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There is some concern about the risk
of salmonella and listeria, and patients
on biological therapy may be warned
against consuming unpasteurised milk,
raw or partially cooked dairy products,
fish or meat.10

CONCLUSION
Psoriasis is a common multisystem
disease with significant morbidity and
impact on quality of life. While topical
treatment is the mainstay of therapy for
patients with mild psoriasis, a range of
systemic treatment options can be
considered for patients with moderate
to severe psoriasis. However, to ensure
effective patient management
coordination between primary and
secondary care is essential, with the GP
playing an integral role.
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MONITORING AND FOLLOW-UP
Although systemic treatment will usually
be initiated and reviewed in secondary
care, GPs have a key role, in
collaboration with dermatologists and
rheumatologists, in the close monitoring
of the immunosuppressive agents used
to treat psoriasis, with the emphasis on
haematological effects, infection,
cutaneous and systemic malignancy
(especially lymphoproliferative), and
conception-related issues. 

In particular, the opportunity should
be taken when the patient attends the
surgery to reinforce warnings regarding
symptoms of bone marrow depression
(bruising, sore throats and mouth
ulcers), the avoidance of drugs that
might interact with the treatment, 
the importance of contraception if
applicable, and sun protection. 

The development of adverse
reactions or intercurrent illness should
prompt liaison with the hospital team.
Immunosuppressive therapy may
increase susceptibility to opportunistic
infections (viral, bacterial, fungal and
atypical mycobacterial), and there is a
risk of reactivation of latent viral
infections (hepatitis B and C, and HIV)
and dormant tuberculosis. 

Vaccinations should be up to date
before starting systemic therapy, and
travel-related vaccinations should be
anticipated. Patients should have
received the pneumococcal vaccine
prior to commencing treatment and
should have a seasonal influenza
vaccination. If seronegative, hepatitis B
and varicella zoster virus immunisation
should be given (the latter several weeks
before starting treatment as it is an
attenuated live vaccine). 

The primary care team may be asked
to enter into a locally agreed shared care
arrangement regarding specific blood
tests that usually need to be carried out
frequently until treatment is stabilised.
Certain medications used to treat severe
psoriasis have specific monitoring
requirements, such as blood sugar levels
in patients with diabetes taking acitretin
(as insulin requirements may be altered)
and blood pressure with ciclosporin.
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There is no standard definition regarding the severity of 
psoriasis, and a number of factors should be considered,
including the extent and stability of skin disease,
involvement of joints, response to treatment, and impact
on quality of life. Erythrodermic psoriasis and pustular
psoriasis are severe conditions and the patient may be
systemically unwell and febrile.

NICE recommends that four key areas should be 
evaluated and recorded when assessing patients: severity,
using the static Physician’s Global Assessment (sPGA);
disease impact on physical, psychological and social
wellbeing using the Dermatology Life Quality Index (DLQI);
the presence of psoriatic arthritis; and comorbidities.
Ideally, patients should be assessed annually for psoriatic
arthritis: the Psoriasis Epidemiology Screening Tool (PEST)
is a validated tool to screen for psoriatic arthritis in both
primary and secondary care. Patients with severe psoriasis
should undergo cardiovascular risk assessment at
presentation and every five years, or more frequently 
if indicated. 

Referral to secondary care should be made for patients
with any type of psoriasis with poor response to topical
therapy (after two or three months according to SIGN) and
for extensive psoriasis. Cases where the psoriasis is having 
a significant physical or psychological impact on an
individual’s quality of life warrant early referral, as do those
where the diagnosis is uncertain. Patients with generalised
pustular psoriasis or erythroderma should be referred
urgently for same-day specialist input. Patients with acute
guttate psoriasis who may require phototherapy should
also be referred. Children and adolescents with any type 
of psoriasis should be referred to a specialist at initial
presentation. 

The range of therapeutic options available can be 
grouped into three broad categories: phototherapy;
systemic non-biological therapy; and biological therapy.
Two forms of phototherapy are routinely used to treat
psoriasis: narrow-band UVB; and the more potent PUVA
(psoralen + UVA). Methotrexate is generally considered as
the first-line choice for patients who fulfil the requirement
for systemic non-biological therapy, and is effective for
both cutaneous and articular psoriasis. Etanercept,
adalimumab, and infliximab are TNF-alpha blocking
agents, ustekinumab targets the cytokines interleukin-12
and interleukin-23, and secukinumab, one of the newest
biologics, targets interleukin-17A. 

GPs have an important role, in collaboration with 
dermatologists and rheumatologists, in the close
monitoring of the immunosuppressive agents used to
treat psoriasis, with the emphasis on haematological
effects, infection, cutaneous and systemic malignancy
(especially lymphoproliferative), and conception-
related issues. 
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Useful information 

British Association of Dermatologists
www.bad.org.uk

British Skin Foundation
www.britishskinfoundation.org.uk

The Psoriasis Association
www.psoriasis-association.org.uk


