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Psoriasiform Acral Dermatitis
Report of Three Cases
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The authors report 3 patients affected by psoriasiform acral
dermatitis, a distinctive clinical entity characterized by a
chronic dermatitis of the terminal phalanges, associated with
marked shortening of the nail beds of the affected fingers. The
skin biopsy showed in all cases the pathological features of a
subacute spongiotic dermatitis. X-ray examination of affected
fingers showed no bone or soft tissue changes. Differential
diagnosis of psoriasiform acral dermatitis included psoriasis,
atopic or contact dermatitis and corticosteroid-induced distal
phalangeal atrophy. Key words: Hand dermatitis; Nail bed
shortening; Spongiotic changes.
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The term psoriasiform acral dermatitis was coined by Zaias in
1980 to describe a psoriasiform dermatitis that electively af-
fects the distal phalanges (1).

We report here a pathological and immunohistochemical
study of 3 patients affected by this condition.

CASE REPORTS

Case |

A 10-year-old boy was first examined in October 1987 following a
l-year history of chronic dermatitis without itching. affecting the distal
aspects of his fingers. He had no personal or family history of atopy or
psoriasis. Previous treatments included topical emollients. but no
steroids. Slight improvement of the condition had been noticed during
the summer months. Clinical examination revealed erythema. scaling
and fissuring of the lateral aspects of his fingers and fingertips. Short-
ening of the nail beds of all fingers was also evident (Fig. 1). Nail
plates were normal and palms, soles and toes were unaffected.

Patch tests with the ICDRG standard series, preservative series and
patient’s personal products were negative. Skin scrapings for fungal
infections were negative. IgE serum levels were within the normal
limits. Roentgenographic examination of the distal phalanges was
normal. A 2-week course of topical, medium potency steroids pro-
duced a marked improvement of the dermatosis. Skin lesions, how-
ever, recurred as soon as the frequency of steroid application was
reduced. Application of urea emollient creams, topical tar prepara-
tions and barrier creams did not improve the dermatitis. The skin
lesions persisted unchanged at the 3-year follow-up.

Case 2

A 50-year-old housewife with a 9-month history of chronic dermatitis
of the fingertips was first seen in September 1988, Her personal and
family dermatological history was otherwise negative. Erythema,
scaling and fissuring of the fingertips was associated with marked
shortening of the nail beds of the 1st, 2nd and 3rd fingers of both
hands. The patient did not complain of itching. Nail plates and palms
were unaffected. Slight ervthema and scaling of the left plantar arc was
also present. Patch tests with the ICRGD standard series, fragrances,
preservatives and rubber chemicals gave negative results. Skin scrap-
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ings for fungal infections were negative. Roentgenography of distal
phalanges was normal. IgE serum levels were within the normal limits.
The 2-vear follow-up revealed a moderate response of the dermatitis
to medium potency topical steroids.

Case 3

A 9-year-old girl was sent to our Clinic complaining of a chronic hand
dermatitis that had developed intermittently over the previous 5
months. There was no family or personal history of psoriasis or atopy.
Previous treatments included emollient creams and a 1-week course of
topical hydrocortisone. On physical examination, erythema, fissuring
and scaling were noted on the lateral and dorsal aspects of the terminal
phalanges of 1st, 2nd and 3rd fingers of both hands. Marked short-
ening of the nailbeds of the atfected fingers was also evident. Nail
plates, palms and soles were not affected. There was no itching. Patch
tests with the ICDRG standard series and patient’s personal products
were negative, as were skin scrapings for fungal infections. Roent-
genographs of hands and IgE serum levels were normal.

Skin biopsies

Studies were performed on the skin biopsy specimens obtained from
the hands of the 3 patients. The histological examination showed
similar features in all patients. The epidermis presented marked para-
keratosis with scale-crust. acanthosis, spongiosis and exocytosis. A
moderately dense inflammatory infiltrate was evident in the superficial
dermis (Fig. 2). No fungal hyphae or spores were revealed by PAS
staining.

The immunohistochemical characterization on frozen sections
showed an increased number of CDla+/CD4+ Langerhans cells
within the epidermis and the superficial dermis. Several Langerhans
cells were also present in the spongiotic vesicles.

The mononuclear infiltrate consisted of mature peripheral T-lym-
phocytes (CD2+.CD3+,CD5+) with a CD4/CDS8 ratio of 1:1 in the
epidermis and 3:1 in the dermis. 30% of the lymphocytes expressed
the interleukin 2 receptor (CD25+).

DISCUSSION

The clinical presentation of our 3 patients was distinctive,
since they exhibited a chronic dermatitis of the terminal
phalanges that was associated with marked shortening of the
nail beds of the affected fingers. Their clinical features

Fig. I. Erythema, scaling and fissuring of the distal aspects of all
fingers. Shortening of nail beds is also evident.



Fig. 2. Patient 2: The epidermis shows massive parakeratosis with
scale crusts, acanthosis, exocytosis and spongiosis. A moderately
dense inflammatory infiltrate is present in the superficial dermis
(H&E, 125x).

strongly suggested a condition that has been described by
Zaias in his book under the term ‘psoriasiform acral dermat-
itis’ (1). Differential diagnosis of chronic hand dermatitis can
be difficult and includes mainly tinea infections, atopic ec-
zema, psoriasis and irritant or allergic contact dermatitis. The
personal or family history of atopy was negative in all 3 pa-
tients, as were the other clinical or laboratory parameters for
this diagnosis. The absence of typical skin and nail involve-
ment and the negative family history spoke against a possible
diagnosis of psoriasis. In addition, although spongiotic foci
may occasionally be detected in psoriasis of palms and soles,
the pathological picture observed in our patients was not con-
sistent with this diagnosis. In fact no spongiform pustules or
PNM collections in the horny layer were detectable and their
pathology showed exocytosis of lymphoid cells in the epider-
mis associated with severe spongiotic changes and scale crusts.
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The pathological picture of our cases strongly suggested a
diagnosis of sub-acute contact dermatitis and the immunohis-
tochemical findings were also consistent with this hypothesis.
The clinical appearance of our patients resembled chronic
finger-tip dermatitis, a variety of hand eczema seen in ado-
lescents and adults. However, contact sensitization was ex-
cluded by negative patch test results and our patients did not
report prolonged exposure to irritant agents.

The distinctive shortening of the nail bed presented by our
patients can with difficulty be explained by any of the possible
differential diagnosis of hand dermatitis. X-ray examination of
the distal phalanges excluded the presence of bone abnormal-
ities. Tapering of the distal phalanges leading to fingertip
atrophy can be a possible consequence of topical steroid abuse
(2). Although our patients denied prolonged application of
steroids on their hands, distal phalangeal atrophy has been
reported also after short-term use of a potent steroid without
occlusion (3).

In our patients, however, X-ray examination did not reveal
the atrophy of the soft tissues that is usually associated with
steroid-induced distal phalangeal atrophy (2-3). Although the
pathological and immunohistochemical features of psoriasi-
form acral dermatitis are not distinctive, we believe that the
peculiar shortening of the nail bed unassociated with X-ray
abnormalities permits us to consider this condition as a
separate entity.
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