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Natural Products for Psoriasis

Mini Review
Psoriasis is a chronic inflammatory proliferative disease, with 

is multifactorial causes. Affects the skin and produces great damage 
on patient’s lives. As emotional fragility can be seen in most people 
with, there is a constant need to search for strategies to improve 
the quality of life of those with this condition Raychaudhuri [1]. 
There is a consensus among experts that psoriasis usually does 
not take away the life of a person, but severely affects the quality 
of life [2-4]. It is unknown why psoriasis occurs, but the immune 
system is involved [5,6] and is associated with markers of systemic 
inflammation (elevated levels of C-reactive protein, and tumour 
necrosis factor), increasing the chances of heart disease [6].

Most people with psoriasis seek the opinion of their 
dermatologist about the existence of new treatments including 
CAMs that may provide palliative relief, especially when 
conventional treatments do not produce the results that meet their 
expectations. (CAM) is not conventional, are widely used by patients 
suffering from psoriasis. People spend large amounts of money 
each year on complementary medical interventions (CAMs) for 
psoriasis, while many questions concerning these therapies remain 
unanswered [7]. CAMs consists of groups of medical and healthcare 
systems, practices, and products that are often considered outside 
conventional medical practice, and the number of those who use 
these therapies has been growing steadily . Different CAMs act in 
different ways, beneficial or not [8,9].

The concept of what CAM means is often completely dependent 
upon the cultural context of different countries. The definition of 
CAMs includes all such practices and ideas that are outside the 
domain of conventional medicine in most countries and considered 
by its users as preventing or treating illness, or promoting health 
or well-being [10]. The USA’s National Institutes of Health (NIH) 
created the National Center for Complementary and Integrative 
Health (NIH/NCCIH), which has determined criteria for the 
definition and classification of (CAMs). The term ‘complementary 
medicine’ refers only to the use of interventions in addition to 
conventional medicine. The term ‘alternative medicine’ refers to 
treatments used in place of conventional medicine, whereas the 
term ‘integrative medicine’ describes a combination of conventional 
medicine and complementary and integrative health (CAM) when 
there is evidence of effectiveness, efficiency, and safety. The NCCIH 
has divided CAM into the following categories: 

a) Natural Products

b) Mind and Body Practices;

c) CAM Practices with different modalities (e.g. 
movement therapies, traditional healers, manipulation 
of various energy fields, and whole medical systems such 
Traditional Chinese Medicine and Homeopathy) [11]. Natural 
Products include herbs, honey, minerals, vitamins, oils, special 
diets and dietetic products. CAMs are mistakenly considered 
to be innocuous because they are regarded as ‘natural 
products’. However, they are complex substances with active 
chemical ingredients and therefore have pharmacokinetic and 
pharmacodynamic effects like any other drug. These effects, 
which may often be unknown, may turn out to be dangerous 
and unsafe. Although there are many publications on CAMs, 
important knowledge about their effectiveness, efficiency, 
and safety have not been fully mapped. The body of clinical 
trial literature surrounding the use of complementary and 
alternative medicine for psoriasis is large, but has several 
limitations [12-14].

It was made a Systematic Review according Cochrane’s 
Handbook, and the theme was reviewed the evidence for the possible 
potential benefits of complementary interventions, classified 
according to the criteria of the National Center for Complementary 
and Integrative Health / NIH, which is aimed at treating chronic 
plaque psoriasis. We aimed to identify all relevant RCTs regardless 
of language or publication status (published, unpublished, in press, 
or in progress). Two review authors (CM and ASCM) independently 
screened titles and abstracts of trials from literature searches 
for inclusion in the review and code them as “retrieve” (eligible, 
potentially eligible, or unclear) or “do not retrieve”. We obtained 
full text of those coded “retrieve”, and two review authors (CM 
and ASCM) independently assessed the full text to identify studies 
for inclusion. We resolved disagreements by discussion and with 
a third author (VP). We recorded reasons for the exclusion of any 
ineligible studies. All included studies were randomised controlled 
trials (RCTs) evaluating the effects of Complementary Therapies 
category Natural Products, classified according to the National 
Center for Complementary and Integrative Health/National 
Institutes of Health, for the treatment of chronic plaque psoriasis.
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Results

The results were summerized at Table 1. It was found 1425 
records from the different database searches in the inclusion 
criteria for the present review but only three studies are related to 
Natural Products [15,16] Most Natural Products studies excluded 
were about Alternative Therapies, not Complementary. Two studies 
related to natural products were parallel and single centre RCTs 
Choonhakarn [16]. One study was prospective-randomized, half-
side comparision study with subsequent immunohistochemical 
assessment of biopsies. All studies compared the use of herbs with 
the use of conventional medicine [15]. All participants had light, 
moderate and heavy psoriasis with chronic conditions associated. 
The age varied between 21 up to 71 years old with different sets 

and ethnicity. There were a total of 127 participants in the three 
studies. The mean of the number of participants across studies 
was 44. Although all three studies assessed the use of herbs as an 
intervention, there were a great variation of the nature of these 
herbs: one study used Mahonia aquifolium [15]; other used topical 
Aloe vera [16]; the third assessed herbs of Chinese medicine, in 
capsule form Ho 2009. In all cases, the comparison were related 
to the use of conventional medicine interventions. Two studies 
reported changes in disease status assessed by signs and symptoms 
using PASI or PGA. There were reports of adverse events although 
it were not described the correspondent groups related to these 
events. It was also reported the quality of life outcomes in two 
studies using different instruments (DLQI and PDI) [16].

Table 1: Results.

Study Category Modality Submodality Primary Outcome

Augustin 1999 Natural Products Herbs Mahonia aquifolium Biomarkers

Choonhakarn 2010 Natural Products Herbs Topical Aloe vera Clinic Pasi

Ho 2009 Natural Products Herbs Herbs of Chinese medicine, in capsule Clinic Pasi

Risk of bias assessement tool [17]: 
Two authors (CM and ACSM) independently assessed the 

risk of bias for each included trial using the criteria described in 
the Cochrane Handbook for Systematic Reviews of Interventions 
[17,18]. A third author (VP) resolved any disagreement. We 
assessed the risk of bias according to the following domains:

a) random sequence generation (selection bias);

b) allocation concealment (selection bias);

c) blinding of participants and personnel (performance 
bias);

d) blinding of outcome assessment (detection bias);

e) incomplete outcome data (attrition bias);

f) selective reporting (reporting bias); and

g) other bias (other sources of bias related to a particular 
trial design, e.g. cross-over or cluster-randomised, or specific 
circumstances, e.g. interventions mixed) [19-22].

We classified the risk of bias as low risk of bias, high risk of bias, 
or unclear risk of bias.

Two studies described adequate methods for the sequence 
generation Choonhakarn [16] and were classified as low risk of 
bias, but only one of them also described adequately the allocation 
concealment Choonhakarn [16] with low risk of bias while the 
other was judged as unclear risk of bias. The other study did not 
provide information for judgement regarding selection bias and 
was classified as unclear risk of bias [15]. One study was considered 
as low risk of bias due to adequate blinding of both participants and 
personnel Choonhakarn [16] but this study did not describe blinding 
regarding outcome assessors and was considered as unclear risk of 
bias for this aspect. The other two studies were classified as unclear 
risk of bias to blinding of participants, personnel and outcome 
assessors due to lack of information Augustin [15]. Two studies did 

not have significant losses that could influence the study results 
and were considered as low risk of bias [15,16]. One study had a 
high number of losses at CAM group that were not detailed and was 
considered as high risk of bias. Two studies described all important 
and relevant clinical outcomes related to the condition and were 
considered as low risk of bias Choonhakarn [16]. One study did not 
provide information about clinical outcomes and was considered as 
high risk of bias [15]. There were no records of research protocols 
or clinical trials evaluating potential selective reports. For other 
biaes, all three studies included were considered as low risk of bias 
[15,16].

For effects of interventions
Two studies described the use of (PASI). There was a statistically 

significant difference in favour of CAM in the comparison of Aloe Vera 
versus conventional therapy Choonhakarn [16] up to two months 
after treatment (MD-1.14, 95% CI-2.13 to-0.16; 75 participants; 
one study). Only one study described six months time point and 
found statistically significant difference in favour of conventional 
medicine when compared to the use of herbs of traditional Chinese 
medicine (MD 10.30, 95% CI 3.90 to 16.70; participants = 33; 
study = 1).The reduction in MD is favourable for each of measure 
reported [23-27].The study of Ho 2009 also reported this outcome 
using the (PGA) Physician’s Global Assessment instrument and 
found statistically significant difference in favour of conventional 
medicine with six months of analysis (MD 3.79, 95% CI 1.88 to 5.70; 
33 participants; one study).The reduction in MD is favourable for 
each of measure reported.One study used (SAPASI) Choonhakarn 
[16] and found difference in favour of natural products (MD -1.14, 
95% CI -2.13 to -0.16; 75 participants; one study).The reduction 
in MD is favourable for each of measure reported. The only study 
that discriminated the number of adverse events between groups 
was Ho 2009, and they found no difference between the use of 
traditional Chinese medicine herbs and conventional medicine, 
(RR 0.79, 95% CI 0.42 to 1.48; 33 participants; one study).The 
types of adverse events were evaluated by the PASI, PGA and PDI. 
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Two studies described this outcome Choonhakarn [16] but using 
different instruments. One study Choonhakarn [16] found no 
difference in quality of life using (DLQI) to assess the comparison 
between Aloe vera and conventional medicine (MD 0.20, 95% 
CI -0.30 to 0.70; 75 participants; one study). The other study Ho 
2009 also did not find difference between CAM and conventional 
medicine when using PDI with six months time point (MD 3.40, 
95% CI -12.94 to 19.74; 33 participants; one study.The reduction in 
MD is favourable for each of measure reported [27-35].

Discussion
When considering the modality, we also observed a great 

variability among studies regarding the intervention assessed. 
Although all three studies could be classified as natural products 
modality and all used herbs as interventions, all of them used 
different types of herbs: there were Mahonia aquifolium [15]; aloe 
vera Choonhakarn [16]; and Chinese medicinal herbs Ho 2009, in 
different forms. There was conflict among studies regarding results. 
When considering “Changes in disease status” assessed by PASI, 
we found an significant result in favour of CAM in analysis up to 
two months (MD -1.14, 95% CI-2.13 to -0.16; 75 participants; one 
study) Choonhakarn [16] but a difference in favour of conventional 
medicine in other study analysis at six months time point (MD 
10.30, 95% CI 3.90 to 16.70; 33 participants; one study) . The report 
of adverse events was limited and not significant when described 
(RR 0.79, 95% CI 0.42 to 1.48; 33 participants; one study). There 
was an absence of reports regarding ‘Changes in conventional 
medicine interventions assessed’ but two studies Choonhakarn 
[16] described quality of life without find any difference between 
CAM and conventional medicine in two instruments (DLQI and PDI) 
[35-40].

There was low applicability in relation to this comparison 
especially due to the wide variety of natural products. The lack 
of standardization processes in the synthesis of active chemical 
principals and the wide variability of assessed substances from 
few studies results in limited applicability and high uncertainty 
regarding safety about the obtained evidence regarding natural 
products. We also believe that the cultural aspect acts negatively 
on the incorporation of this evidence. The limitations of this 
review are related to the possible risk of publication bias, which 
we tried to minimize through extensive searches in various sources 
of information and a broad eligibility criteria. We believe that the 
likelihood of missing studies is low considering the measures 
used to avoid this bias, but the fact that studies have not yet been 
incorporated may be a source of potential bias [41-43]. There was 
also a limitation regarding the wide cultural character of some 
interventions that required profound changes in lifestyle and 
are incompatible with global scenarios (e.g. Chinese medicine 
and Ayurvedic Medicine). We opted not to include studies of 
such interventions considering the risk to limit the applicability 
of evidence and the risk of combining interventions of different 
natures even than they are also classified as CAMs [44-46]. 

There was also a limitation due to the lack of information 
regarding safety of CAMs interventions. For Natural Products we 
recommend cautionary use of natural products considering the lack 

of standardization processes in the synthesis of active chemicals 
principals and the wide variability of assessed substances from few 
studies results in low applicability and safety about the obtained 
evidence. However the component motivational for “change of life 
style” that is associated with CAMs approaches in general could 
be helpful and allows beneficial results as a strategy to elucidate 
participatory response of the patient in the therapeutic processes 
[47].

References
1. Raychaudhuri SP, Farber EM (2001) The prevalence of psoriasis in the 

world. Journal European Academy of Dermatology & Venereology 15(1): 
16-17.

2. Camisa C (2003) Handbook of Psoriasis (2nd edn), Blackwell Science Inc., 
New York, USA.

3. Kurd SK, Troxel AB, Christoph CP, Gelfand JM (2010) The risk of 
depression, anxiety, and suicidality in patients with psoriasis: a 
population-based cohort study. Archives of Dermatology 146(8): 891-
895.

4. Rossi S (2011) La piel como superfície simbólica. Madrid: Fondo de 
Cultura Económica.

5. Christophers E (1996) The immunopathology of psoriasis. International 
Archives of Allergy & Immunology 110(3): 199-206.

6. Gelfand JM, Neimann AL, Shin DB, Wang X, Margolis DJ, et al. (2006) Risk 
of myocardial infarction in patients with psoriasis. JAMA 296(14): 1735-
1741.

7. Schoffski O, Augustin M, Prinz J, Rauner K, Schubert E, et al. (2007) 
Costs and quality of life in patients with moderate to severe plaque-
type psoriasis in Germany: a multi-center study. Journal der Deutschen 
Dermatologischen Gesellschaft 5(3): 209-218.

8. Cochrane complementary medicine field. Operational Definition of CAM. 

9. Elder JT (2009) Genome-wide association scan yields new insights into 
the immunopathogenesis of psoriasis. Genes & Immunity 10(3): 201-
209. 

10. Gaston L, Crombez JC, Lassonde M, Buzzanga BJ, Hodgins S (1991) 
Psychological stress and psoriasis: experimental and prospective 
correlational studies. Acta Dermato-Venereologica Suplementum 156: 
37-43.

11. Uman LS, Chambers CT, McGrath PJ, Kisely S (2006) Psychological 
interventions for needle-related procedural pain and distress in 
children and adolescents. Cochrane Database of Systematic Reviews, 
DOI: 10.1002/14651858.CD005179.pub2.

12. Krisanaprakornkit T, Sriraj W, Piyavhatkul N, Laopaiboon M (2006) 
Meditation therapy for anxiety disorders. Cochrane Database of 
Systematic Reviews DOI: 10.1002/14651858.CD004998.

13. Smith N, Weymann A, Tausk FA, Gelfand JM (2009) Complementary and 
alternative medicine for psoriasis: A qualitative review of the clinical 
trial literature. Journal of the American Academy of Dermatology 61(5): 
841-856.

14. Hróbjartsson A, Gøtzsche PC (2010) Placebo interventions for all clinical 
conditions. Cochrane Database of Systematic Reviews 1: CD003974.

15. Augustin M, Andrees U, Grimme H, Schöpf E, Simon J (1999) Effects 
of mahonia aquifolium ointment on the expression of adhesion, 
proliferation, and activation markers in the skin of patients with 
psoriasis. Forschende Komplementärmedizin 6(2): 19-21.

16. Choonhakarn C, Busaracome P, Sripanidkulchai B, Sarakarn P (2010) A 
prospective, randomized clinical trial comparing topical aloe vera with 
0.1% triamcinolone acetonide in mild to moderate plaque psoriasis. 
Journal of the European Academy of Dermatology and Venereology 
24(2): 168-172.

file:///C:\Users\CP-2\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\MAGUGDH9\Ho%202009
file:///C:\Users\CP-2\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\MAGUGDH9\Ho%202009
file:///C:\Users\CP-2\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\MAGUGDH9\Ho%202009
https://www.ncbi.nlm.nih.gov/pubmed/11451313
https://www.ncbi.nlm.nih.gov/pubmed/11451313
https://www.ncbi.nlm.nih.gov/pubmed/11451313
https://www.ncbi.nlm.nih.gov/pubmed/20713823
https://www.ncbi.nlm.nih.gov/pubmed/20713823
https://www.ncbi.nlm.nih.gov/pubmed/20713823
https://www.ncbi.nlm.nih.gov/pubmed/20713823
https://www.karger.com/Article/Abstract/237288
https://www.karger.com/Article/Abstract/237288
https://www.ncbi.nlm.nih.gov/pubmed/17032986
https://www.ncbi.nlm.nih.gov/pubmed/17032986
https://www.ncbi.nlm.nih.gov/pubmed/17032986
https://www.ncbi.nlm.nih.gov/pubmed/17338796
https://www.ncbi.nlm.nih.gov/pubmed/17338796
https://www.ncbi.nlm.nih.gov/pubmed/17338796
https://www.ncbi.nlm.nih.gov/pubmed/17338796
https://www.ncbi.nlm.nih.gov/pubmed/19262574
https://www.ncbi.nlm.nih.gov/pubmed/19262574
https://www.ncbi.nlm.nih.gov/pubmed/19262574
https://www.ncbi.nlm.nih.gov/pubmed/2048373
https://www.ncbi.nlm.nih.gov/pubmed/2048373
https://www.ncbi.nlm.nih.gov/pubmed/2048373
https://www.ncbi.nlm.nih.gov/pubmed/2048373
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005179.pub2/epdf/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005179.pub2/epdf/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005179.pub2/epdf/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005179.pub2/epdf/full
https://www.cochrane.org/CD004998/DEPRESSN_meditation-therapy-for-anxiety-disorders
https://www.cochrane.org/CD004998/DEPRESSN_meditation-therapy-for-anxiety-disorders
https://www.cochrane.org/CD004998/DEPRESSN_meditation-therapy-for-anxiety-disorders
https://www.ncbi.nlm.nih.gov/pubmed/19664846
https://www.ncbi.nlm.nih.gov/pubmed/19664846
https://www.ncbi.nlm.nih.gov/pubmed/19664846
https://www.ncbi.nlm.nih.gov/pubmed/19664846
https://www.ncbi.nlm.nih.gov/pubmed/20091554
https://www.ncbi.nlm.nih.gov/pubmed/20091554
https://www.ncbi.nlm.nih.gov/pubmed/10352377
https://www.ncbi.nlm.nih.gov/pubmed/10352377
https://www.ncbi.nlm.nih.gov/pubmed/10352377
https://www.ncbi.nlm.nih.gov/pubmed/10352377
https://www.ncbi.nlm.nih.gov/pubmed/19686327
https://www.ncbi.nlm.nih.gov/pubmed/19686327
https://www.ncbi.nlm.nih.gov/pubmed/19686327
https://www.ncbi.nlm.nih.gov/pubmed/19686327
https://www.ncbi.nlm.nih.gov/pubmed/19686327


Crimson J Skincare Hair Ther

4/4How to cite this article: Monson C, Monson A, Petri V . Natural Products for Psoriasis. Crimson J Skincare Hair Ther .1(1). CJSH.000503. 2018.

Volume 1 - Issue - 1

Copyright © Monson CA

17. Higgins JP, Green S (2011)Cochrane handbook for systematic reviews of 
interventions version 5.1.0. The Cochrane Collaboration.

18. Chan AW, Altman DG (2005) Identifying outcome reporting bias in 
randomised trials on PubMed: review of publications and survey of 
authors. 330(7494): 753.

19. Basavaraj KH, Ashok NM, Rashmi R, Praveen TK (2010) The role of drugs 
in the induction and/or exacerbation of psoriasis. International Journal 
of Dermatology 49(12): 1351-1361.

20. Bergstrom KG, Arambula K, Kimball AB (2003) Medication formulation 
affects quality of life: a randomized single blind study of clobetasol 
propionate foam 0.05% compared with a combined program of 
clobetasol cream 0.05 % and solution 0.05% for the treatment of 
psoriasis. Cutis 72(5): 407-411.

21. Bottomley JM, Auland ME, Morais J, Boyd G, Douglas WS (2007) Cost 
effectiveness of the two-compound formulation calcipotriol and 
betamethasone dipropionate compared with commonly used topical 
treatments in the management of moderately severe plaque psoriasis in 
Scotland. Current Medical Research & Opinion 23(8): 1887-1901.

22. Borska L, Andrys C, Krejsek J, Hamakova J, Kremlacek J, et al. (2009) 
Plasma levels of p53 protein and chromosomal aberrations in patients 
with psoriasis treated with the Goeckerman regimen. Clinical & 
Experimental Dermatology 34(8): e881-e883.

23. Farber EM, Nall L (1993) Psoriasis: A stress-related disease. Cutis 51(5): 
322-326.

24. Feldman SR, Fleischer AB, Reboussin DM, Rapp SR, Bradham DD, et 
al. (1997) The economic impact of psoriasis increases with psoriasis 
severity. Journal of the American Academy of Dermatology 37(4): 564-
569.

25. Fitzpatrick T (1993) Color Atlas & Synopsis of clinical dermatology. 
McGraw Hill, New York, USA.

26. Gonzaga HF, Torres EA, Alchorne MMA, Gerbase DM (1996) Both 
psoriasis and benign migratory glossitis are associated with HLA-Cw6. 
British Journal of Dermatology 135(3): 368-370.

27.  CE, Barker JN (2007) Pathogenesis and clinical features of psoriasis. 
Lancet  370(9583): 263-271.

28. Habif T, Campbell J, Quitadamo M, Zug K (2001) Skin disease diagnosis 
and treatment. New York, USA.

29. Kabat ZJ, Wheeler E, Light T, Skillings A, Scharf MJ, et al. (1988) Influence 
of a mindfulness meditation-based stress reduction intervention on 
rates of skin clearing in patients with moderate to severe psoriasis 
undergoing phototherapy (UVB) and photochemotherapy (PUVA). 
Psychosomatic Medicine 60(5): 625-632.

30. McPhee, SJ, Papadakis MA, Tierney LM (2007) Current medical diagnosis 
and treatment, (6th edn),  McGraw Hill Companies Inc., New York, USA.

31. Monson CA, Silva V, Andriolo RB, Kozasa EH, Sabbag CY, et al. (2014) 
Protocol: complementary therapies for chronic plaque psoriasis. 
Cochrane 8.

32. Monson C A, Porfirio G, Riera R, Petri V, Tweed JA, et al. (2016) 
Periodontal aspects for psoriasis: a systematic review, Clin Res Dermatol 
Open acess 3(4): 1-8.

33. Monson C (2013) Glossary for CAMs. NLM 2013: US National Library 
of Medicine-Complementary Therapies. In: Monson C (Ed.), MESH. Tree 
Structures.

34. Monson CA, Silva V, Porfírio G, Riera R, Tweed JÁ, et al. (2016) Oral health 
issues in psoriasis: an overview of the literature. International Journal of 
Clinical Dermatology & Research 4(4): 94-103.

35. Moreira RZ, Monson CA (2016) Psoriasis: an action plan. wounds in need 
association for advanced wound care (AACC). Pennsylvania, USA.

36. Monson CA, Monson ASC (2018) SOSBE-Saúde oral e sistêmica baseada 
em evidências: aplicabilidade das terapias complementares para o 
paciente crônico, Brazil. 

37. Morse RM, Perry HO, Hurt RD (1985) Alcoholism and psoriasis. 
Alcoholism Clinical & Experimental Research 9(5): 396-399. 

38. National Centre for Complementary and Alternative Medicine. What is 
complementary and alternative medicine (CAM).

39. Ramsay B, Reagan M (1988) A survey of the social and psychological 
effects of psoriasis. British Journal of Dermatololgy 118(2): 195-201.

40. Rapp SR, Exum ML, Reboussin DM, Feldman SR, Fleischer A, et al. (1997) 
The physical, psychological and social impact of psoriasis. Journal of 
Health Psychology 2(4): 525-537.

41. Roenigk H (1990) Psoriasis. Marcel Dekker Inc., New York, USA.

42. Savin JA (1970) Patient’s beliefs about psoriasis. Transactions of the St 
Johns Hospital Dermatological Society 56(2): 139-142.

43. Sato E (2004) Guias de Medicina: Reumatologia UNIFESP. (7th edn), São 
Paulo.

44. Seley H (1950) The physiology and pathology of exposure to stress. A 
treatise based on the concepts of the general-adaptationsyndrome and 
the diseases of adaption. Montreal: Acta Inc.

45. Stein KR, Pearce DJ, Feldman SR (2005) Impact of biologics on the 
quality of life of psoriasis patients and the economics of psoriasis care. 
Seminars in Cutaneous Medicine & Surgery 24(1): 52-57.

46. Wright R (1994) The Moral Animal: Why we are the way we are. Random 
House Inc., New York, USA.

47. Zachariae H, Sogaard H (1973) Liver biopsy in psoriasis: a controlled 
study. Dermatologica 146(3): 149-155.

   
Crimson Journal of Skincare & Hair Therapl

Benefits of Publishing with us

• High-level peer review and editorial services
• Freely accessible online immediately upon publication
• Authors retain the copyright to their work 
• Licensing it under a Creative Commons license
• Visibility through different online platforms

For possible submissions Click Here Submit Article

Creative Commons Attribution 4.0 
International License

https://www.ncbi.nlm.nih.gov/pubmed/15681569
https://www.ncbi.nlm.nih.gov/pubmed/15681569
https://www.ncbi.nlm.nih.gov/pubmed/15681569
https://www.ncbi.nlm.nih.gov/pubmed/21091671
https://www.ncbi.nlm.nih.gov/pubmed/21091671
https://www.ncbi.nlm.nih.gov/pubmed/21091671
https://www.ncbi.nlm.nih.gov/pubmed/14655784
https://www.ncbi.nlm.nih.gov/pubmed/14655784
https://www.ncbi.nlm.nih.gov/pubmed/14655784
https://www.ncbi.nlm.nih.gov/pubmed/14655784
https://www.ncbi.nlm.nih.gov/pubmed/14655784
https://www.ncbi.nlm.nih.gov/pubmed/17610804
https://www.ncbi.nlm.nih.gov/pubmed/17610804
https://www.ncbi.nlm.nih.gov/pubmed/17610804
https://www.ncbi.nlm.nih.gov/pubmed/17610804
https://www.ncbi.nlm.nih.gov/pubmed/17610804
https://www.ncbi.nlm.nih.gov/pubmed/8513683
https://www.ncbi.nlm.nih.gov/pubmed/8513683
https://www.ncbi.nlm.nih.gov/pubmed/9344194
https://www.ncbi.nlm.nih.gov/pubmed/9344194
https://www.ncbi.nlm.nih.gov/pubmed/9344194
https://www.ncbi.nlm.nih.gov/pubmed/9344194
https://onlinelibrary.wiley.com/doi/abs/10.1046/j.1365-2133.1996.d01-1006.x
https://onlinelibrary.wiley.com/doi/abs/10.1046/j.1365-2133.1996.d01-1006.x
https://onlinelibrary.wiley.com/doi/abs/10.1046/j.1365-2133.1996.d01-1006.x
https://www.ncbi.nlm.nih.gov/pubmed/17658397
https://www.ncbi.nlm.nih.gov/pubmed/17658397
https://www.ncbi.nlm.nih.gov/pubmed/9773769
https://www.ncbi.nlm.nih.gov/pubmed/9773769
https://www.ncbi.nlm.nih.gov/pubmed/9773769
https://www.ncbi.nlm.nih.gov/pubmed/9773769
https://www.ncbi.nlm.nih.gov/pubmed/9773769
https://scidoc.org/IJCDR-2332-2977-04-401.php
https://scidoc.org/IJCDR-2332-2977-04-401.php
https://scidoc.org/IJCDR-2332-2977-04-401.php
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1530-0277.1985.tb05570.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1530-0277.1985.tb05570.x
https://www.ncbi.nlm.nih.gov/pubmed/3348965
https://www.ncbi.nlm.nih.gov/pubmed/3348965
https://www.ncbi.nlm.nih.gov/pubmed/22013093
https://www.ncbi.nlm.nih.gov/pubmed/22013093
https://www.ncbi.nlm.nih.gov/pubmed/22013093
https://www.ncbi.nlm.nih.gov/pubmed/15900799
https://www.ncbi.nlm.nih.gov/pubmed/15900799
https://www.ncbi.nlm.nih.gov/pubmed/15900799
http://www.crimsonpublishers.com/cjsh
http://crimsonpublishers.com/online-submission.php

	Natural Products for Psoriasis
	Mini Review
	Results
	Risk of bias assessement tool [17]
	For effects of interventions

	Discussion
	References
	Table 1

