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Upon starting practice, I too was afraid the extra
time and personnel costs would be prohibitive. With
practice, and training of assistants, the time demand
has been no more than five additional minutes per new
patient. The medical assistant is often acting as a sec
retary taking my dictation of "BCE,""AK,""SK,"
or "Cherry" or writing "C/O" for "complained of,"
"C nevus" or "D nevus" for "compound or dermal
nevi," "RIO DMN" for "rule out dysplastic mela
nocytic nevus," or NEM for "no evidence of malig
nancy." Overall, I believe the practice of complete
initial skin examinations has had a mildly positive eco
nomic effect due to increased patient appreciation of
observing the skin and coming in with warts, keratoses,
and epitheliomas months or years after initial appoint
ments. As the standard of practice rapidly evolves to
ward biannual examination of dysplastic nevus patients,
additional visits will be generated for dermatologists
who do not have maximally busy schedules. It seems
likely that the task of dysplastic nevus syndrome ex
aminations will fall largely to dermatologists as the
subtleties of those lesions will be as obscure to many
busy general physicians as are the intricacies of ophthal
mologic examination. The rising problem of malprac
tice suits for failure to diagnose skin cancer (or failure
to warn that relatives be examined) may reinforce this
referral trend even in Individual Practice Associations
(IPAs) with strong gatekeeper controls (provided we
maintain and improve our superior ability to find and
follow these lesions).

With respect and appreciation, I thank Dr. Kamines
ter for addressing this important public health issue.

William A. Crutcher, M.D.
1100 Trancas St., Napa, CA 94558
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Lyme disease mimicking secondary syphilis

To the Editor:
Lyme disease is an epidemic and endemic, tick-borne

disorder that is caused by a spirochete, Borrelia burg
dotferi. I The disorder usually begins with the charac
teristic skin lesion of erythema chronicum migrans-
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Fig. 1. Annular papulosquamous lesions of the patient's
hand.

Fig. 2. Nummular scaling lesions on the patient's leg.

an enlarging round to oval erythematous halo at the site
of the tick bite. Multiple annular secondary lesions may
subsequently develop that appear similar to the initial
lesion but are smaller. The lesions typically spare the
palms and soles.2

-4 Urticaria, arthritis, carditis, con
junctivitis, and neurologic symptoms (including me
ningoencephalitis) may also develop. We wish to report
a case of Lyme disease that had skin manifestations
similar to those of secondary syphilis.

Case report. A 27-year-old black man came to the North
Carolina Memorial Hospital Dermatology Department with a



138 Correspondence

Fig. 3. Annular, nonerythematous lesions with periph
eral scale on the patient's feet.

Fig. 4. Palmar lesions resembling secondary syphilis.

2-month history of a rash on his distal extremities (including
his palms and sales). The patient stated that the rash had
begun several days after he was bitten by a tick. There was
no history of a lesion resembling erythema chronicum migrans
at the site of the tick bite. Except for some photophobia
occurring during the first 2 days of the rash, the patient felt
well and denied fever, adenopathy, arthritis, or genital lesions.
There was no history of travel outside North Carolina within
the previous year.

On examination, the patient had multiple annular, hyper
pigmented, nonerythematous, papulosquamous lesions with
marked peripheral scaling on his arms, hands, legs, and feet
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(Figs. 1, 2, and 3). Both palms (Fig. 4) and soles were
involved. Except for small, shotty inguinal and epitrochlear
nodes, the remainder of his physical examination had normal
results. There were no oral or genital lesions.

Biopsy of lesions on the arm and hand revealed hyper
keratosis of the epidermis and a mild perivascular infiltrate
of the dermal vessels consisting primarily of lymphocytes and
a few eosinophils. A Warthin-Starry stain for spirochetes was
negative. Laboratory studies included a VDRL test (repeated
and diluted to exclude prozone effect) that had negative results
and a serum indirect immunofluorescence assay for the Ixodes
dammini spirochete that had positive results at a titer of
1:512.

The patient was treated with a 20-day course of tetracy
cline, 250 mg four times a day. There was no Jarisch-Herx
heimer-like reaction following therapy. His skin lesions,
which had begun to clear prior to initiation of therapy, con
tinued to clear during the course of tetracycline, and no late
sequellae developed.

Comment. Erythema chronicum migrans has been
recognized in Europe since the early 1900s, and an
infectious cause had long been suspected. Lyme dis
ease, the association of erythema chronicum migrans
with illness and chronic arthritis, was first described in
the mid-1970s after an intense study of a cluster of
arthritis cases in Connecticut. Although the majority of
cases have been clustered in the northeastern United
States, the disease has been reported in many states,
including North Carolina.4 •5 Lyme disease is transmitted
by ticks, and Ixodes scapularis and Amblyomma amer
icanum are probable vectors in North Carolina. Because
of the sparsity of cases in many states, it may be easy
to miss the diagnosis-especially when the presentation
is atypical.

In this report, we have described a case of Lyme
disease with a rash that resembled secondary syphilis.
This association may not be surprising because both
diseases are caused by a spirochete. However, to our
knowledge, this is the first reported case of Lyme dis
ease presenting with annular papulosquamous lesions
of the palms and sales. The lack of mucosal involve
ment and the papulosquamous nature of the lesions
excluded a diagnosis of erythema multiforme. In our
case, we were aided by the history of a tick bite's having
occurred several days prior to the eruption. Without this
information the diagnosis might have been missed, per
haps leading to more serious sequelae such as carditis
and meningitis. Only 21 % to 31% of patients with Lyme
disease recall having been bitten by a tick.v

Diagnosis of Lyme disease is aided by a highly spe
cific immunofluorescent assay to measure serum anti
bodies against the Ixodes dammini spirochete. A titer
of I :256 or greater in an appropriate clinical setting is
diagnostic. 6 Although patients with treponemal diseases
such as syphilis, pinta, and yaws may give false positive
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results on immunofluorescent assays for Lyme disease,
these patients will have positive results on treponemal
reagin tests, whereas those with Lyme disease do not.
After exclusion of other treponemal diseases, the im
munofluorescent assay is 97% specific at a titer of
~256.6

In summary, we have presented a case of Lyme dis
ease with unique skin findings. It is important for cli
nicians to recognize this variant of the disease.

William A. Burke, M.D., John R. Steinbaugh, M.D.,
and Edward J. O'Keefe, M.D.

Department of Dermatology, University of North
Carolina, Chapel Hill, NC 27514
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Bleeding as a complication of air travel
following CO2 laser surgery

To the Editor:
It has long been recognized that one of the major

advantages of CO2 laser surgery is the relatively blood
less field during surgery. This not only makes the pro
cedure easier to visualize but also makes postoperative
complications related to bleeding minimal. The CO2

laser can be used in the defocused mode for vaporization
as well as in the focused mode for excisional surgery.
We have been using CO2 laser excision for patients with
large keloids because this appears to prevent recur
rences. Itis standard practice for us to excise the keloid
and allow the wound to heal by secondary intention. It
has been our experience that excision with the CO2 laser
in the focused mode adequately seals blood vessels,
providing a bloodless field during the excision with
minimal bleeding during postoperative recovery.

We have recently treated a patient who had facial
keloids resulting from pseudofolliculitis barbae. This
patient was referred to us by the military and was flown
from Texas to our institution for CO2 laser surgery.
During the procedure bleeding was minimal and no
large vessels were encountered. At completion the
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wound bed was completely dry and was covered with
a standard nonadherent dressing.

The patient returned to Texas on a military plane that
evening. This was less than 12 hours after surgery was
completed. During the flight the patient noted gener
alized oozing of blood from the surgical dressing. Upon
landing the patient was taken to an emergency room
and the wound dressing was changed and hemostasis
was obtained by coagulation of multiple vessels. The
patient suffered no further complications.

Bleeding following CO2 laser excision is extremely
rare. Blood vessels are sealed by the light beam as it
cuts through tissue. However, this is not achieved by
an intense thermal coagulation of blood as is the case
with electrosurgical apparatus. Rather, the ends of the
vessel are "welded" with minimal damage, and there
is no extended blood clot to act as a "cork." This case
is unique because the immediate postoperative period
was combined with air travel. Despite modern pres
surized cabins on aircraft, we know that there is a
change in pressure when the plane ascends and de
scends. Most people have experienced this pressure
change as blockage in the eustachian tube. One might
speculate that during flight the pressure difference be
tween the atmosphere and the cutaneous blood vessels
caused the sealed vessels to reopen and bleed. It is
unclear how much pressure difference exists but we
speculate that the difference was enough to cause bleed
ing. We therefore believe that patients undergoing CO2

laser procedures shOlild be cautioned about air travel in
the immediate postoperative course,

Randall K. Roenigk, M.D., and Philip L. Bailin, M.D.
Section ofHistographic Surgery (Mohs) and Oncology

and Department of Dermatology
Cleveland Clinic Foundation, Cleveland, OH ,44106

Oral erosive lichen planus and chronic
liver disease

To the Editor:
We read with some interest the recent letter by M.

Katz and S. Pisanti (J AM ACAD DERMATOL 12:719,
1985) about the still disputed relationship between li
chen planus and liver disease.

On the basis of the results of a recent study, we
believe that a statistically significant association exists
between oral erosive lichen planus and chronic active
hepatitis or cirrhosis. Our study comprised twenty-one
patients with clinically evident oral lichen planus of the
erosive type. In the majority of patients the clinical
diagnosis was confirmed by biopsy of the oral mucosa.
There were twelve men and nine women, Their mean
age was 56 years (range, 30-74).




