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Reticular telangiectatic erythema associated with 
implantable automatic cardioverter defibrillator
Sir,
Reticular telangiectatic erythema associated with the implantation 
of a medical device is a rare entity, which must be considered as one 
of the differential diagnoses of a local infection or allergic contact 
dermatitis to prevent future extractions and/or replacement of the 
devices.1

A 64‑year‑old woman with a medical history of idiopathic dilated 
cardiomyopathy and cardiac insufficiency developed an erythematous 
plaque on the chest, 1 week after the subcutaneous placement of 
an implantable automatic cardioverter defibrillator [BIOTRONIK 
LUMAX 340 HFT], overlying the site of implantation. Infection 
of the implanted device was suspected and the patient received 
wide spectrum antibiotic therapy with amoxicillin and clavulanate 
without much improvement. Subsequently, the patient underwent 
a second surgical procedure where the implantable automatic 
cardioverter defibrillator was relocated at the same site but in a 
submuscular placement; however, the lesion persisted.

Routine blood examination findings were within normal limits and 
both blood cultures and  intra‑operative cultures were negative. The 
patient was referred to the dermatologist after an interval of 1 month, 
with a possible diagnosis of refractory cellulitis. Physical examination 
revealed a slightly warm,   non‑indurated, erythematous plaque with 
ill‑defined margins and a reticulate appearance (more evident with 
dermoscopy), located on the left side of the chest [Figure 1]. The device 
could be felt on palpation, which had been previously deeply implanted 
and there was no loco‑regional lymph node enlargement. No systemic 
or local symptoms were observed. In view of the absence of clear 
signs of infection, a skin biopsy was performed. The histopathological 
study revealed spongiotic dermatitis with telangiectatic vessels in the 
papillary dermis and a mixed inflammatory infiltrate. These findings 
suggested reticular telangiectatic erythema [Figure 2]. The concomitant 
antibiotics were discontinued and therapy was initiated with 
methylprednisolone aceponate cream once a day. The erythematous 
plaque showed clinical improvement progressively and after 1‑week, 
complete resolution was observed [Figure 3]. Corticosteroid treatment 
was suspended after 2 weeks and no immediate recurrence was 
observed. A 6‑month follow‑up revealed complete remission.

In 1981, the first case of reticular telangiectatic erythema was 
described by Gensch and Schmitt.1 This rare entity is characterized 
by painless erythema with slightly prominent telangiectasia, 
associated with the placement of a medical device.1,2 Most of the 
cases found in medical literature appear after placement of an 
implantable automatic cardioverter defibrillator or a pacemaker, 
however, some cases have also been described with prostheses and 
infusion pumps.2 Reticular telangiectatic erythema may develop 
weeks or even months after the intervention.2‑16 Although its 
pathophysiology is not completely clear, some authors suggest that 
it is likely due to the development of changes in the microcirculation 
secondary to the healing process, generating an obstruction of blood 
flow caused by the device or by the anatomical characteristics of 
the implanted sites.2,7,15 Allergic contact dermatitis to some of the 

components of the devices is one of the entities which must be taken 
into account as a differential diagnosis, besides local infection.3‑5 
According to the literature, however, it is not necessary to perform 
skin tests in all patients for confirmation of diagnosis.6‑9 The clinical 
course of reticular telangiectatic erythema consists of spontaneous 
resolution,9,12,14 with or without treatment, as observed in our patient; 
whereas in other cases, disappearance or partial improvement is seen 
after device removal.2,4,6,8,11 In any case, therapeutic management 
should always include reassurance to the patient and observation.

There are only a few described cases of reticular telangiectatic 
erythema associated with medical devices.2,15 However, it is believed 
that this low incidence rates may be attributed to missed diagnosis 
due to lack of awareness.7

We performed a review of all the cases reported in medical 
literature after implantation of a cardiac device and found a 
total of 26 cases. Twenty (77%) cases of reticular telangiectatic 

Figure 1: Reticular telangiectatic erythema: Erythematous plaque located on 
the left side of the chest, showing the scar at the insertion site and the superior 
border of the subcutaneous implantable cardioverter defibrillator
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erythema occurred in male patients and 2 (7,6%) in women (sex 
was not available in 4 patients). Time of onset for the 
development of reticular telangiectatic erythema was available 
for 17/26 cases; it was observed in 9 (53%) within the first 
3 months after implantation and in 15 (88.2%) within the first 
2 years. Only in 2 cases, reticular telangiectatic erythema was 
observed after 4 or 5 years.3,6 Histopathological assessment 
was performed in 21 (80.7%) patients, which was consistent 
with telangiectatic blood vessels in the papillary dermis and 
superficial perivascular lymphohistiocytic infiltrate. Patch 
testing was carried out in 18 (69.2%), showing negative results 
in all cases. Nine (35%) patients received treatment. In patients 
receiving topical corticosteroids and/or oral antibiotics, no 
changes were observed in the reticular telangiectatic erythema, 
except in our case. On the other hand, with replacement or 
removal of the device performed in 5 (19.2%) patients, 3 (60%) 
experienced resolution, 1 (20%) partial improvement, and 
1 (20%) showed no changes.2,6,10,11

Furthermore, the general course of reticular telangiectatic erythema 
without treatment in 12 (46.1%) patients revealed no changes in 
6 (50%),1,7,15,16 spontaneous resolution in 3 (25%), 9,12,14 and partial 
improvement in 3 (25%).2,4,8

In summary, we present a new case of reticular telangiectatic 
erythema with a successful outcome. Dermatologists and 
specialists in medical device placement, such as cardiologists and 
traumatologists, should be familiar with this benign clinical entity 
as it may prevent aggressive procedures involving unnecessary 
replacement or extraction, as in our case.
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A rare anatomical location of  human 
papillomavirus‑related penile warty carcinoma: 
Simultaneous axillary involvement

tissue from both sites showed histopathologic features consistent 
with warty squamous cell carcinoma and human papillomavirus 
16 (HPV16) was detected in all the specimens on polymerase chain 
reaction (PCR) and DNA analysis. There is no sign of recurrence of 
the disease in 2‑year follow‑up period.

Squamous cell carcinoma of the penis represents 0.3–0.5% of 
malignancies in males in Europe and ‘the USA.2 According to 
the World Health Organization histological subclassification 
of penile squamous cell carcinoma, there are seven types of 
special tumors and a mixed category: usual, basaloid, verrucous, 
warty (condylomatous), papillary, sarcomatoid, adenosquamous and 
mixed. Due to their macroscopical similarities, verrucous carcinoma, 
warty carcinoma and papillary squamous cell carcinoma are also 
named as verruciform carcinomas.1 Difficulties in distinguishing 
warty carcinoma from other macroscopically papillomatous 
and exophytic lesions makes it crucial to perform total surgical 
excision and pathological examination of the lesion for accurate 
diagnosis. On histopathological examination, typical microscopic 
features such as prominent koilocytosis with nuclear polymorphism 
extending through the entire epithelium, cytoplasmic vacuolization, 
hyperkeratosis, parakeratosis and arborescent papillomatosis 
with prominent fibrovascular cores are diagnostic signs for warty 
carcinoma.1 Warty carcinomas are usually low‑grade, superficially 
invasive lesions with uncommon vascular and perineural invasion. 

Sir,
Warty carcinoma is a subgroup of penile squamous cell carcinomas 
which is highly related to human papillomavirus. It typically presents 
as a growing mass, usually located on the anogenital, penile, oral, 
vaginal or cervical region with ulceration, bleeding and sometimes 
discharge of the lesion. Warty carcinoma starts as an exophytic, 
noninvasive, low‑grade lesion but in later phases, it may become 
a deeply invasive high‑grade neoplasm with a potential for nodal 
metastasis and death.1 No case of warty carcinoma with axillary 
involvement has been reported in the literature so far. This report 
aims to represent a case of inguinal warty carcinoma with axillary 
involvement and share the experience on the diagnosis, treatment 
and follow‑up of the disease.

A 66‑year‑old man presented to our clinic with condylomatous 
lesions over the penile shaft and adjacent right inguinal region 
which were non progressive for 15 years but had started to increase 
in size with ulceration and inflammation in the last 3 months. On 
examination, the lesions on the right groin were exophytic lobulated 
lesions with ulceration, measuring 8 × 10 × 3 cm in size [Figure 1]. 
Total body examination also revealed a similar but smaller exophytic 
lesion (7 × 2 × 1 cm) on the patients’ right axilla [Figure 2]. No 
axillary or inguinal lymph nodes were identifiable on examination 
and ultrasonography. Lesions were excised and defects were 
reconstructed with split‑thickness skin grafts [Figure 3]. Excised 
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