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ABSTRACT
Introduction: Psoriasis and psoriatic arthritis (PsA) are serious, poorly understood, diseases.

As many as 10-30% of psoriasis patients develop an inflammatory arthritis termed psoriatic
arthritis which is progressive and leads to destruction of the joints if it is not treated assertively.
Several triggering factors may elicit or aggravate the expression of psoriasis, of which focal
infections is a well-established triggering factor, in particular infections of the upper respiratory
tract. Guttate (eruptive) psoriasis, known to have a better prognosis than other types of psoriasis
with rapid involution and longer remission, but its clinical course has barely been studied. We
are presenting a case of guttate psoriasis with sever onset and association with nail psoriasis,
scalp psoriasis and psoriatic arthritis, all which started unexpectedly after urinary tract infection
Case Presentation: We are presenting a young woman of 32-years-old who presented to our
service with a typical guttate psoriasis lesion after urinary tract infection. Her guttate psoriasis
exhibited unusual sever course with associated onset of nails psoriasis, scalp psoriasis, conjunctivitis and psoriatic arthritis. All the symptoms started few days after urinary infection
symptoms.
Conclusion: Guttate psoriasis that occurs after urinary tract infection, may exhibit sever onset
and rapid progression to psoriatic arthritis.
KEYWORDS: Psoriasis; Psoriatic arthritis; Guttate; Urinary tract infection.
ABBREVIATIONS: PsA: Psoriatic arthritis; HIV: Human Immunodeficiency Virus; WBC: White

Blood Cell; MCV: Mean Cell Volume; RBC: Red Blood Cells; ESR: Erythrocyte Sedimentation Rate; ASO: Anti-Streptolysin O; TPHA: Treponema pallidum hemagglutination.

INTRODUCTION

Psoriasis and psoriatic arthritis (PsA) are chronic inflammatory diseases that have a major
impact on health.
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As many as 10-30% of psoriasis patients develop an inflammatory arthritis termed
psoriatic arthritis which is progressive and leads to destruction of the joints if it is not treated assertively.1 Environmental risk factors including streptococcal pharyngitis, stressful life events,
low humidity, drugs, human immunodeficiency virus (HIV) infection, trauma, smoking and
obesity have been associated with psoriasis and psoriatic arthritis.2
Of psoriasis, guttate psoriasis is a distinct eruptive dermatosis that classically occurs
in children and young adults following upper respiratory tract infection.3 It might present as
either the initial manifestation of psoriasis in individuals previously unaffected by psoriasis
or as an acute exacerbation in individuals with pre-existing chronic plaque psoriasis. Guttate
psoriasis is strongly associated with antecedent or concomitant streptococcal infection and ofPage 47
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ten occurs 1 to 2 weeks after streptococcal pharyngitis or a viral
upper respiratory infection.4 Typically, they manifests as multiple scaly, well-demarcated, salmon-pink to erythematous, drop
like round to oval papules ranging in size from 1 mm to 10 mm
in diameter, appearing primarily on the trunk and extremities,
sparing the palms and soles.5 Fine silvery scale is often present
on more established lesions.6
Although, limited information is available about the
long-term prognosis of individuals with first-manifestation of
guttate psoriasis.5 Ko et al3 reported that patients have two distinguishable clinical courses, a rapid involution course with longterm remission and a chronic course without remission. Others
reported that approximately 33% of patients with guttate psoriasis might eventually develop chronic plaque psoriasis.7 The diagnosis of guttate psoriasis is essentially a clinical diagnosis, and
a careful history regarding recent illness or medication use can
help to clarify the condition from other differential diagnosis.5
Here, we present unusual case of sudden onset of guttate psoriasis with nail psoriasis, scalp psoriasis, conjunctivitis
and psoriatic arthritis, without preceding history of upper respiratory tract infection.
CASE HISTORY

Our case is a 32-year-old woman, who presented with typical
skin lesions of guttate psoriasis after urinary tract infection. Her
guttate psoriasis exhibited unusual scenario with concomitant

development of nails psoriasis, scalp psoriasis, and psoriatic arthritis.
The patient presented with 2 weeks chief complains of
abrupt onset of eruptive scaly rashes over her body, scaly lesion over the scalp, eyes soreness and a painful swollen right
wrist and left knee. Patient reported a difficult and painful mouth
opening that started with her right wrist and left knee swelling.
Few days earlier to her symptoms development she noticed
darkness of her urine with burning micturation. Ten days after
the rashes inception she developed painful left knee swelling
and sore redness of both eyes. It’s the first attack of its type with
no significant previous medical history or similar familial history. There was no preceding upper respiratory tract infection or
bowel motion disturbance.
Examination revealed a young woman in seversʼ pain
and inability to walk because of left knee pain. Temperature was
38 ºC, arterial blood pressure 128/84 mmHg, heart rate 89 beats
per minute and respiratory rate 22 per minute. Conjunctivitis
was evident in both eyes (Figure 1). There was no peripheral
lymphodenopathy. The scalp was full of dry scales (Figure 2).
First and third right nails were yellow in color with onycholysis
(Figures 3A and 3B). There was a scaly eruptive lesion over the
trunk and all the four extremities with spare of palms and soles.
Rashes were erythematous papules with fine silvery scales that
can be seen over some of the lesions. Dermatological consultation confirmed the nature of the skin lesions as a guttate psoriasis
(Figure 4). Left knee and right wrist were red and swollen. Both

Figure 2: Scalp Psoriasis. Plaque psoriasis characterized by elevated lesions covered with silvery white dry
scales.

Figure 1: Conjunctivitis; Inflammation of the conjunctiva bilaterally.

A
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B

Figure 3: Finger nails psoriasis. (A) Discoloration of the nail plate and onycholysis; (B) Separation of the right first and
the third nails from its nail bed, and inflammation of the first interphalangeal joint.
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Figure 4: Guttate psoriasis; well demarcated, multiple, discrete, drop like
salmon-pink lesions and fine scale with dactylitis; sausage digit (on the
first day of presentation to the hospital).

temporo-mandibular joints were tender and very painful to mild
touch. Right hand showed dactylitis of the little finger with sausage shape look (Figure 3B).
Investigations revealed high white blood cell (WBC)
count of 14.3×10*3/ul, with neutrophilia of 10.6×10*3/ul, Hb
11.8 g/dl, mean cell volume (MCV) 95.3 fl and platelet 466.
There were no particular alterations in the electrolytes, renal or
liver functions. Urine showed a pus cells over the full field, 2-4/
hpf red blood cells (RBC) and squamous epithelial cells (three
plus). A high inflammatory marker with erythrocyte sedimentation rate (ESR) of 130 mm/hr and C-reactive protein of 175.4
mg/l. Negative anti-streptolysin O (ASO) titer, HIV I+II+0+p24
antigen and Mantoux test. Rapid plasma regain antibody and
treponema pallidum hemagglutination (TPHA) were non-reactive. Brucella abortus and melitensis antibodies were 1:80. Aerobic and anaerobic blood cultures showed no growth. A chest,
hands and knees X-rays were normal.
A diagnosis of psoriasis and psoriatic arthritis had been
made based on the characteristic body lesion, scaly scalp, bilateral eye conjunctivitis, nail psoriasis, polyarthritis and dactylitis.
Two triamcinolone injections were given in the right
wrist and in the left knee. Antibiotics eye ointment and drops
were given for the conjunctivitis. Skin lesion treated with local
application of coal tar preparations, topical corticosteroids and
Fusidic acid cream. Urinary tract infection was covered with a
course of antibiotics. Methotrexate of 15 mg/wk and folic acid 5
mg/wk were started after hepatitis screen came negative for both
hepatitis B and hepatitis C.
On the 4th day of treatment the psoriatic lesion became
clearer with more silvery scales that can be appreciated over
more lesions (Figure 5).
DISCUSSION

Psoriasis is a chronic inflammatory disease affecting 1-3% of
Dermatol Open J
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Figure 5: Guttate psoriasis. Multiple, small, discrete, well demarcated,
salmon color raindrop-shaped lesions with silvery scale of both hands
with dactylitis; sausage shape right digit (on day 4 of presentation to the
hospital).

the world’s population. Joints can be affected in up to 30% of
patients.8
As psoriasis has a large spectrum of clinical features
and evolution, classification of its clinical features has been a
controversial subject among investigators. Thereafter, no complete agreement on the classification of the clinical variants
exists.8
It’s reported that psoriasis can be provoked or exacerbated by a variety of different environmental factors, particularly
infections and drugs.9 Despite that it has been reported that various microorganisms are associated with the provocation and/or
exacerbation of psoriasis, their roles in the disease pathogenesis
are unknown.10-12
Knowledge of the factors that may trigger, psoriasis is
of primary importance in clinical practice. Extensive evidence
supports that the disease can be triggered by a variety of different environmental factors, particularly streptococcus pyogenes,
which has been recognized for at least 50 years and implicated
in both acute and chronic forms of the disease.9,13,14 The link
between psoriasis and infections is probably explained by the
“superantigen theory”, that superantigens are the products of
bacteria, virus or fungi, which can bypass normal immunological pathway and cause powerful stimulation of the immune system.15 Wang et al15 suggested that cell-wall-deficient bacterial
infection may be a virtual triggering factor in psoriasis by regulating T-cell activation. To the best of our knowledge, this is the
1st case report of guttate psoriasis after urinary tract infection.
More, it’s the 1st case to have abrupt onset of guttate psoriasis,
nail and scalp psoriasis and psoriatic arthritis.
CONCLUSION

There are conflicting views in the literature regarding the triggering infection factors and the efficacy of anti-streptococcus
antibiotics on psoriasis. Hence, other organism and different
kinds of infection factor could be implicated in psoriasis development. Organisms causing urinary tract infection could trigger
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psoriasis through the same mechanism as streptococcus bacteria
of upper respiratory infection do.

90-94. Web site. http://europepmc.org/abstract/med/2191222.
Accessed September 16, 2016.
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