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Summary

Psoriasis, with its wide variety of clinical forms and locations, some of which being rare, is a dermatological condition that
often requires a differential diagnosis with numerous other skin disorders. With this paper we aim to present the main clinical
characteristics that psoriasis can show on the miicous membranes, respectively genital psoriasis and the manifestations on the

oral mucosa.
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Psoriasis has a wide variety of clinical forms
and localizations, some of which rare, thus
requiring differential diagnosis with many other
dermatological conditions.

Genital psoriasis

Genital psoriasis, through its biological and
therapeutic particularities, can be individualized
within the clinical forms of psoriasis. Genital
psoriasis can be classified into 3 categories:
genital psoriasis associated with inverse extra-
genital psoriasis, genital psoriasis associated with
inverse psoriasis (especially inguinal and/or in
the gluteal cleft) and psoriasis with only genital
location. Genital involvement is present in 33 to
49% of men with psoriasis, with a male/female
sex ratio of 1.3 to 2.4. The prevalence reaches 7%
in patients with inverse psoriasis (men and
women alike) and 2-5% in patients with only
genital psoriasis.
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Clinically, genital psoriasis presents as one or
more small, well-defined erythematous plaques
located on the glans, foreskin, frenulum or
scrotum. On the glans, in circumcised patients,
psoriasis presents as erythemato-squamous
plaques, and in uncircumcised patients the
lesions are usually scale-free due to the moisture
maintained by the foreskin. In uncircumcised
people, genital psoriasis is most commonly
located on the glans and on the inner surface of
the foreskin. Gland lesions can be diffuse, and
when the internal surface of the foreskin is also
involved, the clinical image resembles a diffuse
erythematous balanoposthitis. Sometimes a
painful urethritis can be associated and is
clinically characterized by a discreet perimeatal
erythema without wurethral discharge, but
accompanied by uncomfortable symptoms,
which are difficult to treat in this area. In men,
inverted psoriasis involves the inguinal folds and
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the scrotum, but sometimes the lesions can
extend to the gluteal cleft and be centred by a
very evocative fissure. On the scrotum and
frenulum, psoriasis appears as one or multiple
slightly scaly, erythematous plaques, or as diffuse
erythema, sometimes exudative, with fissures on
the surface. When there is only genital invol-
vement, the presence of buttock erythema or
omphalitis can point towards the diagnosis of
psoriasis. Rarely, pustular types of psoriasis with
only genital involvement, prepuce fibrosis, or the
presence of papular and infiltrated lesions on the
gland can be observed.

As symptomatology, genital psoriasis lesions
may be accompanied by itching, burning
sensation or pain. Persistence of lesions through
the Kobner phenomenon is possible due to urine,
friction from wearing tight clothes and sexual
intercourse.

Vulvar involvement is also common,
although few women seek medical advice for
this. Approximately one third of women with
plaque psoriasis have simultaneous vulvar
involvement. Complication with candidiasis
makes the differential diagnosis difficult.

Regarding the relationship between genital
psoriasis and circumcision, it was found that in
uncircumcised patients the foreskin and the
proximal part of the gland are especially affected,
while in circumcised patients the lesions on the
gland are more diffuse and scaly. A study carried
out on 357 patients with penile dermatosis and
305 controls showed that genital psoriasis was
the most common dermatosis (26% of cases) [1],
appearing especially in uncircumcised men,
possibly due to the Kobner phenomenon caused
by the accumulation of epithelial deposits,
glandular secretions and urine between the gland
and foreskin. Another study conducted in the

Figure 2. a. Geographic tongue. b. Fissured tongue. c. Psoriatic cheilitis (photo collection).
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Netherlands on 87 patients showed an important
alteration of the quality of life in patients with
genital psoriasis, especially in women, leading to
disturbances of their sexual life [2].

The differential diagnosis of genital psoriasis
includes various conditions such as atopic der-
matitis, seborrheic dermatitis, contact dermatitis,
dermatophytoses, nonspecific balanitis, lichen
planus, Zoon balanitis, Queyrat erythroplasia,
genital Paget’s disease, epidermoid carcinoma,
candida balanitis (in the pustular form), sclerous
lichen (in foreskin fibrosis), secondary syphilis
with condyloma lata presentation (in the papulo-
infiltrative form), and in women especially with
candida vulvo-vaginitis.

Oral psoriasis

Geographic tongue

Geographic tongue or benign migratory
glossitis clinically represents the physiological
lingual exfoliation, relatively common in the
general population (between 1% and 2.5%),
without gender predisposition. The condition is
significantly more common in people with
psoriasis and can also occur after certain
medications: oral corticosteroids [3], tyrosine
kinase inhibitors (sorafenib, sunitinib) [4].

Clinically, it presents as depapilated lingual
areas with dimensions of 0.5-5 cm affecting the
filiform papillae, enclosed by a slightly raised
serpiginous margin, yellowish-white in colour,
located on the dorsal and lateral surfaces of the
tongue. The topography of these lesions is
unpredictable, changing over time. Atypical
forms of the condition can be located on the
ventral surface of the tongue or on extralingual
buccal surfaces, recurring in the same place.
Among patients with geographic tongue, 10% are
symptomatic requiring mostly topical treatment
with tacrolimus 0.1% cream [5], corticosteroids
[6], retinoids [7] or oral retinoids [8].

The diagnosis of geographic tongue is
clinical, based on the anamnesis (migration of
lesions, their resolution and spontaneous
recurrences), not requiring a complementary
assessment. Biopsy of the lesions shows an
appearance similar to pustular psoriasis.
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Furrowed tongue

Furrowed (fissured or scrotal) tongue is
characterized by the presence of an antero-
posterior median groove located on the dorsal
surface of the tongue from which multiple lateral
fissures branch. Its prevalence is estimated
between 5% and 6.5% in the general population,
most of the time it is isolated, but it can also be
associated with geographic tongue [9]. The dia-
gnosis is clinical, histopathological examination
not being necessary. Furrowed tongue is found in
Melkersson-Rosenthal syndrome, but also in
psoriasis.

In a study [10] of 306 patients with psoriasis,
8% of them had fissured tongue, 5.6% geographic
tongue, and 1.6% simultaneous involvement.
Also, this study showed the absence of the link
between geographic language and tobacco and
alcohol consumption. In contrast, a study
performed in Turkey only showed the protective
role of smoking in the occurrence of geographic
tongue [9]. A Lebanese study [11] on 400 patients
with psoriasis and 1000 controls found the
presence of furrowed tongue in 33.2% versus
9.9% of cases and geographic tongue in 7.7%
versus 1% of cases. In case of pustular psoriasis,
the prevalence of furrowed tongue was 83.3%.

Psoriatic cheilitis

Psoriatic cheilitis has very rarely been
described in the literature, as well as the
involvement of the oral mucosa. Clinically, it
presents as erythemato-squamous plaques with
pearly-white scales and fissures, which can affect
both lips. It can be accompanied by other specific
skin locations, or it can be the only manifestation
of psoriasis, preceding the appearance of skin
lesions by several years [12]. Repeated micro-
trauma, infectious cheilitis, as well as dietary
changes can lead to the appearance of psoriatic
cheilitis in people with a genetic predisposition to
psoriasis [11]. Psoriatic cheilitis with chronic
evolution can be accompanied by moderate to
severe discomfort in various daily activities such
as chewing and swallowing. In women, it can
also be a cosmetic and psychological problem
[13].
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Chronic cheilitis, especially actinic chedilitic, tocorticoids) eruption of the lips, psoriasis should
candidia infections, chronic lupus erythema- always be suspected and a biopsy should be
tosus, lichen planus and eczema can be confused performed. In children, lip psoriasis can be
with lip psoriasis. In the case of a long-standing confused with dermatitis secondary to salivation
eczematiform treatment-refractory (with derma- or oral candidiasis.
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