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Abstract: Background: Psoriasis is found worldwide and its prevalence varies in various ethnic groups. The knowledge of the
prevalence of Psoriasis along with other factors will be useful for adequate treatment and care of the patients. Aims and objectives: The
aim of the study is to determine the prevalence, sex ratio, clinical pattern, nail and joint involvement among Psoriasis patients in our
medical college. Along with clinical profile, Comorbidities like Diabetes mellitus, Hypertension, Obesity, Myocardial infarction,
hypothyroidism and psychological factors were assessed. Materials and Methods: This was a hospital - based prospective study
conducted for 6 months in the dermatology outpatient department in our medical college situated in South India. Results: Prevalence of
Psoriasis was 1.3% with involvement of males more than females. Age group most common was 30 - 40 years. Chronic plaque type
psoriasis was the most common with the majority of involvement being trunk and limbs (52.8%) followed by palmoplantar and scalp.
linear presentation of psoriasis was least in it. Nail involvement was more common in hands. Arthritis was only in 10%. Comorbidities
associated with our patients were mainly Diabetes mellitus, hypertension, hypothyroidism, myocardial infarction, alcoholism and
depression. Diabetes mellitus was the most common comorbidity. Majority were obese. Psychological comorbidity associated was
depression. Conclusions: Psoriasis is found worldwide but the prevalence varies among different ethnic groups. Our data correlates
with previous hospital - based prevalence studies of psoriasis. On the basis of evidence from this study, we should proactively look for
metabolic syndrome and psychological problems in psoriasis patients. Thereby treating the patient in their physical and psychological

aspects.
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1. Introduction

Psoriasis is a common, non - communicable, chronic
relapsing multi - system autoimmune skin disease. It is a
lifelong disease associated with a number of morbidities
and has an impact on the psychosocial aspects. There are a
growing number of population - based studies providing
worldwide prevalence estimates of psoriasis. Prevalence of
psoriasis varies in different parts of the world. Although the
exact causes of psoriasis are not fully understood, several
risk factors are recognized, including family history and
environmental risk factors, such as smoking, stress, and
obesity % According to published reports, Prevalence in
different populations varies from 0% to 11.8% * ~*. The
exact prevalence of psoriasis in India is not known and we
rely on Western data. Although the number of studies
conducted locally is increasing, there is still limited
information concerning the epidemiological and clinical
data pertaining to psoriasis. Informed data prevalence may
contribute to a better understanding of the disease burden,
updating population research, and advancement of health
policies. The information on prevalence would be useful
for planning strategies to manage these diseases. This point
prevalence study was undertaken to determine the
epidemiological pattern of psoriasis. In the above situation
this hospital - based study was conducted.

Aims and Objectives

The aim of the study is to determine the prevalence, sex
ratio, clinical pattern, nail and joint involvement along with
other comorbidities among Psoriasis patients in our medical
college.

2. Materials and Methods

The study was conducted in a tertiary care centre situated in

the southern part of India. It was conducted during a period
of 6 months from October 1, 2020 to march 31, 2020.
Institutional Ethical committee clearance has been taken.
Consent was taken from patients.

Inclusion criteria
1) Patient with age above 18 years.
2) Patient who are clinically diagnosed to have Psoriasis.

Exclusion Criteria
1) Patients with age above 18 years
2) Pregnant and lactating mothers were excluded.

Among the total number of patients attended during this
period in the outpatient department of our medical College.
The diagnosis of Psoriasis is made based on clinical
evaluation. Data were analyzed based on sex, age, clinical
pattern, nail, joint involvement and comorbidities.

3. Results

1) Prevalence

Among the total patients attended our medical college
during this period, about 110 patients were diagnosed to
have psoriasis. It comes to about 1.3 % of total number of
the patients came to the outpatient department

2) Age Group

Among the total number of patients, 52 patients were
between 30 - 40 yrs.44 patients were between 40 - 50
years.8 patients were between 20 - 30 years. Remaining
were above 50 years.

3) Sex Ratio
Among the total number of patients, there were 32 females
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and 76 males. So the sex ratio came out to be 3: 1

Sex ratio

M male
Bfemale

4) Clinical Pattern

Chronic plaque type psoriasis [figure 1] was the most
common type. It involved trunk and limbs in about
58patients i. e.; about 52.8% of the total patients. The
second most common was palmoplantar which constitutes
about 40 patients that comes about 36.4 %. Scalp about
6.4%. The remaining flexural, erythrodermic, guttate and
pustular constitute less than 5%. Only single case of linear
presentation was there [Figure 2]
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5) Nails Andjoints

Out of 110 patients, 66 patients were having nail
involvement i. e; 60 % had nail involvement. Fingernails
were more involved in all patients with nail involvement.
But toe nail involvement was there in 15.15% of total nail
involvement i. e; 10 patients. The most common changes
were pitting and subungual hyperkeratosis. Other nail
changes were onycholysis, Beau's lines and onychorrhexis.
Nail pitting was more common in patients with arthritis.
Anrthritis was found in 10% of patients mainly peripheral
involvement and it was mostly in patients with chronic

plaque type.

6) Comorbidities

Among the patients with Psoriasis, about 50 patients were
obese i. e; 45.5%. Among obese 25 patients had Diabetes
Mellitus, 15 patients were hypertensive, 10 patients were
hypothyroid. Among the other 60 patients, 5 patients were
diabetic, 5 were hypertensive and 5 were hypothyroid. Out
of the Diabetic, 6 had history of Myocardial infarction and
4 hypertensive patients also had history of myocardial
infarction. Among this, 20 patients had a habit of alcohol
intake. Another 6patients of total 110 were taking treatment
for depression
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4. Discussion

Psoriasis is a genetically determined immune - mediated
inflammatory disease mediated by T - helper 1 (Thl) /Th17
T cells. With a prevalence of 0.44 - 2.8 per cent in India, it
commonly affects individuals in their third or fourth decade
with males being affected two times more common than
females P! It is regarded as an autoimmune disease in which
genetic and environmental factors have a significant role.

The name of the disease is derived from the Greek word
“psora” which means “itch”. The skin cells usually mature
and shed from the skin’s surface every 28 to 30 days [
When psoriasis develops, the skin cells mature in 3 to 6 days
and move to the skin surface. Instead of being shed, the skin
cells pile up, causing the visible lesions. It is also found that
genes that cause psoriasis can determine how a person’s
immune system reacts. These genes can cause psoriasis or
other immune - mediated conditions such as rheumatoid
arthritis and Type 1 Diabetes .

At present, the data on the prevalence of psoriasis are from
hospital - based studies rather than from well - defined large
population - based studies. There is a paucity of data related
to genetics, epidemiology, disease types, associations,
severity and course amongst Indian patients with psoriasis
1 From the available studies, the prevalence of psoriasisin
India ranges from 0.44 to 2.8% °!. The point prevalence in
our study was 1.3%. We report a male predominance of
psoriasis, similar to another study from North India, Bedi [2]
reported the prevalence of psoriasis to be 0.8% among the
skin patients but the sample size of the study was very small.
Male to female sex ratio was 2.5: lother reports. The higher
incidence of psoriasis in males may be because of the fact
that male patients usually come forward and report the
symptoms and lesions while there is hesitancy because of
the fear of stigma and social rejection among females. A
bimodal age of onset has been recognised in several large
studies. The mean age of onset for the first presentation of
psoriasis can range from 15 to 20 years of age, with a second
peak occurring at 55-60 years. ' - 24 We report the
majority in 30 - 40 yrs age group.

Chronic plague type psoriasis involving trunks and limbs
were the most common type of psoriasis in our study. It was
similar to another study carried out by Bedi [2] analyzed
data of 530 psoriasis patients seen over a period of five
years. Chronic plaque type psoriasis was the most common
(90%) clinical phenotype. The most common sites of
involvement in descending order of frequency were trunk,
limbs, scalp, face, palms - soles and flexures. The second
most common clinical phenotype was palmoplantar psoriasis
followed by flexural psoriasis. He found guttate psoriasis,
mucosal involvement and psoriatic erythroderma to be
uncommon. For our study, scalp was the second common
site in contrast to the study by Kaur et al. [12] reported scalp
(25%) as the most common first site of involvement
followed by legs (20.6%) and arms (11.7%). Other areas of
involvement , erythroderma, guttate and pustular were less
than 5% as similar to Kaur et al where Palmoplantar
pustulosis, guttate and erythrodermic variants accounted for
less than 2% of cases each. Generalized pustular, isolated
nail, flexural and arthropathic forms were very uncommon.

Nail involvement is common in psoriasis and can be the
initial and the only site of involvement in some patients.
Morphology of nail changes depends on whether the nail
matrix, nail bed or hyponychium has been affected. Nail
involvement is more common in those who have concurrent
psoriatic arthritis. Our study showed nail changes in 60%
and concurrent associated arthritis. Bedi noted nail changes
in 74% of total patients @ This finding is similar to the
findings observed by Farber et al and ELZawahry. [27, 28]
Some reports indicate that nail psoriasis is associated with a
few predisposing factors. It was proven that nail changes are
more frequently observed in patients with a long history of
psoriasis vulgaris, early onset of psoriasis, higher score of
Psoriasis Area and Severity Index (PASI) and with
concomitant PsA [37].

Three different clinical patterns of psoriatic arthritis can be
recognized, namely, oligoarticular (<4 involved joints) or
polyarticular (>5 involved joints), peripheral disease, and
axial disease with or without peripheral arthritis. Various
studies have shown peripheral psoriatic arthritis to be the
most frequent pattern with asymmetric knee involvement to
be the most common presentation in 40% of the patients.
[12] The DIP arthritis has been reported to account for 1-
59% of cases in various studies, although it is not very
specific for psoriatic arthritis and may be seen in other
spondyloarthropathies. It is often associated with dactylitis
and nail dystrophy. [13]

Our patients have multiple comorbidities like hypertension,
diabetes, ischemic  heart  disease, obesity and
hypothyroidism. Psoriasis increases the risk of obesity. Our
study also showed higher percentage of patients with
Diabetes mellitus. In a cross - sectional study by Shapiro et
al,® on 46, 095 patients with psoriasis (case patients) and 1,
579, 037 subjects without psoriasis (control patients), it was
revealed that diabetes was significantly higher in psoriasis
patients as compared with the control group (odds ratio
[OR]: 1.27, 95% confidence interval [CI]: 1.1-1.48). A A
study from UK showed higher adjusted odds of obesity in
patients with severe psoriasis (OR=1.8) than in patients with
mild psoriasis (OR=1.3) compared with patients without
psoriasis. Vice versa, obesity is linked to psoriasis due to its
chronic proinflammatory state as postulated by Basko -
Plluska JL et al [*”. In recent years, there has been an
enormous interest on the association of psoriasis with
conventional cardiovascular risk factors (e. g., metabolic
syndrome, obesity, low physical activity, smoking, alcohol,
lipid abnormalities, hypertension),  nonconventional
cardiovascular risk factors such as deranged homocysteine
metabolism, cardiovascular comorbidities, and increased
risk of myocardial infarction. [14], [15]However, the data
supporting the occurrence of such an association is not
consistent. The prevalence of metabolic syndrome in the
developed countries varies from 15 to 35%. [16] Two
Indian studies that differed in their definition of obesity
reported the prevalence of 13 and 41% in general
population. [17], [18] The third Indian stud%/ reported a
prevalence of 11.2% for metabolic syndrome . A study
conducted by Thomas etal reported that obesity was seen in
6.6% and another study by Kaye et al also reported 6.3%
among patients with psoriasis [25, 26] A recent prospective
study indicated that obesity and high abdominal fat mass

Volume 12 Issue 9, September 2023

WWW.ijsr.net
Licensed Under Creative Commons Attribution CC BY

Paper ID: MR23909080352

DOI: 10.21275/MR23909080352 849


https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref36
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref36
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref36
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref37
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref47
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref48
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref49
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref50
https://www.idoj.in/article.asp?issn=2229-5178%3Byear%3D2016%3Bvolume%3D7%3Bissue%3D6%3Bspage%3D471%3Bepage%3D480%3Baulast%3DDogra&ref51

International Journal of Science and Research (1JSR)
ISSN: 2319-7064
SJIF (2022): 7.942

doubled the risk of psoriasis (38). These studies suggest that
preventing weight gain, promoting maintenance of a normal
body weight, and reduction of body mass may reduce
incidence of psoriasis. Indeed, several studies showed a
positive impact of weight loss on the severity of psoriasis
(38). Thus, dietary weight reduction with a hypocaloric diet
is recommended in overweight and obese patients with
psoriasis.

Previously, it has been suggested that dermatologists believe
that psychiatric disorders are substantially less frequent than
they actually are in many skin conditions (30). Moreover,
depressive symptoms can influence psoriasis and CVD risk
factor management, e. g. patients with concurrent psoriasis
and depression may be less likely to adhere to antipsoriatic
treatment and use healthcare resources (31). Consequently,
depression is likely to be under diagnosed and may
contribute considerably to undertreatment of psoriasis, and
underdiagnosis and undertreatment of CVD risk factors in
patients with psoriasis, respectively (32 - 34). While the vast
impact of psoriasis on quality of life has been proposed to be
a mechanism for development of depression, inflammatory
cytokine production may be a contributory factor (35). Other
comorbidities is alcoholism which can aggravate Psoriasis.

Alcohol may affect psoriasis through several mechanisms,
such as increased susceptibility to infections, stimulation of
lymphocyte and keratinocyte proliferation, and production
of proinflammatory cytokines. (36)

It has been pointed out in the WHO's recent Global Report
[*on Psoriasis that there are many unmet research gaps in
psoriasis addressing various aspects such as epidemiology,
aetiology, association with comorbidities, treatment and
ways to improve healthcare services. It has been
recommended that therapeutic researches should focus on
options which can be applicable globally, on a large scale.

The Indian Association of Dermatologists, Venereologists
and Leprologists (IADVL), the national association of
Dermatologists has constituted a Special Interest Group
(SIG) [*¥in psoriasis comprising 11 members. The SIG will
work towards updating knowledge by conducting continuing
medical education (CME) and publishing symposia on
various aspects of psoriasis and undertaking research in
psoriasis. Thus, considerable nation - wide progress is being
made to improve the awareness, knowledge and research on
psoriasis in India ™.

5. Conclusion

Our cohort of patients showed a similar clinical profile and
outcome as our Indian psoriasis population. More research
and detailed prospective studies need to be done to delineate
the natural course of the disease which varies in different
individuals and also according to the clinical pattern of the
disease. Clinical data are limited in nail psoriasis and
evaluation of treatment is not standardized. It is necessary to
adjust the method of therapy to the extent of skin diseases,
psoriatic arthritis, severity of nail changes and impairment of
quality of life. Even when skin psoriasis and psoriasis
arthritis are controlled, nail lesions can be still present.
Prevention of psoriasis has barely been studied. A

prerequisite would be that risk factors are identified in a
consistent and reliable way. Studies on risk factors that
would aid in identifying preventive strategies which are
crucial for chronic non - communicable diseases which lack
definitive curative therapy, are barely conducted. Also
Future therapies for alcohol and psoriasis might thus be
targeted at neurotransmitter networks involved with both
alcohol intake and the inflammatory processes. Also there is
a need for a more effective targeted therapy for a better
outcome.

Dermatologist should be aware of these comorbidities and
the current study strongly recommends screening of all
patients with psoriasis, irrespective of their age, sex,
duration of disease, severity and type of psoriasis. Even if
the patients are devoid of co - morbidities at screening, they
should be advised to lead a healthy lifestyle practices so as
to prevent the future development of co — morbidities and to
maintain a good quality of life. This study also emphasise
the importance of unified management by dermatologist and
other specialists in this present era to prevent these
comorbidities.

Psoriasis cannot currently be cured, but management should
aim to minimise physical and psychological harm by treating
patients early in the disease process, identifying and
preventing associated multimorbidity, instilling lifestyle
modifications, and employing a personalised approach to
treatment.

6. Limitations

Only 110 clinically diagnosed subjects with psoriasis could
be enrolled in the current study as the duration of study was
only for 6 months. A larger number of subjects or increased
duration of study period would have further substantiated the
findings of the above study.

Figure 1
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Figure 2

References

[1]

[2
(3]

[4]

[5]

[6]

[7]

(8]

[9]

[10]

[11]

Paper ID: MR23909080352

Kaurl, KumarB, SharmaVK, KaurS. Epidemiology of
psoriasisina clinic from north India. IndianJ Dermatol
Venereol Leprol 1986; 52: 208 - 12.

Bedi TR. Psoriasis in north India. Geographical
variations. Dermatological977; 155: 310 - 4.
SwanbeckG, InerotA, MartinssonT, Wahlstrom J. A
population genetic study of psoriasis. Br J Dermatol
1994; 131: 32 - 9.

FarberEM, NallL. Epidemiology: natural history and
genetics. In: RoenigkJrHH, MaibachHI, editors.
Psoriasis. Newyork Salunke AS, Nagargoje MV,
Belgaumkar VA, Tolat SN, Chavan RB. Association of
metabolic syndrome in chronic plaque psoriasis
patients and their correlation with disease severity,
duration and age: A case control study from western
Maharashtra. J Clin Diagn Res.2017; 11: WC06-
WC10. [PMC free article]

Gottlieb S. L., Gilleaudeau P., Johnson R., Estes L.,
Woodworth T. G., Gottlieb A. B., et al. (1995).
Response of psoriasis to a lymphocyte - selective toxin
(DAB389IL - 2) suggests a primary immune, not
keratinocyte, pathogenic basis. In Nat Med, 1: 4427
RaychaudhuriS. P., ReinG., FarberE. M. (1995)
Neuropathogenesis and  neuropharmacology  of
psoriasis. In Int J Dermato, 34: 685 - 693.

DograS, MahajanR.  Psoriasis:  Epidemiology,
clinicalfeatures, co - morbidities, andclinicalscoring.
Indian Dermatol Online J.2016; 7: 471-80.

Dogra S, Yadav S. Psoriasis in India: Prevalence and
pattern. Indian J Dermatol Venereo LeproL 2010; 76:
595 - 601

Basko - PlluskaJL, Petronic - RosicV. Psoriasis:
epidemiology, naturalhistory, anddifferentialdiagnosis.
Psoriasis: Targets and Therapy 2012; 2: 67 - 76.

Indian Association of Dermatologists, Venereologists,
and Leprologists. IADVL Academy Special Interest
Group (SIG) Psoriasis. [accessed on June 12, 2017].
Available  from:  http:  //newsletters.  iadvl.
org/flowpaper/SIG_PSORIASIS_newsletter_1/SIG_PS
ORIASIS_newsletter_1. /

World Health Organization. Global report on psoriasis.
[accessed on June 12, 2017]. Availablefromhttp:
/Iwww.apps. who.
int/iris/bitstream/10665/204417/1/9789241565189 eng

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

Marsa S, Armadans - Gil L, Martinez M, Gallardo D,
Ribera A, Lience E. Clinical, radiographic and HLA
associations as markers for different patterns of
psoriatic arthritis. Rheumatology 1999; 38: 332 - 7
Veale D, Rogers S, Fiztgerald O. Classification of
clinical subsets in psoriatic arthritis. Br J Rheumatol
1994; 33: 133 - 8.

Menter A, Griffiths CEM, Tebbey PW, Horn EJ,
Sterry W. Exploring the association between
cardiovascular and other disease - related risk factors
in the psoriasis population: The need for increased
understanding across the medical community. J Eur
Aacd Dermatol Venereol2010: 24: 1371 -7

Prey S, Paul C, Bronsard P, Puzenat E, Gourraud PA,
Aractingi S, et al. Cardiovascular risk factors in
patients with plaque psoriasis: A systematic review of
epidemiological studies.
JEurAacdDermatolVVenereol2010, 24: S: 23 - 30.
CameronAlJ, ShawlE, ZimmetPZ.
Themetabolicsyndrome: Prevalence in world wide
populations. Endocrinol Metab Clin North Am2004;
33:351-75

Ramachandran A, Snehalatha SC, SatyavaniK,
SivasankariS, VijayV. Metabolic syndrome in urban
Asian Indian adults — A population study using
modified ATPIII criteria. DiabetesResClinPract2003;
60: 199 - 204.

GuptaA, GuptaR, SarnaM, RastogiS, GuptaVP,
KothariK. Prevalence of diabetes, impaired fasting
glucose and insulin resistance syndrome in an urban
Indian population. Diabetes Res ClinPract2003; 61: 69
- 76.

Deepa R, Shanthirani CS, Premalatha G, Sastry NG,
Mohan V. Prevalence of insulin resistance syndrome in
a selected south Indian population - The Chennai urban
population study - 7 [CUPS - 7]. Indian J Med Res
2002; 115: 118 - 27.

C. Huerta, E. Rivero, L. A
Rodriguezincidenceandriskfactorsforpsoriasisinthegen
eralpopulation Arch Dermatol, 143 (12) (2007),
pp.1559 - 1565

Burch PR, Rowell NR. Mode of inheritance in
psoriasis. ArchDermatol1981; 117: 251-2.

SmithAE, Kassab JY, Rowland Payne CM, Beer WE.
Bimodality in age of onset of psoriasis, in both patients
and their relatives. Dermatology1993; 186: 181-6
Ferrandiz C, Pujol RM, Garcia - Patos V, Bordas X,
Smandia JA. Psoriasis of early and late onset: a clinical
and epidemiologic study from Spain. J Am
AcadDermatol2002; 46: 867—73.

HenselerT, Christophers E. Psoriasis of early and late
onset: characterization of two types of psoriasis
vulgaris. J Am Acad Dermatol 1985; 13: 450-6
JayakarThomas, AshokkumarN. Comorbid conditions
associated with psoriasis. JIndSoc Teledermatol.2010;
4:1.

KayeJA, LiL, JickSS. Incidence of risk factors for
myocardial infarction and other vascular diseases in
patients with psoriasis. Brit J Dermatol.2008; 159 (4):
895 - 902

Lomholt G. Psoriasis: Astatisticalanalysisof230cases,
Arch Dermatol.1963; 35: 1051.

FarberEM, NallL. The natural history of psoriasisin 5,

Volume 12 Issue 9, September 2023

WWW.ijsr.net
Licensed Under Creative Commons Attribution CC BY

DOI: 10.21275/MR23909080352

851


http://newsletters.iadvl.org/flowpaper/SIG_PSORIASIS_newsletter_1/SIG_PSORIASIS_newsletter_1./
http://newsletters.iadvl.org/flowpaper/SIG_PSORIASIS_newsletter_1/SIG_PSORIASIS_newsletter_1./
http://newsletters.iadvl.org/flowpaper/SIG_PSORIASIS_newsletter_1/SIG_PSORIASIS_newsletter_1./
http://www.apps.who.int/iris/bitstream/10665/204417/1/9789241565189_eng
http://www.apps.who.int/iris/bitstream/10665/204417/1/9789241565189_eng
http://www.apps.who.int/iris/bitstream/10665/204417/1/9789241565189_eng

International Journal of Science and Research (1JSR)
ISSN: 2319-7064
SJIF (2022): 7.942

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

600patients. Dermatol.1974; 148 (1): 1- 8

J. Shapiro, A. D. Cohen, M. David et al.,, “The
association between psoriasis, diabetes mellitus, and
atherosclerosis in lIsrael: A case - control study, ”
Journal of the American Academy of Dermatology,
vol.56, no.4, pp.629-634, 2007.

Sampogna F, Picardi A, Melchi CF, Pasquini P, Abeni
D. impact of skin diseases on patients: comparing
dermatologists” opinions with research data collected
on their patients. Br J Dermatol 2003; 148: 989-995.
Kulkarni AS, Balkrishnan R, Camacho FT, Anderson
RT, Feldman SR. Medication and health care service
utilization related to depressive symptoms in older
adults with psoriasis. J Drugs Dermatol 2004; 3: 661—
666.

Armstrong AW, Robertson AD, Wu J, Schupp C,
Lebwohl MG. Undertreatment, treatment trends, and
treatment dissatisfaction among patients with psoriasis
and psoriatic arthritis in the United States: findings
from the National Psoriasis Foundation surveys, 2003—
2011. JAMA Dermatol 2013; 149: 1180-1185.
Kimball AB, Szapary P, Mrowietz U, Reich K,
Langley RG, You Y, et al. Underdiagnosis and
undertreatment of cardiovascular risk factors in
patients with moderate to severe psoriasis. J Am Acad
Dermatol 2012; 67: 76-85.

Ahlehoff O, Skov L, Gislason G, Lindhardsen J,
Kristensen SL, Iversen L, et al. Pharmacological under
treatment of coronary risk factors in patients with
psoriasis: observational study of the Danish nationwide
registries. PLoS One 2012; 7: e36342.

Oh SW, Kim J, Myung SK, Hwang SS, Yoon DH.
Antidepressant use and risk of coronary heart disease:
metaanalysis of observational studies. Br J Clin
Pharmacol 2014; 78: 727-737.

Farkas A, Kemény L. Alcohol, liver, systemic
inflammation and skin: a focus on patients with
psoriasis. Skin Pharmacol Physiol.2013; 26 (3): 119—
126. doi: 10.1159/000348865

Schons KR, Beber AA, Beck Mde O, et al. Nail
involvement in adult patients with plaque - type
psoriasis: prevalence and clinical features. Bras
Dermatol.2015; 90: 314-319.

Snekvik 1, Smith CH, Nilsen TIL, Langan SM,
Modalsli EH, Romundstad PR, et al. . Obesity, waist
circumference, weight change, and risk of incident
psoriasis: prospective data from the HUNT study. J
Invest Dermatol. (2017) 137: 2484-90.10.1016/j.
jid.2017.07.822

Kaur I, Handa S, Kumar B. Natural history of
psoriasis: a study from the Indian subcontinent. J
Dermatol 1997; 24: 230 - 4.

Paper ID: MR23909080352

Volume 12 Issue 9, September 2023

WWW.ijsr.net
Licensed Under Creative Commons Attribution CC BY

DOI: 10.21275/MR23909080352

852





