
IY. Ilow is Syphilitic (or Specific:) to be distinguished from 
Non-syphilitic (or Aon-specijic) Psoriasis f By T. M'Call 
Anderson, M.D., Physician to the Dispensary for Skin 

Diseases, Glasgow. 

Theke is no more important point in the whole range of der- 
matology than the separation of syphilitic from non-syphilitic 
affections, and indeed one distinguished dermatologist almost 

goes the length of dividing skin diseases into two great classes? 
the syphilitic and the non-syphilitic ; the former being under the 
influence of mercury, the latter of arsenic. Now, although this 
statement implies a good deal more than what the author alluded 
to intends, it still contains a rough outline of truth, and serves 
to increase the importance of the question which I now propose 
to answer. And let it be understood that I look upon psoriasis 
and lepra as one and the same affection ; the latter differing from 
the former merely in the shape of the eruption, which is either in 
the form of circles or segments of circles, owing to the healing 
of the patches in the centre and to their peripherical extension. 
The points to be attended to in arriving at a correct diag- 

nosis are:? 

1st. The extent of the eruption. 
2nd. The size and shape of the patches. 
3rd. The seat of the patches. 
4th. The colour of the patches. 
5th. The appearance of the scales. 
6th. The duration of the eruption. 
7th. The age of the patient. 
8th. The sensations of the patient as regards itching. 
9th. The occurrence of relapses. 

10th. The origin of the disease. 
11th. The concomitant symptoms. 
12th. The effects of remedies. 
1st. The extent of the eruption. Syphilitic psoriasis is not 

usually very extensive, although the eruption may be much dis- 
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geminated. Non-syphilitic psoriasis may be very limited, and 
in tirst attacks often is so ; but it may, and often does cover the 

greater portion of the cutaneous envelope, although it always 
leaves intervals of sound skin between the patches. 

2nd. The size and shape of the patches.?The patches of the 
specific disease are usually small, and almost invariably either in 
the shape of little isolated spots about the size of split peas 
(Psoriasis guttata), or of circles or segments of circles of small 
size (Psoriasis circinata). The patches of the non-specific variety 
may be very small and often assume the guttated and circinate 
forms; but usually, when the disease is at all severe, many of 
them are very large and irregular in shape?although mingled 
with, and at the edges of these, small spots and circles or segments 
of circles are often observed. These circles are often of large size, 
being sometimes two or three inches in diameter. 

3rd. Ihe seat oj the patches.? lhe non-syphilitic disease, 
although it may appear on any part of the body, attacks the 
elbows and knees, almost without exception; from which it 
follows that these are the parts first attacked on the outbreak 
of the eruption. Some dermatologists (Erasmus Wilson, for 

example) go the length of saying that if the eruption does not 
exist on the elbows or knees, and if it has never visited these 

regions, it is not (non-syphilitic) psoriasis. But this is not the 

case; for instances do now and then occur in which these regions 
are not, and never have been attacked. I saw an example of 
this a couple of months ago in which the eruption was limited to 
the skin covering the right scapula, the elbows and knees having 
never been affected. 

ihe syphilitic disease may be met with on the elbows or knees, 
but this is only accidentally and exceptionally. It attacks by 

?reference 
the inner rather than the outer aspect of the limbs, 

t is said, that psoriasis limited to the soles of the feet and palms 
of the hand (Psoriasis palmaria et plantaria), is always syphilitic. 
I believe such an eruption to be usually, but by no means always, 
of a specific nature; and moreover, I am quite convinced that 
many eruptions on the soles and palms are called psoriasis which 
have no title to such an appellation. 

4th. The colour of the patches.?In both forms of the disease, 
the bright red colour which is met with in simple inflammations 
of the skin is wanting, the eruption having a dusky-red or coppery- 
tint. The coppery colour, however, of the specific is usually, 
though not always, much more pronounced than that of the non- 
specific affection, and, as a general rule, it may be said that the 
former has a dusky-red, the latter a distinctly coppery tint. 
This difference in the colour is not so well marked at the com- 
mencement of the eruption, because in this, as in almost all other 
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forms of syphilitic eruption^ the tint gets deeper, as the eruption 
becomes more chronic. 

5th. The appearance of the scales.?Non-specific psoriasis is 
characterized by silvery-white, thick, imbricated scales, the 
thickness in some situations, as at the knees, being often very 
great (measuring sometimes as much as the third of an inch), but 
in these cases the colour is usually not quite so white. By 
scraping the surface a little, the silvery colour is more distinctly 
seen, because (amongst the lower and dirtier classes especially) 
particles of dust accumulate in great abundance upon the patches. 
The scales of specific psoriasis are usually much thinner and not 
so imbricated. Their colour is sometimes white and silvery, but 
oftener greyish, and occasionally very dark (Psoriasis nigricans). 

6th. The duration of the eruption.?Syphilitic psoriasis may 
last many months or even one or two years, when no treatment 
whatever has been adopted, but the majority of cases are more 
recent when first seen; while non-syphilitic psoriasis may have 
existed five, ten, fifteen, twenty years, or even, on and off, for a 
whole lifetime. Thus, the last case of syphilitic psoriasis which 
occurred at the dispensary for skin diseases (in which I noted the 
duration of the eruption), had. existed for several months when I 
first saw it; while the last case of non-syphilitic psoriasis had 
lasted for six or seven years; and the second case before this one 
had existed, on and off, for thirty years. 

7th. The age of the patient.?In the majority of cases of non- 
specific psoriasis, the eruption first makes its appearance before 
the age of twenty (although many appear after that time)3 and 
instances are frequently met with in which it first manifests itself 
at the age of eight or nine years. Almost all cases of the specific 
disease, on the other hand, necessarily occur, in this country at 
least, after the age of puberty, and not usually before twenty, 
because children are little it" at all exposed to the contagion of 
syphilis (I leave out of consideration entirely, cases of heredi- 
tary syphilis in which psoriasis does not form one of the mani- 
festations) : so that we can at least go the length of inferring 
that cases of psoriasis which have commenced before, or even 
some time after puberty, are pretty surely non-syphilitic. 

8th. The sensations of the patient as regards itching.?Great 
difference of opinion seems to exist in the minds of dermatolo- 
gists, as to whether non-syphilitic psoriasis is an itching affection 
or not. Monsieur Hardy, for instance, says that itching is 

always present, while Hebra, Devergie, and others maintain that 
this is never the case, unless some other cutaneous eruption 
complicates the disease. Now, when such distinguished autho- 
rities disagree on such an easily decided question, we must of 
necessity leave the works of authors and study the book of nature. 
Adopting this course, I have arrived at the conclusion thivt some 
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cases of non-specific psoriasis are accompanied by no pruritus, 
some by most intolerable, and the great majority by slight itching 
now and then. Specific psoriasis, on the other hand, follows 
the law common to almost all the syphilides and is rarely, if 
ever, accompanied by itchy sensations. 

9th. The occurrence of relapses.?The course of non-syphilitic 
psoriasis is a pretty uniform one, appearing usually at first in 
the winter season, and often disappearing in summer, to reappear 
either the next or some succeeding winter. As the disease 
becomes older, the relapses are more frequent, and each attack 
more severe than the one which preceded it, till at last, although 
the eruption is ameliorated in summer, it never disappears 
entirely. This at least is its usual course when not altered by 
treatment. On the other hand, when syphilitic psoriasis has 
once completely disappeared, so that all trace of it is gone, it does 
not usually return again, although, while the eruption exists, 
new patches may appear from time to time. It is often, however, 
followed by other forms of syphilitic eruption, as for example, 
by an outbreak of tubercles. 

10th. The origin of the disease.?In the specific form of the 
affection every one knows that the system is contaminated by 
the inoculation of a poison, which is usually communicated to 
the affected person by his contracting a hard chancre from 
another who is similarly affected. We must, therefore, interro- 
gate the patient, when he can generally, if he likes, recollect 
having had a hard chancre not very long before, say from six 
weeks to six months before the appearance of the eruption. It 

is, however, pretty generally acknowledged (and even by Ricord 
himself, I believe) that the secretions from secondary syphilitic 
eruptions are capable of communicating the poison of syphilis to 
a healthy individual. A very conclusive case in illustration of 
this is related by Rollet*?"Jules 0., silk weaver, aged 25, 
had never been attacked by syphilis, when, on the lltli April, 
1858, he was severely bitten on the upper lip by Louis B. The 
wounds of these bites remained open more than two months. 
On June 26, when he was admitted into hospital (l'Antiquaille 
at Lyons) the patient was examined by M. Eollct, who observed 
the following appearances :?On the upper lip in the wounded 
parts two indurated nodi of the size of a shilling. Each indura- 
tion was slightly excoriated on its surface; a double large indo- 
lent adenitis occupied the submaxillary region. For some days 
previous there had been scabs in the hair, with alopecia, papu- 
lous erythema on the body, and mucous papulae on the scrotum; 
nothing was seen on the penis. Inf. sarzae, and two pills of 
the protoiodide of mercury daily, were prescribed, also baths of 
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corrosive sublimate. Patient discharged, July 8, incompletely- 
cured. Jules C.'s wife presented no trace of syphilis; she was 
the mother of a child, whom she nursed, and who was in good 
health. Now what was Louis B.'s state ? At the date of 10th 

April, 1857, this man had entered the hospital with an indurated 
chancre of the corona glandis ; this chancre had healed in three 
weeks. Since that period mucous papulae had appeared on the 
skin of the penis and on the scrotum, and subsequently an enlarge- 
ment of the posterior cervical glands and alopecia had occurred. 
Louis B. at the time he seized his victim with his teeth, an act 
for which he was sentenced to six months' imprisonment, had 
syphilitic sores in the mouth; he openly confessed the fact, 
threatening Jules C. to give him the disease by biting him." 
M. Rollet points out as an incontrovertible fact, ascertained by 
Tavernier, l)iday, and several other medical men well versed in 
syphilitic diseases, the existence of two indurated chanfcres on 
the lips of the victim, chancres communicated by Louis 13., the 
author of the bite. He then shows Louis B., affected a year 
before with indurated chancre of the penis, subsequently pre- 
senting evident symptoms of secondary syphilis, and still having 
syphilitic sores on the mouth at the time he bit Jules C. Now, 
what could be the nature of these syphilitic sores ? Louis B. 

having had, a year before, on the organs of generation a Hun- 
terian chancre, followed by all its consequences, this syphilitic 
patient, if there ever was one, had he even exposed himself to 
what for another would have been certain contagion, was not 
liable to contract a second infectious chancre; infectious chancre 
being inoculable neither to the individual already affected with 
it, nor to any syphilitic subject. 

So that, in the absence of all history of a chancre, we must 
remember the possibility of transmission of the poison from 
secondary sores, and we must also bear in mind the probability 
that the patient, either from motives of false modesty or for 
other reasons, is concealing the truth, or that the primary sore 
escaped his notice. 

Non-syphilitic psoriasis is not contagions, but is often handed 
down from one generation to another. Of the many instances of 
the hereditary nature of this affection which have occurred, at 
the dispensary for skin diseases, one only need be mentioned 
in illustration. This is the case of David White, aged 26, 
weaver, admitted March 18, 1861, labouring under the guttated 
form of the disease, which was most abundant on the buttocks, 
backs of the thighs, knees, legs, and elbows. It had first 

appeared 17 years previously, and patient stated that his father 
had psoriasis, and that, of a family of nine, one sister and one 
brother were similarly affected. 
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11th. Tlie concomitant symptoms.?One remarkable circum- 
stance with regard to non-syphilitic psoriasis is, that it occurs 
almost invariably in persons who are in the most robust health; 
and so necessary is this state of health to the flourishing of the 
eruption, that it tends to fade, or even disappears entirely, if 
from some cause or other the patient becomes emaciated or is 
attacked by an acute febrile disease. And it has further been 

pointed out by Hebra, that psoriasis and scrofula are antagonistic 
to one another, he having only once in his long experience met 
with a coincidence of these two maladies in the same person. 
The syphilitic patient, on the other hand, frequently shows 
symptoms of a cachectic state of system. And the psoriasis is 
usually accompanied by other syphilitic symptoms, such as ery- 
thematous and papular eruptions, condylomata, sore throat, &c. 
As an illustration of this point, the case of Edward M'Ewan may 
be taken, who came to the dispensary for skin diseases, May 20, 
1861, with syphilitic psoriasis assuming the guttated and circi- 
nate forms, these being seated principally on the limbs, but not 
at all on the elbows or knees. The diagnosis of the syphilitic 
nature of this eruption was assisted by the concomitant symp- 
toms, namely, slight trace of a chancre on the penis, chains of 
enlarged inguinal glands, deep fissures at the angles of the 
mouth, ulcers on the tongue and on the mucous membrane lining 
the lips and cheeks, papulse on the scalp, and enlarged posterior 
cervical glands. 

12th. The effects of remedies.?It must be known to all that 
mercury is a never-failing remedy for the removal of syphilitic 
psoriasis, an example of which is furnished by the case of 
Mrs. Davidson, aged 39, who consulted me on April 3, 1861, 
(the minutiae of the case I am unable to give, as 1 write from 

memory, not having taken notes of it at the time), with syphilitic 
psoriasis in the shape of very distinct little coppery circles, 
covered by white scales. None of these circles were more 
than an inch in diameter, and were situated principally on the 
extremities. After twelve calomel vapour baths, no trace of the 
eruption was left, except in the shape of very faint red circles? 
all the scales, the coppery tint, and the elevation above the 
surface having disappeared. She was told to continue the baths, 
and as she never returned there can be little doubt that she was 

completely cured. The vapour bath was extemporized accord- 
ing to the suggestion of Mr. Henry Lee. She was told to heat 
to redness half of a common brick, to place this in a common 
pan, the bottom of which contained a little boiling water. She 
was then to place the calomel powder in a thin layer (20 grains) 
upon the surface of the brick which was not in the water, to put 
the pan beneath a cane-bottomed chair, and to sit on the chair 
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enveloped in a blanket, which was drawn tight about the neck?to 
prevent the mercurial vapour getting into the mouth, causing 
sickness and salivation?but covering the body loosely, so as to 

allow the vapour to have free access to and to act upon the skin. 
The hot brick lias the effect of keeping the water boiling, at the 
same time as it volatilizes the calomel. 

Arsenic, on the other hand, is the remedy par excellence in 
the treatment of the non-specific form of the disease, and to 
which a large proportion of the cases yield. As an illustration 
of this may be taken the case of William Martin, which occurred 
at the Dispensary for Skin Diseases, under the care of Dr. Bu- 
chanan. This patient, a blacksmith, aged twenty-five, was 
admitted March 5, 1861, with psoriasis covering almost the 
whole body, though leaving intervals of sound skin between the 
patches. It was the most extensive eruption of the disease I 
ever saw, and had existed more or less for five months. The 

joints were uneasy and painful, owing to the deep fissures which 
existed, and the hands were quite covered with the eruption, and 
so stiff and painful that the patient was unable to open the 
dispensary door on the day of his admission. He was ordered 
five drops of Fowler's solution thrice daily, and the dose was 
gradually increased up to fifteen drops. The exhibition of this 
dose soon occasioned slight pain in the epigastrium, and the con- 
junctivae became suffused, so that it was diminished to six 

drops three times daily. On the 19th April there was merely 
redness of the skin left in the sites of the previous patches, 
and on the 26th almost all trace of the disease had disappeared. 
The following table gives a brief resume of the principal points 
discussed in reference to the diagnosis:? 

DIAGNOSIS OF SYPHILITIC FROM NON-SYPHILITIC PSORIASIS. 

SYPHILITIC PSORIASIS. 

1. Eruption not usually very 
extensive. 

2. Patches usually very small, 
and in shape of spots (size of a 
split pea), or of small circles or 
segments of circles (seldom 
more than an inch in diameter). 

3. Eruption not usually on 
the elbows and knees; more on 
the inner than the outer aspect 
of limbs. When limited to 

soles or palms, usually syphi- 
litic. 

NON-SYPIIILITIC PSORIASIS. 

1. Eruption often very ex- 
tensive. 

2. Patches often very large 
and irregular. When circular, 
circles often two or three inches 
in diameter. 

3. Eruption on any part of 
the body, but almost invariably 
on the elbows and knees also. 
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SYPHILITIC PSORIASIS. 

4. Eruption usually of a dis- 
tinctly coppery tint, after it has 
become chronic; sometimes very 
dark, even nearly black (psori- 
asis nigricans). 

5. Scales thin; not so imbri- 
cated ; often greyish. 

6. May last months, or even 
one or two years, when no treat- 
ment employed. 

7. Almost always commences 
after puberty, and usually after 
twenty. 

8. llarely if ever itchy. 

9. A relapse not usual after 
all trace of the first eruption 
has completely disappeared. 

10. Can often be traced to a 
hard chancre. 

11. Patient may be cachectic, 
and concomitant symptoms de- 
tected ; e.g. roseola syphilitica, 
lichen syphiliticus, condylo- 
mata, sore throat, alopecia, &c. 

12. Removed almost invari- 

ably by mercury. 

NON-SYPHILITIC PSORIASIS. 

4. Patches of a dusky-red or 
light coppery colour. 

5. Scales thick, imbricated, 
white, and silvery. 

6. Often of five, ten, fifteen, 
twenty, or thirty years' dura- 
tion, or even almost a whole 
lifetime. 

7. Most cases (not all) com- 
mence before the age of twenty. 

8. Sometimes not itchy; 
sometimes intolerably so; gene- 
rally slightly itchy vow and then. 

9. Relapses are the rule, and 
are often very numerous. 

10. Can often be traced back 
to hereditary transmission. 

11. Patient in robust general 
health ; bad health incompati- 
ble with the eruption, and the 

eruption is antagonistic to 

scrofula. 
12. In the majority of cases, 

removed partially or entirely 
by arsenic. 

I have thus endeavoured to state clearly and simply the 
differential diagnosis of these two forms of disease which resemble 
one another in so many particulars, but which differ very con- 

siderably when one comes to consider the minutiae?the circum- 
stances attending their outbreak and subsidence, as well as their 
external configuration and appearance. It must be understood 
that the rules which I have laid down are not invariable, although 
I have expressed myself very guardedly with regard to many of 
them which are subject to numerous exceptions. 

Did time permit I might enter upon the interesting question 
as to whether non-specific psoriasis is in reality to be traced back 
to the syphilitic poison after its transmission through at least 
one generation, as is maintained by Wilson and others; but 1 
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must content myself at present by observing that this point has 
not yet been thoroughly investigated, and that the arguments in 
favour of, appear to me to be more than counterbalanced by the 
reasons against such a view. 


