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Seborrheic Dermatitis

PAPULOSQUAMOUS DISORDERS (Table 71-2)

should not be applied to ulcers, because they may retard healing;
however, they may be applied to the surrounding skin to control
itching, scratching, and additional trauma. Secondarily infected
lesions should be treated with appropriate oral antibiotics, but it
should be noted that all ulcers will become colonized with bacteria,
and the purpose of antibiotic therapy should not be to clear all bacterial growth. Care must be taken to exclude treatable causes of leg
ulcers (hypercoagulation, vasculitis) before beginning the chronic
management outlined above.
SEBORRHEIC DERMATITIS
Seborrheic dermatitis is a common, chronic disorder characterized by
greasy scales overlying erythematous patches or plaques. Induration
and scale are generally less prominent than in psoriasis, but clinical overlap exists between these diseases (“sebopsoriasis”). The most
common location is in the scalp, where it may be recognized as severe
dandruff. On the face, seborrheic dermatitis affects the eyebrows, eyelids, glabella, and nasolabial folds (Fig. 71-4). Scaling of the external
auditory canal is common in seborrheic dermatitis. In addition, the
postauricular areas often become macerated and tender. Seborrheic
dermatitis may also develop in the central chest, axilla, groin, submammary folds, and gluteal cleft. Rarely, it may cause widespread generalized dermatitis. Pruritus is variable.
Seborrheic dermatitis may be evident within the first few weeks of
life, and within this context it typically occurs in the scalp (“cradle cap”),
face, or groin. It is rarely seen in children beyond infancy but becomes
evident again during adult life. Although it is frequently seen in patients
with Parkinson’s disease, in those who have had cerebrovascular accidents, and in those with HIV infection, the overwhelming majority of
individuals with seborrheic dermatitis have no underlying disorder.
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Figure 71-4 Seborrheic dermatitis. Central facial erythema with
overlying greasy, yellowish scale is seen in this patient. (Courtesy of
Jean Bolognia, MD; with permission.)

PSORIASIS
Psoriasis is one of the most common dermatologic diseases, affecting up to 2% of the world’s population. It is an immune-mediated
disease clinically characterized by erythematous, sharply demarcated
papules and rounded plaques covered by silvery micaceous scale. The
skin lesions of psoriasis are variably pruritic. Traumatized areas often
develop lesions of psoriasis (the Koebner or isomorphic phenomenon).
In addition, other external factors may exacerbate psoriasis, including
infections, stress, and medications (lithium, beta blockers, and antimalarial drugs).
The most common variety of psoriasis is called plaque-type. Patients
with plaque-type psoriasis have stable, slowly enlarging plaques,
which remain basically unchanged for long periods of time. The most
commonly involved areas are the elbows, knees, gluteal cleft, and
scalp. Involvement tends to be symmetric. Plaque psoriasis generally
develops slowly and runs an indolent course. It rarely remits spontaneously. Inverse psoriasis affects the intertriginous regions, including the
axilla, groin, submammary region, and navel; it also tends to affect the
scalp, palms, and soles. The individual lesions are sharply demarcated
plaques (see Fig. 70-7), but they may be moist and without scale due
to their locations.
Guttate psoriasis (eruptive psoriasis) is most common in children
and young adults. It develops acutely in individuals without psoriasis
or in those with chronic plaque psoriasis. Patients present with many
small erythematous, scaling papules, frequently after upper respiratory
tract infection with β-hemolytic streptococci. The differential diagnosis should include pityriasis rosea and secondary syphilis.
In pustular psoriasis, patients may have disease localized to the
palms and soles, or the disease may be generalized. Regardless of the
extent of disease, the skin is erythematous, with pustules and variable scale. Localized to the palms and soles, it is easily confused with
eczema. When it is generalized, episodes are characterized by fever
(39°–40°C [102.2°–104.0°F]) lasting several days, an accompanying
generalized eruption of sterile pustules, and a background of intense
erythema; patients may become erythrodermic. Episodes of fever
and pustules are recurrent. Local irritants, pregnancy, medications,
infections, and systemic glucocorticoid withdrawal can precipitate
this form of psoriasis. Oral retinoids are the treatment of choice in
nonpregnant patients.

CHAPTER 71

Treatment with low-potency topical glucocorticoids in conjunction with a topical antifungal agent, such as ketoconazole cream
or ciclopirox cream, is often effective. The scalp and beard areas
may benefit from antidandruff shampoos, which should be left in
place 3–5 min before rinsing. High-potency topical glucocorticoid
solutions (betamethasone or clobetasol) are effective for control of
severe scalp involvement. High-potency glucocorticoids should not
be used on the face because this treatment is often associated with
steroid-induced rosacea or atrophy.

Table 71-2 Papulosquamous Disorders
Psoriasis

Lichen planus
Pityriasis rosea

Dermatophytosis

Clinical Features
Sharply demarcated, erythematous plaques with mica-like scale; predominantly on elbows, knees, and scalp; atypical forms may localize to
intertriginous areas; eruptive forms may be associated with infection
Purple polygonal papules marked by severe pruritus; lacy white markings,
especially associated with mucous membrane lesions
Rash often preceded by herald patch; oval to round plaques with trailing
scale; most often affects trunk; eruption lines up in skinfolds giving a “fir
tree–like” appearance; generally spares palms and soles
Polymorphous appearance depending on dermatophyte, body site, and
host response; sharply defined to ill-demarcated scaly plaques with or
without inflammation; may be associated with hair loss
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Other Notable Features
May be aggravated by certain drugs,
infection; severe forms seen in association with HIV
Certain drugs may induce: thiazides,
antimalarial drugs
Variable pruritus; self-limited, resolving in 2–8 weeks; may be imitated by
secondary syphilis
KOH preparation may show branching
hyphae; culture helpful

Histologic Features
Acanthosis, vascular
proliferation
Interface dermatitis
Pathologic features
often nonspecific
Hyphae and neutrophils
in stratum corneum
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