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discouraged in the pediatric age group. If required, lower 
concentration (2%) of minoxidil in gel‑based formulation 
should be used in pediatric age group because of relative 
safety. Over the counter sale of minoxidil should be 
restricted completely or to a minimum concentration of 
preparation.
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Laugier–Hunziker Syndrome in a Young Female

Sir,
Laugier–Hunziker syndrome (LHS) is a rare, 
acquired, disorder of pigmentation characterized by 
hyperpigmentation of lips, oral mucosa, and longitudinal 
melanonychia. The disease is a diagnosis of exclusion 
and is diagnosed mainly on the basis of clinical and 
histopathological features. This benign disease mostly 
manifests in adults with no systemic features or malignant 
potential. Early identification of LHS helps in ruling out 
other severe syndromes associated with mucocutaneous 
hyperpigmentation and malignant potential such as 
Peutz–Jeghers syndrome. A 19‑year‑old female attended 
our department with a history of hyperpigmentation 
on nails of fingers and toes with longitudinal 
melanonychia, which had developed gradually over the 
last 8–9 years [Figure 1a and b]. Patient also complained 
of pigmentation on the lower lip and tongue for the last 
5 years [Figure 2a]. Hyperpigmented lesions were also 
present over the soft and hard palate. There were no 
ulcers in the mouth, and orodental hygiene was good. 
Examination of hands and feet showed hyperpigmented 
macules over the tips of all fingers and toes. The volar 
aspect of finger tips and soles also had few pigmented 

macules [Figure 2b]. She was otherwise healthy with no 
complaints of any abdominal pain, diarrhoea, vomiting, 
fatigue, and weight loss; she was not receiving any 
medication (including antimalarials or minocycline). 
No family history of any mucocutaneous disorder was 
present. There was no history of any trauma prior to the 
pigmentation. General physical and systemic examination 
was normal. Routine hematological and biochemical 
investigations were within normal limits. Serum cortisol 
level was also normal. X‑ray of the chest, ultrasound of the 
abdomen, endoscopy, and echocardiography were normal. 
The histopathology of skin biopsy taken from the plantar 
lesion showed hyperkeratosis and acanthosis [Figure 3a]. 
Basal cell hyperpigmentation was scanty with few 
melanocytes [Figure 3b]. Patient was diagnosed as a 
classical case of LHS. LHS is a rare disorder which was 
first described by Laugier and Hunziker in 1970.[1] It is an 
acquired, benign pigmentary skin condition characterized 
by diffuse oral hypermelanosis with pigmentation of 
the nails and longitudinal melanonychia.[2] Cutaneous 
manifestations can also be present in other areas of 
body and the term “idiopathic lenticular mucocutaneous 
pigmentation” has also been used.[3] This syndrome 
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occurs mainly in middle‑aged adults and is progressive. 
A mean age of 52 years has been reported.[4] However, 
in our report, the girl presented at an unusual early age 
of only 10 years. Few cases have been reported at such 
a young age. Sardana et al.[5] reported one such case in 
a 12‑year‑old child. No malignant predisposition has been 
associated with LHS.[6] The main differential diagnoses are 

Figure 1: (a) Hyperpigmentation of all nails of hand with longitudinal 
melanonychia. (b) Hyperpigmentation involving all toe nails

b

a

Figure 2: (a) Pigmented macules over tongue and lower lip, upper lip is 
spared. (b) Pigmented macules over the volar aspect of fingertips

b

a

Figure 3: (a) Hyperkeratosis with acanthosis. (Hematoxylin and eosin ×10) 
(b) Basal cell hyperpigmentation with few melanocytes (Hematoxylin and 
eosin ×40)

b

a

Peutz–Jeghers syndrome, Addison’s disease, Mc‑Cune–
Albright syndrome, LEOPARD syndrome, Gardner’s 
syndrome, drug induced hyperpigmentation, and LAMB/
syndrome. Peutz–Jeghers syndrome and Gardner’s 
syndrome are autosomal dominant conditions associated 
with abdominal pain and intestinal polyps; malignant 
predisposition may also be present. Addison’s disease 
is associated with findings such as low blood pressure, 
hyperkalemia, hyponatremia, hypoglycemia, and elevated 
blood urea nitrogen.[7] McCune–Albright syndrome 
presents with precocious puberty, polyostotic fibrous 
dysplasia, and unilateral cafe au lait macules. Therefore, 
prompt diagnosis of this syndrome helps to rule out the 
above severe systemic conditions, thus helping the patient 
from unnecessary investigations and improper treatment.
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Nevoid Psoriasis Coexisting with Verrucous Epidermal Nevus

Figure 1: Typical psoriatic plaques along blaschko’s lines (transverse 
S-shaped) over right side of the trunk with scattered guttate lesions 
(marked) over the trunk and neck and verrucous plaques over right axilla

Sir,
A 15‑year‑old male child presented with dark brown 
verrucous lesions over the trunk, right axilla, right elbow, 
and dorsum of right hand since birth. Thick white scaling 
over the scalp and asymptomatic linear, red, scaly plaques 
involving the right side of the body developed since the last 
6 months. Multiple, small itchy papulosquamous lesions 
over the face, neck, and trunk preceded by an episode of 
sore throat with fever erupted for last 7 days. Past history 
and family history was noncontributory.

On examination, he had multiple, well‑defined, discrete 
to confluent, erythematous scaly plaques arranged in 
transverse S‑shaped lines on the right side of the trunk 
and as longitudinal lines on the genitals and right upper 
extremity [Figure 1]. Several tiny, erythematous, scaly plaques 
were scattered over the face, neck, and trunk. Auspitz’s sign 
could be elicited in both nevoid as well as guttate lesions. 
Well‑defined hyperpigmented, verrucous papules, and plaques 
were observed over the abdomen near umbilicus, right axilla, 
right elbow, and dorsum of right hand [Figure 1]. Scalp 
examination revealed plaques of silvery white adherent 
scaling. Mucosa and nail examination was normal. Routine 
blood investigations were within normal limits. The clinical 
differential diagnoses included linear or nevoid psoriasis with 
verrucous epidermal nevus, inflammatory linear verrucous 
epidermal nevus (ILVEN), and psoriasiform epidermal nevus.

Histopathological examination of biopsy specimen 
from erythematous scaly lesions showed psoriasiform 
epidermal hyperplasia, a diminished granular layer, and 
thick laminated horny layer with mounds of layered 
parakeratosis with neutrophils, which were consistent with 
psoriasis vulgaris [Figure 2]. Specimen from verrucous 
lesions showed epidermal hyperplasia with thickened 
granular layer and epidermolysis in the upper/mid spinous 
zone. The features were suggestive of epidermolytic 
hyperkeratosis [Figure 3].
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