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INTRODUCTION

Inverse psoriasis is a variety of psoriasis that involves 
the body folds, most often the axillary, anogenital, and 
inframammary. It is often difficult to diagnose due to 
its clinical similarity with other skin disorders involving 
the folds. Dermoscopy is a useful tool for enhanced 
non-invasive diagnosis. According to various studies and 
populations, the prevalence of IP is highly variable, ranging 
from 3% to 36% [1]. IP is typical in children, especially 
in young infants with involvement of the diaper area, 
configuring “napkin psoriasis” [2]. We report the case of 
a seventy-year-old female who had been, for three years, 
suffering from troublesome chronic intertrigo treated 
several times with oral and topical antimycotic agents but 
without improvement. We were able to diagnose reverse 
psoriasis with clinical methods and dermoscopy.

CASE REPORT

A seventy-year-old female with no notable pathological 
antecedents presented herself with pruritic lesions of 
the submammary and inguinal folds, which had been 

present for three years, for which she had consulted 
several times, and which were treated locally and 
topically as mycotic intertrigo without improvement. 
The lesions had evolved with flare-ups.

A clinical examination revealed well-limited, fine, and 
scaly erythematous plaques located in the submammary, 
subabdominal, and inguinal folds with extension to the 
labia majora (Figs. 1 and 2). Dermoscopy revealed scales 
with homogeneously distributed dotted vessels on a light-
red background (Fig. 3). The rest of the examination 
found scaly patches on the scalp with positive Auspitz’s 
sign on dermoscopy (Figs. 4a and 4b). In light of these 
findings, we maintained the diagnosis of IP and treated 
the patient with mid-potency topical steroids with great 
improvement. We also performed a metabolic workup 
as well as an HIV serology. All test results were negative.

DISCUSSION

Localization of psoriatic lesions in the intertriginous 
areas affects the clinical presentation. The most 
evident difference between classic, plaque-type 
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psoriasis and inverse psoriasis is the lack of, or less, 
scaling in the intertriginous areas. The lesions are 
well-demarcated, erythematous, and often presenting 
with a shiny appearance [1]. IP is difficult to diagnose 
due to its clinical similarity with other skin disorders 
involving the folds, mainly mechanical intertrigo, 
fungal and bacterial infections, contact dermatitis, 
seborrheic dermatitis, and lichen planus [3]. The 
diagnosis of PI is most often clinical, and a complete 
examination of the entire tegument, including the 
scalp, nails and mucous membranes, is important and 
may offer arguments in favor of psoriasis. This was the 
case in our patient, in whom scaly patches of the scalp, 
which were not mentioned during questioning, were 
found. Dermoscopy of plaque psoriasis typically shows 
a characteristic pattern consisting of diffuse white 
scales and symmetrically and regularly distributed 
dotted vessels on a light or dull red background [4]. 
It is a very useful tool for this topographic form and 
was a great help to us in rectifying the diagnosis of 
our patient.

Psoriasis, in general, has been associated with 
comorbidities such as cardiovascular disease, 

metabolic syndrome, and lymphoma [1]. Currently, 
no work has been published on comorbidities 
associated with inverse psoriasis. The development 
of inverse psoriasis has been reported as a paradoxical 
side effect to treatment with infliximab for Crohn’s 
disease [5] and hidradenitis suppurativa [6]. Inverse 
psoriasis might be more common in people with 
HIV, possibly indicating a different immunologic 
interplay [7]. A tendency toward overrepresentation 
of inverse psoriasis in the obese could suggest friction 
or maceration as a triggering factor of psoriasis in 
intertriginous sites as well [8]. From a pharmacological 
point of view, application of topical treatments in the 
intertriginous areas may be considered as a treatment 
under occlusion due to enhanced hydration and 
increased percutaneous absorption. The inverse 
areas are considered more sensitive and prone to 
side effects from topical steroids. Treatment with 
steroids should be prescribed with caution to avoid 
side effects [1]. The current short-term first-line 

Figure 1: Well-limited, fi ne, and scaly erythematous plaques located 
in the submammary folds.

Figure 2: Well-limited, fi ne, and scaly erythematous plaques located in 
the subabdominal and inguinal folds with extension to the labia majora.

Figure 3: Dermoscopy of the inguinal fold showing scales with 
homogeneously distributed dotted vessels on a light-red background.

Figure 4: (a) Scaly patches on the scalp with (b) positive Auspitz’s 
sign on dermoscopy.
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treatment for inverse psoriasis is low- or mid-potency 
topical steroids [9].

   CONCLUSION

Inverse psoriasis is considered an infrequent site of 
involvement of psoriasis. It is sometimes difficult to 
diagnose due to its clinical similarity with other skin 
disorders involving the folds. Dermoscopy is a useful 
tool for enhanced non-invasive diagnosis. Its treatment 
may be challenging as intertriginous areas are more 
prone to side effects induced by topical therapies. 
Several co-morbidities may be found, but may also be 
absent, as our case shows.

Consent

The examination of the patient was conducted according to the 
principles of the Declaration of Helsinki.

The authors certify that they have obtained all appropriate patient 
consent forms, in which the patients gave their consent for images 
and other clinical information to be included in the journal. The 
patients understand that their names and initials will not be 
published and due effort will be made to conceal their identity, 
but that anonymity cannot be guaranteed.
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