A retrospective study of psoriasis over

five years at a tertiary hospital

UNIVERSITY QOF THE

WITWATERSRAND,
JOHANNESBURG

Vidya D Bhojwani

A research report (in the format of a “submissible” paper) submitted to the Faculty of Health
Sciences, University of the Witwatersrand, Johannesburg, in partial fulfilment of the

requirements for the degree Master of Medicine (Dermatology)

Johannesburg, 2025



DECILARATION

I, Vidya D Bhojwani, declare that this research report is my own, unaided work. It is being
submitted for the Degree of Master of Medicine in the branch of Dermatology at the University
of the Witwatersrand, Johannesburg. It has not been submitted before for any degree or

examination at any other University.



Contribution of the candidate to the paper

Declaration: Student’s contribution to the article and agreement of co-authors

I, Vidya D Bhojwani, student number 0414383V, declare that this research report is my own
work and that I contributed significantly towards the research findings presented in the paper

intended for publication.

Signature of student: % Date: _\[09[2€

Name of primary supervisor: Kapila Hari

Signature of primary supervisor: A Date: 11/09/25

Name of second supervisor: Lushen Pillay

2
Signature of second supervisor: Date: ”/ ql J
e

Agreement by co-authors: by signing this declaration, the co-authors listed below agree to the
use of this article by the student as part of her research report. In cases where the student is not
the first author of a published article, the primary supervisor must explain (under comments)

why the student is entitled to use the paper for her degree purposes.

Article title: A retrospective study of psoriasis over five years at a tertiary hospital



Acknowledgements

I would like to thank my supervisors Dr Hari and Dr Pillay for their expertise, guidance and
encouragement. I would also like to acknowledge and thank Professor D Modi for his input

and assistance. Thank you to my husband Vaishak Vinod and to my friend Natasha Abraham.



Table of Contents

Declaration

Contribution of the candidate to the paper
Acknowledgements

Table of contents

List of tables

List of figures

List of abbreviations

Abstract

Introduction

Materials and methods

Results

Discussion

Conclusion

References

Appendix A: Approved research protocol
Appendix B: Ethics clearance certificate
Appendix C: Turnitin report

Appendix D: Journal author guidelines

10

11

13

15

20

22

24

27

44

46

49



List of Tables

Table 1 Racial demographics of psoriasis patients at a tertiary hospital in Johannesburg 2015-
2019 16

Table 2 Frequency of co-morbidities in psoriasis patients at tertiary hospital in Johannesburg
2015-2019 16

Table 3 Frequency of medications prescribed to psoriasis patients in a tertiary hospital in
Johannesburg 2015-2019 19



List of Figures

Figure 1 Age distribution of psoriasis patients in a tertiary hospital in Johannesburg 2015-2019
15

Figure 2 Frequency of subtypes of psoriasis patients in a tertiary hospital in Johannesburg
2015-2019 17

Figure 3 Frequency of clinical features at diagnosis in psoriasis patients in a tertiary hospital
in Johannesburg 2015-2019 18

Figure 4 Frequency of various body sites involved in psoriasis patients in a tertiary hospital in
Johannesburg 2015-2019 18



List of abbreviations

CD4 Cluster of differentiation 4

CYA Cyclosporin

HIV Human Immunodeficiency Virus

HJH Helen Joseph Hospital

HLA Human Leucocyte Antigen

IL-17 Interleukin 17

Interleukin 23 Interleukin 23

MHC Major Histocompatibility Complex
MTX Methotrexate

OPD Outpatient department

PASI Psoriasis Assessment and Severity Index
PsA Psoriatic arthritis

SARS-COV 2 Severe acute respiratory syndrome coronavirus 2

TNF alpha Tumour necrosis factor alpha



A retrospective study of psoriasis over five years at a tertiary hospital
Vidya Dayal Bhojwani*, Kapila Hari, Lushen Pillay

Department of Dermatology, Faculty of Medicine, University of the Witwatersrand,
Johannesburg 21932, South Africa

* Author for correspondence, 0414383 v(@students.wits.ac.za, orcid ID: orcid.org/0009-0004-
7668-8507



mailto:0414383v@students.wits.ac.za

Abstract

Background Psoriasis is an inflammatory immune-mediated polygenic disease manifesting in
the skin and/or joints. South African epidemiological data for this condition is minimal,
although previous local studies have indicated ethnic bias and an association with

cardiometabolic diseases.

Methods A descriptive retrospective case cohort study of psoriasis at the Helen Joseph
Hospital (HJH), Johannesburg, South Africa. Adult patients with psoriasis attending the HJH
dermatology outpatient clinic from 01/01/2015 to 31/12/2019 were included in the study.

Epidemiological and clinical data was extracted from patient records.

Results The prevalence of psoriasis in the clinic over the five-year period was 1.1%. A bimodal
peak was noted in age at diagnosis. There was no significant gender difference. The most
common clinical presentation was plaque type psoriasis. The following co-morbidities were
noted in our cohort: 31% were hypertensive, 9% had dyslipidemia, and 3% had ischemic heart

disease. HIV prevalence was 17% amongst those tested.

Conclusion It is evident that psoriasis in our community is aligned with published data about
gender representation and prevalence in the dermatology OPD setting. Cardiometabolic
diseases were unexpectedly low in this cohort, possibly a consequence of the lack of acute
coronary care facilities at HJH. Unfortunately, our sample size was too small to comment
meaningfully on the impact of ethnicity. The relatively higher prevalence of HIV infection is
reflective of the national prevalence. The management of psoriasis at our clinic is consistent
with recommended practice. Continued research on this disease should be a priority due to its
association with major cardiovascular diseases. Improving record keeping and screening for
associated diseases will assist in ongoing research and reducing prevalence of co-morbidities.

This may also provide the motivation required for newer targeted immunological therapies.
Keywords Psoriasis, South Africa, HIV
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Introduction

Psoriasis is an inflammatory immune-mediated polygenic disease manifesting in the skin
and/or joints. Owing to the potentially disfiguring nature of the cutaneous manifestations as
well as the associated co-morbidities, psoriasis carries a significant psychological and physical

burden of disease.!

Genetically predisposed patients are triggered by environmental factors such as stress,
infection, alcohol, smoking and exposure to specific drugs.> This leads to activation of the
innate immune system and consequently the adaptive immune system creates a self-

perpetuating cycle of persistent chronic inflammation.

Psoriasis can present at any age. A bimodal age of onset has been described. The mean age of
onset for the first presentation of psoriasis ranges from 30 to 39 years of age, with a second
peak occurring between 60 and 69 years. There is no predilection for gender however female
patients present at an earlier age.’ There is a wide range in prevalence between various parts of
the world. The global incidence rate of psoriasis was reported as 57.8 per 100000 patients in
2019.* The rate per 100000 patients varied between high-income (92.7 in north America and
145.5 in Australasia) and low-income regions (central sub-Saharan Africa was 51.6 and Eastern
sub-Saharan African was 25.1).* In our region (Southern sub-Saharan Africa) it was 32.9 per
100000.* The lower incidence in our region is partially due to a paucity of epidemiological data
from many countries. There are very few studies from Africa on the epidemiology of psoriasis.
Factors shown to affect prevalence include age, sex, gross national income, geographical
location and race. Increased prevalence has been noted in the white population, high income

countries, higher latitude and older populations.®

There are no recent figures for the prevalence of psoriasis in the Gauteng province, the site of
our study. A review in 1997 (based on data collected between 1969 and 1972) extrapolated a
psoriasis prevalence of 3.4-3.6% at the Chris Hani Baragwanath Academic Hospital
dermatology clinic in Soweto which, during that period, served the black population in the

arca.

Although psoriasis can present with various cutaneous manifestations, the characteristic lesion
is a well demarcated thick erythematous plaque with silvery scales. The common characteristic
findings are erythema, thickening and scaliness. These features and body area involved are
used to calculate the Psoriasis Area and Severity Index (PASI) score to determine disease

severity. Plaque type psoriasis, or psoriasis vulgaris, accounts for 90% of cases. Plaques can
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be extensive or few; preferred sites include extensor surfaces of the limbs, scalp and lower
back. Papules and small plaques that are numerous and widely distributed over the body surface
are referred to as guttate psoriasis. Erythematous plaques are found on intertriginous folds and
in flexures in inverse psoriasis while erythrodermic psoriasis involve almost the entire body
surface. The presence of pustules is described as pustular psoriasis or palmoplantar pustulosis
according to the distribution of the lesions. Nail psoriasis affects 50% of those with plaque
psoriasis and is associated with a longer disease duration and double the risk of developing

psoriatic arthritis.'*

Psoriatic arthritis (PsA) is a seronegative erosive inflammatory arthritis occurring in up to 30%
of patients with psoriasis. It can manifest as an oligoarthritis or a polyarthritis that mimics
rheumatoid arthritis. It may also present as axial arthritis, dactylitis or enthesitis. Psoriatic
arthritis, like psoriasis, has a genetic component. 25% of patients with PsA are HLA-B*27
positive. HLA-C*0602 is more common in PsA and is associated with an earlier age of disease

onset.’

Several co-morbid conditions are associated with psoriasis. A study done in a cohort of
psoriasis patients across three academic hospitals in Johannesburg showed that the prevalence
of metabolic syndrome amongst psoriasis patients was significantly high at 52.4%.
Hypertension was especially prevalent in those with severe psoriasis.” Human
immunodeficiency virus (HIV) associated psoriasis is a well described clinical entity. Psoriasis
can be the presenting feature of HIV infection. In this population, psoriasis tends to be more
severe, to have atypical presentations and higher failure rates with the usual prescribed
treatment.® HIV is particularly prevalent in our region; in 2022 the prevalence of HIV in South

Africa was 12.7%.°

Treatment can be divided into topical, systemic and phototherapy. Topical treatment is ideal
for those with mild-moderate disease. Systemic therapy is warranted for those with moderate
to severe disease as well as those with psoriatic arthritis.! The World Health Organization
Model List of Essential Medicines includes methotrexate and cyclosporin A as systemic
options for the treatment of psoriasis.!” Retinoids can also be used in the management of
psoriasis. A newer treatment option includes “biologics” which are systemic therapies that
target specific molecules involved in the pathogenesis of psoriasis such as interleukin 17 (IL-

17), interleukin 23 (IL-23) or tumour necrosis factor alpha (TNF alpha).
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Our aim is to describe the epidemiology, clinical features, co-morbidities and management of

psoriasis in adults attending a tertiary dermatology out-patient clinic.

Materials and methods

Study design

This is a descriptive retrospective case cohort study.

Study setting

This is a single center study based at Helen Joseph Hospital (HJH), Johannesburg, South
Africa. HJH is a tertiary care hospital with a dedicated dermatology outpatient clinic, catering
to referrals from outlying primary and secondary care facilities as well as referrals from other

departments within the hospital.

Study population

Patients with psoriasis attending the HJH dermatology outpatient clinic from 01/01/2015 to
31/12/2019 were included in the study. We chose not to include the period from 2020 onwards
due to the SARS-CoV-2 pandemic which would have affected patient compliance and

frequency of visits.

Inclusion criteria
e Patients over the age of 18

e Diagnosis of psoriasis (based on clinical and/or histological features)

Exclusion criteria

Patients under the age of 18

Data collection
Data was extracted from patient records stored in the Helen Joseph Dermatology OPD
department; each file was reviewed individually to ascertain the diagnosis. There were no

identifiers on any file. Data was captured using a data collection sheet (Appendix A). This was
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done by the investigator. Each patient was allocated a unique study number to preserve

anonymity.

For those patients with psoriatic arthritis who attended both the Dermatology and

Rheumatology Outpatient clinics, data was extracted from records at both facilities.

Data Analysis

The collected data was recorded in Microsoft Excel (Microsoft, Redmond, WA, USA), and
analysis was done with the use of the STATA software, version 18 (StataCorp, College Station,
TX, USA). The statistical data analysed was descriptive in nature. Different commands assisted
in cleaning the data. Data cleaning processes included checking for duplicates, missing values,
recording and categorising variables. Categorical variables were documented as percentages
and frequencies, while continuous data was documented as mean/median and standard
deviation/interquartile range. Association was done using chi-square/Fisher's exact test.

Statistical significance was <0.05.

Ethics

This study was approved by the Human Research Ethics Committee (medical), University of
the Witwatersrand, South Africa (M230345 MED23-02-009) (see Appendix B)
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Results

Epidemiology
We identified 253 patients with psoriasis amongst the 23480 patients (both new and follow-up
visits) who attended the dermatology clinic during the study period. The prevalence of psoriasis

was 1.1% over the five-year period.

Demographics

There were 131 (52%) females and 115 (45%) males in our cohort. In 7 (3%) patients the
gender was not recorded. One hundred and thirty patients (51%) were over the age of 60. There
were 37 patients (15%) between 50-59 years old at diagnosis, with 27 (11%) in the 20-29 year
old category and 28 (11%) in the 30-39 year old category; see figure 1. Racial distribution in

our cohort is demonstrated in table 1.

80

<20 20-29 30-39 40-49 50-59 60-69 70+

Figure 1 Age distribution of patients with psoriasis at a tertiary hospital in Johannesburg

2015-2019
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Table 1 Racial demographics of psoriasis patients at a tertiary hospital in Johannesburg

2015-2019

Medication Number of patients Percentage
White 72 28%
Black 71 28%
Mixed-race 59 23%
Indian 50 20%
Other 1 1%
Total 253 100%

Table 2 Frequency of co-morbidities in psoriasis patients in a tertiary hospital in
Johannesburg, 2015-2019

Co-morbidities Number of patients Percentage
Hypertension 80 32%
Diabetes Mellitus 40 16%
Dyslipidemia 23 9%
Psoriatic arthritis 21 8%
HIV 18 *17%
Ischemic heart disease 8 3%
Cancer 7 3%
Epilepsy 6 2%
Hypothyroidism 5 2%
Renal dysfunction 5 2%
Obesity 5 2%
Pregnancy 2 0.8%
Steroid-induced acne or rosacea 2 0.4%
Avascular necrosis of the hip 1 0.4%
Osteoporosis 1 0.4%
Ulcerative colitis 1 0.4%

*17% of the 105 patients who had HIV results available



Co-morbidities

Eighty patients were hypertensive; of these 67 were hypertensive at the time of diagnosis of
psoriasis/index visit to the dermatology OPD and 13 were diagnosed during their disease.
Thirty-one of the 40 diabetic patients were noted at diagnosis/index visit. Twenty-three patients
had dyslipidemia: 18 at diagnosis. Only one patient was recorded to have suffered from a
myocardial infarction. Twenty-three patients had other documented dermatologic co-
morbidities. Thirteen patients were recorded to have psoriatic arthritis. The HIV status was
unknown in over half the cohort. Other co-morbidities are listed in table 2.

*HIV results were only available for 105 patients

Subtypes

An overwhelming majority of patients had plaque psoriasis at diagnosis, followed by the
guttate subtype as in figure 2. Two hundred and twenty-three patients (88%) had typically
described scaly erythematous plaques at index visit. Clinical features present at diagnosis are
depicted in figure 2 while figure 4 depicts the most involved sites. Of the 18 HIV positive
patients in the cohort, 11 had plaque type psoriasis, three presented with erythroderma, two

had the guttate subtype and another two had both plaque and guttate psoriasis.

PUSTULAR

L
I

ERYTHRODERMIC

PALMOPLANTAR

INVERSE

GUTTATE

PLAQUE

I I I I
0 50 100 150 200 250

Figure 2 Frequency of subtypes of psoriasis in a tertiary hospital in Johannesburg 2015-2019
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Figure 3 Frequency of clinical features of diagnosis in psoriasis patients at a tertiary hospital

in Johannesburg 2015-2019
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Figure 4 Frequency of various body sites involved in patients with psoriasis in a tertiary

hospital in Johannesburg 2015-2019
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Diagnosis
One hundred and four patients had undergone skin punch biopsy for histological confirmation.
143 patients were diagnosed based on clinical features; only 14 were diagnosed using histology

alone. The method of diagnosis was not recorded in 26 patients.

Table 3 Frequency of medications prescribed to psoriasis patients in a tertiary hospital in
Johannesburg 2015-2019

Medication Number of patients Percentage
Emollients 253 100%
Topical corticosteroids (any potency) 253 100%
Topical corticosteroids for scalp use 185 73%
Topical vitamin D analogue 86 34%

combined with potent topical steroid

Coal tar shampoo 25 10%
Phototherapy 4 1.6%
Methotrexate 74 29%
Ciclosporin 4 1.6%
Acitretin 24 9.4%

Treatment and follow-up

Every patient in the cohort was prescribed emollients and topical corticosteroids of various
potencies. Eighty-eight patients were on methotrexate or acitretin and four were taking
ciclosporin. Of those on methotrexate or acitretin, 30 patients were given a six-monthly follow
up appointment and 30 were given three to four months to follow up; 28 were given one to two
months. One hundred and twenty-five patients (49%) were given a six-month appointment at
their last recorded visit; implying that they were well-controlled on their prescribed medication.
Of these, 30 were on methotrexate (MTX) or acitretin. In the subgroup with HIV infection (18

patients) half (9) were on antiretroviral medication.
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DISCUSSION

There is a paucity of psoriasis-related epidemiological and clinical data in South Africa.

This study describes the epidemiology, clinical features, co-morbidities and management of
patients with psoriasis seen at a tertiary hospital in Johannesburg, South Africa. To our
knowledge this is the first in-depth description of psoriasis in our setting. Previous studies in
South Africa have focused on either dermatological disorders in general (including psoriasis)
or on specific aspects of the disease.”®!'"'4 The prevalence of psoriasis in our group was 1.1%.
This figure is marginally lower than the 2.9% recorded previously in a general dermatology
study that included our hospital.!! Unfortunately, we do not have the racial breakdown of all
the patients seen at the dermatology clinic; this distribution would impact on the prevalence
and may skew the figures. Black and white patients accounted for an equal number of the
cohort followed by mixed-race and then Indian patients. It is most likely that the racial
distribution of our cohort is in keeping with the racial composition of the community served
by Helen Joseph Hospital. There were too few patients to adequately assess the impact of the
ethnicity in our group. Previous studies have shown psoriasis to be more common in the Indian

population.!!

There were 131 females (53%) in our cohort, this was marginally higher than the 115 (45%)
male patients. This minor difference in prevalence between the genders reflects data from
Norwegian and American population-based registries where females outnumbered males.!>-16
As demonstrated in several studies as well as published texts, there is a bimodal peak in the
age at which patients present with psoriasis. A recent systematic review found peak prevalences
between ages 30-39 and at 60-69 years of age.!” Our results reveal a similar bimodal peak in

age of presentation, but our peaks were noted at ages 20-39 and 50-59 years. The review by

Iskander et al noted that the second psoriasis peak occurs earlier in females (50-59 years).!”

The chronic inflammation that occurs in psoriasis is linked with cardiometabolic diseases and
accelerated atherosclerosis.”!® A Mexican study recorded dyslipidemia in 33% of the psoriasis
cohort and cardiovascular disease in 7.2% of their psoriasis cohort.!” Goolam Mahyoodeen at
al recorded dyslipidemia in 26.2% of psoriasis patients in their study across three academic
hospitals in Johannesburg in 2019.” In comparison to both studies, very few patients in our

cohort were documented to have dyslipidemia (9%) and ischemic heart disease (3.1%) with
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only one patient documented with a myocardial infarction. Our figures are unlikely to be a true
reflection of the extent of cardiometabolic disease and is most likely due to a combination of
poor record-keeping and patients lost to follow-up after a myocardial infarction. Helen Joseph
Hospital does not have the facilities to manage these patients acutely and thus refers them to
other institutions. These patients are likely to continue their dermatology follow-up at those

facilities (for convenience) instead of returning to the HJH dermatology OPD.

Human Immunodeficiency Virus infection has been reported as an independent risk factor for
developing psoriasis.?’ The national prevalence of HIV in 2022 amongst those aged 15-49 was
17% whilst in our cohort this age group had a prevalence of 21%. The total prevalence of HIV
in our cohort was 17% (18 patients) whilst the national prevalence in 2022 was 12.7%.%! Ten
(56%) of patients in this sub-group had plaque psoriasis. This is consistent with the findings in

a Spanish cohort of HIV-infected patients where plaque psoriasis was most common.?*?

Diagnosis of psoriasis is usually clinical; less common subtypes of psoriasis, such as inverse
or erythrodermic psoriasis are more likely to require histological confirmation.!® Nail
psoriasis is also diagnosed clinically due to the risk of complication by infection or the
formation of scar tissue.”> Those patients in our cohort who underwent skin punch biopsy
presented with atypical clinical features or required histological confirmation before initiating

immunosuppressive therapy.

As expected, corticosteroids were the most frequently used topical agents in our cohort; this
was no different to global trends.>* A combination of a topical vitamin D analogue and potent
topical corticosteroid was prescribed to 34% of our cohort. This is in keeping with international

practice despite the resource limitations faced in South Africa.?*

Five out of 18 HIV positive patients were on systemic agents to manage their psoriasis: three
were on acitretin, one was on MTX and one was initially on acitretin with no improvement and
was changed over to MTX. Acitretin is preferred in patients with HIV as it is not
immunosuppressive; MTX is associated with a higher risk of infections in HIV positive
patients.”> A recent study showed that TNF alpha inhibitors and ustekinumab have been used
with success in HIV positive patients; there is no data regarding the use of IL-17 and IL-23

inhibitors in this population.?
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One hundred and twenty-five patients were given six monthly follow-up appointments. The
possible reasons for wide intervals between visits include 1) patients are well controlled on
their prescribed medications 2) patients have financial constraints that do not allow for frequent
visits 3) institutional limitations, specifically limitation of number of patients booked for OPD

clinic days.

There were several limitations in this study. The study was conducted at a specialist
dermatology clinic and is not representative of psoriasis in the general population. The covid-
19 pandemic resulted in the study period ending in 2019. Newer targeted immunological
biologic agents available for the treatment of psoriasis have since become more readily
available. Poor record keeping did not allow for calculation of PASI scores or for truly

establishing the presence or absence of associated diseases and the severity thereof.

CONCLUSION

It is evident that psoriasis in our cohort reflects published data about gender representation and
prevalence in the dermatology OPD setting. Cardiometabolic diseases were unexpectedly low
in the cohort, possibly a consequence of the lack of acute coronary care facilities at the HJH.
Unfortunately, our sample size was too small to comment meaningfully on the impact of
ethnicity. The relatively higher prevalence of HIV infection is reflective of the national
prevalence. The management of psoriasis at our clinic is consistent with recommended
practice. Despite the limitations of our study, we believe that it adds to the understanding of

the disease in our setting.

Recommendations

Psoriasis in 2025 is acknowledged as an immune-mediated disease which can be treated with
targeted immunological treatments. Co-morbidities can be prevented, and the quality of life
and economic work strength of the patient can be sustained. We should implement the

following despite the limitations and flaws in our system:

- A dedicated psoriasis clinic day
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- Clerking sheets for uniformity of records; noting specific details such as disease
triggers, lifestyle and associated conditions and calculation of PASI scores for each
patient to monitor treatment outcome

- Recording of all vital data, including weight and height, to screen for associated
diseases and establish causality between these and psoriasis

- Screening for PsA

- Monitoring for complications of both topical and systemic treatments

- Digitalisation of records

We trust and hope that this epidemiologic study will add value and implement changes to the
administrative and clinical management of our patients with psoriasis who are dependent on

the public health care system in South Africa.
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ABSTRACT

Psoriasis is a disease with skin, nail and joint manifestations. It is an immune-
mediated, inflammatory polygenic disease. Its incidence is higher in Caucasians; the
global prevalence ranges from 0.27% to 11.4%. The subtypes of psoriasis can be
differentiated based on the pattern of skin involvement and appearance of skin lesions.
In those with severe disease, psoriasis is an independent risk factor for myocardial
infarction. Much of the data available on psoriasis is from research in north America
and Europe. As there is limited published data from the African region, it would be
valuable to evaluate and assess various parameters of those affected with psoriasis

in our population.
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INTRODUCTION

Psoriasis is an inflammatory immune-mediated polygenic disease manifesting in the
skin and/or joints. Owing to the potentially disfiguring nature of the cutaneous
manifestations as well as the associated co-morbidities, psoriasis carries a significant

psychological and physical burden of disease. 2

Parisi et al recently published a systematic review of studies from around the world

that reported on the incidence and prevalence of psoriasis in the general population.

Taiwan has an incidence of 30.3 per 100000 person-years, while the incidence in Italy
is 321 per 100000 person years. It describes the global prevalence of psoriasis in
adults as a range from 0.27% to 11.4%. This variation is attributed to several factors
such as age, sex, geographical location and race. Increased prevalence is noted in
white people and in countries with a high income, higher latitude, and an older
population. The wide range in the prevalence is also due to a paucity of
epidemiological data from approximately 81% of the world’s countries. Africa is not
represented in the studies from which data was extracted; most data came from

Europe and North America. %’

There are very few studies which have evaluated psoriasis in the African region. A
review in 1997 studied various surveys and extrapolated a psoriasis incidence of 3.4-
3.6% at CHBAH. A lower incidence of 1.8% was noted in a similar population at a
dermatology department at hospital in Pretoria. In comparison the incidence was

found to be 4-5% in Caucasian and Indian populations in the province. % In 2019,
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Mahyoodeen et al studied at a cohort of 103 patients with psoriasis at three academic
hospitals in Johannesburg; of these patients, 42.1% were Indian, 11.7% Caucasian,

14.6% black and the rest were of mixed ancestry. 2°

Psoriasis can manifest at any age but generally has two peaks — one before the age
of 39 and the next between 50-59. There is no predilection for gender however female

patients present at an earlier age. 3°

Although psoriasis can present with various cutaneous manifestations, the
characteristic lesion is a well demarcated thick erythematous plaque with silvery
scales. The common characteristic findings are erythema, thickening and scaliness.
These features and body area involved are used to calculate the Psoriasis Area and

Severity Index (PASI) score to determine disease severity. 3

Plaque type psoriasis, or psoriasis vulgaris, accounts for 90% of cases. Plaques can
be extensive or few; preferred sites include extensor surfaces of the limbs, scalp and
lower back. Papules and small plaques that are numerous and widely distributed over
the body surface are referred to as guttate psoriasis. Erythematous plaques are found
on intertriginous folds and in flexures in inverse psoriasis while erythrodermic psoriasis
involves almost the entire body surface. The presence of pustules is described as

pustular psoriasis or palmoplantar pustulosis according to the distribution of lesions.

26,31
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Nail psoriasis affects 50% of those with plaque psoriasis and is associated with a
longer disease duration and double the risk of developing psoriatic arthritis. Patients
may present with onycholysis (separation of the nail plate from the nail bed), nail
dystrophy (a crumbling nail plate), oil spots (orange-yellow discolouration resulting
from leukocyte exocytosis underneath the nail plate) or nail pits. 32 Nail disease tends

to affect the fingernails more than the toenails. 3

Genetically predisposed patients are triggered by environmental factors. This leads to
activation of the innate immune system and consequently the adaptive immune
system creates a self-perpetuating cycle of persistent chronic inflammation. Psoriasis
is associated with particular major histocompatibility complex (MHC) alleles; early
onset psoriasis in particular is associated with expression of Human Leukocyte
Antigen (HLA) -C*06:02. Late onset psoriasis, psoriatic arthritis and pustular psoriasis

are not associated with this allele.32

The innate immune system response is mediated through epidermal cells such as
keratinocytes, natural killer T cells, dendritic cells and neutrophils. The inflammatory
cytokines secreted by these cells include interleukin-17 (IL-17), interferon gamma
(IFN-y) and tumour necrosis factor alpha (TNF-a). This leads to keratinocyte
proliferation, further cytokine secretion in an autocrine or paracrine fashion and
antimicrobial peptide expression. This then leads to angiogenesis, neutrophil
accumulation, and increased numbers of T lymphocytes of the T helper 1 (Th1) and
Th17 subsets. Release of IL-17 further stimulates keratinocyte proliferation and

inflammation. IFN-y promotes a Th1 response, creating an auto-amplifying loop. 263132
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Figure 1 Pathogenesis of psoriasis %

Triggers that may lead to development of psoriasis include stress, infection, alcohol,
smoking and exposure to specific drugs. Psychogenic stress has been shown to be a
precipitant for both disease initiation and for acute flares. Similarly, infections can both
induce and aggravate psoriasis, especially streptococcal infections in the form of
pharyngitis, dental abscesses or impetigo. Medications such as lithium, beta-blockers,
anti-malarial agents and non-steroidal anti-inflammatory agents have all been shown
to be inciting factors for the development of psoriasis. Cutaneous injury from trauma,

sunburn or other dermatoses may also precipitate disease. '
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Several co-morbid conditions are associated with psoriasis. A study done in a cohort
of psoriasis patients across three academic hospitals in Johannesburg showed that
the prevalence of metabolic syndrome amongst psoriasis patients was significantly
high at 52.4%. Hypertension was especially prevalent in those with severe psoriasis.
In keeping with the high inflammatory state of psoriasis, these patients were found to
have a median high sensitivity-CRP value twice that of the value in non-psoriasis
patients. Significantly, severe psoriasis is noted to be an independent risk factor for
developing myocardial infarction. This is believed to be due to the high inflammatory

milieu present in the disease. #°

Psoriatic arthritis (PsA) is a seronegative erosive inflammatory arthritis occurring in up
to 30% of patients with psoriasis. It can manifest as an oligoarthritis or a polyarthritis
that mimics rheumatoid arthritis. It may also present as axial arthritis, dactylitis or
enthesitis. PsA, like psoriasis, has a genetic component. 25% of patients with PsA are
HLA-B*27 positive and as previously mentioned, HLA-C*0602 is more common in PsA
and is associated with an earlier age of disease onset. Irreversible joint damage adds

to the emotional burden of disease in psoriasis. 34

HIV is particularly prevalent in our region; in 2008 it was found that 67% of global HIV
cases are from sub-Saharan Africa. The altered immune function can lead to a
multitude of cutaneous disorders. Psoriasis in HIV can be a clinical conundrum as it
may manifest similarly to several other cutaneous disorders associated with HIV
infection. Presentation with erythroderma or reactive arthritis suggest underlying

immunodeficiency. A distinctive feature of HIV-associated psoriasis is the co-existence
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of several different phenotypes in the same patient. Highly active antiretroviral therapy
is an integral part of management of patients with HIV-associated psoriasis, along with

standard psoriasis treatment regimens. 3

When treating psoriasis, we consider disease severity, associated co-morbidities and
the psychological burden of disease. It is also necessary to identify triggering factors
such as stress and medications. 3! Due to the chronic nature of the disease long-term

therapy is usually required. 33

Treatment can be divided into topical, systemic and phototherapy. Topical treatment is
ideal for those with mild-moderate disease. These include vitamin D3 analogues,
corticosteroids and phototherapy. Systemic therapy is warranted for those with
moderate to severe disease as well as those with psoriatic arthritis. 26 The World Health
Organization Model List of Essential Medicines include methotrexate and cyclosporin
A as systemic options for the treatment of psoriasis. More novel therapies include
biologics which are molecules targeting specific inflammatory pathways. Of these,
TNF-a inhibitors have been available for several years and are effective in the
treatment of psoriatic arthritis and psoriasis vulgaris. The range of drugs available to

our state sector patients is limited due to resource constraints. 33

There is a paucity of data on the incidence of psoriasis both internationally and locally.
Our aim is to establish the incidence at a tertiary hospital. This may not reflect the

incidence for the country as it does not account for primary care facilities. We would
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also like to describe any demographic variation and the associated co-morbidities in
our cohort. Furthermore, we aim to assess differences in clinical presentation, if any

in the HIV infected and HIV-uninfected populations.

STUDY OBJECTIVES

The objectives of this retrospective observational study are to:

e Establish the incidence of psoriasis at a dermatology outpatient clinic at an

academic tertiary hospital in Johannesburg, South Africa
e Describe the demography and associated co-morbidities in our cohort
e Assess the difference in clinical manifestations (if any) between HIV-infected

and non-infected patients

METHODS

Study Design

This is a descriptive retrospective case cohort study.

Study setting

This is a single center study based at Helen Joseph Hospital (HJH), Johannesburg,
South Africa. HJH is a tertiary care hospital with a dedicated dermatology outpatient
clinic, catering to referrals from outlying primary and secondary care facilities as well

as referrals from other departments within the hospital itself.
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Study population

Patients with psoriasis attending the HJH dermatology outpatient clinic from
01/01/2015 to 31/12/2019 will be included in the study. We have chosen not to include
the last two years due to the SARS-CoV-2 pandemic which would have affected

patient compliance and frequency of visits.

Inclusion criteria

e Patients over the age of 18

e Diagnosis of psoriasis may be clinical (based on clinical or histological features)

Exclusion criteria

Patients under the age of 18

Data collection

Data will be extracted from patient records and captured using a data collection sheet
(Appendix A). This will be done by the investigator. Each patient will be allocated an

unique study number to preserve anonymity.

For those patients with psoriatic arthritis who attend Dermatology and Rheumatology

Outpatient clinics, data will be extracted from records at both facilities.

Parameters to be recorded:

e Date of birth

e Gender
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e Race
e Method of diagnosis (clinical or histological)
¢ Clinical manifestations and severity on index presentation
e HIV status, CD4 count and viral load, treatment
e Co-morbidities (including other dermatological conditions)
o on presentation
o diagnosed during the course of disease
o treatment thereof
e Treatment prescribed
e Frequency of visits
e Treatment response (disease activity after treatment, indications to start

systemic treatment)

DATA ANALYSIS

Data will be entered onto a Microsoft Excel spreadsheet and will be analyzed using
statistical software. Descriptive analyses will then be performed on all parameters. A
statistician will be consulted if necessary. Continuous data will be expressed as means
(= standard deviation {SD}) or medians (interquartile range {IQRI}), the latter being
used when the SD is greater than the mean. Categorical data will be expressed as
percentages. Comparisons between groups will be made using the Chi-squared test
or Fisher's exact test for qualitative data, and the two-tailed unpaired Student’s t-test
for quantitative data. The Spearman rank correlation test will be used to determine the

relationship between variables, along will linear regression tests.
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ETHICS

Ethics approval will be sought from the Human Research Ethical Committee of the
University of the Witwatersrand. As the study is retrospective in nature and does not
include patient's names, consent from individual patients will be not be required.
Consent to use the files from the HJH Dermatology Clinic and HJH Rheumatology
Clinic will be obtained from the head of Dermatology, head of Rheumatology, the
superintendent of HJH and the medical advisory committee. All captured data will be

password protected and will be used only by the research team.

FUNDING

Any associated costs will be borne by the investigator.

POTENTIAL LIMITATIONS

This is a retrospective study and thus relies on records; some information may be
incomplete or absent. As the study is being conducted at a single center, outcomes
cannot be generalized for the overall population. Patients lost to follow up will impact

on results of various parameters being recorded.
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APPENDIX D: JOURNAL SUBMISSION GUIDELINES
INTERNATIONAL JOURNAL OF DERMATOLOGY
Author Guidelines

1JD SUBMISSION FORMS

1. ABOUT WJD

The International Journal of Dermatology (IJD) publishes monthly and is specifically
designed to provide dermatologists around the world with a regular, up-to-date source of
information on all aspects of diagnosing and managing skin diseases.

1JD’s longstanding interest in global dermatology and tropical skin diseases began with the
release of its first issue in the early 1960s. Today, with a well-established global presence,
1JD presents a comprehensive exploration of all aspects of dermatology, including basic
sciences, venereology, public health, and the teaching of dermatology in developing
countries.

1JD is guided by a distinguished, international editorial board and emphasizes a global
approach to continuing medical education for physicians and other healthcare providers with
a specific interest in skin problems.

2. MANUSCRIPT CATEGORIES

1JD invites the following types of submissions:

Review Article

IJD welcomes the submission of both Narrative Reviews and Systematic Reviews and
Meta-Analysis. Topics may include updates in clinically relevant basic science and
cutaneous biology.

A Narrative Review summarizes existing knowledge in a particular field without appearing as
an exhaustive review of the literature.

A Systematic Review and Meta-Analysis functions as synthesized summaries and critical
appraisals that account for explicit questions through detailed and comprehensive literature
searches in medicine.

The length of the body text should not exceed 5000 words (excluding the abstract, reference
list, and figures), with a maximum of 5 figures and tables allowed. These submissions must
include an unstructured abstract of a maximum of 250 words. Graphical abstracts, visually
summarizing the key message and main results of the submission, are highly encouraged,
though optional.
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A list of multiple-choice and/or true-or-false questions may be included at the end of the
article to provide additional educational challenges to the reader. Keywords are a
requirement, please see below for further details.

A maximum of 5 supplementary figures/ tables restriction applies to this article type. These
will be published under the Supporting Information tab once the article goes live. Tables
must be 35 lines or less in portrait layout, with 2.5cm/1-inch margins and 12-point font, to fit
on one journal page.

The 1JD currently does not consider non-medical and bibliometric topics for publication
under this manuscript type.

Original Article

As the primary means of communication, submitted Original Articles should present new
data resulting from scientific research employing a broad variety of empirical methods and
study protocols.

These major didactic research papers should comprise the following structure: Abstract,
Introduction, Materials and Methods, Results, Discussion, and References.

The length should not exceed 3000 words (excluding the abstract, reference list, figure, and
table legends), with a maximum of 5 figures and tables and preferably no more than 50
references.

A structured abstract of approximately 250 words must be included and should consist of 4
paragraphs labeled: Background, Methods, Results, and Conclusions. Graphical abstracts,
visually summarizing the key message and main results of the submission, are encouraged,
though optional.

The authors can also include a Plain-language Summary (maximum 100 words) along with
their submission. This supplemental excerpt is not mandatory, but it can enhance the article's
visibility and citation while also reaching and benefitting a wider audience of readers.
Keywords are a requirement, please see below for further details.

A maximum of 5 supplementary figures/ tables restriction applies to this article type. These
will be published under the Supporting Information tab once the article goes live. Tables
must be 35 lines or less in portrait layout, with 2.5cm/1-inch margins and 12-point font, to fit
on one journal page.

The IJD currently does not consider non-medical and bibliometric topics for publication
under this manuscript type.

Clinicopathological Challenge

A photographic essay that includes both a clinical and a pathological photograph in color.
This contribution should not exceed 800 words in length, with a maximum of 2-3 figures or
tables and 5 references. The submission should include a short unstructured abstract. The
article must be formatted according to History, What’s the diagnosis? (providing four
possibilities), Diagnosis, Discussion, and References. Keywords are mandatory.
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Short Communication

Brief research letter presenting new or preliminary research findings, early reports of
therapeutic trials, and/or surveys. This manuscript type should not be subdivided into
subheadings in the body of the text, rather, all the required parts (Introduction, Materials &
Methods, Results, and Discussion), except for the References, must be given in a single
section. The article should not exceed 600 words in length with a maximum of 5 references
and 2 figures/tables. Only references cited within the main text are permitted in the tables.
Abstracts and supplemental materials are not allowed, however, authors may share additional
data via Mendeley.

Correspondence Article

Case Reports can be submitted under the Clinical Correspondence manuscript type.
Correspondence Articles should not exceed 600 words in length (excluding title,
acknowledgment, and references), with a maximum of 5 references and 2 figures or tables.
No abstracts and no supplemental materials are permitted. Only references cited within the
main text are permitted in the tables. Abstracts and supplemental materials are not allowed,
however, authors may share additional data via Mendeley.

A Clinical Correspondence submission should present a detailed description of the
symptoms, signs, diagnosis, treatment, and follow-up of an unusual or novel occurrence.
These submissions function as cornerstones of medical progress and provide new ideas and
directions in research and medicine.

A Letter to the Editor submission should present or respond to new findings in a brief and
concise manner or serve as a short, standalone piece expressing an opinion. It may include a
short acknowledgment, 1 or 2 sentences maximum.

The 1JD does not currently consider nonmedical and bibliometric topics for publication
under this manuscript type.

No mandatory author limit applies to this manuscript type, but a co-authorship of no more
than 5 submitters is recommended.

Viewpoint

A Viewpoint is a sharply focused critical analysis of a scientific issue of strong current
interest within the field of dermatology. Viewpoints may address virtually any important
topic relevant to the care of patients with dermatologic conditions or professional matters
unique to dermatologists, e.g., health law and policy, public health, clinical medicine,
research and prevention, and ethics. Viewpoints should provide differing views on a topic,
backed up by literature and accompanied by carefully reasoned arguments and a conclusion.
This contribution should not exceed 600 words, with a maximum of 2 tables or figures and no
more than 5 references. No abstracts and no supplemental materials are permitted.

Neglected Tropical Diseases
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Any type of manuscript dealing with neglected diseases and special problems encountered by
dermatologists working in the tropics. The word count and the number of figures or tables
may vary depending on the manuscript type.

3. SUBMISSION OF MANUSCRIPTS

Authors wanting to publish in the International Journal of Dermatology are not subject
to an Article Processing Charge (APC). Only when authors select the Open Access (OA)
option will their submission become subject to an APC.

New submissions should be made via the Research Exchange submission

portal https://wiley.atyponrex.com/journal/IJD. You may check the status of your submission
at any time by logging on to submission.wiley.com and clicking the “My Submissions”
button. For technical help with the submission system, please review our FAQs or
contact submissionhelp@wiley.com.

Revised manuscripts must be submitted as revisions as directed by the Research Exchange
website. Do not resubmit a revision as a new manuscript, as this may result in re-review and
considerable delay. The revision should be complete and contain all the tables and figures.
Do not resubmit the original manuscript with your revision.

Submission of a manuscript will be held to imply that it contains original unpublished work
and is not being submitted for publication elsewhere at the same time. The author must
supply a full statement to the Editor about all submissions and previous reports that might be
regarded as redundant or duplicate publication of the same or very similar work.

By submitting a manuscript to, or reviewing for, this publication, your name, email address,
institutional affiliation, and other contact details the publication might require will be used for
the regular operations of the publication, including, when necessary, sharing with the
publisher (Wiley) and partners for production and publication. The publication and the
publisher recognize the importance of protecting the personal information collected from
users in the operation of these services and have practices in place to ensure that steps are
taken to maintain the security, integrity, and privacy of the personal data collected and
processed. You can learn more at https://authorservices.wiley.com/statements/data-
protection-policy.html.

Fast-Track Submission

IJD offers a fast-track process for a select number of high-priority ‘hot topic’ manuscripts
containing time-sensitive data, e.g.: phase II or IIT RCTs. This mode of submission grants a
first decision within 7 working days and a speedy revision process. Approval for fast track is
entirely at the discretion of the Editor. There is no charge for the fast-track service. However,
a pre-submission inquiry must be put forward at least 3 weeks before submission. The inquiry
should include the abstract of the article and the reason for requesting fast track. To ensure a
successful fast-track submission, authors must commit to responding attentively to reviewers’
comments and within a timely manner.

Please send all fast-track inquiries to manager@intjderm.org.
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4. PREPARATION OF MANUSCRIPTS

Manuscripts must be written in English and must comply with these instructions in every
detail.

Text should be supplied in a word-processed format such as Microsoft Word for Windows.
Charts and tables are considered textual and should be supplied in the same format. Figures
(illustrations, diagrams, photographs) should be supplied in GIF, JPEG, TIF, or EPS format.

All manuscripts must be typed in 12 pt font with lines double spaced and margins of at least
2.5 cm.

Abbreviations must be defined when first used, both in the abstract and in the main text.

Manuscripts must be as succinct as possible. The text must comply with the word and figure
limits defined in Section 2. If authors consider that a manuscript should not conform to the
limits specified, exceptionally good reasons must be clearly provided in a cover letter
accompanying the submission. Repetition of information or data in different sections of the
manuscript must be carefully avoided.

Manuscripts should, where appropriate, include:

Title Page

The first page of all manuscripts should contain the following information:

1) the title of the paper

2) the full names of each author

3) ORCID number of the author(s)

4) name of the institution(s) at which the research was conducted

5) name, address, telephone number, and email address of the corresponding author
6) manuscript word count (excluding abstract and references), table and figure count
7) any conflict of interest disclosures (see Section 5)

8) a running head not exceeding 50 characters

9) a list of keywords

Abstracts

Authors submitting Original Articles should note that structured abstracts (maximum 250
words) are required. The structured abstract should adopt the format: Background, Methods,
Results, Conclusions. In the case of Review Articles and CPC Articles, unstructured
abstracts must be provided upon submission (maximum 250 words/100 words).

Keywords

The selection of keywords is a crucial step in the submission process, as it is through these
phrases that a broad audience will discover the work. Therefore, the keywords accompanying
each submission should be chosen carefully to allow ready retrieval of the study through
various search engines. Every defining term that appears in the title must also be designated
as a keyword, and as many keywords as necessary may be listed.
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MeSH Tools provides adept assistance to authors seeking to elect the best possible keywords
for their articles.

This should generally, but not necessarily, be divided into sections with the following
headings: Introduction, Materials and Methods, Results, Discussion, Acknowledgments,
References, Tables, and Figure Legends. Figures should be submitted as separate files. The
acknowledgments must include a statement of all funding sources that supported the work.

Please submit the complete manuscript, including the abstract, references, tables, and
legends, as one document. The title page can either be included as the first page of the main
manuscript or uploaded as a separate file, but it must be included.

Tables and Figures

Please consider our checklist before submitting tables and figures for your article.

Checklist for submitting figures

o Tables must not be inserted in the appropriate place in the text but should be included
at the end of the manuscript, each on a separate page.

o Figures (illustrations, diagrams, photographs) must be supplied in GIF, JPEG, TIF, or
EPS format and submitted as separate original files.

e All submitted figures must closely follow the preferred resolution guidelines for the
best presentation and aim for patient confidentiality. Any identifying objects (clothing,
footwear, body art, etc.) must be removed from and around the individual(s)
photographed.

o Figure legends must be included as a separate section in your main text file.

e All figures featured must be numbered in the order in which they appear.

Tables and figures should be referred to in the text as follows: Figure 1, Figures 2—4; Table 1,
Tables 2 and 3. The place at which a table or figure is to be inserted in the printed text should
be indicated clearly on a manuscript. Each table and/or figure must have a legend that
explains its purpose without reference to the text. Where a figure has more than one panel,
each panel should be labeled in the top left-hand corner using lowercase letters in
parentheses, i.e., ‘(a)’, ‘(b)’, etc., and a brief description of each panel given in the figure
legend. When using histology figures, the stain type and magnification level must be included
in the legend.

Only high-quality figures will be considered for publication. The Journal will publish color
photographs at no cost, pending editorial approval. If an individual can be identified in a
photograph, written permission must be obtained (see Section 5 ‘Ethics’ below).

Authors are responsible for obtaining permission to reproduce previously published figures,
tables, and illustrations for which they do not hold the copyright. Permission must be
acquired from the original publisher or copyright holder, and evidence of this permission
should be submitted to the Editorial Office along with the manuscript. Proper
acknowledgment of the original source, in the form of a copyright notice, must be included in
the legends of the tables and figures.
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Composite Figures

Composite figures are permitted as long as they consist of no more than four (4) individual
components. Each component must be clearly labeled (e.g., A, B, C...) and organized within
a single figure panel.

Only similar types of visual content may be grouped together in a composite figure.
Acceptable groupings include:

e Clinical photographs
o Histopathological images
e Graphs or charts

Important:
Avoid mixing different types of images in a single composite figure. For instance, it is not
allowed to combine a clinical photograph with a graph or other image types in one figure.

Each element of the composite figure must be high-resolution and fully detailed in the figure
legend.

Supplementary Materials

Supplementary materials, such as appendices, figures, tables, datasets, and audio-visual files,
may be uploaded during submission to provide additional content that enhances the
understanding and interpretation of the manuscript. These materials will be considered for
inclusion in the final version of the article during the review process. The extent of
supporting content should be limited and adequately justified. After editorial and peer review,
the supplementary materials will be displayed at the end of the published article on Wiley
Online Library under the 'Supporting Information' tab.

Please note that supplementary materials are only allowed for the following manuscript types:
Review Articles and Original Articles.

Mendeley

Supplementary materials can also be uploaded to Mendeley, with a link to these materials
included in the published article for easy reader access. Mendeley is a free, secure, cloud-
based platform that enables you to store, share, access, and cite your data for readers
worldwide. Supplementary materials based on Mendeley should be submitted alongside the
main manuscript, labeled as "Mendeley Supplementary Material," and any tables or figures
should be clearly identified as "Supplementary Table" and "Supplementary Figure". All
supplementary materials must be submitted at the time of the initial submission, not after
acceptance. If any supplementary tables or figures are intended for reviewer use only and will
be uploaded to Mendeley, please specify this clearly in your submission.
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References

References should be in Vancouver format and appear as consecutive, unbracketed
superscript numbers in the text, e.g. ‘in our previous reports'-> and those of Smith et al.’>’
and should be listed numerically in the reference list at the end of the article.

Format references as below, using standard (Medline) abbreviations for journal titles. When
there are more than six authors, include the first six authors followed by ef al.

1. de Berker DAR, Baran R, Dawber RPR. The Nail in Dermatological Diseases.
In:Baran and Dawber's Diseases of the Nails and their Management(Baran R,
Dawber RPR, de Berker DAR, Haneke E, Tosti, A, eds), 3rd edn. Oxford: Blackwell
Science Ltd., 2001: 172-92.

2. Murray ML, Cohen JB. Mycophenolate mofetil therapy for moderate to severe
atopic dermatitis. Clin Exp Dermatol 2007; 32: 23-7.

3. Graham-Brown R, Burns T. Lecture Notes: Dermatology. Oxford: Wiley-
Blackwell, 2006.

4. Smith A. (1999) Select committee report into social care in the community [WWW
document]. URL http://www.dhss.gov.uk/reports/report015285.html [accessed on 7
November 2003].

5. DECLARATIONS
Original Publication

Submitting a manuscript implies that it contains original, unpublished work and is not being
submitted for publication elsewhere at the same time. The author must provide the Editor
with a complete statement about all submissions and previous reports that may be considered
redundant or duplicate publications of the same or very similar work.

Conflicts of Interest

Authors are responsible for disclosing all financial and personal relationships between
themselves and others that might be perceived by others as biasing their work. To prevent
ambiguity, authors must state explicitly whether potential conflicts exist.

Ethics

When reporting experiments involving human subjects, specify whether the procedures
adhered to the ethical standards set by the responsible committee on human experimentation
(either institutional or regional) and the Helsinki Declaration of 1975, as revised in 1983.
Avoid using patients' names, initials, or hospital numbers, particularly in illustrative material.
When reporting experiments involving animals, indicate whether the institution's or a
national research council’s guidelines or any national laws on the care and use of laboratory
animals were followed. A statement explicitly describing the ethical background of the
reported studies should be included in all manuscripts in the Materials and Methods section.
Approval from an ethics committee or institutional review board should also be mentioned.

Patients have a right to privacy that should not be violated without informed consent.
Identifying information must not be published in written descriptions, photographs, or
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pedigrees unless it is essential for scientific purposes and the patient (or parent or guardian)
provides written informed consent for publication. Identifying details should be omitted if
they are not necessary, but patient data must never be altered or falsified to achieve
anonymity. Complete anonymity is challenging to obtain, and informed consent should be
secured if there is any uncertainty. For instance, obscuring the eye area in photographs of
patients does not provide sufficient protection for anonymity.

Authorship

All individuals designated as authors must meet the criteria for authorship, and all who
qualify should be listed. Each author should have participated sufficiently in the work to
assume public responsibility for appropriate portions of the content. One or more authors
must take responsibility for the integrity of the work, from its inception to the published
article. Authorship credit should be based solely on 1) substantial contributions to the
conception and design, acquisition of data, or analysis and interpretation of data; 2) drafting
the article or revising it critically for important intellectual content; 3) final approval of the
version to be published. All three conditions must be met. Merely acquiring funding,
collecting data, or providing general supervision of the research group do not justify
authorship. All others who contributed to the work but are not listed as authors should be
acknowledged in the Acknowledgements section.

Committee on Publication Ethics (COPE)

As a member of the Committee on Publication Ethics (COPE), adherence to these submission
criteria is considered essential for publication in IJD; mandatory fields are included in the
online submission process to ensure this. If, at a later stage in the submission process or even
after publication, a manuscript or authors are found to have disregarded these criteria, it is the
duty of the Editor to report this to COPE. COPE may recommend that action be taken,
including but not exclusive to informing the authors' professional regulatory body and/or
institution of such a dereliction.

The website for COPE may be accessed at: http://www.publicationethics.org.uk

Wiley’s Author Name Change Policy

In cases where authors wish to change their name following publication, Wiley will update
and republish the paper and redeliver the updated metadata to indexing services. Our editorial
and production teams will use discretion in recognizing that name changes may be of a
sensitive and private nature for various reasons, including (but not limited to) alignment with
gender identity or as a result of marriage, divorce, or religious conversion. Accordingly, to
protect the author’s privacy, we will not publish a correction notice to the paper, and we will
not notify co-authors of the change. Authors should contact the journal’s Editorial Office
with their name change request.
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Artificial Intelligence

Policy on the use of Al in scientific writing

Authors should only use generative artificial intelligence and Al-assisted technologies in the
writing process to draw insights from data as part of the research phase and to improve the
submission's legibility and linguistic properties.

The application of Al technology should be conducted with human oversight and control, and
authors should carefully review and edit the results before submission. Source criticism must
always be employed, as Al can often produce output that may be misleading, fragmentary, or
biased. Al and Al-assisted technologies should not be listed or cited as authors or co-authors.

Declaration of generative Al in scientific writing

Authors must disclose the use of Al and Al-assisted technologies in their manuscript for the
research and writing process, according to the instructions provided. This declarative
statement will be included in the published work before the References list. Ultimately, the
author is responsible and accountable for the contents of the submitted work. Each author and
co-author must ensure the accuracy, integrity, and originality of their work is maintained.

Disclosure instructions
Please place the below statement in a new section entitled ‘Declaration of the use of
Generative Al and Al-assisted technologies in the research and writing process’.

Statement.: During the preparation of this work the author(s) used [NAME TOOL /
SERVICE] in order to [REASON FOR UTILIZING AI TOOL/SERVICE]. Following the use
of this tool/service, the author(s) reviewed and edited the content thoroughly and hereby
declare(s) full responsibility for the authenticity of the contents of this publication.

This declaration does not apply to the use of basic tools for checking grammar, spelling,
references, and the like. If there is nothing to disclose, there is no need to add this declarative
statement.

6. ADDITIONAL INFORMATION ON ACCEPTANCE

Wiley’s Author Services enables authors to track their article—once it has been accepted—
through the production process to publication online and in print. Authors can check the
status of their articles online and choose to receive automated e-mails at key stages of
production. The author will receive an e-mail with a unique link that enables them to register
and have their article automatically added to the system. Please ensure that a complete e-mail
address is provided when submitting the manuscript.

Author Services are specifically tailored to support you throughout the manuscript
preparation process, from the writing and research stages to the title’s ultimate
distribution. Wiley Editing Services offers expert help with article preparation, including
translation, manuscript formatting, figure illustration, figure formatting, and graphical
abstract design. Using advanced algorithms, Wiley’s Manuscript Language Checker will
provide you with a language quality score and recommend the best service to get your
manuscript ready and accepted. Wiley’s inexhaustible supply even comprises a Journal
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Finder engine that helps you find the fitting journal to publish with by searching other
relevant titles related to your own research. Share your aims and objectives and receive
curated recommendations and expert reports through Wiley’s Journal Recommendation
Service. Browse Wiley’s Online Library for every publication accessible on file.

Additionally, Wiley Researcher Academy, an online on-demand learning program, facilitates
the development of your article writing skills and guides you along the publishing process.

Visit http://authorservices.wiley.com/bauthor for more details on online production tracking
and for a wealth of resources, including FAQs and tips on article preparation, submission,
and more.

If your paper is accepted, the author identified as the formal corresponding author will
receive an email prompting them to log in to Author Services. There, via the Wiley Author
Licensing Service (WALS), they will be able to complete the license agreement on behalf of
all authors on the paper.

For authors signing the copyright transfer agreement

If the open access in the hybrid titles option is not selected, the corresponding author will be
presented with the copyright transfer agreement (CTA) to sign. The terms and conditions of
the CTA can be previewed in the samples associated with the Copyright FAQs below: CTA
Terms and Conditions http://authorservices.wiley.com/bauthor/faqgs_copyright.asp

For authors choosing open access in hybrid titles

If the open access in hybrid titles option is selected, the corresponding author will have a
choice of the following Creative Commons License Open Access Agreements (OAA):

Creative Commons Attribution Non-Commercial License OAA
Creative Commons Attribution Non-Commercial - NoDerivs License OAA

To preview the terms and conditions of these open access agreements, please visit the
Copyright FAQs hosted on Wiley Author Services
http://authorservices.wiley.com/bauthor/faqs _copyright.asp and visit
http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html.

If you select the open access in hybrid titles option and your research is funded by The
Wellcome Trust and members of the Research Councils UK (RCUK), you will be given the
opportunity to publish your article under a CC-BY license supporting you in complying with
Wellcome Trust and Research Councils UK requirements. For more information on this
policy and the Journal’s compliant self-archiving policy, please visit:
http://www.wiley.com/go/funderstatement.

For RCUK and Wellcome Trust authors, click on the link below to preview the terms and
conditions of this license:
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Creative Commons Attribution License OAA

To preview the terms and conditions of these open access agreements, please visit the
Copyright FAQs hosted on Wiley Author Services
http://authorservices.wiley.com/bauthor/faqs _copyright.asp and visit
http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html.

Proofs
The corresponding author will receive an email alert containing a link to a website. Please
answer all queries and update the text as required.

Early View

1JD is covered by the Publisher's Early View service. Early View articles are complete full-
text articles published online in advance of their publication in an online issue. Articles are,
therefore, available as soon as they are ready, rather than having to wait for the next
scheduled issue. Early View articles are complete and final. They have been fully reviewed,
revised, and edited for publication, and the authors’ final corrections have been incorporated.
Because they are in final form, no changes can be made after online publication. The nature
of Early View articles means that they do not yet have volume, issue, or page numbers, so
Early View articles cannot be cited in the traditional way. They are, therefore, given a Digital
Object Identifier (DOI), which allows the article to be cited and tracked before it is allocated
to an issue. After publication, the DOI remains valid and can continue to be used to cite and
access the article. More information about DOIs can be found online

at http://www.doi.org/faq.html.

Offprints
Free access to the final PDF offprint of your article will be available via Author Services
only.

Should you wish to purchase additional copies of your article, please click on the link and
follow the instructions provided:
www.sheridan.com/wiley/eoc

Note to NIH Grantees

Pursuant to NIH mandate, Wiley-Blackwell will post the accepted version of contributions
authored by NIH grant-holders to PubMed Central upon acceptance. This accepted version
will be made publicly available 12 months after publication. For further information,

see http://www.wiley.com/go/nihmandate.

Contacting the Editorial Office

Prof. Dr. Lajos Kemény
Elected Editor-in-Chief

International Journal of Dermatology
EIC@intjderm.org

Department of Dermatology and Allergology
University of Szeged
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