Psoriasis Rupioides: A Rare Variant of a

Common Disease
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Psoriasis lesions typically are classified by their
morphologic appearance and include plaque,
guttate, pustular, and erythrodermic forms. Few
review articles on psoriasis discuss the rare vari-
ant termed psoriasis rupioides. We report a case
of psoriasis rupioides and discuss the unique
features of this unusual form of-psoriasis:
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soriasis lesions typically are classified by their

morphologic appearance and include plaque,

guttate, pustular, and erythrodermic forms.!
Psoriasis_rupioides is a rare variant of psoriasis. A
PubMed search of articles indexed for MEDLINE
revealed only 2 reports of psoriasis tupioides@and nei-
ther were in/the English language.>’

Case Report

A 35-year-old man presented with a history of sym-
metrical disseminated red papules and plaques cov-
ered with thick scaly crusts of 2 months’ duration
with the greatest involvement on the palms and soles.
Single, disseminated, circular lesions with visible
stratification of concentric (ringlike) scale were pres-
ent on the trunk, hands, and knees (Figures 1 and 2).
Skin findings also included solitary red papules with
silver scale and a positive Auspitz sign. Red papules
with exudate also were noted in the axillae, groin,
and anogenital region. Nail plates were yellowish and
hyperkeratotic with mild onycholysis.
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The patient denied symptoms of arthritis or
dysuria. He had no family history of psoriasis. The
differential diagnosis included hyperkeratotic vari-
ants of psoriasis, Bazex syndrome, ecthyma, sec-
ondary syphilis, and Reiter disease. A complete
blood cell count revealed mild anemia, thrombo-
cytopeniagsand.leukocytosis. Urinalysis, blood urea
nitrogen, Serum creatinine, aspartate aminotrans-
ferase, alanine aminotransferase, total bilirubin,
v-glutamyltranspeptidase, serum electrolytes, and
blood glucose ‘levels revealed no abnormalities. A
urethral smear and culture were negative for white
blood cells and bacteria. Human immunodeficiency
virus, VDRL, and fluorescent treponemal antibody
absorption tests ‘'were negative. Results of a skin
biopsy confirmed thediagnosis of psoriasis (Figure 3).

Initially, desquamative ointment with 6% sulfur
and salicylicracid was applied twice‘daily. When the
scaly crusts came off, anthralin ointment.in increas-
ing concentrations was applied overnight and urea
ointment 10% was used once daily in the morning.
Psoralen plus UVA soak therapy was then introduced
3 times a week. After 3 weeks of intensive treatment,
substantial clinical improvement was obtained.

Comment

There are several rare, excessively hyperkeratotic
forms of psoriasis, though there are only minor differ-
ences between them (rupioides, ostreacea, elephan-
tine, and pseudocorneal subtypes).'

The first, more precise descriptions of the rupi-
oides and ostreacea variants of psoriasis were made
by Polish dermatologist Marian Grzybowski in 1948.5
He termed these variants psoriasis exudativa, with
exudative crusts forming layers of lesions resembling
rupia of secondary syphilis. Thick layers are caused
by serous fluid. The lesions usually are extensive and
resistant to therapy, often involving the palms, soles,
and fingers. The nails also can be affected. It is a
more severe type of psoriasis and arthritic manifesta-
tions are common.’
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In the 1960s, the differences between the rupi-
oides and ostreacea variants were described.®’ The
authors pointed out typical features of psoriasis
ostreacea, including layers of visible scales, often in

Figure 3. Microscopiciexamination of a hematoxylin and
eosin-stained specimen revealed epidermal thickening
with wide rete ridges as well as elongated papillae of
the dermis with-elongated and enlarged vascular plex-
uses. Parakeratosisof the horny layer, atrophy of the
granular layer, thickening of the spinous layer, and an
increased number of mitotic divisions and neutrophils
also were noted (original magnification Xx40).

Figure 1. Plagues covered with thick adherent crusts on
the legs and feet.

Figure 2. The classic appearance of conical ringlike

crusts of psoriasis rupioides resembling the outer sur- Figure 4. Psoriasis ostreacea with thick scale that typi-
face of a limpet shell. cally takes on a concave appearance.
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Figure 5. Elephantine psoriasis with large areas of
involvement taking on the appearance of elephant skin.

various colors, with a very characteristic concave
surface resembling an oyster shell (Figure 4). They
drew distinctions between this form and the rupi-
oides form, which consists of circular,concentric lay-
ers of scale that create a cone (fupia)(Figure 2).° The
clinical distinction between these psoriasis variants
is now recognized.®’

Another infrequent hyperkeratotic form of pso-
riasis is elephantine psoriasis, which is character-
ized by the presence of thick and flat, long-lasting,
extensive plaques (Figure 5). Lesions_typically are
found on the\back, upper limbs, and buttocks, and
often are extensiye.

Our case represents a rare and underappreci-
ated formrof psoriasis that may mimic other-skin

Psoriasis RUpiol

conditions. A skin biopsy is useful in helping the
clinician make the correct diagnosis.
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