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Objectives

• Recognize the most common forms of skin cancer

• Identify common side effects of topical corticosteroid use

• Recognize cutaneous signs of tick borne illnesses found in this area

• Recognize cutaneous signs of loxoscelism

• Recognize cutaneous signs of select food-associated skin/medical 
conditions



Case

• Your patient spent a lot of time in the sun over the past many years

• He shows you a spot on his back he has had for a year

• It is asymptomatic

• It has been slowly enlarging

• Occasionally bleeds without pain



Question:  What is the most likely diagnosis?

A. Squamous cell carcinoma
B. Brown recluse spider 

bite
C. Basal cell carcinoma
D.Inflamed keratinous cyst





Non Melanoma Skin Cancer Risk Factors

• Ultraviolet radiation

• Pale skin, freckles, red hair

• Cigarette smoking

• Arsenic, nitrogen mustard, coal tar, ...

• HPV

• Chronic wounds and inflammatory conditions (discoid lupus)

• Genetic conditions (Muir-Torre)

• Immunosuppression 



Non Melanoma Skin Cancer

• Over 5 million cases, > 3 million people diagnosed each year

• More cases than all other cancers combined

• 1 in 5 Americans will develop over their lifetime



Actinic Keratosis

Pink, scaly papules

Intraepithelial neoplasia
- “pre-cancer”



Actinic Keratosis

Keratin without underlying 
tumor



Actinic keratoses

Treatment:
Liquid nitrogen
5-FU
Photodynamic 
therapy
Imiquimod
Ingenol mebutate



Actinic Cheilitis

Whitish patches on 
lower lip

Risk of progression

Liquid nitrogen, 5-
fluorouracil, laser 
ablation…



Actinic Cheilitis

Squamous 
cell 
carcinoma



Basal Cell Carcinoma

Most common skin 
cancer

Low metastatic 
potential

Highly destructive

Deeply invasive



Basal Cell Carcinoma

Pink
Shiny
Pearly
Telangiectasia



Benign Dermal Nevus

Normal skin tone and 
texture



Basal Cell Carcinoma

Deeply invasive
Destructive



Squamous Cell Carcinoma In-Situ

More pink substance 
(plaque/tumor) than 
Ak

Not defined 
morphologically by 
just keratin

Full thickness 
keratinocyte atypia



Squamous Cell Carcinoma

Red nodules

Tender

Crusted, eroded

Metastatic potential



Squamous Cell Carcinoma

Misdiagnosed as 
cyst occasionally

Beware in elderly

Sun exposed areas



Benign Keratinous Cysts



Squamous Cell Carcinoma

Beware of chronic 
ulcers or “non-
healing” sores



Cutaneous Melanoma

• Risk factors similar to keratinocyte carcinomas

• Family history

• Personal history

• Incidence increasing

• Mortality rates stabilized/decreasing



Melanoma Risk Factors

Lentigos Atypical Nevi and Melanoma

>100 nevi = 10 x risk
>5 atypical nevi = 5 x riskNumerous = 3 x risk



Melanoma

• Asymmetric

• Irregular Borders

• Irregular Color

• Dynamic



Melanoma



Benign Junctional Nevus (Mole)

• Hyperpigmented macules

• Small

• Sharp Borders

• Homogeneous 
pigmentation



Benign Compound Nevus



Malignant Melanoma



Acral Melanoma

Look at feet and hands
Most common location in people with darker skin



Advice from internists/general practitioners during 
routine health care visits helps to reduce sun exposure 



“Isn’t Sun Exposure Good For You?”

theonion.com



Sun Protection

Don’t use spray on 
sunscreens

Apply sunscreen 15-20 
minutes before sun exposure

Reapply every 2 hours and
After swimming/sweating



Spray On Sunscreen (Not My Choice)





No ill 
effects in 
humans

Sunscreen 
use 
reduces 
the risk of 
skin cancer



Use 
Sunscreen



• Zinc oxide and titanium dioxide = GRASE

• PABA and trolamine salicylate = not GRASE

• Additional safety and effectiveness data needed 
Oxybenzone, octinoxate, avobenzone, cinoxate, dioxybenzone, 
ensulizole, homosalate, meradimate, octisalate, octocrylene, 
padimate O, sulisobenzone



Sunscreen: Use Titanium/Zinc

• All major brands make “chemical free”, “mineral”… sunscreen
• Neutrogena, Aveeno, Clinique …

• Blue lizard sensitive



You should recommend 
sunscreen

Sunscreen reduces the risk 
of skin cancer

Use zinc, titanium based 
sunscreen spf 30 or higher

Do not use spray – or be 
careful

No tanning beds



Protect

Avoid



Skin Cancer – Outpatient Considerations

• Recognize clinical presentations

• Treat early for better outcomes (actinic keratosis)

• Prescribe protective measures, safe practices

• Sunscreen is recommended, use zinc/titanium products

• Vitamin D





Case 

This patient spent time at the pool and in the lake, drinking 
alcohol and sunbathing.  He used sunscreen.  About a day 
after this party he noticed an odd, red, linear streak which 
was raised and somewhat blistered. The rash settled down 
after a few days but it turned dark brown and lingered for 
weeks.

Note:  I see about 5 of these after every spring 
break



Case 



Question: Which of the following is the most 
likely culprit?

A. Scotch and soda
B. Rum and cola
C. Tequila with lime
D. Vodka with cranberry



Phytophotodermatitis

■ Furocoumarins in plants + UVA light

■ Redness and blisters a few hours after exposure

■ Intense hyperpigmentation lasts for weeks



Phytophotodermatitis

Lemonade
Limeade
Alcoholic drinks 
with lemon, lime

Also, celery
Grapefruit, parsnip,
Parsley…



Outpatient Consideration

• Linear, vesiculated, acute, pink, itchy rashes are almost always caused 
by external exposures as in allergic contact dermatitis (e.g. poison ivy)

• Choose an appropriate topical corticosteroid



Poison Ivy

Linear
Vesiculated
Intensely pruritic
Choose high potency steroid



Topical Steroids

• High potency - clobetasol
• Acute, severely inflamed skin

• Contact dermatitis, hand dermatitis, bug bites

• Limit use to two weeks

• Medium potency - triamcinalone 0.1%
• Chronic, moderately inflamed skin

• Venous stasis dermatitis, chronic eczema

• Low potency - hydrocortisone 1% or 2.5%
• Chronic use, groin, face, axilla

• Seborrheic dermatitis, intertrigo



Topical Steroid Risks/Side Effects

• Atrophy

• Striae

• Ulceration

• Acne

• Purpura

• Cushing syndrome

• H-P-A axis suppression



Steroid Atrophy



Steroid Ulcer



Steroid Acne

• Stop steroid

• Topical antibiotic
• Clindamycin, 

metronidazole, sulfur

• Systemic antibiotic
• Tetracycline, erythromycin

• Two to three months



Case

• A patient with bug bites did not improve with hydrocortisone.

• She was given triamcinalone to use for two weeks.

• Her condition worsened so she was given fluocinonide (lidex) for 2 
weeks but she continued to worsen, developing widespread pink 
itchy patches everywhere she used the medicine.



Question:  What is the most likely reason this patient is not 
improving?

A. Bug bites worsen with corticosteroids

B. Steroid allergy

C. Steroid is not strong enough

D. Need to give steroid more time to work



Prescribe the steroid of 
correct potency and 
dose.

Verify the diagnosis.

If steroid is “not 
working” or condition 
worsens then consider 
steroid allergy.



Case

• She continued to worsen so she was given a medrol dose pack..

• A few days later she presented with a severe and widespread red 
pruritic rash that covers most of her body.

Question: 
Is it possible that p.o. medrol 
caused worsening of her 
condition?



Steroid Allergy

- 0.2% - 6% of all cases of 
delayed type hypersensitivity

- These 2 identify 91% of cases



-5% (16/325) 
of steroid 
patch test 
positive cases

-Oral/i.v. 
exposure led 
to severe 
widespread 
dermatitis



Corticosteroid Allergy

• Topical

• Contact dermatitis, focal, patchy

• Systemic

• Oral, intravenous, intra-articular, inhaled, nasal

• Some, but not all cases also type 1 hypersensitivity

• Onset 24 hours, peak at 72 hours

• Eczematous 

• Worsening asthma

• Methylprednisolone, prednisone, hydrocortisone, budesonide …

LeBerge et al. Immediate and Delayed Hypersensitivity 
to Systemic Corticosteroids. Dermatitis 
November/December 2012





Case

Ball into woods…



Case

• 45 year old patient

• Rash

• Mild headache, feels fatigued, a bit achy but otherwise healthy

• Removed this tick 6 days prior to rash



Case: Rash



Question: What is the most likely diagnosis?

A.  Lyme disease

B.  Southern Tick Associated Rash Illness (STARI)

C.  Ehrlichiosis

D.  Rocky mountain spotted fever



Southern Tick Associated Rash Illness (STARI)

• Borrelia lonestari

• No serologic test

• Amblyomma americanum (lone star tick)

• Erythema migrans –like rash (looks like Lyme disease rash)

• Mild: headache, malaise, fatigue, nausea

• Symptoms resolve with doxycycline

• No long term complications



Lone Star Tick



Amblyomma americanum



Lone Star Tick - STARI



Ixodes scapularis

Lyme disease
Borrelia burgdorferi



cdc.gov



Lyme Disease



Lyme Disease

Rash does not distinguish STARI 
from Lyme disease



Stari

cdc.gov



Lyme Disease

cdc.gov

In Stari – will see rash but not likely arthralgia, 
neurologic symptoms or long term sequelae



Lyme Disease

Bolognia dermatology text





Outpatient Considerations

• Erythema migrans is seen in both Lyme disease and STARI

• STARI is mild relative to Lyme disease and has no long term sequelae

• Ask about travel history

• Look for ticks and consider tick-borne illnesses

• Treat with doxycycline 



Lyme Disease

Treat STARI because of uncertainty related to Lyme diagnosis
cdc.gov



Case

• You remove this tick from a patient who has no rash, is otherwise 
healthy, ros all negative

• Travelled to high risk area for Lyme dz 

• Tick has been on for about 5 days

• She is worried about Lyme disease and 

wants treatment.



Question: What is the best course of action?

A. Remove tick and observe, there is no need to treat

B. Remove tick and treat with doxycycline 100 mg po bid 3 weeks

C. Remove tick and treat with doxycycline 100 mg po bid 1 week

D. Remove tick and treat with doxycycline 200 mg po x 1



Lyme Prophylaxis

UpToDate.com
Clin Infect Dis. 2006;



Tick Removal

cdc.gov



Case

• 30 year old patient

• Fever, malaise, muscle aches, nausea, abdominal pain…

• Rash began on hands and feet faint pink pinpoint spots that

• Darkened and enlarged over the next few days

• She removed this tick from her body….



Case



Case: Headache, Fever and purple macules on 
feet and hands



Question: What is the most likely diagnosis?

A.  Ehrlichiosis

B.  Babesiosis

C.  STARI

D.  Rocky mountain spotted fever



Rocky Mountain Spotted Fever

Bolognia Dermatology Text



Rocky Mountain Spotted Fever - Early

Rash begins 
(2-4 days 
after onset of 
fever) with 
erythematous 
macules on 
ankles and 
wrists…

onset
3-12 days after 
bite

<50% of cases 
will have early 
rash



Rocky Mountain Spotted Fever
Become 
purpuric 
after 2-4 
days



Rocky Mountain Spotted Fever

90% will 
eventually 
have rash ~ 
5-6 days 
into illness



Rocky Mountain Spotted Fever



Rocky Mountain Spotted Fever



Rocky Mountain Spotted Fever

• Rickettsia rickettsii

• American dog tick (Dermacentor variabilis)

• Erythematous macules (50%) on ankles and wrists ~ 2-4 days after 
onset of fever/headache

• Later (day 5-6), widespread purpuric macules (90%)

• Septic vasculitis: fever, headache, malaise, seizures, renal, pulmonary, 
hepatomegaly

• ~ higher mortality in very young and older patients

• Treatment:  doxycycline



Rocky Mountain Spotted Fever

cdc.gov



Rocky Mountain Spotted Fever

cdc.gov



Rocky Mountain Spotted Fever

cdc.gov



Case – Purpura, Fever and Headache

A college student presented to the emergency room with fever, 
headache, nausea and vomiting.  He was noted to have few pink 
papules and purple non-blanchable macules on his abdomen, arms 
and legs.  He was sent home with the diagnosis of a viral infection 
with associated exanthem.  He was brought back emergently the next 
evening with widespread purpura and hypotension.  He died the next 
day.



Acute Meningococcemia
Purpura with 
dusky
Centers

Trunk 
Lower extremities
Eyelids



Acute Meningococcemia



Acute Meningococcemia

• Neisseria meningitidis (Gram neg. diplococcus)

• Respiratory transmission, 2-10 day incubation

• 50% - 66% develop a petechial eruption (trunk, lower ext., eyelids)
• Later, large purpuric patches and ischemic necrosis

• Bacteremia, sepsis, septic vasculitis
• Fever, meningitis, hypotension, pneumonia, arthritis, pericarditis, myocarditis, 

disseminated intravascular coagulation



Acute Meningococcemia



Inpatient Considerations – RMSF

• Purpura and Fever 
• Ddx includes: meningococcemia, vasculitis, viral hemorrhagic fevers, 

disseminated gonococcal infection…

• Treat early

• Look for acral rash, purpura

• Ask about and look for ticks

• Ask about history of hunting, camping, possible exposures etc.

cdc.gov



Case

A young woman presented to the emergency room with a purple 
papule within a pink patch on her leg.   She also complained  of 
feeling sick with weakness and nausea.  She was admitted to the 
hospital and found to be anemic and in acute renal failure.  She does 
not remember being bitten, but found this in her sweat pants:  





Case:  Feels sick, with pink patch and spider



Choose the best answer:

A. She has systemic loxoscelism

B. She is having a hypersensitivity reaction to a wolf spider bite

C. Anemia is not likely associated with the spider bite

D. She should be sent for surgical consultation immediately



Brown Recluse Spider



Brown Recluse Spider



Lakebestpestcontrol.com





Brown Recluse Spider Bite

Painless bite, then a purple 
papule with surrounding 
erythema 6-12 hours later.



Brown Recluse Spider Bite

Grey-purple
discoloration 
by  48-72 hrs.
portends…



Brown Recluse Spider Bite

Ulceration
Usually ~ 
day 7 post-
bite.



Brown Recluse Spider Bite



Scar From Brown Recluse Spider



Brown Recluse Spider Bite

• Loxosceles reclusa 

• Fiddleback spider

• Closets, attics, under sheets, folded clothing

• Sphingomyelinase D
• Aggregates platelets, generates leukocyte chemoattractants, causes 

erythrocyte lysis

• Full thickness skin necrosis (ulceration) is the most common serious 
reaction



Brown Recluse Spider Bite

• Rarely causes a systemic reaction
• Morbilliform rash, fever, chills, malaise

• Arthralgias, headache, nausea and vomiting

• Acute DIC

• Hemolytic anemia  hemoglobinuria  renal failure

• Usually appears in first 48 hours after bite

• Necrotic bites are frequently secondarily infected

• The majority of bites are clinically inconsequential



Brown Recluse Spider Bite 

• Treatment is mostly supportive

• Rest, ice, elevation

• Aspirin

• Tetanus prophylaxis

• Antibiotics for infected wounds

• Corticosteroid for systemic reaction

• No immediate surgical intervention



Necrotic Loxoscelism?



NOT RECLUSE



Case

• After a recent fishing trip

• Red, hot, swollen arm/hand

• By 36 hours greyish/black

• Large

• Initially extremely painful

• Then, anesthetic



Case



Necrotizing Fasciitis

• Risk factors
• Diabetes mellitus

• Coronary artery disease

• Peripheral vascular disease

• Immunosuppression

• Trauma, (no trauma), iv drug use, surgery, varicella, decubitus ulcers

• Group A Strep., polymicrobial

• 20-60% mortality

• Debridement, IV antibiotics



“Black 
blisters
…”

“…prick from 
fishing 
hook…”





Necrotizing Fasciitis

Red, swollen
Hot, painful
Tender
Then anesthetic

Does not respond to 
po antibiotics

Grey, black, blistering 
by 36 hours

Sick/Toxic



Not a spider bite



Case 

JAAD July 2011



This patient ate at the restaurant with 2 unrelated 
colleagues.  They all ate the same meal and within 30 
minutes they each developed flushing and generalized 
pruritus.  They also complained of a tingling sensation of the 
lips and throat, headache, and nausea. They have no known 
food allergies.

Sanchez-Guerrero, et al  J Allergy Clin Immunology,  Sep 1997

Case 



Case



Question: Which Is The Most Likely Culprit?

A. Portabella mushroom

B. Tuna

C. Chicken

D. Grits

From online menu Cielo



Scombroid Poisoning

■Tuna, mackerel, swordfish, marlin, bonito…
• Mahi mahi, bonito, mackerel…

■Bacterial histidine decarboxylase turns fish histidine into 
histamine

■Elevated histamine in fish and patient
• Allergy testing is negative, tryptase is negative

■Fish histamine levels > 50mg / 100g fish are potentially toxic

■Cooking does not prevent the reaction



Scombroid Poisoning

■ “Sharp”, “metallic”, “peppery” taste to fish

■ Onset 2 minutes to 2 hours after eating

■ Flushing, urticaria, generalized pruritus

■ Headache, dizziness

■ Burning/tingling mouth, lips

■ Nausea, abdominal pain, diarrhea

■ Respiratory distress in severe cases

■ Lasts 8-12 hours

■ Treat with antihistamines



Differential Diagnosis of Scombroid Poisoning

Scombroid fish poisoning Fish allergy Bacterial food poisoning

Nonimmunologic Type I allergy Nonimmunologic

Any age Peak incidence in adulthood         Any age

Predominantly erythema Wheal and flare reaction Predominantly gi symptoms

Type I allergy tests negative Type I allergy tests positive Type I allergy tests negative

Bacterial fish contamination No bacterial contamination           Bacterial fish contamination

Dark-fleshed fish Mostly codfish (parvalbumin)       Any fish

Histamine levels in fish elevated Histamine levels in fish normal     Histamine levels in fish normal

JAAD July 2011





Case 



Case 

A few hours after eating at the other resort restaurant, this 
patient noted some mild abdominal discomfort, bloating and 
flatulence.  He later developed intensely pruritic papules and 
vesicles on the elbows, knees and low back.  





Question: Which Is The Likely Culprit?

A. Turkey

B. Mayonnaise

C. Shrimp

D. Country white toast

From online menu Cielo



Dermatitis Herpetiformis

■ Intensely pruritic 
vesicles/papules

■Gluten

■Diarrhea rare

■ Increased risk of lymphoma

■Thyroid disease

■ IgA anti TTG (ppv = 92%)

■Treatment  
• Gluten free diet
• Dapsone



Dermatitis Herpetiformis

Forearms
Knees
Low back
Posterior neck



Case 



This patient broke out in a bizarre flagellate rash that 
occurred about 2 days after he ate at the hotel restaurant.  
The rash was mildly pruritic but otherwise he was 
asymptomatic.

Case 



Case



Which Ingredient Is The Culprit?

A. Shiitake mushroom

B. Jalapeno jelly

C. Anchovy

D. Chicken

From online menu Cielo



Shiitake Dermatitis (toxicoderma)

Garg, P.  Archives of Dermatology  Sep 2008



Shiitake Mushrooms



Forest Mushroom

www.ozarkforest.com



Bleomycin



Shiitake Mushroom Dermatitis

■1-3 days after eating raw or undercooked mushrooms

■Not an allergy 

■Oral challenge might confirm

■Toxic reaction to lentinan (thermolabile and destroyed by 
cooking)

■Resolution in 1-8 weeks



Case



Case

• This patient returned from vacation

• She mostly hung out at the pool all day, now..

• With itchy/tender bumps

• She is otherwise healthy and ros are all negative



Case



Question:  What is the most likely cause of 
this rash?

A. Bad shellfish

B. Infestation in guest room

C. Hot tub

D. Alcohol



Hot Tub Folliculitis

• 1-4 days after hot tub

• Pseudomonas aeruginosa

• Pink papules/pustules

• Topical/Po antibiotics

• Rarely severe: abscess, bacteremia
• More severe in immunocompromised



Case

After swimming in the lake every day on vacation, your patient 
developed a red itchy rash. She is otherwise healthy and ros are all 
negative.  She did not improve with cephalexin.



Gram Negative Folliculitis





Gram Negative Folliculitis

• History of acne treatment with po antibiotics

• Long courses of po gram positive treatment

• Water 

• E. coli, Klebsiella, Enterobacter…

• Gentamicin topical, benzoyl peroxide

• Po gram negative coverage if necessary



Case

• Rash after swimming in the lake

• Itchy

• Not follicular

• Culture negative



Swimmer’s Itch
Cercarial dermatitis
Occurs in uncovered 
areas around swimwear

Fresh water
Schistosomes in birds, 
mammals drop into 
Snails which release 
cercaria which..

Penetrate the skin of 
humans but 
Do not develop further



Swimmer’s Itch



Seabathers Eruption

Larvae of thimble jellyfish

Occurs under swimwear



Seabathers eruption

Habif text


	Ozarks Dermatology�Inpatient/Outpatient
	Slide2
	Slide3
	Objectives
	Case
	Question:  What is the most likely diagnosis?
	Slide7
	Non Melanoma Skin Cancer Risk Factors
	Non Melanoma Skin Cancer
	Actinic Keratosis
	Actinic Keratosis
	Actinic keratoses
	Actinic Cheilitis
	Actinic Cheilitis
	Basal Cell Carcinoma
	Basal Cell Carcinoma
	Benign Dermal Nevus
	Basal Cell Carcinoma
	Squamous Cell Carcinoma In-Situ
	Squamous Cell Carcinoma
	Squamous Cell Carcinoma
	Benign Keratinous Cysts
	Squamous Cell Carcinoma
	Cutaneous Melanoma
	Melanoma Risk Factors
	Melanoma
	Melanoma
	Benign Junctional Nevus (Mole)
	Benign Compound Nevus
	Malignant Melanoma
	Acral Melanoma
	Slide32
	“Isn’t Sun Exposure Good For You?”
	Sun Protection
	Spray On Sunscreen (Not My Choice)
	Slide36
	Slide37
	Slide38
	Slide39
	Sunscreen: Use Titanium/Zinc
	Slide41
	Slide42
	Skin Cancer – Outpatient Considerations
	Slide44
	Case 
	Case 
	Question: Which of the following is the most likely culprit?
	Phytophotodermatitis
	Phytophotodermatitis
	Outpatient Consideration
	Poison Ivy
	Topical Steroids
	Topical Steroid Risks/Side Effects
	Steroid Atrophy
	Steroid Ulcer
	Steroid Acne
	Case
	Question:  What is the most likely reason this patient is not improving?
	Slide59
	Case
	Steroid Allergy
	Slide62
	Corticosteroid Allergy
	Slide64
	Case
	Case
	Case: Rash
	Question: What is the most likely diagnosis?
	Southern Tick Associated Rash Illness (STARI)
	Lone Star Tick
	Amblyomma americanum
	Lone Star Tick - STARI
	Ixodes scapularis
	Slide74
	Lyme Disease
	Lyme Disease
	Stari
	Lyme Disease
	Lyme Disease
	Slide80
	Outpatient Considerations
	Lyme Disease
	Case
	Question: What is the best course of action?
	Lyme Prophylaxis
	Tick Removal
	Case
	Case
	Case: Headache, Fever and purple macules on feet and hands
	Question: What is the most likely diagnosis?
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever - Early
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever
	Rocky Mountain Spotted Fever
	Case – Purpura, Fever and Headache	
	Acute Meningococcemia
	Acute Meningococcemia
	Acute Meningococcemia
	Acute Meningococcemia
	Inpatient Considerations – RMSF
	Case
	Slide108
	Case:  Feels sick, with pink patch and spider
	Choose the best answer:
	Brown Recluse Spider
	Brown Recluse Spider
	Slide113
	Slide114
	Brown Recluse Spider Bite
	Brown Recluse Spider Bite
	Brown Recluse Spider Bite
	Brown Recluse Spider Bite
	Scar From Brown Recluse Spider
	Brown Recluse Spider Bite
	Brown Recluse Spider Bite
	Brown Recluse Spider Bite 
	Necrotic Loxoscelism?
	NOT RECLUSE
	Case
	Case
	Necrotizing Fasciitis
	Slide128
	Slide129
	Necrotizing Fasciitis
	Slide131
	Case 
	Case 
	Case
	Question: Which Is The Most Likely Culprit?
	Scombroid Poisoning
	Scombroid Poisoning
	Differential Diagnosis of Scombroid Poisoning
	Slide139
	Case 
	Case 
	Slide142
	Question: Which Is The Likely Culprit?
	Dermatitis Herpetiformis
	Dermatitis Herpetiformis
	Case 
	Case 
	Case
	Which Ingredient Is The Culprit?
	Shiitake Dermatitis (toxicoderma)
	Shiitake Mushrooms
	Forest Mushroom
	Bleomycin
	Shiitake Mushroom Dermatitis
	Case
	Case
	Case
	Question:  What is the most likely cause of this rash?
	Hot Tub Folliculitis
	Case
	Gram Negative Folliculitis
	Slide162
	Gram Negative Folliculitis
	Case
	Swimmer’s Itch
	Swimmer’s Itch
	Seabathers Eruption
	Seabathers eruption

