Letter to the Editor

Declaration of patient consent

The authors certify that they have obtained all appropriate
patient consent forms. In the form, the patients have given
their consent for their images and other clinical information to
be reported in the journal. The patients understand that name
and initials will not be published and due efforts will be made
to conceal identity, but anonymity cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Laura Cubells Sanchez, Blanca Ferrer Guillén,
José Luis Sanchez Carazo, Amparo Pérez Ferriols

Department of Dermatology, University General Hospital of Valencia,
Valencia, Spain

Correspondence: Dr. Blanca Ferrer Guillén,

Department of Dermatology, University General Hospital of Valencia,
Tres Cruces 2, Valencia 46014, Spain.

E-mail: blanca.ferrerguillen@gmail.com

References

1. Goldberg DJ, editor. Laser Dermatology: Pearls and Problems. 2 ed.
New York; Springer Heidelberg 2013.

2. Lou WW, Quintana AT, Geronemus RG, Grossman MC. Prospective
study of hair reduction by diode laser (800 nm) with long-term follow-
up. Dermatol Surg2000;26:428-32.

3. Moreno-Arias G, Castelo-Branco C, Ferrando J. Paradoxical effect
after IPL photoepilation. Dermatol Surg2002;28:1013-6.

4. Moreno-Arias GA, Tiffon T, Marti T, Camps-Fresneda A. Urticaria
vasculitis induced by diode laser photo-epilation. Dermatol
Surg2000;26:1082-3.

5. Bernstein EF. Severe urticaria after laser treatment for hair reduction.
Dermatol Surg2010;36:147-51.

6. Landa N, Corrons N, Zabalza I, Azpiazu JL. Urticaria induced by laser
epilation: A clinical and histopathological study with extended follow-
up in 36 patients. Lasers Surg Med 2012;44:384-9.

This is an open access journal, and articles are distributed under the terms of
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License,
which allows others to remix, tweak, and build upon the work non-commercially,
as long as appropriate credit is given and the new creations are licensed under
the identical terms.

Access this article online

Quick Response Code: Website:

www.ijdvl.com

DOI:
10.4103/ijdvl.IJDVL_581_17

How to cite this article: Cubells Sanchez L, Ferrer Guillén B,
Sanchez Carazo JL, Pérez Ferriols A. Adverse cutaneous events
after laser epilation in patients with photodermatosis. Indian J
Dermatol Venereol Leprol 0;0:0.

Received: November, 2017. Accepted: June, 2018.

© 2018 Indian Journal of Dermatology, Venereology and Leprology | Published by
Wolters Kluwer - Medknow

Differential expression of capecitabine-induced hand foot

syndrome on paretic limb

Sir,

Hand footsyndromeisalocalizedtoxicreactionseensecondary
to several chemotherapeutic drugs such as capecitabine,
pegylated doxorubicin, 5 fluorouracil, cytarabine, docetaxel,
sorafenib and sunitinib. It is manifested by painful erythema
over palms and soles. Blistering and erosions may accompany
depending upon clinical severity. The pathogenesis of this
entity is not well understood. Atypical presentations such
as involvement of scar sites, scrotum and penis have been
reported, the reports hypothesizing different mechanisms for
this toxic event. We found few reports of hand foot syndrome
sparing the hemiplegic side [Table 1].!* Here, we report a case
of capecitabine-induced hand foot syndrome with differential
severity expressed on the paretic limb.

A44-year-old man of type IV skin, known to be suffering from
right-sided hemiparesis, who was diagnosed with metastatic
adenocarcinoma of stomach, was initiated on chemotherapy
with palliative intent. He received four cycles of docetaxel

and oxaliplatin once every 14 days. No cutaneous side effects
were observed during this period. Due to disease progression
despite therapy, the patient was prescribed capecitabine
750 mg/sq m orally twice daily in addition to the above drugs.
After 15 days of capecitabine intake, the patient developed
sudden burning sensation and pain over both palms and
soles. In the subsequent two days, he developed erythema
followed by hyperpigmentation over bilateral soles and left
palm. Strikingly, the patient’s right hand was spared from the
cutaneous changes. A bulla developed on the dorsum of the
left hand with subsequent spontaneous rupture. The patient
was unable to perform his routine activities due to severe
pain. He gave history of identical and symmetrical sweating
from his palms and soles prior to initiation of chemotherapy.
He was a known hypertensive for the past five years. Over
these years, there was near complete gain of motor power
in his right lower limb. However, muscle power of his right
upper limb did not improve.
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On examination, well-demarcated erythematous to
hyperpigmented, tender patches were seen symmetrically
over the convexities of bilateral soles. The concave
parts were spared [Figure 1].The left hand showed
hyperpigmentation covering the entire palm as well as the
dorsum. There was a large ruptured bulla with a necrotic
base of approximate size 4 x 4 sq cm on the dorsum of the
left hand [Figure 2]. Nails were spared. The patient also had
mucositis in the oral cavity. All the muscles of the right hand
had grade 1 power as revealed by voluntary muscle testing.
There was no miosis, ptosis or anhidrosis in any part of the

Figure 1: Erythematous to hyperpigmented patches over the bilateral soles
and left palm
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body, as seen in Horner syndrome. Sweat test could not be
performed as the patient became sick and was shifted to the
intensive care unit. Nerve conduction study of the upper
and lower limb nerves revealed mild decrease in compound
muscle action potential in right median and ulnar nerve with
normal sensory nerve action potential. Total erythrocyte
count and total leukocyte count was 3.5 million/dl and
4,000/dl, respectively. There was thrombocytopenia with
platelet count of 10,000/dl. The patient had deranged
hepatic function test with liver enzymes raised three times
above baseline. Based on history and clinical examination,
a diagnosis of hand foot syndrome was made. His Naranjo
causality score was 4. Capecitabine was stopped and the
lesions improved over the next 2—-3 weeks.

The index case had differential degree of severity on both
hands. The paretic limb had grade 1 hand foot syndrome,
whereas the other limb had grade 4 severity according to the
World Health Organization criteria.

The pathogenesis of capecitabine-induced hand foot
syndrome is poorly understood. Direct release of the drug
into the skin via the eccrine ducts, causing toxic injury is one
pathomechanism explaining this event.* Increased thymidine
phosphorylase enzyme activity converting capecitabine
to the more toxic 5-fluorouracil and free radical-induced
damage have also been proposed. Abnormal regulation of
the autonomic nervous system has been known to occur

Figure 2: Hyperpigmentation with ruptured bulla over the dorsum of left
hand with sparing of right hand

Table 1: Comparision of previously reported capecitabine induced unilateral hand foot syndrome with the index case

Author Age Disease

Neurodeficit Clinical feature

Outcome on
capecitabine cesation

Duration of therapy
prior to onset of lesion

Matsuda 60 years Advanced descending Right sided
et al male colon cancer hemiplegia hand
Disel 65 years Advanced gastric cancer ~ Right sided
et al? male hemiplegia

Almeida da 53 years Adenocarcinoma sigmoid Left sided

cruz et al’ male colon hemiparesis sole
Present 44 years Metasatatic Right side
case male adenocarcinoma stomach hemiparesis

HFS prominently in left

Grade II HFS (NCI
criteria) left palm and sole

HEFS on right palm and

HEFES on left palm and
bilateral soles

After two cycles HFS remained for 7 days
after onset of HFS

HES resolved

over 1 week

Over 7 days grade 2 HFS
became grade 1

10 days after 4™ cycle
After 1% cycle

After 1% cycle HFS resolved completely

over 3 weeks

HFS: Hand foot syndrome, NCI: National Cancer Institute
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after a cerebrovascular accident. The cortical and subcortical
inhibitory effects on vasomotor neurons are reduced. This
increases the vessel wall tone, thereby reducing temperature
and cutaneous blood flow to the paretic side.’ This could
be a possible cause for the finding in our case. The relative
less use of the paretic hand in comparison to the other hand
and feet for daily activities could also be responsible for the
differential presentation in our patient. All previous reports of
unilateral hand foot syndrome are from western literature. We
were unable to find any such reports from India. The findings
in our case highlights the neural and vascular mechanism
contributing to the pathogenesis of hand foot syndrome in
contrast to the commonly accepted mechanism of it being
caused by secretion of the drug in the sweat into palms and
soles.

Avoidance of strenuous activities, involving friction over the
palms and soles, e.g. long walking, lifting objects and using
ill-fitting footwear, could reduce the severity of this reaction.
Physicians should be aware that patients on drugs causing
hand foot syndrome and coexisting neurological discase
might manifest the same in an atypical manner. Future
studies exploring neural pathomechanisms mediating hand
foot syndrome should be undertaken.
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