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apocrine differentiation (clear cell hidradenoma).[4] Clear 
cell hidradenomas are by far the most frequent subtype and 
account for 95% of all the cases.[2,5]

Clinically, clear cell hidradenoma presents as a slow growing, 
solitary, freely mobile and firm nodule. Occasionally, there 
may be a cystic appearance. The lesions may be skin-colored, 
red, blue or brown; multiple lesions are rare. There is a 
predilection for occurrence over the scalp, face, thorax and 
abdomen; however, the tumor may be located anywhere on 
the body.[3] Rarely, malignant transformation of clear cell 
hidradenomas with metastasis has been reported.[2] The 
presentation of our patient is considered to be unusual 
because of the early age of onset and clinical picture.

Clear cell hidradenoma is well circumscribed and is sometimes 
encapsulated. It may be connected to the epidermis and the 
dermal epithelial lobules may extend into the subcutaneous 
fat. Tubular lumina of varying sizes are often present within 
the lobulated masses. These may bifurcate and are usually 
lined by the cuboidal epithelium and sometimes show 
glandular structures surrounded by columnar cells. Although 
it may contain a mixture of solid and cystic areas in varying 
proportions, clear cell hidradenoma is considered to be 
a solid tumor. The main histopathologic characteristic of 
clear cell hidradenoma is the presence of large pale to clear 
cells with small, monomorphous, round or plump oval and 
often eccentrically located nuclei. The clear cells contain 
considerable amount of glycogen; however, in addition, 
they may show significant amount of PAS - positive, diastase 
– resistant material along their periphery.[2,5]

The diagnosis of clear cell hidradenoma solely on the basis of 
the clinical appearance of the lesion is difficult. The sites of 
occurrence are nonspecific and similar to other nodulocystic 
lesions of the skin. The histopathological characteristics 
of clear cell hidradenoma are distinctive, but the lesion 
should be differentiated from other conditions where clear 
cells may be present. Surgical removal with wide margins is 
recommended for this tumor as there is a high rate of local 
recurrence and this tumor has the potential for malignant 
transformation.[3] A review of a large series of patients with 
clear cell hidradenoma has shown a postsurgical recurrence 
rate of approximately 10%. This may be attributed to the 
incomplete resection and the fact that the tumor tissue 
insinuates through the dermis and subcutaneous tissue.[5]
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Acquired crateriform Acquired crateriform 
hyperkeratotic papules of the feet: hyperkeratotic papules of the feet: 
An unusual variant of focal acral An unusual variant of focal acral 
hyperkeratosis hyperkeratosis 

Sir,
Focal acral hyperkeratosis is a rare clinical entity that presents 
with hyperkeratotic lesions on the margins of the hands and 
feet. Focal acral hyperkeratosis and acrokeratoelastoidosis 
(AK) of Costa share similar clinical features and identical 
histologic epidermal alterations.[1] These disorders are 
distinguished solely on the basis of the absence of 
elastorrhexis in the former. Multiple therapies have been 
attempted for focal acral hyperkeratosis, but they have been 
found to be unsuccessful. We report a case of crateriform 
hyperkeratotic papules of the feet, which is an unusual variant 
of focal acral hyperkeratosis, responding to calcipotriol.

A 25-year-old African black female presented with 
hyperpigmented lesions over both her feet since four years. 
She had received treatment earlier, without any improvement. 
The patient denied any symptoms of hyperhidrosis, itching, 
excessive sun-exposure or trauma. The lesions were 
asymptomatic, but were cosmetically unappealing to the 
patient. The family history was noncontributory. On physical 
examination, multiple 1-4 mm firm, hyperpigmented, 
hyperkeratotic and crateriform papules coalescing into 
plaques [Figure 1] were located on the dorsal and lateral 
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aspects of both the feet. The palmar and plantar surfaces 
were spared. Morphologically, the individual papules closely 
resembled those described in acrokeratoelastoidosis (AK) of 
Costa and in focal acral hyperkeratosis of Dowd (FAH).

A biopsy taken from a papule showed epidermal hyperkeratosis 
and hypergranulosis with a normal dermis that is consistent 
with the diagnosis of focal acral hyperkeratosis. The elastic 
stain revealed no loss of elastic fibers in the dermis. She was 
treated with topical calcipotriol twice daily for 8 weeks and 
showed dramatic improvement. No recurrence of lesion was 
noted 8 months following the treatment.

Focal acral hyperkeratosis was first described in 1983 
by Dowd et al. and is considered to be a variant of AK of 
Costa.[2] It is more frequent among the black people with 
the onset of symptoms before 20 years of age in over 80% 
of the instances.. It is clinically identical to AK of Costa from 
which it can only be distinguished by histopathological or 
ultrastructural features. Focal acral hyperkeratosis unlike 
AK has histopathological alterations that are limited to 
the epidermis (hyperkeratosis and acanthosis) and shows 
no elastic fibre alteration (elastorrhexis) in the reticular 
dermis and normal collagen fibers. Several conditions share 
keratotic papules, usually crateriform along the borders of 
hands and feet as a common clinical finding. The differential 
diagnosis includes AK of Costa, AK of Mathews and Harman, 
mosaic acral hyperkeratosis, hereditary papulotranslucent 
acrokeratoderma, acrokeratoderma hereditarian punctatum, 
degenerative collagenous plaques of the hands, verruca 
plana, acrokeratosis verruciformis of Hopf, xanthoma, colloid 
milium, keratoelastoidosis marginalis and digital papular 
calcinosis.[3]

The subtypes of focal acral hyperkeratosis include hereditary 

type, acquired type and FAH with sensorineural deafness. 
Clinically, it presents as small, firm, yellow, waxy and 
translucent papules that appear on the margins of the hands 
and feet during childhood.[4] The papules often coalesce to 
form plaques and may be present on the dorsal surfaces 
as well as the knees. The most characteristic site of these 
papules is the boundary between the dorsal and palmar 
or plantar skin and in the space between the thumb and 
forefinger. These lesions are usually asymptomatic; however, 
they may be associated with hyperhidrosis. Although the 
condition is benign, it may cause embarrassment.

In acquired crateriform hyperkeratotic papules of lower 
limbs, which is an unusual variant of AK of Costa, the hands 
and feet are spared.[5] In our case, the dorsal and lateral 
aspects of feet were involved, but the palms and soles were 
spared.

Multiple therapies have been used for focal acral 
hyperkeratosis, such as liquid nitrogen cryotherapy, salicylic 
acid, tretinoin, prednisone and etretinate with unsuccessful 
results. Our patient improved with calcipotriol.

Calcipotriol is a synthetic vitamin D3 analogue used in the 
treatment of psoriasis since 1991. It is found to be effective 
in the treatment of acrodermatitis of Hallopeau, acanthosis 
nigricans, confluent and reticulated papillomatoses, 
disseminated superficial actinic porokeratosis, Darier’s 
disease, lichen amyloidosis, prurigo nodularis, pityriasis rubra 
pilaris and vitiligo.[6] The exact mechanism of action is not 
known; however, it has been speculated to improve disorders 
that have histological elements such as hyperkeratosis, 
acanthosis, parakeratosis and epidermal hyperproliferation 
by modifying the epidermal growth pattern through the 
stimulation of terminal differentiation and the simultaneous 
inhibition of proliferation.[6] The clearance of the lesions 
following the use of calcipotriol in our case could be possibly 
due to the abovementioned mechanism.

      Sathish Pai Ballambat, Kanthilatha Pai*      Sathish Pai Ballambat, Kanthilatha Pai*
Departments of Dermatology and *Pathology, Belhoul Specialty 

Hospital, Albaraha, Dubai, UAE.

Address for correspondence:Address for correspondence: Dr. Sathish Pai B., Department of 
Dermatology, Sikkim Manipal Institute of Medical Sciences, 5th mile, 

Tadong, Gangtok, Sikkim - 737 102, India.
E-mail: drsbpai@yahoo.co.in

REFERENCESREFERENCES

Erkek E, Kocak M, Bozdogan O, Atasoy P, Birol A. Focal acral 
hyperkeratosis: A rare cutaneous disorder within the spectrum 
of Costa acrokeratoelastoidosis. Pediatr Dermatol 2004;21:128-

1.

Letters to the Editor

Figure 1: Hyperpigmented, hyperkeratotic, crateriform papules
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Figure 1a: Case 2: Cutaneous leishamaniasis, before treatment

Figure 1b: Case 2: Cutaneous leishamaniasis, after treatment 
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Localized cutaneous Localized cutaneous 
leishmaniasis in South India: leishmaniasis in South India: 
Successful treatment with Successful treatment with 
ketoconazoleketoconazole

Sir,
Leishmaniasis is a protozoal infestation caused by several 
species of the genus Leishmania. The disease, once restricted 
to certain geographical areas in India, is now showing a trend 
to spread to previously nonendemic areas. Hence, there 
are reports of new foci of infection from various parts of 
India.[1–3] There is no optimal treatment protocol for all forms 
of cutaneous leishmaniasis (CL). The therapeutic regimen 
for CL should be based on clinical experience and efficacy vs 
toxicity of the commonly used drugs in each endemic area. 
We report three cases of cutaneous leishmaniasis diagnosed 
histopathologically in a nonendemic area that are treated 
successfully with oral ketoconazole.

Our first case was a 39-year-old female who presented with an 
erythematous plaque that showed ulceration and crusting of 
the surface. The lesions were present over the right forearm 
since 2 months. The second case was a similar one: a 10-year-
old boy presented with an erythematous ulcerated plaque 
of 3 months duration over the right cheek [Figure 1a]. The 
third patient was a 20-year-old female who presented with 
an erythematous ulcerated plaque of 1 month duration over 
the right forearm [Figure 2a].

All the three patients belonged to Kasargod district in the 
Western Ghats region of South India. None of them had 
traveled to the endemic areas for CL in the past. Cutaneous 
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leishmaniasis was suspected in these cases on clinical 
grounds. In all the three patients, biopsy confirmed the 
diagnosis revealing LD bodies inside the macrophages [Figure 
3], although culture could not be performed. The patients 
were treated with oral ketoconazole (200 mg twice daily 
for patients 1 and 3 and 100 mg once daily for patient 2) 
for a period of 3 months. Patients were followed up every 2 
weeks. Complete hemogram, liver and renal function tests 
were performed for all the patients before commencing and 
after completion of the treatment.

At the end of 3 months of the treatment, clinical cure was 
observed in all the patients [Figure 1b, 2b]. No adverse effect 
of the drug was noted at the end of the treatment period. 
The patients were followed up for a duration of 6 months and 
none of them showed recurrence. All the patients tolerated 
ketoconazole well.

Imidazole derivatives are potential therapeutic agents in 
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