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Hyperpigmentation in an Elderly Patient with Atopic Dermatitis: A Quiz
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A 73-year-old asian man was admitted to our hospital with
severe atopic dermatitis pruritus and body hyperpigmenta-
tion during the previous year. He had been diagnosed with
atopic dermatitis 6 years previously and had a history of
chronic fatigue. Physical examination revealed hyperpig-
mentation, erythematous scaly plaques, and papules all over
his body (Fig. 1), and swollen lymph nodes in the leleft
supraclavicular (level VB), right cervical (level 1IB), and
left occipital (upper level VA).

What is your diagnosis?

Differential diagnosis 1: Addison’s disease with atopic
dermatitis

Differential diagnosis 2: Post-inflammatory hyperpigmenta-
tion with atopic dermatitis

Differential diagnosis 3: Mycosis fungoides

Fig. 1. Clinical images showing erythematous scaly plaques and
Differential diagnosis 4: Kimura’s disease papules with generalized hyperpigmentation. Written permission is

See nextpagefor answer: given by the patient to publish these photos.
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Diagnosis: Addison’s disease with atopic dermatitis

Histological examination of the skin lesions revealed
epidermal hyperplasia and spongiosis with focal basal
liquefaction, and perivascular lymphoid infiltrated with
melanocytes, melanophages, eosinophils and plasma cells
in the superficial and deep dermis (Fig. 2).

Incisional biopsy of right cervical and left supraclavicular
lymph nodes both indicated dermatopathic lymphadenitis
without eosinophils.

Biochemical investigations showed an increased eosi-
nophil count (1.55%10%/L; reference range 0-0.7x10°L)
and markedly elevated serum IgE levels (2,370 IU/mL;
reference range 0—100 IU/mL). The computerized tomo-
graphy abdomen manifestations of adrenal gland were no-
dular hyperplasia on the left adrenal gland. Comprehensive
metabolic panel examinations demonstrated low fasting
plasma glucose (FPG) (3.74 mmol/L; reference range
3.9—6.1 mmol/L), low morning serum cortisol level (3.0
pg/dL; reference range 6.2— 19.4 pg/dL) and an elevated
level of adrenocorticotropic hormone (ACTH) level (1,232
pg/mL; reference range 7.5-67.2 pg/mL).

A diagnosis of Addison’s disease with atopic dermatitis
was made. After treatment with oral glucocorticoid repla-
cement (hydrocortisone 20 mg in the morning, 10 mg in
the afternoon) for 2 weeks, the patient’s symptoms subsided
rapidly.

Addison’s disease is a relatively rare endocrine disorder,
with an estimated prevalence of 93—-140 per million in

white populations (1). Generalized hyperpigmentation is
observed in almost all adult patients with Addison’s disease
as well as 67% of paediatric patients, arising from cross-
reactivity between the ACTH produced by the corticotrophs
and melanocortin 1 receptor on keratinocytes (2, 3). Early
identification is crucial, since postponed treatment could
result in a potentially fatal adrenal crisis.

In the current case, the elderly patient had had atopic
dermatitis for 6 years. The evolution of skin discoloration
may be mistaken for post-inflammatory hyperpigmentation
(PIH). The differential diagnosis for the erythrodermic
appearance and enlarged lymph nodes should also include
mycosis fungoides and Kimura’s disease.

Finally, the diagnosis of primary adrenal insufficiency
with atopic dermatitis was confirmed by the high level of
ACTH and the pathological findings of the skin and lymph
nodes.

This is the first case in which a patient had both Addison’s
disease and atopic dermatitis skin manifestations (2AD).
The term “monism” has been used in diagnostics to il-
lustrate how a single disease can cause 2 or more clinical
presentations, which may hamper clinical reasoning. This
unusual case indicates that a “dualistic” or “pluralistic” view
should be considered in prevalent diseases, especially in the
elderly population, in order to prevent missed diagnoses or
misdiagnoses.
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Fig. 2. Epidermal hyperplasia and spongiosis with focal basal liquefaction, and perivascular lymphoid infiltrate with melanocytes,
melanophages, eosinophils and plasma cells in superficial and deep dermis. (Haematoxylin and eosin, original magnification: (A) x40; (B) x200).
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