PSORIASIS 101
Psoriasis Basics
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Risk Factors & Associated Disorders

Psoriasis is a chronic immune-mediated disease
caused by inflammatory cytokines that results in thick,
irritated skin, excess scaling, and joint manifestations
Affects approximately 2% of U.S. population
Bimodal age of onset: 20-30s and 50-60s
Symptoms tend to wax and wane during a patient’s
lifetime
About 30% of patients with psoriasis have first-degree
relative with the disease
Diagnosis is made clinically, with option to biopsy

•
•
•
•

Risk factors: cardiovascular disease, alcohol
consumption, smoking
There is a positive correlation between increased BMI
and both prevalence and severity of psoriasis
Psoriasis patients are more likely to have additional
autoimmune disorders, such as Type I Diabetes mellitus
Stigma and physical limitations caused by psoriasis lead
to a higher incidence of depression and anxiety in this
patient population

Treatment Options
Topical
Corticosteroids

Calcipotriene

-Decrease pro-inflammatory
cytokines like TNF-α and
increase IL-10
-First line treatment
-Side Effects (SE): skin atrophy,
hypopigmentation, striae

Tazarotene

-Vitamin D analog
-Decreases keratinocyte
production, blocks IL-2, IL-6,
IFN-gamma

Calcineurin Inhibitors

-Topical retinoid usually used for
plaques
-Slows skin cell overgrowth and
decreases inflammation
-SE: photosensitivity

-Block T-cell activation and
proliferation
-Used for facial and
intertriginous psoriasis
-SE: burning, itching,
erythema

Oral
Methotrexate
-Chemotherapy agent,
inhibits purine synthesis
-SE: GI issues, bone
marrow suppression,
infections
-Contraindications (CI):
pregnancy, active
infection, hepatic or renal
disease
-Requires regular
bloodwork

Acitretin (Soriatane)

Cyclosporin

-Vitamin A retinoid
-Useful for pustular,
palmoplantar, and
erythrodermic psoriasis
-SE: dry eyes + lips, decreased
night vision, elevated LFTs,
-CI: pregnancy, hepatic or
renal disease
-Requires regular bloodwork

-Inhibits calcineurin and
reduces IL-2 production
-SE: nephrotoxicity, GI issues,
HTN, gingival hyperplasia,
hyperuricemia
-CI: renal disease, serious
infection, HTN
-Requires regular bloodwork

Apremilast (Otezla)
-PDE4 inhibitor,
blocks TNF- α, IL-17,
and IL-23
-SE: nausea,
headaches, mood
changes

JAK Inhibitors
-Upadacitinib
(Rinvoq)
-Tofacitinib
(Xeljanz)
-SE: nausea,
infection, elevated
LFTs
-Requires regular
bloodwork

Biologics
-All biologics require bloodwork with tuberculosis and hepatitis screening before starting treatment
-Additional screening for HIV, CHF, demyelinating disease (MS, GBS) may be warranted
-Patients require close monitoring for infection due to immunosuppressive qualities of treatment
-May cause moderate to severe side effects such as CHF and lymphomas
-Patients may have option to self-administer treatment at home or in office with physician
TNF Inhibitors
IL-23 Inhibitors
IL-17 Inhibitors
-Etanercept (Enbrel)
-Adalimumab (Humira)
-Infliximab (Remicade)
-Certolizumab (Cimzia)

-Ustekinumab (Stelara)
-Guselkumab (Tremfya)
-Tildrakizumab (Ilumya)
-Risankizumab (Skyrizi)

-Secukinumab (Cosentyx)
-Ixekizumab (Taltz)
-Brodalumab (Siliq)

Phototherapy
nb-UVB

bb-UVB

PUVA

Excimer

-Narrow band UVB light
(311-313 nm)
-Can be done in office or
with at home units 23x/week
-Patients with thick plaques
will often not respond well

-Broad band UVB light
-Releases larger range of UV light,
may require more treatments than
nb-UVB

-Psoralen (light-sensitizing agent)
plus UVA light
-3 routes of administration: topical
cream, oral ingestion, bathwater
soak

-Emits a high intensity beam
of UVB
-Useful for patients in need of
targeted spot treatment
-Particularly effective for scalp
treatment
-Performed 2-3x/week
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Plaque Psoriasis
Most common form of
psoriasis affecting 80-90%
of patients
80% of plaque psoriasis
patients will have mild to
moderate disease
(covering less than 5%
BSA)
Described as well-demarcated erythematous
patches/papules/plaques, with overlying silvery
scale
Small plaques will often join together to form larger
plaques over time
Chronic form will typically present as symmetric and
bilateral
Common Locations: Elbows, knees, scalp, back, legs
Guttate Psoriasis
Usually starts in
childhood or young
adulthood
Often preceded by
bacterial infections,
especially streptococcal
pharyngitis
Described as dew drop
lesions, salmon-pink papules with a fine scale; sores
usually measure 1-10mm and are covered by a
thinner scale than typical plaque lesions
Common Locations: torso, legs, arms
Symptoms/Course: many times is a temporary
condition, with clearing occurring in weeks to
months without treatment; some individuals may
live with guttate psoriasis for life or see the
condition clear and develop again later on
Pustular Psoriasis
Characterized by
widespread sterile
pustules on an
erythematous base
Described as whiteyellow painful
blisters/pustules; brown
dots or scales can appear as the pus-filled bumps
eventually dry out
Common triggers: corticosteroid withdrawal,
infection, pregnancy, topical irritants
4 Subtypes:
o Von Zumbush: acute onset of diffuse erythema
and pustules; additional systemic
manifestations include fever, malaise, nausea,
skin tenderness, arthralgias
o Exanthematic: acute onset of smaller pustules
triggered by infection or a drug; lacks systemic
symptoms and usually resolves after a few days
o Annular: erythematous and annular lesions with
pustules located on the advancing edge;
associated with mild systemic symptoms
o Localized: Pustules will appear in existing
psoriatic plaques; palmoplantar psoriasis is the
most common form
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Inverse Psoriasis
Also known as “intertriginous”
or “flexural” psoriasis
Described as erythematous patches, typically
symmetric lesions
Common Locations: skin
folds (axilla, groin,
inframammary)
Symptoms: patients will
often describe their skin
feeling raw, sore, or
painful; lesions may lack scale due to moistness of
common areas

Nail Psoriasis
• Nail involvement occurs in
approximately 50% of
psoriasis cases
• Common nail dystrophies:
nail pitting, loosening of nail
plate, nail bed discoloration
or hemorrhage
• Fingernails are more commonly affected than
toenails; most common region is the nail bed
• Symptoms:
o Nail pitting: depressions in the nail plate
o Discoloration and onycholysis appears as “oil
drop” or “salmon-colored” spots on the nail plate
o Subungual hyperkeratosis of the toenails
commonly appears as yellow-greasy toenails with
a white-silvery presentation observed
o Onychorrhexis: longitudinal ridging and splitting
of the nails
o Leukonychia: white lines or dots on the nails
o Splinter hemorrhages: tiny blood spots under the
nail
• Nail psoriasis is often persistent and not responsive to
treatment.
Psoriatic Arthritis
Psoriatic arthritis (PsA) is a chronic, inflammatory,
musculoskeletal disease associated w/ psoriasis; 30%
of psoriasis patients go on to develop PsA
• Common Locations: peripheral joints (knee, ankle
hand, foot), axial skeleton
• Symptoms:
o Pain, swelling, and stiffness at joints
o Spondylitis: vertebral inflammation
o Dactylitis: inflammation of the entire digit
o Enthesitis: inflammation of tendon, ligament, or
joint at point of insertion into the bone
o Other: fatigue, physical function limitations, sleep
disturbance, decreased work ability and social
participation.
• Early treatment may slow the progression and
prevent permanent joint damage.
• Treatment: NSAIDs, corticosteroids, diseasemodifying anti-rheumatic drugs (DMARDs), and
biologic therapies may be utilized in the
management of PsA.
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