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CCase 1
M, 22. Cyst on the forehead 
of unknown duration.





Trichoblastic infundibular cyst



Ber-EP4

PHLDA1









A rare cyst, 3 publications, 3 different names…





Trichoblastic infundibular cyst Infundibular cyst with matrical
differentiation

Infundibular cyst with focal 
acantholytic dyskeratosis



CCase 2
F, 70. History of melanoma on the left shoulder. During a follow-up visit a flat lesion on the right thoracal area is noticed and 
excised by shaving under a clinical diagnosis of basal cell carcinoma vs. carcinoma in situ.



Adipophilin





Complete excision

Reticulated acanthoma with sebaceous differentiation



1994





1998



"Histopathologic differential diagnosis of reticulated acanthoma 
with sebaceous differentiation include reticulated seborrheic 
keratosis with sebaceous differentiation, superficial plaque-like 
sebaceous adenoma, viral wart with sebaceous differentiation 
and sebaceous induction."



Reticulated acanthoma with sebaceous differentiation 
vs. seborrheic keratosis with sebaceous differentiation:
* Small basaloid cells in seborrheic keratosis
* Scattering of individual sebocytes in seborrheic 
keratosis rather than clusters at the base of rete 
ridges.
* Ductal sebaceous differentiation rare in seborrheic 
keratosis.
Other differential diagnoses: poroma with sebaceous 
differentiation, verruca vulgaris with sebaceous 
differentiation, nevus sebaceous of Jadassohn, tumor 
of the follicular infundibulum, rarely sebaceoma or 
sebaceous adenoma.



Authors' suggestion based on a single case…







F, 68. Back.

Seborrheic keratosis with sebaceous differentiation



CCase 3
M, 88. History of multiple non-melanoma skin cancers. A lesion on the 
right forehead is excised under a clinical diagnosis of hyperplastic actinic 
keratosis.





CD10CD163

Early atypical fibroxanthoma near carcinoma in situ





"The only case demonstrating positive staining 
for keratin also stained for CD10. It had dual 
features of atypical fibroxanthoma and 
squamous cell carcinoma. However, as the 
majority of atypical fibroxanthoma had no 
adjacent solar keratosis, our data suggest it is 
unlikely that atypical fibroxanthoma is a 
variant of squamous cell carcinoma."





CK



CK CD10

Atypical fibroxanthoma
Distinct entity ("fibrohistiocytic" tumor) ?
Dedifferentiated squamous cell carcinoma ?

A diagnosis of exclusion (r/o mostly SCC, 
melanoma, leiomyosarcoma, angiosarcoma)
CD10 (and vimentin) completely non-
specific (made mostly to have a positive 
staining…)
SCC or not: an academic discussion without 
relevance for the management of patients

My opinion: dedifferentiated SCC



CCase 4
F, 94. Skin tumor on the left temporal region of unknown duration.





Mucinous basal cell carcinoma



Mucinous BCC

Mucinous carcinoma





CCase 5
M, 77. Red-livid lesion 
on the right leg of 
unknown duration.







CK

Dermatofibroma
with basaloid induction and amyloid K deposition



Basal cell carcinoma Squamous cell carcinoma Seborrheic keratosis





CCase 6
F, 83. According to the patient 
pigmented lesion on the right labium 
for approximately 6 months.







Dowling-Degos disease
HPV-PCR: negative



Features supporting the diagnosis of Dowling-Degos disease:
Pigmentation not restricted to the main area, with small spots around it.
Histopathological features.

Features militating against the diagnosis of Dowling-Degos disease:
Age of onset (if history correct...).
Unilateral distribution with "patchy" pigmentation.





CCase 7 
F, 89. Sent by a private dermatologist 
for evaluation of hemorrhagic, partly 
erosive lesions on the left lower leg 
and foot (unknown duration).
Admitted as in-patient and started on 
oral prednisone under a clinical 
diagnosis of bullous pemphigoid.







Angiosarcoma
D2-40

ERG

Ki-67



Erysipelas Angiosarcoma Bullous pemphigoid Herpes zoster DLBCL, leg-type



CCase 8
F, 71. Hemorrhagic skin lesion on 
the right arm for one month, not 
improving with compression; 
according to the patient similar 
hemorrhagic lesions also 1 year 
previously.
History of breast carcinoma 21 
years before presentation.







Ki-67 ERG c-myc

Angiosarcoma



CCase 9
M, 48. History of AML (myelodysplasia-
associated; 1st diagnosis 6 months 
previously). Allogeneic stem cell Tx (day 
+53).
Itchy skin lesions for 7 days.







GVHD
& infiltrate of AML







M, 67.
History of nodal FCL (1999) with progression (2003), 
treated with R-CHOP. MDS (2014), evolution into 
AML (2015). Best supportive care.
Herpes zoster cervico-thoracal dx (2015).
No improvement under anti-viral treatment (lesions 
become more infiltrated).

MPO



• In contrast to B-CLL, skin infiltrates of myelogeneous 
leukemia are seen uncommonly at the site of skin 
inflammation

• Relationship between Sweet syndrome (particularly 
"histiocytoid" Sweet syndrome) and myeloid leukemia likely; 
specific cells demonstrated in a number of cases

• In some cases, Sweet syndrome-like infiltrates may represent 
a mimicker rather than a colonization of genuine Sweet 
syndrome by leukemic cells

AML & other skin disorders



Case 10
F, 54. History of AML with NPM1 mutation 18 months 
before presentation; allogeneic stem cell transplantation 
(day +43).

Suspicion of cutaneous and gastrointestinal GVHD (grade 
1); skin lesions present for approximately 2 weeks.







SDRIFE
(& GVHD)



GVHD, LE-like GVHD, erythema multiforme-like GVHD & SDRIFE



CCase 11

M, 39. Tattoo done >10 years previously. According to the patient partly 
crusted lesions for the last months, arising in areas tattooed with red color.





Biopsy #1





Biopsy #2





Necrotizing granulomatous 
reaction to tattoo pigment

PCR for TBC and MOTT: negative



CCase 12
M, 61. Several, irregular papulo-
nodular lesions arising within a large 
tattoo on the left shoulder.
(Consultation Prof. C. Massone, Genova)





Kappa

Lambda



Kappa Lambda

Cutaneous marginal zone 
lymphoproliferative disorder 

associated to tattoo



Reactions to tattoo pigment vs. chance associations
EARLY
• Acute inflammatory reaction after injection of tattoo 

pigment(s); rarely anaphylactic shock (may be delayed!)
• Koebnerization of dermatoses (e.g., psoriasis, lichen planus)
• Infections, rarely progressing to gangrene, sepsis
LATE
• Hypersensitivity reactions including allergic contact dermatitis
• Photo-aggravated reactions
• Granulomatous reactions, including sarcoidosis
• Lichenoid reactions
• Pseudolymphomatous reactions, marginal zone "lymphoma"
• Pseudoepitheliomatous epithelial hyperplasia, 

keratoacanthoma, squamous cell carcinoma
• Hypertrophic scars & keloids
OTHERS
• Swelling and burning after magnetic resonance imaging
• Reactions to tattoo removal (several types)

• Any skin disease can occur by 
chance at the site of a tattoo, 
without a pathogenetic link

• Melanocytic tumors located 
within a tattoo should be judged 
with caution (a professional 
tattoo will never be done on a 
preexisting mole, but pigment 
injected in the surrounding skin 
may "leak" into the mole)

• Many tumors reported as 
"caused" by tattoos are 
probably only chance 
associations



Sarcoidosis Pseudolymphoma Lichenoid reaction
Necrotizing non-sarcoidal 

granuloma



We found that tattooed individuals had a 21% 
higher risk of overall malignant lymphoma 
compared with non-tattooed individuals, and 
that the association was strongest for diffuse 
large B-cell lymphoma and follicular 
lymphoma.



Cohort study of 2,367 randomly selected twins and a case-
control study of 316 twins born in the period 1960–1996. 
Cancer diagnoses retrieved from the Danish Cancer Registry 
and tattoo ink exposure from the Danish Twin Tattoo survey 
from 2021. 
Individual-level analysis resulted in a hazard of skin cancer (of 
any type except basal cell carcinoma) that was 1.62 times 
higher among tattooed individuals (95% CI: 1.08–2.41). Twin-
matched analysis of 14 twin pairs discordant for tattoo ink 
exposure and skin cancer showed HR = 1.33 (95% CI: 0.46–
3.84). For skin cancer and lymphoma, increased hazards were 
found for tattoos larger than the palm of a hand: HR = 2.37 
(95% CI: 1.11–5.06) and HR = 2.73 (95% CI: 1.33–5.60), 
respectively. In the cohort study design, individual-level 
analysis resulted in a hazard ratio of 3.91 (95% CI: 1.42–10.8) 
for skin cancer and 2.83 (95% CI: 1.30–6.16) for basal cell 
carcinoma.





CCase 13
F, 36. According to the patient skin 
lesions for approximately 2 weeks. A 
private dermatologist suspected LE or 
atopic dermatitis (ANA 1:80; IgE 256+). 







Impetigo
St. aureus+; DIF & IIF: negative



Impetigo Impetiginized atopic dermatitis



CCase 14

F, 52. According to the patient rapidly 
growing lesion on the left ankle for a 
few days.







My initial diagnosis:
Bullous arthropod bite reaction 

with intraluminal thrombi



Upon suggestion by Isabella Fried



Revised diagnosis:
Bullous tinea corporis

with eosinophils and intraluminal thrombi
PCR: M. canis



CCase 15

F, 42. According to the patient 
rapidly growing, painful  lesion 
on the left lower leg for 1 week.







Necrotic arthropod bite 
reaction with intraluminal 

thrombi



Vascular occlusive diseases

MORE COMMON
• Arthropod bite reactions
• Atrophie blanche (livedo vasculitis)
• Antiphospholipid syndrome
• Protein C and S deficiency
• Covid-19 / Covid-19 vaccination
• Cryoglobulinemia
• DIC / Purpura fulminans
• Cholesterol emboli
• Sneddon's syndrome

LESS COMMON
• Warfarin necrosis
• Embolia cutis medicamentosa
• Prothrombin gene mutations
• Thrombotic thrombocytopenic 

purpura
• Thrombocythemia
• Factor V Leiden mutations
• CADASIL
• Levamisole adulterated cocaine
• Others



CCase 16
M, 63. A few days after an upper 
respiratory tract infection onset of 
generalized papulo-vesicular lesions, 
becoming confluent and hemorrhagic on 
the hands. 
No fever, no systemic symptoms.







Reported as "hypersensitivity reaction"



2 months later



New biopsy





Onset of disease 2 months later

DDIF:: linear deposition of IgG and C3 
with"n-serrated" pattern along the 
dermoepidermal junction

IIF:: 
BP180 69+ U/mL (0-14) 
BP230 57+ U/mL (0-8) 

Bullous pemphigoid



Bullous pemphigoid on the hands and feet



CCase 17
M, 90. According to the patient 
asymptomatic skin lesion on the 
left temple for 14 days. Sent by a 
private dermatologist because of 
suspicion of basal cell carcinoma.







Herpes zoster
PCR+ for VZV



Necrotic follicles and/or follicle-related structures Necrotic "ballonized" keratinocytes

Necrosis with a meaning



CCase 18
M, 50. History of psoriasis for 26 years 
(at present managed with guselkumab).
According to the patient 
hyperpigmentation, particularly on the 
trunk, "for some years".







Acanthosis nigricans 
(obesity-associated –

"pseudoacanthosis nigricans")





Involvement of lips and oral mucosa is a clue to paraneoplastic acanthosis nigricans



CCase 19

M, 61. According to the patient perianal 
"eczema" for 4 years; a private dermatologist 
found several "fungi"; no improvement after 
2 weeks of systemic antimycotic treatment.







Porokeratosis ptychotropica 
& chronic eczema





CCase 20
F, 45. Asymptomatic skin lesions mostly on the upper trunk and 
axillary and antecubital folds present for 1 year. No involvement of 
the face. Previous diagnosis of "Darier disease".
(Consultation of Dr. Berta Ferrer, Barcelona. Clinical pictures courtesy of Dr. Ferrer).







Porokeratotic eccrine ostial & dermal duct nevus



The clinical presentation is not consistent with 
porokeratosis ptychotropica, a histopathological 
differential diagnosis.
Not true cornoid lamellae (no absence of granular layer 
and no dyskeratotic cells in the epidermis); parakeratotic 
columns over eccrine ducts.

Parakeratotic column & hyperplastic epidermis with 
invagination & abscence of granular layer &
dysmaturation: vacuolated, larger keratocytes with 
pyknotic nuclei, dyskeratotic cells & variable lymphoid
infiltrate, interface dermatitis possible 
(Dieter Metze, Summer Academy of Dermatopathology 2024)

Porokeratosis ptychotropica



CCase 21
F, 18. 1st diagnosis of systemic 
lupus erythematosus at the age of 
15 (at presentation managed with 
cyclosporine A and methotrexate). 
Atrophie blanche-like lesions on 
both hands.
ANA 1:80; dsDNA >15; U1 RNP 
>240; RNP70 170; Ro 10,1.







Chilblain lupus erythematosus
Degos' disease-like



+3 years



+3 years +4 years +21 years



+21 years

New crop of lesions for the last 2 weeks (according to 
the patient previously no skin lesions).

History of renal, myocardial and lung involvement; 
osteopenia and aseptic bone necrosis; IgA deficiency.

Previously managed with systemic steroids, cyclosporin 
A, methotrexate, cyclophosphamide, rituximab, 
azathioprine, dapsone, mepacrine, prostacyclin, 
belimumab; 7 years before last observation bone 
marrow transplantation. 

ANA 1:1280; U1RNP 12+; smD(p)-S 16+





"In short, we do not conceive of Degos’ 
disease as a specific disease, but as a 
distinctive pattern expressive of different 
pathologic processes, chief among them 
lupus erythematosus. Patients with skin 
lesions typical of Degos’ disease should be 
assessed for evidences of lupus 
erythematosus and other collagen vascular 
diseases, and for the presence of 
antiphospholipid antibodies. It is likely that 
many patients thought to have Degos’ 
disease will prove to have lupus 
erythematosus."



CCase 22
F, 85. Generalized, itchy lesions for some 
months; worsening in the last days.







CD123







Lupus erythematosus ("Rowell syndrome")
ANA: 1:5120

Ro-abs.: >240; Ro52 abs: >240; Ro60 abs.: >282



"At the margins of the vesicle the uninvolved epidermis 
showed infiltration by degenerate leukocytes, aand in 
other areas the whole thickness of the epidermis was 
necrotic."



CCase 23
F, 66. History of IgA lambda multiple myeloma (1st 
diagnosis 1 month before presentation) managed with 
daratumumab (1st cycle).
Recent onset of generalized skin lesions (exact timing 
unknown). Positive Nikolsky sign. Severe leukopenia.











AGEP/TEN "overlap"



Slow improvement (residual skin lesions still present 23 days after presentation; more in keeping with TEN); No atypical target 
lesions (more in keeping with AGEP); Epidermal exfoliation focally on the shoulder but more pronounced on the back (more in 
keeping with TEN); No involvement of mucosal surfaces (more in keeping with AGEP); Leukopenia (more in keeping with TEN); 
Two biopsies (overlapping features AGEP/TEN).



F, 77 
Reduced general conditions. Onset of 
skin lesions 5 days after intake of 
amoxicillin for eradication of 
Helicobacter pylori. Leukocytosis 
(>37.000), mild anemia. 

Culture negative. Acute renal 
insufficiency, hypocalcemia 
hyperkalemia.

A biopsy is taken.



AGEP / TEN "overlap"
Resolved within a few days under systemic 

steroids (50 mg prednisolone)



1st presentation 8 days later

Course relatively short (more in keeping with AGEP); Atypical target lesions (more in keeping with TEN); Pronounced epidermal 
exfoliation (more in keeping with TEN); No involvement of mucosal surfaces (more in keeping with AGEP); High white cell count 
(more in keeping with AGEP); Two biopsies (one consistent with AGEP, the other with TEN).



It is possible for AGEP to simulate TEN, although these 
cases are rare. Acute generalized exanthematous
pustulosis can display both clinical and histologic 
features of TEN. (...) It is important for dermatologists 
to be aware that, unlike TEN, most cases of AGEP have 
an excellent prognosis once treatment with the 
precipitating agent is discontinued.

We reviewed the literature on cases reported as 
AGEP with SJS/TEN-like features or cases reported 
as overlap of AGEP and SJS/TEN. Notwithstanding 
several claims, convincing cases of true AGEP–
SJS/TEN overlap, defined as cases simultaneously 
or sequentially qualifying in full for both diagnoses, 
were not found in the English literature.





CCase 24
M, 63. According to the patient 
recurrent skin lesions on the right 
leg for approximately 10 years 
(3x/year), accompanied by fever, 
diarrhea and malaise. 







Recurrent erysipelas



M, 35 with recurrent episodes of itching skin rash over the 
buttocks accompanied by fever ( 40 °C), general malaise, 
back pain and bilateral inguinal lymphadenopathy. The 
attacks had occurred 3-4 times/year for the last eight years. 
DNA analysis revealed a missense mutation in the NLRP3 
gene (Leu677Pro) (mutations in the NLRP3 gene are linked 
with cryopyrin-associated periodic syndrome – CAPS).
Reassessment of the medical history raised the suspicion of 
recurrent erysipelas of the buttocks. Culture of the 
perineum yielded group C haemolytic streptococci. The 
patient received eradication treatment with 10 days of 
clindamycin (600 mg three times a day). In the three years 
following, no new episodes of fever or skin lesions 
occurred. 

502 patients with erysipelas (357 single episode; 145 
recurrent erysipelas).
Erysipelas in the lower limbs had the greatest propensity of 
recurrence. Lymphedema was the most prominent risk 
factor for recurrence.





CCase 25
M, 65. According to the patient slightly itchy and 
burning skin lesions on the back for 1 week. 
Five days previously painful hemorrhoids and 
shiver (managed with NSAID and oral antibiotics).







Erysipelas 
(Leukocytes: 10.300; CRP: 27,6)



Erysipelas on the trunk



CCase 26
M, 50. According to the patient skin lesions on both 
lower extremities for 3 weeks. Visited the GP 2 days 
before presentation (prescribed doxycycline 
200mg/d). Leukocytes: 19.46; CRP: 38.9.
Admitted as in-patient.







Erysipelas & leukocytoclastic vasculitis



CCase 27 

F, 6. According to the parents progressively enlarging 
skin lesions for approximately 8 months.







Morphea 
(segmental)



1st presentation (age 6) Age 7 Age 9 Age 16 Age 20

Managed over the years with systemic steroids, mycophenolate mofetil, UVA-1, ceftriaxone i.v., cyclosporin A, methotrexate.



CCase 28
M, 77
History of melanoma of the left upper arm 4 years 
before presentation (managed with surgical excision and 
local radiotherapy).
Erythematous, partly erosive lesions on the irradiated 
area.
A biopsy is taken under the suspect clinical diagnosis of 
angiosarcoma.







Chronic radiation dermatitis
(post-radiation morphea?)



Previous melanoma



Chronic radiation dermatitis

Latency: >90 days after irradiation (up to 
several years)
Poikilodermatic, sclerotic lesions

Post-radiation angiosarcoma

Latency: 2 - >50 yrs. (median: ~7 yrs.)
Hemorrhagic, non-indurated lesions



2013 Oct 4. doi: 10.1097/DAD.0b013e3181cb3fdd. 
Online ahead of print. 



Can late stages of chronic radiation dermatitis be distinguished 
histopathologically from late stages of post-radiation morphea?



Chronic radiation dermatitis



CCase 29

F, 23. According to the patient itchy 
skin lesions for 5 days. 

A biopsy is taken under the clinical 
diagnosis of multilocular erythema 
migrans.







Urticaria



1st presentation 2 days later





CCase 30
F, 29. Overnight onset of itchy skin lesions. 
A few days before gastrointestinal pain; no 
diarrhea, no fever. Several drugs taken 
during the last days because of the 
gastrointestinal symptoms 
(butylscopolamine, dexibuprofen, 
metamizole, paracetamol, sucralfat, 
pantoprazole).







Urticaria



Urticaria
• A cutaneous reaction pattern and not a specific disease
• Acute (usually never biopsied), chronic (persisting >6 weeks) (may be biopsied)
• Related to different triggers (e.g., infections, drugs); in many cases "idiopathic"
• "Urticarial" dermatoses may be observed in many contexts including among 

others autoinflammatory syndromes, rheumatological disorders, autoimmune 
diseases

• Histopathological features often referred to as "invisible dermatosis"; slight 
edema, sparse perivascular infiltrates of lymphocytes admixed with some 
eosinophils; in my experience variable numbers of neutrophils not uncommon

• "Neutrophilic urticaria" usually refers to cases with moderately dense infiltrates 
with prominent neutrophils but without signs of vasculitis

• "Urticaria vasculitis" usually refers to cases with urticarial lesions clinically, 
which histopathologically show signs of vasculitis



CCase 31
F, 54. According to the patient solitary, asymptomatic lesion on the left buttock for approximately 1 year.
A recent biopsy was interpreted as "psoriasiform-lichenoid dermatitis, suspicious for mycosis fungoides".
The biopsy is re-evaluated.





CD3



Atypical lymphoid proliferation
suspect of mycosis fungoides; follow-up advisable

CD3

CD8CD4



CD3

CD8CD4

FFeaturess supportingg aa diagnosiss off psoriasis
Scaly erythematous plaque; epidermal hyperplasia.
FFeaturess militatingg againstt aa diagnosiss off psoriasis
Solitary lesion; band-like lymphoid infiltrate with prominent epidermotropism.

FFeaturess supportingg aa diagnosiss off mycosiss fungoides
Prominent epidermotropism; dense band-like lymphoid infiltrate.
FFeaturess militatingg againstt aa diagnosiss off mycosiss fungoides
Solitary lesion; mixture of CD4+ and CD8+ intraepidermal lymphocytes.

FFeaturess militatingg againstt aa diagnosiss off eczematouss dermatitis
Solitary, sharply circumscribed lesion; absence of spongiosis.



15 months later (local steroids only); new biopsy

CD3

CD4

CD8



Further 15 months later; new biopsy



CD5 CD4 CD8



1st presentation 2,5 years later



1st presentation

2,5 years later Featuress supportingg aa diagnosiss off psoriasis
Scaly erythematous plaque; epidermal hyperplasia.
Featuress militatingg againstt aa diagnosiss off psoriasis
Solitary lesion at presentation; no response to local steroids; no new lesions after 2,5 years;  band-like 
lymphoid infiltrate with prominent epidermotropism in 3 biopsies.

Featuress supportingg aa diagnosiss off mycosiss fungoides
No response to local steroids; slow growth; persistent lesion over a period of 2,5 years; dense band-like 
lymphoid infiltrate with prominent epidermotropism in 3 biopsies.
Featuress militatingg againstt aa diagnosiss off mycosiss fungoides
Solitary lesion; mixture of CD4+ and CD8+ intraepidermal lymphocytes.

Featuress militatingg againstt aa diagnosiss off eczematouss dermatitis
Solitary, sharply circumscribed lesion not responding to local steroids and growing slowly over a period of 
2,5 years; absence of spongiosis.

Superficial pseudolymphoma…
…but keep following up the patient…









Superficial pseudolymphoma







Superficial pseudolymphoma



A&W (83)
A&W (176)
A&W (194)
A&W (258)
LFU
A&W (27)
A&W (196)
D- (30)
A&W (239)
A&W (48)
A&W (35)

A&W (167)

A&W (176)

A&W (118)

A&W (184)
A&W (207)

Developed new lesions

Developed new lesions & LyP

San Francisco







MM, 46
According to the patient solitary, 
slowly growing lesion on the right 
buttock for >10 years.
A biopsy is taken.



Mycosis fungoides
(solitary with large cell transformation)



• Most cases of pagetoid reticulosis (truly solitary or restricted 
to a small area)

• Very rare cases of "conventional" mycosis fungoides
• Not in genital skin (MF-like lichen sclerosus, MF-like balanitis 

or vulvitis)
• Not on the nipple (MF-like nevoid hyperkeratosis) 
• Not on palms or soles (MF-like psoriasis)
• Not hypopigmented (MF-like vitiligo)
• Solitary mycosis fungoides is a diagnosis of exclusion – and it 

may still be wrong…

Solitary mycosis fungoides



CCase 32
M, 64. Sometimes itchy lesion on the left thigh, for 2 years; the 
patient noticed also keratotic lesions on the left wrist and back of 
the knees, and an alopecic area on the abdomen.









Adnexotropic mycosis fungoides



CCase 33
M, 56. Sent by a private dermatologist for "exacerbation of a chronic folliculitis" present for 12 years and 
diagnosed at onset of the disease as keratosis pilaris. According to the patient erosions on the left wrist for 
the last 8 days.





CD3Biopsy #1 (left wrist)



CD3Biopsy #2 (left leg)



CD3Biopsy #3 (left thigh)



CD3Biopsy #4 (right thigh)



Adnexotropic (pilotropic & syringotropic) mycosis fungoides



CCase 34
F, 37. According to the patient painful, 
reddish papules on the right elbow for a 
few weeks.



Pseudolymphomatous
molluscum 

contagiosum





CCase 35 

M, 48. According to the patient skin 
lesions for >1 year. A previous biopsy was 
diagnosed as mycosis fungoides. 
Managed for 2 months with UVB 311nm.







Early 
mycosis fungoides

1st biopsy taken one year earlier (no clinical pictures)



new biopsy #1



new biopsy #2



2 years later (2 new biopsies taken)



CD3CD3



1 more year later (1 new biopsy taken)



CD3



1st presentation 3 years later

A total of 5 biopsies showing neither a band-like 
infiltrate nor Darier's nests, the only diagnostic 
criterion being represented by the presence of 
disproportionate epidermotropism.



CCase 36
M, 61. 6-year history of adnexotropic mycosis fungoides. Onset of new pustular lesions.





CD3



6 years previously



CD3



2 months later 8 months later



17 months later (gel PUVA) 20 months later



42 months later





62 months later



72 months later

CD3



Adnexotropic mycosis fungoides
with pustules ("pustular MF"), starting with a solitary lesion



CCase 37
M, 79. History of non-melanoma skin 
cancers. According to the patient "new" 
lesion on the right back (not mentioned 
in the chart 16 months previously).







CD3

Seborrheic keratosis with 
pseudolymphomatous infiltrate



CCase 38
F, 62. According to the patient itchy lesions 
in the sub- and inframammary region for a 
few days. In the same area "warty" lesions 
present already for a "long time".







CD3 CD30

Seborrheic keratosis with 
pseudolymphomatous infiltrate



Clinically, inflammation restricted 
to the seborrheic keratoses

Histopathologically, inflammatory 
infiltrate restricted to the area of 
hyperplastic epidermis



CCase 39
M, 50. According to the patient slightly itchy perianal lesions 
for 2 months. No improvement with local steroids.







TP

Syphilis
1st infection serologically in 2021, managed only 2 
years later with one injection of benzathine 
benzylpenicillin (insufficient therapy). VDLR increase in 
the last 5 months (sign of a second, recent infection).



CCase 40
M, 69. The patient noticed a pigmentation on the right sole 1 month before presentation.





PRAME



Acral melanoma



4 months laterAt time of surgery



17 months after surgery



PRAMEMelan-A

Persistent acral melanoma



Bastian B, et al. Cancer Res 2000;60:1968-1973



"These field cells provide a plausible explanation
for the tendency of certain melanoma types to
recur locally despite apparently having
undergone complete excision."



Persistence of acral melanoma:

Around the scar: From field cells (up to >6 mm. 
from main tumor)
Within the scar: From neoplastic melanocytes 
growing along the eccrine ducts ?

Melan-A


