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nverse psoriasis (IP), also known as flexural or 
intertriginous psoriasis, is a clinical variant of 
plaque psoriasis affecting skin folds, typically the 

axillary, inguinal, inframammary, intergluteal, and 
genital regions. Unlike classic plaques, the lesions in 
IP are well-demarcated, erythematous, smooth, shiny, 
and often lack scales. 
 
Case report 
 
 A female patient in her fifth decade of life, 
with a recent diagnosis of type 2 diabetes mellitus, was 
admitted with diabetic ketoacidosis, which was 
resolved by the time of reporting. She also had newly 
diagnosed arterial hypertension and obesity, and was 
undergoing evaluation for possible exogenous 
Cushing's syndrome, thyroid disease, and 
rheumatologic conditions. Clinically, she presented 
with exophthalmos, rhythmic tachycardia, and 
multiple inflamed and warm joints. On dermatologic 
examination, erythematous, poorly defined plaques 
were observed, primarily located in intertriginous 
areas such as the axillae, groin, inframammary folds, 
and popliteal fossae, along with whitish scaling in the 
area of the scalp. These findings, along with their 
distribution pattern, led to a presumptive clinical 
diagnosis of inverse psoriasis. Initially, the 
dermatologist suspected a fungal infection; however, 
given that the clinical presentation was inconsistent 
with that diagnosis, a skin biopsy was performed. 

Initial management focused on metabolic 
stabilization with insulin therapy, achieving 
normalization of blood glucose level. Laboratory tests 
and arterial blood gases confirmed resolution of  

 
 
 
 
 
 
 
 
 
 
 
ketoacidosis. Microscopic examination of the biopsy 
revealed epidermis with focal parakeratosis, 
neutrophilic microabscesses, acanthosis, and mild 
spongiosis. In the dermis, blood vessels were observed 
surrounded by a sparse lymphocytic inflammatory 
infiltrate. PAS staining was negative for fungal 
filaments. These findings were compatible with a 
diagnosis of inverse psoriasis. Simultaneously, the 
patient remained under rheumatologic evaluation with 
immunologic studies and joint radiographs ordered to 
assess for rheumatoid arthritis. However, due to the 
coexistence of psoriasiform skin lesions and 
inflammatory arthritis, a differential diagnosis with 
psoriatic arthritis is necessary. The patient remains 
clinically stable, under multidisciplinary follow-up. 
 
Discussion 
 
 The estimated prevalence of IP ranges from 
3% to 36% of patients with psoriasis, depending on 
diagnostic criteria and whether genital involvement is 
included. In infants, it commonly presents as diaper 
psoriasis. Higher incidence is noted among obese 
individuals, and sudden onset in adults may suggest 
HIV infection. 

Obesity, chronic friction, excessive sweating, 
tight clothing, persistent moisture, and microbial 
colonization (e.g., Candida spp., Staphylococcus 
aureus) are recognized triggers. Certain medications, 
such as infliximab, terbinafine, and etretinate, have 
also been implicated. 

The diagnosis of inverse psoriasis is primarily 
clinical and based on characteristic lesion morphology 
and distribution. IP presents as well-demarcated,  
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Background: Inverse psoriasis (IP), also known as intertriginous or flexural 
psoriasis, is a chronic inflammatory skin condition affecting body folds. 
Unlike typical plaque psoriasis, IP presents as well-demarcated, 
erythematous, shiny, and smooth lesions with little to no scaling. It accounts 
for 3% to 36% of psoriasis cases and may be underdiagnosed due to its 
resemblance to fungal infections, intertrigo, and other dermatoses. Common 
triggers include obesity, moisture, friction, and microbial colonization. 
Diagnosis is primarily clinical, often aided by dermoscopy and, when 
necessary, histopathology showing a psoriasiform pattern. Treatment 
involves corticosteroids, calcineurin inhibitors, vitamin D analogs, and in 
resistant cases, systemic therapies and biologics may be used. Non-
pharmacological measures include proper hygiene, emollients and friction 
reduction. Early diagnosis and tailored treatment are essential to achieve 
remission and improve patient well-being. 
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Figure 1. Lesions are observed in the intermammary fold, well-
demarcated, erythematous, smooth and shiny. Taken with the 
patient's permission. 

 
 
bright red to violaceous plaques located in 
intertriginous areas. Lesions are symmetrical, smooth, 
shiny and moist in appearance, with minimal or absent 
scaling, unlike the typical silvery scales of plaque 
psoriasis. Fissures, maceration, and superficial 
erosions are frequent due to friction, moisture, and 
microbial overgrowth. 

Patients may report itching, stinging, soreness, 
or discomfort, especially in hot or humid conditions. 
On physical examination, signs such as “red glistening 
plaques" without peripheral scaling, well-defined 
margins, and occasional fissuring are diagnostic clues. 
Dermoscopy enhances diagnosis by revealing 
homogeneously distributed red dots or “bushy” 
capillaries, indicative of dilated and tortuous dermal 
capillaries. 

Histopathology, when required, shows 
psoriasiform features: acanthosis, elongation of rete 
ridges, parakeratosis, thinning of the suprapapillary 
plate, and sometimes Munro microabscesses of Kogoj 
pustules.  
Pharmacological options for IP treatment, are: 

 First line (short-term): Low to mid potency 
topical corticosteroids (e.g., 0.1% 
betamethasone), which showed 86% 
improvement in modified PASI score in 
clinical trials. 

 Second line (long-term): Calcineurin 
inhibitors such as tacrolimus and 

 
Figure 2. Lesions are observed in the abdominal fold, pubis and 
groin, with the same characteristics. Taken with the patient's 
permission. 

 
Figure 3. Histopathological findings of inverse psoriasis. Created 
by authors. 

pimecrolimus are preferred for maintenance 
therapy. Tacrolimus achieved 65-71% 
response rates with minimal adverse effects. 

 Other options: Vitamin D analogs 
(calcipotriol, calcitriol), with calcitriol being 
better tolerated and more effective in flexural 
psoriasis (67% vs 33% clearance). 

 Resistant cases: Biologics such as adalimumab 
and ustekinumab have shown marked 
improvement in case reports, although 
supporting evidence is still limited. 
Nonpharmacologic treatment includes hygiene 

with gentle cleansers, avoidance of friction, use of 
loose clothing, and application of emollients are 
essential. Therapies like 308nm excimer laser and 
botulinum toxic type A injections (50-100 U) have 
shown clinical benefit in resistant IP. 

With early recognition and appropriate 
treatment, most cases can be controlled. However, 
relapses are common if therapy is withdrawn. Ongoing 
monitoring is recommended, especially in genital or 
perianal presentations due to their profound functional 
and emotional impact.  
 
Conclusion 
 

Inverse psoriasis is a clinical variant of 
psoriasis that, although less common, can significantly 
impact a patient’s quality of life due to its location in  

 
Figure 4.  Findings from the biopsy result showing parakeratosis, 
neutrophilic microabscesses, acanthosis, and mild spongiosis. 
Taken from the pathology report.  
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skin folds and associated discomfort. Its diagnosis can 
be challenging, as it often mimics other dermatoses 
such as intertrigo or fungal infections. 
Histopathologically, it displays psoriasiform features 
such as acanthosis, parakeratosis, and elongation of 
the rete ridges, though with less surface scaling. 
Management should be individualized, prioritizing 
low-potency topical treatments and therapies that 
minimize irritation in sensitive areas. Accurate clinical 
and histological identification, along with a 
comprehensive treatment approach, is essential to 
alleviate symptoms, prevent relapses, and improve 
patient outcomes. 

In this patient, steroid use should be done with 
discretion, as she has uncontrolled diabetes. 
Prioritizing the use of topical tacrolimus or topical 
vitamin D analogues would be ideal. The patient may 
benefit from a rheumatology consultation to assess the 
differential between rheumatoid arthritis and psoriatic 
arthritis. 
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