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Abstract

Background: Psoriasis is a chronic inflammatory papulosquamous disorder. Psoriasiform dermatitis on the other hand
is a frequently encountered terminology in a variety of inflammatory dermatoses. It poses diagnostic challenge and
may require a histopathological confirmation for the diagnosis. Aim and Objectives: To evaluate and correlate clinical
and histomorphological features in psoriasis and Psoriasiform dermatitis. Material and Methods: This was an
observational study involving 100 patients, with a clinical diagnosis of psoriasis or Psoriasiform dermatitis as one of
the differential diagnoses and its correlation with histopathological features along with CD34 immunostaining
differences. Results: In our study, there was significant clinical and histopathological concordance in psoriasis and
Psoriasiform dermatitis. Fifty cases each of Psoriasiform dermatitis and psoriasis were enrolled of which middle age
group was affected more with slight male preponderance. The histological variation between psoriasis and
Psoriasiform dermatitiswas determined and CD34 immunohistochemical marker was applied to further aid the
diagnosis. Conclusion: The present study emphasizes clinical and histopathological concordance of cases of psoriasis

and Psoriasiform dermatitis due to significant difference in patient management and need for further work up.
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Introduction

Psoriasis is a chronic inflammatory papulo-
squamous disorder which is mediated by the
immune system and is characterised by episodes of
remissions and exacerbations. The incidence of
psoriasis is 2-3% people worldwide and the
etiology of this disease is still unclear. The condi-
tion is a frequent relapsing chronic inflammatory
disease that leads to a noteworthy morbidity [1].
The condition is characterised by a complex
association of immunological, genetic, and
environmental factors [1-2]. Clinically diagnosis
of psoriasis is featured by a well-defined margin
and presence of glossy white scale upon the shiny
homogenous membrane. The most common types
are plaque and pustular psoriasis [3-4]. The
consecutive psoriatic scales removal generally

shows underlying smooth, shiny red membrane
having various bleeding points from which thin
suprapapillary epithelium is removed (Auspitz
sign) [3]. Psoriasis vulgaris is observed to have a
tropism for extensors because of trauma related
lesions or Koebner (isomorphic) phenomenon [4].
Histologically, the differentiation between
Psoriasiform dermatitis and Psoriasis vulgaris 1s
necessary [5-6]. The psoriasiform term refers to the
lesion which either resemble psoriasis clinically or
histologically [7]. Different psoriasiform lesions
with similar histological and clinical features like
psoriasis are atopic dermatitis, pityriasis rosea,
lichen simplex chronicus, seborrheic dermatitis,
pityriasis rubra pilaris and allergic contact
dermatitis [6]. This group of diseases are
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histologically featured by the occurrence of
parakeratosis, associated with an inconsistent
quantity of hyperkeratosis, epidermal hyperplasia
with elongated rete pegs and presence of perivas-
cular superficial inflammatory infiltrate [8].
Regular epidermal hyperplasia, dilated blood
vessels found in dermal papillae and Kogoj's or
Munro micro abscess have been found to be the
most invariable histopathological characters in the
skin biopsy of psoriasis [9]. Features like irregular
epidermal hyperplasia, spongiosis and absence of
Kogoj's and Munro's micro abscess have been
constantly seen in Psoriasiform dermatitis [10]. It
has been observed that the histopathological
changes vary with the clinical features and stage of
the disease, as found in patients on managing the
condition [11]. The common histological charac-
teristics are featured by the inflammatory derma-
toses, however there are precise microscopic
features that are pathognomonic for each main type
of this disease [12]. The clinical and pathological
associations are highly significant, to diagnose the
lesion histologically before subjecting patients to
the systemic therapy as it can hamper the particular
microscopic characteristics of the particular condi-
tion [13].

The present study was conducted to assess the
profile, histopathological determinants and their
association with clinical findings of psoriasis and
Psoriasiform dermatitis and to evaluate clinical
presentation and correlate histomorphological
features in psoriasis and Psoriasiform dermatitis.

Material and Methods

This was an observational study conducted in the
Department of Pathology, Medical College and
Hospital, Western U.P. Biopsy specimens
clinically diagnosed as psoriasis and Psoriasiform

dermatitis received were taken. Total sample size
was 100 cases. Inadequate biopsy and unwilling
patients were excluded. This study was approved
by Institutional Ethics Committee and written
informed consent was taken from the patients.
SPSS17/20 and StatCalc 2.0 were used for
statistical analysis. Value of p < 0.05 was consi-
dered significant for statistical analysis. The
CD34 immunohistochemical staining intensity
was evaluated by performing capillary counting in
the 3 most highly vascularized areas selected
under 40x field. Single or clusters of endothelial
cells, with or without lumen were considered to be
individual vessels. They were scored depending
upon the number of vessels stained. If the number
of vessels stained were between 4 and 10, then it
was categorized as weak, if it was between 11-20
and it as moderate and if it was between 21 and 28,
it was categorized as strong. Control group inclu-
ded normal skin biopsies.

Results

In the present study, total 100 cases were recruited.
Out of them, 50 cases were clinically diagnosed as
psoriasis (Group A) and 50 cases as Psoriasiform
dermatitis (Group B). Skin biopsy of all the
patients were taken and based on their histopatho-
logical findings, they were grouped into histo-
pathologically diagnosed psoriasis (Group C) and
histopathologically diagnosed Psoriasiform
dermatitis (Group D). Group A and B were
clinically diagnosed groups while groups C and D
were histologically diagnosed groups. In the
present study, out of 50 cases of clinically
diagnosed psoriasis, 36 cases were histopatho-
logically diagnosed as psoriasis i.e. 72 cases
(Group E) and 14 cases were histopathologically
diagnosed as Psoriasiform dermatitis. Among 50
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cases of clinically diagnosed Psoriasiform
dermatitis, 43 cases were histopathologically
diagnosed as Psoriasiform dermatitis i.e. 86 cases
(Group F), 7 cases were histopathologically
diagnosed as psoriasis. Groups E and F revealed
clinical-histopathological concordance percen-
tage. Therefore, out of 100 cases, 43 cases were
histopathologically diagnosed as psoriasis (Group
(), 57 cases were histopathologically diagnosed as
Psoriasiform dermatitis (Group D) (Table 1).

Epidemiology and histological spectrum

In our study both psoriasis and Psoriasiform
dermatitis presented in wide range of age group
with the most common age group being 41-60
years. The mean age of psoriasis being 43 + 16.12
years and mean age of Psoriasiform dermatitis
being 37 + 17.53 years. No predominant sex
predilection was observed in our study, however
there was slight male predominance with male to
female ratio being 1.1:1 in psoriasis and 1.5:1 in
Psoriasiform dermatitis. In the present study,
histological spectrum of psoriasis out of 43 cases
of histologically diagnosed psoriasis included 35

(81.39%) cases of psoriasis vulgaris, 4 cases of
guttate psoriasis and 4 cases of pustular psoriasis.
Therefore, most common type was Psoriasis
vulgaris. In histological spectrum of Psoriasiform
dermatitis, out of 57 cases of histologically
diagnosed Psoriasiform dermatitis, the most
common was pityriasis rosea which constituted 12
cases, 8 cases were of lichen simplex chronicus, 6
cases of spongiotic dermatitis, 4 cases each of
pityriasis rubra pilaris, seborrheic dermatitis and
Bowen's disease, 3 cases each of allergic dermatitis
and Inflammatory Linear Verrucous Epidermal
Nevus (ILVEN), 2 cases each of parapsoriasis and
scabies and 1 case each of mycosis fungoids and
erythroderma. Seven cases could not be given any
subtypes (Figures 1 & 2).

Histological determinant

Groups C and D i.e. histopathologically diagnosed
psoriasis and Psoriasiform dermatitis were further
studied. Significant difference was observed in the
distribution of the cases according to acanthosis.
Proportion of the cases with regular acanthosis

Table 1: Clinical and histological groups

Groups N (%)
A. Clinically psoriasis 50 (50)
B. Clinically Psoriasiform dermatitis 50 (50)
C. Histologically psoriasis 43 (43)
D. Histologically Psoriasiform dermatitis 57 (57)
E. Clinical and histologically concordant psoriasis 36 (72)

Clinical and histologically concordant Psoriasiform dermatitis | 43 (86)
Overall concordant (Concordancerate) 79 (79)
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were more in psoriasis as compared to Psoriasi-

form dermatitis while it's vice versa was observed

with irregular acanthosis.

Distribution of the cases according to epidermal

determinants

Epidermal changes like parakeratosis (100%)
followed by thinning of suprapapillary plate

(93.02%) and diminished/absent granular layer
(90.69%), Munro's microabscess (62.79%) were
significantly more in psoriasis as compared to
Psoriasiform dermatitis. However Psoriasiform
dermatitis showed parakeratosis (84.21%)
followed by mild spongiosis (66.66%) and
exocytosis of lymphocyte (24.56%) (Table 2).

Table 2: Distribution of the cases according to epidermal changes (histopathological deter-

minant in different types)

Epidermal Changes Psoriasis | Psoriasiform | Chi- ) Significance
N(%) dermatitis squar
N(%) e

Acanthosis (Regular) 38 (88.37) 7 (12.28)

57.33 | 0.00001 <0.001
Acanthosis (Irregular) 5(11.63) 50 (87.72)
Parakeratosis 43 (100) 48 (84.21)
Thinning of supra-papillary plate | 40 (93.02) 1 (1.75) 84.40 | 0.00001 <0.001
Diminished/absent granular layer | 39 (90.69) | 13 (22.80) 45.26 | 0.00001 <0.001
Munro's microabscess 27 (62.79) 0
Hyperkeratosis 24 (55.81) | 29 (50.88) 0.24 0.6243 >0.05
Kogoj's Pustule 6 (13.95) 0
Alternate ortho and parakeratosis 0 7 (12.28)
Hypergranulosis 0 24 (42.12)
Thick supra-papillary plate 0 21 (36.84)
Spongiosis 15(34.88) | 38 (66.66) 9.94 | 0.0016 <0.05
Follicular plugging 0 4(7.02)
Exocytosis of lymphocytes 1(2.33) 14 (24.56) 9.50 0.002 <0.05
Spongiform pustule 4(9.30) 0
Pautrier microabscess 0 1(1.75)
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Distribution of the cases according to dermal
determinants

Vascular changes (72.09%) and papillary edema
(25.58%) were significantly more in psoriasis as
compared to Psoriasiform dermatitis while peri-
vascular lymphocytic infiltration (61.40%) was
significant in Psoriasiform dermatitis. No signi-
ficant difference was observed in dermal inflam-
mation among both psoriasis and Psoriasiform
dermatitis. (Table 3).

Comparison of psoriasis and Psoriasiform
dermatitis using CD34 marker

CD34 marker was applied to all the skin biopsies
along with 10 cases of normal skin biopsies which
were taken as control. It was observed that 95% of
psoriatic biopsies showed strong to moderate
positivity while in contrast 25% of Psoriasiform
dermatitis cases showed only moderate positivity

and majority of the cases were of mild positivity
(Table 4).

Table 3: Distribution of the cases according to dermal determinants (histopathological
determinant in different types)

Dermal Changes Psoriasis | Psoriasiform Chi- Y Significance
N(%) dermatitis square
N(%)

Papillary edema 11 (25.58) 6 (10.53) 3.93 0.047 <0.05
Dermal inflammation 34 (79.07) 38 (66.66) 1.87 0.17 >0.05
Vascular changes 31 (72.09) 4(7.02) 45.62 | 0.00001 <0.001
Perivascular lymphocytic 7 (16.28) 35 (61.40) 20.48 | 0.00001 <0.001
Vertically arranged collagen | 2 (4.65) 7 (12.28) 1.742 0.1868 >0.05
bundles in papillary dermis

Table4: Comparison of psoriasis and Psoriasiform

dermatitis using CD34 marker
Dermal Changes | Psoriasis | Psoriasiform | Control
N(%) dermatitis
N(%)

Mild 2 (4.65) 43 (75.43) 10 (100)

Moderate 12 (27.91) 14 (24.57) 0

Strong 29 (67.44) 0 0

Total 43 (100) 57 (100) 10 (100)
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Figure 1: Psoriasis (H&E stain) (A) hyperkeratosis, parakeratosis, regular acanthosis, thinning of
suprapapillary plate, sawtooth reteridges (B) spongiosis,vascular changes (C) Munro's
microabscess (D) Kogoj's microabscess

Figure 2: Psoriasiform dermatitis (A) Pityriasis rubra pilaris (B) Lichen simplex chronicus (C)
Inflammatory Linear Verrucous Epidermal Nevus (ILVEN) (D) Scabies
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Discussion

Psoriasis is a genetically determined, inflam-
matory and proliferative disease of the skin which
is characterized by dull red, sharply demarcated
scaly plaques. Psoriasis consists of many different
clinical variants and usually resemble other skin
diseases. Besides, the same patient can also
present at different times with a different clinical
presentation or variant [11].

In the present study, both psoriasis and Psoriasi-
form dermatitis presented in the age group of 41-60
years with no predominant sex predilection which
was consistent with the findings of the study
conducted by Jayalakshmi ez al. [ 14] while it was in
contrast with the study by Venna et al. [5] in which
the most common age group affected was 31-40
years in both psoriasis and Psoriasiform dermatitis.
In the present study, most common epidermal
changes noticed noticed in psoriasis were parakera-
tosis (100%) followed by thinning of suprapapil-
lary plate (93.02%), diminished/ absent granular
layer (90.69%), regular acanthosis (88.37%),
hyperkeratosis (55.81%), Munro's microabscess
(62.79%) and mild spongiosis (34.88%).

In the study conducted by Jayalakshmi et al. [14],
findings were similar to our study with 100% cases
showing regular acanthosis, parakeratosis and
thinning of suprapapillary plate, with majority of
the cases (97.5%) showing diminished/absent
granular layer and 87.5% cases showing Munro's
microabscess. However, hyperkeratosis was only
showed by 25% of cases. Thus findings in our
study were almost similar with the findings of the
study conducted by Jayalakshmi ez al. [14].

While in study conducted by Mehta et al. (2009)
[7] most significant findings were regular acantho-
sis (88.52%), diminished/absent granular layer

(83.6%) followed by parakeratosis, thinning of
suprapapillary plate and Munro's microabscess,
each being in 62.29% of cases. Mild spongiosis
was seen in only 29.50% of their cases which is
almost similar to our study (34.88%). In another
study conducted by Gyanchandani et al. (2020)
[4], most significant findings were diminished/
absent granular layer and Munro's microabscess,
each being 100%; regular acanthosis was in 80%
and thinning of suprapapillary plate was in 55%
while it was 93.02% in the present study.

Among the dermal change in psoriasis, the present
study showed dermal inflammation (79.07%)
which was also seen significantly in the study
conducted by Jayalakshmi er al. [14] (100%)
followed by vascular changes which was present in
72.09% of cases in our study which is in
accordance with previous studies conducted by
Mehta et al. [7], Jayalakshmi et al. [ 14] and Ahmed
et al. [15]. However, in contrast, papillary edema
was seen in only 25.58% of cases in our study
while it was present in more than half of the cases
in the study by Ahmed et al. [15]. Also vertically
arranged collagen bundles was seen in 4.65% of
cases in our study but it was absent in the study by
Gyanchandani et al. (2020) [4]. Overall after
comparing these studies it shows that most consis-
tent histological epidermal changes in psoriasis
include regular acanthosis, parakeratosis, thinning
of suprapapillary plate, diminished/absent granular
layer and Munro's microabscess while among
dermal changes most common was dermal
inflammation and vascular change.

In Psoriasiform dermatitis, most common epider-
mal changes seen in our study was parakeratosis
(84.21%) followed by mild spongiosis (66.66%),
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hyperkeratosis (50.88%) and exocytosis of
lymphocytes was only in 24.56% of samples,
whereas in previous study conducted by Mehta et
al. (2009) [7] most common finding was mild
spongiosis (64.10%) followed by exocytosis of
lymphocytes (56.41%) which was noticed in signi-
ficant number of cases in our study as well. Their
study also showed diminished/absent granular
layer in 48.71% of cases whereas it was seen in
only 22.80% of cases in our study.

While among the dermal changes in Psoriasiform
dermatitis, most common finding in our study was
dermal inflammation followed by perivascular
lymphocytic infiltration and vertically arranged
collagen bundles in papillary dermis where as in
the previous study conducted by Mehta et al.
(2009) [7] vertically arranged collagen bundles in
papillary dermis (46.15%) was appreciated which
was seen in only 12.28% of cases in our study.
Thus, in Psoriasiform dermatitis cases the signi-
ficant histological epidermal changes were irregu-
lar acanthosis, parakeratosis, mild spongiosis and
hyperkeratosis.

Also hypergranulosis, thick suprapapillary plate
and exocytosis of lymphocytes were noticed in fair
number of cases. While among dermal deter-
minants, dermal inflammation and perivascular
lymphocytic infiltrate were more common. In the
morphometric analysis it was observed that
psoriasis cases showed strong to moderate
positivity of CD34 while it was weak to moderate
in Psoriasiform dermatitis cases which was in
accordance with the study by Gupta et al. [16] and
Amin et al. [17] . Thus the use of CD34 IHC proved
to be a good determinant in differentiating the
cases.

Conclusion

Results of our study concluded that though there is
high clinical and histological concordance in both
Psoriasis and Psoriasiform dermatitis, still histo-
pathological diagnosis is considered gold standard
along with immunohistochemistry for a conclusive
diagnosis and better patient care.
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