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Dear	Editor,
A	 23‑year‑old	 female	 presented	 to	 our	 out	 patient	
department	 (OPD)	 with	 a	 moderately	 itchy,	 linearly	
arranged	 verrucous	 plaque	 extending	 from	 left	 great	 toe	
to	 the	 knee	 since	 early	 childhood.	 Two	 years	 ago,	 she	
developed	a	verrucous	growth	medial	 to	 the	existing	 linear	
verrucous	plaque.	There	was	no	significant	family	history.

On	 clinical	 examination,	 there	 were	 multiple	 yellow	 to	
skin‑colored	 verrucous	 papules	 coalescing	 to	 form	 a	
well‑defined	 linear	 plaque,	 extending	 from	 the	medial	 side	
of	 the	 left	 great	 toe	 to	 the	 lateral	 border	 of	 the	 knee	with	
surface	 crusting	 and	 surrounding	 inflammation.	 A	 similar	
plaque	was	seen	medial	to	it	as	shown	in	Figure	1.

On	 dermoscopy	 with	 Dermlite	 DL4,	 contact	 polarized	
view	 at	 10×	 magnification.	 we	 could	 appreciate,	 white	
structureless	areas,	pigment	globules,	 red	dotted	vessels	 in	
a	patchy	pattern,	and	yellow	areas	as	shown	in	Figure	2.

After	 removing	 the	 superficial	 crusts,	 a	 4	 mm	 punch	
biopsy	 was	 done	 from	 the	 plaque,	 which	 showed	 an	
exophytic	 growth	with	 significant	 papillomatosis,	 changes	
of	crusting	in	stratum	corneum,	acanthosis,	and	infiltration	
of	 papillary	 dermis	 with	 foamy	 macrophages[1]	 as	 shown	
in	Figure	3.

Based	 on	 the	 clinical,	 dermoscopic,	 and	 histopathological	
correlation,	 the	 diagnosis	 of	 verruciform	 xanthoma	 (VX)	
was	made.

There	 were	 no	 limb	 defects	 or	 bony	 abnormalities	 on	
clinical	and	radiological	examination.

As	VX	is	known	to	be	associated	with	 inflammatory	 linear	
verrucous	 epidermal	 nevus	 (ILVEN)[1]	 and	 as	 the	 clinical	
picture	 of	 our	 patient	 is	 similar	 to	 ILVEN,	 three	 more	
punch	biopsies	were	 taken	from	multiple	sites	of	 the	 linear	
verrucous	 plaques.	All	 of	 them	 were	 consistent	 with	 VX,	
and	a	diagnosis	of	linear	VX	was	made.

Though	 this	 case	 can	 be	 considered	 as	 VX	 of	 the	 lower	
extremity,	 the	 clinical	 picture	 of	 linear	 plaque,	 and	 the	
history	 since	 childhood	 is	 in	 favor	 of	 VX	 arising	 in	 a	
background	of	ILVEN	(Linear	Verruciform	xanthoma).

The	 patient	 was	 counseled	 regarding	 the	 benign	 nature	 of	
the	disease.

VX	 was	 first	 described	 by	 Shafer	 in	 1971	 as	 an	 oral	
entity.[2]	 It	 is	 an	 uncommon	 lesion	 with	 an	 incidence	 of	
0.025%‑0.05%	 of	 all	 the	 pathology	 cases	 and	 is	 usually	
misdiagnosed	clinically	as	papilloma.[1]	Extraoral	cases	tend	
to	involve	the	scrotum	or	anogenital	mucosa.	Extramucosal	
cases	 are	 rarely	 described	 in	 the	 literature[1]	 and	 are	
seen	 in	 association	 with	 lymphedema,[2‑4]	 epidermolysis	
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bullosa,[3,4]	 pemphigus,[3]	 discoid	 lupus	 erythematosus,[3,4]	
epidermal	 nevi	 and	 graft‑versus‑host	 disease,[3]	 as	 well	
as	 within	 cutaneous	 lesions	 of	 the	 X‑linked	 dominant	
disorder	 CHILD	 syndrome.[4]	 Other	 associations	 include	
squamous	 cell	 carcinoma,[1]	 lichen	 planus,[5]	 bone	 marrow	
transplantation,	and	other	immunocompromised	states.

The	 etiology	 and	 pathogenesis	 remain	 unknown.	
Histopathological	 findings	 are	 pathognomonic	 of	 these	
lesions.	 These	 foam	 cells	 stain	 positively	 with	 CD68	
antibody	 (a	 macrophage	 marker)	 suggesting	 origin	 from	
monocyte/macrophage	 lineage.[1]	 Excision	 is	 the	 treatment	
of	choice[1]	and	 is	 rarely	followed	by	recurrence.	However,	
no	potential	for	malignancy	has	been	reported	till	date.[1]

Figure 1: A well-defined linear plaque extending from medial aspect of left 
great toe to lateral aspect of left knee with surface showing crusting, and 
a similar plaque medial to it
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We	 report	 this	 case	 to	 increase	 awareness	 regarding	
this	 rather	 rare	 but	 distinctive	 condition	 that	 should	 be	
considered	in	the	differential	diagnoses	of	linear	lesions.
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