
Correspondence

Journal of Cutaneous and Aesthetic Surgery - October-December 2016, Volume 9, Issue 4 283

Post‑procedure complications include minimal scarring 
and depigmentation, which in areas such as scalp can be 
invisible/camouflaged with hair, like in our case.

This case is reported for intralesional RFA therapy being 
a new, cost‑effective and easy‑to‑treat modality in the 
management of ALHE with a long‑lasting result and no 
relapses, especially in limited resource settings, as it just 
requires an RFA and a sterile needle.
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Dear Editor,
Vulvar dermatosis may confuse many specialists 
who deal with the female genito‑urinary system. The 
difficulty arises because majority of the conditions 
witnessed are dermatological, and patients usually first 
attend gynaecology and urology specialist clinics for 
these disorders. Further, this is compounded by the fact 
that many common disorders when involving the vulva 
are usually modified with atypical presentations posing 
difficulties in the diagnostic acumen of even experienced 
dermatologists.

A 23‑year‑old female presented to the department of 
dermatology with the chief complaints of an enlarging 
lesion on the right vulva for the past 4 months. She stated 
that the lesion began as a small pea‑sized growth, almost 
1 year back, but because it was asymptomatic, she had 

completely ignored it. However, now as the swelling 
was gradually increasing in size, she ascertained the 
importance of seeking medical attention. Examination 
revealed a fleshy corrugated linear plaque over the 
right vulva of length 8 cm extending from the medial 
to the lateral border [Figure 1]. Palpation demonstrated 
a non‑tender fleshy growth with a bag of worms‑like 
feel. No other associated lesions were identified. 
Differential diagnosis of plexiform neurofibroma (PN) 
and isolated collagenoma (IC) was considered, and 
a lesional skin biopsy was sent for histopathological 
examination. Histopathology revealed an absolutely 
unexpected result. Epidermis was intact with normal 
architecture. Dermis revealed fibrocollagenous tissue 
interspersed with blood vessels [Figure 2]. With these 
findings, a diagnosis of fibroepithelial polyp (FEP) 
was made, and treatment options explained to the 
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Table 1: Salient features of atypical vulvar fibroepithelial polyps reported in previous literature including our patient
Author Age of presentation Lesion morphology Treatment instituted

Shier[1] 48 years Firm 6 cm pedunculated growth resembling a saxophone on the 
right labium

Surgical excision

Dane et al.[2] 35 years 15 cm × 10 cm × 6 cm sized polypoidal growth with markedly 
thickened, wrinkled and discoloured overlying skin mimicking 
condyloma acuminata on the left labium, with associated psoriasis

Surgical excision

Madueke‑Laveaux  et al.
[3]

21 years Polypoidal non‑tender skin coloured, pedunculated mass of size 
20 cm × 30 cm with overlying ulceration on the right labium

Surgical excision

Canalizo‑Almeida  et al.[4] 19 years Pedunculated pear‑shaped growth 30 cm in diameter along with 
around 10 smaller pedunculations 3 cm × 5 cm in size, attached 
to the main pedicle on the right labium

Surgical excision

Avsar et al.[6] 28 years 2 polypoidal masses 15 cm × 10 cm and 13 cm × 6 cm on the 
left and right labia minora, respectively, with overlying psoriatic 
scales and pustules with both polyps colliding with each other and 
barricading the vulvar orifice

Surgical excision

Wani and Fujioka[5] 7 months Erythematous soft polypoidal growth of size 2.3 cm in maximal 
dimension on the right labium

Surgical excision

Present authors 23 years A linear fleshy corrugated plaque on the right vulva of 8 cm length 
and resembling a plexiform neurofibroma/isolated collagenoma

Carbon dioxide laser ablation

Figure 1: A fleshy, corrugated, linear plaque on the right vulva

Figure 2: Section of the skin demonstrating a normal 
epidermis with a fibrocollagenous dermal stroma interspersed 
with blood vessels (H and E, ×20)

patient. Our patient did not want cold knife surgery, 
therefore the entire lesion was zapped using carbon 
dioxide laser. After 1 week of follow‑up, the lesion was 
healing well [Figure 3], and after 2 months, there was 
complete re‑epithelialisation with moderate amount of 
post‑inflammatory hypopigmentation [Figure 4]. The 
patient was satisfied with the result.

FEPs are benign neoplasms commonly occurring in 
obese individuals and located primarily in intertriginous 
areas. When involving the vulva, they rarely exceed 5 cm 
in size. These lesions usually are totally asymptomatic 
and benign. However, there have been reports of the 
secondary malignant changes in some, and therefore 
this possibility should not be completely ignored. The 
main reason for seeking medical attention for genital 
acrochordons is the fear of suspicion of an existing 
sexually transmitted disease. In general, the presentation 
witnessed with vulvar acrochordons is that of a 
cutaneous flesh‑coloured growth, usually attached to a 

pedicle and protruding from the vulva. However, there 
have been a few reports depicting atypical phenotypes 
of FEPs[1‑6] and they are summarized in Table 1.

Our case had a distinctive presentation of its own, not 
blending the slightest, with any of the previous unusual 
phenotypes described. The morphology in our patient 
bore a close resemblance to PN with the characteristic bag 
of worms‑like feel. A thorough PubMed literature search 
with respect to vulvar neurofibroma revealed only two 
reports by Skorupski et al.[7] and Pascual‑Castroviejo et al.[8] 
However, in all their cases, other hallmark characteristics 
of Von Recklinghausen (VR) disease were also present. 
Our case did not demonstrate other findings of VR 
disease, and therefore it was essential to consider other 
differentials. The other possibility contemplated upon was 
IC. ICs are acquired connective tissue nevi characterised 
by increased dermal collagen deposition usually located 
on the trunk and upper extremities.[9] IC, involving the 
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vulva, is a rarity, and till date, there have been no reports 
depicting the same. It was the histological findings that 
enabled us to clinch the diagnosis. Occasionally, in some 
biopsy specimens of FEPs, multinucleate giant cells in 
a focal myxoid stroma maybe encountered,[5] which the 
diagnosing dermatologist should be aware about. In 
general, for vulvar FEPs, surgical excision is the treatment 
employed. However, our patient was reluctant for cold 
knife surgery. Therefore, the entire lesion was ablated 
using carbon dioxide laser, which after 2 months of 
follow‑up demonstrated excellent re‑epithelialisation. To 
conclude, all dermatologists should be adequately aware 
regarding vulvar dermatosis with a careful inclination 
to atypical phenotypes presented and how a common 
clinical condition could present so differently, significance 
of being familiar with the histological characteristics of 
these dermatoses, importance of a thorough workup to 
come to a conclusive diagnosis along with knowledge 
regarding the availability of newer alternative treatment 

Figure 3: Right vulva 1 week post‑carbon dioxide laser 
ablation

Figure 4: Right vulva 2 months post‑carbon dioxide laser 
ablation demonstrating good re‑epithelialisation with 
moderate post‑inflammatory hypopigmentation

modalities and their appropriate usage while managing 
these patients.
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