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Porokeratotic eccrine ostial and Porokeratotic eccrine ostial and 
dermal duct nevus: A report of dermal duct nevus: A report of 
three casesthree cases

Sir,
Porokeratotic eccrine ostial and dermal duct nevus is a 
rare non-hereditary eccrine hamartoma. This disorder 
of keratinization usually occurs at birth or in early 
childhood but may sometimes present in adults. It 
generally involves acral areas, especially palms and 
soles and is characterized by multiple punctate pits 
or keratotic papules and plaques with comedo-like 
plugs in a linear distribution.[1] The histopathological 
hallmark of porokeratotic eccrine ostial and dermal 
duct nevus is the presence of a cornoid lamella with 
subjacent acrosyringium.

We report three men aged 40, 20 and 16 years with 
porokeratotic eccrine ostial and dermal duct nevus. 
Details of the cases are summarized in Table 1. All 
three patients had involvement of the lateral border of 
left hand. Lesions on the palmar aspect appeared to be 
pits or plugged comedos whereas lesions on the lateral 
aspect were linear and keratotic and also violaceous in 
one patient [Figure 1]. In all three patients, the rest of 
the mucocutaneous and systemic examination did not 
reveal any abnormality.

Histopathological examination in all patients 
revealed epidermal acanthosis and a deep epidermal 
invagination of a parakeratotic column with underlying 
absence of granular layer (cornoid lamella) and dilated 
acrosyringium beneath the cornoid lamella [Figure 2]. 
Thus, a final diagnosis of porokeratotic eccrine ostial 
and dermal duct nevus was made in all three patients 
based on clinical and histopathological examination. 
Patients were treated with topical keratolytics and 

emollients and were counseled regarding the nature 
of the disease.

This rare entity was first reported as comedo nevus 
of palms by Marsden et al. and was later rechristened 
porokeratotic eccrine ostial and dermal duct nevus 
by Abell and Read.[1] Recently, the term porokeratotic 
adnexal ostial nevus has been proposed as a superset 
encompassing both porokeratotic eccrine ostial 
and dermal duct nevus and a related condition 
“porokeratotic eccrine and hair follicle nevus” where the 
cornoid lamella overlies both eccrine acrosyringia and 
hair follicular infundibula.[2] Clinically, porokeratotic 
eccrine ostial and dermal duct nevus has punctate 
pits with comedo-like plugs typically localized to 
palms and soles. However, lesions at other sites as 
well as Blaschkoid and systemized patterns have been 
reported.[1,3] Lesions may become verrucous, especially 
on hair-bearing skin beyond the palms and soles.[3] 
The histopathological hallmark of the condition is the 
cornoid lamella centered on dilated acrosyringium.[2]

Various pathogenetic mechanisms have been proposed 
for porokeratotic eccrine ostial and dermal duct nevus 
such as, (a) abnormally dilated parakeratotically 
plugged acrosyringium, (b) lack of carcinoembryonic 
antigen expression, (c) keratinization defect, 
(d) increased proliferation of basal keratinocytes, 
(e) genetic mosaicism and (f) somatic  GJB2 gene 
mutation (which provides instructions for making a 
protein called gap junction beta 2, more commonly 
known as connexin 26).[1,3-5] A person with porokeratotic 
eccrine ostial and dermal duct nevus having a somatic 
mutation in GJB2 may have a child with syndromes 
such as keratitis-ichthyosis-deafness syndrome, 
Vohwinkel syndrome, Bart–Pumphrey syndrome and 
non-epidermolytic palmoplantar keratoderma with 
deafness that are associated with GJB2 mutations and 
they should be counseled about this risk.[5]

Table 1: Details of the three cases of porokeratotic eccrine ostial and dermal duct nevus being reported

Gender Age of 
onset 

(years)

Age at 
presentation 

(years)

Distribution of lesions Morphology of lesions Figure

Male 30 40 Thenar eminence of left 
palm, ulnar aspect of left 
thumb extending up to wrist 
joint in a linear pattern

Multiple, well-defi ned, discrete, punctate pits and keratotic 
papules with comedo-like plugs on the thenar eminence. 
A few keratotic papules and plaques having verrucous 
appearance on left thumb and wrist joint

Figure 1a 
and b

Male 12 20 Ulnar aspect of left thumb 
extending to wrist joint in a 
linear pattern

Multiple, discrete, comedo-like plugged punctate pits 
coalescing to form violaceous plaque. A few lesions had 
verrucous appearance

Figure 1c

Male 11 16 Thenar eminence of left 
palm

Multiple, discrete, comedo-like plugged pits Figure 1d
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Most commonly, porokeratotic eccrine ostial and 
dermal duct nevus is a localised lesion. However, 
systematized or bilateral porokeratotic eccrine 

ostial and dermal duct nevus may be associated 
with breast hypoplasia, palmoplantar keratoderma, 
psoriasis, hemiparesis, seizure disorder, scoliosis, 
polyneuropathy, hyperthyroidism, developmental 
delay, onychodystrophy or squamous cell carcinoma.[1,2] 
Differential diagnoses of porokeratotic eccrine ostial 
and dermal duct nevus include linear porokeratosis, 
nevus comedonicus, inflammatory linear verrucous 
epidermal nevus, verrucous epidermal nevus, linear 
psoriasis and punctate keratoderma.[1,2] Porokeratotic 
eccrine ostial and dermal duct nevus and linear 
porokeratosis are difficult to distinguish both clinically 
and histopathologically, especially on non-acral sites. 
Clinically, non-acral porokeratotic eccrine ostial and 
dermal duct nevus lack typical keratotic comedo-like 
lesions, are less scaly and have an appearance similar 
to conventional porokeratosis. Histopathological 
features of linear porokeratosis and porokeratotic 
eccrine ostial and dermal duct nevus may overlap 
and a diagnosis of linear porokeratosis may be made 
if adnexa are not captured in the particular section 

Figure 2: Epidermal acanthosis and a deep epidermal invagination
of a parakeratotic column with underlying absent granular layer 
(cornoid lamella, arrow A) centered on dilated acrosyringium 
(arrow B) (H and E, ×400)

Figure 1: (a) Multiple, punctate pits and keratotic papules with comedo-like plugs on thenar aspect of left palm. (b) A few keratotic 
papules on ulnar border of thumb extending proximally to the wrist joint. (c) Multiple, comedo-like plugged punctate pits overlying on 
violaceous papules and plaques on ulnar aspect of left thumb extending proximally to the wrist joint. (d) Multiple, comedo-like plugged 
pits present on thenar aspect of left palm

a b

d c
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showing a cornoid lamella. Conversely, a misdiagnosis 
of porokeratotic eccrine ostial and dermal duct nevus 
may be made if the cornoid lamella in a conventional 
case of porokeratosis is asociated with underlying 
adnexa. Thus, multiple biopsies and deeper sections 
should be examined and correlated with with clinical 
features to distinguish porokeratotic eccrine ostial and 
dermal duct nevus and linear porokeratosis.[2] The 
other differential diagnoses lack cornoid lamella on 
histopathology and are easier to exclude.

Various therapies such as topical keratolytics, 
corticosteroids, calcipotriol, anthralin, tar, urea 
phototherapy, cryotherapy, electrocautery, surgical 
excision and ultrapulsed CO2 laser have been proposed 
for porokeratotic eccrine ostial and dermal duct nevus 
but with limited benefit.[1]

Financial support and sponsorship
Nil.

Confl icts of interest
There are no conflicts of interest.

Premanshu Bhushan, Sarvesh Sunil Thatte, Premanshu Bhushan, Sarvesh Sunil Thatte, 
Avninder SinghAvninder Singh1, Suhail Jayant, Suhail Jayant

Department of Dermatology, Venereology and Leprosy, School of 
Dermatology, DR. PN Behal Skin Institute, 1Department of Pathology, 

National Institute of Pathology, Indian Council of Medical Research, 
New Delhi, India

Address for correspondence:Address for correspondence: Dr. Sarvesh Sunil Thatte,
Department of Dermatology, Venereology and Leprosy, School of 

Dermatology, DR. PN Behal Skin Institute,
New Delhi - 110 048, India.

E-mail: sarvesh.thatte@gmail.com

How to cite this article: Bhushan P, Thatte SS, Singh A, Jayant S. 
Porokeratotic eccrine ostial and dermal duct nevus: A report of three 
cases. Indian J Dermatol Venereol Leprol 2016;82:553-5.

Received: July, 2015. Accepted: January, 2016.

This is an open access article distributed under the terms of the Creative 
Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non-commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/0378-6323.183629

PMID:
*****

REFERENCESREFERENCES

1. Pathak D, Kubba R, Kubba A. Porokeratotic eccrine ostial and dermal 
duct nevus. Indian J Dermatol Venereol Leprol 2011;77:174-6.

2. Goddard DS, Rogers M, Frieden IJ, Krol AL, White CR Jr., 
Jayaraman AG, et al. Widespread porokeratotic adnexal 
ostial nevus: Clinical features and proposal of a new name 
unifying porokeratotic eccrine ostial and dermal duct nevus 
and porokeratotic eccrine and hair follicle nevus. J Am Acad 
Dermatol 2009;61:1060.e1-14.

3. Sassmannshausen J, Bogomilsky J, Chaffins M. Porokeratotic 
eccrine ostial and dermal duct nevus: A case report and 
review of the literature. J Am Acad Dermatol 2000;43(2 Pt 
2):364-7.

4. Bergman R, Lichtig C, Cohen A, Friedman-Birnbaum R. 
Porokeratotic eccrine ostial and dermal duct nevus. An 
abnormally keratinizing epidermal invagination or a dilated, 
porokeratotically plugged acrosyringium and dermal duct? Am 
J Dermatopathol 1992;14:319-22.

5. Levinsohn JL, McNiff JM, Antaya RJ, Choate KA. 
A somatic p.G45E GJB2 mutation causing porokeratotic 
eccrine ostial and dermal duct nevus. JAMA Dermatol 
2015;151:638-41.

Squamous cell carcinoma of Squamous cell carcinoma of 
the nail fold masquerading as the nail fold masquerading as 
pyogenic granulomapyogenic granuloma

Sir,
Squamous cell carcinoma involving the nail unit is 
rare, and diagnosis may be delayed as it may mimic 
benign dermatoses. In view of its varied clinical 
manifestations, a high index of suspicion and a low 
threshold for histopathological examination are vital 
for making an early diagnosis. We report a case of 
squamous cell carcinoma of the lateral nail fold of the 
left thumb, that simulated pyogenic granuloma.

A 65-year-old man presented with a 0.5 mm sized 
pinkish nodule located on the lateral nail fold of 
the left thumb for the past 2 months. He related his 
current symptoms to minor trauma sustained while 
clipping his nails, 18 years earlier; this was followed 
by pain and redness, which had a waxing and waning 
course. Intermittent use of oral antibiotics and 
topical antibiotic-steroid combination creams gave 
him temporary relief. With differential diagnoses of 
pyogenic granuloma and hypertrophic granulation 
tissue, the nodule was treated with silver nitrate (1%) 
cautery every 2 weeks for almost 2 months. Two months 
later, he noticed a relatively rapid increase in the size of 
the growth which had expanded into an 1.5 cm × 1 cm 
erythematous moist plaque that covered the adjoining 
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