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A 42-year-old man with a history of psoriasis vulgaris was 
referred to our dermatology department with 6 weeks of 
worsening psoriasis. He had started treatment for bipolar 

disorder with valproic acid 4 months prior.
The patient had crusty, adherent plaques with reddish, sharply 

demarcated borders on the back of both hands (Figure 1). We diag-
nosed rupioid psoriasis based on the skin lesions and his history of 
psoriasis and valproic acid intake. Our differential diagnosis included 
secondary syphilis, histoplasmosis, scabies and HIV, all of which have 
been associated with similar lesions.1 His syphilis and HIV serology 
were negative. Our patient had responded well to methotrexate in 
the treatment of previous psoriatic flares; we prescribed methotrex-
ate 15 mg/wk. After 2 months, his lesions resolved completely and 
we began tapering the methotrexate (Figure 2). We discontinued it 
4 months after his initial visit. He continued taking valproic acid. 

The term “rupioid” (from the Greek rhupos, meaning filth) is used 
to describe oyster or limpet shell-shaped thick keratotic lesions. In 
contrast to rupioid forms, regular plaque-type psoriasis has a white, 
nonadherent and thin, scaly surface. Severe psoriatic flares and atyp-
ical forms of the disease (including rupioid plaques) have been 
reported in HIV-positive patients.2 Rupioid psoriatic flares have also 
been associated with drug treatments, such as oral or intravenous 
corticosteroids, nonsteroidal anti-inflammatory drugs, lithium car-
bonate, β-blockers or hydroxychloroquine,3 and we suspect valproic 
acid may have contributed to our patient’s case.4 One report attrib-
uted a flare to oral steroid reduction.5

Patients with rupioid forms of psoriasis should have a careful drug 
history taken, along with HIV and syphilis testing. The relative benefits 
of intensifying psoriasis treatment (e.g., methotrexate, cyclosporine A, 
phototherapy, anti–tumour necrosis factor -α, interleukin [IL]-23 or 
IL-17 monoclonal antibodies) versus withdrawal of triggering drugs 
should be evaluated, ideally with the help of a multidisciplinary team.4,6
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Figure 1: Crusty and adherent plaques on the back of the hands of a 
42-year-old man. We diagnosed rupioid psoriasis.
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Figure 2: Complete resolution of the plaques was achieved after 
2 months of treatment with methotrexate 15 mg/wk. Postinflamma-
tory hyperpigmentation can be seen.


