PSORIASIS
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Definition:

· Psoriasis is an inflammatory rash with increased epidermal proliferation resulting in an accumulation of stratum corneum 
· It is a chronic inflammatory skin disorder clinically characterized by erythematous, sharply demarcated papules and rounded plaques, covered by silvery micaceous scale

· Psoriasis is a common benign, chronic inflammatory skin disease that probably has a genetic basis. 

Classification:

1. Discoid or plaque psoriasis:

· Most common
· The most common areas for plaque psoriasis to occur are the elbows, knees, gluteal cleft, and the scalp. 
· Involvement tends to be symmetric.
· Nails may be pitted and/or thickened 
· Plaque-type or extensive erythrodermic psoriasis with abrupt onset may accompany HIV infection.

2. Eruptive/Guttate psoriasis 
· Occurs most frequently in children
· Patients present with many small erythematous, scaling papules, frequently after upper respiratory tract infection with -hemolytic streptococci.
· Numerous small papules over wide area of skin, but greatest on the trunk

· Eruptive (guttate) psoriasis consisting of myriad lesions 3-10 mm in diameter occurs occasionally after streptococcal pharyngitis.

3. Pustular psoriasis 
· Small pustules over the body or confined to one area (i.e. palms and soles) or arranged in annular patterns (especially children)
4. Inverse, flexural psoriasis 
· Affects the flexural areas, lesions are moist and without scales (common in older people)
5. Erythroderma (exfoliative psoriasis or red man syndrome) 
· Patients skin turns red, may result from a flare of pre-existing dermatosis
6. Ostraceous  
· Grossly hyperkeratotic

Etiology:

· The etiology is unknown. 
· Possible genetic error in mitotic control. 

· Activation of lymphocytes (antigen? autoimmune?). 
· Epidermal cell cycle 10 times shorter than normal, leading to epidermal hyperproliferation

· Injury or irritation of normal skin tends to induce lesions of psoriasis at the site (Koebner's phenomenon).
· Additionally, other external factors may exacerbate psoriasis including infections, stress, and medications (lithium, beta blockers, and antimalarials).

Risk factors:

· Local trauma; local irritation

· Infection (streptococcal pharyngitis can stimulate acute guttate psoriasis, HIV)

· Endocrine changes

· Stress (physical and emotional)

· Sudden withdrawal of systemic and/or potent topical steroids

· Alcohol use

· Obesity

Essentials of Diagnosis
· Silvery scales on bright red, well-demarcated plaques, usually on the knees, elbows, and scalp. 

· Nail findings including pitting and onycholysis (separation of the nail plate from the bed). 

· Mild itching (usually) 

· May be associated with psoriatic arthritis 

Signs and symptoms 
· Pruritus
· Silvery scales on red plaques

· Knee-elbow-scalp distribution

· The glans penis and vulva may be affected. 

· Occasionally, only the flexures (axillae, inguinal areas) are involved. 

· Stippled nails and pitting
· Positive Auspitz sign (underlying pinpoints of bleeding following scraping)

· Koebner's phenomenon (psoriatic response in previously unaffected area 1-2 weeks after skin injury)

· Psoriatics often have a pink or red intergluteal fold.
· Arthritis
Investigations:

· Leukocytosis and increased sedimentation rate, especially in pustular psoriasis
· Uric acid increases in 10-20%

· In severe cases, anemia, B12, folate and iron deficiency can be present
· Biopsy (Parakeratosis Hyperkeratosis Epidermal hyperplasia)
Therapy 

· The goal of therapy is to decrease the epidermal proliferation and the underlying dermal inflammation. 
· Three types of topical agents are used: steroids, tar and anthralin preparations, and ultraviolet (UV) light
· A topical vitamin D analogue (calcipitriol) is also efficacious in the treatment of psoriasis.

A.  Topical steroids
· Topical steroids are the easiest to use. 
· Steroids are both antimitotic and anti-inflammatory. 
· Over-the-counter hydrocortisone preparations are ineffective, and the stronger, “fluorinated” preparations are required 
· Topical, low potency corticosteroids on delicate skin (e.g. face, genitals or flexures). 
· Examples: Alclometasone dipropionate, triamcinolone acetonide 0.025%, hydrocortisone 2.5%
· Topical, medium potency corticosteroids (fluticasone propionate, triamcinolone acetonide 0.1%, hydrocortisone valerate, mometasone furoate usually for lesions on the torso) tid-qid (overnight occlusion with plastic wrap will hasten resolution).
· Topical, strong potency corticosteroids - betamethasone dipropionate, halcinonide, fluocinonide, desoximetasone

· Topical, super potency corticosteroids - augmented betamethasone dipropionate, diflorasone diacetate, clobetasol propionate, halobetasol propionate. 
· Limit use to 2 weeks if possible, avoid occlusive dressings. 
· Taper to prevent rebound. Usually reserved for recalcitrant plaques or lesions on palms or soles of feet.
B.  Topical tars and anthralin
· Topical tars and anthralin are hydrocarbons with antimitotic activity; tars can also be anti-inflammatory. 
· Coal tar (Estar, PsoriGel) may be beneficial when alternated with topical steroids. 
· Apply and air dry for 15 minutes before going to bed or apply in AM for 15 minutes, then shower
· Anthralin ointment 1% or higher applied for 5-30 minutes, then washed off, useful adjunctive treatment.
· Use prior to ultraviolet light (UVA, UVB). 
· Indicated for quiescent or chronic psoriasis, contraindicated in acute or actively inflamed psoriatic eruptions. 
· Start with 0.1%, gradually increase to 3.5%
C. UV light
· Short-wave UV light (UVB) therapy can be used alone or in combination with tar therapy. 
· Solar radiation: the least expensive source is the sun. 
· Mild disease: ultraviolet radiation (UVA/UVB)
· Ultraviolet light is an effective therapy for patients with widespread psoriasis. 

· The ultraviolet B (UV-B) spectrum is effective alone, or may be combined with coal tar (Goeckerman regimen) or anthralin (Ingram regimen). 

· Natural sunlight or an artificial light source can be used. 

· The combination of the ultraviolet A (UV-A) spectrum with either oral or topical psoralens (PUVA) is also extremely effective for the treatment of psoriasis, but long-term use may be associated with an increased incidence of squamous cell cancer and melanoma of the skin.

Severe disease

· Methotrexate, a folate antagonist, inhibits cellular proliferation at S phase and is highly effective in many patients with psoriasis. 
· It is administered on a weekly schedule 10-20mg. 
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