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the disease may remain stable for consider-
able period of time and spontancous im-
provement may occur.
Before therapeutic bronchoalveolar lav-
“age was introduced by Ramirez RJ et al. in
1965(6), patients with PAP were treated
with corticosteroids, heparin, antibiotics, tryp-
sin and pancreatic enzymes with little suc-
cess. The treatment of PAP consists of
therapeutic bronchoalveolar lavage. The lav-
age can be accomplished safely in children
and adults and with relative ease by using
double lumen endotracheal tube or catheter
toisolate and lavage one lung while ventilat-
ing the other(7). In very young children the
same can be accomplished by using double
lumen catheter andrigid bronchoscope. The
therapeutic efficiency of bronchoalveolar
lavage is primarily due to the mechanical
removal of intra alveolar phospholipids. Most
patients who undergo whole lung lavage for
PAP that is unassociated with pulmonary
fibrosis experience an improvement in pul-
monary function and in exercise perform-
ance. The reported complications associ-
ated with PAP are severe pulmonary fibro-
sis followed by respiratory failure and death,
formation of emphysematous bullae followed
by pneumothorax and usual complication of
sudden asphyxia and death due to flooding
of the airways by thick alveolar material
during anesthesia(2).
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INFLAMMATORY LINEAR
VERRUCOUS EPIDERMAL
NEVUS
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Inflammatory linear verrucous epider-
mal nevus (ILVEN) is a rare skin disease of
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early childhood(1,2). For the first time, it
was delineated by Altman and Mehregan in
= 1971(2). A similar case has been reported
- from India in 1989 by Gharpuray et al.(3).

- Prior to this, there had been no reports in
the Indian literature(3). We are reporting
a case of ILVEN in a 6-ycar-old girl with
relevant literature. |

Case Report

A 6-year-old girl was brought with_the
complaints of pruritic, raised, reddish les-
sions aver left lower and upper extremities

of three years duration. Patient was alright

three years back, then lesions developed on
left lower leg and during three years time
appeared on the forearm and hand. She
gave history of gradual increase in the size of
the lesion. Local examination revealed
multiple, hyperpigmented, scaly papular
- lesions on left side of body involving leg,
~ extensor surface of forcarm and hand.
These lesions were distributed in a linear
fashion.

Histopathology of the lesion onleft fore-
arni showed broad, circumscribed columns
of parakeratosis originating from the
epidermis and the remaining stratum cor-
nium showed compact hyperkeratosis. It
also showed papillomatosis. There was a
perivascular lymphocytic infiltrate in upper
dermis (Fig. 1).

Discussion

ILVEN usually starts to develop at birth
- or shortly thereafter in the form of persis-
tent, reddish, slightly verrucous, scaly papu-
lar lesions(1,2,4). Exceptionally, it can be
seen in adults(S). It is distributed in a linear
or zosteriform pattern and is unilateral so
labelled as nevus unius lateris(1).
Clinically, the disease shows female pre-
dominance with the ratio of 4 : 1(2). The
most common location of the lesion is on the
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Fig. 1. ILVEN showingbroad, circumscribed col- .-
umn ofpfrakeratosis and compact hyperk-
eratosts ‘Of remaining stratum comeum.
Upper dermis shows perivascular lympho-
cytic infilirate. '

lower extremitics especially on left side of
the body(1,2,4). The condition must be dif- -

ferentiated from other examples of nevus

unius lateris and from linear psoriasis,

linear lichen planus and lichen striatus(1).
The lesions of ILVEN are mostly pruritic
and persistent which differentiates it from
lichen striatus(2,4). Histologically, lichen-
striatus tends towards a lichenoid pattern
and JLVEN towards a psoriasiform pat-
tern(4). The Parakeratosis and JLVEN are
diseases that involve the epidermis predomi-
nantly but also the papillary dermis to some
extent. The various forms of parakeratosis
and the ILVEN have in common well cir-
cumscribed zones of parakeratosis beneath
which the granular layer is absent and a lym-
phohistiocytic infiltrate in upper dermis(1).
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The microscopic picture of ILVEN
is essentially that of a non-specific
chronic dermatitis(6). 1t is characterized by
moderately well circumscribed, short and
broad columns of parakeratosis, arising from
cpidermis and are perpendicular to the skin
surface usually at the summits of epidermal
papillation. Between the areas of parakera-
tosis the stratum corneum is hyperkeratotic
in compact patterns. Beneath the zones of
parakeratosis, granular layer and dyskera-
totic or vacuolated are absent and beneath
the areas of orthokeratosis, granular layer is
thickened. The epidermis is hyperplastic,
and usually papillated and psornasiform.
Superficial perivascular lympho-histiocytic
infiltrate is seen in the dermis(1,3,4,7-9). In
a few lesions, extensive parakeratosis is
seen(2,5).

Older way of treatment in the form of
topical corticosteroids, surgical excision or
cryosurgery was not satisfactory. Consider-
able improvement in the lesion and delayed
recurrence of inflammatory episodes were
observed by local application of potent
corticosteroids like betamethasone dipropi-
onate(3).
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CYSTIC KIDNEYS IN
TUBEROUS SCLEROSIS
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P.G. Patil

Tuberous sclerosis is a neurocutaneous
disorder which in addition to the skin and
brain affects the kidneys, heart, eyes, lungs
and bones. Nearly 50 to 80% of the patients
with tuberous sclerosis have renal angio-
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