Letters to the Editor

Sir,

We laud Subhadarshini er all! for publication of their
interesting case of idiopathic eruptive macular pigmentation
in an Indian male. As they have pointed out this case
differs from others described earlier in two aspects, namely,
the persistence of lesions unchanged for 16 years and
an aggravation thereafter for one year and association of
acanthosis nigricans in the axillae, a finding that has not
been described earlier in idiopathic eruptive macular
pigmentation (IEMP).

The authors, however, have not elaborated on the
nature of the aggravation, as to whether there were new
lesions developing or the old quiescent lesions started
getting darker and/or thicker with velvety appearance.
Furthermore, the duration of acanthosis nigricans has
not been mentioned, particularly if it also developed at
the same time as the aggravation of the lesions. This
is important because it has in the past been suggested
that IEMP is actually an eruptive form of acanthosis
nigricans where metabolic changes are not evident and
may represent an eruptive phase without associated
metabolic  changes.**)The finding of acanthosis
nigricans of the axillae without metabolic changes in
this case may add credence to the above suggestion
if the aggravation of skin lesions had occurred in
conjunction with the appearance of axillary acanthosis
nigricans.

Since the publication of the paper on IEMPH® by
Sanz de Galdeano et al. in 1996, most authors have used
diagnostic criteria of IEMP suggested by them namely:
(1) Eruption of brownish-black discrete nonconfluent
asymptomatic macules involving the neck, trunk,
and proximal extremities in children and adolescents.
(2) Absence of any preceding inflammatory lesions. (3) No
previous drug exposure. (4) Basal cell hyperpigmentation
of the epidermis with dermal melanophages without any
basal cell damage or lichenoid infiltrate. (5) Normal mast
cell counts.

In a recent review of published literature on IEMP! it
was suggested by the authors that a revision of diagnostic
criteria is due because finding of significant melanophages
in the papillary dermis or an inflammatory infiltrate or
interface changes suggests a dermal melanotic condition
such as lichen planus pigmentosus, Ashy dermatosis or
Riehl’s melanosis and should be considered as a negative
criterion in the diagnosis of IEMP. Some authors, however,
have expressed reservations on accepting the presence
of significant dermal melanophages as being against the
diagnosis of IEMP.[!

Idiopathic eruptive macular pigmentation is
predominantly an epidermal hypermelanotic condition

with papillomatosis (pigmented papillomatosis), a finding
that it shares with acanthosis nigricans, confluent and
reticulate papillomatosis of Gougerot—Carteud, and some
epidermal nevi. Histopathological examination is essential
to differentiate IEMP from the more commonly occurring
dermal melanotic conditions such as lichen planus
pigmentosus and Ashy dermatosis, all of which show
numerous dermal melanophages with variable inflammation
and interface dermatitis.

Finding of melanophages in the upper dermis in pigmented
skin of Fitzpatrick types 4 and 5 is not unusual even when
there is no evident pathology. How then does one evaluate
and report on the presence of melanophages to determine
if their presence is significant?Is finding of a few small
melanophages indicative of a dermal melanosis?

We use a simple semi-quantitative method to analyze
the presence of melanophages in the dermis to evaluate
their significance in the histopathological diagnosis of
melanoses.

The criteria used are magnification at which they can be
seen, their size and composition, and their number and
distribution.

A. Melanophages seen clearly at low power (40x) are
assigned a grade of 3;those seen only at intermediate
power (100x) are grade 2 and grade 1 when one needs
high power (400x) to appreciate the melanophages in
the tissue sections

B. Large size of melanophages that appear uniformly
dark brown or brownish-black and are stuffed with
melanin are seen in conditions of dermal melanoses
such as lichen planus pigmentosus, pigmented contact
dermatitis, Riehl’s melanosis, and FDE. On the other
hand, small melanophages that appear to have fine
granular light brown melanin are not significant as
they are seen even in conditions that have primarily
epidermal melanin like lentigenes and Becker’s
melanosis and even in normal pigmented skin

C. Presence of large heavily pigmented melanophages
over a large area of the upper dermis is indicative
of dermal melanosis. Finding of occasional small
poorly pigmented melanophages in one or two foci is
incidental.

Applying these criteria to the current case reveals that no
melanophages are evident at 40x magnification, as seen
in Figure 2 in the case report, and are only seen as three
small lightly pigmented melanophages in a single focus
at 400x magnification in Figure 3 in the case report. In
contrast, the uniform hyperpigmentation of the basal
layer is seen clearly even at 40x magnification. Thus, the
finding of these small focally located melanophages is not
significant but causes confusion because one of the criteria
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mentioned in the diagnosis of IEMP by Sanz de Galdeano
is dermal melanophages.

IEMP is an epidermal hypermelanosis and does not show
significant melanophages in the papillary dermis. If it were
to do so then differentiation from other dermal melanoses
such as lichen planus pigmentosus would not be possible.

In summary, this case report is instructive in highlighting
two points, namely, the possible association of [EMP with
acanthosis nigricans and the need to accurately assess
the significance of finding of melanophages in the upper
dermis, which can be done by a simple semi-objective
histological scale.
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