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Kaposi’s sarcoma, vascular proliferation is independent of the 
existing vessels and there is presence of slit-like spaces and 
spindle cell proliferation, whereas in pseudo-Kaposi’s sarcoma, 
small dilated vessels are seen lined by plump endothelial cells 
with hyperplasia of pre-existing vasculature.[7,8]

CD34 staining also helps to differentiate between the two. In 
pseudo-Kaposi’s sarcoma, positivity is seen on endothelial 
cells of hyperplastic vessels, whereas in Kaposi’s sarcoma, 
positivity is seen on both endothelial cells and the characteristic 
spindle-shaped, perivascular cells.[3]

Various modalities of treatment have been described. The most 
important is the correction of the underlying pathology with 
compression stockings and surgery for varicose veins. Other 
treatment modalities tried with good response are topical steroid 
therapy,[9] oral erythromycin,[9] and dapsone.[8] Our case also 
showed a good response to oral dapsone. The exact mechanism 
by which dapsone and erythromycin act is not known. Erythromycin 
appears to have anti-infl ammatory effect and has been shown to 
inhibit the chemotaxis of leukocytes, monocytes, and eosinophils.[10]

Shylaja Someshwar, Hemangi R Jerajani
Department of Dermatology, MGM Medical College, 

Kamothe, Navi Mumbai, India

Address for correspondence: Dr. Shylaja Someshwar, 
201, Pramukh CHS, Plot No. 64-B, 

Sector 21, Kharghar, Navi Mumbai - 410 210, India.
E-mail: shaila38@yahoo.co.in

REFERENCES

1. Kopf AW, Gonzalez V. Congenital dysplastic angiopathy of the skin and 
underlying tissues. Arch Dermatol 1964;90:360.

2. Mali JW, Kuiper JP, Hamers AA. Acroangiodermatitis of the foot. Arch 
Dermatol 1965;92:515-8.

3. Agrawal S, Rizal A, Agrawal C, Agrawal A. Pseudo-Kaposi’s 
sarcoma (Bluefarb-Stewart type). Int J Dermatol 2005;44:136-8.

4. Wlotzke U, Hohenleutner U, Landthaler M. Dermatoses in leg amputees. 
Hautarzt 1996;47:493-501.

5. Lugovic L, Pusic J, Situm M, Buljan M, Vedrana B, Klaudija S, et al. 
Acroangiodermatitis (Pseudo-Kaposi sarcoma): Three case reports. Acta 
Dermatovenerol Croat 2007;15:152-7.

6. Philips T. Acroangiodermatitis of Mali. In: Bolognia JL, Jorizzo JL, 
Rapini RP, editors. Bolognia Textbook of Dermatology. 2nd ed. Spain: 
Mosby Elsevier publishing; 2008. p. 1604.

7. Rao B, Unis M, Poulos E. Acroangiodermatitis: A study of ten cases. 
Int J Dermatol 1994;33:179-83.

8. Heller M, Karen JK, Fangman W. Acroangiodermatitis. Dermatol Online 
J 2007;13:2.

9. Mehta AA, Pereira RR, Nayak CS, Dhurat RS. Acroangiodermatitis of 
Mali: A rare vascular phenomenon. Indian J Dermatol Venereol Leprol 
2010;76:553-6.

10. Esterly NB, Furey NL, Flanagan LE. The effect of antimicrobial agents 
on leukocyte chemotaxis. J Invest Dermatol 1978;70:51-5.

Access this article online

Quick Response Code:

Website: www.idoj.in

DOI: 
10.4103/2229-5178.137796

Music box spine 
keratoderma without any 
systemic manifestation
Sir,
The term spiny keratoderma is used for a dermatosis, 
presenting with multiple keratotic protrusions that resemble 
music box spines, and located on palms and soles.[1,2] There 
are many synonyms, including punctate keratoderma, punctate 
porokeratotic keratoderma, and porokeratosis punctata 
palmaris et plantaris.[1] Both familial and acquired cases were 
reported.

Systemic diseases or malignancies may be associated with 
acquired cases.

We report a woman with acquired spiny keratoderma without 
any associated disease. A 28-year-old woman visited the 
dermatology outpatient department with the complaints of 

Figure 1: Numerous minute keratotic papules over palms

thickening and roughness of hands and feet due to keratotic 
papules starting on palmar aspect of fi ngers since the age of 
12 years. She had no other signifi cant medical problem. She 
had no history of environmental arsenic exposure and family 
history was not contributory.
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Figure 2: Multiple papules over dorsum of hands and knee

Figure 4: Broad parakeratotic column with thick underlying granular 
cell layer. At the crest of epidermal cell proliferation, the granular cell 
layer is reduced gradually (H and E, ×100)

Figure 5: Thick cup-like hyperkeratotic column invaginating at 
acanthotic epidermis and with a thin underlying granular cell layer 
(H and E, ×100)

Figure 3: Multiple papules over dorsum of foot

On examination, multiple keratotic papules over palms [Figure 1] 
and soles were noted. Multiple papules were also observed 
over dorsum of hands [Figure 2] and feet [Figure 3]. Complete 
hemogram, lipid profi le, and chest radiography revealed no 
marked abnormalities.

Skin biopsy from a keratotic papule over the palm revealed a 
broad parakeratotic column with thick underlying granular layer. 
At the crest of epidermal proliferation, the granular layer is 
reduced gradually [Figure 4]. Histopathology of a papular lesion 
of dorsum of hand showed thick cup-like hyperkeratotic column 

invaginating at acanthotic epidermis with a thin underlying 
granular layer [Figure 5]. Based on the clinical manifestations 
and histopathologic fi ndings, wemade a diagnosis of music 
box spine keratoderma.

Brown described the fi rst case of a keratosis characterized by 
multiple tiny spicules on the palmo-planter surface in 1971.[3] 
The spines are similar to the spine of an old fashioned music 
box, corresponding to columns of keratotic materials over a 
hypogranular epidermis.

Clinically, spiny keratoderma appears as spiny protrusions or 
pits with or without keratin plug.

The etiology of spiny keratoderma is not clear. Familial 
cases and the association with different malignancies such 
as lung, bronchial, renal, colon, or esophageal cancers were 
also reported.[4] Melanoma and chronic lymphatic leukemia, 
dyslipidemia, renal cysts, and myelofi brosis[5] were also found. 
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However, no such association with other diseases was found 
in our patient.

Although the diagnosis is clinical, histopathology shows a 
column of well-defi ned parakeratotic cells, with underlying 
hypogranulosis.[6] The characteristic clinical presentation with 
histopathologic fi ndings helped us to diagnose this case.

Spiny keratoderma and porokeratosis have similar histologic 
features. But spiny keratoderma does not show vacuolization 
and/or dyskeratosis of underlying spinous layer, cornoid 
lamella, or lymphocytic infiltration of the papillary dermis 
as seen in porokeratosis. Differentiation between punctate 
keratoderma and porokeratosis is essential because the latter 
is associated with basal and squamous cell carcinoma.

Spiny keratoderma is diffi cult to treat, with an unsatisfactory 
prognosis. Management involves mechanical debridement, 
such as paring and dermabrasion, and topical treatments such 
as 5% 5-fl uorouracil cream, urea, salicylic acid, 12% ammonium 
lactate, and retinoids. The frequency of associated malignant 
disease is unclear, but malignancy may come up even within 
30 years.[4] Besides the cosmetic problem of spiny keratoderma, 
the awareness and management of possible underlying 
malignancy and systemic conditions are important. We intend 
to evaluate and follow up the case in a half-yearly manner for 
as long as possible in the interest of patient and investigation.
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Antimicrobial activity of 
commercial “antibacterial” 
handwashes and soaps
Sir,
Soaps and handwashes labeled as being “antibacterial” can 
be purchased from any supermarket, but these commercial 
products rarely mention the antimicrobial spectrum of activity. 
In the present study, we evaluated six commonly used 
“antibacterial” handwash solutions and fi ve commonly used 
antibacterial toilet soaps to evaluate the spectrum of their 
antimicrobial activity, without assessing the in vivo effi cacy. 
The products selected and the main “antimicrobial” content 
mentioned on the products are listed in Table 1. To the best 
of the authors’ knowledge, this is the fi rst study that compares 
the rapid effi cacy of different hand washes and soaps available 
in the Saudi market.

The minimum inhibitory concentration (MIC) values of 
different products were determined against a total of 32 non 

repetitive microbial strains (identifi ed by Vitek 2 compact 
automated system) using agar dilution technique according 
to the Clinical and Laboratory Standards Institute (CLSI).[1] 
The tested microorganisms were: S. aureus (14 including 
three MRSA isolates), S. epidermidis (6), P. aeruginosa (8) 
and C. albicans (4). The stock solution of each soap (for 
solid soaps, 50% w/v solution was made for preparation of 
the stock solution) was twofold serially diluted using sterile 
distilled water. Ten ml of each dilution was aseptically well 
mixed with 10 ml double strength sterile molten Mueller-Hinton 
agar (for bacterial species) or Sabouraud agar (for C. albicans 
isolates). The mixtures were poured in 9-mm diameter sterile 
Petri dishes. Ten μl of each tested microbial suspension (106 
cfu/ml) were transferred onto the surface of the solidifi ed 
plates. The plates were then incubated for 24 h at 37°C or 
30°C for bacterial species or C. albicans isolates, respectively. 
The experiments were carried out in triplicate. The MIC was 
defi ned as the lowest concentration of the soap at which no 
visible growth was observed.

The rapid antimicrobial efficacy of the tested soaps was 
determined after 30 seconds contact time against four strains: 
S. aureus (29213), S. epidermidis (SE 12), P. aeruginosa 
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