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Introduction
Psoriasis is a chronic inflammatory disease that affects 

2-3% of people worldwide (1) and can involve the skin, 
nails, and joints. The prevailing opinion is that psoriasis 
is a systemic inflammatory disease that occurs due to 
concomitant hypertension, diabetes, metabolic syndrome, 
hyperlipidemia, coronary artery disease, and comorbidities 
such as depression and anxiety (2).

The current recommendation is that patients with 
psoriasis should be followed up in outpatient clinics to 
allow for a multidisciplinary approach. Revealing the 
clinical and socio-demographic characteristics may help to 
guide treatment approaches and clinical management (3). 
Patient data for psoriasis follow-up in outpatient clinics in 
our country is available in various regions (4-11).

In this study, our aim is to examine the socio-
demographic and comprehensive clinical data, including 
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Aim: Psoriasis is a chronic disease and requires follow-up settings to manage. The aim of the study is to evaluate the clinical characteristics, 
disease course, the factors associated with the psoriasis area severity score index (PASI), comorbidities, and treatment of psoriasis in 
our follow-up psoriasis outpatient clinic.

Methods: Clinical data from patients who were followed in the University of Health Sciences Turkey, Haseki Training and Research 
Hospital psoriasis outpatient clinic between January 2015 and March 2021 were examined. The relationships between age, age of the 
disease onset, gender, joint involvement, and nail involvement were analyzed.

Results: In total, 618 patients were included in our study (320 males and 298 females). The median age of the patients was 42 (1-
87) years. Family history was present in 25.9% of the patients. The most common clinical type was plaque psoriasis (80.2%). The 
median value of the PASI was 8.1. The disease course of the patients was progressive (46.4%), remission and exacerbations (37%), 
and regressive (16.7%). Nail involvement and joint involvement were observed in 58.1% and 24.2% of the patients, respectively. A 
significant correlation was found between PASI and joint involvement (p=0.009). Onycholysis (a type of nail involvement) was a positive 
predictive indicator for joint involvement (p=0.004). Comorbidity was present in 34.5% of the patients. Obesity, hypertension, diabetes 
mellitus, and dyslipidemia were the most common comorbidities. While 19.9% of the patients received only topical treatment, 80.1% 
underwent systemic treatment.

Conclusions: The socio-demographic and enriched clinical data of psoriasis highlight the features that should be considered, especially 
in follow-up outpatient clinics. Patients showing an early onset of the disease should be investigated for severe involvement, such as 
the presence of onycholysis in the nail or evidence of joint involvement. The follow-up and treatment of patients with psoriasis are 
important in terms of comorbidities.
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disease course, disease onset, and visual analogue scale 
(VAS)-pruritus, of the patients followed in the psoriasis 
outpatient clinic of our hospital.

Methods
The study approval was obtained from the ethics 

committee of the University of Health Sciences Turkey, 
Haseki Training and Research Hospital (no: 273, date: 
31.10.2019). The follow-up charts of the psoriasis 
patients admitted to our hospital between January 2015 
and March 2021 were retrospectively analyzed. Informed 
consent was obtained from each patient. Patients with 
incomplete clinical information were excluded from the 
study. The patients’ data included age, gender, onset age 
of psoriasis, the type of onset of the disease, disease 
course, duration of the disease, family history, clinical 
types, joint involvement, nail involvement, smoking and 
alcohol use history, concomitant systemic diseases, body 
mass index (BMI), the psoriasis area and severity index 
(PASI), VAS-pruritus, VAS-skin pain, and topical and 
systemic treatments given to the patient. We categorized 
pruritus and skin pain into three groups using a 0 to 10 cm 
VAS: <5, mild; 5-7, moderate; and >7-10, severe pruritus 
and skin pain.

Statistical Analysis

For statistical analysis, SPSS 15.0 for Windows Excel 
was used for statistical analysis. Descriptive statistics were 
given as numbers and percentages for categorical variables 
and numerical variables as the mean, standard deviation, 
minimum, and maximum. The rates in independent groups 
were compared using the chi-square test. The statistical 
significance level of alpha was accepted as p<0.05.

Results

A total of 618 patients attending our psoriasis follow-up 
outpatient clinic were included in the study. The median 
age was 42 years [interquartile range (IQR) 28-52.3]; 320 
(51.8%) were male and 298 (48.2%) were female. The 
median duration of the disease was 10 years (IQR 3-36). The 
age of the patients did not differ significantly between the 
genders (p>0.05). The median age of onset was 22.5 years 
(IQR 14-40) for women and 27 years (IQR 17-40) for men, 
and this difference was statistically significant (p=0.014).

Evaluation of the patients by weight and height 
characteristics revealed a median BMI of 27 kg/m2 (IQR 
23.7-30.4). The median PASI score was 8.1 (IQR 4.2-13.4). 
The PASI scores were greater than 10 in 246 patients 
(41.5%) and less than 10 in 347 patients (58.5%). The 
disease onset of the patients was sudden in 347 (56.2%) 
and gradual in 270 (43.8%). The disease course of 
the patients was progressive in 286 patients (46.4%), 
remission and exacerbations in 228 patients (37%), and 

regressive in 103 patients (16.7%). 73.2% of the patients 
complained of pruritus, varying in severity from 3 to 5, 
using a VAS (0-10). The median VAS-skin pain was 2 (IQR 
1-2) (Table 1).

The smoking rate among the patients was 43.3%, and 
the alcohol use rate was 7%. The PASI was greater than 
10 in 47.4% of the smoking cases and in 36.7% of the 
non-smoking cases, and this difference was statistically 
significant (p=0.009). No correlation was observed 
between alcohol consumption and PASI.

Psoriasis history was present in first-degree relatives 
of 95 (15.4%) patients, in second-degree relatives of 50 
(8.1%) patients, and in both first- and second-degree 
relatives of 15 (2.4%) patients. The median age of the 
disease onset was significantly lower in patients with a 
family history of psoriasis [20.5 years (IQR 14.3-30.8)] 
than in those without a family history [27 years (IQR 17-
42)] (p=0.001).

A total of 213 patients (34.5%) had comorbidity in the 
form of concomitant diseases. Obesity was present in 156 
(27.0) patients, hypertension in 107 (17.3%), diabetes 
mellitus in 71 (11.5%), dyslipidemia in 67 (10.8%), thyroid 
diseases in 37 (6%), and coronary artery diseases in 34 
(5.5%).

The most common of the clinical types among the 
patients were plaque-type (80.2%) (Figure 1) and guttate 
type (23.4%). The distribution of lesion locations is given 
in Table 2.

Nail findings were present in 356 (58.1%) of the 
patients. The most common nail findings were pitting in 
293 (47.4%) patients and onycholysis in 135 (21.8%). The 
rate of nail findings in patients with joint findings was 
statistically significantly higher [p=0.009 OR: 1.62 (95% 
CI 1.09-2.40)]. The rate of incidence of onycholysis among 
the nail findings was higher in patients with joint findings 
than in those without joint findings, and the difference 
was statistically significant (p=0.004 OR: 1.86 95% CI 
1.22-2.85) (Table 2).

Figure 1. Plaque-type psoriasis
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Arthritis was detected in 24.2% of the patients (149 

patients). The rate of joint involvement was higher 

in patients with PASI scores greater than 10 (30.1%) 

than in those with PASI scores less than 10 (20.9%) 

(p=0.010).

In total, 123 of the patients (19.9%) were only 

receiving local treatments, 197 (32%) were treated 

with phototherapy, and 425 (68.8%) were receiving 

systemic treatments. Methotrexate (53.1%) was the most 

common systemic treatment. The distribution of systemic 

treatments is given in Table 2.

Table 2. Clinical characteristics and treatment modalities of the 
patients

Clinical type, n (%)

Plaque 493 (80.2)

Guttate 144 (23.4)

Palmoplantar 58 (9.4)

Inverse 41 (6.7)

Generalized pustular 16 (2.6)

Localized pustular 14 (2.3)

Erythrodermic 7 (1.1)

Involvement

Scalp 437 (71.1)

Dorsum of hand 312 (50.7)

Face 206 (33.5)

Nail 356 (58.1)

Pitting 293 (47.4)

Onycholysis 135 (21.8)

Subungual hyperkeratosis 114 (18.4)

Discoloration 89 (14.4)

Oil drop sign 83 (13.4)

Splinter hemorrhage 34 (5.5)

Leukonychia 17 (2.8)

Beau’s lines 11 (1.8)

Psoriatic arthritis 149 (24.2)

Phototherapy 197 (32.0)

Systemic conventional treatments 425 (68.8)

Methotrexate 328 (53.1)

Acitretin 240 (38.8)

Cyclosporine 72 (11.7)

Biologics 127 (20.6)

Adalimumab 44 (7.1)

Ustekinumab 42 (7.0)

Etanercept 33 (5.3)

Secukinumab 29 (4.7)

Ixekizumab 9 (1.5)

Infliximab 8 (1.3)

Certolizumab 6 (1)

 Table 1. Baseline demographics of the patients

Sex, n (%)
Female 298 (48.2)

Male 320 (51.8)

Age, years, median (IQR) 42 (28-52.3)

Age, years, n (%)

<18 59 (9.5)

18-64 510 (82.5)

≥65 49 (7.9)

BMI, kg/m2, median (IQR) 27 (23.7-30.4)

BMI, n (%)

<20 kg/m2 44 (7.6)

20-25 kg/m2 163 (28.2)

25-30 kg/m2 215 (37.2)

≥30 kg/m2 156 (27.0)

DLQI, median (IQR) 12 (5-19)

PASI, median (IQR) 8.1 (4.2-13.4)

PASI
<10 347 (58.5)

≥10 246 (41.5)

Pruritus 450 (73.2)

VAS-pruritus, median (IQR) 4 (3-5)

VAS-skin pain, median (IQR) 2 (1-2)

Disease onset, n (%)
Gradual 270 (43.8)

Sudden 347 (56.2)

Disease course, n (%)

 Progressive 286 (46.4)

Regressive 103 (16.7)

Remissions and 
exacerbations

228 (37.0)

Disease onset age, years, median (IQR) 25 (16-40)

Duration of psoriasis, years, median (IQR) 10 (3-36)

Smoker, yes, n (%) 274 (43.3)

Alcohol insumption, yes, 
n (%)

43 (7.0)

Family history of psoriasis

First-degree 95 (15.4)

Second-degree 50 (8.1)

Both 15 (2.4)

Comorbidities, yes, n (%)

213 (34.5)

Obesity 156 (27.0)

Hypertension 107 (17.3)

Diabetes 71 (11.5)

Dyslipidemia/
hyperlipidemia

67 (10.8)

Thyroid disease 37 (6)

Coronary artery 
disease

34 (5.5)

BMI: Body mass index, VAS: Visual analogue scale, IQR: Interquartile range, 
DLQI: Dermatology life quality index, PASI: Psoriasis area severity score index
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Discussion
Psoriasis is a systemic inflammatory disease that occurs 

in 2% of the population, with a more common incidence 
in Europe and America than in East Africa and Asia (3). 
Its prevalence was 1.18% in the study by Yaylı et al. (9). 
Psoriasis has been reported equally frequently in men and 
women, in general (1); for example, Ferrándiz et al. (12) 
found a female-male ratio of 1.12/1 in a large patient 
cohort; Kundakci et al. (4) found a ratio of 1.5/1, and 
Rifaioglu and Özarmağan (8) found a ratio of 0.95/1. 
In our study, the female-to-male ratio was 1.07/1, in 
agreement with the literature.

Psoriasis can occur at any age, with the most common 
onset in the second and third decades, although it may 
start at an earlier age in women (1-3). One study conducted 
in Spain reported the age of onset of psoriasis at 28.2 
years in women and 31.8 years in men (12). Topal et al. 
(10) found an onset of psoriasis at age 27.1 in women and 
28.4 in men. In the present study, psoriasis also started 
at an earlier age in women (22.5 years) than in men (27 
years) (p=0.014).

Previous studies have reported a family history of 
psoriasis in 17.9% and 44% of the patients (13,14). The 
risk of the disease is 63% in monozygotic twins and 15% 
in dizygotic twins (15). A study of 444 patients in our 
country established a family history of psoriasis in 31.9% 
of the patients (16). Family history was reported in 27.9% 
of the patients in the study by Aksoy and An (11), and in 
24.9% in the study by Topal et al. (10). Similarly, a family 
history was present in 25.5% of the patients in our study. 
Solmaz et al. (16) determined that the presence of a 
family history was also associated with an earlier onset 
of the disease. Similarly, in our study, the disease started 
earlier in patients with a family history of psoriasis than in 
those without a family history of psoriasis (p=0.001).

Some patients experience chronic, persistent lesions 
for many years, while others experience short- or long-
term remissions (17). The course of the disease is generally 
different in patients, and this is unpredictable (14). Similarly, 
in this study, the disease progressed progressively in almost 
half of the patients, with remissions and exacerbations in 
one-third.

Smoking, as this leads to an increase in free radicals 
that activate the signaling pathways that are important 
in psoriasis pathogenesis (18). Being a smoker has 
been identified as an independent risk factor for the 
development of psoriasis, and smoking habits are observed 
twice as often in psoriasis patients (19,20). Aksoy and An 
(11) found a smoking rate in their psoriasis patients of 
28.9%, whereas Rifaioglu and Özarmağan (8) found a 
rate of 42.3%. In our study, 43.3% of the patients were 
smokers. Smoking has also been associated with more 

severe diseases (20); a study conducted in our country 
also reported a similar association between smoking and 
disease severity (21). In agreement with the literature, the 
severity of the disease in our study was significantly higher 
in patients with psoriasis who smoked (p=0.009).

The results of studies on the effects of alcohol use on 
psoriasis have been contradictory (8,11,22). For example, 
Aksoy and An (11) reported alcohol use in 1.3% of 
their psoriasis patients, based on a conservative cohort 
representation. By contrast, Rifaioglu and Özarmağan (8) 
found an alcohol use rate of 19.2%. In our study, 7% of 
the patients were using alcohol.

Psoriasis is a clinically heterogeneous disease. Plaque 
psoriasis (23) and lichen planopilaris (24) are the most 
common clinical types, accounting for 70-80% of cases. 
In our study, most patients had the plaque-type. Topal et 
al. (10) reported the plaque-type in 74% of their patients, 
the guttate type in 23.5%, the generalized pustular type 
in 3%, and the palmoplantar type in 2%. Turan et al. (7) 
reported the plaque-type in 73.7% of their patients, the 
guttate type in 14.5%, the palmoplantar type in 7.6%, 
the inverse type in 2.8%, and the generalized pustular 
type in 0.4%. In our study, 80.2% of the patients had 
plaque-type lesions, 23.4% had guttate lesions, 9.4% had 
palmoplantar lesions, and 6.7% had inverse involvement, 
in conformity with the literature.

Joint involvement has been reported in 4.1-40% of 
patients with psoriatic skin lesions (5,6,22,25,26). Turan et 
al. (7) found joint involvement in 14.5% of their patients, 
whereas Gamonal et al. (24) found joint involvement in 
24.3% of their patients. In our study, joint involvement 
accompanied skin lesions in 24.2% of the patients, 
and the presence of joint involvement was verified by 
rheumatology consultation. Topal et al. (10) reported a 
higher frequency of joint involvement in patients with 
PASI scores greater than 10 (16.1%) than in those with 
PASI scores less than 10 (8%) (p=0.024). In our study, joint 
involvement was more common in patients with severe 
disease, as reported in the literature (p=0.010).

Nail involvement has been reported at rates between 
16% and 62.1% in studies conducted in our country (4-
11). In our study, nail involvement occurred in 58.1% of 
the patients, in accordance with the literature. Rifaioglu 
and Özarmağan (8) found nail involvement in 55.9% of 
their patients, whereas Kundakci et al. (4) found a rate of 
16%. Ferrándiz et al. (12) reported a significant relationship 
between nail involvement and joint involvement. In our 
study, the rate of nail findings was higher in patients with 
joint findings than in those without joint findings, and the 
difference was statistically significant [p=0.009 OR: 1.62 
(95% CI 1.09-2.40)]. In the literature, the most common 
nail finding was reported as pitting (17.7-20.8%) and the 
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second as onycholysis (15.3%) (7,8). In our study, 47.4% 
of the patients had pitting and 21.8% had onycholysis, 
which is in agreement with the literature. The nail finding 
associated with joint involvement was onycholysis in this 
study (p=0.004, OR: 1.86, 95% CI 1.22-2.85).

Psoriasis is a systemic inflammatory disease and 
can be accompanied by several comorbidities, such as 
hypertension, diabetes, dyslipidemia, coronary artery 
disease, and metabolic syndrome. A large-scale study 
conducted in the USA reported that 27% of patients with 
psoriasis also had dyslipidemia and 25% had hypertension 
(25). Cohen et al. (26) compared 12,502 patients with 
psoriasis with 24,285 control participants and found 
hypertension in 38.8% (p<0.01) of the psoriasis group. 
Turan et al. (7) reported comorbidities in 30.6% of their 
patients, and Aykol et al. (6) found comorbidities in 11.8% 
of their patients. In our study, 34.7% of the patients had 
a comorbid disease, in agreement with previous studies.

Another striking finding of our study was that 6% 
of the patients had comorbid thyroid diseases, which 
are typically reported at a rate of 3.2% in the general 
population (27). A previous study also indicated a high 
prevalence of thyroid diseases in psoriasis patients, at 
9.1%. This situation was especially attributed to the 
production of IL-17 and IL-23 cytokines, which play an 
important role in the pathogenesis of both psoriasis and 
autoimmune thyroiditis (28).

Systemic treatment options for patients who fail to 
respond adequately to topical or phototherapy treatments 
can include methotrexate, acitretin, cyclosporine, and 
biological therapies. Topal et al. indicated that the most 
common systemic drugs used by patients with psoriasis 
were acitretin (18%), methotrexate (15.7%), and 
cyclosporine (5.2%) (10). Aksoy and An (11) reported 
that methotrexate (24.5%) was the most frequently 
administered systemic treatment. In our study, 53.3% 
of the patients received methotrexate, whereas only 
19.7% received biological treatments. The more frequent 
preference for methotrexate, one of the conventional 
agents, in our country may be related to the lack of acitretin 
or cyclosporine as treatments in the market in 2018-2019.

Study Limitations

One limitation of our study was its retrospective 
design, as some data was missing. Another was that, 
since the comorbidities consisted of file data filled in 
by reviewing the patient’s history, concomitant but not 
diagnosed diseases could have been missed. Confirming 
this possibility will require further studies in which patients 
are prospectively investigated for a wide range of possible 
accompanying diseases.

The strengths of our study are that it includes the 
current rates of use of biological treatments, detailed 

analysis of the relationship between subdistribution of nail 
findings and joint involvement, and includes extensive file 
data of psoriasis patients.

Conclusion
Since psoriasis is a chronic disease, real-life experience 

data takes on great importance. In this study, we presented 
the general demographics and clinical characteristics of 
patients with psoriasis. We observed that thyroid diseases 
are not uncommon in psoriasis patients. Our results 
also indicate that psoriasis starts earlier in women and 
in patients with a family history of psoriasis. The risk of 
joint involvement appears to be higher in patients with 
a PASI value of over 10, as well as in patients with nail 
involvement, especially with signs of onycholysis. It is 
seen that the course of the disease is progressive in 
approximately half of the patients, and that it progresses 
with remissions and exacerbations in more than one third 
of the patients.
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