
Local strength, united action: 

Advancing 
representation, 
rights, and 
research 



IFPA Forum 

The IFPA Forum gathers regional stakeholders to 
address challenges related to psoriatic disease. 
Advocacy, knowledge sharing, and capacity 
building are in focus. The Forum aims to address 
the challenges that the regional and international 
psoriatic disease community faces in access to 
care, equal representation, and meaningful patient 
participation. Patient organizations bridge the gap 
between clinicians, policymakers, researchers, 
and the communities they serve. They bring lived 
experience into conversations where it is often 
missing. They translate needs into action and turn 
evidence into access. 

In many settings, people with psoriatic disease still 
face delayed diagnosis, limited treatment options, 
and low awareness across both conventional and 
traditional care. Patient organizations help close 
these gaps by speaking with clarity, credibility, and 
persistence. 

This briefing book supports that role. It provides 

context, shared language, and priority issues 
to guide informed discussion. It is designed to 
strengthen dialogue during the Forum and to 
support continued collaboration beyond it. 

About the IFPA Forum Africa 2026 

The IFPA Forum Africa is the first summit exclusively 

addressing psoriatic disease in the region. 

The IFPA Forum Africa aims to: 

• Foster collaboration to achieve the integration 
of psoriatic disease into the broader regional 
and national agendas 

• Advance concrete advocacy priorities to 
influence research, policy, and care 

• Formulate a unified call to action that 
strengthens the representation of people 
living with psoriatic disease. 

Scan the QR code for 
details on the IFPA Forums 
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Foreword 

Psoriatic disease is a chronic, 
non-communicable disease 
(NCD) for which there is no cure. It 
causes pain, disability, stigma, and 
economic harm. Yet across Africa, 
it remains underrecognized, under-
diagnosed, and undertreated. 

This briefing book sets out why 
that must change. 

Across the continent, people 
living with psoriatic disease face 
delayed diagnosis, limited access 
to specialists, unaffordable 
treatments, and weak referral 
systems. Many live for years 
without answers. Some experience 
irreversible joint damage. Others 
are pushed out of work, education, 
and community life. Individuals and 
their families absorb the cost. 

These challenges do not exist 
in isolation. Psoriatic disease 
intersects with the rising burden of 
NCDs, ongoing infectious disease 
pressures, fragile health systems, 
and limited social protection. It 
exposes gaps that affect many 
chronic conditions, but with 
consequences that are often visible, 
painful, and deeply stigmatizing. 

This briefing book brings together 
evidence, lived experience, and 
regional insight to make one point 
clear. 

IFPA is the only global organization 
working to unite people living 
with psoriatic disease. In Africa, 
our role is to listen, connect, and 
support collective action through 
our regional member organization, 
PsorAfrica, and all the national 
patient organizations across the 
region. Patient organizations play a 
central role in this effort. They bring 
lived experience into policy spaces. 
They turn data into advocacy. They 
ensure that decisions reflect real 
needs. 

The path forward is clear. Better 
data strengthens advocacy. 
Advocacy drives policy change. 
Policy unlocks resources. Resources 
deliver care that restores health, 
dignity, and participation. 

Local strength matters. United 
action matters more. 

Ingvar Ágúst Ingvarsson 
President, IFPA 

Pierre Celestin Habiyaremye 

President, PsorAfrica 

Psoriatic disease is a public health issue. Addressing it is 
not optional. It is part of building resilient, equitable health 
systems and achieving progress toward 
Sustainable Development Goal 3. 

By 2030, reduce by one third 
premature mortality from 

NCDs through prevention and 
treatment and promote mental 

health and well-being 
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Key messages 

Psoriatic disease cannot be cured, but 
effective therapies exist 

Psoriatic disease is a lifelong inflammatory condition 

affecting the skin, joints, and overall health. It causes 
pain, disability, and psychological distress. With 
timely diagnosis and appropriate treatment, disease 
progression and complications can be reduced. In Africa, 
many people do not know about the disease itself and 
never receive that care. 

The true burden in Africa is unknown 

Despite low reported prevalence, widespread 
underdiagnosis is evident due to limited access 
to specialists, low awareness, and insufficient 
population data. The absence of dermatological 
and rheumatological specialties significantly affects 

diagnosis and long-term morbidity, with children and 
individuals with darker skin tones particularly at risk of 
being overlooked. 

In Africa, fewer than one dermatologist is 
available for every million people, compared 
to 36 in the United States and 65 in Germany.1 

The impact goes far beyond health 

Psoriatic disease can significantly impact an individual’s 

ability to work, earn an income, and participate in society. 
Out-of-pocket costs are high. Effective treatments 
are often unavailable. Stigma, discrimination, and 
misinformation drive isolation and mental distress. 
For many families, the disease becomes a pathway to 
poverty. 

Psoriatic disease intersects with both 
NCDs and infectious diseases 

People with psoriatic disease face higher risks of 
developing cardiovascular disease, diabetes, obesity, and 
mental health disorders. At the same time, infections such 
as HIV and tuberculosis (TB) can worsen disease severity, 
while some treatments increase infection risk. Care must 
reflect this reality. 

Advocacy must focus 
on three priorities 

1. Research to generate local 
evidence 

2. Representation to ensure that 
the voices of people living with 
the disease shape decisions 

3. Rights to secure equitable 
access to diagnosis, 
treatment, and care 

Access to care is a systemic NCD challenge 

Africa faces severe shortages of NCD specialists. 
Dermatologists and rheumatologists are concentrated 
in cities. Referral pathways are weak. Guidelines are 
limited. Medicine supply chains are fragile. These 
barriers delay diagnosis, weaken treatment, and worsen 
outcomes across many chronic diseases. 

New care models offer a real opportunity 

Telehealth, task-sharing with trained primary care and 
nursing staff, digital decision tools, and remote specialist 
support can enhance care access beyond urban areas. 
Improved primary care training and standardized 
referral pathways boost early detection. Exploring 
innovative partnerships can address health system gaps 
and support financing reforms for therapies, including 

biosimilars. Integrating these models within broader 
health system and NCD frameworks can amplify their 
impact, promoting sustainable improvements in access 
and outcomes for psoriatic disease. 

African-led research is essential 

Major gaps remain in epidemiology, clinical research, 
and economic data. African populations are 
underrepresented in trials. Local data are needed to 
guide policy, assess treatments, reduce stigma, and 
justify investment. 



Psoriatic disease affects 
multiple parts of the body 
– it is a condition without 
a cure.2 However, it can be 
effectively managed with 
treatment. 

Psoriatic disease is characterized as 
a chronic, systemic, inflammatory 
NCD and a musculoskeletal disorder 
in which the immune system 
is triggered, and the resulting 
inflammation primarily damages 

the skin and joints.3 

People of all sexes, ages, and races 
can develop psoriatic disease, 
and the disease is hereditary; 
as such, it often runs in families.4 

Psoriatic disease can manifest as 
skin symptoms (psoriasis) and joint 
inflammation (psoriatic arthritis), 
which may appear independently 
or together.2 

Psoriatic disease is a chronic, 
painful, disfiguring, and 
disabling disease 
requiring long-term 
personalized 
treatment 

PSORIATIC DISEASE 
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Psoriasis and skin color 

Psoriasis can affect people of all skin tones and may present 
differently for different skin types. Individuals with darker skin 
tones have a greater potential for disfigurement due to 
plaque psoriasis.6 On darker skin tones, psoriasis lesions 
sometimes present as violet, dark brown, or grayish, with 
scales that may be gray rather than silvery white.7  These 
differences can lead to delayed diagnosis, as healthcare 
guidelines and resources often focus on presenting 
symptoms in individuals with lighter skin.8 

Skin symptoms
Psoriasis varies among individuals and includes 
several types. It is possible to have multiple types 
simultaneously or over a lifetime.2,5 

Plaque 
Red patches or plaques 
with silvery scales and, 
the most common form 

Inverse 
Red shiny lesions found 
in skin folds 

Guttate 
Small dot-like lesions 
often follow an infection 
like strep throat 

Pustular 
White pustules surrounded 
by red skin, and can be 
characterized by painful, 
pus-filled blisters that can 
be severe 

Erythrodermic
Severe form of psoriasis – 
fiery redness covering large 
areas; a widespread, red, 
peeling rash; and a medical 
emergency 

7 



“The main problem impacting people with psoriatic 
disease is poor awareness. Even healthcare 
practitioners are not aware of psoriasis. Doctors and 
nurses have asked me: ‘What’s happening to your 
skin?’ 

The second problem is access to treatment. The last 
problem is that those who are affected by psoriatic 
disease take traditional medicines, and these 
medicines can cause a different set of issues in the 
body, without the person knowing about it.” 

Pierre Celestin Habiyaremye 
IFPA ambassador / Rwanda 

IFPA AMBASSADOR STORY 

Inflammation of the joints 

Psoriatic arthritis is a type of arthritis associated 
with psoriasis, distinguished by joint swelling, pain, 
and stiffness, as well as discomfort in the entheses, 
where tendons and ligaments attach to bones.9 

This condition can affect individuals of any age 
and can occur regardless of the severity of their 
skin symptoms. Even before a formal diagnosis, 
those with skin manifestations of psoriatic disease 
often report experiencing joint pain, stiffness, 
and fatigue.10  People living with psoriatic arthritis 
have an increased risk of neurological issues like 
carpal tunnel syndrome, which worsens pain and 
functional ability.11 

Delayed diagnosis drives irreversible 
joint damage 

Timely diagnosis and effective treatment for 
psoriatic arthritis are essential in order to prevent 
irreversible joint damage and maintain a good 
quality of life. In Africa, limited rheumatology 
services and access barriers contribute to delayed 
diagnosis.12  Photographs taken at a clinic in 
Ethiopia reveal that individuals with psoriatic 
disease frequently experience delayed diagnoses 
of psoriatic arthritis, resulting in deformities that 
could have been prevented or delayed.13 

Personalized treatment is 
essential, but access gaps 
leave many untreated 

Psoriatic disease requires personalized treatment.14 

Care choices depend on the disease type, severity, 
location, overall health, and response to previous 
therapies. In practice, many people live with persistent 
or worsening symptoms without formal assessment or 
timely treatment.15  Pain and functional limitation tend 
to continue unchecked. 

Although systemic and biologic therapies for psoriatic 
disease are highly effective, access remains limited for 
many, especially in low-resource settings.16,17  High cost 
is a primary barrier, compounded by restrictive health 
policies, weak health systems, and limited coverage.18 

Watch the 
interview online 

1 in 3 
individuals with 
psoriasis also develops 
psoriatic arthritis.2 
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Psoriatic disease and traditional 
medicine 

In many African communities, traditional 
medicine remains the first point of care. In 
some countries, up to 80% of people rely on 
herbal or topical remedies.19 Formal services 
are often distant, limited, or unaffordable.13 

For psoriatic disease, people may use locally 
known plants and preparations. For example, 
in Ethiopia, several plant-based remedies 
are commonly used to treat skin and joint 
symptoms.13  At a dermatology center in 
Guinea, approximately half of the people 
living with psoriasis surveyed reported having 
tried traditional treatments before seeking 
hospital care.20  These practices reflect access 
gaps rather than preference alone. Traditional 
products can delay diagnosis and effective 
treatment. Some may interact with prescribed 
medicines or cause harm when used in high 
doses.21  Evidence of benefit is inconsistent, 
and quality control is limited. 

Links between traditional care and formal 
health systems remain weak.22  This 
separation increases the risk of late 
presentation, ongoing disease activity, and 
avoidable complications. 

FACT BOX 
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Psoriasis affects an estimated 
3.5 million people across Africa, 
a region of more than 1.3 billion 
people.23 

Globally, and in Africa, psoriasis prevalence varies 
across geographic regions. For example, Eastern sub-
Saharan Africa has a similar population size to that 
of North Africa, but reports only half the number of 
cases.23  The distribution of cases points to a north–south 
divide, shaped by genetics, health system capacity, 
environmental exposure, and disease awareness. 

Countries in the East African region – namely Kenya, 
Tanzania, Uganda, Rwanda, and Burundi – face 
considerable socioeconomic constraints that restrict 
access to both diagnosis and routine dermatological 
care.24,25  In fact, physician-/dermatologist-diagnosed 
prevalence rates for adults in the region and also across 
West, Central, and Southern Africa are reported to be as 
low as 0.06%.23 These figures likely reflect a substantial 
number of missed diagnoses due to various systemic 

issues.13 

In stark contrast, Australia, a high-income country with 
a robust and well-resourced primary care system, 
reports a considerably higher prevalence of psoriasis of 
3.78% among adults.23  This disparity tends to highlight 
the significant impact of healthcare infrastructure on 

the diagnosis and treatment of the condition. The wide 
variation in prevalence rates suggests that inadequate 
access to primary care, a shortage of trained healthcare 
professionals, and lower levels of health literacy 
contribute to underdiagnosis and misdiagnosis of 
psoriasis in Africa.24,26 

The true burden of 
psoriatic disease in Africa 
remains underestimated 

Reliable data are scarce and mask the extent 
of the disease burden 

Considerable gaps still exist in the geographical 
areas reporting data on the incidence and prevalence 
of psoriasis. Only 41 of the more than 220 countries 
and territories in the world have epidemiological data 
on psoriasis in the general population.23  Prevalence 
studies in people with darker skin are especially limited 
worldwide, and population-based research in Africa is 
sparse (see fact box).7 

Data on psoriatic arthritis are even less frequent. Few 
global analyses include African populations, largely due 
to the lack of population-level data.27,28  One estimate 
suggests that 15.5% of patients with psoriasis living 
in Africa have psoriatic arthritis, which is lower than 
reported in Europe.29  However, clinic-based studies tell 
a different story, with rates of 28% in Kenya and 25% in 
Nigeria.30,31  These findings suggest that joint disease may 

be more common than current estimates imply. 

Psoriatic disease in children is rising, but 
remains poorly understood in Africa 

Children and adolescents are also impacted. Psoriasis 
is less common in children than in adults, with a 
physician-/dermatologist-diagnosed prevalence of less 
than 1% in all countries and onset typically occurring 
during adolescence.23,32  Although there are just over 
600,000 pediatric cases worldwide, rates have increased 
in all regions over the past three decades.33  Over this 
period, sub-Saharan Africa experienced the greatest 
increase in pediatric psoriasis cases globally.33 

Globally, psoriatic arthritis affects an estimated 3.3% 
of children and adolescents with psoriasis.29  Yet its 
epidemiology in children remains poorly described, with 
minimal information from African populations.34 

THE BURDEN 
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Physician/dermatologist diagnosis 

Cases reported as diagnosed by a physician or dermatologist confirm 
psoriasis through formal clinical assessment. Many individuals 
with psoriasis may not seek treatment, potentially resulting in 
underreporting in studies relying solely on medical records. 

Countries with missing data 

Many countries, particularly those in Africa, lack prevalence data on 
psoriasis. For these nations, the GPA uses a statistical model based on 
available data for estimates, which are less reliable than those derived 
from original data sources and should be interpreted with caution. 

Countries without population-based data 

Countries with population-based data35 

More data are needed 
on psoriatic disease 
prevalence in African 
populations 
The lack of large-scale population-based studies on 
psoriasis in Africa frustrates our understanding of its 
prevalence, limiting effective healthcare planning and 
equitable treatment for all. 

Global prevalence data 
The Global Psoriasis Atlas (GPA) is the world’s most extensive 
review of the global burden of psoriasis, with data from 41 
countries across 14 regions, including Africa.23 

The GPA began differentiating between physician-/ 
dermatologist-diagnosed cases and self-reported cases 
when reporting data in order to address global prevalence 
variations, improve epidemiological accuracy, and 
acknowledge the burden of undiagnosed or misdiagnosed 
psoriasis. This distinction seeks to clarify the verified disease 
burden versus suspected cases. 

FACT BOX 
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Psoriatic 
disease 
impacts far 
more than 
the skin and 
joints 

THE BURDEN 

Psoriatic disease 
significantly affects 

physical, mental, and 
social well-being, 

especially in Africa.4 
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The burden is often higher than in wealthier regions, 
mainly because of limited access to dermatology and 
rheumatology services. Diagnosis is often delayed, and 
many people live for years without clear information 
or effective treatment.13,36  As a result, disease activity 
worsens without control, leading to increased disability 
and long-term effects.13 

Misunderstanding and 
stigma amplify the social 
burden of disease 

Psoriatic disease is widely 
misunderstood and often mistaken 
for an infectious, fungal, or hygiene-
related condition.37  Visible skin 
changes can lead to avoidance, 
discrimination, and exclusion from 
social and community life.4,38 Many 
individuals withdraw socially due to 
shame or fear of judgment.38 These 
experiences erode self-esteem and 
reinforce isolation.38 

Women and 
socioeconomically 
disadvantaged groups face 
the greatest challenges 

Women often experience a higher 
psychosocial burden due to cultural 
expectations related to appearance, 
marriage, and caregiving roles.39,40 

Psoriatic disease may affect 
marriage prospects or strain existing 
relationships.41,42  At the same time, 
caregiving responsibilities and 
limited financial autonomy can 

restrict access to care. 

Psychological distress 
is common but rarely 
recognized or treated 

Depression, anxiety, and emotional 
distress are frequent among people 
living with psoriatic disease.38 

These impacts are compounded 
by stigma, chronic symptoms, 
and financial stress. Mental health 

services are scarce in many settings, 
and psychosocial support is rarely 
integrated into chronic disease 
management.43 

Myths and misinformation 
hinder effective management 
and care 

Widespread myths about contagion, 
spiritual causes, or lifestyle factors 
continue to shape perceptions of 
psoriatic disease.37  In the absence 
of accessible, trusted health 
information, people with skin or 
joint symptoms of psoriatic disease 
may delay seeking care or rely on 
ineffective treatments. These beliefs 
complicate communication with 
healthcare providers and reduce 
adherence to long-term treatment 
plans.37 
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Psoriatic disease can be a pathway 
to poverty 

Psoriatic disease often starts as a health problem. It 
quickly becomes an economic one. 

Across Africa, diagnosis is frequently delayed, 
treatment options are limited, and medical costs 
can be prohibitive. As a result, people often seek care 
only when the disease is severe. Severe disease costs 
more, lasts longer, and disrupts work and family life.48 

Psoriatic disease does not act alone. It interacts with 
fragile health systems and limited social protection. 
Even people in formal employment can fall behind. 
Left untreated or poorly managed, psoriatic disease 
becomes a driver of poverty, not just a consequence 
of it.48 

As disease severity increases, so do costs. Medicines, 
clinic visits, travel, and lost workdays accumulate. 
Caregivers may also lose income. 

Mild 

$652 

Moderate 

$858 

Severe 

$1,061 

Symptoms directly affect the ability 
to work, generate an income, and 
pay for care 

Chronic pain, joint stiffness, and skin lesions limit 
the ability to work and earn an income.44  This is 
especially damaging in settings where livelihoods 
depend on manual or informal work. Lost 
productivity and missed workdays are common.45 

Financial impact is compounded by health 
system design. Most people in Africa pay for care 
out of pocket.46  While universal health coverage 
(UHC) and social health insurance schemes exist, 
coverage of low-income populations remains 
limited.46 Private insurance is rare, and many 
people pay in cash for medicines.47 

Effective treatments are often unaffordable. High-
cost therapies, including biologics, are typically not 
covered by insurance. In rural Cameroon, annual 
biologic costs range between 30,000 and 80,000 US 
dollars, placing them far beyond the reach of most 
people with psoriatic disease.36 

The annual treatment costs for psoriasis in Nigeria49 

Treatment costs in Nigeria (US dollars)* 
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NIGERIA 

$16.4 million 
is spent 
each year on psoriasis treatment, 
nearly 2% of the national health budget.49,* 

A large share of this cost is paid directly by 
people living with the disease and their families. 

NIGERIA 

30% 
of income 
For a graduate in a federal job in Abuja, 
the cost of treating severe psoriasis can 
consume nearly 30% of their annual 
earnings.49 

Her full story can be read 
online at AllAfrica.com 

Traditional beliefs and stigma 

Valentine Murakatete, a 31-year-old Rwandan woman with 
psoriatic disease, initially felt a burning sensation on her 
skin that spread in patches. Before seeking a diagnosis, 
she relied on local remedies suggested by friends who 
attributed her condition to witchcraft. Misbeliefs in her 
community led to accusations of HIV or other contagious 
diseases, resulting in ostracism. This stigma, coupled with 
her physical symptoms, caused significant emotional 
distress, including suicidal thoughts and attempts.50 

Valentine Murakatete, 
Rwanda 

PATIENT STORY 

* Government spend on treatment costs was converted 
from Nigerian naira to US dollars. Rates were calculated 
at the time of the study in 2016. 
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Psoriatic disease sits at 
the crossroads of NCDs 
and infectious diseases 

THE BURDEN 

NCDs now account for about a third of deaths across the continent, 
and sub-Saharan Africa is experiencing the fastest increase in 
NCD mortality globally, despite limited resources to manage this 
growing dual health challenge.51-53 

Psoriatic disease closely co-
exists with other NCDs, increasing 
health risks and care complexity. 
People living with psoriatic disease 
have a higher risk of developing 
cardiovascular disease, diabetes, 
obesity, mental health disorders, 
inflammatory bowel disease, 
and some cancers.54 When these 
conditions are not identified early, 
the overall disease burden increases, 
and management becomes more 
challenging. 

Data from North Africa illustrate 
the scale of this challenge. In a 
multicenter hospital study across 
Algeria, Tunisia, and Morocco, 
cardiometabolic risk factors were 
widespread among people with 

psoriatic disease.55 Nearly one in 
three had dyslipidemia. Almost 
one in four lived with obesity or 
hypertension. Over one in five had 

diabetes. More than a third met the 
criteria for metabolic syndrome. 

Systemic inflammation provides 

a biological link.56,57 Elevated 
inflammatory markers associated 

with cardiovascular risk have 
been observed in a North African 
population.58 In South Africa, signs of 
atherosclerosis were more common 

in people with psoriasis than in those 
without the disease.59 

Obesity further worsens outcomes. 
More than half of the people with 
psoriatic arthritis in Africa are also 
estimated to live with obesity.60 

Excess body weight increases 
the risk of earlier disease onset, 
worsens symptoms, reduces 
treatment response, and adds to 
cardiometabolic risk.61 

Achieving the UN Sustainable 
Development Goal 3 on health and 
well-being requires health systems 
to address the full burden of NCDs. 
Psoriatic disease must be included in 
this effort. 
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Chikungunya virus 

A mosquito-borne viral infection 
common in parts of Africa.65  It 
spreads through bites from infected 
Aedes mosquitoes.65 The virus 
causes sudden fever and severe 
joint pain.64 Joint symptoms can 
last for months or longer. Swelling 
and stiffness are common. 
Because chikungunya affects the 
joints, it can resemble or worsen 
inflammatory arthritis.64 This 
overlap can delay diagnosis and 
complicate care for people with 
joint manifestations of 
psoriatic disease. 

Psoriatic disease does not exist 
in isolation from infectious 
disease 

Infections can trigger or worsen disease flares. At 
the same time, psoriatic disease and its treatments 
can increase susceptibility to serious communicable 
diseases.62 

This overlap is especially important in Africa, where 
infectious diseases remain a major cause of illness and 
death.63 TB and HIV continue to place a heavy strain on 
health systems, particularly in southern and eastern 
Africa.63 Other infections, including viral hepatitis and 
endemic fungal diseases, also pose risks.62 Chikungunya 
virus, which is endemic to certain regions and recently 
broke out in Réunion, Mayotte, Mauritius, Madagascar, 
Kenya, and Somalia, adds further complexity, as its 
severe joint pain can mimic or worsen psoriatic arthritis, 
complicating diagnosis and care (see fact box).64,65 

HIV significantly alters the course of psoriatic disease. 
In people living with HIV, psoriasis often presents with 
greater severity, atypical patterns, and poorer response to 
standard therapies.66,67  Psoriasis affects an estimated 2% 
to 5% of people living with HIV, a higher prevalence than in 
the general population.68 

Evidence from West Africa highlights the consequences. 
In Conakry, Guinea, nearly 40% of people with HIV-
positive psoriasis also had psoriatic arthritis.20  Around 
43% developed erythroderma, a severe and potentially 
life-threatening complication. A similiar pattern of more 
severe disease was also reported in Nigeria among HIV-
positive people.69 

Treatment further increases infection risk. Systemic 
therapies and biologic agents suppress immune 
responses and raise the risk of infections such as TB and 
viral hepatitis, both common in endemic settings.70  TB 
screening before starting biologic therapy, followed by 
regular monitoring, is essential. Diabetes, a common 
comorbidity in psoriatic disease, further increases TB 
risk, reinforcing the need for integrated screening and 
coordinated care.71 

Addressing psoriatic disease requires alignment with 
infectious disease prevention and control. Without this, 
people remain exposed to avoidable risks from both 
conditions. 

GUINEA 

24.7% 
of people with 
psoriasis tested 
positive for HIV.20 

Psoriasis was the first indication 
of HIV infection in more than 
half the cases. 

FACT BOX 
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Limited access to care delays 
diagnosis and weakens 
treatment 

Symptoms worsen, 
disease progresses 

Delays in diagnosis 

Poor awareness of the disease and a failure 
to receive a proper diagnosis can cause a 
person to become stuck in primary care or 
turn to alternative remedies when that care 
fails to meet their needs.36,70,72  Patients often 
only get an accurate diagnosis after being 
referred to a dermatologist, which can take 
years in some cases.13,36  Many countries lack 
national guidelines or clear care pathways for 
psoriatic disease and other NCDs. South Africa 
remains one of the few countries with formal 
guidelines and specialist referral centers.73 

Unclear or fragmented referral pathways 
directing patients toward specialist care can 
further stagnate the process. During this time, 
the disease progresses, and complications 
develop. 

First sign of symptoms 

Individual seeks help 

Psoriasis often develops as subtle, itchy, or sore 
scaly patches that cause a person to seek care 
from a pharmacist or general practitioner.36 

These symptoms are frequently missed or 
confused with dandruff, dry skin, eczema, 
or more familiar infections. A lack of public 
awareness of the disease, and specifically 

among healthcare professionals, contributes to 
misdiagnosis or late diagnosis.26,37 

The path from identifying symptoms to achieving successful 
treatment for individuals living with psoriatic disease in Africa is rarely 
simple: challenges can arise throughout the patient care journey. 

THE BURDEN 
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03 
Referral to a specialist 
Extended waiting times 
for an appointment 

Health systems face widespread shortages 
of professionals providing advanced 
care for autoimmune diseases and NCDs, 
including dermatologists, rheumatologists, 
cardiologists, and endocrinologists.1,75,76  Most 
are concentrated in large cities.1 In Nigeria, 
for example, only 30 rheumatologists serve 
a population of about 200 million people.76 

For people living in rural or peri-urban 
areas, it can take weeks or months to get 
an appointment, followed by long travel 
and waiting times to see the specialist, or 
no access at all.76 This pattern affects many 
chronic conditions, but its impact is especially 
severe for psoriatic disease, which requires 
early recognition and coordinated care.76 

“Outcomes are better when patients 
get timely treatments across the board. 
Given that there is readily available 
treatment, the delay to diagnosis is 
unacceptable. Hospitals in the public 
system are overrun and have broken 
referral pathways, as well as a lack of 
awareness.” 

Rheumatologist in South Africa – discussing time 
to diagnosis for psoriatic arthritis (they estimated a 
delay of six to 12 months) 

“Training more primary care practitioners 
would be useful because, the truth 
is, most of them can’t recognize the 
disease, and keep treating it as a fungal 
infection. In psoriasis, timely intervention 
is very important. Early diagnosis and 
treatment are key.” 

Dermatologist in Ghana – discussing psoriatic 
disease-specific training and resources for primary 
care providers. 

In Rwanda, only 12 dermatologists 
serve a population of 
13 million people. 

All of them are based in Kigali.74 
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Psoriatic disease-related 
complications 

Inadequate chronic NCD 
disease care 

Primary care providers lack sufficient training 
in chronic inflammatory conditions like 
psoriatic disease, an NCD that can lead 
to others.4,80 This gap may result in missed 
screenings for preventable conditions such 
as type 2 diabetes and cardiovascular 
disease or appropriate coordinated care 
with a multidisciplinary team. Overcoming 
challenges in NCD care requires innovative 
solutions like telehealth, task-sharing, and 
remote specialist consultations to improve 
access in underserved areas.81 Standardizing 
care pathways and enhancing training for 
primary care practitioners can facilitate earlier 
detection and referrals, ultimately improving 
access to effective treatment. 

Treatment begins 
Medicines unaffordable 
or unavailable 

In Africa, affordable, older medications are 
preferred due to their cost-effectiveness 
and familiarity, while newer treatments are 
seldom included in essential medicines lists 
or UHC packages.12  Even when patients are 
prescribed less expensive treatment options, 
families still likely face high out-of-pocket costs, 
limited insurance, and the risk of catastrophic 
expenditures.12,77  Added to the cost challenges 
are availability issues. Fragile supply chains, 
reliant on imports with minimal local production, 
lead to frequent drug shortages and counterfeit 
products.78 Weak forecasting and regulatory 
issues further exacerbate access problems, 
resulting in treatment interruptions that increase 
long-term health costs and reduce overall 
quality of life.78,79 

04 05 

“Most patients have to pay out of pocket. 
Many treatments aren’t covered by national 
insurance. Not everyone has public coverage. 
Because of distance, a lot of patients are in 
the villages, so access to coverage is bad.” 

Nurse in Ghana – discussing barriers to treatment access 
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Recognition of psoriatic disease 
as an important NCD strengthens 
support at primary care 

Governments and NGOs are 
beginning to incorporate psoriatic 
disease into UHC and NCD action 
plans. Successful advocacy in 
countries like Panama and the 
Philippines provides a valuable 
model for local efforts.82,83 

The inclusion of psoriatic disease 
within these frameworks engages 
systemic support and resources 
that enable primary care to 
deliver timely, comprehensive, and 
affordable care for people living 
with psoriatic disease. 

FACT BOX 
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To overcome the myriad of challenges that people living 
with psoriatic disease in Africa encounter, the way forward 
must be practical and interdependent: better data unlock 
advocacy and policy action, policy unlocks resources, and 
resources deliver care that restores health, dignity, and 
economic participation for people living with psoriatic 
disease in Africa. 

Advocating 
for a better 
future 

IFPA ADVOCACY 

Watch the interview online 

“I became an advocate to become more 
involved in my community, get access 
to better training workshops and tools to 
empower myself, and empower other people in 
our community.” 

Zakieyah Ajouhaar 
IFPA ambassador / South Africa 

IFPA AMBASSADOR STORY 
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Advocates in every African country demand 
action in three key areas: 

Research 
Unlock local 
knowledge 
and solutions 
We can only effectively manage 
what we measure. Data on every 
aspect of psoriatic disease in 
African populations are the 
key to informed decisions and 
solutions that can improve the 
everyday lives of those affected. 

Representation 
Nothing about us, 
without us 

People-centered care must be 
at the forefront of all decisions. 
That means that people living 
with psoriatic disease must be 
present in rooms when decisions 
about them are being made. 
Moreover, we must be included in 
research, policy, and leadership. 

Rights 
Health is not 
a privilege 

Access, equity, and stigma-free 
care – ensuring medicine availability, 
affordability, and quality care for 
all with psoriatic disease – must 
be non-negotiable. Recognizing 
psoriatic disease as a chronic 
systemic NCD and integrating it into 
national NCD policies, UHC packages, 
and health strategies requires 
unwavering political commitment. 

Our advocacy 
priorities: 

Establish national registries 
across Africa 

Conduct prevalence studies 
to close the data gap 

Ensure inclusion in global 
clinical trials 

Our advocacy 
priorities: 

Secure a seat for people living 
with psoriatic disease in NCD 
and UHC decision-making 
arenas 

Achieve formal recognition 
of patient organizations as 
partners in health system design 

Our advocacy 
priorities: 

Advocate for the inclusion of 
medicines for psoriatic disease in 
national essential medicines lists 

Ensure coverage of treatments in 
UHC schemes 

Push for anti-stigma legislation 
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Few countries have national strategies or clinical
guidelines for psoriatic disease. This limits the 
consistency of care and leaves people dependent 
on where they live or who they see. Developing local 
guidelines and embedding psoriatic disease within 
existing NCD and disability frameworks would support 
more person-centered and equitable care. 

Limited awareness fuels stigma and delays care. 
Psoriatic disease is still misunderstood by the public 
and some health workers, and is sometimes confused 
with infectious diseases such as HIV. 

Research into local beliefs and cultural perceptions 
can guide targeted education and anti-stigma efforts. 
Better understanding leads to earlier care, better 
adherence, and improved quality of life. 

Better research is not only an academic exercise. It 
is a practical tool to improve care, guide policy, and 
protect lives. 

Registry to collect psoriatic disease 
data in Kenya

The first psoriasis patient registry in Kenya 
has recently been established. The registry 
aims to enroll people with psoriatic 
disease over the course of 
10 years, to analyze the clinical 
and genetic characteristics of 
the Kenyan population, 
ultimately providing crucial 
information on psoriatic 
disease in the local 
population.84 

FACT BOX 
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More research and 
more data can drive 
improvements in health 
outcomes 

Better care for psoriatic disease in Africa depends 
on better evidence. High-quality research 
supports advocacy demands for improved care, 
equal representation, and policies that safeguard 
the rights of people living with psoriatic disease. 
That said, today, there are still research gaps that 
deter the planning, treatment, and implementation 
of effective policies. Yet these gaps are bridgeable. 

Basic epidemiological data are missing across 
much of the continent. Few population studies 
track the number of people living with psoriatic 
disease, the time when symptoms first appear, 
or the progression of the disease. Without this 
information, policymakers cannot plan services 
or allocate resources. Representative population 
surveys, standardized case definitions, and shared 
clinic registries would allow countries to estimate 
burden and plan care with confidence.

Clinical research in psoriatic disease remains 
heavily skewed toward high-income regions. 
African populations are rarely included in trials, 
raising questions about how well existing evidence 
applies in settings with different genetics and high 
HIV prevalence. 

Including African sites in global trials and 
pharmacogenomic studies would improve 
confidence in dosing, safety, and effectiveness.

Little is known about the economic burden of 
psoriatic disease in Africa. Almost no formal 
cost-of-illness studies exist, and data on disability 
and lost productivity are scarce. Clear economic 
evidence could shift policy debates. Showing that 
effective treatment reduces long-term costs, 
disability, and income loss would strengthen the 
case for investment. 



Our vision and mission 
Founded in 1971, IFPA is the International Federation of Psoriasis 
Associations. It is the only global organization representing and 
uniting all people living with psoriatic disease – regardless of 
where they live, the type of psoriatic disease they have, or how 
it impacts their lives. 

ABOUT IFPA 

Vision 
A future where all people living with psoriatic 
disease enjoy good health and well-being, 
free from stigma and preventable disability and 
comorbidities. 

Mission 
Unite, strengthen, and lead the global psoriatic 
disease community to improve the lives of all 
people affected by psoriatic disease. 

PsorAfrica 
Psoriasis Africa (PsorAfrica) champions 
dignity, access to care, and inclusion for 
people living with psoriatic disease in Africa, 
moving from silence and stigma toward 
visibility, treatment, and empowerment. 

MEMBERS 

GHANA 
Constance Efua Forson 
Psoriasis Association of Ghana 

KENYA 
Dr Evanson Njoroge Kamuri 
Psoriasis Association of Kenya

RWANDA 
Pierre Celestin Habiyaremye 
Rwanda Psoriasis and Psoriatic Arthritis 
Organization 

SOUTH AFRICA 
Judy Wallace 
South African Psoriasis Association (SAPSA) 

IFPA MEMBER ORGANIZATIONS 
IN THE AFRICA REGION 
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	Foreword 
	Psoriatic disease is a chronic, non-communicable disease (NCD) for which there is no cure. It causes pain, disability, stigma, and economic harm. Yet across Africa, it remains underrecognized, under-diagnosed, and undertreated. 
	This briefing book sets out why 
	that must change. 

	Across the continent, people living with psoriatic disease face delayed diagnosis, limited access to specialists, unaffordable treatments, and weak referral systems. Many live for years without answers. Some experience irreversible joint damage. Others are pushed out of work, education, and community life. Individuals and their families absorb the cost. 
	These challenges do not exist in isolation. Psoriatic disease intersects with the rising burden of NCDs, ongoing infectious disease pressures, fragile health systems, and limited social protection. It exposes gaps that affect many chronic conditions, but with consequences that are often visible, painful, and deeply stigmatizing. 
	evidence, lived experience, and regional insight to make one point clear. 
	This briefing book brings together 

	Psoriatic disease is a public health issue. Addressing it is not optional. It is part of building resilient, equitable health 
	systems and achieving progress toward 
	Sustainable Development Goal 3. 

	IFPA is the only global organization working to unite people living with psoriatic disease. In Africa, our role is to listen, connect, and support collective action through our regional member organization, PsorAfrica, and all the national patient organizations across the region. Patient organizations play a central role in this effort. They bring lived experience into policy spaces. They turn data into advocacy. They needs. 
	ensure that decisions reflect real 

	The path forward is clear. Better data strengthens advocacy. Advocacy drives policy change. Policy unlocks resources. Resources deliver care that restores health, dignity, and participation. 
	Local strength matters. United action matters more. 
	Figure
	By 2030, reduce by one third premature mortality from NCDs through prevention and treatment and promote mental health and well-being 
	Figure
	Ingvar Ágúst Ingvarsson 
	Ingvar Ágúst Ingvarsson 
	President, IFPA 

	Figure
	Pierre Celestin Habiyaremye 
	Pierre Celestin Habiyaremye 
	President, PsorAfrica 

	Key messages 
	Psoriatic disease cannot be cured, but effective therapies exist 
	affecting the skin, joints, and overall health. It causes pain, disability, and psychological distress. With timely diagnosis and appropriate treatment, disease progression and complications can be reduced. In Africa, many people do not know about the disease itself and never receive that care. 
	Psoriatic disease is a lifelong inflammatory condition 

	The true burden in Africa is unknown 
	Despite low reported prevalence, widespread underdiagnosis is evident due to limited access population data. The absence of dermatological diagnosis and long-term morbidity, with children and individuals with darker skin tones particularly at risk of being overlooked. 
	to specialists, low awareness, and insufficient 
	and rheumatological specialties significantly affects 

	In Africa, fewer than one dermatologist is available for every million people, compared to 36 in the United States and 65 in Germany.
	1 

	The impact goes far beyond health 
	ability to work, earn an income, and participate in society. Out-of-pocket costs are high. Effective treatments are often unavailable. Stigma, discrimination, and misinformation drive isolation and mental distress. For many families, the disease becomes a pathway to poverty. 
	Psoriatic disease can significantly impact an individual’s 

	Psoriatic disease intersects with both 
	NCDs and infectious diseases 

	People with psoriatic disease face higher risks of developing cardiovascular disease, diabetes, obesity, and mental health disorders. At the same time, infections such as HIV and tuberculosis (TB) can worsen disease severity, while some treatments increase infection risk. Care must 
	reflect this reality. 

	Access to care is a systemic NCD challenge 
	Africa faces severe shortages of NCD specialists. Dermatologists and rheumatologists are concentrated in cities. Referral pathways are weak. Guidelines are limited. Medicine supply chains are fragile. These barriers delay diagnosis, weaken treatment, and worsen outcomes across many chronic diseases. 
	New care models offer a real opportunity 
	Telehealth, task-sharing with trained primary care and nursing staff, digital decision tools, and remote specialist support can enhance care access beyond urban areas. Improved primary care training and standardized referral pathways boost early detection. Exploring innovative partnerships can address health system gaps biosimilars. Integrating these models within broader health system and NCD frameworks can amplify their impact, promoting sustainable improvements in access and outcomes for psoriatic diseas
	and support financing reforms for therapies, including 

	African-led research is essential 
	Major gaps remain in epidemiology, clinical research, and economic data. African populations are underrepresented in trials. Local data are needed to guide policy, assess treatments, reduce stigma, and justify investment. 
	Advocacy must focus 
	on three priorities 

	1. 
	1. 
	1. 
	 to generate local evidence 
	Research


	2. 
	2. 
	 to ensure that the voices of people living with the disease shape decisions 
	Representation


	3. 
	3. 
	 to secure equitable access to diagnosis, treatment, and care 
	Rights



	PSORIATIC
	PSORIATIC
	 DISEASE 

	Psoriatic disease is a , , , and  disease requiring long-term personalized treatment 
	chronic
	painful
	disfiguring
	disabling


	Psoriatic disease affects multiple parts of the body – it is a condition without a cure. However, it can be effectively managed with treatment. 
	2

	Psoriatic disease is characterized as NCD and a musculoskeletal disorder in which the immune system is triggered, and the resulting the skin and joints.
	a chronic, systemic, inflammatory 
	inflammation primarily damages 
	3 

	People of all sexes, ages, and races can develop psoriatic disease, and the disease is hereditary; as such, it often runs in families.Psoriatic disease can manifest as skin symptoms (psoriasis) and joint which may appear independently or together.
	4 
	inflammation (psoriatic arthritis), 
	2 

	Figure
	Skin symptoms 
	Psoriasis varies among individuals and includes several types. It is possible to have multiple types simultaneously or over a lifetime.
	2,5 

	Figure
	Plaque 
	Red patches or plaques with silvery scales and, the most common form 
	Figure
	Inverse 
	Red shiny lesions found in skin folds 
	Figure
	Figure
	Guttate 
	Guttate 
	Small dot-like lesions often follow an infection like strep throat
	6 

	Pustular 
	White pustules surrounded by red skin, and can be characterized by painful, be severe 
	pus-filled blisters that can 


	Figure
	Erythrodermic 
	Severe form of psoriasis – areas; a widespread, red, peeling rash; and a medical emergency 
	fiery redness covering large 

	Psoriasis and skin color 
	Psoriasis can affect people of all skin tones and may present differently for different skin types. Individuals with darker skin plaque psoriasis. On darker skin tones, psoriasis lesions sometimes present as violet, dark brown, or grayish, with scales that may be gray rather than silvery white. These differences can lead to delayed diagnosis, as healthcare guidelines and resources often focus on presenting symptoms in individuals with lighter skin.
	tones have a greater potential for disfigurement due to 
	6
	7 
	8 

	7 
	Inflammation of the joints 
	Psoriatic arthritis is a type of arthritis associated with psoriasis, distinguished by joint swelling, pain, and stiffness, as well as discomfort in the entheses, where tendons and ligaments attach to bones.This condition can affect individuals of any age and can occur regardless of the severity of their skin symptoms. Even before a formal diagnosis, those with skin manifestations of psoriatic disease often report experiencing joint pain, stiffness, and fatigue. People living with psoriatic arthritis have a
	9 
	10 
	11 

	Delayed diagnosis drives irreversible joint damage 
	Timely diagnosis and effective treatment for psoriatic arthritis are essential in order to prevent irreversible joint damage and maintain a good quality of life. In Africa, limited rheumatology services and access barriers contribute to delayed diagnosis. Photographs taken at a clinic in Ethiopia reveal that individuals with psoriatic disease frequently experience delayed diagnoses of psoriatic arthritis, resulting in deformities that could have been prevented or delayed.
	12 
	13 

	Personalized treatment is essential, but access gaps 
	leave many untreated 

	Psoriatic disease requires personalized treatment.Care choices depend on the disease type, severity, location, overall health, and response to previous therapies. In practice, many people live with persistent or worsening symptoms without formal assessment or timely treatment. Pain and functional limitation tend to continue unchecked. 
	14 
	15 

	Although systemic and biologic therapies for psoriatic disease are highly effective, access remains limited for many, especially in low-resource settings. High cost is a primary barrier, compounded by restrictive health policies, weak health systems, and limited coverage.
	16,17 
	18 

	individuals with psoriasis also develops psoriatic arthritis.
	1 in 3 
	2 

	“The main problem impacting people with psoriatic disease is poor awareness. Even healthcare practitioners are not aware of psoriasis.
	 Doctors and nurses have asked me: ‘What’s happening to your skin?’ 

	Pierre Celestin Habiyaremye IFPA ambassador / Rwanda IFPA AMBASSADOR STORY 8 
	The second problem is access to treatment. The last problem is that those who are affected by psoriatic disease take traditional medicines, and these medicines can cause a different set of issues in the body, without the person knowing about it.” 
	interview online 
	Watch the 

	Figure
	Figure
	 BOX 
	FACT

	Psoriatic disease and traditional medicine 
	In many African communities, traditional some countries, up to 80% of people rely on herbal or topical remedies. Formal services are often distant, limited, or unaffordable.
	medicine remains the first point of care. In 
	19
	13 

	For psoriatic disease, people may use locally known plants and preparations. For example, in Ethiopia, several plant-based remedies are commonly used to treat skin and joint symptoms.At a dermatology center in Guinea, approximately half of the people living with psoriasis surveyed reported having tried traditional treatments before seeking hospital care.gaps rather than preference alone. Traditional products can delay diagnosis and effective treatment. Some may interact with prescribed medicines or cause ha
	13  
	20 
	 These practices reflect access 
	21 
	 Evidence of benefit is inconsistent, 

	Links between traditional care and formal health systems remain weak. This separation increases the risk of late presentation, ongoing disease activity, and avoidable complications. 
	22 

	9 
	THE BURDEN 
	of psoriatic disease in Africa remains underestimated 
	The true burden 

	Psoriasis affects an estimated  across Africa, a region of more than 1.3 billion people.
	3.5 million people
	23 

	Globally, and in Africa, psoriasis prevalence varies across geographic regions. For example, Eastern sub-Saharan Africa has a similar population size to that of North Africa, but reports only half the number of cases. The distribution of cases points to a north–south divide, shaped by genetics, health system capacity, environmental exposure, and disease awareness. 
	23 

	Countries in the East African region – namely Kenya, Tanzania, Uganda, Rwanda, and Burundi – face considerable socioeconomic constraints that restrict access to both diagnosis and routine dermatological care. In fact, physician-/dermatologist-diagnosed prevalence rates for adults in the region and also across West, Central, and Southern Africa are reported to be as low as 0.06%.
	24,25 
	23 
	These figures likely reflect a substantial number of missed diagnoses due to various systemic 
	issues.
	13 

	In stark contrast, Australia, a high-income country with a robust and well-resourced primary care system, reports a considerably higher prevalence of psoriasis of 3.78% among adults. This disparity tends to highlight the diagnosis and treatment of the condition. The wide variation in prevalence rates suggests that inadequate access to primary care, a shortage of trained healthcare professionals, and lower levels of health literacy contribute to underdiagnosis and misdiagnosis of psoriasis in Africa.
	23 
	the significant impact of healthcare infrastructure on 
	24,26 

	Reliable data are scarce and mask the extent of the disease burden 
	 Only 41 of the more than 220 countries and territories in the world have epidemiological data on psoriasis in the general population. Prevalence studies in people with darker skin are especially limited worldwide, and population-based research in Africa is sparse (see fact box).
	Considerable gaps still exist in the geographical areas reporting data on the incidence and prevalence of psoriasis.
	23 
	7 

	. Few global analyses include African populations, largely due to the lack of population-level data. One estimate suggests that 15.5% of patients with psoriasis living in Africa have psoriatic arthritis, which is lower than reported in Europe. However, clinic-based studies tell a different story, with rates of 28% in Kenya and 25% in Nigeria.be more common than current estimates imply. 
	Data on psoriatic arthritis are even less frequent
	27,28 
	29 
	30,31  
	These findings suggest that joint disease may 

	Psoriatic disease in children is rising, but remains poorly understood in Africa 
	Children and adolescents are also impacted. Psoriasis is less common in children than in adults, with a physician-/dermatologist-diagnosed prevalence of less than 1% in all countries and onset typically occurring during adolescence. Although there are just over 600,000 pediatric cases worldwide, rates have increased in all regions over the past three decades. Over this period, sub-Saharan Africa experienced the greatest increase in pediatric psoriasis cases globally.
	23,32 
	33 
	33 

	Globally, psoriatic arthritis affects an estimated 3.3% of children and adolescents with psoriasis. Yet its epidemiology in children remains poorly described, with minimal information from African populations.
	29 
	34 

	Countries without population-based data Countries with population-based data35 More data are needed on psoriatic disease prevalence in African populations The lack of large-scale population-based studies on psoriasis in Africa frustrates our understanding of its prevalence, limiting effective healthcare planning and equitable treatment for all. FACT BOX 
	Global prevalence data 
	review of the global burden of psoriasis, with data from 41 countries across 14 regions, including Africa.
	The Global Psoriasis Atlas (GPA) is the world’s most extensive 
	23 

	The GPA began differentiating between physician-/ dermatologist-diagnosed cases and self-reported cases when reporting data in order to address global prevalence variations, improve epidemiological accuracy, and acknowledge the burden of undiagnosed or misdiagnosed burden versus suspected cases. 
	psoriasis. This distinction seeks to clarify the verified disease 

	Physician/dermatologist diagnosis 
	psoriasis through formal clinical assessment. Many individuals with psoriasis may not seek treatment, potentially resulting in underreporting in studies relying solely on medical records. 
	Cases reported as diagnosed by a physician or dermatologist confirm 

	Countries with missing data 
	Many countries, particularly those in Africa, lack prevalence data on psoriasis. For these nations, the GPA uses a statistical model based on available data for estimates, which are less reliable than those derived from original data sources and should be interpreted with caution. 
	impacts far more than 
	THE
	 BURDEN 
	Psoriatic disease 
	the skin and joints 

	Psoriatic disease physical, mental, and social well-being, especially in Africa.
	significantly affects 
	4 

	The burden is often higher than in wealthier regions, mainly because of limited access to dermatology and rheumatology services. Diagnosis is often delayed, and many people live for years without clear information or effective treatment. As a result, disease activity worsens without control, leading to increased disability and long-term effects.
	13,36 
	13 

	Misunderstanding and stigma amplify the social burden of disease 
	Psoriatic disease is widely misunderstood and often mistaken for an infectious, fungal, or hygiene-related condition. Visible skin changes can lead to avoidance, discrimination, and exclusion from social and community life. Many individuals withdraw socially due to shame or fear of judgment. These experiences erode self-esteem and reinforce isolation.
	37 
	4,38
	38
	38 

	Women and socioeconomically disadvantaged groups face the greatest challenges 
	Women often experience a higher psychosocial burden due to cultural expectations related to appearance, marriage, and caregiving roles.Psoriatic disease may affect marriage prospects or strain existing relationships. At the same time, caregiving responsibilities and restrict access to care. 
	39,40 
	41,42 
	limited financial autonomy can 

	Psychological distress is common but rarely recognized or treated 
	Depression, anxiety, and emotional distress are frequent among people living with psoriatic disease.These impacts are compounded by stigma, chronic symptoms, services are scarce in many settings, and psychosocial support is rarely integrated into chronic disease management.
	38 
	and financial stress. Mental health 
	43 

	Myths and misinformation hinder effective management and care 
	Widespread myths about contagion, spiritual causes, or lifestyle factors continue to shape perceptions of psoriatic disease. In the absence of accessible, trusted health information, people with skin or joint symptoms of psoriatic disease may delay seeking care or rely on ineffective treatments. These beliefs complicate communication with healthcare providers and reduce adherence to long-term treatment plans.
	37 
	37 

	Symptoms directly affect the ability to work, generate an income, and pay for care 
	Chronic pain, joint stiffness, and skin lesions limit the ability to work and earn an income. This is especially damaging in settings where livelihoods depend on manual or informal work. Lost productivity and missed workdays are common.
	44 
	45 

	Financial impact is compounded by health 
	 Most people in Africa pay for care out of pocket. While universal health coverage (UHC) and social health insurance schemes exist, coverage of low-income populations remains limited. Private insurance is rare, and many people pay in cash for medicines.
	system design.
	46 
	46
	47 

	 High-cost therapies, including biologics, are typically not covered by insurance. In rural Cameroon, annual biologic costs range between 30,000 and 80,000 US dollars, placing them far beyond the reach of most people with psoriatic disease.
	Effective treatments are often unaffordable.
	36 

	Psoriatic disease can be a pathway to poverty 
	Psoriatic disease often starts as a health problem. It 
	quickly becomes an economic one. 

	Across Africa, diagnosis is frequently delayed, treatment options are limited, and medical costs can be prohibitive. As a result, people often seek care only when the disease is severe. Severe disease costs more, lasts longer, and disrupts work and family life.
	48 

	Psoriatic disease does not act alone. It interacts with fragile health systems and limited social protection. Even people in formal employment can fall behind. Left untreated or poorly managed, psoriatic disease becomes a driver of poverty, not just a consequence of it.
	48 

	As disease severity increases, so do costs. Medicines, clinic visits, travel, and lost workdays accumulate. Caregivers may also lose income. 
	 EXAMPLE 
	CASE

	The annual treatment costs for psoriasis in Nigeria
	49 

	Mild $652 Moderate $858 Treatment costs in Nigeria (US dollars)* 0 200 400 600 800 1,000 14 
	$1,061 
	Severe 

	Figure
	PATIENT
	 STORY 

	Traditional beliefs and stigma 
	Rwanda 
	Valentine Murakatete, a 31-year-old Rwandan woman with psoriatic disease, initially felt a burning sensation on her skin that spread in patches.  Misbeliefs in her community led to accusations of HIV or other contagious diseases, resulting in ostracism. This stigma, coupled with distress, including suicidal thoughts and attempts.
	Before seeking a diagnosis, she relied on local remedies suggested by friends who attributed her condition to witchcraft.
	her physical symptoms, caused significant emotional 
	50 

	Valentine Murakatete, 
	Her full story can be read online at 
	AllAfrica.com 
	AllAfrica.com 


	Figure
	NIGERIA 30% of income 
	, the cost of treating severe psoriasis can consume nearly 30% of their annual earnings.
	For a graduate in a federal job in Abuja
	49 

	NIGERIA 
	NIGERIA 
	$16.4 million 
	is spent 


	15 
	each year on psoriasis treatment, nearly 2% of the national health budget.A large share of this cost is paid directly by people living with the disease and their families. 
	49,
	* 
	* 


	* Government spend on treatment costs was converted from Nigerian naira to US dollars. Rates were calculated at the time of the study in 2016. 
	THE BURDEN 
	crossroads of NCDs and infectious diseases 
	Psoriatic disease sits at the 

	NCDs now account for about a third of deaths across the continent, and sub-Saharan Africa is experiencing the fastest increase in NCD mortality globally, despite limited resources to manage this growing dual health challenge.
	51-53 

	Psoriatic disease closely coexists with other NCDs, increasing health risks and care complexity. People living with psoriatic disease have a higher risk of developing cardiovascular disease, diabetes, obesity, mental health disorders, and some cancers. When these the overall disease burden increases, and management becomes more challenging. 
	-
	inflammatory bowel disease, 
	54
	conditions are not identified early, 

	Data from North Africa illustrate the scale of this challenge. In a multicenter hospital study across Algeria, Tunisia, and Morocco, cardiometabolic risk factors were widespread among people with 
	Data from North Africa illustrate the scale of this challenge. In a multicenter hospital study across Algeria, Tunisia, and Morocco, cardiometabolic risk factors were widespread among people with 
	psoriatic disease. Nearly one in three had dyslipidemia. Almost one in four lived with obesity or diabetes. More than a third met the criteria for metabolic syndrome. 
	55
	hypertension. Over one in five had 


	a biological link. Elevated with cardiovascular risk have been observed in a North African population. In South Africa, signs of atherosclerosis were more common 
	Systemic inflammation provides 
	56,57
	inflammatory markers associated 
	58

	Figure
	in people with psoriasis than in those without the disease.
	59 

	Obesity further worsens outcomes. More than half of the people with psoriatic arthritis in Africa are also estimated to live with obesity.Excess body weight increases the risk of earlier disease onset, worsens symptoms, reduces treatment response, and adds to cardiometabolic risk.
	60 
	61 

	UN Sustainable 
	Achieving the 

	 on health and well-being requires health systems to address the full burden of NCDs. Psoriatic disease must be included in this effort. 
	Development Goal 3

	Psoriatic disease does not exist in isolation from infectious disease 
	the same time, psoriatic disease and its treatments can increase susceptibility to serious communicable diseases.
	Infections can trigger or worsen disease flares. At 
	62 

	This overlap is especially important in Africa, where infectious diseases remain a major cause of illness and death. TB and HIV continue to place a heavy strain on health systems, particularly in southern and eastern Africa. Other infections, including viral hepatitis and endemic fungal diseases, also pose risks. Chikungunya virus, which is endemic to certain regions and recently broke out in Réunion, Mayotte, Mauritius, Madagascar, Kenya, and Somalia, adds further complexity, as its severe joint pain can m
	63
	63
	62
	64,65 

	In people living with HIV, psoriasis often presents with greater severity, atypical patterns, and poorer response to standard therapies. Psoriasis affects an estimated 2% to 5% of people living with HIV, a higher prevalence than in the general population.
	HIV significantly alters the course of psoriatic disease. 
	66,67 
	68 

	Evidence from West Africa highlights the consequences. In Conakry, Guinea, nearly 40% of people with HIV-positive psoriasis also had psoriatic arthritis. Around 43% developed erythroderma, a severe and potentially life-threatening complication. A similiar pattern of more severe disease was also reported in Nigeria among HIV-positive people.
	20 
	69 

	Systemic therapies and biologic agents suppress immune responses and raise the risk of infections such as TB and viral hepatitis, both common in endemic settings. TB screening before starting biologic therapy, followed by regular monitoring, is essential. Diabetes, a common comorbidity in psoriatic disease, further increases TB risk, reinforcing the need for integrated screening and coordinated care.
	Treatment further increases infection risk. 
	70 
	71 

	Addressing psoriatic disease requires alignment with infectious disease prevention and control. Without this, people remain exposed to avoidable risks from both conditions. 
	GUINEA 24.7% of people with psoriasis tested positive for HIV.20 Psoriasis was the first indication of HIV infection in more than half the cases. 
	 BOX 
	FACT

	Chikungunya virus 
	Figure
	A mosquito-borne viral infection common in parts of Africa. It spreads through bites from infected Aedes mosquitoes. The virus causes sudden fever and severe joint pain. Joint symptoms can last for months or longer. Swelling and stiffness are common. Because chikungunya affects the joints, it can resemble or worsen  This overlap can delay diagnosis and complicate care for people with joint manifestations of psoriatic disease. 
	65 
	65
	64
	inflammatory arthritis.
	64

	17 
	THE BURDEN 
	Limited access to care delays diagnosis and weakens treatment 
	The path from identifying symptoms to achieving successful treatment for individuals living with psoriatic disease in Africa is rarely simple: 
	challenges can arise throughout the patient care journey. 

	01 
	First sign of symptoms 
	Individual seeks help 

	Psoriasis often develops as subtle, itchy, or sore scaly patches that cause a person to seek care from a pharmacist or general practitioner.These symptoms are frequently missed or confused with dandruff, dry skin, eczema, or more familiar infections. A lack of public among healthcare professionals, contributes to misdiagnosis or late diagnosis.
	36 
	awareness of the disease, and specifically 
	26,37 

	02 
	disease progresses 
	disease progresses 
	Symptoms worsen, 

	Delays in diagnosis 

	Poor awareness of the disease and a failure to receive a proper diagnosis can cause a person to become stuck in primary care or turn to alternative remedies when that care fails to meet their needs. Patients often only get an accurate diagnosis after being referred to a dermatologist, which can take years in some cases. Many countries lack national guidelines or clear care pathways for psoriatic disease and other NCDs. South Africa remains one of the few countries with formal guidelines and specialist refer
	36,70,72 
	13,36 
	73 

	03 
	Referral to a specialist 
	Extended waiting times 
	for an appointment 

	Health systems face widespread shortages of professionals providing advanced care for autoimmune diseases and NCDs, including dermatologists, rheumatologists, cardiologists, and endocrinologists.  Most are concentrated in large cities. In Nigeria, for example, only 30 rheumatologists serve a population of about 200 million people.For people living in rural or peri-urban areas, it can take weeks or months to get an appointment, followed by long travel and waiting times to see the specialist, or no access at 
	1,75,76
	1
	76 
	76
	76 

	In Rwanda, only 12 dermatologists serve a population of 13 million people. All of them are based in Kigali.74 
	“Training more primary care practitioners would be useful because, the truth is, , and keep treating it as a fungal infection. In psoriasis, timely intervention is very important. Early diagnosis and treatment are key.” 
	most of them can’t recognize the disease

	disease-specific training and resources for primary 
	Dermatologist in Ghana 
	– discussing psoriatic 
	care providers. 

	“Outcomes are better when patients get timely treatments across the board. Given that there is readily available treatment, the delay to diagnosis is unacceptable.  and have broken referral pathways, as well as a lack of awareness.” 
	Hospitals in the public system are overrun

	– discussing time to diagnosis for psoriatic arthritis (they estimated a delay of six to 12 months) 
	Rheumatologist in South Africa 

	“Most patients have to pay out of pocket. . Not everyone has public coverage. Because of distance, a lot of patients are in the villages, so access to coverage is bad.” 
	Many treatments aren’t covered by national insurance

	Figure
	– discussing barriers to treatment access 
	Nurse in Ghana 

	04 
	Medicines unaffordable or unavailable 
	Treatment begins 

	In Africa, affordable, older medications are preferred due to their cost-effectiveness and familiarity, while newer treatments are seldom included in essential medicines lists or UHC packages. Even when patients are prescribed less expensive treatment options, families still likely face high out-of-pocket costs, limited insurance, and the risk of catastrophic expenditures.Added to the cost challenges are availability issues. Fragile supply chains, reliant on imports with minimal local production, lead to fr
	12 
	12,77  
	78
	78,79 

	05 
	Psoriatic disease-related complications 
	Psoriatic disease-related complications 
	Inadequate chronic NCD disease care 

	psoriatic disease, an NCD that can lead to others.This gap may result in missed screenings for preventable conditions such as type 2 diabetes and cardiovascular disease or appropriate coordinated care with a multidisciplinary team. Overcoming challenges in NCD care requires innovative solutions like telehealth, task-sharing, and remote specialist consultations to improve access in underserved areas. Standardizing care pathways and enhancing training for primary care practitioners can facilitate earlier dete
	Primary care providers lack sufficient training in chronic inflammatory conditions like 
	4,80 
	81

	Recognition of psoriatic disease as an important NCD strengthens support at primary care Governments and NGOs are beginning to incorporate psoriatic disease into UHC and NCD action plans. Successful advocacy in countries like Panama and the Philippines provides a valuable model for local efforts.82,83 The inclusion of psoriatic disease within these frameworks engages systemic support and resources that enable primary care to deliver timely, comprehensive, and affordable care for people living with psoriatic
	 ADVOCACY 
	IFPA

	for a better future 
	Advocating 

	Figure
	To overcome the myriad of challenges that people living with psoriatic disease in Africa encounter, : better data unlock advocacy and policy action, policy unlocks resources, and resources deliver care that restores health, dignity, and economic participation for people living with psoriatic disease in Africa. 
	the way forward 
	must be practical and interdependent

	Watch the interview online “I became an advocate to become more involved in my community, get access to better training workshops and tools to empower myself, and empower other people in our community.” Zakieyah Ajouhaar IFPA ambassador / South Africa IFPA AMBASSADOR STORY 22 
	Figure
	Advocates in every African country demand action in 
	three key areas: 

	Unlock local knowledge 
	Research 
	and solutions 

	Nothing about us, 
	Representation 
	without us 

	We can only effectively manage what we measure. Data on every aspect of psoriatic disease in African populations are the key to informed decisions and solutions that can improve the everyday lives of those affected. 
	People-centered care must be at the forefront of all decisions. That means that people living with psoriatic disease must be present in rooms when decisions about them are being made. Moreover, we must be included in research, policy, and leadership. 
	Health is not a privilege 
	Rights 

	Access, equity, and stigma-free care – ensuring medicine availability, affordability, and quality care for all with psoriatic disease – must be non-negotiable. Recognizing psoriatic disease as a chronic systemic NCD and integrating it into national NCD policies, UHC packages, and health strategies requires unwavering political commitment. 
	Our advocacy 
	priorities: 

	Establish across Africa 
	national registries 

	Conduct to close the data gap 
	prevalence studies 

	Ensure  in global clinical trials 
	inclusion

	Our advocacy 
	priorities: 

	 for people living with psoriatic disease in NCD and UHC decision-making arenas 
	Secure a seat

	Achieve formal recognition 
	of patient organizations as partners in health system design 
	Our advocacy 
	priorities: 

	Advocate for the inclusion of medicines for psoriatic disease in 
	national essential medicines lists 

	 coverage of treatments 
	Ensure
	in UHC schemes 

	 anti-stigma legislation 
	Push for

	More research and more data can drive improvements in health outcomes 
	Better care for psoriatic disease in Africa depends on better evidence. High-quality research supports advocacy demands for improved care, equal representation, and policies that safeguard the rights of people living with psoriatic disease. That said, today, there are still research gaps that deter the planning, treatment, and implementation of effective policies. Yet these gaps are bridgeable. 
	Few population studies track the number of people living with psoriatic or the progression of the disease. Without this information, policymakers cannot plan services or allocate resources. Representative population clinic registries would allow countries to estimate 
	Basic epidemiological data are missing across much of the continent. 
	disease, the time when symptoms first appear, 
	surveys, standardized case definitions, and shared 
	burden and plan care with confidence. 

	Clinical research in psoriatic disease remains 
	heavily skewed toward high-income regions. 

	African populations are rarely included in trials, raising questions about how well existing evidence applies in settings with different genetics and high HIV prevalence. 
	Including African sites in global trials and pharmacogenomic studies would improve 
	confidence in dosing, safety, and effectiveness. 

	No formal cost-of-illness studies exist, and data on disability and lost productivity are scarce. Clear economic evidence could shift policy debates. Showing that effective treatment reduces long-term costs, disability, and income loss would strengthen the case for investment. 
	Little is known about the economic burden of 
	psoriatic disease in Africa. 

	 This limits the consistency of care and leaves people dependent on where they live or who they see. Developing local guidelines and embedding psoriatic disease within existing NCD and disability frameworks would support more person-centered and equitable care. 
	Few countries have national strategies or clinical 
	guidelines for psoriatic disease.

	Limited awareness fuels stigma and delays care. Psoriatic disease is still misunderstood by the public and some health workers, and is sometimes confused with infectious diseases such as HIV. 
	Research into local beliefs and cultural perceptions can guide targeted education and anti-stigma efforts. Better understanding leads to earlier care, better adherence, and improved quality of life. 
	Better research is not only an academic exercise. It is a practical tool to improve care, guide policy, and protect lives. 
	Registry to collect psoriatic disease data in Kenya The first psoriasis patient registry in Kenya has recently been established. The registry aims to enroll people with psoriatic disease over the course of 10 years, to analyze the clinical and genetic characteristics of the Kenyan population, ultimately providing crucial information on psoriatic disease in the local population.84 FACT BOX 
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	ABOUT

	Our vision and mission 
	Founded in 1971, IFPA is the International Federation of Psoriasis Associations. It is the only global organization representing and uniting all people living with psoriatic disease – regardless of where they live, the type of psoriatic disease they have, or how it impacts their lives. 
	Vision 
	A future where all people living with psoriatic disease enjoy good health and well-being
	, free from stigma and preventable disability and comorbidities. 

	Mission 
	 to improve the lives of all people affected by psoriatic disease. 
	Unite, strengthen, and lead the global psoriatic 
	disease community

	IFPA MEMBER ORGANIZATIONS IN THE AFRICA REGION 
	PsorAfrica 
	Psoriasis Africa (PsorAfrica) champions dignity, access to care, and inclusion for people living with psoriatic disease in Africa, moving from silence and stigma toward visibility, treatment, and empowerment. 
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	Constance Efua Forson 
	Psoriasis Association of Ghana 

	KENYA 
	Dr Evanson Njoroge Kamuri 
	Dr Evanson Njoroge Kamuri 
	Psoriasis Association of Kenya 

	RWANDA 
	Pierre Celestin Habiyaremye 
	Pierre Celestin Habiyaremye 
	Rwanda Psoriasis and Psoriatic Arthritis 
	Organization 

	Judy Wallace 
	SOUTH AFRICA 

	South African Psoriasis Association (SAPSA) 
	Figure
	References 
	1. 
	1. 
	1. 
	Tiwari R, Amien A, Visser WI, Chikte U. Counting dermatologists in South Africa: number, distribution and requirement. . 2022;187(2):248. 
	The British Journal of Dermatology


	2. 
	2. 
	Nair PA, Badri T. Psoriasis. StatPearls. Accessed November, 2025. 
	https://www.ncbi.nlm.nih.gov/ 
	https://www.ncbi.nlm.nih.gov/ 
	https://www.ncbi.nlm.nih.gov/ 

	books/NBK448194/ 
	books/NBK448194/ 




	3. 
	3. 
	Mrowietz U, Lauffer F, Sondermann W, Gerdes S, Sewerin P. Psoriasis as a Systemic Disease. . Jul 12 2024;121(14):467-472. doi:10.3238/ arztebl.m2024.0064 
	Dtsch Arztebl Int


	4. 
	4. 
	World Health Organization (WHO). . 2016. 
	Global report on psoriasis


	5. 
	5. 
	National Psoriasis Foundation (NPF). About Psoriasis. Accessed January, 2026. 
	https://www. 
	https://www. 
	https://www. 

	psoriasis.org/about-psoriasis/#overview 
	psoriasis.org/about-psoriasis/#overview 




	6. 
	6. 
	Alexis AF, Blackcloud P. Psoriasis in skin of color: epidemiology, genetics, clinical presentation, and treatment nuances. . Nov 2014;7(11):16-24. 
	J Clin Aesthet Dermatol


	7. 
	7. 
	Gkini MA, Nakamura M, Alexis AF, et al. Psoriasis in People With Skin of Color: An Evidence-Based Update. . 2025;64(4):667-677. 
	International Journal of Dermatology


	8. 
	8. 
	Lytvyn Y, Sachdeva M, Mufti A, Yeung J. Dermatology: how to manage psoriasis and recognize differences in pathophysiology and presentation in patients with skin of colour. . 2022;11doi:10.7573/dic.2021-9-3 
	Drugs Context


	9. 
	9. 
	National Institute of Arthritis and Musculoskeletal (NIH). Psoriatic Arthritis. Accessed December, 2025. 
	https://www.niams. 
	https://www.niams. 
	https://www.niams. 

	nih.gov/health-topics/psoriatic-arthritis 
	nih.gov/health-topics/psoriatic-arthritis 




	10. 
	10. 
	Merola JF, Patil D, Egana A, Steffens A, Webb NS, Gottlieb AB. Prevalence of Musculoskeletal Symptoms in Patients with Psoriasis and Predictors Associated with the Development of Psoriatic Arthritis: Retrospective Analysis of a US Claims Database. . 2023/11/01 2023;13(11):2635-2648. doi:10.1007/ s13555-023-01025-8 
	Dermatology and Therapy


	11. 
	11. 
	Tezcan EA, Levendoglu F, Durmaz MS, et al. Carpal Tunnel Syndrome in Patients with Psoriatic Arthritis: Ultrasonography and Magnetic Resonance Imaging Findings. . Jan 1 2023;30(1):36-44. doi:10.4078/jrd.22.0028 
	J Rheum Dis


	12. 
	12. 
	Maharaj AB, Adebajo A. Psoriatic arthritis in Africa. . Sep 2021;40(9):3411-3418. doi:10.1007/s10067-021-05841-1 
	Clin Rheumatol


	13. 
	13. 
	Psoriasis in Tigray, Ethiopia: Focusing on available treatments. . Mar 2022;35(3):e14718. doi:10.1111/dth.14718 
	Morrone A, Dell’Anna ML, Cristaudo A, et al. 
	Dermatol Ther


	14. 
	14. 
	Cather JC, Young M, Bergman MJ. Psoriasis and Psoriatic Arthritis. . Mar 2017;10(3):S16-s25. 
	J Clin Aesthet Dermatol


	15. 
	15. 
	G, Guarneri C. Are Patients with Psoriasis and Psoriatic Arthritis Undertreated? A Population-Based Study from Southern Italy. . Jul 31 2021;10(15)doi:10.3390/jcm10153431 
	Ingrasciotta Y, Isgrò V, Ientile V, Tari M, Trifirò 
	J Clin Med


	16. 
	16. 
	Wu B, Chen Q, Cao R, Zhu L, Zhu H. Comparative effectiveness of combined biologic agents versus standard therapies in the treatment of plaque psoriasis: a retrospective analysis. . 2024;11:1451069. 
	Frontiers in Medicine


	17. 
	17. 
	MedwireNews. Managing psoriatic arthritis in resource-limited settings. Accessed January, 2026. 
	MedwireNews. Managing psoriatic arthritis in resource-limited settings. Accessed January, 2026. 
	https://www.medwirenews.com/ 
	https://www.medwirenews.com/ 
	https://www.medwirenews.com/ 

	showcase/managing-psoriatic-arthritis-in-
	showcase/managing-psoriatic-arthritis-in-

	resource-limited-settings-2/ 
	resource-limited-settings-2/ 




	18. 
	18. 
	Wright AK, Swan R, Xu J, et al. Skin disease in the Eastern Cape (SKINSCAPE): a Global Psoriasis Atlas point prevalence study in rural South Africa. . Oct 3 2025;doi:10.1093/bjd/ljaf386 
	Br J Dermatol


	19. 
	19. 
	World Heath Organization (WHO). African Traditional Medicine Day 2022. Accessed November, 2025. 
	World Heath Organization (WHO). African Traditional Medicine Day 2022. Accessed November, 2025. 
	https://www.afro.who.int/ 
	https://www.afro.who.int/ 
	https://www.afro.who.int/ 

	regional-director/speeches-messages/ 
	regional-director/speeches-messages/ 

	african-traditional-medicine-day-
	african-traditional-medicine-day-

	2022#:~:text=Message%20of%20WHO%20 
	2022#:~:text=Message%20of%20WHO%20 

	Regional%20Director,Medicine%20(2011%2D2020
	Regional%20Director,Medicine%20(2011%2D2020


	). 


	20. 
	20. 
	Keita M, Soumah M, Tounkara T, et al. Retrospective Study of 23 Cases of Psoriasis Association with HIV Infection Observed in the Department of Dermatology-STD in the University Hospital of Donka Conakry Guinea. . 2018;8(1):1-5. 
	Journal of Cosmetics, Dermatological Sciences and Applications


	21. 
	21. 
	Kumar V, Sharma S, Gupta A, et al. Anti-in psoriasis: A comprehensive review of mechanisms and therapeutic potential.. 2025;23(03):279-289. 
	inflammatory effects of herbal medicines 
	 World Journal of Biology Pharmacy and Health Sciences


	22. 
	22. 
	Ampomah IG, Malau-Aduli BS, Malau-Aduli AEO, Emeto TI. Effectiveness of Integrated Health Systems in Africa: A Systematic Review. . May 29 2020;56(6)doi:10.3390/ medicina56060271 
	Medicina (Kaunas)


	23. 
	23. 
	Global psoriasis atlas. Explore the data. Accessed October, 2025. 
	https://www. 
	https://www. 
	https://www. 

	globalpsoriasisatlas.org/en/explore 
	globalpsoriasisatlas.org/en/explore 




	24. 
	24. 
	Mundeli S, Mirembe SK, Mulyowa GK, Katja D. Dermatology in Uganda: Past, Present, and Future Prospects.. 2025; 6(3)( 5) 
	 Student’s Journal of Health Research Africa


	25. 
	25. 
	Chang AY, Kiprono SK, Maurer TA. Providing dermatological care in resource-limited settings: barriers and potential solutions. . Jul 2017;177(1):247-248. doi:10.1111/ bjd.15372 
	Br J Dermatol


	26. 
	26. 
	Makaula PU, Chateau AV, Hift RJ, Dlova NC, Mosam A. The impact of basic dermatology education and training on primary healthcare providers in KwaZulu-Natal, South Africa. . Jan 15 2021;63(1):e1-e5. doi:10.4102/safp.v63i1.5200 
	S Afr Fam Pract (2004)


	27. 
	27. 
	Kang Z, Zhang X, Du Y, Dai S-M. Global and regional epidemiology of psoriatic arthritis in patients with psoriasis: A comprehensive systematic analysis and modelling study. . 2024/05/01/ 2024;145:103202. doi:
	Journal of Autoimmunity
	10.1016/j.jaut.2024.103202 
	10.1016/j.jaut.2024.103202 



	28. 
	28. 
	Lembke S, Macfarlane GJ, Jones GT. The worldwide prevalence of psoriatic arthritis-a systematic review and meta-analysis. . Dec 1 2024;63(12):3211-3220. doi:10.1093/rheumatology/keae198 
	Rheumatology (Oxford)


	29. 
	29. 
	Alinaghi F, Calov M, Kristensen LE, et al. Prevalence of psoriatic arthritis in patients with psoriasis: A systematic review and meta-analysis of observational and clinical studies. . 2019/01/01/ 2019;80(1):251-265.e19. doi:
	Journal of the American Academy of Dermatology
	10.1016/j.jaad.2018.06.027 
	10.1016/j.jaad.2018.06.027 



	30. 
	30. 
	Achungo J, Njuguna P, Etau P. Prevalence   and Factors   Associated   with   Psoriatic   Arthritis among Psoriasis  Patients  on  Follow-up  at  the Dermatology  and  Rheumatology Units, Kenyatta National Hospital, Kenya. . 2025;Volume (Issue 2) 
	East African Journal of Health and Science


	31. 
	31. 
	Ajibade A, Ayanlowo O, Olaosebikan H, et al. Peculiarities of psoriatic arthritis among Nigerian psoriasis patients: a comparative cross-sectional study. . 2024;16(20) 
	PAMJ Clinical Medicine


	32. 
	32. 
	Menter A, Cordoro KM, Davis DMR, et al. Joint American Academy of Dermatology&#x2013;National Psoriasis Foundation guidelines of care for the management and treatment of psoriasis in pediatric patients. . 2020;82(1):161-201. doi:10.1016/j.jaad.2019.08.049 
	Journal of the American Academy of Dermatology


	33. 
	33. 
	Jin L, Yang J, Wan P, Cheng Y. Incidence trends in Global Burden of Disease Study 2021. . May 23 2025;50(6):1171-1179. doi:10.1093/ ced/llaf050 
	paediatric psoriasis 1990-2021: findings from the 
	Clin Exp Dermatol


	34. 
	34. 
	Brandon TG, Manos CK, Xiao R, Ogdie A, Weiss PF. Pediatric Psoriatic Arthritis:A Population-Based Cohort Study of Risk Factors for Onset and . 2018;3(4):131-136. doi:10.1177/2475530318799072 
	Subsequent Risk of Inflammatory Comorbidities. 
	Journal of Psoriasis and Psoriatic Arthritis®


	35. 
	35. 
	Parisi R, Iskandar IY, Kontopantelis E, Augustin and worldwide epidemiology of psoriasis: systematic analysis and modelling study. . 2020;369 
	M, Griffiths CE, Ashcroft DM. National, regional, 
	bmj


	36. 
	36. 
	Ngwasiri CA, Kwangsa N-MC, Abanda MH, Aminde LN. Occurrence and challenges in the management of severe chronic plaque type psoriasis in a limited resourced setting: a case report. . 2019;32(1) 
	Pan African Medical Journal


	37. 
	37. 
	IFPA. Diversity in Psoriatic Disease Care: an interview with Judy Wallace. Accessed November 2025. 
	IFPA. Diversity in Psoriatic Disease Care: an interview with Judy Wallace. Accessed November 2025. 
	https://www.ifpa-pso.com/ 
	https://www.ifpa-pso.com/ 
	https://www.ifpa-pso.com/ 

	resources-tools/diversity-in-psoriatic-disease-
	resources-tools/diversity-in-psoriatic-disease-

	care-an-interview-with-judy-wallace 
	care-an-interview-with-judy-wallace 




	38. 
	38. 
	IFPA. 
	IFPA. 
	Inside Psoriatic Disease: Mental Health
	. 2022. 
	https://www.ifpa-pso.com/content/tools/ 
	https://www.ifpa-pso.com/content/tools/ 
	https://www.ifpa-pso.com/content/tools/ 

	Mental-Health-Report_eng.pdf 
	Mental-Health-Report_eng.pdf 




	39. 
	39. 
	Kumsa SM, Tadesse TA, Woldu MA. Management practice, quality of life and associated factors in psoriasis patients attending a dermatological center in Ethiopia. . 2021;16(11):e0260243. doi:10.1371/journal.pone.0260243 
	PLoS One


	40. 
	40. 
	Yaghoubinia F, Saeedinezhad F, Keikhaei A, Piri F. Experiences of young girls with psoriasis: A descriptive phenomenological study. . 2020;8(8) 
	Medical-Surgical Nursing Journal


	41. 
	41. 
	International Psoriasis Council (IPC). Understanding the Impact of Psoriasis on 
	International Psoriasis Council (IPC). Understanding the Impact of Psoriasis on 
	Women’s Lives. Accessed January, 2026. 
	https:// 
	https:// 
	https:// 

	psoriasiscouncil.org/expert-insights/impact-of-
	psoriasiscouncil.org/expert-insights/impact-of-

	psoriasis-on-womens-lives/ 
	psoriasis-on-womens-lives/ 




	42. 
	42. 
	Altobrando DIA, Vara G, Filippi F, Sacchelli L, Patrizi A, Bardazzi F. The impact of psoriasis on marriage. . Jun 2022;157(3):235-239. doi:10.23736/s27848671.21.06974-7 
	Ital J Dermatol Venerol
	-


	43. 
	43. 
	Sorsdahl K, Petersen I, Myers B, Zingela Z, Lund current status of the mental healthcare system in South Africa. . 2023/12/15/ 2023;4:100247. doi:
	C, van der Westhuizen C. A reflection of the 
	SSM - Mental Health
	10.1016/j.ssmmh.2023.100247 
	10.1016/j.ssmmh.2023.100247 



	44. 
	44. 
	DiBonaventura M, Souza CdS, Ferreira CN, et al. The association between psoriasis and health-related quality of life, work productivity, and healthcare resource use in Brazil. Anais Brasileiros de Dermatologia. 2018/03/01/ 2018;93(2):197-204. doi:10.1590/abd1806-4841.20186069 
	DiBonaventura M, Souza CdS, Ferreira CN, et al. The association between psoriasis and health-related quality of life, work productivity, and healthcare resource use in Brazil. Anais Brasileiros de Dermatologia. 2018/03/01/ 2018;93(2):197-204. doi:10.1590/abd1806-4841.20186069 
	45. 
	45. 
	45. 
	Orbai AM, Reddy SM, Dennis N, et al. Work absenteeism and disability associated with psoriasis and psoriatic arthritis in the USA—a retrospective study of claims data from 2009 TO 2020. . 2021/12/01 2021;40(12):4933-4942. doi:10.1007/s10067-021-05839-9 
	Clinical Rheumatology


	46. 
	46. 
	World Health Organization (WHO). Towards universal health coverage in the WHO African 
	Region: tracking financial protection. 2024. 


	47. 
	47. 
	Ly MS, Bassoum O, Faye A. Universal health insurance in Africa: a narrative review of the literature on institutional models. . 2022;7(4) 
	BMJ Global Health


	48. 
	48. 
	Hawro T, Zalewska A, Hawro M, Kaszuba A, Królikowska M, Maurer M. Impact of psoriasis severity on family income and quality of life. . 2015;29(3):438-443. 
	Journal of the European Academy of Dermatology and Venereology


	49. 
	49. 
	Ukonu BA, Ibekwe PU. Clinical and economic burden of psoriasis: a retrospective study of the cost implications among cohorts in Abuja, Nigeria. . 2020;6(4):443. 
	International Journal of Research


	50. 
	50. 
	AllAfrica. Rwanda: ‘People Thought I Had 
	AllAfrica. Rwanda: ‘People Thought I Had 
	HIV’ - Psoriasis Patients Speak Out On Stigma 
	and Neglect. Accessed November, 2025. 
	https://allafrica.com/stories/202511040021. 
	https://allafrica.com/stories/202511040021. 
	https://allafrica.com/stories/202511040021. 

	html#:~:text=Murakatete%20noted%20that%20 
	html#:~:text=Murakatete%20noted%20that%20 

	she%20feels,hide%20the%20patches%20 
	she%20feels,hide%20the%20patches%20 

	from%20people 
	from%20people 




	51. 
	51. 
	World Health Organization African Region. Noncommunicable Disease. Accessed November, 2025. 
	https://www.afro.who.int/ 
	https://www.afro.who.int/ 
	https://www.afro.who.int/ 

	health-topics/noncommunicable-diseases 
	health-topics/noncommunicable-diseases 




	52. 
	52. 
	Roser MaR, H. Burden of Disease. . Accessed November, 2025. 
	https://ourworldindata.org/ 
	https://ourworldindata.org/ 
	https://ourworldindata.org/ 

	burden-of-disease 
	burden-of-disease 




	53. 
	53. 
	Gouda HN, Charlson F, Sorsdahl K, et al. Burden of non-communicable diseases in sub-Saharan Africa, 1990&#x2013;2017: results from the Global Burden of Disease Study 2017. . 2019;7(10):e1375-e1387. doi:10.1016/S2214-109X(19)30374-2 
	The Lancet Global Health


	54. 
	54. 
	IFPA. 
	IFPA. 
	Psoriatic disease and comorbidities
	. 2024. 
	https://www.ifpa-pso.com/content/uploads/ 
	https://www.ifpa-pso.com/content/uploads/ 
	https://www.ifpa-pso.com/content/uploads/ 

	PSDComorbidities_Digital_251014.pdf 
	PSDComorbidities_Digital_251014.pdf 




	55. 
	55. 
	Aounallah A, Mernissi FZ, Dahmani B, et al. Addictive behaviors, cardiovascular and metabolic comorbidities in North African psoriatic patients: case-control study. . 2019;34:205. doi:10.11604/ pamj.2019.34.205.12883 
	Pan Afr Med J


	56. 
	56. 
	Eder L, Gladman DD. Atherosclerosis in psoriatic disease: latest evidence and clinical implications. . Oct 2015;7(5):187-95. doi:10.1177/1759720x15591801 
	Ther Adv Musculoskelet Dis


	57. 
	57. 
	Mourino-Alvarez L, Perales-Sanchez I, Berna-Rico E, et al. Association of the Complement System with Subclinical Atherosclerosis in Psoriasis: Findings from an Observational Cohort Study. . 2024/05/01/ 2024;144(5):1075-1087. e2. doi:
	Journal of Investigative Dermatology
	10.1016/j.jid.2023.10.031 
	10.1016/j.jid.2023.10.031 



	58. 
	58. 
	Sabry D, Aboraia N, Samir M. A potential association between psoriasin to rs4819554 of IL-17RA gene polymorphism in psoriasis Egyptian patients. . May 2020;312(4):273-281. doi:10.1007/s00403-019-02011-x 
	Arch Dermatol Res





	59. 
	59. 
	Ramos S, Daya S, Crowther NJ, Pillay L, Tikly M, Goolam Mahyoodeen N. Prevalence and in Patients With Psoriasis-A Case Control Study. . 2022;9:890195. doi:10.3389/fmed.2022.890195 
	Predictors of Abdominal Aorta Calcification 
	Front Med (Lausanne)


	60. 
	60. 
	Yu Y, Wang J, Sun X, et al. Global Prevalence of Obesity in Patients With Psoriatic Arthritis in the Past Four Decades: An Analysis of Trends From 1984 to 2024. . 02/04 2026:e70088. doi:10.1111/ obr.70088 
	Obesity reviews : an official 
	journal of the International Association for the Study of Obesity


	61. 
	61. 
	Benitha R, Maharaj A, Makan K, et al. South African Rheumatism and Arthritis Association 2024 guidelines for the management of peripheral spondyloarthritis. . 2024;114(10):17-22. 
	South African Medical Journal


	62. 
	62. 
	Teng Y, Xie W, Tao X, et al. Infection-provoked psoriasis: Induced or aggravated (Review). . Jun 2021;21(6):567. doi:10.3892/ etm.2021.9999 
	Exp Ther Med


	63. 
	63. 
	Sossen B, Kubjane M, Meintjes G. Tuberculosis and HIV coinfection: Progress and challenges towards reducing incidence and mortality. . 2025/06/01/ 2025;155:107876. doi:
	International Journal of Infectious Diseases
	10.1016/j. 
	10.1016/j. 
	10.1016/j. 

	ijid.2025.107876 
	ijid.2025.107876 




	64. 
	64. 
	Simon F, Javelle E, Oliver M, Leparc-Goffart I, Marimoutou C. Chikungunya virus infection. . Jun 2011;13(3):218-28. doi:10.1007/s11908-011-0180-1 
	Curr Infect Dis Rep


	65. 
	65. 
	National Institute for Communicable Diseases. Update on Chikungunya fever (August 2025). Accessed January, 2026. 
	https://www.nicd. 
	https://www.nicd. 
	https://www.nicd. 

	ac.za/update-on-chikungunya-fever-
	ac.za/update-on-chikungunya-fever-

	august-2025/ 
	august-2025/ 




	66. 
	66. 
	Queirós N, Torres T. HIV-associated psoriasis. . 2018/05/01/ 2018;109(4):303-311. doi:
	Actas Dermo-Sifiliográficas (English Edition)
	10.1016/j. 
	10.1016/j. 

	adengl.2018.02.020 
	adengl.2018.02.020 



	67. 
	67. 
	Castillo RL, Racaza GZ, Roa FD. Ostraceous and inverse psoriasis with psoriatic arthritis as the presenting features of advanced HIV infection. . Apr 2014;55(4):e60-3. doi:10.11622/smedj.2014062 
	Singapore Med J


	68. 
	68. 
	Yang X, Zhou L, Zhang Z, Liu Y. A systematic review and meta-analysis of the prevalence of psoriasis in patients living with HIV. . Nov 8 2025;80:100810. doi:10.1016/j. clinsp.2025.100810 
	Clinics (Sao Paulo)


	69. 
	69. 
	Yahya H. HIV-related skin disease in Kaduna, North-West Nigeria: A 20-year experience. . 2022;19(2):110-127. 
	Borno Medical Journal


	70. 
	70. 
	Al Hammadi A, Al-Sheikh A, Ammoury A, et al. Experience and challenges for biologic use in the treatment of moderate-to-severe psoriasis in Africa and the Middle East region. . Mar 2017;28(2):129-135. doi:10. 1080/09546634.2016.1183763 
	J Dermatolog Treat


	71. 
	71. 
	Restrepo BI, Schlesinger LS. Impact of diabetes on the natural history of tuberculosis. . Nov 2014;106(2):191-9. doi:10.1016/j. diabres.2014.06.011 
	Diabetes Res Clin Pract


	72. 
	72. 
	AlOrbani AM, El-Komy MHM, Mourad A, Amer MA. Psoriasis knowledge gaps and misconceptions in the Middle East and North study. . Dec 2024;63(12):1748-1754. doi:10.1111/ijd.17255 
	Africa (MENA) regions: patients’ survey-based 
	Int J Dermatol


	73. 
	73. 
	Raboobee N, Aboobaker J, Jordaan HF, et al. Guideline on the management of psoriasis in South Africa. . Apr 2010;100(4 Pt 2):257-82. 
	S Afr Med J


	74. 
	74. 
	Eber AE, Hogan S, Ndagijimana J-B, McCall N, Phillips TJ, Dover JS. Advancing Dermatology Education and Care in Rwanda: The Impact of a New Academic Partnership. 2024. p. e120. 

	75. 
	75. 
	Manoel PZ, Uwishema O, Manoel AZ, Dike IC, Yassin N, Mshaymesh S. Exploring the burden of non-communicable diseases on surgical services in Africa: a comprehensive literature review. . May 2025;87(5):2847-2854. doi:10.1097/ ms9.0000000000003236 
	Ann Med Surg (Lond)


	76. 
	76. 
	Nicholas A, Alare K, AbdulBasit Opeyemi M, Oluwatosin A. The outlook of rheumatological care in Africa: Current state, challenges, and recommendation. . Oct 2022;82:104689. doi:10.1016/j.amsu.2022.104689 
	Ann Med Surg (Lond)


	77. 
	77. 
	Maya-Rico AM, Londoño-García Á, Palacios-Barahona AU, Jimenez-Tamayo SB, Muriel-Lopera E. Out-of-pocket costs for patients with psoriasis in an outpatient dermatology referral service. . May-Jun 2021;96(3):295-300. doi:10.1016/j. abd.2020.09.004 
	An Bras Dermatol


	78. 
	78. 
	Mishra V. Pharmaceutical Supply Chain Design in Africa Leading to Diffusion of Responsibility for Quality Issues? . 2023;4:5. 
	world


	79. 
	79. 
	Carrascosa JM, Notario J. Drug Survival in Biologic Therapy. Do We Know What it Means? Can We Calculate it? . 2014/10/01/ 2014;105(8):729-733. doi:
	Actas 
	Dermo-Sifiliográficas (English Edition)
	10.1016/j. 
	10.1016/j. 

	adengl.2014.04.022 
	adengl.2014.04.022 



	80. 
	80. 
	Kruk ME, Nigenda G, Knaul FM. Redesigning primary care to tackle the global epidemic of noncommunicable disease. . Mar 2015;105(3):431-7. doi:10.2105/ ajph.2014.302392 
	Am J Public Health


	81. 
	81. 
	Delivering Primary Care for Non-communicable Diseases: Compendium of Service Delivery models in Low and Middle-income Countries
	International Bank for Reconstruction and Development and The World Bank. 
	. 2025. 


	82. 
	82. 
	IFPA. Law 322 passes in Panama. Accessed January, 2026. 
	IFPA. Law 322 passes in Panama. Accessed January, 2026. 
	https://www.ifpa-pso.com/ 
	https://www.ifpa-pso.com/ 
	https://www.ifpa-pso.com/ 

	resources-tools/law-322-passes-in-panama 
	resources-tools/law-322-passes-in-panama 




	83. 
	83. 
	IFPA. Philippines Psoriasis Bill Approved. Accessed January, 2026. 
	IFPA. Philippines Psoriasis Bill Approved. Accessed January, 2026. 
	https://www.ifpa-pso. 
	https://www.ifpa-pso. 
	https://www.ifpa-pso. 

	com/resources-tools/philippines-psoriasis-
	com/resources-tools/philippines-psoriasis-

	bill-approved 
	bill-approved 




	84. 
	84. 
	Marquez-Grap G, Biwott P, Chen M, et al. Establishment of the Kenyan Psoriasis Registry: A Case–Control Cohort. . 2025:1-13. 
	Dermatology and Therapy



	Figure





