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Abstract 
Background: Acute arthritis (<6 weeks): trauma, infections (viral and bacte-
rial), crystals (gout), reactive arthritis, and as the early phase of chronic ones, 
viz. osteoarthritis, psoriasis (P), chronic infections, and autoimmune diseases 
(rheumatic, rheumatoid, lupus, and vasculitis). Case: A 32-year-old white male 
presented with severe arthritis in the 2nd to 5th toes in both feet for 2 weeks. He 
had a negative history and physical examination, as well as laboratory and im-
munological tests for autoimmune diseases, gout, and infections. On exami-
nation, he had enthesitis and dactylitis. Diagnosis was suspected by typical nail 
findings of P and confirmed by detecting occult scalp lesions that was con-
firmed by dermatoscopy. Other etiologies of arthritis were excluded by labor-
atory, serological, bacteriological, and radiological tests. His arthritis and skin 
lesions improved within 2 weeks after treatment with Cyclosporine A (CsA) 
100 mg twice daily. After 3 months, the CsA dose was reduced to 50 mg twice 
daily and was maintained for 2 years. Subsequent to this therapy, new skin 
lesions did not evolve, and arthritis did not recur after 2 more years of fol-
low-up. Conclusion: Occult P can manifest as arthropathy. Nail changes and 
small skin/scalp lesions may aid in diagnosis, and the disease is amenable to 
CsA therapy. 
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1. Introduction 

Arthritis is defined as an acute or chronic inflammation in the joints that includes 
pain, swelling, limitation of movement, and joint deformities. Nearly 100 types of 
arthritis exist, with a prevalence of 21%, and it is the leading cause of disability in 
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the USA [1]. If misdiagnosed or poorly managed, it can result in severe pain, anx-
iety, activity limitations, disability, and medical costs [2]. Hence, definitive diagnosis 
is essential to avoid complications and adverse effects of its drug therapy, viz. non-
steroidal anti-inflammatory drugs, corticosteroids, disease-modifying agents, bio-
logical agents, and JAK inhibitors [3]. Acute arthritis (<6 weeks): trauma, infections 
(viral and bacterial), crystals (gout), reactive arthritis, and as the early phase of 
chronic ones viz. osteoarthritis, psoriasis (P), chronic infections and autoimmune 
diseases (rheumatic, rheumatoid, lupus and vasculitis) [4]. P is a common chronic 
skin disease characterized by itchy red patches with large silvery-white scales on 
top [5]. Diagnosis is established clinically, dermatoscopically, and can be confirmed 
by skin biopsy [6]. Nail changes are common in P and have a lifetime incidence 
of 80% - 90% [7]. On the other hand, arthritis was detected in 30% of patients with 
P skin disease [8]. In this case report, we present our means of diagnosis and man-
agement of a patient with acute arthritis due to P, yet without overt skin disease. 

2. The Case 

 

Figure 1. Arthritis of 2nd to 5th toes in left (A) and right (B) feet at presen-
tation and after treatment in (C) and (D). 

 
A 32-year-old man presented with severe arthritis in the 2nd to 5th toes in both feet 
for 2 weeks. He denied previous medical illness, surgery, allergy, chronic intake of 
medications, and recent trauma to toes. On his initial examination, he was con-
scious, oriented x3, and without distress of shortness of breath, yet was in distress 
of pain in his toes. He was normotensive, afebrile, and had a body weight of 77 kg. 
He had severe bilateral sausage-like swelling of the whole toes (dactylitis) and in-
flammation of tendons and ligaments at bone attachments (enthesitis), as seen in 
Figure 1. Systemic examination did not show abnormality. Since he had nail changes 
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suggestive of psoriasis (Figure 2), a detailed search disclosed a few psoriatic scalp 
lesions that were confirmed by dermatoscopy (Figure 3). Laboratory investiga-
tions showed normal peripheral leucocyte and platelet counts. Hemoglobin was 
normal. Serum glucose, urea, creatinine, electrolytes, uric acid, amylase, liver func-
tion tests, cholesterol, and TSH were normal. ESR, CRP, procalcitonin, and angi-
otensin-converting enzyme levels were normal. Urine routine and microscopy 
were normal. Serum complements (C3 & C4) were normal. Serum protein elec-
trophoresis, HIV, anti-CCP, ANA, ANCA, and hepatitis B & C serology were neg-
ative. Chest X-ray and high-resolution chest CT did not show infiltrate or lym-
phadenopathy. Fungal nail infection was excluded by microscopic and dermato-
scopic examination after potassium hydroxide. Vascular insufficiency was ex-
cluded by Doppler ultrasound study. He was treated with 1 g of solumedrol IV for 
3 consecutive days to relieve the pain, as well as cyclosporine A 100 mg twice daily. 
After 3 months, the CsA dose was reduced to 50 mg twice daily and was main-
tained for 2 years. Subsequent to this therapy, new skin lesions did not evolve, and 
arthritis did not recur after 2 more years of follow-up. 

 

 

Figure 2. Nail changes (discoloration, subungual hy-
perkeratosis and pitting) in the patient’s fingers. 

 

 

Figure 3. Occult scalp psoriasis (A) and after magnification (dermatoscopy) in (B) show-
ing linear convoluted vessels (white arrow), white areas with scales (black arrows). 

3. Discussion 

In our patient, diagnosis of P arthritis was established by excluding local trauma, 
focal infection, vascular insufficiency, as well as systemic diseases, viz. autoimmune 
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disease (rheumatoid, systemic lupus erythematosus, sarcoidosis and reactive ar-
thritis) by serological and radiological tests. Interestingly, his ESR and CRP were 
within normal limits, indicating a lack of systemic inflammatory disorder despite 
its acute flare. The typical nail changes were a useful clinical indicator of P. Hence, 
a detailed search disclosed occult small scalp lesions characteristic of P. The dif-
ferential diagnosis of P includes dermatological conditions similar in appearance 
such as discoid eczema, lichen planus, fungal infections, seborrheic eczema, pity-
riasis rosa, cutaneous T-cell lymphoma, and secondary syphilis [9]. However, for 
the scalp, seborrheic dermatitis is the main one. Unlike P, 1) its erythematous 
borders are sharper and accompanied by perifolliculitis, 2) its scales are fine and 
greasy, which are different from the silver-white large scales of scalp psoriasis, and 
dermoscopy is useful [10]. In general, nail changes can disclose many systemic 
medical diseases, yet pitting is characteristic of P [11]. In advanced P, nail changes; 
fungal infection should be excluded by microscopic and dermatoscopic examina-
tion after potassium hydroxide [12]. P arthritis typically involves painful inflam-
mation of the joints and surrounding connective tissue and can occur in any joint, 
but most commonly affects the joints of the fingers and toes. This can result in a 
sausage-shaped swelling of the fingers and toes known as dactylitis and rarely the 
hips, knees, spine (spondylitis), and sacroiliac joint (sacroiliitis) [13]. Skin mani-
festations of psoriasis tend to occur before arthritic manifestations in about 75% 
of cases [8]. With regard to management of psoriasis, it stems from our knowledge 
of its genetic predisposition with autoimmune triggering factors. Globally, it af-
fects 4.4% of the population worldwide, yet it is 5 times more common in the 
Western world compared to those of Asian descent [14]. Moreover, its rate and 
prevalence vary according to age, region, and ethnicity; a combination of environ-
mental and genetic factors is thought to be responsible for these differences [5]. It 
is a genetic disease that is triggered by environmental factors [15]. Nearly 1/3 of 
patients have a family history and a 70% chance of developing it in identical twins 
[16]. Gene mutations in proteins involved in the skin’s ability to function as a 
barrier have been identified as markers of susceptibility for developing psoriasis 
[17]. In P, skin cells are replaced every 3 - 5 days rather than the usual 28 - 30 days. 
These changes are believed to stem from the premature maturation of keratino-
cytes induced by an inflammatory cascade in the dermis involving dendritic cells, 
macrophages, and T lymphocytes (three subtypes of immune cells) [18]. These 
immune cells move from the dermis to the epidermis and secrete inflammatory 
chemical signals (cytokines) such as interleukin-36γ, tumour necrosis factor-α, 
interleukin-1β, interleukin-6, and interleukin-22. These secreted inflammatory 
signals are believed to stimulate keratinocytes to proliferate [19]. The inflamma-
tory cytokines found in psoriatic nails and joints (in the case of psoriatic arthritis) 
are similar to those of psoriatic skin lesions, suggesting a common inflammatory 
mechanism [20]. 

Previously, there was no known cure for psoriasis, but various treatments can 
help control the symptoms. These treatments include corticosteroids, methotrex-
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ate, and specific biological agents (adalimumab (Humira), certolizumab (Cimzia), 
etanercept (Enbrel), and golimumab (Simponi). They also include infliximab (Remi-
cade), ustekinumab (Stelara), secukinumab (Cosentyx), ixekizumab (Taltz), guselku-
mab (Tremfya), and abatacept (Orencia). However, they can increase the risk of 
both common and rare infections, such as tuberculosis. Moreover, oral ones, viz. 
1) Tofacitinib (Xeljanz) increases the risk of blood clots in the lungs, serious heart 
issues, and cancer, and 2) Apremilast (Otezla) is associated with diarrhea, nausea, 
and headaches [21]. Previously, we selected CsA for treatment of severe pustular 
P and amyloidosis secondary to it [22] [23]. Our management was based on the 
pathogenesis of P and CsA action via blocking IL-2, which is essential in the cas-
cade of T-cell recruitment, based on [24]. Hence, we used the drug for our patient 
with P arthritis. It proved to be safe and effective in short- and long-term follow-
up. Moreover, we were able to decrease its dose after 3 months and limit its dura-
tion to 2 years to avoid nephrotoxicity [25]. 

4. Conclusion 

Occult P can manifest as arthropathy. Nail changes and small skin/scalp lesions 
may aid in diagnosis, and the disease is amenable to CsA therapy. 
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