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Preface

Clinical Dermatology is intended to be a practical resource
for the clinician. Over 1500 illustrations are combined
with disease descriptions and current and comprehensive
therapeutic information. Bold headings are used to facili-
tate rapid access to information.

1. Disorders Index: A list of diseases with page references
is located inside the front cover. This is the best place
to start if you know the diagnosis.

2. Chapter 1—Regional Differential Diagnosis Atlas: New to
the fifth edition, this very large section with page refer-
ences will help you to narrow the differential diagnosis.

3. A list of topical corticosteroids can be found on the in-
side back cover.

4. The complete Dermatologic Formulary, previously in
the book, can now be found online (using your login
details), and we are able to offer updates. However, a
Quick Reference Formulary to the most commonly used

PMID numbers (PubMed identification
numbers)

References are no longer placed at the end of the chapter.
They have been replaced by PMID numbers (blue letters
and numbers) and are embedded in the text. Go to
PubMed’s home page. Be sure the search box is empty.
There should be no limits set on the left-hand limits tab.
Type in just the number in the search line and click on Go.
You will be taken to the paper and abstract. Classic refer-
ences and PMID numbers are found in tables and boxes.

Web-based text

The book with extra images and a mannequin-based aid to
diagnosis are provided.

Web-based formulary ¥

New therapeutic agents often become available. Therefore,
the Dermatologic Formulary has been moved online. The

formulary may be printed and kept as a separate docu-
ment. The formulary will be updated regularly.

Text organization and content

The classic method of organizing skin diseases is used.
Common diseases are covered in depth. Illustrations of
classic examples of these disorders and photographs of
variations seen at different stages are included. Theoretical
information, disease mechanisms, and rare diseases are
found in comprehensive textbooks.

Students in the classroom

Students should learn the primary and secondary lesions
and look at every page in the Regional Differential Diagnosis
Atlas at the end of Chapter 1. Select a few familiar diseases
from each list and read about them. Obtain an overview of
the text. Turn the pages, look at the pictures, and read the
captions.

Students in the clinic

You see skin abnormalities every day in the clinic. Try to
identify these diseases, or ask for assistance. Study all dis-
eases, especially tumors, with a magnifying glass or an
ocular lens. Read about what you see and you will rapidly
gain a broad fund of knowledge.

Study Chapters 20 (Benign Skin Tumors), 21 (Premalig-
nant and Malignant Nonmelanoma Skin Tumors), and
22 (Nevi and Malignant Melanoma). Skin growths are
common, and it is important to recognize their features.

House officers are responsible for patient management.
Read Chapter 2 carefully, and study all aspects of the use of
topical steroids. These agents are used to treat a variety of
skin conditions. It is tempting to use these agents as a thera-
peutic trial and ask for a consultation only if therapy fails.
Topical steroids mask some diseases, make some diseases
worse, and create other diseases. Do not develop bad habits;
if you do not know what a disease is, do not treat it.

The diagnosis of skin disease is deceptively easy. Do not
make hasty diagnoses. Take a history, study primary lesions

vii
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and the distribution, and be deliberate and methodical.
Ask for help. With time and experience you will feel com-
fortable managing many common skin diseases.

The non-dermatologist provider

Most skin diseases are treated by non-dermatologist pro-
viders. This includes primary care physicians, nurse practi-
tioners and physician assistants. Clinicians involved in di-
rect patient care should read the above guidelines for using
this book. Look at the Regional Differential Diagnosis Atlas
in Chapter 1 as a general guide. Learn a few topical steroids
in each potency group. There are a great number of agents
in the Dermatologic Formulary. Many in each table contain
similar ingredients and have the same therapeutic effect.
Develop an armamentarium of agents and gain experience
in their use.

Inflammatory conditions are often confusing, and
sometimes biopsies are of limited value in their diagnosis.
Eczema is common, read Chapters 2 and 3. Acne is seen
everyday, read Chapter 7. Managing acne effectively will
provide a great service to many young patients who are
very uncomfortable with their appearance. The clinical di-
agnosis of pigmented lesions is complicated. Look at
Chapters 20, 21, and 23. Don't be afraid to ask for help. A
dermatologist can often make a diagnosis without the
need for a biopsy.

The dermatologist

Use the Disorders Index on the inside front cover to rapidly
access the text. Many dermatologists use the pictures as an
aid to reassure patients. Examine the patient, make a diag-
nosis, and then show them an illustration of their disease.
Many patients see the similarity and are reassured.

This book is designed to be a practical resource. All of
the most current descriptive and therapeutic information
that is practical and relevant has been included. All topics
are researched on Medline. Details about basic science and
complex mechanisms of disease can be found elsewhere.
Rare diseases are found in larger textbooks.

viii

The photographs were taken with film and digital cameras.
The images for this text come from three main sources.
Alan N. Binnick, MD, Adjunct Assistant Professor of Medi-
cine (Dermatology), Dartmouth Medical School, and
Lawrence B. Meyerson, Clinical Associate Professor of Der-
matology at the University of Texas Southwestern Medical
School provided very large collections of images taken
with transparency film. I provided film and digital images.
Transparency film images are in many ways superior to
digital images. Each contributor has over 30 years experi-
ence as a dermatologist and a medical photographer. A
combination of these three collections with over 23,000
images can be found at www.dermnet.com.

L

Manufacturing an illustrated book is a complicated pro-
cess. The large number of people involved in this effort is
listed on the title page. As my first editor said 25 years ago,
“If people ever realized what was involved in making a
book, they would not believe that it could ever get done.”

The layout and design of each page in this book is done
the “old fashioned way,” by cutting and pasting images
and strips of text by the layout artist. Page layout design is
a science and an art. Jeanne Genz has done the page layout
for all five editions of this book. This older, slower, non-
computerized technique performed by an expert produces
pages that are balanced and of maximum clarity. The final
“pasted” book is then converted to a digital file and then
converted to a pdf file that is sent to the printer who must
balance color through a calibration process. The book is
printed in China on high-grade glossy paper on a sheet-fed
press. Glossy paper retains ink at the surface to enhance
definition. Sheet-fed presses print slowly and allow ink to
be laid down precisely so that exceptional sharpness and
color balance are achieved.

Thomas P. Habif
2009
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SKIN ANATOMY

The skin is divided into three layers: the epidermis, the
dermis, and the subcutaneous tissue. The skin is thicker on
the dorsal and extensor surfaces than on the ventral and
flexor surfaces.

Epidermis

The epidermis is the outermost part of the skin; it is strati-
fied squamous epithelium. The thickness of the epidermis
ranges from 0.05 mm on the eyelids to 1.5 mm on the
palms and soles. The microscopic anatomy of the epidermal-
dermal junction is complex; it is discussed in detail in
Chapter 16. The innermost layer of the epidermis consists
of a single row of columnar cells called basal cells. Basal
cells divide to form keratinocytes, which comprise the spi-
nous layer. The cells of the spinous layer are connected to
each other by intercellular bridges or spines, which appear
histologically as lines between cells. The keratinocytes syn-
thesize insoluble protein, which remains in the cell and
eventually becomes a major component of the outer layer

(the stratum and corneum). The cells continue to flatten,
and their cytoplasm appears granular (stratum granulo-
sum); they finally die as they reach the surface to form the
stratum corneum. There are three types of branched cells in
the epidermis: the melanocyte, which synthesizes pigment
(melanin); the Langerhans cell, which serves as a frontline
element in immune reactions of the skin; and the Merkel
cell, the function of which is not clearly defined.

Dermis

The dermis varies in thickness from 0.3 mm on the eyelid
to 3.0 mm on the back; it is composed of three types of
connective tissue: collagen, elastic tissue, and reticular fi-
bers. The dermis is divided into two layers: the thin upper
layer, called the papillary layer, is composed of thin, hap-
hazardly arranged collagen fibers; the thicker lower layer,
called the reticular layer, extends from the base of the pap-
illary layer to the subcutaneous tissue and is composed of
thick collagen fibers that are arranged parallel to the sur-
face of the skin. Histiocytes are wandering macrophages
that accumulate hemosiderin, melanin, and debris created
by inflammation. Mast cells, located primarily around
blood vessels, manufacture and release histamine and
heparin.

Dermal nerves and vasculature

The sensations of touch and pressure are received by Meiss-
ner’s and Vater-Pacini corpuscles. The sensations of pain, itch,
and temperature are received by unmyelinated nerve endings
in the papillary dermis. A low intensity of stimulation created
by inflammation causes itching, whereas a high intensity of
stimulation created by inflammation causes pain. Therefore
scratching converts the intolerable sensation of itching to the
more tolerable sensation of pain and eliminates pruritus.
The autonomic system supplies the motor innervation
of the skin. Adrenergic fibers innervate the blood vessels
(vasoconstriction), hair erector muscles, and apocrine
glands. Autonomic fibers to eccrine sweat glands are cho-
linergic. The sebaceous gland is regulated by the endocrine
system and is not innervated by autonomic fibers. The
anatomy of the hair follicle is described in Chapter 24.
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DIAGNOSIS OF SKIN DISEASE

What could be easier than the diagnosis of skin disease?
The pathology is before your eyes! Why then do nonder-
matologists have such difficulty interpreting what they
see?

There are three reasons. First, there are literally hun-
dreds of cutaneous diseases. Second, a single entity can
vary in its appearance. A common seborrheic keratosis, for
example, may have a smooth, rough, or eroded surface and
a border that is either uniform or as irregular as a mela-
noma. Third, skin diseases are dynamic and change in
morphology. Many diseases undergo an evolutionary pro-
cess: herpes simplex may begin as a red papule, evolve into
a blister, and then become an erosion that heals with scar-
ring. If hundreds of entities can individually vary in ap-
pearance and evolve through several stages, then it is neces-
sary to recognize thousands of permutations to diagnose
cutaneous entities confidently. What at first glance ap-
peared to be simple to diagnose may later appear to be
simply impossible.

Dermatology is a morphologically oriented specialty. As
in other specialties, the medical history is important; how-
ever, the ability to interpret what is observed is even more
important. The diagnosis of skin disease must be ap-
proached in an orderly and logical manner. The tempta-
tion to make rapid judgments after hasty observation must
be controlled.

A methodical approach

The recommended approach to the patient with skin dis-

ease is as follows:

e History. Obtain a brief history, noting duration, rate
of onset, location, symptoms, family history, allergies,
occupation, and previous treatment.

e Distribution. Determine the extent of the eruption
by having the patient disrobe completely.

e Primary lesion. Determine the primary lesion. Exam-
ine the lesions carefully; a hand lens is a valuable aid
for studying skin lesions. Determine the nature of any
secondary or special lesions.

¢ Differential diagnosis. Formulate a differential diag-
nosis.

e Tests. Obtain a biopsy and perform laboratory tests,
such as skin biopsy, potassium hydroxide examination
for fungi, skin scrapings for scabies, Gram stain, fungal
and bacterial cultures, cytology (Tzanck test), Wood's
light examination, patch tests, dark field examination,
and blood tests.

Examination technique

DISTRIBUTION. The skin should be examined methodi-
cally. An eye scan over wide areas is inefficient. It is most
productive to mentally divide the skin surface into several
sections and carefully study each section. For example,

when studying the face, examine the area around each eye,
the nose, the mouth, the cheeks, and the temples.

During an examination, patients may show small areas
of their skin, tell the doctor that the rest of the eruption
looks the same, and expect an immediate diagnosis. The
rest of the eruption may or may not look the same.
Patients with rashes should receive a complete skin
examination to determine the distribution and confirm
the diagnosis. Decisions about quantities of medication
to dispense require visualization of the big picture. Many
dermatologists now advocate a complete skin examina-
tion for all of their patients. Because of an awareness that
some patients are uncomfortable undressing completely
when they have a specific request such as treatment of a
plantar wart, other dermatologists advocate a case-by-case
approach.

PRIMARY LESIONS AND SURFACE CHARACTERIS-
TICS. Lesions should be examined carefully. Standing
back and viewing a disease process provides valuable infor-
mation about the distribution. Close examination with a
magnifying device provides much more information. Of-
ten the primary lesion is identified and the diagnosis is
confirmed at this step. The physician should learn the sur-
face characteristics of all the common entities and gain
experience by examining known entities. A flesh-colored
papule might be a wart, sebaceous hyperplasia, or a basal
cell carcinoma. The surface characteristics of many lesions
are illustrated throughout this book.

Approach to treatment

Most skin diseases can be managed successfully with the
numerous agents and techniques available. If a diagnosis
has not been established, medications should not be pre-
scribed; this applies particularly to prescription of topical
steroids. Some physicians are tempted to experiment with
various medications and, if the treatment fails, to refer the
patient to a specialist. This is not a logical or efficient way
to practice medicine.

Primary lesions

Most skin diseases begin with a basic lesion that is referred
to as a primary lesion. Identification of the primary lesion
is the key to accurate interpretation and description of cu-
taneous disease. Its presence provides the initial orienta-
tion and allows the formulation of a differential diagnosis.
Definitions of the primary lesions and their differential
diagnoses are listed and illustrated on pp. 3 to 11.

Secondary lesions

Secondary lesions develop during the evolutionary process
of skin disease or are created by scratching or infection.
They may be the only type of lesion present, in which case
the primary disease process must be inferred. The differen-
tial diagnoses of secondary lesions are listed and illustrated
on pp. 12 to 16.
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PRIMARY LESIONS—MACULES

Macule

A circumscribed, flat discoloration that may be brown,
blue, red, or hypopigmented

Hypopigmented

Idiopathic guttate hypomelanosis
(p. 769)

Nevus anemicus (p. 770)

Piebaldism

Postinflammatory psoriasis

Radiation dermatitis

Tinea versicolor (p. 537)

Tuberous sclerosis (p. 987)

Vitiligo (p. 764)

S

Becker’s nevus

Idiopathic guttate hypomelanosis

Brown

Becker’s nevus (p. 854)
Café-au-lait spot (p. 983)
Erythrasma (p. 501)

Fixed drug eruption (p. 576)
Freckles (p. 771)

Junction nevus (p. 848)

Lentigo (p. 771)

Lentigo maligna (p. 868)
Melasma (p. 772)

Photoallergic drug eruption (p. 764)
Phototoxic drug eruption (p. 761)
Stasis dermatitis (p. 122)

Tinea nigra palmaris

Erythrasma

Phototoxic drug eruption

Blue

Ink (tattoo)

Maculae ceruleae (lice)
Mongolian spot
Ochronosis

Red

Drug eruptions (p. 568)

Juvenile rheumatoid arthritis
(Still’s disease)

Rheumatic fever

Secondary syphilis (p. 400)

Viral exanthems (p. 558)

Tuberous sclerosis
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PRIMARY SKIN LESIONS—PAPULES

Papule

An elevated solid lesion up to
0.5 cm in diameter; color varies;
papules may become confluent
and form plaques

Flesh colored, yellow, or white
Achrochordon (skin tag) (p. 785)
Adenoma sebaceum (p. 988)
Basal cell epithelioma (p. 804)
Closed comedone (acne) (p. 226)
Flat warts (p. 459)

Granuloma annulare (p. 976)
Lichen nitidus

Lichen sclerosus (p. 327)

Milia (p. 251)

Molluscum contagiosum (p. 465)
Nevi (dermal) (p. 848)
Neurofibroma (p. 984)

Pearly penile papules (p. 423)
Pseudoxanthoma elasticum

Senile sebaceous hyperplasia (p. 799)
Skin tags (achrochordon) (p. 784)
Syringoma (p. 800)

Brown

Dermatofibroma (p. 787)
Melanoma (p. 860)

Nevi (p. 847)

Seborrheic keratosis (p. 776)
Urticaria pigmentosa (p. 212)
Warts (pp. 419, 454)

Wart (cylindrical projections)

Lichen planus

Red

Acne (p. 219)

Atopic dermatitis (p. 157)

Cat-scratch disease (p. 614)

Cherry angioma (p. 904)

Cholinergic urticaria (p. 197)
Chondrodermatitis nodularis (p. 795)
Eczema (p. 91)

Folliculitis (p. 351)

Insect bites (p. 622)

Keratosis pilaris (p. 168)
Leukocytoclastic vasculitis (p. 727)
Miliaria (p. 263)

Polymorphous light eruption (p. 751)
Psoriasis (p. 264)

Pyogenic granuloma (p. 971)

Scabies (p. 583)

Urticaria (p. 183)

Blue or violaceous
Angiokeratoma (p. 904)
Blue nevus (p. 856)
Lichen planus (p. 320)
Lymphoma

Kaposi's sarcoma (p. 907)
Melanoma (p. 860)
Mycosis fungoides (p. 832)
Venous lake (p. 905)

P

Wart (mosaic surface)

Lichen sclerosus



