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Letters to the Editor

Figure 1: MRI showing cervical disc prolapse (C5�6) and 
hypertrophied ligamentum ß avum

middle and ring fingers, which had been mistakenly 
attributed to scabies by another dermatologist and 
given topical parasiticidal medication in vain. The 
localized pruritus used to come in bouts (not seasonal) 
and had significantly disturbed the patient over 
many months. The patient�s past medical history was 
unremarkable. On examination, the skin was normal 
and there were no abnormal neurological signs. 
Alloknesis (Gk allos other, knēsis scratching) or itch 
produced by innocuous mechanical stimulation was 
absent. Adjacent dermatomes on the palm overlap 
considerably; however, the patient�s localization of 
the itch suggested involvement of palmar C6 and C7 
dermatomes. No specific diagnosis was made then. 
A skin biopsy was not performed and I suggested 
the use of emollient, oral non-sedating antihistamine 
and watchful waiting for any possible changes in the 
symptom. Few months later, the patient developed 
numbness of the right upper and lower limbs. It was 
clear then that neurosurgery consultation was urgently 
required. Magnetic resonance imaging (MRI) showed 
cervical disc prolapse (C5�6) and hypertrophied 
ligamentum flavum [Figure 1]. Cervical discectomy 
via anterior approach was performed on the case. 
Unfortunately, the operation was not that helpful 
and the patient developed bilateral upper and lower 
limbs pain few months later. A second operation was 
performed to decompress the spinal cord via posterior 
approach cutting the hypertrophied ligamentum 
flavum. All symptoms disappeared shortly thereafter.

Both pruritus and pain can lead to serious impairment 
of quality of life. They greatly affected my patient�s 
quality of life and two operations were needed to 
eliminate the problem.

The classic features of BRP described by Waisman 
are pruritus confined to the upper brachioradial 
area with seasonal recurrences, intensification 
during the evening and absence of objective skin 
signs.[1] Neuropathic pruritus involving the whole 
upper limb due to cervical spinal cord compression 
has been described before;[6] however, to the best of 
my knowledge, this is the first time when pruritus 
confined to one hand (particularly involving the C6 
and C7 palmar dermatomes) was linked to cervical 
spine disease. Thus my case was that of unusual 
presentation of neuropathic pruritus. 
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Co-localization of lichen planus Co-localization of lichen planus 
and porokeratosis of Mibelliand porokeratosis of Mibelli

Sir,
Coexistence of lichen planus (LP) with a number of 
dermatological disorders is well documented. We 
are reporting here a case of co-localization of lichen 
planus with porokeratosis of Mibelli in a 40-year-old 
man who presented with some itchy bluish-black 
lesions on the dorsum of his feet for one year. The 
patient recalled having some brownish, circular, 
asymptomatic spots on his feet since childhood. He 
noticed that over the last few months the spots had 

Azhar
Rectangle

Azhar
Rectangle



533Indian J Dermatol Venereol Leprol | September-October 2009 | Vol 75 | Issue 5

Letters to the Editor

been gradually increasing in size and became elevated 
and itchy. In addition, a few pigmented, itchy, small 
elevations appeared in the vicinity of the preexisting 
lesion on the right foot. There was no family history 
of similar lesions and no history of any drug intake 
prior to the exacerbation of eruptions. Cutaneous 
examination showed multiple dark brown plaques 
with a reddish purple hue at some areas and a few 
small violaceous papules around these plaques. They 
were distributed over dorsum of both feet and over 
ankles. Close examination of a plaque on the dorsum 
of left foot showed an elevated ridge-like border with 
central groove surrounding an atrophic area, the border 
at places showing some broadening with a distinct 
violaceous color [Figure 1]. The nails, oral mucosae 
and other parts of skin were free from any lesion. Two 
4-mm punch biopsies from the elevated borders of 
plaques on dorsum of both feet showed a similar but 
distinctive picture. There was ortho-hyperkeratosis 
with irregular saw tooth-like elongation of rete 
ridges and a few towers of parakeratotic columns 
invaginating into the epidermis, beneath which 
there was absence of granular layer (comprising the 
so-called cornoid lamellae). Focal hypergranulosis, 
basal cell degeneration at some areas and melanin 
incontinence were also seen. Just beneath the 
epidermis, there was a lymphohistiocytic infiltrate 
in a band-like fashion, which extended laterally 
beyond the cornoid lamellae. Subepidermal clefts 
(Max Joseph�s spaces) were also noted in some areas 
[Figure 2]. A direct immunofluorescence examination 
could not be done due to economic constraints and 
local non-availability.

Histopathologically, lichen planus is characterized 
by hypergranulosis, irregular acanthosis, basal 
cell degeneration, melanin incontinence and 
subepidermal clefts, known as Max Joseph�s spaces. 
In LP, parakeratosis is conspicuous by its absence,[1] 
while the histopathological hallmark common to all 
types of porokeratosis is the cornoid lamella, which 
consists of tightly packed columns of parakeratotic 
cells surrounded entirely by orthokeratotic stratum 
corneum. Agranulosis is found below the cornoid 
lamella.[5] In the center of the lesion, epidermis is 
usually atrophic with flattening of rete ridges and 
areas of basal cell degeneration. 

The co-localization of skin diseases remains one of the 
most elusive problems in dermatology. Co-localization 
of LP have been described with subacute cutaneous 

Figure 1: Multiple plaques with a reddish purple hue and few 
small violaceous papules around these plaques. The lesion on 
the left foot shows a ridge-like border with a violaceous hue and 
central atrophy

Figure 2: Typical features of lichen planus with subepidermal 
Max-Joseph space together with a tower of parakeratotic column 
(cornoid lamella). The granular layer is absent below the cornoid 
lamella in an otherwise hypergranulotic epidermis. (H and E, ×100)

lupus erythematosus, generalized morphea, lichen 
sclerosus,[2] generalized lichen amyloidosis,[3] Riehl�s 
melanosis,[4] psoriasis and vitiligo.[6] An association 
of four distinct disorders, namely, lichen planus, 
vitiligo, lichen sclerosus and disseminated actinic 
porokeratosis has also been reported in a 70-year-old 
man.[7] In our patient, typical plaques of porokeratosis 
as well as LP was clinically evident. In addition, 
some porokeratotic plaques clinically showed lichen 
planus-like morphology particularly along borders that 
showed distinctive histologic features of both lichen 
planus and porokeratosis in the same microscopic 
fields. Although Nekam�s disease (keratosis 
lichenoides chronica) may show a lichenoid histology 
underneath a parakeratotic epidermis and may rarely 
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be associated with porokeratosis,[8] this diagnosis was 
not considered owing to the lack of typical clinical 
features and histology of this condition. Authentic 
clinical and histologic features of Nekam�s disease 
are, respectively,[9] a facial seborrheic dermatitis-
like eruption with tiny confluent papules on the 
trunk and extremities in linear and reticulate arrays 
and an infundibulocentric and acrosyringocentric 
lichenoid interface dermatitis with numerous 
necrotic keratocytes covered by parakeratosis housing 
neutrophils in staggered fashion. The history of the 
present case suggests that the patient might have had 
porokeratosis since his childhood and he probably 
became symptomatic as he developed lichen planus 
on and around the porokeratotic plaques. 
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Successful treatment of nevus Successful treatment of nevus 
comedonicus with ultrapulse COcomedonicus with ultrapulse CO

2
 

laserlaser

Sir,
An 18-year-old girl presented with a linear acneiform 
eruption since birth. There were no other physical 
or cutaneous abnormalities and no family history of 
this disorder. On examination there were comedones, 
measuring 1 to 3 mm in diameter, clustered in a linear 
distribution [Figure 1a] on the right side from the chin 
to the ear. The lesions were associated with atrophy 
of the epidermis. The biopsy was consistent with 
nevus comedonicus. The patient had applied topical 
tretinoin 0.05% and 12% ammonium lactate lotion for 
one year with no appreciable improvement. In view of 
the cosmetic disfigurement, we considered the option 
of treating it with ultrapulse CO2 laser (ML025CB; 
10 600 nm wavelength; frequency 90 Hz; exposure 
mode �repeat; time on = 10 ms; time off = 10 ms; 
maximal pulse energy 500 mJ/impulse; maximum 
energy 15 W; impulse duration 200 µsec). A spot-size 
handpiece (spot diameter 0.05 to 0.1 mm) was used. 
The applied energy ranged between 250 and 500 mJ. 
After administering infiltration anesthesia, four passes 
were given with removal of the debris with saline and 
the end point was the appearance of fine punctuate 
bleeding (level of papillary dermis) [Figure 1b] or 
visible ablation of the follicular plugs. Posttreatment 
follow-up was uneventful and there was marked 
cosmetic improvement in lesions. The follicular plugs/
comedone were eliminated except for the epidermal 
atrophy which was not the primary aim of the laser 
intervention. After 2 years of follow-up [Figure 1c], 
except for the epidermal atrophy corresponding to 
the follicular pathology [Figure 1d] there has been no 
recurrence 

Nevus comedonicus is a rare congenital hamartoma 
of the pilosebaceous unit, characterized by 
cystic dilatation and extensive keratotic plugging 
characterized clinically by groups of comedones.[1,2] 

Lesions tend to be grouped along the Voight�s or the 
Blaschko�s lines.[1,2] This condition has largely defied 
therapeutic intervention [Table 1] with most options 
leading to recurrence.[1,2] The medical options rarely 

Azhar
Rectangle

Azhar
Rectangle


