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We report live patients in whom localised callosities werc found on the dorsum of lhe feet. 
This was bilateral in four cases and w-.is due to repetitive minor trauma associated with the 
sitting posture adopted by the patients. Three of the patients also had psoriasis vulgaris 
which was clinically dissimilar lo the lesions we describe. Key words: Lichen simplex; 
Psoriasis. (Rcceived May 22. 1985.) 
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Callosities are a common finding on hands and feet, usually associated with occupation, 

leisure activities, and footwear. Many unusual pattems of callosily have been described 

(1-3) and lheir irnportance in recognition of occupation, and as a differential diagnosis of 

other skin diseases, has been stressed. We report five patients scen in a period of eight 

months in whorn a distinctive pattem of callosity was recognized on the dorsum of the 

feet, all cases being caused by the posture adopted when sitting with crossed legs. The 
relevance of this finding, and its relationship to psoriasis in three of our patients, is 

discussed. 

CASE REPORTS 

Case I 

A 38-ycar-old woman gave a one-year history of mildly pruritic lcsions on the dorsum of both feet, 
and of previous similar lesions on ankles and elbows. Thick callosities were found on the dorsum of 
both feet over the bony prominence of the distal tarsal bones. The patient admitted that she frequently 
sal on the floor with legs crossed undemeath her. as illustrated diagramatically in Fig. I. 

Case 2 

A 35-year-old woman with a 15-year history of psoriasis vulgaris drew attention to lesions on the 
dor,um of the fect which were dissimilar to her usual psoriasis. Examination revealed callosities 
similar to those described for case I, and this patient also sal with the same posture. 

Care3 

A 28-year-old woman gave a one-year history of thickened plaques of skin on the dorsum of both feet. 
She noticed these especially if sitting cross-legged with the feet inverted, when the plaques were 
compressed against the f1oor. She also had psoriasis, but the callosities scen (Fig. 2) were clinically 
dissimilar to her psoriatic plaques. There were no radiographic abnormalities, but a skin biopsy 
showed acanthotic, mildly psoriasiform, epidermis and some scarring of dermal collagen. 

Case 4 

A 30-year-old woman, admitted to hospital for therapy of psoriasis, reported symmetrical lcsions on 
the dorsum of her feet, which were unlike her usual psoriasis. CaUosities similar to those described 
above were found on examination, and she admitted sitting in the posturc iUustrated in Fig. I. 

Case 5 

A 19-year-old man gave a his1ory of intermittent swelling of the dorsum of the left foot. He frequently 
sat with his left foot pressed against the floor by his right leg, and examination revealed a thick 
lichenified plaque over the 1arsus. He was also noted to have very mobile ankle joints, with active 
extension to 90° (the dorsum of the foot being in the same longitudinal axis as the tibia). There were no 
abnorma! radiog:raphic findings. and skin biopsy showed mild acanthosis on1y. 

Examination of radiographs of the feet of these patients (two cases) and of an articulated skeleton of 
the foot, suggested that the usual region of callosity in our patients was overlying the area of 
apposition of navicular. lateral cuneiform, and cuboid bones. 
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DISCUSSION 
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Fig. I. Posture adopted by patients who developed 'crosscd-leg 
callositics'. 

Callosities on the dorsum of the feet appear to be a distinctive clinical entity related to 

sitting posture. Tardieu (4), referred to by Ronchese (I), described calluses on the lateral 
aspect of the ankles in tailors over a century ago. A sim ilar lesion occurring near the lateral 
malleolus in Muslims. and ascribed to the posture adopted whilst p raying, has been 
described more recently (3). The cases we describe are similar but occurred in patients in 
whom the cross-legged posturc was neither occupational or religious. 

There was a female preponderance in our group of patients. which may be explained by 
pelvic anatomical differences influencing the sitting posture. This difference between the 

sexes is also suggested by the fact that all four female patients, but not the male patient, 

Fig. 2. (a) Callosity on thc dorsum of the foot. (bl Close-up of the �ame les,on. 
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had bilateral lesions. AU patients had very mobile ankle joints, as described for case 5,

such that the distal tarsal bones were prominent when sitting cross-legged-in all cases 

callosities were related to this site being in contact with the floor when sitting. There was a 
surprising reluctance of the patients to accept this explanation for their foot lesions, in 

spite of demonstration of how the lesions might arise. 

It is interesting that in all three patients with psoriasis the foot callosities appeared 

lichenified or hyperkeratotic but were not clinically similar to psoriatic plaques elsewhere 

on the body. Biopsy of one of these foot lesions in one of the psoriatic patients did not 

show diagnostic features of psoriasis although the epidermis was mildly psoriasiform. 

Ronchese (I) described traumatic calluses wilh overlying psoriasis in a patient with a 

strong family history of psoriasis, and it has been suggested that the sites of prediliction of 

psoriasis are explained by chronic mild trauma (5). Regular local trauma in our three 

psoriatic patients had not, however, produced typical psoriatic lesions. 

When callosities due to the cross-legged posture are being considered in the differential 

diagnosis of plaques on the dorsum of the feet. the essential points to consider are: I) an 

appropriate history of sitting cross-legged; 2) a lack of other factors causing callosity, such 

as poor-fitting footwear; 3) hyperextensible ankle joints with bony prominence at the site 

of the callosity. In order to include occupational, religious, and domestic causes of this 

pattern of callosity, and in order to avoid confusion between 'prayer nodules' of the 
forehead (2) and of the feet (3), we suggest that 'crossed-leg callosities' may be the most 

appropriate name for these lesions. 
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