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PSORIASIS 

BACKGROUND 

Psoriasis is a chronic inflammatory skin disease that is characterized by thick, raised, 
bright red and pink plaques with a silvery scale.  The most common form is plaque 
psoriasis, which typically involves the scalp, elbows, knees, and back.  It is estimated to 
affect between 1% and 8.5% of adults worldwide and becomes more common with 
increased distance from the equator.  In the United Sates, it affects about 2% of the 
population.  Psoriasis is much less commonly seen in children.  The onset of psoriasis peaks 
in the fourth decade and again between the ages of 50 and 69. 

Psoriasis is generally regarded as a disorder of the immune system that leads to the 
production of proinflammatory cytokines and overproduction and abnormal maturation of 
the outer layer of skin cells.  While genetics plays a big role in the development of psoriasis, 
behavioral and environmental factors clearly influence the course of the disease.  
Infections, stress, trauma, and certain medications are known to initiate or worsen flares in 
people who have a genetic predisposition to developing psoriasis.  Additionally, smoking is 
clearly implicated in the onset and severity of psoriasis, with the incidence of psoriasis 
decreasing after successful smoking cessation.  Psoriasis has been linked with higher body 
mass index and increased alcohol intake as well.  Finally, some medications are known to 
worsen psoriasis.  These include lithium, beta-blockers, antimalarials, interferon, and rapid 
tapers of systemic corticosteroids. 

Psoriasis is associated with several comorbidities including arthritis (psoriatic arthritis), 
cardiovascular disease, depression, diabetes, and metabolic syndrome, and nonmelanoma 
skin cancer.[1]  It is important to screen for these and address them when present.   

TREATMENT 

SKIN CARE 

Gentle skin care can help minimize itching and limit trauma-induced flares.  Bathing in 
lukewarm water using non-detergent-based cleansers such as soapless cleansers or 
glycerin-based soaps is an important first step.  Abrasive cleansing devices should be 
avoided because these can be traumatic to the skin and actually worsen psoriasis.  Finally, 
applying thick moisturizing creams or ointments—especially while the skin is still damp—
will help keep psoriatic skin soft and less vulnerable to itching and trauma.  Natural oils 
such as avocado, coconut, almond, or olive can be very helpful.  Colloidal oatmeal in the 
form of an emollient or bath powder (such as Aveeno) can also help soothe itching and 
irritation from psoriasis.  
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FOOD & DRINK 

Healthy dietary choices are important for overall health. Anti-inflammatory or 
Mediterranean-style dietary approaches have been found to enhance many aspects of 
health—especially in the setting of inflammatory diseases.  Psoriasis is an inflammatory 
condition and will likely improve when dietary choices better align with foods that inhibit 
rather than promote inflammation.  Dietary studies in psoriasis are limited, but there are a 
few that indicate an anti-inflammatory diet contributes to less-severe disease. [2]  
Additionally, a plant based, anti-inflammatory approach to diet will help with the 
comorbidities associated with psoriasis.  More information about these dietary approaches 
can be found in the Whole Health tool “Choosing a Diet.” 

Diets that promote weight loss (e.g., low-calorie diets) have been found to be beneficial in 
overweight and obese patients with psoriasis.[3]  It is important to make sure that the 
specific diet followed ensures adequate nutritional intake. Involving the aid of a dietician 
may be helpful. 

Additionally, some patients with psoriasis have experienced improvement on a gluten-free 
diet.[4]  Elevated markers for celiac disease (tissue transglutaminase antibodies and 
endomysial antibodies) have been found in some patients with psoriasis as well, and in 
these patients, disease severity appears to correlate with circulating levels of these 
markers.[5,6]  Asking about family history of gluten sensitivity and about gastrointestinal 
symptoms of flatulence, diarrhea, and iron deficiency anemia may suggest sensitivity to 
gluten.  Testing for these markers may help identify those patients who are most likely to 
benefit from a gluten-free diet.  Find more information about how to eliminate gluten refer 
to the Whole Health tool “Elimination Diets.” 

SUPPLEMENTS 

Note: Please refer to the Passport to Whole Health, Chapter 15 on Dietary Supplements for 
more information about how to determine whether or not a specific supplement is 
appropriate for a given individual.  Supplements are not regulated with the same degree of 
oversight as medications, and it is important that clinicians keep this in mind.  Products 
vary greatly in terms of accuracy of labeling, presence of adulterants, and the legitimacy of 
claims made by the manufacturer 

OMEGA-3 FATTY ACIDS 

Omega-3 fatty acids have been shown to decrease the production of inflammatory 
compounds.  Studies looking at the effects of increased intake of fish high in omega-3 fatty 
acids and at the effects of omega-3 fatty acid supplementation on psoriasis have found 
benefit.[7-9]  However, the data is not entirely supportive.  A recent meta-analysis 
concluded that fish oil supplementation does not result in significant improvement in 
psoriasis.[10]  Another review looked at 12 articles and found the evidence to be 
inconclusive.[11]  It appears that the ratio of omega-3 to omega-6 fatty acids is important 
and dietary differences of the subjects could explain why the results are inconclusive.   

https://www.va.gov/WHOLEHEALTHLIBRARY/tools/choosing-a-diet.asp
https://www.va.gov/WHOLEHEALTHLIBRARY/tools/elimination-diets.asp
https://www.va.gov/WHOLEHEALTHLIBRARY/docs/Passport_to_WholeHealth_FY2020_508.pdf
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Ideally, omega-3 fatty acids should come from foods such as fatty fish (salmon, mackerel, 
and sardines), flaxseeds, and walnuts.  When that is not possible, supplements can be 
helpful.  Fish oil has also been shown to minimize the side effects of systemic therapies for 
psoriasis. 

• Dose: 640-3,500 mg EPA (eicosapentaenoic acid) and DHA (docosahexaenoic acid) 
daily[12,13] 

CURCUMIN 

Curcumin is the active component of turmeric.  It has been shown to inhibit 
proinflammatory pathways important in psoriasis.[14]  Studies evaluating clinical use have 
been limited, but the spice is very safe.  Clinical studies have found it safe at doses up to 8-
12 gm/day with the only side effects being reversible gastrointestinal problems (nausea 
and diarrhea).[15] 

• Dose: 1,500 mg up to three times a day[16] 

VITAMINS AND MINERALS 

VITAMIN D 

One study found that vitamin D levels were decreased in patients with psoriasis when 
compared to age-matched controls, and it appears that the level of vitamin D deficiency 
correlates with disease severity.[17]  For patients who are deficient in vitamin D, 
supplementation can be helpful, but it is not recommended for people with psoriasis who 
are not found to be deficient.[18]  Given the role vitamin D plays in other chronic 
inflammatory diseases such as cardiac disease, autoimmune diseases, and diabetes, 
checking a patient’s vitamin D level and/or conservative supplementation may be helpful.  

• Dose[19]:  
o 600 IU/day for supplemental uses 
o 1,000 IU/day for treatment of vitamin D deficiency 
o 4,000 IU/day is the current suggested upper limit* 

*More recent research suggests that doses up to 10,000 IU/day are safe and that the upper 
limit should be set at this level.[20]  Above 10,000 IU/day a person should be in the care of 
a physician and monitored for signs of vitamin D toxicity, which includes of hypercalcemia 
(headache, nausea, vomiting, abdominal pain, increased urination, and thirst). 

ZINC 

Zinc is a cofactor in many reactions important in maintaining skin health and immune 
function and has been shown to have anti-inflammatory properties.  Most clinical studies 
looking at zinc supplementation for treatment of psoriasis have not shown benefit.  
However, there are case reports of zinc therapy resulting in improvement of psoriasis, and 
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some clinicians who have used zinc supplements for patients with psoriasis feel strongly 
that it can be beneficial for some patients. 

It is likely that the formulation of zinc is important, and it appears that effervescent 
preparations of zinc, zinc picolonate, and methionine-bound zinc are more bioactive than 
other formulations such as zinc gluconate.  

• Dose: 
o 30-50 mg elemental zinc a day[21]* 
o 220 mg zinc sulfate (50-90 milligrams elemental zinc depending on the 

preparation) 1-3 times a day[22] 

*At doses higher than 30 mg a day, zinc can induce a copper deficiency; 2 mg of copper 
should be added for every additional 30 mg of elemental zinc. 

Food sources: oysters, beef, poultry (dark meat), pork, beans, nuts 

SELENIUM TOPICAL BOTANICALS 

ALOE VERA 

Aloe vera is a succulent plant whose thick leaves contain an inner pulpy mucilaginous gel.  
The compounds in aloe vera have been found to have anti-inflammatory and anti-itch 
properties, as well as pain reduction and wound healing effects.  Various preparations have 
been found effective in the treatment of psoriasis. 

Development of contact dermatitis is possible but appears to be rare. 

• Dose: 
o Aloe vera gel applied two to multiple times a day[23] 
o 0.5% extract in cream applied three times a day[24] 
o Cream containing 70% aloe mucilage applied twice a day[25] 

INDIGO NATURALIS EXTRACT 

Indigo naturalis extract has been shown to decrease markers of cell proliferation and 
inflammation seen in psoriasis.  An 8-week, side-by-side trial where 14 people with chronic 
plaque psoriasis applied either 5% indigo or vehicle placebo to contralateral sides of the 
body were evaluated with both objective measures of psoriasis severity as well as with 
biopsies.  Ki-67 (a marker for skin cell proliferation) and CD3 (an inflammatory marker 
seen in psoriasis) were both decreased.[26]   

• Dose: 3%-7% ointment, cream, or oil applied 1-2 times a day 

GLYCYRRHETINIC ACID 

Glycyrrhetinic acid is a component from licorice root that has inhibitory activity on the 
enzyme 11-beta-hydroxysteroid dehydrogenase which is responsible for inactivating 



Psoriasis 

VA Office of Patient Centered Care and Cultural Transformation 
Page 5 of 10 

cortisol.  It has been shown to potentiate the action of hydrocortisone in the skin. [27] 
Glycyrrhetinic acid has also been shown to have anti-inflammatory properties as well [28].  
One review looked at 11 randomized controlled trials in which topical glycyrrhetinic acid 
was used along with conventional therapy for psoriasis.  The glycyrrhetinic acid enhanced 
the response, with a greater number of people experiencing significant improvement.  
Adverse reactions were the same with and without the addition of glycyrrhetinic acid. [29]  

• Dose:  2% glycyrrhetinic acid cream or ointment once to twice a day 

MAHONIA AQUAFOLIUM 

Also known as Oregon grape, Mahonia aquafolium contains berberine, which has anti-
inflammatory and antimicrobial activities.  It is a compound that can be helpful in 
treatment of psoriasis.  It has been shown to decrease 5 lipoxygenase activity, reduce levels 
of inflammatory cytokines, and decrease expression of keratins 6 and 16, which are 
overexpressed in psoriatic plaques.  Berberine also appears to decrease keratinocyte 
proliferation.[30]  Topical treatment with M. aquafolium appears to surpass treatment with 
calcipotriene, and it is safe.  Potential side effects reported include itching, burning, and 
rash.   

• Dose:  10% Mahonia aquafolium cream or ointment once or twice a day.   

CAPSAICIN 

Itching is caused by a compound called substance P, which has been found to be higher in 
skin affected by psoriasis.  Capsaicin is a compound extracted from the red pepper that 
causes depletion of substance P.  It has been shown to decrease the sensation of itch in 
psoriasis.  

It can cause a burning sensation that usually only lasts a few days with continued use. 

• Dose: 
o 0.025% cream applied 4 times per day[31] 
o 0.075% cream is also available 

TOPICAL OVER-THE-COUNTER MEDICATIONS 

KERATOLYTICS 

Keratolytics are compounds that break down the outer layers of the skin.  This class of 
compounds includes salicylic acid (2%-10%), urea (20%-40%) and alpha-hydroxy acids 
(glycolic and lactic acids).  They can help to decrease the thickness of psoriatic plaques, 
which can lead to increased comfort, decreased itching as well as better absorption of other 
topical medications.   

• Dose: Compounds with 2%-10% salicylic acid, 20%-40% urea, or alpha-hydroxy 
acids applied once to several times a day as long as they do not cause irritation 
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TAR 

Tar-based products are either derived from coal or from wood (pine, birch). 

A precise mechanism of action is difficult to determine because of the large number of 
compounds present in tar-based products.  Possible mechanisms of action include anti-
inflammatory properties, anti-itch properties, and the ability to slow down the increased 
rates of cell turnover seen in psoriasis.  Side effects are infrequent and potentially include 
local irritation or allergic reactions, folliculitis or acne-like eruptions, and increased 
photosensitivity.  Prolonged use of high concentrations in sun-exposed areas may result in 
an increased risk of skin cancer.  If the formulation is too strong or irritating, it can worsen 
psoriasis. 

• Dose: 1%-5% crude tar or 10%-20% tar extract (LCD)[32] 

OTHER THERAPIES TO CONSIDER 

LIFESTYLE CHOICES 

Regular exercise and good sleep are important for all aspects of overall health.  One large 
population-based study found a decreased risk of psoriasis in people who engage in 
vigorous physical exercise for at least 3-4 hours per week,[33] and other studies have 
found improvement in psoriasis with exercise.  Other health problems should be 
considered when starting a new exercise program, but it is reasonable for most otherwise 
healthy people with psoriasis to consider adding or increasing regular vigorous exercise in 
their daily lives. 

Ultraviolet (UV) exposure can also help minimize psoriatic flares and phototherapy is often 
used in the clinical setting for treatment of psoriasis.  Spending time engaged in outdoor 
activities may help improve psoriasis by UV exposure as well as by increasing physical 
activity levels.  Overall risks for developing skin cancer including skin type, family history, 
and past sun exposure should be taken into account when determining how long a person 
with psoriasis should be in the sun without UV protection. 

MIND-BODY 

Stress plays a strong role in psoriatic flares.[34]  There are a wide range of mind-body 
approaches that can be beneficial for people who have psoriasis.[35]  Mindful awareness 
meditation has been shown to help alleviate symptoms of psoriasis in some people.  
Medical hypnotherapists help guide people into a deeply relaxed trance state.  They make 
suggestions with specific intentions regarding the alleviation of suffering and promotion of 
healing.  Hypnosis has been shown to improve psoriasis in patients who are highly 
hypnotizable.  Biofeedback uses technology to help patients learn to relax by learning to 
control their autonomic nervous system, and can be particularly helpful to people who 
have lower hypnotic abilities.[36]  Cognitive Behavioral Therapy (CBT) has been found 
beneficial—especially in patients with moderate to severe psoriasis.[37]   
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The relationship between practitioner and patient is extremely important for any mind-
body therapy, and it is crucial to find a practitioner that one can work with comfortably.  

TRADITIONAL CHINESE MEDICINE  

Traditional Chinese Medicine (TCM) is a health system that has been around for over 2,500 
years.  It is based on the premise that qi is a vital energy that maintains health and balance 
in the body.  Two opposing but complementary forces—yin and yang—support health 
when they are in harmony and are responsible for disease when they are out of balance.  
There are several techniques used in the scope of TCM with acupuncture and herbal 
medicine being the most common in the United States.  As a system, the techniques are best 
used in combination by skilled practitioners.  Acupuncture alone or with TCM herbs has 
shown effective for treating psoriasis.[38]  Other acupoint-related therapies including 
acupressure (needleless pressure applied at an acupuncture point) and cat gut embedding 
(catgut is embedded under the skin at acupuncture points providing stimulation for 5-7 
days before it is absorbed) have also shown benefit in psoriasis.[39] 

When looking for a TCM practitioner, one should inquire about certification and education.  
Any practitioner should at minimum have state licensure.  The National Certification 
Commission for Acupuncture and Oriental Medicine (NCCAOM) has strict certification 
requirements, and members are required to recertify every 4 years.  Refer to the NCCAOM 
website for a directory of certified practitioners.  For more information, refer to “Whole 
Systems of Medicine,” Chapter 18 in the Passport to Whole Health.  

HOMEOPATHY 

Homeopathy is a medical system that uses highly diluted substances to treat disease with 
the intention of triggering the body’s innate ability to heal.  Remedy selection takes into 
consideration the patient’s symptoms, personality traits, physical and psychological states, 
and life history.  Although research is limited, homeopathy has been shown effective at 
treating psoriasis.[40]  Because worsening of a condition is possible with homeopathic 
treatment, it is important to work with a well-trained and qualified homeopathic 
practitioner. One should look for a practitioner who is certified by at least one of the 
following organizations: Council for Homeopathic Certification (CHC), North American 
Society of Homeopaths (NASH), American Board of Homeotherapeutics (ABHt), or 
Homeopathic Academy of Naturopathic Physicians (HANP).  For more details, refer to 
“Whole Systems of Medicine,” Chapter 18 of the Passport to Whole Health. 

PREVENTION OUTLINE: PSORIASIS 

• Maintain a balanced lifestyle including regular exercise and adequate sleep. 
• Eat a high-quality anti-inflammatory or Mediterranean-style diet. 
• Eat foods high in omega-3 fatty acids (salmon, nuts, flax) or take a supplement. 
• Consider a trial of a gluten-free diet—especially if you have GI symptoms. 
• Maintain a healthy body weight. 
• Find ways to better manage stress. 

http://www.nccaom.org/find-a-practitioner-directory/
https://www.va.gov/WHOLEHEALTHLIBRARY/docs/Passport_to_WholeHealth_FY2020_508.pdf
https://www.va.gov/WHOLEHEALTHLIBRARY/docs/Passport_to_WholeHealth_FY2020_508.pdf
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• Avoid alcohol overuse. 
• Avoid tobacco. 
• Avoid or minimize medications known to exacerbate psoriasis: lithium, beta-

blockers, antimalarials, interferon, and rapid tapers of systemic corticosteroids 
• Practice good skin hygiene and use emollients liberally to minimize itch.   
• Consider topical aloe and indigo. 

RESOURCE LINKS 

• Choosing a Diet: https://www.va.gov/WHOLEHEALTHLIBRARY/tools/choosing-a-
diet.asp 

• Elimination Diet: https://www.va.gov/WHOLEHEALTHLIBRARY/tools/elimination-
diets.asp 

• NCCAOM: http://www.nccaom.org/find-a-practitioner-directory/ 
• Passport to Whole Health: 

https://www.va.gov/WHOLEHEALTHLIBRARY/docs/Passport_to_WholeHealth_FY
2020_508.pdf 

AUTHOR(S) 

“Psoriasis” was written by Apple Bodemer, MD (2014, updated 2020). 

This Whole Health tool was made possible through a collaborative effort between the 
University of Wisconsin Integrative Health Program, VA Office of Patient Centered Care and 
Cultural Transformation, and Pacific Institute for Research and Evaluation. 

REFERENCES 

1 Wang X, Liu Q, Wu L, Nie Z, Mei Z. Risk of non-melanoma skin cancer in patients with 
psoriasis: An updated evidence from systematic review with meta-analysis. J Cancer. 
2020;11(5):1047-1055. 

2 Phan C, Touvier M, Kesse-Guyot E, et al. Association between Mediterranean anti-
inflammatory dietary profile and severity of psoriasis: results from the NutriNet-
Santé cohort. JAMA Dermatol. 2018;154(9):1017-1024. 

3 Debbaneh M, Millsop JW, Bhatia BK, Koo J, Liao W. Diet and psoriasis, part I: Impact 
of weight loss interventions. J Am Acad Dermatol. 2014;71(1):133-140. 

4 Bhatia BK, Millsop JW, Debbaneh M, Koo J, Linos E, Liao W. Diet and psoriasis, part 
II: celiac disease and role of a gluten-free diet. J Am Acad Dermatol. 2014;71(2):350-
358. 

5 Damasiewicz-Bodzek A, Wielkoszynski T. Serologic markers of celiac disease in 
psoriatic patients. J Eur Acad Dermatol Venereol. 2008;22(9):1055-1061. 

6 Michaelsson G, Ahs S, Hammarstrom I, Lundin IP, Hagforsen E. Gluten-free diet in 
psoriasis patients with antibodies to gliadin results in decreased expression of 
tissue transglutaminase and fewer Ki67+ cells in the dermis. Acta Derm Venereol. 
2003;83(6):425-429. 



Psoriasis 

VA Office of Patient Centered Care and Cultural Transformation 
Page 9 of 10 

7 Collier PM, Payne CR. The dietary effect of oily fish consumption on psoriasis. Br J 
Dermatol. 1996;135(5):858. 

8 Collier PM, Ursell A, Zaremba K, Payne CM, Staughton RC, Sanders T. Effect of 
regular consumption of oily fish compared with white fish on chronic plaque 
psoriasis. Eur J Clin Nutr. 1993;47(4):251-254. 

9 Mayser P, Grimm H, Grimminger F. n-3 fatty acids in psoriasis. Br J Nutr. 2002;87 
Suppl 1:S77-82. 

10 Yang SJ, Chi CC. Effects of fish oil supplement on psoriasis: a meta-analysis of 
randomized controlled trials. BMC Complement Altern Med. 2019;19(1):354. 

11 Upala S, Yong WC, Theparee T, Sanguankeo A. Effect of omega-3 fatty acids on 
disease severity in patients with psoriasis: A systematic review. Int J Rheum Dis. 
2017;20(4):442-450. 

12 Wilkinson DI. Do dietary supplements of fish oils improve psoriasis? Cutis. 
1990;46(4):334-336. 

13 Balbás GM, Regaña MS, Millet PU. Study on the use of omega-3 fatty acids as a 
therapeutic supplement in treatment of psoriasis. Clin Cosmet Investig Dermatol. 
2011;4:73-77. 

14 Aggarwal BB, Gupta SC, Sung B. Curcumin: an orally bioavailable blocker of TNF and 
other pro-inflammatory biomarkers. Br J Pharmacol. 2013;169(8):1672-1692. 

15 Pari L, Tewas D, Eckel J. Role of curcumin in health and disease. Arch Physiol 
Biochem. 2008;114(2):127-149. 

16 Kurd SK, Smith N, VanVoorhees A, et al. Oral curcumin in the treatment of moderate 
to severe psoriasis vulgaris: A prospective clinical trial. J Am Acad Dermatol. 
2008;58(4):625-631. 

17 Ricceri F, Pescitelli L, Tripo L, Prignano F. Deficiency of serum concentration of 25-
hydroxyvitamin D correlates with severity of disease in chronic plaque psoriasis. J 
Am Acad Dermatol. 2013;68(3):511-512. 

18 Zuccotti E, Oliveri M, Girometta C, et al. Nutritional strategies for psoriasis: current 
scientific evidence in clinical trials. Eur Rev Med Pharmacol Sci. 2018;22(23):8537-
8551. 

19 Institute of Medicine Committee. Dietary reference intakes for calcium and vitamin D. 
Washington (DC): National Academies Press (US) Copyright © 2011, National 
Academy of Sciences.;2011. 

20 Hathcock JN, Shao A, Vieth R, Heaney R. Risk assessment for vitamin D. Am J Clin 
Nutr. 2007;85(1):6-18. 

21 Verma S, Thakur BK. Dramatic response to oral zinc in a case of subacute form of 
generalized pustular psoriasis. Indian J Dermatol. 2012;57(4):323-324. 

22 Haase H, Overbeck S, Rink L. Zinc supplementation for the treatment or prevention 
of disease: current status and future perspectives. Exp Gerontol. 2008;43(5):394-
408. 

23 Paulsen E, Korsholm L, Brandrup F. A double-blind, placebo-controlled study of a 
commercial Aloe vera gel in the treatment of slight to moderate psoriasis vulgaris. J 
Eur Acad Dermatol Venereol. 2005;19(3):326-331. 

24 Syed TA, Ahmad SA, Holt AH, Ahmad SA, Ahmad SH, Afzal M. Management of 
psoriasis with Aloe vera extract in a hydrophilic cream: a placebo-controlled, 
double-blind study. Trop Med Int Health. 1996;1(4):505-509. 



Psoriasis 

VA Office of Patient Centered Care and Cultural Transformation 
Page 10 of 10 

25 Choonhakarn C, Busaracome P, Sripanidkulchai B, Sarakarn P. A prospective, 
randomized clinical trial comparing topical aloe vera with 0.1% triamcinolone 
acetonide in mild to moderate plaque psoriasis. J Eur Acad Dermatol Venereol. 
2010;24(2):168-172. 

26 Lin YK, Wong WR, Chang YC, et al. The efficacy and safety of topically applied indigo 
naturalis ointment in patients with plaque-type psoriasis. Dermatology. 
2007;214(2):155-161. 

27 Teelucksingh S, Mackie AD, Burt D, McIntyre MA, Brett L, Edwards CR. Potentiation 
of hydrocortisone activity in skin by glycyrrhetinic acid. Lancet. 
1990;335(8697):1060-1063. 

28 Shin YW, Bae EA, Lee B, et al. In vitro and in vivo antiallergic effects of Glycyrrhiza 
glabra and its components. Planta Med. 2007;73(3):257-261. 

29 Yu JJ, Zhang CS, Coyle ME, et al. Compound glycyrrhizin plus conventional therapy 
for psoriasis vulgaris: a systematic review and meta-analysis of randomized 
controlled trials. Curr Med Res Opin. 2017;33(2):279-287. 

30 Janeczek M, Moy L, Lake EP, Swan J. Review of the efficacy and safety of topical 
mahonia aquifolium for the treatment of psoriasis and atopic dermatitis. J Clin 
Aesthet Dermatol. 2018;11(12):42-47. 

31 Ellis CN, Berberian B, Sulica VI, et al. A double-blind evaluation of topical capsaicin 
in pruritic psoriasis. J Am Acad Dermatol. 1993;29(3):438-442. 

32 Paghdal KV, Schwartz RA. Topical tar: back to the future. J Am Acad Dermatol. 
2009;61(2):294-302. 

33 Frankel HC, Han J, Li T, Qureshi AA. The association between physical activity and 
the risk of incident psoriasis. Arch Dermatol. 2012;148(8):918-924. 

34 Kalman LJ, Gonda X, Kemeny L, Rihmer Z, Janka Z. [Psychological and biological 
background of the correlation between psoriasis and stress]. Orv Hetil. 
2014;155(24):939-948. 

35 Qureshi AA, Awosika O, Baruffi F, Rengifo-Pardo M, Ehrlich A. Psychological 
therapies in management of psoriatic skin disease: a systematic review. Am J Clin 
Dermatol. 2019;20(5):607-624. 

36 Shenefelt PD. Biofeedback, cognitive-behavioral methods, and hypnosis in 
dermatology: is it all in your mind? Dermatol Ther. 2003;16(2):114-122. 

37 Xiao Y, Zhang X, Luo D, et al. The efficacy of psychological interventions on psoriasis 
treatment: a systematic review and meta-analysis of randomized controlled trials. 
Psychol Res Behav Manag. 2019;12:97-106. 

38 Xiang Y, Wu X, Lu C, Wang K. An overview of acupuncture for psoriasis vulgaris, 
2009-2014. J Dermatol Treat. 2017;28(3):221-228. 

39 Yeh ML, Ko SH, Wang MH, Chi CC, Chung YC. Acupuncture-related techniques for 
psoriasis: a systematic review with pairwise and network meta-analyses of 
randomized controlled trials. J Altern Complement Med. 2017;23(12):930-940. 

40 Witt CM, Ludtke R, Willich SN. Homeopathic treatment of patients with psoriasis--a 
prospective observational study with 2 years follow-up. J Eur Acad Dermatol 
Venereol. 2009;23(5):538-543. 

 


	PSORIASIS
	BACKGROUND
	TREATMENT
	SKIN CARE
	FOOD & DRINK
	SUPPLEMENTS
	VITAMINS AND MINERALS
	SELENIUM TOPICAL BOTANICALS
	TOPICAL OVER-THE-COUNTER MEDICATIONS

	OTHER THERAPIES TO CONSIDER
	LIFESTYLE CHOICES
	MIND-BODY
	TRADITIONAL CHINESE MEDICINE
	HOMEOPATHY

	PREVENTION OUTLINE: PSORIASIS
	RESOURCE LINKS
	AUTHOR(S)
	REFERENCES


