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About the Book



Psoriasis is a common and sometimes painful skin condition affecting more than 1.5 million people in Britain. Brought to most people’s attention in Dennis Potter’s THE SINGING DETECTIVE, it can vary in severity from simply being a mild nuisance to being so bad that the sufferer has to be admitted to hospital. With no known longterm cure, this comprehensive guide seeks to give practical help to all age groups, describes the different types of psoriasis and lists the possible causes. Following the style established by Jenny Lewis’s three previous titles, THE PSORIASIS HANDBOOK contains invaluable case histories showing how individuals cope with psoriasis, as well as the various treatments available. Packed with essential information, THE PSORIASIS HANDBOOK is THE guide for suffers, friends and relations.
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Although every effort has been made to ensure that the contents of this book are accurate, it must not be treated as a substitute for qualified medical advice. Always consult a duly qualified medical practitioner. Likewise, you must not regard the suggestions as a substitute for qualified medical advice. Neither the Author, the Publisher nor The Psoriasis Association can be held responsible for any loss or claim arising out of the use, or misuse, of the suggestions made or failure to take medical advice.


 



FOREWORD



A comprehensive book on psoriasis is long overdue. Now Jenny Lewis has provided us with a far-ranging book, which answers most questions about this most distressing and puzzling condition.

Interviews with those who have coped with the condition are most valuable and eye-opening.

It is important that not only those who suffer from the condition should be well informed, but also anyone who has any dealings with psoriasis sufferers, including health professionals.

This book will also provide a reference point for those studying hairdressing, beauty therapy, alternative therapies, etc., as well as nursing, physiotherapy, occupational therapy, podiatry and so on.

January 1996

LINDA HENLEY

Chief Executive

The Psoriasis Association


 



INTRODUCTION



Psoriasis is a common skin condition that affects about two percent of the population. Some people will have a mild form of the condition while for others it can be extremely troublesome. As with most chronic illnesses, the severity of psoriasis in any one person can fluctuate enormously.

Although the basic causes of psoriasis are as yet unknown, it is thought that a predisposition to it tends to run in families. It has been estimated that just under a third of sufferers have relatives who also have the condition. If a member of your family has it, you will not necessarily get it. What you have inherited is a susceptibility to it, although doctors do not as yet know exactly why.

Scientists working on identifying the genes that may cause psoriasis currently believe that the condition is not caused by a single gene but by defects in several genes. Environmental factors are also thought to play a part.

One thing we do know is that psoriasis is not caused by poor skin hygiene, nor is it infectious. You cannot catch it from anyone and, by the same token, no one can catch it from you.

Psoriasis is not a form of skin cancer. It is an autoimmune disease. This is a condition where the immune system triggers an attack on parts of the body. There are several autoimmune conditions; diabetes is another one.

Psoriasis can develop at any age, with puberty being a common time for it to make its first appearance. It can start in childhood, young adulthood, middle age and even as late as the fifties and sixties, although with people who have a family history of psoriasis, it tends to start at an earlier age. Although throughout the book, psoriasis patients are generally referred to as ‘he’, this is simply for convenience: psoriasis affects men and women more or less equally. Some women find that it gets better during pregnancy while others find it can occur for the first time in pregnancy. Other women experience psoriasis for the first time during the menopause.

Psoriasis develops when the body produces new skin cells at a much more rapid rate than usual. Normally, the body produces new cells in time to replace the dead ones that have been shed. This is usually a fairly slow and co-ordinated process. With psoriasis, the new skin cells are produced while the dead ones are still on the surface of the skin. The new cells push their way up to the top of the skin forcing the dead cells out. This is what causes the flakiness and gives the psoriatic patches their raised look.

Psoriasis can resemble eczema, a more common skin condition. But the treatment is different. Some of the creams that help eczema do not have any effect on psoriasis and can sometimes even make it worse. The skin condition may be neither psoriasis nor eczema but fungal. Again the treatment is different. So it is very important to get your skin condition expertly diagnosed.

Your GP may be able to diagnose psoriasis by the look of the skin and by finding out whether or not there is a history of psoriasis in your family. If there is any doubt, your doctor will refer you to a dermatologist to confirm the diagnosis.

It is often thought that psoriasis is not an itchy condition, but this is not the case for many sufferers. The Psoriasis Association says that over 50% of patients experience itching and people with scalp psoriasis can be particularly troubled by itchiness. Psoriasis comes from the Greek word ‘Psora’ which means ‘itch’. So itching is an integral part of the condition.

Even though we don’t know what actually causes psoriasis, we do have pointers as to some of the things than can set it off for the first time in susceptible people. One of the most common of these seems to be severe emotional stress or trauma. This is discussed further in the next chapter and in different contexts throughout the book. Another possible trigger is a type of throat infection caused by a bacterium called streptococcus which can be followed by a form of the condition known as guttate psoriasis. Most throat infections are viral and not bacterial. Triggers are examined more closely in Chapter One (see here).

Although psoriasis cannot be cured, it can be treated and many sufferers find that the condition can go into remission for months and often for years at a time. Some fortunate people find that their psoriasis suddenly goes away and never returns. Getting the condition diagnosed and treated is the key to getting it under control. One of the purposes of this book is to help you to get the better of your psoriasis. Understanding the causes and triggers and knowing how to treat it both with medical help and on your own can help to keep the condition at a containable level.

Since stress and emotions are thought to play such a significant part in psoriasis, this book examines possible treatments in this respect. If, for instance, the condition was initially triggered by a traumatic event, psychotherapy or counselling may be effective ways of treating it. If the psoriatic flare-ups coincide with times of stress or if a stressful life-style keeps the condition constant or severe, finding ways of handling stress is certainly worth a try. All of this is discussed in Chapters Eight and Twelve.

Inevitably, the worst aspect of psoriasis is the psychological effect that it has on sufferers. Many feel that their skin is unsightly and they are embarrassed about it. Some people restrict their social lives considerably because of the embarrassment factor. Many patients will not take part in any activity where communal changing is involved.

One sufferer said she never went swimming. She could ignore the stares at the psoriatic blemishes on her body but she could not cope with the embarrassment in the changing rooms. ‘I would take off a vest or a tee shirt and volumes of dead skin would drop,’ she explained. ‘People would look revolted. Some would quickly leave. It was very hurtful but I couldn’t blame them’. Another psoriatic swimmer was asked to leave the swimming pool because her presence was upsetting to the other swimmers.

It is not surprising that many patients feel very isolated despite the fact that in Britain alone there are more than a million people with the condition.

A chronic illness that makes you feel unattractive, uncomfortable and, at times, embarrassed can be very demoralising and this can in itself make the condition worse. But inasmuch as negative feelings can make the psoriasis worse, positive ones can make it better. If you believe that you can get the condition under enough control to live life the way you want to, that is precisely what you will do. It may take time and a lot of trial and error to find the treatments that suit you best, but you will get there and it will be worth the struggle.

This book is written with the co-operation and backing of The Psoriasis Association which represents some 12,000 sufferers in the U.K. Some of the members of the Association have given personal accounts of what it feels like to have psoriasis and how it affects their lives. These stories appear throughout the book.

So, along with medical information, practical advice on how to control the condition and a look at some of the complementary therapies that may help, this book explains what it feels like to have psoriasis. This may enable you to realise that some of the experiences and feelings that you have are shared by a great many others. As you read the personal stories in this book you will probably identify with many of the people who tell them. Often the first bit of healing occurs when you know that you are not alone.
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WHAT IS PSORIASIS?



SINCE PSORIASIS IS a condition of the skin and much of what happens is an abnormal functioning of it, let’s have a look at this, the largest organ of the body:

• The Skin •

Skin is the largest organ in the body. Its main function is to contain the internal organs and to protect them from the hazards of the outside world. It also keeps the body fluids from oozing out.

Skin consists of two layers: an outer layer called the epidermis and an inner one called the dermis. The epidermis is made up of millions of tiny cells which are constantly being reproduced and this takes place at around the junction of the dermis and the epidermis. As the new cells are formed they push their way up to the top of the skin where they die and form the outer layer which we all see. These dead cells are shed a little at a time.

In normal skin this replenishing of cells takes about 28 days. With psoriasis the new ones push up to the surface of the skin much more quickly, taking about four days. So the epidermis not only houses many more cells but the structure is different. The cells on the skin surface of psoriasis sufferers are newer and they stick together instead of falling off as the older ones do. This increased number of cells in the epidermis is what gives the skin its thick look and these younger stuck together cells make the skin look scaly.

The dermis contains nerve fibres and blood vessels. Nerve fibres produce sensation while the blood vessels do the fetching and carrying of nutrients to the skin. In psoriasis the blood vessels in the dermis are wider than usual and the blood flows much more quickly, increasing the blood supply to the skin. This is what creates the redness in the patches of psoriasis and makes them bleed more easily.

An unusual feature that appears in the dermis of psoriasis sufferers is a larger than normal quantity of white blood cells. Inasmuch as red blood cells have the job of transporting oxygen around the body, white blood cells are the hand-maidens of the immune system. They come into action when the body feels threatened by foreign substances, like, for instance, bacteria or an allergy-producing item. Why white blood cells accumulate in the skin in psoriasis is not known, but it is one reason why some scientists believe that psoriasis may be caused by a particular defect of the immune system.

Sweat glands and sebaceous (oil) glands also appear in the dermis, as do hair follicles. Collagen and other elastic fibres which appear in the dermis give the skin its elasticity and pliability. As we grow older, we have less collagen and elastic fibres in our skin which is why it loses its elasticity and also its resilience.

In the bottom layer of the epidermis are cells known as the Melanocytes. These cells produce skin pigmentation and determine your skin colour and your ability to tan. Again, psoriasis has an effect. If the cells are damaged, the level of pigmentation they produce changes, sometimes producing increased pigmentation which makes the skin look darker, and at other times the condition can cause the Melanocytes temporarily to stop pigment production which has the opposite effect. Both these situations are reversible.

Skin plays an important part in temperature control. If psoriasis is extensive, this function can be impaired and you can find that you fluctuate from feeling too hot to too cold. The skin regulates temperature through blood vessels by increasing or decreasing blood flow. In hot weather when the blood flow method does not cool down the body quickly enough, the sweat glands help out. When this mechanism is not working well enough, as can happen with severe psoriasis, the patient can feel much colder than normal in the extremities (nose, fingers and toes).

Another important point to know is that when psoriasis is severe, there is a rapid flow of blood to the skin to keep it warm. The heat control mechanism, which normally shuts down the blood flow to the skin to keep the centre of the body warm, is not functioning properly. So when you are exposed to the cold you may not feel it as acutely as someone who does not have psoriasis. But what is happening is that your core body temperature is dropping without you being aware of it. This puts you at greater risk of getting hypothermia.

By acting as a barrier, skin protects the internal organs from infection. When psoriasis is severe and the lesions extensive, this function of the skin is also impaired. There is a much greater risk of infection being introduced into the body through the damaged, open skin.

Of course one of the skin’s most important functions is to keep the body fluids in. Again, when it is extensively damaged as can occur when psoriasis is particularly severe, the skin loses its ability to perform well. So it lets water out much more quickly than normal which is why you may feel constantly thirsty and your skin excessively dry. Regularly drinking non-alcoholic liquids is a good way to counteract this, as is keeping the skin moisturised. When the skin is very dry it cracks which can be both painful and disabling.

Both the water loss and the temperature control situations are temporary and only occur when the psoriasis is particularly severe and are therefore not commonly experienced.

• Recognising Psoriasis •

The different forms of the condition are explained in Chapter Two (see here). The most common one is aptly named common (or chronic) plaque psoriasis. This looks like a raised, red plaque-shaped patch on the surface of the skin. The patches can be small or large, round or oval-shaped and they can appear in clusters, and the affected area, which is scaly and a dull dark red or a brighter colour, looks quite different from the normal skin surrounding it. The patches are rough to the touch and one of the most distressing aspects of the condition for the sufferer is the scaliness. Many people do not like to share communal changing rooms or stay overnight anywhere because of the problem of shedding so much skin. Regular moisturising can reduce scaliness to quite a large extent and this is discussed in Chapter Three.

• Triggers •

One of the most common initial triggers for psoriasis is emotional trauma. It could be the death of a loved one, a divorce or a bad accident. Anything that has caused an emotional upheaval can trigger the condition for the first time if you have a predisposition to it. This does not mean you are a nervous type of person.

Any number of chronic complaints including eczema, asthma, migraine, ulcerative colitis and irritable bowel syndrome are linked with stress and emotions along with other factors like, for instance, allergy.

One theory is that you inherit a predisposition to one of these illnesses. You may be cruising along quite happily unaware of your inheritance because you have been symptom-less. Then something very upsetting happens and the condition makes its first appearance. Your body has found a physical outlet for the emotional stress. For your neighbour this outlet may be irritable bowel syndrome because of his family’s predisposition, whereas for you this may be psoriasis because of your family’s predisposition. And, once triggered, the symptoms recur because the body is now set up to deal with stress in this way. The original trigger may have been a large dose of stress but from now on much smaller amounts can be expressed by the body in this way.

Three things now need to be said. The first is that not everyone agrees with this theory. Second, there are other triggers. Third, it is thought that up to 70% of psoriasis sufferers do not have an obvious family history of the condition. Research is currently taking place on the genetic input in psoriasis.

Physical stress can trigger the condition if you are susceptible to it. Working long and arduous hours without sufficient relaxation can undermine your health and set off psoriasis. If you run your health down you will make yourself vulnerable to all kinds of illnesses, including psoriasis. If you have a chronic condition, one of the most important weapons of defence is to take care of your health. Eat nourishing food, take regular exercise and rest. Keep in condition. If you are physically strong and healthy you will be in a much better position to withstand any unexpected stress, emotional or physical, that may come your way. You will be fighting back.

Some medicines can trigger psoriasis or aggravate it. These include beta-blockers which can be prescribed for heart problems, high blood pressure or migraine. Non-steroid anti-inflammatory drugs which are often prescribed for arthritis, and Lithium, which is used to treat mental disorders, are both potential triggers. When you are visiting your doctor about another ailment, it is important to tell him or her that you have psoriasis, even if it is currently dormant, so that he or she can avoid prescribing a drug that may set off the condition. Also, some of the drugs used to treat psoriasis don’t mix well with other medicines. If you are taking tablets to treat your psoriasis, always remind the doctor that you are on these so that you are not prescribed drugs that will cause problems.

Alcohol tends to make psoriasis worse. This does not mean that you have to abstain completely, but you do have to be more careful with your alcohol intake. If you are on Methotrexate tablets to treat psoriasis you would be well advised to avoid alcohol altogether. Methotrexate can damage the liver as, of course, can alcohol. Taking the two would greatly increase your chances of sustaining liver damage.

Throat infections are another common trigger in someone who is susceptible to psoriasis. This usually precedes guttate psoriasis which is described in Chapter Two (see here). A particular type of throat infection caused by the streptococcus bacterium can have this effect, not the more usual viral infection. If diagnosed and treated early, the psoriasis can be cleared quickly and many patients will not experience another attack.

Skin injury can trigger psoriasis or make it occur in an area of the body where it hasn’t appeared before. Psoriasis sufferers who work with their hands will often find that the condition appears there and is difficult to clear. Obviously, if you can wear protective clothing (gloves, for instance) this will help. Jobs best avoided by psoriasis sufferers are discussed in Chapter Eleven. If you cut or bruise your skin or scratch or pick at it, psoriasis can be the result. Skin infections or sunburn can trigger the condition or make it worse. Obviously, you cannot go through life fearful of setting off psoriasis with everything you do, but it helps to be forewarned so that you can be a little more careful than you would otherwise need to be.

Smoking lowers the body’s natural defences and is, as has been well documented, very bad for your general health. If you are working at keeping your body in good condition to withstand flare-ups of psoriasis, smoking will mitigate against this. However, there is no evidence that giving up smoking will improve most forms of psoriasis, but it has been linked with an increased incidence of palmar plantar (pustular) psoriasis which is a rare form of the condition and is described in Chapter Two (see here).

Being overweight can make psoriasis worse because it can bring on a form of the condition that appears in the folds of the body. Known as flexural psoriasis, it is rather more moist than scaly and is described more fully in Chapter Two (see here).

Currently there is no proven link between psoriasis and what you eat and drink, with the exception of alcohol. Obviously, a well planned and nutritious diet will keep you healthier than junk food. But there are no known food triggers for psoriasis.

This is also the case with pets. Whereas it is known that animal dander can trigger conditions like eczema and asthma, this has not been found to be true of psoriasis.

• Parts of the Body Affected •

Psoriasis can affect different parts of the body including the scalp, face, arms, legs, hands, feet, groin and genitals. Not only are different treatments required depending on the part of the body affected, but the social and psychological implications differ. Psoriasis that appears on the face, for instance, will pose a different set of problems from psoriasis on the scalp or in the groin. Chapter Six deals with how to treat the different areas of the body and, where relevant, discusses the social and psychological implications.

• Current Research •

Current international research indicates that psoriasis could be a malfunction of the immune system. The original pointer to this came about when doctors discovered, quite accidentally, that the immunosuppressive drug Cyclosporin was effective in treating psoriasis. Cyclosporin is described in Chapter Four (see here).

Scientists believe that people with psoriasis have some malfunctioning T-cells. The latter are a type of white blood cells that do absolutely nothing until they come across a foreign body such as a virus or a fungus. They then spring into action and secrete chemicals that create a lot of skin cells. The doctors hypothesised that in psoriasis sufferers the T-cells were reacting against something in the psoriatic lesion which was contributing to the disease.

Studying the activated T-cells, the doctors involved noticed that chemicals, called cytokines, that are secreted by these cells appear to make the cells grow too quickly. It seemed possible that it was the T-cell reaction that caused the accelerated production and death of skin cells which produce the psoriatic lesions and scales.

It is hoped that this research will lead to better forms of treatment for psoriasis in the future.
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DIFFERENT TYPES OF PSORIASIS



THERE ARE MANY types of psoriasis, each of which may need a different type of treatment. It is not unusual for patients to experience more than one form of the condition concurrently. Patients with common or chronic plaque psoriasis may also have some patches of flexural psoriasis, for instance, or they may develop psoriatic arthritis. On the other hand, a youngster may develop guttate psoriasis a few weeks after having a sore throat and then never have another attack of any form of psoriasis ever again. Others may experience several years of remission and then suddenly develop common plaque psoriasis. Over the years patients can move from one type of psoriasis to another.

Knowing which form of psoriasis you have is usually the first step to treating it, so here are some indications that you may find helpful. The most common form of the condition is:

• Common Plaque Psoriasis •

Also known as psoriasis vulgaris, common (or chronic) plaque psoriasis affects over 90% of sufferers. It appears usually on the scalp, lower back, outsides of the elbows and knees and the shoulders. Common plaque psoriasis is very much an adult condition and is seldom seen in children.

Each psoriatic patch looks like a series of little discs or plaques that have superimposed themselves on to the body. This plaque-like shape is peculiar to this form of the condition and is what gives it its name. The plaques are often round or oval in shape or they may not have a distinct shape but they almost always stand out from the surrounding area of the body. The difference between the normal skin and the area affected by psoriasis can be quite marked. Each patch can start as a very small spot and then get bigger over a period of days or weeks. Individual psoriatic patches can spread and join with each other to affect quite a large area of the body. However, there are always psoriasis-free places where the skin looks normal and this serves to emphasise the condition’s appearance.

In a typical flare-up the condition can spread quite quickly over a few days or weeks and then stabilise before gradually disappearing. The psoriatic patches become less red and scaly until they reduce in size or disappear completely. But the trouble is that the whole process can start up again quite soon after the previous patches have gone away, which is what makes the condition so frustrating.

The patches are red and rough to the touch and the affected skin incredibly scaly. Scaliness can be kept to a minimum by regularly moisturising the skin with the relevant creams and ointments. And it is important to keep the skin moisturised even when the psoriatic patches seem to have cleared. Often the skin underneath, which you cannot see, has not yet healed and if you don’t treat it the scaliness may return quite quickly.

Common plaque psoriasis is not always itchy, nor is it always an uncomfortable condition, but its appearance, along with the shedding of the skin, can cause many sufferers a great deal of emotional discomfort.

This type of psoriasis often affects the scalp as well as the other areas of the body already mentioned. The ways in which psoriasis affects the scalp are discussed in Chapters Three and Six.

• Guttate Psoriasis •

This usually appears suddenly, often following a bacterial throat infection. It is the form of psoriasis most commonly experienced by children and adolescents. The patches appear usually about two to three weeks after the throat infection and spread quite quickly all over the body apart from the palms of the hands and the soles of the feet. Like common plaque psoriasis, the patches are red and scaly and an attack rarely lasts more than a few weeks. Guttate psoriasis is quite easily treated and 50% of sufferers who receive effective treatment never seem to have another attack. With other patients, common plaque psoriasis can ensue.

• Flexural Psoriasis •

This type of psoriasis only appears in certain parts of the body, known as flexures. These are folds or creases in the body and common sites are the armpits, the skin underneath the breasts and the groin. There is very little scaling, although the patches are inflamed and can feel very sore. Appearing as it does in the folds of the skin, it is more moist than other forms of the condition and can be much more uncomfortable physically.

Patients very rarely experience flexural psoriasis on its own. It is more likely to accompany common plaque psoriasis. Psoriasis sufferers in their middle years or old age are more susceptible to this type of psoriasis as are people who are overweight and have more folds of skin.

• Localised Pustular Psoriasis •

Also known as palmar plantar psoriasis or palmoplantar pustulosis, this condition looks very different from common plaque psoriasis and flexural psoriasis and usually only appears on the soles of the feet and the palms of the hands. In place of the inflamed red, scaly patches are a mass of tiny yellow blisters which can be quite painful and look infected even though there is no infection present. Over a period of days the pustules turn a brownish colour and fall off, often only to be quickly replaced. The production of new pustules to replace the ones that have been shed can go on over a period of years.

• Erythrodermic Psoriasis •

A rare condition, erythrodermic psoriasis is one in which the rash is spread over large sections of the body. The skin is very inflamed which affects its ability to function properly. It does not retain fluid as normal which results in the patient feeling constantly thirsty and being dehydrated. It also impairs the skin’s performance in maintaining the body’s temperature control. So the sufferer may lose heat easily and be more susceptible to hypothermia (see the section on skin in Chapter One, here). This is also a more serious form of the condition and one that needs expert medical management. Since so much of the body is involved it is not likely to be treated effectively through creams and ointments and will almost certainly require drug treatment.

• Generalised Pustular Psoriasis •

This is a rare but serious form of psoriasis which can bring similar problems to those produced by erythrodermic psoriasis, as explained above. The pustules are spread over large sections of the body. They erupt and the skin goes red. The condition is accompanied by a high temperature and the patient may also suffer pains in the joints. The patient is likely to be treated in hospital.

Generalised pustular psoriasis can occur as a result of using a lot of strong steroid creams. But please bear in mind that the condition is rare.

• Psoriatic Arthritis •

Some form of inflammation of the joints, or arthritis, has been found to be present in around 10% of psoriasis sufferers. Some psoriasis sufferers have rheumatoid arthritis as well, but there does not seem to be a link between the two. The incidence of rheumatoid arthritis is the same for psoriasis sufferers as it is for the general population. Rheumatoid arthritis affects the middle joints of the fingers as well as the wrists and ankles.

However, there is a specific illness, known as psoriatic arthritis, which appears only in psoriasis patients. Psoriatic arthritis affects between 5% to 10% of psoriasis sufferers. Having widespread psoriasis on the skin does not mean that you will get psoriatic arthritis. Some people with extensive psoriasis on the skin experience the arthritis in a very mild form while others may have the arthritis much more severely than the skin condition. Of course
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