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Congenital Bathing Trunk Nevus with Meningomyelocele

Figure 1: Hyperpigmented giant hairy nevus surrounding the 
meningomyelocele with satellite lesion noted over buttock area

Sir,
A 3‑day‑old female neonate, first born to 
non‑consanguineous parents with unsupervised antenatal 
period was brought with paucity of movements of the 
lower limbs and a black skin lesion with ulcerated mass 
protruding through the midline in the lower back noted 
since birth. She did not have urinary dribbling or retention. 
At the time of presentation, child was noted to have 
elevated hyperpigmented lesion with thick hair measuring 
15 × 10 cm involving entire posterior torso suggestive 
of congenital bathing trunk nevus surrounding the 
meningomyelocele as shown in Figure 1. Initial screening 
in form of the ultrasound of cranium was normal. Child 
underwent meningomyelocele repair. Currently child is 
asymptomatic; and, magnetic resonance imaging (MRI) 
brain has been planned on follow up.

Congenital bathing trunk nevus is a rare lesion with female 
preponderance and an incidence of one in 2–5 lakh births. 
Though named congenital as it is noticed soon after birth, 
it is not hereditary and occurs due to somatic mutations in 
NRAS (chromosome 1p13) and BRAF gene.[1] A strong 
association exists between congenital giant melanocytic nevus, 
neurofibromas, lipomas, and neural tube defects (NTD).[2]

Congenital nevus is said to be giant when it covers >2% 
of body surface area or 5 cm in neonates or 20 cm 
in adults. Lesions may be small in infants and grow 
proportionately as the body grows. It can occur anywhere 
on the body with predilection over trunk and is associated 
with pigmented satellite lesions. It may be flat or raised, 
hypo‑ or hyperpigmented, and color may change over time 
with majority (95%) being associated with thick hair in the 
lesion. Age of presentation varies; adult presentation is seen 
when they develop multiple nodules (lipoma, neurofibroma) 
or when it ulcerates (sclerotic variant of melanoma) while 
adolescents and girls present for cosmetic reasons.

Neurocutaneous melanosis (NCM) and malignant melanoma 
are the two most important complications.[3] NCM is 
characterized by proliferation of melanocytes present in the 
meninges of brain and spinal cord and present as headache, 
seizures, movement abnormalities, and brain tumors. Risk 
of malignant melanoma is 2–5 times higher and occurs 
in the first 5–10 years of life.[4] High‑risk lesions for 
malignant transformation include those with size >20 cm, 
satellite lesions and multiple (>3) lesions. Bathing trunk 
nevus needs continuous follow‑up to monitor for signs of 
malignant transformation. Surgical excision of high‑risk 
lesions is best performed in early childhood.[5] Many 
non‑surgical procedures have been tried and each has its 
own limitations. Serial excision with tissue expansion is 
the mainstay of treatment of bathing trunk nevus.
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Dermatoscopic Features of Prurigo Nodularis

Sir,
A 51‑year‑old male presented to dermatology services with 
complaints of itchy lesions on scalp, hands, trunk, and 
legs for the last 3 years. No history of trauma/prolonged 
standing and/or any comorbidities was reported. Family 
and personal history were not significant. Cutaneous 
examination revealed multiple well‑defined discrete 
hyperpigmented papules, nodules, and plaques on forearm, 
dorsum of hands, and both legs [Figure 1]. Few papules and 
nodules were also present on face and scalp. Oral cavity 
and nail examinations were normal. Systemic examination 
was unremarkable. Routine baseline investigations were 
within the normal limits and serology was negative. 
Lesional skin biopsy was performed with possibilities of 
hypertrophic lichen planus (HLP), prurigo nodularis (PN), 
and chronic eczema,. Hand‑held dermoscopy was 
performed with DE‑300 (Firefly) polarizing digital 
dermatoscope with (20×) magnification, which showed 
red globules and peripheral striations [Figure 2]. 
Histopathology revealed hyperkeratosis, orthokeratosis, 
focal hypergranulosis, and irregular acanthosis with 
foci of pseudoepithelomatous hyperplasia. The papillary 
dermis showed inflammatory infiltrates, predominantly 

lymphocytes and few macrophages with vertically 
oriented collagen bands [Figure 3]. Focal spongiosis with 
lymphocytic exocytosis was noted, suggestive of PN. The 
patient was treated with potent topical steroids, emollients, 
and antihistamines.

PN is a chronic inflammatory dermatosis of unknown 
etiology which commonly occurs between 20 and 60 years 
of age. Extensor surfaces of the lower extremities are the 
most common site. Trunk, upper extremities, and scalp can 
also be involved. Clinically, it is characterized by pruritic, 
0.5–3 cm diameter, hyperpigmented or purpuric, firm 
nodules with a hyperkeratotic or excoriated surface.

PN needs to be clinically differentiated from dermatoses 
which may present with papulonodular lesions over extensor 
surface of lower limbs like HLP, nodular scabies, lichen 
simplex chronicus (LSC), lichen amyloidosis, multiple 
keratoacanthomas, and reactive perforating collagenosis. 
Histopathology supplemented by dermoscopy can be a useful 
diagnostic tool in differentiating PN from its differentials.

Dermoscopy is a recent diagnostic technique that enables 
clinicians to observe subsurface structures, and thus 




