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Background / Objectives:Dermoscopy is a non-invasive technique 

that has been recognized recently as an effective tool in the diagnosis of 

nail diseases, including nail psoriasis. The aim of this study was to 

clarify specific dermoscopic features of nail psoriasis and identify those 

that are correlated with disease severity. 

Methods: We conducted a prospective study over 18 months. Fifty 

patients followed for psoriasis and nail involvement were enrolled. 

Following a clinical examination, the patients were classified according 

to the “Nail Psoriasis Severity Index” (NAPSI) and the “Psoriasis Area 

and Severity Index” (PASI). A dermoscopic examination of all 

fingernails was performed, including the nail plate, periungual folds, 

subungual area, cuticule and hyponychium. 

Results: The most frequently observed dermoscopic features were 

distal onycholysis (90%), subungual hyperkeratosis (80%), splinter 

haemorrhage (72%), paronychia and mottled lunula (62%), followed by 

dilated capillaries in the hyponychium (50%), pitting (48%), 

trachyonychia (42%), erythematous border of an onycholytic area 

(40%) and leukonychia (32%). Statistically significant relationships 

were observed between the severity of psoriasis, as determined using 

PASI, and the presence of pachyonychia, pitting, distal onycholysis, 

paronychia, onychomadesis as well as the presence of red lunula, 

mottled lunula, dilated capillaries of the hyponychium and crumbling. 

As well, pachyonychia, paronychia, splinter haemorrhage, 

onychomadesis, mottled lunula, trachyonychia and crumbling were 

relevant to nail psoriasis severity. 

Conclusions:Dermoscopy can improve the accuracy of nail psoriasis 

diagnostic. We have demonstrated positive associations between a 

number of dermoscopic manifestations and disease severity.  

 
Copy Right, IJAR, 2022,. All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction:- 
Nail involvement in psoriasis is common. Its prevalence among patients with psoriasis is up to 50%1,2,and in 

patients with psoriatic arthritis is 80-90%3,4,with 5-10%5,6 of them having isolated nail affection, which makes 

the diagnosis difficult. Although histopathology is the gold standard of the diagnosis, nail biopsy is painful. 

Onychoscopy is a non-invasive tool that contributes to the diagnosis of psoriasis when the clinical manifestations are 

Corresponding Author:- Zineb Tazi Saoud 

Address:- Department of Dermatology and Venerology, Ibn Rochd University Hospital, 

Casablanca, Morocco. 

http://www.journalijar.com/


ISSN: 2320-5407                                                                              Int. J. Adv. Res. 10(05), 807-813 

808 

 

not typical. It also allows the identification of subclinical lesions or the elimination of differential diagnoses of other 

onychopathies7,8. 

 

The aim of this study was to investigate specific dermoscopic features of nail psoriasis (NP) and to determinate the 

association between these features and disease severity. 

 

Patients and Methods:- 
Criteria for inclusion/exclusion: 

A total of 50 patients were prospectively enrolled over a period of 18 months. Among them, 42 had skin psoriasis 

and clinically detectable nail involvement and 8 patients had isolated nail involvement. For all patients, the 

diagnosis of nail psoriasis was based upon their psoriatic history and the presence of psoriatic nail lesions and 

negative fungal results. Histopathological confirmation was needed in 5 cases only.  

 

Dermoscopy and history collection: 

For each patient, a detailed history was recorded including age, sex, age onset, disease duration, subtype of psoriasis 

and the association with psoriatic arthritis or scalp involvement. All fingernails were examined by handheld 

dermatoscope(Dermlite DL4; 3Gen). Imagesof every involved fingernail were recorded by the digital camera ofa 

mobile phone attached to the dermatoscope. We performed a dermoscopic evaluation of the nail plate surface, 

periungual folds, subungual area, cuticule and hyponychium. Following a clinical examination, patients were 

classified according to the Nail Psoriasis Severity Index (NAPSI) which was originally described by Rich et 

al.9and the “Psoriasis Area and Severity Index” (PASI). 

 

Statistical analysis: 

The statistical analysis was performed using SPSS software version 20. A univariate analysis was performed to 

study the relationship between two variables. The comparison of the means of the variables was carried out using the 

parametric Student's T test or the ANOVA test. Linear regression was performed between two quantitative 

variables. The significance level is set at <0.05 and the confidence interval at 95%. 

 

Results: 
Basic characteristics: 

A total of 50 patients, 22 (44%) men and 28 (56%) women, were included in the study. The average age was 43.96 

yearsold (ranging from 16 to 68 years old) and the average age at onsetwas 36.16 years old.The duration of psoriasis 

ranged from 6 weeks to 30 years (average duration: 8 years). 

 

Forty-two (84%) patients with psoriasis had both skin and nail involvement, and only 8 (16%) patients had NP only. 

The diagnosis was based solely on clinical and dermoscopicexamination and only 5 patients needed nail biopsy. The 

total number of fingernails with NP was 358. All patients with psoriasis had at least 3 affected fingernails and the 

average number of affected fingernails was 7.16. 

 

Among the 50 patients, plaque psoriasis was the most common skin condition (64%), 12% had guttate psoriasis, 

30% palmoplantar keratoderma, 62% with scalp involvement, 12% cases of arthropathic psoriasis, 4% of pustular 

psoriasis and 28% of erythroderma. 

 

The PASI score ranged from 1.9 to 38.2 (average PASI: 16.96) and the NAPSI score from 6/80 to 76/80 (average 

NAPSI: 26.2/80) (Table 1). 

 

Tables 1:- Demographic and clinical characteristics of nail psoriasis patients. 

Variable Results 

Gender M:F 22:28 

Age Mean: 43.96 (range: 16-68 years) 

Age at onset Mean: 36.16 

Duration of psoriasis Mean: 8 years (range:6 week-30 years) 

Clinical 

form of 

Plaque psoriasis 64% 

Guttate psoriasis 12% 
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psoriasis Palmoplantar keratoderma 30% 

Arthropathic psoriasis 12% 

Pustular psoriasis 4% 

Erythroderma  28% 

Scalp involvement 62% 

PASI Mean: 16.96 (range: 1.9-38.2) 

NAPSI Mean: 26.2/80 (range: 6-76) 

Nail signs Nail matrix psoriasis 

 

Pitting 48% 

Leukonychia 32% 

Onychomadesis 14% 

Red lunula 10% 

Beau’s lines 20% 

Longitudinal ridges 16% 

Trachyonychia 42% 

Crumbling 28% 

Nail bed psoriasis 

Distal onycholysis 90% 

Splinter hemorrhage 72% 

Erythematous border of an 

onycholytic area 
40% 

Salmon patch 30% 

Dilated capillaries in hyponychium 50% 

Paronychia 62% 

Subungual hyperkeratosis 80% 
 

Clinical and dermoscopic features: 

NP affected both nail plate and nail bed (Figure 1). The most frequently found dermoscopic features were distal 

onycholysis (90%), subungual hyperkeratosis (80%), splinter haemorrhage (72%), paronychia and mottled lunula 

(62%), followed by dilated capillaries in the hyponychium (50%), pitting (48%), trachyonychia (42%), erythematous 

border of an onycholytic area (40%) and leukonychia (32%) (Figure 2). 

 
Figure 1:- Clinical presentation of nail psoriasis. 
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Another dermoscopic features noticed were salmon patches (30%), crumbling (28%), beau’s lines (20%) and 

longitudinal ridges (16%) (Table 1) (Figure 2). 

 
Figure 2:- Some dermoscopic signs of nail psoriasis. 

a: pitting; b:distal onycholysis; c: salmon patch; d: splinter hemorrhage; e: red lunula; f: mottled lunula; g: 

erythematous border of an onycholytic area; h: dilated capillaries of the hyponychium; i: subungual hyperkeratosis; 

j: longitudinal ridges; k: trachyonychia; l: crumbling 

 

Clinical parameters related to severity of nail psoriasis: 

Linear regression models were used in order to explore the association between the severity of psoriasis PASI or nail 

psoriasis NAPSI and age, duration of psoriasis, age at onset and the number of nails affected. Only the age at onset 

reached statistical significance (p<0.05) (Table 2).Statistically significant relationships were observed between the 

severity of psoriasis, as determined using PASI, and the presence of pachyonychia (p=0.022), pitting (p<0.001), 

distal onycholysis (p=0.049), paronychia (p<0.001), onychomadesis (p<0.001) as well as the presence of red lunula 

(p=0.002), mottled lunula (p=0.030), dilated capillaries of the hyponychium (p=0.012) and crumbling (p=0.011) 

(Table 3). 

 

Tables 2:- Association between PASI and NAPSI and age, duration of psoriasis, age at onset and number of 

affected nails. 

 PASI NAPSI 

 P value IC 95% P value IC 95% 

Age 0.164 -0.36-0.06 0.005 0.15-0.80 

Duration of psoriasis 0.283 -0.228-0.763 < 0.001 0.561-1.993 

Age at onset 0.045 -0.436-0.005 0.195 -0.123-0.588 

Number of affected 

nails 
0.443 -0.95-2.13 0.001 5.65-8.49 
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The age, the duration of psoriasis and the number ofaffected nails reached statistical significancewhen NAPSI score 

was used to reflect the severityof nail psoriasis (p<0.05) (Table 2). The patient with NP accompanied by certain 

dermoscopic features had significantly higher NAPSI than patients without the same features. The NP might become 

severe when these dermoscopic features were observed, including pachyonychia (p=0.007), paronychia (p=0.022), 

splinter haemorrhage (p<0.001), onychomadesis (p<0.001), mottled lunula (p=0.003), trachyonychia(p<0.001) and 

crumbling (p<0.001) (Table 3). 

 

Tables 3:- Statistical analysis of the dermoscopic features with regard to PASI and NAPSI scores. 

Variables 

PASI NAPSI 

Mean 

(Standard 

deviation) 

95% 

confidence 

interval 

 

p value 

Mean 

(Standard 

deviation) 

95% 

confidence 

interval 

 

p value 

yes no yes no 

Pachyonychia 
23.03 

(14.20) 

13.54 

(11.64) 
1.46-17.52 0.022 

36.89 

(25.49) 

20.19 

(16.23) 
4.84-28.55 0.007 

Pitting 
10.29 

(10.23) 

23.11 

(12.97) 
-19.45-6.20 <0.001 

22.79 

(17.43) 

29.35 

(24.42) 
-18.57-5.46 0.278 

Distal 

onycholysis 

15.73 

(13.43) 

28.02 

(3.66) 
-24.52-0.52 0.049 

27.69 

(22.03) 

12.80 

(4.38) 
-5.14-34.92 0.142 

Paronychia 
21.65 

(12.50) 

9.31 

(11.03) 
5.51-19.17 <0.001 

31.58 

(23.63) 

17.42 

(13.58) 
2.18-26.14 0.022 

Leukonychia 
12.85 

(10.81) 

18.89 

(14.06) 
-14.05-1.95 0.135 

18.69 

(9.75) 

29.74 

(24.42) 
-23.83-1.73 0.089 

Splinter 

hemorrhage 

17.00 

(13.95) 

16.83 

(11.78) 
-8.05-8.40 0.965 

32 

(22.08) 

9.69 

(2.84) 
9.87-34.73 <0.001 

Onychomadesis 
34.64 

(3.68) 

14.08 

(12.00) 
11.29-29.82 <0.001 

50.29 

(32.07) 

22.28 

(16.57) 
12.26-43.74 <0.001 

Red lunula 
33.70 

(4.10) 

15.10 

(12.66) 
7.05-30.14 0.002 

26.40 

(14.24) 

26.18 

(22.16) 
-17.07-17.51 0.976 

Mottled lunula 
20.12 

(14.31) 

11.80 

(9.75) 
0.82-15.82 0.030 

33.03 

(23.33) 

15.05 

(11.30) 
6.43-29.52 0.003 

Beau’s lines 
19.67    

(15.76) 

16.28 

(12.75) 
-8.32-15.09 0.541 

23.80 

(15.17) 

26.80 

(22.80) 
-15.50-9.50 0.623 

Erythematous 

border of an 

onycholytic 

area 

16.22 

(11.76) 

17.45 

(14.41) 
-9.03-6.55 0.751 

21.45 

(15.66) 

29.37 

(24.22) 
-20.25-4.42 0.203 

Salmon patch 
13.71 

(13.37) 

18.35 

(13.22) 
-13.09-3.80 0.269 

28.27 

(20.46) 

25.31 

(22.01) 
-10.43-16.34 0.659 

Dilated 

capillaries in 

hyponychium 

21.59 

(14.47) 

12.33 

(10.36) 
2.10-16.41 0.012 

30.72 

(24.27) 

21.68 

(17.40) 
-3.00-21.08 0.137 

Subungual 

hyperkeratosis 

18.62 

(13.82) 

10.33 

(8.67) 
-9.59-17.53 0.078 

28.95 

(22.17) 

15.20 

(13.95) 
-1.09-28.59 0.069 

Longitudinal 

ridges 

9.75 

(13.54) 

18.34 

(12.96) 
-20.24-3.00 0.129 

22.75 

(12.78) 

26.86 

(22.72) 
-16.18-7.96 0.483 

Trachyonychia 
16.72 

(16.42) 

17.13 

(10.81) 
-8.14-7.34 0.917 

37.86 

(22.56) 

17.76 

(16.18) 
8.37-31.81 <0.001 

Crumbling 
27.98 

(14.65) 

13.95 

(11.72) 
3.67-24.38 0.011 

51.09 

(22.98) 

19.28 

(15.50) 
15.82-47.80 <0.001 

 

Discussion:- 
To date, reports on dermoscopic features of nail psoriasis are limited10-13. Moreover, few studies have focused on 

disease severity related to dermoscopic parameters14,15. 
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Signs of nail matrix involvement include pitting, trachyonychia, beau’s line, leukonychia and mottled lunula, 

whereas signs of nail bed involvement include onycholysis, salmon patches, splinter hemorrhages and subungual 

hyperkeratosis7,11,16. Splinter hemorrhages are reddish-brown or purplish-black striae arranged in a longitudinal 

fashion, usually on distal parts of the nails, and they are a sign of capillary bleeding17. Salmon patches, also 

known as the oil drop sign, refer to the yellowish-red discolorations that appear as irregular translucent areas visible 

on the nail plate. 

 

The use of dermoscopy enables subtle nail changes to be observed, this may influence the prevalence of observed 

nail signs, as reported in a few reports using dermoscopy10,11,18. According to the results of our study, distal 

onycholysis, subungual hyperkeratosis, splinter haemorrhage, paronychia, mottled lunula, dilated capillaries in the 

hyponychium and pitting were the most common dermoscopic features of NP, which agrees with the data in the 

literature6,19.Yadav et al. reported pitting as the most common onychoscopic feature indicating nail matrix 

involvement, while splinter hemorrhages was the most common onychoscopic feature indicating nail bed 

involvement10. Nakamura et al. described onycholysis, splinter hemorrhages, subungual hyperkeratosis and 

salmon patches while Hashimoto et al. reported onycholysis, splinter hemorrhages and erythematous borders of an 

onycholytic area16,20. 

 

In our study, we found that patients with more severe nail psoriasis were more likely to: (1) be older; (2) have a 

longer duration of disease; and (3) have a larger number of affected nails. Age onset was not associated with disease 

severity. You et al. found similar results21.  

 

Yorulmaz et al. recruited 67 patients with NP and found that dilated capillaries, nail plate thickening and crumbling, 

subungual hyperkeratosis, transverse grooves, trachyonychia, pitting, and salmon patches were positively associated 

with the severity of NP11.Our study was substantially consistent with the results of Yorulmaz et al.11; 

additionally, we demonstrated that pachyonychia, splinter haemorrhage and mottled lunula were relevant to the 

severity of NP, while subungualhyperkeratosis, pitting and salmon patches were not. Another studydemonstrated 

that red lunula, longitudinal fissures, and erythematous border of an onycholytic area were relevant to the severity of 

NP; what we could not demonstrate in our study19. 

 

In addition, Iorizzo et al. conducted a videodermoscopic evaluation to study capillary network of the hyponychium 

in patients with nail bed psoriasis and observed dilated and tortuous capillaries in all patients as well as a positive 

correlation between the capillary density and psoriasis severity22. In our study, dilated capillaries in the 

hyponychium were not correlated with NP severity. 

 

Another study with a small sample identified dermoscopic markers that reflected systemic inflammatory activity, in  

which disappearance of diffuse scaling, transverse grooves, splinter hemorrhages and appearance of erythematous 

border of the onycholytic area were associated with improvement in PASI score20. In our study, the PASI score of 

the patients with pachyonychia, pitting, distal onycholysis, paronychia, onychomadesis, red lunula, mottled lunula, 

dilated capillaries of the hyponychium and crumbling were higher than those without these features.The dilatation of 

capillaries might result from the accumulation of several cytokines or the immune complex deposition in the vessel 

wall, whereas red lunula resulted from the increasing blood flow in the pathology23,24. The presence of these 

features might reflect theserious systemic inflammation. 

 

Conclusion:- 
Recognizing key dermoscopic features of nail psoriasis can optimize diagnostic accuracy, guide prognosis, minimize 

the need for unnecessary biopsies, and optimize treatment. Future studies should include larger sample sizes and 

control groups to further identify the specific dermoscopic manifestations of nail psoriasis and elucidate the 

association between each dermoscopic finding and disease severity. 
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