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Abstract
Psoriasis is a complex, lifelong condition requiring effective treatment and management. Conventional treatment
options have been beneficial and continue to be part of any treatment rationale. New and emerging drug
treatment options are proving useful, but some serious side effects and adverse events result in poor compliance
and poor adherence to the treatment regimen. Complementary and alternative-medicine therapies, and natural
remedies such as herbal medicines, may be favoured by some patients who want to adopt a holistic approach to
managing their symptoms.

The aim of this article is to update readers on current
understanding of psoriasis and to examine the treatment
options available. Although psoriasis is frequently thought
of as a chronic skin condition, a number of related internal
organ problems may arise, and the pattern of illness
varies between patients. Treatment and support must be
geared to the individual and regularly updated as patients
encounter new problems. To facilitate your reflection,
read the case study opposite, and imagine yourself
supporting a young adult patient as he contemplates the
condition for the first time and anticipates care needs in
the future. To broaden your understanding of the condition,
you will be directed to two websites that offer information
for patients: the Psoriasis Association and the National
Psoriasis Foundation.
After reading this article and completing the
associated time out activities, you should be able to:
■ Define in simple terms what psoriasis is and how
it might present.
■ Anticipate the challenges that patients might face
as they come to terms with the condition and
its treatment.
■ Review the treatments available and the concerns
they might pose for patients who use them over time.
■ Explore patient support websites and how these
portray the condition to patients, emphasising
discoveries about the condition and what can be
done to live well with the challenges it poses.
Now do time out 1.
The management of chronic skin conditions poses one of
the biggest challenges in modern medicine. Psoriasis is one
of the most difficult conditions to treat and manage due to
its various manifestations, complexities and complications.
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Psoriasis is a common, persistent skin disorder
estimated to affect between 2% and 4% of the
population in western countries (Parisi et al 2013).
It is a non-infectious, inflammatory disease of the skin
characterised by well-defined erythematous plaques
with large, adherent, silvery scales usually on the
elbows, knees, back and scalp (National Psoriasis
Foundation 2016a). The main abnormality in psoriasis
is increased epidermal proliferation due to excessive
division of cells in the basal layers. Cell turnover is
normally 28 days, but in psoriasis the transit time
of keratinocytes through the epidermis is shortened
to five or six days (Haslett et al 1999). Although the
disease usually first strikes people in their teens and
twenties, it can also appear in middle and old age.
There are varying degrees of severity for this condition,
as illustrated in Figure 1.
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Challenges ahead
Draw on any experience you have of
supporting a patient with psoriasis,
noting four or five challenges this
condition may pose for Giles. You will
return to these opening ideas as you
progress through the article. For now,
use your first impressions. What lies before
the patient? In the event that you have no
past experience of supporting patients
with this condition, visit the Psoriasis
Association website (www.psoriasisassociation.org.uk) to gain an overview
of problems that may arise.

PRIMARY HEALTH CARE

Downloaded from RCNi.com by ${individualUser.displayName} on Aug 08, 2016. For personal use only. No other uses without permission.
Copyright © 2016 RCNi Ltd. All rights reserved.

Case study
Giles is a 22-year-old art student preparing
a portfolio of artwork for an assessment.
When plaques started to appear on his hands and
elbows, he first believed they were associated
with some form of skin allergy to the materials he
was using. After a careful assessment, however,
he has been advised that he has psoriasis, and that
different things might in the future trigger relapses in
his condition, but that this is not simply a problem
with using particular materials. He has a chronic
condition that he may well have to contend with,
on and off, for the rest of his life. You are his adviser
during the early stages of his care.
Psoriasis does not usually itch and rarely hurts except
when cracks appear in dry, roughened patches on the
palms or the soles of the feet (Figure 2). It can cause
considerable embarrassment and distress, which may
lead to shyness, feelings of isolation and depression
(Kurd et al 2010). Co-morbidities associated with
psoriasis include heart disease, inflammatory bowel
disease and diabetes. There is an elevated risk of these
and other serious health conditions in those with psoriasis
(Tablazon et al 2013). People with more severe psoriasis
have an increased incidence of psoriatic arthritis,
cardiovascular disease, hypertension, diabetes, cancer,
depression, obesity and other immune-related conditions
such as Crohn’s disease (Najarian and Gottlieb 2003).

Types of psoriasis and clinical features
Discoid psoriasis The most common type is stable plaque
(or discoid) psoriasis. It first appears in small spots
that may remain localised or may join up to cover large

areas of the body. Individual lesions are demarcated,
ranging from a few millimetres to several centimetres
in diameter. The lesions are red with dry, silvery-white
scaling that may be obvious only after scraping the
surface. Frequently affected sites are the elbows, knees,
lower back, scalp, nails, flexures, palms and groin area
(National Psoriasis Foundation 2016a) (Table 1).
Guttate psoriasis This rare form appears rapidly as small
spots (almost like a rash) all over the body. It affects mostly
adolescents and young adults, and may be the first sign of
psoriasis. It often develops a few weeks after a sore throat,
with individual lesions being droplet-shaped, small (seldom
greater than 1cm in diameter) and scaly. Bouts of guttate
psoriasis clear in a few months but patients may develop
the plaque pattern later (Frankel 1999).
Pustular psoriasis This rare but localised form causes
white or yellow pus spots that turn brown with scaling,
most often involving the palms or soles. It is often regarded
as the most serious form of psoriasis. Onset is sudden,
with myriad small sterile pustules erupting on a reddened
base. The patient is so ill that hospital admission is
required, as there is a raging fever that coincides with the
appearance of new pustules (Frankel 1999).
Erythrodermic psoriasis This unpleasant variant is not
always listed as a separate/distinct type. It normally
results in the skin becoming universally red and scaly.
Shivering compensates for the considerable heat loss that
is a feature of this type of psoriasis. It may be initiated
by the irritant effect of tar or dithranol, a long-established
common topical medication for psoriasis that can irritate
healthy skin (Patient 2015). This variant can also be
triggered by the withdrawal of systemic or potent topical
corticosteroids (Haslett et al 1999).

Figure 1 Disease profile in psoriasis
Degrees of severity of psoriasis in a random sample
of 278 adults with the condition
Mild
Severe
Moderate
Mild*

8%

65%

25%

2%

*current phototherapy
or systematic
medication

(National Psoriasis Foundation 2016a)
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Figure 2 Examples of psoriasis types: a) discoid psoriasis, b) erythrodermic psoriasis, c) guttate psoriasis,
d) pustular psoriasis

b

c

Complications and comorbidities

People with psoriasis are at elevated risk of developing
other chronic and serious health conditions (Table 2).
Cardiovascular disease, obesity, diabetes, hypertension,
dyslipidemia, metabolic syndrome, non-alcoholic
fatty liver disease, cancer, anxiety and depression,
and inflammatory bowel disease have been found at
a higher prevalence in those with psoriasis compared
with the general population (Ni and Chiu 2014).
Psoriatic arthritis is also a risk (Puig et al 2014).
Now do time outs 2 and 3.

Time out

2
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Think again
Look back to the challenges you summarised
in your response to time out 1. Did you
emphasise the psychological problems,
or the embarrassment Giles might feel
regarding his appearance? Did you list
other related conditions that might arise
such as cardiovascular disease or arthritis?
Is psoriasis portrayed as a serious condition
or simply an annoying one? On reflection,
would you now portray the challenges for
a patient such as Giles differently?

d

3
Time out

Science Photo Library

a

Triggers
Giles has telephoned you to tell you about
his early thoughts on psoriasis and reports
that he now associates the condition with his
tendency to feel anxious. Worries over his art
portfolio work are only the latest in a series
of things that he has ‘fretted over’. Read the
next section on aetiology and current medical
thinking to determine what you might say that
would help him develop an understanding of
his condition and the triggers. Why might it
be overly simplistic to think of psoriasis as
something triggered by one thing?

Aetiology and current thinking

Despite extensive research, the exact cause of psoriasis
remains unknown. Scientists agree that the clinical
presentation is due to rapid cell turnover in the basal
layers of the skin (Haslett et al 1999). The condition
appears to be an immune reaction, but the causative
antigen (foreign protein) has not yet been identified.
It also appears to run in families, and recurring attacks
can be triggered by stress, illness, infection, alcohol or
certain drugs (National Health Service UK 2015).
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Table 1 Commonly affected sites for plaque psoriasis and its characterisation
Affected site

Characterisation

Nails

Ridged, pitted, discoloured and separated from the nail bed;
often reflects the severity of the psoriasis elsewhere

Scalp

Marked scaling interspersed with normal skin; significant
hair loss only if serious involvement of the scalp

Flexures (skin folds, especially armpits, groin, under Not scaly (usually) but can create sore patches.
Erythematous, glistening and symmetrical
breasts), naval (umbilicus), penis/vulva (genitals),
natal cleft (between the buttocks, around the anus)
Palms

Often difficult to recognise, as individual plaques may be
poorly demarcated and barely erythematous

Groin/napkin area in infants

May give the first indication of a tendency towards psoriasis

(National Psoriasis Foundation 2016a)

The following factors have all been implicated in
psoriasis but there is, as yet, no definitive cause and
effect identified.
Genetic Genetically, psoriasis is a complex trait.
While many genes are involved, and even if the right
combination of genes has been inherited, psoriasis may
not appear (British Skin Foundation 2016). There is
wide clinical and genetic heterogeneity, which makes
it difficult to attribute a single allele to the condition.
It makes psoriasis diverse and non-comparable with
genetic linkages to different chromosomal loci, including
chromosomes 6p, 17q, 4q and 2q (Gupta et al 2014).
Biochemical It is not known whether biochemical
abnormalities are the cause of or the result of increased
epidermal proliferation. Increased inflammatory
mediators such as prostaglandins, leukotrienes and
hydroxyeicosatetraenoic acids (HETE) have been
detected in the epidermis and may cause increased
cellular proliferation and inflammatory changes seen
in psoriasis (Balato et al 2012). Additionally, there is
increased activity of phospholipase A2 (a cell membrane
enzyme), which appears to be primarily responsible for
these changes (Haslett et al 1999). A number of second
messenger molecules such as cAMP, cGMP, polyamines
and plasminogen activators are involved in key cell
signalling pathways and cell signalling mechanisms.
The fact that they are increased in psoriatic lesions could
mean that they have a role to play in the cell proliferation
that is a feature of this condition (Fairley et al 1985).
Immunopathological Inflammatory reaction may be part
of an immunological response to as yet unknown antigens
(Ag). Immune complexes to epidermal Ag have been
detected in damaged skin and may activate complement
therapy, attracting neutrophils to the area. Certain
interleukins (IL-1, IL-2, IL-6, IL-8), interferon γ and
PRIMARY HEALTH CARE		

growth factors (TNFα and TGF-α) are raised, which
increases the cellular component of the adhesion
molecules in psoriatic lesions and signifies an
inflammatory response (Lowes et al 2014). Mononuclear
infiltrate consists mainly of T cells, mostly T-helper cells
in the dermis and the cytotoxic type in the epidermis.
Streptococcal superantigens from the throat appear to
be responsible for T-cell activation in guttate psoriasis
(Leung et al 1995), which could explain why this type
often develops a few weeks after a sore throat.
Dermal Substantial evidence suggests that increased
epidermal cell proliferation in psoriasis is also related
to the increased replication and metabolism of dermal
fibroblasts (Haslett et al 1999). Both dermal and
epidermal abnormalities appear to be necessary for
the sustenance of psoriasis.
Despite the basic defect, an individual may not
inevitably develop psoriasis, but certain precipitating
factors make it more likely. Flare-ups have no discernible
pattern and there appears to be no obvious precipitating
factor in about 70% of exacerbations (National Psoriasis
Foundation 2016b). However, the following factors are
thought to trigger flare-ups in a minority of cases:
■ Stress/emotional state – anxiety and stress
precipitate some exacerbations.
■ Trauma/injury – the Koebner effect or Koebner
phenomenon is defined as the development
of psoriasis at sites of traumatised skin.
The ‘all-or-none’ principle means that if psoriasis
occurs in one area of injury, all injured areas develop
psoriasis, or vice versa (Kalayciyan et al 2007).
■ Infection – β-haemolytic Streptococcal throat
infection often precedes guttate psoriasis.
■ Sunlight – rarely, UV radiation may worsen psoriasis.
■ Drugs/medication – common culprits include
antimalarials, lithium, β-adrenoreceptor antagonists,
Inderal and indomethacin. Stopping certain
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Table 2 Complications and comorbidities associated with psoriasis
Complication/
comorbidity

Comment

Psoriatic arthritis

About 11% of those diagnosed with psoriasis have also been diagnosed with psoriatic arthritis. Approximately 30%
of people with psoriasis will eventually develop psoriatic arthritis (National Psoriasis Foundation, 2016g). Distal
interphalangeal joints of the toes and fingers are affected, especially in those with significant nail changes. It can also occur
in a single large joint (similar to rheumatoid arthritis (RA)) or the sacroiliac joints and the lumbar spine. However, tests for
RA are usually negative and rheumatoid nodules are absent (Gladman et al 2005)

Increased
Psoriasis is associated with increased risk of cardiovascular diseases. The presence and severity of psoriasis increase
cardiovascular risk the risk of cardiovascular disorders and co-morbidities. Studies show an increase in the risk of myocardial infarction,
atherosclerosis, ischemic stroke and other cardiovascular disorders. The exact mechanisms behind this affiliation are still
uncertain; however, the psychological and physiological effects of psoriasis, and the overlapping pathogenesis behind
atherosclerosis and psoriasis, may play a role (Tablazon et al 2013)
Depression

Patients with psoriasis have an increased risk of depression, anxiety and suicidality. In the UK, more than 10,400
diagnoses of depression, 7,100 diagnoses of anxiety and 350 diagnoses of suicidality are attributable to psoriasis annually.
Further research is needed to ascertain the mechanisms by which psoriasis is associated with psychiatric outcomes, as well
as approaches for prevention (Kurd et al 2010)

Cancer

The relationship between psoriasis and increased cancer risk has long been debated. A systematic review of the link between
cancer and psoriasis found a small increased risk of some solid cancers in psoriasis, especially those linked to alcohol and
smoking. A higher risk of non-melanoma skin cancers, especially squamous cell carcinoma, is shown, mainly due to previous
exposure to 8-methoxypsoralen-ultraviolet-A (PUVA), cyclosporin and possibly methotrexate (Pouplard et al 2013)

Diabetes
and hypertension

Psoriasis is associated with an increased prevalence and incidence of diabetes. The association of psoriasis with diabetes
may be strongest among patients with severe psoriasis (Armstrong et al 2013). Psoriatic patients have an increased risk of
developing metabolic syndrome and hypertension compared with non-psoriatic patients (Ghiasi et al 2011). Further studies are
needed to examine whether psoriasis treatment will reduce the risk of diabetes and hypertension (Qureshi et al 2009)

Obesity

The association between psoriasis and obesity has long been debated. An observational, multi-centre study showed that the
prevalence of obesity is increased in patients with late rather than early onset psoriasis: this association of abdominal obesity
with late-onset psoriasis may suggest a predisposition for the development of psoriasis in older people (Herédi et al 2013)

Other immunerelated conditions,
such as Crohn’s
disease

There is a connection between psoriasis, psoriatic arthritis and inflammatory bowel disease. In a recent study of women with
psoriasis in the US, 10% developed a form of inflammatory bowel disease such as Crohn’s disease or ulcerative colitis. Those
who had psoriasis and psoriatic arthritis were at even greater risk of developing Crohn’s disease. Women with psoriasis had a
four-fold increase in the risk of Crohn’s disease (Li et al 2013)

Differential diagnosis and testing

Diagnosis by appearance is usually straightforward,
although psoriasis can be confused with eczema or
ringworm (tinea). Like all skin conditions, diagnosis is
based on distribution, morphology and configuration of
the skin lesions. Whereas psoriasis preferentially involves
the scalp, elbows, knees, natal cleft and nails, atopic
dermatitis such as eczema frequently picks out the
antecubital and popliteal fossae in children (Munro and
36 April 2016 | Volume 26 | Number 3

4
Time out

medicines may exacerbate psoriasis; for example,
systemic or potent local corticosteroids.
■ Other triggers – although scientifically unproven,
some people with psoriasis suspect allergies,
diet and weather.
Now do time out 4.

Seeking help
Visit the websites of the Psoriasis Association
(www.psoriasis-association.org.uk) and the
National Psoriasis Foundation (www.psoriasis.
org) to explore how these patient support
organisations portray factors that might
make the condition worse. How are these
issues discussed in the resources you find
there? What is the message in helping Giles to
take stock of what he has to monitor or avoid
in managing his condition?

Edwards 1997). Further, seborrhoeic dermatitis is seen
most often on the scalp, forehead, eyebrows, nasolabial
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folds and presternal area, and the distribution of an
eczematous rash may be the main pointer that the problem
is due to an allergic reaction from an external substance.
Additionally, universal and symmetrical eruptions favour
systemic or constitutional causes, whereas asymmetrical
rashes, which spread from a single focus, are most often
due to fungal, bacterial and some viral infections (Munro
and Edwards 1997). Sometimes clues to a diagnosis
may be found at distant sites to the presenting problem,
and frequently changes to the soles of the feet are mirrored
by a similar appearance on the palms.
Examination of patients with psoriasis includes
the following:
■ Skin: most commonly, scaling erythematous
macules, papules and plaques; area of skin
involvement varies with the form of psoriasis.
■ Eye: ectropion and trichiasis, conjunctivitis and
conjunctival hyperaemia, and corneal dryness with
punctate keratitis and corneal melt (Catsarou-Catsari
et al 1984, Huynh et al 2008), and blepharitis.
■ Musculoskeletal: stiffness, pain, throbbing, swelling,
or tenderness of the joints; distal joints most
often affected – for example, fingers, toes, wrists,
knees, ankles.
Laboratory tests include:
■ Rheumatoid factor level: negative.
■ Erythrocyte sedimentation rate: usually normal except
in pustular and erythrodermic psoriasis.
■ Uric acid level: may be elevated in psoriasis, especially
pustular psoriasis.
■ Fluid from pustules: sterile with neutrophilic
infiltrate.
■ Fungal studies: especially important in cases of hand
and foot psoriasis that seem to be worsening with
the use of topical steroids.

■ Conjunctival impression cytology: increased
incidence of squamous metaplasia, neutrophil
clumping and snake-like chromatin.
The differentiation of psoriatic arthritis from rheumatoid
arthritis and gout can be facilitated by the absence
of the typical laboratory findings of those conditions.
The following baseline laboratory studies are often
considered in patients being initiated on systemic
therapies such as immunologic inhibitors:
■ Complete blood count.
■ Blood urea nitrogen and creatinine levels.
■ Liver function tests.
■ Hepatitis panel.
■ TB screening.
Other investigations include (Meffert 2015):
■ Radiographs of affected joints: can be helpful in
differentiating types of arthritis.
■ Joint X-rays: can facilitate the diagnosis of
psoriatic arthritis.
■ Bone scans: can identify joint involvement early.
■ Dermatologic biopsy: can be used to make the
diagnosis when some cases of psoriasis are difficult
to recognise – for example, pustular forms.

Conventional treatment strategies

The first line of treatment is invariably topical (National
Institute for Health and Care Excellence (NICE) 2012).
The pharmacological agents of choice are those
that have been designed to slow down or normalise
excessive cell reproduction/cell turnover and reduce the
inflammation associated with psoriasis (Table 3).
Topical treatments may offer relief to many people
with psoriasis, but they are not without problems.
For instance, salicylic acid may weaken hair shafts
and make them more likely to break, leading to

Table 3 Topical treatment in psoriasis
OTC* topical

Topical NSAIDs**

Topical steroids

Salicylic acid

Prescription medicines e.g. Dovonex
(calcipotriene), Taclonex (calcipotriene
and betamethasone dipropionate),
Tazorac® (tazarotene), Vectical
(calcitriol), Zithranol-RR (anthralin)

Natural corticosteroid hormones
(varying strengths from ‘superpotent’
Class I to ‘least potent’ Class VII)

Coal tar
Other (moisturisers, bath
solutions etc)
Scale lifters (keratolytics)
Occlusive treatments
Anti-itch treatments
(e.g. calamine, camphor)
*OTC = over the counter **NSAIDs = non-steroidal anti-inflammatory drugs
(Adapted from NICE 2012 and National Psoriasis Foundation 2016c)
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temporary hair loss. The most common side effect of
topical NSAIDs such as Tazorac® and Dovonex is skin
irritation, but unwanted symptoms can also include
excessive calcium in the urine (which can increase
the risk of kidney stones), dry skin, skin thinning and
sometimes a worsening of the psoriasis (National
Psoriasis Foundation 2016c). People may be wary of
taking topical steroids due to side effects such as skin
thinning, changes in pigmentation and skin being easily
bruised. Topical steroids can also be absorbed through
the skin and their accumulation can impact on internal
organs, causing undesirable effects, especially when
applied to widespread areas of the skin and over a long
period (NICE 2012).

Other treatments and strategies

Phototherapy (light therapy) is an effective form of
treatment that involves exposing affected areas of
the skin to UV light on a regular basis. This can be
done under medical supervision or at home with
a phototherapy unit. The key to success with
phototherapy is consistency. The most common side
effects of psoralen combined with ultraviolet A (UVA)
or oral 8-methoxypsolaren-UV-A (PUVA) treatment
are nausea, itching and redness of the skin (National
Psoriasis Foundation 2016d). The beneficial effect
for psoriasis is attributed primarily to UVB light,
but a systematic review of 773 studies showed that both
PUVA and narrow band UVB (NB-UVB) are effective
therapies in the treatment of psoriasis (Archier et al
2012). UVB is preferred due to its reduced cutaneous
carcinogenic risk (Stern 2007).
Laser treatment also falls under the category of
phototherapy. This can either be an excimer laser
or a pulsed dye laser treatment. The excimer laser
emits UVB rays in a concentrated course of treatment.
Patients are exposed to the light twice a week for six to
20 weeks, depending on the severity of the psoriasis
and how well it responds to treatment. Pulsed dye
laser (PDL) technology delivers an intense but gentle
burst of light into the targeted areas of the skin. It is
absorbed by the blood vessels or melanin pigmented
areas safely and effectively, treating the condition.
Although the excimer appears to be on average more
efficacious, a subset of patients may respond better to
PDL, with long-term remission being achievable with
both lasers (Taibjee et al 2005).
Psoriasis laser treatments work well on people
with mild to moderate psoriasis. But because
the light is concentrated, it is not effective for people with
psoriasis on large areas of the body. As laser treatment
for psoriasis is a relatively new therapy, research is still
underway to confirm its effectiveness. Most people who
are treated with lasers see improvements in their skin
that can last anywhere from several months to a year.
38 April 2016 | Volume 26 | Number 3

Results are usually seen within eight to ten sessions
(National Psoriasis Foundation 2016d).
All major medicines regulatory bodies discourage the
use of tanning beds and sun lamps, as the radiation from
these devices can damage the skin, cause premature
ageing and increase the risk of cancer. For moderate
to severe psoriasis, along with complications or
co-morbidities such as psoriatic arthritis, a range
of systemic drugs taken orally can be considered.
Traditional systemics include:
■ Acitretin (Soriatane).
■ Cyclosporin.
■ Methotrexate.
■ Off-label systemics.
A new oral drug called Otezla (apremilast) offers another
option for people who are candidates for phototherapy
and systemic drugs, and who are not responding to
topical treatments. Otezla was approved by the US Food
and Drug Administration in March 2014 and launched
in the UK in February 2015 for the treatment of adults
with active psoriatic arthritis. NICE does not recommend
the drug for patients with moderate to severe psoriasis
on the grounds that it is not considered a cost-effective
use of NHS funds (NICE 2015). Patients in Scotland will
have access to the drug.
Traditional systemics have been used for more
than a decade, but there is a relatively new class
of treatment for psoriasis and psoriatic arthritis:
biologic drugs. These are administered intravenously,
by injection or infusion, and are usually only prescribed
for moderate to severe cases and for patients who have
not responded well to other treatments. Biologic drugs
are protein-based and derived from living cells that
have been cultured in a laboratory. Modern technology
has revolutionised their refinement and accelerated
their use in recent years. The advantage of biologics
appears to be in their target specificity to the immune
system. Their mode of action is by blocking either
T-cell activity or the inflammatory mediators
(cytokines) such as TNF-α IL-12 and IL-23. T-cell
activation and cytokines are key players in the
pathogenesis of psoriasis and psoriatic arthritis.
TNF-α blockers have been shown to reduce the
progression of joint damage in psoriatic arthritis
(Cuchacovich et al 2012). The use of biologics in
psoriasis has been discussed previously in Primary
Health Care (Jackson 2007).
Examples of TNF-α blockers are etanercept
(Enbrel), adalimumab (Humira), infliximab (Remicade)
and golimumab (Simponi). An example of IL-12/IL-23
blockers is ustekinumab (Stelara).
Biologics are not suitable for every person, as they
pose significant risks and rare side effects and/or adverse
events. A summary of these pharmaceutical agents is
shown in Table 4.
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Table 4 Biologic therapy: common adverse events
Drug

Adverse events

Adalimumab (Humira) Upper respiratory tract infection, abdominal pain, injection site reactions, urinary
tract infections
Certolizumab
pegol (Cimzia)

Upper respiratory tract infection, nausea, abnormal liver tests, injection site reactions,
high blood pressure, bronchitis, dizziness, flu, urinary tract infections

Etanercept (Enbrel)

Dizziness, sore throat, cough, stomach pain, injection site reactions, upper respiratory
tract infection, headache, rhinitis

Golimumab (Simponi)

Upper respiratory tract infection, nausea, abnormal liver tests, injection site reactions,
high blood pressure, bronchitis, dizziness, flu-like symptoms

Infliximab (Remicade) Infusion reactions, upper respiratory tract infections, headache, rash, coughing,
stomach pain
Ustekinumab (Stelara) Upper respiratory tract infections, headache, redness at the injection site, back pain, fatigue
(Adapted from Koutnik-Fotopoulos 2014)

Biologics are contraindicated in those who are
significantly immuno-compromised and those with an
active infection. The impact of biologics on a developing
foetus (teratogenic effects) or nursing infant is not
known. Rare side effects can include (National Psoriasis
Foundation 2016e):
■ Serious nervous system disorders such as multiple
sclerosis, seizures or inflammation of the optic nerve.
■ Blood disorders.
■ Certain types of cancer.
The new biological agents have been shown to be
efficient treatment options for patients with psoriasis
and psoriatic arthritis, and seem to have an acceptable
risk-benefit ratio. Taking into account the possibility that
uncommon events, or events occurring during long-term
exposure to these drugs, might emerge in the future (for
example, the development of progressive multi-focal
leukoencephalopathy in long-term patients treated with
efalizumab, which was withdrawn in 2009), vigilant and
careful post-marketing surveillance in patients treated

Time out

5

Treatment change
Giles has read about the treatment options
on the internet. He observes that most of
the conventional treatment options come
with risks or side effects. What points
might you make to Giles about being
consistent with treatment, and ascertaining
accurately whether or not a treatment
seems to have worked well before seeking
further consultation and treatment change?
Regarding the episodic nature of psoriasis,
what makes it more difficult to determine
the most acceptable treatment regimen for
a patient such as Giles?
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with biological agents is strongly recommended (Weger
2010, Prater et al 2014).
Now do time out 5.

Complementary and alternative
approaches

It is unsurprising that many people might try alternative
or natural approaches to managing their symptoms,
given some of the undesirable and unpleasant side
effects of conventional treatments. In some individuals,
certain foods may trigger a flare-up or exacerbate existing
symptoms. Identifying a link between foods and their
symptoms is a challenge, but some people claim to
have been quite successful in managing their condition
with a special diet – with knowledge gleaned either
from elimination diets and reintroduction, or through
avoidance of known intolerances and allergens to
their systems.
A study of the use of omega-3 essential fatty
acids as a therapeutic supplement concluded that
it had significant benefit in reducing psoriasis and
nail psoriasis and improving quality of life. Further
improvements were seen in scalp lesions, pruritus
(itching), erythema (redness), scaling and infiltration
of the treated areas (Balbás et al 2011). Refined sugar,
dairy products and protein are typically identified
as culprits in flare-ups. Refined sugar has long been
suspected in many inflammatory conditions and
diseases, and protein, especially red meat and fish,
has a high purine content, so this has been thought
to contribute to high cell turnover. However, there
are no recent studies to support this other than
anecdotal evidence.
Dietary measures and supplementation
■ Essential fatty acids, especially omega-3 EFA (flaxseed
oil, fish oils, hempseed oil) (Pitchford 2002).
April 2016 | Volume 26 | Number 3 39
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Continuing professional development

Table 5 Herbs used in the management of psoriasis
Rationale for use

Herbs of choice

Cleansing (liver and blood)

Oregon grape/mountain grape (Berberis aquifolium)
Sarsaparilla (Smilax ornata)
Burdock (Arctium lappa)
Nettle (Urtica dioica)
Cleavers (Galium aparine)
Heartsease (Viola tricolor)
Blue flag (Iris vesiculosus)

Eliminating (liver, gut
and skin)

Yellow dock (Rumex crispus)
Fumitory (Fumaria officinalis)
Fringetree (Chionanthus virginicus)
Chinese magnolia vine (Schisandra chinensis)
Dandelion (root) (Taraxacum officinale)
Milk thistle (Silybum marianum)

Healing and soothing (skin)

Centella (Centella asiatica)
Liquorice (Glycyrrhiza glabra)
Slippery elm (Ulmus fulva)
Comfrey (root) (Symphytum officinale)
Chickweed (Stellaria media)

Immune system modulators

Membranous milkvetch (Astragalus membranaceus)
Echinacea (Echinacea purpurea)

Lymphatic system action

Poke root (Phytolacca decandra)
Marigold (Calendula officinalis)
Red clover (Trifolium pratense)
Cleavers (Galium aparine)

(Bone and Mills 2000, Bartram 2001)
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Herbal medicines have been used to treat a variety
of skin conditions with moderate success. Given the fast
rate of cell turnover in the skin, the herbalist’s approach
would be to address the immune challenge to the
system in the first instance and then clear the system
of accumulated toxins, followed by a strategy to restore
skin integrity through healing actions of selected herbs.
This approach could apply to most skin (and possibly
gut) conditions. Table 5 lists some of the herbs of choice
in treating psoriasis and the rationale for their use.
Other measures include (Bartram 2001):
■ Dead Sea salts bath – rich in magnesium, bromine
and potassium.
■ Epsom salts bath – to remove scales, but not where
skin is cracked.
■ Cleansing de-scaling lotion – five drops of juniper
essential oil to two teaspoons of almond oil.
■ Oats and oatmeal – as emollient added to baths or
as a lotion base.
■ Infusions of chamomile, yarrow and elderflowers –
as a wash or added to bath.
Now do time out 6.

6
Time out

■ Drink lots of water (to keep skin hydrated).
■ Limiting or avoiding alcohol (to prevent dehydration).
■ Limiting or avoiding refined sugar (to limit the
immune challenge).
■ Reducing protein intake, especially red meat
and fish (high purine content, which accelerates
skin turnover).
■ Limit or avoid dairy products.
■ Increase exposure to natural sunlight (increases
vitamin D for skin healing).
■ Supplements of vitamins A, C, Se and
the B vitamins.
■ Supplements of turmeric (Curcuma longa)
to promote anti-inflammatory action.
There appears to be a strong link between stress and
the worsening of symptoms (Heller et al 2011). Stress
management techniques have moderate success in
controlling flare-ups. Yoga, tai chi and meditation are
popular in those who want to pursue a more natural,
non-drug and holistic approach to managing their
stress levels. Exercise is a beneficial strategy in certain
inflammatory conditions such as arthritis, eczema
and irritable bowel syndrome (National Psoriasis
Foundation 2016f).

Lifestyle investigator
Giles observes that having psoriasis has
turned him into a ‘lifestyle investigator’.
Looking back over the last section of this
article, why is it important that patients such
as Giles take an active role in understanding
their condition and what can be done to limit
its intrusion into their daily lives?

Prognosis and long-term management

Psoriasis is a lifelong condition that can be controlled with
treatment. There are periods of remission, but establishing
an effective treatment strategy remains crucial. For effective
management of psoriasis and related co-morbidities,
an integrated approach targeting both cutaneous and
systemic inflammation may be beneficial, and strategies
to improve overall management of the patient should be
encouraged to reduce the disease burden (Gulliver 2008).
Current therapy includes biologicals, small molecule
inhibitors and enzyme inhibitors, which serve as novel
therapeutic options for psoriasis treatment. All these avoid
the side effects of the pre-biologically developed systemic
agents including hepatotoxicity, nephrotoxicity and bone
marrow suppression (Rahman et al 2012).
Patient compliance and adherence to the regimen
is a consideration in treatment. Understanding
patient-specific needs and the available topical therapies
is essential to successfully treat patients with psoriasis.
Primary care practitioners should continually review the
therapeutic options with patients and elicit their feedback
to optimise long-term management.
PRIMARY HEALTH CARE
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Psoriasis is considered a lifelong disease. The symptoms
can be distressing, impacting on psychological and
emotional wellbeing. Complications and co-morbidities
result in a complex clinical profile that requires
a sophisticated and complex treatment regimen. Given
some of the more serious side effects and adverse
events, this can be difficult for patients to adhere to,
resulting in poor compliance. There is scope for using
new and emerging therapies, especially in biologics,
but complementary and alternative medicine therapies
and a more holistic approach to treatment are still the

mainstay for many people and have demonstrated success
in managing psoriasis.
Now do time out 7.

7
Time out

Conclusion

Reflective account

Online archive

Now that you have completed the article
you may want to write a reflective account.
Guidelines to help you are on the Primary
Health Care website at journals.rcni.com/r/
phc-reflective-account

For related information, visit
our online archive and search
using the keywords
Conflict of interest
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