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ABSTRACT 

Psoriasis is a common and recurring condition that affects the life cycle of skin cells. normally, it takes about a 

month for our skin cells to move from the lowest skin layer (where they’re produced) to the outermost layer 

(where they die and flake off). In people with psoriasis, the entire life cycle takes only days. With rapid cell 

growth, the skin cells build up, forming thick, silvery scales and itchy, dry, red patches that are sometimes 

painful. This is considered a chronic condition as there are persistent periods of remission and then flare-ups.It 

is thought that psoriasis is caused by a disorder of the immune system. The overactive T cells (a type of white 

blood cell) attack healthy skin cells, causing an increased production of skin cells and other immuneresponses 

that lead to an ongoing cycle of rapid skin turnover. Dead skin and whiteblood cells can’t slough off quickly 

enough and build up in thick, scaly patches on the skin’s surface. Psoriasis can be easily treated with medicine, 

diet, Nutritional supplements, and various lifestyle approaches. 
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INTRODUCTION 
 

Psoriasis is a skin disease that causes red, itchy 

scaly patches, most commonly on the knees, 

elbows, trunk and scalp.Psoriasis is a common, 

long-term (chronic) disease with no cure. It tends 

to go through cycles, flaring for a few weeks or 

months, then subsiding for a while or going into 

remission. Treatments are available to help you 

manage symptoms. 

Psoriasis signs and symptoms can vary from 

person to person. Common signs and symptoms 

include: 

 

• Red patches of skin covered with thick, 

silvery scales 

• Small scaling spots (commonly seen in 

children) 

• Dry, cracked skin that may bleed or itch 

• Itching, burning or soreness 

• Thickened, pitted or ridged nails 

• Swollen and stiff joints 
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Psoriasis patches can range from a few spots of 

dandruff-like scaling to major eruptions that cover 

large areas. The most commonly affected areas are 

the lower back, elbows, knees, legs, soles of the 

feet, scalp, face and palms.Most types of psoriasis 

go through cycles, flaring for a few weeks or 

months, then subsiding for a time or even going 

into remission. 

 

There are several types of psoriasis, including: 

• Plaque psoriasis. The most common form, 

plaque psoriasis causes dry, raised, red skin 

patches (lesions) covered with silvery 

scales. The plaques might be itchy or tender, 

and there may be few or many. They usually 

appear on elbows, knees, lower back and 

scalp. 

• Nail psoriasis. Psoriasis can affect 

fingernails and toenails, causing pitting, 

abnormal nail growth and discoloration. 

Psoriatic nails might loosen and separate 

from the nail bed (onycholysis). Severe 

cases may cause the nail to crumble. 

• Guttate psoriasis. This type primarily 

affects young adults and children. It's 

usually triggered by a bacterial infection 

such as strep throat. It's marked by small, 

drop-shaped, scaling lesions on the trunk, 

arms or legs. 

• Inverse psoriasis. This mainly affects the 

skin folds of the groin, buttocks and breasts. 

Inverse psoriasis causes smooth patches of 

red skin that worsen with friction and 

sweating. Fungal infections may trigger this 

type of psoriasis. 

• Pustular psoriasis. This rare form of 

psoriasis causes clearly defined pus-filled 

lesions that occur in widespread patches 

(generalized pustular psoriasis) or in smaller 

areas on the palms of the hands or the soles 

of the feet. 

• Erythrodermic psoriasis. The least 

common type of psoriasis, erythrodermic 

psoriasis can cover your entire body with a 

red, peeling rash that can itch or burn 

intensely. 

• Psoriatic arthritis. Psoriatic arthritis causes 

swollen, painful joints that are typical of 

arthritis. Sometimes the joint symptoms are 

the first or only symptom or sign of 

psoriasis. And at times only nail changes are 

seen. Symptoms range from mild to severe, 

and psoriatic arthritis can affect any joint. It 

can cause stiffness and progressive joint 

damage that in the most serious cases may 

lead to permanent joint damage. 
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Causes 

 

 
 

Psoriasis is thought to be an immune system 

problem that causes the skin to regenerate at faster 

than normal rates. In the most common type of 

psoriasis, known as plaque psoriasis, this rapid 

turnover of cells results in scales and red 

patches.Just what causes the immune system to 

malfunction isn't entirely clear. Researchers 

believe both genetics and environmental factors 

play a role. The condition is not contagious. 

 

 
 

Psoriasis triggers 
Many people who are predisposed to psoriasis 

may be free of symptoms for years until the 

disease is triggered by some environmental factor. 

Common psoriasis triggers include: 

• Infections, such as strep throat or skin 

infections 

• Weather, especially cold, dry conditions 

• Injury to the skin, such as a cut or scrape, a 

bug bite, or a severe sunburn 

• Stress 

• Smoking and exposure to secondhand 

smoke 

• Heavy alcohol consumption 

• Certain medications — including lithium, 

high blood pressure medications and 

antimalarial drugs 

• Rapid withdrawal of oral or systemic 

corticosteroids 

Risk factors 
About a third of instances begin in the pediatric 

years. These factors can increase risk: 
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• Family history. The condition runs in 

families. Having one parent with psoriasis 

increases your risk of getting the disease, 

and having two parents with psoriasis 

increases your risk even more. 

• Stress. Because stress can impact your 

immune system, high stress levels may 

increase your risk of psoriasis. 

• Smoking. Smoking tobacco not only 

increases your risk of psoriasis but also may 

increase the severity of the disease. 

Smoking may also play a role in the initial 

development of the disease. 

 

Complications 
Psoriasishave greater risk of developing other 

conditions, including: 

• Psoriatic arthritis, which causes pain, 

stiffness and swelling in and around the 

joints 

• Eye conditions, such as conjunctivitis, 

blepharitis and uveitis 

• Obesity 

• Type 2 diabetes 

• High blood pressure 

• Cardiovascular disease 

• Other autoimmune diseases, such as celiac 

disease, sclerosis and the inflammatory 

bowel disease called Crohn's disease 

• Mental health conditions, such as low self-

esteem and depression 

 

Psoriasis is a common and recurring condition 

that affects the life cycle of skin cells.Normally, it 

takes about a month for our skin cells to move 

from the lowest skin layer (where they’re 

produced) to the outermost layer (where they die 

and flake off). In people with psoriasis, the entire 

life cycle takes only days. With rapid cell growth, 

the skin cells build up, forming thick, silvery 

scales and itchy, dry, red patches that are 

sometimes painful. This is considered a chronic 

condition as there are persistent periods of 

remission and then flare-ups. 

It is thought that psoriasis is caused by a 

disorder of the immune system. The overactive T 

cells (a type of white blood cell) attack healthy 

skin cells, causing an increased production of skin 

cells and other immuneresponses that lead to an 

ongoing cycle of rapid skin turnover. Dead skin 

and whiteblood cells can’t slough off quickly 

enough and build up in thick, scaly patches on the 

skin’s surface.  

 

 

Dietary Recommendations 

Foods to include: 
• Essential fatty acids help to reduce 

inflammation. Eat more cold-water fish 

(salmon, herring, mackerel, and trout). 

Flaxseed and flaxseed oil are also good 

sources of EFAs. 

• Fibre-rich foods (whole grains, vegetables, 

and fruits) aid detoxification. 

• Orange, yellow, and green vegetables 

contain vitamin A, which may be deficient 

in those with psoriasis. 

• Pumpkin seeds provide zinc, which is often 

deficient in those with psoriasis. 

Foods to avoid: 
• Alcohol can cause flare-ups and also 

decrease the effectiveness of treatments. 

• Gluten, a protein present in wheat, rye and 

barley, and triticale, can be a trigger for 

some people. 

• Saturated fat (red meat and dairy products) 

may worsen inflammation. 

 

Lifestyle Suggestions 
• Work on identifying and avoiding your 

triggers. Stress, smoking, and food 

sensitivities are common triggers. 

• Bathe daily in warm water to remove scales 

and calm inflamed skin. Add mineral or sea 

salts, bath oil (lavender), or oatmeal to the 

water and soak for at least 15 minutes. 

Avoid hot water and harsh soaps, which can 

make your symptoms worse. 

• Apply a moisturizer after bathing and 

reapply as needed. Use a heavy cream or an 

ointment as they will keep the skin hydrated 

longer than lotions. 

• Do not scratch, pick, or rub at the lesions; 

this will only make it worse. 

• Spend some time in the sun. We produce a 

powerful form of vitamin D when our skin 

is exposed to sunlight and this vitamin D 

can improve skin lesions. However, too 

much sun (getting sunburn) can worsen the 

problem.  

• Try 10–15 minutes in direct sunlight. 

Whenspending a longer time outdoors, 

apply a sunscreen to areas not affected with 

psoriasis to protect against sunburn. 

 

Recommended Pugos Supplements 
A Synergestic combination of Astashine, 

liquimega,Nutrease, omegadayalong with 

dietrestrictions and various lifestyle approaches is 

recommended for treatment of psoriasis.
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