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Case 1 –

1. Preferred single diagnosis

2. List other clinical features & 
systemic manifestations

3. Gene involved and inheritance

4. List other causes of 
angiokeratomas



Case 1 – Fabry Disease

1.  Preferred single diagnosis
Angiokeratoma corporis diffusum Fabry Disease 
(lysosomal storage disease with multi-organ involvement)

2. List other clinical features & systemic associations 

Acroparaesthesiae (burning pain) –occurs first +/- a/w fever
Anhidrosis/hypophidrosis (10% hyperhidrosis)
Cardiac – LV dilation/hypertrophy, MVR, arrhythmia, IHD
Renal – proteinuria, HTN, renal failure 
CVS – TIA, Stroke, vertigo, dizziness
GIT – abdominal pain, colitis, diarrhoea
Eyes – corneal dystrophy, whorled streaks (cornea verticillata)

3. Gene involved and inheritance 

GLA gene (codes for 𝛼𝛼-galactosidase), XLR (mostly males, 
heterozygote females can be affected  - later onset, milder)

Deficiency of this enzyme  ↑glycosphingolipids in organs

4. List other causes of angiokeratomas

Sporadic angiokeratoma
Angiokeratoma of Mibelli
Angiokeratoma of fordyce
Angiokeratoma Circumscriptum



Angiokeratomas
benign vascular ectasia + acanthosis/hyperkeratosis

Sporadic
-single lesion
-occurs >40 yo

Mibelli
-multiple lesions
-acral
-childhood/adolesence
-may be familial 
-F>M
-a/w chillblains

Circumscriptum
-congenital or acquired
-unilateral
-may be present at birth or 
develop childhood/ adults 
-F>M

Fordyce 
-scrotum or vulva 
- >40
-M > F
-Single or multiple



Case 2 -

1. Describe the photos

2. Give a single preferred diagnosis 

3. List associations

4. Describe Treatment



Case 2 -

1. Describe the photos

2. Give a single preferred diagnosis 

3. List associations

4. Describe Treatment

5. This is her hands, what is this finding called 
and what are you concerned about? 



Case 2 – Acanthosis Nigricans
1. Describe the photo
Fitzpatrick type 4-5 skin, hyperpigmented papillomatous, velvety plaques 
axilae, anterior and posterior neck 

2. Give a single preferred diagnosis 
Acanthosis Nigricans

3. List associations 
Obesity 
Diabetes/ insulin resistance (IGF1  keratinocytes, fibroblasts) 
Hypothyrodism
Syndromes – PCOS, HAIR-AN, metabolic, cushings, crouzon (FGFR2 or 3) 
Malignancy (GIT in 90% –gastric AC lung, breast, endometrium 
Medication (nicotinic acid, insulin, steroids, hormones)
Acromegaly
Familial

4. Describe treatment
Educate re: diagnosis, difficult to treat, manage expectations 
Loose clothing to avoid friction
Correct hyperinsulinaemia – diet, exercise, lose weight, OHG/Insulin
Correct any other cause (medication, malignancy)
Topical retinoids
Alpha hydroxy acids/keratolytics (e.g. salicylic acid) 
Dermabrasion 
Laser therapy 
Oral isotretinoin reported

5. This is her hands, what is this called? What are you concerned about? 
Tripe palms (Acanthosis palmaris/Pachydermatoglyphy) 
90% cases a/w internal malignancy (stomach, lung)
In 40% of cases skin precedes the diagnosis of malignancy
Acanthosis nigricans of lips/tongue can be seen in familial + malignant AN



Case 3 -
1. Describe the findings

2. List 3 differentials

3. What are the diagnostic criteria for 
Sweet Syndrome? 

4. List 6 associations with Sweet 
Syndrome



Case 3 – Sweet Syndrome
1. Describe the findings
Erythematous to violaceous papules, plaques, nodules with 
pseudovesiculation. 

2. List 3 differentials
Sweet Syndrome, Tumid Lupus, Urticaria, Bullous PG

3. What are the diagnostic criteria for Sweet Syndrome? 
Need 2 major and 2 minor

Major 
-abrupt onset tender/painful red/purplish plaques/nodules
-biopsy shows inflammation with neutrophils w/o vasculitis

Minor 
-Fever >38 degrees 
-Association with malignancy, inflammatory disorder, pregnancy, infection
-Raised WCC, raised neutrophils Increased ESR
-Improvement with systemic steroids 

4. List 6 associations with Sweet Syndrome
Infections – Strep, URTI, GIT (salmonella, yersinia)
IBD
Pregnancy
Haem malingancy
Solid organ malignancies
CTD (lupus, RA, Sarcoidosis) 
Medications (G-CSF, imatinib, OCP, Prophyltiouracil, HAART)
Other neutrophilic dermatoses (PG, Behcet’s)



Case 4 -
1.   Describe the photos

2. List 4 differentials 

3. Histology reveals multi-
nucleated giant cells with 
voluminous ground glass 
cytoplasm. What is your 
single preferred diagnosis?  

4. What are 3 systemic 
associations of this 
condition? 



Case 4 – Multicentric Reticulohistiocytosis
1. Describe the photos
Variably sized erythematous to skin coloured papules to nodules to dorsal hands 
and extensors of arms with a coral bead like appearance around nail folds

2. List 4 differentials 
Multicentric Reticulohistiocytosis
Lichen Myxedematosus
Generalised eruptive histiocytosis
Nodular amyloidosis
Scleromyxoedema
Lichen nitidus
Tuberous Xanthomas
Erythema Elevatum Diutinum

3. What is your single preferred diagnosis?  

Multicentric Reticulohistiocytosis

4. What are the systemic associations of this condition? 
-severe destructive arthritis of the hands (+/- other joints)
(usually joints precede the skin manifestations) 

-autoimmune disease (SLE, Sjogren’s) 
-diabetes, hyperlipidaemia
-Internal malignancy 30% (gastric, ovarian, breast, uterine, myeloma, lymphoma)  
-cardiac (pericarditis, cardiomegaly, CCF  can be fatal) 



Case 5 –
1. Describe the photo 

2. Name your single preferred diagnosis

3. What do you expect to see on histology?

4. Name 5 associated systemic diseases

5. Discuss the treatment for this patient 



Case 5 – Necrobiosis Lipoidica
1. Describe the photo 

A large violaceous to yellow atrophic plaque with a single erosion on the pre-tibial shin with 
telangiectasia

2. Name your single preferred diagnosis

Necrobiosis Lipoidica

3. What do you expect to see on histology?

Epidermis normal or atrophic. Necrobiosis (degeneration of collagen and elastin) more extensive than 
GA, Histiocytes (not well defined around necrobiosis like GA), Mucin may be present (not as prominent) 

4. Name 5 associated systemic diseases

-Diabetes (<1% diabetics get Necrobiosis lipoidica, but 10-60% of necrobiosis lipoidica pts have DM)

-Hypertension, Dyslipidaemia, Thyroid disorders, Other granulomatous conditions (GA, Sarcoidosis), IBD

5.  Discuss the treatment for this patient 

-Conservative monitoring (if asymptomatic, not ulcerating) 

-Local treatment- Potent TCS (under occlusion). Intra-lesional steroids, Topical calcineurin inhibitors 

-PUVA, PDT 

-Oral treatments (Nicotinamide, Pentoxifylline)

-If rapidly progressing/ulcerating (oral steroids, cyclosporin, mycophenolate, IVIG, hyperbaric oxygen) 



Summary of Dermatologic 
Manifestations of Systemic Disease 
PARANEOPLASTIC, HAEMATOLOGIC, ENDOCRINE, GIT, MSK, RENAL, RESPIRATORY, CARDIAC 

*Note: next slides not an exhaustive list



Internal Malignancy / Neoplastic
Paget’s Disease of the breast

-Direct epidermal extension of 
ductal breast 
adenocarcinoma 

Cutaneous Metastases 
-9% of patients with internal 
cancers have skin metastases 

-Most common cancers: 
Breast > lung > colon > 
stomach > upper aerodigestive
tract > uterus > kidney 

-Most common 1st presentation 
of internal cancer in the skin
Kidney > lung > thyroid > ovary

-H+N, upper trunk common sites

-usually painless firm to hard 
nodules –may be skin coloured, 
blue-brown, red-purple 

-most commonly single nodule 
-nodules may ulcerate 

-or can present on skin as 
morphoea, eysipelas infiltrated 
alopecia, emboli digits 

Extra mammary Paget’s 
disease (EMPD)

-Occurs in apocrine gland 
areas (ano-genital, axillary) -
60% vulval, 20% perianal, 15% 
penile/scrotal

-Primary EMPD (AC arises from 
skin ?toker cells,CK20 –ve) 75%
-Secondary EMPD (25%, CK20 
positive) associated with 
invasive malignancy -
reproductive organs, GIT, 
urinary tract, breast, GB



Internal Malignancy / Neoplastic

Curth’s Postulates for Paraneoplastic disorders 

Criteria to determine if a dermatosis is associated with malignancy (a true paraneoplastic sign)

1. Concurrent onset – neoplasm discovered at time of diagnosis of dermatosis or shortly after

2. Parallel course – therapy for malignancy  ↓dermatosis, recurrence  ↑dermatosis

3. Uniform site or type of neoplasm – the neoplasm is of a specific cell type within a specific organ 

4. Statistical association

5. Genetic linkage between malignancy and dermatosis 



Internal Malignancy / Neoplastic
Leser Trelat Sign 

-Eruptive Seb Ks
-Debatable if true 
paraneoplastic sign 
-50% tumours are AC
-Common tumours GIT (30%) 
breast, lymphoproliferative
-may be associated with 
paraneoplastic acanthosis 
nigricans

Acrokeratosis Paraneoplastica
(Bazex Syndrome) 
-SCC of upper resp tract or GIT 
(especially with + cervical node) 
-starts with LE like violaceous 
erythema & scale of helices, tip of 
nose, hands, feet then becomes 
hyperkeratotic/keratoderma
-may become generalised
-+/- nail dystrophy/paronychia 
-skin changes precede cancer dx

Paraneoplastic Hypertrichosis 
Lanuginosa Acquisita

-increased fine lanugo hair
-starts on face, extends down
-improves if tumour treated
-may be associated with AN, 
tongue papillae hypertrophy, 
altered smell and taste 
-70% cases are woman 
-most have metastatic poor 
prognosis at presentation 
-CRC > lung >breast in women 
-lung > CRC in men

Migratory Erythemas

Erythema Gyratum Repens
-mobile concentric “wood grain”
-migrate 1cm per day
-80% associated internal cancer–
lung > oesophagus > breast> GIT

Necrolytic Migratory Erythema 
-painful migratory polycyclic red 
scaly plaques which blister/erode
-anogenital and trunk predilection 
-glucagon-secreting pancreatic 
adenoma (may have diabetes)



Internal Malignancy / Neoplastic
Paraneoplastic Pemphigus

-autoimmune multi-organ 
syndrome a/w usually B cell 
proliferations (HL 42%, CLL 
29%, Castlemans 10%, 
Thymoma 6%, sarcoma 6%)  

-mixture of pemphigus, 
pemphigoid, EM, lichen 
planus changes in the skin (+ 
a mixture of same on histo) 

-usually significant oral/lip 
involvement (and other 
mucosa – nose, throat, 
genitals), can be a/w fatal 
bronchiolitis obliterans

-positive BP antigens (BP 230, 
BP180), pemphigus antigens 
(DSG1, DSG3). Desmoplakin
has a high sensitivity + 
specificity (+ve on IIF on rat 
bladder epithelium) 

Dermatomyositis

-in adults can be paraneoplastic 
(rarely when DM occurs in kids) 

-risk of malignancy is 25-30%

-1/3 had known malignancy 
before DM diagnosis, 1/3 found 
malignancy at time of DM 
diagnosis, 1/3 after DM diagnosis 
(usually in first 6 months) 

-lung cancer in men most likely
-breast and gynae in women 
-CRC in both sexes 
(CA may be population specific 
except ovarian cancer 
disproportionately represented) 

-NXP2  or anti-TIF-1ɣ present in 83% 
with cancer-associated DM 



Haematologic
Primary Systemic Amyloidosis 
-90% cases associated with 
MGUS or multiple myeloma 
improper degradation light 
chains  AL amyloid build up in 
multiple organs + skin 

-purpura, ecchymoses (peri-
oral/orbital), waxy papules,  
scleroderma, macroglossia

-congo red, apple green 
birefringence if polarized 

Scleromyxoedema
-generalised skin mucinosis due to 
increased mucin from MGUS, 
multiple myeloma, plasmacytoma
-80% have IgG paraproteinaemia
-a/w laryngeal, myopathy, AMI, 
dyspnoea can be fatal 

-widespread linear arrays waxy 
firm papules and sclerodermatous
change face, ears, dorsal hands 
-collagen fibres separated by 
mucin + fibrosis on histology

Type 1 Cryoglobulinaemia
-occurs in plasma cell disorders 
with paraproteinaemia
monoclonal antibody (usually 
IgM) in small vessels which 
precipitate in cold  occlusion 

-purpura, skin ulcers, infarcts 
(lower legs, face) cold urticaria, 
raynaud’s, livedo reticularis, 
filiform spicules of follicular ostia 
(nose in particular) 

Necrobiotic Xanthogranuloma
-a paraneoplastic xanthoma, 80% 
associated with MGUS (IgG) or 
multiple myeloma. 20% associated 
with other haem malignancies

-firm nodules, papules or plaques 
in periorbital area with yellow hue 
-often with ulceration, crusting, 
and telangiectasia 

-granulomas, necrobiosis, touton
giant cells on histology 



Haematologic
Pyoderma Gangrenosum
-neutrophilic dermatosis 
-Subtypes (4) - classical ulcerative, bullous, pustular, vegetative 
-20-60% associated with haem malignancy (most likely in bullous varriant) with MGUS, 
Myelodysplastic syndrome,  Acute/Chronic Myeloid leukaemia
-PG in association wth a a myeloproliferative disorder poor prognostic sign 

-Other associations – RA, IBD, Chronic Hepatitis, Granulomatosis with Polyangiitis
(Wegener’s), PAPA, PASH, other neutrophilic dermatoses (Sweet’s, Behcet’s, EED) 

Neutrophilic Eccrine Hidradenitis
-erythematous infiltrated papules and plaques face and palmoplanter skin

-neutrophil infiltrates around eccrine glands 
-90% have underlying haem malignancy (especially AML)
-?related to the drugs given for that malignancy (but 20% precede treatment)

-Other associations: infections (Staph, Serratia, Enterobacter), HIV

Schnitzler’s Syndrome 
-auto-inflammmatory skin disease a/w monoclonal paraproteinaemia (usually IgM)
-if untreated can cause AA amyloidosis   

-recurrent fixed urticarial rash with fever, arthralgia, myalgia, LAD, HSM 
-elevated leucocytosis, ESR and CRP 
-ddx urticaria, urticarial vasculitis, adult onset Still disease, autoinflammatory
-mild cases NSAIDs, HCQ if severe require anti-IL1 (anakinra) or anti-IL-6 (tociluzumab) 



Endocrine
Cutis Verticus Gyrata
-convoluted folds & furrows 
resembling brain sulci/gyrata

-Primary (occurs b/w puberty 
and age 30) may be a/w
neuropsych disorders (CP, 
epilepsy, seizures, eye issues)

-Secondary – acromegaly,  
myxoedema, diabetes , 
eczema, turner syndrome 
CMN, naevi lipomatosis 

Flushing
Systemic causes of flushing: 

Endocrine: Thyrotoxicosis, 
Carcinoid, Menopause, 
Phaeochromocytoma, Carcinoid

Cancers: Renal Cell Carcinoma, 
Medullary carcinoma of Thyroid, 
Pancreatic cell carcinoma 

Other: Mastocytosis, drugs, 
polycythaemia rubra vera

Granuloma Annulare

Systemic disease associations: 

Diabetes, autoimmune 
thyroiditis, hyper-lipidaemia, 
HIV, other granulomatous 
disorders (NLD, Sarcoidosis), 
?malignancy (recent reviews 
suggest unlikely) 

Hyperpigmentation of Addison’s

Deficiency of adrenal hormones 
(cortisol, aldosterone) usually due 
to an autoimmune cause 

-Hyperpigmentation looks like a 
tan, most obvious in sun exposed 
areas but also body folds, pressure 
frictional sites, creases hands/feet, 
nipples, buccal mucosa, genitals 
-Usually patient is unwell looking 



Endocrine
Pretibial Myxoedema
-infiltration of mucin a/w
hyperthyroidism (Grave’s 
disease usually) can be less 
commonly a/w Hashimoto’s 

-TSH-receptor antibodies 
stimulating fibroblasts  mucin

-variants: diffuse non-pitting 
oedema, plaque type, 
nodular type, elephantiasis 

Diabetes Skin Manifestations 

-Cutaneous infections (oral and 
genital candidiasis, intertrigo, 
folliculitis, abscess, erysipelas) 

-Diabetic leg ulcers

-Diabetic Dermopathy

-Diabetic Bullae 

-Acanthosis Nigricans

-Acquired perforating dermatosis 

-Scleredema (of buschke) 

-Necrobiosis Lipoidica

-Granuloma Annulare (especially 
generalised subtype)  

Scleredema
-a/w Diabetes (Buschke 25-
50% cases), infection (Strep or 
other), Paraproteinaemia, 
autoimmune, internal cancer 

-Symmetric involvement back, 
neck, face involved, can be 
generalised (but spares 
hands/feet) non-pitting 
oedema and induration due 
to increase mucin  + collagen

Diabetic Bullae

Diabetic Dermopathy



GIT
Cutaneous Crohn’s Disease 
-May occur at sites adjacent to GIT 
(mouth, anogenital) or distant sites 
(metastatic crohn’s)
-Mouth- cobblestone oedema of 
gingivae, ulcers, OFG
-Perianal – abscess, fissure, fistulae, 
ulceration 

-Reactive –EN, PG (classic, peri-
stomal), Sweet, PAN, LCV, ulcers 
-Associations –EBA, Psoriasis, HS

Coeliac Disease 
-most common cutaneous sign is 
dermatitis herpetiformis

-other cutaneous signs of 
malabsorption may be seen 

-may also have increased 
incidence of other autoimmune 
skin diseases – psoriasis, AA, 
Linear IgA bullous dermatosis, 
vitiligo 

Erythema Nodosum
-cutaneous reactive panniculitis 

-most common triggers: bacterial 
infections, IBD, sarcoidosis 

-other associations: hepatitis, 
medications, CTD (behcet, lupus, RA), 
sweets, pregnancy, malignancy 

Bowel-associated dermatosis-
arthritis syndrome (BADAS) 
-constellation of eruption of 
papules and pustules, flu-like 
symptoms and polyarthralgia
-occurs after bowel bypass 
surgery for obesity and with IBD, 
diverticulitis and appendicitis 

-?due to bacterial overgrowth in 
bowel  immune complex 
deposition. Treat with antibiotics



GIT
Acrodermatitis Enteropathica
-triad of: peri-acral and peri-orificial
dermatitis, diarrhoea, alopecia 
-due to zinc deficiency

-primary (AR, inherited zinc 
transporter defect, SLC39A4) seen 
in babies after weaning
-secondary (breast milk with low 
zinc,  inadequate diet, IBD, 
intestinal bypass surgery, necrolytic
migratory erythema)

Skin features of Liver Disease

Cirrhosis 
Spider angiomas
Palmer erythema 
Terry’s & Muehrcke’s nails 
Jaundice
Pruritus 

Primary Biliary Cirrhosis 
Jaundice
Xanthomas 
Pruritus 

Haemochromatosis 
Hyperpigmentation 
Porphyria Cutanea Tarda

Hep B and Hep C 
LCV, PAN, urticarial vasculitis
Cryoglobuinaemic vasculitis 
Lichen planus, EN, EM 
Necrolytic acral erythema 

Diseases with skin changes and GIT 
bleeding 

Genetic (HHT, Blue rubber bleb 
syndrome, PXE, EDS, PJS, Cowden, 
Muir Torre, Gardner) 

Inflammatory (IBD, Vasculitis) 
Nutritional (Scurvy) 
Neoplastic (Kaposi Sarcoma) 

Terry’s nails

Muehrcke’s nails

Porphyria Cutanea Tarda

Necrolytic Acral Erythema



MSK
Reactive Arthritis (Reiter’s) 
-GIT or GU infection  spondylo-
arthritis, urethritis, conjunctivitis/ 
uveitis, mouth ulcers, circinate
balanitis,  palmoplanter
pustulosis/psoriasis
(keratoderma blenorrhagicum) 
-strongly a/w HLA-B27
-chlamydia, gonorrhoea, yerisinia, 
salmonella, shigella
-co-infection with HIV common 

Skin signs of Rheumatoid Arthritis 
General
Erythema, burning sensation 
Rheumatoid nodules
Interstitial granulomatous dermatitis (IGD) 
& Palisading neutrophilic granulomatous 
dermatitis (PNGD) – ?due to immune 
complex deposits in skin 

Vasculitis
Palpable purpura
Livedo reticularis 
Atrophie blanche
Splinter haemorrhages
Erythema Elevatum Diutinum

Neutrophilic disorders
PG (often atypical)
Rheumatoid neutrophilic dermatosis
(sweet syndrome-like urticaria, dapsone helps, 
prednisolone doesn’t) 

Leg ulcers (often multi-factorial)
Vasculitis
Venous insufficiency 
Lymphoedema
Delayed wound healing 
Neuropathy 

Relapsing Polychondritis
-autoimmune inflammation and 
destruction of cartilage +/-
vasculitis 

-can involve auricular, joint, nasal 
(saddle nose), ocular, resp
tract, heart valves and skin

-a/w RA, SLE, Behcet’s, IBD, GPA

Bywater Lesions

Rheumatoid Nodules

Interstitial Granulomatous 
Dermatitis

Rheumatoid Neutrophilic 
Dermatosis



Renal
Nephrogenic Systemic Fibrosis
-woody, indurated plaques on 
extremities +/- trunk with a 
peau d’orange change, can 
be a/w restricted joints and 
systemic fibrosis (heart, lungs)

-occurs almost exclusively in 
patients with renal failure 
given gadolinium contrast for 
an MRI 

Perforating Dermatoses
-Reactive perforating collagenosis, 
perforating folliculitis, Kyrle disease 
a/w ESRF (especially with diabetes) 

-characterised by altered dermal 
collagen and elastin +/- keratin 
-usually a/w significant pruritus 

-other associations: cirrhosis, heart 
failure, hypothyroidism, lymphoma 

Calciphylaxis
-Mostly a/w chronic kidney 
disease. Other associations –
obesity, diabetes, warfarin, 
female, caucasians

-?due to occlusion of small 
blood vessels due to 
calcification

-ddx necrotizing fasciitis, APLS, 
vasculitis, cryoglobulinaemia

Pseudoporphyria
-resembles porphyria cutanea tarda
clinically but is not due to a 
deficiency in the uroporphyrinogen 
decarboxylase enzyme like PCT 

-seen in ESRF and with drugs 

-blood porphyrins may be high due 
to the decreased renal elimination 
but other porphyrin studies normal 



Respiratory
Dermatomyositis 
-3 main links with resp disease

1. Bronchial carcinoma  DM

2. Myositis can affect larynx, 
pharynx, intercostal muscles  
which can affect breathing 

3. ILD/Bronchiolitis obliterans 
a/w DM (Jo-1, MDA5)– anti-
synthetase syndrome  

ANCA + Vasculitidies
-Granulomatosis with polyangiitis, 
Eosinophilic granulomatosis with 
polyangiitis and Microscopic 
polyangitis are ANCA+ systemic 
vasculitidies with skin and  lung 
involvement +/- other organs 

-Skin lesions include vasculitis, 
purpura, ulcers, subcutaneous 
nodules, PG like changes

Urticarial Vasculitis

-immune complexes causing a 
small vessel vasculitis in 
urticarial vasculitis can cause 
pulmonary involvement 
pleuritic, obstructive lung 
disease 

-more likely with  hypo-
complementaemia (HUVS)

Yellow Nail Syndrome 

-yellow finger and toenails

-a/w lymphoedema (legs usually) 
and lung involvement (pleural 
effusions, bronchiectasis, chronic 
bronchitis and sinus infections) 

-cause unknown ?genetic cause



Cardiac 
Pseudoxanthoma Elasticum

-genetic syndrome (AR, ABCC6 
gene) of yellow papules and 
plaques in intertriginous skin, 
posterior neck and lax skin 

-a/w cardiac effects: HTN, MV 
prolapse,  premature 
atherosclerosis  IHD
-other: GI bleeding, angoid streaks 
in eyes, uterine bleed

Diseases with Skin & Cardiac changes

Congenital 
-Cutis Laxa (aortic aneurysm, RV failure)
-Fabry disease (LV hypertrophy, IHD)
-Incontentia Pigmenti (cardiac 
malformations, pulm HTN)
-Carney Complex (atrial myxomas) 

Inflammatory 
-Neonatal lupus Erythematosus 
-SLE 
-Behcet’s
-Kawasaki’s 
-Rheumatic Fever
-Multicentric Reticulohistiocytosis
-Hypereosinophilic Syndrome 
-Sarcoidosis

Deposition 
-Amyoidosis
-Scleromyxoedema

Infections 
-Lyme disease 

Ehler’s Danlos Syndrome 
-Type IV (Vascular) subtype a/w
arterial dissection (including aorta) 
and a/w uterine rupture, GIT 
bleeding/bowel rupture.
-AD, COL3A1 or COL1A1 
-usually de novo mutation 
-severe bruising, thin translucent 
skin, characteristic face (staring 
eyes, hollow cheeks, thin nose) 

-Type I-III a/w aortic root dilation, 
mitral & tricuspid valve changes 

Cutaneous Myxoma

Erythema Marginatum
(Rheumatic Fever)  

Erythema Migrans
(Lyme Disease)  

Neonatal Lupus



In Summary
 There are MANY dermatologic manifestations of internal disease 
 MANY dermatological conditions have systemic disease associations 

 Some of these conditions will present to and be managed by dermatologists 
and you need to know a lot about them (lectures in themselves!) 

 Some of these conditions are diagnoses you need to recognise and know 
what to investigate for… but are not primarily managed by dermatologists…so 
only need to know the basics (in real life and for the exam)

 Two main ways to think about dermatologic manifestations of internal disease
 Dermatologic disease – know the systemic associations 
 Internal systems / systemic diseases – know the dermatologic manifestations 
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