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“What are these blisters?”
This 88-year-old female presents with a two-month
history of pruritic "blisters" all over her body.

What is your diagnosis?
a. Bullous pemphigoid
b. Dermatitis herpetiformis
c. Scabies
d. Delusions of parasitosis
e. Drug eruption

Answer
This patient suffers from bullous pemphigoid
(answer a). A skin biopsy for histology showed
subepidermal bulla and immunofluorescence, IgG
and C3 deposition along the basement membrane.
Treatment options include the use of oral prednisone

and a steroid-sparing agent, such as azathioprine. Other
therapeutic alternatives may include cyclophos-
phamide, methotrexate, mycophenolate mofetil and
dapsone.
In the elderly, consideration may be given to a

combination course of tetracycline/nicotinamide,
which may be of benefit.
The general tendency for this condition is to

gradually improve over time. Symptomatic local
care of bullae and erosions is important to prevent
secondary infection.
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Treatment options
include the use of oral

prednisone and a steroid-
sparing agent such as
azathioprine.



Case 2
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Dry, Brown Pustules

This 60-year-old woman
has had a problem with her
feet for several years.

What is your
diagnosis?

a. Contact dermatitis
b. Pustular psoriasis
c. Dyshidrotic eczema
d. Mycoses fungoides
e. Tinea pedis

Answer
Pustular psoriasis (answer b) frequently involves the palms and soles. While it
does occur in both sexes, it is most common in middle-aged women. It is charac-
terized by recurrent sterile pustules on an erythematous base. As the pustules dry,
they form brown spots.
The cause of pustular psoriasis is unknown and once it is established, it can last

for years. There is significant morbidity related to chronic itch, pain and fissuring.
Treatment options consist of:

• oil soaks,
• emollient creams and ointments,
• topical steroids and
• retinoid gels.
The following have also been used with varying degrees of success:

• oral etretinate,
• tetracycline,
• cyclosporin and
• methotrexate.
Cigarette smoking has been associated with this condition and should be

discouraged.

Stanley Wine, MD, FRCPC, is a Dermatologist, Toronto,
Ontario.

BEFORE
DR. ALZHEIMER,

IT HAD
NO NAME.

100 years ago,
Alois Alzheimer
was the first to

name it.

Before Alois Alzheimer,
millions of people suffered
from an unknown disease.
With his 1906 discovery,
all of this changed —
for the first time, physicians
were able to put a name
to this mysterious illness
of the brain.
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Case 3

A Chronic, Scarring
Disease
A 44-year-old female
presents with a several
year history of erythe-
matous scaly plaques
predominantly on her
forearms, face and
chest. She was told she
has psoriasis.

What is your
diagnosis?

a. Psoriasis
b. Lichen planus
c. Pityriasis rosea
d. Discoid lupus erythematosus
e. Syphilis

Answer
Discoid lupus erythematosus (DLE) (answer d) is a chronic, scarring,
photosensitive skin disease that can present in systemic lupus erythemato-
sus (SLE), although < 5% of patients with DLE will eventually progress
to SLE. It is uncommon for patients with DLE to fulfill more than four
out of 11 criteria for the diagnosis of SLE and serologic abnormalities are
uncommon. Lesions may be slightly pruritic, but typically asymptomatic.
Patients need counselling on sun protection and sunscreens. Topical and

intralesional steroids are commonly used (and now topical calcineurin
inhibitors on the face or neck), as well as antimalarial therapy. Less com-
monly, thalidomide or prednisone are needed to control the disease. Cover-up
cosmetics should be recommended as well.

Benjamin Barankin, MD, FRCPC, is a Dermatologist in
Toronto, Ontario.
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Case x

An Itchy Lesion
This 13-year-old boy developed a well demarcated
eczematous scaly patch on his left wrist. The lesion
is itchy.

What is your diagnosis?
a. Contact dermatitis
b. Psoriasis
c. Seborrheic dermatitis
d. Tinea corporis

Answer
Contact dermatitis (answer a) is an inflammatory
condition in skin triggered by direct contact with an
environmental agent. Contact dermatitis can be irri-
tant or allergic in nature.
Irritant contact dermatitis accounts for approxi-

mately 80% of all cases of contact dermatitis.
Irritant contact dermatitis results from a local cyto-
toxic effect of a chemical or physical agent such as:
• saliva,
• soap,
• detergent or
• citrus juice.
Allergic contact dermatitis is a T-lymphocyte medi-
ated delayed hypersensitivity reaction to an antigen
that has come in contact with the skin. Occasionally
the allergen must be photoactivated to cause a reac-
tion such as phytophotodermatitis (allergic contact
reactions typically to limes). The initial reaction
usually occurs seven to 14 days after sensitization.
Re-exposure to the same antigen provokes a more
rapid and brisk response. Nickel and poison ivy are
well known examples of allergic contact dermatitis.
In this patient, allergic contact dermatitis is

caused by an adhesive tape. Rubber and colophony
are the ingredients responsible.

Allergic contact dermatitis can be confirmed by
a positive patch test to the offending allergen.
Treatment consists of eliminating the offending
allergen and the use of a topical corticosteroid.

Case 4

The initial reaction
usually occurs seven to

14 days after sensitization.

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

W. Lane M. Robson, MD, FRCPC, is the Medical
Director of The Children’s Clinic in Calgary, Alberta.

Tom Woo, MD, FRCPC, is a Dermatologist at the
University of Calgary, Calgary, Alberta.
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Case x

A Non-enlarging Nodule
A 40-year-old male presents with unknown duration
of a non-enlarging 1 cm blue-black coloured,
asymptomatic nodule on his left upper arm.

What is your diagnosis?
a. Dermatofibroma
b. Spitz nevus
c. Nodular melanoma
d. Blue nevus
e. Xanthogranuloma

Answer
Blue nevus (answer d) is a benign tumour consist-
ing of dermal proliferation of spindle-shaped
melanocytes which clinically presents as a firm
blue-gray to almost black flat-topped 1 cm to 2 cm
papule; usually on extremities or face.
Three types of blue nevus are recognized:

1. Common blue nevus
2. Cellular blue nevus
3. Combined blue nevus–nevomelanocytic nevus.
The cellular blue nevus differs from the common

blue nevus in that it is usually larger, more elevated,
more aggressive locally and occasionally associated
with lymph node benign metastasis. Melanoma may
develop in a cellular blue nevus.
Common blue nevi are usually acquired, solitary,

asymptomatic blue, blue-gray, or blue-black
papules. The blue-gray colour of blue nevi is an
optical effect of dermal melanin viewed through the
overlying skin. Common blue nevi may occasionally
have satellite lesions which can be mistaken for
melanoma metastasis.

Blue nevus may be confused clinically with:
• primary or metastatic melanoma,
• dermatofibroma,
• sclerosing hemangioma,
• glomus tumour,
• pyogenic granuloma and
• traumatic tattoo.
A stable common blue nevus usually requires no

therapy. The sudden appearance of a blue nodule,
the expansion of a pre-existing blue nodule, a con-
genital blue nodule, or a relatively large blue nodule
or plaque > 10 mm in diameter, requires excisional
biopsy.

Anwar Al Hammadi, MD, FRCPC, is Fellow in Cosmetic
Dermatology, Mount Sinai School of Medicine, New
York, New York.

Hanan Al-Hammadi, MD, CCFP, is Attending Staff in
Family Medicine, Doha, Qatar.
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Case xCase 6

“My skin is weeping!”
This 70-year-old female presents to the ER with a
three day history of an erythematous, painful, itchy
and blistering rash on her arms, face and upper
back. She has a long history of dry and pruritic skin.

What is your diagnosis?
a. Pustular psoriasis
b. Drug reaction
c. Allergic contact dermatitis
d. Sézary syndrome
e. Sunburn

Answer
Acute allergic contact dermatitis (answer c) pre-
sents as papules, oozing vesicles and crusting
lesions on an erythematous base. Chronic cases
appear as lichenification, scaling and fissuring.
Allergic contact dermatitis is a Type 4 T-cell-

mediated sensitivity to topically-applied agents. It
requires prior exposure (sensitization) to the antigen.
Common allergens include:
• Poison ivy/poison oak
• Nickel
• Cobalt
• Rubber-derived compounds
• Cosmetic preservatives (i.e., formaldehyde,
quaternium-15)

• Fragrance
• Topical antibiotics (i.e., neomycin, bacitracin)
• Topical anesthetics (i.e., benzocaine)
Diagnosis is established on history and the dis-

tribution of the lesions. This patient had applied an
OTC anti-itch medication containing benzocaine to
her chronically pruritic skin.

If the offending agent is not identified on history,
patch-testing may be helpful, especially in chronic
cases.
Treatment options include:

• avoidance of the allergen,
• topical corticosteroids and, in severe cases,
• systemic steroids.

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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Case xCase 7

A Pigmented, Hairy Patch
A 20-year-old male presents to the clinic with a
large pigmented, hairy patch on his right shoulder.

What is your diagnosis?
a. Becker’s nevus
b. Clark’s nevus
c. Congenital melanocytic nevus
d. Dysplastic nevus
e. Shagreen patch

Answer
Becker’s nevus (answer a) is a hamartoma charac-
terized by macular hyperpigmentation with irregu-
lar borders, usually located on the upper lateral
trunk (anterior or posterior). The pigmentation usu-
ally arises during the first decade of life, while the
hypertrichosis usually appears in the second decade.
This condition occurs primarily in boys and men

and, in rare instances, it is inherited in an autosomal
dominant pattern.
Rarely, like other birthmarks, there may be some

abnormality of underlying tissues derived from the
same embryonic cell type, the ectoderm. This is
known as the Becker nevus syndrome. These abnor-
malities may include:
• Under-development of underlying structures
such as the breast, pectoral muscle, fat, limb,
chest wall or spine

• Smooth muscle hamartoma
• Over-development of a tissue such as the
adrenal gland, limb, fingers, toes or scrotum.

• Acneiform lesions and eczematous dermatitis

The differential diagnosis includes melanocytic
nevus; café-au-lait macule (early), nevus spilus and
atypical dermal melanosis.
There is no effective treatment for the majority of

Becker nevi. Special lasers can be tried to treat
excessive hair and hyperpigmentation.

Anwar Al Hammadi, MD, FRCPC, is Fellow in Cosmetic
Dermatology, Mount Sinai School of Medicine, New
York, New York.

Hanan Al-Hammadi, MD, CCFP, is Attending Staff in
Family Medicine, Doha, Qatar.


