
 

 

Original Research Article 
Pediatric psoriasis: clinical aspects and 
comorbiditiesA study of 50 patients in Morocco 
 
 
.
ABSTRACT 
 
Aims: The objective of our study was to describe the epidemiological and clinical 
characteristics of pediatric psoriasis, as well as metabolic comorbidities and cardiovascular 
diseases . 
Study design:Retrospective descriptive study. 
Place and Duration of Study:Dermatology department of the CHU of Rabat Morocco over 
a two- and half-year period. 
Methodology:We conducted a retrospective descriptive study collecting the cases of 
psoriasis in children followed in the pediatric dermatology consultation of Ibn Sina University 
Hospital of Rabat Morocco over a two- and half-year period. 
Results:We collected 50 patients. A female predominance was notedwith a sex ratio of 
0.58. Concerning the antecedents;Parental consanguinity was identified in 8 % of cases, 
family history of psoriasis in only 6% and the atopy in 16%. The triggering factors were an 
infection in 12% of cases and psychological trauma in 6 % of cases.Concerning the 
metabolic comorbidity, one case of diabetes (2%), one case of obesity (2%) and three cases 
of overweight (6%) were noted. however, no cases of dyslipidaemia were reported.Psoriasis 
vulgaris was the most frequent clinical presentation (48 %), followed by guttate psoriasis 
(34%), inverted psoriasis (10%), napkin psoriasis (4 %) and blaskoline psoriasis (2 %). 
Palmoplantar involvement was observed in 10 % of cases, nail involvement in 22% and 
scalp involvement in 40 %. Oral mucosal involvement was noted in only one patient. 
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1. INTRODUCTION 
Psoriasis is a multifactorial systemic inflammatory disease that primarily affects the skin, 
nails and joints. It affects 1-3% of the general population. An onset in childhood is reported in 
one-third of patients [1]. All forms of psoriasis are seen in the pediatric population. However, 
the frequency of the different forms depends on the age of the child [2].Recently ,an 
association with several comorbidities has been reported in multiple publications [3]. 
The objective of our study was to describe the epidemiological and clinical characteristics of 
pediatric psoriasis, as well as metabolic comorbidities and cardiovascular diseases . 
 
 
2. MATERIAL AND METHODS  
Retrospective study covering a period of 2 and a half years (between June 2019 and 
December 2021) involving infants (< 2 years old), children (2 -13 years old) and adolescents 
(13 -17 years old), followed up for psoriasis in the pediatric dermatology consultation of Ibn 
Sina University Hospital of Rabat (Morocco). Epidemiological, clinical and paraclinical data 
were collected from the consultation files. 
 



 

 

3. RESULTS  
We collected 50 patients; 4 infants (8%), 32 children (64%) and 14 adolescents (28 %). The 
average age of the patients was 8 years with extremes ranging from 6 months to 17 years. 
The predominant age range was between 2 and 13 years (64%). We noted a female 
predominance with a sex ratio of 0.78 (M/F: 22/28).  Parental consanguinity was identified in 
8 % of cases and a family history of psoriasis was present in only 6%. 16% of the patients 
had atopy, namely: allergic conjunctivitis in 8%, atopic dermatitis in 6% and asthma in 2%.  
The triggering factors were an infection in 12% of cases [angina (8%), bronchitis (2%) and 
streptococcal anitis (2%)] and psychological trauma in 6 % of cases [parental divorce (4%) 
and the death of a father (2%)]. 
Concerning the metabolic comorbidity, one case of diabetes (2%), one case of obesity (2%) 
and three cases of overweight (6%) were noted. however, no cases of dyslipidaemia were 
reported. 
Psoriasis vulgaris was the most frequent clinical presentation (48 %), followed by guttate 
psoriasis (34%), inverted psoriasis (10%), napkin psoriasis (4 %) and blaskoline psoriasis (2 
%). Palmoplantar involvement was observed in 10 % of cases, nail involvement in 22% and 
scalp involvement in 40 % distributed as follows: Erythematosquamous plaque in 24%, 
squamous state in 12% and carapace in 4%. Oral mucosal involvement was noted in only 
one patient in the form of a geographic tongue. 
 
4. DISCUSSION 
Psoriasis is a multifactorial disease involving genetic, immunological and environmental 
factors. In children, triggers are dominated by stress, streptococcal infections and trauma 
[2,3]. In our study, family history of psoriasis was present in only 6 % of cases. A triggering 
factor was dominated by infection (12%). These data are in line with the literature. 
Psoriasis is also a systemic disease, associated with numerous comorbidities, including 
metabolic ones. The prevalence of comorbidities in children with psoriasis is almost twice as 
high as in healthy children [4].Overweight and obesity are identified as the main 
comorbidities in children with psoriasis. Their presence is correlated with disease severity 
and risk of hospitalization [5]. A family history of overweight or obesity is considered the 
main risk factor for obesity in children with psoriasis [6]. The pathogenic link between these 
two disorders is not completely understood, but recent evidence suggests that leptin may 
play a major role in the relationship between obesity and psoriasis [7]. The results of studies 
regarding the relationship between pediatric psoriasis and diabetes, dyslipidemia, and 
cardiovascular disease are controversial and require further confirmation.Although the 
current literature suggests a significant association between pediatric psoriasis and glucose 
dysmetabolism (diabetes and insulin resistance) [8,9], the data remain very limited, 
especially concerning pathogenesis.Regarding dyslipidemia, some authors have shown that 
children with psoriasis have higher blood lipids than healthy children and a more atherogenic 
risk profile [10-11], but this has not been confirmed by other studies.In adults, several 
studies confirm the association between psoriasis and hypertension, but the current data in 
children are controversial. [12,13]. In our patients, we noted 6% of overweight, 2% of obesity 
and 2% of type 1 diabetes. However, no cases of dyslipidemia or hypertension were 
reported.This is in accordance with the review of the literature performed by A. Badaoui et al 
[14], which suggests that only obesity and overweight should be systematically looked for in 
children with psoriasis. 
Clinically, psoriasis in children is similar to psoriasis in adults. However, there are some 
peculiarities, including a predilection for involvement of the face and anogenital regions, a 
high prevalence of neonatal diaper rash, and guttate psoriasis[15]. Psoriasis vulgaris is 
manifested in the pediatric population by smaller plaques and thinner, softer scaling, 
preferentially affecting bastion areas, and its frequency varies by age group; it is more 
common in adolescents than in children[15,16]. Guttate psoriasis is the most common form 
in children, affecting mainly the trunk, abdomen and back. It is often preceded by a 



 

 

streptococcal infection, which should be investigated systematically. Its evolution is generally 
acute, with spontaneous remissions in a few months in 50% of cases[15-17]. Napkin 
psoriasis is the most frequent form of psoriasis in infants, typically occurring as a well-
demarcated, shiny, scaly erythema, predominantly on the convexities. A form involving the 
folds may also be observed. The main complications of this location are candidal or bacterial 
infection and fissures [15,16].Inverted psoriasis is quite common in the pediatric population, 
affecting the flexural areas, namely the retroauricular, axillary, inguinal, and genital or 
perianal areas [15].Palmoplantar, patchy or pustular forms are seen in children. The most 
usual form is dry pulpitis, which may be fissured. It has a significant impact on school. The 
acral and pustular form, which may be associated with destructive osteitis, known as 
Hallopeau's disease is rarer. However, Pustular, erythrodermic, annular and linear psoriasis 
are unusual.In children, scalp psoriasis manifests in severe forms as pityriasis amiantacea 
characterised by thick, fixed, silvery scales and in mild forms as finely scaly erythematous 
plaques [18]. As for adult psoriasis, nail, tongue and joint involvement may be observed.  
One third of children have nail involvement. The most usual clinical features are thimble-like 
appearance, distal onycholysis, Beau lines, and salmon spots. Less than 10% of children 
have lingual involvement, principally the geographic tongue type. Finally, psoriatic arthritis 
affects less than 5% of children and more frequent in adolescents [15-17]. 
In our study, psoriasis vulgaris was the most prevalent type of psoriasis, predominating in 
the adolescent group with 57.1%, followed by guttate psoriasis which predominated in the 
children's group with 43.7%, and all cases of napkin psoriasis were observed in infants. 
According to the topography: Scalp involvement was predominant (40%), followed by nail 
involvement in 22% and lastly palmoplantar involvement in 10% of cases. However, no 
cases of arthropathic psoriasis were reported(Table 1 compares our results with the various 
pediatric series). 
 
 
4. CONCLUSION 
Psoriasis remains a benign disease in children, with a clinical presentation similar to adult 
psoriasis with some particularity. obesity and overweight are identified as the principal 
comorbidities in psoriatic children. 
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 OUR SUDY  TOLLEFSON ET 
AL (19)  

KUMAR ET AL 
(20) 

PSORIASIS 
VULGARIS (%) 

48 73,7 60,6 

GUTTATE 
PSORIASIS(%) 

32 13,7 9,7 

NAPKIN 
PSORIAIS(%) 

4 - 0,4 

INVERSED 
PSORIASIS (%) 

10 6 0,4 

LINEAR 
PSORIASIS(%) 

2 - - 

SCALP 
INVOLVEMENT (%) 

40 46,8 5,9 

NAIL 
INVOLVEMENT (%) 

22 16,5 2,3 

PALMOPLANTAR 
INVOLVEMENT (%) 

10 5 5,7 

MUCOUS (%) 2 0 0 

 
TABLE 1 :COMPARATIVE TABLE OF RESULTS WITHPEDIATRIC SERIES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
FIGURE 1 : SCALP PSORIASIS 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
FIGURE 2 : PSORIASIS VULGARIS 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
FIGURE 3 (A,B) : PALMOPLANTAR PSORIASIS 
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FIGURE 4: NAIL PSORIASIS : A : CLINICAL, B : DERMOSCOPY 
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