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P D P  S E L F - T E S T  Q U E S T I O N N A I R E

I N T R O D U C T I O N

This ‘self-test questionnaire’ has been written by Dr Brian Malcolm, based on the 
updated (2025) Chapter 2 “Psoriasis” of the Core Tutorials in Dermatology for 
Primary Care. This revised Chapter can be ordered from Dermal at the address 
below. Alternatively, the Chapter is available to download from the Dermal 
website www.dermal.co.uk within the Healthcare Professionals Core Tutorials in 
Dermatology section.

RESOURCES FOR MANAGING PSORIASIS AVAILABLE FROM DERMAL

T R I A L  P A C K S  – Topical treatments are literally worn on the skin of the 
patient. What feels good for one patient may not be acceptable to another, 
especially when it comes to emollients, which are used for long periods and 
often involve large areas. To assist with patient compliance, trial size packs are 
available on request to healthcare professionals.

P A T I E N T  E D U C A T I O N  – To encourage better understanding of the 
importance of emollients, such as Doublebase for dry skin disorders and Adex 
Gel when the skin is dry and inflamed, in conditions such as psoriasis, pads of 
patient information leaflets are available. “You and Your Scalp” booklets are 
also available to explain about scaly scalp conditions and how to use Capasal 
Therapeutic Shampoo.

To request a supply of any of the above items, contact Dermal at the address 
below. The patient information leaflets are available to download from the  
Healthcare Professional Dermatology Resources section of the Dermal website 
www.dermal.co.uk.

MANAGING DRY SKIN CONDITIONS

A guide for patients

Dry skin – An impaired skin barrier

An impaired skin barrier has a shortage of natural 

oils which allows moisture to escape from the skin 

too quickly. The skin cells shrink, opening cracks 

which allow greater moisture loss and the entry of 

irritants. The skin will become dry and may be itchy. 

Scratching damages the skin even more. 

People with dry skin conditions, such as eczema  

or dermatitis, psoriasis and ichthyosis, have an 

impaired skin barrier. Certain factors can make  

dry skin conditions worse, such as air conditioning, 

central heating or sitting close to a fire and bathing  

or showering with soaps or detergents. 

Dry skin can affect people of any ethnic origin and 

any age group from the very young to the elderly. 

Older people are prone to developing dry skin as the 

skin becomes thinner and less efficient at producing 

natural oils (sebum).
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Restoring the skin barrier using  

a moisturiser/emollient

Emollients rehydrate the skin by forming a layer of 

oil which traps moisture in the skin allowing cells to 

swell and close the cracks. 

Some emollients also contain humectants, such as 

glycerol or urea, which keep water within the skin. 

Emollients should be applied generously and 

regularly to rehydrate and soften the skin, and to 

maintain the improvement. They should be used 

continuously, even when the skin looks ‘normal’.

Emollients are available as lotions, creams, 

ointments, gels, soap substitutes and bath 

emollients. Different types of emollients may be 

needed for specific areas of the body.

Healthy skin

Healthy skin provides a barrier between the body  

and the external environment.

In healthy skin, natural oils fill spaces between 

plump skin cells to form a good skin barrier – 

keeping moisture in and irritants out.

Skin cells and the surrounding natural oils are often 

shown as a brick wall. The skin cells are the ‘bricks’ 

and the natural oils are the ‘mortar’.
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Healthy Skin

Healthy skin provides a barrier between the body  

and the external environment. In healthy skin,  

natural oils fill spaces between plump skin cells  

to form a good skin barrier – keeping moisture in  

and irritants out.

Skin cells and the surrounding natural oils are often 

shown as a brick wall. The skin cells are the ‘bricks’ 

and the natural oils are the ‘mortar’.

Dry, Inflamed Skin – Eczema

If irritants cross the skin barrier the skin can  

react causing redness, itching and inflammation.  

This is the body’s natural defence system to  

protect against its enemies (irritants and bacteria). 

In atopic eczema, the body can overreact and ‘flare 

up’ in response to irritants and bacteria which would 

usually be harmless.Scratching should be avoided,  

as it damages the skin further and initiates an  

itch-scratch cycle which may increase inflammation.

Dry, Inflamed Skin – Psoriasis

Psoriasis is an inflammatory dry skin condition  

that causes skin cells to grow, or mature, too  

quickly. In healthy skin, this process usually takes 

between 21 and 28 days, but only a few days for 

psoriatic skin. This leads to a build-up of immature 

skin cells, causing red, dry inflamed areas of skin  

that are covered in silvery (or grey in skin of colour)  

scales. These become uncomfortable, and can  

easily crack and bleed.

Dry skin 

In dry skin conditions such as eczema, dermatitis 

or psoriasis, the skin barrier is weakened. The skin, 

which is lacking in oils, allows too much water to 

escape. The skin cells shrink, opening cracks which 

allow greater moisture loss and the entry of irritants. 

Certain factors can make dry skin conditions worse, 

such as air conditioning, central heating or sitting 

close to a fire, and bathing or showering with soaps  

or detergents.

Regular use of emollients is recommended to 

rehydrate dry skin and help improve the skin  

barrier. When eczema ‘flares’ the skin can be  

very red, angry and inflamed. Topical corticosteroids 

(applied to the skin) are often used to reduce  

the inflammation and to help eczema improve.

Psoriasis treatments include topical therapies,  

such as steroids to help reduce the inflammation  

and Vitamin D analogues. 

Emollients are widely prescribed for patients  

with psoriasis and they can be used alongside  

other treatments. Emollients help to soften scales,  

keep the skin supple, reduce the dryness and  

improve the appearance of the skin.

How to use Capasal for best results continued…

Use as a shampoo until the scalp looks and feels better  

or as recommended by your doctor, pharmacist or nurse. 

Capasal can be used daily if required, reducing frequency 

of use to once or twice a week as your condition improves. 

Thereafter, occasional use may be necessary. If there is  

no improvement after 4 weeks, or if your scalp condition 

seems to look or feel worse, discontinue use of the product 

and consult your doctor, pharmacist or nurse. 

Infants

Capasal may also be used for cradle cap. A small amount 

should be used, sufficient to produce a lather, which should 

then be washed off with warm water, and the scalp gently 

patted dry with a towel. Capasal should be discontinued 

when the condition clears, or if any irritation occurs. 

Remember to rinse using a back washing technique with  

the baby’s head supported by a hand and tilted backwards  

to avoid getting shampoo into the baby’s eyes.

Pregnancy and breast-feeding

There are no specific restrictions to using Capasal during 

pregnancy or breast-feeding. Though, as a general rule,  

it is advisable to be cautious about the use of any  

medication during pregnancy or whilst breast-feeding  

unless prescribed by a doctor, and the condition requires 

treatment that cannot reasonably be delayed until after 

pregnancy and/or breastfeeding.

Helpful Hints

• Capasal Therapeutic Shampoo is an amber coloured 

foaming shampoo in a polythene bottle containing 250ml. 

It is available either on NHS prescription, or on request 

from your pharmacist.

• Take care to keep undiluted Capasal away from the eyes.

• The use of hair styling products, hair dyes and colourings 

should preferably be avoided (or kept to a minimum)  

as they could irritate the underlying skin condition.

Always read the patient information leaflet before use.

Reporting of side effects:  

If you get any side effects, talk to your doctor, pharmacist or nurse.  

This includes any possible side effects not listed in the package leaflet. 

You can also report side effects directly via the Yellow Card Scheme at 

yellowcard.mhra.gov.uk. By reporting side effects, you can help provide 

more information on the safety of this medicine. 

Essential Information and AE reporting statement 
can be found on inside back cover.

Proven to provide at least
24 hours’ hydration1,2,3

from just 1 application.

A highly moisturising 
and protective gel for 
the management of dry skin 
conditions such as eczema, 
psoriasis and ichthyosis.

Doublebase Oncegel is 
signifi cantly more hydrating
than comparator ointments1,2

following a single application 
over 24 hours.

Available on NHS prescription and for recommendation.
Remember ‘Doublebase Once’– the yellow pack – for 24 hours’ hydration.

www.dermal.co.uk701609 DXX513/FEB25

Prescribe by name to ensure 
your patients receive the correct 
Doublebase formulation.

To request professional trial packs and further patient and professional educational resources, 
please call Dermal on 01462 458866 or visit www.dermal.co.uk

Tear-off sheets also available to download from Doublebase.com
Prescribing Information and Essential Information references on inside back cover

Adverse Event reporting statement on inside back cover
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A highly moisturising and protective emollient
with an added extra ancillary anti-inflammatory.

Adex Gel
does not contain
corticosteroids

Essential information can be found on the inside back cover.

Visit www.AdexGel.com or www.AdexGel.ie for
further information or to request professional trial packs and 

further patient and professional educational resources.

A highly moisturising and protective emollient
with an added extra ancillary anti-inflammatory.

Adex Gel offers a simple, effective and different approach 
to the treatment and management of dry and inflamed skin 
conditions such as mild to moderate eczema, contact 
dermatitis and psoriasis. Adex Gelemollient can also help 
reduce inflammation and redness because Adex Gel
provides Added Extra anti-inflammatory action.

Adex Gel emollient contains a high level of oils (30%) and the 
humectant glycerol in an elegant gel formulation. Its ancillary 
anti-inflammatory action is provided by nicotinamide (4%), 
a medicinal substance which is a form of vitamin B3.

✓Can be used continuously, for as long as necessary, 
all over the body including on the face, hands and flexures.

✓Adex Gel may help reduce the need for topical 
corticosteroids.3,4

Does not contain corticosteroids.

✓Suitable for patients aged 1 year +.

Adex Gel Evidence
✓In a trial involving eczema and psoriasis patients 

using Adex Gel, nearly 95% of patients stated 
that their skin condition benefited from using 
Adex Gel, and the Medical Investigator considered 
that for nearly all patients Adex Gel was a helpful 
and convenient addition to their treatment regime.3

✓Approximately half of the patients reported that they 
needed to use less of their other anti-inflammatory 
treatments. The remainder reported that they used 
about the same, and nobody stated that they used 
more of their anti-inflammatory treatments.3

✓In a survey of 94 healthcare professionals with an 
interest in Dermatology, the majority (90%) considered 
Adex Gel a beneficial treatment for dry and inflamed 
skin conditions and would recommend Adex Gel to 
other HCPs.4

Essential information can be found on the inside back cover.

Tips on treating Dry Scaly Scalp Conditions
You and your scalp

WWW.DERMAL.CO.UK

Doublebase.com AdexGel.com www.dermal.co.uk



Q U E S T I O N S

1. �If a parent has psoriasis what is the risk of a child developing the  
same problem?

2. �How commonly do nail changes coexist with skin involvement  
of psoriasis?

3. What is the ‘Koebner’ phenomenon?

4. Name 3 distinct patterns of psoriatic arthropathy.

5. Name four different drugs used systemically for more difficult psoriasis.



6. What is the mode of inheritance of psoriasis?

7. What three nail changes are characteristic of psoriasis?

8. What percentage of patients develop co-existent arthropathy?

9. What is a DLQI?

10. �What is strongly associated with the development of palmoplantar 
pustular psoriasis?

Q U E S T I O N S



11. What did I find useful about the learning module on ‘Psoriasis’?

12. Having reflected on this module, how might my practice change in 		
	 managing psoriasis?

R E F L E C T I V E  L E A R N I N G



QUESTION 1. Answer: 10 – 25% risk.  
Ref page 1 “There is a positive family history in one third of sufferers. This is less likely  
in late onset psoriasis. If one parent is affected there is a 10 – 25% risk to the child, and 
if both parents are affected the risk increases to 50 – 60%.”

QUESTION 2. Answer: Up to 50% of patients.  
Ref page 3 “Nail changes are also common, occurring in up to 50% of patients, with a 
characteristic triad of pitting, subungual keratosis and onycholysis often in a symmetrical 
distribution. When nail involvement is the sole presentation, the presence of pitting 
is enormously useful to help distinguish psoriasis from fungal nail dystrophy although 
the two often co-exist as fungal infection has a predilection for damaged nails.” 

QUESTION 3. Answer: ‘Koebner’ phenomenon – follows lines of trauma such as 
surgical scars or scratch marks.  
Ref page 4 “Psoriasis also illustrates the ‘Koebner’ phenomenon following lines of trauma  
such as surgical scars or scratch marks. This phenomenon is shared by one or two other 
common dermatoses, most notably lichen planus and viral warts.”

QUESTION 4. Answer: Symmetrical polyarthropathy, oligoarthropathy, sacroileitis  
or mutilans.  
Ref page 5 “There are some very distinct patterns of joint involvement:”

• symmetrical polyarthropathy similar to rheumatoid arthritis; 
• oligoarthropathy with one or more large joints involved; 
• sacroileitis; 
• mutilans – as the name suggests a very severe and destructive form of arthritis.”

QUESTION 5. Answer: DMARDs (Disease modifying anti-rheumatoid drugs)  
methotrexate, ciclosporin, hydroxyurea, acitretin and most recently the biologic drugs.  
Ref page 6 “Consultant dermatologists vary tremendously in their enthusiasm for second  
line treatments, both with phototherapy and, more particularly, with DMARDs (Disease 
modifying anti-rheumatoid drugs) methotrexate, ciclosporin, hydroxyurea, acitretin and 
most recently the biologic drugs. Side effects can be hazardous. Often monitoring can be 
done in an exemplary fashion and still significant morbidity arise… the GP should have 
a working knowledge of these drugs and their common side effects and interactions. In 
many parts of the country, the GPs are closely involved in monitoring DMARDs with 
interval blood tests through locally agreed “shared care” protocols; in others this is seen 
as exclusively a specialist responsibility.”

QUESTION 6. Answer: Polygenic.  
Ref page 1 “There is a large subpopulation of genetically predisposed individuals whose 
psoriasis is triggered by factors both known and unknown. Inheritance is polygenic but  
one possible likely pattern is autosomal dominance with incomplete penetrance. There 
are a number of HLA associations. There is a positive family history in one third of 
sufferers. This is less likely in late onset psoriasis.”

A N S W E R S  ( P L E A S E   T U R N   U P S I D E   D O W N )



QUESTION 7. Answer: Pitting, subungual keratosis and onycholysis. Discolouration may 
also be present.  
Ref page 3 “Nail changes are also common, occurring in up to 50% of patients, with a 
characteristic triad of pitting, subungual keratosis and onycholysis often in a symmetrical 
distribution. When nail involvement is the sole presentation, the presence of pitting 
is enormously useful to help distinguish psoriasis from fungal nail dystrophy although  
the two often co-exist as fungal infection has a predilection for damaged nails.”

Ref page 9 “NAIL PSORIASIS – This is essentially untreatable with topical preparations 
although can show some useful response to systemic agents. Be aware that fungal infection is 
usually a secondary phenomenon superimposed on a damaged and dystrophic nail and will 
often be recurrent.”

Ref page 10 “There is no simple effective topical treatment for nail psoriasis. The presence 
of pitting helps differentiate between fungal and psoriatic nail dystrophy, although these of 
course can coexist!”

QUESTION 8. Answer: 7 – 10%.  
Ref page 5 “There is an associated seronegative arthritis in 7 – 10% of patients. This is 
closely associated with HLA B27 tissue typing. There are some very distinct patterns of joint 
involvement.” 

Ref page 10 “Severe arthropathy – combined rheumatology/dermatology clinics are 
sometimes available. Methotrexate can be a particularly ‘elegant’ way of combining 
treatment for both skin and a joint involvement.”

QUESTION 9. Answer: Stands for Dermatology Life Quality Index; a tool to assess  
the psychological impact of any skin disease on an individual and a requisite part of  
the NICE guidelines work up to assess eligibility for biologic drugs in the treatment  
of psoriasis.  
Ref page 5 “There are a number of well established tools quantifying the psychological 
impact of skin disease on an individual patient including disease specific indices, such 
as the Psoriasis Disability Index (PDI),

3
 and speciality specific indices such as the 

Dermatology Life Quality Index (DLQI).
4
 Indeed, such indexes indicate that patients 

suffering significant psoriasis perceive themselves more “disabled” than if they had severe 
ischaemic heart disease! Such scoring systems are also an integral part of the assessment 
process required to obtain access to newer potent biological treatments.”

QUESTION 10. Answer: Cigarette smoking.  
Ref page 3 “Palmoplantar pustulosis – This is a rarer presentation of localised pustulation 
involving the thickened epidermis of the palms of the hands and soles of  
the feet which can be very disabling due to painful fissuring. It can be differentiated  
from pompholyx eczema by the dominance of pustulation rather than ‘sago grain’ 
vesiculation. It is a notoriously stubborn condition to treat, more commonly occurring  
in females and has a strong association with cigarette smoking. An associated extreme form 
of destructive nail and terminal phalangeal involvement called ‘acropustulosis’  
can be enormously disabling.”
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