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ABSTRACT

Background: The non-inflammatory linear verrucous subtype of epidermal nevi (LVEN) although generally benign, can be aestheti-

cally displeasing and functionally disfiguring to patients.

Objective: To provide a permanent improvement in the clinical appearance of LVEN with minimal scarring.
Method: Electroplaning with Surgitron® FFPF EMC was the chosen method of treatment.
Results: Electroplaning is a simple, safe, and effective method for improving the appearance of non-inflammatory linear epidermal nevi.

J Drugs Dermatol. 2012;11(4):474-477.

INTRODUCTION

characterized by clonal proliferation of embryonic ecto-

dermal cells in a linear configuration following Blashko’s
lines."*® These sporadic, asymptomatic, female-prevalent, non-
nevus cell tumors present at birth or within the first year of life
are usually localized to keratinized: facial, neck, trunk or extrem-
ity skin; rarely oral and genital lesions have been reported.56°
Less common systematized forms include unilateral (nevus unis
lateralis) and extensive bilateral (ichthyosis hystrix). A subset of
tumors (<30%) may be associated with the epidermal nevus or
Solomons’ syndrome—a phakomatosis that can include: ocular,
skeletal, cardiac, renal, neurologic (seizures, mental retardation)
defects as well as intracranial and/or intraspinal lipomas.2? Rare-
ly, the development of squamous cell, basal cell, and other skin
carcinomas has been reported.""” Generally, LVEN are benign;
the patients’ desire for an improved appearance of the affected
area is the primary rationale for treatment.

L inear verrucous epidermal nevi (LVEN) are hamartomas

Treatment modalities including excision, laser, dermabrasion,
cryosurgery, chemical peels, anthralin, systemic and topical
retinoids, 5-flourouarcil, calcipotriene, and podophyllin have
been limited by unacceptable cosmetic outcomes, recurrence,
or unacceptable toxicities.®

OBJECTIVE
The goal in this patient was to provide a permanent improve-

ment in the clinical appearance of the site with minimal scarring,
therefore, electrosurgery was considered.

We previously reported the successful treatment of refracto-
ry, intertriginous Darier’s Disease using electrosurgery.**The
discussion that follows describes the use of electroplaning (a
refined form of electrosurgery) for the removal of linear ver-
rucous epidermal nevi from the skin of the breast and areola
in an African American female that includes 10-year follow-
up photographs.?5#

Case Study

A healthy 23-year-old African-American nulliparous female pre-
sented requesting treatment of an asymptomatic ‘embarrassing’
mole on her chest present since birth, growing as she grew.

There was no family history of similar lesions, her childhood
developmental milestones were within normal ranges, and she
denied a history of seizures or other medical problems.

On physical examination, the patient was a healthy, young
adult woman without evidence of skeletal, neurologic, ocular,
or auditory deficits suggestive of nevus syndrome. Her cutane-
ous examination was significant for mild facial acne vulgaris
and hyperpigmented verruciform, soft papillomatous papules
coalesced in linear arrays radiating from the skin of her left
breast. The skin of the left nipple was deformed by the presence
of similar lesions growing in a horn-like formation.The aperture
to the lactiferous glands was not visible.There were no underly-
ing lesions detectable by palpation. There were no café au lait
spots.There were no keloidal or hypertrophic scars or evidence
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FIGURE 1. LVEN Pre op a) anterior, b) lateral, ¢) anterior-medial
a) B o b)

FIGURE 2. Eliman Surgitron

of significantly hyperpigmented acne scars.The clinical diagno-
sis was linear verrucous epidermal nevus.

The location and extent of the nevi in conjunction with the pos-
sibility of scarring precluded surgical excision. Electroplaning was
described to the patient as a less radical and theoretically effective
treatment option with the caveats of recurrence, keloid formation,
hyperpigmentation, abnormal nipple contour, and function. *

METHODS

Pre-operatively, the patient was instructed to cleanse the areas
to be treated with chlorhexidine twice daily for 7 days. On the
7th day, signed consent was obtained and pre-operative surgi-
cal site photographs were taken (Figures 1a, b, c). Lesional and
peri-lesional skin was prepped with alcohol pads, and tumors
were locally infiltrated with 20cc 1% xylocaine w/o epinephrine
(electrosurgery allows for cautery), followed by betadine re-prep
and sterile draping.?®

A Surgitron® FFPF EMC (Figure 2) pad was placed under the
patient’s left scapula. The surgical unit was tuned to the fully
rectified mode (planning). An 8-mm fine wire loop electrode
was passed through the most exophytic portions of the tumors,
followed by use of a 3-mm fine wire loop at the same setting
for precise planning to the normal skin height. The nipple was
sculptured with a 2-mm extra fine loop (Surgitron settings un-
changed). Three samples of tissue from different segments of
the nevi were submitted to the dermatopathologist for histolog-
ical assessment. The results confirmed the clinical diagnosis.
Post-operatively, all surgical sites were covered with petrola-
tum and an occlusive dressing.

Forty-eight hours after surgery, the patient called stating the
dressing was no longer intact. She was instructed to cleanse the
treated skin with hydrogen peroxide, and apply petrolatum fol-
lowed by a telfa dressing, daily. Five days post-operatively, the
surgically treated skin was pink with some eschar; there was no
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FIGURE 3. LVEN post-op a) anterior, b) lateral, ¢) anterior-medial
a)_ A b)

surrounding erythema or edema. Daily dressing changes were
continued until the skin completely resurfaced. Five weeks
post-operatively, the re-epithelialized surgical sites exhibited
mild variegate hyperpigmentation and erythema. The patient
was instructed to apply a steroid cream twice daily and return
in 4 weeks. Nine months later the patient returned. Two of the
treated sites demonstrated firm 2-3m papulonodules sugges-
tive of early keloids.The remainder of the surgically treated skin
was variably hyperpigmented. Diluted triamcinolone aceton-
ide/xylocaine (5 mg/ec) was injected into each nodule (1/4 cc)
and a pharmacy compounded bleaching cream (containing hy-
droquinone, tretinoin, and a mid-potency topical steroid) was
prescribed for 30 days.

RESULTS

The patient was lost to follow-up and returned 10 years lat-
er requesting upper arm liposuction. Photographs of the
electroplaned surgical sites were taken (Figures. 4a, b, and c).
Examination of the nipple revealed a patent (functional, accord-
ing to the patient) lactiferous gland. She was very pleased with
the cosmetic result and no longer felt uncomfortable with the
appearance of the skin on her breast.

CONCLUSIONS

Electrosurgery is our treatment of choice for earlobe keloids as
well as benign nevoid nevi, rhinophyma, acne keloidalis nuchae,
and severe pseudofolliculitis barbae. This report affirms the safety
and efficacy of electroplaning as a simple method for improving
the appearance of non-inflammatory linear epidermal nevi.
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