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addition to Enstilar, the total dose of all calcipotriol-containing products 
should not exceed 15 g per day. Total body surface area treated should not 
exceed 30%. Safety and efficacy in patients with severe renal insufficiency 
or severe hepatic disorders have not been evaluated. Safety and efficacy 
in children below 18 years have not been established. Shake the can for a 
few seconds before use. Apply by spraying, holding the can at least 3 cm 
from the skin, in any orientation except horizontally. Spray directly onto each 
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hands after each application to avoid accidental transfer to these areas. 
When lesions become secondarily infected, they should be treated with 
antimicrobiological therapy. However, if infection worsens, treatment with 
corticosteroids should be discontinued. When treating psoriasis with topical 
corticosteroids, there may be a risk of rebound effects when discontinuing 
treatment. Medical supervision should therefore continue in the post-
treatment period. Long-term use of corticosteroids may increase the risk 
of local and systemic adverse reactions. Treatment should be discontinued 
in case of adverse reactions related to long-term use of corticosteroid. 
There is no experience with the use of Enstilar in guttate psoriasis. During 
Enstilar treatment, physicians are recommended to advise patients to limit 
or avoid excessive exposure to either natural or artificial sunlight. Topical 
calcipotriol should be used with UVR only if the physician and patient 
consider that the potential benefits outweigh the potential risks. Enstilar 
contains butylhydroxytoluene (E321), which may cause local skin reactions 
(e.g. contact dermatitis), or irritation to the eyes and mucous membranes.
Pregnancy and lactation: There are no adequate data from the use of 
Enstilar in pregnant women. Enstilar should only be used during pregnancy 
when the potential benefit justifies the potential risk. Caution should be 
exercised when prescribing Enstilar to women who breast-feed. The patient 
should be instructed not to use Enstilar on the breast when breast-feeding.

Side effects: There are no common adverse reactions based on the clinical 
studies. The most frequently reported adverse reactions are application site 
reactions. Calcipotriol: Adverse reactions include application site reactions, 
pruritus, skin irritation, burning and stinging sensation, dry skin, erythema, 
rash, dermatitis, psoriasis aggravated, photosensitivity and hypersensitivity 
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Systemic effects after topical use may appear very rarely causing 
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milia. When treating psoriasis with topical corticosteroids, there may be 
a risk of generalised pustular psoriasis. Systemic reactions due to topical 
use of corticosteroids are rare in adults; however, they can be severe. 
Adrenocortical suppression, cataract, infections, impaired glycaemic 
control of diabetes mellitus, and increase of intra-ocular pressure can 
occur, especially after long-term treatment. Systemic reactions occur more 
frequently when applied under occlusion (plastic, skin folds), when applied 
on large areas, and during long-term treatment.
See SmPC for a full list of side effects.  
Precautions for storage: Do not store above 30°C. Extremely flammable 
aerosol. Pressurised container. May burst if heated. Protect from sunlight. 
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Mild to moderate psoriasis 
supplement learning outcomes

Continuing Professional Development
Table 1.
CPD activity and evidence to retain, adapted from NMC1.

CPD Activity Suggested evidence to 
retain

Individual/ 
participatory

Reading and reviewing the supplement to refl ect on your current 
practice in managing and supporting patients with mild to moderate 
psoriasis

copy of psoriasis 
supplement
Review notes, including 
practice-based outcomes

individual

Enquiry-based refl ection, for example:
Recall a patient case where poor or non-adherence to topical 
treatments was identifi ed as an issue.
 Was the issue of adherence identifi ed and discussed openly with the 

patient?
 identify the reasons for poor adherence: (intentional? Non-

intentional? Patient related? Treatment related? Health-service 
provision related?)

 How were you able to resolve the adherence issue?
 What can you do in the future to enhance patient adherence to 

topical treatments?

copy of psoriasis 
supplement  
Review notes for 
evaluating evidence-
based practice and 
improving holistic patient 
care

individual

Peer-review activities, for example:
Work together with colleagues and discuss how you can focus more on 
the needs for patients with mild to moderate psoriasis — and perhaps 
create new information resources for your department:
 could you improve your patient assessment (including how you use 

assessment tools and record)
 identify the information your patients need and improve your patient 

resources
 How can you explain better to patients how they should use their 

topical treatments, and how to explain treatment expectations

Evidence of peer-
review, including notes 
and outcomes on 
putting learning from 
supplement into practice 
and developing new 
resources for patients

Participatory

On completion of reading and refl ecting on this 
supplement, you should:

 Understand that psoriasis is a complex disease, 
with three main pathological changes in the skin: 
infl ammation, keratinocyte hyper-proliferation 
and impaired differentiation and angiogenesis

 Revise how to conduct a holistic assessment 
for patients with mild to moderate psoriasis; 
including exploring treatment adherence issues 
and supporting patient choice

 Have updated knowledge on treatment 
options for the management of mild to 
moderate chronic plaque psoriasis, following 
current guidance and evidence-based practice, 
remembering that no one product is appropriate 
for all body areas

 Have increased understanding that psoriasis 
affecting visible areas of the body often has a 
high psychosocial effect on the individual

 Be more aware of the importance of measuring 
and addressing psychological wellbeing 
in patients as the brain-skin axis is a key 
component and stress can exacerbate psoriasis

 Put into practice individualised care for patients 
with mild to moderate psoriasis, recognising their 
unique needs, by listening and motivating patients 
towards self-management with practical support

Revalidation requirements for CPD
Nurses as part of revalidation must undertake 35 hours 
of continuing professional development (cPD) relevant 
to the scope of their practice, over the three years prior 
to the revalidation date1. cPD activities may include both 
individual and participatory learning (mandatory training 
such as health and safety is not included) — the 35 hours 
of cPD should include at least 20 hours of participatory 
learning1.

The NMc does not prescribe any particular type of 
cPD. individual learning involves reading and reviewing 
evidence-based practice or completing online learning 
modules, with no interaction with other healthcare 
professionals (HcPs). Participatory learning is a learning 
activity undertaken with one or more professionals where 
you interact with other people.

Using the psoriasis supplement for CPD
This supplement is a cPD resource for both individual and 
participatory learning. For example, individual learning may 

involve the nurse reading and refl ecting on the articles, 
and taking learning points to improve practice in caring 
for people with mild to moderate psoriasis. Participatory 
learning includes, for example, working with colleagues 
through discussion points, which can be used to improve 
practice in the work setting. 

Recording and refl ecting on the psoriasis 
supplement for CPD 
The NMc states that an accurate record must be 
maintained of cPD activities undertaken and include1:
 the cPD method
 a description of the topic and how it related to your 

practice
 the dates on which the activity was undertaken
 the number of hours (including the number of 

participatory hours)
 the identifi cation of the part of the code most 

relevant to the activity
 evidence that you undertook the cPD activity
See examples in Table 1.

Refl ective accounts
as well as recording evidence of cPD, a written refl ective 
accounts form should be completed. You must explain 
what you learnt from the cPD activity, feedback, event or 
experience, how you changed or improved your practice as 
a result, and how this is relevant to the code. a template 
for the written refl ective account form can be found on the 
NMc website; and with cPD evidence this should be stored 
in a revalidation portfolio (hard copy or e-portfolio)1.

Reference
1. Nursing and Midwifery Council. Revalidation — Your step-
by-step guide through the process. Available at: 
http://revalidation.nmc.org.uk [accessed 2.8.16]

This CPD guide for the psoriasis supplement was 
compiled by Julie Van Onselen, Editor, Dermatological 
Nursing, and fully adheres to the NMC Revalidation 
guide1. For more support on using this supplement 
for CPD, please contact dneditor@bdng.org.uk
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Seeking excellence in holistic 
psoriasis care for every patient

Dermatology conditions share 
a unique feature: their visibility, 
which often stands them apart 

from other chronic conditions. The severity 
of psychological morbidity (for example 
depression and suicide risk) does not 
necessarily correlate with the severity 
of the physical disease1. This is a critical 
factor and provides essential evidence 
for improving holistic care and access to 
treatment for every patient with psoriasis, 
whether the psoriasis is mild, moderate 
or severe. However, this is often far from 
reality in the modern NHS and sometimes 
there are misconceptions from healthcare 
professionals (HcPs) that psoriasis is ‘just 
a skin condition’ and that people with mild 
psoriasis are not bothered by it. in some 
cases it has been reported that psoriasis 
topical treatments are inadequately 
prescribed, practical application is not 
explained and occasionally may even 
be denied, while psychosocial issues 
are insuffi ciently assessed or not even 
considered. 

Psoriasis affects 2-3% of the UK 
population2 and around 80% have mild to 
moderate disease3. The focus on psoriasis 
treatment for the last decade has been 
on the development of biologic therapies 
for patients with severe psoriasis and/
or psoriatic arthritis. These treatments for 
patients with severe disease are effective 
and for many have been life-changing in 
terms of reducing physical symptoms and 
improving quality of life. However, those 
who qualify for such treatments are a 
minority. The 80% of patients with mild-

moderate psoriasis are the ‘iceberg’ under 
the surface of the water for whom quality 
care is a lottery.

This supplement focuses on the 
management of mild to moderate plaque 
psoriasis, reviewing evidence-based 
treatment guidelines and highlighting 
psychosocial aspects, information that every 
healthcare professional needs to consider for 
every single psoriasis patient. Ultimately the 
aim of the supplement is to improve holistic 
care, management and patient support.

The supplement contains a range 
of articles by dermatology HcPs and 
includes input from a person living with 
psoriasis. The feature on pathophysiology 
explains the scientifi c advances over 
the last 20 years in understanding the 
complex genetic, environmental and 
immunological components, including 
shared pathophysiology with other immune-
mediated disease and the advance in 
knowledge of co-morbidities. 

assessment and management of 
psoriasis is comprehensively covered. The 
assessment article is in two parts, the fi rst 
informing on holistic assessment following 
evidence-based UK guidance, which 
should be implemented in all primary and 
secondary care practice. The second part 
focuses on how HcPs can assess and help 
patients improve adherence to topical 
treatment, through patient education and 
supporting individual choice, to improve self-
effi cacy and support self-management. 

The infographic covering management 
of mild to moderate psoriasis provides an 
overview of the topical treatments available 
to treat psoriasis in the UK. 

The feature on psychosocial issues 
emphasises factors that can exacerbate 
psoriasis, regardless of disease severity, and 
impact on quality of life, as well as the vital 

Julie Van Onselen is Editor of 
Dermatological Nursing and 
Independent Dermatology 
Nurse, Dermatology Education 
Partnership Ltd, Oxford

Julie Van Onselen
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role of the clinical psychologist and how 
interventions such as cognitive behavioural 
therapy can help. The patient perspective 
within this article is illuminating as an expert 
patient tells her story and what she really 
wants from HcPs.

it is always important to remember 
the valuable role of patient support groups, 
where HcPs can direct patients for further 
support and information. There are two 
psoriasis charities in the UK: the Psoriasis 
association (www.psoriasis-association.org.
uk) and the Psoriasis and Psoriatic arthritis 
alliance (www.papaa.org). Developed by the 
British association of Dermatologists (BaD), 
www.skinsupport.org.uk brings together 
experts in psychodermatology and patients, 
with information on various skin conditions 
(including psoriasis), self-help materials and 
support services.

This Dermatological Nursing supplement 
will be of interest and provide an educational 
platform for all HcPs who care for psoriasis 
patients. Dermatology specialist nurses will 
fi nd the supplement a useful update and 
a refocus on the management of mild to 
moderate psoriasis. The supplement can also 
be used as an educational tool for primary 
care colleagues and any other professionals 
involved in the care of people with psoriasis. 

References
1. Gupta MA, Gupta AK. Psychiatric and 
psychological co-morbidity in patients with 
dermatologic disorders: epidemiology and 
management. Am J Clin Dermatol 2003, 4(12): 
833-42

2. Griffi ths CE, Barker JN. Pathogenesis and 
clinical features of psoriasis. Lancet 2007, 
370(9583): 263-71

3. Menter A, Korman NJ, Elmets CA, et al. 
Guidelines of care for the management of 
psoriasis and psoriatic arthritis. Section 3. 
Guidelines of care for the management and 
treatment of psoriasis with topical therapies. 
J Am Acad Dermatol 2009, 60(4): 643-59
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The pathophysiology of 
psoriasis

Helen S Young

Psoriasis is a common, chronic inflammatory disease of the skin, which has a significant impact on quality 
of life and affects 2-3% of the population of the United Kingdom1. As understanding of the pathogenesis 
of psoriasis has advanced over the last two decades there has been clearer appreciation of the genetic, 
cellular and immunological components of disease expression, which has provided new insight into 
potential therapeutic targets, including the development of biologic therapies. This article looks at the 
genetic and environmental factors that influence the course of the disease and stresses that a good 
understanding of the pathophysiology of psoriasis can aid healthcare professionals and patients alike in 
its management. 

citation: Young HS. The pathophysiology of psoriasis. Dermatological Nursing 2016, 15(3suppl): s6-s9

Table 1.
Environmental triggers for psoriasis.

Infections
ß-haemolytic streptococcal infection9 
Hiv10  

Stress
Psychological stress
Signifi cant life events11 

Drugs
Lithium
anti-malarials
ß-blockers

Lifestyle factors
alcohol12 
Smoking13

Weight gain
High body mass index (BMi)

Dr Helen Young is a Senior Lecturer in 
Dermatology at the University of Manchester 
and Honorary consultant Dermatologist at 
Salford Royal NHS Foundation Trust

The pathophysiology of psoriasis
Genetics
Many individuals with psoriasis have 
a family history of the disease2. This 
observation, together with signifi cant 
scientifi c investigation using a wide 
range of epidemiological and genetic 
studies spanning several decades, has 
determined that psoriasis has a genetic 
basis (Figure 1). Research has suggested 
that many genes make a contribution 
to psoriasis developing in a particular 
individual, which makes psoriasis a 
polygenic condition3. However, there is 
still much to learn about how psoriasis 
susceptibility/modifying genes contribute 
to the overall pathogenic process. The 
most signifi cant locus — designated 
PSORS1 — is on chromosome 6p21, 

in a region close to HLa-c4. Genome-
wide association studies (GWaS) have 
identifi ed approximately 50 genetic loci 
associated with psoriasis risk5-7. 

Environment
although there is a threefold increased 
risk of psoriasis in identical (monozygotic) 
twins compared with non-identical 
(dizygotic/fraternal twins), only 72% of 
identical twins actually develop psoriasis8. 
This suggests that inheritance of the 
psoriasis gene/s may not be enough to 

permit development of the disease and 
implicates a role for an environmental 
trigger in psoriasis pathogenesis (Figure 
1). Psoriasis, therefore, develops in 
genetically predisposed individuals 
following exposure to an environmental 
trigger1. Several environmental factors 
are recognised to trigger psoriasis or to 
exacerbate pre-existing disease and these 
are listed in Table 1.

Immunology
Psoriasis immunopathology is a complex 
paradigm, regulated by the cellular 
immune system, involving infi ltrating 
leucocytes, resident skin cells, and 
pro-infl ammatory cytokines (Figure 2). 
Researchers of psoriasis have been 
disadvantaged by the lack of an animal 
model as psoriasis does not occur in 
non-human primates or other animals. 
Therefore translational research and 
clinical trials have provided much of the 
knowledge base for the immunological 
events in psoriasis14. The importance of 
T-cells in the pathogenesis of psoriasis 
was fi rst reported in the late 1970s15. 
increased numbers of T-lymphocytes 
are present within plaques of psoriasis. 
Epidermal T-cells are predominately cD8+ 
T-cells1 whereas dermal T-lymphocytes 
in psoriasis are a mixture of cD4+ and 
cD8+ cells, although cD4+ cells are 
present in larger numbers1.

s6 www.bdng.org.uk
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A schematic of the pathophysiology of psoriasis.

 Figure 1

Diagram of the pathogenesis of psoriasis demonstrating interaction between the innate and adaptive immune 
systems, keratinocytes, T-cells and cytokines. Adapted from Alwan, Nestle, 20155.

 Figure 2
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in psoriasis the inappropriate 
activation of the immune system is 
fundamental to disease development. it 
is not clear what triggers these reactions, 
but cytokines such as iFN-α, TNF-α, 
iFN-γ, iL-1ß and iL-6 in conjunction with 
other molecules of the innate immune 
system such as toll-like receptors and 
heat-shock proteins are important in 
initiation, progression and maintenance 
of the disease5. as a consequence, 
T-cells become activated, migrate to the 
skin and induce keratinocyte changes. 
There are several critical steps in T-cell 
activation, which are: (1) binding of a 

T-cell to antigen presenting cell (aPc); 
(2) recognition of antigen through 
the T-cell receptor (signal 1); and (3) 
activation of the co-stimulatory pathways 
(signal 216). although the initiating event 
that activates the immune cascade is 
unknown, key drivers of T-cell activation 
are the cytokines iL-12 and iL-23, which 
determine the differentiation of T-cells 
into Type 1 and Type 17 T-helper cells 
respectively.  

Keratinocytes
as a result of T-cell activation either 
i) iFN-γ and TNF-α are released — a 

Type 1 response, or ii) iL-17 and iL-22 
are released — a Type 17 response. 
These cytokines then activate a number 
of cell signal pathways to produce end 
molecules of infl ammation (such as 
inducible nitric oxide (NO) synthase, 
chemokines, and adhesion molecules) 
which then stimulate further traffi cking 
of leucocytes into the skin and the 
subsequent appearance of the psoriasis 
phenotype17.

These pathways lead to keratinocyte 
proliferation and production of more 
pro-infl ammatory cytokines (iL-1, iL-6, 
TNF-α), chemokines and anti-microbial 
peptides. a positive feedback loop is 
established, which attracts other innate 
and adaptive immune cells and enhances 
the infl ammatory process. in the psoriatic 
epidermis a basal keratinocyte divides or 
proliferates approximately once every 1.5 
days and maturation and shedding of new 
keratinocytes takes about 4 days18. This 
compares with stem cell division every 
13 days and keratinocyte maturation 
over 26 days within normal epidermis19. 
in psoriasis lesions the infl ux of activated 
cD4+ T-lymphocytes into the epidermis 
is one of the earliest events. in contrast, 
resolution of plaques is associated with an 
infl ux of intraepidermal cD8+ T-cells. 

Angiogenesis
The infl ammatory cascade also activates 
the release of mediators of angiogenesis 
from keratinocytes20. angiogenesis is the 
process by which new blood vessels grow 
from a pre-existing vascular bed. although 
angiogenesis is a signifi cant component 
of the pathogenesis of psoriasis, it is 
a relatively under-researched aspect. 
angiogenesis in psoriasis is infl uenced 
by factors produced by epidermal 
keratinocytes and vascular endothelial 
growth factor (vEGF) is a key cytokine in 
this process20. Microvascular changes in 
plaques of psoriasis include pronounced 
dilation, increased permeability and 
endothelial cell proliferation within the 
venous limb of capillaries in the superfi cial 
dermis21. There is now increasing evidence 
that a similar process occurs in the joints 
of patients affected by psoriatic arthritis22.  

What do nurses need to know?
Objective assessment of psoriasis
Dermatology nurses are central to the 
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care provided for those who suffer 
with psoriasis. a good understanding of 
the key pathophysiological concepts is 
imperative for effective assessment — 
see the article on p10.

Shared pathophysiology 
The pathophysiology of psoriasis is similar 
to that of other immune-mediated 
diseases, which may account for the 
co-morbid diseases that are recognised 
to be associated with psoriasis, such as 
those listed in Table 2. This is an area 
of ongoing research and it may be that 
careful scrutiny of the similarities in the 
pathophysiology of these conditions will 
yield important information for patient 
care in the future.

Can this help the patient understand the 
disease process?
Patient interaction can be empowered 
by shared understanding and therefore 
the ability to communicate or translate 
complex biological concepts is a key 
skill for a healthcare professional to 
develop. Patients with psoriasis often ask 
about the risk of passing the disease on 
to their children or are keen to know 
more about the medication they are 
prescribed. Nurses often have a unique 
opportunity to help direct, and motivate, 
lifestyle change which can infl uence 
overall patient health in addition to 
potentially providing a direct benefi t to 
psoriasis itself.

Heritability 
Heritability refl ects the proportion of a 
disease that can be attributed to a genetic 
factor. Heritability can be estimated from 
twin studies or population-based case-
control studies26. Based on twin studies, 

the overall heritability for psoriasis is 
estimated to be 80-91%8. Many patients 
will ask what the risk of transmitting 
the disease to their children is. This can 
be diffi cult to answer although some 
studies have attempted to address this. 
Research suggests that the lifetime risk 
of getting psoriasis if no parent, one 
parent or both parents have psoriasis is 
4%, 28% and 65% respectively. if there is 
already one affected child in the family, 
the corresponding risks are 24%, 51% and 
83% respectively27. 

Treatments and psoriasis pathophysiology
Management of psoriasis has developed 
at a remarkable rate over the last 20-
30 years. Signifi cant advances in our 

understanding of the heritability and 
pathogenesis of psoriasis have afforded 
greater understanding of the disease and 
how it may be best managed. This has 
led to the development of numerous 
biologic therapies and small molecules 
targeting specifi c pathways integral to the 
development of psoriasis. 

Achieving added benefi t from lifestyle choices
Patients benefi t from lifestyle modifi cation 
and therefore understanding how these 
factors impact on disease development 
is important. Psychological support can 
greatly help traditional psoriasis therapy 
work more effectively28 and a reduction 
in alcohol consumption and smoking 
cessation is important too (Figure 3).

Table 2.
Psoriasis co-morbidities.

Psoriatic arthropathy23 

Crohn’s disease24

Cardiovascular disease25

Metabolic syndrome25

Hypertension
Diabetes mellitus
Obesity
Hyperlipidaemia

Obesity may make psoriasis more severe. Such patients benefi t from lifestyle modifi cation.

Heavy drinkers often present with more severe, extensive and infl amed disease.

 Figure 4

 Figure 3
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Drinking alcohol can exacerbate 
pre-existing psoriasis, and heavy drinkers 
often present with more severe, 
extensive and infl amed disease than 
those who do not drink to excess29. 
Notably, abstinence from alcohol 
can often induce disease remission29. 
alcohol-controlled studies report an up 
to 3.3-fold increased risk of developing 
chronic plaque psoriasis for women; 
an increased likelihood of severe acral 
disease for men who smoke more than 
10 cigarettes per day; and a reduced rate 
of disease clearance for both male and 
female smokers with psoriasis29. Weight 
loss may represent an important target 
for management of both skin and co-
morbid disease (Figure 4).

Conclusion
Psoriasis is a common disease, which 
represents a signifi cant physical and 
psychological burden throughout life. 
it is increasingly clear that psoriasis 
is a complex disease with many 
different genetic and environmental 
factors coming together to initiate and 
infl uence the clinical course of the 
symptoms and signs of this commonly 
presenting disease. Plaques of psoriasis 
may look similar on individual patients 
but may be caused by different genes 
and environmental factors. The key to 
understanding this complex condition 
is in defi ning the immunopathogenesis 
of the disease. already this approach 
has been revolutionary and has 
facilitated developments in psoriasis 
management, which have resulted in 
patients and physicians increasingly 
observing clearance of psoriasis 
(PaSi >90) and this in turn has raised 
expectations of treatment outcomes. 
Greater insight into psoriasis genetics 
will provide further opportunity to 
deliver personalised medicine and a 
more rational approach to therapeutic 
choices.

Dermatology nurses are important 
in co-ordinating the management 
of a patient with psoriasis and their 
concomitant conditions. it is possible 
for nurses, with careful evaluation 
and decision-making, to maximise 
patient care, offer a holistic approach 
to psoriasis (and co-morbid disease) 
management and support lifestyle 

change — while minimising potential for 
side-effects to treatment and enhancing 
the wellbeing of patients with psoriasis.
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 i believed that the treatment 
was worse than the condition 
itself and it took way too long 
to work

 i had resigned myself to the 
fact that i was going to ha
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Assessing and supporting the 
patient with psoriasis 

Karina Jackson

Psoriasis is a common chronic inflammatory skin condition and is primarily diagnosed and treated in 
a primary care setting, with up to 60% of people with psoriasis requiring the input of a specialist at 
some point1. It is a condition that commonly co-exists with other metabolic or autoimmune medical 
conditions and is known to have a significant impact on quality of life. In recent years both NICE1 and 
SIGN2 have made robust and evidence-based recommendations on the assessment and management 
of psoriasis. It is incumbent on healthcare professionals to implement these in local practice. A key 
component of the guidance is a full and detailed patient assessment to support the development of an 
effective treatment plan.

citation: Jackson K. Holistic psoriasis patient assessment. Dermatological Nursing 2016, 15(3suppl): s10-s13

Karina Jackson is a Nurse consultant at 
St John’s institute of Dermatology, Guy’s and 
St Thomas’ NHS Foundation Trust, London

Part 1: Holistic psoriasis patient assessment

Introduction
The provision of holistic care to a person with 
psoriasis relies upon a high-quality and holistic 
assessment. This is especially important at the 
fi rst consultation when the disease severity, 
its impact and personal treatment goals will 
help establish the most appropriate immediate 
pathway of care for the patient and will 
enable the beginnings of a good therapeutic 
relationship between clinician and patient. This 
article assumes a consultation scenario with a 
person with a known diagnosis of psoriasis, but 
key diagnostic points are detailed in Box 1 for 
reference.

in 2012 NicE2 published a comprehensive 
clinical guideline entitled ‘Psoriasis: assessment 

  Box 1.

Key diagnostic points in psoriasis1.
Skin examination — typical plaque psoriasis presents 
with indurated red plaques with a surface of silvery 
scales. Usually presenting symmetrically on extensor 
aspects of limbs, especially knees and elbows; also 
lower back/sacrum, buttocks and scalp. Nail pitting 
is common. Non-scaling and non-indurated fl exural 
involvement also possible.
Medical history — persistent scaling on scalp/ears, 
concomitant or previous autoimmune disease, joint 
problems, pruritus ani or vulvae.
Family history of psoriasis — fi rst or second degree 
relative.
Drug history — drugs that may exacerbate psoriasis 
include: anti-malarials, interferons, lithium, systemic 
gluco-corticosteroids, betablockers.
Recent stressor — physical trauma, emotional or 
metabolic stress; infection (particularly streptococcal).

and Management’, for application across all age 
groups.

Using different methodology, SiGN3 also 
developed very similar guidance that applies to 
the assessment and management of psoriasis 
and psoriatic arthritis for people in Scotland. 
The principles of assessment according to 
NicE2 involve:

1. assessment of disease severity 
2. Presence of psoriatic arthritis 
3. impact of disease on physical, psychological 

and social wellbeing 
4. Presence of co-morbidities. 

This article will discuss in more depth how 
this holistic assessment may be undertaken in 
practice, including the use of validated tools 
where available.

Assessment of disease severity
The severity of the psoriasis will infl uence the 
treatment pathway and determine if there is a 
need for secondary care referral (see Box 2). 
any systemic upset, such as fever and malaise, 
should be noted and acted upon urgently 
as these are common in unstable forms of 
psoriasis, such as erythroderma or generalised 
pustular disease. 

To assess disease severity, a full physical 
examination of the skin is required to 
determine the extent of the psoriasis and the 
sites affected. Psoriasis can be present in all 
body areas, including the scalp, ears, fl exures, 
groin, genital/perianal region, palms, soles and 
nails. it is critical to know which body sites are 
involved so appropriate treatment choices 
can be made. it is also helpful to note the 
morphology of the psoriasis; is it guttate/small 
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Nail psoriasis is notoriously diffi cult to treat. There 
may be pitting (a) and onycholysis (b). 

 Figure 1.

  Box 2.

Criteria for referral for dermatology 
specialist advice.
 There is diagnostic uncertainty or
 any type of psoriasis is severe or extensive, for 

example more than 10% of the body surface area 
is affected or

 any type of psoriasis cannot
be controlled with topical therapy or

 acute guttate psoriasis requires phototherapy or
 nail disease has a major functional or cosmetic 

impact or
 any type of psoriasis is having a major impact on a 

person’s physical, psychological or social wellbeing.

plaques, or large plaques, are there any pustular 
lesions on the body, palms or soles? again this 
will infl uence treatment options and referral 
pathways. Sometimes a visual diagram or body 
plan can be used on paper to note where the 
psoriasis is present. Photos are also useful for 
documenting the extent, location and severity 
of the psoriasis. The main signs of psoriasis are 
well-defi ned plaques of erythema (redness), 
induration (thickening) and desquamation 
(scaling). The degree of these key signs should 
be noted. For example, is there light fl aking 
scaling or thick adherent scale?

The severity of psoriasis can be recorded 
in a number of ways. it can be estimated 
separately by both the patient and clinician 
using a static global assessment, eg clear, nearly 
clear, mild, moderate, severe or very severe. 
The clinician may also estimate the extent 
of the disease by estimating the total body 
surface area (TBSa) involvement, eg 5%. The 
Handprint guide suggests that one handprint is 
equivalent to approximately 1% TBSa4.

Specialists should use a Psoriasis area 
and Severity index (PaSi) score to objectively 
measure disease severity. The PaSi score was 
fi rst developed in 1979 as a tool with which to 
measure response to a systemic retinoid5. The 
assessment tool divides the body into head 
& neck, upper limbs, trunk and lower limbs. 
For each body area the clinician measures the 
degree of severity of the three main clinical 
features of psoriasis; erythema (redness), 
induration (thickness) and desquamation (scale) 
of the most representative psoriatic plaques. 
The area affected by psoriasis (% ranges) in 
each body area is also estimated and fi nally a 
basic calculation is performed to weight the 
score for each body area in relation to the 

entire body surface area. (For more information 
see ‘How to…. Do a PaSi Scoring’6.) if a patient 
has a PaSi >10 or BSa >10% they require 
referral to a specialist for consideration of 
second-line treatment.

Patient reported symptoms should 
also be noted, for example does the patient 
experience itching, skin pain or other cutaneous 
symptoms. These can be used as markers for 
improvement or worsening of disease following 
the implementation of treatment.

Nail psoriasis can present in a number of 
ways and is notoriously diffi cult to treat. There 
may be pitting in the nails (Figure 1a), ridging, 
onycholysis (Figure 1b) or hyperkeratosis. as 
part of the skin assessment, the features of nail 
disease and number of nails affected should be 
noted. a tool called the Nail Psoriasis Severity 
index7 has been developed to objectively 
score the severity of nail disease but is not 
used commonly in practice as it is time-
consuming. NicE2 guidance recommends its 
use in specialist settings only if there is a major 
functional or cosmetic impact of nail disease, 
before and after treatment (if treatment is 
initiated specifi cally for nail disease).

it is estimated in the UK that 13.8% 
of people with psoriasis may also develop 
psoriatic arthritis8. in most cases (80%) skin 
psoriasis precedes the onset of psoriatic 
arthritis, which is why clinicians are bound 
to actively assess for the development of 
joint disease. The most frequently affected 
joints are in the hands and/or feet (eg, distal 
interphalangeal joints), but psoriatic arthritis can 
also present as an asymmetrical oligoarthritis 
affecting up to 4 joints or symmetrical 
polyarthritis or axial arthritis affecting the spine 
and/or neck. commonly seen is the swelling of 
an entire digit (dactylitis) sometimes referred 
to as a ‘sausage’ fi nger or toe, and the presence 
of enthesitis, which is infl ammation at tendon, 
ligament or joint capsule insertions. 

a b

There is a psoriatic arthritis classifi cation 
tool (caSPaR)9 and disease activity tools 
(PSaRc10 and DaS-2811) available, but non-
specialists would not be expected to have 
the expertise or resources to use these in 
practice. However, there are several screening 
tools available for use in either primary care or 
dermatology settings that may help in the early 
identifi cation of people with psoriatic arthritis. 
Both NicE2 and SiGN3 have suggested the 
adoption of the PEST12 tool (see Box 3) that 
can be used on an annual basis for screening 
purposes. it is important to note, however, 
that the tool does not detect axial arthritis or 
infl ammatory back pain so it should only be 
used as a preliminary screening tool completed 
by the patient followed by further clinical 
assessment. if there is any suspicion of psoriatic 
arthritis, the patient should be referred to a 
rheumatologist for assessment.  

  Box 3.

PEST questionnaire12.
Score 1 point for each question answered in 
the affi rmative. a total score of 3 or more is 
indicative of psoriatic ar thritis and requires 
fur ther questioning and assessment. 

Question Yes

1. Have you ever had a swollen joint (or 
joints)?

2. Has a doctor ever told you that you have 
arthritis?

3. Do your fi ngernails or toenails have holes 
or pits?

4. Have you had pain in your heel?

5. Have you had a fi nger or toe that was 
completely swollen and painful for no 
apparent reason?

Impact of disease on physical, psychological 
and social wellbeing 
a key component of any consultation is to 
enquire about a person’s social situation; 
sometimes referred to as the ‘social history’. 
information gleaned from this will help form a 
picture of the individual circumstances and any 
lifestyle considerations. These facts will infl uence 
what may or may not be achievable in terms of 
treatment choice.
important factors include: 
 are they in employment and, if so, in what 

capacity; are they studying fulltime?
 Who do they live with? What is their 

support network? if living alone, do they 
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have family/friends close by? Do they have 
dependents/are they a primary carer? How 
do they spend their spare time? 

 Do they have a disability, language or 
communication diffi culties? 

 Do they smoke? Do they drink alcohol? if 
yes, how much and how frequently? 

 Do they have plans to start or extend their 
family? Do they have travel plans? 

This information will give a good idea of 
the degree of independence the person has 
for the self-administration of topical therapies; 
how much time they may have available to 
use treatment or attend a specialist unit. it 
will also give some ideas around the person’s 
lifestyle and approach to healthy living and their 
support network.

NicE2 recommends enquiry is made as 
to what aspects of daily living are affected 
by psoriasis; how the person is coping and if 
their condition has any impact on their family 
or carers. This can be elucidated through 
gentle questioning and further supported 
through the use of a dermatology-specifi c 
questionnaire. SiGN and NicE guidelines 
advocate the use of the DLQi questionnaire13 

as part of the global assessment of patients 
with psoriasis. This is completed by the patient 
and is designed to measure the impact of the 
skin disease on quality of life. a score of >10 
(scale 0-30) is suggestive of signifi cant impact 
on quality of life. it is a useful tool to use on 
repeat occasions as a subjective outcome 
measure. 

Psoriasis may also impact on a person’s 
psychological wellbeing. The degree of 
psychological distress reported is not always 
proportional to or predicted by disease 
severity14 and therefore it should not be 
assumed that mild disease will have no impact 
on psychological wellbeing. attributed to 
the visible nature of the disease, a person 
with psoriasis may experience a range of 
emotional concerns, such as poor self-esteem, 
embarrassment, anger, helplessness, anxiety and 
worry. Low mood and depressive symptoms 
are more common in people with psoriasis 
than in controls15. 

as part of a holistic assessment it is 
important to establish what, if any, impact 
psoriasis has on the person’s mood. This can be 
achieved through direct but gentle questions, eg 
how does your psoriasis make you feel? How is 
your mood generally? 

alternatively, NicE16 guidance on 
depression suggests the use of two initial 
questions (see Box 4) followed by a further 
three questions if either of the fi rst two are 
answered positively. There are also patient 
questionnaires that can be used to assess for 
depression17 (PHQ-2 or 9) or anxiety18 (GaD-
7). The existence of depression and/or anxiety 
may interfere with treatment compliance, thus 
there are many good reasons to screen for and 
address psychological distress.

or alternative treatments such as chinese 
herbal remedies, and establish how long these 
were used and the response or outcome on 
treatments. Linked to this, the clinician can 
assess what knowledge and understanding the 
patient may have about psoriasis and the use 
of topical treatments. The PeDeSi18 tool can 
be completed by the patient in consultation 
with a clinician. This data will help reveal what 
educational support the patient may require to 
be better informed and more confi dent in self-
management with topical therapies. 

Conclusion
For most people, psoriasis is managed in 
primary care (see assessment checklist, Box 
5). a comprehensive psoriasis assessment in 
primary or intermediary care will enable holistic 
treatment plan and early identifi cation for the 
need for specialist referral if required.

  Box 4.

Assessment for depression16.
During the last month, have you often been bothered by:
 feeling down, depressed or hopeless?
 having little interest or pleasure in doing things?

a ‘yes’ to either question should result in further 
assessment or referral. Further assessment recommends 
asking three additional questions:

During the last month, have you often been bothered by:
 feelings of worthlessness?
 poor concentration?
 thoughts of death?

  Box 5.

Assessment checklist for primary care. 
Psoriasis history: diagnosis date, known exacerbating 
factors, past treatments and responses

Other medical history: especially check for cvD, 
diabetes, liver disease, autoimmune disorders, joint 
disease

Medicines history: note drugs that may exacerbate 
psoriasis

Skin assessment: estimated severity (BSa) or static 
global assessment: sites affected. Severity of signs, ie 
redness, induration and scaling. Symptoms, eg itch, pain

Screen for psoriatic arthritis: use PEST tool and 
further clinical questions if appropriate

Assess disease impact on quality of life: use DLQi tool

Assess for mood disturbance: utilising tools as 
appropriate (eg, PHQ-2, GaD-7)

Assess lifestyle behaviours: smoking, alcohol 
consumption, diet

Assess social history: employment/study, relationships, 
carer responsibilities, home arrangements, coping 
strategies

Assess knowledge and skills to self-manage psoriasis: 
use PeDeSi tool

Presence of co-morbidities
Recent literature has documented the frequent 
co-existence of metabolic disorders in psoriasis. 
all other medical conditions and known 
allergies a person has should be documented 
in conjunction with any prescribed medicines. 
Knowing of other medicines is particularly 
important in terms of prescribing as some 
medicines, even topical treatments, may be 
contra-indicated. For example, if a person had 
osteopenia and was receiving vitamin D and 
calcium treatment, topical vitamin D derivatives 
for psoriasis would need to be used with 
caution.

NicE2 recommends that adults with 
severe psoriasis (>10% BSa) should be 
offered a cardiovascular risk assessment using 
a validated risk estimation tool and this should 
be repeated every 5 years, or more frequently 
if indicated. all people with psoriasis should 
be offered advice on healthy lifestyle. This 
assessment should ideally be undertaken in 
primary care.

Finally, an important component of a 
holistic assessment is to record all current and 
any previous treatments a person with psoriasis 
may have used; prescribed, over the counter 
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improve adherence in the management of mild to 
moderate psoriasis.

The World Health Organisation defi nes 
adherence as ‘the extent to which a person’s 
behaviour —taking medicines, following a diet and/
or executing lifestyle changes — corresponds with 
the agreed recommendations from a healthcare 
provider’7.

The factors which infl uence adherence 
to topical treatments for psoriasis patients are: 
therapeutic relationships, the nature and chronicity 
of the disease, frequency of treatments, types 
of treatments (cosmetic and galenic forms), 
psychosocial impact of disease, individual beliefs, 
values and culture2-4,8.  

approach to attain best possible outcomes for 
the patient using communications skills training, 
coaching, educational materials and patient-
reported outcome measures as feedback to 
providers1. This is important to consider as non-
adherence to topical treatments has long been 
cited as a problem in the management of psoriasis 
and can be intentional or non-intentional2-4. 
Non-adherence is a complex phenomenon with 
patient, treatment and healthcare provision related 
factors5. The implications of non-adherence are far-
reaching as it will impact on patients’ safety, quality 
of life, future health, treatment outcomes and 
will have cost implications for patients, healthcare 
providers and society8. This section will identify 
key barriers to adherence to topical treatments 
and discuss interventions which may be utilised to 
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compassion; dignity and respect; openness, 
honesty and responsibility, quality and team 
work14. 

it is vital the healthcare professional 
understands how psoriasis affects aspects of the 
patient’s life and which aspects are most important 
to the patient at this time. it is important to let 
the patient tell their story and for them to know 
the healthcare professional is listening and really 
hearing what the patient is saying. Then, and only 
then, can all the treatment options be explored; 
identifying what previous treatment experiences 
have been and making decisions together about 
available and appropriate treatment plans.  

The patient-focused consultation aims to 
increase patient participation and requires an 
approach in line with ‘motivational interviewing’, 
which incorporates times when the healthcare 
professional not only provides direction but also 
guides and follows depending on the patient 
needs and expectations15. The core skills of 
motivational interviewing (open questioning, 
affi rmations, refl ections and summaries) are 
essential in this counselling technique and can be 
incorporated into the consultation. an example of 
this is presented in Figure 2:

Two-way process to ‘ask, listen and advise’
The mantra of ‘ask, listen and advise’ is also within 
the two-way consultation process with the patient 
being encouraged to ask questions and advise 
the healthcare professional. Negotiation and 
compromise may also be necessary within the 
consultation as the patient comes to terms with 
the long-term commitment of self-management. 
They need to consider what is achievable in real-
life terms by discussing the treatments available 

and ensuring understanding of the effort and 
commitment. Making decisions together, with 
the understanding that agreed treatment goals 
are not outwith the patient’s capability, can lead 
to positive patient experience and enhance 
adherence.

Interventions to improve adherence
With effective communication and health literacy 
considerations the following interventions can be 
undertaken to improve adherence and support 
the patient towards self-management.
as a general approach to improve adherence:
 make joint decisions 
 simplify treatment regimens 
 explore choices of treatments and 

formulations 
 clarify patient expectations 
 gain family or partner endorsement 
 discuss the fi nancial impact to patient 
 consider values, beliefs and cultures 
 consider compromise or bargaining
 continuously reassure and empower 
 avoid the use of medical jargon, 

abbreviations and terminology 
 check and double-check patient 

understanding by using ‘talk-back’ technique 
and ‘chunk and check’12

 Provide relevant supportive written 
information, demonstrate how to apply 
treatments and ensure follow-up advice and 
reassurance.

Assessing adherence
The use of an assessment tool may be useful 
if poor adherence is identifi ed as an issue. The 
Topical Therapy adherence Questionnaire 
(TTaQ) and the Patient Preference 
Questionnaire (PPQ) have been developed 

Key barriers to good adherence are 
communication and patient misunderstanding8. 
This centres on the therapeutic relationship, which 
traditionally was healthcare professional focused 
and one-way communication. More recently 
the seismic shift within healthcare provision has 
been the patient-centred approach9, which is 
now advocated and essential to ensure effective 
communication, shared decision-making and 
confi rmed patient understanding. This, when 
implemented effectively, can improve adherence to 
treatments as well as optimise patient experiences 
and outcomes10.

Patient-centred consultation and informed 
choice
When considering a patient-centred approach, 
the one-to-one consultation has to be, fi rst and 
foremost, a two-way communication process 
with the patient actively participating in the 
discussions and decision-making processes based 
on best evidence10,11. Effective communication, 
and providing time for communication, will 
enhance patient adherence to treatments. 
in particular, healthcare professionals should 
be aware of the patient’s health literacy. That 
means that, in the complex, jargon-fi lled health 
and social care systems, the patient has the 
understanding, knowledge, skills and confi dence 
to be an active partner in health care12. Low 
health literacy adversely affects health, adherence 
and safety13. Therefore steps can be taken to 
ensure that therapeutic education and informed 
choice are appropriate and relevant for each 
individual. incorporate the values of care and 

addressing
health literacy

Good adherence

Understanding,
relationships,
engagement

The positive impact of addressing health literacy.

Motivational interviewing example.
Motivational Interviewing Counselling Style (adapted from Miller & Rollnick, 1995)17.

 Figure 1.

 Figure 2.

1. Express empathy:
‘......what i hear you saying is that 
you are really fed up with the 

daily drudgery of applying your 
creams’

6. Ask more open questions:
‘......how you are managing and 

coping with your skin treatments 
at the moment?’

2. Find discrepancy:
‘......what are your goals? How do 
you see skin treatments fi tting in 

with your hopes and dreams’

5. Support self-reliance:
‘......i am really impressed that you 

have worked out a plan for your skin 
treatments. i really believe you can 
do it. Let’s meet again in 2 weeks’ 
time to see how you are doing’

3. Avoid arguments:
‘......the best thing you can do 

for your psoriasis and health is 
to apply your moisturisers and 

treatment creams. When you are 
ready, i am here to help you’

4. Roll with resistance:
‘......sounds like you have thought 

a lot about things that can 
hinder you in applying treatment 
creams. What can be some of the 

possible solutions?’
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to assess the adherence risk factors in topical 
treatment for psoriatic disease16.

Further to this, a more comprehensive 
adherence-enhancing intervention programme has 
been published (Topical Treatment Optimisation 
Programme (TTOP))17, which aims to optimise 
topical treatments for psoriasis. This programme 
focuses on:
1. Patient education 
2. Therapeutic relationship between the 

healthcare professional and the patient

The two main components of the Topical 
Treatment Optimisation Programme (TTOP)17 are:
1. The TTOP Patient Education Package, 

comprising: 
 Face-to-face consultations with the patient 

whereby extensive information is provided 
about psoriasis and possible treatments

 Early consultations include information 
regarding pathophysiology of psoriasis, 
nature of psoriasis, signs and symptoms, 
manifestations, chronicity, comorbidities, 
myths and misconceptions, severity grading, 
treatments available 

 Discussion and decisions to manage psoriasis 
with topical treatment made together by 
healthcare professional and patient

 Patient reads and understands written 
information attached to topical medication(s) 
and healthcare professional actively 
demonstrates how to apply where and when 
to lesions and sites

 Patients are provided with a treatment 
specifi c ‘pocket card’ that outlines the 
treatment(s) and application techniques

 Healthcare professional telephones or 
emails the patient on day 7 and 21 after 
commencing treatment as aide-memoire for 
daily topical applications

 Patient completes self-report questionnaires 
TTaQ and PPQ 

 Written information in leafl et/brochure 
format and advice line number/email address 
are provided for patients.

2. The TTOP Healthcare Professional and Patient 
Relationship Package, comprising:

 Utilisation of the ‘general patient encounter 
guide’ and checklist

 Polite greetings before and after patient 
consultations

 Body language supporting patient engagement, 
leaning forward towards patient, eye contact, 
verbal and non-verbal encouragements, open 
questioning, clarifi cation, summarising, shared 
decision-making

 Offer empathy, sympathy and understanding
 Follow-up and evaluation of skin using 

subjective and objective means, eg global 
assessment tools, adherence assessment and 
quality of life assessment

 Provision of a telephone helpline and 
encourage patient-reported feedback on 
outcomes.

The TTOP adherence optimisation 
programme is currently being evaluated as to 
its utility17. The framework is of interest and may 
be applicable to many health service providers 
as it appears fl exible and can be adapted within 
existing resources.   

Conclusion
in conclusion, patient adherence with topical 
treatments for mild to moderate psoriasis 
remains a global problem. communication and 
patient understanding are recognised as the two 
most important infl uencing factors. Therefore 
intervention strategies to enhance the therapeutic 
relationship through effective communication can 
be utilised to support a partnership approach. 
The consultation process needs to be a two-way 
communication with the healthcare practitioner 
encouraging the patient to ask, listen and advise 
the health professional. counselling techniques 
such as motivational interviewing can help the 
patient take steps towards sustainable behaviour 
change, which aids adherence. Understanding the 
patient’s health literacy level is vitally important to 
successful adherence. The utility of an adherence 
tool and/or a ‘topical treatment optimisation 
programme’ is worthy of consideration and 
may provide a useful framework in assessing 
and addressing adherence issues, ensuring 
patient choice and enhancing patient-reported 
experiences for those living with psoriasis. The 
healthcare professional-patient consultation 
represents the cornerstone of success whereby 
investment in the beginning, understanding 
patients’ perspectives, eliciting their values or 
beliefs and demonstrating empathy will forge a 
therapeutic relationship to enhance adherence18.
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What is mild to moderate psoriasis?
Psoriasis severity can be defi ned in terms of the total body 
surface area (BSa) affected (see left8). The surface area of a 
single hand (ie, fl at palm and 5 fi ngers) of the affected person 
represents about 1% of the skin. Using this defi nition:

 Mild psoriasis affects less than 3% BSa
 Moderate affects 3-10% BSa 
 Severe affects more than 10% BSa8 

However, this description fails to recognise the impact 
of psoriasis on quality of life. a more recent defi nition that 
incorporates BSa, psoriasis and severity index (PaSi) and 
the dermatology quality of life index (DLQi) dichotomises 
severity as either mild or moderate to severe9.

 Mild disease is defi ned when all three measures have a 
value of less than 10

 Moderate to severe disease is defi ned where all three 
measures are greater than 10 

How is the 
effectiveness of
topical therapies 
assessed?
Roughly 80% of patients with 
plaque psoriasis have mild 
to moderate disease that is 
amenable to treatment with 
topical therapies in primary 
care10. 

it is important to assess 
the relative effectiveness 
of treatments to ensure 
patients achieve a satisfactory 
response and remain in 
remission for as long as 
possible.

s16 www.bdng.org.ukDermatological Nursing 2016, Vol 15, No 3 (suppl)

Tar has been used as a treatment for psoriasis 
since ancient times1. 

Over the centuries other treatments have 
included oral solutions of arsenic and mercurial 
ointments2 and an extract of Goa powder3. 

Coal tar therapy in conjunction with UVB radiation was 
resurrected by Goeckerman in 1925 in a regime with a quick 
onset of action and long duration of remission4.

Topical hydrocortisone was fi rst used to treat psoriasis in 
19525 and the 1980s saw the introduction of two new classes 
of topical agents, the vitamin D analogues6 and the topical 
retinoid, tazarotene7.

Today, most patients with mild to moderate psoriasis are 
usually managed with topical steroids, vitamin D analogues or a 
combination of the two.

Management of mild to moderate plaque psoriasis
The impact of topical treatment on disease severity has been assessed 

using various outcome measures. One commonly used tool is based on 
the Physician Global assessment (PGa) scale:

as studies have employed a range of outcome measures, one 
solution to compare the effectiveness of topical treatments is to calculate 
the standardised mean difference (SMD). This statistic provides a point 
estimate of the effect of the intervention and adjusts for any differences in 
the measurement scales used11. By convention:

 SMD = 0.2 is a small effect
 SMD = 0.5 is a medium effect
 SMD > 0.8 is a large effect
 SMD = 0 suggests that there is no difference between interventions. 

if the outcome measure defi nes success by a lower value (eg the PGa 
scale), then a more negative SMD value suggests a greater benefi t from 
the intervention. 

Managing psoriasis in primary care
Psoriasis is estimated to affect 2-3% of the population in the UK12. 

One study in general practice estimated from a total of 4,390
patients a prevalence of 1.48% with 81% having plaque psoriasis13. This 
study estimated that up to 60% of patients had required referral to 
secondary care. 

The most recent systematic reviews of topical therapies for psoriasis 
have been produced by NicE14 and cochrane15. 

Topical therapies
The table below summarises the mode of action 
and common adverse effects of the fi ve different 
classes of topical therapies16:

Score Defi nition Description of psoriasis

0 Clear No signs of psoriasis 
but post-infl ammatory 
discolouration may be 
present

1 Almost 
clear

Only minimal plaque 
elevation, scaling and 
erythema

2 Mild Slight plaque elevation, 
scaling and erythema

3 Moderate Moderate plaque elevation, 
scaling and erythema

4 Severe very marked plaque 
elevation, scaling and 
erythema

Drug
class

Mode of action Common adverse effects

Topical 
steroids

Mainly anti-infl ammatory 
effects

Burning/stinging at the site of 
application. May worsen existing 
conditions such as acne/rosacea

Vitamin D 
analogues

Suppression of pro-
infl ammatory cytokines. 
inhibition of keratinocyte 
proliferation and increased 
differentiation of keratinocytes

Skin irritation such as erythema, 
pruritus and burning

Dithranol Suppression of cell 
proliferation of keratinocytes. 
Pro-infl ammatory cytokines

Burning and erythema in the skin

Coal tar Still unclear but thought to 
be anti-proliferative/anti-
infl ammatory

Minimal but patients may 
experience skin irritation and even 
photosensitivity. Many patients dislike 
the odour of coal tar

Tazarotene affects epidermal
proliferation and 
differentiation by acting on 
retinoid receptors in the skin

Pruritus, burning, erythema at the 
site of application and irritation

Mild

Moderate

Emollients
although not usually considered an active treatment for psoriasis, emollients 
have several important adjunctive roles:

History
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 Figure 1

Management of mild to moderate plaque psoriasis
 Emollients form an occlusive fi lm on the surface of the skin, which 

increases hydration in the stratum corneum
 Emollients reduce scaling, pruritus and cracking/fi ssuring and improve the 

cosmetic appearance of plaques 
There is a lack of evidence on the effi cacy of emollients in psoriasis, 

though a recent review concluded that there are some benefi cial effects on 
scaling and plaque induration17.

Topical corticosteroids (steroids)
Topical steroids are classifi ed in terms of their potency, which defi nes the 
degree to which the agent causes vasoconstriction (or blanching) in the 
skin. The higher the blanching score, the greater the anti-infl ammatory 
action. 

There are four potency categories, as shown below. Potency is also 
affected by the chemical salt. For example, hydrocortisone acetate is a mild 
steroid, whereas the butyrate salt is a potent steroid.

 a response to a potent 
topical steroid should 
occur within 8 weeks of 
treatment (do not use 
potent steroids longer 
than 8 weeks and very 
potent steroids longer 
than 4 weeks)14 

 

Vitamin D analogues
There are currently only three vitamin D analogues (calcipotriol, calcitriol and 
tacalcitol) licensed in the UK for the treatment of psoriasis. 

 Use for up to 4 weeks as initial treatment for trunk and limbs14 
 vitamin D analogues have similar effects to topical steroids for the body 

but topical steroids work better for the scalp15 
 compared to potent topical steroids vitamin D analogues have more 

local adverse events (stinging, itching, burning)15

in practice, the maximum response to vitamin D analogues may still not 
be achieved after 12 weeks of treatment. 

Combination therapy
combination therapy consists of a vitamin D analogue (calcipotriol) and 
the potent steroid (betamethasone). This option is available in a variety of 
formulations including ointment, gel (also with an applicator device) and most 
recently as a foam spray, and is applied once daily.

The most recent systematic review on the effi cacy of Dovobet® included 
10 randomised controlled trials involving 6590 participants with psoriasis18 and 
concluded that:

 The combination product was more effective than either agent used 
alone for 4 to 8 weeks.
This result is consistent with those from the cochrane review as shown in 

Figure 1. Though very potent topical steroids are the most effective treatment 
these agents are not recommended by NicE for management of psoriasis in 
primary care.
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Steroid 
potency

Examples

Mild Hydrocortisone acetate at a 
concentration of 0.5, 0.1, 1 and 2.5%
SynalarTM (fl uocinolone) 1 in 10 dilution

Moderate clobetasone (EumovateTM), 
betamethasone (Betnovate-RD®)
alclometasone (Modrasone®)

Potent Betamethasone, mometasone, 
fl uticasone
Hydrocortisone butyrate 0.1%

Very 
potent

clobetasol, difl ucortolone valerate 
(Nerisone®)

Effect of topical therapies on psoriasis based on a 6-point improvement scale 
(data derived from Cochrane review15)

Topical therapy guidelines 
Guidance on the use of topical therapies has been developed by NicE14, 
SiGN (Scottish intercollegiate Guideline Network)19 and PcDS (Primary 
care Dermatology society)20. 

Patient choice
NicE advocates that consideration should be given to “patient 
preference, cosmetic acceptability, practical aspects of application”14.  

Key messages
 Patients with mild to moderate psoriasis can be managed in primary care
 Emollients have an important adjunctive role in treating psoriasis
 a combination of a potent topical steroid and a vitamin D analogue is the 

most effective therapy for use in primary care
 Most treatments should be used for at least 4 weeks before assessing the 

response
 Treatment choices should be tailored to address the needs of the patient 

Combination therapy
Tazarotene

Dithranol
Very potent steroids

Potent steroids
Vitamin D analogues

0 0.2 0.4 0.6 0.8 1 1.2 1.4 1.6 1.8 2

6-point improvement scale

compiled by Rod Tucker, Community Pharmacist/Researcher with a
 special interest in dermatology
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Psychosocial issues and 
how to help patients: 
incorporating psychosocial 
care and supportive strategies 

Reena Shah 

A high number of patients with psoriasis report psychological distress, which impacts on many aspects 
of their life. It is crucial for healthcare professionals to recognise the effect skin disorders can have on 
individuals and families in order to provide true holistic care. Psychological factors could be worsening 
the skin condition as well as severely affecting the patient’s quality of life. Treating the skin condition 
in conjunction with these factors can enhance the therapeutic relationship with the patient and thus 
increase their adherence to treatment. This article looks at ways nurses can help patients manage their 
stress and find strategies to reduce flare-ups. It includes two case studies illustrating different types of 
therapy employed by clinical psychologists that have helped patients with psoriasis.

citation: Shah R. Psychosocial issues and how to help patients: incorporating psychosocial care and supportive strategies. Dermatological Nursing 2016, 15(3suppl): s18-s22

Dr Reena Shah is a chartered Senior 
clinical Psychologist with a special interest in 
dermatology, central and North West London 
NHS Foundation Trust

The psychosocial effects of psoriasis for 
the patient 
Living with the condition can be challenging, 
however some patients do cope well. The 
prevalence of patients seen with skin disease 
in primary care services is approximately 
36.5% (patients who had at least one skin 
problem) and for 59% of these people, the 
skin condition was the main complaint to their 
General Practitioner1. approximately 30% of 

those living with psoriasis report high levels of 
psychological distress2. Research highlights that 
the psychological impact of living with psoriasis, 
including social anxiety (fear of rejection from 
others), depression, poor self-esteem, shame 
and embarrassment, body-image issues, poor 
relationships, sexual dysfunction and suicidal 
ideation, affects quality of life3. it can negatively 
impact psychological, vocational, social, and 
physical functioning4. There is also an increased 
physical burden of living with a skin condition. 
Often psoriasis is associated with physical 
comorbidities such as psoriatic arthritis, 
cardiovascular disease, infl ammatory bowel 
disease, obesity and metabolic syndrome5. 
However, the psychosocial burden is just as 
signifi cant. 

it is important to recognise that disease 
severity does not correlate with the patient’s 
psychological distress/subjective impairment6. 
For example, a patient who only has one patch 
of psoriasis would be considered to have mild 
disease severity based on the body-surface 
area index. However, this patient may report 
signifi cant psychological diffi culties, functional 
impairment and possible relationship problems. 

Due to stigma the plaques can provoke 
feelings of disgust and aversion from others7. 
Within our community this can cause high 
levels of rejection, fear, guilt and shame8. For 
some people with psoriasis quality of life has 
been shown to be compromised due to their 
skin disorder, and appearance-related and body 
image concerns can sometimes dominate 
the experiences of people with psoriasis9. 
Schmitt and Ford10 found that 32% of adults 
with psoriasis (n=265) screened positive for 
depression, with a graded relationship between 
depressive symptoms and impairment of 
health-related quality of life. However, only 
16.5% of those with depression scores in the 
clinical range were receiving treatment for 
the condition. Research has also shown that 
people with psoriasis had a more passive 
attitude towards life and displayed more severe 
psychopathology and loss of meaning in life 
compared to patients with atopic eczema and 
controls11. it was postulated that this may be 
because of psychological factors, such as there 
being more stigma related to psoriasis, and/or 
psycho-neuro-immunological factors such as 
the psoriatic infl ammatory process, which may 
have a direct central nervous system effect11.
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The diathesis–stress model — where the 
combination of the predisposition and stress 
(any environmental life event disrupting the 
person’s equilibrium) exceeds the person’s 
threshold — suggests that some people 
are more susceptible to skin disorders; and 
that skin disorders can be exacerbated 
by stress12. Stress has also been shown to 
infl uence the itch sensation, which impacts 
those with psoriasis13. a link between stress 
and the exacerbation of skin disorders has 
been confi rmed by research14. For example, 
people with psoriasis have reported having 
fl are-ups when stressed15. it is often diffi cult 
to ascertain which element comes fi rst, the 
physical or the psychological. One theory is 
that a vicious circle occurs with the spread 
of the condition being an increasing cause 
for both worry and possibly rejection, 
consequently exacerbating psychological 
problems such as anxiety or depression12.

There is limited research on the impact 
of psoriasis on intimacy and sexual function, 
although within clinical practice it has been 
noticed that there is considerable impact 
on people’s intimate relationships. Skin and 
sexuality are intrinsically linked, so people 
with psoriasis often avoid intimate situations. 
The impact of psoriasis on sexual wellbeing 
and the capacity for intimacy are related to 
poor self-esteem and sexual self-image15. 
One-third of women with moderate to 
severe psoriasis reported a number of 
aspects associated with their psoriasis 
— such as pain and itchiness — which 
interfered with sexual activity16. This has also 
been recognised within clinical practice for 
those who have mild to moderate psoriasis. 

Patients have also reported that their 
work is affected because of their skin condition, 
in terms of discrimination, diffi culty fi nding 
employment or working outside the home, 
and fi nancial diffi culties and/or lost income10,17. 
Other occupational problems related to 
psoriasis are increased patient absenteeism 
and reduced productivity18,19. in patients with 
psoriasis, health-related work productivity loss is 
predicted not by severity of disease but by self-
reported health-related quality of life10.  

as people who have physical health 
issues are more likely to develop mental 
health problems, it is crucial to recognise 
the impact that skin disorders can have on 
individuals and families in order to provide 
true holistic care. The psychological factors 

could be perpetuating or precipitating the 
skin condition and could also be severely 
affecting the patient’s quality of life. Treating 
the skin condition in conjunction with the 
psychological factors can enhance your 
therapeutic relationship with the patient, 
which can, in turn, increase their adherence 
to treatment12. 

Psychological strategies nurses and other 
clinicians can use to support a patient
Deep breathing: Given the effect of stress 
on the skin, relaxation can be very helpful 
and reduces the heart rate. Deep-breathing 
techniques increase relaxation. Breathe in 
through the nose (for counts of 3) and out 
through the mouth (for counts of 5). if you 
practice this yourself then it is easier to 
explain it to your patient. Getting them to do 
it within a session is the most helpful way as, 
once they experience the technique, they are 
more likely to practice when alone.

Complete a diary: if the patient feels 
overwhelmed with their life, fi nd out what 
they are doing in their week. ask them 
to complete a diary for one week. Then 
see if there is a balance of work, rest and 
play (including ‘me time’). There are useful 
resources available such as a leafl et on 
‘Staying active and improving your mood 
with a skin condition’ on the Skin Support 
website: www.skinsupport.org.uk.

Plan ‘me time’: Often people have a very 
busy week and fi nd it diffi cult to plan in ‘me 
time’ and activities that they enjoy. Encourage 
them to consider small changes they could 
make, such as going for a walk once a week, 
building this up to doing exercise twice a 
week, and also planning dinner with a friend. 
it is wise to encourage them not to change 
their week too much, too quickly.

Helpful activities and strategies: When 
your patient feels well, help them compile 
a list of what activities and strategies were 
helpful in managing their skin condition. ask 
them to note how they maintained both 
doing the activities and the skin condition. 
identify what has helped during previous 
skin fl are-ups/stressful times. Then, when 
they are having a fl are-up/stressful time, they 
can fi nd the notes to remind them how to 
reduce it.

Distractions from scratching: if the patient 
scratches a great deal this can impact on 

their daily activities and their sleep and 
can also exacerbate the skin condition. 
Encouraging distraction techniques can be 
helpful (such as doing the gardening, knitting, 
or going out for a walk). if you have time, 
learn habit reversal therapy, which can be 
facilitated by nurses, or refer the patient on 
for this therapy. Find more information on 
this at www.atopicskindisease.com. it was 
originally developed for those with eczema 
but has also been used successfully for those 
with psoriasis. 

Positive diary: it is important to encourage 
your patient to not dwell on negative events. 
We are all very quick to label the diffi cult things 
in our lives, however labelling the positive can 
have a positive effect on us. Hence, ask your 
patient to make a positive diary: writing down 
one thing a day that they felt positive about (eg, 
going to the gym, calling a friend, going out for 
a walk). Then, when people feel overwhelmed 
and negative, as though ‘everything is bad’, they 
can read this diary to remind them of what 
they felt positive about.  

Further information on psychosocial 
interventions for nurses can be found in Lavda 
and Thompson20. 

The clinical psychologist’s role
a clinical psychologist can help in many 
ways, such as conducting a psychological 
assessment, facilitating therapy (individual, 
couple or group therapy) and offering 
consultation with staff members to help 
them with their work with the patient. When 
conducting therapy, clinical psychologists 
provide a safe, non-judgemental space to 
discuss and work on the psychological needs 
of the patient. They can use standardised 
measures or subjective ratings for distress 
monitoring and capturing progress. They are 
trained in many therapeutic approaches and 
are therefore able to tailor the treatment 
according to the patient’s needs and goals. 
For example, clinical psychologists can offer 
acceptance and commitment therapy to help 
with adjustment to living with the condition, 
cognitive behavioural therapy to help with 
anxiety and/or depression, solution-focused 
therapy to help with medication adherence 
or stress management, habit reversal therapy 
to stop scratching, systemic family therapy 
for relationship problems, and mindfulness 
for depression. They also take techniques 
from different approaches to provide an 
integrative therapy if required.
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Case study 1: Systemic family therapy 
(Figure 1) a 46-year old woman had had psoriasis 
from the age of six. The psoriasis was all over her 
arms, torso and legs. individual assessment was 
conducted and together with the patient it was 
decided that helping with her underlying feelings 
of shame and low self-esteem would be the most 
effective at this time. These feelings were linked to the 
patient’s past experiences and she wanted to work 
specifi cally on these (hence cognitive behavioural 
therapy was not indicated). She had tried many 
different medications, including biologics, but with 
little success. Using the principles of systemic family 
therapy, ten 50-minute sessions were conducted. 
Most sessions were conducted with the patient alone, 
although her husband and other family members 
joined in a few sessions. issues around her past, 
relationships, and personal beliefs and assumptions 
(about herself, past experiences and importantly 
about the psoriasis) were explored. at the end of the 
therapy she was able to view her relationships in a 
positive way. interestingly, her psoriasis cleared, which 
reinforced the hypothesis that it may have been 
caused by stress and the underlying psychological 
diffi culties. at a one-year follow-up she continued to 
have clear skin and only developed a few patches 
when she felt stressed. However, she knew what 
techniques to use to help reduce her stress, so 
the fl are-up would subside. Figure 1 shows the 
psychological formulation of this case study.
Note: A full version of this case study has been published 
in Shah and Bewley21.

Case study 2: Cognitive behavioural therapy 
(CBT) (Figure 2)
a 32-year-old male had had psoriasis for 12 
years. He was referred to psychology to help 
reduce his high levels of anxiety. at the assessment 
he reported that he had many negative social 
experiences through school and university. He 
currently had a good social network but there 
was a high level of avoidance in relation to social 
interactions and taking part in his hobbies. He had 
tried a few medications and, although they were 
somewhat helpful, it was felt that attending to his 
psychological needs may help him further. cBT 
can be helpful for those with ‘here and now’ issues 
such as social anxiety. Six sessions were conducted 
with this patient. at the end of therapy he was 
able to meet his friends, go to the gym and his 
confi dence had also increased. He felt less anxious 
and as a result felt a lot better about his skin too. 
after six months he reported that his anxiety 
had disappeared, he had less frequent fl are-ups 
and when they did occur he was much better at 
managing them. Figure 2 illustrates his case study.

Early experiences
 Poor relationship with mother      Sexually abused (6-12 years old)      Emotional needs not met

Key experiences
 Seen by parents as ‘diffi cult’ child
 Bullied at school
 Parents denied abuse
 Divorced after abuse disclosed

Psychological impact
 Low mood
 Hopelessness
 Low confi dence
 Undervalued
 Shame & guilt

Relationships
 Poor relationship with 2 sisters
 Distant from parents
 Worried about her 2 adult children
 Stable supportive 2nd husband

Body image issues
 Low self-esteem
 isolated herself
 covered up
 avoided situations

Psoriasis
 Since 6 years old
 ‘Badge of shame’
 Medications & creams not helpful
 Flare when stressed, ruminating and/or after seeing

parents/family
 Last cleared when divorced

Attachment diffi culties
 Lack of trust in others
 Desire for control
 confusion, anger, agitation
 avoided situations

Past experience
Bullied at school

isolated at university
Poor relationships

Assumptions of self
if i show my skin people will ignore me

if someone mentions my psoriasis it means my skin is bad and i can’t look after myself
i must always cover up

Core beliefs
i’m ugly

i’m unlovable

 Activation of unhelpful beliefs
 People will think i’m odd      People will ignore me as i look different

 Self-focused attention 
(self-consciousness)
 close monitoring + observe self 

+ psoriasis
 i feel anxious so i look anxious
 i look ugly as my skin has fl ared
 Watching to see if others notice

Viewing situation as threatening

 Safety behaviours
 avoidance of communication
 avoidance of eye contact
 concealment

 Anxiety symptoms
 Physical reactions of 

nervousness — hot, 
sweaty, heart racing

Trigger
situation

Going to a party

Flare-up Stress

 Figure 1

 Figure 2
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Conclusion
People with psoriasis exhibit high levels of 
psychological distress. various authors have 
identifi ed factors that can infl uence the 
adjustment to living with the condition, such as 
biopsychosocial factors22 as well as factors that 
can precipitate and exacerbate the condition 
such as stress, depression, social anxiety and poor 
relationships. People with the condition may also 
have other physical health conditions that can 
negatively impact on their mood. There are many 
ways in which clinicians can help patients feel 
better about their skin, in terms of management 
of the condition, adherence to treatment plans 
and helping patients to develop positive coping 
strategies. clinical psychologists play a crucial 
role in helping people living with skin conditions, 
whether it be through individual or group work 
or working with other healthcare professionals. 
However there are many treatment challenges 
to implementing psychological interventions in 
dermatology23 and it is important to develop and 
maintain effi cient services that can be sustained 
by the NHS to ensure we provide holistic care 
to our patients24.
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“Mum, my skin hurts”, i called out. i 
remember that moment so well. it was 
the summer of ’76, i was 12. For some 
months i’d just had a patch of what i 
thought was dry skin on my eyebrow. 
i was sunbathing the previous day. That 
morning i woke covered in psoriasis apart 
from where my swimming costume had 
been. Within 8 hours i was in hospital and 
there i stayed for 3 months being daubed 
in the most awful creams and pastes. 
— at times the treatment being worse 
than having psoriasis. When i woke in the 
morning and moved i could hear my skin 
crack, blood on the sheets from where i’d 
scratched myself to ribbons in my sleep. 

Over the years and as i emerged 
from puberty my skin was less volatile 

Caroline Roberts

The patient 
perspective: 
tips and advice 
for nurses and 
healthcare 
professionals

caroline Roberts is a company director living in aylesbury 
who has had plaque psoriasis ranging from mild through 
to severe for 40 years

and i slipped into an acceptance of my 
psoriasis; covering up and using treatment 
half-heartedly from time to time, having 
my wrists slapped when i scratched and 
didn’t realise i was doing it. if you’d asked 
if my psoriasis normally itched i would 
probably have said no. However, it does 
itch, it’s just that i’ve ‘forgotten’ how to 
feel it and i scratch automatically. 

How did I get to that point?
although i hate to admit it, looking back 
it was largely acceptance of the condition 
and lack of motivation to treat properly.
a number of factors contributed to this:

 i believed that the treatment was 
worse than the condition itself and it 
took way too long to work
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 i had resigned myself to the fact that 
i was going to have areas of unsightly 
skin for the rest of my life

 i really couldn’t be bothered to treat 
my skin properly

 if someone didn’t like the look of 
my skin it was their problem, i just 
covered up

 i didn’t bother going to see my 
GP anymore. i was just cycled 
through the next cream in the BNF. 
i accepted the prescription and used 
it at least once (many no more than 
that). 

40 years on and i’m now living 
without psoriasis...

i met a new man and found a 
new motivation to treat my psoriasis. 
after a trip to the GP with a very 
clear expectation of what i wanted to 
achieve and when, i came away with 
something i’d not had before (even 
though it had been available for a 
number of years!) Every morning my 
new man asked me if i’d put my cream 
on. That spurred me on. He would put 

What do I want to see from my practice 
nurse?

One simple message here –
Motivate Me
 Make sure i know about new 

treatments — contact me, please, 
or when i have an appointment to 
see you please tell me about them. i 
won’t know otherwise

 Take time to understand my 
symptoms and what i’m trying to 
achieve 

 Motivate me to want to live without 
psoriasis, not be accepting of it

 Give me directed choice
 Recommend a topical treatment 

that matches my symptoms, goals 
and lifestyle. cosmetically acceptable, 
appropriate for particular parts of 
the body and works quickly please!

 Manage my expectations — there’s 
no quick fi x

 Make sure i put my topical 
treatments on — enough and 
often enough. Give me a very clear 
message that if i want it to go, i need 
to put my cream on 

 Show me how much topical 
treatment to put on, how to apply 
it and when. Hair, face, tender areas 
and the rest of my body may need 
different products with different 
application techniques. Don’t make it 
too complicated for me

 Please also bear in mind that i’m not 
a contortionist so i need something 
that’s really easy to apply to my back 
and it doesn’t matter if i miss and get 
some on my normal skin

 if i’ve a ‘signifi cant other’/family 
member, talk to them too. They also 
need to be motivated to help me 

 Don’t ask me to steer clear of 
triggers such as stress — it will have 
limited effect and is too diffi cult 
to sustain. Talk to me about what 
those triggers might be and i’ll try to 
reduce them  

 Give me milestones to aspire to 
in line with my goals. in a month’s 
time i’ll be wearing black confi dently 
and skirts with a hemline above my 
knees

 Set dates to review me regularly to 
keep me on track

and lastly… you caN help me to 
live without psoriasis!

the cream on the more diffi cult-to-
reach areas — my back and the backs 
of my legs. as the plaques fl attened and 
i could no longer feel them he would 
treat the areas i couldn’t see until we 
were completely sure they’d gone. i 
quickly came to realise that i had to 
treat for a bit longer than the plaque 
just at the fl attening stage, otherwise it 
came straight back. 

i’m now just maintaining plaque-free 
skin. From time to time a plaque starts 
to reappear or a new one develops. Yes, 
i still have to put cream on occasionally 
when a plaque starts grumbling, and i 
can tell immediately when a new plaque 
is developing — the area itches like 
mad. Scratching makes it worse — the 
plaque gets bigger and bigger. i treat it 
assertively with cream from my stock 
cupboard and it goes swiftly. 

i try and stay out of direct sun where 
possible — the sun makes my psoriasis 
worse. My dad has psoriasis too but the 
sun makes his better. it’s a funny thing; 
psoriasis has few rules.

...remember I’m not a 
contortionist!

...manage my expectations

Please... 
motivate me
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DERMATOLOGICAL NURSING PSORIASIS

CONVENIENCE
Dovobet® Gel Applicator is a 
simple, once daily1 solution 
for patients wanting to 
reduce the stress and mess 
of treatment, using no 
touch, targeted application

CONFIDENCE 
Dovobet® Gel is a � xed dose 
combination1 with proven 
e�  cacy2,3, patient preference 
over previous topical 
treatments4,5 and long 
established safety pro� le6

CONTROL
The shaped nozzle of the 

Dovobet® Gel Applicator 
facilitates precise 

application, delivering 
0.05g with every squeeze1

Help your patients to take control of their scalp psoriasis 
with Dovobet® Gel Applicator 60g
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LEO Pharma, Horizon, Honey Lane, Hurley, Berkshire SL6 6RJ, UK. 
www.leo-pharma.co.uk
® Registered trademark

Abbreviated Prescribing Information for Dovobet® 50 microgram/g + 0.5 mg/g gel  
Please refer to the full Summary of Product Characteristics (SmPC) (www.medicines.org.uk/emc) before prescribing.
Indications: Topical treatment of scalp psoriasis in adults. Topical treatment of mild to moderate ‘non-scalp’ plaque 
psoriasis vulgaris in adults. 
Active ingredients: 50 µg/g calcipotriol (as monohydrate) and 0.5 mg/g betamethasone (as dipropionate). 
Dosage and administration: Apply to a� ected areas once daily. Recommended treatment period is 4 weeks for scalp 
and 8 weeks for ‘non-scalp’ areas. If it is necessary to continue or restart treatment after this period, treatment should 
be continued after medical review and under regular medical supervision. When using calcipotriol containing medicinal 
products the maximum dose should not exceed 15 g/day. Treated area should not exceed 30% of body surface. Safety 
and e�  cacy in children under 18 years have not been established. Safety and e�  cacy in patients with severe renal 
insu�  ciency or severe hepatic disorders have not been evaluated. Do not apply directly to the face or eyes. It is not 
recommended to take a shower or bath, or to wash the hair in case of scalp application, immediately after application 
as the gel should remain on the skin during the night or day. If used on the scalp usually between 1 g and 4 g/day is 
su�  cient. Applicator: Prior to � rst use, the cartridge and the applicator head must be assembled. After priming, each full 
actuation delivers 0.05 g of Dovobet gel. Wash hands after use if gel gets on the � ngers. Read detailed instructions for 
use in package lea� et. Bottle: Shake before use. Wash hands after use.
Contraindications: Hypersensitivity to any constituents. Erythrodermic, exfoliative or pustular psoriasis. Patients with 
known calcium metabolism disorders. Viral skin lesions, fungal or bacterial skin infections, parasitic infections, skin 
manifestations in relation to tuberculosis, perioral dermatitis, atrophic skin, striae atrophicae, fragility of skin veins, 
ichthyosis, acne vulgaris, acne rosacea, rosacea, ulcers and wounds. 
Precautions and warnings: Avoid concurrent treatment with other steroids. Adrenocortical suppression or impact on 
the metabolic control of diabetes mellitus may occur.  Avoid application on large areas of damaged skin, under occlusive 
dressings or on mucous membranes or skin folds. Do not use on the skin of the face or genitals. Avoid inadvertent 
transfer to face, mouth and eyes. Wash hands after applying. There may be a risk of generalised pustular psoriasis.  
With long-term use there is an increased risk of local and systemic corticosteroid adverse reactions in which case 
treatment should be discontinued. There may be a risk of rebound when discontinuing treatment. No experience of 
use in guttate psoriasis. There is limited experience of concurrent use with other anti-psoriatic products administered 
topically (to the same treatment area) or systemically or with phototherapy. Physicians are recommended to advise 
patients to limit or avoid excessive exposure to natural or arti� cial sunlight. Use with UV radiation only if the physician 
and patient consider that the potential bene� ts outweigh the potential risks. Contains butylhydroxytoluene which may 

cause local skin reactions or irritation to the eyes and mucous membranes. 
Fertility, pregnancy and lactation: Only use in pregnancy when potential bene� t justi� es potential risk.  Caution when 
prescribed for women who breast-feed. Instruct patient not to use on breast when breast-feeding. 
Side e� ects: Pruritus. Additional undesirable e� ects observed for calcipotriol and betamethasone: Calcipotriol: 
application site reactions, skin irritation, burning and stinging sensation, dry skin, erythema, rash, dermatitis, eczema, 
psoriasis aggravated, photosensitivity and hypersensitivity reactions including very rare cases of angioedema and 
facial oedema. Hypercalcaemia or hypercalciuria may appear very rarely. Betamethasone: local reactions, especially 
during prolonged application, including skin atrophy, telangiectasia, striae, folliculitis, hypertrichosis, perioral dermatitis, 
allergic contact dermatitis, depigmentation, colloid milia, generalised pustular psoriasis, infections. Systemic reactions 
are rare; adrenocortical suppression, cataract, infections, impact on the metabolic control of diabetes mellitus and 
increase of intra-ocular pressure can occur. Systemic reactions occur more frequently when applied under occlusion 
(skin folds, plastic), to large areas and during long term treatment.
See SmPC for a full list of side e� ects.
Legal category: POM. 
Marketing authorisation number and holder: PL 05293/0005. LEO Pharma A/S, Ballerup, Denmark. 
Basic NHS price: Bottle: £37.21/60 g, £69.11/2 x 60 g. Applicator: £37.21/60 g. 
Last revised: July 2015. 

Reporting of Suspected Adverse Reactions
Adverse events should be reported. Reporting forms and information can be found at: www.mhra.gov.uk/yellowcard. 

Adverse events should also be reported to Drug Safety at LEO Pharma by calling +44 (0)1844 347333 or 
e-mail medical-info.uk@leo-pharma.com

References: 1. Dovobet® Gel Summary of Product Characteristics. Available at: http://www.medicines.org.uk/emc/
medicine/23717. Accessed: August 2015.  2. Fleming C et al. Eur J Dermatol 2010; 20: 465-471.  3. Luger TA, et al. 
Dermatology 2008;217(4):321-8.  4. Hol K. Patient preference for topical psoriasis formulations. 19th Congress of the 
European Academy of Dermatology and Venerology (EADV), 6-10 October 2010, Gottenburg, Sweden. P572.  5. Reich 
K, et al. E�  cacy of a � xed combination of with calcipotriol/betamethasone dipropionate topical gel in adult patients 
with mild to moderate psoriasis: blinded interim analysis of a phase IV, multicentre, randomized, controlled, prospective 
study. JEADV 2014. DOI: 10.1111/jdv.12774. 6. Kragballe K et al. Br J Dermatol 2006; 154(6): 1155-60.
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