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This month–9 cases:

1. “What’s this on my thigh?”

2. Spreading Patches

3. “Doc... what’s causing this lesion?”

4. A Scaly Patch

5. “My legs are plastered!”

6. A White Patch on the Cheeks

7. A Rash on the Arms

8. A Stubborn Lesion

9. “What are these lesions!”

Case 1

“What’s this on my thigh?”

DERMCASE

Carrie Lynde is a Second Year Medical Student at the
University of Toronto, Toronto, Ontario.

Dr. John Kraft is a First Year Dermatology Resident at
the University of Toronto, Toronto, Ontario.

Dr. Charles Lynde is an Assistant Professor of
Dermatology at the University of Toronto, Toronto,
Ontario and has a large dermatology practice in
Markham, Ontario.

Test your knowledge with multiple-choice cases

This 61-year-old man presents with a solitary, flesh-
coloured, soft nodule on his inner right thigh.  It has
grown slowly over the past several years. 

What is your diagnosis?
a. Dermal melanocytic nevi
b. Neurofibroma
c. Neuroma
d. Wart
e. Dermatofibroma

Answer
This patient has a neurofibroma (answer b).
Neurofibromas are benign tumors composed of a
proliferation of neuromesenchymal tissues, with
residual nerve fibres. They are relatively common
and do not affect one gender more than the other.
Neurofibromas can develop either as solitary, sporadic
lesions or as multiple lesions, as part of peripheral neu-
rofibromatosis or von Recklinghausen’s disease. This
patient suffers from a solitary neurofibroma.  

Neurofibromas are treated by simple excision
with the awareness that the lesion has depth into the
skin that must be removed. 
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Case 2

Spreading Patches
This 63-year-old woman presents with multiple,
erythematous, ovoid, pruritic patches on her flanks
and underarms.  It has been present for one year and
it started in her groin. 

What do you think?
a. Psoriasis 
b. Nummular dermatitis 
c. Mycosis fungoides
d. Tinea corporis 
e. Pityriasis rosea 

Answer
This patient has mycosis fungoides (answer c).
Mycosis fungoides is a type of primary cutaneous T-
cell lymphoma. It is typically a chronic and pro-
gressive disorder that starts off with pruritic,
spreading patches that become more infiltrated over
the years becoming plaques. Finally, some tumours
may appear in the skin.  It may progress to involve
organs other than the skin, most commonly the
lymph nodes. It can also involve the peripheral
blood and visceral organs, such as the:
• liver, 
• spleen and 
• bone marrow. 

It is very important to determine what stage of
mycosis fungoides the patient is at when they first
present for a consultation. This includes taking a
thorough history and physical examination, with  an
examination of all the lymph nodes. Investigations at
the initial workup should include: 
• a complete blood count looking for atypical 

cells,
• renal and liver function tests, 
• chest X-rays and 
• skin biopsies. 

Palpable lymph nodes should be biopsied. 
Treatment includes:

• a superpotent topical corticosteroid,
• UV phototherapy (UVB, psoralen plus UV 

light),
• radiation,
• retinoids and 
• systemic chemotherapy. 

In this case, the patient suffers from early patch
stage mycosis fungoides. Since there is no evidence
of systemic manifestations, she was treated with
superpotent topical corticosteroids and UV pho-
totherapy. This patient was advised that five weeks
to six weeks of treatment would be required.

Carrie Lynde is a Second Year Medical Student at the
University of Toronto, Toronto, Ontario.

Dr. John Kraft is a First Year Dermatology Resident at
the University of Toronto, Toronto, Ontario.

Dr. Charles Lynde is an Assistant Professor of
Dermatology at the University of Toronto, Toronto,
Ontario and has a large dermatology practice in
Markham, Ontario.
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Stanley Wine, MD, FRCPC, is a Dermatologist, Toronto,
Ontario.

Case 3

“Doc... what’s causing this lesion?”

This 32-year-old male has had a lesion on his hand
for six years.  He says that it is itchy at times, but he
denies scratching it.

What can it be?
a. Verruca 
b. Sarcoid
c. Prurigo nodularis
d. Ingrown hair
e. A foreign body

Answer
Prurigo nodularis (answer c) may occur as an iso-
lated lesion, as in this case, or as a more widespread
debilitating condition.

Single lesions of prurigo nodularis are usually
flesh-coloured and hyperkeratotic and are produced
by repetitive rubbing or picking at the area. The
individual is rarely aware that he has this tendency.
Over time, the lesion is produced.  

The cause is not completely understood, but a
psychological association probably exists, which
provokes the repetitive rubbing.

With a single lesion, a topical, potent corticos-
teroid with or without occlusion, may be all that is
required. Intralesional triamcinolone is also useful
as is cryotherapy.  

Counseling of the patient on how the lesion is
produced is rarely effective on its own. When
lesions are widespread doxepin and antidepressants
are often required.
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A Scaly Patch

This 57-year-old woman presents with a pruritic,
erythematous spreading plaque in the gluteal fold. 

What is your diagnosis?
a. Psoriasis 
b. Bowen’s disease
c. Nummular dermatitis
d. Condyloma acuminata
e. Paget’s disease (extramammary type)

Answer
This patient has Bowen’s disease (squamous cell
carcinoma in situ) (answer b). Bowen’s disease pre-
sents as a sharply defined, erythematous patch-to-
plaque, with a scaly, crusty surface. A biopsy is
essential in making this diagnosis as it is often con-
fused for all of the above possibilities. Any suspi-
cion should merit a biopsy. The invasive squamous
cell carcinoma (SCC) arising from Bowen’s disease
tends to be more aggressive than a SCC evolving
from an actinic keratosis. 

Risk factors for Bowen’s disease include:
• chronic sun damage, 
• arsenic exposure and 
• high risk human papillomavirus (types 16, 18, 

31, 35) in the genital region.  

Treatment with cryotherapy or topical 5-fluo-
rouracil can have a high recurrence rate. Curettage
and electrodessication are other options. Topical
imiquimod, applied daily for 16 weeks, may be an
option, but there may be a 10% recurrence rate.
Perhaps the best approach is simple excision of
small lesions. Be careful when surgically incising
lesions from areas with poor healing, as chronic
ulceration can occur. Measures such as compression
bandage after surgery should be initiated. 

Case 4

Carrie Lynde is a Second Year Medical Student at the
University of Toronto, Toronto, Ontario.

Dr. John Kraft is a First Year Dermatology Resident at
the University of Toronto, Toronto, Ontario.

Dr. Charles Lynde is an Assistant Professor of
Dermatology at the University of Toronto, Toronto,
Ontario and he has a large dermatology practice in
Markham, Ontario.
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“My legs are plastered!”

An elderly female presents with peculiar flat whitish
papules on her lower legs and on her dorsal feet.
Over the past few years they seem to be increasing
in number.

What are they?
a. Psoriasis
b. Nummular dermatitis
c. Darier’s disease
d. Stucco keratoses
e. Filiform warts

Answer
These are stucco keratoses (answer d), also known
as hyperkeratotic seborrheic keratoses, which are
caused by thickening of the epidermis. The lesions
usually occur in middle-aged and elderly patients,
predominantly in males and they are located mostly
on distal lower extremities. Anywhere from a few to
over a hundred lesions can be present. They are
harmless and are most often asymptomatic. Clinical
diagnosis is usually clear given typical distribution
and age of onset. Differential diagnosis includes:  
• flat warts, 
• acrokeratosis verruciformis 

(a genetic condition) and 
• epidermodysplasia verruciformis 

(type of chronic human papillomavirus
infection).

Treatment, if desired, includes:
• liquid nitrogen cryotherapy, 
• gentle curettage and 
• electrodessication. 

Topical α-hydroxy acids (e.g., lactic acid) and
retinoids may also be of use. 

Case 5

Mike Kalisiak, MD, BSc, is a Dermatology Resident,
University of Alberta, Edmonton, Alberta.
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A White Patch on the Cheeks

An 11-year-old boy has hypopigmented patches on
his cheeks. The lesions have been present for about
eight months. He had a febrile seizure at the age of
18 months and eczema at the age of three years. His
past health is otherwise unremarkable.

What is your diagnosis?
a. Pityriasis alba
b. Vitiligo
c. Tuberous sclerosis
d. Hypomelanosis of Ito 

Answer
Pityriasis alba (answer a) is characterized by
hypopigmented patches that are round or oval and
dry and scaling. The lesions are generally limited to
the face, especially the cheeks, but they might be
present on the neck, the upper trunk and the proxi-
mal aspect of the arms. They are more prominent
and noticeable in dark-skinned individuals. The
condition is most common in children between the
ages of three and 16. There is an increased incidence
in patients with atopy. Exposure to sunlight might
accentuate the condition by promoting tanning of
the uninvolved skin. The prognosis is good and the
condition is self-limited. The use of a low potency
hydrocortisone cream might hasten resolution of the
lesion.

Vitiligo is distinguished by the total absence of
melanin, which results in sharply demarcated margins. 

Hypomelanotic macules are found in 90% of
patients with tuberous sclerosis. Typically the mac-
ules are rounded at one end and tapered at the other
and resemble an ash leaf. 

The skin lesion of hypomelanosis of Ito consists
of seemingly bizarre macular hypopigmented
streaks, stripes, whorls and patches that conform to
the lines of Blaschko.

Case 6

Alexander K.C. Leung, MBBS, FRCPC, FRCP (UK &
Irel), is a Clinical Associate Professor of Pediatrics,
University of Calgary, Calgary, Alberta.

Lane M. Robson, MD, FRCPC is the Medical Director of
The Children’s Clinic, Calgary, Alberta.
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A Rash on the Arms

A 17-year-old boy presented with a one-year 
history of minute papules on his arms. The papules
are not itchy.

What is your diagnosis?
a. Folliculitis
b. Angiokeratoma
c. Keratosis pilaris
d. Lichen nitidus

Answer
Keratosis pilaris (answer c) is a disorder of kera-
tinization of the infundibulum of pilosebaceous fol-
licles that results in horny plugs that fill the follicu-
lar orifice. This rash presents as minute, discrete,
keratotic, follicular papules with variable perifollic-
ular erythema. The lesions are not grouped and
show no tendency to coalesce to form plaques. The
affected skin looks like goose-flesh and feels like
sandpaper. Keratin plugs cannot be expressed with
pressure and are usually painless. The lesions have a
predilection for the lateral aspects of the upper arms
and thighs.

Folliculitis is an infection of the hair follicles and
is most often caused by Staphylococcus aureus.
Folliculitis presents as small, discrete, erythematous
papules that might progress to pustules. The lesions
appear in crops in hair-bearing areas, such as the
nape of the neck, the axillae and the groin.  

Angiokeratoma is characterized by ectasia of the
superficial capillaries and hyperkeratosis of the

overlying epidermis. Angiokeratoma presents as
asymptomatic, firm, dark red or black papules with
varying degrees of hyperkeratosis. 

Lichen nitidus is characterized by minute, flat-
topped, skinny, papules. The lesions are often skin-
coloured, but they might be pink or red. Lesions in
some patients exhibit the Koebner phenomenon and
are localized to sites of trauma.

Case 7

Alexander K.C. Leung, MBBS, FRCPC, FRCP (UK &
Irel), is a Clinical Associate Professor of Pediatrics,
University of Calgary, Calgary, Alberta.

Lane M. Robson, MD, FRCPC is the Medical Director of
The Children’s Clinic, Calgary, Alberta.
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A Stubborn Lesion

An elderly gentleman presents with a long history
of a slowly expanding lesion on his lower leg that
did not responded to treatment with antifungal cor-
ticosteroid ointments.

What is your diagnosis?
a. Tinea corporis
b. Squamous cell carcinoma
c. Porokeratosis of Mibelli
d. Cutaneous larva migrans
e. Nummular eczema

Answer
Porokeratosis of Mibelli (PM) (answer c) typically
presents as a slowly progressive, localized, irregular,
scaling plaque with an atrophic centre (cigarette
paper) and a raised, ridge-like border. Upon magni-
fication, the keratotic ridge has a characteristic dou-
ble-edged appearance due to a thin groove running
along its length (Great Wall of China effect). PM
may appear on any surface, including mucous mem-
branes, but is most commonly found on the extrem-
ities. 

PM has an autosomal dominant inheritance with
incomplete penetrance. Immunosuppression may
also precipitate these lesions. 

Treatment of PM is often disappointing.
Suggested modalities include:
• cryotherapy, 
• electrodessication, 
• dermabrasion, 
• laser ablation and 
• topical 5-fluorouracil. 

Malignant transformation into basal cell or squa-
mous cell carcinoma is rare, but it may occur in
large, long-standing lesions. Vigilance is recom-
mended in immunosuppressed patients and sun pro-
tection may diminish the risk of malignant change
in PM. 

Case 8

Mike Kalisiak, MD, BSc, is a Dermatology Resident,
University of Alberta, Edmonton, Alberta.

Rose Yeung, BSc, is a Medical Student, University of
Alberta, Edmonton, Alberta.
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“What are these lesions?”

A 52-year-old man presents with lesions on both his
soles and palms. He has had them for a few years,
but  they recently became itchy and he was con-
cerned that his wife could catch the same infection.

Apart from smoking 20 cigarettes to 30 cigarettes a
day, his past medical history is unremarkable. You have
counseled him about giving up smoking.

What do you suspect?
a. Pompholyx eczema
b. Palmoplantar psoriasis
c. Fungal infection
d. Acropustulosis of hallopeau

Answer
This patient has palmoplantar psoriasis (answer b).
It is a matter of debate whether this disorder is a
form of psoriasis or is a closely related disorder. It
has a different age of onset (mostly > 50 years), a
female predominance, different HLA associations
and a strong link (about 90%) with cigarette smok-
ing. However, about 20% to 30% of patients have
ordinary plaque psoriasis and it is treated with the
same agents as other forms of psoriasis.

It usually presents as a localized scaling erythe-
matous plaque on:
• one or both feet,
• the palms of the hands, 
• both the feet and the palms of the hands, 
• the heel, 
• the instep and 
• the central palm.

Characteristically, the pustules are large (usually
about 5 mm) and several stages of evaluation of pus-
tules are present concurrently.

Where there is a solitary plaque on one foot, it is
important to exclude fungal infection. In symmetri-
cal disease, pompholyx eczema (especially with
secondary infection) may resemble pustular psoria-
sis, but usually occurs at a younger age and causes
much more prominent symptoms.

Unfortunately, palmoplantar psoriasis is difficult
to treat and stopping smoking does not reverse the
disorder and it will usually run a chronic course.

Case 9

Dr. Kubba graduated from the University of Baghdad,
where he initially trained as a Trauma Surgeon. He
moved to Britain, where he received his FRCS and
worked as an ER Physician before specializing in Family
Medicine. He is currently a Family Practitioner, Fort
McMurray, Alberta.

To read about other interesting cases and
diagnoses, turn to this month’s Derm
Insider: Continuing Skin Education (pg.71)


