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Erythematous Macerations
Case 1

Alexander K. C. Leung, MBBS, FRCPC, FRCP (UK &
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.

DERMCASE
Test your knowledge with multiple-choice cases

Copyright©

Not for Sale or Commercial Distribution

Unauthorised use prohibited. Authorised users can download, 

display, view and print a single copy for personal use

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. Acrodermatitis enteropathica
d. Intertrigo

Answer
Intertrigo (answer  d) 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, maceration,
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.
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Case 2

Yellow Fingernails
A 28-year-old male presents with an eight-month
history of asymptomatic yellow fingernail dis-
colouration, associated with separation of his nail
plates from their nails beds. He also describes a new
solitary scaly plaque localized to his left frontal
scalp. His past medical history and family history
are unremarkable.

What is your diagnosis?
a. Onychomycosis
b. Lichen planus
c. Psoriatic nail disease
d. Alopecia areata
e. Traumatic nail change

Answer
The answer is psoriatic nail disease (answer  c). The
incidence of nail involvement in patients with psori-
asis ranges from 10% to 50%. Patients with psoria-
sis and psoriatic arthritis have a higher incidence of
nail change than compared to patients with psoria-
sis of the skin only. Psoriatic nail change in the
absence of skin disease, is present in 1% to 5% of
patients. Both fingernails and toenails may be
affected. The most common manifestations of pso-
riatic nail change, are pitting, onycholysis (separa-
tion of the nail plate from the underlying nail bed)
and patchy nail plate discolouration commonly
referred to as the “oil drop sign.” Psoriatic nail
change is usually asymptomatic but may present
with functional and psychosocial impairments. The
diagnosis is often made clinically; however, a fungal
culture is often performed to rule out underlying
onychomycosis. A biopsy of the nail matrix is usually
diagnostic but is not preformed routinely in practice.
Other conditions to consider on the differential diagno-
sis are lichen planus and alopecia areata. The treatment

of psoriatic nail change can be a challenge and no treat-
ment is curative. Common treatment regimens
include topical and intra-lesional corticosteroids,
topical retinoids, topical calcipotriol and pho-
tochemotherapy. Systemic therapies are less pre-
dictable.

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.

Abiopsy of the nail
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diagnostic but is not 
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Case 3

A Mass on the Abdomen
A 33-year-old female is noted to have an elevated,
darkish mass on her abdomen. The lesion has been
present since birth. 

What is your diagnosis?
a. Nevus sebaceous 
b. Nevus spilus
c. Congenital nevomelanocytic nevus 
d. Becker’s nevus

Answer
A congenital nevomelanocytic nevus (answer  c) is
present at birth. Congenital nevomelanocytic nevi
are present in 1% to 2% of newborns. Lesions might
be brown or black and flat, nodular, or verrucous.
Congenital nevomelanocytic nevi are referred to as
dermal or intradermal nevi when the proliferation of
nested melanocytes is located in the dermis.
Congenital nevomelanocytic nevi are larger than
acquired nevomelanocytic nevus, do not usually
develop until six-months-of-age and often bear ter-
minal hair. 

The risk of melanoma is proportional to the size
of the lesion. The majority of melanomas that
evolve from a congenital nevomelanocytic nevi
occur in lesions > 10 cm in diameter. Congenital
nevomelanocytic nevi in the midline of the head,
neck, or posterior thorax might be associated with
leptomeningeal melanocytosis. A congenital
nevomelanocytic nevus does not have to be large to
be associated with leptomeningeal melanocytosis.
Syndromes associated with congenital nevome-
lanocytic nevi include:

• Carney syndrome,
• LAMB syndrome (lentigines, atrial myxomas,

mucocutaneous myxomas and blue nevi) and
• epidermal nevus syndrome.

Routine removal of a small congenital nevome-
lanocytic nevus is not warranted since the risk of
melanoma is very low. Careful surveillance is
important. Surgical excision is indicated if malig-
nant changes develop.     

Alexander K. C. Leung, MBBS, FRCPC, FRCP (UK &
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.

Lesions might be brown
or black and flat,

nodular, or verrucouse.
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Itchy Bumps
This 23-year-old lady presents with itchy bumps.
She said that she awoke six days before with itchy
skin, then noticed red bumps which started to
spread to her abdomen the day after. She recently
bought a new hot tub that she has been using often.

What is your diagnosis? 
a. Pityriasis rosea
b. Guttate psoriasis
c. Pseudomonal folliculitis
d. Staphylococcal folliculitis

Answer
Pseudomonal folliculitis, also known as hot tub fol-
liculitis (answer  c) is caused by an infection with
the gram negative bacterium Pseudomonas
Aeruginosa (PA).

The typical patient with hot-tub folliculitis devel-
ops the disorder several days after using the hot tub
contaminated with Pseudomonas.

Prolonged hydration and occlusion of the skin
(e.g., by a tight bathing suit) promotes infection. A
diffuse pustular eruption from PA aeruginosa (PA)
has been reported to have been contracted from a
loofah sponge that had become contaminated with
PA. Some patients have developed pseudomonal
folliculitis without any of the above exposures.

The disease is usually self-limited. Once the skin
is allowed to dry out and kept from infectious
sources, clearing is expected. Rarely, persistence
has been noted in very sweaty individuals. If treat-
ment is desired, oral ciprofloxacin (500 mg b.i.d.)
may be given. The hot tub or spa should be more
aggressively maintained, with adequate chlorination
and pH level checks. 

Case 4

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 in Mississauga, Ontario.
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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. Toxic shock syndrome
d. Stevens-Johnson syndrome
e. Erythema multiforme

Answer
Stevens-Johnson syndrome (SJS) (answer  d) 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
non-steroidal anti-inflammatory drugs.

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 intravenous
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.

Case 5

SJS is a life-threatening
disorder and patients

need to be hospitalized 
for further management.
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Case 6

A Red-brown Plaque

A 34-year-old female presents with a firm red-brown
plaque on her interphalangeal joint. It is asympto-
matic, but she is bothered by the appearance.

What is your diagnosis?
a. Sarcoidosis
b. Granuloma annulare
c. Knuckle pad
d. Foreign-body reaction to mosquito bite
e. Lichenified eczema

Answer
This patient has granuloma annulare (GA) (answer b)
which is a benign, inflammatory dermatosis of
unknown etiology. This condition typically mani-
fests with dermal papules and annular plaques and
histology shows foci of degenerative collagen accom-
panied by palisaded granulomatous inflammation.
Several variants have been identified, including:
• localized,
• generalized,
• subcutaneous,
• perforating and
• arcuate dermal erythema. 
Laboratory investigations are rarely contributory.

For the most part, treatment is only for cosmetic
purposes and typically consists of potent topical
steroids or intralesional steroids and/or liquid nitro-
gen cryotherapy. Generalized disease can be treated
with phototherapy or oral retinoids. The treatment
of generalized disease is usually unsatisfactory.

Benjamin Barankin, MD, FRCPC, is a Dermatologist in
Toronto, Ontario.
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cosmetic purposes and 
typically consists of potent
topical steroids or 
intralesional steroids and/or
liquid nitrogen cryotherapy.
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A Firm Nodule

A 38-year-old male presents with a firm nodule on
his lower back. He reports that this lesion was sur-
gically treated in the past, but seems to have
recurred.

What is the diagnosis?
a. Squamous cell carcinoma
b. Epidermoid cyst
c. Lipoma
d. Calcinosis cutis
e. Dermoid cyst

Answer
He has an epidermoid cyst (answer  b) which is a
proliferation of epidermal cells within the dermis
rather than of sebaceous glands (sebaceous cyst is a
misnomer). The material within these cysts can be
quite toxic to the dermis if extruded and results in
inflammation and pain. The etiology of these cysts
is unclear.

These cysts are firm, rounded and somewhat
mobile flesh-coloured nodules, often with a central
punctum. Within the cyst is a foul-smelling cheesy
material which can be expressed. Inflamed cysts are
treated with intralesional cortisone injections, while
asymptomatic cysts can be excised via small or
large incisions for cosmetic purposes.

Case 7

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

These cysts are firm,
rounded and 

somewhat mobile 
flesh-coloured nodules,
often with a central
punctum.
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Skin-coloured Papules

This 10-year-old child presents with asymptomatic
skin coloured papules with surrounding eczema. 

What is your diagnosis?
a. Molluscum contagiosum
b. Warts
c. Psoriasis
d. Chickenpox
e. Bug bites

Answer
Molluscum contagiosum (answer  a) is character-
ized by skin coloured, 2 mm to 6 mm in size, dis-
crete dome-shaped papules with a central umbilica-
tion that may appear on any area of the body. Larger
lesions may become erythematous and occasionally
purulent. There is sometimes dermatitis surround-
ing the lesions (molluscum dermatitis). Children
with atopic dermatitis and immunocompromised
children tend to develop a larger number of lesions
(dozens to hundreds).  Any given lesion persists for
about two months to four months and new lesions
keep appearing for several months or even years
(most cases resolve spontaneously in six to nine
months). 

Molluscum is caused by a highly contagious
poxvirus that possesses sophisticated mechanisms
for evading immune system. It is transmitted by per-
son-to-person contact, as well as by fomites.
Outbreaks can occur among children attending
swimming pools.

As molluscum is usually self-limited and heals
without scarring, treatment is not always necessary.
There are many treatment options which include:
• manual extraction,
• cryotherapy,
• application of cantharidin,
• podophyllin and similar preparations as well as
• topical imiquimod. 
Oral cimetidine is controversial, but may be a useful
option in a child that cannot tolerate other modalities.
Curettage is discouraged as it may lead to scarring.

Case 8

DERMCASE

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

An eight-year-old girl presents with an itchy rash
that has been around her mouth for two weeks. 

What is your diagnosis?
a. Lip licker’s dermatitis
b. Perioral dermatitis
c. Perlèche 
d. Angioedema

Answer
Lip licker’s dermatitis (answer  a) develops in indi-
viduals who habitually lick the lips and the skin
around the mouth and is an irritant contact dermati-
tis caused by saliva. The erythematous rash involves
the perioral area and characteristically includes the
vermillion border of the lips. Lip licker’s dermatitis
is occasionally a manifestation of underlying stress.

Perioral dermatitis presents as an erythematous
eruption of tiny papules and papulovesicles and, in
contrast to lip licker’s dermatitis, typically spares a
narrow zone immediately adjacent to the vermillion
border. Perioral dermatitis most often affects
women in their third decade to fifth decade, but
children can also be affected. Perioral dermatitis
might be caused by an irritant chemical in cosmetic
preparations or toothpaste and can follow the use of
a potent topical corticosteroid.

Perlèche is characterized by erythema, fissuring
and maceration at the corners of the mouth. The
condition is associated with the collection of mois-
ture at the corners of the mouth. 

Angioedema is characterized by transient,
episodic, nonpitting and well-defined edema that
involves the subcutaneous or submucosal tissue.
The face and lips are the most commonly affected
areas. Angioedema is caused by extravasation of
plasma into the interstitial space of the affected tis-
sue and is most commonly caused by a type 1, ana-
phylactic, IgE-mediated hypersensitivity to a food,
drug or aeroallergen.     
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Alexander K. C. Leung, MBBS, FRCPC, FRCP (UK &
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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