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BOS can either present as symmetrical, small, 
asymptomatic lichenoid papules resembling 
pseudoxanthoma elasticum known as “dermatofibrosis 
lenticularis disseminative”[2] or as large asymmetrical, 
yellowish plaques or nodules. The lesions are 
usually present on the trunk, proximal extremities 
and skin folds. They may be present since birth. 
Histopathologically, it may present as increased, 
broad and interlacing elastic fibers, diminished and 
fragmented fibers or, at times, normal elastin. Collagen 
bundles can be thickened or normal.[3] Giro et al.[4] 
showed that levels of tropoelastin and elastin mRNA 
were increased in the fibroblasts. On the other hand, 
Ohnishi et al.[5] found normal elastin mRNA levels in 
the elastic nevi without osteopoikilosis and proposed 
that elastic nevi without skeletal involvement might 
be etiologically different from that of BOS.

Osteopoikilosis is seen as well-circumscribed areas 
of increased opacities affecting mainly the carpals, 
tarsals, phalanges, epiphyses and metaphyses of long 
bones and pelvis. These changes manifest during late 
childhood or puberty.[1-5]

Our patient had multiple elastomas manifesting as 
skin colored to yellowish plaques and few papules 
scattered all over the body. There were no nodular 
lesions. The involvement was very extensive. At the 
initial presentation, the possibilities of cutaneous 
mucinosis of infancy, mastocytosis, histiocytosis and 
juvenile elastomas were suspected. It was only after 
a completely normal histopathology and positive 
staining with Verhoeff van-Gieson stain that the other 
possibilities were ruled out.

To the best of our knowledge, this kind of clinical 
presentation, with such extensive distribution and 
presence of both papules and plaques, has not been 
described previously. The girl had no osteopoikilosis at 
presentation. We assume that either she had multiple 
juvenile elastomas occurring independently or was 
a forme fruste of BOS, as the radiological defect in 
this condition appears late. Therefore, a postpubertal 
radiological examination should be carried out in 
all patients having multiple juvenile elastomas. The 
importance of diagnosing this entity lies in the fact 
that, radiologically, opacities seen in BOS, which 
appear late in life, may mimic secondary metastasis 
in the bones; however, the skeletal involvement in this 
condition is purely benign in nature.

There is little evidence of any increased morbidity or 

Letters to the Editor

mortality in the case of BOS.[1-5] Diagnosis is made by 
a complete clinical history, examination and skeletal 
survey of the patient and their family. As the skeletal 
changes manifest late in childhood, all the newborns 
presenting with localized or generalized elastomas 
should be thought of as a possible case of BOS and the 
family should be screened clinically and radiologically. 
The child should also be under regular follow-ups. As 
the lesions are asymptomatic, no specific treatment is 
required.

Our case highlights the rare presentation of a rare 
entity.
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Familial anterior cervical 
hypertrichosis

Sir,
Hypertrichosis is a condition of excessive hair growth 
independent of associated underlying endocrine 
disorder. Primary hypertrichosis has been classified 
by the extent of distribution in localized or generalized 
forms. Primary localized hypertrichosis may occur 
as hypertrichosis cubiti (elbows), posterior cervical 
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hypertrichosis, faun tail deformity, or anterior cervical 
hypertrichosis (ACH). ACH is a very rare form of 
primary localized hypertrichosis. It consists of a tuft 
of terminal hair on the anterior neck just above the 
laryngeal prominence.[1,2] Familial ACH (FACH) is a 
variant of ACH and, as far as we know, only 18 cases 
of five families have been previously reported.[1] This 
condition has been described in association with 
other systemic disorders, but the concomitance with 
cutaneous disease has not reported.[3,4] In this article 
we present the case of a family with three members 
affected and report the concomitance with new 
systemic diseases and morphea.

We report the case of a 56-year-old woman with 
history of diabetes mellitus, hypertension, and 
thrombocytopenia who was evaluated in our 
dermatology unit for pruritic hyperpigmented plaques 
with skin thickening on abdominal and lumbar areas 
[Figure 1] and a congenital tuft of terminal hair on 
the anterior aspect of the neck. A skin biopsy from 
the abdomen and lumbar area was compatible with 
morphea. Laboratory tests showed liver function 
abnormalities and abdominal computed tomography 
scan showed portal hypertension and splenomegaly. 
These findings were compatible with chronic liver 
disease. Immuno-serologic tests were normal. Two of 
her three daughters also had the congenital patch of 
terminal hair on the anterior neck [Figure 2]. One of 
them, a 27-year-old female with Down's syndrome, 
presented dysesthesia of the hands and physical 
examination revealed overlapping of fourth over third 
toe of both feet [Figure 3]. Another daughter, a 35-year-
old female, with history of great vessel transposition, 
corrected when she was a new born, had a normal 
physical examination. No other abnormalities were 
detected. There was no history of consanguineous 
marriages in the family. 

FACH can present as an isolated defect or in association 
with various abnormalities of other organ systems.[2-5]

Most of the families reported had not concomitant 
diseases.[2,5] Trattner et al. described an Arab family with 
three affected relatives, all of them with peripherial 
neuropathy and hallux valgus, and one with atrophy 
of optic nerve and macular dysfunction.[3] Tsukahara 
et al. reported a Japanese family with seven members 
in three generations with ACH, one of them with 
Turner's syndrome.[4] In our case, only dysesthesia 
was observed in the patient with Down's syndrome. 
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Figure 1: The mother with hyperpigmented plaques with skin 
thickening on the abdominal area

Figure 2: The mother and her two daughters with congenital 
patches of terminal hair on the anterior neck

Figure 3: Association with overlapping of fourth over third toe of 
both feet in one of our patients
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This patient also presented toes overlapping which 
was previously described in a child with sporadic 
ACH.[1] The concomitance of FACH with great vessel 
transposition, chronic liver disease, and morphea 
has never been described before. They are incidental 
associations, but we suggest a careful evaluation of 
ACH patients to exclude any systemic disease. 
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Pharmaceutical industry and 
continuing medical education

Sir,
Medicine and its allied branches are growing at an 
exponential rate, resulting in a deluge of new diagnostic 
and therapeutic modalities. As clinicians, it may be 
difficult to keep up with the latest developments. 
Continuing medical education programs (CMEs) are 
hence designed to keep medical personnel informed 
of the latest developments in the pathophysiology and 
treatment of various conditions. CMEs are also required 
as a prerequisite for regular renewals of medical license. 
CMEs are mostly conducted by academic institutions, 
professional bodies and pharmaceutical companies. 
As a platform for dissemination of knowledge, CMEs 
should provide the most up-to-date data supported by 
an adequate number of well-planned and executed 
studies in cases of therapeutic topics. Pharmaceutical 

companies are usually looked at as a source of funds 
required in organizing a CME program. A large and 
growing proportion of CME – about 60% in the US – 
is derived through commercial sponsorship, mainly 
by pharmaceutical companies.[1] Ethical dilemmas 
arise when a pharmaceutical company sponsors a 
CME. Several prominent investigations have revealed 
industry efforts to use educational activities to 
increase drug sales.[2] As a sponsor, a pharmaceutical 
company looks to maximize the value for its money, 
and that value is in the form of increased number of 
prescriptions for its own products. This intent of the 
company to maximize value of its investment can 
come at the cost of accuracy of information being 
disseminated at the CME. Distinctions are blurred 
between advertising, promotion, information and 
education.

Few studies have evaluated the effect of content of 
CME on the prescribing behavior of doctors. In general, 
physicians rank company-sponsored CME lower than 
objective sources, such as journal articles, as sources of 
credible prescribing information.[3] Studying the effects 
of company-funded CME on subsequent prescribing 
behavior, it was found that in each case there was a 
greater increase in prescriptions for the drug made by 
the sponsoring company than for other drugs in the 
same class.[4] Physicians were surveyed before and 6 
months after their attendance at three separate CME 
events conducted to evaluate the change in prescribing 
habits. Similar findings have been reported by others, 
which point toward the change in prescribing habits 
after attending a company-sponsored event.[5] In each 
case, there was a greater increase in prescriptions 
for the drug made by the sponsoring company 
than for other drugs in the same class. Not only do 
pharmaceutical houses spend large sums of money to 
“educate” physicians at CME events, they also offer 
large honorarium to leading medical academicians 
for lectures. Although unintentional, these speakers 
may lecture in a biased way and feelings of reciprocity 
and personal relationship may dissuade them from 
being critical of the sponsoring company’s product. A 
mere conflict of interest disclosure is not necessarily a 
guarantee for unbiased information, although, in cases 
where there is a declaration of conflict of interest, 
the information is perceived to be more reliable.[6] 
Many CME courses occur at resorts and other such 
places of leisure. Furthermore, an industry sponsor 
may pay travel and entertainment expenses for both 
faculty and postgraduate students. In such a scenario, 
the authenticity of information being provided is 
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