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Background: Psoriasis is increasingly recognized as a systemic inflammatory 

disorder associated with elevated cardiometabolic risk. This study aimed to 

assess the prevalence and pattern of metabolic abnormalities in patients with 

chronic plaque psoriasis and explore their correlation with disease severity. 

Materials and Methods: A total of 120 adult patients with clinically confirmed 

psoriasis were evaluated in a tertiary care dermatology clinic. Clinical 

parameters, PASI scores, anthropometric indices, and biochemical markers 

including fasting glucose, lipid profile, hs-CRP, serum uric acid, and 

lipoprotein(a) were recorded. Metabolic syndrome was defined using IDF 

criteria. Statistical analysis included Pearson correlation and logistic regression. 

Results: The prevalence of metabolic syndrome was 34.1%. Elevated BMI 

(71.6%), dyslipidemia (51.6%), and hs-CRP (61.6%) were common. PASI 

scores showed significant positive correlation with hs-CRP (r = 0.62, p < 0.01). 

Logistic regression identified BMI (OR 2.14), LDL (OR 1.82), and hs-CRP (OR 

2.36) as independent predictors of metabolic syndrome. 

Conclusion: Psoriasis patients exhibit a high burden of cardiometabolic risk 

factors, even in the absence of overt cardiovascular disease. Routine screening 

and integrated management strategies are essential to mitigate long-term 

systemic complications. 

Keywords: Psoriasis, Metabolic syndrome, Cardiometabolic risk, hs-CRP, 

PASI, Dyslipidemia, Obesity. 
 

 

INTRODUCTION 
 

Psoriasis is a chronic, immune-mediated 

inflammatory skin disorder that affects 

approximately 2–4% of the global population, with 

increasing prevalence in both developed and 

developing countries.[1] Although it primarily 

manifests as erythematous, scaly plaques on the skin, 

psoriasis is now widely recognized as a systemic 

inflammatory condition with significant metabolic 

and cardiovascular implications.[2] 

The pathogenesis of psoriasis involves dysregulation 

of the immune system, particularly the Th1 and Th17 

pathways, leading to elevated levels of pro-

inflammatory cytokines such as tumor necrosis 

factor-alpha (TNF-α), interleukin-6 (IL-6), and 

interleukin-17 (IL-17).[3] These cytokines not only 

drive keratinocyte proliferation but also contribute to 

systemic inflammation, endothelial dysfunction, and 

atherosclerosis.[4] 

Several epidemiological studies have demonstrated a 

strong association between psoriasis and 

cardiometabolic risk factors, including obesity, 

insulin resistance, dyslipidemia, and hypertension.[5] 

Psoriasis patients are also at increased risk of 

developing type 2 diabetes mellitus and ischemic 

heart disease, independent of traditional 

cardiovascular risk factors.[6] These associations are 

not merely coincidental but are believed to stem from 

shared inflammatory pathways and genetic 

predispositions.[7] 

High-sensitivity C-reactive protein (hs-CRP), a 

marker of systemic inflammation, is frequently 

elevated in psoriasis and correlates with disease 

severity.[8] Similarly, lipid abnormalities such as 

elevated low-density lipoprotein (LDL), reduced 

high-density lipoprotein (HDL), and increased 

triglycerides are common in this population.[9] These 

findings suggest that psoriasis may serve as an early 
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clinical marker for metabolic syndrome and 

cardiovascular disease.[10] 

The global burden of psoriasis is further complicated 

by its psychological and social impact. Patients often 

experience reduced quality of life, anxiety, and 

depression, which may indirectly contribute to poor 

lifestyle choices and increased cardiometabolic 

risk.[11] This psychosomatic interplay underscores the 

need for holistic management approaches that 

address both physical and emotional health. 

In India, the dual burden of psoriasis and non-

communicable diseases is particularly concerning 

due to limited awareness and underdiagnosis of 

systemic comorbidities.[12] Most dermatology clinics 

do not routinely evaluate cardiometabolic parameters 

in psoriasis patients, despite growing evidence 

supporting integrated care models. Regional studies 

have reported variable prevalence rates of metabolic 

syndrome in Indian psoriasis cohorts, highlighting 

the need for standardized screening protocols.[13] 

The Psoriasis Area and Severity Index (PASI) 

remains the gold standard for assessing disease 

severity, and recent studies have shown a positive 

correlation between PASI scores and metabolic 

dysfunction.[14] However, most available data are 

cross-sectional or retrospective, limiting the ability to 

understand the temporal relationship between disease 

activity and cardiometabolic risk. 

This study was designed to evaluate the prevalence 

and pattern of cardiometabolic risk factors in patients 

diagnosed with psoriasis in a tertiary care setting in 

Tamil Nadu. By correlating PASI scores with clinical 

and biochemical markers, the aim is to identify early 

predictors of systemic involvement and support the 

need for multidisciplinary management.[15] 

 

MATERIALS AND METHODS 
 

Study Setting and Duration: This study was 

conducted in the dermatology outpatient department 

of a tertiary care hospital in Tamil Nadu, India. Data 

collection spanned a 7-month period from July 2024 

to January 2025. 

Study Population: Patients aged 18 to 65 years with 

a confirmed diagnosis of psoriasis were enrolled. 

Diagnosis was based on clinical evaluation and, 

where necessary, histopathological confirmation. 

Only those with chronic plaque psoriasis were 

included to maintain diagnostic uniformity. 

Inclusion Criteria 

• Adults aged 18–65 years 

• Clinically or histologically confirmed diagnosis 

of chronic plaque psoriasis 

• Willingness to provide informed consent and 

undergo biochemical testing 

Exclusion Criteria 

• Known history of cardiovascular disease, 

autoimmune disorders, or malignancy 

• Current use of systemic immunosuppressants or 

biologic therapy 

• Pregnant or lactating women 

• Patients with active infections or acute 

inflammatory conditions 

Ethical Considerations 

The study protocol received prior approval from the 

Institutional Ethics Committee. All participants were 

informed about the study objectives, procedures, and 

potential risks. Written informed consent was 

obtained from each participant before enrollment, 

ensuring voluntary participation and confidentiality 

of personal health information throughout the study. 

Data Collection Procedures 

Data Collection Procedures 

Each participant underwent a structured clinical 

evaluation and laboratory testing. The following 

parameters were recorded: 

Clinical Assessment 

• Demographics: Age, sex, duration of disease 

• Anthropometry: Height, weight, body mass 

index (BMI), waist circumference 

• Vital Signs: Blood pressure measured using a 

calibrated sphygmomanometer 

• Disease severity is measured by the Psoriasis 

Area and Severity Index (PASI). 

Biochemical Investigations 

• Fasting Blood Glucose 

• Lipid Profile: Total cholesterol, LDL, HDL, 

triglycerides 

• High-Sensitivity C-Reactive Protein (hs-CRP) 

• Serum Uric Acid 

• Lipoprotein(a) 

All blood samples were collected after an overnight 

fast of 8–10 hours and analyzed in the hospital’s 

central laboratory using standardized protocols. 

Definition of Cardiometabolic Risk Factors 

• Obesity: BMI ≥25 kg/m² (Asian criteria) 

• Hypertension: Systolic BP ≥140 mmHg or 

diastolic BP ≥90 mmHg 

• Dyslipidemia: LDL ≥130 mg/dL, HDL 3 mg/L 

• Metabolic Syndrome: Defined using 

International Diabetes Federation (IDF) criteria 

Statistical Analysis 

Data were entered into Microsoft Excel and analyzed 

using SPSS version 26.0. DDemographic and clinical 

factors were summarized using descriptive statistics. 

Pearson correlation was applied to assess the 

relationship between PASI scores and hs-CRP levels. 

Logistic regression was applied to ascertain 

independent predictors of metabolic syndrome. A p-

value <0.05 was considered statistically significant. 

 

RESULTS 

 

Demographic and Clinical Characteristics: A total of 

120 patients diagnosed with chronic plaque psoriasis 

were included. The mean age was 42.6 ± 10.4 years, 

with a male-to-female ratio of 1.7:1. The average 

disease duration was 5.8 ± 2.3 years. The mean PASI 

score was 11.2 ± 3.6, with 38% of patients classified 

as having moderate-to-severe disease (PASI >10). 
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Table 1: Clinical and Biochemical Profile of Study Participants (n = 120) 

Parameter Mean ± SD / n (%) 

Age (years) 42.6 ± 10.4 

Male: Female 76: 44 (63.3%: 36.7%) 

Duration of psoriasis (years) 5.8 ± 2.3 

PASI score 11.2 ± 3.6 

BMI ≥ 25 kg/m² 86 (71.6%) 

Waist circumference (elevated) 72 (60.0%) 

Hypertension 55 (45.8%) 

Fasting blood glucose ≥ 100 mg/dL 46 (38.3%) 

LDL ≥ 130 mg/dL 62 (51.6%) 

HDL (low) 48 (40.0%) 

Triglycerides ≥ 150 mg/dL 50 (41.6%) 

hs-CRP > 3 mg/L 74 (61.6%) 

Serum uric acid > 7 mg/dL 32 (26.6%) 

Lipoprotein(a) > 30 mg/dL 28 (23.3%) 

Metabolic syndrome (IDF criteria) 41 (34.1%) 

 

Correlation Analysis: Pearson correlation showed a 

significant positive relationship between PASI score 

and hs-CRP (r = 0.62, p < 0.01). BMI and LDL also 

showed moderate correlations with PASI. 

 

Table 2: Correlation Between PASI Score and Cardiometabolic Markers 

Variable Correlation Coefficient (r) p-value 

hs-CRP 0.62 < 0.01 

BMI 0.48 < 0.01 

LDL 0.44 0.03 

Fasting glucose 0.39 0.04 

Triglycerides 0.36 0.05 

 

Regression Analysis: Binary logistic regression was 

performed to identify independent predictors of 

metabolic syndrome among psoriasis patients. 

Variables included in the model were BMI, LDL, hs-

CRP, and PASI score. 

 

Table 3: Logistic Regression Predicting Metabolic Syndrome 

Predictor Variable Odds Ratio (OR) 95% CI p-value 

BMI ≥ 25 kg/m² 2.14 1.21 – 3.62 0.01 

LDL ≥ 130 mg/dL 1.82 1.09 – 3.04 0.03 

hs-CRP > 3 mg/L 2.36 1.34 – 4.15 0.002 

PASI > 10 1.67 0.95 – 2.94 0.07 

 

Interpretation: Elevated BMI, LDL, and hs-CRP 

were statistically significant predictors of metabolic 

syndrome. PASI score showed a trend toward 

significance but did not reach statistical threshold. 

 

DISCUSSION 

 

This study highlights a significant burden of 

cardiometabolic risk factors among patients 

diagnosed with chronic plaque psoriasis. The 

prevalence of obesity (71.6%), dyslipidemia (51.6% 

with elevated LDL), and hypertension (45.8%) 

observed in our cohort aligns with global trends that 

position psoriasis as a systemic inflammatory 

condition rather than a purely dermatological 

disorder.[1] 

The positive correlation between PASI scores and hs-

CRP levels (r = 0.62, p < 0.01) reinforces the role of 

systemic inflammation in driving both cutaneous and 

metabolic manifestations. Elevated hs-CRP, a 

surrogate marker for cardiovascular risk, was present 

in over 60% of patients, suggesting that even 

moderate disease severity may be associated with 

subclinical atherosclerosis. 

Our findings are consistent with those of Mehta et al., 

who reported increased cardiometabolic risk in 

psoriasis patients independent of traditional risk 

factors. Similarly, Armstrong et al. demonstrated that 

psoriasis patients have a higher incidence of 

metabolic syndrome, particularly when disease 

severity is high. In our study, 34.1% of patients met 

the IDF criteria for metabolic syndrome, with central 

obesity and dyslipidemia being the most prevalent 

components. 

Logistic regression analysis identified elevated BMI, 

LDL, and hs-CRP as independent predictors of 

metabolic syndrome. These results underscore the 

importance of routine screening for cardiometabolic 

parameters in dermatology clinics. Interestingly, 

while PASI score showed a trend toward significance 

(OR 1.67, p = 0.07), it did not emerge as an 

independent predictor, suggesting that systemic 

inflammation may precede or parallel cutaneous 

severity. 

The high prevalence of dyslipidemia and impaired 

fasting glucose in our cohort supports the hypothesis 

that psoriasis shares pathogenic mechanisms with 

insulin resistance and lipid metabolism disorders. 

Chronic inflammation mediated by TNF-α and IL-17 
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may impair insulin signaling and promote hepatic 

lipid synthesis, contributing to the observed 

biochemical abnormalities. 

From a public health perspective, these findings are 

particularly relevant in the Indian context, where 

non-communicable diseases are rising and 

dermatological care often remains siloed. Integrating 

cardiometabolic screening into routine psoriasis 

management could facilitate early intervention and 

reduce long-term morbidity. 

Limitations of this study include its single-center 

design and lack of a control group. However, the use 

of standardized clinical and biochemical assessments 

strengthens internal validity. Future multicentric 

studies with longitudinal follow-up are warranted to 

explore causal relationships and assess the impact of 

systemic therapies on cardiometabolic outcomes. 

 

CONCLUSION 

 

This study reinforces the growing recognition of 

psoriasis as a systemic inflammatory condition with 

substantial cardiometabolic implications. A 

significant proportion of patients exhibited elevated 

BMI, dyslipidemia, hypertension, and raised hs-CRP 

levels, indicating an increased risk for metabolic 

syndrome and cardiovascular disease. The observed 

correlations between disease severity and 

biochemical markers underscore the need for routine 

screening and early intervention. 

Dermatology practice must evolve to incorporate 

cardiometabolic risk assessment as part of 

comprehensive psoriasis management. Identifying 

high-risk individuals through simple clinical and 

laboratory parameters can facilitate timely referrals, 

lifestyle modifications, and preventive care. Future 

research should focus on longitudinal outcomes and 

the impact of systemic therapies on metabolic health 

in this population. 
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