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PSORIASIS AND DIABETES MELLITUS

J. A. SUNDHARAM *

RATAN SINGHT AND P. S. AGARWAL

Summary

Twenty uncomplicated cases of psoriasis and aa equal number of
matched controls were evaluated using the oral and steroid primed glucose
tolerance test. Six of the twenty psoriatics 130%) studied showed an abnormal
glucose tolerance whereas only one of the twenty control subjects (5%) showed
abnormality (p<0.05). A relationship was found between abnormal glucose
tolerance and surface area involved by psoriasis. g

" The existence of a relationship bet-
ween psoriasis and diabetes mellitus,
suggested as-early as 1897 by Strauss?,
remains undecided in spite of numerous
studies. Many workers have reported
studies indicating the presence of a
relationship between the two diseases®-?,
whereas it has been refuted by several
others8-18,

Lynch?? stated that an apparent in-
crease in the incidence of elevated
blood glucose levels in psoriatics when
compared to the general population seen
in previous studies was not found when
psoriatics were compared to appropriate
control groups, noting in particular, a
failure to consider the chronological
age of the patients when comparing
psoriatics to controls, He argued that
when investigating a study group com-
posed primarily of adults, one could
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not use as a control group, the general
population (where 50% or more of the
population is under 25 years of age);
nor could one use a .control group
which had been evaluated with less
accurate tools than were used for the
study group; and finally, that one could
not relate an increased blood sugar level
with the disease diabetes moellitus until
more is known about the course of
older adults with various degrees of
impaired sugar metabolism.

Recently, Burns and Whitehouse® and .
Hajini et al” in a study -using the
standard oral and steroid primed glucose
tolerance tests presented evidence for
abnormal glucose tolerance in psoriatic’
patients. However, neither group of
investigators had used matched controls—
they utilized studies by other authors
of the steroid primed glucose tolerance
tests on the general population as cont-
rols, which, as has been mentioned
above, has certain inherent drawbacks.

In an attempt to overcome this draw-
back and the fact that such an investi-
gation might be helpful in resolving the
obscure relationship between psoriasis
and diabetes - mellitus, it was thought
necessary to undertake a planned study”

158°¢



PSORIASIS AND DIABETES MELLITUS

| . COMPARISQN OF THE MER

[ "AND STERCID PRIMED GLITOGE
D PSRIATICS

200 e -

VALLES O

TOLMANCE TESTS

diuretics, oral con-
traceptives, systemic
corticosteroids or

™ FAL

.
-

SLUCOSE CONCENTRATION
N

000
R

"t

&0

A
| ral Q1T
| SteruimTy

those on extensive
topical applications
of fluorinated ste-
roids in the preced-
ing few months, and
patients with a his-
tory of receiving
systemic antimeta-
bolite therapy. All
patients were non-
obese (within 109,
of their ideal body
weight) had no en-
docrinal dysfunction,
and were taking a
normal diet before
the test.
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A 3-hour oral
glucose tolerance
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using controls matched particularly for
age, to answer conclusively whether
there is actually any abnormality of
glucose tolerance in psoriasis or not.

Material and Methods :

Twenty patients with psoriasis and
twenty comparable control patients were
chosen for study from patients attending
the Dermatology and Venereology OPD
of L.N.J.P.N. Hospitals, New Delhi.
No patient with known diabetes mellitus
was included and every effort was made
to exclude patients with complicating
medical problems that might produce
aberrations in glucose tolerance such
as a history or clinical evidence of liver
disease : a history of a regularly high
alcohol intake ; presence of pyogenic
infection or fever ; an obstetric history
of unexplained stillbirth, abortion, over-
weight baby or some severe congenital
anomaly. Also excluded were patients
on diabetogenic drugs eg. thiazide

TUCOF e

test was conducted
after an overnight
fast as described by
Marblel4, The pati-
ents who were normal to this test were
subjected to the steroid primed glucose
tolerance test. The steroid priming was
achieved with two doses of 10 mg of
prednisolone at 8% hours and two hours
prior to the start of the test. The
criteria for the oral and steroid primed
glucose tolerance tests were those des-
cribed by Marblel4,

The blood glucose was estimated by
the method of Asatoor and King?'®
which estimates the true blood glucose
level. Venous blood was used for the
estimation.

The twenty psoriatics were further
classified into grades according to the ex-
tent of surface area involved (calculated
by the ““rule of nines”):

Grade I : less than 259, of body
(8 patients)
Grade II : 25-50% (4 patients)
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Gradelll :
Grade 1V :

50-75% (8 patients)
more than 75%
(no patients)

The ages of the twenty psoriatics
chosen for study ranged from 20-50
years. The mean age of the psoriatics
was found to be 29.70 years, and that
of the control group was 29.75 years.
The duration of the disease was more
than one year in fifteen (75%) cases,
the longest duration being 9 years.
None of the psoriatics or controls had
a family history of diabetes or psoriasis.

Results :

Of the twenty psoriatics subjected to
an oral glucose tolerance test, only one
(5%) was found to be abnormal i. e.,
had chemical diabetes. The remaining
nineteen were subjected to the steroid
primed glucose tolerance test and five
(26.3), were found to show an abnormal
value. One patient with psoriasis was
found to have a ;
borderline (equivo- “ :
cal) test, during the T 0
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primed glucose tolerance test, while of
the twenty controls only one (5) showed
an abnormality in the steroid primed
glucose tolerance test. A statistical
analysis of the results showed that this
was significant at 95%, confidence limits
(ie. p< 0.05).

Further, it was seen that four of the
six patients showing abnormal glucose
tolerance had grade IIl involvement
with psoriasis, while the remaining two
had grade II involvement (0.05<p<
0.1).

Comment

Burns and Whitehouse® noted four of
46 psoriatics with abnormal standard
oral glucose tolerance tests, and of the
remainder, thirteen had an abnormal
cortisone primed glucose tolerance test.
They thus found that 17 of 46 patients
(i.e. 379%) had an abnormal glucose
tolerance ; this did not include four
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steroid primed glu-
cose tolerance test; '
this patient refused
consent for a repeat
test, and was consi-
dered to be “‘nor-
mal” in further cal-
culations.

Of the control
group, none of the
twenty controls
showed any abnor-
mality in the oral
glucose  tolerance
test, but one (5%)
showed an abnor-
mality after steroid
priming.
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Thus, of the
twenty psoriatics, six
(30%) showed some
degree of defect in ’
glucose tolerance in
the oral or steroid
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ABNCRMALITY IN GLUCOSE
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who had borderline steroid glucose to-
lerance tests. Hajini et al” from
Kashmir observed ten of seventy pso-
riatic patients with abnormal oral
glucose tolerance tests and six of the
remainder had an abnormal prednisolone
primed glucose tolerance tests, i.e., a
total of 26.8% had abnormal curves:
the results obtained in the present study
are about the same (30%).

Earlier investigators had speculated
about the relationship of psoriasis and
diabetes?,3,4.  However, Lynch!? sug-
gested that one should not relate an
increased blood sugar level with disease
““/diabetes mellitus”.  Hyperglycemia
(or decreased glucose tolerance) is just
one of the many abnormalities seen in
diabetes mellitus which should be regar-
ded as a syndrome rather than as a
discase. o :

tolerance
reflect a

glucose
may

The decreased
observed in psoriasis

-

a metabolic disorder
specific of psoriasis
rather than being indi-
cative of latent diabetes.
That this could be so
was first suggested by
Rechaardt and Lassus® :
they discussed the
pathogenetic role of the
increased activity of
the pentose shunt.
Further, it was seen
that patients showing
an abnormal glucose
tolerance had, in gene-
ral, more extensive in-
volvement with psori-
asis.  Similar results
were obtained by Hajini
et al”. This observation
also tends to support
the hypothesis that the
decreased glucose toler-
ance is in some way
related to psoriasis itself
than to genetic diabetes.

et

Recently, much work has been done
on the cyclic AMP adenyl cyclase
system. A defect in this system has
been postulated as an abnormality in
both psoriasis and diabetes!®. It may
not be too far fetched to speculate that
this may in some way, be related to the
decreased glucose tolerance observed
in psoriatics.

One practical point, made by Burns
and Whitehouse® needs to be re-empha-
sized: patients with an abnormal steroid
glucose tolerance test value are more
likely to develop further loss in glucose
tolerance (i.e , chemical or overt dia-
betes) than normal individuals when
followed up, hence it may be worthwhile
to measure postprandial blood glucose
levels in such psoriatics at appropriate
intervals for early detection of this
loss.

Acknowledgement

This article has been extracted from the
thesis entitled ““A study of oral and steroid

161



INDIAN ) DERMATOL VENEREOL LZPA

primed glucose tolerance tests in uncompli-

cated psoriasis”

submitted by Dr, J. A,

Sundharam to the University of Delhi in April.
1978, in part fulfilment for M.D. (Dermatology
including Leprosy and V.D.) degree.

References

1.

Strauss H: Zur lehre von der neurogene
und der threogene glykosuria, Deutsche
Med Wschr 23 :309, 1897. (Quoted by
Brownstein (1966).

Rest GA : Hyperglycemia and skin di-
sease, Br J Derm 44 : 57, 1932,

Mackenna RMB and Lehman H: Further
observations on the glucose tolerance test
in skin disease,

Reeds RE, Fusaro RM and Fisher I:
Psoriasis  Vulgaris. Arch  Dermatol
89 : 205, 1964.

Rechardt L and Lassus A :
glycosuria test in psoriasis.
logica 38 : 427, 1969,

Burns RE and Whitehouse FW: Evidence
for impaired glucose tolerance in uncom-
plicated psoriasis - preliminary  report,.
Arch Dermatol 107 : 371, 1973,

Hajini GH, Hussain T ard Shah SNA :
Impaired glucose tolerance in psoriasis.
Indian J Dermatol Venereol Lepr 41 : 4,
1975,

Prednisone -
Dermato-

8.

10,

11,

12.

13.

15.

16.

Throne B and Myers
NY Med J 28 : 914, 1928,

CN : Psoriasis.

Reiss F:
function.

Psoriasis and adrenocortical
Arch Derm Syph 59 : 78, 1949,

Gibson-SH and Perry HO : Diabetes and
Psoriasis. Arch Dermatol 74 : 487, 1956,

Brownstein MH : Psoriasis and diabetes
mellitus. Arch Dermatol 93 : 654, 1966.

Lynch PJ: Psoriasis and blood sugar
levels. Arch Dermatol 95 : 255, 1967.

Hafiez AA, Kader MMA, el Mofty MA,
Nada MM and Mousa AM : Carbohyd-

rate metabolism in psoriasis. Ind J Derm
21 : 3, 1976.
Marble A: Laboratory procedures usefuj

in diagnosis and treatment. In: Joslin’s
Diabetes Mellitus. 11th Ed (Ed) Marble
A, White P, Bradley RF and Krall LP,
Philadelphia, Lea and Febiger, 1971,
p 121,

Asatoor N and King E}: In: Microana-
lysis in medical biochemistry. (Ed) King
EJ and Wooton IDP. J & A Churchill,
Gloucester, 1954,

Keirns JJ and Tolman EL : In Cyclic 3° §°
nucleotiedes : mechanisms of action.
(Ed) Cramer H and Schultz, J London,
John Wiley and Sons Ltd, 1977,

The Editorial Board welcomes abstracts of papers
by Indian workers, published in other Indian or foreign

journals.

Those who wish to send abstracts are kindly

requested to send to the Editor a reprint of the article

along with the abstract.

162

— Managing Editor



