots and globules (75.9%), 
dominated twisted loops of vessels, and less pres-
ence of bushy vessels (35%).29

Facial psoriasis is readily visible and imposes an extra 
psychological burden of fear for social judgment 
which intends to feel ashamed, isolated and 
depressed. Facial psoriasis may be cause of challeng-
es in rela�onship, in�macy and occupa�on which 
may leads even to suicidal idea�on. 30 

Psoriasis on the face is difficult to treat as the facial 
skin is thinner and may become more sensi�ve to 
treatment.

Stress is a possible trigger for psoriasis and can be 
relieved by exercise, medica�on and making �me to 
relax. The skin should be treated gently with the 
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The prevalence of facial psoriasis doesn’t vary widely 
in different regions of the world. Iranian pa�ents, as 
well as English ones, presented a very high frequen-
cy of facial involvement (55.0%, and 58.7%, respec-
�vely).In Koreans, the prevalence of facial lesions 
was found to be 67.7%.6-7 In our country, s�ll there is 
no data regarding such informa�on.
With reported data, approximately 50% of psoriasis 
pa�ents a�ending psoriasis clinics have facial 
involvement.7,14-15 Facial psoriasis is more common 
in younger individuals (30- to 35- year- old group) 
and those with a higher mean Psoriasis Area Severity 
Index (PASI).15 There is no predominant gender 
differences.7,14-15 However, a 1.6–2.5 �mes greater prev-
alence of facial involvement in males was found in 
two studies,this feature was somehow related to the 
younger popula�on.7,14 As to the age of onset, facial 
psoriasis occurred a li�le later( a�er 5 years)than in 
other areas7.

The exact cause of facial involvement is unknown. As 
to external factors, seasonal exacerba�on and the 
Koebner response have been suggested as evidence 
of severe facial psoriasis. The Koebner or isomorphic 
response is associated with the early onset of 
disease and mul�ple previous therapies.16-17 A high 
incidence of facial involvement in photosensi�ve 
psoriasis also suggests that the Koebner response 
may be a pathway to disease severity.18 Recent stud-
ies showed that a family history of psoriasis, alcohol, 
smoking, diabetes, hypertension, and dyslipidemia 
was associated with facial involvement, respec�ve-
ly.19 Bernhard and Person reported that systemic 
therapy withdrawal may be another cause of facial 
psoriasis because it is associated with relapse or 
rebound phenomena in which the disease can be 
more severe than it was before treatment.18 Howev-
er, another study revealed that pa�ents with BMI ≥ 
25 presented not only more psoria�c arthri�s but 
also more facial involvement when compared with 
those with BMI <25 (18.3% vs. 8.4%) (P = 0.02).20

Facial psoriasis is a chronic skin condi�on in which 
there are one or more persistent, thickened, red and 
dry patches on the face. Eyebrows, skin between the 
nose and upper lip, upper forehead and hairline are 
the commonly affected area. Scales usually cover the 

eyelashes, the eyelid’s edges get red and crusty. Eyes 
become dry, inflamed, and irritated. 

Fig-1: Facial psoriasis on eyelid and lateral face

Fig-2: Facial psoriasis on forehead and chick 

Psoriasis does not affect the inner ear usually, the 
ear canal may be blocked by scales.The facial lesion 
also may be present as a white and grayish lesion on 
the gums or tongue, inside the cheek, nose, and lip.21

Clinically facial involvement of psoriasis is classified 
into 4 subtypes-

1.Centrofacial: Centro facial is the most severe form 
and is characterized by lesions localized to the sebor-
rheic areas.4,22

2.Peripherofacial: lesions confined within the 
hairline only.22


