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Rezumat

Introducere: Studii recente au ardtat cd psoriazisul
sever este o afectiune sistemicd asociatd cu aterosclerozi
acceleratd si un risc crescut de boald cardiovasculard.

Obiectiv: Investigarea prezentei aterosclerozei
subclinice la pacientii cu psoriazis fird ateroscleroza clinic
evidentd sau factori de risc clasici pentru boala
cardiovasculard

Material si Metodd: Un total de 52 indivizi au fost
inrolati in studiu. Nici unul dintre acestia nu prezenta
aterosclerozd clinic evidentd sau factori de risc traditionali
pentru boala cardiovasculard. Au fost constituite 3 loturi:
13 pacienti cu psoriazis usor, 13 pacienti cu psoriazis sever
si 26 martori sandtosi, fird psoriazis sau orice altd boald
inflamatorie cronicd. Am investigat prezenfa aterosclerozei
subclinice prin determinarea indexului vascular cord-
gleznid (CAVI) ca indicator al rigiditdtii arteriale si a
indexului gleznd-brat (ABI) ca indicator al ocluziei
vasculare.

Rezultate: Valoarea medie a CAVI a fost mai mare in
lotul pacientilor cu psoriazis sever comparativ cu cel al
pacientilor cu psoriazis usor (7 = 1.3 vs 6.5 + 1.7) si in
ambele loturi comparativ cu lotul martor (6.2 + 1.6), dar
diferentele nu au atins semnificatie statisticd. Valoarea
medie ABI a fost semnificativ mai mare la pacientii cu
psoriazis comparativ cu lotul martor (0.95 = 0.10 vs 1.02 +
0.79, p = 0.01).

Concluzii: Pacientii cu psoriazis sever au o prevalenf
crescutd a aterosclerozei subclinice comparativ cu populatia
generald. Rezultatele studiului nostru  subliniazd
importanta detectdrii precoce a bolii cardiovasculare si a
interventiei prompte la acest grup de pacienti.

Cuvinte cheie: psoriazis; aterosclerozd subclinicd;
index vascular cord-gleznd; index gleznd-braf; inflamatie
sistemic.

Summary

Background: Recent studies have shown that severe
psoriasis is a systemic disorder associated with accelerated
atherosclerosis and an increased risk of cardiovascular
disease.

Objective: To investigate the presence of subclinical
atherosclerosis in psoriasis patients without clinically
evident atherosclerosis or traditional cardiovascular risk
factors.

Material and Method: A total of 52 participants
were enrolled in the current study. None presented
clinically overt atherosclerosis or any traditional
cardiovascular risk factors. They were divided into 3
groups: 13 patients with mild psoriasis, 13 patients with
severe psoriasis and 26 matched healthy controls without
psoriasis or any chronic inflammatory disorder. We
investigated the presence of subclinical atherosclerosis by
determining the cardio-ankle vascular index (CAVI) as an
indicator of arterial stiffness and the ankle-brachial index
(ABI) as an indicator of vascular occlusion.

Results: Mean CAVI value was higher in the severe
psoriasis group compared with the mild psoriasis group (7
+ 1.3 vs 6.5 = 1.7), and in both groups compared with
controls (6.2 + 1.6), but the differences did not reach
statistical significance. ABI mean values were significantly
higher in psoriasis patients compared with controls (0.95 =
0.10 vs 1.02 = 0.79, p = 0.01).

Conclusions: Patients with severe psoriasis have
increased prevalence of subclinical atherosclerotic disease
compared with the general population. Our results support
the importance of screening for cardiovascular diseases and
of early intervention in this patient population.

Keywords: psoriasis; subclinical atherosclerosis;
cardio-ankle vascular index; ankle-brachial index; systemic
inflammation.
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Introducere

Psoriazisul este o afectiune inflamatorie
cronica si recurentd ce afecteazd 2-3% din
populatia caucaziand [1], caracterizatd prin
hiperproliferare si diferentiere anormala
keratinocitard, asociate cu angiogenezd si
vasodilatatie dermicd, toate aceste procese fiind
initiate de un raspuns imun Inndscut exagerat la
stimuli incd necunoscuti si intretinut de o
stimulare persistentd a limfocitelor de tip Thl la
indivizii predispusi genetic [2]. Natura sistemica
a acestei afectiuni inflamatorii a fost mult timp
ignoratd, pand recent artrita psoriazicd fiind
consideratd singura manifestare extracutanatd a
bolii. Din ce in ce mai multe dovezi sugereaza,
insd, cd acesti pacienti prezinta un risc crescut de
a dezvolta boli favorizate de existenta unei stari
inflamatorii cronice, printre care se numaéra
ateroscleroza [3]. Studii recente au ardtat ca
pacientii cu psoriazis sufera de ateroscleroza
acceleratd, avand un risc crescut de boald
cardiovasculara (boald coronariand ischemicd,
boalda cerebrovasculard si boald arteriala
perifericd) [4-7] si o ratd mai mare a mortalitatii
prin boald cardiovasculard comparativ cu
populatia generald [4,8]. Este inca neclar daca
psoriazisul in sine, comorbiditdtile asociate
psoriazisului sau stilul de viatd al acestor pacienti
sunt responsabile de acest risc crescut. Corelatia
dintre psoriazis si boala cardiovasculara s-ar
putea datora unei prevalente crescute a factorilor
de risc traditionali pentru boala cardiovasculara
in randul pacientilor cu psoriazis [6, 9, 10],
asocierii psoriazisului cu factori de risc
neconventionali pentru boala cardiovasculara
(proteina C reactivd (PCR), hiperhomo-
cisteinemia) [11, 12], anumitor terapii sistemice
utilizate in psoriazisul sever [13, 14], precum si
inflamatiei cronice caracteristicd acestei afectiuni
[3,15]. Psoriazisul este in prezent considerat un
factor de risc independent pentru boala
cardiovasculara [5, 7]. In plus, riscul de boala
cardiovasculard se coreleazd cu severitatea
psoriazisului si pare a fi mai mare la pacientii
tineri [4, 5, 7].

Pentru a determina dacd pacientii cu
psoriazis au un grad mai avansat de
ateroscleroza, a fost investigatd prezenta
aterosclerozei subclinice la pacientii fard boald
cardiovasculard evidenta clinic sau factori de risc
traditionali pentru aceasta [7, 16]. Numeroase

Introduction

Psoriasis is a chronic and recurrent
inflammatory skin disease affecting 2-3% of the
Caucasian population [1], characterized by
keratinocyte hyperproliferation and abnormal
differentiation, associated with dermal angio-
genesis and vasodilatation, these processes being
initiated by an exaggerated innate immune
response to unknown stimuli and maintained by
a persistent stimulation of Thl immune cells in
genetically predisposed individuals [2]. Until
recently, psoriatic arthritis was considered the
only extracutaneous manifestation of psoriasis,
the systemic nature of this inflammatory disorder
being ignored. Mounting evidence suggest that
these patients may be at increased risk for other
diseases favored by the existence of a chronic
inflammatory state, among which is athero-
sclerosis [3]. Recent studies have shown that
psoriasis patients suffer from accelerated
atherosclerosis, having an increased risk of
cardiovascular disease (coronary artery, cerebro-
vascular and peripheral arterial disease) [4-7] and
showing a higher cardiovascular mortality rate
compared with the general population [4, 8]. It is
not yet clear if psoriasis per se, the comorbidities
associated with psoriasis or the lifestyle of these
patients account for this high risk. The
connection between psoriasis and cardiovascular
diseases might be due to a higher prevalence of
traditional cardiovascular risk factors in psoriasis
patients [6, 9, 10], to the association of psoriasis
with non-conventional cardiovascular risk
factors (C reactive protein (CRP), hyperhomo-
cysteinemia) [11, 12], to certain systemic therapies
used for severe psoriasis [13, 14], as well as to the
chronic inflammation that occurs in patients with
psoriasis [3, 15]. Psoriasis itself is now considered
an independent cardiovascular risk factor [5,7].
The cardiovascular risk correlates to psoriasis
severity and seems to be higher in younger
subjects [4, 5, 7].

In order to determine whether psoriasis
patients have a greater atherosclerotic burden,
the presence of subclinical atherosclerosis in
patients without evident cardiovascular disease
or traditional cardiovascular risk factors has been
investigated [7, 16]. Several surrogate markers for
atherosclerosis have been assessed in different
studies. Among the noninvasive imaging
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studii au analizat o serie de markeri surogat
pentru ateroscleroza. Printre tehnicile imagistice
neinvazive intrebuintate in acest scop se numara
ultrasonografia brahiald de inaltd rezolutie
utilizata pentru evaluarea disfunctiei endoteliale
prin determinarea vasodilatatiei mediata de flux
a arterei brahiale postocluzie, ultrasonografia
carotidiand utilizatd pentru evaluarea grosimii
intimad-medie la nivelul arterei carotide comune,
tomografia computerizata spirald utilizatd pentru
determinarea gradului de calcificare a arterelor
coronare si determinarea velocitatii undei
pulsului brat-glezna utilizata pentru evaluarea
proprietdtilor vasco-elastice ale arterelor mari.

Recent a fost dezvoltatd o noud metoda
neinvazivd pentru estimarea extensiei atero-
sclerozei, si anume indexul vascular cord-glezna
(CAVI). Acesta reflectd rigiditatea arterelor de la
nivelul cordului pand la nivelul gleznelor. Spre
deosebire de velocitatea undei pulsului brat-
glezna, CAVI este ajustat dupa presiunea
sangvind pe baza parametrului de rigiditate 4,
prin urmare reprezintd rigiditatea vasculara
naturald, nefiind influentat de modificarile
presiunii sangvine din timpul masurétorilor [17].
O valoare inaltd a CAVI semnificd progresia
aterosclerozei carotidiene, coronariene si peri-
ferice. Utilitatea sa clinicd si buna repro-
ductibilitate au fost confirmate in studii multiple.

In studiul de fatd am investigat influenta
psoriazisului asupra valorilor CAVI, indexului
gleznd-brat (ABI) si asupra varstei vasculare,
precum si corelatia dintre acesti parametri si
markerii clinici de activitate a psoriazisului.

Material si Metoda
Populatia studiata

Studiul nostru a inclus 52 pacienti cu varste
mai mari de 18 ani, care s-au prezentat in Sectia
de Dermatologie a Spitalului Elias, Bucuresti in
perioada Ianuarie 2011 - Octombrie 2011.
Pacientii au fost Impartiti in 3 loturi: 13 pacienti
cu psoriazis usor, 13 cu psoriazis sever si 26
martori. Pacientii au fost clasificati ca avand
psoriazis usor dacd boala a fost controlata
exclusiv cu tratament topic si ca avand psoriazis
sever dacd au necesitat tratament sistemic in orice
moment al evolutiei acestei dermatoze. Lotul
martor a fost constituit din pacienti care s-au
prezentat iIn clinica noastrd 1In perioada
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techniques that have been employed in this
purpose are high-sensitivity brachial ultra-
sonography used to evaluate endothelial
dysfunction by determining postocclusion flow-
mediated vasodilatation of the brachial artery,
carotid ultrasound used to assess the carotid
intima-media thickness (IMT) of the common
carotid artery, noncontrast-enhanced 16-row
spiral computed tomography used to determine
the degree of coronary artery calcification, and
the measurement of brachial-ankle pulse wave
velocity (baPWYV) used for the evaluation of the
viscoelastic properties of large arteries.

Recently, a new non-invasive method for
estimating the extent of atherosclerosis, the
cardio-ankle vascular index (CAVI), has been
developed. It reflects the stiffness of arteries from
heart to ankles. Unlike baPWV, CAVI is adjusted for
blood pressure based on the stiffness parameter a4 and
therefore represents the natural vascular stiffness, not
being affected by blood pressure changes during
measurement [17]. High CAVI implies pro-
gression of carotid, coronary and peripheral
arteriosclerosis. Its clinical usefulness and good
reproducibility has been confirmed by a series of
studies.

In the present study, we investigated the
influence of psoriasis on CAVI, ankle-brachial
index (ABI) levels, and vascular age, as well as
the correlation between these parameters and
clinical psoriasis activity markers.

Material and Method
Study population

52 patients older than 18 who presented to
the Dermatology Department of Elias Emergency
Hospital, Bucharest during the period January
2011 - October 2011 were included in the current
study after written informed consent was
obtained. They were divided into 3 groups: 13
patients with mild psoriasis, 13 patients with
severe psoriasis and 26 controls. Patients were
classified as having mild psoriasis if they only
needed topical treatment to control their
condition and as having severe psoriasis if
systemic treatment was ever neccessary for this
dermatosis. The control group was constituted of
patients who presented to our clinic during the
mentioned time period for diseases other than
psoriasis, who did not suffer from any chronic
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mentionatd pentru boli altele decat psoriazisul,
care nu sufereau de boli inflamatorii cronice.
Pentru fiecare pacient cu psoriazis a fost ales
aleator un martor similar ca varsta si sex.

Nici unul dintre subiectii inclusi in studiu nu
prezenta istoric sau semne si simptome de
ateroscleroza clinic evidentd, definite ca boald
coronariand ischemicd, incluzand sindroame
coronariene acute si cardiopatie ischemica
cronicd, boald cerebrovasculard, reprezentatd de
accidente vasculare cerebrale ischemice si atacuri
ischemice tranzitorii si arteriopatie obliteranta a
membrelor inferioare. In plus, nici unul dintre
pacientii si martorii evaluati nu prezentau factori
de risc traditionali pentru boala cardiovasculara.
In studiu au fost inclusi doar indivizi nefumitori
sau care renuntaserd la fumat cu minim 5 ani
inainte, cu un indice de masa corporala (calculat
in momentul prezentdrii ca greutate (kg)/
inél’;imez (mz)) <30kg/ m?2, far4 istoric de hiper-
tensiune arteriald (medicatie antihipertensiva sau
tensiune arteriald sistolica >140 mmHg si/sau
tensiune arteriald diastolicda >90 mmHg), hiper-
colesterolemie (>200 mg/dl a jeune), hiper-
trigliceridemie (>150 mg/dl, a jeune), toleranta
alteratd la glucoza sau diabet zaharat (glicemie >
100 mg/dl, respectiv > 126 mg/dl a jeune).

Investigatii diagnostice

Pentru toti indivizii selectati a fost efectuat un
examen clinic atent si investigatii de laborator,
precum hemogramd, glicemie, probe functionale
hepatice si renale, profil lipidic, markeri de
inflamatie (vitezd de sedimentare a hematiilor,
fibrinogen, PCR). Ulterior, am investigat prezenta
aterosclerozei subclinice In randul tuturor
pacientilor eligibili utilizdnd VaSera (Fukuda
Densh Co., Ltd.), un sistem de screening pentru
ateroscleroza, ai carui principali parametri sunt
CAVI, indicator al rigiditatii arteriale, ABI,
indicator al stenozei sau ocluziei arterelor crurale
si varsta arteriald. ABI a fost calculat pe baza
Ghidului ACC/AHA 2008, valorile de referinta
fiind urmatoarele: ABI > 1.30 — presiune sangvina
crescutd la nivelul gleznei; 1 < ABI > 1.29 -
valoare normald; 091 < ABI > 0.99 — valoare
borderline; 041 < ABI > 0.90 — suspiciune de
ocluzie sau stenoza usoara; ABI < 040 -
suspiciune de ocluzie sau stenoza severd. Varsta
arteriala a fost estimatd prin comparatie cu media
din populatia fard factori de risc pentru
ateroscleroza.
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inflammatory disease. For each psoriasis patient
a control was randomly chosen and matched by
age and sex.

None of the subjects enrolled had a history or
signs and symptoms of clinically overt
atherosclerosis, defined as coronary artery
disease, including acute coronary syndromes and
chronic ischemic heart disease, cerebrovascular
disease, represented by stroke and transient
ischemic attacks, and obliterating atherosclerosis
of the lower extremities vessels. Additionally,
none of the patients and controls studied
presented any traditional cardiovascular risk
factors. We only included non-smokers or
patients who had stopped smoking at least 5
years previously, with a body mass index
(calculated at presentation as the weight
(kg)/height? (m2)) < 30 kg/m?2, with no history
of arterial hypertension (antihypertensive
medication or systolic blood pressure >140
mmHg and/or diastolic blood pressure >90
mmHg), hypercholesterolaemia (>200 mg/dl a
jeune), hypertriglyceridaemia (>150 mg/dl, a
jeune), altered glucose tolerance or diabetes
(fasting glucose level > 100 mg/dl a jeune and >
126mg/dl a jeune respectively).

Diagnostic investigations

Careful physical examination and laboratory
investigations such as hemogram, glycemia,
functional hepatic and renal tests, lipid profile,
inflammation markers (erythrocyte sedimen-
tation rate, fibrinogen, CRP) were performed in
the selected individuals. We further investigated
the presence of subclinical atherosclerosis in all
eligible patients using VaSera (Fukuda Densh
Co., Ltd.), an atherosclerosis screening system
that uses as main parameters CAVI, an indicator
of arterial stiffness, ABI, an indicator of stenosis
or occlusion of crural arteries, and vascular age.
ABI was calculated based on ACC/AHA
Guideline 2008, the reference values being as
follows: ABI > 1.30 — high ankle blood pressure;
1 < ABI > 1.29 — normal value; 0.91 < ABI > 0.99
— borderline normal; 0.41 < ABI > 0.90 — slight
occlusion or stenosis suspected; ABI < 040 —
severe occlusion or stenosis suspected. Vascular
age was evaluated by comparison with the
average in population with no risk factor for
arteriosclerosis.




Analiza statistica

Datele continue au fost exprimate ca medie +
deviatie standard (DS), iar variabilele categoriale
ca procente. Am utilizat testul t Student pentru
analiza variabilelor continue si testul exact Fisher
pentru parametri categoriali. Toate analizele
statistice au fost efectuate in programul SPSS
V17, STATA V10. Valorile P mai mici de 0.05 au
fost considerate semnificative statistic.

Rezultate

Studiul de fatd a inclus 26 pacienti cu
psoriazis, dintre care 13 cu psoriazis usor si 13 cu
o forma severa de boald si 26 martori. Pacientii cu
psoriazis au fost mai varstnici decat martorii,
varsta lor medie fiind de 43 = 14 ani, in timp ce
varsta medie in lotul martor a fost de 41 + 13 ani.
Raportul dintre sexe (F/M) a fost de 1.36 in lotul
pacientilor cu psoriazis si 1.6 in lotul martor.
Majoritatea participantilor la studiu au fost
femei, proportia acestora fiind mai mare in lotul
martor (61.5% vs 57.7% la pacientii cu psoriazis).
Totusi, distributia acestor variabile a fost similara
in cele doud loturi. Durata medie a bolii a fost de
5 + 5 ani in lotul pacientilor cu psoriazis usor si
de 11 = 7 ani in cel al pacientilor cu psoriazis
sever. Referitor la tratamentul sistemic urmat,
majoritatea pacientilor cu psoriazis sever au
primit tratament cu methotrexat (92.3%), urmat
de fotochemoterapie (53.8%), terapii biologice
(30.8%) si retinoizi (23.1%).

Valoarea medie a CAVI a fost mai mare in
lotul pacientilor cu psoriazis sever comparativ cu
lotul pacientilor cu psoriazis usor (7 + 1.3 vs 6.5 +
1.7) si In ambele grupuri comparativ cu lotul
martor (6.2 + 1.6), dar diferentele nu au atins
semnificatie statistica.

Pacientii cu psoriazis au prezentat o valoare
medie ABI mai mare comparativ cu lotul martor
(095 £ 0.10 vs 1.02 + 0.79, p = 0.01). Valoarea
medie ABI a fost semnificativ mai mare la
pacientii cu psoriazis usor comparativ cu cea a
martorilor (0.92 +0.10 vs 1.02 £ 0.79, p=0.02) sia
fost, de asemenea, mai mare la pacientii cu
psoriazis sever fatd de martori (0.98 + 0.11 vs 1.02
+0.79, p = 0.19).

In plus, la pacientii cu psoriazis s-a observat o
varstd arteriald mai mare fatd de cea a martorilor
(39 +18 vs 35+ 19).
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Statistical analysis

Continuous data were expressed as mean +
SD and categorical variables were expressed as
percentages. We used Student’s t test to analize
continuous variables and Fisher exact test for
categorical parameters. All statistical analyses
were performed using SPSS V17, STATA V10.
Two-sided P values less than 0.05 were
considered statistically significant.

Results

The study included 26 patients with
psoriasis, of whom 13 had mild psoriasis and 13
suffered from a severe form of psoriasis, and 26
controls. Patients with psoriasis were slightly
older than controls, their mean age being 43 + 14
years and that of controls 41 + 13 years. The sex
ratio (F/M) was 1.36 in the psoriasis group and
1.6 in the control group. Most of the subjects were
women, with the higher proportion of women in
the control group (61.5% vs 57.7% in psoriasis
patients). However, the distribution of these
variables was similar between patients with
psoriasis and controls. The mean duration of the
disease was 5 + 5 years in the mild psoriasis
group and 11 * 7 years in the severe psoriasis
group. Regarding systemic treatment, the
majority of patients with severe psoriasis
received methotrexate (92.3%), followed by
photochemotherapy (53.8%), biologic therapies
(30.8%), and retinoids (23.1%).

CAVI mean value was higher in the severe
psoriasis group compared with the mild psoriasis
group (7 £ 1.3 versus 6.5 + 1.7), and in both
groups compared with controls (6.2 = 1.6), but the
differences did not reach statistical significance.

Psoriasis patients presented higher mean ABI
values compared with controls (0.95 + 0.10 vs 1.02
= 079, p = 0.01). ABI mean values were
significantly higher in mild poriasis patients
compared with controls (0.92 £ 0.10 vs 1.02 + 0.79,
p = 0.02), and were also higher in severe psoriasis
patients compared with controls (0.98 + 0.11 vs
1.02 £0.79, p = 0.19).

Patients with psoriasis exhibited greater
vascular age than their matched controls (39 + 18
vs 35 + 19)

Both mean systolic and diastolic blood
pressure were significantly higher in psoriasis
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Atat tensiunea arteriala sistolica, cat si cea
diastolicd au fost semnificativ mai mari la
pacientii cu psoriazis (132 + 10, respectiv 83 + 7)
comparativ cu lotul martor (122 + 12, respectiv 76
+ 8) si s-au corelat cu severitatea psoriazisului.

Caracteristicile demografice si cardio-
vasculare ale loturilor studiate sunt prezentate in
Tabelul I.

patients (132 + 10 and 83 = 7 respectively)
compared with controls (122 + 12 and 76 = 8
respectively) and they correlated with psoriasis

severity.
The

characteristics of the study groups are presented
in Table 1.

demographic

Tabel 1. Caracteristicile loturilor studiate

and cardiovascular

Parametru Pacienti Pacienti cu Pacienti cu Martori
cu psoriazis psoriazis psoriazis (n=26)
(n =26) sever usor
(n=13) (n=13)
Varsta, ani (media = DS) 43 + 14 45 + 11 42 + 18 41 +13
Raportul intre sexe (F/M) 1.36 1.16 1.6 1.6
Durata psoriazisului, ani (media + DS) 11+7 5+5
Methotrexat (%) 92.3
Psoralen plus ultraviolete A (%) 53.8
Terapii biologice (%) 30.8
Retinoizi (%) 23.1
Tensiunea arteriala sistolici, mmHg (media + DS) 132 + 10 132 +9 131 +11 122 + 12
Tensiunea arteriald diastolici, mmHg (media = DS) 837 835 838 76 = 8
Pulsul, bitdi pe minut (media + DS) 74+9 75+ 11 74 +7 699
CAVI (media = DS) 6.7 +1.5 7+13 6.5+ 1.7 6.2 +1.6
ABI (media + DS) 0.953 + 0.10 0.982 + 0.11 0.925 + 0.10 | 1.023 + 0.79
Varsta vasculari (media + DS) 39+18 41 17 36 19 35+19
Table I. Characteristics of Study Groups
Parameter Psoriasis Severe Mild Controls
Patients Psoriasis Psoriasis (n=26)
(n =26) Patients Patients
(n=13) (n=13)
Age, years (mean * SD) 43 + 14 45+ 11 42 18 41+ 13
Sex ratio (F/M) 1.36 1.16 1.6 1.6
Duration of psoriasis, years (mean + SD) 11+7 5+5
Methotrexate (%) 92.3
Psoralen plus ultraviolet A (%) 53.8
Biologic therapies (%) 30.8
Retinoids (%) 23.1
Systolic blood pressure, mmHg (mean + SD) 132 + 10 132 +9 131 +11 122 + 12
Diastolic blood pressure, mmHg (mean + SD) 837 835 838 76 + 8
Heart rate, beats per minute (mean + SD) 74+9 75+11 74 7 69 +9
CAVI (mean + SD) 6.7 +1.5 7+1.3 6.5+ 1.7 6.2+ 1.6
ABI (mean + SD) 0.953 + 0.10 0.982 + 0.11 0.925 + 0.10 | 1.023 + 0.79
Vascular age (mean + SD) 39+18 41 17 36 +19 35+19
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Discutii

Reed & col. au ardtat pentru intdia oard, in
1961, cd psoriazisul se asociazd cu un risc crescut
de boald coronariand ischemica [18]. De atunci,
corelatia dintre cele doud afectiuni a fost
confirmatd de numeroase studii [4, 5, 7].
Investigatiile epidemiologice au demonstrat o
prevalentd crescutd a factorilor de risc clasici
pentru boala cardiovasculard 1in randul
pacientilor cu psoriazis comparativ cu populatia
generald, contribuind la dezvoltarea unei
ateroscleroze premature si accelerate [6, 9, 10].
Totusi, prevalenta bolii cardiovasculare raméane
semnificativ mai mare in aceastd populatie chiar
si dupa ajustarea dupd factorii de risc
conventionali pentru boala cardiovascularad [5, 8,
10, 19], ceea ce sugereazd cd psoriazisul este un
factor de risc independent pentru boala
ischemicd si cd anumite cdi imunologice
anormale comune ar putea juca un rol important
in asocierea dintre psoriazis si boala
aterosclerotica.

Similar altor studii [16], am observat prezenta
unei ateroscleroze semnificativ accelerate la
pacientii cu psoriazis fara factori de risc clasici
pentru boala cardiovasculara sau boala ischemica
clinic evidentd comparativ cu populatia generala.
Am demonstrat asocierea psoriazisului cu o
rigiditate arteriala crescutd, reflectata de valorile
mai ridicate ale CAVI, precum si cu o varstd
arteriald mai avansatd, desi aceste asocieri nu au
atins semnificatie statisticd. Ele s-au corelat, de
asemenea, cu severitatea bolii. in plus, am
observat cd pacientii cu psoriazis prezintd o
prevalentd mai mare a bolii arteriale periferice
comparativ cu lotul martor.

Legatura dintre psoriazis si ateroscleroza ar
putea fi reprezentatd de prezenta unui status
inflamator cronic. Psoriazisul a fost mult timp
considerat o afectiune cutanatd inflamatorie
cronicd, dar recent a fost dovediti natura
sistemicad a inflamatiei ce caracterizeaza aceasta
afectiune. Pe de alta parte, natura inflamatorie a
aterosclerozei a fost demonstratd in studii mai
recente [3, 20]. Imunitatea inndscuta si adaptativa
sunt implicate in patogeneza acestor afectiuni [2,
3, 21]. Atat psoriazisul, cat si ateroscleroza sunt
asociate cu o amplificare a activitatii imunologice
a limfocitelor T-helper (Th) 1 si Th 17 [22, 23] si cu
o reducere a numarului si activitatii limfocitelor T
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Discussions

Reed et al were the first to show, in 1961, that
psoriasis is associated with coronary artery
disease [18]. Since then, the connection between
the two disorders was confirmed by numerous
studies [4, 5, 7]. Epidemiological investigations
demonstrated a higher prevalence of traditional
cardiovascular risk factors among psoriasis
patients compared with the general population,
contributing to the development of accelerated
and premature atherosclerosis [6, 9, 10].
Nevertheless, the prevalence of cardiovascular
diseases remains significantly increased even
after adjustment for conventional cardiovascular
risk factors [5, 8, 10, 19], implying that psoriasis is
an independent risk factor for ischemic disease
and that common abnormal immunological
pathways may play an important role in the
association between psoriasis and atherosclerotic
disease.

Similar to other studies [16], we observed the
presence of significantly accelerated athero-
sclerosis in patients with psoriasis without classic
cardiovascular risk factors or clinically evident
cardiovascular disease compared with matched
controls. Psoriasis was associated with increased
arterial stiffness, reflected by CAVI values, and
vascular age, although these associations did not
reach statistical significance. They also correlated
with disease severity. We found that patients with
psoriasis experience a higher prevalence of
peripheral arterial disease compared with
controls.

The link between psoriasis and athero-
sclerosis might be represented by the presence of
a chronic inflammatory status. Psoriasis has long
been known as a chronic inflammatory skin
disease, but in recent years the inflammation that
characterizes this disorder was proved to be
systemic. On the other hand, the inflammatory
nature of atherosclerosis was revealed in more
recent studies [3, 20]. Innate and adaptive
immunity are implicated in the pathogenesis of
these disorders [2, 3, 21]. Both psoriasis and
atherosclerosis are associated with increases in
the immunological activity of T-helper (Th) 1 and
Th 17 cells [22, 23] and with decreases in the
number and activity of T regulatory (Treg) cells
[24, 25]. Although the exact mechanism of
endothelial damage and accelerated atheroma
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reglatorii (Treg) [24, 25]. Desi mecanismul exact
al afectarii endoteliale si formarii accelerate de
ateroame nu este cunoscut incd, o posibila
explicatie ar putea fi dereglarea cdilor Thl
prezentd in ambele afectiuni, inflamatia cronica
jucand un rol cheie in dezvoltarea, progresia si
complicatiile aterosclerozei [21].

Concluzii

In concluzie, pacientii cu psoriazis au o
prevalentd crescuta a aterosclerozei subclinice
comparativ cu populatia generald. Rezultatele
studiului  nostru  subliniazd  importanta
screening-ului pentru boala cardiovasculard si a
interventiei prompte la acest grup de pacienti.
CAVI este un instrument util in detectarea
precoce a aterosclerozei si un predictor al bolii
coronariene ischemice, cerebrovasculare si
arteriale periferice. Astfel de tehnici neinvazive
ajuta la identificarea indivizilor la risc, care ar
putea beneficia de terapie activd in vederea
preventiei bolii cardiovasculare clinic manifeste.
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formation is unknown, a possible explanation
could reside in the dysregulation of Thl
pathways present in both conditions, chronic
in the
development, progression, and complications of

inflammation playing a key role

atherosclerosis [21].

Conclusions

In summary, psoriasis patients have
increased prevalence of subclinical athero-
sclerotic disease compared with the general
population. Our results support the importance
of screening for cardiovascular diseases and early
intervention in this patient population. CAVI is a
useful tool for early detection of atherosclerosis
and a predictor of coronary artery, cerebro-
vascular and peripheral arterial diseases. Such
non-invasive techniques help identify high-risk
individuals who may benefit from active therapy
to prevent clinical disease.
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