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within 5 days. The efficacy of treatment was identical, 
and retreatment was again necessary every 6 months.

A therapeutic protocol for focal hyperhidrosis includes 
an individualized treatment plan for each site of 
involvement. For facial hyperhidrosis, BTX becomes the 
second-line treatment after AlCl.[3] Minimizing the area 
of BTX diffusion is important to minimize the potential 
for adverse effects.[4] This is particularly important 
when the injection sites are close to the muscles, like 
the centrofacial area. The degree of diffusion can be 
influenced by the dose and site of injection, the injection 
volume and the injection technique. In aesthetic 
indications, it is recommended for beginners to focus on 
the basic indications in the upper third of the face. The 
middle and lower parts of the face should only be treated 
after gaining adequate experience.[5] Hyperhidrosis 
treatment of central areas of the face should therefore 
only be performed by experienced BTX handlers.

Our technique of injections of very small amounts 
with very short distances between the injection sites 
was highly successful. The intake of clopidogrel and 
ASS 100 mg did not influence the outcome.

BTX A represents an effective and secure treatment option 
for hyperhidrosis even of the middle and lower parts of 
the face, when a special injection technique is used.
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A rare case of multiple genital 
and perianal melanoacanthomas

Sir,
Melanocytic lesions have always posed a fascinating 
and even bewildering array of diagnostic problems 
for the dermatologist. The term melanoacanthoma 
was introduced by Mishima and Pinkus in 1960 
to designate a benign skin tumor that consisted of 
proliferating melanocytes and keratinocytes.[1] It is now 
regarded as a heavily pigmented seborrheic keratosis 
by most authorities.[2] Cutaneous melanoacanthoma 
is a painless, slow-growing, benign, mixed neoplasm 
composed of melanocytes scattered throughout 
keratinocyte lobules, rather than being limited to 
the basal layer of these lobules.[3] Although the 
keratinocytes contain melanin, the bulk of the pigment 
is present within melanocytes, many of which also 
have long dendrites.[2] Cutaneous melanoacanthomas 
are mainly found on the head, particularly the lips, 
and the trunk.

A 39-year-old male patient, farmer by occupation, 
presented with multiple pigmented growths over the 
inner thighs, external genitalia, perianal areas and 
buttocks since the age of 12 years. To begin with, the 
lesions were small and asymptomatic, with gradual 
increase in size. He complained of pain, bleeding and 
oozing from the lesions since 3 months. There was 
no history suggestive of risk of exposure to sexually 
transmitted diseases (STDs). Cutaneous examination 
revealed multiple hyperpigmented papules, plaques 
and nodules with a lobulated surface over the upper and 
medial aspects of both thighs, penile shaft, gluteal cleft 
and buttocks [Figure 1a and b]. Mucous membranes were 
not involved and there was no lymphadenopathy. With 
these clinical findings, seborrheic keratosis, condyloma 
acuminata and melanoacanthoma were considered in 
the differential diagnosis. His complete blood count, 
renal function tests and blood sugar levels were within 
normal limits. Venereal Diseases Research Laboratory 
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and human immunodeficiency virus enzyme-linked 
immunosorbent assay were nonreactive and hepatitis B 
surface antigen and anti-hepatitis C virus were negative. 
One of the cutaneous lesions was excised and sent for 
histopathological examination. Epidermis showed 
hyperkeratosis, acanthosis and marked papillomatosis 
with proliferation of spinous layer cells with dense 
melanin pigmentation. Numerous true and pseudohorn 
cysts were seen [Figure 2a and b]. Large dendritic cells 
with abundant melanin granules were spread throughout 
the epidermis [Figure 2c]. Dermis was unremarkable. 
Features were consistent with melanoacanthoma.

Melanoacanthoma can be found both on the skin and 
on the oral mucosa. Although most authors consider 
cutaneous melanoacanthoma a benign tumor of 
melanocytes and keratinocytes, some have suggested 
that it may be a reactive phenomenon induced by 
localized trauma.[4] Cutaneous melanoacanthomas 
are painless and slow-growing. Patients are generally 
asymptomatic; however, trauma or manipulation 
of the melanoacanthoma may lead to bleeding or 
inflammation. Patients may live with cutaneous 
melanoacanthoma for decades before they seek 
treatment.[4]

Cutaneous melanoacanthomas are found mainly on 
the trunk or head, often on the lip or eyelid. They have 
also been observed on the penile shaft. Cutaneous 
melanoacanthomas may be hyperpigmented or 
verrucous and round or oval. The lesion may be a 
papule, plaque, cutaneous horn or nodule.[4]

Melanoacanthoma is a deeply pigmented rare 
histological variant of seborrheic keratosis. 
Histologically, two types of melanoacanthomas are 
described: diffuse type in which melanocytes are 
unevenly scattered throughout the lesion and clonal 
type in which melanocytes and keratinocytes are 
clustered in small nests.[5] Our case was of the diffuse 
type of melanoacanthoma.

Cutaneous melanoacanthoma is a relatively 
uncommon tumor and most often solitary. In our case, 
there were multiple lesions, the smallest measuring 
5 mm in diameter and the largest measuring 7.5 cm × 
5 cm, situated in an uncommon location. The patient 
was referred to a plastic surgeon. Excision of the larger 
lesions and split-skin grafting was done. Histopathology 
showed features consistent with melanoacanthoma. 
Case reports of multiple cutaneous melanoacanthomas 
are rare. Hence, this case is reported.
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Figure 1: (a) Hyperpigmented plaques and nodules with a lobulated 
surface over the thighs and penile shaft. (b) Hyperpigmented 
papules and plaques with a lobulated surface over the gluteal 
cleft and buttocks

Figure 2: (a) Epidermis showing hyperkeratosis, acanthosis, 
marked papillomatosis and horn cysts (H and E, ×40).  
(b) Epidermis showing papillomatosis and proliferation of spinous 
layer cells with dense melanin pigmentation. Numerous true and 
pseudohorn cysts also seen (H and E, ×100). (c) Large dendritic 
cells with abundant melanin dispersed throughout the epidermis 
shown in arrows (H and E, ×400)
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Multiple subcutaneous 
angiomyxolipomas associated 
with olecranon bursa cyst: A rare 
presentation of a rare entity

Sir,
Angiomyxolipoma is a rare benign mesenchymal tumor. 
We describe this lesion in an 81-year-old male who 
presented with a gradually increasing painless swelling 
over the right elbow for the past 2 years following a 
trivial trauma. On local examination, a 6 cm × 4 cm soft, 
cystic, fluctuant, mobile, non-tender mass was seen at 
the posterior aspect of the right elbow. It was clinically 
diagnosed as olecranon bursa cyst. Also, multiple, 
discrete, tiny, soft, granular lesions were palpated in 
the subcutaneous tissue adjacent to the cyst. The cyst, 
along with the granular lesions, were excised. On gross 
examination, the specimen consisted of a 5 cm × 3 cm × 
0.5 cm cystic mass filled with serous fluid. The external 
surface showed tiny elevated yellowish nodules 
[Figure 1a]. Also received were multiple soft encapsulated 
gelatinous yellowish nodular masses ranging in size 
from 0.5 to 1 cm in largest dimension [Figure 1b]. 
Histopathological examination of the cyst revealed a 
flattened lining epithelium. The cyst wall was comprised 

of fibrocollagenous tissue along with few congested 
blood vessels. Also seen within the cyst wall were well-
demarcated nodular lesions comprised of an admixture 
of mature adipocytes, blood vessels and myxoid areas 
[Figure 2a and b]. Microscopic examination of the 
multiple tiny nodular masses revealed a multilobular 
tumor surrounded by a fibrous capsule and comprising of 
mature adipocytes along with numerous thin- and thick-
walled blood vessels with periadventitial myxoid stroma  
[Figure 2c and d]. There was no evidence of cytological 
atypia, mitoses or necrosis. Lipoblasts were not seen. 
Patchy perivascular lymphocytic infiltrate was seen at 
places. The myxoid stroma stained positively for Alcian 
blue [Figure 3]. The endothelial cells lining the vascular 
lumen and the cellular component of the myxoid stroma 
were immunoreactive for CD34 and vimentin, whereas 
the adipocytes were reactive for vimentin and focally 
for S-100 [Figure 4a and b]. The spindle cells in the 
myxoid areas did not express desmin, smooth muscle 
actin, HMB-45 or S-100. Based on the above features, a 
diagnosis of multiple subcutaneous angiomyxolipomas 
associated with olecranon bursal cyst was offered. The 
patient is symptom-free without any recurrence after a 
6-month follow-up.

Angiomyxolipoma was first described by Mai et al.[1] It 
is a rare variant of lipoma, with very few cases being 
reported in the literature. The patients’ ages ranged 
from 32 to 69 years, with a male preponderance. 
The duration of symptoms can range from 3 months 
to 7 years.[2] The most common location has been 
the subcutaneous tissue, in the scalp, arm, wrist, 
thigh and the gluteal region;[2] with occasional cases 
being located in the spermatic cord, subungual and 
intra-articular region.[1,3,4] It usually presents as a 
solitary, mobile, well-demarcated, non-encapsulated 
subcutaneous mass with a yellow gelatinous cut-
surface.[1,2,3] The lesion may be associated with pain, 
owing to its increased vascularity. In contrast, simple 
lipomas are encapsulated painless rounded masses 
with a pale yellow to orange color with a uniform 
greasy surface and an irregular lobular pattern. [5] 
Computed tomography of lipoma reveals a mass 
having the appearance of subcutaneous fat with a 
more uniform density than liposarcomas. On magnetic 
resonance imaging (MRI), both benign and malignant 
lipomatous tumors exhibit a high signal intensity on 
TI-weighted images.[5] MRI of angiomyxolipoma shows 
heterogeneous mass with mixed signal intensity on 
T2-weighted images.[4] To our knowledge, this is the 
first case of multiple angiomyxolipomas associated 
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