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The value of histopathological diagnosis in 
rupoid psoriasis accompanied by fever. A 
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Psoriasis is a common dermatosis, however the rupoid type is considered as an exceptional form of this disease. Rupoid scabs are very rare 
in dermatological daily practice, usually being seen as secondary to syphilis in immunosuppressed patients. Rupoid psoriasis is characterized 
by thick and multilayered crusts that are resistant to local therapy and present a sudden onset. Severe arthropathy is a common manifestation. 
We did not found in literature any association of rupoid psoriasis with intermittent fever.
We present the case of a patient who exhibited a rush of rupoid boards with severe arthralgia accompanied by intermittent fever. The suspi-
cion of malignant syphilis was raised considering the clinical signs and symptoms and the specific social context of STDs. This suspicion was 
unconfirmed by TPHA negative reaction and histopathological appearance that showed changes typical of psoriasis. Clinical manifestations 
were successfully controlled with methotrexate.
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Introduction
Psoriasis is an inflammatory dermatosis of unknown cause, 
presenting a chronic evolution and a great clinical variabil-
ity. Rupoid type is an extremely rare form, being report-
ed in only a few publications in the literature. The term 
rupoid refers to small plates (2-5cm) covered with thick, 
hard and multilayered crusts [1]. This type of injury is es-
pecially common in secondary syphilis, malignant form 
and in immunocompromised patients [2]. These rupoid 
crusts were also cited in Reiter's syndrome, Norwegian sca-
bies, disseminated histoplasmosis and photosensitivity re-
actions associated with aminoaciduria [3]. In a PUBMED 
search we found only 10 reports about rupoid psoriasis.

Case presentation
We present the case of a 45 year old patient who required 
skin examination for a disseminated eruption occurred 
seven days before, consisting of erythematous plaques cov-
ered by thick crusts, tough and multilayered. Clinical ex-
amination revealed also palmar-plantar lesions, dactylitis 
and onycholysis. Skin lesions were accompanied by fever 
spikes (38-39°C) and strong intermittent arthralgia in the 
knees, hands, feet, sacroiliac joints. Joint manifestation 
started four months before presentation. From patient his-
tory, we recorded casual and unprotected sex, the presence 
of skin lesions on the penis six months before that healed 

spontaneously. Based on clinical history, skin lesions and 
symptoms associated, the diagnosis of probability was ma-
lignant syphilis. This was unconfirmed by TPHA negative 
reaction. Other significant laboratory data for this case 
were: leukocytosis (12.300/mm3) and increased erythro-
cyte sedimentation rate (60 mm/h). Serological reaction 
for HIV 1.2 was negative. We performed two skin biopsies 
and the histopathological examination showed changes 
typical of psoriasis with remarkable microabscesses Mun-
ro-Sabouroud, parakeratosis, elongation and union of in-
terpapillary ridges, and granular layer disappearance. We 
initiated treatment with methotrexate 15mg/week with 
favorable response after 2 months of therapy. Currently 
the patient is discharged from our clinic and the disease is 
controlled by methotrexate 5 mg/week.

Discussion
Rupoid crusts were observed for the first time in 1859 by 
Bazin, in secondary syphilis [4]. A complete outline of 
their clinical appearance was given in the last decade of the 
XXth century, by Neisserand Haslund [5, 6].

Rupoid psoriasis belongs to the rare forms of the dis-
ease. It was individualized as clinical form by Grzybowski 
in 1948 [7]. Along with the elephantine shape and form 
ostracee they are hyperkeratotic forms of psoriasis char-
acterized by ineffective local treatment due to minimum 
absorption of topical therapy [8]. There was described only 
one case with favorable response to topical therapy with 
clobetasolspray 0.05 [9].
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Fig. 2. Histological aspects A,B) Micro abscesses Munro-Sabouraud, C) elongation and union of interpapillary ridges D) Absence of the 
granular layer and parakeratosis

Fig. 1. Clinical aspects.  A) Disseminated eruption of rupoid crusts B) Rupoid crust – detail C) Dactylitis D) Onycholysis
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Arthropathy is a common manifestation. Murakami et 
al described a case of rupoid psoriasis with severe arthropa-
thy, limited only at knee and right hand, which was ef-
fectively treated with low doses of corticosteroids. In this 
case, histopathological examination was significant for di-
agnosis by the abundance of Munro micro abscesses [10]. 
Wang described a case of sacroiliac arthropathy which was 
effectively treated with methotrexate. As in our case, joint 
manifestations preceded rash with six months [11]. A very 
interesting case was described by Zhu et al with malignant 
syphilis which present two localized rupoid plates evolving 
for 10 years, accompanied by fever and arthropathy in the 
right knee. In analogy with our case, they suspected rupoid 
psoriasis but immunohistochemical examination displayed 
evidence of spirochetes [12]. Was described also a case of 
rupoid psoriasis with out arthropathy, successfully treated 
with emollients and Photo chemotherapy (PUVA) [8]. 
Nečasand Vašků reported a case of patient with a presence 
of 21 years old lesions of rupoid psoriasis, with arthropathy 
that started 9 years after the onset of rash. Both lesions 
were controlled therapeutic by administration of Usteki-
numab [13].

Costa et al. report a case of Norwegians cabbies with 
aspect of rupoid psoriasis, a form characterized by thick 
crusts that occurs in immunocompromised patients, but 
the female patient had extensive hyperkeratotic plaques, 
hard and multilayered with no immunosuppression associ-
ated [14].

Rupoid scabs have been described in the photosensitivi-
ty reactions associated with aminoaciduria. In 1978, Haim 
et al described the appearance in the light exposed areas of 
this type of lesions, in 2 patients with aminoaciduria. One 
of the patients suffering from Ehlers Danlos syndrome and 
other with plaque psoriasis [15,16].

There is a report in which Histoplasma capsulatum in-
fection in immunocompromised patient leed to extensive 
rupoid crust. They were well defined in the face area. It 
isinteresting that the patient had liver damage, this con-
dition could be found also in aminoaciduria, psoriasis or 
syphilis patients [17]

Conclusion
Rupoid psoriasis is a rare form of the disease and can ac-
company the intermittent fever. It requires differential di-
agnosis with other dermatoses which show rupoid crusts, 
primarily with secondary syphilis. Methotrexate is an ef-
fective therapy that controls both articular manifestations 
and skin lesions.
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