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INTRODUCTION 

soriasis is a chronic inflammatory disease that occurs in 

about 0.1% - 3% of the population (Park and Lee, 2010). 

It is characterized by an immune-related pathogenesis, a genetic 

background which may be triggered by several environmental 

factors including smoking and infections (Mercuri and Naldi, 

2010) leading to a T cell-mediated cytokine production that 

drives hyper proliferation and abnormal differentiation of 

keratinocytes (Park and Lee, 2010). 

Osteopontin (OPN) is a multifunctional glycopho-

sphoprotein secreted by many cell types, including osteoblasts, 

lymphocytes, macrophages, epithelial cells and vascular 

smooth muscle cells. It has been implicated in numerous 

physiologic and pathologic events including cell survival, cell 

mediated immunity and inflammation (Chen et al., 2009). 

It has been demonstrated that OPN modulates 

inflammatory processes involved in psoriasis, which is the most 

prevalent T-cell mediated inflammatory disease in humans 

through its action as chemotactic factor, supporting the 

adhesion and modulating the function of T cells and 

monocytes/macrophages (Bummino et al., 2009). 

Osteopontin acts as a mediator involved mainly in 

inflammation and tissue remodeling, yet it has become apparent 

that it may exert important cardiovascular effect as well. High 
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circulating OPN levels have been reported in several 

inflammatory diseases, including multiple sclerosis, lupus 

erythematosis, rheumatoid arthritis and in psoriasis (Chen et 

al., 2009). 

Management of psoriasis includes topical therapy, 

ultraviolet light (phototherapy), systemic agents and biological 

treatments. Phototherapy is an essential therapeutic option for 

patients with psoriasis and has been used for more than 75 

years. The most commonly used types of phototherapy are 

photochemotherapy using psoralen ultraviolet A (PUVA) and 

Narrow band ultraviolet B (NB-UVB) therapy (Jensen et al., 

2010). 
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AIM OF THE WORK 

stimation of serum OPN level in patients with psoriasis 

vulgaris and evaluation of the effect of PUVA and NB 

UVB phototherapy on serum OPN level after treatment. 
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Chapter 1 

PSORIASIS 

soriasis is a chronic, immune-mediated inflammatory skin 

disease that is associated with multiple comorbidities. It 

affects 2% of the Western population, with varying prevalence 

among different ethnic groups (Reich, 2012).  

I- Epidemiology of Psoriasis: 

a) Incidence:  

 Psoriasis represents a significant public heath challenge, 

affecting approximately 125 million people globally. Prevalence 

estimates within adult populations range from 0.91% in the 

U.S.A. to 8.5% in Norway (Griffths et al., 2017).  

b) Age & sex:  

 Psoriasis can begin at any age. Late‐onset psoriasis 

(diagnosed > 40 years of age) shows little difference in 

distribution between males and females. However, early onset 

psoriasis showed clear differences with females being more 

likely to be diagnosed with psoriasis at an earlier age 

(Springate et al., 2017). 

Psoriasis that starts in childhood has high family 

incidence and the earlier the onset, the worse the prognosis 

(Romiti et al., 2009). Studies with twins have shown affection 

of monozygotic twins up to 70% probability that the other will 

P 
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be affected, too and only a 20% probability for dizygotic twins 

(Witte and Sabat, 2015). 

II- Diagnosis of Psoriasis: 

The diagnosis of psoriasis is primarily clinical and a skin 

biopsy is usually not necessary for classic presentations of the 

disease. It’s characterized clinically by erythematous scaly 

lesions and pathologically by hyperproliferation of epidermal 

keratinocytes with resulting hyperkeratosis, infiltration of 

lymphocytes, and angiogenesis (Mercuri and Naldi, 2010). 

Clinical Variants: 

 Chronic plaque psoriasis is the most common variant 

of psoriasis vulgaris. The characteristic lesions are sharply 

demarcated, scaly, erythematous plaques. The plaques may be 

pruritic and/or painful. They can be ovoid, round, or irregular in 

morphology and are often symmetrically distributed. When the 

xerotic scale is removed with scraping, points of fine bleeding 

may be seen (Auspitz sign). Lesions may develop at sites of 

trauma or injury, known as the Koebner phenomenon. The 

plaques are predominantly located on the elbows, knees, lower 

back, umbilicus, hands and feet but can occur anywhere on the 

body (Whan et al., 2017). 

Guttate psoriasis appears particularly in children and 

young adults after acute streptococcal infections. Lesions are 

rounded or slightely oval varing from 2mm-1cm in diameter & 


