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Abstract 

Background  Psoriatic arthritis is a chronic inflammatory condition associated with psoriasis, which affects joints. 
The coexistence of vasculitis, an inflammation of blood vessels, with psoriatic arthritis is rare, highlighting a complex 
interplay between autoimmune diseases that affect both joints and vascular structures.

Case presentation  We report on a 56-year-old male with a long-standing history of psoriasis and psoriatic arthritis, 
who presented with new-onset skin lesions and neurological symptoms. Clinical evaluations confirmed the pres-
ence of leukocytoclastic vasculitis and asymmetric sensory motor axonal neuropathy. The absence of positive results 
from various standard tests led to a challenging diagnostic process, ultimately pointing towards vasculitis associated 
with psoriatic arthritis. The patient was treated with corticosteroids and immunosuppressive therapy, leading to par-
tial symptom improvement.

Conclusions  This case underlines the complex and often overlapping nature of autoimmune conditions, particularly 
the occurrence of vasculitis in patients with psoriatic arthritis, which is rare. It stresses the importance of considering 
vasculitis in patients with psoriatic arthritis who present with unexplained skin lesions and neurological symptoms. 
This case adds to the spectrum of psoriatic disease manifestations and suggests a need for further research to explore 
the underlying mechanisms and improve management strategies.
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Background
Psoriasis and psoriatic arthritis (PsA) are chronic 
immune-mediated conditions affecting the skin and 
joints, sharing a common genetic basis and involv-
ing inflammatory pathways. Despite advancements in 
understanding their pathophysiology and identifying 

therapeutic targets, early diagnosis and effective manage-
ment remain challenging, adding to the burden on indi-
viduals and healthcare systems [1–3]. The complexity of 
psoriasis and PsA underscores the need for continued 
exploration to enhance diagnostic precision and thera-
peutic outcomes. In this context, the article delves into 
a specific case that sheds light on the intricate relation-
ship between psoriasis arthritis and vasculitis. Vasculitis, 
often associated with infectious processes, hematologic 
neoplasms, and autoimmune conditions, has rarely been 
described in conjunction with psoriasis or PsA [4, 5]. The 
presented case involves a male with vasculitis alongside 
a preexisting diagnosis of psoriatic arthritis, prompting a 
comprehensive review of the literature to inform clinical 
manifestations for this unusual concurrence.
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Case history
The patient is a 56-year-old male with a two-decade his-
tory of psoriasis and psoriatic arthritis (Fig. 1a). Psoriasis 
was diagnosed at 36, followed by PsA at 41. The pattern 
of PsA involves both peripheral and axial involvement, 
presenting initially with pain and swelling in the small 
joints of the hands and feet, progressing to include spi-
nal involvement, characterized by morning stiffness and 

limited range of motion. The type of psoriasis is chronic 
plaque psoriasis, which predominantly affects the scalp, 
elbows, and knees, with occasional flare-ups (Fig. 1b).

The patient’s medication history includes sporadic 
use of NSAIDs to manage joint pain and inflamma-
tion. Methotrexate was not used in his treatment. Short 
courses of oral prednisone were administered dur-
ing severe flare-ups of PsA, which were tapered off as 

Fig. 1  Radiology (a), clinical (b), and pathology (c) manifestations of the patient. a Lateral cervical spine X-ray — illustrating cervical 
syndesmophytes in psoriatic arthritis. b Clinical presentation — skin lesions on both shins with petechiae and purpura. c The biopsy of skin lesions 
on the shins. 10× and 40× magnifications. Dense perivascular and interstitial mixed inflammation in dermis, RBC extravasation, leukocytoclasia, 
and fibrinoid necrosis in vessel wall
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symptoms improved. The patient did not use biologics 
such as etanercept, adalimumab, or secukinumab. Other 
medications included intermittent use of topical corti-
costeroids for psoriasis lesions, and disease-modifying 
antirheumatic drugs (DMARDs) were not used.

The patient denies smoking or alcohol use and has no 
significant family history of autoimmune diseases. There 
is no history of recent infections. A month ago, he pre-
sented with new-onset skin lesions on both shins, charac-
terized by petechiae and purpura, along with numbness 
and tingling in both feet. The skin biopsy was performed 
2 weeks after the initial appearance of the skin eruptions. 
He did not report any constitutional symptoms such 
as fever, weight loss, or malaise at the time of the skin 
eruptions. A rheumatology clinic examination revealed 
restricted neck movements in all directions, with nor-
mal hip, back, and peripheral joint examinations, and no 
observable psoriatic skin lesions at the time.

Methods
Differential diagnosis
The differential diagnosis considered included vasculitic 
syndromes, neurological disorders associated with pso-
riatic arthritis, and other causes of cutaneous manifesta-
tions such as drug reactions or infectious etiologies [6, 7].

Investigation
Further assessments, including tests for vasculitis and 
electromyography and nerve conduction velocity (EMG-
NCV), were conducted alongside a skin biopsy. EMG-
NCV results indicated asymmetric sensory motor axonal 
neuropathy, while the skin biopsy revealed leukocyto-
clastic vasculitis. In Fig.  1c, fibrinoid necrosis and RBC 
extravasation, along with mixed inflammation, are evi-
dent. Chest X-ray and sinus examinations showed no 
abnormalities and laboratory tests, which are shown in 
Table  1. Although a kidney biopsy was recommended, 
the patient declined.

The patient provided signed informed consent for the 
utilization of his information in composing a case report 
publication.

Treatment
Based on the data, vasculitis associated with psoriatic 
arthritis was suspected. The patient initiated treatment 
with prednisolone (30 mg/day) and azathioprine (100 
mg/day). Currently, he undergoes ongoing treatment and 
monitoring.

Discussion
Our case contributes to the evolving understanding 
of vasculitis linked to psoriatic arthritis, unveiling its 
unique characteristics and potential complications. 

In comparison to previously documented cases, our 
patient’s journey unfolds without exposure to specific 
medication, highlighting the broad spectrum of vascu-
litic complications in psoriatic arthritis. For example, in 
a study by Moreno et  al., cases elucidate a connection 
between psoriasis, vasculitis, and nephropathy induced 
by MTX. Notably, patients experienced complications 
during MTX treatment, resulting in renal failure and 
exacerbated psoriasis. The distinctiveness of our case lies 
in the absence of MTX exposure, shedding light on the 
intricate nature of vasculitic complications within psori-
atic arthritis, irrespective of specific medications [8].

Our case introduces vasculitis in a patient with psori-
atic arthritis, showcasing the diverse presentations within 
psoriatic diseases, extending beyond typical skin mani-
festations. A similar case has been reported in an older 
case report by T. Demitsu that presents a compelling case 
involving a 51-year-old Japanese man with a unique pus-
tulosis, suggesting a distinct form of pustular vasculitis 
separate from pustular psoriasis [9]. Another study dis-
cusses cases of pustular vasculitis secondary to strepto-
coccal infection, primarily involving the dorsal hands and 
responding well to intravenous methylprednisolone [10]. 
While both cases share elements of pustular vasculitis, 
our patient’s lack of systemic symptoms and distinctive 

Table 1  Laboratory tests

HLA-B27 Human leukocyte antigen, B27 RF Rheumatoid factor, Anti-CCP Anti-
cyclic citrullinated, peptide ANA Antinuclear antibody, Anti-dsDNA Anti-double-
stranded DNA, C-ANCA Cytoplasmic anti-neutrophil cytoplasmic antibody, 
P-ANCA Perinuclear anti-neutrophil cytoplasmic antibody, HBS-Ag Hepatitis B 
surface antigen, ESR Erythrocyte sedimentation rate, CRP C-reactive protein, 
WBC White blood cell count, Hb Hemoglobin, Plt Platelet count, Cr Creatinine, 
LFT Liver function tests, U/A Urinalysis

HLA-B27 Negative

RF Negative

Anti-CCP Negative

ANA Negative

Anti-dsDNA Negative

C-ANCA Negative

P-ANCA Negative

Cryoglobulin Negative

HBS-Ag Negative

ESR 40 (normal ≤ 20)

CRP 47 (normal ≤ 6)

WBC 7500

Hb 13.3

Plt 264,000

Cr 1.1

Urea 31

LFT Normal

U/A 3+ protein, no RBC

24-h urine protein test 1626 mg/dl
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skin lesions differentiates our case. Additionally, our 
patient did not report any recent infections.

Notably, recent literature has highlighted cases of vas-
culitis associated with biologic treatments, particularly 
anti-IL-17 therapies such as secukinumab. Anti-IL-17 
agents have shown efficacy in treating both psoriasis 
and PsA by targeting the inflammatory cytokine IL-17, 
which plays a crucial role in the pathogenesis of these 
conditions. However, there have been reports of vascu-
litis occurring as a complication of these treatments. 
For instance, cases of cutaneous leukocytoclastic vas-
culitis have been documented in patients treated with 
secukinumab for PsA, with symptoms emerging after 
months of therapy. These cases suggest a complex inter-
play between biologic treatment and immune-mediated 
vascular inflammation. It is essential to monitor patients 
on biologic therapies for potential adverse effects, includ-
ing vasculitis, to ensure comprehensive patient care and 
timely intervention [11, 12].

Adding depth to the discussion, the exploration of 
the correlation between psoriasis and psoriatic arthri-
tis is further enriched. By considering clinical observa-
tions, genetic approaches, and therapeutic studies, these 
insights contribute to a more comprehensive under-
standing of the intricate relationship between these 
interconnected conditions [13]. Emphasizing the critical 
importance of early diagnosis for psoriatic arthritis and 
psoriasis, the need to promptly rule out conditions mim-
icking PsA is highlighted for timely therapeutic interven-
tions [14].

Collectively, these comparisons underscore the com-
plexity and multifaceted nature of vasculitis associated 
with psoriatic arthritis, emphasizing the need for contin-
ued exploration and individualized patient care strategies 
within the spectrum of “psoriatic disease.”

Conclusion
In conclusion, the complexities of psoriatic arthritis 
extend beyond joints and skin, involving vascular mani-
festations that merit attention. Further research is war-
ranted to elucidate the underlying mechanisms and 
optimize treatment strategies. This case underscores the 
importance of individualized patient care, considering 
the unique aspects of each presentation within the spec-
trum of psoriatic diseases.
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