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Figure 1: Violaceous papules over the abdomen

Figure 2: Violaceous papules over the forearm

Figure 3: Histopathology showing the typical features of lichen 
planus (H and E, x20)

reported to be as high as 69%.[1] Common cutaneous 
adverse effects include maculopapular eruptions and 
erythematous eruptions. Toxic epidermal necrolysis, 
Stevens�Johnson syndrome and acute generalized 

exanthematous pustulosis have also been reported 
with the use of imatinib. Other reported cutaneous 
adverse effects include: hypopigmentation, lichenoid 
reactions, pityriasiform eruptions, purpuric vasculitis, 
mycosis fungoides-like reactions, pityriasis rosea, 
psoriasis, reactivation or induction of porphyria 
cutanea tarda, neutrophilic eccrine hidradenitis, 
Sweet�s syndrome and erythema nodosum.[1]

Recently, there have been more reports of lichenoid 
dermatoses associated with imatinib. Various patterns 
have been reported including a chronic graft versus 
host type of lichenoid reaction,[2] lichen planus[3] and 
oral lichenoid dermatitis.[4,5] 
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Verrucous hemangiomaVerrucous hemangioma

Sir,
Verrucous hemangioma is an uncommon, congenital, 
localized, vascular malformation. Loria et al. defined 
this entity in 1958, and in 1967, Imperial and Helwig 
introduced the term �verrucous hemangioma�. The 
lesion is generally noted at birth or in early childhood 
and is often located on the lower extremities. The 
early lesions are bluish-red in color; secondary 
infection is a frequent complication and this results 
in reactive papillomatosis and hyperkeratosis and 
thus the older lesions acquire a verrucous or warty 
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Figure 1: Violet-colored verrucous plaque 4 × 2 cm in size on 
the right side of the right foot dorsum

Figure 2: Hyperkeratosis, epidermal verrucous hyperplasia 
and capillary vessel proliferation in superÞ cial reticular and 
papillary dermis (H and E, ×100)

surface.[1] Unlike other angiomatous nevi, they do not 
involute spontaneously. Clinically, they may resemble 
angiokeratoma, lymphangioma circumscriptum, 
verrucous epidermal nevus, verrucous cancer or even 
malignant melanoma. It can start as lesions resembling 
port-wine stains which may later become soft bluish-
red vascular swellings that tend to grow in size and 
become verrucous.[2] 

A 22-year-old male patient presented to our 
outpatient clinic with a complaint of a verrucous 
lesion on his right foot since 15 years. Dermatological 
examination revealed a violet-colored verrucous 
plaque 4 × 2 cm in size on the right side of his right 
foot dorsum [Figure 1]. Incisional skin biopsy was 
performed. Histopathological examination revealed 
hyperkeratosis, epidermal verrucous hyperplasia 
and capillary vessel proliferation in superficial 
reticular and papillary dermis [Figure 2]. Diagnosis 

of verrucous hemangioma was made on clinical and 
histopathological examination. We referred our patient 
to a Plastic Surgery clinic. The lesion was totally 
excised. No recurrence has been observed during 8 
months� follow-up period after surgical excision.

A few atypical clinical presentation of verrucous 
hemangioma have been reported in the literature. 
Wentscher and Happle reported a 16-year-old male 
patient having multiple angiokeratotic lesions 
arranged in a linear pattern on his left arm.[3] Akyol 
et al. reported a 5-year-old boy with verrucous 
hemangioma in the glans penis and discussed briefly 
the hyperkeratotic vascular stains, which constitute a 
heterogenous group. [4] 

Histologically, verrucous hemangioma appears 
initially as a capillary hemangioma concentrated 
in the dermis and the hypodermis that later, after 
an intense proliferative reaction of the epidermis, 
adopts a verruciform pattern with hyperkeratosis, 
papillomatosis, irregular acanthosis, and an underlying 
capillary, cavernous, or mixed hemangioma in the 
dermis and subcutaneous tissue. The hemangiomatous 
component is greatly composed of dilated capillary 
and larger cavernous, endothelial-lined, blood-
filled spaces. Inflammatory cells, hemosiderin, and 
fibrosis may be present in the upper dermis. The 
histopathological appearance closely resembles 
angiokeratoma as both lesions show vascular spaces 
just beneath a papillomatosis and hyperkeratotic 
epidermis. However, in contrast to angiokeratoma, 
the vascular spaces in verrucous hemangioma also 
involve the lower dermis and subcutaneous tissues.[1]

Superficial ablative procedures like electrocautery, 
cryosurgery and laser application almost invariably 
lead to recurrence of the lesion. A combined approach 
using surgery and laser have been reported with 
good results. Yang and Ohara reported 14 patients 
presenting with small, localized lesions that were 
cured by one session of surgery without recurrence, 
while the 9 patients with wider and more extensive 
lesions required combination therapy in several stages 
for optimal results.[5] 
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Pigmented basal cell carcinomas Pigmented basal cell carcinomas 
treated with photodynamic treated with photodynamic 
therapytherapy

Sir,
Basal cell carcinomas (BCC) are the most common 
malignancies among people with white skin. Overall 
pigmented BCCs are not very common, although its 
frequency can reach up to 20% of the total BCCs in 
people from the Mediterranean.[1] Photodynamic 
therapy (PDT) using methyl-aminolevulinate (MAL) 
is a treatment based on a phototoxic reaction that 
has proved to be successful for the eradication of 
superficial and nodular basal cell carcinoma as well 
as Bowen�s disease with good cosmetic results[2,3] 
including large Phase III studies of MAL-PDT.[4]  PDT 
is not recommended for pigmented BCC because it is 
generally thought that pigments might cause difficult 
light absorption into tumoral cells.[5] However, the 
effectiveness of PDT in pigmented BCC has not been 
properly studied. We report five cases of pigmented 
BCC treated with PDT-MAL with complete clinical 
response.

A 79-year-old female with multiple BCCs was treated 
during the earlier years in our department with 
cryotherapy, topical 5% imiquimod, and excisional 
surgery. She was referred again to us with 6 new 
tumoral lesions on her face Figure 1. Because the 
patient refused surgery, cryotherapy or topical 5% 

Table 1: BCCs characteristics treated with PDT-MAL

Tumor number Size (cm) Pigmented Histological subtype
1 2.5x1.7 Diffusely Nodular
2 1x0.8 Diffusely Nodular
3 0.8x0.8 Partially SuperÞ cial
4 1.3x1 Partially Nodular
5 1.8x1.4 Partially SuperÞ cial
6 0.6x0.6 No Nodular

Figure 1: Photograph before treatment with photodynamic 
therapy. The patient had 5 pigmented BCCs on her right cheek 
and frontozigomatic area (black arrows) and a nodular BCC on 
the nose (white arrow)

Figure 2: Lesions 1 year after therapy

imiquimod, PDT was proposed to her as a palliative 
treatment. After her written consent, PDT was 
performed. A histopathological examination confirmed 
five pigmented BCCs located on her right cheek and 
zigomatic area and 1 non-pigmented nodular BCC on 
her nose [Table 1]. Before administration, 160 mg/g of 
MAL cream (Metvix®, Galderma) was applied to the 
lesions in order to facilitate access of MAL to all parts 
of the lesion. The extent of preparation was dependent 
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