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For those of us who develop a chronic medical condition the
diagnosis of that condition may be the end of a long road of
numerous examinations and tests. We are often left in a state 
of total bewilderment and have many questions that cannot 
be answered immediately or in the time we are allocated 
during the consultation.

Our thirst for knowledge can be voracious and the professional's 
delivery of that knowledge can be often restricted by time and 
availability.

This second edition of the Psoriatic Care Fact File, for psoriasis 
and psoriatic arthropathy, has been re-designed and updated 
following extensive research of patients' needs and has been 
written and reviewed by experts, specialists and lay people.

The original purpose of the file was to enable healthcare 
providers to give a patient - at the point of treatment delivery 
- an instant answer to some of their questions, in a format 
which they will be able to understand and that professionals 
consider appropriate.

Because of the popularity and demand from patients and 
professionals the file is now available on a CD-ROM and as 
bound hardcopy.

David and Julie Chandler 
PAA Co-Founders

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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What is Psoriasis?
Psoriasis is a long-term (chronic) scaling disease of the skin. Your body is protected by an
outer layer of dead skin cells. These cells are naturally rubbed off or fall away as new cells
are made to replace them. In psoriasis, the production of new cells occurs too quickly.
Skin cells divide and push to the surface in around 7 days rather than the more usual 28
days. As a result, live cells reach the surface before they have matured and build up to
form raised, red patches. These patches are often covered with dead cells to form fine,
silvery scales or thick white plaques. If the scales are removed, ‘pin-point’ bleeding
occurs. Redness is due to dilated blood vessels. Pustules may form when white blood cells
(polymorphs) move into the area. Psoriasis is a genetic disease and there may be a family
history of psoriasis.

How many types of psoriasis are there?

There are several different forms of psoriasis:

• ‘Plaque’ or discoid psoriasis is the most common and affects 9 out of 10 sufferers.
Patches appear on the trunk and limbs, especially on the elbows, knees, hands,
around the navel, over the lower back (sacrum) and on the scalp; the nails may be
pitted, thickened or separate from their nail beds (onycholysis)

• Guttate psoriasis - numerous small patches quickly develop over a wide area to
resemble drops of paint. This occurs most frequently in children, often after a
bacterial throat infection due to streptococci

• Scalp psoriasis - scalp redness and a build-up of plaques, often around the hairline

• Flexural psoriasis - produces red, well-defined areas in skin folds such as the armpits,
groins and under the breasts. Scaling is minimal or absent

• Napkin psoriasis - develops in the nappy area of an infant to cause a bright red,
weeping rash or more typical psoriasis plaques. A child who has napkin psoriasis as a
baby does not seem to have a higher risk of developing other forms of psoriasis in
later life

• Pustular psoriasis - small deep seated pustules form that usually only affect the palms
and soles. Pustules are due to the accumulation of white blood cells (polymorphs)
and are not infected. Rarely, the pustules are more widespread (generalised pustular
psoriasis) with fever and a high white blood cell count. Generalised pustular
psoriasis is serious and needs hospital treatment

• Erythrodermic psoriasis - a rare, serious condition where skin redness (erythema) can
affect the whole body. Dilated blood vessels in the skin affect blood circulation to
other parts of the body, with problems of fluid balance and rapid heat loss. In severe
cases, this may be life-threatening.

How common is it?
• In the UK, 2% of the population have some form of psoriasis

• Psoriasis usually appears between the ages of 10 and 30, but it can occur in babies
and appear for the first time in old age

• 1 to 2 in 10 of people with psoriasis will go on to develop some form of psoriatic
arthritis (inflamed joints)

• In half of the people with psoriasis, there are nail problems which are severe in 5-10%
of cases

• Erythrodermic psoriasis is rare. 200 - 300 new cases occur in the UK each year.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Compliance with
Psoriasis Treatments

For a treatment to have the best chance of success, you need to follow your doctor’s
instructions as exactly as possible. How well you do this is called ‘compliance’. With
some medical conditions such as high blood pressure, good compliance is vital to help
stop complications. With psoriasis, good compliance is important to help:

• reduce the rate at which you produce new skin cells

• stop the side-effects of some treatments such as burning or irritation

• control your symptoms

• keep your skin looking and feeling at its best.

When to stop treatment
Different types of treatment take different times to show a good effect. For example:

• Treatment applied directly to the skin (called a “topical treatment”) will usually show
a good effect within three to six weeks but may be tried for up to 3 months to see if it
works. Feel the treated area with your fingers and continue topical treatment until the
skin feels entirely smooth and normal. Any staining (such as from using dithranol) will
clear within 2 weeks of stopping treatment.

• A disease-modifying drug such as methotrexate should start to make a difference within 2
or 3 months. Cyclosporin will show an effect within one month. If you do not think your
treatment is helping, don’t just stop using or taking it. Go back to your doctor for advice.
You may need to use the treatment more often, take a higher dose, change to a stronger
product or see a specialist. Never stop taking an oral corticosteroid drug, other than on
medical advice, as this may be dangerous. Tell your doctor straight away if:

• a product burns or irritates your skin or makes your symptoms worse

• you think you have developed an unwanted effect of treatment

• you think you may be pregnant.

Tips to help improve compliance
• Try to take or use your treatment regularly, at the same time every day, so you get into a

routine

• Keep your tablets or creams somewhere you can remember them easily, such as with your
toothpaste (but make sure they are out of the reach of children). If you have an alarm
watch, set it for the time your next treatment is due

• Make sure you get your next prescription in plenty of time so you don’t run out

• If you are going away, take enough tablets or creams with you to last the whole time

• Read and keep the information leaflet that comes with your medication

• If in doubt about any part of your treatment, ask your pharmacist, practice nurse or doctor
for advice

• Keep a record of treatments you have tried in the past and let your doctor know if they
caused you any problems

• Remember to store your medications correctly according to the instructions given -this
will usually be in a cool, dry place away from the sight of children

• If the cost of your treatment is stopping you from using some or all of the medications
advised, talk to your pharmacist about ways of reducing your prescription charges.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Topical Treatments
What are they?

Topical treatments are products that you apply directly to your skin. The active 
ingredients are diluted by a carrier base:

• Ointments are greasy and tend to stay on the surface of the skin. Some contain substances
that help them mix with water so they wash off more easily

• Creams are an emulsion of oil and water whipped together. They are well absorbed, less
greasy and easier to apply than ointments

• Lotions or solutions are liquids that are easier to use on large areas of skin, especially
where there is hair. Lotions also have a cooling effect

• Applications are thick solutions or suspensions for easier application to the skin

• Pastes are stiff preparations made by mixing a fine powder with ointment. They are easy
to apply exactly to a psoriasis plaque and help to protect inflamed skin

• A mousse is a light, frothy cream that contains lots of air. It is easy to apply to the scalp
and sinks in without leaving hair greasy.

What topical treatments are available?
Topical preparations are the first line treatment in psoriasis. The active ingredients act directly
on the skin to improve symptoms. Your pharmacist, practice nurse or doctor can advise on the
range of treatments available.

See the table overleaf for the range of treatments available.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE



Psoriatic Care
F A C T
F I L E

Registered Charity No: 1051169

F A C T  S  H  E  E  T : 3   c o n t .

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
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Scalp Psoriasis
What is it?

Scalp psoriasis occurs when skin cells on the scalp are produced more quickly than
normal. These new cells push up to the surface to form a raised red area known as a
plaque. The old skin cells build up on the surface of the plaque to form fine, silvery
scales. Scalp psoriasis can appear at any age.

What are the symptoms?
Scalp psoriasis causes redness and scaliness on top of the head. It often involves the
hairline and may also affect the forehead, behind the ears and the back of the neck.
Scalp psoriasis does not usually affect the hair itself. More hair may fall out during a
flare up, but will normally grow back. People with psoriasis can also suffer from other
scaly scalp problems such as dandruff or seborrhoeic dermatitis (seborrhoea). You can
usually tell them apart as follows:

Feature Dandruff Seborrhoea Psoriasis

Scales White Yellow Silvery

Scale size Small Large Small

Fixed to scalp No Yes Yes

Scalp appearance Normal Red Pink/red plaques

Itchy scalp No Slightly May itch

Hair loss No No Can occur

What is the treatment?
It is important to keep using scalp preparations as directed. Allow 4-6 weeks for the
medication to have an effect. This will help to damp down symptoms and keep your
scalp free of plaques and scales.

• Shampoo regularly with a shampoo containing coal tar extracts.

• Shampoos that also contain salicylic acid or cade oil are helpful if thicker scales have 
built up.

• If necessary, apply 3% sulphur and 3% salicylic acid in a suitable base. Soft white paraffin
base is effective, but hard to wash out. Aqueous (water based) cream is easier to wash out
but less effective. Leave on for as long as directed, then wash out with a tar shampoo.
Repeat once or twice a week.

• Cocois is a scalp ointment containing coal tar, salicylic acid and precipitated sulphur
in a coconut oil base. It is a helpful treatment that does not dry the head.

• Dithranol can help scalp psoriasis, but may cause purple staining of blonde or red
hair. Lipid stabilised dithranol, if used correctly, will reduce staining.

• Your doctor may prescribe calcipotriol scalp solution for use twice a day.

• Your doctor may prescribe a lotion or mousse containing a steroid if your scalp
psoriasis causes itching and irritation.

• Shampoos containing pyrithione zinc, selenium sulphide or ketoconazole may also help.

How to apply the treatment
Make partings in your hair. Apply treatment along the partings. Start on one side of the
head and move methodically over the scalp to avoid missing an area.

Hairdressers
Experienced hairdressers are used to dealing with scalp problems, so try not to feel
embarrassed. It may help to phone your local hairdressers to see who is used to helping
people with scalp psoriasis. Some hairdressers are also happy to visit your home if you
would prefer not to go to a salon. When you have a sensitive scalp, it is important not to
let harsh chemicals come into contact with your skin.

The Hairdressers Council: Tel: 0208 771 6205 - 12 David House, 45 High Street, South
Norwood, London SE25 6HJ  registrar@haircouncil.org.uk

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Psoriasis and Pregnancy -
some common questions
Will my psoriasis get worse or spread?

Most people find psoriasis affects certain parts of their body such as their knees, elbows,
back and scalp. Although it can sometimes spread or get worse, this is unusual. It is rare
for psoriasis to affect large areas of skin or to cause serious ill health. If you do have a
bad flare-up, however, there are several different treatments that can help it clear up.
During pregnancy psoriasis often improves. It is likely, however, to flare up or return
when the baby is born.

Will it affect my sex life?
Psoriasis will not affect your sex life unless you allow it to. When you are in a loving,
caring relationship, the condition of your skin should not matter. Psoriasis is definitely
NOT catching, even when it affects the genital area. If you or your partner are worried
about a sexual problem, ask your GP for advice. Your local genito-urinary medicine
clinic will also be happy to screen you if you or your partner would like reassurance
about any genital symptoms such as soreness or itching.

Will psoriasis stop me getting pregnant?
There is no reason why women with psoriasis should not have a normal pregnancy. You
must plan ahead, however. Some psoriasis treatments should not be used during
pregnancy and you may need to wait a while after stopping them before trying to
conceive. Every woman who is planning a pregnancy should take folic acid supplements
in the months before trying to conceive. Ask your doctor for advice.

If I become pregnant, will I get worse or better?
Most women with psoriasis (80%) find their skin improves during pregnancy. A few may
find their symptoms stay the same. Occasionally, they may get worse, but this is unusual.
In a few women, skin symptoms may appear for the first time after childbirth.

In some women with psoriasis, symptoms of psoriatic arthritis develop for the first time
after pregnancy. Skin and joint symptoms often recur 6-12 weeks after delivery but are
usually no worse than before.

What will happen during pregnancy if I can’t treat my psoriasis and it flares up?
It is best to avoid drugs as much as possible during pregnancy, but some treatments that are
applied to the skin can be used if your symptoms flare-up during pregnancy. There is no
experimental evidence to support the safe use of topical dithranol or coal tar extracts in
pregnancy, but no problems have been reported. Calcipotriol, tacalcitol and topical steroids
are only used in pregnancy if there is no safer alternative. Oral drugs should generally be
avoided. For further information, see Factsheet 18: Psoriatic Arthritis and Pregnancy

Can I still breastfeed and carry on with my topical/oral treatments?
There is no experimental evidence to support the safe use of topical dithranol or coal tar
extracts during breastfeeding, but no problems have been reported. When using calcipotriol
or tacalcitol during breast feeding, do not treat the breast area. Generally, avoid oral drugs.
For further information, see Factsheet 18: Psoriatic Arthritis and Pregnancy.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE



Psoriatic Care
F A C T
F I L E

Registered Charity No: 1051169

F A C T  S  H  E  E  T : 6

My Child has Psoriasis
Psoriasis usually appears between the ages of 10 and 30, but it can occur at any age - even
in babies and children. Many people inherit a tendency towards psoriasis, yet they do not
all go on to suffer from it. However:

• A child has a 1 in 4 chance of developing psoriasis if one parent has it

• If both parents suffer from psoriasis, the risk increases to 3 in 5

• In identical twins there is a high probability of them both being affected. In non-identical
twins the risk is about 1 in 5 if one already has psoriasis

• Two in three people with psoriasis are not aware of any previous family history of the 
condition but it does tend to run in families.

Symptoms only develop if they are triggered by a certain event. In children, psoriasis is
often triggered by a bacterial sore throat due to a streptococcal infection. This is known
as guttate psoriasis.

What is guttate psoriasis?
Guttate psoriasis mainly affects children aged 8 to 16 years. Symptoms usually appear
within 10-14 days of a sore throat. Lots of small, red, scaly patches appear and quickly
cover a wide area of the body. Symptoms usually get better within 2-4 months, but
sometimes the patches enlarge to form plaque psoriasis. It is essential that in families
with a history of psoriasis, any child developing a sore throat is seen quickly by the family
doctor, who can begin treatment to reduce the risk of the child going on to develop
chronic plaque psoriasis.

What can I do?
You can help your child to cope with psoriasis by explaining that:

• it’s not catching

• it is a common skin problem and they are not alone

• you love them just as much with psoriasis as you did before - it is their personality 
that is important, not their physical appearance

• it is not anyone’s fault: it is not due to lack of cleanliness and is certainly not catching

• topical skin treatments can help keep symptoms at bay (See Factsheet 3)

• if possible, let them talk or write to another child who also has psoriasis

Visit the school with your child and make sure their teacher knows the essential facts
about psoriasis. Take leaflets and factsheets with you to leave behind. Make sure your
child feels comfortable talking about psoriasis with you and the teacher, so they will
bring any problems to your attention.

The Anti-Bullying Campaign: Tel: 0207 378 1446 - can send you a factsheet explaining
what you can do if your child is bullied, and what you should expect from the school: 185
Tower Bridge Road, London SE1 2UF 
E-mail: info@changingfaces.co.uk  www.changingfaces.co.uk 

Changing Faces: Tel: 0207 706 4232 - Facial psoriasis is rare, but if your child is
affected, Changing Faces can help them become more confident: 1-2 Junction Mews,
London W2 1PN .

British Red Cross Camouflage Service: 0207 235 5454 - Call for details of your local
Therapeutic Beauty Care Officer or write to the National Headquarters at
9 Grosvenor Crescent, London SW1X 7EJ.

E-mail; information@redcross.org.uk   www.redcross.org.uk

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Genital Psoriasis
Some people with psoriasis get skin symptoms around the genitals.

What it is
Psoriasis in the genital area is exactly the same as psoriasis elsewhere. It usually affects
the skin and rarely appears in the vagina. However, genital psoriasis can affect the:

• pubic area

• upper thighs

• creases between the thigh and groin

• labia majora (fleshy hair-bearing folds around the vagina) in females

• penis or scrotum in males

• perineum (skin between the anus and genitals)

• perianal skin (around the anus)

• buttocks and the crease between them.

What it looks like
Genital psoriasis can look like:

• small, round, raised red patches covered with fine, silvery scales

• red-white patches with cracked skin

• smooth, red, shiny areas of non-scaly skin.

It is not usually itchy, but if scratched repeatedly it may weep and become infected or
cause a dry thickening of the skin. Psoriasis affecting hair-bearing skin is similar to scalp
psoriasis. This often involves the hair-line and thick white plaques may build up.

Why you should see your doctor
If you develop a genital problem, you should always tell your doctor. Do not be
embarrassed. Genital psoriasis can look similar to thrush (candidiasis), a fungal groin
infection (tinea cruris or ringworm) and irritation where skin folds rub (intertrigo). You
need to have the diagnosis checked before starting any treatment. Psoriasis can occur
together with fungal infections and this needs to be ruled out and treated first before
treating the psoriasis. A few swabs are taken for examination under the microscope and
culture in the laboratory. The delicate skin in the genital area may mean you need a
weaker psoriasis treatment than elsewhere on your body. You should avoid using strong
steroid creams in some areas, for example, as they may thin the skin and cause stretch
marks.

Your sex life
Genital psoriasis is not due to an infection and is not catching. When you are in a loving
relationship with a partner who knows about your psoriasis, it should not interfere with
your sex life. If you are with a new partner, explain your condition before you become
intimate. If your partner is worried, you can show him or her leaflets on psoriasis, ask your
doctor to explain the problem, or even attend a genito-urinary clinic together for a joint
check-up. Treatment at Genito Urinary Medicine (GUM) clinics is free and confidential.

You can find their telephone number and clinic times by phoning your local hospital.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE



Psoriatic Care
F A C T
F I L E

Registered Charity No: 1051169

F A C T  S  H  E  E  T : 8

Psoriasis and
Psychological Factors

Having any form of skin disease can cause great psychological distress. It is only natural
to feel embarrassed about your skin and this can lower your self esteem, disrupt your life-
style and lead to isolation and withdrawal - if you let it. One study1 found that having
visible psoriasis lesions caused:

• 9 out of 10 sufferers to feel ashamed or embarrassed

• Over 1 in 2 to feel anxious

• Just under 1 in 2 to lack confidence

• Around 1 in 4 to feel depressed
Loss of confidence and self-esteem can make you feel unattractive and have a negative
effect on your relationships. You may even feel a sense of mourning for not being able to
do the things you once did such as wearing shorts, sunbathing, swimming or even just
going out. Unfortunately, the more you worry about your skin, the worse you will feel.
Although stress does not cause psoriasis, it can trigger a flare-up.

Self-Help

• Remember that psoriasis is common and affects as many as 1 in 50 people

• Try to feel positive about yourself and concentrate on your good points instead of
your skin

• Try to reduce levels of stress and anxiety

• Try to work out what trigger factors can bring your symptoms on and avoid these

• Talk to someone close, or write down your feelings to let them out - don’t bottle
things up

• Try to feel positive. Imagine yourself in control and visualise your skin getting clearer

• If you feel very stressed, try breathing in slowly and deeply. When you reach your limit of
breathing in, immediately start to breath out - without holding your breath - to empty
your lungs as much as possible. Repeat 5 times without holding your breath in-between

Counselling can be helpful when you feel particularly low or in a crisis. All are
confidential and some may offer their services without charge. Ask your GP what
services are available on the NHS or send an SAE for a register of local accredited
counsellors to:

British Association for Counselling British Confederation of Psychotherapists
1 Regent Place 37 Mapesbury Road
Rugby, Warwickshire CV21 2PJ London NW2 4HJ
Tel: 01788 550899 Tel: 0208 830 5173
Tel: 0870 4435252 mail@bcp.org.uk
www.counselling.co.uk www.bcp.org.uk

Other useful telephone numbers

Careline: 0208 220 2290 (10am-4pm and 7-10pm) provides an opportunity to talk
through worries, problems and fears with a trained counsellor. Cardinal Heenan Centre
326 Ilford High Road, Ilford, Essex IG1 1QP.   Fax: 0208 220 3355

Samaritans: 08457 90 90 90 - for emotional support and befriending in a crisis 24 hours a
day (local rates).

Changing Faces: Tel: 0207 706 4232 - can help with facial disfigurement and camouflage:
1-2 Junction Mews, London W2 1PN. info@changingfaces.co.uk  www.changingfaces.co.uk

The British Red Cross: 0207 235 5454 - has a cosmetic camouflage service. Call for the
number of your local Therapeutic Beauty Care Officer or write to the National
Headquarters at 9 Grosvenor Crescent, London SW1X 7EJ.  www.redcross.org.uk

1 (Jowett S, Ryan T. 1985. Soc Sci Med 20: 425-9)

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Psoriasis and Immune Factors
Your immune system is designed to protect you against disease. It is made up of a
number of white blood cells (T cells) that patrol the body in search of cells and proteins
that should not be there. All your cells have special identity tags to help your immune
system recognise them. Sometimes, however, the immune system over-reacts or even
attacks parts of the body to cause problems.

There are three main pieces of evidence which suggest the immune system is involved in
psoriasis:

Genetic
There is a collection of genes which code for the identity tags in the immune system. The
way your immune system behaves is controlled by the genes you have inherited. Each
gene acts in a different way. Some diseases like psoriasis or rheumatoid arthritis affect
certain people with certain identity tags.

The way your immune cells and skin cells act towards each other in psoriasis seems to
change:

• Large numbers of white blood cells (T cells) move into the skin

• Levels of immune proteins in the skin change - some increase and others decrease

Lesional tissue
Inflamed skin and joints show similar characteristics. The tissue is invaded by T cells
(from white blood cells) and other immune cells from the bloodstream. This activity
causes cells in the top layer of the skin to divide too quickly. These cells also contribute
to the damage which occurs to joints in arthritis. Scientists do not know exactly why this
is happening, but controlling the disease seems to depend on controlling these cells.

Therapy
Many of the most potent therapies used to control psoriasis damage the action of
immune cells. The drugs attack a wide variety of cells, good and bad. As more is learned
about how immune activity contributes to psoriasis, new therapies will be developed
which are more specific. If we can manipulate immune responses more selectively, this
could be key to the management of psoriasis. These treatments are not widely available
at present.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Psoriasis and the Young Adult
The changes that occur in your body during teenage life are stressful enough. When you
have psoriasis, they can seem many times worse. Any form of skin disease can cause
distress. It is only natural to feel embarrassed if you have visible symptoms.

Loss of confidence and self-esteem can make you feel unattractive and have a negative
effect on your life. Unfortunately, the more you worry about your skin, the worse you
will feel. Although stress does not cause psoriasis, it can trigger a flare-up.

Looking after your skin

• Regularly use emollient (softening) creams and bath additives. These help to keep
moisture in your skin so it stays smooth and supple

• Use your treatment creams regularly as prescribed - these will usually show a good
result within 3 to 6 weeks but may be tried for up to 3 months before you notice a
response. Feel the treated area with your fingers and continue the treatment that is
applied to the skin until the skin feels entirely smooth and normal. Any staining
(such as from using dithranol) will clear within two weeks of stopping treatment

• If you have been given tablets to treat severe psoriasis, use these regularly as
prescribed. But disease-modifying drugs may take several weeks or months to show a
good result.

If you feel your treatment is not working, don’t be afraid to see your doctor for advice.
Don’t just stop your treatments because you feel they are useless.

Tips to help you cope

Remember that 1 in 50 people have psoriasis, so you are not alone;

• Don’t stop doing the things you enjoy, like sport. Be positive

• Reach out to people and life - don’t withdraw and try to hide

• Aim to keep learning new skills and broadening your horizons

• Try not to take rejections personally. If others discriminate against you, it is through
their lack of knowledge - and fear

• Use your experience to understand other people’s problems and help them through
difficult times

• Camouflage cream can help to damp down the redness of psoriasis so it is less
noticeable. Many creams are available on prescription. For information and help,
contact the Cosmetic Camouflage volunteer of your local British Red Cross - their
number is in the phonebook. This service is available for men and women

• Learn more about your condition.

Organisations that can help

Careline: 0208 220 2290 (10am-4pm and 7-10pm) provides an opportunity to talk
through worries, problems and fears with a trained counsellor. Cardinal Heenan Centre
326 Ilford High Road, Ilford, Essex IG1 1QP.   Fax: 0208 220 3355

Changing Faces: Tel: 0207 706 4232 - can help with facial disfigurement and camouflage:
1-2 Junction Mews, London W2 1PN. info@changingfaces.co.uk  www.changingfaces.co.uk

The British Red Cross: 0207 235 5454 - has a cosmetic camouflage service. Call for the
number of your local Therapeutic Beauty Care Officer or write to the National
Headquarters at 9 Grosvenor Crescent, London SW1X 7EJ.  www.redcross.org.uk

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Psoriasis and 
Complementary Therapies

Complementary therapies are increasingly popular for treating psoriasis. There are many
reasons for this:

• Once a diagnosis of psoriasis is made, some sufferers feel their doctor only treats their
symptoms rather than them as a person - complementary practitioners may have an
holistic approach that overcomes this sense of abandonment

• Psoriasis is a long-term (chronic) problem with symptoms that come and go over a
long period of time, leaving the sufferer constantly searching for new remedies to try

• Psoriasis is a chronic, recurring condition and some people are unhappy with the
side-effects and lack of effectiveness of some conventional psoriasis treatments

• Sufferers can sometimes find their symptoms are brought on by emotional causes
such as stress, where an holistic approach is often more successful

• Complementary treatments can be helpful in relieving symptoms for some people.

Some common complementary therapies for psoriasis

Chinese herbs
These are drunk as a tea or boiled infusion. Caution is needed, however, as some herbs
used in the infusion are very powerful and can cause liver or kidney damage. There is
little regulation of Chinese herbal medicines. Some have been found to be mixed with 
steroid drugs, but not declared on the container.

Spa treatments
Treating the skin with mineral salts, mud and sun light. Dead Sea spas are popular in
Israel and Jordan. The treatment is expensive. Salts and mud used at home are less
effective without the sunlight.

Homoeopathy
Creams, tinctures and tablets individually prescribed. Unlikely to be harmful but have not
been proved to be effective.

Aloe vera
Gel or cream applied to the skin.

If consulting a complementary therapist, bear in mind that standards of training and
experience vary widely:

• Check the therapist’s qualifications. The umbrella organisation for each therapy can
tell you what training their members have undertaken, their code of ethics and refer
you to qualified practitioners in your area

• Ask how much experience the therapist has in treating psoriasis and what is their
success rate

• Find out how long your course of treatment will last and how much it may cost

• Don’t stop using your normal treatments unless you are prepared for your symptoms
to get worse

• Stop using any product that irritates your skin or seems to make your symptoms
worse, unless you are told to expect this at first

• Check with your doctor if you are unsure about the safety of any alternative
treatment

• Always remember to continue with your conventional treatments and tell your GP
you are also using complementary approaches.

British Homoeopathic Association: Tel: 020 75667800 - 15 Clarkenwell Close, London
EC1R 0AA Send SAE for list of medically qualified homoeopathic doctors. 
E-mail: info@trusthomeopathy.org  www.trusthomeopathy.org

Register of Chinese Herbal Medicine: Tel 01603 623994 - Office 5, Ferndale Business
Centre, 1 Exeter Street, Norwich NR2408

Guild of Complementary Practitioners: Tel: 0118 9735757 - Liddell House, Liddell Close,
Finchampstead, Berks. RG40 4NS. Will provide a list of registered and qualified practitioners.
E-mail: info@gcpnet.com   www.gcpnet.com

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Psoriasis and Diet
A healthy diet is important for well-being and can reduce your risk of many long-term
illnesses, including coronary heart disease, inflammatory conditions and even cancer.
However, there is no clear link between what you eat and the severity of psoriasis symptoms.

• The British Nutrition Foundation suggests eating at least 300g oily fish per week for
general health (such as mackerel, herring, salmon, trout, sardines, pilchards). Fish oil
(salmon) has been shown to benefit psoriasis

• Aim to eat more green leafy vegetables, nuts, seeds and wholegrain cereals which also
contain important essential fatty acids

• Cut back on saturated fats and vegetable oils and use more olive oil and rapeseed oil
products

• Eat fresh, home-made foods rather than pre-packaged, convenience foods.

Saturated fats
A diet low in saturated fats can help some people with psoriasis and may reduce the dose
of treatment drugs needed. This is because animal fats are converted into inflammatory
chemicals linked with inflammation of the skin in psoriasis. Supplements containing fish
oils and evening primrose oil supplements may also reduce inflammation. This is still
under investigation.

Betacarotene
Betacarotene is a pigment found in yellow-orange-red fruit and vegetables. A case-controlled
study found that people with the highest intakes of carrots, tomatoes, fresh
fruit and betacarotene were less likely to have psoriasis. The US National Cancer
Institute recommend a daily intake of 6 mcg betacarotene per day - this amount is found
in around 100ml carrot juice. Most people get less than 2 mcg betacarotene per day from
their food. It is probably better to increase the intake of the food sources than to take
betacarotene in tablet form.

Alcohol
Drinking excess alcohol can make symptoms of psoriasis worse in some people.
Drinking alcohol while taking some drugs, particularly methotrexate, can be dangerous.
Always ask your doctor for guidance on safe drinking.

Useful addresses

British Dietetics Association: Tel 0121 200 8080 - 5th floor, Charles House, 148 - 149 Gt.
Charles Street, Queensway, Birmingham B3 3HT. Can provide a list of dieticians local to you.
E-mail: info@bda.uk.com  www.bda.uk.com

Health Education Authority: Tel: 0207 430 0850 - 7th floor, Holborn Gate. 330 High
Holborn, London WC1V 7BA    www.hda-online.org.uk  Publish health advice on a wide
range of topics.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Some common questions
about Psoriasis

What causes psoriasis?
Although the exact cause is still unknown, some people are more likely to develop
psoriasis than others. Psoriasis has a genetic component to the condition - that is, it runs
in families. Two other trigger factors may cause psoriasis to start: in children a throat
infection and, more generally, stress. In many cases no obvious cause can be identified.
See Factsheet 1: What is Psoriasis? for more information.

Is psoriasis catching?
The simple answer is no, psoriasis is not catching. You can reassure your friends and
anyone you meet that they will not get psoriasis by being with you or touching you.
Sometimes it is helpful to give people leaflets to read about your condition - teachers and
employers are obvious people who should know about psoriasis and be able to help you.

Will it go away?
In some cases, yes it may clear up for years or decades in other it is a chronic, that is long-
term, condition. Most people with psoriasis find they can work out a regime to manage their
condition with the help of their doctor and keep it under control.
Using medication regularly and as prescribed is the key to helping maintain the skin in
good condition. Taking care to protect your skin is also important. Tasks that most people
do without thinking, like washing-up, should be done wearing protective PVC household
gloves if your psoriasis affects your hands. Better still, get someone else to do it!

Will my children get psoriasis?
Your children are more likely to develop psoriasis if either or both of the parents have
had psoriasis. It is a condition that runs in families, like eczema or asthma.
See Factsheet 6: My Child has Psoriasis for more information.

Will I get worse?
Psoriasis does vary. You will get flare-ups when your condition is worse than at other
times. Although we cannot be certain, stress seems to make psoriasis worse in many
people. Life events like a bereavement or exams can make psoriasis worse. Try to avoid
stress whenever possible. With a good treatment regime you will soon have your psoriasis
under control again. Do go back to your doctor if you feel the treatment you have been
given is not working well for you. There might be other options you could try. You will
not be wasting your doctor’s time; he or she is happy to help you manage your skin
condition in the best way.

Will I get arthritis?
One to two in ten people with psoriasis go on to develop a form of psoriatic arthropathy.
For most this means mild aches and pains in one or two joints. For a few, psoriatic
arthritis is more disabling and will need specialist help. Effective medication is available
to help reduce pain and inflammation. See Factsheet 14: What is Psoriatic Arthritis? and
Factsheet 22: Psoriatic Arthritis and Drug Therapies for more information.

Will my hair fall out if I get psoriasis on my head?
Scalp psoriasis does not normally affect the hair, just the skin on the head. Some people
find that they lose hair but it nearly always grows back when the psoriasis is treated and
under control. Don’t worry about visiting your hairdresser - you do not need to be
embarrassed. Most are familiar with the condition, know it is not catching and will be
happy to wash, cut and style your hair. A good boost to your morale if you are feeling
low! See Factsheet 4: Scalp Psoriasis for more information.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
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What is Psoriatic Arthritis?
Arthritis means inflammation of a joint. Psoriatic arthritis is a form of arthritis that
occurs in people who also suffer from psoriasis.
•  In the UK, 2% of the population suffer from psoriasis
•  10% - 20% of people with psoriasis develop some form of psoriatic arthritis
•  Symptoms usually start between the ages of 30 and 50, but can occur in teenagers too
•  In 80% of cases, the arthritis appears after the skin symptoms of psoriasis
•  In 20% of cases, the joint inflammation comes first
•  There is no link between the severity of skin symptoms and the risk of getting arthritis
•  Over 40% of people with psoriatic arthritis have a family history of the condition

What are the symptoms?

As with any type of arthritis, the inflamed joints are tender, swollen and painful. Joints
also become stiff after resting, especially on waking in the morning after a night’s sleep.
Other symptoms include tender, inflamed muscles and tendons, especially around the
elbows, wrists and heels. Joints may lose their range of movement and become deformed
or locked.

What causes the symptoms?

A joint forms where two bones come into close contact. Some joints are fixed (eg in the
skull) while in others, the bones can move more freely. The bone surfaces in a mobile
joint are protected from wear and tear by slippery cartilage. The joint is surrounded by a
protective capsule which is lined by a synovial membrane. The membrane makes
synovial fluid which acts as a lubricator. Most joints are held together by bands of tissue
called ligaments.

In psoriatic arthritis, the synovial membrane becomes thickened and inflamed. It releases
more fluid than normal so that the joint becomes tender and swollen. As inflammation
continues, it spreads to the cartilage underneath and may eventually erode the bone. As
the tendons are lined and lubricated by a synovial membrane, these also become inflamed.

What types are there?

There are five types of psoriatic arthritis:

Type Features
Asymmetrical Involves one or more joints, especially the knees, fingers
oligoarticular and toes which may show sausage-like swelling and redness

Symmetrical Involves the small joint of the fingers or toes
rheumatoid-like

Distal inter- Involves the last small joint of fingers or toes
phalangeal (DIP) Nail changes are common

Arthritis mutilans A deforming condition of the joints, fortunately rare

Spondylitic Inflammation of the spine and sacroiliac joints 

Further information is available from the P.A.A. by sending a SAE to:
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Psoriatic Arthritis in Children
Arthritis in children

As many as 12,000 children in the UK suffer from juvenile chronic arthritis (JCA). There are
three main types:

•  Still’s disease, (accounts for 20% of cases). Starts with a high fever, patchy red rash,
enlarged lymph nodes, abdominal pain and weight loss.

•  Polyarticular juvenile chronic arthritis, in which many joints are affected. Pain, swelling   
and stiffness affect large and small joints symmetrically (for example both hips rather than
one).

•  Pauciarticular onset juvenile chronic arthritis, in which only a few joints are affected.

Juvenile psoriatic arthritis is sometimes thought of as part of the spectrum of juvenile chronic
arthritis summarised above but others regard it as a separate disease to be distinguished from
these, having more in common with reactive arthritis and juvenile ankylosing spondylitis.

The Vancouver criteria for diagnosis of psoriatic arthritis in childhood are a useful guide:

Definite psoriatic arthritis

Arthritis with typical psoriatic rash
Arthritis with 3 of the 4 following minor criteria
Dactylitis (pink swollen “sausage” finger or toe)
Nail pitting or onycholysis (splitting and breaking up of nail)
Psoriasis-like rash
Family history of psoriasis in first or second degree relatives

Probable psoriatic arthritis

Arthritis with 2 of the 4 criteria listed above

There is a tendency for girls to be more likely to be to be affected than boys. Simultaneous
onset of rash and arthritis is rather uncommon. As in the adult variety the end joints of the
fingers are commonly involved. Generally, in juvenile chronic arthritis this does not happen
but tendons are often inflamed. Of the joints involved the knee seems commonest in children.

Chronic iridocyclitis, the eye inflammation more usually seen in the form of juvenile chronic
arthritis with few joints involved, occurs in 8-17% of cases of psoriatic arthritis of childhood.

In terms of severity, the condition lies somewhere between the forms of juvenile chronic
arthritis with few and with many joints involved. No more than 10% of affected children
have seriously disabling forms of the disorder.

Using strict criteria, researchers estimate that psoriatic arthritis accounts for up to 8% of
cases of childhood arthritis. Using less strict criteria, including a period of five years
follow-up during which the psoriasis may appear, they think the real figure may be 20%.
(source: Oxford Textbook of Rheumatology, Madison, Isenberg, Woo & Glass, Vol.2 1993,
677-679 and 714-715, Oxford Medical Publications)

Early diagnosis is important
If your child develops painful joints and there is a family history of psoriasis - even if the
child shows no psoriasis at the time - it is worth mentioning the possibility to your doctor
and the more so if any family member has psoriatic arthritis. If doubt remains, you
should ask for referral to a specialist - ideally a paediatric rheumatologist, but as these
are few a paediatrician or adult rheumatologist with an interest in the condition.

Treatment
The main aims of treating juvenile psoriatic arthritis are to reduce joint inflammation,
maintain mobility and prevent deformity. Physiotherapy is as important as drug
treatment. Daily exercises, hydrotherapy (supervised exercise in a warm pool), and day
and night splints are all important for long-term joint mobility.

The aim of treatment is for your child to have as normal and active a childhood as possible.

Useful address
The Disability Living Allowance has a Benefit Enquiry Line on 0800 88 22 00. See leaflet
DS706 for children under 16.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
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Drugs used in the treatment of childhood psoriatic arthropathy

Non-steroidal
anti-inflammatories
such as ibuprofen,
naproxen)
- by mouth
- 1 to 4 times a day

Corticosteroid injections
into joint or tendons

Methotrexate
- by mouth once a week
with folic acid
supplementation

Sulphasalazine
- by mouth in tablet coated
to protect the stomach;
liquid form available
- widely differing doses
will suit different people
due to rate of processing
in the body calculated
to body weight

Blocks an enzyme to
reduce pain and
inflammation

Reduces joint or tendon
inflammation

Reduces cell division so
fewer cells are made in the
skin, gut and immune
system

A disease modifying agent
also used in rheumatoid
arthritis and colitis acts on
the chemistry of
inflammation to reduce
swelling and pain

Rashes, indigestion,
nausea, diarrhoea,
increased bleeding

Allergy, introduction of
infection into joint,
flushing, small risk of
muscle or tendon wasting

Bone marrow suppression,
nausea, liver problems;
increased risk of infection;
rash

Headache, nausea, loss of
appetite, rash, fever,
reduced white blood cell
count, mouth ulcers,
reduced sperm count in
male juveniles of fertile 
age (reversible), bruising

Should not be used in
those with asthma or
peptic ulcers. May make
skin psoriasis worse

Only limited number of
injections should be
given to any one joint
per year

Used in severe cases
under close medical
supervision

Regular blood count
necessary

Drug What it does Possible side-effects Comments
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Psoriatic Arthritis and the Jaw
Some people with psoriatic arthritis develop problems in the two joints between the skull
(temporal bone) and lower jaw (mandible). These are known as the temporo-mandibular
joints or TMJs for short.

The temporo-mandibular joint

The TMJs are shaped so that a cylindrical surface on the jawbone sits inside a curve on the
skull. Each TMJ contains a disc of cartilage that acts like a washer and also increases the
range of movement. As well as opening and closing in a hinge like the elbow, the jaw glides
from side to side and can move forwards and backwards during chewing and grinding.

What problems can occur?

The TMJs are lined with synovial membrane, which can become inflamed in some people
with psoriatic arthritis. This can cause symptoms of:
• headache
• tender jaw muscles
• pain around the face, TMJ or ear
• pain on opening the mouth wide and when chewing
• joint stiffness
• clicking as the jaw is opened or closed
• difficulty in opening the mouth
• locking of the jaw

If you need to have an operation, always warn your anaesthetist that you have a jaw problem.

Will my dentist recognise the problem?

In the early stages, inflammation of the TMJs may resemble ‘TMJ syndrome’. This is a
relatively common condition caused by spasm of the chewing muscles. TMJ syndrome is
linked with stress, clenching and grinding the teeth or an incorrect bite. TMJ syndrome
can also be caused by the habit of holding a telephone receiver between your shoulder
and cheek. In more advanced cases, psoriatic arthritis affecting the TMJs will produce
changes that show up on x-rays.

What medical professional do I see for advice and treatment?

If you notice problems with your jaw, tell your dentist and rheumatologist that you have
psoriasis and are concerned about the possibility of psoriatic arthritis. Although would be 
rare as the first presenting joint in psoriatic arthritis. Remember that people with psoriasis 
can also suffer from TMJ syndrome, which is the more common condition. If troublesome 
symptoms persist, your dentist may refer you to a TMJ specialist. You may be offered a 
corticosteroid injection by an oral surgeon or rheumatologist to reduce the inflammation.

Useful address

British Dental Health Foundation: Tel; 0870 333 1188 2 east Union Street, Rugby,
Warwickshire CV22 6AJ. The BDHF offer help and advice and will answer any
dental query if you send an SAE.  www.dentalhealth.org.uk

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Psoriasis, Psoriatic Arthritis 
and Fatigue

Occasional tiredness is normal, and affects everyone. But people with psoriasis or psoriatic
arthritis often feel tired all the time. Some people who develop this symptom think there
must be something psychologically wrong with them or that they are going mad. You are
not - fatigue is a common and recognised symptoms of your condition.

Why do I feel tired all the time?

Fatigue often occurs when there is inflammation in the body. Inflammation is linked with
the release of powerful chemicals. These include:
• inflammatory proteins which increase the stickiness of blood platelets
• proteins which bind to antibodies and circulate as immune complexes
• immune system chemicals that help immune cells communicate with each other such

as interleukins, especially interleukin 1.

Psoriasis and psoriatic arthritis are long-term inflammatory conditions. With both of
them, fatigue may be an early symptom. Researchers do not know exactly what causes
it, but it seems to be linked with increased levels of the above inflammatory substances
in the body.

What can I do to help?

If you feel tired all the time, tell your doctor. Sometimes you may need to have your
medication changed. A number of things may help you feel less exhausted all the time:
• Eat a diet providing at least five servings of fresh fruit or vegetables a day
• Reduce the animal fats in your diet and avoid fatty foods as much as possible
• Eat fresh, home-made foods rather than pre-packaged convenience foods
• Increase your intake of B-group vitamins needed for the production of energy in the

body: brown rice, wholegrain bread and cereals, oatmeal and oatflakes, pulses, green
leafy vegetables, oily fish, poultry

• Aim to eat more oily fish, virgin olive oil or rapeseed oil, nuts and seeds
• If you are unable to increase your intake of fish, consider taking an omega-3 fish

oil supplement
• Cut back on saturated spreads and vegetable oils and products containing them such

as bought biscuits and cakes
• Consider taking a vitamin and mineral supplement supplying around 100% of the

recommended daily amount for as many nutrients as possible
• Avoid excess stress
• Take regular, gentle exercise
• Try to lose any excess weight
• Try to get a good night’s sleep
• Avoid things that interfere with sleep such as caffeine, nicotine, excessive alcohol and

eating rich, heavy food late at night.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Psoriatic Arthritis 
and Pregnancy

Many of the drugs used to treat psoriasis and psoriatic arthritis (PA) are designed to slow
down the growth of rapidly dividing cells. These drugs will also affect a baby’s development
in the womb. Some treatments must be stopped long before you try to conceive. Fortunately,
the hormone changes that occur during pregnancy mean that psoriasis and PA can go into
remission, that is a time free from symptoms or where symptoms are less of a problem:
• 8 out of 10 women with psoriasis find their skin improves during pregnancy
• In a few women, skin symptoms may appear for the first time after childbirth
• In some women, symptoms of PA develop for the first time after pregnancy
• Skin and PA symptoms often recur 6-12 weeks after delivery but are usually no worse

than before.

If you suffer from PA, try to see your physiotherapist and occupational therapist
regularly during pregnancy. They will help you to reduce the risk of back problems in late
pregnancy and advise on ways of coping once your baby is born.

Drug treatment

It is wise to use as few drugs as possible during pregnancy. Although there is no
experimental evidence to support the safe use of dithranol or coal tar extracts in
pregnancy or breastfeeding, no problems have been reported. Ask your doctor for advice.
Some of the following treatments should not be used during pregnancy. You should
therefore use effective contraception. Ask your doctor for advice on which method would
suit you best.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE

Drug Pregnancy and Breastfeeding Comments

Acitretin

Azathioprine

Calcipotriol/
tacalcitol

Cyclosporin

D-Pencillamine

Gold

Methotrexate

Non-steroidal
anti-
inflammatory
drugs

Sulphasalazine

Topical
corticosteroids

High risk of miscarriage and congenital
abnormality. Do not use if breastfeeding

Low white blood cell count and low platelet
count have been reported in some newborn-
babies. Possible increased risk of abnormal
birth conditions. Breakdown products of
drug have been found in breast milk

Safe use during pregnancy has not been
established. Unknown whether it is
excreted in breast milk

Safe use during pregnancy has not been
established. Secreted in breast milk

Unsafe in pregnancy. Not to be taken
whilst breastfeeding

Manufacturers advised against use in
pregnancy. Safe use has not been
established

High risk of miscarriage and abnormal
conditions at birth. Do not use if
breast-feeding

Can cause bleeding, weak heart muscle,
reduced amniotic fluid, and can affect
circulation in lungs. Some abnormal
conditions present at birth have been
reported. Secreted in breast milk

Not recommended but probably safe

May be a small increased risk of cleft
palate and slowed growth in the womb

Wait at least 2 years after treatment
before trying to conceive

Should only be used in pregnancy if the
benefits are thought to outweigh the
risks. Close monitoring is needed

Avoid use in pregnancy unless there is no
safer alternative. When breast feeding,
the breast area should not be treated

Should only be used in pregnancy if the
benefits are thought to outweigh the
risks. DO NOT use if breastfeeding

Stop using before trying to conceive

Wait at least 6 months after treatment
before trying to conceive

The drug affects formation of sperm
and eggs. This may reduce fertility. This
effect seems to be reversible. Wait at
least 6 months after stopping treatment
before trying to conceive

Should not be used during last 3
months of pregnancy. Some are
occasionally used in early pregnancy
under medical supervision only. Some
should not be used when breast-feeding

Reversible lowered fertility in men

Only use in pregnancy or breast-feeding
under medical supervision
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Psoriatic Arthritis 
and Physiotherapy

A physiotherapist is an expert in examining and treating muscle and joint problems.
There are several different specialities in physiotherapy. It is best to see a physiotherapist
who specialises in arthritis. There is usually one available at your local hospital.

Your physiotherapist can show you:

• a range of simple exercises to help maintain your mobility
• how to protect your joints from damaging stresses
• ways to help reduce joint pain, such as ice packs, massage, applying warmth, a TENS

(transcutaneous electro nerve stimulation) machine
• how to use splints and walking aids
• how to cope with your arthritis in the long-term.

Some physiotherapists are also trained in techniques such as reflexology or acupuncture.
Some departments may have a hydrotherapy pool.

Your GP or hospital doctor can refer you to a physiotherapist. You will usually have a course of
several sessions with an NHS physiotherapist. This will enable you to understand what best 
to do to help yourself. If your psoriatic arthritis flares up, you can usually see the physio
therapist again for further advice. Some physiotherapists also practise privately if you feel 
this would help.

Common exercise routines for PA

Try to do some form of exercise every day. There are two main types of exercise:
• Therapeutic - designed to maintain joint movement, relieve stiffness, restore flexibility

and increase muscle strength
• Recreational exercise - enjoyable activities such as swimming, walking and cycling

which improve joint mobility and muscle strength and refresh the body and mind.

Examples of therapeutic exercise for PA include the following:

Jaw: Gently open your mouth as wide as you can. Stretch and hold for five seconds
before closing your mouth. Repeat 5 times.

Neck: Sit up straight in a supportive chair. Turn your head to one side until you feel the
stretch. Hold for 5 seconds. Turn to the opposite side. Repeat 5 times.

Feet and toes: Circle feet around one way, then the other. Wriggle your toes. Repeat 10 times.

Fingers and hands: Tendon gliding exercise.
1. Start with your fingers straight every time
2. Curl finger tips down to the base of the fingers
3. Then clench each hand into a fist
4. Repeat several times regularly several times a day.

A useful booklet called “Physiotherapy & Exercise” is available on request from the PAA.
Some therapists have a special interest in rheumatology and are members of the Rheumatology Care Association of Chartered
Physiotherapists. For details of your nearest member, contact The Chartered Society of Physiotherapy on 0171-306 6666.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Psoriatic Arthritis and the eyes
Fewer than 1 in 10 people with psoriatic arthritis develop a problem with the eyes called uveitis.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE

Uveitis

Uveitis means inflammation of the uvea. This can affect the iris (iritis), ciliary body
(cyclitis) or the choroid (choroiditis). Symptoms depend on whether all or just part of the
uvea is affected, but may include:

• dull, aching pain in the eye

• redness

• risk is higher if B27+?? so common in spondylitis sub groups

• it can occur whether arthritis currently active or not

• blurred or misty vision

• a muddy appearance to the coloured iris in the affected eye

• a pupil that may be smaller than on the other side and irregular in outline.

Symptoms can affect one or both eyes. Inflammation is thought to result from the
immune system attacking the cells of the uvea. Treatment of uveitis is urgent to stop the
inflamed iris from sticking to the lens behind. This would cause permanent damage to
the eye and can also trigger glaucoma (rise in fluid pressure in the eye due to blocked
drainage channels). Uveitis often returns from time to time.

Note: Children with psoriatic arthritis should have regular screening tests for uveitis as
they may not develop symptoms until their eyesight has been damaged and
irreversible visual impairment takes place.

Treatment

Inflammation is damped down with eye-drops containing corticosteroid drugs. In severe
cases, you may also need to take steroid tablets by mouth to boost the effect of the drops. 
Eye-drops that relax the iris and ciliary body are also used. These make the pupil dilate and 
ensure that an inflamed iris does not stick to the eye lens (posterior synechia). The inflam
mation is monitored by regular examination of the eye using a slit-lamp. If steroid eye drops
are used for prolonged periods, the fluid pressure in the eye will also need to be checked 
regularly. This is because long-term use of steroid drops can cause a form of glaucoma.

Useful address
The Royal College of Ophthalmologists (eye specialists): Tel: 0207 935 0702 
Fax: 0207 935 9838- 17 Cornwall Terrace, London NW1 4QW. Can provide a list of practising
ophthalmologists.  www.rcophth.ac.uk
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Psoriatic Arthritis 
and Compliance

For a treatment to have the best chance of success, you need to follow your doctor’s
instructions as exactly as possible. How well you do this, is called “compliance”. Good
compliance is vital to help damp down joint inflammation, improve your symptoms and
make sure you gain long-term comfort and mobility.

Benefits

Different types of treatment take different times to show a good effect. In general, regular
treatment with:

• A pain-killing tablet such as ibuprofen or paracetemol should help to improve pain
and stiffness within a few days

• A disease-modifying drug like cyclosporin or methotrexate will not have an
immediate effect and may take from 6 weeks to 6 months to work.

If you do not think your treatment is helping, don’t just stop using or taking it. Go back
to your doctor for advice. You may need to use the treatment more often, take a higher
dose, change to a stronger product or see a specialist.

Side-effects

Some of the drugs used to treat psoriatic arthritis are powerful and can cause side-effects.
If you think you have a side-effect as a result of your treatment, you must tell your doctor
straight away. In some cases, a side effect may mean your doctor will want to stop
treatment or switch to another tablet.

• Always read and keep the information leaflet that comes with your medication

• Do not stop taking your treatment unless your doctor tells you to, or unless the
leaflet that came with your medication suggests you should

• If in doubt about any part of your treatment, ask your pharmacist, practice nurse or
doctor for advice

• Tell your doctor if you plan to become pregnant.

• When you are prescribed a new medication check if it may interact with ones you are 
already taking. This applies to herbal remedies too.

Monitoring

Some treatments for psoriatic arthritis mean you need regular blood or urine tests to
ensure the drug is not harming your bone marrow, liver or kidneys. It is important to
attend for these checks.

Contraception

Some treatments mean that a woman should not get pregnant because of the high risk of the
baby having congenital abnormalities. If so, it is important that you use an effective method
of contraception and continue to use it regularly. Your doctor can advise which method of
contraception is likely to suit you best. If you forget to use contraception, or if your method
fails, tell your doctor straight away. You can take an emergency oral contraceptive pill up to
72 hours after unprotected sex. In some cases, you can have a contraceptive coil fitted up to
five days after your most likely date of ovulation (releasing an egg). Ask your doctor for
information on when it is safe to become pregnant after treatment.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Psoriatic Arthritis 
and Drug Therapies

Psoriatic arthritis is a long-term (chronic) problem in which symptoms tend to flare-up
from time to time. Several different types of drugs are used to help control symptoms.
Aspirin-like drugs such as ibuprofen damp down inflammation. They can sometimes
make skin symptoms worse especially indomethacin, however, they can also commonly
cause indigestion or heartburn. They should not be used in those with asthma.
Injection of a corticosteroid drug into, or around, a single painful joint can relieve pain,
increase mobility and reduce deformity. Oral corticosteroid drugs are best avoided. They
can cause severe relapses of skin psoriasis in some people when they are stopped.

Disease-modifying drugs switch off the immune reactions that are causing inflammation
and pain. They do not have an immediate effect and may take from 6 weeks to 6 months
to work. It is important not to become pregnant while taking these drugs. You will need
to use effective contraception during treatment. Ask your doctor about when it is safe to
become pregnant after treatment (usually at least 6 months after stopping the drug).

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE

Disease-
modifying drug What it does How to take it

Most common 
side-effects include

Azathioprine

Cyclosporin
Can help both skin
and joint psoriasis

D-Pencillamine

Gold

Methotrexate
Effective in bothskin
and joint psoriasis

Sulphasalazine

Damps down an
over-active immune
system to reduce
inflammation

Inhibits certain
immune cells.
Reduces production
of immune chemicals
and growth of skin
cells

A disease modifying
agent also used in
rheumatoid arthritis
Acts on lymphocytes
involved in the
immune process of
inflammation to
reduce swelling and
pain

Damps down an
over-active immune
system to reduce
joint inflammation

Reduces cell division
so fewer new cells are
made in the skin, gut
and immune system

A disease modifying
agent also used in
rheumatoid arthritis
and colitis acts on the
chemistry of
inflammation to
reduce swelling and
pain

- by mouth
- once to three times

a day

- by mouth
- twice daily
- courses last 6

weeks to 6 months

by mouth as
tablet/capsule first
thing in the morning
1 hour before food
Dose range (125mg
strength of tablet)
1-7 per day

- by mouth once or
twice daily

- by injection every 1
to 4 weeks

by mouth or
injection-once a week

- by mouth in tablet
coated to protect
the stomach - liquid
form available

- widely differing
doses will suit
different people due
to rate of processing
in the body

- doses range from 2
to 6 tablets spread
through the day

Bone marrow suppression; stomach, bowel
or liver problems; rashes; hair loss; increased
risk of infections

Kidney problems; high blood pressure;
excess hair; tremor; tiredness; stomach and
bowel symptoms; gum thickening; burning
sensations in hands and feet, weakness,
cramps. rebound skin worsening on suddenly
stopping it. Do not take grapefruit or
grapefruit juice whilst taking this medicine
as it increases the level of the drug in the
bloodstream and so can bring on side-effects

Rash, loss of sense of taste (temporary),
kidney toxicity, reduced white blood cell
count, bruising.
Regular blood count and urine examination
essential

Severe reactions occur in 5% of people.
Immediately report itching, metallic taste,
sore throat, mouth ulcers, rash, bruising,
bleeding, fever, diarrhoea or illness

Bone marrow suppression; liver problems;
rash; increased risk of infections.
Alcohol must be strictly limited

Headache, nausea, loss of appetite, rash,
fever, reduced white blood cell count, mouth
ulcers, reduced sperm count in men
(reversible), bruising.
Regular blood count necessary

For drugs used in childhood see Factsheet 15: Psoriatic Arthritis in Children

Useful address
Contact the Arthritis Research Campaign for leaflets on drug therapy.
Copeman House, St Mary’s Court, St Mary’s Gate, Chesterfield, Derbyshire S41 7TD
Tel: 01246 558033  E-mail: info@arc.org.uk    www.arc.org.uk
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Psoriatic Arthritis and 
the Feet and Ankles

Some people with psoriatic arthritis (PA) develop problems in the feet and ankles.

The ankle and foot joints

The ankle is a hinge joint between the talus bone of the foot and the two bones of the
lower leg (tibia, fibula). The ankle joint lets you move your foot up and down. Other
movements such as tilting and rotation occur at other joints in the foot itself. Each foot
contains 26 bones which form joints where they meet. These joints are all lined with a
synovial membrane that produces a lubricating oil. Many tendons pass around the ankle
to connect the bones with the muscles that move them. These are also covered in synovial
membrane and oiled with synovial fluid.

What problems can occur?

In PA, the synovial membranes that line synovial joints and tendons become thickened
and inflamed. This releases more fluid than normal so the joints and tendons become
tender and swollen. PA affecting the feet and ankles can cause:

•  pain

•  tenderness

•  swelling

•  stiffness

•  difficulty walking

•  deformity (such as sausage-shaped toes)

•  decreased range of movement

•  locked joints.

Symptoms tend to flare up and then die down again. The Achilles tendon, which
connects the calf muscles to the heel bone, is the largest tendon in the body. If this
becomes inflamed, walking can become difficult because of pain.

Treatment options

Always rest severely inflamed joints. Physiotherapy can help to maintain mobility of your
joints so they are less likely to become stiff and seize up. Anti-inflammatory drugs can help
to reduce pain, swelling and stiffness. Unfortunately, however, they can make skin symptoms
worse in some people. Steroid injections to joints may give relief. Disease-modifying drugs
such as methotrexate can damp down both skin and joint symptoms. In some cases, surgery
to remove a thickened synovial membrane (synovectomy), realign a joint (osteotomy) or to
fuse a joint (arthrodesis) may stop pain due to movement. Sometimes it is possible to remove
the painful end of a bone (excision arthroplasty).

Aids to assist comfort

Your doctor, physiotherapist or occupational therapist can suggest aids to make life easier
such as a stick, or modified shoes etc. If you have problems with particular tasks, let your
health professionals know so they can help you find solutions. Correct footwear will help
and you may benefit from specialist advice from your hospital surgical appliance
department, orthiatist or podiatrist.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Psoriatic Arthritis and 
the Back, Pelvis and Hips

Some people with psoriatic arthritis (PA) develop problems in the back, pelvis and,
rarely, the hips.

The back, pelvis and hip joints

The spinal column is one of the body’s main supports. It is made up of 33 bones
(vertebrae) that interlock in a series of sliding joints. At the base of the spine, 5 vertebrae
fuse together to form the sacrum. The sacrum links with the pelvis at the sacroiliac joints.
The hip joints are ball and socket joints in which a round-shaped bone surface on the top
of the thigh bone (femur) fits inside a cup-shaped socket in the pelvis. The small joints in
the back, the sacroiliac and hip joints are all lined with synovial membrane and oiled
with synovial fluid.

What problems can occur?

In PA, the synovial membranes that line synovial joints and tendons become thickened
and inflamed. This releases more fluid than normal so the joints and tendons become
tender, swollen, painful and stiff. Symptoms tend to flare up and then die down again.

One form of PA causes inflammation in the ligaments and small synovial joints in the
back. This is known as spondylitis. Symptoms include pain, stiffness and difficulty
bending forwards. It affects around 5% of people with PA and tends to be mild. Repeated
attacks of inflammation can cause stiffening of the joints so that the back becomes stiff
and inflexible.

In some people, inflammation affects the joints between the sacrum and pelvis
(Sacroiliitis).

PA affecting the hip joints is uncommon. Inflammation causes pain and stiffness and
may lead to difficulty walking.

Treatment options

Physiotherapy can help to maintain mobility of your joints so they are less likely to
become stiff and seize up. Anti-inflammatory drugs can help to reduce swelling, stiffness
and pain. Disease-modifying drugs such as methotrexate damp down joint inflammation 
and may slow the tendency to stiffening of the spine. Steroid injections into or around the 
small joints of the back and the sacroiliac joints may help. In some cases it is necessary to 
replace a hip joint with an artificial one (prosthesis).

Aids to assist comfort

Your doctor, physiotherapist or occupational therapist can suggest aids to make life easier,
such as blocks to raise your chair, a raised toilet seat with arm rests, rails, long or thick-handled
tools, if your hands are badly affected a stick, stocking helpers, modified shoes etc. If you 
have problems with particular tasks, let your health professionals know so they can help you 
find solutions.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Psoriatic Arthritis 
and the Neck

Some people with psoriatic arthritis (PA) develop problems in their neck.

The neck

The spinal column is made up of 33 bones (vertebrae). These interlock in a series of
sliding joints that give the backbone flexibility. The spine has four natural gentle curves
(cervical, thoracic, lumbar and sacral) for extra strength and stability. The upper cervical
curve forms the neck. The neck contains 7 cervical vertebrae that are smaller and lighter
than other back bones as they only have to support the weight of your skull. The first
cervical vertebra (atlas) forms a ring of bone that supports the skull, allowing it free
movement. The second cervical vertebra (axis) has a peg that forms a pivot joint with the
atlas and skull that lets them rotate and move up and down. The small joints in the neck
are all lined with synovial membrane and oiled with synovial fluid.

What problems can occur?

In PA, the synovial membranes that line synovial joints become thickened and inflamed.
This releases more fluid than normal so the joints become tender and swollen.
Ligaments are also involved in those people who have spondylitis. PA affecting the neck 
can cause:

•   pain

•   tenderness

•   headache

•   stiffness

•   difficulty moving the head up and down or from side to side.

Symptoms tend to flare up, often following injury or trauma, and then die down again.

Treatment options

Physiotherapy can help to maintain mobility of your neck joints so they are less likely to
become stiff and seize up. Anti-inflammatory drugs can help to reduce pain, swelling and
stiffness. Disease-modifying drugs such as methotrexate can damp down both skin and
joint symptoms. Steroid injections around the neck joints may help. Surgery to fuse the
neck joints (arthrodesis) is occasionally needed if vertebrae become displaced
(subluxation) particularly at the top of the neck.

Aids to assist comfort

Wearing a supporting collar may help to reduce neck pain. The collar can be soft or
made from a firm but light material. Types for day-time use are firmer than those
supplied to sleep in. The collar will support your head, rest your neck muscles and
provide warmth. A neck collar is best worn for short periods from time to time, for
example when jolted around in a car. Specially shaped pillows are also available to
support your neck and head during sleep.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Disability Living Allowance

If you suffer from psoriatic arthritis you may qualify for Disability Living Allowance (DLA).
DLA is for disabled people who become ill or disabled before the age of 65 and:

• need help with personal care, supervision or someone to watch over them or

• are unable to walk, have great difficulty walking, or need someone with them when

walking outdoors or

• need help with both of these.

To qualify for DLA you must:

• meet one or more of the care or mobility conditions (see below) and
• be under 65, or have become ill or disabled before you reached 65, and have not yet

had your 66th birthday (otherwise claim Attendance Allowance instead)and
• normally have satisfied the disability conditions for at least 3 months and expect to

satisfy them for at least the next 6 months (but there are special rules for terminal
illness)and

• normally live in the UK and have been here for at least 26 weeks out of the last 12
months (special rules for terminal illness).

There are two parts to DLA: the “care component” which is paid at one of three rates
and the “mobility component” which has two different levels. Although you must have
become disabled before the age of 65, and applied before the age of 66, once you are
awarded DLA it will continue, without an age limit, as long as you satisfy either the care
or mobility conditions.

Care component: for people who need help with personal care, supervision or watching
over because of disability (physical or mental illness). The lower rate applies if you need
help with “bodily functions” for a significant part of the day (such as when getting up
and going to bed). The middle level applies if you need frequent help throughout the day
OR night. The higher level applies if you need frequent help both day AND night.

Mobility component: for people who need help getting around. The higher rate is for
those who are unable to walk, have great difficulty in walking because of physical
disability, are both blind and deaf, need someone with them when indoors, have lost both
legs (at or above the ankle) or have severe mental disability or behavioural problems. If
you can walk but need someone with you for guidance and supervision, you may qualify
for the lower level.

DLA is:
• not taxable

• does not depend on previous National Insurance contributions

• is not affected by your savings or income

• will not normally affect other benefits or pensions received.

A medical examination is not normally necessary. If you are refused an allowance or
awarded a lower rate than you expected, ask for your case to be reviewed. If you are not
satisfied with the outcome of the review, appeal against the decision within 3 months.

How to get a claim pack: Telephone the Benefit Enquiry Line: 0800 882200 (8.30am-6.30pm
Mon-Fri; 9.00am-1.00pm Sat) or sending off the tear-off slip on leaflet DS 704.

For help with filling in claim forms: Telephone: 0800 (free phone number) 441144.

Ask for leaflet DS704 ‘Disability Living Allowance: you could benefit’.

For children ask for leaflet DS706 ‘Disability Living Allowance for children under 16’.

www.dwp.gov.uk

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Vitamin D Treatments

Topical treatments are products that are applied directly to the skin.  Topical preparations are
the first line treatment in psoriasis.  The ideal topical treatment is clean, easy to use, works
well and produces very few side effects.

What are they?
Vitamin D products are one type of topical treatment for psoriasis.  Your doctor, nurse or
pharmacist can advise you on the range of other topical treatments available. Generally 
vitamin D treatments are clean, are fairly easy to use at home and work well for mild to 
moderate psoriasis.

What do they do?
Inside plaques of psoriasis new skin cells are being produced much more quickly than they
should be.  The cells are growing so quickly that they do not mature properly. This is the 
reason why psoriasis plaques are often scaly.  Vitamin D products help improve psoriasis by
slowing down the production of new skin cells and helping the skin cells mature properly.
They tend to improve psoriasis over a 6 to 8 week treatment period.  

What treatments are available?
There are currently three vitamin D treatment preparations to choose from. The active 
ingredients act directly on the skin to improve symptoms.

See the table for range of vitamin D treatments available.
A combination vitamin D and topical steroid ointment – calcipotriol/betamethasone is now
available.  As this product contains a strong steroid it is not suitable for use on the face or for
more than 4 weeks and is probably best reserved for moderately severe or severe psoriasis.
Possible side-effects of this treatment include skin irritation (itching, burning and redness);
possible problems with calcium balance; psoriasis may come back worse when treatment
stops.  With long-term use the steroid content of the combination it may cause thinning of the
skin producing stretch marks and affect the normal working of the steroid producing adrenal
glands.  It is possible to treat psoriasis using a combination of vitamin D and steroid cream or
ointment using the vitamin D product once a day in the morning for example and the topical
steroid in the evening  - but they should not be applied to the skin at the same time when used
as separate products from different tubes.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE

Calcipotriol
Apply twice daily up
to a maximum of
100g ointment/cream
or 60ml scalp solution
per week.  Should not
be used on the face
and in sensitive areas
– skin folds.

Tacalcitol
Use once daily up to a 
maximum of 10g
daily.  Can be used 
on the face and in
sensitive areas. 

Calcitriol
Apply twice daily up
to a maximum of 30g
daily.  Can be used 
on the face and in
sensitive areas.

Treatment
How is it used?

Possible 
side-effects

Cream Ointment Scalp
lotion

OTC OK for
Children

✔ ✔ ✔ ✔(not 
recommended
for children
under 6 years)

✘

Key: OTC = over-the-counter

Short term skin
irritation.
Possible problems
with calcium 
balance.

Skin irritation
(itching, burning
and redness).
Possible problems
with calcium 
balance.

Mild skin 
irritation.
Problems with
calcium balance
possible. Can
affect the kidney
and liver.

✘ ✔ ✘ ✘ ✘

✘ ✔ ✘ ✘ ✘
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Sunlight and Light Therapy

Sunshine improves psoriasis in many individuals although rarely can worsen the condition
(about 1 in 12 people).  Phototherapy or light therapy is therefore sometimes used to treat
psoriasis. 

Ultraviolet B treatment

There are two main types of light therapy – UVB and photochemotherapy.  Both treatments
are usually administered in hospital and generally patients attend on an outpatient basis.  The
optimal treatment regimen for UVB phototherapy is three treatment sessions per week.  It is
generally very effective for guttate and chronic plaque psoriasis.  The main side-effects of
treatment include burning, ageing of the skin and the potential for development of skin can-
cer.  UVB light has a wavelength of 290 – 320 nm, although burning is usually produced by
wavelengths between 295 and 300 nm.  However, research studies have shown that the thera-
peutic wavelengths are in a narrow-band in the order of 311 - 315 nm.  This finding has
therefore led to the development of a treatment lamp or TL-01 lamp which emits UVB light
within this narrow wavelength band – so called narrow-band UVB.  This allows a higher,
more effective, dose of UVB to be delivered to the skin with less burning.  TL-01 treatment
has been shown to be more effective that traditional broad-band UVB in the treatment of pso-
riasis.  In some studies 80-85% of patients have achieved clearance of psoriasis with TL-01
therapy.

PUVA treatment

PUVA which is a form of photochemotherapy combines a photosensitising medication (pso-
ralen) with long-wave ultraviolet A light (UVA) and is known as PUVA.  UVA light has a dif-
ferent, longer, wavelength to UVB light – 320 – 400 nm.  On its own, UVA light is usually
too weak to be an effective treatment in psoriasis.  However, when combined with a photosen-
sitiser it becomes very effective indeed for the treatment of psoriasis and several other skin
conditions.  Clearance rates of 85-90% can be achieved and maintained for an average of time
of 6 months.

There are two ways of photosensitising the skin prior to PUVA treatment – tablets or by direct
application to the skin.  Psoralen tablets (8-methoxypsoralen) are taken by patients 2 hours
before exposure to UVA light.  Alternatively, topical psoralen may be applied to the skin by
mixing it with water and then bathing or soaking in the product (depending on the area of
skin to be treated) prior to UVA exposure.  This treatment is sometimes called bath PUVA.
The psoralen tablets can produce side-effects of nausea in some patients and PUVA treatment
itself can have side-effects including burning, itching, skin ageing and the development of
skin cancers.  Due to the skin cancer risk of PUVA treatment there is a life-time maximum
amount of treatment allowed per patient.  Animal studies have suggested that PUVA therapy
might cause cataracts and although this has never been shown in humans, patients are advised
to wear UVA-protective plastic lensed spectacles for 12 hours following PUVA treatment.
The most usual treatment protocol involves treatments twice per week with the aim to clear
psoriasis with the minimal number of PUVA exposures.  It is an effective treatment for chron-
ic plaque psoriasis, guttate psoriasis and for some severe forms of the disease also.

Sunbeds

As psoriasis responds mainly to UVB light and minimally to UVA, except when used in com-
bination with a psoralen as PUVA, commercial sunbeds which emit predominately UVA light
tend to only have a modest effect on psoriasis.  If used in large doses over a prolonged period
of time sunbeds can leave users at risk of skin cancer and skin ageing. The British
Association of Dermatologists therefore do not recommend commercial sunbeds for the treat-
ment of psoriasis.  Light treatments are best carried out under medical supervision.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Pustular Psoriasis

There are two main types of pustular psoriasis – palmo-plantar pustular psoriasis and 
generalised pustular psoriasis.

What is palmo-plantar pustular psoriasis?  

Psoriasis often affects the palms and soles.  There is usually a clear cut off between affected
and non affected skin, together with redness and scaling.  However, in addition there are pus-
tules just under the skin surface.  These are sterile pustules and do not merit treatment with
antibiotics as they are a function of intense skin inflammation and keratinocyte necrosis.  The
pustules dry up and resolve to leave brown stains on the skin surface.  This form of psoriasis
can be extremely painful, is more common in women than men and is associated with psoria-
sis at other body sites in only 20% of cases.  It is almost exclusively seen in smokers although
unfortunately stopping smoking does not improve or cure the condition.  It is often difficult to
treat, although some patients do benefit from strong topical steroids combined with tar prepa-
rations.  However, in most cases treatment with acitretin (a vitamin A derivative) tablets is the
most effective.

What is generalised pustular psoriasis?  

Generalised pustular psoriasis (von Zumbusch) is a severe form of psoriasis which is uncom-
mon but potentially serious.  It represents an intense inflammatory flare of psoriasis.  The
skin is extremely red or erythematous and studded with multiple tiny sterile pustules.  Often
antecedent to this sort of psoriasis flare there is a history of withdrawal of oral steroids.
Psoriasis can initially respond well to oral steroids but, on withdrawal, a severe pustular
rebound can occur – a reason for dermatologists not recommending this form of treatment.
Indeed, this type of psoriasis can also be associated with widespread use of strong topical
steroids.  As the skin is so inflamed in generalised pustular psoriasis patients can loose large
quantities of fluid from the skin, similar to burns victims.  It can also be difficult for patients
to properly regulate their body temperature and they may be vulnerable to infection.  For
these reasons patients with generalised pustular psoriasis are often admitted to hospital to
ensure that they remain medically well in the face of such widespread skin involvement with
psoriasis.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org

A Registered Company Limited by Guarantee No: 3055414.  Registered Office: Faulkner House Victoria Street St Albans Herts AL1 3SE
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Genetics of Psoriasis

What are genes?

Genes are the body’s identity tags.  Each gene acts in a different way and is responsible for a
small part of the workings of the human body.  We inherit our genes from both our parents
and pass some of them on to our children.

How are genes important in psoriasis?

There is a strong familial element to psoriasis – a third of patients have a family member with
the disease.  However, studies in twins show that only 70% of identical twins (who are geneti-
cally exactly the same as each other) both have psoriasis.

Which genes are important in psoriasis? 

At present there are several major research groups attempting to identify the "psoriasis gene
(or genes)".  So far, seven confirmed areas within the human genome have been linked to
psoriasis as a result of genome scanning.  The most significant locus - designated PSORS 1 -
is on chromosome 6.  In Type 1 psoriasis, were there is disease onset before or at the age of
40 years, there is often a family history of psoriasis together with a strong association with
PSORS 1.  In Type 2 psoriasis patients have disease onset after the age of 40, a family history
of psoriasis is unusual and there is a much weaker association with PSORS 1.  However other
chromosomes which have been linked to psoriasis susceptibility include numbers 1, 2, 8, 16
and 20.

Will my children get psoriasis?

Both these factors - the relatively low chance of identical twins both having psoriasis and the
large number of chromosomes linked to psoriasis - suggests that it requires more than having
the gene to develop the skin lesions.  It is thought therefore that psoriasis is a "complex dis-
ease" where the skin changes only occur in individuals who not only have a genetic predispo-
sition for the condition but who have also encountered an environmental trigger such as infec-
tion and stress.  

If both parents have psoriasis then the risk of children developing psoriasis is 75% and if one
parent has psoriasis, the risk of children developing the disease is 15%.  Therefore, if you
have psoriasis, your children will not necessarily also develop psoriasis.  However, if a broth-
er or sister (but neither parent) has psoriasis then the risk of other siblings developing psoria-
sis is 20%.  

It is likely that what is currently called psoriasis may ultimately turn out to be a spectrum of
clinically similar, but genetically different diseases.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
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Difficult to Treat Psoriasis

What do treatments do in psoriasis?

Psoriasis is a chronic or long-standing skin condition for which at present we have no cure
for.  This means that all treatments for psoriasis are only able to help settle down the symp-
toms of psoriasis and are not able to make the condition go away once and for all.

For a particular treatment to have the best chance of success it is important to follow your
doctor or nurse’s instructions as exactly as possible.  There are many types of treatment for
psoriasis.  Different types of treatment take varying times to work so allow enough time for a
treatment to become effective before trying a new one.  Make sure to discuss all your treat-
ment options with your GP or dermatologist in order to make the best choices for YOU.
Psoriasis treatment is a partnership between you and the health-care professional advising
you.

Why can psoriasis be difficult to treat?

Psoriasis can affect people in different ways.  In some it may only cover a small area although
in others there may be near total skin involvement.  Sometimes psoriasis can respond very
well to treatments and at other times even the strongest treatments seem to have very little
effect.  Psoriasis can also cause great psychological distress and can lower your self esteem
and disrupt your life style.  Just having some visible psoriasis plaques on the skin can cause
suffers to feel embarrassed, anxious, to lack confidence or to feel depressed.  For all these
reasons psoriasis may seem difficult to treat.

Where can I get help?

Psoriasis is a common condition and affects as many as 1 in 50 people.  Many people with
psoriasis do not even seek treatment and others get very good results from treatments recom-
mended for them by their GP.  

However, if your psoriasis is proving difficult to treat your GP may consider referring you to
a dermatologist.  At this stage in addition to first line treatments such as topical preparations
(where treatment products are applied directly to the skin) there are a number of additional
treatment choices available.  These include in-patient treatment, light treatment or photothera-
py and systemic (tablet / injection) therapy.  

In some circumstances psoriasis can be extra-hard to treat and you may be referred to a spe-
cialty psoriasis clinic.  These clinics are usually run in a University Teaching Hospital by
teams of doctors, nurses and other health-care professionals, often including psychologists,
who have a special interest and expertise in psoriasis and its treatment.  These clinics are
often closely linked to psoriasis research projects and clinical trials into new treatments for
psoriasis thus ensuring that the patients who need the most help have access to the latest
developments in treatment.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Biological Therapies

What treatments are available for psoriasis?

At present there are three main ways to treat psoriasis
• with topical treatment (where the treatment is applied directly to the skin)
• with light treatments (using either UVB or UVA light usually in hospital) or
• with drugs (which can be taken either by mouth as tablets/medicine or by injection)

All these treatment options have side-effects.  Also, some treatments may not help all patients
and sometimes psoriasis can be so severe that even the strongest treatments do not work.  For
these reasons doctors have been trying to develop new, better, treatments for psoriasis which
have very few side-effects and are safe for patients to take in the long term.

What are biological agents?

There are many new drugs for psoriasis currently being developed.  This is good news for
psoriasis treatment and is thanks to an enormous amount of research work and to new tech-
niques available to drug companies for drug development.  These new drugs are referred to as
"biological agents", or "biologics" in the USA, as they have been carefully designed to resem-
ble human chemicals or proteins and to interrupt important steps in the development of psori-
asis.  These selective features also help reduce side-effects and increase safety.

What new biological therapies are available?

Biological therapies are not widely available yet and many treatments are still at the clinical
trial stage.  However they are an exciting new advance in the therapy of psoriasis and likely
have a big impact on future psoriasis treatment.  Examples of some of the new biological
therapies include:

• Alefacept: is effective in psoriasis when given once weekly by injection and has produced 
excellent improvement in psoriasis in approximately one third of patients in clinical trials.  

• Eflalizumab: is given by injection.  In trials half the patients treated achieved good clinical
improvement and a quarter achieved excellent improvement.

• Etanercept and infliximab: are effective treatments for many immune-mediated diseases 
including rheumatoid arthritis and psoriasis. They work by blocking a chemical called 
TNF-a which is an important stimulant of skin inflammation. TNF-a is increased in psoria-
sis. In a trial of patients with severe psoriasis infliximab (given as an intravenous infusion)
was highly effective in >80% of patients and etanercept (given as an injection into the
skin) produced excellent improvement in a quarter of patients.

There are a number of biological therapies in development. It is likely that they will   
change the way psoriasis is managed.  The main potential drawback is cost to the NHS.

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
Tel:+44 (0)870 7703212  Fax:+44 (0)870 7703213  E-mail: info@paalliance.org  Website: www.paalliance.org
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Psoriasis - Glossary of Terms 
Adherence: when a patient follows their advised treatment programme

Anthralin: a topical treatment prescribed for the management of mild to moderate psoriasis

Antibody: a protein produced by immune system cells that binds to antigens on foreign parti-
cles/bodies allowing other elements of the immune system to attack, destroy or remove them

Antigens: the ‘fingerprint’ detected by the immune system that is found on every potentially
harmful organism that enters the body 

Biological therapy: drugs made from natural proteins using biotechnology 

Biotechnology: use of recombinant DNA, cell fusion, and new bioprocessing techniques applied
to research and product development

Cell: an organism that contains all the genetic information required to make a life form

Clinical trial: investigational studies of new treatments, new uses of existing treatment, or new
screening methods to detect disease

Coal tar bath: coal tar solution is added to bath water for great coverage and penetration, used
to treat the scaling, inflammation and itching of psoriasis and other skin disorders

Compliance: much the same as adherence – whether a patient carries out what they are
advised

Cyclosporin: a prescription drug that decreases the body's immune response, used in the treat-
ment of psoriasis

Cytokine: messengers that carry biochemical signals to regulate local and systemic immune
responses, inflammatory reactions, wound healing, formation of blood cells, and any other biolog-
ical processes. In psoriasis, cytokines carry messages that promote overly rapid development of
skin cells.

Dermis: the deep layer of skin

Emollient: an agent that soothes and softens the skin; also known as a moisturiser

Epidermis: the outer layer of skin

Erythroderma: an abnormal reddening, flaking and thickening of the skin, affecting a wide area
of the body

Erythrodermic: intense scaling and inflammation of the skin

Erythrodermic psoriasis: psoriasis characterised by severe redness, scaling and shedding of
the skin

Exfoliation: removing dead cells from the skin’s surface

Flexures: the areas where the limbs bend, bringing together two surfaces, for example, the front
of the elbows and the back of the knees

Gene: the material that forms the biologic code for all life forms

Guttate: a term used to describe small, dot-like lesions on the skin that are shaped like drops of
water

Guttate psoriasis: psoriasis characterised by red, drop-like dots on the skin

Helper T-cells: cells that travel through the blood looking for antigens, when one is encountered
they trigger other immune cells to attack

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
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Human leucocyte antigen (HLA): immune system markers strongly associated with the causes
of psoriasis

Immune system: the biochemical complex that protects the body against infections and other
foreign bodies that lead to illness

Immunomodulatory drugs: drugs that alter the function of the immune system

Infection: the invasion of the body by microorganisms that reproduce and multiply, causing dis-
ease

Inflammation: reaction by tissue, for example skin, in response to infection or injury, usually
involving reddening and swelling

Informed consent: the process by which a volunteer for a clinical trial agrees to participate after
being fully informed regarding purposes of the trial, risks and benefits associated with participa-
tion in the trial, and whether volunteers will be randomised to receive treatment or placebo

Inverse psoriasis: psoriasis characterised by smooth, inflamed lesions in body folds

Keratinocyte: a type of skin cell making up over 95% of the epidermis, accelerated growth of
these cells leads to the development of psoriasis lesions

Keratolytic: an agent that promotes the shedding of the epidermis at regular intervals

Killer T-cells: cells in the immune system that actively target and destroy cells perceived as for-
eign

Koebner’s phenomenon: psoriatic lesions that appear at the site of injury, infection or other skin
problem

Leukocytes: a type of white blood cell (involved in the immune system)

Lesions: a wound or injury to the skin, for example, a patch of skin affected by psoriasis

Macrophage: cells that destroy foreign antigens and initiate T-cell formation, also called an ‘anti-
gen-presenting cell’

Methotrexate: an agent prescribed for the treatment of moderate to severe psoriasis

Monoclonal antibody (MAb): antibodies created with biotechnology techniques in laboratories
that are highly specific and ‘recognise’ and target only one molecule, such as a receptor, or anti-
gen.

Non-contagious: incapable of being transmitted from person to person

Parakeratosis: the process by which psoriatic skin cells continuously form and move upward to
the skin surface faster than they can be incorporated into the skin, resulting in them scaling off

Pastes: ointments in which powder is suspended

Photo-chemotherapy: when light therapy and drug therapy are used in combination

Phototherapy: treatment with artificial ultraviolet light

Placebo: an inactive drug with no medicinal value, used as method of ‘control’ in clinical trials

Plaque: a flattish, raised, scaly patch on the skin more than 2 cm across and formed by psoria-
sis

Plaque psoriasis: psoriasis characterised by red, silvery-white, scaly skin lesions, accounting
for about 80 percent of all cases

Psoriasis: a persistent skin disease in which the skin becomes inflamed, producing red, thick-
ened areas with silvery scales, most often on the scalp, elbows, knees, and lower back  

Psoriatic arthritis: a genetically driven autoimmune disease affecting large and small joints that
occurs in less than 10 percent of psoriasis patients

Further information is available from the P.A.A. by sending a SAE to:
Psoriatic Arthropathy Alliance, PO Box 111, St Albans, Herts. AL2 3JQ 
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Pustular psoriasis: psoriasis characterised by pus-like blisters on the skin usually occurring on
the hands or feet

Pustular: pus-filled lesions and intense scaling

Receptor: structures on the surface of cells that serve as docking sites for other cells to relay
information or trigger a reaction

Remission: the period during which the symptoms of a disease decrease or subside

Retinoids: vitamin A derivatives used in the prevention and treatment of various skin problems

Scales: thin flakes on the skin surface

Shake lotions: a combination of a powder and liquid that must be shaken before being applied
to the skin

Steroid: an abbreviated word for corticosteroids, which are powerful drugs used to control
inflammation and itching of the skin. Very often this is shortened to ‘steroids’ causing people to
confuse their skin treatments with the anabolic steroids used for body-building

Subcutaneous: beneath the skin

Systemic: referring to the body as a whole 

Systemic therapy: drugs that affect the whole body

T-cells: cells that either initiate the immune response (helper T-cells) or actively target and
destroy cells perceived as foreign (killer T-cells)

T-cell receptors: molecules on the surface of T-cells that are the sites for macrophages to ‘pre-
sent’ antigens to the T-cell and trigger an immune response

T-lymphocytes: a type of white blood cell within the immune system

Topical: treatments that are applied to the skin rather than being taken internally

Trigger: an environmental factor that acts together with genetic predisposition to cause the onset
or worsening of psoriasis

Tumour necrosis factor (TNF): a protein in the body involved in inflammatory processes that
also damages tissue in and around the joints of people with psoriatic arthritis

Ultraviolet light (UV): the part of light that can be used to treat psoriasis but can also cause
sunburn

ABBREVIATIONS:
OTC Over the Counter (treatments available with no prescription)
PASI Psoriasis Area and Severity Index
PCG Primary Care Group
PCT Primary Care Trust
PDI Psoriasis Disability Index
POM Prescription Only Medication
PUVA Psoralen and UV-A Treatment
UV-A Ultraviolet light with wavelengths ranging from 320 to 400 nm
UV-B Ultraviolet light with wavelengths ranging from 290 to 320 nm

Further information is available from the P.A.A. by sending a SAE to:
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What do the tests mean?
a glossary of puzzling words you may meet 

A.

ACUTE PHASE PROTEIN - a protein produced in the liver which increases during inflammation,
e.g., C-reactive protein (CRP) see under C.
ALBUMIN - a blood protein which falls in severe inflammation, malnutrition and some kinds of
kidney disease.
ALKALINE PHOSPHATASE - liver enzyme monitored in patients taking methotrexate or azathio-
prine
ARTHRALGIA - pain in a joint.
ARTHROPATHY - something wrong with a joint.
ARTHRITIS - inflammation of a joint.
AST - a liver enzyme - see alkaline phosphatase above

B.

BAKER'S CYST - swelling behind the knee which contains fluid, common in osteoarthritis, also
rheumatoid arthritis, and sometimes psoriatic arthritis.

C.

CITRULLIN ANTIBODIES - new and very specific test for rheumatoid arthritis.
CREATININE CLEARANCE TEST - test done on a 24-hour urine sample + a blood sample as a
measure of kidney function.
C-REACTIVE PROTEIN (CRP) - a protein produced in the liver which rises in quantity in the
blood when there is active Inflammation. In psoriatic arthritis pain may be present with some
swelling in a number of small joints without this showing an abnormal result. Increased -when
there is active involvement of large joints or widespread bone erosion

D.

DEXA SCAN - this is the best measurement of bone mineral density. Inflammatory spondylitis
found in some patients with arthropathy may be accompanied by reduced bone density in the ver-
tebrae particularly.
VITAMIN D - special forms of this can be measured in blood and if low supplements of vitamin
D3 maybe advised.
DNA - antibodies to DNA are the most specific and reliable test for the diagnosis of systemic
lupus erythematosus and are rarely found in psoriatic arthropathy whereas the screening test for
anti-nuclear antibodies is occasionally found positive but usually has
no significance.

E.

EFFUSION - collection of fluid in a joint.
ENA - antibodies to extractable nuclear antigens are looked for in patients with connective tissue
diseases such as systemic lupus erythematosus and are helpful in predicting which organs are
likely to be affected and indicating a more specific diagnostic category.
ENTHESIS - the junction between bone and ligament or bone and muscle.
ENTHESITIS - inflammation of this junction is commonly found in psoriatic arthritis.
ESR - traditional test for inflammation - not specific for arthritis and may be normal despite it.

F.

FACET JOINTS - the small joints extending throughout the spine which slide up and down in
movement and a source of pain when inflamed.
FOLIC ACID - given to patients on methotrexate, reduces likelihood of mouth ulcers and blood
count abnormalities.
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G.

GAMMA GT - blood test for a protein made in the liver, particularly sensitive to alcohol overuse,
but found in other causes of liver dysfunction. Patients with high results are not safe to take
methotrexate without careful evaluation.
GLUCOSE - the sugar found in the blood which the brain and the muscles use as fuel. Too high
in diabetes, too low in diabetics given too much insulin.
GLUCOSE TOLERANCE TEST - test involving taking a dose of glucose followed by a series of
blood tests to see how much has appeared in the blood over a period of hours and used to con-
firm diagnosis of diabetes. Useful in patients on long-term steroid treatment.
GLYCATED HAEMOGLOBIN - test done on blood in diabetes to check on long term control.

H.

HYDROCORTISONE - the least powerful of the steroid medicines available.
HYPOGLYCAEMIA - low blood sugar.
HYDROXYUREA - a drug used in the treatment of psoriasis.

I.

INTRAVENOUS INFUSION - technique of giving medicine such as Infliximab/Remicade.
IRON - important component of haemoglobin, the oxygen-carrying pigment which gives blood its
colour. Hence iron may be given as a medicine in anaemia.

J.

JOINT - site at which two bones come together, may be very mobile, eg, shoulder, or almost
immobile, eg, the sacro-iliac joint.
JOINT FLUID - this has special features in psoriatic arthritis (see under L.)
JUNCTIONAL TISSUE - see enthesis above

K.

KENALOG - proprietary name for triamcinolone acetonide, longest-acting and most potent
steroid available for joint injections; at present.

L.

LATEX TEST - very sensitive, but not very specific test for rheumatoid factor in the serum.
LEUCOCYTES - white blood cells increased during infection. In psoriatic joint effusions leuco-
cytes, rather than lymphocytes, show a particular increase in numbers. In rheumatoid arthritis
lymphocytes usually predominate. In the blood lymphocytes are often found to be reduced in
patients on immunosuppressive forms of treatment.
LUNG FIBROSIS - a rare complication of treatment with methotrexate predominantly in elderly
women.

M.

MACROCYTES - red blood cells of increased size. May be found in patients treated with azathio-
prine, methotrexate or sulphasalazine.
MACROPHAGES - cells which devour the remains of dead cells of other kinds and sometimes
bacteria also.
MR1 - magnetic resonance imaging - uses magnetic fields and radio signals to compose images
of body slice by slice without using x-rays.

N.

NUMBNESS - loss of sensation in fingers, eg, in carpal tunnel syndrome, in toes in sciatica or
generally in peripheral neuropathy and other neurological diseases. Seen occasionally as a drug
side-effect.

O.

ONYCHOLYSIS - a severe form of the psoriatic nail dystrophy in which there is thickening, split-
ting of the nail into layers and crumbling of the edge.
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P.

PITTING - mild form of nail dystrophy in which minute indentations usually smaller than the head
of a pin are seen in the nails.
PLANTAR FASCIITIS - a cause of heel pain, a variant of enthesitis frequently found in psoriatic
arthropathy.
POLYARTHRITIS - arthritis affecting many joints.

Q.

QUEEN TEST - quality question devised by a distinguished hospital architect and pioneer of
operational research in hospitals. The question is: If we were doing this for the Queen, is this how
we would do it.

R.

RETINOIC ACID DERIVATIVES - drugs used in the treatment of psoriasis and helpful for the
arthritis in some cases.

S.

SPONDYLITIS - spinal inflammation may be part of psoriatic arthropathy.
STEROIDS - short form of the word corticosteroid, too high a dose used for too long may lead to
diabetes, high blood pressure, poor wound healing, susceptibility to infection, cataracts and glau-
coma. More recently, it has been appreciated that the long term use of quite small doses may
lead to osteoporosis. Some psoriasis sufferers given oral steroids will find that, on cessation of
treatment, the psoriasis appears in areas not previously affected.
SULPHASALAZINE - an old, but still useful drug for psoriatic arthritis but rarely helps the skin.
Careful monitoring is essential in the early weeks of treatment particularly. Serious side-effects in
the longer term are uncommon.

SYNOVITIS - inflammation of a joint.

T.

TECHNETIUM - a man-made radio-active element used in isotope scans.
THROMBOCYTOPAENIA - a reduced number of platelets in the blood. This may be a cause of
bruising or bleeding and is a potential side-effect from a number of treatments, hence the need
for regular blood monitoring.
TNF - tumour necrosis factor. A number of biological agents which block this rae*ator of inflam-
mation have been devised, notably Embrel and Remicade. They are but the first in a series of
agents based on similar principles which will have much to offer in the future.

U.

ULTRASOUND - this is used both in diagnosis and treatment. High resolution ultrasound equip-
ment has an increasing role in the diagnosis of rheumatic disorders and its value as a treatment
tends currently to be underestimated in the UK.
UREA - blood urea is measured as a fairly guide to kidney function but is useful as part of a bio-
chemical profile in monitoring drug treatment.
URIC ACID - if increased in blood may indicate gout.

V.

VASCULAR - pertaining to blood vessels.
VASCULITIS - inflammation of blood vessels, a feature of some rheumatic diseases but not pso-
riatic arthritis.

W.

WAX - hot wax baths were formerly very commonly employed for the treatment of stiff rheumatic
hands and were actually quite effective in the short term. The technique was time-consuming
needed to be repeated frequently and the apparatus was occasionally a fire hazard, so has large-
ly been withdrawn.
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X

X-RAYS - main disadvantage is the radiation risk, so dgt where possible other techniques of
imaging are employed, eg, ultrasound or MRI scans, but still very useful in specific situations.

Y.

YTTRIUM-90 - a radio-active element, sometimes used to inject into chronically inflamed joints to
provide longer periods of relief than steroid injections and mostly used for knees. Results in psori-
atic arthritis less good than in rheumatoid arthritis.

Z.

ZYLORIC - brand name for allopurinol, drug used in the treatment of gout. Quite frequently new
patients give a history of receiving this treatment when they have shown their doctor a red,
swollen, painful toe and the diagnosis of psoriatic arthritis has not been considered.
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Keep in touch with the PAA. Register free
• Opportunity to take part in patient focus group meetings
• Receive relevant free mailings via PAA 
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Psoriatic Arthropathy Alliance
PO Box 111, St Albans, Herts. AL2 3JQ. UK

Tel:+44 (0)870 770 3212  Fax: +44 (0)870 770 3213
E-mail: info@paalliance.org  Website: www.paalliance.org

The PAA is a national registered charity dedicated to raising awareness and helping people 
with psoriatic arthritis and its associated skin disorder, psoriasis.

Registered charity no: 1051169
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