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IntroductIon
Psoriasis is an immune‑mediated, chronic inflammatory 
disease that primarily affects the skin. It is associated with 
numerous comorbidities, including psoriatic arthritis (PsA), 
cardiovascular disease, depression, diabetes, inflammatory 
bowel disease, and ocular diseases. A complex cascade 
involving several cytokines and immune cells- including TNF, 
IL-17, IL-22, and IL-23- contributes to the development of 
psoriasis. Psoriatic arthritis (PsA) is the inflammatory arthritis 
linked to psoriasis. Typically, the disease first manifests as skin 
lesions, which are later accompanied by articular symptoms. 
Research indicates that the incidence rate of ocular involvement 
ranges from 10 to 58%. Meibomian gland disorders and ocular 
conditions such as blepharitis, conjunctivitis, dry eye, keratitis, 
uveitis, and cataracts have been frequently reported. Dry eye 
disease may stem from systemic inflammatory disorders like 
psoriasis, where chronic inflammation impairs lacrimal gland 
function and tear film quality.

The most commonly mentioned subtype of psoriasis-
related anterior uveitis is non-granulomatous. Both uveitis and 
dry eye can significantly impact quality of life and require 
management through a multidisciplinary approach.

Case report
A 14-year-old boy arrived at our outpatient clinic with a 
15-day history of redness, burning, excessive watering, 
discharge, and swelling in both eyes. He also reported that his 
right eye’s vision had been worse than his left eye’s for 10 days.

His visual acuity was 6/60 in the right eye with a pinhole 
6/24, 6/9 in the left eye with a pinhole 6/6P in the left eye. 
Intraocular pressure was measured with the help of a Goldman 
applanation tonometer in the right eye at 15 mm hg and left 
eye, was 11 mm hg.

On slit lamp examination, both the eyelids were swelled up 
with matted lashes, B/E conjunctiva was congested, and there 
was an epithelial defect in the right cornea which on about 3*4 
mm in size at 4’oclock position, extended towards the center, 
with diffuse haziness present around the defect, with keratic 
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precipitates present over the peri central along with a stain 
positive ulcer and in left eye the cornea was normal with had 
few keratic precipitates.

B/E anterior chamber depth was normal with signs of 
uveitis have cells +2, flare+1 in the right eye and cells +1, 
flare +2 in the left eye. B/E Lens was clear. B/E viterous was 
normal. B/E fundus was normal.

For additional assessment, we used the Schirmer I test, 
which involved placing a 5 x 35 mm paper strip (Schirmer 
strips) to the lower temporal lid edge without anesthetic. A 
value of 5 mm in the left eye and 6 mm in the right eye after 
5 minutes was considered abnormal.

Tear film breakup time (TBUT), 1% fluorescence was 
applied to the eye, and the average of three consecutive breakup 
times (manually determined with a stopwatch) was calculated 
(Figures 1 and 2). Time was 4 seconds in the right eye and 
6 seconds in the left eye (Figures 3 and 4). In <10 seconds 
was considered abnormal.

A reddish-white raised patch over the lower back 
associated with itching since 7 years of age was also observed; 
the lesion subsides on taking medication (Figure 5).

Bilateral knee joint swelling and bilateral hip joint pain were 
present for 30 days, which gradually progressed to bilateral 
knee and ankle pain with swelling of the interphalangeal 
joints (Figure 6), which was relieved by taking medication. 
The patient had similar episodes of redness and pain in both 
eyes in the past.

The patient also had similar complaints in the past at 
the ages of 7 and 10 years, which were relieved by taking 
medication. There was a similar complaint reported in the 
younger sibling.

https://creativecommons.org/licenses/by-nc-sa/4.0/
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Systemic steroids (Omnacortil) were given for 3 days, 
systemic antibiotics (Ciplox) for 5 days, systemic anti-
inflammatory drugs (Zerodol-SP) were given for 5 days with 
topical steroid (Prednisolone) 2 hourly, topical antibiotics 
(Moxifloxacin) 2 hourly, topical cycloplegic (Homide) twice 
daily, topical lubricants (carboxymethylcellulose) 2 hourly 
with topical antiviral (Acyclovir) drug 3 times daily. He was 
reviewed after 1 week, and he got symptomatic relief and the 
defect on the cornea healed, and vision also improved.

The Orthopedic and Dermatology departments handled 
treatment for other systemic problems.

The dermatology department gave a methotrexate test 
dose of 5 mg and a tapering dose is given for a long time, 
with folic acid 5 mg once daily 5 mg once daily for 5 days. 
Ceramides containing lotion are given to apply on the skin 
lesion twice daily. A skin biopsy is sent from the lesion.

After a complete evaluation with other departments, the 
diagnosis was both eyes with chronic anterior uveitis with dry 
eye with anterior uveitis associated with psoriatic arthritis.

dIscussIon
Psoriasis is a chronic inflammatory dermatological condition 
known for its systemic implications, including ocular 
manifestations. Among these, dry eye and uveitis are notable, 
with a prevalence ranging from 10 to 58% in psoriatic patients. 
These complications can affect almost all ocular structures, 
often contributing to significant morbidity if left undiagnosed 
or mismanaged. Uveitis typically presents as anterior 
and non‑granulomatous in nature, frequently associated 
with HLA-B27 positive, whereas dry eye, in particular, is 
characterized by decreased tear production, unstable tear 
coatings, and associated local inflammation.11,12

Misdiagnosis or delayed diagnosis is a frequent challenge, 
particularly in younger male patients, as the symptoms of 
ocular involvement may be subtle initially or attributed to 
other benign conditions such as conjunctivitis or allergies. 
This delay is compounded by limited access to specialized 
care for patients from low socioeconomic backgrounds. In 
such populations, systemic conditions like psoriasis and 
psoriatic arthritis often remain underdiagnosed due to 
financial constraints and lack of awareness, further delaying 
intervention for associated ocular conditions.13

Figure 1:  Cells and flare in AC, fluorescence in left eye

Figure 2: Congestion in conjunctiva and matted eye lashes

Figure 3: TBUT 1% fluorescence in left eye 

Figure 4: TBUT 1% fluorescence in right eye  

Figure 6: Bilateral knee joint swelling  

Figure 5:  Reddish-white raised patch over the lower back
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Our case highlights a 14-year-old male patient presenting with 
chronic anterior uveitis and dry eye. The patient’s history 
revealed recurrent episodes of joint pain and skin lesions since 
the age of seven, suggestive of psoriatic arthritis. Despite clear 
clinical indicators, these manifestations were not adequately 
addressed until the development of ocular symptoms. This 
underlines the critical need for multidisciplinary screening in 
young patients with psoriasis or psoriatic arthritis to prevent 
complications like visual impairment.14,15

The increased incidence of psoriatic arthritis and 
its ocular manifestations in younger males may reflect 
genetic predispositions, such as the presence of HLA-
B27, and environmental factors, including socioeconomic 
status and healthcare access. Studies have reported a male 
preponderance in psoriatic arthritis with ocular involvement, 
further emphasizing the need to prioritize early detection 
and treatment in this demographic. According to Chandran 
et al.., psoriatic arthritis is more common in men, and ocular 
involvement can occur frequently in this group of people.

Singh et al.. also highlighted that up to 75% of uveitis cases 
in psoriatic arthritis are associated with HLA-B27 positivity, 
predominantly presenting as anterior uveitis.16,17

Additionally, poor hygiene and living conditions, often 
associated with low economic status, may exacerbate ocular 
complications by increasing the risk of secondary infections 
and delaying the recognition of underlying inflammatory 
processes. This highlights the importance of community-
level interventions to educate patients and improve access to 
affordable healthcare.18

When psoriatic arthritis patients’ dry eye and uveitis 
are not properly treated, serious consequences might result, 
which include corneal scarring and irreversible vision loss. 
Comprehensive management requires collaboration between 
dermatologists, rheumatologists, and ophthalmologists to 
address the systemic and ocular aspects of the disease. Early 
screening, especially in high-risk groups such as younger 
males and those from lower socioeconomic backgrounds, 
is vital for reducing morbidity and improving outcomes.19

In conclusion, this case underscores the importance of 
heightened vigilance for ocular manifestations in psoriatic 
arthritis, particularly in younger males and economically 
disadvantaged populations. To avoid long-term problems 
and enhance patients’ quality of life, systemic inflammation 
must be treated with targeted therapy in addition to early 
detection and treatment of ocular diseases.

conclusIon
Dry eye and uveitis a prevalent ocular manifestations 
in individuals with psoriasis. Dermatologists need to be 
aware of this possible comorbidity and collaborate closely 
with ophthalmologists in order to treat psoriasis patients 
comprehensively. Screening of patients with greater severity of 
psoriasis would help in the early management of such problems.
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