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ABSTRACT 

Psoriasis has improved knowledge on skin biology. It is a genetic 

disease with chronic, inflammatory, hyperproliferative skin disease, it 

is protype of a group of intradermal disease, defined as regular 

elongation of the rete ridges with preservation of the rete ridges & 

dermal papillae pattern. Psoriasis affects people of all ages, &in all 

countries. The psoriasis reported frequency in countries ranges 

between 0.09%-11.43%, by which 100 million people individually 

affected making psoriasis a serious global problem Depending on 

whether the lesion is early or resolving, psoriasiform epidermal 

changes may be refined or bulging. It puts negative impact on life & 

feeling of condemn is a central consequence for example already 

emerge with only small patches of skin being affected. While treating 

this disease dermatologist should address possible effects by 

problematic encounters with the public & in sexual relationship even if 

the severity of disease is low because lesions on invisible parts of body 

can already cause serious impairment. Self-help organization & by taking part in an inter-

disciplinary patient education program can help grave psychosocial consequence it is led by 

dermatologist. In 1
st 

& 2
nd

 decade of life, is the beginning of disease involvement is often 

unusual or mild and an assured diagnosis may be difficult to establish. In children’s lesions 

are often smaller, thinner & less scaly in adults. Therapeutic options have drawbacks or are 

not approve in childhoods treatment can be challenged. Psoriasis is life-long disease affects 

children & their parents need special cares & supervision. Erythrodermic psoriasis is rare 
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affecting to the people living with psoriasis. Psoriasis can cause shedding of skin layer in 

large sheets intense redness. The whole body gets often affects & can be life-threatening. So, 

in this Erythrodermic Psoriasis review article we will see new comorbid, treatment & self-

helping techniques for patient to co-up with regular lifestyle. 

 

KEYWORDS: Psoriasis, Genetic diseases, Erythrodermic, Treatment. 

 

INTRODUCTION 

Psoriasis is a red, itchy, and scaly skin disease, typically on the knees, the cobblestones, the 

trunk, and the skinner trend to undergo cycles, flames for a couple of weeks or months, then 

subsidies or remissions for some time. You use the treatments to manage your symptoms. 

The body produces too many T cells, a type of white blood cell that usually spreads away 

from bacteria and viruses in patients with psoriasis. No infectious psoriasis. Something 

usually causes psoriasis that results or worsens symptoms. The triggers differ between 

people. These T cells attack healthy cells of the skin during psoriasis. As a result, skin cell 

overproduction occurs in relation to other symptoms. Psoriasis symptoms mostly occur on the 

skin, but can also affect the nails, joints, and other parts of the body. The erythroderma 

psoriasis is very rare and severe. Erythrodermic psoriasis is a rare form of psoriasis, an 

aggressive form of inflammatory response. Symptoms include a rash peeling over the whole-

body surface. The rash can burn or itch, and it spreads fast. Psoriasis erythroderma is one of 

the most severe psoriasis types. It can be life-threatening if complications develop. 

Erythrodermic psoriasis is also called by Zumbusch psoriasis, one of the most severe 

psoriasis. According to the World Psoriasis Day consortium, millions of people in the United 

States and worldwide – 2 to 3 percent of all people – have psoriasis. With a prevalence of 

0.44-2.8% in India, men are generally afflicted two times more than women in their third or 

fourth decade.
[48] 
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Figure 1: Types of Psoriasis. 

 

History  

 In the 1st century AD, the first explanation of psoriasis is given in the book of Cornelius 

Celus De re medica libri octo during the Roman Empire. 

 The Greek word leprosy was lopos and lepo leprosy (to scale). 

 Hippocrates (460–377 BC) was the first person to write accounts of skin conditions. 

 Many historians have been credited to the Roman scholar Celsus the first clinical account 

of papulosquamous conditions (around 25 BC-45 AD). 

 Galen (133–200 AD) used the first word psoriasis, but the description did not consider the 

psoriasis. 

 In 1868, Von Hebra described erythrodermic psoriasis for the first time. 

 

Etiology 

The cause of psoriasis is unclear but involves immune stimulation of epidermal keratinocytes; 

T cells seem to play a central role. Family history is common, and certain genes and human 

leukocyte antigens (Cw6, B13, and B17) are associated with psoriasis. Genome wide linkage 

analysis has identified numerous psoriasis susceptibility loci; the PSORS1 (psoriasis 

susceptibility gene 1) locus on chromosome 6p21 plays the greatest role in determining a 

patient's susceptibility of developing psoriasis. An environmental trigger is thought to evoke 

an inflammatory response and subsequent hyper proliferation of keratinocytes.
[46]
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Well-identified triggers include 

 Injury (Koebner phenomenon) 

 Sunburn 

 HIV infection 

 Beta-hemolytic streptococcal infection (leading to guttate psoriasis) 

 Drugs (especially beta-blockers, chloroquine, lithium, angiotensin-converting enzyme 

inhibitors, indomethacin, terbinafine, and interferon- α) 

 Emotional stress 

 Alcohol consumption 

 Tobacco smoking 

 Obesity 

 

Pathogenesis of Ep 

Exact pathogenesis is not well known in erythrodermic psoriasis.
[49] 

The report None the less, 

some findings indicate that this disease is primarily associated with a Th2 Immune phenotype 

with a Th17 contribution. This includes a complex interplay of inflammatory tracts Th1, Th2, 

& Th17. 

 

The Th1-Th2 ratio was lower in EP compared to PV patients (T-helper 1 & T-helper 2) 

There's been vastly greater interleukin level (IL-4) & (IL-10) in EP patients. Ratio of the 

interferon (IFN) –IL-4 and T box in EP banding Protein 3 (GATA-3) in T cell/GATAs were 

both below 1.0 which refers to the reversal in compared to two other types.
 

 

 

Figure 2: Pathogenies of Erythrodermic Psoriasis. 
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The Th1 cytokines INF-β & IL-2 as well as the Th2 cytokines IL-4 & IL-10 had higher serum 

levels in patients with EP.
[50]

 EP marked by significant growth factor-bb growth of the 

protein platelet attributing plasma level of IL-4, IL-6 and monocyte chemo. EP patients had 

significantly increased IL-13 and macrophages inflammatory protein-1-beta compared to 

healthy control.
[51]

  

 

Th17 cells have recently been investigated as part of the EP pathogenesis. Th17 cells secrete 

T-cells, dendritic cells & neutrophils IL-17, IL-22, & IFN-secrete α including the 

development of chemical kinesis.
[57] 

After Th2 in EP lesion, Th17 was considered to be the 

most prominent T cell subset.
[52] 

 

The TNF α is another key player in EP pathogenesis, particularly in the light of the 

documented efficacy of anti-TNF α agent in disease therapy studies, the fast systematic 

discharge of TNF α from EP could lead to the onset and severity of the disease.
[53] 

The 

epidermal turnover rate of TNF greatly increased, leading to a mitotic rate above average.
[54] 

The volume of germ cells increases keratinocyte transfer times by decreasing epidermis 

allowing the loss of only surface cellular content.
[55] 

 

Cytokine tumor necrosis is a factor in the pathogenesis of many inflammatory disorders such 

as EP due to weak apoptosis inducer (TWEAK)
[56] 

It is not well studied but can play a role in 

PV, PP and EP pathogenesis via synergy to IL-36 Gama but not IL-22. In the activation of 

proinflammatory cytokines & chemokines, the key function of TWEAK (a tumor necrosis 

factor-like poor apoptosis inducer). 

 

FACTORS AFFECTING ERYTHRODERMIC PSORAISIS 

 Food and Erythrodermic psoriasis 

 Red meat 

Red meat especially bacon, dairy, and eggs contain a polyunsaturated fatty acid called 

arachidonic acid which are known to create psoriatic lesions. 
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Figure 3: Triggering factor. 

 

 Gluten 

Celiac disease is a health condition in which characterized by an autoimmune response to the 

protein gluten. People with psoriasis should cut gluten containing foods such as wheat and 

wheat derivatives, barley, certain processed foods, certain sauces, and beverages. 

 

 Processed food 

Eating too many processed food high in salt, sugar, high calorie food can lead to obesity, 

metabolic syndrome, and certain conditions such as chronic inflammation in body, which 

linked to source to psoriasis flare.  

 

 Alcohol & EP 

Alcohol may cause psoriasis through various pathways, such as increased infection 

susceptibility, lymphocyte activation and keratinocyte proliferation and proinflammatory 

cytokine production.
[40] 

Alcohol or alcohol abuse and psoriasis also are related. Depression, a 

common co-occurring condition of psoriasis, causes abuse of alcohol several times. Abuse of 

alcohol can cause psoriasis and other skin conditions, such as pink skin and acne. Certain 

ways the trusted source may have a detrimental effect on psoriasis Dangerous reactions with 

certain psoriasis medications such as methotrexate are more likely to cause liver injury and 

disease more severe psoriasis.
[41] 
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 MANAGEMENT OF EP 

 General considerations 

Correction of any fluid, protein, and electrolyte abnormalities; a nutritional assessment; 

hypothermia prophylaxis; and treatment of any secondary infections must all be part of the 

initial management of EP. Sepsis caused by skin pathogens, most commonly Staphylococcus 

aureus, has been reported to be a particularly severe and potentially fatal complication.
[43] 

 

The medical board of the National Psoriasis Foundation in the United States approved 

consensus guidelines in 2010 regarding the appropriate management of EP after approach is 

the best measures were implemented. In acute and unstable cases, they advise cyclosporine or 

infliximab as first-line therapy. Acitretin and methotrexate, on the other hand, are preferred 

agents for more stable cases. Etanercept and combination therapy were also second-line 

options. However, additional information about the efficacy of newer agents has emerged 

since that publication. Regarding which, we would go over the most recent data on the 

treatment of EP.
[44,45] 

 

Guidelines on Erythrodermic Psoraisis 

Guidelines on screening for comorbidities in pediatric patients with psoriasis have been 

issued by the Pediatric Dermatology Research Alliance and National Psoriasis Foundation.
[42]

 

Features include the following: 

 Overweight or obesity - Start at age 2 years; use body mass index criteria 

 Type 2 diabetes -Starting at age 10 years or puberty onset in overweight patients with two 

risk factors, screen every 3 years; screen obese patients every 3 years regardless of risk 

factors; use fasting serum glucose value for screening 

 Dyslipidemia - Start at age 9-11 years and then again at age 17-21 years; use universal 

lipid screening; fasting lipid panel recommended 

 Hypertension - Starting at age 3 years, screen yearly using age, sex, and height reference 

charts 

 Nonalcoholic fatty liver disease (NAFLD) - Starting at age 9-11 years, use alanine 

aminotransferase in overweight or obese children with risk factors (e.g., insulin 

resistance, prediabetes or diabetes, central adiposity, dyslipidemia, sleep apnea, family 

history of NAFLD/nonalcoholic steatohepatitis (NASH); consider screening at a younger 

age if patients have greater risk factors (e.g., severe obesity, family history of 

NAFLD/NASH, hypopituitarism); with normal screening results, repeat alanine 
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aminotransferase screening every 2-3 years based on risk factors (or sooner if they 

increase in number or severity) 

 Polycystic ovary syndrome - Consider screening in patients with symptoms (e.g., 

oligomenorrhea, hirsutism) 

 Gastrointestinal disease - Considering evaluating patients with decreased growth rate, 

unexplained weight loss, or symptoms of inflammatory bowel disease 

 Arthritis - Screen periodically with review of systems and physical examination 

 Uveitis - Only warranted in psoriatic arthritis. 

 Mood disorders and substance abuse - Regardless of age, annually for depression and 

anxiety; at age 11 years, annually for substance abuse 

 Quality of life - Consider using formal instrument (e.g., Children's Dermatology Life 

Quality Index). 

 

Severity of Disease 

We highlight specific advances and discoveries of psoriasis research in this article. Systemic 

treatment of methotrexate resuscitation was also used in our early case handling.
[27]

 

Erythroderma can injure skin's thermal function, leading to hypothermia, high cardiac power 

causes malfunction and metabolic changes including hypoalbuminemia and anemia due to 

iron loss Vitamin B12 and folate.
[28]

 

 

Disease severity can assist in the treatment of diseases. Various topical therapies for mild to 

severe diseases are safe and effective. More extreme conditions could require systemic 

therapy, such as phototherapy, acitretin, methotrexate, cyclosporine, or biological 

treatment.
[29] 

 

Erythrodermic psoriasis therapeutic therapy is needed in patients with erythrodermic 

psoriasis. Retinoids, MTX (methotrexate), Cs-A (cyclosporine-acitretin) and biologic agents 

are used in this medication. The treatment of erythrodermic psoriasis has demonstrated long-

term effectiveness of acitretin and MTX (methotrexate). Their beginning is late, though. A 

progressive dose reduction could effectively avoid recurrence. For patients suffering from 

serious or unhealthy conditions, it is advised that Cs-A (cyclosporine-acitretin) or biological 

agents be used. Local or systemic GLS are not commonly indicated until severe, life-

threatening signs of toxicity are present in patients. 

 



www.wjpr.net      │     Vol 10, Issue 6, 2021.      │     ISO 9001:2015 Certified Journal      │ 

Chindarkar et al.                                                                World Journal of Pharmaceutical Research 

510 

In situations of severe illness or urgent patient condition, systemically using steroids should 

be used in order to suppress acute inflammation; the dosage will eventually be reduced by 

removal of the medicine if the disorder is con-trimmed. If the patient has fever, 

hypoproteinemia, fluid and electrolyte disequilibrium, secondary infections or liver failure, so 

the systemic situation should be controlled by offering diet assistance, water and electrolyte 

treatment imbalances, infection prevention and care and hepatic function safety. Moreover, 

the operation of essential organs and structures including the heart, kidneys and central 

nervous system should be protected.
[30] 

 

Topical therapy in the first case is typically prescribed for patients with minor to moderate 

diseases. If not enough, mild to serious disease & light therapy or standard therapy 

(methotrexate, cyclosporine, acitretin) are considered. If this is not a small molecule in 

medication (FAEs, apremilast) or biologics is seen.
[31]

 FAEs (Fumaric acid ester) are useful 

in patients with plaque type psoriasis and mild PsA (Psoriasis Arthritis). 

 

The effect of cigarettes and alcohol on psoriasis has been highly focused primarily.
[32] 

Systemic corticosteroids should be avoided in general since they can exacerbate 

erythrodermic psoriasis (but may be the only option in pregnant or breastfeeding mothers) 

and phototherapy is contraindicated because these patients are often photosensitive.
[33] 

 

Differential diagnoses of EDP include extreme dermatitis, opioid eruptions, skin lymphoma 

and rare psoriasis as keratinizing disease is equivalent to yellow palm hyper characteristics. 

EDP differential diagnosis is similar in terms of the patient.
[34]

 The lesion region is more than 

90% BSA (Body Surface Area) and EDP (Erythrodermic Psoriasis) has a record of other 

types of psoriasis.
[35] 

 

Multitudes such as cardiovascular and metabolic drawbacks are related to malignant and 

physiological conditions. Anxiety, depression, low effective expressiveness, and poor conflict 

resolution abilities, sleep disturbance, sexual disorder & treatment are part of the 

physiological comorbidities.
[36] 

 

While its quality of life is seriously affected, it is not infectious.
[37] 

Dermatology Life Quality 

Index (DLQI) is designed to measure the health-related quality of life of adult patients 

suffering from a skin disease.
[38]

 Psoriasis Area & Severity Index (PSAI) is a tool to measure 

the severity & extent of psoriasis response rate.
[39]
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 TREATMENT 

 Existing therapy 

Treatment goals for each patients are customizing on the basis of the concomitant 

comorbities, adverse effects, existing quality of life, self-care capability, drug history.
[1] 

The 

initial management of erythrodermas the same regardless of etiology 

This should include replacement of nutritional, fluid electrolyte losses.
[2]

  

 

Local skin care measure should be employed, such as oatmeal baths as well as wet dressing 

to weeping or crusted sites followed by application of bland emollients & low-potency 

corticosteroids.
[3]

 Known precipitants & irritants are to be avoided & underlying cause with 

its complication is to treated.
[4] 

 

Secondary infection is treated with antibiotics Edema is dependent area such as periorbital & 

pedal areas, may require diuretics. Use of cyclosporine or infliximab is first-line therapy in 

acute &unstable case. Second-line options include etanercept & combination therapy.
[5]

 

Topical treatments include: -  

Topical steroid cream &moisturizers  

Wet dressing  

Oatmeal baths  

 

 Topical Steroid 

Steroids are often used as a temporizing or adjunctive measure while an alternative treatment 

is introduced.
[6]

 For instance, clobetasol 0.05% for study & desonide 0.05% for free have 

been used successfully in combination with methotrexate in a severe patient requiring 

intensive care unit.
[7] 

 

 Topical vitamins D analogues 

Two groups effectively incorporated a vitamin d analog as one arm of a combination therapy 

to treat erythrodermic manifestation on the side of patient’s body treated with the vitamin D 

analogues. The whole body was then treated with 100g of calcitriol in conjunction with low-

dose ultraviolet is, leading to marked improvement in 4 weeks.
[8]

Calcitriol & calcipotriene 

have emerged as important alternatives to topical cortico- steroids for long term therapy of 

therapy.
[9] 
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 Corticosteroids 

They are most frequency prescribed medications for treating mild to moderate psoriasis they 

slow cell turnover by suppressing the immune system which reduces inflammation &itching. 

Low potency corticosteroid ointments are usually recommended for sensitive areas such as 

diabetes, hypertension & HPA (hypothalamic-Pituitary-Axis) suppression.
[10] 

 

 Anthralin (Oithranol) 

It is derived from the araroba tree found in South America. it includes reactive oxy-gen 

species release which has inhibitory effects on hyper proliferating keratinocytes 

transformation of leucocytes. It is used in increase concentration for application to scalp It 

can be applied on in-patient basis also out-patient short contact therapies. Adverse effects are 

discoloration of hair & skin irritation.
[11] 

 

 Coal tar 

It is one of the oldest typical therapies both as monotherapy & in combination with other 

topical agents’ systemic agents with other topical agents, systemic agents & phototherapy for 

treatment of Psoriasis The polycyclic aromatic hydrocarbons present in coal tar makes the 

skin more sensitive to ultraviolet light.
[12]

 Coal tar has anti-inflammatory, anti-proliferative & 

anti-pruritic properties. its un-pleasant smell, staining properties & mutagenic potential has 

made it less compliant in order to increase compliance, some non-staining & shampoos are 

available either alone or in combination with other active agents.
[13] 

 

 

Figure 4: Various Treatment. 
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 Phototherapy 

Phototherapy is an effective, first-line of treatment for moderate -too severe plaque psoriasis 

that works by inhibiting keratinocyte, proliferation, promoting keratinocyte apoptosis, & 

dampening the inflammatory.
[14] 

 

 Th1 & Th17 pathways 

The use of phototherapy in acute fulminant ep is discouraged given the risk of 

koeberrzation.
[15]

 Phototherapy can play a role in long-term management of EP once the 

disease course becomes more stable.
[16]

 It is recommended for the patient who do not respond 

to topical therapies or for patient with plaques of psoriasis covering 20% or more of body 

surface. Ultraviolet B (UVB) is radiation, combined with coal tar (Goeckerman therapy) or 

anthralin (In gram region) has seen to be effervescing in patient’s moderate-to-psoriasis. 

Ultraviolet a radiation (UVA) combined with systemic psoriasis PUVA therapy (psoralen and 

ultraviolet A) has seen to highly effective in clearing skin lesion, but both these therapies 

require maintained treatment & they increase the risk of skin cancer.
[17] 

 

 Acitretin 

Acitretin is a synthetic retinoid indicated for treatment for moderate to severe Psoriasis, it is 

role as an adjunctive therapy to after systemic gents has been well documented to enhance 

efficacy, lower dose & reduce occurrence of side effects.
[18]

 Com-mon side effect includes 

mucocutaneous dryness, arthralgia, gastrointestinal upset & photo sensitivity. Acitretin is a 

potent teratogen that is best avoid in women of childbearing age & potential is recommended 

that women not get pregnant for 3yrs after discontinuing the medication.
[19] 

 

 Retinoids 

The second-generation retinoids have also used in combination with other systemic agents, 

such as cyclosporine & infliximab. Oral retinoids are mainly used as performance therapy in 

used in erythrodermic psoriasis but it seems to be less efficacies. 

 

 Methotrexate 

Like acitretin, methotrexate also has a slower onset of alerion & is considered a high -priority 

agent for more stable cases of EP. Its s either taken orally or administered  

As a once-weekly injection, commonly 5.75 mg or 15-20mg & can be supplemented with 

1mg daily folic acid long term use of methotrexate may increase risk of hepato-toxicity, 

hepatic fibrosis, & bone marrow suppression.
[20] 
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 5-Cyclosporine  

Cyclosporine is an immunosuppressive agent that stock IL-2 Tran-scription, there by 

impairing the growth & the activity of t-cells, given its rapid on-set of alerion, cyclosporine is 

considered a critical first-line drug for the control of unstable cause of EP more severe 

disease after requires a starting dose of 5mg /kg/d. 

Case series & reports advocate the use of cyclosporine in treatment of EP at dose of 1.5-

5mg/kg/d for 2 week to 4 months.
[21] 

 

 Mycophenolate mofetil 

It is another immune suppressant that selectively inhibits aeriated lymphocytes use of 

mycophenolate mofetil in two patient with severe EP has also been reported in literature, over 

a 6-week period both patient experienced 70% skin improvement with no side effects or 

disease relapse after drug cessation. It should not use in pregnancy.
[22] 

 

 Target Based therapy 

 Biologics  

Biologics therapy encompasses an emerging category of drugs that target specific cytokines 

of immune system. Some biologic is adopted for treatment of EP, including  

  

 Types of Biologics 

 TNF- α inhibitors 

 IL-12/IL-23 inhibitors 

 IL-17 inhibitors. 

 

 TNF- α inhibitors 

 Etanercept 

It is a soluble in TNF- α receptor fusion protein that acts as a decoy for endogenous TNF- α. 

this interaction inhibits a biological inflammatory cascade of TNF- α. Etanercept is 

administered subcutaneous once to twice weekly. 

 

 Adalimumab 

It is a fully human monoclonal antibody against TNF- α. It is administered subcutaneously at 

an initial dose of 80mg at week 0, followed by 40mg every other week.
[23] 
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 Infliximab 

It is a chimeric anti-TNF-α monoclonal antibody that interacts with both soluble & membrane 

TNF- α. This interaction results in decrease epidermal T-cell infiltration. It has relatively 

quick onset & alerion that is comparable to that & cyclosporine. Therefore, expert consensus 

consider drug an additional first line option for unstable case of EP.  

 

 

Figure 5: Therapies. 

 

 IL-12/23 Inhibitors 

 Ustekinumab 

It is a fully human monoclonal antibody that binds the P40subunit of both IL-12 & iL-23. 

These two cytokines are involved in pathogenesis of psoriasis by stimulating the Th1 & Th17 

inflammatory pathways. It is approved for treatment of moderate-to-severe plaque psoriasis 

& psoriasis arthritics & is administered subcutaneously.
[24] 

 

 IL-17 inhibitors 

 Ixekizumab  

It is as humanized IgG monoclonal antibody that inhibitsIL-17A, an inflammatory cytokine 

of Th17 pathway that has been implicated in pathogenesis of psoriasis.
[25] 
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Treatment in children 

Consist of supportive management in the form of maintenance of fluid & electrolyte balance 

& ambient temperature, strict aseptic environment. 

 

Therapeutic options in pediatrics psoriasis are plenty, but choice should be governed by type 

& extent of the disease, otherwise it can lead to significant problems Indications for using 

systemic therapy in childhood psoriasis are refractory disease, erythrodermic pustular, 

psoriatic arthropathy. Methotrexate is 1
st
 line therapy or childhood psoriasis, EP respond 

better to systemic retinoids the response was good but, there were multiple episode of 

reoccurrence.
[26] 

 

How can Erythrodermic Psoriasis be prevented? 

At present, because they are an inherited disease, there are no prevention methods for 

erythrodermic psoriasis. Proper self-care and frequent visits to medical will help alleviate 

severity and uncomfortable conditions. 

 

Check for continuous and appropriate care of psoriasis vulgaris can help, in some cases, to 

prevent erythrodermic psoriasis. The disposal of psoriasis medication should be planned and 

accompanied by instructions. Avoiding reactions that worsen the disorder can aid in therapy 

Genetic testing of anticipated parents and prenatal (molecular pregnancy fetal testing) 

diagnosis (including family members) may help us understand the risks during pregnancy 

better. Genetic counselling can help identify a vulnerability prior to caring for the infant 

where a genetic aspect of the disease exists. Actual active work is being conducted to 

investigate the possibilities.
[47]

 

 

CONCLUSION 

According to our findings, it accounts for more than half of all serious psoriasis cases. 

primarily impacts adult males It normally aggravates a mild case of psoriasis. Erythrodermic 

psoriasis affects less than 3% of all psoriasis patients, distinguished by a scaly, erythematous 

rash, desquamation, and exfoliation affecting more than three-fourths of the skin surface 

region. Identifying and manage erythrodermic psoriasis is particularly relevant due to its 

scarcity and subsequent complications.
[58]

 Improving the EDP (Erythrodermic Psoriasis) 

patient lifestyle substantially linked to life qualities can increase and decrease patient 

morbidity and mortality. Our data show that the treatment of the self-care of medicines and 

the check-up of the routine is a successful treatment of EDP (Erythrodermic Psoriasis) 
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patients however, in the current research, more medications with fewer side effects should be 

created. 
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