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TREATMENT
Patients should be provided with
evidence-based written information
about the condition and its treatments,
tailored to the needs of the individual.1

To facilitate this the British Association
of Dermatologists has produced three
information leaflets, freely available on
its website: an overview of psoriasis
(translated into 11 languages); topical
therapy; and the treatment of moderate
and severe psoriasis, see Useful
information box, p30. 

Poor response to topical therapy 
may be as much to do with lack of
compliance as lack of efficacy.2 The
number of treatments each day should
be kept to a minimum,2 and patients
should be reviewed after four weeks
when initiating or changing topical
therapy to improve adherence to
treatment and assess response.1

Empathetic care and the involvement of
patients in decision making will also
improve compliance.

The evidence base for emollient
therapy in psoriasis is lacking,2 but it is
assumed that the regular application of
a moisturiser will improve comfort,
reduce the shedding of scale and

ASSESSMENT 
Psoriasis should be assessed on the
basis of: severity; impact on physical,
psychological and social wellbeing;
symptoms of arthritis; and presence 
of comorbidities.1 

SIGN recommends an annual review
of patients with psoriasis by their GP.
This should include:
•documentation of severity with a
validated tool such as DLQI, if practical
•optimisation of topical therapy
• assessment of joint symptoms
• screening for depression
• assessment of comorbid conditions in
those with severe psoriasis by measuring
blood pressure and BMI, and screening
for diabetes mellitus and hyperlipidaemia
• consideration of referral to secondary
care2

Lifestyle advice should be reinforced
at the time of assessment, and patients
encouraged to take regular exercise,
manage their weight, moderate their
alcohol consumption and stop smoking.

soles, all contribute. It is worthy of note
that the impact of psoriasis on quality of
life does not correlate strongly with the
extent or severity of visible psoriasis.2

Erythrodermic and generalised
pustular psoriasis are potentially life-
threatening conditions which require
immediate referral to secondary care.
Erythroderma may cause hypothermia,
fluid loss and infection, and precipitate
high output cardiac failure, especially in
older patients: pustular psoriasis (see
figure 3, p29) may be associated with
infection, hypocalcaemia, renal and liver
damage, venous thrombosisand
malabsorption.

In recent years, it has been
established that psoriasis, especially
when severe, predisposes to metabolic
syndrome. The nature of the association
between psoriasis and metabolic
syndrome is not fully understood, and 
a genetic susceptibility presumably
underlies the link. Patients with psoriasis
are at increased risk of ischaemic heart
disease, hypertension, stroke, type 2
diabetes mellitus and hyperlipidaemia.

Obesity, smoking and heavy alcohol
consumption are also associated with
psoriasis, and, as well as adversely
affecting the comorbid conditions, may
be detrimental to the clinical expression
of psoriasis and the use of certain
treatments. 

Additionally, psoriasis sufferers
appear at increased risk of uveitis,
inflammatory bowel disease,
lymphoma, non-melanoma skin cancer,
chronic obstructive pulmonary disease
and venous thromboembolism.1,2

Box 1

Active topical therapies
•Corticosteroid preparations
•Vitamin D (calcitriol) and vitamin D
analogues (calcipotriol and  tacalcitol)
•Dithranol
•Tar preparations
•Topical retinoid (tazarotene)
•Calcineurin inhibitors (tacrolimus,
pimecrolimus)

FIGURE 2
Plaque psoriasis:
(a) before and 
(b) after gentle
scratching, to show
the development 
of silver scale

‘The impact of
psoriasis on
quality of life
does not
correlate strongly
with the extent 
or severity of
visible psoriasis’
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