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PHOTO QUIZ

A 70-year-old man presented to our 
dermatology clinic with a 1-week history 
of 1- to 2-mm papules with an erythema-
tous base on his right wrist (Figure 1). He 
denied any associated pain, pruritus, or 
systemic symptoms. 

He reported that 1 month prior, he had 
developed a rash caused by exposure to 
poison ivy on the same location on his 
right wrist, which had resolved within 2 
weeks with a topical steroid cream pre-
scribed by his family medicine physician 
(Figure 2). 

Based on the patient’s history and 
presentation, how would you diagnose 
these lesions? 

A.  Molluscum contagiosum
B.  Eruption of secondary milia
C.  Closed comedones
D.  Osteoma cutis
E.  Eruptive vellus hair cysts

Answer: B. Eruption of secondary milia

Due to the morphology of the lesions 
and recent history of exposure to poison 
ivy, the diagnosis favored an eruption of 
secondary milia following allergic contact 
dermatitis from poison ivy.

Discussion
Milia are small, white, superficial 

keratinous cysts that form when keratin 
becomes trapped beneath the skin’s 
surface.1 Milia can be primary or second-
ary to another process. Primary milia are 
much more common and occur most 
often on the face.1 Secondary milia can 
occur after various blistering or traumatic 
skin conditions, such as porphyria cuta-
nea tarda, bullous pemphigoid, pem-
phigus vulgaris, epidermolysis bullosa, 
herpes zoster, second-degree burns, 
dermabrasion, radiotherapy, and, less 
commonly, allergic contact dermatitis.1 
Secondary milia have also been reported 
after long-term topical corticosteroid 
therapy with underling atrophy,2 but the 
patient’s short 2-week trial with a steroid 
cream made this diagnosis less likely. 

The pathogenesis of primary and 
secondary milia differ. Primary milia are 
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Figure 1. Cluster of white 1- to 2-mm papules on the ventral aspect of the patient’s forearm.
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thought to originate from the sebaceous 
collar of vellus hairs, whereas secondary 
milia are believed to derive from eccrine 
ducts.1 It has been hypothesized that 
formation of secondary milia following 
blistering skin rashes are secondary 
to disruption of the dermal-epidermal 
junction, followed by a regeneration 
process of the disrupted sweat glands or 
hair follicles.3 Another theory is that these 
milia are caused by an aberrant interac-
tion between the hemidesmosomes and 
the extracellular matrix components be-
neath the hemidesmosomes.3 There also 
seems to be a correlation between the 
severity of the initial blistering rash and 
the development of secondary milia, with 
more severe blistering, leading to a higher 
likelihood of milia development. The exact 
pathogenesis for this is unclear, but a 
running hypothesis is that the blisters 
would have to extend deep enough to 
disrupt the dermal-epidermal junction to 
trigger milia formation.4

Diagnosis of secondary milia, similar 
to primary milia, is largely based on the 
history and physical examination. Upon 
examination, milia will often appear as 
small white or yellow papules measur-
ing less than 3 mm in diameter with a 
smooth dome shape.2 The differential 
diagnosis may include molluscum con-

tagiosum, closed comedones, osteoma 
cutis, eruptive vellus hair cysts, and other 
cysts. If unable to determine by history 
and physical examination alone, a biopsy 
could be performed, but it is not required 
for diagnosis.2

Histologically, milia resemble miniature 
infundibular cysts, with several layers 
of stratified squamous epithelium and a 
granular cell layer.2 Secondary milia typi-
cally resolve within a few months without 
intervention, but if they persist or are par-
ticularly bothersome to the patient, they 
may be treated with manual extraction, 
such as by nicking them with a scalpel 
blade.1 The patient in this case experi-
enced near resolution of his symptoms 
without any intervention by his 6-month 
follow-up appointment. Secondary milia 
should be kept on the differential diagno-
sis whenever patients present with milia 
following a blistering or erosive rash so 
that they can be reassured of this benign 
condition.
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Figure 2. Tense bullae with surrounding erythema of a poison ivy rash on the ventral forearm.


