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Ophthalmic manifestations of psoriasis
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Abstract

Psoriasis is a common chronic inflammatory and proliferative condition of the skin associated with systemic manifestations.
The relationship between the eye and psoriasis has been recognized for decades, but the precise eye manifestations in patients
with psoriasis and psoriatic arthritis are only recently coming to light. Ocular involvement occurs in 10% of patients with
psoriasis. Ophthalmic manifestations include blepharitis, dry eye , meibomian gland dysfunction, nonspecific conjunctivitis,
punctate keratitis, corneal recurrent erosions, vascularisation, ulceration, scarring and even melting . Anterior uveitis is another
psoriasis associated manifestation involving 7% to 25% of patients with psoriatic arthritis. Retinal vasculitis, cystoid macular
edema, and papillitis are other uncommon changes seen. Various topical and systemic therapies used to treat psoriasis too
can affect eyes,which includes conjunctiva hyperaemia, dry eye, blepharitis, blepharoconjunctivitis, keratitis, corneal opacities,
cataract, and deceased night vision.
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Introduction

the prevalence of inflammatory arthritis among psoriasis
patients varies between 7% and 26% and in about 15% of
them arthritis remains undiagnosed.5

Psoriasis is a common chronic inflammatory and proliferative
condition of the skin associated with systemic manifestations
in many organ systems. The reported prevalence of psoriasis
in countries ranges between 0.09% and 11.4% among all ages,
both genders and all populations making psoriasis a serious
global problem.1,2 Approximately 75% patients present
before the age of 40 years (peak at 20-30 years) and the other
peak occurs at 57-60 years. The prevalence is between 1.5
and 5% in most developed countries.3 In India, the reported
prevalence is between 0.44 and 2.8%.4 Clinically, cutaneous
disease presents in non-pustular or pustular forms with each
having its own variants (Table 1).

Ocular involvement occurs in 10% of patients with psoriasis
especially in presence of psoriatic arthritis and may even
precede articular changes.6,7 Psoriasis can affect eyes directly
or as complication of treatment for psoriasis. Blepharitis and
dry eye are the commonest ocular finding.8 It is thought to
be triggered by Meibomian duct occlusion by psoriatic scale,
as well as an underlying lower tear film break-up time in
patients with psoriasis.9 Erythema, edema, and psoriatic
plaques around the eyes can result in madarosis, cicatricial
ectropion, trichiasis, loss of lid tissue and obstructive type of
meibomian gland dysfunction.10 It can be difficult to discern
from non-specific eyelid dermatitis, which has been reported
in up to 7% of psoriasis patients. Patients with pustular
psoriasis may have sterile pustules and lid swelling.11
Psoriatic plaques over lids can extend to involve conjunctiva.
A chronic nonspecific conjunctivitis may occur which
can lead to symblepharon and keratoconjunctivitis sicca.
An older study suggests that it may occur in up to 64.5%
patients with skin disease.12 Dry eye has been reported in up
to 18.75% of patients with psoriasis 13 and 2.7% of psoriatic
arthritis patients.14 Demarcated, yellowish-red plaques
on the palpebral conjunctiva, limbal lesions resembling
phlyctenules and episcleritis can occur.15,16 Corneal
involvement may include punctate keratitis, filaments,
epithelial thickening, recurrent erosions, vascularisation,
ulceration, scarring and even melting can occur especially
in the periphery. Involvement tends to be bilateral and close
to the limbus. Histologic evaluation of the thickened corneal
opacities reveals parakeratosis analogous to the findings
noted in skin psoriasis.17
Anterior uveitis is another psoriasis associated manifestation
involving 7% to 25% of patients with psoriatic arthritis. It
seems that psoriasis without arthropathy is not a risk factor
for the development of uveitis. Uveitis tends to develop
more frequently in patients with arthropathy or pustular

Well-demarcated erythematous and indurated papuloplaques with loose silvery scales are hallmark clinical
features of chronic plaque psoriasis or psoriasis vulgaris,
the commonest variant. Mucosal changes are rare and
nail involvement occurs in 25%‒50% of all cases while
Table 1: Clinical variants of psoriasis
Non pustular
psoriasis

Pustular psoriasis

Psoriasis vulgarisearly or late

Localised pustular psoriasis

onset

Palmoplanterpustulosis

Guttate psoriasis

Acrodermatitis continua of
hallopeau

Rupoid psoriasis

Generalised pustular
psoriasis

Elephantine and
ostraceuous
psoriasis

Acute pustular psoriasis of
vonZumbusch

Unstable psoriasis

Impetigo herpetiformis

Psoriatic
erythroderma

Infantile and juvenile forms
Circinate form
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psoriasis than in patients with other forms of psoriasis.18
Although uveitis has been reported in psoriatic patients
without arthritis, it tends to be bilateral, prolonged and more
severe in patients with psoriatic arthritis. Retinal vasculitis,
cystoid macular edema, and papillitis are other uncommon
changes seen.

15.

Various topical and systemic therapies used to treat psoriasis
too can affect eyes in these patients. While corticosteroids
and phototherapy, with or without psoralens, the commonly
used treatment modalities in psoriasis, can cause conjunctiva
hyperaemia, dry eye and early cataract, treatment with oral
retinoids may lead to blepharitis, blepharoconjunctivitis,
keratitis, corneal opacities, dry eyes, cataract, and decrease
dnight vision. 19,20,21
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Conclusion

Ocular manifestations in psoriasis are often considered
less common as they largely remain under reported in the
literature and surveys for the quality of life implications
of psoriasis generally do not address ocular symptoms.
Another possible reason could be that ocular manifestations
of psoriasis are too subtle and missed for want of a dedicated
ophthalmic examination.

Catsarou-Catsari A, Katsambas A, Theodoropoulos P, Stratigos
J. Ophthalmological manifestations in patients with psoriasis.
Acta Derm Venereol 1984;64:557-9.
Kumar Yadalla HK, Vivekananda, Kumar K, Chandrashekar M.
Psoriasis: An eye opener – A cross-sectional study in a tertiary
care hospital of South India. Our Dermatol Online 2015;6:5-11.
Rehal B, Modjtahedi B S, Morse L S, Schwab IR, Maibach H I.
Ocular Psoriasis. J Am Acad Dermatol 2011; 65:1202-12.
Fraga NA, Oliveira Mde F, Follador I, Rocha Bde O, Rego VR.
Psoriasis and uveitis: a literature review. An Bras Dermatol 2012;
87:877-83.
Cox NH, Jones SK, Downey DJ, Tuyp EJ, Jay JL, Moseley H, et
al. Cutaneous and ocular side effects of oral pharmacotherapy:
results of an 8 year old follow-up study. Br J Dermatol
1987;116:145-52.
Fraunfelder FW. Corneal toxicity from topical ocular and
systemic medications. Cornea 2006;25:1133-8.
McClure SL, Valentine J, Gordon KB. Comparative tolerability
of systemic treatments for plaque-type psoriasis. Drug Saf
2002;25:913-27.

Cite This Article as: Kritika Katoch, Ratan Kumar Sharma,
Vikram mahajan, Rajeev Tuli. Ophthalmic manifestations of
psoriasis. Delhi J Ophthalmol 2021; 32 (1) : 32-33.
Acknowledgments: Nil
Conflict of interest: None declared

References
1.
2.
3.

4.
5.

6.
7.
8.
9.
10.

11.
12.
13.
14.

Source of Funding: None

Chestnov O. WHO Global reports on psoriasis 2016. World
Health Organization. Available at: www.who.int (accessed
on:02/09/2017)
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.
Parisi R, Symmons DP, Griffiths CE, Ashcroft DM, and the
Identification and Management of Psoriasis and Associated
ComorbidiTy (IMPACT) project team. Global epidemiology of
psoriasis: a systematic review of incidence and prevalence. J
Invest Dermatol 2013;133:377-85.
Dogra S, Yadav S. Psoriasis in India: Prevalence and pattern.
Indian J Dermatol Venereol Leprol 2010;76:595-601.
Villani AP, Rouzaud M, Sevrain M, Barnetche T, Paul C, Richard
MA, et al. Prevalence of undiagnosed psoriatic arthritis among
psoriasis patients: Systematic review and meta-analysis. J Am
Acad Dermatol 2015;73:242-8.
Maitray A, Bhandary AS, Shetty SB, Kundu G. Ocular
manifestations in psoriasis. Int J Ocul Oncol Oculoplasty
2016;2:123-31.
Au S-C, Yaniv S, Gottlieb AB. Psoriatic eye manifestations.
Psoriasis Forum 2011; 17:169-79.
Cram DL. Corneal melting in psoriasis. J Am Acad Dermatol
1981;5:617.
Zengin N, Tol H, Balevi S, Gunduz K, Okudan S, Endogru H.
Tear film and meibomian gland functions in psoriasis. Acta
Ophthalmol Scand 1996; 74: 358-60.
Fraunfelder FW, Fraunfelder FT. Dermatologic disorders. In:
Roy FH, Fraunfelder FW, Fraunfelder FT, editors. Roy and
Fraunfelder's Current Ocular Therapy, 6th edn. Elsevier Health
Sciences: China: 2008. p.157-8.
Shainhouse T. Ocular manifestations of psoriasis. EC
Ophthalmology 2017;5:172-6.
Lambert JR, Wright V. Eye Inflammation in psoriatic arthritis.
Ann Rheum Dis 1976;35:354-6.
Bhargava R, Kumar P. Evaluation of dry eye in patients with
psoriasis. J Ocular Biol. 2015;3:7.
Bernhard JD. Is eyelid involvement a sign of severe psoriasis?
Dermatologica 1987; 174:151.

E-ISSN: 2454-2784

P-ISSN: 0972-0200

Date of Submission: 24 Jun 2020
Date of Acceptance: 03 Aug 2020

Address for correspondence
Kritika Katoch

Medical Officer Ophthalmology

Department of Ophthalmology
Zonal Hospital Dharamshala, Dist
Kangra, Himachal Pradesh, India.
Email: katochkritika14@gmail.com

Quick Response Code

33

Delhi Journal of Ophthalmology

