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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. 

Case 1
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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.



Case 2

An Itchy Midriff
This 60-year-old male has been periodically troubled by
intensely itchy papules on his midriff.

What is your diagnosis?
a. Grover’s disease (transient acantholytic dermatosis)
b. Scabies
c. Spandex dermatitis
d. Lymphoma
e. Darier’s disease

Answer
Grover’s disease (answer a), also known as tran-
sient acantholytic dermatosis (because of its patho-
logical appearance) is most commonly seen in
Caucasian men > 40-years-of-age.  Characteristically
polymorphic papules or papule pustules are seen in
the midriff area. The itch can be severe. Usually,
eruptions come and go for years, more so in the
warmer months. This has led to the presumption
that sweating or friction is the main cause.
Treatment is difficult even with the avoidance of

sweating or heat-related activities. The following
have all been tried with limited success:
• Topical steroids (with or without added 
menthol),

• calcipotriol,
• oral antihistamines,
• steroids and
• retinoids.
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Stanley Wine, MD, FRCPC, is a Dermatologist in North
York, Ontario.

Usually, eruptions
come and go for

years, more so in the
warmer months. 



Case 3

A Dark-Coloured Macule
A two-year-old African-American male presents
with a dark-coloured macule on his right inner
thigh.  The child is otherwise healthy. 

What is your diagnosis?
a. Nevus spilus
b. Epidermal nevus 
c. Lentigo simplex
d. Leopard syndrome

Answer
Lentigo simplex (answer c) is characterized by a
brown or black, homogenized macule that can be
located anywhere on the body, including a mucous
membrane. The lesion is more common in dark-
skinned individuals. The sex incidence is equal.  The
condition is thought to result from a defect in a
neural crest derivative. There is an increase in the
number of melanocytes in the basal layer of elon-
gated rete ridges and an increase in melanin in the
basal layer of keratinocytes. In contrast to solar
lentigo, there is no relationship to sun exposure.   
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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.

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

Widespread Papular Lesions
This 55-year-old Caucasian gentleman presents
with widespread papular lesions of three weeks
duration, associated with severe itching.
Initially, he had a red, scaly patch on the left

side of his chest measuring around 6 cm to 7 cm,
but this was not present at the time he was
examined.
He wanted to know what these lesions are

and whether he could transmit them to his wife
and children.

What is your diagnosis?
a. Secondary syphilis
b. Eczema
c. Tinea corporis
d. Pityriasis rosea
d. Guttate psoriasis

Answer
Pityriasis rosea (PR) (answer d) is of unknown
cause and usually presents with widespread macular
lesions, 1 cm to 3 cm in diameter on the trunk and
proximal extremities. The lesions sometimes follow
a dermatomal distribution on the back, giving the
famous “Christmas tree” pattern of PR. This pattern
is not always present.
Pruritus in PR is usually absent or mild. Rarely is

it severe in the papular form of the disease. Many
patients recall a herald patch as the first sign of PR.
A rare inverse form of PR causes lesions on the

palms, soles and face. The diagnosis of PR is clini-
cal and based on:
• a patient’s history,
• herald patch followed by typical lesions,
• distribution and
• the general well-being of patient.

Treatment of PR depends on symptoms but is
frequently not necessary.
Low-potent topical corticosteroid ointment or

cream can reduce the itch.
Another approach is compounding 0.25% to

0.5% of menthol—with or without 0.75% to 0.5%
phenol in moisturizing lotion or cream. Ultraviolet
light from the sun is helpful early in the disease
course.
PR is benign and resolves in two to three months.

It recurs in about 10% of patients.

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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A Historic Disease
This 58-year-old woman grew up in Southeast Asia.
Over the past three years she has noticed the appear-
ance of lesions on her arms, fingers, legs and face.
They have been asymptomatic and there is no
known family history.  

What is your diagnosis?
a. HIV induced kaposi’s sarcoma
b. Mycosis fungoides
c. Tuberculosis cutis
d. Leishmaniasis
e. Mid-borderline leprosy

Answer
Leprosy, while a historic disease which seldom
kills, markedly stigmatizes the patient.  It is still a
problem in developing countries and may develop
years later in immigrants.  The risk of spread is
small overall and is most contagious to susceptible
relatives who have lived together for years, espe-
cially as children.
There are various presentations of leprosy lead-

ing to several classifications. Typically, lesions
appear on cooler areas of the body, face and lower
limbs. On further examination, this patient had
diminished sensation in her lower limbs.  A biopsy
revealed multiple intracellular Myobacterium leprae
bacilli.  
As she had multiple defined symmetrical plaques,

she is best defined as having mid-borderline leprosy
(answer e). Multi-drug therapy (i.e., rifampicin, dap-
sone and clofazimine) is standard.  After one dose of
the treatment regime, the patient is no longer con-
sidered contagious.  After treatment is complete, the
patient is often considered cured.  

Stanley Wine, MD, FRCPC, is a Dermatologist in North
York, Ontario.
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Case 6

A Firm, Round Nodule
A 10-month-old male infant presents
with a firm, round yellow-brown nod-
ule over the frontal scalp that has been
present for approximately five
months. The child is asymptomatic.
The child’s mother is afraid that it
could be cancerous.  

What is your diagnosis?
a. Melanoma
b. Juvenile xanthogranuloma
c. Melanocytic nevus
d. Mastocytoma
e. Spitz nevus

Answer
Juvenile xanthogranuloma (JXG)
(answer b) is a benign collection of
non-Langerhans histiocytosis.  It com-
monly presents in the first six to nine
months of life and rarely presents at
birth.  Clues to the diagnosis are the
nodules’:
• yellow-brown colouration,
• time of onset and
• the asymptomatic nature of the
lesions. 

In uncertain cases, a biopsy may be
needed, which yields characteritic
histopathological features.
JXGs usually present as firm,

round papules or nodules that may be
erythematous, orange or tan and in
time, usually become yellowish in
colour.  JXGs usually follow a fairly
benign course with spontaneous
regression over three to six years.

However, JXGs are rarely associated
with extracutaneous findings.  Ocular
JXGs are infrequently seen and may
be associated with patients with multi-
ple JXGs and in patients under two-
years-of-age.  It is recommended this
subset of patients get an ophthalmogi-
cal evaluation.  As well, there is a rare
association between JXG and neurofi-
bromatosis Type 1 and juvenile chron-
ic myelogenous leukemia.
Fortunately, the vast majority of

patients with JXGs have no other sys-
temic findings.

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.

BEFORE
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Alois Alzheimer
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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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White-Translucent
Nail Plates
A 47-year-old male oil rig worker,
with past medical history of psoria-
sis, presents with an increasing
white-translucent area on the distal
nail-plate of several nails.

What is your diagnosis?
a. Onychophagia
b. Onychoschizia
c. Onycholysis
d. Onychonychia
e. Onychogryphosis

Answer
Onycholysis (answer c) is a separa-
tion of the nail’s plate, beginning at
the distal margin and progressing
proximally. If a yellow-brown hue is
also noticed (i.e., “oil spot”), psori-
asis should be strongly suspected.
The nail itself is smooth and firm. 
Onycholysis is associated with:

• lichen planus,
• eczema,
• thyroid disease,
• pregnancy and
• porphyria. 
It is also reported with bacterial,
viral and fungal infections.
Chemical causes include the use

of:
• solvents,
• nails hardeners and
• artificial nails.
Chemotherapeutic agents can cause
onycholysis and more commonly,

medications such as the tetracy-
clines can cause photo-onycholysis.
Trauma should be avoided and

the nail bed kept dry. The affected
portion of the nail can be clipped.
The underlying cause should be
identified and treated.

Case 7

Benjamin Barankin, MD, FRCPC, is a
Dermatologist in Toronto, Ontario.
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An X-Linked Carrier
A 13-year-old female presents with marks on her
neck which have been present for as long as she can
remember.  When examined, you observe the fine
reticulate graying-brown hyperpigmentation on the
neck, shoulders, upper back and thighs.
You also notice thin dystrophic nails as well as

leukoplakia of the tongue and oral mucosa. She is
developmentally normal, has no evidence of bone
marrow failure and has no siblings with this disor-
der.

What is your diagnosis?
a. Dyskeratosis congenital
b. Acanthosis nigricans
c. Fanconi anemia
d. Erythema ab igne
e. Livedo reticularis

Answer
Your patient is an x-linked carrier of dyskeratosis
congenita (answer a).  Normally, dyskeratosis con-
genita affects males with the combination of reticu-
lar hyperpigmentation of the skin, nail dystrophy
and leukokeratosis of the oral mucosa. Rarely do
female carriers manifest the classic clinical features.
Over 90% of affected male patients develop bone

marrow failure, characterized by severe aplastic
anemia, neutropenia and thrombocytopenia.  Other
features include mental retardation, growth retarda-
tion, bony abnormalities, cirrhotic changes in the
liver, premature baldness and intracranial calcifica-
tions.
Without a bone marrow transplant, affected

males usually do not live beyond 50-years-of-age
and succumb to issues related to bone marrow failure.
The thin dystrophic nails appear between the

ages of five and 13 years. Skin changes occur soon
after the nail changes and is characterized by atro-
phy, telangiectasia and reticular hyperpigmentation.
The mucous membrane changes consist of leuko-

plakia of the oral and anal mucosa and need to be
monitored due to the increased incidence of cuta-
neous malignancy.
When present, bone marrow failure is ultimately

treated with a bone marrow transplantation.
Fortunately, our patient was and still is asymptomatic.

Case 8

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.


