
948 © JOURNAL OF THE MEDICAL ASSOCIATION OF THAILAND | 2020

  Case Report  

Psoriasis vulgaris is a common disease in the 
dermatological field and can be diagnosed by classical 
manifestations in most cases. There are variants 
of plaque-type psoriasis mimicking other diseases 
that are difficult to diagnose. Verrucous variant is 
one of the rare presentations of psoriasis. Reported 
successful treatments vary from topical treatment to 
biologic therapy.

Case Report
A 35-year-old non-obese male patient, with 

underlying disease of psoriasis vulgaris since the age 
of 28, presented with a 3-year history of progressive 
verrucous plaques on both legs (Figure 1A). 
Multiple scattered well-defined scaly erythematous 
plaques were noted on the trunk and the upper 
extremities (Figure 2). His fingernails showed 
subungual hyperkeratosis and distal onycholysis. The 
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Figure 1. A and B show verrucous hyperkeratotic plaques 
on right leg before and after 16 weeks of ixekixumab treat-
ment, respectively.

Figure 2. Shows multiple scattered well-defined scaly 
erythematous papules and plaques on chest wall.
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clinical differential diagnosis included tuberculosis 
verrucosa cutis (TVC) and cutaneous human 
papillomavirus (HPV) infection. The first skin biopsy 
from the verrucous lesion showed papillomatosis, 
hyperkeratosis, parakeratosis, and dermal fibrosis 
admixed with mixed inflammatory cells infiltration, 
including lymphocytes, neutrophils, and plasma 
cells. Tissue culture showed negative result. Tissue 
polymerase chain reaction (PCR) for mycobacteria 
was positive for Mycobacterium tuberculosis (MTB). 
Skin test and interferon-gamma release assay (IGRA) 
were negative. Standard anti-tuberculosis regimen 
(isoniazid, rifampicin, pyrazinamide, and ethambutol) 
was prescribed. The patient later developed an allergic 
skin reaction to ethambutol, the regimen was then 
switched to isoniazid, rifampicin, pyrazinamide, and 
ofloxacin.

After the patient completed the antituberculosis 
therapy, the lesions showed no improvement. 
Testing for acquired immunodeficiency diseases, 
including HIV status, CD4+ and CD8+ cell number 
and ratio, and anti-interferon-gamma antibody, were 
all normal. Another biopsy showed papillomatosis 
and psoriasiform epidermal hyperplasia with 
hyperkeratosis and parakeratosis (Figure 3). 
Hypogranulosis and neutrophilic collection in 
stratum corneum were observed (Figure 4). The 
features were suggestive for psoriasis vulgaris. 
PCR and mycobacterial culture were negative. 
Immunohistochemical staining with HPV antibody 
was also negative. The rare variant of psoriasis 
vulgaris, verrucous psoriasis, was suspected. As 
the hyperkeratotic verrucous plaques responded 
poorly to prior topical agents and there was a case 
report of successful treatment of recalcitrant thick 
linear psoriasis with ixekixumab(1), ixekizumab 80 
mg subcutaneously every two weeks for 16 weeks 
was prescribed. At the sixteenth week, the Psoriasis 
Area and Severity Index (PASI) score decreased 
from 22.1 to 4.3 (Figure 1B). The good response 
to an anti-psoriatic medication together with the 
patient’s underlying disease of psoriasis supported 
the diagnosis of verrucous psoriasis.

Discussion
Verrucous psoriasis is usually reported in 

longstanding cases of psoriasis vulgaris. The 
pathogenesis is not certain. To best of the authors’ 
knowledge, there are about 35 cases reported(2). In 
1996, Sato et al proposed that psoriatic lesions that 
have numerous lymphatic vessels could develop 
lymphatic disturbances, particularly in the presence 

of local bacterial infection and result in wart-like 
changes of the skin(3). Cessation of anti-psoriatic 
therapy, administration of lithium carbonate, and 
interferon gamma were found to be triggering factors 
of verrucous psoriasis(4-6). In addition to diabetes, 
obesity, immunosuppression, and cardiopulmonary 
conditions, venous stasis and lymphatic obstruction 
are suspected to be the major trigger factors of the 
papillomatous appearance(7-10). Scratching could be the 
cause of verrucous change of the skin, as for lichen 
simplex chronicus and prurigo nodularis, however, it 
has never been reported to cause verrucous psoriasis. 
Diagnosis of verrucous psoriasis is usually made 
from physical examination, histopathological study, 
and exclusion of other possible conditions that can 
cause the warty appearances. Marked papillomatosis 
and acanthosis along with other typical features of 
psoriasis including elongation of the rete ridges and 
dilatation of vessels and neutrophils admixed with 
parakeratosis or spongioform pustules support the 
diagnosis of verrucous psoriasis(11).

Figure 3. Shows papillomatosis, epidermal psoriasiform 
hyperplasia and hyperkeratosis.

Figure 4. Shows hypogranulosis and neutrophilic collection 
at stratum corneum and stratum granulosum (microabscess 
of Munro and spongioform pustules of Kogoj).
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Apart from verrucous psoriasis, there are other 
rare variants of plaque-type psoriasis presenting 
with thick hyperkeratotic plaques. Rupioid psoriasis 
or coral-reef or ostraceous psoriasis, presents with 
cone-shaped limpet-like lesions or with concave outer 
surface with annular hyperkeratotic rim like an oyster 
shell(12-15). Elephantine psoriasis shows large, thick, 
flat long-standing plaques, typically found in the 
dorsal area, buttocks, and upper and lower limbs(16). 
It should be noted that thick hyperkeratotic variants, 
including verrucous psoriasis, have poorer response 
to treatment and are usually associated with nail 
involvement and psoriatic arthritis(12-16).

The present patient had repeated minor trauma 
of both legs from motorcycling and no verrucous 
lesions were observed elsewhere. He denied 
aggressive scratching or rubbing the lesions. The 
authors presumed the triggering factors of progression 
from psoriasis vulgaris to verrucous plaques were 
repetitive trauma of the legs and TVC. Infection 
could be the cause of lymphatic disturbance and, as a 
result, the warty change(17). However, there are some 
objections that the present patient might not actually 
be infected with MTB. Firstly, he had no response to 
antituberculous treatment. Secondly, the tuberculin 
skin test and IGRA were negative. The positive PCR 
result could be false positive. Lastly, psoriasis is an 
autoinflammatory disorder that has a high level of 
many cytokines such as TNF-alpha, IFN-gamma and 
IL-17, which promote host immune response against 
infections, including mycobacterial infection(18-23).

There is no standard management for verrucous 
psoriasis. The reported effective treatments are 
etretinate(10,24), biologic agents such as apremilast(25), 
ustekinumab(6,26), and adalimumab(5). Combined 
treatment with compressive dressing in cases 
with venous stasis or lymphatic malfunction and 
debridement of the hyperkeratotic surface can be used.

Conclusion
The authors reported a case of verrucous psoriasis 

that responded well to ixekizumab. It is crucial to 
exclude other diseases presenting with verrucous 
lesions such as TVC, cutaneous HPV infection, 
and verrucous carcinoma. One should keep in mind 
that verrucous psoriasis is a differential diagnosis 
in patients presenting with verrucous lesions, 
particularly in psoriasis cases. Systemic therapy is 
usually required.

What is already known on this topic?
Trauma is an aggravating factor of psoriasis 

vulgaris. Recalcitrant conditions should be re-
evaluated.

What this study adds?
There are rare variants of plaque-type psoriasis 

presenting with hyperkeratotic lesions, such as 
verrucous psoriasis. Verrucous psoriasis should be 
kept in mind as a differential diagnosis of verrucous 
lesion. To make a definite diagnosis, re-evaluation of 
the patient is essential. Therapeutic treatment can be 
considered in some circumstances. Biologic agent, 
such as ixekizumab, might be used as verrucous 
psoriasis treatment.
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