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Keratoderma Blennorrhagicum (KB) is a rare dermatologic
manifestation commonly associated with reactive arthritis, particularly
Reiter’'s syndrome [1]. Reiter’s syndrome is an autoimmune disorder
that develops in response to an infection, commonly in the
intestines, urinary tract, or genital area. It is characterised by a triad
of symptoms: arthritis, conjunctivitis, and urethritis. Characterised
by hyperkeratotic skin lesions, it poses diagnostic challenges due
to its rarity and resemblance to other dermatoses [2,3]. This is a
unique case of KB in a 48-year-old male with a history of a recent
genitourinary infection.

A 48-year-old male presented with multiple hyperkeratotic lesions
that were yellowish with a waxy texture on the lower limbs and
lower back for the past three months. The patient also complained
of itching and pain, with no discharge from the lesions. He had a
known case of Reiter's syndrome for the last 10 years, for which
he was taking oral corticosteroids (Tab Prednisolone 10 mg once
a day) and Non Steroidal Anti-Inflammatory Drugs (NSAIDs) (Tab
Diclofenac 50 mg as needed).

Physical examination revealed thickened, yellowish plaques with
underlying erythema. The lesions measured 13x4 cm on both lower
limbs and 10x6 cm on both knee joints, were well-demarcated, and
some were coalescing into larger areas of hyperkeratosis [Table/
Fig-1]. Notably, the patient also exhibited intermittent symptoms
of arthritis in the knees and lower back over the past 4-5 days,
alongside urethritis for six months. There was no significant family
history or co-morbidities like diabetes and hypertension.

Medicine Dose Frequency Anupana Duration
Kaishor 2 tab Twice a day after | With lukewarm
guggulu ameal water
Gandhak Thrice a day after | With lukewarm For consecutive

1 tab
Rasayan ameal water 30 days
Sarivadyasava | 20 mL Twice a day after | With an equal

ameal amount of water

[Table/Fig-1]: Details of the patient’s ayurvedic treatment.

Laboratory investigations showed elevated inflammatory markers,
including an Erythrocyte Sedimentation Rate (ESR) of 130 mm/hour
and positive C-reactive Protein (CRP), supporting the diagnosis
of reactive arthritis, pustular psoriasis, psoriasis vulgaris, lichen
amyloidosis, and erythrodermic psoriasis. Based on the clinical
presentation, laboratory findings, and the patient’s known case of
Reiter’s disease, the cutaneous lesions were diagnosed as KB.

The clinical image of KB in present patient demonstrates
characteristic features: multiple, well-defined hyperkeratotic plaques
primarily affecting both lower limbs. The lesions appear yellowish
with a waxy texture, and small pustules can be observed within the
plaques, indicative of ongoing inflammation. The surrounding skin
is erythematous, further highlighting the inflammatory nature of the
condition. These lesions are typically symmetrically distributed, and
their size can range from a few milimeters to several centimeters in
diameter. The patient was treated as described in [Table/Fig-2].
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Follow-up and outcomes: The patient was monitored regularly
over a three-month period. Significant improvement was noted
within one month, with a resolution of the lesions [Table/Fig-3].
By the end of the treatment period, the lesions had completely
resolved, and no recurrence was observed. The patient reported
overall well-being and was satisfied with the treatment outcome.

[Table/Fig-2]: Shows multiple hyperkeratotic, yellowish waxy texture lesions on
both lower limbs and knees before treatment.

[Table/Fig-3]: Demonstrates the healing of bilateral lower limb and knee lesions
following therapy. (Images from left to right)

The KB is a crucial dermatologic sign of reactive arthritis. Although
the skin lesions are similar in appearance to psoriasis, they have
distinct clinical correlations with systemic symptoms such as urethritis,
conjunctivitis, and arthritis. Based on the clinical presentation,
laboratory findings, and the patient’s known case of Reiter’s disease,
the cutaneous lesions were diagnosed as KB.

The study conducted by Dhakad U et al., discusses a 15-year-old male
patient who presented with hyperkeratotic lesions on the paims and
soles, along with joint pain [4]. The case underscores the importance
of recognising Keratoderma Blisters (KDB) as a manifestation of
systemic inflammation. Timely intervention, including antibiotics and
anti-inflammatory treatment, led to significant improvement [4]. Another
study conducted by Games et al., describes a 26-year-old female
patient with KDB associated with reactive arthritis. The patient exhibited
hyperkeratotic skin lesions on the soles and palms, characteristic
of KDB, alongside joint involvement. Treatment with NSAIDs and
Disease-modifying Antirheumatic Drugs (DMARDs) led to significant
improvement in both skin and joint symptoms [5]. Management
typically includes systemic NSAIDs and DMARDs. Early recognition and
appropriate management are essential to address both the cutaneous
and systemic manifestations effectively.
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