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Role of free reactive iron in Role of free reactive iron in 
psoriasispsoriasis

Sir,
Psoriasis is a chronic, inflammatory autoimmune skin 
disease.[1] Recently, oxidative stress has been implicated in 
the etiopathology of psoriasis. Reduced level of serum super 
oxide dismutase (SOD), glutathione peroxidase (GPX), and 
elevated level of nitric oxide (NO) has been reported.[2-4] The 
causative factor of such oxidative stress is not yet clearly 
known. In psoriatic plaque blood capillaries are dilated and 
become tortuous to form loops which may cause breakdown 
of erythrocytes to release hemoglobin. Moreover, low GPX 
and SOD may help to elevate the level of hydrogen peroxide 

(H2O2) which further causes break down of hemoglobin 
within erythrocyte to form nonheme reactive iron. This 
free reactive iron can catalyze Haber-Weiss reaction and 
generate deadly damaging hydroxyl radical which in turn 
damage cellular constituents.[5]

To investigate whether free reactive iron has any role in 
secondary pathogenesis of psoriatic lesion, we sought to 
study the level of free reactive iron in stroma free hemolysate. 
Serum level of cellular damage marker thiobarbituric acid 
reacting substance (TBARS), total thiol, total antioxidant 
status (TAS), and ferritin were also measured from 
blood sample of psoriasis patients by standard methods 
[Table 1].

Sixteen patients were selected for our study (13 males and 
3 females) and all had stable plaque type psoriasis, two with 
psoriasic arthritis. Patients were within the age group of 
25-36. The psoriasis area severity index of the patients ranged 
from 10 to 60. The mean level of free reactive iron from 
stroma free hemolysate (214.91 µgm/g of Hb) as compared 
to that of normal control volunteers (118.15 µg/g of Hb) and 
the cellular damage marker TBARS (3.23 nmol/ml) compare to 
that of normal control volunteers (1.31 nmol/ml) were found 
to highly significant (P < 0.001) and significant (P < 0.05), 
respectively. The TAS level was also found to be significantly 
low (0.6 Trolox equivalent) when compare to normal control 
(1.37 Trolox equivalent). The values of total thiol and ferritin 
were not statistically significantly different, but mean values 
were lower for total thiol and higher for ferritin.

Ferrous iron with six coordination states is bound and tamed 
within protoporphyrin ring of hemoglobin. Under specific 
circumstances like oxidative stress or over production of 
H2O2, it comes out of the ring and can ligate with other part 
of globin chain. This non-heme iron has been termed free 
reactive iron which can generate cytotoxic hydroxyl radical 
by Fenton reaction in presence of H2O2.

[5]

Our findings indicate the increase in level of free reactive 
iron and lower level of antioxidant status in psoriasis. 
This may contribute via free radical generation to the 
development of secondary cellular damage and pathological 
state in psoriasis vulgaris. Therapeutic use of iron chelator 
and antioxidant drugs may be investigated for beneficial 
role in psoriasis.
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Saphenous vein graft dermatitis Saphenous vein graft dermatitis 
in patients with coronary artery in patients with coronary artery 
bypass graftbypass graft

Sir,
Coronary artery bypass grafting (CABG) is the most 
frequently performed cardiac surgical procedure in the 
world. Along with the internal mammary and radial arteries, 
the greater saphenous vein (SV) is a commonly used conduit 
in CABG. The incision required for the removal of the SV 
has been 30-45 cm long and may at times extend from 
the thigh to the ankle. As a result, the harvest of the SV is 
commonly associated with pain, discomfort, scarring, and 
the increased risk of wound infection.[1]

There are reports of dermatitis and anesthesia at the site 
of SV graft scars.[2] Due to alteration in the integrity of 
skin, there is an increase in morbidity in these patients. 
We examined the local changes over SV graft donor site in 
10 patients who underwent CABG.

Ten male patients who underwent CABG were examined. 
All patients were between the age groups of 45 and 60. We 
included all patients who have undergone CABG in whom SV 
has been removed from one leg. Patients with preexisting 
dermatitis, varicose eczema, leg ulcers, peripheral 
neuropathy, or with preexisting loss of sensation over the 
lower leg were excluded from the study.

These patients were examined and the findings were 
recorded. Sensations were tested and sweat test with 
ninhydrin was performed on all patients.[3]

Patch testing was performed using standard series on 
patients with suspected contact dermatitis and other 
relevant antigens namely topical applications used by the 
patients were also patch tested.

The results of the skin changes are tabulated in Table 1. 
In all patients, scars were seen extending from mid-thigh 
to ankle. Eight out of ten patients had anesthesia at the 
site of the scar, one had cellulitis, three had dermatitis, and 
four had xerosis. There was no relationship between the 
length of incision, time after surgery, and dermatitis. All 
patients with dermatitis responded to topical steroids and 
emollients. One patient complained of associated pruritus 
while in the others the dermatitis was asymptomatic. The 
sweating was impaired in six patients and patch tests on 
patients with dermatitis did not show any positive results.

Cutaneous complications following SV harvesting for 
CABG may result in alteration in skin integrity resulting in 
significant morbidity.[2]

These changes are possibly due to the long incisions made 
over the skin for harvesting the graft. The surgery possibly 
results in damage to the blood vessels, lymphatics, and 
nerves. This leads to reduced blood supply both to the 
skin as well as to the nerves resulting in loss of sensation 
and autonomic changes such as dryness, loss of sweating. 
Cellulitis,[4] nonhealing ulcers,[5] painful peripheral sensory 
neuropathy[6] and vein graft dermatitis,[2] have all been 
reported. Trophic changes of the skin have been seen in 
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Table 1: Comparison of mean values of various parameters

 Free reactive iron Total antioxidant Serum TBARS Total thiol Ferritin (ng/ml)
 (μg/gm of Hb) status (mM Trolox) (nmol/ml) (μg/ml)
Control 118.15 ± 8.39 1.37 ± 0.08 1.31 ± 0.09 163 ± 15.41 50.11 ± 10.51
Psoriasis 214.91 ± 20.37 (P < 0.001) 0.60 ± 0.09 (P < 0.001) 3.23 ± 0.96 (P < 0.05) 151.19 ± 12.29 (NS) 80.63 ± 34.26 
(NS)
TBARS - Thiobarbituric acid reactive substance; NS - Not signiÞ cant
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