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A Reticulated Rash
A 45-year-old female presents with a four-month
history of an asymptomatic reticulated (lace-like)
eruption on her back. Her past medical history is unre-
markable and she is taking no medication. She
reported sitting with her back facing a fireplace at
home during the preceding winter months. She has
recieved no treatment for her condition.

What is your diagnosis?
a. Tinea versicolor
b. Confluent and reticulated papillomatosis
(Gougerot-Carteaud syndrome)

c. Livedo reticularis
d. Contact dermatitis
e. Erythema ab igne

Answer
Erythema ab igne (answer e) is a reticulated dermato-
sis that is caused by persistent exposure to a source of
excessive heat. The heat source is usually from fire-
places, radiators, heaters, heating pads and hot water
bottles. The condition presents with reticulated erythe-
ma and hyperpigmentation over the area of skin
exposed to the heat source.
The diagnosis is clinical but a biopsy can be helpful.

The treatment of this condition involves eliminating
the heat source. The lace-like erythema usually
improves over time but the resulting hyperpigmentation
can persist indefinitely. Bleaching creams can be help-
ful in improving the hyperpigmentation. Thermal ker-
atosis, squamous cell carcinoma in situ and squamous
cell carcinoma have been reported in patients with ery-
thema ab igne.
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Case 2

Hairy Hands
This 46-year-old self-described Type A personality
has noticed hairy bands appearing on his hands over
the past year. He bites this area when feeling stress.
He has hypertrichosis secondary to which of the
following:

What is your diagnosis?
a. Porphyria
b. Minoxidil
c. Dilantin
d. Trauma
e. Paraneoplastic disease

Answer
While all of the above can cause hypertrichosis
(excessive hair on any part of the body), only a
localized stimulus such as trauma (answer d) would
produce such localized bands.
This could be due to repeated friction, irritation,

or in this case, secondary to biting of his hands and
wrists when under tension. Gradually, this will
induce excessive hair growth within the traumatized
areas. Behavioural therapy is warranted. If success-
ful, with time, the discolouration and excessive hair
will dissapear.
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Case 3

Small OvalVesicles
A seven-year-old female presents with small oval
vesicles on an erythematous base affecting her
hands and feet. She also describes discomfort when
eating during the past few days.

What is your diagnosis?
a. Pemphigus vulgaris
b. Hand, foot and mouth disease
c. Allergic contact dermatitis
d. Bullous pemphigoid
e. Scabies

Answer
Hand, foot and mouth disease (answer b) is caused
most commonly by coxsackievirus A16 infections
or enterovirus 71. This highly contagious infection
has an incubation period of three to six days. It pre-
sents as oval shaped vesicles with an erythematous
halo in the mouth and on palmoplantar surfaces. The
differential diagnosis includes:
• herpangina,
• herpetic gingivostomatitis and
• oral aphthae.
Management is symptomatic and consists of

reassurance. Epidemics tend to occur every three
years in NorthAmerica and transmission is by direct
contact with:
• nasal/oral secretions,
• fecal material or
• aerosolized droplets.
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Case x

Grouped Lesions
A 15-year-old boy presents with bumps on the
face and nose for 10 years. These bumps are
unresponsive to topical and systemic acne
therapy. He has a history of developmental
delay and small white spots.

What is your diagnosis?
a. Steroid acne
b. Stress-induced acne
c. Angiofibromas
d. Unresponsive acne
d. Trichoepithelioma

Answer
Angiofibromas (answer c) are benign growths in
the dermis that may occur as isolated or grouped
lesions. Muliple facial angiofibromas in a patient
warrants a search for an underlying disease. The
most common associated disease is tuberous sclero-
sis. Multiple facial angiofibromas may also be seen
in the setting of multiple endocrine neoplasia Type I.
In tuberous sclerosis, the lesions were once erro-

neously known as adenoma sebaceum. However,
these lesions are neither adenomas or sebaceous in
origin. On histopathology, there are dilated blood
vessels and dermal fibroplasias.
These lesions may be mistaken for early acne,

but lack the characteristic:
• comedones,
• inflammatory papules/pustules or
• cysts.

As well, the age of onset for angiofibromas in
tuberous sclerosis is usually between two and six-
years-of-age.

Trichoepitheliomas present as flesh-coloured
papules and nodules on the face. They are not asso-
ciated with tuberous sclerosis.
Angiofibromas can cause significant cosmetic

deformity and various treatments have been tried.
Because of the full-thickness skin involvement,
complete removal is not practical, and treatment
should be directed toward acceptable long-term
results with minimal surgical morbidity. Shaving
and dermabrasion of the involved area produce very
satisfactory results, but long-term follow-up of
approximately 10 years reveals that there is a vari-
able amount of recurrence and that subsequent treat-
ment will be required.
Recently, lasers have been used with variable

success.
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Case x

AYellowish Scalp Lesion
This six-month-old child was noted to have a yel-
lowish, round lesion on her scalp shortly after birth.
It is devoid of hair.

What is your diagnosis?
a. Cradle cap
b. Nevus sebaceous
c. Sebaceous cyst
d. Epidermal nevus
e. Aplasia cutis

Answer
Nevus sebaceous ((aannsswweerr  bb)) occurs equally in the
sexes, usually within the first few months of life. It
is not a nevus, rather a hamartoma made up of
epithelial and non-epithelial tissue. In this case, the
lesions consists of a predominance of sebaceous
glands and a lack of hair follicles.

With age the colour may darken and the surface
may change from a waxy to a more warty texture.
While there is a possibility it may evolve into a
basal cell cancer after puberty, the cell change (con-
firmed on biopsy) notes that the lesion has now
turned into a benign trichoblastoma.
Most lesions are now excised after puberty as

much to remove the bald area as to alleviate the per-
ceived risk.

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

A Well-Demarcated Area
A 45-year-old male presents with a well-demarcated
area of brown hyperpigmentation with peripheral
scales and mild pruritus.

What is your diagnosis?
a. Tinea corporis
b. Pityriasis/tinea versicolour
c. Pityriasis rosea
d. Granuloma annulare
e. Post-inflammatory hyperpigmentation

Answer
Pityriasis or tinea versicolour (answer b) is a com-
mon, benign superficial fungal infection caused by
the Malassezia species rather than a true dermatophyte
infection. It presents as a hyper- or hypo-pigmented
patch with a fine scale on the trunk and less com-
monly on the proximal arms and legs. Those that are
predisposed may develop recurrences in hot, humid
weather. A potassium hydroxide examination of the
fine scale reveals hyphae and yeast in a “spaghetti
and meatballs” appearance. 
The pigmentary abnormalities will resolve slowly

after effective therapy. Selenium sulfide can be applied
once daily for seven days and left on for 10 minutes.
Ketoconazole cream applied once daily for two weeks
is also effective. Various dosing schedules for oral
antifungals, such as ketoconazole and itraconazole,
can be used for extensive cases and as a preventative
measure. Exercising after each oral dose is more
efficacious as it allows more medication to reach
the skin.
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A Superficial Infection

A 45-year-old man presents with a mildly itchy rash
in the right axilla. He sweats profusely.  

What is your diagnosis?
a. Erythrasma
b. Tinea versicolor 
c. Acanthosis nigricans
d. Pityriasis rosea

Answer
Erythrasma (answer a) is a common superficial
skin infection that presents with reddish-brown
macular patches that are irregular in shape and size.
The causative organism is Corynebacterium
minutissimum, a rod-like gram-positive bacteria.
The infection is usually located in an intertriginous
area such as the axilla, groin and/or intergluteal
fold. The lesions spread slowly and with time, the
red colour fades to brown. Most lesions are asymp-
tomatic although some are mildly pruritic. 
The condition is more common in adults than in

children. Predisposing factors include:
• obesity,
• diabetes mellitus,
• poor personal hygiene,
• hyperhidrosis and
• immunodeficiency.  

Examination of the lesions under ultraviolet A
(Wood’s lamp) reveals a distinctive coral-red fluores-
cence due to coproporphyrin III, which is produced
by the bacteria. The lesions usually respond to the
topical application of:
• erythromycin,
• clindamycin, 
• clotrimazole or
• miconazole. 
In cases resistant to topical therapy, oral ery-

thromycin for seven to 14 days is effective. 
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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. Mycosis fungoides
b. Allergic contact dermatitis
c. Atopic dermatitis
d. Lichen simplex chronicus
e. Psoriasis

Answer
He has lichen simplex chronicus (answer d) 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.
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