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INTRODUCTION 
Psoriasis is a long lasting autoimmune disease that 

causes raised red scaly patches appearing on skin. The 

most affected parts in psoriasis are skin, nail and joints. 

It is an inflammatory disease characterized by hyper 

proliferation and defective maturation or aberrant 

differentiation of epidermal keratinocyte. It is a chronic 

pulmo -squamous disorder. Among the various 

inflammatory disease, psoriasis is the most severe 

form.[1] 

 

The name psoriasis is derived from a greek word’ psora’ 

means itch’ sis’ means action, so it is a roughly itching 

condition. It is an inflammatory, dry, ugly, skin disorder 

caused by genetic and environmental factors. This 

disease may affect the entire system of a human being. It 

begins as small round shining itching spots, gradually it 

became covered with thin white scales. The spots 

increases in size but retain it became circular shape. 

After that it became irregular red scaly patches. The 

lesion of psoriasis are always dry and rarely became 

infected. The most common affected sites of psoriasis are 

scalp, elbow, knees, shins and sacrum, tips of toe, 

fingers, palms, soles, under breast and genitalia.[2] 

Psoriasis is a non contagious, capacity limited skin 

condition in which the proliferation of keratinocytes are 

ten times more than that in normal skin. It has very 

negative impact on quality of life it has very socio 

economic impact and also need a long term treatment 

and is also associated with decreased lifespan.[3] 

Nowadays psoriasis usually not considered as life 

threatening, it is a beauty threatening has an important 

role in all over the worlds. 

 

In normally skin cells are die and are replaced with fresh 

skin in every four weeks. But in the case of psoriasis 

replaced with new skin cell occur very fastly than the 

normal cell and to form a raised patches. This 

multifunctional inflammatory skin disorder occurs 

mainly by 

Abnormal keratinocyte proliferation 

Neutrophil activation 

T lymphocyte activation 

Local vascular changes 

Psoriasis is related to immune response of our body. 

Here the immune system is trigger their action due to 

variation in their genes.[4] 

First we have to see the anatomy of the skin 

 

Skin 

skin is a largest organ of our body. The thickness of skin 

approximately 1 to2 mm.[5] But it is not uniformly thick, 

it cover the external surface area of the body. It covers 

16% of total body weight. 
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ABSTRACT 
Psoriasis is a long lasting autoimmune disease that cause raised red scaly patches appearing on skin. The most 

affected parts in psoriasis include skin, nails and joints. The prevalence of psoriasis were estimated to be 2% in 

world population and the incidence in India was found to be 13.25% .The prevalence in Kerala was estimated to 

be 27.90%. The skin psoriasis patient may become dry and covered with raised thick silvery flaky skin becoming 

red colour, itching, browning of nail and severe dandruff also seen in psoriasis patient. The treatment options of 

psoriasis include topical drugs like steroids, vit D, U V light therapy (PUVA), systemic administration of 

methotrexate, cyclosporine etc, biologic therapy which include etanercept, infliximab. But these treatment may 

causes adverse effect like anaphylaxis, delayed hypersensitivity, pancytopenia, G.I irritation, renal toxicity etc. 

The herbal sources are gaining more importance for being used in various treatment as it is readily available, 

safety and low cost. Turmeric have a long history of being used for infectious disease, as it contain cucuminoids 

and volatile oil. The herbal based therapy are becoming more popular and need to be explored further for treating 

various diseases. 
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Layers of skin 

Epidermis 

Dermis  

Hypodermis  

 

Epidermis  
It is an outermost layer of the skin and formed by 

stratified epithelium. It consist of  

 Stratum corneum 

 Stratum lucidum 

 Stratum granulosum 

 Stratum spinosum 

 Stratum germinativum 

 

Stratum corneum 

It consist of 25-30 layers of dead keratinocytes. Here the 

interior portion having mostly keratin. Between the cells 

are lipids from lamellar granules, so it makes it as a 

water repellent barrier. It protect the inner layer from 

injury and microbial attack. 

 

Stratum lucidum 

It is made up of flattened epithelial cells. Layers are look 

like homogeneous translucent zone. The layer is present 

on the thick skin of palms, soles and fingertips. It consist 

of large amount of keratin and thickened plasma 

membrane.  

 

Stratum granulosum 

It is a thin layer having 2 to 5 rows of rhomboid cells. 

That may undergo apoptosis. The main feature of this 

layer is it contain a darkly staining granules of a protein 

called keratohyalin. It is a precursor of keratin. Lamellar 

granules release a lipid rich secretion, it can act as water 

repellent sealant, retarding loss of body and entry of 

foreign materials. Stratum granulosum allow the 

transition between the deeper, metabolically active strata 

and dead cells of the more superficial strata.[6] Here the 

cells are flattened, there is a higher lysosomal activity 

and keratohyalin granules. within the cell having lipid 

filled membrane coating vesicles. These lipids consist of 

40% of cramides, fatty acids, cholesterol and cholesterol 

sulphate..[7] 

 

Stratum spinosum 

This layer of cell also known as prickle cell layer. It has 

some spine like protoplasmic projections, cells are 

connected by these projections. These projections 

provide strength and flexibility to the skin. Stratum 

spinosum is 8 to 10 many sided keratinocytes, which are 

closely fit together. 

 

Stratum germinativum 

Thick layer of polygonal cells. It consist of keratinocytes 

and melanocytes. Melanocytes are scattered between the 

keratinocytes. It produce a pigment called melanin. It 

consist of some projections named as rete ridges. 

 

 

 

Melanocytes 

Melanocytes are branched into superficial layers. The 

pigment melanin produced in a membrane bound 

organelle called melanosome. Heavly pigmented skin 

can be attributed to greater production of melanosome in 

melanocytes. 

 

Langerhans cell 

Langerhans cells are derived from bone marrow it 

constitute 2%-8% of total epidermal population .it is a 

weak stimulator of unprimed T cells but effective 

activator of native T cells. 

 

Dermis 

Next to the epidermis, dermis is deepest part composed 

of connective tissue having collagen and elastin fibres. 

Dermis consist of papillary region and reticular region. 

the superficial papillary region having areolar connective 

tissue with very fine elastic fibres. It also contain dermal 

papillae that house capillaries. Reticular region having 

dense irregular connective tissue that contain collagen 

and elastic fibers. Space between the fibers consist of 

hair follicles, sebaceous glands, adipose cells and sweat 

glands. The dermis comprises the bulk of skin and 

provide it elasticity, pliability and tensile strength. It 

provide protection to our body from mechanical injuries. 

 

Hypodermis 

Actually it not a part of skin, it is deep to dermis. 

Hypodermis also called as subcutaneous layer. It contain 

large amount of blood vessels, that supply to skin. 

Hypodermis serves as a storage of fat. This region 

contain a nerve ending called as pacinian corpuscles.[8] 

 

Functions of skin 

Protective function 

Storage function 

Synthetic function 

Excretory function 

Secretory function 

Absorptive function 

Sensory function 

Regulation of body temperature 

Regulate water and electrolyte balance 

 

Our skin protected from toxic substance (like acids and 

alkali) and microorganism, it is also a mechanical barrier 

and protected from inner layers. Epidermal layer having 

melanin it protect from harmful ultraviolet radiation. All 

type of sensation like touch, pain, cold, pressure, heat 

occurs through skin. Skin produces vitamin D and also it 

store water, minerals, fat and sugar. Skin excrete small 

amount of waste minerals, salts, urea, fatty materials. 

Sweat glands and sebaceous glands also having 

important role. 

 

It is necessary to maintain healthy skin. Various skin 

diseases that affect physical comfort, social life, and also 

impact on daily functioning of life and socioeconomic 

status of life.[9] 
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Prevalence  
The incidence of auto immune disease psoriasis varies in 

different parts of world. The incidence in world 

population was found to be 2-3%. From the obtained 

data prevalence of psoriasis in USA was found to be 

4.6%. Data from Europe also show little variations like 

in UK-1.6%, Norvey-1.4%, Croatia-1.55%.[11] 

 

Data from Okhandiar et al mention that the incidence in 

Amritsar was founded to be higher 2.2% but in other 

areas like Eastern India has lower Compare to this. Some 

environmental factors, genetic conditions, dietry habit. 

etc also leads to it. Prevalence studies in India are mostly 

hospital based.[12] Psoriasis in Kerala was found to be 

27.90%. 

 

Some studies shows that prevalence of psoriasis is low in 

Japanese and absent in Australians. 

 

Etiology 
Genetic predisposition have an important role in the 

etiopathogenesis of psoriasis. The Farber and his co 

workers have indicated familial incidence are greater in 

childhood psoriasis, when compare to adult onset 

psoriasis. The Psoriasis vulgaris is associated with 

certain HLA antigen and compliment factors. 

 

Factors triggering to psoriasis include.[13] 

 Family history 

 Hypercholestremia 

 Anxiety 

 Emotional stress 

 Excessive alcohol 

 Skin injury 

 Certain drugs 

 Faulty utilization of fat 

 

Psoriasis contains high levels of compounds called 

leucotrienes, which cause inflammation. 

Leukotrienes are produced from arachidonic acid in the 

body. 

 

Arachidonic acid is found in animal fat. 

 

Which include an auto-immune disorder, stress, 

environmental factors, hormones, drugs, infetions and 

sunlight. 

 

Several factors are thought to aggravate psoriasis. These 

include stress, excessive alcohol consumption, and 

smoking. 

 

But it is believed to have a genetic component. 

 

Certain medicines, including lithium salt and beta 

blockers, have been reported to trigger or aggravate the 

disease. 

 

Activated T cells and the cytokines cause aborted 

maturation and excessive proliferation of the 

keratinocytes.[14] 

 

Age 
A bimodal age of onset has been accepted in several 

large studies. Psoriasis mainly affected in age ranging 

from 15 to 25 years. it is rare during infancy and old age. 

It affect both male and female in equal ratio. Children are 

rarely affected. Whites suffer more than blacks. 

 

Pathophysiology 
Psoriasis is an immune mediated inflammatory 

condition, and it is caused by faulty signals in the 

immune system. Normally the skin cells mature and are 

shed from the skin’s surface every 3 to4 weeks. When 

psoriasis develops, the body begins to make new skin 

cell in more quickly and skin cells mature in 3 to 6 days 

and move to skin surface, build up on skin on raised 

patches. Mainly two processes, the first considers 

psoriasis as primarily a disorder of excessive growth and 

reproduction of skin cells and in second one the 

occurrence of psoriasis be due to autoimmune reactions, 

stress, certain drugs leads excessive growth and 

reproduction of skin cells. It leads to hyper activation of 

T cells. The inflammatory mechanisms are immune 
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based and most likely initiated and maintained primarily 

by T cells. T cells are normally helps to protect our body 

against infection here keratinocyte proliferation and 

epidermal infiltration leads to disregulation of 

inflammatory processes. Langerhans cells are antigen 

presenting cell in the dermis, they are migrate from the 

skin to regional lymph nodes, where they interact with T 

cells. Triggering of immune response leads to 

hyperactivation of T cells and release of interleukin and 

interferon. 

 

Reactivation of Tcells in epidermal and dermal area and 

tumor necrosis factor (TNF) leads to cell mediated 

immune response and epidermal hyper proliferation. 

 

But in HIV Patients the decrease in T cell count worsen 

the psoriasis. Here diminished CD4-T-cell presence 

causes an over-activation of CD8-T-cells, which are 

responsible for the exacerbation of psoriasis in HIV 

positive patients.[15] 

 

Some histopathological conditions like excess Th-1 and 

Th-17, abnormal keratinocyte differentiation, 

angiogenesis with blood vessel dilation are associated 

with psoriasis. 

 

Symptoms[16] 

In psoriasis over 65% of patients complain of itching. 

The symptoms of psoriasis include Red and flaky 

patches of skin, patches are appear on elbows, knees of 

the body. Skin became irritated, dry, itchy, and covered 

with raised thick silvery flaky skin later become pink red 

in colour. Dry, thin, silvery-white scales is variable in 

amount and thickness. The psoriasis may also cause joint 

pain, genital sores, browning and thickening of nails and 

severe dandruff on the scalp, here epidermis layer of red 

patches show blister. Small areas of bleeding occurs on 

scratching the skin. Psoriasis patient have swollen joint 

and joint pain. The Nail psoriasis which is localized to 

the nails only and psoriatic arthritis are limited to joint 

and connective tissue inflammation. Some of the 

psoriasis patients report that their disease worsens in 

winter season and improves in summer season. 

 

Types of psoriasis[17] 

Psoriasis vulgaris 

Guttate psoriasis 

Inverse psoriasis 

Nail psoriasis 

Pustular psoriasis 

Erythrodermic psoriasis 

Psoriasis vulgaris 

 

The psoriasis vulgaris also known as plaque psoriasis. 

The plaques are appears as red or pink in colour,and it 

should be covered by white or silvery scales and may be 

large or small, thick or thin in nature. The plaques are 

round-oval, sharply circumscribed in nature, which 

preferentially affect the elbows, knees, lumbosacral area, 

intergluteal cleft, and scalp.[3] 

Removal of silvery scale may reveal tiny bleeding points. 

The amount of scaling varies from patient to patient. it is 

the most common type of psoriasis. 

 

Guttate psoriasis 

The term guttate psoriasis is derived from greek word 

gutta means droplet. This type of psoriasis is 

characterized by numerous small oval spots. These spots 

of psoriasis appear on large areas of the body, such as the 

trunk, limbs, and scalp as in 2-10 mm diameter lesions of 

psoriasis. Guttate psoriasis is associated with 

streptococcal throat infection and it can be presenting 

occurring in children occasionally adults. It is the second 

most type of psoriasis. Guttate psoriasis can clear up 

without treatment or disappear and resurface in the form 

of plaque psoriasis. Some studies shows that 33% of 

people with guttate psoriasis sooner or later developed 

plaque psoriasis. Bacterial streptococcal infections 

(tonsillitis) or any viral respiratory infection usually lead 

and trigger the first signs of Guttate Psoriasis in persons 

predisposed to psoriasis disease. 

 

Inverse psoriasis 
Inverse psoriasis also called as flexural psoriasis. It is 

devoid of scale and appear as plaques, which are 

commonly accompanied by secondary fissuring. The 

inverse psoriasis mainly appears in skin folds like 

armpits, groin areas, under the breasts and between the 

buttocks. It may cause irritation and swelling on rubbing. 

 

Nail psoriasis  
It may produce a variety of changes in fingernails 

compare to toe nails. It can be symptomatic include 

discoloration, nail pitting, spot under the nail, nail plate 

became dystrophic, thick some times nail became 

crumble and loosening. Nail psoriasis have functional 

disability, cosmetically unacceptable but otherwise 

intractable to all forms of treatment. Sometimes beneath 

the nail plate an orange yellow area area termed as oil 

spot. Now estimated 10-55% of all patients with 

psoriasis have psoriatic nail disease. 

 

Pustular psoriasis  
Pustular psoriasis are predominates in women and is 

much more strongly associated with smoking. Palomar-

plantar pustulosis are generally appears between the ages 

of 20 and 60. it causes large pustules to form at the base 

of the thumb or on the sides of the heel. At that time, the 

pustules turn brown and peel. This type of psoriasis 

cover most of the skin surfaces like hand, feet. etc. The 

possible symptoms are fever, chills, weakness, loss of 

appetite. etc. 

 

Types of pustular psoriasis  

1. Palmoplantar pustulosis (PPP) 

2. Acropustulosis 

3. Von Zumbusch 

 

People with von zumbusch (Generalised pustular) 

needed to admit to hospital for management 
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Erythrodermic psoriasis 

Erythrodermic psoriasis is rare type it may affects 3% of 

peoples. This type of psoriasis are characterized by 

severe itching, scaling and pain that may affects most of 

the body. Compare to other type of psoriasis in 

Erythrodermic psoriasis exfoliation occurs in larger rate. 

This type of psoriasis impair thermoregulation capacity 

of skin, increase the rate of cardiac failure, anemia and 

metabolic changes, that involves widespread 

inflammation and exfoliation of the skin over most of the 

body surface. This type of psoriasis is least common type 

of psoriasis and may occur once or more during a 

lifetime in 1 to 2 percent of people who develop 

psoriasis. 

 

Treatment of psoriasis 

The treatment of psoriasis a complicated task. Now 

different types of treatment methods are available. 

Phototherapy 

Topical therapies 

Systemic therapies 

Phototherapy 

 

Sunlight contains many different wavelengths of light. 

Several thousand years ago sunlight is used to treat 

variety of skin diseases. In the early part of 20th century 

the therapeutic properties of sunlight used for the 

treatment of psoriasis. Sunlight is the source of 

ultraviolet radiation, which include UVB i.e. exposure to 

ultraviolet B light and PUVA i.e. exposure to UV rays 

combined with the drug psoralen, which increases the 

light sensitivity of skin. So UV phototherapy becomea 

simplest and easiest treatment with the best general 

results for clearing psoriasis.[18] There are different 

alternatives include, Broadband UVB; it is the most 

active portion of sunlight. Mainly useful in guttate 

psoriasis and may improve mild to moderate psoriasis 

symptoms, Narrow band UVB; it is now considered as 

first-line phototherapy. It is the most safe and efficacious 

phototherapy in children. NB-UVB therapy mainly 

useful in plaque and guttate psoriasis in children aged 2-

18 years. It is typically administered two or three times a 

week until the skin improves, then maintenance may 

require only weekly sessions. Photochemotherapy; 

UVA light. UVA light penetrates deeper into the skin 

than UVB light. It act through UVA and photosensitizing 

psoralen use. Due to nausea, vomiting, headache, and 

hepatotoxicity the PUVA therapy is contraindicated in 

children younger than 12 years. In PUVA the activation 

of psoralen by UVA light which inhibits the curiously 

rapid production of the cells in psoriatic skin. It is 

contraindicated to pregnant and lactating womens.[19] 

 

Topical therapies 

A wide range of topical treatments are available. 

Vit D3 analogs: Calcipotriol, is a synthetic Vita-D3 

analog, is both safe and effective. Ithas anti-

inflammatory effects and blocks epidermal proliferation, 

enhances maturity of cells as well as production and 

release of pro inflammatory cytokines. Calcipotriol is co-

formulated with betamethasone diproprionate. 

 

Topical steroids: Steroids are used for clearing mild to 

moderate psoriasis. Betamethasone diproprionate mainly 

used in plaque and Erythrodermic psoriasis, it applied 

twice daily and improvement occurs in 2-4 weeks. It act 

by immunosuppression, reduce inflammation and reduce 

itching. Prolonged use can cause skin atrophy, hair 

growth and hypo pigmentation. 

 

Emollients are used to avoid dryness. Bath solutions and 

moisturizers help to provide a soothing effect and reduce 

the dryness which accompanies the build-up of skin on 

psoriatic plaques and also reduce scaling. 

 

Systemic therapies 

Methotrexate 

It was the first potent systemic antipsoriatic agent. It 

blocks dihydrofolate reductase and inhibit purine and 

pyrimidine synthesis. Dosage- 0.2to 0.7mg weekly. 

 

Cyclosporine 

It binds cyclo-phillin producing a complex resulting in 

inhibition of interleukin 2. 2.5 to 5.0 mg/kg/day dosage 

forms are preferred. 

 

Acitretin  

It is a second generation aromatic retinoids suitable for 

pustular psoriasis. Dosage form should be 0.1 to 

1mg/kg/day. 

 

Biologic agents 

Etanercept 

It reversely binds to tumor necrosis factor. Dosage form 

should be 0.8mg/kg/week 

 

Infliximab 

It act by targeting soluble and membrane bound TNFα. 

Dosage form should be 3-5mg/kg/weeks. It shows 

increased risk of infection and delayed hypersensitivity 

reaction. 

 

Adalimumab 

It is used in juvenile psoriasis. Dosage form should be 

0.8mg/kg (Upto maximum 40mg in total) at week 0 and 

1 and then every 2 weeks. 

 

Others 

Weight loss intervention, smoking cessation programme, 

psychological intervention, Low energy diet and 

vegetarian diet have improve psoriasis symptoms. 

 

Difficulties of above treatments 

Topcial steroids may cause irritation, allergic condact 

dermatitis and hypopigmentation. Coal tar cause staining 

of clothes and skin irritation. Tazorotene produce 

photosensitivity. PUMA with UVA therapy leads to 

photo aging, squamous cell carcinoma. Non biological 

drugs leads to nausea, diarrhoea, head ache, renal 
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toxicity, gastro intestinal compliance, hepatotoxicity and 

teratogenicity. 

 

Sidha for treating psoriasis 

In Sidha psoriasis is also known as kalanjagapal. By 

using formulation of sidha, psoriasis can treated safely. 

Gandhaga mezhugu is a formulation of sulphur along 

with ginger and white onion juice. It have 5 years of 

shelflife and it is used internally which have waxy 

consistency also. 500mg dose can give two times in a 

day for a period of 48 days, this can repeated for an 

interval of 3 to 4 days until last skin lesion.Within 20 

days 80% lesion will be cleared. 

 

Unani for treating psoriasis 

Modern medicine have phototherapy, topical therapy and 

systemic medication for psoriasis, but 50% patients are 

dissatisfied. By this response unani offers different 

treatments. Sour and sweet are avoided from diet. In the 

topical application natural ingredients are used. The 

application on the lesion help to get rid of psoriasis. 

 

Homeopathy for treαting psoriasis 

Homeopathic medicines right the underlying dysfunction 

of immune system and it dismiss the symptoms for years. 

Case presentation of Nwabudike mention that 

Lycopodium at C200 potency administered weekly and a 

bland hydrating cream in erythromatous plate. Sulphur 

also a homeopathic remedy.[20] 

 

Homeopathy treats the symptoms of psoriasis patients 

rather than the diseases. It also improve condition of 

patient. It makes the skin as more healthy and excessive 

exfoliation or scaling gets reduced. This type of 

treatment should be followed for two winter seasons. 

Homeopathic medicines commonly used are Ars Nit, 

Argalb, Baryta Mur, Corralium, Crab apple, 

Hudrocytole, Kali ars, Kali Brom, Lycopodium, Nat 

sulp, Phosphorus, Psoralea, Psorinum, Pulsatilla, Radium 

Brom, Sulphur Iod, Syphilinum, Silicea, Thuje. 

Thyroidinum, Urtica urens, etc.[21] 

 

Alternative natural treatment of psoriasis 

Compare to systemic drugs herbal drugs don’t having 

any side effects. Concept of Ayurveda is arises between 

2500&500BC in India. Ayurveda means science of life, 

it is also called as science of longevity. About 60% of 

world population uses alternative medicines. The herbal 

medicines are easily available and very easy to uses in 

treatment. Some herbal alternatives for natural psoriasis 

treatment are given below 

 

Aloe vera 

Aloe vera is most commonly used medicinal plant. Aloe 

vera is an effective remedy for the treatment of psoriasis. 

leaves are fleshy thick and green. It contains 

anthraquinons, saponins, steroids, salicylic acids and 

mucopolysccharides. The main active constituents are 

acemannan and anthraquinone, it has antibacterial 

activity against streptococcus and staphylococcus 

species, it may provide a basis for therapeutic efficiency 

in psoriasis. salicylic acid is a keratolytic and it also in 

desquamaqtion of plaque psoriasis. Aloe show higher 

rate of clearing the psoriatic plaque.[22-25] aloe vera 

extract cream are applied in plaque psoriasis. 

 

Alpinia galangal 

Alpinia galangal also called as Thai ginger. It grow upto 

5feet height. Leaves are long rather narrow blides, 

rhizomes are 3.5-7.5cm in length. Their extract is used to 

suppress psoriasis by regulation of NF-kB signaling 

biomarkers. Chanachai et al reported that the plant 

alpinia galangal, annona squamosal and curcuma longa 

for their anti-psoriatic effect.[26] 

 

Angelica sinensis 

Oral treatment of angelica extract used for the treatment 

of psoriasis. It is a short lived perennials belongs to 

apiaceae family. This extract contain psoralen, potent 

furocoumarin. Poralens are potent photosensitizers in the 

presence of UVA. This drug leads to epidermal DNA 

crosslinking and decrease the rate of epidermal DNA 

synthesis. It is also known as dogri.[27] 

 

Caesalpinia bonducella 

It is commonly known as yellow prickle mostly seen in 

the warm areas of india. Its seed is used in skin disorders. 

 

Calendula officinalis 

It is a very common medicinal plant belongs to the 

family compositae. It has antifungal, wound healing and 

anti diabetic activity. Decoction, infusion and tincture 

form having activity for treating psoriasis, leprosy. etc. It 

is a short lived aromatic plant.[28,29] 

 

Capsicum annuum 

Its main components calledcapsaicin, it relieves pain and 

itching of psoriasis. Paste form of dry leaves applied 

externally effective in plaque psoriasis. 

 

Crotolaria juncea 

Crotolaria Juncea also known as sunn hemp. It is a very 

good blood purifier, astringent, abortificient, purgative, 

demulsent, emetic. It is used in the treatment of psoriasis, 

impetigo and menorrhagia. 

 

Curcuma longa 

It is a rhizomatous herb. The rhizome is pungent, bitter 

&healing. Turmeric has a long history on treatment of 

kidney stones and infections. The anti inflammatory 

components in turmeric includes curcuminoids and 

volatile oil function through selective inhibition of 

phosphorylase kinase, is an enzyme found in epidermis. 

Scientist show that it decreases keratinocyte transferrin 

receptor expression and density of epidermalCD8+T 

cells. 

 

Azadirachta indica 

A strong decoction of the fresh leaves is slightly 

antiseptic and is useful like a weak carbolic lotion in 
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washing of wound and ulcers. The oil is a useful local 

remedy in some chronic form of skin diseases. 

 

Matricaria reticulate 

It is called as chamomile. Chamomile oil has anti 

inflammatory activity against candida and 

staphylococcus. It inhibit lipoxygenase and leads to 

LTB4 formation in psoriatic plaque. As a result show 

improvement of psoriasis. The flavonoids, quercetin and 

apigenin are the constituents present in the flower, 

quercetin has good skin penetration and also a potent 

inhibitor of lipoxygenase.[30] 

 

Nigella sativa 

Also known as blackcumin. Its seed extract has anti 

inflammatory, anti helminthic and anti fungal activities. 

It also improve the epidermal thickening in psoriasis 

treatment. Ethanolic extract of nigella seeds are used for 

gel preparation. 

 

Pongamia pinnata 

Powdered seeds having insecticidal, nemacidal, and 

bactericidal activity. It has anti inflammatory, anti 

plasmodial, anti diarrhoel, anti ulcer properties. Seed oil 

is a source of biodiesel, it is also safe, renewable, source 

of energy and non pollutant. 

 

Psoralea corylifolia 

Psorala coryfolia contains psoralens, it is capable of 

absorbing the radient energy. traditionally it is an 

antipsoriatic agent. Psoralen leads to UVrange 

photoactivtion during psoriasis treatment.  

 

Silibum marinum 

It is also known as milk tnistle. It inhibit T cell activation 

in psoriasis. It improve endotoxin removal by liver, 

inhibit cAMP phosphodiesterse and also inhibit 

leukotriene synthesis. Used in guttate psoriasis. 

 

Smilax china  

It is used in various skin disease and psoriasis. 

Methanolic extract of rhizome contain flavonoid 

quercetin, it perform antipsoriatic effect on HaCaT cell 

lines, reduces leukocyte migration and reduce epidermal 

thickness.[31] Smilax china was the first report of 

flavonoid quercetin having anti psoriatic activity. 

 

Thespesia populnea 

It is also called as tulip. Tulip oil prepared by boiling 

with coconut oil and externally applied in psoriasis and 

scabies. Shrivastava et al reported that its bark extract 

contain carbohydrate, tannins, terpinoids, phytosterols, 

proteins and fixed oils. 

 

Wrightia tinctoria 

The alcoholic extract of wrightia tinctoria leaves show 

anti bacterial activity. The extract produces significant 

orthokeratosis, prominent antioxidant activity in DPPH, 

nitric oxide and hydrogen peroxide scavenging assay.[32] 

 

CONCLUSION 
Psoriasis is a complex, immune mediated inflammatory 

skin disease. Synthetic drugs used in psoriasis having 

several side effects. Herbal treatment has affodarable 

cost, more safe and there is no side effects. Herbals are 

easily available and are equally effective to synthetic 

drugs. Several plant sources mentioned in this article 

based on report of different researches. Medicinal plants 

having more significant value in disease curing. 
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