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Psoriasis is a heterogeneous inflammatory disorder

that targets the skin and joints. It affects 1.3-2% of the
population. The diagnosis of plague psoriasis is usually
straightforward, a helpful diagnostic clue is the tendency
for silver scales to appear after gentle scratching of a
lesion. Stress, streptococcal infection and drugs including
beta-blockers, antimalarials and lithium may precipitate or
exacerbate psoriasis.

Psoriasis, especially when severe, predisposes to
metabolic syndrome, and patients with psoriasis are at
increased risk of ischaemic heart disease, hypertension,
stroke, type 2 diabetes and hyperlipidaemia. Additionally,
psoriasis sufferers appear at increased risk of uveitis,
inflammatory bowel disease, lymphoma, non-melanoma
skin cancer, COPD and venous thromboembolism.

Psoriasis should be assessed on the basis of:

severity, impact on physical, psychological and social
wellbeing, symptoms of arthritis and the presence of
comorbidities. Poor response to topical therapy may be as
much to do with lack of compliance as with lack of efficacy.
The number of treatments each day should be kept to a
minimum, and patients should be reviewed after four
weeks when initiating or changing topical therapy to
improve adherence to treatment and assess response.

Regular application of a moisturiser willimprove

comfort, reduce the shedding of scale and increase the
efficacy of topical therapies. For psoriasis of the trunk and
limlos, NICE recommends the daily application of a potent
corticosteroid and vitamin D (calcitriol) or a vitamin D
analogue (calcipotriol, tacalcitol). If control remains
unsatisfactory, a potent topical corticosteroid or a coal tar
preparation should be offered. An alternative is the fixed
combination of calcipotriol monohydrate and
betamethasone dipropionate.

For scalp psoriasis consider the overnight application

of a topical keratolytic agent. Initial treatment should be a
potent topical corticosteroid and, if the response is
unsatisfactory, consider either the daily application of a
combined product containing calcipotriol monohydrate
and betamethasone dipropionate, vitamin D or a vitamin D
analogue. Psoriasis of face, flexures and genitalia is

treated with mild or moderate potency corticosteroids.

If non-responsive, or continuous therapy is required to
maintain control, consider a vitamin D analogue or a topical
calcineurin inhibitor.

The majority of patients with psoriasis can be managed

in primary care, although specialist care may be necessary
at some point in up to 60% of cases. Patients with
erythrodermic or generalised pustular psoriasis should be
referred for a same day dermatological opinion, and if
psoriatic arthritis is suspected, early referral for a
rheumatological opinion is recommended.





