


Psoriasis Vulgaris in Libyan Patients: Demographic Characteristics, Disease Severity, and Body Mass Index

Abstract:
Background: Psoriasis is a common chronic inflammatory skin disorder mainly driven by T-lymphocyte activity. It is characterized by sharply demarcated, scaly, and indurated erythematous plaques, commonly affecting the extensor surfaces, scalp, nails, genital area, and lumbosacral region.
Aim of the Study:
1. To analyze the demographic characteristics of psoriasis patients in Ajdabia, Libya.
2. To evaluate disease severity using the Psoriasis Area and Severity Index (PASI) and to assess patients’ Body Mass Index (BMI).
Materials and Methods: This prospective cross-sectional study included 64 patients clinically diagnosed with psoriasis vulgaris who attended the dermatology outpatient clinic at Ejdabia Hospital. Written informed consent was obtained from all participants. Detailed medical histories were recorded, including disease onset, symptoms, affected sites, family history, and triggering or aggravating factors. Each patient underwent a thorough dermatological examination. Disease severity was assessed using the Psoriasis Area and Severity Index (PASI). Body Mass Index (BMI) was calculated using standard formulae.
Statistical Analysis: Data were analyzed using the Statistical Package for the Social Sciences (SPSS) version 18. Descriptive statistics, including mean and standard deviation, were reported. The Chi-square test was used to compare categorical variables, with a p-value < 0.05 considered statistically significant.
Results: Patients’ ages ranged from 7 to 71 years, with a mean age of 36.7 years. The most represented age group was 21–40 years (32.8%), followed by 41–60 years (28.1%). Females were more common in the under-20 age group, while males predominated in those over 60. Overall, males slightly outnumbered females (53.6%). Plaque-type psoriasis was the most common clinical presentation (68.7%), followed by scalp involvement (14%). In 54% of cases, disease duration ranged from 1 to 5 years. A positive family history was noted in 53.1% of patients. PASI scores indicated moderate disease severity (score 6–10) in 67.1% of patients, while 12.3% had severe psoriasis. Most patients had a normal BMI, whereas 29% were classified as overweight.
Conclusion: The mean age of patients was 36.7 years, and more than half had a positive family history of psoriasis. Moderate disease severity was most commonly observed. PASI remains the standard tool for assessing psoriasis severity, particularly in clinical trials. Monitoring BMI is essential, as obesity is an independent risk factor that may influence disease progression and treatment outcomes.
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Introduction:
Psoriasis is a common, chronic, immune-mediated inflammatory skin disease primarily driven by T-lymphocyte dysfunction. Clinically, it is characterized by scaly, well-demarcated, indurated erythematous plaques typically located on extensor surfaces, scalp, nails, genitalia, and the lumbosacral region (1, 2). It is a multifactorial disorder influenced by both intrinsic and extrinsic factors. Genetic susceptibility plays a significant role, especially in early-onset cases (under 40 years), where a family history is frequently observed (3, 4). Psoriasis is widely recognized as a systemic disease with polygenic inheritance and is often triggered or exacerbated by various environmental and behavioral factors (5).
Globally, psoriasis affects approximately 125 million people (6, 7). In about 30% of cases, joint involvement occurs, leading to psoriatic arthritis—a potentially disabling manifestation of the disease (8). Psoriasis affects both children and adults, with no definitive sex predilection, although females and individuals with a family history may experience earlier onset (9, 10). The disease demonstrates a bimodal age distribution: 30–39 and 60–69 years in men, with onset occurring approximately a decade earlier in women (11).
Recent global epidemiological analyses, including large multicenter studies, have confirmed the substantial worldwide burden of psoriasis across all age groups, including young adults (12, 13). Regional studies have also demonstrated significant variability in disease patterns. For example, Egyptian studies have reported notable functional disabilities among psoriasis patients and distinct clinicodemographic features in the local population (14, 15).
While psoriasis can develop at any age, it is more prevalent in adults. A global systematic review reported a prevalence ranging from 0.5% to 11.4% in adults and 0% to 1.4% in children (16). Overall, it is estimated that around 60 million people worldwide are affected, with higher prevalence in high-income and aging populations (6, 11). Interestingly, prevalence also correlates with geographic location. Populations living closer to the equator (e.g., Egypt, Tanzania, Sri Lanka, and Taiwan) have lower prevalence compared to those in more distant regions such as Europe and Australia (4, 9, 17).
Evaluating the severity of psoriasis relies on both patient-reported outcomes and objective clinical tools. Among these, the Psoriasis Area and Severity Index (PASI) remains the gold standard. PASI scores quantify lesion severity and body surface area involvement, with treatment goals often targeting PASI 75, PASI 90, or PASI 100 responses (18). Additional research has refined PASI evaluation methods, including flow-cytometry-based objectivization of lymphocyte subsets (19) and evidence demonstrating that PASI assessment of a single body region may reliably reflect overall PASI 75/90 therapeutic responses (20). Furthermore, psoriasis affecting special areas (e.g., scalp, nails, genital regions, intertriginous sites) has gained increasing clinical attention due to its unique burden and management challenges (21).
Body Mass Index (BMI) is among the most widely used indicators for assessing body weight relative to height. Evidence supports a strong association between psoriasis and obesity-related comorbidities, including type 2 diabetes mellitus, hypertension, ischemic heart disease, and hyperlipidemia (22). Adipose tissue in obese individuals secretes proinflammatory cytokines and adipokines such as TNF-α, IL-6, leptin, and chemokines, which contribute to chronic systemic and cutaneous inflammation (22, 23). Leptin enhances T-cell activation and TNF-α production, thereby amplifying psoriatic inflammation (23). Another adipokine, resistin, produced by visceral fat macrophages, is associated with insulin resistance and has been linked to increased psoriasis severity (22).
Given these associations, obesity is increasingly recognized as an independent risk factor for the onset, persistence, and severity of psoriasis (24, 25). Recent studies further confirm that elevated BMI is strongly associated with severe psoriasis phenotypes (26) and demonstrate significant correlations between BMI, blood pressure, and psoriasis severity (27).

Aim of the Study:
General Objective
To comprehensively assess the demographic characteristics and clinical severity of psoriasis among patients attending the dermatology outpatient clinic in Ajdabia, Libya.
Specific Objectives
1. To determine the demographic profile of psoriasis patients (including age, sex, and disease duration) attending the dermatology clinic in Ajdabia, Libya.
2. To evaluate psoriasis severity using the Psoriasis Area and Severity Index (PASI) score in the study population.
3. To measure Body Mass Index (BMI) among the included patients and explore its distribution within the cohort.


Materials and Methods:
This prospective cross-sectional study included 64 patients clinically diagnosed with psoriasis vulgaris. All patients attended the dermatology outpatient clinic at Ejdabia Hospital. Informed written consent was obtained from all participants. Each patient underwent a detailed history-taking, including disease onset, symptoms, affected sites, family history, and known precipitating or aggravating factors, and underwent a thorough dermatological examination. Disease severity was assessed using the Psoriasis Area and Severity Index (PASI), and BMI was calculated from patients’ weight and height recorded on a standardized form.
Inclusion Criteria:
· Clinically diagnosed psoriasis (any type, e.g., plaque, guttate, or scalp).
· Patients of all ages and both sexes.
· Willingness to participate and provide informed consent.

Exclusion Criteria:
· Patients with chronic liver, kidney, or gastrointestinal disorders.
· Pregnant or lactating women.
Data were analyzed using SPSS version 18 for Windows. Descriptive statistics, including mean, standard deviation, median, and mode, were calculated as appropriate. The Chi-square test was used to compare variables between genders, and a p-value < 0.05 was considered statistically significant.


Results:
The study included 64 patients aged between 7 and 71 years, with a mean age of 36.7 years. The most represented age group was 21–40 years (32.8%), followed by 41–60 years (28.1%) (Figure 1). Females were more prevalent in the under-20 age group, whereas males were more common in those over 60. Overall, males slightly outnumbered females (53.6%) (Figure 2).
Clinically, plaque-type psoriasis was the most common presentation (68%), followed by scalp psoriasis (14%) (Table 1). In terms of disease duration, 54% of patients had psoriasis for 1–5 years (Table 2). A positive family history was noted in 53.1% of cases.
PASI score analysis revealed that 67.1% of patients had moderate psoriasis (PASI 6–10), while 12.3% had severe disease (Figure 3). BMI measurements showed that the majority had normal BMI, although 29% were categorized as overweight (Figure 4). (Figure 5) displays a case of severe psoriasis vulgaris, while (Figure 6) illustrates palmoplantar psoriasis.


Figure 1: Age group distribution of patients.




Figure 2: Gender distribution of patients.



Table 1: Distribution of patients according  to the clinical type of Psoriasis.
	Psoriasis type
	Plaque Psoriasis
	Gutatte
Psoriasis
	Scalp
Psoriasis
	Palmoplantar
Psoriasis

	No.
	44 ( 68.7% )
	6 (9.3% )
	9 (14 % )
	5 (7.8% )
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Table 2:  Distribution of patients according  to duration.
	Duration
	< 1 year
	1-5 years
	6-10 years
	11-15 years

	No. (%)
	8 ( 12.5% )
	35 (54.6% )
	12 (18.7% )
	9 (14% )








Figure 3: Distribution of patients according  to the severity of psoriasis.




Figure 4: Distribution of the patients according  to BMI.
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Figure. 5: Extensive ( Severe ) plaque psoriasis involving lower extremities.
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Figure 6: Palmoplantar psoriasis.
Discussion:
Psoriasis is a chronic, non-infectious, immune-mediated systemic condition influenced by both polygenic inheritance and environmental triggers (1,3). Its pathogenesis involves increased antigen presentation by antigen-presenting cells (APCs), which activate T lymphocytes. This activation stimulates the release of pro-inflammatory cytokines such as interferon-γ, interleukin-2 (IL-2), and tumor necrosis factor-alpha (TNF-α), particularly from Th1 cells. These cytokines drive the inflammatory cascade in the epidermis, leading to the formation of thickened, scaly plaques (1, 3).
Globally, the prevalence of psoriasis is estimated to range from 1% to 4%, with regional variation in occurrence. In the United States, approximately 2% of the population is affected (1, 3). Despite being a worldwide condition, the incidence of psoriasis differs across regions. For example, epidemiological data indicate an incidence as low as 31.4 per 100,000 person-years in Eastern Europe (Russia) and as high as 521.1 per 100,000 person-years in Western Europe (Germany) (27, 28). Additionally, a study by Kubanova et al. documented a slight decline in psoriasis incidence in Russia, from 69.8 to 65.0 per 100,000 person-years between 2010 and 2016 (27).
Only two long-term studies one from Italy (7 years) and one from the United States (30 years) have examined the incidence of psoriasis in pediatric populations (29, 30). In contrast, psoriasis remains relatively rare in Africa, particularly in West Africa. Prevalence rates range from 1.9% to 3.5% in East African nations such as Kenya, Uganda, and Tanzania but are significantly lower in West African countries, including Nigeria, Ghana, Mali, and Angola, where reported rates range from 0.025% to 0.9% (31, 32, 33). 
In Australia, psoriasis prevalence varies between 0.3% and 2.5% (34). Interestingly, the disease appears to be absent or extremely rare among full-blooded Australian Aborigines. A large survey of approximately 3,000 individuals across central, northern, and southern Australia did not document a single case of psoriasis (35).
Plaque psoriasis is the most prevalent clinical variant globally. For example, studies report its occurrence in 62.9% of cases in Ethiopia (36), 84.1% in Egypt (37), 88.1% in Nigeria (31), 89% in Australia (38), 89.5% in Russia (39), 97.4% in Japan (40), and 97.06% in China (41). Furthermore, research has shown that all-cause mortality among psoriasis patients is approximately 20% higher than in individuals without the disease. In our prospective cross-sectional study conducted in Ejdabia, Libya, the mean patient age was 37.2 years. The most commonly affected age groups were 21–40 years and 41–60 years, with fewer patients above the age of 60. These findings align with international literature, which indicates that psoriasis can develop at any age, including infancy and advanced age (1). Epidemiological studies also suggest a bimodal age of onset, typically peaking at 20–30 and 50–69 years (42, 43), while some data indicate peaks at 30–39 and 60–69 years (44). Although psoriasis affects both sexes equally, it is reportedly more common among non-Hispanic white populations (42, 43).
Variations in the prevalence of psoriasis between males and females have been reported across different studies. Some research indicates a nearly equal distribution between the sexes (1, 31), with one study noting a prevalence of 0.12% in men and 0.11% in women (10). Conversely, other studies have identified a higher prevalence in men; for example, one report suggested that psoriasis is twice as common in males compared to females (1, 2). 
In our study, psoriasis was slightly more prevalent in males (53.6%) than in females, aligning with findings from previous studies conducted in countries such as China and India. Notably, females were more frequently affected in the under-20 age group, whereas males were more represented in the over-60 age group.
Psoriasis vulgaris is the most common clinical form, accounting for approximately 80% to 90% of all psoriasis cases (9). Research has shown that the heritability of psoriasis is significantly elevated in first-degree relatives, with a prevalence of 4.6% approximately 22 times higher than in the general population (0.21%) (1, 2 ,3).
A 2012 study found that 28% of individuals with psoriasis had a positive family history, representing nearly 13 times the population average (22, 31). Another report indicated that 29.4% of psoriasis vulgaris patients had affected family members, and those with psoriatic parents often experienced an earlier onset than those with unaffected parents. Heritability rates were estimated at 71% for first-degree relatives and 37% for second-degree relatives (28). In the present study, a positive family history was noted in 53.1% of patients higher than rates documented in previous studies.
The Psoriasis Area and Severity Index (PASI) remains the gold standard for assessing psoriasis severity in clinical trials and practice. It combines the assessment of lesion severity (erythema, induration, and desquamation) with the percentage of affected body surface area across four regions: head, trunk, upper limbs, and lower limbs. The total score ranges from 0 to 72, with higher scores indicating more severe disease (14, 17, 25, 26). 
Standard thresholds typically classify psoriasis as: 
- Mild: PASI < 6  
- Moderate: PASI 6–10  
- Severe: PASI > 10  
PASI 75, PASI 90, and PASI 100 are widely used treatment response benchmarks, referring to 75%, 90%, and 100% improvement from baseline, respectively.
In our study, PASI scores revealed that 67.1% of patients had moderate psoriasis (score 6–10), while 12.3% had severe disease (18, 19, 45).
Obesity has been consistently linked to psoriasis in numerous large-scale studies conducted across Europe and the United States. Even after adjusting for confounding variables such as age, sex, and race, individuals with psoriasis have been found to exhibit significantly higher body mass index (BMI) values compared to those without the condition. This elevated BMI is also associated with an increased risk of cardiovascular comorbidities in psoriatic patients (21, 22). An observational study involving 147 adults with plaque psoriasis reported that 39.46% of participants were overweight and 37.41% were obese, highlighting a strong predisposition among psoriatic individuals toward abnormal body weight. Furthermore, 77% of patients with psoriatic arthritis in the same study were either overweight or obese. Correlation analysis revealed that increased BMI significantly influenced psoriasis severity, as evidenced by a positive association with PASI scores (R = 0.23, p = 0.016) and body surface area (BSA) involvement (R = 0.21, p = 0.023), particularly when compared to individuals with normal BMI (21, 22, 46). In the current study cohort, the majority of patients had a normal BMI, while 29% were classified as overweight.

Conclusion:

The Psoriasis Area and Severity Index (PASI) remains the gold standard for evaluating disease severity and is commonly used as a key efficacy endpoint in clinical trials for moderate-to-severe psoriasis. 
Additionally, dermatologists should place greater importance on monitoring BMI as part of managing psoriasis, recognising obesity as an independent risk factor that can influence disease progression and treatment outcomes.
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