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mucosa with a characteristic slow growth and minimal local 
invasion with very rare metastatic potential. There are four 
types of verrucous carcinoma depending on the site of 
occurrence: (1) Ano‑urogenital: Giant condyloma acuminatum, 
Buschke–Lowenstein tumor;  (2) Oro‑aerodigestive: 
Ackerman tumor, oral florid papillomatosis;  (3) Feet: 
Carcinoma cuniculatum, epithelioma cuniculatum; and  (4) 
Other cutaneous sites: Cutaneous verrucous carcinoma, 
papillomatosis cutis carcinoides.[1,2] A majority of the 
cases  (90%) are found on the feet.[3] Only 16  cases of 
verrucous carcinomas on the hand have been published in 
the world literature so far.[4]

Our case was unusual as the site of occurrence was uncommon 
and the surface of the lesion was minimally verrucous. Long 
duration at presentation is common in verrucous carcinoma, which 
may be due to lack of suspicion and therefore no histological 
evaluation in the early stage. Our patient did not have adjacent 
bone infiltration, although it is reported to be higher in verrucous 
carcinomas of the hand  (20%).[5] Metastasis to regional lymph 
nodes is very rare with no published data for lesions in the hand. 
Longstanding warty skin lesion not responding to routine treatment 
should be biopsied to rule out verrucous carcinoma, enabling 
early treatment and cure. If any bony involvement is noted, a wide 
excision of the tumor with amputation is the treatment of choice.[4] 
Routine lymphadenectomy should not be considered unless lymph 
node involvement is suspected. Radiotherapy is contraindicated 
as there is a risk of anaplastic transformation and even lymphatic 
spread.[4]

LEARNING POINTS/TAKE HOME MESSAGES

Verrucous carcinoma should be suspected whenever there is a 
longstanding verrucous lesion that is not responding to routine 

treatment, and should be confirmed by histopathology. Early 
diagnosis and surgical treatment cures the patient.
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Remote reverse Koebner 
phenomenon in generalized 
granuloma annulare
Sir,
Granuloma annulare is a benign, self‑limiting, necrobiotic 
disorder of unknown etiology. The clinical variants are 
localized, generalized, perforating, and subcutaneous 
patterns.[1] Histopathologic features comprise granulomatous 
inflammation in a palisaded or interstitial pattern associated with 
varying degrees of connective tissue degeneration and mucin 
deposition. Generalized granuloma annulare is a rare variant 
comprising 8%-15% of all cases of granuloma annulare. It 
presents as widespread papules some of which may coalesce to 

form small annular plaques. Lesions may be skin colored, pink, 
violaceous, tan, or yellow. Unlike in localized disease, the trunk 
is frequently involved, in addition to the neck and extremities. It 
runs a protracted course.[2] Various types of trauma, including 
that of a biopsy, have been observed to initiate resolution of 
lesions.[3]

A 66‑year‑old man presented with progressive, asymptomatic 
papular eruption since 5 years. The patient was in good health 
and denied any recent illness or ingestion of medications. He 
gave history of similar lesions 20 years ago that persisted for 
more than 8 years and resolved after medication. The nature 
of medication is not known. There was no history of diabetes 
mellitus. On examination, scattered multiple papules ranging 
in size from 0.5 to 1.0 cm were noted [Figure 1]; papules were 
distributed throughout the body, with sparing of face. They were 
very dense over thighs and arms.
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Figure 1: Multiple papules on the forearm Figure 2: Lesions resolved after biopsy

Initial laboratory examination revealed the following normal 
or negative results; complete blood cell count, erythrocyte 
sedimentation rate, liver and renal function tests, urinalysis, 
random blood sugar, anti‑HIV and chest X‑ray. A  clinical 
differential diagnoses of eruptive syringoma, eruptive 
xanthoma, and disseminated granuloma annulare were 
considered. A  4 mm punch biopsy was obtained from the 
lesion on the side of the trunk, which showed microscopic 
features of granuloma annulare. When the patient returned 
for follow‑up 4 weeks later, the lesions throughout the body 
had completely resolved [Figure 2]. No additional treatment 
was recommended, and the patient was advised to return for 
follow‑up once again after one month. When he returned after 
a month, there were no lesions evident. He showed complete 
resolution of all lesions which were present since five years, 
without any treatment. After skin biopsy, we observed a 
dramatic improvement.

The histopathological examination revealed infiltration 
of histiocytes between disrupted collagen bundles and 
perivascular lymphocytic infiltration. There were associated 
mucinous changes. The findings were consistent with the 
interstitial variant of granuloma annulare [Figure 3].

Biopsy scar mark is seen on the lateral side of the chest 
[Figure 4].

Most cases of granuloma annulare resolve spontaneously. 
In our patient, the lesions were present since 5  years, and 
resolved completely after performing biopsy. Though natural 
resolution is a possible mechanism, biopsy as a triggering factor 
for resolution cannot be ruled out.

A postal questionnaire survey was carried out by Wells 
and Smith.[4] Clinical notes of 280  patients suffering from 

granuloma annulare were examined. They found that 
52 patients had biopsies with no effect on the natural course 
of the disease. A total of 11 biopsies were performed on the 
group in which the lesions were still present. Some of these 
patients had multiple lesions, so the fate of the particular 
lesion biopsied was not ascertained, but in others, the lesions 
biopsied had persisted.

Levin et  al.,[5] noted resolution of patch type granuloma 
annulare at the site of biopsy. However, lesions at the 
unbiopsied site persisted. Histopathology revealed interstitial 
variant. Interestingly in our case also, biopsy findings were 
consistent with interstitial variant. In the present case, 
lesions disappeared not only at biopsy site, but also at the 
unbiopsied site.

Levin et  al.,[5] proposed that controlled injury to the skin 
could alter cellular and extracellular milieu and possibly clear 
inflammatory process like granuloma annulare. Granuloma 
annulare responding to physical modalities of treatment 
like psoralen ultraviolet A range and cryotherapy, and the 
curious case of generalized granuloma annulare sparing the 
vaccination site[6] are cited as examples.

One hypothetical mechanism by which biopsy or other 
forms of wounding could trigger resolution of granuloma 
annulare is by initiating an orderly process of wound 
healing with formation of granulation tissue, remodeling 
of the extracellular matrix, neovascularization, and wound 
contraction.[5,7]

Malakar and Dhar[8] reported spontaneous resolution of vitiligo 
patches distant from autologous skin graft site and used the 
term remote reverse Koebner’s phenomenon. In our case also 
lesions distant from the biopsied site resolved spontaneously. 
Further research is warranted regarding the presence of remote 
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Figure  3: Histopathologial examination revealing infiltration of 
histiocytes between disrupted collagen bundles and perivascular 
lymphocytic infi l tration. There were associated mucinous 
changes (H and E, ×10)

Figure 4: Biopsy scar mark on the lateral part of chest
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reverse Koebner’s phenomenon in the interstitial variant of 
generalized granuloma annulare.

Acrocyanosis with 
intrahepatic carcinoid tumor
Sir,
Paraneoplastic disorders occur due to substances released from 
the internal tumors or immune cross‑reactivity with host tissue. 
Common mucocutaneous paraneoplastic disorders include 
acanthosis nigricans, dermatomyositis, pyoderma gangrenosum, 

and erythroderma.[1] Acrocyanosis means symmetrical, painless 
bluish discoloration of the distal parts of the body. It is classified 
as primary, with no apparent underlying cause, and secondary, 
when associated with underlying pathology.[2]

A 49‑year‑old man presented with discoloration of the fingers 
and toes of one month duration. He denied pain and swelling of 
the extremities and aggravation of symptoms in cold climate. He 
gave a history of intermittent abdominal pain over the right upper 
quadrant region associated with weight loss for the past one 
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