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Editorials

Beyond skin:
the need for a new approach to the management of psoriasis in primary care

Psoriasis is a complex, long-term, 
inflammatory disease associated with 
significant physical, psychological, and 
social sequelae.1,2 It is currently incurable, 
with the majority of patients being diagnosed 
before the age of 30 years. This means 
that for most of their adulthood, people 
with psoriasis live with a chronic, disabling, 
and potentially stigmatising condition. The 
majority of patients are managed in primary 
care in the UK. Later this year, the National 
Institute for Health and Clinical Excellence 
(NICE) will publish guidelines for the 
management of psoriasis in the NHS in 
England, Wales, and Northern Ireland. The 
development of these guidelines closely 
follows publication of those for Scotland.3

The publication of these guidelines is 
timely given that, in recent years, there 
has been a paradigm shift in the way that 
psoriasis is perceived by dermatologists 
and by the wider scientific community. It is 
now accepted that psoriasis is an immune-
mediated inflammatory disease — in the 
same class as inflammatory bowel disease 
and rheumatoid arthritis4 — and is a product 
of complex gene-environment interactions 
that are likely to represent an interplay 
between an abnormal skin barrier and 
the innate and adaptive immune systems. 
There is strong evidence for psoriasis being 
a prototypic Th17 disease with prominence 
of interleukins 17 and 22.5 In addition, 
rates of occurrence of psoriasis with 
other conditions, including cardiovascular 
disease,6 metabolic syndrome,7 stroke, 
and depression, are higher than would be 
expected by chance; what is still unclear, 
however, is whether psoriasis can be 
designated as an independent risk factor for 
these comorbidities. Research into direct 
pathophysiological processes underpinning 
the development of psoriasis, as well as 
indirect behavioural routes, is currently 
ongoing in a number of centres in the UK.8

HOW PSORIASIS CAN AFFECT PATIENTS
The significant psychological and social 
consequences of psoriasis have been 
documented for over 20 years. Very high 
levels of distress are reflected in the 
numbers of deaths by suicide associated 
with psoriasis9 but, neither the development 
of integrated psycho-dermatology services, 
nor corresponding changes in professional 
training, have followed. Few specialist 

psychological services for patients with 
dermatological conditions are available 
in the UK and opportunities for referral 
to specialist centres are limited by low 
levels of recognition of patient need. The 
clinical (physical) severity of psoriasis does 
not correspond with patient experiences of 
distress and impairment of quality of life.10

Participants with psoriasis in our recent 
in-depth study11 of a diverse community-
based sample echoed frustrations reported 
in large patient surveys. They perceived 
medical practitioners as lacking expertise 
in managing patients with psoriasis 
and as failing to refer appropriately to 
specialist care, despite the fact that referral 
guidelines have been shown to be effective 
for this group.12 There is evidence of 
significant dissatisfaction with, and patient 
disengagement from, NHS services. One 
implication is that many patients may not 
be benefiting from major advances in the 
management of severe psoriasis such as 
NICE-approved, targeted biologic therapies. 

CHANGING CARE
The last 10 years have seen major changes 
in the management of long-term conditions 
such as diabetes. There is an emphasis on 
regular review and monitoring, case-finding 
for depression, support and advice about 
healthy lifestyles, and putting systems in 
place to address secondary prevention. This 
is recognised in the Quality and Outcomes 
Framework, which rewards activities 
carried out in primary care.13 Systems of 

financial incentivisation applied to other 
conditions may be one way to ensure this 
gap begins to be narrowed. 

A failure to recognise psoriasis as a 
long-term condition means that there 
is a misalignment between current 
understanding about psoriasis and the 
capacity of current UK health services 
to respond to the needs of patients with 
the condition. Primary care practitioners 
need to be sufficiently skilled to support 
the psychological and self-care demands 
associated with psoriasis; there is a need 
to not only recognise mood disorders 
associated with the condition, but also to 
offer regular monitoring, particularly with 
respect to cardiovascular risk. A move to 
recognising the link between psoriasis 
and psychological distress has been made 
by a joint initiative between the Psoriasis 
Association and the Mental Health 
Foundation, ‘See Psoriasis: Look Deeper’.

Adopting a new paradigm for the 
management of psoriasis has clear 
implications for decision making among 
newly formed clinical commissioning 
groups. Recognition of psoriasis as a 
complex long-term condition demands 
appropriately resourced responses. We 
anticipate that publication of guidance 
from NICE regarding the management of 
psoriasis will provide clinicians with an 
opportunity to consider ways of providing 
evidence-based practice. However, there 
is concern that the continued downward 
pressure on referrals to specialist services 
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may mean that access to best treatments 
will be limited for patients whose health 
needs are as significant and complex as 
those of patients with diabetes. 

Psoriasis is a complex, lifelong, and 
potentially life-ruining condition, with 
significant physical, psychological, and 
social impacts.1–2 Viewing it as a simple 
skin condition is not helpful for patients or 
for those whom they consult. 

Lis Cordingley, 
Senior Lecturer in Health Psychology, Institute of 
Inflammation and Repair, School of Medicine, The 
University of Manchester, Manchester Academic 
Health Science Centre, Manchester.

Pauline A Nelson, 
Research Associate, Institute of Inflammation 
and Repair, School of Medicine, The University of 
Manchester, Manchester Academic Health Science 
Centre, Manchester.

Christopher EM Griffiths, 
Professor of Dermatology, Institute of Inflammation 
and Repair, School of Medicine, The University 
of Manchester and Acting Director, Manchester 
Academic Health Sciences Centre, University of 
Manchester, Manchester.

Carolyn A Chew-Graham, 
Professor of General Practice Research, Arthritis 
Research UK Primary Care Centre, Primary Care 
Sciences, Keele University, Keele.

Acknowledgements
The authors are writing on behalf of the IMPACT 
(Identification and Management of Psoriasis 
Associated Comorbidity) programme research 
team. The authors are currently undertaking 
independent research commissioned by the 
National Institute of Health Research (NIHR) 
under its Programme Grants for Applied Research 
scheme (RP-PG-0608-10163). The views expressed 
are those of the authors and not necessarily those 
of the National Health Service, the NIHR, or the 
Department of Health.

Provenance
Commissioned; not externally peer reviewed.

Competing interests
The authors have declared no competing interests.

DOI: 10.3399/bjgp12X658133

REFERENCES
1. Rapp SR, Feldman SR, Exum ML, et al. 

Psoriasis causes as much disability as other 
major medical diseases. J Am Acad Dermatol 
1999; 41(3 Pt 1): 401–407.

2. Boehncke WH, Boehncke S, Schön MP. 
Managing comorbid disease in patients with 
psoriasis. BMJ 2010; 340: b5666.

3. Burden AD, Hilton Boon M, Leman J, et al. 
Diagnosis and management of psoriasis and 
psoriatic arthritis in adults: summary of SIGN 
guidance. BMJ 2010; 341: c5623.

4. Griffiths CE, Barker JN. Pathogenesis and 
clinical features of psoriasis. Lancet 2007; 
370: 263–271.

5. Martin DA, Towne JE, Kricorian G, et al. The 
emerging role of IL-17 in the pathogenesis 
of psoriasis: preclinical and clinical findings. 
J Invest Dermatol 2012: doi: 10.1038/
jid.2012.194. [Epub ahead of print].

6. Mehta NN, Azfar RS, Shin DB, et al. Patients 
with severe psoriasis are at increased risk of 
cardiovascular mortality: cohort study using 
the General Practice Research Database. Eur 
Heart J 2010; 31(8): 1000–1006.

7. Sommer D, Jenisch S, Suchan M, et al. 
Increased prevalence of the metabolic 
syndrome in patients with moderate to severe 
psoriasis. Arch Dermatol Res 2007; 298(7): 
321–328.

8. IMPACT. Identification and management of 
psoriasis associated comorbidities. University 
of Manchester: National Institute for 
Health Research (NIHR), 2010–2014. www.
impactpsoriasis.org.uk (accessed 8 Oct 2012).

9. Kurd SK, Troxel AB, Crits-Christoph P, 
Gelfand JM. The risk of depression, anxiety, 
and suicidality in patients with psoriasis: a 
population-based cohort study. Arch Dermatol 
2010; 146: 891–895.

10. Richards HL, Fortune DG, Weidmann A, et al. 
Detection of psychological distress in patients 
with psoriasis: low consensus between 
dermatologist and patient. Br J Dermatol 
2004; 151(6): 1227–1233.

11. Nelson PA, Chew-Graham CA, Griffiths CEM, 
Cordingley L. Recognition of need in health 
care consultations: a qualitative study of 
people with psoriasis. Br J Dermatol 2012: in 
press.

12. Griffiths CEM, Taylor H, Collins SI, et al. 
The impact of psoriasis guidelines on 
appropriateness of referral from primary to 
secondary care: a randomized controlled 
trial. Br J Dermatol 2006; 155(2): 393–400.

13. Campbell SM, Reeves D, Kontopantelis E, 
et al. Effects of Pay for Performance on the 
Quality of Primary Care in England. N Engl J 
Med 2009; 361(4): 368–378.

ADDRESS FOR CORRESPONDENCE

Carolyn Chew-Graham
Arthritis Research UK Primary Care Centre,  
Primary Care Sciences, Keele University, Keele, 
Staffordshire, ST5 5BG, UK.

E-mail: c.a.chew-graham@keele.ac.uk 

British Journal of General Practice, November 2012   569


