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in contrast to angiokeratoma, the vascular spaces in 
verrucous hemangioma also involve the lower dermis and 
subcutaneous tissues. In fact, verrucous hemangiomas are 
true vascular malformations; unlike angiokeratomas, which 
represent telengiectasias secondary to injury.

Verrucous hemangiomas are best treated by excision while 
still small, as they enlarge with body growth and do not 
regress spontaneously. In contrast to angiokeratomas, which 
respond to various means of therapy (e.g., cryotherapy, 
electrocautery, and argon laser), verrucous hemangiomas 
require a large, deep excision as a superficial therapeutic 
approach would be unsuccessful because of the deep 
angiomatous proliferation.[13]

This case is being reported for the sheer rarity of its 
presentation.  
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Letters to Editor

Inß ammatory nevus comedonicus Inß ammatory nevus comedonicus 
in an infantin an infant

Sir,
Nevus comedonicus (NC) is an uncommon variant of adnexal 
hamartoma, clinically appearing as confluent clusters of 
open comedones.[1] Some view it as a morphologic variant of 
epidermal nevus.[2] When it is associated with non-cutaneous 
findings such as skeletal, CNS, or ocular abnormalities, it is 
termed as nevus comedonicus syndrome.[3] Here we report 
a case of a 10-month-old infant with NC of external ear with 
recurrent inflammation.

A 10-month-old boy born of non-consanguineous 
marriage was seen as an outpatient in the Department of 
Dermatology and Venereology of Thrissur Medical College 
for a hyperpigmented plaque on the left external ear. It was 
noticed at about 3 months of age and had progressively 
increased in size for about 3 months to reach the present 
size. There were episodes of erythema and swelling of 
the plaque lasting for about 3 to 5 days recurring every 2 
to 3 weeks. During this period, the baby used to become 
irritable. There was no history of ulceration. These episodes 
used to subside spontaneously.

On examination, the baby had a hyperpigmented plaque 
with rough, irregular surface of size 5×3 cm, consisting of 
numerous closely set open comedones and erythematous 
papules mainly on left pinna, extending to the adjacent area 
of scalp [Figure 1]. Findings from the rest of the physical 
examination were normal. Growth and developmental 
milestones were normal.

A clinical diagnosis of nevus comedonicus was made. The 
parents were not willing for a skin biopsy. The condition 
was explained to them. Option of surgical treatment and 
repair was discussed. As the parents were not keen for it, 
regular follow-up was advised.
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Figure 1:  Plaque on left pinna with multiple open comedones and 
erythematous papules

Face, neck, and chest are the common sites of NC.[4] Usually 
the lesions are localized and appear in groups and in linear 
pattern.[3] Involvement of an entire half of the body has been 
reported.[4,5] In our patient, the lesions were limited to the 
pinna and adjacent parts. To the best of our knowledge, 
lesions limited to these areas have not been reported before. 
Usually NC is asymptomatic. Our patient had episodes 
of inflammation of the lesions, which were self-limiting. 
Inflammatory episodes which worsen during puberty 
have been reported earlier.[4,5] In both of these patients,[4,5] 
the lesions were extensive. Occurrence of inflammatory 
episodes in an infant with limited lesions was a peculiarity 
observed in our patient.
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Osler-Weber-Rendu syndrome Osler-Weber-Rendu syndrome 
associated with vitiligoassociated with vitiligo

Sir,
A 60-year-old male patient presented to our outpatient 
department with a complaint of asymptomatic, depigmented 
lesions over his hands, feet, and lips of more than 10 years� 
duration. The patient was a known diabetic on insulin. 
He had been evaluated and treated for the past 10 years 
for recurrent epistaxis. No apparent cause was found 
for the epistaxis. The patient also had a persistently low 
hemoglobin level, for which he had been on vitamin and 
iron supplements. Findings from all relevant investigations, 
including bone marrow biopsy, were normal. He gave no 
history of other bleeding tendencies. There was no history 
of hematemesis, hemoptysis, bleeding from the gums, or 
melena.

On examination he was found to have acral vitiligo. 
Interestingly we found multiple telangiectasias over the 
hands, lips, tongue, and ear lobes [Figures 1-3]. The patient 
had noticed these red lesions increasing in number over the 
last few years but had attached no significance to the same. 
Apparently all his brothers too had similar lesions over the 
extremities, but none had a history of epistaxis or other 
significant bleeding tendency. A skin biopsy confirmed the 
lesions to be telangiectasia. Based on the history and clinical 
findings, the possibility of Osler-Weber-Rendu syndrome 
was considered. The patient was extensively investigated 
including abdominal, chest, and neurological imaging, 
to rule out other systemic involvement. All findings were 
within normal limits. 

Osler-Weber-Rendu syndrome, or hereditary hemorrhagic 
telangiectasia (HHT), is easily recognized in individuals 
displaying the classical triad of epistaxis, telangiectasia, and 
a suitable family history, but the disease is more difficult to 
diagnose in many patients. In our case, we assume that the 
diagnosis was missed earlier probably because the lesions 
were few and not very evident initially. Serious consequences 
may have to be faced if visceral arteriovenous malformations 
(AVM), particularly in the pulmonary circulation, are 
unrecognized and left untreated.[1] The diagnosis of Osler-
Weber-Rendu syndrome is essentially clinical. The 4 criteria 
(epistaxis, telangiectasia, visceral lesions, and an appropriate 
family history) are carefully delineated. The HHT diagnosis 
is definite if 3 criteria are present (which was so in our 
case). A diagnosis of HHT cannot be established in patients 
with only 2 criteria, but should be recorded as �possible� or 
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