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Psoriasis is a chronic, immune-mediated skin disease which affects a large number of 

people across the globe and is accompanied with keratinocytes hyperproliferation and 

skin inflammation. The management of psoriasis includes a comprehensive plan that 

includes a combination of traditional medicines with other newer strategies to enhance 

outcomes in patients. This report discusses the most widespread methods, including 

topical medications, systemic therapies (like many biologics), as well as phototherapy. 

The use of these treatments has shown to be helpful in resolving clinical symptoms but 

continuous intake of these treatment options can have negative consequences and or 

reduced effectiveness thus making it necessary to look for other options. 

Ethnopharmacological studies are imperative in the search for anti-psoriatic drugs as 

many plants have been shown to have the ability to reduce inflammation and the activity 

of the immune system. Different societies have used these traditional medicinal plants 

such as Aloe vera, Curcuma longa and Silybum marianum to manage psoriasis and the 

bioactive compounds obtained from them have been shown to possess anti-

inflammatory and anti-oxidant properties in recent studies. The purpose of this article is 

to close the gap between traditional treatments and the ethnobotanical approach, while 

calling for deeper investigations of treatments based on plants. 
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INTRODUCTION 

Psoriasis is a skin condition that is inflammatory 

and persistent, characterised by a complicated, 

multivariate aetiology and autoimmune processes. 

Although it can happen at any age, the 50–69 age 

range is the most common [1] Countries' reported 

psoriasis prevalence ranges from 0.09% to [2] and 

11.4% [3] making psoriasis a severe worldwide 

issue Despite not being contagious, psoriasis may 

be a debilitating and disfiguring condition that is 

incurable and can negatively affect a patient's 

quality of life. Some of the common symptoms 

observed in patients with psoriasis include dry 

cracked skin that bleeds or itches, burning itchy 

https://www.ijpsjournal.com/
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thick red skin with silvery-white scales and 

occasionally thick ridged, pitted nails. These 

symptoms are usually found on the elbows, knees, 

scalp, trunk, palms, and soles of the feet. [4] 

Histological characteristics of psoriasis include a 

thinned or missing granular layer, elongated and 

dlated capillaries, suprapapillary thinning, an 

inflammatory infiltration of T cells in the dermis 

and epidermis, and occasionally clusters of 

neutrophils in the parakeratotic scale. One of the 

disease's histological characteristics is acanthosis, 

or thickening of the epidermis. It might be a sign 

of psoriasis if neutrophil clustering is seen 

surrounding pustules or parakeratosis.[5] 

Expression of psoriasis is influenced by the 

interaction of genes and environment. This means 

that exposure to certain drugs, stress, alcohol, 

smoking, infections (especially streptococcal), 

antimalarials, non-steroidal inflammatory agents, 

and, in certain situations, sunlight, can all cause 

the disease to appear before it does.2 Living with 

psoriasis may result in weight gain and obesity, 

which are risk factors and triggers.[6] 

Epidemiology and Global burden  

Psoriasis is a global condition. It impacts all ages 

of men and women worldwide, irrespective of 

their ethnic background [1] According to certain 

research, 75% of psoriasis cases developed before 

the age of 46, with an average age of onset of 33 

years [7] Additionally, there are data points to a 

possible rise in psoriasis prevalence [3]. Numerous 

studies have shown that psoriasis can have a 

significant negative influence on quality of life 

(QoL), even when it only affects a small portion of 

the body (BSA) [8,9,10,11,12]. The Global 

Burden of Disease Study's results indicate that 

there is a significant burden of psoriasis, as per the 

WHO's 2016 assessment on the disease [1]. 

Disability-adjusted life year (DALY) is a common 

statistic used to calculate burden. The total of years 

lost from life (YLLs) and years lived with a 

disability (YLDs) is known as the DALY. One 

year of a healthy life lost is equivalent to one 

DALY. The estimated global average DALY for 

psoriasis in 2010 was 1,050 660, double that of 

acute hepatitis C. [1] Psoriasis patients are more 

likely to experience vascular inflammation and 

subclinical atherosclerosis [13]. In addition, 

compared to healthy people, they have noticeably 

increased blood lipid levels, which include 

triglycerides and total cholesterol [14]. Moreover, 

psoriasis is related with atrial fibrillation and 

stroke, which may be worsened in young 

individuals [15].  The psychological effects of 

psoriasis can be severe. Psoriasis in highly visible 

parts of the such as skin, hands and face, makes 

life extremely tough for patients. Correlated 

psychological issues might impact daily social 

interactions as well as employment. It increases 

the likelihood of sadness, induces anxiety, shame, 

and low self-esteem [16,17]. Psoriasis patients 

report feeling angry or powerless more often than 

other patients, and they also report having thoughts 

of suicide more frequently. 9.7% of the 127 

psoriasis patients in the research said they wished 

they were dead, and 5.5% said they were actively 

considering suicide at the time of the study [18]. 

Pathophysiology  

Psoriasis is inflammatory illness that is caused or 

triggered by T cells. Pathogenesis of psoriasis 

involves T-cell activation, T cell migration, and T 

cell release of cytokines [19, 20]. Inflammatory 

mediators, CD4+ and CD8+ T-cells, and primarily 

invading T-cell markers including IL-2, IL-8, and 

TNF-α receptors are abundant in psoriatic cells, 

leading to hyperproliferation of keratinocytes and 

activation of epidermal cells. In the past, it was 

unclear exactly where psoriasis originated. 

Numerous academic publications have 

demonstrated that cytotoxic CD8+ T lymphocytes 

are more common in psoriatic lesion epidermis, 

while CD4+ cells are more common in psoriatic 

dermis. The surface expression of CD45RO by 

these dermal cells indicates their effectors and 
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memory state in relation to the pathophysiology of 

psoriasis [21,22,23]. Environmental stress, 

microbes, toxins, etc., stimulate the T cell receptor 

by binding to the antigen-presenting cell (APC) of 

major histocompatibility complex (MHC I or II). 

This is followed by the interaction of surface 

molecules on the T cell, such as CD2, with 

leukocyte function associated antigen (LFA)-1 on 

the APC [24]. Ultimately, the production of 

primary signal for psoriasis is the consequence of 

antigen MHC complexes forming with the surface 

of APCs, connection with T cell receptors, and 

engagement with CD4/CD8 co-receptors on T cell 

surface [24]. Secondary signal is initiated by 

interactions between CD40 and CD40L, CD28 and 

CD80, CD28 and CD86, and LFA3 with CD2. 

Both primary and secondary signals are required 

for complete T cell activation. Its activation 

provokes neo-angiogenesis in the dermis and 

proliferation of keratinocyte [24,25]. 

Current Therapies  

For individuals with mild or localised psoriasis, 

topical corticosteroids are frequently the first line 

of treatment. By downregulating inflammatory 

pathways, they function by lowering 

inflammation, preventing cell division, and 

narrowing blood arteries. The selection of 

corticosteroid strength and formulation should be 

dependent on the location of the lesions to avoid 

unwanted effects. In comparison to using them 

separately, combination formulations of 

corticosteroids with vitamin D analogues or 

keratolytic drugs, including halobetasol 

propionate and tazarotene, are frequently more 

effective and have fewer adverse effects [26,27]. 

The mechanism of action of topical vitamin D 

analogues is to promote keratinocyte 

differentiation while blocking keratinocyte 

growth. They don't need to be administered 

heavily unless the patient has renal impairment. 

Burning and irritation are possible side effects, 

however they normally go away with time [28].  

Tacrolimus and pimecrolimus are examples of 

topical calcineurin inhibitors that are mostly used 

to treat psoriatic lesions in the face and 

intertriginous regions. They work by preventing T 

cell activation and preventing the manufacture of 

IL-2 and IFN-. Like topical vitamin D analogues, 

topical calcineurin inhibitors mostly cause burning 

and skin irritation as adverse effects. The chance 

of these adverse effects can be decreased by first 

administering topical corticosteroids, as they can 

be more noticeable in places with significant 

inflammation [29].  Salicylic acid and tazarotene 

[27] are examples of topical keratolytic that help 

break down thick scales on psoriasis plaques. 

Tazarotene a retinoid prevents keratinocyte 

growth, while salicylic acid lessens scaling. 

Burning and irritation can be reduced by varying 

the formulation, concentration, or frequency of 

administration, or by mixing them with topical 

corticosteroids. Finally, certain light wavelengths 

are used in targeted phototherapy, such excimer 

light therapy, to treat localised plaque psoriasis. 

After about two months of therapy, it can result in 

a considerable improvement with a low chance for 

carcinogenicity. Blisters and a burning feeling are 

possible adverse effects that can be avoided with 

the right treatment plan [30]. To treat moderate-to-

severe psoriasis, phototherapy techniques such as 

narrowband UV-B, broadband UV-B, and PUVA 

have been employed. The narrowband UV-B 

variant has a superior safety profile and is more 

effective than the broad band type. UV-B 

phototherapy inhibits DNA synthesis, which 

causes keratinocytes to undergo apoptosis and 

produces less pro-inflammatory cytokines. 

Erythema, pruritus, blistering, photoaging, and 

photo carcinogenesis are examples of adverse 

consequences. [31] Methotrexate, apremilast, 

acitretin, and cyclosporine are among the oral 

therapeutic choices for plaque psoriasis [32]. With 

the exception of cyclosporine, oral therapies often 

have lower efficacies than biologics. For 
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individuals who choose non-injectable therapy or 

have restricted access to biologics, oral medicines 

may still be taken into consideration. Biologic 

therapies represent a major advancement in the 

treatment of moderate to severe psoriasis, 

specifically targeting key immune pathways 

involved in the disease's pathogenesis. Tumour 

necrosis factor-alpha (TNF-), a cytokine 

implicated in inflammation, is the target of a 

family of drugs known as TNF-inhibitors. 

Etanercept, infliximab, and adalimumab are three 

TNF-inhibitors that are often utilised. TNF-

inhibitors usually show a response after 12 to 16 

weeks of continuous therapy; however, infliximab 

often shows a response after 8 to 10 weeks. 

Moderate-to-severe psoriasis patients have shown 

their efficacies and long-term safety profiles [33, 

34]. Severe infections, recurrence of hepatitis B 

and C, TB, drug-induced lupus, and demyelinating 

central nervous system disorders were among the 

numerous severe side events that were 

documented [35, 36]. Effective IL23 inhibitors for 

psoriasis therapy include ustekinumab, 

guselkumab, risankizumab, and tildrakizumab. By 

blocking their common p40 subunit, utekinumab is 

the sole biologic that targets both IL-12 and IL-23 

[37]. The development of biologic medicines and 

small molecule inhibitors that target particular 

pathways implicated in the pathophysiology of 

psoriasis has attracted substantial attention as 

alternative treatments under investigation. The 

interleukin (IL)-23 inhibitor mirikizumab has 

demonstrated encouraging outcomes in clinical 

trials. Mikikizumab significantly reduces 

inflammation and improves psoriatic skin lesions 

by focussing on the IL-23/Th17 pathway. [37]  

Furthermore, developments in topical treatments, 

microneedles, topical nanocarriers, biomarker 

development, and the application of multi-omics 

hold great promise for deciphering the intricate 

molecular mechanisms underlying psoriasis. A 

multifaceted approach may result in the creation of 

more potent medications and individualised 

treatment plans. 

Challenges in the Current Treatment of 

Psoriasis and Need for herbal medicine for the 

treatment of psoriasis  

Biologic agents have revolutionized the treatment 

landscape for psoriasis, particularly in patients 

with moderate-to-severe disease. However, 

despite their effectiveness, several challenges and 

limitations persist in the use of these medications. 

One of the major challenges is the occurrence of 

primary and secondary treatment failures or 

inadequate responses to initial treatment. While 

biologic agents have shown high response rates, 

there is a subset of patients who do not respond to 

these treatments, leading to primary treatment 

failure [38]. This emphasises the need for more 

accurate treatment response predictors to pinpoint 

patients who will benefit most from a specific 

biologic drug. The Psoriasis Stratification to 

Optimise Relevant Therapy (PSORT) consortium 

has met to discuss this issue and to determine what 

causes therapy non-response. A patient who 

responded favourably to a treatment at first may 

experience secondary failure, which is defined as 

decreasing efficacy. The patients' development of 

neutralising antibodies is one reason why the 

effectiveness may have decreased [39]. The 

management of psoriasis may be improved by 

switching to a second biologic therapy if the first 

one proves ineffective or has side effects [40,41]. 

Biologic therapy can be expensive, which is a 

serious problem. Due to the high cost of these 

drugs, both individuals and healthcare systems 

bear a financial burden. When asked about their 

need for a more affordable treatment alternative, 

most psoriasis sufferers responded positively to a 

survey [42]. Numerous psoriasis subtypes may 

also present particular difficulties in maintaining 

and achieving treatment satisfaction, including 

generalised pustular psoriasis (GPP) [43], 

palmoplantar psoriasis (PPP) [44], genital [45], 
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nail [46], and scalp [47]. The current therapeutic 

options frequently fail to meet the needs of these 

particular groups. More investigation and 

advancement are required to more precisely and 

efficiently meet the unique requirements of diverse 

patient populations. 

Ethnobotanical Survey for Herbal Alternative 

Aloe vera 

Aloe vera is a succulent perennial that is widely 

used as a folk cure for a variety of ailments, 

especially skin conditions, all over the world. This 

plant produces gel that is commonly utilised in 

dietary supplements, medications, and cosmetics. 

Many potentially health-promoting compounds, 

such as anthraquinones, polysaccharides, 

vitamins, salicylic acid, and an abundance of 

antioxidants, including carotenoids and 

flavonoids, are present in aloe vera extract 

lowering skin irritation and inflammation, several 

of those substances help slow down the 

progression of psoriasis. Experimental studies in 

vitro demonstrate that aloe vera extract can 

interfere with many proinflammatory pathways, 

including blocking NF-κβ, MAPK, and PI3K 

signalling, as well as lowering iNOS, oxidative 

stress, IL-6, and IL-1 production macrophages, 

and lowering prostaglandin E2 levels by Cox 

blockage. In a psoriatic model, HaCat cells were 

used to induce TNF-α in the investigation. [47,48] 

Aloe vera also has anti-inflammatory, antioxidant, 

immunomodulatory, anti-tumor, and anti-fungal 

properties. Additionally, it promotes skin 

hydration and wound healing by boosting collagen 

activity. This aids in healing the damaging 

consequences caused to psoriatic skin [49]. Newer 

Aloe vera compositions for topical use are being 

researched. 

Curcuma longa 

Turmeric, also known as Curcuma longa or 

Curcuma domestica, has long been utilised in 

traditional medicine. It is a member of the 

Zingiberaceae family [50].  The anti-inflammatory 

compounds sesquiterpenes, zingiberene, and 

curcuminoids are extracted from the rhizomes of 

turmeric [50] The epidermis's phosphorylase 

kinase is specifically inhibited by curcuminoids 

and volatile oils, which has an anti-inflammatory 

effect [51]. The number of psoriatic cells reduced 

while the number of dead and apoptotic cells 

increased after curcumin therapy. Curcumin 

slowed down the growth of psoriasiform cells by 

downregulating cytokines such as TNF-α, IL-6, 

IL-17, and INF-γ. It improved the function of the 

epidermal barrier by upregulating involucrin and 

filaggrin [52] to determine if topical turmeric 

microemulgel is beneficial in treating plaque 

psoriasis, a clinical experiment involving 34 

participants was conducted. It was discovered to 

be successful and enhanced the patients' quality of 

life [53] 

Centella asiatica L 

Centella asiatica L it is a member of the Apiaceae 

family and is also known as Hydrocotyle asiatica 

L. In dermatology, centella asiatica is frequently 

used to treat the symptoms of skin conditions. 

Centelloids, or pentacyclic triterpenoids such as 

asiaticoside, madecassoside, asiatic acid, and 

madecassic acid, are the main components of 

Centella asiatica. Additionally, it includes centella 

saponin D, terminolic acid, oleanane, and 

isothankunic acid type saponins [54].  It was found 

that it also has significant potential as DNA 

damage preventing agents and natural antioxidants 

[55] 

Silybum marianum 

A member of the Asteraceae family, Silybum 

marianum is an annual herbaceous plant. It was 

brought to the globe as a weed by its origins in the 

Mediterranean areas. Psoriasis is treated using 

silymarin and taxifolin, which are found in 

silybum marianum. Vitamin E, linoleic acid, and 

α-linolenic acid are present in Silybum marianum 

oil [56]. The pathophysiology of psoriasis is 

significantly influenced by helper T-cells (Th). 
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The milk thistle plant is the source of taxifolin, 

sometimes referred to as dihydro-quercetin. 

Taxifolin was discovered to be able to prevent 

imiquimod-induced psoriasis in BALB/c mice and 

lipopolysaccharide-induced aberrant keratinocyte 

proliferation in human keratinocyte cell lines, as 

compared to control. In skin draining lymph nodes 

and skin lesions, taxifolin reduces the ratio of Th1 

to Th17 cells. Additionally, via inhibiting 

transcription factors such as GATA-3, T bet, and 

RORγt, as well as the Jak2/Stat3 and Notch1 

pathways, it controls the development of Th cells 

and reduces inflammation in psoriatic 

circumstances [57] 

Matricaria Recutita 

The plant species Matricaria recutita, or 

chamomile, is a member of the Asteraceae family. 

Chamazulene isolated form flower is the main 

phytochemical with anti-psoriatic properties. By 

preventing lipoxygenase from functioning, 

chamazulene inhibits the production of leukotriene 

B4 (LTB4), which has anti-inflammatory 

properties. Psoriatic plaques exhibit an increase in 

LTB4 formation. Therefore, LTB4 inhibition will 

demonstrate the advantageous effects of 

chamazulene. Flavonoids such as apigenin and 

quercetin are present in the flower [58]. A flavonol 

with antibacterial, antiviral, anti-tumor, and anti-

inflammatory properties is quercetin. It prevents 

NF-κβ and STAT-1 from being activated by IFNγ. 

It lowers the synthesis of IgE and histamine. Nitric 

oxide synthase (iNOS), TNF-α, and IL are all 

inhibited by it. Quercetin functions through many 

pathways and may be a useful therapy for 

psoriasis. The flavone apigenin has anti-

inflammatory and antioxidant properties. It 

produces anti-inflammatory effect by preventing 

the luciferase reporter gene from being 

transactivated by TNF-α [59]. Several other herbal 

plants have been used to treat psoriasis, including 

Capsicum annuum [60], Gaultheria procumbens 

[61], Psorospermum febrifugum [62,63,64] and 

Melaleuca alternifolia [65] 

Phytochemicals Possessing Anti-Psoriatic 

Activity  

A member of the flavonoid family, rutin is a 

polyphenolic hydrophobic chemical found in a 

variety of foods, including citrus, apples, Betula 

leaves, buckwheat, black tea, and green tea [66]. 

This material is associated with anti-inflammatory 

and antioxidant activities, and it has been utilised 

in several studies to assess its potential as an active 

component in pharmaceuticals [67] Because of 

their anti-inflammatory qualities, polyphenols like 

kaempferol have a significant impact on disorders 

like psoriasis that are brought on by inflammation. 

Liu et al. [68] showed that kaempferol reduced the 

production of main proinflammatory cytokines 

and weakened the psoriatic skin lesion and 

inflammation.  Resveratrol is a polyphenol known 

for its strong anti-inflammatory, anti-cancer, 

antidiabetic, and antioxidant properties [69]. In an 

animal model of imiquimod-induced psoriasis, 

resveratrol reduced the production of 

proinflammatory cytokines like IL-17-A, IL-19, 

and IL-23. It also promoted keratinocyte death, 

most likely via activation of SIRT1 and inhibition 

of Akt kinase. In vitro experiments on NHEK cells 

demonstrate that resveratrol can reduce the 

proliferation of epidermal keratinocytes.  One of 

the components of turmeric, curcumin, has been 

used as a medicine in Southeast Asia for millennia. 

It contains anticancer, antibacterial, anti-

inflammatory, and antioxidant properties [70]. 

Docking studies have proved that Curcumin can 

directly bind to TNF-and its receptor, influencing 

or even disrupting the signal transduction process 

and reducing inflammation caused by this cytokine 

[71]. Plants, such as Rheum palmatum, 

Polygonum cuspidatum, Polygonum multiflorum, 

Aloe vera, and Cassia obtusifolia, are the source of 

the anthraquinone derivative emodin [72]. It has 

several pharmacological properties, such as 
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anticancer properties. Pure natural polyphenolic 

component called rottlerin is extracted from 

Mallotus phillippinensis. It has been reported that 

this chemical has antihypertensive, antifertility, 

and antiallergic properties [73]. Rottlerin is a 

strong inhibitor of keratinocyte proliferation, as 

demonstrated by in vitro investigations on HaCaT 

cells, where it inhibits both basal and hydrogen 

peroxide-stimulated NF-Belevation [74].  

Flavonoids such as quercetin are present in the 

plants Hypericum perforatum [75] and Ginkgo 

biloba [76]. Numerous biological characteristics of 

this flavonoid are present, such as anti-

inflammatory, antioxidant, cardioprotective, 

vasodilatory, live-protective, and anticancer 

effects [77]. Through in vitro investigations on the 

C6 cell line—rat glioma cells—kiekow et al. [78] 

reported that quercetin exhibits anti-inflammatory 

effect, which is characterised by numerous unique 

signalling pathways, including MAPK signalling 

and NF-B pathway regulation. Natural flavonoids 

include apigenin. Many different food products 

include it, such as tea, celery, onions, parsley, 

thyme, and sweet pepper [79]. It poses 

characteristics that are antioxidant, antibacterial, 

and anti-inflammatory. Strongly inhibiting NF-B 

activation in autoimmune cells is apigenin, a non-

mutagenic plant flavone [80]. 

CONCLUSION  

Psoriasis is regarded as a skin disorder that is 

chronic in form and is also immune mediated, and 

individuals suffering from this condition may have 

to endure a number of physical, social and 

psychological consequences. The treatment for 

psoriasis in the present scenario includes a number 

of options, which are topical agents, systemic 

therapies, biologics and even phototherapy. Even 

though the majority of patients are able to benefit 

and experience an improved quality of life with the 

help of these treatments, issues such as incomplete 

remission, side effects from medications, and 

economic constraints still exist. Therefore, the 

importance of novel effective and safer therapies 

is essential. According to ethnobotanical studies, it 

is possible to approach the therapy of psoriasis 

with medicinal plants that are known in traditional 

medicine as alternative and / or adjunct treatment. 

Some of these plants, in addition to being able to 

be researched for new drug development, have 

anti-inflammatory, immunomodulatory and 

antioxidant properties. However, despite some 

preclinical in vitro and in vivo work being 

promising, the clinical translation of these 

ethnobotanical treatments has unfortunately been 

lacking in support.  In the future workaims, herbal 

compounds used in treatment of psoriasis should 

be evaluated in randomized control trials to assess 

their efficacy and safety. The integration of 

traditional knowledge and new drug development 

approaches can help address some treatment gaps, 

improving the efficacy and gentleness of treatment 

interventions. The help of other specialists such as 

dermatologists, ethnobotanists and 

pharmacologists may help the acceptance and use 

of ethnobotanical intervention in modern 

treatment regimens so that patients will have an 

effective and inexpensive and safe method for 

managing psoriasis over a long time. 

REFRENCES 

1. Institute for Health Metrics and Evaluation 

(IHME). Global Burden of Disease Study 

2010: Results by Cause 1990–2010. Seattle: 

IHME; 2012 

2. Gibbs S. Skin disease and socioeconomic 

conditions in rural Africa: Tanzania. Int J 

Dermatol. 1996;35(9):633–9 

3. Danielsen K, Olsen AO, Wilsgaard T, Furberg 

AS. Is the prevalence of psoriasis increasing? 

A 30–year follow-up of a population–based 

cohort. Br J Dermatol. 2013;168:1303–10 

4. Rakkhit T, Panko JM, Christensen TE, et al. 

Plaque thickness and morphology in psoriasis 

vulgaris associated with therapeutic response. 

Br J Dermatol 2009; 160: 1083–89 



Samruddhi Raje, Int. J. of Pharm. Sci., 2025, Vol 3, Issue 3, 1221-1233 | Review 

                 

              INTERNATIONAL JOURNAL OF PHARMACEUTICAL SCIENCES                                                                               1228 | P a g e  

5. Krueger JG, Bowcock A. Psoriasis 

pathophysiology: current concepts of 

pathogenesis. Ann Rheum Dis 2005; 64 (suppl 

II): ii30–36 

6. Kumar S, Han J, Li T, Qureshi AA. Obesity, 

waist circumference, weight change and the 

risk of psoriasis in US women. J Eur Acad 

Dermatol Venereol 2013; 27: 1293–98 

7. Nevitt GJ, Hutchinson PE. Psoriasis in the 

community: prevalence, severity and patients’ 

beliefs and attitudes towards the disease. Br J 

Dermatol. 1996;135(4):533–7 

8. De Korte J, Sprangers MA, Mombers FM, Bos 

JD. Quality of life in patients with psoriasis: a 

systematic literature review. J Investig 

Dermatol Symp Proc. 2004;9(2):140–7 

9. Zachariae H, Zachariae R, Blomqvist K, 

Davidsson S, Molin L, Mørk C et al. Quality 

of life and prevalence of arthritis reported by 

5,795 members of the Nordic Psoriasis 

Associations. Data from the Nordic Quality of 

Life Study. Acta Derm Venereol. 

2002;82(2):108–13 

10. Tang MM, Chang CC, Chan LC, Heng A. 

Quality of life and cost of illness in patients 

with psoriasis in Malaysia: a multicenter study. 

Int J Dermatol. 2013;52(3):314–22 

11. Gelfand JM, Feldman SR, Stern RS, Thomas 

J, Rolstad T, Margolis DJ. Determinants of 

quality of life in patients with psoriasis: a study 

from the US population. J Am Acad Dermatol. 

2004;51(5):704–8 

12. Vardy D, Besser A, Amir M, Gesthalter B, 

Biton A, Buskila D. Experiences of 

stigmatization play a role in mediating the 

impact of disease severity on quality of life in 

psoriasis patients. Br J Dermatol. 

2002;147(4):736–42 

13. Shaharyar S, Warraich H, McEvoy JW, Oni E, 

Ali SS, Karim A et al. Subclinical 

cardiovascular disease in plaque psoriasis: 

association or causal link? Atherosclerosis. 

2014;232(1):72–8 

14. Robati RM, Partovi-Kia M, Haghighatkhah 

HR, Younespour S, Abdollahimajd F. 

Increased serum leptin and resistin levels and 

increased carotid intima-media wall thickness 

in patients with psoriasis: is psoriasis 

associated with atherosclerosis? J Am Acad 

Dermatol. 2014;71(4):642–8 

15. Ahlehoff O, Gislason GH, Jørgensen CH, 

Lindhardsen J, Charlot M, Olesen JB et al. 

Psoriasis and risk of atrial f ibrillation and 

ischaemic stroke: a Danish Nationwide Cohort 

Study. Eur Heart J. 2012;33(16):2054–64 

16. Russo PAJ, Ilchef R, Cooper AJ. Psychiatric 

morbidity in psoriasis: a review. Australas J 

Dermatol. 2004;45(3):155 9; quiz;160–1 

17. Sampogna F, Tabolli S, Abeni D, IDI 

Multipurpose Psoriasis Research on Vital 

Experiences (IMPROVE) investigators. 

Living with psoriasis: prevalence of shame, 

anger, worry, and problems in daily activities 

and social life. Acta Derm Venereol. 

2012;92(3):299–303 

18. Gupta MA, Schork NJ, Gupta AK, Kirkby S, 

Ellis CN. Suicidal ideation in psoriasis. Int J 

Dermatol. 1993;32(3):188 90 

19. International psoriasis council IPC. Psoriasis 

Review, Focus on Asia-pacific, May 2010 

20. Nickoloff, B.J.; Xin, H.; Nestle, F.O. and Qin, 

J.Z. (2007) The cytokine and chemokines 

network in psoriasis. Clin. Dermatol., 25, 568-

573 

21. Rahman, M.; Zaki, A.M.; Kazmi, I.; Akhter, 

S.; Beg, S.; Gupta, G.; Afzal, M.; Saleem, S.; 

Ahmad, I.; Adil, S.M.; Jalees, A.F. and Anwar, 

F. (2012) Insight into the Biomarkers as the 

Novel Anti Psoriatic Drug Discovery Tool: A 

Contemporary Viewpoint. Curr. Drug Discov. 

Technols., 9, 48-62 

22. Res, P.C.; Piskin, G.; de Boer, O.J.; van der 

Loos, C.M.; Teeling, P.; Bos, J.D. and 



Samruddhi Raje, Int. J. of Pharm. Sci., 2025, Vol 3, Issue 3, 1221-1233 | Review 

                 

              INTERNATIONAL JOURNAL OF PHARMACEUTICAL SCIENCES                                                                               1229 | P a g e  

Teunissen, M.B. (2010) Overrepresentation of 

IL 17A and IL-22 producing CD8 T cells in 

lesional skin suggests their involvement in the 

pathogenesis of psoriasis. PLoS One, 5, 

e14108 

23. Bos, J.D.; Hagenaars, C.; Das, P.K.; Krieg, 

S.R.; Voorn, W.J. and Kapsenberg, M.L. 

(1989) Predominance of "memory" T cells 

(CD4+, CDw29+) over "naive" T cells (CD4+, 

CD45R+) in both normal and diseased human 

skin. Arch. Dermatol. Res., 281, 24-30 

24.  Takai, T.; Nakamura, A. and Akiyama, K. 

(2003) Fc receptors as potential targets for the 

treatment of allergy, autoimmune disease and 

cancer. Curr. Drug Targets Immun. Endocr. 

Metabol. Disord., 3, 187-197 

25. Racke, M.K. and Stuart, R.W. (2002) 

Targeting T cell costimulation in autoimmune 

disease. Expert Opin. Ther. Targets, 6, 275-

289 

26. Blauvelt, A.; Leonardi, C.L.; Gooderham, M.; 

Papp, K.A.; Philipp, S.; Wu, J.J.; Igarashi, A.; 

Flack, M.; Geng, Z.; Wu, T.; et al. Efficacy and 

Safety of Continuous Risankizumab Therapy 

vs Treatment Withdrawal in Patients with 

Moderate to Severe Plaque Psoriasis: A Phase 

3 Randomized Clinical Trial. JAMA 

Dermatol. 2020, 156, 649–658 

27. Gold, L.S.; Lebwohl, M.G.; Sugarman, J.L.; 

Pariser, D.M.; Lin, T.; Martin, G.; Pillai, R.; 

Israel, R.; Ramakrishna, T. Safety and efficacy 

of a fixed combination of halobetasol and 

tazarotene in the treatment of moderate-to-

severe plaque psoriasis: Results of 2 phase 3 

randomized controlled trials. J. Am. Acad. 

Dermatol. 2018, 79, 287–293 

28. Soleymani, T.; Hung, T.; Soung, J. The role of 

vitamin D in psoriasis: A review. Int. J. 

Dermatol. 2015, 54, 383–392 

29. Amiri, D.; Schwarz, C.W.; Gether, L.; Skov, 

L. Safety and Efficacy of Topical Calcineurin 

Inhibitors in the Treatment of Facial and 

Genital Psoriasis: A Systematic Review. Acta 

Derm.-Venereol. 2023, 103, adv00890 

30. Fritz, K.; Salavastru, C. The 308nm Excimer 

laser for the treatment of psoriasis and 

inflammatory skin diseases. Der Hautarzt Z. 

Dermatol. Venerol. Verwandte Geb. 2018, 69, 

35–43 

31. Elmets, C.A.; Lim, H.W.; Stoff, B.; Connor, 

C.; Cordoro, K.M.; Lebwohl, M.; Armstrong, 

A.W.; Davis, D.M.R.; Elewski, B.E.; Gelfand, 

J.M.; et al. Joint American Academy of 

Dermatology-National Psoriasis Foundation 

guidelines of care for the manage ment and 

treatment of psoriasis with phototherapy. J. 

Am. Acad. Dermatol. 2019, 81, 775–804 

32. Menter, A.; Gelfand, J.M.; Connor, C.; 

Armstrong, A.W.; Cordoro, K.M.; Davis, 

D.M.R.; Elewski, B.E.; Gordon, K.B.; 

Gottlieb, A.B.; Kaplan, D.H.; et al. Joint 

American Academy of Dermatology-National 

Psoriasis Foundation guidelines of care for the 

manage ment of psoriasis with systemic 

nonbiologic therapies. J. Am. Acad. Dermatol. 

2020, 82, 1445–1486 

33. Kimball, A.B.; Rothman, K.J.; Kricorian, G.; 

Pariser, D.; Yamauchi, P.S.; Menter, A.; 

Teller, C.F.; Aras, G.; Accortt, N.A.; Hooper, 

M.; et al. OBSERVE-5: Observational 

postmarketing safety surveillance registry of 

etanercept for the treatment of psoriasis final 

5-year results. J. Am. Acad. Dermatol. 2015, 

72, 115–122 

34. Menter, A.; Thaçi, D.; Wu, J.J.; Abramovits, 

W.; Kerdel, F.; Arikan, D.; Guo, D.; Ganguli, 

A.; Bereswill, M.; Camez, A.; et al. Long-

Term Safety and Effectiveness of Adalimumab 

for Moderate to Severe Psoriasis: Results from 

7-Year Interim Analysis of the ESPRIT 

Registry. Dermatol. Ther. 2017, 7, 365–381 

35. Kalb, R.E.; Fiorentino, D.F.; Lebwohl, M.G.; 

Toole, J.; Poulin, Y.; Cohen, A.D.; Goyal, K.; 

Fakharzadeh, S.; Calabro, S.; Chevrier, M.; et 



Samruddhi Raje, Int. J. of Pharm. Sci., 2025, Vol 3, Issue 3, 1221-1233 | Review 

                 

              INTERNATIONAL JOURNAL OF PHARMACEUTICAL SCIENCES                                                                               1230 | P a g e  

al. Risk of Serious Infection with Biologic and 

Systemic Treatment of Psoriasis: Results from 

the Psoriasis Longitudinal Assessment and 

Registry (PSOLAR). JAMA Dermatol. 2015, 

151, 961–969 

36. Poulin, Y.; Thérien, G. Drug-induced hepatitis 

and lupus during infliximab treatment for 

psoriasis: Case report and literature review. J. 

Cutan. Med. Surg. 2010, 14, 100–104 

37. Blauvelt, A.; Kimball, A.B.; Augustin, M.; 

Okubo, Y.; Witte, M.M.; Capriles, C.R.; 

Sontag, A.; Arora, V.; Osuntokun, O.; Strober, 

B. Efficacy and safety of mirikizumab in 

psoriasis: Results from a 52-week, double-

blind, placebo-controlled, randomized 

withdrawal, phase III trial (OASIS-1). Br. J. 

Dermatol. 2022, 187, 866–877 

38. Puig, L. Induction phase, primary endpoint, 

time to decide on primary failure, and 

therapeutic goals in biologic treatment of 

psoriasis. J. Eur. Acad. Dermatol. Venereol. 

JEADV 2013, 27, e257–e260 

39. Hazlewood, G.S.; Barnabe, C.; Tomlinson, G.; 

Marshall, D.; Devoe, D.J.; Bombardier, C. 

Methotrexate monotherapy and methotrexate 

combination therapy with traditional and 

biologic disease modifying anti-rheumatic 

drugs for rheumatoid arthritis: Anetwork meta-

analysis. Cochrane Database Syst. Rev. 2016, 

2016, Cd010227 

40. Ormerod, A.D. Switching biologics for 

psoriasis. Br. J. Dermatol. 2010, 163, 667–669.  

41. Shin, J.O.; Seok Shin, B.; Bae, K.N.; Shin, K.; 

Kim, H.S.; Ko, H.C.; Kim, M.B.; Kim, B. 

Review of the reasons for and effectiveness of 

switching biologics for psoriasis treatment in 

Korea. Indian J. Dermatol. Venereol. Leprol. 

2023, 28, 1–6 

42. Porter, C.; Woods, A.; Mendelow, M.; Purvis, 

C.; Feldman, S. Unmet Needs in Psoriasis 

Patients. J. Drugs Dermatol. JDD 2022, 21, 

839–844 

43. Hoegler, K.M.; John, A.M.; Handler, M.Z.; 

Schwartz, R.A. Generalized pustular psoriasis: 

A review and update on treatment. J. Eur. 

Acad. Dermatol. Venereol. JEADV 2018, 32, 

1645–1651 

44. Misiak-Galazka, M.; Zozula, J.; Rudnicka, L. 

Palmoplantar Pustulosis: Recent Advances in 

Etiopathogenesis and Emerging Treatments. 

Am. J. Clin. Dermatol. 2020, 21, 355–370 

45. Kelly, A.; Ryan, C. Genital Psoriasis: Impact 

on Quality of Life and Treatment Options. Am. 

J. Clin. Dermatol. 2019, 20, 639–646 

46. Ghafoor, R.; Patil, A.; Yamauchi, P.; 

Weinberg, J.; Kircik, L.; Grabbe, S.; Goldust, 

M. Treatment of Scalp Psoriasis. J. Drugs 

Dermatol. JDD 2022, 21, 833–837 

47. Radha, M.H.; Laxmipriya, N.P. Evaluation of 

Biological Properties and Clinical 

Effectiveness of Aloe vera: A systematic 

Review. J. Tradit. Complement. Med. 2015, 5, 

21–26 

48. Leng, H.; Pu, L.; Xu, L.; Shi, X.; Ji, J.; Chen, 

K. Effects of Aloe Polysaccharide, a 

Polysaccharide Extracted from Aloe-vera, on 

TNF—induced HaCaT Cell Proliferation and 

the Underlying Mechanism in Psoriasis. Mol. 

Med. Rep. 2018, 18, 3537–3543 

49. Miroddi, M., Navarra, M., Calapai, F., 

Mancari, F., Giofrè, S. V., Gangemi, S., & 

Calapai, G. (2015). Review of clinical 

pharmacology of Aloe vera L. in the treatment 

of psoriasis. Phytotherapy Research, 29(5), 

648–655 

50. Rapalli, V. K., Kaul, V., Waghule, T., 

Gorantla, S., Sharma, S., Roy, A., … Singhvi, 

G. (2020). Curcumin loaded nanostructured 

lipid carriers for enhanced skin retained topical 

delivery: Optimization, scale-up, in vitro 

characterization and assessment of ex-vivo 

skin deposition. European Journal of 

Pharmaceutical Sciences, 152, 105438. 

https://doi. org/10.1016/j.ejps.2020.105438 



Samruddhi Raje, Int. J. of Pharm. Sci., 2025, Vol 3, Issue 3, 1221-1233 | Review 

                 

              INTERNATIONAL JOURNAL OF PHARMACEUTICAL SCIENCES                                                                               1231 | P a g e  

51. Singh, K. K., & Tripathy, S. (2014). Natural 

treatment alternative for psoria sis: A review 

on herbal resources. Journal of Applied 

Pharmaceutical Sci ence, 4(11), 114–121. 

https://doi.org/10.7324/JAPS.2014.41120 

52. Varma, S. R., Sivaprakasam, T. O., Mishra, A., 

Prabhu, S., Rafiq, M., & Rangesh, P. (2017). 

Imiquimod-induced psoriasis-like 

inflammation in differentiated human 

keratinocytes: Its evaluation using curcumin. 

European Journal of Pharmacology, 813, 33–

41 

53. Sarafian, G., Afshar, M., Mansouri, P., 

Asgarpanah, J., Raoufinejad, K., & Rajabi, M. 

(2015). Topical turmeric microemulgel in the 

management of plaque psoriasis; a clinical 

evaluation. Iranian Journal of Pharmaceuti cal 

Research, 14(3), 865–876  

54. Bylka, W., Znajdek-Awizen, P., Studzinska-

Sroka, E., Danczak Pazdrowska, A., & 

Brzezinska, M. (2014). Centella asiatica in 

dermatol ogy: An overview. Phytotherapy 

Research, 28(8), 1117–1124 

55. Anand, T., Naika, M., Phani, K. G., & 

Khanum, F. (2010). Antioxidant and DNA 

damage preventive properties of Centella 

asiatica (L) Urb. Phar macognosy Journal, 2, 

53–58. https://doi.org/10.1016/S0975-3575 

(10)80010-0 

56. Aghmiuni, A. I., & Khiavi, A. A. (2017). 

Medicinal plants to calm and treat psoriasis 

disease. Aromatic and Medicinal Plants—

Back to Nature,1–28.  

57. Yuan, X., Li, N., Zhang, M., Lu, C., Du, Z., 

Zhu, W., & Wu, D. (2020). Taxifolin 

attenuates IMQ-induced murine psoriasis-like 

dermatitis by regulating T helper cell 

responses via Notch1 and JAK2/STAT3 signal 

pathways. Biomedicine and Pharmacotherapy, 

123(December 2019), 109747 

58. Bensouilah, J. (2003). Psoriasis and 

aromatherapy. International Journal of 

Aromatherapy, 13, 2–8. 

https://doi.org/10.1016/S0962-4562(03) 

00036-5 

59. Bonesi, M., Loizzo, M. R., Menichini, F., & 

Tundis, R. (2017). Flavonoids in treating 

psoriasis. S. Chatterjee W. Jungraithmayr & D. 

Bagchi Immu nity and Inflammation in Health 

and Disease: Emerging Roles of 

Nutraceuticals and Functional Foods in 

Immune Support, San Diego, CA: Elsevier 

Science Publishing Co Inc. 281–294 

60. Sanati, S., Razavi, B. M., & Hosseinzadeh, H. 

(2018). A review of the effects of Capsicum 

annuum L. And its constituent, capsaicin, in 

metabolic syndrome. Iranian Journal of Basic 

Medical Sciences, 21, 439–448 

61. Michel, P., Granica, S., Magiera, A., Rosinska, 

K., Jurek, M., Poraj, Ł., & Olszewska, M. A. 

(2019). Salicylate and procyanidin-rich stem 

extracts of Gaultheria procumbens L. inhibit 

pro-inflammatory enzymes and sup press pro-

inflammatory and pro-oxidant functions of 

human neutro phils ex vivo. International 

Journal of Molecular Sciences, 20(7), 1–17  

62. Rout, S. K., Tripathy, B. C., & Kar, B. R. 

(2017). Natural green alternatives to psoriasis 

treatment—A review. Global Journal of 

Pharmacy & Phar maceutical Sciences, 4(1), 

001–007 

63. Asogwa, F. C., & Okoye, C. O. B. (2019). 

Anti-psoriatic activity of Psorospermum 

febrifugum stem bark extract using the rat— 

Dinitrofluorobenzene induced model. 

International Journal of Scientific Engineering 

and Science, 3(2), 1–5 

64. Asogwa, F. C., Ibezim, A., Ntie-Kang, F., 

Asogwa, C. J., & Okoye, C. O. B. (2020). Anti-

psoriatic and immunomodulatory evaluation 

of psorospermum febrifugum spach and its 

phytochemicals. Scientific African, 7, e00229  

65. Sharifi-rad, J., Salehi, B., Varoni, E. M., 

Sharopov, F., Yousaf, Z., Ayatollahi, S. A., … 



Samruddhi Raje, Int. J. of Pharm. Sci., 2025, Vol 3, Issue 3, 1221-1233 | Review 

                 

              INTERNATIONAL JOURNAL OF PHARMACEUTICAL SCIENCES                                                                               1232 | P a g e  

Iriti, M. (2017). Plants of the Melaleuca Genus 

as antimicrobial agents: From farm to 

pharmacy Phytotherapy Research, 31(10), 

1475–1494 

66. Hosseinzadeh, H.; Nassiri-Asl, M. Review of 

the Protective Effects of Rutin on the 

Metabolic Function as an Important Dietary 

Flavonoid. J. Endocrinol. Investig. 2014, 37, 

783–788 

67. Ganeshpurkar, A.; Saluja, A.K. The 

Pharmacological Potential of Rutin. Saudi 

Pharm. J. 2017, 25, 149–164  

68. Liu, C.; Liu, H.; Lu, C.; Deng, J.; Yan, Y.; 

Chen, H.; Wang, Y.; Liang, C.-L.; Wei, J.; 

Han, L.; et al. Kaempferol Attenuates 

Imiquimod-Induced Psoriatic Skin 

Inflammation in a Mouse Model. Clin. Exp. 

Immunol. 2019, 198, 403–415 

69. Khatoon, K.; Ali, A.; Ahmad, F.J.; Hafeez, Z.; 

Rizvi, M.M.A.; Akhter, S.; Beg, S. Novel 

Nanoemulsion Gel Containing Triple Natural 

Bio-Actives Combination of Curcumin, 

Thymoquinone, and Resveratrol Improves 

Psoriasis Therapy: In Vitro and in Vivo 

Studies. Drug Deliv. Transl. Res. 2020, 11, 

1245–1260 

70. Shehzad, A.; Wahid, F.; Lee, Y.S. Curcumin in 

Cancer Chemoprevention: Molecular Targets, 

Pharmacokinetics, Bioavailability, and 

Clinical Trials. Arch. Pharm. 2010, 343, 489–

499 

71. Wua, S.T.; Suna, J.C.; Leeb, K.; Sunc, Y.M. 

Docking Prediction for Tumor Necrosis 

Factor-and Five Herbal Inhibitors. Int. J. Eng. 

Sci. Technol. 2010, 2, 4263–4270 

72. Dong, X.; Fu, J.; Yin, X.; Cao, S.; Li, X.; Lin, 

L.; Ni, J. Emodin: A Review of Its 

Pharmacology, Toxicity and 

Pharmacokinetics. Phytother. Res. 2016, 30, 

1207–1218 

73. Torricelli, C.; Fortino, V.; Capurro, E.; 

Valacchi, G.; Pacini, A.; Muscettola, M.; 

Soucek, K.; Maioli, E. Rottlerin Inhibits the 

Nuclear Factor B/Cyclin-D1 Cascade in MCF-

7 Breast Cancer Cells. Life Sci. 2008, 82, 638–

643 

74. Putic, A.; Stecher, L.; Prinz, H.; Müller, K. 

Structureactivity Relationship Studies of 

Acridones as Potential Antipsoriatic Agents. 2. 

Synthesis and Antiproliferative Activity of 10-

Substituted Hydroxy-10H-Acridin-9-Ones 

against Human Keratinocyte Growth. Eur. J. 

Med. Chem. 2010, 45, 5345–5352 

75. Koyu, H.; Haznedaroglu, M.Z. Investigation of 

Impact of Storage Conditions on Hypericum 

perforatum L. Dried Total Extract. J. Food 

Drug Anal. 2015, 23, 545–551 

76. Ma, Y.-C.; Mani, A.; Cai, Y.; Thomson, J.; 

Ma, J.; Peudru, F.; Chen, S.; Luo, M.; Zhang, 

J.; Chapman, R.G.; et al. An Effective 

Identification and Quantification Method for 

Ginkgo Biloba Flavonol Glycosides with 

Targeted Evaluation of Adulterated Products. 

Phytomedicine 2016, 23, 377–387 

77. Xiong, H.; Xu, Y.; Tan, G.; Han, Y.; Tang, Z.; 

Xu, W.; Zeng, F.; Guo, Q. Glycyrrhizin 

Ameliorates Imiquimod-Induced Psoriasis-

like Skin Lesions in BALB/c Mice and Inhibits 

TNF-a-Induced ICAM-1 Expression via NF-

B/MAPK in HaCaT Cells. Cell. Physiol. 

Biochem. 2015, 35, 1335–1346 

78. Kiekow, C.J.; Figueiró, F.; Dietrich, F.; 

Vechia, L.D.; Pires, E.N.S.; Jandrey, E.H.F.; 

Gnoatto, S.C.B.; Salbego, C.G.; Battastini, 

A.M.O.; Gosmann, G. Quercetin Derivative 

Induces Cell Death in Glioma Cells by 

Modulating NF-B Nuclear Translocation and 

Caspase-3 Activation. Eur. J. Pharm. Sci. 

2016, 84, 116–122 

79. Ross, J.A.; Kasum, C.M. Dietary Flavonoids: 

Bioavailability, Metabolic Effects, and Safety. 

Annu. Rev. Nutr. 2002, 22, 19–34 

80.  Kang, H.-K.; Ecklund, D.; Liu, M.; Datta, 

S.K. Apigenin, a Non-Mutagenic Dietary 



Samruddhi Raje, Int. J. of Pharm. Sci., 2025, Vol 3, Issue 3, 1221-1233 | Review 

                 

              INTERNATIONAL JOURNAL OF PHARMACEUTICAL SCIENCES                                                                               1233 | P a g e  

Flavonoid, Suppresses Lupus by Inhibiting 

Autoantigen Presentation for Expansion of 

Autoreactive Th1 and Th17 Cells. Arthritis 

Res. Ther. 2009, 11, R59. 

 

HOW TO CITE: Samruddhi Raje*, Prashant Kumbhar, 

Dr. Sanganna Burli, Vikas Dhole, Management of 

Psoriasis: A Review of Current Treatments and 

Ethnobotanical Surveys for Anti-psoriasis Studies, Int. J. 

of Pharm. Sci., 2025, Vol 3, Issue 3, 1221-1233. 

https://doi.org/10.5281/zenodo.15019465 

 

 


