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INTRODUCTION 

            As   face is   the  index  of  the  mind,  so  is  nail  the  index  to  

health.  Nail   is one  of  the  epidermal  derivatives  that  produce  the  

hardest  epithelial structure  know  in  mammalian  biology.  Nails  not  

only  provide  aesthetic beauty  to  hand  and  feet  but  also  aid  in  

providing  protection,  tactile sensation  and  social  communication.  

During   the 5th  century  Hippocrates described  clubbing  as  a  

significant  sign  to  the  myriad  of  systemic manifestations. 

              Since  then  many  nail  findings  are  identified   in  association  

with  various diseases.  Hence  forth,  nails  examination  should  be  an  

essential  component of  a  complete  dermatological  examination.  

Furthermore  at  times,  various nail  abnormalities  can  be  a  presenting  

features  before  other  signs  of  the  disease  become  apparent.   

          Nail  disorders  comprise  of  10 %  all  dermatological  disorders,  

the  main contributors  being  papulosquamous  disorder.  The  

increasing  aesthetic  concern  among  general public has made even  the  

mildest  nail alteration as an important issue for  the  patient.  Abnormal  

nails  are  of   paramount  clinical  importance,  particularly  when  they  

an  exclusive  feature  devoid  of  other  obvious  symptom  of  a  

disease.   
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AIM & OBJECTIVE  OF  THE  STUDY 

AIM: 

 To  describe   clinical  patterns  of  fingernail  alterations  in  

patients  with papulosquamous  disorder. 

Objectives 

a) To  evaluate  the  pattern,  clinical  characteristics  and  severity 

of  nail  involvement  in  individual  papulosquamous  disorders 

 
b) To  assess  the  association  of  nail  changes  with  various  

papulosquamous disorders  individually.  
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REVIEW OF LITERATURE 

 

A       CLINICAL STUDY    OF    NAIL  CHANGES       IN      

PAPULOSQUAMOUS   DISORDER 

EMBRYOLOGY1 OF NAIL 

The  finger  nail  development  commences  at  8–9  weeks  of   

gestation.  Initially there  is  development  of  an  uninterrupted  groove  

by  invagination   of  the  primitive  epidermis,  termed  as  the  nail  

field.  A  group  of  cells  from  the proximal  area  of  the  nail fold  then  

grows  on  the  digit  which   halts   about  1  mm  from  phalanx,  this  

gives  rise  to  the  matrix  primordium. This  site  will  further contribute  

to  the  development  of  epithelium  of  the  proximal  nail  fold,  the  

distal  and  intermediate  matrix  epithelium.  

At 13 weeks   gestation: the proximal  nail  fold  is  formed  and  

the  signs  of   growth  of  nail plate  is   noticed  from  the  lunula. At this  

stage,  the  stratum  corneum  and  stratum  granulosum  start  to  appear,  

from  the  nail  field  epithelium  commencing  distally.  

At 18 week :  The granular  layer recedes  and  disappears   
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At  20 weeks  gestation:  the   process  of  maturation  and  cellular  

differentiation  in  the  matrix  occurs   which  is  similar  to  that  of  

adults. 

At   32  weeks  of  gestation :  nearly  all  the  parts  of  the  nail  

can  be   seen. In  the  toe  nail the  developmental  process  starts  about  

4  weeks  later  than  the  finger  nail 

1 

Fig 1 : Embryological development of nail apparatus 
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Fig 2 : Gross and Microscopic  Anatomy of Nail 

 Nail matrix 

 Nail plate              

 Nail  bed  

 Nail  fold  

 Cuticle 

 Lunula  

NAIL MATRIX 

Matrix  is  a  specialized  epithelial  structure  that  lies  above  the  

mid  portion  of  the  distal phalanx.  It  is  wedge- shaped  on  

longitudinal  sections  and  can  be  subdivided  into  
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 Dorsal  (the  ventral  aspect of  the  proximal  nail fold),  

 Intermediate  ( germinal  matrix  or  matrix)  

 Ventral   ( nail  bed )  sections 

 

Fig 3 Differentiation and movement of cells within nail apparatus 

Cells  of  the  proximal  half  of  the  matrix  produce  nearly  80%  

of  the  nail  plate, whereas  <1%   of  nail  plate  is contributed  by  nail  

bed.2   

HPE :  The  matrix, at  the  nail  base  is  composed  of  germinative  

epithelium  without  a granular   layer. The  rete  ridges  of  the  matrix  

run  obliquely  in  a  proximal  direction,  with  their   tips   dorsally  

oriented  and   this  leads  to  a  nail  plate  growth  which  is  at  an  angle  

out  of  the digit. The  epithelium  of  the  matrix  becomes  keratinized  
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through  onychokeratinization,   producing   hard  keratin  which  forms  

the  nail .3 

Nail Matrix melanocytes  :   

Nail  matrix  contains  melanocytes  in  the  lowest  two  cell  layer. 

Under  normal  circumstance  the  matrix  is  unable  to  produce  

melanin. On  an  average  the  melonocytes in the  nail  matrix  are  about  

217 /sq mm  and  more  numerous  in  the  distal  part  of  the matrix.   

The  nail  bed  is  devoid  of  melanocytes. 4,5    Langerhans   cells  are  

also  demonstrated  in  the  nail  matrix.  

THE NAIL PLATE :  The  nail  plate  is  composed  of  hard  keratin  in  

a  translucent  horny  plate  and  it  progressively  thickens  from  its  

emergence  to  its  distal  margin. 

The  thickness  of  nail  increases  with   age  and  depends  on  the  

nail  matrix and  nail  bed. Thinning  of  the  nails  is  a  sign  of  nail  

matrix  disorders.6  

In  males  the  mean  thickness  of  finger  nails  is  0.6 mm and  

toe  nail is 1.65+0.43  mm . Mean thickness  of  finger  nail in female is 

0.5 mm and toe nail is 1.38 +0.2 mm2 . 
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Histologically   nail   plate  consists  of three  portions:  

 Dorsal nail plate                               

 Intermediate matrix                               

 Ventral nail plate        --                   Derived  from   Nail  Bed 

The  proximal  nail  matrix  contributes  to  nearly   80 % of  nail  

plate.  The  nail  bed  contributes  to  the  ventral   part  which  makes  up  

to nearly  1/5th  of  nail  plate.  Lunula  of  the  nail  plate  being  thinner,  

consists  of   only  the  dorsal  and  intermediate  portions.7 

HPE NAIL PLATE :  The  nail  plate  is  made  up of  flattened  

squamous  cells  which are  closely  oppose  due  to  the  interlocking  

plasma  membranes.6   Tightly packed  cornified  cells  onychocytes  are   

in  a  lamellar  pattern  of arrangement  that  staining   pale   pink  with  

hematoxylin   and  eosin.1    

NAIL BED : 

The  soft  tissue  over  which the nail rests is called nail bed. Its  

extent ranges  from  the   distal margin  of  the  lunula  to  the  

onychodermal  band.  It  is  comprised  of  epithelium,   an underlying  

abundant  vascular  dermis  which  is  in  continuation  with  the  

Derived from nail matrix 



 

9 

 

periosteum  of  the  distal  phalanx.  It  contributes   to  the   formation  

of  the  nail  plate.  

HPE  : The  nail  bed  comprises  of  a  thin  epidermis  which  is  

only  two  to three  cell  thickness  and  a  dermal  layer,  but  devoid  of  

subcutaneous  fat. The rete  ridges  and  dermal  papilla  are  long  and  

narrow  in  the  nail  bed. The  dermal  layer  of  the  nail  bed  contains  

rich  blood  vessels  to  the  supply  nail unit.8,9 The  transitional  zone  

from  living  keratinocyte  to  dead  ventral  nail  plate  cell  is  abrupt. 

There  are  no  follicular  or  sebaceous  apparatus  in  the nail  bed  

except  at  the  distal  end .6 

NAIL  FOLD :  The  nail  plate  is  surrounded  by  the   skin  over  three  

sides   which  deep  proximally  and  shallow  over  the  lateral  sides.  
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A )     Proximal  Nail  Fold:  It  comprises  a  dorsal   and  a  ventral   part   

 Dorsal  part   is  similar  to  the  skin  of  the  dorsum  of  the  digit  

but  there  is an absence  in  the  pilosebaceous  units. 

 Ventral  part  covering  one  fourth  of  the  nail  plate  continues  

along  the  matrix  and  keratinizes   along  with  the  granular   

layer. 

Histology  :  .  The  location  of  loss  of  the  granular  layer  is  taken  as  

the  margin  between  the  proximal  nail fold  and  the  nail  matrix 1 

Cuticle   is  a  thin  transparent  membrane  that  extends  1-2  mm  from  

the  proximal  nail  fold  onto  the  nail  plate.  It  is  formed  from  the  

horny  layer  of  the  proximal  nail  fold  and  is  made  up  of   modified  

stratum  corneum  cells  it  is  tightly  attached  to  the  superficial  nail   

plate  protecting  the  underlying   germinative   matrix.6   

 B)  Lateral  Nail  Fold:  The  two  lateral   groove  are  demarcated  by  

overhanging  folds of   skin  which  forms  the  lateral  nail  fold  

and  is  in continuance  with  the  proximal  nail  fold. 
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HYPONYCHIUM :  

Hyponychium  marks  the  anatomical  area  between  the  nail  bed  

and  the  distal  groove  where  the  nail  plate  detaches  from  the  dorsal  

digit.  It  is  similar  to  that  of  plantar  and  palmar  skin.  The  horny  

layer  of  the  hyponychium  partly  collects  under  the  nail  plate  free  

margin. The  hyponychium  is usually covered  by  the  distal nail plate 

LUNULA : 

Lunula  represents  the  distal  most  part  of  matrix,  which  is  not 

completely  covered  by  the  proximal  nail  fold  but  is  visible  through  

the  nail  plate  as  a  white  half-moon-shaped  area,  called  the  lunula.  

The   white  color  of  the lunula  results  from  two  main  anatomic  

factors: 

o Light  diffraction  caused  due  to  nuclear  fragments  in   the  

keratogenous  zone  of  the  distal  matrix. 

o   Due  to  less  firm  attachment  of lunula  to  the  nail  bed  and  

due  to  the  thickness  of  the  nail  matrix  epithelium.6  

Onychocorneal  Band  or  Yellow  line  of  pinkus  is  a  thin  

transverse  pinkish line  proximal   to  distal  free  edge  which  is  vital  
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for  adherence  of  the  nail  plate  to  the  nail  bed.  It   functions  as  a  

barrier   preventing  the  entry  of  exogenous  substance  into the  

nailbed. 6  

 

Fig -4 HPE  OF NAIL 
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BLOOD SUPPLY  

There  is  abundant  arterial  blood  supply  to  the  matrix  and  nail  

bed  is  derived  from  a pair  of   digital  arteries,  a  palmar  and  small  

dorsal  digital  artery  on  both  sides.  The  palmar  arteries  are  supplied  

from  the  large  superficial  and  deep  palmar  arcades.  Within the   

matrix  vessels  are  longitudinal  with  a  helicoidal  twisting. 1, 6   

GLOMUS BODY 

The  nail  bed  is  supplied  by a  capsulated  neurovascular  

structure  containing  one  to  four  arteriovenous  anastomoses  and   

nerve  ending  called  glomus  bodies 2.  Nail  bed  contain  93-501  

glomus  bodies / sq cm.  These  occupy  the  subdermal  tissues  and  

increase  towards  the  distal  nail  bed .  It  plays  an  important  role  in  

maintaining  acral  circulation  in  cold  weather  by   maintaining   

peripheral  circulation  and  thermoregulation,  henceforth  it  is  called  

as  the  peripheral  heart of  Masson6.  

NERVE   SUPPLY : 

The  cutaneous  sensory  nerves,  which  originate  from  the  

dorsal  branches  of  the  paired digital  nerves,  run  parallel  to  the  

digital vessels 2  that  have  some  overlap  distally   in  their  sensory  
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territories.  As  the  fingertips  have  an  essential  role  in  sensory 

perception,  nerve   endings  transmitting  pain  ( type I fibres,)  and    

Meissner  and  Pacinian bodies  are  all  abundant  here.1   

LYMPHATIC SUPPLY : 

There  are  numerous  lymphatic  vessels  in  nail  bed  near  the  

free  edge  of  nail  plate  and  the  superficial  network  joins  the  deep  

trunk  by  anastomotic   rami 6 

BIOCHEMICAL  

The   nail   plate,  consists   mainly of  low  sulphur  filamentous  

proteins  embedded  in  an  amorphous  matrix  composed  of  high- 

sulfur  protein  rich  in  cysteine. 

 Nail  keratins  contains  80%  to  90%  of  hard  hair  type  keratins  

and  10%   to  20% soft  type  keratins  

 The  epithelial  keratin  expressed  in  the  nail  are  K5/K14,  

K6/K16  and  K19is present  only  in  nail  bed  epithelium9 . 

 The  main  lipid  in  the  nail   is  cholesterol  

 The  total  fat  content  of  nail  is  0.1—1.0.% 
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 Water  content  is  7% - 12%  

 Calcium  is  0.1%  and  calcium  level  in  elderly  is  1% 10 

 Trace  elements  like  copper,  manganese,  iron, copper and  

phosphorus  are  present  only  in  small  amount. 

NAIL GROWTH AND GROSS STRUCTURE 

Finger   nail  present  in  a  longitudinal  major  axis  and  toenails  

a  transverse  major  axis. The  ratio  between  length  and  width  of  the  

nail   is  important  for  its  aesthetic  look. The size  of  the  nails  differs  

in  each  digits  the  biggest  being  the  great  toe  digit  covering nearly  

50%  of  the  dorsum  of  the  digit . 

The   nail  plate  grows  continuously  throughout   life.  Fingernail  

grows  faster  than  toe  nail,  approximately  1 mm  per month  and  

toenails  1  mm  in  three  months .  The complete  replacement  of  a  

finger  nail  occurs  in  around  6  months  (100 to 180  days ) and  total 

time  for  a  toe  nail  is  12  to  18  months.  Nail  growth  rate  varies  

among  different individuals  and  among  the  different  digits  of  the  

same  individual.2  
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Table : 1  Physiological  nail  Changes  In Childhood  And  Old  Age 

NAIL CHANGES IN 

CHILDHOOD6 

NAIL  CHANGES  IN  OLD   

AGE 6 

 Thinner  nail  plates  with  

temporary koilonychias 

 Single  beau  lines 

 Punctuate  leukonychia 

 Onychophagia 

 Lamellar  splitting  of  free  

end 

 Soft  and  brittle  nails  with  

splitting 

 Nails  appear  pale lustreless  

and   dull 

 Koilonychias 

 Longitudinal  ridging 
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GLOSSARY  

PROXIMAL MATRIX 

 

PITTING 

 
 

Pitting    represents  as  punctate  depressions  

on  the  nail  plate  surface. This  occurs as a  

result of   abnormal  keratinisation  of proximal  

matrix  leading  to  a  cluster  of parakeratotic  

cell  in  the  dorsal  plate psoriasis  which  later  

falls  off. 

Eg:  psoriasis,  alopecia  areata,  eczema 

BEAU’S LINE 

 
 

 

Beau's   lines  result  from  a  brief  cessation  

of   proximal  nail  matrix proliferation.  It  

appear  as  transverse  groove  which,  deeper  

in  the  central  nail  plate,  subsequently  move  

distally  with   the  nail  growth . 

Eg: Eczema,  trauma,  mumps,  systemic  

diseases. 

 

 
 

ONYCHORRHEXIS 

Is  diffuse  defective  keratinisation  of  the  

proximal nail matrix. The nail  plate is usually 

thinned  an  presents multiple longitudinal  

ridges  and  fissures 

Eg: lichen planus,  trauma, tumors  normal  

ageing 
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TRACHYONYCHIA 

Trachyonychia   results   from   multiple  foci  

of  defective  keratinisation  of  the  proximal  

nail matrix.  The  key clinical feature    is  

manifestation  of   grey  roughened  surface   

also  called  sand  blast  nails.  Nearly  all  20  

nails  are  involved  in  this  condition. 

Eg :  Lichen  planus,  alopecia  areata 

 

 
NAIL BED 
 

 

 
ONYCHOLYSIS 

Onycholysis  is  referred  to  a  distal 

detachment  of  the  nail  plate  from  the  

nail bed. 

Eg : Psoriasis, fungal infection, dermatitis 

and trauma 

 

 
SUBUNGUAL 

HYPERKERATOSIS 

Is  due to  an abnormal keratinisation of 

the distal nail bed and hyponychium along  

with  development  of scales under the 

distal nail plate. 

Eg : psoriasis, onychomycosis, PRP 
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SPINTER HEMORRHAGE 

Represent the  longitudinal haemorrhages 

in the nail bed appearing as black small 

thin longitudinal lines under the nail plate. 

Eg ; trauma , psoriasis, fungal infection of 

nail ,endocarditis 

 

 
LEUKONYCHIA 

This  is  a  white  discoloration  of  the  
nail,  attributed   to  matrix  dysfunction  
can  exist  in  different  patterns 

 
PROXIMAL  AND   DISTAL  MATRIX 

 

 
ONYCHOMADESIS 

It   results  from  a  temporary  arrest  in  nail 

matrix  growth.  The  proximal  nail  plates 

detached  from  the  proximal  nail  fold  by  a  

whole -thickness  sulcus. 

Eg : psoriasis,  PRP, drugs 

 

 
PTERYGIUM 

The  term  pterygium19  describes  the  winged  

appearance  achieved  when  a  central  

fibrotic  band  divides  a  nail  proximally  in  

two.  There  is  fusion  between  the  proximal  

nail  fold  and    nail  bed  epithelium. It  

results  due  to focal destruction  of  the  nail  

matrix  and  scar  formation 

Eg : psoriasis,  lichen  planus . 
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MELANONYCHIA 

Melanonychia19 is due  to the presence of  

melanin in  the  nail  plate.  It  is caused  by  

activation  of  nail  matrix  melanocytes 

Eg : Lichen  planus,  HIV infection,   
addison’s  diseases 

 

PAPULOSQUAMOUS  DISORDERS : 

The  papulosquamous  disorder  is  characterized  by  papules  or  

scaly  plaques and  constitute  a  large  group  of  disorders  frequently  

encountered  by  the dermatologist  the  word  papule  a  derivative  of  

Latin  word  which  means pimple  and  squames   means  scales. These  

disorder  gain  considerable  importance  due  to  the  shear  number  of  

cases  seen  in  the  daily  practice. Since  all  of  them  present  with  

papules,  scaly  plaques,  patches  leading  to  a clinical  dilemma  on  

arriving  upon  an  accurate  diagnosis.  Distinguishing each  disease  

becomes  the  needed  of  the  hour  because  treatment  and  prognosis  

for  each  is  specific . 

 
Various  authors  have  included  different  sets  of  disorder  in  

their  study  of papulosquamous  disorder  
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TABLE 2 :ICDS  CLASSIFICATION  OF  PAPULOSQUAMOUS  

DISORDER 11 

I. Psoriasis  

 

 Psoriasis Vulgaris  

 Generalised Pustular Psoriasis  

 Impetigo Herpetiformis 

 Von zumbusch” s disease 

 Acrodermatitis continua  

 Pustulosis Palmaris et plantaris  

 Guttate Psoriasis 

 Arthropathic psoriasis  

 Psoriasis unspecified  

II. Parapsoriasis  

 

 Pityriasis lichenoides et varioliformis acuta  

 Mucha Habermann disease 

 Pityriasis Lichenoides Chronica  

 Lymphomatoid  Papulosis  

 Small plaque parapsoriasis  

 Retiform parapsoriasis  

 Other parapsoriasis  

 Parapsoriasis Unspecified 

III. Pityriasis rosea   

IV. Lichen planus   
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Other 

Papulosquamous 

Disorders  

 

 Pityriasis rubra pilaris  

 Lichen nitidus  

 Lichen striatus 

  lichen ruber moniliformis 

 Infantile papular acrodermatosis 

 Other specified papuosquamous disorder 

 Papulosquamous disorder ,Unspecified  

 

PSORIASIS  

It is a group of chronic ,inflammatory and proliferative 

papulosquamous condition characterised  by   red,  sharply demarcated 

scaly, plaques, demonstrated  predominantly over the extensor surfaces 

of limbs and  scalp affecting nearly 2 -3% of the population. 12 Out  of  

these  50%   patients  have  nail  involvement1  ,this figure may rise to up 

to 80-90 % proportionally over a lifetime. 13 In  a  study  by  Ghosal  et al  

it was  found that the  incidence  of nail changes  in  patients  with  and  

without  Koebner's  phenomenon  is 56%, and  29.33% 

Patients  with  psoriasis  capitis,  genital  psoriasis,  and  psoriatic  

arthritis  have  a  higher  frequently  of  nail  involvement  as  suggested  

by  Klaassen   et al 14. Studies have revealed  that  psoriatic  arthritis  is  
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seen  in 30%  of  psoriatics,  who   show  a higher  percentage  of  nail  

involvement (70-80%).  In  children  with  psoriasis  the  nail  

involvement  can  occurs  in  7% to 39%.  Pitting  was  seen  in  a  

neonate  whose  mother  had  severe  psoriasis  13 

Nail  psoriasis  provokes  both  physical  and  psychological  

handicap,   causing  considerable  cosmetic  handicap  in  93%  of 

patients,  restrains  daily  activities  in  60%  patients  and 52%  patients  

experience pain.14 

CLINICAL SIGNS OF NAIL PSORIASIS  

Characteristics  of  nail  psoriasis  begin   principally  after  the  

onset of  skin lesions.1 The  clinical  features  of  nail  psoriasis depend   

on  the  fraction  of  the  nail  unit  affected.  The  commonest  feature  of  

nail  psoriasis  is  pitting .15   
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FIG :6 :CLINICAL  SIGNS  OF  NAIL  PSORIASIS  : 

PITTING 

 

OIL SPOT / SALMON PATCH 

 

The commonest feature of nail 

psoriasis is  pitting ,  which is more 

frequent over   fingernails than 

toenails.15  Pits  can be  arranged  in  

a  in  transverse  or longitudinal  

rows  or  it  may  be  haphazardly  

placed15 A  single  large punched  

out  lesion  on  nail  plate  is  called  

elkonyxis.   

 Occurs due to   parakeratosis  

leading  to  focal onycholysis.  

Entrapment  of  serum and cellular 

debris may occurs.16  There is 

usually a yellowish brown  margin  

seen  in  between  the salmon  

patch  lesion  and  nail.  The 

expansion  of  this  to  the  distal  

free margin  may  end  in  in  

onycholysis  

 

ONYCHOMADESIS 

 

Results  from a temporary arrest in 

in nail matrix growth .The proximal 

nail plates detached from the 

proximal nail fold by a whole-

thickness sulcus.   
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SUH 

 

ONYCHOLYSIS 

 

It  is  more  frequently  seen  in  toe  

nail than  the  fingernails. 17 As  the  

desquamated  cells  haven’t  been 

extruded out, they  get  deposited  

underneath  the  nail  bed  results  in  

rise  of  the  nail  plate from  the  

nail  bed. This  desquamated 

accumulation  can  act  as  a  nidus  

for infections  like  candida  and  

pseudomonas  

 This  is  due  to  psoriasis  

affecting  the distal  nail  bed 

resulting  in  separation  of nail  

bed  from  nail  plate. The  white 

colour is due to the air entry 

inside the separated nail plate  

and   serum exudates  collected 

underneath  the  nail  plate  gives   

a yellowish  hue  18 
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SPINTER HEMORRHAGE 

 

ACROPUSTULOSIS 

 

 This  change  is  appreciated  in 42 

% of  finger  nail  and  6% of  toe  

nail .They  are seen  as  2-3 mm  

linear  lines , along  distal  end  of  

the  nail plate.  It  occurs  mainly  

due  fragility  of vessels  in  nail  

bed  dermis  and  seepage  of 

extravasated  blood  along  the  

longitudinal furrows  below  the  

nail  plate. 19 

The  nail  plate  may  be  elevated  

by  sterile pustules  in  the  matrix  

and  the  nail  bed resulting  in  

total  destruction  of   nail  plate,  

which  may  occur  as  a  part  of  

pustular  psoriasis,  palmoplantar 

pustulosis  and  acrodermatitis 

continua of Hallopeau. 20 .  

 

 

HPE  OF  NAIL  UNIT :    

Nail Plate:  shows hyperkeratosis  parakeratosis  neutrophils migrating to 

the epidermis and  focal hypergranulosis  

Nail Bed Epithelium:  shows hypergranulosis spongiosis and  

papillomatosis. The dermis shows dilated capillaries and neutrophilic  

infiltrates 
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Nail Matrix:  Epithelium show hypergranulosis 

Hyponychium:  shows hypogranulosis 21 

LICHEN PLANUS 

Lichen  planus  is  a  pruritic  papulosquamous  disorder  characterised  

by  flat  topped  violaceous  papules and  plaques  of  unknown  etiology  

affecting  the skin,  hair,  nails  and  mucous  membranes.  The  word  

lichen  planus  is  derived  from  greek  word  ‘lichen’  means  tree  moss  

and  ‘planus’  means  flat  in  Latin.  This  term  was  coined  by  Erasmus  

Wilson  in  1869 22 

EPIDEMIOLOGY:  Cutaneous  LP  has  been  reported  to  affect  from  

0.2%  to  1%  of  the  adult  population  worldwide.  LP  predominantly  

affects   adults  during  their  fourth  to  sixth  decade,  only  1–4%  of  

patients  are  children.23  

NAIL  CHANGES OF  PSORIASIS:  Nail  changes  are  present  in  

nearly  5%  to  10%  of  patients  and  are more  common  in  children  

with  lichen  planus24 . The characteristic nail change include 

longitudinal  ridging,  thinning  and  splitting.  These  abnormalities   are  

manifestations  of matrix  damage,  which  subsequently  leads  to  

scarring  and  dorsal  pterygium  formation. Non  specific  nail changes  
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like  onycholysis,  subungual  hyperkeratosis  may  be  present  and the  

lunula  may  be  red.23 .Permanent  nail  change  can  occur  in  one  or  

more  nail  in  4%  of  affected  individuals.   

Pterygium  formation   is  a  typical  of  lichen  planus  of   the  nails  

which  is  a  forward growth  of  eponychium  which  fuses  with  the  

proximal  portion  of  the  nail  bed .  A  pup  tent  sign  is  also seen  in  

LP  which  occurs  due  to  nail  bed  involvement,  leading to  elevation  

and  longitudinal  splitting  of  nail  plate.  Lichen  planus  in  children  

can  present  as  twenty - nail  dystrophy  and  resolves  spontaneously.24   

FIG 7 : NAIL  CHANGES   IN  LICHEN  PLANUS 

 

 

Onychorrhexis 

 

Pterygium 
 

Anonychia 
 

Trachyonychia 
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HPE  OF NAIL  OF  LICHEN  PLANUS  : 

Nail Plate shows compact orthokeratosis  and   focal  parakeratosis. 

Nail bed and  nail  matrix  shows   diffuse  hypergranulosis , saw toothing  

acanthosis , eosinophilia of keratinocytes.  The papillary and reticular 

dermis  shows  fibrosis  and  lichenoid  infiltrate24 

PITYRIASIS  ROSEA  

Pityriasis  Rosea  is  a  acute,  self - limiting,  papulosquamous  

eruption  that  occurs  in  healthy  adolescents  and  young  adults.  

Prevalence  was  reported  to be  0.6%  and  occur  in  healthy  people  

between  the  ages  of  10  and  35  years25   The  disease  is  self-limiting  

and  in  most  cases,  the  eruption  improves  in  2-8 weeks  time. There  

is  a  slight  female  predominance,  and  some  studies  have  even  

suggested  a  female : male  ratio  of  2:1.  

NAIL  CHANGES  OF  PR :  there  is  are  reports of  onychodystrophy  

developing  2  months  after  PR.  Nail  changes  were  characterised   by  

multiple  transverse  indentation  and  pitting  were  also  seen.  Nail  

plate  with   rectangular  areas  of  dystrophy  noticed  in  middle  third  

of  each  nail.  



 

30 

 

PITYRIASIS RUBRA PILARIS  

Pityriasis  rubra  pilaris  is  a  chronic  papulo -squamous  skin  

disorder characterized  by  reddish  orange  erythema , plaques  with   

branny  scales27  follicular  keratoses  palmoplantar  keratoderma,  and  

rarely erythroderma.  Devergie  has  been  credited  with  the  naming  of  

'pityriasis  pilaris'  in  1857,  which  received  the  eponym of  Devergie's  

diseases.   The incidence  of  PRP  in  India  has  been  reported  to  be   

1  : 50000  26 

The  familial  type  usually  has  an   AD  mode  of  

inheritance,   seen  in  nearly   in  6.5 %  of   patients.  The  acquired   

forms  of  PRP  have  a  bimodal   age distribution  with  peaks  in  the  

first  and  fifth  decades.  In  adults  both  sexes have  equal distribution  

but  in  children  the  males  are  more  frequently  affected  than females  

ratio  being  3: 2 26 

Clinical Types : (prognosis by Griffith) and Nail Changes 

Type 1  Classical Adult Onset  - nail change thickened  

discoloured distally and spinter   

hemorrhage 

Type 2  Atypical Adult Onstet  
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Type 3  Classical Juvenile Onset  

Type 4  Circumscribed Juvenile Onset - psoriasiform pitting  is  seen  

Type 5  Atypical Juvenile - Nail dystrophy and  

onychogryphosis   reported  

Type 6  Hiv Associated - wedge shaped thickening  

noticed  

NAILS   CHANGES  IN  PRP  

The  nails  are  thickened, brittle, dull  and discoloured distally 

with  subungual hyperkeratosis and   moderate increase in nail growth 

rate showing splinter haemorrhages 27    in Classical  adult  type  PRP.       

HPE: there  is  nail  bed  parakerototic  areas,  acanthosis  and  focal  

basal liquefaction. Dermis  shows  mononuclear  inflammatory  

infilterate.  Hyponycchium  shows  both  ortho  and  parakeratosis.  In  

Type  6  HIV associated  wedge  shaped  thickening  with  subungual  

hyperkeratosis  is  described. 

LICHEN NITIDUS : 

Lichen  nitidus   is  a uncommon  papulosquamous  disorder   

affecting   children,  young  adults  characterised  by  multiple, 1-2 mm  

dome-shaped  shiny   papules  over  the  genital  area  penis  abdomen  
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extremities28,  described  by  Pinkus  in  1901.  Incidence  is  around  

3.4/10000  population 29,30  

NAIL  CHANGES  IN  LN :  Nail  changes  are  very  rare  in  lichen  

nitidus.31,32.  The  most  characteristic  nail lesions  are  irregular  

longitudinal  grooving,  ridging  of  the  nail  plate  and  terminal  

splitting.32  Pitting  and  pigmentation  of  the  nail  plate  can  also  be  

seen  in  few . Rarely  trachyonychia  can  also  occur.  

LICHEN   STRIATUS: 

Lichen  striatus  is  a,   usually  self‐limiting,  asymptomatic  

inflammatory  dermatosis  characterized  by  pink  or  red  papules  in  a  

linear  band  like  pattern  along  the  lines  of  Blaschko  in  children  

aged  5–15 years.  The  etiology  is  not  fully  understood  but  nearly  

40%  of  cases  have  a  background  of  atopy.33    

Lichen  striatus  appears  initially  on  the  skin,  or  can  appear  at  

the  same  time  over  the skin  and  nail.  Rarely  the  nail  may  be  

initially  involved  with  the  appearance  skin  lesion at  a  later  date.  

Nail-plate  thinning,  longitudinal  ridging,  splitting,  and  nailbed  

hyperkeratosis   are  seen  with  nail  involvement.  Sometimes  only  a  
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segment  of  nail may  be  involved.  All  the  lesions,  including  

dystrophic  nails,  resolve  spontaneously without  scarring. 33,34    

 HPE  in  LS :  

  Exocytosis  with  slight  spongiosis,  focal   hypergranulosis,  and  

dyskeratotic  cells  are  seen in   the  nail  matrix epithelium.34 Dermis  

showed   a  moderately  dense  bandlike  lymphohistiocytic  infiltrate  

affecting  the proximal  nailfold,  nail  bed,  and  nail  matrix34 

PARAPSORIASIS  

Small   plaque  parapsoriasis  and  large  plaque  parapsoriasis  

were  included in  the  parapsoriasis  group  as  defined  by  Brocq  in  

1902.  Thes   are   more  common  in  seen  in  middle - aged  and  elderly  

individuals,  but  can  occur  in  children.  They  peak  during  the  fifth  

decade  of  life.  The   etiologies  are  unknown,  both   disorders   are 

characterized  by  superficial  CD4+ T  cells  infilterates. 

Small  plaque  parapsoriasis  presents  as  round  to  oval  patches 

that  are  usually  less  than  5 cm  in  diameter 
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Large  plaque  parapsoriasis   presents  as  as  erythematous,   

round  or irregularly shaped  scaly  patches  which  are  >5 cm. Clinical  

triad of atrophy,  telangiectasia  and  hyper/hypopigmentation35. 

PITYRIASIS LICHENOIDES   

Pityriasis  lichenoides  is  papulosquamous  disorder  with  unknown  

etiology can  be  acute or chronic form. Classification of the disease 

based on the morphology of eruption  and  duration . 

I. pitriasis lichenoides et varioliformis acuta (PLEVA) shows recurrent 

papular eruptions evolves to vesicular hemoragic and necrotic lesions. 

II. pityriasis lichenoides chronic  is characterized persistent scaling 

papular eruption  with  mica  like  scales .  

III. Febrile  ulceronecrotic  Mucha –Hebermann  disease  is  lethal  form  

of   PL.  It   is  characterised  by   rapid  evolution  of  necrotic  

papules   and  ulcers36 . 

The   pathogenic  mechanism  behind  pityriasis  lichenoides  (PL)  

is  unknown  few  suggests that  PL  is  a  lymphoproliferative  disease  or  

inflammatory  reaction36.    
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METHODOLOGY 

This   is  a  descriptive study  of  nail  changes  in papulosquamous  

disorder   conducted  in  the    outpatient   clinic  in  the  department of 

Dermatology  Venereology  and  Leprosy  at  Coimbatore Medical 

College Hospital between  the  time period   June  2016 - June 2017.  

Ethical  committee  clearance  was obtained.  Informed  consent  in  the  

regional  (Tamil)  language  was  obtained from  patients  and  from  

parents  in  case  of  children  <12 years  

The  sample  size  is  calculated  as 100 , by  Open –Epi  Info,   

using  alfa  error  fixed  as  5%  at  99.5% confidence  interval. 

INCLUSION  CRITERIA : 

 Patients  with  papulosquamous  disorders  according to  ICD- 10 

who  presented  to  skin  OP  were  included  in  the  study. 

EXCLUSION   CRITERIA 

 Pregnant  and   lactating  females. 

 Patients  who  did  not  give  consent  for  study. 

 We  have  also  excluded  patients  who  had  history  of  using  

artificial nails, at  any  time  of  their  lives,  due  to  the fact  that  
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acrylic  nails  can  induce  severe  onychodystrophy  ,onycholysis  

and  subungual  hyperkeratosis 

DATA  COLLECTION TECHNIQUES : 

 After  applying  inclusion  and  exclusion  criteria  104  cases of  

papulosquamous  disorder  were  enrolled   in  the  study  

 Detailed  history  including  age,  duration  of  skin  lesion,  site  of  

lesion time  duration  of  nail  changes  and  associated  factors   

         and  the  different  type  of  nail  changes  were  taken . 

 The toe  nails  were  numbered  1 to 10 from  left  to right  with 

right  little  toe  was  assigned number 1  and  left  little  toe  

number 10.  Similar  numbering  was  given  to  fingers  with  the  

hand  placed  on  the  table  with  dorsum  upwards . 

 Thorough  and  detailed  nail  examination  was  carried  out  

regarding  the number  of  nail  involvement,  initial  nail  to  be  

involved  and  the  different  types  of  nail  changes. 

 Details  regarding  clinically  relevant  associated  illnesses  like  

history of  atopy,  diabetes  mellitus  and  systemic  hypertension  

obtained.  
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 Other  necessary  investigations  like  skin  biopsy  and  KOH  

mount  were  taken  in  relevant cases. 

 All  this  data  were  recorded  in  a  proform  and   tabulated in    a    

master  chart . The  results  were  analysed   and  discussed  in  

detail . 

 

 

Fig.8 Way of Numbering of digits 
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OBSERVATION AND  RESULTS 

Age  and  gender   distribution  : 

 The  total  number  of  patients  included  in  the  study  were  104  

of  these  59  (56.7% ) were  males  and  45 (43.2% )  were  females.  The  

male  to  female  ratio  was  1.2 : 1.  The maximum  number  of  patients  

were  in  the  age  group  of  31-45  years  (27.9% ) .and  the  least  

number  of  patients  were  of  age  group  >60  years.  The  highest 

percentage  of  male  patients  were  in  the  age  group  of  31-45 years  

(31.2% ).  The  highest percentage  of   female  patients  were  in  the  age  

group  of  46-60 years( 24.5% ). 

 
Table 3 –Age Distribution In Papulosquamous Disorder 

PAPULOSQUAMOUS DISORDER 

AGE(IN YRS) MALE FEMALE TOTAL 

< 12 10 5 15(14%) 

13-30 12 13 25(23.5%) 

31-45 19 10 29(27.5%) 

46-60 15 12 27(25.5%) 

> 60 5 3 8(9.5%) 

TOTAL 61 43 104(100%) 
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Chart 1 :   Gender  Distribution  Of  Papulosquamous  Disorder 

 

 

Frequency of various  papulosquamous disorders  

Psoriasis  (47cases)  was  the  most  common  papulosquamous  

disorder  followed  by  lichen planus (23 cases ),  pityriasis rosea  (10 

cases),  PRP (7 cases).  In  both  males  and  females  most  common  

papulosquamous  disorder was  Psoriasis,  followed by lichen planus.  

The other  order of preference was PRP  in males and pityriasis rosea  in 

females.  The  least  common  papulosquamous disorder in males was  

parapsoriasis and  in females were   lichen striatus,   parapsoriasis  and  

PLC 
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Table 4:  Frequency  Of  Various  Papulosquamous  Disorder  : 

DIAGNOSIS NO OF PATIENTS 

PSORIASIS              47  (45%) 

LICHEN PLANUS     23 (22%) 

PITYRIASIS ROSEA    10 (10%) 

PITYRIASIS RUBRA PILARIS    7 (6.5%) 

LICHEN NIDITUS  5 (4.9%) 

PITYRIASIS LICHENOIDES  5 (4.8%) 

LICHEN STRIATUS   4 (3.8%) 

PARAPSORIASIS  3 (2.9%) 

 

Nail changes in papulosquamous disorders 

 
Among  the  papulosquamous  disorders,  nail  changes  were  present  in  

64 (61.5% )   patients and  was  absent  in  40  (38.5 %)  patients. Out of  

the  64  patients  with  nail  changes, 35 (54.7%)  patients  were  male  

and  29 (43.3%)  patients  were  female.  The  male  to  female  ratio  was  

1.2 :1.  Majority  of  the  patients  with  nail  changes  belonged  to  age  

group  31-45  years  in  both the  sexes. 
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Chart  2: Age And Sex Distribution Of Patients With Nail Changes : 

 

Out  of  this  average  number  of  nail  involvement  was  

maximum  in  Psoriasis   followed  by  pityriasis  rubra  pilaris,  followed  

by  lichen  planus  and  the  least   number  of  nail  involvement  were  

seen  in  PLC, PR and  LN . 

The   initial  nail  to  be  involved  in  papulosquamous   disorder  

was    great  toe  nail   (T5) and  then  by  thumb  nail (F5)  (right upper 

limb).  The  mean  duration  of onset   of  nail  change  following   skin  

lesion  were  maximum  for  psoriasis  4.2 years  and minimum  for  

Pityriasis  Rosea   two   months.  
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  Among  the  papulosquamous  disorders,  pitting  (51.9% )  was  

the  most  commonest  nail abnormality  noted  in   both  male  and  

females,  followed  by  subungual  hyperkeratosis  (26.9 % )  with  

Beau’s  line  and  thickening  of  nail  plate  contributing  to  23 %  each. 

The  least common  nail  change  seen  was  pterygium  . 

 

TABLE 5 :   Characteristics of  nail change in papulosquamous 

disorders 

Diagnosis 
Common 

Nails Involved 

Average 

No  Of 

Nails 

Time 

gap 

Common 

nail change 

Psoriasis F4,5,T7 11 4.2 yrs Pitting 

Lichen Planus F 4 1 1.2 yrs 
Thinning of 

nail plate 

Pityriasis Rosea F 6 1 2 mts Beau’s Line 

Pityriasis Rubra 

Pilaris 
T6,7 10 6mts 

Nail plate 

thickening 

Lichen Nitidus F3 1 3 mts Leukonychia 

Lichen Striatus T4 1 4 mts 
Longitudinal 

striation 

Parapsoriasis F5,T5 - 1.4 yrs Beau’s line 

Pityriasis 

Lichenoides 
T8 

 

1 
3 mts Beau’s line 
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The  most  commonest  nail  change   seen  in  upper  limb  was  

pitting  , Beau’s  line  and   onychomedesis.  The  most  frequent  nail  

defect  encountered  in  lower  limb  was  subungual  hyperkeraotosis   

and   nail  plate  thickening  

 
TABLE 6 :  Frequency And Distribution Of Nail Changes In Upper 

Limb And Lower Limb: 

Nail change 
Upper limb 

(cases) 

Lower limb 

(cases) 
Total 

PITTING 39 15 54 

ONYCHOMADESIS 8 10 18 

SUBUNGUAL 

HYPERKERATOSIS 
4 24 28 

THICKINING OF 

NAIL PLATE 
6 18 24 

BEAU’S LINE 9 15 24 
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TABLE:  7  KOH   mount   

KOH MOUNT NO OF PATIENTS 

POSITIVE 5 

NEGATIVE 59 

 

KOH   mount  for  onychomycosis   was  positive among  5 (7.8%)  

cases  with   nail  changes.  

Co-morbid conditions 

Among  the  papulosquamous  disorders  14 cases (13.2%)  

suffered  from  systemic  hypertension, 10 patients  (9.4%)  were  

diabetics,  20  patients  ( 18.8 %)  had history of  atopy and  three  

patients  were  HIV Reactive.    

Table 8-   Co-morbid  Conditions 

CO-MORBIDITIES NO OF PATIENTS PERCENTAGE 

DIABETES 10 9.4% 

SHT 14 13.2% 

HIV 3 2.7% 

ATOPY 20 18.8% 
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Chart 3 :Co-morbidities - Pie  chart 
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PSORIASIS 

 
Age  and  Gender  distribution  

Out  of  104  cases  Psoriasis  was  reported  in  47  (45.2%)  

patients.  Out  of the  47  patients  24  (51%) were  male  and  23  (48.9 

%)  were  female. Majority  of  the  patients  with  psoriasis  were in  the  

age  group  31-45  with  and  least  number  of  patients  in  the age  

group  <12  years 

 
Table : 9   Age  Distribution In Psoriasis 

 PSORIASIS 

AGE(IN YRS) MALE FEMALE TOTAL 

< 12 1 0 1(2.1%) 

13-30 0 4 4(8.5%) 

31-45 11 6 17(36.2%) 

46-60 5 9 14(29.7%) 

> 60 7 4 13(23.5%) 

TOTAL 24 23 47(100%) 

 

  



 

47 

 

Chart  4 :   Gender  Distribution  Chart 

 

  

Pattern of  nail  change  in  psoriasis 

The  most  commonest  pattern  of  nail  change  observed  was  

pitting  (79% )  followed  by subungual   hyperkeratosis  (40 %)  and  

onycholyis   (36% ). The  least  common  nail  abnormality  observed  

was  dystrophy  (9% )  followed  by  longitudinal  melanonychia   and 

spinter  hemorrhage   each  15 %.  Finger  nail  more  frequently  

involved  than  toe  nail . 
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Table10 : Pattern of nail involvement in psoriasis and the common 

nail involved 

NAIL CHANGES IN PORIASIS 
TOTAL NO OF 

PATIENTS 

COMMON 

NAIL  

PITTING OF NAILS 37(79%) F4 ,5 

SUBUNGUAL 

HYPERKERATOSIS 
19(40%) T5 

ONYCHOLYSIS 17(36% ) F6 

LONGITUDINAL STRIATIONS  16(34%) T5 

OIL DROP SIGN 15(32%) F8 

ONYCHOMADESIS 13(28%) T5 

THICK PLATE 12(26%) T7 

BEAUS LINES 11(23%) T6 

SPINTER HAEMORRHAGE 7(15%) F5 

LONGITUDINAL 

MELANONYCHIA 
7(15%) T7 

DYSTROPHY 4(9%)             T7 
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Frequency  of  nail  changes  in  psoriasis 
 

The  most  common  nail  abnormality  seen  in  finger  nail  was  

pitting  noted  in  36 % cases  and  most  common  nail  abnormality  seen  

in  toe  nail  was  subungual  hyperkeratosis  19 %  cases.  The  most  

common  nail  involved  in  upper  limb  is  thumb (F 5)  and index 

finger( F 4 ). The  commonest  toe  nail  involved   in  lower  limb  great 

toe nail (T 5 ) 

 
Chart 5 :  Frequency  of  nail  changes  in  upper  limb   

and  lower  limb 

 

Eight  patients with psoriasis  had  Diabetes  Mellitus  and  10  

patients  suffered  from  systemic hypertension and Atopy was associated 
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LICHEN PLANUS 

 
Age and Sex distribution  

In  the  study, out  of  104  patients , Lichen  planus  was  seen  in  

23  patients  of  these  13  were  male  and  10 were  female. The  male  to  

female  ratio  was  1.3 :1. The  maximum  patients  belonged  to  the  age  

group  31-45  years.  Out  of  these 9( 39.5 % )   patients  had  nail  

changes.  The  youngest  patient  with  nail  involvement  was  11 years  

old  female  with  20  nail  dystrophy  and  the  oldest   person  with  nail  

involvement  was  63 years   old  patient  with  hypertrophic  lichen  

planus.   

Table11 : Age Sex Distribution  Table 

LICHEN PLANUS 

AGE(IN YRS) MALE FEMALE TOTAL 

< 12 1(7.7%) 1(10%) 2(8.7%) 

13-30 2(15.4%) 2(20%) 4(17.4%) 

31-45 6(46.1%) 3(30%) 9(39.05%) 

46-60 4(30.8%) 3(30%) 7(30.5%) 

> 60 0(0%) 1(10%) 1(4.35%) 

TOTAL 13(100%) 10(100%) 23(100%) 
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Among  the  males  maximum  number  of  patients  were  in  the  

age  group  of  31-45  years  and  among  the females   maximum  

patients  were  in  the  age  group  of  46-60  years 

 
Chart 6 :   Age Sex Distribution  Chart 

 

Nail  changes   in  lichen   planus 

 
The  pattern  of  nail  involvement  in  the  decreasing  order  of  

frequency  are  given  below.  The  most  common  nail  involvement  

seen  in  lichen  planus was  thinning  of  nail  plate  (22.5 %)  followed  

by  longitudinal  melanonychia (18 %) .  The  least common nail change 

was pterygium, dystrophic nails and  Beau’s line. 
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Table 12 :  Frequency  of  nail  changes  in  lichen  planus  and 

common nail  involved 

LICHEN PLANUS (N=23) 

NAIL CHANGES 
TOTAL NO 

OF PTS 

Common nail 

involved  

THINNING OF NAIL PLATE 5(22.5%)           F 4, 5 

LONGITUDINAL MELANONYCHIA 4(18%)            F3 

TRACHYONYCHIA 3(13.5%)            20 nails  

LONGITUDNAL STRIATIONS  2(9%)            T5 

PTERYGIUM 1(4.5%)             F10 

DYSTROPHY 1(4.5%) 
 

BEAU’S LINE  1(4.5%) 
 

 
The  most  common  nail  involvement  seen  in  Lichen  Planus  

was  thinning  of  nail  plate  (22.5 %)  followed  by  longitudinal  

melanonychia (18 %) .  The least  common  nail change  was pterygium,  

dystrophic nails  and  Beau’s line 

  
Nail  changes  are  more  frequently  observed  in  finger  nail  than  

toe  nail. Most  common nail  change  observed  in  finger  nail  was  

thinning  of  nail  plate  and  toe  nail  was  longitudinal  melanonychia.  

The  most  common  nail  involved  in  lichen  planus  was  F4  ( right 

hand  ring finger nail),  the  average  number  of  nail  involvement  in  

lichen  planus was  4. 
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Chart 7  : Frequency of nail changes  in upper limb and lower limb 

in Lichen Planus 

 

    Out  of  the  23  patient  3 (13 %)  patients  had  20  nail  

dystrophy.  

 In  patients  with  LP  4  patient  had  history of  atopy,  and  2 

were  suffering  from  diabetes mellitus  whereas  4 patient  gave  history  

of  hypertension. 
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PITYRIASIS ROSEA 

In  this  study  Pityriasis  Rosea  was  seen  in  10  (9.6% )  patients  

of  these  5  were  male and  5  were  female. The  male  to  female  ratio  

was  1 : 1.  The  maximum  number  of patients  was  in  the  age  group  

of  13 -30 years.  The  youngest  patient  was  9  years  old  female  

patient  and  oldest  patient  was  30  years  male.  Of  the  10  patients  

only  one  patient  had   Beau’s  line  after  3 month  of  onset  of  skin  

lesion.  Four   patient  had  history  of  atopy .  

PITYRIASIS RUBRA PILARIS . 

In  the  study,  PRP  was  seen  in  7(6.7%)  patients  of  these  5  

were  male  and  2  were  female. The  male  to  female  ratio  was  2.5: 1.  

The  maximum  number  of  patients  belonged  to the  age  group  31-60  

years.  All  the  patients  had  nail  changes.  The  youngest   patient  with 

nail  involvement  was  8 year  male  and  the  oldest  person  with   nail 

involvement  was  50  years  male. 
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Table13 : Age, Gender and  nail changes in PRP 

Age 

/Sex 

Initial 

Nail 

Upper limb Lower limb 

Pitting 

Thick 

Nail 

plate 

SUH Beau’s Pitting 

Thick 

Nail 

Plate 

SUH Beau’s 

8 /M F4 + +    + +  

15/F F7  +     + + 

46/F T6 + +    +  + 

50/M T6 + + +   + +  

37/F F7  + +   + +  

44/M T5  + +   + +  

22/M F2 +   +  +   

 

The  initial  nail  involved  in  PRP  is great  toe  nail ( T6 ) and  

index  finger  nail  ( F 7). The most  common  nail  involved  is  great  toe  

nail  (T 5,6).  The average   number  of  nails  involved  is  10.  The  most  

common  nail  pattern  abnormality  noted  was thickening  of  nail  plate  

followed  by  subungual  hyperkeratosis  and  pitting.  

Two  patients  had  associated  history  of  atopy  and  2  patients  

were  HIV reactive . 
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LICHEN NITIDUS  

Lichen  nitidus  constitutes  4.90 %  of  papulosquamous  disorder.  

There  were   2  male  and 3  female  patients  in  the  study  population.  

All  the  patients  with  lichen  nitidus  were  <12   years.  The  youngest  

patient  was  3  years  and  the  eldest  person  with   Lichen nitidus  was  

12  years.  Three  patients  had  leukonychia.  Most  common  nail  

involved  is  middle  finger  nail (F3) and  index  finger nail  (F4).  Atopy  

was  observed  in  one  patients .  

 

Table 14 : Age , Gender and  nail changes in  LN  

Age/Sex Leukonychia Atopy 

12/M - - 

8/F - - 

5/M F345 + 

4/F F234 - 

3/F F34 - 
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LICHEN STRIATUS :  

LS  constituted  about  9.8 %  of  all  papulosquamous  disorder.  

There  were  4  male  in  the study .. 

 
Table  15: Age , Gender and  nail changes in  LS 

 Nail change Nails 

2/M -- -- 

10/M Leukonychia F345 

11/M Longitudnal Striation F4 

21/M -- -- 

 

The  minimum  age  of  patient  with  lichen  striatus  was  2  years  

and  maxium  age  21 years.  Longitudnal  striation  with  thinning  of  

nail  plate  was  seen  in  one  patient  with lichen striatus  involving  the  

index  fingers.  Other  nail  changes  observed  were   punctuate  

leukonychia .   Two  patients  had  history  of  atopy  
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PARAPSORIASIS : 

Parapsoriasis  constitutes  about  3 (2.90 % ) of  papulosquamous  

disorder.  There  were  2  male and  one  female  patient  with  

parapsoriasis. Most  common  nail  involved  in  parapsoriasis  is  thumb  

nail  and  great  toe  nail .  

 

Table 16: Age , Gender and  nail changes in  Parapsoriasis 

 

  

AGE /SEX NAIL CHANGE ASSOCIATED 

15/M Nil - 

17/M Nil - 

34/M 
Beau’s Line 

Longitudinal melanonychia 
- 



 

59 

 

PITYRIASIS LICHENOIDES  

In  this  study,  Pityriasis Lichenoides Chronica  was  seen  in  5 

(4.9%)  patients  of  these  4  were  male  and  1 was  female.  

 

Table 17 : Age , Gender and  nail changes in  PLC 

Age/Sex Diagnosis Association Beau’s line 

7/M PLC - - 

9/M PLC Atopy T567 

25 /F PLC - - 

30/M PLC - - 

13/M PLEVA - -- 

 

The  only  nail  change  seen  was  Beau’s  line, who  had  

associated  history   of  atopy. 
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PSORIASIS 

 

Fig. 1 Psoriasis nail changes 

 

Fig. 2 Psoriasis nail changes 
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Fig. 3 Psoriasis joint  involvement 

 

 

Fig.4 Psoriasis  
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Fig. 5 Lichen planus nail changes 

 

Fig. 6 Lichen planus nail changes 
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Fig. 7 Trachyonychia 

 

 

Fig. 8 Trachyonychia 



 

64 

 

 

Fig.9 Lichen nitidus  

 

Fig.10 Lichen Striatus    
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PITYRIASIS RUBRA PILARIS 

 

Fig. 11 PRP with nail changes 
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DISCUSSION 

 

Totally  104  cases of  papulosquamous  disorders  were  enrolled  

in  the  study  after  applying  the  inclusion  and  exclusion  criteria.  Out  

of  this,  47  cases  were  psoriasis,   which  forms  the  major  class  of  

papulosquamous  disorders. Among  them  24  were  male  and  23  were 

female.  The  male  to  female  ratio  was  1 : 1, comparable  to  a  study  

conducted  by  Sun  Jae  et  al  and  Kaur  et  al37.  

Majority  of  the  patients  with  psoriasis  were  in  the   age  group  

of  31-45  years  and  it  is comparable  to  the  study  done  by  Sharma  

and  Sepaha38  (1964),  who  concluded  that  psoriasis  in  India  is  seen  

more  during  20-50  years  of   life,  when  the  patients  are  more  liable  

to the  stress  and  strain  of  life38. 

Among  the  papulosquamous  disorders  included  in  our  study,  

all  the  psoriasis  patients  had  nail  changes .  Related  studies  claim  

that  80-90%  of  patients  with  psoriasis  will  at some  point  of  time  

present  with  nail  involvement,39   which  is  higher  than  in  the  study 

conducted  by  than SS et al  which  was  78%  nail  changes.40 Nail  

involvement has  been reported  in  50%  of  psoriasis  cases  but   the  

incidence  cumulatively  increases  to  80-90%41 
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   In  our  study,  the  fingernails  and  toe  nails  were  equally  

affected  which  in  contrast  to  the  study  by  Ghosal  et  al  and  

Jiaravuthisan  MM  et  al42  with  32%  finger  nails  involvement  and  

24%  toe  nail  involvement. 

The  mean  duration  of  onset  of  nail  lesion  after  the  skin  

lesion  were  4.2  years  for chronic  plaque  psoriasis,  whereas  in  

Velden  et  al43  it  was  9 years  and   Klaassen   et  al44  it  was  11.5   

years . 

 Pitting  was  more  common  in  finger  nails  and  subungual  

hyperkeratosis  more  common  in toe  nails,  comparable  to  the  study  

conducted  by  Solomon  J  et  al45  and  Atikmoni  Ghosal  et  al,  where   

pitting  and  subungual  hyperkeratosis  were  the  most  common  finger  

and  toe  nail  changes  noted  in  65%  and  33%  cases  respectively.  

The  most  common  finger  nail  involved  in  our  study  is  thumb  

and  index  finger  of  the  right  hand  ,in  contrast  Brazzelli et al46. 

reported the fourth fingernail as the most affected in both hands The  

commonest  toe  nail  involved  is  great  toe  nail of  the right  leg.  
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TABLE 18 : Comparing  our study  with  three  major  studies  

NAIL CHANGES 

Our 

study 

% 

Tham 

SN  

et al4 

Neerja Puri, 

Tejinder Kaur 

(Punjab study)47 

Elen Mihaela 

Marina  

et al48 

PITTING 79% 67.55 70% 67.34% 

SUBUNGUAL 

HYPERKERATOSIS 
40% 24.7% 40% 39.14% 

ONYCHOLYSIS 36% 67.2% 52% 39.86% 

ROUGH  NAILS 34%    

OIL DROP SIGN 32%  10% 39.14% 

ONYCHOMADESIS 28%    

THICK PLATE 26%    

BEAUS LINES 23%  14%  

SPINTER 

HAEMORRHAGE 
15%  12% 22.57% 

LONGITUDINAL 

MELANONYCHIA 
15%  4%  

DYSTROPHY 9%    
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Eight   psoriasis  patients  had  associated diabetes mellitus,  10   

patients  suffered  from systemic  hypertension  and  six had  history  of  

atopy,  which  is  comparable  to  a  study  conducted  by  Mrityunjay  

Kumar  Singh49,  in  which  diseases  associated  with   psoriasis,  were  

diabetes  mellitus  (2.43%),  hypertension  (4.35%),  heart disease  

(1.75%), and  atopy  (7.01%) 49 . 

HIV  was  seen  among  2  psoriasis  patients. The  association  

between  psoriasis  and  onychomycosis  is  roughly 18 %  in a study 

done by Solomon J et 45 , and  Natarajan V et al50 is  comparable  to  our  

study.   

The  incidence  of  psoriatic  arthritis  was  7%  in  a  an 

observation by Gladman DD, Rahman P   whereas   in  our  study  

psoriatic  arthritis  was  seen  in  5  cases (10.6% ) 51. 

 LICHEN PLANUS 

In  this  study,  lichen  planus  was  seen  in   23 patients,   of  these  

13 were  male  and  10 . The  age  group  most  commonly  affected  in  

our  study  was  31-45 years, which  is  comparable to  studies  by  OP  

singh  and  A. J.Kanvar  et  al  that  report  the occurrence  of  LP  in  30- 

60  years. 52,53 Out  of  23  cases, 9 (39.5 %)  patients  had  nail  changes  
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which  is comparable  to  a  study  conducted  by  Kanwar  and  De  et 

al. 53  

Nail  changes  were  frequently  observed  in  finger  nails   than  

toe  nails  in  both  adults  and  children,  which  is  comparable  our  

study 54 which is comparable to our study 

 

TABLE 19 :Pattern  of  nail  involvement  in  lichen  planus 

LICHEN PLANUS (N=23) 

Nail Changes 
Our study 

% 

Neerja Puri, 

Tejinder Kaur 

(Punjab study)47 

THINNING OF NAIL  5(22.5%) - 

LONGITUDINAL 

MELANONYCHOSIS 
4(18%) 20% 

TRACHYONYCHOSIS 3(13.5%) 8% 

LONGITUDNAL STRIATIONS  2(9%)              24%      

PTERYGIUM 1(4.5%) 16% 

DYSTROPHY 1(4.5%)             4% 

BUES LINE  1(4.5%) 
 

 

Out  of  23  patients,  3 (13 %)  patients  had  twenty  nail  

dystrophy  which  is comparable  to  a  study  by  Scher  R K  et  al.  

Trachyonychia  is  seen  in  10% of  patients  affected  by  nail  lichen  
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planus55 . Trachyonychia  was  common  in  children  between  age  of  3 

to 12  years  as  in  a  study  conducted   by  Scheinfeld  NS, 56  which  is  

similar  to  ours. 

In  our  study  the  most  common  nail  involved  in  lichen  planus  

was  F4  (right hand ring finger nail)   and  the  average  number  of  nail  

involvement  was  4  nails. Most common nail change observed in finger 

nail was thinning of nail plate and toe nail was longitudinal 

melanonychia . 

In  our  study  4   patients  had  associated  h/o  of  Atopy  which  is  

similar  to  a  study  by  Nanda  et  al57. Of  this,  2  patients  had  nail  LP  

and  2 (8.6%) were suffering  from  diabetes  mellitus,  which  is  

comparable  to  the  study  by  Altman  et  al 58 Whereas  4 (17%) patients  

had  associated   systemic   hypertension,  which  is  higher  compared  to  

the study  done  by  Lowe N. J. et  al59.   

PITYRIASIS  ROSEA  

In  this  study,  pityriasis  rosea  was  seen  in  10 (9.6% )  patients  

of  these  5 were  male  and  5  were  female.  The  male  to  female  ratio  

was  1 : 1.  The patients  were  in  the  age  group  of  13 to 30  years  

which  is  comparable  to the  study   by  Turhan  A. P. 60.  
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Of  the  10  patients,  one   patient  had  Beau’s  lines  after  3  

months  of  onset of  skin  lesions,  which  is  comparable  to  a  literature  

which  reports  nail  changes  comprising  of  multiple  transverse  

indentation  and  pitting  as observed  in  our  study61 . 4  patients  had  

history  of  atopy .  

PITYRIASIS RUBRA PILARIS  

In  this  study,  Pityriasis  rubra  pilaris  was  seen  in  7  patients  

of  these  5 were  male  and  2  were  female.  The  male  to  female  ratio  

was  2.5: 1.  

The  most  common  nail  changes  were  thickening  of  nail  plate  

followed  by  subungual  hyperkeratosis  and  pitting which is  

comparable  to  the  study  by  Mortimer  P. S. et al62 

The  initial  nail  involved  in  PRP  is  great  toe  nail ( T6 ) and  

index finger  nail  (F 7).  The  most  common  nail  involved  was  right  

and  left  great  toe  nail.  The  average  number  of  nails  involved  were  

10  nails.  

Two   patients  had  history  of  atopy  and  one   patient  was  HIV 

reactive.  
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LICHEN NITIDUS  

In  our  study  lichen  nitidus  was  seen  in  5  patients ( 4.90 %) ,  

of  these  2  were  male  and  3  were  female.  All  the patients  with  

lichen  nitidus  were  less  than  12  years  of  age. Nataraj  S. et  al  noted  

that  nail   abnormalities  are  very  rare  in  lichen  nitidus  with  mild  

and  restricted nail  changes  and  the  absence  of  anonychia  or  

pterygium  formation.,63 

In  our  study  two  patients  had  leukonychia  which  is  similar  to  

an observation  by  Natarajan S  where  nail  changes  are  mild.63.  The  

most characteristic  nail  lesions  are  irregular  longitudinal  grooving  

and  ridging  of  the  nail  plate  observed  by  Albayrak  H  et  al  which  

was  not  observed  in  our  study.64  One  patient  had  associated  history  

of  atopy. 

LICHEN STRIATUS  

In  our  study,  lichen  striatus  was  seen  in  4 (9.8 %)  patients,  

all  of  whom  were  males.  According  to  a  study  by   Vozza et al65,  

lichen  striatus  was  seen  in  children  between  four  months  and  15  

years  of  age and  is  uncommon  in  adults,  which  is comparable  to  

our  study .   



 

74 

 

In  our  study,  the  most  common  nail  involved  was  index  

finger  nail  of  the  right  hand,  which  is  comparable  to  the  study  by  

Owen (1972 ) and  Markouch  et  al  (2009 ). 

The  most  frequent  pattern  of  nail  involvement  observed  by  

Shilpa  Y.K  et  al66   was  single  finger  nail  change  and  the  nail  most  

commonly  affected   being  the  thumb.  Tosti  et  al 67  and  Ahmer  

(2014)  reported  longitudinal  ridging  and  splitting  as  the  common  

features  of  nail  involvement  in  lichen  striatus,  which   is  similar  to  

our  study. Two  patients  had  h/O  of  atopy.   
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PARAPSORIASIS 

In  this  study,  parapsoriasis  was  seen  in  3  patients  ( 2.90 % ),  

of  which  2  were  male  and  1  were  female.  The  most  common  nail   

change  was  Beau’s  line  involving  the  thumb  nail  and  great  toe  

nail.  Average  number  of  nails  involved  were  5. 

PLC  

In  this  study  PLC  was seen  in  5 (4.9%)  patients  of  these  4  

were  male  and  1  were   female. The  most  common  nail  change  seen   

was  Beau’s  line and  had  associated   history  of  atopy . 
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SUMMARY 

Papulosquamous  disorder  is   a   heterogeneous   disease. The  

major  diseases  included  in  this   group  include  psoriasis,  lichen  

planus,  pityriasis rosea  lichen  nitidus,  lichen  striatus,  parapsoriasis  

and  pityriasis  lichenoides      which  is  characterised   by  skin  and  

nails  lesions.   

104  cases  of  papulosquamous  disorder  from June 2016 to June 

2017  were  included  in  the  study,  with  male  to  female  ratio  being  

1.2:1.  Most  of  the  cases  belonged  to  the  age  group  of  31-45 years.  

 The  most  common  papulosquamous  disorder  was  Psoriasis,  

followed by  Lichen planus  and  PRP.  The  least  common  were  

PLC  and  Parapsoriasis.  

  Nearly 61.5%   had  nail  changes.  Out  of  these  the   most 

common  nail  change  observed  was  pitting  (51.9%),  followed  

by  subungual  hyperkeratosis  and  least  common  was  

pterygium.  

  Average   number  of  nail  involvement  was  maximum  for  

psoriasis  followed  by  PRP.   
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 Nearly,  7.8%   of  patients  had  associated  onychomycosis.  

Roughly  10.6%  of  psoriasis  patients   had  associated  joint  

involvement.  Concomitant  association  with  Atopy ( 18.8% ) 

,Diabetes mellitus  (9.4% )  and  Systemic  Hypertention  ( 13.2% )  

was  seen  among  the  patients  with  papulosquamous  disorder. 

 Among  the  papulosquamous  disorder   there  were  47  Psoriasis  

patients, with  male  to  female  ratio 1:1. The  most  commonest  

pattern  of  nail  change  observed  was  pitting  (79% )  followed  

by subungual   hyperkeratosis  (40 %)  and  onycholyis   (36%). 

The  most  common  nail  involved  in  upper  limb  is  thumb (F 5)  

and index finger( F 4 ). The  commonest  toe  nail  involved   in  

great toe nail (T 5 ).The  average  number  of  nails  involved  were  

11 nails . 

 Lichen  planus  was  seen  in  23  patients.  The  male  to  female  

ratio  was   1.3 : 1.  The  most  common  nail  involvement  seen  in  

lichen planus was  thinning  of  nail  plate  (22.5 %) followed by 

longitudinal melanonychia (18 %).  Average  number  of  nails  

involved  were  4  nails.   
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 PRP  was  seen  in  7 (6.7%)  patients with  male  to  female  ratio     

2.5: 1.  The  most  common  nail  pattern  abnormality  noted  was 

thickening  of  nail  plate  followed  by  subungual  hyperkeratosis  

and  pitting. Average number of nail  involved were 10.  

 Pityriasis   rosea  was  seen  in  10  (9.6% ) cases. The  male  to  

female  ratio  was    1 : 1.  Only  one  patient  had   Beau’s  line  

after  3 month  of  onset  of  skin  lesion.   

 Lichen  striatus   constituted  about  9.8 %  of  all  papulosquamous  

disorder.  Longitudnal  striation  with  thinning  of  nail  plate  was  

seen  in  one  patient  with  lichen  striatus   involving  the  index  

fingers.   

 In  both  Parasoriasis   and  PLC  Beau’s  line  were observed. In  

Lichen   nitidus,  leukonychia  was  seen  in  some  patients . 

Particular localization of specific  pattern enables the clinician  to  

differentiate between various  papulosquamous  disorders. Correlation of 

the nail changes helps dermatologist to reach  conclusive  diagnosis  and  

thus   assisting   in  early  diagnosis  as  well as  prognosis  of  the  

disease. 
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CONCLUSION 

Nail  changes  form  an  indispensible  part  of  papulosquamous 

disease manifestation.  Its  degree  of  involvement  is  well  correlated  

with  the  disease  severity. The  pattern  of  involvement  is  unique  to  

the  various  disease  subsets  of  the  papulosquamous  penumbra. With  

the  convenience with  which  20  nails  can  be  examined,  certainly  

they  serve  as  an  important  diagnostic  tool.  In  spite  of  the above  

credentials  nail changes  are least  discussed  in  the  medical  literature.  

This  study  conducted  in  a medical  college  hospital  has  highlighted  

the  clinical  importance  of  nail changes  in  papulosquamous  disorders  

beyond  doubt. 
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LIMITATIONS 

This  study  conducted  in  a  single  city  with  a  sample  size  of  

104  cannot be  extrapolated  to  the  general  population.  It  is  from  a  

government  college hospital  which  draws  patients  of  low  socio-

economical  background  which might  have  influenced  its  outcome.  

There  is  very  minimal  number  of similar  studies  to  compare  and  

contrast. Though, it is the main reason for undertaking this study, but the 

sample happens to be a limitation too. 
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CLINICAL DATA ENTRY SHEET 

 

PATIENT INFORMATION 

NAME                  

AGE  SEX  OCCUPATION  

OP No.  DATE  

INFORMANT  CONTACT No.  

ADDRESS  

 

 

PRESENTING COMPLAINTS 

H/O SKIN LESIONS SITE duration  

H/O NAIL LESIONS  duration  

H/O JOINT PAIN  duration  

OTHERS   

 

HISTORY OF PRESENT ILLNESS 

Skin lesion 

Site of initial involvement   

Present distribution  

Duration for progression  
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Nail lesion 

                            

  1 2 3 4 5 6 7 8 9 10 

FINGERS Initially involved           

Present distribution           

TOES Initially involved           

Present distribution           

 

Others Sites :  

 scalp Mucosa Palms/soles joints 

Duration      

 

PAST MEDICAL HISTORY 

DISEASE 
No. of years of 

involvement 
On treatment Remarks 

Diabetes    

Hypertension    

Atopy/Asthma    

 

PERSONAL HISTORY 

Smoking  Alcoholism  

 

GENERAL PHYSICAL EXAMINATION 

Height                       cm 

Weight                       kg 

BP         /        mmHg 
CUTANEOUS EXAMINATION 
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SKIN 

MORPHOLOGY                  DISTRIBUTION                 SCALES 

Papule  Generalised Localised TYPE  

Plaque   Upper Limb  Colour  

Patch  Lower Limb  Adherence  

 Trunk  Special 

Character 

 

 Scalp    

 Palm & Soles    

 Mucosa    

 

NAIL 

Involvement    

Finger Nail 1 2 3 4 5 6 7 8 9 10 

Pattern           

Toe Nail 1 2 3 4 5 6 7 8 9 10 

Pattern   

 

KOH OF NAIL— 

CBC 

RFT  

LFT  

DIAGNOSIS : 
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CONSENT FORM 

 

Hereby  I  volunteer  and  to  participate  in  this  study  " A  CLINICAL  

STUDY  OF  NAIL  CHANGES  IN  PAPULOSQUAMOUS  DISORDERS " 

was  fully  explained  about  the  nature  of  this study  by  the  doctor,  knowing  

which   I  Mr/Mrs ______________________________  give my  consent to  

volunteer  in  this  study  consent  to volunteer  in  this  study. 

 

 

 

 

Date:  

Place:                                               Signature  of  the  Patient/Guardian 
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xg;Gjy; gbtk; 

 

ngaH    :                                     taJ  : 

ghypdk;  :  

Kfthp   : 

 
muR Nfhit kUj;Jtf; fy;Y}hpapy; Njhy; kUj;Jtj; 

Jiwapy; (gl;l Nkw;gbg;G gapYk; khztp kU. A.mKjh mth;fs 

Nkw;nfhsSk; “nrjpy; cwpjy; Neha;  -efk;  ghjpg;G” Ma;tpd; 

nra;Kiw njhlh;ghd midj;J tpguq;fisAk; Nfl;L   VdJ 

re;Njfq;fisj; njspTgLj;jpf; nfhz;Nld; 

. 

     ehd; ,e;j Ma;tpy; vd;id / vd; Foe;ijia ghpNrhjid 

nra;a KO kdJlDk; Rarpe;NidAlDk; rk;kjpf;fpNwd;. vd;/ vd; 

Foe;ijapd; Neha; gw;wpa ,e;j Ma;tpy; vq;fsJ midj;J 

tpguq;fSk; ghJfhf;fg;gLJld; Neha; gFjpapd; Gifg;glk; 

kw;Wk;,jd;  KbTfs;  Ma;tpjopy;  ntspaplg;gLtjpy;  Ml;-

Nrgid ,y;iy vd;gijj; njhptpj;Jf;;nfhs;fpNwd;. ve;j  

Neuj;jpYk; ,e;j Ma;tpypUe;J ehd; tpyfpf;nfhs;s vdf;F chpik 

cz;L vd;gijAk; mwpNtd;. 

 
 

,lk;   :                   Nehahsp/ Foe;ijapd; n;gw;Nwhh; 

ehs;   :                   my;yJ ghJfhtyh; ifnahg;gk;. 
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KEY  TO   MASTER   CHART 

 
M - MALE 

F - Female 

UL - Upper  Limb 

LL -         Lower  Limb 

Pap  - papule 

Pat - patch 

Plaq - plaque 

SCALES  

Colert  collarette 

Fur   furfuraceous 

Silver   

Diag - Diagnosis 

PSO - Psoriasis  

PPP - Palmoplantar   psoriasis 

PSO ER - Erythroderma  Psoriasis 

PR - Pityriasis Rosea 

PRP - Pityriasis RubraPilaris 

LN - Lichen Nitidus 

Lp  - Lichen Planus 



 

97 

 

Lp Oral - Oral   Lichen Planus 

Lp Nail   - Nail Lichen Planus 

Lp Hyper  - Hypertrophic  Lichen  Planus 

LS   - Lichen  Striatus 

Plc - Pityriasis  Lichenoides  Chronic 

PLEVA - Pityriasis Lichenoides Et Varioliformis Acuta 

Para - Parapsoriasis 

Pit - Pitting            

SUB  - Subungual hyperkeratosis (SUH)  

Oil Drop - Oil  Drop  Sign 

 OL - Onycholysis (OL) 

OM - Onychomadesis (OM) 

LEU - Leukonychia 

SH   - Spinter haemorrhages (SH ) 

L. STRIA - Longitudinal  Striation 

TRA - Trachyonychia 

LM  - Longitudinal  Melanonychia 

PTER - Pterygium 

TRA - Trachyonychia 

KOH - Potassium hydroxide    



TRA

UL LL mica colert fur silver ul LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL UL LL

1 33/F + 2 F1 1 1  -     +   +    +      +      +       +     + PSO F123910 F3 T56 5 2  -

2 68/F    + 10 T5 3 7  -       +     +     +    +      +       +       +     + PSO F125 T567 F56 T59 F10 T234 6 7  -

3 35/F + 10 F2 5 5  -      +    +     +    +    +         +  -           - PSO F134589 T78 6 2  -

4 25/F     + 2 F6 0.6 1.4  -    +       +           +  +        +       + PSO F23 T23 F67 4 2  -

5 40/f     + 6 F5 2 4  -        +       +         +         +     +         +  +      +  PSO F123678910 F510 T567 F410 F8 F59 T5678 10 4  -   +

6 60/F 8 F6 4 4  -   +       +    -     +       inv pso F678 T345 T345 7 3  -

7 30/F          + 10 F6 5 5  -  +  +  +  +  +   PSO  F123458910 T567  T7  T45 7 3  -   +

8 46/F    + 16 F5 5 11  -  + +  +  +  +  +  +  + PSO F1-10 T6 T5 F3 T1237 10 6  -   +

9 54/F  + 1 MT  -  +  +  +  +  +  +  + LP  +

10 57/M  + 15 F7 5 10  +/+ +  +  +  +  +  + PSO F910 T456 F3467 F58 T67 8 4   -

11 70/M   + 15 T6 5 10  -  +  +  +  + PSO T89 T123 F2345 T45678 4 9  -

12 35/F  + 2 T56 0.6 1.4  -  +  +  +  +  +  +  + PSO T89 T123 F6 T4578 1 8  -

13 18/F  +  -      +     +      +     + PR

14 45/F  + 3 F7 T5 1 2  -  +  +   + LP F67 T56 F4 3 2  -

15 52/F  + 12 F7 6 6    -/+   +  +  +  +  +  +  +  + PSO ER F39 F124678 T56 T12 8 3  -

16 63/F  + 4 T5 2 2  -  +  +  + LP H T4567 4  -

17 35/M  + 1  -  +  +  +  + LP H

18 50/M  + 0.6  +/-  +  +  + LP

19 48/F  + 5 F4 1 4  -/+  +  +  +  +  +  + PSO F45 T5 F89 T46789 4 6  -

20 45/M  + 0.6  -  + +  +  + LP

21 45/M  + 3 T6 1 2  +/-  +  +  + PPP T45 T4567 T89 6  -

22 60/F  + 0.2     -/+  +  +  + LP

23 16/F  + 0.2  -  +  +  +  +  + PR

24 40/M  + 15  - pso F2510 F45610 T2356 4 4     -

25 50/F  + 4 F4 2 2  +/-    +   +  +  +  + pso F1-5,6-9 T56 T67 T78910 8 6  -

26 45/F   + 8 F6 2 6  -/+  +  +  +   + pso F126710 T34 T34 F12367 F810 T56 T7 8 7 6  -  +

27 76/F  + 15 F6 5 10  -/+   +   +  +  +  + PSO F6 T78 F6 T56 T34 1 6  -  +

28 52/M  + 5 T5 2 3  +/-  +  +  + PPP F1 T56910 T48 F1 T37 1 8  -

29 18/M  + 0.2  -  +  +  +  + PR

30 7/M  + 0.4  -  +  +  +  + PLC  +

31 9/M  + 0.8 T5 0.5 0.3  -  +  +  +  +  + PLC T567 4  -  +

32 21/M  + 1  -  +  + LS

33 50/M  + 7 F6  -   +  +  +  +  +  + PSO F1-10 T38 T25 F74 F1257-10 T689 T34710 10 9  -  +

34 51/M  + 0.2  -  +  +  +  +  + LP

35 70/F  + 5   +/+  + PSO

36 48/M  + 5 F5 1 4  +/-  + PSO F3510 T2346 3 4  -

37 11/F  + F5 1  - LP NAIL F1-10  T1-10  + 10 10  -

38 15/F  + 2 T5 0.6 1.4  -   +  +  +    +   +  +   +   + PRP T234567 T34 T5 F234567 6 6  -  +

39 22/M   + 0.8 F2 0.6 0.2  -    +   +   +    +   +   +   + PRP F12567 T567 F789 7 3  -

40 35/M  + 2.5 T6 1 1.5  -  +  +  +  +  +  +   + PSO F1236-9 F578 T345678 F12 F10 9 6  -

41 40 /M     + 1.8 T6 1 0.8  -  +  +  +  +   +  +   +   +  + PSO F345 T3456 F6789 T45678 7 6  -  +

42 44/M     + 2 F5 0.8 1.2  -   +   +   +   +   + PSO F510 T34 F134679 T56 8 4     -

43 63/M  + 12 F5 6 6   -/+  +   +   +   +  +  +  +  + PSO F510 F2-5,7-10 T2-4,789 T5 8 6  -  +

44 23/F    + 1  -  +   +   +   +  +  +  + PSO  +

45 40/M  + 0.3  -  +  +   +  +    + LP

46 45/M   + 1.2 T5 0.8 0.4   -/+   +  +   +   +   + LP F234 F234 T3456 F10 4 4  -

47 33/M  + 3 T6 1.2 1.8  -   +  +  +  +   +  +  +  + PSO T67 T5678 0 4  -

48 56/F  + 8 T6 4 4  -/ +  +   +  +  +  +  + PSO F6 F1 T34567 F34789 7 5    -

49 44/M  + 2 T5 0.8 1.2  -  +  +  +  +  +  +  + PRP F234 T567 F456 T678 5 6  -  +

50 34/M  + 0.6  -  +  +  +  +   +  + PSO

51 10/M  + 1 F3 0.4 0.6  -  +  +  LS F345 3

52 12/M  + 0.8  -  +  +  +  + LN

53 8 /F  + 0.4  -   +  +   + LN

54 22 /M 0.4  -  +  +   +   + PR  +

55 37/F  + 1 F7 0.4 0.6  -  +  +  +  +  +  +  PRP F478 T678 F345 T56 5 4  -  +

56 63/F  + 20 F6 15 5   -/+   +   +   +  +  +  +  +  PSO F2-5,7-10 T56 T56 F610 F26 T347 9 5   -

57 47 /M  + F5 1  -  +  +  +  + PPP F2-6,8-10 T6 F45 F1678 T7-10 9 5   +

58 36/F   +  -  + lp oral

59 55/F    + 10  F4 3 7    -/+   +   +  +   +  +  +  + PSO F15 T678 T145 F810 F15679 F234 T67 10 6   +

60 52/M  + 12  F5 7 5  -     +  +   +  +  +  +  +  + PSO F45 T6 T4678 T34 F78 4 6  +

61 26/M  + 0.4  -  +  +   +   + LP

62 46/M  + 1  -/+  +  +  +    -  LP  +

63 49/M  + 5 T6 3  -  +  +  +  +  +    +  +    + PSO F12 T456 F38 T67 4 4  -

64 33/M  + 3 F4  -  + LP NAIL  + 10 10  -  +

65 39/m   +  + 1 F3  -/+  +  +  +  +  + LP F4567 4

66 34/M 1  -  + PSO INV

67 50/M  + 2 T6  -  +  +  +    +    +   +     + PRP F347 F783 T678 6 3  -

68 58/M  + 3 F5  -  +    +  +  +  +  +  PSO T78 F15 F1-7,910 T234 9 5  -

69 44/M  + 1 F6  -  +  +  +  +   + PSO F123,7-10 T6 F6 F456 T8910 10 4

70 33/F  + 0.8 F3 0.4  -  +  +  +  + LP F38 2

71 60 /F  + 1.4 1  +/-  +   +  +  + LP HYP F2345 F1237-10 T789 8 3  +

72 50/F  + 6 F5 2  -  +   +   + PPP F345 T234 F16789 T56 8 5  +  +

73 20/F  + 0.6  -  +  + LP ORAL
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74 5/M  + 0.6 F3 0.4 0.2  -   +  +  +   + LN F345 3  -

75 2/M  + 0.3  -  +   + LS

76 30/M  + 0.4  -  +  +  +  +  + PLC  +

77 19 /M  + 0.2  -  +   +  +  +  PR

78 13/F  + 0.3  -  +  +  + PR

79 16/F   + 0.6 F4 0.4 0.2  -  +  +  +  + PR F678 F23 5  -

80 34/M  + 1.2 F3 0.4 0.8  -  +  +  +  + PARA F345 T456 T78 3 5   -

81 26/M  + 0.6 T5 0.3 0.3  -  +   +  + PR T3456 4  -

82 30/M  + 0.2  -  +  +  +  + PR

83 8/M  + 1 F4 0.7 0.3  -  +  +  +  +  +  +  + PRP F23578 T567 T456 T34 5 5     -  +

84 46/M  + 0.9 T6 0.5 0.4  -  +  +  +  +  +  +  + PRP F4347 T347 T568 T5689 4 7    -

85 35/F  + 8 T6 4 4  -  +  +  +  +  +  +  +  + PSO ER F15789 T4578 F23456 T23489 7 8  +    +

86 17/F  + 3 F3 1 2  -  +   +  +  + PARA F2567 F34 T45 6 2

87 50/F  + 4 T6 2 2  +/-  +  +   +   + PPP F456 F34 T67 T4567 F28 7 4  -

88 9/M  + 1.4 T6 0.8 0.6  -  +  +  +  +  + PSO F1-4,6-10 T67 T567 F236 F345 10 5  -

89 44/M  + 6 T5 3 3  +/-  +  +  +  +  +  +  + PSO F568 T67 T467 T3478 3 6  -

90 53/M    + 0.4  -  +  +  +  + LP

91 15/M  + 0.4  -  +  +  + PARA

92 12/M  + 0.6  -  +    +   + LP

93 11/M  + 0.9 T5 0.6 0.3  -   +  + LS T4 1   -

94 9/F 0.3  -  +  +  + PR

95 17/F  + 2 T6 0.9 1.1  -  +  +    +  +  +  + PSO F1-8 T56 T567 T568 F26 F78 F45 8 4  +

96 21/F  + 2 T6 1 1  -  +  +  + LP 
HYPER T678 3  -

97 4/F  + 0.9 F4 0.4 0.5  -  +  +  +  + LN F236 3  -

98 13/M  + 0.7  -  +  +  + PLEVA  +

99 25/F   + 1  -  +  + PLC  +

100 14/M  + F5 1  - LP NAIL  + 10 10  -

101 3/F  + 0.5 F3 0.2 0.3  -  +  +   + LN F34 2  -

102 46/M  + 2 F6  -  +  +  +  +  + PSO F345 F456 4  -

103 66/M  + 5 T6 3 2  -  +  +  +  +   + PSO F1-7 T3-7 F345 T45 7 4  -

104 40/M  + 1.5 F6 0.6 0.6  -  +  +  + PSO F3-7 T56 F347 T567 F7 5 3  -


