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Abstract
Observations: Psoriasis is a chronic, inflammatory skin disease. Autoimmune diseases such as
Hashimato thyroiditis, autoimmune hemolytic anemia and Sjögren syndrome have been reported
to accompany psoriasis. However, association of “psoriasis and systemic lupus erythematosus” is
very rare. Here, we report a 45-year-old woman with psoriasis vulgaris complicated with systemic
lupus erythematosus.

Introduction
Psoriasis vulgaris and lupus erythematosus
(LE) are relatively common diseases in the population but their association is rare. LE
complicating psoriasis has seldom been reported in the literature [1]. Here, we report
development of systemic lupus erythematosus (SLE) in a psoriatic patient.

Case Report
A 45-year-old woman was admitted to us with generalized psoriasis all over the body. The patient
had been diagnosed as “psoriasis and psoriatic
arthritis” for 12 years. The medical history revealed hypertension, episodes of depression, two first
trimester aborts, photosensitivity and intermittent
leflunomide use (100 mg tablet/day) of two years
for psoriatic arthritis. The history of psoriasis was
present in her father. The previous medication for
psoriasis had been acitretin (35 mg/day) until
thrombocytopenia had been detected during the

follow-up. Therefore, acitretin had been thought to
be the trigger of thrombocytopenia and stopped.
After then, low dose systemic steroid (prednisolone
10 mg/day) for two months had been started by
an internist for arthralgia.
On dermatological examination, erythematous,
scaling plaques on the scalp, trunk and both limbs
were observed (Figure 1, Figure 2). Psoriasis
area and severity index (PASI) was 16,6. Histopathology of the skin biopsy was consistent with “psoriasis vulgaris” (Figure 3). Immunological tests
revealed ANA (1/320 granular) positivity, elevated
anti Ro, anti-cardiolipin IgG and anti-β2 glycoprotein IgG levels. Based on the clinical and laboratory findings the patient was diagnosed as
psoriasis as well as SLE and anti-phospholipid antibody syndrome (APAS). The patient’s concurrent
steroid treatment was maintained since the antimalarial treatment recommended by the rheumatologists might worsen psoriasis. The patient was
commenced on azathioprine (100 mg/day), acetyl
salicylic acid (300 mg/day) for SLE and APAS, and
on acitretin for psoriasis (35 mg/day). On her folPage 1 of 3
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Figure 1. Erythematous plaques with limited silvery
scale on arm and trunk

low-up, psoriatic lesions resolved and thrombocyte
count approached to normal limits.

Discussion
SLE and discoid LE may complicate psoriasis
[1, 2, 3]. Among them, presence of SLE is
much rarer than discoid LE. LE is estimated
to be found in 0.0023% of 9500 psoriatic patients [1]. The underlying autoimmune mechanism of this association is still unknown.
Although, anti-Ro positivity has been proposed as a specific serological marker for the association of psoriasis and LE [4], there are
contrary reports of some psoriatic patients
complicated by SLE with normal anti-Ro antibody levels [5,6]. Also, anti-Ro may be positive in some psoriasis patients without such

Figure 3. Epidermal regular psoriasiform hyperplasia
in the epidermis and parakeratosis
with Munro’s microabscesses

Figure 2. Erythematous plaques with limited silvery
scale on legs

an association [7]. In our patient, ANA was
found to be as 1/320 together with an elevated anti-Ro antibody level. Besides the ANA
positivity, photosensitivity, presence of anticardiolipins, thrombocytopenia established
the diagnosis of SLE in our patient according
to the ARA criteria [8].
The association of SLE and psoriasis may
lead difficulties during the therapeutic processes. Topical and systemic steroids, antimalarial agents, acitretin, methotrexate,
azathioprine, cyclosporine, dapson and phototherapy (PUVA, UVB) have been used in patients with psoriasis and LE [1, 2, 3].
Anti-malarial agents and systemic steroids
that are commonly used for SLE are among
the drugs which are contraindicated for psoriasis. Phototherapy, commonly used in treatment of psoriasis, is not a good option as it
may exacerbate LE. Biological agents may
trigger a lupus-like syndrome as well as they
may exacerbate the disease process. In our
patient, methotrexate was not considered because of the thrombocytopenia and cyclosporine was not allowed because of hypertension.
As a consequence, the patient was treated
with acitretin for psoriasis; azathioprine (100
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mg/day), acetyl salicylic acid (300 mg/day)
for SLE.
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As a conclusion, development of thrombocytopenia independently from treatment side effects may be a clue for an underlying SLE in
a psoriatic patient. Because of the limited
number of psoriatic patients complicated by
SLE, management of this condition may be
challenging for the physician.
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