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A34-year-old woman presented
with long-standing severe
asthma and chronic idiopathic

angioedema. We found 2 lesions on
her back (Figure 1, Figure 2). The le-
sions had occurred spontaneously 10
years ago and had grown slightly big-
ger over that time. They were quite
painful, tender and itchy at times. The
patient had no history of trauma, sur-
gery or acne. She was seen by a der-
matologist for further assessment and
continues to attend the outpatient de-
partment.

What is your diagnosis?

a. Cutaneous sarcoidosis
b. Keloid
c. Dermatofibroma
d. Dermatofibrosarcoma protuberans
e. Hypertrophic scar

What might be a reasonable next
step in treating this patient? 

a. Biopsy to confirm your diagnosis 
b. Prescription of topical high-potency

steroid cream 
c. Intralesional steroid injection 
d. Surgical excision of the lesion 
e. HLA genotyping of the patient

A spontaneous skin lesion

What is your call?
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Figure 1: Irregularly shaped, raised pink lesions on the upper back of a 34-year-old
woman.

See page 1298 for the diagnosis.

Figure 2: A close-up image shows the irregular margins and smooth, shiny surface of
the lesions.
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Discussion

The diagnosis is (b) keloid, and the
next step in treatment is (c) intra-
lesional steroid injection. The patient
was given the intralesional steroid in-
jections, with occlusive dressings and
silicone gel. No change was seen in
the keloid.

Keloid is a condition characterized
by excessive deposition of fibrous tis-
sue. It usually develops after trauma or
injury (e.g., earlobe piercing, surgery,
acne, chickenpox, surgical incision,
burns or vaccination).1 The diagnosis of
our patient’s condition was straightfor-
ward because of the classic nature of
the findings: a firm nodule on the upper
back that was present for a long time,
was relatively unchanged, had a
smooth surface and a claw-like, skin-
coloured appearance, and was prone to
itchiness and tenderness.

The texture of keloids ranges from
soft and doughy to rubbery and hard.
Keloids vary in colour with age, from

erythematous through brownish red to
pale pink. Keloidal collagen is
arranged haphazardly instead of paral-
lel to the skin surface, as in normal
scar formation.2

Keloids grow in a claw-like fashion
outward in all directions from the origi-
nal wound. The extent of growth is
grossly out of proportion to the degree
of tissue damage. The condition is
more prevalent in women than in men.
It tends to occur in people aged 10–30
years. Rarely, it can occur in older peo-
ple (e.g., patients undergoing coronary
artery bypass surgery).

People of Polynesian and Chinese
backgrounds are most susceptible to
keloids, whereas white people are least
commonly affected.1 Genetic associa-
tions have been identified with several
HLA genotypes, including HLA-B14,
HLA-B21, HLA-Bw16, HLA-DR5,
HLA-DQw3 and blood group A.1

Spontaneous keloid formation is rare.
Whether it is truly spontaneous is con-
troversial. The scar tissue may form af-
ter an insignificant inflammatory reac-
tion or injury — one that was too trivial

for the person to remember. Confirmed
instances of spontaneous keloid have
been reported in Dubowitz syndrome,
Rubenstein–Taybi syndrome and Noo-
nan syndrome.3 Spontaneous keloid has
also been reported in siblings3 and in
people with allergic disease.4

The differential diagnosis of keloid
includes hypertrophic scar, dermatofi-
broma, dermatofibrosarcoma protuber-
ans and cutaneous sarcoidosis (Table 1).
Unlike keloid, hypertrophic scar never
occurs spontaneously or extends be-
yond the margins of the scar. We ex-
cluded dermatofibroma because our pa-
tient’s lesions were neither coloured nor
very small or located on the extremities.
We also excluded dermatofibrosarcoma
protuberans because the lesions did not
invade the deeper structures, had not in-
creased considerably in size over time
and had not ulcerated. Cutaneous sar-
coidosis, known as the great imitator,
presents with a variety of appearances,
including that of a raised nodular lesion.
Its diagnosis requires a biopsy demon-
strating non-caseating granuloma. Since
the classic characteristics of keloid were
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Table 1: Differential diagnosis of keloid 

Condition Characteristics Histology 

Keloid 

 

• Frequently found on upper back, shoulders, chest, back of 
neck and earlobes 

• Often tender or pruritic 

• Often occurs following a skin injury 

• Extends beyond territory of the original injury 

• Does not regress 

Overgrowth of fibrous tissue* 

Hypertrophic scar • Does not extend beyond territory of original injury 

• Size peaks within 12 months of initial injury 

• Often regresses over time 

Overgrowth of fibrous tissue* 

Dermatofibroma • Single or multiple mobile nodule on an extremity 

• Typically small (< 1 cm) 

• Can be either painless or tender 

• Most prevalent of all painful skin tumours5 

• Colour varies from purple to yellow 

• May regress (rare) 

Benign overgrowth of fibrous 
tissue within the skin, tethered to 
the epidermis 

Dermatofibrosarcoma 
protuberans 

 

• Often begins as an asymptomatic papule 

• Most commonly found on trunk; rarely above neck 

• Flesh-coloured to reddish brown 

• Slow growing 

• Firm nodules and ulceration may be present 

Dermal tumour; slowly invades 
deeper structures 

Cutaneous sarcoidosis • Lesions are often raised and nodular Noncaseating granuloma 

 • Varied presentation  

*The histology in keloid is grossly similar to hypertrophic scar but is differentiated by the pattern of collagen deposition. 



present, we did not perform a biopsy,
which could have worsened the scar.
Biopsy would be a reasonable next step
if clinical suspicion or other investiga-
tions pointed to another diagnosis (e.g.,
sarcoidosis).

The optimal treatment for keloid de-
pends on several factors, including pre-
vious response to treatment, the patient’s
age, and the location and size of the af-
fected area. Prevention is better than
cure. The “gold standard” treatment is
excision followed by careful postopera-
tive care (using occlusive dressings,
compression therapy, intralesional
corticosteroid injections or radiother-
apy). Excision alone should be avoided,
because it is associated with high recur-
rence rates.2 Other treatment options in-
clude laser ablation, cryotherapy and
drug therapy such as interferons, tamox-
ifen, verapamil and retinoic acid.1,2

Although many treatment options
exist, no treatment alone has proven ef-
fective. Most patients experience recur-
rence following treatment.
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CMAJ invites submissions to “What is
your call?” Clinical details (including im-
ages) are presented on the first page along
with a multiple-choice question about the
diagnosis. The answer and a brief discus-
sion of the condition follow on the second
page. We specifically invite submissions
illustrating common or important radi-
ographic and electrocardiographic diag-
noses of appeal to a general audience. We
allow up to 5 references and require au-
thors to obtain consent from the patient for
publication of his or her story (form avail-
able at www.cmaj.ca/authors/checklist
.shtml). Submit manuscripts online at
http://mc.manuscriptcentral.com/cmaj.
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