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Linear epidermolytic acanthoma 
or adult-onset verrucous 
epidermal nevus? 

Sir,
Thomas et al. reported a 50-year-old woman who 
had unilateral, linearly arranged verrucous papules 
and plaques on the labia majora and on the adjacent 
perineum and thigh. Biopsy revealed features of 
epidermolytic hyperkeratosis. A diagnosis of linear 
epidermolytic acanthoma was made.[1]

Several features of the case closely match the findings 
of verrucous epidermal nevus of the epidermolytic 
hyperkeratotic type: unilaterality, linear/Blashckoid 
arrangement of papules and the variable degree of 
verrucosity in the papules and plaques as seen in the 
clinical image. On the other hand, as indicated by 
the authors, epidermolytic acanthomas are usually 
solitary lesions and, even when multiple, do not have 
a unilateral, Blaschkoid distribution. Thomas et al. 
excluded the diagnosis of verrucous epidermal nevus 
because of onset of lesions in adulthood and gradual 
progression over the next several years. However, 
there are reports of adult-onset epidermal nevus in the 
literature. Adams and Mutasim described a woman 
who developed a progressive epidermal nevus on the 
face at the age of 55 years. They also reviewed five 
other publications reporting epidermal nevi that began 
in adulthood.[2] Two other reports have been published 
since then.[3,4]

Taken together, the clinical and histopathological 
features appear to be a better fit for the diagnosis 
of adult-onset verrucous epidermal nevus of the 
epidermolytic hyperkeratotic type than for linear 
epidermolytic acanthoma.
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Authors' reply

Sir,
We are grateful to our esteemed colleagues for their 
comments[1] on our article[2] and for the interest shown.

We would however like to assert that the patient 
described by us had an epidermolytic acanthoma of 
the vulva, a well-described entity,[3-5] in a linear pattern 
rather than an adult-onset verrucous epidermal nevus, 
as suggested, for the following reasons:
a. The articles cited[6-8] in the letter refer to adult-

onset verrucous and inflammatory epidermal nevi 
and not to epidermolytic verrucous epidermal 
nevus. None of the reported cases had features of 
epidermolytic hyperkeratosis, a distinctive feature 
seen on histology in our patient. However, we agree 
that the clinical features were indistinguishable 
from verrucous and inflammatory linear epidermal 
nevi.

b. Epidermolytic verrucous epidermal nevus usually 
occurs at birth or in young children.[9,10]

c. The onset in adulthood, the clinical features, site of 
occurrence and histologic features of the lesion seen 
in our patient were consistent with the diagnosis of 
epidermolytic acanthoma.[3-5] The linear pattern of 
presentation was unusual and hence the case was 
reported in the journal.

Molly Thomas, Renu Elizabeth George,  
Meera Thomas1

Departments of Dermatology, Venereology and Leprosy and 
1Pathology, Christian Medical College and Hospital, Vellore, India

Address for correspondence: Dr. Renu George,
Department of Dermatology, Venereology and Leprosy, Christian 

Medical College and Hospital, Vellore - 632 004, India. 
E-mail: renuegeorge@gmail.com

Letters to the Editor

Avinash K
Rectangle

Avinash K
Rectangle



Indian J Dermatol Venereol Leprol | September-October 2010 | Vol 76 | Issue 5564

REFERENCES

1. Ramam M. Linear epidermolytic acanthoma or adult-onset 
verrucous epidermal nevus? Indian J Dermatol Venereol Leprol 
2010;76:563.

2. Thomas M, George R, Thomas M. Linear epidermolytic 
acanthoma of vulva: An unusual presentation. Indian J 
Dermatol Venereol Leprol 2010;76:49-51. 

3. Shapiro L, Baraf CS. Isolated epidermolytic acanthoma. Arch 
Dermatol 1970;101:220-3.

4. Quinn TR, Young RH. Epidermolytic hyperkeratosis in the 
lower genital tract: An uncommon simulant of mucocutaneous 
papilloma virus infection: A report of two cases. Int J Gynecol 
Pathol 1997;16:163-8.

5. Swann MH, Pujals JS, Pillow J, Collier SL, Hiatt K, Smoller BR. 
Localized epidermolytic hyperkeratosis of the female external 
genitalia. J Cutan Pathol 2003;30:379-81.

6. Adams BB, Mutasim DF. Adult onset verrucous epidermal 
nevus. J Am Acad Dermatol 1999;41:824-6.

7. Kawaguchi H, Takeuchi M, Ono H, Nakajima H. Adult onset 
of inflammatory linear verrucous epidermal nevus. J Dermatol 
1999;26:599-602.

8. Kosann MK. Inflammatory linear verrucous epidermal nevus. 
Dermatol Online J 2003;9:15. 

9. Moss C, Shatidulla H. Naevi and other developmental defects. 
In: Burn T, Breatchnach S, Cox N, Griffiths C, editors. Rook’s 
Textbook of Dermatology. West Sussex: Blackwell Publishers; 
2010. p. 18.1-107.

10. Sarifakioglu E, Yenidunya S. Linear epidermolytic verrucous 
epidermal nevus of the male genitalia. Pediatr Dermatol 
2007;24:447-8.

Mucocutaneous features of 
hand, foot, and mouth disease: A 
reappraisal from an outbreak in 
the city of Kolkata

Sir,
Hand, foot and mouth disease (HFMD) is a relatively 
rare viral illness, mainly affecting infants and 
children. The disease causes fever and a distinctive 
rash involving the mouth and skin. HFMD is caused 
by members of the non-polio enterovirus group 
of viruses,[1] which includes coxsackieviruses, 
echoviruses and enteroviruses. Coxsackievirus A16 
and enterovirus 71 are the most common cause of 
HFMD,[1] but other coxsackieviruses and enteroviruses 
have also been linked with the illness and its  
outbreaks.[2] The objectives of the present study 
were to find out the patterns and characteristics of 
mucocutaneous manifestations of this disease in a 
group of patients of HFMD from eastern India during 
an ongoing outbreak.

Consecutive patients with a clinical diagnosis of 

HFMD, attending the dermatology clinic of a tertiary 
referral hospital in Kolkata, India, during a period 
of 3 months (June 2009–August 2009) were studied. 
The patients were subjected to detailed history 
taking, thorough clinical examination and routine 
biochemical and hematological tests. Radiolological 
imaging was performed whenever needed. HFMD 
was clinically defined as any patient with an acute 
onset of vesicular eruptions on the hands and feet 
in association with oral sores.[3] Patients with herpes 
simplex infection and history of drug intake within the 
preceding 2 weeks (prior to the onset of skin lesions) 
were excluded from the present study.

A total of 62 patients with the clinical diagnosis of 
HFMD were evaluated (35 males and 27 females, age 
range: 9 months to 20 years; mean, 60.1 months). 
Almost all the patients (60, 96.8%) were below 12 years 
of age. Familial affection was reported by 10 (16.1%) 
patients. Constitutional and systemic symptoms were 
present in 39 (62.9%) patients. Thirty-four (54.8%) 
patients gave a history of abrupt onset of mild to 
moderate fever. Anorexia (9, 14.5%), malaise (7, 
11.3%), dysphagia (6, 9. 7%) and arthralgia (2, 3.2%) 
were the other symptoms. Cutaneous symptoms, 
present in 34 (54.8%) patients, included burning 
sensation (16, 25.8%), mild pruritus (14, 22.6%) and 
pain (13, 21%). The palms [Figure 1] were found to 
be the most common (57, 91.9%) site of involvement, 
followed by buttock [Figure 2] (52, 83.9%), knee 
[Figure 3] (50, 80.6%), sole (44, 71%) dorsum of feet 
(21, 33.9%), dorsum of hands (20, 32.2%), elbows 
(11, 17.7%), heels (11, 17.7%), thighs (5, 8.1%), legs 
(4, 6.4%), trunk (3, 4.8%), face (2, 3.2%) and genitalia 
(2, 3.2%). The palate (32, 51.6%) [Figure 4] was the 
most common site of intraoral involvement, followed 
by the buccal mucosa (15, 24.2%), tongue (13, 21%), 
anterior pillar of tonsils (11, 17.7%), posterior pharynx 
(11, 17.7%), gingiva (6, 9.7%) and lips (4, 6.4%). The 
oral lesions were in the form of irregularly shaped 
shallow ulcers, 2–10 mm across, with a yellowish-
grey base and erythematous margin. Grayish-white 
vesicles were the most common type (62, 100%) of 
cutaneous lesion noted. Vesicular lesions on the palms 
and soles were characterized by their elliptical shapes. 
Accompanied perilesional erythema was noted in 57 
(91.9%) patients. Erythematous papules (48, 77.4%), 
macular erythema (2, 3.2%) and erosions (2, 3.2%) 
were the other types of morphologies noted. One 
patient had pneumonitis that resolved uneventfully. 
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