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To the Editor,

Ungual changes can be helpful in the diagnosis of psoriasis, es-
pecially when the clinical features of the skin lesions are not typical.
Onycholysis, dilated and tortuous capillaries in the hyponychium,
crumbling of the nail plate, dilated blood vessels, and hemorrhag-
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es in the nail bed have been observed in patients with nail psoriasis
(1,2].

We report on the presence of mottled lunulae in 3 patients with
psoriasis. Nail biopsy studies showed that the red spots are consis-
tent with dilated blood vessels in the lunulae. In the skin, these
would be the dilated dermal capillaries under thin suprapapillary
plates, which produce the Auspitz sign when bleeding.

Case 1 is a 4-year-old girl with a 1-year history of red plaques
on the tongue, neck, and buttocks, some of these were covered with
a thick scale. The nail beds of both thumbs had multiple red spots
with mild peripheral whitening (fig. 1a, b). She was diagnosed with
psoriasis based on the clinical findings. Topical treatment with cal-
cipotriol/betamethasone ointment was started in the skin and nail
lesions with good response after 6 months of treatment.

Case 2 is a 65-year-old man who reported a 5-month history of
nail plate surface abnormalities on the fingernails. Dermoscopy
showed puntiform red spots on the distal matrix (fig. 1c, d). The
patient refused a nail biopsy, and topical treatment with calcipo-
triol/betamethasone was started with good response after 16 weeks
(fig. 1e).

Fig. 1. Clinical and dermatoscopic findings: mottled lunulae. a, b Patient 1. ¢, d Patient 2. e Clinical response
after topical and intralesional treatment in patient 2.
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Case 3 is a 63-year-old man who presented with a 1-year his-
tory of nail plate surface abnormalities of the right thumb. No
other lesions were found in the skin. Dermoscopy showed pun-
tiform red spots with a perilesional white halo on the nail bed
(fig. 2a). Nail biopsy revealed a dystrophic nail plate with mounds
of parakeratosis with neutrophils, acanthosis, and spongiosis of
the nail bed epithelium and perpendicular dilated capillaries in
the onychodermis and a mild-to-moderate perivascular lympho-
cytic infiltrate (fig. 2b, ¢). The patient received one dose of intra-
lesional triamcinolone and topical treatment with calcipotriol/
betamethasone under occlusion showing good response after 6
weeks.

Nail involvement is common in patients with psoriasis, be-
tween 10 and 78% of these patients have nail changes and up to 5%
have only isolated nail psoriasis without skin manifestations. Fre-
quently, more than one nail is involved and the fingernails are af-
fected more often than the toenails [3, 4]. These findings can be
helpful for the diagnosis and some of them, for example hypo-
nychial dilated capillaries, can correlate with disease severity and
with response to treatment [2]. Red spots in the lunulae, so-called
mottled lunulae, have been reported in psoriasis, alopecia areata,
lichen planus, and rheumatoid arthritis. It reflects an acute inflam-
matory disorder [5-7].

It is well known that psoriasis can involve any structure of the
nail apparatus, and according to the affected site, there are differ-
ent clinical manifestations [3]. In skin biopsies of patients with
psoriasis, there are tortuous and dilated capillaries in the superfi-
cial papillary dermis and the suprapapillary plate is typically
thinned [8]. In this series, 2 patients underwent nail biopsy and all
of them showed areas with thin suprapapillary plates and dilated
onychodermal capillaries with a lymphocytic inflammatory infil-
trate surrounding them. These findings could correspond to the
red dots in the lunulae seen clinically (fig. 2).

In most cases, the diagnosis of nail psoriasis can be established
according to clinical manifestations, but in some cases, it is neces-
sary to perform a matrix or nail bed biopsy in order to confirm the
suspected disease [3].

There are several topical and systemic treatments for nail pso-
riasis. Topical modalities include corticosteroids under occlusion
with or without keratolytics, intralesional corticosteroids, vitamin
D derivatives under occlusion, or topical PUVA. Systemic treat-
ments proven useful are acitretin, methotrexate, cyclosporine, and
biologic agents [3, 4, 9]. Our 3 patients were treated with topical
calcipotriol/betamethasone under occlusion and 1 of them re-
ceived one intralesional corticosteroid injection with improve-
ment of the nail dystrophy and reduction of the red points.

In conclusion, mottled lunulae may correspond to onychoder-
mal elongated and dilated capillaries. When this finding is present,
it can be helpful in the diagnosis of psoriasis, especially in patients
with isolated nail psoriasis.
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Fig. 2. Dermatoscopic and histopathological findings in patient 3.
a Dermatoscopic features with red dots in the lunula. b 4x; ¢ 40x.
Hematoxylin and eosin staining. Dilated capillaries in the superfi-
cial papillary dermis (arrows) and thinning of the suprapapillary
plate.
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