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Abstract

Introduction: Concomitant onset of active systemic lupus erythematosus (SLE) and psoriasis is rare; however,
due to the common skin involvement in both and exacerbation of psoriasis with antimalarial medications
used for SLE, it is crucial to investigate the concomitant occurrence of both diseases.

Objectives: The present study aims to investigate the incidence of psoriasis in people with active SLE.
Patients and Methods: The present cross-sectional study was performed on 148 patients with active SLE from
2015 to 2017. Lupus activity was evaluated based on systemic lupus erythematosus disease activity index-
2K (SLEDAI-2K), and then, the incidence of psoriasis in patients was investigated. Patients’ demographic
information was recorded in the relevant checklist.

Results: The mean score of SLEDAI-2K was 14.10+19.77. The duration of SLE was significantly associated
with the SLEDAI-2K score (P=0.001, r = 0.294). Psoriasis incidence was remarkably correlated with the
gender of patients with SLE (P=0.019). An insignificant association was found between the coincidences of
SLE with psoriasis considering the factors, including age, SLE duration, and mean SLEDAI-2K score.
Conclusion: Patients’ mean age, SLE duration, and disease activity score were not correlated with
concomitant psoriasis among SLE patients; however, we found that males were more prone to concomitant
SLE and psoriasis.

Introduction

The systemic lupus erythematosus (SLE)
is an autoimmune disease with unknown
etiology; however, systemic inflammatory
processes are prominent in this disorder to
the extent that it involves several organs of
the body. In this term, antibodies against
the nucleus and cytoplasm of cells have
been investigated to play a significantly
destructive role in multiple organs such
as the kidneys, heart, central nervous
system, musculoskeletal system, and
skin. SLE is associated with periods of
relapses and remissions (1,2). Like most
major autoimmune diseases, lupus is more
common in young women of childbearing
age, but its severity is not necessarily
related to gender (3). SLE is associated with
several complications, including secondary
thrombosis, antiphospholipid syndrome,
carditis, pneumonia, hypertension, major
adverse cardiovascular events, inflammation,

Key point

In a study on 148 patients with active systemic lupus
erythematosus (SLE), we found, the mean age of SLE
patients, the duration of lupus, and the mean score
of lupus activity were not associated with psoriasis
coexistence, while SLE males were significantly more
affected by psoriasis concomitantly as compared to
females.

and infection of the brain; thus, the relapses
may cause catastrophic complications (4).
Ultraviolet light (sunlight), medications,
some chemicals, viruses, hormonal factors,
genetics, and infections (5) are among the
factors associated with lupus recurrences.
Various studies have shown that 15%-72%
of patients with SLE develop skin lesions
including malar rash, mucous membrane
lesions, alopecia, nonspecific rashes, nail
infections, pigment changes, swelling of the
limbs and dry skin, Raynaud’s phenomena,
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chronic discoid lesions and blisters, swelling around the
eyes, urticaria, palmar erythema, vasculitis of the skin,
chilblain, psoriasis form lesions and livedo reticularis
(6,7).

Searching the literature has shown that autoimmune
disorders have the potential of overlapping; for instance,
psoriasis like lupus is associated with skin and joint
involvement that may overlap with SLE. Psoriasis is one
of the most common skin diseases worldwide, with an
estimated global prevalence of 0.5% to 4.6%. Recent
studies have shown that about 2.6% of the population in
northern Europe and Scandinavia has psoriasis, and it is
also the most common autoimmune disorder in the United
States, while it is scarce in Japan. Psoriasis is a chronic
inflammatory skin disease involving the immune system in
which inflamed, thick, gray, scaly, sometimes itchy patches
of skin appear, and the lesions may be burning or painful
(8-10). Etiologically psoriasis is a multifactorial disease in
which hereditary factors have a significant role. Numerous
genetic studies have proven the role of heredity, but there
are many environmental factors in the development of
psoriasis. The most prominent factors associated with
psoriasis are infections, physical injuries, medications,
mental, hormonal, and metabolic factors. Although
the association of psoriasis with the activity of some
underlying diseases such as lupus has been investigated,
limited numbers of studies have identified significant
relationships between the severity of lupus and psoriasis.
In addition, the results of these studies are controversial
and there is no comprehensive report in this regard (9, 11).

Objectives

The coincidence of rheumatologic diseases can help better
investigate the pathogenesis of the diseases and may impact
on the therapeutic approach used for the treatments
because of different indications and contraindications
related to each of the disorders. Due to the inadequate
information about the correlation of psoriasis with SLE
and its severity, the present study is aimed to investigate
this correlation.

Patients and Methods

Study design

The present cross-sectional study was performed on 148
patients with active SLE who referred to Al-Zahra and
Noor clinics (affiliated to Isfahan University of Medical
Sciences) from January 2015 to March 2017.

The patients with the diagnosis of SLE based on the
American College of Rheumatology (ACR) criteria
(12), whose disease was in the active course based on
the SLEDAI-2K scoring criteria and presented their
willingness to participate in the study were included.
Additionally, those patients whose SLE was in remission
to the SLEDAI-2K scoring criteria and patients who were
unable to track psoriasis for any reason were excluded
from the study.

The required information was provided for the
participants as well as reassurance for the confidentiality
of their personal information, and written consent was
obtained.

The necessary tests were taken to determine the
SLEDAI-2k. The activity of lupus disease was determined
by the SLEDAI-2K scoring system by a skilled target
rheumatologist.

The active SLE was defined as the least of a four or an
eight score out of 105 points in the SLEDAI-2K scoring
system (13).

Patients were then referred to a dermatologist to assess
the presence of psoriasis clinically, and those with clinical
relevance to psoriatic lesions referred for biopsy and
pathological confirmation to confirm the diagnosis of
psoriasis (14).

Ethical issues

The research followed the tenets of the Declaration of
Helsinki. The Ethics Committee of Isfahan University of
Medical Sciences approved this study. The institutional
ethical committee at Isfahan University of Medical Sciences
approved all study protocols (#irmui.rec.1396.3.180).
Accordingly, written informed consent was taken from
all participants before any intervention. This study was
extracted from the M.D thesis of Ali Safae at this university
(Thesis #396180).

Data analysis

The collected data were entered into the Statistical Package
for Social Sciences (SPSS) version 22. The descriptive data
were presented in mean, standard deviation, absolute
numbers, and percentages. Chi-square test, ¢ test, Fisher’s
exact test, analysis of covariance (ANCOVA), and
regression were used for analytics. Accordingly, P value of
less than 0.05 was considered as a significant level.

Results

In the present study, 148 patients with active SLE according
to SLEDAI-2K criteria, including six men (4.05%) and 142
women (95.94%) were examined. The mean age of the
subjects was 37.65 + 12.29 years, and the duration of their
diagnosis was 5.42 +3.60 years.

The mean score of SLEDAI-2K was 19.77+14.10.
According to the findings of the present study, among
the patients examined, 6 (4.1%) individuals had psoriasis,
among which 2 (33.33%) patients were male, and 4
(66.66%) ones were female (P=0.019) (Table 1).

The duration of lupus was not associated with psoriasis
(P=0.316). Besides, the t test showed that the mean
SLEDAI-2K score was not significantly associated with
psoriasis (P=0.295) as well as the patients” age (P=0.08).

Further investigations revealed that the longer duration
of lupus had a significant direct correlation with the
SLEDAI-2K score (r = 0.294, P=0.001).
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Table 1. The association of active lupus with psoriasis in patients studied

Occurrence of psoriasis

Yes No P value
Gender 0.019
Male 2 4
Female 4 138
Duration of lupus (year) 5.60+3.68 5.33+3.58 0.316
Average age (year) 40.04£11.50 36.22+12.58 0.08

Average SLEDAI-2k score 14.93+£11.98 22.55+14.57 0.295

Discussion

Autoimmune diseases can overlap and may concurrently
be detected in a patient, depending on the underlying
mechanism. The devastating activity of circulating
immune complexes seems to play a major role in SLE,
whereas no specific etiology for psoriasis has been
raised yet. Although most of the studies have identified
psoriasis as a result of T-cell activity, some studies have
shown the role of antibodies in the pathogenesis of this
disorder. In other words, some studies have shown the
role of interleukins in psoriasis that stimulate cytotoxic
cells (T-helper type-1) and (T-helper type-2), and these
cytokines are the common point found in both lupus and
Psoriasis (15-17).

It is crucial to investigate the concomitant occurrence
of lupus and psoriasis from two perspectives, one in
which up to 72% of lupus patients present various skin
manifestations, which are also the chief complaints of
psoriatic patients (6). On the other hand, antimalarial
drugs, which are the gold standard treatment for SLE can
exacerbate or recur skin involvement in psoriasis (9,11).
The present study examined the occurrence of psoriasis in
patients with active lupus for the first time.

In the previous reports, the gender distribution of lupus
was significantly higher among the female population, and
even ratios of 9 to 1 have been reported (3,18). In our study,
the proportion of female patients with active lupus was 23
times higher than males. This higher ratio may be due to
the higher number of women seeking follow-up compared
to men, or the period in which the disease is active in
the female population. In the present study, 148 people
with active disease were evaluated after the elimination
of patients with lupus in remission course. Among those
surveyed, lupus activity had a significant association with
the duration of the disease, and those patients who had
SLE for a more extended period had a higher SLEDAI-
2K score. Among patients with active lupus, 4.1% had
psoriasis concurrently. The findings of our study showed
that despite the higher proportion of females with
concomitant psoriasis, there was a significant relationship
in the distribution of psoriasis in male patients with SLE.
Considering that the present study was performed on
patients with active lupus, the obtained results can be
evaluated due to the activity of lupus or small statistical
population. Therefore, more extensive studies are strongly
recommended.

Psoriasis in patients with SLE

Varada and colleagues, as well as Bethelot et al, presented
a considerably lower prevalence of SLE and psoriasis
coexistence (10,19).

In a study by Zalla et al, 0.69% of patients with psoriasis
referred with the manifestations of lupus, and 1.1% of the
patients with the documented SLE developed psoriasis, as
well (20).

Furthermore, a study conducted in Canada on patients
with SLE represented that 3.46% of lupus patients showed
symptoms of psoriasis. The study found that the risk of
developing psoriasis among the population of lupus
patients was twice that of the general population. Similar
results have been obtained regarding gender distribution
as psoriasis was more prevalent in the female population.
In contrast to our study, the proportion of female to
male was higher in patients with lupus who did not show
symptoms of Psoriasis (21). Consistent with the Canadian
study and in contrast to ours, Tsai et al reported that the
risk of developing lupus among psoriatic patients was up
to 6-fold more than the general population, with a higher
probability among females (22). Perhaps the findings of
our study were due to the examination of skin lesions in
patients with active lupus or due to the small size of the
studied population, males in particular.

In further evaluations, we found no association between
the age and duration of SLE among the possessed patients
with active SLE who developed psoriasis. Other earlier
studies have not reported an association between the age
of patients with psoriasis (10, 20).

It is noteworthy in our study that no association between
lupus activity and psoriasis was detected. Therefore,
further studies with a larger population are recommended
because the activity of each autoimmune disease may affect
the other. Previous studies have found no link between the
diagnosis of lupus and Psoriasis, as well. In the study by
Tselios et al, the time of lupus onset and the occurrence of
psoriasis was not statistically correlated, however the type
of plaque-type of psoriasis was remarkably higher than the
other types among the population of patients with lupus.

A significant limitation of the current study is the failure
to evaluate the correlation between the types of psoriatic
lesions with SLE-related. Moreover, another weakness of
our study was its cross-sectional design, while a cohort
study not only is methodologically strong but also provides
a condition to assess the efficacy of therapeutic approaches
and effect lupus activity status on the development and
control of psoriasis; however, Tselios and colleagues
represented no correlation between the activity of
psoriasis and SLE activity status or development. A similar
condition was found for SLE, as well (21).

Conclusion

According to our study, the mean age of SLE patients, the
duration of lupus, and the mean score of lupus activity
were not associated with psoriasis coexistence, while
SLE males were significantly more affected by psoriasis
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concomitantly as compared to females. Further studies are
recommended for more definitive results.

Limitations of the study

The small number of studied population is the most
significant limitation of our study. In addition, it is
recommended to design a cohort study in order to improve
the study power and investigate the coincidence of SLE
and psoriasis in course of the disease. Further coincidence
rheumatologic studies are recommended.
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