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Abstract A total of 350 geriatric patients aged 60 years and above were studied for one year for cutaneous changes. Most of them 
were in the age group 60-69 years (58%) with male to female ratio of 1.02:1. Hypertension was the commonest systemic 
illness followed by diabetes mellitus and anaemia. Systemic ailments were responsible for senile pruritus in 5.14% cases. 
Xerosis and asteatosis/asteatotic eczema was seen in 44.86% and 29.14%, respectively. Wrinkling and greying of hair 
was present in all the patients. Few females (8.57%) had growth of coarse terminal hair over lips and chin. Idiopathic 
guttate hypomelanosis (73.29%) and seb
increase in the prevalence of cutaneous changes and benign growths was seen with chronological aging process. 
Melanocytic naevi regressed with increase in age. Infective dermatos
as the commonest. Actinic keratosis was seen in 3.43% patients and basal cell carcinoma was the commonest type of 
cutaneous malignancy. Absent lunula was noted in 74.57% patients. Genital dermatoses were 
habit of smoking was elicited in patients with pigmentation of oral mucosa, leucoplakia and nicotine palate.
Key Words: Elderly, Geriatric, Cutaneous changes, Skin disorders

 

*Address for Correspondence: 

Dr. Neeti Behl, 9 Canal Road, Jammu - 180001, J & K, INDIA.
Email: neetibehl@yahoo.com  
Received Date: 10/02/2017 Revised Date: 17/03
 

 

 

 

 

 

 

 

 

 

 
 

INTRODUCTION 
Skin problems in the elderly population have rarely been 
the subject of scientific research. Skin disorders are 
common in elderly people1. Skin changes in the elderly 
may occur due to natural aging process, or due to any 
dermatosis, the pattern, of which may be unique/ different 
in the aged population. Thus, the ambit of dermatological 
care needed for the elderly population is 
that for other age groups2. The 2011, United Nations 
population division reports that “the share of India's 
population ages 60 and older is projected to climb from 8 
percent in 2010 to 19 percent in 2050”3. As the proportion 
of the world's population in the older ages continues to 
increase, the need for more knowledge of this group 
becomes essential to assist policy makers in their role to 
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Skin problems in the elderly population have rarely been 
the subject of scientific research. Skin disorders are 

. Skin changes in the elderly 
may occur due to natural aging process, or due to any 
dermatosis, the pattern, of which may be unique/ different 
in the aged population. Thus, the ambit of dermatological 
care needed for the elderly population is different from 

. The 2011, United Nations 
population division reports that “the share of India's 
population ages 60 and older is projected to climb from 8 

. As the proportion 
opulation in the older ages continues to 

increase, the need for more knowledge of this group 
becomes essential to assist policy makers in their role to 

define, formulate programs, and also to raise public 
awareness4. Hence, the present study was undertaken
highlight the pattern of various skin disorders as well as 
physiological cutaneous changes in elderly whose number 
is increasing over the years. 

 

MATERIAL AND METHODS
The present study was a descriptive hospital based study 
where 350 elderly patients aged 60 years and above were 
studied for a period of one year who attended the 
Dermatology Outpatient department in a tertiary care 
hospital in Jammu after obtaining ethical committee 
clearance. A detailed clinical history was taken and 
thorough general physical, systemic and dermatological 
examination done in adequate day light. Any relevant 
change in the skin, oral cavity, genitalia, nails and scalp 
was recorded and presented with the help of percentages 
and proportions, and appropriate tabular and 
diagrammatic presentations. Relevant investigations, 
routine and special, wherever required were carried out. 
 

RESULTS 
Over a period of one year, 350 patients were studied with 
their demographic profile shown in graph 1.
patient was 90-year-old male with mean age being 74.16 
years. Male to female ratio was 1.02:1. 

 

www.medpulse.in  

May 2017 

Clinical study of cutaneous changes in the elderly. MedPulse – 

Clinical study of cutaneous changes in the 

, Govt. Medical College, Jammu, J & K, INDIA. 

A total of 350 geriatric patients aged 60 years and above were studied for one year for cutaneous changes. Most of them 
69 years (58%) with male to female ratio of 1.02:1. Hypertension was the commonest systemic 

illness followed by diabetes mellitus and anaemia. Systemic ailments were responsible for senile pruritus in 5.14% cases. 
tosis/asteatotic eczema was seen in 44.86% and 29.14%, respectively. Wrinkling and greying of hair 

was present in all the patients. Few females (8.57%) had growth of coarse terminal hair over lips and chin. Idiopathic 
orrhoeic keratosis (82.86%) were the commonest cutaneous changes. Progressive 

increase in the prevalence of cutaneous changes and benign growths was seen with chronological aging process. 
es were noticeable in 47.14% with fungal infections 

as the commonest. Actinic keratosis was seen in 3.43% patients and basal cell carcinoma was the commonest type of 
cutaneous malignancy. Absent lunula was noted in 74.57% patients. Genital dermatoses were rarely observed. Associated 
habit of smoking was elicited in patients with pigmentation of oral mucosa, leucoplakia and nicotine palate. 

define, formulate programs, and also to raise public 
. Hence, the present study was undertaken to 

highlight the pattern of various skin disorders as well as 
physiological cutaneous changes in elderly whose number 

MATERIAL AND METHODS 
The present study was a descriptive hospital based study 

ged 60 years and above were 
studied for a period of one year who attended the 
Dermatology Outpatient department in a tertiary care 
hospital in Jammu after obtaining ethical committee 
clearance. A detailed clinical history was taken and 

sical, systemic and dermatological 
examination done in adequate day light. Any relevant 
change in the skin, oral cavity, genitalia, nails and scalp 
was recorded and presented with the help of percentages 
and proportions, and appropriate tabular and 

matic presentations. Relevant investigations, 
routine and special, wherever required were carried out.  

Over a period of one year, 350 patients were studied with 
their demographic profile shown in graph 1. The oldest 

ith mean age being 74.16 
years. Male to female ratio was 1.02:1.  



MedPulse – International Medical Journal, ISSN: 2348-2516, EISSN: 2348-1897, Volume 4, Issue 5, May 2017 pp 686-691 

Copyright © 2017, Medpulse Publishing Corporation, MedPulse – International Medical Journal, Volume 4, Issue 5 May 2017 

 
Xerosis was seen in 157 (44.86%) and asteatotic eczema 
in 102 (29.14%) patients with maximum prevalence in 
age group ≥80 years. Systemic disorders were seen in 266 

(76.00%) patients. Majority presented with hypertension 
159 (45.43%), followed by diabetes mellitus 74 (21.14%) 
and anaemia 71 (20.29%). Few patients had 
gastroesophageal reflux disease, ischeamic heart disease, 
chronic obstructive pulmonary disease, rheumatoid 
arthritis, psoriatic arthritis, hypothyroidism, chronic renal 
failure, pulmonary tuberculosis, jaundice, asthma, gouty 
arthritis, myasthenia gravis and cerebral stroke. Senile 
pruritus was observed in 18 (5.14%) patients and it 
probably resulted from xerosis, anaemia, jaundice, 
diabetes mellitus, hypothyroidism and uraemia. The 
following observations were made as shown by graph 2, 
table 1, table 2, table 3 and table 4. 

 
Table 1: Distribution of various cutaneous dermatoses in 350 elderly patients 

CUTANEOUS DERMATOSES** NO. OF PATIENTS 

Infections 165 

Dermatitis (allergic contact dermatitis, seborrhoeic dermatitis, irritant contact dermatitis, 

neurodermatitis, photodermatitis, miscellaneous@, discoid eczema, hyperkeratotic eczema, stasis 

eczema, pompholyx) 

133 (38, 28, 21, 16, 14, 11, 9, 3, 2, 1) 

Papulosquamous disorders (psoriasis, lichen planus, pityriasis rosea) 52 (33, 18, 1) 

Pigmentary disorders (melasma, vitiligo, macular amyloidosis) 35 (17, 12, 7) 

Premalignant and malignant conditions (actinic keratosis, basal cell carcinoma, squamous cell 

carcinoma, mycosis fungoides, malignant melanoma) 
19 (12, 5, 4,3,1) 

Autoimmune disorders(lichen sclerosus et atrophicus, discoid lupus erythematosus, bullous 

pemphigoid, pemphigus vulgaris, systemic lupus erythematosus) 
12 (6,3,1,1,1) 

Drug reactions (fixed drug eruption, erythema multiforme, urticaria, macular rash, Steven Johnson 

syndrome, phototoxic drug reaction) 
7 (2,1,1,1,1,1) 

Rosacea 6 

Ulcers (trophic ulcers, decubitus ulcer) 5 (4,1) 

Photodermatoses (Polymorphic light eruption) 5 

**In most of the patients, more than one dermatoses was present 

@ patch test negative with Indian standard battery and dermatitis could not be classified clinically. 

# One patient had both melasma and vitiligo 
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Table 2: Spectrum of infections seen in 350 elderly patients 

SPECTRUM OF INFECTIONS* Total 

FUNGAL* 108 

Onychomycosis 75 

Cutaneous candidiasis* (Intertrigo, 

Vulvovaginal candidiasis, Chronic paronychia, 

Candidial balanoposthitis) 

25 (16, 

4,4,1) 

Dermatophytosis*( Tinea corporis, Tinea 

pedis, Tinea cruris, Tinea fascii, Tinea 

mannum) 

25 (13, 

8,6,3,2

) 

Sporotrichosis 5 

Pityriasis versicolor 2 

BACTERIAL*( folliculitis, furuncle, carbuncle) 
34 (21,15,

1) 

VIRAL (Verruca vulgaris, Post herpetic 

neuralgia, Herpes zoster, Herpes simplex, 

Molluscum contagiosum) 

25 (10, 7, 

5,2,1) 

INFESTATIONS (Scabies, Pediculosis capitis) 16 (14,2) 

OTHERS  

Leprosy 7 

Scrofuloderma 2 

Lupus vulgaris 1 

*In some patients, more than one type of infection was seen.  
 

Associated diabetes mellitus was present in few patients 
with fungal infections, bacterial infections and trophic 
ulcers. Patients of leprosy and stroke also had trophic 
ulcers. One patient of chronic renal failure developed 
decubitus ulcer.  Parthenium, mercaptobenzothiazole, 
paraphenylenediamine, neomycin, nickel and epoxy 
resins were common contact allergens. Drug reactions 
resulted from intake of analgesics, phenytoin and 
antihypertensives. 
 

Table 3: Revealed distribution of miscellaneous skin conditions in 

350 patients 

Skin Conditions No. Of Patients 

Fissuring of soles 103 

Corns and Callosity 43 

Varicosities 28 

Miliaria rubra 19 

Xanthelasma palpebrum 14 

Cutis rhomboidalis nuchae 8 

Insect bite 7 

Pigmented purpuric dermatoes 6 

Favre Racouchot syndrome 6 

Ichthyosis 5 

Burning feet syndrome 4 

Perniosis 4 

Urticaria 3 

Cutaneous horn 2 

Dupuytren’s contracture 2 

Delusional parasitophobia 2 

Angiokeratoma of the scrotum 2 

Pyogenic granuloma 1 

Becker’s naevus 1 

Lichen amyloidosis 1 

*In most of the patients more than one skin condition was seen 

Hair changes were seen in 100% patients, with greying of 
hair seen in all the elderly patients. Hair were brittle in 
123 (35.14%), 117(33.43%) showed androgenetic 
alopecia, 54 (15.53%) had diffuse thinning of scalp hair 
and 30 (8.57%) females developed coarse and terminal 
hair growth over lips and chin. Nail involvement was 
present in 346 (98.86%) patients (table 4).  
 

Table 4: Distribution of patients with involvement of nail 

Involvement Of Nail* No. Of Patients 

Absent lunula 261 

Longitudinal ridges 246 

Lustreless 223 

Onychomycosis 75 

Subungal hyperkeratosis 65 

Thick nail plate 65 

Brittle 51 

Discoloration 48 

Dystrophy 48 

Thin nail plate 47 

Onycholysis 25 

Beau’s lines 17 

Pitting 10 

Splinter hemorrhages 10 

Chronic paronychia 4 

Half and half nail 3 

Pterygium 3 

Onychogryphosis 2 

Ingrowing toe nail 1 

Oil drop sign 1 

Terry’s nail 1 

*In most of the patients, more than one type of nail change was 

present and associated systemic and cutaneous disorders were 

commonly noticed. 
Involvement of oral cavity was less common (26.29%). 
Pigmentation of the oral cavity was the commonest 
change seen in 36 (10.29%) patients. Venous lakes, lichen 
planus, angular cheilitis, aphthous ulcers, leucoplakia and 
nicotine palate were also noted. Associated habit of 
smoking was elicited in patients with pigmentation of oral 
mucosa, nicotine palate and leucoplakia. Genitalia 
involvement was rare (6%) with lichen sclerosus et 
atrophicus as the commonest disease affecting 6 (1.71%) 
patients. Other genital dermatoses were candidiasis, 
scabies, lichen simplex chronicus, scrotal angiokeratoma, 
irritant contact dermatitis, herpes simplex and psoriasis. 
 
DISCUSSION 
Skin aging is a complex; multifactorial process mainly 
genetically determined but may be accelerated by 
environmental, mechanical, or socioeconomical factors. 
The intrinsic structural changes that occur with aging of 
the skin increase the skin fragility, decrease ability of the 
skin to heal, promote the development of various 
cutaneous disorders, and produce aesthetically 
undesirable effects like wrinkling and uneven 
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pigmentation5. Also decreased mobility, drug-induced 
disorders, and increased incidences of many chronic 
diseases among the elderly are other reasons for 
heightened risk for skin diseases6. In the present study, 
58% patients belonged to the age group 60-69years, 
followed by 30.86% in 70-79 years of age and only 
11.14% were 80 years old and above. Similar observation 
was made by Patange SV et al, 1995 and Grover S et al, 
2009. Systemic illnesses are source of significant 
mortality in elderly and their reported prevalence in 
literature ranges from 30% to 89%7. Wrinkling was seen 
in all patients. However, reported prevalence of wrinkling 
in literature ranges from 94%-95.6%7. Hollowness of 
cheeks and eye sockets result from loss of underlying fat 
with age9. Skin sagging results from lax skin, diminished 
soft tissue support with loss of bones10. Idiopathic guttate 
hypomelanosis was seen in 72.29% patients in the study 
and the prevalance is comparable to 76.5%7. 
Telangiectasias were seen in 65.71% which is much 
higher than 6%8. The reported prevalence of senile 
comedones varies from11.5%-81% in various studies7. 
Senile comedones result from blocking of hair follicles 
from sun-induced changes in dermal collagen and 
elasin11. Increase number of melanocytes and melanocytic 
hyperplasia due to chronic ultraviolet damage results into 
solar lentigo and sun burn freckles12 and their prevalence 
ranges from 12%-70.6%7. Patients with fair skin, working 
outdoors frequently develops solar elastosis. Rupture of 
dermal blood vessels on trivial trauma due to atrophy of 
supporting connective tissue results into purpura11. In the 
present study, senile purpura were seen in 19.14% which 
is much higher than other studies (9%)8 and (1%)13. Both 
biological aging and photoaging contributes to its 
development, which can be aggrevated by steroids, 
aspirin and warfarin11. Most of the patients in the present 
study had fair complexion and worked outdoors so, these 
changes were probably reflecting the cumulative effect of 
sunexposure on chronological aging. However, regional 
differences between the study populations could be the 
other reason for reported differences.  Prevalence rates for 
seborrhoeic keratosis, cherry angiomas and melanocytic 
naevi ranges from 24.2%-88%, 49.5%-75% and 32.5%-
46.3%, respectively7. The number of melanocytic naevi 
declines with age14. The present study clearly 
demonstrated the decrease in prevalence rates of 
melanocytic naevi with increase in age (54.19% in 60-69 
years and 51.28 in ≥80 years of age). Patange SV et al, 
1995 reported milia as a rare skin condition in their study. 
Milia may also be the sign of chronic photodamage12. 
Senile sebaceous hyperplasia can be another feature of 
chronic ultraviolet damage12.Achrochordons were 
observed in 12.86% and the finding matches well with 
10%13 but lags behind 24.5%8 and 61%7 by others. 

Dermatosis papulosa nigra was seen in 10.86% which is 
comparable to the finding of 7.2%15 but a very high 
prevalence of 74.5% has been reported in literature7. 
Signs of aging and benign growths increased with 
increase in age as these changes were studied according 
to the age groups 60-69 years, 70-79 years and ≥80 years. 
The prevalence of achrochordons remained almost same 
in all the three age groups. To the best of our knowledge 
there are no previous studies where these changes have 
been studied according to the age groups. Xerosis and 
asteatotic eczema are distinctly common in the elderly. 
Xerosis was observed in 44.6% patients which is 
comparable to 38.9%16, 45.3%17 and 50.8%15 but differs 
from Patange SV, 1995 (7%) and Sahoo A et al, 2000 
(12.5%). However, Grover S et al, 2009 observed a very 
high prevalence rate of 85.5%. Cold dry conditions 
during winter months in this part of the state could be the 
reason for high prevalence of xerosis and asteatosis seen 
in the present study population. Senile pruritus was seen 
in 5.14% patients. Reported prevalence by other 
investigators ranges from 2.3% to 18.5%7,8,15,18. 
Cutaneous infections constituted 47.14% of geriatric 
dermatoses, followed by dermatitis (38.00%), 
papulosquamous disorders (14.86%) and pigmentary 
disorders (10%) and the findings are comparable to 
Grover S et al, 2009. In Jordan, infections (viral, fungal, 
parasitic and bacterial) were present in 31.8%, eczema in 
25.9%, papulosquamous disorders in 4.7% and 
pigmentary disorders in 4.3%18. Thaipisuttikul Y, 1998 
observed inflammatory eczemas as the commonest 
followed by lichen simplex chronicus, skin infections and 
psoriasis vulgaris.  High prevalence of cutaneous 
infections in elderly results from lack of self care, poor 
nutrition, associated systemic disorders and changes in 
skin due to aging process. The observation of fungal 
infections in 30.86% patients compares well with 30%13 
and 35%7 but exceeds others (5.6%15, 13.8%18, 16.9%19, 
18.5%8). Onychomycosis was the commonest fungal 
infection seen in 21.43% patients. Decreased nail growth 
rate20 reduced blood supply to nail with poor nail cutting 
habits were the probable causes for high prevalence of 
onychomycosis in old age. Prevalence rates for 
onychomycosis can range from 1% to over 25% in family 
practice and dermatology offices21. Bacterial infections 
were seen in 9.71% which is comparable to (8.5%)8, 
(10.3%)18 and (8.7%)19 but differs from Chopra A et al, 
2000 (4.7%) and Grover S et al, 2009 (2%).  Prevalence 
of viral infections matches with others (7.14% vs. 5% to 
15.3%)8,7,19,18. High prevalence of viral infections results 
from immune dysfunction seen in old age. Verruca 
vulgaris was the commonest viral infection seen in 2.86% 
patients and the reported prevalence is comparable to 
3.45%18. Post herpetic neuralgia was seen in 2% and a 
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similar prevalence of 2% was seen in Orissa13. Chopra A 
et al, 2002 found post herpetic neuralgia and herpes 
zoster in 10.3% and 0.9%, respectively. Herpes zoster 
was less common (1.43%) as observed by Patange SV et 
al, 1995. Skin infestations were rare (4.57%) which is 
comparable to the prevalence of 3%18. Poor hygiene is 
commonly responsible for skin infestations in elderly. 
Dermatitis was observed in 38.00% patients and the 
finding is consistent with 39%7. A very high prevalence 
of 58.7% was reported in Taiwan22 but other studies 
reported 11.9%19, 12%13, 22.8%16, and 25.9%18 
prevalence. Allergic contact dermatitis was the 
commonest seen in 10.86% patients and the finding falls 
in the range of 7.5%-11.4% by various studies7. Decrease 
in T cells, vascular reactivity and number of Langerhans 
cells reduces the individual susceptibility to allergic 
contact sensitivity but however, decades of potential 
sensitization and an increase level of exposure increases 
the potential for allergic contact dermatitis. Chronic 
irritant dermatitis may be more difficult to distinguish 
because of a delayed and diminished inflammatory 
response in elderly5. Seborrhoeic dermatitis was seen in 
8% cases. Reported prevalence rates in literature for 
seborrhoeic dermatitis are 3.9%-10.5%7. Papulosquamous 
disorders were seen in 14.86% patients as observed by 
Grover S et al, 2009 who reported 17% prevalence. 
Psoriasis was present in 9.43% patients and the 
observations are comparable to the findings of 5.6%15, 
6.7%16, 9%13, 10.5%8, 12.5%7. A high prevalence of 
premalignant and malignant conditions have been 
reported in the western literature (46%17 ) but the finding 
of 5.43% in the present study compares with the study 
conducted in Orissa (5%)13 in pigmented individuals. 
However, Grover S et al, 2009 reported no single case of 
malignancy. Greater risk of malignancies in old age 
results from decrease in the body’s ability to repair 
chronic damage23. Actinic keratosis was observed in 
3.43% patients. These patients worked outdoors for years 
and had fair skin complexion. To our knowledge, various 
investigators from India have not observed this 
premalignant condition but those from western countries 
have observed it frequently. Reported prevalence of 
actinic keratosis was 22.4% in Taiwan22. Cutaneous 
malignancies were seen in 3.71% patients. Out of all 
cutaneous malignancies, basal cell carcinoma was the 
commonest which is consistent with the finding by 
Souissi A et al, 2006.  The present study correlates with 
Najdawi F, 2002 in the prevalence of drug reactions. 
Drug reactions were observed in 2% patients. Non-
eczematous dermatoses are likely to be drug induced, and 
may take the form of exanthems, urticaria, vasculitis, 
fixed drug eruptions, erythema multiforme, contact 
dermatitis, photodermatitis, or skin necrosis5. Elderly are 

susceptible to vascular disorders like stasis dermatitis and 
pressure ulcers. Rosacea becomes persistent in those aged 
above 64 years5. Rosacea was observed in 1.71% patients 
and it is comparable to 0.43%18. Elderly patients who lose 
their functional mobility become susceptible to pressure 
ulcers5. Decubitus ulcers were less commonly seen in the 
study. This can be explained on the basis that majority 
patients who came to the department were ambulatory 
and probably the debilitated and immobilized ones, 
frequently visited the general physicians and general 
surgeons. Fissuring of soles was noticed in 29.43% 
patients. A similar prevalence of 30% was observed by 
Patange SV et al, 1995. Calluses and corns are common 
hyperkeratotic disorders affecting the feet of the elderly21. 
In the study, corns and callosity were seen in 12.29% 
patients and the findings are comparable to 9%8. Hot and 
humid climate in summers in this part of the state could 
be responsible for miliaria but Patange SV et al, 1995 
found miliaria as less commonly observed condition in 
their study. Favre Racouchot syndrome was was seen in 
1.71% patients and Patange SV et al, 1995 observed it 
less commonly in their study. Cutaneous horn was seen in 
0.57%. Causes for cutaneous horn can be actinic 
keratosis, viral warts, seborrhoeic keratosis, squamous 
cell carcinoma or basal cell carcinoma11. Oral cavity 
involvement was less common (26.29%) and it differs 
from the findings of 37.5%8

. The reported difference 
could be due to difference in sample size of the two 
studies or due to the difference in the personal habits 
between the two regions of the country. Angular cheilitis 
is commonly seen in denture-wearers or sometimes, in 
those with natural teeth. It is due to saliva pooling at lip 
commisures due to weakness of musculature in this 
area24. Hair changes were seen in 100% patients and 
greying of hair was the commonest change seen in them. 
Change in hair color from grey to white is a natural 
development as the person advances in age. Also hair 
begins to thin and become dry and dull25. Loss of 
melanocytes from bulb with decreased tyrosinase activity, 
less efficient melanosomal transfer and migration and 
melanocyte proliferation are the reasons for greying of 
hair10. Hairs were brittle in 35.14% patients. It can be 
explained on the basis of poor nutrition due to various 
factors in old age. Diffuse thinning of hair was seen in 
15.53% and the finding is much less than 37%8. Hair 
growth is influenced by the hormonal milieu, and 
consequently hair loss has been associated with the 
beginning of menopause9. The reported finding of 
androgenetic alopecia (33.43%) in the present study 
differs from 10%8 and 71%7. The time of onset of male 
pattern baldness is variable and hereditary factors 
apparently influence the process25. Coarse terminal hair 
over chin and lips were observed in 8.57% patients. The 



MedPulse – International Medical Journal, ISSN: 2348-2516, EISSN: 2348-1897, Volume 4, Issue 5, May 2017 pp 686-691 

Copyright © 2017, Medpulse Publishing Corporation, MedPulse – International Medical Journal, Volume 4, Issue 5 May 2017 

relative androgen excess at the time of menopause can 
lead to mild hirsuitism and/or hypertrichosis26. Absent 
lunula, longitudinal ridging and lustreless nails are 
common ageing changes seen in the nail27. Commonest 
nail change seen was absent lunula, followed by 
longitudinal ridges, lustreless nails and onychomycosis. 
The findings in the present study differ from others7,8,27 
who observed longitudinal ridges and lustreless nails as 
common change. Subungal hyperkeratosis was seen in 
patients having psoriasis, dermatitis, leprosy and 
keratoderma. Brittle nails are a common finding in elderly 
and they may result from excessive domestic work or use 
of dehydrating agents27. Rao S et al, 2010 reported a high 
prevalence of brittle nails (34%) in their study. In the 
elderly, the nail plate thickness may increase, decrease or 
remain unchanged20. Beau’s lines and pitting are also 
found frequently in elderly20. Pitting was commonly 
observed in psoriatic patients. Splinter haemorrhages are 
most commonly traumatic in the elderly20. Chronic 
paronychia was seen in 1.14% but Rao S et al, 2010 
observed a higher prevalence of 9%. Patients of lichen 
planus and chronic renal failure had pterygium and half 
and half nails, respectively. 
 

CONCLUSION 
Elderly frequently presents with vast array of dermatoses 
as well as cutaneous changes resulting from aging 
process. With the advancement of better health care and 
improved standards of living, population of elderly 
persons are on the rise and therefore the diseases of the 
aged are gaining importance with a need to study them in 
the details. The cutaneous problems are a source of 
significant morbidity. Early detection of such changes 
will help them to live a healthy life. So, dermatologists 
should pay special attention to them otherwise their 
cutaneous problems will go unnoticed. However, the 
present study was conducted in 350 elderly subjects but 
more studies concerning the skin changes due to aging 
process should be conducted in the future. 
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