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inflammation. Extensive and long-term stu-
dies will be required to assess our single
observation. 
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Blue coloured skin in 
psoriatic arthritis

Sirs,
Psoriatic arthritis (PsA) is disease that orig-
inates from many reasons (1,2). The ap-
pearance of the skin over the joint leads to
the diagnosis with gre at pro b ab i l i t y. We
have confirmed this fact by findings on a
large number of patients with PsA.
We examined 650 patients with the diagno-
sis of PsA and 1,265 patients with rheuma-
toid arthritis (RA) during the period 1975 to
1998. Besides the clinical examination, we
p e r fo rmed lab o rat o ry testing, ra d i ograp h s
of involved joints and axial skeleton as well
as histocompatibility antigen assays accord-

ing to Terasaki and McClelland (3).
Diagnostic criteria for PsA were existence
of art h ritis and psoriasis at typical are a s
(extensor sides of elbows and knees) or at
so-called hidden areas (axilla, breast, scalp,
umbilicus, nails, intergiuteal cleft, obstacle
or hurdie) (3-6). All patients with RA ful-
filled the Rome criteria and after 1988 the
revised ARA criteria (7). In 484 patients
with PsA (74.4%) the psoriasis appeared
b e fo re art h ritis; in 150 patients (23.1%)
arthritis appeared first; and in 16 patients
(2.5%) arthritis and psoriasis appeared si-
multaneously. Sixty patients (9.2%) had the
monoarticular form of arthritis,320 of them
(49.2%) the oligo a rticular fo rm and 270
(41.6%) had the polyarticular form of the
disease (P> 0.05). 120 patients (18.5%) had
arthritis of the distal interphalangeal joints,
62 (9.5%) had arthritis mutilans, 12 (1.9%)
had symmetrical polyarthritis indistinguish-
able from rheumatoid arthritis, 328 patients
(50.5%) had asymmetrical oligo a rt h ri t i s ,
and 128 (19.7%) had spondy l o a rt h ri t i s .
Th u s , s p o n dy l o a rt h ritis developed in 128
patients (19.7%), quite often in the asym-
metrical form of PsA.
Blue-colored skin over and around the in-
volved joints was found in 598 patients with
PsA (92%) and in 63 patients with RA
(5%). The difference was statistically sig-
nificant (P < 0.05). Regardless of psoriatic
skin lesions, we observed that the skin over
the invo l ved joints in PsA has a unique
bluish color of different intensity (Fig. 1),
wh i ch is diffe rent from typical psori at i c
skin changes. A blue to violet bluish color
of the skin is seen over the inflamed joints
and digits in the cases of sausage digits.
This color is strongly limited to the joint,
spreads over the insertion of the joint cap-
sule and disappears. Skin folds are reduced
or disappear depending on the amount of
synovial effusion into the joint.
In less involved joints the blue colour devel-
ops in over a smaller area, usually on the
central dorsal part of the skin over the joint.
This colour never develops on the volar,
plantar or flexor side of the joints. Accord-
ing to our observations, most patients with
PsA have such a change of colour over the
involved joints at the onset of the disease
and during worsening of the disease. The
phenomenon is confined to a period of time.
It also rarely occurs with such intensity dur-
ing hot days, for instance in the summer, or
when the hand is immersed in warm water
as well as at room temperature and in the
inactive phase of the disease.
In psoriasis, the skin is desquamating and
erythema appears. If some joint is close to
t h at are a , blue coloured skin deve l o p s .
Therefore, we could find tinged (red-blue
coloured) skin in a small region. Otherwise,

the whole skin in psoriasis is rather darker,
especially in the regions exposed to the sun
(hands, head, face). If psoriasis was present
as well, a white blanching ring could be
found around the erythema that is develop-
ing toward a blue colour (8, 9). However, in
Caucasians the colour of the skin on psoria-
sis is salmon-pink wh e reas rupoid (Ps
rupiosa seu ostracea) are waxy-yellow to
orange-brown (10), i.e. quite different from
the colour of the skin in PsA.
In conclusion, we may say that we have
found a sure sign of PsA - blue coloured
skin over the involved joints - that is a con-
dition almost sine qua non to re a ch the
diagnosis.
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