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Letter to the Editor

blistering within healed scars. Shamsuddin et al. reported 
that 157 (27%) of 567 patients with CL on the lower legs 
and feet, had some element of chronic lymphedema in the 
affected limb following treatment.[4] Of these 157 affected 
patients, nearly one-fifth had severe lymphedema.[4] Our 
patient was thoroughly evaluated to look for recurrent 
infection and the evaluation was negative. We postulate that 
the ulceration on the lower calf damaged the surrounding 
lymphatics, causing edema under the atrophic scar and 
subsequent blistering. The isolated episode of superficial 
thrombophlebitis alone does not explain why the blister 
was localized to the scar. Clinicians should be aware of 
this rare complication of CL involving the lower extremity 
that can occur even with adequate therapy and may require 
surgical correction.
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Figure 4: Atrophic partially necrotic epidermis with a subepidermal 
pauci-inflammatory blister and underlying dermal fibrosis with vertically 
oriented arcuate-shaped vessels consistent with scar (Hematoxylin 
and Eosin, ×100)
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Diclofenac gel may be a 
new treatment option for 
seborrheic keratosis
Sir,
A 73-year-old man presented with a plaque lesion on the nose 
of three years duration. No prominent change has occured 
on the lesion for a long time. On examination, a brown, waxy 
surfaced, sharply circumscribed plaque lesion on the left side of 
the nose near the medial epicanthus was observed [Figure 1a]. 
Milia-like cysts and comedo-like openings were also observed 

on dermoscopy. The lesion was asymptomatic. The patient 
was diagnosed as seborrheic keratosis (SebK) on clinical 
findings and dermoscopy. He refused cryotherapy or surgical 
resection and requested topical treatment. Diclofenac gel was 
started twice a day. The lesion was completely cleared after 
one month [Figure 1b].

SebK is one of the most common benign epidermal tumors. The 
lesions are usually removed for cosmetic reasons. The most 
commonly used treatment methods for SebK are cryosurgery 
with liquid nitrogen and curettage. Topical drugs such as 
tazarotene, dobesilate, calcipotriene, ammonium lactate, and 
imiquimod are the other therapeutic options for SebK.[1-4]
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Figure 1: (a) Seborrheic keratosis lesion on the nose. (b) Disappearence 
of the lesion after the treatment with diclofenac gel (arrows)

ba

Diclofenac gel is a nonsteroidal anti-inflammatory drug that is 
used to treat actinic keratosis. It inhibits the cyclooxygenase 
pathway and decrease prostaglandin E2 (PGE2) synthesis. 
The drug is generally applied twice a day for 2-3 months. 
The complete clearance rate for actinic keratosis was 47% 
at 3 months follow up.[5] We herein present a case of SebK 
succesfully treated with diclofenac gel 3%. The lesion was 
completely cleared after the application of diclofenac gel 
twice a day for one month. The pathogenesis of SebK are 
not clearly understood. Diclofenac is an anti-inflammatory 
agent.[5] Although we failed to explain the mechanism of 
action of diclofenac on SebK lesions, this is the first such 
case reported. We believe that, diclofenac deserves to be 
investigated further as a treatment option for SebK.

Financial support and sponsorship 
Nil.

Conflicts of interest
There are no conflicts of interest.

Habibullah Aktaş, Can Ergin1, Havva Özge Keseroğlu1

Departments of Dermatology, Karabük University,  
Karabük, 1Dışkapı Yıldırım Beyazıt Education and  

Research Hospital, Ankara, Turkey

A case series of erythema 
multiforme‑like pityriasis 
rosea
Sir,
Pityriasis rosea (PR) literally “rose-colored scale,” was coined 
by the French physician Camille Melchoir Gibert in 1860. 
In temperate regions, it is more frequent during the winter 
months. In tropical areas, there may be seasonal variations. 
The cause of PR is uncertain, but many epidemiological 
and clinical features suggest the role of HHV 7 and 6. 

A history of herald patch and the distribution of lesions in 
“Christmas-tree” pattern helps in the diagnosis of typical 
PR. Sometimes it is difficult to mention clear distinguishing 
features between typical and atypical PR, so it is important 
not to ascribe any unusual dermatological eruption with PR 
unless other dermatoses have been excluded.[1-3] Here we 
report a case series of four patients presenting with erythema 
multiforme (EM)-like PR [Figures 1-6]. The salient features of 
the cases have been summarised in Table 1.

Histological examination in all the cases showed spongiosis, 
dense lymphocytic infiltration in the upper dermis around 
dilated blood vessels, and extravasated red blood 
cells [Figure 7].
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