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* Psoriasisis g Iong—lastmg autoimmune
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sometimes painful.
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General approach to psoriasis
treatment_; wuw cos ex
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@3 Emollientsare frequently used during therapy-free penods to :
minimize skin dryness that can lead to early recurrence.c v Pl 5% g
@ %i’}&‘}s*“‘&% traatments for m:ld to moderate psoriasis include:
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v+ Corticosteroids —y o¥al US S
v s Vitamin D analogues {Calcipotriene & Calcitriol)
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» Tazarotene ‘i\g.
v Systernic fregiments for moderate to severe psoriasis include: ¢,¢
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v+ biologic agents ' e
Y’ AEtretin

.+ Cyclosporine
v« Tacrolimus
"+ Methotrexate
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* The use of tar is a time-honored modality for treating

psoriasis, although newer (and less messy) treatment S P
options have reduced its popularity. I | MG T“jm
2 )w; 3£ Tar has apparent anti- inﬂamn?:atory and anti-proliferative. =~ PSORIASIS

effects. epralermal e\l W pA\ S e S T 59
e WM “=Topical tar preparations, including shampoos, creams, and
do:fﬁ’“}’ other preparations, can be used ponce daily. ,) ’,{’, 3 yo &\

o .}U)L\ s A ¥ Patients should be‘warne&}that tar products have the
A2, E’“ & uﬁp potential to stain hair, skin, and clothing.

* For shampoos, the emphasis should be on making sure
the product reaches the scalp. Tar shampoo should be left
in place for 5 to 10 minutes before rinsing it out.
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* Topical glucocorticosteroids a

re the most widely prescribed drugs for
skin diseases.

D

Like systemic glucocorticosteroids, topical glucocorticosteroids bind to

cytoplasmic receptors that transport the drug to the nucleusZwhere the
3 kc Te '

omplex binds to particular regio NA known as the glucocorticoid
response element (GRE) and alters gene expr'ession'.@

h * Such receptors have been identified in both epidermis and dermis.
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Topical glucocorticosteroids
e

Yo The therapeutic effectiven
Primarily on their ar#i-

* The @ntimitotic effacts of corticosteroid
-account for an additional mechanism o

dermatologic diseases associated with

ess of topical corticosteroids is based
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inflammatory activity,

f action in psoriasis and other
increased cel| turnover,
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Top:cal glucocorticosteroids “
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» Absorption:

» Corticosteroids are only minimally absorbed following application to normal
skin.
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s s\ &-Lones cclusion with an impermeable film such as plastic wrap is an

effective method of enhancing penetration, yielding a tenfold increase in_
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» Penetration is increased several fold in the mflamed skin of atopic dermatrtrs
and in severe exfoliative diseases, such as psoriasis. W ,_@ b \{/ P W (\

(Ointment bas%end to give bggr actlwtx to the corticosteroid than do cream
or lotion veni '
Cgl dr @3N, e o) N

* Increasing the concentration of a corticosteroid increases the penetration but
not proportionately.
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> Hydrocortisone
(2 + Betam ethasone
@' Aclometasone
@ * Triamcinolone
5 » Fluocinolone
E)e Clobetalsq:.ill.
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= Yitamin D, important in tellularands';.-'stemltcaluummetabahsm also

@nhlblts keratmocyte differentiation and pmhi:'eratmn suggesting a mlef

inthe treatment of hyperke ratotic skin disease. g

* However, use of vitamin D has been lim rted I:r;.r”- its propensity to taus#

\hggen:arcemlab s . Gt Vil Laol o VU5
* Thishas driventhe development nfanaloguesnfwtamme:th less
effect on calcium home ostasis. 'CJa\bJ, £

= Calcipofriene binds to vitamin D receptors as does vitamin D, but it is.
100 time sle ss active on syste mic calaum metabnlism because of its
rapid local metabolism.
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Vitamin D Analogues
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* Calcipotriene (calcipotriol) is avai
e ﬁ[;- arn.EnE (calcipotriol) is arailable as 3 0.005% crearn, scalp lotiof,

» o * Isgenerally applied one to two times per day, P F 25t o U0
= Y7\ O e Onaverage, improvement is seenwithin 2 weeks of treatm ent with

s | | @ t'alci_pcat{‘iene, ﬁith_ﬁpprmﬁijmété@ 70% of patierts de monstrating
‘ w/_g-_r_, J %o ]—_,-g,), mariied improve ment after 8weeks of the rapy. |

..__g,_du_erse Effﬂl_;i____s’_"includ_a'_h'urn_ing_,‘ itching, and mild irritation, with
_ dryness and erythema of the treatment area.
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= A once-daily two-com pound nintrment (Taclonex) arfoam {Endilar)
containing caldpotriene and betamethasone dipropionate are
available . Thiscombination is more effective than its individual
ingredients and is well tolerated
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Vitamin D Analogues

- \Galcitriol js anothervitamin D analogue.

- Calcitriol 3 mcg/g ointment is similarin efficacy and cormparable in
safety to calcipotriene 0.005% ointment arid isbetter toleratedin
inter triginous and sensitive areas of the skm vy
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* Tazarotene, a synthetic retineid, is a prodrug that exerts ts

pharmacologic activity when hydrolyzed to its active metaboiite,
tazarotenic acid.

G‘w * It modulates keratinocyte proliferation and differentiation.

Anatomy of the Epidermis
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* Adverse effects (dose- and frequency+neI-a."c<=:cc}i‘i_'jf-:‘:j ’fb-) B ;&5) o591 U -‘f?'j‘;
1. Mild to moderate pruritus, burning, stinging, or erythema.
e\ ’Jq.// \ 3\ « often used in combination with topical corticosteroids to
i JE' ;59 \T"  decrease the incidence of local adverse events and tg increase

eﬁacy;@ «va
2. May increase the tumorigenic potential of ultraviolet radiation. iy
o0 ,,&_‘?g * patients should be advlsed to avoid or minimize sun exposure —'
J_?\ —£'7  and use a protective sunscreen(3") C
3. Tazarotene is absorbed percutaneously, and teratogenic systemic

concentrations may be achieved if applied to more than 20% of
total body surface area.

* Women of childbearing potential must therefore be advised of
the risk prior to ipitiating therapy, and/adequate birth control |

measures must be utilized while on therapv.
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Biologic agents

* The biologic agents currently

F—

FDA approved for the _
treatment of moderate to

* 4

severe psoriasis are:

Tumor necrosis factor

Z

TABLE&1-2

Biologic agents for psoriasis.

Biologic Agent

Usuat Adult Dosage

Adalirraimat-—Humirg

< \ LS Etarercapt-—Enbrol

inflixirnab—Ramicads

inhibitors: adalimumab,

infliximab, etanercept.

cytokine inhibitors:

heskirumab—Tairr

Secukinumab—Cosentys

ixekizumab, secukinumab,

and ustekinumab

ﬁsmﬁ?nambmﬁr_eﬁm i

‘Sfl?*ngS{‘,\ £, then 40 mg q2 weeks

3 mg S0 nvicelweek x 12 weeks, then
onre/week

3 rgfig W ot 9, 2, and & weeks, ther
4B weeks

160 ma at &'Wegaks and 80 mg st 2.4,8.8
§,and 12 weeks, then g4 weeks

300 mg SCat G, 1, 2, 3, andd $ wesks, then

fﬁ?ﬁer#ﬁms: 619G g 5C a2 0 ard 4 weeks,

 than g} 2 weeks {dose for pronasis i

45 ma for patients weighing <100 ko and
%1 iy for those weighing 2100 kg
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* Acitretin, an oral retinoid indicated for the treatment of severe
psoriasis.

* Itacts on retinoid receptors in the keratinocyte nucleus to correct
abnormal cell differentiation.

* In contrast to the fast-actipg cyclosporine and methotrexate, acitretin
resolves psoriatic lesions more slowly. .

B L YL o 2 (

e Go> e s — cell
L <e A
¥ A“" b rekin - Rﬂ’m {‘.llwoc-‘d"é’_ — rSJSgW& clicb aarinli.
Ucleuwn
s €Yl s@ovivie X , c Vjsjsw

| =5 Fouk ackiny - P e
MT X | ¥ |

—%_A cLkrebiv é 511,“;[3 A chis )q(p_) olyselo



(’,ﬂ-—-'\’ “-a"ll-zouojaw-\ﬁf v 5P WJBJ

Au*"\"“’ 2y a8 Geabebivisin ) OUS, 0
Acitretin

* Adverse effects are dose dependent. They include:

ws” wigt

* Hypervitaminosis A (i.e., dry lips/cheilitis, dry mouth, dry nose, dry o j
eyes/conjunctivitis, dry skln pruritus, scallng, and hair loss) A N

* Hepatotoxicity ! '3*9:" "

« Hypercholesterolemia and hypertriglyceridemia. P, 3
» To counteract hyperlipidemic effects, gemfibrozil has been studied for
concomitant use with acitretin.
» Teratogenic and thus is contraindicated in females who are

pregnant or who plan pregnancy within the 3 years following drug
discontinuation.

“*Patients must not donate blood during treatment and for 3 years after
acitretin is stopped.
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The End
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