Stefanadi et al. Diabetol Metab Syndr (2018) 10:9
https://doi.org/10.1186/s13098-018-0311-z

Diabetology &
Metabolic Syndrome
Open Access

REVIEW

Metabolic syndrome and the skin: a
more than superficial association. Reviewing
the association between skin diseases
and metabolic syndrome and a clinical decision
algorithm for high risk patients
Ellie C. Stefanadi1,8*, Georgios Dimitrakakis2, Christos‑Konstantinos Antoniou3, Dimitrios Challoumas4,
Nikita Punjabi5, Inetzi Aggeliki Dimitrakaki6, Sangeeta Punjabi7 and Christodoulos I. Stefanadis3

Abstract
There is ongoing scientific interest regarding comorbidities associated with the metabolic syndrome (MeTS). MeTS
comprises a combination of parameters that predispose individuals to the development of type 2 diabetes and
cardiovascular disease (CVD). Three or more of the following criteria are necessary: fasting glucose > 110 mg/dl
(5.6 mmol/l), hypertriglyceridemia > 150 mg/dl (1.7 mmol/l), HDL levels < 40 mg/dl (men)/< 50 mg/dl (women),
blood pressure > 130/85 mmHg, waist circumference (values for Mediterranean populations > 94 cm (men)/> 89 cm
(women). In this review we attempted to summarize relevant data by searching dermatological literature regarding
associations between various skin conditions and MeTS. A multitude of studies was retrieved and a further goal of the
present article is to present plausible mechanistic connections. The severity of skin conditions like psoriasis has been
linked with MeTS. Parameters of MeTS like insulin resistance are present in patients with early onset androgenic alo‑
pecia, hidradenitis suppurativa acne and rosacea. Since MeTS can lead to CVD and type 2 diabetes early detection of
patients would be very important. Also therapeutic intervention on MeTS could lead to improvement on the severity
of skin conditions. This reciprocal relationship between skin diseases and MeTS in our opinion holds great interest for
further investigation.
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Background
There is ongoing scientific interest regarding comorbidities associated with the metabolic syndrome (MeTS).
MeTS [1] comprises a combination of parameters that
predispose individuals to the development of type 2 diabetes (T2DM) and cardiovascular disease (CVD). It was
first described in 1988 by GM Reaven as syndrome X
[2] with various definitions having been proposed since.
However, there are still controversies and debate [3]
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regarding the definition and effective clinical application
of MeTS diagnosis, with many studies attempting to correlate it with various organ system pathologies.
In fact any pathophysiologic dysfunction that results in
a loss of metabolic control in the body can result in cutaneous disease. There is the notion that a cascade of reactions happens when there is a single hormonal imbalance
as it is the case with insulin, and this affects other organ
systems [4–6]. Also several studies have shown the existence of increased numbers of oxidative stress and inflammatory markers in various skin diseases something that
we observe on the metabolic syndrome as well [7, 8]
Table 2.
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In this review we attempted to summarize relevant
data by searching dermatological literature regarding
associations between various skin conditions and MeTS.
A multitude of studies was retrieved and a further goal
of the present article is to present plausible mechanistic
connections.

Metabolic syndrome: history and definitions
Reviewing the history of MeTS, Professor GM Reaven
was the first to describe it as (then) Syndrome X in 1988.
It was defined as the condition where individuals with
hyperinsulinemia/insulin resistance are disproportionately glucose intolerant, with concomitant dyslipidemia
characterized by a high plasma triglyceride (TG) and
low high-density lipoprotein (HDL) concentration, and
an increase in blood pressure (BP). Notably, all these
changes increase cardiovascular disease (CVD) risk [9].
Ten years later the world health organization (WHO)
proposed a modified definition. Patients needed to be
insulin resistant or to have either T2DM, impaired glucose tolerance (IGT, defined as a glucose level above
a predetermined cutoff, commonly 140 mg/dl, for
120 min after ingestion of 75 g of glucose load during an
oral glucose tolerance test) or impaired fasting glucose
more than 100 mg/dl (IFG). Euglycemic hyperinsulinemic clamp studies or Homeostatic model assessment
(HOMA-IR) could be used as evidence of insulin resistance. In addition, two of the following criteria should
also be met: obesity (abdominal or overall), dyslipidemia
(high TG or low HDL) concentration, elevated blood
pressure, or microalbuminuria [10]. The above definition finds mandatory the insulin resistance criterion but
allows T2DM to be diagnosed with metabolic syndrome
if they meet two of the rest of the criteria. Because some
of the measurements are not performed routinely, for
example, euglycemic clamp studies (for insulin resistance measurement), this definition is not easily applied in
every day clinical practice.
In 1999, the European Group for the Study of Insulin
Resistance (EGIR) proposed a modification to the WHO
definition [11]. This time a fasting plasma insulin value
that is greater than the 75th percentile is the main criterion for the syndrome something that simplified the
diagnosis excluding however patients with T2DM. Also
two of the following criteria need to be met: obesity,
hypertension and dyslipidemia. The obesity criteria were
simplified to waist circumference, whereas the WHO
definition used a choice of waist-to-hip ratio or bodymass index. Microalbuminuria was excluded as a diagnostic criterion.
In 2001, the National Cholesterol Education Program
Adult Treatment Panel (NCEP-ATP) III published their
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criteria for diagnosing MeTS. It is a more simple and easy
to use definition. Five criteria were specified: abdominal
obesity, estimated by an increased waist circumference,
high TG and low HDL concentrations, elevated BP, and
glucose intolerance [12]. Presence of any three of the
above criteria is considered compatible with a MeTS
diagnosis according to the NCEP-ATP III.
The International Diabetes Federation (IDF) in 2005
proposed yet another definition that included a definite
criterion of waist obesity plus two of the other components. It should be mentioned though that today nonobese patients are also diagnosed with MeTS (termed
metabolically obese). The basis for this lies in the fact that
this group has increased visceral fat accumulation [12].
Due to possible confusion from their contradictory
definitions, the IDF and the NCEP-ATP III more recently
reached a common harmonized definition comprising
five equal criteria: elevated waist circumference (defined
according to specific population characteristics), low
HDL levels, high TG levels, elevated BP, elevated fasting glucose [11–15]. Once more, presence of at least
three was necessary and sufficient for MeTS diagnosis
(Table 1).
The previous data serves as a basic introduction to the
history of MeTS. Of note, several authors argue that all
risk factors should be treated equally and that use of the
term MeTS in routine clinical practice should be done
cautiously. It has also been suggested that MeTS could
be considered a pathophysiologic mechanism/continuum rather than a syndrome and be graded according to
severity and potential for CVD occurrence [14].

Metabolic syndrome pathophysiology
The most widely accepted theory for the pathophysiology
of the syndrome is insulin resistance [16]. The muscle,
fat and liver cells do not respond properly to hormone
insulin and cannot absorb easily glucose from the bloodstream. Beta cells of the pancreas initially try to produce
more insulin to achieve euglycemia. Progressively, pancreas fails to keep up with the increased demand for insulin and excess glucose builds up in the bloodstream [16].
Increased waist circumference

Increased adipose tissue plays a major role in the development of insulin resistance. Visceral obesity increases
the amount of free fatty acids (FFA) in the body, and FFAs
decrease insulin-mediated glucose uptake at the muscle-cell level. As a result, blood glucose levels increase
requiring higher levels of insulin secretion insulin in. In
the liver, FFA increase the production of glucose, TG and
very low density lipoproteins. Moreover, insulin itself has
a lipolytic effect—thus a vicious circle develops where
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Table 1 Metabolic syndrome definition
WHO

EGIR
1999

NCEP ATPIII

IDF 2005

Harmonized criteria

Criteria

Insulin resistance
IGF, OFG, TDM 2,
evidence of IR
plus two of the
five

Hyperinsulinemia plus two
of four

None absolute
three of five

Central obesity obligatory

Three or more

Obesity

Waist/hip
ratio > 0.90
M > 0.85 F or
BMI > 30 kg/m2

Waist circumfer‑
ence > 94 cm M > 80 cm
F

Waist circumfer‑
ence > 40 in.
M > 35 in. F

Waist circumfer‑
ence > 94 cm M > 80 cm
F

Waist circumfer‑
ence > 90 cm M > 80 cm
F

Hyperglycemia

Insulin resistance

Insulin resistance

Fasting glu‑
cose > 100 mg

Fasting glucose > 100 mg

Fasting glucose >
5.6 mmol/l or T2DM

Dyslipidemia

Triglycer‑
TG > 177 mg/dl
ides > 150 mg/dl HDL < 39 mg/dl
HDL < 35 mg/dl
M < 39 mg/dl F

TG > 150 mg/dl

TG > 150 mg/dl

TG > 1.69 mmol/l or on
previous antilipidemic
treatment

HDL < 40 mg/dl M
< 50 mg/dl

HDL < 40 mg/dl M
<50 mg/dl

HDL < 1.03 mmol/l M
< 1.29 mmol/l F

> 130/85 mmHg

> 130/85 mmHg

> 130/85 mmHg or known
hypertension

Dyslipidemia
seperate
Hypertension

> 140/90 mmHg

Other

Microalbuminemia

> 140/90 mmHg

Table 2 Inflammatory markers in MeTS and skin-related conditions
Metabolic syndrome

IL-4, IL-6, IL-7, IL-8, IL-9, IL-10, G-CSF, TNF-α, VEGF, PDGF-BB, GM-CSF, RANTES

Psoriasis

IL-1, IL-2, IL-6, IL-12, IL-15, IL-22, IL-23, IFN-γ, TNF-α

Lichen planus

IP-10, MCP-1, RANTES, MIG

Atopic dermatitis

IL-4, IL-5, IL-12, IL-13, IL-16

IL interleukin, G-CSF granulocyte-colony stimulating factor, TNF-α tumor necrosis factor-α, VEGF vascular endothelial growth factor, PDGF-BB BB isoform of the platelet
derived growth factor, GM-CSF granulocyte-macrophage colony-stimulating factor, RANTES regulated on activation, normal T cell expressed and secreted (chemokine,
also known as CCL-5), IFN-γ interferon-γ, IP-10 interferon gamma-induced protein 10, MCP-1 monocyte chemoattractant protein 1, MIG monokine induced by gamma
interferon

increased levels of insulin lead to increased lipolysis, in
turn increasing FFA levels and further promoting insulin
resistance and stimulation of its production and secretion [16].
Triglycerides, HDL, LDL

The aforementioned increase in TG levels following the
increase on FFA’s is a good indicator of MeTS presence.
In addition to that HDL decreases caused by decreases in
the cholesteryl ester content of lipoprotein core. LDL levels increase as well [16, 17].
Hyperglycemia

The constant need for insulin production eventually
reaches non-sustainable levels for the pancreas and insulin levels start to drop—it is at that point that hyperglycemia ensues. Constantly increased levels of FFA can also
act in a toxic way on the beta cells and suppress insulin
production [16].

Blood hypertension

The hypertensive effect of MeTS has been attributed to
the lack of the vasodilatory effect of insulin—insulin
resistance also affects vasodilation. Concomitantly, insulin increases sodium absorption by the kidneys, while
FFA have vasoconstrictive effects. Finally, increased
levels of insulin result in increased sympathetic nervous system activity and the above in tandem lead to the
development of hypertension.
MeTS coronary artery disease and diabetes

The aforementioned risk factors are similar risk factors for coronary artery disease and diabetes mellitus.
Although MeTS is a different entity from CAD it appears
that on both Mets and DM we get coronary microvascular disease as an early culprit [17]. The state of chronic
inflammation and the raised lipids can explain in some
extend the fact. Also, MeTS is considered to act in a toxic
way on various organ systems including b-cells on pancreas. Thus the abdominal accumulation of fat, but also

Stefanadi et al. Diabetol Metab Syndr (2018) 10:9

the other criteria of the syndrome can evolve to DM
mainly type 2 [18].
Overall MetS predisposes individuals to DM or CAD.
Wilson et al. showed that in a group of patients with
MeTS one-third developed CAD and half of the patients
developed DM type 2 over a period of 8 years follow-up
[19].
Insulin resistance is accompanied by other pathophysiologic disturbances, some requiring further elucidation.
Such are increases in proinflammatory cytokines, prothrombotic factors, homocysteine, serum viscosity, leptin
and resistin levels, a decrease in adiponectin, occurrence
of non-alcoholic fatty liver disease and polycystic ovarian syndrome. This fact could become a base for further
investigation of the syndrome in relation to other diseases and in particular dermatological diseases [1, 11,
13].
MeTS and the skin

Thus, it appears that dis regulation of skin physiology can
predispose to MeTS and vice verse [20].
Any pathophysiologic dysfunction that results in a loss
of metabolic control in the body can result in cutaneous
disease. The fat accumulation in MeTS with the progressive development of insulin resistance induces a cascade
of hormonal changes, such as the effects on growth hormone. Hormones follow a principal of autoregulation in
a synergistic manner. Thus, deterioration of androgendependent skin diseases like acne or androgenic alopecia are to be expected. At the same time, inflammatory
markers like TNF-α, IL-17, IL-23 and oxidative stress
appear involved in many autoimmune and inflammatory
skin conditions [21–23] that are certainly present in both
conditions. Consequently, it is not a paradox to suspect
common pathophysiology pathways [4, 5, 11].

Metabolic syndrome and psoriasis
Amongst the various skin conditions investigated, psoriasis holds a great interest in relation to MeTS. Psoriasis is a chronic inflammatory disease, affecting 1–4% of
the general population, considered a multisystem disorder, rather than a skin disease alone. The prevalence of
the MeTS has been estimated to be about 15–25% in the
general population, appearing significantly higher (an
increase by about threefold) in psoriatic patients, as documented by many case–controls studies [24, 25].
The association between psoriasis and MeTS is directly
correlated with the severity of psoriasis. Various population based studies from all continents show that MeTS is
an independent comorbidity in psoriatic patients. In 1978
McDonald et al. investigated connection of psoriasis with
vascular disease and Gisondi et al. found a prevalence of
30.1% of MeTS in psoriasis patients vs 20.6% in control

Page 4 of 11

[26, 27]. The cross–sectional study of Cohen et al. also
showed an association between psoriasis and MeTS [28].
The study of Praveenkumar et al. suggests that MeTS,
as well as dyslipidemia (low HDL), are more common
in psoriasis patients (MeTS prevalence in psoriasis 60%
vs 40% in controls, p = 0.12). In particular, risk factors
such as dyslipidemia, increased BP, obesity, insulin resistance were more prevalent in psoriatic patients, although
differences did not reach statistical significance [29].
Another study from Thailand conducted by Kokpol et al.
showed that all psoriatic patients had higher prevalence
of MeTS than the general population (49.25% vs 30.65%)
[30]. The metabolic components which were significantly
higher in the cases than controls included hyperglycemia, high blood pressure (HBP) and abdominal obesity.
Studies in a large population from Henseler et al. showed
similar results, with systemic disorders, such as diabetes
and obesity occurring significantly more often in patients
with psoriasis than in control subjects [31]. Itani et al.
investigated 150 patients with psoriasis, and noted a
twofold increase in MeTS in relation to controls (35.3%
vs 18.0%, p < 0.001) and even higher in cases of inverse
psoriasis and nail pitting [32]. Meziane et al. also found
a higher incidence of MeTS among 150 psoriatic patient
[33]. An indirect relation also has to be considered, given
that psoriatic male patients are more often smokers
thus more susceptible to MeTS-related disorders. Owczarczyc-Suczonek et al. found, in a group of 69 psoriatic
patients, that the prevalence of MeTS was 25.81% vs
21.02% in the control group (p = NS), the mean HOMAIR (insulin resistance index) being 1.93 vs 1.94 (p = NS)
[34]. It has also been reported that liver fibrosis due to
fat accumulation is more frequent in comparison to the
general population [35].
Neimann et al. investigated cardiovascular risk factors
in patients with mild and severe psoriasis. CAD risk factors where more prevalent in patients with severe psoriasis [24]. A plausible mechanistic hypothesis postulates
that psoriasis predisposes to MeTS and arterial stiffness
due to the various inflammatory markers circulating in
the blood, the so-called ‘psoriatic march’. The hypothesis
states that psoriasis is a chronic systemic inflammatory
disease resulting in insulin resistance by down-regulation of insulin receptors. Cytokines of the Th1 pathway
[interferon-γ, interleukin (IL)-2, IL-12, and tumor necrosis factor (TNF)-α] predominate in both psoriatic and
atherosclerotic plaques [21]. In addition, the decrease
in the expression of insulin receptors in endothelial
cells results in reduction of nitric oxide (NO), a vasodilatory agent. Thus, vasoconstriction ensues, leading to
increased arterial stiffness. As a result, increased incidence of myocardial infraction (MI) and stroke has been
reported. It has been shown that the use of an insulin
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stimulating agent (glucagon like peptide 1—GLP-1) can
improve psoriasis emphasizing the effect of insulin resistance in inflammation [25, 35, 36]. There are successful
attempts to prove that various inflammatory markers
increase initially on the skin and then systemically on
psoriasis as C reactive protein. This markers can deteriorate the metabolic syndrome. Also oxidative stress and
DNA/RNA damage is increased in patients with psoriasis
and metabolic syndrome. So, the evidence shows at least
similarities on the pathophysiology of both conditions
[37]. Chronic inflammation of psoriasis and the downregulation of insulin receptors predisposes to MeTS. The
chronic inflammation of MeTS affects the homeostasis of
the skin in combination with genetic and other factors.
A late article for Korkmaz et al. states that a change in
expression of apoptosis activators may contribute to the
development of MeTs in patients with psoriasis [38].
Screening of psoriatic patients for CVD risk factors may
uncover those both at high risk and suboptimally managed [39]. Recent algorithm for patients with psoriasis
and metabolic syndrome has been published by Radtke
et al. [40]. According to the algorithm patients with
psoriasis and metabolic syndrome should be referred
for further management when they develop three of
the following criteria: visceral obesity (waist circumference > 94 cm in men or > 80 cm in women), triglycerides > 150 mg/dl or on specific therapy, HDL < 40 mg/dl
in men or < 50 mg/dl in women or on specific treatment,
systolic pressure > 130 mmHg or diastolic > 85 mmHg or
on treatment, fasting plasma glucose > 100 mg/dl. Follow
up should be arranged every 6 months for severe psoriasis (or for those on systemic medication), or annually for
mild cases. Furthermore, lifestyle changes, such as smoking and alcohol cessation, dietary habits and exercise
should be pursued.
Overall psoriasis may be independently associated with
the development of MI and ischemic heart disease [22].
Conflicting studies do not prove always such a relation.
There are however populations differences on the severity of obesity on Western society in comparison to other
populations possibly explaining this results [41]. Consequently, physicians should be aware of an increase in
CVD risk in psoriatic patients and adjust their management accordingly [24, 35, 36, 42–49].

Sebaceous and apocrine glands disorders
Acne

Acne, a disorder of the pilosebaceous unit, is a multifactorial condition. Endocrine abnormalities can produce
acne as it occurs in women with polycystic ovary syndrome, which has itself been related to MeTS. Recently,
Nagpal and colleagues conducted a cross-sectional study
in 100 post adolescent male patients [50, 51]. They found

Page 5 of 11

a statistically significant increase in the incidence of
insulin resistance and MeTS prevalence in their patient
group in comparison with the control group in 100 postadolescence male patients. Del Prete and colleagues
investigated 32 male individuals with acne concluding
that parameters of MeTS, mainly insulin resistance, were
higher in the patient group compared with controls [52].
Acne is a multifactorial disorder. A well-known contributing factor is the excess on testosterone levels. Patlolla
et al. showed that obese/insulin resistant patients with
polycystic ovary syndrome (PCO) have low SHBG and
hence an increased fraction of free testosterone [53]. The
PCO syndrome is characterized of insulin resistance,
obesity, acne, hirsutism. Thus one of the possible pathophysiologic mechanism explaining deterioration of acne
in MeTS could be the increase on free testosterone.
The pilosebaseus unit appears to play an important role
as an antimetabolic syndrome factor. The secretion of
sebum decreases the lipid levels. At the same time disregulation of the unit it self can predispose to the expression
of metabolic syndrome. This vise versa relationship hold
great interest for future investigation [20].
Rosacea

A complex disorder of sebaceous glands and blood
microcirculation in the face, rosacea has been investigated in relation to MeTS. In particular, the study by
Akin Belli et al. showed a relationship between rosacea
and CVD risk factors [54]. Dysregulation of Sympathetic system, testosterone effect and blood hypertension
appear on cases of Roseacea and MeTS [16].
Hidradenitis suppurativa

The apocrine gland disorder hidradenitis suppurativa (HS) affects body part areas such as the axillae and
groin. Study results highlight the high comorbidity burden of patients with HS compared with matched control subjects. Among other, there was a higher incidence
of diabetes, obesity, dyslipidemia and hypertension. A
meta-analysis by Tzellos et al. found a significant relation of MeTS and HS [48]. Unsurprisingly, recent studies
show that patients with HS may have one or more MeTS
components despite young age and target screening is
currently advised [55–57]. Also, one possible pathophysiologic mechanism could be the effect of androgens.
Often the condition improves with oral anti androgen
medication [58].
Alopecia

Apparently, androgenic alopecia (AGA) has been investigated in relation to MeTS [59]. Some studies show
that early onset of AGA could be an independent factor related to the syndrome. In 2000 Matilainen et al.
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observed early AGA associated with increased insulin
resistance [60]. A case control study of 100 young male
patients conducted by Banger et al. detected a statistically significant difference regarding the number of individuals in the group of AGA fulfilling the criteria for
MeTS in comparison with the control group [61]. The
study by El Sayed et al. among 90 female patients with
AGA showed a statistically significant increase in the
incidence and severity of female pattern hair loss especially in relation to hypertension and obesity (defined by
NCEP-ATP III criteria) [62]. In contrast, another study
from Ozbas Gok et al. did not prove a relation between
AGA and MeTS apart from a difference in systolic pressure between disease-based groups [63]. Again the
increase on free testosterone on insulin resistance syndromes can be a contributing factor on the deterioration
of AGA. Oxidative stress mechanism in addition come to
accelerate aging process as AGA deteriorates with age.
Alopecia areata (AA) is a non-scaring form of alopecia of
autoimmune etiology. There are case reports of AA with
underlying MeTS, suggesting a possible field of future
investigation [64].

Inflammatory and autoimmune skin disease
Lichen planus

Lichen planus patients are at increased risk for CVD as
it has been shown that they develop dyslipidemia more
frequently. Moreover, patients with lichen planus were
found to have higher markers of both metabolic and
cardiovascular risk factors in relation to controls, most
probably due to long standing inflammation associated
with the condition [65, 66].
Cutaneous manifestations of systemic lupus
erythematosus

In systemic lupus erythematosus, adipokines could also
play a role in the occurrence of MeTS. A case report from
Sato et al. implies that insulin resistance type Β (severe
resistance caused by polyclonal IgG antibodies directed
against insulin receptors) should be suspected in patients
with systemic lupus and hypoglycemia (induced by
simultaneous release of receptors) [67].
Atopic dermatitis

Atopic dermatitis is positively related to MeTS adding to
the panel of inflammatory skin conditions with systemic
involvement. Animal models with AD were found having
a higher incidence of liver fat accumulation [68]. Atopic
dermatitis is being investigated in relation to MeTS on a
similar basis as psoriasis. The co-existence of both skin
conditions and metabolic syndrome is being refereed
as the “inflammatory skin march” [69]. One possible
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common feature on both entities is the alteration on
expression of T cell cytokines especially Tc 2 derived
cytokines. The TH2 subset of T helper lymphocytes are
recruited on the dermis and epidermis in atopic dermatitis on large amounts [70].
Seborrheic dermatitis and other inflammatory skin
conditions

This very common skin condition affecting mainly scalp
and areas of the face like the eyebrows and nasolabial
folds appears to be on recent studies a predictive factor
for MeTS [41].
Most recently, a study was published in a Brazilian population, relating MeTS with the autoimmune skin disease
pemphigus but the chronic use of steroid treatment has
to be considered as a potential confounder [71].
Chronic urticaria shares some common pathophysiology with MeTS as well [69].
Overall the production of adipokines by fat cells in
MeTS, like leptin, adiponectin, TNF-α, IL-6, monocyte
chemotactic protein-1 (MCP-1), and others, now recognized as a part of the innate immune system, has an
important role in the pathogenesis of insulin resistance.
In addition, they may affect accumulation of leukocytes
on tissues and predispose to CVD. Medical treatments
that improve skin conditions, including methotrexate,
decreased inflammatory markers and the incidence of
coronary disease [72]. Table 2 lists proinflammatory molecules associated with various inflammation-related conditions discussed in this article.

Cutaneous tumors
In 2012 Nagel et al. investigated the relationship of MeTS
parameters with skin cancer. A positive relation was
found in women with malignant melanoma (MM) and
increased blood pressure. Also, men with MM tend to
have higher body mass indices (BMI). Women with squamous cell carcinoma/non melanoma skin cancer had a
tendency towards increased glucose and TG. Moreover,
development of xanthelasmata and tendon xanthomas
(although obviously not proliferative, tumor-like disorders) is quite typical of congenital hyperlipoproteinemias
[73–75].
Skin aging
Nagase et al. investigated the skin aging process in animal
models with MeTS. They found evidence of both oxidative stress and upregulated inflammatory markers as well
as increased expression of mineralocorticoid receptors in
the skin [76]. They propose a similar mechanism of aging
to the one adopted for internal organs in MeTS. More
specifically, oxidative stress and inflammation are related
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to MeTS, consequently, free oxygen species damaging
DNA, mitochondrial function and producing hormonal
dysregulation (including insulin resistance) have been
associated with the aging process [77]. It appears that
skin collagen glycation is related to both MeTS parameters and aging.
Glycation products cross-link with collagen bundles
interfering with its function. This phenomenon becomes
more intense in diabetics, accelerating skin aging. Intrinsic factors like the Maillard reaction but also oxidative
stress affect fibroblast gene expression reducing levels of
metalloprotease inhibitors and increasing production of
metalloproteases that degrade collagen. Moreover, collagen itself becomes stiffer with an altered function. Based
on this theory, many studies propose antioxidants and
inhibitors of collagen glycation as preventive treatments.
This condition, along with oxidative stress, inflammation
and endothelial dysfunction, has been studied in relation
to diabetes. Antidiabetic medication for patients with
T2DM would theoretically reduce the reactions’ extend
by controlling blood glucose levels [78]. In general, collagen glycation is considered a platform for research on
the pathogenesis of skin aging [79, 80]. Skin autofluorescence showed to be effective on detection of individuals
with advanced glycation end products and predisposition
to MeTS. This could be a promising method for research
and future population studies [19].

Miscellaneous skin diseases
Conditions such as holoderma (knuckle pads), striae, skin
tags, impaired wound healing, vitiligo have been directly
or indirectly connected to MeTS [81–86].
Microscopic changes
Investigators have shown interest in the microscopic
changes to the skin structure in individuals with MeTS.
Janovska and colleagues microscopically observed dyspigmentations and telangiectasias on the skin of patients.
Moreover, histological sections showed dermal elastosis,
thickening of stratum spinosum and basal membrane,
acanthosis, as well as mild Τ lymphocytic infiltration
around capillaries. Bcl-2 anti-apoptotic protein was accumulated in the epidermis more significantly in participants with MeTS [87].
Furthermore, Puchau et al. found an inverse correlation between several trace element levels (including zinc,
selenium and copper) from nail samples of individuals
and blood inflammatory cytokine levels, stressing the
importance of these antioxidant elements against chronic
inflammatory states and skin aging [88].
Table 3 summarizes studies exploring associations
between MeTS and various skin diseases.
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Table 3 Studies of metabolic syndrome and skin disease
First author

Year

Skin condition

Praveenkumar et al. [29]

2016

Psoriasis

Kokpol et al. [30]

2014

Psoriasis

Henseler et al. [31]

1995

Psoriasis

Owczarczyk-Saczonek et al. [34]

2015

Psoriasis

Gisondi et al. [26]

2007

Psoriasis

Nagpal et al. [51]

2016

Acne

Del Prete et al. [52]

2012

Acne

Akin Belli et al. [54]

2016

Rosacea

Shlyankevich et al. [56]

2014

Hidradenitis suppurativa

Banger et al. [61]

2015

Androgenic alopecia

El Sayed et al. [62]

2016

Androgenic alopecia

Saleh et al. [66]

2014

Lichen planus

Arias-Santiago et al. [65]

2011

Lichen planus

Lee et al. [68]

2017

Atopic dermatitis

Ambiel et al. [71]

2014

Pemphigus

Saylam Kurtipek et al. [83]

2015

Holoderma

Wali et al. [84]

2016

Striae

Chen et al. [85]

2016

Acanthosis nigricans

Puttegowda et al. [75]

2015

Tendon xanthomas

Nagase et al. [76]

2013

Skin aging

Penington et al. [86]

2007

Wound healing

Conclusions
MeTS includes the following parameters: Increased waist
circumference, high TG and low HDL level, increased
blood pressure, and increased blood fasting glucose. The
base of its pathophysiology lies in insulin resistance. Individuals with the syndrome seem to have increased incidence of CVD and T2DM [17, 89]. Application of this
observation in every day clinical practice means that a
higher level of care should be applied in such patients
with closer monitoring and aggressive treatment of each
individual parameter. Monitoring risk factors like xenobiotics and genetics is a logic approach. Also, lifestyle
factors like nutrition and exercise can be part of a prevention program [18].
MeTS and the skin is still a field of active research and
associations are being established with other medical
conditions. We found several studies investigating psoriasis, and other inflammatory skin conditions in conjunction with MeTS. There were also attempts to associate
MeTS with skin aging, skin neoplasias and skin autoimmune diseases. These observations open novel pathways
while trying to elucidate the pathophysiology of skin disease and more importantly introduce and evaluate novel
yet mechanistically sound treatments, e.g. insulin stimulating factor improving psoriasis.
Patients with psoriasis have a higher incidence of metabolic syndrome parameters and are at increased risk of
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CAD [25]. Patients with other inflammatory skin conditions like atopic dermatitis have derangement in several
metabolic syndrome parameters [69]. Inflammatory
and autoimmune skin conditions like lichen planus are
related to chronic inflammation and MeTS [65]. A positive correlation has been found for pemphigus and systemic lupus [71]. Individuals with acne are more prone to
have insulin resistance [50]. So, far routine investigation
on metabolic parameters takes place only for patients on
systemic medication for skin disease (isotretinoin, methotrexate, azathioprine, ciclosporine, prednizolone) [90].
Routine tests for metabolic parameters could be applied
in the future Table 4.
Also the clinical presentation of a patient with multiple skin tags, acanthosis nigricans, granuloma anulare or
necrobiosis lipoidica is already related to T2DM. Metabolic parameters deterioration was observed in patients
with HS and rosacea [54]. Moreover, AGA in both sexes
had an earlier onset and severity in MeTS [59]. Patients
with skin cancer malignant melanoma suffer more often
from blood hypertension with a positive relation also
found for squamous cells carcinomas [73]. Microscopic
changes were observed on histology sections while oxidative stress and inflammation affect the skin as well [87].
The result is the skin aging. Whether this is comparable
to premature aging as in diabetes with the effects of glycation remains to be further investigated [19] Table 3.
An interesting aspect of the skin function has been
investigated in relation to its ability to eliminate from
the body xenobiotics (drugs, pesticides and other chemical compounds), remove free radical species by having an
antioxidant capacity and even reduce cholesterol levels by
the excretory function of sweat and sebaceous glands [20].

More specifically, the skin expresses all the enzymes of
the xenobiotic eliminating systems like cytochrome P450
enzymes, flavin-dependent monooxygenase, monoamine oxidase, alcohol dehydrogenase, and aldehyde dehydrogenase. In addition to that, it is equipped with drug
metabolizing systems and antioxidant enzymes. Sweat
is found to contain a high quantity of toxic substances.
Moreover, sebum clears excess cholesterol [20]. It is a
well-known notion that isotretinoin that reduces sebum
production is related to increased levels of cholesterol
in the body. The important function of skin as an insulin
regulator unfortunately comes to surface in severe burns
where patient can develop a long term insulin resistance
[78].
Based on the above, a higher level of suspicion should
exist regarding skin disease patients in primary and secondary care in order to achieve earlier detection of those
in high risk of CVD or T2DM [20]. Presence of the aforementioned skin conditions in people meeting MeTS criteria appears not to be uncommon. In our opinion, this
observation could be interpreted in the following ways:
••  Firstly, it once more emphasizes the interconnection
among organ systems and the extent to which the
skin is involved in metabolic disorders.
••  Secondly, results from the increasing interest and
related research suggest a potential for early detection and better management of people at risk for
CVD or T2DM (Table 4). Skin involvement and its
extent could also assist in interpreting some of the
residual (i.e. not explainable by conventional CVD
risk factors) variability in CVD occurrence.

Table 4 Proposed management of patients with skin disease at higher risk for CVD
Skin condition

Risk factor for CVD

Management

Psoriasis

Severity, nail pitting

Refer if ≥ 3 of: TG > 150 mg/dl, HDL < 40 mg/dl, waist
circumference > 94 cm (males)/> 80 cm females,
fasting plasma glucose > 100 mg/dl

Androgenic alopecia

Early onset in males, severity in females Consider screening for insulin resistance

Acne-rosacea

Adults

Treat insulin resistance

Atopic dermatitis

Female sex

Consider abdominal ultrasound for visceral fat accu‑
mulation

Lichen planus

Degree of inflammation (?)

Manage dyslipidemia/CVD

Hidradenitis suppurativa

Severity

Check for MeTS parameters even in young patients

Squamous cell carcinoma

Female sex

Blood glucose, triglyceride levels monitoring

Melanoma

Male sex

Manage hypertension

Skin tags, acanthosis nigricans, impaired wound
healing

Undetermined

Treat insulin resistance

Aging

Collagen glycation

Tighter glycemic control
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The idea of a simple skin test that could in the future
give information about the metabolic status of a patient
is appealing and would undoubtedly lead to improvement
of care for our patients [19].
Abbreviations
IL: interleukin; G-CSF: granulocyte-colony stimulating factor; TNF-α: tumor
necrosis factor-4 α; VEGF: vascular endothelial growth factor; PDGF-BB:
BB isoform of the platelet derived 5 growth factor; GM-CSF: granulocytemacrophage colony-stimulating factor; RANTES: regulated on activation,
normal T cell expressed and secreted (chemokine, also known as CCL-5); IFN-γ:
interferon-γ; IP-10: interferon gamma-induced protein 10; MCP-1: monocyte
8 chemoattractant protein 1; MIG: monokine induced by gamma interferon;
MeTS: metabolic syndrome; T2DM: type 2 diabetes mellitus; CVD: cardio‑
vascular disease; HDL: high density lipoprotein; TG: triglycerides; BP: blood
pressure; WHO: World Health Organisation; IGT: impaired glucose tolerance;
IFG: impaired fasting glucose; GLP: glucagon like peptide; HOMA: homeostatic
model assessment; EGIR: European Group for Insulin Resistance; NCEP-ATP:
National Cholesterol Education Program Adult Treatment Panel; IR: insulin
resistance; FFA: free fatty acids; DM: diabetes mellitus; IDF: International Dia‑
betes Federation; LDL: low density lipoprotein; NO: nitric oxide; MI: myocardial
infraction; AGA: androgenic alopecia; PCO: polycystic ovary; HS: hidradenitis
suppurativa; AA: alopecia areata; AD: atopic dermatitis; MCP: monocyte
chemotactic protein; MM: malignant melanoma; BMI: body mass index.
Authors’ contributions
Review of literature and writing. All authors read and approved the final
manuscript.
Author details
Dermatology Department, Athens Medical Centre, Athens, Greece. 2 Heart
Surgery Department, University Hospital of Wales, Cardiff, UK. 3 National
and Kapodistrian University of Athens and Athens Heart Center, Athens,
Greece. 4 Great Ormond Hospital for Children Orthopaedic Unit, London, UK.
5
Saint George Medical School, London, UK. 6 National and Kapodistrian Uni‑
versity of Athens and Metropolitan Hospital, Athens, Greece. 7 Dermatology
Department, Northwick Park and Middlesex Hospitals, London, UK. 8 National
and Kapodistrian University of Athens and Athens Medical Center, Papadia‑
mantopoulou 20, Ilisia, Athens, Greece.
1

Acknowledgements
Not applicable. All co-authors email are written on the section of authors.
Competing interests
The authors declare that they have no competing interests.
Availability of data and materials
Not applicable.
Consent for publication
Not applicable.
Ethics approval and consent to participate
Not applicable.
Funding
Not applicable.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.
Received: 5 July 2017 Accepted: 12 February 2018

Page 9 of 11

References
1. Oda E. Metabolic syndrome: its history, mechanisms, and limitations. Acta
Diabetol. 2012;49(2):89–95.
2. Reaven GM. Syndrome X. Blood Press Suppl. 1992;4:13–6.
3. Reaven GM. The metabolic syndrome: time to get off the merry-goround? J Intern Med. 2011;269(2):127–36.
4. Cohen JB, Janniger CK, Piela Z, Szepietowski JC, Samady JA, Schwartz
RA. Dermatologic correlates of selected metabolic events. J Med.
1999;30(3–4):149–56.
5. Van Hecke E. Cutaneous manifestations of internal diseases. Acta Clin
Belg. 2003;58(5):302–7.
6. Casqueiro J, Casqueiro J, Alves C. Infections in patients with diabetes mel‑
litus: a review of pathogenesis. Indian J Endocrinol Metab. 2012;16(Suppl
1):S27–36.
7. Fizelova M, Jauhiainen R, Kangas AJ, Soininen P, Ala-Korpela M, Kuusisto
J, et al. Differential associations of inflammatory markers with insulin
sensitivity and secretion: the prospective METSIM study. J Clin Endocrinol
Metab. 2017;102(9):3600–9.
8. Beavers KM, Nicklas BJ. Effects of lifestyle interventions on inflam‑
matory markers in the metabolic syndrome. Front Biosci Sch Ed.
2011;1(3):168–77.
9. Lam DW, LeRoith D. Metabolic syndrome. In: De Groot LJ, Chrousos G,
Dungan K, Feingold KR, Grossman A, Hershman JM, et al., editors. Endo‑
text. South Dartmouth: MDText.com, Inc.; 2000. http://www.ncbi.nlm.nih.
gov/books/NBK278936/. Accessed 18 Nov 2017.
10. Alberti KG, Zimmet PZ. Definition, diagnosis and classification of diabetes
mellitus and its complications. Part 1: diagnosis and classification of
diabetes mellitus provisional report of a WHO consultation. Diabet Med J
Br Diabet Assoc. 1998;15(7):539–53.
11. Huang PL. A comprehensive definition for metabolic syndrome. Dis
Model Mech. 2009;2(5–6):231–7.
12. Expert Panel on Detection. Evaluation, and treatment of high blood cho‑
lesterol in adults. Executive summary of the third report of The National
Cholesterol Education Program (NCEP) Expert Panel on detection, evalu‑
ation, and treatment of high blood cholesterol in adults (Adult Treatment
Panel III). JAMA. 2001;285(19):2486–97.
13. Eckel RH, Grundy SM, Zimmet PZ. The metabolic syndrome. Lancet Lond
Engl. 2005;365(9468):1415–28.
14. Wiley JF, Carrington MJ. A metabolic syndrome severity score: a tool to
quantify cardio-metabolic risk factors. Prev Med. 2016;88:189–95.
15. Harmonizing the metabolic syndrome: a joint interim statement of
the International Diabetes Federation Task Force on Epidemiology and
Prevention. https://www.ncbi.nlm.nih.gov/pubmed/19805654. Accessed
18 Nov 2017.
16. Leroith D. Pathophysiology of the metabolic syndrome: implications for
the cardiometabolic risks associated with type 2 diabetes. Am J Med Sci.
2012;343(1):13–6.
17. Wilson PWF, D’Agostino RB, Parise H, Sullivan L, Meigs JB. Metabolic
syndrome as a precursor of cardiovascular disease and type 2 diabetes
mellitus. Circulation. 2005;112(20):3066–72.
18. Mendrick DL, Diehl AM, Topor LS, Dieter RR, Will Y, La Merrill MA, Bouret S,
Varma V, Hastings KL, Schug TT, Emeigh Hart SG, Burleson FG. Meta‑
bolic syndrome and associated diseases: from the bench to the clinic.
Toxicol Sci. 2017. https://doi.org/10.1093/toxsci/kfx233.
19. van Waateringe RP, Slagter SN, van Beek AP, van der Klauw MM, van
Vliet-Ostaptchouk JV, Graaff R, et al. Skin autofluorescence, a non-invasive
biomarker for advanced glycation end products, is associated with the
metabolic syndrome and its individual components. Diabetol Metab
Syndr. 2017;9:42.
20. Zhou S-S, Li D, Zhou Y-M, Cao J-M. The skin function: a factor of antimetabolic syndrome. Diabetol Metab Syndr. 2012;4(1):15.
21. Krueger JG. The immunologic basis for the treatment of psoriasis with
new biologic agents. J Am Acad Dermatol. 2002;46(1):1–23 (quiz 23–26).
22. Yamanaka K, Nakanishi T, Saito H, Maruyama J, Isoda K, Yokochi A, et al.
Persistent release of IL-1s from skin is associated with systemic cardiovascular disease, emaciation and systemic amyloidosis: the potential
of anti-IL-1 therapy for systemic inflammatory diseases. PLoS ONE.
2014;9(8):e104479.
23. Tanmay Padhi G. Metabolic syndrome and skin: psoriasis and beyond.
Indian J Dermatol. 2013;58(4):299–305.

Stefanadi et al. Diabetol Metab Syndr (2018) 10:9

24. Neimann AL, Shin DB, Wang X, Margolis DJ, Troxel AB, Gelfand JM. Preva‑
lence of cardiovascular risk factors in patients with psoriasis. J Am Acad
Dermatol. 2006;55(5):829–35.
25. Zindancı I, Albayrak O, Kavala M, Kocaturk E, Can B, Sudogan S, et al.
Prevalence of metabolic syndrome in patients with psoriasis. Sci World J.
2012;2012:312463.
26. Gisondi P, Tessari G, Conti A, Piaserico S, Schianchi S, Peserico A, et al.
Prevalence of metabolic syndrome in patients with psoriasis: a hospitalbased case–control study. Br J Dermatol. 2007;157(1):68–73.
27. McDonald CJ, Calabresi P. Psoriasis and occlusive vascular disease. Br J
Dermatol. 1978;99(5):469–75.
28. Cohen AD, Sherf M, Vidavsky L, Vardy DA, Shapiro J, Meyerovitch J. Asso‑
ciation between psoriasis and the metabolic syndrome. A cross-sectional
study. Dermatol Basel Switz. 2008;216(2):152–5.
29. Praveenkumar U, Ganguly S, Ray L, Nanda SK, Kuruvila S. Prevalence
of metabolic syndrome in psoriasis patients and its relation to disease
duration: a hospital based case–control study. J Clin Diagn Res JCDR.
2016;10(2):WC01–5.
30. Kokpol C, Aekplakorn W, Rajatanavin N. Prevalence and characteristics of
metabolic syndrome in South-East Asian psoriatic patients: a case–con‑
trol study. J Dermatol. 2014;41(10):898–902.
31. Henseler T, Christophers E. Disease concomitance in psoriasis. J Am Acad
Dermatol. 1995;32(6):982–6.
32. Itani S, Arabi A, Harb D, Hamzeh D, Kibbi A-G. High prevalence of meta‑
bolic syndrome in patients with psoriasis in Lebanon: a prospective study.
Int J Dermatol. 2016;55(4):390–5.
33. Meziane M, Kelati A, Najdi A, Berraho A, Nejjari C, Mernissi F-Z. Meta‑
bolic syndrome in Moroccan patients with psoriasis. Int J Dermatol.
2016;55(4):396–400.
34. Owczarczyk-Saczonek AB, Nowicki R. The association between smoking
and the prevalence of metabolic syndrome and its components in
patients with psoriasis aged 30 to 49 years. Postepy Dermatol Alergol.
2015;32(5):331–6.
35. Ganzetti G, Campanati A, Molinelli E, Offidani A. Psoriasis, non-alcoholic
fatty liver disease, and cardiovascular disease: three different diseases on
a unique background. World J Cardiol. 2016;8(2):120–31.
36. Miller IM. Co-morbidities in inflammatory dermatological diseases. Pso‑
riasis, hidradenitis suppurativa, and cardiovascular risk factors. Dan Med J.
2015;62(9).
37. Borska L, Kremlacek J, Andrys C, Krejsek J, Hamakova K, Borsky P, et al.
Systemic inflammation, oxidative damage to nucleic acids, and metabolic
syndrome in the pathogenesis of psoriasis. Int J Mol Sci. 2017;18(11):2238.
https://doi.org/10.3390/ijms18112238.
38. Korkmaz S, Korkmaz H. Effect of alterations in apoptotic pathway on
development of metabolic syndrome in patients with psoriasis vulgaris.
Br J Dermatol. 2017;176(6):1549–57.
39. Rutter MK, Kane K, Lunt M, Cordingley L, Littlewood A, Young HS, et al.
Primary care-based screening for cardiovascular risk factors in patients
with psoriasis. Br J Dermatol. 2016;175(2):348–56.
40. Radtke MA, Mrowietz U, Feuerhahn J, Härter M, von Kiedrowski R, Nasa A,
et al. Early detection of comorbidity in psoriasis: recommendations of the
National Conference on Healthcare in Psoriasis. J Dtsch Dermatol Ges J
Ger Soc Dermatol JDDG. 2015;13(7):674–90.
41. Imamoglu B, Hayta SB, Guner R, Akyol M, Ozcelik S. Metabolic syndrome
may be an important comorbidity in patients with seborrheic dermatitis.
Arch Med Sci Atheroscler Dis. 2016;1(1):e158–61.
42. Boehncke W-H, Boehncke S. More than skin-deep: the many dimensions
of the psoriatic disease. Swiss Med Wkly. 2014;144:w13968.
43. Lai YC, Yew YW. Psoriasis as an independent risk factor for cardiovascular
disease: an epidemiologic analysis using a national database. J Cutan
Med Surg. 2016;20(4):327–33.
44. Machado-Pinto J, Diniz MDS, Bavoso NC. Psoriasis: new comorbidities. An
Bras Dermatol. 2016;91(1):8–14.
45. Danesh MJ, Koo EB, Kimball AB. Effects of TNF-alpha antagonism in
patients with metabolic syndrome and psoriasis. J Eur Acad Dermatol
Venereol JEADV. 2016;30(11):e152–4.
46. Shahwan KT, Kimball AB. Psoriasis and cardiovascular disease. Med Clin N
Am. 2015;99(6):1227–42.
47. Sommer DM, Jenisch S, Suchan M, Christophers E, Weichenthal M.
Increased prevalence of the metabolic syndrome in patients with moder‑
ate to severe psoriasis. Arch Dermatol Res. 2006;298(7):321–8.

Page 10 of 11

48. Tzellos T, Zouboulis CC, Gulliver W, Cohen AD, Wolkenstein P, Jemec GBE.
Cardiovascular disease risk factors in patients with hidradenitis suppura‑
tiva: a systematic review and meta-analysis of observational studies. Br J
Dermatol. 2015;173(5):1142–55.
49. Gui XY, Yu XL, Jin HZ, Zuo YG, Wu C. Prevalence of metabolic syndrome
in Chinese psoriasis patients: a hospital-based cross-sectional study. J
Diabetes Investig. 2017;9(1):39–43. https://doi.org/10.1111/jdi.12663.
50. Kumari R, Thappa DM. Role of insulin resistance and diet in acne. Indian J
Dermatol Venereol Leprol. 2013;79(3):291–9.
51. Nagpal M, De D, Handa S, Pal A, Sachdeva N. Insulin resistance and
metabolic syndrome in young men with acne. JAMA Dermatol.
2016;152(4):399–404.
52. Del Prete M, Mauriello MC, Faggiano A, Di Somma C, Monfrecola G,
Fabbrocini G, et al. Insulin resistance and acne: a new risk factor for men?
Endocrine. 2012;42(3):555–60.
53. Patlolla S, Vaikkakara S, Sachan A, Venkatanarasu A, Bachimanchi B, Bitla A,
et al. Heterogenous origins of hyperandrogenism in the polycystic ovary
syndrome in relation to body mass index and insulin resistance. Gynecol
Endocrinol Off J Int Soc Gynecol Endocrinol. 2017;25:1–5.
54. Akin Belli A, Ozbas Gok S, Akbaba G, Etgu F, Dogan G. The relationship
between rosacea and insulin resistance and metabolic syndrome. Eur J
Dermatol EJD. 2016;26(3):260–4.
55. Lim ZV, Oon HH. Management of hidradenitis suppurativa in patients
with metabolic comorbidities. Ann Dermatol. 2016;28(2):147–51.
56. Shlyankevich J, Chen AJ, Kim GE, Kimball AB. Hidradenitis suppurativa is
a systemic disease with substantial comorbidity burden: a chart-verified
case–control analysis. J Am Acad Dermatol. 2014;71(6):1144–50.
57. Veysey EC. Hidradenitis suppurativa and the metabolic syndrome. Br J
Dermatol. 2015;173(2):325–6.
58. Karagiannidis I, Nikolakis G, Zouboulis CC. Endocrinologic aspects of
hidradenitis suppurativa. Dermatol Clin. 2016;34(1):45–9.
59. Gopinath H, Upadya GM. Metabolic syndrome in androgenic alopecia.
Indian J Dermatol Venereol Leprol. 2016;82(4):404–8.
60. Matilainen V, Koskela P, Keinänen-Kiukaanniemi S. Early androge‑
netic alopecia as a marker of insulin resistance. Lancet Lond Engl.
2000;356(9236):1165–6.
61. Banger HS, Malhotra SK, Singh S, Mahajan M. Is early onset androgenic
alopecia a marker of metabolic syndrome and carotid artery atheroscle‑
rosis in young indian male patients? Int J Trichology. 2015;7(4):141–7.
62. El Sayed MH, Abdallah MA, Aly DG, Khater NH. Association of metabolic
syndrome with female pattern hair loss in women: a case–control study.
Int J Dermatol. 2016;55(10):1131–7.
63. Ozbas Gok S, Akin Belli A, Dervis E. Is there really relationship between
androgenetic alopecia and metabolic syndrome? Dermatol Res Pract.
2015;2015:980310.
64. Ishak RS, Piliang MP. Association between alopecia areata, psoriasis vul‑
garis, thyroid disease, and metabolic syndrome. J Investig Dermatol Symp
Proc. 2013;16(1):S56–7.
65. Arias-Santiago S, Buendía-Eisman A, Aneiros-Fernández J, Girón-Prieto
MS, Gutiérrez-Salmerón MT, Mellado VG, et al. Cardiovascular risk factors
in patients with lichen planus. Am J Med. 2011;124(6):543–8.
66. Saleh N, Samir N, Megahed H, Farid E. Homocysteine and other cardio‑
vascular risk factors in patients with lichen planus. J Eur Acad Dermatol
Venereol JEADV. 2014;28(11):1507–13.
67. Sato N, Ohsawa I, Takagi M, Gohda T, Horikoshi S, Shirato I, et al. Type B
insulin resistance syndrome with systemic lupus erythematosus. Clin
Nephrol. 2010;73(2):157–62.
68. Lee JH, Jung HM, Han KD, Lee S-H, Lee JY, Park YG, et al. Association
between metabolic syndrome and atopic dermatitis in Korean adults.
Acta Derm Venereol. 2017;97(1):77–80.
69. Furue M, Kadono T. “Inflammatory skin march” in atopic dermatitis and
psoriasis. Inflamm Res. 2017;66(10):833–42. https://doi.org/10.1007/
s00011-017-1065-z
70. Surendar J, Mohan V, Rao MM, Babu S, Aravindhan V. Increased levels
of both Th1 and Th2 cytokines in subjects with metabolic syndrome
(CURES-103). Diabetes Technol Ther. 2011;13(4):477–82.
71. Ambiel MV, Roselino AM. Prevalence of metabolic syndrome and its com‑
ponents in a Brazilian sample of pemphigus patients. An Bras Dermatol.
2014;89(5):752–6.

Stefanadi et al. Diabetol Metab Syndr (2018) 10:9

72. Prodanovich S, Prodanowich S, Ma F, Taylor JR, Pezon C, Fasihi T, et al.
Methotrexate reduces incidence of vascular diseases in veterans with
psoriasis or rheumatoid arthritis. J Am Acad Dermatol. 2005;52(2):262–7.
73. Nagel G, Bjørge T, Stocks T, Manjer J, Hallmans G, Edlinger M, et al. Meta‑
bolic risk factors and skin cancer in the metabolic syndrome and cancer
project (Me-Can). Br J Dermatol. 2012;167(1):59–67.
74. Newbold PC. The skin in genetically-controlled metabolic disorders. J
Med Genet. 1973;10(2):101–11.
75. Puttegowda B, Ali A, Ramesh B, Manjunath CN. “Tendon xanthomas” as
an indicator of premature coronary artery disease. Oxf Med Case Rep.
2015;2015(1):177–8.
76. Nagase T, Akase T, Sanada H, Minematsu T, Ibuki A, Huang L, et al. Aginglike skin changes in metabolic syndrome model mice are mediated by
mineralocorticoid receptor signaling. Aging Cell. 2013;12(1):50–7.
77. Zouboulis CC, Makrantonaki E. Clinical aspects and molecular diagnostics
of skin aging. Clin Dermatol. 2011;29(1):3–14.
78. Pennacchi PC, de Almeida MES, Gomes OLA, Faião-Flores F, de Araújo
Crepaldi MC, Dos Santos MF, et al. Glycated reconstructed human skin
as a platform to study the pathogenesis of skin aging. Tissue Eng Part A.
2015;21(17–18):2417–25.
79. Lubrano C, Valacchi G, Specchia P, Gnessi L, Rubanenko EP, Shuginina EA,
et al. Integrated haematological profiles of redox status, lipid, and inflam‑
matory protein biomarkers in benign obesity and unhealthy obesity with
metabolic syndrome. Oxid Med Cell Longev. 2015;2015:490613.
80. Rinnerthaler M, Bischof J, Streubel MK, Trost A, Richter K. Oxidative stress
in aging human skin. Biomolecules. 2015;5(2):545–89.
81. Ataş H, Gönül M. Increased risk of metabolic syndrome in patients with
vitiligo. Balk Med J. 2017;34(3):219–25.

Page 11 of 11

82. Makrantonaki E, Jiang D, Hossini AM, Nikolakis G, Wlaschek M, Scharffet‑
ter-Kochanek K, et al. Diabetes mellitus and the skin. Rev Endocr Metab
Disord. 2016;17(3):269–82.
83. Saylam Kurtipek G, Kutlu O, Duran C, Kurku H, Ataseven A, Tuncez Akyurek
F. Frequency of metabolic syndrome in patients with knuckle pads. J
Dermatol. 2015;42(12):1165–8.
84. Wali V, Wali VV. Assessment of various biochemical parameters and BMI in
patients with skin tags. J Clin Diagn Res JCDR. 2016;10(1):BC09–11.
85. Chen JQ, Fang LJ, Song KX, Wang XC, Huang YY, Chai SY, et al. Serum irisin
level is higher and related with insulin in acanthosis nigricans-related
obesity. Exp Clin Endocrinol Diabetes. 2016;124(3):203–7.
86. Penington AJ, Morrison WA. Skin graft failure is predicted by waist–hip
ratio: a marker for metabolic syndrome. ANZ J Surg. 2007;77(3):118–20.
87. Janovska J, Zavorins A, Voicehovska J, Kleina R, Kisis J, Karls R, et al. Skin
changes and peculiarities in patients with metabolic syndrome. CBU Int
Conf Proc. 2013;1:264–71.
88. Puchau B, Zulet MA, Hermsdorff HHM, Navarro-Blasco I, Martínez JA. Nail
antioxidant trace elements are inversely associated with inflammatory
markers in healthy young adults. Biol Trace Elem Res. 2010;133(3):304–12.
89. Labazi H, Trask AJ. Coronary microvascular disease as an early culprit in
the pathophysiology of diabetes and metabolic syndrome. Pharmacol
Res. 2017;123:114–21.
90. Pearce DJ, Hoggins KB, Stealey KH, Balkrishnan R, Crane MM, Camacho
F, Fleischer AB Jr, Feldman SR. Adverse events from systemic thera‑
pies for psoriasis are common in clinical practice. J Dermatol Treat.
2006;17(5):288–93.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

