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Abstract: Psoriasis (PsO) is a chronic, immune-mediated, inflammatory skin disease associated in
most cases with pruritus. Chemokines seem to play a significant role in PsO pathogenesis. The aim
of the study was to analyse serum concentrations of CCL2/MCP-1, CCL3/MIP-1α, CCL4/MIP-1β,
CCL5/RANTES, CCL17/TARC, CCL18/PARC, CCL22/MDC and CXCL8/IL-8, and their correlation
with PsO severity and pruritus intensity. The study included 60 PsO patients and 40 healthy volun-
teers. Serum concentrations of six (CCL2/MCP-1, CCL3/MIP-1α, CCL5/RANTES, CCL17/TARC,
CCL18/PARC and CCL22/MDC) out of eight analysed chemokines were significantly elevated in PsO
patients; however, they did not correlate with disease severity. The serum level of CCL5/RANTES
was significantly higher in patients with the psoriasis area and severity index (PASI) ≥ 15 (p = 0.01).
The serum concentration of CCL17/TARC correlated positively with pruritus assessed using the
visual analogue scale (VAS) (R = 0.47; p = 0.05). The study indicated CCL17/TARC as a poten-
tial biomarker of pruritus intensity in PsO patients. Chemokines appear to be involved in the
development of PsO systemic inflammation. Further detailed studies on the interactions between
chemokines, proinflammatory cytokines and immune system cells in PsO are required to search for
new targeted therapies.

Keywords: chemokines; psoriasis; disease severity; pruritus

1. Introduction

Psoriasis (PsO) is a chronic, immune-mediated disease with a prevalence of approx-
imately 2–3% in the general population. For many years, PsO was considered a skin
condition with itchy, scaly patches, mostly located on the scalp, knees, elbows and torso. It
has been shown that inflammatory process in the course of PsO may affect not only skin,
but also various internal organs [1]. Therefore, PsO is currently regarded as a systemic
inflammatory disorder with a long list of psychological, metabolic, arthritic, and cardio-
vascular comorbidities [2]. Moreover, approximetely 60–90% of PsO patients suffer from
pruritus, which significantly reduces their quality of life [3,4]. Genetically programmed
pathologic interaction between cells, cytokines and other biologic molecules triggered by
environmental stimuli seems to be responsible for the complex PsO pathogenesis [5].

The disease is characterized by well-demarcated, scaly, erythematous lesions [6]. Ac-
tivation of the immune system mediated by Th1 and Th17 lymphocytes, interleukin-12
(IL-12), IL-23, IL-17 and tumor necrosis factor-alpha (TNF-α) leads to the premature differ-
entiation and hyperproliferation of keratinocytes, resulting in the development of scaling
plaques [7]. Histologically, there is a pronounced infiltration of the skin by diverse types of
cells, including CD4+ and CD8+ T lymphocytes, neutrophils, macrophages, mast cells and
dendritic cells (DCs), which are a source of proinflammatory cytokines [8]. The synergistic
effect of the cytokines likely explains most of the features of PsO, such as skin inflammation,
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hyperkeratinization and increased neovascularisation [6]. The implementation of new
effective biological drugs in the treatment of PsO provides insights into how beneficial it is
to block selected immune components, such as cytokines [9].

Chemokines, also known as chemotactic cytokines, are small protein molecules. Varia-
tion in their structure allows chemokines to be split into four subfamilies: CXC, CC, C and
CX3C [10]. They are secreted in an inducible manner by various tissues and infiltrating
leukocytes [11]. The secretion of chemokines is activated by the crucial proinflammatory
cytokines, including IL-1, interferon γ (IFN-γ) and TNF-α [11,12]. Chemokines play an
important role not only in the pathogenesis of many disorders, but also in a properly
functioning organism [10]. In inflammatory processes, they act through their receptors
and influence the migration of immune system cells. By participating in the activation of
T lymphocytes, neutrophils and macrophages as well as their recruitment to the site of
inflammation, chemokines seem to play a significant role in the pathogenesis of chronic
inflammatory skin diseases, such as PsO [13,14]. Moreover, it is postulated that chemokines
may also be involved in the aetiology of pruritus [15]. However, their impact on the de-
velopment of PsO and the associated pruritus has not been fully investigated. The vast
network of cells and cytokines that orchestrates the pathophysiology makes PsO complex
to study. Understanding which cytokines play a pivotal role in PsO would direct further
research and thus, suggest potential therapeutic targets [6].

The aim of the study was to evaluate the immune component in the pathogenesis of PsO
by analysing the serum concentrations of selected chemokines (CCL2/MCP-1, CCL3/MIP-1α,
CCL4/MIP-1β, CCL5/RANTES, CCL17/TARC, CCL18/PARC, CCL22/MDC, CXCL8/IL-8)
and their correlation with the severity of the disease, as well as pruritus intensity in the PsO
population of northern Poland.

2. Results

The PsO patients, when compared to the control group, showed a significantly
higher serum level of CCL2/MCP-1, CCL3/MIP-1α, CCL5/RANTES, CCL17/TARC,
CCL18/PARC and CCL22/MDC. However, no statistically significant differences were
observed with respect to CCL4/MIP-1β and CXCL8/IL-8 (Table 1).

Table 1. Serum concentrations of chemokines in correlation with disease severity and pruritus
intensity in PsO.

Chemokines

Controls
n = 40

Mean ± SD
Median
[Range]
(pg/mL)

PsO
n = 60

Mean ± SD
Median
[Range]
(pg/mL)

PsO vs. Controls
p-Value

PsO
Correlation

between Chemokine
Serum Level and PASI

R *
p-Value

PsO
Correlation between

Chemokine Serum Level
and Pruritus Assessed by

VAS
R *

p-Value

CCL2
(MCP-1)

301.21 ± 88.40
303.00

[130.4–544.4]

415.71 ± 138.06
409.95

[205.4–934.5]
<0.0001 NS NS

CCL3
(MIP-1α)

13.31 ± 7.98
10.60

[2.9–32.2]

31.15 ± 23.19
24.47

[6.1–136.8]
<0.0001 NS NS

CCL4
(MIP-1β)

74.47 ± 31.72
73.75

[13.9–148.3]

95.29 ± 70.55
75.10

[21.3–426.3]
0.32 NS NS

CCL5
(RANTES)

44,471 ± 24,786.8
42,804.00

[1877–94,522]

68,695.78 ± 91,785
47,144.00

[11,914–148,425]
0.037 NS NS

CCL17
(TARC)

401.48 ± 182.40
408.59

[66.1–950.6]

665.96 ± 463.24
510.20

[70.9–2300]
0.002 NS R = 0.47

p = 0.05
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Table 1. Cont.

Chemokines

Controls
n = 40

Mean ± SD
Median
[Range]
(pg/mL)

PsO
n = 60

Mean ± SD
Median
[Range]
(pg/mL)

PsO vs. Controls
p-Value

PsO
Correlation

between Chemokine
Serum Level and PASI

R *
p-Value

PsO
Correlation between
Chemokine Serum
Level and Pruritus
Assessed by VAS

R *
p-Value

CCL18
(PARC)

12.80 ± 6.72
11.85

[3.3–39.8]

49.76 ± 26.56
42.48

[8.2–125]
<0.0001 NS NS

CCL22
(MDC)

835.55 ± 336.96
770.46

[238.1–2262.9]

1463.62 ± 816.39
1279.26 [254.4–3770.7] <0.0001 NS NS

CXCL8
(IL-8)

12.36 ± 7.41
9.44

[2.6–38.1]

13.85 ± 14.80
9.62

[2.3–76]
0.62 NS NS

* PsO—Psoriasis, SD—Standard Deviation, PASI—Psoriasis Area and Severity Index, VAS—Visual Analogue
Scale, R—Spearman’s rank correlation coefficient, NS—Not Significant.

The analysis of the relationship between serum chemokine levels and disease severity
as well as pruritus intensity, showed a positive correlation only in the case of CCL17/TARC
for pruritus (Table 1). The study revealed a statistically significant correlation between the
PASI score and VAS index (R = 0.34; p = 0.039).

When the PsO group was divided according to the onset of PsO (type I and II), disease
severity (PASI) and family history of psoriasis, no differences were observed between the
groups of patients defined in this way for most of the tested chemokines (data not shown).
Differences were only noticed in the case of CCL5/RANTES.

It was found that PsO patients with PASI ≥ 15 had a higher level of CCL5/RANTES
than patients with less severe symptoms of the disease (PASI < 15), p = 0.01 (Figure 1).

Int. J. Mol. Sci. 2022, 23, x FOR PEER REVIEW 3 of 10 
 

 

[11,914–148,425] 

CCL17 
(TARC) 

401.48 ± 182.40 
408.59 

[66.1–950.6] 

665.96 ± 463.24 
510.20 

[70.9–2300] 
0.002 NS 

R = 0.47 
p = 0.05 

CCL18 
(PARC) 

12.80 ± 6.72 
11.85 

[3.3–39.8] 

49.76 ± 26.56 
42.48 

[8.2–125] 
<0.0001 NS NS 

CCL22 
(MDC) 

835.55 ± 336.96 
770.46 

[238.1–2262.9] 

1463.62 ± 816.39 
1279.26 [254.4–3770.7] 

<0.0001 NS NS 

CXCL8 
(IL-8) 

12.36 ± 7.41 
9.44 

[2.6–38.1] 

13.85 ± 14.80 
9.62 

[2.3–76] 
0.62 NS NS 

* PsO–Psoriasis, SD–Standard Deviation, PASI–Psoriasis Area and Severity Index, VAS–Visual 
Analogue Scale, R—Spearman’s rank correlation coefficient, NS–Not Significant. 

The analysis of the relationship between serum chemokine levels and disease se-
verity as well as pruritus intensity, showed a positive correlation only in the case of 
CCL17/TARC for pruritus (Table 1). The study revealed a statistically significant correla-
tion between the PASI score and VAS index (R = 0.34; p = 0.039). 

When the PsO group was divided according to the onset of PsO (type I and II), dis-
ease severity (PASI) and family history of psoriasis, no differences were observed be-
tween the groups of patients defined in this way for most of the tested chemokines (data 
not shown). Differences were only noticed in the case of CCL5/RANTES. 

It was found that PsO patients with PASI ≥ 15 had a higher level of CCL5/RANTES 
than patients with less severe symptoms of the disease (PASI < 15), p = 0.01 (Figure 1). 

 
Figure 1. Serum levels of CCL5/RANTES in patients with PASI < 15 and PASI ≥ 15. 

3. Discussion 
Our study supports the immune and inflammatory component in PsO. According to 

previous studies, the inflammatory process within PsO lesions results from the skin in-

Figure 1. Serum levels of CCL5/RANTES in patients with PASI < 15 and PASI ≥ 15.



Int. J. Mol. Sci. 2022, 23, 13330 4 of 10

3. Discussion

Our study supports the immune and inflammatory component in PsO. According
to previous studies, the inflammatory process within PsO lesions results from the skin
infiltration by leukocytes, mainly by T lymphocytes [16]. The recruitment, activation and
migration of leukocytes to the site of inflammation is mediated largely by chemokines,
which act as chemoattractants [17]. Just like in other chronic skin disorders, such as atopic
dermatitis (AD), chemokines appear to be involved in the development of PsO inflamma-
tion [18]. The literature data showed an increased serum level of selected chemokines in
PsO and indicated their potential role in the pathogenesis of the disease, which is in line
with our results [11,19].

The monocyte chemoattractant protein-1 (MCP-1) as well as the macrophage inflamma-
tory protein (MIP)-1α and MIP-1β are among the key chemokines regulating the migration
and infiltration of monocytes/macrophages. Some studies reported an increased serum
level of these chemokines in AD and PsO and highlighted their potential significance in the
pathogenesis of both disorders [11,19]. As shown, serum CCL2/MCP-1 and CCL4/MIP-1β
concentrations are significantly increased in AD patients compared to controls, and they are
even higher in those with severe form of the disease [18]. Moreover, the authors noticed an
augmented spontaneous production of CCL2/MCP-1, CCL3/MIP-1α and CCL4/MIP-1β
by peripheral blood mononuclear cells (PBMC) in the course of AD [20]. The role of these
three chemokines was also reported in PsO [21–23]. Dai et al. indicated the significance of
CCL2/MCP-1, CCL3/MIP-1α and CCL4/MIP-1β in PsO aetiology as their serum levels
were elevated in the studied group of 50 PsO patients vs. 50 controls and correlated posi-
tively with PASI [21]. Moreover, based on the study including 30 Caucasian patients and
10 controls, Lembo et al. confirmed an increased level of serum CCL2/MCP-1 in PsO [22].
The authors suggested this chemokine as a potential local inflammatory marker to assess
the disease severity as well as anti-TNFα efficacy [22]. It was highlighted that anti-TNFα
therapy reduced the expression of CCL2/MCP-1 within PsO skin robustly; however, it only
moderately decreased CCL2/MCP-1 plasma concentration [22]. In our study, CCL2/MCP-1
and CCL3/MIP-1α in serum were also significantly elevated in PsO patients. Nevertheless,
there were no significant differences in the serum level of CCL4/MIP-1β between patients
and controls and no correlation with disease severity for these three analysed chemokines.

The role of the regulated upon activation, normal T-cell expressed and secreted
chemokine (CCL5/RANTES) in the development of eczematous and PsO lesions was high-
lighted in the literature. The studies demonstrated an increased serum CCL5/RANTES
level in AD and PsO patients [20,24,25]. Moreover, Zabłotna et al. reported that selected
-403 G/A CCL5/RANTES promoter gene polymorphisms may be risk factors for PsO and
may influence its clinical presentation [24]. Zhao et al. presented a potential causal effect
of elevated CCL5/RANTES concentration on the increased risk of PsO [25]. Based on the
research that revealed a reduction of CCL5/RANTES expression in lesional PsO skin after
narrow-band ultraviolet B (NB-UVB) therapy, Rateb et al. pointed to CCL5/RANTES as a
potential marker of therapeutic efficacy [26]. We found that patients with PASI ≥ 15 had a
higher serum concentration of CCL5/RANTES compared to those with less severe skin
lesions. However, a randomized placebo-controlled clinical trial failed to show any signifi-
cant clinical effect or any changes on immunohistochemical level in PsO patients treated
with a placebo or a CCL5/RANTES receptor (CCR5) inhibitor [27]. This may indicate the
complexity of the interactions between chemokines, other cytokines and immune cells
rather than the role of one crucial factor in the development of PsO systemic inflammation.

Thymus and activation-regulated chemokine (CCL17/TARC) is a member of the T-
helper 2 chemokine family. The pathogenic role of CCL17/TARC was suggested in skin
diseases such as AD, cutaneous T-cell lymphoma, bullous pemphigoid, scabies and drug
eruption [28–30]. The CCL17/TARC was indicated as a clinical biomarker in AD [31]. It was
reported that CCL17/TARC may contribute to pruritus in AD patients, as its serum levels
positively correlated with VAS [32]. Kawasaki et al. revealed that the serum CCL17/TARC
level can potentially be one of the biomarkers reflecting the severity of systemic inflamma-
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tion in PsO patients, although not as much as in patients with AD [33]. We did not observe
a significant reletionship between the systemic CCL17/TARC level and PASI. However, we
found that the serum concentration of CCL17/TARC in PsO patients correlated positively
with the intensity of pruritus measured with VAS, and the p-value (p = 0.05) was on the
borderline of statistical significance. This may indicate the role of CCL17/TARC as a
potential biomarker of pruritus intensity not only in AD, but also in PsO patients. However,
further studies on a larger group of PsO patients are necessary.

The pulmonary and activation-regulated chemokine (CCL18/PARC) is produced by
epidermal and dermal antigen-presenting cells as well as by keratinocytes. Skin-homing
human T cells express the CCR8 receptor. It has been found that CCL18/PARC binds
with the CCR8 receptor and induces homing of T cells in inflammatory skin lesions [34].
Increased levels of CCL18/PARC have been linked to allergic contact hypersensitivity, AD
and other chronic inflammatory conditions [34]. According to the article of Kim et al.,
CCL18/PARC mRNA was significantly increased in acute AD lesions and in PsO plaques;
however, it was lower in the nonaffected skin of patients with AD [35]. Moreover, the study
revealed that the serum levels of CCL18/PARC were not different in patients with AD
and PsO. We also noticed a significantly increased serum concentration of this chemokine
in PsO patients. However, the level of CCL18/PARC did not correlate with the severity
of the disease and pruritus. This may suggest a supporting role of CCL18/PARC in the
inflammatory process in PsO.

Macrophage-derived chemokine (MDC), newly termed CCL22, is a CC chemokine
that potentially serves as a chemoattractant for monocytes, monocyte-derived dendritic
cells (DCs) and natural killer (NK) cells [36]. The CCL22/MDC was reported to be involved
in the pathogenesis of AD. The study performed by Kakinuma et al., including 45 patients
with AD, 25 patients with PsO and 25 healthy controls, revealed that serum levels of
CCL22/MDC in AD patients were significantly higher than those in healthy controls and
PsO patients [36]. Moreover, the authors noticed the correlation between CCL22/MDC and
AD activity. Not much is known about the role of CCL22/MDC in the pathogenesis of PsO.
Kusumoto et al. observed that increased CCL22/MDC expression in PsO skin predicts a
good response to infliximab therapy [37]. In our study, we noticed a significantly higher
serum concentration of CCL22/MDC in PsO patients compared to controls; however, it
was not statistically significant in correlation with PsO severity.

The IL-8, also known as CXCL8, is a chemokine produced by macrophages and
other cells, such as endothelial and epithelial cells [11,38,39]. The CXCL8/IL-8 secretion
appears to be stimulated by proinflammatory cytokines, such as TNF-α and IL-17 [38].
It acts as a chemotactic cytokine of neutrophils, causing their migration to the skin and
the formation of microabsceses in the course of PsO. This cytokine has the ability to bind
with two receptors, CXCR1 and CXCR2, which are not selective for CXCL8/IL-8 [40].
These receptors are also capable of binding with CX3CL1 and CXCL5, respectively; thus,
bypassing the pathway of their activation by CXCL8/IL-8 [11,38]. Therefore, blocking the
CXCL8/IL-8 itself could prove ineffective. The literature data indicate a role of CXCL8/IL-8
at local level in PsO skin. Lemster et al. reported CXCL8/IL-8 expression in the affected
skin of all the PsO patients included in the study, but not in the clinically normal skin of
healthy subjects [41]. Moreover, CXCL8/IL-8 mRNA was not detected in the skin of any
patient after the commencement of systemic tacrolimus therapy. The authors suggested
the CXCL8/IL-8 pathway may be an important mechanism underlying the therapeutic
efficacy of tacrolimus [41]. The impact of NB-UVB therapy on CXCL8/IL-8 was also
reported. Although no statistically significant differences were detected in CXCL8/IL-
8 serum levels between the controls and PsO patients before treatment, after NB-UVB
therapy, the serum concentrations of this chemokine in PsO patients were significantly
decreased compared to the controls [42]. Sticherling et al. suggested CXCL8/IL-8 had a
local rather than systemic function, explaining that in PsO either the serum CXCL8/IL-8
was absent or some mechanisms were effectively binding and/or inactivating CXCL8/IL8
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as it entered circulation [43]. Similarly, in our study, in terms of the serum concentration of
the chemokine, no difference was observed between the PsO group and the control group.

Most chemokines involved in the PsO development are secreted by keratinocytes.
Activated keratinocytes are also a source of antimicrobial peptides and proinflammatory
cytokines, which together with chemokines contribute to the intensification of inflamma-
tion [44]. Recent studies highlighted the significance of newly established protein markers
of PsO. The multifunctional role of the S100 protein family was suggested in PsO patho-
genesis [44–46]. S100 proteins have been shown to act as alarmins (DAMPs), antimicrobial
peptides, proinflammation stimulators as well as chemoattractants [45]. S100 members can
induce neutrophil chemotaxis and stimulate neutrophils to release cytokines (TNF-α and
IL-6) and chemokines (CCL2, CCL3, CCL4 and CXCL8), leading to the intensification of
the proinflammatory signalling cascade [45,47]. Some authors suggested S100 proteins as
potential biomarkers for PsO severity and novel therapeutic targets [44,46]. Moreover, other
studies revealed the role of further proteins in the aetiology of PsO. Based on clinical and
immunohistochemical research, El Dein Mohamed at al. identified the valosine-containing
protein (VCP) as a promising marker for the follow-up and monitoring of PsO [48]. The
VCP, by activating the nuclear factor κB (NF-κB) and inflammatory cytokines, contributes
to the imbalance of cytokines and promotes the inflammatory process in organs. Re-
cent data shed new light on the relationship between the systemic inflammation of PsO
and cardio-metabolic syndrome, providing an insight into novel key players: proteins
such as proprotein convertase subtilisin/kexin type-9 (PSCK9), angiopoietin-like protein
8 (ANGPLT8), sortilin (SORT1) and cholesteryl ester transfer proteins (CEPT) [49]. These
reports point to the complexity of the immunological pathways in PsO and indicate the
need for further studies on the interactions between chemokines, cytokines and other
proteins in the disease pathogenesis.

Although our research focused on the relationship of serum-selected chemokines level
and PsO severity as well as an itch intensity, we additionally performed a correlation analy-
sis between the PASI score and VAS index. In our group of patients, a statistically significant
positive correlation between PsO severity and pruritus intensity was observed. The litera-
ture data on the interplay between these two factors remain inconclusive. According to
Szepietowski et al., there is a significant correlation between the PASI score and the intensity
of itch assessed by both scales: VAS and the questionnaire method (r = 0.29, p < 0.01 for both
analyses) [50]. Studies performed by Damiani et al. [51] and Bahali et al. [52] also supported
this relationship. In another research, Jaworecka et al. observed that the pruritus intensity
increased along with PsO severity; however, the statistical significance was confirmed only
in palmoplantar pustular PsO and scalp PsO (p < 0.05) [3]. Other authors, however, noted
no significant correlation between PsO severity and pruritus [53–55].

Some limitations of our study should be considered. Firstly, the study did not include
all known chemokines. Secondly, the results need further evaluation in larger prospective
studies. Nevertheless, by assessing the chemokine profile in a group of PsO patients,
we demonstrated the participation of several of them in the development of the disease.
The lack of positive correlation between chemokine serum levels and disease severity
may suggest a supportive rather than a key role of the analysed chemokines in systemic
inflammation in the course of PsO; however, further studies on a larger group of patients
are required to confirm these observations.

4. Materials and Methods
4.1. PsO Group

The PsO group included 60 adults (30 men and 30 women; mean age: 48.5 years,
range: 18–76 years), unrelated patients with chronic plaque PsO who were admitted to
the Department of Dermatology as well as to the Dermatology Outpatient Clinic of the
Medical University of Gdansk. The recruited patients had not been treated systemically for
PsO (retinoids, cyclosporine, methotrexate, photochemotherapy) at least for the previous
3 months and had not received topical medications for the previous 1 week. Patients
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suffering from other chronic dermatoses, systemic inflammatory disorders or malignancies
as well as those treated with biological drugs were excluded.

4.2. Control Group

The control group included 40 adults (29 men and 11 women; mean age: 39.75 years,
range: 18–84 years), healthy, unrelated volunteers, without PsO or other systemic chronic
inflammatory skin diseases. The exclusion criterion from the control group was also a
positive family history of PsO.

All the participants were exclusively of Polish descent (the population of northern
Poland). The characteristics of the participants are presented in Table 2.

Table 2. Characteristics of the PsO and control group.

Parameter PsO Early-Onset
PsO

Late-Onset
PsO Controls

Total number of subjects,
n (%) 60 45 (75.0) 15 (25.0) 40

Males, n (%) 30 (50.0) 26 (57.8) 4 (26.7) 29 (72.5)

Females, n (%) 30 (50.0) 19 (42.2) 11 (73.3) 11 (27.5)

Age at enrolment (years)
Mean ± SD 48.5 ± 14.6 45.3 ± 14.9 58.1 ± 7.8 39.75 ± 15.03

Positive family history
of PsO, n (%) 29 (48.3) 22 (75.9) 7 (24.1) 0

PASI (points)
Mean ± SD 16.3 ± 9.2 16.9 ± 9.3 14.6 ± 9.0 -

Pruritus according to VAS
Mean ± SD 5.5 ± 1.8 5.4 ± 1.9 6.0 ± 1.7 0

PsO—Psoriasis, SD—Standard Deviation, PASI—Psoriasis Area and Severity Index, VAS—Visual Analogue Scale.

4.3. Classification into Early and Late-Onset PsO

Patients were divided into two subgroups: early-onset PsO (the PsO onset age < 40 years;
n = 45) and late-onset PsO (the PsO onset age ≥ 40 years; n = 15) [56].

4.4. Assessment of PsO Severity

The PsO diagnosis was based on detailed dermatological examination. The disease
severity assessment was performed using the psoriasis area and severity index (PASI,
range 0–72).

4.5. Assessment of Pruritus

The intensity of pruritus was measured with the visual analogue scale (VAS) as an
average itch from the previous week (scale from 0 to 10) in all the participants [57].

4.6. Evaluation of Serum Chemokine Levels

Serum levels of CCL2/MCP-1, CCL3/MIP-1α, CCL4/MIP-1β, CCL5/RANTES,
CCL17/TARC, CCL18/PARC, CCL22/MDC and CXCL8/IL-8 were analysed in all the
PsO participants and controls. The serum levels were assessed using an enzyme-linked
immunoabsorbent assay (ELISA) standard kit (BioVendor-Laboratorni medicina a.s., Brno,
Czech Republic; R&D Systems, Inc. Minneapolis, MN, USA; Diaclone SAS, Besancon,
France). These products had been tested by quality control and passed internal specifica-
tions. All the procedures followed the manufacturer’s instructions.

4.7. Statistical Analysis

Statistical calculations were performed using the Statistica 12.0 software package
(StatSoft, Inc., Tulsa, OK, USA, 2015). The analysis of qualitative features was performed
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using the χ2 test applying the Pearson method. The normality of the data distribution was
tested with the W Shapiro-Wilk test. Normal distribution variables were analysed using
the Student’s t-test. Variables that did not meet the assumptions of the parametric tests
were analysed using non-parametric tests (ANOVA equivalents): the Mann–Whitney U
test (comparisons of two trials) or the Kruskal-Wallis test (comparisons of multiple trials).
The correlation coefficients were evaluated using the Spearman’s rank correlation test.
A p-value < 0.05 was considered to be statistically significant.

5. Conclusions

In summary, our results support the concept of a systemic and an inflammatory
component in PsO. Chemokines appear to be involved in the complex aetiology of the
disease. Moreover, the presented study puts emphasis on the possible role of CCL17/TARC
as a potential biomarker of pruritus intensity in PsO patients. Nevertheless, further detailed
studies on the interactions between the analysed chemokines, proinflammatory cytokines
and immune system cells are needed to search for new effective targeted therapies for PsO.

Author Contributions: Conceptualization, D.P.-B. and B.N.; methodology, D.P.-B., B.N., M.Z. and J.G.;
software, D.P.-B.; formal analysis, D.P.-B.; investigation, D.P.-B., B.N., M.Z. and J.G.; resources, D.P.-B.
and A.S.-D.; data curation, D.P.-B.; writing—original draft preparation, D.P.-B.; writing—review and
editing, D.P.-B. and A.S.-D.; visualization, D.P.-B.; supervision, B.N. and R.J.N.; project administration,
D.P.-B. and B.N.; funding acquisition, B.N. and R.J.N. All authors have read and agreed to the published
version of the manuscript.

Funding: The research was supported by funds from the Polish Ministry of Science and Higher
Education (02-0066/07/253).

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Independent Bioethics Committee for Scientific Research at Medical
University of Gdansk (NKBBN/313/2017).

Informed Consent Statement: Informed consent was obtained from all the subjects involved in
the study.

Data Availability Statement: The data that support the findings of this study are available from the
corresponding author upon reasonable request.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Campanati, A.; Marani, A.; Martina, E.; Diotallevi, F.; Radi, G.; Offidani, A. Psoriasis as an Immune-Mediated and Inflammatory

Systemic Disease: From Pathophysiology to Novel Therapeutic Approaches. Biomedicines 2021, 9, 1511. [CrossRef] [PubMed]
2. Yamazaki, F. Psoriasis: Comorbidities. J. Dermatol. 2021, 48, 732–740. [CrossRef] [PubMed]
3. Jaworecka, K.; Muda-Urban, J.; Rzepko, M.; Reich, A. Molecular Aspects of Pruritus Pathogenesis in Psoriasis. Int. J. Mol. Sci.

2021, 22, 858. [CrossRef]
4. Szepietowski, J.C.; Reich, A. Pruritus in psoriasis: An update. Eur. J. Pain 2016, 20, 41–46. [CrossRef] [PubMed]
5. Hugh, J.M.; Weinberg, J.M. Update on the pathophysiology of psoriasis. Cutis 2018, 102, 6–12. [PubMed]
6. Baliwag, J.; Barnes, D.H.; Johnston, A. Cytokines in psoriasis. Cytokine 2015, 73, 342–350. [CrossRef] [PubMed]
7. Kakarala, C.L.; Hassan, M.; Belavadi, R.; Gudigopuram, S.; Raguthu, C.C.; Gajjela, H.; Kela, I.; Sange, I. Beyond the Skin Plaques:

Psoriasis and Its Cardiovascular Comorbidities. Cureus 2021, 13, e19679. [CrossRef] [PubMed]
8. Boehncke, W.H.; Schön, M.P. Psoriasis. Lancet 2015, 386, 983–994. [CrossRef]
9. Mohd Noor, A.A.; Azlan, M.; Mohd Redzwan, N. Orchestrated Cytokines Mediated by Biologics in Psoriasis and Its Mechanisms

of Action. Biomedicines 2022, 10, 498. [CrossRef]
10. Hughes, C.E.; Nibbs, R.J.B. A guide to chemokines and their receptors. FEBS J. 2018, 285, 2944–2971. [CrossRef] [PubMed]
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13. Zdanowska, N.; Kasprowicz-Furmańczyk, M.; Placek, W.; Owczarczyk-Saczonek, A. The Role of Chemokines in Psoriasis-An
Overview. Medicina 2021, 57, 754. [CrossRef] [PubMed]

http://doi.org/10.3390/biomedicines9111511
http://www.ncbi.nlm.nih.gov/pubmed/34829740
http://doi.org/10.1111/1346-8138.15840
http://www.ncbi.nlm.nih.gov/pubmed/33763899
http://doi.org/10.3390/ijms22020858
http://doi.org/10.1002/ejp.768
http://www.ncbi.nlm.nih.gov/pubmed/26415584
http://www.ncbi.nlm.nih.gov/pubmed/30566550
http://doi.org/10.1016/j.cyto.2014.12.014
http://www.ncbi.nlm.nih.gov/pubmed/25585875
http://doi.org/10.7759/cureus.19679
http://www.ncbi.nlm.nih.gov/pubmed/34976467
http://doi.org/10.1016/S0140-6736(14)61909-7
http://doi.org/10.3390/biomedicines10020498
http://doi.org/10.1111/febs.14466
http://www.ncbi.nlm.nih.gov/pubmed/29637711
http://doi.org/10.5114/pdia.2014.40920
http://www.ncbi.nlm.nih.gov/pubmed/25097473
http://doi.org/10.1002/advs.202004433
http://www.ncbi.nlm.nih.gov/pubmed/34114369
http://doi.org/10.3390/medicina57080754
http://www.ncbi.nlm.nih.gov/pubmed/34440960


Int. J. Mol. Sci. 2022, 23, 13330 9 of 10

14. Joshi, N.; Narang, T.; Dogra, S.; Chhabra, S. Circulating levels of chemokines in patients with psoriasis vulgaris and their
association with disease severity: A case-control study from North India. Indian J. Dermatol. Venereol. Leprol. 2019, 85, 567.

15. Du, L.X.; Zhu, J.Y.; Mi, W.L. Cytokines and Chemokines Modulation of Itch. Neuroscience 2022, 495, 74–85. [CrossRef] [PubMed]
16. Hu, P.; Wang, M.; Gao, H.; Zheng, A.; Li, J.; Mu, D.; Tong, J. The Role of Helper T Cells in Psoriasis. Front. Immunol. 2021,

12, 788940. [CrossRef] [PubMed]
17. Sun, Z.; Vattepu, R.; Zhang, S. Chemokines and Innate Lymphoid Cells in Skin Inflammation. Cells 2021, 10, 3074. [CrossRef]
18. Chovatiya, R.; Silverberg, J.I. Pathophysiology of Atopic Dermatitis and Psoriasis: Implications for Management in Children.

Children 2019, 6, 108. [CrossRef]
19. Furue, M.; Kadono, T. “Inflammatory skin march” in atopic dermatitis and psoriasis. Inflamm. Res. 2017, 66, 833–842. [CrossRef]
20. Kaburagi, Y.; Shimada, Y.; Nagaoka, T.; Hasegawa, M.; Takehara, K.; Sato, S. Enhanced production of CC-chemokines (RANTES,

MCP-1, MIP-1alpha, MIP-1beta, and eotaxin) in patients with atopic dermatitis. Arch. Dermatol. Res. 2001, 293, 350–355. [CrossRef]
21. Dai, Y.J.; Li, Y.Y.; Zeng, H.M.; Liang, X.A.; Xie, Z.J.; Zheng, Z.A.; Pan, Q.H.; Xing, Y.X. Effect of pharmacological intervention on

MIP-1α, MIP-1β and MCP-1 expression in patients with psoriasis vulgaris. Asian Pac. J. Trop. Med. 2014, 7, 582–584. [CrossRef]
22. Lembo, S.; Capasso, R.; Balato, A.; Cirillo, T.; Flora, F.; Zappia, V.; Balato, N.; Ingrosso, D.; Ayala, F. MCP-1 in psoriatic patients:

Effect of biological therapy. J. Dermatolog. Treat. 2014, 25, 83–86. [CrossRef] [PubMed]
23. Schuster, C.; Huard, A.; Sirait-Fischerm, E.; Dillmann, C.; Brünem, B.; Weigert, A. S1PR4-dependent CCL2 production promotes

macrophage recruitment in a murine psoriasis model. Eur. J. Immunol. 2020, 50, 839–845. [CrossRef] [PubMed]
24. Zablotna, M.; Sobjanek, M.; Purzycka-Bohdan, D.; Szczerkowska-Dobosz, A.; Nedoszytko, B.; Nowicki, R. The -2518 A/G MCP-1

and -403 G/A RANTES promoter gene polymorphisms are associated with psoriasis vulgaris. Clin. Exp. Dermatol. 2016, 41,
878–883. [CrossRef] [PubMed]

25. Zhao, P.; Zhang, J.; Liu, B.; Tang, Y.; Wang, L.; Wang, G.; Wu, H.; Yang, C.; Li, X.; Li, B. Causal Effects of Circulating Cytokines on
the Risk of Psoriasis Vulgaris: A Mendelian Randomization Study. Front. Genet. 2022, 13, 941961. [CrossRef] [PubMed]

26. Rateb, A.A.; Fawzi, M.M.; Abdel Hay, R.M.; Mohammed, F.N.; Amr, K.S. Reduction of RANTES expression in lesional psoriatic
skin after narrow band ultraviolet therapy: A possible marker of therapeutic efficacy. Eur. J. Dermatol. 2012, 22, 481–487.
[CrossRef]

27. de Groot, M.; Teunissen, M.B.; Ortonne, J.P.; Lambert, J.R.; Naeyaert, J.M.; Picavet, D.I.; Arreaza, M.G.; Simon, J.S.; Kraan, M.; Bos,
J.D.; et al. Expression of the chemokine receptor CCR5 in psoriasis and results of a randomized placebo controlled trial with a
CCR5 inhibitor. Arch. Dermatol. Res. 2007, 299, 305–313. [CrossRef]

28. Saeki, H.; Tamaki, K. Thymus and activation regulated chemokine (TARC)/CCL17 and skin diseases. J. Dermatol. Sci. 2006, 43,
75–84. [CrossRef]

29. Kakinuma, T.; Sugaya, M.; Nakamura, K.; Kaneko, F.; Wakugawa, M.; Matsushima, K.; Tamaki, K. Thymus and activation-
regulated chemokine (TARC/CCL17) in mycosis fungoides: Serum TARC levels reflect the disease activity of mycosis fungoides.
J. Am. Acad. Dermatol. 2003, 48, 23–30. [CrossRef]

30. Renert-Yuval, Y.; Thyssen, J.P.; Bissonnette, R.; Bieber, T.; Kabashima, K.; Hijnen, D.; Guttman-Yassky, E. Biomarkers in atopic
dermatitis-a review on behalf of the International Eczema Council. J. Allergy Clin. Immunol. 2021, 147, 1174–1190.e1. [CrossRef]

31. Kataoka, Y. Thymus and activation-regulated chemokine as a clinical biomarker in atopic dermatitis. J. Dermatol. 2014, 41, 221–229.
[CrossRef] [PubMed]

32. Kimura, T.; Sugaya, M.; Suga, H.; Morimura, S.; Miyamoto, A.; Kai, H.; Kagami, S.; Yanaba, K.; Fujita, H.; Asano, Y.; et al.
Variations in serum TARC and I-TAC levels reflect minor changes in disease activity and pruritus in atopic dermatitis. Acta Derm.
Venereol. 2014, 94, 331–332. [CrossRef] [PubMed]

33. Kawasaki, Y.; Kamata, M.; Shimizu, T.; Nagata, M.; Fukaya, S.; Hayashi, K.; Fukuyasu, A.; Tanaka, T.; Ishikawa, T.; Ohnishi, T.;
et al. Thymus and activation-regulated chemokine (TARC) in patients with psoriasis: Increased serum TARC levels in patients
with generalized pustular psoriasis. J. Dermatol. 2020, 47, 1149–1156. [CrossRef] [PubMed]

34. Borges, T.J.; Abarzua, P.; Gassen, R.B.; Kollar, B.; Lima-Filho, M.; Aoyama, B.T.; Gluhova, D.; Clark, R.A.; Islam, S.A.; Pomahac, B.;
et al. T cell-attracting CCL18 chemokine is a dominant rejection signal during limb transplantation. Cell Rep. Med. 2022, 3, 100559.
[CrossRef]

35. Kim, H.O.; Cho, S.I.; Chung, B.Y.; Ahn, H.K.; Park, C.W.; Lee, C.H. Expression of CCL1 and CCL18 in atopic dermatitis and
psoriasis. Clin. Exp. Dermatol. 2012, 37, 521–526. [CrossRef]

36. Kakinuma, T.; Nakamura, K.; Wakugawa, M.; Mitsui, H.; Tada, Y.; Saeki, H.; Torii, H.; Komine, M.; Asahina, A.; Tamaki, K.
Serum macrophage-derived chemokine (MDC) levels are closely related with the disease activity of atopic dermatitis. Clin. Exp.
Immunol. 2002, 127, 270–273. [CrossRef]

37. Kusumoto, S.; Kajihara, I.; Nagamoto, E.; Makino, K.; Ichihara, A.; Aoi, J.; Johno, T.; Makino, T.; Fukushima, S.; Jinnin, M.; et al.
Increased CCL22 expression in psoriatic skin predicts a good response to infliximab therapy. Br. J. Dermatol. 2014, 171, 1259–1261.
[CrossRef] [PubMed]

38. Coimbra, S.; Oliveira, H.; Reis, F.; Belo, L.; Rocha, S.; Quintanilha, A.; Figueiredo, A.; Teixeira, F.; Castro, E.; Rocha-Pereira, P.;
et al. Interleukin (IL)-22, IL-17, IL-23, IL-8, vascular endothelial growth factor and tumour necrosis factor-α levels in patients
with psoriasis before, during and after psoralen-ultraviolet A and narrowband ultraviolet B therapy. Br. J. Dermatol. 2010, 163,
1282–1290. [CrossRef] [PubMed]

http://doi.org/10.1016/j.neuroscience.2022.05.035
http://www.ncbi.nlm.nih.gov/pubmed/35660453
http://doi.org/10.3389/fimmu.2021.788940
http://www.ncbi.nlm.nih.gov/pubmed/34975883
http://doi.org/10.3390/cells10113074
http://doi.org/10.3390/children6100108
http://doi.org/10.1007/s00011-017-1065-z
http://doi.org/10.1007/s004030100230
http://doi.org/10.1016/S1995-7645(14)60098-5
http://doi.org/10.3109/09546634.2013.782091
http://www.ncbi.nlm.nih.gov/pubmed/23480385
http://doi.org/10.1002/eji.201948349
http://www.ncbi.nlm.nih.gov/pubmed/32017036
http://doi.org/10.1111/ced.12937
http://www.ncbi.nlm.nih.gov/pubmed/27859608
http://doi.org/10.3389/fgene.2022.941961
http://www.ncbi.nlm.nih.gov/pubmed/35769988
http://doi.org/10.1684/ejd.2012.1730
http://doi.org/10.1007/s00403-007-0764-7
http://doi.org/10.1016/j.jdermsci.2006.06.002
http://doi.org/10.1067/mjd.2003.132
http://doi.org/10.1016/j.jaci.2021.01.013
http://doi.org/10.1111/1346-8138.12440
http://www.ncbi.nlm.nih.gov/pubmed/24628072
http://doi.org/10.2340/00015555-1709
http://www.ncbi.nlm.nih.gov/pubmed/24104601
http://doi.org/10.1111/1346-8138.15511
http://www.ncbi.nlm.nih.gov/pubmed/32677127
http://doi.org/10.1016/j.xcrm.2022.100559
http://doi.org/10.1111/j.1365-2230.2011.04295.x
http://doi.org/10.1046/j.1365-2249.2002.01727.x
http://doi.org/10.1111/bjd.13091
http://www.ncbi.nlm.nih.gov/pubmed/24804833
http://doi.org/10.1111/j.1365-2133.2010.09992.x
http://www.ncbi.nlm.nih.gov/pubmed/20716219


Int. J. Mol. Sci. 2022, 23, 13330 10 of 10

39. Ha, H.; Debnath, B.; Neamati, N. Role of the CXCL8-CXCR1/2 Axis in Cancer and Inflammatory Diseases. Theranostics 2017, 7,
1543–1588. [CrossRef]

40. Matsushima, K.; Yang, D.; Oppenheim, J.J. Interleukin-8: An evolving chemokine. Cytokine 2022, 153, 155828. [CrossRef]
41. Lemster, B.H.; Carroll, P.B.; Rilo, H.R.; Johnson, N.; Nikaein, A.; Thomson, A.W. IL-8/IL-8 receptor expression in psoriasis and the

response to systemic tacrolimus (FK506) therapy. Clin. Exp. Immunol. 1995, 99, 148–154. [CrossRef] [PubMed]
42. Chen, H.Q.; Li, X.; Tang, R. Effects of Narrow Band Ultraviolet B on Serum Levels of Vascular Endothelial Growth Factor and

Interleukin-8 in Patients with Psoriasis. Am. J. Ther. 2016, 23, e655–e662. [CrossRef] [PubMed]
43. Sticherling, M.; Sautier, W.; Schröder, J.M.; Christophers, E. Interleukin-8 plays its role at local level in psoriasis vulgaris. Acta

Derm. Venereol. 1999, 79, 4–8. [CrossRef] [PubMed]
44. Kurpet, K.; Chwatko, G. S100 Proteins as Novel Therapeutic Targets in Psoriasis and Other Autoimmune Diseases. Molecules

2022, 27, 6640. [CrossRef]
45. Singh, P.; Ali, S.A. Multifunctional Role of S100 Protein Family in the Immune System: An Update. Cells 2022, 11, 2274. [CrossRef]
46. Wilsmann-Theis, D.; Wagenpfeil, J.; Holzinger, D.; Roth, J.; Koch, S.; Schnautz, S.; Bieber, T.; Wenzel, J. Among the S100 proteins,

S100A12 is the most significant marker for psoriasis disease activity. J. Eur. Acad. Dermatol. Venereol. 2016, 30, 1165–1170.
[CrossRef]

47. Xia, C.; Braunstein, Z.; Toomey, A.C.; Zhong, J.; Rao, X. S100 Proteins As an Important Regulator of Macrophage Inflammation.
Front. Immunol. 2018, 8, 1908. [CrossRef]

48. El Dein Mohamed, A.S.; Hagag, M.M.; Kassem, N.; Shehata, W.A. Valosin-containing Protein in Psoriasis: A Clinical and
Immunohistochemical Study. Appl. Immunohistochem. Mol. Morphol. 2021, 29, e68–e72. [CrossRef]
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50. Szepietowski, J.C.; Reich, A.; Wiśnicka, B. Itching in patients suffering from psoriasis. Acta Dermatovenerol. Croat. 2002, 10,
221–226.

51. Damiani, G.; Cazzaniga, S.; Conic, R.R.; Naldi, L.; Psocare Registry Network. Pruritus Characteristics in a Large Italian Cohort of
Psoriatic Patients. J. Eur. Acad. Dermatol. Venereol. 2019, 33, 1316–1324. [CrossRef] [PubMed]

52. Bahali, A.G.; Onsun, N.; Su, O.; Ozkaya, D.B.; Dizman, D.; Topukcu, B.; Uysal, O. The relationship between pruritus and clinical
variables in patients with psoriasis. Bras. Dermatol. 2017, 92, 470–473. [CrossRef] [PubMed]

53. Prignano, F.; Ricceri, F.; Pescitelli, L.; Lotti, T. Itch in psoriasis: Epidemiology, clinical aspects and treatment options. Clin. Cosmet.
Investig. Dermatol. 2009, 2, 9–13. [CrossRef] [PubMed]

54. Yosipovitch, G.; Goon, A.; Wee, J.; Chan, Y.H.; Goh, C.L. The prevalence and clinical characteristics of pruritus among patients
with extensive psoriasis. Br. J. Dermatol. 2000, 143, 969–973. [CrossRef]

55. Roblin, D.; Wickramasinghe, R.; Yosipovitch, G. Pruritus severity in patients with psoriasis is not correlated with psoriasis disease
severity. J. Am. Acad. Dermatol. 2014, 70, 390–391. [CrossRef]

56. Fatema, F.; Ghoshal, L.; Saha, A.; Agarwal, S.; Bandyopadhyay, D. Early-Onset versus Late-Onset Psoriasis: A Comparative Study
of Clinical Variables, Comorbidities, and Association with HLA CW6 in a Tertiary Care Center. Indian J. Dermatol. 2021, 66, 705.
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