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than 1% of the skin metastases.[5] Also, skin metastases 
are a rare manifestation of prostatic adenocarcinoma. 
Skin metastases from prostate cancer are an ominous 
finding and most patients die within 6 months. The 
skin lesions are usually asymptomatic and lower 
abdomen, genitalia and thighs are most often involved.
[6] The head region can also be involved, although rarely 
seen, as in our case. The lesions are usually papular 
and they rarely ulcerate. They may have zosteriform 
distribution or mimic pyoderma.[7] Occasionally, they 
appear as sclerodermoid lesion.[8]

The mechanism of skin involvement is not well 
understood[2] but suggested routes include embolization 
of vessels, dissemination via lymphatics[9] and spread 
through perineural lymphatics.

In most cases, where skin metastases have occurred, 
the primary cancer is widespread and may be 
advanced. Thus, the treatment is palliative care at this 
stage which includes keeping the lesion dry and clean. 
Debridement is an option for bleeding or crusting 
lesions.
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Hansen�s disease presenting Hansen�s disease presenting 
as phimosis mimicking sexually as phimosis mimicking sexually 
transmitted diseasetransmitted disease

Sir,
Hansen�s disease is caused by Mycobacterium leprae, 
which has a distinct predilection for the cooler 
parts of the body.[1] Although leprosy is prevalent 
in countries like India, only few cases of genital 
involvement of leprosy have been reported so far.[2-5] 
Testicular involvement in leprosy is well known but 
penile lesions are very rare. We report a case of leprosy 
presenting as phimosis at our sexually transmitted 
disease (STD) clinic.

A 30-year-old newly married man presented to us 
with penile swelling and redness of 15 days duration 
[Figure 1]. He had noticed mild hypopigmentation and 
loss of sensation over distal part of penis since one year. 
For this he had never consulted any dermatologist. 
Fifteen days back, he developed redness and swelling 
in the penis which was gradually progressing and for 
last three days, he had been unable to retract his penis. 
He had an extramarital sexual contact one month back. 
Hence, with these symptoms, he presented to our STD 
clinic. On examination, there was an erythematous, 
mild tender plaque present circumferentially over 
the prepuce, resulting in the inability to fully retract 
the prepuce. There was 60% to 70% loss of sensation 
over the prepuce according to the patient�s assessment. 
Keeping the history of contact in mind we thought in 
the line of sexually transmitted diseases. There was 
no lymphadenopathy. Further examination revealed a 
well- to ill-defined, erythematous, raised lesion of size 
10 × 16 cm over the right buttock [Figure 2]. There was 
mild scaling, total loss of sensation to temperature and 
fine touch. Skin over the lesion was slightly atrophic 
and there was loss of sweating and scanty hairs. Other 
parts of the skin were normal. Peripheral motor and 
sensory assessments were within normal limits and 
there was no history of nasal epistaxis. The systemic 
examination findings were within normal limits. Slit 
skin smear examination from both the buttock and 
penile lesions were 2+ with solid rods. Findings of 
routine hemogram, urine analysis and chest X-ray 
were within normal limits. Serum for Venereal 
Disease Research laboratory (VDRL) test in dilution 
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and enzyme-linked immunosorbent assay (ELISA) for 
HIV were performed and the results were negative. A 
provisional diagnosis of borderline tuberculoid leprosy 
with type 1 reaction was arrived and the patient was 
started on World Health Organization (WHO) multi-
drug therapy (MDT) multi-bacillary (MB) regimen and 
prednisolone 40 mg daily. Within 5 days of starting 
treatment, swelling and tenderness improved by about 
70% to 80% and there was no difficulty in retraction 
of the prepuce. A punch biopsy was done from the 
lesion over buttock and histopathological features were 
consistent with the diagnosis of borderline tuberculoid 
leprosy. Prednisolone was gradually tapered over a 
period of two months and patient was kept under 
follow-up.

Although no part of the skin is immune from invasion 
by M. leprae, some areas such as the axillae, groin, 
perineum and a narrow transverse band of skin over the 

lumbosacral region have been described as �immune 
zones� because of their relative warmth. Except few 
cases, clinical involvement of the genitalia in leprosy 
has not been well documented in literature. [6] Arora 
et al. and Kumar et al., reported genital lesions in 
2.9% and 6.6% of leprosy patients, respectively.[4,5] 
Most of their cases belonged to the borderline and 
borderline lepromatous group, respectively. These 
reports give an impression that lesions on genitalia are 
not as uncommon as originally thought. The scrotum 
is a natural device to keep the testes cool, which 
could explain the findings of leprosy lesions over the 
scrotum, whereas lesions over the shaft and prepuce 
are very rare. The use of occlusive undergarments is 
likely to increase the temperature of the genital skin, 
which further explains the rarity of leprosy lesions 
there. However, in India where people are more used to 
wear loose clothes, it is expected to get more number of 
genital leprosy cases. Under-reporting of these cases is 
either due to a hesitancy of the patients to expose or due 
to the reluctance of physicians to examine the genitalia 
in a busy outpatient department schedule. Our patient 
was a case of borderline tuberculoid leprosy with 
type 1 reaction, who presented as phimosis mimicking 
sexually transmitted disease. In this modern era of 
HIV/AIDS, while examining patients having genital 
lesions, one should keep in mind the Hansen�s disease 
as a differential diagnosis. A wider range of suspicion 
and thorough clinical and laboratory examination will 
help to arrive at the proper diagnosis.
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Figure 1: Erythematous, mild tender plaque present 
circumferentially over the prepuce with phimosis

Figure 2: A well- to ill-defi ned, erythematous, raised lesion of size 
10 × 16 cm over right buttock
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Long cuticle of the nail in Long cuticle of the nail in 
Kindler�s syndrome: Is it more Kindler�s syndrome: Is it more 
than an incidental Þ nding?than an incidental Þ nding?

Sir,
Kindler syndrome (KS) is a rare, autosomal recessive 
genodermatosis characterized by acral blistering 
and photosensitivity occurring in early infancy and 
improving with age, and by the development of 
generalized progressive poikiloderma and marked 
cutaneous atrophy.[1] Involvement of the cuticle of the 
nail in KS is very rare.[2] After keratosis follicularis 
spinulosa decalvans,[3] it is probably the second 
disorder, which has been associated with long cuticles 
of the nails. Herewith, we describe a rare case of KS 
with long, thick, and fragile cuticles in multiple nails.

A 31-year-old male patient, born of a non-
consanguineous marriage after an uneventful 
pregnancy, presented to our dermatology outpatient 
department with recurrent blistering all over the 
body and photosensitivity since early infancy. He was 
normal at birth, but started to develop spontaneous 
or trauma-induced blistering of the skin soon after 
birth. The blisters used to arise on normal-looking 
skin, contain clear fluid with occasional secondary 
infection or hemorrhage, rupture at times producing 
raw erosions, and subside after about a week. The 
frequency of blistering was about 3 to 4 times a 
month, but the severity of blistering reduced with the 
increasing age. There was significant photosensitivity 
restricting outdoor activities. The patient also noticed 
mottled hyperpigmentation of the skin all over the 
body since childhood (starting at age 5-6 years). He 
gave a history of irritation in the eye and occasional 
oral ulcers. There was no history of discoloration 
of urine, difficulty in micturition, deglutition, or 
defecation. There was no history of seizures or 
neurological disorders. No one in the family or among 
the relatives suffered from similar disease.

On examination, physical and mental development 
was found to be normal. Extensive mottled hypo- 
and hyperpigmentation, with atrophy of the skin was 
noticed involving the skin all over the body except the 

scalp. Atrophy was marked, and was associated with 
shiny, cigarette paper-like wrinkled skin and scarring 
in the hands, feet, elbows and knees. Fingers showed 
sclerodermatous changes (tapering fingers and bound 
down skin) [Figure 1]. Palmoplantar keratoderma, 
contactures with loss of dermatoglyphics were noticed 
in the palms. A few healing erosions were seen on the 
dorsa of fingers [Figure 1], elbows and shins. Facial 
skin was shiny, stretched and with mild ectropion of 
the lower lids, giving an owl-like facies. Nails were 
normal except for the absent nail in the right great toe. 
Cuticles in most nails were longer, thicker and fragile, 
giving a ruffled, lamellated appearance to the cuticle 
[Figure 2]. Oral mucosal hyperpigmentation was seen 
in some areas. Eye examination revealed few papillae 
on the conjunctiva with squamous blepharitis. Hair 
shaft examination (microscopy) was normal.

On investigation, complete hemogram, blood 

Figure 1: Sclerodermatous changes in fi ngers along with atrophy, 
mottled pigmentation and healing erosion over the dorsa of 
hands

Figure 2: Thumb nails showing long, thick and lamellated 
cuticle
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