Quiz
Zosteriform lesion over abdomen

A 29-year-old male patient presented with a lesion
over the right side of abdomen since birth. He had
noticed a painful swelling with discharge, arising
within the lesion for the last 4 days. Patient recalled
of having suffered from similar episodes in the past,
which used to subside with antibiotics and anti
inflammator y drugs. There was no histor y of
skeletal, ocular or other systemic involvement.
Family histor y was unremarkable. Cutaneous
examination showed multiple, closely set pits of
varying sizes with dark keratinous plugs arranged
in unilateral distribution along the right T 8
dermatome [Figure 1]. An inter vening cystic
inflammatory swelling with mucopurulent discharge
and multiple atrophic areas was present. Systemic
examination was normal.
His routine hematological, urine and biochemical
examinations were normal. Chest X-ray, including X
ray of the affected part, was normal. Culture from

Figure 1: Closely set lesions in a dermatomal fashion

discharge showed growth of Staphylococcus aureus. A
skin biopsy from a representative site showed
epidermal invaginations filled with concentric
lamellae of keratin with minimal dermal inflammation
WHAT IS YOUR DIAGNOSIS?
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Quiz

Diagnosis: Nevus comedonicus
DISCUSSION

Nevus comedonicus is a developmental abnormality
of the skin comprising numerous keratin-filled pits.[1]
It is a rare abnormality of the skin, first described by
Kofmann in 1895 as ‘comedo nevus’.[2] It has many
synonyms, including ‘nevus acneiformis unilateralis,’
‘nevus a comedons,’ ‘nevus folliculoris keratosus’[2] and
‘nevus zoniforme’.[3]
Nevus comedonicus is a hamartoma; it does not
contain true nevus cells.[3] It is the result of a defect in
the development of the hair follicle. There is a defect
or failure in the development of the mesodermal
component of the pilosebaceous complex with
associated imperfect differentiation of the epithelial
component. The resultant follicular structure is
capable of forming only soft keratin, which plugs the
adnexal orifice and produces the comedones.[2]

Complications include chronic inflammation,
suppuration, fistula formation and hypertropic
scarring. Rarely, benign and malignant tumors may
arise. It can be associated with skeletal malformations,
ocular involvement or CNS involvement. The condition
has to be differentiated from familial diffuse
comedones, familial dyskeratotic comedones, linear
basal nevus, dilated pore nevus. [1] Histologically,
epithelioma adenoides cysticum is an important
differential diagnosis.[3]
Different therapeutic modalities are available, but
none of them is satisfactory. Options include wide
surgical excision, dermabrasion,[3] regular use of a
comedo extractor, [5] 12% ammonium lactate [6] and
topical retinoic acid.[1]
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The lesions may develop any time from birth to middle
age but are usually present at birth or develop before
the age of 10 years. Both sexes are equally affected.
There is no familial or racial predilection.[4]
Comedo nevi comprise groups of pits filled with black
keratinous plugs resembling blackheads. There may
be one or several lesions in a linear, unilateral or more
rarely, bilateral distribution.[1] There may be gradual
extension of lesions throughout life, even after years
of quiescence.[3] The most frequently affected site is
the face, followed by the neck, trunk and upper arm.
Rarely, non-hairy regions like palms, soles and glans
are involved.[1] Lesions usually follow the course of a
nerve or are localized to a single dermatome.[3]
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Histopathology shows epithelial invagination into the
corium, thinning of epidermis, which seems to impart
a thin lining to the keratinous cysts. There may be
absence or decrease of pilosebaceous elements.[3]
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