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3. Dark-Red Targetoid Lesions p.50
4. Yellowish Bumps p.51
5. Erythematous Macerations p.52

6. A Rapidly-Growing Lesion p.53
7. White Spots on the Knees p.54
8. An Itchy Buttocks p.55
9. A Pinkish-Red Nodule p.56
10. A Lichenified Plaque p.57

Case 1

Red, Weeping and Oozing
A 12-year-old boy presents with a generalized, itchy
rash over his body. The rash has been present for
two years. Initially, the lesions were red, weeping
and oozing. In the past year, the lesions became
thickened, dry and scaly.

What is your diagnosis?
a. Psoriasis
b. Pityriasis rosea
c. Seborrheic dermatitis
d. Atopic dermatitis (eczema)

Answer
Atopic dermatitis (eczema) ((aannsswweerr  dd)) is a chroni-
cally relapsing dermatosis characterized by pruritus,
erythema, vesiculation, papulation, oozing, crust-
ing, scaling and, in chronic cases, lichenification.
Associated findings can include xerosis, hyperlin-
earity of the palms, double skin creases under the
lower eyelids (Dennie-Morgan folds), keratosis
pilaris and pityriasis alba.
Psoriasis is characterized by sharply demarcated

erythematous plaques with adherent silvery mica-
ceous scales. Removal of the scales results in punc-
tate bleeding (Auspitz sign).
Pityriasis rosea is characterized by a herald patch,

followed five to 10 days later by a widespread, sym-
metrical eruption in which the long axes of the rash

extend along skin tension lines and give rise to a
“Christmas tree” appearance.
Seborrheic dermatitis is characterized by a

greasy, scaly, non-itchy, erythematous rash, which
might be patchy and focal and might spread to
involve the entire body.

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.
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Case 2

A Chronic Condition
A 56-year-old gentleman was sent in by the home
care nurse who was concerned about the non-heal-
ing ulcer on his leg, which he has had for the last
two months and which seems to be getting worse.
He is overweight and six years ago was diag-

nosed with diabetes. His diabetes is reasonably
controlled by metformin and gliclazide. He smoked
20 to 30 cigarettes a day for the last 30 years. He
now works from home and is not very active.
Previously, he had a high tie and multiple avul-

sions for severe bilateral varicose veins which have
since recurred.

What is your diagnosis?
a. Arterial ulcer (Ischemic ulcer)
b. Venous ulcer (Stasis ulcer)
c. Squamous cell carcinoma
d. Traumatic ulcer
e. Basal cell carcinoma

Answer
Venous ulcers ((aannsswweerr  bb)) are more common in
women. Patients are usually middle-aged or older,
often with a history of thrombophlebitis. Although
pain and tenderness associated with venous ulcers
may be pronounced, symptoms are usually less
prominent than one might expect from the clinical
appearance.
Venous ulcers often follow a minor injury. They

are usually unilateral, involving the lower third of
the leg and ankle, especially the malleoli. Borders
are sharp and often irregular. The surrounding skin
may be thickened, hyperpigmented and pebbly.
Chronic lymphedema is also often present. The base
of the ulcer, which bleeds easily when disturbed, is

made up of granulation tissue and necrotic slough in
varying proportions.
Treatments of venous ulcers are largely strategies

for improving venous return:
• leg elevation,
• elastic stockings,
• bandages and
• surgical intervention (ligation and stripping 
procedures).

Grafting is sometimes feasible. Eczematous erup-
tions (stasis dermatitis) usually improve with medium-
high or super-potent topical corticosteroids.
Venous ulcers tend to be chronic. Compliance

with therapy and preventive measures can signifi-
cantly improve prognosis.

Hayder 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, Mississauga, Ontario.
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Case 3

Dark-Red Targetoid Lesions
A previously healthy five-year-old girl presents with
a fever and dark-red targetoid lesions with central
bullae formation over her face and upper chest.
These lesions began to coalesce and desquamate.
Three days ago, she developed a low-grade fever
with a cough. 

What is your diagnosis?
a. Kawasaki disease
b. Staphylococcal scalded skin syndrome
c. Stevens-Johnson syndrome
d. Toxic shock syndrome
e. Erythema multiforme

Answer
Stevens-Johnson syndrome (SJS) ((aannsswweerr  cc)) is a
life-threatening hypersensitivity reaction, common-
ly to drugs and infections. Mycoplasma is the most
common infectious trigger of SJS in the pediatric
population. Examples of medications often impli-
cated in SJS include:
• antibiotics,
• anticonvulsants and
• NSAIDs.
Patients with SJS may have a prodrome of fever,

unwellness and cutaneous findings that include
targetoid lesions, bullae and erosions of two or more
mucous membranes. The cutaneous lesions often
begin on the head and upper torso and may begin
with erythematous and purpuric macules which can
develop central bullae. Unlike erythema multi-
forme, there are no concentric rings.

SJS is a life-threatening disorder and patients
need to be hospitalized for further management.
Patients are often treated with IV immunoglobulin.

Joseph Ming-Chee Lam, MD, FRCPC, FAAP, is a
Pediatrician finishing a two-year Fellowship in Pediatric
Dermatology in Toronto, Ontario and San Diego,
California.

SJS is a life-threatening
hypersensitivity 

reaction, commonly to
drugs and infections.
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Case xCase 4

Yellowish Bumps
An elderly male presents with yellowish bumps on
his toes that he says have been present for a number
of years. 

What is your diagnosis?
a. Chronic tophaceous gout
b. Seborrheic keratoses
c. Heberden nodes
d. Multiple xanthomas
e. Calluses

Answer
This is an example of chronic tophaceous gout
((aannsswweerr  aa)). After a decade or more of acute gouty
attacks, patients typically enter a phase of chronic
polyarticular gout that is characterized by persis-
tently swollen and painful joints. Tophi, which may
or may not be obvious on clinical examination, are
accumulations of uric acid crystals in periarticular
areas, osseous tissues, ligaments and even soft tis-
sues. If not clinically obvious, they can often be
demonstrated radiologically. Tophi are typically found
at the small joints of hands and feet but can also occur
in the helix of the ear, the olecranon, finger pads,
Achilles tendon and at pressure points. The best treat-
ment is prevention.

Eunice Chow, MD, is a Dermatology Resident,
University of Alberta, Edmonton, Alberta.

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

These bumps are 
typically found at the

small joints of hands and
feet but can also occur
in the helix of the ear,
the olecranon, finger
pads, Achilles tendon
and at pressure points. 
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Case xCase xCase 5

Erythematous Macerations
A three-week-old girl presents with erythematous
macerations in the nuchal, axillary and inguinal
folds. 

What is your diagnosis?
a. Seborrheic dermatitis
b. Atopic dermatitis
c. Intertrigo
d. Acrodermatitis enteropathica

Answer
Intertrigo ((aannsswweerr  cc)) is a superficial inflammatory
dermatosis that develops in areas where two skin
surfaces are in close apposition. The condition is
found mainly in the:
• nuchal,
• axillary,
• genitocrural,
• inframammary,
• gluteal and
• interdigital folds. 
Skin-on-skin friction is likely an important

aspect of the pathogenesis. Predisposing factors oth-
erwise include heat, moisture, obesity, occlusive
clothing and diabetes mellitus. Intertrigo is charac-
terized initially by erythema on each side of the skin
fold, usually in a mirror image. Over time, the
lesion can progress to oozing, exudation, macera-
tion, erosion and crusting. The diagnosis is based
on the typical clinical presentation. Secondary
infection with fungi or bacteria might complicate
the lesion.

Treatment should be directed at the underlying
cause. The affected areas should be kept clean, dry
and cool. A mild topical corticosteroid is often
effective. When indicated, appropriate topical anti-
fungal agents or antibiotics should be used.

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.

Predisposing factors
can include heat,

moisture, obesity, 
occlusive clothing and
diabetes mellitus.
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Case xCase 6

A Rapidly-Growing Lesion
A 15-year-old girl presents with a rapidly-growing
lesion on her upper lip, first noticed three months
ago. It bleeds occasionally when it is touched. She
is otherwise healthy with normal developmental
growth. 

What is your diagnosis?
a. Hemangioma
b. Melanoma 
c. Irritated wart
d. Bacillary angiomatosis
e. Pyogenic granuloma

Answer
Pyogenic granuloma (answer e) is a benign, likely
reactive process, which often develops secondary to
trauma. These lesions have a well-defined, exophytic
shape and are often pedunculated and may be lobulat-
ed. The name of this condition is misleading, as it is
neither granulomatous nor infectious in nature and
despite its tendency to bleed, is rarely secondarily
infected.
Pyogenic granuloma appears in areas which may

be more susceptible to injury, usually the:
• fingers,
• lips,
• face and
• tongue.
It is most commonly seen in children and young adults,
although it has also been noted in pregnant women, par-
ticularly in the gingiva.

Traditional treatment of this condition generally
involves shave excision and electrocautery following
local anesthesia; however, this may cause satellite
lesions post-destruction, especially on the back. For
such lesions and for treatment in children, cryotherapy
with liquid nitrogen is an option. Both carbon dioxide
and pulse-dye lasers have been used for this condi-
tion with some success.

Yuka Asai is a Second Year Dermatology Resident,
McGill University, Montreal, Quebec. 

Hanan Al-Hammadi is a Fellow at the Maternal and
Child Health Program, McGill University Health Centre,
Montreal, Quebec.

Anwar Al Hammadi is a Fifth Year Dermatology
Resident, McGill University, Montreal, Quebec.

For references, please contact: cme@sta.ca
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Case xCase 7

White Spots on the Knees
A nine-year-old girl presents with white spots over
her knees. 

What is your diagnosis?
a. Post-inflammatory hypopigmentation
b. Vitiligo 
c. Pityriasis alba
d. Oculocutaneous albinism
e. Tuberous sclerosis

Answer
Vitiligo ((aannsswweerr  bb)) consists of depigmented mac-
ules and patches caused by autoimmune destruction
of melanocytes. Lesions may begin at any age, but
the onset is most commonly in young adulthood.

The majority of patients have initial lesions in
exposed areas, such as the face, neck and dorsal sur-
faces of the hands. Other commonly-affected areas
include skin folds, around body orifices and over
bony prominences, such as the elbows, knees, knuck-
les and shins.

Lesions may develop after trauma in a process
known as the Koebner phenomenon. 
In dark-skinned individuals, the diagnosis is usu-

ally fairly obvious. However, in fair-skinned indi-
viduals, the lesions may be subtle and may only be
obvious with illumination by a Wood’s lamp.
Most patients with vitiligo are healthy. However,

a small subset of patients have thyroid disease
and/or alopecia areata.
The course of vitiligo is variable. Complete spon-

taneous repigmentation is unlikely. Treatment options
include:
• intermittent potent topical corticosteroids, 
• topical calcineurin inhibitors and
• narrow-band UVB light treatment.

Joseph Ming-Chee Lam, MD, FRCPC, FAAP, is a
Pediatrician finishing a two-year Fellowship in Pediatric
Dermatology in Toronto, Ontario and in San Diego,
California.

The majority of
patients have initial

lesions in exposed areas,
such as the face, neck
and dorsal surfaces of
the hands.
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Case xCase 8

An Itchy Buttocks
A 14-year-old boy presents with an itchy rash over
the right side of his buttocks. He is afebrile and eat-
ing well. Two weeks ago, he was exposed to a child
with chickenpox. He has not had chickenpox in his
lifetime. 

What is your diagnosis?
a. Herpes zoster 
b. Chickenpox 
c. Eczema herpeticum
d. Eczema vaccinatum

Answer
Eczema herpeticum (answer c), also known as
kaposi varicelliform eruption, results from an infec-
tion of eczematous skin with a herpes simplex virus.
The lesion is isolated at the onset but can spread to
involve extensive areas of the skin and can occa-
sionally disseminate to visceral organs. Eczema her-
peticum usually presents as multiple vesicles or
punched-out erosions that are grouped or dispersed. 
Occasionally, the lesion is hemorrhagic and can

spread to areas of normal skin that are in close
proximity.
Extensive eczema herpeticum can be complicated

by loss of:
• fluid,
• electrolytes and protein from the skin and
• by secondary bacterial infection.
Extensive eczema herpeticum responds well to

IV acyclovir.

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, University of
Calgary, Calgary, Alberta.

The lesions can spread
to areas of normal

skin that are in close
proximity.
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Case 9

A Pinkish-Red Nodule
A 72-year-old man presents with an eight week his-
tory of a rapidly-enlarging, asymptomatic, pinkish-
red nodule of the right nasal ala. He was otherwise
healthy. He had not received any prior treatment for
this lesion.

What is your diagnosis?
a. Pyogenic granuloma
b. Basal cell carcinoma
c. Squamous cell carcinoma
d. Giant acneiform cyst
e. Keratoacanthoma

Answer
A biopsy of the large nodule confirms a diagnosis
of keratoacanthoma (KA) ((aannsswweerr  ee)). Solitary KA
presents relatively abruptly over a few weeks as a
pink or flesh-coloured nodule with a characteristic
central keratin-filled crater that often resembles a
volcano. They typically involute spontaneously over
several months. Although rare, multiple KAs have
been reported.
Epidemiologic data supports sunlight as an

important etiologic factor in the development of
KA. KAs are usually found on sun-exposed areas espe-
cially on the face, hands and arms of middle-aged and
elderly individuals. They are considered low-grade
malignancies and are often classified as squamous
cell carcinomas.
Rapid growth and a central crater are character-

istic clinical features of KA.
The diagnosis can be confirmed by biopsy.

Surgical excision of the lesion is usually the recom-
mended treatment.

Samir N. Gupta, MD, FRCPC, DABD, completed his
Dermatology Fellowship training at Harvard University
and currently practices in Toronto, Ontario with a special
interest in Laser Dermatology.

Solitary KA presents
relatively abruptly

over a few weeks as 
a pink or flesh-coloured
nodule with a 
characteristic central
keratin-filled crater that
often resembles a 
volcano.
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Case 10

A Lichenified Plaque
A 54-year-old male presents with a pruritic, licheni-
fied plaque on his anterior ankle which is not
responding to moderate potency topical steroids.

What is your diagnosis?
a. Lichen simplex chronicus
b. Allergic contact dermatitis
c. Atopic dermatitis
d. Mycosis fungoides
e. Psoriasis

Answer
He has lichen simplex chronicus (answer a) which
is a thickening of the skin in readily accessible areas
due to repetitive rubbing and scratching. It is not
considered a primary skin disease, but rather a
response to mechanical trauma. Those more prone
to eczema, the middle-aged and the Asian popula-
tion, appear to be more at risk of this problem.
Occasionally, sleep can be disturbed and pruritus
can occur, along with paroxysms that are only
relieved by aggressive scratching or rubbing.

Potent topical steroids with or without occlusion
for three weeks at a time or intralesional steroids are
used for thick, lichenified and stubborn plaques.
Sedating antihistamines at night and occasionally
during the day can be used to reduce pruritus and
scratching. Less commonly, topical capsaicin and
topical doxepin cream have been used with variable
response. Thin areas of skin, such as the scrotum,
are best treated with a topical calcineurin inhibitor
such as tacrolimus.It is not considered a

primary skin disease,
but rather a response to
mechanical trauma.

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