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History

• 47/C/lady

• C / O skin rash on both elbows, knees and 
hands for the past 6 months

• Associated with mild itch

• No arthropathy

• No past medical / surgical history

• Not on any treatment

• Housewife

• No family history of skin disease









Questions

• 1) What is your clinical diagnosis?
– Chronic Plaque  Psoriasis

• 2) What are the important assessment?
i. Assessment of disease severity

• Extent of lesions

• Effect on quality of life

ii. Assess for arthropathy

iii. Assess for co-morbidities (Metabolic syndrome, CVS 
disease, depression)-BP, BMI,FSL, FBS, ECG



Assessment of severity –
tools available

A. Extent of lesions

1. Body surface area (BSA)

2. Psoriasis Area Severity Index (PASI)

B. Effect on quality of life

– Dermatology Life Quality Index (DLQI)



1) Body surface area: Rule of Nine 



Body surface area: other methods



2) PASI

=Psoriasis Area and Severity Index

• A tool used to measure the severity and 
extent of psoriasis 

• Widely used in clinical research

• PASI combines the assessment of the severity 
of lesions and the area affected into a single 
score

– Score : 0 (no disease) to 72 (maximal disease)





3)Dermatology Life Quality Index



Definition of Psoriasis Severity:

Psoriasis 
Severity

Definition

BSA PASI DLQI

Mild ≤ 10% ≤10 ≤10

Moderate >10% -30% >10-20 >10-20

Severe >30% >20 >20



Questions

• 3) How do you manage this patient ?

i) Assess severity:

• BSA: 3%Mild psoriasis

• DLQI : not compulsory

Imp: Mild Psoriasis

ii)Treatment:

• 1st line :  Topical treatment:





Treatment

Topical Rx Phototherapy Systemic Rx

Coal Tar

Topical steroids

Vit D3 analogues

Keratolytics

Dithranol (anthralin)

Emollients

Topical retinoid

NB-UVB

Oral PUVA

Bath PUVA

Topical PUVA

308nm Excimer laser

Methotrexate

Acitretin (Retinoid)

Cyclosporin

Sulphasalazine

Hydroxyurea

Biologics



1) Coal tar
• Used for approximately 100 years in the 

treatment of psoriasis

• Used as first line treatment in Malaysia
• Adverse effects

– Poorly tolerated because of staining of clothes and 
the tar odor

– Irritant contact dermatitis
– Folliculitis



2)Topical corticosteroids

• Cornerstone of treatment in the majority 
especially those with limited disease

• Mechanisms of action

– anti-inflammatory

– antiproliferative

– immunosuppressive

– vasoconstrictive



Topical Steroids – potency ranking (UK)

Potency Steroid
Relative 

Potency

Mild Hydrocortisone 1% 1

Moderate

Clobetasone butyrate

Betamethasone valerate 0.025% (1:4) 2.0 – 2.5           

Potent

Betamethasone valerate 0.1%

Mometasone furoate 3.0 – 10

Super-potent
Clobetasol propionate

4 - 50  



Appropriate choice of steroid

• Consider:
– disease severity

– location being treated

– age of the patient

• Lower potency corticosteroids :
– Face, intertriginous areas, genitals

• Mid or high-potency agents 
– Used as initial therapy body and limbs 

• Thick, chronic plaques 
– require the higher potency corticosteroids



• Limit use of super potent corticosteroid to 

< 30gm/week

• Limit use of potent corticosteroid to 

< 60gm/week

• Continuous use of potent corticosteroid 
should not exceed 4 weeks

• Continuous use of super potent 
corticosteroid should not exceed 2 weeks

Appropriate choice of steroid



Finger tip unit

=

FTU =amount of topical corticosteroid needed to squeeze a line 

from the tip of an adult finger to the first crease of the finger

One fingertip unit = 0.5 g of cream or ointment

= two hand (palm) Surfaces

=2% BSA

Whole body per application= 30 g



How much to apply?



Side effect of topical steroids

Striae



Side effect of topical steroid

Skin Atrophy with easy bruising Acneiform eruption

FolliculitisHypopigmentation



3) Vitamin D analogues

 Example:
 Calcipotriol (Daivonex) cream bd
 Calcipotriol/ betamethasone dipropionate ointment 

(Daivobet) ON
• Their potential to function as a corticosteroid- sparing agent is 

an important advantage of the vitamin D analogues
• should not exceed >100g/week
• S/E: hypercalcemia, skin irritation



4) Tacrolimus and Pimecrolimus

• Topical calcineurin inhibitors
– Pimecrolimus, tacrolimus

• Not licensed for psoriasis in Malaysia

• May be used in thinner skin areas such as facial and 
intertriginous psoriasis with no evidence of resultant 
skin atrophy



5) Salicylic acid

• Topical keratolytic used for many years 

• May reduce keratinocyte -to-keratinocyte binding

• Leads to reduced scaling and softening of psoriatic 
plaques

• Used on thick and scaly lesion 

• Can be used in combination with topical steroid



6) Dithranol (Anthralin)

• Commonly used as short contact (20-30 minutes) 
therapy onto thick scaly plaque

• Side effect: Irritation, staining



7) Non-medicated topical moisturizers

• Standard adjunctive therapy in treatment of 
psoriasis:

• Goal of treatment
– provide moisture
– retain moisture



Choice of topical agents according 
to the site of involvement



Body / limb

1. Super potent /  Potent topical corticosteroid 
– E.g. Clobetasol propionate

– Betamethasone valerate 0.1% 

2. Topical Tar
– Preferred to be used at night (due to cosmetic reason)

– e.g: Liquor picis carbonis (1%, 3%, 6% and 9%)

3. Topical vitamin D analogue

4. Topical salicylic acid (usually used in combination)

5. Topical Dithranol (Anthralin)
– in patients with a few large thick plaques



Scalp

1. Tar shampoo (Polytar, Sebitar) 2 to 3 times per 
week 

2. Ung Cocois Co ON

3. Beprosalic (steroids & salicylate acid) bd

4. Steroid scalp solution dly / bd

5. Calcipotriol scalp solution bd

6. Calcipotirol/betamethasone dipropionate gel on



Face / Flexural Psoriasis

1. Mild topical corticosteroid  e.g: 
Hydrocortisone 1%

2. Moderate topical corticosteroid  e.g: 
Clobetasone butyrate

3. Topical calcineurin inhibitors  e.g: Tacrolimus
/ Pimecrolimus



Genitalia

1. Mild topical corticosteroid e.g: 
Hydrocortisone 1%

2. Moderate topical corticosteroid  e.g. 
Clobetasone butyrate









i)Treatment:

• 1st line :  Topical treatment:

–Clobetasol propionate/BVC 0.1% daily

–3% LPC at night

–Aqueous cream as emollient

• Reassess 6 weeks later……….

In this case…..



Treatment Goals



• 4) 6 weeks later, patient came for follow 
up……….What is your next step?

Reassess severity: BSA: 1%

Treatment goal achieved!!!!!

Remember to reassess efficacy of treatment 
every 6 months!!!

Questions


