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Verrucous nodules on the ankle
The scaly nodules appeared over the staple sites of a 

previous surgery. But did one have anything to do 

with the other? 
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A 56-year-old woman came into
 our medical center complaining 
 of multiple pruritic, slowly 

growing scaly nodules over her right 
ankle (FIGURE 1A AND 1B). She indicated 
that the lesions started as small pink 
“bumps” at the staple sites of an open 
reduction and internal fi xation surgery 
of her talus that she’d had 8 years ago. 

There were no lesions elsewhere on her 
body and her past medical history was 
otherwise unremarkable. 

❚  What is your diagnosis?

❚  How would you manage 
this condition?
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FIGURE 1

The 56-year-old patient had multiple verrucous nodules on her right ankle. They appeared on the staple sites of an open reduction and internal 

fi xation surgery of her talus.

Multiple pruritic, scaly nodules
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The diagnosis 
of hypertrophic 
lichen planus is 
usually 
straightforward 
when there are 
surrounding 
classic lichen 
planus lesions. 
Our patient had no 
such surrounding 
lesions.

FAST TRACK

❚  Diagnosis: Hypertrophic 
lichen planus 

Hypertrophic lichen planus (HLP), a vari-
ant of lichen planus (LP), is a lesion that 
is usually found on the distal extremities. 
HLP plaques evolve from initial charac-
teristic LP lesions (purple, planar, prurit-
ic, polygonal papules or plaque) to form 
reddish-brown to violaceous, hyper-
trophic, verrucous round-to-elongated 
plaques. Primary lesions may be spread 
by scratching or other trauma and often 
develop dark brown hyperpigmentation 
over several years. Like other variants of 
LP, HLP most commonly affects adults 
30 to 60 years of age, with a slight female 
predominance.1 

HLP may be idiopathic, drug induced, 
or associated with a systemic disease. Al-
though many drugs have been linked to 
this lesion, the most commonly reported 
medications are gold salts, beta-blockers, 
antimalarials, thiazides, furosemide, and 
penicillamines. If your patient has HLP 
and is taking one of these medications, 
you should consider discontinuing the 
medication.1 As with other forms of LP, 
HLP has been associated with hepatitis 
C. Consider transaminases and a hepati-
tis panel for all patients with HLP. Other 
HLP-associated conditions include ve-
nous insuffi ciency, herpes simplex virus, 
and varicella-zoster virus.1

When the history 

confuses the diagnosis

When there are surrounding classic LP 
lesions, the diagnosis of HLP is fairly 
straightforward. However, when the pa-
tient has a history of surgery or trauma 
preceding the lesions and no surround-
ing classic LP lesions, the diagnosis may 
be less clear-cut. In such cases, the differ-
ential diagnosis includes lichen simplex 
chronicus, mycetoma, chromoblastomy-
cosis, and squamous cell carcinoma. 

Lichen simplex chronicus can be dis-
tinguished from HLP by reviewing the 
patient’s history. Patients who describe 
habitual rubbing or scratching of the 
area are likely to have lichen simplex 

chronicus. On exam, lichen simplex 
chronicus lesions are slightly erythema-
tous, scaly, well-demarcated, and fi rm. 
There are rough plaques with exagger-
ated skin lines (lichenifi cation) rather 
than the verrucous surface typically 
seen with HLP lesions. Wickham’s stri-
ae (seen in LP) are not seen with lichen 
simplex chronicus, and the lesions are 
localized only to easily reached areas.2 

Mycetoma is a tumor-like lesion 
produced by a fungus (eumycetoma) or 
bacteria (actinomycetoma), typically en-
countered in arid areas rather than humid 
environments.3 These chronic, localized, 
nonpainful subcutaneous nodules devel-
op on the foot and lower extremity after 
traumatic inoculation with the bacteria 
or fungus. Mycetomas persist for many 
years and classically present with a triad 
of tumefaction, draining sinus tracts, and 
“sulfur grains” that distinguish it from 
the dry, hyperkeratotic lesions of HLP. 
Diagnosis requires biopsy for histologic 
examination and both fungal and bacte-
rial culture in order to choose the appro-
priate therapy. 

Chromoblastomycosis is a deep fun-
gal infection most commonly caused by 
the pigmented fungus Phialophora ver-
rucosa found in tropical climates.4 The 
fungi enter the skin of the lower extrem-
ity after minor trauma, resulting in a 
gradually expanding verrucous nodule 
or plaque. The nodular variant is often 
pedunculated with classic pigmented 
caulifl ower-like fl orets. While the nodu-
lar variant is localized, the plaque variant 
may spread laterally, possibly metasta-
sizing through lymphatic channels with 
a concomitant bacterial infection. There 
is also a characteristic unpleasant odor 
with lymph stasis. 

On potassium hydroxide (KOH) 
mounts or histologic examination, the 
thick-walled cells (muriform bodies) of 
chromoblastomycosis are diagnostic. Pa-
tients with chromoblastomycosis have 
seen response rates >60% with 10 to 24 
months of daily itraconazole (200 mg) 
therapy.5 

428_JFP0809   428428_JFP0809   428 7/17/09   11:07:30 AM7/17/09   11:07:30 AM



Verrucous nodules on the ankle

 VOL 58, NO 8 / AUGUST 2009 429www.jfponline.com

You’ve enjoyed reading Photo Rounds—and testing your diagnostic 
skills—each month. Now you can take the challenge every week with 
Photo Rounds Friday.

     Test your diagnostic skills every Friday @     Test your diagnostic skills every Friday @ 
www.jfponline.comwww.jfponline.com

Each Friday, we'll post a new photo with a brief description and challenge 
you to make the diagnosis. Check it out at www.jfponline.com.

 
NEW

Squamous cell carcinoma (SCC) is 
the second most common skin cancer 
and affects more than 250,000 Ameri-
cans each year. While associated with 
sun exposure, it has also been linked 
to ionizing radiation, arsenic, human 
papilloma virus, cigarette smoking, and 
chronic nonhealing wounds and scars 
such as Marjolin’s ulcer.1 

Marjolin’s ulcer usually appears as 
a triad of nodule formation, indura-
tion, and ulceration at a scar site and 
thus may be confused with HLP. It is 
more common than sun-induced SCC 
in Asian and dark-skinned individu-
als.6 Marjolin’s ulcer will usually pres-
ent in the fi fth decade, years after the 
initial insult. Diagnosis is supported 
by the clinical appearance and history 
of a preceding scar at the site. Marjo-
lin’s ulcer has a higher rate of recur-
rence and metastasis than other forms 
of SCC, and thus should be treated 
aggressively.7,8 

A biopsy may be needed

A drop of immersion oil can confi rm 
your HLP suspicions by revealing the 
white, lacy reticular network of Wick-
ham’s striae.1 Other clinical clues to the 
diagnosis of LP or one of its variants in-
clude a white reticular, erythematous, or 
ulcerative appearance on the buccal mu-
cosa in addition to a dorsal pterygium 
and/or diffuse pitting on the nails. 

A deep shave or punch biopsy may 
be necessary, however, when the clinical 
diagnosis is unclear. Histological fi nd-
ings demonstrate focal hyperorthokera-
tosis, saw-toothed rete ridges, vacuolar 
change at the basal layer, and a band-
like lymphocytic infi ltrate.

Corticosteroids are 

the treatment of choice

There have been few large-scale pro-
spective studies exploring the treatment 
of HLP. However, treatment for HLP is 
similar to that of LP and typically begins 
with topical class I or II glucocorticoids 
or intralesional injections of triamcino-
lone. Narrow-band ultraviolet-B (UVB) 
markedly reduces pruritus and fl attens 
plaques, and is considered second-line 
treatment (strength of recommendation 
[SOR]: C).9-11 The retinoid acitretin may 
be effective for severe HLP at oral dos-
ages of 30 mg/d for 8 weeks (SOR: A).12 

Azathioprine and cyclosporine have 
also been used successfully, but risk of 
renal dysfunction, hypertension, and 
increased viral and fungal infections 
make these agents third-line therapies 
(SOR: C).13-15 

A good outcome for our patient

Our patient applied clobetasol ointment 
0.05% to the affected areas twice daily 
until the lesions went away (approxi-
mately 2 months later). ■

FAST TRACK

The patient 
applied clobetasol 
ointment 0.05% 
twice daily until 
the lesions went 
away (about 
2 months later).

C O N T I N U E D
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