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ABSTRACT 

Psoriasis, originally considered as a cutaneous disorder in the 19
th

 century and earlier, is now proved 

to be a T lymphocyte mediated chronic inflammatory disorder of the skin and joints. The growing 

evidence in the pathogenicity of this disease leads to a paradigm shift in the concept that it is now 

considered as an immune mediated inflammatory disease [IMID]. Joint involvement is seen in at least 

5% of all psoriasis patients. Though children are less affected, juvenile psoriatic arthritis [JPsA] is not 

uncommon which has to be diagnosed early. The role of ultra-sonogram [USG] in the early diagnosis 

of PsA is well established. We report a child with JPsA showing USG findings. Since PsA is a risk 

factor for developing metabolic syndrome [MS] and atherosclerotic cardiovascular disease, early 

detection of PsA in children will help prevent mutilation and development of MS in future. USG is 

one of the best non-invasive tools in the early diagnosis and management of JPsA. 

 

INTRODUCTION 

 It was in the mid-19
th

 century that an association 

between psoriasis and joint involvement first made. 

Currently the prevalence of PsA ranges from 6-42% [1].  

In only 15% of adult psoriatic patients does arthritis 

precede skin manifestations and 15% have a simultaneous 

onset of both skin and joint involvement. But in children 

the frequency of simultaneous onset of skin and joint is 

much higher than that seen in adults. Nearly half of the 

children may have arthritis preceding the skin 

manifestation and JPsA may account for as high as 20% of 

childhood arthritis.  These facts urge the need for an early 

diagnosis of PsA in children.    

 

Case Report: 

A twelve - year old girl of non-consanguineous 

parentage was seen for skin lesions. There was no past or 

family history of psoriasis. On a leading question she gave 

a complaint of mild pain in both the knee joints which 

improved on working, since the onset of skin lesions. On 

examination, she had plaque type psoriasis with a PASI 

score of 13.8. [Figure 1].There was no nail pitting, 

onycholysis or dactylitis. Her PASE score was 24. There 

was no pain or tenderness over the knee joint nor was there 

restriction of movement. However there was little 

difficulty in complete flexion of knee joint on both sides. 

Rest of her joints were clinically normal.  ENT and dental 

referrals ruled out any focus of sepsis. On investigations, 

she had ESR of 28 mm/ hr. Her other parameters including 

haemoglobin, complete blood count, blood sugar, urea, 

serum creatinine, electrolytes, calcium, uric acid, liver 

enzymes were within normal range. She was negative for 

RA factor. USG of both the knee joints showed supra, pre 

and infra patellar effusion over both the knee joints. 

[Figure 2]  

USG of the hands, feet, and tendo achilles did not 

show abnormalities. There was no bony erosion. After 

obtaining parents’ consent, the child was started on Tab. 

Methotrexate 5mg per week along with folic acid and 

liquid paraffin topically and she was being followed up.   

 

DISCUSSION 

Childhood or Juvenile PsA is a clinically 

heterogeneous disorder constituting up to 20% of Juvenile 
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Idiopathic Arthritis [JIA]. JPsA can lead to irreversible 

joint damage if left unattended. There is paucity of 

literature on JPsA in India. There are many criteria to 

suspect and clinically diagnose PsA The simple and highly 

specific Classification Criteria for Psoriatic Arthritis 

(CASPAR) has a sensitivity and specificity of 98.7% and 

91.4%, respectively. According to the diagnostic criteria 

established in 2001, PsA in children is defined as arthritis 

and psoriasis or presence of arthritis and two of the 

following
 
[2]:

 
  

1. Dactylitis 

2. Nail pitting or Onycholysis 

3. Psoriasis in the first degree relative 

With the following features excluded.  

a. HLA B27 +ve boy, disease onset after the age of 6 yrs.  

b. Presence in person or first degree family member, of 

ankylosing spondylitis, enthesitis, Reiter’s syndrome  

c. Presence of IgM RA factor  

d. Presence of systemic JIA 

The criteria defined by Vancouver have arthritis as one of 

the compulsory criteria which are included as major 

criterion. Following is the Vancouver’s diagnostic criteria  

Major criterion:  

 Arthritis 

Minor criteria:  

 Dactylitis  

 Nail pitting or onycholysis  

 Psoriasiform skin lesion  

 Family history of psoriasis in first or second degree 

relatives 

Definite psoriatic arthritis: Arthritis + psoriasis or 

one major + 3 minor; Probable psoriatic arthritis: One 

major + 2 minor. 

In JPsA, there seems to be a biphasic age of onset, 

with peaks occurring at approximately 2 years of age and 

again in late childhood. Younger children are more likely 

to be females and exhibit dactylitis and small joint 

involvement, with an increased tendency to progress to 

polyarticular disease. Whereas older children tend to 

manifest enthesitis, axial joint disease, and persistent 

oligoarthritis. It is to be remembered that despite a higher 

utilization of methotrexate therapy, younger patients may 

need longer duration of treatment to achieve clinical 

remission and hence the need for early diagnosis and 

appropriate treatment
 
[3].  

Imaging studies in patients with PsA have 

exposed a high level of subclinical inflammatory change. 

Efficacy of USG is found to be similar to that of magnetic 

resonance imaging in the diagnosis of PsA. These 

diagnostic techniques allow for early identification of joint 

lesions before destructive changes could appear
 
[4, 5]. The 

European League against Rheumatism recommendations 

on the use of imaging techniques suggests the use of USG 

to increase the diagnostic accuracy of chronic arthritis as 

compared to clinical examination alone. USG has many 

advantages in diagnosing & managing inflammatory 

arthritis like low cost, good sensitivity & specificity, 

capability to detect effusion as small as 1-2 ml. In addition, 

the procedure is less time consuming and can be easily 

repeated in subsequent visits for comparison and it has 

adequate sensitivity with acceptable reliability. The 

sonographic differentiation between PsA and rheumatoid 

arthritis (RA) may be challenging. However, peri synovial 

inflammation is a specific finding of early PsA, and 

enthesitis is more frequently detected in PsA than in RA. 

In a Cross sectional study performed by Lin et al, in the 

PsA group, 60.9 % showed joint effusion [6]. Frediani et al 

documented enthesitis to be more frequent in PsA patients 

and found knee inflammation regardless of the 

concomitant presence of joint effusion. However, no 

significant correlation was observed between the presence 

of peripatellar psoriatic lesions and Enthesitis.  To date, 

there is a wide body of evidence supporting the validity of 

US in the assessment of entheses [7].
 
The most affected 

site was the Achilles entheses, followed by distal patellar 

and proximal patellar entheses [8].
 
It was also observed in 

many studies that there is regression of synovial effusion 

following treatment, which can be considered as a reliable 

indicator of therapeutic response which was confirmed by 

the correlation of synovial fluid biomarkers [9, 10].
 
Our 

case who had a PASE score of less than 36, which could 

not be clinically diagnosed or even suspected as PsA using 

CASPAR or Vancouver criteria, had effusion above, in 

front and below the patella. These points to the usefulness 

of USG examination in the early diagnosis of PsA.   

 

Figure 1. Clinical picture showing psoriatic plaques over the trunk and limbs 
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Figure 2. USG showing peripatellar effusion 

 
 

CONCLUSION 

To the best of our knowledge, as of now there is 

no Indian literature on the role of USG in the early 

diagnosis of JPsA. Since plain radiographs are insensitive 

to the soft tissue changes like peripheral joint effusion, 

synovial proliferation, structural abnormalities in tendons 

and  entheses, tendon sheath thickening, bursitis which are 

radiologic signs of early arthritis, we wish to conclude that 

USG is an excellent non-invasive tool in the early 

detection of JPsA and should be performed in children 

with the slightest doubt of joint involvement, since an early 

diagnosis and appropriate treatment can well avert damage 

to the joint and crippling. 
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