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Letters to 
the Editor

Modern moulage 

Sir,
I read Joshi’s comprehensive review of the use of 
moulage in dermatology with interest.[1] While moulage 
has undoubtedly been in steady decline as a teaching 
aid, I believe that it still has a significant role to play.

Skin lesions are largely three-dimensional structures, 
with subtle details often only apparent at a specific 
angle. While technology has advanced, the ability 
to appreciate details of a high-resolution, two-
dimensional photo does not always correlate to the 
real-world clinical diagnostic ability.

At Imperial College, London, I am trying to commission 
a number of new moulages for use as an undergraduate 
teaching aid. Joshi states that “the art of moulaging 
and the moulageur disappeared.” I do not believe this 
to be entirely true; the expertise is still available and 
exquisite moulages are still produced to this day. Case 
in point, I recently asked a local artist to produce a 
moulage of a seborrhoeic keratosis. The artist himself 
asked for an extended period with a patient with a 
seborrhoeic keratosis in order to produce the moulage. I 
was simply amazed at how lifelike the lesion appeared 
and, just as importantly, felt. Having previously tried 
to demonstrate seborrhoeic warts to medical students, 
they were often unable to appreciate what I meant 
when I described the lesions as looking as if they were 
“stuck onto” the skin. When I showed the prosthesis to 
a group of medical students, one student volunteered 
that the lesion appeared as if it was stuck onto the skin!

Colleagues at the Boston University have recently 
trialled prosthetic mimics as teaching tools as part of 
the undergraduate curriculum.[2] The moulages were 
received most favourably by the students – “The three-
dimensional method was thought to be enjoyable, 
effective, and authentic.” Additionally, students taught 
with moulage significantly outperformed those taught 
with photographs.

Curriculum time for most specialties is limited, 
dermatology being particularly compressed in most. 
Thus, in a 2-week rotation, students would have to be 
particularly fortuitous to see every clinically important 
lesion in this period. The application of moulage may 
therefore be even more important in modern medical 

education than ever before. If educators have a variety 
of prostheses, then medical students will undoubtedly 
have a more thorough clinical exposure than they do 
currently.

Moulages need not be restricted to their application as 
an undergraduate teaching tool. They may also interest 
the general public if displayed in museums and 
possibly as a means of improving public awareness of 
skin disease.

Despite the undoubted benefits that technological 
advance has brought about, modern technology is 
not always the answer. Perhaps, we may yet see a 
renaissance in dermatological moulage.
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The successful treatment of 
palmoplantar hyperkeratotic 
lichen planus with enoxaparin 

Sir,
The palmoplantar hyperkeratotic variant of lichen 
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Figure 2: (a–c) Complete response to enoxaparin treatment

Figure 1: (a,b) Yellow thick plaques existing on palms of the hands and soles of the feet; (c) hyperkeratosis, acanthosis, wedge-shaped 
hypergranulosis within epidermis, degeneration in basal layer and lichenoid pattern of lymphocytic infiltration at the dermoepidermal 
junction (H and E, ×200)

planus (PHLP) is a rare entity. The clinical features 
of PHLP do not resemble classic lichen planus (LP), 
and the disease is mostly resistant to treatment. In 
approximately one-quarter of PHLP cases, typical 
lichen lesions can also be seen on other skin and 
mucosal surfaces.[1] Two cases of PHLP, which were 
successfully treated by subcutaneous enoxaparin 
without any subsequent adverse effects, are presented 
below.

Case 1: A 24-year-old male patient was admitted with 
complaints of thick plaques existing on the palms of his 
hands. During the physical examination of the patient, 
yellowish, solid, thick plaque lesions surrounded by a 
livid margin were observed on both palms and soles 
[Figure 1a, b]. No pit formation was observed on the 
solid and thick areas. While no change was observed 
on the nails, a bilateral reticular appearance on the 
oral mucosa and scattered livid colored bright papules 
on the trunk were seen.

Case 2: A 45-year-old male patient was admitted, 
who had suffered from yellowish solid lesions on his 
hands and feet for 10 years. During the dermatological 
examination of the patient, a white reticular appearance 
was observed bilaterally on the buccal mucosa, and 

multiple solid hyperkeratotic papular lesions livid in 
color, which included Wickham striae, were detected 
on the flexor surfaces of the arms and on the anterior 
surface of the tibia.

Common histopathologic features of biopsies taken 
from the palms of both cases revealed hyperkeratosis, 
acanthosis, wedge-shaped hypergranulosis within 
the epidermis, degeneration in the basal layer, and a 
lichenoid pattern of lymphocytic infiltration at the 
dermo-epidermal junction [Figure 1c]. These findings 
were consistent with PHLP.

Enoxaparin (Clexane®, Rhone Poulenc-Cedex-F, France) 
was administered at a dose of 3 mg subcutaneously into 
the abdominal wall once a week, after receiving written 
and verbal informed consent from the patients. HCV, 
anti-HBs and HBs antigens were found to be negative 
in laboratory examinations. Platelet count assays 
and coagulation parameters of the patients (activated 
partial thromboplastin time, international normalized 
ratio, prothrombin time) were within normal limits. 
At the end of 12 sessions, all the skin lesions were 
seen to heal, leaving postlesional hyperpigmentation  
[Figure 2a–c], but oral mucosa lesions remained stable. 
No local or systemic adverse effects were seen in the 

Letters to the Editor



Indian Journal of Dermatology, Venereology, and Leprology | January-February 2011 | Vol 77 | Issue 166

Letters to the Editor

patients. No recurrence was seen during a 1-year 
follow-up of the patients.

The PHLP is a rare variant of lichen which can be easily 
misdiagnosed as palmoplantar keratoderma, psoriasis, 
verruca vulgaris, callus, punctate porokeratosis, arsenic 
keratosis, and lichen simplex chronicus.[2] In PHLP, 
lesions are frequently highly pruritic, erythematous, 
squamous and/or hyperkeratotic, well-defined, usually 
not involving the digits and resemble plaques located 
on the internal plantar arch.[3] Apart from this classic 
appearance, PHLP can also be seen with erythematous 
plaques, punctate keratosis, diffuse keratoderma and 
ulcerated lesions.[3] The determination of classic LP 
findings during a histopathologic examination enables 
a diagnosis.

Enoxaparin was administered for the first time 
in 1988 by Hodak et al. in Israel. Administration 
was successfully carried out at a dose of 3 mg via 
subcutaneous injection once a week to 10 LP patients 
with diffuse skin involvements.[4] 

Enoxaparin’s mechanism of action is based on the 
inhibition of the heparanase enzyme released by active 
T lymphocytes. The heparanase enzyme emerging 
on the surface of T lymphocyte passes through 
blood, cleaves heparan sulfate side chains that have 
a supporting role in the extracellular matrix, and 
thus enables the T lymphocyte to penetrate through 
the upper dermis. Since the heparanase enzyme is 
inhibited by low-dose, low–molecular-weight heparin, 
T lymphocytes cannot reach their target tissue.[4,5] 
Because of the disaccharide structure of enoxaparin, 
it also inhibits the cytokines’ role in inflammation, 
and especially the expression of tumor necrosis factor 
alpha.[4]

The lesions in PHLP tend to regress spontaneously 
within 6–18 months. Topical-systemic corticosteroids 
and other treatment regimens provide healing within 
2–9 months in most cases, but recurrence is frequently 
seen after discontinuation of the drug.[3]

In our cases, complete cure was obtained using 
enoxaparin administered once a week for 3 months, 
and no adverse effects were seen. No recurrence was 
seen in follow-ups performed for 1 year.

Therefore, enoxaparin can offer a successful, 
particularly safe and long-term therapeutic alternative 

in PHLP treatment when its adverse effects are 
compared to those of long-term corticosteroid use.
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Kindler’s syndrome with long 
thick cuticles and mottled 
hyperpigmentation

Sir, 
Kindler’s syndrome is a rare genodermatosis 
characterized by congenital acral blistering, 
photosensitivity and later by the development of 
progressive diffuse poikiloderma and cutaneous 
atrophy.[1] The other associated findings include 
periodontal disease, ophthalmic and mucosal 
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